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Introduction 

The general purpose of this research project was twofold, namely (1) the 

development and (2) the evaluation of the Up2U program to support 

professionals (residential care workers and teachers) during one-on-one 

conversations in their alliance with adolescents in residential youth care, 

thereby trying to stimulate the intrinsic motivation for change of these 

adolescents. First, we identified the needs of adolescents and professionals 

regarding their one-on-one conversations through interviews. Based on these 

needs and a literature review, we developed the Up2U program. 

Subsequently, we evaluated the Up2U program by investigating to what 

extent the program works in terms of enhancing communication skills among 

professionals and improving adolescents’ motivation for change, and by 

looking more generally at the experiences of adolescents and professionals 

regarding Up2U.  

  In this final chapter, we will first summarize and discuss the main 

findings in this dissertation. Hereafter the strengths and limitations of the 

study will be presented. Next, we will describe several recommendations for 

further research and practice based on our findings. Finally, we conclude the 

chapter by some final thoughts about residential youth care.  

Main findings 

Development of the Up2U program 

In order to be able to develop the Up2U program, this research project started 

with a study of the experiences and needs of adolescents, care workers, and 

teachers regarding the one-on-one conversations that they have with each 

other during residential care (chapter 2). This study answered the questions: 

What are the needs of adolescents and professionals regarding their one-on-

one conversations? And how can one-on-one conversations, recognizing these 

needs, be designed in practice?  

Interviews with eleven adolescents, ten care workers, and two 

teachers showed that both the adolescents and professionals are quite 

satisfied with the current one-on-one conversations. Most of the adolescents 

(54.5%) do not necessarily have a need for these conversations. Nevertheless, 

they prefer a mentor who is calm, has respect, listens to the adolescent, and is 

reluctant in giving advice. The adolescents think the way the mentor relates to 

them during conversations is very important. This corresponds with the 
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professionals who think that having a connection with the young person is 

important. However, only one of the 12 professionals in our study thought 

that it is his core task to achieve behavior change with the adolescent. This 

suggests that residential care workers mainly focus on care and not so much 

on cure, while both these aspects are essential to therapeutic residential care 

(Harder, 2018; Whittaker et al., 2016). Most professionals do not use a specific 

treatment protocol or method during one-on-one conversations and doubt 

whether they want to have conversations according to a manual, protocol, or 

support tool. 

 Listening to the interviewees, we conclude that there seems to be 

room for optimizing the one-on-one conversations. For instance, most of the 

adolescents (63.6%) think that they have not changed (or do not know 

whether they have) as a result of the individual contacts with their mentor 

while this might be the intention of these contacts. Moreover, both 

adolescents and professionals mention several other points of improvement. 

Adolescents stress the importance of having short(er) conversations in a 

private environment with professionals. Professionals emphasize the need of 

making conversations more future-oriented, more substantive, and want to 

perform themselves with a higher level of professionalism. 

 

Our systematic review (chapter 3) also provided input to the development of 

the Up2U program. From our review, we concluded that there is little 

knowledge available about the effects of training on the skills of residential 

youth care professionals. We found 12 studies that report on the outcomes of 

nine different training programs regarding these skills. These programs 

include The Solution Strategy (TSS), (Professional) Skills for Residential Child 

Care Workers (PSRCCW/SRCCW), Therapeutic Crisis Intervention (for Youth 

Care Worker) (TCIYCW/TCI), Child Teacher Relationship Training (CTRT), a Brief 

Training Program (BTP), Social Skills Training (SST), Behavior Analysis Services 

Program (BASP), Mental Health Training (MHT), and a Brief Training Manual 

(BTM). The 12 studies seem to yield mixed results about whether training 

programs have positive outcomes. Ten studies found positive outcomes, i.e. 

improvements in professional's individual characteristics and improvements in 

the work environment. Improvement of skills of participating professionals 

was the most common outcome observed. This corresponds to the most 

frequently set course goal: improving professional skills. Other improvements 
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regarding professional's individual characteristics, which were found in these 

ten studies, related to (increase of) knowledge, attitudes, confidence, and 

cultural awareness. Moreover, improvements in the work environment, in 

structure and objectivity during staff evaluations, and in the quality and 

quantity of communication between youth care workers and supervisors, and 

a more consistent approach to adolescents across teams and among the staff 

within teams were also found.  

