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ABSTRACT
Child and adolescent psychology and psychiatry healthcare guidelines recommend 
a structured clinical assessment of conscience of juveniles displaying antisocial 
behaviour to substantiate the allocation of treatment or penal sanctions. The 
scientific literature on conscience development is accumulating, yet no widely 
accepted, integrative clinical instrument for assessment of conscience is available. 
Consequently, clinicians assess conscience, utilising their acquired knowledge and 
experience. Resulting in a largely intuitive process that varies vastly among profes-
sionals. This study aimed to gather and explicate the implicit knowledge of experi-
enced clinicians on the assessment of adolescent conscience. Semi-structured 
interviews were conducted with seven clinical experts working in various Dutch 
(forensic) mental health organisations. Using a five-phase systematic and structured 
content analysis, the framework method was applied to explore the techniques and 
concepts used by clinical experts. The concepts they used grossly matched the 
concepts found in the literature. We identified three pivotal domains: empathic 
capacity, self-conscious emotions, and moral reasoning. Moreover, the data sug-
gested to consider these domains expressing the overarching concept of self-image 
or identity. These results will enable the design of a clinically based, comprehensive 
instrument to improve the quality of the assessment of conscience in the context of 
child and adolescent forensic psychiatric healthcare.
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1. Introduction

In the field of child and adolescent (forensic) psychiatric and psychological 
healthcare, theoretical knowledge about the development of conscience in 
children and adolescents has grown substantially over the past decades 
(Frick et al., 2014; Goffin et al., 2020; Killen & Smetana, 2014; Verkade et al.,  
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2020). In the psychological assessment of delinquent juveniles for the 
indication of (enforced) treatment interventions and advise about account-
ability in the judicial context, an assessment of conscience is warranted in 
many countries (e.g., for the Netherlands, see NIFP, 2020; Richtlijn 
Nederlands Jeugdinstituut, 2013). Moreover, current guidelines for the gen-
eral psychiatric assessment of children and adolescents recommend the 
assessment of conscience, especially in the case of behavioural problems 
(Doreleijers et al., 2015; King, 1997). However, in daily clinical practice, 
clinicians are challenged with regard to the assessment of conscience 
because clinical instruments are sparse. As a consequence, clinicians base 
the assessment of conscience on the implicit knowledge that they have 
collected during years of training and daily practice. Therefore, the assess-
ment remains a largely intuitive process that varies vastly among profes-
sionals (Hillege et al., 2018). The current project was conducted to analyse 
the concepts used in the assessment of conscience in adolescence in 
(forensic) mental healthcare. This paper describes the first step in the larger 
project of aiming at the development of an instrument for a structured 
clinical assessment. We explored the perspectives of clinical experts on the 
concepts and assessment of conscience by making their implicit knowledge 
explicit and accessible. By interviewing clinical experts, we examined their 
assessment methods and identified their underlying implicit theoretical 
constructs. Potentially, this clinical knowledge can be used in the construc-
tion of a new, clinically based instrument. Thereby, helping clinicians to 
profit from this expert knowledge and standardise the assessment of 
conscience.

1.1 Theoretical perspectives

We briefly outline the theoretical perspectives of conscience. In a review of 
scholar’s perspectives on conscience it is shown that over time different 
factors are centralised. For instance, Kohlberg’s (1984, 1958) moral stage 
theory centralises the factor of moral cognitive reasoning. First, children 
start at a pre-moral level in which external consequences guide their action. 
Then, growing older, the child wants to adhere to conventions. Lastly, at the 
level of autonomous morality, internalised principles guide the child’s actions 
(Gibbs, 2019). In clinical assessment the level of maturation of moral reason-
ing can be assessed using the semi-structured interview Sociomoral Reflection 
Measure – Short (Brugman e.a., Gibbs et al., 1992). However, it challenges the 
clinician to identify reasons why adolescents often behave at a lower level 
than they have matured into (De Castro et al., 2012). The model of social 
adjustment helps to understand this gap (Dodge, 1980, 1985). Attributing 
negative intentions to others may cause one to display antisocial behaviour 
and therefore social information processing skills are considered important 
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for the functioning of conscience (Crick & Dodge, 1994). Clinicians can/do also 
use the How I Think Questionnaire (Barriga et al., 2001; Nas et al., 2008) to 
assess cognitive distortions such as self-centring and blaming others.

