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Abstract 

Background:  In this study, two assumptions derived from the Good Lives Model were examined: whether subjective 
Quality of Life is related to delinquent behaviour and psychosocial problems, and whether adolescents with adequate 
coping skills are less likely to commit delinquent behaviour or show psychosocial problems.

Method:  To this end, data of 95 adolescents with severe psychiatric problems who participated in a four-wave longi-
tudinal study were examined. Subjective Quality of Life was assessed with the ten domains of the Lancashire Quality 
of Life Profile and coping skills with the Utrecht Coping List for Adolescents.

Results:  Results showed that adolescents who reported a lower Quality of Life on the health domain had more 
psychosocial problems at follow-up. No relationship was found between Quality of Life and delinquent behaviour. 
In addition, active and passive coping were associated with delinquent behaviour and psychosocial functioning at 
follow-up.

Conclusions:  Based on the results of this longitudinal study, the strongest support was found for the second 
assumption derived from the Good Lives Model. Adolescents with adequate coping skills are less likely to commit 
delinquent behaviour and have fewer psychosocial problems at follow-up. The current study provides support for the 
use of strength-based elements in the treatment programmes for adolescents in secure residential care.
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provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, 
and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/
publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Background
It is well established that criminogenic risks, such as age 
at first offense and number of prior convictions, predict 
later offending behaviour [1, 2]. As a consequence (juve-
nile) offender rehabilitation has primarily been focused 
on mapping and managing risks in the lives of delin-
quent adolescents. Herein, the Risk-Need-Responsivity 
(RNR) Model has for years been regarded as the stand-
ard approach in offender rehabilitation and therefore 
the most widely used rehabilitation theory [3]. The main 
underlying assumption of a risk management approach 

such as the RNR-Model, is that every individual that has 
offended in the past carries a risk for future reoffending 
[3]. By adhering to three main RNR principles (i.e., the 
risk principle, the need principle, and the responsivity 
principle) during treatment, this risk of reoffending can 
be decreased. The risk perspective in offender rehabilita-
tion has been criticised for a number of reasons. First, it 
has been argued that the one-sided view of risk manage-
ment does not allow for a more positive way of living and 
there is a lack of interest for positive indicators that might 
change behaviour [4]. Second, within the risk perspective 
in offender rehabilitation, a predominant ‘one size fits all’ 
mentality is apparent, with little attention for individual 
needs, skills and abilities [5]. In line with this, the risk 
perspective has also been criticised for its failure to moti-
vate and engage offenders in their rehabilitation process 
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[5]. In recent years, a shift has taken place from a risk-
oriented view of offender rehabilitation towards a more 
strength-based rehabilitation view in which individuals’ 
needs, abilities and skills take a central role [3, 6]. Instead 
of looking at offenders as an accumulation of risks, they 
are seen as individuals who want to give meaning to their 
lives like any other person [6].

Alternative rehabilitation theories, such as the Good 
Lives Model, have been proposed and have been labelled 
‘strength-based’ or ‘restorative’ approaches in work-
ing with individuals who have offended [3, 5]. This shift 
in offender rehabilitation can (at least partly) be attrib-
uted to several other findings. First, a large proportion 
of youngsters reoffended after they had received treat-
ment in secure residential care [7–9]. This finding sug-
gests that there is considerable scope for improvement in 
working with delinquent adolescents [3]. Second, there is 
a growing number of studies that identify factors other 
than risk factors that are associated with successful inter-
ventions and rehabilitation programmes, for example, 
subjective well-being and employment [e.g., [10–12]. 
Finally, especially for adolescents and young adult offend-
ers, strength-based rehabilitation can be helpful guiding 
them in becoming healthy-functioning and productive 
adults [13].

The Good Lives Model operates according to a 
strength-based or restorative perspective in which the 
underlying processes of healthy functioning are the pri-
mary objects of treatment instead of those that underlie 
dysfunctional behaviour. Why and how adolescents desist 
from their criminal careers cannot be explained by risk 
factors alone. Other factors, such as meeting individual 
needs, improving Quality of Life (QoL), and developing 
coping skills might also be related to decreasing the risk 
of reoffending [6]. The Good Lives Model can be seen as 
a holistic approach that combines both the management 
of risk with the promotion of an offender’s well-being 
[4, 14]. According to the Good Lives Model, treatment 
should focus on the potential of an offender rather than 
emphasizing their incapacities and risk factors. From 
this holistic perspective, treatment is not only directed 
at decreasing the risk for reoffending but also to increas-
ing an individuals’ psychosocial well-being. In addition, 
individuals should be engaged in productive activities in 
which they can learn and enhance skills, such as coping 
skills, that might help them in achieving their life goals. 
When individuals get the opportunity to create good and 
fulfilling lives for themselves, their individual risk of reof-
fending will decrease [4, 5]. Accordingly, a good and ful-
filling life can be created by securing meaningful needs 
(i.e., primary human needs). The Good Lives Model 
proposes 11 groups of needs: (1) life, (2) knowledge, (3) 
excellence in work, (4) excellence in play, (5) excellence 

in agency, (6) inner peace, (7) relatedness, (8) commu-
nity, (9) spirituality, (10) happiness, and (11) creativity [4, 
6, 14]. It is assumed that each human being seeks these 
needs to some degree throughout their lives, although 
individual differences might exist. Fulfilling these needs 
in a socially acceptable manner will lead to an increase 
in an individuals’ subjective QoL and might also decrease 
the likelihood of reoffending.

