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Abstract
Self-mastery plays a basic role in strength-based and recovery-oriented approaches applied 
by (mental) health-care institutions and social services. However, no research has been 
conducted on a comprehensive model that could provide insight into enhancing self-mas-
tery and outcomes, such as social participation and quality of life, for individuals experi-
encing homelessness. The current mixed-method study investigated associations between 
person-related variables (optimism, age, education level) and care-related variables (expe-
riences with care, duration of support) as predictors of both social participation and qual-
ity of life through the mediator of self-mastery among clients of a Dutch shelter facility. 
Quantitative analysis (Structural Equation Modeling; n = 97) showed that: (1) Self-mastery 
is related to social participation and quality of life; (2) Optimism predicts social participa-
tion and quality of life through self-mastery; (3) Age squared predicts social participation 
through self-mastery, but is not related to quality of life; (4) The variable, clients’ experi-
ences with care, is not related to self-mastery, but directly to social participation and qual-
ity of life; (5) Education level and duration of support do not predict self-mastery, social 
participation and quality of life. Qualitative analysis (semi-structured interviews; n = 36) 
revealed: (1) Contrary to the results of the quantitative study qualitative data indicated that 
there is a positive association between experiences with care and self-mastery; (2) Social 
participation and health are associated with self-mastery; (3) The absence of external locus 
of control should also be included as an aspect of self-mastery; (4) Additional promoting 
and impeding factors for self-mastery (e.g., a daily structure, privacy, house rules). Based 
on these results we formulated guidelines for social and mental health-care workers to 
enhance their clients’ self-mastery.
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1 Introduction

Self-mastery is a high priority issue in the Netherlands. The Dutch government aims 
to promote self-mastery among citizens, which implies that they should take responsi-
bility for their own life. This is related to the concept of the “participation society” in 
which citizens are encouraged to take care of themselves and each other, so that apply-
ing for state support is seen as a last resort (Van Houten et  al. 2008; Rijksoverheid 
2013). Hence, the role of government is changing: People are given more responsibil-
ity and are enabled to take more initiatives themselves, rather than relying on the pres-
ence of a large government that regulates numerous matters and is constantly involved 
in all aspects of daily life. This implies that people need to be capable of mastering 
their life. For individuals experiencing homelessness this is not obvious, as they are 
often caught up in negative life events and social exclusion leading to a dysfunction of 
their self-regulation skills (Wolf 2016), which makes it difficult for this group to mas-
ter their lives.

For (mental) health-care institutions and social services, including organizations 
providing shelter and ambulatory care for individuals experiencing homelessness 
(i.e., shelter facilities), the transformation into a participation society has significant 
consequences. Workers of these organizations cannot support their clients in the way 
they used to do. They need to shift their focus more toward helping clients accomplish 
social participation and self-mastery instead of focusing on problems and facilitating 
clients to live in residential shelters. This means that clients should not be institution-
alized for extended periods of time and that they are encouraged to build social con-
tacts and to participate in all kinds of activities. In other words; they should live life 
like most people do.

In this perspective, empowerment plays a central role. Empowerment can be defined as 
“a process by which people, organizations, and communities gain mastery over issues of 
concern to them” (Rappaport 1987, p. 122). At an individual level this construct is defined 
as “psychological empowerment”, which combines “perceptions of personal control, a 
proactive approach to life, and a critical understanding of the sociopolitical environment” 
(Zimmerman 1995, p. 581). The latter refers to understanding how systems function within 
a context and being able to behave in such a way that one can influence that context, which 
is closely related to social participation. The construct of empowerment includes a person-
ality component in which “internal locus of control” plays a role, a cognitive component 
that includes “self-efficacy”, and a motivational component that includes “the desire for 
control” (Zimmerman 1995; Van Regenmortel 2002).

The founders of the concept of self-mastery, Pearlin and Schooler (1978, p. 5), 
defined self-mastery as “the extent to which one regards one’s life-chances as being 
under one’s own control in contrast to being fatalistically ruled”. We broadened this 
definition to a more modern construct consistent with government policy and with the 
operationalization of empowerment; namely as the desire to determine one’s own life 
including the beliefs that one is able to do this and also feels responsible for it. Hence, 
self-mastery is a combination of intrinsic motivation (the desire to act in a certain way 
because it is interesting and satisfying in itself; Deci and Ryan 1985), self-efficacy (the 
belief in one’s ability to achieve goals including the belief in one’s ability to cope with 
various stressful or challenging demands; Bandura 1977; Luszczynska et  al. 2005), 
and internal locus of control (the belief in one’s ability to control the outcomes of life 
events; Rotter 1966).
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1.1  Predictors of Self‑Mastery, Social Participation, and Quality of Life

Self-mastery, social participation, and quality of life can be influenced by person-related 
predictors (e.g., personality, age and education level) and care-related predictors (e.g., 
experiences with care and duration of support). Results of a previous study show that 
social participation and well-being are positively influenced by clients’ experiences with 
care (i.e., satisfaction with the services received and satisfaction with the client-worker 
relationship) and education level (Rutenfrans-Stupar et  al. 2019a). Education level is 
also positively related to self-mastery (Forbes 2001; Dalgard et  al. 2007). Strength-
based and recovery-oriented approaches (e.g., Den Hollander and Wilken 2013; Kore-
vaar and Dröes 2016; Wolf 2016; Rutenfrans-Stupar et al. 2019b) assume that the social 
worker plays a key role in enhancing clients’ self-mastery, which implies that the cli-
ents’ satisfaction with the client-worker relationship can also be viewed as a predictor of 
self-mastery. Furthermore, these approaches also assume that the worker must be clear 
about what clients can expect from the shelter facility (e.g., Den Hollander and Wilken 
2013; Korevaar and Dröes 2016; Wolf 2016; Rutenfrans-Stupar et al. 2019b), which is a 
relevant aspect of clients’ experiences with care.

Another care-related predictor is the duration of support, which is the amount of time 
that clients are supported by the shelter facility. Clients with a longer duration of sup-
port probably have more complex care demands and are expected to be at a higher risk 
of institutionalization, which in turn leads to lower levels of self-mastery, social partici-
pation, and quality of life (Rapp and Goscha 2012).

