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Children in residential care
Children have the right to be cared for by their parents and may only be separated
from them when it is in the best interest of the child. Preferably, every child should grow
up in a family environment where continuity is warranted, and where the conditions
of living necessary for the child’s development are provided. A child who cannot live
at home, may (temporarily) be placed in foster care, other family-based care, or 24hour institutional care/treatment. These statements are based on the Convention on
the Rights of the Child (United Nations, 1989) and reflect the huge responsibility of
governments and youth care institutions to provide every child who cannot live safely
in the home situation better and safer circumstances; in whichever form of out-of-home
placement that is most suitable for the child.
There is an ongoing debate about the appropriateness of institutional care for
children (Chance, Dickson, Bennett, & Stone, 2010; Dozier et al., 2014; Leloux-Opmeer,
Kuiper, Swaab, & Scholte, 2018; Souverein, Van der Helm, & Stams, 2013; Whittaker et
al., 2016). Studies on the effectiveness of institutional care in general, and residential
youth care in specific, have shown mixed outcomes (De Swart et al., 2012). Some studies
indicated positive outcomes, such as a reduction of behavioral and emotional problems
after treatment (Larzelere, Daly, Davis, Chmelka, & Handwerk, 2004; Leichtman,
Leichtman, Barber, & Neese, 2001); whereas others were less positive, and concluded,
for example, that children in institutional care developed less favorably compared to
children in foster care (e.g., Dregan & Gulliford, 2012).
The effectiveness seems to depend on many different factors, which has led some
authors to refer to residential care as a ‘black box’ (Libby, Coen, Price, Silverman, & Orton,
2005; Palareti & Berti, 2009). Looking at the disadvantages of residential care, such as
possible negative peer influences (Aguilar-Vafaie, Roshani, Hassanabadi, Masoudian, &
Afruz, 2011; Orobio de Castro, Merk, Koops, Veerman, & Bosch, 2005; Whitehead, Keshet,
Lombrowski, Domenico, & Green, 2007), it has been argued by authors relatively often
that this is a treatment ‘of last resort’ (Dozier et al., 2014; Frensch & Cameron, 2002).
Mainly since the last decennium, internationally, more and more community based
and preventive care has been developed and applied in order to diminish the necessity of
out-of-home placements, and institutional care in specific (see, e.g., Davidson, Milligan,
Quinn, Cantwell, & Elsley, 2017; Kumpfer & Alvarado, 2003; Weick, Rapp, Sullivan, &
Kisthardt, 1989). However, it turns out that the desired transformation of youth care is
not easily accomplished. Notably, in the Netherlands, the number of children between
4 and 15 years of age who are placed in a (secure or open) institution has been rising
over the last years, and was almost 7000 in December 2017 (Dutch Central Bureau of
Statistics, 2018). This can either mean that institutional care is still needed, or that the
alternatives are not sufficient yet.
11
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Whilst acknowledging the complexity of providing high quality care for children in
residential care settings, some authors take a more future-focused stand on the value
and status of residential care. For example, Anglin (2004) suggested that residential
care should be seen as a care form which is for some young people, at certain times
in their lives, the preferred setting. Based on interviews with children and grounded
theory research, he described the specific characteristics and possible positive impact
of residential care, and formulated the steps that could be taken towards the creation
of well-functioning (‘therapeutic’) residential care within the total system of child and
youth care.
Recently, a large international work group of researchers in the field of residential
care published a consensus statement (Whittaker et al., 2016), formulating the following
definition of therapeutic residential care: “Therapeutic Residential Care involves the
planful use of a purposefully constructed, multi-dimensional living environment
designed to enhance or provide treatment, education, socialization, support and
protection to children and youth with identified mental health or behavioral needs in
partnership with their families and in collaboration with a full spectrum of communitybased formal and informal helping resources”.
Historically, one of the earliest models of therapeutic residential care was designed
by Anna Freud (daughter of Sigmund Freud) and her colleagues during World War II. In
line with her father’s legacy in psychoanalysis, she had already written about defense
mechanisms as a result of stressful and traumatic circumstances, arguing that “defense”
is not only associated with pathology, but also with normal aspects of development and
coping behavior (Solnit, 1997). During the war, Anna Freud established the Hampstead
War Nursery, which provided foster care for more than eighty children under stress. Her
focus was to help the children form attachments by providing continuity of relationships
with the caretakers and by encouraging parents to visit as often as possible (Burlingham
& Freud, 1944; Zimmerman & Cohler, 2008). She would later be one of the important
contributors to Bowlby’s attachment theory (see, e.g., Bretherton, 1992).
Just after the war, in 1945, many children suffered from parental deprivation. Six
orphan children, rescued from the Tereszin concentration camp by the Russians and
sent to England, came into the care of Anna Freud’s colleagues at the Bulldogs Bank
home; observations have been described in ‘An Experiment in Group Upbringing’ (Freud
& Dann, 1951). Among other things, they found that children who had been deprived of
secure attachment relationships with adult caretakers could respond very aggressively
to adults, and tended to make strong attachment to peers. In addition, they discovered
that even coming out of extremely stressful and traumatizing circumstances, children
could catch up very quickly when exposed to a stimulating environment. Being cared
for by loving people who were responsive to the children’s needs in a flexible way, while
maintaining a calm orderly environment and holding to essential limits, the children in

12

General Introduction

the Bulldogs Bank home started, step by step, to be able to trust adults again (Solnit,
1997). The reports of Anna Freud and her colleagues are still very meaningful today,
when we (re)define and discuss what residential care should be able to offer to children
and their families.
In the contemporary search for what constitutes qualitatively good residential
youth care, for a long time most attention went out to effective interventions (for
an overview, see Weisz et al., 2013, 2017). Not much was written about “the other 23
hours” (Trieschman, Whittaker, & Brendtro, 1931), while, besides individual therapies,
the general upbringing of the child (which is partly taken over from parents by the
group workers) determines a great deal of the care provided. However, in the past
decades renewed attention has grown for the basic circumstances in which this general
upbringing takes place, and youth’s own perceptions of the ‘group climate’ within
residential care institutions.

Residential group climate
Residential group climate has recently been defined as “the quality of the social and
physical environment in terms of the provision of sufficient and necessary conditions for
physical and mental health, well-being, contact and personal growth of the residents,
with respect for their human dignity and human rights, as well as (if not restricted
by judicial measures) their personal autonomy, aimed at recovery and successful
participation in society” (Stams & Van der Helm, 2017).
This definition mainly emphasizes what the residential group climate should support
in terms of the well-being of each individual, in which there is a central role for the
fulfillment of the basic psychological needs (competence, autonomy, and psychological
relatedness) as defined by Deci and Ryan (2000) in their Self Determination Theory.
There is increasing empirical evidence that a positive or open group climate, which
is characterized by warmth and responsiveness from group workers (‘relatedness’),
opportunities for development (‘competence’), ample autonomy and a safe and
structured environment (Van der Helm, Kuiper, & Stams, 2018), is associated with a range
of positive outcomes for youths. For example, associations have been found between a
positive or open group climate and less runaway behavior, externalizing problems and
aggression (Attar-Schwartz, 2013; Gross et al., 2015; Ros, Van der Helm, Wissink, Stams, &
Schaftenaar, 2013; Van den Tillaart, Eltink, Stams, Van der Helm, & Wissink, 2018), better
coping, and increased empathy development (Heynen, Van der Helm, Cima, Stams, &
Korebrits, 2017; Van der Helm, Beunk, Stams, & Van der Laan, 2014).
However, group climate research has until now mainly focused on the adolescent
age group. This can be understood from the fact that one tries to prevent placing
younger children in residential care, and more is invested in researching other care
forms for children (Berger, Bruch, Johnson, James, & Rubin, 2009; Dozier et al., 2014).

13
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There is, however, still a group of children whose problems are too severe to be treated
within a foster family, with a risk for frequent placement disruptions (Konijn et al., 2018;
Oosterman, Schuengel, Slot, Bullens, & Doreleijers, 2007; Rock, Michelson, Thompson,
& Day, 2015; Van Oijen, 2010), or for whom residential care seems to be more suitable
for other reasons, such as external threats. Therefore, it is important that group climate
research focuses, besides on adolescents, also on younger children. If qualitatively good
residential care is offered during this early age, this may prevent delinquency and other
severe problems at a later age (Einfeld, Tonge, & Clarke, 2013).

Building a positive group climate
When a child is placed out of the home environment, professional group care workers
have a major responsibility in offering the right conditions for the child’s development.
First, they should be aware of the home situation of the child, and support improvements
in order to increase the chance that the child can return home (Chance et al., 2010).
Secondly, while the child lives in the institution, there should be a strong emphasis on
effectiveness of individual and group treatment as well as development of evidencebased practices. A part of working on qualitatively good residential care is to monitor
the group climate quality and act on children’s feedback. While several instruments
have been developed to monitor client perceptions of group climate aspects (Tonkin,
2015), so far, none of them were also suitable for children in the age range of 4-15. In
addition, studies on the application of group climate monitoring instruments in daily
practice are scarce.
In the last decades, routine outcome and process measurements have become
more standard within individual therapy, and increasingly also systemic therapies
(Hafkenscheid, 2010; Van Hennik & Hillewaere, 2017). The monitoring of group process
variables, such as the group climate in residential care, is rather underexposed and
deserves more attention (Nunno, Holden, & Leidy, 2003; Stams & Van der Helm, 2017).
Performing more research in this area supposedly offers a way forward in the further
development of quality measures and for making improvements accordingly in
residential care for children (Puszka et al., 2015).

You matter!
In 2011, group care workers in two youth care organizations in the Netherlands,
working with children under the age of 15 noticed that more and more children with
severe and complex problem behavior were entering their institutions. The amount of
aggression incidents was growing, and a tendency to apply ‘behavioral control’ started
to overrule the provision of physical and emotional security in which children could
learn and work on their personal development. In other words, some teams found
that it became increasingly challenging to stay focused on creating a safe and positive
14
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context for vulnerable children in residential care. There was a shared sense of urgency
to perform practice-based research, exploring ways to work systematically on a positive
group climate to ensure the basic preconditions for offering qualitatively good care.
This led to the ‘You Matter!’ project (2012-2015), which focused on establishing a
Plan-Do-Check-Act cycle in order to increase group climate quality. The rationale behind
the project’s title is that when feedback of children is asked and taken seriously, this is
one way of saying the children matter for who they are, and that it matters what their
needs are. This was believed to stimulate competence and, at least, gave the children a
voice (autonomy). Besides the implementation of monitoring instruments, this project
entailed the creation of team-specific action plans based on the children’s feedback,
and offering several team interventions targeting pedagogical skills (stimulating
relatedness), as an important fundament to work on a positive group climate for the
children (Strijbosch et al., 2014).

DISSERTATION OUTLINE
The main goal of this dissertation is to contribute to the scientific and practice-based
knowledge on ways to build a positive group climate in order to enhance the quality of
residential care for 4-15 year old children. The first aim is to assess the current state of
knowledge on the outcomes of institutional care for children. The next step is to develop
new group climate instruments for 4 to 15 year old children, enabling the monitoring
of child-perceived group climate in daily care. Then, in order to obtain more knowledge
on the impact of group climate experiences at the child level, the aim is to examine
how group climate is related to the therapeutic alliance that children experience with
their primary group worker or daily ‘mentor’. Finally, the focus is on how monitoring
instruments can be part of an improvement process in residential child and youth care
organizations, sharing the outcomes and experiences from the ‘You Matter!’ project in
The Netherlands.
Chapter 2 of this dissertation describes a multi-level meta-analysis focusing on
the outcomes of institutional care for children of primary school age and adolescence,
building further on the meta-analysis of De Swart et al. (2012), who focused on a
broader age range. The outcomes of institutional care and non-institutional care, and
institutional evidence-based treatment (EBT) versus care as usual (CAU) are compared.
Chapter 3 describes the development and validation of a group climate instrument
for children between the ages of 8 and 15: the GCIC 8-15. This instrument was based
on the Prison Group Climate Instrument (PGCI; Van der Helm, 2011), but was simplified
and translated to fit the language and developmental stages of primary school-aged
children and young adolescents. Next, Chapter 4 contains the development of a similar
instrument, adapted for children between 4 and 8 years of age.

15
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Chapter 5 describes the results of a prospective study on the association between
children’s perceived group climate and the therapeutic alliance between child and
mentor, with two measurement occasions over a six-month time interval.
Chapter 6 addresses the question how group climate monitoring instruments can
help to improve group climate when routinely embedded in daily residential care for
children aged 4-8 and 8-15 years. First, it shares a view into the development of the
scores on child-perceived group climate over two years’ time. In addition, it describes
the lessons that group workers learned from the ‘You Matter!’ project, in which the
monitoring instruments were embedded. At last, it summarizes the specific themes that
were mentioned by children when asked about the climate in their group.
Finally, in chapter 7, a general discussion of the results is presented, as well as an
overall conclusion of the dissertation. The results of the separate studies are discussed in
the light of the primary goal of this dissertation, and the current youth care context. The
overall strengths and limitations of the dissertation are outlined, and suggestions for
future research and residential youth care practice are presented, focused on our general
aim to provide every child who (temporarily) cannot live safely in the home situation the
best possible circumstances, and to help them forward in their development.
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Chapter 2

ABSTRACT
Objective: The outcome of institutional youth care for children is heavily debated.
This multilevel meta-analysis aims to address the outcome of institutional youth care
compared to non-institutional youth care for children of primary school age and early
adolescence in economically developed countries. A gain of knowledge in this area may
help the decision for referral of children to institutional youth care or other types of care
(e.g., foster care or community-based care), and improve outcomes for children in youth
care.
Methods: Of 19 controlled studies (15.526 participants), 63 effect sizes of behaviour
problems (externalizing, internalizing, and total), skills (social and cognitive) and
delinquency were computed based on comparisons between institutional EvidenceBased Treatment (EBT), institutional Care As Usual (CAU), non-institutional EBT, and noninstitutional CAU.
Results: Institutional CAU showed a small-to-medium negative significant effect
compared to non-institutional CAU (d = -0.342). Furthermore, children in institutional
care showed slightly more delinquent behaviour compared to children in noninstitutional care (d = -0.329). Significant moderating effects were also found for study
design, year of publication and sex of the child.
Conclusions: Children receiving non-institutional CAU (mostly foster care) had slightly
better outcomes than children in institutional CAU (regular group care). No differences
were found between institutional and non-institutional care when institutional
treatment was evidence-based. More research is needed on the conditions that make
established treatment methods work in institutional care for (young) children.
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INTRODUCTION
Under the United Nations Convention on the Rights of the Child, children have
the right to grow up in a stable and safe environment where they receive the warmth
and support they need for their development (Children’s Rights Alliance, 2010; Höfte,
Van der Helm, & Stams, 2012; United Nations, 1989). Unfortunately, not every parent is
able to offer a stable and secure home, and some children have to live in foster care or
institutional youth care (Manso, García-Baamonde, Alonso, & Barona, 2011).
There is an ongoing debate about the appropriateness of institutional care for
children, (Chance, Dickson, Bennett, & Stone, 2010; Dozier et al., 2014; Souverein,
Van der Helm, & Stams, 2013). Mainly since the last decennium, but beginning in the
1980s, there has been a shift from institutional towards community based care, and a
change from a deficit-focused to a strength-focused approach, in particular building
on family strengths and resources (Knapp, 2006; Kumpfer & Alvarado, 2003; Leichtman,
2008; Lonne, Parton, Thomson, Harries, 2009; Lösel & Farrington, 2012; Melkman, 2015;
Weick, Rapp, Sullivan, & Kisthardt, 1989). From this perspective, a growing number of
(evidence-based) treatment alternatives have been developed, such as Multi-Systemic
Therapy (MST; Henggeler, Pickrel, & Brondino, 1999; Van der Stouwe, Asscher, Stams,
Dekovic, & Van der Laan, 2014) and Multidimensional Treatment Foster Care (MTFC;
Chamberlain & Reid, 1998). However, the appropriateness of institutional youth care
compared to non-institutional youth care should still be judged taking the type and
severity of the problems of children into account (Andrews & Bonta, 2010; Souverein et
al., 2013) as well as the children’s age.
Khoo, Skoog and Dalin (2012) pointed out that, whereas adolescents are often
referred because of their own behaviour problems and delinquency, children are
often brought to the attention of social services because of parents’ shortcomings and
problems in the home. These problems are often interwoven with serious emotional
and behavioural disorders that interfere with children’s development and their ability to
function at home, in school and in their communities (Benzies, Harrison, & Magill-Evans,
2004; Linville et al., 2010; Raine, Brennan, Mednick, & Mednick, 1996). Many studies
addressing outcomes of institutional youth care versus other care forms have focused
on (late) adolescents. Especially within the current timeframe of de-institutionalization,
it is important to also pay close attention to the outcomes of institutional youth care
for children and young adolescents. In the next paragraphs, we provide an overview
of research on institutional versus non-institutional youth care and evidence-based
treatment (EBT) versus care as usual (CAU). In this article we consider ‘treatment’
as particular behavioural interventions targeting problems that hamper adaptive
functioning (James, 2011). Evidence-based treatment refers to structured and often
manualized interventions based on empirically supported theories about what causes
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and maintains problems, which have been proven to be effective (to some degree) in
(quasi-) experimental research (Chorpita et al., 2013; Wampold, Goodheart, & Levant,
2007; Weisz, Kuppens, et al., 2013).

Institutional and non-institutional care for children
Since young children are extremely vulnerable and develop rapidly at the physical,
emotional and cognitive level, treatment in a family or family-like environment (i.e., noninstitutional care) is usually preferred over institutional care (Dozier et al., 2014). Available
evidence-based treatment methods (non-institutional EBT), such as Functional Family
Therapy (FFT; Alexander, Pugh, Parsons, & Sexton, 2000), Multi-Systemic Therapy (MST;
Henggeler et al., 1999) and several kinds of behavioural parent training (for an overview,
see Weisz, Kuppens, et al., 2013) focus on care assistance and treatment at the youth’s
home and community locations, such as the school and contexts involving structured
and unstructured free time activities (Dijkstra, Creemers, Asscher, Dekovic, & Stams, 2016;
Pennell & Burford, 2000). Weisz, Kuppens, et al. (2013) performed a meta-analysis based
on research within the last four decades and found that non-institutional evidencebased treatment for psychopathology in children and adolescents outperformed noninstitutional usual care, but the advantages proved to be modest, and moderated by
youth, location and assessment characteristics. Non-institutional CAU mostly includes
non-structured and non-manualized treatment, (intensive) case management, several
forms of foster care with or without the involvement of professional support, and
counselling. Non-institutional CAU might also include interventions that are promising
from a theoretical perspective, such as Family Group Conferencing, but still lack sufficient
empirical support (Asscher, Dijkstra, Stams, Dekovic, & Creemers, 2014; Crampton, 2007;
Dijkstra, Creemers, Asscher, & Stams, 2014; Frost, Abram, & Burgess, 2014).
Although a family-environment is preferred for every child, non-institutional
community-based treatment and/or living in a foster home can be extremely difficult
for children showing persistent aggressive and anti-social behaviour, with a risk
for frequent placement disruptions (Dekker, Van Miert, Roest, & Van der Helm, 2012;
Jacobsen, 2013; Oosterman, Schuengel, Slot, Bullens, & Doreleijers, 2007; Van Oijen,
2010). The prevalence of placement instability should not be underestimated; it can
aggravate emotional and behavioural problems (Barber & Delfabbro, 2003; Hussey
& Guo, 2005; James, Landsverk, Slymen, & Leslie, 2004; Rubin, Alessandrini, Feudtner,
Localio, & Hadley, 2004; Ryan & Testa, 2005).
Compared to children in non-institutional care, children in institutional care show
more aggressive behaviour, and have more often been diagnosed with oppositional
defiant disorder or conduct disorder (Handwerk, Field, & Friman, 2001; Lee & Thompson,
2007; Vermaes & Nijhof, 2014). Recent studies show that the severe behaviour problems
can be associated with abnormal brain development as a result of neglect and
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traumatization (Fairchild et al., 2013; Raine, 2013). Providing the right treatment for
children in institutional care is therefore very complex. Besides, living in an institutional
setting can in itself have a negative or positive impact on the development of children
(Dunn, Culhane, & Taussig, 2010; Preyde, Adams, Cameron, & Frensch, 2009). For example,
as a result of the separation from their parents, children may develop internalizing
problems (White & King, 2011), externalizing problems (Van der Helm, Stams, & Van der
Laan, 2011) and attachment problems (Johnson, Browne, & Hamilton-Giachritsis, 2006;
Van den Bergh, Weterings, & Schoenmakers, 2011; Van den Dries, Juffer, Van IJzendoorn,
& Bakermans-Kranenburg, 2009). Also, negative peer influences, such as ‘deviancy
training’ (Dishion, McCord & Poulain, 1999), can affect the development of children in
institutional care. Children’s aggressive behaviour can trigger coercive behaviour in
professionals, with a detrimental effect on the living group climate. The institutional
setting can, on the other hand, also provide the safety and protection children coming
from harmful circumstances need. For a discussion on the negative and positive
consequences of institutional youth care, see Souverein et al. (2013).
There is little consensus in the literature about the effectiveness and appropriateness
of institutional youth care compared to non-institutional youth care, and how the abovementioned problems are being addressed (Preyde et al., 2011; Souverein et al., 2013).
In particular the long-term outcomes for children and adolescents living in institutional
youth care have been questioned (Chor, McClelland, Weiner, Jordan, & Lyons, 2012;
Dregan & Gulliford, 2012; Frensch & Cameron, 2002). There are some studies that indicate
positive outcomes, but they are mostly based on small samples, and control groups
are often missing (Bean, White, & Lake, 2005). Some pre-experimental studies showed
a reduction of behavioural and emotional problems after treatment in institutional
youth care (Larzelere, Daly, Davis, Chmelka, & Handwerk, 2004; Leichtman, Leichtman,
Barber, & Neese, 2001). More recently, in 2011, Dregan, Brown and Armstrong have
investigated the effectiveness of institutional youth care and foster care, and showed
that children in both conditions were at increased risk of behavioural and emotional
problems in adulthood. Relatively better outcomes were related to the involvement of
families during placement, e.g., by offering family therapy (Chance et al., 2010; Schubert,
Mulvey, Loughran, & Losoya, 2012). Also a short length of stay, a positive living group
climate, aftercare services and minimizing placement instability were important factors
associated with better outcomes in institutional youth care (Hoagwood & Cunningham,
1993; Khoo et al., 2012, Schubert et al., 2012).
Many studies are less positive about institutional youth care. Negative peer influences
are often mentioned (Aguilar-Vafaie, Roshani, Hassanabadi, Masoudian, & Afruz, 2011;
Orobio de Castro, Merk, Koops, Veerman, & Bosch, 2005; Whitehead, Keshet, Lombrowski,
Domenico, & Green, 2007). Whitehead et al. (2007) maintained that institutional youth
care focuses too much on the child itself instead of on the entire child system (peers,
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school, and parents). Additionally, Manso et al. (2011) showed that many children in
institutional care do not only have problems with their personal and social functioning,
but also have educational problems. Dregan and Gulliford (2012) concluded that
children in institutional care develop less favourably compared to children in foster care.
As a possible explanation for this result, they mentioned that foster care provides more
positive care experiences because it is a relatively stable placement with early admission
to care and, as opposed to institutional care, a limited number of different caregivers.
Their study did not adjust for pre-care characteristics. As some studies indicate (Barth,
Greeson, Green, Hurley, & Sisson, 2007; Berger, Bruch, Johnson, James, & Rubin, 2009;
Vermaes & Nijhof, 2014), children who are most disturbed and in need of specialized
treatment are often not selected for foster care.

Institutional care for children: EBT versus CAU
Even though research findings on the effectiveness of institutional versus noninstitutional care are not consistent, it can be assumed that institutional care will
be needed for a certain group of children, and it is therefore important to address
the differences between several kinds of institutional care. Institutional youth care
is carried out in 24-hour care facilities for children and youth with emotional and
behavioural problems (Boendermaker, Van Rooijen, & Berg, 2012; Lee & Thompson,
2007). These facilities aim to provide a safe and structured environment in which the
child receives either regular (long-term) care to be able to grow up in a sound manner
(institutional CAU), or regular care combined with (short-term) specific child- and
family-centered treatments from multidisciplinary teams that create individual care
or treatment plans for each child (Preyde, Adams, Cameron, & Frensch, 2009), that
is, institutional EBT. Institutional EBT contains group as well as individual treatment,
which is mostly based on behavioural, cognitive and solution focused treatment
models (Rose, 2014; Van der Helm & Hanrath, 2011; Whittaker, Del Valle, & Holmes,
2015). For a recent overview of evidence-based treatment methods applied in
institutional settings, see James, Alemi, and Zepeda (2013). Examples of group based
programs are EQUIP (Van Stam et al., 2014) and Re-Art (Hoogsteder et al., 2014). In
many economically developed countries the services provided by the institutions
are defined, regulated and (governmentally) monitored on the basis of guidelines,
principles and standardized assessment of performances (Behar, Friedman, Pinto,
Katz-Leavy, & Jones, 2007; Gudbransson, 2008).
In their meta-analysis on the effectiveness and implementation of evidence-based
practices in institutional care settings, James et al. (2013) demonstrated that EBT can be
implemented and tested within the context of institutional care, and notwithstanding
the limitations within the underlying studies, they found overall encouraging outcomes
that indicated improvements in multiple domains of functioning. However, this meta-
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analysis mainly concerned (late) adolescents, and may not be representative for children
of primary school age and early adolescence.

Selection factors
As mentioned earlier, the type and severity of the problems, as well as the age of
the child may determine whether a child is referred to institutional or non-institutional
care. Youths who are placed out of their family home tend to display more problems,
fewer strengths, and more risk factors than youth who remain at home (Farmer, Mustillo,
Burns, & Holden, 2008). Risk factors may pertain to child maltreatment, persistent
juvenile delinquency or both. Notably, Asscher, Van der Put and Stams (2015) showed
that many juvenile delinquents, in particular girls, have a history of child maltreatment.
Stith et al. (2009), in their meta-analytic review, found that parent characteristics
(parent anger/hyper-reactivity, parent perceiving the child as a problem, parent’s
level of stress, parent self-esteem) and family factors (high family conflict, low family
cohesion, low parent-child relationship quality) were most predictive of physical abuse
and neglect. Assink et al. (2015) conducted a meta-analytic review on risk factors for
persistent juvenile delinquency, and they found relatively large effects for the criminal
history, aggressive behaviour, and alcohol/drug abuse domains, and small effects for
the family, neurocognitive and attitude domains. The physical health, background and
neighbourhood domains did not yield significant effects. Farmer, Southerland, Mustillo,
and Burns (2009) showed that the likelihood of moving back home after institutional
care was related to race, age, gender, family income and total child behaviour
problems. Decreased strengths and more child-level risk factors predicted instability
of reunification. Generally, the accumulation of risk factors may result in less positive
outcomes (Evans, Li, & Whipple, 2013). To summarize, parent and family factors as well
as behavioural problems, skills and delinquency may explain referral to institutional or
non-institutional care. The extent to which the (dynamic) risk factors are diminished
during treatment, as well as certain (static) background variables, may influence the
chance of moving back home successfully.

Previous meta-analyses addressing institutional versus non-institutional
care
Although there is a vast body of research examining the outcomes of institutional
care for children and adolescents, it is still unclear whether institutional youth care
yields better or worse outcomes compared to non-institutional youth care (Preyde et
al., 2009). Institutional youth care is very costly (Frensch & Cameron, 2002), and with a
shift towards more community and strengths based care, it is important to investigate
outcomes of institutional youth care compared to alternatives, by means of metaanalytic reviews (James, 2011; Ziviani, Feeneey, Cuskelly, Meredith, & Hunt, 2012).
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Recently two meta-analytic studies have been performed comparing institutional
youth care to non-institutional youth care. Van den Dries et al. (2009) focused on children
under the age of four and found that, compared to children raised in institutions, (early)
adopted children had more secure attachment relationships with their caregivers. De
Swart et al. (2012) examined outcomes of institutional youth care over the past three
decades for youth and young adults up to 23 years of age. In this study, it was concluded
that institutional youth care can be equally effective as non-institutional youth care.
Furthermore, De Swart et al. (2012) showed that institutional evidence-based treatment
yielded better outcomes than institutional care as usual.
The study of De Swart et al. (2012) focused on a broad age range, and did not
differentiate between several kinds of outcomes within the studies. For several reasons,
which are outlined in the next paragraph, it is important to address outcomes of
institutional care compared to non-institutional care for primary school age children
and early adolescents in a separate meta-analytic study. This will add to existing
knowledge about the effects of institutional youth care, and hopefully assist those who
refer children to institutional care or other types of care.

The present study
The present study examines the outcomes of institutional youth care compared
to non-institutional care and the outcomes of institutional evidence-based treatment
(EBT) compared to institutional care as usual (CAU) for primary school age children and
early adolescents. This meta-analysis is based on the meta-analysis of De Swart et al.
(2012), but there are two main differences. First, the present meta-analysis focuses on
the younger age group (children mainly in the range from 4-14 years, with a maximum
of 17 years), whereas De Swart et al. (2012) primarily focused on adolescents and young
adults (mainly in the range from 14-18 years, with a maximum age of 23). These different
age groups have different cognitive abilities and developmental tasks and are subject
to different socialization practices. Children and young adolescents are thought to
be more vulnerable to the separation from their parents, whereas (late) adolescents
regularly have formed their own identity and have attained more independence from
their parents (De Wit, Slot, & van Aken, 2013). Because of these specific differences, it
is important to increase the knowledge on effectiveness of institutional care in the
younger age group, and be able to distinguish between different outcome measures.
The second main difference from De Swart et al. (2012) is that the present study uses
multilevel techniques in order to be able to include more effect sizes of the same study,
increasing statistical power and allowing the examination of more moderators than can
be achieved in a standard meta-analysis.
The purpose of this multilevel meta-analysis is to examine the effects of institutional
youth care on behaviour problems (externalizing, internalizing and total), skills (social
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and cognitive) and delinquency in primary school age children and early adolescents. To
accomplish this, four comparisons have been made. First, institutional Evidence-Based
Treatment (EBT), i.e., structured (individual and group) treatment based on theoretical
and empirical evidence (mostly behavioural, cognitive and solution focused therapies),
is compared to institutional Care As Usual (CAU), i.e., group care offering daily care
and structure, mostly in a (psychiatric) living group setting. Second, institutional EBT is
compared to non-institutional EBT, such as Functional Family Therapy. Third, institutional
CAU is compared to non-institutional EBT. Fourth, institutional CAU is compared
to non-institutional CAU, mostly foster care. In addition, the following moderators
were also examined because of their possible relevance for the interpretation of the
outcomes: year of publication, journal impact factor, study quality, study design, time
of measurement, type of intervention, data source, sex, mean age, percentage of girls,
target group, ethnicity and control for pre-test differences in outcomes between the
experimental and control group.

