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Outcomes of a coaching program for 
families with multiple problems in 
the Netherlands: A prospective study 

 
Abstract Families who face a multitude of severe and persistent problems in a number of different areas of life are commonly referred to as multi-problem families in Dutch child welfare. Although evidence suggests that short-term crisis inter-ventions can have positive effects in these families, they have up to now not sufficiently succeeded in facilitating sustainable change. Interventions, which offer integrated care over longer periods of time, have been piloted in different European countries, but only few evaluation studies are available yet. In our study we therefore explored an integrated flexible family support program from the Netherlands, called ‘Ten for the Future’ [in Dutch: Tien voor Toekomst]. The research included 122 families over a period of four years and seven months. Analyses on group level and individual case level were carried out. Our results suggest that the intervention is associated with a decrease in family stress. Furthermore, families with lower initial parental stress were found to have a higher chance to end the program significantly earlier. Child behavior problems and family functioning, as perceived by care workers, show less coherent patterns of change. This might be connected to a main focus of family coaches on the direct work with parents alone. We conclude that the care program has potential to decrease family stress and suggest focusing on the further development of a dual key worker approach that offers allocated care for children next to parenting support in families with multiple problems.   
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Introduction Families who face a multitude of severe and persistent problems in a number of different areas of life are commonly referred to as multi-problem families in the Dutch child welfare system (cf. chapter 2 & 3). Similar labels are given to families in English literature, such as families with longstanding and complex 
problems (Thoburn, Cooper, Brandon, & Connolly, 2013), vulnerable families 
with complex and enduring needs (Morris, 2013), families with multiple and 
complex needs (McLean, 2012), or families with multiple problems (Spratt & Devaney, 2009). The practical relevance of specifically targeting these families is generally associated with an increased risk of child maltreatment (Denholm, Power, Thomas, & Li, 2013; Fuller-Thomson & Sawyer, 2014; MacKenzie, Kotch, & Lee, 2011), an increased risk for their children to develop severe behavior problems over the life course (Appleyard, Egeland, van Dulmen, & Sroufe, 2005; Buehler & Gerard, 2013; Deater-Deckard, Dodge, Bates, & Pettit, 1998; Spratt, 2012), as well as a high impact on the allocation of resources through multiple service use (Buell, Berry, Robinson, & Robinson, 1952; Goerge, Smithgall, Seshadri, & Ballard, 2010; Horstik & Veuger, 2012; Sacco, Twernlow, & Fonagy, 2007). Estimates on the number of families with multiple problems are affected by various challenges in research, policy and practice (Spratt, 2009). Intervention programs and evaluation studies can vary in their scope and focus as well as their underlying definitions, biases can be introduced through research procedures or through client administration, and the data quality is generally low due to reliance on secondary analyses of administrative data (van Burik & van Vianen, 2006, p. 23–24) or expert surveys (Bodden & Deković, 2010). Reliably identifying families with multiple problems is nonetheless of primary importance in child welfare (Spratt, 2012). Careful estimates can be made if the outlined methodological constraints are considered. The number of families with multiple problems ranges between 0.5–5% (van der Steege, 2010) or 3–5% of all families in the Netherlands, with the latter equalling a total of 70.000–116.000 families in 2011 (van den Berg & de Baat, 2012, p. 97). Demographic characteristics indicate overlap with (risk) factors that are (also) associated with relative poverty and social exclusion (cf. chapter 2; Statham, & Holterman, 2004), especially low socioeconomic status (low educational levels, 
