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1General introduction

The general aim of this thesis is to examine the content and structure of interventions 

for families with multiple problems (FMP) and to identify the effective elements of 

these interventions. This knowledge can help to tailor these interventions to the 

needs of families. This first chapter places the study in a broader context by providing 

background information on these families, the care they receive, and the factors that 

contribute to the effectiveness of this care. The chapter also introduces the national 

program on effective working in psychosocial child and youth care in the Netherlands, 

in which this study took place. The chapter ends with the research questions and an 

outline of this thesis. 

Growing up in families with multiple problems

Families with multiple problems (FMP) are families that cope with several problems 

simultaneously, in several life domains, and over a longer period of time. Such a family 

context can greatly affect a child’s development. FMP may, for example, experience 

parenting problems, psychiatric problems, financial problems, health problems or 

problems with justice [1]. These problems are often interrelated and sustain and enhance 

each other, making them persistent [2]. Growing up in a FMP has a major impact on 

a child’s opportunities. These children have a higher risk of developing psychosocial 

problems [3] and physical health problems [4]. Moreover, the complex and persistent 

nature of these problems commonly creates a need for repeated contact with care [3]. 

Furthermore, in working with FMP, professionals often encounter difficulties related to 

families’ previous negative experiences with care and various public services. These 

negative experiences influence FMP’s motivation to be involved in a new intervention, 

and thereby impede the work of the professional. 

In the literature, several labels are used to describe families that have to deal with 

multiple problems. Examples of such terms are multi-problem, multi-stressed, troubled 

or high-risk families. In the Dutch child and youth care system, the term multi-problem 

families has long been used to describe families with a wide range of complex and 

persistent problems [1]. However, this term is now increasingly critized, viewed as 

outdated because of its stigmatizing undertone. It suggests that the families “are” the 

problem, instead of “having” problems. In line with this, it is increasingly recognized that, 

along with the complex interaction of problems within these families, the organization 

of the child and youth care system may be part of the problem. Most descriptions of 

FMP also mention that these families have contact with multiple care providers. The 

fragmented care for these families results in multiple organizations being involved, 

each for a separate problem [1, 5]. Consequently, FMP often face difficulties in arranging 
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adequate support, and practitioners find it very complex to coordinate care. This thesis 

uses the term families with multiple problems (FMP) to denote families, with at least 

one child present, which experience a wide range of complex and persistent problems 

in different life domains. 

Interventions for FMP, and their effectiveness

Care for FMP is typically quite intensive, and focuses simultaneously or sequentially on 

a wide range of problems. Care for the family focuses in particular on strengthening 

parenting skills, enhancing communication and collaboration between family members, 

reducing a child’s criminal or problem behavior, helping with financial or housing 

problems, and/or activating the family’s social network. The wide range of problems to 

be addressed may involve several organizations or professionals, either separately or as 

part of an integrated approach. Professionals and organizations involved in care for FMP 

include housing corporations, general practitioners, debt counselors, social workers, 

and/or professionals working at child and youth care organizations. The majority of 

interventions provided for FMP are intensive home-based interventions. They offer 

a combination of socioeconomic and psychosocial support [1], often provided in the 

family’s home environment. Moreover, these interventions are systemic, accounting for 

all family members and their social context when providing care. These interventions 

also have in common that they are highly intensive, the professionals have small 

caseloads, and the care provision is flexible [1].

Because interventions for FMP focus on a wide range of domains, it is difficult to 

measure their results; evidence on their effectiveness is therefore limited. A review by 

Weisz et al., [6] showed that treatment of multiple problems produced strikingly smaller 

effect sizes among children and youth than treatment of any single targeted problem. 

They hypothesized that the wide variety of domains involved may have complicated 

assessment of the outcome of these interventions. In addition, studies on the 

effectiveness of interventions for FMP show that the outcomes are very heterogeneous 

and differ across children, interventions, studies, and countries [2, 7]. Next to the 

complexity of assessing how these interventions specifically affect FMP, the existing 

evidence is limited to knowledge regarding the effectiveness of the interventions 

as a whole. Most studies which did focus on the effectiveness of interventions for 

FMP found moderate to small effects [2, 7]. Although these studies do provide some 

information regarding their effectiveness for FMP, it is unclear which factors within the 

intervention (its content or structure) are responsible for these outcomes. Because of 

this heterogeneity in outcomes of interventions for FMP, and the scarcity of evidence, 

there is growing consensus that we need a better understanding of the factors involved 

in the outcomes found. 
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1What determines the effectiveness of interventions for FMP?

The past few years have seen increased focus on unraveling the so-called ‘black box’ of 

psychosocial interventions in child and youth care [8, 9, 10], by assessing their functions, 

principles, and associated elements and activities. Several terms used to describe the 

elements of interventions are: “core components” [11] , “active ingredients/behavioral 

kernels” [12], or “practice and program elements” [13, 14]. These terms have in common 

that they refer to the mechanisms with which an intervention works [11]. Mechanisms 

related to the content of interventions can either be provided separately (e.g., only 

time out) or combined (e.g., problem solving and time out). In this thesis, to define an 

effective intervention we use the terms ‘practice elements’ and ‘program elements’. 

Practice elements relate to the content of an intervention, and are distinct techniques 

(such as modelling, social skills training) provided by the practitioner to promote 

positive outcomes. Program elements are aspects of the intervention format, or the 

service delivery system (such as 24-hour availability), that may affect the results [14].

Identification of effective practice and program elements of interventions for FMP is a 

core step in measuring the quality of these interventions, and is often used as part of 

a broader framework to describe the factors that influence the effectiveness of care 

for children and youth [15]. This framework includes three domains: the organization of 

care, the quality of the professional, and the quality of the intervention. The organization 

of care includes creating preconditions needed for a safe environment for providing 

care (e.g., determining the caseload of professionals, and supervising or coaching the 

professionals). The quality of the professional providing care has to do specifically with 

its capacities and motivation, and the relationship with the client (e.g., alignment with 

client motivation, structuring of care). The last domain is the quality of the intervention. 

This concerns the content of a specific intervention that may have a direct effect on the 

client (e.g., the tools or techniques used, the content of psycho-education, and/or the 

intensity in which the intervention is provided). This last domain thus also applies to the 

practice and program elements of the intervention. According to this framework, care 

for FMP can be strengthened by focusing on how care for these families is organized, 

on the quality of the professionals working with the FMP, and on the quality of specific 

interventions used. In this thesis we focus specifically on this last factor, given the 

generally scant attention to the actual provision of care. 

How to unravel and categorize the contents of interventions for FMP? 

To determine and improve effectiveness of interventions for FMP, we need to unravel 

and assess the contents of these interventions. This is important for several reasons. 

First, the number of these interventions is increasing [16]. Thus for professionals 

who need to refer to interventions, it is complicated to choose the intervention best 
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suited to the needs of a specific FMP. Second, the heterogeneity of outcomes of these 

interventions raises questions about the elements that drive the outcomes [7]. Various 

interventions may have different outcomes because they are driven by different 

elements. Determining which elements of interventions are associated with beneficial 

outcomes, and which elements are effective for whom, can help professionals to choose 

the intervention best suited to the needs of a particular family, and to understand the 

heterogeneous outcomes of interventions for FMP. 

Whereas standardized instruments are widely available to classify children’s 

psychosocial problems (e.g., DSM-classifications), few instruments are available to 

classify the contents of psychosocial interventions for these children [17]. An example 

of such an instrument is the International Classification of Health Interventions (ICHI), 

developed by the World Health Organization (WHO). This instrument focuses on 

classifying the target group, the actions (i.e., a deed done by an actor to the target 

group), and the means (i.e., processes and methods by which the action is carried out) 

of health interventions. Also, in the field of mental health examples are available of 

instruments for classifying the content of interventions. One example is the Distillation 

and Matching Model (DMM), developed by Chorpita et al., [13]. The DMM can be used to 

distill practice elements from descriptions of evidence-based interventions that target 

conduct problems, attention deficit hyperactivity disorder (ADHD), attention deficit 

disorder (ADD), depression, and anxiety [13]. Unfortunately, the ICHI and DMM cannot 

adequately identify the (full) content of psychosocial youth care interventions; because 

they focus specifically on (mental) health interventions they do not include the full 

range of elements present in interventions for FMP.

Instruments for classifying the content and structure of psychosocial youth care 

interventions in the Netherlands are scarce, especially in the case of interventions for 

FMP. In 2004, Ten Brink and colleagues developed the Workers Form for Recording 

Family Techniques (FFT) [18]. This instrument was developed to register elements of 

the intervention Families First (FF). In 2010, Tausendfreund et al. [19] (see also Conradie 

et al., [20]) developed the Knowledge and Insight into Primary Processes (KIPP). This 

instrument can be used to systematically measure the care activities of the Dutch 

family support program 10 for the Future (10FtF). The KIPP includes elements of the 

FFT and of other instruments developed for similar interventions. 

In 2012 Evenboer and colleagues developed the Taxonomy of Care for Youth (TOCFY) 

[21]. The TOCFY consists of six domains: the contents of interventions, the judicial 

context, the duration of the intervention, the intensity, the intervention recipients, and 

the expertise of professionals. Although the FFT, the KIPP and the TOCFY make it 
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1possible to gain meaningful information on the content of psychosocial youth care 

interventions, they do not allow full identification of the practice and program elements 

of a wide range of interventions for FMP. The available instruments either address child 

and youth care in general [21], leading to an imprecise assessment of care for FMP, or 

they address the contents of only one specific intervention for FMP [18, 19]. In short, 

they are either too general or too specific. Therefore, we need an instrument that allows 

categorization of all possible interventions for FMP.

The perspective of children and parents on effective elements of interventions 

for FMP

Besides knowing the content of interventions for FMP and their effective elements, we 

need to know those elements of interventions that FMP find helpful. Including FMP’s 

perspectives is an important part of providing needs-led care, also known as family-

centered care. Such care focuses throughout the care trajectory on the needs of the 

child and his or her family [22]. Besides this continuous focus on the client’s needs, 

a needs-led approach also involves clients themselves in the care process (including 

decision-making); this requires a practitioner with the skills and motivation to put 

such an approach into practice (e.g., respecting family members as decision makers, 

working in active partnership) [22]. Involvement of children and their family in care 

and giving attention to their needs were found to be associated with positive changes 

in child behaviors, parenting stress, client satisfaction, and completion rates [22, 23, 

24]. Exploring perspectives of children and parents on the care they receive, and using 

this information to tailor care to their needs, may thus contribute to the effectiveness 

of care. 

Whereas quantitative information on effective elements helps us to identify those 

elements, FMP’s perspectives on helpful elements may enable us to understand 

exactly why and how these elements produce positive outcomes. In addition, 

perspectives on what FMP themselves find helpful can be compared with the current 

content of care as offered, thus better clarifying whether a good match exists 

between the two. Such information can help to improve the content of interventions 

for FMP and to personalize interventions to their needs. Research has already 

shown that children and parents can provide valuable feedback on the content of 

care received, but until now this feedback pertains mainly to the content of specific 

interventions [25, 26, 27] or other forms of intensive family treatments [28, 29, 30, 

31]. An overview of helpful elements of a variety of FMP interventions can give us 

a more comprehensive view on why and how certain elements of interventions for 

FMP are effective. 
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National program on working evidence based within child and youth care

In the past 15 years, significant investments have been made to improve the quality of 

child and youth care in the Netherlands. From 2006 to 2012, ZonMw, the largest Dutch 

funder of research and development (R&D) in prevention, care and health, funded 

a series of R&D projects as part of a program called “Care for youth”. This program 

focused on the effectiveness and costs of using questionnaires to identify risks and 

make a diagnosis in case of youth psychosocial problems, as well as the effectiveness 

and costs of interventions to promote psychosocial development of children and 

adolescents. The program also evaluated the effectiveness of various interventions 

in child and youth care. Information regarding the effectiveness of interventions has 

been summarized by the Netherlands Youth Institute in its Database of Effective Youth 

Interventions (DEYI). The main aim of this database is to combine knowledge about 

the effectiveness of interventions in order to help municipalities, health agencies 

and professionals to choose the most suitable intervention for a particular target 

group. Although the program “Care for youth” led to much new knowledge on the 

effectiveness of child and youth care, this knowledge was rather fragmented because 

it was related to the effectiveness of specific interventions, but did not compare them 

to others regarding their strengths and the particular problems to which they apply. 

In addition, the DEYI gives an overview of the effectiveness of individual interventions. 

A comprehensive view of the effectiveness of certain elements for specific problems 

and subgroups in child and youth care was needed.

In 2012 ZonMw introduced a subsequent program on the effects and effectiveness of 

psychosocial care for youth, called “Effective working in psychosocial child and youth 

care” to gather more evidence on how to apply effective psychosocial care, and how 

to make a better synthesis of the evidence. This program aimed to increase, pool and 

share knowledge about promoting the psychosocial development of children and 

young people, knowledge that is useful for the youth health sector, local preventive 

policy for youth or clients at the intersection of youth care, youth-mental health care, 

and care for youth with intellectual disabilities. The program specifically focused on 

gaining knowledge on four main topics: child and family (client factors that explain 

positive outcomes of care), interventions (effective forms of prevention and care for 

youth with psychosocial problems), professionals (role and influence of professionals 

in promoting psychosocial development of children) and organizations (facilitators 

and barriers to promoting care for youth). Regarding interventions, one of the main 

aims was to identify the effective parts of interventions in child and youth care, and 

to reach a synthesis of the evidence regarding effectiveness for specific types of 

problems. 
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1The need to identify which (parts of) interventions in child and youth care are effective 

was reinforced by the initiation of the new Child and Youth Act in the Netherlands in 

2015. This new act aimed to reduce the use of specialized care and to transform the 

system to create more coherent, effective and less expensive psychosocial care for 

children and their families [32]. With this new act, the responsibility for psychosocial 

child and youth care was transferred to municipalities. These municipalities began 

to invest in child and youth care in a targeted manner. To help municipalities to base 

their investment on adequate knowledge of this care, a comprehensive view of its 

effectiveness was needed. 

As part of the ZonMw program “Effective working in psychosocial child and youth 

care” seven consortia aimed to collect knowledge about the (parts of) interventions 

most appropriate for specific types of psychosocial problems, when, with whom, and 

by whom. Their research was intended to improve interventions and help professionals 

and policy makers, in particular local municipalities, to make evidence-based choices for 

more effective psychosocial care for children and their families. The consortia focused 

on effective elements of more than 200 psychosocial interventions in child and youth 

care. In this new program the DEYI was taken as a starting point. DEYI interventions 

were thematically divided, resulting in eight consortia that focused on the following 

subtopics: social skills/resilience; anxiety and depression; mood problems and other 

internalizing behavioral problems; ADHD; externalizing behavioral problems/disorders; 

child abuse; uncertainty in parenting: preventive and light problems; and severe 

behavioral problems/multi-problem families. Our research for this thesis was included 

in the work of the consortium severe behavioral problems/multi-problem families, 

under: What works for severe parenting problems/multiproblem families (W2Severe).

In this thesis we focus on eight interventions that are commonly provided to FMP in the 

Dutch context and have been shown to be effective. Some of these interventions are 

also used internationally. A systematic review of the effectiveness of 30 interventions 

targeting FMP showed that, in the Dutch context, these eight interventions had effect 

sizes of 0.5 or higher on domains such as behavioral problems and parenting stress 

[7]. We therefore selected these interventions as a starting point for our project. The 

interventions were: Multisystemic Therapy (MST), Multidimensional Family Therapy 

(MDFT), Intensive Family Treatment (IFT), Families First (FF), Family Central (FC), Parent 

Management Training Oregon (PMTO), 10 for the Future (10FtF) and Triple P level 4–5. 

The target groups of these interventions were: families with severe parenting problems, 

families in which the child has severe behavioral problems (MST, MDFT, PMTO and Triple 

P 4/5), and families with multiple and complex problems in different life domains (like 

severe parenting, socio-economic and mental health problems; IFT, FF, FC and 10FtF).
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Aim of the thesis

The aim of this thesis is to clarify which practice and program elements of interventions 

are currently provided to FMP, and to identify which (combinations) of these elements 

are most effective for FMP. The practice elements of an intervention involve the 

techniques applied by practitioners in daily practice, and the program elements involve 

the structure of an intervention, such as its duration and intensity. To evaluate these 

elements we will focus on the following research questions:

1. Which elements should be included in an instrument to systematically identify the 

content and structure of a wide range of interventions for FMP?

2. What similarities and differences exist between interventions for FMP?

3. Which practice and program elements are provided within interventions for FMP 

in daily practice, to whom, how, and with what intensity?

4. Which elements within interventions for FMP are important, and why, from the 

families’ point of view? 

5. To what degree do the practice and program elements of interventions contribute 

to their effectiveness for FMP and for FMP subgroups? 

Figure 1 provides an overview of the research model underlying this thesis. 

Families with multiple problems (FMP)

Elements provided within interventions for FMP

Development of an instrument to identify the content 
and structure of interventions for FMP (RQ 1)

Similarities and differences between the content and 
structure of interventions for FMP (RQ 2)

Content and structure of interventions for FMP in 
daily practice (RQ 3)

 

Outcomes of interventions for FMP
 

Perspectives of FMP on helpful and 
unhelpful elements of interventions for  

FMP (RQ 4)

Effectiveness of practice and program 
elements of interventions for FMP (RQ 5)

Figure 1. Conceptual model of this thesis
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1Thesis structure

Chapter 2 begins with a description of the development and interrater reliability of 

the Taxonomy of interventions targeting FMP (TIFMP), an instrument to identify, in a 

systematic way, the content of interventions for FMP. In Chapter 3 we present the results 

of a study to identify similarities and differences in common elements (e.g., elements 

present in more than five of the eight interventions) and intervention-specific elements 

(e.g., elements present in fewer than five of the eight interventions) of interventions 

for FMP, using the TIFMP. In Chapter 4 we identify the practice and program elements 

that are provided within daily practice. In Chapter 5 we explore the views of parents and 

adolescents regarding which aspects of interventions for FMP they find important. In 

Chapter 6 we discuss the results of a study on the effectiveness of (combinations of) 

practice and program elements for FMP and subgroups within FMP. Finally, in Chapter 7 

we draw some conclusions concerning the main findings, and discuss them in a broader 

context. We also address the strengths and limitations of this study and discuss its 

implications for research, practice, policy, and education. 
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Abstract

Information is scarce on the distinct techniques delivered by the practitioner to 

promote positive outcomes (practice elements) and aspects of the intervention design 

and service delivery system (program elements) that make part of interventions for 

families with multiple problems (FMP). The aim of this study was to (1) develop a 

taxonomy to identify practice and program elements of interventions targeting FMP 

and (2) examine the interrater reliability of this taxonomy. The development procedure 

of the taxonomy consisted of five steps, in which different data sources were used 

(e.g., existing taxonomies, national guidelines for FMP, intervention manuals and 

field experts) to ensure the comprehensiveness of the taxonomy. The Taxonomy of 

interventions for families with multiple problems (TIFMP) was developed and tested 

on eight FMP interventions that had at least moderate effect sizes (> 0.5) in the Dutch 

context. It consisted of 53 practice elements in eight main categories (e.g., working 

on behavioral change and relieve tasks) and six program elements (e.g., duration 

and intensity). Raters had an average agreement for practice elements of 84.9%, 

ranging from 73.6% to 90.6% for the eight FMP interventions. A wide range of FMP 

interventions can be described reliably with the TIFMP that comprises practice and 

program elements of interventions. Using this taxonomy can provide more insight 

into the actual content of interventions and enables optimisation of care for FMP.
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Introduction

Families with multiple problems (FMP), also defined as multiproblem families or 

multistressed families, face multiple, severe, chronic and intertwined problems in 

different areas of life [1, 2, 3]. Situations FMP are confronted with include financial 

problems, psychiatric problems, parenting problems, relationship problems, health 

problems, social network problems and problems in the domain of justice [4]. 

Furthermore, these families are characterized as difficult to engage in care. The 

problems faced by FMP have serious consequences for their health, quality of life and 

participation in society [4]. In our study, the definition of FMP is based on the definition 

of Ghesquière [5, p. 42]. We define a FMP as a family in which at least one parent and 

one child are facing chronic complex socio-economical and psychosocial problems. 

The wide range of problems of FMP has led to various interventions targeting diverse 

problems which makes it hard to compare their outcomes. Nowadays, although some 

interventions targeting FMP, like systemic family therapies (e.g., Multidimensional Family 

Therapy [MDFT] and Multisystemic Therapy [MST]) have been proved effective [6, 7, 

8], information is lacking as to which elements are part of the intervention and which 

elements lead to the desired outcomes [9]. This lack of knowledge forces practitioners 

to choose an intervention for the needs of FMP without knowing the content of the 

intervention [10, 11]. Furthermore, this lack of knowledge hinders the interpretation and 

comparison of outcomes of interventions targeting FMP and calls for research on the 

elements that may contribute to outcomes. 

Identifying practice and program elements [9, 12, 13] is a promising way to obtain 

more detailed knowledge on the interventions targeting FMP. Practice elements are 

distinct techniques (e.g., modelling, social skills training) delivered by the practitioner 

to promote positive outcomes [11]. Program elements are aspects of the intervention 

design and service delivery system that might impact the results, for example 24 h 

reachability [11]. The identification of practice and program elements is a first step for 

being able to connect these elements to outcomes empirically [9, 14]. 

The use of a taxonomy may help to delineate and to identify practice and program 

elements of interventions targeting FMP, but until now, existing taxonomies are not 

able to fully capture the wide range of elements of these interventions. A taxonomy 

is a classification system for systematically gathering information on the elements of 

interventions [15]. The use of a taxonomy is fairly new in child and youth care. A few 

taxonomies have been developed, but these have several limitations when using to identify 

practice and program elements of interventions targeting FMP. First, these taxonomies 
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are focusing on individual treatments targeting specific behavioral or emotional problems 

such as disruptive behavior disorders [16, 17], anxiety [16], and depression [16], whereas 

families with multiple problems have combinations of problems in different domains 

including financial and parenting problems [11]. The two taxonomies targeting this wider 

range of problems only cover practice elements, and only of two interventions targeting 

FMP [18, 19]. A second limitation of the existing taxonomies is that they mainly focus on 

identifying practice elements without taking the program elements into account [18, 19, 

20, 21]. Program elements provide a clear frame in which practice elements are carried 

out, making it highly needed to take them into account, especially for FMP [11, 22]. Third, 

information about the interrater reliability of these taxonomies is generally missing, 

which is needed to address the potential for varied measuring techniques between 

practitioners [23]. To date there is no comprehensive taxonomy with which practice and 

program elements of a wide range of interventions targeting FMP can be fully identified. 

Therefore the aim of this study is (1) to develop a taxonomy to identify practice and 

program elements of a wide range of interventions targeting FMP and (2) examine the 

interrater reliability of this taxonomy.

Methods

We constructed the Taxonomy of interventions for families with multiple problems 

(TIFMP) using a content analysis methodology [24] based on the methodology of 

Garland et al. [17] and Chorpita et al. [13]. This methodology required the development 

of an analysis matrix, open coding, grouping, categorization and abstraction [24]. 

Therefore, we first developed a draft version of the TIFMP (analysis matrix). Second 

we assessed manuals of interventions targeting FMP (open coding), third we performed 

a field consultation (open coding), fourth we developed a final version of the TIFMP 

(grouping, categorization and abstraction) and finally we assessed the interrater 

reliability of the TIFMP. The five steps that were taken are shown in Figure 1; each step 

will be further described below. 

 

Step 1: 
Development 

of a draft 
version of the 

TIFMP

Step 2: 
Assessment 

of 
intervention 

manuals

Step 3: 
Field 

consultation

Step 4:
Final version 
of the TIFMP

Step 5:
Analysis of 

the interrater 
reliability: 

Figure 1. Development procedure of the Taxonomy of interventions for families with multiple 

problems (TIFMP)
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Step 1: development of a draft version of the TIFMP 

We first developed a draft version of the TIFMP based on the main categories and 

the identified practice elements of two existing Dutch taxonomies regarding FMP: the 

Knowledge and Insight into Primary Processes list of care activities (KIPP-list), and the 

workers form for recording family techniques (FFT) [18, 19]. The KIPP-list was developed 

for the intervention 10 for the Future as a taxonomy to support family coaches in 

systematically reporting care activities conducted as part of that intervention. The KIPP-

list was based on the components of 10 for the Future, and on the findings of a review of 

similar instruments used in the Netherlands and of a practitioner survey [18]. The KIPP-

list eventually consisted of 55 care activities. FFT was developed for the intervention 

Families First, as a taxonomy, which enables to check if the intervention was carried 

out as intended. FFT was based on the components of Families First, and consisted 

of 37 care activities [19]. Second, we identified practice elements from taxonomies 

in child and youth care used in international research and practice [20, 21] and from 

national guidelines established for FMP [25]. From the aforementioned taxonomies 

and documents, we first included practice elements that met the following definition: 

“Distinct techniques delivered by the practitioner to promote positive outcomes” [11, 

p.247]. Second, we eliminated practice elements that:

• Were tools by which a practice element could be carried out (e.g., “asking the 

exceptional question” or “using a flow chart”); 

• Were part of another practice element (e.g., “exploring exceptions in order to 

formulate goals” or “enactment in order to promote communication between 

family members”). 

All the included practice elements were put into main categories based on the main 

categories of the two existing taxonomies that we started with [18, 19]. 

Step 2: assessment of intervention manuals 

Next, we systematically assessed manuals of interventions targeting FMP in order to 

complement the draft version of the TIFMP with relevant practice elements. A systematic 

review on 30 interventions targeting FMP showed eight of these interventions to 

have at least moderate (> 0.5) effect sizes in the Dutch context on domains such as 

problem behavior of the child and/or parenting stress [26]. More detailed information 

on research designs of these intervention studies and outcome measures can be found 

in Evenboer et al. [26]. The selected interventions were: Multisystemic Therapy (MST), 

Multidimensional Family Therapy (MDFT), Intensive Family Treatment (IFT), Families 

First (FF) and Family Central (FC), Parent Management Training Oregon (PMTO), Triple 

P 4–5 and 10 for the Future (10FtF) [26]. Therefore, the intervention manuals of these 
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interventions were assessed. Background information on the eight interventions is 

shown in Table 1. The first author and a research assistant independently assessed 

the manuals using the draft version of the TIFMP (step 1). During this assessment, 

we searched the intervention manuals for practice elements that were part of the 

intervention manuals but were not yet part of the draft version of the TIFMP. Practice 

elements were added to the draft version of the TIFMP if they met the definition as 

mentioned in step 1. 

Table 1. Background information on the eight selected interventions

Intervention Duration Aim of the intervention, target group, focus of the 

intervention and theory of change

Parent 

Management 

Training Oregon 

(PMTO)

5 months PMTO aims to provide parents with more systematic and 

effective parenting strategies to enhance their relationships 

with their children and reduce the number of conflicts. 

The target group is parents with children between 4 and 12 

years who show severe externalizing problem behavior in 

combination with hyperactivity. The focus of the intervention 

is to reinforce positive behavior in the parents/child(ren). The 

intervention uses the social interaction learning theory as 

theory of change.

Multisystemic 

Therapy (MST)

3 to 5 

months

MST aims to provide intensive treatment in a home-based 

situation to prevent out of home placement. The target 

group is children from 12 to 18 years with severe antisocial/

border-crossing behavior, and their parents. Problems could 

occur in multiple life domains and could lead to out of home 

placement of the child. The intervention focuses on the child, 

family, friends, school and peers. This intervention uses the 

social ecological theory of Bronfenbrenner as theory of 

change. 

Multidimensional 

Family Therapy 

(MDFT)

3 to 7 

months

MDFT aims to reduce criminal and addictive behavior and 

related behavioral and emotional problems of the child, to 

enhance communication within the family, and to increase 

the social cohesion. The target group is youth from 12 to 19 

years with multiple problem behavior like delinquency and/

or addiction, complemented by school truancy. At least one 

parent should join the therapy. The intervention focuses on 

the child and his family and peers. It uses the social ecological 

theory of Bronfenbrenner as theory of change. 



Development of the taxonomy   |   27

2

Table 1. Continued

Intervention Duration Aim of the intervention, target group, focus of the 

intervention and theory of change

Intensive Family 

Treatment (IFT)

5 to 7 

months

IFT aims to reduce children’s problem behavior and parental 

stress, and to increase parenting skills and activate the 

social network of the family. The target group is families 

with children between 0 and 23 years with multiple and 

complex problems in different life domains. These families 

can be stubborn and difficult for the therapist to reach. The 

intervention focuses on preventing out of home placement 

or reunification. The intervention uses goal-driven work as 

theory of change. 

Families First (FF) 1 month FF aims to reduce the problem behavior of the child and 

strengthen the competencies of the family, thereby reducing 

parenting stress, increasing parenting skills and activating the 

social network of the family. The target group is families in an 

acute crisis, serious enough to risk of out of home placement 

of the child. The focus is on managing the crisis and assuring 

the safety of the family members. The intervention uses the 

competence model as theory of change.

Family Central (FC) 6 to 12 

months

FC aims to enhance communication between family members 

and collaboration between parents, thereby reducing 

behavioral problems of the child(ren) and activating the social 

network of the family. The target group is youth between 

0 and 18 years, and their family, who could have serious 

parenting problems and developmental problems. These 

families can be stubborn and difficult for the therapist to 

reach. The focus is on the accumulation of problems and 

trying to find balance in the various domains of life. The 

intervention uses the competence model, goal-driven working 

and working according to a system approach as theories of 

change. 

10 for the Future 

(10FtF)

12 months 10 for the Future aims to provide assistance on ten 

different areas of life: household work, education, self-care, 

development of the child, enhancing the social network, 

finance, parenting skills, daily routine, psychosocial and 

addiction problems and coordination of care. The target group 

is families with complicated and multiple problems in different 

life domains, with a risk of out of home placement of the child. 

The focus is on a safe environment for the child(ren) and 

parent(s). The intervention uses goal-driven working as theory 

of change. 
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Table 1. Continued

Intervention Duration Aim of the intervention, target group, focus of the 

intervention and theory of change

Triple P 4-5 2 to 2.5 

months

Triple P aims to prevent children from having serious 

behavioral and emotional problems by enhancing parental 

competencies. The target group of Triple P 4 is parents who 

have children with severe behavioral problems and are in need 

of a targeted training in parenting skills. The target group 

of Triple P 5 is families with multiple behavioral problems 

combined with other family related problems. Level 5 is 

deployed when no or insufficient improvement is seen in the 

behavior of the child after level 4 because parenting problems 

are linked with other problems (e.g., depression, stress or 

relational problems). The intervention uses the social learning 

theory, the theory of behavioral change and the social 

information theory as theories of change. 

Step 3: consultation of intervention experts 

Third, during a field consultation the first author and a coauthor (J.W.V) discussed 

the comprehensiveness of the draft version of the TIFMP (step 2) with 18 regional 

intervention experts, two per intervention at least. These persons were selected by the 

national intervention experts based on their experience with carrying out one of the 

eight interventions. This field consultation was aimed at reaching consensus on the list 

of practice elements that were found in the intervention manuals (step 2). In addition, 

the intervention experts were consulted about program elements that they thought to 

be needed as part of the intervention concerned but were missing in the draft version 

of the TIFMP. Program elements were included in the TIFMP when they were part of the 

intervention manuals and were mentioned by the intervention expert as an important 

element of the intervention they represented. Missing practice elements were included 

when they met the definition as mentioned in step 1. 

Step 4: development of the final version of the TIFMP 

In step 4, the first author and three coauthors (J.W.V., J.K.D., K.E.) developed the final 

version of the TIFMP, by categorizing all practice and program elements identified in 

the previous steps. First, we grouped the identified practice and program elements in 

main categories, based on main categories defined in step 1 [18, 19]. When we were not 

able to categorize a practice or program element in an existing main category, a new 

main category was made (e.g., a category for practice elements regarding learning 

parenting skills). 
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Step 5: analysis of the interrater reliability regarding the practice elements of 

the final version of the TIFMP 

Finally, we assessed the interrater reliability of the final version of the TIFMP. The first 

author (MSc Interdisciplinary Social Sciences) and a research assistant (MSc Pedagogy 

and Educational Sciences) independently assessed the intervention manuals of the 

eight selected interventions on practice elements (see step 2). During this assessment 

we rated every practice element as being part or not of the intervention manual. The 

interrater reliability was assessed by calculating the percentages of agreement overall 

and per intervention. This was the most appropriate measure for interrater reliability, 

as the base rates of scores in each category were low [27]. Agreement was considered 

to be sufficient if the percentage of agreement was between 80% and 100%.

Results

The final version of the TIFMP consisted of eight main categories comprising 53 practice 

elements and one category with six program elements of interventions targeting FMP 

(Table 2). 

Practice elements of interventions targeting FMP 

The 53 practice elements could be thematically divided into eight main categories, as 

listed in Table 2. The main categories were: 

a) Assessment of problems. This category involves practice elements that aim to collect 

and structure information about the family and the problems they experience. An 

example of a practice element in this category is ‘’analysis of competencies.” 

b) Planning and evaluation. This category involves practice elements that aim to 

translate problems of the family in goals and practice elements involving the 

evaluation of these goals. An example of a practice element in this category is 

“designing the treatment plan.” 

c) Working on change. This category involves practice elements that aim to realize 

change. An example of a practice element in this category is “working on 

communication and interaction.” 

d) Learning parenting skills. This category involves practice elements that aim to 

strengthen parenting skills. An example of a practice element in this category is 

“learning to set rules.” 

e) Helping with concrete needs. This category involves practice elements that aim 

to ease the burden of practical tasks. An example of a practice element in this 

category is “helping with financial tasks.” 
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f) Activating the social network. This category involves practice elements that aim 

to engage the social network around the family to help and support the family. An 

example of a practice element in this category is “mobilizing and expanding the 

social network.” 

g) Activating the professional network. This category involves practice elements that 

aim to adapt goals, appointments and procedures with other practitioners working 

with the family. An example of a practice element in this category is “collaborating 

with other professionals who are working with the family.” 

h) Maintaining the practitioner-client collaboration. This category involves practice 

elements that aim to maintain and promote the collaboration between the 

practitioner and the client. An example of a practice element in this category is 

“talking about expectations.” 

Program elements of interventions targeting FMP 

The TIFMP consisted of six program elements of interventions targeting FMP: duration 

and intensity of the intervention, supervision (e.g., discussing the family with a 

supervisor during an organized meeting), intervision (e.g., discussing the family with 

colleagues during an organized meeting), consultation (e.g., discussing the family with 

an independent expert during an organized meeting) and 24-h reachability. 

Table 2. Practice and program elements of the final version of the Taxonomy of interventions for 

families with multiple problems (TIFMP)

Practice elements Step in which the 

element has been 

identified*

A) Assessment of problems

Discussing the guiding question 1

Analysis of competencies 1

Analysis of network 1

Analysis of safety 1

Analysis of the family system 1

Analysis of leisure time 1

Analysis of school functioning 1

Analysis of daily routine 1

Analysis of individual problems 3

Using homework assignments to observe and register behavior 1

Using questionnaires 1

Discussing the results from questionnaires 1

Problem assessment 3
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Table 2. Continued

Practice elements Step in which the 

element has been 

identified*

B) Planning and evaluation

Designing the treatment plan 1

Designing working points or (behavioral) agreements 3

Evaluating working points or (behavioral) agreements 3

Evaluating the treatment plan 3

C) Working on change

Working on recognizing, avoiding and coping with situations eliciting 

problem behavior, and help with removing these causes

1

Working on thoughts 1

Working on emotions 1

Working on desired behavior 1

Working on undesired behavior 1

Working on communication and interaction 1

Working on authority relationships 1

Working on the daily routine 2

Working on safety 2

Working on generalization 3

D) Learning parenting skills

Learning to apply reinforcements and positive consequences 1

Learning to apply mild punishments and negative consequences 1

Learning to monitor the child 2

Learning to show commitment to the child 2

Learning to handle conflicts 3

Learning to set rules 2

Learning to be responsive 3

Learning to perform social skills 3

Learning to collaborate 3

E) Helping with concrete needs

Selfcare 3

Administration and financial control 1

Having contact with school and/or other authorities 1

Housekeeping 1

F) Activating the social network

Mobilizing and expanding social support 1

Maintaining the social network 1

Stimulating leisure time 1
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Table 2. Continued

Practice elements Step in which the 

element has been 

identified*

G) Activating the professional network

Collaborating with other professionals and/or organizations working with the 

family

1

Coordinating the approach with other professionals and/or organizations 

working with the family

1

Referring to other organizations or authorities 1

Organizing respite care 3

H) Maintaining the practitioner-client collaboration

Talking about expectations 3

Talking about resistance to care 3

Working on the motivation 1

Offering emotional support 3

Working on the quality of the relationship 3

Evaluating the quality of the relationship 3

Program elements

Duration 3

Intensity 3

Supervision 3

Intervision 3

Consultation 3

24 h reachability 3

*Step 1, draft version of the TIFMP; step 2, assessment of intervention manuals; step 3, field 

consultation. 

Interrater reliability of the practice elements of the TIFMP 

Reliability of the identification of the 53 practice elements in the intervention manuals 

was tested. Agreement occurred when both researchers identified the practice element 

or when both researchers did not identify the practice element. Disagreement occurred 

when one researcher identified a practice element in the intervention manual while the 

other researcher did not identify this practice element. The overall mean agreement 

was 84.9%, ranging from 73.6% to 90.6% for the eight different interventions (Table 3). 

Only FC and MDFT had interrater agreements slightly below sufficient (77.4% for FF and 

73.6% for MDFT) while the other six interventions had sufficient interrater agreements. 
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Table 3. Reliability of the Taxonomy of interventions for families with multiple problems (TIFMP): 

Percentages of agreement per intervention

Intervention % agreement

Parent Management Training Oregon (PMTO) 84.9%

Multisystemic Therapy (MST) 84.9%

Multidimensional Family Therapy (MDFT) 73.6%

Intensive Family Therapy (IFT) 90.6%

Families First (FF) 77.4%

Family Central (FC) 90.6%

10 for the Future (10FtF) 84.9%

Triple P 4-5 88.7%

Discussion 

The aim of our study was (1) to develop a taxonomy to identify practice and program 

elements of a wide range of interventions targeting FMP and (2) examine the interrater 

reliability of this taxonomy. Our study showed that we could describe a wide range of 

interventions targeting FMP with a taxonomy comprising 53 practice elements falling 

in eight main categories, and six program elements. Raters had an average agreement 

of 84.9%, ranging from 73.6% to 90.6% for eight interventions targeting FMP. 

Compared to the practice and program elements of existing taxonomies in child and 

youth care, the TIFMP includes more categories in order to identify the wider range 

of problems of FMP. Existing taxonomies of Garland et al. [17] and Chorpita et al. [13] 

have a narrower focus on practice elements regarding the individual treatment of 

specific disorders. In comparison with our taxonomy for FMP, these taxonomies mainly 

comprise elements of our categories ‘working on behavioral change’ and ‘learning 

parenting skills’, for example ‘principles of positive reinforcement’ [17] or ‘parent praise’ 

[13]. Because of the wider range of problems of FMP, our taxonomy also includes main 

categories of practice elements that aim to ease the burden of tasks, to activate the 

social and professional network around the family, and to maintain the practitioner-

client collaboration. 