Social psychology focuses on the factor empathy in the theory of con-
science. Cuff et al. (2016) proposed the following definition: ‘Empathy is an 
emotional response (affective), dependent upon the interaction between trait 
capacities and state influences. Empathic processes are automatically elicited 
but are also shaped by top-down control processes. The resulting emotion is 
similar to one’s perception (directly experienced or imagined) and under-
standing (cognitive empathy) of the stimulus emotion, with the recognition 
that the source of the emotion is not one’s own’ (p. 150). In a healthy 
functioning conscience, an empathic reaction to the suffering of another 
propels prosocial behaviour, such as voluntarily helping another person and 
withholding behaviour that hurts others (Hoffman, 1970, 2000). Empathy and 
externalising conduct problems are often negatively associated from child-
hood onward (Paz et al., 2021). In addition, a lack of affective empathy is 
considered a key characteristic of callous and unemotional psychopathic 
traits (Chabrol et al., 2011).

Exploring perspectives further, other theories of conscience have centra-
lised moral emotions (Cole et al., 1992; Eisenberg et al., 1994). Social and 
evolutionary psychology maintain that moral emotions have a strong social 
function: they are assumed to promote pro-social behaviour and inhibit anti- 
social behaviour. In the psychoanalytic approach of conscience, emotions 
such as shame and guilt are experienced when inner norms and values are 
violated (Schalkwijk, 2015). The moral emotions are called self-conscious 
emotions, because they evaluate the self and conscience is associated with 
self-esteem and identity. Be that as it may, to assess conscience from this 
perspective, the clinician assesses the proneness to experience self-conscious 
emotions and how they are (not) guiding behaviour. The Thematic 
Apperception Test (Edner et al., 2020) is available for this approach.

Over time, more comprehensive theoretical frameworks have been devel-
oped that integrate two or more components from the aforementioned 
theoretical perspectives. For example, Thompson et al. (2010) defined 
a guilty conscience and empathy as the primary concepts. Others provide 
the idea of conscience as a self-regulating system based on cognitive, beha-
vioural, and emotional factors (Goffin et al., 2020). Recently, Schalkwijk pro-
posed a model of conscience in which the domains of moral reasoning, the 
capacity for empathy, and the proneness to experience self-conscious emo-
tions are integrated (Schalkwijk, 2015; Schalkwijk et al., 2014). Reframing 
psycho-dynamic theory, he argues that conscience is a psychic function 
that guards the self and self-esteem. It functions like the thermometer of an 
air conditioning system: it activates when the room temperature deviates 
from the pre-set temperature. In the same way, conscience comes out of its 
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standby state when the habitual level of self-esteem is threatened. When the 
actual level exceeds the habitual level, pride is experienced, but when it 
descends to a lower level, shame, embarrassment, or guilt is experienced. 
The psychic input for the conscience activity is based on the capacity to be 
empathic, the level of moral development, and the proneness to experience 
self-conscious emotions. Therefore, to assess conscience, clinicians should 
collect information on the (dis)functioning of these three domains. 
Schalkwijk’s integrative model approximates the concept of conscience as 
a self-regulating system based on cognitive, behavioural, and emotional 
factors (Kochanska, 1991). However, to this moment no clinical instrument 
exists to assess this integrative model of conscience.

1.2 The current study

Without the availability of a clinical instrument that covers the integrative 
model of conscience, the clinical practice of assessing conscience remains 
a largely implicit process by the clinician (Le Sage, 2015; Schalkwijk, 2015). 
Consequently, there is variance in; the referral and tailoring of treatment and 
the advisal of criminal accountability for juveniles displaying misconduct. 
Therefore, analysis and dissemination of existing clinical experience is useful 
for improving the quality of assessment of conscience, but also an important 
stepping-stone for developing an integrative clinical instrument. Therefore, 
we set out to collect the knowledge of clinical experts, who, we assumed, 
would have integrated the rich knowledge of the existing literature into their 
daily practice. Furthermore, our aim was to make their implicit theory about 
conscience assessment explicit. More precisely, our aim was to identify (1) 
how the experts conceptualised adolescent conscience and (2) how they 
gathered information for conducting the assessment.