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low income), single-parenthood and having migrated from a non-Western country (Bot et al., 2013; van Burik & van Vianen, 2006; van den Berg & de Baat, 2012). Research on interventions for families with multiple problems indicates mixed results. Meta-analytic evidence suggests that families with multiple problems can benefit from intensive (short-term) crisis intervention, in terms of enhanced family functioning and the prevention of out-of-home placement (Al et al., 2012). But comparative and meta-analytic studies also raise concern about the sustainability of effects after short-term interventions, indicating a possible need for intensive support over longer periods of time (Al, Stams, van der Laan, & Asscher, 2011; Berry, Cash, & Brook, 2000; Forehand & Kotchick, 2002; van Puyenbroeck et al., 2009). The provision of both, poten-tially long-term support programs next to brief topic-focused intensive interventions, might in conclusion be a valid intervention strategy for families with multiple problems (Moran, Ghate, & van der Merwe, 2004, p. 118). Meta-analytic studies on the prevention of child maltreatment and the promotion of family well-being provide empirical ground for which types of programs are promising. Among others, two types of programs have the most potential benefits: multi-component interventions and home visiting programs (MacMillan et al., 2009; Mikton & Butchart, 2009). Interventions which combine multiple service components into integrated services with a flexible intensity over longer periods of time have been reported as piloted in practice from different countries (De Melo & Alarcão, 2011; Krasiejko, 2011; Marsh, Ryan, Choi, & Testa, 2006; McCartt Hess, McGowan, & Botsko, 2000; Sousa & Rodrigues, 2012; Thoburn et al., 2013). Mentioned as main advantages of these programs were: the opportunities offered by alternative ways to approach families (e.g., giving room to instru-mental and relational practices), an enhanced flexibility in personalizing care arrangements (e.g., tailored care components, needs-led program duration and intensity), the possibility to counter negative side-effects of service special-ization (e.g., care fragmentation) through co-ordination and/or integration, and the reduction of stressful care re-entry moments for families with fluctuating crisis pattern. 
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In the Netherlands one intervention model that combines multiple components in home-based care over longer periods of time is Family Coaching. We explored a coaching program based on this model named ‘Ten for the Future’ (TF) [in Dutch: Tien voor Toekomst], and report on it in this study. Two features of the program can be seen as distinctive in Dutch child welfare: a) an integrated care approach providing support in 10 explicitly stated areas of life, and b) the flexible needs-led, potentially long-term, program duration and intensity. Three research questions were guiding in exploring client characteristics, care duration and associated outcomes: 1. What were demographic and problem characteristics of clients referred to TF? 2. Can factors be identified that were associated with extended care duration? 3. Is TF associated with problem reduction?  Answering the first research question allows to judge if the target group was reached and connects theoretically to the earlier mentioned lacunas in reliably identifying families with multiple problems. The second research question subsequently links client related information to program specifics by exploring differences in care trajectories. Aim is to gain knowledge about the hypothesized relations between problem intensity, case complexity, and care duration in long-term programs such as TF. The third research question is targeted at measuring family well-being through outcome measures that are relevant for child welfare interventions. 
Parental stress, family functioning and child behavior problems were selected in our study as outcome measures because they can provide infor-mation on theoretically important key aspects of parenting (Belsky & Vondra, 1989; ten Brink et al., 2000), and can be measured with standardized instru-ments which were used in evaluation studies on comparable programs before (e.g., Hurley et al., 2012; van Puyenbroeck et al., 2009). 