We previously mentioned education level as a person-related predictor that can influ-
ence self-mastery, social participation and quality of life, but there are other person-
related predictors as well. For example, research shows that a person’s level of opti-
mism is positively correlated with two components of self-mastery, namely self-efficacy 
(Posadzki et al. 2010) and internal locus of control (Gruber-Baldini et al. 2009). Moreo-
ver, optimism is positively related to quality of life (Schou et al. 2005; Gruber-Baldini 
et al. 2009; Applebaum et al. 2013) and to social support or social functioning (Schou 
et al. 2005; Applebaum et al. 2013).

Further, age is positively related to two aspects of self-mastery, namely to internal 
locus of control (Knoop 1981; Chubb et  al. 1997) and partly to self-efficacy (Wood-
ward and Wallston 1987). It seems that self-efficacy increases with age, but at a certain 
(older) age it starts to diminish again. This is also consistent with research on the rela-
tionship between social participation and age: At a certain age people will participate 
less in activities and have fewer friends, because friendships end or friends pass away 
(Wallace and Pichler 2009; Eurostat 2010). The relationship between age and quality 
of life is unclear, but it is possible that age correlates with quality of life until a certain 
age (Diener 2009). Therefore, if age is associated with self-mastery, social participation, 
and quality of life, we expect this relationship to be quadratic.

Lastly, we treated self-mastery as a mediator between client-related and care-related 
predictors on the one hand and social participation and quality of life on the other. This 
is in line with previous research in which self-mastery also mediated the relationship 
between some of the variables we included in our study (e.g., Dalgard et al. 2007; Kan 
et al. 2012). However, to our knowledge there are no previous studies that examined the 
role of self-mastery in the relationship between both person- and care-related predictors 
and the two outcome variables (i.e., social participation and quality of life.)
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1.2  The Current Study

The current study aims to: (1) test a structural equation model exploring associations 
between person-related and care-related variables as predictors of social participation and 
quality of life through the mediator of self-mastery (Fig. 1); (2) explain and interpret the 
model by using qualitative study findings from interviews with individuals experiencing 
homelessness. With the knowledge on (predictors of) self-mastery in relation social partici-
pation and quality of life, organizations (such as shelter facilities) are enabled to develop a 
recovery-oriented program that promotes sustainable social participation and quality of life 
among individuals experiencing homelessness.

2  Methods

2.1  Design and Participants

In general, in the Dutch context “all people who receive support from the shelter facil-
ity” are defined as homeless or houseless persons (e.g., Kruize and Bieleman 2014; Planije 
et al. 2014). This definition also applies to people who do have their own dwelling, but are 
still at risk of homelessness mostly due to debts or their (mental) health condition (Tuyn-
man and Planije 2012; McQuistion et al. 2013). This differs from the European definition 
of homelessness, which applies only to people who are roofless, houseless (for exam-
ple residential clients of a shelter facility), or living in insecure or in inadequate housing 
(Feantsa 2005). In the current study we use the term “individuals experiencing homeless-
ness”, which includes residential and ambulatory clients of the shelter facility. Residential 
clients are persons who live in one of the shelters, and ambulatory clients are persons who 
have their own dwelling but were homeless in the past or are at serious risk of losing their 
dwelling.

We used a mixed-method design, namely a “convergent parallel design” (Creswell 
and Plano Clark 2011), consisting of quantitative and qualitative research among clients 
of a Dutch shelter facility (i.e., SMO Breda e.o.). Both studies were conducted among 
all four shelters of this facility and included clients receiving ambulatory care. The 
quantitative and qualitative study took place simultaneously and we merged the results 
for comparison after both data collections. Consequently, both studies were prioritized 

Fig. 1  Hypothesized model of 
self-mastery
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equally, data were kept independent during the data collection, and results were finally 
synthesized during the overall interpretation of the data. For both studies we used the 
following inclusion criteria for the eligible participants: (1) at least 18  years old; (2) 
understanding Dutch language; (3) able to give informed consent; (4) able to fill out a 
questionnaire or to be interviewed. Of the total population (measured on 1 April 2018) 
of 391 clients, 67 clients seemed not eligible, because they either did not meet the 
selection criteria or were temporarily absent (e.g., were staying in hospital or deten-
tion), resulting in 324 eligible clients. Clients were allowed to participate in both stud-
ies (21 clients participated in both studies). All clients who participated in the current 
study gave written informed consent. Clients received a compensation of €2,50 when 
they participated in an interview or filled out a questionnaire. This amount of money is 
similar to the regular compensation they receive for voluntary work (i.e., labor-related 
activities) for one day part. The research protocol was approved by the Ethics Review 
Board of Tilburg University (EC-2018.12) before the study started. The data were col-
lected between 16 April and 12 June 2018.

The quantitative study had a cross-sectional study design. We used a convenience 
sampling technique (Etikan 2016), where all eligible clients from the shelter facility 
were invited to participate in the quantitative study. Ambulatory clients received a writ-
ten questionnaire which they could fill out independently, but assistance was provided 
if requested (two clients were assisted during an interview; 42 filled out the question-
naire). Residential clients were preferably interviewed (n = 47), but could fill out a ques-
tionnaire if they preferred (n = 6). Ninety-seven clients participated (30% of eligible 
participants) of which 53 residential clients and 44 ambulatory clients (respectively 36% 
of eligible residential clients and 25% of eligible ambulatory clients). Most participat-
ing clients were male (72%), were aged in the category 50 to 70 years (53%), had lower 
(35%) or intermediate education (38%), and their duration of support was 1 to 5 years 
(44%) (see Table 1).

The qualitative study consisted of 36 semi-structured interviews. We used a purpo-
sive sampling technique (Etikan 2016) by applying the following procedure. First, to 
obtain a representative sample the interviewers determined the number of clients that 
needed to be interviewed per demographic category, namely gender, age, duration of 
support, and residential situation. Second, the interviewers went to the different shel-
ter residences to ask who would be willing to participate in an interview, and to check 
whether the willing clients met the selection criteria and the criteria regarding repre-
sentativeness. In case more people of one representative group wanted to participate, 
the person who first registered was selected. Finally, to complete our representative 
sample we also asked the social/community workers if they knew people who met 
the criteria. The workers had no additional role in the interviews. The average dura-
tion of the interviews with clients was 40 min. Most of the participating clients were 
male (83%), were aged 50 to 70 years (47%), had lower (25%) or intermediate education 
(25%), were living in their own dwelling (53%), and their duration of support was five 
years or more (44%) (see Table 1). The quantitative and qualitative sample formed an 
accurate representation of the population of clients of the shelter facility (all χ2 values 
were non-significant).

