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“De mentor moet respect voor me hebben, ik ben namelijk geen schoothondje,
ik ben niet volgzaam en wil graag mijn eigen beslissingen nemen.”
Lars (pseudoniem), 17 jaar oud

“The mentor must respect me, I am not a lapdog, I am not docile and I want to
make my own decisions.”
Lars (pseudonym), 17 years old
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Chapter One
General introduction
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Residential youth care
Residential youth care offers care to young people between 0 and 23 years of
age who cannot either temporarily or permanently live at home. Residential
youth care can take place in an open, semi-secure, or secure facility. The care
can be provided to the youth full-time (seven days a week) or part-time
(Boendermaker, Van Rooijen, Berg, & Bartelink, 2013). In this study, we focus
on residential youth care that, in addition to basic care, provides treatment to
youth in a 24-hour care setting. This type of residential care is also known as
therapeutic residential youth care. Whittaker, Del Valle, and Holmes (2015, p.
24) define therapeutic residential youth care as follows: “‘Therapeutic
residential care’ involves the planful use of a purposefully constructed, multidimensional living environment designed to enhance or provide treatment,
education, socialization, support, and protection to children and youth with
identified mental health or behavioral needs in partnership with their families
and in collaboration with a full spectrum of community based formal and
informal helping resources.”
The number of young people staying in residential youth care varies
widely in each country (Del Valle & Bravo, 2013). Within many countries, it is
believed that residential youth care should be avoided as much as possible,
due to the negative image of residential care. There are among other things
concerns about the negative effects of living in group settings and the high
costs of this type of care (Whittaker et al., 2015). Therefore, residential youth
care is perceived as a ‘last resort’ solution (Knorth, Harder, Zandberg, &
Kendrick, 2008). Hence, the number of youths staying in residential care is
preferably as low as possible. For example, in Australia, Ireland, Norway, and
the United Kingdom, the percentage of out-of-home placed youths staying in
family foster care is more than 80%, with the remainder in residential youth
care (Del Valle & Bravo, 2013). On the contrary, in Germany, Italy, Spain, the
Netherlands, and Hungary the numbers of youths staying in residential care
are relatively high (≥ 40% of youth in out-of-home care; Del Valle & Bravo,
2013). Especially in Portugal, the use of residential care is very high; 96.8% of
the out-of-home placed children is staying in this type of care (Delgado, Pinto,
Carvalho, & Gilligan, 2018).
In the Netherlands, residential youth care is also seen as a ‘last resort’
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and the policy is aimed at reducing the number of placements in this type of
care. The focus is on less expensive and less intrusive types of care, for
example home-based care and foster care (Bastiaanssen et al., 2012).
However, approximately 20,000 Dutch children use residential youth care
every year (CBS, 2019a). In 2018, the use of residential care in the Netherlands
was 48.4% of the total number of youths in out-of-home care. The other
young people stayed in foster care or received family-based care, for example
in treatment family homes (CBS, 2019a). Moreover, the number of young
people using residential care increased from 2015 to 2018. In 2015, 19,225
children were in residential care, while in 2018 this number rose to 20,715
(CBS, 2019a). In addition, Dutch policy aims to shorten the length of stay of
young people in residential care, due to the relative high costs and the idea
that residential care is ‘not good’ for young people and that they have to
return home as soon as possible. However, the question is whether such a
policy has the desired outcomes. Research shows that youths who stayed
longer than six months in therapeutic residential care generally have better
outcomes regarding criminality, employment, and education compared with
those who stayed shorter in residential care (Huefner, Ringle, Thompson, &
Wilson, 2018).

Young people in residential youth care
Young people who live in residential youth care facilities are usually between
12 and 18 years old (CBS, 2019b; Harder, Knorth, & Zandberg, 2006). From
2015 to 2018, 48.4 to 51.4% of youth in out-of-home care in the Netherlands
are 12 years and older (Harder, Knorth, & Kuiper, 2020). As a result,
adolescents are overrepresented in residential care. Moreover, there is a
difference in the ratio of boys and girls who make use of residential care.
Research shows that between 59% and 72% of the young people in these
settings are boys (Leloux-Opmeer, Kuiper, Swaab, & Scholte, 2016).
Adolescents in residential youth care often have difficulties in peer
relationships and cognitive problems. Moreover, they also often show serious
emotional and behavioral problems, which are often more serious than those
of young people in family foster care or treatment family homes (LelouxOpmeer et al., 2016). The emotional and behavioral problems generally
manifest themselves in externalizing behavioral problems (Harder, Knorth, &
Kalverboer, 2017) which is, for example, reflected in aggressive behavior
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towards youth care professionals (Knorth, Klomp, Van den Bergh, & Noom,
2007; Ryan, Marshall, Herz, & Hernandez, 2008; Savicki, 2018). Compared to
young people in the general population, youths in residential care are at an
increased risk of sexual and physical abuse. For example, Euser, Alink, Tharner,
Van IJzendoorn, and Bakermans-Kranenburg (2013, 2014) studied the
prevalence of child sexual abuse and physical abuse in out-of-home care in the
Netherlands. They found a prevalence of physical abuse of 304 per 1,000
adolescents versus 95 per 1,000 adolescents in the general population (Euser
et al., 2014). Moreover, based on sentinel reports, the prevalence of sexual
abuse was 5 per 1,000 youths versus 0.8 per 1,000 youths in the general
population. Self-reports revealed higher rates of prevalence of sexual abuse;
280 per 1,000. The prevalence of sexual abuse in the general population based
on self-reports was 74 per 1,000 (Euser et al., 2013).
Before placement in residential youth care, adolescents often received
other forms of care that were not sufficient (enough) in reducing their
problems. As a result, it occurs that adolescents already have a long history of
care before they are placed in a residential youth care facility. Because of their
long care history and negative experiences with treatment, young people can
be disappointed in care and suspicious of treatment (Lodewijks, 2007). Both
previous care experience and a lack of trust in care workers by clients appear
to be related to worse outcomes (Barnhoorn et al., 2013). In addition, young
people may be pessimistic about the results that can be achieved due to their
previous youth care experiences and may have poor treatment motivation
(Englebrecht et al., 2008; Van Binsbergen, 2003). Moreover, adolescents see
their own motivation as an important factor in the change process during their
stay (Harder, 2013; Henriksen, Degner, & Oscarsson, 2008).

Residential group care workers
Adolescents staying in a residential youth care facility spend most of their
time in the residential group. Therefore, they often receive treatment through
interactions with group care workers. Hence, these care workers fulfill an
essential role in the treatment of these adolescents (Knorth, Harder, Huyghen,
Kalverboer, & Zandberg, 2010). The literature also refers to the role of care
workers as ‘therapeutic parents’; they perform both roles of a parent and a
therapist (Shealy, 1995, 2018). In addition to the time young people spend in
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the group with care workers, one of these care workers is usually also their
mentor, with whom they have one-on-one conversations. The mentor plays a
central role in the implementation of the individual treatment plan of the
adolescent.
Although care workers fulfill an essential role for adolescents in
residential youth care, it is not easy for them to fulfill this role. An important
cause of this are the severe problems these adolescents often face (Harder,
2011; Seti, 2008). Moreover, studies show that there are high levels of youth
violence against residential care workers (Alink, Euser, BakermansKranenburg, & Van IJzendoorn, 2014; Harris & Leather 2012; Steinlin et al.,
2017; Winstanley & Hales 2008). For example, Alink et al. (2014) found in their
study about the prevalence of physical and sexual violence towards care
workers in residential youth care that 81% of the care workers in their study
experienced violence. Most reported incidents were verbal threats. In
addition, around 50% of the care workers reported physical violence. High
levels of client violence towards residential staff are associated with an
increase in stress symptoms and a decrease of job satisfaction with these staff
members (Harris & Leather 2012). Consequently, burnout is a relatively
common problem among residential care workers (Seti, 2008).

Achieving behavioral change with young people
The aim of residential youth care is often to decrease the problems that young
people experience. Although there are positive effects of residential youth
care (Knorth et al., 2008; Souverein, Van der Helm, & Stams, 2013), research
shows that it is difficult to achieve sustainable changes with youth (Harder,
2018; Knorth et al., 2008). The difficulties in achieving long-term success can
be explained by the challenging target group, on the one hand, and by
limitations of residential treatment programs on the other hand (Harder,
2018).
A first limitation of residential treatment programs is the treatment
approach for achieving behavior change with adolescent used by residential
care workers. In the current approach, care workers often try to reduce
behavioral problems by increasing desired behavior among young people
(Harder, 2018; Slot & Spanjaard, 1999). A risk is that young people adapt their
behavior (Ryan & Deci, 2000), because they know what is expected of them
and how to behave (cf. Abrams, 2006; Harder, 2013). This extrinsic motivation
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for behavioral change among young people can explain why positive change
does not continue after leaving care (Colson et al., 1991; Kromhout, 2002).
Young people themselves are then not convinced of the importance of the
change and show their ‘old behavior’ after leaving the facility. To achieve longterm behavioral change, it is necessary that behavior is carried out in the
absence of external pressure and that motivation for change is based on
someone’s own decision (Ryan & Deci, 2000). Research confirms that intrinsic
motivation for change among young clients is of great importance for success
(Barnhoorn et al., 2013; Harder, 2011).
Another factor for explaining the poor outcomes after care are the
difficulties in achieving a positive alliance with adolescents during residential
care (Harder, 2018). The alliance involves both the collaborative and affective
aspects of the relationship between youth and the professional (McLeod,
2011). Residential professionals often act intuitively in a controlling manner
when dealing with externalizing behavioral problems (Bastiaanssen et al.,
2012; Kromhout, 2002). However, such an approach is associated with
negative alliances and outcomes (Harder, 2011; Lipsey, 2009). The actions of
residential professionals appear to be of great importance for both good
alliances with young people and positive outcomes (Harder, 2011). In
addition, for building good alliances professional factors appear to be more
important than client factors (Baldwin, Wampold, & Imel, 2007; Harder,
2011).

Project ʺA better basisʺ
Although residential care workers have a major role in the residential youth
care outcomes that can be achieved, there are few interventions that support
these care workers in their professional skills. More specifically, there are few
interventions that are specifically aimed at stimulating the intrinsic motivation
for change of young people and building good alliances with them
(Eenshuistra, Harder, & Knorth, 2020). Therefore, the aim of this research
project is to develop and evaluate an intervention that is explicitly focused on
building good alliances between adolescents and residential workers and
directed to enhancing the intrinsic motivation for change of adolescents,
thereby trying to achieve long-term behavioral change.
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The current study: Up2U
In this project, we developed the intervention Up2U, which is a program that
focuses on the one-on-one conversations that residential care workers and
teachers have with individual adolescents in residential care (Harder &
Eenshuistra, 2017). Up2U is especially developed for care workers and
teachers because they are the most influential discipline in residential youth
care and have daily contact with the adolescents (Knorth et al., 2010). In
addition, Up2U explicitly focuses on building a good alliance with individual
adolescents by improving the skills of care workers and teachers in their
contact with young people (Harder & Eenshuistra, 2020).
The program has been developed in cooperation with group care
workers, teachers and adolescents. Up2U includes tools for professionals in
residential youth care. Up2U consists of a three-day MI-training course, an
Up2U manual, and an Up2U workshop. In the longitudinal part of our study,
we aim to assess changes over time in terms of professionals’ communication
skills, the alliance between adolescents and professionals, and adolescents’
motivation to change and to determine effect sizes (d) of these changes. Using
multilevel analysis, we will model and estimate changes over time.
Taking into account staff turnover, we recruited more than double of
the prospected sample size of 30 professionals, i.e. 66 residential
professionals at the beginning of the project to participate in the MI-training
course. This research group – representative for the staff of the organizations
we are working with (see Chapter two for a description of the participating
organizations) – consists of 47 group care workers, 10 teachers, three interns,
two psychologists, two coaches, and two coordinators. The Up2U workshop
has been completed by 23 care workers. During this workshop we focused on
the introduction of and practicing with elements of Up2U.
Up2U offers concrete tools for care workers and teachers to conduct
individual mentor sessions with young people aimed at identifying the drives
of the young person in order to increase his/her intrinsic motivation for
change. Up2U aims to improve the interpersonal skills of professionals, such
as showing commitment, empathy, warmth and friendliness, reliability and
transparency, and in adopting an unbiased, respectful and acknowledging
attitude. All these interpersonal skills are associated with good treatment
outcomes (De Swart, 2011; Gallagher et al., 2012; Kane, Wood, & Barlow,
2007; Turney, 2012). The goal of Up2U is that the young person knows what
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(s)he wants to change about the situation, why (s)he wants to change, and
how. To make sure that the adolescent really makes the planned change, it is
also an important goal of Up2U that the adolescent has enough confidence in
him/herself to be able to change his/her situation.
Up2U mainly focuses on the conversation skills of professionals and is
based on Motivational Interviewing (hereinafter MI) and, albeit to a lesser
extent, solution focused therapy (hereinafter SFT). MI is an effective method
for achieving behavioral change in people by focusing on creating a good
alliance or therapeutic working relationship (Miller & Rollnick, 2013). MI is a
“… collaborative, goal-oriented style of communication with particular
attention to the language of change. It is designed to strengthen personal
motivation and commitment to a specific goal by eliciting and exploring the
person’s own reasons for change within an atmosphere of acceptance and
compassion” (Miller & Rollnick, 2013, p. 29).
MI is developed in the context of addiction care (Arkowitz, Miller, &
Rollnick, 2015), but also seems to be particularly suitable for use in residential
youth care. Among other things, MI fits in well with young people because of
the emphasis placed on client autonomy. Autonomy and independence are
particularly central to the life stage in which these young people find
themselves (Feldstein & Ginsburg, 2006; Naar-King & Suarez, 2011). The use of
MI skills makes it possible for a care worker to build a positive alliance with
young people and to increase the intrinsic motivation for change among
young people (Harder, 2011). A care worker who works according to MI
principles is empathic, uses reflections, and applies MI adherent skills such as
seeking collaboration with and emphasizing the autonomy of young people. At
the same time, MI non-adherent behavior, such as confronting young people
or giving them information and advice without their consent, is avoided as
much as possible (Moyers, Manuel, & Ernst, 2014).
MI adherent behaviors lead to more ‘change talk’ expressed by clients,
as is shown in a meta-analysis by Magill et al. (2014). Furthermore, MI nonadherent behaviors lead to less ‘change talk’ and more ‘sustain talk’. ‘Change
talk’ refers to a person’s own utterances in favor of change (Miller & Rollnick,
2013) and is associated with actual behavioral change (Moyers, Martin,
Houck, Christopher, & Tonigan, 2009). ‘Sustain talk’ refers to a person’s own
utterances about maintaining the (undesirable) behavior (Miller & Rollnick,
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2013) and is associated with absence of behavioral change (Magill et al.,
2014).
Like MI, SFT is a form of psychotherapy that concentrates on the
autonomy of clients. Instead of the problem, the solution to the problem is
the focus during treatment (Bakker & Bannink, 2008; Bannink, 2007). When
applying SFT, therapists encourage their clients to imagine a future in which
the problem is no longer present and to focus on components of the solution
that already exist. The idea is to do more of the things that are already
working. From the perspective of SFT, the client is the expert. The therapist
adopts a non-knowing attitude, seeking to be informed by the client. Another
attitude that therapists adopt in SFT is that of “leading from one step behind.”
In doing so, therapists ask solution-oriented questions, encouraging clients to
determine their own goals and to anticipate a range of their own possibilities
for achieving these goals (Bakker & Bannink, 2008). Studies into the effects of
SFT have generally concluded that SFT yields positive treatment effects
(Bartelink, 2011). For example, the meta-analysis of Kim (2008) reports that
the method produced significant effects for internalizing problems such as
self-esteem, depression, and anxiety.

Objectives and research questions
The aim of this research project is twofold, namely to (1) develop and (2)
evaluate the Up2U program, which purpose is to support professionals in their
alliance with young people in residential care and to stimulate adolescents’
intrinsic motivation for change. Specific research questions regarding the
development of the program are:
1. What are the needs of young people and professionals regarding their
one-on-one conversations?
2. How can one-on-one conversations, recognizing these needs, be
designed in practice?
The questions that are central to the evaluation of the program are:
3. To what extent does the Up2U treatment program work in terms of
improving communication skills among professionals, the alliance
between adolescents and professionals, and adolescents’ motivation
for change?
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4. To what extent are adolescents and professionals satisfied with the
Up2U program?

Outline of the dissertation
To answer question 1 and 2, the needs of the adolescents and care workers
regarding the one-on-one conversations they have with each other during
residential care are outlined through semi-structured interviews (chapter 2).
Chapter 3 presents the results of a systematic literature review on the training
outcomes on residential youth care workers’ skills. It offers an overview
regarding the outcomes of a variety of training programs in residential child
and youth care, thereby also providing input to question 2.
Chapter 4 presents a baseline measurement of the observed interactions
between adolescents and care workers during their one-on-one conversations
from an MI perspective, which provides advance information for answering
question 3. We specifically focused on the MI adherent and MI non-adherent
behaviors of care workers on the one hand, and motivation for change in
terms of ‘change talk’ and ‘sustain talk’ by adolescents on the other.
To provide an answer to research question 3 we investigated whether there is
a difference in care workers’ performance vis-à-vis adolescents before and
after the Up2U program. To measure this difference, we coded transcripts of
audio recordings of one-on-one conversations between adolescents and
workers, using the Motivational Interviewing Treatment Integrity (MITI) 4.2.1
and Motivational Interviewing Skills Code (MISC) 2.5. We compared the
transcripts made before the MI training course with the transcripts made after
the training course (chapter 5).
We evaluated the experiences of adolescents and care workers with the new
Up2U program to answer research question 4. To evaluate these experiences,
we conducted semi-structured interviews with care workers and adolescents
(chapter 6).
We conclude this dissertation with a general discussion of the results of the
previous chapters. In addition, we discuss the strengths and limitations of the
study, including recommendations for practice and research (chapter 7).
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Chapter Two
Feeling better: Experiences and needs of adolescents and
professionals regarding their mentoring relationship in
residential youth care

This chapter is based on:
Harder, A. T., Eenshuistra, A., & Knorth, E. J. (2021). Feeling better:
Experiences and needs of adolescents and professionals regarding their
mentoring relationship in residential youth care. (Manuscript submitted for
publication)
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Abstract
In residential youth care, group care workers and teachers often serve as a
mentor for individual adolescents. Research suggests that favorable
mentoring relationships are associated with positive adolescent outcomes.
However, few studies examined the role of mentoring in residential youth
care. The present study aims to assess adolescents’, care workers’, and
teachers’ mentoring relationship needs in terms of their one-on-one
conversations during residential care. Interviews with eleven adolescents, ten
group care workers and two teachers show that all are rather satisfied with
their conversations, which are often concerned with how it’s going with the
adolescent. Adolescents mostly consider their family and situation at home as
difficult topics, while care workers mostly consider sexuality as a difficult topic
to talk about. Although the aim is often ‘improvement’ with the youth, most
adolescents report that they do not (know if they) show changes as a result of
these conversations. Moreover, only one of the twelve professionals thinks
that it is his core task to achieve behavior change with the young person.
According to the professionals, conversations often aim at building a good
relationship, coaching, determining treatment goals, and gaining insight into
the adolescent. Adolescents prefer a mentor who is calm, has respect, listens,
and is reluctant in giving advice. Most professionals do not use a specific
treatment protocol or method and doubt whether they want to have
conversations according to a manual, protocol, or support tool. Despite being
rather satisfied, adolescents and professionals indicate several points for
improvement of one-on-one conversations.
Keywords: residential youth care; adolescents; mentoring relationships; oneon-one conversations; group care workers; teachers
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Introduction
Young people in residential care show the most serious problems in
comparison to those in foster care and family-style group care (LelouxOpmeer, Kuiper, Swaab, & Scholte, 2016). Risk behaviors such as suicide risk,
self-mutilation, being a danger to others, and delinquency are quite common
for youth in residential care (Lyons, Obeid, & Cummings, 2015). Moreover,
residentially placed youth experience a high number of previous placements,
which reflects the tendency to use residential care as a ‘last resort’ (LelouxOpmeer et al., 2016; Thoburn, 2016). Considering the ‘very complicated, highneed, and high-risk youth’ (Lyons et al., 2015, p. 64) it can be difficult for
residential care workers to establish a good, genuine therapeutic or mentoring
relationship with individual young people during care (Harder, Knorth, &
Kalverboer, 2013). Several studies indeed suggest that a good alliance or
relationship is often difficult to establish with young people showing serious
behavioral problems (Florsheim, Shotorbani, Guest-Warnick, Barratt, &
Hwang, 2000; Van Binsbergen, 2003).
There is a large amount of research evidence showing that a good
therapeutic relationship is highly important for achieving positive care
outcomes (e.g. Karver, Handelsman, Fields, & Bickman, 2006; McLeod, 2011;
Wampold, 2015). In the context of residential care, positive relationships
between youth and care workers are associated with higher treatment
satisfaction of youth (Harder, Knorth, & Kalverboer, 2012), lower premature
departure rates (Grooters, De Swart, Lohuis-Heesink, & Moonen, 2013),
higher chances for success (Marsh & Evans, 2009), and lower recidivism rates
after departure from residential care (Florsheim et al., 2000). To develop,
monitor, and maintain meaningful relationships with young people from the
beginning of placement, individual care workers often serve as a mentor for
young people.
A mentor is “a supportive adult who is signiﬁcant to the child, who
provides guidance, emotional and practical support, and who can serve as a
role model and advocate in addition to or regardless of parents” (Sulimani‐
Aidan, 2017, p. 862). Mentorship can occur naturally when youth develop
relationships from their own lives by (family) contacts, in which for example
aunts, grandparents or neighbors can be a ‘natural’ mentor (Ahrens, DuBois,
Richardson, Fan, & Lozano, 2008; Cavell, Meehan, Heffer, & Holladay, 2002).
Young people can also have a ‘formal’ mentor, such as a staff member in the
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context of a treatment program (Sulimani-Aidan, 2017). Research shows that
having an individual mentor is associated with better outcomes of care for
youth (Massinga & Pecora, 2004). Mentoring relationships are associated with
positive outcomes of young people, regardless of whether mentorships occur
naturally or in the context of treatment (Ahrens et al., 2008). Recent studies of
youth in out-of-home placements indicate that a successful mentoring
relationship in care is associated with better emotional, educational, and
behavioral outcomes in adulthood (Sulimani‐Aidan, 2017).
In the context of residential youth care, mentors can fulfill an
important role. For example, the study of Sulimani-Aidan (2017) shows that
most of the young adults who left residential care in Israel consider the
residential staff members as their mentor: the most important, non-parental
adult. Staff members who formed meaningful relationships with the youth
were available to the youth, familiar with their personal backgrounds, able to
see them as positive and trustworthy, and were providing guidance and
support from a non-judgmental approach. The young people considered these
mentors as protective factor against negative outcomes. Having one-on-one
conversations with their mentor prevented the young people from risk
behaviors.
Research in family foster care also shows positive care outcomes in
association with having a mentor. Youth with a (formal or informal) mentor
show more positive care outcomes, among others in terms of reporting less
suicidal ideation and less aggressive behavior than youth without such a
mentor (Ahrens et al., 2008). In another foster care study, Munson and
McMillen (2009) show that youth with an informal mentor are more satisfied
with their life and experience less stress and depression symptoms six months
after assignment of the mentor than youth without such a mentor. In the long
run, having a mentor also associates with experiencing less stress and a lower
chance of getting into contact with the police (Munson & McMillen, 2009).
A review study of mentoring programs for youth at-risk shows that
support by an older, experienced adult, who functions as a role model and
offers emotional support and advice, associates with less behavioral problems
of youth. For high-risk youth these programs have a modest positive effect for
delinquency, aggression, drug abuse, and school performance (Lipsey, 2009;
Tolan, Patrick, Henry, Schoeny, & Bass, 2008). More recently, Tolan et al.
(2014) found moderate, positive outcomes of mentoring programs in terms of
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reducing recidivism, prevention of delinquency, and improving school
performance.
However, these mentoring programs focus on preventive support of
at-risk youth and not on youth in residential youth care. Moreover, it is
unclear what components of mentoring programs are associated with positive
outcomes. Furthermore, a meta-analysis of 55 youth mentoring program
studies showed that there is a modest or small benefit of program
participation for the average youth (DuBois, Holloway, Valentine, & Cooper,
2002). Youth mentoring programs associate with better outcomes if there are
strong relationships between mentor and youth, and if theory and empirically
based ‘best practices’ are utilized. In addition, DuBois et al. (2002) mention
that poorly implemented programs have an adverse effect on youth at-risk
due to personal vulnerabilities.
In residential youth care, group care workers (Knorth, Harder,
Huyghen, Kalverboer, & Zandberg, 2010) and teachers (Harder et al., 2014)
represent the most important influential discipline because they interact with
the young people on a daily basis. One of the group care workers and/or
teachers is often a mentor who is involved in the individual treatment
planning of young people during their stay. This mentor has individual one-onone conversations with young people during residential treatment, which
have a support function. Despite these one-on-one conversations between
professionals and youth, young people regularly experience a lack of
individual attention during their stay in residential care (cf. Connor, Doerfler,
Toscano, Volungis, & Steingard, 2004; Harder, Knorth, & Zandberg, 2006).
Moreover, young people in residential care mention that care workers often
give them practical support instead of encouraging personal communication
on a day-to-day basis (Palareti & Berti, 2010).
Research shows, however, that individual support during residential
care is very important for the well-being of young people (Boendermaker, Van
Rooijen, Berg, & Bartelink, 2013; Jager, 2016). For example, young people
consider ‘real’ conversations with professionals important, as well as
involvement, empathy, listening, showing respect, and understanding by the
care professional (Boendermaker et al., 2013; Geenen, 2017; Harder, Knorth,
& Kalverboer, 2017; Harder et al., 2013). Although individual contacts
between young people and their mentor during residential care seems to be
important, there is a gap of knowledge about how this mentoring or
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therapeutic relationship is established and experienced in residential youth
care. Therefore, the current study examines experiences in the individual
contacts between youth and their mentors during residential care.

Aim and research questions
The first aim of this study is to examine how adolescents and professionals in
residential youth care experience their mentoring relationship in terms of
their individual contacts. Secondly, this study aims to explore the needs of
adolescents and professionals regarding their one-on-one conversations
during residential care. We will focus on the following two research questions:
1. How do adolescents and professionals experience their one-on-one
conversations during residential care?
2. What are the needs of adolescents and professionals regarding their
one-on-one conversations?

Method
This study is part of a research project aimed at the development of the Up2U
treatment program for adolescents and professionals in residential youth care
in the Netherlands. The program aims at improving the one-on-one
conversations of professionals with youth during residential treatment. The
intention of the one-on-one interactions between the youth residents and
staff is both informal relationship building to offer help and support as
needed, and therapeutic, i.e. having a mutually agreed upon goals to achieve.
In developing the program, our first step was to conduct a qualitative study in
which we mapped the needs of adolescents and professionals in residential
youth care regarding their one-on-one conversations by structured interviews.
The present explorative study is based on data obtained during these
interviews.

Setting
The study is aimed at adolescents and their mentor of two residential youth
facilities in the Netherlands. The first facility is a secure residential care facility
for youth aged 12 to 23 years old with serious behavioral problems. One of
the residential groups in this facility participated in our study. This secure
residential facility is one of the 19 secure youth care facilities in the
Netherlands. These facilities provided care and treatment in a secured
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environment. In 2019, 1680 young people aged 12 to 18 years old stayed in a
secure youth care facility in the Netherlands, which is 0.16% of all youth aged
12 to 18 years in the Netherlands. Most of the young people in secure care are
boys (62%) and their mean treatment duration is six months (Youth care
Netherlands, 2020).
From the second facility, we involved four residential groups and the
school that was located with the residential groups. Two residential groups
offer independent living training for youth aged 12 to 18 years old who
(temporarily) cannot live at home, mainly due to various problems witnessed
by the youth and often also the parents. The two other residential groups
offer treatment to youth aged 12 to 18 years old with psychiatric and
behavioral problems. One group includes involuntarily placed youth and the
other group voluntarily placed youth. We also included the internal school of
the second facility, which offers special education to the adolescents.
During their stay, each young person has a mentor with whom (s)he
has one-on-one conversations. The mentor is one of the residential group care
workers. Most of these care workers have completed a vocational education
in social work. When the young person also attends the school located with
the residential groups, (s)he also has a mentor at school, which is one of the
teachers. Teachers in these school have completed a teacher training
program. The assignment of a mentor is often based upon whom is
(occasionally) available at the moment of placement of a young person. The
mentor is involved with the implementation of the individual treatment (or
education) plan of the young person.

Procedure
Group care workers and teachers who were working at one of the residential
groups or at the school and adolescents staying in the residential groups, were
eligible for participation in the study. The adolescents and professionals in the
research sample were recruited via ‘convenience sampling’ (Lavrakas, 2008;
Ruel, Wagner, & Gillespie, 2015).
First, professionals were approached by a manager of the residential
group or school for participating in the interviews and agreed to participate in
the study. Ten group care workers and two teachers were interviewed in the
period from 16 February to 12 May 2015. Two group care workers were
affiliated with the first youth care facility, eight with the other.
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Secondly, adolescents were approached by the residential group care
workers that participated in the study. For the present study, adolescents
from only one of the two residential youth care facilities were involved,
because the two residential groups of the second participating facility were
involved in the research project at a later stage. Finally, eleven young persons
participated in this study and they were interviewed in a period from 16
February to 18 March 2015.
The study was conducted according to guiding ethical principles for
researchers and was approved by the Department of Child and Family Welfare
of the University of Groningen. Both young people and professionals were
informed about the purpose of the research project and the interviews and
voluntarily participated in the interviews. Because most young people in our
study were 16 years or older, we did not ask for parental consent. For the
fifteen-year-old young people in our study, we received parental consent.
After the interview, all adolescents received a gift card to thank them for their
voluntarily contribution. The receipt of this gift card was not announced to
them before the interview took place.

Instruments
The interviews about individual needs regarding one-on-one conversations in
residential youth care were specially designed for this project. The aim of the
structured interviews was to assess how adolescents and professionals
experience the form and contents of their one-on-one conversations and their
needs regarding these conversations. We developed and used a youth version
and a professional version that were both aimed at the current and the
desired situation. The interviews had a similar structure and generally the
same contents, which made it possible to compare the different perspectives.
The questions in the youth interview concerned the design, contents,
usefulness and goal directedness of the conversations, the alliance and
treatment by professionals, and the satisfaction of adolescents with the
conversations (e.g., what would you like to change about the conversations
with your mentor?). The professional’s interview concerned the design and
contents of the conversations, treatment motivation and behavior change of
the young person, the alliance and treatment by professionals, knowledge
about, attitude towards and experience with Motivational Interviewing, and
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satisfaction of professionals with the conversations (e.g., how do you try to
achieve behavioral change with the young person?).

Participants
Demographic information about the 11 adolescents is shown in table 2.1.
Table 2.1
Characteristics adolescents (N = 11)
M

SD (range)

Age (in years)

16.2

1.0 (15-18)

Length of stay in current group (in months)

10

9.8 (1.5-36)

Expected length of stay (in months)

7.6

4.7 (3-16)

Previous foster and/or residential care
placements
Brothers/sisters

4.5

5.6 (0-20)

2.6

1.8 (1-7)

N

%

Gender (female)

6

54.5

Ethnicity (migration background)

6

54.5

Voluntary placement (yes)

6

54.5

Problems at home

6

50.0

Aggression problems

2

16.7

Unsuccessful previous placement(s)

2

16.7

Drugs/alcohol abuse

1

8.3

Independent living training

1

8.3

10

90.9

Placement reason

Attending school during current placement

Note. Length of stay in current group (in months) refers to how many months the
young person stays in the residential group at the interview moment. The expected
length of stay (in months) refers to the future number of months that the young
person expected to stay in the residential facility.

Characteristics of the 12 professionals (i.e. ten group care workers and two
teachers) are shown in table 2.2.
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Table 2.2
Characteristics professionals (N = 12)
M

SD (range)

Age (in years)

37.9

9.1 (26-54)

Appointment (in hours per week)

31.9

7.6 (13-40)

Experience of working with youth (in years)

10.7

5.6 (3-25)

Experience in residential youth care (in years)

8.4

6.4 (0.8-25)

Experience in current position (in years)

5.2

3.3 (0.5-13)

N

%

5

41.7

Secondary vocational education

2

16.7

Higher vocational education

9

75.0

Academic education

1

8.3

Gender (female)
Highest achieved education level

Data analysis
The leading researcher and two assistant researchers analyzed the interview
data of adolescents and professionals by 'open coding' (Boeije, 2005).
Fragments from the interview transcripts were marked for the answer to each
question and labeled with a name (code). The fragments were then compared
to assess differences and similarities in answers between respondents.
Fragments representing a comparable answer, were given the same code.
These codes or categories were inserted in the program Statistical Package for
the Social Sciences (SPSS, version 23). For the answers to each interview
question, we conducted descriptive analyses to describe the number of
respondents and their different or similar type of answers. For some answers
it was not possible to allocate codes, due to the diversity of answers.
Therefore, the responses were stated verbatim.

Results
Aims and topics of conversations
According to the adolescents, the one-on-one conversations with
professionals had various aims (see Table 2.3).
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Table 2.3
Aims one-on-one conversations with their mentor according to adolescents

Improvement

N

%

9

81.8

Feeling better

4

36.4

Better moving on trajectory

2

18.2

Improve behavior/change things

2

18.2

Receive advice

1

9.1

Get things right

1

9.1

Give confidence for the future

1

9.1

Contact with mentor

5

45.5

Get clarity about agreements made

1

9.1

Notify each other about the situation

1

9.1

Being able to discuss topics

1

9.1

Someone who listens to me

1

9.1

Building a bond

1

9.1

Discuss the reason for placement

1

9.1

Note. Some adolescents gave more than one answer.