Our study showed that the included interventions targeting FMP covered mostly the 

same practice elements, indicating that these interventions share similar contents. This 

finding aligns with the concept of “treatment families”, introduced by Southam-Gerow 

and Prinstein [28], meaning that interventions could be organized in treatment groups 

that share mechanisms of change while using different brand names. Differences in 
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program elements, for example the duration of the interventions, were relatively larger, 

underscoring the importance of including program elements in a taxonomy for FMP. This 

importance of including program elements is further supported by the finding that the 

intensity and the duration of intensive home visiting interventions, the frequency and 

quality of intervision and supervision and the 24-hours reachability of the practitioner 

contribute to the effectiveness of interventions targeting FMP [11, 29, 30]. These program 

elements provide a framework for applying practice elements and should thus be 

accounted for when identifying the content of interventions targeting FMP. 

The mean interrater reliability of the TIFMP across the eight interventions was 84.9%, 

indicating that practice elements of interventions for FMP can be reliably distilled from 

the intervention manuals with the TIFMP. Previous studies which applied taxonomies 

to intervention manuals found a comparable agreement, ranging from 85% to 95% 

[31, 32]. However, these taxonomies focused on behavioral change and support for 

smoking cessation. This regarded a considerably smaller number of practice elements, 

probably automatically leading to a somewhat stronger agreement. The good interrater 

reliability of the TIFMP calls for an assessment of its interrater reliability in routine 

practice as a next step.

Strengths and limitations 

A major strength of this study is our use of a reproducible empirical development 

procedure consisting of different steps and data sources. We developed the taxonomy 

based on existing taxonomies in child and youth care as used in international research 

and practice, national guidelines established for FMP, intervention manuals and a 

field consultation to verify the comprehensiveness of the taxonomy. Moreover, we 

consulted two intervention experts from each intervention during the field consultation, 

strengthening the content validity of the TIFMP.

Another strength is the use of several internationally applied interventions - MDFT, 

MST, PMTO and Triple P 4 – which increases the generalizability of our TIFMP for 

other countries: these interventions are documented as “well supported by research 

evidence” according to, for example, the CA Clearinghouse of Evidence Based Practice 

(http://www.cebc4cw.org/). 

A limitation of this study might be the use of only eight interventions targeting FMP, 

potentially leading to the missing of important elements of interventions targeting 

FMP. However, the range of interventions as included is representative for FMP, widely 

applied in the Dutch context and were shown to be the most effective interventions 

for FMP in this Dutch context (i.e., having at least moderate effect sizes (> 0.5)) [26]. 
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A second limitation regards the assessment of the reliability of the TIFMP, which now 

only relies on a limited number of assessors. Further research on the interrater reliability 

of this taxonomy is warranted, on more pairs of raters and on using this taxonomy in 

daily practice [33]. 

Implications 

The findings of our study have implications for policy makers, practitioners and 

researchers related to FMP. First, the TIFMP enables them to reliably unravel the practice 

and program elements of interventions targeting FMP. This structured collection of 

information may yield more insight in the actual content of interventions targeting 

FMP and into their similarities and differences (i.e., common and intervention-specific 

elements). This insight can be helpful for policy makers to better assess the value of 

different existing and new interventions targeting FMP based on their content.

For practitioners, the use of the TIFMP may help to reflect on the care as provided and 

improve its tailoring to the clients’ needs [18, 34]. This may for example regard the 

sequencing of applied practice elements (e.g., activities to improve communication 

skills of the family) or program elements such as the duration and the intensity of the 

intervention. In this way, reflection on the applied practice and program elements can 

help to improve the personalized quality of care for FMP [35]. 

For researchers, using the TIFMP to identify practice and program elements in the care 

for FMP is an important first step towards the identification of effective elements for 

FMP. Future research should focus on the identification of effective elements for FMP 

by structurally gathering information about the effects of applied practice and program 

elements in practice. 

Although our findings show that the TIFMP can be used to identify practice and program 

elements of a wide range of interventions for FMP, further research is needed on the 

feasibility and interrater reliability of this instrument in daily practice. Future studies 

should also address the added value of different taxonomies in child and youth care. 

Even though, our study has shown that a taxonomy of interventions for FMP should 

include a wider range of categories than existing taxonomies for child and youth care, 

further research is needed to examine if, and how, different taxonomies in the care for 

youth could be combined in one feasible taxonomy for identifying practice and program 

elements of all interventions within child and youth care. 
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Conclusion 

We found that the practice and program elements of a wide range of FMP interventions 

can be described reliably with the TIFMP. Using this taxonomy can provide more insight 

into the actual content of interventions and is a first step towards more knowledge 

about the practice and program elements of interventions for FMP which can contribute 

to research on the effectiveness of these elements for FMP.
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Abstract 

For families with multiple problems (FMP), knowledge is lacking on the practice 

elements of interventions (the distinct techniques practitioners use to promote 

positive outcomes) and their program elements (intervention design and delivery 

systems). The aim of this study is to identify both common and specific practice and 

program elements so as to determine contents and overlap between interventions. 

For FMP, we selected interventions that had at least moderate (>0.5) effect sizes 

in the Dutch context (n = 8). A deductive content analysis was used to assess the 

manuals of these interventions with the Taxonomy of interventions for FMP. We 

defined as common those elements found in at least five of the eight interventions 

and as specific those found in fewer than five. Of the practice elements, 79% were 

common across the interventions, and 21% were intervention-specific. Interventions 

with the highest percentages of intervention-specific elements derived from the 

taxonomy were 10 for the Future (15%), Family Central (14%), Intensive Family Therapy 

(14%), and Multisystemic therapy (11%). Core program elements: duration, intensity, 

intervision, supervision, and consultation, varied greatly between interventions. 

Among interventions for FMP, we found practice elements to have considerable 

overlap. Among program elements, we found greater variety. 
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Introduction

Families with multiple problems (FMP), also defined as multiproblem families or 

multistressed families, face complex and intertwined problems in different areas of life, 

such as parenting problems, psychosocial problems, health problems, social network 

problems, and problems in the domains of justice [1, 2, 3]. As the problems of FMP are 

often intergenerational, children raised in these families are at great risk of developing 

behavioural and emotional problems [4]. Furthermore, most FMP are multi users of 

care [5]. To reduce the problems of FMP and the consequences of those problems, 

various interventions have been developed, aimed mainly at improving parenting 

skills, reducing problem behaviour and preventing out of home placement of the child 

[6]. Well-known examples of such interventions are Multisystemic Therapy (MST) and 

Multidimensional Family Therapy (MDFT; 7, 8]. 

However, in spite of increasing evidence of the effectiveness of interventions 

targeting FMP, detailed information on their contents is lacking [9]. This makes it 

difficult to interpret and compare outcomes of studies on interventions for FMP. 

Practitioners have to choose from among interventions the one best suited to the 

specific needs of an FMP but without having clear guidance as to their content 

[10, 11]. Questions also arise about the overlap between interventions for FMP, and 

whether or not, it is necessary to choose between interventions, considering their 

possible redundancy. 

An overview of similarities and differences between interventions for FMP is 

needed. In the broader field of child and youth care, several studies have already 

shown that although most of the interventions have different labels, their content 

is actually the same [11, 12, 13, 14]. For example, one of these studies concluded that 

17 different “Family Preservation Interventions” did not differ in their content or 

target group [14]. Another study on 91 interventions for children and adolescents 

with behavioural and emotional problems also indicated that these interventions 

have substantially overlapping content, with the greatest overlap within the main 

category “family support” [12]. 

One way to gain more insight into the content of interventions for FMP is to identify their 

practice and program elements [15, 16, 17]. Practice elements concern the content of an 

intervention, as they are distinct techniques (e.g., modelling, social skills training) applied 

by the practitioner to promote positive outcomes. Program elements are aspects of 

the intervention format or the service delivery system, that might affect the results, for 

example, 24-hr reachability [11]. Identification of these practice and program elements 
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may provide insight into similarities (common elements) and differences (intervention-

specific elements) between interventions for FMP and improve our understanding of 

what works for whom [6], thereby enhancing tailoring of interventions to the specific 

needs of families [13, 18, 19, 20]. The aim of this study is therefore to identify practice 

and program elements of interventions for FMP in order to determine contents of 

interventions and overlap between them.

Methods

To identify practice and program elements of interventions, we assessed manuals of 

interventions targeting FMP. 

Selection of interventions 

We selected interventions based on a systematic review of the literature on 30 

interventions targeting FMP [6]. We searched for interventions, which had at least a 

moderate effect size of 0.5 in the Dutch context on domains such as problem behaviour 

of the child and/or parenting stress. This resulted in the selection of eight interventions: 

MST, MDFT, Intensive Family Treatment (IFT), Families First (FF), Family Central (FC), 

Parent Management Training Oregon (PMTO), 10 for the Future (10Ftf), and Triple P 4–5.

Measures and procedures 

We assessed all eight intervention manuals to identify practice and program elements 

by using the Taxonomy of interventions for FMP (TIFMP). This taxonomy is a reliable 

instrument to identify practice and program elements of a wide range of interventions 

for FMP [21]. It consists of 53 practice elements, divided into eight main categories. 

a) Assessment of problems (e.g., analysis of competencies) 

b) Planning and evaluation (e.g., designing the treatment plan) 

c) Working on change (e.g., working on communication and interaction) 

d) Learning parenting skills (e.g., learning to set rules) 

e) Helping with concrete needs (e.g., helping with financial tasks) 

f) Activating the social network (e.g., mobilizing and expanding the social network) 

g) Activating the professional network (e.g., coordinating the approach with other 

professionals and/or organizations working with the family) 

h) Maintaining practitioner-client collaboration (e.g., talking about expectations). 

Furthermore, the taxonomy consists of six program elements: duration and intensity 

of the intervention, supervision (discussing the family with a supervisor during an 
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organized meeting), intervision (discussing the family with colleagues during an 

organized meeting), consultation (discussing the family with an independent expert 

during an organized meeting), and 24-hr reachability. 

Assessment of the intervention manuals by means of the TIFMP involved a deductive 

content analysis [22]. This required the use of a structured data matrix (the TIFMP) and 

using this taxonomy to review the manuals for intervention elements and label each 

element. During this assessment, the first author and a research assistant independently 

assessed the intervention manuals of the eight selected interventions, using the TIFMP. 

For each practice element of the taxonomy, we first assessed whether it occurred 

in the intervention manual. Second, we searched the manual for additional practice 

elements that had not yet been identified, for example because they did not match the 

terminology of the taxonomy. Third, we searched the manual for explicit information 

about each program element. After each assessment, each separate assessor produced 

a preliminary list of identified practice and program elements. Next, the two assessors 

compared their lists. In cases of disagreement, the intervention manuals were assessed 

again to reach consensus on the practice and program elements. For each intervention, 

this resulted in one list of included elements.

Analysis and reporting 

First, we described the characteristics of the included interventions (i.e., duration, 

the aim, the target group, the focus, and theory of change). Second, we assessed 

the practice elements (present or not) of the interventions. To identify common and 

intervention-specific practice elements, we defined practice elements as common if 

they were found in at least five of the eight interventions and as intervention-specific 

if they were found in fewer than five of the eight interventions. Third, we described 

the program elements.

Results

Characteristics of the included interventions 

All interventions target families that at least face severe parenting problems and/or 

have multiple and complex problems in different life domains. The interventions mainly 

aim to improve parenting skills, reduce problem behaviour of the child, and prevent an 

out of home placement of the child. The ages of the group targeted by the interventions 

vary, for children from 0 to 23 years. Furthermore, the interventions vary in duration 

from 1 (FF) to 12 months or longer (10Ftf). More detailed background information on 

the eight interventions is shown in Table 1.
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Table 1. Background information on the eight selected interventions

Intervention Duration Aim of the intervention, target group, focus of the 

intervention and theory of change

Parent 

Management 

Training Oregon 

(PMTO)

5 months PMTO aims to provide parents with more systematic and 

effective parenting strategies to enhance their relationships 

with their children and reduce the number of conflicts. 

The target group is parents with children between 4 and 12 

years who show severe externalizing problem behaviour in 

combination with hyperactivity. The focus of the intervention 

is to reinforce positive behaviour in the parents/child(ren). 

The intervention uses the social interaction learning theory as 

theory of change.

Multisystemic 

Therapy (MST)

3 to 5 

months

MST aims to provide intensive treatment in a home-based 

situation to prevent out of home placement. The target 

group is children from 12 to 18 years with severe antisocial/

border-crossing behaviour, and their parents. Problems could 

occur in multiple life domains and could lead to out of home 

placement of the child. The intervention focuses on the child, 

family, friends, school and peers. This intervention uses the 

social ecological theory of Bronfenbrenner as theory of 

change. 

Multidimensional 

Family Therapy 

(MDFT)

3 to 7 

months

MDFT aims to reduce criminal and addictive behaviour and 

related behavioural and emotional problems of the child, to 

enhance communication within the family, and to increase 

the social cohesion. The target group is youth from 12 to 19 

years with multiple problem behaviour like delinquency and/

or addiction, complemented by school truancy. At least one 

parent should join the therapy. The intervention focuses on 

the child and his family and peers. It uses the social ecological 

theory of Bronfenbrenner as theory of change. 

Intensive Family 

Treatment (IFT)

5 to 7 

months

IFT aims to reduce children’s problem behaviour and parental 

stress, and to increase parenting skills and activate the 

social network of the family. The target group is families 

with children between 0 and 23 years with multiple and 

complex problems in different life domains. These families 

can be stubborn and difficult for the therapist to reach. The 

intervention focuses on preventing out of home placement 

or reunification. The intervention uses goal-driven work as 

theory of change. 



Similarities and differences between interventions   |   47

3

Table 1. Continued

Intervention Duration Aim of the intervention, target group, focus of the 

intervention and theory of change

Families First (FF) 1 month FF aims to reduce the problem behaviour of the child and 

strengthen the competencies of the family, thereby reducing 

parenting stress, increasing parenting skills and activating the 

social network of the family. The target group is families in an 

acute crisis, serious enough to risk of out of home placement 

of the child. The focus is on managing the crisis and assuring 

the safety of the family members. The intervention uses the 

competence model as theory of change.

Family Central (FC) 6 to 12 

months

FC aims to enhance communication between family members 

and collaboration between parents, thereby reducing 

behavioural problems of the child(ren) and activating the social 

network of the family. The target group is youth between 0 and 

18 years, and their family, who could have serious parenting 

problems and developmental problems. These families can be 

stubborn and difficult for the therapist to reach. The focus is on 

the accumulation of problems and trying to find balance in the 

various domains of life. The intervention uses the competence 

model, goal-driven working and working according to a system 

approach as theories of change. 

10 for the Future 

(10FtF)

12 months 10 for the Future aims to provide assistance on ten different 

areas of life: household work, education, self-care, development 

of the child, enhancing the social network, finance, parenting 

skills, daily routine, psychosocial and addiction problems 

and coordination of care. The target group is families with 

complicated and multiple problems in different life domains, 

with a risk of out of home placement of the child. The focus 

is on a safe environment for the child(ren) and parent(s). The 

intervention uses goal-driven working as theory of change. 

Triple P 4-5 2 to 2.5 

months

Triple P aims to prevent children from having serious 

behavioural and emotional problems by enhancing parental 

competencies. The target group of Triple P 4 is parents who 

have children with severe behavioural problems and are in 

need of a targeted training in parenting skills. The target 

group of Triple P 5 is families with multiple behavioural 

problems combined with other family related problems. Level 

5 is deployed when no or insufficient improvement is seen 

in the behaviour of the child after level 4 because parenting 

problems are linked with other problems (e.g. depression, 

stress or relational problems). The intervention uses the social 

learning theory, the theory of behavioural change and the 

social information theory as theories of change. 
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Table 2. Practice elements of interventions for families with multiple problems (FMP)

Practice element

A) Assessment of problems

Discussing the guiding question*

Analysis of competencies*

Analysis of network*

Analysis of safety*

Analysis of the family system*

Analysis of leisure time

Analysis of school functioning*

Analysis of daily routine*

Analysis of individual problems*

Using homework assignments to observe and register behaviour*

Using questionnaires*

Discussing results from questionnaires*

Problem assessment*

B) Planning and evaluation

Designing the treatment plan*

Designing working points or (behavioural) agreements*

Evaluating working points or (behavioural) agreements*

Evaluating the treatment plan*

C) Working on change

Working on recognising, avoiding and coping with situations eliciting problem behaviour, and 

helping to remove these causes*

Working on thoughts*

Working on emotions*

Working on desired behaviour*

Working on undesired behaviour

Working on communication and interaction*

Working on authority relationships

Working on the daily routine

Working on safety*

Working on generalisation*

D) Learning parenting skills

Learning to apply reinforcements and positive consequences*

Learning to apply mild punishments and negative consequences*

Learning to monitor the child*
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10Ftf FF FC IFT MDFT MST Triple P 

4/5

PMTO

X X X X X X X X

X X X X X X X X

X X X X X X X X

X X X X X

X X X X X X X X

X X X

X X X X X

X X X X X

X X X X X X X

X X X X X X X

X X X X X X X X

X X X X X X X

X X X X X X X

X X X X X X X X

X X X X X X X X

X X X X X X X X

X X X X X X X

X X X X X X X

X X X X X X

X X X X X X X X

X X X X X X X X

X X X

X X X X X X X X

X X X

X X X X

X X X X X X

X X X X X X X X

X X X X X X X X

X X X X X X X X

X X X X X
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Table 2. Continued

Practice element

Learning to show commitment to the child*

Learning to handle conflicts*

Learning to set rules*

Learning to be responsive*

Learning to perform social skills

Learning to collaborate*

E) Helping with concrete needs

Selfcare

Administration and financial control*

Having contact with school and/or other authorities*

Housekeeping*

F) Activating the social network

Mobilizing and expanding social support*

Maintaining the social network*

Stimulating leisure time

G) Activating the professionals network

Collaborating with other professionals and/or organisations working with the family*

Coordinating the approach with other professionals and/or organisations working with the family

Referring to other organisations or authorities*

Organising respite care

H) Maintaining the practitioner-client collaboration

Talking about expectations*

Talking about resistance to care*

Working on motivation*

Offering emotional support*

Working on the quality of the relationship

Evaluating the quality of the relationship

Total number of practice elements of the TIFMP that are part of the intervention 

Total percentage of common elements* within the intervention

* Common element: a practice element present in the majority of the interventions.
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10Ftf FF FC IFT MDFT MST Triple P 

4/5

PMTO

X X X X X X

X X X X X X

X X X X X X X

X X X X X X X

X X

X X X X X X X

X

X X X X X

X X X X X

X X X X X

X X X X X X

X X X X X

X X X

X X X X X

X

X X X X X

X X X

X X X X X X X

X X X X X X

X X X X X X X X

X X X X X X X

X X X X

X X X

46 35 43 44 40 42 32 31

(39/46)

85%

(33/35)

94%

(37/43)

86%

(38/44)

86%

(37/40)

93%

(37/42)

89%

(32/32)

100%

(30/31)

97%
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Table 3. Program elements of interventions for families with multiple problems (FMP), per intervention

Program 
element

10Ftf FF FC

Duration 12 months or more 1 month 6 to 12 months

Intensity • Starting phase: on 

average three to four 

contacts per week

• Care phase: on average 

two contacts per week

• Final phase: on average 

two contacts per week

• Information phase: 

seven contacts per 

week

• Changing phase: on 

average three to five 

contacts per week 

• Final phase: on average 

two to four times a 

week 

On average one contact 

per week

Supervision Structurally individual 

supervision or 

supervision in a group 

(frequency of supervision 

not defined in the 

manual)

Individual supervision 

once every two weeks. 

Also telephone calls with 

supervisor

Individual supervision 

once every four to six 

weeks

Intervision Intervision at least once 

in a quarter

Weekly intervision Intervision (team 

coaching) once every 

two weeks led by the 

supervisor

Consultation Not part of 10Ftf Not part of FF Once every two years the 

practitioner hands in to his 

supervisor a recording of 

a treatment session. The 

supervisor gives feedback 

based on a standardised 

form. A number of 

recordings are also 

assessed by a consultant 

from the national 

knowledge center 

24-hr 

reachability 

Within the department 

of 10Ftf is a reachable 

accessibility service 

Practitioner or a 

colleague in the team is 

24-hr reachable

Not part of FC 

Abbreviations: 10FtF, 10 for the Future; FC, Family Central; FF, Families First; IFT, Intensive Family 

Treatment; MST, Multisystemic Therapy; MDFT, Multidimensional Family Therapy; PMTO, Parent 

Management Training Oregon. 
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IFT MST MDFT Triple P 4/5 PMTO

5 to 7 months 3 to 5 months 3 to 7 months 2 to 2.5 

months

5 months

• Starting phase: 

on average two 

contacts per week 

• Changing phase: 

on average two 

contacts per week

• Final phase: on 

average one 

contact per week 

On average three 

contacts per week

On average two 

to three contacts 

per week

On average 

one contact 

per week

On average 

one contact 

per week

Supervision with a 

minimum of once 

every two weeks 

(individual or in a 

group)

Weekly supervision in 

a small group, based 

on the progress report

Live supervision, 

supervision via 

recordings, and 

self-supervision. 

In the first two 

years every week. 

Thereafter, once 

every two weeks

Not part of 

Triple P 4-5

At least 

20 times 

supervision of 

two hours per 

session

Supervision at least 

once every two 

weeks (individual) 

or intervision (in a 

group)

Not part of MST Not part of MDFT At least four 

supervision 

meetings in 

the first year 

after the 

training

Treatment 

sessions 

recorded to be 

reflected on 

with colleagues 

(intervision)

Not part of IFT After each group 

supervision session 

the supervisor calls 

with a consultant 

of the national 

knowledge centre 

about the progress 

reports. Consultant 

comments on 

these reports and 

the comments are 

discussed

Not part of MDFT Not part of 

Triple P 4-5

Not part of 

PMTO

Practitioners 

ensure structural 

reachability. 24-hr 

reachability is not 

part of IFT

Practitioner or 

colleague in the team 

is 24-hr reachable

Practitioner 

can be 24-hr 

reachable if 

needed

Not part of 

Triple P 4-5

Not part of 

PMTO
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Common and intervention-specific practice elements 

We found that 79% of the practice elements of the TIFMP were common, in that 

they were present in the majority of the interventions (at least five of the eight), 

whereas 21% of the practice elements were intervention-specific. The proportions of 

common elements per intervention ranged from 85% to 100%. Common practice 

elements appeared in particular in the categories ‘assessment of problems,’ ‘planning 

and evaluation,’ ‘working on change,’ ‘learning parenting skills,’ and ‘maintaining the 

practitioner-client collaboration.’ Intervention-specific practice elements appeared 

mainly in the three categories: ‘helping with concrete needs,’ ‘activating the social 

network,’ and ‘activating the professional network.’

Interventions containing the highest percentages of specific elements were 10Ftf 

(15%), FC (14%), IFT (14%), and MST (11%). The remaining four interventions had fewer 

intervention-specific practice elements, with PMTO (3%) and Triple P 4–5 (0%) having 

the least. This means that 10Ftf, FC, IFT, and MST, in addition to sharing common practice 

elements, also focus on specific issues like helping with concrete needs and activation 

of the social and professional network around FMP. Table 2 provides an overview of 

the common and intervention-specific practice elements of the eight interventions.

Program elements of interventions targeting FMP 

Regarding program elements, we found that these elements varied greatly between 

interventions. For example, the duration of the interventions varied between 1 month 

(FF) and 1 year or longer (10Ftf). Regarding intensity, the number of contacts between 

the professional and the client also varied between one contact per day (FF) to a 

mean of two or three contacts per week (IFT, MDFT, MST). Supervision and intervision 

were part of almost all interventions, except Triple P 4–5 and MDFT, respectively. The 

organization and the compulsory nature of supervision (discussing the family with a 

supervisor during an organized meeting) and intervision (discussing the family with 

colleagues during an organized meeting) differed between interventions. Furthermore, 

we found consultation (discussing the family with an independent expert during an 

organized meeting) to be included in one intervention (MST). Finally, we found that 

24-hr reachability (either by the practitioner, a colleague in the team, or an accessibility 

service within the department) was included in 10Ftf, FF, MST, and MDFT; 24-hr 

reachability was not included in FC, IFT, Triple P 4–5, and PMTO. A detailed overview of 

program elements per intervention is shown in Table 3.
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Discussion

The aim of this study was to identify practice and program elements of interventions 

targeting FMP in order to reveal contents and overlap between interventions. We 

found that the eight interventions for FMP have considerable overlap of 79% in 

practice elements (common elements). This corresponds with previous studies 

examining overlap between interventions in child and youth care [11, 12, 14]. However, 

four interventions (10FtF, FC, IFT, and MST) contained a higher percentage of specific 

elements and a relatively greater variety of practice elements. Between the different 

interventions, we also found substantial variation in program elements. For example, 

duration varied between 1 month and a year or longer, and in some interventions, 

intervision, supervision, and consultation were not compulsory elements. 

The findings of our study contribute to existing knowledge by unravelling not only 

the common elements of interventions but also their intervention-specific elements. 

With regard to practice elements, our study showed that four interventions for FMP 

contained a more unique and varying set of practice elements. These four: 10Ftf, FC, 

IFT, and MST, unlike the other four interventions, focus on a broader range of problems 

(including elements regarding helping with concrete needs, as well as the social and 

professional network). The comprehensive nature of this set of elements may be 

explained by the broader focus of these interventions, which also address the context 

of the family: school, social network, and peers. By contrast, other interventions like 

PMTO and Triple P 4–5 focus more on the family system and less on broader social 

networks [6]. The comprehensiveness of the elements of 10Ftf, FC, IFT, and MST could 

be important in cases requiring attention to the full range of problems of FMP. However, 

more research is needed to determine this in day to day practice.

Despite the considerable overlap in practice elements across interventions for FMP, we 

found that their program elements greatly varied. These findings shed new light on the 

similarities and differences of interventions for FMP. Until now, no (inter)national study, 

besides focusing on the practice elements, has also taken into account the program 

elements of these interventions. Differences in, for example, their duration and intensity 

may be caused by differences in their aims. For example, FF focuses on families in acute 

crisis and aims to manage the crisis and assure the safety of the family members. Therefore, 

FF lasts 1 month and has a greater intensity than interventions not specifically focusing on 

situations of acute crisis. In shorter interventions like FF, practitioners may choose to select 

a set of practice elements applicable to specific problems present in that family at that 

specific moment. In longer lasting interventions like IFT or 10Ftf, practitioners may use a 

more varied set of practice elements but apply them less frequently. 
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In summary, the practice elements (contents) of most interventions for FMP are 

similar, but their program elements (formats) greatly differ. These program elements 

should thus be considered when comparing interventions. Previously, various authors 

suggested that, based on their overlapping content, the number of interventions in child 

and youth care could be reduced [12, 14]. However, such a reduction does not seem 

feasible when taking their program elements into account. These program elements: 

duration, intensity, and sequence, provide a format in which to carry out the practice 

elements. Therefore, these program elements may clearly affect intervention outcomes. 

Further research is needed to unravel the application of practice and program elements 

of these interventions in daily practice.

Strengths and limitations 

A major strength of this study is its use of a reliable existing taxonomy specifically 

targeting FMP. In this way, we were able to identify the practice and program elements 

of the interventions in a structured and reliable manner. In addition, we used two 

independent reviewers to assess the intervention manuals, thereby reducing the 

likelihood of bias. 

Another strength is the use of a nationally representative set of interventions. Moreover, 

several included interventions —MDFT, MST, PMTO, and Triple P 4-5 —are also used 

internationally. This increases the generalizability of the results for other countries. 

A limitation of our approach might be the use of only eight interventions, which could 

have led to overlooking some important elements. However, the range of interventions 

that we included can be considered representative for FMP as they are major 

interventions in the Dutch setting, where they have been shown to be effective [6]. 

A second limitation of our method is that there may be some practice or program 

elements that are not (yet) described in the intervention manuals but that nevertheless 

have become standard practice. This may have led to overlooking some elements that 

are part of the intervention (for example in daily practice) but are not explicitly listed 

in the intervention manual. Therefore, further research has to be done on the practice 

and program elements that are part of the interventions in daily practice and compare 

these elements with elements found in the intervention manuals.



Similarities and differences between interventions   |   57

3

Implications 

The outcomes of our study have several implications for care organizations and 

researchers related to care for FMP. First, the detailed overview of the content of 

different interventions offers care organizations insight into their similarities and 

differences. Such an overview enables the organizations to make a founded decision 

as to the value of the various interventions when added to their existing care provision 

for FMP [11, 14]. 

Second, more detailed knowledge on both common and specific elements of 

interventions enables better interpretation and comparison of outcomes of studies on 

their effectiveness. On the basis of the list of elements included in specific interventions, 

researchers can determine whether differences in outcomes can be explained by 

differences in content [14]. This knowledge also adds to the accumulation of evidence 

from different effectiveness studies [16]. 

An evident next step is to collect evidence on the practice and program elements 

involved in FMP interventions in daily practice. Questions to be answered include: Are 

interventions carried out as intended? Do the duration and intensity of an intervention 

influence the frequency of applied practice elements? In which sequence are these 

practice elements applied? This subsequent step may further enrich our understanding 

of the content of these interventions in daily practice, which may indeed be different.

Conclusion

Our findings show that most interventions for FMP, in spite of their different labels, have 

similar contents (practice elements) but greatly differing formats (program elements). 

This enhances our understanding of the use of these interventions in daily practice and 

can contribute to improving care. 
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Abstract

Families with multiple problems (FMP), also defined as multiproblem families or 

multistressed families, face multiple, severe, chronic and intertwined problems 

in different areas of life. Content and provision of interventions targeting FMP in 

routine practice may largely deviate from guidelines in intervention manuals. The 

aim of this study was to identify practice and program elements provided to FMP 

in routine practice, including the intensity, manner of provision, and recipients, per 

intervention phase (starting-, care- and end phase). We selected interventions with at 

least moderate (d ≥ 0.5) effect sizes in the Dutch context, yielding eight interventions. 

Practitioners of 26 Dutch organizations systematically registered information on 

practice and program elements, intensity, manner of provision, and recipients, 

using the Taxonomy of interventions for FMP. Within 474 trajectories we found that 

elements regarding activation of the social network of FMP were provided least often 

(in less than 48–77% of the families). Elements were provided mainly through psycho-

education (25–33%) and instruction (21–24%). Interventions focused more on parents 

(53–62%) than on children (26–32%). Program elements hardly changed between 

phases of interventions, although the number of visits decreased (from an average 

of six visits a month during the starting phase to four visits during the end phase). 

An inventory of elements that make part of interventions for FMP allows studying the 

effectiveness of these interventions in a more detailed way. This yields information 

that may help to identify the optimal sequence, intensity and duration of elements 

and enables to better understand outcomes of interventions for FMP.
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Introduction

Families with multiple problems (FMP), also defined as multiproblem families or 

multistressed families, face multiple, severe, chronic and intertwined problems in 

different areas of life [1, 2. 3]. These problems could regard combinations of behavioural 

problems of the child, parenting problems, family conflicts and health and financial 

problems [4]. Because of these problems, the child may be at risk for out of home 

placement. Over the years, various interventions aimed at reducing difficulties of 

families with multiple problems (FMP) have been developed. Well-known examples of 

these interventions include Multisystemic Therapy (MST) and Multidimensional Family 

Therapy (MDFT) [5, 6]. These interventions focus in particular on improving parenting 

skills, reducing problem behaviour of the child, and preventing out of home placement 

of the child. Effectiveness studies have shown beneficial effects for some of these 

interventions on domains such as problem behaviour of the child and/or parenting 

stress [6, 7, 8]. 

Interventions for FMP focus on a wide array of life domains and their interconnections, 

enabling practitioners to take into account the complexity of problems of these 

families [3]. Moreover, interventions typically address the family as a system because 

problems of FMP may involve all family members, with those affected also influencing 

each other. Another important characteristic of these interventions is that they are 

provided mainly in the home environment. The idea behind this practice is to tailor 

interventions to the situation at home, so that families are able to apply learned skills 

more effectively [9, 10, 11]. Finally, the interventions are usually provided in a time-

dependent manner, being more intense during the starting phase and less intense 

during the end phase.

A recent study unravelled the theoretical content of interventions for FMP [12] but 

still, little is known about their actual content and provision in routine practice. In 

routine practice this content deviates quite frequently and quite much from thorough 

descriptions of the interventions in intervention manuals [13, 14]. This may be the 

case for several reasons. First, the shifting needs and problems of FMP during the 

intervention may complicate application of the intervention as documented in the 

manual [14]. Second, the time and financial pressure faced by care providers and 

practitioners themselves may influence the content of interventions in routine practice 

[15]. Such pressure may, for example, encourage child and adolescent social care 

(CASC) organizations and practitioners to reduce costs by excluding elements of the 

intervention, such as parts of the intervision and supervision for practitioners. 
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More comprehensive information on the content and provision of interventions for FMP 

in routine practice is needed, to better interpret outcomes of care. Such information can 

indicate whether adapted or incomplete implementation of these interventions results in 

smaller effect sizes than found in more controlled settings [15, 16]. This detailed information 

on care provided in routine practice helps to study the effectiveness of interventions: will 

the provision of certain elements lead to more positive outcomes for FMP compared to 

trajectories within which these elements are not provided? Furthermore, knowledge 

on the sequence and intensity in which elements are provided during an intervention 

can be a first step towards identifying the optimal sequence, intensity and duration of 

elements within the interventions [17]. This enables matching of interventions to the 

specific problems of FMP and in this way to improve the quality of care for these families. 

One way to gain knowledge on the content and provision of interventions for FMP in routine 

practice is the use of the Taxonomy of interventions for FMP (TIFMP). This taxonomy has 

been developed based on existing taxonomies of interventions for FMP, information from 

manuals of eight interventions targeting FMP and knowledge from intervention experts 

[18]. The TIFMP consists of 53 practice elements and eight program elements, which makes 

it possible to systematically identify the content of a wide range of interventions targeting 

FMP [18]. Practice elements have to do with the content of an intervention, as they are 

distinct techniques (such as modelling, social skills training) provided by the practitioner to 

promote positive outcomes. Program elements are aspects of the intervention format, or 

the service delivery system (such as 24-hour reachability), that may affect the results [17]. 

Using this taxonomy for systematic collection of information from practitioners, enables us 

to gain detailed knowledge on (ways in) which elements are provided to FMP. We aimed in 

this study to identify the practice and program elements provided to FMP in routine practice, 

including the intensity, the recipients and the methods by which they were provided, per 

intervention phase. This knowledge is important for our understanding of care for FMP in 

general and enables to draw inferences on which elements are effective for whom and 

in which way (i.e., through which method and with which intensity). With this knowledge, 

concrete recommendations can be given on effective ways to provide care to FMP.

Methods

To explore the content and provision of interventions for FMP we asked practitioners 

to systematically record information about which practice and program elements 

they provided in care for FMP, the intensity, the recipients and the methods by which 

they were provided. This information was registered by means of the Taxonomy of 

interventions for FMP (TIFMP) [18]. 
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Selection of interventions 

We searched for interventions in a systematic review of the literature on 30 interventions 

targeting FMP [19]. We selected eight interventions targeting FMP, all of which in the 

Dutch context had at least a moderate effect size of d = 0.5 on domains such as problem 

behaviour of the child or parenting stress. The eight interventions were: Multisystemic 

Therapy (MST), Multidimensional Family Therapy (MDFT), Intensive Family Treatment 

(IFT), Families First (FF), Family Central (FC), Parent Management Training Oregon 

(PMTO), 10 for the Future (10FtF) and Triple P 4–5 [19]. The target group of these 

interventions are families in which there are severe parenting problems, families in 

which the child has severe behavioural problems (MST, MDFT, PMTO and Triple P 4/5) 

and families with multiple and complex problems in different life domains (like severe 

parenting, socio-economic and mental health problems; IFT, FF, FC and 10FtF). More 

information on these interventions can be found in Table 1. In this study, FMP refers to 

families that received one of these eight interventions due to their problems in multiple 

domains. 

Table 1. Background information on the eight selected interventions

Intervention Duration Aim of the intervention, target group, focus of the 

intervention and theory of change

Parent 

Management 

Training Oregon 

(PMTO)

5 months PMTO aims to provide parents with more systematic and 

effective parenting strategies to enhance their relationships 

with their children and reduce the number of conflicts. 

The target group is parents with children between 4 and 12 

years who show severe externalizing problem behaviour in 

combination with hyperactivity. The focus of the intervention 

is to reinforce positive behaviour in the parents/child(ren). 

The intervention uses the social interaction learning theory as 

theory of change.

Multisystemic 

Therapy (MST)

3 to 5 

months

MST aims to provide intensive treatment in a home-based 

situation to prevent out of home placement. The target 

group is children from 12 to 18 years with severe antisocial/

border-crossing behaviour, and their parents. Problems could 

occur in multiple life domains and could lead to out of home 

placement of the child. The intervention focuses on the child, 

family, friends, school and peers. This intervention uses the 

social ecological theory of Bronfenbrenner as theory of 

change. 
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Table 1. Continued

Intervention Duration Aim of the intervention, target group, focus of the 

intervention and theory of change

Multidimensional 

Family Therapy 

(MDFT)

3 to 7 

months

MDFT aims to reduce criminal and addictive behaviour and 

related behavioural and emotional problems of the child, to 

enhance communication within the family, and to increase 

the social cohesion. The target group is youth from 12 to 19 

years with multiple problem behaviour like delinquency and/

or addiction, complemented by school truancy. At least one 

parent should join the therapy. The intervention focuses on 

the child and his family and peers. It uses the social ecological 

theory of Bronfenbrenner as theory of change. 

Intensive Family 

Treatment (IFT)

5 to 7 

months

IFT aims to reduce children’s problem behaviour and parental 

stress, and to increase parenting skills and activate the 

social network of the family. The target group is families 

with children between 0 and 23 years with multiple and 

complex problems in different life domains. These families 

can be stubborn and difficult for the therapist to reach. The 

intervention focuses on preventing out of home placement 

or reunification. The intervention uses goal-driven work as 

theory of change. 

Families First (FF) 1 month FF aims to reduce the problem behaviour of the child and 

strengthen the competencies of the family, thereby reducing 

parenting stress, increasing parenting skills and activating the 

social network of the family. The target group is families in an 

acute crisis, serious enough to risk of out of home placement 

of the child. The focus is on managing the crisis and assuring 

the safety of the family members. The intervention uses the 

competence model as theory of change.

Family Central (FC) 6 to 12 

months

FC aims to enhance communication between family members 

and collaboration between parents, thereby reducing 

behavioural problems of the child(ren) and activating the 

social network of the family. The target group is youth 

between 0 and 18 years, and their family, who could have 

serious parenting problems and developmental problems. 

These families can be stubborn and difficult for the therapist 

to reach. The focus is on the accumulation of problems and 

trying to find balance in the various domains of life. The 

intervention uses the competence model, goal-driven working 

and working according to a system approach as theories of 

change. 