METHODS
Study selection
Three search methods were used to collect the studies. First, we collected the
studies with children and youth between 4 and 17 years old that De Swart et al. (2012)
included in their meta-analysis. Second, we searched for studies on a broad domain
of institutional youth care in the period from 1970 to 2013 in electronic databases:
ScienceDirect, PsychInfo, Picarta, Springerlink, ERIC, Medline and Google Scholar. We
used the following keywords in various combinations: residential care, institutional care,
group care, foster care, child, youth, comparison and effectiveness. Finally, we searched
in the reference lists of all eligible studies. Two researchers applied the search strategy
independently of each other.

Inclusion criteria
Studies were included if (1) the (quasi-) experimental group received institutional EBT
or institutional CAU; (2) the control group received institutional CAU, non-institutional
EBT, or non-institutional CAU; (3) the average age of the children was under 15, and the
total age range fell between 4 and 17 years; (4) studies provided at least post-test scores
or follow-up scores in order to be able calculate effect sizes for differences between the
experimental and control group; and (5) studies were published.
The search led to a total of 9 new studies that had not been included in the De
Swart et al. 2012 meta-analysis. From the meta-analysis of De Swart et al., 15 studies
were selected. All 24 studies were read by three researchers. In several meetings the
researchers reached consensus on which of the studies would be included. Out of the
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9 new studies, 4 could be included in the meta-analysis. Reasons for exclusion were
mainly that the maximum age of the total population was too high, or that the study
compared different groups but did not have a control group. This strategy finally
resulted in a total of 19 studies (N = 15,526 children and youth) meeting the inclusion
criteria (see Table 1).

Coding the studies
Within the studies that met the inclusion criteria, three researchers searched for
available outcome variables and consensus was reached to categorize them as total
behaviour problems, externalizing behaviour problems, internalizing behaviour
problems, social skills, cognitive skills and delinquency.
Two researchers coded the first three studies together. Subsequently, the other sixteen
studies were divided between the two researchers and were coded independently.
Additionally, a third researcher coded eight of the studies by random selection. Interrater agreement was analysed by calculating the percentage of agreement, using
Kappa for categorical variables and intraclass correlation for interval and ratio variables.
The inter-rater reliability proved to be satisfactory, with Kappa’s ranging from .834 to
1.000, and intraclass correlations ranging from .963 to 1.000. In a few cases an initial
disagreement occurred about the type of comparison. More specifically, the question
was raised whether certain treatment methods could be counted as evidence-based
or not. Again this was discussed, and consensus was reached after consulting with an
expert in the field of evidence-based treatment. When computed effect sizes were not
the same among researchers, the differences were only marginal (in the third decimal
place) and resolved after discussion. These effect sizes were re-calculated using the
right numbers.
When coding the studies, the institutional group was always the experimental group
and the non-institutional group was the control group. In cases of two institutional
groups, the group receiving evidence-based treatment was regarded as the experimental
group. In 9 of the 19 included studies, pre-test effect sizes could be subtracted from
the post-test effect sizes. This was done in order to account for initial group differences
between the experimental and control group. A moderator was added to distinguish
between the two types of studies (accounted for pre-test differences, yes or no).
Each study included in the meta-analysis was coded for methodological and sample
characteristics. Methodological characteristics were year of publication, journal impact
factor, study quality, study design, time of measurement, type of comparison, type
of intervention, and the data source. A study quality index (QI) was used to evaluate
the study quality (Downs & Black, 1998). Sample characteristics were mean age, sex,
percentage of girls, target group, ethnicity and the outcome variables.
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These moderators were divided into continuous moderators and discrete
moderators. Continuous moderators were year of publication, journal impact factor,
study quality, mean age, percentage of girls and ethnicity (percentage of non-Caucasian
participants). Discrete moderators were sex (boys or mixed), time of measurement (posttest or follow-up), control on pre-test (yes or no), type of comparison (institutional EBT
vs non-institutional EBT, institutional EBT vs institutional CAU, institutional CAU vs noninstitutional EBT and institutional CAU vs non-institutional CAU), study design (matched,
non-matched or RCT), type of intervention (behavioural treatment, cognitive behaviour
therapy, skills training, system treatment or no treatment), target group (civil, criminal,
psychiatric or mixed), data source (official report, parent report, professional report or
mixed) and the outcomes (total behaviour problems, externalizing behaviour problems,
internalizing behaviour problems, social skills, cognitive skills or delinquency).

Publication bias
Studies reporting strong significant associations are more likely to be accepted for
publication in a journal. Therefore, studies that report less strong significant associations
are more difficult to find. Subsequently, conclusions of this meta-analysis may be
incomplete, which is called the file drawer problem (Rosenthal & Hernstein, 1979). File
drawer bias was examined using a funnel plot of the distribution of effect sizes. Each
individual study’s effect size is plotted on the horizontal axis against its sample size,
standard error or precision (the reciprocal of the standard error) on the vertical axis.
The distribution of effect sizes should be shaped as a funnel if no publication bias is
present since the more numerous studies with small sample sizes are expected to show
a larger variation in the magnitude of effect sizes than the less numerous studies with
large effect sizes. A violation of funnel plot symmetry reflects publication bias, that is,
a selective inclusion of studies showing positive or negative outcomes (Sutton, Duval,
Tweedie, Abrams, & Jones, 2000). Funnel plot asymmetry was tested by regressing the
standard normal deviate, defined as the effect size divided by its standard error, against
the estimate’s precision (the inverse of the standard error) that largely depends on
sample size (see Egger, Smith, Schneider, & Minder, 1997). If there is asymmetry, the
regression line does not run through the origin and the intercept significantly deviates
from zero.

33

2

34

15

13

15

17

15

16

17

15

3,63

0,00

Henggeler et 4,98
al. (2003)

2,97

James et al.
(2012)

Kazdin (1987) 4,46

4,98

Frensch et al.
(2009)

Henggeler et 4,98
al, (1999)

1,28

Berger et al.
(2009)

Kolko et al.
(1990)

Leve and
Chamberlain
(2005)

Mattejat et al. 2,38
(2001)

16

14

2,21

Barth et al.
(2007)

Study
quality
rating

Impact
factor
journal

Study
(publication
year)

Table 1. Study characteristics.

Western
Europe

North
America

Western
Europe

North
America

North
America

North
America

North
America

North
America

Western
Europe

North
America

World
part of
origin

RCT

RCT
Follow-up

Post-test

Inst CAU –
Noninst EBT

Behaviour
modification

Behaviour
modification

Behaviour
modification

RCT

Behaviour
modification

CBT

Post-test
Behaviour
and follow- modification
up

Post-test

Matched Post-test
control

Non
Post-test
CBT
matched and followup

Inst CAU –
RCT
Noninst CAU

Inst EBT –
Inst CAU

Inst EBT –
Noninst EBT

Behaviour
modification

Behaviour
modification

Sex
Mixed

Mixed

Mixed

Mixed

68

153

56

37

Mixed

Mixed

Mixed

Mixed

1191 Mixed

160

113

210

2453 Mixed

786

Intervention
institutional N

Non
Post-test
CBT
matched and followup

Inst CAU –
Matched Post-test
Noninst CAU control

Inst CAU –
Noninst EBT

Inst CAU –
Noninst EBT

Inst EBT –
Noninst EBT

Inst CAU –
Matched Follow-up
Noninst CAU control

Matched Follow-up
control

Comparison Design
Inst CAU –
Noninst EBT

Time of
measurement

11,90

14,88

10,35

10,90

8,95

12,90

13,00

11,55

9,62

11,42

Unknown

21,57

50,32

23,20

58,70

67

66

2

52

39,35

Percentage
Average nonage
Caucasian

Yes

Yes

No

No

No

Psychiatric Yes

Civil

Psychiatric Yes

Psychiatric Yes

Civil

Psychiatric No

4

1

1

10

3

3

5

2

3

1

Control N of
on pre- effect
test
sizes

Psychiatric Yes

Civil

Civil

Civil

Target
group

Chapter 2

15

17

1,12

0,00

1,27

1,17

0,00

Preyde et al.
(2009)

Preyde et al.
(2011)

Robst et al.
(2011)

Ryan et al.
(2008)

Scholte and
Van der
Ploeg (2003)

Thompson et 1,12
al. (1996)

Wilmshurst
(2002)

0,00

13

0,00

Moody
(1997)

18

16

12

13

11

18

0,67

McCrae et al.
(2010)

Study
quality
rating

Impact
factor
journal

Study
(publication
year)

North
America

North
America

Western
Europe

North
America

North
America

North
America

North
America

North
America

North
America

World
part of
origin
Time of
measurement

Inst EBT –
Noninst EBT

Inst EBT –
Inst CAU
Non
Postmatched test and
Follow-up

Non
Post-test
matched

Non
Post-test
matched

Skills

Skills

Skills

Behaviour
modification

Behaviour
modification

Non
Post-test
Behaviour
matched and follow- modification
up

Inst CAU –
Matched Post-test
Noninst CAU control
Inst EBT –
Noninst EBT

Behaviour
modification

Behaviour
modification

Sex

Mixed

Mixed

Mixed

Boys

Mixed

65

587

105

Mixed

Mixed

Mixed

8226 Mixed

842

112

210

28

124

Intervention
institutional N

Non
Post-test
Behaviour
matched and follow- modification
up

Non
Post-test
matched

Inst CAU –
Matched Post-test
Noninst CAU control

Inst CAU –
Noninst EBT

Inst CAU –
Noninst EBT

Inst EBT –
Inst CAU

Inst CAU –
Matched Post-test
Noninst CAU control

Comparison Design

Table 1. Study characteristics. (Continued)

Unknown

Unknown

89,29

67,70

10,74

14,55

14,90

8,45

5

29,60

35

83

Unknown 52,20

11,57

13,91

14,30

12,25

Percentage
Average nonage
Caucasian

Civil

Mixed

Mixed

Civil

Civil

Civil

Civil

Criminal

Civil

Target
group

5
3
5
3
1
1
3

1
8

Yes
Yes
Yes
Yes
Yes
No
No

Yes
Yes

Control N of
on pre- effect
test
sizes

Outcome of institutional youth care for children

2

35

Chapter 2

Analysis
For each of the studies Cohen’s d was calculated for the effectiveness of institutional
youth care on the basis of differences between institutional and non-institutional youth
care and difference between evidence-based institutional treatment and institutional
care as usual. Both the post-test data and the follow-up data were used. Effect sizes
were calculated on the basis of means and standard deviations, percentages and t-, F-,
χ2-, p-values. For this purpose, Wilson’s effect size determination program (Wilson, 2001)
was used. An effect size of d = 0.20 is considered as small, an effect size of d = 0.50 is
considered as medium and an effect size of d = 0.80 is considered as large (Cohen, 1988).
Outliers were checked on the basis of z-values larger than 3.29 or smaller than -3.29 (p <
0.005; Tabachnick & Fidell, 2001). No outliers were found. After that, categorical variables
were turned into dichotomous dummy codes and continuous moderator variables were
centred around their mean in order to be able to conduct multilevel meta-analysis.
The homogeneity of the combined, total effect size was tested with a z-test of the
between study variance (total study variance divided by its standard error). If this z-test
is significant, there is heterogeneity. In case of significant heterogeneity, moderators
may account for differences between studies, and it is imperative to conduct categorical
and/or continuous moderator analyses.
Finally, multilevel analysis was conducted by using the program MLwiN (Hox, 2002).
The multilevel random effects model takes the hierarchical structure of the data into
account in which the effect sizes (the lowest level) are nested within studies (the highest
level). Iterative maximum likelihood procedures were applied to estimate unknown
parameters.

RESULTS
This meta-analysis included 19 studies, comprising 63 effect sizes, with the results
based on N = 15.526 children and youth between the ages of 4 and 17 years. Table
2 shows a representation of the overall mean effect size and the significant discrete
moderators. The overall mean effect size was d = -0.02. The individual study effect sizes
ranged from -1.14 to 1.56. Possible publication bias was examined by testing funnel plot
asymmetry. The standard normal deviate was regressed against the estimate’s precision.
As the intercept did not significantly deviate from zero (t = 1.879; p = 0.08), there was
no indication of funnel plot asymmetry and therefore no indication of publication bias.
These findings suggest that the mean effect size can be considered robust. Finally,
the overall mean effect size proved to be heterogeneous (z = 2.875), indicating that
the effect was not the same in all studies. This is a precondition to be able to expect
significant outcomes from moderator analyses.
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Table 2 shows that type of comparison was a significant moderator: χ2 (3) = 8.932,
p < .05. The reference category was the comparison between institutional evidencebased treatment and non-institutional evidence-based treatment (d = 0.342, ns). The
institutional Care As Usual (CAU) versus non-institutional CAU comparison differed
significantly from the reference group comparison (z = 2.601, p < .01), yielding a smallto-medium negative significant effect (d = -0.342; z = 2.280, p < .05). This means that
children in non-institutional CAU, mostly foster care, had somewhat better outcomes
than children in institutional CAU, whereas there were no significant differences in the
effects of EBT between institutional and non-institutional care.
Another moderator variable with a significant effect was study design: χ2 (2) = 9.656,
p < 0.01. Non-matched studies differed significantly from matched studies: z = 3.217, p <
0.01. Matched studies yielded a negative and significant effect size (d = -0.309; z = 2.255,
p < 0.05), whereas non-matched studies showed a positive and significant effect size
(d = 0.299; z = 2.300, p < 0.05). The non-matched studies showed better outcomes for
children in institutional youth care and the matched studies showed better outcomes
for children in non-institutional youth care.
Table 2. Results for the overall mean effect size and discrete moderators (bivariate models).
Moderator variables
Overall

# Studies

# ES

Mean d

z1

19

63

-0.018

0.176

RC

z2

Fit χ2

2.875**

Type of Comparison
Inst EBT vs Noninst EBT (RG)

3

20

0.342

1.591

Inst EBT vs Inst CAU

4

8

0.285

1.397+

-0.057

0.193

Inst CAU vs Noninst EBT

6

21

-0.038

0.252

-0.380

1.445

Inst CAU vs Noninst CAU

6

14

-0.342

2.280*

-0.684

2.601**

7

15

-0.309

2.255*

Study Design
Matched (RG)

Heterogeneity

Non Matched

8

35

0.299

2.300*

0.608

3.217**

RCT

4

13

-0.131

0.712

0.177

0.773

Total problems (RG)

11

14

0.035

0.343

Externalizing behaviour

10

13

0.168

1.680

0.133

2.180*

Type of Outcome

Internalizing behaviour

10

13

-0.051

0.510

-0.085

1.393

Social skills

4

6

0.089

0.605

0.054

0.409

Cognitive skills

9

12

0.051

0.490

0.016

0.208

Delinquency

5

5

-0.329

2.179*

-0.364

2.318*

2.804**

8.932*

2.814**

9.656**

2.833**

25.115***

Note. RG = reference group; # Studies = number of studies; # ES = number of effect sizes; Mean d = mean effect size;
z1 = significance of moderator; RC = slope; z2 = differences in mean d with reference group; Heterogeneity = within class
heterogeneity (z); Fit = difference with model without moderators (χ2); + = one-sided trend = 0.08.
* p < 0.05.
** p < 0.01.
*** p < 0.001.
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Finally, type of outcome was a significant moderator: χ2 (5) = 25.115, p < 0.001.
Delinquency differed significantly from the reference group, which was total problems:
z = 2.318, p = 0.05, yielding a small-to-medium negative significant effect (d = -0.329;
z = 2.179, p < 0.05). This means that children in institutional youth care showed more
delinquent behaviour compared to children in non-institutional youth care. The other
outcome categories did not show a significant effect, and were therefore not mentioned
in Table 2.
Table 3 shows the results for the continuous moderators. Year of publication was
a significant moderator (z = 2.692, p < 0.01), indicating that earlier published studies
were associated with larger effect sizes (β1 = -0.035). Also with regard to sex of the child
a significant moderating effect was found (z = 2.500, p < 0.05). Studies with a high
percentage of females were associated with smaller effect sizes (β1 = -0.015).
Table 3. Results for the continuous moderators (bivariate models).
Moderator variables

# Studies

# ES

β0 (SE)

β1 (SE)

z

Heterogeneity

Fit χ2

19

63

0.055 (0.089)

-0.035

2.692**

2.800**

6.806**

Methodological moderator
Year of publication
Sample characteristic
Girls exp. Group

19

45

-0.060 (0.089)

-0.013

2.167*

2.558*

4.966*

Girls cont. group

19

45

-0.070 (0.089)

-0.013

2.167*

2.545*

4.586*

Total girls

19

63

0.022 (0.092)

-0.015

2.500*

2.840**

5.696*

Note. # Studies = number of studies; # ES = number of effect sizes; β0 (SE) = intercept; β1 (SE) = slope; z = significance of
moderator; Heterogeneity = within class heterogeneity (z); Fit = difference with model without moderators (χ2).
* p < 0.05.
** p < 0.01.

DISCUSSION
The purpose of the present meta-analysis was to examine the outcome of
institutional youth care compared to non-institutional care and the outcome of
institutional evidence-based treatment (EBT) compared to institutional care as usual
(CAU) for primary school age children and early adolescents. This differs from the metaanalysis of De Swart et al. (2012), which had a broader age range and focused primarily
on middle and late adolescents and young adults. In addition, the present study uses
multilevel techniques in order to be able to include more effect sizes of the same study,
preserving all relevant information, which increases statistical power and enables the
examination of more moderators than can be achieved in a standard meta-analysis.
The main conclusion is that institutional CAU showed a small-to-medium negative
significant effect compared to non-institutional CAU (d = -0.342). This indicates that
children in non-institutional CAU, mostly foster care, had somewhat better outcomes
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than children in institutional CAU, which is regular group care offering daily care
and structure in a (psychiatric) living group setting. This conclusion is in line with
the retrospective study by Dregan and Gulliford (2012). They found that children in
institutional youth care develop less favourably compared to children in foster care,
and institutional care is associated with increased risk of adult criminal convictions
and depression. Our findings differ from those in the meta-analytic study of the De
Swart et al. (2012), which focused on a broader age range, with an overrepresentation
of late adolescents and young adults. Although De Swart et al. (2012) found that noninstitutional CAU had slightly better outcomes than institutional CAU, this difference
just failed to reach statistical significance. Notably, selection effects should be taken into
account when interpreting this result, because children with more complex problems
generally require more intensive and specialized treatment (Evans et al., 2013; Farmer et
al, 2008; Stith et al., 2009). This specialized treatment can be provided in non-institutional
care, but may increase the risk for placement disruptions (Oosterman et al., 2006; Van
Oijen, 2010; Vanschoonlandt, Vanderfaeillie, Van Holen, De Maever, & Andries, 2012).
As a result, these children may be referred less often to foster care. Sometimes children
start in foster care and are later referred to institutional care because of the severity of
their problems (Hussey & Guo, 2005).
No differences were found between institutional and non-institutional youth care
when institutional treatment was evidence-based, which is in line with findings from
the meta-analysis of De Swart et al. (2012). However, we did not find a significant
advantage in providing youth with institutional EBT instead of institutional CAU.
De Swart et al. (2012) found a significant difference between institutional EBT and
institutional CAU for middle and late adolescents as well as young adults, with better
outcomes for institutional EBT. In the present study the effect size was small-to-medium
in favour of institutional EBT for children and young adolescents, but did not reach
significance. A possible explanation for this result is a lack of treatment integrity, which is
a shortcoming in the application of evidence-based treatment methods in institutional
care (James et al., 2013). Another possible explanation is that group workers may not be
responsive enough to the individual needs of the children in their group, which would
be a basic requirement to be able to generate positive results of institutional EBT (Van
der Helm, 2011). Variations in the way children adapt to institutional care do not only
depend on importation factors (Gover, MacKenzie, & Armstrong, 2000; Hussey & Guo,
2005), i.e. characteristics of individuals before entering institutional care shaping their
adjustment, but also on environmental factors, such as the living group climate. Recent
studies on this topic, mainly performed in forensic settings, suggest that group climate
factors influence treatment outcomes. For example, Van der Helm, Klapwijk, Stams,
and Van der Laan (2009) and Schubert et al. (2012) showed that a positive or ‘open’
living group climate characterized by warmth and responsiveness from group workers,
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opportunities for development, and a safe and structured environment, had a positive
effect on the treatment of juvenile delinquents. A ‘closed’ or repressive climate, on the
other hand, has been found to be associated with negative developmental outcomes
and aggression (Van der Helm, Stams, Van Genabeek, & Van der Laan, 2012). Therapeutic
alliance has also been identified in the literature as a predictor of positive treatment
outcomes and can be influenced (Harder, Knorth, & Kalverboer, 2012; Hurley, Lambert,
Van Ryzin, Sullivan, & Stevens, 2013; Karver, Handelsman, Fields, & Bickman, 2006). In
addition, although there is abundant evidence indicating the prevalence of trauma
exposure among youth in institutional care, few models exist for creating traumainformed milieu treatment (Brown, McCauley, Navalta, & Saxe, 2013), which could also
hamper better results for institutional EBT.
Moderator analyses indicated that the design of the studies influenced the
conclusion about the effectiveness of institutional youth care. Institutional youth care
showed better outcomes in non-matched studies, whereas matched studies showed
less favourable outcomes for institutional youth care. A possible explanation is that
a relatively greater therapeutic gain can be achieved when problem rates are higher
at the start, which is often the case in institutional care (Barth et al, 2007, Berger et
al., 2009). The main benefit of matching studies is high internal conclusion validity,
because the participants in the experimental group and control group are supposed to
be comparable. For this reason, more value is attached to the outcomes of the matched
studies, which yield less positive results for institutional youth care. Notably, a possible
drawback of matching is that children with the most severe problems are often left out
of the analyses because they are less likely to match with juveniles in the control group.
This may violate the external validity or, in other words, clinical representativeness of
studies using a matched control design (Goodman et al., 1997).
In contrast to the study of De Swart et al. (2012), the present study showed a
significant moderator effect for delinquency. Children in institutional youth care showed
more delinquent behaviour compared to children in non-institutional youth care.
Differences between institutional and non-institutional care with regard to delinquent
problem behaviour may be more extreme in the younger age group, because presently
a (young) child is only referred to institutional care when no other options are available.
Other types of outcomes did not show significant differences between institutional and
non-institutional care in this meta-analysis, which is in line with results reported by De
Swart et al. (2012).
Finally, significant moderating effects were found for year of publication and sex of the
child. Studies that were published more recently and studies with a higher percentage
of females yielded smaller effect sizes. This first finding may be explained by the fact that
statistical techniques, such as propensity score matching, have become more advanced
over time, which enables better control for multiple confounders that are responsible for
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differences between institutional and non-institutional care. In addition, and probably
even more important, growing insights into offering qualitatively good institutional
care may have diminished the differences between institutional and non-institutional
youth care (Farrington & Welsh, 2006). The association between sex of the child and
magnitude of the effect sizes could be explained by the fact that girls in institutional
care seem to suffer more from neglect (Gunther Moor, 2011) and more often have a
history of trauma and sexual abuse, resulting in relatively more internalizing problems
(Zurbriggen, Gobin, & Freyd, 2010). Research indicates that children with externalizing
behavioural problems seem to make more progress in institutional care than youth with
internalizing behavioural problems, which are mostly girls (Knorth, Harder, Zandberg,
& Kendrick, 2007). This could be an explanation for the smaller differences between
institutional and non-institutional youth care when the percentage of girls increases.

Implications for future research
In the first place, given the non-significant and small-to-medium effect size of the
comparison between institutional EBT and institutional CAU, more research is necessary
to examine the effectiveness of evidence-based treatment in institutional youth care
for children. Future research should focus on the conditions that make established
treatment methods work in institutional youth care for (young) children: what works
for whom and under what circumstances? An interesting discussion on this topic,
introducing a new model on translational research for the field of residential child care,
is found in Nunno, Sellers and Holden (2014).
Furthermore, in general, future effect studies focusing on institutional care versus
alternatives should report more information on (cumulative) risk factors (Evans et al,
2013; Farmer et al, 2008; Stith et al, 2009), because changes in dynamic risk factors
are critical to establish the effects of the care provided. In many effect studies hardly
any information is reported on parent and family factors. Tools that assist clinicians in
identifying and matching the level of risk to the intensity of treatment are available; see,
for example Augimeri et al. (2012). In addition, protective factors should be examined
in future studies, which is in line with the shift towards strengths-based care (Kumpfer
& Alvarado, 2003). Results on changes in risk and protective factors would enable
refinements of future meta-analytic studies.
Another recommendation for future effect studies is to use child self-report
measures. Self-report measures can be a valuable supplement to the official, parental
and professional reports (Dunn et al., 2010). Yet another important factor to be taken
into account in future studies is IQ. Many children in institutional youth care have a
mild intellectual disability, which can have a great impact on treatment results (Van
Niewenhuijzen, Vriens, Scheepmaker, Smit, & Porton, 2011).
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Implications for policy and practice
One of the main conclusions of this study is that non-institutional CAU had slightly
better outcomes than institutional CAU, which supports the idea that institutional care
should be considered as a last resort, to be used only when non-residential alternatives
are less appropriate. When problems are too severe and institutional care seems to be
the best choice given the situation, it is recommended that attention be paid to the
living group climate, therapeutic alliances and trauma-sensitiveness as preconditions
to be able to provide adequate (evidence-based) institutional care for children. These
factors should be regularly monitored, and group workers should receive proper training
and coaching in order to make necessary improvements and enable children to express
their thoughts and feelings about living in a residential setting more easily (Hunt, 2010;
Leichtman, 2008). For example, promoting positive outcomes for children with a special
emphasis on developing safer environments and healthy relationships is described in
the Children and Residential Experiences (CARE) programme (Holden, 2009).

Limitations of the study
A general limitation of meta-analysis is that it cannot account for all underlying
differences between studies by means of moderator analyses, such as the impact of
culture and care systems among countries (Weisz, Ugueto, et al., 2013). There are also
some technical limitations of this meta-analysis that should be noted. First, in some
moderator categories the number of effect sizes was very small, which may have
resulted in less reliable outcomes. Second, not every study reported the range of the
age of the children. When a mean age lower than 15 years was reported without the
exact age range, the study was included. As a result, we do not know if the children
included in these studies were mainly primary school age children or early adolescents,
which hampers more specific generalizability of our study findings. Another limitation
is that evidence-based treatment (EBT) and care as usual (CAU) are broadly defined
categories. The limited number of studies and effect sizes did not allow making more
refined comparisons between different kinds of treatments.