Compared to the abundance of empirical studies 
that have been conducted with regard to risk factors 
in offender rehabilitation, relatively few studies have 
focused on the long term effects of securing needs, 
thereby increasing an individuals’ subjective QoL, and 
strengthening skills during treatment. In this paper, the 
focus will be on two concepts that both play a significant 
role in the Good Lives Model, namely subjective QoL and 
coping. Although the Good Lives Model acknowledges 
the importance of risk reduction, it also has a strong 
focus on the enhancement of an offender’s well-being 
or QoL. In daily practice, the enhancement of an indi-
vidual’s QoL translates into identifying individuals’ pri-
ority needs in life and devising a good lives plan during 
treatment. This good lives plan consists of internal and 
external skills, abilities and resources that will contribute 
to the success of the plan, thereby increasing an individu-
als’ subjective QoL. Subjective QoL is a multidimen-
sional concept and focuses on a person’s overall sense 
of well-being and satisfaction with life [15–17]. Among 
adults, a higher subjective QoL is associated with bet-
ter emotional adjustment after discharge from a secure 
care facility [10]. Low subjective QoL, on the other hand, 
might increase the likelihood of delinquent behaviour 
[10, 18, 19]. Thus, according to the Good Lives Model, it 
can be assumed that the fulfilment of individual needs as 
described in a personalized good lives plan, increases a 
person’s subjective QoL, while also attending to risk fac-
tors, and thereby decreasing the chance of reoffending.

Coping can be seen as an internal resource or ability an 
individual can be equipped with in order to realize the 
goals set in his or her good lives plan. After identifying 
and prioritizing the primary human needs, a next step in 
the treatment process is to fulfil those needs in a socially 
acceptable manner. Once individuals are lacking proper 
skills or capabilities, they might use delinquent behaviour 
to secure the needs described in their good lives plan. 
Coping, in general, refers to the cognitive and emotional-
behavioural strategies individuals use in response to stress 
[20], and is found to be related to the well-being of incar-
cerated adolescents [21]. From a Good Lives Model’s 
point of view, adequate coping skills can help individu-
als deal with problems and stress that individuals might 
experience in trying to fulfill their needs. In addition, 
adequate coping skills can help institutionalized offenders 
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to adjust to the restricted environment of secure residen-
tial care. An active coping strategy is, for example, exer-
cising while self-imposed social isolation is an example of 
a passive coping strategy [22]. Research has shown that 
poor coping strategies predict behavioural and emotional 
problems, such as problems with alcohol, depressive 
symptoms, and delinquent behaviour [23, 24]. More spe-
cifically, passive coping in adolescents is associated with 
adjustment problems [25] and depressive symptoms [24], 
and predicts poor well-being among adolescent detain-
ees [26]. Thus, from a Good Lives Model perspective, 
the assumption is that using inadequate coping strategies 
might hinder the success of an individuals’ good lives plan 
and might increase the chance of reoffending.

The aim of this study is to test the following two 
assumptions derived from the Good Lives Model: (1) a 
higher subjective QoL in secure residential care is related 
to less reported delinquent behaviour and psychosocial 
problems at follow-up, and (2) having adequate coping 
skills in secure residential care, such as active coping, is 
related to less reported delinquent behaviour and psy-
chosocial problems at follow-up. Both assumptions are 
connected since having adequate coping skills can also 
enable adolescents to fulfil their primary human needs 
and therefore increase their subjective QoL.

Methods
Setting
Participants were recruited from ten secure residential 
care facilities throughout the Netherlands that varied in 
terms of security level. Adolescents could be admitted to 
youth forensic psychiatric hospitals, child and adolescent 
psychiatric hospitals, orthopsychiatric institutions or 
youth detention centres. Throughout this paper, we use 
the term ‘secure residential care’ to refer to these insti-
tutions. Secure residential care refers to the most inten-
sive or restrictive type of youth care in the Netherlands. 
Care, guidance and treatment are offered in a secure 
environment. Although adolescents from different treat-
ment facilities were included, they shared comparable 
problems in multiple life domains such as experiencing 
problems with their living situation and having difficul-
ties managing their finances, as well as a high prevalence 
of psychiatric disorders.