Content and structure of interventions in daily practice   |   67

4

Table 1. Continued

Intervention Duration Aim of the intervention, target group, focus of the 

intervention and theory of change

10 for the Future 

(10FtF)

12 months 10FtF aims to provide assistance on ten different areas of 

life: household work, education, self-care, development of 

the child, enhancing the social network, finance, parenting 

skills, daily routine, psychosocial and addiction problems 

and coordination of care. The target group is families with 

complicated and multiple problems in different life domains, 

with a risk of out of home placement of the child. The focus 

is on a safe environment for the child(ren) and parent(s). The 

intervention uses goal-driven working as theory of change. 

Triple P 4-5 2 to 2.5 

months

Triple P aims to prevent children from having serious 

behavioural and emotional problems by enhancing parental 

competencies. The target group of Triple P 4 is parents who 

have children with severe behavioural problems and are in 

need of a targeted training in parenting skills. The target 

group of Triple P 5 is families with multiple behavioural 

problems combined with other family related problems. Level 

5 is deployed when no or insufficient improvement is seen 

in the behaviour of the child after level 4 because parenting 

problems are linked with other problems (e.g. depression, 

stress or relational problems). The intervention uses the social 

learning theory, the theory of behavioural change and the 

social information theory as theories of change. 

Sample 

Forty-seven CASC organizations across the Netherlands were approached to 

participate in this study. Each organization worked with one or more of the selected 

interventions. Of the 47 organizations approached, 26 were willing to participate, and 

provided practitioners (child and family social workers, family coaches and therapists) 

to participate in this study. Organizations that did not want to participate indicated 

that they already took part in another study or did not want to spend their scarce 

manpower and resources to participating in a study. The organizations that did not 

want to participate did not deviate from organizations that did participate regarding 

size and target population. Practitioners reported on the content of 130 MST, 58 MDFT, 

236 IFT, six FC, 33 PMTO and 11 10FtF trajectories. We excluded Triple P 4–5 and FF 

because questionnaires were filled out for only one family that received Triple P 4–5 

and nine families that received FF. In addition, the duration of these interventions (2–2.5 

months and one month, respectively) did not allow us to divide these interventions in 

intervention phases (starting-, care- and end phase), consisting of four weeks periods. 

Furthermore, we included only families with care trajectories in which the targeted child 
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was between 4 and 20 years of age at the start of the intervention. Questionnaires about 

twelve families with care trajectories were excluded because the child was younger than 

four years of age at the start of the intervention. After excluding questionnaires about 

these care trajectories, the total sample consisted of 474 families with care trajectories.

Procedure and measures 

The TIFMP is a taxonomy to systematically measure practice elements and program 

elements [18]. For the aim of this study we converted the TIFMP into a web-based 

questionnaire to be filled in by practitioners for families who had given informed consent. 

We sent these practitioners an email asking them to fill in the TIFMP every four weeks 

during the entire intervention. When taxonomies were filled in within two weeks of each 

other, we excluded one of the two (n = 14), because they contained information on practice 

and program elements provided (for the most part) in overlapping weeks. Questions on 

practice elements had to do with the content of care that had been offered in the preceding 

four weeks. Practitioners were asked, per main category of the TIFMP, to select the practice 

elements that were provided to the family. This could include 53 practice elements, divided 

into eight main categories: 

a) Assessment of problems: practice elements that aim to collect and categorize 

information about the family and problems they experience (e.g., analysis of 

competencies); 

b) Planning and evaluation: practice elements that aim to translate problems of the family 

into goals and practice elements involving the evaluation of these goals (e.g., designing 

the treatment plan);

c) Working on change: practice elements that aim to realize change (e.g., working on 

communication and interaction); 

d) Learning parenting skills: practice elements that aim to improve parenting skills (e.g., 

learning to set rules); 

e) Helping with concrete needs: practice elements that aim to ease the burden of practical 

everyday challenges (e.g., helping with financial tasks);

f) Activating the social network: practice elements that aim to engage the social network 

around the family in helping and supporting the family (e.g., mobilizing and expanding 

the social network);

g) Activating the professional network: practice elements that aim to enhance goals, 

appointments and procedures that regard other practitioners who work with the family 

(e.g., coordinating the approach with other professionals and/or organizations working 

with the family);

h) Maintaining practitioner-client collaboration: practice elements that aim to maintain 

and promote the collaboration between the practitioner and the client (e.g., talking 

about expectations). 
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After the selection of provided practice elements, we further collected data on the 

intensity in which the practice elements were provided. At each registration moment, 

for each selected practice element practitioners were asked whether during the 

preceding four weeks they had provided the recorded practice element in every visit, 

in more than half but not all of the visits, or in fewer than half of the visits. 

We also collected data on the recipients of registered practice elements. At each 

registration moment, for each selected practice element practitioners were asked to 

fill in to whom the practice element was provided. Answer categories were: the child, 

parent(s), sibling(s) and/or other persons outside the family. For practice elements from 

main category D the recipients were not registered because these practice elements 

focus specifically on learning skills for parent(s). 

Lastly, we collected data on methods by which practice elements within categories 

C, D and E were provided. After selecting a practice element out of the categories C 

or D, practitioners were asked by which method the element was provided. Answer 

categories were: psycho-education, instruction, modelling and/or giving homework. 

After selecting practice elements out of category E the answer categories were: 

helping themselves, giving advice, or referring the family to another person or 

organization. 

Regarding program elements, we collected information on the following elements: 

the intensity of visits (how often did you visit the family), duration of visits (how many 

minutes on average did these visits last), telephone contacts in between the visits 

(did you had any phone contact with the family in between contacts; yes/no), receipt 

of intervision (discussing a family with colleagues during an organized meeting; yes/

no), receipt of supervision (discussing a family with a supervisor during an organized 

meeting; yes/no) and receipt of consultation (discussing a family with an independent 

expert during an organized meeting; yes/no). Lastly, we asked if the practitioner was 

24-hours reachable for the family. Answer categories were: (a) Yes, I was 24-hours 

reachable (b) No, I was not 24-hours reachable but a colleague was reachable (c) No, 

there is no 24-hours reachability service, or (d) Other. 

We divided each intervention into three phases because of differences in the durations 

both of the interventions and of the individual care trajectories. Three phases were 

defined that are part of every formal longer lasting care process and typically entail 

different care processes. Phases are in accordance with the descriptions of phases 

in the intervention manuals of the eight included interventions and were checked 

during a field consultation with intervention experts (at least one per intervention). 
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These phases were the starting (T1), the care (T2) and the end phase (T3). We then 

categorized each questionnaire according to the phase it applied to: the starting (T1), 

the care (T2), or the end phase (T3). The criteria used to categorize a questionnaire in 

a specific phase can be found in Table 2.

Table 2. Classification of interventions

Intervention Duration of 

intervention

Starting 

phase (T1)

Care phase (T2) End phase (T3)

Family Central 

(FC)

6-12 months First 42 days Between day 43 and 14 

days before the end 

Between 14 days 

before and 14 days 

after the end date

Intensive Family 

Therapy (IFT)

5-7 months First 42 days Between day 43 and 14 

days before the end 

Between 14 days 

before and 14 days 

after the end date

Multisystemic 

Therapy (MST)

3-7 months First 42 days Between day 43 and 14 

days before the end 

Between 14 days 

before and 14 days 

after the end date

Multidimensional 

Family Therapy 

(MDFT)

3-5 months First 42 days Between day 43 and 14 

days before the end 

Between 14 days 

before and 14 days 

after the end date

Parent 

Management 

Training Oregon 

(PMTO)

5 months First 42 days Between day 43 and 14 

days before the end 

Between 14 days 

before and 14 days 

after the end date

10 for the Future 

(10ftF)

12 months First 70 days Between day 71 and 28 

days before the end date

Between 28 days 

before and 14 days 

after the end date

Note. Table displays the days within with the questionnaire has to be filled in to be regarded as a 

questionnaire on the starting phase, care phase or end phase.

Analysis and reporting 

First, we described the characteristics of the sample. Second, we explored provided practice 

elements (including their intensity), to whom the practice elements were provided, and 

the methods by which they were provided. Third, we assessed program elements of 

interventions for FMP in routine practice. We described the results per phase (starting-, 

care- and end phase). When for one family questionnaires were filled in for several four-

week periods during one phase, the results of these questionnaires were combined. For 

example, when for one family three questionnaires were filled in during the care phase 

(because the care phase had a duration of three months) the results of these questionnaires 

were combined. Thus the results in this paper give information on all practice and program 

elements registered for that family during each of these three phases. 
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We used descriptive statistics (frequencies, proportions and means) to explore the 

provided practice and program elements of interventions within these phases. In 

addition, we used Chi-square tests to determine whether the provision of main 

categories differed between the intervention phases and whether the provision of 

elements differed between the starting-, care- and end phases of interventions.

Results

Background of samples 

Regarding visits in the starting phase of the interventions, 256 questionnaires 

concerning 246 families were completed (53 MST, 41 MDFT, 9 PMTO, 134 IFT, 6 10FtF and 

3 FC). Regarding visits in the care phase, 1670 questionnaires concerning 436 families 

were completed (117 MST, 54 MDFT, 32 PMTO, 216 IFT, 11 10FtF and 6 FC). Regarding 

visits in the end phase, 230 questionnaires for 220 families were completed (72 MST, 

20 MDFT, 17 PMTO, 102 IFT, 4 10FtF and 5 FC). The greater number of questionnaires 

for the care phase was due to the longer duration of this phase. 

Provision, intensity, methods and recipients of practice elements of interventions 

for FMP in routine practice, per phase 

During the interventions, elements out of the main categories ‘assessment of problems’, 

‘planning and evaluation’, ‘working on change’, ‘learning parenting skills’ and ‘maintaining 

the practitioner-client collaboration’ are most often provided to FMP (ranging from 75.0% 

to 98.0% between phases). During the starting phase of the interventions, practitioners 

most often registered practice elements within the main categories ‘assessment of 

problems’ (98.0% of FMP), ‘planning and evaluation’ (90.2%), ‘working on change’ 

(89.4%) and ‘maintaining the practitioner-client collaboration’ (95.1%). Regarding visits 

in the care phase, practitioners most often registered practice elements within the main 

categories ‘assessment of problems’ (98.2%), ‘planning and evaluation’ (97.9%), ‘working 

on change’ (98.4%), ‘learning parenting skills’ (97.9%), and ‘maintaining practitioner-client 

collaboration’ (97.2%). Regarding visits during the end phase practitioners registered 

practice elements primarily within the main categories ‘planning and evaluation’ (85.9%), 

‘working on change’ (83.2%) and ‘maintaining practitioner-client collaboration’ (87.3%). 

Relatively fewer of the provided practice elements were related to the main categories 

‘helping with concrete needs’ and ‘activating the social network’. From both of these 

categories, respectively 61.8% and 64.2% of the families received at least one element 

during visits in the starting phase. Families received at least one practice element from 

the main category ‘activating the social network’ during visits in the care phase (76.8% 
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of the families) and end phase (47.7% of the families). As for the main category ‘helping 

with concrete needs’, 83.0% of the families received at least one practice element 

during visits in the care phase and 49.5% during visits in the end phase.

Regarding the intensity in which practice elements were provided, during all phases 

practitioners registered that in most families provision of elements from the main categories 

‘assessment of problems’, ‘planning and evaluation’, ‘working on change’, ‘learning parenting 

skills’, and ‘maintaining practitioner-client collaboration’ took place in more than half or all 

of the visits (i.e., high intensity). In contrast, during all phases practitioners registered that 

in most families provision of elements out of the main categories ‘helping with concrete 

needs’, ‘activating the social network’ and ‘activating the professional network’ took place 

in fewer than half of the visits to families (i.e., low intensity). 

Chi-square tests showed that the main categories as provided differed significantly 

between the three phases, as shown in Table 3. Also, the provided elements differed 

significantly between the starting-, care-, and end phases of interventions. In addition, 

Post-hoc tests with Bonferroni correction (with significance levels set at 0.0167) showed 

that elements from all main categories were provided significantly more often in the care 

phase, than during the end phase. Elements concerning ‘assessment of problems’, ‘helping 

with concrete needs’, ‘activating the social network’ and ‘maintaining the practitioner-

client collaboration’ were provided significantly more often during the starting phase, 

than during the end phase. Elements concerning ‘planning and evaluation’, ‘working on 

change’, ‘learning parenting skills’, ‘helping with concrete needs’, ‘activating the social 

network’ and ‘activating the professional network’ were provided significantly more often 

during the care phase, than during the starting phase. 

Table 3 provides an overview of the absolute and relative proportions of the registered 

main categories and registered practice elements per category and per phase, 

including the intensity of provided practice elements. Additionally, results of the Chi-

square and post-hoc tests are provided for each main category and each element. 

Of all registered persons provided with practice elements, parents were the largest 

group: 56% of all registered recipients in the starting phase, 53% during the care 

phase and 62% during the end phase. Of all registered recipients during both the 

starting and care phases 32% were children, and during the end phase 26%. Further 

registered recipients were siblings: 8% during the starting phase, 9% during the care 

phase and 6% during the end phase. Finally, other persons associated with the family, 

such as teachers or grandparents, were least often recipients of practice elements 

(4% during the starting phase, and 6% during both the care and end phases). 
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Of all methods by which practice elements were provided, psycho-education was the 

method most often registered. However, the percentages of psycho-education provided 

decreased towards the end phase (33% of all registered methods during the starting 

phase, 26% during the care phase and 25% during the end phase). After psycho-

education, instruction was second in importance (during the starting phase 24% of 

all registered methods, during the care phase 23%, and during the end phase 21%). 

Practice elements from main category E (helping with concrete needs) mainly took the 

form of advice given by the practitioners to families (59% of all registered methods 

during the starting phase). This percentage gradually became slightly lower (58% 

during the care phase and 55% during the end phase). More detailed information on 

the methods by which practice elements were provided during the different phases 

can be found in Figs. 1 and 2.
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Figure 1. Methods by which practice elements within main categories C (working on change) and D 

(learning parenting skills) were provided

Provision of program elements of interventions for FMP in routine practice, per 

phase 

The intensity and duration of the face-to-face visits decreased towards the end of the 

interventions, although the decline in duration of visits was quite small. The intensity 

and duration of visits decreased from an average of six times a month for an average of 

83 min per visit (starting phase), via an average of five times a month with an average 

of 79 min (care phase) to an average of four times a month with an average of 71 min 

(end phase). The phone contacts in between these visits were most frequent during the 

care phase (at least once in 68% of the families during the starting phase, 87% during 

the care phase, and 68% during the end phase). 
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Table 3. Registered practice elements within the main categories, their intensity and results from 

Chi-Square tests

Practice elements

A) Assessment of problemsa

Discussing the guiding question

Analysis of competencies

Analysis of network

Analysis of safety

Analysis of family system

Analysis of leisure time

Analysis of school functioning

Analysis of daily routine

Analysis of individual problems

Using homework assignments to observe and register behaviour 

Using questionnaires

Discussing results from questionnaires

Problem assessment

B) Planning and evaluationa

Designing treatment plan

Designing working points or (behavioural) agreements

Evaluating working points or (behavioural) agreements

Evaluating treatment plan

C) Working on changea

Working on recognizing, avoiding and coping with situations eliciting problem behaviour, and help 

with eliminating these causes

Working on thoughts

Working on emotions

Working on desired behaviour

Working on undesired behaviour

Working on communication and interaction

Working on authority relationships

Working on daily routine

Working on safety

Working on generalization

D) Learning parenting skillsa      

Learning to apply reinforcements and positive consequences
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Percentage of families for whom the practice 
elements were registered at least once during the 
phase, and most frequently registered dosage 

Differences in provided elements 
between intervention phases 
(Results of Chi-Square tests)

Starting phase 

(n=246)

Care phase 

(n=436)

End phase 

(n=220)

Starting vs. 

Care phase

Starting vs. 

End phase

Care vs. 

End phase

% intensity % intensity % intensity p p p

98.0 98.2 75.0 .856 <.001* <.001*

97.2 ++ 93.6 + 58.6 ++ .042 <.001* <.001*

80.5 + 75.9 + 24.1 ++ .169 <.001* <.001*

74.0 − 67.0 − 20.5 − .056 <.001* <.001*

75.6 − 67.2 + 22.3 ++ .021 <.001* <.001*

90.2 ++ 81.4 ++ 29.1 ++ .002* <.001* <.001*

72.0 − 62.4 − 18.2 + .011* <.001* <.001*

81.7 − 78.9 − 29.5 + .379 <.001* <.001*

77.2 − 73.2 + 20.5 ++ .241 <.001* <.001*

79.3 + 77.5 + 23.6 ++ .596 <.001* <.001*

43.5 − 69.0 + 31.4 + <.001* .007* <.001*

66.3 − 47.2 − 18.6 − <.001* <.001* <.001*

40.2 − 41.1 − 16.8 − .836 <.001* <.001*

77.6 + 86.5 + 32.3 ++ .003* <.001* <.001*

90.2 97.9 85.9 <.001* .148 <.001*

75.2 − 73.9 − 20.9 − .698 <.001* <.001*

79.9 + 90.4 + 36.4 ++ <.001* <.001* <.001*

54.1 ++ 91.7 + 72.3 ++ <.001* <.001* <.001*

32.5 − 78.4 − 69.1 + <.001* <.001* .009*

89.4 98.4 83.2 <.001* .049 <.001*

75.6 ++ 95.0 + 45.0 + <.001* <.001* <.001*

50.0 − 76.1 + 38.6 + <.001* .014* <.001*

54.5 + 79.6 + 37.7 + <.001* <.001* <.001*

67.9 ++ 91.5 ++ 58.2 ++ <.001* .030 <.001*

49.2 ++ 73.6 + 37.7 + <.001* .013* <.001*

76.8 ++ 91.5 ++ 62.7 ++ <.001* .001* <.001*

57.7 ++ 79.6 + 40.9 + <.001* <.001* <.001*

43.9 − 65.4 + 28.2 − <.001* <.001* <.001*

46.7 ++ 62.4 − 25.5 + <.001* <.001* <.001*

28.5 + 65.6 + 50.9 ++ <.001* <.001* <.001*

 82.1 97.9 77.3 <.001* .194 <.001*

54.9 − 82.3 + 42.7 + <.001* .009* <.001*



76   |   Chapter 4

Table 3. Continued

Practice elements

Learning to apply mild punishments and negative consequences

Learning to monitor the child

Learning to show commitment to the child

Learning to handle conflicts

Learning to set rules

Learning to be responsive

Learning to perform social skills

Learning to collaborate

E) Helping with concrete needsa    

Self-care

Administration and financial control

Contact with school and/or other authorities

Housekeeping

F) Activating social networka      

Mobilizing and expanding social support

Maintaining the social network

Stimulating leisure time

G) Activating professional networka         

Collaborating with other professionals and/or organizations working with the family

Coordinating the approach with other professionals and/or organizations working with the family

Referring to other organizations or authorities

Organizing respite care

H) Maintaining practitioner-client collaborationa       

Talking about expectations

Talking about resistance to care

Working on motivation

Offering emotional support

Working on quality of relationship

Evaluating relationship

Intensity: − = element provided in fewer than half of visits in majority of families; + = element provided 

in more than half of visits in majority of families; ++ = element provided in each visit in majority of 

families. 
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Percentage of families for whom the practice 
elements were registered at least once during the 
phase, and most frequently registered dosage 

Differences in provided elements 
between intervention phases 
(Results of Chi-Square tests)

Starting phase 

(n=246)

Care phase 

(n=436)

End phase 

(n=220)

Starting vs. 

Care phase

Starting vs. 

End phase

Care vs. 

End phase

% intensity % intensity % intensity p p p

43.1 − 69.7 + 35.5 + <.001* .092 <.001*

35.8 + 55.3 − 29.1 − <.001* .125 <.001*

41.5 + 66.7 + 37.3 + <.001* .356 <.001*

50.4 + 77.3 + 43.2 + <.001* .119 <.001*

56.5 + 79.6 + 36.4 + <.001* <.001* <.001*

40.7 + 67.2 + 32.3 + <.001* .061 <.001*

27.6 + 45.9 + 17.3 − <.001* .008* <.001*

48.4 − 71.6 + 43.6 − <.001* .306 <.001*

61.8 83.0 49.5 <.001* .008* <.001*

24.4 − 39.2 − 16.4 − <.001* .032 <.001*

17.5 − 29.8 − 10.0 − <.001* .020 <.001*

54.1 − 78.2 − 44.5 − <.001* .040 <.001*

16.7 − 24.1 − 7.7 − .023 .004* <.001*

64.2 76.8 47.7 <.001* <.001* <.001*

37.0 − 55.3 − 30.5 − <.001* .137 <.001*

31.7 − 52.8 − 28.2 − <.001* .407 <.001*

50.0 − 66.3 − 32.7 − <.001* <.001* <.001*

71.5 86.9 72.7 <.001* .776 <.001*

67.5 − 84.4 − 68.6 − <.001* .789 <.001*

32.5 − 48.6 − 28.2 − <.001* .310 <.001*

24.8 − 50.0 − 34.5 − <.001* .021 <.001*

11.0 − 16.5 − 6.4 − .049 .079 <.001*

95.1 97.2 87.3 .148 .003* <.001*

85.4 + 89.0 + 51.8 ++ .167 <.001* <.001*

44.7 − 59.9 − 30.5 − <.001* .002* <.001*

57.3 ++ 69.3 ++ 35.0 ++ .002* <.001* <.001*

82.9 ++ 91.1 ++ 58.2 ++ .002* <.001* <.001*

80.5 ++ 85.6 ++ 45.9 ++ .085 <.001* <.001*

54.1 − 74.1 − 64.1 − <.001* .028 .008*

aPercentages for main categories show the families in which at least one element out of this 

category was provided. 

*Bonferroni corrected significance of P ≤0.0167.
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Figure 2. Methods by which practice elements within main category E (helping with concrete needs) 

were provided

Regarding all phases, practitioners received more supervision (e.g., discussing the family 

with a supervisor during an organized meeting) than intervision (e.g., discussing the 

family with colleagues during an organized meeting), while consultation (e.g., discussing 

the family with an independent expert during an organized meeting) was least often 

provided. Supervision was provided at least once to practitioners: during the starting 

phase regarding 78% of the families, during the care phase regarding 86%, and during 

the end phase regarding 64%. Intervision took place at least once: during the starting 

phase regarding 68% of the families, during the care phase 75%, and during the end 

phase 45%. Consultation was least often received. Practitioners received consultation 

at least once regarding 39% of the families during the starting phase, 55% during the 

care phase, and 46% during the end phase. 

As for the reachability of practitioners, for most families there was no 24-hour 

reachability, although for some families a colleague of the responsible practitioner was 

available. There was no 24-hour reachability for 46% of the families (starting phase), 

41% (care phase) and 39% (end phase). Of the families concerned, 43% (starting 

phase), 49% (care phase) and 53% (end phase) the responsible practitioner reported 

that where he/she had not provided 24-hour reachability, another practitioner had 

been available. For 3% of the families concerned (starting phase), 4% (care phase), 

and 2% (end phase), the practitioner had been available for 24 h. In 8% of the families 

concerned (starting phase), 5% (care phase) and 6% (end phase) practitioners indicated 

‘other’. They mentioned, for example, that they were reachable during working hours, 

that there was a general reachability service within the organization, that other 

organizations involved with the family offered 24-hour reachability, or that it was not 

necessary to be reachable.
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Discussion

The aim of this study was to identify the practice and program elements provided to 

FMP in routine practice, including the intensity, the methods by which provided, and the 

recipients, per phase (starting phase, care phase and end phase). Regarding practice 

elements, our study showed that elements most often provided were within the main 

categories ‘assessment of problems’, ‘planning and evaluation’, ‘working on change’, 

‘learning parenting skills’ and ‘maintaining the practitioner-client collaboration’. 

Elements within these main categories were usually provided in a high intensity (e.g., 

in more than half of the visits or in every visit) during all phases. The higher frequency 

of these main categories is in line with previous findings on the elements that are part 

of the interventions for FMP as described in their manuals. 

Elements from these categories are often part of interventions for FMP, according to 

their manuals [12]. Elements from the main categories ‘activating the social network’ 

and ‘helping with concrete needs’ were least often provided to the FMP. When elements 

from these two categories and from the main category ‘activating the professional 

network’ were provided, in all phases these were usually provided in fewer than half 

of the visits. This finding is also in line with previous findings, based on descriptions 

of these interventions in their manuals, since elements from these main categories 

are more often intervention-specific elements (i.e., part of only a small number of the 

interventions for FMP) [12]. In addition, interventions focused more on parents and 

less on children. Of the methods by which practice elements were provided, psycho-

education was the most frequent. Finally, although the program elements as included 

in the interventions hardly differed between the subsequent phases, towards the end 

of the interventions the number of face-to-face visits decreased. 

During the care and end phases, practitioners were least often working on activating 

the social network around the family; consequently, the social network was not often 

involved as a care recipient. This is in line with the finding of Tausendfreund et al. [20] 

who showed that within care for FMP solutions and support in the environment of the 

family were seldom sought. Studies on the effects of including these social networks 

of FMP within interventions are inconsistent. Some studies suggest inclusion to be 

beneficial, as it can facilitate engagement and help to maintain change within these 

families [21]. Other studies suggest that the social networks of FMP may not contribute 

to positive change because of characteristics like instability, lack of positive parenting 

norms, or reinforcement of neglectful parenting norms [4, 22, 23]. Activating the social 

network of FMP thus calls for further study on the most effective ways of delivery. 
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Our study further showed that parents were the main care recipients of practice 

elements in interventions for FMP, confirming studies reporting that within FMP more 

attention is generally paid to parents than to children [20, 24, 25]. In the interventions 

most underlying theories of change aim to address the complete environment 

surrounding a child. Another theory, for example that of PMTO, may explain this finding. 

This social interaction theory suggests that as children’s behaviour is directly affected 

by parenting, parents play an important role in breaking patterns of interactions. They 

can do this by learning effective discipline, monitoring, and problem solving [26]. 

Another explanation for the focus on parents could be that because some interventions 

for FMP (PMTO, IFT, FC and 10FtF) address children younger than twelve years of age, 

practitioners focus mainly on teaching the parents the skills to cope with their child’s 

behaviour based on the assumption that they cannot directly address young children. 

These reasons may explain this finding, but the finding anyhow contradicts the labelling 

of interventions targeting FMP as interventions that address the family as a system. 

Our study demonstrates that this holds only to a rather limited degree. 

During all care phases, the main method by which the practice elements were provided 

appeared to be psycho-education. Through psycho-education practitioners provide 

information and support to the family to better understand and cope with certain 

behaviour [27]. They do this, for example, by explaining why and how a child presents 

the behaviour. The frequent use of psycho-education implies that practitioners talk 

a lot with families, and that they less often practice behaviour, give homework, or 

demonstrate behaviour. This high ratio of psycho-education may not suit the needs 

of FMP, since these families seem to benefit more from practical help (e.g., practicing 

or modelling behaviour) than from talking [28]. Moreover, as many parents and/or 

children from FMP have cognitive disabilities, often resulting in lower educational levels 

and lack of knowledge [4], it could be even more difficult for them to benefit from 

psycho-education. Our findings showed that psycho-education is frequently used as 

a way to provide practice elements targeting FMP. However, further studies should 

examine whether this use of psycho-education meets the needs of FMP or whether a 

greater focus on other practice elements, like modelling or practicing behaviour, would 

improve outcomes. 

Regarding program elements, we found that duration of visits, intervision, supervision, 

consultation and 24-hour reachability hardly changed between phases, although the 

intensity (number of visits) of the interventions decreased towards the end phase. The 

declining number of visits clearly reflects the sequencing of the phases of interventions, 

which is also described in the manuals of the included interventions [12]. In these 

intervention manuals, this sequencing is often recorded as a suggestion of the number 
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of visits per phase of the intervention. The idea behind this sequencing of phases is 

that a family’s problems come under control during the intervention, and that then the 

intensity of the intervention should gradually be phased out [28]. In addition, the number 

of visits could reflect the needs of the families, because most of the interventions advise 

matching the number of visits to the family’s needs [29]. However, it can be questioned 

whether FMP are indeed likely to become more and more self-supportive during the 

intervention, and whether the reduction of the number of contacts towards the end of 

the intervention is advantageous.

Strengths and limitations 

A major strength of this study is the use of an existing taxonomy (TIFMP), developed 

by using different data sources (e.g., existing taxonomies, national guidelines for FMP, 

intervention manuals and field experts) [18]. This taxonomy enabled practitioners to 

systematically record information on provided practice and program elements, thereby 

providing more insight into the actual content of care. 

A limitation of our study might be the overrepresentation of certain interventions. The 

major part of the study consists of data about IFT, MST and MDFT trajectories. PMTO, 

10FtF and GC are underrepresented, which may have led to a lack of information on the 

application of elements within these interventions. However, the overrepresentation of 

certain interventions unavoidably reflects routine practice, namely the more frequent 

use of these interventions within the participating CASC organizations. We aimed to 

identify the elements that are provided to FMP in routine practice and since we include 

information on the content of interventions that are often provided to FMP, our results 

can be seen as a reflection of this routine practice of the care for FMP. 

Implications 

This study has several implications for practice and research concerning care for FMP. 

First, within interventions for FMP the lack of emphasis on activating the social network 

deserves further attention. It could be worthwhile to train practitioners to involve and 

strengthen these social networks in order to achieve positive change within the families. 

Moreover, this finding suggests a need for more detailed investigation as to why social 

networks are not involved (e.g., whether practitioners are unsure of how to involve them), 

and of ways to strengthen social networks of FMP as part of the interventions [23, 30]. 

Second, our finding that interventions for FMP currently focus most on parents leads 

to a questioning on the emphasis of interventions. Should this emphasis be shifted 

more to children, given their importance for positive outcomes [17] and the aim of 

the interventions to reduce the problem behaviour of the child? It may therefore be 
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important to further study care trajectories in which children are addressed more 

directly and to examine if these trajectories show more positive outcomes than 

trajectories in which parents are the main care recipients 

Third, the frequent use of psycho-education in routine practice deserves further 

attention, given that FMP benefit more from practical help and repetition of learned 

skills [28]. Therefore, it could be beneficial to combine psycho-education with more 

practical help, such as practicing or modelling behaviour. This would enable FMP to 

use learned skills by themselves, even after the intervention has ended. Further studies 

should examine the effectiveness of the different methods (e.g., psycho-education, 

instruction, modelling and giving homework) in which practice elements are provided. 

Fourth, regarding program elements, a next step would be to examine the effect of the 

declining number of visits towards the end of the interventions, which suggests that 

practitioners assume that families have an increased ability to cope with behaviour 

and apply learned skills towards the end of the interventions. Studies should focus on 

whether this is indeed the case, and on the match between the process of concluding 

an intervention and the needs of the FMP. 

Fifth, the use of our taxonomy to systematically record the content of care in 

routine practice can provide researchers with new ways to study the effectiveness 

of interventions. Instead of having information only on the input (i.e., characteristics 

of families and their problems) and the output of interventions (i.e., outcomes), using 

self-registered information from practitioners can provide detailed insight into the 

throughput (practice and program elements) [20]. This detailed information on the 

content of care in routine practice enables to identify if interventions are implemented 

as intended (i.e., if the elements that are part of interventions according to the 

manual are really provided in routine practice). In addition, this information on the 

actual content of care can help to explain differences in outcomes between families, 

between interventions, and between the same interventions in different countries [19, 

31]. Moreover, it could improve interpretation of whether, why and for whom certain 

interventions are effective. 

Sixth, this information on the content of care for FMP can help practitioners to 

reflect on the care they themselves provide, offering new ways to set up supervision 

of practitioners and to tailor interventions to the needs of specific families, thereby 

enhancing the quality of care [20, 32], as has already been shown in the case of 

treatments for anxiety, depression and disruptive behaviour [33, 34]. 
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Conclusion 

Our study showed that systematic collection of information on the content of care in 

interventions for FMP reveals what practitioners actually do in practice. Such information 

can be a first step towards identifying the optimal sequence, intensity and duration of 

elements within interventions for FMP, and can provide new possibilities to explain 

the effectiveness of interventions. It also suggests new ways to set up supervision of 

practitioners, eventually leading to better quality of care for these families. 
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Abstract

The severe and often persistent problems of families with multiple problems (FMP) 

call for better understanding of how interventions can improve outcomes in these 

families. Perspectives of FMP on the crucial elements of interventions may strongly 

support improvement by providing cues on how to realize positive change. We 

therefore explored the views of parents and children in FMP regarding helpful and 

less helpful elements of various interventions. We interviewed 24 parents and 4 

children about their perspectives, using a semi-structured interview guide comprising 

themes that were chosen by the target group. Participants reported 11 elements that 

contribute to the effectiveness of care, categorized under three main themes: the 

characteristics of the practitioner, the content of interventions, and the structure of 

interventions. The perspectives of FMP show the following activities to be promising: 

routine reflection on the non-judgmental and positive approach of practitioners, more 

direct focus on children, focus on the underlying cause of behavior, activation of 

families' social network, the school and other professionals around the family, and 

creation of more possibilities for long-term and flexible support. Perspectives of FMP 

on the content and provision of care should be better embedded in interventions. 

This may help to tailor interventions to their wishes and needs, which in turn can 

contribute to more positive outcomes of care.
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Introduction

Problems of families with multiple problems (FMP) are typically severe and persistent, 

indicating a need for effective interventions and for understanding of how these 

interventions can lead to positive change within these families. FMP face a wide range 

of complex problems in different areas of life [1, 2], such as financial, psychiatric, 

parenting, relationship, health, and social network problems [1]. These problems are 

often intergenerational [3]. The complexity of these problems and their transfer from 

older to younger generations contribute to an intensive use of care and the involvement 

of multiple organizations over longer periods of time [4]. Moreover, according to the 

Cumulative Risk Theory, children growing up in FMP are exposed to a high number of 

risk factors from early childhood on, which increases their chance of serious problems 

later in life [5, 6]. 

The complex and persistent problems of FMP pose a serious challenge for the 

development and long-term effectiveness of interventions for these families. Studies 

indeed showed that the sustainability of the effects of interventions for FMP is low [7] 

and that considerable problems remain after closure of the intervention [8]. Moreover, 

the fact that each FMP has its own unique mix of problems requires that interventions 

can be adjusted to the specific needs of a family. This complicates the development 

of interventions, because they need to be all-encompassing but is also a challenge for 

the assessment of the effectiveness of these interventions, since the content of each 

intervention in a specific family is unique. This differing content might be one of the 

reasons for the heterogeneous findings of studies on the effectiveness of interventions 

for FMP [9]. 

The increasing focus on interventions for FMP has led to the development of a wide 

range of interventions with also growing evidence for their effectiveness. A systematic 

review of 30 interventions for FMP found that eight interventions had an effect size 

of at least 0.5, that is moderate, on core outcomes such as problem behavior of the 

child or parenting stress [9]. These interventions were Multisystemic Therapy (MST), 

Multidimensional Family Therapy (MDFT), Intensive Family Treatment (IFT), Families 

First (FF), Family Central (FC), Parent Management Training Oregon (PMTO), 10 for the 

Future (10Ftf), and Triple P 4–5. These are all intensive family interventions, taking place 

in the home environment of the child, characterized by a high intensity of care contacts, 

and systemic, meaning that they focus on the child and its surroundings. Most of these 

interventions are well-known nationally and internationally, as interventions for FMP. 
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While knowledge regarding the effectiveness of these interventions for FMP is 

increasing, little is known about which elements are most pivotal for positive outcomes 

[10]. These elements could be related to the content of interventions, labeled as 

practice elements, or to the structure in which the interventions are provided, labeled 

as program elements [11]. A recently conducted study showed that there is great 

overlap between the contents of these eight interventions for FMP [12]. In addition, 

studies have shown that interventions for FMP focused mainly on parents, but much 

less on the child, siblings, and the social network [13, 14]. Interventions aimed mainly 

at working on behavioral change and collecting information about family members 

and their problems [13]. Moreover, their content was provided mainly through psycho-

education (i.e., discussing information about problems of the family and offering tools 

for dealing with those problems) and instruction (i.e., giving a verbal instruction or 

advice concerning desired behavior) [14]. Finally, interventions for FMP were of high 

intensity [13], but toward the end of the intervention the number of visits decreased 

[14]. These studies gave insight into the content and structure of care provided to FMP, 

but not its effectiveness. 

Individual perspectives of children and parents from FMP, in this paper shortly 

named as FMP, regarding elements of interventions that matter can increase our 

understanding of the effectiveness of care. However, insight into the perspectives 

of FMP on interventions received is scarce: it is as yet unknown how FMP value the 

specific content (i.e., practice elements) and structure (i.e., program elements) of 

different interventions for FMP, and how these contents relate to positive change. The 

scarce evidence focuses mainly on experiences of FMP with specific interventions 

(e.g., Multisystemic Therapy or Multidimensional Family Therapy) [15, 16, 17] or other 

forms of intensive family treatments [18, 19, 20, 21]. Some of these studies do report on 

attributes of these interventions that, according to families, contribute to (sustaining) 

positive change, such as the relationship with the practitioner (e.g., good alliance with 

and specific characteristics of the practitioner, such as being non-judgmental) [15, 20] 

and the way in which care has been organized (e.g., wish for more long-term support, 

and negative experiences with terminating care without possibilities for some form of 

follow-up) [20]. More general perspectives, such as a good match of the interventions 

with specific needs of families, were also reported [18]. However, detailed knowledge on 

specific helpful elements in various interventions is lacking. This is important because 

each family has its own unique combination of problems, so including perspectives 

from children and parents who received different interventions enables to broaden our 

understanding of intervention elements that are important for these families.
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It is important to determine whether elements of the content and structure of care 

as mentioned by the families align with the content and structure of current practice. 

This may indicate which elements are important, how interventions should be provided 

to be helpful to FMP, and thus, what is needed to establish effective care. Based on 

previous studies of experiences of families with specific interventions, and of factors 

affecting the effectiveness of youth care interventions, [22, 23] we expect that FMP 

will mention elements regarding not only the content and structure of care, but also 

regarding the practitioner and the relationship with the practitioner. To determine 

whether interventions for FMP indeed match their needs, we explored the perspectives 

of both parents and children regarding helpful and less helpful elements of various 

interventions. 

Methods

Study design

We conducted semi-structured interviews, on themes that were established in 

a focus group with five children, one parent and one social worker. The interviews 

were conducted by trained interviewers and aimed to explore perspectives of FMP on 

helpful and unhelpful elements of interventions. We report our methods according to 

the Consolidated Criteria for Reporting Qualitative Research (COREQ) checklist [24] 

(Supplemental Table 1).

Study sample

We selected children or parents from FMP via our quantitative study on eight 

interventions targeting FMP [14]. In this quantitative study, FMP were defined as 

families that had received Multisystemic Therapy (MST), Multidimensional Family 

Therapy (MDFT), Intensive Family Treatment (IFT), Families First (FF), Family Central 

(FC), Parent Management Training Oregon (PMTO), 10 for the Future (10Ftf), or Triple 

P 4-5, because of their problems in multiple domains. This database consisted of 

499 families who received one of these eight interventions. More information on the 

included interventions can be found elsewhere [12]. 

