
This is the published version of the bachelor thesis:

Andreu Palanca, Susana; Molinuevo Alonso,Beatriz , dir. Housing as a tool for
the prevention of criminal behavior in young adult population [ViCon Jovenes].
2022. 83 pag. (1411 Grau en Criminologia i Grau en Dret)

This version is available at https://ddd.uab.cat/record/264041

under the terms of the license

https://ddd.uab.cat/record/264041


 

 

 

 

 

HOUSING AS A TOOL FOR THE 

PREVENTION OF CRIMINAL 

BEHAVIOR IN YOUNG ADULT 

POPULATION [ViCon Jovenes] 

Final Degree Project, Program Aprentage i Servei of the AFATRAC 

association 

 

 

 

 

 

 

 

Student: SUSANA ANDREU PALANCA 

Tutor: BEATRIZ MOLINUEVO ALONSO 

 

Number of words: 8.458 

Dateline: 20 – 05 – 2022 

 

Final Degree Project 

Double Degree in Law and Criminology. 

Course: 2021-2022 



2 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

To my tutor Beatriz Molinuevo Alonso, for her indispensable advice and support 

in this project.  

To AFATRAC and all the families in it, for giving me the opportunity to create this 

program and help the world, even if just a little bit.  

To my family, for their patience and love when I wasn’t able to provide it. 

To my friends, for being an ear to listen to my difficulties and the shoulders to rest 

in.  

And to my teachers, for giving me the knowledge and skills to be here today.   



3 

 

ABSTRACT: 

The ViCon-Jovenes program responds to the problems expressed by the families of 

the AFATARC association. Their sons/daughters with conduct disorders are in a 

precarious position when they reach adulthood as there are no residential resources 

to suit their needs and their diagnosis implies an interference in different aspects of 

their life which, at the same time, doesn’t guarantee decent living conditions. The 

social services offered by the state or regional administration do not offer programs 

that allow young people with this health problem to obtain a residential place at the 

same time as they receive treatment. 

The absence of these services causes a resource gap that leads young people to end 

up homeless or starting or continuing a criminal career. With the program tailored 

to help the young adults, their families and society as a whole, we can avoid this 

situation and prepare young people for their adult life in the community. 

The work is tailored to the needs identified by the literature and the families. The 

aim is to design a program to provide supervised housing for the youth of the 

families of the Association of Relatives Affected by Conduct Disorders [Associació 

de Familiars d’Afectats amb Trastorns de Conducta] (AFATRAC) once they have 

reached the age of majority. 

 

 

Key words: conduct disorders, young adults, delinquency, prevention program, 

intervention program, supervised housing.  
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1. Introduction 

The TFG is part of the "practical intervention work" modality and will 

consist of the design of an intervention within the Learning and Service (ApS) 

program of the UAB. The aim is to design a program to provide supervised housing 

for the youth of the families of the Association of Relatives Affected by Conduct 

Disorders [Associació de Familiars d’Afectats amb Trastorns de Conducta] 

(AFATRAC) once they have reached the age of majority. 

The TFG will start with a theoretical framework, access to housing for 

people with conduct disorders, existing supervised housing modalities, and the 

relationship of these with the prevention of criminal conduct. There will also be a 

description of the context of action (the state of the issue in Catalonia, Spain, and 

Europe) and some examples of these types of programs. The objectives of the 

intervention will be set out and a description will be given of the target people 

(young individuals of the AFATRAC association who show neurodevelopmental 

disorders, conduct disorders, problematic substance use, and sometimes intellectual 

functioning) and the justification for why they will be the target group of the 

program (the complexity of their situation means that they are excluded from the 

specific housing resources that exist for people with addictions or severe mental 

health disorders).  

Next, it will include a methodological framework, which will justify the type 

of prevention (a secondary prevention program) and the type of program (a program 

for access to supervised housing). The necessary resources will also be considered. 

Regarding the intervention, there will be an extensive explanation of the 

services and activities that will be conducted to provide adequate housing to the 

young people of the association, as well as what the housing will consist of, and the 

general economic budget will be determined. Finally, a program evaluation system 

will be designed. 

The TFG will end with the conclusions drawn and the possibilities and limits 

that may present the intervention program devised.  
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2. Theoretical framework 

2.1. Conduct disorder 

The Diagnostic and Statistical Manual of Mental Disorders (DSM-5) 

includes in the category of disruptive, impulse-control and conduct disorders 

conditions that lead to problems with the self-control of emotions and conduct 

problems (American Psychiatric Association [APA], 2013). While other disorders 

outside of this group may contain problems with emotional and/or behavioural 

regulation, conduct, impulse-control, and disruptive disorders manifest themselves 

in behaviours that violate the rights of others and/or that lead the individual to a 

significant conflict with social norms and/or authority. These types of disorders are 

more common in men than in women. (APA, 2013). They usually present for the 

first time in childhood or adolescence. It is very rare that they first appear in 

adulthood.  

In this project, we will focus on two conditions in this category: 

Oppositional Defiant Disorder (ODD) and Conduct Disorder (CD). The DSM-5 

defines ODD as an angry/irritable mood pattern, argumentative/challenging 

behaviour, or vindictiveness that lasts at least 6 months as evidenced by at least four 

symptoms in any of the following categories: angry/irritable mood (often loses his 

temper, sensitive or easily upset, often angry and resentful), 

argumentative/challenging behaviour (often argues with authority figures or, for 

children and adolescents, with adults; often actively defies or refuses to respond to 

requests for authority figures or rules, often deliberately annoys others, often 

blames others for their mistakes or misconduct), and vindictiveness (has been 

resentful or vindictive at least twice in the last 6 months) (APA, 2013). This 

behavioural disorder is linked to the individual's or others' distress in his or her 

immediate social context (e.g., family, peers, co-workers) or has a negative 

influence on social, educational, occupational, or other significant areas of 

functioning. The behaviours are not exclusively associated with psychosis, 

substance abuse, depression, or bipolar disorder. Furthermore, the disruptive mood 

dysregulation disorder requirements are not met.  

With regard to CD, the DMS-5 defines it as a persistent pattern in which the 

basic rights of others or major age-appropriate societal norms or rules are violated, 
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as manifested by the presence of at least three of the following 15 criteria in the past  

12 months from any of the categories below, with at least one criterion  present in 

the past 6 months: aggression towards people and animals, destruction of property, 

deceitfulness or theft, and serious violations of the rules (APA, 2013). CD causes 

clinically significant impairment in social, academic, or occupational functioning. 

Although the definitions presented by the DSM-5, Torrubia and Molinuevo 

(2014) present several problems to take into consideration: the difficulty to 

differentiate between a normal child and adolescent behaviour in their 

developmental stage, and the externalization of a behavioural disorder. The conduct 

of the individual may be a punctual response to stress, common disobedience, 

isolated criminal behaviour, or a reaction to their environment and not a disorder. 

To be considered abnormal, the behaviours must be persistent in time, and we must 

always consider the intensity of the behaviour and the stimuli that caused it. We 

must be careful when putting that kind of label in an individual as it might lead to 

a stigmatization of the young adult or prevent him from accessing certain services.  

 

2.2. Access to housing and mental health 

2.2.1. Deinstitutionalization and housing for people with mental health 

problems and conduct disorders in Spain 

The introduction of housing for people with health problems or conduct 

disorders began in the mid-1980s with the psychiatric reform that occurred in Spain. 

The genesis of this movement is due to different causes: the reality in which the 

"insane asylums" were and the way they operated, the crowded and depersonalized 

patients, how they were usually located far from urban centres, and conditions that 

encouraged marginalization and stigma. At the same time, the emergence of new 

forms of treatment, both antipsychotic drugs and psychosocial interventions, which 

had not worked until then, was crucial (Carmino et al., 2010). 

The reform is part of the health reform contained in the General Health Act 

(LGS) of 1986, and Article 20 of the same contains the principles for the 

transformation of psychiatric care to a community model and deinstitutionalizer 

(Sanz, 2019). Pessoas (2013) also establishes the origin of supervised housing in 

Spain with the psychiatric reform where it determines that a process of 
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deinstitutionalization begins and assumes the community model as a general 

framework of care, based on new rehabilitative approaches that are committed to 

the archetypes of recovery and well-being. This introduces new concepts such as 

"comprehensive and integrated care", which aims to cover the deficit and the social 

disadvantages caused by the impact of mental illness on the person suffering from 

it. This represents a shift towards the participation of different agents, mainly socio-

educational, whose key reference is emancipation and social transformation. We 

seek to provide patients with the tools they need to live independently in the 

community and to have access to work and satisfying social and family 

relationships. To achieve this level of independence, it is necessary to have a series 

of supports that facilitate the step involved in the recovery (Carmino et al., 2010). 