Participants
The sample consisted of 95 Dutch male adolescents with 
severe psychiatric problems and problems in multiple life 
domains (e.g., raised in a single parent family). All adoles-
cents were admitted to secure residential care. Respond-
ents’ overall mean age at admission to secure residential 
care was 16.1  years (SD =  1.0). At the time of the first 
assessment their mean age was 16.7  years (SD  =  .9). 

Adolescents were eligible for participation if they were 
16, 17 or 18 years of age, and if time of admission would 
be longer than 3 months. Of the 95 adolescents, 52 ado-
lescents (54.7%) were sentenced under Dutch juvenile 
civil law and 43 adolescents (45.3%) were sentenced 
under Dutch juvenile criminal law. One of the measures 
under the Dutch juvenile civil law is the family supervi-
sion measure. This supervision measure is applied when 
the development of an adolescent is at risk and their par-
ents or other caretakers are not able to help. These ado-
lescents display severe behavioural problems and often 
lack motivation for voluntary treatment. The Dutch 
juvenile criminal law encompasses the treatment and 
rehabilitation of adolescents who have committed a seri-
ous criminal offense. Adolescents sentenced under the 
Dutch juvenile criminal law either have a regular deten-
tion sentence or a mandatory treatment order. Further-
more, 79 adolescents (83.2%) indicated that they used 
drugs at least once during their lives. The most common 
psychiatric disorder was a disruptive behaviour disorder 
(DBD: n = 58; 61.1%). Adolescents were also diagnosed 
with a range of other presenting issues including autism 
spectrum disorder (ASD: n = 29; 30.5%), attention deficit 
hyperactivity disorder (ADHD: n =  24; 25.3%), reactive 
attachment disorder (RAD: n  =  14; 14.7%) and intel-
lectual disability (ID: n = 17; 17.9%). In addition, it was 
known that 23 adolescents (24.2%) had debts during the 
Time 1 assessment and 57 adolescents (60.0%) indicated 
that their parents were divorced. More than half of the 
adolescents (n = 51; 53.7%) had failed a grade in school 
at least once.

Measures
Predictor variables
The Dutch Youth version of the Lancashire Quality of 
Life Profile (LQoLP) was used to measure subjective QoL 
[27–29]. This semi-structured interview was conducted 
at Time 1, which was during stay in a secure residential 
care facility. The LQoLP consists of objective and sub-
jective indicators of QoL and measures the adolescent’s 
satisfaction with different QoL domains. For the subjec-
tive QoL estimates, the domains ‘social participation’ (6 
items), ‘health’ (7 items), ‘family relations’ (6 items), ‘liv-
ing situation’ (4 items), ‘safety’ (5 items), and ‘finances’ (4 
items) were assessed using a 7-point Likert scale, ranging 
from ‘1 = could not be worse’ to ‘7 = could not be bet-
ter’. The domains ‘positive esteem’ (5 items) and ‘negative 
esteem’ (5 items) were measured by means of a modified 
version of the Self-esteem Scale [30], while the domains 
‘framework’ (10 items) and ‘fulfilment’ (13 items) were 
assessed using a 3-point Likert scale. The ‘framework’ 
subscale measured the degree to which an adolescent 
could envision having a meaningful perspective in his 
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life, and the ‘fulfilment’ subscale measured whether the 
adolescents also had a set of life goals. Both scales were 
measured by the Life Regard Index [31]. The follow-
ing transformation was applied in order to compare the 
mean scale scores of the domains with a 3-point response 
category to those with a 7-point response category: 
M’ = (M: 3) × 7 [M’ = transformed mean score; M = raw 
mean scale score]. Psychometric properties of the LQoLP 
have been demonstrated to be good [27, 32, 33].

To measure coping, the Utrecht Coping List for Ado-
lescents (UCL-A) was used [34]. This questionnaire had 
to be filled in by the adolescents themselves during the 
Time 1 assessment in secure residential care. The UCL-A 
consists of seven scales: ‘active problem solving’ (7 
items), ‘distraction’ (8 items), ‘avoidance’ (8 items), ‘social 
support seeking’ (6 items), ‘depressive reaction’ (7 items), 
‘expressing emotions’ (3 items), and ‘comforting thoughts’ 
(5 items). All items were scored on a 4-point Likert scale, 
ranging from ‘1  =  seldom or never’, ‘2  =  sometimes’, 
‘3 = often’, and ‘4 = very often’, with higher scores indi-
cating more frequent use of a coping strategy. Active 
coping consists of the mean scores of the scales ‘confron-
tation’ and ‘seeking social support’, and passive coping 
consists of the mean scores of the scales ‘avoidance’ and 
‘depressive reactions’ [35].

