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1 
General introduction



Alicia is born. 
Her mother is 17 years old and placed under the supervision 

of an Office for Youth (OYC, in Dutch: Bureau Jeugdzorg. 

Alicia is 12 months. 
An OYC decides to place Alicia out of home 

after professionals assessed her parents as insufficient in 
ensuring Alicia’s safety. Alicia is placed in a foster family.

Alicia is five years old. 
She has lived in the foster family for four years when her foster 

father deceases. Her foster mother is unable to care for Alicia alone. Alicia is placed 
in a children’s home awaiting placement in a new foster family.

Alicia is nine years old. 
She is still in the residential care setting awaiting a new foster family. 

Alicia wants to live in a family. A professional tells Alicia that it is 
difficult to find foster family for her since she is a very special girl. 

Alicia cries and disagrees:  ‘I’m not special, I’m just a girl’. An increase in behavioral 
problems is reported.

Alicia is ten years old.
She is replaced to a specialized diagnostic center.

Alicia is 11 years old. 
She now lives in a residential youth care center in a group with nine boys. 

In the first period, all doors are locked for Alicia. Alicia wishes to work towards 
family reunification to live with her mother. She is told in an office, surrounded 

with professionals, that this is not feasible. After a while, Alicia is replaced 
again to another residential group.

Alicia is 12 years old. 
She is placed in an institute for secured residential care after an 
incident in which Alicia ran away and went missing for 24 hours. 

It is the same group her mother was placed when she was 13 years old. 

In November 2017 the Dutch television audience was introduced to Alicia with a raw portrait of this girl. The 

TV-documentary Alicia1, made by filmmaker Maasja Ooms, had a great emotional impact on its viewers, both 

nationally and internationally, and everyone agreed: this needs to stop, thereby referring to the lack of permanency 

in the lives of children in foster care.

1 Link to the documentary: https://www.2doc.nl/documentaires/series/2doc/2017/november/alicia.html
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1INTRODUCTION

The establishment of the Children Laws in 1905 was the start of a new era in which legal decisions 

were being taken related to the rights of parents to care for their children in the Netherlands. This 

change in legislation derived from a common belief that not all parents were taking adequately 

care of their children and that these children needed to be protected from a harmful environment. 

Currently, Dutch judges can decide on several child protection measures when a parenting situation 

is being assessed as inadequate. One of these measures is an out-of-home placement of the child. 

The preferred type of out-of-home care nowadays is family foster care. In 2017, 23.206 children were 

placed in family foster care in the Netherlands. Almost a third (31%) of these children were under five 

years old (Pleegzorg Nederland, 2018). 

In principle, an out-of-home placement measure is intended to be temporary, and the objective 

is to support parents towards sufficient parenting so that the child can safely return to the family of 

origin. This is the preferred outcome of the measure, also known as family reunification. The principal 

objective to keep families together is referred to in the literature as the family preservation ideal 

(McCroskey, 2001; Tully, 2008). However, a significant change of parents’ behavior towards good 

enough parenting is not always feasible. Thus, at some point following an out-of-home placement, 

a key decision needs to be taken on the permanent living situation of the child in order to prevent 

long periods of uncertainty for all parties involved (child, birth parents, foster parents). This process is 

called permanency planning (Biehal, 2007; Fernandez & Lee, 2013; Maluccio, Fein, & Olmstead, 1986). 

The key decision which is at issue here is referred to as placement decision.

With reference to infants and toddlers, it is recommended to place as soon and permanent 

as possible, whereby the placement decision needs to be made preferably within a few months 

and should not last over one year (Juffer, 2010). Furthermore, it is argued that the decision should 

be considered permanent, meaning that it is irreversible in order to ensure that children are 

provided with stable attachment relations with primary caregivers and to avoid that children are 

drifting through the care system (Juffer, 2010). These recommendations are based upon the well-

established attachment theory (Bowlby, 1982) and on insights from research on the development 

of children, including research on the impact the quality of attachments established early in life 

has for children’s later life (e.g. Fearon, Bakermans-Kranenburg, Van IJzendoorn, Lapsley, & Roisman, 

2010; Howe, 1995; Schofield, 2001; Van IJzendoorn, Schuengel, & Bakermans-Kranenburg, 1999; 

Werner, 2000).

Accordingly, there is a lot at stake for families involved in the child protection system. For children 

it is about whether or not growing up with their birth parents, and starting their lives in a safe home 

environment. For parents it is about whether or not they will have a chance to care for their own 

children. For professionals in the child protection field it implies that they are burdened with emotional 

and complex decisions. The complexity of decision-making  –  a cognitive process of choosing a 

preferred option or a course of actions from a set of alternative possibilities, based upon criteria or 

strategies (Wang, Wang, Patel, & Patel, 2004; Wilson & Keil, 2000) –  in child welfare is explicated in the 
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Decision-Making Ecology (DME, Baumann, Dalgleish, Fluke, & Kern, 2011). In this model it becomes 

apparent that decisions are the result of a great amount of factors that are impacting each other. 

These factors are case, decision-maker, organizational, and external characteristics. 

An issue in decision-making on the level of case factors is for instance the impossibility to 

construct a complete and accurate picture about the history and current situation of a family in 

order to make good predictions about future behavior of the parents or specific needs of the children 

(Munro, 2019). Many studies have indicated as well shortcomings with reference to how professionals, 

i.e. decision-makers, draw conclusions and form judgments (Garb, 1998; 2005). For example, decisions 

tend to be made in an intuitive way rather than using more rational methods (Klein, 2000) and 

information that confirms a first impression is generally more easily accepted than information that 

challenges this impression (Munro, 1998). An organizational issue that impacts decision-making is 

for instance the lack of required interventions, and heavy caseloads resulting in time pressure. A 

highly complicating external factor is the existence of competing principles and ideas that serve 

as the foundation of (decisions to be taken in) the child welfare field. Berrick (2017) outlined eight 

basic principles:

• Parents who care for their children safely should be free from government intrusion in their 

family.

• Children should be safe.

• Children should be raised with their family of origin. 

• When children cannot live with their family, they should live with extended relatives.

• Children should be raised in families.

• Children should have a sense of permanence.

• Families’ cultural heritage should be respected.

• Parents and children (of a certain age and maturity) should have a say in the decisions that 

affect their lives.

Although all these principles are considered paramount, it is sometimes impossible to take 

decisions in which they are all applied. This means that choosing for one leading principle entails the 

loss of another one. Furthermore, variety in the preference of principles – shaped for example by local 

policy, availability of services, cultural factors and personal experiences of decision-makers – results 

in different outcomes of decisions (Berrick, 2017). To return to Alicia: to warrant her safety, she was 

not provided with family preservation and due to the lack of a matching foster family, she was not 

raised in a family, nor provided with permanency. These were all great losses for her. Munro (2019, p. 

125) summarizes the complexity about placement decisions as follows:

“When it comes to predicting what might happen to the child, the uncertainty increases. Will 

the parent cause further harm? Will we find a stable placement for the child where she/he develops 

healthily and happily? In all the key decisions that need to be made in child protection work, it is not 

a matter of choosing between a safe or a dangerous option. It involves weighing up and comparing 

the gains and the losses in, for example, the child staying at home or being in out of home care. In all 

options available, there is some probability of both harm and benefits to the child.”
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1Aiming to improve decision-making by professionals, Bartelink, Van Yperen, and Ten Berge (2015) 

conducted a literature review to answer the question which methods can improve the quality of 

decision-making on a case level in the child protection and youth care field. Four types of methods 

were found: structured decision-making; risk assessment instruments; shared decision-making; and 

family group decision-making. Evidence in relation to the effectiveness of these methods turned 

out to be quite scarce and not consistent. Nevertheless, based upon the available literature, the 

authors concluded that combining structured and shared decision-making with risk assessment 

tools, close monitoring and using so-called ‘critical thinking’ (for instance, by testing hypotheses and 

formulating alternative explanations – see also Bartelink, Van Yperen, Ten Berge, & Knorth, 2019) 

may improve decision-making. Family group decision-making was found to potentially enhance 

family engagement; however, no effects or even negative effects were found concerning child safety 

in terms of more maltreatment recurrence, longer stays out-of-home and more placements in in 

comparison with the control groups.

Assessment of parenting

An essential and ample element of the decision-making process in the context of placement decisions 

is the assessment of parenting; a planned process which includes “… ascertaining whether the child’s 

needs are being met, appraising the impact of any identified parenting deficiencies on the child’s 

functioning and development, describing the nature and likely origins of the adult’s difficulties in 

fulfilling their parental roles, and considering whether change is possible” (Reder, Duncan, & Lucey, 

2003, p. 14). Although assessing parenting is a core task in child protection, it is also debated whether 

comprehensive parenting capacity assessments are actually possible (Cann, 2004). While everybody 

is familiar with the concept ‘parenting’ as it is a fundament of life, precisely defining it remains 

problematic. Parenting is a construct, which is normative, dynamic, culture-based, subjective, and 

abstract, and there is no universally accepted definition (Budd, 2001; Harkness & Super, 1997; Johnson, 

Berdahl, Horne, Richter, & Walter, 2014). This complicates the assessment of parenting. 

