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Therapeutic residential care in Spain. Population treated and therapeutic coverage 

Running head: Therapeutic residential care in Spain 

Abstract 

Therapeutic residential care (TRC) is the name given to specialized children’s homes for 

treating cases with severe emotional and behavioral problems that have been placed in 

residential care. A recent international review has revealed great diversity in the referral 

criteria of cases and in the models of intervention carried out. The goal of this study is to 

describe the population treated in this type of facilities in Spain and the therapeutic coverage 

given. The sample is made up of 215 young people in children’s homes, of whom 93 are in 

TRC. The cases referred to TRC have been in residential care for less time but have gone 

through a greater number of placements. These young people also exhibit more problems of 

drug use, and there is a larger percentage of clinical-range cases in the Child Behavior 

Checklist (CBCL) scales of Attention Problems and Aggressive Behavior. Nevertheless, the 

results of logistic regression indicate that the only variables that significantly increase the 

probability of being referred to TRC are drug use and changes of care placements. With 

regard to therapeutic care there is a higher percentage in the TRC group receiving psychiatric 

care, and the sessions are also more frequent. 
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Therapeutic residential care in Spain. Population treated and therapeutic coverage 

Introduction 

Residential care is a resource for children and adolescents in a situation of neglect, for whom 

foster care is not possible. Although the percentage of cases with a family separation measure 

in these facilities varies considerably in studies comparing different countries (Del Valle & 

Bravo, 2013), these facilities usually respond to those cases with more complex welfare 

measures, many of which need some kind of intervention that is not possible to implement in 

a family or community context (Dozier et al., 2014). These children and adolescents have 

suffered various forms of maltreatment, growing up in very unfavorable circumstances, in 

family environments with many problems such as adverse economic situations, gender 

violence, mental health problems, and drug addiction (Raviv, Taussig, Culhane, & Garrido, 

2010; Tarren-Sweeney & Vetere, 2014). 

This situation usually has a negative impact on the development of children and young 

people and can lead to mental health problems. Various studies show that the prevalence of 

emotional and behavioral problems in this population is particularly high (Bronsard et al., 

2011; Burns et al., 2004; Greger, Myhre, Lydersen, & Jozefiak, 2015; Jozefiak et al., 2016; 

McMillen et al., 2005) and clearly higher than estimates in the general population (Ford, 

Vostanis, Meltzer, & Goodman, 2007; Sempik, Ward, & Darker, 2008), proportions ranging 

from 60% to 89% have been found. However, although there is a consensus about the high 

prevalence of mental health problems in the population of children and adolescents in 

residential care, it is noteworthy that the percentage receiving some kind of intervention is 

much lower (Sainero, Bravo, & Del Valle, 2014; Tarren-Sweeney, 2010). Given the high 

frequency of these problems, it is not surprising that there are many cases to which the regular 

network of homes and residences cannot respond adequately, so there is a need for specialized 
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resources to meet the treatment demands of more complex cases. This type of specialized 

facility is called therapeutic residential care (TRC). 

Therapeutic residential care as a specialized resource  

There is an international consensus that acknowledges the need for this type of specialized 

center to adequately address those cases that require specialized therapeutic intervention that 

cannot be undertaken from a family context (Whittaker, Del Valle, & Holmes, 2015; 

Whittaker et al., 2016). What is not so clear is how to design these resources or the 

intervention provided. For instance, there is the problem of finding a way to overcome the 

young people’ great reticence to being treated for the emotional and behavioral problems that 

have led them to these placements, possibly due to previous therapeutic failures and to fear of 

being stigmatized (Aventin, Houston, & Mcdonald, 2014; Lambert, Hurley, Tomlinson, & 

Stevens, 2013). In addition, the most appropriate way of dealing with situations of crisis and 

conflict that frequently occur in these types of facilities has not yet been solved (Soenen, 

Volckaert, D’Oosterlinck, & Broekaert, 2014). 

 Moreover, from a technical standpoint, there is growing interest in developing 

evidence-based intervention programs (James, 2011; James, Alemi, & Zepeda, 2013; Pecora, 

& English, 2016). Although it is very difficult to carry out efficacy studies— because they 

tend to be performed with very small samples, amongst other reasons—, results indicate some 

factors associated with the efficacy of the intervention, such as being based on a defined 

theoretical model, with defined phases that include the family, and relatively short 

placements, among other aspects (Whittaker et al., 2015, 2016). 