Since the beginning of this model, a series of resources have been developed 

according to the different areas of intervention: psychosocial rehabilitation centres 

(“Centros de Rehabilitacion Psicosocial” [CRPS]), day centres, etc. And more 

specifically residential programs, where housing and social support are provided 

(Carmino et al., 2010). 

2.2.2. Benefits of supervised housing for individuals with conduct disorders 

The literature has shown the benefits associated with the reduction of 

criminal behaviour and access to a supervised home. There is a consensus that 

criminals have a higher level of housing needs than the general population, both 

before they enter prison and after they leave prison. Williams et al. (2012) talk about 

how stable housing can make a difference of more than 20% in terms of reducing 

recidivism, in addition, many prisoners have mentioned that they believe that 

having a place to live once they have left prison is important in terms of their 

probable reoffending (cited by O’Leary, 2013). 

Regarding the population with substance abuse, mental health problems, or 

conduct disorders, other authors have studied the effects of homelessness. The U.S. 

National Alliance to End Homelessness (2007) points out that it causes affliction 

and aggravates existing mental and physical illnesses, leading to expensive medical 

treatments and services. Supervised permanent housing improves mental and 

physical health, reducing the need for these services, particularly expensive hospital 

mental health care and hospitalization. It also helps users increase their income, 
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work harder, reduce arrests, move toward recovery, and become more active and 

productive members of their communities. 

Carling (1993) states that he strongly believes in the effectiveness of 

transition homes in reducing recidivism, improving economic self-sufficiency, and 

improving community adjustment. He also justifies the need for such resources with 

four arguments: first, it was concluded that a psychiatric disability is not necessarily 

a lifelong degenerative process that requires more intensive support over time; 

second, most people with a psychiatric disability can maintain homes, jobs, friends, 

and family; third, mental health services need to be very flexible in responding to 

individual needs, which vary over time; and fourth, given the choice, most people 

don’t define themselves primarily as chronic mental patients; instead, they value 

independence and productivity more than any other treatment outcome.  

2.2.3. Supportive housing and prevention of criminal conduct 

Different criminological theories support the alternative of supportive 

housing as a prevention tool.  

We can refer to the Learning theory (Sutherland et al., 1947). This theory 

explains the deterrence through the introduction of new individuals that lead the 

subject to rethink their favourable aptitudes towards delinquency. The efficacy of 

the process varies depending on the experience the subject had with the justice 

system, the mentorship he receives, the links with conventional individuals (giving 

rise to a change in their social networks), and their possible participation in a 

restorative justice process (Giordano et al., 2002). By providing a house with a 

supportive system, we act upon these factors. Mainly, offering a proper and 

continuous mentorship, and presenting an opportunity to create new connections. 

Thus, we achieve a cognitive transformation (with a change in their propensity to 

crime and their attitude towards criminal activities) and the learning of skills.  

Another theory we must mention is the Strain theory (Agnew, 1991). This 

theory explains delinquency with the frustration that the subject experiences when 

they are unable to achieve their expectations, in a context where positive stimuli are 

absent, and they are suffering negative stimuli. Therefore, to be able to desist from 

delinquency, the subject must receive social support that allows them to temper 

frustration and avoids resorting to crime (Martí & Cid, 2015). In our case, this 
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support would be obtained as part of the supervised housing and the opportunities 

that would be provided with it. This way we moderate the strain, and the subject is 

incentivized to change to compensate for the support received.  

We turn to Control theory (Hirschi, 1969). This theory presents a connection 

between control and the criminal tendencies of the subject. This joint is marked by 

the subject’s sensitivity towards the opinion of their closest relationships, the costs 

that their deviated behaviour has on their social goals, their participation in 

conventional activities, and their internal conscience towards respect to the norms. 

This way, if we want the subject to desist, we must offer them the acquisition of 

new social bonds that increase the costs of criminal activities. We can do so through 

couple bonds, access to job opportunities, or family bonds. The subject will present 

a compromise towards these bonds, constant supervision, and the development of 

beliefs that oppose crime (Sampson & Laub, 1993).  With the program, we would 

be offering help to get a job or the reinforcement of those conventional bonds that 

can influence this change.  

The last theory we will consider is the Cumulative disadvantage theory 

(Sampson & Laub, 1997). The deviated behaviour of the subject generates a 

reaction from the family, friends, peers from school or work, and the justice system. 

This reaction tends to be rejection (provoking a decrease in their social ties), 

labelling (generating stigmatization), and a reduction in the subject’s control. And, 

regarding the justice system, can also have an impact on the career of the subject 

and their future employability options. All this leads the subject to recidivism, 

which in turn engenders a new reaction from the mentioned actors. The deviated 

conducts increase, and their consequences allow the continuity of criminal activity 

through a process of cumulative disadvantage. To stop this process and lead the 

subject to desist we must offer a mentorship system, aid to access employability, 

and supports to strengthen the social ties damaged by their criminal activities.  With 

the supportive housing program, we will be offering these factors as well as housing 

that allows them to reduce the cumulative disadvantages that the subject presents 

satisfying the necessity of a residence.  
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2.3. Modalities of reception/housing resources as alternatives 

2.3.1. Human Rights: housing legislation 

First, it is necessary to establish that the right to housing is enshrined in 

Article 25 of the Universal Declaration of Human Rights as well as Article 11 of 

the International Covenant on Economic, Social and Cultural Rights, and Article 

31 of the revised European Social Charter among other international treaties; in 

addition to Article 34 of the Charter of Fundamental Rights of the European Union1 

In most European countries, the right to housing is included in their Constitutions 

or Laws, but the commitments made by the different nations avoid making specific 

references to homelessness and do not specify whether a person can invoke their 

right to housing if they are unable to obtain one on their own (European Federation 

of National Organizations working with the Homeless, 2008). The 2008 report of 

the European Federation of National Organizations working with the Homeless 

(FEANTSA), mentions among the most important housing policies, the aid to make 

the accommodation more affordable. Currently, one of the models to consider when 

providing housing for homeless people with mental illness and disabilities is the 

“Housing First” model. (Pleace quoted by Sanz, 2019). This originates in the US 

but due to the positive results obtained it is transferred to Europe.  

Within the Spanish context, it must be considered that the same care 

resources do not exist in all the Autonomous Communities, nor do they have the 

same characteristics. Since each autonomous community has a different level of 

dependency and ownership (Miranda, 2015). The health map of each Autonomous 

Community is sectored, and as such, the care in one or another resource will depend 

on the sector, corresponding to each area of residence a resource of each of the 

categories. Among the Autonomous Communities, the most common resources are 

the Mental Health Centre and Mental Health Unit among others. (Miranda, 2015). 

In Catalonia, psychiatric care is provided through a multiplicity of suppliers 

with different characteristics, which make up the Mental Health Network created 

by the Decree 213/1999, of 3 August, of the Department of Health and Social 

 

1 Article 34 states that to combat social exclusion and poverty “the Union recognizes and 

respects the right to social and housing assistance to ensure a decent existence for all those who lack 

sufficient resources, per the rules laid down by Union law and national laws and practices”. 

(European Parliament., & Office for Official Publications of the European Communities, 2000). 



14 

 

Security. Within the context of Catalonia, to find possible home services that offer 

support, we can go to the Department of Social Rights of the Generalitat or to 

private entities that can also provide them. 

2.3.2. Types of residential alternatives currently in Spain for individuals with 

a need for support 

Miranda (2015) offers a list of the different modalities of housing resources 

as residential alternatives currently existing in Spain.  

First, we find housing with support. This modality is designed for 

individuals with medium or low levels of disability, enabling the access, choice, 

and maintenance of normal houses (rents, social housing, etc.), with a support 

system that is flexible and continuous (Miranda, 2015).  

Secondly, there are supervised housing and assisted apartments. These are 

residences intended for subjects with skills and an acceptable level of autonomy, 

with the capacity for up to four residents. The supervision, organization, and 

functioning will tend to be minimum and performed by less intense devices, like 

mental health units or social organizations, or coordination between the two.  

We also find transitional apartments, which consist of therapeutical and 

residential devices of temporary duration. The objective is to be a learning 

workshop centralized on self-care activities and social convivence. This resource 

works as a form of training before moving to other types of more autonomous 

residential devices if the program is successfully passed or less autonomous if the 

objective is not achieved (Miranda, 2015). 

We direct ourselves to mini residencies for individuals with a disability that 

demands a higher level of supervision for their maintenance in the community. This 

resource assists twenty-four hours of the day. (Miranda, 2015).  