The Structured Assessment of Violence Risk in Youth 
(SAVRY) [36] was used to measure the risk and protec-
tive factors. The SAVRY is a risk assessment instrument 
designed to assist clinicians in evaluating risk for violence 
in adolescents. If a SAVRY was not conducted by a cli-
nician, it was filled in by the researchers for the purpose 
of this study. The SAVRY was administered around the 
Time 1 assessment, when adolescents were admitted to 
a secure residential care facility. The SAVRY consists of 
24 risk items and 6 protective items. The risk items are 
divided over three risk domains: ‘historical’ (10 items), 
‘social/contextual’ (6 items), and ‘individual’ (8 items). 
The historical items are static in nature, while the social/
contextual and individual items are dynamic. The risk 
items were scored ‘0 = low’, ‘1 = moderate’, or ‘2 = high’, 
and the protective items were scored ‘0  =  absent’ or 
‘2 =  present’. A total risk score was calculated by sum-
ming the scores of the historical, social/contextual, and 
individual domains and a protective score was calculated 
by summing the protective items. A higher score on the 
risk and protective items indicated the presence of more 
risks and/or protective factors.

Outcome variables
The Youth Delinquency Survey was used to measure 
self-reported delinquency at follow-up (Time 4) [37]. 
This survey is produced by the Research and Documen-
tation Centre (WODC) of the Dutch Ministry of Justice 

and Security. Self-reported delinquency was measured by 
means of Computer Assisted Self Interviewing (CASI), 
whereby adolescents were asked if and how often they 
had committed a number of offenses over the previous 
12 months. The delinquency score is a multiplication of 
the number of serious and non-serious delinquent behav-
iour and the frequency of the delinquent behaviour in the 
past year. Non-serious delinquent behaviour (e.g., ‘vehicle 
vandalism’ and ‘shoplifting of goods to the value of less 
than 10 euro’s’) was scored 1, whereas serious delinquent 
behaviour (e.g., ‘burglary’ and ‘use of violence in order to 
commit theft’) was scored 3. In addition, the frequency of 
the delinquent behaviour in the past year was scored as 
follows. Non-serious offenses committed 1–4 times were 
scored 1, and offenses committed 5 times or more were 
scored 2. Serious offenses committed 1 time were scored 
1, offenses committed 2–4 times were scored 2, offenses 
committed 5–10 times were scored 3, and offenses com-
mitted 11 times or more were scored 4.

The Strengths and Difficulties Questionnaire (SDQ) 
was used to measure the psychosocial problems at fol-
low-up (Time 4) [38–40]. For the administration of the 
SDQ, the CASI method was also used. The SDQ consists 
of 25 items that can be allocated to five subscales: ‘emo-
tional symptoms’, ‘conduct problems’, ‘hyperactivity-inat-
tention’, ‘peer problems’, and ‘pro-social behaviour. Each 
item has to be scored on a 3-point scale with ‘0 =  not 
true’, ‘1 = somewhat true’, and ‘2 = certainly true’. A total 
difficulties score can be calculated by summing the scores 
of the subscales emotional symptoms, conduct problems, 
hyperactivity-inattention, and peer problems. In the cur-
rent study, only the total difficulties score was used, with 
higher scores on this scale indicating more problems in 
psychosocial functioning.

Descriptive information on the predictor and outcome 
variables are shown in Table 1.

Procedure
The current study was part of a prospective longitudinal 
study with four waves of data (i.e., Time 1, Time 2, Time 
3, and Time 4). Prior to the start of the study, the Medi-
cal Ethics Committee for Mental Health Institutions in 
the Netherlands (Ref. No: NL29932.097.09 CCMO) and 
the Ministry of Justice and Security gave their approval. 
Inclusion criteria were (1) male, (2) adolescents who 
remained institutionalized for a minimum period of 
3  months after the Time 1 assessment and, (3) finished 
primary school in the Netherlands or had sufficient 
Dutch language skills. There were no specific exclusion 
criteria. However, adolescents had to be able to partici-
pate during the assessment. For example, being floridly 
psychotic at the time of the assessment would lead to 
exclusion from the study.
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A total of 228 adolescents in secure residential care 
were approached to participate in the study. Of these, 40 
adolescents refused to participate or their parents did not 
sign informed consent, and 16 adolescents were unable 
to participate because they transferred to other institu-
tions or were discharged before the first assessment. The 
total response rate at Time 1 was 75.4% (N =  172). Of 
these 172 participants, 95 (55.2%) also conducted the fol-
low-up assessment. To investigate the potential impact of 
attrition, we tested for differences between participants 
who completed the first assessment and the follow-up 
assessment (n =  95) and participants who dropped out 
after the first assessment (n = 77). Adolescents who com-
pleted the first assessment and the follow-up assessment 
were more often diagnosed with an autism spectrum 
disorder (ASD) and with a reactive attachment disorder 
(RAD) (respectively: χ2 (1) = 4.289, p < .05; χ2 (1) = 7.428, 
p < .01). There were no other significant differences found 
between the participants and the dropouts.