 A last aspect that should be clearly defined is the profile of the population that is 

treated in these centers. It seems that the lack of clear criteria, as well as the limited use of 

rigorous detection instruments to refer cases to TRC facilities, is fairly widespread (Chor, 
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McClelland, Weiner, Jordan, & Lyons, 2012; Pecora & English, 2016; Whittaker et al., 2015). 

This is a serious problem because, as the profile of the population to be treated is not defined, 

it is practically impossible to clearly define the components that determine the success of the 

intervention because of the mix of different profiles. Moreover, there is a risk of referring 

false positives, that is, cases that should not enter TRC, but that are referred because of 

insufficiently objective criteria (Chor et al., 2012). 

Therapeutic residential care in Spain 

According to the official statistics, in Spain in 2014 there were 32,682 children separated 

from their family due to a situation of severe vulnerability, of whom 13,563 were in foster 

homes (Observatorio de la Infancia [Child Observatory], 2016). Traditionally, Spain has been 

a country in which residential care has been very important in dealing with cases of child 

abuse and neglect (Del Valle & Bravo, 2013; Del Valle, Canali, Bravo, & Vecchiato 2013), 

although in recent years considerable efforts have been made to promote foster care (Del 

Valle, López, Montserrat, & Bravo, 2009), which is producing good results, especially at 

earlier ages. This, in turn, is causing residential care to become more specialized, dealing with 

specific profiles and problems more closely associated with adolescence (Bravo & Del Valle, 

2009). The mean age of the population in residential care has increased, as 43% of the 

children placed are over 15 (Observatorio de la Infancia, 2016). With this age profile, the 

number of cases with emotional and behavioral problems that require therapeutic care begins 

to rise. Such care is currently regulated by the Organic Law 8/2015, of July 22, regarding the 

modification of the system of childhood and adolescent welfare. This law places special 

emphasis on the regulation of the use of measures of restraint and on safeguarding the minor's 

rights, possibly due to the conclusions from the Ombudsman’s report some years previously 

(Defensor del Pueblo [Ombudsman], 2009). In addition to these aspects, this law states that 
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these centers are to deal exclusively with children in care of the state whose admittance 

should be under judicial authorization.  

In some autonomous communities (Spain has a decentralized the child welfare system) 

these facilities are called therapeutic centers, in others, socialization centers, although they are 

practically the same, and currently represent almost 8% of centers and 7% of residential 

places nationwide (Del Valle, Sainero, & Bravo, 2015). 

Nevertheless, in spite of efforts to regulate and provide these centers with resources, 

the situation of TRC in Spain is still confusing, mainly due to the lack of research (Del Valle 

et al., 2015), as in other countries (Whittaker et al., 2015). 

In view of the above, this research aims to shed some light on this aspect and therefore 

we propose two goals. Firstly, we shall define the profile of cases referred to TRC in Spain, 

and secondly we shall analyze, both quantitatively and qualitatively, the therapeutic care these 

young people receive. 

Method 

Participants 

The sample was made up of 215 young people in residential care in the 6 participating 

regions, who had resided for at least 3 months in these centers. Out of the total population in 

residential care in these communities, the 93 adolescents that were in TRC were selected. As 

a comparison sample, the 122 young people in homes with autonomy programs for 

adolescents (APA), were selected as the group that was most similar to the TRC group. Other 

types of residential care programs in Spain (Bravo & Del Valle, 2009)—unaccompanied 

migrant children’s homes, homes for children with disabilities, and family children’s 

homes—were not examined. 
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Instruments 

The variables analyzed in the study were collected with two instruments. A questionnaire was 

designed, based on the “Sistema de Evaluación y Registro en Acogimiento Residencial” 

(SERAR [Evaluation and recording system in residential child care services]; Bravo, Del 

Valle, & Santos, 2015; Del Valle & Bravo, 2007) to collect relevant information in each case: 

(a) intervention process (time in foster care, length of stay, reason for care, number of 

previous care placements); (b) characteristics and family history; and (c) the youngster's 

problems, therapeutic care received, and type of mental health treatment (psychiatric, 

psychological and/or pharmacological). 

