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There were many decisions made about me. In the beginning I did not 
like it, but when you have dealt with the system more often, you get used 
to this.

(Young person, staying in a juvenile justice facility, this thesis)

Young people have the right to grow up in a healthy and supportive living environment, 
in which their best interests are taken into account. In addition, they have the right to 
have	their	voices	heard	about	every	decision	that	affects	them	(UN	Committee	on	the	
Rights	of	 the	Child,	2013).	This	also	accounts	 for	young	people	who	are	 temporarily	
or permanently deprived from their family environment or in whose own best interests 
cannot	be	allowed	to	remain	in	that	environment	(Article	20,	para	1,	Convention	on	the	
Rights	of	the	Child,	1989).	Such	care	could	include	a	stay	in	a	secure	residential	care	
facility.

Since	 the	establishment	of	 the	Convention	on	 the	Rights	of	 the	Child	 (CRC)	 in	1989,	
there is an increased notion of children having rights, independent from human rights 
which	apply	to	every	human	being	around	the	world	(Emond,	2008;	Hart,	1992;	Munro,	
2001;	Sinclair,	2004;	Thomas,	2007). By 2016, a total of 195 countries around the world 
have	ratified	the	convention1 and many countries have incorporated the principles of 
the CRC into their national legislation.2	Herewith,	every	young	person	growing	up	within	
a	States’	territory,	is	given	a	legal	position	on	which	he	or	she	can	rely	(Emond,	2008;	
Sinclair,	2004).	The	principles	of	 the	CRC	also	apply	 to	young	people	growing	up	 in	
State’s care, such as residential treatment facilities. 

In secure residential youth care services, young people reside away from their homes 
in a non-familial setting. Secure residential care offers the most intensive type of 
residential child and youth care. In the Netherlands, secure residential care centres 
[JeugdzorgPlus instellingen]	and	Juvenile	Justice	Facilities	(JJFs)	are	grouped	under	
secure	residential	care	(Harder,	2011).	The	young	people	staying	in	these	facilities	often	
have to deal with serious emotional and behavioural problems in combination with family 
problems	(Harder,	Zeller,	López,	Köngeter,	&	Knorth,	2013).	Often	young	people	have	
been referred to secure residential youth care when other types of care do not seem to 
be	adequate	(Hellinckx,	2002),	or	in	case	of	committing	or	being	suspect	of	a	(severe)	
criminal offence. 

1  With	the	exception	of	Somalia,	South-Sudan	and	the	United	States.
2	 	In	the	Netherlands,	the	Dutch	Principles	of	Law	for	Juvenile	Justice	Facilities	(in	Dutch:	the	
BJJ)	and	the	New	Youth	Care	Act	contain	several	provisions	that	focus	on	the	right	to	be	heard,	the	right	
to information, the right to complain, and the right to consultation. One of the pillars of the New Youth 
Care Act is to promote own strengths of children, young people and their caregivers, in such a way that 
they stay in charge over their own lives.
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Within secure residential care facilities, specialised treatment and care that is offered is 
adapted to the group of care users staying in the facility. Increasingly, secure residential 
care facilities commit themselves to multidisciplinary collaboration, safe group climates 
and effective treatment interventions, all aimed at preparing the young person for a 
return	 to	society	(Harder,	2011;	Van	der	Helm	et	al.,	2013).	Furthermore,	despite	 the	
coercive context of secure residential care facilities, there is a growing interest in the 
benefits	of	participation of young people in decision-making during their time in care. 

It is thought that, by listening to their views, young people are included in social 
processes	 of	 their	 own	 living	 environment	 (Committee	 on	 the	 Rights	 of	 the	 Child,	
2009).	Listening	 to	young	people’s	voices	and	giving	 these	views	due	weight,	might	
eventually	 contribute	 to	 well-made	 decisions	 and	 tailored	 services	 (Vis,	 Strandbu,	
Holtan,	&	Thomas,	2011).	However,	despite	this	increased	focus	on	participation,	the	
implementation of participation is not always self-evident. Studies show that young 
people	 staying	 in	 (residential)	 care	 often	 experience	 that	 decisions	 are	made	about 
them and not with	them	(Burke,	2010;	Leeson,	2007;	LeFrançois,	2007;	2008).	

Objectives
The aim of this thesis is to gain insight into the participation of young people in 
decision-making procedures while staying in secure residential care. First, we aim 
to systematically assess the current state of knowledge on the participation of young 
people in decision-making procedures related to their stay in care. With this the following 
research	questions	will	be	addressed:	

1. What is currently known about the Dutch residential child and youth care practices?
2. What	 is	 known,	based	on	 research	 literature	 from	2000	up	 to	2016	about	a)	 the	

opportunities	 for	 young	 people	 in	 (secure)	 residential	 care	 to	 participate	 in	
decisions	regarding	the	contents	and	setting	of	care	and	treatment;	b)	the	possible	
challenges	to	and	facilitators	of	participation;	and	c)	the	outcomes	of	care	related	
to	(a	lack	of)	participation?

In addition, we aim to study the experiences and perceptions of both young people 
staying in secure residential care, and the care professionals working in such facilities. 
We	hereby	address	the	following	two	research	questions:

3. What are the perspectives of young people on their experiences with participation 
in decision-making during their stay in a secure residential care setting, such as a 
Juvenile Justice Facility?

4. What are the perceptions and experiences of care professionals working in JJFs 
with participation of young people, thereby focusing on the factors that might 
influence	 the	 young	person’s	 participation	 in	 decision-making	while	 staying	 in	 a	
secure residential care facility, such as a Juvenile Justice Facility?
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Finally, we aim to develop a tool, which might serve as a suitable vehicle for assessment 
and shared decision-making. Through the construction of this instrument – the Best 
Interest	of	the	Child–Self-report	questionnaire	(BIC-S)	–	we	may	contribute	to	the	young	
person’s participation process while staying in residential care. We do so on the basis 
of	the	following	research	questions:

5.	 How	can	we	develop,	in	collaboration	with	young	people	in	secure	residential	care,	
a	 self-report	questionnaire	 that	 enables	 them	 to	express	 their	 own	views	on	key	
aspects of their current and future living environment? 

6.	 a)	What	are	the	psychometric	properties	of	this	self-report	questionnaire	and	what	
adaptations	 could	 be	 recommended	 for	 optimisation?	 b)	How	do	 young	people	
experience their current living situation within a secure residential care facility?

Outline of the study

Figure 1 provides a schematic overview of the dissertation.

Current state of knowledge
In	order	to	provide	a	context	to	the	study,	we	first	focus	on	Dutch	residential	child	and	
youth	care	practices	(chapter 2).	We	hereby	aim	to	provide	insight	into	the	history	of	
residential child and youth care in the Netherlands, the current types of residential care 
facilities	and	the	young	people	that	reside	within	these	facilities.	Next,	we	reflect	upon	
the residential care process, the outcomes of residential care, some examples of ‘good 
practices’	in	this	field,	and	future	perspectives	of	Dutch	residential	youth	care.	

Hereafter,	we	present	a	systematic	review	study	on	the	participation	of	young	people	
in	decision-making	procedures	related	to	their	stay	in	residential	care	(chapter 3).	We	

 

The participation of young people 
staying in (secure) residential care 

The development and evaluation 
of the Best Interest of the Child − 
Self- report questionnaire (BIC-S), 
to support young people in decision-
making processes in secure 
residential care: 
Chapter 6 and 7

Experiences and perceptions of 
both young people and care 
professionals in secure residential 
care regarding participation in 
decision-making procedures: 
Chapter 4 and 5  

Current state of knowledge on 
participation of young people in 
decision-making procedures in 
residential care:
Chapter 2 and 3 

Figure 1. Schematic overview thesis
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hereby focus on the opportunities to participate in relation to the content and setting of 
decisions that are being made, the possible challenges and facilitators to participation, 
and the possible outcomes of care related to participation.

Experiences and perceptions 
After	focusing	on	residential	care	practices	in	general,	we	zoom	into	the	area	of	secure	
residential care. We look at the topic of participation for a group of young males staying 
in	a	Juvenile	Justice	Facility	 (JJF)	 in	 the	Netherlands	(chapter 4).	With	 this	empirical	
study we aimed to explore the perspectives of young people on their experiences with 
participation in a secure residential care setting. 

Next, we look at the perceptions of and experiences with youth participation of care 
professionals	working	in	JJFs	(chapter 5).	We	aim	to	gain	insight	into	the	factors	that	
might	influence	the	young	person’s	participation	in	decision-making	while	staying	in	a	
secure residential care facility, such as a JJF.

Supporting young persons in expressing their views 
The sixth chapter provides insight into the participatory development process of a 
self-report	questionnaire	for	young	people:	the	Best	Interest	of	the	Child	–	Self-report	
questionnaire	(BIC-S).	We	developed	this	instrument	to	enable	young	people	to	express	
their own views on key aspects of their current and future living environment. 

In order to see if the BIC-S is a suitable instrument for young people to express their 
views freely about their living environment, we examined the psychometric properties 
of	the	instrument	through	a	Mokken	Scale	Analysis	(MSA)	in	chapter 7.	Herewith,	we	
looked at some preliminary results on how young people experience the current living 
situation within a secure residential care facility. 

General discussion
Finally, in chapter 8 we present a general discussion of the results in the six chapters. 
We	will	draw	conclusions	with	regard	to	our	main	findings	on	the	participation	of	young	
people in secure residential care. We will also present the strengths and limitations of 
the study, including future directions for practice and research on participation of young 
people in secure residential care.





Chapter 
Two 

Residential child and youth care in the Netherlands:  

Practices and developments

This chapter is based on: Ten Brummelaar, M. D. C., Harder, A. T., Kalverboer, 
M. E., Post, W. J., & Knorth, E. J. (2016). Residential child and youth care in the 
Netherlands: Current practices and future perspectives. In T. Islam, & L. Fulcher 

(Eds.), Residential Child and Youth Care in a Developing World (European 
Perspectives; Vol. 2). Claremont, South Africa: CYC-Net Press (in press).
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INTRODUCTION

Parents have a primary responsibility in the upbringing of their children. According to 
Article	9	(1)	of	 the	Convention	on	the	Rights	of	 the	Child	(CRC),	States	Parties	“shall	
ensure that a child shall not be separated from his or her parents against their will”. 
However,	when	the	best	interests	of	young	persons	are	at	stake	while	staying	in	their	
family environment, the State has to provide a suitable alternative residence for the 
young person. Preferably, this alternative residence is with family foster care. If a foster 
placement is not possible or contra-indicated, a solution might be the placement of the 
young person in a residential care facility. 

According	to	Article	20	(1)	of	the	CRC,	when	staying	in	a	residential	care	facility,	the	
young person is entitled to special protection and assistance provided by the State. 
Since	 the	 ratification	of	 the	CRC	 in	1995	by	 the	Dutch	government,	 the	Netherlands	
has	to	comply	with	the	requirements	set	by	the	CRC.	This	also	applies	to	young	people	
staying in residential care facilities. We fairly often come across young people such as 
Mohamed, Cynthia, Melanie or Jeffrey in one of the Dutch residential care facilities.

The	Netherlands,	with	17	million	people	residing	in	an	area	of	41.526	square	kilometres,	
is one of the most populated areas around the globe. Approximately, 27 percent of the 
Dutch	population	is	between	0	to	23	years	old	(CBS,	2014).	Within	this	group	of	young	
people over 350.000 young people receive help provided by child and youth care and 

Mohamed

Mohamed	(10	years	old)	comes	from	a	broken	family.	Mohamed’s	father	is	not	in	the	picture.	Mohamed’s	
mother suffers from psychiatric problems. Oftentimes, she disappears for a couple of days. Following 
several reports of child neglect, Mohamed and his brothers are placed in an emergency shelter.

Cynthiaa

Cynthia	(15	years	old)	suffers	from	prolonged	depressions.	She	refuses	any	help.	Her	parents	no	longer	
know what to do, so she is placed in a psychiatric clinic. 

Melanie 

Melanie	is	a	very	vulnerable	girl	(14	years	old)	with	a	below	average	intelligent	quotient	(IQ)	of	60.	Her	
parents suspect that she is involved with the ‘wrong boys’, because she often shows up late at night 
being stoned. Different boys call to their house and then start to yell through the telephone. Finally, 
Melanie is placed in an orthopedagogical treatment centre for children with mild mental disabilities.     

Jeffrey

Jeffrey	(17	years	old)	is	arrested	for	being	involved	in	an	armed	robbery	of	two	gas	stations.	One	of	the	
attendants was beaten down during the robbery and now suffers from a serious head injury. Jeffrey is 
placed	in	a	juvenile	justice	facility.	He	now	awaits	his	trial.	
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treatment	services	(Knorth,	Evenboer,	&	Harder,	2016).	Approximately	11	to	14%	of	the	
child	and	youth	care	users	is	assigned	to	specialized	residential	care	services	(Knorth,	
2005).	

In the Netherlands, every young person between 0 to 18 years old is entitled to help 
provided by child and youth care services. In some cases, young people up to the 
age	 of	 23	 can	 also	 appeal	 to	 these	 services	 (Harder,	 Zeller,	 López,	 Köngeter,	 &	
Knorth,	2013).	Over	the	years,	the	Dutch	child	and	youth	care	system	has	shifted	from	
a	 traditional	 facility-centred	 to	a	needs-led	care	system	(De	Winter,	2002;	Metselaar,	
2011).	The	modern	needs-led	system	focuses	on	outpatient	family-oriented	interventions	
(Metselaar,	2011).	Despite	the	focus	of	the	Dutch	child	protection	and	welfare	system	on	
family preservation and community-based interventions, the number of young people in 
out-of-home	care	facilities	has	increased	over	the	last	15	years	(Knorth	&	Koopmans,	
2012).		

In this chapter, we will describe the state-of-the-art of the Dutch residential child and 
youth care practices. With this, we aim to provide insight into the history of these care 
and	treatment	practices,	and	reflect	upon	the	types	of	residential	care	facilities	and	their	
population. Furthermore, we address the care process of young people, the outcomes 
of	residential	care,	some	‘good	practises’	in	this	field,	and	reflect	upon	developments	
and future perspectives of Dutch residential care. 

Brief history of Dutch (residential) child and youth care practices
At the beginning of the 20th	century,	the	establishment	of	the	‘children	laws’	(1905)	led	
to	a	significant	change	in	the	care	process	regarding	neglected	and	delinquent	young	
people	 (Hanrath,	2013).	Before	1905,	certain	groups	of	young	people	stayed	 in	out-
of-home care facilities, such as boarding schools, orphanages, or seminaries, led by 
Christian or philanthropic organisations. Young people stayed in these types of facilities 
when	their	parents	were	out	of	sight,	or	in	case	of	(re)educational	purposes	(Matthijs	&	
Vincken,	2004).	However,	there	were	few	judicial	measures	to	protect	young	persons	
from	abuse	and	neglect	by	their	parents	(Boendermaker	&	Uit	Beijerse,	2008).	

In	addition,	judicial	measures	for	delinquent	young	people	lagged	behind.	Placement	
decisions in correctional facilities happened arbitrarily, based on the ability of the young 
person to distinguish between ‘good’ and ‘evil’ [oordeel des onderscheids]. As the 
upbringing	of	a	young	person	was	increasingly	seen	as	the	main	basis	for	the	subsequent	
behaviour	of	people,	the	distinction	between	the	delinquent	and	the	neglected	young	
person began to fade. This movement led to the juxtaposition of these young people in 
the same institutions. The establishment of children laws in 1905 formed the basis of our 
current child protection and welfare system, in which the penal law, the civil law, and the 
civil	procedural	law	all	cover	an	area	of	legislation	(Matthijs	&	Vincken,	2004).

Despite several positive developments arising from the 1905’s children laws, by the end 
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of the seventies of the 20th century the Dutch youth care system had obtained a state of 
fragmentation. There was a strong compartmentalisation between organisations for child 
protection, child and youth care, and child and adolescent mental health care. Eventually, 
this fragmented system prompted a profound reform of the youth care system, leading 
to the implementation of the Youth Care Act [Wet op de Jeugdhulpverlening] in 1989 
and the establishment of the Youth Care Act in 2005 [Wet op de Jeugdzorg]	(Harder	
et	al.,	2013).	Even	though	the	Youth	Care	Act	of	2005	resulted	in	significant	changes	
ensuring	‘the	right’	to	high	quality	care	for	young	people	and	their	families,	the	system	
still faced several problems such as the increased use of care, lack of transparency, 
and	unmanageability	of	the	existing	care	system	(Bosscher,	2014).	

Currently, the Dutch youth care system underwent major changes: the so-called youth 
care transition and transformation (Bosscher,	 2014;	NJI,	 n.d./a).	With	 this	 new	youth	
care	 system,	 both	 administrative	 and	 financial	 responsibilities	 for	 specialized	 youth	
care are transferred from the provinces to the municipalities. As of 2015, the Dutch 
municipalities are fully responsible for the implementation of the universal, preventive 
and	curative	youth	care	(Evenboer,	2015).	This	applies	equally	to	the	child	protection	
and	youth	probation	services,	the	secure	residential	care	facilities	(with	the	exception	
of	 juvenile	 justice	 facilities),	 the	 care	 for	 youth	with	mild	mental	 disabilities,	 and	 the	
child and adolescent mental health services. In addition, the transition is accompanied 
by substantive reforms of the current Child and Youth Welfare and Protection Policy, 
described in the new Act on Care for Children and Young People, which came into 
effect	 in	 2015	 (Bosscher,	 2014).	 The	 idea	 behind	 the	 new	 youth	 care	 system	 is	 to	
promote a univocal and integrated approach to youth care, with a further emphasis on 
the	position	and	self-reliance	of	children,	youth	and	their	caregivers	(NJI,	n.d./a).	For	
young people such as Mohamed, Cynthia, Melanie and Jeffrey this means that they and 
their caregivers should have a key position throughout the care process in residential 
care. 

Types of residential care and its users

Different types of care facilities fall under the scope of residential care in the Netherlands. 
Generally speaking, young people between the ages of 0 to 23 years old can receive 
treatment in an out-of-home care facility. Young people staying in residential care show 
(much)	more	behavioural	problems	 than	 their	peers,	using	other	 types	of	youth	care	

Because	 the	 living	situation	of	Mohamed	and	his	brothers	was	no	 longer	sufficient,	 they	have	been	
placed in an emergency shelter. A placement in an emergency shelter is effectuated when young 
people cannot stay with their family any longer and are in need of assistance. Young people can stay in 
such	an	emergency	shelter	for	a	relatively	short	period	of	time	(approximately	four	weeks).	In	this	period,	
all parties involved seek for a sustainable solution for future living arrangements. 
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services	(Knorth,	2005).	Over	the	years,	residential	care	has	been	indicated	more	and	
more as a ‘last resort’ for young people in case other types of care do not seem to be 
adequate	(Harder,	Knorth,	&	Zandberg,	2006;	Harder	et	al.,	2013;	Hellinckx,	2002).

Residential	facilities	differ	in	terms	of	size,	but	on	average	each	living	group	houses	four	
to twelve young people. Within residential facilities, groups can be divided in boys and 
girls	groups.	Some	facilities	do	house	mixed	groups	(Boendermaker	et	al.,	2013;	Harder	
et	al.,	2013).	Depending	on	the	needs	of	the	individual	young	person	(and	his	or	her	
family)	the	placement	can	vary	from	semi-residential	care	to	a	continuous	stay	in	a	care	
facility	(Harder	et	al.,	2006).	Young	people	stay	in	a	residential	care	facility	based	on	a	
voluntary placement or under coercive measures. With regard to the latter, a coercive 
placement should be imposed by a court order.

Harder	and	colleagues	(2013)	distinguish	between	two	broad	categories	of	residential	
care:	 1)	 residential	 care	 for	 young	 people	 who	 lack	 a	 supportive	 and	 facilitating	
upbringing	situation,	 and	2)	 residential	 care	 for	 young	people	with	 severe	 individual	
problems, such as emotional and behavioural problems. In the Netherlands, the 
following types of residential care can be grouped under one of these two categories 
(see	table	1):	Residential	child	and	youth	care,	child	and	adolescent	mental	health	care,	
care	for	youth	with	mild	mental	disabilities	(all	of	which	are	now	under	the	responsibility	
of	the	municipalities),	and	juvenile	justice	facilities	(which	remain	the	responsibility	of	the	
State).	Young	people	such	as	Mohamed,	Cynthia,	Melanie	or	Jeffrey	are	each	placed	in	
one of these residential care facilities. 

Table 1. Types of residential care facilities and numbers of young people in residential care
Type of residential care Numbers of young people 
Residential child and youth care
Family	Homes
Emergency shelters
Living and treatment groups
Independent living programme centres
Secure residential care centres

1,3621

10,6972

10,9063

-4

3,2613

Child and adolescent mental health care
Inpatient hospital wards
Youth psychiatric clinics

6,0732

-4

-4

Care for youth with mild mental disabilities
Orthopedagogical treatment centres 10,4935

Correctional facilities
Juvenile Justice Facilities 1,8446

Notes. 1Year	2011,	source:	Gezinspiratieplein	 (2014,	p.	1).	Numbers	within	 the	main	 type	 ‘residential	
child and youth care’ might overlap while young people can be placed within one year in more than one 
subtype of care. 2Year	2009,	source:	Van	Yperen	and	Woudenberg	(2011,	p.	55).	3Year 2011, source: 
Jeugdzorg	Nederland	(2011,	p.	12).	4No accurate numbers available. 5Source:	Kuunders,	De	Wilde	and	
Zwikker	(2011,	p.	1).	6Year	2011,	source:	Valstar	and	Afman	(2013,	p.	22).
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Mohamed is placed in an emergency shelter, which falls under residential child and youth 
care. Residential	child	and	youth	care,	financed	by	 the	municipalities,	 is	organised	 in	
family homes, living and treatment groups, independent living programme centres, and 
secure residential care centres. Family homes offer small-scale living arrangements for 
young people in a family-like care setting. Living and treatment groups are organised 
in long stay residential groups, offering permanent shelter, care or treatment for young 
people, and short stay residential groups, such as emergency shelters and observation 
groups	(Harder	et	al.,	2013).	Independent	living	programme	centres	serve	as	a	bridge	
between the time in care and the independent living afterwards. Independent living 
programme centres are often connected to residential care facilities and accommodate 
four	 to	six	young	people	(NJI,	n.d./b).	Secure	residential	care	centres	[JeugdzorgPlus 
instellingen]	 offer	 the	most	 intensive	 type	of	 residential	 child	 and	 youth	 care	 (Harder,	
2011).	Secure	residential	care	centres	house	young	people	with	severe	emotional	and	
behavioural	problems	(Boendermaker,	2008).	Young	people	staying	in	secure	residential	
care	show	both	severe	internalizing	and	externalizing	problem	behaviour.	In	addition,	a	
substantial proportion of the young people come from challenging family environments 
(Harder,	2011;	Van	Dam,	Nijhof,	Scholte,	&	Veerman,	2010).	

Cynthia is placed in a psychiatric clinic, which is part of child and adolescent mental 
health care. Young people with severe symptoms of psychiatric disorders are assigned to 
specialized	child	and	adolescent	mental	health	care.	These	young	people	can	be	referred	
to inpatient hospital wards, or youth psychiatric clinics. The majority of these users have 
been	diagnosed	with	attention	deficit	disorders	and	behavioural	disorders,	followed	by	
pervasive	development	disorders	(e.g.	Asperger,	Autism).	Most	young	people	residing	
in	 residential	 mental	 health	 facilities	 suffer	 from	 comorbidity	 (GGZ	Nederland,	 2013).	
According	to	Reijneveld	et	al.	(2014)	child	and	adolescent	mental	health	primarily	focuses	
on the individual problems of the young person, and less on environmental factors. 

Melanie is placed in an orthopedagogical treatment centre, which falls under care for 
youth with mild mental disabilities. Young people with mild mental disabilities can stay 
in	residential	facilities,	varying	from	open	facilities	to	secure	residential	care	(Harder	et	
al.,	2013).	Young	people	with	a	mild	mental	disability	have	a	below	average	intelligence	
quotient	 (IQ),	accompanied	by	social	 adjustment	disabilities	 (Zoon,	2013).	They	often	
show	 comorbidity	 such	 as	 behavioural	 and	 psychiatric	 problems	 (Došen,	 2008).	 The	
most common facilities for young people with mild mental disabilities are the so-called 
‘orthopedagogical	 treatment	 centres’	 (Boendermaker	 et	 al.,	 2013).	 Orthopedagogical	
treatment	centres	offer	specialized	treatment	and	counselling	for	young	people	with	mild	
mental behavioural disabilities often in combination with severe behavioural problems 
(VOBC,	n.d.).	

Jeffrey is placed in a juvenile justice facility (JJF).	JJFs	accommodate	juvenile	offenders	or	
juveniles who are suspect of a crime. The aim of JJFs is to protect society, prevent future 
delinquent	behaviour,	and	to	rehabilitate	the	young	person	so	he	or	she	is	equipped	for	
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return	to	society.	Often	JJFs	are	grouped	under	secure	residential	care	(Harder,	2011).	

Background characteristics of youth in residential care

Cynthia has several aversive experiences prior to her placement in a psychiatric clinic. 
For	many	young	people	a	residential	care	placement	is	often	not	the	first	contact	with	
the care system. Especially when it concerns coercive residential placements, research 
shows	that	most	young	people	have	a	long	history	of	care	prior	to	placement	(Harder	et	
al.,	2011;	Van	Dam	et	al.,	2010).	A	systematic	review	by	Vermaes	and	colleagues	(2014)	
showed	 for	 example	 that	 between	 93	 to	 98%	 of	 the	 young	 people	 in	 Dutch	 secure	
residential care settings had a history of residential placements. Other characteristics 
were	 the	 presence	 of	 externalizing	 problems	 (85-99%),	 often	 in	 combination	 with	
internalizing	 problems	 (36-67%),	 police	 contacts	 (70-72%),	 abuse	 of	 soft	 drugs	
(40-65%),	 hard	 drugs	 (18-25%),	 or	 alcohol	 (27-29%),	 and	 over	 50%	 had	 traumatic	
experiences.	Also	75%	of	all	parents	experienced	moderate	to	severe	upbringing	stress	
prior to placement of their child in a secure residential care facility. 

The number of children in residential care as a proportion of the number of out-of-home 
placed	children	 in	 the	Netherlands	 is	43%	(Harder	et	al.,	2013).	Although	residential	
treatment	 is,	 according	 to	 Whittaker	 (2015,	 p.	 71),	 “…	 the	 optimal	 intervention	 for	
very high-risk, multi-need youth who have someone in the community who is willing to 
take them back”, the actual use of this service vastly differs between countries1;	 the	
Netherlands	show	an	 intermediate	position.	Knorth	 (2015)	explains	 these	differences	
between	the	Netherlands	and	other	countries	as	the	result	of	factors	like	1)	child	poverty	
and	family	deprivation,	2)	the	interventionist	role	of	the	state,	3)	the	amount	of	confidence	
that	being	in	(residential)	care	can	have	a	positive	impact	on	a	child’s	life,	and	4)	the	
policy orientation of the welfare system: child- or family-oriented.

1  In other countries, the number of children in residential care as a proportion of the number of 
out-of-home	placed	children	varies	between	6%	(Australia),	8%	(Ireland)	or	14%	(England)	on	the	one	
hand	and	72%	(Czech	Republic),	80%	(Israel)	or	92%	(Japan)	on	 the	other.	Big	European	countries	
like	Germany	(54%),	Italy	(48%),	France	(37%)	and	Spain	(38%)	show	numbers	in	between	(Thoburn	&	
Ainsworth,	2015).

Cynthia	is	placed	in	psychiatric	clinic	specialized	in	eating	disorders.	Cynthia	was	a	cheerful	little	girl	
when	she	was	growing	up.	Her	parents	described	her	as	‘someone	you	would	immediately	notice	in	a	
room full of people’. 

However,	 at	 age	 10	 Cynthia	 is	 molested	 by	 her	 gymnastic	 teacher.	 Hereafter,	 Cynthia	 loses	 her	
cheerfulness	and	becomes	quiet.	Cynthia’s	parents	seek	help	for	their	daughter,	but	Cynthia	refuses	to	
go to these therapeutic sessions. She locks herself in her room mostly every day and uses a lot of pain 
medicine.	Cynthia’s	parents	are	desperate	and	they	finally	decide	to	intervene.	Cynthia	is	diagnosed	
with a persistent depression.
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The residential care process

Depending on the type of residential care facility, specialised treatment and care that 
is offered is adapted to the group of care users staying in that particular facility. In 
general	all	residential	care	consists	of	four	basic	principles:	1)	basic	care	for	the	child,	
such	as	having	a	place	to	sleep,	receiving	adequate	meals	and	drinks,	being	protected	
and	having	access	 to	medical	care,	2)	upbringing	of	 the	child,	with	 the	possibilities	
of	 education	 and/or	 employment	 programmes,	 and	 leisure	 activities,	 3)	 consistent	
feedback	and	individual	meetings	related	to	their	treatment	plan,	and,	4)	individual	or	
group	treatment	 interventions	(Boendermaker	et	al.,	2013).	Nowadays,	 it	 is	more	and	
more	 recognised	 that	 the	 family	and/or	 the	wider	 social	 network	of	a	child	or	 young	
persons should be involved in the treatment process as much and as early as possible 
(Geurts,	Boddy,	Noom,	&	Knorth,	2012;	Small,	Belloni,	&	Ramsey,	2015).

The basic care and upbringing mostly takes place at the residential group, as this is also 
the	case	for	Melanie.	Because	young	people	spend	a	significant	proportion	of	their	time	
on the residential group, group care workers in the Netherlands play a pivotal role in the 
young	person’s	 life	(Bastiaanssen	et	al.,	2012;	Knorth,	Harder,	Huyghen,	Kalverboer,	
&	Zandberg,	 2010;	 Van	der	Helm,	 2011).	Group	care	workers	 are	 expected	 to	 take	
up both ‘parental’ and educational tasks, but also to manage the residential group, 
keeping administrative tasks in mind, and collaborating with other care professionals 
and	the	young	person’s	social	network	(Harder	et	al.,	2006).	 In	most	residential	care	
facilities, each young person is assigned to a so-called coach or mentor during their 
stay, which is one of the care workers of the residential group. This coach or mentor is 
often responsible for observing the young person and involved in individual treatment 
planning.	Over	the	years,	an	increased	professionalization	in	residential	care	facilities	
led	to	a	majority	of	qualified	group	care	workers	with	higher	educational	degrees	(Harder	
et	al.,	2013).	

Besides their stay at the residential group, young people also often receive education 
and/or	employment	programmes.	According	to	the	compulsory	attendance	law	in	the	
Netherlands,	young	people	are	required	by	law	to	be	enrolled	in	classes	until	the	age	
of	 18	 or	 until	 they	 have	 obtained	 a	 basic	 qualification	 in	 secondary	 education.	 The	
education or employment programmes can be conducted within the residential care 

It’s	Monday	morning.	Melanie’s	alarm	clock	goes	off	at	7.30	am.	She	snoozes	and	falls	back	asleep.	A	
few minutes later she is awakened by Yamila, one of her favorite group care workers. Melanie takes a 
shower, after which she sits down at the breakfast table with the other young people of her residential 
group.	Melanie	 has	 just	 started	picking	 up	 her	 schoolwork	 again.	 She	 is	 offered	 a	modified	 school	
programme alternating with group therapy, individual therapy, or creative therapy. At six o’clock the 
residential	group	eats	together.	Hereafter,	 there	 is	time	for	recreational	activities.	Melanie	decides	to	
watch some television. At 9.30 pm she goes to bed. 
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facility or outside the facility, depending on the type of residential care that is offered 
(cf.	Harder	et	al.,	2014).	

As stated in Article 25 of the CRC, State Parties recognise the right of a child who 
has been placed in a residential care facility to a periodic review of the treatment 
provided to the child including all circumstances relevant to his or her placement. In 
the Netherlands, this right is embedded in the treatment plans, established by the care 
organisations as the related periodic treatment plan evaluations. These treatment plan 
evaluations make up an important part of the treatment process, in which the treatment 
process is discussed. Larger facilities have behavioural specialists, e.g. psychologists 
or pedagogues with an academic degree, who are responsible for the young person’s 
care	 trajectory	 and/or	 treatment	process.	 In	 addition,	 there	 are	 various	 support	 staff	
involved	in	the	treatment	process	of	the	young	person,	such	as	psychiatrists,	specialized	
trainers, nursing staff, and in some cases security staff. 

Various	 individual	or	group	 treatment	 interventions	are	available	 that	specifically	aim	
at individual problems of the young people. For instance, Melanie has the possibility to 
follow	group	therapy	and	individual	therapy.	Just	as	for	education	and/or	employment	
programmes, these interventions take place in the residential care facility or elsewhere, 
depending on the type of residential care that is offered. 

Outcomes of care

Meta-analytic studies show outcomes indicating some progress for children and young 
people	during	 their	 stay	 in	 residential	care.	Knorth	et	al.	 (2008)	 report	an	effect-size	
(ES)	of	.60	for	behaviour	problems	in	general	and	externalizing	behaviour	problems	in	
particular,	and	an	ES	of	.40	for	internalizing	behaviour	problems.	De	Swart	et	al.	(2012)	

Since Jeffrey is 17 years of age, he is convicted for the crimes he’d committed by the juvenile penal 
system.	Because	Jeffrey	has	developmental	delays,	 in	combination	with	a	 long	history	of	delinquent	
behaviour,	Jeffrey	receives	a	‘Placement	in	Juvenile	Institute’	(in	Dutch:	PIJ)	measure.	During	his	stay	in	
the juvenile justice facility, the focus lies on treatment and rehabilitation. 

After three years of staying in the juvenile justice facility, Jeffrey is allowed to return to live with his mother 
under	the	conditions	that	he	has	contact	with	his	probation	officer	every	week,	continues	his	work	at	the	
woodworking place, and follows cognitive behavioural therapy. 

The	first	couple	of	months	Jeffrey	is	able	to	live	up	to	these	set	expectations.	However	after	meeting	up	
with some old friends from his past, Jeffrey starts to drink and do drugs again. 

Jeffrey’s mother is worried that she loses her son again to bad habits, so she contacts Jeffrey’s probation 
officer.	Together	with	Jeffrey	and	his	mother,	the	probation	officer	comes	up	with	a	new	plan	in	which	
Jeffrey stays in an assisted living facility. 

Even though Jeffrey is guided during his transition from the juvenile justice facility, Jeffrey keeps 
struggling	the	first	years	after	his	release.	
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demonstrated that residential care using evidence-based treatment methodologies had 
better	outcomes	(ES=.36)	compared	with	residential	care	‘as	usual’.	Cognitive	behaviour	
therapy prominently contributed to the difference in outcomes. Better outcomes are also 
seen	with	children	who	stay	in	treatment	and	do	not	leave	care	prematurely	(Smit,	1993).

Like in Jeffrey’s case, not all the children appear to be well-prepared to leaving care and 
to	the	transition	towards	‘normal’	life	(Stein,	2006).	Stein	(2008)	introduced	a	typology	
of	three	groups	of	care	leavers:	1)	those	moving	on,	2)	those	who	survive,	and	3)	those	
who	keep	on	struggling.	The	first	group	 is	doing	well,	 feels	 secure,	makes	sense	of	
family relationships, etc. The second group experiences more instability, movement and 
disruption, but these young people see themselves also as ‘more tough’ and ‘having 
done things off my own back’. The third group is the most disadvantaged one. They had 
the	most	damaging	pre-care	family	experiences;	their	lives	are	likely	to	include	many	
further	placement	moves;	 they	have	a	cluster	 of	difficulties,	 including	emotional	 and	
behavioural	difficulties	(see	also	Harder,	2011).		

It will not sound as a surprise that aftercare is seen as important for positive outcomes. 
However,	 a	 review	 by	 Harder	 et	 al.	 (2011)	 showed	 little	 research	 evidence	 for	 the	
effectiveness of aftercare services following residential care. The review contained 
15 studies of which three were conducted in the Netherlands. Several studies in their 
review indicate that aftercare can have positive outcomes, but the strength of this 
evidence is limited because of the weak evaluation methodology applied in the studies. 
In	many	studies	the	aftercare	programmes	are	not	accurately	described;	it	 is	unclear	
of which components a programme consists and which care factors are associated 
with positive outcomes. Young people completing aftercare programmes tend to show 
better outcomes than young people leaving aftercare prematurely. None of the outcome 
studies focused on both youth and their families in aftercare programmes following 
residential care, despite the fact that family-focused aftercare especially might improve 
long term outcomes of residential care. 

Good practices and future perspectives
A	promising	development	that	has	emerged	in	the	 last	couple	of	years	 in	the	field	of	
Dutch youth care is the explicit attention being paid to evidence-based interventions 
and	on	 ‘what	works’	 in	care	 in	both	 research	and	practice	 (Harder,	 2011;	Helmond,	
2013;	Nijhof	et	al.,	2011;	Van	der	Helm,	2011;	Van	Yperen,	Van	der	Steege,	Addink,	&	
Boendermaker,	2010).	

Some examples of research on ‘what works’ in residential care, are studies by Nijhof 
et	 al.	 (2011)	 and	Geurts	 (2010)	 in	 which	 they	 showed	 that	 positive	 outcomes	 (e.g.,	
functioning	of	the	young	person,	treatment	satisfactions,	realisation	of	treatment	goals)	
can	 be	 achieved	 in	 (secure)	 residential	 care,	 when	 parents are being involved in 
treatment. Also, during the time in secure residential care a positive young person-staff 
relationship	is	associated	with	higher	treatment	satisfaction	for	young	people	(Harder,	
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Knorth,	&	Kalverboer,	2012).	Further	research	on	the	type	of	skills	for	group	care	workers	
that	influence	a	positive	young	person-staff	relationship	is	recommended	(Bastiaanssen	
et	al.,	2012;	Harder,	2011;	Van	der	Helm,	2011).