Decades of research from different perspectives (e.g. child development, family systems, parent 

education, psychology, and mental health) have resulted in numerous definitions of parenting, 

parenting models, and parenting theories that include similar ideas and overlapping components 

(White, 2005). Typically, definitions of parenting include the central aim of parenting, and the role 

of parents. For instance, Jones (2009) articulates that the activities and behaviors of caregiving 

adults are those needed by children to enable them to function successfully as adults, within their 

culture. Johnson, Berdahl, Horne, Richter and Walters (2014, p. 94) define parenting after reviewing 

the literature as: ”The acts of providing for and supporting the emotional, intellectual, physical, and 

social development of children from infancy to adulthood; these acts are required for successful 

childrearing”.

Models of parenting generally include key components of parenting, overviews of parenting 

tasks and behaviors, factors influencing parenting, and the broader context in which parenting takes 

place. Belsky (1984) for instance, proposed a process model of the determinants of parenting in which 
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he outlines that parenting is directly influenced by factors of the individual parent, the individual 

child, and the broader social context (like marital relationships, social networks and occupational 

experiences of parents at work). Likewise, Gupta, Featherstone, and White (2016) point out that the 

responsibility for problems in parenting is often placed solely on the parents, without any recognition 

of the significant impact of environmental and social circumstances on a person’s capabilities. In 

contrast of this restricted view, the Capability Approach (CA; Nussbaum & Dixon, 2012; Sen, 1999) 

acknowledges that “… people are not equally placed to realize their human capabilities arising from 

structural inequalities, such as class, ‘race’, gender and disabilities, and tackling these is central to the 

CA’s theory of social justice” (Gupta et al, 2016, p. 341). Therefore, the authors suggest that the CA 

provides a relevant framework in which, for instance, poverty and inequalities, are acknowledged as 

capability deprivators. In other words, problems in parenting are not merely caused by individual 

issues but also by problems of a society. With the CA this distinction becomes clear.

The attachment theory (Bowlby, 1979) is an example of a theory that links the quality of parenting 

with child outcomes. The theory explains the importance of a deep and enduring emotional bond 

between children and their parents, in which children are provided with safety and security, for an 

optimal social, emotional, and cognitive development. It is believed that the first five years of life is 

a critical period to form a secure attachment bond. This first attachment is considered acting as the 

prototype for future social relations, and therefore problems in early attachment (such as disruptions 

due to changes of primary caregivers or insensitive parenting) may have severe and long-lasting 

consequences (Bowlby, 1979; Consedine & Magai, 2003). 

Thus, although fully defining the complex concept of parenting is a utopian idea, there is a great 

amount of knowledge about parenting available that is widely acknowledged within the scientific 

community (Johnson et al., 2014). 

Parenting in the context of this study

In this paragraph we briefly outline our operationalization of the concept parenting in anticipation 

of the chapters in this dissertation in which we will present this in more detail (chapters 2, 4 and 5). 

First, we distinguish between the ability to parent and the capacity to parent. Ability to parent 

refers to the ability of parents to take care of their child on a basic level in direct interaction with the 

child at a certain time. It can be considered fundamental to parenting and entails core behaviors such 

as parental sensitivity. Basic principles include, for instance, responding adequately and promptly to 

infant cues, and providing affection and protection (Ainsworth, Blehar, Waters, & Wall, 1978 ). Therefore, 

the ability to parent is not a feature of the individual parent but a characteristic of the relationship 

between the parent and the child, since parenting is an interaction (Crittenden, 2005). Providing 

a good enough quality of ability to parent on a continuous basis in the long term, and in addition 

good quality of parenting on the indirect level, can be considered as the capacity to parent (Conley, 

2003; Vischer, Grietens, Knorth, & Mulder, 2017). In our study, we mapped ability to parent through 

an examination of atypical parental behavior by using the Atypical Maternal Behavior Instrument 

for Assessment and Classification (AmbiAnce; Bronfman, Parsons, & Lyons-Ruth, 1992) since parenting 
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1is a latent construct. The AmbiAnce is a coding system for assessing parental behaviors associated 

with disorganized attachment and is based on research showing that parental behavior toward 

a child is a major determinant of multiple child outcomes. Disorganized attachment is the lack of 

a consistent strategy of children to cope with stress, due to the failure of the caregiver to serve 

on a continuous base as a source of protection (Lyons-Ruth et al., 1999; Main & Solomon, 1986). 

Disorganized attachment is more closely associated with psychopathological outcomes later in life 

than other types of attachment that encompass a strategy (e.g., Carlson, 1998; Fearon, Bakermans-

Kranenburg, Van IJzendoorn, Lapsely, & Roisman, 2010; Lyons-Ruth & Jacobvitz, 1999; Van IJzendoorn, 

Schuengel, & Bakermans-Kranenburg, 1999). 

Interventions provided to parents in the context of family preservation generally have a similar 

primary aim (although not as explicitly defined as here). First, improvement in the ability to parent so 

as to reach a good enough level (which is the indispensable condition for good enough parenting), 

and following working towards the achievement of the capacity to parent. That is, supporting 

parents in finding strategies to provide at a continuously level under all circumstances adequate 

parenting. When parents are provided with an intervention, their capacity to change can be assessed 

to determine if parents are able to make substantial changes in their parenting. 

Expertise Center for Treatment and Assessment of Parenting and Psychiatry

Within the family psychiatry department of Mental Health Care Drenthe (GGZ Drenthe) in the 

Netherlands, it was observed that there was a growing demand for parenting assessments specifically 

in the context of permanency planning for infants and toddlers, while there was a lack of professionals 

and organizations providing such assessments. Attempting to bridge this gap, the family psychiatry 

department opened in 2009 the Expertise Center for Treatment and Assessment of Parenting 

and Psychiatry (in Dutch: Expertisecentrum voor Behandeling en Beoordeling van Ouderschap 

en Psychiatrie [in short: Expertise Center]). The main objective of the assessment-based inpatient 

intervention of the Expertise Center is to achieve permanency for the children in terms of a stable 

and safe living environment. Therefore, the key goal is to assess whether family preservation is in the 

best interests of the child. 

Since family preservation (in terms of family reunification or prevention of out of home 

placement) is the most favorable outcome, within the Expertise Center the aim is to improve the 

quality of parenting towards ‘good enough parenting’. In this study we defined good enough parenting 

in this context therefore as: “The parenting situation is considered good enough when consensus is 

reached between the teams of the Expertise Center, the applicant1, and the parents that the quality 

of parenting (as operationalized by the Expertise Center) has been improved during the intervention 

program in such a way that the risk for adverse development of the child, which has led to the 

1  Families are referred to the Expertise Center by child-protection workers, referred to as “family guardians” in 

involuntarily cases and as “case managers” in voluntary cases (henceforth, the term case managers will be 

used to refer to both types of professionals responsible for referring families to the Expertise Center).
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out-of-home placement, is eliminated” (Vischer, 2013, p.7). Working towards a timely placement 

decision and obtaining the consent of the parents are hereby considered essential conditions in 

order to provide children with permanency. In addition, a cornerstone of the intervention program 

is to establish positive working alliances with parents, since this is complicated but very important, 

as well to accomplish changes in parenting (Doran, 2016; Lambert & Barley, 2002). The aimed target 

population of the Expertise Center consists of families in complex and multi-problem situations with 

children aged 0-2 years2.

Evaluation of care

Right from the start of the Expertise Center the founder stated: “We need to know if what we do works. 

If not, we should do something different”. This seemingly ‘simple’ statement underlies the evaluation 

study reported here. In the design of the evaluation study of the Expertise Center we considered 

and integrated the following elements. 

First, evaluating an intervention fits the current climate in child welfare of Evidence-Based Practice 

(EBP) in which (a) individual clinical expertise, (b) the best available external clinical evidence from 

research, and (c) the clients’ preferences and values are integrated in order to improve client outcomes 

(Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996). The effectiveness of an intervention can be 

substantiated with different levels of evidential value and certainty. A model that is often applied in 

our region is the so-called ‘effectiveness ladder’ (Van Yperen, Veerman, & Bijl, 2017a). 

Second, since the program of the Expertise Center combines treatment and decision-making 

there is a variety of positive outcomes of the program. For example, when parents do not seem to 

profit from treatment (thus, showing no ‘capacity to change’), and a negative decision on family 

preservation is taken, resulting in permanency for the child in a foster family, this can be interpreted 

a positive outcome as well. Therefore, in the context of evaluation of the program of the Expertise 

Center it is important to both determine whether the treatment aim to improve quality of parenting 

is reached, as well as to evaluate the assessment outcomes. We therefore evaluate the research data 

from two perspectives: a) from a treatment point of view, and b) with a focus on assessment and 

decision-making. 

