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Introduction
Aggression is one of the most frequently occurring behavioral problems in adolescents
(Blake & Hamrin, 2007). The term aggression is used widely and refers to a range of
behaviors of various intensity that can result in both physical and psychological harm to
oneself, other(s), or objects in the environment (e.g., provocations, threatening gestures,
tantrums, and property destruction). Aggression is associated with violence, extreme
negativism, and oppositional and antisocial behavior. Given the high societal costs of
violent behavior (Cohen & Piquero, 2009), and the fact that adolescents who commit violent
crimes have a greater risk for persistent criminal behavior throughout the rest of their lives
(Garrido & Morales, 2007), there is a need for more effective treatment methods for severe
aggressive/antisocial adolescents to decrease the risk for recidivism (Loeber, Slot, Van der
Laan, & Hoeve, 2008).
Group-oriented cognitive behavioral therapy (CBT) is widely employed in treatment
programs for youths with conduct disorder and aggressive behavior. Although metaanalyses demonstrated that CBT-oriented interventions1

reduce recidivism, there is

significant variation between studies (e.g., Hofmann, et al., 2012; Özabaci, 2011; Wormwith
et al., 2007) Notably, CBT does not always have a positive effect (e.g., Marlowe, 2006,
Ross & Hilborn, 2008). Some researchers have suggested that at least part of the target
group may be more responsive to individual treatment than group treatment (DiGiuseppe &
Tafrate, 2003; McGuire, 2008). This may be explained by deviancy training: adolescents
with severe aggression problems negatively affect one another if treatment is delivered in a
group (Dodge, Dishion, & Lansford, 2006; McGloin et al., 2008). Treatment outcome
research indicates that a combination of interventions for both parents and youth may be the

1

CBT can be seen as an umbrella term for therapies that share a theoretical basis in behavioristic learning
theory and cognitive psychology, and that use methods of change derived from these theories (Alford, B.A.,
& Beck, 1998).
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most effective (e.g., Kazdin & Weisz, 2003; Kawabata et al., 2011). Most importantly,
empirical evidence shows that interventions that make use of the risk-need-responsivityprinciples (RNR) have a positive impact on reducing severe aggressive behavior (Andrews
& Bonta, 2010; Wong, Gordon, & Gu, 2007), especially in high risk youth (Lipsey, 2009).
Non-adherence to the RNR principles may even result in detrimental outcomes
(Lowenkamp & Latessa, 2005).
The Risk Principle informs therapists about who needs treatment and at what level
of intensity. High risk offenders should receive intensive treatment, whereas low risk
offenders should be given minimal or no care (Andrews & Bonta, 2003). In order to achieve
a significant reduction in recidivism, the treatment should last at least 6 months (Bush,
1995). The Need Principle refers to the importance of targeting dynamic criminogenic
needs, such as antisocial personality, antisocial attitudes, relationship with deviant peers and
poor family relationships (Andrews & Bonta 2006). The Responsivity Principle can be
divided into general responsivity and specific responsivity. General responsivity represents
the use of the most effective techniques to change the criminogenic needs. Specific
responsivity means that the intervention should be tailored to the motivation, learning style,
specific capabilities and limitations of the delinquent, while there should be a match
between the client and the therapist (Bonta & Andrews, 2007).
Reviews of treatment for juvenile offenders suggest not enough attention is paid to
the RNR-principles. Treatment is commonly one-size-fits-all (DeMatteo, Hunt, Batastini,
& LaDuke, 2010). The specific responsivity principle is considered to be an essential part
of the RNR-model, but has attracted little attention in research and has hardly affected the
deliverance of treatment (Andrews & Bonta, 2010). In addition to the common evidencebased group-interventions for moderate to high risk adolescents, there is a need for largely
individualized interventions that meet the RNR-principles and
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apply specific CBT-

elements. It can be assumed that a part of the target groups will be more receptive (more
responsive) to individually tailored interventions, because these interventions can more
easily meet the RNR-principles, especially the specific responsivity principle (Bonta &
Andrews, 2007).
This dissertation focuses on Responsive Aggression Regulation Therapy (Re-ART),
which is an innovative behaviorally oriented (in- and outpatient) intervention for
adolescents (16-24 years) with severe aggressive behavior problems. Re-ART is largely
individualized (Landenberger & Lipsey, 2005) and based on the RNR principles (Andrews
& Bonta, 2010). Re-ART uses cognitive-behavioral techniques (e.g., Lipsey, 2009), dramatherapeutic techniques (e.g., skills training, role playing; Sukhodolsky, Kassinove, &
Gorman, 2004) and customized mindfulness exercises (in order to practice paying attention
and non-judgmental observation; Pellegrino, 2012). To improve responsivity, Re-ART
invests in motivating juveniles (Van Yperen, Booy, & Veldt, 2003) and increasing selfefficacy and learnability (Bandura, 1997). The intervention is focused on the adolescent’s
experience and frame of reference, and consistently monitors the therapeutic alliance. ReART is currently offered by a substantial number of forensic out- and inpatient facilities in
the Netherlands2.
The overall aim of this dissertation is to assess whether Re-ART is a promising
intervention. A promising intervention is theoretically-based and there are qualitative and/or
quantitative data, derived from (quasi-)experimental research, showing positive outcomes
for the population of interest, while there is not yet enough research to support effectiveness
and generalizability of positive outcomes (Justice & Pullen, 2003).

2

Residential: Amstelbaken, Den Hey-Acker, Eikenstein, Hartelborgt, Hunnerberg, Juvaid and Keerpunt.
Ambulant: Accare, Bijzonder Jeugdzorg, Combinatie Jeugdzorg, De Waag, Het Dok, Palier, Triversum.
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Re-ART: A newly developed intervention for severe aggression problems in juveniles
Features of Re-ART
Re-ART was developed in a secure juvenile justice institution, because practitioners
indicated the need for a more responsive and individually oriented cognitive-behavioral
treatment for youth with severe aggressive behavior problems. These youths had often been
offered one or more aggression regulation training programs, without positive results. ReART was developed for boys and girls aged 16 to 24 years3 with severe (persistent)
aggression regulation problems in different settings (e.g., school, at home, sports club) and
a moderate to a (very) high recidivism risk. Re-ART is thought to be applicable for juveniles
from diverse ethnic groups, as the tailored approach links into the young person’s reference
framework, and therapists are trained in cultural sensitivity.
Re-ART contains a set of standard and optional modules (depending on the
criminogenic problems at the individual level (need-principle). Re-ART offers the
following standard treatment modules4: Intake and Motivation, Aggression Chain (psychoeducation for self-comprehension, relapse-prevention plan), Controlling Skills, Influence of
Thinking, and Assertive Behavior. The optional modules consist of Stress Reduction
(Relaxation), Impulse Control, Emotion Regulation, Observation and interpretation, and
Handling Conflicts. The module Family and/or Partner is optional in residential (inpatient)
settings and standard in outpatient settings. The family module is focused on teaching family
management skills, limit setting and supervision, problem solving, and improving family
relationships and communication patterns. The treatment level can be adjusted to the
intelligence, learning style, pace, preferred learning method (using an easy explanation of

3

The residential Re-ART version is for 16 to 21 year olds. See for more information about the modules and
indication criteria the appendix.
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the theory or doing more exercises) and/or needs (optional modules or parallel treatment,
like addiction care) of the youths.
The adolescent receives largely individual training combined with a group module.
The adolescent participates in the group module every other week, unless there is a
contraindication (e.g., severe unadjusted behavior on the part of the juvenile in the group).
Individual sessions take place at least once a week (in case of moderate recidivism risk).
The group module consists of at least 12 to 14 sessions, while each session lasts one and a
half hours. The group module can start as an adolescent begins with the individual module
‘Influence of Thinking’. The group module focuses on cognitive distortions that are
associated with several themes, such as revenge and insulted family members. Re-ART is
based on the assumption that juveniles with multiple static risk factors (e.g., previous violent
behavior), cognitive distortions or with comorbid mental disorders need more time to learn
specific skills. The duration of the total intervention (individual and group modules) can
vary from half a year to about 2 years dependent on the level of risk (risk-principle).
Parents and group workers are directly involved in the treatment process, and are
taught skills that help the adolescent (potentially together with other members of the
network) to reduce stress and aggression and implement home assignments. Both
adolescents as well as parents are offered help to create a supportive network, replacing an
antisocial network.

Theoretical frame of Re-ART
Re-ART uses the Transactional Model (Sameroff, 2009) to integrate the theory of Social
Information Processing (SIP; Crick & Dodge, 1994; Dodge, 2006) and lack of executive
functions (Schoenmaker, Mulder, & Decović, 2013). The transactional model asserts that
an individual’s development is the sum of ongoing bidirectional influences between the

14

child/adolescent (biological dispositions) and his environment (e.g., sociocultural context,
experiences with parents, peers, and school; Sameroff, 2009). Aggression problems are,
therefore, thought to originate from a transactional process in which child factors, in
particular cognitive distortions, and socialization factors, including attitudes, values, and
morals, play an important role (Granic & Patterson, 2006).
Reciprocal interactions between child and parent factors have been associated with
the development of externalizing problems (Gross, Shaw, & Moilanen, 2008; Zhang, Chen,
Zhang, Zhou, & Wu, 2008) and a lack of self-regulation (Brody & Ge, 2001). The
development of aggression regulation problems is associated with dysfunctional patterns of
SIP (Dodge, 1986; Dodge, Coie, & Lynam, 2006). SIP asserts that antisocial behavior is the
product of inadequate or disturbed social information processing. In this process, the child
or adolescent receives and reads information from the environment and prepares to respond
to social cues in five steps. The five-step model posits that adolescents first encode and then
interpret cues. The next steps include the construction of a response, selecting a response,
and enacting on that response. Reciprocal effects between the adolescents and their social
environment and existing cognitive structures are incorporated into SIP. Each step of the
process transacts with the individual’s environment (Fontaine, 2006). From a transactional
point of view, the displayed reaction or behavior leads to social consequences that inform
the future SIP.
Research has demonstrated that aggression is associated with executive dysfunction
(e.g., Syngelaki et al., 2009). Executive functions are cognitive processes that are required
to organize goal-oriented, efficient, and socially appropriate behavior in new and unfamiliar
situations (Huizinga, 2007). Diamond (2013) categorized executive functions as being part
of the working memory, cognitive flexibility, and inhibitory control. The last component is,
in particular, relevant for youths with aggression problems given that limited self-regulation
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means that it is difficult to control attention, behavior, and emotions. These youths are less
able to make sensible choices because they are negatively influenced by their own impulses,
emotions, or external stimuli. These theoretical notions underlying Re-ART explain the
origins and development of aggressive and violent behavior. They describe which problems
are related to aggressive behavior and need to be treated to realize positive changes. ReART offers, for example, different modules to improve executive functions (i.e., Controlling
Skills, Impulse Control, and Emotion Regulation). There is also a focus on taking a better
perspective during the first stage of encoding, making more rational interpretations and
improving problem solving and social skills (SIP).

Highlights of therapeutic approaches and techniques
Re-ART uses therapeutic techniques like validation and several motivational techniques to
improve the subjects' beliefs in their own abilities. Validation is the recognition and
acceptance of another person’s feelings, thoughts, behaviors and experience as valid and
understandable. Validation communicates acceptance, and it helps to regulate emotions and
build relationships. Validation fosters understanding and effective communication and
shows the adolescent that he or she is important. Validation requires empathy and a
judgment-free attitude that is held by the therapist, and communicates that the person’s
response makes sense (Linehan et al., 1999).
Maintaining motivation is also an essential part of Re-ART (Deci & Ryan, 2007).
Treatment motivation is viewed as a dynamic concept within Re-ART. Change in treatment
motivation is the result of interactions between the young person, therapist, and his or her
(immediate) environment, and the manner in which the method is being offered (Rovers,
2010). Re-ART is focused on establishing contact, building a workable treatment
relationship, and validation. Treatment motivation is encouraged where youth have a sense
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that they are being seen and heard (Van der Helm, Wissink, De Jongh, & Stams, 2012). In
addition, it is relevant that the youths discover that a change in behavior is beneficial,
particularly for themselves. Maintaining motivation is also aimed at emphasizing selfconcordant goals (Koestner, 2008). An overview of the benefits and disadvantages is used,
which works especially well if there is something that the young person is interested in
achieving, which could potentially be thwarted by the negative consequences of aggressive
behavior. Improving self-efficacy is another important aim of the program. The
concept ’self-efficacy’ (Bandura, 1997) includes a judgment by the person about his/her
own skills, opportunities, and capacities and the expectations he/she has of his/her own
abilities. The better this judgment is the easier the young person learns and experiences
success.
Re-ART is focused on doing structural exercises, such as exercises to differentiate,
handle, and diminish negative emotions (by describing and observing the emotions), role
playing, skills training, and mindfulness. Various scientific results (e.g., Lipsey, 1995;
Rotter & Carr, 2010) showed that learning skills and providing experience-focused
assignments lead to positive changes. Role playing provides the opportunity to experiment
with new behavior, such as applying (social) skills, trying out solutions and learning
perspective-taking. Learning about other people’s perspective is encouraged by allowing
the youths to experience what people who are playing a role in a(n) (introduced) problem
scenario might be thinking and feeling. In order to reduce inadequate thoughts, the
adolescent is encouraged to take the perspective of another person who represents a
contrasting (functional) way of thinking.
Re-ART also combines a variety of effective CBT-techniques (e.g., Lindsey, 2009,
Rotter & Carr, 2010), such as psycho-education (e.g., insight-offering questions), imitation
(demonstrating examples of expected behavior), Rational Emotive Therapy (awareness and
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changing of dysfunctional thoughts/cognitive restructuring), relaxation‚ and problemsolving5. Also transfer-training (practicing correct behavior in different social contexts) and
moral development exercises (e.g., taking perspective, making choices, and thinking about
the consequences) are important.

Program integrity
Maintaining program integrity is an important part of Re-ART. Research shows that a lack
of positive treatment outcomes can be explained by insufficient treatment integrity (Goense
et al., 2014; Helmond, Overbeek, & Brugman 2012). Program integrity (PI) can be defined
as the degree to which a program is conducted as originally described (Duerden & Wit,
2012). Essential elements of increasing and maintaining a high level of program integrity
are strictly applying the inclusion and exclusion criteria, phasing, duration and intensity,
using the treatment method (Dutch Accreditation Panel, 2011). A high level of program
integrity (PI) is essential, because it is otherwise impossible to determine whether or not
(elements of) programs are successful in changing behavior (Durlak & DuPre, 2008;
Mowbray, Holter, Teague, & Bybee, 2003). Furthermore, a higher degree of program
integrity (Durlak & DuPre, 2008; Landenberger & Lipsey, 2005) is related to more positive
treatment outcomes. Maintaining program integrity – through the use of guidelines - are
considered a must (Perepletchikova, Treat, & Kazdin, 2007). Re-ART takes care of program
integrity by offering the intervention with concrete treatment and evaluation manuals,
specific training and regularly a two-weekly (first year) to monthly (after one year)
supervision. Additionally, Re-ART utilises valid and reliable instruments for indexing and
evaluating the program.

5

Problem solving consists of different steps, such as the identification of the problem; generating multiple
potential responses (both antisocial and prosocial), evaluating alternative responses; and making plans for
the implementation of the response.
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Accreditation by the Panel of Behavior Programs
In October 2007 Re-ART Intramural received a five year accreditation of the Accreditation
Panel for Behavioral Programs for offenders, the ambulatory version received an
accreditation in December 2009. The Accreditation Panel for Behavioral Programs for
offenders assesses the quality of behavioral programs for youth and adult offenders
(established since August 2005). The members of the Accreditation Panel represent the
relevant scientific disciplines, and they work with the greatest possible care and expertise.
In an international perspective the Dutch Accreditation Panel is one of the few panels which,
in addition to behavioral programs for adults, also assess programs for youths. One of the
tasks of the Accreditation Panel is to assess whether the behavioral programs (could) result
in reducing re-offending of both adult and youth offenders. The assessment is based on ten
internationally accepted quality criteria, which are inspired by the “What works” theory
(Dutch Accreditation Panel, 2010). For example, the theoretical framework, participation
selection, program integrity, research design, focus on dynamic criminogenic factors,
reinforcing protective factors and developing skills, reinforcing and maintaining the
motivation for behavioral changes and involvement are all assessed.
The status of ‘Accredited’ for an ex ante assessment remains valid for a maximum
of five years and can be extended by three years under certain conditions. One of the
conditions for extension is that it is demonstrated that the treatment targets of the
intervention are reached. The accreditation of Re-ART Intramural has been extended in
August 2013 by three years.
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Overview of this Dissertation
In order to study the degree in which Re-ART is a promising intervention, chapter 2
describes a meta-analysis to assess whether certain essential Re-ART elements – which are
also applied in other interventions – lead to positive changes in different outcome variables.
The specific research questions were: a) Are interventions for adolescents with a severe
aggression problem that contain individual elements and apply CBT techniques effective?
b) Does mindfulness, family intervention and program integrity affect the magnitude of the
effect size? Three outcome measures were assessed, namely, externalizing behavior,
physical aggression and verbal aggression. Chapter 3 describes a study about the reliability
and validity of a specific questionnaire ’Brief Irrational (dysfunctional) Thoughts Inventory’
(BITI), because this questionnaire is relevant for conducting and evaluating Re-ART. The
BITI is used to determine the nature and severity of irrational thoughts related to aggressive
(externalizing), sub-assertive (internalizing), and distrust-related behavior in adolescents
with conduct problems. The research question of this study was: Are the reliability and
validity of the BITI sufficient in terms of construct, convergent, concurrent and divergent
validity? Chapter 4 describes a pre-test/post-test quasi-experimental study of the
effectiveness of Re-ART Intramural. The sample consisted of violent offenders treated in
an incarcerated juvenile justice institution: 63 were in the experimental group (Re-ART)
and 28 in the Treatment-As-Usual (TAU) group. The research question of this study was:
What is the effectiveness of Re-ART Intramural using a pre-test/ post-test quasiexperimental design with a waiting list comparison group that received Treatment As Usual
(TAU)? In chapter 5 a pilot study examined the level of program integrity of Re-ART
Ambulant. The changes in different outcome variables between pre-test and post-test were
investigated in combination with the relation between the level of program integrity and
these changes. Participants (N = 26) were recruited from three different settings from an
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ambulant forensic psychiatric institute. The specific research questions were: a) Is the
program integrity of Re-ART Ambulant sufficient?, b) Is Re-ART Ambulant associated
with positive pre-post-test changes? c) What is the relation between the level of program
integrity and pre-post-test changes? Finally, in chapter 6, the main findings and conclusions
of this dissertation are discussed. Implications and recommendations are presented.
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Chapter 2
A meta-analysis of the effectiveness of individually oriented
Cognitive Behavioral Treatment (CBT) for severe aggressive
behavior in adolescents and young adults6
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ABSTRACT: This multilevel meta-analysis, including 8 studies (15 effect sizes) and 218

adolescents and young adults, examined the effectiveness of individually oriented treatment
with CBT-elements for adolescents and young adults with severe aggression problems. A
large and homogeneous overall effect size was found (d = 1.49) indicating consistency
across studies. The included studies examined the effect of three interventions, namely,
Mode Deactivation Therapy (MDT; 6 studies), Stress-inoculation therapy (1 study), and the
Cell-phone program (1 study). This multilevel analysis demonstrated that only few
individually tailored interventions have been developed and evaluated, and that half of the
included studies used a weak research design. Effective individually tailored interventions
for youths with severe aggression problems (who are unsuitable for group treatment) seem
scant. There may be added value if group interventions are supplemented with a number of
individually tailored evidence-based interventions that make use of CBT-elements and the
What Works principles of judicial interventions.
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Introduction

Aggression is one of the most frequently occurring behavioral problems in adolescents
(Blake & Hamrin, 2007). Adolescents who commit violent crimes have a greater risk of
displaying persistent criminal behavior throughout the rest of their lives (Garrido &
Morales, 2007), and violent behavior is associated with high societal costs (Cohen &
Piquero, 2009). It is important to introduce effective interventions for youths with severe
aggression problems (including violence) in order to reduce the negative impact of
aggressive behavior (Loeber, Slot, Van der Laan, & Hoeve, 2008). Youths with severe
aggression problems often have other behavioral problems and/or have been arrested or
convicted. In these youths, aggression problems are frequently related to various
criminogenic factors (Andrews & Bonta, 2010), which are sometimes combined with
psychiatric problems (Vreugdenhil, Doreleijers, Vermeiren, Wouters, & Van den Brink,
2004). A proportion of youths with severe aggression problems (initially) is unsuitable for
group treatment, because group treatment can lead to negative effects. There is empirical
evidence showing that – due to deviancy training - adolescents and young adults with severe
aggression problems mutually affect one another in a negative way if treatment is delivered
in a group (Dodge, Dishion, & Lansford, 2006; McGloin et al., 2008).
This article describes a meta-analysis to determine whether individually oriented
cognitive-behavioral interventions for adolescents and young adults with severe aggression
problems are effective. It can be assumed that youths displaying deviant behaviors will be
more receptive (more responsive) to individually tailored interventions, because these
interventions can more easily target the specific criminogenic needs and learning style of
the offender, and thus comply with the What Works principles of effective judicial
interventions (Bonta & Andrews, 2007).
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There is empirical evidence showing that interventions that make use of the What
Works principles have a positive impact on reducing severe aggressive and antisocial
behavior in adolescents and (young) adults (Andrews & Bonta, 2010; Bonta & Andrews,
2007). The basic three What Works principles of judicial interventions are that the intensity
of treatment (frequency and duration) should be tailored to the risk for recidivism (risk
principle), the treatment aims should be tailored to the criminogenic risk factors present (the
need principle), and the intervention should focus on the motivation, learning style and
specific capabilities and limitations of a person, and that there should be a match between
the client and the therapist (the responsivity principle; Bonta & Andrews, 2007).
Meta-analyses of interventions targeting antisocial behavior or (mild) aggression of
a broad population (e.g., students, nurses, school-age children and adults) have shown that
individual treatment is generally more effective than group treatment (DiGiuseppe &
Tafrate, 2003; Landenberger & Lipsey, 2005; Lipsey, Landenberger, & Wilson, 2007;
McQuire, 2008). However, there is also research showing a positive effect of including
group members in treatment, typically resulting in a reduction of aggressive behavior (Lee,
Chmelka, & Thompson, 2010; Mager, Milich, Harris, & Howard, 2005).
A large number of studies on the treatment of (severe) aggression problems have
shown that applying cognitive behavioral therapeutic (CBT) elements is effective (Foolen,
Ince, & de Baat, 2012; Garrido & Morales, 2007; Lipsey, 2009; Litschge, Vaughn, &
McCrea, 2010; Özabaci, 2011). CBT utilizes various techniques to change the clients'
cognitive processes and behavior (Beck, 2011). These techniques focus on recognizing
cognitive distortions and (criminogenic) cognitive biases in combination with learning
adequate cognitions (Landenberger et al., 2005), training problem-solving skills and
alternative behaviors, for instance by means of role playing (Blake & Hamrin, 2007;
Landenberger & Lipsey 2005; Sukhodolsky, Kassinove, & Gorman, 2004).
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Adding ’relaxation’ and/or ‘mindfulness’ elements to CBT appears to further
contribute positively to the effectiveness of interventions for aggression problems
(Deffenbacher, 2011; Kelly 2007; Novaco, 2001; Pellegrino 2012; Singh et al., 2007).
Relaxation refers to the reduction of stress symptoms through the application of stress
management. Mindfulness exercises are also aimed at reducing stress, but are directed at
’focusing attention’, as well as enhancing one’s consciousness of improving behavior. It has
been shown that mindfulness exercises with delinquent aggressive youths lead to an
improvement in self-regulation and reduction in stress (Himelstein, Hastings, Shapiro, &
Heery, 2011).
Negative parent-child interactions increase the risk for developing and for the
continuation of aggressive behavior (Compton, Snyder, Schrepferman, Bank, & Shortt,
2003; De Haan, Prinzie, & Dekovic 2010; Eichelsheim, 2011; Kawabata, Alink, Tseng, Van
IJzendoorn, & Crick, 2011). Interventions that (also) offer family treatment have been
shown to be effective for the treatment of (severe) aggression problems in adolescents
(Foolen et al., 2012; Pellegrino, 2012; Weisz, Hawley, & Doss, 2004).
Finally, in determining the effectiveness of an intervention it is relevant to assess the
degree of program integrity, as the effect of an intervention can only be assessed if it is
conducted as intended. Interventions that maintain a sufficient degree of program integrity
appear to achieve better results (DiGuiseppe & Tafrate 2003; Foolen et al., 2012). The
quality of the study and the degree of independence of the researchers also seem to influence
the outcome of research (Hoyle, Harris, & Judd, 2007). For instance, Petrosino and Soydan
(2005) demonstrated that effect studies where researchers played a role in the development
and/or implementation of the intervention showed substantially better results than those
studies where this was not the case. These authors believe that this can be attributed to the
fact that the implementation and program integrity are better maintained if
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researchers also play a role in the execution of the intervention.
The present study is a multilevel meta-analysis examining whether interventions for
adolescents and young adults with a severe aggression problem are effective if they contain
individual elements and apply CBT techniques. It is also examined whether the use of
mindfulness, family intervention and program-integrity influence the magnitude of the
effect size. Furthermore, relevant background variables (such as age, gender, ethnic origin,
mental health condition), the quality of the study, and publication characteristics were
examined to explore which of these moderators can influence effectiveness. Three outcome
measures were assessed, namely, externalizing behavior, physical aggression and verbal
aggression.