For all adolescents, clinicians as well as group work-
ers estimated whether an adolescent could be asked to 
participate in the study. Once professionals had agreed, 
an adolescent was approached for participation and 
informed about the content of the study by the research-
ers. In addition, adolescents received an information 

leaflet that contained relevant information regarding the 
study, disclosed in understandable language. Adolescents 
were told no repercussions would follow upon refusing 
participation in the study. After verbal and written expla-
nation of the study was given, a written informed consent 
was obtained from each adolescent who agreed to partic-
ipate. For participants under the age of 18, parents were 
also asked for written informed consent.

In the current study only juveniles with both the first 
assessment (Time 1) and the follow-up assessment (Time 
4) were analysed. The Time 1 assessment was at age 16, 
17 or 18 and all adolescents were admitted to secure 
residential care during this assessment. Mean duration 
of stay in a secure residential care facility at the Time 1 
assessment was 7.5  months (SD  =  7.7). The follow-up 
assessment (Time 4) was planned 12  months after dis-
charge from a secure residential care facility. Adolescents 
who were discharged were either living independently, 
moved back in with their parents or still received some 
sort of support or assistance with their living circum-
stances. Due to prolonged treatment some adolescents 
remained institutionalized during the course of the 
study. For those adolescents who remained institution-
alized, the follow-up assessment was planned during 
their continued stay in secure residential care. Time in 
months between the Time 1 assessment and the follow-
up assessment did vary (M  =  19.6  months, SD  =  4.8, 
range 10–32  months). This variation was dependent on 
the duration of juveniles’ stay in secure residential care. 
For those juveniles who remained institutionalized, the 
follow-up assessment (Time 4) was carefully planned 
in order for the time in months between the Time 1 
assessment and the follow-up assessment to be equal 
for the admitted and discharged juveniles (respectively 
M = 18.2 months, SD = 4.6; M = 20.4 months, SD = 4.7).

Data analysis
First, Pearson correlations of the predictors and out-
comes measures were calculated. Predictor variables 
that showed non-significant associations with the out-
come measures were removed from further analysis. 
Level of significance was set at p < .05. Second, stepwise 
linear multiple regression analyses were performed. A 
total risk score and a total protective score were continu-
ously entered in the linear regression analyses. To pre-
dict delinquency and psychosocial problems at follow-up 
four models were estimated, and for each model the 
predictors were entered in one block. Model 1 included 
whether juveniles were admitted or discharged from 
secure residential care at the Time 4 follow-up assess-
ment. This variable was included since differences were 
found between these groups. Admitted adolescents were 
significantly older at admission to secure residential 

Table 1  Descriptive information on  predictor and  out-
come variables (n = 95)

QoL quality of life

Variables M SD Range α

Risk and protective factors

 Total risk score 17.83 5.3 5–33

 Protective score 7.83 2.2 2–12

Predictor variables (Time 1)

Coping

 Active coping 14.73 3.4 7.5–24.5 .84

 Passive coping 14.16 3.0 8.0–23.0 .76

Subjective QoL domains

 Living situation 3.45 1.2 1.0–6.0

 Social participation 5.24 .7 3.0–6.7

 Finances 4.02 1.5 1.0–7.0

 Health 5.36 .7 3.0–6.6

 Family relations 5.83 1.0 2.2–7.0

 Safety 5.76 .7 3.6–7.0

 Positive esteem 6.61 .6 4.2–7.0

 Negative esteem 6.32 1.0 3.3–7.0

 Fulfilment 5.71 1.0 3.1–7.0

 Framework 6.35 .7 3.7–7.0

Outcome variables (Time 4)

 Delinquency 19.20 30.9 0–137

 Psychosocial problems 10.49 5.9 1.0–27.0
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care [F(93) = 2.180, p <  .05], were more often admitted 
under the Dutch juvenile criminal law [χ2 (1) =  31.381, 
p  <  .001], had a higher total risk score [F(93)  =  .068, 
p  <  .01], and were more often diagnosed with conduct 
disorder [χ2 (1)  =  5.450, p  <  .05], and intellectual dis-
ability (χ2 (1) = 8.718, p <  .01). Model 2 added the total 
risk score and the protective score of the SAVRY. Model 
3 added active and passive coping as predictors. In 
Model 4, the subjective QoL domains were added to the 
model. Multicollinearity between the independent vari-
ables was not a problem since the VIF values were below 
5 and tolerance was above .2. The plots showed that the 
assumptions for linearity and homoscedasticity were 
not violated. SPSS version 19.0 was used to perform the 
analyses.