Third, with reference to the last perspective, studying the effectiveness of clinical decisions is 

difficult. Ideally, the question should be answered whether for each family ‘the right decision’ (in 

terms of good outcomes, both on the short and the long term) was chosen out of all alternative 

options (Spierts, Van Pelt, Van Rest, & Verweij, 2017). However, since it is impossible to know what 

would happen when another decision had been taken, and the outcomes become apparent only 

on the long term, answering this question is very difficult. In addition, numerous factors other than 

the placement decision are impacting the lives of children. Therefore, outcomes cannot be related 

exclusively to this key decision.

2  The Expertise Center exists of two clinics: “De Stee” for families with children aged 0-2 years, and “De Bron” for 

families with children from the age of three years old. The evaluation study addressed clinic De Stee. 
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1Furthermore, this question implies that there is always ‘a right decision’. However, within the child 

protection field decisions are, as explained before, mostly accompanied with risk for adverse outcomes 

due to the loss of essential principles (Munro, 2019). As a consequence, the reality is unfortunately 

that decision-making in this context is about picking the lesser of far from ideal options. We therefore 

assessed the decision-making in the Expertise Center on the quality of process aspects rather than 

answering the question whether the Expertise Center is indeed taking ‘the right decisions’. 

Fourth, we agree with Cash & Berry (2003) that there is a too narrow focus in research on family 

preservation services (FP services), since the prevention of out-of-home placement is typically used as 

a sole indicator of program success. Tully (2008) reviewed the literature on effectiveness of FP services 

and argues that it is important to answer the question ‘what works for whom?’ instead of the more 

prevailing question of ‘what works and what doesn’t work?’ which is typically answered with group 

comparisons in experimental research. In addition, while inclusion of the perspectives of parents in 

evaluation studies of interventions addressing parenting problems is recognized as essential (Lutzker, 

Bigelow, Doctor, & Kessler, 1998), usually quantitative methods are used to study the outcomes of 

interventions to fit the current climate of evidence-based practice (Fuller, Paceley, Schreiber, 2015; 

Russel, Gockel, & Harris, 2007; Tully, 2008). 

With these outlined elements to consider in mind, we designed an evaluation study to 

comprehensively evaluate the Expertise Center. Throughout the project we combined quantitative, 

qualitative, descriptive and explorative research on both group and case level. 

Objectives and research questions

Starting in 2013, the evaluation study was conducted in collaboration with the University of 

Groningen, aiming to:

• determine if the Expertise Center is reaching the intended program objectives:

- improvement of the quality of parenting

- establishment of positive working alliances with families

- achieving permanency through timely decision-making, consent of parents with placement 

decision and creating stability in the lives of the children. 

Furthermore, it was intended to improve evidence-based practice within the Expertise Center by 

gaining relevant knowledge about facilitating and hampering factors with respect to the assessment 

of parenting, in terms of:

• bottleneck analysis of the challenges (elaborating a theoretical framework)

• insight in target population; families with infants and toddlers in families in complex and multi-

problem situations wherein safety of children is a serious concern

• perspectives of parents about formal parenting assessments.   

The overall research question of this dissertation is: How successful is the Expertise Center in 

conducting parenting assessments, and what are facilitating or hampering factors? To answer this 

question, the project was guided by nine research questions.
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First, we aimed to construct a theoretical framework for our study. Our first research question was therefore:

1. What are challenges in the assessment of parenting in the context of permanency planning for 

infants and toddlers, and how can these be faced?

Second, we aimed to gain more insight in the treatment component of the intervention program of 

the Expertise Center by focusing on the topic of supporting families towards family preservation. We 

did so by studying a) the perspectives of parents on ‘what works’, b) the characteristics of the target 

population with an eye on treatment emphasis, and c) the quality and features of parenting among 

the target population. We therefore articulated the following research questions:

2. Does the Expertise Center succeed in establishing a positive working alliance between parents 

and professionals, and which of the approaches of the Expertise Center are considered beneficial 

or not according to parents?

3. What are the characteristics of the families referred to the Expertise Center upon intake, do they 

fit the target population as formulated by the Expertise Center?

4. What atypical parenting behaviors3 (and to what extent) are displayed by parents during the 

clinical phase of the program? Do these behaviors diminish during treatment, indicating the 

parents’ capacity to change?

Third, we aimed to gain more insight in various aspects of the assessment part of the intervention 

program in which decision-making plays an important role. We therefore studied a) characteristics of 

the inflow and outflow of families with respect to the phases of the intervention program (duration of 

decisions, reasons for termination and decision-makers), b) the link between the clinical decisions of 

the Expertise Center about family preservation and the quality of parental behavior, c) the agreement 

of families with the decisions made, d) the sustainability of the decisions on family preservation, and 

e) the evaluation of parents and case managers regarding the program provided by the Expertise 

Center. We did so with the following research questions:

5. What are the characteristics of the decision-making processes in the Expertise Center in terms 

of duration, reasons, and decision-makers? 

6. Is there a difference in (the development of ) atypical parental behavior2 between parents who 

have been given a negative recommendation concerning family preservation and parents who 

received a positive recommendation?

7. Does the Expertise Center succeed in accomplishing consent of parents with the decision on 

family preservation in the aftercare phase following the clinical phase of the program? 

8. Is there stability in the living environment of the children during the six-months follow-up 

period? Are there concerns regarding their wellbeing at the time of the follow-up?

9. What are the perspectives of the case managers who referred families to the Expertise Center 

with regard to the benefits and limitations of the intervention program? And how satisfied are 

parents with the intervention program? 

3  Parental behaviors assessed with the Atypical Maternal Behavior Instrument for Assessment and 

Classification (AmbiAnce).
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1Thesis Outline

Theoretical framework

Chapter 2 reports on research question 1: the challenges professionals in practice face in their task to 

assess parenting in the context of placement decisions among families in complex problem situations 

with young children. In addition, a framework of essential elements to adequately fulfill this task is 

presented resulting from an integrative review, as an attempt to help the practice field to face these 

challenges. This work can be considered as a theoretical fundament of the program of the Expertise 

Center. 

Supporting families towards family preservation

Chapter 3 addresses research question 2 and provides insight in whether the Expertise Center 

achieves to establish positive work alliances with the families, and perspectives on ‘what works’ in 

supporting families towards family preservation of the best experts available: parents who have 

participated in the intervention program of the Expertise Center. We present a conceptual model 

for the establishment of a positive working alliance between parents and professionals to promote 

change. 

Chapter 4 reports on research questions 3 and 4 by providing a thorough insight in the target 

population of the Expertise Center with the purpose of defining treatment emphasis, and to 

test whether the Expertise Center reaches the target population. Furthermore, the results of an 

examination of (changes in) parental behavior during the intervention program are reported here. 

Evaluation of decision-making

Chapter 5 presents outcomes regarding research questions 5 and 6. It sheds a light on the assessment 

component of the intervention program of the Expertise Center by providing the results of a trajectory 

analysis that we based upon the Decision-Making Continuum. In addition, it reports on a study in 

which the decisions about family preservation by the Expertise Center are are underpinned with 

empirical evidence about the quality of parental behavior.

Chapter 6 provides answers to research questions 7, 8 and 9. It reports on different aspects of 

decision-making within the Expertise Center, namely the consent of parents regarding the decision 

on family preservation, the sustainability of decisions in terms of stability in the living environment 

of the children, and perspectives about the assessment process of the professionals responsible for 

the referral of families to the Expertise Center and parents. 

Chapter 7 presents a final overview in which key outcomes of the evaluation study are linked 

together and interpreted as a whole on family level, in order to assess the successfulness of individual 

assessment trajectories. 
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Chapter 8 offers a general discussion, in which the outcomes of the studies that were presented in 

the previous chapters are critically reflected upon. Furthermore, we discuss limitations and strengths 

of the methodology.

Figure 1.1 provides a schematic overview of the dissertation. An overview of the flow of 

participants through the study is provided in the Appendix. 
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ABSTRACT

Since a substantial portion of infants and toddlers reenter care after reunification, the question of 

whether family reunification is feasible needs to be answered very cautiously. How parenting is 

assessed is of major importance in answering this question, but the quality of these assessments is 

often poor. With an eye to improving current practice, we conducted an integrative review, in which 

we analyzed the challenges related to the assessment of parenting vis-à-vis reunification and linked 

relevant knowledge from research with significant know-how from practice. The challenges appear to 

be embedded in the struggle to define (especially good enough) parenting and the complex context of 

child protection. As an answer to the challenges, the integrative review resulted in a framework of four 

key components required for sufficient parenting-assessment practice: (a) the use and development 

of expertise; and (b) providing families aiming for reunification with an intervention that is intensive, 

(c) flexible, and (d) organized as teamwork. Providing families with such an intervention gives them 

the opportunity to make substantial changes in their parenting and helps professionals assess the 

capacity of parents to grow to an acceptable level of caretaking for their child. Further implications 

for research and practice are discussed.

