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General introduction 

For a long time, the risk perspective had the upper hand in the design of treatment aims within 

youth forensic psychiatry. Within this perspective, the Risk-Need-Responsivity Model (RNR; 

Andrews & Bonta, 2010) has been a popular approach to offender rehabilitation (Fortune, Ward, 

& Willis, 2012). Its primary aim is to deliver interventions focused on reducing or eliminating 

criminogenic risks in order to reduce delinquent behavior (Andrews & Bonta, 2010). Criminogenic 

risks can be seen as individual cognitions, emotions and actions that are related to the criminal 

offence (Ward & Fortune, 2013), but also contextual factors such as socializing with deviant peers or 

inconsistent parenting styles (Fergusson, Vitaro, Wanner, & Brendgen, 2007; Henry, Caspi, Moffitt, 

& Silva, 1996). The risk perspective has been criticised, however, with regard to a number of issues 

(Ward & Marshall, 2004). First, the one-sided view of risk management does not allow for a more 

positive way of living, in which positive indicators might change behavior (Ward & Marshall, 2004). 

Second, there is a lack of attention to personal needs, skills and abilities of offenders (Ward & 

Marshall, 2004). Third, the risk perspective has been criticised for its failure to motivate and engage 

offenders in the rehabilitation process (Ward & Marshall, 2004). Offenders are solely seen as an 

accumulation of risks, rather than individuals who also want to give meaning to their lives. In recent 

years, alternatives or complementary perspectives to the Risk-Need-Responsivity Model have been 

proposed. Instead of exclusively focusing on the evaluation of risk management, the focus of these 

alternative perspectives is also on offenders’ well-being, and on how and why offenders desist 

from crime. Most of the newly proposed perspectives are based on the underlying assumptions 

of positive psychology and operate according to a strength-based or restorative perspective 

with regard to working with (adolescent) offenders (Ward & Maruna, 2007). In support of this, 

McNeill and colleagues (2012) argue that offender rehabilitation has several purposes including 

rehabilitation, public protection and punishment, but also promoting offender’s welfare. The risk 

perspective only targets rehabilitation and public protection, while the strength-based perspectives 

also include promoting offenders’ welfare (McNeill et al., 2012).

Within positive psychology, the primary focus is on what processes and mechanism underlie 

optimal functioning of individuals, instead of focusing on the processes that underlie dysfunctioning 

(Seligman & Csikszentmihalyi, 2000). For youth forensic psychiatry, elements of positive psychology 

can be of added value to the prevailing perspective on risk management. This way, treatment of 

adolescents with severe psychiatric problems should also focus on the processes that will help them 

to become healthy and productive adults (Steinberg, Chung, & Little, 2004). The Good Lives Model 

has been developed as a rehabilitation framework that is responsive to offenders’ skills, needs and 

abilities (Purvis, Ward, & Willis, 2011; Ward & Gannon, 2006). According to the Good Lives Model, 

treatment should focus on the potential of adolescents rather than simply emphasizing incapacities, 

regardless of the often disadvantaged backgrounds of youth. In addition, adolescents should be 

engaged in productive activities that enhance their capacities and skills, and will guide them in 

securing their needs, instead of solely correcting or curing adversities (Ward & Gannon, 2006; Ward 
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& Marshall, 2004). Compared to the abundance of empirical studies that have been conducted 

with regard to the effect of risk factors, however, relatively little research has focused on the long 

term effects of helping adolescents with severe psychiatric problems in securing their needs during 

treatment. Empirical studies have found that risks increase the likelihood of reoffending (Farrington, 

Loeber, Jolliffe, & Pardini, 2008; Loeber, Slot, & Stouthamer-Loeber, 2008), which emphasizes that 

eliminating risks, such as socializing with delinquent peers, should retain a central role in the 

treatment of adolescents in youth forensic psychiatry. Based on prior research on the effect of risk 

factors on several life domains (Farrington et al., 2008), studies have been performed regarding the 

effects of interventions directed toward eliminating these risks. At the same time, a large proportion 

of adolescent offenders reoffend (Letourneau & Armstrong, 2008; Mulder, Vermunt, Brand, 

Bullens, & Van Marle, 2012; Van Marle, Hempel, & Buck, 2010), indicating that there is room for 

improvement. The Good Lives Model (Ward & Gannon, 2006) can be an aid in combining both the 

management of risk, as well as focusing on the promotion of adolescents’ strengths and capacities. 

The Good Lives Model emphasises the pursuit of activities and actions that enhance an offender’s 

well-being and thereby increases quality of life (QoL); committing new crimes will decrease as a side 

effect of the improved QoL (Ward & Marshall, 2004).

In this thesis, a conceptual model of offender rehabilitation is proposed that incorporates 

elements of the Good Lives Model. This conceptual model is used to clarify the underlying processes 

between needs, risks and protective factors of adolescents with severe psychiatric problems that 

are admitted to secure residential care. Although originally intended for adult sex offenders, in this 

thesis the Good Lives Model will be utilized as a rehabilitation framework for adolescents with 

severe psychiatric problems in secure residential care.

the Current study

The objective of this thesis is to test a conceptual model based on the assumptions of the Good 

Lives Model. This model provides insight into the processes by which exposure to risk and protective 

factors, transitions in life course, and QoL are related to reoffending and psychiatric relapse. By 

examining this, we may get more insight into the value and usability of elements of a strength-

based approach in the rehabilitation process of adolescents with severe psychiatric problems. Being 

admitted to or discharged from secure residential care can be seen as important transitions in life, 

which might affect the QoL of adolescents. In addition, the environment of secure residential care is 

characterized by a lack of autonomy and privacy which might further affect the QoL of adolescents. 

These characteristics of secure residential care contrast with the emphasis on autonomy as one of 

the key elements of the Good Lives Model.
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Study population

Adolescents with severe psychiatric problems from several institutions throughout the Netherlands 

participated in this study. Adolescents could be admitted to youth forensic psychiatric hospitals, 

child and adolescent psychiatric hospitals, orthopsychiatric institutions or youth detention centres. 

Throughout this manuscript, we use the term ‘secure residential care’ to refer to these institutions. 

Inclusion criteria were (1) male, (2) adolescents had to remain institutionalized for a minimum 

period of 3 months after the first assessment and, (3) finished primary school in the Netherlands 

/ sufficient Dutch language skills. There were no specific exclusion criteria. However, adolescents 

should be able to participate during the assessment. For example, being florid psychotic at the time 

of the assessment would lead to exclusion from the study.

Adolescents could either be detained under the Dutch juvenile civil law or under the 

Dutch juvenile criminal law. One of the measures under the Dutch juvenile civil law is the family 

supervision measure (in Dutch ‘Ondertoezichtstelling’, OTS). This supervision measure is applied 

when the development of an adolescent is at risk and their parents or other caretakers are not 

able to help. Adolescents placed under the Dutch juvenile civil law are admitted to residential care 

facilities (in Dutch called ‘Gesloten Jeugdzorg/Orthopsychiatrische instellingen’). These adolescents 

display severe behavioral problems and often lack motivation for voluntary treatment. Commonly 

diagnosed psychiatric disorders among this population are oppositional defiant disorder (ODD), 

conduct disorder (CD), attention deficit hyperactivity disorder (ADHD), autism spectrum disorder 

(ASD) and attachment disorders (Vermaes, Konijn, Nijhof, Strijbosch, & Van Domburgh, 2012). 

Furthermore, these adolescents are characterised by multiple problems in other areas of their lives, 

such as abuse, physical violence between parents, socializing with deviant friends, and a lack of 

connection with school or work (Vermaes et al., 2012). Frequent drug use, by 65% of the adolescents 

is also a common problem (Vermaes et al., 2012).

The Dutch juvenile criminal law encompasses the treatment and rehabilitation of adolescents 

who have committed a serious criminal offence. Adolescents sentenced under the Dutch juvenile 

criminal law either have a regular detention sentence or a mandatory treatment order (in Dutch 

‘PIJ-maatregel; Plaatsing in een Inrichting voor Jeugdigen’, PIJ). In the Netherlands, during 2009-

2013, the number of adolescents entering a juvenile detention centre decreased from 2.292 to 

1.469. In addition, the number of juveniles with a mandatory treatment order decreased from 407 

in 2009 to 206 in 2013 (Valstar, 2014). Adolescents sentenced under the Dutch juvenile criminal law 

are characterized by severe and multiple problems in different areas of their lives (Brand & Van den 

Hurk, 2008). Drug problems are common among these adolescents; 64% of these youths had used 

drugs at least once in their lives (Brand, Lucker, & Van den Hurk, 2009). Moreover, at the time of 

committing the offence, 37% of the adolescents were under some or strong influence of some kind 

of drugs, such as cannabis, ecstasy or cocaine (Brand et al., 2009).

Since the study population of this thesis included male adolescents detained under the Dutch 
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juvenile civil law and criminal law, it is not surprisingly that these youngsters displayed severe and 

multiple problems in different areas of their lives. Furthermore, adolescents aged 16 to 18 were 

approached for participation, because we aimed to map the transition from adolescence to young 

adulthood by following them for a longer period of time. By adhering to this age range, adolescents 

had similar stages of development.

Study design

This prospective longitudinal study started in December 2009. Prior to the start of the study, approval 

was obtained from the Medical Ethics Committee for Mental Health Institutions in the Netherlands 

(Ref.no: NL29932.097.09 CCMO) and the Dutch Ministry of Justice. Participants were recruited 

from ten secure residential care institutions that varied in terms of security level and were located 

throughout the Netherlands. More specifically, participating institutions were GGzE Center for 

Child and Adolescent Psychiatry in Eindhoven, Intermetzo in Eefde, Intermetzo in Lelystad, Stichting 

Jeugdzorg Sint Joseph (SJSJ; Het Keerpunt and Icarus) in Cadier en Keer, JJI Den Hey-Acker in Breda 

and Vught, JJI De Hartelborgt in Spijkenisse, JJI De Hunnerberg in Nijmegen, JJI De Heuvelrug in Zeist 

and Forensisch Centrum Teylingereind in Sassenheim.

Male adolescents who were admitted to the aforementioned institutions during the period 

of study inclusion, and who met the inclusion criteria, were approached to participate in the study. 

The adolescents were informed on the content of the study by the researchers of the current 

study. Adolescents were also provided with an information leaflet in which all relevant information 

regarding the study was disclosed in understandable language. When willing to participate, written 

informed consent was obtained from each adolescent. Participation in the study was voluntary and 

adolescents were informed that they could refuse to participate without any repercussions. Parents 

of adolescents under the age of 18 years received a special parent information leaflet detailing the 

study procedure and were also asked for their written informed consent. Adolescents were allowed 

to choose a personal care product as compensation for their participation.

Four assessments were conducted (see Table 1). The first assessment (Time 1) was when 

adolescents were 16, 17 or 18 years of age and all adolescents were admitted to secure residential 

care during this assessment. To reduce participant fatigue in completing the large number of 

questionnaires that were administered, the first assessment was split into two parts (1A and 1B). 

During the first assessment information was gathered with regard to the history of the adolescents as 

well as information regarding their present functioning. The second assessment (Time 2) took place 

six months after the initial assessment and was also scheduled during stay in secure residential care. 

Because a relatively large proportion of the adolescents remained institutionalized during the study 

as a result of their measure, recurring assessments took place for these adolescents every six months 

during admission. These assessments were similar to the second assessment (therefore labelled as 

T2’, T2’’, T2’’’). The third assessment (Time 3) was scheduled at time of discharge; either shortly 
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before an individual’s planned release or shortly after their release. This third assessment was only 

conducted with adolescents who were discharged from secure residential care during the period 

of the study. For these adolescents, the fourth assessment (Time 4discharged) was scheduled one year 

after discharge. For the adolescents who remained admitted, the fourth assessment (Time 4admitted) 

was planned during their continued stay in secure residential care. During the first assessment 

information pertaining to the past and present functioning of adolescents was gathered. During 

all assessments after Time 1 only information regarding the present functioning of the adolescents 

was gathered. This means that the study has both a retrospective and a prospective component. 

Adding the retrospective component, allows the study of childhood influences on the development 

of psychological and psychiatric problems. The prospective component makes it possible to examine 

the development of individual needs, skills, risks and protective factors which might predict the 

outcome measures reoffending and psychosocial functioning.

Study sample

A total of 228 male adolescents with severe psychiatric problems in secure residential care 

were approached to participate in the study. Of these 228 adolescents, 40 adolescents refused 

to participate or their parents did not sign informed consent, and 16 adolescents were unable 

to participate because they were transferred to other institutions or were discharged before the 

first assessment. The total response rate at the first assessment was 75.4% (N = 172; See Figure 1 

for a complete flow chart of participant inclusion). To investigate the potential impact of attrition 

in our study sample, we tested for differences between participants who completed the Time 1 

assessment and participants who dropped out after Time 1. There were no significant differences 

on domain-specific subjective QoL ratings, age at time of admission, type of psychiatric disorder or 

duration of secure residential care at Time 1 between the participants and the drop-outs.

Aim and outline of thesis

The main aim of this thesis is to explore the usefulness of a strength-based rehabilitation model in 

adolescents with severe psychiatric problems by testing parts of the Good Lives Model. Knowledge 

about the validity of the assumptions of the Good Lives Model can be used in reducing recidivism 

among adolescents with severe psychiatric problems that leave secure residential care. Therefore, 

the assumed underlying relations of a conceptual rehabilitation model are studied in the current 

thesis.

In Chapter 1, the Good Lives Model is introduced and explored as a theoretical basis for the 

conceptual model of adolescent offender rehabilitation. Although the basic assumptions of the 

Good Lives Model are implemented in the conceptual model, several other concepts are included 

to make it applicable for an adolescent population. Additionally, in this chapter is elaborated on 

the Good Lives Model’s main component QoL, and how QoL relates to reoffending and psychiatric 
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relapse. In Chapter 2, the longitudinal stability and change of adolescents’ subjective QoL domains 

over four assessments was explored. This chapter aims to provide insight into the changeability of 

the QoL of adolescents, since it is assumed that a higher QoL is directly related to a lower chance 

of reoffending and psychiatric relapse. Chapter 3 explores the longitudinal relationship between 

QoL and self-esteem. It is studied whether these are unique concepts and if self-esteem predicts 

QoL. In addition, this relationship was studied for admitted and discharged adolescents, to examine 

the effect of being discharged from secure residential care. Chapter 4 examines whether type of 

coping strategy (active versus passive) is related to the QoL and self-esteem of adolescents over 

time. In Chapter 5, the assumed relationships between unmet needs and delinquent behavior and 

psychopathology are studied. Additionally, in Chapter 6, two main assumptions of the Good Lives 

Model are investigated. The general discussion reflects on the overall conceptual model and the 

Good Lives Model as a useful rehabilitation model within youth forensic psychiatry. In addition, the 

implications of the results in light of recommendations for clinical practise and future research are 

discussed.

Table 1. Overview of the study design

Assessment Planned assessment N M (SD) age Admitted 
or discharged

M (SD) months
after admission

Time 1A + 1B At age 16, 17 or 18 years 172 16.8 (0.9) Admitted 7.9 (7.5)

Time 2 6 months after Time 1 119 17.2 (1.0) Admitted 13.8 (7.9)

Time 2’ 6 months after Time 2 65 17.7 (0.9) Admitted 19.9 (7.0)

Time 2’’ 6 months after Time 2’ 21 18.1 (1.1) Admitted 25.1 (6.0)

Time 2’’’ 6 months after Time 2’’ 2 18.5 (0.7) Admitted 30.0 (5.7)

Time 3 At discharge 76 17.7 (1.0) Discharged 19.8 (10.3)

Time 4
admitted

6-12 months after previous 
assessment

40 18.6 (1.1) Admitted 25.2 (8.4)

Time 4
discharged

12 months after discharge 60 18.3 (0.9) Discharged 29.0 (9.8)
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Applied for admission (n = 228)

Time 1 (n = 172)

Not willing to participate at T1 
(n = 36; 17.3%)

Excluded (n = 20)
· Parents did not give informed consent (n = 4)
· Transferred or discharged before T1 (n = 15)
· Not meeting inclusion criteria (n = 1)

Time 2 (n = 119)

Lost to follow-up at T2 
(n = 19; 11.0%)

· After T1 directly to T3 (n = 30)
· After T1 directly to T4 (n = 4)

Time 3 (n = 76)

Lost to follow-up at T3 
(n = 30; 17.4%)

Time 4 at 1 year 
follow-up 

n = 60

· After T2 directly to T4 (n = 4)

Eligible sample (n = 208)

Time 4 in 
institution 

n = 40

Lost to follow-up at T4 (n = 23; 13.4%)

Total lost to follow-up (n = 72; 41.9%)

 

Figure 1. Flow chart of participant inclusion and attrition rate
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chapter 1
Explaining reoffending and psychiatric 

relapse in youth forensic psychiatry 
from a Good Lives Model perspective

This chapter is based on a book chapter previously published: Barendregt, 
C. S., Van der Laan, A. M., Bongers, I. L., & Van Nieuwenhuizen, Ch. (2012). 

Explaining reoffending and psychiatric relapse in youth forensic psychiatry 
from a Good Lives Model perspective. In K.T.I. Oei & M. Groenhuijsen (Eds.), 

Progression in forensic psychiatry (pp. 415-434). Deventer: Kluwer.
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Chapter 1

IntroduCtIon

Practitioners are faced with a range of theoretical and practical challenges in working with 

adolescents with severe psychiatric problems (Fortune, Ward, & Willis, 2012). Rehabilitation 

theories can provide practitioners with the conceptual tools to address these challenges (Fortune 

et al., 2012). For instance, rehabilitation theories will provide information on how to effectively 

balance between increasing offenders’ quality of life (QoL), while also protecting the society. Until 

recently, the Risk-Need-Responsivity (RNR) model was seen as the standard approach to offender 

rehabilitation in (youth) forensic psychiatry (Andrews & Bonta, 1998, 2010). However, alternative 

strength-based approaches, such as the Good Lives Model (GLM) have been proposed. While the 

primary focus of the Risk-Need-Responsivity model is on the identification and classification of risk 

factors, strength-based approaches, such as the Good Lives Model, focus on increasing offenders’ 

well-being, while also reducing the risk of reoffending. The aim of this chapter is to propose a 

conceptual model of adolescent offender rehabilitation with a life course perspective that is based 

on the Good Lives Model and can be used in youth forensic psychiatry.

youth forensIC psyChIatry

Considerable progress has been made in youth forensic psychiatry with regard to risk assessment 

of adolescent offenders. Risk assessment focuses on mapping the criminogenic risk factors in order 

to reduce reoffending (Olver, Stockdale, & Wormith, 2009). Until now, most research in secure 

residential care has focused on the prediction or prevention of reoffending (Cottle, Lee, & Heilbrun, 

2001; Lodewijks, De Ruiter, & Doreleijers, 2003; Mulder, Brand, Bullens, & Van Marle, 2010; Olver et 

al., 2009; Singh & Fazel, 2010; Vermeiren, Schwab-Stone, Ruchkin, De Clippele, & Deboutte, 2002). 

However, the risk of reoffending is hard to interpret without a life course perspective as changes 

occur in exposure to and vulnerability for risk factors during the life course of adolescents (Van der 

Put, Van der Laan, Stams, Dekovic, & Hoeve, 2011). Changes related to important transitions in 

life course among adolescents (e.g., being admitted to or discharged from secure residential care, 

or finding a job after discharge) can affect reoffending because these transitions change exposure 

to risk factors (Sampson & Laub, 1993). In addition, most adolescents in secure residential care 

are diagnosed with (multiple) psychiatric disorders (Stahlberg, Anckarsater, & Nilsson, 2010; Teplin, 

Abram, McClelland, Dulcan, & Mericle, 2002; Vermeiren, Jespers, & Moffitt, 2006). Given the impact 

of psychiatric disorders on daily living, the focus in secure residential care should be on reducing 

the risk of both reoffending and of psychiatric relapse. For example, the combination of conduct 

problems and depressive symptoms during adolescence was associated with poor adjustment 

outcomes later in life (Capaldi, 1992). Additionally, depressive symptoms have been found to 

mediate the relationship between developmental risks and reoffending (Wiesner, Kim, & Capaldi, 

2005).
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The age-crime curve shows that the prevalence of delinquent behavior peaks around the 

ages 17 and 18, after which it decreases subsequently when adolescents reach young adulthood 

(Bushway, Piquero, Broidy, Cauffman, & Mazerolle, 2001; Farrington, 1986; Tremblay & Nagin, 

2005). An extensive body of international research is available on the entry into and persistence of 

delinquent behavior (Farrington, 2003; Laub & Sampson, 2003; Piquero, 2007). Far less studied, but 

an emerging research topic, are questions about why and how individuals desist from delinquent 

behavior. Childhood factors, such as criminal propensity, may contribute to youth exhibiting 

delinquent behavior and affect later developmental outcomes (Farrington & Welsh, 2007; Piquero, 

Farrington, & Blumstein, 2003). The presence of one or more risk factors among adolescent offenders 

has been studied in order to explain the persistence of serious delinquent behavior (Stouthamer-

Loeber, Loeber, Wei, Farrington, & Wikstrom, 2002). Although at a later stage, desistance from 

crime has gained attention, and several factors (e.g., low physical punishment by parents and being 

employed or in school) have been mentioned to be associated with desisting from delinquent 

behavior (Laub & Sampson, 2001; Lodewijks, De Ruiter, & Doreleijers, 2010; Stouthamer-Loeber, 

Wei, Loeber, & Masten, 2004).

To understand the relationship between exposure to risk factors, transitions in life course and 

reoffending and psychiatric relapse, a broad conceptual model of offender rehabilitation with a life 

course perspective is proposed. This way, the processes by which exposure to risk and protective 

factors and transitions in life course can affect QoL, reoffending and psychiatric relapse can be 

studied. In the remainder of this chapter, we will describe the diverse aspects of the model and the 

expected relationships between the concepts. Hence, this chapter is structured as follows: First, we 

will introduce the conceptual model, which encompasses the Good Lives Model (Ward & Brown, 

2004), QoL, risk and protective factors, as well as transitions in life course. Second, we elaborate 

on the Good Lives Model and its main component QoL. Finally, the risk and protective factors, and 

the transitions in life course will be further discussed. The expected relationships between these 

concepts and reoffending and psychiatric relapse will be addressed.

ConCeptual model

In Figure 1, a conceptual model based on the Good Lives Model (Ward, 2002; Ward & Gannon, 2006) 

is depicted. In order for the Good Lives Model to be used as a rehabilitation model for adolescents 

with severe psychiatric problems, we added several components to the model. On the left side of 

Figure 1, age specific risk and protective factors and transitions in life course are added. Also, a 

life course perspective is added (See the arrow in Figure 1), since adolescence is a developmental 

phase in which youngsters have to deal with changes in several areas of their lives (e.g., changing 

from school to work). The model provides insight into the processes by which exposure to risk and 

protective factors and transitions in life course can affect reoffending and psychiatric relapse. In 
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the following section, the basic assumptions of the Good Lives Model are outlined. After this, each 

component of the model is elaborated on.

Figure 1. Conceptual model of adolescent offender rehabilitation based on the Good Lives Model

Risk and protective 
factors

Transitions in life 
course

Quality of life 

Reoffending

Psychiatric relapse 

Good Lives Model

Life course

 

the Good lIves model

General assumptions

During the past decade, the Good Lives Model has gained considerable popularity as a rehabilitation 

theory for forensic populations (Purvis, Ward, & Willis, 2011). It has emerged as a reaction to the Risk-

Need-Responsivity Model of offender rehabilitation by Andrews and Bonta (1998). The Good Lives 

Model is a strength-based model that emphasizes an individual’s needs, abilities and aspirations 

(Ward & Fortune, 2013). It postulates that treatment should be responsive to the personal values, 

needs, interests and abilities of offenders in order to work on goals in treatment that are personally 

meaningful to them (Purvis et al., 2011; Ward & Gannon, 2006). The core idea is that the best way 

to reduce risk of reoffending or psychiatric relapse is by helping offenders change their old criminal 

lifestyle into a desirable alternative (Ward & Gannon, 2006). Several general assumptions underlie 

the Good Lives Model. First, all humans have similar basic needs in their lives, which once fulfilled, 

increase an individual’s QoL. Although all individuals are assumed to seek each of these needs to 

some degree, individual differences may exist in the priority they assign to the needs. Interventions 

should take these individual priorities into account, especially since more valued needs will establish 

better motivation to commit to the treatment program. Second, instrumental goods are necessary 
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to secure needs, and may consist of practical identities, such as an apprenticeship to secure the 

need of excellence in work. Third, a strong emphasis is placed on human agency (i.e., autonomy), 

since it is argued that people flourish when making self-directed decisions with regard to their well-

being (Ward & Gannon, 2006). Hence, when individuals strive to obtain a high QoL, they can feel 

satisfied in several domains of their life, such as in family, school or leisure activities (Ward, 2002). 

A higher QoL is expected to relate to a decrease in delinquent behavior, whereas a low QoL may 

increase feelings of stress which in turn lead to persistent delinquent behavior. In the latter case, 

conflicting interests may exist between the persistent offender and general society (for details see 

below: Routes to offending). According to the Good Lives Model, there is no single perfect life which 

fits every individual equally. Instead, the individual importance of every need, and an individual’s 

personal capabilities and goals in life, will ultimately determine a person’s own good life.

Primary needs and secondary goods

In the Good Lives Model, ‘primary human needs’ (in this chapter: needs) refer to personal 

characteristics, experiences, actions and states of mind that are beneficial in an intrinsic manner 

and are likely to increase QoL. Ward and colleagues mention 11 groups of needs: (1) life (including 

healthy living and functioning), (2) knowledge, (3) excellence in play, (4) excellence in work (including 

mastery experiences), (5) excellence in agency (i.e., autonomy and self-directedness), (6) inner 

peace (i.e., freedom from emotional turmoil and stress), (7) relatedness (including intimate, family 

and friend relationships), (8) community, (9) spirituality (in the broad sense of finding meaning and 

purpose in life), (10) happiness, and (11) creativity (e.g., Laws & Ward, 2011; Ward & Brown, 2004; 

Ward & Gannon, 2006; Ward, Mann, & Gannon, 2007). These groups of needs are not exhaustive. 

Additionally, some needs can be further divided into different related needs (Ward & Gannon, 

2006). For instance, it is possible to divide the need of relatedness into associated needs such as 

friendship, intimate relationship and family support. As a result of personal differences in interests 

and values, individuals might prioritize the level of importance of these needs differently (Ward & 

Fortune, 2013). Treatment of offenders should focus on helping them to obtain the necessary skills 

and abilities that will help them realize these needs in a socially acceptable manner.

To fulfil these needs, individuals require instrumental goods, also called secondary goods 

(Ward, Vess, Collie, & Gannon, 2006). These are concrete ways or means to fulfil needs, for example 

having a job in order to fulfil the need of excellence in work (Ward & Gannon, 2006). Securing needs 

is expected to enhance an individual’s QoL (Ward & Brown, 2004). Delinquency can be seen as a 

socially unacceptable and personally frustrating attempt to secure needs. The aim of the Good Lives 

Model, then, is to help offenders find a socially acceptable alternative for their old criminal lifestyle 

(Ward & Gannon, 2006).
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Routes to offending

The Good Lives Model also contains assumptions with regard to the onset and maintenance of 

offending (Purvis et al., 2011; Ward & Gannon, 2006). Two specific routes to offending have been 

proposed. First, when individuals are lacking competencies or skills to secure their needs, they 

might try to attain their needs directly through criminal behavior. For instance, when adolescents 

lack proper social skills to secure the need for intimacy, they might attempt to achieve this need 

through sexual offending. Second, conflict may arise in pursuing two valued needs which leads to 

engaging in criminal behavior. In this indirect route, obtaining a need (or a set of needs) creates 

stress in the personal circumstances. Stated more generally, secondary goods are used to secure 

needs but in doing so, individuals may use inappropriate strategies.

Criminogenic needs or dynamic risk factors can block or frustrate the fulfilment of needs 

(Ward & Gannon, 2006). Offenders can experience four types of difficulties in fulfilling their needs 

(Ward & Gannon, 2006). First, as mentioned above, offenders may use inappropriate secondary 

goods to secure their needs. Second, offenders may suffer from a lack of scope and therefore focus 

on a few needs, but neglect others. Third, conflict may arise due to a mismatch between secondary 

goods that are used to secure needs, causing stress and unhappiness. Finally, someone may lack 

skills, capabilities and/or access to secondary goods to fulfil their needs. These problems can create 

stress, feelings of unhappiness and, ultimately, a lower QoL and persistent delinquency. Bouman and 

colleagues showed that securing needs (e.g., by structured leisure activities, good social contacts at 

work) is related to lower levels of reoffending (Bouman, De Ruiter, & Schene, 2010).

Empirical evidence for the Good Lives Model

According to the Good Lives Model, QoL is associated with reoffending and psychiatric relapse. 

The occurrence of reoffending or psychiatric relapse depends on whether an individual’s needs are 

fulfilled and on the experienced QoL. Whenever appropriate secondary goods are absent or an 

individual lacks proper skills or competencies, the risk of reoffending is likely to increase (Willis & 

Grace, 2008), as is the risk of psychiatric relapse. One of the underlying principles of the Good Lives 

Model, that needs are essential ingredients for a good life and once fulfilled, lead to an increased 

well-being, is supported by research. The pursuit of personally meaningful life goals has been 

associated with a higher well-being, while absence of such life goals is associated with psychological 

problems (Ryan & Deci, 2000; Sheldon & Bettencourt, 2002; Ward & Stewart, 2003).

The direct effect of treatment designed according to the Good Lives Model assumptions, 

on reoffending has not yet been studied extensively. However, preliminary studies seem to show 

beneficial effects of treatment based on Good Lives Model principles. For example, Willis and Grace 

(2008) explored whether recidivists would have poorer release planning than non-recidivists by 

comparing their personal reintegration plans. Additionally, they studied whether secondary goods 

(defined as strategies to secure needs) were present in the reintegration plans. Recidivists had 
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overall poorer reintegration planning than non-recidivists. Also, non-recidivists had more secondary 

goods in their reintegration plans (Willis & Grace, 2008). Mann and colleagues (2004) compared 

treatment including approach goals, with a more traditional treatment approach that focused on 

managing risk and used avoidance goals. Higher treatment engagement was found among offenders 

who completed the approach-focused intervention (Mann et al., 2004). Also, clinicians rated these 

individuals as being more genuinely motivated to end their offending behavior (Mann et al., 2004). 

By comparing sex offender treatment based on the Good Lives Model with a standard relapse 

prevention program, Harkins and colleagues conducted a similar study (2012). No differences were 

found in attrition rates in treatment or change in behavior, although the program participants 

rated themselves as being more positive and future oriented (Harkins et al., 2012). When applying 

the Good Lives Model to case studies from a forensic population, it offers a flexible and holistic 

alternative in offender rehabilitation (Barnao, Robertson, & Ward, 2010).

Although preliminary studies provide support for the assumptions of the Good Lives Model 

(see e.g., Bouman, De Ruiter, & Schene, 2009; Willis & Grace, 2008; Willis & Ward, 2011), it should 

be noted that they all used adult samples. It has yet to be established whether these results also 

hold true for adolescents in secure residential care. Applying the principles of the Good Lives 

Model in treatment programs of adolescents with severe psychiatric problems may have several 

advantages though. For example, adolescent treatment engagement might increase due to focusing 

on personally meaningful needs. Moreover, adolescents could benefit from increased autonomy 

and responsibility, since the high prevalence of psychiatric disorders (Colins et al., 2010; Teplin, 

Abram, McClelland, & Dulcan, 2003; Teplin et al., 2002; Vermeiren et al., 2006) severely impacts 

their life domains. Finally, adolescents’ potential probably increases when treatment is responsive 

to adolescent’s skills, abilities and capacities. This might also increase the chance of finding a job 

after discharge from secure residential care.

Limitations of the Good Lives Model

The Good Lives Model is not without critique however (Andrews, Bonta, & Wormith, 2011). First, 

supporters of the Risk-Need-Responsivity model have emphasized the lack of empirical support 

offered for the Good Lives Model. Second, the central role of the needs is found to be problematic 

(Andrews et al., 2011). Securing needs might lead to a higher QoL, but the way these needs are 

secured could still be problematic and dangerous to society (Andrews et al., 2011). Third, it has been 

argued that the Good Lives Model is not innovative and is essentially no more than a restatement 

of the Risk-Need-Responsivity model. The twofold approach of the Good Lives Model, namely 

promoting needs and offenders’ QoL and reducing criminogenic needs, would correspond to certain 

objectives of the Risk-Need-Responsivity model (Andrews et al., 2011).
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QualIty of lIfe

As can be seen in Figure 1, QoL is a central concept in the Good Lives Model. QoL, using Lehman’s 

approach, is regarded as a general feeling of well-being and satisfaction with life in general and in 

major life domains (Lehman, 1983). Although this concept has received considerable attention in 

other fields (e.g., medicine), it was not until the 1980s that QoL was applied in the field of psychiatry 

(Van Nieuwenhuizen, Schene, Boevink, & Wolf, 1998; Van Nieuwenhuizen, Schene, Koeter, & Huxley, 

2001). QoL is multifaceted, composed of both objective and subjective indicators in several life 

domains (e.g., family relations, social participation, and work and education). Objective QoL can be 

measured by, for instance, financial income and level of education. Subjective QoL is assessed by 

measuring the perceived satisfaction with different parts of life.

QoL in forensic psychiatry

Although QoL has been increasingly applied in forensic psychiatry, it is applied far less in youth forensic 

psychiatry (Harder, Knorth, & Kalverboer, 2011). Van Nieuwenhuizen and colleagues argued that QoL is 

important for forensic psychiatric patients who have served their sentence and return back into society 

(Van Nieuwenhuizen, Schene, & Koeter, 2002), since a higher QoL decreases the chance of reoffending 

and relapse (Draine & Solomon, 1992, 1994; Swinton, Oliver, & Carlisle, 1999; Walker & Gudjonsson, 

2000). Among adult forensic patients, a high QoL and mental health are positively associated (Bouman, 

Van Nieuwenhuizen, Schene, & De Ruiter, 2008), whereas a low subjective QoL may lead to increased 

feelings of stress (Bouman, De Ruiter, & Schene, 2008; Bouman, Van Nieuwenhuizen, et al., 2008). A 

higher QoL may act as a buffer against violent behavior among male forensic outpatients. This protective 

effect of QoL was found for both low and high risk groups of offenders (Bouman, De Ruiter, et al., 

2008). Moreover, individuals who are more satisfied with their life domains are less likely to experience 

psychiatric relapse. Bastiaansen and colleagues (2005) showed that a lower QoL, as assessed by self-

report, parent report and clinicians, was associated with child psychopathology. The Good Lives Model 

assumes a similar relation between securing needs and psychological well-being.