To examine the presence of behavioral or emotional problems the Child Behavior 

Checklist (CBCL; Achenbach & Rescorla, 2001) was used. This is a screening technique 

which is widely used with children and young people in care (Burns et al., 2004; Greger et al., 

2015; Jozefiak et al., 2016). The CBCL has eight specific clinical subscales: Anxiety-

Depression, Isolation, Somatic complaints, Social problems, Thought problems, Attention 

problems, Disruptive behavior and Aggressive behavior. From these, three second-order 

scales are obtained: Internalizing, Externalizing and Total. The t-scores allow the 

classification of cases in three ranges: normal, borderline, and clinical.  Only cases in the 

clinical range (excluding the borderline ranges) will be considered as clinical cases. The 

CBCL has demonstrated good reliability and validity, with a Cronbach alpha coefficient of 

.92 and test-retest reliability of .92 for the second-order scales (Achenbach et al., 2008). 

Procedure 

After obtaining permission from the regional administrations, the managers of the homes 

were contacted in order to explain the goals of the investigation and distribute the 

questionnaires to the youngsters' tutors. The following criteria were used: the questionnaires 
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were completed by youngster's tutors but only in the cases where they had known the child 

for at least 3 months.  

Data analysis 

Bivariate analysis by means of χ2 and the Student’s t-test was carried out along with logistic 

regression analysis to study the predictive capacity of variables over admittance to TRC. The 

variables included in the model were those for which significant differences in the bivariate 

analyses were found. In the case of the CBCL scales, only the first-order scales were 

included. For the numeric variables, the interpretation of the odds ratio (OD) was that they 

would increase by a constant multiplicative factor for each unit of increase of the independent 

variable. To analyze group differences in the therapeutic care received, 2 and the standardized 

corrected residuals were analyzed. A value of p ≤ .05 was established as the degree of 

significance in all analyses, except for the case of the standardized corrected residuals, for 

which values lower than -1.95 or higher than 1.95 were set.  

Results 

Table 1 gives the results of the analyses. It can be seen that there were no significant group 

differences, either in distribution by sex or mean age. However, there were differences in the 

time spent in residential care, with the APA group spending an average of almost one year 

more in residential care than the TRC group. Significant differences in the opposite direction 

were found in the variable number of changes of placement: the TRC group had almost 

double the number of the APA group, with a mean of almost 2 changes, which would indicate 

that they had been in three different centers. Only one significant difference was found in the 

scores of variables about the reason for being in care: in the TRC group, there was a higher 

percentage of parents who could not meet their parental obligations—for being in prison, 

disease…—, compared with the APA group. No significant group differences were found in 
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the variables related to family problems, although there were in problems associated with the 

child, as the TRC group presented a significantly greater percentage of cases of substance 

abuse than the APA group. Finally, percentages that were within clinical range according to 

CBCL were compared. In the first-order scales, the TRC group had significantly higher 

percentages within the clinical range than the APA group in two scales, specifically in the 

Attention Problems Scale and the Aggressive Behavior Scale. On examining possible 

differences in the second-order scales, the TRC group had a significantly higher percentage 

than the APA group in the Externalizing Scale but there were no group differences in the 

Internalizing Scale. 

Insert Table 1 about here 

 Subsequently, logistic regression was carried out using the Introduce method, using 

only the variables in which significant differences had been found in the bivariate analyses. A 

significant function was obtained (χ2(6) = 44.099, p < .001; Negelkerke R2 = .316) which 

correctly classified 70.3% of the cases. The OD values are given in Table 2. 

Insert Table 2 about here 

 The variable months spent in foster care had an OD value very close to one, although 

with an associated probability of < .01, so the probability of being referred to a TRC was not 

increased. However, the variable number of care placements almost doubled the probability of 

referral, and the variable substance abuse multiplied the probability by almost four.  

 In Figure 1, the percentages of cases receiving any kind of mental health treatment are 

shown. No significant group differences were found in the percentage of cases receiving some 

kind of mental health treatment, χ2(1) = .394, p > .05. If only receiving psychological care is 

considered there are still no differences, χ2(1)=1.765, p > .05. Although there were no 

significant statistically differences, it is notable that the percentage receiving care in both 
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these cases is slightly higher in the APA group. In contrast, we found significant group 

differences when comparing the cases that receiving psychiatric, χ2(1)=16.752, p < .001, and 

pharmacological treatment, χ2(1)=13.732, p < .001. In both of those treatments, the 

percentage of cases in the TRC group was much higher than in the APA group. 