Professionals also mentioned various aims of their one-on-one conversations
with youth during residential care (see Table 2.4).
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Table 2.4
Aims one-on-one conversations with youth according to professionals
N

%

Work on the relationship/bond

3

27.3

Coaching (such as help with achieving goals)

3

27.3

Determine goals

3

27.3

Gain insight into the young person

3

27.3

To clear conscience

1

9.1

Pursue the dialogue

1

9.1

Find solutions together

1

9.1

That the young person gets in the right place

1

9.1

Independence

1

9.1

Awareness of own behavior

1

9.1

Learning behavior

1

9.1

Work on the future

1

9.1

Note. Some professionals gave more than one answer.

The three professionals who mentioned ‘gain insight into the young person’ as
aim of the conversations, described that this can refer to gaining insight into
what the young person does, how it’s going, how things are with his/her goals,
and whether there are questions for help.
Adolescents and professionals mentioned that their conversations
have different topics, but the most often mentioned one is how it’s going with
the adolescent. The topics that were mentioned by both adolescents and
professionals are shown in Table 2.5.
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Table 2.5
Topics of one-on-one conversations according to both adolescents and
professionals

Topic

Adolescents (N=11)
N

%

Professionals
(N=12)
N
%

How it’s going

8

72.2

4

33.3

School/internship/work

7

63.6

2

16.7

Future

2

18.2

2

16.7

Daily things

2

18.2

2

16.7

(Learning) goals

2

18.2

2

16.7

Note. Some adolescents and professionals gave more than one answer.

Other topics mentioned by the adolescents are the residential group
(mentioned twice), therapy, friends, makings appointments, language use,
feedback from earlier conversations, and how things work in the youth care
facility. The professionals also frequently mentioned behavior, practical
matters/arrangements, and the network of the young person as topics (all
mentioned four times). Social-emotional functioning were mentioned by two
professionals. Other topics mentioned by professionals were feedback,
developmental tasks, hygiene, and sexuality.

Difficult topics and situations
Nine adolescents (81.8%) could mention topics that they find difficult to talk
about with their mentor. The difficult topic that was mentioned most often by
five adolescents (55.6%) is their family, including specifically father (33.3%),
the situation at home (22.2%), and parents (11.1%). Second, four adolescents
(44.4%) mentioned personal things, including sexuality, drugs, fears,
uncertainties/self-confidence, and trust issues, which were each mentioned
by one adolescent. Three adolescents (33.3%) mentioned things from the past
as difficult topic, including primary school and traumatic topics, which were
each mentioned by one adolescent. One adolescent mentioned that it is
difficult to talk about everything, because of constant changes in personnel.
When she finally builds a bond “then they go away again and I have to start
over again building a bond with someone else.” This made it difficult for her to
talk about all topics.
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The care workers mostly mentioned other topics than the adolescents
that they consider difficult. Conversations about sexuality and conversations
in which a discussion flares up were both mentioned twice. Confronting
conversations, bad news conversations, and situations when there is much
sadness/powerlessness with the young person, if the young person is lying,
young people cutting themselves, and having conversations with young girls
were all mentioned once by the care workers as difficult. Two care workers
did not think that there are difficult conversations.

Satisfaction with one-on-one conversations
Six adolescents (54.5%) were positive about the one-on-one conversations
with their mentor. Three adolescents mentioned both pros and cons of their
conversations. Two adolescents were less positive and considered the
conversations boring and not supportive in the long run (‘because my past
stays my past’). Six adolescent (54.5%) mentioned that they do not necessarily
have a need for one-on-one conversations, because (s)he thinks it is annoying
to explain his/her story to everybody, does not like talking one-on-one, rather
does his/her own thing, rather finds a solution him/herself, thinks it takes too
long or does only want to have a conversation if it is useful to him/herself.
Most adolescents (72.8%) and professionals (66.6%) were (very)
satisfied with their conversations. Three adolescents (27.3%) and one
professional (8.3%) responded neutrally or with having no opinion, and three
professionals (25%) were dissatisfied regarding their one-on-one
conversations. According to the professionals, there was enough time for
conversations, the frequency was good, and in between the conversations
there was opportunity to tell the young person what (s)he should do.
Professionals also liked that the conversations were obligated, so that the
young person can be given enough attention. They also liked to work with a
guidebook during the conversation, and they preferred that the location of
the conversation was determined by the young person. Several professionals
indicated that the relationship with the young persons was good and that the
young persons were motivated to have conversations with them.
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Strategies to establish good contact and to achieve change with
adolescents
All professionals thought that having a connection with the young person is
important. To establish good contact with the adolescents, five professionals
mentioned their personal characteristics such as being honest, respectful,
clear, empathic, and humorous as strategies. Furthermore, adjusting the
conversation to the level of the young person and building a
bond/relationship with the young person were both mentioned by three
professionals. Two professionals mentioned that they try to make the young
person feel appreciated. Other strategies were to impose no time pressure, to
tell a lot about him/herself and to be open, causing the young person also to
be more open to the professional, and to approach the young person ‘with a
detour’ instead of straightforward.
One professional thought that it is his core task to achieve behavior
change with the young person. Four others considered this partly as their task.
These four professionals mentioned that it is also the task of the young person
him/herself and that they can support the young person, but that in the end
(s)he should do it him/herself. Another professional thought that it is
dependent on the behavior of the young person and considers achieving
behavior change his/her task if a young person has a negative self-image. One
professional did not consider achieving behavior change with the young
person as his task, but completely the task of the young person. However, he
did want to support the young person in this.
The professionals had different approaches to achieve change with
the young people. One professional mentioned that it is important to have a
good relationship, another thought that you should take time to make the
young person aware of the importance of behavior change. Professionals
mentioned different ways to connect with the young people during a
conversation, such as choosing an approach that fits with the young person, a
positive approach to the young person, and giving young people the feeling
that they are listened to. Furthermore, professionals mentioned structuring
activities (recording advice and tasks), the use of a model including an
activating event, thoughts, feelings, behavior, and consequences (i.e.
cognitive-behavioral therapy (CGT) based ABC model) to assess how the
adolescent copes with certain situations, and to detect dysfunctional behavior
patterns. The professionals also used different ways to explain things to the
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adolescents, including giving examples from their own lives, giving the right
advice, giving a realistic picture of reality, raising awareness, asking questions,
and linking occurring events to a treatment goal.

Adolescent learning, behavior change and goal achievement through
conversations
Eight adolescents mentioned different things that they have learned from the
conversations with their mentor (see Table 2.6).
Table 2.6
Things that the adolescents learn from the conversations (N = 8)
N

%

Nothing

2

25.0

Behavior change

2

25.0

To better cope with situations

2

25.0

To look differently at things

1

12.5

To more often express my feelings

1

12.5

To set boundaries

1

12.5

To bring things up for discussion

1

12.5

To put pressure on certain affairs

1

12.5

To contact his/her dad

1

12.5

Note. Some adolescents gave more than one answer. Behavior change refers to any
behavior change that is experienced by the adolescent due to the conversations. To
put pressure on certain affairs refers to learned actions by the adolescent to achieve
certain goals as a result of the conversations. To contact his/her dad refers to a
quotation of an adolescent who learned to contact his/her dad through the
conversations.

One of the two adolescents saying they learned nothing mentioned that she
does not really has to learn anything; the other mentioned that she can ‘get
the thought off her mind’ but does not learn anything.
Most (63.6%) of the 11 adolescents thought that they have not
changed by the conversations or do not know whether changes are caused by
the conversations. Three adolescents (27%) mentioned that they did change
as a result of the conversations with their mentor. In addition, one adolescent
indicated that she has changed through individual conversations, but the
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change was not due to conversations with her mentor, but due to a flex
worker. This flex worker had more time for the adolescent, was more flexible
about all topics, ‘was himself’, and told about himself.
Nine adolescents answered to the question whether they think they
achieved their goals through the conversations. A third thought that they did
achieve their goals through the conversations and indicated that their mentor
is strongly focused on them and knows exactly what the goals are. Even if
something goes wrong the young person got directions and could achieve the
goals thanks to their mentor. Another third did not think that they achieve
their goals through the conversations. The other third was less clear in their
answer. One of these adolescents said: “Yes and no. The mentor does help me
well, if one fails then we try something different, but we do not progress.”
Another adolescent mentioned that is partly by the conversations and that the
conversations were only helpful if he does something about it himself and that
it does not help if the mentor just says what the young person should do.

Professionals’ use of and need for treatment methods during
conversations
Nine (75%) professionals did not use a specific treatment protocol or method
during the one-on-one conversations, one professional (8.3%) sometimes did,
and two professionals indicate that they did (16.7%) by using a format. The
conversations were often based on professional’s own instincts, so that each
professional could do this in his/her own way. Questions asked during a oneon-one conversation mostly depended on the young person and the issues
that were involved. Two professionals indicated that they used their own list,
which served as a kind of agenda. One professional mentioned that there was
a sort of format that included what needs to be discussed, but that he did not
use this, because it ‘feels fake’.
Nine professionals (75%) doubted whether they want to have
conversations according to a manual, protocol or support tool, two
professionals (16.7%) did not, and one professional (8.3%) did want this. A
format or checklist and scale questions to use during conversations were
examples that are mentioned several times. Many professionals indicated that
using a manual, protocol, or support tool is depending on the young person,
his/her concentration level, age, and gender. Two professionals advised
against the use of a computer or tablet, because then they would have less
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contact with the young person and the young person would be afraid that the
professional is writing everything down. One professional was in favor of using
a computer/tablet.
Six professionals (50%) mentioned that using a manual, protocol, or
support tool should not be obligatory and rather take place on their own
initiatives. Creative tools could be supportive but should not be implemented
too formally. If it is too suppressive, then it is possible that the conversation
would become too stiff, serious or planned, and lead to ‘resistance’ with the
young person. When a tool is used too formally, it is possible that adolescents
take it less seriously and ‘rush’ the conversation. Two professionals did not
have the desire to use a manual, protocol, or tool, because it would distract
and then “… you miss the eye contact and mimic of the young person or
questions should develop spontaneously, not because you must.”

Adolescents’ needs regarding professionals’ approach during
conversations
All adolescents knew how the mentor could treat them in the best way (see
Table 2.7).
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Table 2.7
How a mentor should treat the young person (N = 11)

Show calm behavior

N

%

6

54.5

Stay patient/calm

5

45.6

Take the time for it

2

18.2

Be understanding

2

18.2

Have respect and do not interfere

5

45.6

Be reluctant with giving his/her own opinion

2

18.2

Do not whine/get pushy

1

9.1

Do not interfere with my attitude and how I eat

1

9.1

Treat me in a normal way

1

9.1

Have respect for me

1

9.1

Listen and show interest

4

36.4

Listen

3

27.3

Let me finish

3

27.3

Show interest in me

1

9.1

Do not shout

3

27.3

Note. Some adolescents gave more than one answer.

One adolescent who mentioned listening as important said: “The mentor
should listen to me when I am telling and should make jokes in between. He
should not speak at once.” One of the three adolescents who said that the
mentor should not shout indicated: “Do not shout, because that makes me
angry. If it is a man, then I am actually afraid when they scream, but I do stand
up for myself.” The adolescent who said that the mentor should have respect
for him/her mentions: “I am not a lapdog; I am not docile and I want to take
my own decisions. I feel bad if I am not treated as a human being, I don’t want
to be a group number. I get into resistance if the care workers give me the
feeling that I am a client, not a human.”
Other ways in which the mentor can treat the adolescent were ‘asking
open questions to me’, ‘giving reasons and advise’, ‘should be able to talk well
and may change the subject too’, ‘should also mention the good things, not
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just the bad things’, and ‘do not be too serious otherwise it seems too official,
but (s)he should be serious if you really need anything’.

Need for improvement of one-on-one conversations
Seven adolescents mentioned different points to improve the one-on-one
conversations with their mentor. First, three adolescents mentioned that the
conversations should be shortened and two adolescents that the
conversations should be conducted privately. Other improvements that could
be made were: having consultation about the moment a conversation can
take place, having conversations less frequently, having outings with the
mentor more frequently, discussing/determining goals, discussing broad
topics, take more time for it, listen better, and doing something with what has
been said. Adolescents also mentioned that young people should formulate
their own goals and that conversations should be aimed at the target group
and the individual young person. Furthermore, “… undertake activities for the
purpose of the relationship between mentor and young person”, and “… do
not recall things that have happened before if something small happens that
looks like it”, were mentioned by the adolescents. Another point for
improvement according to one adolescent was that “there should be no fixed
moments planned for the conversation, but that you can approach someone
when you are in need for a conversation.”
The professionals also mentioned different points of improvement.
First, there should be more attention for their own competences, and they
should stay involved with the follow-up trajectory of the young people. Some
professionals wondered whether what they do has an effect, sometimes do
not know what to do, and are not always able to get a lot out of the
conversations. Professionals also mentioned that little of the conversations
resonates with the young people, that there should be more individual
attention to the young person, and that there should be more space for the
young people to put a topic forward or bring things into the conversation
him/herself. Furthermore, goals can be improved, the conversations could be
made more substantive, and more focused on the future instead of daily
concerns. There should also be more attention to the implementation of
training courses that have been followed by professionals.
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Discussion
The aim of this study was to examine how adolescents and professionals in
residential youth care experience their individual contacts and needs
regarding their one-on-one conversations during care. According to the
adolescents, these conversations often aim at achieving improvement, such as
feeling better. According to the professionals, achieving goals and gaining
insight into the adolescent are the most frequent aims of the conversations.
Adolescents mostly consider their family and situation at home as difficult
topics (cf. Harder et al., 2017), while care workers mostly consider sexuality as
a difficult topic to talk about. Regarding the experiences with their individual
contacts, both the adolescents and professionals are generally satisfied.
Although the adolescents by and large were satisfied, a majority does not
necessarily have a need for these conversations. This might be related to
adolescents’ ideas about such conversations: risking more of an ‘interrogation’
than a dialogue, and this is something young people do not welcome at all,
especially if questions (implicitly) are pursuing a certain normative angle
(Damour, 2016; McMullin, 2018).
Although most adolescents do not necessarily have a need for one-onone conversations, they prefer a mentor who is calm, has respect, listens to
the adolescent, and is reluctant in giving advice, which is consistent with other
research findings on professional’s treatment skills that associate with a
positive therapeutic relationship (Harder et al., 2013; Schottke, Fluckiger,
Goldberg, Eversmann, & Lange, 2017). The adolescents think the way the
mentor relates to them during the conversations is very important. This
corresponds with the professionals who think that having a connection with
the young person is important. According to Clough, Bullock, and Ward (2004,
p. 118) “… it is not surprising that the quality of the relationship between adult
carer and child is frequently cited as a key factor in successful practice.”
However, only one of the twelve professionals in our study thinks that it is his
core task to achieve behavior change with the young person. This suggests
that residential care workers mainly focus on care and not on cure, while both
these aspects are essential to therapeutic residential care (Harder, 2018;
Whittaker et al., 2016).
To establish good contact and to achieve change with the adolescents,
professionals use various strategies. Most professionals do not use a specific
treatment protocol or method during the one-on-one conversations. The
39

conversations are often based on professional’s own instincts, so that each
professional can do this in his/her own way (see also Knorth et al., 2010;
Wigboldus, 2002). Most professionals also doubt whether they want to have
conversations according to a manual, protocol, or support tool. This
corresponds with other research findings showing that social work
practitioners encounter challenges with the application of manualized
evidence-supported treatments (Barth et al., 2012). The findings suggest that
manuals might not be useful in mentoring relationships during residential
treatment. However, it is also known from research that almost all existing
manualized, diagnostic-specific evidence-based practices are neither designed
for nor tested in residential youth care (Lee & McMillen, 2017). There seems
to be quite some room for improvement of the one-on-one conversations,
because most of the young people think that they have not changed (or do
not know whether they have) as a result of the individual contacts with their
mentor. Moreover, both adolescents and professionals mention different
points of improvement. Young people stress the importance of having
short(er) conversations in a private environment with professionals.
Professionals emphasize the need of making conversations more futureoriented, more substantive, and to perform with a higher level of
professionalism (see for comparable findings: Lindsay, 2018).

Limitations and strengths
In terms of limitations, we note that ‘convenience sampling’ was applied. As a
result, we have missed those young people who did not want to participate.
This group might have shown other needs regarding individual contacts in
case they would have participated in the study. Another point is that the
sample is rather small and restricted to the population of two youth care
organizations in the northern Netherlands. Therefore, results cannot be
generalized to other youth care organizations. We recommend future studies
to include a more extensive research sample.
In the current study we made use of structured interviews. These
structured interviews limited the depth of insight into the perspectives of
youth and professionals. The interviews did, however, include many open
questions. An advantage is that a rich quantity of information can be
gathered. A drawback is that answers are not always comparable which might
hamper a clear and compact presentation of results. For future research, we
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suggest to use a combination of a quantitative (survey questionnaires) and
qualitative (in-depth interviews) approach to investigate the experiences and
needs of young people and professionals on receiving and offering individual
support, respectively, in residential youth care in our country (and beyond).
A strength of this study is that, notwithstanding the sample
restrictions, we were able to zoom in on the mentoring relationship and give
an impression of the current situation regarding one-on-one conversations
between young people and professionals working in residential youth care.
The needs of the young people as well as those of the involved professionals
could be mapped adequately. This paper offers a lot of ingredients to further
develop an intervention – a model for individual client-professional
conversations, including a training course for such conversations – which
matches the target group under study.

Implications for social work practice and policy
Looking back at the results, we can conclude that residential staff in our
sample do see room for further enhancing the quality of their work as a
mentor during one-on-one conversations in care. At the same time, we doubt
whether professionals consider this as a top priority, because of their
satisfaction with the one-on-one conversations and their reserves regarding
the use of a (new) manual, protocol, or support tool.
One way to further explore the situation is to develop and evaluate an
evidence- and experience-informed model or program for one-on-one
conversations, thereby also making clear what should be expected of
professionals in their contacts with young people in care. After all, considering
the fact that the care workers in our study differed in their ideas about
whether it is their task to achieve behavior change with young persons or not,
it is recommendable to include a training course in the model that helps
participants to better understand how they can fulfil a therapeutic role during
mentoring conversations. If it is not clear what their therapeutic tasks are in
combination with being the ‘key professional’ (Knorth et al., 2010), residential
care centers never will be able to realize the ambition to perform as an
evidence-based, therapeutic type of services (Whittaker et al., 2016).
On the other hand, if facilitated well by their management staff,
residential workers can be a significant force in realizing high quality care for
those young people who cannot live at home anymore. Or to put it more
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clearly: workers receiving support and supervision from within their
residential care organization in conducting the program is an indispensable
condition (James, 2017).
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Chapter Three
One size does not fit all: A systematic review of training
outcomes on residential youth care professionals' skills

This chapter is based on:
Eenshuistra, A., Harder, A. T., & Knorth, E. J. (2019). One size does not fit all: A
systematic review of training outcomes on residential youth care
professionals' skills. Children and Youth Services Review, 103, 135147. https://doi.org/10.1016/j.childyouth.2019.05.010
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Abstract
Despite the importance of training residential youth care professionals to
increase their professional competences, little attention has been paid so far
to the influence of training on the behavior and skills of residential
professionals. This study aims to gain greater insight into the effects of
training on the skills of these professionals. We conducted a systematic
literature review using the PsycINFO, Eric, SocIndex, and Academic Search
Premier databases. Within the 12 studies retrieved, the outcomes of nine
different training program were examined. These nine training programs
include The Solution Strategy (TSS), (Professional) Skills for Residential Child
Care Workers (PSRCCW/SRCCW), Therapeutic Crisis Intervention (for Youth
Care Worker) (TCIYCW/TCI), Child Teacher Relationship Training (CTRT), a Brief
Training Program (BTP), Social Skills Training (SST), Behavior Analysis Services
Program (BASP), Mental Health Training (MHT), and a Brief Training Manual
(BTM). Our results demonstrate that some training programs may produce
positive outcomes for professionals after a training course. TSS (in both
studies), PSFCCW, SRCCW, TCI, CTRT, BTP, SST, BASP, and BTM programs are
associated with positive outcomes regarding improvements in professional's
individual characteristics or improvements in the work environment.
However, two studies also found negative outcomes with regard to decreases
in the perceived recognition of youth care workers' value to the agency and a
decrease in the knowledge and skills that they learned through training after 6
months (TSS [Hickey, 1994] and PSRCCW). In addition, the most common
‘other’ outcome was a variable effect of training on the professionals' skills.
Although we did find positive and negative training outcomes on the
professionals' skills, none of the studies specified the training elements which
caused these changes. More thorough empirical studies using an experimental
or repeated case study design are needed to identify effective training
elements which could further improve the effectiveness of interventions
targeting youths in residential youth care.
Keywords: residential youth care; professionals; training; skills; systematic
review
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Introduction
Residential youth care includes diverse types of care for children and
adolescents between the ages of 0 and 23 years, and especially youths aged
12 to 18 years who find themselves temporarily or permanently unable to live
at home (Boendermaker et al., 2013; Harder et al., 2006). Young people stay
in a residential group where they receive care and psychosocial treatment for
24 hours a day (De Swart et al., 2012). These adolescents often have long care
histories (Nijhof, Vermulst, Veerman, Van Dam, Engels, & Scholte, 2012) and
experience various problems, including behavioral and emotional disorders
(Scholte & Van der Ploeg, 2002). Although these problems are diverse,
externalizing disorders are most common (Ryan et al., 2008). Many
adolescents in residential care can be a risk to themselves and others. For
example, they can be aggressive towards youth care workers (Knorth et al.,
2007; Ryan et al., 2008; Savicki, 2018). In addition, while achieving behavioral
change in adolescents is one of the goals of residential youth care (Geenen,
2014), adolescents frequently appear poorly motivated to achieve behavioral
change (Harder, 2011, 2018).
Working within residential youth care can be challenging for youth
care workers. For example, in the US care workers receive poor payment and
the educational and training requirements are often low. Furthermore, there
is often no higher education or pre-training after a high school diploma
required (Smith, Colletta, & Bender, 2019). In the article of Smith (2017), it is
argued that youth care workers learn the essential expertise of the field
through informal on-the-job apprenticeship. Moreover, youth care workers
are confronted by many stressors, including having limited autonomy and
receiving less respect than other human service workers, while needing to
cope with the serious behavior problems of the adolescents in their custody.
Therefore, it is not surprising that they are susceptible to burnout (Seti, 2008).
Research into burnout among residential youth care workers indicates that
the majority experience high levels of emotional exhaustion and feelings of
depersonalization (Decker, Bailey, & Westergaard, 2002; Lakin, Leon, & Miller,
2008). Moreover, most experience low levels of personal accomplishment
(Decker et al., 2002).
High rates of staff turnover relate to burnout (Maslach, Schaufeli, &
Leiter, 2001) and are a common problem within residential youth care (Colton
& Roberts, 2007; Connor et al., 2003). According to Colton and Roberts (2007),
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important causes of staff turnover are the general negative perception of
residential youth care – for example, the perception that it is a ‘last resort’
solution – the challenging target group and the poor conditions of
employment, including poor supervision, low pay and high workload. The
consequences of high staff turnover rates include high costs for the residential
provider, a negative impact on youth welfare (Seti, 2008), a lack of consistency
in the program execution and therapeutic environment (Connor et al., 2003),
instability, and a dearth of education and experience among youth care
workers (Barford & Whelton, 2010).
Although there are positive effects of residential youth care (Knorth,
et al., 2008; Souverein et al., 2013), it is not clear that the positive changes
achieved in adolescents during care also persist in the long term (Harder,
2018). Research shows that youth care workers often use external rewards to
achieve positive behavior change with adolescents during residential care
(Bartels, 2001; Eenshuistra, Harder, Van Zonneveld, & Knorth, 2016;
Eenshuistra, Harder, & Knorth, 2018; Gilman & Anderman, 2006; Ryan & Deci,
2000). These external rewards can lead to socially desirable behavior in youths
during care (Ryan & Deci, 2000), making it more difficult to achieve long-term
behavioral change after care (cf. Colson et al., 1991; Kromhout, 2002).
Furthermore, residential care workers often apply a controlling
approach to handle problematic behaviors in youths (Bastiaanssen et al.,
2012; Eenshuistra et al., 2016; Van Dam et al., 2011; Wigboldus, 2002), which
is associated with more externalizing behavioral problems (Bastiaanssen,
Delsing, Kroes, Engels, & Veerman, 2014) and poor therapeutic alliances
(Harder, 2011, 2018).
Considering that residential care workers interact with adolescents
with complex problems, it is important that they have the appropriate
knowledge and skills to work with them (Mattingly, 1995). Moreover, the
professionalism (i.e., having appropriate knowledge and skills) of youth care
workers is an important factor to achieve positive care results (Van Yperen &
Veerman, 2008) and can prevent staff turnover (Jongepier & Struijk, 2008).
Professional competence and consequently the quality and effectiveness of
residential youth care can be improved by providing training to youth care
workers (cf. Eenshuistra et al., 2016, 2018).
Despite the importance of training residential youth care workers to
increase their professional competences and by doing so, enabling them to,
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for example, cope with their challenging target group and prevent burnout,
little attention has been paid to the influence of training on the behavior and
skills of residential youth care workers (Bastiaanssen et al., 2014). One of the
reasons for this might be the limited budget available for residential youth
care (cf. Whittaker et al., 2015).
Given the importance and simultaneously the lack of attention paid to
training residential care workers, the aim of this study is to gain greater insight
into the effects of training on the skills of residential youth care professionals
by conducting a systematic review study. The following research question is
the focus of this study: what are the effects of training on the skills of
residential youth care professionals? We divide this question into three subquestions, namely:
1. Which training programs are associated with sustainable positive
effects on the skills of residential youth care professionals?
2. Which training programs are associated with negative effects on the
skills of residential youth care professionals?
3. Which specific elements of training are associated with positive and
negative effects on the skills of residential youth care professionals?

Method
Literature search
We performed a systematic review according to the Prisma statement
(Prisma-P; Moher et al., 2015). We searched the PsycINFO, Eric, SocIndex and
Academic Search Premier databases in October 2017. The keywords used,
developed with the support of two university librarians, were:
- care worker* OR therapist* OR behavio#ral scientist* AND
- training* OR coach* OR education OR instruction* OR schooling OR
teaching OR supervision OR intervision AND
- skill* OR competence OR proficiency OR techni* OR ability OR abilities
OR expert* OR profession OR knowledge OR know-how OR attitude*
AND
- residential* institution* OR secure residen* OR (group OR children*
OR family) home* OR residential care.
To ensure literature saturation, we also screened the reference lists of studies
identified through the search.
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Inclusion and exclusion
Table 3.1 sets out the inclusion and exclusion criteria used.
Table 3.1
Inclusion and exclusion criteria
Category

Inclusion criterion

Exclusion criterion

Training setting

Residential youth care
settings including group
homes

Research
respondents

Professionals working in
residential youth care
settings
Measures of skills
improvement or
impairment, expansion
of knowledge, change in
attitudes

Foster care, outpatient
setting, combined care,
medical setting,
school setting, residential care
for elderly
Professionals who are not
working in residential youth
care settings
Perception, knowledge,
experiences, attitudes,
satisfaction or needs
regarding the training, manual
of a program, training in sign
language, family therapy, or
hygiene
Other languages than Dutch,
German, or English

Key variables

Cultural and
linguistic range

Study type

Written in or translated
into English, German, or
Dutch. Studies can be
conducted in any
country
Scientific peer-review
articles, books,
dissertations, and
reports

Non-scientific literature

We made no restrictions for research method and timeframe because we
expected a limited number of studies to meet the inclusion criteria. Studies
were excluded if too much information was missing or if the information was
too unclear for data extraction. If the studies also examined other topics in
addition to research on training outcomes, such as satisfaction with training,
these topics were not included in this review.
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Screening and eligibility
After searching the databases, the first author eliminated duplicates using
Refworks and made a first selection based on titles. In the case of unclear
titles, the keywords were also screened. Then the first two authors
independently performed a second selection on the basis of abstracts yielded
from the first search against the inclusion criteria. Studies were included if
both authors rated a study as ‘included’ (13 studies) or if one of the authors
had doubts about whether a study should be included but was prepared to
include it and the other author rated it as ‘included’ (4 studies). The studies
were excluded if both authors rated a study as ‘excluded’ (56 studies) or if one
of the authors had doubts about whether the study should be included but
was prepared to exclude it and the other author rated it as ‘excluded’ (11
studies). If both the authors had doubts whether the study should be included
(4 studies) or in the case of disagreement (1 study), a full-text screening was
independently performed by the first two authors, who then decided whether
the study met the inclusion criteria. The authors discussed their findings and
decided whether each study should be included. If the full text was not
available, the study was excluded. Finally, the first author performed a fulltext analysis and screened the reference lists of the included studies: no
additional relevant studies were found.

Data extraction
We used a table to extract data on the authors, study year, training name,
country, location, institutional target group, study design, participant
numbers, and instruments. We also used another table to extract training
characteristics, including the name, duration, elements, and aims. To extract
the data regarding the training outcomes in terms of changes in the
professionals’ skills, we used two tables; a table for the ‘positive outcomes’
and another table for ‘other outcomes’. Due to the small number of negative
outcomes reported in the studies, these outcomes were only included in the
text. We defined ‘positive outcomes’ as statistically significant improvements
in the professionals’ skills and improvement in the professionals’ skills which
met the requirements as formulated in the study. We considered undesired
training outcomes, such as a decrease in the professionals’ knowledge or
skills, as ‘negative outcomes’. We used the category ‘other outcomes’ to
describe positive but not statistically significant outcomes, positive outcomes
49

which were not supported quantitatively, improvement in skills which were
not used in practice or only to a limited degree, outcomes which did not meet
the requirements as formulated in the study, no effects (no change), or
various outcomes observed in the participants or participating teams
themselves.

Study selection and characteristics
Figure 3.1 provides a flowchart for the systematic review selection procedure.
A total of 828 studies were identified through the initial search
(studies in a language other than English, German or Dutch were excluded).
Eventually, we selected 12 studies: Six journal articles, five dissertations, and
one report (see Table 3.2).
Most of the studies included were conducted in the United States
(66.7%), two in the Netherlands (16.7%), one in Portugal (8.3%), and one in
Canada (8.3%). The age of the young people staying in the participating
facilities ranged from 5 to 21 years. The reasons for placement included
problems with the youths themselves or unsafe home environments. In most
training modules, the participants were youth care workers, but in two studies
students from a school that prepares for child-care work also received training
(Edens, 1998; Edens & Smit, 1992). Psychology graduate students served as a
comparison group in one study (Welch & Holborn, 1988). In another study the
trainees were youth care worker supervisors (Bonsutto, 1993). Furthermore,
one study applied a train-the-trainer format: first supervisors received
training, then they provided training to the other staff members (Nunno,
Holden, & Leidy, 2003). Professionals had a wide range of experience working
within the field, from less than a month to at least seventeen years.
The most common study design was a pre-test post-test design
(33.3%). A quasi-experimental design was used in three studies (25%). The
quasi-experimental design of Moleiro, Marques, and Pacheco (2011) consisted
of two groups: the experimental group which received the training and one
control group which did not receive training. The division of the participants
into the two groups was non-random. The participants completed the
questionnaire twice: once before the training and once in the week of the last
training session. The case vignettes were completed once by each group. The
quasi-experimental study by Edens and Smit (1992) included a control group
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(without random assignment) which also participated in the pre-test and posttest.
Database search (n=828)
Eric (n=109)
PsycINFO (n=362)
SocIndex (n=143)
Academic Search Premier
(n=214)
Removed duplicates (n=139)

Titles (and keywords)
assessed for eligibility
(n=689)

Abstracts assessed for
eligibility (n=89)

Full text assessed for
eligibility (n=18)

Studies included in
systematic review (n=12)

Titles excluded due to
irrelevance (n=600)

Abstracts excluded (n=67)
* not meeting at least one of the
inclusion criteria (n=66)
* no abstract available (n=1)
Full-text (screening) excluded
(n=4)
* not meeting the inclusion
criteria (n=1)
* full text not accessible (n=3)
Full text excluded (n=6)
* same research, same
participants (n=2)
* full text not accessible (n=2)
* too much missing/unclear
information (n=2)

Figure 3.1. Flow diagram of literature search
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Table 3.2
Characteristics of included studies1
Study
Lamanna (1992).
Therapeutic Crisis
Intervention for
Youth Care Worker
(TCIYCW)
USA
Moleiro, Marques,
& Pacheco (2011).
Brief Training
Program (BTP)
Portugal

1

Setting and target
group
Residential settings
for youth (age not
reported).

Study design

Number of participants

Instruments

Experimental design
with 30-45 days
between post-test and
follow-up.

Residential care units
for youth aged 5–21
years old.

Quasi-experimental
design. Duration
between the
measurement
moments unknown.

33 youth care workers in treatment
group (17 youth care workers
received only training, 16 received
training with a follow-up session),
18 youth care workers in control
group.
14 youth care workers in treatment
group, 16 youth care workers in
control group.

- Questionnaires
(Occupation Stress
Inventory, Correctional
Institution Environment
Scale, Maslach Burnout
Inventory).
- Questionnaire to
evaluate the cultural
diversity competence of
the participants,
- case vignettes for

Order studies on first strength of study design, second double studies, third decreasing number of participants.
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Edens (1998).
Professional Skills
for Residential
Child Care Workers
(PSRCCW)
The Netherlands
Edens & Smit
(1992).
Skills for Residential
Child Care Workers
(SRCCW)
The Netherlands

Crosland et al.
(2008).
Behavior Analysis
Services Program
(BASP) USA

Youth care workers
from residential care
settings for youth
(age not reported)
and students from a
school that prepares
for child-care work.
Youth care workers
from residential
youth care settings
for youth (age not
reported) and
students from a
school that prepares
for child-care work.
Two group homes for
girls and boys aged
12-17 years old.

evaluation of cultural
diversity competence.
- Knowledge test,
- observations, i.e.
behavioral test, including a
rating list for observers.