Research on QoL in a forensic psychiatric setting is mainly limited to adults. Among male forensic 

psychiatric patients, subjective QoL is related to offending behavior. From a life course perspective 

it is valuable to examine whether the relation between QoL and reoffending and psychiatric relapse 

also holds true for adolescents with severe psychiatric problems admitted to secure residential care. 

Since adolescence is a period of development in which various changes occur, the perceived QoL 

of youth might differ from those experienced by adults. This developmental period is also seen 

as one in which delinquent behavior of adolescents can be influenced by providing them with a 

viable alternative for their criminal lifestyle (Huey, Henggeler, Brondino, & Pickrel, 2000). Moreover, 

additional factors may affect the relationship between QoL and reoffending/psychiatric relapse 

among adolescents, such as age-specific risk and protective factors, and transitions in life course.
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rIsk and proteCtIve faCtors

Age-specific risk and protective factors, placed on the left side of Figure 1, are expected to 

be associated with the QoL of adolescents in secure residential care. In the Good Lives Model, 

criminogenic risks are seen as obstacles that interfere with an individual’s ability to secure their 

needs (Fortune et al., 2012). Studies have shown which risk factors increase the odds of reoffending 

and which decrease the odds (Farrington, 2003; Fergusson, Vitaro, Wanner, & Brendgen, 2007; 

Lodewijks et al., 2010; Stouthamer-Loeber et al., 2002; Van der Laan, Veenstra, Bogaerts, Verhulst, 

& Ormel, 2010). Risk factors are low intelligence, a difficult temperament (Farrington, 2003), 

inconsistent parenting styles, neglect, divorce of parents (Henry, Caspi, Moffitt, & Silva, 1996), 

poor academic performance, low attachment to school (Loeber, Slot, & Stouthamer-Loeber, 2008; 

Smith, 2006), associating with delinquent peers, and peer rejection (Fergusson et al., 2007). The 

cumulative risk hypothesis states that the more someone is exposed to risk factors in various life 

domains, the higher the chance of becoming a persistent or serious delinquent (see e.g., Rutter, 

1987). An accumulation of risk factors in several life domains, rather than a risk factor in a single 

domain, increases the likelihood of persistent and serious delinquent behavior (Stouthamer-Loeber 

et al., 2002). However, regardless of the presence of risk, not every juvenile offender persists. The 

development of persistent delinquent behavior also depends on the absence of protective factors 

(Lodewijks et al., 2010; Stouthamer-Loeber et al., 2002; Van der Laan et al., 2010). Protective 

factors are a high socio-economic status neighbourhood (Stouthamer-Loeber et al., 2002), low 

parental overprotection (Van der Laan et al., 2010) and high IQ (Vanderbilt-Adriance & Shaw, 2008). 

Stouthamer-Loeber and colleagues found a counterbalancing effect, i.e., the likelihood of persistent 

delinquent behavior decreased when multiple protective factors were present (Stouthamer-Loeber 

et al., 2002). Children with multiple protective factors were at lower risk for developing persistent 

antisocial behavior during early adolescence (Van der Laan et al., 2010). Thus, protective factors 

decrease the chance of reoffending, while risk factors increase this chance. Certain transitions in 

life course, such as being admitted to or discharged from secure residential care, can be seen as risk 

factors that influence the behavior of adolescents.

transItIons In lIfe Course

Apart from risk and protective factors affecting QoL, transitions in the life course (also depicted on 

the left side of Figure 1), such as being admitted to total institutions such as secure residential care 

or detention, have a major impact on QoL (Gover, MacKenzie, & Armstrong, 2000; Harvey, 2007; 

Liebling, 1993; Sampson & Laub, 2005; Sykes & Matza, 1957). During the life course and during 

adolescence in particular, individuals experience a variety of transitions which can affect persistence 

or desistance in crime. Transitions such as changing from primary to secondary school, from school 
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to work, or from being single to married, affect development and have long term behavioral effects 

(Sampson & Laub, 2005). Major life transitions might change the fulfilment of needs, and therefore 

can affect personal well-being on the short or long term.

In general, transitions in the life course (e.g., finding a job, being in a romantic relationship) 

may affect one’s QoL, and can also be a turning point (Sampson & Laub, 2005). Almost all transitions 

are stressful, albeit some more than others. Transitions affect the fulfilment of needs of individuals 

through the accessibility of secondary goods. Finding a stable job creates a stable income, and 

is associated with forming conventional bonds; both can have a protective effect on persistent 

delinquent behavior (Van der Geest, 2011). A diversity of stressful life transitions can negatively 

affect the fulfilment of needs and therefore might result in a lower QoL. Since our focus is on 

adolescents who have been admitted to a secure care setting, the transitions of being admitted to 

and being discharged from secure residential care are addressed here in more detail.

Incarceration affects QoL due to its impact (even on the short term) on the fulfilment of needs. 

Adolescents in secure residential care have to cope with the stress that is caused by their admission. 

They have to deal with reduced feelings of safety and autonomy and adapt to a life in a new and more 

restricted environment (Van der Laan & Eichelsheim, 2013). Incarceration restricts autonomy or self-

directedness (limits human agency), and limits contact with significant others (see e.g., Eichelsheim 

& Van der Laan, 2011; Harvey, 2007). Incarceration is reported to be associated with lower social 

well-being (Gover et al., 2000; Harvey, 2007; Liebling, 1993), higher levels of stress (Eichelsheim & 

Van der Laan, 2011; Harvey, 2007) and increased likelihood of suicide attempts (Liebling, 1993). Other 

strains associated with incarceration include direct victimization, the perceptions of threatening 

prison environment (decreased feelings of safety), and hostile relationships with correctional officers 

(Van der Laan & Eichelsheim, 2013), but also loss of material goods and services, loss of privacy 

and of unrestricted interactions with family and friends (Blevins, Listwan, Jonson, & Cullen, 2010). 

Furthermore, incarceration is associated with negative labelling, increased defiance (Sampson & 

Laub, 1993) and it is said to be a ‘school of crime’ (Listwan, Sullivan, Agnew, Cullen, & Colvin, 2013). 

Incarceration also threatens societal participation and educational opportunities on the long term 

(Sampson & Laub, 2005). For example, it is difficult for former prisoners to obtain a certificate of 

good conduct (Blokland, Apel, Nieuwbeerta, Van Schellen, & N’Daou, 2011), which diminishes their 

possibilities on the labour market. Being admitted to secure residential care at such a young age 

might be physically and psychologically distressing to adolescents. Certain types of these strains 

do increase the likelihood of offending. Options for escaping legally from the strains adolescents 

experience are often limited, because of the restricted environment of secure residential care. Recent 

research reveals that greater exposure to coercive strain arising from the pains of imprisonment 

negatively affects psychological well-being (Listwan et al., 2013).

Being discharged from secure residential care can be seen as a transition in life course that also 

has an effect on the QoL of adolescents. Little research has been done, however, pertaining to this 
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transition. Most research about re-entering society after stay in secure care has focused on adults, 

yet little is known about the problems that adolescents might experience during the re-entry into 

society. Farrington, Loeber and Howell (2012) have mentioned several challenges that adolescents 

are faced with after being discharged from secure care: (1) adolescents may have developmental 

disabilities that could have gone misdiagnosed or mistreated, (2) for adolescents moving back with 

their parents, might their family setting include violence and other criminal behavior, (3) adolescents 

might get (back) into contact with criminal peers and these contacts foster criminality, (4) problems 

with unemployment, and (5) a lack of prosocial experiences with significant others (Farrington et 

al., 2012). Harder and colleagues (2011) studied adolescents who left secure residential care and 

found that many of them experience problems during their re-entry into society. These problems 

were especially prevalent with regard to finances, school and employment, and living arrangements 

(Harder et al., 2011).

reoffendInG and psyChIatrIC relapse

In Figure 1, reoffending and relapse are outcomes and therefore placed on the right side. Reducing 

the risk of reoffending and of psychiatric relapse among forensic patients is an important treatment 

goal according to the Good Lives Model (Ward et al., 2007). Reoffending and psychiatric relapse 

result from difficulties in securing needs and as a consequence a low experienced QoL. A high 

QoL reduces the odds of reoffending and relapse, whereas a low QoL increases the likelihood of 

it. Indicators of reoffending include re-incarceration, re-arrest, probation or parole violations, self-

reported offending after an intervention (Heilbrun, Lee, & Cottle, 2005), and/or recidivism (Van 

Marle, Hempel, & Buck, 2010). Reoffending rates among incarcerated juvenile delinquents with 

severe conduct problems are very high (Benda, Corwyn, & Toombs, 2001; Trulson, Marquart, 

Mullings, & Caeti, 2005; Van Marle et al., 2010). The reoffending rates of incarcerated youth with 

conduct problems range from 43% within a period of 2 years (Van Marle et al., 2010) up to 80% 

within a 5-year period (Trulson et al., 2005).

Psychiatric disorders increase the risk of (re-)offending (Hoeve, McReynolds, & Wasserman, 

2013). Conduct disorders at a younger age are known to be a strong predictor of offending among 

juvenile and young adult offenders (Lipsey & Derzon, 1998). For instance, depressive symptoms were 

found to predict reoffending among young adults (Ostrowsky & Messner, 2005). In a meta-analysis, 

Heilbrun and colleagues (2005) showed that non-severe pathology was a medium strong predictor of 

reoffending among youth. In line with this, it was found that youths with comorbid internalizing and 

disruptive behavior disorders had a six-fold increased risk of young adult reoffending, compared to 

adolescents without psychiatric disorders (Hoeve et al., 2013). Psychiatric contacts after incarceration 

provide insight into the psychological development of these adolescents. Psychiatric relapse after 

treatment may also increase the risk of persistent delinquent behavior corrected for criminal 
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propensity. Since most acts of delinquent behavior are related to some type of psychiatric disorder, 

knowledge about the psychological development after discharge is important in order to prevent 

reoffending (Vermeiren et al., 2006). The limited number of studies on the recurrence of psychiatric 

disorders among juvenile delinquents reveal high rates of relapse within a 1.5 to 3-year period after 

admission to treatment (Lambert, Wahler, Andrade, & Bickman, 2001). Therefore, psychiatric relapse 

can also be seen as a unique risk factor for future reoffending (Wiesner et al., 2005).

ConCludInG remarks

While most research within youth forensic psychiatry has focused on the mapping of criminogenic 

risk factors, the Good Lives Model assumes that rehabilitation should incorporate both the reduction 

of dynamic risk factors and the enhancement of QoL. This way, the Good Lives Model is not limited 

to those parts of an offender’s life that are related to the criminal behavior, but instead covers all 

areas of life. According to the Good Lives Model, individuals look for ways to fulfil needs that are 

personally meaningful to them, in order to increase their QoL. The (un-)fulfilment of these needs 

is dependent on the presence of secondary goods. Offenders should acquire internal and external 

capabilities, and skills that will help them fulfil their needs in a socially accepted manner. Hence, 

individuals strive to obtain a high QoL. As a consequence, individuals can then feel satisfied in several 

domains of their life. On the contrary, a low perceived QoL increases the chance of reoffending.

This chapter aimed to provide more insight into the relationships between exposure to risk 

and protective factors, important transitions in life course, and QoL, reoffending and psychiatric 

relapse among adolescents in secure residential care. To this end, a conceptual model of adolescent 

offender rehabilitation is proposed using the Good Lives Model as a theoretical basis. In order to 

use the Good Lives Model for an adolescent population, we added several components. Age-specific 

risk and protective factors are added to the model, since adolescents are likely to be vulnerable for 

other risk and protective influences than adults. These risk and protective factors may affect the 

experienced QoL in various life domains of adolescents. Additionally, transitions in life course have 

been added to the model. These transitions may affect the persistence or desistance of offending 

behavior, by having an effect on social bonds. For instance, being admitted to or discharged from 

secure residential care may sever social bonds, resulting in the persistence of delinquent behavior.

 By using the Good Lives Model as a theoretical basis of adolescent offender rehabilitation, 

we will be better able to explain reoffending and psychiatric relapse. In taking a holistic approach 

we do not limit ourselves to those factors directly related to the criminal behavior but, also focus on 

capacities and skills in all life domains. The expectation is that adolescents with a higher QoL desist 

from crime after discharge, while adolescents with a lower QoL are more likely to reoffend or to 

experience psychiatric relapse.
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abstraCt

Subjective quality of life (QoL) is an outcome measure often used in the field of psychiatry. While 

upcoming strength-based rehabilitation theories place strong emphasis on subjective QoL, it has 

hardly ever been investigated in adolescents with severe psychiatric problems who are admitted 

to secure residential care. Therefore, the aim of this study was to investigate the stability and 

change of subjective QoL of adolescents with severe psychiatric problems. Additionally, the effect of 

discharge and re-entering society on subjective QoL was studied. In a four-wave longitudinal study, 

the subjective QoL of 172 male adolescents with severe psychiatric problems was examined. Five 

subjective QoL domains remained stable over time, while five other domains changed. A decrease in 

satisfaction with family relations and social participation was observed for discharged adolescents. 

These results warrant for continuing guidance of adolescents in order for them to positively adapt 

to a new life outside secure residential care. 
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IntroduCtIon

Subjective quality of life (QoL) is an outcome measure often used in the field of psychiatry (Awad & 

Voruganti, 2012; Priebe & Fakhoury, 2008; Reininghaus, McCabe, Burns, Croudace, & Priebe, 2012). 

In recent years, subjective QoL has gained increasing attention as a central concept in strength-

based rehabilitation theories, such as the Good Lives Model (Ward & Brown, 2004; Ward & Gannon, 

2006). However, in adolescents with severe psychiatric problems who are admitted to secure 

residential care, subjective QoL is hardly ever investigated. Admission to secure residential care is a 

stressful experience that might affect the subjective QoL of adolescents. For example, adolescents 

are forced to leave their familiar environment and to adapt to a life in a new and restricted setting. 

This transition causes feelings of reduced safety and autonomy (Van der Laan & Eichelsheim, 2013), 

and might therefore influence subjective QoL. In turn, leaving the residential care facility requires 

emotional adaptation after re-entering society. Prior studies have shown that many youngsters 

experience problems with adjusting to independence (Harder, Knorth, & Kalverboer, 2011). 

Subjective QoL is an important concept for adolescents with severe psychiatric problems. First, 

among these adolescents there is a high prevalence of psychopathology which has an impact on 

various life domains (Teplin, Abram, McClelland, & Dulcan, 2003; Teplin, Abram, McClelland, Dulcan, 

& Mericle, 2002). Second, these youngsters have multiple risks (e.g., engagement with delinquent 

peers) which increase the likelihood that they will persist in delinquent behavior, and this might 

also affect their subjective QoL (see e.g., Stouthamer-Loeber, Loeber, Wei, Farrington, & Wikstrom, 

2002). Third, adolescence is a developmental phase in which youngsters have to deal with changes 

in several areas of their lives (e.g., changing from primary to secondary school) (Goldbeck, Schmitz, 

Besier, Herschbach, & Henrich, 2007; Moksnes, Lohre, & Espnes, 2013; Williams, Holmbeck, & 

Greenley, 2002). These changes could affect their subjective QoL. Besides these reasons, achieving 

a high subjective QoL plays an important role in recently introduced strength-based rehabilitation 

theories, such as the Good Lives Model. The Good Lives Model assumes that by improving offenders’ 

QoL, the chance of committing further crimes will be reduced. Prior studies amongst adult offenders 

suggest that higher subjective QoL is associated with a better emotional adjustment after discharge 

(Bouman, Schene, & De Ruiter, 2009), and therefore decreases the chance of reoffending. Low 

subjective QoL, on the other hand, might increase feelings of stress which leads to delinquent 

behavior (Bouman et al., 2009; Draine & Solomon, 1992, 1994). 

Subjective QoL focuses on a person’s overall sense of well-being and satisfaction with life 

(Lehman, 1983, 1996; Reininghaus et al., 2012). Subjective QoL is a multidimensional concept 

that measures satisfaction with various life domains (Lehman, 1996; Reininghaus et al., 2012). 

It has been argued that, among adults, subjective well-being is remarkably stable (Baird, Lucas, 

& Donnellan, 2010; Cummins, 2010; Cummins, Li, Wooden, & Stokes, 2014; Diener, Suh, Lucas, 

& Smith, 1999). The set-point theory, for example, assumes that well-being tends to fluctuate 
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around a stable level; negative events might cause well-being to decline momentarily after which 

it returns to its previous level (Cummins, 2010; Cummins et al., 2014). Longitudinal studies on the 

other hand, have shown that life events can have a strong effect on adults’ subjective well-being, 

although the actual impact depends on the type of life event (Luhmann, Hofmann, Eid, & Lucas, 

2012). Given the developmental changes during adolescence, it is expected that subjective QoL will 

be less stable among youths than in adults (Petito & Cummins, 2000). However, studies pertaining 

to this topic demonstrate inconsistent findings. On the one hand it is shown that subjective well-

being in adolescents in the general population is relatively stable (Tomyn & Cummins, 2011). On the 

other hand, life satisfaction, defined as the subjectively perceived QoL and satisfaction in multiple 

life domains, decreases during adolescence, possibly as a result of the developmental challenges 

adolescents face during this period in life (Goldbeck et al., 2007). Hence, little is known about the 

stability or change of the subjective QoL of adolescents.

Being discharged from secure residential care is an important step in the rehabilitation process 

of adolescents with severe psychiatric problems, and can be seen as a life event that might affect 

their subjective QoL. However, limited evidence is available with regard to the effect that being 

discharged from secure residential care might have on the subjective QoL of adolescents. The few 

empirical studies examining incarcerated adolescents have mainly focused on health-related QoL 

(see e.g., Forrest, Tambor, Riley, Ensminger, & Starfield, 2000), or studied the QoL of adolescents with 

a specific psychiatric disorder (Sheldrick, Neger, Shipman, & Perrin, 2012). Forrest and colleagues 

(2000), for example, showed that incarcerated youths reported a worse health status (e.g., 

psychosocial disorders and poorer health and functioning scores) compared to male adolescents 

in the community. In addition, little is known about whether the process of being discharged and 

re-entering society affects certain areas of adolescents’ lives. Harder and colleagues (2011) showed 

that many adolescents experience problems during this period, especially with regard to finances, 

living arrangements, and school and work. 

In sum, the subjective QoL of adolescents with severe psychiatric problems who are admitted 

to secure residential care has seldom been investigated. However, subjective QoL has gained 

increased attention in the rehabilitation process of adolescents, and has been assumed to relate 

to reoffending after discharge. Being discharged from secure residential care, and the responsibility 

that this transition requires of the adolescents, in combination with increased freedom might affect 

their subjective QoL. Although prior studies showed that subjective QoL is remarkably stable among 

adults, this has not yet been studied in adolescents with severe psychiatric problems admitted to 

secure residential care. It has been argued that subjective QoL is less stable among adolescents, 

and being discharged from secure residential care might contribute to this instability. Therefore, 

we aimed to investigate (a) the stability and change of subjective QoL of adolescents with severe 

psychiatric problems in secure residential care, and (b) the association between being discharged 

and the subjective QoL of adolescents. 
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method

Sample

The initial sample consisted of 172 male adolescents with severe psychiatric problems, admitted 

to secure residential care. Adolescents were eligible for participation when they were 16, 17 or 18 

years of age, and they have to be admitted for a minimum period of 3 months, or knowing that time 

of admittance will be longer than 3 months. Ninety-seven (56.4%) adolescents were committed 

under the Dutch juvenile civil law because their development was at risk and their parents were 

not capable to help. Seventy-five (43.6%) adolescents were sentenced under the Dutch juvenile 

criminal law because they had committed serious criminal offences. Of these 172 adolescents, 28 

(16.3%) have no criminal history, 24 (14.0%) have offended once before they were admitted to 

secure residential care, and 120 (69.8%) have offended more than once before they were admitted. 

Of those adolescents who came into contact with the police, had on average 3.68 offences (SD = 

3.41; min = 0, max = 17). Of the 172 adolescents, 63.4% were raised in a single-parent family, 57.6% 

had failed a grade, and 34.9% had been a victim of violence in the last 12 months.

Procedure

The present study has a longitudinal design with four waves of data. The first assessment (Time 1; 

N = 172) was at age 16, 17 or 18 when all adolescents were admitted to secure residential care. The 

second assessment (Time 2; N = 119) was planned six months later and was also scheduled during 

secure residential care. The third assessment (Time 3; N = 76) took place directly after discharge. 

This assessment was only conducted with adolescents who were discharged from secure residential 

care during the period of the study. For these discharged adolescents, the fourth assessment (Time 

4discharged; N = 60) was conducted one year after release. For still admitted adolescents, the fourth 

assessment (Time 4admitted; N = 40) was planned during their continued stay in secure residential 

care. Mean time in months between Time 1 and Time 4 varied (M = 18.3, SD = 4.5, minimum = 10, 

maximum = 24) as a result of the duration of individuals’ stay in secure residential care. Mean time 

in months between Time 1 and Time 4 was similar for adolescents who were in secure residential 

care throughout the study and those who were discharged (respectively: M = 19.9, SD = 4.5; M = 

20.1, SD = 4.8). The duration individuals had spent in secure residential care before Time 1 varied 

between 0 and 46 months (M = 7.9, SD = 7.5).

Whether adolescents could be asked to participate in the study was estimated by clinicians 

as well as group workers. Adolescents were approached for participation once professionals had 

agreed. Verbal and written explanation of the study was given and written informed consent was 

obtained from each adolescent who agreed to participate. Parents were also asked to give their 

written informed consent for adolescents under the age of 18 years. The medical ethics committee 

for mental health institutions in the Netherlands gave approval at the start of the study (Ref. no: 

NL29932.097.09 CCMO).
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A total of 228 male adolescents in secure residential care were approached to participate 

in the study. Of these adolescents, 40 adolescents refused to participate or their parents did not 

sign the informed consent form, and 16 adolescents were unable to participate because they were 

transferred to other institutions or were discharged before the first assessment. The response rate 

at Time 1 was 75.4%. To investigate the potential impact of attrition, we tested for differences 

between participants who completed the Time 1 assessment and participants who dropped out 

after Time 1. There were no significant differences on domain-specific subjective QoL ratings (e.g., 

satisfaction with living situation, family relations, and finances), nor on age at time of admission, 

type of psychiatric disorder or duration of secure residential care at Time 1 between the participants 

and the drop-outs.

Setting

Participants were admitted to ten secure residential care locations throughout the Netherlands, 

i.e., youth forensic psychiatric hospitals, child and adolescent psychiatric hospitals, orthopsychiatric 

institutions and youth detention centers. Secure residential care refers to the most intensive or 

restrictive type of youth care. Care, guidance and treatment are offered in a secured environment. 

Although adolescents from different treatment facilities were included, they shared comparable 

problems in multiple life domains, as well as a high prevalence of psychiatric problems. 

Measures

Background information was collected for all participants. Age, duration of secure residential care 

at Time 1 and DSM-IV-TR psychiatric disorders at Time 1 were assessed using file information. 

Psychiatric disorders were assessed during a (forensic) mental health evaluation. This evaluation 

was conducted by the treatment professionals of the adolescents. These trained clinical experts 

described the mental health problems, including the DSM-IV-TR psychiatric classifications in the 

treatment plans. These treatment plans were drawn up for each individual. As part of this study, the 

DSM-IV-TR psychiatric classifications were collected from these treatment plans. DSM-IV-TR Axis-I 

disorders were grouped into three categories based on the most common psychiatric disorders. 

First, the group of ‘Autism Spectrum Disorders’ (ASD; N = 42) consisted of Asperger’s Disorder and 

Pervasive Developmental Disorder not otherwise specified (NOS). Second, ADHD Predominantly 

Inattentive Type, ADHD Predominantly Hyperactive-Impulsive Type, ADHD Combined Type, and 

ADHD NOS were grouped into ‘Attention Deficit Disorders’ (ADD; N = 39). Third, the group with 

‘Disruptive Behavior Disorders’ (DBD; N = 102) consisted of Conduct Disorder, Conduct Disorder 

Childhood onset Type, Conduct Disorder Adolescent onset Type, Oppositional Defiant Disorder, 

and Disruptive Behavior Disorder not otherwise specified (NOS). In addition, reactive attachment 

disorder (RAD) and intellectual disability (ID) were included as separate classifications. Because of 
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high comorbidity rates, respondents could be placed in more than one category. The presence of a 

psychiatric disorder was coded ‘1’ while absence was coded ‘0’.

The Dutch Youth version of the Lancashire Quality of Life Profile (LQoLP) was used to measure 

subjective QoL of adolescents (Harder et al., 2011; Van Nieuwenhuizen, Schene, & Koeter, 2002; 

Van Nieuwenhuizen, Schene, Koeter, & Huxley, 2001). Having an intimate relationship, having a job, 

having debts, being a victim of violence in the past year, being accused of an offence in the past year 

and using medication due to psychiatric problems were also assessed using the LQoLP. The LQoLP 

consists of objective and subjective indicators of QoL and measures the adolescent’s satisfaction 

with different QoL domains. For the subjective QoL estimates, the domains ‘social participation’, 

‘health’, ‘family relations’, ‘living situation’, ‘safety’, and ‘finances’ were assessed using a 7-point 

Likert scale, ranging from ‘1 = could not be worse’ to ‘7 = could not be better’. The domains ‘positive 

esteem’ and ‘negative esteem’ were measured by means of a modified version of the Self-esteem 

Scale (Rosenberg, 1965), while the domains ‘framework’, and ‘fulfilment’ were assessed using a 

3-point Likert scale. The ‘framework’ scale measured the degree to which an adolescent could 

envision having a meaningful perspective in his life, and the ‘fulfilment’ scale measured whether the 

adolescent also had a set of life goals. Both scales were measured by the Life Regard Index (Debats, 

Van der Lubbe, & Wezeman, 1993). The following transformation was applied in order to compare 

the mean scale scores of the domains with 3-point response category to those with a 7-point 

response category: M’ = (M : 3) × 7 [M’ = transformed mean score; M = raw mean scale score]. The 

psychometric properties of the LQoLP have been demonstrated to be good (Oliver, Huxley, Priebe, & 

Kaiser, 1997; Van Nieuwenhuizen, Schene, Boevink, & Wolf, 1998; Van Nieuwenhuizen et al., 2001).

Data analyses

The stability and change of subjective QoL over time was analyzed using multilevel growth curve 

analyses. As mentioned, the current study has a longitudinal study design with four waves of data 

collection. Every participant has been approached to participate four times, which creates repeated 

measures for individuals. Therefore, the current multilevel analyses have two levels: one level for 

the repeated measures (four waves of measures for all participants; between subjects level) and 

one level for the measures within individuals (four waves of measures within each individual; within 

subject level). For the estimation of the multilevel model, mean scores of the domains of the LQoLP 

were used. 

First, because the current study used repeated measures for all individuals, the covariance 

structure was tested using Akaike’s Information Criterion (AIC). AIC is a goodness-of-fit measure 

that takes the number of tested parameters into account. A decrease in the AIC-value assumed a 

better fit of the model. We ran the models with different covariance structures and we chose the 

unstructured covariance matrix since this covariance structure improved the fit of the model best. 

Hence, using the unstructured covariance matrix, the random effects could be tested. 
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Second, for each QoL domain of the LQoLP, we tested nested multilevel models. The baseline 

model is the most concise model and consisted of intercept, time, discharge, and duration of secure 

residential care at Time 1 at the fixed effect model, and intercept and slope of time at the random 

effect model. Besides the fixed and the random parameters of the baseline model, the more 

extensive model also included an interaction effect of discharge x time, a quadratic effect of time or 

an interaction effect of discharge x quadratic time to the fixed effect model. For every separate QoL 

domain, the likelihood ratio test was used to compare the nested models to decided which fixed 

effects of the extensive model were a significant addition to the baseline model (Snijders & Bosker, 

2012). All statistical analyses were performed using SPSS 19.

results

Group characteristics

Table 1 represents the characteristics of the total study sample divided over the four waves of 

measurement. Adolescents had a mean age of 16.8 years (SD = 0.9) at Time 1, 17.2 years (SD = 

1.0) at Time 2, and 17.7 years (SD = 1.0) at Time 3. At Time 4, the adolescents still admitted had a 

mean age of 18.6 years (SD = 1.1), while those who had been discharged had a mean age of 18.3 

years (SD = 0.9). Seven adolescents (4.1%) had a job at Time 1, compared with 22 of the discharged 

adolescents (36.7%) at Time 4. Psychiatric disorders were only assessed at Time 1 and are therefore 

not included in Table 1. A disruptive behavior disorder (DBD: N = 102; 59.3%) was the most common 

psychiatric disorder. Furthermore, an autism spectrum disorder (ASD: N = 42; 24.4%), attention 

deficit hyperactivity disorder (ADHD: N = 39; 22.7%), reactive attachment disorder (RAD: N = 16; 

9.3%) and intellectual disability (ID: N = 36; 20.9%) were other diagnosed psychiatric disorders. 

Multilevel growth curve analyses

With regard to the fixed effects (between subjects level), all subjective QoL domains showed a 

significant intercept, which indicates that the mean of the subjective QoL domains at Time 1 was 

significantly different from 0. Furthermore, with regard to the random effects (within subject level), 

all subjective QoL domains showed significant variance around the intercept, which indicates that 

individual variation in mean subjective QoL ratings existed at Time 1 (see Table 2; e.g., subjective 

QoL domain health: vari = .24 (95% CI = .13 - .44), p = .002). Social participation and finances showed 

significant variance around the slopes, which means there was variation between individuals in level 

of change over time for these domains (social participation: vars = .03 (95% CI = .01 - .08), Wald Z 

= 2.08, p = .038; finances: vars = .16 (95% CI = .06 - .39), Wald Z = 2.19, p = .029). Table 2 shows 

the fixed and random effects of the subjective QoL domains. Only the fixed effects will be further 

elaborated on.
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Stability and change over time

Following our first research question, the subjective QoL domains health, framework, safety, 

negative esteem, and fulfilment showed no significant change over time. Satisfaction with health 

and framework were stable over time for both the admitted and discharged adolescents. The mean 

score for health at Time 1 was 5.43 and no significant effects of duration of stay in secure residential 

care, discharge, or time were found. The mean score for framework at Time 1 was 6.35 and again 

no significant effects of duration of stay in secure residential care, discharge or time were found.

As can be seen in Figure 1, the subjective QoL domains positive esteem, family relations, 

social participation, living situation and finances changed significantly over time. Positive esteem 

showed similar change over time for admitted and discharged adolescents (Discharge: b = -.08 

(95% CI = -.19 - .03), p = .164). At Time 1, however, admitted adolescents had a mean of 6.65 and 

discharged adolescents had a mean of 6.57. Both groups of adolescents showed an increase over 

time (Time: b = .09 (95% CI = .04 - .13), p = .000). For the other four domains (i.e., family relations, 

social participation, living situation, and finances) change over time differed for the admitted and 

discharged adolescents. 

Table 1. Sample Characteristics

Time 1
Admitted
N = 172

Time 2
Admitted
N = 119

Time 3
Discharged

N = 76

Time 4
Admitted

N = 40

Time 4
Discharged

N = 60

Mean age at admission (SD) 16.1 (1.0) N/A N/A N/A N/A

Mean age at assessment (SD) 16.8 (0.9) 17.2 (1.0) 17.7 (1.0) 18.6 (1.1) 18.3 (0.9)

Mean duration of secure residential 
care in months (SD)

7.9 (7.5) 7.8 (7.7) 8.5 (8.2) 25.2 (8.4) N/A

LQoLP N (%) N (%) N (%) N (%) N (%)

Having an intimate relationship 50 (29.1) 37 (21.5) 24 (31.6) 7 (17.5) 28 (46.7)

Having a job 7 (4.1) 8 (4.7) 15 (19.7) 0 (0) 22 (36.7)

Having debts 51 (29.7) 33 (19.2) 21 (27.6) 15 (37.5) 21 (35.0)

Victim of violence < 12 months 60 (34.9) 34 (19.8) 20 (26.3) 12 (30.0) 18 (30.0)

Accused of an offence < 12 
months

106 (61.6) 55 (32.0) 35 (46.1) 19 (47.5) 25 (41.7)

Using medication due to 
psychiatric problems

37 (21.5) 29 (16.9) 23 (30.3) 12 (30.0) 8 (13.3)

Note: Age at admission, age at assessment and duration of secure residential care were assessed through file 
analysis; Variables measured with the LQoLP are dichotomous (yes/no).
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Effect of discharge

With regard to our second research question, seven subjective QoL domains were affected by the 

moment youths discharged from secure residential care (i.e., safety, negative esteem, fulfilment, 

family relations, social participation, living situation, and finances). Although the subjective QoL 

domains safety, negative esteem, and fulfilment did not show an overall change over time, a main 

effect of discharge was found. This indicates that discharged adolescents were more satisfied with 

these life domains. For safety, admitted adolescents had a mean of 5.81 and discharged adolescents 

had a mean of 6.09, only a main effect of discharge was found (Discharge: b = .29 (95% CI = .14 - .44), 

p = .000). For negative esteem, admitted adolescents had a mean of 6.38 and discharged adolescents 

had a mean of 6.60 (Discharge: b = .21 (95% CI = .04 - .38), p = .013). For fulfilment, admitted 

adolescents had a mean of 5.78 and discharged adolescents had a mean of 6.08 (Discharge: b = .30 

(95% CI = .11 - .50), p = .002). 

For four subjective QoL domains that changed over time, an interaction effect of discharge 

and time was found. At Time 1, admitted adolescents had a mean of 5.90 for family relations, and 

discharged adolescents had a mean of 6.48. Satisfaction with family relations showed a decrease 

over time that was dependent on time of discharge (Time: b = .02 (95% CI = -.08 - .12), p = .654, 

and Time x Discharge: b = -.42 (95% CI = -.72 - -.12), p = .007). Discharged youths were more 

satisfied with their family relations before they were discharged, but after their discharge their 

satisfaction decreased. At Time 1, admitted adolescents had a mean of 5.22 for social participation, 

and discharged adolescents had a mean of 6.09. Discharged adolescents showed a decrease in 

satisfaction dependent on time of discharge (Time: b = .02 (95% CI = -.05 - .09), p = .606, and Time 

x Discharge: b = -.19 (95% CI = -.35 - -.04), p = .015). At Time 1, admitted adolescents had a mean of 

3.38 for living situation, and discharged adolescents had a mean of 4.02. Both groups of adolescents 

showed an increase over time (Time: b = .42 (95% CI = .10 - .73), p = .010, and Time2: b = -.13 (95% 

CI = -.24 - -.02), p = .020). This increase was dependent on time of discharge (Time x Discharge: b = 

.47 (95% CI = .06 - .87), p = .025). At Time 1, admitted adolescents had a mean of 3.91 for finances, 

and discharged adolescents had a mean of 1.20. An increase in satisfaction was found dependent on 

time of discharge (Time: b = -.03 (95% CI = -.38 - .32), p = .869; Time2: b = -.03 (95% CI = -.15 - .09), 

p = .630; Time x Discharge: b = 2.68 (95% CI = .37 – 4.99), p = .023; Time2 x Discharge: b = -.54 (95% 

CI = -1.03 - -.05), p = .030). 

dIsCussIon

This study investigated the stability and change of subjective QoL among adolescents with severe 

psychiatric problems admitted to secure residential care. To the best of our knowledge, this is the 

first study that also took the development of subjective QoL after discharge into account. The 

findings of our study show that half of the measured subjective QoL domains remained stable over 
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time and the other half showed a change over time. For the subjective QoL domains that changed 

over time admitted adolescents were less satisfied than adolescents that were discharged. However, 

adolescents’ satisfaction with social participation, family relations and finances decreased in the 

period after discharge. In addition, overall mean subjective QoL domain scores were high, except 

for living situation and finances. These high mean scores were comparable with the subjective QoL 

scores found in another study of adolescents in secure residential care (Harder et al., 2011).