Of the participants in the quantitative study, we selected those who filled in the 

questionnaire at the end of the intervention before January 2019 and indicated in this 

last questionnaire that they were available for an interview about their perspectives 

on the intervention (41 parents and 7 children). To obtain a diverse study sample, we 

composed a stratified sample of parents or children of 12 years or older from families in 

which the intervention was more successful and families in which the intervention was 
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less successful, based on the percentages of intervention goals reached according to 

the participants. The degree to which intervention goals had been reached was assessed 

by a participants’ questionnaire at the end of the intervention: “What percentage of the 

goals set in the care plan have been achieved on a scale from 0 to 100%?” Selected 

participants were approached by telephone or by email. For children below 16 years of 

age, their parents were first phoned for permission to approach the child, yielding 100% 

consent. Participants then received an information letter and an informed consent form 

at their home address, along with an invitation for an appointment. Further information 

regarding the selection process and the number of children and parents that were 

included can be found in Figure 1. Information on the characteristics of participants 

can be found in Table 2. The Medical Ethics Committee of the University Medical Center 

Groningen in the Netherlands provided a waiver for ethical approval for this study 

(reference number METc2016.005 dated March 7, 2016).

Interview guide

We developed a semi-structured interview guide, consisting of questions and topic 

cards, in several steps. We first invited children and parents who had experience in child 

and youth social care to participate in a focus group. Five children (12 years or older), 

one parent who had previously used child and youth social care, and one social worker 

agreed to participate. The social worker took part because he was a supervisor of the 

children that participated in the focus group. In this focus group we asked which topics 

to address to discover what constitutes good care for FMP, and which questions we 

should ask to get more information about these topics. We explained that we aimed 

to interview both children and parents of FMP. The focus group discussion yielded the 

following five topics, which formed the basis of the interview guide: 

1. To what extent practitioners explored the client’s expectations of the intervention;

2. How practitioners approached the client and how the relationship between the 

practitioner and the client was evaluated;

3. To what extent practitioners respected and included the ideas and wishes of the 

client in care;

4. Content of care, for example to what extent practitioners discussed clients’ thoughts 

and feelings, or activated their social network;

5. Outcomes of care, for example what was the situation at the end of care, and the 

situation some months later.
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Selection procedure parents and children

Parents indicated in questionnaire of 
quantitative study willing to be interviewed

(n  = 41)

Exclusion of parents: information missing 
regarding degree of attainment of intervention 

goals
(n  = 3)

Contacted parents 
in which fewer than 

70% intervention 
goals were reached, 
according to parent 

(n  = 15)

Contacted parents 
in which more than 
70% intervention 

goals were reached, 
according to parent

(n  = 23)

Parents declined 
(n  = 1),

could not be 
contacted (n  = 3)

Interviews with parents
(n  = 24 )

Parents declined 
(n  = 4), could not 

be contacted
(n  = 5), canceled 

appointment 
(n  = 1)

Children indicated in questionnaire of quantitative 
study willing  to be interviewed

(n  = 7)

Children not contacted 
(no reply to phone calls, 

emails)
(n  = 3)

Interviews with children
(n  = 4)

Reasons caregivers declined to participate: 
bad timing for respondents (e.g., pregnancy), 

participant moved on, did not want to be 
interviewed about the intervention

Figure 1. Selection procedure of participants

Second, we developed topic cards to guide participants through the content of the 

intervention they had received (theme four). This was done because parents and 

children in the focus group suggested that asking parents and children about the 

contents of the care they received would be too general. Therefore, topic cards were 

developed to structure this part of the interview. The cards regarded topics that could 

have been addressed during the intervention that families had received. Topics were 

derived from the main categories of the Taxonomy of interventions for FMP (TIFMP) 

[25]. The TIFMP is an instrument used to identify the content and structure of a wide 

range of interventions for FMP. It has been developed based on the manuals of the 
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eight interventions, national guidelines for FMP, existing taxonomies and meetings 

with field experts. The TIFMP was found to be a reliable instrument for identifying the 

content of interventions for FMP [25]. Regarding the content of care, it includes 53 

practice elements (techniques used by the practitioner to promote positive outcomes), 

thematically divided into 8 main categories. For each main category, one or two topic 

cards were developed. An example of a topic card was ‘helping with daily tasks’. For 

both main categories, B (planning and evaluation) and C (working on change), two 

cards were developed, and for main category H (maintaining the practitioner-client 

relationship) no card was developed, since this topic was discussed during theme 2 of 

the interview guide. More detailed information on the topic cards can be found in Table 

1. In the interviews, participants were asked to select five cards that best reflected the 

content of their intervention. For each selected topic card, we asked the participant to 

tell something about how this was addressed within their family, and to elaborate on 

what was helpful or not helpful. 

Third, to the interview guide we added questions regarding the personal situation of 

the family (e.g., what a normal day looks like, number of children living at home, living 

situation), and how it was before they received care (e.g., problems within the family, 

former care), and ended with questions regarding their ideas and expectations for the 

future. After finalizing the interview guide, we tested it in a pilot interview with one 

parent, and made a few minor adjustments in the wording of questions. 

Procedure

Interviews took place in the home of the participant. Before the start of the interview, 

the interviewer explained its aims, emphasized that the researcher was independent 

of the care organization, and that the participant could stop the interview at any time, 

and guaranteed anonymity of the data. All participants gave written consent prior to 

the start of interview. Interviews were conducted between 2 and 21 months after ending 

the intervention, with a mean of 9.5 (parents) and 11.75 months (children) after ending 

the intervention. All interviews were audio-recorded and lasted 60 to 120 minutes. 

During most interviews no other individuals were present, except for interviews 7 and 

8 (children were present), 18 and 20 (stepmother participated in the interview), and 22 

(father was present). Participants received a token gift of €20 for their time.

Data handling, analysis and reporting 

All recorded interviews were transcribed verbatim and analyzed thematically with the 

aid of Atlas.TI 8.4. The interviewer involved reviewed the transcripts of all interviews 

for completeness and accuracy. 
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Table 1. Topic cards regarding content of care 

Main category of the Taxonomy of 

interventions for FMP (TIFMP)

Topic cards used in interviews*

A) Assessment of problems

Practice elements aimed at collecting and 

categorizing information about family and 

family problems

Collecting information 

B) Planning and evaluation

Practice elements aimed at translating 

family problems into goals, and practice 

elements involving evaluation of these 

goals

Discussing what my family thinks about the 

progress of care 

Discussing what my family wants to reach 

C) Working on change

Practice elements aimed at realization of 

change 

Helping us to know how to get along with each 

other in the family 

Helping to cope with thoughts and feelings 

D) Learning parenting skills

Practice elements aimed at improving 

parenting skills 

Helping with raising my children 

E) Helping with concrete needs

Practice elements aimed at easing burden 

of everyday challenges 

Helping with daily tasks 

F) Activating the social network

Practice elements aimed at engaging the 

family’s social network to help and support 

the family 

Helping with contact with other people 

G) Activating the professional network

Practice elements aimed at enhancing 

goals, agreements, and procedures 

involving other practitioners who work with 

the family 

Helping with contact with school or other 

organizations 

H) Maintaining practitioner-client 

collaboration

Practice elements aimed at maintaining 

and promoting collaboration between 

practitioner and client 

No cards developed for this main category

Note. After discussing the five cards selected by the participant, we discussed whether any other topic 

was addressed in the intervention, and whether the participant missed anything in the intervention.

*For main categories B and C two cards were developed: in main category B, planning and evaluation 

of care are two separate activities; in main category C, we decided to use two cards to summarize 

the elements in this category. On the one hand these elements refer to how the family gets along 

with each other (communication, authority relationships, daily routine, desired/undesired behavior), 

and on the other hand to internal processes (thoughts and feelings). This last category was also 

mentioned by the focus group as an important topic for the interviews. For main category H no cards 

were developed because the characteristics of the practitioner was a separate topic in the interviews.
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Braun and Clarke’s 6-step guide [26] was used to analyze the interviews thematically 

and identify emerging themes. We first made a codebook to summarize the entire 

dataset. To do this we used a combination of thematic codes deduced from the 

interview guide, and open codes that we applied to newly emerging themes within 

the interviews. To start setting up a codebook we formulated thematic codes based 

on the topics in the interview guide, and briefly defined each thematic code. Using 

the codebook, the interviewers (first author and two project-assistants) independently 

coded the first two interviews, and discussed them thoroughly. All interviewers were 

trained and experienced in interviewing and performing analyses in qualitative research. 

After their discussions, they adjusted some definitions of thematic codes, and added 

codes newly emerging from the two interviews (open codes) to the codebook. One of 

the interviewers coded the next six interviews, and the other controlled the coding of 

these interviews. In case of disagreement about whether or not a code applied, the 

interviewer that coded the interview and the interviewer that controlled this coding 

discussed this to reach consensus. The other interviews were coded by the first 

author and randomly checked by a colleague researcher experienced in qualitative 

research. During the entire further coding process, newly emerging codes based on 

participants’ verbatim statements were added to the code book (open codes). After 

coding all interviews, separately for each code, the first author checked the accuracy 

of the interview quotes that were included under a certain code. If necessary, interview 

quotes were recoded, or codes relabeled or regrouped. 

After coding all interviews, we grouped codes into themes based on common threads 

throughout the data. This grouping of codes was reviewed by the last but one coauthor to 

ensure consistent interpretation of data and organization of codes. Any disagreements 

were discussed between the two researchers until consensus was reached. The code 

tree can be found in Supplemental Table 2.

We will first report the background characteristics of the participants. Next, we will 

present those elements of interventions that participants found most and least helpful, 

divided into three overarching themes. 

Results

Background characteristics 

The sample consisted of 24 parents and 4 children (see Table 2 for more information on 

the results of the selection procedure). The parents interviewed received the following 

interventions: IFT (6), MST (9), MDFT (4), PMTO (3), FF (1) and FC (1). The children 
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interviewed received MST (1), MDFT (1), IFT (1) and FC (1). In three families both the 

child and the parents were interviewed. In one family, only the child was interviewed, 

and in the other interviews only the parent was interviewed. More detailed background 

information on the participants can be found in Table 2. 

Helpful and less helpful elements of various interventions from a family’s point 

of view

Our analyses resulted in eleven elements that participants found helpful, based on 

their experiences with the intervention. We divided these elements under three main 

themes: characteristics of the practitioner (three elements), content of the intervention 

(five elements), and structure of the intervention (three elements). Per theme we will 

provide illustrative quotes from the interviews. Each quote appears with the number 

of the interview from which it came, and is followed by a letter showing whether the 

quote was from a parent (p) or a child (c) (see Table 2).

Characteristics of the practitioner

Regarding the characteristics of the practitioner, participants mentioned three 

elements that they found helpful: a non-judgmental approach, being taken seriously, 

and a positive approach. 

A non-judgmental approach. Participants reported a non-judgmental approach of 

the practitioner and having confidence in this practitioner to be helpful, in particular to 

reach a good alliance. Participants mentioned that when they trusted the practitioner, 

they felt that they could “share secrets with the practitioner” (c28), or share their 

story without being judged or embarrassing themselves or their child. One participant 

explained: “I could say everything to her, the good and the bad things. Just because I 

really felt I could trust her. Maybe that’s why I was very open and honest” (p16). When 

they trusted the practitioner, they also dared to discuss things that were not going well, 

because they felt that they would not be blamed. One participant explained: 

She didn’t come to give a verdict. Because [another practitioner] said, like, ‘Is it safe 

enough here? And are you doing it right?’ And she wasn’t. With her it was just: okay, 

what’s going on? It’s pretty complicated, and how can we deal with it better? (p8)

Being taken seriously. Participants found it helpful when they felt that the practitioner 

was taking them seriously and really wanted to help. Some said that this feeling 

increased when practitioners indicated having had specific experience with a disorder 

or problem now facing their child. One participant explained: 
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Table 2. Characteristics of participants (n = 28)

Interview 

number1

Intervention 

received

Duration of 

intervention

(in months)

% of goals 

reached according 

to participant

Time between end of 

intervention and interview

(in months)

Parents (n = 24)

1 IFT 6 88% 5

2 FF 1 15% 10

3 MDFT 16 95% 3

4 MST 5 100% 6

5 MST 5 100% 10

6 MDFT 8 10% 7

73 MDFT 5 100% 11

83 MST 8 5% 9

9 MST 5 40% 9

10 MST 4 95% 5

11 MST 5 20% 10

12 IFT 2 45% 20

13 MDFT 6 24% 13

14 IFT 5 70% 12

15 PMTO 8 70% 7

16 FC 8 90% 8

17 IFT 11 90% 4

182 PMTO 7 75% 2

19 IFT 5 70% 17

202 MST 5 80% 14

21 MST 4 90% 9

222 MST 4 70% 14
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Gender of 

participant(s)

Age 

of 

child

Gender child Educational 

level parent4

Foreign 

background 

parent5

Marital status parent

Female 6 Female Low Industrialized Married

Male 17 # # # #

Female 15 Male Low Industrialized Divorced/not living 

together

Male 16 Female Medium Industrialized Married

Female 16 Female Medium Industrialized Married

Female 15 Female # Industrialized Divorced/not living 

together

Female 16 Female Low Industrialized Married

Female 14 Female High Industrialized Divorced/not living 

together

Male 16 Male High Industrialized Married

Female 17 Male Medium Industrialized Divorced/not living 

together

Female 12 Male Low Industrialized Divorced/not living 

together

Female 15 Male High Industrialized Divorced/not living 

together

Female 14 Male Medium Industrialized Divorced/not living 

together

Female 14 Female Medium Industrialized Married

Female 11 Male Low # Married

Female 13 Male Medium Industrialized Divorced/not living 

together

Female 15 Female Low Industrialized Living together with 

partner (not married)

Female 5 Male Medium Industrialized Divorced/not living 

together

Female 9 Male Medium # Divorced/not living 

together

Male and female 

(stepmother)

17 Male Father: High Father: 

Industrialized

Father: Married

Female 15 Male Medium Industrialized Living together with 

partner (not married)

Female 13 Female High Industrialized Married
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Table 2. Characteristics of participants (n = 28)

Interview 

number1

Intervention 

received

Duration of 

intervention

(in months)

% of goals 

reached according 

to participant

Time between end of 

intervention and interview

(in months)

23 PMTO 7 75% 14

24 IFT 13 74% 9

Children (n = 4)

Interview 

number1

Intervention 

received

Duration of 

intervention

(in months)

% of goals 

reached according 

to participant

Time between end of 

intervention and interview

(in months)

256 MST 4 93% 5

267 MDFT 6 87% 13

278 FC 8 89% 8

28 IFT 4 100% 21

1Interview numbers assigned according to date of interview.
2Partner of participant took part in interview.
3Children present during interview.
4Educational level was classified into: “low” (none to maximum lower general secondary education), 

“medium” (intermediate vocational education or apprenticeship to pre-university secondary 

education), and “high” (higher vocational education or university.

I like to see and notice expertise. I don’t need to see a diploma but I do need to somehow 

notice that they have something to offer me. [...] And I had something like that with J. 

pretty soon; this is someone who takes very concrete, very clear steps” (p22). 

Another issue related to this is that practitioners indicated sincere interest by responding 

adequately and immediately, for example via WhatsApp. Participants experienced that 

this “gave guidance” (p4) and gave them the feeling that they “[were] not alone in this 

situation” (p17). Lastly, participants felt that they were being taken seriously when the 

practitioner listened to their wishes and ideas: 

There was always consultation and nothing was forced. Come up with ideas, what do you 

want to work on, and how do you think you are going to do that, and how are we going 

to do that then. […] So it always came from ourselves. And they gave us guidance (p10). 
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Gender of 

participant(s)

Age 

of 

child

Gender child Educational 

level parent4

Foreign 

background 

parent5

Marital status parent

Female 5 Male Medium Industrialized Living together with 

partner (not married)

Female 12 Male Medium Industrialized Divorced/not living 

together

Gender of 

participant(s)

Age 

of 

child

Educational 

level child4

Foreign 

background 

child5

Male 17 Low Non-

industrialized

Male 14 # #

Male 13 # #

Male 12 Low Industrialized

5 Foreign background was classified into non-industrialized or industrialized [i.e., born in Europe 

[excluding Turkey], North America, Oceania, Indonesia and Japan).
6Child of parent number 10.
7Child of parent number 13.
8Child of parent number 1.

Another participant said that this approach motivated her “to have a certain difficult 

conflict with your own family, that you then dared to solve” (p17). In contrast to parents, 

two children said that they had not had a clear idea of the care they were going to 

receive before care was started; one said: “For me it is important to know what kind of 

care I will get” (c27).

A positive approach. Participants found a positive approach very helpful: 

I liked the positive approach very much, because you come from such a dust bin of 

negativity [...] that you can hardly see or find the positivity again [...] Not pointing a 

blaming finger, like you really didn’t do that well (p8). 
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One participant explained: “She saw that my mother and I could have fun together. 

And that we didn’t just fight. [...] We argued sometimes, but then it was just a little 

more intense” (c26). According to participants, a positive approach could also be 

communicated through compliments and encouraging words, and a practitioner who 

“Can just bring it with humor. [...] And yet be serious when it’s needed” (p6).

Content of the intervention

Concerning the content of interventions, participants found several elements helpful: 

a focus on the underlying cause of behavior, involving the child in care, provision of 

flexible, practical and structured methods within care, and activation of the social 

network, the school and other professionals around the family. 

Focus on the underlying cause of behavior. Participants thought it would be helpful if 

practitioners put more effort into investigating the cause of the behavior before starting 

treatment. According to participants, effects of the intervention on the child’s future 

life would not be sufficient if the focus was on setting rules or declaring consequences 

to reduce external behavior, while disregarding the underlying cause. One explained: 

What I didn’t understand [...] is that she focused straight on behavior but at the same 

time didn’t try to find out what was happening in her head to make it go wrong. So we 

first did systemic therapy without understanding the origin of the behavior (p22). 

Partly in line with this topic, one participant described how the practitioner helped 

her to deal with thoughts and feelings: “Because if that’s all you’ve got in your head, it 

just keeps going around. If you talk about it out loud, you kind of let it go; it just feels 

good” (c26). 

Involving the child. Participants mentioned that involving the child in the intervention 

is important, because it allows the child to feel heard, and to have its ideas taken 

seriously for possible solutions. According to participants, this does not necessarily 

mean that children must be present during every meeting, but perhaps the practitioner 

could sometimes play a game with the child, or involve the child in discussions about 

the progress of the family. One participant explained: “we had to do it together, but 

to burden the child even more with therapy was not really an option” (p19). Other 

participants said that it seemed to them that the child suddenly showed problem 

behavior, and the parents found it strange that the intervention was focused mainly 

on themselves. One participant said: 
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Because if you have a kid who went off track in just a week, it has nothing to do with 

your childhood. [...] It should have been directed more at her [daughter]. [...] It’s your 

child who is derailed” (p5). 

Another participant said: “You also have to understand that people, where things would 

usually be normal [...] that there is also something going on with that child, and that 

you have to look there (p22). 

Provision of flexible, practical and structured methods within interventions. 

Participants mentioned that flexibility in the content of interventions is helpful: “what 

works for one, might work for the other in a different way” (p21). Participants suggested 

that professionals should take a good look at the specific needs of the child or family, 

and adapt the content of the intervention accordingly, for example not use a reward 

system with a child who is not sensitive to punishment or rewards. They emphasized 

their positive experiences with the use of playful methods, for example playing a family 

game to learn how to talk with each other. Furthermore, participants experienced that 

they benefited most from methods that were practical, concrete, and easy to use 

at home (i.e., a sticker-sheet to give rewards). Children themselves also mentioned 

that they experienced this as helpful, for example making a plan for day activities, or 

practicing how to say no to people. One parent explained: 

I was practicing with her. [...] She’d be a mother and I’d be the child. And then I’d have to 

do things, not listen. [...] I had to give feedback about how I could do that with my own 

children. [...] As that therapy progressed it did help me to practice with her a number 

of times before I applied it at home (p15).

Participants regarded as helpful a method that gives a structured overview into what 

is going well and what can be improved (e.g., which problems need to be addressed). 

Such methods helped participants to gain an overview of problems that needed to 

be addressed, the triggers of these problems, and what they could do when certain 

situations arose. This overview was also valued as a tool for evaluating the process of 

care, and helpful to read again upon conclusion of the intervention. One such method 

is a fit circle that is used in MST, in which the factors are examined from the various 

systems around the child and the family that drive or maintain problem behavior. This 

circle is drawn on paper. The ‘fit’ that arises is the problem analysis on the basis of which 

hypotheses and goals are formulated [27]. One parent illustrated: 
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She had such a nice circle. And then we looked at where we were, how far along we were 

and what had gone well and what hadn’t gone well. [...] And how do we proceed? [...] 

And then you can also look [...] what points do we still have to work on. [...] What you’re 

dissatisfied with, that’s paramount. While they also say hey, you’ve done all this (p8).

Activating the social network. Participants found it helpful to have support from 

others such as their partner, ex-partner, family members, or others around the family 

and active involvement of the social network within the intervention. Some participants 

also found it useful to make an inventory of their social network by writing down 

who they could talk to about their problems and who could relieve them of caring 

responsibilities for a while; this made them “aware of the people who are there” (p10). 

In addition, several participants found it helpful to have their network informed about 

the situation of the family and why help was being provided, and to assess whether 

the network could do something to help. One participant for whom such a network 

meeting was organized explained: 

Also the family members didn’t know exactly how much help we actually needed. That 

it wasn’t just a matter of babysitting, but that it was just [...] to fold the laundry together, 

because it was getting too much for me. [...] it was just a listening ear, just giving one 

child some extra attention. [...] If my partner is far too tired or if I am far too tired, now 

I dare to ask for help (p17). 

Although many participants valued support from the social network, some also stressed 

that this is not always sufficient. Sometimes they wanted professional support because 

professionals can look at the situation more objectively.

Activating the school and other professionals around the family. Participants 

mentioned that it is helpful if the practitioner activates the school and other 

professionals around the family. For example, in contact with school, the practitioner 

can “support during meetings and can better explain and translate” (p17) why the child 

shows certain behavior and what the child needs at home and at school: “She can ask 

for concrete help: can you start up a performance anxiety training or do we need to do 

that?” (p14). Practitioners could also confirm that the help at school was in line with the 

intervention being provided at home. To realize this, having a steady contact person at 

school was experienced as helpful: “Any worries there are, I’ll mail them to that woman 

and they’ll be solved. [...] They’re on top of it. That gives parents a lot of peace” (p24). 

Participants also mentioned that it is helpful when the practitioner coordinates various 

kinds of care for families: “She was always in contact with other professionals. How it 

went and if follow up care was needed. I liked that very much” (p12).
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Structure of the interventions

The structure of an intervention refers to the frame in which the intervention is provided. 

Regarding the structure of interventions, participants found three characteristics 

particularly helpful: care provided in the home of the family, a declining intensity of 

visits during the intervention, and support after care has ended.

Care provided in the home of the family. Participants emphasized that receiving care 

in their home was helpful for several reasons: it was easier to organize, participants felt 

more at ease at home, and the practitioner could experience what it was really like in 

the family, and focus on that behavior during the intervention. Parents explained that 

when the practitioner is not providing care in the home of the family, the risk is that 

the child “doesn’t link it to his life” (p24). One parent further explained: 

Because she came to our home and saw it too. S. was always sweet, nice and kind in 

the beginning, but there comes a moment, when someone keeps coming, that the 

child gets a bit used to it, and then he goes on the rampage. [...] Then she also knows: 

oh, wait a minute, what does the mother do? How does the child react? How does she 

handle it? How can I support her? And someone who is working with me on this from 

outside doesn’t see that (p24).

Declining intensity of visits during the intervention. Participants also found it 

helpful to have a decreasing frequency of contacts toward the end of the intervention. 

They experienced that this stimulated them to apply for themselves the skills they 

had learned, and convinced them that the practitioner also thought that the problems 

were under control. However, to avoid startling parents by sudden termination of the 

intervention, clear communication about the declining number of visits and the end 

date of care was important to participants. One commented: 

I think twice a week and at the end eh once a week. [...] And then it ended all at once 

[...] now I have to do it all by myself. But that was not bad after all, but it caught me off 

guard a bit, can I do all that on my own? (p10). 

Support after care has ended. Participants often expressed the need for support 

after the intervention had ended, remarking that such support would have been 

helpful. They mentioned that what they had learned during the intervention was not 

always applicable, because new problems arose, or existing problems were expressed 

differently, due for example to a child’s transition to adulthood or a divorce of the 

parents. In such situations, participants explained that it was helpful to have on paper 

an overview of learned skills and solutions, and to have the opportunity to contact the 
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practitioner (i.e., by phone or WhatsApp) about what they could do to cope with new 

situations: “What would be your advice? [...] That’s nice that you can fall back on that” 

(p10). Many participants regretted that no (guidance to) follow-up care was provided 

after termination of the intervention, and were not sure who could further help the 

family. One participant who asked for follow-up care explained: 

I got a pretty clear mail to the effect that it was just over [...] And look, I got it. I just didn’t 

get that you were supposed to let it go. [...] If only there had been someone who said, 

now we know this. And now we’re going to see what kind of solution is the best [...] that 

would have been nice. [...] I’m really sorry about that. Because in itself, I think it was a 

pretty good trajectory (p8).

One participant was part of a pilot in which she was able to ask for help until her child 

became 18 years old. She explained: 

And I always have moments, of course, it’s going to be hard. [...] But just that I can always 

fall back on [the organization], that’s just really nice. [...] I still have regular conversations. 

[...] The intention is actually once or twice a month. That I get a little help anyway and 

that I keep going the right way (p16).

Discussion

As far as we know, this is the first study on the perspectives of families with multiple 

problems (FMP) regarding specific elements in a wide range of interventions. We aimed 

to explore the elements of these interventions which parents and children within 

FMP found most or least helpful. Based on their experiences with the interventions, 

participants mentioned 11 elements that they considered helpful. We categorized these 

11 elements under 3 main themes: the characteristics of the practitioner, the content 

of the interventions, and the structure of the interventions. 

Participants reported that a practitioner should be non-judgmental, have a positive 

approach, and take the family seriously. This aligns with findings of several studies on 

experiences of families with intensive home treatments, showing the importance of a 

non-judgmental and positive practitioner [15, 17, 20, 21, 28]. In our study, FMP explained 

that a non-positive and judgmental approach results in a poor relationship with the 

professional, one in which they are not open about their problems due to fear of being 

judged. In such instances, the family is likely not to become engaged and open to 

change, thus preventing the intervention from having the desired impact [15, 17]. A 
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non-judgmental and positive approach on the part of practitioners, and the feeling 

that these practitioners take the family seriously, may therefore, regardless of the 

content and structure of care, be a prerequisite for achieving positive change within 

these families [17, 29, 30, 31].

Participants mentioned several elements of the content of care, labeled as practice 

elements that they thought would be helpful but, according to previous studies are 

not included in interventions. These elements included involvement of the child in the 

intervention, activation of the social network, the school and other professionals around 

the family, and attention for underlying problems. These contrast with the content of 

care as offered, since usually only the parents and not the child are addressed, and 

activation of the further network lies beyond the scope of the intervention [13, 14, 31, 

33]. In addition, current interventions for FMP aim more at reducing children’s problems 

by changing the behavior of parents, and less on treating the underlying causes of the 

behavior of the child itself [32]. This suggests that the contents of care could be better 

matched to the needs of families.

The mismatch between content of care as offered and the needs of families may stem 

from three factors. First, the elements that FMP find important may not be included in 

the interventions as described in the intervention manual, and therefore not offered by 

practitioners. Second, the elements may be part of the interventions but practitioners 

may not provide them. And third, although practitioners may provide elements that 

FMP need, these may not be recognized by the FMP, possibly because of insufficient 

communication between practitioners and families. In any case, recognizing and 

including the perspectives of FMP on the content of care could solve this problem. 

Further research on this mismatch and its causes is needed to better cope with this 

barrier in care, and to achieve sustainable improvement. 

According to FMP, important elements in the structure of care are a declining intensity 

of visits, provision of care in the home of the family, and possibilities for follow-up 

care. The wish for a declining frequency of visits toward the end of the intervention 

corresponds with current practice in routine care, which is aimed at gradually preparing 

the family for termination of care. However, most interventions are provided within a 

limited time frame [12] and do not always offer the possibility to receive long-term and 

flexible follow-up care. Furthermore, not all interventions for FMP take place in the 

home of families [12]. To better meet persistent needs and problems of FMP we should 

invest in providing interventions, as much as possible, in the home of families. Also a 

more fluent transition to after-care, or more longer-term support, may result in more 

sustainable improvements. 
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Strengths and limitations

A major strength of this study is that we focused on experiences of FMP themselves, giving 

voice to what they need when receiving care. A second strength is the use of a topic list, 

developed in a focus group with substantial involvement of children and parents, providing 

themes that they found important to discuss during the interviews. A third strength of 

our study is that we included children and parents who had experienced a wide range of 

interventions for FMP, enabling to identify experiences with these different interventions 

for FMP. 

A limitation of our study may be that during the focus group in which we developed the 

topic guide for the interviews, only one parent participated. Although we are convinced that 

children can also give valuable information on topics of interest [34], this may have led to 

missing topics that were important to parents. However, in the interviews we included more 

parents than children, thus we are quite sure that the perspectives of both children and 

parents on topics that were important to them have sufficiently been included. Moreover, 

during the interviews, children and parents were given the opportunity to bring up topics 

that were not yet discussed during the interview. This rarely happened, which indicates that 

our interview guide may have been quite complete. 

A second limitation may be that we included only four children in our study. This was due to 

the fact that only seven children wanted to participate, three of which we could not reach. 

Consequently, we may not have captured all elements that are important for children. We 

do, however, think that we reached data-saturation because the perspectives of children 

did not lead to new themes, on top of the themes that resulted from the interviews with 

parents. 

Third, in some families the time between the end of the intervention and the interview was 

quite long (ranging from 2 to 21 months, with a mean of 9.5 for the interviews with parents 

and a mean of 11.75 months for the interviews with children). This may have led to recall bias, 

but may also have added to the range of perspectives collected, giving the variation in time 

to reflect on the care as received. Nevertheless, we believe that we were able accurately 

to capture their experiences with the intervention: we were able to demarcate clearly the 

intervention we were interested in, who provided it, and during which time period. We 

derived this information from our quantitative data, and participants clearly remembered 

the content of the care they had received. Moreover, we did not notice differences between 

interviews about interventions that were concluded recently compared to interventions 

that were concluded longer ago. A third possible weakness was that we did not discuss the 

outcomes of separate interviews with the participants. Accounting for their views on the 

outcomes might have enhanced the accuracy of the data analysis [35].
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Implications

Our findings have important implications for policy makers, researchers, developers 

of interventions, and practitioners regarding the content and provision of care 

for FMP. These recommendations may help to strengthen interventions for these 

families, and to tailor care to their needs and wishes, thereby contributing to better 

outcomes. 

First, practitioners should reflect more often on whether their approach is non-

judgmental and positive. Such reflection can contribute to a better alliance 

between practitioners and families, and thus contribute to positive change [36]. 

This reflection may be addressed in the training of practitioners and could, for 

example, be included in intervision or supervision meetings. Also, a conversation 

with the family, beforehand, about their wishes, needs, and expectations regarding 

the approach of the practitioner, and evaluation of these factors during the 

intervention, could be helpful. 

Second, more effort should be put in promoting a match between the content 

of interventions and the needs of families. That this is essential to reach positive 

outcomes [18, 19, 37, 38, 39] was also illustrated by the positive outcomes of more 

personalized interventions for anxiety, depression, and behavior problems [40, 

41]. Practitioners should personalize protocolized care in consultation with clients. 

To achieve this, a more structural inclusion of the perspectives of FMP on the 

content of the care they receive is important [42], and can increase the potential 

for sustainable change within these families. Outcome-informed treatment might 

also be helpful, allowing a way to monitor families’ progress and analyze what is 

needed to improve outcomes [43]. 

Third, children could be more actively involved in interventions. This may be 

beneficial to achieve long-term change, because the goals of the child (e.g., 

behavioral change) will be more directly addressed [32, 33, 44, 45]. The introduction 

of dual care workers, one focusing on the child and one on the parents, might be a 

way to do this, and was found to be associated with more positive outcomes for FMP 

[46, 47]. Although children and parents find it important that children are involved 

and results on dual care workers are promising [46, 47], future research should 

address if this involvement of children is needed and desirable in care for all FMPs. 

Fourth, interventions should focus on underlying causes of behavior. Problem 

behavior of the child or parenting stress may emerge or be maintained as a result 

of unresolved underlying problems [48, 49], such as disorders [50] or trauma [51]. 
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A thorough analysis of factors that underlie or sustain problem behavior may help 

practitioners to understand why the child shows a particular behavior and how 

underlying factors affect a family’s response to care [52, 53]. providers can then 

adapt the content of care to the needs of FMP, or develop additional modules to 

target factors that sustain problem behavior.

Fifth, the social network of FMP should be more involved in care. This may encourage 

FMP to ask the support of their network after the intervention has ended. In a previous 

study we found that, most interventions for FMP include elements concerning the 

activation of the social network, but that these are used too infrequently by practitioners 

[12, 14]. It might therefore be important to invest in the development of methods to 

activate the social network and to not only train practitioners in how to identify the 

(positive) network of FMP, but in how to activate this network. Moreover, it is advisable 

to explicitly address the activation of the social network of families in intervision and 

supervision meetings for practitioners.

Sixth, regarding the structure of interventions, we recommend providing longer and 

more flexible follow-up care. Tailored care trajectories offering flexible support over 

a long period of time could be promising [2, 8]. Such forms of care might better suit 

the persistent and quickly changing problems of FMP, compared to interventions with 

a demarcated duration. Although, such trajectories require financial support, as well 

as good collaboration between specialized and easy-access primary care for families, 

it can prevent escalation of problems and high societal costs due to this escalation. 

The above recommendations have significant implications for the implementation 

of interventions for FMP. Some of these implications, such as including a dual-care 

worker or providing longer and more flexible follow-up care, may require many more 

resources to implement an intervention. As this may be hard to realize, a promising 

first step might be to optimize existing interventions based on our findings and ensure 

that these interventions can better meet the needs of FMP. Lastly, our findings also 

have important implications for researchers. The findings on elements of interventions 

that are important to children and parents ask for quantitative confirmation. Further 

research should find out if the inclusion of elements that are important to FMP also 

leads to more positive outcomes for these families. In addition, the effectiveness of 

these elements for specific subgroups, for example groups of families with younger 

versus older children, should be examined. 
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Conclusion

This study provided insight into helpful and less helpful elements of interventions for 

FMP, from the point of view of the families themselves. These perspectives of FMP 

indicate that to better meet their needs, care can be strengthened in the following 

ways: structurally reflect on the non-judgmental and positive approach of practitioners, 

focus more attention on children, focus on the underlying cause(s) of behavior, 

activate the social network, the school and other professionals around the family, 

and create possibilities for long-term and flexible support. Our findings suggest that 

perspectives of FMP on the content and provision of care should be better embedded 

in interventions. Interventions tailored to these wishes and needs will contribute to 

more positive outcomes. 
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Supplemental files

Supplemental Table 1. COREQ checklist

No Item Guide questions/description Answer

Domain 1: Research team and reflexivity

Personal Characteristics

1. Interviewer/

facilitator

Which authors conducted the 

interview or focus group?

LV

Two project-assistants (CW & 

DdJ)

2. Credentials What were the researcher’s 

credentials? E.g. PhD, MD

LV – MSc 

CW – MSc 

DdJ - MSc

3. Occupation What was their occupation at the 

time of the study?

LV – PhD Researcher

CW – project assistant

DdJ – project assistant

4. Gender Was the researcher male or 

female?

LV is female

CW is female

DdJ is female

5. Experience and 

training

What experience or training did 

the researcher have?

LV, CW and DdJ – have previous 

experience in qualitative research 

in child and youth care and 

training in qualitative research

Relationship with participants

6. Relationship 

established

Was a relationship established 

prior to study commencement?

No

7. Participant 

knowledge of the 

interviewer

What did the participants know 

about the researcher? e.g. 

personal goals, reasons for doing 

the research

Interviewers introduced 

themselves to the participants 

and provided information on the 

background and aim of the study 

8. Interviewer 

characteristics

What characteristics were 

reported about the interviewer/

facilitator? e.g. Bias, assumptions, 

reasons and interests in the 

research topic

The interviewers provided 

information on the purpose of 

the interview to the participants 

prior to the interview

Domain 2: study design

Theoretical framework

9. Methodological 

orientation and 

Theory

What methodological orientation 

was stated to underpin the 

study? e.g. grounded theory, 

discourse analysis, ethnography, 

phenomenology, content analysis

Grounded theory
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Supplemental Table 1. Continued

No Item Guide questions/description Answer

Participant selection

10. Sampling How were participants 

selected? e.g. purposive, 

convenience, consecutive, snowball

Maximum-variation sampling was 

applied

11. Method of approach How were participants 

approached? e.g. face-to-face, 

telephone, mail, email

Participants were selected 

and invited by telephone or by 

email. For children below 16 

years of age, their parents were 

first phoned for permission to 

approach the child

12. Sample size How many participants were in 

the study?

28 (24 parents and 4 children)

13. Non-participation How many people refused to 

participate or dropped out? 

Reasons?

4 parents declined to participate, 

5 could not be contacted and 1 

cancelled the appointment

3 children could not be contacted

Setting

14. Setting of data 

collection

Where was the data collected? 

e.g. home, clinic, workplace

At home

15. Presence of non-

participants

Was anyone else present besides 

the participants and researchers?

In three interviews with parents, 

the partner of the participant 

took part in the interview. In two 

interviews the children were 

present during the interview with 

the parent. 

16. Description of 

sample

What are the important 

characteristics of the 

sample? e.g. demographic data, 

date

Intervention received, duration 

of intervention, % of goals 

reached during intervention, time 

between end of intervention and 

interview, gender of participant, 

gender of the child, age of the 

child, educational level parent, 

marital status parent, foreign 

background parent 

Data collection

17. Interview guide Were questions, prompts, guides 

provided by the authors? Was it 

pilot tested?

Interviews were conducted 

following a semi-structured 

interview guide. One pilot 

interviews was performed with 

a parent
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Supplemental Table 1. Continued

No Item Guide questions/description Answer

18. Repeat interviews Were repeat interviews carried 

out? If yes, how many?

No

19. Audio/visual 

recording

Did the research use audio or 

visual recording to collect the 

data?

Interviews were audio-recorded

20. Field notes Were field notes made during 

and/or after the interview or 

focus group?

No

21. Duration What was the duration of the 

interviews or focus group?

Approximately 60-120 minutes 

per interview

22. Data saturation Was data saturation discussed? Yes 

23. Transcripts returned Were transcripts returned to 

participants for comment and/or 

correction?

No

Domain 3: analysis and findings

Data analysis

24. Number of data 

coders

How many data coders coded the 

data?

Three

25. Description of the 

coding tree

Did authors provide a description 

of the coding tree?

Yes, see Supplemental Table 2

26. Derivation of themes Were themes identified in 

advance or derived from the 

data?

Themes were identified in 

advance 

27. Software What software, if applicable, was 

used to manage the data?

Atlas TI 8.4

28. Participant checking Did participants provide feedback 

on the findings?

No

Reporting

29. Quotations 

presented

Were participant quotations 

presented to illustrate the 

themes/findings? Was each 

quotation identified? e.g. 

participant number

Quotations are provided and 

identified with a code referring 

to the number of the interview 

from which it came and followed 

by a letter showing whether the 

quote was from a parent (p) or a 

child (c)

30. Data and findings 

consistent

Was there consistency between 

the data presented and the 

findings?