2. Method

2.1 Participants

To ensure a clinically based perspective on concepts and assessment of 
conscience, a basic set of criteria for the selection of participants was met: 
(a) to have spent a minimum of 10 years conducting psychological child and 
adolescent (forensic) assessment (b) to be actively engaged in the practice of 
clinical (forensic) child and adolescent psychiatry and psychology at the time 
of the study. To find eligible participants (‘clinical experts’), the Dutch Institute 
of Forensic Psychiatry and Psychology (NIFP) and Levvel, Academic Centre for 
Child and Adolescent (forensic) Psychiatry were approached. Experts were 
sampled through purposive sampling (Boeije, 2014) based on the pre-set 
criteria. Of the experts that were approached, all agreed to participate in the 

676 J. TIEMERSMA ET AL.



study (N = 7; male = 4, female = 3). The mean age of the experts was 
51.76 years (range 42–64 years, SD = 11), and the mean years of working 
experience was 20 years (range 15–39, SD = 10). The sample consisted of 
clinical psychologists (n = 6) and a child and adolescent psychiatrist. All of 
them had experience in mental health services with forensic expertise (chil-
dren aged 6–18), and four worked for the NIFP (adolescents aged 12–24).

2.2. Design and procedure

In this explorative study, we chose a methodology based on grounded 
theory, which addresses knowledge gained through a systematic analysis of 
data (Green & Thorogood, 2018). The study was approved by the ethical 
commission of the University of Amsterdam (project number: 2020-CDE 
-12228).

Between September and December 2019, seven experts were interviewed 
individually. Interviews were held at the experts’ place of choice in which 
privacy measures were taken. Semi-structured interviews were conducted by 
two members of the research group: a researcher/psychologist with training 
in qualitative research methods (JT) and an auditor, psychoanalyst, former 
forensic reporter, and extraordinary professor of conscience develop-
ment (FS).

Prior to the study and based on the literature review, a topic list (Table 1) 
was compiled, reviewed, and approved by other qualitative researchers. The 
main structure of the interview was for the expert to think back to their last 
assessment of conscience, allowing them to get into the topic (Boeije, 2014). 
Subsequently, the expert was asked to describe in-depth how the assessment 
was deployed, expounding on the methods and techniques used, and ela-
borating on the targeted concepts. The interview strategy chosen was an in- 
depth analysis in which the interviewer strives for clarification, elaboration, 

Table 1. Assessment of conscience development; topic list for semi-structured inter-
views with experts.

Main questions Be alert to this

● When was the last time you conducted 
a conscience assessment?

● Opening question to allow the expert to get into the 
topic

● How do you conduct an assessment? ● Explore the domains of conscience that are being 
investigatedFocus on grounding the answers in 
practiceIf too practical, inform about the theoretical 
idea behind the practice

Supplementary questions
● What clinical information do you need 

to assess empathy?
● Differentiates cognitive/affective empathy?What cues 

in observation are mentioned?Specific techniques? 
(experiential, moral dilemmas)● What clinical information do you need 

to assess self-conscious emotions?
● What clinical information do you need 

to assess moral development?
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and motivation with a focus on grounding the answers in practice as much as 
possible (Green & Thorogood, 2018). The interviewer would only introduce 
subsequent topics if they had not been mentioned before. The interviews, 
60–90 min in duration, were digitally audio-recorded and transcribed 
verbatim.

2.3 Analysis

The qualitative methodological approach used in this study was 
a framework analysis. This five-phase systematic and structured content 
analysis method includes data familiarisation, thematic analysis, indexing, 
charting, and mapping and interpretation (Green & Thorogood, 2018). 
First, the researcher became immersed in the data by listening and 
rereading the transcripts. In the next stage, the interviews were sorted 
by adding codes to the statements, exploring patterns, and actively 
grouping codes under a higher-level construct that pertained to the 
research question. This process made recurrent themes salient and pro-
vided the basis for a coding scheme (thematic analysis). The auditor (FS) 
reviewed the scheme for interpretive value and precision. Recommended 
changes were implemented, and codes were adopted and defined. The 
transcripts were imported into the computer program ATLAS-ti for quali-
tative analysis, where the coding scheme was systematically applied to 
the data (indexing). JT and FS coded all interviews independently and 
compared the results until a consensus was reached. When new themes 
emerged, new codes were formed or other codes merged, and through 
this process of abstraction and synthesis, a rudimentary thematic frame-
work was constructed. After six interviews, no new themes emerged from 
the experts’ narratives, suggesting a saturation of the data (Boeije, 2014). 
The data were then rearranged according to thematic content (charting), 
facilitating an overview of the range of data across cases and under 
themes. In the final phase, the developing thematic framework and its 
potential new themes were discussed in the research group by means of 
constant comparison. Finally, the thematic framework was subjected to 
respondent validation. In the member-check meetings, the interviewed 
experts provided feedback. The feedback was used in the process of 
thematic framework development (mapping and interpretation). In the 
results section, an ordered presentation of the experts’ conceptual knowl-
edge of conscience and their ways of seeking information to make 
a factual assessment is included.
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3. Results