The subjective QoL domains health, framework, safety, negative esteem and fulfilment 

remained stable over time. Although admitted and discharged adolescents were equally satisfied 

with their health and could equally envision having a meaningful perspective in life, this was not 

the case for the other three domains. Adolescents who were discharged reported more frequently 
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Figure 1. Change over time in subjective QoL domains 
Note: In the figures the modeled scores over time for the QoL domains are separate for adolescents who were 
admitted during the study and for those adolescents who were discharged from secure residential care at 
Time 3. QoL domain ‘living situation(ij) = 3.41 + -0.004*duration of admissionj + 0.64*dischargedj + 0.42*timeij + 
0.47*timeij*dischargedj + -0.13*timeij*timeij. Numbers are the model regression coefficients.
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that they had a set of life goals compared to the admitted adolescents. The restricted environment 

of secure residential care might cause adolescents not to think about life goals that have to do with 

their life after leaving the facility. Admitted adolescents were also less satisfied with their safety 

than adolescents who were discharged. Their satisfaction might be decreased by the perception of 

a negative prison environment, or they might have experienced negative relations with correctional 

officers (Listwan, Sullivan, Agnew, Cullen, & Colvin, 2013). On the contrary, adolescents who 

remained admitted over time reported less negative esteem, indicating they experienced less feelings 

of failure and they felt less useless at times, compared with adolescents that were discharged. 

Discharged adolescents, on the other hand, had more feelings of failure, felt they had less to be 

proud of and experienced more feelings of uselessness at times. These negative feelings might be 

the result of adjustment problems they experienced after they left the structured environment of 

secure residential care. Harder and colleagues (2011) showed that almost all adolescents who were 

discharged from secure residential care experienced problems in the year following their departure. 

These problems might have had a negative effect on their self-esteem. Although admitted and 

discharged adolescents rated their negative esteem differently, for both groups their level of self-

esteem remained stable over time. This is in line with previous research showing that the majority 

of incarcerated adolescents succeed in stabilizing their self-esteem (Greve & Enzmann, 2003; Greve, 

Enzmann, & Hosser, 2001). 

Five subjective QoL domains changed over time (i.e., positive esteem, family relations, social 

participation, living situation, and finances). For four domains these changes differed for admitted 

and discharged adolescents. Discharged youths were more satisfied with their living situation, 

compared with admitted adolescents. Our results contradict those of Harder and colleagues 

(2011), who showed that adolescents specifically experienced problems concerning their living 

arrangements after they were discharged and therefore were less satisfied. However, the type of 

living arrangements might have influenced subjective QoL. Harder and colleagues (2011) found 

that more than a third (36.4%) of the adolescents from their study population stayed in (secure) 

residential care one year after their departure, half (50.0%) of the adolescents stayed with their 

parents and only few (13.6%) lived completely independent. In the current study, more (30.0%) 

adolescents were living independently, less than half (43.3%) were living with their parents, and a 

quarter (26.7%) of the adolescents still received some sort of support or assistance (e.g., residential 

care, including secure care) in their daily living. 

With regard to satisfaction with social participation, the admitted adolescents reported being 

less satisfied than the discharged adolescents. Although adolescents who were discharged initially 

reported a higher satisfaction than the admitted adolescents, their satisfaction declined after they 

left the facility. This decline in satisfaction could be explained by the absence of purposeful ways 

to spend the day after being discharged. During their stay in secure residential care, adolescents 

must abide by the rules and follow the daily program of the institution. This changes once they 
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are outside the facility, adolescents might contact friends they knew from before their admittance 

to secure residential care. Unstructured socializing with peers has been found to be a risk factor 

for delinquent behavior (Osgood, Wilson, O’Malley, Bachman, & Johnston, 1996), and might also 

decrease subjective QoL. Similarly, discharged adolescents reported being less satisfied with 

their family relations after they left the facility, although initially they were more satisfied than 

the adolescents who remained admitted. This is in line with the finding of Harder and colleagues 

(2011) that half of the adolescents from their sample experienced problems in the contact with 

their parents or their family in the year following their departure from secure residential care. 

Discharged adolescents reported being less satisfied with their finances before they left the 

facility, whereas their satisfaction increased when they knew their discharge was forthcoming. 

However, in the period after they left the facility, their satisfaction declined again. This decline is in 

line with the results of Harder and colleagues (2011) who showed that more than two-thirds (68.2%) 

of the adolescents in their study reported financial problems in the year following their departure 

from residential care. Nonetheless, almost half (41.7%) of them reported having received support 

for these problems (Harder et al., 2011). Of the adolescents who were discharged, only 36.7% had 

succeeded in finding employment, and therefore had a steady source of income. This high rate of 

unemployment might explain the decrease in satisfaction with finances in the period after these 

youths have left the facility. Verbruggen and colleagues (2012) also found low employment rates 

for adolescents who left juvenile justice institutions. Both employment and the financial situation 

of adolescents are important parts of the rehabilitation process. Lowered satisfaction with finances, 

combined with low employment rates, might be reason for concern once adolescents discharge 

from a secure facility.  

Limitations

There are several limitations that need consideration when interpreting the results reported here. 

First, not every adolescent participated in all phases of the study. Some adolescents were discharged 

after they had their first assessment, while others stayed in the facility for a longer period of time. 

These adolescents were not discharged during the course of this study. A second limitation is that 

other variables, which were not addressed in this study, might have influenced the subjective QoL 

of these adolescents, besides being discharged from secure residential care. Others, for instance, 

have found that sense of coherence is associated with subjective well-being (Moksnes et al., 2013; 

Neuner et al., 2011; Oztekin & Tezer, 2009). 

Clinical implications

The Good Lives Model has a dual focus on offender rehabilitation (Ward & Brown, 2004; Ward & 

Gannon, 2006). Rehabilitation should include reducing the risk of reoffending on the one hand, 

as well as enhancing an individuals’ QoL. High-risk youths that are dissatisfied with specific areas 



Chapter 2

49

2

of their lives might be triggered to persist in delinquent behavior after their discharge from the 

facility. Results of this study can offer more insight into the process of leaving secure residential 

care and moving toward a more independent living. During the process of rehabilitation, much 

effort is aimed at finding a suitable home, restoring contact with family members and at providing 

employment. Our findings show that satisfaction with a number of life domains continues to change 

in the period after adolescents have left the facility. Moreover, admitted and discharged adolescents 

reported differences in their satisfaction with certain life domains. At first adolescents that were 

discharged were more satisfied with their social participation, family relations and finances, but 

their satisfaction declines in the year they have left the facility. Therefore, it is important to provide 

ongoing guidance and support to monitor if these high-risk youths continue to succeed in making 

the transition to independent living. Knowing which areas of their lives adolescents are least 

satisfied about, can help clinicians in setting adequate treatment goals [41], and may also provide 

tools to guide these youths during the process of emotional adaptation after being discharged from 

secure residential care.
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abstraCt

This study investigated the longitudinal relation between general well-being and self-esteem of male 

adolescents with severe psychiatric problems. Moreover, the transition out of secure residential 

care was studied. Adolescents (N = 172) were assessed three times with six months between each 

assessment. The sample comprised adolescents who were admitted throughout the entire study (N 

= 116) and who had been discharged at six/twelve months follow-up (N = 56). General well-being 

and self-esteem were stable concepts over time. The relation between general well-being and self-

esteem differed for both groups. Among the admitted group general well-being as measured at Time 

2 positively predicted self-esteem at Time 3, and self-esteem negatively predicted general well-

being from Time 2 to Time 3. Among the discharged adolescents, self-esteem at Time 1 positively 

predicted general well-being at Time 2 and general well-being at Time 2 positively predicted self-

esteem at Time 3. Changing social contexts, as well as problems experienced during the transition 

out of secure care, might affect this relationship. 
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IntroduCtIon

Admission to secure residential care is a stressful event for adolescents and influences their general 

well-being and self-esteem (Greve, Enzmann, & Hosser, 2001; Harvey, 2007). Admission requires of 

an adolescent to adapt to life in a new environment and to deal with reduced feelings of safety and 

autonomy (Van der Laan & Eichelsheim, 2013). In addition, the transition out of secure residential 

care may also cause stress since this transition requires accountability, responsibility and self-

sufficiency of adolescents who have problems in multiple areas of their lives (Daining & DePanfilis, 

2007). Both general well-being and self-esteem play a role in the successful adjustment of people 

during transitions into and out of institutions (Diener, Suh, Lucas, & Smith, 1999; Harvey, 2007; 

Sykes & Matza, 1957), such as secure residential care. Lower well-being is related to maladaptive 

interactions with others (Furr & Funder, 1998), whereas higher well-being is associated with 

decreased likelihood of using alcohol and drugs (Zullig, Valois, Huebner, Oeltmann, & Drane, 2001) 

and less violent behavior (MacDonald, Piquero, Valois, & Zullig, 2005). A low self-esteem also 

relates to problematic externalizing behavior (Donnellan, Trzesniewski, Robins, Moffitt, & Caspi, 

2005; F. Rosenberg, M. Rosenberg, & McCord, 1978; M. Rosenberg, Schooler, & Schoenbach, 1989). 

Adolescents who leave the structured environment of the institution experience stress (Webb & 

Maddox, 1986), which can contribute to a lower general well-being and self-esteem. Especially 

with regard to finances, school and living arrangements, many adolescents experience problems 

during the transition from secure care to independent living (Harder, Knorth, & Kalverboer, 2011). 

Nevertheless, the effect of stressful transitions, such as leaving secure residential care, on the 

relation between general well-being and self-esteem remains unclear. Thus, insight into the general 

well-being and self-esteem of institutionalized adolescents, and the effect of transitions on this 

relationship, is important. This is not least because these concepts play a role in the rehabilitation 

process, and in adaptation to life outside secure residential care (Barendregt, Van der Laan, Bongers, 

& Van Nieuwenhuizen, 2012). A better understanding of these concepts could help shape treatment 

and rehabilitation programmes in order to prevent reoffending or psychiatric relapse among 

adolescents discharged from secure residential care.

General well-being and self-esteem are both global evaluations of oneself, yet these evaluations 

are directed toward different parts of an individual’s life (Civitci & Civitci, 2009; Moksnes & Espnes, 

2013). General well-being refers to the experienced quality of an individual’s life as a whole (Diener, 

2000; Pavot & Diener, 1993). General well-being seems to be a relatively stable concept over the 

life course (Diener, 1994; Park, 2004; Suldo & Huebner, 2004). Stressful situations will influence 

general well-being in the short term (Harvey, 2007), but people seem to adapt quickly to new 

settings, a process that is not fully understood (Diener et al., 1999). Similarly, other stressful life 

events have an effect on the well-being of adolescents, and the actual impact depends on the type 

of life event (Luhmann, Hofmann, Eid, & Lucas, 2012). Self-esteem is specifically directed towards 
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the perceptions and evaluation of the individual himself (Civitci & Civitci, 2009; Moksnes & Espnes, 

2013). Although limited evidence consists pertaining to the stability and change of self-esteem, 

longitudinal studies found support for self-esteem to be a dynamic, rather than a static, construct 

(Baldwin & Hoffmann, 2002; Erol & Orth, 2011). Self-esteem may be affected by internal and 

external processes during adolescence (Erol & Orth, 2011; Moksnes & Espnes, 2013; Räty, Larsson, 

Söderfeldt, & Wilde Larsson, 2005). 

The well-being of admitted adolescents with multiple problems has been studied before 

(Biggam & Power, 1997; Harvey, 2007). Van der Laan and Eichelsheim (2013) found that positively-

experienced interactions with peers and daily activities were positively associated with the well-

being of juvenile offenders. Moreover, psychopathology (Adams, 1992) and inadequate coping 

(Ireland, Boustead, & Ireland, 2005) are negatively related to general well-being. Transitions from 

independent living to secure residential care, and the other way around, are found to be stressful 

and to affect well-being. Some studies indicate that in particular the first period in secure residential 

care is experienced as stressful to adolescents. This period is characterized by fear, insecurity and a 

lower general well-being (Biggam & Power, 1997). Other studies suggested that the final period of 

secure residential care, characterized by the transition to independent living, is also experienced as 

stressful (Daining & DePanfilis, 2007; Harvey, 2007). During re-entry to the community, adolescents 

are faced with new challenges and responsibilities. Particularly during the first period after discharge 

adolescents might experience difficulties since they have to get used to the absence of the structure 

and supervision of the institution (Chung, Schubert, & Mulvey, 2007). The stress that is caused by 

these experiences might lower their general well-being (Daining & DePanfilis, 2007). It is important 

to study the general well-being of adolescents with psychiatric problems in secure residential care, 

and the factors related to it, such as self-esteem, since it is expected that general well-being is a key 

feature in the rehabilitation process. 

Several studies have investigated self-esteem as a contributing factor in the (mental) health and 

well-being of adolescents (Karatzias, Chouliara, Power, & Swanson, 2006; Mann, Hosman, Schaalma, 

& De Vries, 2004; McGee & Williams, 2000; Trzesniewski et al., 2006). Among adolescents in general 

populations, low self-esteem is a risk factor for a broad range of psychiatric disorders, such as a 

depression or an anxiety disorder (Mann et al., 2004; Orth, Robins, & Roberts, 2008). Trzesniewski 

and colleagues (2006) showed that adolescents with low self-esteem were at increased risk of 

developing a depression and an anxiety disorder as adults, and were more likely to be dependent 

on tobacco as adults. Moreover, low self-esteem has been related to externalizing problems such 

as aggression, antisocial behavior and delinquency (Donnellan et al., 2005), and also problem 

eating, suicidal tendencies, poor economic prospects (McGee & Williams, 2000) and feelings of 

loneliness (Vanhalst, Luyckx, Scholte, Engels, & Goossens, 2013). Conversely, high self-esteem 

has been associated with academic success in the school domain, and it works as a protective 

factor in the development of depressive symptoms (Crocker, Moeller, & Burson, 2010; Mann et 
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al., 2004; Trzesniewski et al., 2006). Higher self-esteem might give adolescents the assertiveness 

to face challenges and failures, and give them the confidence to develop and maintain positive 

friendships with family and friends (Wing Lo, Cheng, Wong, Rochelle, & Kwok, 2011). In addition, 

self-esteem is positively related to happiness and general well-being (Karatzias et al., 2006; Mann 

et al., 2004; Moksnes & Espnes, 2013). It has been found that self-esteem is a significant factor in 

the maintenance of psychological health, functioning and well-being during adolescence (Birkeland, 

Melkevik, Holsen, & Wold, 2012; Boden, Fergusson, & Horwood, 2008; Orth, Robins, & Widaman, 

2012). However, little is known about the development of self-esteem of admitted adolescents with 

severe psychiatric problems and factors related to it, such as general well-being and the transition 

out of secure residential care. 

Only some studies have been done with regard to the effects of a transition out of secure 

residential care on general well-being and self-esteem. Most studies on discharge focused on the 

more practical issues that come with returning to the community. Harder and colleagues (2011) 

studied the experiences of a group of adolescents that left secure residential care and found that for 

some adolescents the departure from secure residential care came very suddenly and was poorly 

arranged. Daining and DePanfilis (2007) found that older adolescents, and those with lower perceived 

life stress, were better adjusted to living in the community. Furthermore, after the transition many 

youths experienced problems with regard to their finances, school and employment, and their living 

arrangements. Thus, studies have shown that the well-being of adolescents is affected by their 

admittance to secure residential care, and once they are discharged, they experience problems in 

their daily living. Self-esteem can be a contributing factor in the well-being of adolescents. However, 

whether a higher self-esteem contributes to a higher general well-being during the transition out 

of secure residential care is unknown. This would be interesting to study, since a higher general 

well-being and self-esteem might contribute to desistance from further delinquent behavior. It can 

be assumed that a higher well-being and self-esteem during the transition to independent living 

positively relate to each other, and also to better adjustment outcomes in the rehabilitation process, 

resulting in a lower chance of reoffending and psychiatric relapse (Barendregt et al., 2012). 

The aim of the present study was to determine the longitudinal relationship between general 

well-being and self-esteem of male adolescents with severe psychiatric problems admitted to 

secure residential care. Furthermore, the effect of the transition from secure residential care to 

independent living on the association between general well-being and self-esteem was investigated. 

The study sample comprised of a group of adolescents who were admitted during the entire study 

and a group of adolescents who were discharged either six or twelve months after the first interview. 

By comparing the two groups, the effect of a stressful transition on the association between general 

well-being and self-esteem can be studied. 
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method

Sample and recruitment

The sample consisted of 172 Dutch male adolescents with severe psychiatric problems. Inclusion 

criteria were as follows: (1) being male, (2) adolescents had to be between 16 and 18 years of age, 

(3) adolescents had to remain institutionalized for a minimum period of three months after the first 

assessment, and (4) adolescents had to have adequate Dutch language skills since they have to be 

able to read and understand the questionnaires and interviews. Furthermore, we only included 

male adolescents since female adolescents are far less sentenced under the Dutch juvenile criminal 

law. Ninety-seven (56.4%) adolescents were committed under the Dutch juvenile civil law because 

their development was at risk and their parents were not capable to help. Seventy-five (43.6%) 

adolescents were sentenced under the Dutch juvenile criminal law because they had committed 

serious criminal offences. Of the 172 adolescents, 63.4% were raised in a single-parent family, 57.6% 

had failed a grade, and 34.9% had been a victim of violence in the last 12 months. 

The present research has a longitudinal study design of which three waves of data were 

used, with six months between each successive assessment. The adolescents were divided into 

two groups. The first group consisted of adolescents who were admitted throughout the entire 

study (N = 116; 67.4%; ‘admitted group’) and the second group consisted of adolescents who were 

discharged after 6 or 12 months (N = 56; 32.6%; ‘discharged group’). The admitted adolescents were 

all assessed during their stay in residential care. The discharged juveniles were assessed outside 

the institution on the second or the third wave. The medical ethics committee for mental health 

institutions in the Netherlands gave its approval at the start of the study (Ref. no: NL29932.097.09 

CCMO). After verbal and written explanation of the study, written informed consent was obtained 

from each participant. For participants under the age of 18, parents were also asked for written 

informed consent. A total of 228 institutionalized adolescents were approached to participate in the 

study. Of these, 40 adolescents refused to participate or their parents did not sign informed consent, 

and 16 adolescents were unable to participate because they transferred to other institutions or 

were discharged before Time 1. The total response rate at Time 1 was 75.4%. The drop-out per time 

point for the admitted group is as follows: N = 27 (23.3%) in total on Time 2, and N = 53 (45.7%) 

in total on Time 3. For the discharged adolescents, there is only drop-out on Time 2, namely N = 2 

(3.6%) and no drop-out on Time 3.

To investigate the potential impact of attrition, we tested for differences on study variables 

between participants who completed the Time 1 assessment and participants who dropped out of 

the study after Time 1. Adolescents who dropped out of the study after the Time 1 assessment were 

significantly less often diagnosed with a conduct disorder (χ2 = 4.476, df = 1, p = .034). There were no 

other significant differences found between the participants and the drop outs. 
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Setting

Participants were admitted to ten secure residential care locations throughout the Netherlands, 

i.e., youth forensic psychiatric hospitals, child and adolescent psychiatric hospitals, orthopsychiatric 

institutions and youth detention centres. Secure residential care refers to the most intensive or 

restrictive type of youth care. Care, guidance and treatment are offered in a secured environment. 

Although adolescents from different treatment facilities were included, they shared comparable 

problems in multiple life domains, as well as a high prevalence of psychiatric problems. 

Measures

Background information was collected on all participants. Age, duration of secure residential care 

at the first assessment and DSM-IV-TR psychiatric disorders were assessed using file information. 

Number of life events was assessed by means of a checklist for life events, in which adolescents were 

asked whether they had ever experienced any of the 29 listed life events. Examples of life events 

are ‘death of a parent’, or ‘being physically abused by your parent(s)’. The following background 

variables were assessed using the Lancashire Quality of Life Profile (LQoLP; Harder et al., 2011; 

Van Nieuwenhuizen, Schene, & Koeter, 2002; Van Nieuwenhuizen, Schene, Koeter, & Huxley, 2001): 

having debts, being a victim of violence in the past year, and being accused of a crime in the past 

year. Finally self-report was used to measure divorce of parents, repeating a grade at school and 

having ever used drugs.

General well-being and self-esteem were measured at all three waves. To measure general 

well-being, two items of the Dutch Youth version of the Lancashire Quality of Life Profile (LQoLP) 

were used (Harder et al., 2011; Van Nieuwenhuizen et al., 2002; Van Nieuwenhuizen et al., 2001). 

Both at the beginning and at the end of the LQoLP the same question was asked (i.e., ‘How do 

you rate your life as a whole?’), that rated the participants’ general well-being at that moment. 

Adolescents scored these two items (rT1 = .445, p = .000) by means of the Life Satisfaction Scale, 

which is a 7-point response scale ranging from ‘1 = can’t be worse’, ‘2 = displeased’, ‘3 = mostly 

dissatisfied’, ‘4 = mixed (more or less equally satisfied/dissatisfied)’, ‘5 = mostly satisfied’, ‘6 = 

pleased’, and ‘7 = can’t be better’ (Van Nieuwenhuizen et al., 2001). These two subjective items 

of the LQoLP were combined to an average general well-being score (Van Nieuwenhuizen, Schene, 

Boevink, & Wolf, 1998). A higher score indicates a higher perceived general well-being.

The ‘global self-worth scale’ of the Self Perception Profile for Adolescents (SPPA) was used 

to assess level of self-esteem (Harter, 1988; Treffers et al., 2002). The SPPA is a standardized self-

report questionnaire to measure perceived competence and skills in specific life domains (Harter, 

1988). The ‘global self-worth scale’ pertained to individuals’ global evaluation and appreciation of 

themselves (Treffers et al., 2002). A higher score indicates a higher self-esteem.
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Data analyses

Multi-group cross-lagged regression analyses were performed in order to measure the reciprocal 

relation between general well-being and self-esteem (Bateman & Strasser, 1983). The final step 

was to test if the cross-lagged regression coefficients of the admitted group significantly differed 

from the cross-lagged regression coefficients of the discharged group, and vice versa (Paternoster, 

Brame, Mazerolle, & Piquero, 1998). The cross-lagged regression model gives an estimate of (1) the 

correlations between general well-being and self-esteem (r), (2) the stability coefficients (β) (or auto 

regression coefficients), and (3) the cross-lagged regression coefficients (γ). In addition, general 

well-being and self-esteem have error terms at Time 2 and Time 3. Correlations between the error 

terms of general well-being and self-esteem at Time 2 and Time 3 were included in case of possible 

misspecifications of the model. The cross-lagged models are corrected for ‘type of measure’ (i.e., 

Dutch juvenile civil law or Dutch juvenile criminal law). 

The significance of the cross-lagged paths was tested in a stepwise manner. First, the most 

parsimonious models in which no cross-lagged structural paths existed (M1A and M1B: representing 

the stability models) were tested. Second, the models with cross-lagged structural paths from Time 

1 general well-being to Time 2 self-esteem, and from Time 2 general well-being to Time 3 self-

esteem (M2A and M2B) were tested. Third, the models with cross-lagged structural paths from Time 1 

self-esteem to Time 2 general well-being and from Time 2 self-esteem to Time 3 general well-being 

(M3A and M3B) were tested. Finally, the least parsimonious models with cross-lagged structural paths 

from Time 1 general well-being to Time 2 self-esteem, from Time 1 self-esteem to Time 2 general 

well-being, from Time 2 general well-being to Time 3 self-esteem, and from Time 2 self-esteem to 

Time 3 general well-being were tested (M4A and M4B: representing reciprocal effects). 

For each of the four models a multi-group analysis was performed in which two models were 

tested, one model with constrained cross-lagged regression coefficients between the two groups 

(M1A, M2A, M3A, M4A) and another with unconstrained cross-lagged regression coefficients between 

the two groups (M1B, M2B, M3B, M4B). In order to evaluate the model fit of the cross-lagged model, 

we used the Chi-square test, TLI (Tucker Lewis Index), CFI (Comparative Fit Index) and RMSEA (Root-

Mean-Square Error of Approximation). The following values indicated a good model fit: χ² > .05, 

TLI > .95, CFI > .90 and RMSEA <.05 (Hu & Bentler, 1999). Next, the models were compared with 

each other by means of a Chi-square difference test. This was done in order to determine whether 

the addition or deletion of additional constraints in the model was a significant improvement or 

deterioration of the model. The best-fitting model is described in the results (see also Figure 1). Data 

analyses were performed using SPSS 19.0 (Statistical Package for the Social Sciences) and Mplus 

version 5.2 (Muthén & Muthén, 2007). 
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results

Group characteristics

Table 1 represents the baseline characteristics of the total study sample and the baseline 

characteristics of both groups of adolescents. Mean age at admission for the ‘admitted’ group was 

16.1 years (SD = 1.1) and for the ‘discharged’ group 15.9 years (SD = 0.8). Mean length of duration at 

the first measurement was 7.6 months (SD = 7.1) for the ‘admitted’ group and 8.7 months (SD = 8.3) 

for the ‘discharged’ group. A disruptive behavior disorder (DBD) was the most common psychiatric 

disorder for both groups. The adolescents had experienced on average nine life events from our 

list, with the death of a significant person and having problems at school as the most common 

life events. No significant differences were found in age at time of admission, duration of secure 

residential care at Time 1, psychopathology, number of life events, having debts, having divorced 

parents, having repeated a grade, being victim of violence in the past year, being accused of a crime 

in the past year and having ever used drugs. No significant differences on mean general well-being 

and mean self-esteem were found between both groups on all three measurement moments. 

Cross-lagged models

As previously noted, in the multi-group cross-lagged regression analyses four models were tested 

for both groups separately. Table 2 shows an overview of the model comparisons. Figure 1 visualizes 

the cross-lagged models for both groups. Based on the interpretation of the fit indices it was decided 

that the unconstrained models (M1B, M2B, M3B and M4B) fit the data best. The chi-square difference 

test between the stability model and the model with all cross-lagged structural paths was significant 

(M1B vs. M4B: Δχ2(8) = 35.31, p < .001). In addition, model fit did improve if cross-lagged structural 

paths were added to the reversed paths (M2B vs. M4B: Δχ2(4) = 14.12, p < .005; M3B vs. M4B: Δχ2(4) 

= 19.17, p < .001). Overall, in terms of chi-square relative to the degrees of freedom, model M4B 

showed the best fit of all competing models and will therefore be further described. 

For the ‘admitted’ group of M4B, significant stability coefficients (β) were found between 

general well-being at Time 1 and Time 2 (β = .52, p < .001) and between general well-being at 

Time 2 and Time 3 (β = .73, p < .001). These effects were also found for self-esteem at Time 1 and 

Time 2 (β = .67, p < .001) and for self-esteem at Time 2 and Time 3 (β = .45, p < .001). Furthermore, 

significant correlations (r) were found between general well-being and self-esteem at Time 1 (r 

= .36, p < .001) and at Time 2 (r = .27, p < .01). Significant cross-lagged regression coefficients (γ) 

were found between Time 2 general well-being and Time 3 self-esteem (γ = .31, p < .01) and Time 

2 self-esteem and Time 3 general well-being (γ = -.24, p < .01), indicating that general well-being at 

Time 2 is a significant predictor of self-esteem at Time 3. Also, self-esteem at Time 2 is a significant 

predictor of general well-being at Time 3. 
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For the ‘discharged’ group of M4B, significant stability coefficients (β) were found between 

general well-being at Time 1 and Time 2 (β = .44, p < .001) and between general well-being at Time 2 

and Time 3 (β = .40, p < .05). These effects were also found for self-esteem at Time 1 and Time 2 (β = 

.58, p < .001) and for self-esteem at Time 2 and Time 3 (β = .30, p < .05). Also, significant correlations 

(r) were found between general well-being and self-esteem at Time 1 (r = .47, p < .001) and at Time 

3 (r = .45, p < .01). Significant cross-lagged regression coefficients (γ) were found between Time 1 

self-esteem and Time 2 general well-being (γ = .30, p < .05) and between Time 2 general well-being 

and Time 3 self-esteem (γ = .51, p < .001). Thus, self-esteem at Time 1 is predictive of general well-

being at Time 2 and general well-being at Time 2 is predictive of self-esteem at Time 3. 

Figure 1. Cross-lagged regression model (M4B) of general well-being and self-esteem
Note: * p < .05, ** p < .01, *** p < .001; Model fit: χ2 = 26.219, p = .05, TLI = .898, CFI = .961, RMSEA = .086; Solid 
lines represent significant paths and dashed lines represent non-significant paths; Values shown are standard-
ized coefficients; To keep the figure simple, estimates of error variances and covariances are not shown; For the 
discharged group, adolescents were discharged at Time 2 or Time 3.

Time 1
General well-being

Time 2
General well-being

Time 3
General well-being

Time 1
Self-esteem

Time 2
Self-esteem

Time 3
Self-esteem

Model for the admitted group

Time 1
General well-being

Time 2
General well-being

Time 3
General well-being

Time 1
Self-esteem

Time 2
Self-esteem

Time 3
Self-esteem

Model for the discharged group

.52*** .73***

.67*** .45***

.44*** .40*

.58*** .30*

.36*** .27** .12

.47*** .22 .45**

-.05 .01 .31** -.24**

.05 .30* .51*** .24
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Table 1. Sample characteristics of the total group and of the admitted and discharged groups

Total group

N = 172

Admitted 
group

N = 116

Discharged 
group
N = 56

t / χ2

Mean age at admission (SD) 16.1 (1.0) 16.1 (1.1) 15.9 (0.8) t (170) = 1.641

Mean duration of secure residential 
care at Time 1 in months (SD)

7.9 (7.5) 7.6 (7.1) 8.7 (8.3) t (170) = -.952

Type of measure (%)

Dutch juvenile civil law 97 (56.4) 54 (46.6) 43 (76.8) χ2 (1) = 14.039*

Dutch juvenile criminal law 75 (43.6) 62 (53.4) 13 (23.2)

DSM-IV-TR (%)

ASD 42 (24.4) 27 (23.3) 15 (26.8) χ2 (1) = .252

ADHD 39 (22.7) 28 (24.1) 11 (19.6) χ2 (1) = .435

DBD 102 (59.3) 70 (60.3) 32 (57.1) χ2 (1) = .160

RAD 16 (9.3) 8 (6.9) 8 (14.3) χ2 (1) = 2.444

ID 36 (20.9) 26 (22.4) 10 (17.9) χ2 (1) = .474

Mean no. of life events (SD) 9.1 (4.3) 9.0 (4.2) 9.3 (4.5) t (160) = -.387

Having debts (%) 51 (29.7) 35 (30.2) 16 (28.6) χ2 (1) = .046

Divorced parents (%) 109 (63.4) 74 (63.8) 35 (62.5) χ2 (1) = .004

Repeating a grade (%) 99 (57.6) 68 (58.6) 31 (55.4) χ2 (1) = .006

Victim of violence, past year (%) 60 (34.9) 40 (34.5) 20 (35.7) χ2 (1) = .025

Accused of a crime, past year (%) 106 (61.6) 69 (59.5) 37 (66.1) χ2 (1) = .693

Used drugs (lifetime) (%) 141 (82.0) 95 (81.9) 46 (82.1) χ2 (1) = .471

Mean general well-being (SD)

Time 1 4.6 (1.2) 4.6 (1.3) 4.7 (1.1) t (169) = -.405

Time 2 5.1 (1.1) 5.0 (1.2) 5.1 (0.9) t (140) = -1.150

Time 3 5.0 (1.1) 4.9 (1.2) 5.3 (0.9) t (89) = -1.411

Mean self-esteem (SD)

Time 1 16.0 (3.1) 15.8 (3.4) 16.3 (2.6) t (139) = -1.023

Time 2 16.2 (2.9) 16.3 (2.9) 16.1 (3.0) t (141) = .220

Time 3 16.2 (2.8) 16.1 (3.1) 16.4 (2.2) t (89) = -.458

N 

Time 1 172 116 56

Time 2 143 89 54

Time 3 91 63 28

Note: * p < .001; Data are means (SD) or numbers (%); ASD = autism spectrum disorder; ADHD = attention deficit 
hyperactivity disorder; DBD = disruptive behavior disorder; RAD = reactive attachment disorder; ID = intellectual 
disability; Because of comorbidity, DSM-IV-TR N ≥ 172 for the total group, n ≥ 116 for the admitted group and n 
≥ 56 for the discharged group; Response scales ranged from 1 to 7 for the measure of general well-being; Signifi-
cant group differences were calculated for the admitted and discharged groups of adolescents. 
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The cross-lagged regression coefficients from Time 1 to Time 2 were not significantly different 

between the discharged group and the admitted group. The cross-lagged regression coefficients 

from Time 2 to Time 3 were significantly different, however (cross-lagged path from Time 2 general 

well-being to Time 3 self-esteem, z = -4.93; Time 2 self-esteem to Time 3 general well-being z = 

-2.42).

dIsCussIon

The aim of the present study was to investigate the longitudinal relationship between general well-

being and self-esteem among adolescents with severe psychiatric problems in secure residential 

care. Furthermore, the effect of the transition from secure residential care to independent living 

on the longitudinal association between general well-being and self-esteem was studied. A group 

of adolescents who were institutionalized during all three waves were compared with a group of 

adolescents who experienced a transition to independent living between waves two and three. 