Keywords: parenting assessment, reunification, permanency planning, young children
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INTRODUCTION

The question of whether family reunification after out-of-home placement is in the best interest of 

the child is of great importance. How to answer this question is a central issue in child protection; 

among other factors, empirical studies on placement decisions and outcomes  –  specifically in 

relation to reunification  –  are still limited (López, Del Valle, Montserrat, & Bravo, 2013). The decisions 

related to the placement of children following out of-home-placement can be considered in the light 

of permanency planning, a policy aimed at providing children with continuity of relationships with 

a primary caregiver to establish lifetime family relationships (Biehal, 2007; Fernandez & Lee, 2013). 

Therefore, working according to this principle implies the placement of children as soon as possible 

from substitute care into permanent family homes. The return of children to their biological family 

is considered the most preferable situation. When this is not feasible, permanency may be achieved 

through adoption or permanent foster care placement (Maluccio, Fein, & Olmstead, 1986). 

Despite efforts to provide children with permanency within their biological family, a substantial 

portion of children reenter care after reunification (Frame, 2002; Miller, Fisher, Fetrow, & Jordan, 2006). 

Rates of reentry into care vary from 32% (Frame, Berrick, & Brodowski, 2000) up to 75% (Farmer & 

Wijedasa, 2013; Lutman & Farmer, 2013). The lack of permanency is likely to be especially harmful 

to infants and toddlers, since forming a secure attachment to a sensitive and responsive primary 

caregiver during the first years of life is crucial for optimal socioemotional development (Bowlby, 

1979; Leathers, 2002). Dozier, Stovall, Albus, and Bates (2001) noted, for instance, that it is plausible 

that a disruption in the relationship between a child and a primary caregiver results in disorganized 

attachment strategies on the part of the child. Children with this type of attachment problem display 

a breakdown in strategy during times of distress since they do not develop confident expectations 

regarding the availability of the parent in fulfilling their needs (Main & Solomon, 1990). 

The number of placement changes is an important factor to track and has been linked to negative 

outcomes (Stovall McClough & Dozier, 2004). For instance, multiple placement disruptions increase 

the risk that children will develop a profound incapacity to trust caregivers and will become severely 

traumatized as a result of ruptured attachment ties (Gauthier, Fortin, & J´eliu, 2004). Moreover, the 

stress of being moved has been associated with physiological changes to the central stress response 

system in the brain of young children (Fisher, Gunnar, Dozier, Bruce, & Pears, 2006). Furthermore, a 

considerable number of children reenter the child protection system due to subsequent maltreatment 

(Lutman & Farmer, 2013), which is an unacceptable situation since numerous adverse outcomes have 

been linked to child maltreatment (Burns et al., 2004; McDonald, Milne, Knight, & Webster, 2012; 

Teicher, Anderson, & Polcari, 2012). Re-abuse after reunification may add to the complex trauma of 

children (Clausen, Landsverk, Ganger, Chadwick, & Litrownik, 1998; Greeson et al., 2011). 

Research on decision-making in child protection has revealed that factors related to placement 

decisions are mostly linked to characteristics of the parents (Knorth, 1991; Shapira & Benbenishty, 

1993). Likewise, comprehensive information on parenting capacity is considered an essential aspect 

of the decision-making process regarding child protection measures (Biehal, 2007; Budd, 2001; White, 
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2005). Despite the importance of obtaining a clear and complete picture of the parenting situation 

to make a well-informed decision, parenting assessment is often insufficient (Ten Berge, Bartelink, & 

De Kwaadsteniet, 2011). This is problematic since there are indications that poor parental assessment 

is linked to failed reunification (Donald & Jureidini, 2004; Hess, Folaron, & Jefferson, 1992). 

Findings of studies on the quality of assessment practice have revealed that parenting evaluations 

are often carried out in one single session, take place in an office setting, and lack descriptions of the 

parents’ caregiving skills or relationship with the child (Budd, Poindexter, Felix, & Naik-Polan, 2001). 

Another striking finding is that psychologists are often requested to carry out parenting assessments, 

even though most of them are not trained in holistic parental assessment and are not specialized 

in child development, child maltreatment, or helping parents with specific needs (Azar, Lauretti, & 

Loding, 1998; Booth, McConnell, & Booth, 2006; Budd, 2001). 

In sum, while parenting assessment in the context of reunification of young children with their 

family is obviously significant, there is evidence that these assessments are likely to be poor quality. 

To improve practice, it is important to fully understand the challenges related to the assessment of 

parenting in this specific context. The purpose of this study is therefore to identify the challenges 

and answer the question of how these can be faced in terms of significant components of parenting-

assessment practice.

METHOD

This study is based on the guidelines of an integrative review (Tavares de Souza, Dias de Silva, & de 

Carvalho, 2010; Torraco, 2005). This methodology includes a synthesis of evidence on a given topic and 

a focus on the applicability of the knowledge available for practice. It is therefore considered as being 

an important tool of evidence-based practice. Torraco (2005) summarized an integrative literature 

review as “ . . . a form of research that reviews, critiques, and synthesizes representative literature on a 

topic in an integrated way such that new frameworks and perspectives on the topic are generated” 

(p. 356). In our study, we followed the phases of integrative review provided by Tavares de Souza, 

Dias da Silva, and De Carvalho (2010). The process they described starts with preparing the guiding 

question by defining a clinical problem and identifying necessary sources and themes of information 

(Phase 1). The next steps are searching (Phase 2) and evaluating (Phase 3) the available knowledge. 

Finally, the applicability of the data for practice is identified by synthesis (Phase 4). 

The research question we formulated in Phase 1 is twofold: Which challenges are present 

regarding the assessment of parenting in the context of reunification of young children, and how 

can these be faced? Logically, the answer to the first part of the question is basic for an answer to 

the second part. We therefore started with an analysis of the challenges by reading and categorizing 

the literature. We grouped the challenges into four categories: challenges related to the concept of 

parenting, assessment of parenting, young children, and reunification. The first category is about 

concept definition and operationalization, and the remaining categories refer to the specific context 
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of child protection. We then identified which fields of research were relevant sources for collecting 

data on possible solutions (as shown in Table 1). Since the analysis resulted in the identification of 

a large number of relevant fields of research, it became apparent that including every field in our 

literature study was not feasible. We therefore decided to focus on the main topic of our study: the 

assessment of parenting.

Table 2.1. Summary of challenges and relevant themes of research for solutions

Category Challenges Relevant themes

Concept Parenting

No universal definition: lack of actuarial 

instruments, defining good enough parenting

Parenting (models, frameworks, skills etc.)

Good enough parenting, minimal parenting 

competence

Parenting assessment/risk assessment

Parenting-assessment practice examples

Decision-making in permanency planning

Early child development (incl. children’s needs)

Needs of professionals in child protection/

child welfare

Reunification (incl. evidence of effective 

services, outcomes, factors related to 

successful and failed reunification, parents’ 

needs in relation to reunification, etc.)

Capacity to change

Interventions targeting parenting

Specific target groups (e.g., multi-problem 

families, parents with psychiatric disorders)

Foster care

Context Assessment

Clinical judgment: bias, discrepancies, and 

errors

Decision-Making: complex

Care vs. Control: e.g., difficulties in forming 

working relationship

Young children (0-2 years)

Limited time frame: time pressure

No/limited speech: information through 

observation

Safety issues

Reunification

Child protection: emotional, far-reaching 

decisions, obligatory poor working 

circumstances for assessors

Lack of specific services for reunification; 

implicit assessment practice

Significant change needed: time intensive, 

availability care

Parents in problematic family situations: 

specific knowledge required

Alternative placement: availability and quality 

Assessing parenting while children are out of 

home

In Phase 2, using the terms parent assessment, parent capacity, parent competence, and parent fitness 

in combination with the terms assessment, reunification, and permanency planning, we searched the 

databases PsychINFO, ERIC, MEDLINE, and SocINDEX for papers. Criteria were publications between 

2000 and 2014, English language, and electronic availability. The initial search yielded  –  after 
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removing duplicates  –  a total of 51 articles. We then selected the titles and abstracts by answering 

the following question: Does this publication possibly include knowledge that can be helpful in 

finding solutions to the challenges of parental assessment in the context of reunifying young children 

and their families? For 16 publications, this question was answered positively. Next, a Google search 

using the term parenting assessment yielded some highly relevant hits. Finally, some literature was 

added from the reference lists of the selected publications (same criteria except that we also included 

publications before 2000, if these were considered highly relevant).

In addition, we studied the intervention provided by the Expertise Center for Treatment and 

Assessment of Parenting and Psychiatry in the Netherlands (hereafter, Expertise Center). We included 

this practice example for several reasons. First, it could offer knowledge that potentially might include 

a solution to the challenges, and, second, it might be helpful in evaluating the applicability of 

knowledge for practice (Phase 4). Moreover, the Expertise Center could serve as a source of inspiration 

since it is a unique example of an inpatient, parenting-assessment intervention.