 In addition, two studies (TSS studied by Hickey (1994) and the 

PSRCCW) found negative outcomes for training programs. These were related 

to a decrease in the perceived recognition of youth care workers' value to the 

agency and a decrease in workers’ knowledge and skills learned six months 

after the training course. 

 Besides these positive and negative outcomes, we found many other 

outcomes in the studies. For example, positive changes were observed in the 

professionals' skills, but these outcomes were not statistically significant, not 

supported quantitatively or did not meet the requirements that were 

provided beforehand. Furthermore, it appeared that the training course in 

eight studies had a variable effect on professionals. For example, one course 

(BTP) caused a proportion of professionals to increase their cultural skills, but 

not all the participants were able to increase these skills. 

 Although we were able to determine the outcomes of the training 

programs, it was not always possible to relate the specific elements of a 

training program to the improvement observed, nor to any impairment in the 

skills of the residential youth care professionals. This was due to the different 

types of training studied, the study designs used, and the lack of indications 

provided about which specific training elements caused the changes observed 

in the professionals' skills.  

 

After identifying the needs of the adolescents and care workers regarding 

one-on-one conversations and reviewing the outcomes of training courses on 

the skills of residential youth care professionals, we developed the Up2U 

program. Through focus groups with both adolescents and professionals, we 

adjusted the first version of UP2U based on their feedback. Subsequently, 66 

professionals (see also the general introduction) followed a three-day training 

in Motivational Interviewing (MI), a method that was the main source of 

inspiration for Up2U, and hereafter 23 care workers followed a Up2U 
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workshop. During this workshop we focused on the introduction of and 

practicing with elements of Up2U. 

 

Adolescent-care worker interactions  

To get an overview of the current one-on-one conversations we conducted a 

baseline measurement of one-on-one conversations between adolescents and 

care workers (chapter 4). This study answered the question: How do observed 

interactions between adolescents and residential care workers look like from 

an MI perspective?  

Our baseline study showed that the care workers often use MI non-

adherent behaviors, for instance in terms of ‘persuasion without permission’ 

and ‘confrontation’ of the adolescent. One third of the workers uses only 

these MI non-adherent behaviors and almost half of them uses a mixture of 

MI non-adherent and MI adherent behaviors. The residential care workers 

rarely use MI adherent behaviors, like ‘affirming’, ‘seeking collaboration with’, 

and ‘emphasizing autonomy’ of the adolescent. Moreover, they use 

‘reflections’ three times less often than ‘questions’. That is below the 

(normative) MI competence and proficiency threshold of the 1:1 reflection-to-

question ratio during conversations (Moyers et al., 2015). 

 Adolescents equally use ‘change talk’ and ‘sustain talk’ during the 

conversations. Instead of mainly using ‘sustain talk’, which we expected, 

adolescents mostly use ‘neutral’ responses to care workers during the 

conversations. ‘Change talk’ that is used by the adolescents most frequently 

refers to ‘reasons for change’. ‘Needs for change’ and ‘taking steps’ are the 

least often used types of ‘change talk’ by the adolescents. Our findings 

indicate that adolescents rarely use (strong) ‘change talk’ during conversations 

with care workers. The expected links between MI adherent behavior of care 

workers and ‘change talk’ of adolescents and between MI non-adherent 

behavior and ‘sustain talk’ (Gaume et al., 2010; Moyers & Martin, 2006) did 

not appear in our study. MI adherent and non-adherent behaviors of care 

workers are not consistently followed by ‘change talk’ and ‘sustain talk’, but 

mostly by ‘neutral’ responses of adolescents. ‘Change talk’ and ‘sustain talk’ 

by the adolescent are neither consistently followed by MI adherent and MI 

non-adherent behaviors, but mostly by ‘questions’ of care workers.  
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To measure the effects of the Up2U program we made a comparison between 

the conversations of the baseline measurement (chapter 4) and conversations 

recorded after the training in Up2U. This comparison study (chapter 5) 

answered the question: 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?  