In this section, we present the identified conceptual domains of conscience in 
clinical practice and their methods for assessment. The clinical experts spoke 
extensively about empathic capacity. Therefore, empathic capacity was identi-
fied as the first domain and is presented most elaboratively. The second 
identified domain was self-conscious emotions; pride, shame, and guilt were 
correlated with empathic activity. The third domain identified from the data 
was moral reasoning. Conceptually, the clinical experts deemed self-conscious 
emotions to be important, but barely mentioned methods of assessing them, 
leaving this part less thoroughly described. Consequently, the domains of self- 
conscious emotions and moral reasoning are presented in less detail.

3.1 Domain I: empathic capacity

All of the clinical experts conceptually associated conscience with the capacity 
for empathy. Some maintained that with the description of the client’s capacity 
for empathy and the assessment of conscience would be mostly covered, while 
others assumed that empathy is only one of the constituents of conscience. 
The experts assumed that virtually everyone has the potential for empathy, but 
that it requires a sufficiently secure attachment with the caregiver for this 
capacity to mature. Provided it has matured, the capacity for empathy is always 
available, but the empathy experienced or showed is a phenomenon that 
manifests itself only temporarily. The quote of an expert illustrates how, like 
a switch, the empathic activity can be alternated in specific situations:

A mother told me, “I know he loves us and wants to do good, but when this 
switch is flicked, we cease to exist and we’re not taken into account anymore.”

Empathic activity is affected by factors such as substance use and trauma. The 
clinical experts who mainly report for justice purposes were more inclined to 
assess the absence of empathic activity (in crime situations), whereas experts 
who primarily worked as therapists were more inclined to observe and 
describe empathic activity anywhere it presented itself. For the collection of 
diagnostic information about empathic capacity, the clinical experts referred 
to clinical interviews, (play) observation, and testing.

We found that all of the clinical experts differentiated between affective 
and cognitive empathy (Figure 1; italics are used when the concept is part of 
the figure), as many theories of empathy have emphasised these separable 
components (Blair, 2005). Affective empathy was broken down into two 
practically useful concepts: physical empathic resonance and empathic aware-
ness. Signs of physical empathic resonance are looked for in spontaneous 
reactions to unexpected situations in a shared experience. Is there some kind 
of visceral emotional reaction to, say, an accident in the conversation room or 
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at play, or a loud noise outside, or does it go by unattended? Does the client 
describe discomfort in immoral situations, or does he/she appear to be 
(socially) imperturbable? In hetero-anamnesis, do parents describe that noth-
ing seems to affect their child or that their child is easily emotionally affected 
by something outside themselves?

As an instrument, the experts used countertransference to estimate the 
empathic awareness of the client. For instance, when the client is asked to 
describe a situation of transgressive behaviour, does the story evoke feel-
ings of compassion in the expert or does is leave the expert unaffected? This 
quote illustrates the incongruency of verbal and nonverbal signals of the 
client:

He told me something awful, while smiling.

The expert looks for congruent signs of compassion regarding the victim or 
towards the parents or siblings. Clinical experts considered affective empathy 
to be based on very early emotion regulation development, making it difficult 
to acquire later in life.

In addition, cognitive empathy was considered to have two practically 
useful concepts: perspective-taking and reciprocity. In perspective-taking, the 
expert describes the client’s ability to understand that their behaviour affects 
the well-being of others. Cues that suggest this ability are the point of view 
from which a situation is described. Is it solely from his/her own point of view 
or does it alternate with the minds of others? Clinical experts also use 
themselves as instruments to verify whether the client is considerate of the 
expert’s mind. If this is suggested, does the client use this information to fine- 

Empathic 
capacity

Affective  
empathy

Ph. empathic 
resonance

empathic 
awareness

Cognitive 
empathy

perspective-
taking

reciprocity 

Figure 1. Clinically relevant concepts in the assessment of conscience: the domain of 
empathic capacity.
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tune his/her own behaviour in a pro-social or anti-social manner, or does the 
client show rigidity? These signals provide information about the extent to 
which the client can understand that their behaviour affects the well-being of 
others. The ability to (adequately) display socially desirable behaviour is 
a characteristic of cognitive empathy.