Method

Selection of Studies
Studies were included in the meta-analysis if they met the following criteria: (1) studies
(1980 till 2011) had to address the effectiveness of treatments for adolescents and young
adults with aggressive problems, often accompanied with conduct disorder (CD), (2) studies
should have examined interventions that were individually oriented or contained at least an
individual component, possibly in combination with group and/or family therapy, (3)
treatment had to include CBT-elements (an intervention was considered CBT if it involved
anger management, skills training and cognitive restructuring), (4) studies had to provide at
least post test scores and a control group (Treatment As Usual or regular care), (5) study
samples had to include adolescents or young adults aged 12 to 24 years, (6) studies should
have provided the necessary data for the calculation of effect sizes.
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Search strategy
First, we systematically searched the following electronic databases: psychINFO,
MEDLINE, ERIC, Picarta, International Bibliografy of Social Sciences, Adlib,
Sciencedirect, Springerlink, Proquest Dissertation abstracts and Google Scholar. We used
the following keywords in various combinations: aggression treatment, chronic aggression,
externalizing problem behavior, cognitive-behavior therapy, anger-management training,
adolescents, youth, juvenile, inpatient, incarcerated, individual, psychopathology. We
inspected all the references and citations of the articles we found in this first step. Second,
we inspected the reference sections of relevant systematic reviews and meta-analyses in
order to find more studies that had not been included yet. Third, we approached several
researchers to obtain unpublished studies. The retrieved studies were examined to eliminate
any potential duplicates or overlapping data. This search yielded eight studies that met the
inclusion criteria of our multilevel meta-analysis.

Coding the Studies
Each study included in this multilevel meta-analysis was coded for intervention
characteristics, publication characteristics, sample characteristics, the country where the
study was conducted, study design characteristics, study quality and type of setting. No
studies could be coded for average length of stay in the residential setting, IQ, and integrityreport, because of a lack of information. Each study consisted of a quasi-experimental
design with a control group (a study was considered matched if the experimental and
comparison group were comparable in at least gender, age, cultural background and
prevalence of conduct disorder). The control groups received (non-established) treatment as
usual (i.e., standard care, psychotherapy, therapy with elements of cognitive behavior
therapy or dialectic behavior therapy). All included studies were conducted in the USA.
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None of the included studies reported that they were based on the principles of the RNRmodel.
Categorical moderators were gender (male, female and unknown), independence of
authors (yes or no), published in peer reviewed journal (yes or no), study quality (weak,
moderate, or strong; see next paragraph for more information), residential setting (yes or
no), delinquent (yes or no), mental disorders (oppositional defiant disorder/ODD, CD or
attention deficit hyperactivity disorder/ADHD, PTSS, mix or none), parallel treatment (yes
or no) and intervention characteristics: mindfulness (yes or no), stress-management (yes or
no), family intervention (yes or no), group component (yes or no). Continuous moderators
were average age, sample size, year of publication and impact factor, duration of treatment,
proportion of ethnic minorities, proportion of treatment completers for both experimental
and control group, and follow-up period.
The methodological quality of the studies was assessed using the Quality
Assessment Tool for Quantitative Studies (Thomas, Ciliska, Dobbins, & Micucci, 2004),
which classifies study design based on selection bias, study design, confounders, blinding,
data collection method and dropouts as weak, moderate or strong.

Analysis
Cohen’s d was calculated on the basis of mean scores and standard deviations or percentages
to index differences between the experimental and control group. Cohens’s d was adjusted
for pre-test group differences in the outcome variables. After having calculated the effect
sizes for each separate study on three outcomes (externalizing behavior, physical
aggression, and verbal aggression), the overall combined effect size was calculated (Hox,
2002). Outlying effect sizes were identified on the basis of z values larger than 3.3 or smaller
than -3.3 (p < .005; Tabachnick & Fidell, 2007). Outlying effect sizes were reduced to an
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effect size that was equal to the largest or smallest effect size within the normal range. An
effect size of d = .20 was considered small, an effect size of d = .50 was considered medium,
and an effect size of .80 was considered large (Cohen, 1988).
The program MLwiN was used for conducting multilevel analysis, applying a
multilevel random effects model for the calculation of combined effect sizes (Hox, 2002;
Van den Noortgate & Onghena, 2003). The multilevel random effects model accounts for
the hierarchical structure of the data, in which the effect sizes are nested within studies. We
conducted a test for heterogeneity of effect sizes to detect variation in effect sizes across
individual studies (Rosenthal, 1991). Studies were homogeneous when effect sizes were
constant across the different studies. In case of heterogeneity, it is imperative to run a
moderator-analysis to explain variances between studies.

Publication Bias
It is commonly known that studies with no positive results are less likely to be published
than studies with the more appealing significant effects. This type of bias has been
designated as the file drawer problem (Rosenthal, 1995). Part of this problem was resolved
by the inclusion of non-published studies in the current meta-analytic study. Additionally,
we applied one of the conventional methods to examine the possibility of publication bias,
the fail-safe number (Rothstein, 2008). The fail-safe number estimates the number of
unpublished studies, presumably reporting null results, needed to reverse the outcomes to
non-significance (Lipsey & Wilson, 2001). There should be no file drawer bias if the failsafe number is larger than 5*k+10.
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Results

Information about the Included Studies
Systematic literature searches yielded eight studies (N = 218) that met the inclusion criteria.
The included studies examined the effect of three interventions, namely, Mode Deactivation
Therapy (MDT; 6 studies), Stress-inoculation therapy (1 study), and the Cell-phone
program (1 study).
Mode Deactivation Therapy (MDT; Apsche & Ward Bailey, 2004a) is designed to
treat the complex interplay between trauma, personality factors and a child's belief system
that often leads to conduct problems, such as aggression. Apsche and colleagues (2004)
observed that the most aggressive youth are not responsive to the traditional procedures of
cognitive restructuring, because of their defensive characteristics and complex problems.
Moreover, Young, Klosko and Weishaar (2003) found that personality-disordered clients,
especially borderline and narcissistic clients, continue to experience significant emotional
distress following treatment. Therefore, a key component of Mode Deactivation Therapy
(MDT) is the deactivation of negative cognitive/affective/motivation/behavioral responses
aimed at reducing conduct disordered behaviors and emotional deregulation. MDT is a
treatment that combines basic elements from Beck’s ‘theory of modes’ (Beck & Clarke,
1996); traditional Cognitive Behavioral Therapy and Schema Therapy (Alford & Beck,
1997); Dialectical Behavior Therapy (Linehan et al., 1999); and Functional Analytic
Behavior Therapy (Nezu, Nezu, Friedman, & Haynes, 1997). MDT includes centering,
imagery and relaxation techniques (mindfulness) to facilitate cognition. This is followed by
balance training, which teaches youngsters to balance their perception and interpretation of
information. MDT focuses on individuals, but also offers an alternative form, namely family
MDT. Family MDT uses the same model, with additional group components and meetings
with the family.
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Stress-inoculation therapy is an individual cognitive behavioral therapy to help
adolescents control their stress and anger. In the first part of the treatment the adolescents
are educated about anger and aggression, the causes and consequences, and about alternative
methods of control. In the second part adolescents learn a variety of coping skills that are
useful in managing stress and aggressive behavior. The treatment helps the adolescent to
tackle the anger and stress in an early stage. Finally, adolescents receive practice in applying
these coping skills during exposure to simulated provocations (Schlichter & Horan, 1981)
The Cell-phone program is a cognitive training supplemented with a cell-phone
coach reducing recidivism of aggressive behavior. The cell-phone program is an
intervention centered on the idea that behavior drives beliefs. Phone calls are used to
monitor behavior and to remind individuals of their goals during the six-week cognitive
training. The phone calls also serve as aftercare (1 year) when the training has been
completed. Most adolescents receive two phone calls per day, each call consists of three
short questions. First, the phone coach asks if the adolescent has followed the goal since the
last phone call. Second, the coach asks how much effort the adolescent has put forth to
achieve the goal. Finally, the phone coach asks what results the efforts have produced. A
prerecorded positive message is played if there has been progress; a prerecorded
encouragement message is played if the adolescent needs encouragement. These messages
can be recorded by friends and family and can be regularly updated. Adolescents can always
receive immediate care from a professional counselor (Burraston, Cherrington, & Bahr,
2010).

Sample
The sample of the included studies consisted of males (62.5%; rest is not reported)
adolescents and young adults, between 12 and 24 years of age, who received treatment (in-
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or outpatient). The average age was 15.8 years, 41% was of African-American origin, 24%
American, and 5% Latino (in 30% of the studies no information on the cultural background
was provided). Mental disorder was reported by 74.2% (n = 153) of the sample; 64% was
diagnosed with conduct disorder (CD), 26% with oppositional defiant disorder (ODD), 47%
with a Post Traumatic Stress Disorder (PTSD), and in 30% of the cases comorbid diagnoses
were assessed. The majority of the control groups received (non-established) treatment as
usual (7 studies; i.e. psychotherapy, therapy with elements of cognitive-behavioral therapy).
In one study, the adolescents and young adults received established treatment, namely
dialectical behavior therapy (Linehan et al., 1999).
Table 1 shows an overview of the relevant study characteristics of the included 8
studies (N = 218) . The overall effect size for the effectiveness of individual interventions
for adolescents with several aggressive problems was d = 1.489, p < 0.01, which is a large
effect (Cohen, 1988). The individual study effect sizes ranged from d = -.06 to d = 3.13;
(see Table 2). The test for heterogeneity of effect sizes to detect variation in effect sizes
across individual studies showed that the effect size was homogeneous (Z = 1.511, p < 0.05),
indicating that the effect sizes were constant across the different studies. Therefore, we did
not conduct moderator analyses. The fail-safe number of the overall effectsize (k=15) was
536, which is larger than 85 (5*k+10) and indicates that publication bias is unlikely.
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Table 1.

Effect Sizes of the Included Studies
Study*
1

Outcome
Externalizing

N
40

ES
1.87

2

Externalizing

20

1.51

3

Externalizing

40

1.63

5

Externalizing

40

1.18

8

Externalizing

13

2.70

3

Fysical aggression

59

1.18

3

Fysical aggression

40

0.30

2

Fysical aggression

20

0.66

4

Fysical Aggression

18

0.13

4

Fysical aggression

18

0.53

6

Fysical aggression

8

3.13

7

Fysical aggression

20

3.13

4

Verbal aggression

18

-0.06

4

Verbal aggression

18

1.00

6

Verbal aggression

8

1.46

*See Table 2 for study number.
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Table 2.
Overview of the Included Studies
Study

EG+

CG+

N
EG

N
CG

Age

Gender

Migrants

CD

Duration

Followup

Residential

Family

Group

Mindfulness

Stress
Management

Study
quality

Independent
research

(Unknown
and Male)

1. Apsche et al.
(2009)

MDT

CBT

20

20

16

U

62,5%

100%

52

No

Yes

Yes

Yes

Yes

No

Strong

No

2. Murphy & Siv
(2007)

MDT

PT+

10

10

15.3

M

65%

80%

52

Yes

Yes

No

No

Yes

No

Weak

Yes

3. Apsche & Bass
(2006)

MDT

TAU

21

19

16.3

M

80%

91,7%

48

No

Yes

No

No

Yes

No

Moderate

No

4. Schlichter &
Horan (1981)

Stress
inoculation

TAU

10

8

15.5

M

U

U

10

No

Yes

No

No

No

Yes

Weak

Yes

5. Burraston et al.
(2010)

Cell-phone

TAU

28

31

15.7

U

U

U

52

Yes

Yes

No

Yes

No

No

Moderate

No

6. Apsche et al.
(2007)

MDT Famiy

TAU

4

4

U

U

U

U

20

No

No

Yes

Yes

Yes

No

Weak

No

7. Apsche et al.
(2006)

MDT

DBT+

10

10

16.1

M

65%

85%

U

No

Yes

No

No

Yes

No

Moderate

No

8. Apsche et al
(2006c)

MDT Family

TAU

7

6

U

M

23%

77%

26

No

No

Yes

Yes

Yes

No

Weak

No

G = Exp +: EG = Experimental Group, CG = control group; CBT= cognitive behavior therapy, PT = psychotherapy, TAU= treatment as usual, DBT = Dialectical Behavior Therapy.

Discussion

A multilevel meta-analysis was conducted to examine the effectiveness of individual
cognitive behavioral interventions for adolescents and young adults with severe aggression
problems. A large overall effect size was found supporting the hypothesis that adolescents
and young adults with severe aggression problems benefit from an intervention with CBT
elements and an individual component (Landenberger & Lipsey, 2005; Sukhodolsky et al.,
2004). Furthermore, the current study demonstrated that no individually tailored behavioral
interventions for adolescents describe the extent to which they have incorporated the What
Works principles of effective judicial interventions. Most studies examining the
effectiveness of judicial interventions in adolescents and young adults are primarily focused
on group-based interventions (Garrido & Morales 2007; McGuire, 2008, Sukhodolsky et
al., 2004). It also became apparent that few individually tailored interventions have been
developed (particularly none that are explicitly based on the RNR model). These findings
lead to the question whether the current intervention programs sufficiently serve youths with
severe aggression problems. A proportion of this target group may be negatively affected
by a deviant peer group (Dishion et al., 1999). Furthermore, group interventions may not
adequately meet all RNR requirements because the specific responsivity principle requires
an individual approach (Bonta & Andrews, 2007). Interventions that do not meet this
principle may lead to demotivation, low treatment adherence and eventually high dropout
rates.
This multilevel meta-analysis revealed that little is known about the effectiveness of
individually tailored interventions with CBT elements for adolescents with a severe
aggression problem. More studies involving individual interventions were found, but these
interventions were aimed at other target groups (mild aggression problem, children or
adults) or did not comprise CBT elements (e.g., psychotherapy or intensive care).
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Researchers who have conducted meta-analyses on the effect of interventions for children
and adolescents (or adolescents and adults) and discussed the effect of an individual
component primarily based their conclusions for a large extent on studies conducted with
children (e.g., Beck & Fernandez, 1998; Lipman et al., 2006) or adults (e.g., Deffenbacher,
Oetting, & DiGiuseppe, 2002; DiGuiseppe & Tafrate, 2003).
The overall effect size found in this meta-analysis was homogeneous, meaning that
the effect size was consistent across different studies. It was therefore not necessary and
possible to test whether particular moderators had an influence on the effectiveness of the
intervention. The homogeneity may be explained by the fact that only three (partly similar)
interventions and a limited number of studies with a small sample size were included,
resulting in both lack of variance and lack of statistical power. Therefore, these results do
not mean that - on the basis of this meta-analysis – adding a family component (Eichelsheim,
2011; Kawabata, et al., 2011) or applying mindfulness (Pellegrino, 2012) will not have a
positive effect on individually tailored interventions for youths with severe aggression
problems. This needs to be studied further in a study with more power.
Noteworthy is that none of the included studies reported on the level of program
integrity. This means there was no clarity about the quality of the programs offered and to
what extent relevant components of the interventions were provided. However, six of a total
of eight studies included in this meta-analysis were conducted by researchers who were –
to a greater or lesser extent - involved in the development and/or implementation of the
program, which in general is beneficial in terms of program integrity (Petrisino & Soydan,
2005).
Although the overall effect size established seemed promising for the specific target
group, these findings should be interpreted with caution due to a number of limitations of
this meta-analysis. First, it was impossible to test for publication bias in a robust way (by
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means of a funnel plot) due to a relatively low number of studies. Thus, the large overall
mean effect size could be an overestimation of the actual effect size. Nevertheless, an
attempt was made to include as many studies as possible by including both experimental
and quasi-experimental studies, and both published and non-published studies to prevent a
possible file-drawer bias. Notably, the fail-safe number of the overall effect size was not
indicative of a file drawer problem. A second limitation of the current study was that this
multilevel analysis was performed using a small sample of studies, including few subjects.
Furthermore, half of the studies used a weak research design. Thirdly, there was little
diversity within the research group. Most of the studies evaluating effects of MDT aimed at
a specific target group, that is, adolescents with severe aggression problems and, for a
substantial part, PTSD. A final limitation was that the potential influence of dependent
researchers on the results is not known. Petrosino and Soydan (2005) demonstrated that
dependent researchers report more positive results compared to independent researchers.
There are a number of explanations for this, such as differences in the quality of research
(RCT, length of follow-up; Eisner, 2009), degree of program integrity or methodological
bias through conflicts of interest (Gorman & Conde, 2007).
The majority of the current evidence-based judicial intervention programs are groupbased. However, this meta-analysis demonstrated that group interventions that are
supplemented with a number of (elements of) individually tailored evidence-based
interventions, which meet requirements of the RNR model, and make use of essential CBT
elements are effective. Additions such as these may lead to more positive treatment
outcomes for aggressive adolescents who do not benefit (enough) from group treatment.
Individually tailored evidence-based interventions are more easily tailored to their risk of
recidivism, the presence of criminogenic needs and psychiatric problems (trauma related
disorders) and responsivity. The results of this meta-analysis provide some support for the
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(continued) development of and research into the effectiveness of such individually tailored
interventions.
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Chapter 3
A validation study of the Brief Irrational Thoughts Inventory8
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ABTRACT: This study examines the reliability and validity of the “Brief Irrational

Thoughts Inventory" (BITI) in a sample of 256 justice-involved youths. The BITI is a
questionnaire used to determine the nature and severity of irrational thoughts related to
aggressive (externalizing), sub-assertive (internalizing), and distrust-related behavior in
adolescents with conduct problems. The results of this study demonstrated adequate internal
consistency reliability and supported validity of the BITI in terms of construct, convergent,
concurrent and divergent validity. Construct validity was assessed using a confirmatory
factor analysis. The BITI proved to be measurement invariant for sex and ethnic origin, i.e.,
the results indicated that items were interpreted in a similar way by boys and girls as well
as native and non-native Dutch respondents. The BITI also proved to be insensitive to
intelligence, education, and age (divergent validity). However, weak to moderate
correlations were found between the degree of social desirability and irrational thoughts
related to aggressive (externalizing) and distrust-related behavior (BITI). Finally,
concurrent validity was satisfactory, with the exception of thoughts related to sub-assertive
(internalizing) behavior.
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Introduction

The role of cognitive factors in human experiences is widely recognized (Ellis, 1994,
DiGiuseppe, Doyle, Dryden, & Backx, 2013). Research has shown that there is an
association between irrational thoughts and both internalizing problems (e.g., anxiety and
depression) and externalizing problems (e.g., aggression, antisocial and delinquency) in
adolescents depending on whether these thoughts are self-debasing or self-serving,
respectively (Barriga, Hawkins, & Camelia, 2008). Self-debasing thoughts can lead to selfharm, while self-serving thoughts, which are used to justify deviant behavior and reduce
cognitive dissonance, can result in harm done to others (Barriga et al., 2008). In adolescents
with conduct problems, cognitive distortions often derive from a deep-rooted distrust in
other people (Lochman & Lenhart, 2000; Nas, Brugman, & Koops, 2008).
There is empirical evidence showing that irrational thoughts positively correlate with
conduct problems (Nas et al., 2008; Van der Put, Deković, Stams, Hoeve, & Van der Laan,
2012; Wallinius, Johansson, Lardén, & Dernevik, 2011). The treatment of irrational
thoughts is an important component of many behavioral interventions aimed at reducing
externalizing problems in at-risk youth (Maruna & Mann, 2006). Moreover, the
identification of specific irrational thoughts associated with psychopathology can contribute
to the effectiveness of treatment (Beck, 2005), in particular because treatment success partly
comes about by reframing irrational thoughts (Maruna & Mann, 2006).
A (brief) questionnaire may be useful to quickly and easily assess and monitor
(through repeated assessments) irrational thoughts in young people with externalizing
behavioral problems. The central aim of this study was therefore to investigate the reliability
and validity of the Brief Irrational Thoughts Inventory (BITI) in a sample of Dutch
adolescents with externalizing behavioral problems.
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The BITI purports to assess irrational thoughts regularly expressed by young people
with conduct problems residing in (secure) residential settings. The BITI is based on a
general definition of irrational thoughts, which means that irrational thoughts refer to beliefs
that are illogical, and/or do not have empirical support, and/or are not pragmatic. Other
terms to designate these beliefs are dysfunctional thoughts (David, Lynn, & Ellis, 2010) or
cognitive distortions (Liau, Barriga, & Gibbs, 1998).
One important issue in the study of irrational thoughts is the distinction between cold
and hot cognitions (David, Lynn, & Ellis, 2010). Hot cognitions are strongly involved in the
generation of our feelings, whereas cold cognitions do not generate feelings if they are not
further appraised by a hot cognition (David et al., 2010). Notably, irrational thoughts have
mostly been related to hot cognitions and dysfunctional cognitions or cognitive distortions
to cold cognitions (i.e., automatic thoughts, core beliefs or schemas; David, Lynn, & Ellis,
2010). The BITI identifies hot cognitions (e.g., “I think it’s really bad if someone doesn’t
like me” ) and cold cognitions (e.g., “I believe attack is the best form of defense”).
Externalizing and internalizing behavior problems are two empirically derived
dimensional constructs (Deković, Buist, & Reitz, 2004). It is often suggested that only selfserving distortions need to be reduced in the treatment of (severe) externalizing behavior
problems (Barriga, Gibbs, Potter, & Liau, 2001; Brugman et al., 2011). However, Kazemian
and Maruna (2009) found that self-debasing and self-serving thoughts are not necessary
mutually exclusive. Notably, adolescents often exhibit co-occurring internalizing and
externalizing problems (Achenbach, 1993; Youngstrom, Findling, & Calabrese, 2003).
Goodwin and Hamilton (2003) demonstrated that depression was diagnosed in 19%
of the adolescents and adults with antisocial behavioral or personality disorders. In addition,
there is evidence showing that irrational thoughts combined with low levels of selfconfidence are associated with conduct problems, such as aggression and (other) antisocial
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behaviors (Donnellan, Trzeniewsky, Robins, Moffitt, & Caspi, 2005; Mason, 2000).
Furthermore, it is evident from previous research by Hoogsteder (2012) that 41% of
adolescents and young adults appearing before court with severe aggression problems and
a high risk of recidivism rated high on both self-debasing and self-serving thoughts related
to sub-assertive (internalizing) as well as to aggressive (externalizing) behavior. In addition,
Dodge (2006) showed that past experiences of insecurity, such as long-term exposure to
violent environments, can lead to heightened vigilance, and hostile and distrustful thoughts
(e.g. “A lot of people are against me”), which can evoke conduct problems (McKnight &
Chervany, 2001).
These results imply that it is relevant for the diagnosis and subsequent treatment
of adolescents with externalizing (severe) behavioral problems to record (and to reduce)
both self-debasing thoughts related to sub-assertive (internalizing) behavior and self-serving
thoughts related to aggressive (externalizing) behavior problems, but also distrustful
thoughts related to conduct problems.
The Brief Irrational Thoughts Inventory (BITI) is a self-report questionnaire that
assesses and monitors irrational thoughts related to aggressive (externalizing), sub-assertive
(internalizing), and distrust-related behavior. The BITI is intended for adolescents and
young adults between 12 and 24 years of age with (severe) conduct problems.
Irrational thoughts related to aggressive (externalizing) behavior include beliefs or
justifications of antisocial behavior that may evoke aggressive feelings or behaviors.
Feelings of anger, frustration and a sense of injustice often play a role here. The items of
this scale describe self-serving cognitive distortions, like blaming others (e.g., “If someone
insults my family I have the right to use violence”). A large part of the thoughts of this scale
also refer to the “Code of Honor”. This means that these thoughts (e.g., “I have the right to
retaliate if someone harms me“) are related to aggressive behavior to prevent others from
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attacking you (Barash & Lipton, 2011). Barash and Lipton assumed that victims of violence
may respond to their pain by inflicting pain on someone else (via retaliation, revenge or
redirected aggression).
Irrational thoughts related to sub-assertive (internalizing) behavior may stem from
beliefs of inferiority, such as doubt and uncertainty or anxiety about rejection and the need
to be valued. Most of the items of this scale refer to self-debasing thoughts: some hot
cognitions refers to awfulizing/catastrophizing (e.g., “I think it’s really bad if someone is
angry with me”).
Finally, distrustful thoughts related to distrust-related behavior pertain to beliefs that
the motives and intentions of others are hostile or negative. Such thoughts can evoke indirect
aggression, retribution,

hostile behavior, passivity, lack of cooperation, and false

interpretation of events (McKnight & Chervany, 2001). It primarily indicates lack of trust
in others (including the therapist or youth care worker), which hampers treatment
motivation. The items of this scale consist of some self-serving distortions designated as
assuming the worst (i.e., believes that others’ intentions are hostile; e.g., “A lot of people
are against me”).
The BITI is based on Dodge’s theory (2006) of (inadequate) social informationprocessing. The theory of social information-processing assumes that adolescents with
behavioral problems often display disordered information-processing throughout all phases:
observation, interpretation, goal-selection, thinking of solutions, making choices and
implementation of these choices. In terms of analyzing the cognitive processes and
investigating irrational thoughts, this involves exploring how these develop in each phase
and in what way this ultimately influences behavior (Matthys, 2011). The underlying idea
here is that an event evokes thoughts and that these thoughts have an influence on the
emotions experienced and the responses to this event (De Lange & Albrecht, 2006). The
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manner in which a situation is interpreted and evaluated can be influenced by irrational
thoughts. Evaluations that do not link up (in part) to reality or are non-pragmatic or
dysfunctional enhance the risk of an inappropriate response to the event, and this may lead
to sub-assertive or aggressive behavior depending on the type of irrational thoughts
(Bandura, 1997; Jacobs, Muller, & Ten Brink, 2001).
Little is known about the relations between intelligence, gender, ethnicity and
irrational thoughts. The limited number of studies into the relation between intelligence and
irrational thoughts have yielded equivocal results. For instance, in a study by Barriga et al.
(2001) no relation was found between intelligence and irrational thoughts in adolescents
with conduct problems. However, Nas (2005) found that adolescents with a lower level of
intelligence displayed more cognitive distortions compared to adolescents with higher levels
of intelligence. Regarding gender, it appears that girls report fewer irrational thoughts than
boys (Barriga et al., 2001; Lardén et al., 2006). According to Barriga and Landau (2000)
there is no association between ethnic origin and the degree of cognitive bias. However, it
is possible that studies did not find ethnic differences in the extent and type of irrational
thoughts, because various small ethnic samples were collapsed into one larger group
(Kotchick & Grover, 2008; Stevens et al., 2003).
The original Irrational Thoughts Inventory (ITI) consisted of 37 items and four
scales (Aggression, Justification, Sub-assertiveness, and Distrust). This inventory was
developed in clinical practice based on experiences in working with young people in a
(secure) residential setting. Irrational thoughts that were regularly expressed by young
people in a (secure) residential setting served as the starting point for the statements used in
the questionnaire. A pilot study (N = 87) demonstrated that the reliability and construct
validity (principal component analysis) of the original (ITI) version (of 37 items) were
promising (Swart, 2009). The BITI arose when the number of items was reduced to create
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a shorter inventory and when the Aggression and Justification scales were combined. The
first step in reducing the number of items of the original ITI involved an assessment by
expert practitioners to determine which items were most important. Subsequently, the items
that showed too much overlap with other items were removed, including those items with a
factor loading below .40 and/or low corrected item total correlations, using principal
component analysis.
The present study examined the reliability and validity of the resulting BITI in terms
of construct, convergent, concurrent and divergent validity. A confirmatory factor analysis
was conducted in order to examine construct validity. Subsequently, it was tested whether
or not the BITI is measurement invariant for different gender groups and groups that differ
in ethnic origin (native versus non-native Dutch respondents). Measurement invariance
ensures an equal definition of a construct across groups and is an important prerequisite for
making any inferences from differences between groups (Cheung & Rensvold, 1998). If
measurement invariance does not hold, it is not clear whether differences between gender
and ethnic groups are caused by differences in measurement or whether they should be
considered as real differences between groups. In order to determine convergent validity,
we calculated the correlations between an instrument measuring theoretically comparable
concepts, namely the Dutch version of the How I Think (HIT) questionnaire. To examine
concurrent validity, we used the Utrecht Coping List (UCL) and the Buss-Durkee Hostility
Inventory – Dutch (BDHI-D). It was examined whether or not the presence of sub-assertive
(internalizing) thoughts (BITI) showed an association with concurrent avoidance of
problematic situations (coping skills). Finally, in order to determine divergent validity it
was assessed whether the BITI was related to intelligence, level of education, age and social
desirability.
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Method