Adolescents who were admitted during the entire study did not differ from those who were 

Table 2. Goodness of fit indices and chi-square difference tests of nested structural models of general well-being 
and self-esteem

Coefficients

Model χ2 df TLI CFI RMSEA Models Δ χ2 Δ df

M1A 67.606 31 .812 .862 .117 M1A vs. M2A 18.07*** 2

M1A vs. M3A 2.78 2

M1A vs. M4A 21.35*** 4

M1B 60.083 24 .761 .864 .132 M1B vs. M2B 21.19*** 4

M1B vs. M3B 16.14** 4

M1B vs. M4B 35.31*** 8

M2A 49.533 29 .888 .922 .091 M2A vs. M3A 15.29 0

M2A vs. M4A 3.28 2

M2B 38.883 20 .850 .929 .105 M2B vs. M3B 5.05 0

M2B vs. M4B 14.12** 4

M3A 64.842 29 .804 .864 .120 M3A vs. M4A 18.57*** 2

M3B 43.943 20 .810 .909 .118 M3B vs. M4B 19.17*** 4

M4A 46.272 27 .887 .927 .091

M4B 24.766 16 .913 .967 .080

Note: * p < .005, ** p < .001; M1A, M2A, M3A and M4A are the constrained models and M1B, M2B, M3B and M4B are the 
unconstrained models; M1 = no cross-lagged paths; M2 = general well-being to self-esteem; M3 = self-esteem to 
general well-being; M4 = both cross-lagged paths; TLI = Tucker-Lewis Index; CFI = Comparative Fit Index; RMSEA 
= Root-Mean-Square Error of Approximation.
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discharged on mean general well-being and mean self-esteem. However, they did show different 

longitudinal relationships between general well-being and self-esteem. The current results support 

the importance of distinguishing between the development of general well-being and self-esteem 

among adolescents. The significance of the cross-lagged effects shows that, in line with previous 

research, self-esteem has a unique amount of variance that prospectively predicts subsequent 

levels of general well-being. However, the current results also showed that general well-being 

prospectively predicts subsequent levels of self-esteem.

For admitted and discharged adolescents, general well-being and self-esteem were found to 

be stable over time. With regard to general well-being these results contradict other studies that 

found high levels of stress during transitions into custodial settings (see e.g., Brown & Ireland, 2006; 

Ireland et al., 2005; Van der Laan & Eichelsheim, 2013), even though these results were mainly 

based on cross sectional data. Using a longitudinal design, Harvey (2007) found that general well-

being of young adult prisoners stabilized after a period of time to their base rate levels. Tomyn 

and Cummins (2011) also found that the subjective well-being of adolescents was relatively stable. 

With regard to self-esteem this finding contradicts the findings from other longitudinal studies, 

which found self-esteem to be a dynamic concept (Baldwin & Hoffmann, 2002; Erol & Orth, 2011). 

However, these studies were done among general populations of adolescents and young adults. 

Greve and colleagues (Greve & Enzmann, 2003; Greve et al., 2001) specifically studied the self-

esteem of incarcerated adolescents and found that the majority of incarcerated adolescents 

succeeded in stabilizing their self-esteem. The current findings provide support for the stability of 

self-esteem among institutionalized adolescents, even though they have to live in a restrictive and 

possibly hostile environment. Accordingly, the stability of general well-being and self-esteem over 

time for both groups of juveniles could indicate that adolescents can adapt relatively quickly to new 

settings, such as secure residential care (see e.g., Diener et al., 1999).

Both groups of adolescents however, showed a different longitudinal relationship between 

general well-being and self-esteem. For the group of admitted adolescents, self-esteem negatively 

predicted general well-being, whereas within the general population a positive relation has been 

found (Karatzias et al., 2006; Mann et al., 2004). Contrary to other studies, that showed that self-

esteem could be seen as a protective factor that contributes to general well-being (Crocker et al., 

2010; Karatzias et al., 2006; Mann et al., 2004), the current results reveal a negative association 

between self-esteem and general well-being among the still admitted adolescents. A possible 

explanation might be found in the studies that have been done with regard to the relation between 

self-esteem, narcissism and violent behavior (Baumeister, Bushman, & Campbell, 2000; Baumeister, 

Smart, & Boden, 1996; Bushman & Baumeister, 1998; Perez, Vohs, & Joiner, 2005). According to 

Baumeister and colleagues (1996; 1998), problem behavior occurs from a discrepancy between 

a favourable self-image and an external assessment that is much less favourable. Individuals with 

a high self-esteem and/or an inflated self-image might become aggressive when they receive 
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feedback that contradicts their favourable self-image. Thus, these researchers argue that a high 

self-esteem does not always contribute to positive outcomes, but may also relate to less favourable 

outcomes. In the current study, admitted adolescents show stable and relatively high levels of self-

esteem. In line with previous reasoning, a higher self-esteem might also be associated with a lower 

general well-being, as a result of a discrepancy between an adolescent’s self-image and the external 

feedback that he receives while being admitted to secure residential care. This potentially causes a 

lower perceived well-being, since other tendencies to cope with this discrepancy, such as acting out 

in an aggressive manner, are limited due to the restricted environment in which adolescents reside, 

their general well-being might decrease. 

Among discharged adolescents the results showed that in the period before departure from 

secure residential care, a higher self-esteem predicted a higher general well-being. After discharge 

from secure residential care, however, self-esteem no longer predicts general well-being. After 

adolescents left secure residential care, a higher general well-being predicted a higher self-esteem. 

It seems that once adolescents leave the structured environment of the institution, other factors, 

such as a different psychosocial context (Boden et al., 2008), will come into play that will determine 

their well-being. The living environment of discharged adolescents changes and they gain more 

autonomy, allowing more space for social interactions with family and peers and physical activities 

such as sports, all related to the development of general well-being (Park, 2004). In addition, the 

transition out of secure residential care requires responsibility and self-sufficiency of adolescents, 

and they need to adapt to a life outside the institution. Research showed that most adolescents 

experience problems during this process, which might be the result of the lack of preparation that 

they received before they leave secure residential care (Baltodano, Platt, & Roberts, 2005; Harder et 

al., 2011). These changes and difficulties which concur with the departure from secure residential 

care, might have affected the general well-being and self-esteem of adolescents. 

The current study has several strengths, including the longitudinal design and the focus on the 

reciprocal association between general well-being and self-esteem. However, several limitations 

need to be taken into consideration when interpreting the results reported here. First, admitted 

adolescents with severe psychiatric problems and multiple problems in other life domains were 

studied. The results found in this high-risk group of youth may not generalize to other populations of 

adolescents with or without psychiatric problems. Second, variation exists in the living arrangements 

of the adolescents after their discharge from secure residential care. The specific living arrangements 

might have influenced general well-being. Harder, Knorth and Kalverboer (2011) investigated a 

similar population in the Netherlands and found that more than a third of the adolescents had 

returned to residential care one year after their departure, half of the adolescents stayed with their 

parents, and relatively few adolescents lived completely independently. Finally, adolescents were 

not randomly assigned to the groups, whereby other factors might have influenced the outcomes. 

Furthermore, adolescents were included from different secure residential care settings throughout 
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the Netherlands. Within identical secure residential care settings treatment programs and treatment 

outcomes are comparable. This was tested in the current study by using institution as a confounding 

variable. Therefore, data was not treated as nested and no multilevel analyses were performed.

In conclusion, despite the aforementioned limitations, the current study gives insight into 

the longitudinal relation between general well-being and self-esteem of adolescents with severe 

psychiatric problems in secure residential care, and the effect of the transition to independent 

living on this relation. The overall results of this longitudinal study show that among admitted and 

discharged adolescents the levels of general well-being and self-esteem are relatively stable over 

time. The longitudinal relation between general well-being and self-esteem differs for both groups 

of adolescents, however. Among the admitted adolescents no longitudinal associations were found 

between Time 1 and Time 2, whereas from Time 2 to Time 3 general well-being positively predicted 

self-esteem and self-esteem negatively predicted general well-being. Among the discharged 

adolescents, self-esteem at Time 1 positively predicted general well-being at Time 2 and general 

well-being at Time 2 positively predicted self-esteem at Time 3. These latter results are in line with 

previous research findings, which showed that higher self-esteem is related to happiness and higher 

well-being (Karatzias et al., 2006; Mann et al., 2004). The findings indicate that among adolescents 

with severe psychiatric problems admitted to secure residential care, a higher self-esteem does not 

automatically contribute to a higher general well-being. Studies that have been done within the 

general population showed that self-esteem can be a protective factor against a variety of physical 

and mental health problems. However, the context in which this relation has been studied differs 

from the context of secure residential care. Possibly as a result of the restricted environment of 

secure care institutions, different relations were found between self-esteem and general well-being. 

Feelings of fear, insecurity and stress that adolescents experience while residing in secure residential 

care might have contributed to our findings.

It can be expected that adolescents particularly experience adjustment problems in the 

first few months after they were discharged. Nonetheless, the length of the follow-up should 

be taken into account. The current study had a relatively short follow-up and the adjustment 

process of adolescents might continue after our final assessment. Other factors might come into 

play after a few months, such as renewed contact with (delinquent) peers which can affect the 

relation between general well-being and self-esteem. Moreover, since the studied population of 

adolescents experience severe psychiatric problems, future research should examine whether 

these adolescents succeed in making the transition from being admitted to secure residential 

care to living independent again. Both self-esteem and general well-being are key features in the 

adaptation to life outside secure residential care. It should be further studied whether these can 

contribute to a better adjustment of adolescents after they leave the structured environment of 

secure care. A higher general well-being is a concern in the treatment of admitted adolescents 

with severe psychiatric problems, but it is also an important factor in the rehabilitation of these 
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youths. Therefore, information on how general well-being and self-esteem relate over time might 

give implications on how to positively change them during treatment in secure residential care. 

These findings suggest that the longitudinal association between self-esteem and general well-

being among institutionalized adolescents is not stable over time and is affected by discharge from 

secure residential care.



Chapter 3

69

3

referenCes
Adams, K. (1992). Adjusting to prison life. Crime & Justice, 16, 275-360. 

Baldwin, S. A., & Hoffmann, J. P. (2002). The dynamics of self-esteem: A growth-curve analysis. Journal of Youth 
and Adolescence, 31(2), 101-113. 

Baltodano, H. M., Platt, D., & Roberts, C. W. (2005). Transition from secure care to the community: Significant 
issues for youth in detention. The Journal of Correctional Education, 56(4), 372-388. 

Barendregt, C. S., Van der Laan, A. M., Bongers, I. L., & Van Nieuwenhuizen, Ch. (2012). Explaining reoffending 
and psychiatric relapse in youth forensic psychiatry from a good lives model perspective. In T. I. Oei & M. S. 
Groenhuijsen (Eds.), Progression in forensic psychiatry (pp. 415-434). Deventer: Kluwer.

Bateman, T. S., & Strasser, S. (1983). A cross-lagged regression test of the relationship between job tension and 
employee satisfaction. Journal of Applied Psychology, 68(3), 439-445. 

Baumeister, R. F., Bushman, B. J., & Campbell, W. K. (2000). Self-esteem, narcissism, and aggression: Does 
violence result from low self-esteem or from threatened egotism? Current Directions in Psychological 
Science, 9(1), 26-29. 

Baumeister, R. F., Smart, L., & Boden, J. M. (1996). Relation of threatened egotism to violence and aggression: 
The dark side of high self-esteem. Psychological Review, 103(1), 5-33. 

Biggam, F. H., & Power, K. G. (1997). Social support and psychological distress in a group of incarcerated young 
offenders. International Journal of Offender Therapy and Comparative Criminology, 41(3), 213-230. 

Birkeland, M. S., Melkevik, O., Holsen, I., & Wold, B. (2012). Trajectories of global self-esteem development 
during adolescence. Journal of Adolescence, 35(1), 43-54. 

Boden, J. M., Fergusson, D. M., & Horwood, L. J. (2008). Does adolescent self-esteem predict later life outcomes? 
A test of the causal role of self-esteem. Development and Psychopathology, 20(1), 319-339. 

Brown, S. L., & Ireland, C. A. (2006). Coping style and distress in newly incarcerated male adolescents. Journal of 
Adolescent Health, 38(6), 656-661. 

Bushman, B. J., & Baumeister, R. F. (1998). Threatened egotism, narcissism, self-esteem, and direct and displaced 
aggression: Does self-love or self-hate lead to violence? Journal of Personality and Social Psychology, 75(1), 
219-229. 

Chung, L., Schubert, C. A., & Mulvey, E. P. (2007). An empirical portrait of community re-entry among serious 
juvenile offenders in two metropolitan cities. Criminal Justice and Behavior, 34(11), 1402-1426. 

Civitci, N., & Civitci, A. (2009). Self-esteem as mediator and moderator of the relationship between loneliness 
and life satisfaction in adolescents. Personality and Individual Differences, 47(8), 954-958. 

Crocker, J., Moeller, S., & Burson, A. (2010). The costly pursuit of self-esteem. Implications for self-regulation. In 
R. H. Hoyle (Ed.), Handbook of personality and self-regulation (pp. 403-429): Blackwell Publishing.

Daining, C., & DePanfilis, D. (2007). Resilience of youth in transition from out-of-home care to adulthood. 
Children and Youth Services Review, 29(9), 1158-1178. 

Diener, E. (1994). Assessing subjective well-being - Progress and opportunities. Social Indicators Research, 31(2), 
103-157. 

Diener, E. (2000). Subjective well-being: The science of happiness and a proposal for a national index. American 
Psychologist, 55(1), 34-43. 

Diener, E., Suh, E. M., Lucas, R. E., & Smith, H. L. (1999). Subjective well-being: Three decades of progress. 
Psychological Bulletin, 125(2), 276-302. 

Donnellan, M. B., Trzesniewski, K. H., Robins, R. W., Moffitt, T. E., & Caspi, A. (2005). Low self-esteem is related to 
aggression, antisocial behavior, and delinquency. Psychological science, 16(4), 328-335. 



70

Chapter 3

Erol, R. Y., & Orth, U. (2011). Self-esteem development from age 14 to 30 years: A longitudinal study. Journal of 
Personality and Social Psychology, 101(3), 607-619. 

Furr, R. M., & Funder, D. C. (1998). A multimodal analysis of personal negativity. Journal of Personality and Social 
Psychology, 74(6), 1580-1591. 

Greve, W., & Enzmann, D. (2003). Self-esteem maintenance among incarcerated young males: Stabilisation 
through accommodative processes. International Journal of Behavioral Development, 27(1), 12-20. 

Greve, W., Enzmann, D., & Hosser, D. (2001). The stabilization of self-esteem among incarcerated adolescents: 
Accommodative and immunizing processes. International Journal of Offender Therapy and Comparative 
Criminology, 45(6), 749-768. 

Harder, A. T., Knorth, E. J., & Kalverboer, M. E. (2011). Transition secured? A follow-up study of adolescents who 
have left secure residential care. Children and Youth Services Review, 33(12), 2482-2488. 

Harter, S. (1988). Manual for the self-perception profile for adolescents. Denver: CO: University of Denver.

Harvey, J. (2007). Young men in prison. Surviving and adapting to life inside. Portland, OR: Willian Publishing.

Hu, L. T., & Bentler, P. M. (1999). Cutoff criteria for fit indexes in covariance structure analysis: Conventional 
criteria versus new alternatives. Structural Equation Modeling - A Multidisciplinary Journal, 6(1), 1-55. 

Ireland, J. L., Boustead, R., & Ireland, C. A. (2005). Coping style and psychological health among adolescent 
prisoners: A study of young and juvenile offenders. Journal of Adolescence, 28(3), 411-423. 

Karatzias, A., Chouliara, Z., Power, K., & Swanson, V. (2006). Predicting general well-being from self-esteem and 
affectivity: An exploratory study with Scottish adolescents. Quality of Life Research, 15(7), 1143-1151. 

Luhmann, M., Hofmann, W., Eid, M., & Lucas, R. E. (2012). Subjective well-being and adaptation to life events: A 
meta-analysis. Journal of Personality and Social Psychology, 102(3), 592-615. 

MacDonald, J. M., Piquero, A. R., Valois, R. F., & Zullig, K. J. (2005). The relationship between life satisfaction, risk-
taking behaviors, and youth violence. Journal of Interpersonal Violence, 20(11), 1495-1518. 

Mann, M., Hosman, C. M. H., Schaalma, H. P., & De Vries, N. K. (2004). Self-esteem in a broad-spectrum approach 
for mental health promotion. Health Education Research, 19(4), 357-372. 

McGee, R., & Williams, S. (2000). Does low self-esteem predict health compromising behaviours among 
adolescents? Journal of Adolescence, 23(5), 569-582. 

Moksnes, U. K., & Espnes, G. A. (2013). Self-esteem and life satisfaction in adolescents-gender and age as 
potential moderators. Quality of Life Research, 22(10), 2921-2928. 

Muthén, L. K., & Muthén, B. O. (2007). Mplus statistic analysis with latent variables - User’s guide (5th ed.). Los 
Angeles: Muthén & Muthén.

Orth, U., Robins, R. W., & Roberts, B. W. (2008). Low self-esteem prospectively predicts depression in adolescence 
and young adulthood. Journal of Personality and Social Psychology, 95(3), 695-708. 

Orth, U., Robins, R. W., & Widaman, K. F. (2012). Life-span development of self-esteem and its effects on 
important life outcomes. Journal of Personality and Social Psychology, 102(6), 1271-1288. 

Park, N. (2004). The role of subjective well-being in positive youth development. Annals of the American 
Academy of Political and Social Science, 591, 25-39. 

Paternoster, R., Brame, R., Mazerolle, P., & Piquero, A. R. (1998). Using the correct statistical test for the equality 
of regression coefficients. Criminology, 36(4), 859-866. 

Pavot, W., & Diener, E. (1993). Review of the satisfaction with life scale. Psychological Assessment, 5(164-172). 

Perez, M., Vohs, K. D., & Joiner, T. E. (2005). Discrepancies between self- and other-esteem as correlates of 
aggression. Journal of Social and Clinical Psychology, 24(5), 607-620. 

Räty, L. K. A., Larsson, G., Söderfeldt, B. A., & Wilde Larsson, B. M. (2005). Psychosocial aspects of health in 
adolescence: The influence of gender, and general self-concept. Journal of Adolescent Health, 36(6), 530. 



Chapter 3

71

3

Rosenberg, F., Rosenberg, M., & McCord, J. (1978). Self-esteem and delinquency. Journal of Youth and 
Adolescence, 7(3), 279-294. 

Rosenberg, M., Schooler, C., & Schoenbach, C. (1989). Self-esteem and adolescent problems: Modeling reciprocal 
effects. American Sociological Review, 54(6), 1004-1018. 

Suldo, S. M., & Huebner, E. S. (2004). Does life satisfaction moderate the effects of stressful life events on 
psychopathological behavior during adolescence? School Psychology Quarterly, 19(2), 93-105. 

Sykes, G. M., & Matza, D. (1957). Techniques of neutralization: A theory of delinquency. American Sociological 
Review, 22(6), 664-670. 

Tomyn, A. J., & Cummins, R. A. (2011). Subjective wellbeing and homeostatically protected mood: Theory 
validation with adolescents. Journal of Happiness Studies, 12(5), 897-914. 

Treffers, D. A., Goedhart, A. W., Veerman, J. W., Bergh, B. R. H., Van den Ackaert, L., & Rycke, L. (2002). Self-
Perception Profile for Adolescents (SPPA): Manual. Amsterdam: Hardcourt Test Publishers.

Trzesniewski, K. H., Donnellan, M. B., Moffitt, T. E., Robins, R. W., Poulton, R., & Caspi, A. (2006). Low self-
esteem during adolescence predicts poor health, criminal behavior, and limited economic prospects during 
adulthood. Developmental Psychology, 42(2), 381-390. 

Van der Laan, A. M., & Eichelsheim, V. I. (2013). Juvenile adaptation to imprisonment: Feelings of safety, 
autonomy and well-being, and behaviour in prison. European Journal of Criminology, 10(4), 424-443. 

Van Nieuwenhuizen, Ch., Schene, A., Boevink, W., & Wolf, J. (1998). The Lancashire Quality of Life Profile: First 
experiences in the Netherlands. Community Mental Health Journal, 34(5), 513-524. 

Van Nieuwenhuizen, Ch., Schene, A. H., & Koeter, M. W. J. (2002). Quality of life in forensic psychiatry: An 
unreclaimed territory? International Review of Psychiatry, 14(3), 198-202. 

Van Nieuwenhuizen, Ch., Schene, A. H., Koeter, M. W. J., & Huxley, P. J. (2001). The Lancashire Quality of Life 
Profile: Modification and psychometric evaluation. Social Psychiatry and Psychiatric Epidemiology, 36(1), 
36-44. 

Vanhalst, J., Luyckx, K., Scholte, R. H. J., Engels, R. C. M. E., & Goossens, L. (2013). Low self-esteem as a risk factor 
for loneliness in adolescence: Perceived - but not actual - social acceptance as an underlying mechanism. 
Journal of Abnormal Child Psychology, 41(7), 1067-1081. 

Webb, S., & Maddox, M. E. (1986). The juvenile corrections interagency transition model: Moving students from 
institutions into community schools. Remedial and Special Education, 7(3), 56-61. 

Wing Lo, T., Cheng, C. H. K., Wong, D. S. W., Rochelle, T. L., & Kwok, S. I. (2011). Self-esteem, self-efficacy and 
deviant behaviour of young people in Hong Kong. Advances in Applied Sociology, 1(1), 48-55. 

Zullig, K. J., Valois, R. F., Huebner, E. S., Oeltmann, J. E., & Drane, J. W. (2001). Relationship between perceived life 
satisfaction and adolescents’ substance abuse. Journal of Adolescent Health, 29(4), 279-288. 





chapter 4
Adolescents in secure residential care: 
The role of active and passive coping 

on general well-being and self-esteem

This chapter is available as an epub ahead of print: Barendregt, C. S., Van der 
Laan, A. M., Bongers, I. L., & Van Nieuwenhuizen, Ch. (2014). Adolescents in 

secure residential care: The role of active and passive coping on general 
well-being and self-esteem. European Child & Adolescent Psychiatry. 

DOI 10.1007/s00787-014-0629-5. 



74

Chapter 4

abstraCt

Coping, general well-being and self-esteem play an important role during the process of adaptation 

to turning points in life course. This study aimed to investigate the effect of coping on both the 

development of general well-being and self-esteem of adolescents with severe psychiatric 

problems in secure residential care. In addition, risk and protective factors were taken into account. 

Adolescents between the age of 16 and 18 (N = 172) were followed for 1.5 years. General well-being 

and self-esteem were assessed with the Lancashire Quality of Life Profile and the Self-Perception 

Profile for Adolescents respectively. In addition, the Utrecht Coping List for Adolescents and the 

Structured Assessment of Violence Risk in Youth were administered. Results showed that the 

longitudinal relation between general well-being and self-esteem is no longer significant after adding 

active and passive coping to the model. The use of active coping strategies was associated with a 

higher self-esteem. The use of passive coping strategies was associated with a lower self-esteem 

and also a lower perceived general well-being. Having multiple risks in the individual and/or social/

contextual domain affected the developmental pattern of general well-being. During treatment of 

adolescents with severe psychiatric problems in secure residential care, attention should be paid for 

enhancing those capabilities and skills, such as coping, which help adolescents to fulfill their needs 

and consequently enhance their well-being. Enhancing the well-being of adolescents might in the 

long run decrease the chance of reoffending and/or psychiatric relapse.
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IntroduCtIon

Adolescents with severe psychiatric problems admitted to secure residential care have to cope with 

stress that is caused by an admission. They have to adapt to a life within a new and restricted 

environment, in which reduced feelings of safety and autonomy are emphasized (Van der Laan 

& Eichelsheim, 2013). Coping, general well-being and self-esteem play an important role during 

the process of adaptation to life inside secure residential care. Coping seems to influence the 

development of both general well-being and self-esteem in individuals in restricted environments, 

such as secure residential care (Gullone, Jones, & Cummins, 2000; Ireland, Boustead, & Ireland, 

2005; Mavroveli, Petrides, Rieffe, & Bakker, 2007; Trzesniewski et al., 2006). Specifically passive 

coping strategies are associated with a lower perceived well-being and a lower self-esteem (Gullone 

et al., 2000; Ireland et al., 2005). However, previous studies have only examined the relationships 

between two of these concepts, while it remains unknown how coping, general well-being and 

self-esteem are related among institutionalized adolescents. Adolescents in secure residential care 

are part of a heterogeneous population, characterized by an accumulation of risk factors (Brand & 

Van den Hurk, 2008) and psychopathology (Teplin, Abram, McClelland, & Dulcan, 2003) that affect 

their behavior. These adolescents experienced several stressors throughout their lives and their 

disadvantaged background could have had an effect on their general well-being and self-esteem. 

Hence, when investigating the relation between coping strategies, general well-being and self-

esteem, the at-risk nature of these adolescents should be taken into account.

Coping in general has been defined as the cognitive and emotional-behavioral strategies 

individuals use in response to stress (Compas, Connor-Smith, Saltzman, Thomsen, & Wadsworth, 

2001). Active coping refers to purposeful ways to deal with problems and seek comfort and 

social support, while passive coping is for example self-imposed social isolation (Ashkar & Kenny, 

2008). With regard to coping with imprisonment, Shulman and Cauffman (2011) demonstrated 

that incarcerated adolescents favored active coping techniques. More specifically, it seems that 

adolescents in secure residential care frequently adopt passive coping styles during the initial phase 

of incarceration, but during the process of adaptation the use of these coping strategies declines 

(Brown & Ireland, 2006; Ireland et al., 2005). Brown and Ireland (2006) for example showed that the 

use of passive coping declined shortly after adolescents were incarcerated, whereas detachment 

coping, whereby youth detach oneself from the stressor, increased.

Several studies have been done with regard to the relation between coping and general well-

being of admitted adolescents with severe psychiatric problems. Among adolescent prisoners, 

the use of passive coping was associated with a poorer well-being (Brown & Ireland, 2006) and 

increased psychological stress (Ireland et al., 2005). Active coping was associated with a decrease 

in psychological distress (Ireland et al., 2005) and a positive adjustment to incarceration, although 

the effects were modest (Shulman & Cauffman, 2011). Furthermore, active coping seemed to act 
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upon violent behavior experienced during incarceration, however solely among youth with violent 

tendencies (Shulman & Cauffman, 2011).

The role of self-esteem in the association between coping and general well-being is unclear. 

Although previously it was assumed that self-esteem might deteriorate due to negative processes 

associated with institutionalization, such as stigmatization (Liebling, 1993); studies indicate that 

self-esteem remains stable or even increases (Greve & Enzmann, 2003; Greve, Enzmann, & Hosser, 

2001). The level of self-esteem of adolescents during imprisonment depends on the interaction 

between various coping processes (Greve et al., 2001). Any increase in and stabilization of self-

esteem during imprisonment depends on the ability of adolescents to adjust and cope with the new 

situation (Greve & Enzmann, 2003). Adolescents who do not possess this ability at the beginning of 

their stay in secure residential care had a lower self-esteem at admission (Greve & Enzmann, 2003). 

This way, type of coping strategy affects the level of self-esteem adolescents experience during their 

stay in secure residential care.

To summarize, stress experienced during stay in secure residential care might have a negative 

impact on the general well-being and self-esteem of adolescents with severe psychiatric problems. 

Coping seems to play a role in the adaptation process of adolescents in secure residential care and 

might also affect any changes in general well-being and level of self-esteem. In a previous study, 

however, coping efforts appeared to have only modest effects on the adjustment process (Shulman 

& Cauffman, 2011). A high well-being is important since it is expected to associate with behavioral 

outcomes and might prevent reoffending and/or psychiatric relapse (Barendregt, Van der Laan, 

Bongers, & Van Nieuwenhuizen, 2012). The current study has two research questions: (1) what is 

the effect of type of coping strategy on the level and change of general well-being of adolescents 

with severe psychiatric symptoms? And (2) what is the effect of type of coping strategy on the level 

and change of self-esteem of adolescents with severe psychiatric symptoms? Based on the existing 

literature, we expect at study inclusion as well as over time that active coping is related to higher 

levels of general well-being and self-esteem, and passive coping is related to lower levels of general 

well-being and self-esteem.

method

Participants

The sample consisted of 172 male adolescents with severe psychiatric problems in secure residential 

care in the Netherlands. Inclusion criteria were as follows: (1) being male, (2) adolescents had 

to be between 16 and 18 years of age, (3) as of the first assessment, adolescents had to remain 

institutionalized for a minimum period of 3 months, and (4) adolescents had to have adequate 

Dutch language skills since they have to be able to read and understand the questionnaires and 

interviews. Ninety-seven (56.4%) adolescents were committed under the Dutch juvenile civil law 
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because their development was at risk and their parents were not capable to help. Seventy-five 

(43.6%) adolescents were sentenced under the Dutch juvenile criminal law because they had 

committed serious criminal offences. Of the 172 adolescents, 63.4% were raised in a single-parent 

family, 57.6% had failed a grade, and 34.9% had been a victim of violence in the last 12 months.

Procedure

The present study has a longitudinal design with four waves. The first assessment was at age 16, 

17 or 18. The second assessment was planned 6 months after the first assessment. For adolescents 

who stayed in secure care the second assessment was repeated every 6 months. Directly after 

discharge the third assessment was planned and the fourth assessment was conducted 1 year 

after discharge. The length of admission in secure residential care differed for all participating 

adolescents which caused the amount of time between two subsequent assessments to vary. For 

the analyses, the assessments were rearranged with equal time periods between them. Time 1 is 

the first assessment, Time 2 (M = 5.6, SD = 0.8) is on average 6 months later, Time 3 (M = 11.4, SD = 

1.2) is on average 11 months after Time 1 and Time 4 (M = 17.4, SD = 1.5) is on average 17 months 

after Time 1. The length of duration in secure residential care at Time 1 varied in the present sample 

between 0 and 46 months (M = 7.9, SD = 7.5).

A total of 228 adolescents in secure residential care were approached to participate in the 

study. Of these 228 adolescents, 40 adolescents refused to participate or their parents did not sign 

informed consent, and 16 adolescents were unable to participate because they were transferred 

to other institutions or were discharged before the first assessment. The total response rate at the 

first assessment was 75.4%. Before analyzing the data, we restructured the four wave longitudinal 

study with unequal spacing between the assessments into a dataset with equal spacing of 6 months 

between each assessment. We choose a spacing of 6 months because the adolescents who were 

admitted were interviewed every 6 months. Because of the structure of the longitudinal data not all 

respondents had observations at each time point, the drop-out rate per time point was as follows: 

at Time 2: 11.0%, at Time 3: 19.2%, and at Time 4: 30.2%.

To investigate the potential impact of attrition, we tested for differences on study variables 

between participants who completed the Time 1 assessment and participants who dropped out 

of the study after Time 1. For general well-being, self-esteem, active coping and passive coping, 

no significant differences emerged. Before the start of the study, presentations were given to 

professionals who were involved in the treatment of the adolescents. For all adolescents, clinicians 

as well as group workers estimated whether an adolescent could be asked to participate in the 

study. For each interview with the adolescents, the inclusion criteria were checked with the clinician. 

Additionally, when adolescents could not be approached at one moment, for instance due to a 

time-out, they were approached again at a different moment. Once professionals had agreed, an 

adolescent was then approached for participation. Verbal and written explanation of the study was 
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given and written informed consent was obtained from each adolescent who agreed to participate. 

For participants under 18, parents were also asked for written informed consent. The medical ethics 

committee for mental health institutions in the Netherlands had given approval at the start of the 

study (Ref. no: NL29932.097.09 CCMO).

Setting

Participants were admitted to ten secure residential care locations throughout the Netherlands, 

i.e., youth forensic psychiatric hospitals, child and adolescent psychiatric hospitals, orthopsychiatric 

institutions, and youth detention centers. Secure residential care refers to the most intensive or 

restrictive type of youth care. Care, guidance, and treatment are offered in a secured environment. 

Although adolescents from different treatment facilities were included, they shared comparable 

problems in multiple life domains, as well as a high prevalence of psychiatric problems.

Measures

Background information

Background information was collected for all participants. Age and duration of secure residential 

care at Time 1 were assessed using file information. Psychiatric disorders were assessed during 

a (forensic) mental health evaluation by the treatment professionals of the adolescents. These 

trained clinical experts described the mental health problems, including the DSM-IV-TR psychiatric 

diagnoses in the treatment plans which were drawn up for each individual. As part of this study, the 

DSM-IV-TR psychiatric disorders were collected from these treatment plans.

General well-being

To measure general well-being, two items of the Dutch Youth version of the Lancashire Quality of 

Life Profile (LQoLP) were used (Harder, Knorth, & Kalverboer, 2011; Van Nieuwenhuizen, Schene, & 

Koeter, 2002; Van Nieuwenhuizen, Schene, Koeter, & Huxley, 2001). Both at the beginning and at 

the end of the LQoLP the same question was asked (i.e., ‘How do you rate your life as a whole?’), 

that rated the participants’ general well-being at that moment. Adolescents scored these two 

items by means of the Life Satisfaction Scale, which is a 7-point response scale ranging from ‘1 = 

can’t be worse’, ‘2 = displeased’, ‘3 = mostly dissatisfied’, ‘4 = mixed (more or less equally satisfied/

dissatisfied)’, ‘5 = mostly satisfied’, ‘6 = pleased’, and ‘7 = can’t be better’ (Van Nieuwenhuizen et 

al., 2001). These two subjective items of the LQoLP were combined to an average general well-

being score (Van Nieuwenhuizen, Schene, Boevink, & Wolf, 1998). A higher score indicates a higher 

perceived general well-being.
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Self-esteem

The ‘global self-worth scale’ of the Self Perception Profile for Adolescents (SPPA) was used to 

assess level of self-esteem (Harter, 1988; Treffers et al., 2002). The SPPA is a standardized self-

report questionnaire to measure perceived competence and skills in specific life domains (Harter, 

1988). The ‘global self-worth scale’ pertained to individuals’ global evaluation and appreciation of 

themselves (Treffers et al., 2002). A higher score indicates a higher self-esteem.

Coping

To measure coping, the Utrecht Coping List for Adolescents (UCL-A) was used (Bijstra, Bosma, & 

Jackson, 1994). The UCL-A is a questionnaire that is scored by the adolescents and consists of seven 

scales: active problem solving (7 items), distraction (8 items), avoidance (8 items), social support 

seeking (6 items), depressive reaction (7 items), expressing emotions (3 items), and comforting 

thoughts (5 items). All items were scored on a 4-point Likert scale, ranging from ‘1 = seldom or 

never’, ‘2 = sometimes’, ‘3 = often’, and ‘4 = very often’, with higher scores indicating more frequent 

use of a coping strategy. Active coping consists of the mean scores of the scales confrontation and 

seeking social support and passive coping consists of the mean scores of the scales avoidance and 

depressive reactions (Meijer, Sinnema, Bijstra, Mellenbergh, & Wolters, 2002).

Risk and Protective factors

The Structured Assessment of Violence Risk in Youth (SAVRY) (Borum, Bartel, & Forth, 2002) was 

used to measure the risk and protective factors, based on file information at Time 1. The SAVRY 

consists of 24 risk items and 6 protective items. The risk items are divided over three risk domains: 

historical, social/contextual, and individual. The historical items are static in nature, while the social/

contextual and individual items are dynamic. The risk items were scored ‘0 = low’, ‘1 = moderate’, or 

’2 = high’, and the protective items were scored ‘0 = absent’ or ‘2 = present’. Four separate domain 

scores were calculated by summing the scores on the historical, social/contextual, individual and 

protective items. A higher score on the risk and protective items indicated the presence of more 

risks and/or protective factors.