Home care is used as support for a home of an individual that can maintain 

themselves but needs support sometimes, usually for a limited period, and who does 

not need specific accommodation and cannot be cared for by general home help 

services (Miranda, 2015).  

In addition, we refer to supervised pensions. These are destined for 

individuals who present difficulties in domestic skills and the care for their 
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environment. With them is common to develop a monitoring plan for the users 

(Miranda, 2015).  

In our case, we will focus our project on the study and design of a supervised 

housing resource, as it is the residential alternative that best fits our objectives and 

population of interest.  

2.4. Supervised Housing program review 

2.4.1. International 

The literature reviewed shows that there are international projects aimed at 

the adult and young adult population with diverse mental health problems. 

Although there is no standardization of such programs, some examples are 

mentioned below.  

One possible example of supervised housing for youth would be the West 

End Residences opened in New York in 2011. This program was a non-time-limited 

youth-supportive housing located in Harlem. It had studio apartments, each with a 

kitchen and bathroom, as well as community spaces for on-site service and program 

delivery. Tenants were bound by leases and were responsible for paying rent, which 

was calculated at 30% of their gross income. Young adults between the ages of 18 

and 24 (at entry) who were homeless LGBT people with active substance use 

disorders were targeted for the program. This program took a Housing First 

approach to harm-reduction and trauma-informed care, with comprehensive 

support services available on a purely voluntary basis and tailored to everyone 

(Corporation for Supportive Housing, 2016).  

Another example more cantered towards the usefulness of supportive 

housing for the reduction of recidivism would be the Returning Home-Ohio (RHO) 

pilot program. The program was created to reduce recidivism and homelessness 

among disabled prisoners returning to Ohio communities. The supportive houses 

were imparted by different providers, which varied from single-site housing to 

scatter-site housing units. The participants were provided with clinical staff trained 

to serve those with mental illnesses and staff trained in counselling and criminal 

justice issues. The evaluation of this program showed how participants of RHO 

were significantly less likely to be rearrested and reincarcerated (Fontaine et al., 

2012).  
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One final example would be the supportive housing of Vancouver. The 

people who have access to it are in treatment for mental illness or addiction. They 

must be willing and able to participate and engage in treatment. The support 

services provided are flexible and individually tailored to the tenants. Some 

included are assistance to learn basic life skills, support in accessing health care, 

counselling, links to social services, links to education, etc. The option provided for 

housing range from apartment units in market rental buildings in which clients 

receive a rent supplement along with outreach support, to apartment buildings with 

on-site staff support (The Housing Centre Community Services Group, 2007).  

2.4.2. Spain 

The investigative approach has proven that there is no adequate supervised 

housing resource in Spain for people with conduct disorders. Although there are a 

lot of services aimed at individuals with mental health problems and addictions, a 

great number of the supervised housing offers indicate as part of their exclusionary 

factors “disruptive or aggressive conducts”. Some examples of it are shown below.  

The community of Madrid offers supervised housing for people between the 

ages of 18 and 65, with a severe and continuous mental health illnesses, and who 

do not have serious or chronic physical illnesses that require medical or specialist 

nursing care. The housing is conceived as communal and each one has a capacity 

between three and four people. The stay can be for a roughly long period, and they 

offer the support of an interdisciplinary team (Centro de Rehabilitación Laboral de 

Usera, 2012). But as mentioned before, they explicitly prohibit individuals with 

aggressive or dangerous behaviour patterns (physical and verbal), which could 

prevent access to the population with conduct disorders.  

In the community of Andalucía, we find the Asociación Paz y Bien, which 

provides supervised housing for individuals with intellectual disabilities in its 

residential services agreed with the Junta de Andalucía. Each supervised housing 

accommodates six persons and favours the development of coexistence, conflict 

resolution, personal counselling, and the development of social and home skills that 

promote their autonomy. The activities are supervised by a direct care monitor, who 

provides necessary support to each person based on their level of autonomy and 

knowledge (Santoyo, 2014). Even though this resource provides what we are 
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looking for in our project, it is focused on a different type of population and does 

not take into consideration conduct disorders.  

As the last example, in the community of Madrid through Centros de 

Atención a las Adicciones (CAD) people with addictions can access supervised 

housing services. These resources offer a convivial and socio-educational space, in 

an urban environment, which favours the achievement of an independent, 

autonomous, and socially normalized life for adult patients in the care centres of 

the network. Specifically, there are dual pathology supervised housings for patients 

with a mental pathology that are in an advanced treatment stage and lacks a proper 

support system (Madrid Salud, 2017). In this case, there is little to no information 

about the possible entry requirements or possible supports service to help with a 

conduct disorder.  

2.4.3. Catalonia 

The Generalitat de Catalunya offers home services with temporary or 

permanent support for people with social problems due to a mental illness. This 

service includes accommodation, subsistence, and care for the health and safety of 

the home, and the foundation of habits of personal autonomy and leisure, among 

other things (Generalitat de Catalunya, n.d.a). However, in our case, it would not 

be an accessible service to our target population as the established requirements 

determine the need for accreditation of the situation of need or the situation of 

dependency, which many of the subjects could not present. 

Another service provided by the Generalitat is that of reintegration flats, 

which provide open and unlimited residential services for people with drug 

addictions. These are conceived as devices aimed at providing users with a suitable 

living space where the aspects related to addiction are addressed to enhance the 

coexistence of the habitat, achieve a degree of personal autonomy, and the ability 

to adapt and manage the environment (Generalitat de Catalunya, s.d.b). In this case, 

it would not be an appropriate service for our target group for those who do not 

have an addiction, or it is not serious enough to be considered "sufficiently" 

addicted to drugs. In addition, one of the requirements to be able to access it is that 

in case the subject presents a psychiatric pathology, this must be controlled and 

compensated. Therefore, those subjects who also need psychological resources to 
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be able to control or manage conduct disorders will not be able to receive them from 

this service. 

We also have a home support service. This service aims to contribute to the 

development of people with disabilities in the activities of daily living, both at home 

and in the community, to enable autonomy (Generalitat de Catalunya, n.d.c). In this 

case, the conditions of access also include the recognition of a degree of disability 

equal to or greater than 33%, which also prevents entry for our target group. 

 

2.5. AFATRAC 

This project is conceived to answer the petition for a residential program for 

the young adults with behavioural issues whose families are allied with AFATRAC.  

AFATRAC forms part of the Mental Health Federation of Catalonia 

[Federació de Salut Mental Catalunya] (SMC). It originated as a reaction to the 

need of some families to palliate the problem that comes with a child with 

behavioural issues and to obtain mutual support, council, and promote the creation 

of adequate therapeutical resources (AFATARC, n.d).  

Some of the services the association provides are the offering of information 

and counselling in different sectors (legal, social, etc.), educational and 

psychological advice, promoting the creation of a work group of health 

professionals and work groups to assert pressure on the Administration, 

communicate with the press, etc.  

The association is composed of the families affected and works in partner 

assemblies where the Board of Direction is formed and functions in workgroups 

that specialize in different areas.  

From a survey conducted by the association, we can establish a basic profile 

of the individuals with conduct disorders that AFATRAC works with. 150 2families 

answered the survey and it showed that 78% of the individuals with mental health 

issues that participated were male. Regarding the residential situation, it shows that 

only 53% of the youth live with their parents and from the 40% that do not, the 

majority share an apartment with others or live alone (58%), followed by 

 

2 A 54% of the total members of the association.  
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therapeutical centres or residencies (25%). It is worth mentioning, that 5% define 

themselves as “okupas” and 3% are in a penitentiary centre. The survey also shows 

how most of them do not have work (86%) and 61% present three or more comorbid 

diagnoses apart from conduct disorders (being the most prevalent an addiction or a 

neurodevelopmental disorder). Finally, of the participants in the survey, only 38% 

have never committed a crime. Being theft the most common crime (24%) and 

physical aggression (18%) (AFATRAC, 2021).  

The families manifest the issue regarding the difficulties for their sons and 

daughters to access an adequate residential facility when they reach the majority of 

age. They either don’t have the necessary resources, or their conditions stop them, 

as they don’t have a proper way to manage the problems that come with it. Thus, 

this is the reason why they chose to participate in the ApS, and therefore we are 

developing this program today.  
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3. Program proposal 

3.1. Justification and background of the proposal 

As we have established, this project is developed in the context of 

AFATRAC and the individuals the association assists. Thus, it will be aimed toward 

a target group composed of young individuals (between 18 and 24 years old) that 

have a conduct disorder that may be comorbid with a neurodevelopmental disorder 

(ADHD, ADD, or FASD), problematic substance abuse, and sometimes borderline 

intellectual functioning. As this is where we find a greater gap in residential 

resources assisted by the Administration. Because of their behavioural issues, these 

youth cannot find a housing resource that allows them to live independently from 

their family, which is necessary as they find themselves in a transition stage toward 

adult life. The found literature and the review of the existing programs prove that 

the housing resources are not adequate or accessible to the target group, as the 

complexity of their behavioural situation and comorbid conditions prevents their 

entrance or the support provided is not appropriate for their condition. 