Pre-test – post-test
follow-up controlgroup design without
random assignment
with 6 months
between the post-test
and follow-up.
Pre-test – post-testcontrol group design
without random
assignment. Duration
between pre-test and
post-test unknown.

35 youth care workers and
students in the treatment group,
20 youth care workers and
students in the control group.

18 youth care workers and 11
students in the treatment group,
18 residential youth care workers
and 8 students in the control
group.

- Observations, i.e.
behavioral test, including a
rating list for observers,
- questionnaire about to
what extend learned skills
were applied in practice.

Multiple-baseline
design with baseline
measurements in
group home 1 until 24
weeks and in group
home 2 until 35 weeks.
Total duration of the
data collection was 48

15 youth care workers.

- Observations, including a
checklist for observers.
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Welch & Holborn
(1988).
Brief Training
Manual (BTM)
Canada

Residential
treatment facility and
a community-based
group home for
youth aged 11-17
years of age.

Donald (2015).
Child Teacher
Relationship
Training (CTRT) USA

Psychiatric
residential treatment
facility for youth
aged 5-14 years old.
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weeks for both group
homes.
Multiple baseline
design. Duration
between the
measurement
moments unknown.

Mixed methods design,
consisting of a
multiple-baseline
across participants
single-case design
(dominant) paired with
a holistic multiple-case
study design. The
duration between the
first and last
measurement moment
was different for each
participant: 23, 26, and
29 weeks.

4 youth care workers participated
in experiment 1 and 4 youth care
workers participated in experiment
2. During experiment 1, 6
psychology graduate students were
recruited to serve as a comparison
group.
3 residential care workers and 3
children from the residential
treatment facility.

- Observations i.e.
generalization test,
- written contracts.

- Observations (Child
Teacher Relationship
Training Skills Checklist,
Measurement of Empathy
in Adult-Child Interaction),
- questionnaires
(Achenbach System of
Empirically Based
Assessment Teacher’s
Report Form, Maslach
Burnout InventoryEducators Survey,
Preventative Resources
Inventory, Student
Teacher Relationship
Scale),

Nunno, Holden, &
Leidy (2003).
Therapeutic Crisis
Intervention (TCI)
USA

Residential childcare
facility for youth
aged from 5-18 years
old.

Pre-test – post-test
design with 18 moths
between the pre-test
and post-test.

Bonsutto (1993).
The Solution
Strategy (TSS)
USA

Residential
treatment center for
youth aged 11 – 21
years old.

Pre-test – post-test
design with 15 weeks
between pre-test and
post-test.

4 supervisors completed a trainthe-trainer program in Therapeutic
Crisis Intervention and delivered
direct training to the entire facility
staff. 104 youth care workers
participated in the pre-knowledge
based test, 96 youth care workers
in the post-knowledge based test
and 23 youth care workers in the
post implementation knowledge
based test.
44 youth care workers participated
in the pre confidence scales, 34
youth care workers in the post
confidence scales. 22 supervisors
and youth care workers
participated in the pre-interviews,
16 supervisors and youth care
workers in the post-interviews1.
13 supervisors2 participated in the
training sessions, 23 youth care
workers and 10 supervisors filled in
the pre-test self-survey and 30

- semi-structured
interviews.
- Pre-post knowledge
based test,
- confidence scales,
- interviews,
- incident report forms.

- Peer evaluation
instruments3,
- self-survey.
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Hickey (1994).
The Solution
Strategy (TSS) USA

Residential group
care facility for youth
aged 6-18 years old.

Pre-test – post-test
design with 9 weeks
between the pre-test
and post-test of the
employee survey.

Gramling (1994).
Social Skills Training
(SST) USA

Group home for
youth aged 13-17
years old.

Poland (2007).
Mental health
training/GAINS
training (MHT) USA

Juvenile justice
facility for juvenile
offenders (age not
reported).

Pre-test – post-test
design with 5 weeks
between the pre-test
and post-test of the
knowledge test and
approximately 5 weeks
between pre-test and
post-test of treatment
planning skills during
training practice.
Post-test only control
group design
(convenience sample,
random assignment)
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youth care workers and 12
supervisors the post-test selfsurvey.
14 youth care workers attended
the individual meetings, 14 youth
care workers filled in the Employee
survey pre-test, 12 youth care
workers the Employee survey posttest and 15 youth care workers
participated in the implementation
of the strategy.
4 youth care workers.

32 youth care workers completed
the initial surveys. Hereof 19 were
in the control group and 13 were in
the treatment group. 11 youth care

- Self-report survey,
- daily log of contacts with
each youth care worker.

- Knowledge test,
- observations, i.e. log
recordings, including a
content analysis coding
scheme.

- Surveys,
- true-false review test,
- perception scale,

regarding knowledge
workers and 13 supervisors
- data on seclusion room
and attitudes
participated in the surveys.
use and physical holds.
measurement.
Regarding behavior
change measurement
post-test and follow-up
control group design
with 1 month between
post-test and followup. Data on seclusion
room use and physical
holds are examined
before and after the
training.
1
Notes. Less than half of the pre-participants were included in the post interviews. 2 I.e. unit managers and treatment/shift supervisors. 3
Completed by participants and their peers, measuring the solution strategy's effect on supervisor's skills and knowledge.
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Edens (1998) used a pre-test post-test with follow-up, including a non-random
control group. A multiple-baseline design was used in two studies (Crosland et
al., 2008; Welch & Holborn, 1988), where repeated-measurements during the
pre-training and post-training periods were performed to assess the behavior
of the youth care workers. Lamanna (1992) used an experimental design. The
participants in this experiment were randomly assigned to one of three
groups: one training group, one training with a follow-up session group, and
one control group. The participants completed three questionnaires both at
the end of the training and 30–45 days after the training. The study design by
Donald (2015) consisted of a mixed-methods approach including a single-case
design, in which the youth care workers were observed and completed
questionnaires for several weeks, and a qualitative case study consisting of
pre-study and post-study interviews. The study by Poland (2007) made use of
a post-test control group design with follow-up regarding the participants’
behavioral changes. A post-test-only control group design was used to study
their knowledge and attitudes. The participants were recruited through a
convenience sample and the allocation of groups was random. Data
concerning the use of a seclusion room and physical restraint were examined
both before and after the training.

Results
Training program characteristics
As indicated in Table 3.3, nine different training programs are included in the
twelve studies. These are The Solution Strategy (TSS), (Professional) Skills for
Residential Child Care Workers (PSRCCW/SRCCW), Therapeutic Crisis
Intervention (for Youth Care Workers) (TCIYCW/TCI), Child Teacher
Relationship Training (CTRT), a Brief Training Program (BTP), Social Skills
Training (SST), Behavior Analysis Services Program (BASP), Mental Health
Training (MHT), and a Brief Training Manual (BTM).
The aims of the training programs varied across the studies, although
most of them aimed to improve the trainees’ skills and knowledge. The
duration of the programs varied between less than one hour (Welch &
Holborn, 1988) and 45 hours, divided across several sessions (Edens & Smit,
1992). Ten training courses consisted of a number of training sessions or
individual meetings with a trainer. The training in one study consisted of
studying a manual with or without additional feedback (Welch & Holborn,
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1988). Online training was followed in the study by Poland (2007).
Most training elements described in the studies concern components
during the training itself such as learning techniques, role playing, and
practicing basic conversation skills. Furthermore, providing feedback to the
participants on their performance (including supervision, coaching, and peer
review) was an element in eight programs: TSS (in both studies), PSRCCW,
SRCCW, CTRT, SST, BASP, and BTM. Bonsutto’s (1993) study of TSS training
included field assignments during the week between two training sessions.
These assignments were based on the training and required the participants
to use the skills learned. During subsequent training sessions, each team from
the participating residential provider reported on their field assignment.
Moreover, Gramling’s (1994) SST used training practice in the last five weeks
of the training. During this period, youth care workers developed and
implemented two social skills training intervention plans. Self-study of the
manual, including information about the method, flowchart, sample contracts,
and a checklist, was an element of the BTM.
Bonsutto (1993) and Gramling (1994) also included a pre-training
stage to introduce the upcoming training to the participants. In addition,
Bonsutto (1993) used a post-training stage to present and discuss the training
outcomes with the participants.
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Table 3.3
Characteristics training programs
Name training
TCIYCW
(Lamanna,
1992)

Duration and elements of training
Training provided by the same facilitator at each of
the four participating schools.
1 follow-up session of three hours, no more
information reported.

BTP
(Moleiro et al.,
2011)

Training provided by two independent trainers; one
senior trainer with over 10 years of experience in
training in the area of diversity, and a junior trainer
who was a PhD student, with a specialty in cultural
and sexual diversity.
Three training sessions of 2.5 hours, consisting of
- experimental exercises for self-knowledge and group
dynamics,
- presentation of important concepts in the
development of cultural diversity competencies and
addressing models of racial identity development,
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Aim(s) training
Provide staff with the necessary skills to
- help the child through a crisis in a way that restores the
status quo, balance, and order,
- teach more constructive ways to deal with stress or painful
feelings.
- Improve interpersonal relationships, and
- greater involvement in the intercultural environment, in
residential care for children and youth.

PSRCCW
(Edens, 1998)

SRCCW
(Edens & Smit,
1992)

- discussing case studies of institutionalized children
and youth, where issues of diversity were addressed,
- skills, sought to integrate the application of
techniques/skills to the daily practice of residential
child care,
- reflect on the program and ask questions that arose
during the training.
Exact background trainer(s) unknown, however, the
training program has been developed at the
Department of Personality and Educational
Psychology of the University of Groningen in the
Netherlands.
Five training sessions of three hours, consisting of
- study literature about communication skills and
conversation models,
- teacher explains and illustrates the literature,
- skills or models are demonstrated by a model on a
video-tape,
- practice skills demonstrated during a role-play,
- receive feedback from trainer and fellow-trainees.
Exact background of the two trainers unknown,
however, the training program has been developed at
the Department of Personality and Educational
Psychology of the University of Groningen in the
Netherlands.

Enhance the professional competence of residential childcare
workers in dealing with difficult situations involving
adolescents. The sub goals are to
- increase the knowledge on how to apply skills,
- extend the skills repertoire for dealing with difficult (group)
situations.

Enhance professional competence of youth care workers in
social situations. The sub goals are to
- increase the knowledge of the skills treated in the training,
- learn a general attitude that consists of directness,
acceptance and reinforcement,
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BASP
(Crosland et
al., 2008)

BTM
(Welch &
Holborn, 1988)
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Fifteen training sessions of three hours, consisting of
- study literature about communication skills and
conversation models,
- teacher explains and illustrates the literature,
- skills or models are demonstrated by a model on a
video-tape,
- practice skills demonstrated during a role-play,
- receive feedback from fellow-trainees.
All training was delivered by board certified behavior
analysts.
Five training sessions of three hours, teaching
methods included a combination of
- didactic instruction,
- group discussion,
- activities,
- practice,
- role-play scenarios,
- in-home feedback.
Approximately 49 minutes of self-study of the
manual, consisting of
- flowchart of relevant steps in the negotiation
process,
- text provided a rationale for the negotiation steps
together with a small amount of supplementary
information,

- extend the behavior repertoire of skills that can be used to
handle difficult (group) situations.

To help youth care workers learn how to teach children
appropriate behavior and replace problem behavior with
more socially acceptable alternative behavior using proactive
strategies.

Teaching youth care workers to contingency contract with
delinquent youths living in residential care facilities.

CTRT (Donald,
2015)

TCI

- description of how to produce a written contract,
- sample contracts,
- checklist (experiment group 2).
Other elements are
- feedback regarding the adequacy of their
performance during post-test stimulation (only in
experiment group 1),
- self monitoring and self-correction component.
Training provided by either a masters or doctoral level
student with training in Child Parent Relationship
Therapy Model (CPRT) or enrolled in training for CPRT
and is receiving ongoing group supervision in a course,
as well as individual supervision from the primary
investigator who has advanced training in childcentered play therapy (CCPT) and CPRT.
Seven individual sessions of 30-40 minutes and three
or six individual sessions of 20 minutes.
Elements of training are
- training in CTRT; learning play therapy principles
and skills to manage children’s behavior,
- supervision,
- coaching and modelling on how to generalize the
skills to the classroom group environment.
Five train-the-trainer sessions of seven hours and
periodic one and two-day re-fresher courses for

Improve the relationship between youth care workers and
the children.

- Reduce critical incidents involving aggressive and belligerent
child behavior,
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(Nunno et al.,
2003)

TSS
(Bonsutto,
1993)

TSS
(Hickey, 1994)
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supervisors. Facility staff had four or five days of
training provided by the trained supervisors and,
when necessary, knowledge, skill, and confidence reenforced during regular supervisory meetings or team
meetings. Elements of training are teaching skills that
allow care workers to
- monitor their own level of arousal to aggression
- to use active listening,
- the life space interview,
- other behavior management techniques.
Training provided by the author.
Three training sessions of three hours, consisting of
- presentation of didactic material,
- roll playing,
- multiple evaluation techniques,
- problem-solving exercise,
- field assignments,
- peer review,
- positive reinforcement (feedback).

Training provided by the author.
Two individual meetings of a minimum of 45 minutes
and on-site supervision during each shift of duty or
workday for 9 weeks. Elements of training are

- incensement in staff knowledge and confidence in crisis
handling,
- more consistent coping with crisis situations throughout the
facility.

- Improve perceived job satisfaction of youth care workers by
25%,
- improve the supervisors' ability to increase support to youth
care workers by 50%,
- improve youth care workers' perception of the amount of
support offered by supervisors by 25%,
- increase first-level supervisor's knowledge of the teamwork
model and involving youth care workers in the decisionmaking process by 50%,
- improve care workers' perception of their involvement in
the decision-making process of their unit by 25%.
Increase morale among youth care workers through the
following objectives:
- qualitative improvement in communication with the
supervisor for at least 75% of the youth care workers,

SST
(Gramling,
1994)

MHT
(Poland, 2007)

- supervision,
- review personal file,
- discuss the mode of supervisory support,
- initiate the development of professional growth plan
(goals),
- feedback focused on established goals, strategic
therapeutic intervention and received on-site training.
Training provided by the author.
Four proactive training sessions of two hours and five
weeks of training practice. Elements of training are
- teaching concepts, techniques, and social skills
terminology,
- group discussion,
- training practice,
- supervision,
- verbal feedback.
Approximately four hours of interactive online
training, consisting of
-presenting material; an overview of the three
systems, information on mental health and substance
abuse problems and their assessment, effective
treatment strategies, and effective communication
and coordination among juvenile justice, mental
health, and substance abuse systems,

- increased recognition of their value to the agency for at
least 50% of the youth care workers,
- increase in participation in team-related decision-making by
50%,
- increased levels of trust in the workplace through selfreported increases in trust, fairness, and predictability for at
least 30% of the youth care workers.
- Youth care workers demonstrate increased knowledge of a
training technique by at least 25% of the baseline,
- 50% increase in indicators of linkage between treatment
plan goals and strategies and implementation of those
strategies.

- Residential counsellors are more prepared to work with
juvenile offenders with mental health problems,
- indicate more knowledge about the mental health needs of
juvenile offenders,
- express more positive attitudes toward juvenile offenders
with mental health problems,
- are more likely to make recommendations to mental health
professionals regarding the juvenile offenders in their unit,
and
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- regularly asking participants questions about the
material and/or about the policies and procedures of
their agency as they relate to the material covered.

- have a greater number of positive interactions (and/or
decrease their negative interactions i.e. seclusion room
placement, etc.) with juvenile offenders with mental health
problems (compared to resident counsellors in the control
group).
Note. TCIYCW/TCI (Therapeutic Crisis Intervention (for Youth Care Worker)), BTP (Brief Training Program), PSRCCW/SRCCW ((Professional)
Skills for Residential Child Care Workers), BASP (Behavior Analysis Services Program), BTM (Brief Training Manual), CTRT (Child Teacher
Relationship Training), TSS (The Solution Strategy), SST (Social Skills Training), MHT (Mental Health Training).
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Positive training outcomes
Positive outcomes were described for ten training programs. These positive
outcomes can be divided into two categories: professional’s individual
characteristics, such as knowledge and practice skills, and work environment,
such as job satisfaction and staff support. The outcomes with regard to
professional’s characteristics are shown in table 3.4.
Most positive outcomes regarding professional’s individual
characteristics included an improvement in the professionals’ skills (PSRCCW,
SRCCW, TCI, CTRT, SST, BASP, and BTM). For example, the CTRT and SRCCW
showed an increase in the empathic ability of the professionals. Furthermore,
reported skills improvements included the ability to improve the child-staff
interaction in the BASP, problem solving in SRCCW, and treatment planning in
SST. It appears that the professionals were able to apply the skills learned
through training in the SRCCW, CTR, and BTM in practice. Half of the studies
which included positive outcomes described changes concerning an increase
in the professionals’ knowledge (TSS [Bonsutto, 1993], PSRCCW, TCI, SST, and
BASP); for instance, there is a positive change in the professionals’ knowledge
about the teamwork model and crisis intervention. Other positive outcomes
which individual studies described included positive changes to the
professionals’ attitudes, confidence, and cultural awareness.
Regarding work environment, three studies reported positive training
outcomes. In both TSS studies, the training was associated with improvements
in the work environment. This appears in one study (Bonsutto, 1993) an
increased job satisfaction, being more positive about having a future at the
care provider and having less voluntary staff turnover; and in the other study
(Hickey, 1994) as improved morale, greater trust in the workplace, more
appreciation of the employees, and more involvement of youth care workers
in decision-making processes.
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Table 3.4
Positive training outcomes on professional’s knowledge, attitude and skills (+)
Study
BTP
(Moleiro et al., 2011)

Skills

PSRCCW
(Edens, 1998)

- Significant increase in behavior repertoire of skills
for dealing with difficult (group) situations at posttest and follow-up measurement in both youth
care workers and students (Mean effect size posttest and follow-up is .54).
- Significant more use of skills in practice after the
training, compared with before the training.
- The training is successful in teaching regulating
ability, empathic ability, stimulating ability, ability
to handle conflicts, problem solving ability, and

SRCCW
(Edens & Smit, 1992)
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Knowledge/attitude/confidence/cultural awareness
- There was an increase of attention among youth care
workers to the child's cultural characteristics from pretraining to post-training.
- Youth care workers in the experimental group were
more capable of including cultural elements in their
definition of strategies and relational aspects of
intervention after a brief training than the control group.
- Significant increase in knowledge on how to apply skills
at post-test and follow-up measurement in both youth
care workers and students (mean effect size post-test and
follow-up is 1.62).
- The training is effective in enhancing youth care
workers’ professional attitude.

BASP
(Crosland et al., 2008)

BTM
(Welch & Holborn,
1988)

CTRT
(Donald, 2015)

TCI
(Nunno et al., 2003)

assertiveness. All these skills showed a significant
training effect.
- Improvement of positive interactions between
youth care workers and children.
- Decreases in negative interactions between youth
care workers and children.
- Improvement of tool use of youth care workers.
- Youth care workers engaged children in more life
skills activities, such as preparing meals, and in
other activities, such as board games.
- The youth care workers were able to apply their
newly acquired contracting skills with delinquent
youths.
- Increase of both the negotiation and contract
writing skills of the youth care workers.
- Youth care workers integrate the CTRT skills into
their classrooms.
- Youth care workers demonstrate increased
empathy during their individual play sessions.
- Selected supervisory staff learned techniques to
conduct effective and long-lasting training
programs and to assist staff in coping with crises.
- Youth care workers increased and retained their
crisis intervention techniques.

- Improvement of youth care workers on steps correct of
the List of Steps for Each Parenting Skill.

- The train-the-trainer model was effective in transferring
knowledge to youth care workers that is essential to the
implementation of TCI.
- Youth care workers increased and retained their crisis
intervention knowledge.
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- Supervisors perceived an increase in youth care
workers’ skills and understanding of children in
crisis after implementation.

- Statistically significant increase in confidence levels in
staff ability to manage crisis, confidence in co-workers
managing crisis, knowledge of agency policy a procedure
concerning crisis management, and staff ability in helping
children learn to cope.
TSS
- Increment of supervisor's knowledge of the teamwork
(Bonsutto, 1993)
model and involving youth care workers in the decisionmaking process.
SST
- Youth care workers improved their treatment
- The youth care workers demonstrated a significant
(Gramling, 1994)
planning skills.
increase in knowledge in relationship to their
understanding of concepts, techniques, and terminology
associated with SST.
Note. BTP (Brief Training Program), PSRCCW/SRCCW ((Professional) Skills for Residential Child Care Workers), BASP (Behavior Analysis
Services Program), BTM (Brief Training Manual), CTRT (Child Teacher Relationship Training), TCI (Therapeutic Crisis Intervention), TSS (The
Solution Strategy), SST (Social Skills Training).
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Moreover, the system of supervision in Hickey’s (1994) study also fostered
structure and objectivity in staff evaluations and an increase in the quality and
quantity of communication between youth care workers and their
supervisors. The study of Nunno, Holden, and Leidy (2003) showed that a
more consistent approach to children in crisis was observed across teams and
among staff within teams after following the TCI.

Negative training outcomes
Two studies reported negative training outcomes. Hickey (1994) describes a
decrease in the perceived recognition of youth care workers’ value to the
agency after following TSS. The study by Edens (1998) found a decrease in the
participants’ knowledge and skills in dealing with difficult situations involving
young people, from directly after to six months after completing PSRCCW
training. This decrease in knowledge and skills of the follow-up scores
compared to post-test scores was significant.

Other training outcomes
Ten studies reported other outcomes which do not meet the criteria for
positive or negative outcomes. Most of these outcomes can be divided into
three categories. Firstly, eight studies (80%) reported variable training
outcomes for professional skills between the participants or teams, which
implies an improvement in skills which was not statistically significant, was not
supported by quantitative data or which did not meet the training objectives.
Secondly, there was too little improvement in the professionals’ skills in six
studies (60%). Thirdly, the skills learned were not consistently applied in
practice by the professionals in three studies (30%) (see Table 3.5). In addition
to these three categories, other outcomes took the form of outcome
variability, mixed outcomes, and confounding factors other than training
which were put forward to explain the outcomes obtained. These outcomes
are discussed at the end of this section.
Eight training programs yielded outcomes which showed that the
training studied had effects on professional skills which varied from
participant to participant or from team to team (PSRCCW, TCIYCW, TCI, CTRT,
BTP, SST, BASP, and BTM). For example, in the study by Edens (1998), the skills
taught through PSRCCW training had a more long-term effect on students
than on youth care workers. In addition, the BTP caused a proportion of
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professionals to increase their cultural skills, but not all the participants were
able to increase these skills. Furthermore, the CTRT study reported that the
changes in the participants’ perceptions of the problem behaviors of their
child of focus (i.e., the child selected to participate in weekly one-on-one play
sessions with the participating residential care worker) were inconsistent
across participants. Nunno et al. (2003) conclude that three of the four teams
implemented the TCI training fully within the eighteen-month study period.
The team which did not implement TCI was left out in the evaluation.
Another common result was that there was too little improvement observed
in the professionals’ skills. The TCIYCW, TCI, CTRT, BTP, and MHT all achieved
some positive outcomes in terms of knowledge, for example, but these
outcomes were not statistically significant or were not supported by
quantitative data. For example, Donald (2015) concludes that the effect of
CTRT training on participants’ burnout symptoms is not quantitatively evident,
though each participant described at least one positive work-related outcome
of the training. Moreover, two studies found results other than those
intended. Bonsutto’s (TSS; 1993) study found an improvement in the
supervisor’s ability to increase their support for youth care workers by
providing positive and corrective feedback to them, for instance, but only by
16% instead of the projected 50% as measured by a peer evaluation. In
addition, in the study by Gramling (SST; 1994), two youth care workers fell
short of the projected 25% increase of knowledge, but the author considered
this rather insignificant, since they were only one point below the
measurement standard (score of 24%).
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Table 3.5
Other training outcomes (+/-)
Study
TCIYCW
(Lamanna, 1992)

BTP
(Moleiro et al.,
2011)

Unequal training effect
- The follow-up training for the
younger youth care workers enhances
the acquired skills and is essential to
their increased self-efficacy.
- The training provides adequate
resistance to the tendency to become
depersonalized, at least with older
youth care workers.
- Increased percentage youth care
workers who were able to relate
cultural issues in the approach to the
child and to themselves in the helping
relation.
- In the case vignette, a number of
participants of the experimental group
referred the child's cultural

Too little improvement
No statistically significant
relationship between
- training and the participants
reported sense of job competence,
- training and the participants'
perceived sense of job stress.

Skills not always used in practice

- No statistically significant
differences between pre-training
and post-training results in the selfreport of Cultural Diversity
Competencies.
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PSRCCW
(Edens, 1998)
BASP
(Crosland et al.,
2008)

BTM
(Welch & Holborn,
1988)

CTRT
(Donald, 2015)
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background and family culture in their
approach of the case.
- The skills which were learned appear
to make a more lasting impression on
students than on youth care workers.
- Group Home 1 showed a consistent
level throughout the post-training
phase of intervals, with no interaction,
while Group Home 2’s percentages of
no interaction decreased but
remained more variable.
- The extent to which the youth care
workers conformed to the manual
(procedural reliability) varied across
youth care workers, but was usually
high.
- The changes in perceptions of youth
care workers’ child of focus behaviors
were inconsistent across participants
qualitatively.

- Youth care workers reported
feeling closer to their child of focus,
though this was not consistently
supported quantitatively.
- The changes in perceptions of
youth care workers’ child of focus
behaviors were not evidenced
quantitatively.

TCI
(Nunno et al., 2003)

TSS
(Bonsutto, 1993)

- Three of the four units implemented
TCI fully within the 18-months study
period.
- One unit saw a significant reduction
in aggressive critical incidents.
Aggressive critical incidents in the
other two units remained relatively
steady.
- One unit reduced statistically
significant the physical restraint
interventions. The other two units
showed a non-significant increase in
physical restraints.

- The effect on youth care workers’
symptoms of burnout was not
quantitatively evident, though each
described at least one positive jobrelated effect of the training.
- No statistically significant increase
in staff knowledge, confidence and
consistency in crisis intervention
facility wide.

Too little improvement
- of supervisor’s ability to increase
support by providing positive and
corrective feedback to youth care
workers,
- in the perception of the youth
care workers’ amount of support

- Youth care workers use the
crisis intervention strategies but
when the situation becomes
difficult, they do not have
enough time to use all the
techniques, especially the Life
Span Interviews, after the crisis
subsides.

- Most participants reported that
they used the "new" skills but
reported that with all of the
demands of their jobs (i.e., the
clients, paperwork and routines),
they found it difficult finding
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SST
(Gramling, 1994)

MHT
(Poland, 2007)
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offered by supervisors through the
provision of positive and corrective
feedback,
- of the youth care workers'
perception of their involvement in
the decision-making process of
their unit.

time to consistently engage with
staff one-on-one.

No statistically significant
- differences in the youth care
workers’ feelings of preparation for
serving youth with mental health
problems,
- difference between the treatment
and control group related to their
knowledge of mental health and
juvenile justice.
- Youth care workers in the
treatment and control group did
not view youth in general or
juvenile offenders differently. It
showed, however, that there were

- Three participants in the
training group provided further
comments on changes in their
behavior and skills following the
training. Some of the reasons for
not using the training included
working overnights and not
having interactions with clients,
not enough time and/or
opportunity to do so, lack of
leadership among management
and a work environment that
does not support the use of the
skills and behaviors.

- Two of the four youth care workers
fell short of the projected 25%
increase of knowledge (they had a
score of 24%).

statistically significant differences in
how each group viewed youth with
mental health problems and
juvenile offenders with mental
health problems with the control
group viewing both groups more
favorably.
Note. TCIYCW/TCI (Therapeutic Crisis Intervention (for Youth Care Worker)), BTP (Brief Training Program), PSRCCW (Professional Skills for
Residential Child Care Workers), BASP (Behavior Analysis Services Program), BTM (Brief Training Manual), CTRT (Child Teacher Relationship
Training), TSS (The Solution Strategy), SST (Social Skills Training), MHT (Mental Health Training).
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TSS (Bonsutto, 1993), TCI, and MHT demonstrated that learned techniques are
not always applied in practice and that participants find it difficult to use their
newly learned skills. One of the reasons for this mentioned in all of these
studies of the youth care workers is a lack of time.
Regarding the fourth category of other training outcomes, the study of
Crossland et al. (2008) showed that negative child-staff interactions were
quite variable for both group homes studied at the baseline phase and
showed a declining trend prior to the post-training phase. It is therefore
uncertain if the decline in negative interactions was caused by the BASP
training. The negative interactions remained low in the post-training phase
and a decrease in variability was observed. Positive interactions were also
variable, specifically at one of the two group homes, but increased
substantially with less variability at both group homes during the post-training
phase. Furthermore, the study by Poland (MHT; 2007) obtained mixed results
for the treatment and control groups with respect to perceptions of changes
in behavior by both the participants and supervisors. The only consistent
finding was that supervisors rated the youth care workers who worked for
them more favorably than the participants rated their own behavior.
Moreover, the comments of the supervisors in this study on the interactions
among youth care workers and youths revealed that there were likely to be
other reasons for the changes observed in physical restraint and seclusion
room placement than the MHT program. An example of a comment from one
of the supervisors was that the ‘clients are stabilizing themselves; decrease in
physical holds and/or seclusion rooms is not due to anything staff is doing’
(Poland, 2007, p. 85).

Discussion
The aim of this study was to gain greater insight into the effects of training on
the skills of residential youth care professionals. The twelve studies included
examined the outcomes of nine different training programs with regard to the
skills of residential youth care professionals (i.e., youth care workers,
supervisors and students). TSS (in both studies), PSFCCW, SRCCW, TCI, CTRT,
BTP, SST, BASP, and BTM programs were associated with positive outcomes
regarding improvements in professional’s individual characteristics and
improvements in the work environment, and skills improvement in
participating professionals was the most common outcome observed. This
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corresponds to the most frequently set course goal: improving professional
skills. Other improvements regarding professional’s individual characteristics
which were found in these ten studies included knowledge, attitudes,
confidence, and cultural awareness. The improvements associated with TSS
(both studies) concern improvements in the work environment. In addition, in
the study by Hickey (1994) TSS was associated with improvements in structure
and objectivity in staff evaluations, and in the quality and quantity of
communication between youth care workers and supervisors. The TCI was
associated with a more consistent approach to children across teams and
among the staff within teams.
TSS studied by Hickey (1994) and the PSRCCW also showed negative
outcomes. These negative outcomes were related to decreases in the
perceived recognition of youth care workers’ value to the agency and a
decrease in knowledge and skills learned through the training after six
months. As far as we know, the PSRCCW consisted only of a five-day training
session and paid no attention to the training program after these five days,
which may have caused the perceived decrease in skills. Research has shown
(Stals, 2012) that when a new intervention is introduced, care workers usually
receive the training and an intervention manual. However, it appears that
over time, care workers do not always carry out the intervention as intended:
they add components to the intervention themselves and do not use
components from the intervention anymore. Furthermore, Boendermaker
(2011) argues that there is often a lack of attention paid to the execution of
the intervention once training has been delivered. This lack of attention is
associated with the insufficient implementation of interventions, while it is
known that well-implemented interventions are very important for positive
outcomes for youth (Durlak & DuPre, 2008; Eames et al., 2009). In contrast,
poorly-implemented interventions risk being ineffective (Berwick, 2003). The
importance of thorough implementation is therefore high.
In addition to positive and negative outcomes, we found many other
outcomes in the studies. For example, positive changes were observed in the
professionals’ skills, but these outcomes were not statistically significant, not
supported quantitatively or did not meet the requirements. Furthermore, it
appeared that the training in eight studies had a variable effect on the
professionals’ skills. The research conducted by Owen, Wampold, Kopta,
Rousmaniere, and Miller (2016) about the effect of psychotherapy training on
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trainees found similar results. These authors concluded that the therapists
showed different patterns of growth during training, which suggests that
training has a variable effect on the trainees. To prevent training from not
having the intended effect on some or all of the trainees, Stals (2012)
highlights the importance of ‘tailor-made training’. According to this author,
training should be aligned with the professionals’ competences, but should
also pay attention to their weaknesses.
Although we were able to determine the outcomes of the training
programs, it was not always possible to relate the specific elements of a
training program to the improvement observed, nor to any impairment in the
skills of the residential youth care professionals. This was due to the different
types of training studied, the study designs used, and the lack of indications
provided about which specific training elements caused the changes observed
in the professionals’ skills. The specific training elements that we did find
mostly concerned the training sessions or the manual itself. Two studies also
used assignments in practice as training elements and two-thirds of the
programs offered a form of feedback. Only two studies (Bonsutto, 1993;
Gramling, 1994) considered a pre-training stage. Research shows that
effective implementation strategies for interventions are financial rewards,
organizational strategies, educative visits of experts in practice, interactive
meetings, refreshers, and a versatile approach (Blase, Van Dyke, & Fixsen,
2015; Stals, Van Yperen, Reith, & Stams, 2008). Stals (2012) also mentions the
importance of ongoing guidance and the encouragement of professionals
after training. The included studies did not report these strategies explicitly.
However, Gramling (1994) named a proactive training and Poland (2007) used
an interactive online training. In addition, most studies used a combination of
instruction and assignments during the training and room was provided in
some studies for questions and discussion. Therefore, we assume that the TSS
(both studies), PSRCCW, SFCCW, CTRT, BTP, SST, BASP, and MHT were all
interactive and versatile.
We need to interpret the results of this review with some caution,
given the research designs used by the studies included. Most studies used a
pre-test post-test design. The internal validity of this design is limited;
therefore, it is unsure if the training program caused the perceived changes,
rather than extraneous influences and is it impossible to determine the effects
of training. We therefore used the term ‘outcomes’ instead of ‘effects’ for our
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results. Regarding our included studies, only Lamanna’s (TCIYCCW; 1992)
study used an experimental design. This study did not find statistically
significant improvements in the professionals’ skills. However, it should be
noted that they only used a post-test and follow-up. How the participants
scored before the training is therefore unknown. In addition, Edens (1998),
Edens and Smit (1992), and Moleiro et al. (2011) used a quasi-experimental
design. The study by Moleiro et al. (2011) did find improvement in cultural
awareness, but not all the improvements were statistically significant or
consistent across participants. In contrast, the studies by Edens (1998) and
Edens and Smit (1992) did find significant outcomes on the improvement of
knowledge and skills, for example. However, the study by Edens (1998) did
also find a decrease in knowledge and skills six months after the training and
the training appeared to make a more lasting impression on students than on
youth care workers.
Moreover, many studies had a limited number of participants. Half of
the studies included had fifteen or fewer participants following the training
and did not include a control group. Although it is possible to gain a detailed
insight into the effects of training through repeated case studies, the
generalizability of these studies is low (Kazdin, 2003). Furthermore, only half
of the studies were observational studies. The other studies used self-report
surveys or interviews, for example. In contrast with observations, self-reports
provide less objective information about the actual behavior of professionals
(Stals, 2012).