Our comparison study showed that, as expected, residential care 

workers use significantly more MI adherent skills after than before following 

the program. The effect size of this difference is very large (d = 1.4). Regarding 

MI non-adherent behavior of the residential care workers, we observed a 

trend in the expected direction: downwards. Nevertheless, and contrary to 

our expectations, the majority of the residential care workers had not 

acquired the (normative) basic level of MI competences after the MI training 

course or, if they had, had only managed to do so in a limited way.  

 In line with our hypothesis, the residential care workers seemed to be 

able to evoke more ‘change talk’ and less ‘sustain talk’ with the adolescents 

after the MI training course compared with before the training course. 

However, this difference was small and not statistically significant. 

Furthermore, both before and after the training course, the most common 

action-reaction pattern was the action of ‘asking a question’ by the residential 

care worker, followed by a ‘neutral’ response on the part of the adolescent. 

Moreover, almost all the other behaviors of the residential care workers 

during both measurement moments led mostly to a ‘neutral’ response.  

 In conclusion, after attending the Up2U program, the care workers 

were able to engage in conversations that are more in line with the MI-spirit. 

However, these are still not ‘real’ MI conversations.  

 

Evaluation of the Up2U program 

Our study on the experiences of adolescents and care workers with the Up2U 

program (chapter 6) gave answer to our final question: To what extent are 

adolescents and professionals satisfied with the Up2U program?  

Our evaluation study showed that, in general, the care workers are 

satisfied with the program. On a scale of 1 (very poor) to 10 (very good), they 

rate it with an average score of 7.3. The recorded conversations using the 

Up2U program were also rated as sufficient. Elements of the Up2U manual 
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that were identified as particularly positive included clarity, conciseness, and 

the example questions that were provided. Most of the care workers 

indicated that they would continue to use Up2U in the future, thus reflecting a 

desire to change the way in which they were currently conducting 

conversations with adolescents in residential care.  

 Although many of the care workers could not mention any negative 

aspects of Up2U, several care workers did suggest the Up2U manual to be 

shortened. Moreover, they think it is important to make the manual more 

attractive (e.g., by adding more images and working with videos). The 

interviews also made clear that perceptions of what is and what is not positive 

about Up2U are very specific to each individual participant.  

 In general, the adolescents also seem to be positive about the use of 

Up2U during the one-on-one conversations. They rated the recorded 

conversations with an average score of 7.5, with some assigning the maximum 

score of 10. Elements that the adolescents identified as particularly positive 

about the recorded conversations included the questions asked by the care 

worker. As was the case with the care workers, the perception of aspects as 

positive or negative appeared to be very specific to each individual 

adolescent.  

 The results regarding the implementation of Up2U suggest that there 

is still room for improvement. Almost half of the care workers indicated that 

they were not satisfied with the implementation of Up2U, repeatedly 

indicating that the organization/management should be more involved in the 

implementation of the training program.  

Discussion of main findings 

Our study showed that the Up2U training program is associated with better 

communication skills among professionals. We found a clear, statistically 

significant difference in the use of MI adherent behavior between the 

measurements before and after the training. However, we did not find this 

statistically significant difference in the use of MI non-adherent behavior. 

Moreover, the residential care workers, as a group, did not meet the 

(normative) MI requirements imposed on the percentage of complex 

reflections and the ratio of reflections made to questions asked, in neither 

before the training nor after the training. In addition, the outcomes differed 

between the individual professionals. For example, not all care workers 
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showed a reduction in MI non-adherent behavior after the training. Moreover, 

regarding the basic competence of the ratio ‘reflections vs. questions’, only 

one care worker did manage to transform an insufficient score before the 

training into a reasonable score after the training. 

In our review of the research literature, we found similar results; in 

many studies, the training courses had a different effect on individual 

participants. A possible explanation for these findings is that the care workers 

are reluctant to work with a protocol/manual. In our study regarding the 

experiences and needs of adolescents and professionals concerning their 

therapeutic relationship in residential youth care (Harder, Eenshuistra, & 

Knorth, 2020), it appeared that 75% of the professionals (i.e., care workers 

and teachers) do not use a specific treatment protocol or method during one-

on-one conversations. The conversations they have are often based on their 

own instinct; each professional does it in his/her own way. More than 90% of 

the professionals do not or doubt whether they want to have one-on-one 

conversations according to a protocol, manual, or support tool. Partly 

comparable results were reported by Jongejan, Smit, and Knorth (2000), Van 

den Berg (2000) and Wigboldus (2002). 