The interviewers of both the quantitative and qualitative research had an education 
background in social work or health care, and were trained in interviewing individuals 
experiencing homelessness before the data collection started. The interviewers were inde-
pendent, i.e., they did not have a role in the support of clients of the shelter facility where 
the research was conducted and were not an employee of the shelter facility.
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2.2  Measures

2.2.1  Quantitative Study

Demographic characteristics were assessed as shown in Table 1. Self-mastery was oper-
ationalized as a combination of self-efficacy, intrinsic motivation, and internal locus 
of control. To this end we used three instruments: (1) the General Self-Efficacy Scale 
(GSE) (Schwarzer and Jerusalem 1995), (2) the Situational Motivation Scale (SIMS) 
(Guay et al. 2000), and (3) Locus of Control (LOC) scale (Rotter 1966). The GSE had 

Table 1  Demographic variables of clients

a On 1 April 2018
b Mquantitative study = 51.89 (SD = 13.05); Mqualitative study = 51.33 (SD = 13.84)
c The management information system of the shelter facility did not include education level for the total 
population of the shelter facility
n.s Non-significant: p > .05

Demographics Quantitative study
(n = 97)

Qualitative study
(n = 36)

Population 
of the shelter 
facility
(N = 391)a

Chi square

Gender
 Male 72 (74%) 30 (83%) 300 (77%) 1.22n.s.

 Female 25 (26%) 6 (17%) 91 (23%)
Ageb

 18–30 years 7 (7%) 2 (6%) 42 (11%) 5.22n.s.

 30–50 years 33 (34%) 14 (39%) 160 (41%)
 50–70 years 51 (53%) 17 (47%) 161 (41%)
 ≥ 70 years 6 (6%) 3 (8%) 27 (7%)

Education level
 No education or primary educa-

tion
16 (17%) 1 (3%) n/ac 6.54n.s.

 Lower education 34 (35%) 9 (25%) n/ac

 Intermediate education 37 (38%) 9 (25%) n/ac

 Higher education Missing 10 (10%) 7 (19%) n/ac

– 10 (28%) n/ac

Residential situation
 In own dwelling with ambulatory 

care
44 (45%) 19 (53%) 213 (54%) 3.22n.s.

 Residential shelter (long-term 
stay)

45 (46%) 14 (39%) 143 (37%)

 Shelter facility (short-term stay) 8 (8%) 3 (8%) 35 (9%)
Duration of support
 < 1 year 22 (23%) 8 (22%) 100 (26%) 2.53n.s.

 1–5 years 43 (44%) 12 (33%) 147 (38%)
 ≥ 5 years 32 (33%) 16 (44%) 146 (37%)
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a Dutch version (Teeuw et al. 1997), but there were no Dutch versions of the SIMS and 
LOC scale available. Therefore, we used the back-translation method.

The GSE consists of 10 items that are scored on a 4-point Likert scale, ranging from 1 
(not at all true) to 4 (exactly true). In the current study we used the total score. Addition-
ally, we used an adapted version of the SIMS to measure motivation. The original scale 
aims to measure motivation to participate in activities. We generalized the original 16 
items to measure motivation to master one’s life. Answers could be scored on a 7-point 
Likert scale ranging from 1 (corresponds not all) to 7 (corresponds exactly), and for our 
analysis we used the mean scores. For the data analysis of the current study we used the 
subscale “Intrinsic Motivation”. The last scale used to measure self-mastery, the LOC 
scale, consists of 29 items of which six are filler items. It is a forced-choice scale: For each 
item respondents have to choose between two statements. Higher scores represent a higher 
external locus of control (Rotter 1966). We reversed the total scores resulting in that higher 
scores represent a higher internal locus of control.

Optimism was assessed using the Dutch version of the Life Orientation Test-Revised 
(LOT-R) (Scheier et al. 1994; Ten Klooster et al. 2010), which is an instrument for assess-
ing people’s generalized sense of optimism. It consists of 10 items that can be scored on 
a 5-point Likert scale ranging from 0 (strongly disagree) to 4 (strongly agree). The three 
items that are negatively formulated form the subscale pessimism, the three items that are 
positively formulated form the subscale optimism, and the other four items are filler items 
(Scheier et al. 1994; Ten Klooster et al. 2010). We used the total score of the subscale opti-
mism for our analysis.

Experiences with care were assessed using subscales of the Consumer Quality Index for 
Shelter and Community Care Services (CQI-SCCS) (Beijersbergen et al. 2010). We used 
the subscale “Services Received” consisting of eight items, the subscale “Client-Worker 
Relationship” consisting of four items, and the two items concerning “General Rating”. 
The latter could be scored on a scale from 0 to 10; the items of the other two subscales 
were rated on a four-point Likert scale rating from 1 (never) to 4 (always). We calculated 
the mean scores for our analysis.

Social participation was assessed using the Community Integration Measure (CIM) 
(McColl et al. 2001). We used the Dutch translation provided by Van Luijtelaar and Wolf 
(2012). The CIM consists of 10 items that can be scored on a five-point Likert scale rang-
ing from 1 (always disagree) to 5 (always agree). We calculated the total score for our 
analysis. We adapted the items slightly by using the term “society” instead of “commu-
nity”, because we sought to measure social participation in a broader context, while “com-
munity” can also be restricted to the location where people are living.

Quality of life was assessed using the Dutch version of the World Health Organiza-
tion Quality of Life Brief version (WHOQOL-BREF) (De Vries and Van Heck, 1996; 
WHO 1998), consisting of 26 items and four subscales: “Physical Health”, “Psychological 
Health”, “Social Relationships”, and “Environment”. Answers could be given on a five-
point Likert scale ranging from 1 (very poor or very dissatisfied) to 5 (very good or very 
satisfied). In the current study we used the total score of all subscales and transformed 
these scores to a 0–100 scale.