Strengths and limitations
One strength of the present review is that it is, to the best of our knowledge,
the first review study to have examined the outcomes of training modules
regarding professionals’ skills in the context of residential youth care. Another
strength is our thorough and systematic search of the relevant databases,
allowing us to gain greater insight into the limited knowledge available. A
limitation of our study is that we did not perform a meta-analysis. It was not
possible to conduct a meta-analysis because information was missing from the
studies and the studies differed greatly (e.g. in terms of variation in outcome
variables and study design). Another limitation is that we did not perform a
specific quality analysis of the studies because of the heterogeneity of the
study designs and differences in methods. To make the best comparison
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possible, we preferred a standardized quality protocol that could be used for
all the studies we included in this review. To the best of our knowledge, there
is no protocol that fits all these different studies. Therefore, we did not
perform a quality analysis. However, the methods and research designs used
gave us an indication of the validity and reliability of the studies.

Implications
The results of this review suggest several implications for practice and further
research. Our results show that training programs do not always achieve the
desired outcomes for all trainees. A possible explanation for this might be that
the implementation of the training programs was not sufficient. Therefore, an
implication for practice is that employers in residential youth care should pay
greater attention to the implementation of interventions taught to
professionals through training. Within the literature, there are several
suggestions for improving implementation. Boendermaker (2011) mentions
the role of feedback, such as peer coaching and supervision, to ensure the
integrity of interventions. Moreover, Fixsen, Blase, Naoom, and Wallace
(2009) note the importance of ongoing coaching of professionals. According
to these authors, the required skills are actually learned in practice, with the
support of a coach.
Several studies in our review did not provide information about the
exact elements of the training program studied. Consequently, we do not
know much about what elements are effective. Our review also shows that
there is little rigorous research available on training for professionals in
residential youth care. Moreover, we found very few recent studies focusing
on training programs: the majority (58%) of the studies were twenty years old
or older. Therefore, we recommend more, new and better quality research in
this area. To be able to answer these research questions convincingly,
expensive and labor-intensive research is needed. Consequently, supporting
funding mechanisms should be (made) available.
To improve the quality of research, we have two suggestions. First, we
suggest focusing further research to add to the work of Blase et al. (2015) and
Stals et al. (2008), and to gather more information on the specific elements of
training in terms of their effects on professional skills and the extent to which
these effects are universal among participants. This would provide greater
insight into the effectiveness of an intervention taught through training
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(Abraham & Michie, 2008; Lloyd-Evans, Johnson, & Slade, 2007). Second, to
make the research results more reliable and valid, we recommend conducting
experimental or quasi-experimental research. This type of research should be
properly applicable in practice because it provides the opportunity to work
with a training and control (waiting list) condition. This envisages studying a
group of professionals, some of whom would not receive training during the
research period, while others would. If this proves unfeasible, a credible
alternative would be the use of repeated case studies (Borckardt et al., 2008),
in which a small group of youth care workers is followed for a longer period
and where change over time can be assessed.

Conclusion
Our review demonstrates that, as expected, there is little knowledge available
about the effects of training on the skills of residential youth care
professionals. The research that has been done seem to yield mixed results
about whether training programs have positive outcomes. Some training
programs have negative outcomes. Furthermore, no research has been
conducted on the specific elements of training programs that caused the
observed changes in the professionals’ skills. Therefore, little is known about
the effectiveness of training programs for residential youth care professionals.
The results of our systematic review indicate that some training programs may
produce positive outcomes for professionals. However, few studies are
methodologically rigorous. More thorough empirical studies that focus on
identifying which training elements are effective are needed to further
improve the effectiveness of interventions targeting youths in residential
youth care. Furthermore, attention to increasing evidence-based practice is
important in this context, because in the US, for example, there is currently no
model that is well supported as reported by the California Clearing House for
Evidence-based Practice in Child Welfare.
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Chapter Four
Look who's talking: A Motivational Interviewing based
observation study of one-on-one conversations between
residential care workers and adolescents

This chapter is based on:
Eenshuistra, A., Harder, A. T., Van Zonneveld, N. L., & Knorth, E. J. (2016). Look
who's talking: A Motivational Interviewing based observation study of one-onone conversations between residential care workers and adolescents.
International Journal of Child and Family Welfare, 17(1/2), 64-84.
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Abstract
Despite its relevance and effectiveness in adjoining fields, still surprisingly
little attention has been paid to Motivational Interviewing (MI) in the context
of residential youth care. This study aims to analyze observed interactions
between adolescents and group care workers during one-on-one
conversations from an MI perspective. We specifically focused on the MI
adherent and MI non-adherent behaviors of care workers on the one hand,
and motivation for change in terms of ‘change talk’ and ‘sustain talk’ by
adolescents on the other. Audio recordings of 27 conversations show that
care workers most often use the MI non-adherent behaviors ‘persuasion
without permission’ and ‘confronting’ when they try to change adolescents’
attitudes or behaviors. MI adherent behaviors, i.e. ‘being affirming’, ‘seeking
collaboration’ with and ‘emphasizing autonomy’ of the adolescent, are rarely
used during the conversations. In terms of motivation for change, adolescents
equally use ‘change talk’ and ‘sustain talk’ and often respond ‘neutrally’ to
care workers. ‘Change talk’ and ‘sustain talk’ by the adolescent does not
consistently follow MI adherent and non-adherent behaviors of care workers,
and vice versa. The results suggest that MI training of care workers and more
research on MI in residential youth care is wanted.
Keywords: adolescents; group care workers; residential youth care;
Motivational Interviewing; interactions; motivation for change
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Introduction
Professionals often face challenges in building good therapeutic alliances with
adolescents in residential youth care facilities (Harder, 2011). Early on these
adolescents may have received other types of care that were ineffective in
reducing their problems (Baker & Curtis, 2006; Harder, Knorth, & Kalverboer,
2015). Possible consequences of their care histories are that the adolescents
are negative about the contact with and lack confidence in their care workers
(cf. Lodewijks, 2007). Moreover, adolescents in residential youth care are
often poorly motivated for the changes that professionals want to achieve
(Harder, 2011). Both previous care experiences, having little confidence in
care workers, and a low level of motivation for change are associated with
poorer outcomes (Barnhoorn et al., 2013).
Important for positive outcomes are good therapeutic alliances
between clients and professionals (McLeod, 2011). Professionals can build
these alliances by applying treatment skills (Baldwin et al., 2007; Harder,
2011) such as being supportive and understanding, and being able to make an
accurate interpretation of what is said by the client (Ackerman & Hilsenroth,
2003). Although there is evidence that treatment skills of professionals such as
being reliable and clear are essential for a good therapeutic alliance with
adolescents in secure residential care (Harder et al., 2013), we were unable to
locate studies that focus on how residential care professionals exactly try to
build these alliances.
Research regarding interactions between professionals and
adolescents in residential youth care in the Netherlands suggests that group
care workers intuitively apply a controlling approach in handling externalizing
behavior problems of youth during residential care (Bastiaanssen et al., 2012;
Van Dam et al., 2011; Wigboldus, 2002). In addition, research in the
Netherlands and in the United States suggests that residential care workers
try to change adolescents’ attitude and behavior by applying external rewards
during residential care, such as the use of a points and levels system of
behavior management (Bartels, 2001; Drumm et al., 2013; Durrant, 1993). In
other words, the treatment approach is focused on promoting a desirable
adaptation and development process with the adolescent while residing at the
institution (Abrams & Aguilar, 2005; Abrams, 2006; Englebrecht, Peterson,
Scherer, & Naccarato, 2008; Henriksen et al., 2008). Consequently,
adolescents often show socially desirable behavior during care to satisfy
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external demands (Ryan & Deci, 2000) since they know what is expected of
them and how they should behave (cf. Abrams, 2006; Harder, 2013).
Two problems are associated with the previously described external
regulatory approach (Gilman & Anderman, 2006; Ryan & Deci, 2000) of
control and promoting desirable behavior. First, a controlling approach is
associated with building poor therapeutic alliances (Harder, 2011) and
achieving poor outcomes of care (Lipsey, 2009). Second, a socially desirable
behavior approach focuses on adolescents’ extrinsic motivations instead of
more intrinsic motivations for change. This focus can explain the difficulties of
achieving sustainable, positive behavior change with adolescents after their
departure from residential care (cf. Colson et al., 1991; Kromhout, 2002).
For a sustainable, positive change it is necessary that behavior is
performed in absence of external pressure and that motivation for change is
based on one’s own decision (Deci & Ryan, 2002). More intrinsic or
autonomous motivations for change seem to result in greater treatment
adherence and long-term maintenance of change with clients (Markland,
Ryan, Tobin, & Rollnick, 2005).
An effective treatment method that is specifically designed for both
promoting autonomous motivation of clients and building genuine, good
therapeutic relationships with clients by care workers is Motivational
Interviewing (MI, Miller & Rollnick, 2013). There are also other methods that
focus on building relationships with youth, such as Life-Space Interviewing
(see, for instance, D’Oosterlinck, Goethals, Broekaert, Schuyten, & De Maeyer,
2008). However, these methods do not focus on reinforcing intrinsic
motivation for change of young persons in care. MI is a “collaborative
conversation style for strengthening a person’s own motivation and
commitment to change” (Miller & Rollnick, 2013, p. 12). By applying MI skills,
a care worker can build an effective, positive relationship with an adolescent
that is aimed at increasing adolescents’ intrinsic motivation for change (cf.
Harder, 2011; Henriksen et al., 2008). A care worker who applies MI aims to
be empathic, accepting, warm, and genuine by showing MI adherent
behaviors in terms of reflective listening, affirming, seeking collaboration with
the client, emphasizing autonomy of the client, and directing and advising
with permission of the client. Care workers who work according to MI abstain
from MI non-adherent behaviors, including confronting, directing, and
advising without permission of the client (Moyers, Manuel, & Ernst, 2015).
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A first hypothesized mechanism of action in MI studies is that by
applying MI skills, the therapist evokes self-motivational speech or client
‘change talk’ that will predict client outcomes (Magill et al., 2014). ‘Change
talk’ refers to client statements in favor of behavior change, such as desires,
abilities, reasons, and needs to change (Miller & Rollnick, 2004; 2013). Young
adult substance use treatment studies show that therapists can directly
influence clients’ ‘change talk’ by applying MI adherent behavior, including
reflective listening, particularly during conversations (Gaume, Bertholet,
Faouzi, Gmel, & Daeppen, 2010). ‘Change talk’ in turn predicts MI adherent
therapist behavior (Gaume et al., 2010). There is some evidence that ‘change
talk’ is associated with improved client outcomes in substance abuse
treatment with adolescents (Baer et al., 2008; Strang & McCambridge, 2004).
Recent research with young adults specifically suggests that ‘strong’ ‘change
talk’ with a higher intensity of inclination towards change (i.e., client
utterances such as ‘definitely’ or ‘I swear’) is more predictive of positive
outcomes than ‘weak’ ‘change talk’ with a lower intensity of inclination
towards change (i.e., client utterances such as ‘probably’ or ‘I guess’) (Gaume
et al., 2016).
A second hypothesized MI mechanism is that the therapist reduces or
avoids client resistance by softening counter-change or ‘sustain talk’ of the
client. ‘Sustain talk’ refers to client statements in favor of maintaining (the
undesirable) behavior, such as desires, abilities, reasons, and needs not to
change (Miller & Rollnick, 2013). There is evidence that ‘sustain talk’ of clients
is more likely to be followed by MI non-adherent therapist behavior, and vice
versa (Gaume et al., 2010; Moyers & Martin, 2006). Moreover, both
adolescents’ ‘sustain talk’ and therapists’ MI non-adherent behavior are
associated with poor outcomes of treatment (Apodaca & Longabaugh, 2009;
Magill et al., 2014).
MI seems to be relevant particularly for implementation by
professionals in the context of residential youth care. First, research suggests
that MI is useful for treatment of substance abuse problems of adolescents in
secure residential care (Stein, Lebeau et al., 2011). Second, MI seems to be
specifically relevant for adolescents in care, considering its positive results
with clients who show comparable problems, such as substance abuse (Burke,
Arkowitz, & Menchola, 2003; Jensen et al., 2011) and risky behavior (Lundahl
& Burke, 2009). Third, MI is particularly appropriate for adolescents because
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MI focuses on autonomy of individual clients. Autonomy and independence
are often important issues during adolescence (Feldstein & Ginsburg, 2006;
Naar-King & Suarez, 2011). Fourth, MI seems to work best for clients with
severe problem levels (cf. Arkowitz, Westra, Miller, & Rollnick, 2008; Lundahl
& Burke, 2009), which is often the case for adolescents in residential
treatment.
Despite its relevance, still surprisingly little attention has been paid to
MI in the context of residential youth care. To our knowledge, the only studies
were conducted in juvenile correctional facilities in the United States. Some
studies focused on MI effectiveness and found that incarcerated adolescents
who received MI had lower rates of drinking combined with driving, and
alcohol and marijuana use after release compared with adolescents who
received relaxation training (Stein et al., 2006; Stein et al., 2011; Stein, Clair et
al., 2011). Two other studies focused on MI training and found training to be
associated with positive changes in professionals’ MI knowledge and
responses to written vignettes (Hohman, Doran, & Koutsenok, 2009) and
delict scenarios on video (Doran, Hohman, & Koutsenok, 2011). None of the
studies focused on the applied skills of care professionals in practice by
observing interactions between adolescents and professionals. Therefore, it is
unknown whether and how care workers apply MI skills in interaction with
adolescents during residential care.

Study aims
This study aims to analyze communicative interactions between adolescents
and care workers during one-on-one conversations from an MI perspective.
We will use observation research by means of audio recordings because, in
contrast to interviews and questionnaires, observations can provide more
objective information about the actual behavior and skills of both adolescents
and professionals. The study addresses the following research questions:
1. What type of MI adherent and MI non-adherent behaviors do care
workers show during one-on-one conversations with adolescents?
2. What type of motivation for change do adolescents show in terms of
‘change talk’ and ‘sustain talk’ during one-on-one conversations with
care workers?
3. What are the interactions between MI (non-) adherent behaviors of
care workers and adolescent behaviors during one-on-one
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conversations?
We expect that care workers who haven’t had a specific training in MI, will
show different types of MI non-adherent behaviors since research suggests
that they (intuitively) apply an external regulatory approach of control while
promoting desirable behavior (e.g., Bastiaanssen et al., 2012; Henriksen et al.,
2008). Consequently, we also expect that adolescents will mainly show
‘sustain talk’ during conversations since ‘sustain talk’ of clients is more likely
to be elicited by MI non-adherent behavior of care workers. With regard to
the third research question, we expect MI adherent behavior of the care
worker to be followed by ‘change talk’ of the adolescent, and vice versa, and
MI non-adherent behavior to be followed by ‘sustain talk’, and vice versa.

Method
The present study is part of a research project in the Netherlands that focuses
on the development and evaluation of an MI based treatment program for
group care workers and teachers during one-on-one conversations with
adolescents in (secure) residential youth care. The research project focuses on
group workers and teachers because they interact with the adolescents on a
daily basis and can be seen as a key factor in eliciting positive changes among
the adolescents (cf. Englebrecht et al., 2008; Knorth et al., 2010). During this
project there are two measurements which consist of audio recordings of oneon-one conversations. The first round (T0) consists of a baseline measurement
at a moment the care workers have not yet received a specific training in
Motivational Interviewing. The second round (T1), after the workers do have
received training in Motivational Interviewing, implies a measurement to
assess whether the care workers are using more MI skills. For the present
study, we used audio recordings of one-to-one conversations between
adolescents and group care workers from T0. This measurement aims to
identify the contents of the current one-on-one conversations. We specifically
observed sequences in interactions between youth and professionals for the
present study. Since none of the participating teachers made audio recordings
of their one-on-one conversations with adolescents, we only used recordings
of group care workers.
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Setting
Group care workers of six residential groups from three residential youth care
facilities were involved in the present study. These facilities are located on five
sites in the north of the Netherlands. An important component of care and
treatment in all facilities are the activities at the residential groups consisting
of a maximum of eight to twelve adolescents. Of the six participating groups,
three provide compulsory treatment and three provide voluntary treatment,
both to young people aged 12 to 23 years old with psychiatric and behavioral
problems. Group care workers all function as a so-called mentor for individual
adolescents. During their stay all adolescents are assigned to a mentor. The
assignment to care workers as mentor is mainly based on the order of
placement. The mentor is involved in the adolescents’ individual treatment
planning and is the most important group care worker for the adolescent
during his/her stay. On special occasion the mentor has a one-on-one
conversation (i.e., mentoring conversation), with the adolescent. Usually,
these one-on-one conversations take place once a week or every other week
and have a counselling purpose.

Procedure
The managers of the three facilities selected the residential groups − two per
facility − that would participate during the study. Eligible participants in the
study were all care workers who were employed in the selected groups. We
did not use other selection criteria. This resulted in a total of 43 care workers.
They were informed about the research project by the researchers during
focus groups and by e-mail, including an information flyer. They also received
specific instructions for making the recording. One of the instructions was to
record a one-on-one conversation with an adolescent, preferably for whom
the care worker functioned as a mentor. They were instructed to record a
usually occurring one-on-one conversation, so that we were able to draw a
clear picture of the common approach during conversations in practice. All
adolescents were informed about the recording by their mentor and had to
give permission for the recording. In first instance, we planned to make video
recordings of the conversations, but due to practical problems and resistance
by the care workers we used audio recordings. This resulted in audio
recordings of 27 one-on-one conversations between group care workers (i.e.,
mentors) and adolescents. The other 16 care workers (37.2%) were unable to
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make a recording due to personal problems, practical problems (e.g., had to
go to school during the MI training), refusal of the adolescent to participate,
and problems within the facility. By analyzing the conversations, the research
team found out that, on average, each conversation had three objectives (e.g.,
change targets), ranging from one to six. The conversations had a large variety
of objectives, including for example sex education, being less involved in
fights, and no drugs abuse. The duration of the conversations ranged from
1:13 minutes to 55:41 minutes, with an average (mean) duration of 17:35
minutes. Most of the conversations remained quite superficial: the change
targets were not discussed very thoroughly by workers, and the subjects that
were talked about during the conversations often changed.

Coding process
Each audio recording was transcribed by a team of two Master students, three
research assistants and the lead researcher of the project by using the
software program F4. After that, each recording was coded according to the
following procedure:
1. Listening to the recording and reading the transcript of the whole
conversation, and clarifying change target(s) according to the
objectives during the conversations;
2. Coding behavior counts of the care worker by the MITI (see below at
‘Instruments’);
3. Coding behavior counts of the client by the MISC (see below at
‘Instruments’).
The transcripts were coded by the lead researcher and the project leader, two
research assistants and two Master students. The two Master students, the
lead researcher and the project leader first studied the MITI encoding scheme,
and followed a MITI training of four hours by a member of MINTNed. After
completing the training, they trained the two research assistants in the MITI
coding system. The coders studied the manual of the MISC accurately. After
this self-study the coders assessed and coded two transcripts individually and
discussed - supervised by the project leader and the main researcher - their
findings in detail. This resulted into a coding agreement list which was
designed to ensure the coders to interpret the MISC likewise. All the 27
transcripts were, for both the MITI and the MISC, coded in order to achieve
93

consensus. First the researchers, one research assistant and two Master
students coded two transcripts individually. Then they compared their
individual coding and discussed differences in coding. Based on mutual
agreement, final codes were assigned. Eight transcripts were coded in
consensus by the project leader, one research assistant and two Master
students. Nine transcripts were coded in consensus by two Master students,
and reviewed by the project leader or a research assistant. Eight transcripts
were coded by pairs consisting of a research assistant and the lead researcher
or project leader.

Instruments
Care workers’ MI adherent and non-adherent behaviors
MI adherent and MI non-adherent behaviors by care workers were measured
by the Dutch version of the Motivational Interviewing Treatment Integrity
Code (MITI 4) (Moyers, Rowell, Manuel, Ernst, & Houck, 2016). The aim of the
MITI is to assess MI skills applied by therapists (care workers) during observed
conversations with clients. The MITI 4 (Moyers et al., 2015) consists of two
components: global scores and behavior counts. Each conversation is given a
global score on four dimensions: empathy, partnership, softening ‘sustain
talk’, and cultivating ‘change talk’. In contrast to global scores, behavior
counts give no overall impression of the quality of the conversation; each
occurrence of the behavior of the care worker in focus is scored. For the
present study, we only used the ten behavior counts because we were mainly
interested in the type of MI (non-) adherent behaviors and adolescents’
responses to these behaviors during the conversation. Behavior counts are
intended to capture specific behavior of the care worker.
The behavior counts for care workers are: (a) ‘Giving Information’ (GI):
gives the client neutral information; (b) ‘Persuade without permission’
(Persuade): tries to influence or convince the client to change; (c) ‘Persuade
with permission’ (Persuade With): persuades the client, but while doing so
s/he seeks collaboration with the client or supports autonomy of the client;
(d) ‘Questions’ (Q) that are asked to the client; (e) ‘Simple Reflection’ (SR):
repeats what the client already said, which goes not far beyond the client’s
original statement; (f) ‘Complex Reflection’ (CR): this reflection adds
substantial meaning or emphasizes what the client already said; (g) ‘Affirm’
(AF): accentuates something positive about the client; (h) ‘Seeking
94

Collaboration’ (Seek): tries to share power or recognizes the expertise of the
client; (i) ‘Emphasizing Autonomy’ (Emphasize): the responsibility of making
decisions about and actions pertaining to change are attributed to the client;
(j) ‘Confront’ (Confront): the professional confronts the client, for example by
correcting, criticizing, disagreeing, or arguing with the client.
With regard to ‘Questions’ (Q) we additionally made a distinction
between ‘Open Questions’ (OQ) and ‘Closed Questions’ (CQ). The behavior
counts ‘Affirm’, ‘Seeking Collaboration’, and ‘Emphasizing Autonomy’ are
considered to be MI Adherent (MIA) behavior; ‘Persuade without permission’
and ‘Confront’ are considered to be MI Non-Adherent (MINA) behavior.
The recommended MITI basic competence and proficiency thresholds
for professionals that are considered as ‘sufficient’ refer to the use of 40%
‘complex reflections’ (i.e., the number of ‘complex reflections’ divided by the
total number of ‘complex’ and ‘simple reflections’) and to a 1:1 reflection-toquestion ratio during conversations with clients.
Recent research shows good reliability of the MITI 4 (Moyers et al.,
2016).

Adolescents’ motivation for change
Motivation for change among adolescents was measured based on the
content of ‘change talk’ and ‘sustain talk’ of adolescents during the one-onone conversations, thereby using the Motivational Interviewing Skills Code
(MISC) encoding scheme, version 2.5 (Houck, Moyers, Miller, Glynn, &
Hallgren, 2013). The MISC 2.5 consists of a global score for client selfexploration and behavior counts. For the present study, we only used the
behavior counts because we were mainly interested in the type of ‘change
and sustain talk’ of adolescents during the conversations. Each utterance of
the adolescent was coded as positive (+) if it reflected inclination toward, and
as negative (−) if it reflected inclination away from changing the target
behavior. ‘Change (+) talk’ or ‘sustain (−) talk’ could be coded into the
following categories: (a) ‘Commitment’ (C): intention regarding the
introduction or maintenance of a behavior change or implementation of a
behavior change strategy; (b) ‘Reasons’ (R): why one should change or not
change; (c) ‘Ability’ (A): (dis)belief in one’s own capacity or capability to
change the target behavior; (d) ‘Desire’ (D): a wish for (no) change including
statements regarding a client’s motivation for change; (e) ‘Need’ (N): the
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necessity for changing or maintaining the target behavior; (f) ‘Taking Steps’
(TS): the client made a recent behavior change against or toward the target
behavior; (f) ‘Other’ (O): utterances which are not well categorized as
categories above, but are about changing or maintaining the target behavior.
Utterances that did not fall within the previous categories were coded
‘FN’ (Follow/ Neutral/Ask). In such cases the response of the adolescent
follows along with the care worker, but it does not involve a change of
(towards or against) the specific target behavior. When the adolescent asks a
question, seeks advice or opinion of the worker, or requests for information
this code is also used.
Currently, there is no information available about the reliability and
validity of the MISC 2.5.

Participants
Background data, based on information from the care workers, for the 27 care
workers and the 222 adolescents who participated in the one-on-one
conversations are respectively shown in tables 4.1 and 4.2.
Table 4.1
Characteristics of the care workers (N=27) at time of recording
M

SD (range)

38.7

8.5 (23-54)

N

%

14

51.9

Secondary vocational education

10

37

Higher Education

17

63

Dutch

21

77.8

Antillean

1

3.7

Surinamese

1

3.7

Dual nationality (including Dutch)

4

14.8

Age
Gender [male]
Level of education

Ethnicity

2

Five adolescents participated in two one-on-one conversations.
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Table 4.2
Characteristics of the adolescents (N=22) at time of recording
M

SD (range)

Age

16.3

1.4 (13-19)

Length of stay in months

5.6

5.0 (0.5-24)

N

%

Gender [male]

14

63.6

Measure of placement [voluntary]

13

59.1

Below average

4

18.2

Average

18

81.2

Intelligence level

All care workers were qualified for working with youth. Part of their former
education is training in communication skills, like showing empathy and active
listening. The care workers did not receive any specific training in Motivational
Interviewing, although some of them indicated that they had knowledge
about MI.

Data analysis
We analyzed and described the overall frequencies of care worker MI (non-)
adherent behaviors, adolescent ‘change talk’ (CT), ‘sustain talk’ (ST), and
‘neutral’ responses. For each conversation, we calculated an MI adherent
behavior percentage: the number of MI adherent behaviors divided by all MI
adherent and non-adherent behaviors. We also calculated a CT percentage:
the number of CT utterances divided by all adolescent utterances. In addition,
we selected fragments from the conversations to illustrate care worker
behaviors, adolescent behaviors and interactions between the two.

Results
MI adherent and non-adherent behavior of care workers
During the conversations 25 care workers showed, in total, 35 times (18.6%)
MI adherent behaviors and 153 times (81.4%) MI non-adherent behaviors.
Two care workers showed neither MI adherent nor MI non-adherent
behaviors during their conversations (with talks’ durations of 1:13 and 5:20
minutes, respectively). Based on the prevalence of MI (non-)adherent
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behavior, three care worker groups can be distinguished: first, nine care
workers (33.3%) used MI non-adherent behaviors only; second, thirteen care
workers (48.1%) used both MI adherent and non-adherent behaviors; and
third, a group of three care workers (11.1%) mainly used (relatively small
amounts of) MI adherent behaviors. According to the prevalence of MI (non-)
adherent behavior, ‘Persuasion without permission’ of the adolescent (61.2%)
is most often used by the care workers, followed by ‘confronting’ (20.2%).
These two MI non-adherent behaviors are shown by 23 (85.2%) and 13
(48.1%) group care workers, respectively. The MI adherent behaviors
‘affirming’ (7.4%), ‘seeking collaboration’ with (5.3%) and ‘emphasizing
autonomy’ of (5.9%) the adolescents are rarely used during the conversations.
These behaviors are shown by ten (37.0%), eight (29.6%) and six (22.2%) care
workers, respectively. On average, the care workers used ‘questions’ 3.1 times
more often than ‘reflections’ during their conversations. Two care workers,
who had the shortest conversations, did not use ‘reflections’ at all. The 27
care workers on average used, relative to ‘simple reflections’, 33.4% ‘complex
reflections’ during their conversations, ranging from 0% to 100%.

Change and sustain talk of adolescents
On average, the 22 adolescents used 13.5% ‘change talk’ and 13.5% ‘sustain
talk’ during the conversations. A majority (73.0%) of adolescents’ utterances
are ‘neutral’. Besides ‘neutral’ responses, one adolescent only used (small
amounts of) ‘change talk’ during her conversation (of 2:25 minutes). All other
adolescents used both neutral responses, ‘change talk’ and ‘sustain talk’.
Overall, adolescents equally use ‘change’ and ‘sustain talk’ during the
conversations.
Change talk. In total, adolescents used ‘change talk’ 240 times during the
conversations. They often use this type of talk in terms of ‘reasons’ for change
(24.9%). In the following fragment, an adolescent (A) mentions different
reasons for having a job during the conversation with his care worker (C):
C: Because what are you going to work for? [OQ]
A: For money. [R+]
C: For money? [CQ]
A: Yes. [FN]
C: And and what do you want to have money for? [OQ]
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A: Yes. For daily necessities and uhh well I don’t know. Food. [R+]
C: Yes. To be able to do what you want. [CR]
A: Yes to live. [O+]
C: Yes. Yes, that is now, but if you look at one year from now? [OQ]
A: Well yes to pay my rent. [R+]
In 33 cases the utterances specifically refer to an adolescent’s ‘desire’ (13.8%),
in twelve cases to ‘ability’ (5.0%), and in eight cases to the adolescent’s ‘need’
(3.3%). An utterance of adolescents’ ‘ability’ to get to school on time is, for
example: “I just need to focus to be on time. I can really do that.” Besides
different types of utterances for change, 47 utterances refer to adolescents’
‘commitment’ for change (19.6%). An example of an utterance of adolescents’
‘commitment’ for going back to school is: “Yes, that is why soon I will go back
to school.” ‘Taking steps’ (5.0%) is, besides ‘need’, the least often used type of
‘change talk’. The following statement of an adolescent illustrates ‘taking
steps’: “Yes I see that I just have made leaps forward. And that I think about
things better than I did before.” ‘Other’ types of ‘change talk’ (28.8%) include
hypotheticals (“Yes. I can just talk with him if needed. If there is something, I
can also talk to him”) and problem recognition statements of the adolescents
(“Well, not all fine of course, there are some things now and then”).
Sustain talk. In total, adolescents used ‘sustain talk’ 241 times during the
conversations. ‘Reasons’ against change are often (56.8%) used as a type of
‘sustain talk’ by the adolescents (e.g., “No but, if you, yes, if you have had
some booze and you went into town with a couple of friends. Then you have a
fight once in a while”). In 17 cases the utterances specifically refer to a ‘desire’
of the adolescent (7.1%) and in four cases to the ‘ability’ to change (1.7%). No
adolescent mentioned a ‘need’ against change. Five utterances refer to the
adolescents’ ‘commitment’ against change (2,1%). ‘Taking steps’ (1.2%) is the
least often used type of ‘sustain talk’. The following fragment illustrates
negative ‘commitment’ by the adolescent:
C: No, so it is not like you immediately go looking for a fight. Seek out a fight.
That is not it. [SR]
A: No. There has to be a reason to do so. [R-]
C: Exactly. You do not avoid it. [CR]
A: No. [C-]
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An example of negative ‘taking steps’ with regard to getting into fights
mentioned by the same adolescent is: ‘Well, then [i.e. very recently] I also
stepped up to it. Had a little quarrel.” ‘Other’ types of ‘sustain talk’ (31.1%)
include hypotheticals (“..if I ever want to give my phone number then I will do
that, but it is not that I want to make a treatment goal of that..”), problem
denial or oppositional statements (“Yes, but I am opposed to it..”) by the
adolescent.

Interactions between care workers and adolescents
Adolescent responses. Table 4.3 shows the responses of adolescents to MI
adherent and MI non-adherent behavior of care workers. When a care
worker, for example, ‘confronts’ the adolescent, a possible reaction of the
adolescent can be ‘change talk’. Therefore, the response of the adolescent is
sequential to the specific behavior of the care worker. Table 4.3 indicates that
MI adherent or non-adherent behaviors of care workers are not consistently
followed by ‘change talk’ or ‘sustain talk’ by the adolescent. Especially MI nonadherent behavior is often followed by ‘neutral’ behavior of the adolescent.
This is illustrated by the two following fragments. In the first fragment the
care worker asked the adolescent beforehand what his future would look like
if he is still using drugs. The adolescent answers that he wants to be a
“controlled” blower: Someone who only uses drugs on days when he does not
work. The care worker does not believe that the adolescent is able to do that,
and confronts the adolescent with that.
C: I don’t believe that. [Confront]
A: (Laughs). No, I knew it. [FN]
C: Yes, now, I’m absolutely not go with that. I also don’t believe in that. You
are not going to make me believe..(....).. that you smoke dope on a Friday and
Saturday night and on a Sunday, Monday, Tuesday, Wednesday, Thursday you
don’t. Because every user has his weakness. [Confront]
A: Of course. [FN]
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Table 4.3
Response of adolescents to care workers’ MI adherent and MI non-adherent
behavior
Response adolescent
CT
Behavior care
worker
MI adherent
Affirm
Seeking
Collaboration
Emphasizing
Autonomy
MI non-adherent
Persuade
without
Permission
Confront

ST

N

%

N

%

CT and
ST
N %

FN

None

N

%

N

%

5

14.3

2

5.7

-

-

15

42.9

13

37.1

3

21.4

1

7.1

-

-

4

28.6

6

42.9

-

-

1

10.0

-

-

9

90.0

-

-

2

18.2

-

-

-

-

2

18.2

7

63.6

11

7.2

12

7.8

2

1.3
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70.6

20

13.1

9

7.8

9

7.8

1

0.9

77

67.0

19

16.5

2

5.3

3

7.9

1

2.6

31

81.6

1

2.6

Note. CT = Change Talk, ST = Sustain Talk, FN = Follow/Neutral/ask a question, None =
no reaction.