In reciprocity, the expert describes the ability to convert cognitive 
empathy into taking account of the other person and to temporarily set 
aside personal needs. Indications show that the client adapts his/her own 
behaviour to the (possibly incompatible) needs of the other. Can the 
client temporarily negate his/her own needs in favour of the other and 
how does the client cope with there being no absolute justice in day-to- 
day experiences? For instance, can the client see the rules set by their 
parents as a sign of concern? This quote illustrates how the expert gathers 
information about the client’s obedience to (legitimate) authority:

I hear it in the way clients talk about school. A sign of a premature conscience is 
how easily they get offended when corrected by the teacher.

For example, when the client is only concerned with how the teachers’ 
correction devaluates his self-esteem. Conversely, when the expert observes 
that the client is motivated to take the other into account, even at the 
expense of oneself, an interplay of affective and cognitive empathy is sug-
gested. The experts believed that in the case of suboptimal child-rearing 
conditions, cognitive empathy can be acquired later in life through active 
learning. It is considered an effective behaviour inhibitor when challenged 
in situations of seduction.

3.2 Domain II: self-conscious emotions

As briefly mentioned in the introduction to this section, most of the experts 
considered self-conscious emotions as a derivative of empathic activity. They 
spoke of pro-social emotions to which they attributed an inhibitory effect on 
antisocial behaviour and a facilitative effect on conscientious behaviour. The 
clinical experts explicitly mentioned regret, guilt, and shame as important to 
the assessment of conscience (Figure 2). They look at the propensity to 
experience these self-conscious emotions in different contexts and towards 
different people and observe the extent to which self-conscious emotions are 
genuinely experienced and appropriated. In this endeavour, they are specifi-
cally aware of the coping strategies used.

3.2.1 Shame
A clinical expert is alerted to non-verbal cues of shame when the client is 
asked to talk about misconduct, such as looking away, lowering the eyes, or 
speaking softer. Making eye contact can be seen as an expression of a more 
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integrated conscience, whereas defiant or provocative behaviour is pre-
sumed to be indicative of a lack of shame. In addition, the use of counter-
transference is used to estimate the extent to which emotions are heart- 
felt.

This quote illustrates that addressing the topic of shame can in itself be 
shame-inducing as it affects the (often vulnerable) self-image and identity of 
the client:

Of course, the client will deny that completely, it would be a sign of weakness, 
right? If you feel guilty. The same goes for shame, for they consider themselves 
not afraid of anything.

Therefore, it requires a tender approach to collect useful clinical information 
about regret, shame, and guilt. In the clinical interviews, some experts 
avoided the direct use of terms such as shame and guilt. Instead, more 
indirect methods were used, like in these illustrative phrases:

Can you think of something you have done that has disappointed your par-
ents?’, ‘What would you never do, even if you’d get a thousand euro?’, and ‘Do 
you allow people to tease you?

Here the expert assumes that if the client is open about their bad conduct and 
their concomitant self-conscious emotions, their conscience might be more 
integrated. However, the expert is aware that clients have a limited vocabu-
lary to express their inner world and help them find the right words for their 
emotions.

3.2.2 Regret and guilt
In forensic practice, the offender is usually advised to express regret and guilt. 
Some experts inquire directly about regret and guilt and carefully observe 
non-verbal information. Is the nonverbal information congruent with the 
verbal information? Is there an increase in physical tension? Are there signs 
of appropriation of expressed regret or guilt? Another important focus is to 
whom self-conscious emotion is experienced: is it in relation to the parents, 
peers, the victim, and/or the self?

Self-conscious 
emotions

experience of 
regret and guilt

experience of 
shame

extent of 
appropriation

coping 
strategies

Figure 2. Clinically relevant concepts in the assessment of conscience: the domain of 
self-conscious emotions.
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In clinical assessment, the expert pays attention to the different styles of 
coping with self-conscious emotions. Knowledge of adaptive and maladap-
tive coping strategies is key to recognising the self-conscious emotions at 
play without directly observing them. Self-conscious emotions are often 
a response to a perceived humiliation. Coping strategies are activated to 
make these negative emotions manageable, like this quote illustrates:

. . . She had developed all kinds of strategies to not feel quite ashamed or guilty 
toward her family. To not feel like a failure.