Study sample
The sample consisted of male and female adolescents and young adults, between 12 and 23
years of age, who resided either in residential facilities (two secure juvenile justice
institutions and a semi-secure residential youth healthcare facility) or received ambulant
care within a forensic setting. A total of 351 adolescents and/or young adults were
approached to participate in the study, and ultimately N = 256 subjects were included. A
total of 13 young people refused to participate, possibly due to mistrust and/or demotivation,
and 82 adolescents did not meet the inclusion criteria because they did not have sufficient
knowledge of the Dutch language (i.e., it was not possible to communicate with these youths
in Dutch) or had an IQ score below 70.
The sample consisted of 80.5% males (n = 206). The average age was 16.6 years
(SD = 1.3, range 13-22 years). The average IQ level was 83.8 (SD = 8.2, range 70 to 120).
The adolescents differed in terms of their educational level from special education (3.3%),
pre-vocational education and secondary vocational education (91% ) to senior secondary
vocational education (5.7%). A high percentage (68%) of the adolescents and young adults
were not native Dutch. In this study adolescents were defined as not being native Dutch if
at least one of their parents was born in a country other than the Netherlands. The
demographic details of the study population are included in Table 1.
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Table 1.
Demographic Details for the Study Sample
Study sample (n = 256)

Average age

16.6 (1.3)

Boys

80.5% (n = 206)

Girls

19.5% (n = 50)

Ambulant treatment setting

18% (n = 46)

Stay at residential setting

82% (n = 210)

Stay due to criminal sanction

84.8 % (n = 178)

Stay due to civil sanction

15.2% (n = 32)

Intelligence score

83.5 (8.4)

In education

81.6% (n = 209)

Special Education

3.3% (n = 7)

Pre-vocational Education

43.1% (n = 90)

Secondary Vocational Education level 1

18.7% (n = 39)

Secondary Vocational Education level 2

29.2% (n = 61)

Senior Secondary Education

5.7% (n = 12)

Non-native Dutch

68% (n = 174)

Native Dutch

32% (n = 82)

Procedure
The subjects (N = 256) participated voluntarily in the study and the data were processed
anonymously. Participation was linked to the intake procedure, that all young people had to
undergo. Completion of the questionnaires was also part of the client registration system
(Routine Outcome Monitoring). The intake procedure took place within the young
offenders’ (residential) facilities within ten days after arrival, and within the ambulatory
care during the second intake-session. In order to prevent non-response, the young people
(residential) were allowed to complete the questionnaires at moments during which they
would otherwise have to sit in their rooms. The researcher was present while the youngsters
completed the questionnaires (both in the residential and ambulatory care), so that the young
people were able to ask questions if they did not understand an item.
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Instruments
Irrational Thoughts
BITI
As previously described, the Brief Irrational Thoughts Inventory (BITI; Hoogsteder, 2012)
is a questionnaire containing three subscales: Aggression and Justification (9 items), Subassertiveness (5 items) and Distrust (4 items). The BITI can be used for adolescents and
young adults between 12 and 24 years of age with (severe) conduct problems (see Results
section for more psychometric information).

How I Think Questionnaire
The Dutch version of the How I Think Questionnaire (HIT; Barriga et al., 2001) was used
to measure four categories of self-serving cognitive distortions (thinking errors). The HIT
consists of items that are to be answered on a scale of 1 (I totally agree) to 6 (I totally
disagree). A high score on the HIT indicates a high degree of cognitive distortions. The
Dutch version of the HIT demonstrated acceptable reliability and validity (Nas et al., 2008).
The following cognitive distortions were assessed in the present study: Self-Centered (9
items; α = .79), Blaming Others (10 items; α = .78), Minimizing/Mislabeling (9 items; α
= .82), and Assuming the Worst (11 items; α = .80). The same items can also be applied to
four behavioral referent subscales: Opposition-Defiance (10 items; α = .80), Physical
Aggression (10 item; α = .82), and Lying and Stealing. Lying and Stealing were not used in
the present study.

Intelligence
Intelligence was assessed with a shortened version of the Groninger Intelligence Test (GIT2; Luteijn & Barelds, 2004), which contains six subtests: Vocabulary (verbal
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comprehension α = .61), Visualization (α = .73), Mental Arithmetic (numbers), Analogies
(induction/deduction; α = .76), Closure (α = .69), and Word Fluency. The psychometric
properties of the GIT-2 short form are sufficient (Luteijn & Barolds, 2004), with an average
internal consistency (shortened version) of .92.

Aggressive behavior
The Buss-Durkee Hostility Inventory-Dutch (BDHI-D; Lange, Hoogendorn, Wiederspahn,
& De Beurs, 2005) was used to assess aggression. The BDHI-D is a self-rating scale with
40 true-false items for adolescents and (young) adults. The BDHI-D contains three
subscales: Direct Aggression (DA; 16 item; α = .81), Indirect Aggression (CA; 19 items;
α = .85) and Social Desirability (SD; 5 items; α = .57). The Direct Aggression scale assesses
physical and verbal aggression, whereas anger and hostility were the main concepts from
the Indirect Aggression scale. Lange, Dehghani, and Beurs (1995) demonstrated reliability
and convergent and divergent validity of the BDHI-D.

Coping skills
The Utrecht Coping List (UCL; Schreurs, Van de Willige, Brosschot, Tellegen, & Graus,
1993) was used to measure coping behaviors. The UCL is a 47-item Dutch self-report
questionnaire that assesses coping using seven scales, namely Active Handling, Palliative
Coping, Avoidance, Social Support, Passive Coping, Expression of Emotions and
Reassuring Thoughts. Each item is rated on a four-point Likert scale ranging from 1 (never)
to 4 (very often). The UCL has sufficient reliability (Schreurs, Willige, Van de Brosschot,
Tellegen, & Graus, 1993), construct validity, and predictive validity (Schaufeli & Van
Dierendonck, 1992). Only two coping styles be used for measuring concurrent validity and
were assessed in the present study: Avoidance (8 items; α = .68) and Expression of
Emotions (3 items: α = .70).
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Statistical analysis
Missing values were replaced using an expectation-maximization procedure, which is a
generalized ML estimation procedure (Do & Batzoglou, 2008). The pilot study of the BITI
demonstrated by means of exploratory principal component analysis that a 3 factor solution
was optimal. In the presents study, a confirmatory factor analysis was used to test whether
the 3 factor model produced a good fit to the data using AMOS (Arbuckle, 2011). Various
fit indices were used in the confirmatory factor analysis. For instance, a ratio between χ2
and the degrees of freedom (d.f.) less than 2.5 would indicate acceptable fit to the data (Hu
& Bentler, 1999). A root mean-square error (RMSEA) less than .08 in combination with a
comparative fit index (CFI) over .90 would indicate acceptable fit (Hu & Bentler, 1999),
whilea good fit is demonstrated when the CFI is larger than .95 and RMSEA is lower than
.05.
Measurement invariance was investigated for different gender and ethnic origin
groups. Measurement invariance can be established at several levels with increasing
restrictions (Meredith, 1993). According to Cheung and Rensvold (1998) the second level
(metric invariance) is sufficient for validating questionnaires. For metric invariance the
factor loadings are not allowed to be significantly different across groups (Cheung &
Rensvold, 1998). This indicates that a significant difference in chi-square between a model
in which factor loadings are allowed to differ and a model in which factor loadings are
constrained to be equal would signal that there is no metric invariance.
Internal consistencies were determined in a reliability analysis, where a Cronbach’s
alpha of .60 was the minimum requirement (Bijleveld, 2009; Streiner, 2003). Convergent
and concurrent validity were assessed by computing correlations between the three BITI
scales and the scales of the HIT, BDHI-D and UCL (see Table 2). Additionally, Pearson
correlation coefficients were calculated. A correlation of .10 was considered to represent a
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small correlation, .30 a moderate correlation and .50 or higher a strong correlation (Cohen,
1992).
Table 2.
Scales from the HIT, UCL and BDHI_D used to Assess
Convergent and Divergent Validity
BITI+

HIT

UCL

BDHI-D

Convergent validity
AJ

D

Physical
aggression
Egocentrism
Blaming others
Mislabeling
Assuming the
worst

Concurrent validity
AJ
S

OppositionDefiance

Expression of
emotions

Direct aggression
Indirect aggression

Avoidance
Indirect aggression

D

+AJ = Aggression and Justification, D = Distrust, S = Sub-assertiveness

Results

The results are reported in two sections. The first section reports on the construct validity
on the basis of the factorial validity (confirmatory factor analysis) and internal consistency.
In the second section, results are reported on the convergent, concurrent and divergent
validity.

Construct validity
Content validity, measurement invariance and reliability
The results of the 3-factor solution are presented in Table 3. The 3-factor solution
explained 51.8% of the variance; the factor loadings varied between .47 and .79.
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Table 3.
BITI Factor Solution
BITI Items

Factor
loadings
AJ
S
.79

D

1.

I have the right to retaliate if someone harms me.

2.

If someone is aggressive towards me, I have to show them
who’s the strongest.

3.

I believe attack is the best form of defense.

.78

4.

If someone insults my family I have the right to use violence.

.77

5.

.73

6.

If someone looks threatening, I often can’t do anything else but
hit them.
If someone touches me I have to hit them.

7.

It is logical for me to become angry if people criticize me.

.58

8.

I’ll never become less aggressive.

.51

9.

Nearly everyone’s dishonest, so I’m dishonest too sometimes.

.50

10.

I think it’s really bad if someone doesn’t like me.

11.

I think it’s really bad if someone is angry with me.

.68

11.

I worry about what people think of me.

.68

12.

I think people will be angry with me if I often say no.

.62

14.

It’s difficult for me to give an opinion.

.47

15.

Nobody can be trusted.

.73

16.

I’m all on my own.

.70

17.

A lot of people are against me.

.58

18.

There are a lot of people who don’t like me.

.50

.78

.71

.78

It was apparent from the confirmatory factor analysis that the factorial model had an
acceptable fit: RMSEA = .062, CFI = .91, χ2(132) = 263, p < .001. The ratio between χ2 and
the degrees of freedom was < 2.5, namely, 1.99. The full factorial model is presented in
Figure 1. Internal consistency reliabilities were adequate. The Cronbach’s alpha’s for the
three scales of the BITI were all higher than .60, i.e., Aggression and Justification α = .88,
Sub-assertiveness α = .70, and Distrust α = .67.
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Figure 1
BITI Factor Model from the Confirmatory Factor Analysis
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The next step was to determine whether the basic structure of the model was the
same for different gender groups and for groups that differed in ethnic origin (native versus
non-native Dutch) by assessing measurement (metric) invariance between these groups.
Accordingly, the factor loadings for the various groups were set to be equal for each item
across the groups that were compared. The fit of this model was then compared to that of
the baseline model.
The difference in χ2 (∆χ2 = 18.99, ∆ df = 15) had a p-value of .214 (gender group).
In other words, the difference in chi-square was non-significant, which indicates that the
discrepancies are negligible and that it is legitimate to accept the specified model with equal
factor loadings. The constrained (configuration) model indicated the following fit: RMSEA
= .061, CFI = .84, χ2 (279) = 544, p < .001. The ratio between χ2 and the degrees of freedom
was 1.94. The same applied (measurement invariance) for the comparison between native
and non-native Dutch respondents. The difference in χ2 (∆χ2 = 22.52, ∆ df=15) had a pvalue .095. The fit indices of the constrained model were: RMSEA = .054, CFI = .88, χ2
(279) =

482, p < .001. The ratio between χ2 and the degrees of freedom was 1.73. For both

groups the CFI of the constrained models were below .90. However, this is not surprising
given that Elosua (2011) demonstrated that the CFI may be lower in small samples (n =
300). The results concerning the comparison between the unconstrained and constrained
model indicate measurement invariance.

Convergent, concurrent and divergent validity
Convergent validity proved to be good (see Table 4). The correlations between the
Aggression and Justification scale (BITI) and Physical Aggression, Blaming Others and
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Egocentrism (HIT) were strong. This was also the case for the correlation between Distrust
(BITI) and Assuming the Worst (HIT).

Table 4.
Convergent Validity: Pearson Correlation Measured between Scales from the BITI and Scales
from the HIT en UCL.
BITI
Scales

AJ

D

HIT
Physical aggression

.79**

Egocentrism

.67**

Blaming others

.74**

Mislabeling

.72**

Assuming the worst

.58**

**p = < .001

Concurrent validity was adequate for the Aggression and Justification and Distrust
scales (see Table 5). A strong association was found between Aggression and Justification
(BITI) and Indirect Aggression and Defiant Behavior, as well as a moderate to strong
association between Aggression and Justification, and Direct Aggression and Expression of
Emotions. There was a moderate association between Distrust and Indirect Aggression
(including an association with the degree of hostility). The correlation between Subassertiveness and Avoidance, however, was poor.
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Table 5.
Concurrent Validity : Pearson Correlations Measured between Scales from the BITI and
Scales from the HIT, UCL en BDHI-D.
BITI
AJ

S

.71**

.

D

HIT
Opposition-Defiance
UCL
Avoidance
Expression of emotions

.15**
.46**

BDHI-D
Indirect aggression

.44**

Direct aggression

.55**

.40**

**p < .001

The results for divergent validity are shown in Table 6. Divergent validity was
established for intelligence and gender, which did not reveal any association. Furthermore,
there was no association between Sub-assertiveness and Distrust, although there was a small
association between age and Aggression and Justification: These scores increased with age
(marginally). In addition to this there was a moderate association between Social
Desirability and Aggression and Justification and a small association with Distrust.

Table 6.
Divergent validity: Pearson Correlations Measured between Scales form the BITI and
Intelligence, Education, Social desirability and Age.
BITI
AJ

S

D

Intelligence

-.03

-.01

-.02

Education

-.03

-.02

.05

Social desirability

-.33**

-.07

-.16*

Age

-.16*

-.05

-.02

** p < .001, * p <.05
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Discussion

This study investigated the reliability and validity of the BITI. The results support validity
and reliability of the BITI (18 items). A confirmatory factor analysis showed that construct
validity was satisfactory; the factorial model had an acceptable fit and seemed to be
measurement invariant for gender and ethnic origin (native and non-native Dutch
respondents). The convergent validity varied from sufficient to good. Furthermore, the BITI
was insensitive to age ( the Sub-assertive and Distrust scale) and verbal intelligence, yet
was sensitive to social desirability where this involved thoughts that are related to
aggression. Finally, concurrent validity was satisfactory, with the exception of thoughts
related to sub-assertive (internalizing) behavior. However, these ‘sub-assertive thoughts’
showed a small correlation with (concurrent) avoidance of difficult situations.
Given that the results indicate that the BITI is measurement invariant for different
gender groups, it may be assumed, despite the relatively small sample of girls, that the
questions are interpreted in the same way by girls and boys. Any potential difference in
outcome between girls and boys are therefore probably not caused by the specific way the
BITI measures irrational thoughts, but by real gender differences in these thoughts.
Additionally, if measurement invariance holds, this means that average scores on the BITI
can be used to compare boys and girls. The results also indicate that the BITI is measurement
invariant across different ethnic origin groups (native and non-native Dutch). However, this
result was marginal and therefore less convincing. Given that there was much differentiation
within the group of non-native Dutch respondents, it is possible that young people from
specific ethnic backgrounds interpret questions differently. However, it was not possible to
assess measurement invariance between all specific ethnic groups due to the relatively small
sample size.
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This study sheds some light on the validity of the assessment of irrational thoughts
related to sub-assertive (internalizing) behavior with the BITI. The construct validity was
satisfactory. However, it was not possible to assess convergent validity (not assessed due to
the absence of an appropriate instrument), and no evidence was found to support concurrent
validity. Only a small but positive correlation was found between thoughts related to subassertive behavior and avoiding difficult situations, which provides weak support for the
concurrent validity of the BITI scale for sub-assertiveness. However, it is plausible to
suggest that young people with severe conduct problems live in a subculture where the
avoidance of threatening situations is deemed unacceptable (De Jong, 2007). Consequently,
these young people will try to comply with the expectations of their peer group. It is
therefore likely that they deny avoidance, showing under-reporting of avoidance when
responding to questions such as “giving in to avoid difficult situations” and “avoiding
difficult situations as much as possible”. This could especially be the case when competition
in a secure setting leads to positioning behavior, and when refraining from action is seen as
a sign of weakness to be exploited (Van der Helm & Stams, 2012).
The results showed that the extent in which young people reported to have irrational
thoughts related to aggressive behavior was negatively correlated with the extent in which
the youngsters provided socially desirable answers. This is not surprising, because the
questionnaire that was used to measure the extent in which the youngsters provided socially
desirable answers specifically contained irrational thoughts that (may) lead to behavior that
is generally viewed as unacceptable. Sensitivity to social desirability on the scale
Aggression and Justification may lead to a systematic bias in evaluation research as well as
under-reporting. On the other hand, research has shown that social desirability may be
viewed as a personality trait, which means that socially desirable answers are not determined
by the situation and therefore do not undermine the validity of self-reporting of irrational
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thoughts (Mills, Loza, & Kroner, 2003). Nevertheless, the possibility of systematic bias
and under-reporting should be taken into consideration when interpreting irrational thoughts
related to aggressive behavior.
There are a number of limitations of this study. Firstly, measurement invariance may
be tested at various levels. The second level, metric invariance, was selected in this study.
However, there exists a higher (stronger) level, which is scalar invariance (Chen, Sousa, &
West, 2005), although according to Cheung and Rensvold (1998) the second level is
sufficient for validating questionnaires. Furthermore, Chen et al. (2005) have stated that
implementing the third level is extremely difficult and often impossible to execute.
Secondly, the young people were not selected randomly to participate in the study.
Although the original places of residence for the youths (residential and ambulant) were
distributed nationwide, it cannot be determined with certainty whether the included
youngsters are an adequate representation of the population of young people in residential
institutions in the Netherlands.
Thirdly, in this study the abbreviated GIT-2 (Groninger Intelligence Test) was used
to measure intelligence. It is a drawback that the guidelines for the GIT-2 (Luteijn et al.,
2004) indicate that the scores of adolescents from families where the Dutch language was
not spoken were lower. The Dutch Centre for Scientific Research and Documentation
(WODC, 2011) therefore recommends that the SON (Snijders-Oomen non-verbal
intelligence test) should be used with non-native Dutch youths. However, it was apparent
during a pilot study that the SON led to some resistance due to its length. Therefore, the
GIT-2 was used in order to prevent dropout. This means that the intelligence score may be
biased for a proportion of the young people (the intelligence level is perhaps higher than
indicated by the score). Shortcomings of the GIT-2 were partly compensated for by
additionally register the level of education.
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A fourth limitation is that the reliability of the social desirability scale was relatively
low (α =. 57). Finally, one item of the scale for thoughts related to sub-assertive behavior
directly refers to an emotion (e.g. “I worry about what people think of me”), and one item
describes lack of assertive behavior (e.g., “It’s difficult for me to give an opinion).
Correlations with measures of emotions and assertiveness can therefore be expected
(Smith, 1989), indicating some degree of contamination. These two items limit the utility
of the scale to test cognitive theories, but the items might nevertheless help distinguish the
target group.
Despite several limitations of this study, the BITI has ecological validity given that
the instrument was developed from daily practice. The instrument offers the opportunity to
measure the extent to which various irrational thoughts related to aggressive (externalizing),
sub-assertive (internalizing) and distrust-related behaviors are present in the minds of
people who might improve after receiving help. The instrument may also contribute to the
indexation, diagnosis, treatment and evaluation of irrational thoughts related to conduct
problems in adolescents. Knowing what specific irrational thoughts are linked to the
conduct problems may directly affect the focus of treatment (Sudak, 2006). In terms of
future research it is advisable to conduct a study in a representative general population
sample to establish norm scores, and a study to investigate whether the BITI sufficiently
predicts externalizing behavior in adolescents and young adults. The application of the BITI
complies with current needs given that the treatment of irrational thoughts is an important
component of various behavioral interventions aimed at reducing externalizing behavioral
problems in young people (Maruna & Mann, 2006).
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Chapter 4
Study on the Effectiveness of Responsive Aggression Regulation
Therapy (Re-ART)9

9

Based on: Hoogsteder, L.M., Hendriks, J., Horn, J.E., van, & Wissink, I.B. (2012).
Responsive Aggressive Regulation Therapy: effectstudy in a juvenile justice institution.
Orthopedagogiek:Onderzoek en Praktijk, 51, 481- 493; Hoogsteder, L.M., Kuijpers, N.,
Stams, G.J.J.M., Van Horn, J.E., Hendriks, J., & Wissink, I.B. (2014) Study on the
Effectiveness of Responsive Aggression Regulation Therapy (Re-ART). International
Journal of Forensic Mental Health, 13, 1-14.
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ABSTRACT: This article describes a pre-test/post-test quasi-experimental study of the
effectiveness of Responsive Aggression Regulation Therapy (Re-ART), a Dutch
intervention for 16 to 21-year-old juveniles. Re-ART aims to decrease severe aggressive
behavior using a cognitive behavioral approach combined with drama therapeutic and
mindfulness techniques. Re-ART differs from other mental health interventions in criminal
justice settings in its combination of individual therapy and group training, and in the
flexibility to adjust the intensity and content of the treatment to the specific individual needs
of juvenile delinquents. The sample consisted of violent offenders treated in a juvenile
justice institution: 63 were in the experimental group (Re-ART) and 28 in the TreatmentAs-Usual (TAU) group. Results indicate that Re-ART is significantly more effective than
TAU in reducing the juveniles’ recidivism risk, aggressive behavior, irrational cognitions,
poor coping skills and lack of responsiveness to treatment.
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Introduction

Statistics in the Netherlands show that the overall number of youth crimes has decreased in
the last decade, but that the number of violent youth crimes has increased (Tollenaar, Van
Dijk, & Alblas, 2009). Notably, the successful treatment of violence and other types of
severe aggressive behavior is difficult (American Academy of Child and Adolescent
Psychiatry, 2005). This applies even more when aggression problems have led to detention
(Andrews & Bonta, 2010; Landenberger & Lipsey, 2005), partly because detention can
reinforce aggressive behavior (Gatti, Tremblay, & Vitaro, 2009). Additionally, most
juveniles in detention have severe and persistent aggression problems that are associated
with mental disorders and other psychiatric problems (Vreugdenhil, Doreleijers, Vermeiren,
Wouters, & Van den Brink, 2004) and with high recidivism risk. Vreugdenhil et al. (2004)
postulate that the combination of conduct disorder (CD) and oppositional deficit disorder
(ODD) with psychiatric problems impacts the effects of treatment. Furthermore, some
youngsters seem unsuitable for group therapy, because group learning is too threatening for
them or because they are sensitive to negative peer group influences (Dodge, Dishion, &
Lansford, 2006; McGloin et al., 2008), which can lead to negative outcomes (aggressive
behavior increases; Dodge, Dishion & Lansford, 2006).
Meta-analyses conducted by Lipsey, Landenberger and Wilson (2007) and McGuire
(2008) have shown that the effectiveness of interventions targeting serious and persistent
criminal behavior increases if treatment is intensive and partly individualized. Common
evidence-based group interventions, like Aggression Replacement Training (Goldstein,
Glick, & Gibbs, 1998) and EQUIP (Gibbs, Potter, & Goldstein, 1995; Leeman, Gibbs, &
Fuller, 1993) are not (partly) individualized. In addition to the common evidence-based
group interventions, there is a need for an intensive, largely individualized, and responsive
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type of treatment, which takes into account the specific needs and learning style of
individual juveniles. Incarcerated juveniles with moderate and high recidivism risks will
respond positively to treatment if specific possibilities and restrictions are taken into account
that have been designated as the What Works principles of effective judicial interventions
(i.e., the risk-need-responsivity [RNR] model [Andrews & Bonta, 2006]). Essentially, the
RNR-model assumes that the duration and frequency of treatment should be matched to the
offender's risk to re-offend (risk-principle) and should target criminogenic factors (needprinciple). The third principle (responsiveness-principle) consists of two aspects: general
and specific responsivity. General responsivity indicates that the most effective techniques
should be used to change criminogenic needs. Specific responsivity means that the
intervention should be tailored to the abilities and strengths of the offender.