In Phase 3 (evaluating the data from the literature and practice), we focused on knowledge 

useful for improving parenting- assessment practices, taking into account the target group of families 

aiming for reunification with their young child. Second, the focus was on possible solutions to the 

challenges we identified in Phase 1. While reviewing the literature on the assessment of parenting, 

it became apparent that the knowledge could be arranged into three categories relating to the 

what, how, and who of parental assessment; namely, the content of the assessment, the methods for 

gathering information on parenting, and the role of the assessor. The literature review was therefore 

organized around these three categories.

Finally, in Phase 4, we linked together the challenges, the knowledge from the literature on 

parenting assessment, and the intervention offered by the Expertise Center. As a result, we identified 

four key components in a framework, which we believe to be essential for facing the challenges and 

improving the practice of parenting assessment.

Since there is no well-established format for organizing articles based on an integrative review 

(Torraco, 2005), we structured our article in line with the process described earlier. The results section 

is organized around the results of each phase. We first describe the challenges (Results, Phase 1). 

Second, we present the outcomes of the literature search on “parenting assessment” divided over 

three subjects: (a) the content of assessment, (b) information-gathering methods, and (c) the role 

of the assessor. In addition, we provide a description of the Expertise Center (Results, Phases 2 and 

3). Third, we present the results from synthesizing the data: a framework with key components for 

parenting assessment (Results, Phase 4).
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RESULTS: PHASE ONE 

Challenges

Evaluating parenting in the context of reunification of young children is complicated by several 

challenges. Our analysis shows (see Table 2.1) that these challenges originate in two issues: (a) the 

lack of a universal definition of parenting and (b) the highly complex context of child protection.

Parenting as a concept

Since parenting is a normative, dynamic, and culture-based construct, there is neither a universally 

accepted definition nor a concrete standard of what good enough parenting is (Azar & Benjet, 

1994; Budd & Holdsworth, 1996). As a consequence, actuarial instruments to measure the quality 

of parenting are lacking (White, 2005). This results in serious threats to the validity and reliability 

of parenting assessment methods since they are mainly based on clinical judgment and therefore 

open to bias, discrepancies, and errors (Choate & Engstrom, 2014; Kirkman & Melrose, 2014). Errors of 

human reasoning that cause bias in the decision-making process use, among other things, only the 

more memorable part of the information or information, which is either the first or last available to 

the assessor (Kahneman, 2011). For example, research has shown that judgments are often only very 

slowly revised, even when proof of the contrary becomes available (Munro, 1999).

Another issue due to the lack of reliable instruments is how to weigh the outcomes of 

parenting-assessment activities to conclude whether a certain outcome is or is not sufficient, taking 

into consideration the safety and development of the child involved (Budd, 2001; White, 2005). 

Furthermore, the lack of reliable instruments complicates tracing changes in parenting (Budd & 

Holdsworth, 1996); this is problematic since the extent and sustainability of changes achieved in 

parenting should be a prominent factor in the decision-making process concerning permanency 

planning (Harnett, 2007; Ward, Brown, & Hyde-Dryden, 2014).

Complex context of child protection

The second complicating factor is the highly challenging and complex context of child protection. First, 

the impact of an out-of-home placement on children as well as on parents is enormous. Parents report 

feelings of anger, distrust, intrusiveness, hopelessness, and denial due to the potential permanent loss 

of their children and the overwhelming legal concerns (Harris, 2012; Somervell, Saylor, & Mao, 2005). 

The possibility of termination of parental rights exerts immense pressure, which can cause a bias in the 

reactions of parents toward socially acceptable responses and behavior (Budd, 2001; Harris, 2011), and in 

noncompliance (Azar & Benjet, 1994; Harris, 2012).

This implies the significance of a collaborative relationship between the assessor and the family. 

Given the obligatory, forced, and emotional circumstances, when children and families enter the child 

protection system, cooperative relationships are not self-evident (Dumbrill, 2006; Ghaffar, Manby, & Race, 

2012). Assessors have to fulfill two very different roles in providing the families with both “care” and “control.” 

Parents are very much aware of the differences in power between themselves and the professional. They 
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value the use of this authority, if help is provided. However, if they perceive that power is used as a form 

of control, they evaluate it negatively.

Given the impact of their assessments, it is essential that professionals in child protection and child 

welfare services are well-trained and have easy access to relevant resources and support. However, 

professionals often work under poor circumstances (e.g., heavy caseloads, time pressure, and isolation), are 

provided with incomplete or low-quality information, have little or no supervision, and are not facilitated 

with relevant tools or instruments (Ansay & Perkins, 2001; Benbenishty et al., 2011; Child Welfare Information 

Gateway, 2011; Gambrill, 2008). These factors impair the quality of the decision-making process. For instance, 

not being provided with meaningful feedback on their decisions may force professionals to mainly use 

their unreasoned intuition when arriving at decisions instead of using and developing expertise and skilled 

intuition (Kirkman & Melrose, 2014). A lack of adequate measures has not supported children’s need for 

permanency as it pertains to attachment. Moreover, practitioners often lack knowledge about what works 

in which particular family context. This is problematic since this information is needed to determine the 

probability of contributing to improvements in the family situation (Kirkman & Melrose, 2014).

Another complication of the child protection context is the great uncertainty of the consequences of 

the decisions that need to be taken. Since the outcomes of out-of-home placement are not by definition 

positive (Heller, Smyke, & Boris, 2002) and not always available, each of the different options a professional 

can choose to achieve the goals of permanency planning entails a substantial risk for negative outcomes. 

The far-reaching effect of assessment may result in experiencing an overwhelming feeling of responsibility, 

which might lead to avoiding making a decision (Kirkman & Melrose, 2014; Miron et al., 2013).

Since placing children as soon as possible in a continuing and stable living situation is a key principle 

of permanency planning, policies within the child protection field regularly include time frames (Tilbury & 

Osmond, 2006). Although there is no consensus as to the exact length of appropriate time frames, in which 

decisions need to be made, there seems to be consensus that the younger the child, the shorter the time 

frame should be (Daamen, 2014). Another important time-related factor from an attachment perspective 

is the influence of the length of the out-of-home placement on reunification; the longer the separation, 

the more difficult reunification will become (Gauthier et al., 2004). Consequently, regarding infants and 

toddlers, professionals have limited time to make well-informed placement decisions. Finally, obtaining 

a clear and complete picture regarding parenting, while children are placed in foster or residential care, 

is almost impossible. When children are placed outside the home, immediately upon or soon after birth, 

parents have no chance to demonstrate or practice their parenting skills.

In conclusion, without consensus on a definition of parenting, the levels of uncertainty within parental-

assessment procedures are very high, entailing a potential risk for poor decision-making. Moreover, this 

results in difficult working circumstances for the professionals in this field (Kirkman & Melrose, 2014; White, 

2005), and the families in child protection remain ignorant of the conditions that they need to meet to 

receive a positive assessment. In addition, the context of child protection, in which these assessments are 

conducted, is highly complex due to numerous factors that potentially constrain good decision-making.
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RESULTS: PHASE 2 AND 3

Literature review

In our literature study, we focused on useful knowledge to improve parenting-assessment practices, 

for families aiming for reunification with their young child, in terms of possible solutions to the 

challenges described or of necessary ingredients of good practice. In this section, we will provide 

the results on the “what, how, and who” concerning the assessment of parenting. We will solely be 

presenting the findings at this point. Conclusions concerning these results will be drawn in the 

“Results, Phase 4” section.

Content of parenting assessment

First, conducting assessment to outline specific goals for intervention differs from assessment used 

to determine the necessity of a child protection measure (Budd, 2001). Therefore, a request for 

parenting assessment should include specific questions related to parenting, goals and purposes of 

the assessment, and a description of how the outcomes will be used (Budd & Springman, 2011). Azar 

et al. (1998) warned against a too constricted focus on parenting in evaluations and have reviewed 

existing models of parenting. These models are helpful in defining which domains of parenting are 

considered pivotal when assessing parents in child protection cases to form relevant questions, 

structure the assessment process, and obtain a holistic picture (White, 2005).

One well-known model is the Framework for the Assessment of Children in Need and their 

Families (Department of Health, 2000; Gray, 2002). Safeguarding and promoting the welfare of the 

child is the center of this pyramid-shaped model. The three sides of the pyramid represent the 

child’s developmental needs, family and environmental factors, and parenting capacity. The latter 

is constructed as the combination of basic care, ensuring safety, emotional warmth, stimulation, 

guidance and boundaries, and stability.

The North Carolina Family Assessment Scale for Reunification is a validated tool, specifically 

designed for reunification cases (Child Welfare Information Gateway, 2011; Kirk, 2012). The tool 

consists of 10 domains (environment, parental capabilities, family interactions, family safety, child 

well-being, social/community life, self-sufficiency, family health, caregiver/child ambivalence, and 

readiness for reunification), each consisting of different subscales. Using a 6-point rating scale of 3 

(serious problem) to 2 (clear strength), each of these subscales and overall domains can be assessed.