For instance, excessive pride (overcompensation) can be interpreted by 
experts as a reversal of an intolerable self-conscious emotion such as guilt 
(or shame). Self-conscious emotion derivatives can be observed in adoles-
cents, such as being alert to one’s behaviour; justifying it via the externalisa-
tion of accountability; rationalisation; inflated (narcissistic) self-esteem; 
a strong sense of justice; commanding respect through bold, insensitive 
behaviour; and violence. In addition, drug use can function as a pacifier for 
negative effects. Experts try to consider culture-based differences in the 
expressions of self-conscious emotions. For instance, cultures that admit 
moral trespassing are considered worse than denying one’s participation. 
They assume that there are differences in the utterances of feelings of regret, 
guilt, and shame among clients from various religious and cultural 
backgrounds.

3.3 Domain III: moral reasoning

The third identified domain was moral reasoning. Clinical experts use con-
cepts that predominantly contain more cognitive and social components of 
moral reasoning (Figure 3). The cognitive perspective is primarily determined 
by Kohlberg’s cognitive theory. Social-oriented concepts are based on Gibbs’s 
theory of moral reasoning and social learning. First, the experts test the level 
of knowledge of rules and agreements, norms, and values by asking the client 
about his or her (general) ideas, focusing more on the effects of these ideas 
on their behaviour. This quote illustrates that moral reasoning is multi- 
layered:

The client told me that selling drugs is of no problem as people choose to do 
drugs themselves, but robbery he would never conduct.

This quote also shows that the expert is uncovering discrepancies in the 
client’s thoughts. Socially desirable/acceptable answers or behaviours are 
seen as the ability to apply moral knowledge in social situations. Second, 
personalised moral dilemmas are used to evaluate the extent to which the 
client can oversee the effects of his or her (mis)behaviour:
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What would you do if you find 100€, and what do you think would happen if 
you’d take the money to the police station?

Here the expert tries to bring to light the point at which serving the common 
good is overtaken by self-interest. Usually, the client would say that he or she 
hands the found money over to the police. By taking the dilemma a step 
further, the expert examines the willingness to adhere to this behaviour if the 
conditions change. The expert is aware of signs that indicate whether the 
client’s motivation to adhere to moral conventions is extrinsically or intrinsi-
cally determined. Like adding to the following quote that no one is going to 
find out:

Suppose you find a bicycle with the keys still in the lock, what would you do?

Extrinsic-motivated adherence to rules is based on wanting to avoid punish-
ment. Intrinsic motivation represents the internalisation of moral conventions 
that have become part of one’s identity. Or like the expert eloquently stated:

Is the client able not only to adhere to the letter but also to the spirit of the law?

In the assessment, the expert strives to evoke cognitive dissonance within the 
client, for instance, by being highly normative about the client’s conduct or 
confronting contradictions in the client’s story. Subsequently, the expert pays 
close attention to tension regulation and coping strategies while evaluating 
flexibility in moral reasoning. The expert is interested in moments when the 
client can refrain from misconduct, and the expert will work to collect 
information about extrinsic or intrinsic motivation.

. . . but her mother can leave her wallet unattended.

moral reasoning

cognitive

knowledge of 
rules, norms and 

values

orientatie  
straf - slachtoffer

social (in)sensitivity 
toward reward 

and punishment

self-interest vs.  
common good

Figure 3. Clinically relevant concepts in the assessment of conscience: the domain of 
moral reasoning.
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This quote illustrates that expert is aware that moral evaluation is affected by 
what the client considers to be an in- or outgroup. The expert therefore takes 
into account the indications of peer pressure and the client’s identification 
with certain sub-groups. Like the following quote illustrates:

Within the gang, codes of conduct are strictly enforced.

Experts evaluate the client’s behaviour to be morally foundational when, in 
principle, it serves society-welfare concerns. The central question is whether 
and at what point self-interest yields generally accepted norms and values. In 
addition, a higher level of moral reasoning is assumed when the client is able 
to conform to those in authority if needed.