CHAPTER FIVE 

81 

Method 

Intervention In 1997 a survey from the Dutch province Groningen identified an additional need for integral long-term parenting support in the local child and youth care services (Wijnen, 1997); a finding that resonated with the ongoing program development of The Salvation Army of the Netherlands in the region (Leger des Heils Noord, 2006). As a result the intervention TF was developed to speci-fically target parents with multiple problems and their children, with the first regional team starting work in 1999, and subsequent nationwide expansion in the following years. The overarching goal of TF is: “preserving the independence of the family system within generally accepted social limits” (Leger des Heils Noord, 2006, p. 11); an intervention goal which broadly resembles that of family preservation by aiming at the prevention of out-of-home placement, while also entailing proximal and intermediate instrumental goals (Hurley et al., 2012; Rosen & Proctor, 1981), such as the improvement of parenting skills and family functioning. Individual care goals are further specified for clients in relation to ten areas of life (cf. chapter 1, Table 1, p. 8). The intensity of the intervention is expressed in (face-to-face contact) hours per week, which are negotiated for each client individually between the Salvation Army (as care provider) and the respective financing agency. The underlying program theory is eclectic and includes systems theory, learning 
theory, directive and contextual therapy (Leger des Heils Noord, 2006, pp. 17–21). Family coaches working for TF are professionally trained child and youth care workers educated on higher vocational levels, with additional training in Intensive Family Home Care [in Dutch: Intensieve Ambulante Gezins-behandeling]; a systems theory guided 12 day course spread over eight months focusing specifically on work with families with multiple problems. Categories under which care activities of family coaches can be subsumed, include: estab-lishing and maintaining a working relationship, working toward (behavioral) change, finding solutions and support in the environment, and easing the burden of practical tasks (cf. chapter 4). Standardized self-reports of family 
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coaches on care activities suggest that the majority of activities were conducted in direct contact with the parents alone (more than 60%), and less regularly in the presence of children (17% or less), or with children (6% or less) alone (cf. chapter 4). Decision-making on intake of potential clients is allocated to one specific care worker in each province, referred to as intake-manager. Criteria handled by intake-managers for program admission were: 1) the family must have a permanent address; 2) at least one child under 18 years must be living at the home at admission; 3) the client administered to the program must signal the need for support on at least four of the ten areas of life (see chapter 1, Table 1, p. 8); 4) there must be no direct threat to the safety of the family coach; and 5) if severe mental health problems are present a mental health care profes-sional must be allocated to meet mental health care needs. The specific care goals as well as care intensity in terms of face-to-face contact hours per week were negotiated individually per client on the basis of a standardized needs assessment protocol every 6–12 months between intake-manager and funding agency, in agreement with the client. 
Design Our study was designed as a prospective one-group repeated measures outcome study. Questionnaires for each of the dependent variables were filled in within the first three months (T0), and every 12 months while the family was receiving TF (T1–T3), with a possible maximum follow-up of four years. Additionally a flexible measurement was scheduled if the end of the inter-vention was signaled. The flexible measurement was assigned to a time-bound measurement (T1–T3) if it fell within three months before or after respective scheduled measurement. 
Sample Procedure The research was designed to include all families who followed the program TF for at least 90 days in the three Northern Provinces of the Netherlands (Drenthe, Friesland, and Groningen) within the research period (four years and 
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seven months; 10 September 2007–1 May 2012). A period of 90 days was chosen because that is the timeframe in which intake-managers determine whether or not a family meets the inclusion criteria of the program TF. Only families were included that filled in questionnaires during the intake phase (T0). Per family only one parent and one child were included. Parent selection was linked to program admission; the person for whom the intervention was indicated was asked to participate. If more than one child was living in the family’s home, the participating parent was asked to fill in the questionnaires in regard to the one child he or she perceived at that time as most troubled. In the subsequent measurements (T1–T3) the parent was asked to fill in the question-naire for the same child. The flow of participants through each stage of our research is illustrated in Figure 5 (p. 84). In this figure three types of missing observations can be distinguished: The category missing refers to cases where the measure-ment was not received or valid while a valid follow up measurement exists. 
Dropout refers to cases where a measurement was not received or valid and no valid follow-up measure exists (e.g., participants leaving the study but continuing the intervention). This could either be caused by not receiving questionnaires within 90 days of a scheduled measurement after two reminders, not receiving questionnaires at the end of the intervention, or by receiving questionnaires at the last measurement that report on a different parent and/or child than in the initial measurement(s). Censored by research 
period refers to cases where the research period ended and therefore by design no follow-up measurement was taken. Last measurement refers to valid cases where the program had ended (no subsequent measurement). 
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Figure 5. Flow of participants through stages of the research project.  Hundred and twenty two families participated in the research. For more than a third of the research participants (45%; n = 55) the program did not end within the research period; a phenomenon to which we refer in the following as ‘censored measurements’. This group includes all participants categorized in Figure 5 as ‘censored by research period’ (n = 25), 26 participants from the ‘dropout’ group that continued the intervention, and four participants who continued the intervention after the ‘fourth measurement’. The 122 participants were part of a larger group of the programs clients. In 20 cases questionnaires were returned at the start of the inter-vention (T0) but could not be used (e.g., missed first measurement, change in respondents and/or child, missing values exceeded the necessary minimum to calculate total scores for the first measurement). In 282 cases clients were signalled as excluded before T0 by the Salvation Army Netherlands, due to the following reasons: “not having followed the program for more than 90 days” (n = 121), “not having received TF but a different program (false positive in client administration)” (n = 143), “declining to participate” (n = 8), “research was 
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considered disruptive in crisis intervention by the family coach” (n = 6), and “client not proficient enough in Dutch to complete questionnaires” (n = 4). For 506 potential clients information could not be traced retrospectively by the Salvation Army Netherlands. This high proportion of unknowns can mainly be explained by the fusion with another service provider in the province Groningen in 2010, and the subsequent merge of databases, in which data on database origin were not categorized. 
Participant Characteristics Background data for all research participants, at the start of the intervention (T0) is shown in Table 7 (p. 86). Some variables showed relatively high propor-tions of missing data but were included in the analysis (namely, number of 
children [69% missing], educational level [46% missing], and marital status [37% missing]). 
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Table 7 
Demographic sample characteristics of parents and children at the start of 
intervention (T0) Characteristic   M SD (range)Parent age in years a 32.8 7.7 (19–52)Child age in years b  7.1 4.5  (0–16)Children in family c  2.4  .9    (1–4)Characteristic    n  %Parent genderFemale Male 113107      6  100.0  94.7     5.3 Child gender Female Male 120  56    64  100.0  46.7   53.3 Marital statusNot married Married Divorced 