Yes

31. Clarity of major 

themes

Were major themes clearly 

presented in the findings?

Yes

32. Clarity of minor 

themes

Is there a description of diverse 

cases or discussion of minor 

themes?

Yes
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Supplemental Table 2. Code tree

Main theme Codes categorized as part of main theme 

(t = thematic code, o = open code)

Background 

characteristics

Daily routine (t)

Reason for deployment of help (t)

Expectations of care (t)

Daytime activities parent (t)

Daytime activities child (t)

Family composition (t)

Problems within child/family (t)

School level child (t)

How arrived at care (t)

Background parents (o)

Background parenting (o)

History of care received (o)

Impact of situation on family members (o)

Aim of care (o)

Description of child (o)

Where child shows problem behavior (o)

Living situation (o)

Experiences of being a parent (o)

Simultaneous care provided in family (o)

Practitioner Alliance (t)

Approach by practitioner (t) 

Making appointments (t)

Talking with practitioner (t)

Tailoring care to wishes and ideas of family (t)

Other quotes regarding practitioner (o)

What defines a ‘good practitioner’ (o)

Wishes regarding care (o)
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Supplemental Table 2. Continued

Main theme Codes categorized as part of main theme 

(t = thematic code, o = open code)

Content of interventions Help with contact with other people (t)

Help with contact with school or other organizations (t)

Help with raising children (t)

Help with getting along with each other in the family (t)

Help with daily tasks (t)

Help to cope with thoughts and feelings (t)

Collecting information (t)

Discussing how my family thinks about the progress of care (t)

Discussing what my family wants to reach (t)

Other content of care (t)

Missed in care (t)

Results of care (t)

Matching care with expectations (t)

If it is not going well (t)

Applying what has been learned after termination of intervention (t)

Care after termination of intervention (t)

Kind of help provided (e.g., home-based, individual therapy) (o) 

Experiences with how element is provided (o) 

Care recipients (o)

Terminating care (o)

Contact practitioner after termination of intervention (o)

Follow-up care (o)

Reflecting on topic cards (o)

Experiences with intervention (o)

Positive experiences interventions (o)

Negative experiences interventions (o)

Structure of interventions Duration and frequency of care (t)

Waiting for start of care (o)

Prerequisite to start care (o)

Location of care (o)

Experiencing support (o)

Collaboration between parents (o)

Taking control as parent (o) 

Role of child in care (o)

Role of school in care (o)

Situation after completion 

of intervention, and the 

future

The future (t)

Current situation (o)

General experiences with 

care

Experiences with other forms of care (o)

Positive experiences with other forms of care (o)

Negative experiences with other forms of care (o)
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Abstract 

Several effective interventions have been developed for families with multiple 

problems (FMP), but knowledge is lacking as to which specific practice and program 

elements of these interventions deliver positive outcomes. The aim of this study 

is to assess the degree to which practice and program elements (contents of and 

structure in which care is provided) contribute to the effectiveness of interventions 

for FMP in general and for subgroups with child and/or parental psychiatric problems, 

intellectual disabilities, or substance use. We performed a quasi-experimental study 

on the effectiveness of practice and program elements provided in attested FMP 

interventions. Using self-report questionnaires, we measured primary (child's 

internalizing and externalizing problems) and secondary (parental stress and social 

contacts) outcomes at the beginning, end, and three months thereafter. By means of 

Latent Profile Analysis, we identified groups of families receiving similar combinations 

of practice elements (“profiles”), and we calculated propensity scores. Next, we 

assessed how practice element profiles and program elements affected improvement 

in outcomes, and whether these effects were moderated by subgroup characteristics. 

We found three practice element profiles (explorative/supportive, action-oriented, 

and their combination), which were equally effective. Regarding program elements, 

effects were enhanced by more frequent telephone contact between visits and 

more frequent intervision. Effectiveness of practice and program elements varied 

for specific FMP subgroups. Variations in the content of care for FMP do not affect 

its effectiveness, but variations in the structure of the care do. This finding can help 

to further improve effective interventions. 
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Introduction

Families with multiple problems (FMP) face a wide range of complex and persistent 

problems during their lifetime [1, 2, 3]. These problems can include behavioral problems 

of the child, parenting problems, family conflicts, health, and financial problems—often 

co-occurring [4]. Due to the complexity, persistency, and intergenerational nature of 

their problems, FMP often have a long history of care, as well as their own unique 

combination of problems and needs. Working with these families thus requires a flexible 

approach, tailored to the needs and wishes of specific families. 

Several studies have assessed the effectiveness of interventions targeting FMP, with 

effects varying largely between interventions, between countries, and even between 

different studies on the same intervention [5]. In general, studies have shown that 

interventions for FMP have positive effects on, for example, family functioning [6], 

prevention of out of home placement [6, 7], and behavioral problems [8, 9, 10]. However, 

studies show effect sizes to differ depending on the study design (e.g., specific outcomes 

measure that was considered), the specific intervention provided and the target group 

[5, 11]. Therefore, final conclusions on the effectiveness of these interventions are hard 

to make. An explanation for these divergent outcomes may lie in differences between 

the potentially effective elements provided within the interventions. 

Generally, the effectiveness of care for FMP is determined by common and specific 

factors of care. Common factors are factors that contribute to the effectiveness 

of care regardless of the type of treatment or the target group [12]. These can be 

related to the client (e.g., level of motivation, commitment to change), the practitioner 

(e.g., characteristics and skills), the relationship between the practitioner and the 

client (e.g., alliance), expectations of FMP (e.g., hope because of being in treatment), 

extra-therapeutic factors (e.g., characteristics of life or environment of the client that 

impacts change, such as social support) and nonspecific treatment characteristics (e.g., 

variables found in many treatments such as reframing or behavioral regulation) [13, 14]. 

In addition to these common factors, specific factors contribute to the effectiveness of 

care such as the contents of an intervention and the structure within which the contents 

are provided [15], also denoted as practice and program elements, respectively. 

Practice and program elements of interventions may be important determinants of the 

effectiveness of care for FMP. For example, practice and program elements can only be 

effectively provided when they are combined with adequate common factors, that is 

when the practitioner has a good relationship with the client or the client is engaged in 

care [16]. Moreover, the practice and program elements that constitute an intervention 
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can contribute to the effects of common factors [14, 17]. In other words, when the 

elements that are provided within the intervention are effective, this may contribute 

to engagement of the client and to the quality of the relationship between client and 

professional. Some studies even show that the practice and program elements of a 

specific intervention may exceed the effects of common factors, especially in case of 

more complex problems [18]. Unfortunately, evidence still lacks on the practice and 

program elements that are essential for positive outcomes in case of FMP.

Current studies focusing on effective practice and program elements of interventions 

in child and youth care mainly focus on specific problems of FMP, such as behavioral 

problems of the child [19, 20, 21, 22], child mental problems [23, 24], imminent out-of-

home placement [25], or child maltreatment [26, 27, 28]. Some of these studies focus 

on practice and program elements that are common in effective interventions, but it 

remains unknown to which degree an element relates to a specific outcome [19, 21, 23, 

24, 25]. Other studies determined elements that are associated with positive outcomes, 

but only for some, specific, problems of FMP [20, 22, 26, 27, 28]. Consequently, the full 

range of elements provided within interventions for FMP is not covered within these 

studies. Given the wide range and complexity of problems of FMP, the available evidence 

does not allow decisive conclusions about effective elements in care for FMP. 

Due to the wide range and complexity of problems in these families, the effectiveness 

of practice and program elements may greatly vary across their subgroups. This mix 

of problems may include behavioral problems of the child, parenting problems, and 

social network problems. Moreover, some families are coping with comorbidities such 

as intellectual disabilities [4], psychiatric problems [4], and substance use [4, 29] of 

the child and/or the parent. The effects of interventions vary across these subgroups, 

probably also depending on the degree to which the intervention can be tailored to the 

needs of each subgroup [30, 31]. Knowledge on which practice and program elements 

are most effective for the subgroups within FMP may therefore be helpful in tailoring 

interventions to their specific needs. 

The Taxonomy of interventions for FMP (TIFMP) provides an excellent opportunity to 

assess how elements of interventions affect FMP and FMP subgroups [32]. The TIFMP 

enables to systematically register the practice and program elements of a wide range of 

interventions for FMP. It consists of 53 practice elements divided into 8 main categories 

(e.g., assessment of problems, working on change, and activating the social network) 

and eight program elements (e.g., number of visits, duration of visits, intervision, or 

supervision for the practitioner). In a previous study, we found that the TIFMP can 

reliably measure the content and structure of these interventions as reported in their 
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intervention manuals [32]. Furthermore, the TIFMP makes it possible to assess which 

elements in interventions for FMP are similar, and which elements are part of the 

interventions in daily practice [33, 34]. Evidence on the effectiveness of these elements 

may enhance selection of the best interventions for FMP or subgroups of FMP. The 

aim of this study is thus to assess the degree to which practice and program elements 

contribute to the effectiveness of interventions for FMP and FMP subgroups.

Methods

Study design 

We performed a quasi-experimental study, adjusting for differences in prognosis between 

FMP’s by using propensity scores (PS) or quasi-randomization. We collected data, 

using questionnaires, from January 2017 till April 2019. Questionnaires were filled in by 

practitioners (child and youth care social workers, family coaches, and/or therapists) at the 

beginning (T0) and the end of the intervention (T1). In addition, every 4 weeks during the 

intervention period, practitioners registered the elements which they provided to families 

participating in the study. Caregivers who received the intervention gave informed consent 

and filled in questionnaires at T0, T1, and 3 months after conclusion of the intervention (T2). 

Study setting and participants 

To obtain a sample of FMPs, we used a three-step procedure. First, of interventions 

targeting FMP we selected eight with at least a moderate effect size of 0.5 in the Dutch 

context regarding core outcomes, like problem behavior of the child or parenting stress. 

The eight interventions were Multisystemic Therapy (MST), Multidimensional Family 

Therapy (MDFT), Intensive Family Treatment (IFT), Families First (FF), Family Central (FC), 

Parent Management Training Oregon (PMTO), 10 for the Future (10FtF), and Triple P 4–5 

[5]. These interventions aim at families with severe parenting problems (MST, MDFT, 

PMTO, and Triple P 4/5) and families with multiple and complex problems in different life 

domains like severe parenting, and socio-economic and mental health problems (IFT, FF, 

FC, and 10FtF). More information on these interventions can be found elsewhere [34]. 

Second, we approached 47 child and adolescent social care organizations in the 

Netherlands which provided at least one of the eight selected interventions. Of 

these, 26 were willing to participate in this study and provided teams of practitioners. 

Organizations that did not want to participate indicated either that they had already 

taken part in another study or did not wish to spend scarce manpower and resources 

to participate in a study. Nonparticipating and participating organizations did not differ 

in size or target population. 
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Third, we included FMP that had received one of the selected interventions between 

January 2017 and April 2018 (for FC and 10ftF), and families that received the other 

interventions between January 2017 and July 2018. Eligible participants were caregivers 

who were able to complete questionnaires in Dutch, and who had a child of 4 years 

or older who was targeted for the intervention. Children below 4 years of age were 

excluded in our study because some of the interventions included in this study are 

not suitable for children of this age (e.g., MST or MDFT) [32]. In addition, one of the 

questionnaires to measure care use of FMP (not used in this study) can only be filled 

in by parents of children above 4 years of age, because it was developed for economic 

evaluations of systemic interventions for children with severe behavioral problems 

above 4 years of age. We excluded 12 families because the registered child was younger 

than 4 years old at the start of the intervention. We also excluded families receiving 

Triple P 4–5 and FF because these families were too few (one and nine families, 

respectively) to be analyzed, and the interventions were not long enough to allow for 

measurement of change.

Treatment conditions 

We measured provided practice and program elements by using the TIFMP. Regarding 

practice elements, we looked for those frequently provided in combination. 

Identification of provided practice and program elements 

To identify elements provided to FMPs, practitioners filled in the TIFMP, which is a 

taxonomy to systematically measure practice elements (distinct techniques used by 

practitioners to promote positive outcomes) and program elements (aspects of the 

intervention design or service delivery system) [32]. For this study, we developed an 

online version of the TIFMP. Practitioners received a link to fill it in every 4 weeks during 

the entire intervention, for each of their cases separately. Practitioners had 10 days 

to fill in the questionnaire and received a reminder after 5 days. Practice elements 

consisted of 53 elements, divided into the following eight main categories:

a) Assessment of problems: practice elements aimed at collecting and categorizing 

information about the family and the problems they experience (e.g., analysis of 

competencies); 

b) Planning and evaluation: practice elements aimed at translating family problems 

into goals and/or at evaluating these goals (e.g., designing the treatment plan);

c) Working on change: practice elements aimed at realizing change (e.g., working on 

communication and interaction);

d) Learning parenting skills: practice elements aimed at improving parenting skills 

(e.g., learning to set rules); 
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e) Helping with concrete needs: practice elements aimed at easing the burden of 

practical everyday challenges (e.g., helping with financial tasks); 

f) Activating the social network: practice elements aimed at engaging the family’s 

social network to help and support the family (e.g., mobilizing and expanding the 

social network); 

g) Activating the professional network: practice elements aimed at enhancing 

goals, appointments, and procedures involving other practitioners who work 

with the family (e.g., coordinating the approach with other professionals and/or 

organizations);

h) Maintaining practitioner-client collaboration: practice elements aimed at 

maintaining and promoting practitioner-client collaboration (e.g., talking about 

expectations). 

Regarding each of the 53 practice elements, we asked practitioners whether they had 

provided that element in the past 4 weeks (yes/no), and if yes, to indicate with what 

frequency (i.e., in less than half of the visits, half or more of the visits, or all visits during 

the past 4 weeks). 

Provided program elements involved registration of the number and mean duration 

of visits to the family in the past four weeks, whether the practitioner had telephone 

contact with the family between visits in the past 4 weeks, and whether the 

practitioner received intervision, supervision, and/or consultation about the family in 

the past 4 weeks. Intervision involves discussing the family with colleagues during 

an organized meeting; supervision refers to discussing the family with a supervisor 

during an organized meeting; and consultation means discussing the family with 

an independent expert during an organized meeting. In order to analyze program 

elements, we calculated means for the number and duration of visits. This resulted in a 

mean number and mean duration of visits during the entire intervention. For telephone 

contacts, intervision, supervision, and consultation, we counted the total number of 

registered occurrences. This resulted in a score indicating the total number of times the 

practitioners had telephone contacts with the family or received intervision, supervision 

or consultation during the entire intervention. More detailed information on the TIFMP 

can be found elsewhere [32]. 

Identification of combinations of practice elements (profiles) 

To identify groups of families receiving a similar combination of practice elements, we 

performed a Latent Profile Analysis (LPA) based on relative scores of the 53 provided 

practice elements. This LPA made it possible for us to analyze combinations of the 

elements provided; this was our aim, as practice elements are not provided to FMP 
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in isolation [25]. We calculated relative scores, based on the elements provided and 

the intensity with which they were provided. We categorized provision per element 

as 0 (not provided), 1 (provided < half of visits), 2 (provided half or more of visits), or 

3 (always provided). Next, for each family, we summed scores across questionnaires 

filled in by the practitioner and divided this sum by the maximum scores (the number 

of questionnaires times 3), resulting in relative scores per practice element, from 0 

(small share of element in the overall intervention) to 1 (large share of element in the 

overall intervention). 

In the LPA, we estimated models with one to four profiles and selected the best model 

based on the Bayesian information criterion (BIC), the Lo–Mendell–Rubin likelihood ratio 

test (LMR-LRT), the bootstrap likelihood ratio test (BLRT), mean posterior probabilities, 

and interpretation of the resulting profiles. Entropy reflects profile distinctiveness, 

where values close to 1 indicate high quality of profile assignment [35]. BIC values 

decreased, that is, improved, with increasing number of profiles (as listed in Table S1), 

but the LMR-LRT test for the four-profile model was nonsignificant (p  =  .17), indicating 

that the four-profile model did not fit significantly better than the three-profile model. 

The BLRT showed that the four-profile solution fitted significantly better than the three-

profile solution. However, this indicator often keeps improving with the addition of 

profiles and a graphical examination of “elbow plots” is recommended to decide on the 

best, most parsimonious, solution [36]. Indeed, the BIC elbow plot showed an inflection 

point in the curve, suggesting that the optimal number of profiles was reached at the 

three-profile solution. Furthermore, the four-profile solution included one relatively 

small group (7.0%), and profiles were more difficult to interpret (this solution consisted 

of a low, middle-low, middle-high and high intensity profile). Therefore, we chose the 

three-profile solution. Mean posterior probabilities of this three-profile solution ranged 

from 0.970 to 0.993, and the entropy was 0.95, “very high” [35]. 

The three identified practice element profiles represent three profiles of care provided 

to FMP, differing in focus and intensity: a relatively more explorative/supportive profile, 

a combined explorative/supportive and action-oriented profile, and a relatively more 

action-oriented profile. These profiles are further described in Box 1, Figure S1, and 

Table S2.
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Box 1. Description of identified practice elements profiles

The three identified practice element profiles represent three care trajectories that differ in 
the intensity in which practice elements are provided and the focus of care. The following 
three profiles were identified: 

Profile 1. Relatively more supportive & explorative profile (received by 38.4% of FMP)
Intensity: This profile consists of elements with a low relative score, meaning that they had a 
small share in the trajectory. These can be trajectories of longer duration and focused on a 
wide range of problems (broad focus), resulting in lower relative scores of practice elements. 
Interventions: IFT and 10FtF are overrepresented in this profile, whereas MST and MDFT are 
underrepresented. 
Focus: Elements provided within profile 1 are focused relatively more on offering support 
(emotional support, quality of relationship), exploration (discussing the guiding question 
and expectations), and creating positive relationships within the family (communication, 
collaboration, desired behavior, applying reinforcements). This focus characterizes a relatively 
more explorative/supportive profile.
Practice elements that had the highest share in this profile: offering emotional support (0.52), 
discussing the guiding question (0.44), working on communication and interaction (0.42), 
working on the quality of the relationship (0.41), working on desired behavior (0.40).

Profile 2. Combination of supportive/explorative and action-oriented profiles (received by 40.9% 
of FMP)
Intensity: This profile consists of elements provided with medium intensity, meaning that the 
elements had a higher share in profile 2 compared to profile 1, but not as high as elements in 
profile 3. 
Interventions: IFT was underrepresented within profile 2.
Focus: The focus of elements provided within profile 2 is a combination of the relatively more 
supportive/explorative profile and the relatively more action-oriented profile. Compared to 
profile 1, greater focus was on communication, desired behavior and regulating problem 
behavior. Less focus was on exploration and support (guiding question, expectation of care, 
and evaluating working points), although profile 2 included focus on enhancing motivation and 
analyzing competencies. 
Practice elements that had the highest share in this profile: offering emotional support (0.72), 
working on communication and interaction (0.68), working on desired behavior (0.68), working 
on the quality of the relationship (0.67), working on recognizing, avoiding and coping with 
situations eliciting problem behavior, and help with eliminating these causes (0.63). 

Profile 3. Relatively more action-oriented profile (received by 20.8% of FMP)
Intensity: This profile consists of elements with a high relative score, meaning that they had a 
high share in the trajectory. These trajectories may be characterized as focused trajectories, 
whereby care is targeted to a limited number of problems for which similar elements are 
provided. This may be either trajectories of short duration, in which relative scores were higher 
due to time pressure, or treatments of longer duration, in which elements were often provided 
(e.g., every visit during a six-month intervention). 
Interventions: Within profile 3 MST is overrepresented and IFT underrepresented. 
Focus: The focus of elements provided within profile 3 is on the relationship between family 
members (communication, handling conflicts, analysis of family system) and on regulating 
(problem)behavior (working on desired behavior, learning to set rules, recognizing and coping 
with problem behavior). This focus characterizes a relatively more action-oriented profile. 
Practice elements that had the highest share in this profile: working on desired behavior (0.88), 
working on communication and interaction (0.86), working on the quality of the relationship 
(0.85), offering emotional support (0.83), working on recognizing, avoiding and coping with 
situations eliciting problem behavior, and help with eliminating these causes (0.82).
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Quasi-randomization: computation of PS 

We used PS to adjust for differences in prognosis between treatment groups [37]. We 

computed these scores from the socio-demographic and problem-related baseline 

variables, and the baseline scores on internalizing and externalizing problems, 

parenting stress, and social contacts, as specified hereafter. Probabilities for each 

family to receive each practice element profile were estimated with a multinomial 

logistic regression model, predicted by baseline scores on all 17 variables. Variables 

were included as categorical variables, except for social contacts, parenting stress, 

internalizing problems, and externalizing problems. These four variables were included 

as continuous variables (e.g., T-scores). Missing values were imputed with arbitrary but 

constant values, and a missingness indicator for each variable was included in the PS 

estimation, coded 1 if there was a missing value for the variable and 0 if not [38, 39, 

40, 41]. 

Procedure 

First, during an introductory meeting, we informed participating teams of practitioners 

about the study (background and aims), the procedures, and the questionnaires used. 

In this meeting, we also trained them in how to register provided elements using the 

TIFMP. During the first or second home visit, the practitioners provided the caregivers 

with oral or written information, by means of a leaflet or a video, on the aims and the 

procedure of the study. We next obtained signed informed consent from all participants. 

We collected data using a web-based questionnaire system (BergOp). Directly 

after obtaining informed consent, we sent the T0 questionnaire to the practitioner 

and the caregiver. We sent the T1 questionnaire on the registered end date of the 

intervention, and we sent the T2 questionnaire 3 months later. For all above-mentioned 

questionnaires, respondents had 21 days to fill in the questionnaire and received a 

reminder after 14 days. After every completed questionnaire, caregivers were rewarded 

with a gift token of € 10.

Measures 

Primary outcome 

The primary outcome of the study pertained to the child’s internalizing and externalizing 

problems, measured by means of the Child Behavior Checklist (CBCL) and reported 

by the caregiver [42]. This is a widely used age-normed measure with good reliability 

and validity [43]. We used the 35-item externalizing broad-band scale [42] to assess 

children’s levels of externalizing problems and the 32-item internalizing broad-band 

scale of the CBCL [42] to assess children’s levels of internalizing problems. All items 

in the CBCL were rated on a three-point Likert-type scale: (0 = not true, 1 = somewhat 
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true, and 2 = certainly true). We computed T-scores, indicating the deviation of the score 

from the mean of the norm population, and used these for analyses. Higher T-scores 

indicate that adolescents were believed by caregivers to experience more problems. 

The Cronbach’s alphas of the study sample for CBCL internalizing and externalizing 

problems were 0.88 and 0.92, respectively.

Secondary outcomes 

Secondary outcomes were parenting stress and the family’s social contacts. We 

measured caregiver-reported parenting stress at T0, T1, and T2 using the Parenting 

Stress Questionnaire (Opvoedingsbelasting Vragenlijst) [44]. This questionnaire consists 

of 34 items with a three-point Likert scale (0 = not true, 1 = somewhat true, and 2 = 

certainly true). We summed scores on all items to compute a T-score for total parenting 

stress, indicating the score’s deviation from the mean of the norm population. A higher 

T-score indicates a higher level of parenting stress; the Cronbach’s alpha of the study 

sample was 0.94. We measured social contacts using the Social Contacts subscale of 

the Questionnaire Family Functioning of Parents (VGFO, Vragenlijst Gezinsfunctioneren 

van Ouders) as reported by the caregiver [45]. This outcome measure was chosen 

because positive social contacts contribute to the well-being of FMP and social isolation 

is a real risk for these families [46]. Consequently, an important aim of interventions 

for FMP is to strengthen this network. The VGFO consists of five items with a four-point 

Likert scale: (1 = “does not apply to our family or to me”, 2 = “applies somewhat to our 

family or to me”, 3 = “applies accurately to our family or to me”, 4 = “applies entirely 

to our family or to me”). We added scores on all five items to compute a T-score for 

social network problems, indicating the score’s deviation from the mean of the norm 

population. A higher T-score indicates more social contacts. The Cronbach’s alpha was 

0.79. 

Background characteristics 

To be able to correct for initial differences between FMPs, we obtained data at 

baseline on an extensive set of socio-demographic characteristics and problem-

related characteristics. Socio-demographic characteristics pertained to age (4–12 vs. 

12+, i.e., adolescent) [47, 48] gender of the child [48], and ethnicity of the caregiver 

(non-industrialized/industrialized [i.e., born in Europe, excluding Turkey], North 

America, Oceania, Indonesia, and Japan) [49]. Educational level of the mother was 

classified into: “low” (none to maximum lower general secondary education), “medium” 

(intermediate vocational education or apprenticeship to pre-university secondary 

education), and “high” (higher vocational education or university) [50]. Marital 

status [6] was dichotomized into “one-parent families” (divorced/not living together, 

widowed, and single) or “two-parent families” (married or living together with partner). 
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Problem-related variables included financial problems (having problems managing the 

household income in the past year: No [original answers: “No, not at all” and “No, but I 

have to keep expenses low”] and Yes [original answers: “Yes, a little” and “Yes, a lot”]). 

We measured comorbid disorders by asking practitioners whether they suspected 

intellectual disabilities [47], psychiatric problems, or substance use [51] in the caregiver, 

child, or both caregivers and child (“Yes”, “No”, or “I don’t know”); the last answer was 

considered as missing (n = 27 in intellectual disability, n = 112 in psychiatric problems, 

and n = 35 in substance use). To measure other care involved in the family, we asked 

the practitioner whether such care was involved (yes or no).

Statistical analyses 

We first assessed the background characteristics of the sample. Next, we assessed the effects 

of practice element profiles and program elements on improvement in the outcomes, both 

short (i.e., T0 to T1) and longer term (i.e., T0 to T2). We used path models to assess these 

relationships. In these models, the dependent variables were social contacts, internalizing 

and externalizing problems, and parenting stress, assessed at the end and 3 months after 

conclusion of the intervention. For the analyses on the effectiveness of practice element 

profiles, the independent variables were the practice element profiles (using the explorative/

supportive profile as reference category), the baseline score on the independent variable, 

and the PS. For the analyses on the effectiveness of program elements, the independent 

variables were the program element, the baseline score on the independent variables, and 

the PS. We analyzed this separately for short- and longer-term outcomes. Third, we used 

multiple group chi-square difference analyses to assess whether the effects of practice 

element profiles and program elements differed per subgroup: families with and without 

caregivers, or children with intellectual disabilities, psychiatric problems, and substance use. 

We performed analyses in Mplus [52].To make maximum use of the available data, we used 

the full information maximum likelihood (FIML) estimation procedure as implemented in 

Mplus to deal with the missing values [52].

Results

We first describe the characteristics of the sample and then the effects of the practice 

element profiles and program elements for all FMP and for FMP subgroups. 

Characteristics of sample 

We included a total of 499 families, 26 of which were excluded due to missing data on 

elements provided. This resulted in a total sample of 473 families; of these, 234 received 

IFT, 59 MDFT, 130 MST, 33 PMTO, 11 10FtF, and 6 FC. Table 1 shows the baseline characteristics 
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of families for the three practice element profiles. Families in the three profiles differed 

significantly with regard to the child’s age, child’s intellectual disabilities, child’s substance 

use, ethnicity of the caregiver, and perceived parenting stress. In addition, Table 1 shows 

that although belonging to a particular profile is not arbitrary, nevertheless FMP with 

similar problems do not always receive the same practice element profile. 

Effects of practice and program elements for FMP 

Regression analyses revealed no significant differences between practice element 

profiles regarding changes in parenting stress, internalizing, and externalizing problems, 

either short or longer term (Table 2). In contrast, in several outcomes we found that 

the intensity of the provided program elements, particularly telephone contacts and 

intervision, had significant effects on changes. Having more frequent telephone contacts 

between visits was associated with a greater increase in social contacts in the short term, 

a greater decrease in parenting stress (short and longer term), and a greater decrease 

in internalizing problems (in the longer term). The practitioner’s receiving of more 

intervision was associated with a greater short-term decrease in the family’s internalizing 

and externalizing problems. We further found that more supervision was associated with 

a smaller short-term increase in social contacts, and more frequent consultation was 

associated with a smaller longer-term increase in social contacts. Finally, more frequent 

visits were associated with a smaller longer-term increase in social contacts.

Effects of practice and program elements for FMP subgroups 

We assessed whether the effects of practice element profiles and program elements 

varied across subgroups: families with and without parental and/or child psychiatric 

problems, families with intellectual disabilities, or families with substance use. In 144 

families, the child was reported to have an intellectual disability, whereas in 304 families, 

the child had no intellectual disability. In 161 families, the child had psychiatric problems, 

and in 175 families, the child had no psychiatric problems. In 167 families, parental 

psychiatric problems were reported, whereas in 169 families, no parental psychiatric 

problems were reported. Based on power calculations regarding comparison of two 

regression lines by Shieh [53] and assuming small to moderate differences between 

subgroups regarding the effects of practice and program elements, we conclude 

that these subsample sizes are sufficient for realizing a power of at least 0.80. For 

the subgroups child and parental substance use, and parental intellectual disabilities, 

we could not assess the short- and longer-term effects of practice element profiles 

and the short-term effects of program elements. In addition, we could not assess the 

longer-term effects of program elements on the subgroup regarding child intellectual 

disabilities. This was due to an inadequate number of FMP with these characteristics in 

the analyses. A complete overview of these results can be found in Table S3. 
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Table 1. Baseline characteristics of families with multiple problems that received the Explorative/

supportive, Combined and/or Action-oriented profiles of care

Explorative/ 

supportive

(n = 180)

Combined 

(n = 195)

Action-oriented

(n = 98) 

p-value*

Gender of the child .226

Boy 117 (65.0%) 111 (56.9%) 56 (57.1%)

Age of child, mean (SD) 10.6 (3.9) 12.5 (3.8) 13.4 (3.4) <.001

Intellectual disability child .003

Yes 61 (35.9%) 39 (23.1%) 14 (17.7%)

Intellectual disability parent .264

Yes 35 (20.6%) 25 (14.8%) 11 (13.9%)

Psychiatric problems child .771

Yes 66 (48.9%) 66 (48.9%) 29 (43.9%)

Psychiatric problems parent .740

Yes 64 (47.4%) 68 (50.4%) 35 (53.0%)

Substance use child .001

Yes 4 (2.4%) 22 (13.2%) 11 (14.1%)

Substance use parent .888

Yes 13 (7.9%) 12 (7.2%) 7 (9.0%)

Other care involved in family .316

Yes 100 (57.5%) 91 (49.7%) 45 (51.1%)

Ethnicity parent .008

Industrialized 120 (96.8%) 121 (96.8%) 54 (87.1%)

Marital status parent .334

Two-parent family 82 (63.6%) 89 (62.7%) 34 (53.1%)

Educational level parent .701

Low 30 (26.1%) 24 (19.5%) 13 (26.5%)

Middle 66 (57.4%) 82 (66.7%) 27 (55.1%)

High 19 (16.5%) 17 (13.8%) 9 (18.4%)

Financial problems parent .677

Yes 47 (36.7%) 43 (31.9%) 20 (32.3%)

Internalizing problems, mean (SD) 63.6 (10.3) 62.6 (9.6) 63.9 (10.1) .654

Externalizing problems, mean (SD) 64.6 (10.3) 66.3 (10.5) 67.8 (8.7) .155

Parenting stress, mean (SD) 64.9 (11.8) 68.7 (9.5) 68.9 (9.8) .003

Social contacts, mean (SD) 43.3 (12.8) 41.9 (11.8) 42.8 (11.0) .589

*Results of Chi-Square and ANOVA.

Note. Reported percentages are valid percentages. Differences in background characteristics across 

practice elements profiles were assessed by means of Chi-Square tests (for categorical baseline 

variables) or ANOVA (for continuous baseline variables). 
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Table 2. Effects of practice elements profiles and program elements on intervention outcomes: 

Standardized regression coefficients, for short (T1) and longer-term (T2) 

Social 

contacts**

Parenting 

stress**

Internalizing 

problems**

Externalizing 

problems**

T1 T2 T1 T2 T1 T2 T1 T2

β β β β β β β β

Practice elements profiles

Explorative/supportive

Combined 0.062 -0.064 0.065 -0.019 -0.017 0.031 -0.087 0.077

Action-oriented -0.002 -0.066 0.075 0.043 0.003 0.033 -0.002 0.093

Program elements

Number of visits -0.013 -0.177** 0.075 0.071 0.004 0.057 0.057 0.057

Duration of visits -0.075 -0.074 0.062 0.099 0.019 0.129 0.015 0.054

Telephone contacts 0.145* 0.146 -0.113* -0.131** -0.027 -0.188* -0.008 -0.140

Intervision 0.031 0.091 -0.072 0.016 -0.183* -0.042 -0.123* -0.028

Supervision -0.158* -0.147 0.032 -0.051 -0.062 -0.004 -0.088 -0.018

Consultation -0.006 -0.137* -0.047 -0.007 0.052 0.069 -0.020 0.004

* p < .05, ** p < .01, *** p < .001.

** To make maximum use of the available data, we used the full information maximum likelihood 

(FIML) estimation procedure as implemented in Mplus to deal with missing data on the four outcome 

measures. Original sample sizes for social contacts were T0 = 349, T1 = 224, T2 = 140, for parenting 

stress T0 = 382, T1 = 252, T2 = 142 and for both internalizing and externalizing problems T0 = 276, 

T1 = 196, T2 = 91.

Note. In these analyses we controlled for the propensity score and baseline scores on social contacts, 

parenting stress, internalizing- and externalizing problems.

Note. Profile 1 (explorative/supportive profile) was regarded as the reference group.

Regarding practice elements, we found that the effect of the combined explorative/

supportive and action-oriented profile varied for families with and without parental 

psychiatric problems. In case of parental psychiatric problems, this combined profile 

was associated with a greater increase in social contacts in the short term, whereas in 

families without these problems no difference was found with the reference category 

(i.e., the explorative/supportive profile) (Δχ2 (1) = 6.148, p = .0132). In the longer term, 

this combined profile was associated with a smaller increase in social contacts in 

families without parental psychiatric problems, whereas in families with these problems, 

no difference was found with the reference category (Δχ2 (1) = 4.171, p = .0411). 

Regarding program elements, the effects varied for three subgroups. First, the effect of 

program elements varied for families with or without a child with an intellectual disability. 

Exclusively in families with a child with intellectual disabilities, a longer duration of visits 
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was associated with a smaller short-term increase in social contacts (Δχ2 (1) = 4.535, 

p = .0332). Second, the effect of telephone contacts varied for families with and without 

a child with psychiatric problems. When the child had psychiatric problems, more 

telephone contacts were associated with a greater reduction in parenting stress, both 

short term (Δχ2 (1) = 5.851, p = .0156) and longer term (Δχ2 (1) = 9.268, p = .0023); in 

families where the child had no psychiatric problems, this was not the case. In addition, 

in families of a child with psychiatric problems, more intervision was associated with a 

greater longer-term decrease in internalizing problems of the child; this was not the 

case in families without a child’s psychiatric problems (Δχ2 (1) = 7.995, p = .0047). In 

case of child psychiatric problems, more frequent consultation was also associated with 

a greater longer-term decrease in internalizing problems of the child; this was not the 

case in families without child psychiatric problems (Δχ2 (1) = 5.481, p = .0192). Finally, 

when a child had psychiatric problems, more supervision was associated with a smaller 

longer-term increase in social contacts; in families without child psychiatric problems, 

this was not the case (Δχ2 (1) = 7.448, p = .0064). 

Third, the effects of program elements varied for families with and without parental 

psychiatric problems. If the parent had psychiatric problems, more intervision was 

associated with a greater short-term increase in social contacts, whereas in the 

subgroup where parents had no psychiatric problems, more intervision was associated 

with a smaller increase in social contacts (Δχ2 (1) = 11.171, p = .0008). Furthermore, if 

a parent had psychiatric problems, more supervision was associated with a smaller 

longer-term decrease in child internalizing and externalizing problems. In families 

where no parent had psychiatric problems, more supervision was associated with a 

greater decrease in externalizing problems (Δχ2 (1) = 7.811, p = .0052) but not with 

changes in internalizing problems (Δχ2 (1) = 4.427, p = .0354). Finally, in families without 

parental psychiatric problems, a longer duration of visits was associated with a smaller 

longer-term increase in social contacts, whereas in families with parental psychiatric 

problems, a longer duration was not associated with changes in social contacts (Δχ2 

(1) = 4.720, p = .0298).

Discussion

We assessed the degree to which practice and program elements contribute to 

the effectiveness of interventions for FMP and FMP subgroups. First, we found that 

differences in the content of care (practice elements) for FMP did not influence 

the effectiveness of care. Second, however, we found some specific differences in 

the structure of care (program elements) for FMP that did lead to differences in 
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effectiveness. Especially in cases of more frequent telephone contacts between 

visits and more frequent intervision for the practitioner, effects were greater for 

some outcome measures. Further, we found that the effectiveness of practice 

elements varied for caregivers with or without psychiatric problems. FMPs with 

parental psychiatric problems showed greater improvements when they received 

the combined explorative/supportive and action-oriented profile. The effect of some 

specific program elements varied for subgroups with and without child and parental 

psychiatric problems and child intellectual disabilities. Frequent telephone contacts 

and intervision led to greater improvements in cases of child or parental psychiatric 

problems, and of intellectual disabilities of the child, whereas more supervision and a 

longer duration of visits were related to smaller improvements in cases of psychiatric 

problems. 

We found that differences in the content of care for FMP (i.e., intensity and focus) did 

not affect changes in psychosocial problems, social contacts, and parenting stress. 

Families receiving the explorative/supportive profile may thus experience the same 

treatment effects when receiving the combined or action-oriented profile, and vice 

versa. This finding confirms the conclusions of Gubbels et al., [26] in their meta-

analysis of the effectiveness of elements of parenting programs designed to prevent 

and reduce child maltreatment; these authors also found most elements to be equally 

effective. An explanation for our finding of an equal effectiveness of the content of 

FMP interventions might be that variation in effectiveness was diminished by including 

only effective interventions (ES > 0.5). Probably related, the content of these eight 

interventions was found to be quite similar [33]. This overlap may explain the lack of 

significant differences found in the effectiveness of combinations of elements provided 

within these interventions. 

Our finding that differences in the content of interventions for FMP did not affect their 

outcomes does, however, not indicate that this content does not contribute to the 

effect of the intervention. This content may still add to effectiveness, if compared to 

not receiving care at all. However, the lack of variance in the content of the effective 

interventions and thus in the practice elements that were provided to FMP hindered 

the identification of (combinations of) practice elements that contribute to positive 

outcomes for FMP. A next step to improve the effectiveness of care for FMP would 

therefore be to disentangle the specific elements within the identified practice element 

profiles that make this care more effective overall. In addition, not only the elements 

provided and their intensity but also the quality of provision and the order in which the 

elements are provided might influence their effects and should therefore be addressed 

in future research on effective elements of interventions for FMP. 
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Second, we found some differences in the structure of care for FMP, particularly the degree 

of telephone contacts that affected the effectiveness of care for some outcome measures. 