As a result, the question is whether improvement/change of 

adolescents’ behavior is a priority for care workers. Research shows that the 

task perception of care workers seems to be more focused on care instead of 

cure (i.e. treatment). In addition, treatment is considered as the task of the 

behavioral scientist (e.g. psychologist), not as a task of group care workers 

(Eenshuistra et al., 2020; Jongejan et al., 2000). This could also play a role 

considering the observation that, although the conversations were more in 

the spirit of Motivational Interviewing after the training course, these were 

not ‘real’ MI conversations yet. Moreover, not having real MI conversations 

can be caused by an insufficiently intensive training. In addition to a training 

course, it is appropriate to provide a coaching trajectory for professionals 

(Schwalbe et al., 2014). However, almost all care workers did not make use of 

the individual coaching we offered them.  

 The answers of adolescents also show that there is room for 

improvement. Most adolescents think they do not, or do not know, if they 

have changed because of the conversations with their mentors. At the same 

time, there is consensus that an important goal of residential youth care is 

adolescents’ behavioral change (i.e., reducing behavioral and developmental 
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problems) (Harder & Knorth, 2015). Since care workers have a very important 

role during the stay of adolescents in the facility – i.e. seeing the adolescents 

on a daily basis (Knorth et al., 2010) – they should also have an important role 

in the treatment concerning behavioral change of adolescents. In the 

literature even reference is made to care workers as 'therapeutic parents' 

(Shealy, 1995, 2018).  

  Moreover, in the definition of Whittaker et al., (2015, p. 24) of 

therapeutic residential youth care the important role of treatment also comes 

forward. They define therapeutic residential care (TRC) 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.” When behavioral 

change among adolescents is not the focus of care workers (Eenshuistra et al., 

2020; Jongejan et al., 2000) and adolescents indicate that they have not 

changed through conversations with care workers, the question is whether 

residential youth care deserves the predicate 'therapeutic' as defined by 

Whittaker et al., (2015). 

Comparable to the response of the adolescents, results from 

interviews concerning the needs of care workers and adolescents regarding 

one-on-one conversations showed that care workers do also see room for 

improvement during these conversations; they can and would like to be more 

future-oriented, more substantive, and performing with a higher level of 

professionalism. This suggest that, contrary to some of our previous findings, 

there is ambition to act according to a higher level of expertise; an ambition 

that was so broadly propagated some 20 to 30 years ago (see, for instance, 

Clough, 2000; Crimmens & Pitts, 2000; Pence, 1990; Van der Ploeg, 2003; 

Waaldijk, 1994; Ward, 1993). 

The research question whether Up2U has led to a better alliance 

between adolescents and professionals could not be answered. Almost all 

adolescents who had participated in the measurement before the training 

were no longer present in the residential care center at the time of the 

measurement after the training, due to their short-term stay in residential 

care. As a result, we could not investigate the differences in the experienced 



172 

 

alliance between adolescents and professionals before and after the Up2U 

program. 

 The results show no evidence that the Up2U treatment program 

works in terms of improving adolescents’ ‘motivation for change’. Compared 

with before the training, after the training the adolescents did use more 

‘change talk’ and less ‘sustain talk’, but the difference is minimal and not 

statistically significant. Looking at the interaction patterns, in both 

measurements before and after the training the most common interaction 

pattern was that a question was asked by the care worker, followed by a 

‘neutral’ reaction of a young person. From our first study, it emerged that only 

one employee saw it as his ‘core’ task to achieve behavioral change with 

adolescents (see also above). Therefore, the conversations do not seem to be 

specifically focused on achieving change. Hence, ‘motivation for change’ does 

not seem to be evoked by the care workers. If care workers are better able to 

have the conversations more in line with Up2U, we expect this can also lead 

to an improvement in adolescents’ ‘motivation for change’, reflected in more 

utterances of ‘change talk’ (Miller & Rose, 2009). 