Responsive Aggression Regulation Therapy (Re-ART) is a newly developed
responsive intervention that offers treatment to juvenile delinquents to decrease their
aggressive behavior (Hoogsteder, 2007). The key factor that distinguishes Re-ART from
other interventions for aggressive youth is that it is largely individualized and based on all
of the principles of the RNR-model, but especially the specific responsivity principle
(Andrews & Bonta, 2010). Although the specific responsivity principle is considered to be
an essential part of the RNR-model, the principle has attracted little attention in research so
far (Andrews & Bonta, 2010; Kennedy, 2001). The specific responsivity principle focuses
attention on characteristics of juveniles that influence their ability to learn within a
therapeutic situation. To meet the principle of specific responsivity, Re-ART emphasizes
that the therapist must consider the personality (Andrews & Bonta, 2003; Kennedy, 1999),
intellectual capacity, cognitive and social skills possibilities (Serin & Kennedy, 1999),
motivation for treatment (Menger & Krechtig, 2008), and learning style (Andrews & Bonta,
2003; Andrews 1999) of the client. To increase the juvenile’s responsiveness (to treatment)
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of Re-ART, obstructive factors, such as demotivation, distrust, attention deficits and lowimpulse control, are dealt with as well.
Re-ART uses an integrative explanatory model that is based on the Transactional
Model (Sameroff & Fiese, 2000) and the theory of Social Information Processing (SIP;
Crick & Dodge, 1994; Dodge, 2006). Transactional theory posits that an individual’s
development is the product of ongoing bidirectional influences on the child/adolescent and
his or her environment (Sameroff, 2000). Aggression problems are therefore thought to
originate from a transactional process in which child factors, in particular cognitive
distortions, and socialization factors, including attitudes, values and morals, play an
important role (Granic & Patterson, 2006). SIP asserts that antisocial behavior is the product
of inadequate/disturbed social information processing. In this process, children/adolescents
receive and read information from their environment and prepare to respond to social cues
in five steps. Each step of the process transacts with the individual’s environment (Fontaine,
2006). From a transactional point of view, the displayed reaction/behavior leads to social
consequences that informs future SIP.
Re-ART uses cognitive-behavioral techniques, because international research has
shown that Cognitive Behavioral Therapy (CBT), more than other therapeutic elements,
effectively reduces aggressive behavior in juvenile delinquents (Litschge, Vaughn, &
McCrea, 2010; Polaschek & Reynolds, 2001). Furthermore, meta-analyses (Landenberger
& Lipsey, 2005; Lipsey et al., 2007; McQuire, 2008) have shown that developing cognitive
skills, such as cognitive restructuring (recognizing and adapting adequate rational
cognitions), training interpersonal problem solving skills, are the key effective elements of
cognitive-behavioral interventions for offenders. Sukhodolsky, Kassinove and Gorman
(2004) found that cognitive-behavioral therapies using role playing games, imitation, and
feedback are more effective in reducing aggression than cognitive-behavioral therapies that
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do not include these elements. Finally, Landenberger and Lipsey (2005) argued that CBT
should focus on stress reduction (also see Novaco, 2001; Novaco, Ramm, & Black, 2001),
impulse control, and emotion regulation to achieve positive outcomes. Apart from
cognitive-behavioral techniques, Re-ART also uses drama-therapeutic techniques (role
playing games in order to practice perspective taking and problem solving skills), and
customized mindfulness exercises (in order to practice paying attention and non-judgmental
observation) (Himelstein, Hastings, Shapiro, & Heery, 2011) in which attention is paid to
motivating the juveniles and increasing self-efficacy (Bandura, 1997).
The present study examined the effectiveness of Re-ART using a pre-test-post-test
quasi-experimental design with a waiting list comparison group that received Treatment As
Usual (TAU). A part of both the experimental and comparison group received YOUTURN,
which became part of the standard treatment program in all judicial residential settings in
the Netherlands while the data for the current study were collected (September 2009).
YOUTURN consists of competence-focused group care and EQUIP (Leeman et al., 1993).
Since EQUIP is considered evidence-based treatment (Leeman et al., 1993), possible effects
of EQUIP on Re-ART were controlled for. The main hypothesis was that the Re-ART-group
would show lower risk for violent recidivism, less aggression, less inadequate attitudes and
cognitions related to antisocial and aggressive behavior, better coping skills, and greater
responsiveness to treatment in terms of treatment motivation and trust than the TAU group
at post-test, while controlling for pre-test differences in these outcome variables. Based on
the results of previous studies (De Swart et al., 2012; Weisz, Jensen-Doss, & Hawley, 2006),
we assumed that TAU would produce generally little or no effect. Furthermore, we expected
that a combination of EQUIP and Re-ART would lead to greater effects than Re-ART alone.
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Method

Participants
The sample consisted of two groups of incarcerated juvenile offenders in a secure Dutch
juvenile justice institution (JJI): the experimental Re-ART group (n = 63) and the TAU
group (n = 28), receiving elements of CBT-therapy (i.e., working with ABC-model: “as I
think, so I feel and do”); Re-ART: 3.2% [n = 2]; TAU: 14.3% [n = 4]) and art therapy (i.e.,
creative therapy, music and drama therapy; Re-ART: 49,2%, [n = 31]); TAO: 85,7%, [n =
24]). All arts therapists targeted self-image, emotions, and social interaction (especially
situations that elicit aggressive behavior), but they did not use any form of established
manualized treatment. The experimental and control group received EQUIP as a standard
intervention during the course of their stay in the institution since September 2009..
A total of 28.6% (n = 26) of the juveniles had a Dutch background, 25.3% ( n = 23)
were of Moroccan origin, 14.3% (n = 13) were Surinamese, 7.7% (n = 7 ) Turkish, and
6.6% (n = 6 ) had a Dutch Antillean background. Of the remaining juveniles, 3.3% (n = 3)
were categorized as "other: western" and 14.3% (n = 13) as "other: non-western" . To
determine if the TAU group differed significantly from the Re-ART-group on various
background variables (age, gender, cultural background), mental disorders (oppositional
defiant disorder [ODD], CD or attention deficit hyperactivity disorder [ADHD]), mental
disability, substance abuse, impulse control, offense type, duration of treatment, frequency
of treatment, length of stay in the residential setting, receiving EQUIP, dropout rate,
treatment motivation and social desirability, a series of chi-square tests and t-tests were
conducted (Table 1). The groups differed significantly in length of stay; Re-ART, 20
months; TAU, 11.9 months) and gender (Re-ART, 6.3% female [n = 4]; TAU, 28.6% female
[n = 8]). The TAU-group committed less serious violent offenses than the Re-ART group.
A total of 26.9% [n = 17] of the experimental group stayed for at least 2 years, compared to
83

7.2% [n = 2] of the comparison group. However, despite the difference in length of stay, the
TAU-group did not differ significantly from the Re-ART group in duration and frequency
of treatment.
T-tests were also used to determine if the TAU group differed significantly from the
Re-ART-group at pre-test on risk for violent recidivism, aggression, cognitive distortions,
coping skills, and responsiveness to treatment. We found no significant differences.
Table 1
Characteristics Re-ART group and TAU-group

Re-ART group
(n = 63)

TAU-group
(n = 28)

17.00 (SD = 1.2)
93.7% (n = 59)

16.64 (SD = 1.3)
71.4% (n = 20)

Average IQ

85.67 (SD = 11.47)

81.46 (SD = 12.35)

Immigrants

74.6% (n = 47)

64.3% (n = 18)

Received EQUIP

36.5% (n = 23)

39.3% (n = 11)

Average Risk for recidivism pre-test (< is better)

1.75 (SD = .44)

1.64 (SD = .49)

Average Motivation treatment pre-test (< is better)

1.24 (SD = .73)

1.39 (SD = .69)

Social desirability

3.35 (SD = .80)

3.37 (SD = 81)

CD (not significant)

47.6% (n = 30)

28.6% (n = 8)
42.9% (n = 12)

Average age (by start intervention)
Gender (male)*

Disorder / criminogenic factors
ODD

38.1% (n = 24)

ADHD

17.5% (n = 11)

7.1% (n = 2)

Minor impulse control

54.0% (n = 34)

39.3% (n = 11)

Mental disability

23.8% (n = 15)

28.6% (n = 8)

Substance abuse

38.1% (n = 24)

35.7% (n = 10)

Offense type 1: ability, possibly with violence

52.4% (n = 33)

50.0% (n = 14)

Offense type 2: medium to high violence

27.0% (n = 17)

21.4% (n = 6)

7.9% (n = 5)

14.3% (n = 4)

Types of crimes

Offense type 3: (attempt to) murder
Duration and frequency
Average duration of stay in month*

20.00 (SD = 14.79)

11.89 (SD = 6.80)

Average duration treatment in weeks

46.86 (SD = 23.46)

43.89 (SD = 26.83)

Average hour of treatment per week

1,72 (SD = .72)

1.41 (SD = .73)

* p < .05
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Procedure
Re-ART is evaluated in a setting in which it is usually applied. Both groups received a more
or less similar combination of interventions, designated as general group care, and art
therapy. All data were collected between January 2007 and February 2011. Juveniles and
staff responsible for the adolescent’s treatment (e.g., mentor / tutor of the living group; not
the therapist) filled in questionnaires during the intake and again after the conclusion of ReART or the program received by the TAU-group (art-therapy / CBT-therapy), and before
aftercare; this resulted in pre- and post-intervention data. The average time between the preand post-test was 57 weeks for the Re-ART group and 44 weeks for the TAU group.
Comparison group participants of the current study had an indication for Re-ART, but were
placed on a waiting list without any specific reason other than no available place in the ReART group at the time. It was not possible for them to start later with Re-ART, because
their stay in the institution was not long enough.
Four individuals in the Re-ART group and two individuals in the TAU group did not
complete treatment due to a serious lack of motivation. However, since they completed the
questionnaires on pre- and post-test, these data were included in the analyses.

Description of interventions
EQUIP
EQUIP uses CBT-elements and is focused on motivating and teaching antisocial youth to
think and act responsibly. EQUIP is thought to transform a negative peer culture into a
positive culture, in which individuals feel responsible for each other and actually help one
another (Gibbs et al., 1995). The primary focus of EQUIP is to stimulate adolescents to
make their own morally acceptable decisions, and to improve anger management, correction
of thinking errors, and prosocial skills (Knorth, Klomp, Van den Bergh, & Noom, 2007).
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Re-ART
Re-ART was developed for boys and girls aged 16 to 21 years with severe (life-course
persistent) aggression regulation problems and a moderate to a (very) high recidivism risk
(measured by the Structured Assessment of Violence Risk in Youth; see instruments). ReART focuses on both emotional and instrumental aggression. Re-ART contains several
treatment components that can be combined with group training. The components that are
offered are customized depending on the complexity of the criminogenic problems at the
individual level (needs-principle). Re-ART assumes that juveniles with multiple static risk
factors (e.g., previously violent behavior), cognitive distortions or with comorbid mental
disorders need more time to learn specific skills (responsivity principle).
Re-ART offers the following standard treatment modules: Intake and Motivation,
Aggression Chain (psycho-education for self-comprehension, relapse-prevention plan),
Controlling Skills, Influence of Thinking, and Handling Conflicts. The optional modules
focus on Stress Reduction, Impulse Control, Emotion Regulation, Observation and
interpretation, Assertive behavior, and a module for the family (system).
Re-ART uses treatment techniques such as motivational techniques to improve the
subjects' beliefs in their own abilities, psycho-education and making subjects aware of the
negative consequences (for themselves) of their aggressive behavior (cost-benefit analysis).
Re-ART used also ‘imitation’ (demonstrating examples of expected behavior) and exercises
to differentiate, handle and diminish negative emotions (by describing and observing the
emotions), and Rational Emotive Therapy (awareness and changing of irrational thoughts).
In order to reduce irrational thoughts, the adolescent is encouraged to take the perspective
of another person who represents a contrasting (facilitative) way of thinking than that of the
individual concerned. Re-ART also offered transfer-training (practicing correct behavior
outside the residential setting) and indirect moral development exercises (e.g., taking
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perspective, making choices, thinking about consequences). While providing the treatment,
the therapist should take a judgment-free attitude.
To be responsive, the treatment level can be adjusted to the intelligence, learning
style, pace, preferred learning method (making the content easier or doing more exercises)
and/or needs (optional modules or parallel treatment, like addiction care) of the subjects.
The juvenile always receives individual training combined with a group module. The
juvenile participates in the group module every other week, unless there is a contraindication (e.g., bad behavior on the part of the juvenile in the group). Individual sessions
take place at least once a week and lasts for at least one hour. Group training consists of at
least 12 to 14 sessions and each session lasts one and a half hours. The emphasis is on
individual treatment. The start of the individual module ‘Influence of Thinking’ is also the
start of the group module. The group module focuses on cognitive distortions that are
associated with several themes, such as revenge and insulting family members. The duration
of the total intervention (individual and group modules) can vary from half a year to about
two years (risk-principle).

Instruments
Risk for Recidivism
Incarcerated juvenile judicial institutes in the Netherlands use the Structured Assessment of
Violence Risk in Youth (SAVRY; Borum, Bartel, & Forth, 2002; Lodewijks, De Ruiter, &
Doreleijers, 2003). In the current study the SAVRY was also used to conduct risk
assessments (pre- and post-treatment). Only youngsters with a moderate and high recidivism
risk were referred for Re-ART. The SAVRY was collected as part of the Routine Outcome
Monitoring and filled in (blind) by prison staff members (e.g., psychologists; not the
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therapists) who had a background in child studies and had finished a special training in
administering, scoring, and interpreting the SAVRY.
The SAVRY consists of 24 items divided in three risk domains: historical risk
factors (10 items; e.g., Abused as a Child), social/contextual risk factors (6 items; e.g.,
Experiencing Stress and Poor Coping), and individual dynamic risk factors (8 items; e.g.,
Negative Attitude). Each risk item has a three-level rating structure with specific rating
guidelines. The SAVRY provides an estimation of the risk for re-offending. For this study,
the total risk score was used as an indication of the youth’s risk level of re-offending with a
violent offense. The SAVRY can also be used for

measuring change on dynamic

criminogenic risk factors.
The SAVRY was developed for adolescents from 12 to 18 years, but can also be
used for young adults up to 21 years (Lodewijks, Doreleijers, De Ruiter, & Wit deGrouls,
2006). Several validation studies showed favorable psychometric properties of the SAVRY
(e.g., Dolan & Rennie, 2006; Meyers & Schmidt, 2008). Significant correlations were found
between the total risk score and violence and recidivism among young male offenders
(Catchpole & Gretton, 2003; Lodewijks, Doreleijers, & De Ruiter, 2008). Meyers and
Schmidt (2008) found an inter-rater reliability ranging from good to excellent.

Aggression
Aggressive incidents
Measurement of aggressive incidents in the institution was based on the data of aggression
incidents registered by prison staff members in a computer program of a Dutch judicial
registration system to describe the frequency and severity of aggressive incidents. We
checked the data of the registered aggression incidents by the computer with the data of the
regular incidents registration forms to be sure that all incidents had been registered in the
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system. The first measurement was after 3 months and subsequently after completion of ReART or TAU.

Aggression related skills: Self-control, Assertiveness and Dealing with Anger
Cognitive (self-control) and social skills (assertiveness) related to aggression were assessed
with the juvenile-report and mentor-report versions of the Re-ART List (Hoogsteder,
2012a). The Re-ART List assesses skills that are needed to decrease an aggression problem
according to the theoretical model of Re-ART. These skills are divided into the Self-Control
scale (10 items; juveniles: T1: α = .76, T2: α = .77, mentor: T1: α = .68, T2: α = .74) and
the Assertiveness scale (8 items; juveniles: T1: α = .75, T2: α = .78, mentor: T1: α = .73,
T2: α = .74). Each item is rated on a five-point Likert scale ranging from 1 (This is not true

at all) to 5 (This is completely true). Examples of items from the mentor-report version are
‘The juvenile is able to control his aggressive feelings’ (Self-Control scale), and ‘The
juvenile handles conflicts in an assertive manner’ (Assertiveness scale). The item of the
SAVRY ‘Dealing with Anger’ was also used for measuring aggression.

Coping
The Utrecht Coping List (UCL; Evers, Vliet-Mulder, & Groot, 2000; Schreurs, Van de
Willige, Brosschot, Tellegen, & Graus, 1993) was used to measure the way participants
cope with stressful situations. The UCL is a self-report questionnaire and distinguishes
seven coping styles. Four of these styles were used in the present study: Problem-Focused
Coping (7 items; T1: α = .66, T2: α = .70), Palliative Coping (8 items; T1 α = .76, T2 α
= .73), Social Support (6 items; T1: α = .83, T2: α = .74), and Reassuring Thoughts (5
items; T1 α = .65, T2 α = .65). Each item is rated on a four-point Likert scale ranging from
1 (never) to 4 (very often). The item Stress and Poor Coping of the SAVRY was also used
for measuring coping. The UCL has sufficient reliability (Schreurs, Willige, Van de
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Brosschot, Tellegen, & Graus, 1993), construct validity, and predictive validity (Schaufeli
& Van Dierendonck, 1992).

Cognitive Distortions
The ‘Brief Irrational Thoughts Inventory’ (BITI) and the ‘How I Think’ (HIT) questionnaire
were used to measure cognitive distortions. The BITI is a self-report questionnaire that
consists of 18 statements describing different kinds of irrational thoughts (Hoogsteder,
2012b). The BITI is subdivided into three subscales: Aggression and Justification (9 items;
e.g., ‘If someone touches me, I should hit him’; T1: α = .76, T2: α = .72), Sub-Assertiveness
(5 items; e.g., ‘I think that people get angry with me because I often say ‘No’; T1: α = .68,
T2: α = .69) and Distrust (4 items; e.g., ‘Everyone is against me’; T1: α = .60, T2: α = .60).
The Distrust scale is used for measuring responsiveness. Each item of the BITI is rated on
a six-point Likert scale ranging from 1 (I totally disagree ) to 6 (I totally agree). A recent
study showed favorable psychometric properties of the BITI. Convergent, divergent, and
concurrent validity were established, while measurement invariance was established for
gender and ethnic origin (native versus non-native Dutch respondents) and by means of
confirmatory factor analysis, supporting construct validity of the BITI (Hoogsteder, 2012b).
The HIT is a self-report questionnaire and consists of 54 items that are to be
answered on a scale of 1 (I totally agree) to 6 (I totally disagree) (Barriga, Gibbs, Potter, &
Liau, 2001). The HIT is subdivided into four subscales (39 items) related to four behavioral
categories of which two were used in the present study: Physical Aggression (10 items; T1:

α = .73, T2: α = .70) and Opposition-Defiance (10 items; T1: α = .64, T2: α = .57). Eight
items relate to the Anomalous Response scale to test social desirability (T1: α = .66, T2: α
= .60, [used in this study to compare the level of social desirability in answering of the ReART group and the TAU group]). The Dutch version of the HIT demonstrated acceptable
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reliability and validity (Nas, Brugman, & Koops, 2008). Wallinius, Johansson, Lardén, and
Dernevik (2011) showed that the convergent, discriminant, and predictive validity of the
HIT were adequate, but that structural and divergent validity needed further examination.
The item Negative Attitude (SAVRY) was also used for measuring cognitive distortions.

Responsiveness
Items of the SAVRY were used in order to assess changes in Motivation, Attention
Deficits, and Impulsivity. The Distrust scale of the BITI was used to measure
responsiveness to treatment.

Program Integrity
To preserve program integrity, juveniles who received treatment from an inexperienced
therapist (less than 6 months experience with Re-ART according to the Re-ART-guidelines)
were excluded from this study (n = 21). Program integrity was regularly tested throughout
the duration of the study. One supervisor was responsible for maintaining the quality of
treatment. The supervisor assessed to what extent the therapists met the Re-ART preconditions (e.g., caseload) and quality of delivery (e.g., whether the duration and intensity
of the treatment satisfied the risk needs, and provision of aftercare according to the
protocol). All therapists (n = 7) had a higher vocational education level and had completed
the "Train-the-Therapists" course. The therapists all met the caseload requirement of at least
three treatments, and they all provided Re-ART treatment for at least 12 hours a week.
Furthermore, the therapists attended supervision meetings every other week.
Every two weeks, a multi-disciplinary indication team (including a psychiatrist, social
worker, and supervisor of Re-ART) discussed which treatment was indicated for (new)
juveniles of the institution. This indication team also checked which juveniles met the
substantive inclusion criteria of Re-ART. They were assigned to treatment conditions when
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they scored moderate or high on risk for recidivism, dealing with anger, stress and poor
coping, and negative attitude (measured with the SAVRY; see instruments). Other
indication criteria were placement in a juvenile justice institution because of severe
aggression problems and aggressive behavior in different habitats. In 12 cases of the ReART group, it was decided to deviate from the inclusion criteria: seven juveniles in the ReART group were still 15 years old when they started the intervention, one juvenile had an
IQ of 68, and four juveniles had an IQ of 69. These youngsters were admitted to Re-ART
because the therapists – based on their clinical judgment – concluded that they had sufficient
cognitive capacities to profit from the treatment. Also the TAU group met the inclusion
criteria of Re-ART, with exception of two juveniles, one was 15.8 years old and one had an
IQ of 69.
Treatment integrity across the entire treatment program was assessed by using reports
of therapists, adolescents and the Re-ART supervisor. The evaluation forms were used to
identify the treatment quality of relevant components of the Re-ART model. The forms
included, amongst others, whether the RNR model and Re-ART techniques had been
applied. The results showed that, according to the evaluation forms, the score was sufficient
(only two components were scored lower than 90%); 81.8% of the mentors on the living
group sufficiently supported the juveniles to achieve their goals set by the program.
Additionally, 75.8% of the therapist scored positive on consultation and harmonization
between treatment staff. Moreover, also the juveniles of the Re-ART group evaluated ReART, they gave the program a 7.3 rating on a 10-point rating scale.

Statistical Analyses
Expectation-maximization (EM; Do & Batzoglou, 2008) was used to estimate missing
values that were considered randomly missing (6.4%). EM imputations preserve the
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relationship with other variables, but is only reasonable if the percentage of missing data is
relatively small and if the standard errors of individual items are not large. In order to control
for differences between the Re-ART and TAU group when evaluating the intervention
effects, we conducted analyses of covariance (ANCOVA; Rausch, Maxwell, & Kelley,
2003). Differences in post-test scores between the groups were tested, controlling for pretest
scores, gender and length of stay in the juvenile institution (using them as covariates in the
ANCOVA). We also included EQUIP as a factor that may possibly moderate the effect of
Re-ART. Effect sizes were computed in terms of Cohen’s d, based on post-test means and
standard deviations of the Re-ART and TAU group, corrected for pre-test means and
standard deviations of these groups. Cohen (1992) categorized ES as follows: .19 < d < .49
= small effect, .50 < d < .79 = moderate effect, d > .80 = large effect.