Especially families with child and parental psychiatric problems seemed to benefit from 

these contacts. More frequent telephone contacts with families might indicate more 

intensive trajectories of monitoring on the part of practitioners. FMP were found to benefit 

from such regular contacts [54], having stayed connected with their practitioner between 

visits, received feedback on homework, made new appointments, and been regularly 

motivated. These benefits may be more clear in families with psychiatric problems, because 

they meet needs related to deficits in parenting control behaviors [55] as well as higher 

levels of stress [56]. A study on chronic problems of FMP also reported that approaches 

that emphasize monitoring may be more suitable for these families [57]. A greater intensity 

of telephone contacts to support and monitor the family between visits therefore seems 

valuable for reaching more positive outcomes in FMP. 

Third, we found more frequent intervision for the practitioner to be beneficial for some 

outcomes in FMP, reflecting the importance of mutual exchange between practitioners. 

Effects of intervision were even greater in cases of child and parental psychiatric 

problems. Although scarce, the research on the effectiveness of intervision suggests 

that intervision is important for professional development [58] and for effective 

provision of the intervention [54]. Intervision allows practitioners to interact with 

each other, providing mutual support, as well as shared experience and advice, on 

how to cope with difficult cases and specific problems [58]. An important difference 

with supervision is that intervision takes place between colleagues with similar clinical 

expertise, whereas supervision is often considered to be more hierarchical [58]. 

Intervision is thus a more accessible way to obtain emotional and practical support of 

colleagues and share experiences, tips, and tricks directly related to a specific problem 

that is raised by a practitioner. Discussing experiences with colleagues familiar with the 

context in which care is delivered may help practitioners to better match care to the 

complex and chronic problems of FMP. 

Fourth, we had some puzzling findings for improvements in social contacts of FMP and FMP 

subgroups regarding the combined explorative/supportive and action-oriented practice 

element profile and some program elements. Several explanations may apply. First, in the 

short term, the combined profile seemed more effective than the explorative/supportive 

profile in improving social contacts of families with parental psychiatric problems. 

However, in the longer term, this profile was associated with fewer improvements in 

social contacts of families without psychiatric problems. It is unclear which elements of 

this profile led to these outcomes, in particular because elements regarding the social 

network are underrepresented in care for FMP, both in this study and in general [34]. 
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Second, we found more frequent visits, supervision, and consultation to be generally 

associated with less improvement in social contacts of FMP. Some program elements, 

such as supervision and longer duration of visits, also had less effect in subgroups with 

child and/or parental psychiatric problems. This suggests that these program elements 

are less effective in subgroups with more complex or chronic problems. We controlled for 

problems of FMP at baseline, but problems may become even more apparent or severe 

during care, requiring practitioners to request more supervision or consultation, and to 

visit the family more often. This requires further study.

Strengths and limitations

Important strengths of this study are that we collected detailed data on provided 

practice and program elements in a “real world” setting and considered differences 

between families at baseline by adjusting for PS. This allowed us to make more valid 

inferences of effectiveness [59], thus accounting for the complexity of problems faced 

by FMPs. Another strength of our study is its longitudinal design, with a follow-up 

measurement 3 months after conclusion of the intervention.

Our study also has some limitations. First, some practitioners may have interpreted 

elements differently, leading to overreporting or underreporting. However, we trained 

practitioners in filling in the TIFMP and provided additional descriptions of elements in 

the questionnaire, which was also made in collaboration with practitioners. Second, our 

use of 4-week time periods, within which practitioners had to register the elements as 

provided, may have led to problems of recall. However, practitioners indicated that they 

could do so validly, largely reducing the likelihood of bias. Finally, we could not randomize 

families. We therefore used PS to control for differences in prognosis between FMPs. 

Although we used a comprehensive set of variables to check for differences in the 

prognosis of FMP, the prognosis of some groups may have differed slightly.

Implications 

Our findings may have implications for researchers and practitioners who are engaged 

in care for FMP. First, we found no major differences in the effectiveness of different 

contents of interventions, suggesting that these are equally effective. It might therefore 

be more efficient to strengthen the content of a small number of interventions, 

rather than developing and investing in further interventions with similar contents. 

The findings of our study do, however, not allow to advice changes in the content of 

interventions for FMP, because no specific (combinations of) practice elements were 

found that made care for FMP more effective. To strengthen existing interventions, 

further research on the elements most effective for FMP is crucial, to indicate which 

should be added or omitted. 
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Second, more frequent telephone contacts between families and practitioners, as well 

as intervision for the practitioner, enhance the effectiveness of care for FMP and for 

specific subgroups, underlining the value of such contacts for all FMP interventions. 

Frequent telephone contacts between visits to the family should thus be routine care 

and this similarly holds for frequent intervision meetings for all practitioners working 

with FMP. The latter holds even more in case of psychiatric problems of the child or 

parent. Therefore, as the current nature and frequency of intervision meetings varies 

widely across interventions [33], more frequent and regular scheduling of intervision 

might help the practitioner to cope more successfully with the complex and quickly 

shifting problems of FMP, thereby improving care for these families. In families in which 

the child has psychiatric problems, the number of telephone contacts should be high as 

this was found to reduce parenting stress. Other forms of digital communication could 

also be helpful to increase this frequency of contacts, in addition to telephone contacts. 

Third, our findings that the contents of care are similar in effectiveness, but that the 

structures in which these contents are provided differ in effectiveness, are an important 

step toward tailored care for FMP. Future research should focus on further improving 

the contents (practice elements) of interventions by adding or omitting certain 

(combinations of) elements. Further analysis of the interaction between provided 

elements and characteristics of families, and of the most effective ways to provide 

elements (e.g., psycho-education, instruction), would augment our understanding 

of which elements provide positive outcomes and help to strengthen and tailor 

interventions to specific FMPs.

Conclusion

Our study showed that variations in the content of care for FMP do not affect its 

effectiveness, but that variations in the structure in which care is provided do affect 

effectiveness. Moreover, effectiveness varied for subgroups of FMP, indicating the 

importance of tailoring interventions to specific characteristics of FMP. This provides 

new routes to improve this care. 
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Supplemental files

Supplemental Table 1. Fit indices of models with 1-4 profiles of care (n = 473)

Number of profiles BIC Entropy LMR-LRT BLRT Post. Prob

1 586.361 1.000

2 -4608.404 0.978 0.0000 0.0000 0.994-0.995

3 -6101.500 0.950 0.0008 0.0000 0.970-0.993

4 -6466.581 0.953 0.1616 0.0000 0.970-0.987

Note. BIC = Bayesian Information Criterion; LMR-LRT = Lo Mendell Rubin adjusted likelihood ratio 

test; BLRT = Bootstrap likelihood ratio test; Post. Prob = Posterior probability of classification into 

the most likely profile.

Profile 1
Intensity: low (mean = 0.24)

Relatively more supportive & explorative  

Profile 2
Intensity: medium (mean = 0.40)

 Combination of supportive, explorative 
and action oriented

Profile 3
Intensity: high (mean = 0.62)

Relatively more action oriented 

Practice element profiles

Ten practice elements that had the 
highest share in profile 1

1. H4: Offering emotional support 
(0.52)

2. A1: Discussing the guiding 
question (0.44)

3. C6: Working on communication 
and interaction (0.42)

4. H5: Working on the quality of 
the relationship (0.41)

5. C4: Working on desired behavior 
(0.40)

6. B3: Evaluating working points 
and/or behavioral agreements 

(0.37)

7.  C1: Working on recognizing, 
avoiding and coping with situations 

eliciting problem behaviour, and 
help with eliminating these causes 

(0.35)

10. D1: Learning to apply 
reinforcements and positive 

consequences (0.29)

8. H1: Discussing expectations 
(0.53)

9. D9: Learning to collaborate 
(0.30)

1. H4: Offering emotional support 
(0.72)

2. C6: Working on communication 
and interaction (0.68)

3. C4: Working on desired behavior 
(0.68) 

4. H5: Working on the quality of 
the relationship (0.67)

10. A2: Analysis of competencies 
(0.48)

9. H3: Working on motivation 
(0.51)

5.  C1: Working on recognizing, 
avoiding and coping with situations 

eliciting problem behavior, and 
help with eliminating these causes 

(0.63)

6. B3: Evaluating working points 
and/or behavioral agreements 

(0.61)

7. A1: Discussing the guiding 
question (0.60)

8. H1: Talking about expectations 
(0.34)

1. C4: Working on desired behavior 
(0.88)

2. C6: Working on communication 
and interaction (0.86)

3. H5: Working on the quality of 
the relationship (0.85)

4. H4: Offering emotional support 
(0.83)

5.  C1: Working on recognizing, 
avoiding and coping with situations 

eliciting problem behavior, and 
help with eliminating these causes 

(0.82)

6. A5: Analysis of the family  (0.80)

7. B3: Evaluating working points 
and/or behavioral agreements 

(0.79)

8. A1: Discussing the guiding 
question (0.79)

9. D5: Learning to handle conflicts 
(0.78)

10. D7: Learning to set rules (0.69)

Ten practice elements that had the 
highest share in profile 2

Ten practice elements that had the 
highest share in profile 3

Supplemental Figure 1. Description of three identified profiles of care (practice element profiles): 

their focus and the intensity in which elements were provided 
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Supplemental Table 2. Percentage of families for whom the practice element was registered at 

least once during the intervention, and relative score of the element (element’s share in the overall 

intervention, ranging from 0 to 1)

Practice elements

A) Assessment of problems

A1 Discussing the guiding question 

A2 Analysis of competencies

A3 Analysis of network

A4 Analysis of safety

A5 Analysis of family system

A6 Analysis of leisure time

A7 Analysis of school functioning

A8 Analysis of daily routine

A9 Analysis of individual problems

A10 Using homework assignments to observe and register behavior

A11 Using questionnaires

A12 Discussing results from questionnaires

A13 Problem assessment

B) Planning and evaluation

B1 Designing treatment plan

B2 Designing working points or (behavioral) agreements

B3 Evaluating working points or (behavioral) agreements

B4 Evaluating treatment plan

C) Working on change

C1 Working on recognizing, avoiding, and coping with situations eliciting problem behavior, and 

help with eliminating these causes

C2 Working on thoughts

C3 Working on emotions

C4 Working on desired behavior

C5 Working on undesired behavior

C6 Working on communication and interaction

C7 Working on authority relationships

C8 Working on daily routine

C9 Working on safety

C10 Working on generalization

D) Learning parenting skills
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Profile 1 

Explorative/supportive

(n = 180, % = 38.4) 

Profile 2 

Combined

(n = 195, % = 40.9%)

Profile 3

Action-oriented

(n = 98, % = 20.8%)

n % Mean 

relative score

n % Mean 

relative score

n % Mean 

relative score

174 97% 0.44* 192 98% 0.60* 97 99% 0.79*

147 82% 0.25 173 89% 0.48* 85 87% 0.71

125 69% 0.15 163 84% 0.26 78 80% 0.56

118 66% 0.20 165 85% 0.37 79 81% 0.72

160 89% 0.27 188 96% 0.51 89 91% 0.80*

116 64% 0.15 156 80% 0.31 77 79% 0.50

156 87% 0.20 169 87% 0.38 86 88% 0.63

139 77% 0.21 170 87% 0.39 80 82% 0.57

147 82% 0.26 175 90% 0.44 84 86% 0.69

122 68% 0.23 151 77% 0.38 76 78% 0.55

105 58% 0.09 142 72% 0.17 74 76% 0.30

83 46% 0.10 102 52% 0.16 62 63% 0.27

159 88% 0.26 188 96% 0.44 88 90% 0.68

153 85% 0.16 170 87% 0.25 80 82% 0.51

166 92% 0.27 187 96% 0.51 86 88% 0.76

169 94% 0.37* 186 95% 0.61* 88 90% 0.79*

150 83% 0.22 164 84% 0.33 81 83% 0.59

172 96% 0.35* 190 97% 0.63* 89 91% 0.82*

127 71% 0.27 166 85% 0.43 79 81% 0.69

142 79% 0.28 169 87% 0.50 79 81% 0.76

170 94% 0.40* 183 94% 0.68* 85 69% 0.88*

114 63% 0.24 166 85% 0.45 79 81% 0.75

161 89% 0.42* 191 98% 0.68* 87 89% 0.86*

127 71% 0.25 178 91% 0.46 81 83% 0.76

107 59% 0.24 144 74% 0.38 76 78% 0.54

91 51% 0.22 152 78% 0.37 74 76% 0.66

92 51% 0.25 151 77% 0.40 75 77% 0.65
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Supplemental Table 2. Continued

Practice elements

D1 Learning to apply reinforcements and positive consequences

D2 Learning to apply mild punishments and negative consequences

D3 Learning to monitor the child

D4 Learning to show commitment to the child

D5 Learning to handle conflicts

D6 Learning to set rules

D7 Learning to be responsive

D8 Learning to perform social skills

D9 Learning to collaborate

E) Helping with concrete needs

E1 Self-care

E2 Administration and financial control

E3 Contact with school and/or other authorities

E4 Housekeeping

F) Activating the social network

F1 Mobilizing and expanding social support

F2 Maintaining the social network

F3 Stimulating leisure time

G) Activating the professional network

G1 Collaborating with other professionals and/or organizations working with the family

G2 Coordinating the approach with other professionals and/or organizations working with the family

G3 Referring to other organizations or authorities

G4 Organizing respite care

H) Maintaining practitioner-client collaboration

H1 Talking about expectations

H2 Talking about resistance to care

H3 Working on motivation

H4 Offering emotional support

H5 Working on quality of relationship

H6 Evaluating relationship

*One of ten elements with largest share in this profile.

Note. Relative score ranges from 0 (element had small share in overall intervention) to 1 (element had 

large share).
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Profile 1 

Explorative/supportive

(n = 180, % = 38.4) 

Profile 2 

Combined

(n = 195, % = 40.9%)

Profile 3

Action-oriented

(n = 98, % = 20.8%)

n % Mean 

relative score

n % Mean 

relative score

n % Mean 

relative score

141 78% 0.29* 179 92% 0.46 85 87% 0.75

108 60% 0.23 157 81% 0.37 81 83% 0.69

78 43% 0.21 128 66% 0.39 71 72% 0.64

101 56% 0.24 153 78% 0.40 73 74% 0.74

125 69% 0.25 168 86% 0.49 81 83% 0.78*

133 74% 0.26 173 89% 0.46 83 85% 0.69

107 59% 0.22 150 77% 0.43 74 76% 0.70*

53 29% 0.14 111 57% 0.28 63 64% 0.60

128 71% 0.30* 149 76% 0.44 77 79% 0.67

62 34% 0.19 88 45% 0.27 53 54% 0.38

47 26% 0.14 55 28% 0.19 47 48% 0.30

135 75% 0.22 162 83% 0.33 82 84% 0.51

37 21% 0.12 46 24% 0.14 46 47% 0.31

91 51% 0.19 131 67% 0.24 67 68% 0.50

79 44% 0.19 119 61% 0.22 65 66% 0.52

106 59% 0.22 150 77% 0.31 71 72% 0.51

163 91% 0.27 175 90% 0.35 83 85% 0.44

77 43% 0.19 116 59% 0.28 60 61% 0.47

93 52% 0.14 118 61% 0.20 69 70% 0.34

17 9% 0.09 36 18% 0.17 36 37% 0.32

167 92% 0.34* 184 94% 0.53* 90 92% 0.76

88 49% 0.18 147 75% 0.31 73 74% 0.56

115 64% 0.26 160 82% 0.51* 79 81% 0.74

161 89% 0.52* 189 97% 0.72* 84 86% 0.83*

159 88% 0.41* 177 91% 0.67* 80 82% 0.85*

134 74% 0.24 165 38% 0.36 79 81% 0.61
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Supplemental Table 3. Standardized effects of practice element profiles and program elements on 

intervention outcomes in subgroups: Results of multiple group Chi-Square difference tests

Social contacts**

T1 T2

β β

Practice elements profiles

Explorative/supportive

Combined

With child intellectual disabilities 0.242* 0.218

Without child intellectual disabilities 0.044 -0.141

With child psychiatric problems 0.126 0.026

Without child psychiatric problems 0.079 -0.112

With parental psychiatric problems 0.269*a 0.104a

Without parental psychiatric problems -0.079b -0.310*b

Action-oriented

With child intellectual disabilities 0.124 0.038

Without child intellectual disabilities -0.041 -0.081

With child psychiatric problems 0.115 0.083

Without child psychiatric problems -0.049 -0.061

With parental psychiatric problems 0.095 0.001

Without parental psychiatric problems -0.051 -0.143

Program elements

Number of visits

With child intellectual disabilities -0.223 #

Without child intellectual disabilities 0.064 #

With child psychiatric problems -0.028 -0.131

Without child psychiatric problems 0.037 -0.186

With parental psychiatric problems 0.065 -0.262

Without parental psychiatric problems 0.056 -0.255*

Duration of visits

With child intellectual disabilities -0.315***a #

Without child intellectual disabilities -0.039b #

With child psychiatric problems -0.058 0.152

Without child psychiatric problems -0.099 -0.161

With parental psychiatric problems -0.003 0.114a

Without parental psychiatric problems -0.153* -0.313*b

Telephone contacts

With child intellectual disabilities 0.282* #

Without child intellectual disabilities 0.100 #
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Parenting stress** Internalizing problems** Externalizing problems**

T1 T2 T1 T2 T1 T2

β β β β β β

-0.070 -0.261** -0.069 0.080 -0.137 0.206

0.088 0.046 -0.031 0.042 -0.106 0.030

0.105 0.120 0.119 0.028 -0.008 -0.165

0.044 -0.109 0.116 0.040 -0.020 0.082

0.092 -0.041 0.084 0.032 -0.014 0.144

0.001 -0.007 0.071 0.372*** -0.048 0.199*

0.038 -0.205* -0.086 -0.188* -0.171 0.337**

0.088 0.059 0.068 -0.007 0.021 0.035

0.094 0.165 0.164 0.055 0.087 -0.025

0.089 -0.033 0.082 -0.006 0.058 0.223*

0.102 0.002 0.111 0.041 0.075 0.209

0.016 0.044 0.124 0.127 0.059 0.110

0.095 # 0.203 # 0.295* #

0.044 # -0.031 # 0.018 #

0.121 0.239** 0.028 0.160* 0.181 0.137

0.087 0.012 -0.053 -0.031 -0.055 0.014

0.127 0.113 -0.038 0.000 0.134 0.060

0.142* 0.123 0.138 0.177 0.114 0.039

0.017 # 0.106 # 0.111 #

0.058 # -0.035 # 0.012 #

0.105 0.004 0.033 -0.046 0.067 0.134

-0.084 0.142 -0.017 -0.119 -0.025 -0.190

0.051 0.078 -0.024 0.029 0.055 -0.038

0.056 -0.013 0.040 0.025 0.120 0.152

-0.139 # -0.088 # 0.023 #

-0.081 # 0.020 # 0.018 #
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Supplemental Table 3. Continued

Social contacts**

T1 T2

β β

With child psychiatric problems 0.076 0.128

Without child psychiatric problems 0.234* 0.026

With parental psychiatric problems 0.119 0.017

Without parental psychiatric problems 0.502*** 0.263

Intervision

With child intellectual disabilities 0.061 #

Without child intellectual disabilities 0.064 #

With child psychiatric problems 0.126 -0.069

Without child psychiatric problems -0.058 -0.021

With parental psychiatric problems 0.300**a 0.049

Without parental psychiatric problems -0.174*b 0.120

Supervision

With child intellectual disabilities -0.268 #

Without child intellectual disabilities -0.202** #

With child psychiatric problems -0.138 -0.329**a

Without child psychiatric problems -0.150 0.211b

With parental psychiatric problems -0.241* -0.007

Without parental psychiatric problems -0.383*** -0.390

Consultation

With child intellectual disabilities -0.042 #

Without child intellectual disabilities -0.010 #

With child psychiatric problems 0.043 -0.195

Without child psychiatric problems -0.111 -0.402***

With parental psychiatric problems -0.100 -0.164

Without parental psychiatric problems -0.027 -0.336*

* p < 0.05, ** p < 0.01, *** p < 0.001

** To make maximum use of the available data, we used the full information maximum likelihood 

(FIML) estimation procedure as implemented in Mplus to deal with missing data on the four outcome 

measures. Original sample sizes for social contacts were T0 = 349, T1 = 224, T2 = 140, for parenting 

stress T0 = 382, T1 = 252, T2 = 142 and for both internalizing and externalizing problems T0 = 276, 

T1 = 196, T2 = 91.
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Parenting stress** Internalizing problems** Externalizing problems**

T1 T2 T1 T2 T1 T2

β β β β β β

-0.363**a -0.568***a -0.127 0.344 -0.002 0.066

0.014b -0.025b 0.185 -0.281 -0.022 -0.061

-0.010 -0.089 0.180 0.012 0.184 -0.018

-0.264* -0.110 -0.149 -0.192 -0.109 -0.019

-0.175 # -0.402* # -0.382* #

-0.058 # -0.190* # -0.096 #

0.017 0.157 -0.311* -0.509***a -0.123 -0.467**

-0.123 -0.020 -0.219* -0.164b -0.176 -0.135

-0.165* 0.020 -0.255* -0.162 -0.143 -0.306

-0.018 -0.050 -0.288* -0.371*** -0.223* -0.057

-0.051 # -0.019 # 0.064 #

0.014 # -0.097 # -0.143 #

0.138 0.131 -0.125 -0.171 -0.210 0.172

0.084 -0.229 -0.132 0.384 -0.183 0.047

0.034 -0.064 -0.005 0.297**a -0.106 0.437*a

0.127 -0.004 -0.273 -0.217b -0.276* -0.541*b

-0.005 # -0.031 # -0.113 #

-0.004 # 0.091 # 0.033 #

0.002 0.047 -0.053 -0.298**a -0.206 -0.214

-0.192* 0.085 0.121 0.090b 0.120 0.074

-0.097 -0.029 0.104 0.197* -0.050 -0.001

-0.078 -0.064 0.089 -0.042 0.112 0.184

Note. Different superscripts (a versus b) indicate significant (p < .05) differences between 

subgroups.

#No convergence due to sparse data, and number of parameters to be estimated being greater 

than number of observations in one group.

Note. In these analyses we controlled for the propensity score and baseline scores on social 

contacts, parenting stress, internalizing- and externalizing problems.

Note. Profile 1 (explorative/supportive profile) was considered to be the reference group.
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General discussion

The aim of this study was to elucidate elements in the content and structure of 

interventions for families with multiple problems (FMP), and to evaluate what these 

elements contributed to the effectiveness of the interventions. We developed a 

taxonomy to identify the contents and structure of a wide range of interventions for 

FMP as presented in manuals and used in actual daily practice. This taxonomy enabled 

us to explore to which degree elements concerning the content (practice elements) 

and structure (program elements) contribute to the effectiveness of interventions. 

Finally, to further clarify the value of these elements we used quantitative analyses 

and included the perspective of FMPs themselves. 

In this general discussion we will first summarize the main findings for each of the 

research questions (see Figure 1). We will subsequently discuss these findings in a 

broader context. We will also address the strengths and limitations of the study, and 

conclude with implications for practice, policy, education, and research.

Families with multiple problems (FMP)

Elements provided within interventions for FMP

Development of an instrument to identify the content 
and structure of interventions for FMP (RQ 1)

Similarities and differences between the content and 
structure of interventions for FMP (RQ 2)

Content and structure of interventions for FMP in 
daily practice (RQ 3)

 

Outcomes of interventions for FMP
 

Perspectives of FMP on helpful and 
unhelpful elements of interventions for  

FMP (RQ 4)

Effectiveness of practice and program 
elements of interventions for FMP (RQ 5)

Figure 1. Conceptual model of this thesis

Main research findings

In the first part of our study we unraveled the content and structure of interventions for 

FMP by addressing three research questions. The main findings per research question 

are summarized below.
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Which elements should be included in an instrument to systematically identify 

the content and structure of a wide range of interventions for FMP? 

For systematic mapping of the content of interventions for FMP, we decided to include 

53 practice elements (such as ‘analyzing the social network of the family’ or ‘working 

on desired behavior’) in our taxonomy (Taxonomy of interventions for FMP; TIFMP). 

These 53 practice elements can be divided into eight main categories (such as ‘working 

on behavioral change’ or ‘activating the social network’). To map the structure of 

interventions for FMP, we included 6 program elements: the number of visits, the 

duration of visits, intervision, supervision and/or consultation for the practitioner, and 

24-hour availability. The elements recorded in the TIFMP relate to a wide range of 

interventions. The interrater reliability of the TIFMP was measured by the percentage 

of agreement, resulting in a mean percentage of 84.9% and ranging from 73.6% to 

90.6%, depending on the specific interventions. 

What similarities and differences exist between interventions for FMP? 

Most of the eight interventions1 had similar content, but a few included unique elements. 

Of the 53 practice elements of the TIFMP, 79% were present in more than 5 of the 8 

interventions. All interventions included practice elements related to ‘assessment of 

problems’, ‘planning and evaluation’, ‘working on change’, ‘learning parenting skills’, 

and ‘maintaining practitioner-client collaboration’. Four interventions (10FtF, FC, IFT and 

MST) had additional content. In addition to the practice elements shared by the first 

5 interventions, these 4 included relatively more practice elements, such as ‘helping 

with concrete needs’, ‘activating the social network’, and ‘activating the professional 

network’. 

Although the content of the interventions strongly overlapped, their program elements 

greatly differed. Interventions varied in duration from one month (FF) to one year or 

longer (10FtF). The number of visits to the family also varied, from one contact per day 

(FF) to a mean of two or three contacts per week (IFT, MDFT, MST). The organization 

and compulsory nature of intervision and supervision for practitioners also differed 

per intervention, and consultation was included only in MST. Finally, 24-hour availability 

(either of the practitioner, a colleague in the team, or an accessibility service within the 

department) was included only in 10FtF, FF, MST and MDFT. 

1 Intensive Family Treatment (IFT), Multisystemic Therapy (MST), Multidimensional Family Therapy 

(MDFT), Parent Management Training Oregon (PMTO), Families First (FF), Family Central (FC), 10 

for the Future (10FtF) and Triple P levels 4-5. 
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Which practice and program elements are provided within interventions for FMP 

in daily practice, to whom, how, and with what intensity?

Elements most often provided in daily practice with FMP were those related to 

‘assessment of problems’, ‘planning and evaluation’, ‘working on change’, ‘learning 

parenting skills’, and ‘maintaining practitioner-client collaboration’. The intensity of 

this provision was high (in more than half of the visits). Elements like ‘activation of 

the social and professional network’ and ‘helping with concrete needs’ were seldom 

provided, or provided with low intensity (in fewer than half of the visits to families). 

Elements were provided mainly through psycho-education and instruction, and less 

through practicing, modeling or giving homework. Interventions focused mainly on the 

parents, and less on the children or the social network of the family. Regarding program 

elements, we found that towards the end of the intervention the number of visits and 

their duration decreased, from an average of six visits a month in the starting phase of 

interventions to an average of four visits a month in their end phase. However, between 

visits most practitioners had telephone contact with the family. Practitioners received 

more supervision than intervision, and consultation was seldom provided. Finally, for 

most families the practitioner was not available 24/7, although for some families a 

colleague of the responsible practitioner could be reached. In the second part of our 

study we assessed which elements contributed to the effectiveness of interventions 

for FMP. The main findings are summarized below.

Which elements within interventions for FMP are important, and why, from the 

families’ point of view? 

Parents and children reported 11 elements which they believed contributed to the 

effectiveness of care, categorized under three main themes: the characteristics of the 

practitioner, the contents of interventions and the structure of interventions. Regarding 

the characteristics of the practitioner, participants mentioned three elements as 

important: an approach by the practitioner that is non-judgmental and positive, and 

being taken seriously. Regarding the contents of interventions the following elements 

were important to FMP: a focus on the underlying cause of behavior, involvement of the 

child in the intervention, provision of flexible, practical and structured methods within 

the intervention, and activation of the social and professional network. Concerning the 

structure of interventions, parents and children valued the following three elements 

to be important: provision of interventions in the home environment, a decreasing 

intensity of visits during the intervention, and continuing support after the intervention 

has ended. The perspectives of FMP on the content and provision of interventions 

provide valuable information for what is important in their care. 
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To what degree do the practice and program elements of interventions contribute 

to their effectiveness for FMP and for FMP subgroups? 

We identified three combinations of practice elements (profiles) often provided to FMP, 

but differing in focus and intensity: (1) an explorative/supportive profile (low intensity, 

focused on offering support and exploration, and creating positive relationships 

within the family: i.e., communication, collaboration, encouraging desired behavior, 

applying reinforcements); (2) an action-oriented profile (high intensity, focused on 

relationships between family members: i.e., communication, handling of conflict, 

analysis of family system, and regulating of problem behavior); and (3) a combined 

profile. The combined profile had a medium intensity, and compared to profile 1, had 

a stronger focus on communication, desired behavior, and regulating of problem 

behavior. Compared with profile 1, the combined profile focused less on exploration 

and support (guiding questions, expectations regarding care, and evaluation of 

working points); however, the combined profile did focus on enhancing motivation 

and analyzing competencies. 

When controlled for differences in prognosis using propensity scores, the above 

combinations of elements were found to be equally effective; provision of different 

combinations of practice elements to FMP did not influence the effectiveness of the 

intervention. However, for specific subgroups the provision of different combinations 

of practice elements did affect the effectiveness of interventions, particularly in the 

case of families with psychiatric problems and intellectual disabilities. The provided 

program elements also influenced effectiveness. Intervision of practitioners and 

telephone contacts between practitioners and families particularly increased the 

effectiveness of interventions for FMP and for specific subgroups of FMP. Families 

in which the child or the parent had psychiatric problems were found to benefit 

even more from a higher frequency of telephone contacts or intervision for the 

practitioner. 

Discussion of main findings 

Three main themes emerge from our findings: the comprehensiveness and 

distinctiveness of the taxonomy (the TIFMP); the discrepancy between wishes and 

needs of FMP and the content and structure of interventions; and the similarities of 

content and equal effectiveness of elements of interventions for FMP. These three main 

themes will be discussed below. 
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Comprehensiveness and distinctiveness of the TIFMP 

Whereas existing taxonomies focused on identifying elements of specific interventions 

[1, 2] or on child and youth care in general [3], the TIFMP is the first tool to register the 

practice (content) and program (structure) elements of a wide range of interventions 

for FMP. Identifying the content and structure of different interventions with a single 

taxonomy was challenging, requiring a taxonomy that is both comprehensive (i.e., 

including all elements found in the eight interventions) and distinctive (i.e., detecting 

differences between interventions). What do we know about the comprehensiveness 

and distinctiveness of the TIFMP?

First, Chapters 2 and 5 indicated that, according to parents, the taxonomy was not entirely 

comprehensive. Children and parents regarded as important elements that were missing 

in the TIFMP, such as a focus on the underlying cause of behavior. An initial explanation for 

this may be that this element is not part of any FMP intervention, and thus was not included 

in the TIFMP. A second explanation may be that we formulated elements in a more general 

way, because of our aim to create a taxonomy that is applicable for different interventions 

and feasible for use in daily practice. With this in mind, we tried to keep the TIFMP as 

concise as possible. However, this general way of formulating elements may have led to 

apparent exclusion of some elements. It could be, for example, that the underlying cause 

of behavior was part of the practice element ‘working on recognizing, avoiding and coping 

with situations that elicit problem behavior, and helping to eliminate these causes’. However, 

practitioners may not have registered this in sufficient detail. A more comprehensive view 

of the content and structure of interventions may be achieved by using more detail to 

describe elements of the TIFMP. Nevertheless, our finding suggests that in a taxonomy 

developed to identify elements of different interventions, a balance between exhaustive 

description of the elements and the length of the taxonomy is of major importance. 

A second issue regarding the comprehensiveness and distinctiveness of the TIFMP is 

that it contains only a few program elements; however, in Chapters 3 and 6 we showed 

that it is exactly these elements that make interventions distinctive, and that are crucial 

for reaching positive outcomes. Program elements are the frame in which the practice 

elements are provided [4], and are also part of the quality assurance system of most 

interventions. For example, the program elements ‘intervision’ and ‘supervision’ for 

practitioners relate to quality assurance systems, which previous studies have repeatedly 

shown to be important for proper provision of practice elements [5, 6, 7]. Intervision 

may, for example, provide practitioners with mutual support and advice on how to cope 

with specific problems and cases [5], allowing them to share tips and tricks on the best 

ways to provide a certain practice element. To make the TIFMP more comprehensive, 

program elements that are unique to certain interventions may be added. One such 
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element is the monthly Therapist Adherence Measure (TAM), which is part of MST. The 

TAM is applied monthly by an independent interviewer to obtain feedback from parents 

about the therapist’s adherence to MST principles. This feedback is then passed on to the 

team of practitioners [8]. However, although the TAM is part of MST, it was not included 

in the taxonomy because it was used only in MST. The apparent importance of program 

elements may indicate that more of them should be included in the TIFMP. Gaining more 

information on the contribution of these program elements is vital, especially with the 

current cutbacks in child and youth care in the Netherlands, which could, for example, 

lead to fewer intervision and supervision meetings for practitioners [9]. Research has 

shown that this has a negative impact on outcomes of care [10].

Third, we found a discrepancy between elements expected to be part of interventions, 

according to the manuals (Chapter 3), and the elements actually provided in daily 

practice (Chapter 4). This discrepancy may have been caused by our general way 

of formulating elements in the TIFMP, with a minimum of detail. As a result, practice 

and program elements may have been interpreted differently by practitioners using 

different interventions. In turn, this may have led to underreporting of the elements 

provided, and thus to biased results regarding elements provided in daily practice 

(Chapter 4) and the assessment of effective elements (Chapter 6). In daily practice, 

for example, different terms are used to describe intervision or supervision. Although 

for each element a description was given based on descriptions in intervention manuals 

and meetings with intervention experts, this general formulation may have led to too 

little or unclear guidance for filling out the TIFMP. Lack of specification may have 

meant that intervision or supervision were not registered at all, or that an element was 

registered as supervision whereas it was actually intervision, or vice versa. Adjusting 

the terminology to the terms used within one intervention would, however, complicate 

the identification of effective elements across different interventions, thereby requiring 

a greater time-investment for practitioners.

Another cause of the discrepancy between elements that are part of interventions 

according to their manuals (Chapter 3) and those actually provided in daily practice 

(Chapter 4) may be that practitioners tailor the interventions to the needs of specific 

families. Practitioners subsequently make choices about whether or not to apply certain 

elements for two reasons. First, elements that are part of an intervention may be 

omitted because the practitioner considers them unnecessary for a specific family 

(e.g., helping with selfcare). Second, practitioners may deviate from the intervention 

manual, adding elements they consider necessary for a specific family (e.g., organizing 

respite care). This indicates that practitioners play a major role in implementation of 

intervention content in daily practice by tailoring this content to the needs of a specific 
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family. It also shows that, besides using the TIFMP as a tool to analyze intervention 

manuals, one can also use it to register elements that are provided in daily practice. It 

is thus important that the TIFMP is comprehensive and distinctive, but also applicable 

in daily practice. 

Filling in the TIFMP now costs approximately 15 minutes, but making the TIFMP more 

comprehensive and distinctive may require even more time and effort to fill it in. 

Extending the TIFMP can thus lead to a greater time-investment for practitioners, and 

consequently to feasibility issues (is it usable in daily practice?). Existing studies on 

taxonomies in child and youth care also pointed out that their feasibility in daily practice 

is a genuine concern [2, 11, 12]. One study did, however, mention that a taxonomy is more 

likely to be used in daily practice if its terminology matches that of the organization 

in which it will be used, if this is understandable and unambiguous, and if it is as short 

as possible [11]. In the case of the TIFMP, matching its terminology to the intervention 

provided may not only increase its understandability but also its comprehensiveness 

and distinctiveness. This is promising, since use of the TIFMP in daily practice can 

offer several advantages. One great advantage is that routine collection of information 

during care trajectories can contribute to the quality of care. First, it enables (teams 

of) practitioners to reflect on their own actions. The added value of this reflection was 

demonstrated during regular feedback meetings with practitioners who participated 

in this study. In these meetings, we reflected on their recorded content and structure 

of interventions in daily practice. This reflection included four components: Do we 

recognize these results? Do we understand the results? Are they good enough? And 

do we need to improve something [13]? A second advantage of routine comprehensive 

registration of provided elements is that it can help to better match the content of 

care to the needs and wishes of families. This is important, as our study shows that the 

contents of care often do not meet the wishes and needs of the families themselves. 

Registering the provided elements after each visit, in combination with continuous 

feedback on those elements from children and parents, may be a way to better align 

the offered care with actual needs [14]. To deal with the problem that such a detailed 

registration is more time-intensive for practitioners, it could be worthwhile to examine 

how the TIFMP can be used in such a way that this disadvantage does not outweigh 

the advantages. How we can achieve this requires further elaboration. 

Discrepancy between wishes and needs of FMP and the contents and structure 

of current interventions

Children and parents of FMP mentioned several practice and program elements that 

they find important, but which are usually lacking in the care provided in daily practice. 

Three important examples of such elements are activation of the social network, focus 
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on the underlying causes of behavior, and families’ preference to receive more long-

term care than is actually offered. Key to strengthening the quality of interventions 

for FMP may be to address these preferences, and not to focus only on more frequent 

provision of the current elements. A first issue is thus to identify the main barriers that 

keep practitioners from providing these elements. 

A first example of an element that parents consider important, but that is missing in care in 

daily practice, concerns the activation of their social network. FMP mentioned that provision 

of this element would help them to realize that some people in their network would be 

willing to support them. In addition, they mentioned that it would help them to ask for 

support after the intervention has ended (Chapter 5). We found that in daily practice the 

social network of FMPs was seldom involved in interventions for them (Chapter 4); however, 

research has shown that involvement of the social network via interventions for FMP can 

facilitate engagement of families and maintain change [15]. Furthermore, the involvement 

of supportive adults in youth care, as mentors for the youth and as partners for parents 

and professionals, has recently been found to be associated with positive outcomes like 

improvements in school functioning, as well as in social, emotional, and psychosocial 

problems and in physical health [16]. A reason for underrepresentation of the social network 

of FMP within interventions may be that these networks are often either small or not 

supportive, leading to ethical challenges for practitioners considering the consequences of 

involving the network. In addition, families may be ashamed of their problems, and therefore 

prefer not to have their network involved [17]. Moreover, practitioners do not always know 

how to involve the network, possibly because of these practical issues. Nevertheless, the 

advantages of activating the social network demand investment in the development of 

practical tools and training to help practitioners to overcome these barriers. It is therefore 

advisable to understand the barriers, and to use this information to train practitioners to 

cope with them in daily practice. 

A second example of an element that families find important, but that is often missing 

within interventions in daily practice, is a focus on the underlying causes of behavior. 

These causes may be factors within the child, such as attention deficit hyperactivity 

disorder (ADHD) or autism spectrum disorder (ASD), or factors within the parent or 

the context of the family (such as adverse childhood experiences [ACEs], like trauma 

or poverty). Our findings on the importance of underlying causes of behavior confirms 

previous research, which found that the more problems families faced, the more ACEs 

experienced by the child [18], and that ACEs have a major impact on children’s mental 

and physical health [19]. The importance of addressing these underlying causes has 

also been illustrated recently by the ‘childcare allowance affair’ in the Netherlands. 