 77  40   14   23 
100.0  51.9   18.2   29.9 Education Pre-vocational Lower vocational Higher secondary 

 56  40   15     1 
100.0  71.4   26.8     1.8 

Note. M = mean. SD = standard deviation. range = minimum–maximum. a n = 92. b n = 111. c n = 38.  Differences between clients who dropped out of the research (n = 73) and those who did not (n = 49) were explored statistically revealing only one variable, whether or not the intervention ended, as being significant, (χ2 [1, n = 122] = 4.81, p = .028), with 46 clients (63%) having ended the intervention in the dropout group compared to 21 clients (43%) in the group that did not drop out of the research. This can be explained by higher dropout rates at the last measurement. We originally included the variable ethnicity in the research design (according to national standards defined by parental ancestry, Alders, 2001). However the proportion of missing data in the category fathers country of birth was too high (97% missing). 
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Instruments 

Parental stress perception and occurrence of stressful life events were measured with the Nijmeegse Ouderlijke Stress Index (de Brock, Vermulst, Gerris, & Abidin, 1992), the Dutch adaptation of the Parenting Stress Index (Loyd & Abidin, 1985). In this questionnaire parents are asked to rate 123 items, while keeping one specific child in mind, on a six point Likert scale (ranging from [1] 
strongly disagree to [6] strongly agree). The items reflect on statements related to fulfilling the role of being a parent (e.g., “I feel limited by my obligations as a parent”), well-being (e.g., “physically I feel good most of the time”), and charac-teristics of a child (e.g., “my child does things that upset me”). Additionally, a list of 40 items at the end of the questionnaire reports on the occurrence of critical life events within the past 12 months (e.g., “death of a relative”, “significant financial loss”). Reliability scores for the total NOSI scale (α = .95–.97) indicate high levels of internal consistency (de Brock et al., 1992). 

Child behavior problems were measured with the two age dependent Dutch versions (Verhulst & van der Ende, 2013) of the Child Behavior Checklist (Achenbach & Rescorla, 2000; Achenbach & Rescorla, 2001). The questionnaire allows caregivers to report problem behavior of a specific child within the past six months by scoring questions on a three-point scale (ranging from [0] Not 
true (as far as you know), [1] Somewhat or sometimes true, to [2] Very true or 
often true). The number and type of items differ between versions, with 118 items for children aged 6–18 years and 99 items for children aged between 1.5–5 years. In addition to total problem scores, both versions allow for grouping items into two subcategories: externalizing and internalizing problems (Achenbach & Rescorla, 2001). Reliability scores for the total problem scale and the subscales internalizing and externalizing behavior problems of the inter-national sample indicate high levels of internal consistency (α = .85–.94) for both versions of the CBCL (Achenbach & Rescorla, 2007; Achenbach & Rescorla, 2010). 