Since	 June	 2007,	 two	 national,	 independent	 committees	 have	 evaluated	 specific	
treatment interventions for youth on their effectiveness. The ‘Youth Interventions 
Accreditation	 Committee’	 assesses	 youth	 care	 interventions	 with	 regard	 to	 quality	
and effectiveness and issues accreditations. The ‘Ministry of Justice Behavioural 
Interventions Accreditation Committee’ assesses whether behavioural interventions can 
lead	to	prevention	or	the	reduction	of	recidivism	(Harder	et	al.,	2013).	If	an	intervention	is	
evaluated as theoretically effective or empirically effective, it is included in the ‘Database 
of Effective Youth Interventions’, which is a searchable database of interventions in 
youth care, youth health care, youth welfare and criminal law under supervision by the 
Netherlands	Youth	Institute	(in	Dutch:	NJI).	Although	there	are	currently	228	interventions	
included	in	this	database	(NJI,	2015),	few	are	specifically	developed	and	applicable	to	
young people in residential care. It is therefore advisable that more attention needs to 
be	paid	 to	 individual	 treatment	 interventions,	 besides	 adequate	 basic	 care	 (Harder,	
2011).	

Conclusion
In conclusion, residential youth care in the Netherlands underwent several positive 
developments in which the focus increasingly lies on cooperation between system 
parties, effective treatment interventions, and on the participation of the young person 
and	his/her	system	(Ten	Brummelaar	et	al.,	2014;	Harder,	Kalverboer,	&	Knorth,	2012).	
This is also embedded in the new Act on Care for Children and Young People	(2015).	
Despite these positive developments, we remain cautious how the changes in the youth 
care	system	and	the	related	budget	cuts	affect	the	final	care	process	of	young	people	
like Mohamed, Cynthia, Melanie and Jeffrey. When focusing on this care process and 
its related outcomes, this should include the acknowledgement of the diversity amongst 
residential care facilities in the Netherlands.
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ABSTRACT
Participation in decision-making procedures of young people in care is considered a 
key-element that affects their current or future living circumstances and might improve 
the	quality	of	decision-making	on	and	delivery	of	provided	services.	

This systematic literature review, covering the period 2000-2016, focuses on the 
opportunities of young people to participate, the challenges and facilitators to 
participation, and the outcomes of care related to participation.

A total of 16 studies met our search criteria. Several studies show that young people 
seem to have limited possibilities to ‘meaningful’ participation in decision-making. 
Various	challenges	and	facilitators	in	the	participation	process	emerge	with	regard	to	
the	level	of	the	young	person,	the	professional,	and	the	(socio-cultural)	context.	None	
of the studies provides evidence for a causal connection between the ‘amount’ of youth 
participation	 in	 decision-making	 and/or	 treatment	 during	 the	 care	 process	 and	 the	
outcomes	of	residential	care.	Implications	for	research	and	practice	are	reflected	upon.

Keywords:  Residential care, young people, participation in decision-making, review 
study
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INTRODUCTION
“A	child	temporarily	or	permanently	deprived	of	his	or	her	family	environment	or	in	whose	
own best interests cannot be allowed to remain in that environment, shall be entitled to 
special	protection	and	assistance	provided	by	the	State”	(Article	20,	para	1,	Convention	
on	the	Rights	of	the	Child,	1989).	According	to	Article	20	of	the	Convention	on	the	Rights	
of	the	Child	(CRC),	such	care	could	include	the	placement	of	a	child	in	family	foster	care	
or, if necessary, in residential care. 

In residential youth care services, young people reside away from their homes, most of 
the times in a non-familial setting. The aim of residential youth care services is to offer care 
and protection, and to prepare the young person for a return to society. Services intend 
to	do	so	by	creating	a	therapeutic	living	and	learning	environment	(Hair,	2005).	Over	
the years, residential youth care services have increasingly committed themselves to 
multidisciplinary collaboration and to the application of effective treatment interventions 
within	 the	care	process	 (De	Swart	 et	 al.,	 2012).	 In	addition,	 young	people	are	more	
and	more	regarded	as	active	stakeholders	in	their	own	care	process	(Friesen,	Koroloff,	
Walker,	&	Briggs,	2011;	Gyamfi,	Keens-Douglas,	&	Medin,		2007).	

This notion of young people participating as active stakeholders in care can be seen 
in the light of a tendency towards democratisation and changing images of childhood, 
i.e.	perceiving	the	young	person	as	a	 ‘social	actor’	 instead	of	only	seeing	him/her	as	
vulnerable	and	in	need	of	protection	(Bell,	2011).	At	the	same	time,	increasingly	there	
has been debate to what extent young people have rights independently of the adults 
surrounding	them	(Emond,	2008;	Sinclair,	2004;	Thomas,	2007).	The	establishment	of	
the Convention on the Rights of the Child in 1989 has accelerated this discussion. From 
a psychological and pedagogical stand of view, the participation of young people can 
be	linked	with	a	perspective	on	development	and	upbringing.	Herewith,	the	environment	
of	 the	young	person	should	promote	optimal	developmental	chances	(Bell,	2011;	De	
Winter,	2002).

Participation in decision-making 
Knowledge	 on	 the	 concept	 of	 young	 people’s	 participation	 in	 decision-making	 has	
increased over the years, due to a growing body of international literature on participation 
in	care	and	decision-making	 (Bell,	2011;	Cashmore,	2002;	Sinclair,	2004).	As	a	side	
effect	 there	are	various	definitions	and	models	 regarding	 ‘participation’	 in	circulation	
(e.g.,	Arnstein,	 1969;	Hart,	 1992;	Kirby,	 Lanyon,	Cronin,	&	Sinclair,	 2003).	Generally	
speaking, youth participation is the process of involving young people in the institutions 
and	decisions	that	affect	their	life	(Checkoway,	2011,	p.	341).	

In 2009, the Committee on the Rights of the Child published General Comment no.12 in 
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which the Committee links article 12, ‘the right to be heard’,1 of the CRC to the concept 
of	 participation.	 The	 Committee	 defines	 participation	 as	 “ongoing	 processes	 which	
include information sharing and dialogue between children and adults based on mutual 
respect, and in which children can learn how their views and those of adults are taken 
into	account	and	shape	the	outcome	of	such	processes”	(p.	5).

When we look at participation in the context of youth care, most of the existing literature 
focuses	on	youth	in	child	welfare	and	child	protection	services	(e.g.	Gallagher,	Smith,	
Hardy,	&	Wilkinson,	2012;	Vis	&	Thomas,	2009),	young	people	confronted	with	the	family	
law	due	to	separation	of	their	parents	(Röbäck	&	Höjer,	2009;	Taylor,	Fitzgerald,	Morag,	
Bajpai,	&	Graham,	2012),	or	youths	dealing	with	decisions	in	(mental)	health	care	(Coyne	
&	Harder,	2011;	Day,	2008).	To	a	much	 lesser	degree,	 research	has	 focused	on	 the	
participation of young people during residential care, despite the fact that in that context 
decisions are made regarding the treatment process and concerning everyday issues 
that	substantially	impact	the	lives	of	these	young	people	(Southwell	&	Fraser,	2010).

Opportunities, challenges and facilitators of participation
Although participation of young people in decision-making procedures is considered 
important, research indicates that there are still numerous challenges in the participation 
process of young people. For example, a review in England on the levels and ways in 
which children are currently involved in decision-making regarding different areas that 
affect	their	lives	(e.g.,	education,	health	services,	child	protection	services)	shows	that	
in some areas, such as asylum procedures and child protection cases, young people 
are	hardly	heard	 in	 the	most	personal	decisions	 (Burke,	2010).	And	when	 they	were	
heard,	their	opinion	had	little	or	no	impact	on	the	final	decision	(ibidem).	Other	studies	
that focused on the experiences of youths with decision-making procedures during 
their contacts with child welfare and child protection services, show that young people 
experience	feelings	of	helplessness,	a	lack	of	knowledge	and	little	self-confidence	by	
a	lack	of	opportunities	to	make	decisions	about	their	own	life	(Bessell,	2011;	Leeson,	
2007).	

In	a	recent	review	by	Van	Bijleveld	et	al.	(2013)	on	the	challenges	and	facilitators	to	youth	
participation in child welfare and protection services, the personal relationship between 
the young person and the social worker was one of the most important facilitators to 
participation.	However,	there	seemed	to	be	multiple	challenges	in	creating	this	personal	
relationship, such as the social workers’ lack of understanding of what participation 
actually means, their perception of the young person as a vulnerable individual, and the 
urgent	feeling	to	protect	the	child	by	not	letting	him/her	participate	in	‘difficult’	decisions.

1  Article 12 of the CRC is regarded as one of the key-articles of the convention, besides article 
2	(non-discrimination),	article	3	(best	interest	of	the	child	should	be	given	primary	consideration),	and	
article	6	(the	right	to	life	and	develop).	In	addition,	Article	12	is	strongly	related	to	article	13	(freedom	of	
expression),	article	14	(freedom	of	thought	conscience,	and	religion),	article	15	(freedom	of	association),	
article	16	(right	to	privacy)	and	article	17	(access	to	information;	mass	media)	of	the	CRC	(Unicef,	n.d.).	
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Participation and outcomes
In addition, even though various studies stress the importance of youth participation in 
care, there are few studies that evaluate the effect of participation on possible outcomes. 
In	a	review	study	on	the	participation	of	young	people	(0-18	years	old)	in	child	protection	
proceedings	 and	 the	 relationship	 with	 health	 outcomes,	 Vis	 and	 colleagues	 (2011)	
found	 that	 “…health	effects	could	only	be	 indirectly	assumed”	 (p.	328).	The	authors	
suggest	that	when	participation	is	successful,	beneficiary	effects	may	be	reflected	in	
better decisions and tailored services, improvements of child’s safety, and therapeutic 
effects	such	as	 increased	self-esteem.	However,	Vis	et	al.	conclude	that	evidence	of	
long-term	outcomes	of	participation	on	health	effects	(e.g.,	physical,	mental,	and	social	
well-being)	 is	 lacking.	 In	 line	with	 this,	 the	National	Youth	Agency	 (NYA)	of	England	
(2011)	 found	 no	 empirical	 evidence	 that	 youth	 participation	 in	 the	 context	 of	 youth	
justice is related to positive long-term outcomes, such as a reduction in the number of 
young	people	in	contact	with	juvenile	justice.	Just	like	Vis	and	colleagues	(2011),	the	
NYA suggests that this lack of empirical evidence does not imply that participation does 
not work, but points out the lack of ‘rigorous research’ as an important factor for the 
absence of proof.

Aim of this study 
Because	participation	of	young	people	 is	 thought	 to	 improve	 the	quality	of	decision-
making on and delivery of provided services, and to contribute to positive therapeutic 
effects	 (cf.	Vis	et	al.,	2011),	 this	may	also	be	 the	case	 for	 the	participation	of	young	
people in decision-making procedures while staying in residential care. With this review 
study	we	intend	to	contribute	to	the	current	discussion	on	the	topic	of	participation	(e.g.,	
Križ	&	Skiveness,	2015;	Van	Bijleveld	et	al.,	2013;	Vis	et	al.,	2011).	Therefore,	the	aim	of	
this review is to systematically assess the current state of knowledge on the level and 
type of participation of young people in decision-making procedures related to their 
stay	 in	residential	care.	We	hereby	focus	on:	1)	 the	opportunities	of	young	people	to	
participate, also in relation to the content and setting of decisions that are being made, 
2)	the	possible	challenges	and	facilitators	to	participation,	and	3)	the	possible	outcomes	
of care related to participation.

METHOD
We carried out a systematic literature search in July 2015-February 2016. Three 
electronic databases were used to carry out the search: PsycINFO, Education Resource 
Information	Clearinghouse	(ERIC),	and	Social	Index	(SocIndex).	For	the	search	in	the	
electronic databases we combined the following search terms:

• Adolescent*	OR	juvenile*	OR	youth*	OR	child*	OR	young*;
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• Residential OR out-of-home OR detention centre* OR secure unit* OR secure care 
OR in-patient OR institutional OR incarcerat* OR group home* OR hospitalised OR 
juvenile justice facilit* OR secure residents OR correctional institution* OR coercive 
treatment	OR	congregate	care;

• Participation OR child* participation OR youth participation OR consumer 
participation OR children’s rights OR participation rights OR voice OR collaboration 
OR shared-decision-making.

Selection criteria
Inclusion criteria.  We collected literature published in English during the period 2000 
up to February 2016. Literature was included that focused on: studies regarding youth 
(aged	0	 to	25)	with	emotional	and/or	behavioural	problems	and/or	 rearing	problems;	
residential	 youth	 care	 as	 the	 main	 service	 in	 the	 study	 (e.g.,	 psychiatric	 inpatient	
units,	 children’s	 homes,	 residential	 treatment	 centres,	 transitional	 houses);	 scientific,	
peer	 reviewed	 publications;	 empirical	 studies;	 studies	 that	 explicitly	 focused	 on	 the	
participation	of	young	people	in	decision-making	(Vis	et	al.	2011).

Participation	 in	 decision-making	was	 defined	 as	 informing	 and	 preparing	 the	 young	
person, focusing on the young person’s views and wishes, giving these views due 
weight,	providing	the	young	person	with	feedback,	and/or	being	able	to	start	complaint	
procedures	 and	 appeal	 against	 decisions	 (see	 also	 General	 Comment	 no.	 12,	 p.	
10).	We	 included	 studies	 that	 focused	 on	 decision-making	with	 regard	 to	 treatment	
(everyday	matters	and	higher	order	affairs),	 treatment	planning	 (including	admission	
and	transition	planning),	case	planning	(including	social	work	decision-making),	and/or	
decision-making	procedures	that	related	to	the	young	person’s	stay	in	care	(including	
decisions	related	to	service	delivery).	Because	the	Committee	on	the	Rights	of	the	Child	
(2009)	did	not	differentiate	between	a	specific	age	from	which	the	young	person	is	able	
to participate, we also did not make a distinction on age in our search.

Exclusion criteria.  We excluded studies that focused on the following topics: medical 
care;	school	settings;	participation	in	research;	family/caregiver	participation;	institutional	
collaboration;	family	law;	youth	in	family	foster	care;	legal	procedures;	outpatient	care.	
Some	studies	report	on	both	foster	care	and	residential	care	(e.g.,	Munford	&	Sanders,	
2015;	 Polvere,	 2014),	 or	 a	 combination	 of	 day-patient	 and	 inpatient	 residential	 care	
(LeFrançois,	2008).	We	excluded	studies	in	which	it	was	not	possible	to	address	findings	
to the young people in residential care. 

Selection procedure
This	search	through	the	electronic	databases	resulted	in	a	total	of	4,927	studies	(see	
Figure	 1).	 The	 first	 elimination	 of	 publications	 took	 place	 after	 screening	 the	 titles	
(N=3,923)1,	 and	 screening	 the	 abstracts	 (N=740),	 as	 they	 did	 not	 met	 up	 with	 the	

1  This number includes the removal of 149 duplicate studies.
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selection	criteria.	Hereafter	248	studies	were	excluded	after	screening	the	full	article.	
This	 procedure	 finally	 resulted	 in	 16	 studies.	 The	 complete	 selection	 procedure	 is	
available	from	the	main	author	by	request.2

Characteristics of included studies
The	16	studies	were	conducted	 in	mostly	English	speaking	countries	(USA,	Canada,	
UK,	Ireland,	Australia)	and	Scandinavian	countries	(Sweden,	Norway).	We	also	found	
one	study	from	Ghana,	one	from	Germany,	and	one	from	Italy	(see	table	1).	

Data analysis
After	the	selection	procedure,	the	first	author	uploaded	the	16	studies	in	Atlas-ti,	version	
7.	In	this	qualitative	data	processing	programme,	the	studies	were	coded	both	inductively	
and	deductively.	Hereafter	we	structured	the	codes	according	to	the	following	themes:	
1)	content	and	setting	of	decision-making;	2)	opportunities	to	participate;	3)	challenges	
and facilitators related to the young person, the care trajectory and treatment, the 
professional,	the	service	and	organisation,	or	the	(cultural)	context;	and	4)	outcomes	of	
(non)	participation.	

2	 	To	assess	the	quality	of	the	resulting	16	studies	we	(AH;	MtB)	used	a	critical	review	form	for	
qualitative	studies	(Letts	et	al.,	2007)	and	a	critical	review	form	for	quantitative	studies	(Potvin,	2010),	
modified	from	Law	et	al.	(1998).	We	did	not	include	or	exclude	studies	based	on	this	quality	assessment,	
due	to	the	lack	of	accepted	methods	to	guide	these	selection	procedures	(cf.,	Sleijpen,	Boeije,	Kleber,	
&	Mooren,	2015).	

 

 

 

 

  

Potentially relevant abstracts screened 
(N=1,004) 

Papers screened  
(N=264) 

Research papers included  
(N=16) 

Excluded after 
screening papers  

(N=248) 

Excluded on the basis  
of title 

 (N=3,923) 

Excluded on the basis 
of abstracts  

(N=740) 

Electronic database search 
(N=4,927) 

PsycInfo (N=2,477) 
ERIC (N=659) 

SocIndex (N=1,791) 
 

Figure 1. Schematic representation of selection procedure
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RESULTS

Opportunities of young people to participate in decision-making
In table 2 we show the results from twelve studies about the opportunities of young 
people to participate in relation to the contents of the decisions. The contents of 
decisions	can	generally	be	divided	into	1)	everyday	activities,	2)	young	people’s	own	
life	course,	and	3)	service	delivery.

Table	2.	Contents	of	decision-making	(DM)	and	opportunities	for	young	people	to	participate
Content of 
DM

Poor opportunity Good opportunity

1) Everyday 
matters/
activities

Young people experience a lack of possibilities 
to	influence	and	make	decisions	about	the	
planning	of	everyday	activities	(6,	9,	11).

Young people experience 
the possibility to participate 
in	everyday	matters	(feeling	
listened	to,	having	a	say)	(9,	14)

2) Life course 
youth
Admission to 
care

Young people do not always feel well informed 
at	(pre-)	admission	phase	(7,	13)	and	feel	that	
admission	is	beyond	their	control	(12,	13);	there	
are ways in which young people would like more 
‘say’	in	decision-making	about	admission	(7,	12).

Care/
treatment 
planning a

Young people experience lack of involvement in 
formulating	their	treatment	plan/goals	(6,	7,	14)	
or	in	what	happens	to	them	(7,	14)

Some facilities reported that 
the young person was the 
primary decision-maker in the 
development of the treatment 
plan	(1).

Transition 
planning/	
dischargea

Young	people	experience	a	lack	of	choice;	
decisions	(where)	to	move	are	not	within	their	
control	(5).

Care 
complaints 
system/
advocacy 
services

Young	people	experience	a	flawed/ineffective	
complaint	system	(4,	15)

Professionals rate the complaint system as poor: 
young	people	don’t	know	how	to	complain	(4).

Young people are aware of 
complaint	system	(4,	5),	have	
mixed experiences of support 
in accessing advocacy services 
and	external	organisations	(4,	
15).
Professionals	are	mostly	satisfied	
with	complaint	system	(4)

Medication Young people have concerns about taking 
medication, feel that their concerns are not 
taken into account and would like more ‘say’ in 
medication	decisions	(7).

3) Service 
delivery
Audit/
inspection 
processes

Files	demonstrate	difficulties	for	young	people	to	
influence	the	inspection	process	in	a	substantial	
way	(11).

Service 
operations 
and 
practices

Some of the facilities reported 
to include youth in service 
operations and oversight 
practices	(1,	2).

Note. The numbers between brackets refer to the studies in table 1. 
a	These	decisions	can	both	relate	to	social	work	decisions	(case	planning)	and	decisions	made	by	
care professionals working in the facilities.
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Table 2 shows that there are mainly poor opportunities for young people to participate 
in	decisions	regarding	their	admission	to	residential	care	(study	7,	12,	13),	transition	or	
discharge	planning	(study	5),	medication	use	(study	7),	and	the	care	inspection	process	
(study	11).	With	regard	to	everyday	matters	(study	6,	9,	11,	14),	care	planning	(study	
1,	6,	7,	14)	and	the	care	complaint	system	(study	4,	5,	15),	participation	opportunities	
are mixed.

In	 table	3	we	show	the	results	 from	five	studies	regarding	the	opportunities	of	young	
people to participate in relation to the setting in which the decision-making takes place. 

Table	3.	Opportunities	of	young	people	to	participate	in	different	decision-making	(DM)	settings
Setting DM Poor opportunity Good opportunity
1) Individual 
meetings

Some young people express not being able 
to	talk	to	a	staff	member	of	their	choice	(15)

2) Collective 
meetings
Youth 
council 

Less than half of the facilities report to have 
an	advisory	board/youth	council	(1).

Care 
planning 
meetings

Some professionals reveal that young 
people are not invited to meetings nor 
involved	in	their	care	plans	(10),	others	
acknowledge that some young people 
feel	intimidated/	overwhelmed	by	these	
meetings	(4).
Audio tapes reveal that some care 
professionals display a strong orientation 
to the involvement of young people into the 
decision-making process, but the social 
workers seem to make choices which 
strategy	(client	exclusion	vs.	inclusion)	to	
employ, and they strive to maintain control 
over	the	process	(8).

Some young people feel prepared 
and involved in care planning and 
case reviews and feel that attention 
is	paid	to	what	they	say	(15).

Board 
meetings

Few facilities included youth on the board 
of directors and none of the facilities 
included them on the management team 
(2).

Note. The numbers between brackets refer to the studies in table 1

The table shows that there are mainly poor opportunities for young people to participate 
in	 individual	meetings	with	a	staff	member	of	 their	choice	(study	15)	and	 in	board	or	
management	meetings	of	the	residential	care	facility	(study	2).	There	are	both	poor	and	
good opportunities for young people to participate in collective care planning meetings 
(study	4,	8,	15).	

Challenges and facilitators
All studies report on challenges and facilitators related to the young person’s participation 
process	 (see	 table	 4).	We	distinguish	between	challenges	and	 facilitators	 related	 to	
a)	 young	 person;	 b)	 care	 trajectory;	 c)	 professional;	 d)	 organisation/service;	 and	 e)	
(cultural)	context.
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Table 4. Challenges and facilitators related to the young person’s participation in decision-making
Challenges Facilitators

a) Young person
Age Under	15	years	old		(14) Above	15	years	old	(14)
Abilities/	wishes Intellectual	and/or	developmental	

disabilities	(ID/DD)	(5)
Self-assertiveness	and	abilities	(4)

Not	willing	to	participate	(6)	or	
uncomfortable	with	participation	(2,	
6,	12)

Improvements of young person’s 
behaviour	and	development	(6)

b) Care trajectory and 
treatment
Number of 
placements

More than four alternative 
placements	(14)

Four or less alternative 
placements	(14)

Stages of the care 
path

Lack	of	information	and	inadequate	
contact	at	pre-admission	phase	(7,	
13)

Shift towards own agency at 
discharge	(7)

Decreased involvement at end of the 
care	path	(3)

c) Professional
Age Higher	age	of	social	worker	(16)
Attitude Different	rationales	(5,	10,	11,	12),	

such as protective rationale, or 
regulatory	rationale	(11)

Supportive	rationale	(11)

Relying	on	own	expertise	(8),	
negative attitude about engaging 
youth	(2,	10)
Different interpretations of what 
participation	actually	entails		(10)

Skills/	relationship Lack of formal treatment strategy 
that includes the young person’s 
active	participation	(6)

Supportive relationship between 
young person and professional  
(2,	4,	6,	13,	15)

d) Organisation/
service

Workload	(11,	13,	15),	plans	rushed	
through	(7)

Time
Organisational 
culture

Staff	knowledge/lack	of	training/
tools	(1)
Intimidating nature of review 
meetings	(4),	offensive/intimidating	
jargon	(2)

Strategies to include youth in 
service	(2)

Lack	of	continuity/staff	turnover	(6)
Policy context Statutory	regulations	(2,	4) Licensing and accreditation 

standards	(1)
Lack	of	funding/lack	of	choices	(2,	
5,	10)

Financial	honoraria	(2)

Government	agendas	(5)
e) (Cultural) context
Different stakeholder 
groups

Social	workers	affiliated	with	a	
residential	unit	(15)

Cultural context Cultural attitude of how children 
should	behave	(12)

Note. The numbers between brackets refer to the studies in table 1.
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Young person.  Six studies report on the assumed challenges and facilitators related to 
the	young	person,	such	as	his/her	age	(study	14)	and	abilities	and	wishes	(study	2,	4,	5,	
6,	12	and	13).	Older	children	(16-17	years	old)	are	significantly	(p<.001)	more	satisfied	
than	younger	children	(<	15	years	old)	with	regard	to	having	a	say	what	happens	to	them	
(study	14).	In	addition,	when	young	people	show	improved	behaviour	during	residential	
care	(study	6),	are	able	to	voice	their	opinions	(self-assertiveness),	or	insist	to	voice	their	
opinions	during	the	decision-making	process	(study	4),	this	is	regarded	as	a	facilitating	
factor in their participation process.

Care trajectory and treatment. Challenges and facilitators related to the young person’s 
care trajectory and treatment are shown in four studies and refer to the number of prior 
placements	(study	14)	and	the	stages	of	the	care	path	(study	3,	7,	13).	With	regard	to	
prior placements, young people who experienced less than four alternative placements 
prior to their stay in residential care, reported more often that their caregivers 
(professionals)	 listened	 to	 them	compared	with	 their	 peers	 reporting	more	 than	 four	
placements	(p<.019)	(study	14).	

Care professional. Eleven studies included information about challenges and facilitators 
related to care professionals. When it comes to these challenges and facilitators, the 
professional’s		age	(study	16)	and	attitude	against	participation	(study	2,	5,	8,	10,	11,	
12)	are	noticed,	as	well	as	the	skills	of	the	professional	and	the	relationship	between	
the	young	person	and	the	care	professional	(study	2,	4,	6,	9,	13,	15).	The	professional’s	
ability to create a safe and warm atmosphere – consisting of listening to the young 
person, being available, taking wishes of the young person seriously, and showing 
respect,	reciprocity	and	trust	–	is	regarded	as	a	facilitating	factor	to	participation	(study	
2,	4,	6,	13,	15).	With	regard	to	challenges	to	participation,	professionals	seem	to	have	
contrasting	 attitudes,	 which	 (might)	 influence	 the	 importance	 children’s	 views	 are	
assigned in decision-making processes. For instance, perceiving the young person as 
manipulative	or	engaging	in	inappropriate	behaviour	(study	10),	or	in	need	for	protection	
(study	5,	10),	may	be	used	as	a	justification	for	not	allowing	young	people	a	voice.

Organisation/service.	 The	 ten	 studies	 focusing	 on	 the	 organisation/service,	 show	
challenges	 and	 facilitators	with	 regard	 to	 the	 aspect	 of	 time	 (study	 11,	 13,	 15),	 the	
organisational	 culture	 (study	 1,	 2,	 6),	 and	 the	policy	 context	 (study	 2,	 4,	 5,	 10).	 For	
instance,	 facilities	 that	 agreed	 licensing	and	accreditation	 should	 require	 family	 and	
youth involvement, were more likely to be either licensed or accredited than facilities 
that	 disagreed	 (study	 2).	 Inadequate	 funding	 for	 services	 (study	 2,	 5,	 10),	 greater	
level	of	 statutory	 regulations	 (study	4),	 intimidating	 jargon	 (study	2),	 and	contrasting	
government	 agendas	 (study	 5)	were	 regarded	 as	 challenges	 to	 the	 young	person’s	
participation process. 

(Cultural) context.	When	we	look	at	the	two	studies	that	looked	at	the	possible	influence	
of	the	(cultural)	context,	one	study	reports	on	the	assumed	challenges	and	facilitators	
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related	 to	 the	 different	 stakeholder	 groups	 care	 professionals	 belong	 to	 (study	 16).	
Social	 workers	 affiliated	with	 a	 residential	 unit	 saw	more	 challenges	 to	 participation	
compared to social workers responsible for investigating reports of child abuse and 
neglect	(t = -3.90, p<.001)	(study	16).	One	study	reports	on	the	cultural	context	(study	
10).	The	study	showed	 that	 in	Ghana	child	participation	 is	perceived	as	 ‘expressing	
an	opinion’.	However,	the	cultural	attitude	of	how	children	should	behave	(e.g.,	do	not	
question	adults’	decisions)	“…	is	believed	to	contradict	the	concept	of	children’s	rights,	
where it is accepted for children to express an opinion on decisions made by adults.” 
(Manful	&	Manful,	2013;	p.	324).

Participation and outcomes
Several studies do report on indirect effects of participation during residential care in 
terms of young people’s experiences	related	to	the	(lack)	of	participation	(study	2,	3,	5,	
7,	12).	In	figure	2	we	present	a	schematic	overview	of	outcomes	related	to	the	young	
person’s	participation	process.	Herein,	we	can	distinguish	between	outcomes	related	to	
‘lack of participation’ and ‘meaningful participation’.

Several studies report on the assumed negative outcomes of a lack of participation 
(study	5,	7,	12).	Reported	negative	outcomes	can	be	divided	into	three	groups:	

• emotional and behavioural problems of young people, such as showing oppositional 
behaviour	as	a	consequence	of	being	denied	a	voice	(study	12);	

• passiveness,	as	young	people	stopped	asking	or	did	not	try	to	question	or	challenge	
a	certain	decision	(study	5);

• general	 bewilderment	 about	 how	 certain	 decisions	 (e.g.,	 working	 on	 treatment	
goals)	related	to	their	own	problems/situation	(study	7).

 

 

 

 

 

 

 

 

 

Lack of participation 

Meaningful participation 

Oppositional behaviour as a response 

Passiveness, not questioning or 
challenging a decision 

General bewilderment about how to 
‘work on goals’ related to their problems 

Promoting care effectiveness 

Figure 2. Outcomes related to the young person’s participation process
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Focusing	 on	meaningful	 participation	 (2,	 3),	 studies	 either	 reported	 a	 rationale	 why	
participation	was	necessary	which	related	to	the	young	person	(e.g.,	autonomy,	valuing	
the	role	of	the	young	person),	or	related	meaningful	participation	with	care	effectiveness	
(e.g.,	 service	 delivery,	 reduction	 of	 inadequate	 planning).	 One	 study	 (Carrà,	 2014)	
reports on the relationship between participation and care effectiveness. The author 
found	a	significant,	positive	correlation	(r =	0.44)	between	the	sense	of	participation	in	
decision-making and young people’s level of emotional well-being.

DISCUSSION
This review focused on the participation of young people in decision-making procedures 
while	 staying	 in	 residential	 care.	 The	 aim	of	 our	 systematic	 review	was	 threefold:	 1)	
to investigate the opportunities to participate in relation to the content and setting of 
decisions	 that	 are	 being	made	 during	 the	 time	 in	 residential	 care;	 2)	 to	 assess	 the	
possible	 challenges	 and	 facilitators	 to	 participation;	 and	 3)	 to	 look	 at	 the	 possible	
outcomes of care related to participation.

Our	findings	show	that	young	people	have	mixed	participation	opportunities	with	regard	
to decisions about everyday matters, care planning, the care complaint system and 
decisions	 in	 the	setting	of	collective	care	planning	meetings.	These	findings	suggest	
that they experience some opportunities to participate in important decisions during 
residential care regarding everyday activities in the facility and their individual life 
course	(cf.	Southwell	&	Fraser	2010).	However,	young	people	mainly	experience	poor	
opportunities to participate in decisions regarding their admission to residential care, 
transition or discharge planning, medication use and the care inspection process. With 
regard to the setting of decisions, they also experience poor opportunities to participate 
in individual meetings with a staff member of their choice and in board or management 
meetings of the residential care facility. 

Our review shows that young people have limited possibilities to ‘meaningfully’ participate 
in	 decision-making	 while	 staying	 in	 residential	 care	 (cf.	 Sinclair,	 2004).	 In	 several	
studies young people express being asked by professionals on matters that concern 
them.	However,	their	participation	in	decision-making	does	not	always	seem	meaningful	
or really impacts a decision. Most young people wish to be included in a meaningful 
manner	during	every	stage	of	the	care	trajectory,	including	the	pre-admission	(Hepper,	
2008;	 Roesch-Marsh,	 2014)	 and	 transition	 out-of-care	 phases	 (Fudge	 Schormans	 &	
Rooke,	2008).	Our	findings	are	consistent	with	studies	conducted	in	the	area	of	child	
welfare and child protection, in which young people experience a lack of meaningful 
participation	in	decisions	that	are	most	important	to	them	(Gallagher	et	al.,	2012;	Van	
Bijleveld	et	al.,	2014).

The studies we found in our review report on challenges and facilitators in the participation 
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process of young people. Most studies report on the role of the professional in promoting 
or	 obstructing	 the	 young	 person’s	 participation	 process	 (Brown	 et	 al.,	 2011;	 Fudge	
Schormans	&	Rooke,	2008;	Hitzler	&	Messmer,	2010;	Manful	&	Manful,	2013;	Pålsson,	
2015;	 Roesch-Marsh,	 2014).	 Herewith,	 the	 professional’s	 attitude,	 and	 underlying	
rationales	(protective,	supportive,	or	regulatory	rational),	may	play	a	crucial	role	in	the	
implementation	of	youth	participation	in	decision-making	(see	also	Van	Bijleveld	et	al.,	
2013;	2014).	

When it comes to facilitating factors to participation, a positive relationship and 
communication	between	a	 young	person	and	professional(s)	whereby	 the	 focus	 lies	
on understanding, nearness, respect and reciprocity is regarded as a key aspect in 
promoting	the	young	person’s	participation	(Brown	et	al.,	2011;	Cousins	&	Milner,	2006;	
Henriksen	et	 al.,	 2008;	Malmsten,	 2014;	Salamone-Violi	 et	 al.,	 2015;	Stevens,	 2008).	
This is consistent with studies focusing on client-therapist relationship factors, where 
this relationship is considered to be one of the most important predictors of outcomes of 
care	(Carr,	2009;	Harder	et	al.,	2013).	

In order to facilitate the professional in creating a positive relationship with the young 
person,	 it	 is	 important	 that	 this	 takes	 place	 in	 a	 safe	 and	 stimulating	 context	 (see	
also	Bell,	 2011;	Sinclair,	 2004;	Soenen,	D’Oosterlinck,	&	Broekaert,	 2013).	However,	
several studies show that residential care providers often deal with challenges to youth 
participation,	 including	 contrasting	 government	 agendas,	 budget	 cuts	 /	 inadequate	
funding,	 and	 greater	 statutory	 regulations	 (Brown	 et	 al.,	 2011;	 Cousins	 &	 Milner,	
2006;	Fudge	Schormans	&	Rooke,	2008;	Manful	&	Manful,	2013).	These	challenges	in	
residential care might ultimately lead to little room for the young person to participate. 

Even though all studies do provide a rationale why participation of young people in 
treatment	and	decision-making	is	important,	we	did	not	find	a	study	providing	evidence	
for	 a	 causal	 connection	 between	 the	 ‘level’	 of	 participation	 in	 decision-making	 and/
or treatment during the care process and the outcomes of residential care. Several 
studies do report on indirect effects of participation during residential care in terms of 
young	people’s	experiences	related	to	the	(lack)	of	participation	(Fudge	Schormans	&	
Rooke,	2008;	Hepper	et	al.,	2005;	Roesch-Marsh,	2014),	such	as	distressing	feelings	
and	passiveness	due	to	lack	of	participation	(see	also	LeFrançois,	2008;	Polvere,	2014).	
Only	Carrà	(2014)	focused	on	the	connection	between	participation	and	outcomes.	The	
author	reports	that	a	higher	level	of	youth	participation	in	decision-making	is	significantly,	
but moderately, associated with care effectiveness in terms of the young person’s level 
of emotional well-being.

One of the reasons that we found no study in which outcomes of participation were 
assessed might be the lack of longitudinal research designs and the lack of monitoring 
of	participation	during	residential	care	with	standard	measurement	tools	(cf.	Charles	&	
Haines,	2014;	Vis	et	al.,	2011).	However,	as	Cunningham	et	al.	(2009)	explain,	it	might	
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also depend on the way we look at outcomes. It could be that participation is more 
directly	linked	to	outcomes	for	the	‘self’	(e.g.,	self-determination,	well-being),	and	only	
indirectly	 to	outcomes	on	 the	 long	run	 (recidivism,	 re-entry	 into	care).	 In	addition,	all	
studies included in our review put a strong emphasis on the experiences and perceptions 
of young people with participation. In line with this, following results from Schubert et 
al.	 (2012),	 the	 care	 process	 perceptions	 of	 young	 people	 seem	 to	 be	 predictive	 of	
outcomes. This suggests that the perceptions of young people with their participation 
process	may	be	predictive	of	outcomes	(both	positive	and	negative).

Strengths and limitations 
With this review we systematically assessed the young person’s participation process 
while staying in residential care. We carried out a thorough screening and analysing 
process, which makes it possible to provide further insight into the young person’s 
participation	process	(e.g.,	Križ	&	Skiveness,	2015;	Van	Bijleveld	et	al.,	2013;	Vis	et	al.,	
2011)	while	staying	in	residential	care.	We	included	quantitative,	qualitative	and	mixed	
methods studies.  

Because the focus of our review was on the concept of participation as used in 
the	 participation	 literature	 (Checkoway,	 2011;	 Thomas,	 2007;	 Vis	 et	 al.,	 2011),	 we	
purposely excluded studies on engagement, empowerment, and treatment alliance 
(e.g.	Cunningham	et	al.,	2009;	Huang,	Duffee,	Steinke,	&	Larkin,	2011;	Walker,	Thorne,	
Powers,	&	Gaonkar,	2010).	We	are	aware	that	there	might	be	some	overlap	between	
the concepts and the way these concepts are constructed. For instance, some scholars 
define	 youth	 participation	 as	 active	 engagement	 (Checkoway,	 2011).	 For	 future	
research, we recommend to look at the linkage between these different constructs. 