This affair has led to major financial problems for families, and a considerable number 
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of children from these families have been placed out of their homes [20]. Studies 

have shown that economic insecurities within families increase the chance of child 

maltreatment [21] and out of home placement of the child [22]. This can be explained 

by the Family Stress Model, which states that economic pressure negatively impacts 

the child through parents’ psychological distress, interparental relationship problems, 

and disrupted parenting [23, 24]. Another example is that parents of children with 

ADHD or ASD are exposed to complex parenting tasks at every stage of their child’s 

life. Underlying problems within the child, the parent, or the context of the family may 

thus cause or maintain behavioral problems or parenting problems [25, 26]. When left 

untreated, these problems can stand in the way of finding sustainable solutions for 

problems faced by FMP. 

Several barriers may prevent the addressing of underlying causes. A first barrier 

may involve the fragmentation of care, meaning that different organizations are 

involved with a family, each for a certain part of the problem. For example, therapy 

for children with ADHD is often provided by therapists from mental health care 

organizations, whereas the interventions included in our study are often provided 

by youth care institutions. At the same time, parents in our study mentioned that 

they prefer to have one practitioner who coordinates various kinds of care for the 

family and ensures that these are in line with each other. A second reason for failure 

to address underlying causes of behavior may be that it takes more time to solve 

these underlying causes, time that is often not reimbursed. All in all, this suggests 

that broadening interventions so that they also carefully address and treat the 

underlying causes of behavior might be promising, since it reduces the number 

of practitioners involved with a family, and can lead to finding more sustainable 

solutions within FMP. 

A third example of an element that parents find important, but that is missing in 

care in daily practice, is the wish of families to receive longer-term support. This 

contrasts with the more or less fixed duration of current interventions for FMP. 

The majority of these interventions have a maximum duration of seven months, 

except for FC and 10FtF (6 to 12 months, and 12 months or longer, respectively; see 

Chapter 2). The limited duration of these interventions may be explained by the 

focus on promoting the ‘own strength’ of families, to avoid dependency on care. In 

line with this idea the practitioner is seen as a passerby, and care expected to be 

focused on strengthening the family in such a way that its members are able to 

cope with their own problems, eventually with the help of their own social network. 

In the specific case of FMPs, it is questionable whether the temporary nature of 

these interventions corresponds with the persistent and complex problems of the 
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families. This concern is underscored by the fact that a major part of the families 

that participated in our qualitative study mentioned that they had received multiple 

interventions. Moreover, studies have suggested that more longer-term support 

services are needed to cope with the fluency of problems of FMP, to achieve 

long-term outcomes, and sufficiently address the complex problems of FMP [27, 

28]. However, more long-term support may include the risk of overtreatment or 

medicalization and make the family more dependent on professional support [29, 

30]. In addition, new questions could arise as to when to conclude care trajectories. 

Nevertheless, it is worthwhile to further examine the possibilities for more long-

term support for FMP. Although this could increase care costs on the short-term, 

it could also prevent long-term escalation of problems and high societal costs, for 

example due to out-of-home placement of the child or problems of the child later 

in life [31, 32]. A possible solution could be to continue care at a lower intensity, 

enabling professionals to keep an eye on the family. An important and easy to 

realize element in this could be telephone contacts between professionals and the 

family, which our study showed to contribute to the effectiveness of care. 

Similarity in contents and equal effectiveness of elements of interventions for FMP

Our findings in Chapter 2 suggest strong similarities on paper among the eight FMP 

interventions which we assessed. In Chapter 3 we also found relatively few differences 

in the contents (practice elements) of interventions as applied in daily practice, and in 

the effectiveness of these practice elements (Chapter 6). However, we did find more 

differences in the applied program elements. What does it mean to have eight more 

or less similar interventions, and which considerations are required? 

Our study showed that all eight interventions have a core content involving ‘making 

an inventory of the problems’, ‘planning and evaluation’, ‘working on change’, ‘learning 

parenting skills’ and ‘maintaining practitioner-client collaboration’. Furthermore, we found 

that different combinations of the various practice elements provided were equally 

effective. An explanation for this shared core content and its equal effectiveness might 

be that the interventions were built on the same evidence base and underlying theories 

of change. In Chapter 2 we showed that most interventions are based on the social 

interaction learning theory, the social-ecological theory, the solution-oriented approach, 

and the competence model. The central principles arising from these theories are that 

ineffective behavioral patterns can be interrupted: by providing parents with effective 

parenting skills to stimulate healthy child development [33], by acknowledging that the 

child and its family are part of a mutually influential system [34] and by focusing care on 

future-oriented solutions [35] and on restoring the balance between (parenting) skills and 

developmental tasks [36]. Based on our findings, we can conclude that the core content 
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of the interventions in daily practice focuses mainly on (internal) factors within the family, 

and more or less ignores external factors. This counters the social-ecological theory, 

which teaches that factors both in- and outside the family mutually influence each other 

[34]. It also counters the competence model, which stresses that a good balance between 

(parenting) skills and developmental tasks can also be achieved by reducing stressful 

circumstances (e.g., financial problems) or mobilizing or expanding protective factors 

(e.g., a good social network) [36]. In addition, this shared core content of interventions 

for FMP does not seem to correspond fully with the range of these families’ problems. 

The large part of shared core content among interventions and the equal effectiveness of 

this content suggest that it does not matter which intervention a family receives, and thus 

that most interventions are similar. This finding aligns with their generally shared theoretical 

background, as noted in the preceding paragraph. A first consideration might therefore 

be to reduce the number of interventions for FMP, based on the overlap in their core 

contents. A more sustainable approach would be to combine the core contents of these 

eight interventions in one ‘basic treatment’ for FMP. This corresponds with the recent trend 

in research and practice on psychosocial and behavioral interventions -- to take a distance 

from name-brand interventions and focus instead on more general ‘treatment families’ 

[37]. A treatment family is a group of interventions that share similar characteristics, such 

as ‘parent management training’ [37]. Based on detailed analysis of the problems and 

needs of a specific FMP, several add-on modules (e.g., social network, practical help, and 

other professionals who are working with the family) might then be included with this basic 

treatment to focus on subproblems of the family. Modular provision of care is promising, 

not only because it reduces overlap between interventions, but also because it enables 

personalization of interventions to the needs and wishes of FMP and has in related fields 

been shown to contribute to more positive outcomes [38, 39]. 

Four interventions (MST, FC, IFT and 10FtF) were found to be more comprehensive, 

and to include elements that distinguish them from other interventions. These 

distinguishing elements concern practical help and the activation of the social and 

professional network -- precisely those elements that parents consider important. 

Moreover, previous studies and underlying models of change, in particular the social-

ecological theory of change and the competence model, suggest that those elements 

are particularly important in care for FMP [6, 15, 36]. According to the competence 

model, a supportive social network may, for example, be a protective factor that can 

be strengthened to enhance the balance between (parenting) skills and developmental 

tasks of children [36]. In addition, research has shown that an integral approach, an 

approach in which several professionals and organizations work together to provide 

care, is promising [40, 41]. 



172   |   Chapter 7

Further, although we found that according to their manuals the above four interventions 

include distinguishing elements, these elements were underreported in daily practice. 

To reduce the overlap between interventions in practice professionals could make more 

effort to specifically apply these distinguishing elements where needed, along with 

the core body of elements described above. The effect of the intervention might thus 

be amplified, and its overlap with other interventions reduced. Moreover, reducing 

the overlap between interventions could also help practitioners to select appropriate 

interventions for a certain family.

Our findings on the overlapping content of interventions suggest that we should not 

focus on developing new interventions with similar contents, but on strengthening 

existing interventions by structurally monitoring the content and structure of care, for 

example with the TIFMP, and by adding elements where needed. This could be a more 

sustainable way to enhance the quality of care for FMP, compared to developing new 

interventions and testing each separate intervention on its effectiveness [42]. A focus 

on effective elements is more sustainable than testing separate interventions because 

knowledge regarding effective elements for FMP will usually be generalizable to other 

interventions. For each intervention we can then check whether an effective element 

is already part of the intervention or whether it should be added to the intervention 

to enhance its effectiveness. In this way, based on careful monitoring of current care 

for FMP, continuous improvement can be made in the quality of this care. Our study 

has also shown that a specific focus on effective elements, rather than on effective 

interventions, can provide valuable information on its correspondence with the wishes 

and needs of families. 

Finally, the findings of this thesis point to a few important considerations regarding 

the overlap between interventions, their equal effectiveness, and the way this should 

be handled. Our findings could suggest that it does not matter which intervention is 

provided if one at least provides care that contains some practice elements. However, 

this conclusion is refuted by our findings that point to the significance of the quality of 

the care setting within which elements are provided. Namely in Chapter 5, we found 

that program elements, like intervision for the practitioner and phone contacts between 

the practitioner and the family, can make care more effective. This implies that the 

provision of practice elements must always take place within a high quality assurance 

system, involving a constant focus on the advancement of professional expertise. In 

addition, in reducing the number of interventions it should not be forgotten that the 

core content of existing interventions for FMP is based on years of research on what 

works in these families, and on well-known theories of change. It is thus advisable 

to at least maintain the eight categories of the TIFMP when providing care to FMP. 
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Our findings show that these main categories can be seen as a template for such 

care. Within these categories, choices can be made on whether or not to provide 

a specific practice element, depending on the specific problems of a family; in this 

way interventions can be personalized. All in all, to improve the quality of care for 

FMP a reduction of the number of interventions for FMP may be advisable, but only 

when we build upon the content of existing interventions and acknowledge the 

importance of ongoing professional development of practitioners. 

Methodological considerations 

In this section we discuss the main strengths and limitations of our study regarding 

the quality of the samples, the quality of the information obtained, and the causal 

inferences that can be made.

Combining quantitative and qualitative methods

An important strength of this thesis was its mixed-methods approach. In the 

process of development of the TIFMP we included both quantitative sources 

(existing taxonomies, intervention manuals and national guidelines) and qualitative 

sources (meetings with experts). The quantitative approach enabled identification 

of elements that should be included in the TIFMP. The qualitative meetings with 

experts augmented this information by providing more detail on elements that 

experts find important, and ideas as to how they should be operationalized in the 

TIFMP to make it feasible for use in routine practice. A further strength in the 

mixed-methods approach is that we used elements of the TIFMP as a basis for the 

semi-structured interviews. Whereas the quantitative study gave insight into the 

elements of interventions and their effectiveness, the qualitative study provided 

more insight into why, how and for whom certain elements are effective. The 

qualitative study also revealed the importance to parents of certain elements that 

were not included in the TIFMP. This broadened our understanding and suggested 

possible directions for future research.

A limitation of the mixed-methods approach is that during the study we did not fully 

integrate the quantitative and qualitative findings; for example, when developing 

the TIFMP we did not use the perspectives of children and parents on effective 

elements. If these end-users had contributed to this development, we could have 

tested in advance whether the content of care corresponds with what families 

themselves consider important. However, to gain a more complete overview for this 

general discussion, we made a post-hoc comparison of findings from our qualitative 
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study with the elements already included in the TIFMP. In the following paragraphs 

we will reflect separately on the quality of the sample, the information obtained, and 

the causal inferences to be drawn from both quantitative and qualitative studies. 

Quality of the sample

A major strength of our quantitative and qualitative samples is that they relate to families 

that received a wide range of interventions shown to be effective in the Dutch context, thus 

representing ‘best care’ in this context. To our knowledge, studies using such a broad range 

of interventions are entirely lacking, nationally as well as internationally. Our inclusion of 

a wide range of interventions facilitated inferences about effective elements for FMP. A 

limitation of including these interventions may be that we used only effective interventions 

that were part of the National Database Effective Youth Interventions (DEYI). This database 

includes only interventions submitted to this database, and the number of interventions 

included is constantly changing; for example, some interventions that were first part of the 

DEYI are now excluded from this database. Another limitation may be that the effectiveness 

of these interventions may be context-specific, making it uncertain whether they would 

also be effective in another country [43].

A main strength regarding our quantitative sample is its size and its national coverage. 

In most existing studies on FMP, the study sample is limited to families receiving a 

single intervention, and the samples are much smaller [43]. Moreover, regarding 

national coverage, we included FMPs receiving these interventions within 24 different 

organizations across the Netherlands. A possible limitation of our quantitative study 

sample, however, was our inclusion criterion of being able to complete the questionnaire 

in Dutch. We used this restriction because most of the questionnaires that we used were 

available only in Dutch. This may have caused an overrepresentation of Dutch-speaking 

families in our sample, making the results non-generalizable to non-Dutch speaking 

families. A second limitation may be the selective loss-to-follow up. To assess effective 

elements on internalizing and externalizing problems, a relatively larger share of those 

filling in the follow-up questionnaire (22.8%), were parents with a high educational level 

compared to those filling in the questionnaires at the end (19.3%) and start (16.7%) 

of the intervention. In addition, a relatively larger number of the parents who filled in 

the follow-up questionnaire (47.2%) were divorced, compared to parents who filled in 

the questionnaire at the end (41.0%) and start (39.6%) of the intervention. However, 

to deal with these missing values we used the Full Information Maximum Likelihood 

(FIML) procedure as implemented in Mplus [44]. 
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A major strength of our qualitative sample is that we included children and parents 

who had received a wide range of interventions. We were thus able to collect a wide 

range of perspectives, which can be used more generally in care for FMP. A limitation 

of the qualitative sample may be the overrepresentation of parents among the group 

interviewed (24 parents versus 4 children). However, we believe that we reached 

data-saturation, as the perspectives of children did not add new themes to those that 

came out of the interviews with parents. A second limitation of the qualitative data 

could be that we did not interview practitioners about their perspectives on effective 

elements, or ask them to reflect on the elements considered important by parents. For 

example, parents may have felt that certain elements were missing, but that they were 

being provided from the perspective of the practitioner. Adding the perspective of the 

practitioner could thus have given more information on why (or not) certain elements 

were provided, and how and when they might lead to more positive outcomes. 

Quality of the information

A major strength of our information on the content and structure of a wide range 

of interventions for FMP is that it provided a broad basis for comparison, thereby 

enabling us to make more general inferences on care for this group. A limitation of such 

broad inclusion could be that we may not have measured some elements effectively 

because of the general way of formulating elements in the TIFMP. This may have led to 

underreporting of certain elements. However, for practitioners to use a more detailed 

version of the TIFMP would be more time-consuming. 

An important strength of the obtained quantitative data was that to collect it we used a 

taxonomy that reflects the content of a wide range of interventions, and was developed 

with the use of multiple sources. To develop the TIFMP we used existing taxonomies, 

national guidelines, intervention manuals and field experts. The use of these four sources 

contributed to the comprehensiveness of the instrument, and its feasibility for the use in 

daily practice. A limitation of our quantitative data collection may be that the TIFMP used 

to collect information on the content and structure of interventions was filled in only by 

the practitioner who provided the intervention. Therefore, we gained information only on 

the content and structure of that one intervention, and not on further care being provided 

simultaneously to the FMP. This may have led to a failure to fully map the content of 

care received by these families, as some elements may have been provided by another 

professional. A second limitation of our quantitative data collection may be the number of 

outcome measures used to assess the effectiveness of elements in the interventions. In our 

quasi-experimental study we included internalizing and externalizing problems, parenting 

stress, and the social network of FMP as outcome measures. Although these outcome 

measures correspond to the aims of the interventions, a more extensive set of outcome 
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measures (including, for example, measurements of family functioning and of contextual 

problems like financial problems or housing) would have given more insight into the effects 

of elements, especially since FMP often also experience problems in these domains [45]. 

An important strength of our qualitative data was that we were able to develop the 

topic guide for the semi-structured interview together with children, parents, and a 

social worker experienced in child and youth care. A limitation of our qualitative data 

may be that the parents and children whom we interviewed had a low health literacy. 

This could have impacted the degree to which they were able to reflect critically on 

the care they had received and to use the information that they received in care to 

exert control over their situations [46]. However, the included parents and children 

were experienced care users, and we observed during the interviews that they were 

capable of reflecting on what had helped them, what had not helped, and what would 

have helped them better. 

Causality

Our study has several strengths with regard to inferences about causality. First, 

regarding quantitative data, we had a well-designed quasi-experimental study with a 

large sample size, participants from a wide range of interventions and organizations, 

and an independent data collection. Moreover, in our study on the effectiveness of 

practice and program elements of interventions for FMP, we controlled for differences 

in prognosis between families by using a propensity score (PS) as a control variable. 

By means of this PS we were able to reduce confounding by indication: that some 

families have a greater probability of receiving a specific practice element profile 

because of certain characteristics at the start of an intervention. The PS approach is an 

alternative measure allowing one to mimic a randomized trial in observational studies 

[47]. A limitation of this PS approach may, however, be that it cannot account for all the 

factors that come into play in treatment selection in daily practice, and thus may have 

affected the outcome [47]. We have limited this potential bias by including as many 

predictive variables as possible in the PS, but we may still have missed some. Another 

limitation may be that in the PS we only included socio-demographic and problem-

related characteristics that were measured at the start of the intervention. This means 

that we may not have fully accounted for the dynamic aspects of care: provision of 

certain elements could have been affected by the development of problems during 

care itself. Research designs with more frequent measurement moments are, therefore, 

needed to gain more knowledge on the causal influence of elements on outcomes of 

interventions.
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Despite our well designed quantitative study and our use of PS, we did not find effects 

of practice elements. This can be explained in two ways. First, we limited our study to 

a sample of interventions that had been proven effective. In Chapter 2 we showed 

that the content of these interventions strongly overlaps, and in Chapter 6 we found 

three very similar practice element profiles. These findings limit the variation in our 

sample, reducing the likelihood of discovering differences. Moreover, in our analyses we 

looked at differences in effectiveness between these practice element profiles, that is, 

combinations of elements, rather than at the effectiveness of a single practice element 

profile per se. In combination with the great overlap in content, this may have limited 

our potential to measure effects of practice elements. Future research might therefore 

assess effect sizes of (combinations of) practice elements. 

A second explanation for not finding effective elements in our quantitative sample 

study may be that we looked at combinations of effective elements rather than 

separate effective elements. This could have affected our inferences regarding the 

contribution of single elements to the outcomes of interventions. We do, however, 

believe that in the case of interventions for FMP it is important to look at combinations 

of elements, because elements are never provided in isolation, and they may influence 

each other. The latent class analysis (LCA) that we performed in our effectiveness 

study also showed that almost every element is provided once within a care trajectory, 

making it difficult to use the presence of individual elements to differentiate between 

these trajectories. 

Regarding causality, a strength of our qualitative study is that we used a semi-structured 

interview guide based on the categories of the TIFMP and on a focus group with children, 

parents, and one social worker. This increased the likelihood that we incorporated all 

themes that are important to families when it comes to what constitutes good care. 

Moreover, we did extensive in-depth analysis, which increased our insight into those 

elements that are important from the perspectives of children and parents. A drawback 

regarding causal inferences in our qualitative study is that although it presents ideas on 

elements that are important to children and parents, the likelihood that these elements 

will lead to more effective care for FMP remains uncertain. 

Implications for practice, policy, research and education

Our findings have several implications for care professionals and policy makers, and for 

the training of present and future and care professionals. These implications involve 

the use of the TIFMP, meeting the needs of FMP, and recommendations based on our 
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findings on the overlapping contents, the equal effectiveness of contents, and the 

importance of the structure in which care is provided. To conclude, we present our 

recommendations for further research on the effectiveness of care for FMP. 

Practice and policy

Our findings have several implications for the use of the TIFMP in practice and in policy. 

First, we found that the TIFMP can help to acquire knowledge regarding the content 

and structure of interventions for FMP, and the care actually provided. A structural 

registration of provided elements, and reflection on these elements in relation to the 

characteristics of a certain family, can provide greater insight into the progress of care. 

This could especially be helpful when the care process cannot be planned in advance, 

or is insufficient or not making progress. 

We found that the contents of existing interventions for FMP strongly overlap. This 

implies that policy makers should carefully consider whether a new intervention has 

added value above those already being implemented or funded. Assessment of the 

elements of new interventions may help to determine whether they indeed augment 

what is already being offered. Policy makers may then use the TIFMP as a framework, 

and ask organizations to point out which elements of the TIFMP are part of their 

new intervention and which are not. This would also lead to making informed choices 

of interventions. When using the TIFMP in such a purchasing procedure, we strongly 

advise including its program elements, as we found that the specific way of providing 

these elements is related to more positive outcomes for FMP. 

Second, we can make several recommendations to practitioners, based on the 

discrepancy which we found between the current content of care and the wishes and 

needs of FMP. To better meet the needs of these families, we first recommend paying 

greater attention to barriers that hinder proper implementation of some elements. 

Discussing how to cope with these barriers could, for example, be part of intervision 

and supervision meetings, especially when certain elements are underrepresented in 

the care for a specific family. Such underrepresentation could namely be the result of 

these barriers. 

A second recommendation to better meet the needs of FMP is to more frequently 

include factors related to the child, as well as underlying factors (e.g., poverty) that have 

an impact on problem behavior, and to use this information to decide on the contents 

of care. Besides an assessment of the questions and problems of the family, this calls 

for an additional explanatory analysis to map the mechanism
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A third recommendation to help practitioners to better meet the needs of FMP is shared 

decision-making, which includes involving the perspective of children and parents when 

deciding on the elements of care to be provided to them. This means that practitioners, 

parents and children share an active role in discussing preferences and reaching 

agreement regarding treatment choice [49]. However, research on the effectiveness 

of shared decision-making is inconclusive [50]. Findings show that it is important for 

the professional to have the expertise to do this in a good way, and for parents and 

children to be able and willing to be involved in these decisions to the same degree 

[51]; this is not always the case. If implemented in FMP, careful monitoring of shared 

decision-making on the provided elements is vital, to assess whether it contributes 

to a better match between their wishes and the content of care, and eventually to 

improved outcomes.

Policy makers can also play an important role in solving the discrepancy between the 

current content of care and the wishes and needs of FMP. They can arrange important 

preconditions that may accelerate the closing of this gap. A first recommendation for 

policy makers would be to shift their focus from fixed-term interventions and short-

term outcomes to custom-made trajectories for long-term outcomes. This requires that 

policy makers allow funding schemes by which longer-lasting indications for care can 

be given, in line with persistent problems of FMP that are often not sufficiently solved 

after an intervention is ended [52]. 

A second recommendation to close the gap between the content and the wishes or 

needs of FMP is to promote integrated care for this group. Policy makers can do this 

by facilitating and funding care by multidisciplinary teams [53]. Such teams could 

consist of child and youth care professionals, mental health care professionals, and 

professionals to provide financial support or help with the household. A last implication 

for policy makers is to stimulate collaboration between specialized child and youth 

care organizations and preventive child and youth care organizations. Low-threshold 

support can then be provided by these organizations after the intervention has ended. 

This could prevent escalation of problems of FMP and lower the barrier to seeking help 

if again needed. 

Third, based on our finding on the overlapping contents and equal effectiveness of 

interventions for FMP we advise practitioners to provide this core content in all care 

for these families. This core content should include elements like assessment of the 

problems of the family as part of each care trajectory involving FMP. Our study provides 

a first impression of this core content. On top of this core content, it should become 

possible to add modules based on specific needs of a family. The basis for these add-on 
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modules could be the unique elements identified in the four interventions presented 

in this thesis: i.e., helping with concrete needs, and activating social and professional 

networks. Last but not least, based on our findings on the importance of program 

elements, we strongly advise child and youth care organizations to invest in improving 

and maintaining the competencies of practitioners, for example by organizing regular 

intervision meetings. 

Education

Our findings also have important implications for the training of professionals. Because 

the TIFMP includes elements regarding the content and structure of a wide range of 

interventions for FMP, it can serve as a guide for the content of education for current 

and future child and youth care professionals. Institutions involved in training future 

professionals could use this information to reflect on their own curriculum, and explore 

to what extent this curriculum sufficiently prepares future professionals for working 

with interventions for FMP. Students themselves can also use the TIFMP to reflect on 

their own work, for example during internships. 

The discrepancy between the wishes and needs of FMP and the content and structure 

of interventions also has important implications for further training of professionals, 

particularly with regard to shared decision-making. Such training should include 

attention to how practitioners can best ask children and parents about their 

expectations, wishes, needs and ideas on care. Practitioners should also be taught 

how to explain to children and parents what may be included in the intervention, why 

certain elements are provided (or not), and how to decide together on the content of 

care. The national guideline on shared decision-making could be used to develop such 

a training [51]. Further, that FMP did not receive certain elements that they considered 

important suggests that professionals need better training in providing these elements, 

and in dealing with barriers they may face in doing so. Important questions include: 

what do you do when a FMP has a non-supportive network? Or, how do you stimulate 

the development of a positive social network? 

Our findings on the overlapping content of interventions for FMP and the importance of 

program elements provide a framework for a future curriculum for child and youth care 

professionals. The findings give future professionals information on what constitutes 

care for FMP, but also show the importance of training them to provide these elements. 

Besides mastering this core content, future professionals should also be trained in 

the use of elements that are unique to some of the interventions, enabling them to 

provide these additional elements where needed. Furthermore, our findings on the 

importance of program elements imply that curricula should pay attention to the way 
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in which elements are provided. We specifically emphasize the importance of regular 

telephone contacts between the practitioner and the family, and the added value of 

intervision for future professionals. 

Research

Our study indicates that the TIFMP is a promising instrument, but needs further development 

to enhance its comprehensiveness and distinctiveness. We recommend further research 

into whether elements considered important to children and parents in our study, but 

missing in the taxonomy, are also important to other children and parents; this would 

involve replication of the qualitative study. We also recommend assessing whether those 

elements can make care more effective. Further, our study showed that one taxonomy for 

a wide range of interventions has several advantages, but its applicability in daily practice 

should be further examined. To increase this applicability researchers could consider the 

balance between standardizing a taxonomy that includes all possible elements versus 

developing a more concise instrument, with elements formulated in such a way that they 

are understandable for practitioners working with various interventions.

Our findings regarding the discrepancy between the current contents of care and the 

wishes and needs of FMP suggest a need for further research on how to close this 

gap. Such research should focus on why certain elements are not provided in daily 

practice. Participatory action-research (PAR) is a recognized method to improve the 

implementation of interventions in daily practice [54]. It focuses on finding practical 

solutions and strategies to solve problems encountered by practitioners [55]. The use 

of PAR, along with the involvement of practitioners, developers of interventions, policy 

makers, children and parents, may be a promising way to close the gap between the 

content of care and the wishes and needs of FMP. 

A second focus for research related to closing this gap is to further examine how the 

content of care can be better tailored to families’ needs during the care trajectory. As 

mentioned above, the applicability of shared decision-making on elements provided 

to FMP could be a valuable topic for future research. Finally, although we gained some 

initial insight into children’s perspectives on elements that they find helpful, further 

research should examine the perspectives of more children, including children of 

varying ages, problems and ethnicities. This would provide a broader understanding 

of their wishes and needs. 

Lastly, this thesis gives some initial insights into the effectiveness of elements of 

interventions for FMP. We have several recommendations for further research on this 

subject. Our study shows the value and promise of a mixed-methods approach and the 
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use of a taxonomy to collect information on these elements. Future research could also 

include collecting elements provided in the total care offered to FMP -- care outside 

the interventions for FMP -- for instance, those aimed at psychiatric problems of the 

child or the parent, or care provided to children at school. In addition, to gain a better 

understanding of how elements lead to positive outcomes, it is important to examine 

the effect of the method in which these elements are provided (e.g., through psycho-

education and instruction, or through practicing and modeling behavior). 

We have also shown that the use of the propensity score in a quasi-experimental study 

on the effectiveness of elements is a promising way to consider the differences in the 

chances of families to receive certain combinations of elements. Other designs with 

more frequent measurement moments, such as Experience Sampling Methods [56], 

may help to further unravel the dynamics of the care process, whereby the provision of 

elements may be influenced by changes in problems of FMP during care. Lastly, further 

research is needed on effectiveness of elements among specific groups of FMP, such 

as families from non-industrialized countries. 

Conclusion

The results of the current study can enhance our understanding of the content of 

interventions for FMP and the elements that contribute to positive outcomes. Our 

findings on the use of a taxonomy show it to be a promising method to gain a better 

understanding of the ‘black box’ of interventions for these families. In addition, our 

collection of detailed information on the content and structure of care has revealed 

some significant gaps: the gap between the content of interventions as described in 

the manuals and the content in daily practice, and the gap between the current content 

of interventions and the wishes and needs of FMP regarding this content. In addition, 

the collection of detailed information on the content of care not only revealed a great 

overlap in the content of interventions, but showed their content to be equally effective. 

Finally, we found that more positive outcomes for FMP were strongly related to the way 

in which elements were provided.

The findings of this thesis underscore the importance of collecting information on the 

contents and structure of care in routine practice, and on those elements of care that 

contribute most to positive outcomes. Much more remains to be learned regarding the 

latter, but it is my hope that this thesis will contribute to strengthening interventions and 

optimizing preconditions to make these interventions as effective as possible, tailoring 

care to better meet the needs of FMP.
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Summary

The main objective of this thesis was to unravel the content and structure of interventions 

for families with multiple problems (FMP) and to identify effective elements of these 

interventions. Chapter 1 provides a brief introduction on FMP, the care they received, 

and the factors that contributed to the effectiveness of this care. Also discussed is 

the need for unravelling the content and structure of interventions for FMP, as well 

as the terminology used to define their content and structure: practice elements are 

the content of an intervention, distinct techniques such as modeling and training in 

social skills; program elements are aspects of the intervention format, or the service 

delivery system (such as 24-hour availability) that may affect outcomes. Furthermore, 

we introduced the national program on effective working in psychosocial child and 

youth care in the Netherlands, to which this study belongs. 

The aim of this thesis is articulated in the following research questions:

1. Which elements should be included in an instrument designed to systematically 

identify the content and structure of a wide range of interventions for FMP?

2. What similarities and differences exist between interventions for FMP?

3. Which practice and program elements are provided within interventions for FMP 

in daily practice, to whom, how, and with what intensity?

4. Which elements within interventions for FMP are important, and why, from the 

families’ point of view? 

5. To what degree do the practice and program elements of interventions contribute 

to their effectiveness for FMP and for FMP subgroups? 

Development of an instrument to identify the content and structure of 

interventions for FMP 

Chapter 2 provides an overview of the development procedure for the Taxonomy of 

interventions for FMP (TIFMP). Development took place in five steps, using different 

data sources to ensure the comprehensiveness of the taxonomy. We first developed a 

draft version, based on existing taxonomies and national guidelines for FMP. Next, we 

assessed the manuals of the eight interventions1 included in our study to add relevant 

practice elements to the draft version. In the third step, we discussed the content and 

comprehensiveness of the draft with intervention experts, aiming to reach consensus on 

1 Intensive Family Treatment (IFT), Multisystemic Therapy (MST), Multidimensional Family Therapy 

(MDFT), Parent Management Training Oregon (PMTO), Families First (FF), Family Central (FC), 10 

for the Future (10FtF) and Triple P level 4-5.
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the practice and program elements that should be included in the TIFMP. In the fourth step 

we developed a final version, in which we categorized all practice elements under eight 

main categories: ‘assessment of problems’, ‘planning and evaluation’, ‘working on change’, 

‘learning parenting skills’, ‘helping with concrete needs’, ‘activating the social network’, 

‘activating the professional network’ and ‘maintaining practitioner-client collaboration’. 

We also included one main category consisting of six program elements: duration and 

intensity of the intervention, supervision (discussing the family with a supervisor during 

an organized meeting), intervision (discussing the family with colleagues during an 

organized meeting), consultation (discussing the family with an independent expert 

during an organized meeting), and 24-hr availability. Lastly, we tested the interrater 

reliability of the practice elements in this final version by calculating the percentage 

of interrater agreement, overall and per intervention. Overall mean agreement was 

84.9%, ranging from 73.6% to 90.6% for the eight different interventions. The TIFMP 

was found to be a reliable instrument to measure the contents and structure of a wide 

range of interventions for FMP. 

Similarities and differences between interventions for FMP

Chapter 3 reports on the similarities and differences between interventions for FMP. 

Using the TIFMP, we conducted a deductive content analysis to assess manuals of 

the eight interventions for FMP. We defined an element as common if it was included 

in at least five of the eight interventions, and as specific if included in fewer than 

five. We found 79% of the practice elements to be common across interventions. 

Common practice elements appeared particularly under the categories ‘assessment 

of problems’, ‘planning and evaluation’, ‘working on change’, ‘learning parenting skills’, 

and ‘maintaining practitioner-client collaboration’. We further found that 21% of the 

elements were intervention-specific, appearing mainly under the three categories: 

‘helping with concrete needs’, ‘activating the social network’, and ‘activating the 

professional network’. The interventions with the highest percentages of intervention-

specific elements were 10 For the Future (10FtF), Family Central (FC), Intensive Family 

Therapy (IFT) and Multisystemic Therapy (MST). These four, in addition to sharing 

common practice elements, also focus on specific issues like helping with concrete 

needs and activation of the FMP’s social and professional network. 

Program elements varied greatly between interventions, particularly with regard to the 

duration of interventions (from 1 month to 1 year), and the number of contacts between 

professionals and the family (once a day to two/three times a week). Furthermore, the 

organization and compulsory nature of intervision and supervision for practitioners 

differed between interventions. Interventions for FMP thus have a considerable overlap 
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in content (practice elements), but more variety in structure (program elements). This 

information enhances our understanding of the similarities and differences between 

current interventions for FMP, enabling us to assess what an intervention adds to existing 

forms of care, and to better compare and interpret studies of their effectiveness. 

The content and structure of interventions for FMP in daily practice

Chapter 4 identifies practice and program elements provided to FMP in routine practice, 

including the intensity and manner of provision, and its recipients, per intervention 

phase (starting-, care- and end phase). Practitioners of 26 Dutch organizations 

systematically recorded this information, using the TIFMP. Within 474 trajectories we 

found that elements under the main categories ‘assessment of problems’, ‘planning 

and evaluation’, ‘working on change’, ‘learning parenting skills’ and ‘maintaining the 

practitioner-client collaboration’ were most often provided to FMP, and provided with a 

high intensity. Elements concerning the main categories ‘helping with concrete needs’ 

and ‘activating the social network’ were least often provided to FMP, and when provided, 

more often with lower intensity. Most elements were provided by means of psycho-

education and instruction. Interventions focused mainly on parents and less on children, 

their siblings and the family’s social network. The provided program elements barely 

changed between phases of the interventions. Only the number of visits decreased, 

from an average of six visits a month during the starting phase to four visits during the 

final phase. Most practitioners had telephone contacts with the family between visits. 

Practitioners received more supervision than intervision, and consultation was least 

often provided. Lastly, for most families practitioners were not available 24/7, although 

for some families a colleague of the responsible practitioner could be reached. Our 

detailed findings on the content and structure of interventions for FMP in daily practice 

enabled us to compare this information with knowledge on what works for FMP, and 

thus to explain the effectiveness of interventions and strengthen care for these families. 

Perspectives of children and parents of FMP on important elements of 

interventions

Chapter 5 presents the results of a qualitative study on the perspectives of children and 

parents of FMP regarding important elements of interventions. We explored the views 

of 24 parents and 4 children regarding which elements of various interventions they 

found helpful or less helpful. We used a semi-structured interview guide, comprising 

themes that had been determined in a focus group made up of children and parents 

with experience in child and youth care, and one social worker. We also developed topic 

cards to guide participants through the content of the intervention they had received. 

The topics on the cards were derived from the main categories in the Taxonomy of 

interventions for FMP (TIFMP).
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Participants reported on 11 elements that contributed to the effectiveness of care, 

categorized under three main themes: the characteristics of the practitioner, the content 

of interventions, and the structure of interventions. Regarding the characteristics of 

the practitioner, participants mentioned the importance of a non-judgmental and 

positive approach, and of being taken seriously. Regarding the content of interventions, 

participants valued a focus on the underlying cause of behavior; involvement of the 

child; the use of flexible, practical and structured methods; and activation of the social 

network, as well as the school and other professionals involved with the family. Lastly, 

regarding the structure of interventions, participants mentioned the importance of 

having care provided in the home, a declining intensity of visits during the intervention, 

and support after care has ended. The perspectives of FMP on elements important to 

them provide cues on how to strengthen interventions. Our findings suggest that the 

perspectives of FMP should be better embedded in the provided interventions to enable 

a better tailoring of these interventions to their needs. 

Effectiveness of practice and program elements

Chapter 6 presents the results of a quasi-experimental study on the effectiveness 

of practice and program elements of the eight interventions for FMP. Self-reported 

questionnaires were used to measure the primary (child’s internalizing and externalizing 

problems) and secondary (parental stress and social contacts) outcomes at the 

beginning and end of the intervention period, and three months following conclusion of 

the intervention. Using Latent Profile Analysis, we identified groups of families receiving 

similar combinations of practice elements (“profiles”). This resulted in three practice 

element profiles, differing in intensity and focus: an explorative/supportive profile (low 

intensity), an action-oriented profile (high intensity), and a combined profile (medium 

intensity). We calculated propensity scores to adjust for differences between families’ 

chances to receive one of these profiles. Next, we assessed how practice element 

profiles and program elements affected improvement in outcomes, and whether these 

effects were moderated for subgroups: families with and without caregivers, or children 

with intellectual disabilities, psychiatric problems, or substance use. 

Our results showed the three practice element profiles to be equally effective. This 

means that differences in the content of care for FMP (i.e., intensity and focus) did 

not affect changes in psychosocial problems, social contacts, and parenting stress. 

Families receiving the explorative/supportive profile may thus experience the same 

treatment effects when receiving the combined or action-oriented profile, and vice 

versa. Regarding program elements, we found that effects for the total group of 

FMP were enhanced by more frequent telephone contact between visits, and more 

frequent intervision. Particularly families with child and parental psychiatric problems 
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seemed to benefit from telephone contacts, and from intervision. Because of the equal 

effectiveness of the content of interventions, we concluded that it might be more 

efficient to strengthen the content of existing interventions, rather than to develop new 

interventions with similar contents. We further highlighted the importance of the way 

in which the content is provided (program elements) in improving the effectiveness of 

care. Moreover, our finding that effectiveness varied among subgroups indicates the 

importance of tailoring care to specific subgroups. These findings can help to further 

improve the effectiveness of interventions for FMP.

Discussion and implications

Chapter 7 provides an overview and discussion of the main findings, addresses 

methodological considerations, and provides a reflection on the implications of the 

findings for practice, policy, education, and research. We discussed results related to three 

main themes: the comprehensiveness and distinctiveness of the TIFMP; the discrepancy 

between wishes and needs of FMP, and the content and structure of interventions; and 

the similarities in content and equal effectiveness of elements of interventions for FMP. 

Our study showed the TIFMP to be a reliable tool to register practice (content) and 

program (structure) elements of a wide range of interventions for FMP. However, 

we also found that the taxonomy did not include a number of elements considered 

important by parents, and that a discrepancy exists between elements included 

according to the manuals, and those applied in daily practice. Moreover, we included 

only a few program elements in the TIFMP, although such elements were found to 

augment the effectiveness of care. The abovementioned findings raise questions on 

the TIFMP’S comprehensiveness (does it include all elements that are part of the eight 

interventions?) and distinctiveness (does it detect differences between interventions?). 

We conclude that the TIFMP is a promising instrument, but needs further development 

to enhance its comprehensiveness and distinctiveness. Specific topics of interest are 

the applicability of the TIFMP in daily practice, and the balance between standardizing 

a taxonomy to include all possible elements versus developing an instrument with 

elements formulated concisely to make them understandable for practitioners working 

with various interventions. Nevertheless, the TIFMP in its current form can be used by 

practitioners to reflect on the care provided to FMP, and can serve as a guide for the 

content of education for (future) child and youth care professionals. 