Results
Correlation analysis
First, in order to identify the variables for use in the 
predictive model, we looked at correlations between 
the predictor variables (i.e., active and passive coping 
and the QoL domains) and the outcome variables (i.e., 
self-reported delinquency and psychosocial problems). 
Table  2 shows these bivariate correlations between the 
dependent and independent variables. Only those predic-
tors that were significantly (p  <  .05) correlated with the 
outcome measures delinquent behaviour and psychoso-
cial problems at follow-up were used in further analy-
ses. Only active coping (r = − .25, p < .01) at the Time 1 
assessment was significantly correlated with delinquency 

at follow-up (Time 4). Therefore, both passive coping and 
all of the subjective QoL domains were excluded from 
any further analyses with regard to the outcome measure 
delinquency. With regard to the second outcome meas-
ure, psychosocial problems at follow-up, passive cop-
ing (r =  .37, p  <  .01) and the subjective QoL domains 
social participation (r = − .22, p < .05), health (r = − .28, 
p < .01) and fulfilment (r = − .25, p < .05) showed a sig-
nificant correlation. Therefore, active coping and all non-
significant subjective QoL domains were excluded from 
any further analyses with regard to the outcome measure 
psychosocial problems.

Delinquency
A second step in the analyses was to test how well the 
predictor variables were able to predict the outcome 
variable by means of a stepwise linear regression analy-
sis. Thus, we studied how much variance in the out-
come variable delinquency could be explained by active 
coping. Due to the variety in time of discharge at the 
Time 4 assessment, we included a dummy variable in 
every first model. In addition, to account for the disad-
vantaged backgrounds of the adolescents, a total risk 
score and a protective score were added to every sec-
ond model. Finally, active coping was added in the 
third model. In the first model, being admitted or dis-
charged from secure residential care at follow-up did 
not explain any variance in delinquency at follow-up 
[see Table 3: Model 1: R2 =  .001, adjusted R2 = −  .010, 
F(1,93) =  .057, p =  .811]. In the second model, adding 

Table 2  Correlations between  risks, coping, subjective QoL domains and  self-reported delinquency and  psychosocial 
problems (N = 95)

* p < .05, ** p < .01

Variables 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15

Total risk score –

Protective score .32** –

Active coping − .02 − .11 –

Passive coping − .11 − .04 .21* –

Living situation − .01 .10 − .05 − .20* –

Social participation − .16 − .09 .04 − .16 .31** –

Health − .02 − .02 .08 − .13 − .04 .26* –

Finances .15 .04 − .03 − .14 .08 .25* .17 –

Family relations .11 − .16 − .08 − .44** .15 .13 .05 .19 –

Safety .10 − .09 − .16 − .24* − .11 .05 .16 .26* .25* –

Positive esteem − .01 − .01 − .06 − .22* .06 − .05 .21* .15 .06 .25* –

Negative esteem .18 .13 − .20 − .44** .12 − .03 .17 .10 .28** .22* .45** –

Fulfilment .07 − .10 .09 − .37** .28** .40** .20* .19 .45** .31** .32** .45** –

Framework − .05 − .15 .32** − .13 .08 .10 .03 − .02 .04 .20 .31** .21* .47** –

Delinquency .17 .08 − .25* − .03 − .10 − .12 − .08 .05 − .03 .16 .02 .11 − .06 .01 –

Psychosocial problems .13 .08 .09 .37** − .17 − .22* − .28** − .03 − .18 − .05 − .16 − .15 − .25* − .10 .40**
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risk and protective factors explained .5% of the variance 
in delinquency at follow-up [Model 2: R2 = .037, adjusted 
R2 = .005, F(3,91) = 1.173, p = .324]; this model however 
was not significant. In model 3, adding active coping as 
a predictor to the model explained 5.4% of the variance 
in delinquency at follow-up [Model 3: R2 = .094 adjusted 
R2 = .054, F(4,90) = 2.337, p = .061]. In this final model, 
active coping was a significant predictor of delinquency 
at follow-up (β = − .240, p < .05). The use of active cop-
ing was related to a decrease in self-reported delinquent 
behaviour at follow-up.

Psychosocial problems
As a third and final step we tested how much variance 
in the outcome measure psychosocial problems can be 
explained by passive coping and three of the subjective 
QoL domains. Again, we accounted for whether adoles-
cents were discharged or not in the first model, and for 
risk and protective factors in the second model. Then, 
passive coping was added in the third model and the QoL 
domains social participation, health and fulfilment in the 