 

3.2. Preliminar objective of the program: description of the residential 

reality of AFATRAC 

To establish the needs of the families and ascertain the situation in which 

the families and young individuals find themselves, we carried a survey that was 

answered by those families in the AFATRAC association. To obtain the answers it 

was sent to the AFATRAC association and were further spread through social 

media. We determined the inclusion criteria as follows:  the individuals must be 

between 18 and 24 years old and have a conduct disorder. The survey was answered 

by 40 families, but after filtering the answers through the different variables3 we 

are left with only 32 answers. The results show that 89% (26)4 of the participating 

families provided information regarding a male child while only 9,4% (3)5 provided 

information regarding a female child. Therefore, we have decided to only consider 

 

3 To filter the answers, we applied the inclusion criteria, where 8 answers were rejected 

because they weren’t inside the age parameter previously stated.  
4 From the remaining answers after they were filtered.  
5 From the remaining answers after they were filtered.  
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the male answers (26)6. Concerning their place of residence during the last four 

years, the results show how the majority have been living in their family house 

(53%). In second place we find their accommodation as their own house (15%), 

followed by residential centres (for addictions or conduct disorders) (10%), shared 

housing with friends, and hospitals. It is worth mentioning that there were 8 answers 

to “street” as their place of residence during the years between 2018 and 2021 (6%), 

and 5 for “prison/educational centre” (4%) (see Figure 1).  

 

Pertain to the necessities, the survey was constructed in two parts. One part 

was dedicated to discerning the situation of the young adult’s residence, and the 

second part made the families determine the level of necessity presented by the 

different services and activities we proposed (see Survey). The services were 

divided according to their nature. Between the sociosanitary/psychological services 

offered, the families express a greater need for psychological support (74% chose 

“Mucha necesidad”) (see Figure 2), and for the work integration program services, 

they showed equal amounts of need for the different options presented (see Figure 

3). For the social attention services, the families believed more essential an 

individualized and confidential attention service (70% chose “Mucha necesidad”), 

followed closely by a group support group (65% chose “Mucha necesidad”) (see 

 

6 The missing 3 answers were discarded because they didn’t indicate the gender of the 

subject.  

Figure 1. Place of residence in the last four years. Self-elaboreted figure.  
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Figure 4). The families also consider very necessary a vocational training module 

(57% chose “Mucha necesidad”) and a finance management module (83% chose 

“Mucha necesidad”) (see Figure 5 and Table 6). They also wish for sports activities 

to be offered in the supervised housing program (35% chose “Mucha necesidad”) 

(see Figure 7). The results also show that the services and activities the families 

express most interest in are the work integration program services (84% chose 

“Mucha necesidad”) and the social attention services (59% chose “Mucha 

necesidad”) (see Figure 8). Finally, when asked if there are any specific services 

that they believe they need that were not incorporated in the former questions, some 

of the answers include control of pharmacological treatment, reduction of damage 

in the consumption of substances, prevention of diseases of sexual transmission, 

internships, etc. (see Figure 11).  

The results obtained by the survey have given us an overview of the current 

residential situation of our target group and what are the most relevant and 

appropriate services and activities to add to our program from the perspectives of 

the families. Adding the results to the conclusions extracted from the literature, we 

can now offer a more tailored supervised housing program for our target group. 
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3.4. Objectives of the Program 

The program presents a series of objectives that will lead the design of the 

supervised housing and the services that will be offered. 
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3.3. Content and activities 

To design the program, we have used the information provided by the 

literature previously introduced and the answers provided by the families of 

AFATRAC. We have also used the supervised housing programs found, mainly the 

supervised housing for people with mental health illnesses in the Community of 

Madrid (Centro de Rehabilitación de Usera, 2012), the True Colors Residence in 

New York (Corporation for Supportive Housing, 2016), and the Returning Home-

Ohio pilot program (Fontaine, et al., 2012). Therefore, these are the following 

activities and services offered by our program [ViCon Jovenes]: 

1. Supervised housing. An accommodation that will offer a place to live 

for individuals with conduct disorders that could be comorbid with drug abuse or 

neurodevelopmental disorders. To access the housing the subject must be between 

18 to 24 years old, and because of the lack of female responses in the questionnaire, 

also male. Although there is a limit to access this accommodation there is no age 

restriction to their stay. This way we include the policy of Housing First in our 

program and we reduce their fear of homelessness or any other pressure they might 

feel towards ageing out of the program. They must also sign a coexistence contract 

where they promise to follow the specifications and rules of the program and the 

professionals, they will have access to. The housing will provide different services 

Table 1. Specific objectives. Source: own elaboration. 
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that will be aimed to achieve the general and specific objectives stated above. The 

participation of the young adults in them must meet a monthly or annual minimum, 

any further participation will be voluntary and will be considered for the evaluation 

of the results of the program. The tenants will be responsible for paying rent, 

calculated at 30% of their income (Corporation for Supportive Housing, 2016). 

2.  Medication management and psychological counselling. The tenants 

will have access to a psychologist that must have expertise in conduct disorders and 

other possible comorbid ailments that the subjects in the program could possess. 

The sessions will be conducted in the expert’s office, and they must attend at least 

once a week until the psychologist says otherwise due to their professional opinion. 

Regarding medication management, the young adults will have access to medical 

assistants and professionals who will provide the medication they might need and 

teach them how to manage them. With these services we want them to maintain 

their therapeutical and pharmacological treatment and acquire autonomy regarding 

medical appointment management.  

In the case of those with comorbid substance addiction, we will also provide 

access to detoxification units and other therapeutical resources from the 

community, as well as treatment support from our experts.  

3. Work integration services. The tenants will be offered sessions that will 

be conducted by employment specialists in one of the rooms in the 

housing/complex. The sessions will be focused on advising and guiding the 

individuals regarding the working world, giving support, guidance, and 

personalized follow-up, introducing different techniques of active and personalized 

job search, implementing such techniques in real situations, direct and orienting 

them towards vocational courses, etc. Such sessions will happen once a week and 

the young adults must participate in at least 50% of the sessions that happen 

monthly. With these activities we are offering career opportunities so that they can 

be productive in their field, thus avoiding the frustration, despair, and stress 

associated with low job expectations. 

4. Social attention. The housing unit will provide an educator or monitor 

that will act as a support role for the subjects. They will offer individual and 

confidential attention when the situation requires it and will also act as a mediator 
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in any conflictive situation that arises inside the housing unit between the tenants. 

They will also present council and help the subjects with external conflictive 

situations that they may encounter. Once a week each housing unit will perform a 

meeting that will be directed by the educator where they will be discussing possible 

problems that arise during the week, talk about the coexistence with the users in the 

housing unit, offer constructive criticism, request for change in behaviours, 

highlight specific behaviours from the different users that they liked, etc. The 

meetings will have a duration between 60 to 120 minutes, which can be adjusted 

depending on the circumstances. Their participation will be mandatory. With this 

role, we will be offering positive reinforcement for adequate conduct, instructions 

regarding the resolution of conflicts, modelling, how to deal with stressful or 

negative situations and learning how to coexist with others.  

5. Assistance to learn basic life skills. The program will provide education 

regarding various aspects and abilities needed to live autonomously. The 

individuals will learn to plan weekly menus, buy adequate food, minimum cooking 

knowledge, safely use home appliances, housekeeping, prevention of domestic 

accidents, how to recycle and proper use of energetic resources, etc. The tenants 

must attend at least 40% of the sessions offered monthly.  

The program will also offer monetary management classes that will happen 

twice monthly. Here the individuals will learn to manage and administer their 

money, budget, plan individual expenses, correct excessive expenses and learn 

about the administrative aspects of it. They must participate in at least 50% of them 

monthly.  

6. Community integration. To increase their autonomy the subjects will be 

exposed to the facilities and services of the neighbourhood the housing is in. This 

way they will know about the possible activities and essential services they have 

near them (bank, museums, gyms, transport, coffee shops). They will also learn the 

different options of public transportation they have access to and how to use them. 