 If we look at the results of the evaluation study, it emerges that there 

is still room for improvement in terms of implementation of the Up2U 

program. Almost half of the care workers indicated that they were not 

satisfied with the implementation within their organization. In addition, the 

answers given also show that Up2U has not yet been fully implemented. For 

example, two care workers indicated that they did not use the manual in 

practice and one care worker indicated that she should have be more 

‘confronting’ during ‘Up2U conversations’; using confrontation, however, is an 

MI non-adherent behavior. Research also shows that it is very difficult to 

implement a new methodology within a youth care organization and to 

ensure its permanence (Raadsen & Knorth, 2000). Raadsen and Knorth (2000) 

describe that implementation of methodical innovations often involves a 

complex change. First, because there is often no ‘ready to use’ methodology 

that can be applied in practice; the methodology often needs to be further 

elaborated during the implementation process. Second, it is suggested that 

the implementation of a new methodology is a complex innovation, because 

new attitudes, skills and role patterns of the employees are required. This 

implies the investment of a lot of time and energy, also in the financial field. 
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Strengths and limitations  

Although we started this study with 66 professionals to anticipate staff 

turnover and a dropout rate of approximately 50%, the drop-out group turned 

out to be much larger. The number of professionals who submitted both a 

recorded conversation before and after the Up2U training was 13 (19,7%). All 

teachers who were involved in the research project did not make a recording 

before nor after the training. Therefore, they were all not involved in our 

baseline study and subsequent studies. Because of this, we could only use a 

pre-posttest design and a paired t-test, and not the intended multilevel 

analysis as we mentioned in the general introduction. In addition, because of 

the small sample, the results cannot be generalized to the entire population.

 In order to map out the skills especially aimed at MI-techniques of the 

care workers, we used the MITI. To be able to categorize the statements of 

the adolescents in the context of ‘change talk’ and ‘sustain talk’, we used the 

MISC. These tools were most consistent with our goal of coding the behavior 

of adolescents and care workers from an MI perspective. However, while 

coding with these instruments, it turned out that they did not fit in with the 

conversations the care workers had with the adolescents in our research 

group. In fact, the conversations were not goal oriented enough; often 

different topics were briefly discussed during the conversations. Many other 

techniques that did not correspond to MI adherent or MI non-adhering 

behavior were also used by the care workers. In addition, the adolescents 

often did not make statements for or against change. Consequentially, both 

the statements of the care workers and the adolescents were sometimes 

difficult to code. Therefore, we had to give many statements the code ‘other’ 

(care workers) or ‘neutral’ (adolescent).  

 Another limitation is the implementation of the Up2U program in 

practice. In order to properly implement a new method, it is important to 

provide individual coaching in addition to the training (Schwalbe et al., 2014). 

Although we also offered this to the care workers, nearly no one made use of 

it. Moreover, the evaluation interviews with care workers showed that almost 

half of the care workers were not satisfied with the implementation of Up2U. 

What also repeatedly emerged was that the care workers thought that their 

organization could have done more regarding the implementation of Up2U. In 

addition, the answers given by a few care workers to several questions of the 

evaluation interview indicated an incomplete implementation of Up2U.  
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 A major strength of this study is that we have developed an entirely 

new program, Up2U, that responds to the ‘gap’ that exists within residential 

youth care; the lack of a program that supports residential youth care 

professionals in their professional skills, specifically aimed at stimulating the 

intrinsic motivation for change of adolescents and building good alliances with 

them (Harder, 2018).  

 A second strength of this study is the thorough development of the 

program. We first identified the needs of both professionals and adolescents 

in residential youth care regarding their one-on-one conversations, and took 

knowledge from similar research into account by means of a systematic 

review. Based on this knowledge we developed Up2U. We asked for feedback 

on the first version of the Up2U program from both professionals and 

adolescents through focus groups and we processed their ideas in Up2U 

before the program was used in practice. As a result of the experiences in 

practice, we again asked the professionals and adolescents for feedback 

through interviews. Through these evaluation interviews, we have a lot of 

input to further develop Up2U in order to match even better with the target 

group in our study.  