We compared studies that used different ways of looking at the concept of participation 
(e.g.,	in	ways	of	defining	and	measuring	participation).	Despite	of	the	extensive	research	
on	participation	in	decision-making	procedures,	there	is	no	common	framework	to	define	
and	measure	 participation	 in	 youth	 care	 (Charles	 &	 Haines,	 2014;	 Gallagher	 et	 al.,	
2012).	Van	Bijleveld	et	al.	(2013)	explain	that	‘…	one	of	the	reasons	why	implementation	
and	evaluation	of	participation	is	difficult	is	the	lack	of	agreement	of	what	participation	
entails’	(p.	2).	In	order	to	find	studies	which	did	implement	and	evaluate	participation	
of	young	people,	we	included	all	studies	that	contained	a	measure	of	participation	(Vis	
et	al.,	2011).	It	is	possible	that	we	missed	certain	studies	due	to	the	lack	of	a	common	
framework on participation. 

Also, there is a variation between countries in their welfare and protection policies, 
and	 the	way	 they	arrange	out-of-home	care	 (see,	 for	 instance,	Thoburn,	2010).	Most	
studies we found were conducted in western countries. Only the study by Manful and 
Manful	(2013)	provides	some	insight	into	the	context	of	residential	care	in	a	non-western	
country. We therefore recommend expanding research into the topic of participation in 
countries with different cultural contexts. 
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Implications with regard to future research 
For future research we recommend a further focus on what participation exactly entails 
within	 the	context	of	 residential	care	 (i.e.	content	and	setting),	and	how	participation	
can	be	further	implemented	within	daily	practice	(through	tools,	training,	and	dialogue).	
With this, it is important to focus on the actual implementation of participation, but also to 
develop an in-depth understanding of the perceptions of the young people processed 
through	the	system	(cf.	Butler,	2011)	and	the	professionals	responsible	for	these	young	
people.

In addition, we recommend the use of a common framework in participation literature, 
especially when it comes to measuring and monitoring participation during residential 
care	(cf.,	Charles	&	Haines,	2014).	We	also	plead	seeking	for	international	cooperation	
between scholars from different countries to create a common understanding of 
participation, which makes it possible to investigate the linkage between outcomes 
and participation, and to further analyse barriers and facilitators to participation. An 
important	aspect	in	the	creation	and	final	use	of	a	common	framework	on	participation	
should be the acknowledgment of the variation between countries in their welfare and 
protection policies, and the way they arrange out-of-home care. For instance, some 
countries	do	recognize	the	importance	of	youth	participation	and	have	written	principles	
of participation into their child and youth care legislations, while other countries have not 
incorporated the concept of participation in their legislative context.
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ABSTRACT
In the Netherlands, young people who have committed, or are suspected of committing 
a	crime	can	be	placed	in	a	(residential)	juvenile	justice	facility	(JJF).	These	young	people	
often have severe emotional and behavioural problems, and have dealt with aversive 
experiences in their past. In this paper we look at their perceptions on whether they feel 
that their views have been taken into account in decision-making processes during their 
stay in the facility. 

We held semi-structured interviews with 18 young people staying in a JJF. In these 
interviews we focused on their perceptions of participation. We analysed the interviews 
using Atlas ti, version 7. We both used theory-driven as well as data-driven codes 
to analyse the data. In the results we distinguish between the content and setting of 
decisions	 (everyday	 versus	 higher	 order	 decisions),	 and	 the	 general	 perceptions	 of	
young people with regard to their participation in decision-making. 

Results indicate that within the structured context of the juvenile justice facility, there is 
a degree of freedom in which the young people are actively stimulated to participate. 
Overall,	young	people	express	forms	of	participation	(feeling	listened	to,	sharing	views).	
This	 is	both	 the	case	with	everyday	decisions	and	higher	order	decisions.	However,	
some of the young people do not always feel that their participation is meaningful.

Therefore, we emphasise the importance of looking further into the factors that underlie 
the possibilities of participation within coercive care.

Key-words: The Netherlands, young people, juvenile justice facilities, decision-making, 
participation
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INTRODUCTION
In the Netherlands, each year over 30,000 young people are confronted with the 
(juvenile)	 penal	 law	 due	 to	 purported	 delinquent	 behaviour	 (Jeugdmonitor,	 n.d.).	
Most of these confrontations end with a warning or a relatively mild sentence, such as 
community	service	or	a	fine.	However,	for	some	young	people	these	confrontations	with	
the	system	can	lead	to	a	compulsory	placement	in	a	juvenile	justice	facility	(JJF)	after	
a	decision	of	the	juvenile	court	(Uit	Beijerse,	2012).	In	2012,	1,865	young	people	aged	
12	to	23	were	staying	in	Dutch	juvenile	justice	facilities	(Valstar	&	Afman,	2013),	which	
is	approximately	0.08%	of	the	total	population	of	Dutch	young	people	in	this	age	group	
(CBS,	2012).	The	young	people	are	placed	in	a	facility	because	they	are	suspected	of,	
or convicted for, committing serious crimes. The majority of the young people that stay 
in	these	facilities	are	awaiting	their	trial	(Uit	Beijerse,	2012).

In juvenile justice facilities, young people are under 24-hour supervision and follow 
educational	 programmes,	 treatment	 and	 rehabilitation	 (Boedermaker	 &	 Uit	 Beijerse,	
2008;	Harder,	 2011).	 The	 aim	of	 JJFs	 is	 to	 prevent	 future	delinquent	 behaviour	 and	
to	prepare	young	people	for	a	return	to	society.	However,	research	shows	that	this	is	
difficult:	even	 though	 there	 is	a	slight	decrease	since	2006,	 the	most	 recent	 rates	of	
severe	recidivism	for	young	people	in	the	Netherlands	(2009)	range	from	49.5	to	66.8%	
within	a	period	of	three	years	after	their	departure	from	these	facilities	(WODC,	2012).	
A recently published review study also shows that incarceration of young people has 
limited effects on rehabilitation, especially when incarceration is focused on punitive 
measures	instead	of	empirically	supported	treatment	interventions	(Lambie	&	Randell,	
2013).	Therefore,	the	finding	that	young	people	still	regularly	show	delinquent	behaviour	
after	their	departure	might	partly	be	explained	by	limitations	in	the	available	services	(cf.	
Lipsey,	2009).	In	recent	years,	several	measures	have	been	undertaken	by	the	Dutch	
juvenile justice facilities to improve the treatment and living environment, which seems 
to	 be	 associated	with	 an	 improvement	 of	 the	 young	person’s	 quality	 of	 life	 in	 these	
facilities	(Van	der	Helm	et	al.,	2013)	and	might	positively	affect	future	recidivism	rates.

During a stay in a juvenile justice facility, several decisions are made by care 
professionals regarding the treatment process of the young person and about the care 
provided. When the process of decision-making is conducted in dialogue with the young 
person	and	his/her	family,	this	positively	contributes	to	consensus	on	the	issue	that	is	
decided	upon	(Bartelink,	Ten	Berge,	&	Van	Yperen,	2010).	Treatment	programmes	have	
a greater chance of success when they stimulate the young person’s own capacity to 
solve	problems,	 for	 instance	by	his/her	participation	 in	 the	process	of	establishing	a	
treatment	plan	(Walker,	Thorne,	Powers,	&	Gaonkar,	2010).
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The concept of participation
The concept of ‘participation’ is seen as an important factor for achieving positive 
outcomes	in	the	field	of	youth	care	in	the	Netherlands.	Also	in	other	countries,	various	
researchers have extensively discussed the content and practice of participation in care 
(Bell,	2011;	Cashmore,	2002;	Munro,	2001;	Sinclair,	2004).	When	looking	at	participation	
in a general sense, researchers distinguish between the nature of participation and the 
degree of	participation	 (Knorth,	Van	den	Bergh,	&	Verheij,	 2002;	Sinclair,	 2004);	 the	
first	(nature)	aiming	at	the	character	or	context	of	the	participation	process,	the	latter	
(degree)	addressing	the	extent	to	which	participation	takes	place.

Arnstein	 (1969),	 with	 her	 ‘ladder	 of	 participation’,	 was	 the	 first	 to	 hierarchically	
categorize	the	concept	of	participation.	In	this	model	the	lowest	rung	of	the	eight	rung	
ladder symbolises participation in the context of ‘manipulation’, also considered non-
participation,	 whereas	 the	 highest	 rung	 is	 labelled	 as	 ‘citizen	 control’.	 In	 this	 case,	
Arnstein’s ‘ladder of participation’ focused on community participation by civilians. 
Since	then,	different	models	further	elaborated	on	this	ladder	of	participation.	The	first	
to	apply	 the	 ladder	 to	children’s	participation,	was	Hart	 (1992)	 in	one	of	 the	Unicef’s 
Innocenti essays.	Hereafter,	the	ladder	was	adjusted	to	the	field	of	youth	care	among	
others	by	Thoburn,	Lewis	and	Shemmings	(1995)	and	Shier	(2001).	Later	on	more	non-
hierarchical	models	showed	up,	such	as	Kirby	and	colleagues’	 ‘model	of	 the	 level	of	
participation’	(Kirby,	Lanyon,	Cronin,	&	Sinclair,	2003)	which	draws	strongly	on	Shier’s	
pathways	to	participation-model.	Since	Hart	applied	the	ladder	of	participation	to	the	
field	of	children’s	participation	in	1992,	the	model	has	been	largely	implemented	and	
discussed	in	practice	and	research.	In	addition,	it	was	Hart	himself	(2008)	who	called	
for	a	critical	reflection	and	encouraged	the	generation	of	new	models.

Children’s rights 
With	the	ratification	of	the	Convention	on	the	Rights	of	the	Child	(CRC)	in	1995	by	the	
Dutch government, every child within the state territory can derive rights from the CRC 
(Mijnarends,	Liefaard,	&	Bruning,	2013).	Therefore,	it	is	also	applicable	to	young	people	
staying in juvenile justice facilities in the Netherlands. Young people’s right to participate 
in decision-making is recognised in Article 12 of the Convention on the Rights of the 
Child	(CRC)	(United	Nations	Convention	on	the	Rights	of	the	Child,	1989).	In	2009	the	
UN	Committee	on	the	Rights	of	the	Child	published	General	Comment	no.	12	regarding	
the	 right	 of	 the	 child	 to	 be	 heard.	 The	Committee	 on	 the	Rights	 of	 the	Child	 (2009)	
describes	participation	in	its	General	Comment	no.	12	as	“…on-going	processes,	which	
include information-sharing and dialogue between children and adults based on mutual 
respect, and in which children can learn how their views and those of adults are taken 
into	account	and	shape	the	outcome	of	such	processes”	(UN	Committee	on	the	Rights	
of	the	Child,	2009,	p.	5).	

In	the	Netherlands,	Juvenile	Penal	Law	is	regulated	in	the	Dutch	Penalty	Law	(material	
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status,	 e.g.	 offences	 and	 penalties)	 and	 the	Dutch	 Penalty	 Procedure	Code	 (formal	
status,	e.g.	the	juridical	procedure).	On	the	first	of	July	2011,	a	modified	version	of	the	
Dutch	 Principles	 of	 Law	 for	 Juvenile	 Justice	 Facilities	 (in	Dutch:	 the	BJJ)	 came	 into	
force. The BJJ captures the material and formal status of the juvenile penal law and 
includes the right to participation, representation, information, hearing and notification 
of the young people during their stay in a facility. This means that the young person is 
provided	with	written	information	on	his/her	rights	and	duties	upon	arrival	in	the	facility	
(article	60	BJJ).	When	a	decision	is	made,	for	example	the	decision	to	refuse	the	young	
person’s participation in a training programme, the managing director has to conduct a 
hearing	with	the	young	person	in	a	language	comprehensible	to	him	or	her	(article	61	
BJJ).	Also,	the	director	is	responsible	for	regular	consultation	with	the	young	people	on	
issues	that	directly	affect	their	stay	(article	79	BJJ).

The importance of participation
Next to the fact that participation of young people is recognised by law, participation 
of young people seems to be important with regard to both care placement decisions 
and decisions that are made during the care process. For example, in her study on the 
participation of 3,019 juvenile defendants in youth courts in 11 European countries, Rap 
(2013)	argues	that,	“decision-making	in	court	can	be	improved	by	hearing	the	views	of	
juvenile	defendants.	This	in	turn,	might	influence	the	extent	to	which	juveniles	are	willing	
to	 cooperate	with	 the	 justice	 system,	 fulfil	 the	 sentence	 that	 has	been	 imposed	and	
abide	by	the	law	in	the	future”	(p.	12).	Van	der	Laan	and	Eichelsheim	(2013)	studied	
the	 adaptation	 of	 young	 people	 (N=207)	 to	 imprisonment	 in	 association	 both	 with	
characteristics of juvenile prisoners themselves and characteristics of the correctional 
environment. Among other things, they found a positive association between interactions 
with staff and feelings of autonomy and well-being, regardless of individual factors. 
According	to	the	authors	“feeling	safe,	having	some	sense	of	freedom	of	choice	and	
experiencing less stress could increase a juvenile’s motivation to participate in training 
programmes	 aimed	 at	 reducing	 reoffending”	 (p.	 441).	 A	 more	 direct	 link	 between	
having	‘a	say’	during	care	and	feelings	of	empowerment	(e.g.,	establishing	capacity	to	
control	one’s	life)	by	youth	consumers	of	mental	health	services	was	found	in	a	study	by	
Walker,	Thorne,	Powers	and	Gaonkar	(2010).	The	extent	to	which	the	young	person’s	
perspective was represented in the planning process positively correlated with the 
young	person’s	feelings	of	empowerment	(with	small	to	large	correlations	on	different	
subscales	of	the	empowerment	measurement	scale).	

Challenges to participation
Although the importance of participation of young people in decision-making processes 
during care is acknowledged in both research and practice, the concept of participation 
is interpretable in multiple ways, which often results in a lack of common understanding, 
or	agreement	on	what	participation	actually	means	(Horwath,	Kalyva,	&	Spyru,	2012;	
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Rahnema,	1990;	Van	Bijleveld,	Dedding,	&	Bunders-Aelen,	2013).	In	their	review	study	
on the participation of children and young people within child protection and child 
welfare	 services,	 Van	 Bijleveld	 et	 al.	 (2013)	 showed	 that	 children	 and	 professionals	
differ in their understandings of what participation means: children see participation 
as	being	actively	involved	in	decision-making;	professionals	consider	aspects	such	as	
listening to the child and informing the child as participation. 

Research also indicates that young people sometimes perceive a lack of participation 
in decision-making procedures in different contexts, such as health care, judicial 
procedures,	and	youth	protection	(Burke,	2010).	Within	the	context	of	residential	youth	
care,	Australian	research	by	Southwell	and	Fraser	 (2010)	showed	that	young	people	
staying	in	care	(N=169)	were	satisfied	with	everyday decision-making (e.g.,	explanation	
of	rules,	caregivers	listening	to	them,	having	a	say	in	everyday	household	matters),	but	
less	satisfied	with	their	participation	in	higher order decision-making	(e.g.,	explaining	
why they were in care, having a say in what happens to them during their stay in care, 
and	knowledge	on	the	content	of	their	case	plan).	In	line	with	these	findings,	Ashkar	and	
Kenny	(2008)	found	that	young	people	(N=16)	who	were	staying	in	a	maximum-security	
detention facility in Australia experienced, among other things, a sense of loss through 
reduced	autonomy.	Henriksen,	Degner	and	Oscarsson	(2008)	found	that	several	young	
people who were staying in coercive residential care did not experience participation in 
treatment planning and daily activities. 

Aim of this study
Several studies indicate the importance of young people’s engagement during their 
stay	in	juvenile	justice	facilities	for	achieving	positive	outcomes	(Englebrecht,	Peterson,	
Scherer,	&	Naccarato,	2008;	Henriksen,	Degner,	&	Oscarsson,	2008).	In	addition,	care	
process perceptions of young people seem to be predictive of positive outcomes. For 
example,	Schubert,	Mulvey,	Loughran	and	Losoya	(2012)	showed	that	the	more	positive	
perceptions	the	young	people	(N=519)	had	of	their	time	during	incarceration,	the	lower	
were the recidivism rates. 

As was indicated above, participation during care by young people seems to be linked 
with achieving positive outcomes. Therefore, in the present study we will look at this 
topic	for	a	group	of	young	people	in	a	JJF	in	the	Netherlands.	More	specifically,	the	aim	
of this study is to explore the perspectives of young people on whether they feel that 
their views have been taken into account in decision-making processes during their 
stay. By focusing on perceptions of young people in juvenile justice facilities we hope to 
gain further insight on how young people experience participation in a coercive setting 
and how this possibly can be improved to promote better outcomes. 
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METHOD

Setting
The research described in this paper took place in the period March to June 2013 at one 
juvenile justice facility located in a rural area in the North of the Netherlands. The facility 
has room for 62 male young people. When the research took place, there were 42 young 
people staying in the facility. The facility houses male juveniles between 12 to 24 years 
of age who are suspected of or convicted for committing a crime. The young people are 
under 24-hour daily supervision and follow structured programmes.

The facility is organised in long stay residential groups, mostly housing young people 
who have been sentenced with a penal measure, and short stay residential groups 
where young people are awaiting their trial. Every residential group consists of eight 
to ten young people. The young people have their own room, which includes at least a 
bed, a closet and a toilet. Next to this, the group itself has a living room, a dining area 
and	a	kitchen	(Vermeer,	2012).	There	are	two	group	care	workers	continuously	present	
in the group. Each young person has a group care worker who is appointed to be his 
mentor. In addition, every young person has a behavioural scientist who is responsible 
for his treatment and stay in the facility.

The daily activities are focused on pedagogical principles aimed at preparing the young 
person for a return to society. The daily programme contains structures such as waking 
up and going to bed on time. Each day young people are obligated to participate 8,5 
hours in joint activities, such as education or recreational activities. Young people spend 
a	significant	portion	of	time	on	their	residential	group.	Within	this	group	they	are	assigned	
with certain tasks, such as setting the table and doing the dishes. At each residential 
group, group discussions are organised on a regular base so that young people have 
the	possibility	to	discuss	certain	topics	on	a	group	level	(e.g.,	weekly	menu’s,	activities,	
or	group	 functioning).	Next	 to	 this,	 young	people	have	 the	opportunity	 to	become	a	
member of the library council.

When staying in a juvenile justice facility, young people go through different treatment 
phases according to the YoUtUrn	method	 (see	 figure	 1).	Within	 the	YoUtUrn method 
the young person has to work on different skills in order to proceed to the next phase 
(Hendriksen-Favier,	 Place,	 &	 Van	 Wezep,	 2010).	 All	 juvenile	 justice	 facilities	 in	 the	
Netherlands	work	with	this	standardised	method.	Within	this	method	(and	depending	on	
his	sentence	and	behaviour)	the	young	person	has	the	possibility	to	practice	returning	
to society by going on a leave of absence. 
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In	the	first	phase	of	the	YoUtUrn method the young person gets to know his mentor and 
is able to adjust to his residential group. The young person receives a portfolio in which 
he is able to keep track of his individual treatment process at the juvenile justice facility. 
Within	three	weeks	in	care,	for	each	young	person	a	first	version	of	the	care trajectory 
plan	(i.e.,	treatment	plan)	is	established.	In	the	following	phases	of	the	YoUtUrn method, 
this care trajectory plan is discussed during individual care trajectory meetings.

The care trajectory meetings make up an important part of the treatment process of the 
young person. In these care trajectory meetings, treatment goals are discussed and the 
treatment progress of the young person is evaluated. In addition to the young person 
and	 his	 parents/caregivers,	 there	 are	 several	 care	 professionals	 involved	 in	 these	
meetings,	such	as	the	behavioural	scientist	(e.g.,	a	psychologist),	the	internal	trajectory	
professional	(focusing	on	return	to	society),	and	the	mentor	of	the	young	person.	Young	
people	often	prepare	for	the	meeting	with	their	mentor.	The	first	meeting	is	organised	
after	three	weeks	in	care,	the	second	approximately	seven	weeks	later.	Hereafter	the	
meetings are held once every four months.

There are several formal procedures that are set in the Dutch Principles of Law for 
Juvenile Justice Facilities, which contain the possibility for the young person to express 
his/her	 view.	 This	 is	 possible	 through	 the	supervisory committee which monitors the 
way	the	institute	treats	its	pupils;	with	the	month commissioner who is available every 
month	with	the	specific	task	to	talk	with	young	people	about	how	they	experience	their	
stay;	and	via	the	complaint committee which	makes	it	possible	for	young	people	to	file	
a complaint. In addition, some of the young people are, or have been members of the 
Youth Council. In this Youth Council a representative of each residential group is able to 
convey their opinion on certain issues in the facility. The institute’s managing director is 
always present at these youth council meetings.  

Semi-structured interviews
We	used	a	semi-structured	interview	guide	(see	figure	2	for	the	topic	list)	addressing	
various themes such as which decisions the young person is confronted with, and what 
roles young people and care professionals play in these decisions. The semi-structured 
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Figure 1. Five treatment phases of the YoUtUrn method
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nature	of	the	interview	made	it	possible	to	‘adopt	a	flexible	approach	for	discussion	with	
the	 interviewee’	 (Hemming,	2008,	p.	153).	The	 interviews	were	used	 to	generate	 the	
perspectives of the participating young people. 

They were asked about their experiences prior to a decision	(e.g.,	 information	on	the	
decision),	their	experiences with decision-making	(e.g.,	giving	opinion,	being	asked	for	
opinion,	feeling	listened	to),	and	their experiences after a decision was made	(seeing	
results).	We	came	up	with	these	topics	after	turning	to	the	literature	on	participation	in	
decision-making	 (for	 instance	Bell,	 2011;	Cashmore,	 2002;	Hart	&	 Thompson,	 2009;	
Kilkelly,	2010;	Sinclair,	2004).

The interviewer used the time-line method	(Adriansen,	2012)	to	structure	the	interviews.	
With the timeline the interviewer follows the pathway of the young person from entering 
the	 facility	 to	 the	stage	the	young	person	 is	currently	at.	The	questions	were	divided	
into everyday decisions, such as decisions about activities and group rules, and higher 
order decisions,	 such	as	decisions	about	 treatment	goals	and	 leave	of	absence	 (cf.	
Southwell	&	Fraser,	2010).	

Procedure
Young people were approached by a researcher on their residential group and were 
provided with both written and verbal information, whereby the young people were 
explained that participation in the research was voluntarily, and that everything they 
said was used anonymously. The researcher explained that on the basis of all the 
interviews, a report would be constructed, but that the provided information would not 
be	 identifiable	 in	 relation	 to	 individual	 interviewees.	Next	 to	 this,	 young	people	were	
told that they could end their contribution to the research at any time they did not want 
to participate anymore. Soon after, the researcher came back to ask if they wanted to 

 

 

 

 

 

 

 

 

 

 

 

 

  

- Background information; moment of arrival, how things went the first couple of weeks, daily 
structure, different phases of care trajectory 

- Decision-making; which decisions are made, most important decision(s), involvement in decisions 
- Information; received information prior to decision, in which way, by whom, views on provided 

information 
- Expressing views; did someone ask opinion of young person, in which way, who, views on 

expressing opinions 
- Listening; did someone listen to young person, in which way, who, views on feeling listened to 
- Encouragement; did someone encourage young person to give opinion; in which way, who, views on 

encouragement
- Feedback; did someone give explanation on decision; did someone keep young person informed, in 

which way, who, views on feedback
- Influence of opinion; did your opinion influence decision(s), in which way, experiences and views
- Environment; in what kind of environment did the decision take place, experiences with environment  
- Additional information; what the young person wants to add
 

Figure 2. Topic list of the interview
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participate.	In	this	way	informed	consent	was	guaranteed	(Mazzoni	&	Harcourt,	2014).

The interviews with the young people took place during school hours and were held in 
a room nearby the school classes. One researcher conducted all the interviews in one-
on-one conversations. The interviews took 35 minutes to one hour, depending on how 
much the young person wanted to share with the researcher. All interviews were audio 
taped with a voice recorder, except for one interview with a young person who objected 
to the conversation being taped. In this case notes were taken. 

Participants
Guided	by	the	principle	of	saturation	(Mason,	2010)	a	sample	of	18	male	young	people	
was	put	together	to	participate	in	the	study	(mean	age	18.6,	range	16	to	24	years	old).	
Participants were either awaiting their trial or they were sentenced with a detention 
penalty	(art.	77i	Dutch	Penalty	Law)	or	a	‘Placement	in	a	juvenile	institute’	proceeding	
(art.	77s	Dutch	Penalty	Law).	A	total	of	eight	young	people	stayed	on	a	short stay group;	
ten young people stayed on a long stay group. The engaged sample represents nearly 
half	of	the	incarcerated	population	(43%)	at	the	time	of	the	study.	

Data-analysis
After the interviews were conducted, they were transcribed making use of the audio 
transcription	programme	F4	(audiotranskrition.de).	We	coded	the	transcripts	with	Atlas-
ti, version seven. We used both theory-driven codes	(deductive	coding)	as	well	as	data-
driven codes	 (inductive	 coding)	 (Decuir-Gunby,	Marshall,	 &	McCulloch,	 2011).	 First	
we performed open coding to the transcripts, following with axial coding. In order to 
facilitate the reliability of the codes, two researchers independently coded the transcript 
of one interview. Then the two documents were compared with one another, and the 
transcripts were coded a second time. 

RESULTS
Regarding	the	results	we	distinguish	between	(a)	the	perspectives	of	young	people	on	
decision-making	processes	during	care	(e.g.,	content	and	setting),	and	(b)	the	general	
perceptions of young people with regard to their participation in the process in decision-
making	 (e.g.,	 expressing	 one’s	 views,	 feeling	 listened	 to,	 receiving	 explanation	 and	
feedback).

In Figure 3 we show a conceptual model for the decision-making processes in the 
JJF to structure the results presented in this section. As already explained we divided 
the decisions that occur in the facility between ‘everyday decisions’ and ‘higher order 
decisions’. Everyday decisions can be divided further into collective decisions	 (e.g.,	
activities,	 group	 rules,	 sanctions),	 and	 individual decisions	 (e.g.,	 activities,	 tasks,	
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sanctions).	 These	 decisions	 can	 take	 place	 within	 different	 settings,	 such	 as	 the	
residential	 group,	 the	 (organised)	 group	 discussions,	 and	 the	 Youth	 Council.	 With	
regard	to	the	higher	order	decisions	we	solely	focused	on	the	individual	decisions	(e.g.,	
treatment	goals,	phase	of	the	trajectory,	leave	of	absence).	These	decisions	can	take	
place	in	settings	such	as	individual	meetings	with	care	professionals	(e.g.,	behavioural	
scientist,	mentor,	internal	trajectory	professional),	or	care	trajectory	plan	(CTP)	meetings	
in which several care professionals, the young person, and his caregivers are involved.

Decision-making during care: Content and setting
When entering the juvenile justice facility, young people are confronted with numerous 
decisions	and	multiple	care	professionals	 (e.g.,	both	care	professionals	prior	 to	and	
during	their	placement	within	the	JJF).	As	one	young	person	expresses	his	experiences	
with this process: 

Boy: There were many decisions made about me. In the beginning I did 
not like it, but when you have dealt with the system more often, you get 
used to this. 
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Figure 3. Conceptual model of decision-making processes during care in juvenile justice facility
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The interviewees experience a difference between everyday decisions on residential 
group level, such as group rules, tasks and group activities, and higher order decisions 
made about their individual care trajectories. In the conversations with them some 
express	that	they	find	higher	order	decisions	to	be	the	most	important	to	them.	Others	
regard	the	day-to-day	decisions	and	the	higher	decisions	of	equal	importance	to	them.

 

Boy: I consider decisions on everyday life to be important, such as group 
rules.	But	also	decisions	about	my	leave	of	absence	I	find	important	[…]	
So both, decisions about my leave of absence, because it goes about the 
outside world, but when I get back from my leave of absence I want it to 
be	fine	on	the	group	that	I	am	living	on.

Everyday decisions
When it comes to everyday decisions the young people express mixed views. Some say 
they have the possibility to express their views, for instance on the food they cook for 
dinner	or	the	activities	they	would	like	to	do	in	their	free	time.	However,	young	people	
do experience a difference in approach by group care workers. With some of the group 
care workers they feel there is more room for negotiation than with others.

Boy:	[…]	But	I	would	like	to	have	more	responsibility	 in	decisions	about	
tasks and cooking. For instance, if I wanted to do the dishes and another 
boy wants to cook. Then we could swap tasks. But that’s not possible 
because on the task list it says something different. Some of the group 
care workers then tell you to discuss this with each other, and then that 
happens. That is much nicer. 

Young people have the possibility to choose what they want to do in their spare time: 
“they	don’t	obligate	you	to	do	something.”	Yet,	there	are	some	physical	boundaries	with	
regard to the activities they can choose from. For instance, they would like to play sports 
more often, but only group care workers who have a sports diploma are allowed to assist 
with this. Next to this, some young people express feelings of boredom during their free 
time:	often	they	play	with	the	play-station	or	watch	TV.	One	young	person	brings	forward	
that the group often does what the majority of the boys wants to do as a group activity. 
When a young person does not want to join, he has to stay in his room, because there 
are only two group care workers who both have to supervise the group.

With regard to group rules, some interviewees feel that there should be more rules in the 
beginning of the stay in the facility and less as they progress through their stay. One of 
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the young people tells that he regrets that boys with different capacity levels are placed 
in the same group, because it is not easy for group workers to differentiate within a 
group. Interviewees enjoy group care workers who are able to look for solutions instead 
of leaning on the rules too much.

Some	of	the	young	people	(n=8)	bring	forward	that	they	are	not	satisfied	with	the	uniform	
way that care professionals apply measures of sanction. Thus they feel that they are 
treated collectively instead of as individuals. 

Boy: We all had to go to our room, while half of the boys didn’t do anything. 
Okay,	three	actually….

Another topic that emerges in the interviews is that of group discussions at the residential 
group. Some young people bring forward that they just sit there, and do not really take 
these discussions seriously. One young person tells the interviewer that he regrets this. 

Boy: Within these group discussions the boys with the ‘loudest voices’ 
finally	have	the	possibility	to	really	express	their	views,	but	then	they	do	not	
use the group discussions to express their opinions. 

In line with this, one of the boys tells that he appreciates the group discussions, but that 
it	is	difficult	to	arrange	the	discussions	“…because	the	boys	do	not	want	to	make	the	
effort to sit at the table.” 

Higher order decisions
Just as for everyday decisions, the young people have mixed experiences in having a 
say in higher order decisions. Overall, they state that they are able to give their views 
on decisions regarding their individual care trajectory. Most interviewees feel that they 
are involved in setting treatment goals and are able to express their views on treatment 
goals:	“I	am	fully	involved	in	setting	my	treatment	goals	[…].”	Young	people	have	the	
possibility to have a one-on-one conversation with	 care	 professionals	 (e.g.,	 mentor,	
behavioural	scientist,	internal	trajectory	professional)	on	their	treatment	goals.

The	interviewees	explain	that	they	can	influence	the phases of their care trajectories by 
showing that they are ready for the next step, by cooperating in treatment and behaving 
well. This is especially the case with young people who feel that they have something 
to lose, such as the possibility for a leave of absence. In some of the conversations the 
juridical	procedure	and	the	legal	status	of	the	young	person	(if	he	is	sentenced	or	not),	
influence	the	way	young	people	perceive	their	willingness	to	be	involved	in	the	process.	
For instance, one of them who was sentenced with a youth detention measure, brings 



60

forward	that	he	is	just	“serving	his	time”.	

The young people who are in the phase that inhibits leave of absence, express that they 
are involved in the establishment of their leave of absence plan: 

Boy: When you are honest about it, things will work out. Everything is in 
agreement with one another. 

A few young people bring forward that they act socially desirable: they have discovered 
what their environment wants to hear and anticipate this: 

Boy: I often write what they want to hear.

When	specifically	 looking	at	 the	care trajectory meetings in which the care trajectory 
plan is discussed, over half of the interviewees had positive experiences with these 
meetings and felt that they were taken seriously. 

Boy: Of course I have an opinion, and at the care trajectory meetings I 
have, ehh, there they tell you: these are the goals we would like you to work 
on, what do you think of these goals?

Interviewer:	Yes…

Boy: Which goals do you think that suit you? And then I give my opinion on 
these goals. With these things it works really well. 

According to one of the young people these meetings are necessary so that every 
participant knows where he stands. Another interviewee states that in the beginning of 
his stay these meetings were very useful because they provide opportunities to discuss 
what	the	focus	in	treatment	would	be.	However,	after	multiple	care	trajectory	meetings	
this young person indicates that it loses its necessity: 

Boy: Now I had my eighth meeting. In July I will have my ninth. But you 
just	sit	there,	and	everybody	afterwards	quickly	has	some	other	meeting,	
and after such a while there are not very important things to be discussed 
anymore. 

One of the young people explains that after the care trajectory plan is discussed during 
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the meeting the young person has to put his signature underneath the plan to indicate 
that he agrees with the content of the document. If not, he is able to write this on the 
document. Following this it is discussed with the mentor of the young person and with 
the young person himself. 

Decision-making during care: Perceptions of participation

Expressing one’s view 
In general, young people bring forward that they do not experience any hindrance in 
expressing their views to professionals. Even when they are not asked for their opinion, 
they just express their views anyway. Some bring forward that others, such as group 
care workers, just have to accept this: 

Boy: I just give my opinion plain and simple, even when they do not agree 
with	this,	I	give	my	opinion…..	

Boy: They just have to accept this. 

On the other hand, not all young people feel this way: 

Boy: I would give my opinion, but [silence] I would never demand 
something of another person. Because, it is not correct for me to do that.

Boy: I can’t really complain, because I did something in the past which 
was completely wrong to do, so why should I have something to say, when 
they should be the ones in charge.

Some young people state that they do not see the importance of expressing their views, 
or only when it suits them. Others bring forward that they have nothing to say. They 
name the following reasons for not expressing their views: 

• being	left	alone;
• leaving	soon;
• being	fed	up	with	the	situation;
• continuing	what	they	want	to	do;
• the	inside	prison	world	being	different	than	the	outside	world;
• accepting the situation as it is.

Some of the young people relate their feelings of indifference to the idea that sometimes 
certain decisions are already decided upon, prior to the conversation with the young 
person. This is often the case when it concerns decisions with regard to measures 
of	corrections	(e.g.,	getting	a	time-out	or	being	sentenced	to	their	room).	However,	 it	
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seems that sometimes these feelings of indifference are related to presumptions, rather 
than experiences of young people themselves.

Interviewer: So they do give you the opportunity to express your view, but 
you do not use this moment? 

Boy: But they don’t do anything with what you say.

Interviewer:	How	do	you	know	they	don’t	do	anything	with	what	you	say?

Boy:	[…]	I	just	hear	it	a	lot.	

According to one of the young people, young people staying in coercive care do not 
always	find	the	right	way	to	express	their	views	or	feelings	correctly.	This	interviewee	
brings forward that young people often have a rather compelling way of expressing their 
views. 

Boy: Because they [the boys] also ask... they not always express their 
views in a normal way. And then they think it is strange that others do not 
react correctly to this. 

This point of view is recognised in other conversations with the young people. Some 
young	people	state	that	they	use	a	form	of	aggression	(e.g.,	getting	angry,	vandalizing)	
so	that	others	listen	and	recognise	them,	like	“I	vandalized	my	room”.	

Boy:	Usually	when	I	think	that	I	am	not	allowed	to	give	my	opinion,	or	when	
I think they do me no justice, I get angry. You know, then I will yell through 
the group.

Interviewer: Can you give an example of a moment you felt like they did 
you no justice? 

Boy:	Ehmm	[silence]…	Yes,	when	I	had	to	stay	on	my	room.	Once	they	did	
not bring me food to eat. Then I became angry. 

Interviewer: And why was that?

Boy: Because I have the right to eat.

One young person explains that he feels angry every day he gets up in the morning: 
“Mad	at	how	things	go	around	here,	mad	at	the	care	professionals,	and	mad	at	other	
boys.”	Hereafter,	he	goes	on	explaining	that	he	sometimes	does	not	know	why	he	gets	
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angry.	And	finally	blames	it	on	being	locked	up.	According	to	him	he	has	developed	a	
real ‘prison head’. 

Boy: You know, that you do not feel like talking, with nobody. That you are 
always on your own. That’s a real prison head.

Feeling listened to
With regard to the topic of feeling listened to, young people express mixed views. 

Boy: You cannot make a total party out of your stay here, but they do listen 
to your opinion and I feel that they are taking me serious in this.

Boy: If you are able to express a bit of a realistic opinion, they listen to you 
and together you look at how we are able to change, and if we are able to 
change it.

Interviewees	 often	 relate	 ‘feeling	 listened	 to’	 with	 the	 care	 professional	 involved:	 “It	
depends on the person if I feel taken seriously”. When young people have the feeling 
that someone makes an effort to do something with the matters discussed by the young 
person, they relate this to ‘be taken seriously’: 

Boy: I can say anything to my mentor and I feel that I am taken seriously. 
When I tell her something, then she really makes an effort. 

When a care professional shows that he is doing his best to work together with the 
young person, this contributes to ‘feeling listened to’. 

Interviewer: [..] Do you have an example of a moment in which you felt 
listened to, felt taken serious? And that you felt that your opinion mattered?

Boy:	Since	I	stayed	in	separation…

Interviewer:	Since	you…?	But	please	tell.

Boy: Well, then I told the unit manager, head of department: Even if you 
take away all my leave of absence, I will do my time like a man. I will not 
beg	for	leave	of	absence.	And	then	this	man	goes	and	says:	How	do	we	
go from here? So I say: It doesn’t matter to me, you guys decide. Then 
he says: Yeah, but we have to work this out together. Well, then I had 
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something like: okay, this guy is honest.  

Interviewees allocate the following characteristics to ‘good care professionals’: They go 
to	work	with	passion	and	work	for	you;	they	are	involved;	they	organise	things	directly;	
they	are	honest;	they	stick	to	agreements;	they	take	your	opinion	seriously;	they	don’t	
bother	you	with	fake	talks	or	compliments;	they	are	not	bossy;	they	treat	you	the	same	as	
people	in	the	outside	world;	they	decide	with you, not over	you;	you	know	what	to	expect	
of	them;	they	signal	correctly	when	you	are	not	feeling	well.