In the second fragment a care worker tries to ‘persuade’ the adolescent
without permission. The aim of this conversation is that the adolescent talks
with her parents about (unpleasant) situations.
A: I don’t talk a lot with my parents anyway.
C: No. Why is that? [OQ]
A: I don’t know. Besides I was alone, yes I actually have never done that a lot,
talking a lot with my parents. [FN]
C: Ok, but these are very important things to discuss, I think. [Persuade]
A: Yes [FN]
In both fragments, the adolescent responds ‘neutrally’ by going along with the
care worker.
MI adherent behaviors of care workers are also regularly followed by
‘neutral’ behavior of the adolescent. In the following fragment the care
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worker seeks consensus with the adolescent about the television remote
control. The adolescent responds with a question instead of telling what she
wants.
C: But how do we agree on that? What do you want? [Seek]
A: Well just like uhm, I don’t know, can I have it in the evening or only in the
rest hour? [FN]
In 33 cases (see right column in Table 4.3) there is no response of the
adolescent to the care worker, because the care worker does not wait for a
response of the adolescent (see the example below).
C: No, well look you’re 18 so it is what you want. And I think it would be good
if we are going to look for a job and that we make clear agreements with
school and the compulsory education, so we know what to expect. For the
conversation Tuesday, that we speak some time before, but I think that’s a
good idea. Do you still have time? [Emphasize and CQ]
A: Yes, take your time, the boy can wait. [FN]
Care worker responses. Table 4.4 shows the responses of the care workers to
‘change talk’ and ‘sustain talk’ of the adolescents. If an adolescent, for
example, uses ‘sustain talk’, a possible reaction of the care worker can be to
ask a question. Therefore, the response of the care worker is sequential to the
specific talk (i.e. utterance) of the adolescent.
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Table 4.4
Response of care workers to adolescents’ change and sustain talk
Response care worker
MI
adherent
N %

MI nonadherent

Behavior
N %
adolescent
Change
2 1.1 15 8.6
talk
Sustain
1 0.5 15 8.2
talk
Change
2 5.1 and
sustain
talk
Note. GI = Giving Information.

Question

Reflection

GI

Other

%

Combined
behavior
counts
N %

N

%

N

%

N

N

%

91

52.0

21

12.0

1

0.6

5

2.9

40

22.9

96

52.8

34

18.7

2

1.1

9

4.9

25

13.7

19

48.7

8

20.6

-

-

4

10.3

6

15.4

Table 4.4 indicates that both ‘change and sustain talk’ (or a combination of
those two) are not consistently followed by MI adherent or MI non-adherent
behavior of the care worker. In five cases the care worker responds with MI
adherent behavior to adolescent ‘change talk’ or ‘sustain talk’. This is
illustrated by the following two fragments. In the first fragment the care
worker responds to ‘sustain talk’ with an affirmation.
A: Yes, but I don’t notice that I’ve learned something. [O-]
C: Well I think, that since you came, and I see now and then.. I do think that
you’ve learned something. [AF]
In the second fragment the care worker responds to ‘change talk’ with an
affirmation. The aim of the conversation was to increase the adolescent’s
motivation for school.
A: Yes, though. Because I want a diploma, so.. [D+]
C: Well it’s very positive that, well, you want to get your diploma. [AF]
In 30 cases the care workers respond with MI non-adherent behavior to
adolescents’ ‘change talk’ or ‘sustain talk’. The next fragment illustrates
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‘persuasion without permission’ by a care worker as a response to ‘change
talk’ of an adolescent. The aim of the conversation was less fighting by the
adolescent.
A: Yes, I don’t do that here. I’m not going to fight here, because the care
workers are all around. [R+]
C: No, but I think that it is also not wise to fight. You have enough things on
your mind. I think there are other things you better could work on. And I
think, in this kind of situations, you can set your boundaries here very well. Or
choose for yourself. Not let it affect you. [Persuade]
The second fragment, from the same conversation as above, shows an
example of a ‘confrontation’ of the care worker as a response to ‘sustain talk’.
The adolescent first gives a reason for fighting.
A: Then I have something to do. [R-]
C: I think you have plenty to do. And by the way… [Confront]
Both ‘change talk’ and ‘sustain talk’ (and combinations of these) are mostly
followed by a question from the care worker. In 18 cases the care worker
shows combined behaviors as a response to ‘change/sustain talk’. In most
cases (12) the care worker responds with a ‘reflection’ and a ‘question’ (e.g., “I
can see that you’re getting a bit sad. How come?”). Other combinations used
by care workers are MI non-adherent behavior and a ‘question’ (three times),
MI non-adherent behavior and a ‘reflection’ (two times), and MI adherent
behavior and a ‘question’ (one time). In 71 cases the care worker gives an
‘other’ response, such as utterances that are not finished or that have a
structuring function (e.g., statements that indicate what is going to happen
during the conversation).

Discussion
The aim of this study was to analyze 27 one-on-one conversations between
residential youth care workers and adolescents from an MI perspective. As
expected, the results show that the care workers often use MI non-adherent
behaviors in terms of ‘persuasion without permission’ and ‘confrontation’ of
the adolescent. A third uses only these MI non-adherent behaviors and almost
half of the care workers use a mixture of MI non-adherent and adherent
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behaviors. In other words, most care workers try to change adolescents’
attitudes or behaviors by advising the adolescent without asking what is best
for him/her, by telling the adolescent how s/he should behave, or by
confronting the adolescent with his/her behaviors. This is consistent with
other findings that residential care workers often try to change adolescents’
attitude or behavior by applying an external regulatory approach of control
and thereby try to promote desirable behavior (e.g., Bastiaanssen et al., 2012;
Englebrecht et al., 2008). Research suggests, however, that such a
confrontational or controlling approach is ineffective or even
counterproductive in changing client behaviors (Apodaca & Longabaugh,
2009; Lipsey, 2009).
The residential care workers rarely use MI adherent behaviors,
including ‘affirming’, ‘seeking collaboration with’, and ‘emphasizing
autonomy’ of the adolescent. Moreover, they use ‘reflections’ three times less
often than ‘questions’. That is below the MI competence and proficiency
threshold of the 1:1 reflection-to-question ratio during conversations (Moyers
et al., 2015). The poor use of ‘emphasizing autonomy’ of and ‘seeking
collaboration’ with the adolescent suggests that care workers are dominant or
have an expert role in their relationship with adolescents. This dominance is
inconsistent with the basic principles of MI (Miller & Rollnick, 2013) and does
not fit with the need for autonomy by adolescents (Feldstein & Ginsburg,
2006; Naar-King & Suarez, 2011). A possible negative consequence of this care
worker dominance is that adolescents experience a lack of participation
during care (see also Ten Brummelaar et al., 2014; Van Nijnatten & Stevens,
2012).
Despite the fact that workers often use MI non-adherent behaviors,
adolescents equally use ‘change talk’ and ‘sustain talk’ during the
conversations. Instead of mainly using ‘sustain talk’, which we expected,
adolescents mostly use ‘neutral’ responses to care workers during the
conversations. One possible explanation for this finding is that the care
workers did not focus on changing target behaviors of adolescents in-depth.
Hence, the conversations remain mostly superficial which indicates the
‘neutral’ responses of the adolescents. Another possible explanation for the
relatively high amount of ‘neutral’ responses is that adolescents go along with
care workers to please them. In other words, adolescents’ ‘neutral’ responses
might function as attempts to satisfy external demands of the care worker (cf.
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Abrams, 2006; Harder, 2013; Ryan & Deci, 2000). This high frequency of
‘neutral’ responses by adolescents suggests that care workers can improve the
one-on-one conversations with adolescents by a higher goal-orientedness and
a more in-depth focus on behavior change.
‘Change talk’ that is used by the adolescents most frequently refers to
‘reasons for change’. ‘Needs for change’ and ‘taking steps’ are the least often
used types of ‘change talk’ by the adolescents. However, ‘taking steps’ talk
can be considered one of the strongest types of ‘change talk’, because it refers
to statements of the adolescent that s/he made a recent behavioral change
(Houck et al., 2013). Recent research suggests that ‘strong’ ‘change talk’ with
a higher intensity of inclination towards change is a better predictor of
positive outcomes than ‘weak’ ‘change talk’ with a lower intensity of
inclination towards change (Gaume et al., 2016). Our findings indicate that
adolescents rarely use ‘strong’ ‘change talk’ during conversations with care
workers. Research is recommended to identify the conditions in which
adolescents show more or less (strong) change language.
The expected links between MI adherent behavior of care workers
and ‘change talk’ of adolescents and between MI non-adherent behavior and
‘sustain talk’ (Gaume et al., 2010; Moyers & Martin, 2006) do not appear in
our study. MI adherent and non-adherent behaviors of care workers are not
consistently followed by ‘change talk’ and ‘sustain talk’, but mostly by
‘neutral’ responses of adolescents. ‘Change talk’ and ‘sustain talk’ by the
adolescent are neither consistently followed by MI adherent and MI nonadherent behaviors, but mostly by ‘questions’ of care workers. Our findings
might be explained by the fact that care workers in our study were not trained
in MI. Care workers’ main response consists of asking questions to the
adolescents. Future research should focus more on the type and quality of
questions that residential care workers ask to adolescents during
conversations.

Limitations
A first limitation is that a relatively small sample of care workers and
adolescents participated in the present study. We only included care workers
and adolescents who agreed to participate in the present study. The care
workers and adolescents who refused to or could not participate might differ
from the participating group. For example, adolescents who did not
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participate in the present study might be more problematic than adolescents
who did participate. In addition, care workers who did not participate might
have poorer interaction skills than care workers who did participate.
Therefore, the results may not generalize to care workers/adolescents beyond
the sample in the present study.
Secondly, care workers were instructed to record a usually occurring
one-on-one conversation, enabling us to draw a clear picture of the common
approach during conversations in practice. The content of the conversations
did not reflect an MI approach. Consequently, a part of the care workers’
behaviors could not be coded by the MITI encoding scheme that we used to
interpret care worker behaviors. In addition, the conversations often had
multiple objectives, which sometimes made it difficult to determine the
specific behavior change objectives of the conversation and to assess
adolescent ‘change talk’ and ‘sustain talk’ with the MISC.

Implications
Despite several limitations, a major strength of the present study is that this
is, to the best of our knowledge, the first study that analyzed observations of
one-on-one conversations between care workers and adolescents in
residential care practice from an MI perspective. Our findings show that care
workers mainly apply MI non-adherent behaviors during conversations with
adolescents when trying to change adolescents’ attitudes or behaviors. Since
MI non-adherent behaviors are ineffective in changing client behaviors
(Apodaca & Longabaugh, 2009), an implication for practice is to provide MI
training to residential care workers.
Our findings also showed that a part of the care workers’ behaviors
was not coded in terms of MI-conform behaviors. In addition, adolescents’
utterances often lacked a reference to changing the target behavior, also a
key point in the MI approach. To make fuller use of the data we will consider
to perform additional analyses using an inductive methodology. This could be
done, for example, by Conversation Analysis (CA; Hall, Juhila, Matarese, & Van
Nijnatten, 2014). CA is a method to investigate the communication between
partners in verbal dialogues. Applying this methodology can be useful to gain
a further insight into the communicative interactions between workers and
adolescents in care and treatment settings (see, for instance, Jager et al.,
2016).
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Although building good alliances with adolescents in residential youth
care settings is a complex process, by applying MI care workers have a
methodology enabling them to build or work on therapeutic alliances that
better fit with the needs of adolescents. Therefore, another implication for
further research is to study the implementation and effectiveness of MI
training for care workers in residential youth care practice.
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Chapter Five
Professionalizing care workers: Outcomes of a ‘Motivational
Interviewing’ training in residential youth care

This chapter is based on:
Eenshuistra, A., Harder, A. T., & Knorth, E. J. (2020). Professionalizing care
workers: Outcomes of a ‘Motivational Interviewing’ training in residential
youth care. Residential Treatment for Children and Youth, 1-21.
https://doi.org/10.1080/0886571X.2020.1739597
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Abstract
Behavioral change in adolescents is often an important aim of residential
youth care, but difficult to achieve. Care workers can increase the intrinsic
motivation of adolescents to change their behavior by applying Motivational
Interviewing (MI). The aim of this study is to investigate whether there is a
difference in workers’ performance vis-à-vis adolescents before and after an
MI training course. To measure this difference, we coded transcripts of audio
recordings of one-on-one conversations between adolescents and workers,
using the MITI 4.2.1 and MISC 2.5. We compared the transcripts made before
the MI training course with the transcripts made after the training course. The
results show that the 13 workers made significantly more use of MI adherent
behaviors after the training course. Moreover, a trend toward using fewer MI
non-adherent behaviors after the training was observed. The results suggest
that workers are able to evoke more ‘change talk’ with adolescents after a
training course. In conclusion, after attending a training course, workers are
able to engage in conversations that are more in line with the MI-spirit.
However, these are still not “real” MI conversations yet. We recommend to
train workers more intensively in how to apply MI.
Keywords: Residential youth care; residential care workers; adolescents;
Motivational Interviewing; promoting professionalism
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Introduction
Residential youth care offers 24/7 care to young people between 0 and 23
years of age who cannot either temporarily or permanently live at home
(Boendermaker et al., 2013). Young people are placed in residential facilities
generally because of serious behavioral problems and/or due to contextual
factors, such as neglect, abuse, or parents who lack parenting skills. The young
people who live in residential facilities are usually between 12 and 18 years
old. Although they have various problems, the problems most prominent
among these adolescents are usually externalizing behavioral problems
(Harder et al., 2006). Generally speaking, they are unmotivated or only
vaguely motivated to change their behavior (Harder, 2011), which contrasts
with the fact that a goal of residential youth care is changing behavior (i.e.,
reducing behavioral and developmental problems) (Harder & Knorth, 2015).
Motivation for behavioral change, or the lack of it, is not a fixed
personality trait. It is determined by dynamic child and contextual factors, and
care professionals can influence it (Miller, 1999). Care workers working in a
residential youth care facility can play a particularly important role in
achieving behavioral change among adolescents, because they play an active
role in their daily environment. In this context, it is important for professionals
to build a good therapeutic working relationship with the adolescents
(Geenen, 2014).
Motivational Interviewing (hereinafter MI) is an effective method for
achieving behavioral change in people by focusing on creating a good
therapeutic working relationship (Miller & Rollnick, 2013). MI is a “ …
collaborative, goal oriented style of communication with particular attention
to the language of change. It is designed to strengthen personal motivation
and commitment to a specific goal by eliciting and exploring the person’s own
reasons for change within an atmosphere of acceptance and compassion”
(Miller & Rollnick, 2013, p. 29, our italics). Although developed for treatment
of addiction (Arkowitz et al., 2015), MI seems just as useful in 24/7 youth care,
since its focus on client autonomy appeals to adolescents: Autonomy and
independence are exactly the developmental challenges central to their
present stage in life (Feldstein & Ginsburg, 2006; Naar-King & Suarez, 2011).
The use of MI skills can help residential care workers to create a positive
therapeutic relationship with adolescents and to increase adolescents’
intrinsic motivation for change (Harder, 2011). Residential care workers who
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follow MI principles in their work show competences such as empathy, and
they apply MI adherent skills, such as seeking collaboration with adolescents
and emphasizing their autonomy. Moreover, they adhere to MI norms for
basic competences and skills. The first basic competence is the percentage of
‘complex reflections’ in relation to ‘simple reflections’.3 At least 50% of
complex reflections need to be made while using MI correctly. The second
basic competence is the ratio of the number of reflections made to the
number of questions asked: According to MI norms, for every question raised
two reflections must be made. At the same time, residential care workers,
who work according to MI principles, avoid MI nonadherent behavior, such as
confronting adolescents, or giving them information and advice without their
permission, as much as possible (Moyers et al., 2014).
Common methods used to acquire skills, such as Motivational
Interviewing skills, by practitioners are one-time clinical workshops and selfstudy (Miller, Yahne, Moyers, Martinez, & Pirritano, 2004). However, MI is a
complex set of skills that requires continued support in order to build ability
(Miller et al., 2004). For instance, according to Schwalbe, Oh, and Zweben
(2014), at least three additional coaching sessions after an MI training
workshop are needed over a period of six months in order to implement the
MI skills acquired.
A meta-analysis by Magill et al. (2014) has revealed that MI adherent
behaviors lead to more ‘change talk’ expressed by clients. Furthermore, MI
non-adherent behaviors lead to less ‘change talk’ and more ‘sustain talk’.
‘Change talk’ refers to a person’s own utterances in favor of change (Miller &
Rollnick, 2013) and is associated with actual behavioral change (Moyers et al.,
2009). ‘Sustain talk’ refers to a person’s own utterances about maintaining the
(undesirable) behavior (Miller & Rollnick, 2013) and is associated with absence
of behavioral change (Magill et al., 2014). It is possible that a person has
reasons for change and, at the same time, reasons for maintaining the status
quo. This is often expressed within the same sentence and is known as
ambivalence. According to MI, it is the role of the professional to elicit ‘change
talk’ (Miller & Rollnick, 2013).
3

‘Complex reflections’ are utterances of care workers, which give deeper meaning to
the client’s words or emphasize what has been said. ‘Simple reflections’ are
utterances of care workers that briefly summarize the client’s story, staying close to
the client’s own words.
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The often serious and complex problems among adolescents in residential
care make it difficult for residential care workers to build good therapeutic
work relationships with them (Harder, 2011). There are also questions about
the effectiveness of residential youth care (Whittaker et al., 2015). It seems
difficult to achieve long-term behavioral change among this target group
(Harder, 2018; Knorth et al., 2008): Should positive changes occur in young
people during treatment, for instance, they tend to then disappear over time
(Frensch & Cameron, 2002). The training of residential care workers in MI
might contribute to an increase in the quality and effectiveness of residential
youth care (cf. Harder, 2018).
Little research has been done into the outcomes of training courses on
the skills of residential care professionals. In addition, to the best of our
knowledge, the outcomes of an MI training course have never been
investigated before in residential youth care (cf. Eenshuistra, Harder, &
Knorth, 2019). To gain more insight into this matter, this study aims to
investigate whether residential care workers change their behavior toward
adolescents after completing an MI training course, and, consequently,
whether adolescents show more ‘change talk’ and less ‘sustain talk’. We will
examine this by focusing on the following questions:
1. To what extent do residential care workers use more MI adherent and
fewer MI non-adherent skills after an MI training course than before?
2. To what extent have residential care workers developed basic
competences characteristic of MI after an MI training course?
3. To what extent are residential care workers able to evoke more
‘change talk’ and less ‘sustain talk’ with the adolescents after an MI
training course?
This study is a continuation of a previously published study about a baseline
measurement of recordings of one-on-one conversations between residential
care workers and adolescents (Eenshuistra et al., 2016). In the present study,
we expect to see an increase in MI adherent skills and a decrease in MI nonadherent ones among residential workers. We further expect the participants
to at least attain the norm as drawn up for the two basic MI competences.
These norms are at least 50% complex reflections in relation to the total
amount of reflections made and at least a ratio of reflections/questions of 1/1
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(Moyers et al., 2014). Furthermore, it is expected that workers will be able to
evoke more ‘change talk’ and less ‘sustain talk’ with adolescents after an MI
training course (Miller & Rose, 2009).

Method
The study is part of “A Better Basis” a research project carried out at the
University of Groningen and funded by ZonMw (the Netherlands Organization
for Health Research and Development).

Setting
The study focuses on adolescents and their mentor (residential care worker)
at one of the three participating locations of a residential youth care facility in
the North of the Netherlands, which expressed interest in participating in the
study.
Two of the locations provide independent training for young people
aged 12 to 18 who cannot either temporarily or permanently live at home due
to adverse circumstances. These young people, and usually their parents,
often have various problems. The other participating location offers both
forced and voluntary treatment to adolescents aged 12 to 18 with psychiatric
and behavioral problems. Three of the living groups of this location are
involved in the research.
During their stay, the adolescents are assigned to a mentor with
whom they hold one-on-one conversations. The mentor is one of the
pedagogical staff members at the residential group. The allocation of a
mentor is usually based on who is (coincidentally) available at the time of
placement of the adolescent. The mentor plays a central role in the
implementation of the individual treatment plan of the adolescent.
The treatment model that is currently applied by residential care
workers in the group is the social competence model (Durrant, 1993; Slot &
Spanjaard, 2016). This token economic model is based on the assumption that
the cause of adolescents’ problems is a lack of skills. As a result, care workers
aim to improve the circumstances of the adolescents by teaching them skills
or competences (Harder, 2018). The social competence model is regularly
used in residential youth care facilities to achieve behavioral change with
adolescents. According to this model, adolescents can gain points for showing
desirable behavior or lose points when showing undesirable behavior. The
“level” of the adolescent is based on points obtained over a certain period of
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time (Drumm et al., 2013; Mohr, Martin, Olson, Pumariega, & Branca, 2009;
Tompkins-Rosenblatt & VanderVen, 2005). By giving adolescents points for
their behavior, extrinsic motivation for change is stimulated.

Participants
The sample consisted of 13 residential care workers, who work in one of the
three participating residential treatment groups. For recruitment of the
residential care workers, we made use of ‘convenience sampling’ (Henry,
1990). Table 5.1 contains the personal background characteristics of the
residential care workers who participated in the study. Table 5.2 shows the
characteristics of the adolescents who participated in the pretest and posttest
measurements.
Table 5.1
Characteristics residential care workers (N=13)
M

SD (range)

38.1

8.8 (26-54)

N

%

Gender [male]

7

53.8

Nationality [Dutch]

13

100.0

Higher education

8

61.5

Secondary vocational education

5

38.5

Age

Level of education

Note. Age on the date of submission of the pre-test recording.
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Table 5.2
Characteristics adolescents during pre-test (N=11) and post-test (N=11)
Pre-test

Post-test

M

SD (range)

M

SD (range)

16.1

1.4 (13-17)

15.1

1.8 (12-17)

N

%

N

%

Gender [male]

10

90.9

7

63.6

Placement [voluntary]

7

63.6

6

54.5

Age

Note. During both measurement moments, two adolescents participated in two oneon-one conversations.

Instruments
Motivational Interviewing Treatment Integrity 4.2.1. The behavior of the
residential care workers during the one-on-one conversation with the
adolescents was coded using the Dutch version of an instrument called the
Motivational Interviewing Treatment Integrity (MITI) 4.2.1. (Moyers et al.,
2014). The MITI aims to assess the MI skills that care professionals use during
their conversations with clients. The MITI consists of two parts: Global scores
and behavior counts. For the present study, we only used the behavior counts,
because we were mainly interested in the type of MI adherent/non-adherent
behaviors, along with adolescents’ responses to these behaviors, during the
conversation. Behavior counts map specific behavior by care professionals and
subdivide different types of behavior using the following codes: ‘Giving
Information’ feeds the client neutral information; ‘Persuade without
Permission’ attempts to influence or persuade the client without stressing the
client’s autonomy; ‘Persuade with Permission’ attempts to persuade the client
to change but seeks collaboration with the client or stresses the client’s
autonomy; ‘Question’ asks the client questions; ‘Reflection Simple’ briefly
summarizes the client’s story, staying close to the client’s own words;
‘Reflection Complex’ gives deeper meaning to the client’s words or
emphasizes what has been said; ‘Affirm’ highlights something positive about
the client; ‘Seeking Collaboration’ attempts to share power with the client or
recognizes the client’s expertise; ‘Emphasizing Autonomy’ makes the client
responsible for decisions and actions related to change; and ‘Confront’
confronts the client by correcting, accusing or criticizing the client (Moyers et
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al., 2014). In this study, we added the code ‘Other’ for utterances that do not
meet the specific MITI codes.
In the MITI, the codes ‘Affirm,’ ‘Seeking Collaboration’ and
‘Emphasizing Autonomy’ correspond to MI adherent behavior. In this study,
we added the code ‘Persuade with Permission’ to this list, because this is
considered as a behavior that is used by therapists who apply MI during
conversations. The codes ‘Confront’ and ‘Persuade without Permission’ reflect
MI non-adherent behavior. Research has demonstrated the good reliability of
the MITI 4.2.1. Interrater reliability tests, using non-expert undergraduate
coders on the scales we used, varied between the values 0.73 and 0.97
(Moyers et al., 2016). In our study, two team members coded the transcripts.
We first coded the transcripts independently, then we compared the codes.
We discussed the codes that deviated from each other intensively and
ultimately decided on the final code together. We worked with consensus
scores, because the received one-on-one conversation recordings did not
always fit well with the MITI model. This sometimes made it difficult to code
the transcripts. By using consensus scores, we enhanced intercoder
agreement.
Motivational Interviewing Skills Code 2.5. We used the Motivational
Interviewing Skills Code (MISC) encoding scheme, version 2.5 (Houck et al.,
2013) to measure motivation for change among adolescents during the oneon-one conversations. The MISC 2.5 consists of ‘behavior counts’ and a global
score for ‘client self-exploration’. For the present study, we only used the
behavior counts, because we were mainly interested in varieties of ‘change
and sustain talk’ that adolescents showed during the conversations.
Each utterance of the adolescent was coded as ‘change talk’ if it
reflected an inclination toward changing the target behavior, and as ‘sustain
talk’ if it reflected an inclination away from it. Both ‘change talk’ and ‘sustain
talk’ could be coded into the following categories: (a) ‘Commitment,’ the
intention regarding the introduction or maintenance of a behavior change or
implementation of a behavior change strategy; (b) ‘Reasons’ as to why one
should change or not change; (c) ‘Ability,’ the belief/disbelief in one’s own
capacity or capability to change the target behavior; (d) ‘Desire’, a wish for
change/no change, including statements regarding a client’s motivation for
change; (e) ‘Need,’ the necessity for changing or maintaining the target
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behavior; (f) ‘Taking Steps,’ when the client made a recent behavior change
against or toward the target behavior; (g) ‘Other,’ for utterances that do not
fit well in the categories above but are about changing or maintaining the
target behavior (Houck et al., 2013).
Utterances that did not fall within the previous categories were coded
‘FN’ (Follow/Neutral/Ask). This encompasses the response of the adolescent,
which follows along with that of the residential care worker but does not
involve a change of (toward or against) the specific target behavior. If the
adolescent asks a question, seeks the advice or opinion of the care worker, or
requests information, this code is also used (Houck et al., 2013).
Currently, there is no information available about the reliability and
validity of the MISC 2.5. Research about the previous version of the MISC
showed that the reliability of the MISC was reasonable. For all scales, the
mean Gower coefficients were at least 0.83 (De Jonge, Schippers, & Schaap,
2005). We chose to code the transcripts using “consensus scores” in a similar
manner as we did with the MITI, because the recorded conversations often
had multiple objectives. This sometimes made it a challenge to determine the
specific behavior change objectives of the conversation and to assess
adolescents’ ‘change talk’ and ‘sustain talk’ with the MISC.
GridWare/State Space Grids. GridWare makes it possible to give a visual
presentation of multivariate time series of ordinal or categorical data.
GridWare is based on the State Space Grid (SSG), developed by Lewis and
colleagues, and inspired by the Dynamic Systems approach (Lamey,
Hollenstein, Lewis, & Granic, 2004; Van Geert, 2014). According to Hollenstein
(2007, p. 386) the SSG method is “ … a graphical approach that utilizes ordinal
data and quantifies these data according to two dimensions that define the
state space for the system.” In particular, GridWare is based on two basic
dynamic systems concepts: A ‘state space’ and an ‘attractor’. The state space
corresponds to the two dimensional grid in GridWare, in which all state
possibilities are displayed in a cell on the grid (Lamey et al., 2004). For
example, the states in our study constitute all the behaviors of the residential
care workers (for instance, MI adherent behavior) and adolescents (for
instance, ‘change talk’). An attractor is the state that occurs the most in a
system (Hollenstein, 2013).
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Procedure
The residential care workers each conducted two one-on-one conversations
with an adolescent living in a residential group, both of which were recorded
with an audio recorder. The first recording was made as a baseline
measurement (pretest), before any training in MI. The second recording was
made after following the MI training course (posttest). We first intended to
collect video recordings of the one-on-one conversations. Due to the negative
response on the part of the residential care workers about making video
recordings, we opted for audio recordings instead.
The residential care workers approached the adolescents about
participating in the study. Their participation was voluntary, and they provided
their written consent; those under 16 required the additional consent of a
parent or guardian. All adolescents in the posttest recordings except two were
adolescents other than those who had participated in the pretest recordings,
due to the high turnover of young people within the groups. One of the two
adolescents, who participated in both measurements, had one-on-one
conversations with two different residential care workers.
We received 27 audio recordings of one-on-one conversations
between residential care workers and adolescents during the pretest
(Eenshuistra et al., 2016). We have included only 13 of these conversations for
this study, however, due to the dropout of care workers during the posttest.
This dropout was caused mainly by illness among residential care workers,
staff turnover, and reorganizations within teams. The 13 conversations that
constitute the pretest measurement were recorded between October and
November 2015, and lasted between 5:20 and 55:41 minutes. The residential
care workers were instructed to conduct the one-on-one conversation with
the adolescent in their ‘usual’ manner in order to create a baseline for these
conversations.
Between October and December 2015, the residential care workers
followed a three-day MI training course. The training sessions were conducted
by a trainer from MINTned, the Dutch association of MI trainers. The following
topics were discussed during the training course: Reasons why people change,
ambivalence, intrinsic motivation, phases of behavioral change according to
Prochaska and DiClemente (1982), the four processes within MI (engage,
focus, evoke, plan), empathy, basic conversation techniques (open questions,
reflective listening, giving information and advice, confirming and
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summarizing), resistance and the MITI (behavioral counts and global markers).
The course also included several assignments geared to practicing MI skills in
class along with the option of receiving individual coaching three times. The
offer of individual coaching was meant to ensure that MI was being
implemented. Coaching consisted of targeted feedback from the MI trainer
using an audio recording of a one-on-one conversation with an adolescent,
which the residential care workers submitted and which was aimed at further
developing their MI skills. However, residential care workers rarely made use
of the option to receive individual coaching.
The residential care workers attended a refresher workshop between
April and June 2016, which briefly summarized the principles of MI, where
they received feedback on the first audio-recording they submitted, were
introduced to the Up2U Treatment Module (Harder & Eenshuistra, 2017), and
completed assignments to further acquaint themselves with the module.
Up2U is an MI-based manual for conducting one-on-one conversations with
adolescents in residential youth care, aimed at increasing their intrinsic
motivation to change their problematic behavior. We developed Up2U in
collaboration with residential care workers and adolescents living in
residential care. The manual consists of concrete instructions and examples
with regard to the application of MI in practice, so that residential care
workers can apply MI more easily in their daily practice (Up2U is written in
Dutch and available on request; Harder & Eenshuistra, 2017).
The 13 conversations that constitute the posttest measurement were
recorded between June and November 2016, and lasted between 6:28 and
34:52 minutes. We instructed the residential care workers to conduct a oneon-one conversation with an adolescent following the principles of MI as
closely as possible, with support from the Up2U manual.

Data Analysis
The audio recordings were transcribed by the principal researcher, research
assistants, and Master’s students. They then coded a maximum of 20 minutes
of each conversation. We used the website www.random.org to generate
random 20-minute excerpts of all conversations that exceeded 20 minutes.
However, because we wanted to start all conversations with the residential
care worker and end the conversations with the adolescent, we sometimes
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had to deviate slightly from the randomly selected 20 minutes.4
We analyzed and described the overall frequencies of care workers’
behaviors using numbers, percentages, mean, standard deviation, and range.
We used SPSS (version 24) to conduct paired T-tests in order to expose
statistically significant differences in MI adherent and MI non-adherent
behavior before and after the training course. Although the adolescents
during the posttest measurement were mostly different from those
participating in the pretest measurement, we also used paired T-tests in order
to expose statistically significant differences in ‘change talk’ and ‘sustain talk’
expressed by the adolescents. We chose to use a paired T-test, because we
expected that the residential care workers, who participated during both
measurement moments, were able to evoke more ‘change talk’ and less
‘sustain talk,’ regardless of the adolescent that they had the conversation
with. For both paired T-tests, we used the percentage distribution of specific
behavior relative to the total number of behaviors so as to account for the
differences in length of the interviews. Differences were considered
statistically significant at α 0.05 – α 0.10 as a trend. In addition, the effect size
(Cohen’s d) was calculated for the differences that were statistically
significant. We interpreted d = .20 as a small effect, d = .50 as a medium
effect, and d = .80 as a large effect (Cohen, 2016).
We created two indices to determine to what extent the participants
met the MI norms for basic competences and skills (cf. Table 5.3). The first
was the percentage of ‘Complex Reflections,’ which refers to the number of
complex reflections divided by the total number of reflections made by the
care workers. The percentage of complex reflections of 40%-50% is considered
as reasonable, a percentage of 50% or more as good. The second was the ratio
of the number of reflections made to the number of questions asked (Moyers
et al., 2014). A ratio of reflections/questions of 1/1 is considered as
reasonable, a ratio of 2/1 as good.
To give a visual presentation of the interaction between a residential

4

If the adolescent started the conversation based on the selection, the utterance of
the residential care worker before the adolescent’s utterance was added to the
selection. In addition, if the conversation ended with the residential care worker, the
successive utterance of the adolescent was added to the selection. Furthermore, if we
coded from the beginning of the conversation and the adolescent started the
conversation, we did not include the adolescent’s utterance.
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worker and an adolescent (an SSG), we used the software GridWare (Lamey et
al., 2004). To be able to use GridWare, we re-encoded the MITI and MISC
codes and placed these new codes in two columns in Excel: One column for
the utterances of the worker and one column for those of the adolescent. For
example, we gave the MITI code ‘MI adherent’ the code 1. We then copied the
columns in Notepad to make a suitable file for GridWare.
GridWare uses an x-axis and a y-axis. In this study, the codes on the xaxis indicate the residential care worker’s behavior; the codes on the y-axis
indicate the adolescent’s behavior. All possible codes for the residential care
worker are: MI Adherent, Giving Information, Reflections, Questions, MI Nonadherent, Other, and Combination. The code ‘Combination’ refers to a
combination of different codes, for example, a reflection and question used in
one utterance. We only used the combination of codes for the GridWare
analyzes; to calculate scores we used the true total numbers of behavior
counts. The four codes for the adolescent are Change Talk, Change Talk &
Sustain Talk, Sustain Talk, and Follow/Natural/Ask. Dots and lines between
these dots represent each conversation graphically. In this study, we used a
graphical representation of all conversations together. Considering readability,
we used the dots in the SSG. Thus, it is possible to examine the combinations
of actions of residential care workers and reactions of adolescents that
occurred during the conversations and, by doing so, to identify the most
common action and reaction.