Results

Risk of Recidivism and Aggressive Behavior
Table 2 shows – as expected - that the Re-ART group had a significantly lower violent
recidivism risk and showed significantly less aggression than the TAU group, which is
reflected by lower scores on Self-control Skills (reported by the mentors), aggression
related Assertiveness Skills (reported by the juveniles) and Dealing with Anger. The effects
sizes (ES) ranged from d = .84 to d = 2.36, which can be considered as large effects (Cohen,
1992). A small effect (d = .35) was found for Aggression-related Assertiveness Skills
(reported by the mentors).
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Table 2
Means, SDs and Effect Sizes Risk for Recidivism and Aggressive Behavior for Re-ART group and
TAU group Pre- and Post-test
AR-Group
T1

TAU-Group
T2

T1

Main effect
T2

Adjusted
M

SD

M

SD

Adjusted
M

M

SD

M

SD

M

F

ES

(1, 84)
SAVRY
Recidivism

1.75

.44

1.27

.48

1.24

1.64

.49

1.64

.49

1.71

19.78**

1.01

Self-Control

23.27

4.50

33.44

2.58

33.66

24.57

4.10

26.07

3.22

25.52

240.14**

2.36

Assertiveness

22.73

4.03

27.01

2.43

26.59

20.82

4.01

21.93

3.43

22.88

75.48**

1.99

Mentor
Self-control

19.60

3.68

31.75

2.89

31.71

19.93

3.73

26.07

3.32

26.15

51.41**

1.38

Assertiveness

15.56

3.01

19.11

2.40

18.62

13.39

2.38

16.32

2.76

17.43

4.08 *

.35

1.87

.34

1.08

.52

1.08

1.89

.32

1.54

.51

1.54

14.52**

.84

Risk
AR-list Juv.

AR-list

SAVRY
SAVRY
Dealing with
Anger

* p < .05, ** p < .001.

There were no significant differences in the number of aggression incidents between
the TAU group and the Re-ART group after three months (first measurement). However, a
significant post-test difference was found: F(1, 84) = 7.08, p = .009, d = .70. Less incidents
were registered in the Re-ART group than in the TAU group (measured during the treatment
period). In both the Re-ART group and TAU group more aggression-incidents were
registered in juveniles receiving EQUIP (main-effect): F(1, 85) = 4.09, p < .046. The means
and standard deviations were as follows: Re-ART and EQUIP (n = 23, M = .86, SD = .65);
TAU and EQUIP (n = 11, M = 1.59, SD = 1.04); Re-ART and no EQUIP (n = 40, M =
.60, SD = .66); TAU and no EQUIP (n = 17, M = .96, SD = .63).

94

Coping Skills
We hypothesized that the Re-ART Group would show better coping skills than the TAU
group at post-test. Table 3 shows that the Re-ART group scored significantly better than the
TAU group on coping skills measured with the self-report questionnaire (UCL). The effects
were large for Problem-Focused Coping, Palliative Coping, Social Support and Reassuring
Thoughts. Based on the risk assessment scores with the SAVRY, a moderate effect was
found for Stress and Poor Coping.
We found a significant interaction effect, F(1, 84) = 6.87, p = .01, between Re-ART
and EQUIP on Palliative Coping. The means and standard deviations were as follows: ReART and EQUIP (n = 23, M = 25.91, SD = 2.59); TAU and EQUIP (n = 11, M = 19.27,

SD = 3.58); Re-ART and no EQUIP (n = 40, M = 24.98, SD = 2.43); TAU and no EQUIP
(n = 17, M = 20.59, SD = 3.60). These results indicate that Re-ART compensates for the
negative effect of EQUIP on Palliative Coping.
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Table 3
Means, SDs and Effect Sizes Coping Skills for Re-ART group and TAU group
Pre- and Post-test
Re-ART group
T1
M

TAU-group

T2
SD

M

Adjusted
SD

T1
M

M

Main effect
T2

SD

M

Adjusted
SD

M

F

ES

(1, 84)
UCL
Problemsolving

17.97

3.58

21.65

2.35

21.64

17.36

3.89

17.75

2.98

17.78

87.72**

1.37

Palliative
Coping

20.38

4.54

25.32

2.51

25.23

19.90

4.51

20.07

3.59

20.26

128.18**

1.73

Social
Support

12.38

4.27

16.13

2.39

15.88

11.00

3.01

12.82

2.31

13.38

98.29**

1.05

Reassuring
Though
SAVRY

12.57

3.01

14.40

2.47

14.35

12.40

3.36

11.86

2.91

11.97

46.88**

.92

1.56

.50

1.17

.49

1.17

1.61

.48

1.46

.51

1.49

7.77**

.49

Stress and
poor
Coping

** p<.001

Cognitive Distortions
Table 4 shows the results of the ANCOVA for Cognitive Distortions. We hypothesized that
the Re-ART group would show more improvement in Cognitive Distortions than the TAU
group. There was a significant post-test difference for the HIT and the BITI. The effects
were large for the BITI scale Aggression/Justification, and the HIT scales Physical
Aggression and Opposite Behavior. For the BITI scale Sub-Assertiveness a moderate effect
was found. There were no significant differences on Negative Attitude (SAVRY). EQUIP
showed a significant main effect at post-test (F(1, 84) = 4.28, p = .042). In both the ReART group and the TAU group the score on Negative Attitude was higher (negative) for
juveniles receiving EQUIP than those not receiving EQUIP. The means and standard
deviations were as follows: Re-ART and EQUIP (n = 23, M = 1.30, SD = .47); TAU and
EQUIP (n = 11, M = 1.45, SD = .52); Re-ART and no EQUIP (n = 40, M = 1.20, SD =
.41); TAU and no EQUIP (n = 17, M = 1.24, SD = .44).
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Table 4

Means, SDs and Efect Sizes Cognitive Distortions for Re-ART group and TAU group
Pre- and Post-test
Re-ART group
T1

TAU group
T2

T1

Main effect
T2

Adjusted
M

SD

M

SD

Adjusted
M

M

SD

M

SD

M

F

ES

(1,84)
BITI
Aggression

33.21

8.48

24.41

4.81

24.07

30.00

7.19

29.14

5.09

29.91

99.00**

1.38

Subassertive

12.98

5.66

11.14

3.72

11.29

13.21

3.60

13.25

3.24

12.91

23.13**

.55

Oppositional
Behavior

3.03

.70

2.48

.43

2.46

2.89

.66

2.82

.53

2.86

47.48**

.95

Physical
Aggression

3.14

.80

2.40

.48

2.37

2.88

.72

2.95

.54

3.02

111.99**

1.45

1.52

.50

1.24

.43

1.23

1.46

.51

1.32

.48

1.33

1.21#

.30

HIT

SAVRY
Negative
Attitude

** p < .001.

Responsiveness
The ANCOVA showed - as expected - that the Re-ART group scored better than the TAU
group on responsiveness (Table 5). The effects were small to moderate for Motivation and
Attention deficits, and medium to large for Suspicion and Impulsivity.
Table 5

Means, SDs and Effect Size on Responsiveness to treatment for Re-ART group and TAU
group Pre- and Post-test
AR-Group
T1

TAU Group
T2

T1

Main effect
T2

Adjusted
M

SD

M

SD

Adjusted
M

M

SD

M

SD

M

F

ES

(1,84)
SAVRY
Motivation
for
Treatment
Distrust
Attention
Deficit
Impulsivity

1.24

.73

.48

.54

.49

1.39

.69

.86

.76

.83

14.25

5.02

11.90

3.33

11.74

13.14

2.93

13.36

2.39

1.54

.50

1.32

.47

1.3

1.46

.51

1.46

1.56

.50

1.17

.53

1.16

1.61

.49

1.61

* p < .05, ** p < .001.
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5.31*

.42

13.73

25.36**

.73

.51

1.51

4.45*

.45

.50

1.65

21.36**

.73

Discussion
The main focus of this study was to examine the effectiveness of Re-ART using a quasiexperimental design with a waiting list comparison group receiving TAU. The results
showed that Re-ART was significantly more effective than TAU in reducing violent
recidivism risk, aggressive behavior, inadequate coping skills and cognitions (except for
negative attitude), and the juvenile’s responsiveness to treatment. Most of the effects were
moderate to large. The effects were only small for aggression related social skills, which
may be explained by the daily social skill training received by both the experimental and
comparison group. The results of this study confirm the findings of Landenberger and
Lipsey (2005), showing that violent adolescent offenders can be successfully treated, at least
in the short term, as measured by a variety of psychometric scales, staff ratings and
institutional behavior.
The effects on aggression related skills and irrational cognitions were larger if
assessed by adolescent self-report than by prison staff report. This may be caused by an
inflation of positive scores on the aggression related skills in the Re-ART group due to
socially desirable responding (Youngstrom, 2008). It is possible that juveniles in the ReART group are more sensitive to socially desirable responding in the domain of aggression
related skills, because they regularly practice and evaluate these skills during Re-ART
treatment sessions. With regard to differences in scores on irrational cognitions (negative
attitude), staff members are likely to observe different types of criminal behavior, whereas
the adolescents only refer to (their) cognitions related to aggressive behavior, which are
much more specific.
The current study was carried out under clinically representative conditions; that is,
both groups received a more or less similar combination of interventions, designated as
general group care, and art therapy. Moreover, the institutional living group climate may
98

have influenced the effects of the treatment of both groups, affecting treatment motivation,
empathy and locus of control of the young inmates (Van der Helm, Klapwijk, Stams, & Van
der Laan, 2009). It was, however, possible to examine the degree to which EQUIP, an
established treatment for juvenile delinquents, affected outcomes of Re-ART, because only
part of the juveniles received EQUIP.
We expected that EQUIP, in combination with Re-ART, would lead to greater effects
than Re-ART alone. The results of this study showed that EQUIP in combination with ReART only produced better results in terms of Palliative Coping. Unexpectedly, EQUIP had
a negative effect on aggression incidents and negative attitudes (both groups). In this case,
a selection effect is unlikely, since delivery of EQUIP became compulsory during the course
of the intervention study. EQUIP did not show positive effects on behavioral outcomes in
the Netherlands (Helmond et al., 2012). The negative outcomes of EQUIP may have been
caused by a lack of treatment integrity, as Helmond, Overbeek and Brugman (2012) recently
showed that in particular the frequency and duration of EQUIP meetings and level of
treatment adherence were insufficient in secure Dutch juvenile justice institutions. Maybe,
also the high turn-over rates in the EQUIP treatment group might have negatively influenced
the results, since it takes time to develop a positive group culture, which is considered to be
the backbone of the EQUIP program (Helmond et al., 2012). An unstable group could have
had a negative impact on the peer culture. Possibly, the individual approach of Re-ART is
more resistant to the negative effects of an unstable living/treatment group.
Andrews and Bonta (2003) showed that incarcerated juveniles with moderate and
high recidivism risks respond positively to treatment if the treatment is based on the riskneed-responsivity model. Re-ART is based on this model and especially focuses on the
responsivity principle. That is, there is consideration of the needs (individually and optional
modules), personality, learning style, communication style and level and tempo of learning

99

of the juvenile. These characteristics influence how juveniles respond to treatment.
Furthermore, obstructive treatment factors, such as demotivation, distrust, attention deficits
and low-impulse control, are also treated to increase responsiveness. Research on the role
of responsivity in treatment is sparse. It is suggested that the Re-ART approach, especially
through its focus on responsivity, can result in positive outcomes for the juveniles.
A few methodological limitations of this study should be taken into consideration.
The main limitation concerns the sample-size, which reduces the statistical power and
restricts the generalizability of the findings. However, the specially target group of this study
is small and difficult to reach. Furthermore, the number of investigated juveniles in the
experimental and control group were large enough to allow meaningful analyses. Second,
the use of a quasi-experimental design is a limitation. We did not use randomization, because
ethical and organizational constraints made it impossible to conduct a true experimental
study. The advantage of the current study, however, is that the juveniles in the TAU-group
were indicated for Re-ART, but were placed on a waiting list without any specific reason
other than no available place in the Re-ART group. A third limitation of this study is that it
is unsure whether all relevant variables that can possibly influence the result of the
intervention have been measured. Additionally, correction afterwards does not guarantee
that the bias has been taken away adequately (Deeks, 2003). Finally, it should be
acknowledged that the large number of comparisons made between the experimental and
control group may have resulted in significant effects by chance alone. On the other hand,
all outcomes that were examined represented different treatment goals and demonstrated
moderate to large significant effects.
It is recommended to interpret the results with reservations since this is the first study
on the effectiveness of Re-Art with a relatively small sample size. Notwithstanding these
limitations, the current study goes beyond previous research by showing that Re-ART leads
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to a decrease in the juveniles' risk of recidivism and aggressive behavior, and improves
coping skills, irrational cognitions, and responsiveness. Given the positive results of this
study, the intervention seems promising for use within correctional facilities. Follow-up
studies, for instance with actual recidivism data as outcome and conducted in other settings,
could further add to the evidence confirming the effectiveness of Re-ART.
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Chapter 5
The relationship between the level of program integrity and
pre-post-test changes of Responsive Aggression Regulation
Therapy (Re-ART) Ambulant: A pilot study10

10

Hoogsteder, L.M., Van Horn, J.E., Stams, G.J.J.M., Wissink, I.B., & Hendriks, J.
(2013). Manuscript submitted for publication.
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ABSTRACT:

Responsive Aggression Regulation Therapy Ambulant (Re-ART) is a

cognitive behavioral-based intervention for adolescents (16 - 24 years) with severe
aggressive behavioral problems. This pilot study examined the program integrity of ReART. We also investigated the pre- and post-test changes in several outcome variables, and
the relation between the level of program integrity and these changes. Participants (N = 26)
were recruited from three different outpatient forensic settings. Results showed that the
program integrity of half of the treatments was not sufficient (e.g., the intensity of the
program was too low and some standard modules were not offered). Additionally, this study
demonstrated that a high level of program integrity was related to positive changes in
aggression, cognitive distortions, social support, coping (reported by therapist) and distrust
(responsiveness to treatment).
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Introduction
Aggressive behavior of adolescents is a widely acknowledged societal problem. In the
Netherlands, adolescents who are struggling with severe aggression problems and who are
displaying violent behavior increasingly receive outpatient treatment, instead of residential
care (Van der Laan, Blom, Tollenaar, & Kea, 2010). The percentage of criminal
prosecutions for violent behavior involving adolescents has increased with four per cent in
the Netherlands from 2002 to 2009 (Wartna et al., 2011). Additionally, forensic outpatient
care is facing an increase of adolescents with a moderate or high risk for recidivism,
struggling with a variety of criminogenic risk factors for aggression problems (Andrews &
Bonta, 2010). Aggression problems among these adolescents are often associated with
psychosocial problems or a psychiatric disorder (Vreugdenhil, Doreleijers, Vermeiren,
Wouters, & Van den Brink, 2004). A proportion of adolescents with severe aggression
problems is not suitable for group therapy, because these adolescents are sensitive to
negative peer group influences (Dodge, Dishion, & Lansford, 2006), or because group
learning is too threatening for these adolescents.
Successful treatment of violence and other types of severe aggressive behavior is
difficult (American Academy of Child and Adolescent Psychiatry, 2005). According to
Dowden and Andrews (2000) interventions aimed at violent youths only achieve a
maximum reduction of the violent behavior if the What Works principles of effective
judicial interventions are met. There are three basic What Works principles. The Risk
Principle informs therapists about who needs treatment and at what level of intensity. High
risk offenders should receive intensive treatment, whereas low risk offenders should be
given minimal care (Andrews & Bonta, 2003). The Need Principle refers to the importance
of targeting the dynamic criminogenic needs. That is, the treatment goals should be tailored
to the criminogenic risk factors present. The Responsivity Principle consists of two
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categories: general responsivity and specific responsivity. General responsivity represents
the use of the most effective techniques to change the criminogenic needs. Specific
responsivity means that the intervention should be tailored to the motivation, learning style
and specific capabilities and limitations of the person, and that there should be a match
between the client and the therapist (Bonta & Andrews, 2007). Interventions that comply
with these principles are more effective than interventions in which these principles are
insufficiently met. If one or two of the three principles is omitted, the results are less than
optimum (Andrews & Bonta, 2006). Safeguarding program integrity (PI) is another What
Works principle. Ensuring a high level of PI results in a higher degree of program
effectiveness (Durlak & DuPre, 2008; Landenberger & Lipsey, 2005). Assessment of the
level of treatment integrity is also important for the internal, external and construct validity
of treatment outcome research (Moncher & Prinz, 1991).
Responsive Aggression Regulation Therapy Ambulant (Re-ART Ambulant) is a
newly developed responsive intervention that offers treatment to adolescents with severe
aggression problems (Hoogsteder, 2009). Re-ART Ambulant is largely individualized,
based on the RNR-model, with a focus on the responsivity principle (Andrews & Bonta,
2010). The program applies Cognitive Behavioral Therapy (CBT) elements combined with
techniques from drama therapy (e.g., role-playing games and imitation), and continuously
focuses on treatment motivation. To increase the juvenile’s responsiveness to the Re-ART
treatment, obstructive factors, such as demotivation, distrust, and low-impulse control
(Fishbein et al., 2009) are dealt with. Attention to these aspects links in well to the learning
style of the judicial target group (Andrews & Bonta, 2006; Sukhodolsky et al., 2004). ReART also offers (adapted) mindfulness exercises for stress reduction and for learning to
focus attention. The current pilot study examined the relation between the level of program
integrity and these pre-post-test changes.
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Re-ART uses cognitive-behavioral techniques, because international research
shows that CBT effectively reduces severe aggressive behavior (e.g., Hollin & Palmer,
2009; Litschge et al., 2010; Oudhof & Van der Steege, 2007; Özabaci, 2011). Re-ART
Ambulant particularly focuses on developing cognitive skills, such as cognitive
restructuring (recognizing and adapting adequate rational cognitions), and training
interpersonal problem solving skills (Landenberger & Lipsey, 2005; Lipsey, Landenberger,
& Wilson , 2007; McGuire, 2008; Wilson, Bouffard, & MacKenzie, 2005). Re-ART also
focuses on stress management, as the addition of stress reduction and “mindfulness”
components to CBT appears to contribute positively to the effectiveness of interventions for
aggression problems (Deffenbacher, 2011; Kelly 2007; Novaco, 2001; Pellegrino 2012;
Singh et al., 2007). It is evident from research that mindfulness exercises with delinquent
aggressive youths can lead to an improvement in self-regulation and to a reduction in stress
(Himelstein, Hastings, Shapiro, & Heery, 2011).
In order to satisfy the risk principle, the risk for violent recidivism in Re-ART
Ambulant is estimated using a valid instrument (RAF MH; see instruments). The duration
and frequency of the Re-ART treatment increase when the risk of recidivism is higher. In
addition, the duration of treatment is also determined by the person’s learning style and pace
(besides by the risk for recidivism). The duration of Re-ART Ambulant may therefore vary
from 5 months to 18 months, where the frequency is at least once per week up to a maximum
of three times per week (Hoogsteder, 2009). The need principle is satisfied through
providing a set of standard and optional modules treating various criminogenic risk factors
pertaining to personal, family and environmental domains.
Re-ART Ambulant has a particular focus on the responsitivity principle. CBT-techniques
are used that appear to be effective for the target group. Furthermore, the person
implementing the treatment needs to be able to tailor the content of the treatment to the
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juvenile’s treatment motivation, cognitive capacities, learning style and personality
characteristics. Ensuring there is a good atmosphere and treatment contact is also of great
importance. The material used is suitable for both young people with a low intelligence (IQ
> 70), as well as those with higher levels of intelligence. Role-playing and exercises can be
varied in level of complexity and the frequency at which they are practised. Additional
(alternative) exercises can be selected if the treatment aims have not been achieved or when
they proof to be a better match with the learning style (Hoogsteder, 2009).
Studies have shown a clear positive relation between program integrity and
intervention outcome (e.g., Arkoosh et al., 2007; Durlak & DuPre, 2008; Landenberger &
Lipsey, 2005; Wilder, Atwell, & Wine, 2006). In order to assess the level of program
integrity and quality assurance it has been recommended to measure different elements of
the program integrity, such as the level of exposure, adherence, participant responsiveness
and quality of delivery (Caroll et al., 2007; Durlak & DuPre, 2008). Exposure pertains to
the duration and frequency of the treatment sessions and the total treatment duration (also
risk principle). Adherence refers to the extent to which all indicated modules and program
meetings are conducted as described (also need principle). Participant responsiveness deals
with the degree to which participants are engaged and involved in the meetings
(responsiveness principle). Participants’ level of engagement and involvement can be
changed depending on which motivation techniques are applied, but also depending on the
degree to which treatment sufficiently fits the learning style and possibilities of the
participants. Quality of delivery is the manner in which therapists use the techniques and
methods as prescribed in the program. The program integrity of Re-ART Ambulant was
investigated in this study by analysing the aforementioned elements.
Response to intervention is only a true measure of intervention effectiveness if the
intervention is conducted as intended (Noell, Gresham, & Gansle, 2002). This has led to the
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following main research questions: (1) What is the program integrity of Re-ART
Ambulant?, (2) Is Re-ART Ambulant associated with positive changes in risk for
recidivism, aggression, coping skills, cognitive distortions, responsiveness to treatment and
family functioning? (3) What is the relation between the level of program integrity and prepost-test changes? Given the result found by Özabaci (2011) that a reduction in violent
behavior in adolescents followed outpatient cognitive behavioral therapy, it is anticipated
that positive changes will be found at post-test. Furthermore, research into the effectiveness
of the residential version of Re-ART demonstrated significant improvements (moderate to
large effects) in terms of the risk for recidivism, aggressive behavior, coping skills,
cognitive biases (with the exception of negative attitude) and responsiveness to treatment
(Hoogsteder, Hendriks, Van Horn, & Wissink, 2012a). We also assumed that higher
program integrity resulted in larger changes between pre- and post-test (e.g., Durlak &
DuPre, 2008).

Method

Participants
The sample consisted of two groups of juvenile offenders between 16 and 23 years of age,
who received Re-ART within an outpatient forensic setting: The Program Integrity+ group
(PI+; n = 13) and the Program Integrity - group (PI-; n = 13). The PI+ group comprised
adolescents receiving Re-ART with sufficient treatment integrity. For adolescents in the PIgroup, treatment integrity was insufficient (for information about the classification, see
section instruments and statistical analysis). A series of t-tests were conducted to determine
if the PI+ group differed significantly from the PI- group on various background variables
(age, gender, cultural background), treatment motivation, risk for recidivism, mental
disorders (diagnosed by therapist or psychiatrist: oppositional defiant disorder [ODD], CD
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or not otherwise specified [NOS], or attention deficit hyperactivity disorder [ADHD]),
mental disability, substance abuse, poor impulse control, level of education (level finalized
or following), offense type, and duration of treatment (see Table 1). Sixteen therapists from
three forensic settings were involved in assessing program integrity (male n = 4; female n =
12).