 A third strength of our research is that it is, to the best of our 

knowledge, the first study that analyzed observations of one-on-one 

conversations between care workers and adolescents in residential care 

practice from an MI perspective. The observations we made were also very 

detailed with recordings of one-on-one conversations and the use of state-

space grids (SSGs). Such detailed observations provide a good overview of 

what is happening in practice (Harder & Knorth, 2015) and where 

opportunities for improvement lie.  

 

Recommendations  

A first recommendation involves the further development of the Up2U 

training program in response to the points of improvement mentioned by the 

care workers in this study. Although the conciseness has been mentioned as a 

positive part of Up2U, many care workers also suggest that the manual should 

be shortened. According to these results and given that care workers probably 

are already using several tools, we expect that they have only limited time for 

using Up2U. Making the manual as brief as possible would probably make it 

easier to apply in practice. The addition of practice-based examples (e.g., 
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through videos) could also contribute to facilitating the use of Up2U in 

practice.   

 After revising the Up2U program, future investigations of this revised 

training program should be conducted with a larger sample size, thereby 

enhancing the ability to generalize the results to a broader population (Baarda 

et al., 2012). A larger sample also makes it possible to conduct a randomized 

controlled trial (RCT), in which one part of the research group does participate 

in the training program and another part does not. This would enhance 

certainty concerning whether any changes in the observed behavior of the 

care workers can be attributed to the training program. It is therefore 

important to re-examine the experiences of care workers and adolescents, as 

well as the implementation and the effects of the program. However, if this 

proves unfeasible, a credible alternative would be the use of repeated case 

studies (Borckardt et al., 2008), in which a small group of youth care workers 

is followed for a longer period and where change over time can be assessed. 

 Our findings show that a part of the care workers’ behaviors was not 

coded in terms of MI-conform behaviors. In addition, adolescents’ utterances 

often lacked a reference to changing the target behavior, also a key point in 

the MI approach. To make fuller use of the data in future studies on this topic 

we recommend performing additional analyses using an inductive 

methodology. This could be done, for example, by Conversation Analysis (CA; 

Hall et al., 2014). CA is a method to investigate the communication between 

partners in verbal dialogues. Applying this methodology can be useful to gain 

a further insight into the communicative interactions between workers and 

adolescents in care and treatment settings (see, for instance, Jager et al., 

2016). 

 While the conversations during the measurement after the training 

course certainly possessed more MI behavior of professionals, they were not 

‘true’ MI conversations yet. The conversations still contained MI non-adherent 

behavior, the norms of basic MI competences were generally not attained, 

and there was room for improvement when it came to eliciting ‘change talk’. 

We therefore recommend training professionals more intensively in the 

application of MI, specifically when it concerns the Up2U training module, 

because Up2U is an MI-based manual specifically designed for group care 

workers in residential care (Harder & Eenshuistra, 2017). In addition, care 

workers can be supported to identify and internalize the negative impact of 
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MI non-adherent skills and positive impact of MI adherent skills. Moreover, 

training care workers explicitly in having more focused and in-depth 

conversations with adolescents could help facilitate more change-oriented 

conversations, thus supporting more change and better long-term outcomes. 

We also recommend including individual coaching as an integral part of the 

training course (cf. Schwalbe et al., 2014), alongside the three-day training 

course event and the Up2U manual. Through individual coaching, it is possible 

to focus the training more on the individual care worker.  

 Based on the results of this study, one recommendation specifically 

for practice is that more attention should be payed to the implementation 

process of the training program, especially by the organization. This was 

repeatedly mentioned by the care workers who participated in this study, and 

the literature has highlighted the important role of the organization in the 

implementation of interventions (Stals et al., 2009). In this regard, it is 

important for the management of the organization to support and facilitate 

the intervention by creating enough staff capacity. In addition, it is important 

for both managers and professionals to pursue a common goal and to monitor 

this process. Achieving such a goal requires conditions including funding, time, 

support, and expertise (Raadsen & Knorth, 2000; Stals, 2012). Another 

effective way to enhance implementation could be to remind professionals of 

what they need to do (Stals, 2012). The importance of preparation time has 

also been stressed (James, 2017). Implementation efforts are impossible until 

an organization meets the criteria of ‘readiness’ (e.g., having sufficient 

resources to implement the program). Staff stability is apparently another 

important factor determining the success of the implementation process 

(Aarons & Sawitzky, 2006; James, 2017). High staff turnover at a facility results 

in the loss of skills learned through training. A positive organizational climate 

and culture have been identified as important for reducing staff turnover 

(Aarons & Sawitzky, 2006; Whitaker, Archer, & Hicks, 1998), which is a well-

known problem in residential youth care (Colton & Roberts, 2007; Connor et 

al., 2003). This problem is also reflected in our results. We therefore 

recommend addressing staff stability before attempting to implement any 

new program. 