Family functioning was measured with the Questionnaire Family Functioning [Vragenlijst Gezinsfunctioneren]; a Dutch questionnaire developed to determine levels of family functioning within care arrangements (ten Brink et al., 2000). A professional care worker (e.g., the family coach) can use the questionnaire to rate 95 items in relation to specific family members and their 
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relationships, on a five point Likert scale (ranging from [1] does totally not 
apply to [5] totally applies, and additionally offering a sixth option [0] more 
information is needed). The items consist of statements related to basic care (e.g., “Parents devote sufficient attention to the physical care of the children”), social contacts (e.g., “The family has enough contacts in the neighborhood”), parenting skills (e.g., “The mother/father rewards the children and encourages them sufficiently”), parents childhood experience (e.g., “The mother/father is optimistic about his/her own childhood”), child safety (e.g., “The mother/father is heavy handed in dealing with one or more children”), parent functioning (e.g., “The mother/ father struggles to understand the children”), and the parents relationship (e.g., “The partners are satisfied with the way the household chores are divided”). Reliability scores for the total scale (α = .94) indicate high internal consistency (ten Brink et al., 2000). 
Data Collection Data gathering and provision were assigned to the involved family coach or intake-manager. Master students and the first author subsequently provided feedback to the respective family coach and client through interim outcome-reports in form of standardized questionnaire profiles for each measurement. The ethical procedures of informed consent to research in accordance with Dutch law and professional standards were followed in all stages of the research. The first author received additional administrative information on demographic variables from the Salvation Army, namely regarding gender, age, 
ethnicity, marital status, highest educational degree, and number of children, as well as information describing care trajectories, namely whether the program 
ended or not, duration of the intervention, and reason for end of program (if applicable). Irregularities and missing information in the administrative data were compiled and sent to the respective intake-managers to provide additional information and comments.  
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Statistical Analysis Chi-square tests and descriptive statistics were used to check for possible selection bias and to explore client and problem characteristics in terms of proportions, means, range and standard deviations. Moreover, care trajectories are presented by median durations, whether or not the intervention ended, which is known for all respondents regardless of if they dropped out the research or not, and if appropriate stated reason for the end of the intervention. Additionally, care duration was explored by log-rank test and Kaplan–Maier survival plots. Moreover, development of child behavior problems, parental stress, and family functioning over time were analyzed using multilevel models with families on the highest level, and repeated measures on the lowest level to take correlations between different measures within families into account. Time after baseline was included as continuous predictor, together with family characteristics, as well as possible correlations. Random as well as fixed effects were considered. We regarded p-values ≤ .05 as significant. Finally, models with only significant effects were reported. In addition, we computed the reliable change index (RCI) for each individual client by subtracting the score of the first measurement from the score of the last measurement, and dividing the outcome by the standard error (SE) of the difference between the test scores (Jacobson & Truax, 1991; Ogles, 2013, p. 155ff). We applied a 95% confidence criterion to determine whether or not (clinically significant) problem reduction for each participant had occurred. Standard deviations and Cronbach's alphas for RCI calculation were obtained from the questionnaire manuals5. 

                                                                  5 Nijmeegse Ouderlijke Stress Index α = .96, SD = 19.3 (de Brock et al., 1992); Vragenlijst Gezinsfunctioneren. α = .94, SD = 0.71 (ten Brink et al., 2000); Child Behaviour Checklist Preschool age, α = .90, SD = 18.71 (Achenbach & Rescorla, 2010); Child Behaviour Checklist School age, α = .94, SD = 18.00 (Achenbach & Rescorla, 2007). 
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Results 

Problems at the Start of the Intervention We explored problem severity at the start of the intervention (T0) by the use of available norm groups (de Brock et al., 1992). Our data suggests above average parental stress for the majority (60%; n = 64) of participants. Family functioning as perceived by the family coaches was in the majority of cases (60%; n = 59) comparable to families who typically were referred to intensive home care (ten Brink et al., 2000) with a third of the families (33%; n = 33) functioning better than this norm group. The severity of child behavior problems at the start of the intervention (T0) differed between the two age groups. The majority (57%; n = 26) of children aged 1.5–5 scored in the normal range, while the majority (56%; n = 31) of children aged 6–18 years scored in the clinical range. Descriptive data on problem severity at the start of the intervention are shown in Table 8.  Table 8 
Problem severity at the start of the intervention (T0) Measure n %Parental stress (NOSI) aVery low–below average Average  Above average–very high 19 17.8 24 22.4 64 59.8 Family functioning (VGF) bAbove norm Within norm Below norm 33 33.3 59 59.6   7   7.1 Behavior problems, 1.5–5 (CBCL) cNormal Borderline Clinical 26 56.5   1   2.2 19 41.3 Behavior problems, 6–18 (CBCL) dNormal Borderline Clinical 16 29.1   8 14.5 31 56.4 
Note. a n = 107. b n = 99.c n = 46. d n = 55 
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Parents reported via the NOSI on average the occurrence of 5.1 (SD 3.2; 0–14) critical life events within the last 12 months before start of the inter-vention (T0), with the majority (78%; n = 76) reporting significant loss of income or debts, and/or increase of conflict within the family (61%; n = 65) of which half (30%; n = 32) were associated with a divorce or breaking up with the partner. 
Care Trajectories The median duration of the intervention for participants for whom care ended within the research period (n = 67) was 15 months (SD = 10.4; 3–47 months). Participants for whom care did not end within the research period (n = 55) had a higher median of 19 months (SD = 13.6; 2–47+). Information on the reason for the end of care is shown in Table 9.  Table 9 
Reason for end of care End of care n %as planned prematurely…  … in agreement  … by client  … by coach client involuntary continued at other provider 