Results
Behavior Counts Residential Care Workers
Table 5.3 gives an overview of all behavior counts made by the residential care
workers during the pretest.
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Table 5.3
Behavior counts pre-test
N

%

M

SD (range)

Giving Information

20

1.7

1.5

1.4 (0-4)

Persuade without Permission

54

4.5

4.2

4.1 (0-14)

Persuade with Permission

1

0.1

0.1

0.3 (0-1)

Question

666

56.0

51.2

24.5 (27-109)

Reflection Simple

142

11.9

10.9

7.4 (0-31)

Reflection Complex

56

4.7

4.3

3.8 (1-12)

Affirm

5

0.4

0.4

0.7 (0-2)

Seeking Collaboration

10

0.8

0.8

1.1 (0-3)

Emphasizing Autonomy

10

0.8

0.8

1.2 (0-4)

Confront

21

1.8

1.6

2.3 (0-7)

Other

204

17.2

15.7

11.3 (1-34)

Table 5.4 gives an overview of all behavior counts made by the residential
care workers during the posttest.
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Table 5.4
Behavior counts post-test
N

%

M

SD (range)

Giving Information

48

4.6

3.7

3.5 (0-10)

Persuade without Permission

26

2.5

2.0

2.0 (0-7)

Persuade with Permission

13

1.3

1.0

1.3 (0-4)

Question

497

47.8

38.2

13.3 (20-64)

Reflection Simple

105

10.1

8.1

4.1 (1-16)

Reflection Complex

57

5.5

4.4

3.2 (0-11)

Affirm

40

3.8

3.1

2.1 (1-7)

Seeking Collaboration

39

3.8

3.0

2.7 (0-8)

Emphasizing Autonomy

13

1.3

1.0

1.1 (0-3)

Confront

6

0.6

0.5

1.0 (0-3)

Other

196

18.8

15.1

13.9 (0-44)

MI Non-adherent Behavior
The measurements taken before the training course show 75 instances of MI
non-adherent behavior by the residential care workers, that is, 6.3% of all
1189 behaviors, with ‘persuade without permission’ most prominently
present (54 times). Confronting behavior is exhibited 21 times (see Table 5.3).
The posttest measurements reveal 32 instances of MI non-adherent behavior,
equaling 3.1% of all 1040 behaviors, with ‘persuade without permission’ (26
times) outnumbering ‘confront’ (6 times) (see Table 5.4). The following
excerpt is an example of an MI non-adherent statement made by a residential
care worker: “I understand that this makes you aggressive, but it’s not smart
for you to start copying that kind of behavior, really … Maybe what I’m saying
sounds very complicated, but it would be better for you to rise above it all and
just report it when things really get annoying.” The staff member is persuading
the adolescent without permission: giving advice without emphasizing the
adolescent’s autonomy. An example of a statement that shows how the
residential care worker disagrees with the adolescent and confronts him is
“But you’ll be jeopardizing your goal, kid.” Nine residential care workers
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showed less MI nonadherent behavior during the posttest measurement than
before; the difference is not statistically significant (α = .078, t(12) = 1.928).

MI Adherent Behavior
The pretest measurements reveal 26 instances of MI adherent behavior by the
residential care workers, that is, 2.2% of all 1189 behaviors, taking the form of
‘emphasizing autonomy’ (10 times), ‘seeking collaboration’ (10 times),
‘affirming’ (5 times), and ‘persuading with permission’ (1 time) (see Table 5.3).
The posttest measurements yield 105 instances of MI adherent behavior,
equaling 10.1% of the total number of 1040 behaviors, and including
‘affirming’ (40 times), ‘seeking collaboration’ (39 times), ‘emphasizing
autonomy’ (13 times), and ‘persuading with permission’ (13 times) (see Table
5.4). One example of a residential care worker seeking collaboration is: “So,
what would you like to learn now?” The worker thus seeks consensus about
what the adolescent would like to learn. Another residential care worker used
the following statement to affirm the adolescent, highlighting something
positive about him: “But you did the right thing again in that situation: You
didn’t do drugs. That makes you pretty strong in that sense, doesn’t it? I
mean, saying: ‘I’m not doing drugs now.” The residential care workers
exhibited statistically significantly more MI adherent skills after the training
course than before (α = .000, t(12) = −4.899, d = 1.4).

Basic Competences of Residential Care Workers
As a group, the residential care workers did not meet the MI requirements
imposed on the percentage of complex reflections and the ratio of reflections
made to questions asked, neither in the pretest nor posttest. The percentage
of complex reflections in the pretest was 28%, in the posttest this was 35%.
The ratio reflections/questions in the pretest was 1/3.4, and in the posttest
1/3.1. At the individual level, one residential care worker received a
‘reasonable’ mark on making complex reflections in both the pretest and the
posttest. Three staff members scored a ‘good’ mark on this index in the
pretest; this number rose to four for the posttest. The ratio of reflections and
questions asked remained below the norm for all residential care workers in
the pretest. One residential care worker scored a ‘reasonable’ mark in the
posttest, whereas the others remained below the norm.
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Interaction Patterns
Figure 5.1 shows the SSG of the interactions between all the residential care
workers and adolescents together during the pretest.

Figure 5.1. Pre-test interactions between residential care workers and
adolescents according to MI. Residential care worker behavior plotted on the
x-axis and adolescent reaction on the y-axis
What stands out from the SSG is that the most common interaction pattern is
when the residential care worker asks a question and the adolescent responds
with Follow/Neutral/Ask (FN) (see top row Figure 5.1, fourth cell from the
left). An example of such an interaction is:
Residential care worker : How are you?
Adolescent : Yeah, good.
Every action of the residential care worker, with the exception of MI adherent
behavior, leads mostly to a neutral (FN) response on the part of the
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adolescent (see top row Figure 5.1). The residential care workers evoke
‘change talk’ 244 times and ‘sustain talk’ 189 times with the adolescents. Both
‘change talk’ and ‘sustain talk’ are mostly evoked by asking questions (see
bottom row Figure 5.1, fourth cell from the left and second row from the
bottom, fourth cell from the left).
Figure 5.2 shows the SSG of the interactions between all the
residential care workers and adolescents together during the posttest.

Figure 5.2. Post-test interaction between residential care workers and
adolescents according to MI. Residential care worker behavior plotted on the
x-axis and adolescent reaction on the y-axis
Again, the most common interaction pattern found in the conversations is the
residential care worker asking the adolescent a question and the adolescent
responding neutrally (FN) (see top row Figure 5.2, fourth cell from the left). All
actions of the residential care worker mostly lead to a neutral response (FN)
on the part of the adolescent (see top row Figure 5.2). The residential care
workers evoke ‘change talk’ 262 times and ‘sustain talk’ 173 times with the
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adolescents. Compared with the pretest, the residential care workers evoke
18 times more ‘change talk’ and 16 times less ‘sustain talk’. Both differences
are not statistically significant (change talk α = .199, t (12) = −1.359; sustain
talk α = .722, t(12) = −.364). As with the pretest, both ‘change talk’ as well as
‘sustain talk’ are mostly evoked by asking questions (see bottom row Figure
5.2, fourth cell from the left and second row from the bottom, fourth cell from
the left).

Discussion
The aim of our study was to investigate whether residential care workers
change their behavior toward adolescents, and if there are changes in evoking
‘change talk’ and ‘sustain talk’ with adolescents after completing an MI
training course. As expected, residential care workers use significantly more
MI adherent skills after following an MI training course than before. The effect
size of this difference is very large (d = 1.4). Regarding MI non-adherent
behavior of the residential care workers, we observed a trend in the expected
direction. A potential explanation for finding a significant difference for MI
adherent behavior and not for MI non-adherent behavior is that the current
working method in residential youth care focuses mainly on the extrinsic
motivation of adolescents, for example, by giving adolescents points for
showing desirable behavior. This treatment model is opposed to the principles
of MI, which perhaps makes it difficult for staff members to refrain from MI
non-adherent behavior. In this context, it is notable that the use of a “points
and level” system was recently criticized: To achieve actual behavior change
and emotional growth, the method does not seem to be very effective
(Drumm et al., 2013).
Contrary to our expectations, the majority of the residential care
workers had not acquired the basic MI competences after the MI training
course or, if they had, had only managed to do so in a limited way. A very
plausible explanation for this finding is that the MI training course may not
have been intensive enough. Schwalbe et al. (2014) stated that three to four
additional feedback or coaching sessions were needed over a period of six
months in order to safeguard the MI skills acquired. Although three individual
coaching sessions were available to residential care workers during this study,
this option was rarely used.
In line with our hypothesis, the residential care workers were able to
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evoke more ‘change talk’ and less ‘sustain talk’ with the adolescents after the
MI training course compared with before the training course. However, this
difference was very small and not statistically significant. Furthermore, for
measurements both before and after the training course, the most common
action-reaction pattern was the action of ‘asking a question’ by the residential
care worker, followed by a neutral response on the part of the adolescent.
Moreover, almost all the other behaviors of the residential care workers
during both measurement moments led most to a neutral response. Our
previous research (Eenshuistra et al., 2017) showed that only one residential
care worker saw their task as achieving behavior change with the adolescent.
Most residential care workers saw this as only partly their task; they indicated
that it was also the adolescents’ task. Certain sensitive topics, such as suicide,
were also not discussed during a one-on-one conversation, because this was
considered to be the behavioral scientist’s task. The topic most often
mentioned in the one-on-one conversations, by both residential care workers
and adolescents, was “how the adolescent is doing.” This suggests that the
one-on-one conversations are not very change-focused. In addition, the
residential care workers used many combinations in one utterance; as a
result, the adolescent may fail to respond to the MI adherent behavior, which
leads to a reaction other than ‘change talk’.

Strengths and Limitations
One strength of this study is the use of observations and SSG to understand
the interaction patterns between residential care workers and adolescents
during their conversations. To the best of our knowledge, this is the first study
that has used observations in order to examine the interactions between
group care workers and adolescents during one-on-one conversations in
residential youth care. We are aware of the studies of Bastiaanssen et al.
(2014) and Van den Berg (2000). However, these authors conducted an
observational study in residential youth care regarding interactions between
group care workers and children under the age of 12. Moreover, to our
knowledge, the use of SSG has not been used before in residential youth care
with regard to the interactions between residential staff and adolescents
during one-on-one conversations. Such detailed observations provide a good
overview of what is actually happening in practice (Harder & Knorth, 2015)
and where opportunities for improvement lie. Our study shows that there are
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indeed improvements that can be made by residential care workers in contact
with adolescents. Another major strength is that this is, to the best of our
knowledge, the first study that examines the outcomes of an MI training
course on the behaviors of residential care workers (cf. Eenshuistra, Harder, &
Knorth, 2019). With this research, we learned about the possible effects that
an MI training course could have on the skills of professionals working in
residential care. We found that residential care workers can improve their
skills by following an MI training course.
One limitation is that a relatively small sample of residential care
workers and adolescents participated in the present study. This was caused by
the unforeseen large number of dropouts in our study group, which was
related to illness among the residential care workers, along with other factors.
Moreover, there was a certain reluctance in regard to making recordings.
Residential care workers especially responded negatively to making video
recordings; as a result, we proposed making audio recordings instead. The
response still remained relatively low. Due to the small number of remaining
participants and the study design, we cannot be certain that the perceived
changes in the behavior of the residential care workers are the result of
participating in the training course. Moreover, the results may not generalize
to residential care workers/adolescents beyond the sample in the present
study.
Another limitation of our study is that the conversations often were
not that targeted, due to the multiple objectives. This sometimes made it
difficult to determine the specific behavior change objectives of the
conversation and to assess adolescent ‘change talk’ and ‘sustain talk’ with the
MISC. This could have affected the reliability of both the MITI and the MISC.
Research has shown that providing a short training program and a
manual explaining the intervention to professionals is insufficient when it
comes to implementing an intervention into practice. It is also known that,
over time, it is possible for care workers to add components of the
intervention themselves and not end up using any or all of the components of
the intervention (Stals, 2012). Research clearly shows that well-implemented
interventions are very important for positive outcomes for young people
(Durlak & DuPre, 2008; Eames et al., 2009). In contrast, poorly implemented
interventions are associated with poor outcomes (Berwick, 2003). A complex
method such as MI especially requires continued support in order to acquire
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new skills and retain old ones (Miller et al., 2004). By adding a refresher
workshop, providing the residential care workers with feedback through the
recordings that they have submitted for this study, and offering individual
coaching, we tried to ensure that the intervention was implemented. This
seemingly proved insufficient, however; only a small number of participants
made use of the individual coaching option, for instance. As a result, it may
still be unclear to some residential care workers how they can apply the MI
skills in practice in actuality.

Implications
While the conversations during the measurement that took place after the
training course certainly possessed more MI characteristics, they were not
‘true’ MI conversations yet. The conversations still contained MI non-adherent
behavior, the norms of basic competence were generally not attained, and
there was room for improvement when it came to eliciting ‘change talk’. We
therefore recommend training professionals more intensively in the
application of MI, and specifically when it comes to the Up2U treatment
module, which is an MI-based manual specifically designed for group care
workers in residential care (Harder & Eenshuistra, 2017). For example, training
could be offered with more emphasis on activities that specifically promote
practicing forming reflections in the moment as an alternative for asking
questions. In addition, care workers can be supported to identify and
internalize the negative impact of MI non-adherent skills and positive impact
of MI adherent skills. Moreover, training care workers explicitly in having
more focused conversations with their youth could help facilitate more
change-oriented conversation, thus supporting more change. We also
recommend including individual coaching as an integral part of the training
course (cf. Schwalbe et al., 2014), alongside the three-day training course
event and the Up2U manual.
Another important aspect for transferring the training course into
actual practice is the support of peers and supervisors (Grossman & Salas,
2011). To ensure this kind of support, it would be desirable for all, or at least
three, residential care workers per team – along with their supervisors in the
department or facility – to participate in this training course (Klest, 2014),
instead of just a certain number of residential care workers from various
departments, as was the case in this study. This could help to anchor the
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training program in the organization, thereby increasing the chances of
successful implementation and thus of achieving long-term behavioral change
in young people (cf. Stals, 2012). In addition, it would be interesting to
monitor if care workers who participate in a training course are (more)
satisfied with their daily work.
Another recommendation is for our research to be conducted again
using a larger research group. Using a larger research group makes it possible
to conduct a Randomized Controlled Trial (RCT). This envisages studying a
select group of residential youth care workers, some of whom would not
participate in the training course during the research period, while others
would. Moreover, with RCT it is possible to make more robust statements
about causality, that is, whether any change in residential care workers’
behavior, if observed, has actually been caused by the training course.
Another possibility would be using a case study design, in which a small
number of professionals would be intensively followed using multiple
measurements before, during, and after the training course (Kazdin, 2011).
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Chapter Six
To change or not to change? An evaluation study of the
Motivational Interviewing based residential youth care
training program Up2U

This chapter is based on:
Eenshuistra, A., Bhola, P. M., Hoek-Dekker, A. J., Knorth, E. J., & Harder, A. T.
(2021). To change or not to change? An evaluation study of the Motivational
Interviewing based residential youth care training program Up2U. (Manuscript
submitted for publication)
133

Abstract
Long-term behavioral change is often difficult to achieve with adolescents
staying in residential youth care. To achieve long-term behavioral change, we
developed the Up2U training program to enhance these adolescents’ intrinsic
motivation for change. Based on Motivational Interviewing (MI) and solutionfocused therapy (SFT), Up2U is designed for conducting one-on-one
conversations with adolescents in residential youth care. The aim of this study
is to evaluate the experiences that adolescents and care workers have had
with this new program. To evaluate these experiences, we conducted semistructured interviews with care workers and adolescents. We analyzed the
interviews (N=23) with the program ATLAS.ti, using the ‘open coding’ method
to code the interviews. The results show that, in general, the care workers
were satisfied with Up2U. They identified the clarity, conciseness and sample
questions as particularly positive elements of the Up2U manual. Moreover,
the majority indicated the intent to continue using Up2U in the future. In
contrast, the care workers regarded the extensiveness of the program as less
positive. The adolescents also seemed to be positive about the use of Up2U
during one-on-one conversations, particularly concerning the questions asked
by the care workers. With regard to the implementation of Up2U, almost half
of the care workers expressed dissatisfaction. In conclusion, although both
care workers and adolescents were generally satisfied with Up2U, there is still
room for improvement, especially with regard to the implementation of the
training program. We therefore recommend devoting greater attention to
implementation.
Key words: Residential youth care; Motivational Interviewing; SolutionFocused Therapy; residential care workers; adolescents; program evaluation
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Introduction
Adolescents in residential youth care regularly experience difficulties in
relationships with peers. Many have cognitive problems, and they tend to
exhibit emotional and behavioral problems (Leloux-Opmeer et al., 2016).
These problems generally manifest themselves in the form of externalizing
behavior (Harder et al., 2017), which includes both aggression (e.g., use of
violence and bullying) and delinquent behavior (e.g., stealing and vandalism;
De Haan, Prinzie, & Deković, 2012; Prinzie, Onghena, & Hellinckx, 2006;
Stanger, Achenbach, & Verhulst, 1997). In one study, Connor and colleagues
(2004) report that a large majority of some 400 youths in a residential
treatment center in the United States had been diagnosed with at least two
psychiatric disorders (92%). The most common diagnoses were disruptive
behavior disorder (49%), followed by anxiety or affective disorders (31%) and
psychotic disorders (12%). In addition, the majority of the young people (58%)
had been classified as aggressive.
Adolescents in residential youth care often have a long history of care
(Leloux-Opmeer et al., 2016). Negative experiences in youth care can cause
negativity about the contact with and lack of confidence in care providers.
Negative care experiences (e.g., low trust in care providers by youth and
parents) are related to poorer results (Barnhoorn et al., 2013). In addition,
young people in residential youth care are often poorly motivated for
treatment (Englebrecht et al., 2008; Van Binsbergen et al., 2001). Autonomy is
an important factor in strengthening adolescents’ motivation for treatment
(Brauers, Kroneman, Otten, Lindauer, & Popma, 2016). Autonomy and
independence are also important developmental tasks during adolescence
(Feldstein & Ginsburg, 2006; Naar-King & Suarez, 2011). The development of
autonomy often poses a challenge, however, especially within secure
residential youth care facilities (Bramsen et al., 2018). This is due in part to the
residential setting—in which boundaries are the order of the day—as well as
to the ways in which care workers regard the cooperation of young people in
the care process (Ten Brummelaar et al., 2018). According to a study by Ten
Brummelaar and colleagues (2018), cooperation in the care process can
increase the autonomy of youth. In contrast, refusal to cooperate can lead to
less autonomy. Care workers can thus use autonomy as an extrinsic reward
for achieving desired behavioral changes.
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Given the problems of the adolescents who are treated there, working within
residential youth care facilities can be challenging for professionals,
particularly for those providing residential group care. Especially in secure
residential youth care facilities, group care workers experience high levels of
violence from the adolescents with whom they work, with verbal threats
being the most common form (Alink et al., 2014). In a more recent study on
the history of violence in residential youth care in the Netherlands, Exalto and
colleagues (2019) report that physical violence continues to occur within the
residential youth care sector. According to incident and calamity records,
violence (e.g., kicking, hitting, intimidating, and threatening) is perpetrated
primarily by youth and aimed predominantly at group care workers.
Steinlin and colleagues (2017) report that 83% of the 319 residential
care workers in their study had experienced serious physical assault or
threatening situations during their work. For half of these care workers, these
incidents had caused feelings of fear, shock, or helplessness. In addition, one
fifth reported post-traumatic stress symptoms. It is therefore not surprising
that burnout is a common problem among residential youth care workers
(Colton & Roberts, 2007; Connor et al., 2003; Seti, 2008), and this
phenomenon is associated with a high staff turnover in residential youth care
(Maslach et al., 2001).
In many cases, residential care workers apply a controlling approach in
order to address problematic behavior on the part of adolescents
(Bastiaanssen et al., 2012; De Valk, 2019; Eenshuistra et al., 2016; Van Dam et
al., 2011; Wigboldus, 2002). In this approach, the young person’s behavior is
structured (e.g., by rules and clear instructions). Although care workers often
adopt this approach with the intent of reducing behavioral problems, it has
actually been associated with an increase in externalizing behavior problems
(Bastiaanssen et al., 2014).
Another approach to achieving behavior change with adolescents in
residential youth care facilities involves the use of external rewards (Bartels,
2001; Eenshuistra et al., 2016; Gilman & Anderman, 2006; Ryan & Deci, 2000).
Although such rewards can lead adolescents to exhibit socially desirable
behavior during care (Ryan & Deci, 2000), they do not necessarily result in
long-term behavioral change after care (cf. Colson et al., 1991; Kromhout,
2002).
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Intrinsic motivation seems to be a better approach for achieving long-term
treatment success with regard to behavioral change for clients (e.g., Harder,
2011). Intrinsically motivated individuals do not act based on external
rewards, but on inherent satisfaction (Ryan & Deci, 2000). It is assumed that
people who are intrinsically motivated to change will be more actively
involved in treatment aimed at actually achieving change (Harder, 2018). Such
a situation is also more likely to result in long-term behavioral change than a
situation in which motivation is driven by external stimuli (Teixeira, Palmeira,
& Vansteenkiste, 2012).
There are no tested tools for residential care workers to deal with the
complex target group, i.e. to increase young people’s intrinsic motivation for
change and to create or improve a therapeutic alliance with them. Therefore,
we developed the Up2U training program with and for care workers and
adolescents in residential youth care (Harder & Eenshuistra, 2017). The
program focuses on one-on-one conversations between care workers and
adolescents. The program involves teaching care workers techniques for
enhancing intrinsic motivation for change in adolescents, in addition to
increasing their own professional skills. The Up2U program is based on
Motivational Interviewing (MI) and, to a lesser extent, on solution-focused
therapy (SFT).
Proven effective for achieving behavioral change in people, MI is
aimed specifically at creating a good therapeutic relationship (Miller &
Rollnick, 2013). It is defined as a “collaborative conversation style for
strengthening a person’s own motivation and commitment to change” (Miller
& Rollnick, 2013, p. 12). When applying MI, care workers use communication
strategies that are well-suited to adolescents in residential care, who are often
in need of autonomy and recognition. The interpersonal skills of
professionals—showing commitment and care, empathy, warmth and
friendliness, reliability and transparency, and an unbiased and respectful
attitude—play a central role in MI (Miller & Rollnick, 2013). Studies have
indicated that good communication skills on the part of professionals are
related to good alliances (Baldwin et al., 2007; Harder et al., 2013) and are
predictive of the degree of client involvement during care (Moyers, Miller, &
Hendrickson, 2005). The application of MI has been associated with lower
client drop-out rates (cf. Burke et al., 2003) and greater effectiveness
(including cost-effectiveness) of treatment (Jensen et al., 2011), both of which
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constitute major concerns in residential care (Harder et al., 2006). Despite its
evidence-based character and inherent suitability for the target group, MI has
not been the subject of much investigation within the context of residential
youth care (Harder, 2018).
SFT is a form of psychotherapy that concentrates on the autonomy of
clients. Instead of the problem, the solution to the problem is the main focus
during treatment (Bakker & Bannink, 2008; Bannink, 2007). When applying
SFT, therapists encourage their clients to imagine a future in which the
problem is no longer present and to focus on components of the solution that
already exist. The idea is to do more of the things that are already working
(thus corresponding to the principles of “what works”). If something is not
working, the client is encouraged to do “something different” (Quick & Gizzo,
2007). From the perspective of SFT, the client is the expert. The therapist
adopts a non-knowing attitude, seeking to be informed by the client. Another
attitude that therapists adopt in SFT is that of “leading from one step behind.”
In doing so, therapists ask solution-oriented questions, encouraging clients to
determine their own goals and to anticipate a range of their own possibilities
for achieving these goals (Bakker & Bannink, 2008). Although SFT is generally a
form of short-term therapy, the number of therapy sessions is not fixed (Quick
& Gizzo, 2007). Studies into the effects of SFT have generally concluded that
SFT yields positive treatment effects (Bartelink, 2011). For example, Kim
(2008) reports that the method produced significant effects for internalizing
problems.
To investigate how Up2U is experienced in practice and to be able to
improve the manual, in this study we will evaluate the implementation and
experiences of adolescents and workers with the new training program Up2U
(Harder & Eenshuistra, 2017; more information is available on request). To
investigate the experiences that residential care workers and adolescents
have had with Up2U, we focus on the following questions:
1. What are the experiences of residential care workers with the
Up2U program, including its implementation during one-on-one
conversations with adolescents mentored by them?
2. What are the experiences of adolescents regarding one-on-one
conversations with their mentor conducted according to the Up2U
program?
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Method
Program description
The Up2U program focuses on one-on-one conversations between residential
care workers and adolescents in care. It consists of a three-day training course
in MI, a program manual, and a program workshop.
Residential care professionals can use the Up2U manual as a guide for
individual conversations with adolescents. The manual is introduced during a
four-hour workshop for care workers, during which they complete
assignments to become further acquainted with the manual. Drawing heavily
on MI, the manual helps residential care workers to learn conversational
techniques aimed at encouraging motivation for behavioral change.
The Up2U manual (48 pages) consists of four chapters and several
appendices. The first chapter consists of information about the background
and goals of Up2U. The second chapter contains general information about
MI, including a quiz. The third chapter focuses on becoming acquainted with
the adolescent, offering three tools to this end: 1) questions for asking
adolescents about their background and interests, 2) questions for eliciting
their opinions about their stay in the institution, and 3) a list of activities
(Interest Check) to assess what is important to the adolescents (e.g., parents,
friends, school). Chapter 3 also contains sample questions that care workers
can ask young people when starting and ending an initial conversation.
Chapter 4 addresses issues of what, why, and how to change. The chapter
centers on the Up2U change plan, which consists of five steps addressing the
following questions, which are discussed during one-on-one conversations: 1)
What does the adolescent want to change? 2) Why does the adolescent want
to change? 3) Why does the adolescent want to change now? 4) What skills
does the adolescent have in order to realize change? and 5) How can the
adolescent change?
The appendices consist of a variety of checklists and forms, including
the Interest Check questionnaire; a short version of the Client Motivation for
Therapy Scale (Pelletier, Tuson, & Haddad, 1997), which includes six
statements about the reason for placement according to the adolescent; and
the Good Treatment Goals Checklist, which includes information about
working with the adolescent to formulate SMART treatment goals. The
appendices also include a decision-making balance. As a part of Step 2 in the
Up2U change plan, this tool consists of an overview of the advantages and
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disadvantages of a current situation and of changing a situation in the future.
Other resources provided in the appendices include concrete tips (do’s and
don’ts) for care workers, including questions that they could better ask or not
ask adolescents and examples of how to respond to adolescents with a
“negative” attitude. The resources also include concrete tips for devoting
positive attention to and emphasizing the adolescent’s autonomy. Finally, the
manual addresses how to give advice suited to the needs of adolescents. For
example, it includes several information sheets containing research-based
information about delinquent behavior, substance use, and going to
school/work (and the consequences of these situations), which care workers
can share with adolescents in order to offer them new thoughts or ideas.

Procedure
Participation in this study was voluntary, and all participants were informed in
advance about the purpose of the study and how the data would be used.
They were registered for the study by a supervisor of the facility. Data from
the participants were treated with care and processed anonymously. Each of
the adolescents signed a form consenting to participation in the research.
We asked the residential care workers participating in the study to
record a one-on-one conversation with an adolescent. These recordings were
made before the care workers followed the MI training. We instructed the
care workers to record a one-on-one conversation with an adolescent in their
“usual” manner. The conversations had a large variety of objectives, including
for example ‘sex education’ or ‘no drugs abuse’. The recordings were made
between October and November 2015. Thereafter, the participants followed a
three-day MI training course in different subgroups, between October and
December 2015. The course included several assignments aimed at practicing
MI skills in class, along with the option of receiving three individual coaching
contacts after the MI training (Schwalbe et al., 2014). Four groups of about 15
to 20 participants were trained. A trainer from MINTned, the Dutch
association of MI trainers, conducted the training sessions. After the training,
a workshop on the Up2U program was held, in which we evaluated the MI
training course. In addition, we summarized the principles of MI, provided the
care workers with feedback on the first audio recordings that they had
submitted, we introduced the Up2U manual (Harder & Eenshuistra, 2017),
and the care workers completed assignments to become further acquainted
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with Up2U. The seven Up2U workshops were held between April and June
2016. The workshops were given in groups of about four care workers, which
were smaller than those involved in the MI training course. All of the care
workers participating in this study attended one of the Up2U workshops.
After they had completed the training and the Up2U workshop, we
asked the residential care workers to record another one-on-one
conversation, in which they were asked to apply the Up2U manual. Again, the
conversations had a large variety of objectives, including for example ‘making
plans for the future’ or ‘getting back in touch with parents’. These recordings
were made between June and November 2016. Interviews were held with the
residential care workers who recorded both one-on-one conversations, in
order to evaluate the conversations and the Up2U program. The main
researcher and two Master’s students conducted these interviews between
October and December 2016.
The adolescents with whom the residential care workers recorded the
conversations were also interviewed about their experiences. The interviews
with the adolescents were conducted by the main researcher, a studentassistant, and two Master’s students between October 2016 and February
2017.

Setting
We conducted the interviews in three locations of a residential youth care
facility in the northern region of the Netherlands. This facility provides
residential care to young people who cannot stay at home or in a foster
family. Two of the participating locations provide independence training for
adolescents between the ages of 12 and 18 years. The other location offers
both compulsory and voluntary treatment to young people between the ages
of 12 and 18 years with behavioral and psychiatric problems. Three of the
living groups at this third location were involved in the study. Within the
facilities, adolescents are assigned to mentors, who serve as the primary
contacts for the adolescents and their networks. The mentor is one of the care
workers at the residential group.

Participants
The sample consisted of 12 residential care workers, each of whom recorded
two one-on-one conversations with adolescents of whom they are the
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mentor. One conversation was recorded before the introduction of the Up2U
training program, and the other was recorded after completion of the
program. The personal background characteristics of the residential care
workers are presented in Table 6.1. One care worker recorded a one-on-one
conversation with a family member instead of with an adolescent in
residential care. Because this care worker did participate in the Up2U training
course and worked with the Up2U manual, we decided to include the
interview in the current sample. During the interview with this care worker,
we did not ask questions about the recorded conversation.
The other participants in this study were nine adolescents who were
staying in residential youth care and who had participated in at least the
second one-on-one conversation. The personal background characteristics of
these adolescents are presented in Table 6.2. Two of the adolescents had
separate one-on-one conversations with two different residential care
workers. These adolescents were interviewed twice about the recorded
conversations, each time with regard to a conversation with a different care
worker.
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Table 6.1
Characteristics care workers (N=12)
Mean

SD (range)

Age

38.5

10.0 (27-56)

Working hours per week

31.4

3.3 (24-36)

Years of experience working with children/young
people (including internships)

10.4

4.6 (5-20)

Years of experience in residential youth care

9.3

4.0 (5-15)

Years of experience in the current job

5.5

2.7 (2-10)

N

%

7

58.4

Higher education

6

50.0

Secondary vocational education

6

50.0

Social pedagogical work

4

33.3

Social pedagogical assistance

2

16.6

Social work

2

16.6

Social work and services

1

8.3

Private training (“New Energy Movers”)

1

8.3

Youth welfare work

1

8.3

Management in healthcare

1

8.3

No previous experience with MI

9

75.0

Gender (female)
Level of education

Vocational training
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Table 6.2
Characteristics adolescents (N=9)
Mean

SD (range)

Age

15.7

1.9 (12-17)

Length of stay (in months)

6.2

2.4 (2-10)

Age of first contact with youth care

9.6

3.4 (5-15)

Number of residences

3.3

1.6 (1-6)

Period of contact with mentor (in months)

4.9

2.8 (2-9)

Number of previous conversations

18.1

31.3 (2-100)

Length of acquaintance between the adolescence
and the mentor (in months)

5.2

3.0 (1.5-10)

N

%

6

66.7

voluntarily

2

22.2

forced

7

77.8

Gender (male)
Residence

Instruments
We used two versions of semi-structured evaluation interviews: one version
for the residential care workers and one version for the adolescents. The main
researcher, project manager, and a research-assistant developed both
interviews specifically for this study.
Interview Evaluation of Individual Conversation in Residential Youth Care Care Workers’ version (IEIC-CW). The IEIC-CW examines the experiences that
residential care workers have had with the Up2U program. The care workers’
version consists of five sections, each addressing a different element: the
Up2U instruction manual (20 questions), the recorded conversation (seven
questions, nine statements), the Up2U workshop (four questions), the threeday MI training (three questions), and further comments (one question). The
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interview consisted of 31 open questions, one scale question, and the care
workers were asked to assign three scores, i.e. rating the manual, the
recorded conversation, and the MI training. For this study, we used the
questions about the Up2U instruction manual and the recorded conversation,
as this was our main interest. This information could be used to improve the
Up2U manual.
Interview Evaluation of Individual Conversation in Residential Youth Care Youth version (IEIC-Y). The IEIC-Y examines the experiences that adolescents
have had with the recorded one-on-one conversations. The semi-structured
interview consists of 18 open questions, 1 closed question, and 12 statements.
In addition, the adolescents were asked to assign two scores, rating the
recorded conversation and previous conversations. The IEIC-Y consists of five
sections, each addressing a different element: the one-on-one conversation in
which residential care workers applied the Up2U program (seven questions);
previous conversations between adolescents and professionals (six questions);
comparison of the one-on-one conversations in which residential care workers
applied the Up2U program and previous conversations (two questions and 12
statements); additional questions about the one-on-one conversation for
adolescents who had not had any previous conversations with the
professional (five questions); and further comments (one question). For this
study, we used only the questions about the one-on-one conversation in
which residential care workers applied the Up2U program. This is because,
during the interviews, it became clear that many adolescents had not yet been
in the residential facility when the care workers received their MI training. As
a result, no comparison could be made with the conversations before and
after the MI training.