Farnfield (2008) proposed a theoretical model for comprehensive assessment of parenting after 

observing social workers experiencing significant problems in analyzing information collected for the 

assessment of parenting. He recognized professionals as caught in a “surface-static model” of parenting 

(Woodcock, 2003), and explained this as “ . . . one that looked at the surface of parental behavior and saw 

parents possessing intrinsic characteristics that were static and did not form part of a dynamic system 

capable of change” (p. 1077). His model is grounded in attachment theory and evolutionary psychology, 

with systemic thinking predominant. The model distinguishes between crucial dimensions of parenting 

applicable to all parents and modifying conditions that can influence parental behavior.
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Choate and Engstrom (2014) provided a list of elements relevant for determining good enough 

parenting based upon a literature review. They recognized, however, that it is impossible to construct 

a complete list of elements, considering cultural differences and the unique character of each family. 

Donald and Jureidini (2004) noted that it is important to be aware of the fact that no clear evidence 

exists concerning the individual relationship between the domains of these models at the level of 

separate families. Moreover, they argued for focusing on parenting capacity, explaining that this is the 

ability of parents to empathically understand and give priority to their child’s needs. They considered 

the responsibility parents take for the problematic situation leading to out-of-home placement as very 

valuable information in assessing the ability of parents to behave empathically with their children. 

In addition, parents should be able to acknowledge the fragility of their parenting. A motivating and 

cooperative attitude on the part of the parents vis-à-vis professional help is essential in compensating 

for the fragile parenting situation. For that reason, both the responsibility parents take for the past and 

their ability to reflect on themselves should be part of assessment following out-of-home placement.

Others have mentioned that the aim of assessment is to examine whether parents are capable 

of and willing to change their parenting and, in some cases, their lifestyle (Corby, Millar, & Young, 1996; 

Kennedy, 2002). Littell and Girvin (2005) confirmed that positive outcomes (e.g., reduction in the 

likelihood of re-abuse and out-of-home placement) are related to problem recognition, intention, and 

readiness to change. Budd (2001) reviewed the literature on parental fitness and concluded that there 

seemed to be consensus on two issues: (a) the parent’s capabilities and deficits in relation to being a 

parent, and (b) the relationship between parent and child. Accordingly, since parenting is relational, it 

is essential to relate behaviors and skills of the parents to the specific needs and characteristics of the 

child involved. Likewise, a common recommendation regarding parenting assessment is to assess the 

quality of the bond and interaction between parent and child (American Psychological Association, 

2010). Ansay and Perkins (2001) described a conceptual model of parent–child bonding, which 

can be used to focus on relevant indicators of involvement, commitment, and attachment during 

observations of the parent and the child to assess the parental bond. Furthermore, it is recommended 

that the strengths of parents and families also should be assessed in addition to their problems (Budd, 

2001; White, 2005).

In sum, the literature has provided meaningful guidance in relation to the aspects of parenting, 

which need to be addressed when families aim for reunification. Given the complexity of the concept 

of “good enough parenting,” expertise is required to fully understand the literature on this subject and 

to select the most relevant aspects of parenting in each assessment case.

Information-gathering methods

 White (2005) reviewed the literature on parenting assessment and outlined several methods for 

obtaining the information needed to form a comprehensive view of the quality of parenting. These 

include interviews with the parent and  –  if possible  –  with the child, psychological testing, review 

of the family’s file, using multiple informants, and observation of parent–child interactions. Each of 

these methods, however, is open to bias, and a clinical judgment is needed when interpreting the 
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outcomes. Moreover, the use of standardized instruments can provide information to the practitioner 

only in terms of improving the understanding of the family situation; the outcomes can never be 

directly related to a certain decision. It is therefore suggested that these procedures be combined to 

include different perspectives (White, 2005). With respect to every method, it is important to carefully 

select one based on the characteristics of the family. For example, linguistic barriers and cultural 

differences have to be addressed (Keller et al., 2004; White, 2005).

Booth et al. (2006) noted the risk of hidden discrimination toward parents with an intellectual 

disability. Since these parents are overrepresented in child protection, the lack of specific relevant 

knowledge on the part of the assessor can be very disadvantageous for them. For example, the 

lack of certain skills such as organizing and planning as well as having problems with memorizing 

appointments due to intellectual disability can be interpreted as lacking motivation (Booth & Booth, 

2004). Correspondingly, parents with serious mental illness can be at a disadvantage when their 

psychological status is used as a direct measurement of parenting, but their functioning as parents 

is not assessed (Risley-Curtiss, Stromwall, Hunt, & Teska, 2004).

In relation to observation, Barratt (2012) described the advantages of assessing multiple families 

together during intensive family days led by a team of professionals. She argued that assessing families 

in their home environment provides a limited view. For a more complete view of the parenting process, 

it is useful to observe families in multiple settings at different times. Whether parents maintain certain 

behaviors during the day, how they react in various (and perhaps challenging) situations (e.g., at 

mealtime and dealing with other families), and to what extent the information they provide to the 

professional workers corresponds to how they actually behave can be observed this way. Furthermore, 

the children’s reactions and behaviors provide very valuable information (Asen, Dawson, & McHugh, 

2001). Another advantage of observation is the opportunity to include nonverbal data in the assessment. 

This is especially important for parents who are verbally less competent (Holland, 2000).

Despite the advantages of observation, there are concerns related to generalizing the observed 

situation to a regular family environment, in the absence of a professional (Epstein, Baldwin, & Bishop, 

1983). In addition, it is important for observers to be well-trained and for a structured observation 

procedure to be used to reduce the risk of bias (Budd & Holdsworth, 1996). Furthermore, including 

objective and visible indicators, such as, for example, the type of food parents provide to their children, 

the appearance of the children, and the number of visits canceled by parents, might be a method for 

quantifying observations (to a certain extent) (Ansay & Perkins, 2001).

Although actuarial instruments for measuring the quality of parenting are lacking (White, 2005), 

assessment tools for measuring certain aspects of parenting are available. These tools have been 

developed to assess, for example, parent behavior, beliefs, stress, coping mechanisms, and discipline 

strategies. The tools can be helpful in the assessment process; however, attention needs to be paid 

to validity and reliability. Hurley, Huscroft-D’Angelo, Trout, Griffith, and Epstein (2014) reviewed 

parenting measures published between 1985 and 2009 to study their psychometric qualities. Some 

psychometric information was available for only 25 of the 164 measures identified, and only five of 

the instruments had strong psychometric properties.
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Tryphonopoulos, Letourneau, and Ditommaso (2014) reviewed the seven most commonly used 

observational-assessment tools, which focus on attachment and infant–caregiver interaction, such as, 

for example, the CARE-Index (Crittenden, 2005). These authors compared the instruments, and provided 

limitations and strengths. They concluded that one of the tools could not be recommended over another 

because all the tools differed in, for instance, feasibility of use, training required, and overall purpose of 

assessment. Researchers and professionals are therefore advised to carefully select appropriate tools by 

considering a number of important factors such as psychometric evidence and impact on the family.

As described earlier, it is important to assess the willingness to and capacity for change. Harnett 

(2007) suggested a method to assess this concept over a period of 4 to 6 months while parents are 

provided with an intensive intervention. To obtain direct measurements of change, a baseline of family 

functioning (parental and child functioning, and the interaction between parent and child) should 

first be set, as well as specific targets, as an answer to the family’s needs. Second, an intervention 

(which fits the goals to be obtained) should be provided to the family. During the intervention, goal-

attainment scales (Turner-Stokes & Williams, 2010) can inform professionals about the ability of the 

family to make changes.

Summarizing, several key messages have arisen from the literature on methods that address 

different aspects of parenting. First, combining methods, using different perspectives, and taking 

into account the unique characteristics of families are essential to obtain a holistic view of the family 

situation. Second, thorough observation generates valuable and profound information about family 

functioning. The implementation of these recommendations can be facilitated by a third suggestion: 

providing families with an intervention that is intensive and flexible to assess the parental ability to 

change.

Role of assessors

In a number of studies, the role of the assessor in the decision-making process was explored. These 

studies have pointed to the influence of personal values, beliefs, and experiences of professionals as 

to how they interpret the information and the way they arrive at decisions (Benbenishty et al., 2015; 

Benbenishty, Osmo, & Gold, 2003; Gambrill, 1997). For example, Davidson-Arad and Benbenishty 

(2008) found, in a study using vignettes, that views of professionals about the effectiveness of foster 

care were associated with risk assessment and decision about removal. A positive attitude toward 

foster and residential care was related to both a higher risk assessment and the decision to remove 

the child from the biological family. However, no differences were found between the “pro-removal” 

and “anti-removal” groups concerning the decision about reunification. Both groups preferred the 

continuation of a 2-year placement to reunification.