From the perspective of social learning, the experts saw their clients’ 
sensitivity to social rewards and punishment as an important predictor of 
moral development. Indifference towards social acceptance or rejection is 
considered less favourable for the development of moral reasoning. With 
younger adolescents, during free-play, the expert can observe internalised 
norms and values. Does the client take into account the rules in a boxing 
game and does he or she stop at the (feigned) pain of the expert? Is the client 
able to wait for their turn and comply with the rules in a game of ‘4 in a row’? 
Open cheating can be seen as an indication of social indifference, poor 
mastery of impulses, or a failure to foresee the consequences of breaking 
the rules.

4. Discussion

The aim of the present study was to explore the perspectives of clinical 
experts in the assessment of conscience. We conducted semi-structured 
interviews which resulted in clinically relevant insights into pivotal concepts 
and techniques. Following the framework method, three separate and clini-
cally relevant domains of conscience were identified: empathic capacity, 
proneness to experience and coping with self-conscious emotions, and 
moral reasoning. The results showed that the clinical experts connected 
and integrated different perspectives in the academic literature, and this 
practice is in concordance with the current comprehensive theoretical 
framework.

Most of the clinical methods the experts used revolved around the clinical 
interview, but free and structured play was also exercised. While observing, 
the expert is attentive to non-verbal information and is alert to incongruen-
cies. The experts prefer indirect interviewing or letting the client speak 
spontaneously, while countertransference is scrutinised. Experts make use 
of methods to increase emotional pressure (cognitive dissonance); for 
instance, by being highly normative or confronting the client with inconsis-
tencies in the narrative while closely observing their stress regulation, 
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cognitive flexibility, and (mal)adaptive coping strategies. The use of standar-
dised instruments that the clinicians mentioned was restricted to instruments 
for personality diagnostics.

In addition to Schalkwijk’s (2015) comprehensive model of conscience, in 
which a specific domain bears no relative weight, clinicians consider 
empathic capacity as the most important domain. Two concepts of affective 
empathy were used: the ability to spontaneously feel another’s emotion 
(empathic resonance) and feeling what the other person feels after learning 
the story (empathic awareness). Cognitive empathy was defined by the ability 
to take another’s perspective (perspective taking) and behaving in accor-
dance with what the person needs, despite one’s own needs (reciprocity). In 
the literature, empathic resonance is seen as a precursor to real affective 
empathy, as the characteristic of empathic contagion indicates that both 
persons experience the same emotion and are not differentiated. Using this 
concept in assessment suggests that the ability to control such an emotion is 
key to understanding the development of emotional empathy. In addition, in 
the literature (Cuff et al., 2016), reciprocity is not seen as an empathic activity, 
but rather as a capacity for interpersonal tuning.

The second identified domain was the proneness to experiencing self- 
conscious emotions and the way they were coped with. In clinical practice, 
concepts have different meanings than those in the research literature. For 
example, when diagnosing a behavioural disorder, clinicians gather informa-
tion about the presence/absence of regret and guilt (following international 
diagnostic guidelines or the DSM-5). Regret is considered clinically mean-
ingful, as it can cover a harsher-felt self-conscious emotion like shame. 
Clinicians consider shame as an important factor, although hardly any client 
will concede to experiencing shame. Clinicians find it difficult to assess the 
extent to which the client appropriates self-conscious emotions. Clinicians are 
more inclined to look for shame in interpersonal situations rather than 
focusing on intra-psychic shame, and they look for patterns of (inadequate) 
coping styles. Through the moral identity of the client, the clinician tries to 
determine the appropriation of shame and guilt (see below).

The third identified domain was moral reasoning. The clinically useful 
concepts are general knowledge of rules and norms, knowing where self- 
interest yields the common good, and sensitivity towards social learning. 
Despite the long tradition of cognitive moral stage theory, Kohlberg’s 
approach to moral reasoning is hardly mentioned. Instead, clinicians differ-
entiate between intrinsically and extrinsically motivated moral reasoning. 
Based on the Equip-program (Gibbs, 2019), clinicians are confronted with 
multi-layered situations to find out when they yield their self-interest to the 
common good; for example, sketching moral dilemmas or looking for cogni-
tive dissonance. Although we are not sure whether this is conceptually the 
best position, we have put obedience to authority in the realm of moral 
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reasoning. Moral behaviour signals conscience activity; therefore, clinicians 
consider obedience to (legitimate) authority as an important factor in assess-
ment. Juvenile misconduct can be seen as a cue of internal processes, such as 
self-centralisation, which leads to immoral behaviour.