2.2.2  Qualitative Study

Before conducting the semi-structured interviews, the main topics and most of the open-
ended questions associated with these topics were formulated. Accordingly, we made an 
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interview description (see Table  2) that included: (1) self-mastery related to the client’s 
living situation, which included the subtopics of feeling at home, household chores, house 
rules (residential clients), contact with neighbors (ambulatory clients), and paying the rent 
and other bills (ambulatory clients); (2) self-mastery related to the client’s personal tra-
jectory, which included short- and long-term goals related to the living and social situa-
tion, and daily activities. We chose to specify self-mastery in terms of these two topics, 
because it is closely related to the personal situation of the clients. The following question 
is asked about every topic: “What influence do you have on this?” (which is probed fur-
ther in relation to motivation, self-efficacy, locus of control). Additionally, the interviewers 
asked about promoting and impeding factors for every topic and how this relates to social 
participation and quality of life.

2.3  Analyses

2.3.1  Quantitative Study

We used SPSS (version 23) for descriptive statistics and scale reliabilities, and AMOS 
(version 22) (Arbuckle 2013) for Structural Equation Modeling to test the hypothesized 
mediation model (Fig. 1). We included latent and observed variables in our model. A latent 
variable is not observed directly, but represented by a combination of observed variables 
(Byrne 2016). In the current study we distinguished the following latent variables:

Experiences with care, self-mastery, and quality of life. Additionally, optimism, age 
squared and social participation were treated as observed variables.

We could not perform Confirmatory Factor Analysis (CFA), since CFA should be per-
formed for at least 10 respondents per item (Schreiber et al. 2006; Blunch 2013). All scales 
used in the current study consisted of 10 or more items and only 97 participants were 
involved in the quantitative study.

Before conducting the analyses, we screened our data set for missing variables. Missing 
value analysis showed that less than 1% of the data of all variables used were missing. We 
investigated whether this had biased the data using Little’s Missing Completely At Ran-
dom (MCAR) test (χ2 = 1642.130, df = 3922, p > .05), which showed that the missing data 
were completely at random. Hence, we concluded that the incomplete data sample is still 
representative of the hypothetically complete data (Little 1988). To obtain estimates of the 
parameters, we used the Full Information Maximum Likelihood (FIML) method, which is 
one of the best approaches to handle missing data (Enders and Bandalos 2001; Arbuckle 
2013; Byrne 2016).

2.3.2  Qualitative Study

The interviews were recorded by using a voice-recorder, with permission of the partici-
pants, and then the interviews are transcribed verbatim (i.e., word-for-word). We used 
NVivo (QSR NVivo version 12) to store, organize and analyze qualitative data. The quali-
tative study contains both elements of deductive and inductive arguments (Hayes 2000; 
Teddlie and Tashakkori 2009). The deductive approach is reflected in that, as already 
described in Paragraph 2.2.2, the interview questions were formulated around themes in 
the hypothesized model (Hayes 2000; Teddlie and Tashakkori 2009). The actual analysis 
of qualitative data followed the inductive approach as described by Hayes (2000) where 
two researchers (1) identified meaningful units of text, (2) grouped and named units of text 
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that were associated with each other into meaningful categories (nodes), and (3) clustered 
the categories into emerging themes. Note that two-third of the interviews were coded by 
two researchers while the rest was coded by one of them. Approximately 80% of the cod-
ing corresponded between the two coders. The second author of this paper did the sec-
ond coding process and discussed significant differences between the two coding processes 
including categories and themes with the first author. We could not include whether age 
squared, education level, and duration of support enhance the levels of self-mastery, social 
participation, and quality of life, because for this type of analysis a quantitative approach is 
needed.

3  Results

3.1  Quantitative Study

The means and Cronbach’s alphas (which were all satisfactory) of the variables con-
cerning clients’ experiences with care (Mservices received = 3.14, Cronbach’s α = .91; 
Mclient-worker relationship = 3.46, Cronbach’s α = .86; and Mgeneral rating = 7.71, Cronbach’s 
α = .88), optimism (M = 8.05, Cronbach’s α = .71) self-mastery (Mintrinsic motivation = 5.32, 
Cronbach’s α = .83; Mself-efficacy = 30.47, Cronbach’s α = .87; and Minternal locus of control = 11.19, 
Cronbach’s α = .62), social participation (M = 36.66, Cronbach’s α = .84), and quality of life 
(Mphysical health = 24.09, Cronbach’s α = .82; Mpsychological health = 21.13, Cronbach’s α = .81; 
Msocial relationships = 10.17, Cronbach’s α = .67; and Menvironment = 28.00, Cronbach’s α = .78) 
are presented in Table 3.

To test the model, we first tested the hypothesized model without the mediator (self-
mastery). This model had a fair fit (χ2/df = 1.704, CFI = .914, RMSEA = .086) (criteria 
for ‘good’ model fit are: χ2/df < 3.0, CFI > .90, and RMSEA < .08; Awang 2012; Arbuckle 
2013). However, in this model duration of support and education level were not signif-
icantly related to either quality of life or social participation, and age squared was only 
related to quality of life. The proportion variance explained for social participation was 
32% and for quality of life 38%.

Table 3  Means, standard 
deviations (in parentheses), and 
internal consistency coefficient 
(Cronbach’s alpha)

Scale n Mean (SD) α

Services received 86 3.14 (.70) .91
Client-worker relationship 96 3.46 (.59) .86
General rating 95 7.71 (1.58) .88
Optimism 95 8.05 (2.45) .71
Intrinsic motivation 97 5.32 (1.25) .83
Self-efficacy 95 30.47 (5.80) .87
Internal locus of control 84 11.19 (3.46) .62
Social participation 95 36.66 (6.16) .84
Physical health (QoL) 94 24.09 (5.43) .82
Psychological health (QoL) 91 21.13 (4.25) .81
Social relationships (QoL) 93 10.17 (2.63) .67
Environment (QoL) 86 28.00 (5.21) .78
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Second, we tested the hypothesized model with the mediator, but without the non-sig-
nificant predictors (duration of support and education level). This model had a good fit 
(χ2/df = 1.518, CFI = .923, RMSEA = .073). All relations between the variables were sig-
nificant (p < .05). The proportion variance explained for self-mastery was 44%, for social 
participation 50%, and for quality of life 85%.