Variations in decision-making, as described in the preceding section, can occur both within and 

between professionals and are indicators of poor reliability and bias. This is considered to be one of 

the foremost problems faced in the field of child welfare decision-making (Ruscio, 1998). However, 

Davidson-Arad and Benbenishty (2008) noted that variation among professionals can improve the 

quality of decision-making in child protection. Decision-making in a group embodies different voices 
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and therefore forces team members to reflect on their own underlying attitudes and beliefs when 

making decisions, which is crucial in reducing bias, errors, and pitfalls. According to these authors, by 

including multiple attitudes and arguments, the ultimate decision will be grounded upon a broader 

exploration, in contrast to individual decision-making.

Second, there seems to be an overemphasis on assessment compliance, and interpreting this as 

an indicator of competence/incompetence in parenting. In other words, when parents are seen as 

not willing to cooperate with assessment procedures, they are perceived as unwilling to change and 

as incompetent caregivers, and vice versa (Corby et al., 1996; Harris, 2012; Holland, 2000). It should 

be no surprise, therefore, that the level of cooperation with the child protection worker is associated 

with decisions related to child protection measures. In a study by Davidson-Arad (2001), for example, 

the level of cooperation was one of the three factors related to the decision of professionals about 

whether to remove the child from the home (see also Shapira & Benbenishty, 1993).

However, for both professionals and families, the coercive character of child protection is far 

from ideal for building a trustful relationship. It is helpful when assessors are aware of the issues 

parents might have in cooperating with them. Harris (2011, 2012) suggested changing the focus 

from formal assessments of compliance to an assessment practice, in which principles of responsive 

regulation theory are used. The aim of responsive regulation is to systematically support families in 

cooperating on a voluntary basis, with authorities in a coercive context. Examples of these principles 

are responding in a more flexible way to the needs of the families, offering alternative methods, and 

using noncoercive approaches to positively and meaningfully engage parents in the assessment 

procedure (Braithwaite, 2002).

In sum, the literature reviewed has indicated a substantial influence of the traits of the assessor 

on the assessment process. Shared decision-making, for example, by organizing professionals into 

assessment teams, is suggested to improve the quality of the decision-making process. Another 

important message is to find ways to positively engage parents in the assessment process.

Practice

In addition to information from the literature, we reviewed the intervention of the Expertise Center to 

include practice-based knowledge. In what follows, we will provide a description of the intervention.

Aim and target group

The Expertise Center for Treatment and Assessment of Parenting and Psychiatry was set up in 2009 as 

part of Mental Health Care Drenthe (in Dutch: GGZ Drenthe, n.d.). The goal of the assessment-based, 

inpatient intervention is to improve the parenting situation and to assess whether family reunification 

is in the best interest of the child. Working toward a timely placement decision and the consent of 

the parents are considered essential here to prevent harming the children due to disruptions in early 

relationships with primary caregivers and insufficient parenting. The Expertise Center is a last-resort 

solution in an attempt to preserve families since admission is considered a great violation of private 

family life (GGZ Drenthe, n.d.).
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The treatment provided is based on various principles, theories, and methods regarding parenting, 

family-system therapy, attachment, and trauma recovery. The Expertise Center places building a 

trustful relationship with families at the heart of their working methods, using techniques from De 

Shazer’s (1985) Solution-Focused Brief Therapy. It is assumed that resistance on the part of the parents 

is nonexistent since each parent is motivated by a wish to be reunited with his or her child. Instead, 

in their behavior, parents provide the workers with information and feedback on the effectiveness 

of the care and support that they are provided with. For this reason, a broad range of methods, 

techniques, and interventions is offered to tailor the program to the unique needs and characteristics 

of the families.

The target group of the Expertise Center consists of families who are aiming either to be reunited 

with or to avoid an out-of-home placement of their child (0–2 years). The families who are being 

referred can be characterized as families living in a chronically problematic situation (Tausendfreund, 

Knot-Dickscheit, Schulze, Knorth, & Grietens, 2016), typically experiencing problems, such as substance 

abuse, domestic violence, and problems with housing, the authorities, and mental health, while 

having few resources (Marsh Ryan, Choi, & Testa, 2006).

Intervention structure

The professionals of the Expertise Center are organized in an outreach team and a team of family 

tutors working in the clinic. The teams are supported by a psychiatrist, a clinical psychologist, and a 

family therapist. Families are generally referred by their family guardian.

The intervention starts with a 2-hr intake, in which the family, the applicant, and an intake 

team (existing of an outreach family worker, a psychiatrist, a family therapist, and a mental health 

psychologist) of the Expertise Center try to find out if the care offered fulfills the family’s needs. If 

this is the case, a preparatory phase will start, in which an outreach worker of the Expertise Center 

will support the family.

In this phase, the parents will stay in the clinic (in cases of out-of-home placement without 

children) for 2 weeks, so they and the team of family tutors can discover if they will be able to build 

a collaborative working alliance. Second, a “Signs of Safety” meeting (Turnell & Edwards, 1997) will 

be organized to involve both the professional and the social network. Subsequently, the contact 

between parents and their child is expanded, and treatment goals are formulated by the parents and 

their applicant, resulting in a family care plan. After the preliminary phase, the family will be admitted 

to the clinic for a period of a maximum of 16 weeks, from Sunday until Friday afternoon. In some cases, 

this period can be extended by a maximum of 4 weeks, resulting in a stay in a “socio-home” near the 

Center to prepare the transition from the Center to the home or in cases where the team has major 

doubts around making a decision regarding reunification.

In the first period of the inpatient phase, the family tutors intensively invest in building up a 

trusting and collaborative relationship with the parents. Therefore, their main focus is on the successes 

of the family. The team works as transparently as possible. Parents are allowed to read and react to 

the daily observation reports by the workers. The family tutors are not informed about the family’s 
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background, and they do not read the family’s file, to avoid bias (GGZ Drenthe, n.d.).

There is room for a maximum of seven families in the clinic. Every family has one or two bedrooms; 

the remaining spaces are shared with the other families. This gives the family tutors the opportunity 

to observe frequently and in different situations (e.g., during mealtimes, play, and putting the child 

to bed). Cameras are present to safeguard the children (and parents).

Following a fixed program, a range of activities and group sessions is provided, in which the 

families are expected to participate. Parents are urged to participate in the sessions by inviting 

them to contribute subjects related to their interests and needs. During the weekends, the families 

return home to practice their new skills in their natural environment. During the first four weekends, 

children usually return to their foster family. If, after 4 weeks, the applicant still has safety concerns 

regarding the child returning home with the biological parents on the weekend, the intervention 

will be terminated. This is considered an indicator that change is happening too slowly to reunify the 

child within the 16-week period of treatment (GGZ Drenthe, n.d.).

Assessing parenting by process evaluation

Every week, family processes are evaluated in a team meeting. Every team member is asked to assess 

the progress of the family process on a scale from 0 to 10, based on the family’s treatment plan, and 

to motivate his or her assessment. The welfare and safety of the children are uppermost in these 

meetings. Therefore, the level of safety for each child is scaled by every team member. In case of an 

average score of 3 or less, treatment (working on the goals in the treatment plan) will be put on hold, 

and full attention given to improving the safety level with the family.

In Weeks 4 and 10 of the stay in the clinic, the care and treatment process of the family is 

evaluated in a case conference. During this meeting, the goals of the care plan are evaluated, and in 

case of progress, the goals are updated. If there is too little improvement, the intervention will be 

terminated.

When a family is still participating in the intervention after the second evaluation, the question 

of whether reunification or long-term foster care is in the best interest of the child will be answered 

just before the final evaluation in Week 14. During the final evaluation, the Expertise Center will inform 

the family and the applicant about the conclusion. In cases where the professionals of the Expertise 

Center assess a parenting situation as inadequate, the aim is to help the parents understand and 

accept this recommendation. In addition, the Expertise Center will explore with parents and the family 

guardian what role parents can fulfill in the lives of their children (GGZ Drenthe, n.d.).
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RESULTS: PHASE 4 

Framework

As the results of Phase 1 indicate, several challenges are related to the comprehensive assessment of 

parenting, in the context of reuniting families with their young child, due to a lack of clarity concerning 

the concept of parenting and the complex context, in which these assessments take place. The results 

of Phases 2 and 3 demonstrate that the literature as well as the practice of parenting assessment 

contains valuable knowledge that can be used to face these challenges to improve current practices. 

However, implementation of this knowledge into practice is far from easy. For instance, the question 

arises of whether a comprehensive observation of families and the building of a trusting working 

alliance with parents are compatible with time pressures, the obligatory character of the assessment, 

and children being placed in foster care.

Against this background, we developed a framework (Figure 2.1) of four significant components 

(expertise, intensity, flexibility, and teamwork) in the final phase of this integrative review. The main 

idea of the framework is to create a practice context in which necessary ingredients are present to 

conduct comprehensive parenting assessments in the context of reunifying young children. The first 

component that we will explore concerns the contribution and development of expertise. Second, we 

argue that every family aiming for reunification and in the process of parenting assessment needs to 

be offered an intervention to assess the ability to change (Harnett, 2007). Three key features of such 

an intervention should be intensity, flexibility, and teamwork.