Insert Figure 1 about here 

Table 3 presents the differences between the cases in the TRC and APA groups that 

were receiving psychological and/or psychiatric care, in terms of the type of resource 

providing therapeutic care and the frequency of the sessions. In the case of the young people 

receiving psychological treatment, there were only significant differences in the fact that the 

therapists from child welfare service programs treat more cases in APA centers than in TRC 

facilities.  

On examining differences in psychiatric care, it was seen that a staff therapist 

(belonging to the center) treated almost half the cases in the TRC group receiving this kind of 

care, whereas this kind of staff therapist does not exist in APA homes. Therapists from the 

public mental health network treat almost all recipients of psychiatric care in APA homes.. 

There are also significant differences in the frequency of the sessions, with a high percentage 

of TRC cases—almost half— receiving weekly sessions, a frequency that does not occur in 

any APA case. For the latter group, the percentage of cases receiving psychiatric care every 

two months is significantly higher than in the TRC group. 

Insert Table 3 about here 

Discussion 

This study had two goals: to define the profile of the cases referred to TRC in Spain; and to 

analyze the therapeutic coverage provided in this kind of residential center. In terms of the 
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first goal, the results of the bivariate analyses, in which a group of adolescents in TRC centers 

was compared with another similar aged group indicate some differences. Firstly, although 

the TRC cases had spent less time in residential care, they had been through more placement 

changes, almost twice that of the comparison group. This outcome may indicate that cases 

which end up being referred to TRC centers already have problems that hinder their 

placement in the regular network of residential care. This difficulty could be due to the 

inability of the regular network to provide a therapeutic response but, on another hand, it 

could be because these cases can generate a lot of disruption in the centers, hampering their 

general functioning (Soenen et al., 2014). The rest of the differences identified seem to point 

in this direction. The TRC group has significantly higher percentages of drug use than the 

comparison group, and more scores within the clinical range in the CBCL scales of Attention 

Problems, Aggressive Behavior and in the second-order scale of Externalizing Problems.  

 However when these variables are used logistic regression model to attempt to 

measure their influence on the referral of cases to TRC, only two variables significantly 

increase the probability of being referred to TRC. They are: the number of changes of center, 

which doubles the probability of referral; and drug abuse, which almost the quadruples it. No 

CBCL scale significantly increases the probability of being referred to TRC. This seems to 

indicate that the criteria behind referral to this program are adaptation problems in other 

homes in the general network and drug abuse. Referral was not found to be caused by the 

detection of certain clinical problems or by their severity. 

This may be because the prevalence of emotional and behavioral problems in the 

population in the regular network of residential care is so high (Bronsard et al., 2011; Burns et 

al., 2004; Greger et al., 2015; Jozefiak et al., 2016; McMillen et al., 2005) that the number of 

TRC places available in Spain (Del Valle et al., 2015) is patently insufficient to provide 

therapeutic coverage to all of them. Therefore, the regular network is dealing with these 
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problems, leaving TRC to the cases that overwhelm their resources, such as problems with 

drug use. This would mean that TRC is being used for purposes it was not designed for. The 

lack of clear technical referral criteria (Chor et al., 2012; Galán, 2013; Pecora & English, 

2016; Whittaker et al., 2015) may be enabling this. The second goal of this study, the analysis 

of interventions in TRC, may help understand the results found. 

Comparing the percentage of the two groups receiving some kind of mental health 

treatment, we see that there are no significant differences. In fact, the percentage of cases is 

somewhat higher in the comparison group. The fact that around 30% of the cases referred to 

TRC do not receive any kind therapeutic care is surprising, to say the at least. A possible 

explanation could be that many of the cases referred to these specialized centers arrive with a 

prior history of therapeutic failures, which leads them to refuse any intervention of this type 

(Aventin et al., 2014; Lambert et al., 2013). However, also taking into account the variables 

that increase the probability of being referred to TRC (placement changes and drug abuse), 

these centers may be being used as tools for restraint and control, at least initially, with the 

intention of achieving stabilization so as to be able to start therapeutic intervention (Soenen et 

al., 2014). 