Third, we tested a model with the mediator which included, besides the indirect paths, 
also the direct paths from the predictors to the outcome variables. Both optimism (β = .55; 
p < .001) and age squared (β = .30; p < .05) predicted self-mastery significantly; and self-
mastery significantly predicted social participation (β = .68; p < .001) and quality of life 
(β = .96; p < .001). However, the variable, experiences with care, was not significantly 
related to self-mastery (β = − .02; p > .05). The direct effects of experiences with care on 
social participation (β = .36; p < .001) and quality of life (β = .29; p < .05) were significant, 
which leads to the finding that experiences with care is a direct predictor of social partici-
pation and quality of life. The direct effects of optimism on social participation (β = − .04; 
p > .05) and on quality of life (β = −  .15; p > .05) were significant and smaller than the 
direct effects when the mediator (self-mastery) was not included in the model (these val-
ues were for social participation β = .33; p < .001, and for quality of life β = .35; p < .001). 
Additionally, the direct effect of age squared on quality of life (β = −  .05; p > .05) was 
significant and smaller than the direct effects when the mediator (self-mastery) was not 
included in the model (β = .26; p < .05). However, the direct effect of age squared on social 
participation in the model with the mediator (β = − .13; p > .05) was stronger compared to 
the model without the mediator (β = .06; p > .05).

In conclusion, the variable, experiences with care, is directly related to social participa-
tion and quality of life. On the one hand, self-mastery is a full mediator of the relationship 
between optimism and both outcome variables (social participation and quality of life). 
On the other hand, self-mastery is a full mediator of the relationship between age squared 
and quality of life. However, self-mastery is not a mediator of the relationship between age 
squared and social participation. This final model is presented in Fig. 2 and had a good fit 
(χ2/df = 1.332, CFI = .950, RMSEA = .059) (Fig. 2). The proportion variance explained for 
self-mastery was 39%, for social participation 50%, and for quality of life 81%.

3.2  Qualitative Study

The focus of the qualitative study was to gain deeper knowledge of self-mastery and its 
importance in enhancing social participation and quality of life. We also explored promot-
ing and impeding factors for self-mastery.

3.2.1  Nodes and Themes

We derived the following nodes from the qualitative data (Table 4): (1) Living conditions: 
factors that are associated with the residential situation; (2) Goals: long- and short-term 
goals related to the personal trajectory; (3) Daily structure: including daily activities and 
the meaningfulness of these; (4) Experiences with care: including expectations about the 
support of the shelter facility and the importance of the client-worker relationship; (5) 
Impeding factors: general factors that hinder self-mastery; (6) Internal locus of control: 
the belief in one’s ability to cope with stressful or challenging demands (Rotter 1996); (7) 
Health: physical and psychological health, including coping with addiction; (8) Household 
chores: activities related to the regular work of a household; (9) External locus of control: a 
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negative belief in one’s ability to cope with stressful or challenging demands (Rotter 1996); 
(10) Promoting factors: general factors that enhance self-mastery; (11) Self-efficacy: the 
belief in one’s ability to achieve goals including the belief in one’s ability to cope with 
various stressful or challenging demands (Bandura 1977); (12) House rules: rules or agree-
ments related to a residential setting; (13) Social contacts: topics related to social relation-
ships and social support; (14) Financial resources: topics related to the financial situation 
of clients, including the lack of financial resources and debts; (15) Social participation: 
participation in society or community, including labor-participation; (16) Intrinsic motiva-
tion: the desire to act in a certain way because it is interesting and satisfying in itself (Deci 
and Ryan 1985); and (17) Autonomy: (the ability of) making own decisions.

We clustered these nodes into themes (Table 5) that were formulated based on the struc-
ture of the hypothesized model: (1) Self-mastery: A combination of internal locus of con-
trol, the absence of external locus of control, self-efficacy, and intrinsic motivation; (2) 
Outcomes of self-mastery: Health (physical and psychological) and social participation.; 
and (3) Promoting and impeding factors for self-mastery: Living conditions, daily struc-
ture, experiences with care, health, house rules, financial resources, social participation, 
and autonomy. The nodes goals and household chores were not included in one of the 
themes, because they were not directly related to the model, but to the specification of self-
mastery in the interviews (i.e., personal trajectory and living situation).

3.2.2  Theme 1: Self‑Mastery

Our results showed that locus of control, self-efficacy, and intrinsic motivation were all 
found to be important aspects of self-mastery among most of the respondents (Rotter 1966; 
Bandura 1977; Deci and Ryan 1985). Specifically, the employment of internal locus of 
control in self-mastery was indicted by 33 respondents (170 references). For example, a 
participant reported:

Fig. 2  Final model of self-mastery. Note Self-mastery does not mediate the age squared - social participa-
tion relationship. Standardized regression coefficients are shown next to the arrows, and factor loadings are 
printed in italics. Proportions of variance explained are reported below construct names. Ovals represent 
latent variables and rectangles represent observed variables. *p < .05. **p < .01. ***p < .001. $Loading fixed 
at the value of 1 in the non-standardized solution
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Yes, it is actually chanting, singing according to a Buddhist/Japanese way, that 
is actually very beautiful. You can learn from every mistake you make. You can 
make a new decision every time. You can choose any moment to look ahead 
instead of backwards. Yes, I have benefited a lot from it, despite my addiction 
(Respondent 12, 45-year-old male).

And another participant reported:

With regard to the budget course, I joined that course [budget course] because 
you must also be able to handle your financial situation. So that’s why I took the 
course. So, in the future if I have to be independent regarding my finances, then 
I am willing to do that, I have no problems with that (Respondent 6, 60-year-old 
male).

External locus of control also seemed to play an important role as a negative aspect of self-
mastery as reported by 33 respondents (159 references). An illustration:

I should work. But I also look at my age and that is going to be a tricky one, espe-
cially now that I haven’t worked for more than 5 years. Go and tell a boss how it 
is possible that you have not worked for so many years. I also visited the UWV 
[Employee Insurance Agency]. They said: Yes, but ma’am, you can learn that again. 
I said: look at my age. UWV: yes, there is nothing wrong with it, there is enough 
work. I said: no, it must be work that suits me. Because when I go to work, I don’t get 
a regular job (Respondent 13, 44-year-old female).