Data Analyses

A linear growth curve model (LGCM) with two parallel processes was used to describe the effect 

of coping on general well-being and self-esteem over a 1.5 year period for adolescents in secure 

residential care, accounting for risk and protective factors. The data used in this study fulfilled the 

requirements of a linear growth curve model (Curran, Obeidat, & Losardo, 2010). The relation 

between general well-being and self-esteem was tested by adding parameters from the intercept 

and slope of general well-being, to the intercept and slope of self-esteem. The significance of the 

associations of active and passive coping to general well-being and self-esteem was tested in a 
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stepwise manner. First, the relation between general well-being and self-esteem was tested, without 

adding active and passive coping to the model (M1). Second, the effect of active coping on general 

well-being and self-esteem was tested (M2). Third, the effect of passive coping on general well-being 

and self-esteem was tested (M3). Fourth, the effect of both active and passive coping on general 

well-being and self-esteem was tested (M4). The risk and protective factors and duration of stay in 

secure residential care were added as covariates in all models and time of discharge was added as a 

time-varying covariate in all models. To evaluate the model fit of the LGCM, we used the chi-square 

test, CFI (Comparative Fit Index) and RMSEA (Root-Mean-Square Error of Approximation) (Hu & 

Bentler, 1999). The following values indicated a good model fit: χ2 > .05, CFI > .90 and RMSEA < .05 

(Hu & Bentler, 1999). To determine which model fit the data best, chi-square difference tests were 

performed. This was done to determine whether the addition or deletion of additional constraints 

in the model was a significant improvement or deterioration of the model. The best fitting model is 

described in the results and is depicted in Figure 1. Data analyses were performed using SPSS 19.0 

(Statistical Package for the Social Sciences) and Mplus version 5.2 (Muthén & Muthén, 2007).

results

Group characteristics

Table 1 represents the baseline characteristics of the total study sample. A disruptive behavior 

disorder (DBD) was the most common psychiatric disorder (59.3%). Mean active coping was 14.8 

(SD = 3.2) on Time 1 and mean active coping was 15.2 (SD = 3.0) on Time 4. Mean passive coping 

was 14.2 (SD = 2.9) on Time 1 and mean passive coping was 13.8 (SD = 2.9) on Time 4. Mean 

general well-being was 4.6 (SD = 1.2) on Time 1 versus a mean general well-being of 5.1 (SD = 1.1) 

at Time 4.

Linear growth curve model (LGCM)

Four LGCM with parallel processes were tested. In the first model general well-being and self-

esteem were associated (M1: χ² (63) = 110.174, p = .000, CFI = .868, RMSEA = .066, 90% CI = .045 

– .086). This model (M1) indicated that general well-being and self-esteem did not change over 

time (general well-being: βintercept = 4.993; p = .000, βslope = .129, p = .699 and self-esteem: βintercept = 

15.315, p = .000, βslope = -1.302, p = .119). In addition, the mean level of general well-being at Time 

1 was associated with the slope of self-esteem (β = .347, p = .013), whereas the mean level of self-

esteem was not related with the change over time of general well-being (β = -.015, p = .440). The 

models in which active and passive coping were tested separately were not significantly better than 

the first model without coping. However the model (M4) with both active and passive coping was 

significantly better than the first model (Δχ2 (48) = 64.946, p < .05) (see Table 2). Although the third 

model with only passive coping shows good fit indices, after comparing the third and the fourth 
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Table 1. Sample Characteristics

N Mean SD Range Cronbach’s α

Mean age at admission 172 16.1 1.0 14-18

Mean age at Time 1 172 16.8 0.9 15-19
Mean duration of secure residential
care at Time 1 in months

172 7.9 7.5 0-46

DSM-IV-TR at Time 1 (%)

ASD 42 24.4

ADHD 39 22.7

DBD 102 59.3

RAD 16 9.3

ID 36 20.9

ANX 10 5.8

MOOD 4 2.3

Active coping   

Time 1 172 14.8 3.2 7.5-24.5 .82

Time 2 143 15.1 3.2 7.5-23.0

Time 3 103 14.9 3.6 7.5-26.0

Time 4 84 15.2 3.0 7.5-21.5

Passive coping

Time 1 172 14.2 2.9 8.0-23.0 .73

Time 2 143 14.0 3.1 7.5-25.5

Time 3 103 14.2 2.9 8.5-22.5

Time 4 84 13.8 2.9 8.0-24.0

General well-being 

Time 1 171 4.6 1.2 1-7 N/A

Time 2 143 5.1 1.1 1.5-7

Time 3 105 5.0 1.2 1.5-7

Time 4 85 5.1 1.1 1.5-6.5

Self-esteem 

Time 1 172 16.0 3.1 5-20 .75

Time 2 143 16.2 2.9 7-20

Time 3 104 16.3 2.8 6-20

Time 4 83 16.0 3.0 9-20

Risk & protective factors

Historical risk factors 168 7.1 2.9 2-17 N/A

Social/Contextual risk factors 169 4.0 1.9 0-10 N/A

Individual risk factors 166 6.3 3.2 0-14 N/A

Protective factors 162 4.0 2.4 0-12 N/A

Note: ASD = autism spectrum disorder; ADHD = attention deficit hyperactivity disorder; DBD = disruptive behav-
ior disorder; RAD = reactive attachment disorder, ID = intellectual disability; ANX = anxiety disorder; MOOD = 
mood disorder; Because of comorbidity, DSM-IV-TR N ≥ 172.
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model with the chi-square difference test, results showed that the fourth model shows a significant 

improvement in comparison with the third model (Δχ2 (24) = 49.888, p < .01).

The fourth model (M4) with general well-being and self-esteem and the effect of active and 

passive coping over a 1.5 year period had an adequate fit (M4: χ² (111) = 175.120, p = .000, CFI = 

.857, RMSEA = .058, 90% CI = .041 – .074) (see Figure 1). In this model, the mean level of general 

well-being at Time 1 was 6.537, p = .000, and the change over time was not significant (βslope = -.557, 

p = .254). The mean level of self-esteem at Time 1 in the final model (M4) was 19.551, p = .000, and 

self-esteem decreased significantly over time (βslope = -2.864, p = .012). After adding coping to the 

model, there was no longer a significant association between the mean levels and slopes of general 

well-being and self-esteem. Active coping was positively associated with self-esteem at Time 2, 3 

and 4, indicating that the more active coping strategies an adolescent reports the higher his self-

esteem was (active coping: Time 2: β = .048, p = .011; Time 3: β = .065, p = .001; Time 4: β = .082, p = 

.004). Passive coping was negatively associated with self-esteem on all 4 time points, indicating that 

the more passive coping strategies an adolescent reports the lower his self-esteem was (passive 

coping: Time 1: β = -.118, p = .000; Time 2: β = -.103, p = .000; Time 3: β = -.081, p = .000; Time 4: 

β = -.074, p = .016). Passive coping strategies were negatively associated with general well-being at 

Time 1 and Time 2, indicating that adolescents with more passive coping strategies reported lower 

levels of general well-being (passive coping: Time 1: β = -.105, p = .000; Time 2: β = -.056, p = .003). 

No associations were found between general well-being and coping at Time 3 and Time 4.

In the fourth model (M4) risk factors were significantly related to general well-being. Individual 

risks were negatively associated with mean level of general well-being and the change over time 

(βintercept = -.111, p = .000; βslope = .112, p = .042). This indicates that having multiple individual risks 

was related to a lower general well-being at Time 1. However, over time this negative effect was 

diminished at Time 4. In addition, risks in the social/contextual domain were associated with a 

significant growth in general well-being (βslope = .231, p = .013), indicating that the more risks, the 

larger the change of general well-being over time.

dIsCussIon

The aim of this study was to investigate the effect of coping strategies on the change in general 

well-being and self-esteem of adolescents with severe psychiatric problems in secure residential 

care, while accounting for risk and protective factors. Especially risk factors and other possible 

life stressors should be taken into account given the at-risk nature of these adolescents and their 

often disadvantaged backgrounds. One outstanding result was that after adding active and passive 

coping to the model, the longitudinal relation between general well-being and self-esteem was no 

longer significant. Although in the first model general well-being and self-esteem were associated, 

after adding active and passive coping, the association was no longer significant. Active and passive 
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Table 2. Goodness of fit indices

Coefficients

Model χ2 df p CFI RMSEA 90% CI Models Δ χ2 Δ df

M1 110.174 63 .000 .868 .066 .045-.086 M1 – M2 34.373 24

M2 144.547 87 .000 .850 .062 .044-.080 M1 – M3 15.058 24

M3 125.232 87 .005 .907 .051 .029-.069 M1 – M4 64.946* 48

M4 175.120 111 .000 .857 .058 .041-.074 M2 – M3 19.315 0

M2 – M4 30.573 24

M3 – M4 49.888** 24

Note: * p < .05, ** p < .001; CFI = Comparative Fit Index; RMSEA = Root-Mean-Square Error of Approximation;         
CI = Confidence Interval.

coping had significant associations with self-esteem across all measurements, while only passive 

coping was associated with general well-being over time. Among the risk and protective factors 

examined, having risks in the individual domain was associated with a lower general well-being. 

Having individual and/or social/contextual risks was associated with a positive change in general 

well-being over time. 

The current results showed relatively stable average levels of general well-being and self-

esteem over time. After adding active and passive coping and risk and protective factors to the 

model, general well-being remained stable over time. This is in line with other studies that found 

a level of equilibrium in well-being among incarcerated youth after some period of time (Bukstel & 

Kilmann, 1980; Harvey, 2007; MacKenzie & Goodstein, 1985; Zamble & Porporino, 1990). However, 

self-esteem did not remain a stable concept after adding active and passive coping and the risk 

and protective factors to the model. Hence, the final model showed a significant negative slope 

of self-esteem, which means that self-esteem decreased over time. This is in line with a study of 

MacKenzie and Goodstein (1985), but contradictory to other studies that showed that the majority 

of imprisoned adolescents succeed in stabilizing their self-esteem (Greve & Enzmann, 2003; Greve et 

al., 2001). Greve and colleagues (2003; 2001) argue that level of self-esteem is the result of complex 

interactions between various coping processes, which might depend on other contextual factors, 

such as age and type of imprisonment. We have to bear in mind that the current population of 

adolescents differs from those studied by Greve and colleagues (2001). Greve and colleagues (2001) 

only studied first time prisoners, whereas adolescents in the current study could be admitted more 

often, and could also be admitted because their development was at risk and their parents were not 

capable to help. These differences might have had a different effect on adolescent development, 

and therefore on their self-esteem. Furthermore, other factors might influence level of self-esteem 

of adolescents in secure residential care, such as an increased risk of experiencing victimization as 

a result of bullying (Ireland, 2005). 
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The development of general well-being and self-esteem was related, however only when 

coping was not taken into account. The initial level of general well-being was related to changes 

in self-esteem, but the initial level of self-esteem was not related to changes in general well-being. 

These results differ from those of other studies, which showed that self-esteem is a contributing 

factor in the well-being of adolescents (Karatzias, Chouliara, Power, & Swanson, 2006; Mann, 

Hosman, Schaalma, & De Vries, 2004; McGee & Williams, 2000; Trzesniewski et al., 2006). For 

instance, Karatzias and colleagues (2006) showed that self-esteem explained a high proportion of 

variance of both total and domain-specific general well-being among students from a secondary 

school. Higher levels of self-esteem were associated with higher levels of general well-being 

(Karatzias et al., 2006). Also, McGee and Williams (2000) examined the longitudinal association 

between self-esteem and a variety of health-compromising behaviors, and found that low self-

esteem was predictive of problem eating and suicidal ideation among adolescents. In line with 

this, it was shown that adolescents with low self-esteem had poorer mental and physical health 

and higher levels of criminal behavior during adulthood, compared to adolescents with a high self-

esteem (Trzesniewski et al., 2006). Thus, previous studies have stressed the importance of a high 

self-esteem as a protective factor in both the physical and mental health of adolescents. 

A possible explanation why the current results are contradictory to the aforementioned studies 

might be found in the fact that the adolescents in our study were admitted to secure residential 

care, while in most other studies high school students were examined. This difference in context 

might have affected the relation between self-esteem and general well-being, since individuals who 

are admitted to a secure care facility might be limited in their resources to change their general 

well-being and self-esteem. High school students experience more autonomy in their daily living 

and this difference in context might have influenced the relationship between general well-being 

and self-esteem.  

After adding active and passive coping to the model, the longitudinal association between 

general well-being and self-esteem was no longer significant. In line with studies from Greve and 

colleagues (Greve & Enzmann, 2003; Greve et al., 2001), changes in self-esteem were dependent 

on individual differences in coping. Using active coping strategies, such as seeking social support 

was related to a higher self-esteem. Using passive coping strategies however, such as avoiding the 

problem, was related to a lower self-esteem. With regard to general well-being, more use of passive 

coping strategies was related to a lower perceived general well-being. This latter result is in line 

with a study of Ireland, Boustead and Ireland (2005) which demonstrated that the use of emotional 

coping strategies was a predictor of psychological stress. Gullone and colleagues (2000) also showed 

that coping plays an important role in the development of general well-being of adolescents in 

secure residential care. These results indicate that adolescents who use more active coping in their 

problem solving during their stay in secure residential care, have a higher self-esteem. Adolescents 

who avoid problems during the adaptation to life in secure care, or who display depressive reactions, 
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have a lower self-esteem. Furthermore, results show that coping remains to play an important role 

during the transition to more independent living. Even after discharge both active and passive 

coping affect the self-esteem of adolescents. Accordingly, passive coping can be seen as a risk factor 

in adolescent development. This is in line with a study of Aebi and colleagues (2014) which found 

that avoidant coping, which is comparable to passive coping, was observed as an independent risk 

factor for the development of criminal behavior. 

Aside from the effect of coping strategy on the general well-being and self-esteem of 

adolescents, it should be noted that the often disadvantaged backgrounds of these youth might 

also had an effect on their general well-being and self-esteem. In the current study, risks in the 

individual domain, such as impulsivity and insufficient cooperation with interventions, were related 

to a decrease in perceived general well-being at Time 1. However, over time, this decrease was 

diminished, given the positive association between individual risks and the slope of general well-

being. Similarly, a positive association between having contextual risks and the slope of general 

well-being was found. This indicates that the negative effect of the individual and social/contextual 

risk factors was diminished over the 1.5 year period. A possible explanation for this could be found 

in the dynamic nature of individual and social/contextual risk factors (Borum et al., 2002), that 

can change when settings change. Being admitted to secure residential care might be viewed as a 

changing setting that affects the risks youths are exposed to. Training and intervention offered in 

secure residential care can also affect the impact of risks. With regard to the social/contextual risk 

factors, such as associating with delinquent peers, being admitted to secure residential care changes 

the effect of this risk e.g., due to increased supervision. Thus, when adolescents are admitted to 

secure residential care, the exposure to previous stressors and the presence of risk factors affected 

their general well-being. Exposure to risk factors changes during changes in the environment of 

adolescents, for instance when they are being admitted to or discharged from secure residential 

care. This change in exposure to risks emphasizes the importance of guidance during the transition 

from secure residential care to a more independent life. Self-esteem and general well-being of 

adolescents might be lowered as a result of the stress that is caused by the transition, since this 

requires adolescents to be responsible and self-sufficient (Daining & DePanfilis, 2007). According to 

the Good Lives Model, a low general well-being is associated with a higher risk of reoffending and/

or psychiatric relapse (Purvis, Ward, & Willis, 2011; Ward & Gannon, 2006). 

The main strength of this study is the longitudinal design, which allows us to study the stability 

and change of general well-being and self-esteem. However, the current study has three limitations 

which should be considered when interpreting the results. First, data were acquired using self-report 

measures. The use of self-reports can be biased due to socially desirable responding. Therefore, it 

would be interesting to obtain collateral information, to replicate the results. Since adolescents are 

admitted to secure residential care, collateral information should be obtained from professionals 

who supervise the adolescents during their daily living. After discharge, collateral information could 
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be obtained from others, such as parents or teachers. This way, validity and generalizability of the 

results would increase. Second, since the intervals between subsequent assessments were relatively 

short (approximately 6 months), we have to take possible effects of repeated measurements into 

account (e.g., habituation effects). Third, IQ scores were unavailable in the current study. It can be 

assumed however, that the level of cognitive ability of adolescents is related to their problem solving 

abilities (Kitano & Lewis, 2005). Therefore future research should examine whether the effect of 

type of coping strategy could be mediated by level of IQ. Furthermore, adolescents were included 

from different secure residential care settings throughout the Netherlands. Within identical secure 

residential care settings treatment programs and treatment outcomes are comparable. This was 

tested in the current study by using institution as a confounding variable. Therefore, data was not 

treated as nested and no multilevel analyses were performed.

In summary, after adding active and passive coping to the model, the longitudinal association 

between general well-being and self-esteem among adolescents with severe psychiatric problems 

was no longer significant. At first, general well-being and self-esteem were relatively stable concepts. 

However, after adding active and passive coping and risk and protective factors to the model, self-

esteem decreased over time. The use of active coping during stay in secure residential care was 

associated with a higher self-esteem, while the use of passive coping was associated with a lower self-

esteem and a lower general well-being. Individual differences in risk and protective factors should 

be taken into account during the treatment of adolescents in secure residential settings. Previously 

experienced life stressors and risk factors may have had a negative effect on the adjustment process 

of adolescents in secure residential care. The current study shows that adolescents with multiple 

risks in the individual and/or social/contextual domain had a different developmental pattern of 

general well-being. Future research should examine whether having specific psychiatric disorders, 

such as anxiety disorders, are also associated with a different developmental pattern of general 

well-being and self-esteem. The results of this study fit within the broader rehabilitation model, the 

Good Lives Model. The Good Lives Model is a strength-based approach that focuses on achieving 

higher levels of well-being, by assisting individuals in acquiring adequate skills and capabilities 

(Fortune, Ward, & Willis, 2012; Ward & Gannon, 2006). According to the Good Lives Model, 

individuals can increase their well-being by fulfilling basic needs, such as achieving autonomy or 

having friendships (Fortune et al., 2012; Ward & Gannon, 2006). Adequate skills or capabilities, 

such as coping strategies might be relevant to help individuals fulfill their needs, and thus achieve a 

higher well-being. Fulfilled needs and consequently a higher perceived well-being is associated with 

a sense of purpose and allows adolescents to adhere to socially prescribed norms (Ward & Maruna, 

2007). During treatment of adolescents with severe psychiatric problems in secure residential care, 

attention should be paid to enhancing those capabilities and skills which help adolescents to fulfill 

their needs, and consequently enhance their well-being. Enhancing the well-being of adolescents 

might in the long term decrease the chance of reoffending and/or experiencing psychiatric relapse. 
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abstraCt

According to the Good Lives Model, adversities such as psychopathology and delinquency are the 

result of experiencing problems in the fulfillment of needs. The cumulative risk hypothesis however 

states that these adversities are a consequence of exposure to multiple risk factors in various life 

domains. The aim of this study is to get insight into the associations of needs and risks with adverse 

outcomes such as psychopathology and delinquency in adolescents in secure residential care (N 

= 172). The Lancashire Quality of Life Profile was used to measure needs and the WODC Youth 

Delinquency Survey to measure risks. Information on psychopathology was obtained by file analysis 

and delinquency was assessed using self-reports and registered police data. Stepwise logistic 

regression analyses showed that having risks in the individual/family domain and experiencing 

unmet needs related to leisure time/finances was associated with a disruptive behavior disorder. 

Unmet health needs were associated with an autism spectrum disorder. Stepwise linear regression 

analyses showed that having multiple risks in the peer domain was associated with delinquency. 

The fulfillment of needs might balance the negative effects of risks and consequently serve as a 

protective factor in the development of psychopathology and delinquency.
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IntroduCtIon

Many studies have reported a high prevalence of psychiatric disorders among adolescents in secure 

residential care (Stahlberg, Anckarsater, & Nilsson, 2010; Teplin, Abram, McClelland, & Dulcan, 2003; 

Vermeiren, Jespers, & Moffitt, 2006). Previous studies show that an accumulation of risk factors in 

(several) life domains, rather than a risk factor in a single domain, is related to psychopathology 

(Benjet, Borges, Mendez, Fleiz, & Medina-Mora, 2011; Deater-Deckard, Dodge, Bates, & Pettit, 

1998; Greenberg, Speltz, DeKlyen, & Jones, 2001) and delinquent behavior (Reingle, Jennings, & 

Maldonado-Molina, 2012; Stoddard, Zimmerman, & Bauermeister, 2012; Stouthamer-Loeber, 

Loeber, Wei, Farrington, & Wikstrom, 2002). Risk factors for psychopathology and delinquency 

may exist in the family domain (e.g., parental abuse) (Benjet et al., 2011), peer domain (e.g., 

association with delinquent peers) (Church, Wharton, & Taylor, 2009), school domain (e.g., reading 

and attention problems) (Fleming, Harachi, Cortes, Abbott, & Catalano, 2004), and in the individual 

domain (e.g., low self-esteem) (Orth, Robins, & Roberts, 2008). The cumulative risk hypothesis 

states that the more someone is exposed to risks in various life domains, the higher the chance of 

an adverse outcome, such as developing a psychiatric disorder or delinquency (Rutter, 1987). As a 

consequence, interventions in order to reduce the chance of delinquent behavior focus on reducing 

or eliminating criminogenic risks. However, this risk perspective on the explanation and treatment 

of psychopathology and delinquency has been criticized with regard to a number of issues (Ward & 

Marshall, 2004) because there is no room for positive indicators of change in treatment. There is for 

instance a lack of attention to personally meaningful needs and skills. Both will result in difficulties 

engaging and motivating individuals in the rehabilitation process (Ward & Marshall, 2004). In recent 

years, alternative or complementary perspectives in offender rehabilitation, such as the Good Lives 

Model (GLM; Fortune, Ward, & Willis, 2012; Ward & Brown, 2004) have been proposed. 

The Good Lives Model takes a more holistic approach and assumes that adversities such as 

psychopathology and delinquency are the outcomes of a low quality of life, as a result of problems 

in the fulfillment of needs (Barendregt, Van der Laan, Bongers, & Van Nieuwenhuizen, 2012; 

Bouman, Van Nieuwenhuizen, Schene, & De Ruiter, 2008; Ward & Gannon, 2006). Specifically, it 

is hypothesized that psychopathology and delinquency are a consequence of either fulfilled needs 

in a socially unacceptable manner or unfulfilled needs (Ward & Gannon, 2006). The Good Lives 

Model refers to these primary human needs as personal characteristics, experiences, actions, and 

states of mind that are beneficial in an intrinsic manner and are likely to increase well-being, once 

fulfilled (Ward & Gannon, 2006). Ward and Gannon (Fortune et al., 2012; Ward & Fortune, 2013; 

2006) mention eleven needs (e.g., knowledge and relatedness). Although it is assumed that all 

humans seek out all eleven needs to some degree, individuals might value these needs in different 

ways (Ward & Gannon, 2006). The fulfillment of needs in socially desirable ways is associated with 

a higher perceived well-being (Eryilmaz, 2012), effective functioning and mental health (Ryan 
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& Deci, 2000). Thus, the Good Lives Model does not only focus on those needs that are directly 

related to the offence that was committed. However, despite the presence of unmet needs, not 

every adolescent will develop a psychiatric disorder or start a criminal career. The development of 

psychopathology and delinquent behavior also depends on the presence or absence of risk factors 

(Farrington, Loeber, Jolliffe, & Pardini, 2008; Lodewijks, De Ruiter, & Doreleijers, 2010; Stouthamer-

Loeber et al., 2002; Van der Laan, Veenstra, Bogaerts, Verhulst, & Ormel, 2010). Therefore, the 

Good Lives Model has a dual focus on risk management as well as on promoting an offenders’ 

overall well-being by fulfilling personally meaningful needs. Consequently, it can be rather seen as 

complementary to the risk-perspective as opposed to a replacement.

According to the prevailing risk perspective in offender rehabilitation, adversities such as 

psychopathology and delinquent behavior are the result of the presence or absence of risk factors 

in several life domains. However, alternative rehabilitation perspectives, such as the Good Lives 

Model, have emerged, which criticize the one-sided view on risks in which individuals are solely 

seen as an accumulation of risk factors. Little research has been done however, with regard to the 

associations between having unmet needs, psychopathology and delinquency. On the contrary, 

previous studies extensively investigated the associations between risks, psychopathology and 

delinquency. Therefore, the current study contributes to the existing literature by studying the 

additional and unique value of unmet needs of individuals in the explanation of psychopathology 

and delinquency. More specific, it is studied whether experiencing unmet needs is associated with 

the presence of a psychiatric disorder and with delinquency, while accounting for the presence of 

risk factors. 

The primary aim is to investigate the additional value of the Good Lives Model in the 

explanation of adverse behaviors, such as psychopathology and delinquency. According to the Good 

Lives Model (Fortune et al., 2012; Ward & Brown, 2004; Ward & Gannon, 2006), individuals who 

experience unmet needs and consequently have a lower quality of life, are more prone to having 

psychiatric problems or show delinquent behavior. These individuals will show adverse behaviors 

as a result of maladaptive attempts to fulfil their valued needs (Purvis, Ward, & Willis, 2011). In 

line with this assumption, we expect unmet needs to have unique associations with psychiatric 

disorders and with delinquency. Furthermore, the Good Lives Model assumes that unmet needs can 

be distinguished from risk factors, in that unmet needs are characteristics or experiences that are 

intrinsically beneficial to individuals once fulfilled. Therefore, we expect the associations between 

unmet needs, psychopathology and delinquency will be found, regardless of the presence of risk 

factors.
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method

Participants

Data were used from 172 male adolescents with severe psychiatric problems in secure residential 

care (mean age = 16.8 years, SD = 0.9) in the Netherlands. Inclusion criteria were as follows: (1) 

being male, (2) adolescents had to be between 16 and 18 years of age, (3) adolescents had to have 

adequate Dutch language skills since they have to be able to read and understand the questionnaires 

and interviews. Ninety-seven (56.4%) adolescents were committed under the Dutch juvenile civil 

law because their development was at risk and their parents were not capable to help. Seventy-

five (43.6%) adolescents were sentenced under the Dutch juvenile criminal law because they had 

committed serious criminal offences. Furthermore, these adolescents experience problems in 

multiple life domains, since of these 172 adolescents, 63.4% were raised in a single-parents family, 

57.6% had failed a grade, and 34.9% had been a victim of violence in the last 12 months preceding 

the assessment. 

Procedure

The present research used cross-sectional data of adolescents in secure residential care (N = 172). 

The length of stay in secure residential care at the time of the assessment varied in the present 

sample between 0 and 46 months (M = 7.9; SD = 7.5). A total of 228 institutionalized adolescents 

were approached to participate in the study. Of these 228 adolescents, 40 adolescents refused 

to participate or their parents did not sign informed consent, and 16 adolescents were unable 

to participate because they transferred to other institutions or were discharged before the 

assessment. The total response rate was 75.4%. Before the start of the study, presentations were 

given to professionals who were involved in the treatment of the adolescents. For all adolescents, 

clinicians as well as group workers estimated whether an adolescent could be asked to participate 

in the study. Once professionals had agreed, an adolescent was then approached for participation. 

Verbal and written explanation of the study was given and written informed consent was obtained 

from each adolescent who agreed to participate. For participants under 18, parents were also asked 

for written informed consent. The medical ethics committee for mental health institutions in the 

Netherlands had given approval at the start of the study (Ref. no: NL29932.097.09 CCMO).

Setting

Participants were admitted to ten secure residential care locations throughout the Netherlands, 

i.e., youth forensic psychiatric hospitals, child and adolescent psychiatric hospitals, orthopsychiatric 

institutions, and youth detention centers. Secure residential care refers to the most intensive or 

restrictive type of youth care. Care, guidance, and treatment are offered in a secured environment. 

Although adolescents from different treatment facilities were included, they shared comparable 

problems in multiple life domains, as well as a high prevalence of psychiatric problems.
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Measures

Background information

Background information was collected for all participants. Age and duration of secure residential 

care at the time of the assessment were assessed using file information. 

Needs

Nine of the eleven needs mentioned by Ward and Gannon (2006) were used. These nine needs 

were assessed with the Dutch Youth version of the Lancashire Quality of Life Profile (LQoLP) (Van 

Nieuwenhuizen, Schene, & Koeter, 2002; Van Nieuwenhuizen, Schene, Koeter, & Huxley, 2001). The 

LQoLP is a structured interview which has good psychometric properties (Oliver, Huxley, Priebe, & 

Kaiser, 1997; Van Nieuwenhuizen, Schene, Boevink, & Wolf, 1998; Van Nieuwenhuizen et al., 2001). 

The LQoLP consists of several life domains which correspond to the needs mentioned in the Good 

Lives Model. The following needs were used: (1) work & education, (2) leisure time, (3) religion, (4) 

finances, (5) living situation, (6) safety, (7) family relations, (8) social relations, and (9) health. We 

operationalized these needs as follows. First, every need consisted of one or more objective items 

(see below). Every objective item was dichotomized (0 = met need; 1 = unmet need). Second, for 

every need, a corresponding Importance Rating was measured. Third, the needs were calculated 

by multiplying the mean score of the objective items with the corresponding Importance Rating 

for that specific need. By multiplying these scores, more value was given to those needs that are 

most important to adolescents and are least fulfilled. Thus, a higher score corresponded to a lower 

fulfillment of a specific need, taking the importance of that need for the participant into account. 

This is in line with the Good Lives Model, which suggests that although all humans have similar basic 

needs, the value they assign to these needs can be different. 

The need work & education consisted of 2 items: (1) daily activity (0 = having a paid job or 

having other daily structured activities; 1 = unstructured daily routine), and (2) weekly hours work/

education (0 = more than 16 hours a week; 1 = less than 16 hours a week). The need leisure time 

consisted of 5 items: (1) practiced sports < 2 weeks (0 = yes; 1 = no), (2) grocery shopping < 2 weeks 

(0 = yes; 1 = 0), (3) driven car < 2 weeks (0 = yes; 1 = no), (4) watched tv/listened to radio < 2 weeks 

(0 = yes; 1 = no), and (5) being unable to do things in leisure time < 12 months (0 = no; 1 = yes). The 

need religion consisted of 2 items: (1) current religion (0 = having a religion; 1 = having no religion), 

and (2) religious meetings < 1 month (0 = regular meetings; 1 = no meetings). The need finances 

consisted of 2 items: (1) due to lack of money unable to enjoy daily life < 12 months (0 = no; 1 = yes), 

and (2) having debts (0 = no; 1 = yes). The need living situation consisted of 2 items: (1) number of 

people with whom you are living (0 = living with no more than 5 people; 1 = living with more than 

5 people), and (2) being unable to move to preferred home < 12 months (0 = no; 1 = yes). The need 

safety consisted of 3 items: (1) having been attacked < 12 months (0 = no; 1 = yes), (2) accused of 

offence < 12 months (0 = no; 1 = yes), and (3) being unable to receive legal or other support < 12 
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months (0 = no; 1 = yes). The need family relations consisted of 4 items: (1) having an intimate 

relationship (0 = yes; 1 = no), (2) having children (0 = yes; 1 = no), (3) number of times contact with 

family member (0 = daily or weekly contact; 1 = monthly or yearly contact), and (4) being unable to 

increase contact with family < 12 months (0 = no; 1 = yes). The need social relations consisted of 4 

items: (1) being able to cope without friends (0 = no; 1 = yes), (2) having close friends (0 = yes; 1 = 

no), (3) having friends whom you can go when in need of help (0 = yes; 1 = no), and (4)  having visited 

a friend < week (0 = yes; 1 = no). The need health consisted of 8 items: (1) visited a doctor < 12 

months (0 = no; 1 = yes), (2) having mental complaints < 12 months (0 = no; 1 = yes), (3) hospitalized 

because of mental complaints < 12 months (0 = no; 1 = yes), (4) used medication due to mental 

complaints < 12 months (0 = no; 1 = yes), (5) physical disability (0 = no; 1 = yes), (6) being admitted 

in the past (0 = no; 1 = yes), (7)  number of past admissions (0 = no admission; 1 = more than once), 

and (8) being unable to receive help from doctor < 12 months (0 = no; 1 = yes). 

The Importance Rating is part of the LQoLP and offers insight into the importance that 

adolescents assign to a specific need. The Importance Rating could be answered by using a five-

point Likert scale of which 1 = of no importance, 2 = of little importance, 3 = sometimes important/

sometimes not of importance, 4 = of some importance, and 5 = of great importance.

 
Risks

Information from the WODC Youth Delinquency Survey (Van der Laan, Blom, & Kleemans, 2009) 

was used to measure risks. The risks in the WODC Youth Delinquency Survey are assessed using 

Computer Assisted Personal Interviewing (CAPI). Risks were measured in four domains i.e., 

individual, family, peer, and school, and were measured as follows. First, all scales were recoded in 

that a lower score referred to a protective effect and a higher score referred to a risk effect. Second, 

all scales were trichotomized separately. Third, the scores on the scales were summed to create the 

four risk domains. A protective effect was coded ‘-1’, the neutral part was coded ‘0’ and a risk effect 

was coded ‘1’. The classification of these categories is based on the work of Stouthamer-Loeber and 

colleagues (2002). Trichotomizing variables allows a variable to have a risk effect for one adolescent, 

while having a protective effect for another, depending on whether an adolescent scores closer to 

the 25th or the 75th percentiles of the variable (Stouthamer-Loeber et al., 2002). To study whether 

the risk domains either had possible risk or protective effects, the risk domains were trichotomized 

as closely as possible at the 25th and 75th percentiles. 

The individual domain consisted of the following: (1) prosocial behavior scale (5 items, 3-point 

Likert, α = .69; adapted from the Dutch version of the Strenghts and Difficulties Questionnaire) 

(Goodman, 1999; Van Widenfelt, Goedhart, Treffers, & Goodman, 2003), (2) total problem scale 

(20 items, 3-point Likert, α = .61; adapted from the Dutch version of the Strenghts and Difficulties 

Questionnaire) (Goodman, 1999; van Widenfelt et al., 2003), (3) leisure activities weekdays (12 

items; unstructured socializing with peers was considered a risk) (Osgood, Wilson, O’Malley, 
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Bachman, & Johnston, 1996), (4) leisure activities weekend (12 items; unstructured socializing with 

peers was considered a risk) (Osgood et al., 1996), (5) lifetime drug use (1 item: 0 = no; 1 = yes), (6) 

drug use < 12 months (3 items: 0 = no; 1 = yes), and (7) drug & alcohol use (5 items: 0 = no; 1 = yes). 

The family domain consisted of the following: (1) emotional support (6 items, 5-point Likert, 

α mother = .84, α father = .80; based on the Egna Minnen Beträffande Uppfostran Child version) 

(Markus, Lindhout, Boer, Hoogendijk, & Arrindell, 2003; Veenstra, Lindenberg, Oldehinkel, De 

Winter, & Ormel, 2006), (2) rejection (8 items, 5-point Likert, α mother = .83, α father = .84; based 

on the Egna Minnen Beträffande Uppfostran Child version) (Markus et al., 2003; Veenstra et al., 

2006), (3) openness towards parents (5 items, 5-point Likert, α mother = .74, α father = .80) (Stattin 

& Kerr, 2000), (4) parental solicitation (5 items, 5-point Likert, α mother = .66, α father = .53) (Stattin 

& Kerr, 2000), (5) parental control (5 items, 5-point Likert, α mother = .82, α father = .78) (Stattin & 

Kerr, 2000), (6) parental supervision (5 items, 3-point Likert, α mother = .82, α father = .78) (Fletcher, 

Steinberg, & Williams-Wheeler, 2004). The items on all six scales were measured for both mothers 

and fathers and the average score was used. Only data with regard to one parent was used when 

adolescents had lived with one parent.