The comparison between the two groups regarding the variable receiving 

psychological treatment is similar, as there are no significant differences, and the comparison 

group has a somewhat higher percentage in receiving treatment. In contrast, when looking at 

the numbers receiving psychiatric and psychopharmacological treatment, the percentage in 

the TRC group is twice that of the comparison group. It might be better to comment on these 

results in conjunction with the analysis of resources used and frequency of sessions.  

If we compare cases in the two groups who are receiving psychological treatment, we 

see that the control group uses therapists from specific child welfare service programs to a 
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greater extent. The purpose of these services, which exist in most autonomous communities, 

is to provide psychological treatment to all those in the regular child protection network that 

require it because, in contrast to TRC, most regular centers do not have therapists on their 

staff. This may explain, at least in part, why the comparison group receives more 

psychological intervention.  

In terms of resources used and frequency of psychiatric treatment sessions, TRC 

stands out because these facilities have staff therapists, which weekly therapeutic sessions 

possible, a TRC strength we highlight. This is practically impossible in the regular network, 

which, without staff psychiatrists, must resort to the public mental health network, with a 

stark lack of professionals, at least in Spain (Del Valle et al., 2015; Galán, 2013). This leads 

to an inadequate frequency of sessions. It would be desirable to explore the extent to which 

the choice of treatment type depends on the problem diagnosed or the availability of 

resources. 

A number of conclusions may be drawn from this study. Firstly, the fact that more 

than 70% of cases in both groups are receiving some kind of mental health treatment should 

be considered positive. Given the high percentage of cases in residential care with emotional 

and behavioral problems (Bronsard et al., 2011; Burns et al., 2004; González-García et al, 

2017; Greger et al., 2015; Jozefiak et al., 2016; McMillen et al., 2005) and considering that 

several voices have called attention to the scarce therapeutic coverage for these problems 

(Sainero et al., 2014; Tarren-Sweeney, 2010), it seems that in Spain, we have become aware 

of the problem and are making an effort to treat this population. 

A less positive conclusion comes from the fact that nearly 30% of the population 

referred to TRC do not receive any kind of mental health treatment. If we add this to the fact 

that the variables associated with an increased possibility of referral to TRC have nothing to 
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do with the screening test but rather with variables that the regular network is not prepared to 

deal with, such as drug abuse, it would confirm the warnings of many researchers: the evident 

lack of rigorous criteria and failure to use detection instruments for referral of cases to TRC 

(Chor et al., 2012; Pecora & English, 2016; Whittaker et al., 2015). In Spain, the 

thoroughness with which the legislation has developed the legal details— especially related to 

physical restraint and the safeguarding of children's rights—has not been reflected in the 

development of technical aspects, in which the criteria and techniques for referring cases to 

TRC are specified and developed. The Organic Law 8/2015 states that these centers, which it 

calls specific centers of protection of youths with behavioral problems, “are intended to treat 

cases diagnosed with behavioral problems, that present recurrent disruptive or antisocial 

behaviors that transgress social norms and the rights of third parties, and when justified due to 

their protection requirements and determined by a specialist psychosocial assessment”. It 

seems to be a sufficiently broad definition to include any event that causes problems in the 

regular network of residential care, which goes against the specific and specialized character 

that these centers should have (Chor et al., 2012). Moreover, the lack of a clearer definition of 

the profile to treat hinders both the design of intervention programs and the assessment of 

their efficacy (James, 2011; James et al., 2013; Pecora & English, 2016). It seems clear that 

further research is needed to define the profile of cases that should be referred to TRC. It 

seems to be an issue that must be resolved before we can deal with other issues, such as which 

interventions work. 

We do not want finish without commenting on some of this study’s main limitations. 