34   9   8   2   3   9 

52.3 13.8 12.3   3.1   4.6 13.8 
Note.  Administrative information available for n = 65.  Testing the equality of survival curves showed statistically significant differences, χ2 (2, n = 107) = 11.54, p = .003, for program duration in relation to parental stress at the start of the intervention (T0). Families with parental stress classified as very low to below average stress (n = 19; censored n = 4) had the shortest program durations with an estimated median of 13 months (SE = 2.63), while families who perceived stress on an average level (n = 24; censored 
n = 14) had significantly longer program durations, with an estimated median of 34 months (SE = 8.86). Parents who perceived stress on above average to very 



OUTCOMES 

92 

high levels (n = 64; censored n = 29) stayed in the program for an estimated median duration of 25 months (SE = 1.18). A visual comparison of program duration in relation to parental stress is depicted in Figure 6. The figure shows the probability to continue the inter-vention (y-axis) in relation to the duration of the program (x-axis), for different groups of parental stress (stepped lines). A step in the graphs line occurs if one or more members of the respective group in the sample ended the intervention at the given program duration, which results in a lower probability for longer care durations in that group. A cross marks the duration at which a research participant was censored by the research period. 

 
Figure 6. Kaplan–Meier survival curve of parental stress (NOSI) in the norm ranges from very low to below average (n = 19; censored n = 4), average (n = 24; censored n = 14), and above average to very high (n = 64; censored n = 29). The horizontal dotted line symbolizes the median probability of continuation. χ2 (2, n = 107) = 11.54, p = .003.  
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Other variables, namely gender of respondent and child, educational level, marital status, family functioning, and child behavior problems, did not show statistically significant results or their relevant subgroups were too small to conduct meaningful chi-square analysis, namely for fathers (n = 6), higher secondary education (n = 1), family functioning below norm group (n = 7), and borderline behavior problems for children aged 1.5–5 years (n = 1). Two non-significant results were unexpected, namely 1) the high proportion (86%) of censored cases in the group of families with below average family functioning, so no median could be estimated, and 2) the short care duration for families with school aged child behavior problems in normal range (mdn = 16 months). The log-rank test was close to statistical significance, χ2 (1, 
n = 47) = 3.764, p = .052, if this group was compared only to the group with behavior problems in clinical range (leaving borderline cases [n = 8] out of the equation). 
Problem Reduction Visual exploration of error bars indicated improvement in parental stress perception mainly within the first year (T0–T1), as illustrated in Figure 7 (p. 94). Mean score differences for family functioning showed a contrasting pattern with a small (thus uncertain) but visually observable tendency to deteriorate over time. Mean scores for behavior problems for pre-school children showed a declining tendency over time, with a noteworthy difference between the start of the intervention (T0) and the third measurement (T3). School-aged children showed an ambiguous pattern of smaller differences between measurements. Between the start of the intervention and the second measurement mean behavior problems declined, but increased between the second measurement and the third measurement. The fourth measurement is mainly characterized by its relatively huge increase in SE caused by the small number of families (n = 6) continuing the program and research for four years. 
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Figure 7. Mean ± 1 SE for questionnaire scores over time for parental stress (NOSI), family functioning (VGF), and child behavior problems, ages 1.5–6 years and 6–18 years (CBCL).  Problem reduction was further explored with multilevel analysis revealing a decrease of parental stress over time and a significant increase if the child was a boy. Coefficients and standard errors of the multilevel analysis are reported in Table 10 (p. 95). 
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Table 10 
Results of the multilevel analysis for parental stress Fixed effects coefficient SE Intercept 288.14  11.99Time after T0 -1.77    0.48Gender ChildMale Female (reference)   +56.65   16.08   Random effects  Level two variance 5867.59 1020.96Residual variance 2173.81   383.6Deviance 207793
Note. SE = standard error. n = 180 of 488 measurements  We calculated reliable change scores for each family individually to explore the magnitude of problem reduction between start of the intervention (T0) and the last measurement alone. The difference between scores is graph-ically presented as scatterplots for each of the instruments in Figure 8 (p. 96). Questionnaire scores at the start of the intervention (T0) are ordered on the x-axis and scores of the last measurement on the y-axis, that could be T1, T2, and T3. The solid diagonal line in the center symbolizes the break points for no change. The two dashed lines running parallel to the line of no change symbolizes the threshold for reliable change with a 95% confidence. Change is considered uncertain if an individual marker falls within the two dashed lines because measurement errors could not be ruled out as source of the change. Individual markers to the left of the upper vertical dashed line symbolize reliable deterioration for problem focused scales (NOSI, CBCL) and improve-ment for family functioning (VGF). Individual markers to the right of the lower dashed line symbolize reliable improvement for the problem focused scales (NOSI, CBCL) and deterioration for family functioning (VGF). Additionally, we inserted a horizontal and a vertical dashed line for norm group cut off scores which we judged as indicative for no (further) need for intervention. As a result the scatterplot can be mapped into four quadrants which, for problem focused scales (NOSI, CBCL), can be read as follows: 1) Top-left: clinical deterioration 
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from normal to clinical range; 2) Top-right: change within clinical range; 3) Bottom-right: clinical improvement from clinical range to normal; and 4) Bottom-left: change within normal range. For family functioning (VGF) the interpretation of the quadrants needs to be mirrored diagonally to the rightside. 