Data analyses
In all, 23 interviews were transcribed and analyzed by the main researcher
and two Master’s students using the ATLAS.ti program (Friese, 2012) and
applying the “open coding” method. This qualitative research method is
characterized by a holistic approach, in which information is collected and
analyzed in an open and flexible way (Flick, 2014).
We calculated a coefficient of inter-rater reliability to reflect the
extent of agreement between researchers (Hruschka et al., 2004). The coding
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process is shown in Figure 6.1, which is based on the experiences gained
during the coding process (as described in Hruschka et al., 2004). In
developing the codebook, we attempted to stay as close as possible to the
wording of the adolescents and residential care workers. As a measure of
reliability, we decided in advance to require a Kappa value of at least 0.8,
following the classification developed by Landis and Koch (1977). The closedended questions from the interview were analyzed according to descriptive
statistics, and averages were calculated.

Coding random
sample

Creating codebook: All coders read the interviews and created a codebook.
In consultation, these codebooks were merged into a single codebook.

Coding a random sample of the interviews: All coders
independently assigned codes to a number of randomly
selected interviews.
Adjusting the
codebook: The coders
discussed the codes and
coded the interviews
again.

No

Reliability test: The interrater reliability of the
coded No
interviews was
calculated (Kappa). Is the
reliability acceptable?

Yes

Coding complete
dataset

Complete data set: The coders coded the complete data set.

Reliability test: The inter-rater reliability of the coded
interviews was calculated (Kappa). Where necessary, the
codebook was revised one last time before the final data set is
established.

Figure 6.1. The process of coding and testing inter-rater reliability
We calculated the Kappa values for the care workers’ version of the IEIC three
times. For the youth version, we calculated the Kappa values four times. The
results are presented in Table 6.3.
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Table 6.3
Kappa coding sessions
Session 1

Session 2

Session 3

Care workers’ version

0.68

0.59

0.95

Youth version

0.60

0.65

0.78

Session 4
0.96

First, we coded the interviews of the adolescents. In this session, we coded
four interviews that had been selected at random using the website
random.org. We then calculated the Kappa values, and the researchers made
agreements about the coding and made changes to the codebook. We then
coded and discussed another four randomly selected interviews. From the
third session onwards, all interviews were coded. In the third session, the
Kappa value was not yet sufficient, and agreements were made again and
changes were made to the codebook. In the fourth session, a sufficient Kappa
was achieved and a definitive dataset was established.
After the interviews with the adolescents, we coded the interviews of
the residential care workers. During the first and second sessions, six
interviews were selected at random (using random.org) for coding and
discussion. After completing the first session, the Kappa value was insufficient,
and agreements were made and changes were made to the codebook. In the
second session, the remaining six interviews were coded. In that session, a
lower Kappa value was obtained. One reason might have been that the
answers given by these residential care workers were more detailed than
those of the interviewees from the first session, given that more codes were
identified during the second session. The results were discussed again, after
which agreements and changes to the codebook were made. One of these
agreements was to eliminate the following interview question from the
further analysis: How many conversations have you had so far using the
manual, and what were these conversations about? The answers that the
residential care workers gave to this question were highly diverse, with some
professionals answering in detail and others only globally. In many cases,
interviewees gave no answer at all. The quality of the research could therefore
be enhanced by eliminating this question. In the third session, all of the
interviews were coded and, in consultation, a definitive dataset was created.
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Results
Experiences of residential care workers with Up2U
Some of the residential care workers who were interviewed identified the
clarity and conciseness of the Up2U manual as positive elements (clarity was
mentioned by five respondents, and conciseness was mentioned by two).
Three workers indicated that they had been able to use the Up2U manual as a
support tool during the conversations. Other positive elements mentioned by
care workers referred to specific parts of the manual, with four care workers
mentioning the sample questions that could be asked during one-on-one
conversations as positive. Two care workers identified the decision balance as
a positive part of the manual. Other positive parts of the manual, each
mentioned by one care worker, include the change plan, open questions, the
scale question (concerning the extent to which a young person believed that
the goal had already been achieved on a scale from 1 to 10), questionnaires,
tips, and “do’s and don’ts.”
Almost half of the residential care workers (42%) indicated that they
could not identify any negative aspects of the program. Two noted that,
because they had not used the program in practice, they were not able to
answer the question regarding negative aspects of the manual properly. Two
interviewees mentioned that lack of time made the use of the program
difficult.
One third of the care workers identified the extensiveness of the
Up2U manual as a negative aspect of the program. Furthermore, one
residential care worker mentioned that the program should be more “lively.”
Other less positive elements regarding the manual (each mentioned by one
care worker) included the observation that the sample questions were not
effective for adolescents who truly did not wish to cooperate, the use of
silences during the conversation, and doubts concerning the suitability of the
program for the target group with which the respondent was working (i.e.,
adolescents in compulsory care).
Various components of the Up2U manual were identified as useful
during one-on-one conversations by the residential care workers (Table 6.4).
One respondent reported not knowing what was useful, as a long time had
elapsed between the use of the manual and the interview.
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Table 6.4
Useful components of the Up2U manual for one-on-one conversations with
youth, as identified by residential care workers (N=11)
N

%

Examples of questions

3

27

Acquaintance

2

18

Tips

2

18

Change plan

2

18

Probing questions

2

18

Open questions

2

18

Positive questions

1

9

Scale question

1

9

Questionnaires

1

9

Reflective listening

1

9

Decision balance

2

18

Structure of the conversations

1

9

With regard to the decision balance, two respondents identified it as useful
(see Table 6.4), while two others noted that it was not useful. Five of the
participating residential care workers (42%) could not identify any elements of
the program that were not useful, and two others mentioned that they did
not consider any of the elements not useful for one-on-one conversations
with youth. One respondent mentioned the information sheets as a less useful
part of the manual.
On a scale from 1 to 10 (with a score of 1 being the worst and a score
of 10 being the best), the residential care workers rated Up2U with an average
score of 7.3 (SD=.65, range 7.0 to 9.0). Five respondents noted that some
parts of the Up2U manual could be improved. Two mentioned that the
manual should be shortened. Other improvements, each mentioned by one
care worker, included making the manual “more lively,” making use of images,
making references to videos (on YouTube), including examples from practice,
providing tips for physical positioning during conversations, and explaining the
theory used in the manual in greater detail. The other six care workers
reported that they did not know of or could not identify any need for
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improvement. One care worker added that it would be helpful to organize an
online refresher course.

Residential care workers: Satisfaction with recorded conversation
When asked what they thought about the recorded conversations in which
they had applied the Up2U program, eight of the care workers (72.7%) rated
their recorded conversations as good, while two (18.2%) described them as
nice and one (9.1%) said that the conversation was reasonable. Two workers
identified the fact that the adolescent had more opportunities to talk as a
positive point, and two remarked that they had asked the right questions
during their conversations. Other positive points (each mentioned by one
respondent) included that the care worker had used compliments during the
conversation, that the adolescent had been able to keep up the conversation,
that the care worker had demonstrated respect for the adolescent during the
conversation, and that the conversation had been relaxed.
One respondent mentioned that the recorded conversation had been
good because the adolescent had talked in terms of change. Another care
worker reported having given the conversation a “different twist” by placing
the adolescent more in charge of the solution to the problem than had been
the case in previous conversations. On a scale from 1 to 10 (with a score of 1
being the worst and a score of 10 being the best), the residential care workers
rated their recorded conversations with an average score of 6.8 (SD=0.4,
min=6, max=7).
When asked about the differences between the recorded
conversations and the conversations that they had held before the training,
four care workers (36.4%) indicated that the program had made them more
aware of how they conduct conversations or about the questions that they
had asked during the recorded conversation with the adolescent. Four
residential care workers (36%) indicated that the conversation had been
influenced by the fact that it was being recorded. These effects included the
care workers not being themselves and not speaking as well, as compared to
unrecorded conversations; being nervous due to the recording; being more
reserved and being distracted by the recorder; the adolescent sharing less
information with the care worker; and the conversation taking more time than
usual. One respondent noted that the conversations were similar, regardless
of whether they were being recorded. Furthermore, six care workers indicated
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that the contact with the adolescents during the recorded conversations had
been different compared to previous conversations (see Table 6.5).
Table 6.5
Differences in contact with adolescents during the recorded conversation, as
compared to previous conversations, according to residential care workers
(N=6)
N

%

Adolescent had more opportunities to express own ideas

2

33

Adolescent shared more information

1

17

Focused more on the adolescent’s motivation

1

17

Conversation was more motivating

1

17

Care worker was more open to the adolescent

1

17

Conversation was more focused on the adolescent

1

17

Care worker talked less than in previous conversations

1

17

Conversation changed the power ratio between professional and
adolescent: the care worker now focused less on telling the
adolescent what should be done

1

17

Two care workers reported that the conversations had been similar, and four
could not identify aspects of the recorded conversations that were worse,
relative to previous conversations (see Table 6.6).
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Table 6.6
Better and worse aspects of recorded conversation, as compared to previous
conversations, according to residential care workers
Better (N=9)

N

%

Worse (N=6)

N

%

Adolescent had more
opportunities to talk
Better listening

3

33

3

50

1

11

1

17

Greater use of reflection

1

11

Negative effect of the
recording
Conversation did not reach
a higher level
Conversation was worse

1

17

Less judgment in questions

1

11

1

17

Use of the right questions

1

11

Formulation of the questions

1

11

1

17

Confronting adolescent with
behavior
More opportunities for silence

1

11

1

11

Care worker should have
confronted the adolescent
with behavior more often
Inexperience with method:
this required a lot of
thinking time during the
conversation

Going into depth during the
conversation
The adolescent understood the
mentor
More serious conversation

1

11

1

11

1

11

Scheduling of the conversation

1

11

Preparation for the conversation

1

11

Greater proficiency with MI

1

11

Care workers were asked to indicate the extent to which they agreed with
specific statements about the recorded conversations, as compared to
previous conversations. These results are presented in Table 6.7.
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Table 6.7
Agreement of residential care workers with statements regarding recorded
versus unrecorded (previous) conversations (N=11)
Statements
During the recorded conversation, you
devoted more discussion to how the
adolescent would like to change the situation
The recorded conversation lasted longer
During the recorded conversation, you talked
more about the change that the adolescent
would like to achieve a
During the recorded conversation, you talked
less often about why the adolescent would
like to change a
During the recorded conversation, the
adolescent had more room to express their
own opinions
The recorded conversation was better
During the recorded conversation, you did
not focus as much on the adolescent’s
confidence in the ability to change
something about the situation
The purpose of the recorded conversation
was less clear than the purpose of previous
conversations.
The questions you asked during the recorded
conversation were not as good as those you
had asked during previous conversations.
a
N=10

Agree

Neutral

Disagree

N

%

N

%

N

%

6

54.5

1

9.1

4

36.4

5
4

45.5
40

-

-

6
6

54.5
60

4

40

-

-

6

60

4

36.4

-

-

7

63.6

3
3

27.3
27.3

1
-

9.1
-

7
8

63.6
72.7

2

18.2

-

-

9

81.8

1

9.1

-

-

10

90.9

Adolescents: Satisfaction with the recorded conversation
The adolescents mentioned various aspects that they had liked (or disliked)
about the recorded conversations. One positive aspect of the recorded
conversations (mentioned by three adolescents) was that the mentor had
asked good questions. Moreover, three adolescents were positive about the
fact that the mentor had been a listening ear during the conversation, two
adolescents noted that they had felt understood by the mentor, and two
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adolescents considered it positive that they had been allowed to make their
own choices during the conversation. In addition, two adolescents reported
that there had been opportunities for their own input during the
conversation, two were positive about the fact that the mentor was looking
for solutions during the conversation, and two appreciated the fact that the
mentor had offered them assistance. Other positive aspects (each mentioned
by one adolescent) included the use of probing questions, the fact that the
mentor let the adolescent finish talking, the fact that there had been no
silences in the conversation, a pleasant atmosphere during the conversation,
the fact that the conversation had been good and useful, and the presence of
the recording device. In addition, one adolescent mentioned having been at
ease talking with the mentor due to the good relationship between them. One
adolescent was not able to identify any positive aspects about the recorded
conversation.
In contrast, two adolescents mentioned having difficulty carrying on
conversations, because they did not like to talk. Another adolescent regarded
the conversation topics as worse than those of previous conversations and
that it had been difficult to talk about what the adolescent wanted. Other
negative aspects about the conversation (each mentioned by one adolescent)
were that the utility of the conversation was unclear and that the
conversation had been too long. Six adolescents did not mention any negative
aspects about the conversations, and another reported that the recorded
conversation had been “normal.”
On a scale from 1 to 10, with a score of 1 being the worst and a score
of 10 being the best, the adolescents rated the one-on-one conversation with
an average score of 7.5 (SD=1.54, range=5-10). Seven adolescents rated the
recorded conversation as good. Reasons for this rating included the fact that
the conversation had not been boring, that it had been a serious and useful
conversation, and that there had been a pleasant atmosphere during the
conversation. One adolescent mentioned appreciating the fact that the
conversation had been short.
The ideas that seven adolescents expressed for the further
improvement of the one-on-one conversations are presented in Table 6.8.
One adolescent did not know how the conversations could be improved, and
three noted that there was no way that the mentor could have earned a
higher rating for the conversation.
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Table 6.8
Ideas for increasing the rating of the one-on-one conversations, according to
adolescents (N=7)
N

%

The mentor should be less serious

2

29

The mentor should limit the number of probing questions

1

14

The mentor should use more probing questions

1

14

A different topic should be addressed

1

14

The adolescent should be allowed to use a mobile phone during
conversation
The mentor should do what the adolescent wants

1

14

1

14

The mentor should demonstrate interest in the adolescent

1

14

There should not be any silences during the conversation

1

14

The adolescent who mentioned that the mentor should use more probing
questions noted that it would be good for the mentor to continue asking more
questions about the situation: “Uhm, ask a little more about situations. He
knew the situation and immediately asked for solutions, but should ask a little
more about it.” The adolescent who wanted to use a mobile phone during the
conversation explained, “For example, with my phone, that would be very
nice. We are not allowed to have it here.”

Residential care workers: Implementation of Up2U
The residential care workers were divided concerning the extent to which they
felt sufficiently equipped to apply the Up2U program. Five care workers
(41.7%) felt sufficiently equipped, five did not, and two (16.7%) did not know
whether they felt equipped. One care worker reported not having used the
Up2U program. Two of the respondents noted that, because they had lost the
manual, they either did not feel equipped or were not sure whether they were
equipped to apply Up2U in practice. In addition, one worker mentioned not
yet being completely comfortable with using the method. The same
respondent and three others also mention that their knowledge of the
method had subsided. Half of the workers called for more attention to the
program. For example, they expressed that a refresher course at a later date
or discussion of the method during team meetings could help them to apply
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the program in practice.
When asked how likely they would be to continue to use the program,
five care workers (41%) said that they would “probably” do so, and one
reported being “very likely” to continue using the UP2U program. Three care
workers provided a neutral response (“not likely and not unlikely”). Two
responded that they were “unlikely” to continue using the Up2U program, and
one considered it “very unlikely.” Of the workers who indicated that they
would probably not use the program, one considered the program too
extensive. Several workers (33%) mentioned that greater attention should be
devoted to the method, that they would like to practice it more, or that too
little had been done with the program up to that point. In addition, three care
workers noted that lack of time plays a role. One respondent referred to the
fact that they were already required to use many other manuals, another care
worker reported not using manuals in general, and one had lost the manual.
Another worker did not expect to use the program in the future, as the use of
a manual did not suit their style.
When asked whether they were satisfied with the implementation of
the program, five care workers (41%) indicated that they were satisfied. Five
others were not satisfied, and two (16%) did not know. The most commonly
mentioned reason for not being satisfied was that the care worker, colleagues,
and/or the facility had not done anything with the program (mentioned by
five care workers). Three other respondents stated that greater attention
should be devoted to the method, and two identified the fact that not all
members of the team had received the program/training as having a negative
effect on the implementation. Other reasons for not being satisfied (each
mentioned by one care worker) were that the organization should do more
regarding the implementation, that the manual had been located in an
impractical place (thus making it less accessible), and that they were already
required to use many other manuals. Reasons for being satisfied with the
implementation included the fact that the care workers had been sufficiently
involved in the implementation and that the training had been sufficient to
allow them to work with the program (both reasons mentioned by the same
care worker).
When asked how to ensure good implementation, eight respondents
(67%) noted that greater attention should be given to the method. In addition,
two care workers mentioned that the implementation of the Up2U program
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could be enhanced by training all members of the team in MI. Other ideas for
enhancing implementation (each mentioned once) included the use of surveys
for care workers concerning how and when they actually used Up2U, having
the organization do more to encourage care workers to use the method, and
making the use of the method compulsory. According to one respondent, the
implementation of the program should be the responsibility of the workers
themselves. One respondent thought that nothing could be done to ensure
good implementation, and another did not know of anything that could be
done to ensure a good implementation.

Discussion
The aim of our study was to evaluate the experiences of adolescents (N=9)
and residential care workers (N=12) with the new Up2U training program,
which is based on MI and, to a lesser extent, on SFT. The program is designed
for conducting one-on-one conversations with adolescents in residential youth
care, with the goal of increasing their intrinsic motivation to change their
problematic behavior. Our results show that, in general, the care workers
were satisfied with the program. On a scale of 1 (very poor) to 10 (very good),
they rated it with an average score of 7.3. The recorded conversations using
the Up2U program were also rated as sufficient. Elements of the Up2U manual
that were identified as particularly positive included clarity, conciseness, and
the sample questions that were provided. Most of the care workers indicated
that they would continue to use Up2U in the future, thus reflecting a desire to
change the ways in which they were currently conducting conversations with
adolescents in residential care. Our previous research on MI skills acquired by
care workers through the Up2U training program also indicated that care
workers actually did apply MI skills significantly more often at the time of the
post-training conversation than they had done before the training
(Eenshuistra et al., 2020). This suggests that it is actually possible to change
skills in practice.
Although many of the care workers could not mention any negative
aspects of Up2U, many did suggest that the manual should be shortened.
Moreover, they apparently thought it important to make the manual more
attractive (e.g., by adding more images and working with videos). The
interviews also made it clear that perceptions of what is and what is not
positive about Up2U are very specific to the individual. For example, the
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decision balance was identified as both a positive and a negative element, and
many elements were identified by only one care worker as being either a
positive or a negative element.
In general, the adolescents also seemed to be positive about the oneon-one conversations with their mentor conducted according to the Up2U
program. They rated the recorded conversations with an average score of 7.5,
with some assigning the maximum score of 10. Elements that the young
people identified as particularly positive about the recorded conversations
included the questions asked by the care worker. As was the case with the
care workers, the perception of aspects as positive or negative appeared to be
very specific to the individual. For example, one adolescent observed that the
use of probing questions should be reduced, while another noted that they
should be used more often. Moreover, many aspects of the conversations
were mentioned by only one adolescent each as being either positive or
negative.
The results regarding the implementation of Up2U suggest that there
is still room for improvement. Almost half of the care workers indicated that
they were not satisfied with the implementation of Up2U, repeatedly
indicating that the organization/management should be more involved in the
implementation of the training program. This corresponds to other findings in
the literature indicating that implementation should be anchored in relevant
organizational systems (e.g., protocols and policy), as well as in current daily
practice (Forman, 2015; Horner, Sugai, & Fixsen, 2017). The role of managers
also seems to be of great importance in this context. Providing a clear, welldefined strategy for handling problem behavior is important in achieving
positive outcomes for young people (Hicks, 2008; Hicks et al., 2009). The Up2U
program (and thus Motivational Interviewing) could be part of such a strategy.
The answers to the questions raised during the interviews further
suggest that the Up2U program had not been thoroughly implemented. For
example, when asked to identify the less positive elements of Up2U,
respondents mentioned the use of silences during the conversation, and that
the sample questions were not effective for adolescents who truly did not
wish to cooperate. It is important to note here that the use of silences is not a
specific part of the Up2U program and that the sample questions definitely
can be used with young people who are “unmotivated.” The use of MI skills
makes it possible for care workers to build positive treatment relationships
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with young people and increase their intrinsic motivation for change (Harder,
2011). One employee also mentioned that it would have been better to be
more confrontational during the conversation with regard to the adolescent’s
behavior during the conversation. Because confrontation is considered
inconsistent with MI (Moyers et al., 2014), however, we had discouraged the
use of confrontations during conversations. These examples thus suggest that
the principles of MI were not yet completely clear to all care workers.

Strengths and limitations
One limitation of this study is its relatively small sample size, which could be
attributed to a substantial drop-out rate in our study group. The results are
therefore based on only one facility, and they cannot be generalized to care
workers and adolescents beyond the sample addressed in the present study
(Barker, Pistrang, & Elliott, 2015).
A second limitation is the possibility of social-desirability bias on the
part of the care workers. A number of the care workers participating in this
study indicated that they had not actually used the manual in practice (e.g.,
because they had lost it). We noticed that the care workers repeatedly
referred to the same parts of the training program in their answers. This could
have been because they remembered only these parts of the training program
from the workshop about Up2U. If the professionals had used the manual
more in practice, they might have provided more or different information.
One strength of our study relates to the level of agreement between
the researchers. Enhancing inter-rater agreement reduces the likelihood of
errors and bias during coding of the interviews (Hruschka et al., 2004).
Another strength of this study has to do with its contributions to the
development of the Up2U training program and to the evaluation of its
implementation. It provides abundant information for improvement in
practice and recommendations for future research.

Recommendations
Based on the results of this study, one recommendation for in practice is that
greater attention should be devoted to the implementation process of the
training program, especially by the organization. This was repeatedly
mentioned by the care workers who participated in this study, and the
literature has highlighted the important role of the organization in the
implementation of interventions (Stals et al., 2009). In this regard, it is
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important for the management of the organization to support and facilitate
the intervention by creating sufficient staff capacity. In addition, it is
important for both managers and professionals to pursue a common goal and
to monitor this process. Achieving such a goal requires conditions including
funding, time, support, and expertise (Stals, 2012). Another effective way to
enhance implementation could be to remind professionals of what they need
to do (Stals, 2012). The importance of preparation time has also been stressed
(James, 2017). Implementation efforts are impossible until a facility meets the
criteria of ‘readiness’ (e.g., having sufficient resources to implement the
program). Staff stability is apparently another important factor determining
the success of the implementation process (James, 2017; Aarons & Sawitzky,
2006). High staff turnover at a facility results in the loss of skills learned
through training. A positive organizational climate and culture have been
identified as important to reducing staff turnover (Aarons & Sawitzky, 2006),
which is a well-known problem in residential youth care (Colton & Roberts,
2007; Connor et al., 2003). This problem is also reflected in our results. We
therefore recommend addressing staff stability before attempting to
implement any new program.
Given that the care workers participating in this study did not yet have
knowledge of all of the principles of MI, we advise making Up2U a more
intensive training program. Continued support enabling care workers to
acquire the more complex MI skills appears to be particularly important in this
regard (Miller et al., 2004). According to Schwalbe and colleagues (2014), the
proper implementation of MI skills requires at least three additional coaching
sessions over a period of six months following an MI workshop. We therefore
recommend including individual coaching as an integral part of the training
program.
One recommendation for further research involves the further
development of the Up2U training program in response to the points for
improvement mentioned by the care workers in this study. Although the
conciseness has been mentioned as a positive part of Up2U, many care
workers also suggest that the manual should be shortened. According these
results, and in light of the fact that care workers are already likely to be using
several manuals, it is likely that they have only limited time for actually using
Up2U. Making the manual as brief as possible would probably make it easier
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to apply in practice. The addition of practice-based examples (e.g., through
videos) could also contribute to facilitating the use of Up2U in practice.
Future investigations of this revised training program should also be
conducted with a larger sample size, thereby enhancing the ability to
generalize the results to a broader population (Baarda et al., 2012). A larger
sample could also make it possible to conduct a randomized controlled trial
(RCT), in which part of the research group does participate in the training
program and part does not. This would enhance certainty concerning whether
any changes in the observed behavior of the care workers can actually be
attributed to the training program. It is therefore important to re-examine the
experiences of care workers and adolescents, as well as the implementation
and the effects of the program.
In addition to the residential youth care sector, a program like Up2U
could be useful in other fields of child and family care work like, for instance,
youth rehabilitation (Menger, Krechtig, & Bosker, 2020) or imposed parenting
support (Vischer, Grietens, Knorth, & Mulder, 2017). After all, the MI- and SFTconversation guidelines handed over with Up2U, do apply in all those
situations where young people or adults are in need of support without being
strongly intrinsically motivated for behavioral change. Evaluation of such
approached would be welcomed.
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Introduction
The general purpose of this research project was twofold, namely (1) the
development and (2) the evaluation of the Up2U program to support
professionals (residential care workers and teachers) during one-on-one
conversations in their alliance with adolescents in residential youth care,
thereby trying to stimulate the intrinsic motivation for change of these
adolescents. First, we identified the needs of adolescents and professionals
regarding their one-on-one conversations through interviews. Based on these
needs and a literature review, we developed the Up2U program.
Subsequently, we evaluated the Up2U program by investigating to what
extent the program works in terms of enhancing communication skills among
professionals and improving adolescents’ motivation for change, and by
looking more generally at the experiences of adolescents and professionals
regarding Up2U.
In this final chapter, we will first summarize and discuss the main
findings in this dissertation. Hereafter the strengths and limitations of the
study will be presented. Next, we will describe several recommendations for
further research and practice based on our findings. Finally, we conclude the
chapter by some final thoughts about residential youth care.

Main findings
Development of the Up2U program
In order to be able to develop the Up2U program, this research project started
with a study of the experiences and needs of adolescents, care workers, and
teachers regarding the one-on-one conversations that they have with each
other during residential care (chapter 2). This study answered the questions:
What are the needs of adolescents and professionals regarding their one-onone conversations? And how can one-on-one conversations, recognizing these
needs, be designed in practice?
Interviews with eleven adolescents, ten care workers, and two
teachers showed that both the adolescents and professionals are quite
satisfied with the current one-on-one conversations. Most of the adolescents
(54.5%) do not necessarily have a need for these conversations. Nevertheless,
they prefer a mentor who is calm, has respect, listens to the adolescent, and is
reluctant in giving advice. The adolescents think the way the mentor relates to
them during conversations is very important. This corresponds with the
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professionals who think that having a connection with the young person is
important. However, only one of the 12 professionals in our study thought
that it is his core task to achieve behavior change with the adolescent. This
suggests that residential care workers mainly focus on care and not so much
on cure, while both these aspects are essential to therapeutic residential care
(Harder, 2018; Whittaker et al., 2016). Most professionals do not use a specific
treatment protocol or method during one-on-one conversations and doubt
whether they want to have conversations according to a manual, protocol, or
support tool.
Listening to the interviewees, we conclude that there seems to be
room for optimizing the one-on-one conversations. For instance, most of the
adolescents (63.6%) think that they have not changed (or do not know
whether they have) as a result of the individual contacts with their mentor
while this might be the intention of these contacts. Moreover, both
adolescents and professionals mention several other points of improvement.
Adolescents stress the importance of having short(er) conversations in a
private environment with professionals. Professionals emphasize the need of
making conversations more future-oriented, more substantive, and want to
perform themselves with a higher level of professionalism.
Our systematic review (chapter 3) also provided input to the development of
the Up2U program. From our review, we concluded that there is little
knowledge available about the effects of training on the skills of residential
youth care professionals. We found 12 studies that report on the outcomes of
nine different training programs regarding these skills. These programs
include The Solution Strategy (TSS), (Professional) Skills for Residential Child
Care Workers (PSRCCW/SRCCW), Therapeutic Crisis Intervention (for Youth
Care Worker) (TCIYCW/TCI), Child Teacher Relationship Training (CTRT), a Brief
Training Program (BTP), Social Skills Training (SST), Behavior Analysis Services
Program (BASP), Mental Health Training (MHT), and a Brief Training Manual
(BTM). The 12 studies seem to yield mixed results about whether training
programs have positive outcomes. Ten studies found positive outcomes, i.e.
improvements in professional's individual characteristics and improvements in
the work environment. Improvement of skills of participating professionals
was the most common outcome observed. This corresponds to the most
frequently set course goal: improving professional skills. Other improvements
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regarding professional's individual characteristics, which were found in these
ten studies, related to (increase of) knowledge, attitudes, confidence, and
cultural awareness. Moreover, improvements in the work environment, in
structure and objectivity during staff evaluations, and in the quality and
quantity of communication between youth care workers and supervisors, and
a more consistent approach to adolescents across teams and among the staff
within teams were also found.
In addition, two studies (TSS studied by Hickey (1994) and the
PSRCCW) found negative outcomes for training programs. These were related
to a decrease in the perceived recognition of youth care workers' value to the
agency and a decrease in workers’ knowledge and skills learned six months
after the training course.
Besides these positive and negative outcomes, we found many other
outcomes in the studies. For example, positive changes were observed in the
professionals' skills, but these outcomes were not statistically significant, not
supported quantitatively or did not meet the requirements that were
provided beforehand. Furthermore, it appeared that the training course in
eight studies had a variable effect on professionals. For example, one course
(BTP) caused a proportion of professionals to increase their cultural skills, but
not all the participants were able to increase these skills.
Although we were able to determine the outcomes of the training
programs, it was not always possible to relate the specific elements of a
training program to the improvement observed, nor to any impairment in the
skills of the residential youth care professionals. This was due to the different
types of training studied, the study designs used, and the lack of indications
provided about which specific training elements caused the changes observed
in the professionals' skills.
After identifying the needs of the adolescents and care workers regarding
one-on-one conversations and reviewing the outcomes of training courses on
the skills of residential youth care professionals, we developed the Up2U
program. Through focus groups with both adolescents and professionals, we
adjusted the first version of UP2U based on their feedback. Subsequently, 66
professionals (see also the general introduction) followed a three-day training
in Motivational Interviewing (MI), a method that was the main source of
inspiration for Up2U, and hereafter 23 care workers followed a Up2U
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workshop. During this workshop we focused on the introduction of and
practicing with elements of Up2U.

Adolescent-care worker interactions
To get an overview of the current one-on-one conversations we conducted a
baseline measurement of one-on-one conversations between adolescents and
care workers (chapter 4). This study answered the question: How do observed
interactions between adolescents and residential care workers look like from
an MI perspective?
Our baseline study showed that the care workers often use MI nonadherent behaviors, for instance in terms of ‘persuasion without permission’
and ‘confrontation’ of the adolescent. One third of the workers uses only
these MI non-adherent behaviors and almost half of them uses a mixture of
MI non-adherent and MI adherent behaviors. The residential care workers
rarely use MI adherent behaviors, like ‘affirming’, ‘seeking collaboration with’,
and ‘emphasizing autonomy’ of the adolescent. Moreover, they use
‘reflections’ three times less often than ‘questions’. That is below the
(normative) MI competence and proficiency threshold of the 1:1 reflection-toquestion ratio during conversations (Moyers et al., 2015).
Adolescents equally use ‘change talk’ and ‘sustain talk’ during the
conversations. Instead of mainly using ‘sustain talk’, which we expected,
adolescents mostly use ‘neutral’ responses to care workers during the
conversations. ‘Change talk’ that is used by the adolescents most frequently
refers to ‘reasons for change’. ‘Needs for change’ and ‘taking steps’ are the
least often used types of ‘change talk’ by the adolescents. Our findings
indicate that adolescents rarely use (strong) ‘change talk’ during conversations
with care workers. The expected links between MI adherent behavior of care
workers and ‘change talk’ of adolescents and between MI non-adherent
behavior and ‘sustain talk’ (Gaume et al., 2010; Moyers & Martin, 2006) did
not appear in our study. MI adherent and non-adherent behaviors of care
workers are not consistently followed by ‘change talk’ and ‘sustain talk’, but
mostly by ‘neutral’ responses of adolescents. ‘Change talk’ and ‘sustain talk’
by the adolescent are neither consistently followed by MI adherent and MI
non-adherent behaviors, but mostly by ‘questions’ of care workers.
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To measure the effects of the Up2U program we made a comparison between
the conversations of the baseline measurement (chapter 4) and conversations
recorded after the training in Up2U. This comparison study (chapter 5)
answered the question: To what extent does the Up2U treatment program
work in terms of improving communication skills among professionals, the
alliance between adolescents and professionals, and adolescents’ motivation
for change?
Our comparison study showed that, as expected, residential care
workers use significantly more MI adherent skills after than before following
the program. The effect size of this difference is very large (d = 1.4). Regarding
MI non-adherent behavior of the residential care workers, we observed a
trend in the expected direction: downwards. Nevertheless, and contrary to
our expectations, the majority of the residential care workers had not
acquired the (normative) basic level of MI competences after the MI training
course or, if they had, had only managed to do so in a limited way.
In line with our hypothesis, the residential care workers seemed to be
able to evoke more ‘change talk’ and less ‘sustain talk’ with the adolescents
after the MI training course compared with before the training course.
However, this difference was small and not statistically significant.
Furthermore, both before and after the training course, the most common
action-reaction pattern was the action of ‘asking a question’ by the residential
care worker, followed by a ‘neutral’ response on the part of the adolescent.
Moreover, almost all the other behaviors of the residential care workers
during both measurement moments led mostly to a ‘neutral’ response.
In conclusion, after attending the Up2U program, the care workers
were able to engage in conversations that are more in line with the MI-spirit.
However, these are still not ‘real’ MI conversations.