Young people bring forward that they receive an explanation on how a decision is made, 
when they ask for an explanation. One young person says that he receives explanations 
on decisions when professionals have time for this. Another indicates that when young 
people get an explanation from the group care workers about the reason why choices 
are	made	in	a	certain	way,	they	are	more	satisfied	with	the	outcomes	of	a	decision.	

Boy: If they explain how certain decisions are made, then I would 
understand it better. In this way you also have the feeling they have done 
more with your opinion. 

One	young	person	expresses	the	difficulties	emerging	when	he	tells	a	care	professional	
something that is on his mind and afterwards experiencing these conversations being 
shared with other professionals. That leaves him with feelings of distrust. 

Boy: They talk about you behind your back. 

The	expectations	of	the	young	person	of	conversations	being	private	can	be	conflicting	
with the role of the care professional. 

Boy: Maybe when you tell something, they say ‘This is private’, but maybe 
they have to share this, because of the treatment process. That is why I do 
not share so much.

Some interviewees have experienced many different care facilities and dealt with several 
care professionals. This has made them suspicious towards other care professionals. 

Boy:	I	find	it	difficult	to	trust	people	because	since	I	was	five	years	old,	I	
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have moved from care facility to care facility like a table tennis ball.

Boy: I’m used to this, you know. I have been in care for 11 years now, so I 
know how this goes, with these institutes and so. 

DISCUSSION
Young people are confronted with numerous decisions while dealing with the youth 
justice system. In general, they stay in highly structured environments in which many 
decisions	are	fixed	(Van	der	Laan	&	Eichelsheim,	2013).	Within	this	structured	context	
there is a degree of freedom in which the young person is actively encouraged to 
participate. The right to participate in decision-making as a juvenile offender is actually 
facilitated in international and national standards. Both the Convention on the Rights of 
the	Child	and	the	Dutch	Principles	of	Law	for	Juvenile	Justice	Facilities	(BJJ)	incorporate	
participation,	information	and	hearing	provisions.	Specifically,	the	BJJ	provides	a	clear	
legal	status	 to	young	people	staying	 in	 juvenile	 justice	 facilities	 (Bruning,	Liefaard,	&	
Volf,	2005,	p.	117).	Within	this	coercive	context	there	are	several	formal	safeguards	for	
the young people to express their views, namely through the complaints committee, 
the month commissioner,	and	 the	possibility	 to	file	a	complaint	against	 the	 institution	
through a lawyer. Next to this, the young person has the possibility to become a youth 
council member in which he is motivated by staff to take a constructive approach on 
institutes’ policies. Also, over the years multiple measures have been undertaken to 
enhance a positive living climate in juvenile justice facilities in which the focus lies on 
the	dialogue	with	the	young	person	and	his	system	(Harder	et	al.,	2012,	Van	der	Helm	et	
al.,	2013).	In	line	with	this,	research	in	the	United	Kingdom	suggests	that	“participation	
rights may have become a reality more for young people involved in welfare systems 
than	for	other	young	people	[…]”	(Murray	&	Hallett,	2000,	p.	11).

The aim of our research was to provide insight into the perspectives of young people 
on how they perceive their participation in decision-making procedures while staying in 
a juvenile justice facility. Indeed, focusing on the perspectives of young people and on 
how they experience different decision-making processes could offer insight into the role 
young people think they play in decision-making procedures and the behaviours they 
show.	Or	as	Butler	(2011)	phrases	it:	“To	fully	appreciate	the	workings	and	outcomes	of	
the juvenile justice system, it is valuable to understand the experiences of persons who 
have	been	processed	through	it”	(p.	106).

Our results show that the majority of the young people do experience forms of participation, 
in a way that they feel listened to and are able to share their views on decisions. Young 
people bring forward that they attach value to the higher order decision-making and the 
everyday decisions. This is in line with other research showing that children and young 
people want to be involved not only in trivial decisions, but also in these higher order 
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decisions	(Van	Bijleveld	et	al.,	2013;	Henriksen	et	al.,	2008;	Munro,	2001).	Nevertheless	
both in everyday and higher order decision-making young people express mixed 
views on their actual engagement in the decision-making process. In response to the 
interviews, young people bring forward their wishes for more responsibility.

When	specifically	looking	at	the	context	of	everyday decision-making, the interviewees 
indicated that they experienced room for choice in daily decisions, such as deciding on 
(group)	activities,	with	the	exception	of	some	physical	boundaries	(no	complete	freedom	
of	movement,	doing	what	 the	majority	wants	 to	do)	sometimes	 leading	 to	 feelings	of	
displeasure	and	boredom	(cf.	Greve,	2001).	With	regard	to	group	rules	young	people	
experienced more boundaries in negotiation, because the group has to live by the 
institute’s	rules	to	keep	order	and	safety	(cf.	Hanrath,	2013).	Some	of	the	young	people	
mentioned their feelings of displeasure when it came to collective implementation of 
sanctions and therefore did not feel they were treated as ‘individuals’. This aspect is 
consistent	with	findings	of	Henriksen	et	al.	 (2008)	 in	which	young	people	 in	coercive	
residential care mention collective punishment to be one of the obstacles in the way to 
forming a positive relationship with key staff members.

When focusing on higher order decisions, most young people felt that they were 
involved in the establishment of treatment goals. In addition, some of the young people 
in our study told us that when they showed ‘good’ behaviour, they were able to proceed 
to a next phase in which new treatment goals were addressed. Yet others said that 
they responded to what they thought care professionals wanted to hear. This raises the 
question	how	far	the	current	system	elicits	socially	desirable	behaviour	from	the	young	
people	during	care	(Harder,	Knorth,	&	Kalverboer,	2016).

A point of interest in this context is also the role of juridical procedures. Indeed the 
duration	of	stay	in	JJFs	depends	on	the	one	hand	on	the	juridical	procedures/measures	
(which	can	be	considered	as	relative	static	or	unchangeable	factors),	and	on	the	other	
hand on the motivation and behavioural change the young people show during their stay 
(which	can	be	considered	as	dynamic	or	changeable	factors).	The	phase	of	the	juridical	
procedure	 (e.g.,	 awaiting	 their	 trial	 vs.	 being	 sentenced)	might	 influence	 the	 young	
person’s willingness to participate in treatment. For instance, when a young person is 
still	awaiting	his	trial	professionals	bring	forward	that	it	is	sometimes	difficult	to	get	a	grip	
on	this	specific	group	of	young	people,	because	officially	they	are	innocent	until	proven	
guilty which can make it more complex to motivate them for treatment.

When focusing on the general perception of young people on their participation in 
decision-making, the interviewees stated that they experienced no barriers in giving 
their opinions in matters that concerned them and sometimes they showed feelings of 
indifference	when	talking	about	their	role	 in	decision-making.	These	findings	contrast	
to	 research	 in	 the	field	of	child	protection	or	 family	 law	disputes	 in	which	children	or	
young people do not always feel free to share their views but do want to be part of the 
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decision-making	process	(Cashmore	&	Parkinson,	2009;	Grietens,	2011;	Munro,	2001).	
Research also indicated that when young people do not see a direct result of their 
expressed views, they tended to perceive the participation process as less meaningful 
(Sinclair,	2004).	

Although the interviewees did not express any hindrance in giving their opinion, this 
does not mean they shared everything with the care professionals surrounding them. 
Some of the young people in the present study seemed to be suspicious of sharing 
too much information, because they were highly aware that ‘things they say’ may later 
be	used	against	them.	Herein	lies	a	tension	within	the	context	of	the	(juvenile)	justice	
system. Trust is a key factor in the establishment of a secure relationship between the 
young	person	and	a	care	professional	(Anglin,	2002;	Henriksen	et	al.,	2008).	But,	at	the	
same time, when it comes to matters that threaten the treatment process of the young 
person,	it	is	the	care	professional’s	task	to	protect	the	young	person	(and	society)	and	
this may lead to sharing information with other care professionals. This might partly 
influence	the	young	people’	suspiciousness,	even	though	they	are	informed	regarding	
this matter when entering the facility.

In some of the interviews, young people related their reservation about sharing 
information to their experiences in the past. These previous experiences with the care 
system, including having dealt with many different caregivers in the past, may have 
affected	how	they	orient	themselves	to	decision-making	(Horwath	et	al.,	2012).

A third explanation for the expressed indifference in relation to sharing information 
might be that by not fully engaging with his environment the young person is able to 
distance	himself	 from	 the	developmental	process	 (Henriksen	et	al.,	2008,	p.	153).	 In	
line	with	this,	Van	der	Helm,	Klapwijk,	Stams	and	Van	der	Laan	(2009)	found	signs	of	
‘learned	helplessness’	(e.g.,	indifference)	in	80%	of	the	49	cases	of	juveniles	staying	in	
a	juvenile	justice	facility.	According	to	Eichelsheim	and	Van	der	Laan	(2013),	‘learned	
helplessness’	is	related	to	reduced	feelings	of	control	or	well-being	and	it	may	“…have	
a negative impact on participation in daily activities or training programmes meant to 
decrease	the	risk	of	recidivism”	(p.	425).

When interpreting these results it is important to take background characteristics of 
young	 people	 into	 account	 (e.g.,	 past	 experiences,	 age,	 IQ,	 psychiatric	 problems,	
psycho-social	 problems).	Many	 young	people	 in	 juvenile	 justice	 facilities	 suffer	 from	
both emotional and behavioural problems, as well as problems in the family context 
(Harder,	 2011;	 Lambie	 &	 Randell,	 2013).	 These	 background	 characteristics	 might	
influence	 the	young	person’s	perception	of	 the	participation	process	 (Horwath	et	al.,	
2012).	 In	 addition,	 the	mandated	 setting	might	 create	 the	 feeling	 on	 the	 part	 of	 the	
young person ‘that every decision is determined by others’. 

All the more, this emphasises the need to determine how and in which ways young 
people	are	able	to	participate	in	juvenile	justice	facilities	and	to	find	out	how	this	relates	
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to the subjective experiences of participation. Moreover, a great amount of international 
literature stresses the need to see participation not so much as a one-time experience 
but as an ongoing process	(Bell,	2011;	Cashmore,	2002;	Sinclair,	2004).	

Strength and limitations
This	 article	 provides	 a	 first	 insight	 into	 decisions	 young	people	 have	 to	 face	 during	
their	time	in	secure	residential	care	in	the	Netherlands,	and	more	specifically	how	they	
experience these decisions and related procedures from a point of view of participation.

It is noteworthy that a large portion of the young people agreed to participate and was 
willing to share their experiences with the researchers. A lesson might be that taking 
the time to explain the study purposes to young people - which we did - contributes 
significantly	to	their	willingness	to	participate	in	research.	Another	positive	factor	was	
that the main researcher was not part of the institute’s staff, which made it easier for 
young people to express themselves freely. There was no obligation or pressure to 
join the research group, participation was completely voluntary. As a result young 
people who did not want to share their experiences with us - for instance, because of 
a bad psychological condition, a ‘negativistic’ attitude or ‘research saturation’ - were 
not	included.	We	don’t	know	if	this	has	influenced	the	general	picture	we	made	out	of	
the	interviews.	However,	considering	the	criticisms	that	were	noted	we	don’t	think	the	
sample was overrepresented by the ‘good guys’.

There	are	also	 limitations.	A	 first	 one	 regards	 the	 sample.	We	 interviewed	18	 young	
people who stayed in one juvenile justice facility in the Netherlands. Due to the 
qualitative	nature	of	our	study,	the	results	cannot	be	generalized	without	qualification	to	
other young people in secure settings.

A second limitation is that we only spoke with male young people. The perspective of 
male	young	people	may	not	reflect	the	perspective	of	female	young	people	staying	in	
secure	 residential	 care.	However,	 of	 the	 total	 population	 of	 young	people	 staying	 in	
juvenile	justice	facilities	in	the	Netherlands,	nearly	96%	is	male	(Valstar	&	Afman,	2013).	
All	the	same	there	is	increasing	knowledge	on	female	delinquency	(Lambie	&	Randell,	
2013;	Hoeve,	Vogelvang,	Wong,	&	Kruithof,	2012).	So	it	is	advisable	to	investigate	if	the	
needs	expressed	by	the	male	participants	reflect	the	experiences	of	females	staying	in	
comparable settings.

Recommendations
In future research it is recommended to strive for triangulation by making use of multiple 
data-sources,	such	as	questionnaire	data,	participant	observations,	document-analysis	
and interviews with both young people and care professionals.

Next, it would be interesting to look at the perspectives of care professionals on the topic 
of participation, in addition to the perceptions of young people. It would be informative 
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to know to what extent these two sets of perspectives and experiences correspond with 
one	another	(see	research	by	Van	Bijleveld	et	al.,	2013).

Finally, we emphasise the need to focus more on the factors that underlie the participation 
of young people in decision-making processes, preferably from multiple perspectives 
(i.e.,	those	of	young	people,	parents	and	care	professionals).
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ABSTRACT
The participation of young people in care and treatment decisions is regarded as an 
essential element in effective decision-making and care. Although care and treatment 
in	juvenile	justice	facilities	(JJF)	is,	in	the	first	instance,	based	on	a	coercive	placement	
(i.e.	 non-participatory	 decision-making),	 it	 is	 likely	 that	 participation	 is	 also	 essential	
for young offenders during their stay in care. In our study we interviewed 24 care 
professionals working in two different JJFs in the Netherlands. Professionals understand 
what	participation	entails	(e.g.	 informing,	 listening	to,	 taking	views	 into	account),	and	
how and why they can use participation in everyday practice. Typically, they link issues 
such as safety and existing boundaries when talking about participation in a coercive 
context.	Based	on	our	findings,	we	present	a	conceptual	model	of	factors	that	seem	to	
influence	a	young	person’s	participation	process.	These	findings	indicate	that	there	is	a	
need for the structural incorporation of youth participation into juvenile justice facilities 
in such a way as to consider the needs and perspectives of both young people and 
professionals.

Keywords: Participation, residential care, young offenders, decision-making, CRC, 
professionals
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INTRODUCTION
In the Netherlands, when a young person aged between 12 and 18 commits or is 
suspected of committing a criminal offence, that young person is confronted by the 
juvenile justice system. The Dutch juvenile justice system has three key functions. 
First, the system is aimed at punishment and retribution for the offence committed. 
Second, the system aims to protect society and potential victims. Third, every custodial 
or other sentence should be implemented with a view to rehabilitation, protection and 
development	of	 the	young	person	 (Van	der	Linden	et	al.,	 2009).	The	 juvenile	 justice	
system is in this sense on a fringe of the child welfare spectrum.

For serious criminal offences, young people can be placed in a juvenile justice facility 
(JJF)	while	awaiting	their	trial	or	the	execution	of	a	custodial	sentence.	Various	treatment	
decisions	are	taken	at	these	coercive	care	facilities	regarding	both	everyday	(e.g.	rules,	
household	matters)	and	higher	level	issues	(e.g.	case	planning,	treatment	goals)	that	
young	people	are	confronted	with	 (Ten	Brummelaar	et	al.,	2014;	Southwell	&	Fraser,	
2010).	

In 2007, in response to negative reports from various Dutch Inspectorates, the regime 
at	these	JJFs	underwent	a	significant	change.	The	Inspectorates	criticised	the	facilities	
for their unsafe environment and lack of individual treatment options for young people 
(Joint	 Inspectorates,	 2007).	 Even	 though	 there	 remain	 concerns	 about	 the	 quality	
of	 these	 facilities	 and	 the	 results	 they	 achieve	 (Helmond,	 2013),	 JJF	 policies	 today	
are increasingly directed towards multidisciplinary collaboration, safe living group 
contexts, varied levels of educational options, and the application of licensed treatment 
interventions	(Harder,	2011;	Van	der	Helm	et	al.,	2013).	Despite	 its	coercive	context,	
there is also growing awareness in JJFs of the importance of the participation of young 
people and their parents as an essential element in effective care and treatment 
decisions.

Participation in decision-making
Since the 1990s there has been an increased focus in most Western countries on the 
participation	of	young	people	and	parents	 in	decision-making	during	care	 (De	Winter,	
2002).	With	this	emerging	focus,	scholars	and	practitioners	have	all	tried	to	capture	the	
essence of participation in their own ways. Participation has become a ‘plastic word’ 
(Rahnema,	1990).	There	are	many	commonalities	in	what	the	international	literature	refers	
to as participation, such as the active role young people should play in the decisions and 
institutions	which	affect	their	lives	(Bell,	2011;	Checkoway,	2011;	Sinclair,	2004;	Thomas,	
2007).	Participation	is	widely	defined	as	‘[…]	ongoing	processes	which	include	information	
sharing and dialogue between children and adults based on mutual respect, and in which 
children can learn how their views and those of adults are taken into account and shape 
the	outcome	of	such	processes’	(UN	Committee	on	the	Rights	of	the	Child,	2009,	p.	5).	



74 

In	 addition,	 Thomas	 (2007)	 proposes	 that	 there	may	 be	 two	 ways	 of	 looking	 at	 the	
concept	of	participation:	1)	in	the	light	of	social relationships, such as the creation of 
social	connections	and	inclusion,	predominately	in	adult-child	relationships;	and	2)	in	
terms of political relationships, such as in the context of power, challenge and change 
(p.	206).	Therefore,	participation	is	not	an	end	in	itself,	but	a	process	by	which	the	lives	
of	young	people	can	be	improved	(Bell,	2011;	Sinclair,	2004).

Over the years, various frameworks have been developed for youth participation in 
decision-making. Within the participation literature, many of these frameworks focus on 
the	level	or	form	of	participation	(Charles	&	Haines,	2014;	Hart,	1992;	Kirby	et	al.,	2003;	
Shier,	 2001).	One	of	 the	most	 renowned	 frameworks	 for	 youth	participation	 is	Hart’s	
‘ladder	 of	 participation’	 (Hart,	 1992).	 Hart’s	 ladder	 metaphor	 is	 similar	 to	 Arnstein’s	
hierarchical	categorisation	of	adult	participation	(Arnstein,	1969),	 in	which	each	rung	
of	 the	 ladder	 symbolises	 increasing	 levels	 of	 participation.	 Since	 Hart	 applied	 the	
ladder to youth participation, various hierarchical and non-hierarchical models have 
been	developed	(Charles	&	Haines,	2014;	Kirby,	Lanyon,	Cronin,	&	Sinclair,	2003;	Shier,	
2001;	Thoburn,	Lewis,	&	Shemmings,	1995).

Recently, the focus has shifted towards the factors which underlie the participation 
process	(Horwath,	Kalyva,	&	Spyru,	2012).	There	are	various	factors	which	influence	how	
and at which level young people are able to participate in decision-making in child welfare 
practices.	Horwath	et	al.	(2012)	recently	presented	a	conceptual	model	focusing	on	the	
components	which	appear	to	influence	the	participation	process	in	policy	and	service	
developments	 for	 young	 people	who	 have	 experienced	 violence	 (e.g.	 in	 their	 home	
environment,	community	or	through	war).	Within	their	model,	the	level	of	participation	
achieved	is	influenced	by	1)	past	experiences	and	the	present	consequences	of	these	
experiences	on	the	young	person	concerned;	2)	the	facilitators’	–	i.e.	the	professionals’	
–	knowledge,	skills,	values	and	experiences;	3)	the	group	dynamics,	e.g.	how	a	group	
operates;	and	4)	the	organisational	and	socio-legal	contexts,	including	the	commitment	
of	senior	managers/policymakers	to	participation.	

Participation within JJFs
Because there are various rationales behind the juvenile justice system, decision-making 
in JJFs is an ambiguous process. In addition to holding the young person accountable 
for the crime committed, the juvenile justice system also serves to protect society and 
possible future victims. At the same time, JJFs are used for treatment and rehabilitation 
purposes	 (Abrams,	 Kim,	 &	 Anderson-Nathe,	 2005),	 as	 programmes	 which	 embody	
therapeutic	principles	seem	to	be	more	effective	than	punitive	ones	(Lipsey,	2009).	This	
calls for a continuous balancing of various interests by the professionals working in this 
field	 (Söderqvist,	Sjöblom,	&	Bülow,	2014).	Even	 though	various	 (Western)	countries	
have incorporated formal safeguards for the young person to be heard, the justice 
system	rationales	complicate	the	determination	of	which	role	the	young	person	or	his/
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her views should or do play in these decision-making processes. 

In	line	with	this,	various	studies	in	the	field	of	out-of-home	care	point	out	that	professionals	
play	 a	 significant	 role	 in	 a	 young	 person’s	 (experienced)	 level	 of	 participation	 in	
decision-making	 (Freundlich,	Avery,	&	Padgett,	 2007;	Hitzler	&	Messmer,	 2010;	Križ	
&	 Skivenes,	 2015;	 LeFrançois,	 2008).	 For	 instance,	 when	 a	 relationship between 
a	 young	 person	with	 a	 specific	member	 of	 staff	 is	 characterised	 by	 listening	 to	 the	
young person, thereby showing respect and trust, this is regarded as a facilitating 
factor	for	participation	(Bell,	2011;	Henriksen,	Degner,	&	Oscarsson,	2008).	In	contrast,	
according	 to	LeFrançois	 (2008),	a	 lack	of	meaningful	participation	 for	 young	people	
(e.g.	not	allowing	 the	young	person	a	voice)	 in	decision-making	 relates	 to	an	 ‘adult-
led’ agenda within residential and non-residential mental health practices. This point 
is	also	recognised	in	a	recently	published	Dutch	study	by	Van	Bijleveld,	Dedding	and	
Bunders-Aelen	 (2014),	 in	which	 they	provide	some	 insight	 into	 the	 facilitating factors 
and barriers	with	regard	to	 the	process	prior	 to	placement	within	(secure)	residential	
care.	In	their	study	the	authors	spoke	with	sixteen	young	people	(mean	age	16.1)	and	
their case managers. They concluded that case managers do not take the knowledge 
and experiences of young people seriously. The authors suggest that interventions 
to reduce barriers to participation should focus on how to persuade case managers 
to	perceive	young	people	more	as	 ‘[…]	knowledgeable	social	actors	who	could	and	
should	be	heard’	(p.	258).	

In a like manner, we previously focused on the views of young males staying in a 
juvenile	justice	facility,	including	their	perception	of	participation	(Ten	Brummelaar	et	al.,	
2014).	We	found	that	young	people	are	encouraged	to	participate	in	decision-making	
by professionals within the structured environment of a JJF. It appeared that not all 
young people experience their participation to be meaningful or really to impact on 
decisions	(cf.	Sinclair,	2004).	With	this,	 taking	part	 in	decision-making	processes	did	
not	necessarily	guarantee	actually	participating	in	the	decision	(cf.	Hitzler	&	Messmer,	
2010).	The	young	people	often	related	‘meaningful	participation’	with	the	professional	
involved: if a professional showed that he or she was making an effort to work together 
with the young person, this contributed to the young person’s experience of ‘being 
taken	seriously’	(cf.	Munford	&	Sanders,	2015).	

Aim of this study
Because it is assumed that youth participation in decision-making contributes to ‘better 
outcomes’	 of	 care,	 such	 as	better	 decisions	 and	 tailored	 services	 (Vis	 et	 al.,	 2011),	
our	 aim	was	 to	gain	 insight	 into	 the	 factors	which	might	 influence	a	 young	person’s	
participation in decision-making while at a JJF. As we focused our previous study on 
the	young	person’s	perspectives	on	participation	(Ten	Brummelaar	et	al.,	2014),	in	this	
study we direct our attention to the professionals’ views on participation. 

The aim of this study is to develop an in-depth understanding of the perceptions and 
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experiences of the professionals responsible for the young people processed through 
the juvenile justice system, including the role they play in the participation process 
of young people. Based on these perceptions and experiences, we will present a 
conceptual	model	 which	 focuses	 on	 the	 factors	which	 appear	 to	 influence	 a	 young	
person’s participation in decision-making while staying in coercive care, thus building 
further	on	previous	participation	models	(Horwath	et	al.,	2012,	p.	158).	

METHOD
This study was conducted in the period March 2013 to July 2014. The study is part of 
a broader research project focusing on the participation of young people in secure 
residential care. The research was approved by the Dutch Custodial Institutions Agency.

Case selection
A total of eight JJFs across the Netherlands were initially approached to participate in 
the study. Two JJFs were willing to allow researchers into their facilities. As a result, 
researchers were able to participate in the institution’s daily operations, to interact with 
its	staff,	and	to	interview	consenting	professionals	(cf.	Smith,	2014).	

The	first	JJF	is	located	in	the	northern	Netherlands	(n-facility),	the	second	in	the	western	
Netherlands	(w-facility).	Both	locations	house	male	young	people	aged	between	12	and	
24.1 The young people staying in these facilities have been convicted of committing an 
offence or are awaiting a criminal trial. The Dutch juvenile justice system has different 
penalties or measures intended for young people: young people staying in a juvenile 
justice	facility	as	a	result	of	a	conviction	are	either	sentenced	to	custody	(Art.	77i	Dutch	
Penal	Code),	or	with	a	‘placement	in	a	juvenile	institution’	(Art.	77s	Dutch	Penal	Code).	

The aim of placement in a JJF is to effect behavioural changes to prevent recidivism and 
to help young people rehabilitate successfully. During their time at the facility, young 
people	 follow	 a	 set	 programme,	 including	 educational	 and/or	 recreational	 activities.	
Both facilities work according to the YoUtUrn	method	 (Hendriksen-Favier,	Place,	Van	
Wezep,	2010).	This	method	consists	of	 five	stages	 (see	Figure	1),	which	enable	 the	
young	person	gradually	to	acquire	and	practice	new	skills	in	order	to	rehabilitate.	In	the	
Netherlands, all JJFs work with this standardised method. 

In addition, JJFs are organised into short-stay residential groups and long-stay 
residential groups. Most of these residential groups house eight to ten young people. 
All residential groups consist of a living room, including a dining area and kitchen. In 
addition to the living room, young people have their own private bedroom where they 
spend	the	night	(Vermeer,	2012).

1  In	2014,	nearly	96%	of	the	total	population	of	young	people	staying	in	JJFs	was	male	(CBS,	
2014).	
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The	n-facility	and	the	w-facility	differ	in	terms	of	size	and	population.	The	n-facility	offers	
care services for 62 young people. It has short-stay residential groups to house young 
people awaiting trial and long-stay groups, housing young people who have been 
sentenced	(e.g.	youth	detention	or	placement	with	a	Placement	in	Juvenile	Institution	
[PIJ]	order).	

The w-facility houses up to 115 young people. Young people with the following sentences 
are assigned to this facility: custody awaiting trial, night detention, youth detention or 
PIJ order. The location has short-stay residential groups, long-stay groups, a forensic 
observation	and	guidance	department,	and	‘Very	Intensive	Care’	units.	

Participants
We wanted to gain an in-depth understanding of how professionals from both the 
operational and the management levels facilitate the participation of young people. We 
therefore approached professionals from different professions within the two facilities. 
We used convenience sampling based on availability and feasibility, thereby striving for 
comparable numbers of participants from the two sites and the two professional levels, 
respectively.	A	total	of	24	professionals	participated	in	the	research	project	(see	Table	
1).	We	approached	eleven	professionals	from	the	n-facility	to	take	part	in	the	study.	All	
agreed	to	participate.	In	the	w-facility,	where	the	research	project	was	launched	in	five	
living groups, a total of fourteen professionals were approached to participate. Only 
one	refused	to	participate	in	the	study,	because	participating	in	research	‘[…]	was	not	
really his thing.’

The majority of the operational staff in the JJFs are group care workers and behavioural 
scientists	 (e.g.	 psychologists).	 This	 is	 also	 true	 of	 the	 participants	 in	 our	 study,	
respectively nine group care workers and six behavioural scientists. In addition, we 
interviewed two internal trajectory professionals, one YoUtUrn method coach, a social 
worker, a clinical psychologist, a managing director, an activity supervisor, a parental 
counsellor and a school behavioural scientist. 
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Figure	1.	The	five	phases	of	the	YoUtUrn method
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Table	1.		Participants	in	the	study	(N=23)
Type of facility

n-facility w-facility
Operational level (n=12) 5 7
Group	care	workers	(n=5) 1 4
YoUtUrn	method	coach	(n=1) - 1
Social	worker	(n=1) - 1
Internal	trajectory	professional	(n=2) 2 -
Activity	supervisor	(n=1) 1 -
Parental	counsellor	(n=1) 1 -
Clinical	psychologist	(n=1) - 1

Management level (n=11) 6 5
Senior	group	care	workers	(n=4) 2 2
Behavioural	scientist	(n=6) 3 3
Managing	director	(n=1) 1 -

Data collection and analysis
We developed a semi-structured interview guide for the interviews with the professionals. 
This guide addressed various topics regarding decisions made during a young 
person’s	 stay	 in	 the	 juvenile	 justice	 facility.	 The	 questions	 related	 to	 ‘everyday’	 and	
‘higher	order’	decisions	(Southwell	&	Fraser,	2010).	We	asked	 the	participants	about	
their perceptions of the decision-making processes and the role the young person plays 
in these decisions. In the interviews, we followed the topics that the interviewee brought 
up during the conversation. 

Prior to the start of the research, the professionals received an explanation about the 
research	content	in	face-to-face	discussions,	in	team	meetings	and/or	through	e-mails	
which	further	clarified	the	aim	of	the	study.	The	researchers	explained	that	participation	
in the research was voluntary, and that the data would not be traceable to individual 
professionals. 

The interviews were conducted in a separate room during working hours. The interviews 
took between 30 and 90 minutes. Sixteen of the 24 interviews conducted were recorded. 
Notes were taken during the other eight interviews. These were not recorded for two 
reasons: security services at the front desk not allowing a voice-recorder into the facility, 
or the interviewee not being comfortable with the conversation being taped. 

We made a verbatim transcript of the audio-taped interviews or prepared a report of 
the interview notes. In one facility the transcripts of the interviews were sent to the 
interviewees	on	request,	in	the	other	facility	we	sent	the	transcripts	routinely,	enabling	
interviewees to provide feedback. The interviews were then uploaded to Atlas-ti, v7. 
Both	inductive	and	deductive	coding	strategies	were	used	(DeCuir-Gunby,	Marshall,	&	
McCulloch,	2011).	
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Codes were developed by reading the transcripts and by annotating the data. Constant 
comparison	 was	 used	 throughout	 the	 analysis	 (Hennink,	 Hutter,	 &	 Bailey,	 2010)	 to	
define	and	refine	how	professionals	experience	and	perceive	the	participation	process	
of young people, and which factors are associated with the participation process 
according to them. Because we wanted to create a conceptual model of the factors 
which	underlie	the	participation	process,	the	first	author	structured	the	codes	according	
to	the	framework	of	Horwath	et	al.	(2012).	The	codes	related	to	the	young person, the 
facilitator, the organisational/socio-legal context and the group context. The codes which 
could	not	directly	fit	within	the	framework	were	structured	separately.	As	the	model	of	
Horwath	et	al.	was	developed	in	another	context,	namely	to	measure	the	participation	
of young people in decision-making to inform policy and service development, and not 
per	se	in	the	context	of	secure	residential	youth	care,	we	searched	for	unique	factors	
which could be added to the framework to make it more applicable to a secure youth 
care setting.

RESULTS

Youth participation in everyday practice 
Several	professionals	reflected	on	the	topic	of	participation	in	a	‘broad’	sense.	As	one	
interviewee	put	it,	participation	is	a	broad	concept	and	everyone	has	his/her	own	frame	
of	 reference.	 Therefore,	 ‘[…]	 it	 is	 important	 to	 discuss	within	 your	 organisation	what	
participation means’.

Talking about participation in relation to everyday practice, professionals indicated 
several relevant activities in their work, such as information sharing, listening to the 
young person, taking subjects that are brought up by the young person seriously and 
providing (direct) feedback.	Professionals	thus	linked	certain	skills	to	the	quality	of	their	
functioning in relation to the young person’s participation process, such as transparency 
(about	expectations)	and	communicating	actions,	showing	curiosity	in	the	young	person	
and trying to understand the underlying message in conversations, and openness and 
honesty towards the young person. As one of the senior group care workers explained:

 

[…]	in	this	I	also	use	myself	as	a	subject,	being	vulnerable,	belittling	myself	
in front of the boys. Simply being approachable. I am no more than they 
are. I just try to help them. And to provide them with ideas and tools, which 
they hopefully use. But we have to do this together. 

Professionals did seem to have different perspectives on the ‘role’ they have in relation 
to the young people. One of the operational professionals told us that she used a more 
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informal way of communicating with the young people compared to her colleagues 
(going	for	a	walk,	talking	the	same	language,	using	a	handclap	instead	of	a	handshake).	
She notices that this sometimes led to the young people preferring to work with her 
rather than her colleagues. 

[…]	and	that	is	what	I	do,	I	really	focus	on	the	individual.	And,	and,	and	I	
really	take	the	cultural	background	[of	the	young	person]	into	account	[…]	
But my colleague, my colleague here, is completely different in that way. 
He	really	looks	at	it	in	a	‘white	way’.	Really	working	according	to	the	books.	

According to the interviewees, their organisations did incorporate both formal and 
informal safeguards for the young person to participate in decision-making, such as the 
youth council, room for the young people’ views during care trajectory plan meetings, 
or have their own ‘portfolio’ in which they can track their developmental process in the 
institution. Despite these formal and informal safeguards, some professionals mentioned 
that structural embedding of participation in the facility should be given more attention, 
as	one	of	the	behavioural	scientists	explained:	‘…In	notice	it	depends	on	what	kind	of	
“glasses”	we	are	wearing.’	

The	physical	boundaries	of	the	institution	(‘no	freedom	of	movement’),	budget	cuts,	lack	
of	 time/workload	 (‘[…]	developing	 treatment	goals	without	 input	 from	young	person’,	
‘sporadic	meetings	with	young	person’)	,	and	the	rigidity	of	the	justice	and	institutional	
system	 (‘[…]	 it	 takes	six	 to	eight	weeks	 to	get	 something	done’)	were	often	brought	
forward as limiting factors to participation. As a professional explained, asking for 
the	young	person’s	opinion	on	a	certain	matter	(which	cannot	be	realised),	can	raise	
unwarranted	expectations	in	the	young	person:	 ‘[…]	so	maybe	they’ll	get	their	hopes	
up’. 

Reasons to involve young people 
In most of the interviews the professionals offered reasons for including young people 
which linked directly to the young people themselves. The reasons put forward included 
‘it’s his trajectory’, ‘it allows him to experience success’, ‘it’s good for his self-esteem’, 
‘creating responsibility’ or ‘it’s investing in his future’. As one professional explained, she 
felt	it	important	that	young	people	become	assertive:	‘[…]	like,	that	they	are	able	to	stick	
up for their own rights and that they are able to convey their opinions.’ 

A	couple	of	professionals	linked	youth	participation	to	having	a	positive	influence	on	the	
work	of	professionals:	‘[…]	everybody	is	energised	by	this’,	or	linked	the	participation	of	
young people to creating a better atmosphere at group level. As a behavioural scientist 
explained:
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Ehmm yes, it’s the interplay between group care workers and young 
people	where	there	is	space	for	influence.	And	if	a	group	works	well,	you	
see a relationship to greater independence, you get more peace, they 
[boys] are allowed to have a say, they are able to participate. 

In most of the interviews the professionals mentioned that they use a participatory 
approach to increase the young person’s cooperation in and motivation for treatment 
during their stay in care. According to them, involving young people in decisions which 
concern	their	own	situations	and	prospects	has	a	positive	influence	on	their	motivation	to	
cooperate	during	treatment,	as	one	of	the	behavioural	scientists	explained	‘[…]	practice	
tells us that when boys are motivated and recognise the importance of something, there 
is a greater chance of success than if I force them to do so.’

In line with this, some professionals explained that if a young person cooperates in 
treatment, this has a positive impact on the young person’s ‘freedom’ to choose. But 
if he refuses to cooperate, this leads to less freedom. In one of the conversations, a 
professional	metaphorically	referred	to	a	‘funnel’:	‘[…]	from	very	wide,	to	more	narrow.’	
Another operational level professional spoke about it as a sort of ‘manipulation’ of the 
young people to get them to cooperate:

Underneath	it’s	a	kind	of	manipulation.	How	are	you	going	to	manipulate	
them in such a way that they cooperate. That’s just how it is, ehmm 
[silence], and then you do so by showing them what they’re able to gain 
[…]	ultimately,	they	all	want	to	get	out	of	here.

Safety and boundaries
Various	professionals	also	mentioned	issues	such	as	safety (‘[…]	safety	is	a	precondition	
for	participation‘)	and	being	clear	about	setting	boundaries when discussing the concept 
of	 participation.	 For	 instance,	 when	 asked	 to	 define	 participation,	 one	 behavioural	
scientist described the concept as follows:

I	find	it	very	important	for	boys	to	be	given	every	opportunity	to	have	their	
say, that we take their perspective seriously and that we respond to their 
skills and skills gaps, and to what is realistic. I think they should be heard, 
by all means. But we should also be clear about what’s not possible. 

As some professionals explained, there are several external regulations in force in JJFs, 
directed at mitigating risk factors, which may create boundaries to the young person’s 
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participation process. For instance, when a young person is considered a severe 
offender,	or	when	a	young	person	is	viewed	as	a	high-risk	offender	(e.g.	recidivism	risk),	
the opportunities for the young person to participate in decision-making are limited:

We do have a societal function. And that is safety. One of the reasons a 
young person is placed here is punishment, and preventing recidivism. 
And what happened in the past is that the boys were let out and they 
went back to committing crimes. This meant that we got involved in a 
political game, and the Secretary of State eventually said: ‘I don’t want 
this any longer‘. So when a high-risk offender is let out, of course under 
supervision, then he initially has two supervisors and a pants-stick. Ehm, 
and	that	is	annoying,	because	it	is	a	moment	of	learning,	and	the	question	
is what a boy can learn under these circumstances. But we have to deal 
with that. 