fourth model. In the first model, being admitted or dis-
charged from secure residential care at follow-up did not 
explain any variance in psychosocial problems at follow-
up [see Table 4: Model 1: R2 = .010, adjusted R2 = − .001, 
F(1,93) =  .893, p =  .347]. In the second model, adding 
risk and protective factors also did not explain any vari-
ance in psychosocial problems at follow-up [Model 2: 
R2 = .022, adjusted R2 = − .011, F(3,91) = .673, p = .571]. 
Adding passive coping to the third model explained 13.7% 
of the variance in psychosocial problems at follow-up 
[Model 3: R2 = .173, adjusted R2 = .137, F(4,90) = 4.718, 
p < .05]. In model 4, adding the subjective QoL domains 
social participation, health, and fulfilment to the model, 
explained 16.9% of the variance in psychosocial problems 
at follow-up [Model 4: R2  =  .231, adjusted R2  =  .169, 
F(7,87) = 3.724, p < .05]. In this final model, passive cop-
ing was a significant predictor of psychosocial problems 
at follow-up (β =  .329, p <  .05). This indicates that ado-
lescents who use more passive coping strategies in their 
problem solving, reported more psychosocial problems 
at follow-up. Additionally, the subjective QoL domain 

Table 3  Linear regression to predict delinquency (N = 95)

B unstandardized coefficients, SE standard error, β standardized coefficients

* p < .05

Variable Model 1 Model 2 Model 3

B SE β B SE β B SE β

Discharged − 1.57 6.54 − .03 − 5.78 6.89 − .09 − 4.99 6.73 − .08

Total risk score 1.14 .67 .20 1.14 .66 .19

Protective score .31 1.53 .02 − .07 1.50 − .01

Active coping − 2.18 .92 − .24*

Adjusted R2 − .01 .01 .05

ΔR2 .02 .04

Table 4  Linear regression to predict psychosocial problems (N = 95)

B unstandardized coefficients, SE standard error, β standardized coefficients

* p < .05, ** p < .01, *** p < .001

Variable Model 1 Model 2 Model 3 Model 4

B SE β B SE β B SE β B SE β

Discharged 1.18 1.25 .10 .77 1.33 .06 .86 1.23 .07 .74 1.22 .06

Total risk score .10 .13 .09 .15 .12 .13 .14 .12 .13

Protective score .13 .30 .05 .14 .27 .05 .10 .27 .04

Passive coping .79 .19 .39*** .66 .21 .33**

Social participation − .46 .90 − .06

Health − 1.61 .80 − .20*

Fulfilment − .43 .69 − .07

Adjusted R2 − .00 − .01 .14 .17

ΔR2 .01 .15 .03
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health was also a significant predictor of psychosocial 
problems at follow-up (β = − .198, p < .05). Adolescents 
who were more satisfied with their health during their 
stay in secure residential care reported less psychosocial 
problems at follow-up.

Discussion
The aim of the present study was to test two assumptions 
derived from the Good Lives Model. First, it is assumed 
that a higher subjective QoL in secure residential care 
facility is related to less self-reported delinquency and 
psychosocial problems after discharge from the secure 
residential care facility. The current findings show that 
none of the subjective QoL domains were associated 
with delinquency. With regard to psychosocial func-
tioning, the subjective QoL domain health was a signifi-
cant predictor. Adolescents who reported a lower QoL 
on the health domain during their stay in a secure resi-
dential care facility had more psychosocial problems at 
follow-up. Second, it is assumed that having adequate 
coping skills during stay in a secure residential care facil-
ity, such as active coping, is related to less self-reported 
delinquency and psychosocial problems after having left 
the facility. The results of the current study support this 
assumption. Adolescents who used active coping strat-
egies when facing a stressful or problematic situation 
while institutionalized reported less delinquent behav-
iour once they had left the facility.

The Good Lives Model places strong emphasis on 
the process of engaging individuals in their treatment 
by focusing on life goals and needs that are important 
to them. As a result, adolescents create a ‘good life’ for 
themselves, which is characterized by a sense of purpose, 
autonomy and a high QoL [3]. It is hypothesized that, due 
to increased feelings of agency and a higher QoL, ado-
lescents are motivated to live a different kind of life and 
this will also help prevent them from re-offending [5]. 
However, the findings of the present study do not sup-
port this assumption, indicating that increasing the sub-
jective QoL of adolescents who were institutionalized did 
not directly relate to a decrease in delinquency after they 
were discharged. A previous study among a sample of 
adult forensic psychiatric outpatients did find support for 
this assumption [10]. Adult forensic psychiatric outpa-
tients who were more satisfied with their health reported 
less violent and general offenses. This difference in results 
might be due to the difference in the studied population 
and the context in which they resided during the time of 
the study. Whereas the current study examined adoles-
cents that were admitted to a secure residential care facil-
ity and were treated for their emotional and behavioural 
problems, Bouman and colleagues studied adult forensic 
psychiatric outpatients, who did not receive treatment in 

a secured setting. Thus, it may be that the secure nature 
of the facility influenced the results of the current study. 
A second difference between both studies that might 
explain the difference in findings is that the current 
study included adolescents while Bouman and colleagues 
included adults. Adults and adolescents might differ in 
the weightings that they give to their primary human 
needs (i.e., their QoL domains). Specific needs that adults 
generally find very important might not be perceived as 
that important by adolescents and as a result also not 
strongly relate to delinquent behaviour or psychosocial 
well-being.