This study is essentially descriptive in nature—which is justified due to the lack of research 

on these topics—, the subject needs to be addressed in greater depth, analyzing aspects such 

as the technical reports the referrals are based on, the components of the interventions, and so 

on. Subsequent research should also look at why a significant percentage of youngsters in 
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TRC receive no treatment. The non-referral to treatment in this group may be due to the fact 

is that the program itself is considered sufficient to address their therapeutic needs, or that the 

educators do not consider treatment necessary, or that the youngsters refuse to go to therapy 

(Aventin et al., 2014; Lambert et al., 2013).  
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Table 1 Comparative analysis of the case variables and mental health problems in the children treated 

in therapeutic programs and autonomy programs  

 (TRC )  (APA) 

 % Yes  

or M (SD) 

% Yes  

or M (SD) 

Sex   

Male 64.5 54.9 

Female 35.5 45.1 

Age 15.5 (1.2) 15.7 (1.4) 

Time in residential care (months) 27.1 (30.2)* 38.9 (45.3)* 

Number of placement changes  1.8 (1.5)*** 1 (1)*** 

Break-up adoption or foster care 10.5 18.2 

Reason for protection    

Child abuse 45.6 65 

Child-to parent violence 12.1 7.5 

Inability to exert parental control 70.3 59.2 

Impossibility to meet parental obligations 23.1** 9.2** 

Family background   

Mental health problems 22.6 32.8 

Intellectual disability 5.4 9.8 

Suicidal behavior  4.3 11.5 
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Criminal behavior 19.6 12.3 

Poverty 23.9 28.7 

Gender violence 25 20.5 

Substance abuse 41.9 33.6 

Young person's problems and mental health   

Intellectual disability 14 10.3 

Suicidal behavior (threats or attempts) 20 16 

Alcohol consumption  8.6 3.3 

Substance consumption 66.3*** 37.2*** 

CBCL Clinical range   

Anxiety-depression 28.3 22.5 

Withdrawal-depression 25 21.7 

Somatic Complaints 19.4 19.2 

Social Problems  29.3 23.1 

Thought Problems 20.4 12.5 

Attention Problems 32.6* 19.8* 

Disruptive Behavior 51.1 40 

Aggressive Behavior 47.8** 28.9** 

Internalizing Scale 48.9 48.3 

Externalizing Scale 84.8*** 59.2*** 
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TRC = therapeutic residential care ; APA = program of autonomy for adolescents. 

 *p ≤ .05. **p ≤ .01. ***p ≤ .001. 
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Table 2 Logistic regression model of referral to therapeutic residential care   

Selected variables OR 95% CI 

Months in foster care .982* .969, .996 

Number of placement changes  1.765** 1.249, 2.496 

Care due to parents' impossibility to meet 

obligations 1.670 .581, 4.8 

Substance consumption 3.808** 1.842, 7.872 

Clinical range in CBCL-Attention 

Problems  1.454 .582, 3.634 

Clinical range in CBCL-Aggressive 

Behavior 1.338 .582, 3.076 

 
*p ≤ .01. **p ≤ .001. 
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Table 3 Comparative analysis of the young people who receive mental health treatment depending on 

whether they are in therapeutic or autonomy programs  

 In treatment psychological  In psychiatric 

treatment  

 TRC  

(N = 60) 

 APA 

(N = 89) 

TRC  

(N = 48) 

APA 

(N = 29) 

 % Yes  % Yes  % Yes % Yes 

     

Type of resource providing treatment     

Public mental health service therapist 18.3 11.4 55.3* 96.4* 

Private therapist 6.7 5.7 0 3.6 

Therapist from specific child welfare service 

program 

33.3* 52.3* 0 0 

Staff therapist from the center 48.3 37.5 44.7* 0* 

Therapist from some other resource 5 6.8 0 0 

Frequency of sessions     

Weekly 76.3 69.8 43.8* 0* 

Bi-weekly 13.6 19.8 8.3 3.6 

Monthly 6.8 10.5 31.3* 64.3* 

Every two months 3.4 0 14.6 21.4 

Every three months 0 0 0 7.1 
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< Every three months 0 0 2.1 3.6 

TRC = therapeutic residential care; APA = program of autonomy for adolescents. 

* Corrected standardized residuals < -1.95 or > 1.95. 

 

 

 

 

 

Figure 1. Therapeutic coverage. Percentages of cases receiving mental health treatment 

 

 

72,2

64,5

51,6
47,8

76
73

24,4 23,3

0

10

20

30

40

50

60

70

80

Any kind of mental health
treatment

Psychological treatment Psychiatric Treatment Pharmacological treatment

TRC APA homes