And another respondent illustrated external locus of control as follows:

It does not make sense, I have worked in geriatrics for about 20 years. You can make 
as many plans as you want to and look ahead as much as you want, but your body 
determines your health. You can stay on your path to accomplish your goals but 
you will be frustrated by circumstances that are beyond your control (Respondent 5, 
63-year-old male).

Table 5  Themes derived from 
nodes

Themes Nodes

Self-mastery Internal locus of control
External locus of control (negative 

association with self-mastery)
Self-efficacy
Intrinsic motivation

Promoting and impeding factors 
for self-mastery

Living conditions
Daily structure
Experiences with care
Health
House rules
Financial resources
Social participation
Autonomy

Outcomes of self-mastery Health (physical and psychological)
Social participation
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Thirty three respondents (136 references) indicated the relevance of self-efficacy in self-
mastery. Some illustrations:

Maybe later when they say well you go your own way well and we trust you, and 
then you have to pay that bill yourself, yes then I am able to do that. Yes, I have no 
problems with that (Respondent 6, 60-year-old male).

Despite the alcohol addiction, you keep bearing that name “alcoholic”. But I did 
go to the institute for addiction for guidance. And I completely got rid of it and 
now and then I sometimes drink a beer, but I’m in control. I don’t have to worry 
about having a hangover in the morning (Respondent 31, 48-year-old male).

Intrinsic motivation was found to be important aspect of self-mastery in 28 respondents 
(73 references). For example, a respondent reported:

But again I just don’t want to worry about that. Then I’d rather grab a bucket of 
soapy water and go and clean the toilets, and yes, that certainly gives me a good 
feeling and it’s clean and tidy again. And those who don’t want to do it, that’s not 
my problem, I am living here (Respondent 3, 55-year-old male).

3.2.3  Theme 2: Outcomes of Self‑Mastery

A majority of the respondents reported that self-mastery is important for the improve-
ment of their social participation; in 30 interviews the topic of social contacts was 
mentioned in relation to self-mastery (84 references). A respondent illustrated this as 
follows:

Yes, I am thinking about these things. I am already quite old and to find work is very 
difficult now for me, so that’s why I do activities, to participate in society again and 
to get to know people (Respondent 6, 60-year-old male).

We also found that self-mastery is important in enhancing physical and psychological 
health (including coping with addiction) in our respondents (33 respondents mentioned 
health in relation to self-mastery; 167 references). In the hypothesized model quality of life 
was included as an outcome, but in the interviews this was not specifically reported, but 
the afore mentioned concepts of physical and psychological health are two basic aspects of 
quality of life (WHO 1998). An example:

I think it is related to my past, because when I visited a mental health care institution, 
it turned out that I had PTSD and a slight form of borderline, and something else. So, 
I was dealing with serious aggression problems then. But I have all that under con-
trol. So I’m happy about that (Respondent 7, 57-year-old male).

Social contacts were also associated with self-mastery which is a third aspect of quality 
of life and this concept is also related to social participation (WHO 1998). Specifically, 32 
respondents mentioned the topic of social contacts (124 references). Two examples related 
to the meaning of social contacts:

Both of them [children] are from a different mother. I had no contact at all with my 
daughter. After 24 years we spoke each other again and I told my story and the first 
thing she said “you did well”. Well, at that moment she called me daddy for the first 
time (Respondent 21, 58-year-old male).
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Yes, they do support me, so that’s why I think it’s important if you can be with other 
people, you know? That’s always good, because when you’re alone, you can’t talk 
to yourself, you know? So that’s why I think it’s important to have social contacts 
(Respondent 6, 60-year-old male).

3.2.4  Theme 3: Promoting and Impeding Factors

We found that living conditions (mentioned in all 36 interviews; 321 references), daily 
structure (36 interviews; 304 references), experiences with care (36 interviews; 247 refer-
ences), health (33 interviews, 167 references), house rules (22 interviews; 131 references), 
financial resources (28 interviews; 96 references), social participation (30 interviews; 84 
references), and autonomy (21 interviews; 38 references) were all associated with self-mas-
tery. Specifically, most respondents reported factors that are mostly considered as circum-
stances that they do not have control over, such as non-supportive house rules, a lack of 
financial resources, and not feeling at home in a residential shelter, as impeding factors for 
self-mastery. For example, a respondent reported:

It depends on the diversity of people who live here, the lack of privacy, the need to 
heed the rules, not being free to choose what you want to do or don’t want to do. 
So, we are too close together to make you feel comfortable, I do not feel at home 
(Respondent 5, 63-year-old male).

However, the reported promoting factors can be seen as circumstances that clients feel they 
have (some) control over. Hence, a majority of the respondents considered their daily struc-
ture, the autonomy to decide how to spend their day, and their privacy as promoting fac-
tors. A respondent reported:

In comparison with the short-stay shelter, here you have a private room that you can 
go to. If you close the door… they leave you alone (Respondent 1, 42-year-old male).

Regarding experiences with care clients reported that the social/community worker 
who supported the client can be considered as either a promoting or impeding factor for 
self-mastery. Especially the delivery of fast and tailored care is considered positively. A 
respondent reported:

I even got a new mentor. I had insisted on this, and yes, she [the former mentor] actu-
ally impeded me in my recovery or in my opportunities to grow, and thus in the pro-
cess of taking control of my life… I was allowed to choose who would be my mentor. 
It is very interesting that not everyone is allowed to do so. I had been around for so 
long that I had 6 different mentors. Well, I was tired of these changes (Respondent 
30, 27-year-old female).

Considering the association between self-mastery and social participation, several 
respondents also reported that they experienced that work-related participation impedes 
self-mastery. Specifically, being unable to work (e.g., due to health problems) or being 
unable to find a job is considered to be problematic but also as something the clients feel is 
beyond their control. A respondent illustrated this as follows:

Since the last 2 months I do not work anymore. Two to three months ago I had a job 
and I worked for different companies, but now I am very ill due to COPD. I also had 
pneumonia. I cannot do anything anymore and had to give up my job (Respondent 
34, 60-year-old male).
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We also found that health can also be considered a impeding factor for self-mastery. 
Respondents reported that due to health problems they were unable to master their lives. A 
respondent reported:

Yes, sometimes I have no peace of mind, I am anxious and I cannot do my things 
[household chores], cook, sweep, that will not work if I am so restless. Then it is as 
if the demons are talking to me and then I cannot do things like that (Respondent 3, 
55-year-old male).