Procedure
Program integrity
The examination of program integrity was undertaken in the period from February 2012 to
August 2013. The program integrity was measured by means of self-report, interviews and
direct observation by three independent observers. The observers received information on
the Re-ART program, and were trained by observing the Re-ART sessions with a checklist.
Re-ART therapists from 3 settings (n = 16) were interviewed in order to determine to what
extent the preconditions and criteria for maintaining quality control were satisfied. The
therapists were observed during the implementation of the Re-ART sessions by sample.
The program integrity across the entire treatment program for one specific client was
also assessed, this included, amongst others, whether the RNR principles and Re-ART
techniques were applied. Therefore, the researchers used the Re-ART final evaluation lists
(structural component of Re-ART), which the therapists and clients completed at the end of
treatment and also the score on the session checklist (see instruments). All these results (of
the interviews and evaluation forms) were compared with information from the regular
client registration system (EZIS). The Re-ART supervisors’ judgments, investigators’
interview data and the final evaluation forms were used to assess whether the program had
been fully implemented for any treatment that had already been started prior to February
2012 ( for more information, see the instruments section).
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Intervention study
Data collected between March 2011 and September 2013 were used for the intervention
study. Adolescents who had been treated within this period and for whom a baseline and a
final assessment were available were included. The adolescents and the therapist filled in
questionnaires during the intake procedure and again after finishing the program, but before
aftercare; this resulted in pre- and post-intervention data. The average time between the preand post-test was 49 weeks (SD = 18.23) for the Re-ART group PI+ and 46 weeks (SD =
22.29) for the Re-ART group PI-.
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Table 1.
Characteristics PI+ Group and PI- Group

Average age (by start intervention)
Gender (male)

Re-ART group
PI+ (n = 13)
18.54 (1.7)
76.9% (n = 10)

TAU-group
PI- (n = 13)
18.54 (2.2)
92.3% (n = 12)

Non native Dutch+

15.4% (n = 2)

23.1% (n = 3)

2.46 ( 1.05)

2.08 (1.04)

4.08 (.50)

3.85 (.90)

CD

30.8% (n = 4)

38.5% (n = 5)

ODD

23.1% (n = 3)

0%

Motivation treatment pretest (< = better)
Risk of recidivism
Disorder / criminogenic factors

ADHD

15.4% (n = 2)

0%

NOS

38.5% (n = 5)

46.2% (n = 6)

PTSS

15.4% (n = 2)

0%

Poor impulse control

46.2% (n = 6)

61.5% (n = 8)

Mental disability

7.7% (n = 1)

15.4% (n = 2)

Substance abuse

38.5% (n = 5)

38.5% (n = 5)

Other disorder

46.2% (n = 6)

38.5% (n = 5)

Education (finalized or following)

100% (n = 13)

100% (n = 13)

Special Education

7.7% (n = 1)

7.7% (n = 1)

Pre-vocational Education

30.8% (n = 4)

53.8% (n = 7)

Secondary Vocational Education level 1

23.1% (n = 3)

7.7% (n = 1)

Secondary Vocational Education level 2

15.4% (n = 2)

15.4% (n = 2)

No education finalized or following

23.1% (n = 3)

15.4% (n = 2)

Offense type
Reporting violence crimes

92.3% (n = 12)

76.9% (n = 10)

Reporting other crimes

69.2% (n = 9)

69.2% (n = 9)

Conviction for violence

61.5% (n = 8)

46.2% (n = 6)

Confiction for domestic violence

7.7% (n = 1)

7.7% (n = 1)

0%

15.4% (n = 2)

15.4% (n = 2)

15.4% (n = 2)

0%

7.7% (n = 1)

45.69 (18.23)

49.08 (22.29)

Confiction for crime against property with
violence
Confiction for crime against property
Confiction other
Duration treatment
Average duration treatment in weeks

+Adolescents were defined as not being native Dutch if at least one of their
parents was born in a country other than the Netherlands.
* p < .05
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Instruments
Program integrity
The program integrity was measured using self-report, interviews and direct observation by
the researchers (Durlak & DuPre, 2008; Lillehoj et al., 2004; Vartuli & Rohs, 2009). The
instruments used to test the PI provided information on four domains (exposure, adherence,
participant responsiveness and quality of delivery), which were relevant for assessing the
PI. Firstly, based on case file data the Re-ART indication criteria checklist was completed
for each adolescent to investigate whether the indication criteria were met (i.e., a moderate
or high recidivism risk, dealing with anger, poor coping, and negative attitude (measured
with the RAF MH; see instruments), as well as aggressive behavior in different settings).
Secondly, all Re-ART therapists (n = 16, including 3 Re-ART supervisors) were
interviewed using a structured questionnaire (Duivenbode, 2012) in order to assess to what
extent they met the Re-ART pre-conditions (i.e., the extent to which they met the caseload,
training and role requirements) and quality assurance at a meta-level (quality of delivery:
i.e., whether the duration and intensity of the treatment satisfied the risk principle, monthly
provision and completion of supervision, provision of aftercare according to the protocol,
completion of the required evaluation instruments, and ensuring baseline and final
assessments). The information obtained was supplemented by the information recorded in
the standard registration system.
Exposure was measured by controlling whether the average duration and frequency
(intensity) of a treatment corresponded to the severity of the risk for recidivism (risk
principle). Subsequently, the manner in which the Re-ART sessions were conducted was
assessed by the investigators (adherence and quality of delivery). The Re-ART session
checklist was used for this and consists of twelve important components that need to be
applied during a session in order to safeguard the PI (e.g., ‘Does the therapist validate the
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adolescent sufficiently?’, ‘Does the therapist’s language sufficiently match that of the
adolescent when providing an explanation?’, ’Was at least one situation or skill practised or
another action-exercise undertaken?’). The inter-rater reliability of this list was good with
Kappa values ranging from .62 to 1 (Cyr & Francis, 1992). Finally, the Re-ART final
evaluation forms (completed by the therapists and adolescents) were used to measure the
quality of treatment delivery at an individual level. This form was used (again) to test
whether the principles in the RNR model, the application of action exercises, the realisation
of a constructive treatment relationship were satisfactorily met. On the evaluation form
therapists also registered whether the treatment consisted of the standard and indicated
optional modules (adherence).
A PI score for an individual treatment was deemed inadequate if the therapist did
not satisfy the preconditions and/or exceed the cut-off score, and/or if there were negative
responses to more than three items in the final evaluation form, and/or the final evaluation
forms had not been completed and the relevant data could not be retrieved from the standard
registration system. Adolescents receiving Re-ART with sufficient treatment integrity were
divided into the PI+ group, adolescents receiving insufficient treatment integrity came into
the PI- group.
The participant responsiveness was evaluated on the basis of specific components
of the Re-ART checklist (i.e., ‘Did the therapist adapt to the adolescent’s learning style?’,
‘Use language that was comprehensible to the adolescent?’), and the Re-ART final
evaluation form (i.e., ‘Did the adolescent feel he was taken seriously?’). In addition, the
degree of motivation was monitored during the intervention study using the RAF MH
(treatment domain).
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Risk for recidivism
The Risk Assessment for outpatient Forensic Mental Health (RAF MH; Van Horn, Wilpert,
Bos, & Mulder, 2008; Van Horn, Wilpert, Scholing, & Mulder, 2008) consists of a youth
and adult version. RAF MH is a structured professional judgment risk assessment
instrument, which was developed to assess the recidivism risk for juveniles. It combines
several actuarial and structured professional judgment instruments, supplemented with
factors relevant for an outpatient treatment population. Both versions of the RAF MH
consist of twelve domains: Previous and current offenses (8 items), School/Job (9 items),
Finances (3 items), Accommodation/Living environment (3 items), Family (12 items),
Social network (5 items), Leisure time (3 items), Substance (7 items), Emotional/Personal
(16 items), Attitude (5 items), Motivation for treatment (8 items), and Sexual problems (15
items). Items are scored according to explicit guidelines provided in the accompanying
manual. The instrument does require a background in child studies and special training in
administering, scoring, and interpreting. The extended classification scale of five categories
(low, low-moderate, moderate, moderate-high, high) instead of the customary three (low,
moderate, high) results in a more differentiated risk profile over time. For this study, the
total risk score was used as an indication of the youth’s risk level for re-offending with a
violent offense. Only adolescents with a moderate and high recidivism risk were referred to
Re-ART. Results show reliable agreement between evaluators and good predictive validity
of general and violent recidivism within one year after treatment (Van Horn, Wilpert, Bos,
Eisenberg, & Mulder, 2009).
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Aggression

Aggression related skills: Self-control and Assertiveness
Cognitive and social skills related to aggression were assessed with the adolescent-report
and therapist-report versions of the Re-ART List (Hoogsteder, 2012a). The Re-ART List
assesses skills that are needed to decrease an aggression problem according to the theoretical
model of Re-ART. These skills are divided into the Self-control scale (adolescents: 10
items; T1: α = .92, T2: α = .96, therapist: 10 items; T1: α = .88, T2: α = .74) and the
Assertiveness scale (adolescents: 8 items; T1: α = .77, T2: α = .83, therapist: 6 items; T1: α
= .73, T2: α = .74). Each item is rated on a five-point Likert scale ranging 1 (This is not true
at all) to 5 (This is completely true). Examples of items from the therapist-report version are
‘The adolescent is able to control his aggressive feelings’ (self-control), and ‘The adolescent
handles conflicts in an assertive manner’ (assertiveness).

Dealing with Anger
The item of the RAF MH ‘Dealing with Anger’ was also used to measure externalizing
behavior.

Coping skills
The Utrecht Coping List (UCL; Schreurs, Van de Willige, Brosschot, Tellegen, & Graus,
1993) was used to measure coping behaviors. The UCL is a 47-item Dutch self-report
questionnaire that assesses coping on seven scales with sufficient reliability (Schreurs,
Willige, Van de Brosschot, Tellegen, & Graus, 1993), and satisfactory construct and
predictive validity (Schaufeli & Van Dierendonck, 1992). Each item is rated on a four-point
Likert scale ranging from 1 (never) to 4 (very often). Four of these styles were used in the
present study: Problem-Focused (active) Coping (7 items; T1: α = .69, T2: α = 0.71),
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Palliative Coping (8 items; T1 α = .59, T2 α = .74), Social Support (6 items; T1: α = .76,
T2: α = .71), and Reassuring Thoughts (5 items; T1 α = .68, T2 α = .59).

Cognitive distortions
The Brief Irrational Thoughts Inventory (BITI) was used to measure cognitive distortions.
The BITI is a self-report questionnaire that consists of 18 statements describing different
kinds of irrational (dysfunctional) thoughts (Hoogsteder, 2012b). Each item of the BITI is
rated on a six-point Likert scale ranging from 1 (I totally disagree ) to 6 (I totally agree). A
recent study showed favorable psychometric properties of the BITI. Convergent, divergent,
and concurrent validity were established, while measurement invariance was indicated
across gender and different ethnic origin groups (native versus non-native Dutch
respondents) by means of confirmatory factor analysis, supporting construct validity of the
BITI (Hoogsteder, 2012b). In the current study, reliability was established for Aggression
and Justification (9 items; e.g., ‘If someone touches me, I should hit him’; T1: α = .80, T2:

α = .87), Sub-Assertiveness (5 items; e.g., ‘I think that people get angry with me because I
often say no’; T1: α = .86, T2: α = .82) and Distrust (4 items; e.g., ‘Everyone is against
me’).

Responsiveness to treatment
The domain Motivation for treatment (8 items; e.g., motivation for treatment; commitment
to treatment) and the item Impulsivity of the RAF MH and the Distrust scale (4 items; T1:

α = .80, T2: α = .90) of the BITI were used to measure responsiveness to treatment.

121

Family functioning
The domain Family of the RAF MH was used to measure family functioning (12 items; e.g.,
relationship with parents).

Statistical analysis
Descriptive statistics (frequencies and percentages) were used to describe the degree of
program integrity. The adherence and quality of delivery was assessed by scoring the ReART checklist, the following formula was used for this: total score per guideline satisfied /
total score for all guidelines * 100. A percentage ≥ 60% was interpreted as sufficient (Durlak
& DuPre, 2008). The quality assurance at a meta-level was scored in the same way (i.e.,
exposure, participant responsiveness, and quality of delivery) using a cut-off score < 80%
given that this concerned relevant, integral quality requirements. A paired t-test was used to
determine whether there was a statistically significant difference between the T1 and T2
scores. We used analysis of covariance (ANCOVA) to examine the relation between
program integrity and pre-post-test changes in the outcome variables between the PI- and
PI+. Covariance analysis (ANCOVA) was undertaken on the T2 scores, controlling for T1
scores and with PI as the main effect. Effect sizes were computed in terms of Cohen’s d,
based on post-test means and standard deviations of the Re-ART PI+ and the Re-ART PIgroup, corrected for pretest means and standard deviations of these groups. Cohen (1992)
categorized ES as follows: .19 < d < .49 = small effect, .50 < d < .79 = moderate effect, d
> .80 = large effect.
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Results
Program integrity

Basic pre-conditions
The results of the interview (which were also checked by using the information in the
standard registration systems) demonstrated that all therapists satisfied the minimal
educational requirements (academic or post professional training) and had sufficient
knowledge of and experience with CBT techniques. All therapists (n = 16) had followed
and been certified in the Re-ART training program, and all therapists had underwent an
annual performance review; their treatment skills were deemed sufficient at a minimum.
Three therapists indicated that they had not received an adequate instruction and had missed
the structural work guidance program. A total of 24 adolescents from the total study group
(N = 26) satisfied the Re-ART indication criteria. In two cases it was decided to deviate
from the general inclusion criteria: two adolescents were still 15 years old when they started
the intervention. These youngsters were admitted to Re-ART because the therapists – based
on their clinical judgment – concluded that they had sufficient cognitive capacities to profit
from the treatment.

Quality

assurance

(quality

of

delivery,

adherence,

exposure

and

participant

responsiveness)
It was established from the interview (checked in the standard registration system) that an
average score of 70.3% (range 33% to 100%) was achieved on the quality assurance
component at a meta-level (e.g., adherence and exposure). Only six therapists (37.5%)
scored sufficiently on this component (> 80%). Therapists (31.3%) explicitly indicated that
– against protocol guidelines - they did not provide any aftercare. Five therapists (31.3%)
indicated that they had not yet reached this stage.
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In total 16 (PI+: 100%; PI- 23.1%) of the final evaluation lists had been completed.
However, lists from only three treatments did not meet the PI. The scores on the final
evaluation forms completed by the adolescents were positive (some had scored a single item
as negative). The results of the 16 final evaluation forms completed by therapists were also
positive with the exception of two items. However, it is noticeable that a number of
questions were scored negatively by numerous therapists. Five therapists (31.1%) indicated
that there were no conducted structural action exercises during the Re-ART sessions, and
50% indicated that there was insufficient knowledge transfer between collaborators.
In respect of “the exposure”, five therapists (31.1%) reached an insufficient score
(self-report) in terms of tailoring treatment duration and frequency to the severity of the
recidivism risk. However, data from the standard registration system revealed that irrespective of recidivism risk - adolescents were treated once per week (or less) in the
majority of all the cases. The adolescents in the PI+ group differed significantly (t-test) in
terms of frequency of treatment (average hour of treatment per week) from the PI- group
(PI+: 1.12; PI- 0.77).
The standard registration system revealed that all adolescents of the PI- group did
not receive the standard and/or indicated optional modules. The most remarkable finding
was that no one of the PI- group had been offered the group module (the content of this
module was also not individually received) (is necessary ) and 84.6% had not been offered
the family module.
The results of the Re-ART session checklist quality of delivery can be considered
sufficient with an average score of 86.6% (range 63% to 100%). Focal points included the
evaluation and summary of the main theme of a meeting. It was also apparent that
responsiveness was appropriate. The therapists scored positively in terms of using language
that was understandable to the adolescent and linking in to the adolescent's learning style
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with the exception of one treatment observed. A total of 78.6% of adolescents felt they were
being taken seriously by their therapist.

Pre-and post-test changes in outcome variables and the relation with program integrity
A series of paired t-tests (Table 2) showed – as expected - positive changes in the PI+ group
on violent recidivism for risk, aggression, coping skills, cognitive distortions, and family
functioning. We also found a significant improvement in motivation for treatment. The
ANCOVA results (Table 2) showed – as expected – a significant main effect of program
integrity (at post-test on all items of aggression and cognitive distortions and on social
support, poor coping -coping skills- and motivation for treatment -responsiveness to
treatment-). We found no significant main effect of PI on violent recidivism risk, the items
problem focused, palliative coping, reassuring thoughts (coping skills), impulsiveness and
motivation for treatment (responsiveness to treatment).
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Table 2.
Means, SDs and Effect Size on Recidivism Risk, Aggression, Coping Skills, Cognitive distortions,
Responsiveness to Treatment and Family Functioning for Re-ART Group PI+ and Re-ART Group
PI- Pre-Post-Test.
PI+

PI-

T1
M

T2
SD

M

PI

T1
SD

M

Mean Effect

T2
SD

M

SD

F
(1, 23)

ES

ES+++

0.90

2.38 *

0.65

2.21

0.51

0.83

Risk of recidivism on violence
RAF MH
Risk for
recidivisme

4.08

0.50

2.00**

0.82

3.85

Aggression
AR-list
Adolescent
Self-control
Assertiveness
Therapist
Self-control
Assertiveness
RAF MH
Dealing with
anger+

51.85
19.38

14.4
4
5.11

67.85**
24.92 *

12.5
3
3.09

48.00
18.85

7.83
4.69

55.46 *
21.38

8.12
3.48

8.25 *
7.78 *

1.17
1.08

0.84
0.97

30.15
12.23

3.39
3.22

42.15**
19.00***

3.58
1.58

23.08
13.23

4.48
3.27

32.85
16.15

4.51
2.82

22.16**
20.90**

2.29
1.25

0.51
1.56

1.85

0.38

1.00**

0.00

1.85

0.38

1.31 *

0.48

5.33 *

0.91

0.91

3.73
2.89
3.00
3.00

18.31*
19.46
11.77
12.46

2.75
4.37
2.24
2.44

2.17
2.34
15.90 *
1.56

0.40
0.34
1,54
0.46

0.67
1,02
1.64
0.46

1.23

0.44

9.90 *

1,17

1.17

Coping Skills
UCL++
Problem focused
coping
Palliative coping
Social support
Reassuring
Thoughts
RAF MH
Poor Coping+
BITI
Aggression and
Justifiction
SubAssertiveness
RAF MH
Negative
thoughts+

15.38
17.00
10.69
11.15

3.04
3.00
3.04
2.48

19.31 *
20.77**
15.15 *
13.46 *

2.29
3.14
2.15
1.90

16.31
19.00
11.00
11.15

1.38

0.65

26.23

8.14

18.54**

6.44

27.69

8.05

27.92

4.84

42.48**

1.65

1.44

14.08

5.69

10.54 *

3.84

11.85

6.34

13.38

3.84

14.32 *

0.74

1.11

0.85

0.69

0.31 *

0.48

1.08

0.76

1.15

0.56

24.46 *

1.61

1.29

0.69 * 0.48
1.38 0.51
Cognitive Distortions

Responsiveness to treatment
RAF MH
Impulsiveness+
Motivation
treatment
BITI

1.00
2.46

0.91
1.05

0.69
1.23 *

Distrust

8.38

3.48

6.85

RAF MH
Familiy
functioning

3.08

1.26

1.77 *

0.48
0.73

1.31
2.08

0.75
1.04

1.23
1.54

0.73
0.66

3.79
1.79

0.87
0.45

0.50
0.81

2.12
9.85
Family functioning

4.93

11.38

3.84

14.87 *

1,46

1.35

0.80

2.23

0.73

2.68

0.69

0.91

0.60

2.85

+scoring range 0-2, ++a higher score is better, +++ES on adjusted means
*p<.05, ** p<.001
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Discussion
This study investigated the level of program integrity of Re-ART. Subsequently, we
examined changes in outcomes variables between pre-test and post-test, and the relation
between the level of program integrity and the effect size of these changes. The results
showed that program integrity was not adequate on all points. The preconditions (e.g., the
extent to which the therapists met the caseload, training and role requirements) were
sufficient. However, the criteria for quality assurance (e.g., exposure and adherence) were
not properly observed (70.3%). Only six therapists (37.5%) achieved a score above 80%. In
particular, the treatment did not appear to be adequate in terms of exposure (the intensity of
the program was too low) and adherence (not all of the standard and indicated optional
modules were offered). This means that two of the RNR principles had not been sufficiently
applied. The treatment sessions, however, had been carried out as intended (the quality of
delivery was adequate), and the same applied to participant responsiveness. All in all the
results of this study show that the program integrity of half of the treatments was not
sufficient.
Additionally, it was found that the Re-ART PI+ group showed positive changes in
risk for recidivism, aggression, coping, cognitive distortions and family functioning.
Changes in responsiveness to treatment were only found in motivation (not in a decrease of
impulsiveness or distrust). Finally, this study showed that a high level of program integrity
was related to positive changes in aggression, cognitive distortions, social support, coping
and distrust for treatment (responsiveness to treatment). Despite the fact that the level of PI
did not affect the results on all components, a moderate or large effect was found for the
majority of outcome measures (only for one item there was a small to moderate effect). The
results of this study confirm the findings of Durlak and DuPre (2008) that higher levels of
program

integrity

are

related

to

higher
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levels

of

program

effectiveness.

The examination of the level of program integrity indicated that participant
responsiveness was present in both groups. Participant responsiveness deals with the degree
to which participants are engaged and involved in the meetings, this can depends of the level
of motivation, impulsiveness and distrust (responsiveness principle). Nevertheless, the level
of PI was related to the level of distrust. The level of distrust increased in the PI- group,
whereas the degree of distrust decreased in the PI+ group. A possible explanation for this
could be that a higher level of treatment intensity (PI+ group) leads to a better treatment
contact. A better contact has been shown to result in more motivation and less distrust (Van
der Helm, Klapwijk, Stams, & Van der Laan, 2009).
Noteworthy is that the family module was not significantly related to family
functioning (e.g., having a better relationship with family members and less conflicts). It is
possible that the inclusion of family members in the treatment is related to other outcome
variables. For instance, inclusion of family members with the family module can be related
to greater continuity in treatment. This module focused also on a better relationship (with
fewer conflicts) between parent and adolescent, which is associated with less risk for
delinquent behavior in adolescents (Hair et al., 2005; Hoeve et al., 2009; Keijsers et al.,
2011).
The results of this study also demonstrated that a high level of program integrity is
associated with more positive changes in some treatment targets. However, the number of
the participants was too small to demonstrate whether specific components of the program
are essential for achieving better results. Parts of the program integrity can moderate or
mediate the treatment results (Berkel, Mauricio, Schoenfelder, & Sandler, 2011). It is
nevertheless apparent that noncompliance with the risk- and the need principle (providing
standard and indicated modules), lack of monthly supervision (including practising specific
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AR skills) and not ensuring a sufficient transfer between various partners in the network
were associated with poorer (or even no) results.
The group module is primarily aimed at the reduction of persistent cognitive
distortions related to aggression problems. It is likely that the absence of the group module
at the PI- group negatively influenced the reduction in cognitive distortions, because we
found difference in cognitive distortions between the PI+ group and PI- group proved to be
moderate to (very) large. This can be means that the content of the group module is
important to reach positive results.
Higher levels of program integrity were found particularly in more experienced ReART therapists, indicating that an organisation/therapist needs a great deal of time to
achieve high levels of PI. This can be also a potential explanation that different scores (also
low) were encountered for different interventions (Durlak & Dupre, 2008; Helmond,
Overbeek, & Brugman, 2012).
It is noticeable that a large reduction in the risk of recidivism was found in both
groups. This can be explained for the PI+ group as there were positive changes on virtually
all of the program objectives. However, this change is less easily explained for the PI- group,
as positive changes were only found on a number of program objectives (i.e., self-control,
dealing with anger, and problem focused coping).
There are some methodological limitations of the present study that should be taken
into account. The main limitation concerns the sample size, which reduces the statistical
power and restricts the generalizability of the findings. This also means that it is not possible
to determine with certainty that the differences in outcomes found between the two groups
were (only) caused by the level of program integrity. It is possible that any as yet unknown
variable(s) may have had an effect on the results, such as gender or mental disorders. The
second limitation is the lack of a control group for assessing efficacy. An appropriate control
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group may not be available in the forensic outpatient setting, because almost all therapists
who treated adolescents with severe aggression problems with difference programs, were
also educated in Re-ART. Despites, this limitation we have received valuable information
about the quality and influence of program-integrity, and whether Re-ART Ambulant can
be reached improvements in some treatment targets. A third limitation is that the post-test
reliability for Palliative Coping and Reassuring Thoughts was relatively low.
This pilot study demonstrated that the level of PI is related to positive treatment
results. This supports the argument that more attention should be paid to PI (both the
operationalization and observance) when implementing interventions. Furthermore, high
levels of program integrity are necessary to draw valid conclusions regarding the
effectiveness of intervention programs (Caroll et al., 2007). Given that more positive
changes were achieved in the PI+ group, there is some indication that the changes observed
were caused by the Re-ART methods and techniques employed (Tennyson, 2009). It seems
relevant for Re-ART Ambulant to invest in improving PI and in determining which specific
components of the program are essential for achieving positive intervention effects.
Furthermore, more convincing

evidence is required: this may be achieved through

increasing the sample size and the use of a control group. However, this is only possible if
a higher level of PI is reached.
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Introduction
The aim of this dissertation was to assess whether Responsive Aggression Regulation
Therapy (Re-ART) is a promising intervention. A promising intervention is theoreticallybased and there are qualitative and/or quantitative data, derived from (quasi-) experimental
research, showing positive outcomes for the population of interest, while there is not yet
enough research to support effectiveness and generalizability of positive outcomes (Justice
& Pullen, 2003). First, a meta-analysis was conducted to assess whether certain essential
Re-ART components – which are also applied in other interventions – resulted in positive
changes in outcome variables, such as a reduction of recidivism. Then, the reliability and
validity of the ’Brief Irrational Thoughts Inventory’ (BITI) was investigated. Third, we
examined the effectiveness of Re-ART intramural using a quasi-experimental design with
a waiting list comparison group receiving Treatment-As-Usual (TAU). Finally, we
examined whether the level of program integrity of Re-ART was sufficient in an outpatient
forensic setting and a residential juvenile justice institution, and investigated the extent to
which the treatment targets of Re-ART were reached.
The results of this dissertation indicate that Re-ART is a promising intervention. First
of all, Andrews and Bonta (2010) demonstrated that the application of the RNR-principles
is effective for delinquent young people. The choice of Re-ART to focus on these principles,
in particular specific responsivity, providing tailored treatment accounting for individual
(criminogenic) needs, and the use of do-exercising (e.g., skills training, mindfulness) seems
innovative and promising from a theoretical point of view. Moreover, the meta-analysis in
this dissertation demonstrated that treatments which make use of individually oriented
treatment with CBT-elements for adolescents and young adults with severe aggression
problems yield moderate to large effect sizes. Second, positive changes in many program
objectives were observed after Re-ART had been applied with sufficient levels of program
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integrity (PI). This suggested that the largely individual treatments employing CBTelements and the application of the RNR model appear to have a positive influence on the
effectiveness of Re-ART. The fact that Re-ART has been accredited by the Accreditation
Panel for Behavioral Programs of the Dutch Ministry of Security and Justice and is currently
offered by various ambulant (7) and residential institutions (8) in the Netherlands shows
that Re-ART is considered a promising intervention. Accreditation indicates, amongst
others, that Re-ART has been evaluated to have a valid theoretical foundation, is able to
reach its intended target group, meets the requirements of participant selection and program
integrity assessment, and targets dynamic criminogenic risk factors, protective factors,
skills, and treatment motivation.