The peer domain consisted of the scale delinquent peers (5 items, 4-point Likert, α =.85) (Van 

der Laan et al., 2009). The school domain consisted of the scale satisfaction with school (5 items, 

5-point Likert, α = .69), and the items performance at school, repeating a grade, suspended from 

school, and school truency, which were all answered on a 5-point Likert scale. 

Psychopathology

Psychiatric disorders were assessed during a (forensic) mental health evaluation. This evaluation was 

conducted by the treatment professionals of the adolescents. These trained clinical experts described 

the mental health problems, including the DSM-IV-TR psychiatric diagnoses in the treatment plans. 

These treatment plans were drawn up for each individual. As part of this study, the DSM-IV-TR 

psychiatric classifications were collected from these treatment plans. DSM-IV-TR Axis-I disorders 

were grouped into three categories based on the most common psychiatric disorders. First, the 

group of ‘Autism Spectrum Disorders’ (ASD; N = 42) consisted of Asperger’s Disorder and Pervasive 

Developmental Disorder not otherwise specified (NOS). Second, ADHD Predominantly Inattentive 

Type, ADHD Predominantly Hyperactive-Impulsive Type, ADHD Combined Type, and ADHD NOS were 

grouped into ‘Attention Deficit Disorders’ (ADD; N = 39). Third, the group with ‘Disruptive Behavior 

Disorders’ (DBD; N = 102) consisted of Conduct Disorder, Conduct Disorder Childhood onset Type, 

Conduct Disorder Adolescent onset Type, Oppositional Defiant Disorder, and Disruptive Behavior 

Disorder not otherwise specified (NOS). In addition, reactive attachment disorder (RAD), intellectual 

disability (ID), anxiety disorders (ANX), and mood disorders (MOOD) were included as separate 

classifications. Because of high comorbidity rates, respondents could be placed in more than one 

category. The presence of a psychiatric disorder was coded ‘1’ while absence was coded ‘0’.
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Delinquency

For the assessment of delinquency the combination of the delinquency scale of the WODC Youth 

Delinquency Survey and official registered data from the Dutch police registration system HKS was 

used (In Dutch: “Herkennings Dienst Systeem”) (See also Farrington, Auty, Coid, & Turner, 2013). 

Delinquency based on the WODC Youth Delinquency Survey was assessed using Computer Assisted 

Personal Interviewing (CAPI).

A delinquency scale was constructed on the basis of the WODC Youth Delinquency Survey (Van 

der Laan et al., 2009). The WODC Youth Delinquency Survey consisted of a list of non-serious and 

serious self-reported offences. Adolescents were asked how many times they had committed each 

offence during the previous 12 months. A delinquency scale was constructed taking into account 

seriousness, frequency and variety of offences. First, non-serious offences (13 items, e.g., ‘vehicle 

vandalism’, and ‘shoplifting of goods to the value of less than €10’) were scored ‘1’, while serious 

offences (13 items, e.g., ‘burglary’, and ‘use of violence in order to commit theft’) were scored 

‘3’. Second, offences were categorized according to the frequency of these offences in the past 

12 months. Non-serious offences were coded ‘0’ (offence committed 0 times during the past 12 

months), ‘1’ (1 – 4 times), or ‘2’ (5 times or more). Serious offences were coded ‘0’ (0 times), ‘1’ 

(once), ‘2’ (2 – 4 times), ‘3’ (5 – 10 times), or ‘4’ (11 times or more). Third, for each offence the 

severity was multiplied by the frequency. The delinquency scale was the sum of these multiplicative 

scores (range 0 – 177; M = 27.4; SD = 38.5). 

The Dutch police registers criminal suspects including their criminal offences in the HKS 

database. Based on the HKS the frequency of registered offences for each respondent up to the date 

of their admission to an institution was calculated. This way, a lifetime overview of all cases in which 

adolescents were registered as a criminal suspect was created (range 0 – 17; M = 3.7; SD = 3.4). 

In order to compare the information from the HKS database with the self-reported delinquency 

scale of the WODC Youth Delinquency Survey, the latter was divided by 10 (range 0 – 17.7; M = 2.7; 

SD = 3.9). After this, the mean score of the two instruments was used in further analyses. While 

self-reports might overestimate and official data underestimate delinquency, therefore both self-

reported delinquency and official registered delinquency were used in order to give an accurate 

description of the delinquent behavior committed by the adolescents.

Confounding variables

As confounding variables were used age, duration of secure residential care at time of the 

assessment, number of DSM-IV-TR psychiatric classifications, having an IQ below 70 and type of 

institution. All confounding variables were assessed by means of file study. Duration of secure 

residential care was assessed by calculating the time units between the date of admission and the 

date of the assessment.
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Data Analyses

First, Pearson correlations of the predictors and outcome measures were calculated. Second, to 

determine the cross-sectional associations between risks, unmet needs, psychopathology and 

delinquency, separate stepwise regression analyses were performed. For delinquency, three 

separate forward stepwise linear regressions were performed. For every psychiatric disorder as an 

outcome measure (i.e., ASD, ADD, and DBD), three separate logistic regressions were performed. 

By using separate regression analyses, it was possible to calculate the additional explanatory 

value of the unmet needs, besides the variance that was already explained by the risk domains. 

In the analyses, three models were tested. In the first model, the association between risks and 

psychopathology/delinquency was tested. In the second model, the association between unmet 

needs and psychopathology/delinquency was tested and in the third model, the association 

between unmet needs and psychopathology/delinquency accounting for the risks was tested. 

Stepwise regression is a process of building a model by successfully adding or removing variables 

based on the t-statistics of their estimated coefficients. Whenever independent variables would 

correlate, stepwise regression chooses the one independent variable which explains the most 

variance in the dependent variable.  

The assumed confounding variables age, duration of secure residential care and type 

of institution did not have any significant associations with psychopathology or delinquency. 

Therefore, these variables were not added as confounding variables in further analyses. Number 

of psychiatric disorders and whether adolescents had an IQ below 70 were taken into account as 

confounding variables. Linear regression models were evaluated using the adjusted R2, and the 

logistic regression models were evaluated using the Nagelkerke R2: this is a pseudo R2 measure that 

can be used to describe the explained variance of the models. Independent variables were tested 

for collinearity using a tolerance criterion of 0.10. There was no evidence of multicollinearity among 

the independent variables. All statistical analyses were performed using SPSS 19.

results

Demographics

Table 1 provides the sample characteristics as well as the descriptives of the 9 needs, the 4 risk 

domains, psychopathology and delinquency. As illustrated in Table 1, the mean scores on living 

situation and family relations were the highest (respectively: 2.9 and 2.5), which means that these 

needs were least fulfilled. Table 2 shows the bivariate associations between the dependent and 

independent variables.
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Table 1. Sample characteristics and descriptives

N Mean SD Range
Mean age at admission 172 16.1 1.0 14-18
Mean age at assessment 172 16.8 0.9 15-19
Mean duration of secure residential care at time 
of assessment in months

172 8.0 7.5 0-46

DSM-IV-TR (%)
ASD 42 24.4
ADD 39 22.7
DBD 102 59.3
RAD 16 9.3
ID 36 20.9
ANX 10 5.8
MOOD 4 2.3

No. of disorders (%)
0 disorders 25 14.5
1 disorder 49 28.5
2 disorders 40 23.3
3 disorders 36 20.9
4 disorders 18 10.5
5 disorders 4 2.3

Dutch juvenile law (%)
Civil juvenile law 97 56.4
Criminal juvenile law 75 43.6

Risk domains
Individual domain 168 0.5 2.6 -5-5
Family domain 148 0.3 2.4 -5-6
Peer domain 168 0.1 0.7 -1-1
School domain 168 -1.7 1.2 -5-1

Needs 
Work & education 172 0.9 1.5 0-5
Leisure time 172 1.9 1.1 0-5
Religion 171 1.3 1.1 0-5
Finances 172 1.4 1.6 0-5
Living situation 172 2.9 1.6 0-5
Safety 171 1.5 1.3 0-5
Family relations 172 2.5 0.9 0-5
Social relations 172 1.5 0.9 0-5
Health 171 1.1 1.0 0-4.4

Delinquency
Delinquency score 168 3.2 2.5 0-14

Note: ASD = autism spectrum disorders, ADD = attention deficit disorders, DBD = disruptive behavior disorders, 
RAD = reactive attachment disorder, ID = intellectual disability, ANX = anxiety disorder, MOOD = mood disorder; 
Because of comorbidity, DSM-IV-TR N ≥ 172.
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Regression Analyses

ASD

Table 3 contains the results of the logistic regression analyses with regard to ASD. The risk domains 

explained 20.4% of the variance of being diagnosed with ASD (Model 1: χ2 (df = 3) = 22.12, p < .001). 

Having more risks in the individual domain was associated with a lower chance for being classified 

with ASD (OR = .80, 95% CI = .68 - .95, p < .01). Unmet needs explained 15.9% of the variance of 

being diagnosed with ASD (Model 2: χ2 (df = 3) = 18.91, p < .001). Experiencing unmet needs related 

to health was associated with a higher chance for being classified with ASD (OR = 1.51, 95% CI = 

1.02 - 2.23, p < .05). The combination of risks and unmet needs explained 30.1% of the variance of 

being diagnosed with ASD (Model 3: χ2 (df = 5) = 33.00, p < .001). Having more risks in the individual 

domain was associated with a lower chance of ASD (OR = .79, 95% CI = .66 - .94, p < .01). Having 

unmet health needs remained positively associated with ASD (OR = 2.02, 95% CI = 1.26 – 3.25, p < 

.01). 

ADD

Table 4 contains the results of the logistic regression analyses with regard to ADD. The risk domains 

explained 30.0% of the variance of being diagnosed with ADD (Model 1: χ2 (df = 2) = 33.48, p < .001). 

Table 2. Correlations between risks, unmet needs, psychopathology and delinquency

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17

1. Individual domain −

2. Family domain -.03 −

3. Peer domain .42**-.17* −

4. School domain .03 .14 .21** −

5. Work & education-.12 -.05 -.11 .02 −

6. Leisure time -.00 .04 .01 .01 .08 −

7. Religion .01 .13 -.00 -.07 -.05 -.08 −

8. Finances .15* -.11 .13 -.11 .11 -.09 .07 −

9. Living situation .11 -.16 .10 -.01 .01 -.00 .14 .08 −

10. Safety .14 -.05 .23**-.11 -.07 .03 .11 .03 .17* −

11. Family relations .05 .01 -.02 -.17* -.02 .14 -.07 .03 -.09 .14 −

12. Social relations -.13 .07 -.11 .05 .09 .24**-.04 -.25**-.15 .04 .10 −

13. Health .11 .13 .05 .14 .15 -.13 -.02 .15* -.05 .09 -.08 -.03 −

14. ASD -.15 .09 -.12 .03 .07 -.14 .08 -.09 -.18* -.09 -.05 -.01 .25** −

15. ADD .04 .11 .07 -.01 .08 .03 .01 .05 -.14 .11 .01 .03 .31** .02 −

16. DBD .14 .27** .04 -.03 .06 .18* -.02 .17* -.04 -.15 .10 .06 -.04 -.19* .03 -

17. Delinquency .22** .04 .36** .03 .00 .11 -.04 .15* -.13 .06 .06 -.05 -.01 -.22**-.05 .19* -

Note: * p < .05, ** p < .01.
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No associations were found between risk domains and the presence of ADD. The explained variance 

is therefore the result of the confounding variables. Unmet needs explained 34.9% of the variance 

of being diagnosed with ADD (Model 2: χ2 (df = 4) = 44.49, p < .001). Having unmet safety needs was 

associated with a higher chance of ADD (OR = 1.49, 95% CI = 1.06 – 2.08, p < .05). The combination 

of risks and unmet needs explained 40.8% of the variance of being diagnosed with ADD (Model 3: 

χ2 (df = 4) = 47.28, p < .001). Having unmet needs related to safety and health was associated with 

a higher chance of ADD (respectively: OR = 1.53, 95% CI = 1.06 – 2.21, p < .05; OR = 1.77, 95% CI = 

1.10 – 2.84, p < .05). 

DBD

Table 5 contains the results of the logistic regression analyses with regard to DBD. The risk domains 

explained 33.8% of the variance of being diagnosed with DBD (Model 1: χ2 (df = 4) = 42.78, p < 

.001). Having risks in the individual and family domains was associated with a higher chance of DBD 

Table 3. Logistic regression yielding associations between risks, unmet needs and ASD

B (SE) Exp(B) 95% CI

Model 1

No. psych. dis. .64 (.17) 1.89*** 1.35 – 2.65

IQ < 70 -1.09 (.60) .34 .10 – 1.09

Individual domain -.22 (.08) .80** .68 – .95

χ2 22.12***

Nagelkerke R2 .20

Model 2

No. psych. dis. .41 (.16) 1.50** 1.11 – 2.04

IQ < 70 -.73 (.55) .48 .16 – 1.41

Health .41 (.20) 1.51* 1.02 – 2.23

χ2 18.91***

Nagelkerke R2 .16

Model 3

No. psych. dis. .55 (.19) 1.73** 1.19 – 2.52

IQ < 70 -.77 (.65) .46 .13 – 1.65

Individual domain -.24 (.09) .79** .66 – .94

Finances -.20 (.14) .82 .62 – 1.09

Health .70 (.24) 2.02** 1.26 – 3.25

χ2 33.00***

Nagelkerke R2 .30

Note: * p < .05, ** p < .01, *** p < .001; ASD = autism spectrum disorders, B = unstandardized coefficients, SE = 
standard error, Exp(B) = odds ratio, 95% CI = 95% confidence interval.
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(respectively: OR = 1.21, 95% CI = 1.04 - 1.41, p < .05; OR = 1.26, 95% CI = 1.06 - 1.49, p < .01). Unmet 

needs explained 40.6% of the variance of being diagnosed with DBD (Model 2: χ2 (df = 5) = 60.91, 

p < .001). Unmet needs related to leisure time and finances were associated with a higher chance 

of DBD (respectively: OR = 1.58, 95% CI = 1.11 - 2.24, p < .01; OR = 1.38, 95% CI = 1.09 - 1.74, p < 

.01). On the contrary, having unmet health needs was associated with a lower chance of DBD (OR = 

.60, 95% CI = .38 - .95, p < .05). The combination of risks and unmet needs explained 41.8% of the 

variance of being diagnosed with DBD (Model 3: χ2 (df = 6) = 54.15, p < .001). Experiencing unmet 

needs related to leisure time and finances was associated with a higher chance of DBD (respectively: 

OR = 1.67, 95% CI = 1.14 - 2.45, p < .01; OR = 1.35, 95% CI = 1.03 - 1.77, p < .05). Having multiple risks 

in the individual and family domain was associated with a higher chance of DBD (respectively: OR = 

1.19, 95% CI = 1.01 - 1.41, p < .05; OR = 1.33, 95% CI = 1.11 - 1.59, p < .01). 

Table 4. Logistic regression yielding associations between risks, unmet needs and ADD

B (SE) Exp(B) 95% CI

Model 1

No. psych. dis. .97 (.20) 2.65*** 1.80 – 3.91

IQ < 70 -.22 (.55) .80 .27 – 2.38

χ2 33.48***

Nagelkerke R2 .30

Model 2

No. psych. dis. .94 (.20) 2.57*** 1.72 – 3.83

IQ < 70 -.30 (.56) .74 .25 – 2.23

Safety .40 (.17) 1.49* 1.06 – 2.08

Health .41 (.21) 1.51 1.00 – 2.29

χ2 44.49***

Nagelkerke R2 .35

Model 3

No. psych. dis. 1.08 (.24) 2.95*** 1.86 – 4.67

IQ < 70 .25 (.60) 1.28 .39 – 4.14

Safety .43 (.19) 1.53* 1.06 – 2.21

Health .57 (.24) 1.77* 1.10 – 2.84

χ2 47.28***

Nagelkerke R2 .41

Note: * p < .05, ** p < .01, *** p < .001; ADD = attention deficit disorders, B = unstandardized coefficients, SE = 
standard error, Exp(B) = odds ratio, 95% CI = 95% confidence interval.
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Table 5. Logistic regression yielding associations between risks, unmet needs and DBD

B (SE) Exp(B) 95% CI

Model 1

No. psych. dis. .71 (.17) 2.04*** 1.45 – 2.87

IQ < 70 1.35 (.53) 3.86** 1.37 – 10.85

Individual domain .19 (.08) 1.21* 1.04 – 1.41

Family domain .23 (.09) 1.26** 1.06 – 1.49

χ2 42.78***

Nagelkerke R2 .34

Model 2

No. psych. dis. 1.07 (.20) 2.91*** 1.96 – 4.34

IQ < 70 1.01 (.51) 2.74* 1.00 – 7.46

Leisure time .46 (.18) 1.58** 1.11 – 2.24

Finances .32 (.12) 1.38** 1.09 – 1.74

Health -.51 (.23) .60* .38 – .95

χ2 60.91***

Nagelkerke R2 .41

Model 3

No. psych. dis. .77 (.19) 2.15*** 1.48 – 3.11

IQ < 70 1.44 (.56) 4.22* 1.40 – 12.74

Individual domain .18 (.08) 1.19* 1.01 – 1.41

Family domain .28 (.09) 1.33** 1.11 – 1.59

Leisure time .51 (.20) 1.67** 1.14 – 2.45

Finances .30 (.14) 1.35* 1.03 – 1.77

Health

χ2 54.15***

Nagelkerke R2 .42

Note: * p < .05, ** p < .01, *** p < .001; DBD = disruptive behavior disorders, B = unstandardized coefficients, SE = 
standard error, Exp(B) = odds ratio, 95% CI = 95% confidence interval.

Delinquency

Table 6 contains the results of the linear regression analyses with regard to delinquency. The risk 

domains explained 13.8% of the variance in delinquency (Model 1: R2 = .14, Adjusted R2 = .14, F 

(1,146) = 24.45, p < .001). Having multiple risks in the peer domain was positively associated with 

delinquency (β = .38, p < .001). Unmet needs explained only 2.4% of the variance in delinquency 

(Model 2: R2 = .03, Adjusted R2 = .02, F (1,164) = 5.05, p < .05). Having unmet needs related to 

finances was positively associated with delinquency (β = .17, p < .05). Finally, the combination of 

risks and unmet needs explained 13.4% of the variance in delinquency (Model 3: R2 = .14, Adjusted 
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R2 = .13, F  (1,144) = 23.49, p < .001). Having risks in the peer domain was positively associated with 

delinquency (β = .37, p < .001).

Table 6. Linear regression yielding associations between risks, unmet needs and delinquency

B SE β

Model 1

Peer domain 1.39 .28 .38***

F 24.45***

Adjusted R2 .14

Model 2

Finances .41 .21 1.51

F 5.05*

Adjusted R2 .02

Model 3

Peer domain 1.36 .28 .37***

Finances

F 23.49***

Adjusted R2 .13

Note: * p < .05, ** p < .01, *** p < .001; B = unstandardized coefficients, SE = standard error, β = standardized 
coefficients.

dIsCussIon

This is the first study that offers empirical support for the association between unmet needs, 

psychopathology and delinquency among adolescents with severe psychiatric problems in secure 

residential care, accounting for risks in different life domains. To this end, a combined risk factor 

and Good Lives Model  approach was used as theoretical background. Although it is known that 

risks, such as delinquent peers, are associated with psychopathology and delinquency, little is 

known about the role of individual needs. A cross-sectional sample of male adolescents in secure 

residential care was used, and the results suggested that unique relations between unmet needs 

and psychopathology exist, above the associations between risks and psychopathology. 

Risks in the individual and family domains were found to be associated with a disruptive 

behavior disorder (DBD) and risks in the peer domain were associated with delinquency. These 

results are in line with other studies that have focused on associations between the presence of 

multiple risks and negative developmental outcomes such as DBD (Deater-Deckard et al., 1998; 

Fergusson, Horwood, & Lynskey, 1996; Hoeve et al., 2009; Holmes, Slaughter, & Kashani, 2001; 

Prevatt, 2003). The presence of risks in the individual domain was associated with a lower chance 

of a diagnosis of an autism spectrum disorder (ASD). The family, peer, and school domains had no 
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associations with ASD. For attention deficit disorders (ADD), no associations were found with risks. 

Our results partly supported the cumulative risk hypothesis given the associations between the 

accumulation of risks in the individual, family and peer domains and the presence of a psychiatric 

disorder and delinquency. These results are also in line with previous studies with regard to the 

effect of risk factors on the persistence of delinquent behavior among adolescents (e.g., Stouthamer-

Loeber et al., 2002; Van der Laan et al., 2010).

Besides the presence of risks in the individual and family domains, the results showed 

associations between unmet needs and psychopathology. It seems that among adolescents in 

secure residential care different needs are associated with different psychiatric disorders. For 

instance, unmet needs related to leisure time and finances were positively associated with DBD 

whereas unmet needs related to health were associated with ASD. Furthermore, unmet needs 

related to safety and health were associated with ADD. Having unmet needs related to finances 

was also associated with delinquency. The associations between unmet needs and psychopathology 

and delinquency were found after accounting for the presence of risks. This indicates that, at least 

among adolescents in secure residential care, unmet needs can have additional explanatory value 

in the adverse behavior of these youth. Among this high-risk sample of adolescents, these results 

are in line with the assumption of the Good Lives Model that unmet needs are related to adverse 

outcomes, such as psychopathology or delinquency (Ward & Gannon, 2006). Due to the cross-

sectional design of this study, we are unable to infer causality. Therefore, based on the current results 

we are unable to argue whether unmet needs preceded the diagnosis of a psychiatric disorder or 

whether adolescents with psychiatric disorders experience difficulties in fulfilling their needs. The 

onset of psychiatric disorders usually occurs in childhood or adolescence. Having problems with 

fulfilling needs could therefore be the result of having a psychiatric disorder, instead of preceding 

the disorder. 

Our study supports both the Good Lives Model and the cumulative risk perspective in the 

explanation of adverse behaviors, such as delinquency, among adolescents in secure residential 

care. This warrants the conclusion that the two approaches are not mutually exclusive, but rather 

complement each other. In the current study, unmet needs were associated with DBD, ASD, and 

ADD while the associations with the risk domains were mainly with DBD and delinquency. We 

found different risks and unmet needs to be associated with different psychiatric disorders and 

delinquency; thus, psychiatric disorders and delinquency seem to be connected to specific risks 

and unmet needs. These findings provide support for the Good Lives Model in a sample of high-

risk youth admitted to secure residential care. The Good Lives Model assumes that all humans 

experience the same underlying needs, however not every individual weighs these needs as equally 

important (Ward & Gannon, 2006). According to Ward and Gannon (2006), individuals seek the 

fulfillment of needs for their own sake as these needs represent an individual’s core values and life 

priorities. 
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Unmet needs provide insight into the personal preferences of adolescents. Adolescents 

in secure residential care have limited resources to fulfill their needs. Knowing which needs are 

important to them can be of great value for treatment, as adolescents will be more motivated to 

continue to work and secure the needs that are most important to them. Rehabilitating adolescents, 

including managing their risk without taking into account their specific needs may lead to indifferent 

and hostile clients (Ward, Mann, & Gannon, 2007). Incorporating needs in treatment is in line 

with strength-based rehabilitation models, and services within the youth justice system should be 

tailored to meet the changing needs of adolescents. The Good Lives Model offers ways to integrate 

changing needs in interventions and treatment programs. Apart from rehabilitation, an important 

goal within the youth justice system is to promote well-being by influencing both risks and changing 

needs. The aim of treatment, based on the Good Lives Model, is to equip individuals with the 

capabilities and skills to secure his/her needs in socially acceptable ways, once released from secure 

residential care (Ward & Gannon, 2006). Securing unmet needs of adolescents might in the long 

term increase their well-being and decrease the chance of recidivism and/or psychiatric relapse 

(Ward & Gannon, 2006). 

The present study has three limitations which should be considered when interpreting the 

results. A first limitation is the operationalization of the needs, based on the Good Lives Model. 

Needs of adolescents in secure residential care were measured using the objective items and the 

corresponding Importance Rating of the domains of the LQoLP. It should be investigated whether 

this is a proper operationalization of needs. A second limitation is the sole reliance on self-report 

measures to assess risks and unmet needs. Replicating this study with other informants such as 

parents and teachers is necessary to increase the validity and generalizability of the present findings. 

Third, only cross-sectional data was used here, which gives no indication of the sequence of events 

and therefore makes it impossible to infer causality. Nevertheless, this study is a first step towards 

identifying a rehabilitation model based on the Good Lives Model in which the development of 

needs and quality of life, as well as age-specific risk and protective factors are taken into account. 

The main finding of this study was that among adolescents in secure residential care, unmet 

needs were associated with psychopathology, regardless of the presence of risks and that risks were 

associated with delinquency and DBD. These findings are important because there is little empirical 

evidence to support the relation between unmet needs based on the Good Lives Model, and 

behavioral outcomes. The finding that needs are associated with psychopathology has implications 

for the programs offered within the youth justice system. The main purpose of these programs is to 

treat and rehabilitate adolescents by enhancing well-being and to reduce the chance of recidivism 

and/or psychiatric relapse by managing risk factors. However, these programs mainly focus on the 

diminishing of risks and behavior problems instead of fulfilling needs. The fulfillment of needs 

might balance the negative effects of risks and consequently serve as a protective factor in the 

development of psychopathology and delinquency.
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abstraCt

Two assumptions of the Good Lives Model were examined: whether subjective Quality of Life 

(QoL) is related to delinquent behavior and psychosocial problems, and whether adolescents 

with adequate coping skills report less delinquent behavior and psychosocial problems. Data of 

95 adolescents with severe psychiatric problems who participated in a four-wave longitudinal 

study were examined. Results showed that adolescents who reported a lower QoL on the health 

domain had more psychosocial problems at follow-up. No relationship was found between QoL and 

delinquent behavior. Coping was associated with delinquency and psychosocial problems at follow-

up. Based on these results, the strongest support was found for the second assumption of the Good 

Lives Model. Adolescents with adequate coping skills are less likely to commit delinquent behavior 

and have fewer psychosocial problems at follow-up. The current study provides support for the use 

of strength-based elements in the treatment programs for adolescents in secure residential care.
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IntroduCtIon

It is well-established that criminogenic risks, such as age at first offence and number of prior 

convictions, predict later offending behavior (Farrington, 2003; Stouthamer-Loeber, Loeber, Wei, 

Farrington, & Wikstrom, 2002). In recent years, a shift has taken place from a risk-oriented view of 

offender rehabilitation towards a strength-based rehabilitation view in which individual’s needs, 

abilities and skills take a central role (Purvis, Ward, & Willis, 2011). This shift has partly to do with the 

large proportion of youngsters who reoffend after treatment in secure residential care (Letourneau 

& Armstrong, 2008; Mulder, Vermunt, Brand, Bullens, & Van Marle, 2012; Van Marle, Hempel, & 

Buck, 2010), which suggests there is considerable scope for improvement in adolescent offender 

rehabilitation (Fortune, Ward, & Willis, 2012). 

Why and how adolescents desist from their criminal careers cannot be explained by risk factors 

alone. Other factors, such as individual needs, Quality of Life (QoL), and coping skills might also be 

related to decreasing the risk of reoffending (Purvis et al., 2011). The Good Lives Model (Ward, 2002; 

Ward & Gannon, 2006), is a strength-based rehabilitation approach that combines the management 

of risk with the promotion of offender’s well-being. According to the Good Lives Model, the risk 

of (re-)offending can be decreased when individuals create good and fulfilling lives for themselves 

(Ward & Gannon, 2006; Ward & Marshall, 2004). A good and fulfilling life can be created by securing 

meaningful needs. The Good Lives Model includes 11 needs: (1) life, (2) knowledge, (3) excellence in 

work, (4) excellence in play, (5) excellence in agency, (6) inner peace, (7) relatedness, (8) community, 

(9) spirituality, (10) happiness, and (11) creativity (Purvis et al., 2011; Ward, 2002; Ward & Gannon, 

2006). It is assumed that each human being seeks for these needs to some degree, although individual 

differences might exist. Fulfilling these needs in a socially acceptable manner will lead to an increase in 

subjective QoL. Subjective QoL is a multidimensional concept and focuses on a person’s overall sense 

of well-being and satisfaction with life (Lehman, 1983, 1996; Reininghaus, McCabe, Burns, Croudace, 

& Priebe, 2012). Among adults, a higher subjective QoL is associated with better emotional adjustment 

after discharge from a secure care facility (Bouman, Schene, & De Ruiter, 2009). Low subjective QoL, 

on the other hand, might increase the likelihood of delinquent behavior (Bouman et al., 2009; Draine 

& Solomon, 1992, 1994). Furthermore, individuals lacking adequate skills or capabilities might use 

delinquent behavior to secure their needs. For example, adolescents who lack adequate social skills 

might try to secure their need for relatedness through sexually offending.

Adolescents with severe psychiatric problems should develop adequate coping skills that 

can help them to adjust to the restricted environment of secure residential care. Coping refers to 

the cognitive and emotional-behavioral strategies individuals use in response to stress (Compas, 

Connor-Smith, Saltzman, Thomsen, & Wadsworth, 2001), and is found to be related to the well-

being of incarcerated adolescents (Gullone, Jones, & Cummins, 2000). Coping strategies predict 

behavioral and emotional problems, such as problems with alcohol, depressive symptoms, and 
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among juvenile offenders delinquent behavior (Mulder, Brand, Bullens, & Van Marle, 2011; Windle 

& Windle, 1996). An active coping strategy is, for example, exercising and self-imposed social 

isolation is an example of a passive coping strategy (Ashkar & Kenny, 2008). The use of passive 

coping in adolescents is associated with adjustment problems (Ebata & Moos, 1991) and depressive 

symptoms (Windle & Windle, 1996). Additionally, passive coping predicts poor well-being among 

adolescent prisoners (Brown & Ireland, 2006). However, whether coping skills are also related to 

delinquent behavior and psychosocial functioning of adolescents with severe psychiatric problems 

after their stay in secure residential care is unknown. The aim of this study therefore is to test the 

following assumptions derived from the Good Lives Model: (1) a higher subjective QoL in secure 

residential care is related to less reported delinquent behavior and psychosocial problems at follow-

up, and (2) having adequate coping skills in secure residential care, such as active coping, is related 

to less reported delinquent behavior and psychosocial problems at follow-up.

method

Sample

The sample consisted of 95 Dutch male adolescents with severe psychiatric problems and problems 

in multiple life domains (e.g., raised in a single parent family). All adolescents were admitted to 

secure residential care. Adolescents were eligible for participation if they were 16, 17 or 18 years of 

age, and if it was for certain that as of the first assessment their time of admittance would be longer 

than 3 months.

Procedure

The current study was part of a longitudinal study with four waves of data. In the current study 

only juveniles with both the first assessment and the follow-up assessment were analysed. The 

first assessment was at age 16, 17 or 18 and all adolescents were admitted to secure residential 

care. Mean duration of secure residential care at the first assessment was 7.5 months (SD = 7.7). 

The follow-up assessment was planned 12 months after discharge from secure residential care. For 

adolescents still institutionalized, the follow-up assessment was planned during their continued stay 

in secure residential care. Time in months between the first assessment and follow-up could vary 

(M = 19.6, SD = 4.8, range: 10 – 32 months) dependent on the duration of juveniles’ stay in secure 

residential care. For the juveniles still admitted, the follow-up assessment was carefully planned 

in order for the time in months between the first assessment and the follow-up assessment to be 

equal for the admitted and discharged juveniles (respectively: M = 18.2, SD = 4.6; M = 20.4, SD = 

4.7).

A total of 228 adolescents in secure residential care were approached to participate in the 

study. Of these, 40 adolescents refused to participate or their parents did not sign informed consent, 
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and 16 adolescents were unable to participate because they transferred to other institutions or 

were discharged before the first assessment. The total response rate at Time 1 was 75.4% (N = 172). 

Of these 172 participants, 95 (N = 55.2%) also conducted the follow-up assessment. To investigate 

the potential impact of attrition, we tested for differences between participants who completed 

the first assessment and the follow-up assessment (N = 95) and participants who dropped out after 

the first assessment (N = 77). Adolescents who completed the first assessment and the follow-up 

assessment were more often diagnosed with an autism spectrum disorder (ASD) and with a reactive 

attachment disorder (RAD) (respectively: χ2 (1) = 4.289, p < .05; χ2 (1) = 7.428, p < .01). There were 

no other significant differences found between the participants and the drop-outs.

For all adolescents, clinicians as well as group workers estimated whether an adolescent could 

be asked to participate in the study. Once professionals had agreed, an adolescent was approached 

for participation. Verbal and written explanation of the study was given and written informed 

consent was obtained from each adolescent who agreed to participate. For participants under the 

age of 18, parents were also asked for written informed consent. The medical ethics committee 

for mental health institutions in the Netherlands gave approval at the start of the study (Ref. no: 

NL29932.097.09 CCMO).

Setting

Participants were admitted to ten secure residential care facilities throughout the Netherlands, i.e., 

youth forensic psychiatric hospitals, child and adolescent psychiatric hospitals, orthopsychiatric 

institutions and youth detention centres. Secure residential care refers to the most intensive or 

restrictive type of youth care in the Netherlands. Care, guidance and treatment are offered in a 

secured environment. Although adolescents from different treatment facilities were included, they 

shared comparable problems in multiple life domains, as well as a high prevalence of psychiatric 

problems. 