  Moreover, during the interviews with care workers, it was noted that 

the care workers are already working with various methods/manuals. We 

recommend TRC settings choosing one basic method instead of different 
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methods, and to train care workers well in this and to continue doing so 

through (individual) coaching on the job. This ensures that one method is 

implemented properly, instead of many methods to a limited extent. 

Who knows best …  

According to MI, clients are the experts regarding their own life, vis-à-vis care 

workers. The focus with MI is on cooperation between care workers and 

clients in which the last ones keep their autonomy. Only clients can decide if 

they want to change, and how. Therefore, the client ‘knows best’. 

 Care workers often have a lot of experience with adolescents in 

similar situations. Over the years, they have gained knowledge about the 

prospects for these adolescents and what helps them to achieve a positive 

future perspective. People who work in the field of child and youth care often 

have a high affinity with the target group. It is therefore no surprise that care 

workers like to help these adolescents on the right path and want to share 

their experiences with them. Giving advice to an adolescent is allowed 

according to Motivational Interviewing, but this advice ‘may’ only be given if 

the young person asks for it, if the professionals asks permission to give an 

advice in advance, or if autonomy is given to the young person what to do 

with the advice. Our research has shown, during both measurements before 

and after the training, that this is often not done. The care workers regularly 

use ‘persuasion without permission’ as a strategy to induce change. In 

addition, we also saw ‘confrontations’ during the conversations, in which the 

care worker showed to disagree with the adolescent. This gives the impression 

that they ‘know best’ what would be good for the young person. However, if 

an advice is given without permission, the chance that the young person 

actually does something with it, is less likely than when it is done with 

permission. That is why we recommend care professionals to avoid using 

‘persuasions without permission’ and also to avoid ‘confrontations’ during 

conversations with adolescents. 

Finally, a personal note  

Worldwide, residential youth care is often seen as a ‘last resort’ (Knorth et al., 

2008), a type of support that one should avoid as much as possible. Foster 

families or family homes are the preferred types of care. Every child has the 

right to grow up in a loving family. However, the question is whether a 

‘replacement family’ is the best option for every young person. Foster care 
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suffers from a large shortage of foster families (Pleegzorg Nederland, 2019) 

and many breakdowns (Vanderfaeillie et al., 2018). An important reason for 

this is the severe problems faced by adolescents who have been placed out of 

home and the insufficient expertise of foster parents to deal with these 

problems (Vanderfaeillie et al., 2018). Vanderfaeille et al. (2016) indicates that 

not all children are suitable for placement in foster homes. There is a 

maximum of what foster parents can handle in terms of children's behavioral 

problems (see also Strijker & Knorth, 2018). The numbers appear to support 

this; despite the idea of avoiding residential youth care as much as possible, 

currently approximately 20,000 Dutch children still make use of some form of 

residential youth care every year (CBS, 2019a). A residential group where a 

child or adolescent receives the right treatment by professionals may also be 

the first choice.  

 Therefore, I would not like to see residential child and youth care so 

much as a ‘last resort’, but as a ‘new opportunity’ where adolescents receive 

adequate treatment and receive coaching on their way to a better future. 

However, there is still room for improvement in the sector. Although positive 

effects of this type of support have been found in research (Archer, Hicks, 

Little, & Mount, 1998; Knorth et al., 2008; Souverein et al., 2013), there are 

also doubts about its effectiveness in the long term (Harder, 2018). In my 

opinion, by making residential child and youth care more client-focused, for 

instance by applying MI-based methods, as well as investing more in the 

professionalism of residential youth care staff in order to be able to apply 

these methods in practice, we are taking a step in the right direction.  
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