Other professionals talked about safety in relation to the protection of society, as one 
professional	in	management	explained:	‘[…]	you’re	not	in	here	because	of	having	smelly	
feet;	the	crimes,	often	with	victims,	include	rape,	murder,	manslaughter	[…]’,	or	keeping	
order	within	 the	 facility:	 ‘[…]	you	have	safety	 issues.	These	are	not	always	aimed	at	
treatment but at keeping order and maintaining security. It is nearly paradoxical’.

Some of the professionals were more forthright about setting boundaries than others and 
were cautious about incorporating youth participation. As one operational professional 
explained, participation might create a feeling among young people of ‘determining it 
all	by	themselves’.	In	the	respondent’s	view,			the	boundaries	need	to	be	set	clearly	‘[…]	
because if they [young people] determine decisions on their own, that’s not possible 
within a youth prison’. Furthermore, as mentioned above, too much participation was felt 
to lead to manipulation and intimidation:

[...] Many young people in this facility have a tendency to blame others for 
their problems. But this differs per case. Boys are very alert to a date or a 
signature. This sometimes goes as far as them telling me that I will be in 
trouble	if	I	forget	something.	Instead	of	reflecting	on	their	own	behaviour,	
they turn to a lawyer.

The young person
Professionals	 largely	 agreed	 that	 the	 process	 (‘how’)	 of	 including	 young	 people	 in	
decision-making depends on the young people’s backgrounds and what kind of 
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person	they	are.	For	instance,	the	young	people’s	developmental	level	(‘often	they	are	
streetwise,	but	certain	small	things,	like	asking	for	help,	they	don’t	know	how	to	do),	their	
communication	abilities	 (‘assertive	boys	 follow	up	on	 things	more	 than	boys	who	are	
unassertive’),	as	well	as	the	presence/absence	of	certain	psychiatric	problems	(‘having	
no	sense	of	reality’	or	‘[…]	and	nearly	every	day	they	think	they’re	being	poisoned’)	were	
mentioned	on	various	occasions	as	influential	factors	in	the	process	of	including	young	
people in decision-making. Some professionals even doubted whether all young people 
are	able	to	take	full	responsibility	for	their	actions	and	to	live	up	to	society’s	(and	the	
professionals’)	expectations.	As	one	of	the	operational	professionals	explained:

Some	 boys	 are	 scared	 to	 go	 outside	 […]	 they	 don’t	 tell	 you,	 but	 they	
sabotage	 it	 […]	 I	had	boys	who	did	not	even	know	how	 to	use	a	debit	
card. ‘Or internet, what’s that? Opening a bank account?’ No. You know, 
very simple, for us normal, daily affairs. For them it’s not at all normal, you 
know, entering the big bad world. And I would also think what?!? Go back 
inside, be safe again.

DISCUSSION
The purpose of this study was to obtain a better understanding of the perspectives of 
professionals working in JJFs regarding the young person participation in decision-
making. We sought to identify how professionals experience and perceive participation 
in	 their	 organisations,	 and	 which	 factors	 appear	 to	 influence	 a	 young	 person’s	
participation process. To gain an in-depth understanding, we compared the perceptions 
of professionals from different organisational levels working in two different JJFs. 

Perceptions of participation
With regard to how professionals experience and perceive youth participation in 
their work, they demonstrated different opinions on what participation exactly entails, 
and why participation is, or is not, necessary. Even though interviewees from the 
operational and management levels were not unanimous in their responses, most of 
them were aware of the need and usefulness of youth participation in their work. In this 
they	 indicated	 several	 activities	 in	 their	work	 (e.g.	 informing,	 listening	and	providing	
feedback)	 which	 are	 also	 regarded	 as	 essential	 elements	 of	 participation	 in	 youth	
care	by	other	scholars	and	practitioners	(Bell,	2011;	Checkoway,	2011;	Sinclair,	2004;	
Thomas,	2007).	The	results	further	revealed	that	professionals	often	express	the	need	to	
be clear about expectations and boundaries to young people in relation to participation. 
With	this,	the	coercive	context	of	JJFs	can	shape	the	specific	meaning	of	participation.	
Also, it reveals the complexity of the concept of participation, especially in a context 
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in which boundaries are interwoven with everyday practice. Participation is therefore 
not	an	isolated	phenomenon	but	acquires	meaning	in	relation	to	its	context	(Rahnema,	
1990).	 This	 confirms	 the	 need	 for	 continuous	 balancing	 of	 different	 interests	 by	 the	
professionals	working	in	this	area	(cf.,	Söderqvist	et	al.,	2014).

Focusing on the rationales offered by professionals for involving young people in decision-
making, we saw that professionals often chose to include young people in decision-
making to motivate them during their stay in care: professionals experienced better 
cooperation with the young people in the care process when they included the young 
people in the decision-making process. In addition, if the young people cooperated in 
the	care	process,	this	positively	affected	their	‘freedom	of	choice’/increased	autonomy.	
But	the	opposite	was	also	reflected	on	in	the	interviews:	when	a	young	person	refused	to	
cooperate this eventually led to less freedom of choice. Through this, freedom of choice 
or participation becomes a ‘reward’ for behaving in the way the professionals want the 
young	people	to	behave	(LeFrançois,	2008).	Van	Bijleveld	et	al.	refer	to	the	instrumental 
value of participation in this manner: ‘This form of participation is seen as a strategic 
action	rather	than	communicative	action’	(p.	5).	In	line	with	this,	Thomas	(2007)	explains	
that	 the	 use	 of	 participation	 and	 participatory	methods	 to	 achieve	 external/adult-led	
aims,	and	including	some	young	people	and	excluding	others	(for	instance	through	the	
inclusion	of	young	people	who	cooperate)	are	fundamental	problems	for	participatory	
theory	and	practice	(cf.	Hart,	1992).	

Using	participation	as	an	‘external’	strategic	action	to	create	behavioural	change	might	
partly explain why positive changes do not last when young people leave residential 
care	(Harder,	2015).	Research	has	shown	that	in	order	to	achieve	‘actual	behavioural	
change’, the young people’s own intrinsic motivation for change is of utmost importance 
(Harder,	 2011).	 Van	 Nijnatten	 and	 Stevens	 (2012)	 propose	 that	 ‘only	 in	 an	 open	
communication, juveniles may disclose their inner cognitions and emotions and actively 
discuss	problems	and	negotiate	solutions’	(p.	485).

Participation context
Our	findings	revealed	that	there	are	various	contextual	components	which	are	critically	
important for the participation processes of young people. For a better overview of 
the	contextual	components,	we	developed	a	conceptual	model	(see	Figure	2).	These	
contextual components can be related to the organisational level and socio-legal context, 
the	professional,	the	living	group,	and	the	young	person	(Horwath	et	al.,	2012).	Within	
the model we distinguished the organisational and socio-legal factors	(e.g.	commitment	
to	participation,	external	rules	and	regulations	mitigating	risks),	the	professional factors 
(e.g.	 bringing	 participation	 into	 practice,	 attitude	 towards	 participation),	 the	 young 
person factors	 (e.g.	 being	 motivated	 to	 change,	 developmental	 level,	 psychiatric	
problems)	and	the	residential group factors	(e.g.	the	functioning	of	the	residential	group	
and	 the	 interaction	 between	 the	 group	 and	 the	 group	 care-workers).	 All	 the	 above	
mentioned	factors	do	to	a	certain	extent	 influence	the	participation	process	of	young	
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people,	directly	and/or	indirectly.

When considering the organisational and socio-legal contexts, the professionals in our 
study recognised that their organisations endorse participatory practices, but that a 
structural	embedding	of	youth	participation	is	still	lacking.	According	to	Vis	and	Fossum	
(2013),	 the	decision-making	context	and	the	organisational	culture	 in	 the	care	facility	
are more important than the factors related to the individual professional’s beliefs and 
priorities	(p.	285).	Vis	and	Fossum	explored	the	possible	differences	in	social	workers’	
views about child participation and organisational factors working in two different welfare 
organisations.	The	social	workers	from	the	residential	services	were	significantly	more	
cautious when deciding to let the young person participate in case planning compared 
to the social workers responsible for investigating reports of child abuse and neglect. 
This may imply that the extent to which JJFs embrace the concept of participation in their 
organisational	culture	determines	how	successful	participation	is	in	practice	(Horwath	
et	al.,	2012).	In	addition,	budget	cuts,	shortage	of	time	and	the	rigidity	of	the	system	
(Cousins	&	Milner,	 2006;	Grietens,	 2014),	mentioned	by	 the	professionals	 in	 various	
interviews, may directly or indirectly lead to there being less room for participation and 
increased	strategic	actions	(Greenhalgh,	Robb,	&	Scambler,	2006).	

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Residential group factors 
Functioning of residential group (+/−) 

Interaction between adolescent group members and residential workers (+/−)

Young person factors
Being motivated to change (+) 
Higher developmental level (+) 

Being assertive (+) 
Psychiatric problems (−) 

ʻHigh-riskʼ characteristics (−)

Care professional factors
Commitment to participation (+) 

Listening to the young person, showing respect (+) 
Levelling with the young person (+) 

Perceiving the young person as cooperative/motivated to 
change (+) 

Perceiving the young person as ʻmanipulativeʼ (−) 
Different approaches between professionals (−)

Participation of young person in 

Decision-making 

Organisational and socio-legal factors
Commitment of organisation to topic of participation (+) 

Available time to spend with the young person (+) 
External rules and regulations mitigating risks (−)

Rigidity of the system (−) 
Organisationʼs physical boundaries (−)

Figure 2. Model of components associated with the participation of young people in decision-making
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When focusing on the professional level, different attitudes regarding the implementation 
of a young person’s participation in decision-making were observed. For instance, 
some professionals were suspicious of the young people’s actions and regarded them 
as ‘manipulative’ or ‘intimidating’. In this case they were concerned that participation 
of	young	people	could	lead	to	relinquishing	all	responsibility.	These	different	attitudes	
might	be	explained	to	a	certain	extent	by	competing	images	of	youth	(as	‘dangerous	
thugs’, ‘vulnerable children and in need of protection’, or young people ‘who made bad 
choices’)	which	coexist	in	the	juvenile	justice	system	(Tilton,	2013,	p.	1189).	In	line	with	
this,	Pålsson	(2015)	found	that	in	the	audit	of	Swedish	residential	care,	the	inspectorates’	
various	rationales	(regulatory	rationales,	supportive	rationales	and	protective	rationales)	
influence	the	importance	assigned	to	children’s	views	in	the	inspection	processes.	In	
addition, the various attitudes adopted by professionals and the ways of committing to 
participation are also embedded in the organisational and socio-legal contexts of JJFs 
(Vis	&	Fossum,	2013).	 In	our	study	professionals	had	to	deal	with	different	 rules	and	
regulations,	 often	directed	at	minimising	 risks	 (e.g.	 reoffending	while	 in	 care).	When	
focusing on the participation of young people in coercive care, there is inherently a 
tension between the different rationales underpinning the juvenile justice system: 
punishment,	protection	and	rehabilitation	(and	participation)	(Abrams	et	al.,	2005).	As	a	
professional	working	in	a	JJF,	this	therefore	requires	a	need	for	a	continuous	balancing	
of	different	interests	(Söderqvist	et	al.,	2014).

When	 discussing	 the	 topic	 of	 participation	 we	 should	 not	 exclude	 the	 influences	 of	
the residential living group. Within institutional care, as in JJFs, group care forms the 
primary	structure	of	the	care	provided	to	young	people	(Harder,	2011;	Van	der	Helm	
et	al.,	2013).	Therefore,	a	substantial	part	of	the	time	that	participation	takes	place	is	
in interaction with ‘other’ young people. As a professional noted during the interview, 
when a residential group functions effectively, the group care workers tend to give more 
responsibility to the young people staying in the residential group. And vice versa, when 
group care workers give more responsibility to young people this can result in a better 
environment	at	the	residential	group	(Gieles,	1977).

Finally, focusing on the level of the young people themselves, the professionals in our study 
felt that perceived participation in the process was strongly linked to the young people’s 
characteristics	(e.g.	psychiatric	problems	or	developmental	age).	They	suggested	that	
young people who are able to stick up for themselves are able to ensure that their voices 
are	heard	(LeFrançois,	2008);	while	those	lacking	‘adequate	communicative	ability’	may	
be prevented from addressing complex issues and therefore limit their participation in 
decision-making	(Van	Nijnatten,	2013,	p.	49).	Some	professionals	questioned	whether	
all	young	people	were	able	to	meet	the	requirements	of	society,	i.e.	to	shape	their	future	
when	leaving	the	facility.	As	Van	Nijnatten	(2013)	stipulates:	‘[…]	child	welfare	clients	
often	cannot	meet	the	high	standards	of	cooperation	and	participation	required	of	them’	
(p.	119).	LeFrançois	(2008)	rightly	points	out	that	the	young	person’s	diagnosis,	age	or	
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lack	of	knowledge	should	not	be	used	as	a	‘[…]	justification	for	not	allowing	the	young	
person	a	voice’	(p.	233).	

Strengths and limitations
We have been able to provide an initial insight into the components which seem to 
influence	young	people’s	participation	 in	decision-making	processes	while	staying	 in	
coercive	care.	We	did	so	using	semi-structured	interviews,	which	permitted	us	to	reflect	
in detail on the perspectives of professionals.

There are currently eight JJFs in the Netherlands. We conducted our study in two of 
these	eight,	which	were	quite	different	from	each	other,	both	in	terms	of	site	and	size.	
Even though both facilities are obliged to work according to the standardised YoUtUrn 
method, there are differences between the two facilities and the professionals working 
in	them.	Combined	with	our	study’s	qualitative	nature,	this	means	that	we	do	not	claim	
our	findings	represent	the	views	of	all	professionals	working	in	all	JJFs.	Also,	because	
the number of participants was small, we did not distinguish between sub-groups of 
professionals. We recommend further investigation of whether professionals performing 
different roles express similar or distinct views of their perceptions of young people’s 
participation. 

We used an interview design for our study to better understand professionals’ 
perspectives of participation. There may be differences between the perspectives a 
professional	expresses	on	participation	as	reflected	in	the	interviews	and	in	his	or	her	
actual work in practice. To get closer to how participation is implemented in practice, we 
recommend other research methods, such as participatory observation and including 
other	stakeholders,	such	as	young	people	(Ten	Brummelaar,	2014)	and	their	parents.	

Conclusions
The	participation	of	young	people	in	decision-making	is	thought	to	improve	its	quality	and	
the delivery of the services provided, and to encourage positive therapeutic changes 
(Vis	et	al.,	2011),	thereby	contributing	to	the	improvement	of	the	lives	of	young	people	
living in JJFs. So far, the participation of young offenders in decision-making is not yet 
structurally built into how JJFs work. To do so, all the organisational layers should be 
imbued with participation, including providing space for professionals to make their own 
decisions	in	their	work	(Van	der	Helm	et	al.,	2013).	In	addition,	using	participation	solely	
as a ‘luxury’ which comes as a reward good behaviour well instead of as a basic need 
in the care and treatment process contravenes the need for young people to develop 
within the institutions’ walls. With this in mind, the focus should therefore be on creating 
an	environment	 in	which	participation	 is	 interwoven	with	daily	practice	 (and	 through	
the	use	of	participatory	tools/instruments),	taking	the	needs	and	perspectives	of	both	
professionals and young people into account. 
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Not only should the participation of young people be given more attention, the young 
people’s caregivers and social contexts should also be included throughout the 
treatment process. Participation which only focuses on the young person’s individual 
accountability and choices could seriously risk not considering the context which affects 
the	young	person’s	participation	process	(Tilton,	2013).	We	should	also	focus	on	these	
aspects	to	further	‘fine	tune’	the	professionals’	strategies	and	expectations	to	include	
young people in decisions. This emphasises the need to determine further how young 
people are able to participate in decision-making, including the content of the decision 
itself. Through this, the possibility arises to create space for participation within the limits 
of the coercive contexts of JJFs. In addition, this not only implies bringing young people 
into	the	existing	coercive	context,	but	also	modifying	the	context	of	JJFs	‘[…]	in	order	to	
accommodate new groups with different perspectives and different ways of expressing 
themselves’	(Thomas,	2007,	p.	211).	

In	addition,	in	future	research	we	recommend	further	exploration	of	the	consequences	of	
participation in decision-making for the outcomes of care. This will only be possible if we 
use	a	common	framework	in	our	research	and	other	practices	to	define	the	participation	
of young people in decision-making processes both outside and within coercive care 
(Charles	&	Haines,	2014).
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ABSTRACT
This paper provides insight into the participatory development process of a self-report 
questionnaire	for	young	people:	the	Best	Interest	of	the	Child	Self-report	questionnaire	
(BIC-S).	 The	 BIC-S	 is	 based	 on	 the	 ‘Best	 Interest	 of	 the	 Child’	 model.	 This	 model	
articulates,	 in	 line	 with	 the	 UN	 Convention	 on	 the	 Rights	 of	 the	 Child,	 14	 childcare	
conditions promoting the wellbeing and development of young people. The primary 
intention of the BIC-S is to give young people in care a voice regarding decisions in 
legal and care areas that impact their future.

The	development	process	of	 the	BIC-S	consisted	of	 three	main	phases	 (exploration,	
consultation,	pilot),	containing	a	 total	of	five	different	 research	stages.	Young	people	
placed in secure residential care, care professionals and university students were 
involved in the process.

We developed a differentiated instrument that enables young people to express their 
own views on key aspects of their current and future living conditions. The digitised 
questionnaire	is	developed	to	be	comprehensive,	accessible	and	attractive	for	young	
people,	and	to	generate	an	evaluative	profile	of	care	conditions	from	the	young	people	
themselves.

The	paper	shows	how	a	theoretically	sound	questionnaire	can	be	constructed	to	conform	
to standards set by young people themselves. The BIC-S can serve as a productive 
vehicle	 for	assessment	and	shared	decision-making	 in	 the	field	of	youth	care	–	both	
at the micro level of individual treatment and at the meso level of evaluating group 
programmes. Further research into its use in practice is recommended. 

Key words: youth participation, assessment, instrument, adolescence, Convention on 
the Rights of the Child, shared decision-making 
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INTRODUCTION

Why should they listen to us? They already have an opinion about us! They 
think we only give socially desirable answers. Professional experts such 
as psychologists and psychiatrists have written about us. We can’t change 
the views of the judges by telling our own story.

The story above was told by a 15-year-old boy placed in a secure residential treatment 
facility in the Netherlands. When asked about what he would say to a judge about his 
views as to where to grow up after leaving care, he got frustrated and said that his 
opinion would not contribute in any way to the decision-making process. 

According	to	Article	12	of	the	Convention	on	the	Rights	of	the	Child	(CRC),	professionals	
should be taking that young man’s opinion into account in any judicial or administrative 
procedure.	 In	2009	 the	UN	Committee	on	 the	Rights	of	 the	Child	published	General	
Comment no. 12 regarding the right of the child to be heard. As the Committee states 
in	the	introductory	paragraphs	of	this	General	Comment,	‘…	a	widespread	practice	has	
emerged	in	recent	years,	which	has	been	broadly	conceptualized	as	participation	[…].	
This term has evolved and is now widely used to describe on-going processes, which 
include information-sharing and dialogue between children and adults based on mutual 
respect, and in which children can learn how their views and those of adults are taken 
into	account	and	shape	the	outcome	of	such	processes’	(UN	Committee	on	the	Rights	
of	the	Child,	2009,	p.	5).	

Recently, the Committee on the Rights of the Children has published General Comment 
no.	14	(2013)	on	the	right	of	the	child	to	have	his	or	her	best	interests	taken	as	a	primary	
consideration	 (art.	 3,	 section	1).	 In	 this	General	Comment	 the	Committee	states	 that	
‘the concept of the child’s best interests is aimed at ensuring both the full and effective 
enjoyment of all the rights recognised in the Convention and the holistic development 
of	the	child’	(p.	3).	The	Committee	links	article	3	to	the	other	general	principles	of	the	
convention	(art.	2,	6	and	12).	The	Committee	mentions	‘the	inextricable	links	between	
article	 3,	 paragraph	 1,	 and	 12:	 “Assessment	 of	 a	 child’s	 best	 interest	must	 include	
respect for the child’s right to express his or her views freely and due weight given to 
said views	in	all	matters	affecting	the	child”	(p.	11,	our	italics).

Research indicates that when decisions are made in dialogue with a young person and 
his	or	her	parents,	decisions	have	a	greater	chance	of	being	realised	(Bartelink,	Ten	
Berge,	&	Van	Yperen,	2010;	Schmidt	et	al.,	2003).	However,	shared decision-making in 
judicial and administrative procedures is not yet commonly practised, nor is it always 
present	in	the	subsequent	care	trajectories	that	could	arise	from	these	decisions.	
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The development of the Best Interest of the Child – Self-report (BIC-S) 
questionnaire
Decision-making	 is	 the	 process	 of	 assessing	 and	deciding	 (Hardman,	 2009).	 In	 the	
field	of	child	and	youth	care	the	professional	caregiver	assesses	which	problems	need	
to	be	addressed	and	what	kind	of	care	and	treatment	in	terms	of	quality	and	quantity	
are	required	(Metselaar	et	al.	2004).	Increasingly	many	instruments	are	being	used	to	
assess	and/or	to	analyse	information	about	children	and	parents,	as	well	as	to	evaluate	
the	 progress	 of	 the	 clients	 and	 the	 outcomes	 of	 the	 implemented	 care	 (Veerman	&	
Van	Yperen,	2007).	Instruments	are	sometimes	also	used	as	decision	aids	to	elucidate	
where	problems	lie	and,	more	specifically,	how	to	address	them	(Stacey	et	al.,	2011).

A	specific	instrument	to	support	decision-making	for	children	is	the	Best Interest of the 
Child-Questionnaire: BIC-Q	(Kalverboer	&	Zijlstra,	2006).	This	instrument,	a	questionnaire	
completed by professionals, has been designed as a tool to collect information about the 
quality	of	the	present care situation of a child and the expectations regarding one or two 
future	environments	for	upbringing	and	care.	The	aim	of	the	questionnaire	is	to	serve	as	
a support tool for decision-making by professionals in various jurisdictions, such as civil 
law,	juvenile	criminal	law	and	immigration	law.	The	BIC-Q	complies	with	the	principles	
of	the	UN	Convention	on	the	Rights	of	the	Child	(CRC).	The	Convention	integrates	three	
key	principles,	known	as	the	three	Ps:	provision	(of	maintenance,	housing,	health	and	
education),	protection	(from	abuse,	exploitation	and	harm)	and	participation	(implying,	
among other things, the right to access to information, to be heard, to freely express 
one’s	thoughts,	etc.)	(Thomas,	2011).	The	1989	CRC	is	the	leading	agreement	 in	the	
global	and	European	youth	care	and	justice	field.

The	 questionnaire	 was	 first	 examined	 on	 its	 psychometric	 qualities	 and	 feasibility	
by applying it in decision-making procedures with refugee children in asylum law 
(Kalverboer	et	al.,	2011;	Zijlstra	et	al.,	2012;	Zijlstra	et	al.,	2013).	Subsequently,	it	was	
examined for children with severe behavioural problems and juvenile offenders who 
were	just	about	to	leave	care	(Kalverboer	et	al.,	2012).	Its	psychometric	properties	were	
found	to	be	adequate.	

The	starting	point	for	the	construction	of	the	BIC-Q	was	the	Best	Interest	of	the	Child	(BIC)	
model	(Kalverboer	&	Zijlstra,	2006).	This	theoretical	model	comprises	14	environmental	
conditions	 (see	 Figure	 1),	 which	 focus	 on	 protective	 factors	 in	 the	 childcare	 and	
social	 environments	 that	 influence	 a	 child’s	 development	 (Belsky	 &	 Vondra,	 1989;	
Bronfenbrenner,	1979).	

This	paper	 is	about	 the	development	of	a	self-report	questionnaire	 for young people 
in decision-making procedures in the legal and care contexts: the Best Interest of 
the Child Self-report	 questionnaire	 (BIC-S).	 This	 questionnaire	 is	 derived	 from	 the	
abovementioned	 BIC-Q	 and	 has	 been	 designed	 as	 a	 feasible	 instrument	 aiming	 at	
yielding a positive contribution to shared decision-making between the young person 
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and	 care	 professionals	 in	 youth	 care	 (cf.	 Elwyn,	 2001;	 Scheibler	 &	 Pfaff,	 2003;	 Van	
Staveren,	2011).	Indeed,	the	questionnaire	could	be	used	to	inform	professionals	about	
what young people themselves think to be ‘the best future environment’ to grow up in 
after a period of out-of-home care. In addition, professionals can use this instrument in 
the	process	of	deciding	where	a	young	person	should	best	be	treated	to	protect	his/her	
development	and	to	secure	his/her	future.	

Youth in care in the Netherlands
In January 2013 Netherlands counted 3.666.148 children in the age of 0 to 18 years old 
(CBS,	2013).	In	2010	a	total	of	some	107.000	children	and	youth	(0-18	years)	made	use	of	
child	and	youth	care	services	(Jeugdzorg	Nederland,	2011),	not	including	the	number	of	
children and youth using mental health care and child psychiatric services. Approximately 
35.000 stay in out-of-home care, i.e. foster family care or residential youth care. Similar 
to other European countries, the number of children and youth in out-of-home care in the 
Netherlands	has	increased	over	the	last	15	years	(Knorth	&	Koopmans,	2012)

The	most	 intensive	 type	 of	 residential	 care	 is	 secure	 residential	 care	 (Harder,	 2011).	
Both young offenders’ institutes and secure residential treatment facilities fall under the 
scope of secure residential care. Young offenders’ institutes do house juvenile offenders 
or	 juveniles	who	are	suspect	of	a	crime;	youth	with	severe	emotional	and	behavioural	
problems can be placed in a secure residential treatment facility. In the year 2011 a 
total	of	5.199	youngsters	were	placed	in	secure	residential	care	(Jeugdzorg	Nederland,	
2011;	Jeugdmonitor,	n.d.).	Research	shows	that	young	people	in	secure	residential	care	
commonly	show	externalizing	and	 internalizing	behavioural	problems	 (Van	Dam	et	al.,	
2010;	Kalverboer	et	al.,	2012).	Furthermore,	the	quality	of	the	youth’s	rearing	environment	
before	admission,	 i.e.	 the	 family	 situation,	 is	 often	poor	 (Boendermaker	&	Uit	Beijerse	
2008;	Harder,	2011).

 

 
Family: current situation 

Physical well-being 
1. Adequate physical care 
2. Safe direct physical environment 

 
Care and upbringing 
3. Affective atmosphere 
4. Supportive, flexible childcare structure 
5. Adequate example by parents 
6. Interest 

 
Family: future and past 
7. Continuity in care conditions, future 

perspective 
 

 
Society: current situation 
8. Safe wider physical environment 
9. Respect  
10. Social network 
11. Education 
12. Contact with peers 
13. Adequate examples in society 

 
 
 
 

Society: future and past 
14. Stability in life circumstances, future 

perspective 

  

Figure 1. The Best Interest of the Child model.
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Child participation methodology
There is an increased awareness of children and youth being capable of active 
participation	 in	 scientific	 research	 (Dedding,	 Jurrius,	 Moonen,	 &	 Rutjes,	 2013).	
Research	shows	that	the	view	of	the	researcher	on	childhood	impacts	his/her	attitude	
in	these	matters	(Morrow	&	Richards,	1996;	Powell	&	Smith,	2009).	For	instance,	when	
youth participants are considered as vulnerable and the nature of the research topic is 
regarded as sensitive, researchers tend to exclude children as participants, and vice 
versa	(Powell	&	Smith,	2009).	At	the	same	time	there	has	been	an	increasing	debate	
and awareness of children having rights, independently of the adults surrounding them 
(Emond,	2008;	Munro,	2001;	Sinclair,	2004;	Thomas,	2007).	Some	researchers	consider	
article 12 of the CRC also to be applicable on the participation of children and youth in 
scientific	research	(Morrow	&	Richards,	1996).	

When	 focusing	 on	 the	 participation	 process	 of	 children	 and	 youth	 in	 scientific	
research	Dedding	and	Moonen	(2013)	distinguish	between	consultative participation, 
collaborative participation and child-driven participation. Today’s research in which the 
voice of the child in sought, is broadly considered to be consultative participation in 
which researchers seek the perspective of children and youth with the intention to gain 
knowledge and understandings of the child’s views. Contrary to Dedding and Moonen, 
Hill	 (2006)	notes	 that	 there	 is	a	difference	between	consultation	and	participation,	 in	
which	‘…(consultation	is)	finding	out	views	in	order	to	inform	decisions,	and	participation	
(refers	to	the	situation)	where	direct	inputs	are	made	into	decision-making’	(p.	72).	

One	of	the	arguments	often	put	forward	in	favour	of	children’s	participation	in	scientific	
research	 are	 the	 ‘beneficiary’	 effects	 associated	with	 the	 participation	 process	 (Hill,	
2006;	Leeson,	2007).	For	example,	Trotter	and	Campbell	(2008)	undertook	a	research	
project in 2004 in the northeast of England, in which three young men aged between 
17 and 21 participated as co-researcher. They were unemployed and not engaged 
with any social welfare institutes. The authors found that for one of these young men 
engaging in the research as a co-constructer, led to an ‘observed increase in social 
engagement	and	improved	well-being’	(p.	273).	Trotter	and	Campbell	make	a	strong	
point for participatory practices in research: ‘professionals may wish to continue to work 
and research in this way because of the ‘bi-product’ of improvements to mental health 
and	well-being	for	this	at-risk	group’	(p.	273).	

Several	authors	specifically	report	on	the	involvement	of	children	and	young	people	in	
scale	construction	(Casas,	Gozález,	Navarro,	&	Aligué,	2012;	Walker,	Thorne,	Powers,	
&	 Gaonkar,	 2010).	 Different	 participatory	 techniques	 are	 being	 explored	 in	 which	
children and young people have different levels of say during the research process. 
In	a	study	by	Walker,	Thorne,	Powers	and	Gaonkar	 (2010)	on	 the	development	of	a	
scale	 (the	 YES-MH)	 to	 measure	 the	 empowerment	 of	 youth	 consumers	 of	 mental	
health	services,	 the	authors	used	an	existing	questionnaire	 for	caregivers	of	children	
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with	significant	emotional	and	behavioural	problems,	 the	Family	Empowerment	Scale	
(FES).	In	the	construction	of	the	questionnaire	Walker	and	colleagues	used	participatory 
techniques	(e.g.	consultation	with	youth	and	focus	groups)	by	adapting	the	initial	items	
from the FES, in consultation with youth who had received services from child and 
family agencies. Next to this, the research team organised several feedback groups 
of youth to review the complete items and measures. Likewise, Casas and colleagues 
(2012)	used	a	focus group	methodology	with	children	from	different	age	groups	(8,	10	
and	12	years)	to	investigate	which	formats	of	questionnaires	were	the	most	suitable	for	
children. Through the use of focus group methodology, in which children were trained 
prior to the focus group to guarantee that they understood the aims of the research, the 
researchers obtained useful information on what kind of formats are most suitable for 
different children’s age groups. 

Aim of this study
The	 aim	 of	 this	 paper	 is	 to	 inform	 the	 professional	 and	 scientific	 community	 about	
the BIC-S, and especially to provide insight into how young people participated in 
developing	a	self-report	questionnaire	for young people in decision-making procedures. 
We	will	show	(a)	how	a	theoretically	sound	questionnaire	can	be	constructed	to	meet	
requirements	 set	 by	 young	 people,	 and	 (b)	 what	 lessons	 can	 be	 drawn	 from	 this	
participative developmental process.

METHOD
The present study is part of a broader research project focusing on the participation 
of young people with severe emotional and behavioural problems in decision-making 
procedures regarding their life-course. 

The research into the construction of the BIC-S took place at four different locations. The 
first	location	is	the	University	of	Groningen,	Faculty	of	Behavioural	and	Social	Sciences,	
located in the northern Netherlands. The second and third locations are part of a secure 
residential centre located in the northern Netherlands. Young people aged 12 to 23 with 
severe emotional and behavioural problems are placed in the centre either by civil or 
criminal court order. The fourth location is an emergency shelter. Young people placed 
in	emergency	shelters	are	experiencing	problems	either	in	their	behaviour/emotions	or	
in their home circumstances and are awaiting further treatment.

The	development	of	the	BIC-S	questionnaire	consisted	of	different	research	stages	(see	
Figure	2).	These	stages	are	divided	into	three	research	phases.	Each	research	phase	
contributed	to	the	subsequent	phase.	
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Exploration phase
The	 first	 research	 phase	 (exploration)	 is	 considered	 to	 be	 a	 precondition	 for	 the	
following research process. In this period, running from December 2009 to April 2010, 
100 university students, three research associates and an assistant professor of the 
University	of	Groningen	developed	a	draft	version	of	the	Best	Interest	of	the	Child	Self-
report	questionnaire.	

Stage one: Assignment for university students
Students	 participating	 in	 the	 (2009-2010)	 ‘Ethical	 and	 juridical	 aspects	 in	 child	 and	
youth care’ course unit of the second-year Special Needs Education and Youth Care 
Bachelor’s curriculum were asked to create a ‘youth’ version of the Best Interest of the 
Child-Questionnaire	(BIC-Q).	

A	 total	 of	 30	 groups,	 consisting	 of	 two	 to	 five	 students,	 each	 created	 a	 BIC-S.	 The	
students	had	to	use	the	BIC-Q	model	as	a	starting	point	for	the	youth	version	and	the	
questions	had	to	be	formulated	in	such	a	way	that	they	were	understandable	to	young	
people	aged	between	12	and	18.	The	layout	of	the	questionnaire	needed	to	be	suitable	
for	teenagers	and	the	self-report	questionnaire	had	to	contain	an	appropriate	instruction	
guide or manual.

Next,	the	results	of	the	30	assignments	were	rated	on	a	scale	from	1	to	10,	first	by	a	
research associate and then by an assistant professor, based on the following criteria: 

• formulation	of	the	questions	adapted	to	the	age	group
• operationalisation	of	original	BIC-Q	questionnaire
• clear and attractive layout
• inclusion of relevant articles of the Convention on the Rights of the Child
• quality	of	the	questionnaire	manual.
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Figure	2.	Stages	of	development	of	the	Best	Interest	of	the	Child	Self-report	questionnaire	(BIC-S)
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Stage two: Screening by researchers
Three	research	associates	from	the	University	of	Groningen	selected	the	five	assignments	
with the highest scores to prepare a draft version of the BIC-S. The research associates 
brought	 the	 five	 assignments	 together	 in	 a	 single	 document,	 which	 served	 as	 a	
document	 in	progress	 (see	 for	an	example	Figure	3,	 the	pedagogical	environmental	
condition	‘adequate	care’).	

The	14	conditions	of	the	original	BIC-Q	were	included	in	this	document.	All	14	conditions	
of	the	BIC-Q	were	matched	with	the	formulations	drawn	from	the	assignments	prepared	
by the students. Not all the formulations drawn from the assignments were included, 
due to overlap.

In the selection process that followed the research associates amalgamated all the 
various formulations per condition, to arrive at one which resembled most closely 
the	principles	of	 the	original	BIC-Q.	This	version	of	 the	BIC	Self-report	questionnaire	
became	the	draft	for	the	subsequent	research	phase	conducted	in	the	secure	residential	
treatment facility. 

 

  

1. Condition title
Adequate care 
Original description of the BIC-Q pedagogical environmental condition
Adequate physical care refers to the care for the childʼs health and physical wellbeing by 
parents or care-providers. They offer the child a place to live, clothing to wear, enough 
food to eat and some personal belongings. A family income provides for all this. In 
addition, the parents or care-providers are free of worries about providing for the childʼs 
physical wellbeing.

2. Original question of the BIC-Q pedagogical environmental condition
Are the childʼs basic living necessities provided for?

3. Possible description of the BIC-S pedagogical environmental condition
It is important that you receive good care. Good care is, for instance, enough food and 
drink, clean clothing and a well maintained home. 

4. Possible questions for the BIC-S pedagogical environmental condition
- Do your parents give you enough to eat and drink?
- Are they currently taking good care of you?
- When you are sick, is there someone to take care of you and take you to a doctor    

when necessary? 
- Do you have enough clothes to wear, or do you receive money to buy clothes?
- When you leave for school do you take food with you for lunch or do you receive 

money for lunch?

Figure 3. Example	of	the	development	of	questions	for	the	‘adequate	care’	pedagogical	environmental	
condition
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Phase two: Consultation
The	second	phase	(consultation)	of	the	study	was	conducted	from	April	2010	to	January	
2011. We asked two different focus groups in two stages, consisting of young people 
that	were	placed	 in	a	secure	residential	care	centre	(stage	three)	and	young	people	
placed	in	a	young	offenders	institute	(stage	four)	to	assist	in	further	developing	the	draft	
version of the BIC-S. 

Stage three: Focus group of young people placed in a secure residential care 
facility
The	first	 focus	group	consisted	of	eight	young	people	(boys	and	girls).	These	young	
people were all placed into state care because of severe behavioural problems, mostly 
in combination with severe problems in their home environment. Although not convicted 
for criminal offences, most had been in contact with the law prior to placement. 

The young people in this focus group participated voluntarily after being approached 
by the researchers during a youth council meeting. They were asked to convey the 
opinions of the other members of their respective young person’s residential units. 

Once every two weeks, two researchers spoke with the focus group about the 
improvements	 to	 be	 made	 to	 the	 draft	 questionnaire.	 Altogether,	 the	 process	 of	
improving	the	questionnaire	carried	on	until	it	was	felt	to	be	sufficient	by	both	the	young	
people and the researchers. This took six sessions. 

The	first	session	was	dominated	by	getting	acquainted	with	the	members	of	the	youth	
council. The researchers provided both written and oral information about the research 
project to the young people. In the second and third sessions the draft BIC-S was 
presented	to	the	young	people	and	discussed	in	a	group.	In	the	fourth	and	fifth	sessions	
comments and alterations from earlier sessions were discussed with the focus group, 
as	well	 as	 an	 adjusted	 version	 of	 the	BIC-S.	During	 the	 sixth	 and	 final	 sessions	 the	
first	real	draft	version	of	the	questionnaire	was	shown	to	the	youth	council.	The	young	
people	had	a	final	opportunity	to	provide	feedback,	which	resulted	in	a	draft	BIC-S	for	
elaboration in the next stage. 