The community integration activities also include the identification of youth centres 

where they offer group activities, workshops, and other services. This way the 

individuals will be able to meet new people from the neighbourhood and create 

prosocial bonds through leisure activities.  
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7. Leisure activities. The participants need to be able to practice prosocial 

and positive activities that allow them to express themselves or release surplus 

energy. That is why the program will offer materials and opportunities through 

weekly classes on music abilities, painting, gardening, etc. The classes will be 

offered in one of the rooms of the housing/complex. The wishes of the participants 

will be considered regarding the type of class or activities the program will offer. 

The tenants must participate in at least 30% of the classes offered monthly. Also, 

the tenants must partake in the weekly physical activity proposed by the 

educator/monitor of the housing unit. We want them to develop a weekly routine of 

physical exercise and be able to maintain it.  

8. Judicial counselling. The participants of the program will also have 

access to judicial counselling by a professional. The service will be completely 

voluntary, and it will provide information regarding the functioning of the judicial 

legal system and the individual’s situation. Informing the subjects of their legal 

rights and advising them on how to navigate through their case or legal system. We 

will seek an agreement with a lawyer’s professional association to provide this 

service. 

 

3.4. Necessary resources 

We will divide the resources needed into three sections: material resources, 

human and economic resources.  

First, concerning the economic resources, we will present the project to the 

town hall of the locality to obtain their approval and some financing. With the 

money obtained, we will need to pay the salary of the human resources and 

employers of the project, the material resources, and the housing facility. The 

participants of the program will also pay a part of their rent, specifically 30% of 

their income7. Any other funding will come from other investors8 we might find. 

 

7 In case they don’t have revenue because they are not working, the participants will have 

a more active role in the household chores of their unit. 
8 AFATRAC performs different activities to inform the general population about the 

realities of mental health and mental health disorders, we can use these activities to obtain some 

financing for the program. We can also utilize the mental health campaigns performed by the 

Administration through agreements with them.   
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Second, regarding the material resources, we must establish the basics that  

we will need:  

 

 

 

 

 

Table 3. Material Resources. Source: own elaboration. 
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Finally, the human resources we will need are the following: 

 

 

  

Table 5. Human Resources. Source: own elaboration. 

Table 4. Material Resources. Source: own elaboration. 
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Table 6. Human Resources. Source: own elaboration. 
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3.5. Program evaluation proposal 

To evaluate the effectiveness of our program we will conduct two different 

evaluations: an individual evaluation for each participant of the program and an 

evaluation of the program.  

Regarding the individual evaluation, we based some aspects on the 

instrument used by the Supervised Housing for People with Mental Health Illness 

in the Community of Madrid (Centro de Rehabilitación de Usera, 2012) and the one 

used by the Returning Home-Ohio pilot program (Fontaine, et al., 2012).  

For each young adult we will assess9: 

1. Bibliographical-criminal data. We will include the psychiatric 

background of the family and the people he has lived with before entering the 

program, to establish the background of his situation and personal history. We will 

also include the criminal background and criminal or deviant activities he has 

performed. Including incarceration information and we will assess his level of risk 

and recidivism (through official data and self-report tools). We will also include 

information regarding his housing history and previous living situation.  

2. Health status and treatment. We will establish his behavioural disorder 

information and possible comorbid disorders or addictions he must deal with 

(including the beginning of the illness or addiction, their evolution, and the state 

 

9 See Annex 3.2 

Table 7. Human Resources. Source: own elaboration. 
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they are now). We will also include their treatment history and information 

regarding their current and past pharmacological therapy.  

3. Personal, Family and Social information. We will determine his self-

control capacity, social abilities, problem-solving and emotional management 

skills. We will assess the quality and quantity of his familiar or prosocial 

relationships, including romantic relationships. Establishing his and his family or 

peers’ expectations towards them and the support and the level of implication in the 

program these offers. We will also take into consideration his deviant or antisocial 

connections. We want to establish the risk factors and the protective factors the 

young individual currently possesses.  

4. Education, work, and leisure. We will assess their education level and 

history. Including their learning capacity and impediments10. We will also establish 

their work record and expectations in this ambit11. And finally, we will determine 

hobbies they enjoy or wish to learn, as well as the interest they seem to express 

towards different prosocial activities.  

5. Program compliance. We will observe their compliance with the 

program and the different coexistence rules the housing units have. We will also 

monitor their relationship with other participants in the program and professionals 

that participate in it12. It is also important to establish their participation in the 

different activities provided and observe their development in them (see Annex 

3.3).  

We will perform this evaluation before his access to the housing facility and 

each time an individual assessment is conducted, which will be in an annual 

manner. 

About the appraisal of the program, we will direct the following activities: 

1. Evaluation of the development of the participants. Through the results 

of the individual evaluation, we will observe if the objectives previously stated have 

 

10 We want to have record of any studies that they have abandoned and wish to continue 

inside the program or wish to start while in the program. This way, we will be able to compare how 

their studies and academic background have progressed during their participation.  
11 We will include the information regarding their salary they perceive if they are working 

and their work stability as to compare if their level of autonomy develops with it.  
12 The information will be obtained through self-report tools and through the data given by 

the monitor and other professionals that have interacted and have access to the participants.  
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been achieved. We will also observe if the activities have been followed by the 

participants and how have they developed during the program.   

Regarding the reduction of their criminal activities, we will pay close 

attention to recidivism data, rearrest outcomes and reincarceration outcomes.  

2.  Survey the family and the participants. We will enquire about the level 

of satisfaction of the families and the participants regarding the services offered in 

the program. We will also find out if there is a specific activity they wish to 

incorporate (see Annex 3.1). 

3. Services’ result evaluation. We will assess the results obtained by the 

different activities conducted by the program, including the number of participants 

that have a job, the number of participants that have left the program for an 

individual housing accommodation, the level of participation in the different 

activities offered, the opinion of the professionals regarding them, etc.  

Likewise, we will perform this evaluation before his access to the housing 

facility and each time an individual assessment is conducted, which will be in an 

annual manner. 

All this information will allow us to adapt the program to better fulfil the 

necessities and expectations of the participants as well as the specific objectives we 

have agreed on.  
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4. Discussion and conclusions 

4.1. Synthesis of the program 

As we have seen until now, we have first established the reality and 

consequences of the conduct disorder when the individuals reach the majority of 

age and have no place to live and following that reality, we have also established 

the benefits of alternative residential services regarding the mental health and 

criminal activities of these types of individuals. We have also observed the diverse 

types of residential alternative programs and the legislation that regulates them from 

an international and national perspective. And finally, we have concluded that no 

actual residential program provides access to the subjects with a conduct disorder 

due, mainly or in part to the requirement of no violent conduct or the age restriction.  

To design the program, we have first established a profile of the individuals 

we wanted to address our program to (with the information provided by AFATRAC 

and the survey distributed by ourselves). We discerned that most of the individuals 

were male and that a great part of them lived with their parents. And we could also 

observe how 10% of the total responses expressed how they were homeless or 

stayed in prison. We also gathered that the delinquency tendencies of this youth are 

also present in the number of participants in the AFATRAC survey that responded 

that they had committed a crime.  

With the survey distributed by us and the international and national literature 

studied we determined the specific objectives we wanted to achieve through the 

program and the necessities we needed to fulfil. With them as the foundation of the 

design, we elaborated the services that our program must provide and the resources 

we would need to conduct it.  

Finally, we designed an individual evaluation for each of the participants of 

the program to assess their progress and adapt the activities to their necessities, and 

a general evaluation to determine the effectiveness and adequacy of the program.  
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4.2. Limitations of the program 

Our program has been designed from the perspective and opinions 

expressed by the survey answered by the families of AFATRAC13. And 

consequently, due to the lack of female perspectives in the answers obtained we 

could not introduce the female experience with this disorder to the program. We 

cannot interpret the results obtained as a global understanding, where the answers 

of the male subjects must be equivalent to the ones from the female individuals14, 

thus it will be necessary as a future line of investigation to acquire more information 

on the situation and necessities of the female individuals with conduct disorders 

concerning their living situation, to later develop a residential program adequate for 

them.   

Regarding the limitations our program presents, we cannot be oblivious to 

the limit the age restriction of the program presents. We know we are working with 

a chronic condition so we should find a way to cover that in future interventions.  

We also didn’t plan on the possibility of couples in our program, so that would also 

be something to consider.  

We are also working with a possibly remarkably diverse population as the 

only link between them is their disorder, this could contribute to the future need to 

adequate the program to the individuals we are working with each time.  

 

4.3. Theoretical and practical implications of the program 

With the program, we are developing an intervention and prevention 

program for a specific population at risk of initiation or maintaining criminal 

activities and delinquent tendencies in adult life. We can reduce the deviant 

activities while we are reducing the economic cost of the health system and judicial 

system long term (Ala-Leppilampi, 2012). Offering the subjects, the possibility to 

learn self-regulating and management techniques regarding their disorders we are 

opening the door for them to venture and adjust to independent adult life in society.  