 
Figure 8. Scatterplots of questionnaire scores at the start of the intervention (T0) vs. scores at last measurement for parental stress (NOSI), family functioning (VGF), and child behavior problems, ages 1.5–6 years and 6–18 years (CBCL). The solid diagonal line marks zero change. Diagonal dashed lines symbolize break points for reliable change with a 95% confidence, equivalent 
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to the RCI cut off scores: NOSI = 10.70; VGF = 214,9. CBCL 1.5–5 = 16.39; and CBCL 6–18 = 12.22. The horizontal and vertical dashed lines symbolize break points for relevant norm groups: parental stress below average (NOSI, 214.9), family functioning above average (VGF, 3.56), non-clinical behavior problems, ages 1.5–5 years (CBCL, 60.9), and non-clinical behavior problems, ages 6–18 (CBCL, 48.9). Individual markers differ in form, symbolizing different measure-ment moments for the last measurement, and differ in fill, symbolizing whether the intervention had ended or not. 
 Reliable change categories were too small to statistically test differences between most of the relevant subgroups. However, descriptive data still offered information worthy of interpretation. Parental stress scores improved for the majority of cases (60%; n = 29), with comparable proportions for parents who were still in the program (61%; n = 17) and those for whom the intervention had ended (60%; n = 12). Clinically significant improvement past the threshold of below average stress was found for 16% (n = 7) of the parents who had at least two measurements and scored initially (T0) above average (n = 45). Reliable deterioration in parental stress scores was found in 13 cases (27%). The change in family functioning was uncertain for the majority of cases (56%; n = 24) with equal sized proportions of cases for whom the score reliably improved (21%; n = 9) or deteriorated (23%; n = 10). No significant differences in the magnitude of change between the groups were found. The majority of families whose score could potentially deteriorate below the clinical significant threshold (n = 15) did so (53%; n = 8). In contrast, only a fifth (18%; n = 5) of the families improved below the clinical threshold of those who scored initially above this threshold (n = 28). Reduction in behavior problems for preschool children was in the majority of cases uncertain (60%; n = 9), but in the majority of cases (57%; n = 4) behavior problems had reduced past the clinical threshold at the last measurement. Behavior problems of school-aged children show a more certain change with an improvement in behavior problems in almost half the cases (46%; n = 12), and deterioration in a quarter of the cases (23%; n = 6). Four out of 16 improved clinically significantly (25%). 
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Discussion and Conclusions The data summarized to address our first research question, “What were demographic and problem characteristics of clients referred to TF?”, revealed potential socio-economic stressors and limited (social) capital for problem solving in the majority of cases, as indicated by self-reported financial loss, or debt in the year before the intervention, and a relatively low (mainly pre-vocational) level of education. It seems unlikely that committed relationship functioned as reliable and robust coping resource in most families, inferred from reports of increased family conflicts or breaking up with the partner in the majority of cases, combined with a relatively low rate of legal marriages. That almost all of our respondents were women, with similar proportions found in other Dutch research projects (Bodden & Deković, 2010), connects these findings theoretically to broader issues surrounding gender disparities in child welfare (e.g., Choi & Pyun, 2014; Ewart-Boyle, Manktelow, & McColgan, 2013; Zanoni, Warburton, Bussey, & McMaugh, 2014). The majority of participants reported above average to very high parental stress levels at the start of care which further hints at a complex life situation of most of TF's clients at the start of care. This is an interpretation with relevance for the assessment of care durations, if one assumes that case complexity and the presence of intractable stressors are important moderators (Littell & Schuerman, 2002). The significant difference we found between participants grouped by parental stress in answer to our second research question, “Can factors be identified that were associated with extended care durations?”, partly under-lines this notion. Participants who initially reported below average parental stress reached in our survival analysis the median probability to end the intervention 12 months earlier than participants who reported higher parental stress. In answer to the third research question, “Is TF associated with problem reduction?”, our multilevel analysis revealed a general tendency of reduced parental stress. The comparison of group means suggests that a reduction in parental stress was mainly achieved in the first year of inter-vention. A comparison between the family stress at the start of the intervention and the last measurement by calculating individual change scores (RCI) further 