With regard to the second outcome variable psycho-
social functioning we found a relationship with the sub-
jective QoL domain health. This finding is comparable 
to other researchers that have studied these concepts in 
the general population [41]. Adolescents who reported to 
be more satisfied with their health during their stay in a 
secure residential care facility (e.g., being satisfied with 
their medicine use and their mental health), reported 
lower levels of psychosocial problems after they were 
discharged from that secure residential care facility. This 
finding remained even after controlling for the presence 
of risk factors and the use of active and passive cop-
ing strategies. Thus, once adolescents are more satisfied 
with their health during institutionalization, the likeli-
hood that they will experience psychosocial problems 
after they leave the facility will decrease, regardless of the 
presence of risks or type of coping strategies used during 
their admittance.

Consistent with our expectations, adolescents who 
used adequate coping strategies during their admission in 
a secure residential care facility reported less delinquent 
behaviour and fewer psychosocial problems after they 
were discharged from that facility. These relationships 
were found regardless of whether adolescents had a dis-
advantaged background as indicated by the presence of 
multiple risk factors. According to the Good Lives Model, 
adolescents that are lacking adequate skills in order to 
secure needs that are meaningful to them will attempt to 
achieve these needs by (re-)offending [3]. The results of 
the present study support this assumption and are in line 
with the results of other studies [21, 23, 42]. Adolescents 
using active coping strategies (e.g., actively trying to sort 
out a problematic or stressful situation or seek social sup-
port with friends or family) during their stay in secure 
residential care reported less delinquent behaviour after 
they left the secured facility. Teaching adolescents the 
use of active coping skills during their institutionalization 
might decrease the chance that they will show delinquent 
behaviour again after their discharge. In addition, adoles-
cents who used passive coping strategies, such as avoid-
ing the problem or showing a depressive response when 
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facing a problem or stressful situation, reported higher 
levels of psychosocial problems after leaving the facility. 
Previous studies also showed that the use of passive cop-
ing was associated with negative outcomes among ado-
lescent prisoners, such as a reduced well-being [26] and 
increased psychological stress [43]. Our findings support 
the assumption derived from the Good Lives Model that 
a lack of adequate coping strategies is predictive of delin-
quent behaviour and psychosocial problems at follow-up, 
even after controlling for the presence of risk and protec-
tive factors.

The current study has a number of limitations that 
should be considered when interpreting the results. 
First, only self-report measures were used to assess 
delinquent behaviour and psychosocial functioning at 
follow-up. Although we considered both the severity of 
the offenses, as well as the number of offenses that were 
committed, it remains possible that the findings reported 
here under represent official registration data. Second, 
the current study is part of a longitudinal study with 
four waves of data. Adolescents were approached every 
6 months to assess their subjective QoL during their stay 
in a secure residential care facility and also 12  months 
after discharge. The current study only used data from 
participants who completed the first assessment and 
the follow-up assessment. This way, only data was used 
of 95 of the 172 included adolescents. Attrition analysis 
revealed that these adolescents were more often diag-
nosed with an autism spectrum disorder (ASD) and with 
a reactive attachment disorder (RAD), which might cause 
results to be less generalizable.

Conclusions
Subjective QoL and coping are important components 
of the Good Lives Model framework and are assumed to 
play a role in the onset and maintenance of delinquent 
behaviour and psychosocial problems [4, 6]. Strength-
based approaches are increasingly used in the treatment 
of adolescents in secure residential care and might be 
an important complement to the prevailing risk per-
spective. By solely focusing on criminogenic risks as 
main treatment targets, other factors, such as subjec-
tive QoL and coping are neglected. The current study 
showed that adolescents who reported a lower QoL on 
the health domain had more psychosocial problems at 
follow-up. No relationship was found however, between 
QoL and delinquency. Based on the results of the current 
study, the strongest support was found for the second 
assumption derived from the Good Lives Model: adoles-
cents with adequate coping skills report less delinquent 
behaviour and fewer psychosocial problems. Adolescents 
lacking adequate coping skills were more likely to expe-
rience adjustment problems upon returning to society. 

Adolescents who used active coping during their stay 
in secure residential care reported lower levels of delin-
quent behaviour at follow-up, while adolescents who 
used passive coping during their stay in secure residen-
tial care reported higher levels of psychosocial problems 
at follow-up. To conclude, we could not confirm the first 
assumption derived from the Good Lives Model in our 
sample of adolescents with severe psychiatric problems. 
However, results of this study provide support for the 
second assumption and therefore underline the impor-
tance of developing and strengthening adequate coping 
skills in the treatment of adolescents with severe psychi-
atric problems.
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