CONCLUSION
Despite its limitations, this meta-analysis provides new insights into the outcome
of institutional youth care compared to non-institutional youth care and the outcome
of institutional evidence-based treatment (EBT) compared to institutional care as usual
(CAU) for children of primary school age and early adolescence. Also, the application of
multi-level analysis made it possible to include more effect sizes than can be achieved
with regular meta-analysis and to examine more moderators. This study indicates that a
particular group of children seems to have better outcomes in non-institutional care as
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usual, such as foster care, compared to institutional care. An explanation is that a more
stable (family) environment provides better conditions for development and treatment,
such as the development of secure child-caregiver attachment relationships (Dozier
et al., 2014). Additionally, within such an environment, children may be less affected
by negative peer influences (Aguilar-Vafaie et al, 2011; Whitehead et al., 2007). When
problems are too severe to treat at home or in foster care, specialized institutional
treatment may still be required. In order to offer optimal (evidence-based) care within
institutions, one should besides child and family related characteristics (risk and
protective factors) also take environmental factors (e.g., group climate) and therapeutic
alliance into account, and provide a trauma-sensitive treatment milieu. Making careful
decisions in referring children to specific forms of care prevents problems from
getting worse later in life and diminishes recidivism and re-entry in care, thereby also
diminishing costs for society in the long term.
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ABSTRACT
Objective: This study describes the development and validation of the Group Climate
Instrument for Children aged 8 to 15 years, which purports to measure the quality of
group climate in residential care.
Methods: A confirmatory factor analysis was performed on data of 117 children in Dutch
residential youth care. Reliability analysis was performed and concurrent validity was
tested.
Results: An adequate fit of a two-factor model indicated construct validity of the
GCIC 8-15. Reliability coefficients were good, and a significant correlation between
perceived group climate and treatment motivation supported concurrent validity.
Conclusions: The GCIC 8-15 can be used to identify positive and negative aspects of
group climate in residential youth care, and enables further group climate research with
children.
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INTRODUCTION
In the Netherlands around 42.000 children and adolescents are currently unable
to live with their parents for various reasons. Problems are mostly related to problem
behaviour of the child (anti-social, aggression) and/or to problems in the home situation,
such as violence, abuse or neglect (Boendermaker, Van Rooijen, & Berg, 2012; Scholte &
Van der Ploeg, 2006). More than 25.000 of these young people are living in a residential
care setting (Jongepier & Struijk, 2008). In general, residential care is considered a ‘last
resort’ when other approaches (e.g., foster care) have failed (Frensch & Cameron, 2002).
Like in other countries, residential youth care is a continuous subject of debate in the
Netherlands. Residential treatment is the most intensive and costly component of all
child care systems. Questions are raised about effectiveness, healthy child development
and even possible harm done (Chor, McClelland, Weiner, Jordan, & Lyons, 2012; Frensch
& Cameron, 2002; Scholte & Van der Ploeg, 2006; Sunseri, 2001, 2005). It is increasingly
argued that psychometrically sound, client-guided monitoring instruments are needed
in order to continuously evaluate the quality of residential care (Cunningham, Duffee,
Huang, Steinke, & Naccarato, 2009; Kelley, Vides de Andrade, Sheffer, & Bickman, 2010;
Lee & McMillen, 2008; Weisz et al., 2011), enabling improvements.
According to international treaties, if a child is taken out of his or her home
environment, this should not be longer than necessary, and should serve developmental
goals (Höfte, Van der Helm, & Stams, 2012). Trained group workers are mainly responsible
for establishing a supportive climate within residential care settings, which is suited for
optimal development (Pazaratz, 2000; Van der Helm, 2011). This is important, as these
young children are extremely vulnerable and develop rapidly at the physical, affective
and cognitive level. A negative climate in residential care could be detrimental for
development (Frame, Berrick, & Brodowski, 2000).
In a residential living group, group workers temporarily take over parenting tasks.
Child rearing and education in residential youth care are complex and demanding
tasks, because many children do not stay in residential care voluntarily. They often
resent being there, and remain loyal to their parents, even when they do not wish to be
reunited with them (Sen & Broadhurst, 2011). It is therefore a great challenge for group
workers to take on a parenting role and be sensitive and responsive to children’s needs;
especially when children show aggressive behaviour. It has been argued that a positive
living group climate is a necessary condition to establish warm and nurturing caregiver
child relationships in residential child and youth care (Chance, Dickson, Bennett, & Stone,
2010; Doroshow, 2012; Fulcher, 2001), but very little research has been conducted on
living group climate in residential care for children and young adolescents (Marshall &
Burton, 2010; Souverein, Stams, & Van der Helm, 2013).
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Living group climate
A positive or ‘open’ climate can be characterised by warmth and responsiveness from
group workers, opportunities for development, and a safe and structured environment
in which children and group workers treat each other with respect (Van der Helm,
Stams, & Van der Laan, 2011). Maintaining an open group climate requires a balance
between responsiveness and keeping order to maintain a structured environment. In
other words, it is important that group workers combine therapeutic flexibility (needed
for therapeutic goals) with control (to avert chaos and anarchy at the group) (Van der
Helm et al., 2011). This turns out to be a fragile balance, as the group climate can readily
turn into a ‘closed’ or repressive climate (Van der Helm & Stams, 2012).
A repressive or‘closed’group climate (Toch, 2008; Toch & Kupers, 2007) is characterised
by an extremely asymmetric balance of power, great dependency on staff, lack of mutual
respect, emphasis on incremental and haphazard rules and punishment (‘chickenshit
rules’), aggression, boredom, hopelessness, fear and lack of protection (Harvey, 2005;
Liebling & Maruna, 2005; Little, 1990; Wright & Goodstein, 1989). A repressive group
climate has been shown to correlate with stress, fear and distrust, and less empathy of
both group workers and children (Fishbein & Sheppard, 2006; Nelson & Trainor, 2007;
Miers, 2010; Wright, 1991).
Recent research has provided some first steps towards understanding the effects
of living group climate on adolescents residing in residential facilities. Instrument
development has contributed to gaining knowledge. Several staff/carer-report rating
scales are available for residential care settings, with a focus either on the individual
young person’s functioning in the group (Tarren-Sweeney, 2007, 2012) or on the content
of care provided by staff (Bastiaanssen et al., 2012). In their factor analysis, Bastiaanssen
et al. (2012) found three constructs that can be regarded as important aspects of living
group climate: ‘controlling’, ‘warmth/support’, and ‘autonomy granting’. In addition to the
staff/carer-report instruments, there are observation instruments. One example is the
Staff Observation Form (Hurley et al., 2009), which assesses staff competence delivering
interventions to youth in group home care, and which contains group climate related
items, such as ‘encourages youth to engage in positive interactions with peers’. Self-report
rating scales appear to be less commonly used in residential settings. The engagement
instrument developed by Cunningham et al. (2009) is an example of such a scale for
adolescents. The items of the instrument pertain to the young person’s attitudes about
their treatment, their relationship with staff, and their behaviour in the treatment group.
Research on instruments concerning positive and negative aspects of group climate,
not per se related to the individual’s functioning, until recently, was limited mainly to
studies performed in the 1970’s in adult prisons.
Van der Helm et al. (2011) provided an overview of climate research in the 1970’s,
and found more or less the same dimensions recurring in several different instruments,
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namely, ‘support’, ‘growth’, ‘atmosphere’ and ‘repression’. The Prison Group Climate
Instrument (PGCI; Van der Helm et al., 2011) was developed to assess group climate
in youth prisons and secure residential treatment facilities, and it is based on these
dimensions. The main difference compared to existing prison climate instruments, is
that all items are meaningful in the context of living groups, and mainly focus on social
interaction and treatment.
The PGCI was shown to have good validity and reliability, and is currently being used
in more than 42 secure and non-secure institutions in the Netherlands. Translations of
the Dutch questionnaire into several other languages (e.g., German, French, Papiamento,
Hindi and Tamil; see for an example Heynen, Van der Helm, Korebrits, & Stams, 2014)
make it a widely used instrument to assess living group quality. Because of this, further
research is enabled. As main dimensions of living group climate do not appear to be
different for prisons and closed (secure) residential facilities, it is likely that the same
dimensions also apply to open residential facilities with adolescents or even children.
Items may differ, depending on the level of complexity and developmental tasks. So far,
however, no group climate instrument suitable for children and young adolescents is
available.
In recent climate research using the PGCI, among other instruments (Harder, 2011;
Nijhof, 2010; Van der Helm, 2011), quality of group climate proved to be associated
with several relevant outcome variables. For instance, a closed climate was found to
be associated with negative developmental characteristics and aggression, whereas
an open climate was related to positive social development (Van der Helm, Stams, Van
Genabeek, & Van der Laan, 2012). These findings were supported by a recent study
of Schubert, Mulvey, Loughran, and Losoya (2012), which showed perceived living
group climate to be a main factor in reducing behavioural problems and recidivism in
adolescents.
Little empirical research has been performed on group climate with children and
young adolescents. Based on several international studies, Riksen-Walraven (2004)
proposed four basic child care goals: providing physical and emotional security, personal
development, enhancing social skills, and the development of values and norms. For
children in the age of 8 to 15 the development of social contacts with peers, dealing
with social problem situations, discipline and learning are important too (Matthys, 2000;
Van der Helm et al., 2012a). In the present study these insights are taken into account.

The present study
The present study describes how the original PGCI climate questionnaire (Van der
Helm et al., 2011) was adapted for use with children and young adolescents aged 8 to
15 years, and how construct validity for this new instrument was established by means
of confirmatory factor analysis. In addition, we examined the association between living
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group climate and treatment motivation in order to establish concurrent validity of the
GCIC 8-15.
The study mostly took place in residential groups, but also semi-residential groups
were included. Although the escalation levels of problem behaviour generally differs
between residential and semi-residential care settings (Huefner, James, Ringle,
Thompson, & Daly, 2010), and each kind of setting has its own climate characteristics, no
substantial differences with regard to the concepts of group climate between residential
and semi-residential care were expected beforehand.
A positive correlation between an open group climate and treatment motivation
is expected because the two concepts are theoretically connected. That is, treatment
motivation is defined as “a state of readiness or eagerness” to seek out help and work
actively at a solution (Miller & Rollnick, 2012). To attain this state, some environmental
conditions have to be met. These conditions have been described in motivational SelfDetermination Theory (SDT; Deci & Ryan, 2000) and pertain to positive contact with
others (relatedness), a perspective on attaining a better future (possibilities for growth)
and a stable environment enabling a person to act for himself (autonomy). An open
climate, characterised by support from others, possibilities for growth and autonomy
(Van der Helm et al., 2011), is therefore thought to be connected with greater treatment
motivation. Empirical evidence supporting this link has been found in previous studies
(De Jongh, Van der Helm, & Stams, 2013; Van der Helm, Klapwijk, Stams, & Van der Laan,
2009). For example, Van der Helm et al. (2009) found that inmates felt better understood
by group workers in an open group climate, where they were given ‘space’ to experiment.
This perception of being understood was associated with greater treatment motivation
and higher internal locus of control. A closed climate, characterised by a lack of contact
and autonomy and a chaotic environment, is thought to result in less treatment
motivation (Ros, Van der Helm, Wissink, Schaftenaar, & Stams, 2013; Van der Helm et al.,
2012b; White, Shi, Hirshfield, Mun, & Loeber, 2009). Both theoretical connections (open
climate and treatment motivation; closed climate and treatment motivation) are taken
into account, testing concurrent validity in the present study.

METHODS
Participants
The sample consisted of 117 children (79 boys, 38 girls, age mean [M] = 10.8;
standard deviation [SD] = 1.89, range = 7-15 years), belonging to 20 residential and
7 semi-residential groups, in three youth care organizations in the Netherlands. Of
these children, 66% had a Caucasian white background, and 34% had a non-Caucasian
background. All children had developmental and/or (severe) externalizing and/or
internalizing behavioral problems, and the majority had an average or above average
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IQ. Many of the children in the residential groups were admitted after failure of previous
help attempts, such as home care or foster care. It is a very challenging group, in which
attachment problems, violence, neglect, sexual abuse, and psychiatric problems of
parents are common (Van IJzendoorn, 2008; Zegers, Schuengel, Van IJzendoorn, &
Janssens, 2008). Residential groups in the present study concern living groups in which
youths generally stay more than two years, as well as (general and specialised) treatment
groups in which youths generally stay for one year or less. During data-collection, the
mean length of stay in the current group was approximately 13 months.

Ethical approval
Institutional research ethics approval was granted from the Institutional Review
Board of Juzt Youth Care, taking into account the ethical guidelines of the American
Psychological Association, including adherence to the legal requirements of the study
country. In order to obtain informed consent of participants, an information letter
was sent to all parents or guardians of the children in the groups of interest. Children
without written or verbal consent of parents or guardians were left out of the study.
Staff members (e.g., mentor) explained to the children in their group what the study was
about, and the data were collected by well instructed research assistants.

Instruments
Group Climate Instrument for Children aged 8 to 15 years (GCIC 8-15)
This new instrument was based on the open and closed climate scales of the Prison
Group Climate Instrument (PGCI) for adolescents and adults (Van der Helm et al., 2011).
The PGCI consists of 37 items rated on a 5-point Likert-type scale, ranging from 1 = I do
not agree to 5 = I totally agree. Each item belongs to one of the three subscales for open
group climate, being ‘support’, ‘growth’, and ‘group atmosphere’, or to the closed group
climate scale ‘repression’. These four basic dimensions were derived from extensive
climate research in groups of adolescents and adults (Van der Helm et al., 2011).
For 8-15 year old children, many of the items had to be simplified (e.g., ‘Group workers
listen to me’ instead of ‘Group workers pay attention to me and respect my feelings’). Items
were reformulated to suit younger children, and new items were added because they
reflected the age specific challenges of developing social contacts and dealing with
social problem situations better (e.g., ‘Group workers are nice to me’ and ‘I get annoyed
by the noise that other children make’). This resulted in a draft set of 48 items, which
was judged for clarity, comprehensiveness, sensitivity, and practice relevance during a
brainstorm session of three hours with eleven field experts (group workers from three
residential youth care organizations) and three researchers. Consulting field experts in
the construction phase of an instrument is a way to enhance ecological validity (Araújo,
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Davids, & Passos, 2007). During the brainstorm session, again, new items were added to
the list, as the experts found that these were specifically relevant for this age group (e.g.,
‘I can laugh with the group workers’ and ‘I can try things that are new to me’). Several items
were dismissed because they were too abstractly formulated for 8-15 year olds (e.g.,
‘Life is meaningful here’). Other items were reformulated (e.g., ‘I feel that I am working on
my goals here’ instead of ‘I work at my future here’). This resulted in a new list of 54 items,
which formed the basis for the validation study.

Adolescent Treatment Motivation Questionnaire (ATMQ)
This instrument was used to measure treatment motivation. The ATMQ (Van der
Helm, Wissink, De Jongh, & Stams, 2013) consists of 11 items measuring the active phase
of treatment motivation as a single construct. Answers are rated on a 3-point scale using
little pictures of thumbs (thumb up or down) for better comprehension. An example of
an item is ‘It is good for me to be here’. The questionnaire is suitable for adolescents with a
mild mental retardation. It is therefore also supposed to be suitable for children starting
from age 8. Van der Helm et al. (2012) reported good internal consistency reliability,
with Cronbach’s alpha of .84. The treatment motivation score is the mean score of the 11
ATMQ items; a higher score indicates greater treatment motivation.

Statistical analysis
The first statistical analysis was a principal component analysis (PCA, with Varimax
Rotation) in order to examine whether the GCIC 8-15 would yield the same factor
structure as the PGCI. Subsequently, a confirmatory factor analysis (CFA) was performed
in Mplus (Muthén & Muthén, 1998) on the scales and items belonging to these scales
derived from the PCA. Both the model’s Chi-Square and fit-indices, which are insensitive
to sample size (CFI, TLI, RMSEA), were used to examine model fit (Kline, 2005). The
following fit index cut-off values indicate good model fit: CFI >.90, TLI >.90, and RMSEA
<.05 (Kline, 2005). Whereas a non-significant Chi-Square indicates exact model fit, a ratio
between the Chi-Square statistics and the degrees of freedom (df ) that is lower than 2.5
indicates a close fit to the data (Hu & Bentler, 1999). Concurrent validity was tested by
computing Pearson’s correlations between the two climate scales and the theoretically
connected construct of treatment motivation. Reliability of all scales was assessed using
Cronbach’s alpha and Guttmann’s Lambda-2.
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RESULTS
Construct Validity
Principal Component Analysis
The first analysis was a principal component analysis, with a Varimax rotated solution
(see Appendix), which yielded two factors, replicating the second order scales of the
PGCI, ‘open climate’ and ‘closed climate’. However, the PGCI first order scales (‘support’,
‘growth’, ‘atmosphere’) were not replicated in the GCIC 8-15 data as separate factors.

Confirmatory Factor Analysis and Reliability
Of the original 54 items, 46 were used as input for the confirmatory factor analysis in
Mplus; items that had a component loading below .40 were left out. A total of 14 items
made it to the final confirmatory factor solution; 9 items belonging to the ‘open climate’
scale, and 5 items belonging to the ‘closed climate’ scale (see Table 1). The two factor
model showed a good fit to the data, indicating construct validity of the GCIC 8-15. ChiSquared = 89.29, df = 76, p = .141. The ratio between Chi-Squared and the degrees of
freedom was 1.17, which indicates a close fit to the data. The root mean square error of
approximation (RMSEA) was .039, CFI .980 and TLI .976.
Table 1. Results from confirmatory factor analysis of the GCIC 8-15.
Item No.

Scale/Item

Standardised
estimates for first
order factors

Open climate (α = .91)
V1

Group workers are nice to me

.848

V2

I trust the group workers

.861

V3

The group workers understand me

.791

V4

When I complain about something, this is being taken seriously

.745

V5

The group workers are honest

.770

V6

I feel that I am working on my goals here

.671

V7

In this group, there are always enough people to help me

.706

V8

Group workers stick to their promises

.606

V9

I can ask group workers for help when I need it

.521

Closed climate (α = .71)
V10

In this group, children trust each other

-.764

V11

You can trust everybody here

-.666

V12

The chaos in this group drives me crazy

.496

V13

There are too many children here

.471

V14

Group workers are often too busy to help me

.450
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Reliability in terms of Cronbach’s alpha was .91 for the ‘open climate’ scale; Guttman’s
Lambda-2 was .92. For the ‘closed climate’ scale, Cronbach’s alpha was .71 and Guttman’s
Lambda-2 was .69. In the present study, a Cronbach’s alpha of .76 and Guttman’s Lambda
of .78 were found for the ATMQ. This was somewhat lower than found by Van der Helm
et al. (2012), but still good.
Table 2. Means, standard deviations and correlations between perceived group climate and
treatment motivation.
M

SD

(2)

Open climate (1)

3.54

1.01

-.36***

Closed climate (2)

3.15

.90

Treatment motivation (3)

2.17

.43

(3)
.64***
-.14

***p < .001.

Concurrent Validity
Concurrent validity was assessed by computing correlations between both climate
scales and treatment motivation. There was a positive and significant correlation
between ‘open climate’ and ‘treatment motivation’: r = .64, N = 97, p < .001. No significant
correlation was found between ‘closed climate’ and ‘treatment motivation’. Table 2 shows
the correlations between the two scales of group climate, and treatment motivation.

DISCUSSION
This study describes the development and validation of the Group Climate Instrument
for Children and young adolescents aged 8 to 15 years (GCIC 8-15). A confirmatory
factor analysis showed an adequate fit for a two-factor model (‘open climate’ and ‘closed
climate’), which indicates construct validity. The positive correlation found between
open climate and treatment motivation partly supports concurrent validity. Reliability
for all scales was good. The open climate scale represents trust, honesty and getting help
from group workers, whereas the closed climate scale expresses distrust, restlessness,
chaos, lack of help from group workers and nobody to rely on.
Discovering that the ‘open’ and ‘closed’ climate dimensions are found not only in
secure residential care for adolescents, but also in open residential care for children
and young adolescents, brings us one step closer to a standardised instrument that
can be used to measure group climate in different kinds of youth care settings, or even
child care in general. Notably, the items that were found to represent the group climate
according to the children and young adolescents in the present study, correspond
with the four basic child care goals formulated by Riksen-Walraven (2004): providing
physical and emotional security, personal development (working on goals), enhancing
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social skills, and the development of values and norms. If the GCIC 8-15 turns out to
be suitable in a broader range of care setting besides residential youth care, this can
facilitate group workers to learn about and improve group climate aspects, working
together with different colleagues in the field.
Open climate consisted of only one scale instead of three in the original PGCI
questionnaire (‘support’, ‘growth’ and ‘group atmosphere’; Van der Helm et al., 2011).
A possible explanation may be found in the age of the respondents. Lower age is
associated with less cognitive complexity and less differentiation, which may therefore
account for the bipolar climate construct.
Although open climate proved to be positively associated with treatment
motivation, we did not find a negative association between closed climate and
treatment motivation. Therefore, only partial support for concurrent validity was
established. An explanation for this unexpected finding may also be found in the
age of the youths. The closed climate scale of the original PGCI mainly contains items
about repression by group workers. However, children and young adolescents seem to
perceive closed climate more in terms of the trouble and annoyance they encounter
in their relationships with other children in the group (Uliando & Mellor, 2012). Only
one item in the closed climate scale directly refers to group workers acting negatively.
It is plausible to suggest that experiencing a closed climate in terms of negative peer
interactions will not stop children from being motivated, as long as group workers are
still supportive enough.
Notwithstanding the above, the closed climate scale appears to underrepresent
repression from group workers. This would imply supplementing the closed climate
scale with items measuring repression from group workers and staff. In the present
study eleven field experts (i.e., group workers) were involved in the development
process of the GCIC 8-15. In future improvements of the closed climate scale, a next
step could be to actively involve (e.g., interviewing) children and young adolescents in
order to uncover more of their ideas on repression by group workers and staff. Adding
items about repression may lead to optimisation of reliability and construct validity of
the closed climate scale. Notably, involving children in the assessment of group climate
would be advantageous for the participation of children and young people in residential
care (Cashmore, 2002; Daly, 2009).
Cultural issues could impact the use of the GCIC 8-15 outside the Netherlands. First
steps to explore the effects of culture have already been taken by De Backer, Van der
Helm, Wissink and Stams (2013), who conducted a validation study of the GCIC 8-15,
translated in Hindi and Tamil, with 145 children living in several residential care units in
India. In this study, the open and closed climate scales proved to be valid and reliable,
despite the different cultural contexts. For example, within residential care in India there
is often very little attention for fun/playing, and children from the lower castes have
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very little to say. More research into these and other possible cultural issues with regard
to group climate is recommended.
The development of the GCIC 8-15 was not without limitations. First, the sample
was too small to examine measurement invariance in a multi-group factor analysis
that distinguishes between the two sexes, age groups (e.g., 8-10, 10-12 and 12-15), and
different care settings, testing the equality of the factor solution in these different groups.
In addition, more proof for concurrent validity can possibly be found when examining
the relations between group climate and problem behaviours and aggression incidents.
Predictive validity could not be established yet. Future studies should, for instance, test
whether group climate predicts future successful adaptation of the children.
Despite these limitations, the GCIC 8-15 appears to be a valuable instrument for
group social workers in residential care facilities. Measuring group climate can support
teams who are trapped in a cycle of daily incidents and hostile behaviour (Ros et al.,
2013). More generally, the instrument can be used to monitor quality of youth group
care and training of group workers.
To conclude, the present study provides preliminary evidence for the validity and
reliability of the GCIC 8-15. Confirmatory factor analysis and reliability analyses showed
that the open and closed climate scales can be used to validly and reliably assess
group climate within residential care for children and young adolescents in the ages
8 to 15. More research is recommended in order to further improve the closed climate
scale. Also, suitability of the GCIC 8-15 in a broader range of care settings, including
semi-residential youth care and general child care, should be further explored. Finally,
conducting validation research in several other (non-western) countries will help to
address the possible cultural issues in using this instrument on a wider scale.
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APPENDIX
Pattern matrix of the two factor solution for the GCIC 8-15.
Component

Group workers make time for me

1.
open climate
.861

Group workers are nice to me

.849

I trust the group workers
I can laugh with the group workers

.837
.810

The group workers listen to me

.794

The group workers take me seriously

.790

The group space looks homelike

.783

There is nothing to do here

-.753

The group workers understand me

.749

I feel good here

.742

The group workers are honest

.737

Group workers are into doing fun things with me
(football, game, watching tv, drawing, etc.)
When I complain about something, this is being taken seriously

.730

The group workers give me attention without having to ask for it

.688

In this group, there are always enough people to help me

.684

The group workers encourage me to try new things

.680

I feel that it is good for me to be here

.667

I feel that I am working on my goals here

.662

Group workers stick to their promises

.661

What I learn here, will help me when I am outside

.649

When I have a problem, there is always somebody I can turn to

.637

When something is not permitted, group workers will explain why

.612

I can try new things

.603

I can be alone for a while if I want to

.593

I can get some privacy in this group

.590

If I want something, this is possible

.583

Group workers listen to me, even when I am angry

.566

I can ask group workers for help when I need it

.552

2.
closed climate

3

.689

I feel safe here

.550

We have nothing to do here

-.545

I can choose what I want to do in the group

.542

I am sleeping well here

.535

I am learning here to use social skills outside the group

.515

I get some piece of mind at the group

.509

We talk about the group with the group workers

.477

I feel fine here

.470

.404
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Pattern matrix of the two factor solution for the GCIC 8-15. (Continued)
Component

In this group, children trust each other

1.
open climate
.460

The food is nice here

.439

I can give my opinion about what I prefer to eat

.438

The group is a place where I can be myself

.437

2.
closed climate

I know enough people outside the group
I am allowed to give my opinion about the rules here
I can try things that are new for me
I feel fine being in this group
Whatever group workers want, happens
The chaos in this group drives me crazy

.809

There are too many children here

.668

I get annoyed by the noise that other children make

.621

Group workers are often too busy to help me

.587

You can trust everybody here

-.504

I am afraid for other children in the group

.487

Exceptions on the group rules are possible here
You have to ask permission for everything
I feel restless here
Note. Values below .40 are left out of this table. Extraction method: Principal Component Analysis. Rotation
method: Varimax with Kaiser Normalisation.
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Chapter 4

ABSTRACT
It is widely recognized that young children in group care can benefit from a positive
group climate. This is usually monitored from the caregiver’s perspective. This study
describes the development and validation of the Group Climate Instrument for Children
aged 4 to 8 years (GCIC 4-8), which aims to measure the quality of group climate, based
on the views of the young children themselves. A confirmatory factor analysis of the
GCIC 4-8 was performed on data of 116 children in Dutch (semi) residential youth care,
followed by an analysis of the internal consistency reliability of the scales. An adequate
fit of a two-factor model (positive and negative climate) indicated construct validity
of the GCIC 4-8. Reliability coefficients were sufficient. The GCIC 4-8 can be used to
measure positive and negative aspects of group climate in (specialized) group care.
Using this instrument on a regular basis can help group workers to better understand
the dynamics in their group, enabling them to make continuous improvements as a
team, thereby helping the children in their personal and social development.
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INTRODUCTION
For young children with emotional and/or behavioural problems, in many cases
treatment in the home setting is the best option, because of the right to family life, the
availability of primary attachment figures, continuity of care, and being raised within a
(culturally) familiar environment. Unfortunately, this is not always possible. Especially
not when necessary resources are lacking within the family or social network of the
child (Knoverek et al. 2013). Therefore, some children (temporarily) need specialized
care from professional caregivers, which is usually offered in group settings. This care
takes place either solely during daytime (specialized day care), or 24/7 when the child
cannot live at home anymore, often due to lack of safety (Baker et al. 2007; De Swart et
al. 2012; Preyde et al. 2011; Rock et al. 2015). In many of these cases, alternative care has
been offered first, but without success. Especially in residential care, many children have
already had several care transitions (Leloux-Opmeer et al. 2016).
When young children are referred to specialized group care, they often have been
exposed to a lot of stress within their short lives already, sometimes coupled with child
abuse and neglect, which may have resulted in emotional and behavioural disorders and/
or complex trauma (Stith et al. 2009; Vachon et al. 2015). Unfortunately, this experienced
stress will make them even more vulnerable to external negative influences, such as
a hostile group atmosphere (Arden and Linford 2009; Belsky 2006; Bigras et al. 2010;
Van der Helm et al. 2013), further adding to distorted social information processing and
behavioural problems (Stams and Van der Helm 2017).
The group care facility should provide a safe shelter and new developmental
possibilities for the children (Van der Helm 2011) so that internalizing, externalizing
and attachment problems will not increase (Johnson et al. 2006; Van den Bergh et al.
2011; Van den Dries et al. 2009). This should also help the child to develop secure and
supportive relationships with adults and to engage in enjoyable and productive play
with peers again (Bradley et al. 1986; Kangas et al. 2015).

Group climate
In the past decades, the importance of improving residential group climate has
become widely recognized (Moos 1974; Schubert et al. 2012; Tonkin 2015; Van der Helm
2011; World Health Organization 1953; Wright and Boudouris 1982). Group climate has
recently been defined as “the quality of the social and physical environment in terms
of the provision of sufficient and necessary conditions for physical and mental health,
well-being, contact and personal growth of the residents, with respect for their human
dignity and human rights as well as (if not restricted by judicial measures) their personal
autonomy, aimed at recovery and successful participation in society” (Stams and Van
der Helm 2017).
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Origins of creating a positive (open or caring) group climate for young children
date back to Janusz Korczak, who lived from 1878 to 1942. He was a Polish educator
and pediatrician who owned an orphanage home in Warsaw in the Second World War.
Korczak wanted children to participate in the communities where they lived, including
his Jewish orphanage, from the perspective of partnership between caregivers and
children (i.e., respect and dialogue) instead of power (i.e., coercion): speaking with
children instead of to them (Eisler 2000; Korczak 1929). Notably, Korczak’s orphanage had
a children’s parliament, newspaper, and court, with the main sentence not punishment,
but forgiveness, applying to both children and caregivers (Berding 1995; Lifton 1988).
Korczak is best known for giving his own life when, in 1942, German soldiers came to
collect the orphans to transport them to the Treblinka extermination camp, and Janusz
Korczak insisted on boarding on the train with them. The historical case illustrates the
importance of partnership and dialogue with children in order to enhance their wellbeing, regardless of the complexity of a situation and the age of the child.
Later, several authors, such as Schubert et al. (2012), have underlined that group
climate should be looked at from the youth’s perspective. This focus is consistent with
what Bronfenbrenner stated in his groundwork about the ‘ecology of education’: “What
matters for development and behaviour is the environment as it is perceived rather than
as it may exist in objective reality” (Bronfenbrenner 1976, p. 4).
Recent research shows that a positive group climate from the youth’s perspective
is associated with several positive outcomes, such as increased treatment motivation,
better coping, more empathy, and less aggressive incidents (Heynen et al. 2016; Nelson
and Trainor 2007; Schubert et al. 2012; Van den Tillaart et al. 2016; Van der Helm et al.
2014). Notably, most of the literature focuses on adults or adolescents (Zelechoski et al.
2013). The current study focuses on the perspectives of young children instead, because
also for them group climate can be an important factor influencing treatment outcomes.
Dimensions by which group climate quality is monitored/measured vary between
age groups. Therefore, we will explain more about the dimensions of group climate
that are important for children. Most studies addressing group climate with regard to
young children have been performed in schools and regular day care settings. Four
basic goals as proposed by Riksen-Walraven (2004) give direction to what kind of
‘open’ educational environment should be offered to children in these settings. These
goals are: 1) providing physical and emotional security, 2) personal development, 3)
enhancing social skills, and 4) the development of values and norms. To reach these
goals in specialized group care, caregivers must be sensitive and responsive to the
attachment needs of mostly insecurely attached children (Merz and McCall 2010;
Oliveira et al, 2014), thereby helping them to develop secure attachment relationships
again (Baptista et al. 2013). Also, the children should be provided with clear structure
and boundaries on the one hand for moral socialization (Gharabaghi 2008; Lauster et al.
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2014; Omer 2004), and be stimulated to explore, make mistakes and learn on the other
hand (Albers et al. 2010). Besides the dyadic relationship between caregiver and child,
there should also be attention for the interactions between the children. For example,
several studies have shown that socially excluded children had elevated cortisol levels
due to stress, which poses a threat to their development (Buhs et al. 2006; Chen et al.
2015; Peters et al. 2011).
Negative group climate aspects, such as bullying or group workers being too
controlling instead of supportive and responsive, often surface when damage has
already been done (Laine et al. 2010; Repo and Sajaniemi 2015). Also, positive group
climate aspects may be taken for granted after a while, whereas it would be good
to value these more. This underlines the importance of regularly monitoring group
climate quality from the children’s point of view, and discussing the results among the
staff as well as with the children. For this purpose, group climate questionnaires are
increasingly being applied (for an overview, see Tonkin 2015), although not yet with
young children, often because of their restricted cognitive abilities. However, in 2014
a group climate instrument for children aged 8 to 15 (GCIC 8-15) was developed and
validated by Strijbosch et al. (2014). This instrument contains two scales. The first scale,
positive or ‘open’ climate, mainly represents receiving support from group workers, and
possibilities for growth and autonomy development. The second scale, negative or
‘closed’ climate, expresses negative group atmosphere and interactions, such as chaos
and lack of help from group workers and having nobody to rely on.
The GCIC 8-15 is now used in many youth care facilities in The Netherlands,
Belgium, Germany, and other countries, which enables institutions to improve group
climate. Still lacking is a comparable (child-report) instrument for children younger
than 8 years. Such an instrument could be a valuable addition to other measurement
methods for this young age group, such as physiological cortisol/stress measurements
or observational instruments or questionnaires from the caretaker’s perspective, to
evaluate group climate quality. Several researchers have argued that, notwithstanding
the specific challenges related to early developmental stages, even young children
are able to express themselves via a questionnaire (Bell 2007; Daly 2009), and can be
stimulated in their autonomy by being involved more actively in daily processes and
activities (Cashmore 2002; Leinonen and Venninen 2012).