Stage four: Focus group of young people placed in a young offenders institute
The	second	focus	group	included	eight	young	people	(only	boys)	staying	in	a	young	
offenders institute. These young people were all suspected or convicted of committing 
crimes.

The young people participating in this focus group were not all members of the youth 
council, although most were. The members of the group participated voluntarily after 
being approached by the researchers at their residential units. The young people 
represented all four of the institutes’ residential units. 

Two	researchers	discussed	the	draft	BIC-S	questionnaire,	as	obtained	in	stage	three,	
with eight members of this focus group. The aim of these sessions was to decide 
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whether,	in	their	opinion,	the	questionnaire	was	relevant	and	applicable	to	their	situation.

A	 total	 of	 three	 sessions	 were	 conducted.	 In	 the	 first	 session	 information	 about	 the	
research project was supplied and the role of the young people in the research was 
discussed.	The	revised	version	of	the	questionnaire	was	provided	to	the	young	people.	
During	the	second	and	third	sessions,	the	role	and	the	value	of	the	questionnaire	were	
discussed along with possible suggestions for improvements. 

Phase three: pilot
The	 young	 people	 from	 the	 first	 focus	 group	 suggested	 that	 the	 BIC-S	 should	 be	
digitised.	After	 the	final	session	 in	 the	secure	residential	care	 facility,	 this	digitisation	
was	implemented.	In	the	third	research	phase	(pilot),	which	took	place	in	spring	2012,	
a	digitised	draft	BIC	Self-report	questionnaire	was	tested	in	a	pilot	study.	Four	young	
people	with	 severe	emotional	 and	behavioural	problems	and	 five	care	professionals	
participated,	examining	the	quality	and	the	practical	application	of	the	questionnaire.	

Stage five: Pilot testing with young people and care professionals
Two of the four young people who participated in the pilot stayed in a residential care 
facility. The problems these young people face originate in their home environments 
prior to placement, in combination with behavioural and emotional problems. The 
other two young people were placed in an emergency shelter. These young people 
experience	problems	either	in	their	behaviour/emotions	or	in	their	home	environments.	

The care professionals involved in the pilot group consisted of two care coordinators, 
one	system	therapist	and	two	professional	caregivers.	The	four	young	people	and	five	
care professionals participated voluntarily.

Two research students, who were doing their internships at the secure residential care 
facility, conducted in-depth interviews on their experiences with the BIC-S with both the 
young people and professionals. Prior to the in-depth interviews, the students supplied 
the young people and the care professionals with information about the pilot study and 
the aim of the BIC-S. 

The research students conducted one session per young person during which the 
young	people	completed	the	BIC-S	questionnaire.	Each	young	person	completed	the	
BIC-S	at	a	random	moment	during	his/her	stay	in	care.	After	completing	the	BIC-S,	the	
students	asked	the	young	people	the	following	questions:

• Were	they	able	to	complete	the	questionnaire?
• Did they get a better view of their current living circumstances at home?
• Did the completion of the BIC-S change their view of how they were being brought 

up?
• Did	the	completion	of	the	BIC-S	questionnaire	present	new	treatment	goals	to	work	

on when returning home? 
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• How	did	they	experience	the	process	of	completing	the	BIC-S?
• Did they have any suggestions for improvements to the BIC-S? 

During	various	interview	sessions	the	two	research	students	asked	the	five	professionals	
if and how they thought the BIC-S was suitable for:

• the diagnostic assessment process
• forming an opinion on the current and future living environment
• treatment motivation
• the treatment relationship
• decision-making. 

Finally, the interviews of both the young people and the professionals were analysed 
and	presented	in	a	Master’s	thesis	(Wekema	&	Post,	2012).	Based	on	these	findings,	
the results of the pilot study led to several improvement recommendations for the 
questionnaire.	 These	 recommendations	 were	 incorporated,	 leading	 to	 the	 present	
version of the BIC-S. 

RESULTS
In the result section we will discuss the consultation and pilot phases, which are the 
two phases during which the future BIC-S users were involved and the feasibility of the 
instrument was studied. Phase one will not be discussed because this phase served 
solely as an exploratory phase to construct the initial version of the BIC-S. 

Consultation phase: focus groups 
During	the	first	focus	group	session	the	general	opinion	of	the	young	people	was	one	
of ‘resistance’ when asked to cooperate in the construction of the young person version 
of	 the	 BIC-S.	 They	 did	 not	 feel	 they	 needed	 another	 questionnaire	 ‘since	 there	 are	
already	so	many	questionnaires	to	be	completed	throughout	the	whole	care	process’.	
In	addition,	they	stated	that	questionnaires	‘are	only	a	snapshot	and	do	not	represent	
reality’. One young person expressed his displeasure with the system by saying that he 
saw no point in giving his own opinion, ‘when there are already numerous professionals 
who have given their opinion on the state of young people’. 

In the group sessions which followed, opinions gradually changed and the participants 
grew	increasingly	enthusiastic	about	the	questionnaire.	The	young	people	were	pleased	
to be approached as consultants. This was illustrated by how the group members 
appreciated our introduction of a preliminary digital version of the BIC-S in the second 
session,	a	recommendation	the	group	proposed	during	the	first	session.

According	to	these	young	people,	however,	the	questions	were	formulated	too	vaguely	
and	were	not	specifically	adjusted	to	their	situation.	They	pointed	out	that	in	the	form	
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it	had	at	 that	 time,	 the	questionnaire	did	not	 fully	cover	 their	 ‘life	story’:	 for	 instance,	
life in a secure residential facility is fairly different from the living with your parents. 
Another	 important	statement	the	group	made	was	that	 the	questionnaire	used	at	 that	
time	made	it	quite	easy	to	provide	socially	desirable	responses.	The	young	people	told	
the researchers that they could easily answer that they were not using drugs or alcohol 
even if this was not the case. 

The young people suggested the following, most important alterations to the BIC-S: 

• The	 questionnaire	 has	 to	 be	 short.	 Completing	 the	 questionnaire	 must	 take	 no	
longer	than	15	minutes,	the	attention	span	of	young	people.	When	the	questionnaire	
was	first	presented	to	the	focus	group,	it	had	over	80	items.	

• The	language	used	in	the	questionnaire	should	be	simple:	no	long	sentences,	no	
difficult	words.	The	questionnaire	would	 thus	be	more	accessible	 to	most	young	
people. For instance, the term ‘social network’ was used to refer to the contacts a 
young	person	has	with	his	or	her	social	environment.	However,	the	group	thought	
that this term was about the internet network they had at home. 

• In	 addition	 to	 the	 closed	 format	 questions	 in	 the	questionnaire,	 there	 should	be	
extra	space	for	respondents	to	tell	their	own	personal	story	(open	format	questions).	
Young people want to explain why their home circumstances are the way they are 
when	they	provide	questionnaire	responses	as	to	their	quality.

• The	questionnaire	should	be	digital,	because	this	is	easier,	neater	and	more	fun	to	
complete. The list should be available on the internet to all young people living in 
institutions so that they can complete the list whenever they want. 

• The	questionnaire	should	not	be	too	general.	For	instance,	young	people	who	live	
in	an	institution	do	not	necessarily	go	outside,	so	the	question	‘do	your	neighbours	
fight?’	does	not	directly	relate	to	these	young	people	and	their	living	environment.	
By	digitizing	the	questionnaire,	the	formulation	of	some	questions	can	be	adjusted	
per individual. 

• The	young	people	wanted	a	more	attractive	questionnaire,	illustrated	with	their	own	
drawings and pictures.

The young people from the young offenders institute agreed with the revised version of 
the	questionnaire	as	suggested	by	their	‘colleagues’	in	the	secure	residential	care	centre,	
although	they	had	some	additional	comments.	They	still	thought	that	the	questionnaire	
was rather long, which could discourage some from completing it.

The	 young	 people	 indicated	 that	 the	 main	 focus	 of	 the	 questionnaire	 should	 be	 in	
generating items for a conversation with a professional. According to the young people, 
no instrument can replace a good ‘one-on-one talk’. 

Elaborating on one of the alterations suggested by the previous focus group, one group 
member	from	the	young	offenders	institute	designed	a	graffiti	drawing,	which	we	used	
thereafter as the background for the digital version of the Best Interest of the Child Self-
report	questionnaire.
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Pilot phase
In the pilot phase it also became clear that length, layout and distinctness were essential 
elements to attract the attention of the young person user. Furthermore, the young 
people in the pilot study shared the opinion of the previous focus group that a ‘one-on-
one	talk’	should	lead	the	questionnaire	content.	

The	young	people	were	most	positive	about	their	ability	to	complete	the	questionnaire	
(feasibility)	and	about	the	contribution	of	the	BIC-S	to	the	process	of	participating	in	a	
decision. As one of the young people’ stated:

I	was	able	to	give	my	honest	opinion	and	they	listened	to	me	[…].	I	have	
to go live with a foster family. I knew that even before my stay in [name 
emergency shelter]. I am not allowed to choose where I want to go, they 
decide	for	me.	However,	I	do	see	that	it’s	better	there	with	[foster	family]	
than at the [name emergency shelter], because I can stay there for a 
longer period. 

Another young person said that by completing the BIC-S, he was enabled to give fair 
answers	to	the	questions	and	felt	that	he	was	taken	seriously.	Figure	4	is	a	screenshot	
of the English version of the digital BIC-S for the condition ‘Care: food, drinks, clothing, 
possessions.’

The young people were ambivalent or negative about the contribution of the BIC-S to 
getting a better view of their future living circumstances. All the young people reported 
having clear knowledge and views on this point. 

The young people had mixed opinions about whether the BIC-S would be suitable for 
further treatment or for the forming of treatment goals. Two participants thought that 
completing	the	BIC-S	questionnaire	could	lead	to	new	treatment	goals	to	work	on	when	
returning home, whereas the other two did not think that this would result in any treatment 
goals. Because the completion of the BIC-S was arranged at an arbitrary moment 
during their stay in residential care, it was not incorporated in a treatment plan session. 
Accordingly, one of the young people stated that if the BIC-S had been completed at 
the	beginning	of	his	placement,	clear	working	goals	could	have	been	set	from	filling	it	in.

Two	of	the	young	people	indicated	that	the	questionnaire’s	output	is	helpful	clarifying	
where the problem areas in their home environment lay. Figure 5 is an example of how 
the output of the BIC-S would look like. 

The output is expressed as a bar chart, where the dark grey bar shows the results of the 
perceived	quality	of	the	care	environment	in	the	present	situation	(residential	care)	and	
the grey bar shows the outcomes of the perceived care environment in the expected 
situation	(at	home).	The	horizontal	axis	shows	the	14	BIC-S	conditions.	
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As can be seen in Figure 5, the general perspective of this particular young person is 
slightly more positive about the environment at home than about the environment in the 
residential care facility.

After completing the BIC-S, one young person stated that he would like to have a 
conversation with the care professionals responsible for his care process: ‘Talking 
about it could help. The other person then knows what you think about your situation.’ 

 

  Figure 4. Screenshot of the English version of the digital BIC-S for the condition ‘Care: food, drinks, clothing, 
possessions’

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 5. Example of the output of the BIC-S when completed by a young person
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Filling	in	this	questionnaire	made	the	young	person	more	aware	of	his	situation	and	the	
issues for improvement.

Professionals
The	professionals	stated	that	the	various	questionnaire	domains	could	serve	as	a	useful	
basis for diagnostic interviews. According to them, a conversation based on the BIC-S 
outcomes could result in better participation and increased motivation by the young 
person. This means that, according to the professionals, the BIC-S instrument could be 
a	suitable/promising	vehicle	for	shared	decision-making.

The professionals who participated in the pilot study also recommended developing 
a	version	of	 the	questionnaire	 that	could	be	completed	by	one	or	both	of	 the	young	
person’s	parents.	This	could	make	‘triangulation’	of	perspectives	possible	(cf.	Bogdan	
&	Biklan,	2006).

DISCUSSION
The aim of the paper was to provide insight into the participatory development process 
undertaken,	 including	 the	final	 result,	 to	construct	 the	Best Interest of the Child Self-
report	questionnaire	(BIC-S).	

The	 results	show	 that	 the	BIC-S	 instrument	could	be	a	suitable/promising	vehicle	 for	
shared	decision-making	in	the	field	of	youth	care.	The	BIC-S	has	the	potential	to	be	a	
valuable tool to increase the participation and engagement of young people in care and 
this, in turn, could increase the number of well-grounded, multi-informant assessments 
and	decisions	in	the	field	of	youth	care	and	treatment	(Strijker,	2008).	Or	as	Walker	and	
colleagues	 (2010)	 formulate	 it:	 “Development	 of	 a	measure	 of	 this	 kind	 is	 important	
given	the	evolution	of	the	field	of	children’s	mental	health	and	its	growing	commitment	
to	ensuring	youth	voice	in	mental	health	service	design	and	delivery”	(p.	57-58).	

Although youth involvement in decisions is regarded to be important in order to come 
to	well-grounded	decisions,	it	is	not	always	standard	procedure.	Bessell	(2011)	found	
that the young people felt their time in out-of-home care was characterised by ‘non-
participation	in	decisions	made	about	their	lives’	(p.	498).	As	Bessell	continues:	‘None	
of	 the	 young	 people	 participating	 in	 my	 study	 felt	 they	 had	 sufficient	 or	 consistent	
opportunity	to	express	their	views	on	matters	affecting	them	while	in	care’	(p.	498).	Even	
though they were present at moments of decision-making, they did not feel they were 
participating. The interviews with the young people showed that when care professionals 
listened to and acted by taking concerns seriously and providing real options, young 
people felt valued.

Compliance	or	consensus	within	 the	field	of	decision-making	 in	youth	care	 is	closely	
related to participation. In order to achieve well-made decisions, the voice of the child 
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should be taken into account. Whether or not the care professionals are capable of 
translating their views into the language of the client and adapting to his or her frame 
of	reference	influences	the	consensus	process	(Kromhout,	Eldering,	&	Knorth,	2000).	
For	treatment	to	be	successful	there	needs	to	be	a	sufficient	association	between	the	
intentions of the care professional and the expectations of the young person. Results 
of	a	study	by	Schmidt	et	al.	(2003)	in	German	child	and	youth	care	practices	show	that	
the risk of premature termination of care decreases when youth are actively engaged in 
the	care	process.	The	collaboration	of	young	people	(and	their	families)	in	the	treatment	
process also determines the functioning of the young person when leaving care. This 
endorses the need for participation of young people and their family throughout the 
complete trajectory of care. And is thus in line with article 12 ‘The right to be heard’ and 
article	3	‘the	best	interest	of	the	child	as	a	primary	consideration’	of	the	CRC	(1989).	

Gains of the participatory process
To develop the BIC-S we used a readily reproducible development process. Because 
two more or less similar focus groups of young people contributed to the construction 
and thus to the ecological validity of the BIC-S, support for the instrument was achieved. 
Since	 we	 wanted	 to	 construct	 a	 questionnaire	 that	 reflected	 the	 desires	 of	 young	
people,	we	chose	to	employ	a	participatory	approach.	Participatory	techniques	in	which	
children	play	a	significant	role	have	made	their	way	into	research	practices	(Holland,	
2009).	 In	 the	 field	 of	 youth	 care	 there	 has	 been	 an	 emerging	 interest	 in	 the	 use	 of	
participatory	techniques	in	research.	In	line	with	one	of	the	findings	of	Kilkelly’s	(2010)	
research on child friendly justice	performed	for	the	European	Union	‘children	should	be	
involved	in	the	design	of	the	methodology/questionnaire	–	perhaps	through	a	children’s	
steering or advisory group who could be involved throughout – which should then be 
fully	piloted	with	specific	groups	of	children	in	advance	of	their	finalisation	and	general	
dissemination’	(p.	7).

During the participatory development procedure the young people in the secure 
residential care focus group showed increased motivation to participate in the research 
once their initial attitude of ‘resistance’ was overcome. This could be because they saw 
a direct result to their own input and felt taken seriously by this, resulting in their being 
more willing and enthusiastic to contribute to the development of the BIC-S. An example 
of this change in motivation was clearly seen when the researchers demonstrated an 
early	digital	version	of	the	questionnaire	to	the	young	people,	which	the	young	people	
had recommended previously.

The	 young	people	 indicated	 that	 the	 time	 taken	 to	 complete	 a	questionnaire	 should	
not exceed 15 minutes, and that it should be written in plain and simple language. 
The	outlook	and	language	of	the	questionnaire	should	encompass	the	ideas	of	young	
people: it should be short, uncomplicated and attractive. These are essential elements 
to	catch	the	attention	of	the	young	people’	involved	(Casas	et	al.,	2012),	and	were	thus	
incorporated in the BIC-S. 
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Levels in use
The BIC-S has the potential to be employed at different levels and at different moments 
during a young person’s care path. 

When the BIC-S is applied at an individual (micro)	level, it can be used in the diagnostic 
process	and	in	treatment.	The	questionnaire	is	a	tool	to	support	complex	professional	
assessments	in	decision-making	procedures,	where	the	systematized	view	of	the	young	
person can be taken into account. In addition, it is designed to provide a clear picture of 
where the risk and protective factors within a care environment lie for both young people 
and	professionals.	Simultaneously,	 the	questionnaire	can	yield	 insight	 into	where	 the	
differences in perspectives of the professional and the young person lie and how to 
address	these	differences.	Aspects	such	as	feasibility	and	reality	(is	it	really	as	bad	or	
as	good	as	you	think?)	and/or	wishes	and	needs	(what	is	necessary	to	make	something	
happen,	 or	 to	 meet	 certain	 expectations?)	 regarding	 pedagogical	 environmental	
options	can	be	addressed	 in	conversation	with	 the	young	person.	The	questionnaire	
could be used as a support for determining the most suitable treatment, targeting the 
improvement	of	the	quality	of	the	child’s	living	environment.	The	questionnaire	can	be	
applied next to other diagnostic instruments that form an expression of the perspective 
of	the	care	professional	(Strijker,	2008).		

Key	information	that	resulted	from	the	participatory	development	process	indicates	that	
the BIC-S could serve as a tool in the conversation between young person and care 
professional. Young people suggested that the dialogue with the professional emerging 
from	 the	 completion	 of	 the	 questionnaire	 should	 be	 leading.	 The	 professionals	 who	
participated	in	the	research	also	considered	the	questionnaire	to	be	a	good	basis	for	
conversations	with	the	young	person	about	his	or	her	perspectives	on	current	and/or	
future	 living	environments.	The	output	of	 the	questionnaire	could	show	young	people	
clearly where their problem areas are, or the difference between their perceptions and 
what	 other	 parties	who	 completed	 the	 professional	 version	 of	 the	BIC	questionnaire	
think about their current or future living environment. 

Results	show	 that	shared	decision-making	where	 the	young	person	has	a	significant	
role in assessing and deciding is not solely achieved through the ‘static’ completion of a 
questionnaire.	This	raises	the	question	of	when	the	BIC-S	instrument	process	should	be	
employed	to	be	meaningful	to	the	young	person.	The	dialogue	flowing	from	the	BIC-S	
questionnaire	and	the	way	a	treatment	process	is	further	designed	could	contribute	to	
or	result	in	shared	decision-making	(Fraser,	Lewis,	Ding,	Kellett,	&	Robinson,	2004;	Van	
Nijnatten,	2013).	

Another option is to use the BIC-S as a scale for measuring the inhabitants’ satisfaction 
with	their	social	environment	at	their	institution	or	living	unit.	The	various	questionnaire	
domains	can	serve	as	an	evaluation	tool	of	how	the	young	people	experience	the	quality	
of	their	current	living	environment	while	living	in	care	(see	for	another	example	Knorth	
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et	 al.,	 2004).	When	multiple	 perceptions	 of	 young	 people	 are	 brought	 together,	 the	
BIC-S could be used to inform staff or the institution board how young people ‘generally’ 
experience	their	living	environment.	The	BIC-S	could	thus	be	used	at	a	(meso)	policy 
level. 

There is evidence that young people’ previous adverse experiences, such as 
background or treatment history, are negatively correlated to positive future treatment 
outcomes.	However,	there	is	also	empirical	proof	that	the	living	environment	in	which	
young	people	stay	serves	as	a	moderator	(Van	der	Helm	et	al.,	2009):	if	young	people	
stay in a ‘good’ living environment this could lead to better treatment outcomes, despite 
having	 had	 prior	 adverse	 experiences	 (see	 also	 Schubert	 et	 al.,	 2012).	 The	 BIC-S	
could reveal how young people experience their living environment. Where they point 
out negative ‘points’ in their current living environment, the institute could attempt to 
implement	improvements	(Anglin,	2002).	Besides,	one	could	expect	that	the	use	of	a	
tool like the BIC-S in itself contributes to the experience by residential inhabitants of an 
open	climate	where	‘it	does	matter’	what	they	think	and	want	(cf.	Schubert	et	al.,	2012).

Implementation
The BIC-S is developed in the context of participation as a pre-condition to shared 
decision-making. For the young person to be able to fully participate, the principles of 
protection	and	provision	have	to	be	taken	seriously	(Thomas,	2011).	This	implies	that	
participation has to take place in a healthy environment under safe conditions, also 
with	regard	to	the	use	of	the	BIC-S	questionnaire.	It	is	also	necessary	to	consider	how	
to	create	a	safe	environment	in	which	the	questionnaire	serves	an	informative	purpose,	
combining diagnostics and participation. The way the outcomes are used should 
be considered carefully in this context: for example, if a young person reports being 
maltreated at home, this should be considered in light of the fact that parents might also 
be present during treatment plan discussions. 

Young people placed in secure residential care come from different and sometimes 
complex	backgrounds	(Harder,	2011).	They	often	have	learning	and	attention	difficulties.	
Some young people are unable to read or write. These considerations should be taken 
into account when deploying the BIC-S instrument. An option in this respect is to break 
the	questionnaire	down	into	sections	or	to	apply	it	as	an	interview.	

When	the	BIC-S	was	tested	in	the	pilot	study,	the	young	people	sometimes	questioned	
the	questionnaire’s	 value	 in	obtaining	a	better	 view	of	 their	 future	 living	environment	
and which treatment goals they should have. When a young person is already in an 
advanced stage in his or her treatment process and the future living environment is 
already	 set,	 the	 questionnaire	 has	 less	 to	 offer.	We	 therefore	 recommend	 using	 the	
questionnaire	during	the	first	part	of	the	treatment	path.	
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Strengths and limitations
One of the strengths of the research is that we used a participatory approach to construct 
the	Best	Interest	of	the	Child	Self-report	questionnaire,	which	strongly	contributed	to	its	
ecological validity. In addition, we used a readily reproducible development process, 
which resulted in a practically applicable and appreciated instrument. 

The	 questionnaire	 was	 tested	 on	 a	 small	 group	 of	 young	 people.	We	 would	 like	 to	
determine	 the	BIC-S’s	 reliability	 (e.g.	 intra-rater	 reliability)	and	validity	 (construct	and	
criterion	validity)	on	a	 larger	group	of	young	people.	Because	 the	BIC-S	has	not	yet	
been	examined	on	these	qualities,	the	tool	is	currently	only	used	for	research	purposes,	
and is not yet applicable in everyday clinical practice. Considering the fact that the 
BIC	questionnaire	for	professional	use	–	the	BIC-Q	–	proved	reliable,	valid	and	feasible	
(Kalverboer	et	al.,	2012),	our	expectations	are	positive.	When	examining	the	criterion	
validity	of	 the	BIC-S,	we	hypothesize	 that	youths	placed	 in	a	negatively	experienced	
environment, will do worse on problem behaviour indices than young people who 
evaluate	their	environment	positively	(Van	der	Helm	et	al.,	2009).

Further, we chose the moment at which the BIC-S was completed by participating 
young people more or less randomly during their stay in care. The added value of the 
BIC-S at the beginning of the treatment planning process seems reasonable, but further 
research	requires	the	examination	of	this	assumption.	

In conclusion
Following elaborate consultations with young person focus groups and a panel of care 
professionals, a differentiated instrument has been developed, giving young people in 
care an opportunity to express their own views on their living conditions – currently and 
in the future. Its usefulness was appreciated as a transparent basis for dialogue on care 
and	legal	issues	between	young	clients	and	their	therapists/mentors.	The	BIC-S	could	
serve as a suitable, productive vehicle for assessment and shared decision-making in 
the	field	of	youth	care	–	not	only	at	the	micro	level	of	individual	treatment	but	also	at	the	
meso level of evaluating group programmes. Further research into its use in practice, 
including its psychometrics, is recommended and has already been started.
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Chapter 
Seven

Perceived living conditions of young people in secure 

residential care: Psychometric properties of the Best 

Interest of the Child − Self-report questionnaire (BIC-S)

This chapter is based on: Ten Brummelaar, M. D. C., Post, W. J., Arkestijn, P. A., 
Kalverboer, M. E., Harder, A. T., & Knorth, E. J. (2016). Perceived living conditions 

of young people in secure residential care: Psychometric properties of the Best 
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ABSTRACT
The	 Best	 Interest	 of	 the	 Child	 −	 Self-report	 questionnaire	 (BIC-S)	 is	 designed	 as	 a	
tool to ensure young people in secure residential care have a voice about their living 
environment. The primary aim of this study was to determine the psychometric properties 
of the BIC-S. Second, we wanted to map the experiences of young people with their 
current residential living environment. Based on a sample of 74 young people staying 
in secure residential care, we explored the construct validity and reliability of the BIC-S 
through a Mokken Scale Analysis. The results show that eleven out of the fourteen BIC-S 
conditions	form	a	moderate	scale	to	measure	how	young	people	perceive	the	quality	of	
their	 living	environment	(H=.40;	Rho=.86).	With	regard	to	the	residential	environment,	
the participants often raise issues which relate to personal safety, to activities within the 
institute, or to the relationship they have with care professionals. The results indicate 
that the BIC-S has the potential to serve as an instrument for young people to voice 
opinions on their living environment while in residential care.

Keywords:  Construct	 validity,	 Self-report	 questionnaire,	 Best	 Interest	 of	 the	 Child,	
Secure residential youth care, Mokken Scale analysis
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INTRODUCTION

Sometimes we need to show a little more trust in one another. I think the 
staff members are too careful and that makes it impossible for the child to 
gain trust, because they [staff] are too afraid the child will make a mistake, 
like a relapse in using drugs, while making mistakes is part of the learning 
process. 

(Joey [fictitious name], 17 years old, this study)

Since	the	Netherlands	ratified	the	United	Nations	Convention	on	the	Rights	of	the	Child	
(CRC)	 in	 1995,	 the	Dutch	government	 has	been	obliged	 to	 take	children’s	 rights	 as	
stated	in	the	CRC	into	account.	This	means	that	every	young	person	living	(for	however	
long)	in	a	care	facility	supported	by	the	government	is	entitled	to	protection,	provision	
and participation rights. Therefore, when ensuring young people’s best interests in 
secure residential care, one must respect their rights to express their views freely, and 
‘due	weight	(should	be)	given	to	said	views	in	all	matters	affecting’	them	(UN	Committee	
on	the	Rights	of	the	Child,	2013,	p.	11).	

Listening to young people’s views helps to include them in ‘social processes of their 
community	and	society’	 (Committee	on	 the	Rights	of	 the	Child	2009,	p.	8).	Listening	
to young people in care and giving due weight to their views may also be related to 
better decisions and more tailored services thereby supporting their psychosocial 
development	(Vis	et	al.,	2011).	

Well-made	 decisions	 and	 tailored	 services	 are	 especially	 important	 within	 the	 field	
of secure residential care, considering, for instance, that the young people in these 
facilities	 often	 have	 emotional	 and/or	 behavioural	 problems	 and	 have	 to	 deal	with	 a	
history	of	various	aversive	experiences	(e.g.,	child	abuse,	previous	care	interventions	
and	justice	involvement)	prior	to	their	current	placement	in	care	(Harder,	2011;	Vermaes	
et	al.,	2014).	The	services	offered	in	Dutch	secure	residential	facilities	are	aimed	at	the	
development and rehabilitation of young people in the light of the children’s rights as 
formulated by the CRC.

Despite this focus on doing what is in the best interest of the child, it remains challenging 
to achieve and retain positive outcomes during and after the stay of children and young 
people	in	secure	residential	care	(Harder,	2011;	Lambie	&	Randell,	2013;	Lipsey,	2009).	
Therefore,	 it	 is	 important	better	to	understand	current	practices,	and	subsequently	to	
implement	‘what	works	for	whom’	principles	in	residential	care	facilities	(Lipsey,	2009;	
Van	der	Helm	et	al.,	2009).
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Residential Care Living Environment
Recent research has increasingly focused on the ‘ingredients’ of effective care and 
treatment	which	help	better	treatment	outcomes	(De	Swart	et	al.,	2012;	Evenboer,	2015;	
Harder,	2011).	One	of	the	ingredients	considered	as	important	is	the	living	environment	of	
the	young	people	in	residential	care	(Harder	&	Knorth,	2015).	Accordingly,	when	young	
people are in a supportive and safe living environment which embodies therapeutic 
principles	(Lipsey,	2009),	this	could	essentially	contribute	to	better	treatment	outcomes	
(Heynen,	2015;	Schubert	et	al.,	2012;	Van	der	Helm	et	al.,	2011).	

There	are	several	instruments	available	to	monitor	the	quality	of	the	living	environment	
(Lange	2009;	Scholte	2000).	Some	of	these	have	been	specifically	developed	for	secure	
residential	care	facilities	(Barendregt,	Van	der	Laan,	Bongers,	&	Van	Nieuwenhuizen,	
2015;	Bastiaanssen	et	al.,	2012;	Van	der	Helm,	2011),	and	assess	a	young	person’s	
perspective	on	his/her	living	environment,	i.e.	the	characteristics	of	the	perceived	social	
climate	in	the	group	(cf.	Leipoldt,	Rimehaug,	Harder,	Kayed,	&	Grietens,	2016;	Van	der	
Helm,	2011).	Although	pivotal	the	living	environment	encompasses	more	aspects	than	
the social climate of the residential group. 

In addition, it has been underlined to include the young person’s subjective perspectives 
of	 the	 living	 conditions	 when	 assessing	 his/her	 wellbeing	 while	 being	 in	 care	 (for	
instance,	Bradshaw	et	al.,	2013;	Clery	et	al.,	2014;	Main	&	Bradshaw,	2012).	The	use	of	
subjective	perspectives	as	(part	of)	a	monitoring	system	enables	young	people	having	
a	say	in	articulating	those	elements	that	matter	to	their	own	well-being	(UNICEF	Office	
of	Research,	2013).	

Best Interest of the Child − Self-report questionnaire (BIC-S)
Against	 this	background,	we	constructed	 the	Best	 Interest	of	 the	Child	−	Self-report	
questionnaire	(BIC-S)	(Ten	Brummelaar	et	al.,	2014).	The	BIC-S	was	derived	from	the	
Best	Interest	of	the	Child	−	Questionnaire	(BIC-Q)	(Kalverboer	&	Zijlstra,	2006).	Whereas	
the	BIC-Q	was	designed	for	professionals	in	a	legal	and/or	care	context	to	assess	the	
perceived	quality	of	the	current	and	potentially	alternative	care	environment	of	young	
people	they	are	professionally	involved	with	(Kalverboer	&	Zijlstra,	2006;	Zijlstra,	2012),	
the BIC-S has been designed as a tool to ensure young people a voice regarding 
decisions in legal and care areas. The instrument was developed from the view that, in 
addition to care professionals, young people themselves should be able to give their 
opinion about their current and future living conditions. In close cooperation with young 
people staying in secure residential care and care professionals, we designed a tool 
which could serve as a suitable vehicle for assessment and shared decision-making in 
the	field	of	youth	care	(Ten	Brummelaar	et	al.,	2014).	
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Aim of this study
Because the BIC-S has not yet been examined for its psychometric properties, the 
instrument is currently not applicable to everyday clinical practice. The aim of this paper 
is twofold. First, we examine the construct validity and reliability of the BIC-S using a 
Mokken	Scale	Analysis	 (MSA).	Second,	we	will	 show	how	young	people	experience	
their current institutional living environment. By doing so, we will enlarge our insight into 
whether, and to what extent, the BIC-S is suitable as an instrument for young people to 
express	their	views	freely	about	their	current	living	environment	(cf.	Vis	et	al.,	2011),	and	
what implications this might have for research and practice. 

METHOD

Setting
The study was performed at a secure residential care facility, located in the northern 
Netherlands. The facility offers coercive treatment for both boys and girls up to age 23. 
The	facility	has	two	main	sites:	one	juvenile	justice	facility	(JJF)	and	one	secure	residential	
treatment	centre	(RTC).	The	young	people	are	admitted	to	the	facility	following	either	a	
civil or criminal sanction. Our study was conducted at the secure residential treatment 
centre. 

The RTC has room for 108 young people between 12 to 23 years of age. The main 
reason for admission to the centre is because their development might be seriously 
disrupted,	either	by	their	own	behaviour	and/or	the	environment	they	live	in.	Within	the	
facility the focus is on treatment and education. The facility operates according to the 
principles	 of	 the	 social	 competency	model	 (Durrant,	 1993;	 Slot	 &	 Spanjaard,	 2009).	
It has three different units, ranging from open to closed care. Each residential group 
houses eight to twelve young people. 

Participants
A	 total	 of	 74	 young	 people	 participated	 in	 the	 study	 (see	 Table	 1).	 The	 sample,	
representing 69 percent of inhabitants, consisted of 38 boys and 36 girls. The young 
people	were	aged	between	11	and	22	(mean	age	15.5;	SD=2.04).	

BIC-S Instrument
The	BIC-S	is	derived	from	the	Best	Interest	of	the	Child-Questionnaire	(abbreviated	as:	
BIC-Q)	(Kalverboer	et	al.,	2012;	Kalverboer	&	Zijlstra,	2006;	Zijlstra,	2012).	The	BIC-S	
is	designed	as	the	self-report	version	of	the	BIC-Q.	Both	BIC-S	and	BIC-Q	are	derived	
from the BIC model, which encompasses fourteen childrearing conditions for the optimal 
development	of	children	and	young	people,	related	to	the	key	principles	of	the	United	
Nations	CRC	(Kalverboer	&	Zijlstra,	2006;	Zijlstra,	2012).	The	psychometric	properties	of
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Table	1.	Characteristics	of	participating	young	people	(N=74)
Characteristic Value	variable
Mean	age	in	years	(SD),	range 15.49	(2.04),	11-22
Mean length of stay in monthsa(SD)	 3.39	(3.18)
Gender	(males) 38	(51.4%)
Contact with parents
   With both parents
   Only with father
   Only with mother
   No contact with parents

51	(68.9%)
4		(5.4%)
14	(18.9%)
5		(6.8%)

Education
   Practice Education
			Vocational	Education
			Higher	General	Secondary	Education
			Intermediate	Vocational	Education
   Other

12	(16.3%)
31	(41.9%)
8	(10.8%)
2		(2.7%)
21	(28.4%)

Expected future living environment
   At home with one or both parents
   Living in a foster family
   Living in a residential setting
   Living independently

37	(49.3%)
1		(1.4%)
19	(25.7%)
17	(23.0%)

a n = 71. Two young people were excluded from this calculation because they had been at the facility 
for several years. The length of stay in the facility was missing for one young person. 

the	BIC-Q	were	tested	in	previous	studies	in	different	study	populations	and	were	found	
to	be	adequate	(Kalverboer	et	al.,	2012;	Zevulun,	Post,	Zijlstra,	Kalverboer	&	Knorth,	
submitted;	Zijlstra,	Kalverboer,	Post,	Ten	Brummelaar,	&	Knorth,	2013).	

Identical	 to	 the	 BIC-Q,	 the	 BIC-S	 instrument	 consists	 of	 fourteen	 living	 and	 care	
conditions applicable within and outside the young inhabitants’ residential group. 
Table	2	presents	the	fourteen	BIC-Q	and	BIC-S	conditions	for	the	childcare	and	living	
environment, respectively.

In	 total,	 the	 BIC-S	 consists	 of	 41	 questions:	 27	 sub-questions	 related	 to	 a	 specific	
living	condition,	and	 fourteen	main	questions	 regarding	 living	and	care	conditions	 in	
general.	The	scoring	categories	 for	 the	sub-questions	are:	 ‘Yes’,	 ‘No’,	 ‘I	don’t	 know’,	
and	 ‘Something	 else,	 namely…’.	 The	 scoring	 categories	 for	 the	main	 questions	 are:	
Unsatisfactory	 (0),	 Moderate	 (1),	 Satisfactory	 (2),	 and	 Good	 (3).	 In	 addition,	 the	
questionnaire	consists	of	open-ended	questions	enabling	the	young	people	to	specify	
their views.

Because	the	Instrumentation	Service	of	 the	University	of	Groningen	has	developed	a	
stand-alone version of the BIC-S, it is possible to complete the BIC-S on a computer 
(without	using	the	internet).	This	feature	is	especially	desirable	in	the	secure	residential	
care domain, given that young people are often banned from using the internet in these 
settings. During the study, we used this stand-alone version of the BIC-S. A screenshot 
of this version is displayed in Figure 1.
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Table	2.	BIC-Q	and	BIC-S	conditions
Childcare	conditions	(BIC-Q) Living	environment	conditions	(BIC-S)
Family: current situation Upbringing and care
(1)	Adequate	physical	care (1)	Care:	food,	drink,	clothing,	possessions
(2)	Safe	direct	physical	environment (2)	Safety:	in	and	around	the	living	group
(3)	Affective	atmosphere (3)	Contact	with	your	caregiver
(4)	Supportive,	flexible	childrearing	structure (4)	Structure	and	rules
(5)	Adequate	role	modelling	by	parents (5)	Role	modelling	by	caregivers
(6)	Interest (6)	Interest	in	who	you	are

Family: future and past
(7)	Continuity	in	upbringing	conditions (7)	Upbringing	and	care:	history	and	future

Society: current situation Surroundings: neighbourhood and society
(8)	Safe	wider	physical	environment (8)	Safe	surroundings
(9)	Respect (9)	Respect
(10)	Social	network (10)	Support	within	your	network
(11)	Education (11)	School	and	spare	time
(12)	Contact	with	peers (12)	Friends
(13)	Adequate	role	models	in	society (13)	Role	modelling	by	others

Society: future and past
(14)	Stability	in	life	circumstances (14)	Stability	in	life	course

Procedure
Data collection. The study was conducted during the period January 2015 to August 
2015. Once the research proposal was approved by the RTC board, we met with the 
managing director of the facility’s internal school to make practical arrangements for 
data collection. We then informed the teachers at the school during a team meeting 
about	 the	 research	 project	 and	 discussed	 final	 research	 choices,	 such	 as	 ways	 to	
recruit young people from their classrooms. During the summer, our contact continued 
with the managing director of the facility’s residential groups. Practical arrangements for 
data collection were made with the residential group staff.