 

13 We cannot generalize either to all the population with conduct disorders.  
14 The DSM-V informs that the prevalence of this disorder is higher in men than women, thus it 

should be interesting to further study more adequate treatments to women with a conduct disorder.  
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As we have stated in this paper nowadays, to our knowledge, there is no 

residential program that can offer a response to the problem these young people and 

their families are dealing with. Which implies a blank space of regulation in the 

social services of the Administration. The families of AFATRAC created their 

association because they felt forgotten by the Administration, and with our 

program, we can improve their quality of life and offer adequate support for their 

youngsters affected by a behavioural disorder. Therefore, we can reduce the 

insecurity and fear they feel for the future of their children once they reach the 

majority of age.  

 

4.4 Possible lines of future interventions 

When working with individuals that present a conduct disorder, we must not 

forget that the difficulty we are working with is a chronic condition. It will be a 

constant process and there can be relapses. Those who have left the housing to go 

live autonomously might not be able to matin the stability they have achieved within 

the program. Therefore, we should expect the necessity for the services offered to 

rise again. We have limited our intervention to the ages between 18 and 24 years 

old, as a result, we are preventing the access if they have grown out of the age 

restriction imposed. It would be adequate to create a sister program where the ages 

to access would be between 25 and 30 years old, and the services it provides inside 

the housing facility would be more tailored to the necessities that come with that 

age.  

We are also restricting our program to a residential intervention; we could 

also introduce in the future an escort program for those participants who leave the 

housing facility. It would be less intrusive but would reinforce those skills learned 

in the program.  

Finally, if the results from the evaluation are positive, we can also expand 

the application of the program to other young adults who are not associated with 

AFATRAC including a female-directed program adjusted to their necessities. 

Offering more people in this situation to access these types of resources customized 

to their disorder. 
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Annex 

Annex 1.: Survey of necessities 

Annex 1.1: Survey  

Bienvenido/a: 

Mi nombre es Susana Andreu Palanca, estudiante del grado de Criminología 

de la Universidad Autónoma de Barcelona, y el siguiente cuestionario pertenece a 

mi Trabajo de Fin de Grado sobre el diseño de un programa para proporcionar 

vivienda supervisada para las hijas e hijos de las familias de la Asociación de 

Familiares Afectados por Trastornos de Conducta (AFATRAC), una vez han 

llegado a la mayoría de edad. 

El objetivo de este cuestionario es obtener información sobre las 

necesidades que el programa de vivienda supervisada debería proporcionar a las 

hijas e hijos a las que va dirigido, según la perspectiva de sus familias. Tambien se 

incluyen preguntas para conocer la situación residencial actual en la que se 

encuentran o han vivido estas hijas e hijos. 

Les invito a participar en mi trabajo si tienen un mínimo de una hija o hijo 

con edad comprendida entre los 18 y 24 años, y padecen un trastorno de conducta. 

Por favor, responda a las preguntas de la forma más sincera que pueda. Recuerde 

que no hay respuestas incorrectas y que su participación en el estudio es muy 

importante para poder diseñar un programa que se adecue correctamente a las 

necesidades de los/las jóvenes. 

Su participación es voluntaria y puede retirarse cuando lo considere 

oportuno. La confidencialidad de sus respuestas quedará absolutamente 

garantizada. 

¡Gracias por su participación! 

Susana Andreu Palanca 

1. ¿Es usted socia/o de AFATRAC? 

[  ]Sí 

[  ]No 

2. Indique cómo ha conocido este estudio: 

………………………………………………………………………………………

……………………………………………………………………………………… 
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2.- Situación residencial 

*3. Número de hijas o hijos mayores de edad (18 años o más) con un trastorno de 

conducta:

[  ] 1           [  ] 2          [  ] 3           [  ] 4          [  ] 5 

Hija/o 1: 

Año de nacimiento: ………………………………………………………………………. 

Género: 

[  ] Hombre 

[  ] Mujer 

[  ] Otro 

Marque dónde ha residido su hija o hijo mayor de edad a lo largo del año que se indica 

(puede marcar más de una respuesta): 

 

3.- Necesidades 

En la siguiente tabla indique con una cruz en la casilla que corresponda cuál es el 

grado de necesidad de que una vivienda supervisada para sus hijas e hijos con trastorno 

de conducta disponga de estos servicios. 

(Vivienda supervisada = servicio residencial de carácter temporal donde se 

garantiza a las personas usuarias los servicios de alojamiento, manutención y otras 

actividades, como atención médica o sanitaria, en función de las necesidades de los 

residentes). 

Sin necesidad = No supone ningún problema 

Poca necesidad = No supone un problema pero agradecería el servicio 

Alguna necesidad = Es un problema y se necesitaría este servicio 

Mucha necesidad = Es un problema importante y se necesitaría el servicio. 
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4. Atención sociosanitaria/psicológica 

 

5. Programa de integración laboral 

 

6. Atención social (actividades para atender a las necesidades sociales de los residentes)  

 

 

7. Programa de formación educativa escolar 

  

 

8. Aprendizaje de herramientas para la autonomía 
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9. Actividades comunitarias/sociales 

  

10. Otras necesidades (Indique cuales serían): 

……………………………………………………………………………………………

…………………………………………………………………………………………… 

 

MUCHAS GRACIAS POR SU COLABORACIÓN. LA ENCUESTA HA 

TERMINADO. 

Si tiene alguna duda le animo a dirigirse al siguiente correo electrónico: 

tfg.criminologia2022@gmail.com
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Annex 1.2.: Survey results 

  

Figure 2. Place of residence in the last four years. Self-elaboreted figure.  
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Figure 2. Necessities: Sociosanitary/psychological attention. Self-elaborated figure. 
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Figure 3. Necessities: Work integration program. Self-elaborated figure. 
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Figure 4. Necessities: Social attention. Self-elaborated figure. 
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Figure 5. Necessities: school educational training program. Self-elaborated figure. 
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Figure 6. Necessities: Tool learning for autonomy. Self-elaborated figure. 
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Figure 7. Necessities: Community/social activities. Self-elaborated figure. 
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Figure 8. Necessities: Total percentages. Self-elaborated figure. 

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

100%

Necessities: Total percentages

Sin necesidad

Poca necesidad

Alguna necesidad

Mucha necesidad



49 

 

 

 

  

Other necessities: 

- Reducción de daños en el consumo de substancias, prevenció de 

enfermedades de transmisión sexual 

- Economia domèstica, entendre rebuts, consums energètics, avals, 

préstecs... Responsabilitat civil i penal dels seus actes. 

- Conocimientos Administración laborales, derecho 

- Vivienda 

- Control visites CSMA/CAS i control tractament farmacològic 

- Necesidades: en técnicas de estudio, en  el ámbito laboral.  

- Todo ello relacionado con adicciones y sus consecuencias  

- Habilidades sociales, saber actuar para conservar lo que tienen a nivel 

social y afectivo 

- artterapia, musicoterapia, poder incloure'ls en grups de persones sense 

trastorn, anar a la discoteca, excursions, festes del barri, etc. suport 

psicològic i molt de control sobre el consum d'estupefaents,  

- Vivenda indepediente de la família con supervisió. A ser possible vivir 

solo 

- Prácticas laborales 

Figure 9. Necessities: Other necessities mentioned by the families. Self-elaborated figure. 
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Annex 2: Programs researched  

All tables shown in this category have been self-elaborated through the information 

provided by the different programs.  
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Annex 3. Evaluation  

Annex 3.1. Family evaluation 

The presentation of the evaluation in a table format is used to be more easily 

perceived the different contents and not as an instrument. All the tables shown have 

been self-elaborated. 

FAMILY EVALUATION 

Supervised housing What is your level of satisfaction with the housing unit? 

       1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                     (Very good) 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 

Medical 

management and 

psychological 

counselling 

What is your level of satisfaction with: 

- the mental health service? 

         1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                       (Very good) 

- the addiction treatment? 

         1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                       (Very good) 

Have you seen an improvement in your son regarding his 

autonomy with the management of the medication? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

Have you seen an improvement regarding his drug 

addiction? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 

Work integration 

services 

What is your level of satisfaction with the service? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Have you seen an improvement in your son regarding his 

working situation? 