The present study
The present study describes how the group climate instrument GCIC 8-15 (Strijbosch
et al. 2014) was adapted for use with children aged 4 to 8 years who have their own
age-specific developmental needs, and who need simpler wording and less items. In
accordance with the outcomes of the validation study of Strijbosch et al. (2014), the
questionnaire for children aged 4-8 years has two dimensions, namely positive (‘open’)
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and negative (‘closed’) group climate. Second, we tested the construct validity of this
new instrument by means of a confirmatory factor analysis, and internal consistency
reliability.

METHODS
Participants
The present study took place in 23 residential and semi-residential groups of 6 youth
care organizations in the Netherlands. The sample contains questionnaire results of N =
116 children (78% boys, 22% girls). Mean age of the children was M = 5.34 (SD = 1.29).
A total of 74% of the children received treatment in a group with other children aged 4
to 8 years, while 36% was in a group with children of a broader age range, from 4 up to
a maximum of 12 years.

Ethical approval
Institutional research ethics approval was granted from the Institutional Review
Board of Juzt Youth Care, taking into account the ethical guidelines of the American
Psychological Association, including adherence to the legal requirements of the study
country. In order to obtain informed consent of participants, an information letter was
sent to all parents or guardians of the children in the groups of interest, explaining that
the results would be aggregated to the group level: their child’s results would therefore
be anonymous. Children without written or verbal consent of the parents or guardians
were left out of the study, which pertained to less than 3% of the cases. Staff members
(e.g., mentor) explained what the study was about to the children in their group, and the
data were collected by well instructed research assistants.

Instrument
Group Climate Instrument for Children aged 4 to 8 years (GCIC 4-8)
This new instrument was based on the GCIC 8-15 (Strijbosch et al. 2014). The GCIC
8-15 consists of 14 items, and questions are rated on a 5-point Likert-type scale, ranging
from 1 = I do not agree to 5 = I totally agree. Each item belongs to one of the two subscales
positive (‘open’) or negative (‘closed’) climate.
To construct the GCIC 4-8, first the items of the GCIC 8-15 were changed into
questions instead of propositions, for comprehensibility (e.g., “Are group workers nice to
you here?” instead of “Group workers are nice to me”). Also, the original 5-point Likert scale
was changed into a 3-point scale (1 = not true, 2 = somewhat true, 3 = true), consisting of
“thumbs-up or down” pictures to enhance comprehension of the response categories.
Next, new items were added to reflect the age specific challenges such as attachment
to adult caregivers (e.g., “Is it possible to say anything that is on your mind to group
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workers?”), and engaging in enjoyable and productive play (e.g., “Do you play together
with the other children here?”). The set of questions was extended further, adding
questions to measure the same topic, but with different wordings, to be able to test
different formulations (e.g., “Do you like playing here?” as well as “Is it nice to play here?”).
During a brainstorm session with eight field experts, a draft set of 40 items was judged
for clarity, comprehensiveness, sensitivity, and practical relevance. Notably, consulting
field experts in the construction phase of an instrument increases its ecological validity
(Araújo et al. 2007). Some items were reformulated, and 20 items were dismissed
because the alternative formulation was better, or because the items seemed to be
too abstract or difficult for the young children (e.g., “Can you do whatever you like in this
group?”, “Are the group rules very strict here?”). A resulting list of 20 items formed the basis
for the current validation study.
This questionnaire was administered as a little ‘game’ in one-to-one contact between
the child and the research assistant. The questions were printed on cards and read aloud
to the child, who could put it in the answer box of his/her choice.

Statistical analysis
A confirmatory factor analysis (CFA) was performed in Mplus (Muthén and Muthén
1998) based on the sample of N = 116 children. This method was chosen because we
wanted to test a predefined model with associated questions, in line with the scales
of the GCIC for older children. Both the model’s Chi-Square and fit-indices, which are
insensitive to sample size (CFI, TLI, RMSEA), were used to examine model fit (Kline 2005).
The following fit index cut-off values indicate good model fit: CFI >.95, TLI >.95, and
RMSEA <.05 (Kline 2005). Whereas a non-significant Chi-Square indicates exact model
fit, a ratio between the Chi-Square statistics and the degrees of freedom (df ) that is
lower than 2.5 indicates a close fit to the data (Hu and Bentler 1999).
Modification indices were consulted to examine if there were problems with the
model that could be remediated. For instance, by allowing measurement errors to
correlate or removing items. Items were removed when the factor loadings were below
.30, if they did not significantly contribute to the factor solution (i.e., low R2 and/or high
error variances), and if they showed many significant correlated errors with other items
that could not be explained by (for instance) specific item content or similar wording
(Brown 2015; Gerbing and Anderson 1984). Reliability of the scales was assessed using
Cronbach’s alpha statistics.
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RESULTS
Construct Validity
Confirmatory Factor Analysis
The 20 items were used as input for the confirmatory factor analysis in Mplus. A
total of 12 items (see the correlations among these items, and their means and standard
deviations in the Appendix) made it to the final confirmatory factor solution; 8 items
belonging to the positive climate scale, and 4 items belonging to the negative climate
scale (see Table 1). Several items were allowed to correlate in the model, as they were
conceptually comparable (e.g. “Is it nice to play here” and “Are the toys nice here?”). The
two factor model with these correlated errors (see Figure 1) showed a good fit to the
data, indicating construct validity of the GCIC 4-8: Chi-Squared = 63.122, df = 50, p = .101.
The ratio between the Chi-Square statistic and the degrees of freedom was 1.26, which
indicates a close fit to the data. The root mean square error of approximation (RMSEA)
was .048, CFI = .943 and TLI = .924. This indicates a satisfactory to good model fit.

Internal consistency reliability
Reliability in terms of Cronbach’s alpha was .72 for the positive climate scale, and .71
for the negative climate scale.
Table 1. Results from the confirmatory factor analysis of the GCIC 4-8.
Item No. Scale/Item

Standardised
estimates for first
order factors

Positive climate (α = .72)
V1

Do you like it here?

.388

V2

Do group workers answer your questions?

.458

V3

Do you sometimes get cuddles from group workers?

.507

V4

Do group workers listen when you want to tell something fun?

.562

V5

Is it nice to play here?

.401

V6

Are the toys nice here?

.575

V7

Do you play together with the other children here?

.662

V8

Do the other children want to play with you?

.369

Negative climate (α = .71)
V9

Do group workers get angry at you often?

.505

V10

Do some children beat you here?

.814

V11

Do some children bite you here?

.626

V12

Do some children bump in to you on purpose here?

.544

Note. Items that are allowed to correlate in this model: V1 with V5, V5 with V6, and V5 with V8.
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Figure 1. Confirmatory factor analysis model for the GCIC 4-8, with standardized estimates.

DISCUSSION
This study describes the development and validation of the Group Climate
Instrument for Children 4 to 8 years old (GCIC 4-8). A confirmatory factor analysis
showed an adequate fit of a two-factor model (positive and negative climate) to the
child-reported data, which is an indication of construct validity. The two scales structure
is consistent with the GCIC for children aged 8 to 15 (Strijbosch et al. 2014). Internal
consistency reliability for both scales in the GCIC 4-8 was sufficient. These outcomes
imply that even with young children it is possible to use a child-report instrument about
group climate.
Comparing the positive climate scale of the GCIC 4-8 and that of the GCIC 8-15, we
observe that the focus is similar and differences can be ascribed to the developmental
stage of the children. In the group climate experience of young children their learning
by (social) playing is reflected (e.g. “Do you play together with the other children here?”),
and in that of children from age 8 is their (start of ) understanding of the concept of
goals (e.g., “I feel that I am working on my goals here”). Also, the items loading high on
the positive climate scale for young children mainly pertain to receiving emotional
support from group workers (e.g., “Do group workers listen to you?”), whereas the items
of the scale for older children pertain to a broader spectrum of support, emotionally
and/or task oriented (e.g., “I can ask group workers for help when I need it”). The main
difference between the two versions is that the 8-15 version also contains items on trust
and honesty in the group. For children aged 4-8, this was not regarded to be an explicit
issue. Young children automatically (have to) rely more on their adult caretakers because
they are extremely dependent on them (Belsky 2006). Also the negative climate scale
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of the GCIC 8-15 contains items on (dis)trust and nobody to rely on (e.g., “You can trust
everybody here”; recoded to negative formulation), whereas in the 4-8 version the items
of negative climate mainly pertain to concrete negative interactions within the group
(e.g., “Do some children beat you here?”).
There is consistency between the GCIC 4-8 questionnaire and the basic group care
goals mentioned by Riksen-Walraven et al. (2004). The positive climate scale represents
getting support from group workers, relating to the goal of ‘physical and emotional
security’, and individual and social play of the child, relating to ‘personal development’
and ‘enhancing social skills’. Only the basic goal of ‘development of values and norms’ is not
clearly covered by the GCIC 4-8. The draft set of questions contained items on structure,
norms and boundaries (e.g., “Do you get what you want when you are nagging?”, and “Are
the group rules very strict here?”), but these seemed to be too complicated for the young
children to understand.

Limitations of the study
The main limitation of this study is that there was no second measurement of the same
construct (group climate measured by a different instrument) or a presumably related
construct, such as treatment motivation, available in order to determine convergent
or concurrent validity. There were no other self-report instruments available on these
topics for such young children. Yet another limitation is the fact that the sample was
not large enough to address measurement invariance, examining structural differences
in answer patterns pertaining to possible age, age group (i.e., receiving treatment in
a group with children aged 4 to 8 or 4 to 12 years) or gender differences. These are
interesting topics for future research.

Implications for policy and practice
The GCIC 4-8 offers a valuable alternative for, or addition to, other measurement
methods, such as observational instruments or questionnaires from the caregiver’s
perspective concerning group climate aspects. Taking into account the perspective of
young children by means of child-report questionnaires when working on a positive
group climate has hardly been done before in specialized group care settings. In
addition, this questionnaire is relatively easy to use, as it only contains 12 items.
Moreover, it can be fun and empowering for children to give their opinion about the
group climate by playing a little ‘game’ (Cashmore 2002; Leinonen and Venninen 2012).
At least, the latter appeared to be true for most of the children in the present study. No
substantial problems occurred during the data collection, and children were very willing
to cooperate. Only for some four year olds the questions were somewhat more difficult
to understand, so research assistants took some more time to explain these questions
to them. Discussing the most important outcomes with the children provided group
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workers with new insights, and offered an opportunity to bring up related issues. For
example, some children said they did not understand why they could not live with their
parents, or why they had to go to therapy. The group workers thereby realized that they
had not focused enough on talking with children about these issues, and agreed that
this was an important action to implement in order to improve individual treatments
and the group climate.
Notably, given the fact that three out of the four general group care dimensions of
Riksen-Walraven (2004) are covered by this questionnaire, and the questions are not
merely confined to specialized care, it may be considered to apply this questionnaire
also in general child group care. Also, the instrument may not only be suitable for
children with normal intelligence aged 4 to 8 years, but also for older children with a
mild intellectual disability and mental age of 4 to 8 years. We have seen in the past
years that the GCIC 8-15 can also be administered to adolescents with lower cognitive
capacities. Finally, in order to obtain a more varicoloured view on group climate, the
questionnaire can be combined with other measurement methods, such as observation
(e.g., Harms et al. 1998).

Implications for future research
As children develop very fast between the ages of 4 and 8, it would be interesting to
investigate with a larger dataset whether the questionnaire is measurement invariant
for children of different ages. In addition, this could be examined for children in different
age groups, and boys and girls. Also, attention should be paid to optimizing the
reliability of the scales. One solution to further enhance the validity and reliability of the
GCIC 4-8 could be the direct involvement of children themselves and possibly also their
parents in the adaptation of the questionnaire, which diminishes the possibility of blind
spots and increases both face validity and ecological validity, and therefore practical
applicability (Bell 2007; Cashmore 2002).

Conclusions
Notwithstanding the limitations, this study has delivered an instrument to monitor
the group climate experiences of children with a (mental) age of 4-8 years within
specialized, and possibly also regular group care settings. Using this instrument on a
regular basis can help group workers to better understand the dynamics in their group,
enabling them to make continuous improvements as a team, thereby eventually helping
the children in their personal and social development.
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APPENDIX
Items of the GCIC 4-8: Correlations, means and standard deviations.
V1

V2

V3

V4

V5

V6

V7

V8

V9

V10

V11

M

SD

2.61

.65

2.56

.69

2.36

.82

2.62

.61

2.82

.49

2.72

.56

2.64

.61

2.45

.70

1.50

.68

V1

-

V2

.27**

-

V3

.20*

.13

-

V4

.12

.32**

.26**

-

V5

.41**

.10

.25**

.21*

-

V6

.33**

.35**

.27**

.27**

.42**

-

V7

.20*

.26**

.37**

.42**

.28**

.36**

-

V8

.08

.09

.32**

.24*

.27**

.18

.24**

-

V9

-.17

-.05

.14

.04

-.25** -.10

.00

-.08

-

V10

-.17

.04

.12

.05

-.12

-.01

.00

-.01

.42**

-

1.84

.81

V11

-.08

.05

.16

-.01

-.15

-.11

.02

-.09

.27**

.52**

-

1.58

.83

V12

-.02

-.06

.17

-.10

-.05

-.02

-.11

.11

.32**

.43**

.35**

1.88

.90

* p < .05.
** p < .01.
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Chapter 5

ABSTRACT
Despite the assumed importance of the residential environment for treatment
outcomes, there is a gap in research examining the relation between therapeutic
alliance and group climate. Therefore, this prospective study examined the association
between positive and negative group climate and child-mentor therapeutic alliance in
residential youth care in two mixed gender samples, with two measurement occasions
at a six-month interval: N = 43 children (58% boys, 42% girls) in age category 4-8 (M
= 6.11 years; SD = 1.19; Min = 4.09; Max = 8.79), and N = 72 children (72% boys, 28%
girls) in age category 8-15 (M = 11.48 years; SD = 1.69; Min = 8.31; Max = 14.73). We
found moderate six-month stability in children’s ratings of group climate and alliance,
although stability was weaker for the 4-8 year olds compared to the 8-15 year olds. In
addition, positive group climate was rated higher by boys than girls in the group of 8-15
year olds. No effects were found between group climate and alliance ratings over the
two measurement occasions. Implications for practice and future research are discussed.
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INTRODUCTION
How a child perceives the alliance with group workers in residential care depends
on many factors. First of all, child factors play a role. Research has revealed, for example,
that the strength of the alliance was related to the type of problems (Ayotte, Lanctôt,
& Tourigny, 2015). In addition, alliance was found to be affected by attachment-related
cognitive schemes of both youths and their caregivers in that more secure attachment
relationships were associated with better alliances (Zegers, Schuengel, Van IJzendoorn,
& Janssens, 2006). Also, characteristics of group workers, which meet children’s basic
psychological self-determination needs (relatedness, competence and autonomy)
(Ryan & Deci, 2017), may play a role (Manso, Rauktis, & Boyd, 2008). More specifically,
being empathic, genuine and respectful have been found to positively affect children’s
development, as well as being warm and supportive instead of controlling (Barnhoorn
et al., 2013; Bastiaanssen, Delsing, Kroes, Engels, & Veerman, 2014; Byers & Lutz, 2015;
Harder, Knorth, & Kalverboer, 2013).
In addition to child and professional factors, the child’s perceived therapeutic
alliance cannot be seen separately from other common therapeutic factors. Contextual
factors, often referred to as group climate factors, have recently gained increasing
attention in scientific research (Byers & Lutz, 2015; Handwerk et al., 2008; Scholte & Van
der Ploeg, 2003; Van der Helm, 2011; Whittaker, Del Valle, & Holmes, 2015). Day-to-day
living conditions are thought to both directly and indirectly affect youth outcomes in
residential care (James, 2010; Whittaker, Del Valle, & Holmes, 2015). Notably, Allison and
Rossouw (2013) argued that creating safety, which also pertains to a safe and positive
group climate, should be considered as an essential part of the therapeutic process.
Group climate and alliance with the (primary) group worker(s) are both part of the
youth’s residential experience, at the living group and at the individual level respectively
(Zimmerman & Cohler, 2008).
Despite the assumed importance of the residential environment for treatment
outcomes, there is a gap in research examining the relation between therapeutic alliance
and group climate, especially over time (Duppong Hurley, Lambert, Van Ryzin, Sullivan,
& Stevens, 2013; Roest, Van der Helm, & Stams, 2016; Staudt, 2007; Zegers et al., 2006).
Gaining more insight into (the directions of ) these associations is important, because it
may help to work with the specific challenges that are concerned with developing and
maintaining good alliances with children in residential care, and thereby also to achieve
better outcomes for these children.
The present study examines the association between the child’s perceived group
climate and the therapeutic alliance with his or her ‘mentor’, with two measurement
occasions at a six-month interval. The mentor is defined here as the primary group
worker with whom the child works on personal goals, and who stays in touch with
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the child’s parents during treatment. In the following sections, the concepts that are
researched in this study will be discussed further.

Therapeutic alliance in residential care for children
Creating and maintaining good therapeutic alliances between practitioners and
youths during the course of treatment has been shown to be associated with positive
outcomes, such as positive psychological changes, decreased externalizing behavior,
and less recidivism (Bickman et al., 2012; Duppong Hurley, Van Ryzin, Lambert, &
Stevens, 2015; Florsheim, Shotorbani, Guest-Warnick, Barratt, & Hwang, 2000; Shirk,
Karver, & Brown, 2011).
There are several definitions of therapeutic alliance (Bordin, 1979; Elvins & Green,
2008; Horvath, 2005; Safran & Muran, 2006), but the definition proposed by Bordin
(1979) is the most generally applicable. According to Bordin, the therapeutic alliance
consists of three essential elements: agreement on the goals of treatment, agreement
on the tasks, and the development of a personal bond between client and therapist. The
concept of therapeutic alliance needs further explanation and elaboration with regard
to children in residential group care, as it is usually understood from an outpatient
therapeutic context and mostly in adult populations. Therapeutic alliance between
children and therapists differs from the alliance between adults and therapists due to
the different contexts by which they find themselves in therapeutic environments, e.g.,
with children there are also parents involved (Clark, 2013). As Byers and Lutz (2015) have
pointed out, the difficulty in alliance formation increases as the intensity of treatment
increases from outpatient to inpatient to residential care.
In the present study, the ‘mentor’ of the child is defined as the ‘therapist’ in Bordin’s
definition. Applying this definition of alliance to children in residential care, it is important
to note that developing a personal bond with the child poses some specific challenges.
A high percentage of children in residential care have experienced complex trauma, and
this might have negatively affected their stress system (Arden & Linford, 2009), and their
ability to trust and attach to adult caregivers (Bradley, Caldwell, Fitzgerald, Morgan, &
Rock, 1986; Baptista et al., 2013). They may have been conditioned to keep adults at an
emotional distance (Byers & Lutz, 2015).
Next, as the child lives in the institution 24/7, goals and tasks are different from, or
at least broader, than those in psychotherapy settings (Duppong Hurley et al., 2013;
Paraleti & Berti, 2010). The general upbringing of the child, which is partly taken over
from parents by the group workers, determines a great deal of the care provided (‘the
other 23 hours’) (Trieschman, Whittaker, & Brendtro, 1931), besides the individual
therapeutic goals and (corresponding) tasks. For example, a child may need help
regulating his or her stress, thereby diminishing aggressive outbursts (social-emotional
development), but also with regard to moral socialization and autonomy growth
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(personal development) (Biesta, 2015; Vansteenkiste & Soenens, 2015).
Research has shown that youths expect group workers to be skilled professionals,
yet also to attain a personal, more parental or caregiving role (Duppong Hurley et
al., 2013). Notably, measurement instruments that assess therapeutic alliance in
psychotherapy or residential care with children aged 4 to 15 are mostly one-dimensional
because children may find it difficult to distinguish between the goal, task and bond
dimensions (Anderson et al., 2012; Bickman et al., 2012; DiGuiseppe, Linscott, & Jilton,
1996; Faw, Hogue, Johnson, Diamond, & Liddle, 2005; Roest, Van der Helm, Strijbosch,
Van Brandenburg, & Stams, 2014), although some studies have found two or three
dimensions (e.g., Figueiredo, Dias, Lima, & Lamela, 2016; Ormhaug, Jensen, WentzelLarsen, & Shirk, 2014).
Whereas rather high temporal stability of child-rated alliance was found in outpatient
therapy settings (Accurso & Garland, 2015), in residential care there is a greater variety
of situational factors that can have an impact on alliance every day and hour (Souverein,
Van der Helm, & Stams, 2013). For example, changes in the group and/or team
composition can influence the extent to which youths can develop a personal bond
and working relationship with group workers. Besides, in the first phase of treatment,
and especially when care is non-voluntary, goal conflicts between parents, youths and
care workers are likely to occur, influencing the perceived alliance (Byers & Lutz, 2015).
Research in residential programs showed that the quality of the alliance as perceived by
youths in this first phase of treatment was not associated with treatment progress; what
mattered most was the development of the alliance over time (Duppong Hurley et al.,
2015; Florsheim et al., 2000).
Thus, applying Bordin’s definition of therapeutic alliance to residential care for
children, it is important to recognize that the group worker’s role is different from
the therapist’s role, which has implications for the operationalization of the three
dimensions bond, goals and tasks. Besides, the complexity of (often non-voluntary)
residential care implies that it is important to look at the development of the alliance in
relation to context factors.

Group climate in residential care for children
Some decades ago group climate was referred to as “intangible” (World Health
Organization, 1953, p. 17). In recent years, group climate research has received more
attention, leading to more insights into the various aspects of the construct and how to
measure it, and into the way group climate influences children’s behavior and thereby
the outcomes of residential care.
Residential group climate has recently been defined as “the quality of the social and
physical environment in terms of the provision of sufficient and necessary conditions for
physical and mental health, well-being, contact and personal growth of the residents,
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with respect for their human dignity and human rights as well as (if not restricted
by judicial measures) their personal autonomy, aimed at recovery and successful
participation in society” (Stams & Van der Helm, 2017). Most research on how group
climate is related to outcomes was performed in forensic settings and secure residential
care. For example, the perception of an open or positive group climate has been found
to be associated with less aggression (Ros, Van der Helm, Wissink, Stams, & Schaftenaar,
2013; Van den Tillaart, Eltink, Stams, Van der Helm, & Wissink, 2018), better coping (Van
der Helm, Beunk, Stams, & Van der Laan, 2014), less aversive reactions to social problem
situations (Eltink, Van der Helm, Wissink, & Stams, 2015), greater client motivation
and treatment engagement (Long et al., 2011), higher client satisfaction (Bressington,
Stewart, Beer, & MacInnes, 2011), and also less self-reported antisocial activity once
back in the community (Schubert, Mulvey, Loughran, & Losoya, 2012).
Instruments to measure the perception of group climate have been developed for
different age groups. First for adolescents and adults (Crewe, Liebling, & Hulley, 2011;
MacInnes, Beer, Keeble, Rees, & Reid, 2010; MacKenzie, Wilson, Armstrong, & Gover,
2001; Van der Helm, Stams, & Van der Laan, 2011), and more recently also for children
(Strijbosch et al., 2014a; 2017). Notably, this opens opportunities for more research
on how group climate develops over time with different age groups, and how it is
associated with other common treatment factors.

Associations between group climate and alliance
One of the scarce studies in which group climate and alliance aspects (more
specific: group climate, cohesion, alliance and empathy) have been measured at the
same time, was performed by Johnson, Burlingame, Olsen, Davies, and Gleave (2005)
in a group psychotherapy context. They found high correlations between the concepts,
and suggested that more research should be conducted on the associations between
individual and group therapy relationship constructs.
Research in forensic residential settings showed significant positive associations
between social climate and alliance, and both social climate and alliance turned out to
be positively related to client satisfaction (Bressington et al., 2011; Long et al., 2011). In
addition, Roest et al. (2014) found a positive relation between the child’s perception of a
positive group climate and child-rated alliance with their primary group worker in open
(semi)residential care for children between 4 and 15 years of age. However, they found
no relation between child rated alliance and negative group climate. No research at all
was found so far on the associations between group climate and alliance over time for
children in residential care.
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The present study
The present study examines the association between the child’s perceived group
climate and the therapeutic alliance with his or her mentor in residential care, with two
measurement occasions at a six-month interval. New insights on this association may
yield practical advice for care professionals who work with children a in residential care.
Based on the theoretical and empirical research literature summarized earlier, group
climate and alliance are expected to influence each other, because both are part of the
residential experience, and it is hypothesized that when children feel more safe and
comfortable in their (group) context, this creates better circumstances for positive
therapeutic relationships and developmental change.
If there are associations as expected, this may imply that improving residential group
climate can also lead to an improvement of the therapeutic alliance, and ultimately to
better outcomes for the children. This is important to examine for all age groups in
residential care. The present study will focus on primary school-aged children and early
adolescents, for this seems to be the most vulnerable and, so far, least researched age
group.

METHODS
Participants
The data collection of the present study was part of the‘You matter!’project (Strijbosch
et al., 2014b), focusing on implementing a Plan-Do-Check-Act cycle in residential youth
care in order to work on a positive group climate. Two youth care organizations in the
Netherlands collected data every six months between 2012 and 2015 on how children
(age 4-15) residing in the residential treatment groups perceived the group climate and
the therapeutic alliance with their mentor. Data collection was routinely embedded in
the planning and control cycle, which lead to a near to maximal response rate.
Included in the present study were all children who stayed long enough to
participate in two or more subsequent measurement occasions (t1 and t2, with six
months in between), and who stayed in the same group and did not switch mentors.
The study sample consisted of N = 43 children (58% boys, 42% girls) aged 4-8 years (M =
6.11 years; SD = 1.19; Min = 4.09; Max = 8.79), and N = 72 children (72% boys, 28% girls)
aged 8-15 years (M = 11.48 years; SD = 1.69; Min = 8.31; Max = 14.73), representing 20
mixed gender residential groups. On average, there were eight to nine children in each
group, and they were provided with a treatment program based on both group and
individual goals and needs.
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Procedure
The children were asked to fill out a questionnaire about the group climate and the
alliance with their mentor. In order to inform parents about the data collection, they
were sent or given an information letter about the goal of the study, and they were
explained that participating was voluntary and anonymous. Children without written
or verbal consent of the parents or guardians to participate in the research project were
excluded from the study (less than 3%).
While children answered the questions there was a research assistant nearby in all
cases, who was not involved in the treatment of the child. Children were encouraged
to give honest answers so that the team could learn from the outcomes. The research
assistant explained that the questionnaire was anonymous, so group workers would not
be able to see individual answers, but only scores at the group level. Children between
8 and 15 years of age filled out the questionnaires themselves, while the research
assistant was available to explain words or questions that were found difficult. For
children between 4 and 8 years of age, the questions were read out loud by a research
assistant, and the children were asked to put the questions, printed on little cards, in
one of the answer-boxes. A scale score was computed when more than two third of
the scale items were available. The client registration program was consulted to find
out whether children had changed groups or mentors between the two measurement
occasions.
After measurements, the researcher provided every team with the group climate
and alliance scores at the group level. Also, for every team there was the possibility to
ask for assistance in interpreting the results and discussing these within the team and/
or the group of children.