Measures

Independent variables

To measure coping, the Utrecht Coping List for Adolescents (UCL-A) was used (Bijstra, Bosma, & 

Jackson, 1994). The UCL-A consists of seven scales: active problem solving (7 items), distraction 

(8 items), avoidance (8 items), social support seeking (6 items), depressive reaction (7 items), 

expressing emotions (3 items), and comforting thoughts (5 items). All items were scored on a 

4-point Likert scale, ranging from ‘1 = seldom or never’, ‘2 = sometimes’, ‘3 = often’, and ‘4 = very 

often’, with higher scores indicating more frequent use of a coping strategy. Active coping consists of 

the mean scores of the scales confrontation and seeking social support, and passive coping consists 

of the mean scores of the scales avoidance and depressive reactions (Meijer, Sinnema, Bijstra, 

Mellenbergh, & Wolters, 2002). 
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The Dutch Youth version of LQoLP was used to measure subjective QoL (Harder, Knorth, & 

Kalverboer, 2011; Van Nieuwenhuizen, Schene, & Koeter, 2002; Van Nieuwenhuizen, Schene, Koeter, 

& Huxley, 2001). The LQoLP consists of objective and subjective indicators of QoL and measures the 

adolescent’s satisfaction with different QoL domains. For the subjective QoL estimates, the domains 

‘social participation’ (6 items), ‘health’ (7 items), ‘family relations’ (6 items), ‘living situation (4 

items), ‘safety’ (5 items), and ‘finances’ (4 items) were assessed using a 7-point Likert scale, ranging 

from ‘1 = could not be worse’ to ‘7 = could not be better’. The domains ‘positive esteem’ (5 items) 

and ‘negative esteem’ (5 items) were measured by means of a modified version of the Self-esteem 

Scale (Rosenberg, 1965), while the domains ‘framework’ (10 items) and ‘fulfilment’ (13 items) were 

assessed using a 3-point Likert scale. The ‘framework’ subscale measured the degree to which an 

adolescent could envision having a meaningful perspective in his life, and the ‘fulfilment’ subscale 

measured whether the adolescents also had a set of life goals. Both scales were measured by the 

Life Regard Index (Debats, Van der Lubbe, & Wezeman, 1993). The following transformation was 

applied in order to compare the mean scale scores of the domains with 3-point response category 

to those with a 7-point response category: M’ = (M : 3) × 7 [M’ = transformed mean score; M = 

raw mean scale score]. Psychometric properties of the LQoLP have been demonstrated to be good 

(Oliver, Huxley, Priebe, & Kaiser, 1997; Van Nieuwenhuizen, Schene, Boevink, & Wolf, 1998; Van 

Nieuwenhuizen et al., 2001).

The Structured Assessment of Violence Risk in Youth (SAVRY) (Borum, Bartel, & Forth, 2002) 

was used to measure the risk and protective factors. The SAVRY consists of 24 risk items and 6 

protective items. The risk items are divided over three risk domains: historical (10 items), social/

contextual (6 items), and individual (8 items). The historical items are static in nature, while the 

social/contextual and individual items are dynamic. The risk items were scored ‘0 = low’, ‘1 = 

moderate’, or ’2 = high’, and the protective items were scored ‘0 = absent’ or ‘2 = present’. A total 

risk score was calculated by summing the scores of the historical, social/contextual, and individual 

domains and a protective score was calculated by summing the protective items. A higher score on 

the risk and protective items indicates the presence of more risks and/or protective factors. 

Dependent variables

The WODC Youth Delinquency Survey was used to measure self-reported delinquency at follow-up 

(Van der Laan, Blom, & Kleemans, 2009). The delinquency score is a multiplication of the number of 

serious and non-serious delinquent behavior and the frequency of the delinquent behavior in the 

past year. Non-serious delinquent behavior (e.g., ‘vehicle vandalism’ and ‘shoplifting of goods to the 

value of less than 10 euro’s’) was scored 1, whereas serious delinquent behavior (e.g., ‘burglary’ and 

‘use of violence in order to commit theft’) was scored 3. In addition, the frequency of the delinquent 

behavior in the past year was scored as follows. Non-serious offences committed 1-4 times were 

scored 1, and offences committed 5 times or more were scored 2. Serious offences committed 1 
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time were scored 1, offences committed 2-4 times were scored 2, offences committed 5-10 times 

were scored 3, and offences committed 11 times or more were scored 4.

The Strengths and Difficulties Questionnaire (SDQ) was used to measure the psychosocial 

problems at follow-up (Goodman, 1997, 1999, 2001). The SDQ consists of 25 items that can be 

allocated to five subscales: the emotional symptoms, conduct problems, hyperactivity-inattention, 

peer problems, and pro-social behavior. Each item has to be scored on a 3-point scale with ‘0 = 

not true’, ‘1 = somewhat true’, and ‘2 = certainly true’. A total difficulties score can be calculated 

by summing the scores of the subscales emotional symptoms, conduct problems, hyperactivity-

inattention, and peer problems. In the current study, only the total difficulties score was used, with 

higher scores on this scale indicating more problems in psychosocial functioning.

Data analyses

First, Pearson correlations of the predictors and outcomes measures were calculated. Variables 

that showed non-significant associations with the outcome measures were removed from further 

analysis. Level of significance was set at p < .05. Second, stepwise linear multiple regression analyses 

were performed. A total risk score and a protective score were continuously entered in the linear 

regression analyses. To predict delinquency and psychosocial problems at follow-up four models 

were estimated, and for each model the predictors were entered in one block. Model 1 included 

whether juveniles were admitted or discharged from secure residential care at follow-up. This 

variable was included since differences were found between these groups. Admitted adolescents 

were significantly older at admission to secure residential care (F (93) = 2.180, p < .05), were more 

often admitted under the Dutch juvenile criminal law (χ2 (1) = 31.381, p < .001), had a higher total 

risk score (F (93) = .068, p < .01), and were more often diagnosed with conduct disorder (χ2 (1) = 

5.450, p < .05), and intellectual disability (χ2 (1) = 8.718, p < .01). Model 2 added the total risk score 

and the protective score of the SAVRY. Model 3 added active and passive coping as predictors. 

In Model 4, the subjective QoL domains were added to the model. Multicollinearity between the 

independent variables was not a problem since the VIF values were below 5 and tolerance was 

above 0.2. The plots showed that the assumptions for linearity and homoscedasticity were not 

violated. SPSS version 19.0 was used to perform the analyses. 

results

Group characteristics

Respondents’ overall mean age was 16.1 years (SD = 1.0) at admission to secure residential care 

and 16.7 (SD = 0.9) at the first assessment. Of the 95 adolescents, 52 adolescents (54.7%) were 

sentenced under the Dutch juvenile civil law and 43 adolescents (45.3%) were sentenced under 

the Dutch juvenile criminal law. The most common psychiatric disorder was a disruptive behavior 
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disorder (DBD: N = 58; 61.1%). Furthermore, the adolescents were classified with an autism 

spectrum disorder (ASD: N = 29; 30.5%), attention deficit hyperactivity disorder (ADHD: N = 24; 

25.3%), reactive attachment disorder (RAD: N = 14; 14.7%) and intellectual disability (ID: N = 17; 

17.9%). Descriptive information on the predictor and outcome variables are shown in Table 1.

Correlation analysis

Table 2 shows the bivariate correlations between the dependent and independent variables. Only 

those predictors that were significantly (p < .05) correlated with delinquent behavior and psychosocial 

problems at follow-up were used in further analyses. Only active coping at the first assessment was 

significantly correlated with delinquency at follow-up. Therefore, passive coping and the subjective 

QoL domains were excluded from any further analyses with regard to delinquency. At the first 

measurement, passive coping and the subjective QoL domains social participation, health and 

fulfilment were significantly correlated with psychosocial problems at follow-up. Therefore, active 

coping and all non-significant subjective QoL domains were excluded from any further analyses with 

regard to psychosocial problems. 

Delinquency

In the first model, being admitted or discharged from secure residential care at follow-up did not 

explain any variance in delinquency at follow-up (see Table 3: Model 1: R2 = .001, adjusted R2 = -.010, 

F (1,93) = .057, p = .811). In the second model, adding risk and protective factors explained 0.5% of 

the variance in delinquency at follow-up (Model 2: R2 = .037, adjusted R2 = .005, F (3,91) = 1.173, p = 

.324). In model 3, adding active coping to the model explained 5.4% of the variance in delinquency 

at follow-up (Model 3: R2 = .094 adjusted R2 = .054, F (4,90) = 2.337, p = .061). In this final model, 

active coping was a significant predictor of delinquency at follow-up (β = -.240, p < .05). The use of 

active coping was related to a decrease in self-reported delinquent behavior at follow-up.

Psychosocial problems

In the first model, being admitted or discharged from secure residential care at follow-up did not 

explain any variance in psychosocial problems at follow-up (see Table 4: Model 1: R2 = .010, adjusted 

R2 = -.001, F (1,93) = .893, p = .347). In the second model, adding risk and protective factors did 

not explain any variance in psychosocial problems at follow-up (Model 2: R2 = .022, adjusted R2 = 

-.011, F (3,91) = .673, p = .571). In model 3, adding passive coping to the model explained 13.7% of 

the variance in psychosocial problems at follow-up (Model 3: R2 = .173, adjusted R2 = .137, F (4,90) 

= 4.718, p < .05). In model 4, adding the subjective QoL domains social participation, health, and 

fulfilment to the model, explained 16.9% of the variance in psychosocial problems at follow-up 

(Model 4: R2 = .231, adjusted R2 = .169, F (7,87) = 3.724, p < .05). In this final model, passive coping 

was a significant predictor of psychosocial problems at follow-up (β = .329, p <.05). This indicates 
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Table 1. Descriptive information on predictor and outcome variables (N = 95)

Variables M SD Range α
Risk and protective factors

Total risk score 17.83 5.3 5-33
Protective score 7.83 2.2 2-12

Coping
Active coping 14.73 3.4 7.5-24.5 0.84
Passive coping 14.16 3.0 8.0-23.0 0.76

Subjective QoL domains
Living situation 3.45 1.2 1.0-6.0
Social participation 5.24 0.7 3.0-6.7
Finances 4.02 1.5 1.0-7.0
Health 5.36 0.7 3.0-6.6
Family relations 5.83 1.0 2.2-7.0
Safety 5.76 0.7 3.6-7.0
Positive esteem 6.61 0.6 4.2-7.0
Negative esteem 6.32 1.0 3.3-7.0
Fulfilment 5.71 1.0 3.1-7.0
Framework 6.35 0.7 3.7-7.0

Outcome measures
Delinquency 19.20 30.9 0-137
Psychosocial problems 10.49 5.9 1.0-27.0

Note: QoL = Quality of Life.

Table 2. Correlations between risks, coping, subjective QoL domains and delinquency and psychosocial problems 
(N = 95)

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16
1. Total risk score −
2. Protective score .32** −
3. Active coping -.02 -.11 −
4. Passive coping -.11 -.04 .21* −
5. Living situation -.01 .10 -.05 -.20* −
6. Social participation -.16 -.09 .04 -.16 .31** −
7. Health -.02 -.02 .08 -.13 -.04 .26* −
8. Finances .15 .04 -.03 -.14 .08 .25* .17 −
9. Family relations .11 -.16 -.08 -.44** .15 .13 .05 .19 −
10. Safety .10 -.09 -.16 -.24* -.11 .05 .16 .26* .25* −
11. Positive esteem -.01 -.01 -.06 -.22* .06 -.05 .21* .15 .06 .25* −
12. Negative esteem .18 .13 -.20 -.44** .12 -.03 .17 .10 .28** .22* .45** −
13. Fulfilment .07 -.10 .09 -.37** .28** .40** .20* .19 .45** .31** .32** .45** −
14. Framework -.05 -.15 .32**-.13 .08 .10 .03 -.02 .04 .20 .31** .21* .47** −
15. Delinquency .17 .08 -.25* -.03 -.10 -.12 -.08 .05 -.03 .16 .02 .11 -.06 .01 −
16. Psychosocial problems .13 .08 .09 .37**-.17 -.22* -.28**-.03 -.18 -.05 -.16 -.15 -.25* -.10 .40** −

Note: * p < .05, ** p < .01.
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that adolescents who use more passive coping strategies in their problem solving, reported more 

psychosocial problems at follow-up. Additionally, the subjective QoL domain health also was a 

significant predictor of psychosocial problems at follow-up (β = -.198, p < .05). Adolescents who 

were more satisfied with their health during their stay in secure residential care reported less 

psychosocial problems at follow-up.

dIsCussIon

The aim of the present study was to test two assumptions of the Good Lives Model. First, it is 

assumed that a higher subjective QoL is related to less self-reported delinquency and psychosocial 

problems. The current findings show that none of the subjective QoL domains were associated 

Table 3. Linear regression to predict delinquency (N = 95)

Model 1 Model 2 Model 3

Variable B SE β B SE β B SE β

Discharged -1.57 6.54 -.03 -5.78 6.89 -.09 -4.99 6.73 -.08

Total risk score 1.14 .67 .20 1.14 .66 .19

Protective score .31 1.53 .02 -.07 1.50 -.01

Active coping -2.18 .92 -.24*

Adjusted R2 -.01 .01 .05

ΔR2 .02 .04

Note: B = unstandardized coefficients, SE = standard error, β = standardized coefficients; * p < .05.

Table 4. Linear regression to predict psychosocial problems (N = 95)

Model 1 Model 2 Model 3 Model 4

Variable B SE β B SE β B SE β B SE β

Discharged 1.18 1.25 .10 .77 1.33 .06 .86 1.23 .07 .74 1.22 .06

Total risk score .10 .13 .09 .15 .12 .13 .14 .12 .13

Protective score .13 .30 .05 .14 .27 .05 .10 .27 .04

Passive coping .79 .19 .39*** .66 .21 .33**

Social participation -.46 .90 -.06

Health -1.61 .80 -.20*

Fulfilment -.43 .69 -.07

Adjusted R2 -.00 -.01 .14 .17

ΔR2 .01 .15 .03

Note: B = unstandardized coefficients, SE = standard error, β = standardized coefficients; * p < .05, ** p < .01, *** 
p < .001.



Chapter 6

123

6

with delinquency. With regard to psychosocial functioning, the subjective QoL domain health was 

a significant predictor. Adolescents who reported a lower QoL on the health domain had more 

psychosocial problems at follow-up. Second, it is assumed that adequate coping skills, such as 

active coping, are related to less self-reported delinquency and psychosocial problems. The results 

of the current study support this assumption: adolescents who used active coping strategies in their 

problem solving reported less delinquent behavior at follow-up.

The Good Lives Model places strong emphasis on the process of engaging individuals in their 

treatment by focusing on life goals and needs that are important to them. As a result, adolescents 

create a ‘good life’ for themselves, which is characterised by a sense of purpose and a high QoL 

(Fortune et al., 2012). Due to increased feelings of agency and a higher QoL, adolescents are 

motivated to live a different kind of life and this will also help prevent them from re-offending (Ward 

& Marshall, 2004). However, the findings of the present study do not support this assumption, 

indicating that increasing subjective QoL is not directly related to a decrease in delinquency after 

adolescents were discharged. A previous study among a sample of adult forensic psychiatric 

outpatients did find support for this assumption (Bouman et al., 2009). Adult forensic psychiatric 

outpatients who were more satisfied with their health reported less violent and general offences. 

This difference in results might be due to the difference in the studied population and the context. 

Whereas the current study examined adolescents that were admitted to secure residential care and 

were treated for their emotional and behavioral problems, Bouman and colleagues (2009) studied 

adult forensic psychiatric outpatients, who did not receive treatment in a secured setting. 

With regard to psychosocial functioning, comparable to other researchers in the general 

population (Bartels, Cacioppo, Van Beijsterveldt, & Boomsma, 2013), we found a relationship with 

the subjective QoL domain health. Adolescents who were more satisfied with their health (e.g., 

being satisfied with medicine use and their mental health) reported lower levels of psychosocial 

problems, even after controlling for the presence of risk factors and active and passive coping. Being 

more satisfied with health decreases the likelihood of psychosocial problems reported at follow-up, 

regardless the presence of risks or type of coping strategies used.

Consistent with our expectations, adequate coping skills used by adolescents with severe 

psychiatric problems in secure residential care was a negative predictor of delinquent behavior 

and psychosocial problems at follow-up. According to the Good Lives Model, adolescents that 

are lacking adequate skills to secure needs that are meaningful to them will attempt to achieve 

these needs by (re-)offending (Fortune et al., 2012). The results of the present study support this 

assumption and are in line with the results of other studies (Gullone et al., 2000; Mulder et al., 2011; 

Shulman & Cauffman, 2011). Adolescents using active coping strategies (e.g., actively trying to sort 

out the problem or seek social support with friends or family) during their stay in secure residential 

care reported less delinquent behavior at follow-up. This way, active coping skills may decrease the 

chance of delinquent behavior. In addition, adolescents that used passive coping strategies, such 
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as avoiding the problem or showing depressive reactions, reported higher levels of psychosocial 

problems at follow-up. Previous studies also showed that the use of passive coping was associated 

with negative outcomes among adolescent prisoners, such as a poorer well-being (Brown & Ireland, 

2006) and increased psychological stress (Ireland, Boustead, & Ireland, 2005). Our findings support 

the assumption of the Good Lives Model that using adequate coping strategies is predictive of 

delinquent behavior and psychosocial problems at follow-up, even after controlling for the presence 

of risk and protective factors.  

Limitations

The current study has a number of limitations that should be considered when interpreting the 

results. First, only self-report measures were used to assess delinquent behavior and psychosocial 

functioning at follow-up. Although we considered both the severity of the offences, as well as 

the number of offences that were committed, it remains possible that the findings reported here 

underrepresent official registration data. Second, the current study is part of a longitudinal study 

with four waves of data. Adolescents were approached every 6 months to assess their subjective 

QoL during their stay in secure residential care and also twelve months after discharge. The current 

study only used data from participants who completed the first assessment and the follow-up 

assessment. This way, only data was used of 95 of the 172 included adolescents. Attrition analysis 

revealed that these adolescents were more often diagnosed with an autism spectrum disorder (ASD) 

and with a reactive attachment disorder (RAD), which might cause results to be less generalizable.

 
Conclusions

In conclusion, subjective QoL and coping are important components of the Good Lives Model 

framework and are assumed to play a role in the onset and maintenance of delinquent behavior 

and psychosocial problems (Purvis et al., 2011; Ward & Gannon, 2006). Strength-based approaches 

are increasingly used in the treatment of adolescents in secure residential care and might be 

an important complement to the prevailing risk perspective. By solely focusing on criminogenic 

risks as main treatment targets, other factors, such as subjective QoL and coping are neglected. 

The current study showed that adolescents who reported a lower QoL on the health domain had 

more psychosocial problems at follow-up. No relationship was found however, between QoL and 

delinquency. Based on the results of the current study, the strongest support was found for the 

second assumption of the Good Lives Model: adolescents with adequate coping skills report less 

delinquent behavior en fewer psychosocial problems. Adolescents lacking adequate coping skills 

were more likely to experience adjustment problems upon returning to society. Adolescents who 

used active coping during their stay in secure residential care reported lower levels of delinquent 

behavior at follow-up, while adolescents who used passive coping during their stay in secure 

residential care reported higher levels of psychosocial problems at follow-up. To conclude, we could 
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not confirm the first assumption of the Good Lives Model in our sample of adolescents with severe 

psychiatric problems. However, results of this study provide support for the second assumptions 

and therefore underline the importance of developing and strengthening adequate coping skills in 

the treatment of adolescents with severe psychiatric problems. 
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Summary and General discussion

IntroduCtIon

Over the last years, a shift in thinking about offender rehabilitation has emerged. Previously, the 

focus was mainly on identifying and managing risk factors in the treatment of adolescents in secure 

residential care. More recently, strength-based or restorative approaches, such as the Good Lives 

Model (Fortune, Ward, & Willis, 2012; Ward, 2002; Ward & Marshall, 2004), have been proposed 

which are responsive to individuals’ needs, skills, and Quality of Life (QoL). According to the 

Good Lives Model, treatment of adolescents should focus on increasing QoL combined with the 

management of risk (Ward & Marshall, 2004). Additionally, treatment should include activities that 

enhance or strengthen capacities and skills of adolescents (Ward, 2002; Ward & Marshall, 2004). 

These capabilities and skills can be used by adolescents to secure their needs and consequently 

create an increase in QoL. The Good Lives Model also places strong emphasis on increasing 

individuals’ autonomy during treatment, since it is assumed that this also leads to an increase in 

QoL (Ward, 2002; Ward & Fortune, 2013; Ward & Marshall, 2004). Since the Good Lives Model was 

originally developed for adults, we added several components in order to make it appropriate for 

adolescents. 

In Chapter 1 we proposed a conceptual model of adolescent offender rehabilitation, based 

on the Good Lives Model. First, we added age-specific risk and protective factors to the model 

since these were expected to be associated with the QoL of adolescents. Second, transitions in life 

course, such as being admitted to or discharged from secure residential care, were added to the 

model. These transitions were also expected to be related to QoL. Finally, since adolescence is a 

period in life filled with developmental changes that youngsters have to deal with and that might 

also affect their QoL, a life course perspective was added. Several assumptions, based on the Good 

Lives Model (Fortune et al., 2012; Ward, 2002; Ward & Gannon, 2006) underlie this conceptual 

model: (1) all adolescents have similar basic needs, which once fulfilled increase their QoL. Hence, 

when adolescents strive to obtain a high QoL, they will feel satisfied in several areas of their lives, 

such as with their family relations, (2) individual skills and abilities are important; adequate skills 

are useful in securing needs. Lacking adequate skills, on the other hand, might result in adolescents 

securing their needs through criminal behavior, and (3) when adolescents are satisfied with several 

areas of their lives, such as with their living situation or how they spend their leisure time, they are 

less likely to show delinquent behavior or experience problems in their psychosocial functioning. 

Little is known, however, about the validity of the assumptions underlying this model. Therefore, 

the main aim of this thesis was to test a conceptual model of offender rehabilitation, based on the 

assumptions of the Good Lives Model in a sample of adolescents with severe psychiatric problems. 

To this end, longitudinal data of 172 adolescents from ten secure residential care institutions 

throughout the Netherlands were used. Four waves of data were conducted: (1) when adolescents 

were between the age of 16 and 18 and admitted to secure residential care, (2) six months after 
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the first assessment, (3) at discharge, and (4) twelve months after discharge from secure residential 

care. Inclusion criteria were: (1) being male, (2) adolescents had to remain institutionalized for a 

minimum period of three months after the first assessment, and (3) having finished primary school 

in the Netherlands / having sufficient Dutch language skills. Adolescents were on average 16.8 

years old at the first assessment and they were on average 7.9 months institutionalized at that 

time. Ninety-seven (56.4%) adolescents were committed under the Dutch juvenile civil law because 

their development was at risk and their parents were not capable to help. Seventy-five (43.6%) 

adolescents were sentenced under the Dutch juvenile criminal law because they had committed 

a serious criminal offence. At study inclusion, the Structured Assessment of Violence Risk in Youth 

(SAVRY) was used to measure risk and protective factors, and a checklist with life events was also 

conducted. The Lancashire Quality of Life Profile (LQoLP) was administered to measure overall QoL 

and QoL with several life domains. The Self Perception Profile for Adolescents (SPPA) was used 

to measure adolescents’ perceived competence in several life areas and their self-esteem. The 

Utrecht Coping List for Adolescents (UCL-A) was administered to assess how adolescents deal with 

problems, stressful events and setbacks (i.e., coping). The LQoLP, the SPPA, and the UCL-A were 

administered during all assessments. Both at study inclusion, and at the final assessment, the Youth 

Delinquency Survey was used to measure self-reported delinquency and psychosocial functioning.

In this final chapter, the main empirical findings will be summarized, and the implications 

for the proposed conceptual model will be discussed. Additionally, this chapter discusses study 

limitations, implications for clinical practise and suggestions for future research.

summary of the maIn empIrICal fIndInGs

After the conceptual model based on the Good Lives Model was proposed in Chapter 1, its main 

component QoL was studied in Chapter 2. It was assumed that once individuals are capable to 

secure meaningful needs, their QoL will increase. Additionally, satisfaction with several life domains 

was expected to change as a result of a changing context (e.g., being admitted to or discharged 

from secure residential care). So far, however, changes in the QoL over time among adolescents 

with severe psychiatric problems admitted to secure residential care have not been investigated. 

In addition, the impact of being discharged from secure residential care on adolescents’ QoL also 

remains unknown. Therefore, the stability and change over time of ten subjective QoL domains 

were studied. From a Good Lives Model perspective, adolescents’ QoL increases when they are 

able to secure their needs in a socially acceptable manner. It was expected that admission to secure 

residential care puts restrains on the resources that youngsters had to fulfil their needs. 

The results of this explorative study showed that the satisfaction of adolescents with health, 

framework, safety, negative esteem and fulfilment remained stable during their stay in the facility 

and after discharge. Satisfaction with health pertained to adolescents’ satisfaction with their 
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medication use and their own mental health. The safety domain included adolescents’ overall 

perceived safety and their sense of security in secure residential care. Framework referred to 

the degree to which adolescents could envision having a meaningful perspective in life, while 

fulfilment referred to whether adolescents had a set of life goals. Negative esteem gave insight into 

whether adolescents felt unsatisfied about themselves. Adolescents’ satisfaction with their family 

relations, positive esteem, social participation, living situation, and finances changed over time. 

Family relations related to whether adolescents were satisfied with the contact with their family 

and whether they felt accepted by them, while social participation related to whether adolescents 

had a good friend that could help them in times of need. Positive esteem gave an impression of 

how satisfied and proud adolescents were with themselves. Living situation referred to adolescents’ 

satisfaction with their current living conditions, the degree of privacy and independence. Whether 

adolescents felt satisfied with their current financial situation was measured by the domain 

finances. Being discharged from secure residential care affected adolescents’ satisfaction with 

seven life domains, causing differences in satisfaction with life domains between admitted and 

discharged adolescents. Adolescents that were discharged were more satisfied with their family 

relations, social participation, and their living situation, compared to the still admitted youngsters. 

However, satisfaction with their family relations and their social participation decreased after they 

were discharged from secure residential care. This study underscores the importance of providing 

ongoing support and guidance after adolescents return back to the society, in order to monitor 

whether they succeed in making the transition to independent living.

Chapter 3 aimed to explore the longitudinal relationship between general well-being and self-

esteem, and whether differences could be found between admitted and discharged adolescents. 

General well-being and self-esteem are both evaluations of oneself, yet directed towards different 

parts of an individual’s life (Civitci & Civitci, 2009; Moksnes & Espnes, 2013). General well-being refers 

to the experienced quality of an individual’s life as a whole (Diener, 2000; Pavot & Diener, 1993). The 

findings of this study showed a different relationship between general well-being and self-esteem 

over time for admitted and discharged adolescents. Contrary to what would be expected based on 

the existing literature, level of self-esteem of adolescents negatively predicted general well-being for 

the admitted adolescents. For discharged adolescents on the other hand, level of self-esteem was 

a positive predictor of general well-being, however, only in the period before their discharge. Self-

esteem no longer contributed to adolescents’ general well-being after their discharge. These results 

indicate that among adolescents with severe psychiatric problems admitted to secure residential 

care, level of self-esteem has a positive contribution to level of general well-being, but only in the 

period before discharge. After discharge, general well-being might be affected by other variables, as 

a result of changes in their environment.

In Chapter 4, the effect of coping on general well-being and self-esteem was explored. 

Adolescents have to adapt to a life in secure residential care and they have to deal with the stress 
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that is caused by reduced feelings of safety and autonomy. Coping seems to influence both the 

development of general well-being and self-esteem in individuals in restricted environments, such 

as secure residential care. The findings of this study showed that coping was related to both general 

well-being and self-esteem in adolescents with severe psychiatric problems in secure residential 

care. Adolescents who used active coping strategies in their problem solving reported a higher self-

esteem, while adolescents who used passive coping strategies, on the other hand, reported a lower 

self-esteem. These associations were found during stay in secure residential care and after discharge. 

In addition, the use of passive coping was related to a lower general well-being during stay in secure 

residential care. In conclusion, adequate coping skills are important in order to increase the general 

well-being and self-esteem of adolescents in secure residential care.

In Chapter 5, the associations between unmet needs and delinquency and psychopathology 

were investigated. From a Good Lives Model perspective, adversities such as delinquent behavior 

and psychopathology are the result of unfulfilled needs (i.e., a low QoL). No associations were 

found between having unmet needs and delinquency. With regard to psychopathology, however, 

having unmet needs in the health domain was associated with having an autism spectrum disorder 

(ASD) and having an attention deficit disorder (ADD). Unmet health needs related to having mental 

complaints, using medication due to mental complaints and being admitted several times in the 

past. Having unmet needs with regard to safety was associated with the presence of an attention 

deficit disorder (ADD), while having unmet needs related to finances or social participation was 

associated with having a disruptive behavior disorder (DBD). Unmet safety needs related to being 

attacked in the past twelve months, or being accused of an offence in the past twelve months, while 

unmet financial needs related to having debts or a lack of money and as a result being unable to 

enjoy daily living. Unmet needs with regard to social participation related to the absence of having 

close friends. These findings provide support for the association between specific unmet needs and 

psychiatric disorders, and might have implications for the treatment offered to adolescents with 

severe psychiatric disorders admitted to secure residential care.

In Chapter 6, two assumptions of the Good Lives Model were examined: (1) whether a higher 

subjective QoL is related to less self-reported delinquency and psychosocial problems, and (2) 

whether adolescents with adequate coping skills were less likely to report delinquent behavior 

and psychosocial problems. Subjective QoL during stay in secure residential care, conceptualized 

as satisfaction with several life domains, was not associated with delinquency after discharge. 

Adolescents who were less satisfied with their health, however, reported more psychosocial 

problems after their discharge. Furthermore, adolescents who used active coping strategies in 

their problem solving during stay in secure residential care reported less delinquent behavior after 

they were discharged. Adolescents who used passive coping to deal with problematic situations 

in secure residential care, on the other hand, reported more psychosocial problems after they 

were discharged. To conclude, one of the assumptions of the Good Lives Model was confirmed, 
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indicating that treatment of adolescents in secure residential care could benefit from components 

of a strength-based rehabilitation approach.

dIsCussIon of the maIn empIrICal fIndInGs

Change and stability in adolescents’ quality of life associated with discharge

One of the results in Chapter 2 was that five of the ten subjective QoL domains were stable over 

time (i.e., health, framework, safety, negative esteem, and fulfilment), while five other domains 

changed (i.e., positive esteem, family relations, social participation, living situation, and finances). 

In addition, discharge from secure residential care had an effect on adolescents’ satisfaction with 

seven life domains (i.e., safety, negative esteem, fulfilment, family relations, social participation, 

living situation, and finances). As a result, differences in satisfaction with several life domains existed 

for admitted and discharged youngsters. For example, on average, discharged adolescents were 

initially more satisfied with the contact with their family and the amount of support they received 

from them, but their mean score of satisfaction declined after they left the facility. A similar decline 

in satisfaction was found for social participation. 

The changes found in the subjective QoL domains social participation and family relations after 

discharge might be explained by adjustment problems that youngsters experience upon returning 

to society. During their time in secure residential care, they had to abide by the rules and follow 

the daily program of the institution. Once adolescents leave the structured environment of the 

institution, they might experience difficulties in finding purposeful ways to spend their days, which 

might limit the contact they have with pro-social peers. Furthermore, it has previously been shown 

that most young people leaving care experience social exclusion after their return back home (Stein 

& Munro, 2008). Social exclusion might have contributed to the difficulties adolescents experienced 

in spending their days in a purposeful manner. This finding could be problematic in the rehabilitation 

process of youth, since a recent study showed that engagement in valued activities was associated 

with a higher self-esteem and also appeared to play a role in the positive adjustment of youngsters 

(Newman, Tay, & Diener, 2014). 

Besides a decline in satisfaction with social participation, a decline in satisfaction with family 

relations was found. Almost half (43.3%) of the adolescents were living with their parents again 

after their discharge from secure residential care. This is remarkable since 56.4% of the adolescents 

were committed to secure residential care because their parents lacked the pedagogical capacities 

to help them with problems they experienced in multiple life domains. Although family can be 

an adequate social support system (Mears & Travis, 2004), this might not be the case for those 

adolescents who’s families were unable to contribute to a positive and pedagogical family situation 

before their admittance. This way, returning home to live with family again, might also contribute 

to other negative outcomes, such as delinquent behavior. In line with this, Cottle, Lee, and Heilbrun 



Summary and General discussion

135

(2001) showed that poor family relationships were related to delinquent behavior. Additionally, 

renewed contact with delinquent peers might also have a negative effect on the relationship 

adolescents have with their family. Although why adolescents renew the contact with old friend 

might differ from individual to individual (Martinez & Abrams, 2013), it has been found that this 

often results in negative outcomes, such as delinquent behavior (Minor, Wells, & Angel, 2008), and 

possibly poor family relationships.

Being discharged from secure residential care can be seen as an important transition in the 

life course of adolescents and has been found to have an impact on seven life domains. A positive 

effect of discharge was found for the subjective QoL domains safety, negative esteem, fulfilment, 

living situation, and finances. Previous research on the effects of incarceration has shown that being 

admitted to secure care limits the autonomy of adolescents, causes higher levels of stress and feelings 

of unsafety (Harvey, 2007; Van der Laan & Eichelsheim, 2013), and is related to a lower social well-

being (Gover, MacKenzie, & Armstrong, 2000; Harvey, 2007). Additionally, adolescents are restricted 

in their access to material goods and services (Blevins, Listwan, Jonson, & Cullen, 2010), and they 

often perceive the environment of secure care to be threatening (Van der Laan & Eichelsheim, 

2013). In line with what would be expected based on these previous research findings, adolescents 

were more satisfied with their safety, fulfilment, living situation and their financial situation. Upon 

returning to society, adolescents are removed from a negative restricted environment and therefore 

might experience more feelings of safety. In addition, adolescents are free to choose their own 

living situation and are able to make changes to their financial situation. Similarly, as a result of 

the change in context and access to resources, adolescents may more often reported to have a 

set of life goals. However, being discharged from secure residential care also caused an increase 

in the negative feelings that adolescents had about themselves. The combination of expectations 

with regard to the responsibility of the adolescents and the finding that most of them experience 

problems during the transition out of secure residential care (Harder, Knorth, & Kalverboer, 2011) 

might have contributed to a higher negative esteem.

General well-being and self-esteem mutually predictive over time; but affected by discharge

General well-being and self-esteem were mutually predictive over time (see Chapter 3), and being 

discharged from secure residential care affected this relationship. As a result, self-esteem negatively 

predicted general well-being for the adolescents who remained admitted during the course of this 

study. For the adolescents that were discharged however, self-esteem positively predicted general 

well-being, however only in the period before their discharge.

The finding that self-esteem negatively predicted general well-being of admitted adolescents 

contradicts previous research, which found a positive relation (Karatzias, Chouliara, Power, & 

Swanson, 2006; Mann, Hosman, Schaalma, & De Vries, 2004). This might be explained by research 

that has been done with regard to the relation between self-esteem, narcissism and violent 
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behavior (Baumeister, Bushman, & Campbell, 2000; Baumeister, Smart, & Boden, 1996; Bushman & 

Baumeister, 1998). Individuals with an inflated self-esteem, who receive feedback that contradicts 

with their self-image, might show violent behavior. Similarly, a higher or inflated self-esteem might 

potentially cause a lower general well-being. For adolescents who were discharged, self-esteem 

positively predicted general well-being, although this relation was only found before their discharge. 

This finding is in line with other studies showing that a higher self-esteem leads to an increase in 

general well-being (Karatzias et al., 2006; Mann et al., 2004). Self-esteem no longer predicted general 

well-being after discharge, and this might be the result of a changing context when adolescent 

return to society. General well-being of discharged adolescents might be affected by other factors 

as a result of changes in their psychosocial context (Boden, Fergusson, & Horwood, 2008). Upon 

returning to society adolescents regain autonomy, but this transition also requires responsibility of 

them; both might have affected their general well-being. A previous study by Harder and colleagues 

(2011) showed that many adolescents experience difficulties during their return to society which 

might have negatively affected their general well-being. 