[  ] Yes           [  ] No 
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Have you seen an improvement regarding his attitude 

towards work? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 

Social Attention What is your level of satisfaction with the service? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Have you seen an improvement in his behaviour? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

Have you seen an improvement in his attitude towards 

conflictive situations? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 

Assistance to learn 

basic life skills 

What is your level of satisfaction with the service? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Have you seen an improvement in: 

-  his hygiene habits? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

- his diet? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

-  his sleeping habits? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

-  his attitude towards physical activities? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

-  his knowledge of domestics habits? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

-  his attitude towards house chores? 
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         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

-  his attitude towards money? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

-  in the management of his money? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 

Community 

integration 

What is your level of satisfaction with the service? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Do you feel he is more comfortable when using the 

different community services? 

[  ] Yes           [  ] No 

How much? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very little)                                        (A lot) 

Have you seen an improvement in his social skills? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

Are you happy with his current friendships (if you have 

knowledge of them)? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Not at all)                                        (A lot) 

 Why? 

…………………………………………………………... 

…………………………………………………………... 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 

Leisure activities What is your level of satisfaction with the service? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Are you happy with his current leisure activities (if you 

know any)? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Not at all)                                        (A lot) 
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 Why? 

…………………………………………………………... 

…………………………………………………………... 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 

Judicial counselling What is your level of satisfaction with the service? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Are you more comfortable with dealing with the justice 

system regarding your son? 

[  ] Yes           [  ] No 

How much? 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very little)                                        (A lot) 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 

Family Have you seen an improvement in your relationship with 

your son? 

         0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Nothing)                                               (A lot) 

What is your level of satisfaction with the level of 

communication between the program and the family? 

           0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Not satisfied at all)                              (Very satisfied) 

Why? 

…………………………………………………………... 

…………………………………………………………... 

Is there anything you wish to change? 

…………………………………………………………... 

…………………………………………………………... 
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Annex 3.2. Initial individual evaluation 

The presentation of the evaluation in a table format is used to be more easily 

perceived the different contents and not as an instrument. All the tables shown have 

been self-elaborated.  

INDIVIDUAL EVALUATION 

Bibliographical-

criminal data 

Background Nuclear family: 

…………………………………………….. 

Family’s disorder history: 

…………………………………………….. 

Place of residence before the programme: 

…………………………………………….. 

Does he live with his family?  

[  ] Yes         [  ] No 

Does he live with others? 

[  ] Yes         [  ] No 

Who: 

…………………………………………….. 

Does he live alone? 

[  ] Yes         [  ] No 

Has he ever been homeless? 

[  ] Yes         [  ] No 

When: 

…………………………………………….. 

How long: 

…………………………………………….. 

Criminal 

background 

Has he ever committed a crime? 

[  ] Yes         [  ] No 

Which crime: 

…………………………………………….. 

When was the last time he committed a 

crime? 

…………………………………………….. 

Has he ever been on a judicial process? 

[  ] Yes         [  ] No 

What was it about? 

…………………………………………….. 

What was the resolution: 

…………………………………………….. 
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What is his attitude towards crime? 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10  

(Not favourable at all)        (Very favourable) 

Health status and 

treatment 

Conduct 

disorder  

What conduct disorder does he present: 

…………………………………………….. 

Is there other comorbid diagnosis? 

[  ] Yes         [  ] No 

Which ones: 

…………………………………………….. 

Does he present any addiction? 

[  ] Yes         [  ] No 

To what: 

…………………………………………….. 

How long has he been diagnosed: 

…………………………………………….. 

What is his attitude towards his diagnosis: 

…………………………………………….. 

How does he feel it impacts his life: 

…………………………………………….. 

Is he undergoing any treatment? 

[  ] Yes         [  ] No 

Which: 

……………………………………………... 

For how long: 

……………………………………………… 

How does he feel about it: 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10  

(Not happy at all)                     (Very happy) 

Personal, Family 

and Social 

Information 

Personal How does he feel regarding: 

- His self-control issues: 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10  

(Not happy at all)                     (Very happy) 

- His social abilities: 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10  

(Not happy at all)                     (Very happy) 

- His problem-solving abilities: 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10  

(Not happy at all)                     (Very happy) 
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- His emotional management skills: 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10  

(Not happy at all)                     (Very happy) 

Family How does he feel about the relationship with 

his family: 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10  

(Not happy at all)                     (Very happy) 

How do they treat him regarding his 

disorder/addiction: 

……………………………………………… 

Does he feel his family supports him: 

……………………………………………… 

Why or why not: 

……………………………………………… 

Peers Does he have any close relationships: 

……………………………………………… 

How did they meet: 

……………………………………………… 

What do they do went they are together: 

……………………………………………… 

How long have they know each other: 

……………………………………………… 

How do they feel about his 

disorder/addiction: 

……………………………………………… 

Does he have any romantic relationship? 

[  ] Yes         [  ] No 

How long has he been in a relationship: 

……………………………………………… 

How do they feel about his 

disorder/addiction: 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10  

(Not happy at all)                      (Very happy) 

Education, work 

and leisure 

Education Education level: 

……………………………………………… 

In case he didn’t finish middle school or high 

school. Why? 

……………………………………………… 
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How does he feel about education? 

……………………………………………… 

How does they feel about school? 

……………………………………………… 

Was school difficult? 

[  ] Yes         [  ] No 

Why or why not: 

……………………………………………… 

Did they experience any problems in school? 

[  ] Yes         [  ] No 

Which ones: 

……………………………………………… 

Does he want to further his studies? 

[  ] Yes         [  ] No 

What do they want to study: 

……………………………………………… 

Work Work history: 

……………………………………………… 

Does he work now? 

[  ] Yes         [  ] No 

What does he work in: 

……………………………………………… 

What is his income: 

……………………………………………… 

How long has he been working there? 

……………………………………………… 

How long has he been working? 

……………………………………………… 

What is his attitude towards work: 

……………………………………………… 

Is he looking for a job: 

[  ] Yes         [  ] No 

What are his expectations towards work: 

……………………………………………… 

Leisure What does he enjoy doing? 

……………………………………………… 

What sports does he enjoy playing? 

……………………………………………… 

Is there anything he wants to learn? 

……………………………………………… 
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Is there anything he wants to try? 

……………………………………………… 
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Annex 3.3. Program evaluation 

The presentation of the evaluation in a table format is used to be more easily 

perceived the different contents and not as an instrument. All the tables shown have 

been self-elaborated.  

SUPERVISED HOUSING 

Housing unit Housing unit: 

……………………………………………………………... 

Number of participants in the unit: 

……………………………………………………………... 

Room number: 

……………………………………………………………... 

Roommate: 

……………………………………………………………… 

Time with roommate: 

……………………………………………………………… 

Time in housing unit: 

……………………………………………………………… 

Time in the program: 

……………………………………………………………… 

Rent paid: 

[  ] Yes         [  ] No 

How much? 

……………………………………………………………… 

Relationships Relationship with housing mates: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Conflict with housing mates: 

[  ] Yes         [  ] No 

What was the cause: 

…………………………………………………………….. 

Relationship with monitor: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Other comments: 

……………………………………………………………. 

Housing rules Adherence to the rules of the cohabitation: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 
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Other comments: 

…………………………………………………………….. 

Future 

possibilities 

Does he: 

- Want to stay in the program? 

[  ] Yes         [  ] No 

- Want to change the housing unit? 

[  ] Yes         [  ] No 

- Want to change roommates? 

[  ] Yes         [  ] No 

- Want to change to leave the program? 

[  ] Yes         [  ] No 

- Show interest in looking for residences to live 

autonomously? 

[  ] Yes         [  ] No 

- Take any action to live autonomously? 

[  ] Yes         [  ] No 

Opinion of the monitor: 

…………………………………………………………….. 

Other comments: 

……………………………………………………………………………………

…………………………………………………………………………………… 
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MEDICAL MANAGEMENT AND PSYCHOLOGICAL COUNSELLING  

Use of the 

service 

Number of times he made use of the service: 

- Psychological: …………... (…% monthly) 

- Medical management: ……………. (…% monthly) 

Knowledge of the services:    [  ] Yes         [  ] No 

Adherence to them:       

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Pharmacological 

treatment 

Information regarding the treatment: 

……………………………………………………………… 

Secondary effects: 

……………………………………………………………… 

Level of autonomy regarding the adherence: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Attitude towards it: 

……………………………………………………………… 

Problems with the management of the medication: 

……………………………………………………………… 

Expectations towards the treatment: 

……………………………………………………………… 

Addictions Use of the addiction services: 

[  ] Yes         [  ] No 

Current consumption: 

- Does he consume any type of addictive substance?  

[  ] Yes         [  ] No 

Which one? 

……………………………………………………. 

- Quantity and time of consumption: 

……………………………………………………. 

- Consequences: 

……………………………………………………. 