Instruments
Group Climate Instrument for Children (GCIC)
The GCIC 4-8 and 8-15 questionnaires were used to measure children’s perceptions
of group climate (Strijbosch et al., 2017; 2014a). The items were formulated as
propositions for the older children, and as questions for the younger children in order
to enhance comprehensibility. The GCIC measures two dimensions of group climate.
The first dimension (positive or ‘open’ group climate) refers to the support of group
workers and possibilities for autonomy/growth (e.g., in the 4-8 version, “Is it nice to play
here?”; and in the 8-15 version, “I feel that I am working on my goals here.”). The second
dimension (negative or ‘closed’ group climate) refers to negative group atmosphere
and interactions (e.g., in the 4-8 version, “Do some children beat you here?”; and in the
8-15 version, “The chaos in this group drives me crazy.”). The GCIC 4-8 and 8-15 consist
of respectively 12 items on a 3-point Likert-type scale and 14 items on a 5-point Likert-
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type scale. Reliabilities in terms of Cronbach’s alpha of the GCIC 8-15 were .91 for the
positive (‘open’) climate scale and .71 for the negative (‘closed’) climate scale in the
validation study by Strijbosch et al. (2014a). In the present study, both Cronbach’s alpha
and Guttman’s Lambda were .91 for the positive climate scale. For the negative climate
scale, Cronbach’s alpha was and .68 and Guttman’s Lambda was .69. For the GCIC 4-8,
Cronbach’s alpha was .72 for the positive climate scale and .71 for the negative climate
scale in the validation study (Strijbosch et al., 2017). In the present study, Cronbach’s
alpha for the original positive climate scale was lower, .51; and Guttman’s lambda was
.57. After removing one item (“Do the other children want to play with you?”), Cronbach’s
alpha was .58 and Guttman’s Lambda was .63. The alpha of the negative climate scale
in the present study was acceptable and similar to the alpha in the validation study:
Cronbach’s alpha was .67 and Guttman’s Lambda was .70.

Children’s Alliance Questionnaire (CAQ)
This instrument was used to measure therapeutic alliance. The CAQ (Roest et al.,
2014) consists of 10 items for the age group 4 to 8 years (e.g., “Does your mentor help
you?”; rated on a 3-points scale) and 9 items for the age group 8 to 15 (e.g., “My mentor
helps me to achieve my goals.”; rated on a 5-points scale). The items were formulated as
propositions for the older children, and as questions for the younger children in order to
enhance comprehensibility. The CAQ measures alliance based on Bordin’s definition as
a single construct. Roest et al. (2014) reported acceptable internal consistency reliability
coefficients of the CAQ for both age groups, with Cronbach’s alpha’s of .72 (age 4-8)
and .75 (age 8-15). In the present study, the Cronbach’s alpha’s were somewhat higher,
.74 and .91. Guttman’s Lambda was .77 for the CAQ 4-8 and .92 for the CAQ 8-15 in the
present study.

Statistical analyses
All analyses were performed for the two age groups (4-8 and 8-15) separately,
because 4 to 15 years is a broad age range covering distinct developmental stages.
Also, this age division was made because we used age-specific questionnaires that were
administered to the 4-8 and 8-15 year old children, assessing similar constructs. First,
paired t-tests were performed on the ‘positive climate’, ‘negative climate’ and ‘alliance’
scores for the two age groups in order to examine whether children’s perceptions of
these aspects changed significantly over a period of six months. Next, correlations
between the several scale scores (at t1 and t2) were computed.
As children were nested in groups, we first conducted multilevel analyses (Hox, 2002)
to verify the presence of significant or substantial intra-class correlations, but the intraclass correlations were extremely small and not significant. We therefore conducted a
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series of standard hierarchical multiple regression analyses to examine the cross-lagged
associations between perceived group climate and alliance over a period of six months,
controlling for stability over time. The independent variables were subjected to a test
of multicollinearity, but Variance Inflation Factor (VIF) scores all fell in the acceptable
range, indicating no evidence for multicollinearity.
Three independent hierarchical regression analyses were performed, with
therapeutic alliance, positive group climate and negative group climate at t2 as the
dependent variables. In step one, the background (control) variables gender and age
were entered. In step two, the t1 assessment of the dependent variable was added to
control for stability over time. In step three, we added t2 assessments of the predictor
variable(s) to control for current circumstances (e.g., positive and negative climate at t2
were added when ‘t2 alliance’ was the dependent variable). In step four, t1 assessments
of the predictor variable(s) were added (in the current example, ‘t1 positive climate’
and ‘t1 negative climate’ to predict alliance at t2) to examine whether these predictor
variables significantly predicted the dependent variable. For a similar approach testing
relations over time by means of multiple regression analyses, see Stams, Juffer, and Van
IJzendoorn (2002).

RESULTS
Paired t-tests
Neither of the three dimensions (‘positive climate’, ‘negative climate’, and ‘therapeutic
alliance’) showed significant changes in mean scores over a period of six months, which
applied to both age groups (See Table 1).
Table 1. Means and standard deviations for positive climate, negative climate and child-mentor
therapeutic alliance for two age groups (4-8 and 8-15), and paired t-tests to compare the t1 and
t2 scores.
t1

t2

M

SD

M

SD

t

Df

Sig.

Positive climate

2.64

0.35

2.52

0.33

1.96

42

.057

Negative climate

1.87

0.59

1.85

0.53

.17

42

.866

Alliance

2.71

0.28

2.73

0.27

-.33

42

.741

Positive climate

3.72

0.88

3.70

0.86

.20

71

.841

Negative climate

3.16

0.75

3.23

0.80

.78

71

.437

Alliance

4.23

0.85

4.18

0.92

.52

71

.605

Age 4-8

Age 8-15
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Correlations
For both groups (4-8 and 8-15 year olds), positive climate and alliance were
significantly correlated (positively) with each other at t1. Also positive and negative
climate showed a significant (negative) correlation. For 8-15 year olds, the same pattern
of correlations appeared at t2, whereas for 4-8 year olds at t2 only positive climate
and alliance were significantly correlated (positively) at t2. Inspecting the correlations
between the three dimensions over the two measurement occasions for the 4-8 year
olds, a significant correlation was found between alliance at t1 and positive climate at t2.
For the other age group of 8-15 year olds, significant correlations were found between
positive climate at t1 and negative climate as well as alliance at t2. An overview of the
correlations is presented in Tables 2a and 2b.
Table 2a. Correlations between positive climate, negative climate and child-mentor therapeutic
alliance at t1 and t2 for the 4-8 year old children (N = 43).
(2)
Positive climate t1 (1)

-.32*

Negative climate t1 (2)

1.00

Alliance t1 (3)

(3)
.44**
-.08
1.00

Positive climate t2 (4)

(4)

(5)

.32**

-.09

.28

.28

-.01

.18

.30

.02

.48**

-.16
.34*
1.00

Negative climate t2 (5)

1.00

Alliance t2 (6)

(6)

.11
1.00

* p < .05.
** p < .01.

Table 2b. Correlations between positive climate, negative climate and child-mentor therapeutic
alliance at t1 and t2 for the 8-15 year old children (N = 72).
(2)
Positive climate t1 (1)

-.49**

Negative climate t1 (2)

1.00

Alliance t1 (3)
Positive climate t2 (4)
Negative climate t2 (5)
Alliance t2 (6)

(3)

(4)

.51**

.50**

-.16
1.00

-.20
.32**
1.00

(5)
-.24*
.48**
-.11
-.37**
1.00

(6)
.34**
-.14
.51**
.57**
-.19
1.00

* p < .05.
** p < .01.
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Hierarchical regression analysis 1: predicting therapeutic alliance
Age group 4-8
In the first regression analyses, the dependent variable was therapeutic alliance at t2.
The first step in the examination of the 4-8 age group showed a trend-significant effect
of age, indicating a higher alliance score as age increased (R2 change = .128, F change
(2, 40) = 2.940, p = .064). The next step, where alliance at t1 was added to the model
in order to control for stability in alliance over time, yielded a trend-significant effect
as well: (R2 change = .066, F change (1, 39) = 3.193, p = .082). In step 3 the positive and
negative climate ratings at t2 were added, which resulted in a substantial and significant
increase of the explained variance (R2 change = .176, F change (2, 37) = 4.819, p < .05),
which can mainly be ascribed to the relation between positive climate and alliance
when measured at the same time. After step 4, the model was still significant (adjusted
R2 = .243, F(2, 35) = 2.925, p < .05), but t1 ratings of positive and negative climate did not
add to the predictive value of the model, meaning that no effect was found of group
climate on alliance over time.

Age group 8-15
The first step in this regression analysis was not significant, indicating that gender
and age did not have an effect on alliance ratings at t2. Step 2, controlling for stability
in alliance, was significant (R2 change = .236, F change (1, 65) = 21.776, p < .001). Results
of step 3 showed that also positive and negative climate, when measured at the same
time, substantially and significantly increased the explained variance in therapeutic
alliance (R2 change = .164, F change (2, 63) = 9.554, p < .001). This effect can mainly
be ascribed to the relation between positive climate and alliance. Step 4, testing the
possible effects of group climate on alliance over time, did not lead to a substantial
increase in the explained variance, even though the model itself remained significant
(adjusted R2 = .408, F(2, 61) = 7.697, p < .001). The results of these analyses for both age
groups are presented in Table 3.

Hierarchical regression analysis 2: predicting positive climate
Age group 4-8
In the second analysis, positive climate at t2 was the dependent variable. In the 4-8
age group, gender and age were entered into the model in the first step, which did not
yield a significant effect. Step 2, controlling for stability in the positive climate ratings
over time, did lead to a significant increase of the explained variance (R2 change = .097, F
change (1, 39) = 4.227, p < .05). And so did step 3, where negative climate and alliance at
t2 were added (R2 change = .177 , F change (2, 37) = 4.566, p < .05). This effect can mainly
be ascribed to the association between positive climate and alliance. Step 4, testing the
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effects of negative climate or alliance on positive climate over time, did not substantially
and significantly improve the model. The model remained significant (adjusted R2 = .181,
F(2, 35) = 2.323, p < .05).

Age group 8-15
In the older age group, entering gender and age into the model showed a significant
effect in step 1 (R2 change = .094, F change (2, 66) = 3.436, p < .05). This effect can mainly
be ascribed to gender, and indicates that boys showed higher ratings on positive
climate than girls. The next step, where positive climate at t1 was added, resulted in
a substantial increase of the explained variance (R2 change = .200, F change (1, 65) =
18.461, p < .001), indicating stability over time. Also the next step, adding current (t2)
scores on negative climate and alliance, was significant (R2 change = .207, F change (2,
63) = 13.093, p < .001). This result can be ascribed both to a negative relation between
ratings of negative climate and positive climate aspects, and higher scores on alliance
being related to positive climate, when measured at the same time. The final model,
after step 4, was still significant (adjusted R2 = .480, F(2, 61) = 9.975, p < .001), but the
t1 ratings of negative climate and alliance did not increase the predictive value of the
model. The results of these analyses are shown in Table 4.
Table 3. Summary of hierarchical regression analyses predicting children’s perceived therapeutic
alliance with their mentor at t2, separately for age groups 4-8 and 8-15.
Variables

B(SE)
4-8

Step 1
Gender
Age
Step 2
Alliance t1
Step 3
Positive climate t2
Negative climate t2
Step 4
Positive climate t1
Negative climate t1
a
p < .10.
* p < .05.
** p < .01.
*** p < .001.

ΔR2

β
8-15

4-8

8-15

0.280 (0.300)
0.906 (0.384)

-0.425 (0.270)
-0.221 (0.220)

.140
.354*

-.192
-.122

0.283 (0.158)

0.485 (0.104)

.261a

.489***

0.417 (0.140)
0.137 (0.136)

0.442 (0.110)
-0.008 (0.102)

.417** .442***
.137
-.008

0.093 (0.162)
0.077 (0.153)

-0.132 (0.135)
-0.035 (0.124)

.093
.077

Adj. R2

4-8

8-15

4-8

8-15

.128 a

.061

.085

.033

.066 a

.236***

.132

.264

.167*

.164***

.274

.418

.008

.009

.243

.408

-.133
-.035

105

5

Chapter 5

Table 4. Summary of hierarchical regression analyses predicting children’s perceived positive
climate at t2, separately for age groups 4-8 and 8-15.
Variables

B(SE)
4-8

Step 1
Gender
Age
Step 2
Positive climate t1
Step 3
Negative climate t2
Alliance t2
Step 4
Negative climate t1
Alliance t1
* p < .05.
** p < .01.
*** p < .001.

ΔR2

β
8-15

4-8

8-15

0.096 (0.320) -0.689 (0.265)
0.206 (0.409) 0.043 (0.216)

.048
.080

-.311*
.024

0.320 (0.156)

.320*

.457***

0.455 (0.106)

-0.034 (0.144) -0.229 (0.094)
0.469 (0.156) 0.398 (0.098)

-.034 -.229*
.469** .398***

-0.126 (0.159) 0.203 (0.114)
0.197 (0.178) -0.126 (0.111)

-.126
.182

4-8

Adj. R2
4-8

8-15

.007

.094*

8-15

-.042

.067

.097*

.200***

.036

.262

.177*

.207***

.185

.462

.035

.032

.181

.480

.201
-.127

Hierarchical regression analysis 3: predicting negative climate
Age group 4-8
In the third analysis, negative climate at t2 was the dependent variable. In the first
age group, no effect was found of gender or age on negative climate (step 1). Step 2,
which controlled for stability in negative climate ratings over time, yielded a trendsignificant effect (R2 change = .026, F change (2, 40) = .535, p = .071). Anyhow, the next
two steps did not lead to a substantial and significant increase of the explained variance
in negative climate, resulting in a non-significant final model (adjusted R2 = .007, F(2, 35)
= 1.044, p = .419).

Age group 8-15
Step 1 in the analysis, where gender and age were entered into the model, did not
lead to a significant effect. The next step, looking at stability in the negative climate
scores, significantly improved the model (R2 change = .232, F change (1, 65) = 20.152, p
< .001). So did step 3, in which current (t2) scores on positive climate and alliance were
added to the model (R2 change = .099, F change (2, 63) = 4.780, p < .05). This result can
mainly be attributed to the (negative) relation between positive and negative climate.
The final model, after step 4, was still significant (adjusted R2 = .297, F(2, 61) = 5.112, p
< .001), but no indication was found for positive climate or alliance predicting negative
climate six months later. The results of these analyses are presented in Table 5.
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Table 5. Summary of hierarchical regression analyses predicting children’s perceived negative
climate at t2, separately for age groups 4-8 and 8-15.
Variables

B(SE)
4-8

Step 1
Gender
Age
Step 2
Negative climate t1
Step 3
Positive climate t2
Alliance t2
Step 4
Positive climate t1
Alliance t1
a
p < .10.
* p < .05.
** p < .01.
*** p < .001.

8-15

-0.122 (0.317) 0.023 (0.276)
-0.409 (0.405) -0.260 (0.224)
0.294 (0.158)

ΔR2

β
4-8

8-15

-.061
-.160

Adj. R2
4-8

8-15

4-8

.026

.020

-.023

-.009

.079 a

.232*** .036

.218

.029

.099*

.018

.299

.038

.019

.007

.297

.010
-.144
.458***

0.489 (0.109)

.293

-0.008 (0.179) -0.339 (0.129)
0.187 (0.188) 0.008 (0.125)

-.008
.187

-.339*
.008

-0.106 (0.186) 0.184 (0.147)
0.246 (0.195) -0.010 (0.131)

-.106
.227

.185
-.010

a

DISCUSSION
The present prospective study examined the association between children’s
perceived group climate and therapeutic alliance with their mentor in residential care,
with two measurement occasions at a six-month interval. Research in the past decades
has shown that therapeutic alliance and group climate are related concepts, and that
they are both of importance for treatment outcomes in residential care in general
(Bressington et al., 2011; Johnson et al., 2005; Long et al., 2011). Nonetheless, to our
best knowledge, there is currently no research available examining their association in
two or more subsequent measurement occasions, especially within residential care for
children between 4 and 15 years old.
It can be derived from the study of Souverein et al. (2013) that a great variety of
situational factors may affect the stability of both therapeutic alliance and group
climate. The present study showed moderate stability over a period of six months for
therapeutic alliance and positive and negative group climate, although stability was
weaker in the group of 4-8 year olds compared to the 8-15 year old children. This result
is not in agreement with results from studies conducted by Duppong Hurley et al.
(2015) and Florsheim et al. (2000), who found less stability in older youth. Differences
in stability among children of different age groups may be explained by changes in
the stability of social cognitions with age, including the internal working model of
attachment, affecting the perception of both therapeutic alliance and group climate
(Amaniti, Van IJzendoorn, Speranza, & Tambelli, 2000; Fenning, Baker, & Juvonen, 2011;
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Gest, 2006; Obradovic et al., 2006). More research is needed to examine factors that can
affect stability of the therapeutic alliance and group climate across age.
As expected, we found a negative association between positive and negative climate,
and a positive relation between positive climate and alliance when measured at the
same time, for both age groups. This is in line with findings of Bressington et al. (2011)
and Long et al. (2011) in the field of residential forensic care. We did not find a relation
between negative climate and alliance, which is consistent with the study of Roest et al.
(2014), who examined the relation between child-rated group climate and alliance in
(semi)residential care. This may be an indication that when children in residential care
experience negative interactions in their living group, it does not necessarily affect their
trust in and reliance on their mentors.
Contrary to our expectations, after controlling for stability and the current
circumstances, we did not find significant effects over the two measurement occasions
between group climate and therapeutic alliance. In other words, how children felt about
group climate at the first measurement did not predict the way they felt about the
alliance with their mentor six months later, and neither did the alliance predict group
climate six months later. Possibly, how children perceive group climate is determined by
different factors than how they view the alliance with their mentor. Thus, even though
group climate and alliance experiences are concurrently associated, the scores on these
aspects do not seem to influence each other over time.
Interestingly, we found that boys scored higher on positive group climate than girls
in the group of 8-15 year olds. A possible explanation could be that girls enter puberty
at a younger age than boys, which may make them more insecure about themselves
and their place in the group, and influence their perception of positive climate aspects
(Siegel, Yancey, Aneshensel, & Schuler, 1999).

Strengths and limitations of the study
The first limitation of this study was that only the alliance with the child’s mentor
(primary group worker) was measured, while the child can form alliances with all group
workers. Second, there may have been variations with regard to the extent to which, or
the way in which teams implemented actions/interventions related to group climate
in between the measurement occasions, which can have an effect on group climate
or alliance scores in different ways. This information was not taken into account in the
present study. Also, there may have been some changes in group or team composition
in the six months between the measurements. Nonetheless, only children who stayed in
the same group and with the same mentor were included in this study, which increases
contextual stability over time.
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Implications for practice and future research
The present study provides answers and implications for practice, and also leads
to new questions, which are to be addressed in future research. The first practical
implication follows from the moderate stability that was found in child-rated group
climate and alliance (to a larger extent for 8-15 year olds than for 4-8 year olds).
One could hypothesize that in order to preserve stability (when favorable) or create
positive change, it is worth investing in periodically measuring and discussing group
climate with staff and children. Learning from treatment feedback has already shown
promising effects in individual therapy (Knaup, Koesters, Schoefer, Becker, & Puschner,
2009), and in group treatment for violent adolescents too (Stams & Van der Helm, 2017).
While monitoring these aspects, a better insight should be acquired as to why the
perception of group climate and alliance remains stable or not, and how these concepts
are interrelated over time. This may be attained by increasing the frequency of the
measurements and keeping track of meaningful changes (moderators) in the context,
such as new children entering the group, personnel changes, changes in group rules or
the physical environment. Notably, in the present study we did not find significant effects
of child-rated group climate on alliance (or the other way around) over six months’ time,
which may imply that each of these aspects should receive separate attention in the
daily group and one-to-one interactions with the children.
The second practical implication follows from the differences that were found for
the two age groups, 4-8 and 8-15 year old children. Stability was lower for the younger
children. There may be important other factors, not taken into account in the present
study, that explain group climate and alliance as rated over time in this very young age
group. A mixed-methods approach, with qualitative as well as quantitative research, can
be recommended in order to discover more about underlying mechanisms.
Third, the finding that boys scored higher on positive group climate than girls calls
for more attention, and more research on the dynamics in mixed-gender treatment
groups. And last, while the present study focused on the vulnerable group of children
during primary school age and early adolescence (age 4-15), it is also important to study
the associations between group climate and alliance over time for late adolescents and
young adults. It would be most insightful when the dynamics in group climate and
alliance experiences of youths in different age groups could be compared.

Conclusion
The present study offers a first insight into the association between group climate
and child-mentor therapeutic alliance in residential care for children between 4 and
15 years of age. It shows moderate stability in positive climate, negative climate and
therapeutic alliance over six months’ time, although stability was weaker in the ratings
of the 4-8 year old children. Additionally, this study shows a higher rating of positive
109

5

Chapter 5

group climate by boys compared to girls in the group of 8-15 year old children. No
indication was found that child-perceived group climate and alliance influenced each
other over six months’ time. Measurements at shorter time intervals and a mix of
qualitative and quantitative research could provide a more accurate view on changes
in perceived group climate and alliance, and the relation between these processes over
time. This pioneering study offers a starting point to address several new and more
specific research questions and hypotheses about group climate and alliance, thereby
contributing to particular treatment models for a very vulnerable group of children in
residential care.
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Chapter 6

ABSTRACT
A part of working on qualitatively good residential care is to monitor the group
climate and act on the feedback from residents. The present study describes how two
youth care organizations in the Netherlands implemented child-report group climate
monitoring instruments (GCIC 4-8 and 8-15) as part of the broader ‘You Matter!’ project
(in which N = 15 teams, and N = 274 children participated), and aims to answer the
question how these monitoring instruments can help to improve group climate when
routinely embedded in daily care. The results indicated that, in the age group 8-15 (n =
171), negative group climate aspects diminished over two years using feedback from
the children. Evaluating the broader ‘You Matter’ project, it appears to be worthwhile
to invest in the monitoring of group climate. According to the interviewed group
workers (N = 5), group climate improvements were instigated most when the feedback
was discussed soon after the measurement, and when teams were facilitated to reflect
together and kept working on their shared vision. Trends in children’s answers on
the open-ended questions of the monitoring instrument provided further important
information on how to stay focused on creating a safe and positive context for vulnerable
children in residential care.
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INTRODUCTION
Children who cannot live with their parents, often for reasons of safety, can be
placed in residential care. This type of care can be considered as a last resort, but also as
an important manner to intervene when this is strongly needed (Anglin & Knorth, 2004;
Whittaker et al., 2016). Residential treatment centers for children and youth serve a very
vulnerable population with a wide range of needs (James, 2010; Smith, Duffee, Steinke,
Huang, & Larkin, 2008). There should be unceasing attention for the quality of this most
complex care form in order to strengthen the quality of life for the children involved
(Jozefiak & Sønnichsen Kayed, 2015). Internationally, there is a search for models of care
appropriate to meet the needs of these vulnerable children (Courtney & Iwaniec, 2009).
Recently, an international work group for therapeutic residential care published a
consensus statement (Whittaker et al., 2016), in which they formulated the following
definition in order to establish a more common language in the residential care sector:
“Therapeutic Residential Care involves the planful use of a purposefully constructed,
multi-dimensional living environment designed to enhance or provide treatment,
education, socialization, support and protection to children and youth with identified
mental health or behavioral needs in partnership with their families and in collaboration
with a full spectrum of community-based formal and informal helping resources”.
In line with the consensus statement, and a growing number of empirical studies
showing that residential group climate significantly affects youth outcomes (for example,
see Pinchover & Attar-Schwartz, 2014; Souverein, Van der Helm, & Stams, 2013; Van den
Tillaart, Eltink, Stams, Van der Helm, & Wissink, 2018), it is regarded to be important for
group workers to actively invest in a positive group climate; thus to pay attention to “the
quality of the social and physical environment in terms of the provision of sufficient and
necessary conditions for physical and mental health, well-being, contact and personal
growth of the children, with respect for their human dignity and human rights as well as
their personal autonomy, and aimed at recovery and successful participation in society”
(Stams & Van der Helm, 2017).
Several authors have stated that there are two important elements required to
support staff to work on a therapeutic group climate: 1) interventions and training at the
team level, and 2) an appropriate monitoring system (Bastiaanssen et al., 2014; Nunno,
Holden, & Leidy, 2003). The present study focuses on the second element, and aims to
answer the following question: how can group climate monitoring instruments help to
improve group climate aspects when routinely embedded in daily residential care for
children aged 4-8 and 8-15 years? While several instruments for different age groups
have been developed to monitor client perceptions of group climate aspects (Tonkin,
2015; Van der Helm, Stams, & Van der Laan, 2011; Strijbosch, et al., 2014a; Strijbosch,
Van der Helm, Stams, & Wissink, 2017), less is known about their application so far.
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Describing good practices and challenges in building a positive group climate while
using monitoring instruments and the resulting feedback will ultimately contribute to
the development and evolution of appropriate care models for children in residential
care (Stams & Van der Helm, 2017).

Effects of a positive group climate
A growing body of research shows evidence for relations between group climate and
other process variables, such as alliance, client motivation and treatment engagement
(Johnson, Burlingame, Olsen, Davies, & Gleave, 2005; Long et al., 2011; Roest, Van der
Helm, Strijbosch, Van Brandenburg, & Stams, 2014; Strijbosch, Stams, Wissink, Van der
Helm, & Roest, in press). In addition, group climate appears to be related to care outcomes.
In fairly recent studies a more positively perceived social climate was associated with
less runaway behavior (Attar-Schwartz, 2013), less externalizing problems (Gross et al.,
2015) and less aggression (Ros, Van der Helm, Wissink, Stams, & Schaftenaar, 2013; Van
den Tillaart et al., 2018). In addition, it was associated with less adjustment problems
(Eltink, Van der Helm, Wissink, & Stams, 2015; Pinchover & Attar-Schwartz, 2014), better
coping (Van der Helm, Beunk, Stams, & Van der Laan, 2014), and increased empathy
development of youngsters (Heynen, Van der Helm, Cima, Stams, & Korebrits, 2017).
These studies indicate that the causes for certain problematic behaviors, such as
aggression, may not only be found in the characteristics and history of the child, as the
behaviors can also be affected by the context in which the child lives. Thus, previous
results show that how children experience their stay in the residential treatment setting
is related to their development and wellbeing.

How to measure group climate
Improving group climate, which in turn is expected to enhance good outcomes,
starts with the measurement of it. In the past decades, several instruments have been
developed to measure group climate, or broader, social climate (for an overview,
see Tonkin, 2015). Most instruments have been developed for use with adults and/
or adolescents; until recently there were no instruments available for children. Based
on the Prison Group Climate Instrument (Van der Helm et al., 2011), valid and reliable
(brief ) instruments were developed for youth aged 8-15 years (GCIC 8-15; Strijbosch et
al., 2014a); and for children between 4-8 years (GCIC 4-8; Strijbosch et al., 2017) assessing
positive (or ‘open’) climate and negative (or ‘closed’) climate. The first dimension refers
to the support of group workers and possibilities for autonomy and growth. The second
dimension refers to negative group atmosphere and interactions.
The GCIC instruments (for 4-8 and 8-15 years) have been applied in several institutions
in the Netherlands and in other countries (Levrouw, Roose, Van der Helm, Strijbosch, &
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Vandervelde, 2018). The instruments appear to be suitable for use on a regular basis and
can help group workers to better understand the dynamics in their group and enable
them to make continuous improvements as a team based on information provided by
the children (Strijbosch et al., 2014a, 2017).

How to improve group climate
It is thought that many factors in the living/treatment environment can well be
influenced in order to make improvements in how children perceive group climate. The
team of group workers seems to be a key in achieving these improvements. Besides
offering interventions and training programs to the teams, an appropriate monitoring
system is considered to be an important first step for group workers in order to improve
group climate (Bastiaanssen et al., 2014; Nunno et al., 2003).
A growing body of research is available on Routine Outcome Monitoring (ROM) in
mental health care. ROM refers to regular measurements of clients’ progress in clinical
practice aiming to evaluate and, if necessary, adapt treatment in order to improve the
functioning and reduce the symptomatology of the target group (Brann, Coleman, &
Luk, 2001; Hall et al., 2014; Van Sonsbeek, Hutschemaekers, Veerman, & Tiemens, 2014).
Support for the potential value of ROM is found in meta-analytic studies (Gondek,
Edbrooke-Childs, Fink, Deighton, & Wolpert, 2016; Lambert & Shimokawa, 2011),
although the validity of these outcomes has been challenged, especially in the context
of using ROM data for benchmarking (Hafkenscheid & Van Os, 2018).
It is increasingly being argued that the monitoring of outcomes should be combined
with the monitoring of processes (Davies & Crombie, 1995; Holden et al., 2010; Siebum,
Pijl, & De Wolf, 2015). Indicators for process quality could be objective facts, such as the
‘presence of treatment plans’ (Siebum et al., 2015), or subjective client satisfaction, and
alliance and collaboration factors (Hafkenscheid, 2010). The subjective indicators have
received the most attention in literature, and the monitoring of these aspects will, in the
present study, be referred to as Routine Process Monitoring (RPM). The Session Rating
Scale (Miller & Duncan, 2004) is an example of a broadly used monitoring instrument,
filled out after each treatment session, meant to elicit positive or negative feedback of
the client that can be discussed, which offers possibilities to improve the therapeutic
alliance.
Thus, the amount of studies on monitoring process variables at the individual (client
system) level is also increasing. However, studies of RPM at a group level are still scarce
(Nunno et al, 2003; Stams & Van der Helm, 2017). Group climate aspects can be seen as
key process variables for children in youth care (Attar-Schwartz, 2009), and are suitable
to include in a RPM cycle. Assessing and monitoring these process aspects possibly
offers a way forward to the further development of quality measures and making
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improvements accordingly in this care sector (Puszka et al., 2015). In recent research
on residential care for children, the six-month trends in individual children’s scores
on positive and negative group climate were studied (Strijbosch et al., 2018). A next
question is how the group climate scores develop over a longer period of time at the
group level, and which aspects are perceived to play an important role herein according
to both children and group workers, while they are working together on improvements
in group climate.