And another respondent said:

When things are going well, you want to take responsibility regarding your financial 
situation and you manage to do so, but that is not the case when you have a relapse 
[alcohol-addiction] (Respondent 12, 45-year-old male).

This implicates that social participation and health can also be considered as influencing 
factors of self-mastery (next to outcomes of self-mastery).

3.2.5  New Insights

The qualitative results yielded new insights regarding the theoretical framework, presented 
in the hypothesized model (Fig. 1). Additional findings related to our hypothesized model 
are (1) the absence of external locus of control should also be included as an aspect of 
self-mastery (external locus of control was mentioned in 33 interviews; 157 references); 
(2) several promoting and impeding factors should be included into the model, namely liv-
ing conditions, daily structure, health, house rules, financial resources, social participation, 
and autonomy. The qualitative data did not directly indicate that optimism plays a role in 
enhancing self-mastery (optimism was not derived as a node from the qualitative data). We 
can speculate that is it hard to examine optimism in relation to self-mastery by conducting 
an interview. Finally, physical and psychological health seemed to be more important than 
the whole concept of quality of life.

4  Conclusion and Discussion

4.1  Conclusion

The current research investigated associations between person-related (i.e., optimism, age, 
education level) and care-related (i.e., experiences with care, duration of support) variables 
as predictors of social participation and quality of life through the mediator of self-mas-
tery among clients of a Dutch homeless shelter facility  (i.e., SMO Breda e.o.). Quanti-
tative analysis showed that self-mastery is correlated with social participation and qual-
ity of life. Optimism predicts social participation and quality of life through self-mastery. 
Additionally, age squared predicts quality of life through self-mastery, but is not related to 
social participation. However, our hypothesized model is only partially confirmed in the 
quantitative study, because (1) clients’ experiences with care is not related to self-mastery, 
but directly to social participation and quality of life; (2) education level does not predict 
social participation and quality of life directly, nor through the mediator of self-mastery; 
(3) nor did duration of support. The qualitative results yielded new and additional insights: 
(1) Contrary to the results of the quantitative study qualitative data indicated that there 
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is a positive association between experiences with care and self-mastery; (2) Both social 
participation and (aspects of) quality of life (i.e., physical and psychological health) are 
associated with self-mastery. These relationships seem to be circular. For example, losing 
a job for health reasons (i.e., one aspect of quality of life) gives people the feeling of hav-
ing less control over their life which in turn affects their quality of life; (3) The absence of 
external locus of control should also be included as an aspect of self-mastery; (4) Clients 
reported additional promoting factors for self-mastery, such as daily structure, the auton-
omy to decide how to spend their day, and privacy; and they reported several impeding 
factors, such as non-supportive house rules, a lack of financial resources, and a sense of not 
feeling at home.

4.2  Discussion

We first discuss the results of the confirmed relations we found in the current study and 
then we discuss the findings on the non-confirmed relations. Finally, we discuss the addi-
tional (innovative) findings of the qualitative study.

4.2.1  Confirmed Relations

First, the in our research confirmed correlations between (1) self-mastery and social partic-
ipation and (2) self-mastery and quality of life is in line with previous studies. The found-
ers of “The Strengths Model” (Rapp and Gosch 2012; first edition of their work is from 
1997) already emphasized the importance of self-mastery, for example the principle that 
the client is the director of his own trajectory and the importance of aspirations including 
beliefs and having confidence that they can be achieved in a positive manner (which is 
closely related to concepts such as intrinsic motivation, self-efficacy, and internal locus of 
control). In their “Theory of Strengths” self-mastery is related to an enhanced quality of 
life which also includes major aspects of social participation and social functioning, such 
as, being surrounded and supported by friends and companions. This means that our find-
ings are emphasizing the importance of the knowledge on self-mastery that is included 
in strength-based and recovery-oriented approaches, because self-mastery also enhances 
quality of life and social participation among individuals experiencing homelessness.

Second, our quantitative study confirmed the relation between optimism and quality of 
life through the mediator of self-mastery. Previous studies already showed that optimism is 
positively correlated with (components of) self-mastery (Marshall and Lang 1990; Gruber-
Baldini et al. 2009; Posadzki et al. 2010). However, these studies were conducted among 
other target groups and to our knowledge our research is the first one that examines this 
relationship among individuals experiencing homelessness.

Third, our quantitative analysis showed that age squared predicts quality of life through 
the mediator self-mastery. This means that a positive relation between age and quality of 
life through self-mastery exits until a certain age. Older people may not have the desire 
or ability to master their life leading to a lower quality of life (Wallace and Pichler 2009; 
Eurostat 2010). There is also a lack of literature on this specific mediation-relationship. We 
already stated that age (squared) is related with several aspects of self-mastery (Woodward 
and Wallston 1987; Chubb et al. 1997) and with quality of life (Diener 2009). Hence, our 
study contributes to the understanding of the relationship between age, self-mastery, and 
quality of life.
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Finally, qualitative analysis showed that experiences with care are associated with self-
mastery. Clients described how a good bond with the social worker can enhance their lev-
els of self-mastery, especially in combination with fast and tailored care. This indicates that 
client values (e.g., autonomy, fairness, and comprehensiveness) need to be recognized, as 
these values play a central role in tailored care (Schoot et al. 2005).

4.2.2  Non‑Confirmed Relations

Regarding the non-confirmed relations, we have three discussion points. First, self-mastery 
did not mediate the relationship between age squared and social participation. Although 
age squared was positively related with self-mastery, it was not indirectly related to social 
participation. This is surprising, especially since we found that quality of life was related to 
age squared through self-mastery. As already stated the relationship between age squared 
on the one hand and quality of life and social participation on the other hand in relation to 
self-mastery should be further explored in future research.

Second, we also did not find a relationship between education level and self-mastery, 
nor between education level and social participation, and not between education level and 
quality of life in contrast to previous research (Forbes 2001; Dalgard et al. 2007; Ruten-
frans-Stupar et al. 2019a). However, in previous research self-mastery, social participation, 
and quality of life were measured using different measures or constructs. Hence, future 
research is needed to confirm or reject the hypothesis whether education level is a determi-
nant of self-mastery, social participation, and quality of life.