Data	was	collected	in	two	stages.	The	first	data	were	collected	in	April	2015,	the	second	
in	July/August	2015.	In	April	2015,	the	researchers	visited	the	classrooms	and	explained	
the	study	to	the	young	people.	In	July/August,	the	vacation	period	had	already	begun,	
so instead of visiting the young people in their classes at school, the researchers 
approached them in the residential groups. 

The researchers explained to the young people that participation in the research was 
voluntary, and that the data would not be traceable to individual participants. The young 
people could also end their participation at any time if they chose to. The researchers 
took	 the	 participating	 young	 people	 to	 a	 separate	 room	 near	 the	 school	 classes/or	
residential groups to be interviewed.

Research protocol.	Before	the	interviewees	began	completing	the	BIC-S	questionnaire,	
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the researcher took the time to explain the research to ensure informed consent. The 
young	people	completed	the	questions	on	background	characteristics	along	with	the	
researcher.	They	were	then	allowed	to	complete	the	questionnaire	alone.	If	an	interviewee	
seemed	 to	 have	 trouble	 with	 reading	 or	 writing,	 they	 completed	 the	 questionnaire	
along with the researcher. The researcher noted how long it took to complete the 
questionnaire	 fully.	Young	people	 (n=68)	 took	on	average	13.5	minutes	 to	complete	
the	BIC-S	questionnaire	 (range	5	 to	30	minutes).	The	 researcher	also	observed	how	
the	young	person	completed	the	questionnaire.	The	researchers	observed	that	over	80	
percent	of	the	young	people	completed	the	questionnaire	without	any	difficulty.	Some	
participants	did	seem	to	have	difficulties	due	to	language	or	their	level	of	ability.	Also,	
four young people did not seem motivated prior to the research. 

The researcher and the interviewee then talked about their experience of completing 
the	questionnaire.	 The	 following	 topics	were	discussed:	 1)	whether	 they	 understood	
the	questions;	 2)	 if	 the	questionnaire’s	output	 reflected	 their	 experience	of	 the	 living	
environment	at	the	facility;	3)	if	they	could	suggest	changes	to	the	current	questionnaire,	
and	4)	if	the	questionnaire	was	experienced	as	‘helpful’	for	voicing	their	opinions	of	their	
current	living	environment	on	a	scale	from	zero	to	ten.

 

 

sub-questions 

main question 

open ended question 

Figure 1. Example of the ‘Safety: in and around the house’ living and care condition.
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The	 young	 people	 (n=67)	 rated	 the	 questionnaire	 on	 helpfulness	 for	 voicing	 their	
opinions on their current living environment on a scale of one to ten, resulting in a mean 
rating of M=7.74	(SD=1.58).	Ten	reported	that	they	found	the	questionnaire	‘too	general’	
or	 ‘boring’,	while	28	others	 found	 the	questionnaire	 to	be	 ‘clear	and	complete’.	Eight	
interviewees also reported that they had enjoyed expressing their views. One young 
person expressed that he or she would have enjoyed a more ‘one-to-one’ conversation 
rather	 than	 completing	 a	 questionnaire.	 Over	 one-third	 (n=27)	 of	 the	 interviewees	
suggested	changes	to	the	current	BIC-S	questionnaire,	such	as	more	in-depth	questions	
and	differentiation	based	on	the	individual’s	level	of	ability	or	the	specific	living	situation	
to be evaluated.

Data analysis
We	performed	a	Mokken	Scale	Analysis	(MSA)	to	examine	the	construct	validity	of	the	
BIC-S.	In	addition,	we	used	open	questions	and	further	qualitative	data	obtained	through	
conversation	with	the	young	people	after	completing	the	questionnaire	to	support	our	
knowledge of the research process.

Construct validity and reliability. MSA is based on the principles of Item Response 
Theory	(IRT).	Generally,	IRT	is	used	for	instruments	measuring	people’s	mental	abilities,	
personality	 traits	 or	 attitudes	 (Sijtsma	 &	 Molenaar,	 2002;	 Van	 Schuur,	 2003).	 MSA	
produces a scale where ‘items’ and ‘persons’ are ordered together. In the context of the 
BIC-S the ‘items’ are the fourteen living conditions. The living conditions can each be 
scored from 0 to 3. The ‘persons’ are the young people who participated in the study. 
The	order	of	the	mean	items	scores	(living	conditions)	is	used	to	estimate	the	order	of	
the items. The sum scores for each young person on the items are used to estimate the 
ordering of the young person’s position on the scale.

Because the scoring categories for the living conditions range from 0 to 3, an MSA for 
polytomous	items	was	applied.	We	used	the	package	MSP	5.0	(Molenaar	et	al.,	2001).	
The Mokken model is based on the following assumptions:

• The presence of an unidimensional latent trait: in our case, the existence of the 
‘quality	of	living	environment’	construct.	

• Stochastic independence. A young person’s responses to each of the fourteen 
conditions	 are	 independent	 and	 not	 influenced	 by	 their	 scores	 on	 the	 other	
conditions, given their position on the latent trait. 

• Monotone non-decreasing item response functions. The responses on the living 
conditions are a non-decreasing function of the latent trait. For the BIC-S, consider 
two	different	young	people,	Joey,	who	has	a	high	quality	 living	environment,	and	
Samantha,	 who	 has	 a	 low	 quality	 one.	 The	 probability	 that	 Joey	 will	 provide	 a	
positive response to a living condition, for example ‘respect’, is greater than the 
probability that Samantha will.

• Non-intersection of response functions for all items. In our case this means that if a 
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certain	living	condition	(for	example	‘respect’)	is	more	difficult	to	achieve	than	another	
one	 (for	example,	 ‘structure	and	 rules’),	 the	probability	of	a	positive	 response	 to	
‘structure and rules’ is greater than the probability of a positive response to ‘respect’ 
for all young people on the latent trait.

We	started	with	the	default	search	procedure	in	MSP	in	order	to	find	which	conditions	
form a reliable scale. Since MSP does not permit missing values, four cases with missing 
values on ‘school and spare time’ were excluded from this analysis. Since the conditions 
‘school and spare time’, ‘friends’ and ‘role modelling by others’ were excluded by the 
search	procedure	from	the	final	scale,	we	performed	MSA	using	the	selected	conditions	
and	including	all	74	participants.	We	used	Scalability	Coefficient	H	to	assess	the	strength	
of	the	final	scale.	A	value	of	H<0.3	indicates	a	poor	scale;	a	value	of	0.30≤H<0.40 is 
regarded	as	a	weak	scale;	a	value	of	0.40≤H<0.50	indicates	a	moderate	scale;	and	a	
value	of	0.50≤H<1.00 is regarded as a strong scale.

In addition, we used criteria values available in MSP known as ‘crit value’ to determine 
in	 greater	 detail	 which	 conditions	 were	 questionable	 under	 monotonous	 and	 non-
intersectional item response function assumptions. Conditions with crit values below 40 
are	satisfactory;	a	crit	value	between	40	and	80	is	questionable;	a	value	≥80	indicates	
a	violation	of	assumptions	(Sijtsma	&	Molenaar,	2002).	Once	a	satisfactory	scale	was	
obtained,	i.e.	all	the	items	met	the	requirements,	we	used	the	reliability	coefficient	(Rho)	
to	estimate	the	reliability	of	the	final	scale.	

We	then	performed	subgroup	analyses	for	 the	final	scale	with	regard	to	age,	gender	
and length of stay, in order to explore whether the Mokken scale assumptions hold for 
all subgroups, and whether the same ordering of items holds for all subgroups.

To evaluate how young people experience their current living environment within the 
residential centre in our sample, we estimated the positions of the young adults on the 
scale, and compared different subgroups based on age, gender and length of stay 
using independent sample t-tests.

Written information and experiences. In order to analyse the open-ended BIC-S 
questions,	 we	 used	 Atlas	 ti,	 version	 7.	 First	 we	 applied	 open	 coding	 to	 the	 written	
information. We then grouped recurring themes, and these themes were structured 
according to the fourteen BIC-S conditions. In order to explore the information regarding 
the	young	people’s	experiences	with	completing	 the	questionnaire,	we	used	Atlas	 ti,	
version 7 again.
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RESULTS

Construct validity and reliability
Final Scale.	We	found	that	three	conditions	were	excluded	from	the	final	scale,	namely	
the conditions ‘school and spare time’, ‘friends’, and ‘role modelling by others’. The 
final	 scale	 included	 eleven	 conditions	 regarding	 the	 living	 environment	 of	 young	
people	 in	 the	 residential	 facility	 (see	Table	3).	These	eleven	 living	conditions	 form	a	
moderate	scale	(H=.40)	to	measure	how	young	people	perceive	the	quality	of	their	living	
environment. A crit value of 80 for monotonicity was found for the ‘safe surroundings’ 
condition, indicating that the monotonicity for this item might be violated. All other items 
had crit values less than 80.

Table	3.	Ranking	of	the	BIC-S	conditions	in	the	living	environment	(N=74)
Conditions in the living environment Mean score H-coefficient
Stability	in	life	course	(14)1 1.55 .34
Respect	(9) 1.74 .45
Contact	with	your	caregiver	(3) 1.82 .49
Interest	in	who	you	are	(6) 1.88 .37
Safety:	in	and	around	the	house	(2) 1.92 .41
Structure	and	rules	(4) 2.01 .33
Adequate	role	modelling	by	your	caregivers	(5) 2.09 .43
Care:	food,	drinks,	clothing,	possessions	(1) 2.18 .39
Support	within	your	network	(10) 2.19 .43
Upbringing	and	care:	history	and	future	(7) 2.20 .47
Safe	surroundings	(8) 2.22 .31

Note:	Final	scale:	H=0.40;	Rho=0.86;	1 Numbers in brackets refer to the position of the conditions in 
the	original	BIC-S	(see	Table	1).	

Focusing on the ranking of the BIC-S childcare conditions, we see that the ‘stability 
in life course’ living condition has the lowest mean score. At the other end, the ‘safe 
surroundings’ condition has the highest mean score. This means that a high score on 
the ‘safe surroundings’ condition is easier to achieve than for the ‘stability in life course’ 
condition. 

Subgroup analysis. We were able to use all 74 cases for the subgroup analyses on age 
and gender. A total of 73 cases remained available for further analysis for the subgroup 
analysis on length of stay, due to missing values for one young person.

When we consider the different subgroups, Table 4 shows a weak to moderate scale 
for	separate	subgroups	 (age,	gender	and	 length	of	stay)	with	H-coefficients	 ranging	
from	.35	to	.45.	With	regard	to	the	age	subgroup	(age	group	‘16	to	22	years’)	and	the	
gender	subgroup	 (female),	 respective	crit	 values	of	117	and	187	 found	violations	of	
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monotonicity for the ‘safe surroundings’ condition.

If we consider the subgroup analyses on age, gender and length of stay, there are no 
reasons to assume that the scales of the subgroups differ from one another. 

Table	4.	Subgroup	analyses	of	BIC-S	conditions	in	the	living	environment	(N=74)
H-coefficient	

Age
11–15	years	(n=37)
16–22	years	(n=37)

.40

.39
Gender
male	(n=38)
female	(n=36)

.45

.35
Length of stay 
<	3	months	(n=38)
≥	3	months	(n=35)

.37

.44

Written Information and Experiences
Quantitative data.	 The	 perceived	 quality	 of	 the	 current	 care	 and	 living	 environment	
in	 the	 facility	 ranges	 from	1	 to	33,	with	a	mean	score	of	21.81	 (SD=6.37).	We	 found	
no	significant	differences	 in	 the	quality	of	 the	current	care	and	 living	environment	as	
experienced by the young people staying at the facility for the age, gender and length 
of	stay	subgroups.	In	addition,	we	found	95	percent	Confidence	Intervals	(CI)	for	the	
differences ranging from -4.48 to +4.68, indicating that the largest difference is smaller 
than	5	points	(on	a	scale	from	0	to	33).	Table	5	presents	the	young	people’s	perceived	
quality	of	the	current	care	and	living	environment	at	the	facility.	We	present	the	T-tests	
for	 subgroup	 differences	 and	 95	 percent	 confidence	 intervals	 for	 the	 differences	 in	
means between subgroups. 

Table	5.	Subgroup	differences	in	perceived	quality	of	the	living	environment	at	the	facility
M SD    T 95%	Confidence	Interval	(CI)

Age
11–15	years	(n=37)
16–22	years	(n=37)

22.68
20.95

6.54
6.16

t(72)=-1.171,	(n.s.) (-1.22;	4.68)

Gender
male	(n=38)
female	(n=36)

22.55
21.03

6.36
6.38

t(72)=-1.029,	(n.s.) (-4.48;	1.43)

Length of stay 
<	3	months	(n=38)
≥	3	months	(n=35)

21.21
22.34

5.96
6.87

t(71)=-.753,	(n.s) (-4.15;	1.88)

Note. n.s.=	non-significant

Qualitative data.	A	total	of	62	young	people	(84%)	provided	written	data	 in	response	
to	the	questions	about	their	experienced	living	environment.	Of	these	comments,	116	
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related	to	additional	specifications	(e.g.	some/sometimes)	in	response	to	the	questions.	
For	example,	23	young	people	responded	with	‘with	a	few/depends	on	who/with	some’	
to	the	question	‘Do	you	have	a	good	relationship	with	your	caregivers?’	

When	we	consider	the	first	seven	conditions	which	relate	to	upbringing	and	care,	22	
comments	made	by	young	people	referred	to	safety	issues	at	the	institute	(‘they	should	
pay	more	attention	to	aggressive	people’)	and	19	comments	referred	to	the	contact	they	
had	with	their	group	care	workers.	Over	one-third	(n=27)	of	the	young	people	explained	
that	there	were	significant	differences	between	group	care	workers	and	28	preferred	a	
more coordinated approach. Nine interviewees explained that they would value more 
understanding of their situation and that professionals should listen to them more. Six 
mentioned that they would like the professionals to treat them with greater respect, 
and eight would like professionals to take their opinions more seriously. As one young 
person put it:

I think group care workers should listen more to what young people want, 
because group care workers often think they know what’s best for them 
[young	people].	But	that’s	not	true	[…].	

(Young person, 16 years old).

Almost	 a	quarter	 of	 the	 interviewees	 (n=18)	 also	 stated	 that	 they	would	 like	 to	 have	
greater	 responsibility	 and/or	 freedom	of	movement	 during	 their	 stay	 in	 care.	One	 of	
them said:

More responsibility, for instance, with cooking and cleaning and the 
amount a young person eats. Of course, if something is up, the group care 
workers can interfere, but if we do not get the chance to be independent, 
that’s also a pity. 

(Young person, 14 years old).

Focusing on the seven conditions that relate to surroundings: neighbourhood and 
society,	 fourteen	comments	 related	 to	young	people’s	activities	and	provisions	 (they	
asked	 for	 more	 and	 more	 varied	 activities),	 and	 twenty	 comments	 were	 related	 to	
privacy/non-discrimination.	Ten	young	people	stated	that	they	wanted	to	be	treated	with	
greater respect by either their group care workers, or other young people staying at 
the institute. As one young person commented: ‘If you come out of the closet, they will 
harass you for it’. Nine interviewees also wrote additional information about the issue of 
discrimination, such as a girl who stated:
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Sometimes, not always with me, but for others, for instance with age, some 
are given more leeway than others. Or if there is a boy with a darker skin 
colour carrying a bag, then it’s a ‘bag of drugs’, but with white kids, it’s 
just a bag. 

(Young person, 16 years old).

DISCUSSION
With this study we aimed to explore the validity and reliability of the BIC-S by performing 
a Mokken Scale Analysis. We explored its construct validity and reliability on a group of 
74 young people in secure residential care in the northern Netherlands. In addition, we 
wanted to present how young people experience their current living environment within 
a secure residential youth care facility.

To	 be	 able	 to	 measure	 the	 young	 people’s	 views	 on	 the	 quality	 of	 their	 residential	
living	 environment,	 the	 psychometric	 properties	 of	 the	 BIC-S	 questionnaire	 need	 to	
be	 sound.	 Although	 the	 sample	 size	 was	 not	 large,	 we	 found	 that	 a	 total	 of	 eleven	
childcare	conditions	formed	a	moderate	scale	(H=.40)	for	measuring	the	overall	quality	
of a young person’s living environment while in secure residential care. A crit value of 
80 suggested that the assumption of monotonicity was violated for ‘safe surroundings’. 
Nevertheless,	we	decided	to	include	this	item	in	the	scale	because	it	has	a	sufficiently	
high	 H-coefficient.	 Due	 to	 low	 H-values,	 the	 ‘school	 and	 spare	 time’,	 ‘friends’	 and	
‘role	modelling	by	others’	conditions	were	excluded	from	the	final	scale.	These	three	
conditions all concern aspects of the ‘broader’ living environment. There were no 
indications that the ordering of the items was different for subgroups, indicating that 
we can use the instrument to compare the subgroups with respect to the BIC-S scores. 
There	were	no	significant	differences	found	between	subgroups.	

As	we	saw	in	our	qualitative	data,	some	young	people	seemed	to	experience	difficulties	
with	 answering	 questions	 which	 relate	 to	 conditions	 at	 the	 institute,	 as	 well	 as	 to	
conditions	back	home	(or	at	an	alternative	care	environment).	For	many	young	people	
in secure residential care, especially for those with the ‘privilege’ to go on care leave, 
the ‘inside world’ within the facility and the ‘outside world’ are often intertwined. Some 
youths	therefore	indicated	that	they	found	it	complicated	to	answer	questions	related	
to their surroundings: did we mean the environment at home, in the neighbourhood 
where the facility is located, within the walls of the facility, or at the group level? These 
questions	make	us	 think	 that	we	should	adapt	 the	questionnaire	 further	 to	 the	 living	
environment	that	specifically	applies	to	the	young	person	at	the	time	of	questioning.	
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When	we	consider	the	qualitative	data	participants	provided	in	response	to	the	questions	
about	 their	 experienced	 living	 environment,	many	offered	one	or	more	 clarifications.	
This	is	in	line	with	our	previous	study	(Ten	Brummelaar	et	al.,	2014)	in	which	we	found	
that young people preferred extra space for participants to tell their own personal story. 
If	we	consider	the	material	closely,	many	comments	included	the	specification	‘some/
sometimes/a	 couple’	 to	 explain	 why	 they	 made	 particular	 choices	 in	 their	 answers.	
Young people seemed to prefer the opportunity to express degrees or ‘hierarchy’ about 
how something occurred or was experienced in their living environment, rather than a 
simple	‘yes’	or	‘no’	(cf.	Charles	&	Haines,	2014).

Looking at the content of the written material, most comments related either to issues 
of personal safety and respect for an individual’s integrity, more varied activities and 
the	 quality	 of	 the	 services	 and	 facilities	 within	 the	 institute,	 or	 the	 relationship	 with	
care professionals, targeting collaboration and understanding of the young person’s 
perspective.	These	domains	are	broadly	in	line	with	the	three	key	principles	(the	three	
P’s)	of	 the	Convention	on	 the	Rights	of	 the	Child,	namely	provision	 (of	maintenance,	
housing,	 health	 and	 education),	 protection	 (from	 abuse,	 exploitation	 and	 harm)	 and	
participation	(the	right	to	be	heard,	express	views	freely,	et	cetera)	(Cousins	&	Milner	
2006).

If	 we	 focus	 on	 the	 experiences	 of	 young	 people	with	 completing	 the	 questionnaire,	
there	were	differences.	Some	struggled	to	complete	the	questionnaire,	while	for	others	
it seemed effortless. The differences were also displayed in the time it took for young 
people	to	complete	the	questionnaire	(5	to	30	minutes)	and	the	helpfulness	score	they	
awarded	to	the	questionnaire	(1	to	10).	In	addition	to	a	mean	helpfulness	rating	of	7.74	
and	over	one-third	of	the	young	people	stating	that	they	found	the	questionnaire	to	be	
clear	and	complete,	some	young	people	indicated	that	they	found	the	questionnaire	to	
be	too	easy/simple	and	therefore	boring.	The	opposite	was	also	noticed:	when	young	
people	struggled	too	much	with	the	questionnaire,	they	mostly	judged	the	questionnaire	
to	be	‘boring’.	These	results	could	imply	that	the	questionnaire	could	benefit	from	some	
further	differentiation	in	the	formulation	of	or	 instructions	regarding	specific	questions	
(cf.	Casas	et	al.,	2012;	Charles	&	Haines,	2014;	Ten	Brummelaar	et	al.,	2014).	

Strengths and Limitations
The BIC-S was originally designed to give a voice to young people about their current 
and future living environment, to support assessment and decision-making in legal 
and	care	areas.	Our	current	study	used	both	qualitative	and	quantitative	methods	 to	
assess the experiences of young people with the BIC-S instrument. We focused in this 
study on the current situation within the residential facility. We did so for two reasons. 
First,	we	intended	to	minimize	the	demands	we	made	on	the	participants.	We	therefore	
asked the young people to complete the BIC-S ‘only’ for their present living environment 
at the facility. Second, the current experiences of young people and the scores they 
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assigned to the living conditions at the facility are more suitable for exploring the validity 
of the instrument than their expected future living environment. We are aware that this is 
nonetheless	a	part	of	the	picture	that	the	questionnaire	is	intended	to	capture.	Moreover,	
we	used	a	convenience	sample,	which	makes	 it	difficult	 to	 investigate	 the	 impact	of	
non-response. We recommend further research into the psychometric properties of the 
questionnaire	because	the	sample	size	of	74	is	rather	small	for	MSA.	Since	the	results	
are	in	line	with	BIC-Q	results	from	other	studies,	we	believe	we	can	conclude	that	the	
BIC-S has potential to serve as an instrument for young people to voice opinions on their 
living environment while staying in residential care.

Further research
Our	previous	study	(Ten	Brummelaar	et	al.,	2014)	already	made	‘[…]	clear	that	length,	
layout and distinctness were essential elements to attract the attention of the young 
person	user’	 (p.	579).	However,	 the	analysis	 from	our	current	observations	and	one-
to-one conversations, combined with the BIC-S data, point to further adaptations to 
optimize	the	BIC-S	as	an	assessment	tool	in	secure	and	non-secure	residential	youth	
care.

It would also be interesting to consider young people’s perceptions of their experiences 
of	 their	 secure	 residential	care	placement	using	 the	BIC-S	questionnaire,	 in	addition	
using	the	BIC-Q	to	record	the	perspectives	of	care	professionals.	Through	this,	it	would	
be informative to see to what extent these two sets of perspectives on the young people’s 
living environment correspond. 

Furthermore, when a young person leaves residential care, it is important that he or 
she	 returns	 to	 a	 socio-pedagogical	 environment	 of	 good	quality,	 thereby	 enhancing	
the	 ‘sustainability’	 of	 the	 treatment	 outcomes	 achieved	 (Kalverboer	 et	 al.,	 2012).	
Mapping young people’s perceptions and wishes regarding their post-residential living 
conditions and comparing these with their actual experiences after leaving care could 
yield valuable feedback for the professionals in charge of preparing and supervising 
these	 youths’	 transition	 to	 post-residential	 circumstances	 (cf.	 Stein	 &	Munro,	 2008).	
Finally, despite the increased knowledge on ‘what works’ in residential care, it is still 
difficult	 to	 link	specific	care	process	content	 to	outcomes	(Harder	&	Knorth,	2015).	 It	
would therefore be interesting to see if there is a relationship between the experienced 
living environment in the facility on the one hand, and the young person’s development 
in	the	short	and	long	term	on	the	other	(see	also	Heynen,	2015).
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The central aim of this dissertation was to shed new light on the participation of young 
people	 in	decision-making	procedures	while	staying	 in	 (secure)	 residential	care.	We	
did so by focusing on the current state of knowledge on the participation of young 
people	 in	decision-making	procedures	related	 to	 their	stay	 in	care;	by	 looking	at	 the	
experiences and perceptions of both young people and care professionals working in 
such	facilities;	and	by	the	development	of	a	tool	−	the	Best	Interest	of	the	Child−Self-
report	questionnaire	 (BIC-S)	−	 that	might	 support	 young	persons	 in	expressing	 their	
views in decision-making processes related to their living environment while staying in 
care. 

Participation in decision-making procedures of young people in care is – besides being 
a fundamental right – regarded a key aspect that affects their current or future living 
circumstances	and	might	 improve	the	quality	of	decision-making	on	and	the	delivery	
of	providers’	services.	Although	care	and	treatment	in	secure	residential	care	is,	in	first	
instance, based on a coercive measure and thereby substantially constraining the room 
for participation in decision-making, it is likely that participation is also essential for 
young	people	in	these	facilities.	The	main	findings	of	this	dissertation	will	be	of	interest	
for a broad array of services directed at supporting young persons in residential settings. 

In	 this	final	chapter,	we	will	summarize	 the	main	findings	 for	each	research	question	
addressed	 in	 this	 dissertation.	 Hereafter	 we	 will	 provide	 a	 critical	 reflection	 on	 our	
main results. Next, the strengths and limitations of the study will be presented. Finally, 
we	conclude	 the	chapter	by	 reflecting	on	 the	 implications	and	 recommendations	 for	
research and practice. 

MAIN	RESEARCH	FINDINGS
The	main	research	findings	for	each	of	the	six	research	questions	can	be	summarized	
as follows. 

Current state of knowledge
In order to provide a context to the study, we initially focused on Dutch residential child 
and	youth	care	practices.	Hereby,	our	first	 research	question	was:	What is currently 
known about the Dutch residential child and youth care practices? 

From	 studying	 recent	 literature	 on	 residential	 care	 (chapter 2)	 we	 concluded	 that,	
over the years, residential youth care underwent several positive developments. Within 
residential care practices there has been an increased cooperation between system 
parties	 (i.e.,	 residential	 facilities,	 social	workers,	 juvenile	 justice	 system);	 a	 focus	 on	
implementation	 of	 effective	 treatment	 interventions;	 and	 on	 ‘what	 works	 for	 whom’	
(Harder,	 2011;	 Helmond,	 2013;	 Heynen,	 2015;	 Nijhof,	 Veerman,	 Engels,	 &	 Scholte,	
2011;	Van	der	Helm,	2011).	Participation	of	the	young	person	and	his/her	context	has	
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become	a	key	aspect	in	both	policy	and	practice.	However,	supporting	young	people	in	
a way in which their best interests are taken into account and their voices are heard and 
given	due	weight,	still	remains	an	important	challenge	within	Dutch	(secure)	residential	
youth	care	−	especially,	since	 recent	changes	 in	 the	youth	care	system	and	 related	
budget cuts may put pressure on the primary care process and therefore also may lead 
to	less	time	and	space	for	(implementing)	participation.	

Considering	 that	 (Dutch)	 residential	 treatment	 underwent	 various	 changes	 over	
the years and increasingly seems to aim at the inclusion and participation of young 
people	and	their	context	in	care-related	decisions,	our	second	research	question	was:	
What is known, based on research literature from 2000 up to 2016 about a) the actual 
opportunities for young people in (secure) residential care to participate in decisions 
regarding the contents and setting of care and treatment, b) the possible challenges 
to and facilitators of participation, and c) the outcomes of care related to (a lack of) 
participation? 

A systematic assessment of the literature on the level and type of participation of young 
people	in	decision-making	procedures	related	to	their	stay	in	residential	care	(chapter 
3)	showed	us	that	−	despite	several	(in)formal	safeguards	−	young	people	experienced	
limited	 opportunities	 to	 really	 impact	 (the	 outcomes	 of)	 a	 decision.	 Furthermore,	 the	
16 studies that met our search criteria suggest that young people have restricted 
possibilities to ‘meaningful’ participate in decision-making. Next, various challenges 
and facilitators of participation processes were reported regarding the level of the 
young	person,	 the	professional,	and	 the	 (socio-cultural)	context.	None	of	 the	studies	
provided strong evidence for a causal connection between the ‘amount’ of participation 
in decision-making and the outcomes of residential care, mainly because most of the 
studies	had	a	descriptive	research	design.	Only	 the	study	by	Carrà	(2014)	reports	a	
significant	relationship	between	participation	in	decision-making	and	care	effectiveness,	
operationalised in terms of young persons’ emotional well-being. Based on our review 
study we recommend a further focus on what participation exactly entails within the 
context of residential care, how to further implement participation within daily practice, 
and to develop an in-depth understanding of the perceptions of participation from both 
young people processed through the system and the professionals working with these 
young people. 

Experiences and perceptions
After discussing the current state of knowledge on the participation of young people 
in	decision-making	procedures	while	staying	in	residential	care,	we	zoomed	in	on	the	
experiences and perceptions of participation by young people in secure residential 
care.	Our	third	research	question	was:	What are the perspectives of young people on 
their experiences with participation in decision-making during their stay in a secure 
residential care setting, such as a Juvenile Justice Facility?
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In	 our	 qualitative	 study	 (chapter 4)	 we	 conducted	 semi-structured	 interviews	 with	
18 young people staying in a JJF. We constructed a conceptual model to provide 
further	 insight	 into	 the	decisions	 that	 seem	 to	 occur	within	 JJFs	 (see	 also	Southwell	
&	 Fraser,	 2010).	We	 hereby	divided	 the	decisions	 that	 occur	 in	 the	 facility	 between	
everyday issues	(e.g.,	rules,	household	matters)	and	higher order decisions	(e.g.,	case	
planning,	 treatment	 goals).	 Several	 young	 people	 brought	 forward	 they	 felt	 listened	
to	and	had	no	difficulties	sharing	 their	views	on	decisions.	Our	 results	 indicated	 that	
within the structured context of the JJF, young people experienced a certain degree 
of freedom with regard to everyday decisions as well as higher order decisions, such 
as room for choice with regard to group activities or for discussing treatment goals, 
respectively.	However,	the	young	people	had	mixed	views	on	their	actual	involvement	
in	decision-making,	especially	when	it	came	to	seeing	a	(direct)	impact	of	their	views	
on	 the	outcomes	of	decisions.	There	seemed	 to	be	numerous	 (physical)	boundaries	
which	 limited	the	young	person’s	participation	process	(e.g.,	 the	 institute’s	buildings,	
the	juridical	procedure,	group	sanctions).	Our	results	also	showed	us	that	most	young	
people wanted to be involved in decisions that really had an impact on their stay in 
care	(cf.	Henriksen,	2008;	Munro,	2001).	However,	some	young	people	did	seem	to	be	
indifferent when talking about their role in decision-making procedures. Furthermore, 
several young people were hesitant or suspicious of sharing too much information with 
professionals.	 These	 findings	 emphasise	 the	 importance	 of	 looking	 further	 into	 the	
factors that underlie the possibilities of participation within secure residential care. 

Besides the perspectives of young people on the topic of participation in decision-
making, we also wanted to focus on the experiences and perceptions of care 
professionals working with these young people, including the role they have in the 
participation	process	 of	 young	people.	 Therefore,	 our	 fourth	 research	question	was:	
What are the perceptions and experiences of care professionals working in JJFs with 
participation of young people, thereby focusing on the factors that might influence the 
young person’s participation in decision-making while staying in a secure residential 
care facility, such as a Juvenile Justice Facility?

In	 our	 qualitative	 study	 (chapter 5)	 we	 interviewed	 24	 professionals	 working	 in	
two different JJFs in the Netherlands. Professionals have mutually similar – though 
fragmented	–	images	of	participation	(e.g.,	listening	to	the	young	person,	showing	him/
her	respect,	striving	for	reciprocity	in	the	communication),	and	they	were	aware	of	the	
need of youth participation in their work. At the same time, professionals expressed the 
need	to	be	clear	about	expectations	and	(existing)	boundaries	to	young	people	in	relation	
to participation. By linking participation one-on-one with boundaries, professionals 
create	a	border	to	participation.	These	findings	suggest	that	the	context	in	which	care	
professionals work determines in a way how they look at participation. In other words, 
the	context	of	JJFs	may	shape	the	specific	meaning	of	participation	for	professionals.	
Based on the perceptions and experiences of professionals we developed a conceptual 
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model of factors that are associated with the young person’s participation in decision-
making while staying in coercive care, consisting of organisational and socio-legal 
factors, care-professional factors, young person factors, and residential group factors 
(cf.	Horwath	et	al.,	2012).	The	model	contributes	to	 the	building	of	a	 theory	on	youth	
participation	 in	 residential	 care.	 Based	 on	 our	 findings	 we	 recommend	 a	 structural	
embedding of young people’s participation in secure residential facilities in a way that 
takes the needs and perspectives of both young people and professionals into account. 

Supporting young persons in expressing their views 
In an attempt to enhance participation of young people in residential care, we have 
developed a tool that might support young people in expressing their views in decision-
making	processes	while	staying	in	secure	residential	care.	Our	fifth	research	question	
was: How can we develop, in collaboration with young people in secure residential care, 
a self-report questionnaire that enables them to express their own views on key aspects 
of their current and future living environment? 

Through a participatory development process, in which we closely cooperated with 
young	people	and	care	professionals	 from	a	secure	residential	care	 facility	 (chapter 
6),	we	constructed	 the	Best Interest of the Child − Self-report questionnaire (BIC-S).	
The	instrument	incorporates	fourteen	(pedagogical)	environmental	conditions	which	all	
together	represent	the	perceived	quality	of	the	living	environment	in	which	young	people	
are	staying.	It	builds	further	on	the	Best	Interest	of	the	Child	model	and	questionnaire	
(Kalverboer	et	al.,	2012;	Kalverboer	&	Zijlstra,	2006;	Zijlstra,	2012).	The	14	conditions	
refer	to	1)	Care:	food,	drinks,	clothing,	possessions;	2)	Safety	in	and	around	the	house;	
3)	Contact	with	caregivers;	4)	Structure	and	rules;	5)	Adequate	example	by	caregivers;	
6)	 Interest	 in	who	you	are;	7)	History	and	future	of	upbringing	and	care;	8)	Safety	of	
surroundings;	9)	Respect	for	who	you	are;	10)	Support	within	your	network;	11)	School	
and	spare	time;	12)	Friends;	13)	Adequate	example	by	others;	and	14)	Stability	in	the	life	
course. The BIC-S aims to enable young people to express their own views regarding 
these key aspects of their current and future living environment. 

The participatory development process provided insight into the ecological validity of 
the	BIC-S.	In	focus	groups	young	people	brought	forward	they	wanted	the	questionnaire	
to be short, uncomplicated, attractive, and to be incorporated as part of the dialogue 
between professionals and young people. Also, they preferred some ‘open space’ 
to express themselves on things that occurred or were experienced in their living 
environment,	 instead	 of	 only	 simple	 ‘yes’	 or	 ‘no’	 answered	 questions	 (cf.	 Charles	 &	
Haines,	2014).

One of our recommendations was to investigate the psychometric properties of the 
questionnaire	 and,	 if	 assessed	 as	 adequate,	 to	 get	 an	 indication	 of	 young	peoples’	
experiences	of	 their	 residential	 living	environment,	based	on	 the	questionnaire	data.	
Therefore,	 in	our	 final	 study	we	examined	 the	 following	 research	question:	What are 
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the psychometric properties of the self-report questionnaire and how do young people 
experience their current living situation within a secure residential care facility? 

We	examined	the	construct	validity	of	the	BIC-S	through	a	Mokken	Scale	Analysis	(MSA)	
in	a	sample	of	74	young	people	staying	 in	a	secure	residential	care	 facility	 (chapter 
7).	A	total	of	11	living	environmental	conditions	formed	a	moderate	scale,	in	which	the	
conditions	‘School	and	spare	time’,	‘Friends’,	and	‘Examples	by	others’	−	representing	
conditions belonging to the broader	living	environment	−	were	excluded	from	the	final	
scale. A closer look at the outcomes showed that some young people experienced 
difficulties	answering	questions	 that	 related	both	 to	 the	situation	 in	 the	 facility	and	 to	
their	situation	back	home.	Furthermore,	the	perceived	quality	of	 the	current	care	and	
living	environment	in	the	facility	ranged	from	1	(lowest	quality)	to	33	(highest	quality)1, 
with	a	mean	score	of	21.81	(SD=6.37).	This	suggests	that	improvements	in	the	quality	of	
the living conditions are needed. In addition, most of the young people provided further 
information about their time in the facility by writing comments in the open spaces of 
the	BIC-S.	Most	comments	made	related	 to	1)	personal	safety	and	respect	 for	one’s	
integrity;	to	2)	the	variety	of	activities	within	the	facility;	and/or	to	3)	the	relationship	the	
respondents had with their care professionals. 

Our	findings	indicate	that	the	BIC-S	has	the	potential	to	serve	as	an	instrument	for	young	
people	in	(secure)	residential	youth	care	to	voice	their	perceptions	on	their	current	living	
environment in the process of assessment and decision-making. To make the instrument 
suitable for everyday clinical practice it needs further elaboration, such as the possibility 
to	differentiate	and	adapt	to	specific	living	arrangements	(e.g.,	semi-residential	care	vs.	
continuous	stay	in	care;	voluntary	placement	vs.	coercive	measures).