The effect of coping on general well-being and self-esteem

Our findings show that type of coping was related to both general well-being and self-esteem over 

time (see Chapter 4). Adolescents that used active coping strategies in their problem solving reported 

a higher self-esteem. Using passive coping strategies, on the other hand, was related to a lower self-

esteem, and also a lower general well-being. These findings are in line with previous studies linking 

coping strategies to psychological stress and general well-being (Gullone, Jones, & Cummins, 2000; 

Ireland, Boustead, & Ireland, 2005). The findings of the current study underscore the importance of 

developing adequate coping skills during treatment in secure residential care. Especially, because 

active and passive coping remained associated with self-esteem after adolescents were discharged 

from the facility. Besides having a negative effect on level of self-esteem after discharge, passive 

coping could also be a risk factor for the development of criminal behavior (Aebi, Giger, Plattner, 

Metzke, & Steinhausen, 2014).  

Subjective quality of life and its association with delinquency and psychosocial functioning

In a cross-sectional study, based on the data of the first assessment (see Chapter 5) no associations 

between having unmet needs and delinquent behavior were found. Thus, adolescents that were 

less satisfied with specific areas of their lives did not report more delinquent behavior. This finding 

might be explained by the fact that adolescents were asked about their unmet needs in their current 

daily living, while delinquency was operationalized over the last twelve months. Additionally, 

having unmet needs was operationalized by the objective indicators of specific life domains of the 

LQoLP combined with the corresponding Importance Rating of these life domains. Whether QoL 

operationalized by the subjective indicators of the LQoLP were predictive of delinquency was studied 
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in Chapter 6. However, similarly as with the objective indicators combined with the Importance 

rating, subjective QoL during stay in secure residential care was not predictive of delinquency after 

discharge. These results contradict those of Bouman and colleagues (2009), who showed that 

subjective QoL and delinquency were related among adult forensic psychiatric outpatients. 

With regard to psychopathology, associations were found between having specific unmet 

needs and the presence of a certain psychiatric disorder. For instance, having unmet needs in 

the health domain was associated with having an autism spectrum disorder. Having unmet needs 

in either the health domain or safety domain was associated with a having an attention deficit 

disorder, whereas unmet needs related to social participation and finances was associated with 

having a disruptive behavior disorder. In a recent study of Bartels and colleagues (2013) a similar 

negative association between subjective well-being and psychopathology has been found among 

adolescents from the general population. With regard to psychosocial functioning after discharge, 

only the subjective QoL domain health was predictive. Adolescents who were less satisfied with 

their health reported more psychosocial problems at follow-up. 

Implications of the findings for the conceptual model and the Good Lives Model 

From a Good Lives Model perspective, changes in QoL domains were to be expected, since it is 

assumed that securing meaningful needs leads to a higher perceived QoL. Thus, when individuals are 

admitted to secure residential care, they are restricted in their possibilities to fulfil their needs. After 

discharge on the other hand, adolescents might experience more access to resources that could 

help them in fulfilling their needs. Changes found in five subjective QoL domains are in line with this 

assumption. Additionally, being discharged from secure residential care had an effect on seven QoL 

domains, resulting in differences in satisfaction with specific life domains between admitted and 

discharged adolescents. Overall, adolescents that remained admitted were less satisfied, because 

they might felt restricted in their possibilities to fulfil their needs. 

According to the Good Lives Model, treatment in secure residential care should be responsive 

to an individuals’ QoL. A higher QoL can be created by fulfilling needs that are personally meaningful. 

It is assumed that adequate skills and abilities play an important role in securing meaningful needs, 

as well as with later delinquent behavior. The current findings support the assumption of the Good 

Lives Model that using adequate coping skills is important for adolescents during the process of 

adaptation to secure residential care. Dealing with the admission to secure residential care in 

an active manner increases self-esteem, while dealing with the admission in a passive manner 

decreased general well-being and self-esteem. 

One of the underlying assumptions of the Good Lives Model is that individuals with good and 

fulfilling lives (i.e., a higher QoL) are less likely to show delinquent behavior. With the current results, 

we were unable to support this assumption. Based on the results presented in Chapters 5 and 6, no 

associations were found between objective or subjective QoL and delinquent behavior. We did find 
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support for the relationship between QoL and psychosocial functioning. The cross-sectional results 

presented in Chapter 5 indicated that unmet needs (as operationalized by the objective indicators 

of QoL and the corresponding Importance Rating) in the QoL domains health, safety, leisure time 

and finances were associated with the presence of a psychiatric disorder. Furthermore, the results 

presented in Chapter 6 show that adolescents who were less satisfied with the QoL domain health 

(as operationalized by the subjective indicators of QoL) reported more psychosocial problems at 

follow-up. 

Several explanations can be mentioned that might explain why no evidence was found for 

this assumption of the Good Lives Model. First, the Good Lives Model was originally developed for 

adult sex offenders. Although all humans are assumed to have similar basic needs, differences are 

to be expected in the priority adults and adolescents assign to these needs. Additionally, delinquent 

behavior among adults might originate from the presence of unmet needs, while delinquent 

behavior among adolescents might be caused by other factors, such as the presence of delinquent 

peers. During the period of adolescence, peers might be more important in directing adolescents’ 

behavior than their own unmet needs. Second, in the current study QoL is measured by the 

Lancashire Quality of Life Profile (LQoLP). Although this interview is specifically designed to assess 

QoL among individuals with severe psychiatric disorders, it has not been specifically developed for 

individuals who are admitted to secure residential care. Some questions in this interview, such as 

whether adolescents have visited a friend in the last two weeks or whether they have done groceries 

over the last two weeks, were less appropriate for individuals admitted to secure residential care. 

Therefore, it could be questioned whether the QoL of the adolescents participating in this study 

was adequately operationalized. Third, self-reports were used to measure delinquency. Although 

self-reports can be a valuable source of information, it remains questionable whether adolescents 

also reported more severe delinquent behavior, such as severe violent acts, and also delinquent 

behavior that is socially sensitive, such as sex offences. 

To conclude, a conceptual model of offender rehabilitation was proposed of which some 

assumptions could be supported by the current findings. Hence, several QoL domains change over 

time as a result of being discharged from secure residential care. Additionally, the use of adequate 

coping skills is related to a decrease in delinquent behavior, while the use of inadequate coping 

skills is related to an increase in psychosocial problems. However, the assumption that a higher 

QoL is related to a decrease in delinquent behavior could not be supported, at least not in the 

current sample of adolescents with severe psychiatric problems. Therefore, these findings give 

some implications for using a strength-based approach during the treatment of adolescents with 

severe psychiatric problems in secure residential care. Adolescents could benefit from treatment 

in which adequate skills and abilities are strengthened and developed. However, no support was 

found that QoL was predictive of delinquent behavior. With regard to the concept of QoL, this could 

be used as a secondary treatment outcome, to study how adolescents experience the process of 
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leaving the facility and building an independent life. Just at the time adolescents are forced to make 

an independent living, it is important to monitor their functioning in several areas of their lives. 

Whenever they report to be less satisfied with specific areas of their lives and they are in need for 

help, it is essential to provide direct guidance.

strenGths and lImItatIons of thIs study

To our knowledge, this is the first study that investigated assumptions of the Good Lives Model 

in a sample of adolescents with severe psychiatric symptoms. The Good Lives Model has gained 

increasing attention as a rehabilitation framework over the last years (Ward, 2002; Ward & Gannon, 

2006). A more positive oriented approach to offender rehabilitation can be seen as a valuable 

complement to the risk-oriented approach. Notwithstanding, in order to interpret the results of this 

thesis the limitations of this study with regard to the study design and the measures that were used 

need to be taken into account.

Study design

In this thesis a longitudinal study design was used to obtain descriptive information about the 

relationships between QoL, self-esteem, coping and risk- and protective factors. Although studies 

regarding recidivism prefer the use of a longitudinal study design, most studies on QoL among 

adolescents have been cross-sectional in nature. By using repeated measurements, we were able 

to study any change or stability in QoL, self-esteem and coping and how these concepts are related 

over time. In addition, these concepts were studied during the time adolescents stayed in secure 

residential care, as well as after they have left the facility. This way, it was possible to study the 

impact of being discharged from secure residential care on the QoL of adolescents. Although a 

longitudinal study is considered to be a sound method to investigate change in behavior, it has a 

few methodological pitfalls. First, longitudinal studies are often faced with attrition problems (e.g., 

drop-outs). The current study, however, had a relatively high (i.e., 75.4%) response rate at study 

inclusion (Stoop, 2005). Response rates of 70% are generally considered to be good (Stoop, 2005). 

Nevertheless, this study was also confronted with attrition over time. In order to make inferences 

from longitudinal data, it is important to control the time between assessments, such that the 

time between Time 1 and Time 2 is equal for every adolescent. However, the clinical setting of this 

study makes it difficult to control for the time between the assessments. Not all adolescents will be 

discharged at the same time; therefore the length of treatment for every adolescent differed. 
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Measures

Measuring QoL is complex, since QoL is such a multifaceted concept. Although QoL has a long 

history as a treatment outcome in the field of medicine, research on QoL in the field of forensic 

psychiatric has only began in the last years (Van Nieuwenhuizen, Schene, & Koeter, 2002). In this 

thesis, we have used the QoL definition of Lehman (Lehman, 1983, 1988, 1996) who defined QoL 

as an individual’s overall sense of well-being and satisfaction with life, and also satisfaction with 

various life domains. To operationalize unmet needs in Chapter 5 we have used a combination of 

the objective indicators of QoL and the Importance Rating of the Lancashire Quality of Life Profile 

(LQoLP; Van Nieuwenhuizen et al., 2002; Van Nieuwenhuizen, Schene, Koeter, & Huxley, 2001). To 

study subjective QoL as a predictor of delinquency in Chapter 6, we used the LQoLP’s subjective 

indicators of QoL. Our choice for the use of the LQoLP was based on (a) this instrument is specifically 

developed to describe the QoL of people with a psychiatric disorder (Oliver, Huxley, Priebe, & Kaiser, 

1997), (b) a specific youth-version of the LQoLP was available, and (c) the psychometric properties 

of the LQoLP have been demonstrated to be good (Oliver et al., 1997; Van Nieuwenhuizen, Schene, 

Boevink, & Wolf, 1998; Van Nieuwenhuizen et al., 2001). However, it was not initially intended for 

adolescents who were admitted to secure residential care. Moreover, being admitted to secure 

residential care limits individuals’ autonomy and their possibilities to change their QoL.

Delinquency at Time 1 and at follow-up was assessed using a self-report measure. This probably 

results in an underestimation of the number of adolescents who actually showed delinquent 

behavior. For instance, unsuccessful attempts to commit crimes would probably not be reported 

by adolescents, while these might be officially recorded (Farrington, Piquero, & Jennings, 2013). On 

the other hand, self-reports could be necessary to ‘scale-up’ official offending data, since research 

has shown that for every official reported offence, multiple self-reported offences were reported 

(Farrington, Auty, Coid, & Turner, 2013).

ImplICatIons for ClInICal praCtIse

The conceptual model proposed in this thesis assumes a relationship between QoL and the 

outcome measures reoffending and psychiatric relapse. High-risk youths that are dissatisfied with 

several areas of their lives might be triggered to persist in delinquent behavior. Research has shown 

that interventions with a clear therapeutic philosophy are more effective than interventions based 

on control and deterrence (Lipsey, 2009). At first glance, a strength-based approach to adolescent 

offender rehabilitation might have several advantages. Treatment programs are more balanced by 

also including the needs and abilities of adolescents, instead of solely focusing on the management 

of risk. This way, a more holistic approach to adolescent offender rehabilitation is created, which 

could increase treatment motivation. Furthermore, by focusing on restoring adolescents’ sense 

of personal control, they might be able to achieve the goals associated with their personal good 
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life. With regard to the assumptions of the Good Lives Model, the current findings only support 

the notion that adequate coping skills should be developed and strengthened during treatment 

in secure residential care. Adolescents who applied more active coping strategies in their problem 

solving reported less delinquent behavior, while those adolescents who used more passive coping 

reported more psychosocial problems. Thus, interventions aimed at teaching and/or strengthening 

adequate problem solving skills will increase adolescents’ well-being and assist them in living a 

more pro-social life. 

The current study does not find support for any direct relationship between QoL and reoffending 

on the long term. However, QoL can be of important value in the treatment of adolescents in secure 

residential care on the short term. Changes in subjective QoL domains can be seen, specifically 

for those adolescents that were discharged from secure residential care. During the process 

of rehabilitation, much effort is aimed at finding a suitable home, restoring contact with family 

and at providing employment. Our findings show that satisfaction with a number of life domains 

continues to change in the period after adolescents have left the facility. Therefore, it is important to 

provide ongoing guidance and support to monitor if these youths continue to succeed in making the 

transition to independent living. Knowing which areas of their lives adolescents are least satisfied 

about, can also help clinicians in setting adequate treatment goals (Van Nieuwenhuizen & Nijman, 

2009) and also provide tools to guide these youths during the process of emotional adaptation 

after being discharged from secure residential care. Although we have used the LQoLP to assess 

the experienced QoL of adolescents, a shortened version, such as the MANSA (Manchester Short 

Assessment of quality of life; Van Nieuwenhuizen, Schene, & Koeter, 2000) could also be used. This 

way, information on the experienced QoL can be gathered in a relatively short amount of time. 

suGGestIons for future researCh

The current findings provide insight into the processes by which exposure to risk and/or protective 

factors, transitions in life course and skills relate to QoL, reoffending and psychiatric relapse of 

adolescents in secure residential care. More research is necessary though. First, in order to use the 

concept of QoL in forensic youth psychiatry, future research should consider the instrument that is 

used to measure the QoL of adolescents in secure residential care. Although the LQoLP is specifically 

developed to describe the QoL of people with a psychiatric disorder, and a youth version was 

available, it remains questionable whether the specific subdomains are applicable in the restricted 

environment of secured facilities. It should be investigated whether other choices with regard to the 

operationalization of QoL might have led to different results. 

Second, adolescents from several different secure residential care institutions (i.e., youth 

forensic psychiatric hospitals, child and adolescent psychiatric hospitals, orthopsychiatric 

institutions or youth detention centers) participated in this study. In addition, adolescents could 
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either be committed under the Dutch juvenile civil law or sentences under the Dutch juvenile 

criminal law. Although studies have shown that these adolescents are characterized by severe and 

multiple problems in different areas of their lives (Brand, Lucker, & Van den Hurk, 2009; Brand 

& Van den Hurk, 2008; Vermaes, Konijn, Nijhof, Strijbosch, & Van Domburgh, 2012), differences 

exist in level of freedom and autonomy adolescents have in these different facilities. While juvenile 

detention centers are fully secured facilities in which adolescents are very restricted in their liberty, 

adolescents have more liberties in child and adolescent psychiatric hospitals. Differences in the 

environment of the setting might have influenced our results. Future research should focus on 

studying the effects of these different contexts.
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InleIdInG

Binnen de behandeling die aangeboden wordt in de forensische psychiatrie komen steeds meer de 

sterke eigenschappen en vaardigheden van personen centraal te staan. Het Good Lives Model is 

een voorbeeld van een dergelijk strength-based model waar niet de tekortkomingen maar de sterke 

eigenschappen en vaardigheden van een persoon centraal staan. Op deze manier wordt iemand 

niet enkel gereduceerd tot het delict dat hij of zij gepleegd heeft of de stoornis die bij hem/haar 

gediagnosticeerd is. Alhoewel het belang van risicotaxatie en risicomanagement erkend wordt, 

neemt het Good Lives Model aan dat dit een noodzakelijke maar geen voldoende voorwaarde is 

voor de behandeling van delinquenten. Het risico op recidive kan volgens het Good Lives Model 

verder worden verkleind door delinquenten te helpen een betekenisvol leven te creëren als 

alternatief voor hun eerdere criminele levensstijl. Het Good Lives Model veronderstelt dat een 

hogere kwaliteit van leven de kans op recidive zal verminderen, terwijl een lagere kwaliteit van 

leven zal leiden tot stress en de kans op recidive zal verhogen. Om een hogere kwaliteit van leven te 

borgen tijdens de behandeling van delinquenten stelt het Good Lives Model dat er ruimte moet zijn 

voor de persoonlijke behoeften van het individu en diens autonomie. 

Volgens het Good Lives Model heeft ieder mens dezelfde onderliggende behoeften die de 

drijfveer vormen van menselijk gedrag. Voorbeelden van dergelijke behoeften zijn de behoefte 

aan het hebben van werk, autonomie en het hebben van goede contacten met familie. Wanneer 

iemand in staat is om die behoeften op een maatschappelijk verantwoorde manier te vervullen, 

zal hij een hoge kwaliteit van leven ervaren. Door verschillen in persoonlijke ambities en interesses 

kunnen individuen verschillen in hun behoeften. Aandacht voor persoonlijke behoeften tijdens de 

behandeling zal motiveren om de behandeling af te ronden. Naast aandacht voor de persoonlijke 

behoeften is het van belang dat er tijdens de behandeling wordt gekeken hoe deze behoeften op 

een verantwoorde manier vervuld kunnen worden. Hiervoor kunnen instrumentele middelen nodig 

zijn. Omdat ieder mens actief op zoek is naar manieren om zijn behoeften te vervullen is het volgens 

het Good Lives Model belangrijk dat personen zelfstandig beslissingen kunnen en mogen nemen 

tijdens de behandeling. Dit zou vervolgens leiden tot meer tevredenheid en een hogere kwaliteit 

van leven. Wanneer personen niet de juiste vaardigheden hebben om hun behoeften te vervullen, 

zullen zij eerder geneigd zijn tot delinquent gedrag om op die manier alsnog in hun behoeften te 

voorzien. Bijvoorbeeld, een jongere die behoefte aan intimiteit heeft, maar sociale vaardigheden 

mist, zou die behoefte kunnen vervullen door het plegen van een zedendelict. 

In dit proefschrift wordt een conceptueel ontwikkelingsmodel op basis van het Good Lives 

Model voorgesteld waarvan enkele assumpties worden getoetst bij adolescenten opgenomen binnen 

de gesloten zorg. Het doel is om op basis van het conceptuele model kennis te vergroten over de 

onderliggende relaties tussen blootstelling aan risico’s, keerpunten die jongeren meemaken in hun 

leven, kwaliteit van leven en recidive en psychosociaal functioneren. De jongeren in dit onderzoek 
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hebben ernstige psychiatrische problemen, in combinatie met problemen in verschillende andere 

domeinen van hun leven, zoals problemen met school of met hun ouders. Binnen Nederland is gesloten 

zorg de meest intensieve vorm van zorg die wordt aangeboden binnen een begrensde omgeving. 

ConCeptueel model

Aangezien het Good Lives Model oorspronkelijk bedoeld was voor volwassenen, zijn er 

enkele elementen toegevoegd om het conceptuele model toepasbaar te maken voor 

adolescenten. Leeftijdsspecifieke risico- en beschermende factoren, belangrijke keerpunten die 

adolescenten doormaken (bijvoorbeeld: worden ontslagen uit een gesloten instelling), en een 

ontwikkelingsperspectief werden toegevoegd. De eerder genoemde assumpties van het Good 

Lives Model liggen ook ten grondslag aan het conceptuele model. Er wordt verondersteld dat ieder 

mens behoeften heeft die, eenmaal vervuld, zullen leiden tot een hogere kwaliteit van leven. Het 

streven naar een hoge kwaliteit van leven (binnen het Good Lives Model genoemd een ‘good life’) 

hangt samen met een gevoel van tevredenheid in verschillende levensgebieden, zoals de relatie 

met familie of vrijetijdsactiviteiten. Persoonlijke interesses en ambities bepalen de prioriteit die 

individuen toekennen aan de eerder genoemde behoeften. Met het aanleren van persoonlijke 

vaardigheden en het uitreiken van instrumentele middelen kunnen behoeften worden vervuld. 

Wanneer jongeren deze vaardigheden ontberen, zullen zij mogelijk uitwijken naar crimineel gedrag 

om alsnog in hun behoeften te voorzien. Wanneer jongeren over de juiste vaardigheden beschikken 

om hun behoeften te vervullen en zij ervaren als gevolg hiervan een hoge kwaliteit van leven, zal de 

kans op recidive of het hebben van psychosociale problemen verminderen. 

steekproef en Instrumenten

In tien instellingen is longitudinaal onderzoek verricht, waarbij per jongere meerdere metingen 

over de tijd zijn afgenomen. De instellingen uit het onderzoek staan verspreid over Nederland 

en omvatten Justitiële Jeugdinrichtingen, Gesloten Jeugdzorg, Forensische Jeugdpsychiatrie en 

Orthopsychiatrische klinieken. De inclusiecriteria voor deelname aan het onderzoek waren (1) 

man, (2) een jongen moest minimaal 3 maanden opgenomen blijven na het eerste meetmoment 

en (3) de basisschool in Nederland hebben afgerond / voldoende beheersing van de Nederlandse 

taal. In totaal zijn 228 jongens benaderd, waarvan 172 hebben deelgenomen aan de eerste 

meting. Gemiddeld waren zij 16,8 jaar oud bij de eerste meting. Zij waren gemiddeld 7,9 maanden 

opgenomen voorafgaand aan de eerste meting. Van de 172 jongens waren 97 (56,4%) opgenomen 

met een civielrechtelijke titel, omdat hun ontwikkeling in gevaar was en hun ouders onmachtig 

waren om hen te helpen. De andere 75 jongens (43,6%) waren opgenomen met een stafrechtelijke 

titel vanwege een veroordeling voor het plegen van een delict. 
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In totaal werden vier metingen gepland: (1) wanneer jongens tussen de 16 en 18 jaar oud 

waren en opgenomen waren binnen de gesloten zorg, (2) zes maanden na de eerste meting, 

(3) rond ontslag, en (4) twaalf maanden na ontslag. Tijdens de eerste meting werd de SAVRY 

(Structured Assessment of Violence Risk in Youth) ingevuld op basis van dossierinformatie, om zo 

risicofactoren in kaart te brengen. Ook werd tijdens de eerste meting aan de hand van een checklist 

uitgevraagd welke ingrijpende levensgebeurtenissen jongeren hadden meegemaakt. De Lancashire 

Quality of Life Profile (LQoLP) werd afgenomen om de ervaren kwaliteit van leven van jongeren 

op verschillende levensgebieden in kaart te brengen. De Competentie Belevingsschaal voor 

Adolescenten (CBSA) werd gebruikt om een indruk te krijgen van de competenties van jongeren 

in verschillende gebieden en hoe het gevoel van eigenwaarde van een jongere was. De Utrechtse 

Coping Lijst voor Adolescenten (UCL-A) werd afgenomen om in kaart te brengen hoe jongeren 

omgaan met problemen, stressvolle gebeurtenissen en tegenslag. De LQoLP, de CBSA, en de UCL-A 

werden tijdens alle metingen afgenomen. Tijdens zowel de eerste als de laatste meting werd de 

Monitor Zelfgerapporteerde Jeugdcriminaliteit afgenomen om zelfgerapporteerd delinquent gedrag 

en psychosociale problemen in kaart te brengen.

resultaten

Nadat het conceptuele model op basis van het Good Lives Model is voorgesteld en uitgewerkt in 

Hoofdstuk 1, is het basisconcept kwaliteit van leven onderzocht in Hoofdstuk 2. De verandering 

over de tijd in tien kwaliteit van leven domeinen werd onderzocht. De hypothese was dat een 

veranderende context (bijvoorbeeld opgenomen worden in, of ontslagen worden uit de gesloten 

zorg) tevredenheid op verschillende levensgebieden, beïnvloedt. Daarom is de stabiliteit en 

verandering in de tevredenheid van jongeren met betrekking tot tien verschillende gebieden van 

hun leven tijdens hun verblijf in de gesloten zorg en na ontslag onderzocht. Vanuit het perspectief 

van het Good Lives Model wordt verwacht dat de ervaren kwaliteit van leven van een jongere stijgt 

wanneer hij in staat is om op een sociaal geaccepteerde manier zijn eigen behoeften te vervullen. 

Het worden opgenomen binnen de gesloten zorg beperkt de mogelijkheden en middelen van 

jongeren om hun behoeften te vervullen, en kan daardoor resulteren in een lagere kwaliteit van 

leven. 

De resultaten van deze exploratieve studie lieten zien dat vijf levensgebieden stabiel bleven over 

de tijd (dit waren: gezondheid, kader, veiligheid, negatieve eigenwaarde en vervulling). Het domein 

gezondheid had betrekking op tevredenheid met medicijngebruik en de psychische gezondheid. 

Het domein veiligheid had betrekking op de ervaren persoonlijke veiligheid en het gevoel van 

veiligheid op de afdeling waar jongeren verbleven. Of jongeren een betekenisvol perspectief in hun 

leven hadden werd gemeten met het domein kader. Het domein vervulling had betrekking op de 

vraag of jongeren bepaalde doelen hadden in hun leven. Negatieve eigenwaarde betrof of jongeren 
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zich ontevreden voelden over zichzelf. Vijf andere levensgebieden veranderden over de tijd (dit 

waren: positieve eigenwaarde, familierelaties, sociale participatie, woonsituatie en financiën). 

Positieve eigenwaarde gaf een indruk van hoe tevreden en trots jongeren op zichzelf waren. Het 

domein familierelaties had betrekking op de omgang en acceptatie door familieleden terwijl sociale 

participatie betrekking had op de aanwezigheid van een goede vriend die hulp kan bieden in tijden 

van nood. Woonsituatie betrof de tevredenheid over de huidige woonomstandigheden, de mate 

van privacy en zelfstandigheid en financiën betrof de tevredenheid van jongeren over hun huidige 

financiële situatie. 

Het verlaten van een gesloten instelling hing samen met een verandering in zeven 

levensgebieden. Er bleken verschillen in tevredenheid met die domeinen tussen jongeren die 

nog opgenomen waren en jongeren die met ontslag zijn gegaan. Jongeren die met ontslag zijn 

gegaan waren meer tevreden met hun familie relaties, sociale participatie, en hun woonsituatie 

vergeleken met jongeren die nog opgenomen zaten. Opmerkelijk was dat hun tevredenheid 

met hun familierelaties en sociale participatie afnam nadat zij de instelling hadden verlaten. De 

resultaten van deze longitudinale studie benadrukken dat het belangrijk is om jongeren passende 

zorg en begeleiding te geven wanneer zij een gesloten zorg instelling verlaten. Op deze manier kan 

er tijdig worden ingegrepen wanneer de overgang van gesloten zorg naar zelfstandig wonen dreigt 

te mislukken. 

In Hoofdstuk 3 werd de longitudinale relatie tussen kwaliteit van leven en gevoel van 

eigenwaarde onderzocht. In het bijzonder werd gekeken naar de verschillen in deze relatie tussen 

jongeren die opgenomen waren en jongeren die de instelling hebben verlaten. In deze studie 

werd kwaliteit van leven gemeten als de tevredenheid van jongeren met hun leven als geheel. De 

resultaten laten zien dat er een andere relatie bestaat tussen kwaliteit van leven en gevoel van 

eigenwaarde voor jongeren die opgenomen zijn en voor jongeren die met ontslag zijn gegaan. In 

tegenstelling tot wat zou kunnen worden verwacht op basis van bestaande literatuur, bleek gevoel 

van eigenwaarde een negatieve voorspeller voor kwaliteit van leven bij jongeren die gedurende 

het volledige onderzoek opgenomen waren. Dit impliceert dat jongeren die zich beter voelen over 

zichzelf en hun eigen competenties, juist minder tevreden zijn over hun leven als geheel tijdens 

een verblijf in de gesloten zorg. Aan de andere kant bleek gevoel van eigenwaarde een positieve 

voorspeller voor kwaliteit van leven onder jongeren die met ontslag gingen. Echter, dit bleek alleen 

zo te zijn gedurende de periode voorafgaand aan het vertrek van een jongere uit de instelling. Gevoel 

van eigenwaarde droeg niet langer bij aan de kwaliteit van leven van een jongere 12 maanden na 

zijn vertrek uit de instelling. Deze resultaten geven aan dat wanneer jongeren tevreden zijn over 

zichzelf en hun eigen competenties, dit bijdraagt aan een tevreden gevoel over het leven in het 

algemeen, maar alleen gedurende de periode voor het vertrek uit een instelling. Na het vertrek uit 

de instelling, wordt de ervaren kwaliteit van leven van jongeren mogelijk beïnvloed door andere 

variabelen. 
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In Hoofdstuk 4 is vervolgens het effect van coping op kwaliteit van leven en gevoel van 

eigenwaarde onderzocht. Wanneer jongeren opgenomen worden binnen de gesloten zorg wordt 

van hen verwacht dat zij zich aanpassen aan de regels van de instelling. Gevoelens van onveiligheid 

en een gebrek aan autonomie kunnen van invloed zijn op hun kwaliteit van leven en gevoel van 

eigenwaarde. Hoe jongeren omgaan met deze situatie –‘coping’– bepaalt mogelijk in welke mate 

hun kwaliteit van leven en gevoel van eigenwaarde worden beïnvloed als gevolg van een opname 

binnen de gesloten zorg. Jongeren kunnen op verschillende manieren omgaan met een nieuwe 

situatie, zoals een plaatsing binnen de gesloten zorg. Actieve coping verwijst naar het doelgericht 

te werk gaan bij het oplossen van een probleem of het zoeken van troost en begrip bij anderen. 

Passieve coping aan de andere kant verwijst naar het uit de weg gaan van problemen of wanneer 

jongeren zich volledig in beslag laten nemen door het probleem. De resultaten van dit onderzoek 

lieten zien dat coping gerelateerd was aan zowel de ervaren kwaliteit van leven als aan het gevoel 

van eigenwaarde van jongeren opgenomen binnen de gesloten zorg. Jongeren die doelgericht te 

werk gingen bij het oplossen van hun problemen rapporteerden een hoger gevoel van eigenwaarde, 

terwijl jongeren die vaker problemen uit de weg gingen een lager gevoel van eigenwaarde 

rapporteerden. Deze relaties werden zowel gevonden voor de periode dat jongeren opgenomen 

zaten, maar ook na hun vertrek uit de instelling. Verder rapporteerden jongeren die problemen 

vaak uit de weg gingen ook een lagere kwaliteit van leven. Deze bevindingen benadrukken dat het 

aanleren van vaardigheden die jongeren kunnen gebruiken om met tegenslag om te gaan en om 

problemen op te lossen bij kunnen dragen aan een hogere kwaliteit van leven en een hoger gevoel 

van eigenwaarde.

In Hoofdstuk 5 worden de cross-sectionele relaties tussen het hebben van onvervulde 

behoeften en delinquentie en psychopathologie onderzocht. Vanuit het Good Lives Model wordt 

verondersteld dat onvervulde behoeften kunnen leiden tot delinquent gedrag en psychosociale 

problemen. Bij jongeren met ernstige psychiatrische problemen werd echter geen relatie gevonden 

tussen het hebben van onvervulde behoeften en delinquent gedrag. Er bleek wel een samenhang te 

zijn tussen onvervulde behoeften en de aanwezigheid van een psychiatrische stoornis. Jongeren met 

onvervulde behoeften gerelateerd aan hun gezondheid, zoals ontevredenheid met medicijngebruik, 

bleken vaker een autisme spectrum stoornis en ADHD te hebben dan jongeren die deze behoeften 

wel konden vervullen. Jongeren met onvervulde behoeften met betrekking tot hun veiligheid, zoals 

het onveilig voelen op de afdeling van de instelling, bleken vaker ADHD te hebben. Jongeren met 

onvervulde behoeften met betrekking tot hun financiën of hun sociale participatie, bleken vaker een 

gedragsstoornis te hebben. Uit deze bevindingen blijkt dat het hebben van bepaalde onvervulde 

behoeften samenhangt met het hebben van een specifieke psychiatrische stoornis. 

In Hoofdstuk 6 werden twee assumpties van het Good Lives Model onderzocht: (1) of ervaren 

kwaliteit van leven een voorspeller is van delinquentie en psychosociaal functioneren na ontslag, 

en (2) of jongeren met adequate coping stijlen minder vaak delinquent gedrag en psychosociale 
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problemen rapporteerden na hun vertrek uit de instelling. Geen van de domeinen van kwaliteit van 

leven bleek een voorspeller te zijn voor delinquent gedrag na ontslag uit de gesloten zorg. Jongeren 

die minder tevreden waren met hun gezondheid rapporteerden echter wel meer psychosociale 

problemen twaalf maanden nadat zij met ontslag zijn gegaan uit de instelling. Hoe jongeren 

omgingen met tegenslag en problemen (coping), bleek een voorspeller te zijn voor delinquent 

gedrag twaalf maanden na ontslag. Jongeren die doelgericht problemen probeerden op te lossen 

en troost en begrip zochten bij anderen rapporteerden minder delinquent gedrag na hun vertrek 

uit de instelling. Jongeren die problemen eerder uit de weg gingen of zich juist volledig in beslag 

lieten nemen door het probleem rapporteerden meer psychosociale problemen na hun vertrek uit 

de instelling. Samenvattend kan worden gesteld dat één van de assumpties van het Good Lives 

Model kon worden bevestigd, namelijk dat het hebben van adequate vaardigheden bijdraagt aan 

minder delinquent gedrag en psychosociale problemen. Dit geeft aan dat jongeren die behandeling 

krijgen binnen een gesloten kader baat zouden kunnen hebben bij elementen van een strength-

based behandeling, waarbinnen ruimte is voor het aanleren en versterken van vaardigheden en 

mogelijkheden.





curriculum vitae





Curriculum Vitae

163

CurrICulum vItae

Charlotte Barendregt was born on February 13th, 1985 in Brielle, the Netherlands. She enrolled at 

the Erasmus University to study Psychology in 2003 and became interested in the development 

of criminal behavior among youth. Her bachelor thesis pertained to the different criminological 

theories that describe the origin of delinquent behavior. In 2006 she received her bachelor in 

Psychology and started a master in Developmental Psychology, which she received in 2007. In 2008 

she started her second master Psychology and Law at Maastricht University. Under the supervision 

of prof. dr. Corine de Ruiter she investigated the role of expert witness reports in TBS review 

cases. During her second master, she worked as a junior researcher at the Expertise Centre for 

Forensic Psychiatry in Utrecht. Under the supervision of Prof. dr. Hjalmar van Marle she studied the 

relation between stress and personality disorders. After achieving her second master in 2009, she 

started her PhD project at the Scientific Center for Care and Welfare (Tranzo) at Tilburg University, 

that resulted in the present thesis. She is currently working as a researcher at the Research and 

Documentation Centre (WODC) of the Dutch Ministry of Security & Justice, where she investigates 

the recent changes made in Dutch juvenile law with regard to sentencing young adults.