Third, duration of support also was not associated with self-mastery, social participa-
tion or quality of life. We expected that clients with longer duration of support would have 
lower levels of self-mastery, social participation, and quality of life, because of complex 
care demands and a higher risk of hospitalization. Clients with longer duration of support 
might have more complex problems compared to those with a shorter duration of support, 
but the latter group mostly deals with more urgent problems (e.g., dealing with becom-
ing homeless and adapting to the new situation). Additionally, we can speculate that cli-
ents with longer duration of support did not feel institutionalized and were not in a phase 
of becoming lethargic with regard to their personal recovery. The shelter facility where 
the current research was conducted had adopted strength-based and recovery-oriented 
approaches (Rapp and Goscha 2012; Den Hollander and Wilken 2013; Wolf 2016), which 
may have led to reducing the risks of institutionalization for clients. However, to examine 
this further research is required.

4.2.3  Additional Findings

Finally, some remarks related to an extension of our model, we found that clients reported 
several promoting and impeding factors. In summary, qualitative findings added the fol-
lowing client-related predictors to our model: Physical and psychological health, social 
participation, financial resources, a sense of feeling at home, and privacy (the last two 
aspects can also be viewed as care-related predictors). They also added the following care-
related variables: Daily structure, the autonomy to decide how to spend the day, and house 
rules. In our view these factors contribute to the presented model, because they are related 
to clients’ daily activities and both clients and social workers can have an influence on 
these factors. Strength-based and recovery-oriented approaches pay explicit attention to 
these factors (Rapp and Goscha 2012; Den Hollander and Wilken 2013; Wolf 2016). For 
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example, physical and psychological functioning, social participation, financial situation, 
living conditions, and daily activities, are included as major topics in formats for recovery 
plans and strengths assessments that are frequently used by organizations that use these 
approaches (Rapp and Goscha 2012; Den Hollander and Wilken 2013; Wolf 2016).

Besides, we found that a lower or the absence of external locus of control also should 
be included in the concept of self-mastery. In the quantitative part of our study we used 
the LOC scale (Rotter, 1966) in which internal locus of control is the opposite of external 
locus of control. Hence, these two constructs are not divided into separate subscales which 
means that we included this concept in our analysis. However, when using other scales or 
questionnaires attention must be paid on the operationalization of locus of control in rela-
tion to self-mastery.

4.3  Limitations of our Study

Our study has some limitations. First, we used a cross-sectional study design. To test 
causal relationships between variables it is recommended to use longitudinal data. Second, 
we conducted the current research within the context of one shelter facility. To increase the 
transferability of the results, a multi-site research is needed. Third, although the partici-
pants formed an accurate representation (in terms of demographic variables) of the pop-
ulation of clients of the shelter facility, the currently used sample techniques have some 
limitations. Convenience sampling, used in the quantitative study, is vulnerable to hidden 
biases and we do not know whether the sample is representative in terms of scores on the 
questionnaires used in the current research (related to self-mastery and its outcomes and 
content-wise predictors). Purposive sampling, used in the qualitative study, is also vulner-
able to selection bias, because the interviewers had influence on the choice of participants 
(Etikan 2016). Fourth, despite we assessed whether the current samples (of the quantita-
tive and qualitative study) were representative compared to the population of clients of 
the shelter facility researched in the current study in terms of demographic variables, we 
did not compare the current samples to the whole homeless population in the Netherlands 
or broader. In the Netherlands and in other European countries comparable figures are not 
available because every country has its own system to report the number of homeless peo-
ple (e.g., in some figures residential clients are not included) (e.g., Demaerschalk et  al. 
2018), and therefore we could not make a reliable comparison to assess the representative-
ness of our samples. Fifth, other factors might influence social participation and quality of 
life, such as ethnicity (Vaughan et al. 1985; Michalos and Zumbo 2001) and employment 
status (Vaughan et al. 1985). We did not include these variables in our research, but it is 
recommended to include these kind of variables in future research. Finally, we used gen-
eral questionnaires to measure self-mastery in the quantitative study, but in the qualitative 
study, we specified the concept of self-mastery to self-mastery in the living situation and 
the personal trajectory. Therefore, one has to be cautious about drawing conclusions on 
self-mastery related to other life areas. All in all, for future research we recommend con-
ducting a multi-site longitudinal study in which a distinction is made between specified 
self-mastery (such the living situation and personal trajectory) and general self-mastery.

4.4  Implications for Practice

The current study yielded insights regarding predictors and outcomes of self-mastery. 
Self-mastery is a basic aspect of strength-based and recovery-oriented approaches (e.g., 
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Den Hollander and Wilken 2013; Korevaar and Dröes 2016; Wolf 2016; Rutenfrans-Stu-
par et al. 2019b). Our study highlights the importance of enhancing self-mastery among 
clients, because it seems to enhance social participation and quality of life. Therefore, it 
is important that social workers make use of the knowledge on self-mastery that these 
approaches provide. This is especially relevant, seeing how our research indicates that 
social workers play an important role in enhancing clients’ social participation and quality 
of life, and probably also in enhancing their self-mastery by building a good client-worker 
relationship, being clear about the expectations regarding the care provided (also about the 
duration of activities related to the care), and by truly focusing on the needs and values of 
clients (tailored care).

Based on the insights produced by the current research, we have formulated practical 
recommendations for social and mental health-care workers to help enhance self-mastery 
among their clients. These recommendations include (1) working on a positive attitude 
among clients, which can be facilitated by enhancing strengths and talents; (2) creating 
an environment that makes the clients feel home, where privacy is taken into account 
and house rules are formulated together with clients; (3) providing for a daily structure in 
which clients are enabled to make their own choices and to work on their physical and psy-
chological health and to acquire financial resources. The latter can be facilitated by stimu-
lating clients to participate in educational, recreational, and work activities that focus on 
their health (e.g., sports activities will enhance physical and psychological health; Randers 
et al. 2011; Sherry and O’May 2013) and on their financial situation (e.g., a course to deal 
with debts or finding a job) (Rutenfrans-Stupar et al. 2019c).
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