Participation of children
It is a child’s right (Convention on the Rights of the Child, 1989) to be involved when
decisions are made about their lives. Therefore, working on group climate in residential
youth care can and should not be done without the children whom it concerns. A
residential living/treatment group with children and the team of group workers
can be considered a ‘therapeutic community’, in which there is a sense of collective
responsibility, democracy, communality and empowerment, and a shared aim to breed
a culture of helping oneself and each other within a therapeutic framework (Campling,
1999; Eisler, 2000).
Many studies on youth participation in residential care have confirmed that children
and young people wish to have a say in the decisions that are made about their lives
and living environment; and the authors have stated that youth participation should
become a standard part of the formal group processes (Bessell & Gal, 2009; Cashmore,
2002; Gal, 2017; Jamieson, 2017). However, especially with younger children, it is
considered a challenge to grant them an age-adequate degree of influence (Southwell
& Fraser, 2010; Ten Brummelaar, 2016). Southwell and Fraser (2010) found in their study
that children under the age of 15 were less satisfied than older respondents with regard
to several aspects, including feeling safe, getting along with their caregivers, having
someone to talk to when they were worried, and having a say in what happens to them.
One of the reasons for child participation being a challenge is that professionals are
greatly influenced by the laws and regulations that dictate the procedures they have to
follow, their budgets, and their workload (Gal, 2017). In other words, the management
of residential treatment groups by group workers is very intensive, and the structure in
which they operate is for a great deal externally determined. If continuous evaluation
and monitoring of group climate is not embedded in the daily process, group workers
may be less aware of the importance of reflecting with (also the younger) children on
how they experience their living situation (Levrouw et al., 2018), and the treatment/
living group may risk becoming a ‘closed system’ (Pinker, 2018).
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Towards an approach to improve group climate together with children
Based on the afore-mentioned previous findings and literature, the ‘You Matter!’
project was developed (Strijbosch et al., 2014b), which entails an approach where
residential treatment teams providing care to 4-15 year old children used (apart from
training, and inter- and supervision) a monitoring system in which children’s perceptions
played a central role. The project focused on implementing a Plan-Do-Check-Act cycle
in two residential youth care organizations in order to embed working on a positive
group climate in daily processes (see Method section for more information). The project
could be considered as a Routine Process Monitoring project, as group process variables
were measured and monitored on a regular basis (every six months).

Present study
The present study addresses the question how group climate monitoring instruments
can be part of an improvement process in residential care for 4-15 year old children. The
employment of these instruments can, in our view, only be regarded from a broader
perspective: in this case this was the broader ‘You Matter!’ project, which focused on
improving group climate in residential care for children. The main research question
was divided into three sub-questions. The first question was how group climate scores
had developed over two years’ time, during which the monitoring instruments and
the resulting feedback were used every six months. Second, which lessons did group
worker teams learn from the broader ‘You Matter!’ project (in which the instruments
were embedded)? Finally, in order to give direction to future research and practice
in attaining a positive group climate, the third question was which specific themes
were mentioned most by children when they were asked about their group climate
perception.
Our expectation was that the child-rated group climate scores at the group level
would improve over the course of time. We did not formulate specific hypotheses with
regard to the other two research questions, because we wanted to maintain an open
view in order to learn more about where the most important possibilities were to be
found for enhancing group climate in institutions providing residential care to children
and youth. This study is aimed to be a step forward in employing Routine Process
Monitoring in residential youth care.

METHODS
Participants
In total, N = 15 teams, and N = 274 children of two youth care organizations in the
Netherlands participated in the ‘You Matter!’ project from 2012 to 2015 (see Procedure
for more information). A total of n = 103 children fell in the age group 4-8 years (41%
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participated at one measurement occasion and 59% at two or more occasions) and n =
171 children in fell in the age group 8-15 years (47% participated at one measurement
occasion and 53% at two or more occasions). Of the 8-15 year olds, 42% answered
open-ended questions (besides giving scores to the group climate topics) at least at
one measurement occasion. After the project had ended, N = 5 group workers from five
different teams were interviewed about their experiences during the project.

Procedure
The broader ‘You Matter!’ project (in which the measurements were embedded;
see Figure 1 for an overview) was aimed at establishing a Plan-Do-Check-Act cycle in
order to continuously work on a positive group climate. The steps in the procedure are
described further below.

Plan-Do
All the teams started off together with a (guided) introductory meeting where
the basic principles of the project were discussed, hereby reflecting on practice- and
evidence-based insights on what should be offered to youths in residential group care,
and young children in particular (Jongepier, Struijk, and Van der Helm, 2010; RiksenWalraven, 2004; Deci & Ryan, 2000). In short, the basic principles relate to providing
physical and emotional security, structure and clear boundaries, as well as several
kinds of opportunities for personal development and growth. Based on a shared vision,
each team formulated their own action plan with concrete actions that were thought
to result in an improved group climate in the months to come. Table 1 shows some
examples of actions that teams included in their action plans, categorized following the
above-mentioned basic principles.
Along the way, the teams constructed (often together with the children in
their group) several tools in line with their action plans. For example, they made
‘thermometers’ or ‘traffic lights’ together to rate the group atmosphere during daily or
weekly group meetings, and teams changed standard formats for team meetings and
case evaluations in which they made the principles for an open group climate leading.
In the light of maintaining a solid professional base for the teams, e.g. with regard to
pedagogical skills and trauma-sensitive working, team training courses and coaching
were available for professionals in the organization’s education programme.

Check-Act
Every six months the GCIC (4-8/8-15) questionnaires were administered to monitor
the children’s perceived group climate. In addition, five open-ended questions were
asked that focused on key themes of group climate. That is, children in the age of 8-15 (so
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not the younger children) were asked how they felt about 1) the help of group workers,
2) what they learned in the care institution, 3) the group atmosphere, 4) honesty in the
group and 5) the group rules. Next, the researchers provided the children’s feedback
to the teams via easy to comprehend figures comprised in ‘factsheets’ within four
weeks after the measurement (to optimize the chances that the figures would still
be representative). This feedback was then discussed in team meetings and with the
children, and thereby used every time to evaluate and adjust the team action plan.
Table 1. Examples of actions in the ‘You Matter!’ project
Basic principles
(Based on: Deci & Ryan, 2000;
Jongepier, Struijk, & Van der Helm, 2010;
Riksen-Walraven, 2004)
Provide children with physical and emotional
security and emotional support

Examples of actions

- We spend more time in the group and less time in our
office.
- We give more 1-to-1 attention to our ‘mentor children’
Provide information on the child’s level of
- We pay more attention to how children experience
understanding
(e.g.) their therapies, and provide more explanation if
needed
Provide children with structure and clear
- We evaluate conflicts and aggressive incidents in a
boundaries, important to learn about values
constructive way together with the children who were
and norms
involved.
Stimulate children’s personal development
- We give more compliments about what the children
including a sense of autonomy
have done or tried well.
- We give children a task in keeping the living room
cosy.
- We place a ‘letter box’ for good ideas in the group.
Support positive interactions between the
- We organize more fun activities together with the
children, helping them to enhance social skills
children.
- We let children rate the group atmosphere during
daily or weekly group meetings and discuss together
how to improve it.
Stimulate and support interactions between the - We e-mail parents with updates regarding their child’s
child and its parents
development.
- We organize group dinners with parents.

Reflection with other teams during the project
Also, at least once and sometimes two times a year, a joint meeting was organized for
all the teams participating in the project. Beforehand, a delegation of care professionals
and researchers decided on a common theme for the meeting. In these meetings, there
was usually an inspiring external speaker; a researcher or an expert from another youth
care organization. Also, the overall development in the scores over time was presented
to the teams by the organization’s researcher. In the second part, the teams presented
how they had been working on group climate in the previous period. They showed
each other which tools they had invented together with the children. Also, they told
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each other how they had spoken about the results of the group climate measurements
with the children in the group, what they had discovered by doing that, and how they
subsequently formulated actions with the children.

The ‘You Matter!’ project
Plan
Start: Guided introductory meeting
Team action plan
Team
reflection
meetings

Do

Act

Perform action plan
Construct/use helpful tools
Training and coaching of teams

Adjust action plan
Implement new actions

The present study
Check
Monitoring instruments (six-monthly)
Feedback in factsheet
Discuss with team and children
How can monitoring instruments be part of an improvement
process in residential care for children?
Evaluating the ‘ you matter!’ project: children’s scores and
open- ended questions, interviews with group workers

Figure 1. The present study in relation to the ‘You Matter!’ project

Evaluating the project
In order to answer our research question how group climate monitoring instruments
can be part of an improvement process in residential care for 4-15 year old children,
the ‘You Matter!’ project was evaluated. First, the mean GCIC scores per group, and
the overall mean scores (all groups added up) provided insight into the general
development of group climate aspects as perceived by the children over time. To give
a reliable overview, it was not possible to take every group’s scores into account: two
groups had children in both the 4-8 and 8-15 age groups, and not enough (three or
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more) respondents in the same age group at five (or more) subsequent measurement
occasions, so finally the scores of 13 out of 15 groups were used to provide an overview
of the quantitative outcomes.
Next, we wanted to evaluate the broader project (including the monitoring
measurements) with group workers. Five group workers representing five different
teams were approached for an interview, and they were all willing to cooperate. The
respondents were all group workers who had extra coordinating tasks besides their
pedagogical work with the children. Given the commonalities in their answers, it did not
seem to be necessary to approach more group workers after this first interview round.
The semi-structured interviews evolved around three main questions: 1) ‘How did you
experience working on group climate via a Plan-Do-Check-Act cycle?’, 2) ‘What lessons
have you learnt from this project?’ and 3) ‘What would you recommend to other teams
that are just starting to work in this way?’. The interviews took place at an office on the
work location of the group workers, and had a duration of 45 minutes on average.
At last, the children’s answers to the open-ended questions were analyzed in order
to explore the topics they seemed to consider most important when one’s aim is to work
on a positive group climate, and to generate ideas for further inquiry. To enable this
analysis, the text answers were first extracted from the SPSS database and reorganized
in an Excel data file by team and measurement occasion.

Data analyses
First, mean scores of children at the group level, and overall mean scores (the mean of
13 groups) of five measurement occasions with six-month intervals were used for visual
inspection of possible trends over a period of two years that the institutions worked
with the broader ‘You Matter!’ approach. One-way analyses of variance (ANOVA’s) with
Student-Newman-Keuls post-hoc tests were conducted in order to test the differences
between the scores on the five measurements occasions for statistical significance.
Unfortunately, it was not possible to conduct repeated measures analyses of variance,
because there were many changes in the group composition between the measurement
occasions; some children were still living in the group and others had left. Notably, only
samples of adjacent measurement occasions did include small proportions of the same
children.
Second, the group workers’ answers were analyzed and organized following the three
predefined questions/topics. Meaningful text fragments were identified and coded by
topic. Next, they were compared to each other in the axial coding phase (Boeije, 2005).
Some were repositioned under a different question/ topic. The input was summarized,
and individual quotes were cited for comprehension.
Third, the children’s answers (which were only available from the age group 8-15)
on the five open-ended questions were analyzed also using the analysis method of
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Boeije (2005). All the answers, organized by team and measurement occasion, were
read by the first author, while analyzing the most meaningful text fragments within
the five predefined main topics. Patterns were distilled from the answers that were
most prevalent. In order to enhance objectivity, the raw data and extracted patterns
were discussed and fine-tuned with a colleague researcher. There was also attention
for similarities and contrasts within groups. Individual responses (quotes) were marked
and cited for comprehension.

RESULTS
Changes in child-rated group climate over time
The first question to be answered was whether there were positive changes over
time in children’s perception of group climate during the course of the broader ‘You
Matter!’ project in which a routine process monitoring cycle was embedded. Figures
2 and 3 show the development in these scores over time for the 8-15 age group. In
almost every group, there were rather large fluctuations in the mean scores over time.
The overall mean score (the mean of all the group scores: ‘Total’ -black- line in the
figures) seems to show small changes in the expected positive direction, but these were
non-significant according to the One-Way ANOVA: F(4, 229) = .363, p = .835. The overall
mean score on ‘negative climate’ did drop significantly over time: F(4, 229) = 5.176, p <
.01, from M = 3.45 (SD = .62) at the first measurement occasion to M = 2.81 (SD = .88)
two years later. The Student-Newman-Keuls post-hoc test indicated that the change
in scores was also significant between measurement occasions four and five: F(1, 88)
= 7.011, p < .05. This result implies that negative climate aspects diminished over the
course of time according to the perceptions of the children, and especially between the
last two measurement occasions.
Figures 4 and 5 show, respectively, the development in the positive and negative
group climate scores for the 4-8 age group. Inspecting the overall mean scores of the 4-8
year old children, there were only fluctuations and no clear trends over two years’ time.
According to the One-Way ANOVA, there were no significant differences between the
scores of the five measurement occasions on ‘positive climate’ (F(4, 104) = .234, p = .919)
and ‘negative climate’ (F(4, 104) = .915, p = .458).
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Figure 2. Mean scores on ‘positive climate’, development over two years, age 8-15.
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Figure 3. Mean scores on ‘negative climate’, development over two years, age 8-15.
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Figure 4. Mean scores on ‘positive climate’, development over two years, age 4-8.
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Figure 5. Mean scores on ‘negative climate’, development over two years, age 4-8.
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Results of the analysis of the answers of the group workers during the
interviews
The second research question to be answered was what lessons group workers
had learnt from the broader project (including the measurements and the resulting
feedback). In the text below, we summarize the trends in their experiences, lessons
learnt, and recommendations for other teams and researchers.

Experiences: It is good to ask children for feedback about group climate, but not
always easy to convert this into actions and keep up the plan together as a team
The analyses of the interview data showed that all interviewed group workers saw
advantages in the feedback cycle that was embedded within the broader project. They
stated that it gave children the chance to voice how they felt about the group climate
even if they did not feel like saying it to group workers directly. All interviewed group
workers also indicated that they wanted to take the children’s feedback into account
when they reflected on their pedagogical work (e.g., ‘It is good to check whether you
are still doing the right things’, ‘Once we have received the factsheet we discuss it in the
team as soon as possible’).
The results also indicated that it was not always easy to convert the feedback into
actions. First, it was noted by the interviewed group workers that the feedback was
sometimes already outdated when it was being discussed (e.g., ‘If it takes a month
before the factsheet is scheduled on the agenda of the team meeting, there may have
been fundamental changes in the group already, which makes the outcomes less
representative’). Next, the group workers indicated that it took patience and time to
actually make and evaluate plans together (e.g., ‘It is hard to find the time to reflect
together with all team members and make plans; there are less team meetings, because
of budget cuts and the new Working Hours Act’, ‘We cannot always follow the action
plan due to a lack of time’).
Most of the interviewed group workers stressed the importance of shared goals and
efforts in the team when working on a positive group climate, and the fact that this was
sometimes lacking (e.g., ‘Not every change is easy when colleagues are used to a certain
way of working’, ‘People find it good, but also confronting to reflect together as a team
and give and/or receive feedback’, ‘Not everyone finds it important to use the feedback
explicitly in the action planning; it feels like something extra while they are very busy
already’).
The interviewed group workers indicated that it was a great challenge to keep up
the planned actions and reflection over time, and achieve actual changes (‘We want to
keep up the action plans, but this is not always easy, with new children coming into the
group, changing personnel and problem behavior becoming more extreme. There are
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just very many situations in which you have to react instantly and you do not have the
time or calm to reflect’).
Despite the above, the analyses of the interview data also indicated that all teams
managed to keep working on ways to strengthen a positive group climate. As examples
of ‘good practices’ some of the interviewed group workers mentioned: ‘We introduced
the child of the week’, ‘We have implemented actions for more parent participation’, ‘We
try to build in reflection moments during the changing of the shifts’, and ‘We are going
to organize meetings every month around certain themes’.

Lessons learnt: The children’s feedback is valuable, reflection should be organized
under certain preconditions, inspiration can be found within and outside the team
The analysis of the interview data concerning the question which lessons the
interviewed group workers learnt during the broader project (including the monitoring
measurements) showed, first of all, that most of the interviewed group workers were
positively surprised by the children (e.g., ‘Some children can put their feelings or
perceptions very well into words’).
The group workers all indicated that they had learnt how important it was to organize
moments for feedback and reflection at both the individual and group level (e.g., ‘This
method makes us reflect more on group climate, not only during team meetings, but
every time this is necessary due to specific signals or incidents’). According to most of
the interviewed group workers, this sometimes meant that one had to work on the
right preconditions first (e.g., ‘The most important precondition for reflection is that
the team is stable’, ‘We have agreed as a team that we should express ourselves earlier
when something is wrong; now we wait too long and that leads to gossiping sometimes
and, therefore, feelings of unsafety’, ‘We can achieve more when several colleagues feel
responsible for this, and if we divide the tasks’). Next, the interviewed group workers
remarked that they had to choose a focus with the team (e.g., ‘Scores that differ between
children and group workers are interesting to discuss’) and formulate attainable goals
(e.g., ‘We manage to achieve our goals around group climate, as long as we do not make
them sky high’).
Finally, the group workers said that inspiration to move on in their process could be
sought within, but also outside of the own team of group workers (e.g., ‘In interpreting
and applying the results we need support from a behavioral scientist’, ‘The reflection
meetings with other teams are important, because they provide us with new ideas and
a fresh look at things’).
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Recommendations: Keep the group climate topics on the agenda, make people
more responsible, formulate actions together with the children, and stay inspired
The analysis of the interviews showed that the interviewed group workers
recommended to make one or two team members responsible to let the group climate
themes recur on the agenda. Also, two group workers suggested it could be a good
idea to make it obligatory to address the results of the routine process monitoring
instruments, in the presence of and/or with support of a researcher (e.g., ‘It is good that
there is an external impulse to stay aware about the themes around group climate’).
Most of the interviewed group workers mentioned though that, in the end, every team
member should feel responsible to keep working on the common goals and actions,
and to stimulate this, tasks may be divided.
The group workers recommended to regularly plan meetings with the children,
discuss the outcomes with them, and formulate actions together; then children know
and experience that their feedback is taken seriously. It was even suggested by the
interviewed group workers that it would be good to measure more frequently than
every six months. Finally, the group workers emphasized the importance of learning
with and from each other (e.g., ‘Besides the big reflection meetings, maybe discussions
with other teams and/or organizations in smaller groups focused on a specific theme
could be organized’).

Exploring children’s answers to the open-ended questions
The final research question to be answered before we discuss all the results, was
which specific themes children found important in attaining a positive group climate.
Exploring children’s answers on how they felt about 1) the help of group workers, 2)
what they learned in the care institution, 3) the group atmosphere, 4) honesty in the
group and 5) the group rules, provided us with first insights. In general, we found that
many of the children (in the 8-15 age group) who participated in this study gave well
thought-out answers to the open-ended questions. The most prevalent themes in their
answers are summarized below.

The help of the group workers: Many children got help when they needed it, but
group workers sometimes had too little time to help everyone
Many children stated that they got help and attention from group workers when
they needed it (e.g., ‘They are very helpful and kind’, ‘I can always count on them’, ‘They
help you when you find something difficult’, ‘They help you when you are in a fight’).
Some children mentioned the support they received with daily things such as eating,
going to bed and tidying their room, or that group workers did their best to make the
living space cozy. Interestingly, how the help was experienced by the children could
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differ greatly within one group. Some children said they got much help and group
workers were always there for them, whereas others from the same group said (at
the same measurement occasion) that they felt ignored, misunderstood, or that they
got punished too quickly for what they did (e.g., ‘Sometimes it feels as if they are not
listening to me’, ‘I don’t always like it because they ignore us and don’t let us make our
points’).
A recurring theme was that there was always too little time, and that the availability
of two group workers was often not enough. So help and attention were not always
available at the right moments (e.g., ‘When I ask for help they go to others first, and once
they come to me I am already angry and sent to my room’). Children from several groups
noted that more help and attention went out to the younger children (e.g., ‘Usually only
the little ones get help’), or the children who were angry or aggressive. Also, according
to several children, there were differences between the group workers (e.g., ‘Well, some
group workers do it right, and some do it wrong’, ‘With some group workers I can talk
better than with others’).
Critical moments when the help could be improved were when children were angry
(e.g., ‘Sometimes I don’t even get the chance to explain what happened’, ‘They help me
with everything, but sometimes they should act differently, when there are conflicts in
the group’).

What you learn in the institution: Most children felt they learned something, but
others did not know what they could learn, or did not understand why they had to
live in a group
The answers to the second open question indicated that most children felt they
learned something (e.g., ‘You learn what you need here’, ‘I learn more than I used to, it is
going much better with me now’). Things children often mentioned to have learnt in the
institution were: managing their anger, saying things differently, behaving better, not
being rude/bold, gaining more self-confidence, making friends, and playing together.
And also: cleaning up their bedroom, cooking, eating different things, becoming more
autonomic. Some showed to be proud of what they had learnt (e.g., ‘I have learnt a lot
here, I can help others now’).
Several children stated that they had to learn things in order to be allowed to live at
home again (e.g., ‘I have to learn to stop my bad behavior so I can go home again’, ‘I have
learnt enough to go home soon’). Other children wrote down they thought it was good
for them to live in the group, but that they did not find it easy (e.g., ‘You learn things
you have to get used to at first’, or ‘You learn a lot but sometimes it is difficult’). And
then there were also children whose answers indicated that they did not know what
they could learn (e.g., ‘I am not here to learn’, ‘I play a lot but don’t know whether I learn
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something’, ‘You don’t learn here, you just live here’, ‘I don’t learn something, I only talk
to the group workers’). Or they did not see why they had to live in the group at all (e.g.,
‘What I learn here, I can learn at home as well’, ‘I teach myself things’, or ‘My parents have
to learn something’).
Sometimes the children differentiated between what they had learnt from the other
children and from group workers (e.g., ‘You learn bad things from the other children and
good things from group workers’, ‘When you talk about things here with group workers,
you learn faster’).

The group atmosphere: Children found that there were ups and downs, and the
group atmosphere could change very quickly
About one quarter of the answers to the question how children felt about the
group atmosphere were merely positive (e.g., ‘The children get along very well’), but
the main answer children gave was that there were ups and downs, and that the group
atmosphere could change very quickly (e.g., ‘It changes a lot, with new children entering
the group’, ‘Sometimes the atmosphere turns around all of a sudden’, ‘It can be super
fun, but also super bad’). Reasons that the children mentioned for the atmosphere not
being so good were: many angry kids, too crowded and a lot of stress, fighting, scolding,
bullying, reacting too much to each other, irritations, (sometimes) too many fixations,
and boredom. In some groups, children noted the atmosphere could be negatively
influenced by one child (e.g., ‘All kids are nice, only one child is scolding a lot’).
Some suggestions were brought up by the children to make improvements, such as
‘The atmosphere is better when group workers pay better attention to what happens’,
or ‘Group workers should be less strict’. Some children mentioned how the group
atmosphere was determined by how the house looked (e.g., ‘Our house is quite cozy’,
or ‘It looks nicer at the house next door’). Reasons for a good atmosphere that were
mentioned by the children were: small groups where children felt they had friends,
when group workers provided quick solutions to problems, and when the group did
fun things.

Honesty in the group: Children experienced that they could not trust everyone, and
generally trusted group workers better than the other children
Many children said that other children in their group were not honest: they
mentioned stealing, lying, gossiping, and not telling everything. Some children also
admitted that they were not always honest themselves (e.g., ‘I am not always honest,
but I want to learn to improve this’). Some children said that they had to fight the
dishonesty (‘Some children are not to be trusted; they want to drag me into something
that is wrong’). Most children trusted the group workers better than they trusted the
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children (e.g., ‘Group workers are very open and tell me everything I need to know; I am
not sure about the children’). When honesty was understood as righteousness, some
children mentioned broken promises (by staff ), and situations such as ‘I have to go to
my room, while I have done nothing wrong’.

Group rules: Children appreciated the rules, but also found that these should be
adhered to better, or could be improved
Finally, most children agreed with the fact that there were group rules (e.g.,
‘Sometimes it is annoying, but it is good that there are rules’, ‘Rules about not hurting
each other are important’, ‘Some rules make children less stressed’, ‘It makes children
listen better’, ‘The rules are strict, but we can learn from them’). Additionally, children
of several groups stated that the rules should be adhered to more strictly: ‘Often group
workers do not follow the rules consequently’, ‘The rules change too often’, ‘Different
group workers do not handle the rules the same way’.
However, the results also showed that children within the same group could feel
very different about the rules (‘The rules are not clear’ versus ‘The rules are very clear’;
or ‘The rules are too strict’ versus ‘The rules should be more strict’). Many children
mentioned that the rules could be improved, and how: ‘There are good ones, but there
are also some very bad ones’, ‘I would like to have a say when rules are determined’, ‘The
rule about staying in your room for thirty minutes is stupid, it makes me more stressed’.
To summarize, the group workers as well as the children who participated in the
present study offered many valuable insights, which can be used while working on
methods to enhance a positive group climate in residential care for children. These
insights and their implications for future research and practice will be discussed further
in the next section.

DISCUSSION
To enhance outcomes for children in (therapeutic) residential care, it is more and
more acknowledged that it is important to invest in a positive group climate (e.g., AttarSchwartz, 2009; Heynen et al., 2017; Johnson et al., 2005; Ros et al., 2013; Van der Helm
et al., 2014; Whittaker et al., 2016), and several group climate monitoring instruments for
different age groups have been developed to be able to monitor aspects of the climate
in residential care (Strijbosch et al., 2014a, 2017; Tonkin, 2015; Van der Helm et al., 2011).
Nonetheless, studies that describe and evaluate how these monitoring instruments
can help to improve group climate when embedded in daily residential care for
children, are still scarce (Levrouw et al., 2018; Stams & Van der Helm, 2017). The present
study describes how two youth care organizations in the Netherlands embedded group
climate monitoring instruments in daily practice, as part of the larger ‘You Matter!’
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project. This project (in which N = 15 teams, and N = 274 children participated, in the
age range 4-15), focused on establishing a Plan-Do-Check-Act cycle concerning group
climate. Besides the implementation of monitoring instruments, it entailed the creation
of team-specific action plans, and offering several team interventions in order to
stimulate teams to influence children’s perceptions of the group climate in a positive
way. We examined the changes in group climate scores (as perceived by the children)
over two years’ time with six-monthly measurement occasions, the lessons learnt by
group workers from the broader project, and the themes that were mentioned most
by children when they were asked about their group climate perception. In the next
paragraphs we will outline and discuss the conclusions per research question.
First, more than expected, fluctuations were found in the perceived group climate
scores of the separate teams over time. It seems that separate group climate scores
can vary just like the weather. This can be understood from the continuously changing
dynamics as a result of, among other factors, changing shifts of group workers, changes
in team and group composition, and external (pre)conditions (Souverein et al., 2013).
On the other hand, and in line with the expectations, the overall long term statistics
(the ‘overall means’ across all groups) indicated a more general climate change in
the positive direction for the age group 8-15. Staying in the metaphor, real (climate)
change may be the sum of very many small (weather) changes. In the 8-15 group, the
decrease in negative climate aspects turned out to be significant, whereas the increase
in positive climate aspects was not. This result can be regarded as encouraging, because
decreasing negative aspects and experiences may overall have a stronger positive effect
on the children’s treatment outcomes than the (further) increase of positive climate
aspects (‘bad is stronger than good’) (Baumeister, Bratslavsky, Finkenauer, & Vohs, 2001).
However, the result should be interpreted with caution because of the limited statistical
power of the analysis.
We did not observe significant changes over time in the group climate scores of
4-8 year old children. Possibly, changes were less needed than with the older children
because scores were already ‘good enough’ (ceiling effect). On the other hand, the result
could be in line with findings in earlier research that with younger children it is a greater
challenge to grant them an age-adequate degree of influence (Southwell & Fraser, 2010).
Second, important lessons were learnt from the broader ‘You Matter!’ project by
interviewing group workers. The results of the analyses of the interview data indicated
that the application of monitoring instruments brings along more awareness about the
group climate, which is an important base for positive change in the long term (Ager
et al., 2012; Nunno et al., 2003). It also poses challenges to the teams, as it is not always
easy to translate the feedback into actions, and it takes patience and time to keep up
planned actions together and achieve durable positive changes.
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According to the interviewed group workers, improvements in the group climate
can be instigated best when there is time to reflect together as a team, which is in line
with other studies (Bastiaanssen et al., 2014; Souverein et al., 2013). This reflection refers,
first, to working on basic preconditions in order to become and stay a stable team with
a shared vision, where everyone can and will express themselves before tensions and
problems get a chance to mount. Second, it refers to discussing (the effects of ) actions
that the team implemented together with the children in order to achieve and maintain
a positive group climate. This information exchange may be necessary for teams to
generate new energy in order to grow (Pinker, 2018)
Inspiration to keep moving forward in the process of building a positive group
climate was found within the own team, in the often surprising answers of the children,
and in the experiences of other teams and organizations. In addition, the interviewed
group workers indicated that it worked well to make one or two team members
responsible for keeping important group climate topics on the agenda, not wanting to
change everything at the same time, and to make sure feedback was discussed before
it was outdated.
We cannot conclude from the lessons learnt by group workers in the ‘You Matter!’
project (which included the employment of monitoring instruments) that the use of
monitoring instruments alone caused positive changes, but it did seem to provide an
appreciated basis to keep group climate on the agenda and stimulate actions to improve
it. Thus, even though the utilization of the instruments could be further optimized,
besides working with feedback at the individual client level, it seems worthwhile to
invest in Routine Process Monitoring (RPM) focused on group climate.
Third, from our final analysis of the children’s answers on several open-ended
questions about 1) the help of group workers, 2) what they learned in the care
institution, 3) the group atmosphere, 4) honesty in the group and 5) the group rules, we
have learnt which specific themes they found to be most important in order to attain
a positive group climate. Overall, we found that many of the children (8-15 years) who
participated in this study were able to provide well thought-out answers to the openended questions. Furthermore, we may conclude from the analysis of the responses
that many children got support and attention from group workers when they needed
it. Most children felt that they learned something. Also many children appreciated the
structure and rules of the group, and had quite strong ideas about good and bad rules,
which seems to suggest they wished to be heard in the determination of these rules
(Ten Brummelaar, 2016).
Nonetheless, it also appeared from the analysis that children felt that there was not
always help at the right moments (for example because the group workers did not have
enough time to help everyone), which may have caused more outbursts than normal,
as tension can build up rather quickly when children feel ignored, misunderstood or
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unevenly treated (Brown, McCauley, Navalta, & Saxe, 2013; De Valk, Kuiper, Van der
Helm, Maas, & Stams, 2016; Knorth, Klomp, Van den Bergh, & Noom, 2007). Children
indicated that the atmosphere in the group could suddenly turn bad, as a result of (e.g.)
aggression, bullying or boredom. They found that group workers could sometimes react
differently to these incidents, and that one should adhere better to the rules. One could
doubt to what extent children are still able to experience psychological relatedness,
and develop their autonomy and competence (basic psychological needs in the SelfDetermination Theory; Deci & Ryan, 2000) within environments that are described as
unpredictable, and which lack continuity and stability of caregivers. A lack of a secure
base could hamper children’s stabilization and, thereby, it could hamper an important
part of (trauma-sensitive) therapeutic residential care (Kisiel, Summersett-Ringgold,
Weil, & McClelland, 2017; Whittaker et al., 2016).
Some children did not know what they could learn in the group, or did not understand
why they had to live in an institution at all. This suggests better explanations could be
provided by group workers to the children (Jongepier et al., 2010). Next, it appeared
from the answers that children trusted group workers better than they trusted each
other. According to the children, the group atmosphere was better with less children in
one group, and when enough time and attention was spent on doing fun things.
The analysis of the children’s answers in this study underlines the importance of
giving children in residential care a clear voice and granting them to have proportional
influence on their living environment using their feedback (Bessell & Gal, 2009;
Cashmore, 2002; Gal, 2017; Jamieson, 2017; Southwell & Fraser, 2010; Ten Brummelaar,
2016), and of addressing the themes they find particularly important, such as trust,
attention and recreation/relaxation.