The findings of our thesis further showed that a discrepancy exists between the wishes 

and needs of FMP and the content and structure of current interventions. Children 

and parents of FMP mentioned several elements that they find important, but that 

are usually lacking in the care they receive in daily practice. We discussed three main 
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examples of such elements: activating the social network, focusing on the underlying 

cause of behavior, and providing more long-term care. Our findings indicate that the 

quality of interventions for FMP can be strengthened by addressing these preferences. 

To do this, we recommend paying more attention to barriers that practitioners face in 

providing these elements, to train them to cope with these barriers in daily practice, 

and to involve children and parents in decisions regarding the elements of care which 

they receive.

In conclusion, the results of this thesis indicate that the contents of the evidence-based 

interventions for FMP are very similar and equally effective. All eight interventions 

were found to have a core content, consisting of making an inventory of the problems, 

planning and evaluation, working on change, learning parenting skills, and maintaining 

practitioner-client collaboration. We discussed several possible ways to reduce this 

overlap. First, the core content could be included in a single ‘basic treatment’ for 

FMP. Based on detailed analyses, specific add-on modules might then be added to 

this basic treatment, for example focused on subproblems of FMP. Second, some 

interventions (MST, FC, IFT and 10FtF) were found to include certain elements that 

distinguished them from other interventions, such as elements concerning practical 

help and activating the social and professional network. However, these elements 

were relatively infrequently reported in daily practice. To reduce the overlap with 

other interventions, these four interventions could make more routine application of 

their unique elements. Furthermore, although the contents of interventions for FMP 

overlap, we would emphasize that the care setting within which elements are provided 

plays a significant role. Program elements, such as intervision for the practitioner and 

telephone contacts between the practitioner and the family, were found to increase 

the effectiveness of care. A further observation is that the core contents of these 

interventions are based on years of research on what works in these families, and on 

well-known theories of change. We therefore conclude that reducing the number of 

interventions for FMP may be advantageous, but only when recognizing the valuable 

content of existing interventions and acknowledging the importance of continued 

professional development of practitioners.
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Samenvatting

Het doel van dit onderzoek was om de inhoud en structuur van interventies voor 

gezinnen met meervoudige en complexe problemen (GMCP) in kaart te brengen 

en de effectieve elementen van deze interventies te identificeren. Hoofdstuk 1 

bevat een korte introductie van GMCP, de zorg die zij ontvangen en de factoren die 

bijdragen aan de effectiviteit van de zorg voor deze gezinnen. Daarnaast wordt het 

belang van het in kaart brengen van de inhoud en structuur van deze interventies 

besproken en worden de termen geïntroduceerd die worden gebruikt om de 

inhoud en structuur van de interventies aan te duiden. Inhoudelijke elementen zijn 

specifieke technieken zoals het modelleren van gedrag (modelling) en het trainen 

van sociale vaardigheden. Structuurelementen zijn onderdelen van het kader 

waarbinnen de interventie wordt uitgevoerd (zoals 24-uurs bereikbaarheid) die van 

invloed kunnen zijn op de uitkomsten. Ten slotte wordt het nationaal programma 

Effectief werken in de jeugdsector geïntroduceerd, waarbinnen de huidige studie 

is uitgevoerd.

Het doel van dit proefschrift is vertaald in de volgende onderzoeksvragen: 

1. Welke elementen zouden onderdeel moeten zijn van een instrument om 

de inhoud en structuur van een breed scala aan interventies voor GMCP 

systematisch in kaart te kunnen brengen? 

2. Welke overeenkomsten en verschillen zijn er tussen verschillende interventies 

voor GMCP? 

3. Welke inhoudelijke en structuurelementen worden aangeboden in interventies 

voor GMCP in de dagelijkse praktijk, aan wie, hoe en met welke intensiteit? 

4. Welke elementen binnen interventies voor GMCP zijn belangrijk volgens 

gezinnen zelf en waarom? 

5. In welke mate dragen inhoudelijke en structuurelementen bij aan de effectiviteit 

van interventies voor GMCP en voor subgroepen binnen GMCP? 

Ontwikkeling van een instrument om de inhoud en structuur van interventies 

voor GMCP in kaart te brengen

Hoofdstuk 2 geeft een overzicht van de procedure waarmee de Taxonomie voor 

interventies gericht op GMCP (TIFMP) is ontwikkeld. Deze taxonomie is ontwikkeld in vijf 

stappen waarin we gebruik maakten van verschillende gegevens om de volledigheid van 

de taxonomie te waarborgen. We ontwikkelden eerst een conceptversie, gebaseerd op 

bestaande taxonomieën en nationale richtlijnen voor GMCP. Vervolgens beoordeelden 
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we de handleidingen van de acht interventies1 die onderdeel uitmaken van ons 

onderzoek. Op basis van deze handleidingen zijn relevante inhoudelijke elementen 

toegevoegd aan de conceptversie. In de derde stap bespraken we de inhoud en 

volledigheid van de conceptversie met experts op het gebied van de interventies, met 

als doel om consensus te bereiken over de inhoudelijke en structuurelementen die 

onderdeel zouden moeten zijn van de TIFMP. In de vierde stap ontwikkelden we de 

definitieve versie waarin we de inhoudelijke elementen hebben onderverdeeld in acht 

hoofdcategorieën: 'inventariseren en ordenen van informatie', ‘planning en evaluatie, 

‘werken aan verandering, ‘leren van opvoedingsvaardigheden', ‘ondersteuning bij 

taken’, ‘activeren van het sociaal netwerk', ‘activeren van het professioneel netwerk’ 

en ‘onderhouden van de samenwerking'. 

We namen ook een hoofdcategorie op bestaande uit zes structuurelementen: de duur 

en intensiteit van de interventie, supervisie (bepreken van het gezin met een supervisor 

tijdens een georganiseerde bijeenkomst), intervisie (bespreken van het gezin met 

collega’s tijdens een georganiseerde bijeenkomst), consultatie (bespreken van het gezin 

met een onafhankelijke expert tijdens een georganiseerde bijeenkomst) en 24-uurs 

bereikbaarheid. Ten slotte hebben we de interbeoordelaarsbetrouwbaarheid van de 

taxonomie getest voor het beoordelen van de inhoudelijke elementen. Dit hebben we 

gedaan door het percentage overeenstemming te berekenen, overall en per interventie. 

Het percentage overeenstemming betrof 84,9%, variërend van 73,6% tot 90,6% 

voor de acht verschillende interventies. We vonden dat de TIFMP een betrouwbaar 

instrument was voor het meten van de inhoud en structuur van een breed scala aan 

interventies voor GMCP.

Overeenkomsten en verschillen tussen interventies voor GMCP 

In Hoofdstuk 3 rapporteren we over de overeenkomsten en verschillen tussen 

interventies voor GMCP. Met behulp van de TIFMP voerden we een deductieve 

inhoudsanalyse uit om de inhoud van de handleidingen van acht interventies in kaart 

te brengen. We definieerden een element als ‘gemeenschappelijk’ als het aanwezig 

was in ten minste vijf van de acht interventies en als ‘interventie-specifiek’ als het 

aanwezig was in minder dan vijf interventies. We vonden dat 79% van de inhoudelijke 

elementen gemeenschappelijk waren tussen interventies. Gemeenschappelijke 

inhoudelijke elementen kwamen voornamelijk voor in de categorieën 'inventariseren 

en ordenen van informatie', 'planning en evaluatie', 'werken aan verandering', 'leren 

1 Intensieve Ambulante Gezinsondersteuning (IAG), Multisysteem Therapie (MST), Multidimensionele 

Familie Therapie (MDFT), Parent Management Training Oregon (PMTO), Families First (FF), Gezin 

Centraal (GC), 10 voor Toekomst (10vT) en Triple P niveau 4-5.
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van opvoedingsvaardigheden' en 'onderhouden van de samenwerkingsrelatie'. We 

vonden verder dat 21% van de elementen interventie-specifiek waren, met name in de 

drie hoofdcategorieën: 'ondersteuning bij taken', 'activeren van het sociaal netwerk', en 

'activeren van het professioneel netwerk'. De interventies met de hoogste percentages 

interventie-specifieke elementen waren 10 voor Toekomst (10vT), Gezin Centraal (GC), 

Intensieve Ambulante Gezinsondersteuning (IAG) en Multisysteemtherapie (MST). Deze 

vier interventies richten zich, boven op de gemeenschappelijke elementen, ook op 

specifieke zaken zoals ondersteuning bij taken en het activeren van het sociale en 

professionele netwerk rondom GMCP. 

Structuurelementen varieerden sterk tussen interventies, met name wat betreft de 

duur van de interventies (van 1 maand tot 1 jaar) en het aantal contacten tussen de 

hulpverlener en het gezin (een keer per dag tot twee/drie keer per week). Daarnaast 

varieerde de organisatie van intervisie en supervisie voor hulpverleners tussen 

interventies, evenals de mate waarin dit verplicht was. Interventies voor GMCP vertonen 

dus een aanzienlijke overlap qua inhoud maar meer variatie in de structuur waarin 

ze worden aangeboden. Deze informatie helpt om de overeenkomsten en verschillen 

tussen bestaande interventies voor GMCP te begrijpen. Het stelt ons daarnaast in 

staat om te beoordelen wat de toegevoegde waarde is van een interventie boven 

op het bestaande zorgaanbod en het helpt om studies naar de effectiviteit van deze 

interventies beter te kunnen vergelijken en interpreteren. 

De inhoud en structuur van interventies voor GMCP in de dagelijkse praktijk 

In Hoofdstuk 4 brengen we de inhoudelijke en structuurelementen die worden 

aangeboden aan GMCP in de dagelijkse praktijk in kaart, inclusief de intensiteit en 

manier waarop ze worden aangeboden, en wie de ontvangers zijn, per fase van de 

interventie (start-, hulpverlenings- en eindfase). Hulpverleners van 26 Nederlandse 

jeugdhulporganisaties registreerden deze informatie systematisch, met behulp 

van de TIFMP. Binnen 474 hulpverleningstrajecten vonden we dat elementen uit 

de categorieën 'inventariseren en ordenen van informatie', 'planning en evaluatie', 

'werken aan verandering', 'leren van opvoedingsvaardigheden' en 'onderhouden van 

de samenwerkingsrelatie' het vaakst werden aangeboden aan GMCP. Indien ze werden 

aangeboden was dit ook vaker in een hoge intensiteit. Elementen uit de categorieën 

'ondersteuning bij taken' en 'activeren van het sociaal netwerk' werden het minst 

vaak aangeboden aan GMCP en wanneer ze werden aangeboden was dit vaker in een 

lage intensiteit. De meeste elementen werden aangeboden door middel van psycho-

educatie en instructie. Interventies focusten zich voornamelijk op ouders en minder 

op kinderen, broers en zussen en het sociaal netwerk van het gezin. De aangeboden 

structuurelementen varieerden nauwelijks tijdens de verschillende fases van de 
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interventie. Alleen het aantal bezoeken van de hulpverlener nam af, van gemiddeld 

zes bezoeken per maand tijdens de startfase tot vier bezoeken tijdens de eindfase. De 

meeste hulpverleners hadden telefonisch contact met het gezin tussen de bezoeken 

door. Hulpverleners ontvingen meer supervisie dan intervisie, terwijl consultatie 

het minst vaak werd aangeboden. Ten slotte was de hulpverlener voor de meeste 

gezinnen 24/7 bereikbaar, hoewel voor sommige gezinnen alleen een collega van de 

verantwoordelijke hulpverlener bereikbaar was. Deze gedetailleerde bevindingen over 

de inhoud en structuur van interventies van GMCP in de dagelijkse praktijk maakten 

een vergelijking mogelijk met kennis over wat werkt voor deze gezinnen. Dit kan helpen 

om de effectiviteit van interventies beter begrijpen en de zorg voor deze gezinnen te 

verbeteren.

De mening van kinderen en ouders uit GMCP over belangrijke elementen van 

interventies 

In Hoofdstuk 5 presenteren we de resultaten van een kwalitatieve studie naar de 

mening van kinderen en ouders uit GMCP over belangrijke elementen van interventies. 

We verkenden de ideeën van 24 ouders en 4 kinderen over werkzame en minder 

werkzame elementen van verschillende interventies. We namen semigestructureerde 

interviews af over thema’s die waren vastgesteld in een focusgroep met kinderen 

en ouders die ervaring hadden in de jeugdhulp en met een sociaal werker. We 

ontwikkelden ook themakaarten om de kinderen en ouders te helpen bij het bespreken 

van de inhoud van de interventie die zij hadden ontvangen. De thema's op de kaartjes 

waren afgeleid van de hoofdcategorieën uit de Taxonomie voor interventies gericht 

op GMCP (TIFMP). 

Kinderen en ouders benoemden 11 elementen die bijdragen aan de effectiviteit van 

zorg. Deze 11 elementen categoriseerden we in drie hoofdthema’s: kenmerken van de 

hulpverlener, inhoud van interventies en structuur van interventies. Wat betreft de 

kenmerken van de hulpverleners noemden kinderen en ouders het belang van een niet-

veroordelende en positieve aanpak en het belang van serieus genomen worden. Wat 

betreft de inhoud van interventies vonden kinderen en ouders het belangrijk dat het 

accent ligt op de onderliggende oorzaak van gedrag, dat het kind wordt betrokken bij 

de hulp, dat er flexibele, praktische en gestructureerde methoden worden gebruikt en 

dat het sociaal netwerk geactiveerd wordt, evenals de school en andere professionals 

die betrokken zijn bij het gezin. Ten slotte gaven kinderen en ouders aan dat wat betreft 

de structuur van de interventies het belangrijk is dat de zorg wordt aangeboden in de 

thuisomgeving, er een afnemende intensiteit van bezoeken is tijdens de interventie 

en er een vorm van ondersteuning is nadat de interventie is afgesloten. De mening 

van kinderen en ouders uit GMCP over elementen die voor hen belangrijk zijn geeft 
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aanwijzingen voor het versterken van interventies. Onze bevindingen suggereren dat 

het perspectief van GMCP beter meegenomen zou moeten worden in de aangeboden 

interventies om zo een betere afstemming van deze interventies op hun behoeften 

mogelijk te maken. 

Effectiviteit van inhoudelijke en structuurelementen van interventies voor GMCP 

In Hoofdstuk 6 presenteren we de resultaten van een quasi-experimentele studie naar de 

effectiviteit van inhoudelijke en structuurelementen van de acht interventies voor GMCP. 

We gebruikten zelf-gerapporteerde vragenlijsten om de primaire (internaliserende- 

en externaliserende problemen van het kind) en secundaire (opvoedingsbelasting en 

sociale contacten) uitkomstmaten te meten bij begin en einde van de interventie en drie 

maanden na het einde van de interventie. Door middel van een Latente Profiel Analyse 

identificeerden we subgroepen van gezinnen die eenzelfde combinatie van inhoudelijke 

elementen hadden ontvangen (‘profielen’). Dit resulteerde in drie zorgprofielen, die 

varieerden in intensiteit en focus van hulpverlening: een ondersteunend/verkennend 

profiel (lage intensiteit), een actiegericht profiel (hoge intensiteit) en een gecombineerd 

profiel (medium intensiteit). We berekenden ‘propensity scores’ om te controleren 

voor verschillen tussen gezinnen in de kans om een van deze profielen te ontvangen. 

Vervolgens brachten we in kaart hoe de zorgprofielen en de structuurelementen de 

uitkomsten van de interventies beïnvloeden en of deze effecten worden gemodereerd 

door subgroepen: gezinnen waarin een verstandelijke beperking, psychiatrische 

problemen of een verslaving was bij ouders en/of kind. 

Onze resultaten laten zien dat de drie zorgprofielen even effectief zijn. Dit betekent 

dat verschillen in de inhoud van zorg voor GMCP (intensiteit en focus) geen invloed 

hadden op de veranderingen in internaliserende- en externaliserende problemen, 

sociale contacten en opvoedingsbelasting. Gezinnen die het ondersteunende/

verkennende profiel hebben ontvangen zouden dus dezelfde behandeleffecten ervaren 

bij het ontvangen van het gecombineerde of actiegerichte profiel en vice versa. Wat 

betreft de structuurelementen vonden we dat de effecten van de interventie voor de 

gehele groep GMCP groter waren als er frequenter telefonisch contact was tussen 

de bezoeken door en er frequenter intervisie was voor de hulpverlener. Met name 

gezinnen waarin psychiatrische problemen speelden bij het kind of een ouder leken 

te profiteren van telefonisch contact en intervisie voor de hulpverlener. Omdat de 

effectiviteit van interventies met een verschillende focus en intensiteit hetzelfde was, 

concluderen we dat het efficiënter zou zijn om de inhoud van bestaande interventies 

te versterken, in plaats van nieuwe interventies te ontwikkelen met eenzelfde inhoud. 

Onze bevindingen onderstrepen daarnaast dat de structuur waarin de inhoud wordt 

aangeboden van belang is voor de effectiviteit van zorg. De bevinding dat de effectiviteit 
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van structuurelementen varieert tussen subgroepen geeft bovendien aan dat het 

belangrijk is om de zorg af te stemmen op specifieke subgroepen. Deze bevindingen 

kunnen helpen om interventies voor GMCP effectiever te maken. 

Discussie en implicaties 

In Hoofdstuk 7 worden de hoofdbevindingen van het onderzoek samengevat en 

besproken. Daarnaast bespreken we de methodologische overwegingen en de 

implicaties van de bevindingen voor praktijk, beleid, onderwijs en onderzoek. We 

bespreken de bevindingen aan de hand van drie thema’s: de volledigheid en het 

onderscheidend vermogen van de TIFMP; de discrepantie tussen wensen en behoeften 

van GMCP en de inhoud en structuur van interventies; en de overeenkomsten in de 

inhoud en de gelijke effectiviteit van elementen van interventies voor GMCP. 

Ons onderzoek laat zien dat de TIFMP een betrouwbare tool is voor het registreren 

van inhoudelijke en structuurelementen van een breed scala aan interventies voor 

GMCP. We vonden echter ook dat de taxonomie niet alle elementen bevat die door 

ouders belangrijk worden gevonden en dat er een discrepantie bestaat tussen de 

elementen die in de handleidingen van de interventies staan en de elementen die 

worden toegepast in de dagelijkse praktijk. Bovendien namen we slechts een paar 

structuurelementen op in de TIFMP, terwijl deze elementen invloed blijken te hebben 

op de effectiviteit van interventies. Deze bevindingen roepen vragen op over de 

volledigheid (bevat ze alle elementen die onderdeel zijn van de acht interventies?) 

en het onderscheidend vermogen (detecteert ze verschil tussen interventies?) van 

de TIFMP. We concluderen dat de TIFMP een veelbelovend instrument is, maar dat 

verdere ontwikkeling nodig is om de volledigheid en het onderscheidend vermogen te 

versterken. Daarbij is het van belang om te kijken naar de toepasbaarheid van de TIFMP 

in de dagelijkse praktijk en naar de balans tussen een uitputtende en gedetailleerde 

beschrijving van elementen van specifieke interventies en het standaardiseren van de 

taxonomie zodat het begrijpelijk is voor hulpverleners die werken met verschillende 

interventies. De TIFMP in zijn huidige vorm kan, hoe dan ook, worden gebruikt door 

professionals om te reflecteren op de zorg die zij hebben aangeboden aan GMCP. De 

TIFMP kan daarnaast dienen als richtinggevend voor het onderwijscurriculum voor 

(toekomstige) professionals in de jeugdhulp. 

De bevindingen van dit proefschrift laten verder zien dat er een discrepantie is 

tussen de wensen en behoeften van GMCP en de inhoud en structuur van de huidige 

interventies. Kinderen en ouders uit GMCP noemden verschillende elementen die zij 

belangrijk vinden, maar die momenteel ontbreken in de zorg die zij in de dagelijkse 

praktijk ontvangen. We bespreken drie voorbeelden van elementen die zij belangrijk 
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vinden maar die momenteel ontbreken: het activeren van het sociaal netwerk; accent 

op de onderliggende oorzaak van gedrag; en het bieden van meer langdurige zorg. 

Onze bevindingen geven aan dat de kwaliteit van interventies voor GMCP versterkt kan 

worden door aan deze voorkeuren tegemoet te komen. Om dit te bereiken bevelen we 

aan om meer aandacht te hebben voor barrières die hulpverleners kunnen ervaren bij 

het toepassen van deze elementen, hen te trainen in het omgaan met deze barrières 

en om kinderen en ouders te betrekken in beslissingen over de elementen die zij 

ontvangen tijdens een interventie.

Samenvattend laten de resultaten van dit onderzoek zien dat evidence-based interventies 

voor GMCP inhoudelijk sterk op elkaar lijken en even effectief zijn. Alle acht interventies 

hebben een kerninhoud die bestaat uit het inventariseren van problemen, planning en 

evaluatie, werken aan verandering, ouders opvoedingsvaardigheden aanleren, en het 

onderhouden van de samenwerkingsrelatie. We bespreken verschillende manieren 

om deze overlap te verminderen. Allereerst zou de kerninhoud van de interventies 

kunnen worden ondergebracht in een enkele ‘basisbehandeling’ voor GMCP. Op basis 

van gedetailleerde analyses zouden dan specifieke ‘add-on modules’ kunnen worden 

toegevoegd aan deze ‘basisbehandeling’, bijvoorbeeld gericht op deelproblemen van 

GMCP. Ten tweede vonden we dat sommige interventies (MST, GC, IAG en 10vT) elementen 

bevatten die hen onderscheiden van andere interventies, zoals elementen wat betreft 

het bieden van ondersteuning bij praktische zaken en het activeren van het sociaal en 

professioneel netwerk. Deze elementen werden echter relatief weinig toegepast in de 

dagelijkse praktijk. Om de overlap met andere interventies te verminderen zouden van 

deze interventies de elementen die hen uniek maken vaker kunnen worden toegepast 

in de dagelijkse praktijk. Daarnaast willen we benadrukken dat het kader waarbinnen 

die inhoudelijke elementen worden aangeboden een belangrijke rol speelt, ook als 

de inhoud van interventies voor GMCP sterke overlap vertoond. We vonden namelijk 

dat structuurelementen, zoals intervisie voor de hulpverlener en telefonisch contact 

tussen de hulpverlener en het gezin, de effectiviteit van de interventies beïnvloeden. 

Daarnaast is de kerninhoud van de interventies gebaseerd op jarenlang onderzoek naar 

wat werkt in deze gezinnen en op bekende veranderingstheorieën. We concluderen 

daarom dat het reduceren van het aantal interventies voor GMCP aantrekkelijk kan 

zijn, maar alleen wanneer de waardevolle inhoud van bestaande interventies in stand 

wordt gehouden en er rekening wordt gehouden met het belang van voortdurende 

professionele ontwikkeling van zorgverleners.
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Dankwoord

Yes, daar is hij dan: mijn proefschrift! Ik heb vaak gedacht dat ik ‘bijna klaar’ was, 

maar nu is het dan echt zover. Het was een groot avontuur waarin ik enorm veel 

heb geleerd. Geleerd van de jongeren, ouders en professionals die ik sprak, van alle 

briljante en leuke collega’s om me heen, geleerd over mezelf en geleerd over de zorg 

voor gezinnen met meervoudige en complexe problemen (GMCP). Ik wil dan ook graag 

van de gelegenheid gebruik maken om iedereen te bedanken die een bijdrage heeft 

geleverd aan de totstandkoming van dit proefschrift.

Als eerste wil ik alle jongeren en ouders bedanken dat jullie de tijd hebben genomen om 

mee te doen aan ons onderzoek, door vragenlijsten in te vullen, mee te denken over 

de opzet voor de interviews of eraan deel te nemen. Ik heb enorme bewondering voor 

jullie veerkracht, openheid en bereidheid om jullie verhaal met mij te delen. Ik wil ook 

graag de hulpverleners bedanken dat jullie, ondanks jullie drukke agenda’s, tijd hebben 

vrij gemaakt om mee te doen aan dit onderzoek. Jullie zorgden voor de inclusie van 

gezinnen en vulden elke maand een vragenlijst in over de toegepaste elementen. Wat heb 

ik veel van jullie geleerd tijdens de verschillende terugkoppelingsbijeenkomsten. Zonder 

jullie was dit onderzoek geen succes geworden. Ik wil ook de jeugdhulporganisaties 

waar deze professionals werkzaam zijn en de kenniscentra die zich bezighouden met 

het (door)ontwikkelen van de interventies bedanken voor het meedenken en faciliteren 

van dit onderzoek. Jullie steun was essentieel in dit project. Ten slotte wil ik ook graag 

ZonMw bedanken voor het financieren van dit mooie onderzoek. 

Toen ik begon met mijn promotie werd al vroeg duidelijk dat ik in een ‘rijdende trein 

zou stappen’ en dat het een complex project zou gaan worden. Nou, dat was het zeker! 

Ik ben dan ook enorm blij dat ik zo’n fijn begeleidingsteam om mij heen had. Els, jij 

was, als dagelijks begeleider, mijn rots in de branding. Ik kon altijd bij jou terecht, met 

welke vraag dan ook. Jij wist met jouw nuchterheid, humor en praktische insteek, 

altijd zo mee te denken dat ik weer verder kon. Dit combineerde je op een hele fijne 

manier met oprechte aandacht voor mij als persoon. Ik zou iedere promovendus zo’n 

begeleider als jou wensen. Heel erg bedankt! Danielle, bedankt dat jij mij vanaf het begin 

het vertrouwen en de ruimte hebt gegeven om mijn eigen ideeën in te brengen in dit 

onderzoek en ze ook uit te voeren. Jij wist daarnaast, als geen ander, te zorgen dat ik 

altijd bij de kern bleef. Ik waardeer het ook enorm dat je mij telkens weer stimuleerde 

om nieuwe dingen te proberen waarbij je altijd bereid was jouw expertise en ervaring 

met mij te delen. Dit was voor mij heel waardevol. Bedankt! Menno, ik wil je bedanken 

voor jouw positieve betrokkenheid, je heldere blik en doelgerichtheid. Ik kon altijd op je 

rekenen. Van jou heb ik geleerd om dingen gestructureerd aan te pakken, daar profiteer 
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ik nog steeds van. Ron, jouw positief kritische vragen en je feedback tilden mijn werk 

altijd naar een hoger plan. Ik heb enorm veel geleerd van jouw expertise op het gebied 

van de jeugdhulp en jouw visie op de samenwerking tussen wetenschap en praktijk. 

Bedankt voor je steun en betrokkenheid in de afgelopen jaren! 

Er zijn ook een aantal mensen die officieel geen onderdeel waren van mijn 

begeleidingsteam, maar waar ik toch enorm veel steun aan heb gehad tijdens mijn 

promotieonderzoek. Tom, wat een eer dat jij betrokken was bij mijn promotieonderzoek. 

Jouw expertise op het gebied van de jeugdhulp, jouw kritische blik en betrokkenheid 

waren van onschatbare waarde. Jana, jij was altijd bereid om mee te denken en jouw 

enorme expertise op het gebied van GMCP was heel waardevol. Je betrokkenheid, bij 

mijn onderzoek, maar ook de aandacht die je had voor mij als persoon, heb ik als enorm 

fijn ervaren. Ik ben blij dat we onze samenwerking voortzetten bij Ortho! Jan Willem, 

samen met Jana en Els waren wij in de lead bij het ontwikkelen van de Taxonomie voor 

interventies voor GMCP. Ook daarna hielden wij frequent contact over het onderzoek 

en de resultaten. Ik denk nog vaak terug aan de gesprekken die we hadden over 

(praktijkgericht) effectiviteitsonderzoek en hoe het toch kan dat het nog steeds lastig 

blijkt om dingen toe te passen die we al langere tijd weten. Het was ook erg fijn om 

jou aan mijn zijde te hebben tijdens de veldraadpleging, waarvoor we samen door 

Nederland reisden om in gesprek te gaan met mensen uit de praktijk. Deze gesprekken 

vormden een belangrijke basis voor mijn promotieonderzoek. Ontzettend bedankt 

voor jouw steun en bijdrage aan mijn promotieonderzoek en aan mijn ontwikkeling 

als onderzoeker! 

I would also like to thank the evaluation committee, consisting of Prof. Dr. Anna 

Lichtwarck-Aschoff, Prof. Dr. Barbara van den Hoofdakker and Prof. Dr. Thomas Gabriel, 

for their willingness to read and evaluate my dissertation. 

Het opzetten en uitvoeren van het project was een hele klus. Gelukkig was ik onderdeel 

van een heel consortium, waarmee we dit samen hebben gedaan. Menno, Danielle, Jana, 

Jan Willem, Ron, Tom en Els, ik wil jullie, ook hiervoor, nogmaals bedanken. Coleta, Frouke, 

Inge, en Rachel, ook jullie wil ik bedanken voor jullie waardevolle advies gedurende het 

onderzoek. Toen de dataverzameling ging starten had ik gelukkig hele fijne collega's bij 

Praktikon en NJi die mij hielpen bij de coördinatie van de dataverzameling. Marsha, wat 

hebben wij vaak gebeld om alles in goede banen te leiden (en dat ging zelfs over taarten 

die op het juiste moment op de juiste plek moesten komen). Jouw ervaring op het 

gebied van praktijkgericht onderzoek en BergOp kwam heel goed van pas. Ontzettend 

bedankt voor jouw tomeloze inzet! Willeke, Danielle en Esther, ook jullie wil ik enorm 

bedanken voor het in goede banen leiden van de dataverzameling in de regio West. 
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Ook binnen het UMCG had ik op verschillende momenten ondersteuning van hele fijne 

onderzoeksassistenten. Marlies, Christianne, Dorien en Annemartijn, het was erg leuk 

om dit samen met jullie te doen. Bedankt!

Josué en Marc, ik weet niet wat ik zonder jullie statistische kennis had gemoeten. 

Bedankt voor jullie advies bij de complexe data-analyses! Fijn dat ik met al mijn vragen 

bij jullie terecht kon en jullie het telkens op zo’n manier wisten uit te leggen dat ik het 

ook begreep. Het was leuk om te merken dat we samen altijd de vertaalslag konden 

maken van de analyses naar de betekenis voor de praktijk. 

Tim, ik had natuurlijk al veel over jouw mooie werk gehoord en gelezen toen ik in 2018 

contact met je opnam met de vraag of ik op werkbezoek mocht komen in Zürich. 

Gelukkig reageerde jij, en ook je collega's, enthousiast. Wat een eer dat jij je tijd en 

kennis met mij wilde delen. Ik heb genoten van onze overleggen en brainstormsessies 

over onderzoek naar effectieve hulp voor GMCP (in de ZHAW, wandelend door Zürich, 

tijdens een potje Boccia of bij jou en Mali thuis). Ontzettend bedankt daarvoor en ik 

hoop dat we in de toekomst onze ideeën voor vervolgonderzoek nog verder kunnen 

uitwerken. Je liet me ook kennis maken met jouw leuke en slimme collega’s bij de 

ZHAW. Thomas, David, Julia Quehenberger, Julia Rohrbach, Hirmete, Ida and all other 

colleagues, you made me feel very welcome in Zürich. Thank you! 

Het schrijven van een proefschrift gaat met ups-and-downs. Hoe fijn is het dan als je 

dit kan delen met collega’s. Jorieke, toen ik bij het UMCG kwam werken werd ik jouw 

kamergenoot. Jij maakte mij wegwijs in de doolhof die het UMCG toen nog voor mij 

was. Bij ons op de kamer werd hard gewerkt maar was het tegelijkertijd ook heel erg 

gezellig. Ik ben blij dat ik je heb leren kennen! Marise, Lisette, Matheus en Lindy, ook 

jullie wil ik bedanken voor de fijne tijd op kamer 617. Marieke, in mijn laatste periode 

bij het UMCG werden wij kamergenootjes. Ik heb genoten van onze gesprekken 

over hoe leuk praktijkgericht onderzoek is en van de lunchwandelingen. Ik hoop dat 

jij ook snel jouw mooie proefschrift mag afronden! Ook alle andere collega’s van 

Gezondheidswetenschappen wil ik bedanken voor de leuke tijd!

Lieve Vera, we hebben het geflikt! Ontzettend bedankt voor jouw steun bij het 

afronden van mijn proefschrift. De wandelingen, gezamenlijke lunches en borrels 

waren welkome afwisselingen van de stress in de laatste periode. Ik heb genoten 

van je humor en nuchterheid. Superfijn om jou als paranimf aan mijn zijde te hebben 

tijdens de promotie. 
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Voordat ik bij het UMCG aan de slag ging was ik onderdeel van het mooie PIONN-

team. Hier leerde ik over praktijkgericht onderzoek, de benutting daarvan en over het 

belang van het verhaal achter de cijfers. Denise, bedankt dat je mij, als pas afgestuurde 

jonge onderzoeker, de kans gaf om bij PIONN aan de slag te gaan. Marleen, Judith, 

Martin en Esther, bedankt dat jullie mij leerden hoe je goed praktijkgericht onderzoek 

doet. Die kennis en ervaring kwamen goed van pas in mijn promotieonderzoek en 

neem ik nog steeds met mij mee. Daarnaast heb ik hele fijne herinneringen aan de 

gemoedelijkheid en fijne sfeer die er altijd was binnen het team. Rieta, daar wil ik jou 

ook voor bedanken!

In de laatste fase van mijn proefschrift kreeg ik de kans om bij C4Youth aan de slag te gaan. 

Dit was een hele welkome afwisseling in deze afrondingsfase. Lucienne, bedankt voor het 

vertrouwen dat je in mij had en voor de fijne samenwerking. Jaap, het was een eer om (al 

wandelend door het Stadspark) samen na te denken over het opzetten van actieonderzoek 

gericht op het voorkomen van uithuisplaatsing. Suzanne, Hermien, Wilco, Kirsten, Sanne, 

Maaike en Nadine bedankt voor de fijne samenwerking binnen C4Youth. Ik blijf jullie volgen, 

want ik weet zeker dat er mooie dingen aan gaan komen! 

In de aller-aller laatste fase van mijn proefschrift (ja, ik zei toch dat ik vaak gedacht heb dat 

ik bijna klaar was 😉) diende een andere welkome afwisseling zich aan. Ik mocht een dag 

per week aan de slag voor de Kenniswerkplaats Jeugd in Friesland. Alona, Anja en andere 

collega’s van de Kenniswerkplaats, ik vind het een enorme eer om met jullie samen te 

werken in het onderzoek naar werkzame elementen van kleinschalige woonvoorzieningen. 

Bedankt dat ik onderdeel uit mag maken van jullie mooie Kenniswerkplaats. Ik ben blij 

dat we onze samenwerking ook voortzetten in andere projecten rondom GMCP, zoals het 

VIMP-project. 

Trots ben ik, dat ik nu deel mag uitmaken van het mooie team van Orthopedagogiek bij de 

Rijksuniversiteit Groningen. Anna, bedankt voor het vertrouwen en de kans die jullie mij 

hebben gegeven om bij jullie aan de slag te gaan. Jana en Arjen, ik kijk er enorm naar uit om 

verder met jullie samen te werken in onderzoek naar GMCP. Dat geldt ook voor alle andere 

collega’s bij Orthopedagogiek. Bedankt dat jullie mij zo enthousiast hebben ontvangen. Ik 

kijk uit naar veel werkplezier en fijne samenwerkingen met jullie! 

Mijn werk is erg leuk, maar daar zou ik niet zo van kunnen genieten als mijn privé niet 

net zo leuk zou zijn! Lieve Paulien, wij kennen elkaar al vanaf de middelbare school 

en gingen daarna samen Algemene Sociale Wetenschappen studeren in Utrecht. 

Het was een leuke tijd, en als het even iets minder ging hadden we gelukkig elkaar. 

Afgelopen jaar zijn we ook nog eens rond dezelfde periode moeder geworden van ons 
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eerste kindje. We delen een heleboel leuke herinneringen en hoe leuk is het dat we het 

moederschap nu ook tegelijkertijd kunnen ervaren. Ik ben blij met een vriendin zoals 

jij. Bedankt voor de fijne vriendschap! 

Esther, Adela en Babita, ook wij kennen elkaar al vanaf de middelbare school en hebben 

nog steeds een hechte band. Ook met jullie deel ik een heleboel herinneringen die ons 

binden. Ondanks dat we elkaar niet wekelijks zien is het elke keer weer als vanouds en ben 

ik blij dat ik jullie mijn vriendinnen mag noemen. Op naar nog vele mooie en gezellige jaren! 

Jolein, zelfs nu jij in Zwitserland woont blijven wij met elkaar in contact. Hoe leuk was het 

dat we elkaar, tijdens mijn werkbezoek aan Zwitserland, weer vaker konden zien en zelfs 

een tripje naar Milaan konden maken. Danielle, als wij samen zijn is het nooit saai. Ik heb 

leuke herinneringen aan de lol die we altijd hebben en alle uitjes die we hebben gedaan. 

Hopelijk gaan er nog veel volgen! Marlieke, mijn vriendin en sportmaatje. De vele koffies en 

lunches bij ons favoriete lunchtentje in Groningen en de bokslessen die we samen volgden 

waren altijd gezellig en zorgden voor fijne ontspanning na drukke werkdagen. Bedankt! 

Lieve pap, mam, Rudie en Heleen, zonder dat jullie het weten hebben jullie mij een aantal 

dingen meegegeven die mij enorm hebben geholpen tijdens mijn promotieonderzoek: 

bescheidenheid, nuchterheid en doorzettingsvermogen. Van jullie leerde ik dat als ik iets 

echt graag wilde ik vooral moest doorzetten. Bedankt voor alle kansen die jullie mij hebben 

geboden en de steun die ik vanuit jullie altijd heb ervaren. Wat is het ook leuk om jullie nu 

als opa en oma van Sev te zien! Dylan, Brian en Allison, mijn broertjes en zusjes, wat is het 

leuk om jullie te zien opgroeien. Op naar nog vele mooie jaren samen!

Janny, Robert en Manon, wat heb ik het getroffen met zo’n leuke schoonfamilie! Ik voelde 

me vanaf het begin heel erg welkom. Bedankt voor jullie betrokkenheid en steun de 

afgelopen jaren.

Lieve Stéphane, mijn soulmate. Wat is het fijn om na een werkdag thuis te komen bij jou 

(en Sev). Bij jou kan ik ontspannen en helemaal mezelf zijn. Jij motiveert me om vooral te 

doen waar ik gelukkig van word en je weet mij op de juiste momenten weer even tot rust 

te brengen. Daarnaast ben je ook een geweldige vader voor onze lieve Sev. Ik hou van jou!

Last but not least, allerliefste Sev. In November 2021 kwam jij ons leven verrijken. Ik kan 

niet ontkennen dat het leven als nieuwbakken moeder, in de afrondingsfase van mijn 

proefschrift, soms best pittig was. Gelukkig was ik dat heel snel weer vergeten als ik jou 

zag (en was papa er om het op te vangen, als ik in de avond of in het weekend nog iets 

moest afmaken). Wat is het leuk om te zien hoe snel jij je ontwikkelt tot een kleine dreumes. 

Ik geniet elke dag van je en ben blij dat ik jouw moeder mag zijn.
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