DISCUSSION	OF	MAIN	FINDINGS
Children’s	rights	are	intended	precisely	for	young	people	in	a	fix,	such	as	young	people	
who are temporarily or permanently deprived from their family environment or in whose 
own best interests cannot be allowed to remain in that environment. Participation of 
young people is one of the basic principles of the Convention on the Rights of the 
Child	(1989)	and	therefore	a	fundamental	right	for	every	young	person	growing	up	in	
residential care. Participation of young people is intertwined with power, development 
and	change	(Thomas,	2007,	p.	206).	At	the	same	time,	within	(secure)	residential	care	
decision-making	takes	places	in	a	context	of	interdependence	(Bell,	2011,	p.	199).	The	
(care)	environment	of	the	young	person	should	thereby	promote	optimal	developmental	
and empowerment chances. Participation is thus not an end in itself, but a process by 
which the lives of young people can be improved.

1	 	The	scoring	categories	for	the	main	questions	for	the	main	questions	are:	Unsatisfactory	(0),	
Moderate	(1),	Satisfactory	(2),	and	Good	(3).	Because	the	final	scale	of	the	BIC-S	has	11	conditions,	the	
minimum score of the BIC-S is 0 and the maximum score is 33.
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Our study provided insight into young people’s participation in decision-making while 
staying	 in	secure	 residential	care.	As	soon	as	a	young	person	 is	placed	 in	 (secure)	
residential care, he or she is confronted with numerous decisions related to everyday 
issues and higher order decisions (cf.	Southwell	&	Fraser,	2010;	Ten	Brummelaar	et	
al.,	 2014).	 Secure	 residential	 facilities	 are	 highly	 structured	 environments,	 in	 which	
many	decisions	are	fixed.	Within	these	structured	environments,	there	is	some	degree	
of freedom, in other words a ‘space between the borders’ for the young person’s 
participation process.

Our study showed that within secure residential care there are several formal safeguards 
for	the	young	person	to	express	his/her	views,	such	as	through	a	complaints	committee,	
a	month	commissioner,	the	possibility	to	file	a	complaint	against	the	facility	through	a	
lawyer, or becoming a member of the youth council. In addition, in recent years there 
has been an increased focus on creating a safe and stimulating living climate within 
Dutch	secure	residential	care	 in	which	 the	dialogue	between	 the	young	person	(and	
his/her	context)	and	the	care	professionals	working	 in	 the	 facilities	has	a	central	 role	
(cf.	Bramsen,	Willemse,	&	Cardol,	2015;	Harder	et	al.,	2012;	Van	der	Helm	et	al.,	2013).	

Despite	 these	 (in)formal	 safeguards	 the	opportunities	 for	 young	people	 still	 seem	 to	
be	 limited	 to	meaningfully	 participate	 in	 decision-making	 procedures;	 young	people	
experience little opportunity to really impact	 (the	 outcomes	of)	 a	decision.	 This	 is	 in	
line	with	findings	from	studies	conducted	in	other	areas	of	care,	such	as	child	welfare,	
child	protection	and	family	law	(Cashmore,	2002;	Cashmore	&	Parkinson,	2009;	Costa	
El-Hage,	 2007;	Gallagher	 et	 al.	 2012;	 Franklin	 &	 Sloper,	 2006;	 Freundlich,	 Avery,	 &	
Padgett,	 2006;	 Metselaar,	 Knorth,	 Van	 Yperen,	 Van	 den	 Bergh,	 &	 Horstman,	 2016;	
Röbäck	&	Höjer	2009;	Van	Bijleveld	et	al.,	2014;	Vis	&	Thomas	2009).	In	addition,	our	
study showed that professionals sometimes see participation as a luxury for young 
people, which comes as reward for good behaviour instead of as a basic need in the 
care	and	treatment	process.	Using	participation	as	a	‘method’	to	achieve	external,	adult-
led aims is considered to be ‘tokenistic’ and is a fundamental problem for participatory 
theory	and	practice	(cf.	Hart,	1992;	Thomas,	2007).	In	this	way	opportunities	for	positive	
youth involvement remain limited and, therefore, contravene the basic right of young 
people to develop within the institutions’ walls. 

Interestingly, despite most young people wanting to be involved not only in trivial decisions 
but	also	in	decisions	that	really	had	an	impact	on	their	stay	in	care	(cf.	Henriksen	et	al.,	
2008;	Munro,	2001),	not	all	young	people	were	as	‘into’	participation.	Some	of	them	did	
seem to be indifferent when talking about their role in decision-making procedures. 
Some	studies	bring	forward	that	lacking	adequate	participation	possibilities	may	cause	
young people to stop caring, or to develop feelings of indifference with regard to their 
participation	process	 (cf.	 Fudge	Schormans	&	Rooke,	 2008;	 Leeson,	 2007;	 Polvere,	
2014).	Also,	several	young	people	in	our	study	were	hesitant	or	suspicious	of	sharing	
too much information with professionals. They explained that they were highly aware 
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that ‘things they say’ may be used against them by professionals further along the care 
path. In addition, young people also had reservations about sharing information with 
professionals, as some of them already had numerous experiences within the care 
system	and	oftentimes	dealt	with	many	professionals	in	their	past	(cf.	Henriksen	et	al.,	
2008).	We	suggest	to	further	examine	the	possibilities	for	cooperating	with	these	relatively	
‘hard	 to	 reach’	 young	people	 (Brauers,	Kroneman,	Otten,	Lindauer,	&	Popma,	2016;	
Harder,	2015;	Ryan	&	Deci,	2000).	Especially	for	these	young	people,	guaranteeing	that	
participation is not used as a ‘method’ to achieve external, adult-led aims is important 
(e.g.	by	rewarding with participation, or punishing	by	taking	away	participation).	

In our study, even for hard to reach young people, a positive relationship between the 
young person and the care professional has been indicated as a key aspect in the young 
person’s participation process. Such a relationship is enhanced by communicative 
assets like showing an understanding of the young person’s psychological state, 
listening	to	his/her	story,	showing	respect,	and	aiming	for	reciprocity	in	encounters	and	
contacts	(Brown	et	al.,	2011;	Cousins	&	Milner,	2006;	Henriksen	et	al.,	2008;	Malmsten,	
2014;	Salamone-Violi	et	al.,	2015;	Stevens,	2008).	Not	only	within	the	literature	on	youth	
participation	 is	 this	 relationship	 considered	 to	be	 essential	 (see	 for	 instance	 Iachini,	
Hock,	Thomas,	&	Clone,	2015).	Also	in	secure	residential	care,	a	positive	relationship	
between	a	young	person	and	his/her	professional	caregiver	is	associated	with	higher	
treatment	 satisfaction	 experienced	 by	 young	 people	 (Harder,	 Knorth,	 &	 Kalverboer,	
2012).	In	order	to	facilitate	a	positive	relationship,	a	safe	and	stimulating	context	is	from	
utmost	importance	(see	also	Munford	&	Sanders,	2015).	However,	our	study	shows	that	
residential	 treatment	 providers	 oftentimes	 deal	 with	 conflicting	 agendas,	 inadequate	
funding	and	far-reaching	statutory	regulations	(see	also	Bell,	2011;	Brown	et	al.,	2011;	
Cousins	&	Milner,	 2006;	 Fudge	Schormans	&	Rooke,	 2008;	Manful	&	Manful,	 2013).	
Furthermore, the environment of secure residential care in which care professionals 
operate	can	be	regarded	as	fairly	constraining.	This	might	conflict	the	efforts	to	stimulate	
the participation of young people in decision-making procedures. 

 As a result, the promotion of youth participation should not only take place at the level 
of the professionals, but also needs to be facilitated at the level of the organisational 
environment	 in	which	the	professional	operates	(see	also	Anthonio,	2016;	Bell,	2011;	
Van	der	Helm	et	 al.,	 2013).	 In	 line	with	 this,	 a	 recent	 publication	by	 the	Council	 for	
Public	 Health	 and	 Society	 [in	 Dutch:	 Raad	 voor	 Volksgezondheid	 en	 Samenleving]	
(2016)	concludes	 that	managers,	 in	 their	administrative	decisions,	could	and	should	
further	 connect	 with	 experiences	 and	 perceptions	 of	 care	 professionals.	 Herewith,	
participation on the level of the primary process in which the care professional and the 
young person interact with one another will only succeed if this process is supported by 
the	management	(organisational	level).	For	professionals	it	is	as	equally	important	that	
the management level guarantees participation not to be used simply as a ‘method’ to 
achieve external, management-led aims. 
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In order to establish participation at the level of the organisational environment, the 
existence	of	common	frameworks	that	endorse	participation	are	required,	such	as	the	
United	Nations	Convention	on	the	Rights	of	the	Child	(CRC)	and	its	translation	to	national	
policy. In 2013, the Committee on the Rights of the Child, the treaty body of the CRC, 
adopted	General	Comment	(GC)	No.	14	on	the right of the child to have his or her best 
interests taken as a primary consideration. The GC pays special attention to the role of 
the	child’s	views	in	decision-making	processes.	Hereby	the	General	Comment	refers	to	
article	12	of	the	CRC,	broadly	known	as	the	‘participation’	article	(UN	Committee	on	the	
Rights	of	the	Child,	2009).	According	to	the	GC	‘…any	decision that does not take into 
account the child’s views or does not give their views due weight according to their age 
and	maturity,	does	not	respect	the	possibility	for	the	child	or	children	to	influence	the	
determination	of	their	best	interests’	(UN	Committee	on	the	Rights	of	the	Child,	2013,	p.	
13,	our	italics).	

STRENGTHS	AND	LIMITATIONS	OF	THE	STUDY
When	we	reflect	on	our	study,	there	are	both	strengths	and	limitations	to	the	way	we	
studied the young person’s participation process.

Strengths 
First, with this thesis we assessed the young person’s participation in decision-making 
processes	while	staying	in	(secure)	residential	care.	We	conducted	a	thorough	literature	
search to assess the current state of knowledge with regard to the topic of participation 
in residential care. Through this search, we contributed to the current knowledge on 
the content of and the setting wherein participation in decision-making takes place, 
including the underlying factors that support or challenge young people’s participation 
while staying in residential care.   

	Second,	 in	our	study	we	used	both	quantitative	and	qualitative	research	methods	to	
look into the perspectives of young people and professionals, which provided useful 
supplementing	 information	(Wright	&	Bouffard,	2016).	Focusing	on	 these	 two	parties’	
perspectives	and	experiences	offers	insight	into	the	role	they	(think	they)	play	and	the	
behaviours	they	show.	Furthermore,	based	on	this	information	‘from	the	floor’	we	were	
able to construct conceptual models and therewith contributing to the building of a 
practice-informed theory on youth participation in residential care.

Third,	we	developed	a	reliable	and	valid	tool	−	the	BIC-S	−	to	support	the	young	persons’	
expression of views in decisions related to their living environment while staying in 
secure residential care. In the development process of this instrument, we actively 
involved young people during various stages of the research process. The participatory 
approach without doubt contributed to the ecological validity of the instrument. Powell 
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and	Smith	(2009)	argument	in	favour	of	such	an	approach	that	children	should	always	
be	viewed	as	social	actors	who	can	play	a	part	in	the	decision	to	participate	(or	not)	in	
research,	as	long	as	a	‘general	child-centred	perspective	guides	researchers’	(p.	139).	

Limitations
Participation	of	 young	people	 in	decision-making	has	universal	 value	 (Committee	on	
the	Rights	of	the	Child	in	2009;	Convention	on	the	Rights	of	the	Child,	1989).	However,	
most studies on youth participation are conducted in Western countries. With this, it is 
difficult	to	tell	if,	and	how,	participation	has	value	in	other	countries.	It	is	inappropriate	
to	assume	that	an	Anglo-European	perspective	on	the	topic	of	participation	should	fit	
all	 other	 countries	 around	 the	world	 (see	 also	Henrich,	Heine,	&	Norenzayan,	 2010;	
Zevulun	et	al.,	2015).	When	interpreting	the	results	of	this	thesis,	it	is	necessary	to	take	
this cultural aspect into account. 

Our	 study	mainly	 has	 a	 qualitative	 nature.	 Therefore	 it	 is	 not	 possible	 to	 generalize	
outcomes to young people or care workers beyond the samples in the present study. 
Further, since participation in our research was voluntarily, some young people did 
not	participate	 in	our	study	(e.g.,	young	people	with	bad	psychological	conditions	or	
having	a	negativistic	attitude	against	participation	in	research).	In	chapter	4	and	5	we	
included only boys staying in JJFs. Young females and professionals currently working 
with them in these institutes and other coercive settings, such as secure residential 
care centres [JeugdzorgPlus instellingen], were not engaged. So our sampling in these 
chapters	might	have	given	a	somewhat	limited	picture.	However,	when	we	look	at	the	
total	population	of	young	people	staying	in	JJFs	in	the	Netherlands,	nearly	96%	is	male	
(Valstar	&	Afman,	2013).	With	the	increasing	knowledge	on	female	delinquency	(Lambie	
&	Randell,	2013;	Hoeve	et	al.,	2012)	and	females	 in	(secure)	residential	care	(Nijhof,	
2015;	Sonderman,	Van	der	Helm,	Gutterswijk,	&	Stams,	2015),	it	would	be	interesting	to	
investigate if the needs expressed by the male participants also apply to females and 
professionals working with young females in comparable settings. In addition, because 
we only focused on JJFs it would therefore also be advisable to further expand the study 
to secure residential care centres. 

Furthermore, we did not direct our attention to the ‘actual’ or ‘live’ participation of young 
people in decision-making procedures. Even though we did join the daily affairs of the 
institutes during the time of the data collection phase and got a real good impression of 
the interactions between workers and inhabitants, we chose to focus on their views and 
perceptions. We do recommend further exploration of the actual participation process 
through	the	use	of	multiple	data	collection	methods	(such	as	observations)	and	data	
triangulation in future research. The strengths of such data collection methods are shown 
in	 a	 recent	 special	 issue	 on	 conversational	 contexts	 (Harder,	 Hall,	 &	 Van	Nijnatten,	
2016),	in	which	direct	observations	and	close	analyses	of	naturally	occurring	processes	
are used to study dynamics of relationships between child welfare workers and clients, 
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also	in	relation	to	residential	care	practices	(Eenshuistra,	Harder,	Zonneveld,	&	Knorth,	
2016).		

Finally, the results regarding the psychometric properties of the BIC-S have been 
evaluated as ‘moderate’. So the instrument is not yet one-on-one applicable in everyday 
clinical practice. Since the instrument has shown to have potential value in ‘voicing’ 
young	persons’	perception	of	 their	 living	situation	 in	 (secure)	 residential	care,	 further	
research	into	the	use	and	usefulness	of	the	questionnaire	is	recommended.	For	instance,	
it	would	be	interesting	to	further	investigate	how	perceptions	of	young	people	(BIC-S)	
relate	to	the	judgement	of	professionals	(BIC-Q)	(Kalverboer	et	al.,	2012).	

RECOMMENDATIONS	AND	FUTURE	PERSPECTIVES
Our study offers recommendations for both research and practice. In the following 
section	 we	 first	 discuss	 recommendations	 and	 future	 perspectives	 with	 regard	 to	
research.	 Second,	 we	 reflect	 upon	 recommendations	 and	 future	 perspectives	 with	
regard to practice. 

Recommendations and future perspectives for research
Focusing on the current state of knowledge about participation within residential care 
practices, we see that participation in decision-making is acknowledged as essential 
in	the	quality	of	care	and	treatment	of	young	people.	As	we	saw	in	all	chapters	of	this	
thesis, there are various ways of looking at the concept of participation, and therefore, 
the	concept	of	participation	is	quite	challenging	to	actually	measure.	In	addition,	there	
is a lack of standard measurement tools by which participation is monitored, and a 
lack of longitudinal research designs assessing the contribution of participation to 
treatment	outcomes	(Charles	&	Haines,	2014;	Gallagher	et	al.,	2012;	Vis	et	al.,	2011).	
At the same time, we recognise the complexity that arises when striving for uniformity, 
especially when participation is seen as a social phenomenon ‘interwoven’ throughout 
daily	practice	(cf.	Casas,	2016).

There are several sound frameworks1 used in practice and research, which offer potential 
value	in	the	care	and	decision-making	processes	in	(secure)	residential	care	(see	for	
instance	Charles	&	Haines,	2014;	Kirby	et	al.,	2003).	Recently,	 the	 focus	has	shifted	
towards	the	factors	which	underlie	the	participation	process	(Horwath	et	al.,	2012).	In	
our study, we assessed factors that promote and interfere with participation of young 
people	in	(secure)	residential	care	by	conducting	a	systematic	research	review	(chapter	
3)	and	an	empirical	study	(chapter	5).	Moreover,	the	two	conceptual	models	(the	first	
exploratory	 in	chapter	4,	 the	second	explanatory	 in	chapter	5)	 that	we	developed	 in	

1	 	The	non-profit	organisation	Creative	Commons	(2012)	offers	an	extensive	overview	of	39	
participation	models,	which	have	been	developed	between	the	period	1969	(Arnstein’s	Ladder	of	
citizen	participation)	to	2012	(Shier's	et	al.	YingYang	model	of	Youth	Participation).
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this study, contribute to further theory building on participation in decision-making with 
regard	to	(secure)	residential	care.

International cooperation between scholars from different countries on how to come to 
such a common understanding of participation in relation to different contexts would be 
a	first	step	(see	also	Casas,	2016).	A	significant	development	in	this	area	is	a	recently	
established	 working	 group	 on	 Therapeutic	 Residential	 Care	 (TRC)	 (Whittaker	 et	 al.,	
2016).	 With	 this,	 the	 possibility	 arises	 to	 provide	 further	 insight	 into	 the	 challenges	
and facilitators to participation of young people in residential care. In line with this, 
Casas	(2016)	argues	that	this	must	not	go	without	including	young	people:	“…	we	need	
empirical evidence on children’s points of view from as many countries as possible 
to make possible a broad international debate. And for that purpose we need young 
people to be involved in our research, to be considered active social agents who 
have the capacity to advise and improve our research and our action to improve our 
societies.”	(p.	6).	

Recommendations and future perspectives for practice 
We are aware of the challenges that come with implementing participation in a coercive 
context such as secure residential care. On the one hand, young people have the right 
to	participate	 in	 the	 institutions	and	decisions	 that	affect	 their	 life	(Checkoway,	2011,	
p.	341).	On	the	other	hand,	young	people	are	placed	within	these	facilities	oftentimes	
under coercive measures, in which professionals are assigned to take care of the young 
person and to act in his or her best interests. For professionals working in the context 
of	 secure	 residential	 care,	 this	 requires	 a	 need	 for	 a	 continuous	balancing	between	
different	interests	(punishment,	protection,	and	rehabilitation/participation)	(cf.	Abrams	
et	 al.,	 2005;	 Söderqvist	 et	 al.,	 2014).	 To	 address	 this	 inherent	 tension	 between	 the	
different rationales underpinning the secure residential context, both professionals 
from different layers within the institute and young people should be engaged in future 
dialogues to establish meaningful participation. 

In order to establish a meaningful participation process for young people staying in 
secure	residential	care,	a	positive	relationship	with	their	(care)	professionals	is	essential.	
Several	 authors	 in	 the	 field	 of	 secure	 residential	 care	 suggest	 looking	 further	 into	
professional	skills	that	influence	a	positive	adolescent-staff	relationship	(Bastiaanssen	
et	al.,	2012;	Harder,	2011;	Van	der	Helm,	2011).	This	would	also	be	recommended	for	
the type of skills which are essential in relation to establishing a meaningful participation 
process. To further develop professionals’ strategies and expectations to include young 
people, we recommend paying attention to the topic of participation in the schooling of 
new care professionals.

Furthermore, we recommend that not only the participation of young people should be 
given more attention throughout the treatment process, but also the young people’s 
caregivers	 and	 social	 context(DJI,	 2011;	 Geurts,	 2010;	 Whittaker	 et	 al.,	 2016).	 The	
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fact is, participation of young people’s parents during residential care is associated 
with	better	treatment	outcomes	(Geurts,	2010;	Geurts,	Boddy,	Noom,	&	Knorth,	2012).	
In recent years, several steps have been taken with regard to the participation of 
the young people’s social system in secure residential care, both on the level of the 
organisational	environment	and	on	the	level	of	the	Dutch	government	(DJI,	2011;	Het	
Poortje	Jeugdinrichtingen,	2013).	The	establishment	of	the	New Act on Care for Children 
and Young People (2015),	has	put	a	further	emphasis	on	the	position	and	self-reliance	
of young people and their caregivers.
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The purpose of this thesis is to provide insight into the participation in decision-making 
of young people during their stay in secure residential care. In order to do so, we 
formulated	several	aims	to	shed	light	on	1)	the	current	state	of	knowledge	on	residential	
care	 and	 participation,	 2)	 the	 experiences	 and	 perceptions	 of	 young	 people	 and	
professionals,	and	3)	supporting	views	of	young	people	in	decision-making.	Because	
participation in decision-making of young people is seen as a key aspect in the care 
and treatment process, chapter 1 offers an introduction to the topic of participation and 
why it is necessary to look into the topic of participation in relation to secure residential 
care. 

Current state of knowledge
In chapter 2,	we	 focused	on	 the	question:	What	 is	currently	known	about	 the	Dutch	
residential child and youth care practices? We hereby focused on the history of the 
Dutch residential youth care practices. In addition, we discussed the different types 
of residential care facilities, and the young people that stay within these facilities. 
Furthermore, we addressed the residential care process of young people, the 
outcomes	of	residential	care,	and	some	good	practices	in	the	field	of	residential	youth	
care.	We	concluded	this	chapter	by	reflecting	on	the	current	developments	and	future	
perspectives of Dutch residential care.

In chapter 3, we presented a systematic review on the participation of young people in 
decision-making procedures related to their stay in residential care. In this chapter, we 
focused on current knowledge with regard to the opportunities to participate in relation 
to the content and setting of decisions that are being made, the possible challenges and 
facilitators to participation, and the possible outcomes of care related to participation. 
In our systematic assessment of literature from 2000 up to 2016, a total of 16 studies 
met our search criteria. The systematic review provided an extensive overview of the 
current knowledge on the topic of participation in residential care. Most studies showed 
that young people seemed to have limited possibilities to meaningfully participate in 
decision-making. Furthermore, the studies provided insight into various challenges 
and facilitators regarding the participation process, which we split up according to the 
level	of:	the	young	person,	the	professional,	the	organisation,	and	the	(socio-cultural)	
context. None of the 16 studies provided evidence for a causal connection between the 
participation of young people in decision-making and the outcomes of residential care, 
mainly because most of the studies had a descriptive research design. 

Experiences and perceptions 
After	focusing	on	participation	in	residential	care	practices	in	general,	we	zoomed	into	
the area of secure residential care. In chapter 4, we aimed to explore the perspectives 
of young people on their experiences with participation in decision-making while staying 
in	secure	residential	care	facilities,	such	as	a	Juvenile	Justice	Facility	(JJF).	With	this	
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chapter, we strived to gain further insight on how young people experience participation 
in coercive setting. We conducted semi-structured interviews with 18 young people 
staying in a JJF, in the northern part of the Netherlands. We analysed the interviews 
by	using	the	software	programme	Atlas	ti.	7	for	qualitative	data.	In	our	outcomes,	we	
distinguished	between	the	content	and	setting	of	decision	(everyday	vs.	higher	order	
decisions),	and	the	general	perceptions	of	young	people	on	participation	in	decision-
making. We found that several young people felt listened to, and were able to share their 
views	with	 care	professionals.	Unfortunately,	 not	 all	 young	people	 experienced	 their	
participation process to be meaningful.

Chapter 5 reports on the perceptions of and experiences with youth participation of 
care	professionals	working	in	JJFs.	The	central	question	in	this	chapter	was	how	care	
professionals working in JJFs perceive the topic of youth participation. In addition, 
we	 focused	 on	 the	 factors	 that	 might	 influence	 the	 young	 person’s	 participation	 in	
decision-making while staying in a secure residential care facility, therewith building 
further	on	previous	participation	models	(Horwath	et	al.,	2012,	p.	158).	We	conducted	
24 semi-structured interviews with care professionals, working in two different JJFs in 
the Netherlands. Our study showed that professionals seem to have an understanding 
of participation, and how they can use participation in their everyday work. At the same 
time, professionals oftentimes linked issues of ‘safety’ or ‘boundaries’ when they talked 
about	participation.	Based	on	our	findings,	we	presented	a	conceptual	model	of	factors	
that	seem	to	influence	the	young	person’s	participation	process.

Supporting young persons in expressing their views 
In chapter 6, we focused on how young people participated in developing a self-report 
questionnaire	for	young	people	in	decision-making	procedures,	namely	the	Best	Interest	
of	the	Child	-	Self-report	questionnaire	(BIC-S).	Together	with	young	people,	we	aimed	
to	construct	a	self-report	questionnaire,	which	enables	young	people	to	express	their	
own views on key aspects of their current and future living environment. In addition, we 
wanted to draw lessons from this participatory development process. The procedure 
consisted of three main phases, namely an exploration, consultation and pilot phase. 
Young people staying in secure residential care and care professionals were involved 
during	various	stages	of	 the	development	process.	Using	 this	development	process,	
we developed a differentiated instrument. Furthermore, we digitalised the differentiated 
instrument, developing a stand-alone version of the BIC-S for Windows. We described 
how	to	construct	a	theoretically	sound	questionnaire,	which	meets	the	standards	set	by	
young people themselves.  

In chapter 7,	 we	 studied	 the	 psychometric	 properties	 (both	 construct	 validity	 and	
reliability)	of	the	BIC-S.	Our	aim	was	to	validate	the	BIC-S	questionnaire	and	to	determine	
whether the BIC-S is indeed a suitable instrument for young people to freely express 
their views about their current living environment. A total of 74 young people staying in 
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secure	residential	care	participated	in	the	study	by	completing	a	BIC-S	questionnaire.	
The construct validity and reliability of the BIC-S were explored through a Mokken 
Scale	Analysis	(MSA).	The	results	showed	that	11	out	of	the	14	BIC-S	conditions	form	
a	moderate	scale	 (H=.40;	Rho=.86).	 In	addition,	when	 looking	at	how	young	people	
experience their current living situation within the facility, young people brought forward 
issues which relate to safety, activities, and the relationship with care professionals. 

General discussion
Chapter 8 consists of the general discussion of the results of this dissertation. We draw 
conclusions	with	 regard	 to	our	main	findings	on	 the	participation	of	young	people	 in	
secure residential care. Participation of young people is one of the basic principles 
of the CRC and therefore also a fundamental right for every young person in secure 
residential care. At the same time, with this coercive context comes the complexity 
of	the	topic	of	(implementing)	participation.	Furthermore,	strengths	and	limitations	are	
presented and future directions for practice and research are formulated. These future 
perspectives include a further structural embedding of young people’s participation 
in secure residential facilities in a way that takes the needs and perspectives of both 
young people and professionals into account.
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Het	doel	van	dit	proefschrift	 is	om	inzicht	te	krijgen	in	de	participatie	van	jongeren	in	
besluitvorming	tijdens	hun	verblijf	 in	gesloten	residentiële	zorg.	Daarvoor	hebben	we	
een	aantal	 doelstellingen	geformuleerd	om	 licht	 te	werpen	op	1)	de	huidige	praktijk	
van	residentiële	zorg	en	participatie,	2)	de	ervaringen	en	percepties	van	jongeren	en	
professionals,	en	3)	hoe	het	perspectief	van	jongeren	in	besluitvorming	ingebracht	kan	
worden. 

Aangezien	participatie	van	jongeren	in	besluitvorming	wordt	gezien	als	een	belangrijk	
aspect	 in	 het	 zorg-	 en	 behandelingsproces	 van	 jongeren,	 biedt	 hoofdstuk 1 een 
inleiding op het onderwerp van participatie en waarom het van belang is om naar 
participatie	in	relatie	tot	gesloten	residentiële	zorg	te	kijken.	

Huidige praktijk
Hoofdstuk 2	 concentreert	 zich	 op	 de	 vraag:	Wat	 is	 er	 op	 dit	moment	 bekend	 over	
de	Nederlandse	residentiële	jeugdzorg?	Hierbij	hebben	we	gekeken	naar	de	recente	
geschiedenis	van	de	Nederlandse	(residentiële)	jeugdzorg.	Daarnaast	bieden	we	een	
overzicht	van	de	verschillende	vormen	van	residentiële	jeugdzorg	en	de	kenmerken	van	
de	jeugdigen	die	in	deze	voorzieningen	verblijven.	Vervolgens	hebben	we	ons	gericht	
op	het	residentiële	jeugdzorg	traject,	de	uitkomsten	van	residentiële	zorg,	als	ook	op	
een aantal ‘best practices’ op dit terrein. We sluiten het hoofdstuk af met een aantal 
recente	ontwikkelingen	binnen	de	context	van	residentiële	jeugdzorg	en	blikken	vooruit	
op de toekomst.

In hoofdstuk 3 staat een systematische literatuurstudie centraal over de participatie 
van	jongeren	in	besluitvorming	tijdens	hun	verblijf	in	residentiële	zorg.	We	hebben	ons	
gericht	op	de	huidige	kennis	over	1)	de	mogelijkheden	om	te	participeren	in	relatie	tot	
de	inhoud	van	besluiten	en	de	setting	waar	besluiten	genomen	worden,	2)	de	mogelijke	
faciliterende	 en	 beperkende	 factoren	 in	 relatie	 tot	 participatie,	 en	 3)	 de	 mogelijke	
uitkomsten	 van	 de	 zorg	 die	 gerelateerd	 zijn	 aan	 participatie.	 In	 onze	 systematische	
literatuurstudie	(periode	2000	tot	2016),	voldeden	16	studies	aan	onze	zoekcriteria.	Deze	
literatuurstudie	biedt	een	uitgebreid	overzicht	van	de	huidige	kennis	op	het	gebied	van	
participatie	binnen	residentiële	zorg.	Uit	de	meeste	studies	is	naar	voren	gekomen	dat	
jongeren	een	beperkte	mogelijkheid	hebben	om	op	een	zinvolle	wijze	te	participeren	
in	besluitvorming.	Daarnaast	bieden	de	studies	inzicht	in	de	mogelijke	faciliterende	en	
beperkende	factoren	met	betrekking	tot	het	participatieproces.	Deze	factoren	hebben	
wij toegespitst naar het niveau van de jongere, de professional, de organisatie, en de 
(sociaal-culturele)	context.	Geen	van	de	studies	liet	een	oorzakelijk	verband	zien	tussen	
de	(mate	van)	participatie	en	de	uitkomsten	van	zorg.	Dit	komt	met	name	doordat	de	
meeste	studies	een	beschrijvende	onderzoeksopzet	hebben.
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Ervaringen en percepties
Na	ons	in	algemene	zin	gericht	te	hebben	op	participatie	binnen	de	residentiële	zorg,	
gaan we in op de gesloten residentiële context. In hoofdstuk 4	zijn	de	percepties	en	
ervaringen	van	jongeren	die	verblijven	in	een	vorm	van	gesloten	residentiële	zorg,	te	
weten	een	Justitiële	Jeugd	Inrichting	(JJI),	in	kaart	gebracht.	Met	dit	hoofdstuk	hebben	
we	ernaar	gestreefd	om	verder	 inzicht	 te	krijgen	 in	hoe	 jongeren	participatie	ervaren	
binnen het gesloten kader. We hebben semi-gestructureerde interviews gehouden met 
18	jongens	die	verbleven	in	een	JJI	in	het	noorden	van	Nederland.	De	interviews	zijn	
geanalyseerd door gebruik te maken van het software programma Atlas-ti, versie 7 voor 
kwalitatieve	data.	In	onze	resultaten	hebben	we	onderscheid	gemaakt	tussen	inhoud van 
besluiten en setting	waar	besluiten	worden	genomen	(dagelijkse	beslissingen	versus	
trajectbeslissingen),	en	de	algemene	percepties	van	jongeren	in	relatie	tot	participatie	
in	besluitvorming.	Het	onderzoek	heeft	laten	zien	dat	jongeren	vormen	van	participatie	
ervaren,	zoals	het	gevoel	dat	er	naar	hen	geluisterd	wordt	en	dat	zij	hun	mening	kunnen	
geven aan professionals. Echter niet alle jongeren ervaren het participatieproces als 
zinvol.	

In hoofdstuk 5	 zijn	 we	 nader	 ingegaan	 op	 de	 percepties	 en	 ervaringen	 over	
jongerenparticipatie	 van	 professionals	 die	 werkzaam	 zijn	 in	 JJI’s.	 De	 centrale	
vraagstelling	 in	 dit	 hoofdstuk	 is:	 Wat	 zijn	 de	 percepties	 van	 professionals	 zijn	 met	
betrekking	 tot	 participatie	 van	 jongeren?	 Daarnaast	 hebben	 we	 in	 ons	 onderzoek	
gericht	op	factoren	die	van	invloed	zouden	kunnen	zijn	op	de	participatie	van	jongeren	
in	besluitvorming	tijdens	hun	verblijf	in	gesloten	residentiële	zorg.	Hiermee	hebben	we	
voortgebouwd	op	een	eerder	ontwikkeld	participatie	model	(Horwath	et	al.,	2012,	p.	158).	
In	het	betreffende	onderzoek	hebben	we	24	semi-gestructureerde	interviews	gehouden	
met	professionals	die	werkzaam	zijn	 in	 twee	verschillende	JJI’s	 in	Nederland.	Hieruit	
is naar voren gekomen dat professionals een goed – doch gefragmenteerd – beeld 
hebben	van	wat	participatie	betekent,	en	hoe	zij	participatie	(kunnen)	 implementeren	
in de dagelijkse praktijk. Waarbij professionals vaak concepten als ‘veiligheid’ en 
‘grenzen	stellen’	aan	het	thema	participatie	koppelen.	Op	basis	van	onze	bevindingen	
presenteren	we	een	conceptueel	model	van	factoren	die	van	invloed	lijken	te	zijn	op	het	
participatieproces van jongeren. 

Het ondersteunen van jongeren in het uiten van hun mening
In hoofdstuk 6 hebben we ons gericht op een participatief ontwikkelingstraject waarbij 
jongeren meegewerkt hebben aan het ontwikkelen van een vragenlijst voor jongeren in 
het kader van besluitvormingsprocedures, te weten de Best Interest of the Child – Self-
report	(BIC-S)	vragenlijst.	Samen	met	jongeren	hebben	we	deze	vragenlijst	ontwikkeld,	
waarmee jongeren hun eigen mening kunnen geven over belangrijke thema’s 
gerelateerd aan hun huidige en toekomstige leefomgeving. De ontwikkelingsprocedure 
bestond uit drie fasen, namelijk een exploratieve fase, een consultatieve fase, en 
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een	pilot	 fase.	Jongeren	die	verbleven	 in	gesloten	residentiële	zorg	en	professionals	
werkzaam	in	deze	context	zijn	actief	betrokken	geweest	bij	verschillende	stadia	van	het	
onderzoeksproces.	Door	gebruik	 te	maken	van	een	participatief	ontwikkelingsproces	
hebben we een gedifferentieerd instrument ontwikkeld. Daarnaast hebben we het 
gedifferentieerde	 instrument	 gedigitaliseerd	 zodat	 de	 BIC-S	 als	 standalone	 versie	
gebruikt kan worden op Windows systemen. Aldus hebben we beschreven hoe een 
theoretisch gefundeerd instrument geconstrueerd kan worden dat gelijktijdig voldoet 
aan de eisen van jongeren. Tegelijkertijd wilden we lessen trekken uit dit participatieve 
ontwikkelingsproces.

In hoofdstuk 7	hebben	we	de	psychometrische	eigenschappen	(zowel	de	construct	
validiteit	 als	 betrouwbaarheid)	 van	 het	 instrument	 onderzocht.	Ons	 doel	was	 om	de	
BIC-S vragenlijst te valideren en om vast te stellen of de BIC-S daadwerkelijk een 
geschikt instrument is voor jongeren om hun mening te kunnen geven over hun huidige 
leefomgeving. We hebben ons gericht op de psychometrische eigenschappen van 
het	instrument	en	hoe	jongeren	de	huidige	leefomgeving	in	gesloten	residentiële	zorg	
ervaren.	In	totaal	hebben	74	jongeren	meegewerkt	aan	het	onderzoek	door	een	BIC-S	in	
te	vullen.	De	construct	validiteit	en	betrouwbaarheid	van	de	BIC-S	zijn	onderzocht	door	
middel	van	een	Mokken	Analyse.	De	resultaten	laten	zien	dat	11	van	de	14	condities	
gezamenlijk	 een	middelmatige	 schaal	 vormen	 (h=.40;	Rho=.86).	Wanneer	we	 kijken	
naar hoe jongeren hun huidige leefomgeving in de gesloten setting ervaren, dan 
brengen jongeren met name thema’s naar voren gerelateerd aan veiligheid, activiteiten, 
en de relatie met professionals. 

Algemene discussie
Hoofdstuk 8 omvat de algemene discussie van de resultaten van dit proefschrift. 
We	 presenteren	 conclusies	 met	 betrekking	 tot	 onze	 bevindingen	 over	 participatie	
van	 jongeren	 in	 gesloten	 residentiële	 zorg.	 Participatie	 van	 jongeren	 is	 één	 van	 de	
basisbeginselen	 van	 het	 Verdrag	 voor	 de	Rechten	 van	 het	 Kind	 (VRK)	 en	 daarmee	
ook een fundamenteel recht voor alle jongeren die verblijven in gesloten residentiële 
zorg.	Gelijktijdig	komt	met	deze	gesloten	context	de	complexiteit	van	participatie	naar	
voren.	In	dit	hoofdstuk	zijn	eveneens	de	sterke	en	zwakke	punten	van	het	onderzoek	
gepresenteerd	 en	 aanbevelingen	 voor	 vervolgonderzoek	 en	 praktijk	 geformuleerd.	
Deze	aanbevelingen	gaan	onder	andere	in	op	de	structurele	inbedding	van	participatie	
van	 jongeren	 in	gesloten	residentiële	zorg,	waarbij	 rekening	wordt	gehouden	met	de	
behoeften	en	perspectieven	van	zowel	jongeren	als	professionals.
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