- Attitude towards it: 

                    1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

- Expectations: 

……………………………………………………. 
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Past consumption: 

- Did he consume any type of addictive substances?  

[  ] Yes         [  ] No 

- Which one? 

……………………………………………………. 

- Quantity and time of consumption: 

……………………………………………………. 

- Consequences: 

……………………………………………………. 

- Attitude towards it: 

                    1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

 Abstinence and treatment: 

- Time of abstinence: 

……………………………………………………. 

- Current treatment: 

……………………………………………………. 

- Past treatment: 

……………………………………………………. 

- Attitude towards treatment: 

                    1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Medication: 

- Does he use medication in regards of his treatment?  

[  ] Yes         [  ] No 

- Which one: 

……………………………………………………. 

- Does he adhere to the medication? 

[  ] Yes         [  ] No 

- Does he show autonomy regarding the medication? 

[  ] Yes         [  ] No 

- Attitude towards medical professionals: 

                    1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good)  

Psychological 

services 

Use of the psychological services: 

[  ] Yes         [  ] No 

Current use: 

- Does he use the services voluntarily? 

[  ] Yes         [  ] No 
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- Time of use: 

……………………………………………………… 

- Attitude towards it: 

                    1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

- Professional’s opinion: 

……………………………………………………… 

Past use: 

- Has he ever used psychological services before? 

[  ] Yes         [  ] No 

- When? 

……………………………………………………… 

- How long? 

……………………………………………………… 

- Attitude towards it: 

                     1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

- Impact on participant’s life: 

…………………………………………………….. 

Other comments: 

……………………………………………………………………………………

…………………………………………………………………………………… 
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WORK INTEGRATION SERVICES 

Employment sessions Use of the service: 

[  ] Yes         [  ] No 

Number of times used: ……………(…% monthly) 

Work situation 

 (Will be remade every 

time his working 

situation changes) 

Type of contract: 

…………………………………………………… 

Start: ………………  Finish: …………………… 

Dismissal: 

…………………………………………………… 

Salary: 

…………………………………………………… 

Working hours: 

…………………………………………………… 

Work duties: 

…………………………………………………… 

Attitude towards it: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Expectations: 

…………………………………………………… 

Impact on the participant’s life: 

…………………………………………………… 

Other comments: 

……………………………………………………………………………………

…………………………………………………………………………………… 
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SOCIAL ATTENTION 

Monitor Use of the service: 

[  ] Yes         [  ] No 

Relationship with monitor: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good)  

……………………………………………………………… 

House meeting Attendance at the meeting: 

[  ] Yes         [  ] No 

Participation in the meeting: 

       0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Doesn’t participate)                        (Participates a lot)  

Behaviour in the meeting: 

       0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad behaviour)                        (Very good behaviour)  

Compliance with the meeting resolutions: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good)  

Other comments: 

……………………………………………………………………………………

…………………………………………………………………………………… 
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ASSISTANCE TO LEARN BASIC LIFE SKILLS 

Sessions Does he attend the lessons? 

[  ] Yes         [  ] No 

Lessons attended: 

…………………………………. (…. % monthly) 

Healthy habits 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

(We will obtain 

this information 

through the diary 

the participants will 

have to fill) 

Hygiene: 

- Use of showering facilities: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

- Dental hygiene: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good)  

- Haircare: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good)  

- Nail care: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                      (Very good) 

Food: 

- Diet: 

     1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                   (Very good) 

- Does he eat at constant hours? 

[  ] Yes         [  ] No 

- Attitude towards food: 

         1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                   (Very good) 

- Caffeine consumption: 

[  ] Yes         [  ] No 

How much? 

…………………………………………….. 

Sleep: 

- Quantity: 

……………………………………………… 

- Quality: 

      1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                   (Very good) 

- Constancy: 

……………………………………………… 
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Physical activities: 

- Number of times a week: 

……………………………………………… 

Domestic habits Does he: 

- Washing machine: 

[  ] Yes         [  ] No 

- Iron: 

[  ] Yes         [  ] No 

- Cleaning appliances: 

[  ] Yes         [  ] No 

- Clean his room? 

[  ] Yes         [  ] No 

- Clean his clothes? 

[  ] Yes         [  ] No 

- Keep his room neatly? 

[  ] Yes         [  ] No 

- Keep housing facilities clean? 

[  ] Yes         [  ] No 

- Participate in the housework? 

[  ] Yes         [  ] No 

- Take out the trash? 

[  ] Yes         [  ] No 

Shopping Does he: 

- Elaborate grocery shopping lists? 

[  ] Yes         [  ] No 

- Go buy groceries? 

[  ] Yes         [  ] No 

Money 

administration 

Assistance to financial management classes: 

………………………………….. (…% monthly) 

Does he: 

- Manage his money? 

[  ] Yes         [  ] No 

- Budget? 

[  ] Yes         [  ] No 

- Plan individual expenses? 

[  ] Yes         [  ] No 

- Correct excessive expenses? 

[  ] Yes         [  ] No 
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- Waste money in unnecessary things? 

[  ] Yes         [  ] No 

Other comments: 

……………………………………………………………………………………

…………………………………………………………………………………… 
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COMMUNITY INTEGRATION 

Use of 

transport 

services 

Does he know: 

- Where are the services located? 

[  ] Yes         [  ] No 

- How to use the services? 

[  ] Yes         [  ] No 

Does he use: 

- Metro? 

[  ] Yes         [  ] No 

- Taxi? 

[  ] Yes         [  ] No 

- Bikes/scooter? 

[  ] Yes         [  ] No 

- Bus? 

[  ] Yes         [  ] No 

- Others: 

………………………………………………………. 

Frequency of use: 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (Every day) 

Use of 

community 

services 

Use of: 

- Banks? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (A lot) 

- Supermarkets? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (A lot) 

- Stores in the neighbourhood? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (A lot) 

- Youth centre? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (A lot) 

- Gym? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (A lot) 

- Library? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (A lot) 
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- Parks? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (A lot) 

- Cultural centres? 

        0 – 1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                                  (A lot) 

- Others: 

…………………………………………………… 

Frequency of use: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

  (Never)                                          (Every day) 

Relationships 

 

 

 

 

 

 

 

 

 

 

 

 

 

(We will ask 

directly to the 

participant) 

Number of close friendships? …………………………… 

Quality of relationships? 

…………………………………………………………… 

How did they meet? 

…………………………………………………………… 

Type of relationship: 

…………………………………………………………… 

Impact on his life: 

…………………………………………………………… 

Impression of the relationship from the monitor: 

…………………………………………………………… 

 Attitude towards meeting new people: 

       1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                    (Very good) 

Confidence regarding social abilities:  

       1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                    (Very good) 

Volunteering Does he volunteer? 

[  ] Yes         [  ] No 

In what? 

…………………………………………………………… 

How long has he volunteered? 

…………………………………………………………… 

Attitude towards it: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                    (Very good) 

Impact in his life: 

…………………………………………………………… 
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Other comments: 

……………………………………………………………………………………

…………………………………………………………………………………… 
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LEISURE ACTIVITIES 

Leisure activities Current leisure activities: 

- Leisure activities he enjoys: 

[  ]Physical activities 

[  ]Musical activities 

[  ]Gaming (PC, tabletop, roleplay, etc.) 

[  ]Artistic activities (painting, crafts, etc.) 

[  ]Other media (movies, TV, photography, etc.) 

[  ]Other: ………………………………………. 

- Frequency of them: 

[  ] Less than once a month 

[  ] Once a month 

[  ] More than once a month 

[  ] Once a week 

[  ] More than once a week 

[  ] Every day 

- Future interests: 

……………………………………………… 

Attitude towards them: 

       1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                    (Very good) 

Leisure sessions 

 

 

 

 

 

 

 

 

 

 

 

(It will be filled every 

time there is a new 

activity) 

Does he attend the sessions? 

[  ] Yes         [  ] No 

Frequency: 

………………………………. (…% monthly) 

Behaviour in the sessions: 

        1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                    (Very good) 

Attitude towards the activity: 

         1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                    (Very good) 

Activity preference: 

……………………………………………………… 

 

Future activities he wants to do in the classes: 

……………………………………………………… 

Other comments: 

……………………………………………………………………………………

…………………………………………………………………………………… 
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JUDICIAL COUNSELLING 

Services 

 

 

 

 

(This will be 

filled every 

time he uses 

the service) 

Use of services: 

[  ] Yes         [  ] No 

Situation in question: 

……………………………………………………………… 

Resolution of the situation 

……………………………………………………………… 

Satisfaction with the resolution: 

         1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10 

(Very bad)                                    (Very good) 

Other comments: 

……………………………………………………………………………………

…………………………………………………………………………………… 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