Evaluation of the Up2U program
Our study on the experiences of adolescents and care workers with the Up2U
program (chapter 6) gave answer to our final question: To what extent are
adolescents and professionals satisfied with the Up2U program?
Our evaluation study showed that, in general, the care workers are
satisfied with the program. On a scale of 1 (very poor) to 10 (very good), they
rate it with an average score of 7.3. The recorded conversations using the
Up2U program were also rated as sufficient. Elements of the Up2U manual
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that were identified as particularly positive included clarity, conciseness, and
the example questions that were provided. Most of the care workers
indicated that they would continue to use Up2U in the future, thus reflecting a
desire to change the way in which they were currently conducting
conversations with adolescents in residential care.
Although many of the care workers could not mention any negative
aspects of Up2U, several care workers did suggest the Up2U manual to be
shortened. Moreover, they think it is important to make the manual more
attractive (e.g., by adding more images and working with videos). The
interviews also made clear that perceptions of what is and what is not positive
about Up2U are very specific to each individual participant.
In general, the adolescents also seem to be positive about the use of
Up2U during the one-on-one conversations. They rated the recorded
conversations with an average score of 7.5, with some assigning the maximum
score of 10. Elements that the adolescents identified as particularly positive
about the recorded conversations included the questions asked by the care
worker. As was the case with the care workers, the perception of aspects as
positive or negative appeared to be very specific to each individual
adolescent.
The results regarding the implementation of Up2U suggest that there
is still room for improvement. Almost half of the care workers indicated that
they were not satisfied with the implementation of Up2U, repeatedly
indicating that the organization/management should be more involved in the
implementation of the training program.

Discussion of main findings
Our study showed that the Up2U training program is associated with better
communication skills among professionals. We found a clear, statistically
significant difference in the use of MI adherent behavior between the
measurements before and after the training. However, we did not find this
statistically significant difference in the use of MI non-adherent behavior.
Moreover, the residential care workers, as a group, did not meet the
(normative) MI requirements imposed on the percentage of complex
reflections and the ratio of reflections made to questions asked, in neither
before the training nor after the training. In addition, the outcomes differed
between the individual professionals. For example, not all care workers
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showed a reduction in MI non-adherent behavior after the training. Moreover,
regarding the basic competence of the ratio ‘reflections vs. questions’, only
one care worker did manage to transform an insufficient score before the
training into a reasonable score after the training.
In our review of the research literature, we found similar results; in
many studies, the training courses had a different effect on individual
participants. A possible explanation for these findings is that the care workers
are reluctant to work with a protocol/manual. In our study regarding the
experiences and needs of adolescents and professionals concerning their
therapeutic relationship in residential youth care (Harder, Eenshuistra, &
Knorth, 2020), it appeared that 75% of the professionals (i.e., care workers
and teachers) do not use a specific treatment protocol or method during oneon-one conversations. The conversations they have are often based on their
own instinct; each professional does it in his/her own way. More than 90% of
the professionals do not or doubt whether they want to have one-on-one
conversations according to a protocol, manual, or support tool. Partly
comparable results were reported by Jongejan, Smit, and Knorth (2000), Van
den Berg (2000) and Wigboldus (2002).
As a result, the question is whether improvement/change of
adolescents’ behavior is a priority for care workers. Research shows that the
task perception of care workers seems to be more focused on care instead of
cure (i.e. treatment). In addition, treatment is considered as the task of the
behavioral scientist (e.g. psychologist), not as a task of group care workers
(Eenshuistra et al., 2020; Jongejan et al., 2000). This could also play a role
considering the observation that, although the conversations were more in
the spirit of Motivational Interviewing after the training course, these were
not ‘real’ MI conversations yet. Moreover, not having real MI conversations
can be caused by an insufficiently intensive training. In addition to a training
course, it is appropriate to provide a coaching trajectory for professionals
(Schwalbe et al., 2014). However, almost all care workers did not make use of
the individual coaching we offered them.
The answers of adolescents also show that there is room for
improvement. Most adolescents think they do not, or do not know, if they
have changed because of the conversations with their mentors. At the same
time, there is consensus that an important goal of residential youth care is
adolescents’ behavioral change (i.e., reducing behavioral and developmental
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problems) (Harder & Knorth, 2015). Since care workers have a very important
role during the stay of adolescents in the facility – i.e. seeing the adolescents
on a daily basis (Knorth et al., 2010) – they should also have an important role
in the treatment concerning behavioral change of adolescents. In the
literature even reference is made to care workers as 'therapeutic parents'
(Shealy, 1995, 2018).
Moreover, in the definition of Whittaker et al., (2015, p. 24) of
therapeutic residential youth care the important role of treatment also comes
forward. They define therapeutic residential care (TRC) as follows:
“‘Therapeutic residential care’ involves the planful use of a purposefully
constructed, multi-dimensional living environment designed to enhance or
provide treatment, education, socialization, support, and protection to
children and youth with identified mental health or behavioral needs in
partnership with their families and in collaboration with a full spectrum of
community based formal and informal helping resources.” When behavioral
change among adolescents is not the focus of care workers (Eenshuistra et al.,
2020; Jongejan et al., 2000) and adolescents indicate that they have not
changed through conversations with care workers, the question is whether
residential youth care deserves the predicate 'therapeutic' as defined by
Whittaker et al., (2015).
Comparable to the response of the adolescents, results from
interviews concerning the needs of care workers and adolescents regarding
one-on-one conversations showed that care workers do also see room for
improvement during these conversations; they can and would like to be more
future-oriented, more substantive, and performing with a higher level of
professionalism. This suggest that, contrary to some of our previous findings,
there is ambition to act according to a higher level of expertise; an ambition
that was so broadly propagated some 20 to 30 years ago (see, for instance,
Clough, 2000; Crimmens & Pitts, 2000; Pence, 1990; Van der Ploeg, 2003;
Waaldijk, 1994; Ward, 1993).
The research question whether Up2U has led to a better alliance
between adolescents and professionals could not be answered. Almost all
adolescents who had participated in the measurement before the training
were no longer present in the residential care center at the time of the
measurement after the training, due to their short-term stay in residential
care. As a result, we could not investigate the differences in the experienced
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alliance between adolescents and professionals before and after the Up2U
program.
The results show no evidence that the Up2U treatment program
works in terms of improving adolescents’ ‘motivation for change’. Compared
with before the training, after the training the adolescents did use more
‘change talk’ and less ‘sustain talk’, but the difference is minimal and not
statistically significant. Looking at the interaction patterns, in both
measurements before and after the training the most common interaction
pattern was that a question was asked by the care worker, followed by a
‘neutral’ reaction of a young person. From our first study, it emerged that only
one employee saw it as his ‘core’ task to achieve behavioral change with
adolescents (see also above). Therefore, the conversations do not seem to be
specifically focused on achieving change. Hence, ‘motivation for change’ does
not seem to be evoked by the care workers. If care workers are better able to
have the conversations more in line with Up2U, we expect this can also lead
to an improvement in adolescents’ ‘motivation for change’, reflected in more
utterances of ‘change talk’ (Miller & Rose, 2009).
If we look at the results of the evaluation study, it emerges that there
is still room for improvement in terms of implementation of the Up2U
program. Almost half of the care workers indicated that they were not
satisfied with the implementation within their organization. In addition, the
answers given also show that Up2U has not yet been fully implemented. For
example, two care workers indicated that they did not use the manual in
practice and one care worker indicated that she should have be more
‘confronting’ during ‘Up2U conversations’; using confrontation, however, is an
MI non-adherent behavior. Research also shows that it is very difficult to
implement a new methodology within a youth care organization and to
ensure its permanence (Raadsen & Knorth, 2000). Raadsen and Knorth (2000)
describe that implementation of methodical innovations often involves a
complex change. First, because there is often no ‘ready to use’ methodology
that can be applied in practice; the methodology often needs to be further
elaborated during the implementation process. Second, it is suggested that
the implementation of a new methodology is a complex innovation, because
new attitudes, skills and role patterns of the employees are required. This
implies the investment of a lot of time and energy, also in the financial field.
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Strengths and limitations
Although we started this study with 66 professionals to anticipate staff
turnover and a dropout rate of approximately 50%, the drop-out group turned
out to be much larger. The number of professionals who submitted both a
recorded conversation before and after the Up2U training was 13 (19,7%). All
teachers who were involved in the research project did not make a recording
before nor after the training. Therefore, they were all not involved in our
baseline study and subsequent studies. Because of this, we could only use a
pre-posttest design and a paired t-test, and not the intended multilevel
analysis as we mentioned in the general introduction. In addition, because of
the small sample, the results cannot be generalized to the entire population.
In order to map out the skills especially aimed at MI-techniques of the
care workers, we used the MITI. To be able to categorize the statements of
the adolescents in the context of ‘change talk’ and ‘sustain talk’, we used the
MISC. These tools were most consistent with our goal of coding the behavior
of adolescents and care workers from an MI perspective. However, while
coding with these instruments, it turned out that they did not fit in with the
conversations the care workers had with the adolescents in our research
group. In fact, the conversations were not goal oriented enough; often
different topics were briefly discussed during the conversations. Many other
techniques that did not correspond to MI adherent or MI non-adhering
behavior were also used by the care workers. In addition, the adolescents
often did not make statements for or against change. Consequentially, both
the statements of the care workers and the adolescents were sometimes
difficult to code. Therefore, we had to give many statements the code ‘other’
(care workers) or ‘neutral’ (adolescent).
Another limitation is the implementation of the Up2U program in
practice. In order to properly implement a new method, it is important to
provide individual coaching in addition to the training (Schwalbe et al., 2014).
Although we also offered this to the care workers, nearly no one made use of
it. Moreover, the evaluation interviews with care workers showed that almost
half of the care workers were not satisfied with the implementation of Up2U.
What also repeatedly emerged was that the care workers thought that their
organization could have done more regarding the implementation of Up2U. In
addition, the answers given by a few care workers to several questions of the
evaluation interview indicated an incomplete implementation of Up2U.
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A major strength of this study is that we have developed an entirely
new program, Up2U, that responds to the ‘gap’ that exists within residential
youth care; the lack of a program that supports residential youth care
professionals in their professional skills, specifically aimed at stimulating the
intrinsic motivation for change of adolescents and building good alliances with
them (Harder, 2018).
A second strength of this study is the thorough development of the
program. We first identified the needs of both professionals and adolescents
in residential youth care regarding their one-on-one conversations, and took
knowledge from similar research into account by means of a systematic
review. Based on this knowledge we developed Up2U. We asked for feedback
on the first version of the Up2U program from both professionals and
adolescents through focus groups and we processed their ideas in Up2U
before the program was used in practice. As a result of the experiences in
practice, we again asked the professionals and adolescents for feedback
through interviews. Through these evaluation interviews, we have a lot of
input to further develop Up2U in order to match even better with the target
group in our study.
A third strength of our research is that it is, to the best of our
knowledge, the first study that analyzed observations of one-on-one
conversations between care workers and adolescents in residential care
practice from an MI perspective. The observations we made were also very
detailed with recordings of one-on-one conversations and the use of statespace grids (SSGs). Such detailed observations provide a good overview of
what is happening in practice (Harder & Knorth, 2015) and where
opportunities for improvement lie.

Recommendations
A first recommendation involves the further development of the Up2U
training program in response to the points of improvement mentioned by the
care workers in this study. Although the conciseness has been mentioned as a
positive part of Up2U, many care workers also suggest that the manual should
be shortened. According to these results and given that care workers probably
are already using several tools, we expect that they have only limited time for
using Up2U. Making the manual as brief as possible would probably make it
easier to apply in practice. The addition of practice-based examples (e.g.,
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through videos) could also contribute to facilitating the use of Up2U in
practice.
After revising the Up2U program, future investigations of this revised
training program should be conducted with a larger sample size, thereby
enhancing the ability to generalize the results to a broader population (Baarda
et al., 2012). A larger sample also makes it possible to conduct a randomized
controlled trial (RCT), in which one part of the research group does participate
in the training program and another part does not. This would enhance
certainty concerning whether any changes in the observed behavior of the
care workers can be attributed to the training program. It is therefore
important to re-examine the experiences of care workers and adolescents, as
well as the implementation and the effects of the program. However, if this
proves unfeasible, a credible alternative would be the use of repeated case
studies (Borckardt et al., 2008), in which a small group of youth care workers
is followed for a longer period and where change over time can be assessed.
Our findings show that a part of the care workers’ behaviors was not
coded in terms of MI-conform behaviors. In addition, adolescents’ utterances
often lacked a reference to changing the target behavior, also a key point in
the MI approach. To make fuller use of the data in future studies on this topic
we recommend performing additional analyses using an inductive
methodology. This could be done, for example, by Conversation Analysis (CA;
Hall et al., 2014). CA is a method to investigate the communication between
partners in verbal dialogues. Applying this methodology can be useful to gain
a further insight into the communicative interactions between workers and
adolescents in care and treatment settings (see, for instance, Jager et al.,
2016).
While the conversations during the measurement after the training
course certainly possessed more MI behavior of professionals, they were not
‘true’ MI conversations yet. The conversations still contained MI non-adherent
behavior, the norms of basic MI competences were generally not attained,
and there was room for improvement when it came to eliciting ‘change talk’.
We therefore recommend training professionals more intensively in the
application of MI, specifically when it concerns the Up2U training module,
because Up2U is an MI-based manual specifically designed for group care
workers in residential care (Harder & Eenshuistra, 2017). In addition, care
workers can be supported to identify and internalize the negative impact of
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MI non-adherent skills and positive impact of MI adherent skills. Moreover,
training care workers explicitly in having more focused and in-depth
conversations with adolescents could help facilitate more change-oriented
conversations, thus supporting more change and better long-term outcomes.
We also recommend including individual coaching as an integral part of the
training course (cf. Schwalbe et al., 2014), alongside the three-day training
course event and the Up2U manual. Through individual coaching, it is possible
to focus the training more on the individual care worker.
Based on the results of this study, one recommendation specifically
for practice is that more attention should be payed to the implementation
process of the training program, especially by the organization. This was
repeatedly mentioned by the care workers who participated in this study, and
the literature has highlighted the important role of the organization in the
implementation of interventions (Stals et al., 2009). In this regard, it is
important for the management of the organization to support and facilitate
the intervention by creating enough staff capacity. In addition, it is important
for both managers and professionals to pursue a common goal and to monitor
this process. Achieving such a goal requires conditions including funding, time,
support, and expertise (Raadsen & Knorth, 2000; Stals, 2012). Another
effective way to enhance implementation could be to remind professionals of
what they need to do (Stals, 2012). The importance of preparation time has
also been stressed (James, 2017). Implementation efforts are impossible until
an organization meets the criteria of ‘readiness’ (e.g., having sufficient
resources to implement the program). Staff stability is apparently another
important factor determining the success of the implementation process
(Aarons & Sawitzky, 2006; James, 2017). High staff turnover at a facility results
in the loss of skills learned through training. A positive organizational climate
and culture have been identified as important for reducing staff turnover
(Aarons & Sawitzky, 2006; Whitaker, Archer, & Hicks, 1998), which is a wellknown problem in residential youth care (Colton & Roberts, 2007; Connor et
al., 2003). This problem is also reflected in our results. We therefore
recommend addressing staff stability before attempting to implement any
new program.
Moreover, during the interviews with care workers, it was noted that
the care workers are already working with various methods/manuals. We
recommend TRC settings choosing one basic method instead of different
176

methods, and to train care workers well in this and to continue doing so
through (individual) coaching on the job. This ensures that one method is
implemented properly, instead of many methods to a limited extent.

Who knows best …
According to MI, clients are the experts regarding their own life, vis-à-vis care
workers. The focus with MI is on cooperation between care workers and
clients in which the last ones keep their autonomy. Only clients can decide if
they want to change, and how. Therefore, the client ‘knows best’.
Care workers often have a lot of experience with adolescents in
similar situations. Over the years, they have gained knowledge about the
prospects for these adolescents and what helps them to achieve a positive
future perspective. People who work in the field of child and youth care often
have a high affinity with the target group. It is therefore no surprise that care
workers like to help these adolescents on the right path and want to share
their experiences with them. Giving advice to an adolescent is allowed
according to Motivational Interviewing, but this advice ‘may’ only be given if
the young person asks for it, if the professionals asks permission to give an
advice in advance, or if autonomy is given to the young person what to do
with the advice. Our research has shown, during both measurements before
and after the training, that this is often not done. The care workers regularly
use ‘persuasion without permission’ as a strategy to induce change. In
addition, we also saw ‘confrontations’ during the conversations, in which the
care worker showed to disagree with the adolescent. This gives the impression
that they ‘know best’ what would be good for the young person. However, if
an advice is given without permission, the chance that the young person
actually does something with it, is less likely than when it is done with
permission. That is why we recommend care professionals to avoid using
‘persuasions without permission’ and also to avoid ‘confrontations’ during
conversations with adolescents.

Finally, a personal note
Worldwide, residential youth care is often seen as a ‘last resort’ (Knorth et al.,
2008), a type of support that one should avoid as much as possible. Foster
families or family homes are the preferred types of care. Every child has the
right to grow up in a loving family. However, the question is whether a
‘replacement family’ is the best option for every young person. Foster care
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suffers from a large shortage of foster families (Pleegzorg Nederland, 2019)
and many breakdowns (Vanderfaeillie et al., 2018). An important reason for
this is the severe problems faced by adolescents who have been placed out of
home and the insufficient expertise of foster parents to deal with these
problems (Vanderfaeillie et al., 2018). Vanderfaeille et al. (2016) indicates that
not all children are suitable for placement in foster homes. There is a
maximum of what foster parents can handle in terms of children's behavioral
problems (see also Strijker & Knorth, 2018). The numbers appear to support
this; despite the idea of avoiding residential youth care as much as possible,
currently approximately 20,000 Dutch children still make use of some form of
residential youth care every year (CBS, 2019a). A residential group where a
child or adolescent receives the right treatment by professionals may also be
the first choice.
Therefore, I would not like to see residential child and youth care so
much as a ‘last resort’, but as a ‘new opportunity’ where adolescents receive
adequate treatment and receive coaching on their way to a better future.
However, there is still room for improvement in the sector. Although positive
effects of this type of support have been found in research (Archer, Hicks,
Little, & Mount, 1998; Knorth et al., 2008; Souverein et al., 2013), there are
also doubts about its effectiveness in the long term (Harder, 2018). In my
opinion, by making residential child and youth care more client-focused, for
instance by applying MI-based methods, as well as investing more in the
professionalism of residential youth care staff in order to be able to apply
these methods in practice, we are taking a step in the right direction.
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In de residentiële jeugdzorg wordt hulp geboden aan jeugdigen tussen de 0 en
23 jaar oud voor wie het tijdelijk of permanent niet mogelijk is om thuis te
wonen. De meeste jeugdigen die in de residentiële jeugdzorg verblijven zijn
tussen de 12 en 18 jaar oud; adolescenten zijn in dit type jeugdzorg dus
oververtegenwoordigd.
In veel landen heeft de residentiële jeugdzorg een negatief imago,
onder andere vanwege de hoge kosten van dit type zorg en vanwege de
zorgen die er bestaan over de mogelijke negatieve effecten van een verblijf in
een leefgroep. Hierdoor wordt residentiële jeugdzorg wel gezien als een
‘laatste redmiddel’, ook in Nederland. Het beleid is er al decennialang op
gericht het aantal plaatsingen in deze vorm van zorg te verminderen. De focus
ligt op minder dure en minder ingrijpende vormen van zorg, bijvoorbeeld
gezinshuizen en pleegzorg. Niettemin maken jaarlijks ongeveer 20.000
Nederlandse kinderen gebruik van een vorm van residentiële jeugdzorg.
Eén van de doelen van de residentiële jeugdzorg is het verminderen
van de gedragsmatige en emotionele problemen die jongeren ondervinden.
Hoewel er positieve uitkomsten zijn van residentiële jeugdzorg, toont
onderzoek aan dat het moeilijk is om met jeugdigen blijvende veranderingen
te realiseren. De moeilijkheden om op lange termijn succes te boeken kunnen
enerzijds verklaard worden door kenmerken van de doelgroep, in casu de
immense problematiek die jongeren gewoonlijk met zich meedragen, en
anderzijds door beperkingen van de gehanteerde residentiële methodieken.
Zo’n eerste beperking betreft een vaak toegepaste aanpak om
gedragsverandering bij jongeren te bereiken. Pedagogisch medewerkers zijn
er bij deze aanpak op gericht gedragsproblemen te verminderen door gewenst
gedrag bij jongeren te stimuleren of te versterken. Daarbij worden middelen
ingezet in de vorm van ‘bekrachtigers’ die de extrinsieke motivatie voor
gedragsverandering prikkelen. Zodra deze bekrachtigers wegvallen is de kans
groot dat het gewenste gedrag weer afneemt. Dit wordt wel aangevoerd als
een verklaring voor het ontbreken van de positieve veranderingen nadat een
jongere een residentiële setting heeft verlaten. Om gedragsverandering op
langere termijn te bereiken, is het noodzakelijk dat het gedrag wordt getoond
in afwezigheid van externe druk en dat de motivatie voor verandering
gebaseerd is op iemands eigen beslissing. Onderzoek bevestigt dat intrinsieke
motivatie voor gedragsverandering bij jongeren van groot belang is voor
behandelsucces op langere termijn.
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Een andere factor die de minder goede uitkomsten op de langere
termijn zou kunnen verklaren is dat het niet gemakkelijk is een positieve
samenwerkingsrelatie met jongeren in de residentiële jeugdzorg te realiseren.
Pedagogisch medewerkers handelen niet zelden intuïtief en controlerend als
reactie op jongeren die externaliserende gedragsproblemen tonen. Een
dergelijke reactie zet echter een goede samenwerkingsrelatie onder druk. Het
handelen van juist deze professionals blijkt namelijk van groot belang te zijn,
zowel voor goede alliantievorming met jongeren als voor positieve
uitkomsten.
Hoewel residentiële medewerkers dus een grote rol spelen in de te
behalen resultaten in de residentiële zorg, zijn er weinig interventies die deze
medewerkers ondersteunen in hun professionele vaardigheden, specifiek
gericht op het opbouwen van goede samenwerkingsrelaties met jongeren en
het stimuleren van de intrinsieke motivatie voor gedragsverandering bij hen.
Het doel van ons onderzoek is dan ook om een interventie te ontwikkelen en
te evalueren, die expliciet gericht is op het opbouwen van goede allianties
tussen jongeren en residentiële medewerkers, op het versterken van de
intrinsieke motivatie voor gedragsverandering bij jongeren en daarmee op het
bereiken van positieve gedragsverandering op de langere termijn.
In dit onderzoek is de interventie Up2U ontwikkeld. Up2U is een
trainingsprogramma dat zich richt op de één-op-één gesprekken die
pedagogisch medewerkers voeren met individuele jongeren in de zorg. Up2U
is gebaseerd op Motiverende Gespreksvoering (MGV) en, in mindere mate, op
Oplossingsgericht Werken (OGW). Het programma omvat een driedaagse
training in Motiverende Gespreksvoering, een Up2U handleiding, en een
Up2U workshop. Up2U is primair ontwikkeld voor pedagogisch medewerkers,
omdat zij de meest invloedrijke discipline in de residentiële jeugdzorg zijn en
dagelijks contact hebben met de jongeren. Daarnaast richt Up2U zich expliciet
op het opbouwen door pedagogisch medewerkers van een goede
samenwerkingsrelatie met individuele jongeren door het verbeteren van de
vaardigheden van hen in hun contacten met jongeren.
Hoofdstuk 2 brengt in kaart wat de huidige stand van zaken is wat betreft
één-op-één gesprekken in een residentiële context en, meer specifiek, wat de
vragen en behoeften van jongeren, pedagogisch medewerkers en docenten
op dit punt zijn. Uit interviews met elf jongeren, tien pedagogisch
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medewerkers en twee docenten blijkt dat de respondenten grotendeels
tevreden zijn met deze gesprekken; gesprekken die vaak gaan over “… hoe het
met de jongere gaat.” De jongeren beschouwen ‘hun familie’ en ‘hun
thuissituatie’ meestal als moeilijke onderwerpen om over te praten, terwijl de
professionals het thema ‘seksualiteit’ vaak als een moeilijk onderwerp
beschouwen om het over te hebben met jongeren. Hoewel het doel van de
opname is om 'verbetering' in de situatie en het gedrag van de jongere te
bewerkstelligen, geven de meeste jongeren aan dat, als ze al
gedragsveranderingen laten zien, ze niet weten of deze het gevolg zijn van de
één-op-één gesprekken. Aan de kant van de professionals is slechts één van
de twaalf geïnterviewden van mening dat het zijn kerntaak is om met
jongeren tot gedragsverandering te komen. Zij geven aan dat de gesprekken
vaak gericht zijn op het opbouwen van een goede relatie, op het coachen van
jongeren, op het bepalen van behandeldoelen en op het verkrijgen van inzicht
in jongeren. Jongeren hebben een voorkeur voor een mentor die kalm is,
respect voor hen heeft, naar hen luistert en terughoudend is in het geven van
advies. De meeste professionals gebruiken geen specifiek
behandelingsprotocol of -methode en twijfelen of ze één-op-één gesprekken
willen voeren op basis van een handleiding, protocol of ander hulpmiddel.
Ondanks het feit dat ze tamelijk tevreden zijn, geven jongeren én
professionals verschillende punten aan voor verbetering van de één-op-één
gesprekken. Jongeren benadrukken het belang van korte(re) gesprekken in
een privé-omgeving met professionals. Professionals benadrukken de
noodzaak om gesprekken meer toekomstgericht en inhoudelijk te maken en
deze te voeren met een hoger niveau van professionaliteit.
Hoofdstuk 3 beschrijft de resultaten van een systematische review naar de
uitkomsten van trainingen gericht op versterking van de vaardigheden van
residentiële medewerkers. Twaalf artikelen uit vier databases zijn gevonden
waarin negen trainingen zijn geëvalueerd, namelijk The Solution Strategy
(TSS), (Professional) Skills for Residential Child Care Workers
(PSRCCW/SRCCW), Therapeutic Crisis Intervention (for Youth Care Worker)
(TCIYCW/TCI), Child Teacher Relationship Training (CTRT), a Brief Training
Program (BTP), Social Skills Training (SST), Behavior Analysis Services Program
(BASP), Mental Health Training (MHT) en de Brief Training Manual (BTM). Uit
de resultaten komt naar voren dat trainingsprogramma's positieve resultaten
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kunnen opleveren voor professionals. TSS (in twee studies), PSFCCW, SRCCW,
TCI, CTRT, BTP, SST, BASP en BTM maken positieve ontwikkelingen wat betreft
individuele kenmerken van professionals en/of verbeteringen in de
werkomgeving zichtbaar. In twee studies (TSS [Hickey, 1994] en PSRCCW)
werden echter ook negatieve resultaten gevonden. Tevens zijn diverse
‘andere’ resultaten van de trainingen gevonden. De meest voorkomende
uitkomst was een variabel effect van een training op de vaardigheden van
professionals: de een leert er meer van dan de ander. Hoewel er dus vooral
positieve maar ook minder positieve trainingsresultaten zijn gerapporteerd
ten aanzien van professionele vaardigheden, specificeerde geen van de
studies de trainingselementen die (mogelijk) ten grondslag liggen aan de
resultaten.
Hoofdstuk 4 presenteert de resultaten van de nulmeting van de
geobserveerde interacties tussen jongeren en pedagogisch medewerkers
tijdens één-op-één gesprekken vanuit een MGV- perspectief. Het onderzoek
richt zich specifiek op de MGV-consistente en -inconsistente gedragingen van
pedagogisch medewerkers en de motivatie voor verandering in termen van
‘verandertaal’ en ‘behoudtaal’ uitgesproken door jongeren. Uit audioopnames van 27 gesprekken blijkt dat pedagogisch medewerkers meestal
gebruik maken van de MGV-inconsistente gedragingen 'overtuigen zonder
toestemming' en 'confronteren' wanneer ze proberen de houding of het
gedrag van jongeren te veranderen. MGV-consistente gedragingen zoals
'bevestigen', 'samenwerking zoeken met' en 'autonomie benadrukken’ van de
adolescent, worden beperkt gebruikt tijdens de gesprekken. In termen van
motivatie voor verandering maken jongeren evenveel gebruik van
‘verandertaal’ als van ‘behoudtaal’ en reageren ze vaak neutraal op
medewerkers. ‘Verandertaal’ en ‘behoudtaal’ bij de adolescent volgen niet
consequent MGV-consistente en -inconsistente gedragingen van pedagogisch
medewerkers, en vice versa.
Hoofdstuk 5 geeft de resultaten weer van een vergelijking van de audioopnamen van één-op-één gesprekken tussen jongeren en pedagogisch
medewerkers vóór en ná het volgen van het Up2U programma. De resultaten
laten zien dat de 13 medewerkers ná de training significant vaker gebruik
maken van MGV-consistente gedragingen tijdens één-op-één gesprekken.
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Bovendien is er een trend in vermindering in het gebruik van MGVinconsistente gedragingen. De meerderheid van de pedagogisch medewerkers
heeft na het Up2U programma niet of slechts in beperkte mate de
basiscompetenties van MGV verworven. De medewerkers zijn na de training
wel in staat om meer ‘verandertaal’ en minder ‘behoudtaal’ bij de jongeren uit
te lokken dan voor de training. Dit verschil is echter klein en niet statistisch
significant. Zowel bij de voor- als nameting is het meest voorkomende actiereactiepatroon: het ‘stellen van een vraag’ door een medewerker, gevolgd
door een neutrale reactie aan de kant van de jongere. Voorts gaan bijna alle
andere gedragingen van medewerkers op beide meetmomenten het meest
gepaard met een neutrale reactie bij jongeren. Concluderend kan worden
gesteld dat na het volgen van een training pedagogisch medewerkers in staat
zijn om gesprekken te voeren die meer in lijn zijn met de MGV ‘spirit’. Het zijn
echter nog geen ‘echte’ MGV-gesprekken.
Hoofdstuk 6 presenteert de ervaringen van negen jongeren en twaalf
pedagogisch medewerkers met het Up2U programma. Om deze ervaringen te
evalueren zijn er semi-gestructureerde interviews gehouden met hen. Uit de
resultaten blijkt dat de hulpverleners over het algemeen tevreden zijn over
Up2U. Zij beschouwen de duidelijkheid, beknoptheid en voorbeeldvragen als
positieve elementen van de Up2U handleiding. Bovendien geeft een
meerderheid van hen aan dat het de bedoeling is om Up2U in de toekomst te
blijven gebruiken. Daarentegen vinden de medewerkers de uitgebreidheid van
het programma minder positief. De jongeren lijken ook positief te zijn over het
gebruik van Up2U tijdens één-op-één gesprekken; met name de vragen die de
hulpverleners stellen worden als positief beschouwd. Met betrekking tot de
implementatie van Up2U geeft bijna de helft van de hulpverleners aan
ontevreden te zijn. Hierbij wordt herhaaldelijk aangegeven dat de
organisatie/management meer betrokken zou moeten zijn bij de uitvoering
van het trainingsprogramma. De conclusie is dat, hoewel zowel hulpverleners
als jongeren redelijk tevreden zijn over op basis van Up2U gevoerde één-opéén gesprekken, er ruimte is voor verbetering – vooral met betrekking tot de
implementatie van het trainingsprogramma.
Hoofdstuk 7 betreft een algemene discussie met betrekking tot de
belangrijkste resultaten van het onderzoek. Wat betreft de
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communicatievaardigheden van pedagogisch medewerkers kan
geconcludeerd worden het Up2U programma kan bijdragen aan het
verbeteren van deze vaardigheden. Er is een duidelijk, statistisch significant
verschil in het gebruik van MGV-consistente gedragingen tussen de voor- en
nameting. De vraag of het Up2U programma ook werkt in termen van het
verbeteren de motivatie voor verandering bij jongeren en het verbeteren van
de samenwerkingsrelatie tussen jongeren en professionals kon niet goed
worden beantwoord. Hiervoor is onderzoek met een grotere onderzoeksgroep
nodig, waarbij dezelfde jongeren zowel ten tijde van de voor- als nameting
deelnemen. Verder kan geconcludeerd worden dat zowel jongeren als
medewerkers over het algemeen tevreden zijn over het Up2U programma,
casu quo de daardoor geïnspireerde mentorgesprekken. Waar vooral
verbetering lijkt te behalen is de implementatie van het programma. Een
aanbeveling is dan ook dat er meer aandacht wordt besteed aan de
implementatie van Up2U, met name aan de kant van organisaties die met dit
programma zouden willen werken. Dit punt werd herhaaldelijk door onze
respondenten naar voren gebracht. Dit is ook in overeenstemming met de
literatuur waarin de belangrijke rol van organisatie en management bij de
implementatie van (nieuwe) interventies wordt beklemtoond.
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