How the specific personality of the client has an impact on the identified 
concepts of conscience is seen by clinicians as a result of a complex interac-
tion of nature, as seen in amygdala reactivity, temperament, or impulsivity, 
and nurture, as seen in attachment style, parental sensitivity, or macro- 
contexts like social class. This was not the focus of our research, but the 
clinician keeps these factors in mind, as they may have an important influence 
and might lead to limitations in development.

In the integrative model, the function of conscience is considered 
a safeguard for one’s self-image and self-esteem (Schalkwijk, 2014, 2015). We 
were interested in whether the experts would associate empathy with self- 
image and self-esteem regulation, or rather see it as an isolated, trained skill. 
Clinicians tended to endeavour to assess conscience as part of the client’s 
personality, using personality diagnostics to assess this. However, only a few 
clinicians had assessed the domains of conscience in the service of the identity 
or self. Furthermore, it appeared that clinicians with a focus on DSM-diagnostics 
tended to describe developmental deficits, whereas clinicians with a focus on 
treatment tended to focus on positive developmental assets. Moreover, the 
results suggested that clinicians focused on empathy as a skill rather than 
focusing on what it means for the client to be an empathic person. However, 
in forensic practice, clinicians see that the client maintaining a criminal identity 
is important for assessment. In this way, clients are attributing criminal activities 
positively to their criminal identity, leaving the function of the conscience 
inactivated. This is well documented in the literature of criminology (De Jong,  
2007) and is in line with Schalkwijk’s (2015) integrative model: As long as self- 
esteem is not threatened, conscience remains on standby.

This study adds valuable clinical knowledge to the existing literature on 
the assessment of conscience in child and adolescent psychiatry and psychol-
ogy. However, some limitations should be considered. First, choosing to 
conduct semi-structured interviews with clinical experts helped make their 
implicit knowledge explicit. However, this method may have resulted in the 
underreporting of self-conscious emotions. The clinical experts focus on 
adolescents’ externalising behaviour and therefore tend to collect more 
information on the social self. The self-conscious emotions are used to 
balance the private self. Of course, the social and private self are concepts 
that pertain to the overarching concept of self-image and identity. Had the 
youngsters been assessed for internalising problems (e.g., depression, social 
anxiety), the focus might have been more on the aspect of balancing self- 
esteem, the private self.
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Second, even though a maximum diversity in participants was aimed at, 
the study relied on clinical experts who were ready to participate, resulting in 
coverage of clinical experts from the urban areas of the Netherlands. Despite 
this limitation, we believe that making this implicit knowledge communal 
provides an important insight into clinical practice. Hopefully, this will inspire 
other scientific practitioners to conduct their own studies and encourage us 
to combine these results.

The material further suggested that clinical experts working as forensic 
reporters for the judicial courts applied a deficit model, focusing on the lack 
of conscience of misconducting juveniles. The clinical experts working mainly 
as therapists, however, seemed to apply a developmental model and focused 
more on opportunities for change or further development. To determine 
whether these differences are solid, both groups would need to be studied 
in greater numbers. We recommend a study of these groups to determine 
how conscience is assessed in different domains.

The clinical experts stressed the absence of an integrative, clinically useful, 
structured instrument for the assessment of conscience, thus confirming our 
idea that such an instrument is missing. Most clinical experts admitted that 
diagnostics of conscience rely heavily on their clinical experience and little on 
conceptual knowledge. Therefore, they welcomed the design and construc-
tion of instruments for the assessment of conscience.

In conclusion, this study contributes to the improvement of the clinical 
assessment of conscience in child and adolescent psychiatry and psychology 
by making the implicit process of clinical experts’ conscience assessment 
explicit and accessible. Empathic activity, self-conscious emotions, and moral 
evaluations were identified as the main domains. These domains, along with 
the presented clinical methods, can guide future clinicians in what and how to 
address conscience assessment. This is an important step in making the 
process less intuitive and dependent on the clinician’s experience. The results 
will be of important input for the construction and development of an instru-
ment for structured clinical assessment. Ultimately, supporting the clinician in 
the intricate process of assessing, allocating, and treating forensic juveniles 
and adolescents dealing with behavioural problems.
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