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differentiated the picture. Reliable improvement in the majority of cases was found, and change was observed also past the first year, as well as reliable deterioration in some cases. Our findings on care duration prompted additional controls for bias being possibly introduced by non-random missing data. We therefore applied the ‘pattern mixture approach’ (Post, Buijs, Stolk, De Vries, & Le Cessie, 2010) in order to check whether this bias could be adjusted. It appeared that the magnitude of possible adjustments was very small also due to the relative small size of subgroups for this analysis. The initial scores on family functioning indicate that care workers judged most of the families being comparable to families who were typically in need of home care (the norm group of the questionnaire), as would have been expected. The magnitude of change reported for family functioning however was mainly uncertain, which contrasted with our earlier finding on reduced parental stress. There are various possible explanations. First of all, family functioning might be more resilient to change through family interventions, even in long-term interventions, if it is conceptualized as a higher order outcome which follows parental stress reduction as intermediate outcome (Hurley et al., 2012). It is also possible that, secondly, the questionnaire we used was a less sensitive measurement instrument. And, last but not least, it might prove more difficult for outsiders to gather relevant information in complex family situations (cf. chapter 4), compared to parental self-reports. Child behavior problems at the start of the intervention differed between age groups, with the majority of pre-school children scoring in the normal range and the majority of school-aged children scoring in the clinical range. Child-related outcome measures did not show a coherent pattern of change, which might be influenced by the main focus on parent-related activities of the family coaches (cf. chapter 4). Additionally, child behavior problems also can be thought of as higher order outcomes in family inter-ventions if achieved through parental stress reduction (Hurley et al., 2012). Evaluation studies from the United Kingdom suggest promising results for dual key worker approaches that offer allocated care for children next to parent support in family oriented flexible services (Thoburn et al., 2013). In 2010 the Salvation Army Netherlands also started a pilot program to further develop 
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child-centered coaching in addition to family coaching. Our findings underline the importance of such an approach and we recommend the development and evaluation of child coaching programs. This study knows several strengths and limitations. Initially we explored the possibility for the inclusion of a comparison group to allow for more rigorous inferences. However, recruitment of meaningful comparison groups from the small number of potential candidates in the area was unsuc-cessful, which can partly be attributed to the very specific targeted group and type of intervention in this study. In future research, designs that allow for direct comparisons with a norm group from the general population should be considered as alternative, as well as case-based research methods. They could provide valuable information for the interpretation of change in outcome variables over time. Meaningful fluctuations in parental stress levels, for example, might be associated with other characteristics of change in a family life cycle, such as the number of children in the household, the age of the child(ren), or loss or gain in partnership. Reliable problem assessment and routine outcome measurement should be considered a pre-requisite for tailoring integrated care components to individual needs as well as to develop clear stopping rules for open ended care trajectories. Administrative data management and monitoring play a crucial rule in gathering information about families with multiple problems, and our research revealed further need for improvement herein. In conclusion, gathering data about a flexible, integrated, and longitudinal family intervention, allowed us to analyze problem development over years for a complex target group and offered valuable information with implications for practice and future research.  