Strengths and limitations of the study
The main strength of this study was that it was one of the first to examine the
employment of group climate monitoring instruments in residential child care, the
associated changes in the scores over time, and the experiences of the children and
group workers involved. It showed how group climate instruments can generate
important insights to address in daily practice, building on appropriate models of care
to meet the needs of a very vulnerable group of children.
There were also several limitations to this study, some of which are inherent to
cross-sectional practice based research, which is performed within a complex reality
where experimental studies are often not possible or considered to be non-ethical. First,
because of the structure in the quantitative data (there had been many changes in the
group composition between measurement occasions), we were not able to conduct
repeated measure analyses of variance, which would have increased the statistical
power of the analyses. Next, we do not know exactly what caused the changes over
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time. If the monitoring instruments played an important part as was suggested in this
study, we still cannot be sure whether the changes in the scores over time indicated
actual improvements for the children, or were simply a result of children starting to
score differently once they realized that the professionals were going to discuss the
results (Hafkenscheid & Van Os, 2018).
There are also limitations with regard to the generalization of the findings in this
study. The results may be (partly) bound to the time period in which the data were
gathered, and/or to the organizations in which the study was performed. Also, the results
of the analysis of the children’s answers may not be applicable to the total population
participating in the ‘You Matter!’ study, as only 42% of the children answered the openended questions. There were, however, no clear indications for this leading to a bias
in the outcomes, for these children provided a mix of positive and critical feedback. In
addition, the generalizability of the findings of the present study could be hampered,
because only five group workers were interviewed. It might therefore be important to
increase the number of groups workers to be interviewed in future research, although it
seems that saturation was reached in the present study, which indicates that it is unlikely
that inclusion of more group workers would have added new qualitative information
(see Mason, 2010).
The last limitation of this study is that we still know relatively little of the children in
the age group 4-8, as they were not asked open-ended questions in the questionnaire.
Thus, the study does not yet give enough insight in how to organize the feedback cycle
with this young age group. From the ‘You matter!’ project, there are only anecdotal
indications for good practices in working on group climate with the youngest children
(for instance, the children seemed to be well capable to explain what they found to
be good help from group workers). Future work could be aimed at interviewing these
youngest children in residential care.

Implications for future research and practice
Besides the direct implications of the present study which were already noted in the
previous paragraphs, the study leads to some more overall lessons for future research
and practice with regard to how monitoring instruments can be part of an improvement
process in residential care for children.

Implications for future research
First, some aspects which appeared to be particularly important to children in this
study such as receiving support at the right moments, as well as staff’s reactions to anger
and aggression, could be included more specifically and structurally in the monitoring
process. In the course of the last decennium, methods such as Non-Violent Resistance
have gained a lot of attention and are increasingly being applied within residential
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care settings (Van der Helm, 2017; Van Gink et al., 2018; Weinblatt & Omer, 2008), which
helps to create the right circumstances to stabilize children who have suffered trauma
and/or have developed attachment problems. The principles of these methods may
be considered in an effort to optimize group climate monitoring instruments. Notably,
formulating possible new monitoring questions together with children in residential
care could further enhance the ecological validity of these questions (Araújo et al.,
2007). This may be done together with the young age groups (4-8 and 8-15), which
were included in the present study, but also with adolescents in residential treatment
and forensic settings.
Next, one could, besides the six-monthly more extensive measurement, discuss one
simple question every week, such as ‘how do you rate the group atmosphere of today,
on a scale from 1 to 10?’, and keep track of the scores on this question over time, so there
is more ‘live’ feedback. This would possibly make it easier to react on situations as they
are, formulate actions together with the children, and thereby shape the desired group
process. That would be even more in line with the Routine Process Monitoring, which
was until now mostly applied in individual and family treatment settings (Hafkenscheid,
2010; Van Hennik & Hillewaere, 2017). For the 4-8 year olds, this more direct (daily/
weekly) way of talking about the group climate may also bring about a positive trend in
the scores in the long term. Effects of working with this ‘live’ feedback could be studied
in future research.

Implications for future practice
In daily practice, the topics that were found to be particularly important to children in
the present study (such as the ‘group rules’, in which children wished to be heard more),
could be used to start group conversations. While discussing a topic that already has
children’s attention, subsequently many other relevant topics concerning the children’s
living environment can be brought up, which may continuously bring new energy into
the group (Pinker, 2018).
Next, besides in the group setting, group climate aspects can also be seen as
topics to address at the individual child level. This could be particularly relevant, for
example, in light of the finding that children within the same group and at the same
measurement occasion could experience the group climate so differently. Notably,
listening to children’s needs with regard to their living environment, at the group and
individual level, might not only help to improve this environment, but also reinforce
children’s personal strengths and induce an increased sense of autonomy (Calheiros,
Patrício, & Graça, 2013).
At the organizational level, it can be recommended to monitor the ‘working climate’,
which refers for example to positive and negative team functioning and a shared
vision (Van der Helm et al., 2013). This monitoring process could be used parallel with
141

6

Chapter 6

the feedback cycles of the children, because one process may strengthen the other
(Souverein et al., 2013). Positive effects of these processes can supposedly be enhanced
when the team’s development is facilitated (training, coaching, reflection) by the
organizational management.
Looking at the complexities concerned with group workers working in changing
shifts, serving a treatment group of eight or nine children who all have their own needs,
it will always remain a great challenge to ‘do it right’. Given the present reality of budget
cuts in youth care, working with smaller groups and more continuity in group workers
seems difficult to achieve, but still may be considered necessary. In any case we should
always bear in mind the importance of building a purposefully constructed, multidimensional living environment, with the desired level of continuity and stability for
the children, and opportunities for them to develop a sense of autonomy, relatedness,
and competences for the future.

Conclusion
The present study is one of the first to describe and evaluate how the application
of a group climate monitoring instrument can be part of an improvement process in
residential care for children, in this case, focused on the age groups 4-8 and 8-15. The
study indicates a significant decrease of negative group climate over two years’ time
in the group of 8-15 year old children. It appears to be worthwhile to invest in the
monitoring of group climate aspects, and there is also a lot to be gained, such as creating
opportunities for teams to reflect together and work on other important preconditions
to continuously build on a positive group climate for the children. Future research
should focus on further optimizing the monitoring instruments (e.g., topics related
to group workers’ de-escalating measures and reactions with regard to aggression
incidents) and the monitoring processes (e.g., to work with more ‘live’ feedback besides
the more extensive six-monthly measurements). All together, these efforts hopefully
lead to institutions with group climates that provide children a safe and positive living
environment in which they feel both protected and are stimulated in their development.
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INTRODUCTION
The main goal of this dissertation was to contribute to the scientific and practicebased knowledge on ways to build a positive group climate in order to enhance the
quality of residential care for 4-15 year old children. The term ‘group climate’ refers,
shortly summarized, to the quality of the social and physical environment in terms of
providing the right circumstances to for children to satisfy their basic psychological
needs (relatedness, age-appropriate autonomy and competence) (Deci & Ryan, 2000;
Stams & Van der Helm, 2017).
Four objectives were formulated in order to achieve this goal. The first objective
was to assess the current state of knowledge on the outcomes of institutional care for
children in primary school age and early adolescence by performing a meta-analysis
on the empirical literature, and compare institutional and non-institutional EvidenceBased Treatment (EBT) with Care As Usual (CAU). The second objective was to develop
group climate instruments that are suitable for 4 to 15 year old children, enabling the
monitoring of child-perceived group climate in daily care. Third, in order to obtain an
enhanced understanding of the impact of group climate experiences at the child level,
we aimed to examine the association between children’s perceived group climate and
the therapeutic alliance with their primary group worker or daily ‘mentor’, using two
measurement occasions at a six-month interval. The final objective was to explore
how monitoring instruments could be part of an improvement process in residential
child and youth care organizations, sharing the outcomes and experiences from the
‘You Matter!’ project in The Netherlands, which was focused on establishing a Plan-DoCheck-Act cycle to work on a positive group climate.
In this final chapter, first, a summary of all studies is given. Second, the overall
contribution of the studies to the theoretical and empirical knowledge on residential
care for children, and ways to build a positive group climate within this kind of care
setting is discussed. Third, the strengths and limitations of this dissertation are
mentioned. Fourth, future directions for research and practice concerning residential
care for children and (working on) group climate are provided, and finally, the overall
conclusion of this dissertation is presented.

SUMMARY OF THE STUDIES
The first study (Chapter 2) encompassed a multilevel meta-analysis on the outcome
of institutional care for children of primary school age and early adolescence. The
outcomes of institutional care and non-institutional care, and institutional evidencebased treatment (EBT) versus care as usual (CAU) were compared. This study indicated
that children in non-institutional CAU, which was mostly foster care, had somewhat
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better outcomes (with regard to behavior problems, skills, delinquency) (d = 0.342) than
children in institutional CAU, which was regular group care in a living group setting.
No differences were found between institutional and non-institutional youth care
when institutional treatment was evidence-based. Significant moderators in this study
were ‘design of the study’ (institutional youth care showed better outcomes in nonmatched studies), ‘delinquency’ (children in institutional care showed more delinquent
behavior compared to children in non-institutional youth care), ‘year of publication’, and
‘sex of the child’ (studies that were published more recently, and studies with higher
percentages of females yielded smaller effect sizes). There were differences between
the results of this meta-analysis and those of an earlier one focusing on a broader age
range (De Swart et al., 2012), which emphasized the relevance of addressing different
age groups in residential care research, including school-aged children.
Remarkably, none of the empirical outcome studies that were found in the literature
search for the meta-analysis accounted for possible moderating effects of common
therapeutic factors, i.e., effective aspects of treatment which are the basis of diverse
forms of care (Karver, Handelsman, Fields, & Bickman, 2005; Weinberger & Hilsenroth,
2014); such as therapeutic alliance and group climate. Possible reasons may be related
to the fact that instruments to measure these aspects were not available for school aged
children. The second and third study in this dissertation (Chapter 3 and 4) concerned
the development of two Group Climate Instruments for Children (GCIC), respectively
for children in the age ranges 8-15 and 4-8 years. In both studies, a Confirmative Factor
Analysis (CFA) showed an adequate fit to the data of a two-factor model, which indicated
construct validity: positive/open climate mainly referring to the support of group workers
and possibilities for autonomy and growth, and negative/closed climate referring to
negative group atmosphere and interactions. Reliability for all scales was good or
sufficient. In the validation study of the GCIC 8-15, concurrent validity was supported by
the positive correlation between open group climate and treatment motivation.
Differences between the climate scales for both age groups could be ascribed to the
developmental stage of the children. Items loading high on the positive climate scale
for 4-8 year olds mainly pertained to receiving emotional support from group workers,
whereas the items of the scale for older children pertained to a broader spectrum of
support, emotionally and/or task oriented. Overall, the validation studies resulted in
two short and practical instruments that could be used to monitor group climate in a
valid and reliable way in residential care for children between 4 and 15 years old.
Using the data gathered with the new instruments, the fourth study (Chapter 5)
examined the association between children’s perceived group climate and therapeutic
alliance with their mentor in residential care. It showed, first of all, moderate stability over
a period of six months in therapeutic alliance and positive and negative group climate;
although stability was weaker in the group of 4-8 year olds compared to the 8-15 year
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old children. Next, a negative association was found between positive and negative
climate, and a positive relation between positive climate and alliance when measured
at the same time for both age groups. In the 8-15 age group, boys scored higher on
positive group climate than girls. Contrary to our expectations, after controlling for
stability and current circumstances, we did not find significant effects between group
climate and therapeutic alliance over the two measurement occasions. Thus, even
though group climate and alliance experiences were concurrently associated, group
climate and alliance scores did not seem to be associated over (six months) time.
The final study (Chapter 6) addressed the question whether and how group
climate monitoring instruments could help to improve group climate when routinely
embedded in daily residential care for children between 4 and 15 years old, sharing the
outcomes and experiences from the ‘You Matter!’ project in The Netherlands. Overall,
we concluded from this study, that the monitoring of group climate appeared to be
worthwhile. There were first indications for a positive development of group climate, as
the overall ‘negative climate’ scores had dropped (i.e., improved) significantly over two
years’ time (five measurement occasions) in the 8-15 age group. Also, the monitoring
provided new information about what children found important with regard to group
climate, and helped group workers to stay more aware of these topics. Examples of the
topics that were brought up by the children will be mentioned in the next paragraph
(‘discussion of the findings’). However, we did not find significant changes over time in
the group climate scores of 4-8 year old children. And there was still a lot to be gained in
the process; such as optimizing the monitoring instruments and systems, and creating
more opportunities for teams to reflect together, and with children, on the outcomes.

DISCUSSION OF THE FINDINGS
This dissertation yielded important findings that contribute to theoretical and
empirical knowledge on the outcomes of institutional care compared to non-institutional
care for school aged children and young adolescents, and ways to work on a positive
group climate in residential youth care for this age group. The main contributions will
be summarized in this paragraph.

How residential youth care matters
First, this dissertation has contributed to insights about the ‘relevance’ of residential
care for children within the total youth care system. Studies in the last decades on the
effectiveness of institutional care have shown mixed outcomes (De Swart et al., 2012).
Moreover, particularly for school-aged children, the appropriateness of residential
youth care has been challenged. Our meta-analysis filled a gap in the literature because
it was the first to focus on the residential care outcomes of children of primary school
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age and early adolescence. The analyses showed that foster care had better outcomes
than regular group care for children, which supports the preference to let children grow
up in a family or in family-like circumstances when possible (Dozier et al., 2014). As long
as placement instability can be prevented, foster care appears to provide children the
best chances for a positive development. So one could ask consequently, how does
residential youth care still matter for the youngest age groups?
The first, very logical but worthy to mention answer to this question could be that
residential youth care matters as long as children are referred to it. What we see in the
literature, and also in recent figures of the Dutch Central Bureau of Statistics (2018), is
that referral of children to (open or secure) residential care is not yet diminishing and
still concerned almost 7.000 cases (age between 4 and 15) in December 2017, which
means even more children on a yearly basis. Perhaps other options, such as intensive
in-home or foster treatment were tried first, and did not succeed. We cannot derive from
the figures in how many of these cases residential care was actually applied as the last
possible option. In our meta-analysis, no differences in outcomes were found between
institutional and non-institutional youth care when institutional treatment was
evidence-based. This finding indicates that residential care could in certain cases still be
the treatment of choice; for example, when problems are too severe to be treated (with
evidence-based interventions) in the home situation or a foster family (Anglin, 2004;
Evans, Li, & Whipple, 2013; Farmer, Mustillo, Burns, & Holden, 2008; Stith et al., 2009).
Taking this one step further, residential care still matters as long as it can actually
offer these children a better alternative. In line with previous literature and the present
dissertation (specifically focusing on the younger age group), the question whether
residential care can be a better alternative seems to be associated with the attention
that is given to common therapeutic factors, combined with the application of specific
treatment interventions (Weinberger & Hilsenroth, 2014; Weisz et al., 2017).
The focus in this dissertation was on building a positive group climate, which
should support children in satisfying their basic psychological needs (relatedness,
age-appropriate autonomy and competence) (Deci & Ryan, 2000). This is, according to
the literature, related to better outcomes for youths (e.g., Pinchover & Attar-Schwartz,
2014; Van den Tillaart, Eltink, Stams, Van der Helm, & Wissink, 2018). A second important
common therapeutic factor that is related to treatment outcomes is the therapeutic
alliance between the child and its primary group worker (‘mentor’) (Bickman et al., 2012;
Duppong Hurley, Van Ryzin, Lambert, & Stevens, 2015; Florsheim, Shotorbani, GuestWarnick, Barratt, & Hwang, 2000; Shirk, Karver, & Brown, 2011). In this dissertation,
group climate and alliance experiences were shown to be correlated in a total research
sample of N = 115 children between 4 and 15 years old in residential care. However,
both common therapeutic factors did not seem to affect each other over time. Based on
this finding, and the fact that circumstances can change very quickly within residential
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care (Souverein, Van der Helm, & Stams, 2013), we would suggest that group climate
as well as the therapeutic alliance between children and their mentors should receive
explicit attention on a regular basis.
Finally, it can be argued that residential care for children (providing the right
circumstances) matters especially as long as it is well connected to effective
alternatives that can shorten the duration of a placement and prevent relapses (Ter
Beek, Munninghoff, De Valk, Van Veluw, & Kuiper, 2018; Whittaker et al., 2016). There
are indications that the current increase of residential placements in the Netherlands is
caused partly by the large amount of unplanned ‘crisis’ placements, which in hindsight
often did not appear to be absolutely necessary (Vissenberg, Tempel, & Jurrius, 2017),
and which may lead to less successful outcomes compared to planned placements, for
example because the family involvement is insufficient (Chance, Dickson, Bennett, &
Stone, 2010; Lindqvist, 2010).
When an out-of-home placement seems to be indicated, professionals should
always stay focused on improving the functioning of the (family) system as a whole.
This can, for example, be supported by the installment of a ‘youth initiated mentor’
(YIM), who is a confidant and spokesman for the youth and a co-operation partner
for parents and professionals (Van Dam et al., 2017). However, this approach is mainly
suitable for older youth, and there seem to be less of such options available for younger
children so far. Notably, for children, when problems appear to be too severe to treat
in a foster family or by means of kinship care, the alternative of family-style group care
should be considered together with the child and its family. Family-style group care
takes place within home-like settings with live-in professional caretakers, who often
also have biological children of their own (Lee and Thompson, 2008; Leloux-Opmeer,
Kuiper, Swaab, & Scholte, 2016; Van der Helm, 2018), and could therefore be seen as a
combination of foster care and residential care.
To summarize, even though the decision processes concerning out-of-home
placement should be improved (Broeders, Van der Helm, & Stams, 2015; LelouxOpmeer, Kuiper, Swaab, & Scholte, 2018; Vissenberg et al., 2017) in order to prevent
residential care placements when there are alternatives that are better for the child and
its family, I would like to argue that residential care for children still matters. If a child
is indeed referred to residential care, it appears to be worthwhile to invest in common
therapeutic factors at the child and group level, such as therapeutic alliance and group
climate. Taking these factors into account in future effect studies may help to discover
more and more parts of the ‘black box’ of residential care, and stimulate the provision of
Evidence Based Treatment (EBT) in this youth care sector.
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How children’s perceptions of group climate matter
Previous research (Southwell & Fraser, 2010) showed that it is considered a challenge
to grant children under the age of 15 an age-adequate degree of influence on their
living environment. There was a need for appropriate instruments to help improve this.
Therefore, it can be seen as the next main contribution of this dissertation that it yielded
two valid and reliable group climate instruments, increasing possibilities for youth care
institutions to monitor children’s perceptions of group climate over time. In addition,
this dissertation already delivered valuable insights in the specific themes that were
important to the children regarding the climate of the group they lived in and that were
handled in a project on building a positive residential group climate (the ‘You Matter!’
project; Strijbosch et al., 2014).
We learned that monitoring preferably consists of asking children to give
quantitative scores to several aspects of perceived group climate, as well as answering
open-ended questions. This dissertation supports the suggestion that no child is too
young to give their opinion, as long as you ask age-appropriate questions (Gal, 2017).
Moreover, the children’s response rates on the questionnaires were extremely high in
our research, possibly because the questions were about the ‘normal’ aspects of their
living situation instead of complex personal issues, thereby stimulating a sense of
normality (Anglin, 2004; Schaftenaar, 2018). The scores enabled teams to keep track of
changes in children’s perceptions of group climate over time and to discuss these with
the children. The answers to the open-ended questions helped to identify important
topics that would otherwise possibly have been overlooked. For example, reactions of
staff to angry or aggressive children, providing support at the right moments in order to
prevent negative incidents, adherence to group rules (by children and staff ), being able
to trust one another, group size, and attention for recreation/relaxation, were brought
up by the children as important topics. These topics could be used as starting points for
conversations with the children about their living environment.
According to the interviews with group workers in the final study of this dissertation,
advantages were seen in organizing a feedback cycle, because it gave children the
chance to voice how they felt about the group climate even if they did not feel like saying
it to group workers directly. Group workers often found that children’s answers were
surprising and should be taken seriously, without losing attention for their pedagogical
task. Finally, studying children’s answers, it was remarkable how children within one
group could differ in their perception of (e.g.) the atmosphere and the support they
received from group workers. More research is needed into ‘what works’ for different
age groups and children with different kinds of problems (Andrews & Bonta, 2010;
Souverein et al., 2013).
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How routine monitoring of group climate matters
The final contribution of this dissertation concerns the new insights it has provided
in how to embed group climate instruments in a monitoring system of daily residential
care for children. Although this dissertation did not deliver empirical proof that the
monitoring process actually brings about quality improvement (Hafkenscheid & Van Os,
2018), there seem to be some first indications that deserve further investigation, such as
the significant decrease (i.e., improvement) in the overall mean score of ‘negative group
climate’ over two years’ time, as rated by 8-15 year old children.
The qualitative part of Chapter 6 showed that the monitoring process as applied
in the ‘You Matter!’ project was promising, but not optimal yet, and the lessons learnt
could be used also by other youth care organizations that are (planning on) starting
comparable trajectories. Taking a more overall view of the lessons learned, it appears
that monitoring group climate is only useful when there are chances to actually reflect
on the outcomes, getting to understand what the feedback means and how it should be
acted upon. To a certain extent, group workers can create chances themselves to reflect
together as a team and with the children, but above all it is a collective (collaborative
learning) process in which professionals, managers, and policy makers all should share
a vision and take their own roles and responsibilities. Developing and maintaining
effective reflective practices (Kirkwood, Jennings, Laurier, Cree, & Whyte, 2016; Smith,
2017; Smojkis, 2014; Wilson, 2013) with regard to building a positive residential group
climate together requires time, and therefore implicates that training and coaching
opportunities should be facilitated more.
The latter implication is in line with one of the goals in a recent national Action
Program ‘Care for Youths’ in the Netherlands (Ministry of Health, Well-being and Sports
and Ministry of Justice and Safety, 2018). However, it should be noted that most often
the investments in professional expertise are focused on specialist knowledge, such as
psychopathology and specific interventions. Notwithstanding the utter importance of
bundling and increasing this specialist knowledge, I plead to combine this with training
and (team)coaching aimed at providing positive living circumstances for children.
Otherwise, there will be a risk of overlooking the basic (pedagogical) skills, while they
also need to be kept up-to-date.

STRENGTHS AND LIMITATIONS
Considering the importance of creating the right circumstances for all youths who
cannot live at home and have been placed in institutional care, it is striking how little
research has been performed in this area with regard to children under the age of 15.
The main strength of this dissertation is that it is one of the first to address the quality of
residential care for children in this young age group.
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The research was initiated because professionals asked for scientifically underpinned
tools and insights about how to work on a positive group climate and effective treatment
for children in residential care, so the outcomes contribute directly to daily practices.
This may also be considered an important strength of this dissertation. Notably, the
same urge was felt in other institutions in the Netherlands, and in other countries, which
resulted in an international spinoff already during the research project. One prominent
example is the ‘Back to Basics’ project in Belgium, where 13 institutions applied the
group climate instruments as well as some other ingredients of the ‘You Matter!’ study
(Levrouw, Roose, Van der Helm, Strijbosch, & Vandervelde, 2018).
This dissertation also has some limitations, apart from the limitations of the
individual studies that have already been noted in the previous chapters. First, the
practice-based character of the present dissertation does not only have advantages,
but also resulted in methodological weaknesses. We are aware of the fact that the
definitions of the examined concepts are rather broad, so not as well demarcated as in
many experimental or quasi-experimental studies, which hampers the formulation of
very specific conclusions that may contribute to the scientific body of knowledge on
quality and outcomes of residential care for children.
Also the research designs were tailored in the first place to enhance practical
insights, which has led to some impracticalities when analyzing the data for scientific
purposes, such as the impossibility to conduct a SEM analyses in Chapter 5, or repeated
measure analyses of variance in Chapter 6. However, regarding the fact that there was
not much research available on residential care for primary school-aged children and
early adolescents, in our view, the explorative character of this dissertation can well be
defended.

FUTURE DIRECTIONS FOR RESEARCH AND PRACTICE
In general, as long as children under the age of 15 are referred to residential care,
the care processes and outcomes (including long-term effects) should be monitored,
to gain insights that would otherwise stay hidden in a ‘black box’ (Libby, Coen, Price,
Silverman, & Orton, 2005; Palareti & Berti, 2009). There are also some more specific
recommendations following from this dissertation with regard to ways to build a
positive group climate in order to enhance the quality of residential care for 4-15 year
old children. These will be outlined here.

More flexible monitoring
As we have seen, there are now group climate monitoring instruments available
for all age groups in residential care, including children under the age of 15. These
instruments could be improved further, using participatory research with children
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(examples can be found, for example, in the work of Jurrius, De Winter and Boeije, 2013).
In addition, it can be recommended to keep improving monitoring systems for group
climate in a way that genuinely support the (complex and hectic) work of professionals
in group care, and is appropriate, helpful and fun for children as well. More specific,
this may imply making the monitoring more flexible. One could, for example, besides
the six-monthly more extensive measurement, discuss one simple question every week,
such as ‘how do you rate the group atmosphere of today, on a scale from 1 to 10?’, and
keep track of the scores over time, creating more ‘live’ feedback.
Another way to make monitoring more flexible, is to develop a thematic database
containing reflection questions about specific topics brought up by children in
residential care over the years, and build these into a user-friendly digital tool for the
groups. This would support teams and groups to choose and address the group climate
themes that are most relevant at a certain time. For example, we should be aware of
the fact that not only the interactions in the physical group, but also online interactions
(e.g., cyberbullying) may determine children’s perception of the group climate. Such
a specific topic would not necessarily have to be included in a validated instrument
(we want the instruments to remain brief and thereby practical), but should receive
attention if it is important in a certain group at a certain time.

More personalized monitoring
More research is needed into what works for different age groups and children
with different kinds of problems (Andrews & Bonta, 2010; Souverein et al., 2013), as we
saw in the final study of this dissertation that it could differ greatly how the help was
experienced by children within one group. Also, the meta-analysis (Chapter 2) indicated
that residential care may yield less positive outcomes for girls, and from the prospective
study in Chapter 5 it appeared that there could be differences between boys and girls in
their perception of group climate (boys reported more positive scores). These findings
deserve to be studied further in relation to existing theories about gender differences
in institutional care (see, e.g., Henriksen, 2017; Van der Laan, Van der Schans, Bogaerts, &
Doreleijers, 2009; Van Vugt, Lanctôt, Paguette, Collin-Vézina, & Lemieux, 2014).
Examining why some children feel supported and others do not, could enable
professionals to provide even more tailored care for every child in their group. Future
work should therefore be aimed at interviewing children of all age groups in an ageappropriate manner about group climate, thereby also generating a better view on what
is most important for the youngest age group (4-8 years). Last, especially for children
from age 12, applying digital devices and biofeedback about psychophysiological
markers is upcoming and promising (McCarthy, Pradhan, Redpath, & Adler, 2016;
Scholte, 2016; Shahrestani, Stewart, Quintana, Hickie, & Guastella), and could make the
monitoring even more personalized, eventually supporting the overall group climate.
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Group work in progress
Finally, quality development in residential youth care will always be ‘work in progress’.
This is no different than in other fields youth care, except for the fact that residential
care for children is probably the most debated field of interest. Investing in research
and innovation may sometimes be hampered because the care itself is already very
costly (Frensch & Cameron, 2002), and it is complicated to determine the right balance
between making investments and obtaining the desired results. As can be derived from
this dissertation, it can be a long process to achieve improvements; and even then, it
is hard to conclude what actually caused the desired changes. However, the research
in this dissertation aimed to contribute to the way forward, i.e., genuine ‘group work
in progress’. Even though the (measurable) steps may be small, positive changes were
observed in daily practice, and an increasing number of organizations and teams is
asking for the instruments that were developed.
This future-focused thinking about group work should in my opinion be continued in
future policy, practice and research because it is important for the children involved. No
matter how complex the situation of a child is, every child seems to have the same basic
needs of relatedness, autonomy and competence (Deci & Ryan, 2000). This implies we
have to keep working on the right balance between the treatment of specific problems,
and having attention for the ‘normal’ things in life, encouraging children and families
to build on their strengths. Policy makers, managers, professionals and researchers
should, together with children and families (asking them for their opinions and ideas),
work together at a youth care system where one would entrust their own children to,
and above all a system that is tailored to the developmental needs of the children and
complies with the universal rights of the child.
The insights that were generated in this dissertation may not only apply to residential
care, but partly also to group work in general. Group work will and should always be
in progress, and research on group work should be stimulated at several levels: the
individual level (by asking feedback from clients), the group/organizational level, and
the social policy level.