Summary of the main findings
This dissertation comprises four studies to assess whether Re-ART is a promising
intervention. The first study describes a multilevel meta-analysis, including 8 studies (15
effect sizes) and 218 adolescents and young adults, examining the effectiveness of
individually oriented treatment with CBT-elements for adolescents and young adults with
severe aggression problems. The included studies examined the effect of Mode Deactivation
Therapy, Stress-inoculation therapy, and the Cell-phone program. A large and
homogeneous overall effect size was found (d = 1.49), indicating consistency of positive
intervention effects across studies. The meta-analysis demonstrated that only few
individually tailored interventions using CBT-elements have been developed and evaluated
for youths with severe aggression problems. Furthermore, these individually tailored
behavioral interventions do not describe the extent to which they have incorporated the What

Works principles of effective interventions. This is remarkable, because the RNR model is
considered a best practice for behavioral corrections (Andrews & Bonta, 2010, Smith,
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Gendreau, & Swartz, 2009). Moreover, adherence to the RNR principles has been shown to
effectively reduce recidivism, whereas non-adherence to the RNR principles can have
detrimental effects on treatment outcomes for clients in a forensic setting (Andrews &
Bonta, 2006; Lowenkamp & Latessa, 2005). This meta-analysis also showed that group
treatment with CBT-elements is one of the most common modalities in treatment of
adolescents with severe aggression problems. There may be added value if group
interventions are supplemented with a number of individually tailored promising
interventions (like Re-ART) that make use of the What Works principles and CBTelements.
The second study examined the reliability and validity of the Brief Irrational Thoughts
Inventory (BITI). The BITI is a questionnaire that purports to assess the nature and severity
of irrational thoughts related to aggressive (externalizing), sub-assertive (internalizing), and
distrust-related behavior in adolescents with conduct problems. The BITI has ecological
validity given that the instrument was developed from daily clinical practice. A
confirmatory factor analysis showed that construct validity was satisfactory; the factorial
model had an acceptable fit to the data, and the results indicated measurement invariance
across gender and different ethnic groups (native and non-native Dutch respondents). The
convergent validity varied from sufficient to good. Furthermore, the BITI proofed to be
insensitive to differences in age and verbal intelligence. Finally, concurrent validity was
satisfactory, with the exception of thoughts related to sub-assertive (internalizing) behavior.
The BITI offers the opportunity to signal various irrational thoughts related to
aggressive (externalizing), sub-assertive (internalizing) and distrust-related behaviors. A
common finding is that adolescents often exhibit co-occurring internalizing and
externalizing problems (Youngstrom, Findling, & Calabrese, 2003). Furthermore,
dysfunctional thoughts related to distrust-related behavior also constitute a relevant
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characteristic of severe aggression problems (Orobio de Castro, 2007). Knowing what
specific irrational thoughts are linked to the aggression problem (internalizing,
externalizing, or co-occurring problems) may directly affect the focus of treatment (Sudak,
2006). In addition, the BITI may be useful to quickly and easily assess and monitor, through
repeated assessments, the extent and changes in irrational thoughts in adolescents with
conduct problems.
The third study examined the effectiveness of Re-ART using a quasi-experimental
design with a waiting list comparison group receiving TAU. The results showed that ReART was more effective than TAU in reducing violent recidivism risk, aggressive behavior,
inadequate coping skills and cognitions (except for negative attitude), and enhancing the
juvenile’s responsiveness to treatment. Most of the effects were moderate to large. The
effects were only small for aggression related social skills (assertiveness), which may be
explained by the daily social skill training received by both the experimental and
comparison group. The results of this study confirm the findings of Landenberger and
Lipsey (2005) and Lipsey (2009), showing that violent adolescent offenders can be
successfully treated at least in the short term (post-test) as measured by a variety of
psychometric scales and institutional behavior. It is plausible to suggest that the positive
results of Re-ART were related to the use of the RNR-principles and the attention paid to
specific responsivity, because these were not the key elements of TAU.
The fourth study investigated the level of program integrity of Re-ART in three
forensic outpatient settings. Subsequently, we examined changes in several outcome
variables between pre-test and post-test, and whether a high degree of program integrity was
related to larger changes in these outcome variables. The results showed that the program
integrity of half of the treatments was not sufficient. Mostly, the treatment did not appear to
be adequate in terms of relating the exposure to the recidivism risk (the intensity and
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frequency of the program was too low) and adherence (not all of the standard modules were
offered). This means that the risk and need principles were not sufficiently applied. Notably,
Bosker, Witteman, and Hermanns (2013) found the same results in the Dutch probation
service.
We found that a higher level of program integrity (PI+) was related to positive
changes in aggression, cognitive distortions, social support, coping and distrust
(responsiveness to treatment). Despite the fact that the level of PI did not affect the results
on all components, a moderate to large effect was found for the majority of outcome
measures. Additionally, it was found that the Re-ART PI+ group showed positive changes
between pre- and post-test in risk for recidivism, aggression, coping, cognitive distortions
and family functioning. The results of this study support the idea that more attention should
be paid to PI. Both the operationalization (risk and need principle) and observance when
implementing Re-ART, but also the quality of the therapeutic relationship seems very
important (Skeem, Louden, Polaschek, & Camp, 2007).

Limitations of this dissertation
There are a number of limitations to the studies described in this dissertation that should be
addressed. The main limitation concerns the small sample-sizes of the last two studies
(chapters 4 and 5), which reduce the statistical power and restrict the generalizability of the
findings of the intervention studies. However, the particular target group of this study tends
to be small and difficult to reach. Moreover, the number of investigated juveniles was large
enough in the last two studies to allow meaningful analyses. The second limitation concerns
the use of a quasi-experimental design (chapter 4). A randomized controlled trial would
have been preferable over a quasi-experimental design, because randomization eliminates
potential selection biases. However, organizational constraints made it impossible to
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conduct a true experimental study. In order to control for initial differences between groups
we conducted analyses of covariance (ANCOVA), a powerful analytic tool to statistically
“equate” comparison groups (Rausch, Maxwell, & Kelley. 2003). A final limitation is that
the developer of an intervention or questionnaire, in this case the main investigator and
developer of Re-ART and the BITI, cannot be considered as an independent researcher.
However, it should be noted that the co-researchers of the University of Amsterdam were
independent. Petrosino and Soydan (2005) demonstrated that dependent researchers report
more positive results compared to independent researchers. There are a number of
explanations for this, such as differences in the quality of research design (Eisner, 2009),
methodological bias due to conflicts of interest (Gorman & Conde, 2007), and a higher
degree of program integrity when the developers themselves are the principal investigators
(PI; Petrosino & Soydan, 2005). It is possible that the positive results of Re-ART Intramural
were related to a high level of program integrity, because the developer of Re-ART was
responsible for safeguarding program integrity.

Reflections and recommendations
Program integrity
Perepletchikova and colleagues (2009) showed that interventions should pay more attention
to the adequate implementation of procedures to maintain program integrity at a high level.
According to the Dutch Accreditation Panel for Behavioral Programs for Offenders, ReART has provided sufficient guidelines to do so. However, providing the necessary
guidelines does not guarantee the intervention to be implemented as intended.
The results presented in this dissertation demonstrated that the program integrity (PI)
of Re-ART Intramural was sufficient in the judicial justice institution (JJI) where the study
was carried out. Nevertheless, the question remains whether this result is generalizable to
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other judicial justice institutions given that the developer of Re-ART was responsible for
safeguarding program integrity in this particular JJI. In addition, Beerthuizen, De Wied and
Orobio de Castro (2011) showed that it is difficult within a Young Offenders’ Institute to
comply with the Re-ART Intramural program integrity, for example, because one has to
deal with a rapid staff turnover.
Only half of the Re-ART Ambulant treatments were offered with sufficient program
integrity. It is plausible to suggest that program integrity is higher in empirical studies due
to the awareness of the participants being observed (Perepletchikova & Kazdin, 2005). The
actual level of program integrity may therefore be lower in the outpatient setting than was
assessed in the inpatient setting. This outcome demonstrates how difficult it is to conduct
an accredited behavioral intervention as intended. Re-ART uses several elements to
stimulate program integrity, such as program manuals, therapist selection criteria,
requirements of education and coaching and PI-check lists. However, this may not be
enough. On the one hand there might be a need for more stringent integrity assurance
systems to maintain high PI-levels (Boendermaker, 2011; Gearing et al., 2011). On the other
hand, higher levels of program integrity were found particularly in more experienced ReART therapists, which indicates that an organization needs a great deal of time to achieve
high levels of PI.
In the fourth study of this dissertation, we did not use the experience of the Re-ART
supervisors to achieve sufficient program integrity. Realization of a high degree of program
integrity depends on various factors. A number of these factors will be described below.
1. Many therapists have a large case load, which makes it difficult to provide outreaching
care services and/or meet with the adolescent more than once per week if this is necessary.
Stated differently, caseloads that are too large interfere with the risk principle for those
youths with a high risk for recidivism. Where a therapist can provide a more intensive
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treatment another problem may arise. Intensive treatment can lead to tensions for youngsters
on probation who have to comply with a great number of conditions (e.g., meeting the
requirements of the employer and/or probation officer). This may lead to demotivation,
which may interfere with the learning process. Some of these tensions as well as
demotivation may be avoided by allowing the session to last longer, or offering blended
care (face to face combined with e-health) or allowing the therapist to provide more outreach
care.
2. Some senior therapists who offered Re-ART Ambulant may have developed a specific
personal approach, which they may not easily change. Such personal approach can
(sometimes) interfere with Re-ART. For instance, some therapists primarily focus on
providing insights to the juvenile, which as a consequence results in less attention to
practising skills. These notions were based on the outcomes of the study described in chapter
5, in which it became clear that 31.1% of the therapists did not provide structural active
exercises during the Re-ART sessions.
3. It became clear from interviews conducted by the Accreditation Panel for Behavioral
Programs in 2012 with recipients and supervisors of behavioral interventions that problems
were primarily experienced in the organizational context within which behavioral
interventions had to be implemented. Examples of this include limited inflow of juveniles,
and rapid staff turnover (Dutch Accreditation Panel, 2012). This problem is also
acknowledged in the implementation and safeguarding of Re-ART. Rapid staff turnover
interferes with achieving and maintaining a high degree of program integrity. Notably, this
dissertation showed that program integrity was particularly high when implemented by
therapists who had been providing Re-ART for almost two years.
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Influence of the living environment on the effect of Re-ART
Besides the level of program integrity also the culture of a (judicial) treatment facility (e.g.,
the manner in which guidance is provided in order to realize a positive work environment)
has been shown to exert an influence on the treatment climate (Van der Helm, Klapwijk,
Stams, & Van der Laan, 2009). In particular, a facility that is focused on realizing change
through support and treatment rather than through punishment and humiliation will
contribute significantly to the reduction of recidivism (Lipsey, 2009; Ros, Van der Helm,
Wissink, Stams, & Schaftenaar, 2013; Schubert, Mulvey, Loughran, & Loyosa, 2012). This
implies that treatment outcomes among youths being taught and treated in a secure
environment will depend on the living group climate (Van der Helm, 2011). Thus, there is
not only a relation between the level of program integrity and intervention outcome (e.g.,
Arkoosh et al., 2007; Durlak & DuPre, 2008; Landenberger & Lipsey, 2005; Wilder, Atwell,
& Wine, 2006), but also between the living and treatment climate and intervention outcome.

Continuity
It was concluded in the last two studies described in chapters 4 and 5 that the program
integrity in both the intramural and ambulant version might be improved by establishing
continuity of care through several actions (James, Stams, Asscher, Van der Laan, & De Roo,
2013; Souverein, Van der Helm, & Stams, 2013). For instance, the communication between
network partners could be improved. Furthermore, it was noticeable within the ambulant
version that half of the therapists reported insufficient knowledge transfer between
collaborators. It was clear from the research that within the intramural version, group
workers can invest more in supporting the juveniles to achieve their goals set by the
program.
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To ensure generalizability in an outpatient setting, the therapist is dependent on the
way in which parents/guardians and the network (are able to) offer support. It is strongly
recommended that a higher degree of outreach services is provided (Baas, 2005). Outreach
care can promote generalizability, and with outreach care the treatment can more easily be
integrated within the adolescent’s daily life. Furthermore, it helps the adolescent to change
situational and structural life circumstances, which support desistance from delinquent
behavior and improve motivation for change (Farral 2002; Laub & Sampson 2003).

Aftercare
The Re-ART intervention studies demonstrated that almost one third of the therapists
working in an outpatient setting did not provide any aftercare (as part of Re-ART), but the
therapists working in an inpatient setting initiated aftercare in almost all of the cases. It
should be noted that adolescents who had been in a secure environment turn to recidivism
less easily once they experience some perspective and make use of aftercare (Donker & De
Bakker, 2012; James et al., 2013; Schubert et al., 2012). Currently, aftercare in the
Netherlands is primarily shaped through the provision of programs comprising intensive
follow-up guidance focused on realizing work, education, income and a stable home
environment. However, there often are still other critical risk factors (e.g., severe aggression
regulation problems or substance abuse) that reinforce severe behavior problems, which
means that specific (outreaching) treatment is indicated. Unfortunately in many cases this
is not offered, for instance, because there are no (or few) opportunities within the region to
which the young person is returning.
Aftercare is often not provided to young people who have spent a relatively brief
period in a judicial institution, and who have been offered little or no treatment aimed at
their criminogenic risk factors. It is recommended that youngsters with severe aggression
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problems who received treatment in the residential facility have access to (or continue with)
Re-ART or another ambulant intervention targeting aggression. Those returning to their
former environment may have to deal with (new) stressors, meaning that there might be a
chance they relapse to old non-adaptive or dysfunctional habits.
It is important to realize that recidivism can be part of the re-socialization process for
the Re-ART target group. It is unrealistic to expect, particularly for those youths with severe
aggression problems, that aggressive behavior will no longer be displayed if they are on a
trial release or when receiving ambulant treatment. Young delinquents need time for
aggressive behavior to extinguish and recidivism to stop (James, et al., 2013; Van der Helm,
2011).

Results of outpatient versus residential setting
Andrews and Bonta (2006) and Landenberger and Lipsey (2005) found better treatment
results (e.g., interventions with CBT-elements and/or interventions that meet the conditions
of the RNR-principles) in outpatient settings than in residential settings. This may be
explained by the severity of the problems, which is more severe in youths being treated in
a residential environment than in youths treated in an outpatient setting (Souverein et al.,
2013; Pfeiffer & Strzelecki, 1990) or it may have been caused by unprofessional behavior
of detention staff (Hanrath, 2013; Hofte, Van der Helm, & Stams, 2012; Zimbardo, 2007)
or the effect of contagious effects of aggression behavior in residential group settings
(Mager & Milich, 2005; Weiss et al., 2005).
In this dissertation, the results achieved in the ambulant setting of the Re-ART+
group seem no better than those of the residential setting, which confirms the findings from
the meta-analysis by De Swart et al. (2012). It is plausible to suggest that the positive results
of Re-ART Intramural were related to a higher level of program integrity, because the
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developer of Re-ART was responsible for safeguarding program integrity. The metaanalysis by De Swart et al. showed that cognitive behavioral therapy has an average, positive
effect on the reduction of problems, also in case of severe behavioral problems, including
aggressive behavior, in youths receiving care in both residential and ambulant facilities.
Experiences from therapists offering Re-ART in an ambulant setting have shown, in
particular, that youths with severe aggression problems are often more difficult to reach and
motivate compared to juveniles in residential treatment. As there are more dropouts in the
outpatient setting it takes more effort to reach and motivate the target group and to realize
continuity in care/treatment. This makes it difficult to meet the conditions of the RNRmodel.

Responsiveness
Responsive treatment hinges on working within the adolescent’s experience and frame of
reference, providing them with choices, and consistently monitoring the therapeutic
alliance. Specific responsivity refers to the adaptation of treatment to specific characteristics
of the client (e.g., age, gender, culture, personality, emotional well-being, cognitive ability
and learning style; Andrews & Bonta, 2010). Attention for the responsivity principle needs
to be addressed, because it can help or hinder the provision of and responsiveness to
treatment and improve the quality of the therapeutic relationship.
This dissertation shows that the responsivity principle was appropriately applied
within Re-ART. The therapists scored positively in terms of using language that was
understandable to the adolescent and linking in to the adolescent's learning style. Almost
80% of adolescents felt they were being taken seriously by their therapist, whereas therapists
scored 100% on this item. Clients may experience the therapeutic relationship differently
from how the therapist experiences this relationship (Bale, Catty, Watt, Greenwood, &
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Burns, 2006; Bickman et al. 2004). This means that a therapist might believe that he or she
has provided sufficient validation (i.e., recognition and acceptance of another person’s
feelings, thoughts, behaviors and experience as valid and understandable; Linehan et al.,
1999), whereas the adolescent may have had a different experience. It is plausible to suggest
that improving the quality of the therapeutic relationship can lead to better results. In fact,
the cconnection between therapeutic alliance and positive outcome has been found in a wide
range of psychosocial treatments (e.g., Bickman et al. 2012; Hawley & Garland, 2008,
Shirk, Karver, & Brown, 2011, & McLeod, 2011).

Recommendations for future research
The present dissertation contributes to the forensic treatment field for youth with severe
aggressive problems. However, future independent research is still needed. First, it seems

relevant for Re-ART to invest in improving PI and in determining which specific
components of the program are essential for achieving the desired treatment goals. The
implementation of an effect study only makes sense if PI is sufficient; the outcome could
otherwise lead to incorrect conclusions about the effectiveness of the intervention. After all,
more convincing evidence is required for both Re-ART Intramural and Re-ART Ambulant:
this may be achieved through increasing the sample size and the use of a randomized
controlled trial. Such study should be carried out in multiple settings and employ an
adequate follow-up period of at least two years to determine recidivism.
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Inleiding
In dit proefschrift is onderzocht of de gedragsinterventie Agressie Regulatie op Maat
(ARopMaat) veelbelovend is voor jeugdige delinquenten met ernstige gedragsproblematiek.
Een gedragsinterventie is veelbelovend wanneer deze theoretisch goed onderbouwd is en
(quasi) experimenteel onderzoek heeft aangetoond dat er sprake is van positieve
veranderingen, maar de onderzoeksgegevens te beperkt zijn om de generaliseerbaarheid
vast te kunnen stellen (Justice & Pullen, 2003). ARopMaat wordt in Nederland door
verschillende ambulante (7) en residentiële instellingen (8) aangeboden. Zowel de
intramurale als de ambulante versie is door de Erkenningscommissie Gedragsinterventies
Justitie erkend11. De commissie beoordeelt een interventie op grond van tien
kwaliteitscriteria, waaronder het theoretische kader, de gehanteerde selectiecriteria en de
wijze waarop criminogene risicofactoren worden verminderd (effectiviteit). De commissie
verwacht dat een (ex ante) erkende interventie zal leiden tot het verminderen of voorkomen
van recidive (Jaarverslag Erkenningscommissie, 2012). Alvorens de resultaten van de vier
studies van dit proefschrift worden samengevat, zal er kort worden ingegaan op de
gedragsinterventie ARopMaat.

ARopMaat
ARopMaat is ontstaan vanuit de praktijk van een Justitiële Jeugdinrichting, waarin gewerkt
werd met jeugdigen die behandeling kregen opgelegd. Het bleek dat in deze setting behoefte
was aan een intensief en op maat gesneden programma voor jeugdigen met ernstige
agressieproblematiek en een matig tot (zeer) hoog recidiverisico. Dit heeft geleid tot het

11

De Erkenningscommissie Gedragsinterventies Justitie heeft ARopMaat Intramuraal in oktober 2007
erkend en de erkenning in juni 2013 verlengd, omdat de doeltreffendheid werd aangetoond. De ambulante
versie is in december 2009 erkend.
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ontwikkelen van ARopMaat, een behandelprogramma waarbij praktijkervaringen werden
gecombineerd met de meest recente wetenschappelijk inzichten. In ARopMaat zijn
interventie-onderdelen geïntegreerd waarvan verschillende meta-analyses uitwezen dat zij
recidiveverlagend werkten bij jeugdigen met (ernstige) agressieproblematiek. Zo is de
interventie gebaseerd op de RNR principes (risk-need-responsivity; Andrews & Bonta,
2010). Volgens deze principes is het van belang dat de intensiteit van de behandeling
(frequentie en duur) is afgestemd op het recidiverisico (risicoprincipe), de behandeldoelen
gerelateerd zijn aan de criminogene risicofactoren (behoefteprincipe) en dat de behandeling
is afgestemd op de leerstijl, het motivatieniveau, de ontvankelijkheid voor de interventie en
de specifieke mogelijkheden en beperkingen van de jeugdige (responsiviteitsprincipe).
ARopMaat bestaat verder grotendeels uit een intensief individueel behandelaanbod
(Landenberger & Lipsey; Lipsey, Landenberger, & Wilson, 2007; McQuire, 2008) en werkt
met elementen uit de cognitieve gedragstherapie (CGT; Lipsey, 2009; Litschge, Vaughn, &
McCrea, 2010). De belangrijkste CGT-elementen zijn het kunnen herkennen van cognitieve
vervormingen (irrationele gedachten) in combinatie met het aanleren van helpende
gedachten, het werken aan probleemoplossingsvaardigheden (Blake & Hamrin, 2007) en
het toepassen van dramatherapeutische technieken, waaronder rollenspellen (Lipsey, 2009).
Naast het bieden van inzicht, wordt er veel nadruk gelegd op doe-opdrachten, onder andere
aan de hand van aangepaste mindfulness-oefeningen (gericht op bewustwording,
ontspanning en het focussen van de aandacht). Er is veel aandacht voor het verbeteren van
executieve functies, met name zelfregulatie (Syngelaki, e.a., 2009). Dit gebeurt door te
werken aan stressreductie (Deffenbacher, 2011), een verbeterde impulscontrole en
emotieregulatie (Landenberger & Lipsey, 2005). Om de responsiviteit (ontvankelijkheid)
voor de interventie te vergroten, wordt er geprobeerd belemmerende factoren, zoals
demotivatie, wantrouwen, aandachtstekort en een geringe impulscontrole, positief te
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beïnvloeden. Voor het verminderen van demotivatie en wantrouwen is het aangaan van
contact, het opbouwen van een werkbare behandelrelatie en het valideren (empathie tonen
en het onder woorden brengen wat de ander voelt en denkt; Linehan e.a., 1999) essentieel.
Daarnaast wordt er aandacht besteed aan het vergroten van het geloof in eigen kunnen
(Bandura, 1997).
Voor het bieden van maatwerk bestaat het programma van ARopMaat uit een set
standaard en optionele modules. De interventie is daardoor toepasbaar voor een brede
doelgroep die te kampen heeft met (ernstige) agressieproblematiek en varieert in zowel het
recidiverisico als in de wisselwerking tussen achterliggende problematiek, risicofactoren en
leerstijl. De modules Intake en Motiveren, Agressieketen, Beheersingsvaardigheden,
Invloed van het denken, en de Groepsmodule worden standaard aangeboden. De set
optionele modules bestaat uit Stressreductie, Impulscontrole, Waarnemen en Interpreteren,
Emotieregulatie, Conflicthantering en Partner in Beeld. De module Gezin in Beeld wordt in
de intramurale setting optioneel aangeboden en in de ambulante setting standaard. Het
accent ligt op de individuele behandeling (inclusief het betrekken van het netwerk). Als de
jeugdige tijdens de individuele behandeling toe is aan de module Invloed van het denken
kan er deelgenomen worden aan de groepsmodule, waarin voornamelijk wordt gewerkt aan
hardnekkige cognitieve vervormingen gerelateerd aan diverse thema’s, zoals wraak en
beledigende opmerkingen over familieleden. Tijdens de behandeling wordt er gebruik
gemaakt van een werkboek en verschillende denk-, doe- en schrijfopdrachten.

Samenvatting van de onderzoeksresultaten van de vier studies
Dit proefschrift bestaat uit vier studies om te onderzoeken of ARopMaat Intramuraal en
Ambulant veelbelovend is. In de eerste studie werd aan de hand van een multilevel metaanalyse (N = 218) onderzocht of enkele essentiële ARopMaat-elementen, zoals het
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aanbieden van een grotendeels individueel behandelaanbod en het werken met CGTelementen, bij andere interventies voor adolescenten met ernstige agressieproblematiek
hebben geleid tot vermindering van agressie en recidive. De meta-analyse bestond uit
slechts 8 studies van drie verschillende programma’s, namelijk: Mode Deactivation Therapy
(6 studies), Stress-inoculation therapy (1 studie), en het Cell-phone programma (1 studie).
Er werd een homogeen en groot effect (d = 1.49) gevonden; dit betekent dat de effectgrootte
consistent is over de verschillende studies.
Door het uitvoeren van deze meta-analyse werd duidelijk dat er vrijwel geen
onderzoeken zijn verricht naar individueel gerichte gedragsinterventies gebaseerd op CGT
voor adolescenten met ernstige agressieproblematiek. Bovendien bleken de individueel
gerichte interventies niet expliciet te beschrijven of, en zo ja in welke mate, het RNR-model
werd toegepast. Dit is opmerkelijk, omdat het RNR-model wordt beschouwd als een
essentieel onderdeel van de effectiviteit van justitiële gedragsinterventies (Andrews &
Bonta, 2010, Smith, Gendreau, & Swartz, 2009). Het niet toepassen van deze principes kan
zelfs leiden tot negatieve behandeleffecten (Andrews & Bonta, 2006; Lowenkamp &
Latessa, 2005). Uit deze meta-analyse kwam tevens naar voren dat adolescenten met
ernstige agressieproblematiek voornamelijk groepsgerichte interventies krijgen aangeboden
(Garrido & Morales 2007; McGuire, 2008, Sukhodolsky e.a., 2004), terwijl er aanwijzingen
zijn dat een (gedeeltelijk) individueel aanbod effectiever is (Lipsey, Landenberger, &
Wilson, 2007; McQuire, 2008). Kijkend naar de uitkomst van de meta-analyse is het
aannemelijk dat jeugdigen met ernstige agressieproblematiek er baat bij zullen hebben dat
(effectieve) groepsinterventies worden aangevuld met enkele individueel gerichte
interventies, die voldoen aan het RNR-model en gebruik maken van essentiële CGTelementen, zoals bij ARopMaat het geval is.
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Een beperking van de meta-analyse is dat de gevonden studies vrijwel geen van allen
een robuust design hadden en bijna alle studies werden uitgevoerd door de
programmamakers zelf. Betrokkenheid van ontwikkelaars bij wetenschappelijk onderzoek
kan leiden tot gunstiger uitkomsten, waarschijnlijk door een hoger niveau van programmaintegriteit (Petrosino & Soydan, 2005), het toepassen van een relatief zwakker
onderzoeksdesign (geen RCT, beperkte duur follow-up; Eisner, 2009) of methodologische
vertekening door belangenverstrengeling (Gorman, & Conde, 2007).
De tweede studie (N = 256) betrof een onderzoek naar de betrouwbaarheid en
validiteit van de ‘Verkorte Lijst Irrationele Gedachten’ (V-LIG). De V-LIG is een korte
vragenlijst die in ongeveer 10 minuten in te vullen is. De irrationele gedachten van een
jeugdige kunnen derhalve snel en eenvoudig worden geïnventariseerd en gemonitord. Het
instrument biedt bovendien de mogelijkheid om zicht te krijgen op welke type irrationele
gedachten ten aanzien van agressief (externaliserend), subassertief (internaliserend) en
wantrouwend gedrag een rol spelen bij gedragsproblemen. Dit is essentieel, omdat bij
jeugdigen met agressieproblematiek vaak ook sprake is van internaliserende problemen
(Youngstrom, Findling, & Calabrese, 2003) en irrationele gedachten gerelateerd zijn aan
wantrouwend gedrag (Orobio de Castro, 2007). Bovendien komt het de focus van de
behandeling ten goede als inzichtelijk is welke specifieke irrationele gedachten gerelateerd
zijn aan de (agressie)problematiek (Sudak, 2006).
De V-LIG (18 items) wordt standaard gebruikt bij jongeren die het ARopMaatprogramma volgen om de aard en ernst van specifieke irrationele gedachten bij adolescenten
met gedragsproblemen vast te stellen en veranderingen te evalueren. De V-LIG heeft
ecologische validiteit, aangezien het instrument in de klinische praktijk is ontwikkeld. Een
confirmatieve factoranalyse toonde aan dat de constructvaliditeit voldoende was; het
meetmodel had een acceptabele fit en bleek (metrisch) meetinvariant voor sekse en etnische
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afkomst (allochtoon versus autochtoon). Aangezien de V-LIG (metrisch) meetinvariant is
voor sekse, kan ervan worden uitgegaan dat de vragen door zowel meisjes als jongens op
dezelfde wijze worden geïnterpreteerd. Eventuele verschillen in uitkomsten tussen meisjes
en jongens lijken dus niet te worden veroorzaakt door het instrument. Het onderling
vergelijken van jongens en meisjes door middel van bijvoorbeeld gemiddelden is daarmee
verantwoord. Dit geldt in mindere mate ook voor verschillen in etnische afkomst
(allochtoon versus autochtoon). De studie liet verder zien dat de interne consistentie en de
convergente validiteit voldoende tot goed waren. De V-LIG bleek vrij ongevoelig voor
leeftijd en intelligentie, maar was wel gevoelig voor sociale wenselijkheid bij gedachten die
mogelijk leiden tot agressie of rechtvaardiging van gedrag. De concurrente validiteit tot slot
was redelijk, met uitzondering van gedachten die mogelijk leiden tot subassertief gedrag.
Deze gedachten bleken slechts laag te correleren met het (gelijktijdig) vermijden van lastige
situaties.
De derde studie was een evaluatieonderzoek naar de effecten van ARopMaat in een
residentiële setting (Justitiële Jeugdinrichting). Hierbij werd gebruik gemaakt van een
quasi-experimenteel onderzoeksdesign; de experimentele groep (n = 63) werd vergeleken
met een groep jeugdigen (n = 28) die geïndiceerd was voor ARopMaat, maar op een
wachtlijst stond en uiteindelijk geen ARopMaat, maar ‘treatment as usual (TAU)’ ontving.
De resultaten wezen uit dat de ARopMaat-groep vergeleken met de TAU-groep bij de
eindmeting een significante verbetering liet zien op recidiverisico, agressief gedrag,
copingvaardigheden, responsiviteit en cognitieve vervormingen, met uitzondering van
negatieve attitude als onderdeel van cognitieve vervormingen. Er werd na behandeling een
middelmatig tot groot effect gevonden op de meeste programmadoelen. De resultaten van
dit onderzoek komen overeen met de bevindingen van Landenberger en Lipsey (2005) en
Lipsey (2009). Het is aannemelijk dat de gevonden positieve resultaten gerelateerd zijn aan
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het toepassen van de RNR-principes met extra aandacht voor het responsiviteitsprincipe,
aangezien de TAU-behandeling niet op deze principes was gebaseerd.
Ondanks de positieve resultaten dient ook geconstateerd te worden dat de
problematiek van de ARopMaat-groep na behandeling nog steeds vrij ernstig was. Ondanks
een significante verandering op recidiverisico, was na behandeling bij een groot deel van de
jeugdigen sprake van een matig en soms zelfs (onveranderd) hoog recidiverisico op
gewelddadig gedrag. Het is aannemelijk dat dit enerzijds verklaard kan worden door de
hardnekkigheid van de problematiek van de jeugdigen, anderzijds doordat het recidiverisico
voor een (groot) deel wordt bepaald door statische (onveranderbare) criminogene
risicofactoren.
In de laatste pilotstudie (N = 26) werd het niveau van de programma-integriteit van
ARopMaat Ambulant onderzocht binnen drie vestigingen van een ambulante forensische
behandelinstelling. Er is gekeken of er sprake was van positieve veranderingen tussen vooren nameting op grond van verschillende uitkomstmaten en of een hoog niveau van
programma-integriteit gerelateerd was aan betere resultaten. Het onderzoek liet zien dat de
helft van de behandelingen niet programma-integer was uitgevoerd. De programmaintegriteit bleek vooral niet voldoende op het gebied van de mate van ‘exposure’ (de
frequentie van het aanbod was te laag bij hoog-risico jeugdigen) en de ‘adherence’ (niet alle
standaard en geïndiceerde optionele modules werden aangeboden). In RNR-termen kan
worden geconcludeerd dat het risico- en behoefteprincipe in onvoldoende mate werden
toegepast. Soortgelijke bevindingen werden ook door Bosker, Witteman en Hermanns
(2013) gevonden, maar dan in een andere context. Zij toonden aan dat de Nederlandse
Reclassering het risico- en behoefteprincipe van justitiabelen voldoende in kaart brengt,
maar verzaakt om vervolgens het aanbod hier op af te stemmen. In de groep waar de
programma-integriteit van ARopMaat voldoende was (PI+ groep) waren tussen de nul- en
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eindmeting

significante

verbeteringen

te

zien

op

recidiverisico,

agressie,

copingvaardigheden, cognitieve vervormingen en het functioneren van het gezin. Wat
betreft de mate van responsiviteit verbeterde alleen de motivatie en impulsiviteit, terwijl
het wantrouwen niet veranderde. Deze studie toonde ook aan dat een hoger niveau van
programma-integriteit gerelateerd was aan meer positieve veranderingen op het gebied van
agressie, cognitieve vervormingen sociale steun, coping (gerapporteerd door de therapeut)
en wantrouwen.
De gevonden onderzoeksresultaten bevestigen eerdere bevindingen over de invloed
van programma-integriteit op behandelresultaten (e.g., Arkoosh e.a., 2007; Durlak &
DuPre, 2008; Landenberger & Lipsey, 2005). Aangezien er betere resultaten werden
gehaald wanneer de programma-integriteit voldoende was, is het aannemelijk dat de
gevonden positieve veranderingen mede werden veroorzaakt door de gebruikte ARopMaat
methoden en technieken (waaronder het RNR-model) en niet alleen door algemeen
werkzame factoren (Tennyson, 2009), zoals de kwaliteit van de therapeutische relatie.

Conclusie
De resultaten van dit proefschrift laten zien dat ARopMaat kan worden beschouwd als een
veelbelovende interventie. Ten eerste maakt ARopMaat gebruik van de RNR-principes die
bijdragen aan de effectiviteit van gedragsinterventies (Andrews & Bonta, 2010). Door te
kiezen voor een grotendeels op maat gesneden individueel behandelaanbod kan aan de
RNR-principes (Bonta & Andrews, 2007) worden voldaan, wat een positieve invloed lijkt
te hebben op de doeltreffendheid van ARopMaat. De uitgevoerde meta-analyse liet namelijk
zien dat behandelingen waarin gebruik wordt gemaakt van een grotendeels individueel
behandelaanbod in combinatie met CGT-elementen effectief zijn. Ten tweede werden in het
evaluatieonderzoek van ARopMaat intramuraal de eerste voorzichtige aanwijzingen
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gevonden voor effectiviteit, aangezien de ARopMaat-groep significant beter scoorde dan de
TAU-groep

op

recidiverisico, agressief

gedrag,

copingvaardigheden, cognitieve

vervormingen en responsiviteit (zoals motivatie en wantrouwen). Bij de ambulante versie
van ARopMaat werden eveneens positieve veranderingen gevonden, vooral wanneer de
programma-integriteit (PI) voldoende was.

Beperkingen en aanbevelingen voor toekomstig onderzoek
De belangrijkste beperkingen van dit proefschrift zijn dat er geen recidive werd gemeten,
de principale onderzoeker niet onafhankelijk was en de gelegenheidssteekproeven van
geringe omvang waren. Hierdoor bestaat het gevaar dat de positieve resultaten niet goed
generaliseerbaar zijn. Replicatie van de resultaten in onafhankelijk en experimenteel
effectiviteitsonderzoek (Weisburd, 2010), waarbij ook recidive gemeten wordt, is daarom
noodzakelijk. Het is echter wel nodig dat eerst geïnvesteerd wordt in het waarborgen van de
programma-integriteit (Perepletchikova, Hilt, Chereji, & Kazdin, 2009). Bij de drie
vestigingen van de ambulante forensische behandelinstelling, bleek immers dat de helft van
de behandelingen niet programma-integer werd uitgevoerd, wat een negatieve invloed bleek
te hebben op de behandelresultaten. Hoewel in de derde studie, in de residentiële setting, de
programma-integriteit voldoende was, werd door onderzoek van Beerthuizen, De Wied en
Orobio de Castro (2011) duidelijk dat de programma-integriteit van ARopMaat binnen
andere Justitiële Jeugdinrichtingen niet in orde was. Uiteindelijk kunnen er pas valide
conclusies getrokken worden over het effect van een interventie, wanneer zeker is dat deze
wordt uitgevoerd zoals bedoeld (e.g., DiGuiseppe & Tafrate 2003).
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Bij het schrijven van een dankwoord gaat het natuurlijk om het bedanken van mensen die
een bijdrage hebben geleverd aan dit proefschrift. Voordat ik hier aan begin, wil ik echter
benadrukken dat de inhoud van dit proefschrift nooit tot stand was gekomen als ik geen
passie had gehad voor het behandelen van jongeren met ernstige agressieproblematiek. Een
passie die onder andere voortkomt uit mijn compassie voor de levensverhalen van deze
jongeren. Verhalen die naar mijn mening (gedeeltelijk) voorkomen hadden kunnen
worden…
De jongeren die ik heb behandeld wegens ernstige agressieproblematiek, hebben
deels de inhoud van ARopMaat bepaald. Zij waren mijn gids, zij maakten mij indirect
duidelijk welke thema’s en aandachtgebieden voor hen belangrijk waren, hoe zij
gemotiveerd konden worden en welke oefeningen werkten. Dezelfde jongeren wisten mij
keer op keer te motiveren om door te gaan met behandelen en het (door)ontwikkelen van
ARopMaat, vooral op de momenten dat ik gefrustreerd raakte wegens het ervaren van te
weinig vooruitgang. Al was het maar door het krijgen van een blij en ontwapend gezicht,
bijvoorbeeld omdat ik een jongere had ontroerd met het geven van zijn/haar eerste kerstkaart
of omdat een jongere enthousiast vertelde dat het hem/haar was gelukt om zich te beheersen!
Ik wil dan ook beginnen met het bedanken van alle jongeren (met ernstige
agressieproblematiek) die ik heb mogen behandelen. Bedankt voor de bijzondere en
leerzame momenten die ik met jullie heb meegemaakt. Dank voor jullie openheid,
vertrouwen en jullie bijdrage aan het ontwikkelen van ARopMaat!
Ik ben Geert Jan Stams en Jan Hendriks (mijn promotoren) uiterst dankbaar voor het
feit dat zij mij de kans hebben gegeven om te promoveren. Beiden hebben mij op een
prettige, deskundige en leerzame manier ondersteund tijdens mijn promotieonderzoek.
Geert Jan, hartelijk dank voor je enthousiasme, je tijd (vooral buiten ‘de gebruikelijke
werktijden’ om) en het delen van je grote kennis en kunde op het gebied van de forensische
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orthopedagogiek en methoden en technieken. Ik waardeer je zeer duidelijke, directe en
transparante feedback en je geduld met betrekking tot het verbeteren van mijn Engels (blijft
aandachtspunt). Jan, jij bedankt voor je humor en het geven van complimenten op
momenten dat ik die goed kon gebruiken. Ik ben blij met je scherpe feedback op metaniveau en je aanwijzingen die zorgen voor het genuanceerd weergeven van de
onderzoeksresultaten.
Naast mijn promotoren, wil ik natuurlijk de leescommissie bedanken voor het
kritisch doorlezen van mijn proefschrift en Inge Wissink en Joan van Horn (co-promotoren)
voor hun begeleiding. Inge, bedankt voor je snelle feedback, je precisie en het delen van je
specialistische kennis op het gebied van validatieonderzoek. Joan, jij allereerst veel dank
voor je vriendschap en de leuke samenwerking die ik met jou ervaar bij de Waag. Ik heb je
steun, je doortastende vragen en nauwkeurige feedback gewaardeerd. Els Kornelis, jij
bedankt voor het meelezen en verbeteren van de Nederlandse samenvatting.
Simone Dust, misschien besef je niet, maar zonder jou was er geen ARopMaat!!!
Jouw woorden na het lezen van ARopMaat hebben mij geraakt en doen geloven dat het een
mooi programma is dat goed aansluit bij de doelgroep. Het feit dat je het programma daarna
hebt gepromoot bij je nieuwe werkgevers (2x), heeft ARopMaat doen leven! Dank hiervoor,
maar ook voor je vriendschap en dat je samen met mij met plezier de ARopMaatopleidingen verzorgt en meedenkt over de wijze waarop we het programma kunnen
verbeteren.
Ik wil Taco Keulen bedanken (voormalig directeur van JJI De Doggershoek) voor het
geven van toestemming voor het verzamelen en analyseren van data voor
onderzoeksdoeleinden. Taco, in ben daarnaast ook blij met je oprechte interesse en je
bijdrage aan het derde artikel! Verder vind ik het belangrijk om Coen van Gestel (directeur
zorg van de Waag) en Monique Kavelaars ( algemeen directeur van de Waag) te vermelden,
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wegens hun support en het gegeven dat zij blijven investeren in onderzoek naar de werking
van verschillende behandelvormen voor kwaliteitsbehoud en verbetering!
Dit promotieonderzoek bestond uit een complexe dataverzameling, die ik natuurlijk
niet alleen heb uitgevoerd. Ik had vooral hulp van psychologisch-assistenten, diverse
stagiaires en behandelaren. De lijst van alle betrokken ARopMaat-behandelaren is helaas te
groot om iedereen bij naam te noemen! Maar allen heel hartelijk dank voor de inzet!
Speciaal wil ik Maaike Zwart bedanken voor het verzamelen van data voor het valideren
van de V-LIG. Maaike, je hebt hier enorm veel tijd in gestoken en alles op een zeer
nauwkeurige manier gearchiveerd. Je bent een kanjer! Eline, Lonneke, Ineke, Jantine,
Mariska, Kareshma, Gitta, Tugba, Shirley, Marjolein en Nicole ook jullie bedankt voor de
bijdrage aan het verzamelen en archiveren van data voor dit proefschrift.
Tja, dan blijven er nog mensen over die belangrijk voor mij zijn, maar geen directe
rol hebben gespeeld bij het realiseren van mijn proefschrift. Toch heeft hun nabijheid mij
gesteund. Speciaal noem ik Jenny en Joe! Alleen al het feit dat jullie bestaan en ik van jullie
mag genieten, is voor mij al voldoende om kracht en vreugde te ervaren. Ahran wat ben ik
blij met jou! Met je bruisende energie en je temperament. Je bent mijn alles! Lieve Paul,
dank voor dat wat we samen delen! Voor mij is dat erg bijzonder.
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1. Focus on the modules
Modules

Content / focus

All modules

There is a structured approach to working on problemsolving skills. The adolescent are encouraged to think of
solutions for each module using problem scenarios that
have been introduced, as well through discussing fictional
situations. Every now and then role play is used to
practise the solutions. The adolescentn is instructed to
apply in practice the solutions that have been worked-out.

Module intake and
motivation (standard)

This module is aimed at highlighting and encouraging the
uptake of the optional modules through the use of the
“optional modules checklist”. Motivation is encouraged
by making contact with and connecting to the young
person’s self-interest. The benefits and disadvantages of
following the AR program are investigated, including the
advantages and disadvantages of aggressive behavior and
this is linked into what the adolescent really wants to
achieve in his life.

Aggression chain module
(standard)

The adolescent learns about aggression problems. The
young person acknowledges his aggression chain. There
is an exploration of the triggers, emotions, thoughts and
physical signs that are related to the aggression problems.
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Modules

Content / focus

Potential parallel option
alongside AR

Stress and
aggression
reduction incl. early
warning plan
(optional).

The adolescents learns to get more
control of his own tensions, stress
and aggression and applies
exercises to reduce the stress. This
leads to a reduction in the
aggression arising from stress.
Mindfulness exercises are also used
in this module.

EMDR if there is trauma
in the foreground. This
may be indicated at any
point in the treatment.

Tricks / exercises:
First: Practise through observation
then:
1. You are able to consciously do
something to calm yourself down
2. You are able to consciously find
distractions by doing things you
enjoy.
3. Consciously direct your attention
to something else.
4. You can consciously do
something about your feelings of
anger.
5. Acceptance.
6. Talk about your irritations.
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Modules

Content / focus

Potential parallel
option alongside AR

Impulse control
(optional).

Attention is paid to improving
impulse control by, for instance,
working with tailored mindfulness
exercises aimed at learning to focus
/ direct attention. The adolescent
learns to recognize his impulses
better and practises tricks to
manage these more easily when
required.

Medication if there is
ADHD

Psycho-education about
impulsivity. Exploring the
advantages and disadvantages of
impulsivity Practise by:
1. Doing activities to express
unrest, tensions and dissatisfaction
2. Identifying the urge to act
impulsively at an early stage
3. Learning to focus your attention
(concentrating)
4. Strengthening your willpower
5. Thinking things through sensibly
6. Talk to / coach yourself in your
thoughts

172

Modules

Content / focus

Self-management skills
(standard)

The application of various self-management tricks
is practised. During this process the young person is
confronted (in consultation) with triggers that
provoke anger. The difficulty is slowly increased. A
young person who primarily displays instrumental
aggression will, in particular, practise managing his
urge to achieve his goal / intention in this module.
TRICKS:
1. Focus your attention on something external to
you. For instance, focus your attention on a fixed
spot on the wall or on an object.
2. Thinking ahead:
2a: You can think of the disadvantages to you if you
don’t control yourself.
2b: You can think about want you want to achieve
3. Talk to yourself encouragingly. For instance:
“stay calm”, “don’t react”, “take a deep breath”,
“count to ten”.
4. Step out of your anger by distracting yourself
with something nice. Decide in advance what
you’re going to think about if you are becoming
angry.
5. Walk away from the situation (take a time-out).
6. Apply the stop-think-do method.
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Modules

Content / focus

Influence of thinking
(standard)

CBT techniques are used to work on cognitive
biases. The role of cognitions during treatment is
central in addition to this module. For virtually all
themes that are discussed young people are
encouraged to identify unhelpful thoughts and to
turn these into helpful thoughts.

Emotion regulation (optional)

This contributes to the reduction of mood changes
and/or being better able to differentiate between
and shape/express emotions that are related to
anger and aggression. The module helps to better
regulate emotions, thoughts and behavior and
therefore contributes to a reduction in aggressive
behaviour.

Observation and Interpretation
(optional)

Aggressive feelings will arise less quickly by
learning to objectively interpret others’ intentions.
This is encouraged by practising with objective
interpretation (not thinking too quickly for another
person), as well as taking the other person’s
perspective.

Assertive Behavior (standard)

The adolescent learns to approach conflicts or
difficult situations in an assertive way. The young
person learns to properly deal with negative
comments, work is undertaken on constructive
communication and considering others. Exercises
can be carried out on finding an assertive solution
for the violent (criminal) behaviors that occurred in
the past.
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Modules

Content / focus

Conflict management
(optional)

Various skills are worked on in this module that are
necessary to be able to manage conflicts in a
constructive way. Examples include proper
communication, dealing with authorities, criticism,
applying conflict inhibitors and learning to
recognize your own conflict triggers.

Family focus module
(optional in residential
(inpatient) settings and
standard in outpatient settings).

This module is primarily employed to improve the
interaction between parent(s)/tutor(s) and the
adolescent.
Carer(s) learn more about behavioral / aggressionregulation problems. Furthermore, the focus is on
applying de-escalating techniques, recognizing
each other’s trigger, and learning to communicate
properly. Where necessary there is also a focus on
teaching the carer(s) parenting skills that are
relevant to them.

Partner focus module
(optional)

This module is applied if the young person has a
partner and there has been domestic violence or
where a relationship increases the feelings of
aggression. Work is undertaken on applying the
time-out procedure and improving mutual
interaction, for instance, by practising reducing
conflict triggers.
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2. Checklist indication criteria Re-ART for adolescents
An adolescent will satisfy the indication criteria if there are three or more “yes” responses,
if there is a moderate to high risk of recidivism and there is no contra-indication present.
Young person’s name
Applicable yes/no
1. The adolescent scores high on the item “impulsive
behavior / risky behavior” on the risk taxology
instrument RAF/MH or SAVRY.

YES

NO

2. The adolescent scores high on the item “stress
experienced and limited coping skills” ” on the risk
taxology instrument RAF/MH or SAVRY.

YES

NO

3. It is apparent from the risk taxology instrument
(RAF MH / SAVRY) that the adolescent has displayed
a pattern of violent crimes or it is apparent from the
personality assessment / file information that the
young person has limited aggression regulation and
impulse control.

YES

NO

4. The adolescent directs his aggression weekly toward
other people or items in the form of verbal and/or
physical aggression.

YES

NO

5. The adolescent has flown into a “blind” rage where
he/she is no longer aware of what he/she is doing more
than twice in his/her life.

YES

NO

6. The adolescent’s aggressive behavior has caused
problems in various areas of his/her life in the past
and/or the present.

YES

NO

7. The adolescent’s behavior has led to criminal or
civil court orders / (suspended) sentence.

YES

NO
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8. The adolescent scores moderate to high on the RAF
MH / SAVRY for impulsivity / (risky behavior),
problems with anger management and presence of
cognitive distortions / negative thoughts.

YES

NO

Are there any contra-indications?

YES

NO

YES, if: 1. The aggression
problems were caused by hard
drugs and/or consumption of
large quantities of alcohol.
2. If there is a manifest
psychosis present or a severe
trauma in the foreground.

Adolescent satisfies the indication criteria

YES
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NO
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