GENERAL CONCLUSION
Residential care for youth under the age of 15 has received relatively little attention
in research so far. This can be understood from the viewpoint that, especially for schoolaged children, family-based care is mostly preferred and residential care is generally
seen as a treatment of last resort. However, research to enhance the quality of residential
out-of-home care is necessary, as it still concerns a sizable amount of children every
year, and all these children have the right to receive the best possible care and living
conditions for a positive development.
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The present dissertation research has, first, shed light upon the outcomes of
residential care for children compared to non-residential care. The analyses showed that
foster care had better outcomes than regular group care for children, which supports
the preference to let children grow up in a family or in family-like circumstances when
possible. Even though we should try to prevent a residential care placement when
there is a better alternative for the child and its family, for a certain group of children
residential care can still be a treatment of choice.
In order to contribute to the quality monitoring of residential care, group climate
instruments were developed. Next, children’s group climate experiences were monitored
over two years’ time within the ‘You Matter!’ project, which focused on establishing a
Plan-Do-Check-Act cycle to work on a positive group climate. We found a six-month
stability in the group climate scores at the child-level, and fluctuations at the group
level over two years’ time. Results showed first indications of a decrease in negative
climate (i.e., improvement) during the course of the project, and qualitative information
suggested that using group climate monitoring instruments may contribute to an
improvement process within residential care for children. Recommendations for future
research and practice concern making the monitoring more flexible and personalized,
thereby making it more supportive for professionals as well as children. In addition, it is
recommended to increase opportunities to develop reflective practice and collaborative
learning aimed at providing positive living circumstances for children (by training and
coaching of professionals).
Going back to the heritage of Anna Freud who was one of the first to develop a
model of therapeutic residential care, we should never lose out of sight that every child
deserves a safe place to live where it can develop positively. Placing this dissertation in
the context of previous and recent research, it may be concluded that residential care
for children still matters. It seems to matter even more when there is structural attention
for building a positive group climate together, and when residential care is connected
to alternatives which can shorten the duration of a placement and prevent relapses.
Group work will always be in progress, and this should be possible from a positive
perspective, appreciating every small step forward, just like in the lives of the children
whom it concerns.
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Summary

There is an ongoing debate about the appropriateness of residential care, especially
when it concerns (young) children. While many efforts are being made to diminish the
necessity of residential care, still thousands of children are being placed in institutions
every year. It is important to perform research and thereby invest in the quality of
residential youth care. For a long time most attention went out to effective interventions.
However, in the past decades renewed attention has grown for the basic circumstances
in which the general upbringing takes place, and the youth’s own perception of group
climate within residential care institutions. The term ‘residential group climate’ refers
to the quality of the social and physical environment in terms of providing the right
circumstances for children to satisfy their basic psychological needs of relatedness,
autonomy and competence. There is growing evidence that a child-perceived positive
or open group climate is an important factor for good outcomes. However, group
climate research has focused mostly on the adolescent age group so far.
This dissertation aimed to contribute to the scientific and practice based knowledge
on ways to build a positive group climate in residential care for 4-15 year old children. The
objectives to achieve this goal were 1) to assess the current state of knowledge on the
outcomes of institutional care for children in primary school age and early adolescence,
2) to develop group climate instruments which are suitable for 4-15 year old children,
3) to examine the association between children’s perceived group climate and the
therapeutic alliance with their ‘mentor’ (primary group worker), and 4) to explore how
monitoring instruments can be part of an improvement process in residential child and
youth care organizations, sharing the outcomes and experiences from the ‘You Matter!’
project in The Netherlands, which was focused on establishing a Plan-Do-Check-Act
cycle to work on a positive group climate.
In a multilevel meta-analysis on the outcomes of institutional care for children of
primary school age and early adolescence, we found that children in non-institutional
care as usual (CAU), which was mostly foster care, had somewhat better outcomes (d =
0.342) than children in institutional CAU, which was regular group care offering daily
care and structure in a living group setting. This confirms that generally a more stable
(family) environment provides better conditions for the development and treatment
of children. However, no differences were found between institutional and noninstitutional care when institutional treatment was evidence-based. This suggests that
institutional care could be the treatment of choice, for example, if problems are too
severe to be treated in a foster family, or with (evidence-based) interventions in the
home situation.
Next, we developed two Group Climate Instruments for Children (GCIC), respectively
for children in the age ranges 8-15 and 4-8 years. In both studies, a Confirmative Factor
Analysis (CFA) showed an adequate fit to the data of a two-factor model (positive/open
climate and negative/closed climate), which indicated construct validity. Reliability for
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all scales was good or sufficient. Cronbach’s alpha for the positive/open climate scale
was .91 in the GCIC 8-15 and .72 in the GCIC 4-8. Cronbach’s alpha of the negative/
closed climate scale was .71 in both age versions of the GCIC. In the validation study of
the GCIC 8-15, concurrent validity was supported by the positive correlation between
open group climate and treatment motivation. These instruments gave opportunities
to validly and reliably measure and monitor child-perceived group climate.
Using the data gathered with the new instruments, the next study examined the
association between children’s perceived group climate and therapeutic alliance with
their mentor in residential care. It showed, first of all, moderate stability over a period of
six months for therapeutic alliance and positive and negative group climate; although
stability was weaker in the group of 4-8 year olds compared to the 8-15 year old children.
Next, a negative association was found between positive and negative climate, and a
positive relation between positive climate and alliance when measured at the same
time for both age groups. In the 8-15 age group, boys scored higher on positive group
climate than girls. Contrary to our expectations, after controlling for stability and the
current circumstances, we did not find significant effects over the two measurement
occasions (six-month time interval) between group climate and therapeutic alliance.
Finally, we explored how monitoring instruments can be part of an improvement
process in residential child and youth care organizations, sharing the outcomes and
experiences from the ‘You Matter!’ project in The Netherlands. Overall, we concluded
from this study that the monitoring of group climate appears to be worthwhile.
There are first indications for a positive development of group climate, as the overall
‘negative climate’ scores dropped (i.e., improved) significantly over two years’ time (five
measurement occasions) in the 8-15 age group. Also, the monitoring provided new
information about what children found important with regard to group climate, and
helped group workers to stay more aware of these topics. For example, reactions of
staff to angry or aggressive children, providing support at the right moment in order to
prevent negative incidents, adherence to group rules (by children and staff ), being able
to trust one another, group size, and attention for recreation/relaxation were brought
up by the children as important topics. However, we did not find significant changes
over time in the group climate scores of 4-8 year old children. There is still a lot to be
gained in the process; such as optimizing the monitoring instruments and systems, and
creating opportunities for teams to reflect together, and with children, on the outcomes.
First, this dissertation has contributed to insights about the ‘relevance’ of residential
care for children within the youth care system. Even though we should first of all try
to prevent residential placement when there is a better alternative for the child and
its family, for a certain group of children residential care can still be the treatment of
choice. We argue that residential care for children still matters, and seems to matter
even more when there is structural attention for building a positive group climate, and
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Summary

when it is connected to alternatives which can shorten the duration of a placement and
prevent relapses. Monitoring children’s perceived group climate has become possible
with the new instruments, which may be improved further, using participatory research
with children.
Recommendations for future research and practice are to make monitoring more
flexible and personalized, thereby making it more supportive for professionals as well as
children. In addition, it is recommended to increase opportunities to develop reflective
practice and collaborative learning aimed at providing positive living circumstances
for children (by training, coaching of professionals). Overall, with this dissertation, we
have tried to contribute to the way forward, i.e., genuine ‘group work in progress’. This
perspective on group work should be continued in future policy, practice and research,
appreciating every small step forward, just like in the lives of the children whom it
concerns.

8

171

Chapter

Appendices
Nederlandse samenvatting
Dankwoord
Curriculum Vitae
Publicaties

A

Nederlandse samenvatting

NEDERLANDSE SAMENVATTING
Er is veel discussie over de effectiviteit van residentiële (24-uurs) zorg, vooral als
het gaat om (jonge) kinderen. Hoewel er een ontwikkeling gaande is om de noodzaak
van residentiële zorg te verminderen, worden elk jaar nog steeds duizenden kinderen
geplaatst bij jeugdzorginstellingen. Het is van belang om onderzoek te verrichten naar,
en daarmee te investeren in de kwaliteit van residentiële jeugdzorg. Lange tijd ging de
meeste aandacht uit naar de inzet van effectieve interventies, maar in de afgelopen
decennia is de aandacht voor de basisomstandigheden en het ‘gewone opvoeden’ ook
weer toegenomen; evenals hoe het leefklimaat (hierna ‘groepsklimaat’, in lijn met de
Engelse term ‘group climate’) door jeugdigen zelf wordt ervaren binnen residentiële
jeugdzorginstellingen. De term ‘groepsklimaat’ verwijst in deze dissertatie naar de
kwaliteit van de sociale en fysieke omstandigheden met betrekking tot het voorzien
in basisvoorwaarden om ruimte te geven aan de psychologische basisbehoeften
(verbondenheid, autonomie en competentieontwikkeling) van de kinderen in de groep.
Er is toenemende evidentie dat een positief of open groepsklimaat, zoals ervaren door
jeugdigen zelf, gerelateerd is aan betere uitkomsten van de zorg. Onderzoek naar
residentieel groepsklimaat was echter tot nu toe vooral gericht op de doelgroep van
adolescenten.
Het hoofddoel van de huidige dissertatie was om bij te dragen aan de
wetenschappelijke en praktijkgerichte kennis met betrekking tot het bouwen aan
een positief groepsklimaat in de residentiële zorg voor 4-15 jaar oude kinderen. De
subdoelen om dit hoofddoel te bereiken waren: 1) het onderzoeken van de huidige
stand van de wetenschap met betrekking tot de uitkomsten van institutionele/
residentiële zorg voor jeugdigen in de basisschoolleeftijd en vroege adolescentie,
2) het ontwikkelen van vragenlijsten met betrekking tot het groepsklimaat,
geschikt voor jeugdigen tussen 4 en 15 jaar, 3) het onderzoeken van de samenhang
tussen tussen hoe kinderen het groepsklimaat ervaren en de therapeutische
alliantie met hun mentor, en 4) een verkenning naar aanleiding van de vraag hoe
de monitoringsinstrumenten met betrekking tot het groepsklimaat een bijdrage
kunnen leveren aan een leer- en verbeterproces in de residentiële jeugdzorg,
waarbij de uitkomsten van en ervaringen met het project ‘Jij mag er zijn!’ worden
gedeeld. Dit project was gericht op het ontwikkelen van een Plan-Do-Check-Act
cyclus rondom het werken aan een positief groepsklimaat.
In de eerste studie, een multi-level meta-analyse over de uitkomsten van
institutionele/residentiële zorg voor kinderen in de basisschoolleeftijd en vroege
adolescentie, werden iets betere uitkomsten gevonden (d = 0.342) voor kinderen in
niet-institutionele reguliere zorg (‘care as usual’, hierna CAU), die met name bestond
uit pleegzorg, in vergelijking met kinderen in institutionele CAU. De laatste categorie
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verwijst naar reguliere groepsbehandeling in een leefgroep. Deze uitkomst bevestigt
eerder onderzoek waaruit naar voren komt dat een meer stabiele (gezins-)omgeving
betere omstandigheden biedt voor een positieve behandeling en ontwikkeling van
kinderen. Er werden echter geen significante verschillen in uitkomsten gevonden tussen
‘evidence-based’ institutionele en niet-institutionele behandeling. Evidence-based
treatment (hierna EBT) verwijst naar behandeling die gebaseerd is op gestructureerde
en goed omschreven behandelmethoden op basis van empirisch ondersteunde
theorieën over de oorzaken van probleemgedrag. Deze laatste uitkomst leidt tot de
veronderstelling dat institutionele/residentiële behandeling ook de voorkeur kan
hebben, bijvoorbeeld wanneer problemen te ernstig of complex zijn om te behandelen
in een pleeggezin of met evidence-based interventies in de thuissituatie.
Studies twee en drie in deze dissertatie beschrijven hoe twee korte instrumenten
zijn ontwikkeld om het groepsklimaat te monitoren; het gaat om het Group Climate
Instrument for Children (GCIC), respectievelijk voor kinderen van 8 tot 15 jaar en
kinderen van 4 tot 8 jaar. In beide studies bevestigde een Confirmatieve Factor
Analyse (CFA) dat een model met twee factoren een goede fit had. Het gaat om de
schalen positief (open) klimaat en negatief (gesloten) klimaat. Hiermee werd de
constructvaliditeit van de instrumenten aangetoond. De betrouwbaarheid van de
schalen was voldoende tot goed. Cronbach’s alpha voor de positieve klimaatschaal was
.91 bij de GCIC 8-15 en .72 bij de GCIC 4-8. Wat betreft de negatieve klimaatschaal was
Cronbach’s alpha .71 voor beide leeftijdsgroepen. In de valideringsstudie van de GCIC
8-15 werd concurrente validiteit aangetoond aan de hand van een positieve correlatie
tussen open klimaat en behandelmotivatie. Deze studies hebben geleid tot valide en
betrouwbare instrumenten om bij kinderen in residentiële behandeling na te gaan hoe
zij het groepsklimaat ervaren.
De vierde studie in deze dissertatie betrof de relatie tussen het groepsklimaat en de
therapeutische alliantie met de mentor, zoals ervaren door kinderen zelf. Hieruit kwam
naar voren dat er een stabiliteit was tussen twee meetmomenten (zes maanden tussentijd), wat betreft de beleving van het positief en negatief leefklimaat en de alliantie.
Deze stabiliteit was in de leeftijdsgroep van 8 tot 15 jaar sterker dan in de leeftijdsgroep
van 4 tot 8 jaar. Ook kwam er, in beide leeftijdsgroepen, binnen de meetmomenten een
negatief verband naar voren tussen een positief en negatief klimaat, en een positief
verband tussen positief klimaat en alliantie met de mentor. In de leeftijdsgroep 8-15
jaar werden er door jongens hogere scores op positief klimaat gerapporteerd dan
door meisjes. Tegen de verwachtingen in, werden er geen effecten over de tijd (twee
meetmomenten, met zes maanden tussentijd) gevonden tussen de beleving van
groepsklimaat enerzijds en alliantie met de mentor anderzijds.
De laatste studie in deze dissertatie heeft zich gericht op de vraag hoe
monitoringsinstrumenten (in dit geval de GCIC 4-8 en 8-15) kunnen helpen om het
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groepsklimaat te verbeteren wanneer deze zijn ingebed in de dagelijkse residentiële
zorg voor kinderen tussen 4 en 15 jaar oud. Hierbij worden de uitkomsten van en
ervaringen met het project ‘Jij mag er zijn!’ gedeeld. De algemene conclusie van deze
studie was dat het monitoren van groepsklimaat waardevol lijkt te zijn. Er werden
voorzichtige eerste aanwijzingen gevonden voor een positieve ontwikkeling, aangezien
de scores op ‘negatief groepsklimaat’ significant waren gedaald (dus waren verbeterd)
over twee jaar tijd. Het monitoren heeft tevens nieuwe informatie opgeleverd over wat
kinderen belangrijk vonden in het groepsklimaat en heeft pedagogisch medewerkers
geholpen om zich hiervan meer bewust te worden en blijven. Onderwerpen die
kinderen onder andere noemden, waren: reacties van pedagogisch medewerkers op
boosheid en agressie, het belang van ondersteuning bieden op de juiste momenten
om negatieve incidenten te voorkomen, de mate waarin kinderen en medewerkers
zich aan de regels houden, onderling vertrouwen, grootte van de groep, en aandacht
voor het doen van leuke dingen. De studie heeft echter nog relatief weinig informatie
opgeleverd over de groep 4-8 jarige kinderen. Aan hen hebben we via de vragenlijst
geen open vragen gesteld en er was geen significante verbetering te zien in hun scores
op het groepsklimaat over twee jaar tijd. Daarnaast blijkt er nog winst te behalen in het
proces; onder andere door het verder optimaliseren van de monitoringsinstrumenten
en -systemen en het creëren van meer mogelijkheden voor teams om, met elkaar en
met de kinderen, te reflecteren over de uitkomsten bij elke meting.
Deze dissertatie heeft ten eerste bijgedragen aan nieuwe inzichten over de
‘relevantie’ van residentiële zorg voor kinderen binnen het totale systeem van
jeugdzorgvoorzieningen. Hoewel een residentiële plaatsing zou moeten worden
voorkomen wanneer er een beter alternatief is voor een kind en zijn of haar
gezinssysteem, kan residentiële zorg nog steeds voor een bepaalde groep kinderen
(bijvoorbeeld wanneer de problematiek te ernstig is om deze in een ‘reguliere’
opvoedsetting te behandelen) de voorkeur hebben.
We stellen dat residentiële zorg voor kinderen er nog steeds toe doet, en des te
meer wanneer er structureel aandacht is voor het (samen) werken aan een positief
groepsklimaat, én wanneer het verbonden is met alternatieven die de duur van een
plaatsing kunnen verkorten en terugval voorkomen. Het monitoren van het groepsklimaat
zoals dit door kinderen wordt ervaren, is mogelijk geworden met de nieuwe vragenlijsten
(GCIC 4-8 en GCIC 8-15), die nog verder geoptimaliseerd kunnen worden met behulp
van participatief onderzoek samen met kinderen. Verdere aanbevelingen voor de
praktijk en toekomstig onderzoek zijn om het monitoringssysteem meer flexibel en
‘gepersonaliseerd’ te maken, waardoor het naar verwachting nog meer ondersteunend
zal zijn voor zowel de professionals als de kinderen. Verder wordt geadviseerd om voor
professionals de mogelijkheden uit te breiden om te kunnen blijven leren en reflecteren
ten aanzien van het creëren van positieve leefomstandigheden voor de kinderen die zij
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begeleiden, o.a. via training en (team)coaching op dit gebied.
Tot slot, met deze dissertatie is geprobeerd een bijdrage te leveren aan ‘de weg
vooruit’ in de residentiële jeugdzorg, dus echt ‘group work in progress’, zoals de titel
aangeeft. De slot-aanbeveling is om dit opbouwende perspectief voort te zetten in
toekomstige beleidsontwikkelingen, praktijken en onderzoeksprojecten; waarbij elke
(grote of kleine) stap vooruit wordt gewaardeerd, net als in de levens van de kinderen
om wie het gaat.
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DANKWOORD | ACKNOWLEDGEMENTS
Veel mensen lezen in een proefschrift eerst het dankwoord, benieuwd naar het verhaal
van de promotiereis en wie daarin een belangrijke rol hebben vervuld. Mijn reis is
inderdaad door vele mensen mede mogelijk gemaakt. Ze reisden soms een stuk met
me mee, leverden een bijdrage aan de uitkomsten, wezen mij de weg op ingewikkelde
kruispunten, en/of hielpen mij om op z’n tijd te pauzeren en bij te tanken.
Mijn promotiereis begon zo’n zes jaar geleden in Breda, toen we net waren gestart met
het project ‘Jij mag er zijn!’. Op de werkkamer van Mariëtte, tijdens een overleg dat we
hadden met Peer en Geert Jan, ontstond het idee dat ik de uitkomsten van dit project
ook wetenschappelijk zou kunnen gaan beschrijven als buitenpromovendus verbonden
aan de UvA. Achteraf gezien een behoorlijk bepalend moment in mijn leven. Ik heb niet
lang geaarzeld of ik de uitdaging aan zou gaan, maar wat had ik totáál nog geen idee
wat het allemaal zou gaan inhouden!
Van al mijn begeleiders heb ik onderweg vakinhoudelijk en ook persoonlijk veel
waardevols geleerd dat ik meeneem de toekomst in. Een heel boekje zou ik erover
kunnen schrijven, maar hier is slechts ruimte om enkele dingen te noemen. Geert Jan,
ik weet nu zeker dat ik gebaat ben bij een bepaalde vorm van (georganiseerde) chaos,
dat houdt de geest soepel! Zware kost werd gecombineerd met humor en luchtigheid
waar mogelijk, waardoor ik juist weer sneller vooruit kon. Peer, jij hebt mij laten zien
hoe onderzoek de praktijk direct kan dienen. Er hoeven geen jaren overheen te gaan
om impact te maken, als er maar aandacht is voor de juiste vertaalslag. Onderzoek naar
de praktijk vertalen en terug, dat doe jij als een van de besten, en daar kon en kan ik
nog veel van leren! Inge, jouw rust en scherpe geest hebben mij menig maal geholpen
om in mijn redeneringen niet te veel kanten op te gaan. Het was een plezier om met je
te sparren, en je hebt mij onder meer bevestigd in m’n gevoel dat schrijven “zeg maar
echt mijn ding is”. En Mariëtte, mijn jarenlange mentor bij Juzt, jij reikte me op de juiste
momenten nieuwe perspectieven aan en vaak hadden we aan een half woord genoeg.
Je hebt me geholpen om te groeien, juist door me de ruimte te geven die ik nodig had.
Veel dank aan jullie allemaal, voor jullie begeleiding en jullie volle vertrouwen van begin
tot aan het einde van de promotiereis!
Mijn dank gaat ook uit naar Juzt en zijn bestuurders door de jaren heen. Jullie hebben
mij in staat gesteld om, ook tijdens de stormen waar de jeugdhulpsector mee te maken
kreeg, het onderzoek voort te zetten en te blijven leren. Ik heb mij hierbij gesteund
gevoeld van het begin (Coen) tot aan de laatste loodjes van de promotiereis (Esther
en Jos). Dank jullie wel daarvoor, en ik hoop dat het onderzoek en vervolg hierop nog
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lange tijd aanknopingspunten zal bieden voor de jeugdhulp en ons gedeelde continue
streven naar de weg vooruit!
In het kader van het valideringsonderzoek heb ik behalve met teams van Juzt, ook
met andere organisaties mogen samenwerken: Stichting Maashorst (Koraal Groep),
Combinatie Jeugdzorg, de Mutsaersstichting, Entrea Lindenhout, en Horizon. Aan de
collega’s van deze organisaties die op zoek zijn gegaan naar groepen om de vragenlijsten
uit te testen: veel dank voor jullie enthousiasme en volharding. Zonder jullie geen valide
vragenlijsten, dus geen proefschrift.
Daarnaast wil ik speciaal mijn dank betuigen aan Stichting Maashorst, en de kartrekkers
van destijds met wie we (Juzt) enkele jaren samen hebben mogen optrekken in het
proces van implementeren van de PDCA-cyclus rondom het leefklimaat. Met naam wil
ik graag noemen Linda Heutink en Lara Kluijtmans; ik heb veel van jullie en jullie teams
geleerd over de participatie van kinderen in hun behandelproces en de kleine dingen
die het verschil kunnen maken.
Het promotieonderzoek liep deels parallel aan het Provinciaal onderzoeksprogramma
Samen Sterker (2012-2015), waarin ‘Jij mag er zijn!’ één van de deelprojecten was. Dank
aan de Provincie Noord-Brabant (destijds Tanja Mandersloot), en de trouwe collega’s
van de werkgroep voor het sparren en levendig houden van dit onderzoek in Brabant.
En laten we vooral ons geweldige EUSARF-avontuur niet vergeten!
De pedagogisch medewerkers of groepsopvoeders, die zich met hart en ziel dagelijks
inzetten voor de kinderen, wil ik bedanken voor de samenwerking en hun openheid. Als
onderzoeker zit je (soms te) veel in je hoofd, en jullie zetten mij regelmatig weer met beide
benen op de grond. Ik heb genoten van jullie enthousiasme en creativiteit tijdens de
leerbijeenkomsten en andere ontmoetingen gedurende “de reis”. Met een aantal van jullie
heb ik intensiever mogen samenwerken, en dan heb ik het over de kartrekkers door de
jaren heen onder wie Mariska Mecking, Bregje Beekers, Kristel Zijlmans, Renee Bisschop, en
Lorenzo ten Berge. Laten we samen gericht blijven op de lichtpuntjes! En over lichtpuntjes
gesproken, beste Johan van Trijp, ontzettend bedankt voor jouw prachtige tekeningen!
Veel dank aan alle stagiaires die vragenlijsten bij de kinderen hebben afgenomen. Ik ben
er trots op dat jullie dit vooral voor de kinderen en de teams hebben gedaan, en zeker
niet alleen voor het onderzoek. Daarnaast heb ik op deze reis mogen samenwerken met
stagiaires in het kader van hun afstudeeronderzoek: Jolanda, Zinzi, Cindy, bedankt voor
jullie scherpe vragen, analyses, en bijdrage aan dit onderzoek!
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En dan waren er nog vele andere collega’s bij wie ik altijd terecht kon voor een portie
inspiratie. Ik noem specifiek de collega’s van het Lectoraat Residentiële Jeugdzorg
van de Hogeschool Leiden onder leiding van Peer van der Helm; fantastisch dat jullie
zo’n belangrijke kennisbron en spil vormen als het gaat om leefklimaatonderzoek in
Nederland. Onder andere bij Jesse, Evelyn en Anna kon ik altijd terecht voor goede
raad en advies. Dank jullie wel (en Jesse, ook voor het feit dat jij coauteur wilde zijn
bij een van de artikelen in mijn proefschrift!). Ook wil ik graag Delphine Levrouw en
haar collega’s van Vereniging Ons Tehuis in Ieper bedanken, die in de afgelopen jaren
met verve het leefklimaat in residentiële voorzieningen in België opnieuw in the picture
hebben geplaatst; ik ben trots op onze samenwerking. Mijn collega’s en ik hebben veel
geleerd van jullie creatieve en speelse manieren om ervoor te zorgen dat “het gewone”
in de leefgroepen weer de aandacht krijgt die het verdient.
Lieve (ex-)collega’s van de afdeling K&I onder leiding van Mariëtte van Brandenburg,
jullie hebben de promotiereis met belangstelling gevolgd en met mij meegeleefd.
Dank voor alle steun, bemoedigende woorden, en begrip wanneer ik even wat meer
gestrest was. Jullie zijn een belangrijke factor geweest in mijn eigen beleving van een
veilig leef- en werkklimaat; ik mocht en mag er zijn. Dagmar Kallen en Mariëtte Blik, mijn
directe maatjes op het gebied van onderzoek en ontwikkeling in de afgelopen jaren,
ik ben blij dat jullie ook tijdens de verdediging weer dicht bij me staan, als paranimfen
en vriendinnen. Daarnaast heb jij, Dagmar, ook een belangrijke rol gespeeld in (de
voortzetting van) het leefklimaatonderzoek bij Juzt; ik weet niet hoe ik het zonder jou
had moeten doen!
Ik wil ook mijn andere lieve vrienden en vriendinnen, en lieve familie bedanken voor
hun steun en duwtjes in de rug, zowel bij wind mee als bij wind tegen, rondom het
onderzoek en op privégebied. Er zijn wel wat chai lattes doorheen gegaan, hè Ilona! Ivo,
dank voor jouw belangrijke support en nieuwsgierige vragen in de intensieve laatste
fase van de reis; een andere invalshoek kan heel verfrissend zijn! Broers en schoonzussen,
zou het Dr. Eef feestje er dan toch nog van komen? Van alle kleine feestjes omringd door
jullie en de kindjes heb ik in elk geval erg genoten, dat was “een soort van bijkomen”
tussen het denkwerk door. Papa en mama, hoe lang de reis ook werd, jullie hadden
belangstelling voor alle kleine stapjes; en daar wil ik bij deze toch wel even bij stilstaan!
Bedankt dat ik altijd weer bij jullie terecht kon (ook voor een heerlijke maaltijd) in de
drukte van de afgelopen jaren; en voor de geruststelling dat ik er wel zou komen.
Ik wil dit dankwoord afsluiten door terug te komen bij de kinderen om wie de hele
reis, het onderzoek, ook begonnen is. Ik ben hen dankbaar voor het invullen van de
vragenlijsten, en hun ouders omdat ze hier ook toestemming voor hebben gegeven. Als
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volwassenen kunnen we nog zo veel leren van de antwoorden die kinderen geven, als
we maar goede vragen blijven stellen. Ik hoop, in samenwerking met mensen vanuit alle
benodigde invalshoeken, een bijdrage te kunnen blijven leveren aan het group work, en
ook de jeugdhulp in het algemeen, in progress. Daarbij denk ik aan een uitspraak die al
jaren in mijn woning hangt, en voor mij een nieuwe betekenis heeft gekregen in het
licht van de afgelegde en nog verder te vervolgen reis:
“The best way to predict the future is to create it” (Peter Drucker, 1909-2005).
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There is an ongoing debate about the appropriateness of residential care, especially
when it concerns (young) children. However, it is still an important part of the care
system, as thousands of children are being placed in institutions every year. In the
contemporary search for what constitutes qualitatively good residential youth care,
renewed attention has grown for the basic circumstances in which the general
upbringing of children takes place, apart from specific treatment interventions.
There is growing empirical evidence showing that a child-perceived therapeutic
group climate contributes to positive outcomes. However, group climate research
has mostly focused on the adolescent age group so far, and much less on younger
children.
The main aim of this dissertation is to contribute to the scientific and practice
based knowledge on ways to build a positive group climate in residential care for
4-15 year old children. A meta-analytic study statistically integrates the current
state of knowledge on outcomes of institutional care for children. This is followed
by two studies describing the development and validation of instruments (for age
groups 8-15 and 4-8) to monitor child-perceived group climate. Next, associations
are examined between children’s ratings of group climate and therapeutic alliance
with their primary group worker. The final study investigates how monitoring
instruments can be part of an improvement process in residential care facilities.
Overall, this dissertation adds to the existing knowledge on the effectiveness of
residential care for children, it provides practical tools and insights valuing children’s
own perceptions of group climate, and it may contribute to a youth care system in
which every child who (temporarily) cannot live safely in the home situation receives
the best possible care.