 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Figure 2.1. Framework of key components to improve parenting assessment practice 
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Figure 2.1. Framework of key components to improve the parenting-assessment practice

Expertise

The literature search on the content of assessment of parenting yielded a large number of 

different descriptions, frameworks, and models of the concept of parenting. This variety clearly 

demonstrates a lack of consensus. The great variety of efforts to unravel the concept of parenting 
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constitutes the potentially confusing information that professionals have to deal with. Given this 

complexity, expertise is vital in selecting, interpreting, and implementing the relevant knowledge 

into practice.

We stress that organizations that conduct assessments need to develop a working definition 

relevant and suited to the context of the organization and its clients, taking into account the 

cultural, dynamic, and normative nature of parenting. For example, the working definition of 

good enough parenting relevant for the Expertise Center has been defined by Vischer (2013) as:

The parenting situation is considered good enough when consensus is reached between 

the teams of the Expertise Center, the applicant, and the parents that the quality of parenting (as 

operationalized by the Expertise Center) has been improved during the intervention program in 

such a way that the risk for adverse development of the child, which has led to the out-of-home 

placement, is eliminated. (p. 7)

Being more explicit about how parenting is defined, which domains should be assessed, and 

how these domains relate to concrete parenting behaviors reduces the level of uncertainty and 

lack of clarity within parenting-assessment practice. Using a recognizable working definition of 

parenting throughout the assessment procedure will help keep clear communication between 

the parties and help structure the evaluations.

Similarly, although the knowledge available about information-gathering methods and 

the role of the assessor are very meaningful, it does not offer instant solutions to the challenges 

defined in the first phase of the integrative review. Most of the recommendations and guidelines 

reported in the literature are accompanied by caveats concerning common pitfalls and 

complicating factors, which all need to be addressed. For example, decision-making plays a 

central role in assessing parenting and is a highly challenging objective. To make full use of the 

literature, expertise in terms of translating theory into practice becomes key. For these reasons, 

we defined expertise as the first key component of the framework and emphasized its relevance 

in three domains: the concept of parenting, the assessment process, and the target group 

(e.g., parents with a disability or psychiatric disorder). Furthermore, this component includes 

the development of expertise through evaluating the outcomes of assessment practice since 

empirical evidence is lacking.

A specialized practice initiative such as the Expertise Center decidedly represents this first 

component. Moreover, since the Expertise Center is not part of the Dutch child protection 

services, it holds a neutral position vis-à-vis parents and the child protection services, who often 

end up in a deadlock concerning collaboration in the assessment procedure.

Intensity

The second component in the framework is twofold and relates to (a) intensity in terms of work, which 

compresses the treatment with the families and outcomes into a shorter time frame; and (b) intensity 

of the treatment provided, resulting in a multidisciplinary assessment practice in which different 

methods are available and thorough observation is possible. The intensive nature of the inpatient 
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intervention of the Expertise Center provides more time compared to other assessment methods. 

As shown in the analysis of challenges and the literature review, time is an essential condition to 

sufficiently assess parenting for several reasons.

First, time is needed for thorough observation, obtaining a holistic view of the family situation, 

and building a collaborative relationship between families and professionals. Furthermore, families are 

obliged to make a significant change in their parenting to be reunited with their children. Making such 

a change—and being able to observe such a change—takes time, especially for parents with learning 

difficulties (Booth et al., 2006). Taking into account the characteristics of families aiming for reunification, 

it also takes time to unravel the complex family situation, including the  interactions,  behaviors,  and  

multilayered  influencing  factors (Bodden & Deković, 2010; Ghesquière, 1993). In addition, time is 

needed to gradually build up contact between children and their parents after out-of-home placement.

Regarding infants and toddlers, attachment theory is a well-established theoretical foundation 

for the significance of timely decision-making (Tilbury & Osmond, 2006). In the first 3 years of life, 

children develop attachments with their caregivers throughout different stages (Bowlby, 1979). Multiple 

placements as a child are a risk factor for experiencing problems as an adult when it comes to forming 

relationships, and long-term emotional and behavioral problems (Stovall-McClough & Dozier, 2004).

The intensive character of the intervention in the Expertise Center has more advantages such as 

providing the thorough observation needed for a holistic and reliable view of the parenting situation 

(Barrat, 2012; White, 2005). Observation of typical parenting situations at different times and in a natural 

environment is considered essential for a complete picture (Barrat, 2012). By admitting families into a 

clinic, family structures, relationships, interactions, skills, and behaviors of both parents and children can 

be observed very closely. Moreover, in what way and to what extent parents’ psychological or psychiatric 

problems impact their parenting becomes clear.

Finally, due to the intensity of the intervention, parents have many opportunities for informal 

conversations with the family tutors, for example, while cooking or in the evening when children are 

in bed. It is likely that more reliable information on the parenting situation will emerge this way, as 

compared to highly formal meetings that can be very stressful for families (Harris, 2011).

Despite the advantages of inpatient care, the very structured environment—in which a broad 

network of both professionals and other families is present and available at almost all times (even at 

night)—is likely to be very different from the family’s own home situation. The suggestion is therefore 

to gradually work during the intervention toward an assessment context that is more similar to the 

home situation. As for the Expertise Center, this is organized by the weekend return of the families to 

their own homes and to the socio-home.

Flexibility 

The intervention offered by the Expertise Center is flexible. This is an important feature for high-

quality assessment practice. First, the characteristics of families aiming for reunification are taken 

into account: Treatment for this target group needs to be flexible to fit the unique characteristics 

of the parents and children involved, and to face the interrelated problems that these families are 



41

2

experiencing. Moreover, tailoring care to the unique needs of the families supports the central 

principle of responsive regulation (Harris, 2011), which is considered helpful for encouraging families, 

who are in a coercive context, to voluntarily cooperate with assessment procedures (Braithwaite, 

2002). Regarding the impact of assessment compliance on decisions in child welfare (Corby et al., 

1996; Harris, 2012), positively engaging families is vital.

Another important factor involves the threats of bias due to the inevitable use of clinical 

judgment. Flexibility of the assessment intervention makes it easier to combine different methods 

and information sources appropriate to the family’s characteristics. Combining different information-

gathering methods is recommended to avoid a restricted view of parenting (White, 2005).

Teamwork

The literature has shown that collaborative relationships between professionals and families are 

highly important, but far from easily attained due to the emotional and coercive context. Teamwork, 

as organized within the Expertise Center, provides several helpful conditions for building effective 

relationships. An important advantage, for example, is that families are not dependent on one single 

professional. To a certain extent, parents have the opportunity to work with the professionals who 

fit them best.

Second, the decision about whether to recommend reunifying the family is not made by 

the professionals who work closely and on a daily basis with the families (the family tutors). The 

psychiatrist, the clinical psychologist, and the family therapist make this decision based on the 

information they receive from the team. The family guardian (and in some cases, a judge) decides 

whether to adopt the recommendation of the Expertise Center. This factor is likely to have a positive 

impact on the cooperation between families and professionals since the latter seem to be perceived 

as less threatening by the families (Harris, 2011).

Another advantage of teamwork is that the professionals of the Expertise Center are forced to 

reflect on their interpretations of their observations during team meetings, where the processes of 

the families are evaluated by assessing their treatment goals. This way, observations are made explicit 

and can be sharpened. This procedure likely raises professionals’ awareness of the fact that their 

personal values and experiences might be impacting their interpretations (Benbenishty et al., 2015). 

This is helpful in reducing bias in the decision-making process (Davidson-Arad & Benbenishty, 2008).

Some other advantages of group decision-making are sharing relevant information and 

expertise, more structured decision- making, and critical evaluation (Jehn & Shah, 1997). Bartelink, 

Van Yperen, and Ten Berge (2015) studied methods of decision-making in child maltreatment, and 

recommended combining structured and shared decision-making to improve the quality of the 

decisions. Finally, by working in a team, the professionals of the Expertise Center are not burdened 

with making the ultimate decision, solely on their own, concerning the reunification. This might be 

a helpful factor in situations where making decisions is avoided or postponed (Kirkman & Melrose, 

2014; Ward, Munro, & Dearden, 2006).
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DISCUSSION

Evidence on the inadequacy of current parenting-assessment practices in the context of permanency 

planning, and the potential harm suffered by children as a result, stresses the need for an improvement 

of the field. The principal objective of this integrative review was therefore to identify the challenges 

related to the assessment of parenting in the context of reunification, with a primary focus on the 

highly vulnerable group of infants and toddlers.

First, analysis of the challenges shows that the search for relevant evidence in the literature is 

complicated because a broad range of themes and research fields are relevant, and different terms 

are used for identical or overlapping concepts. Moreover, the literature on parenting assessment 

provides a large number of policies, guidelines, models, and recommendations, but very little 

empirical evidence. This resulted in difficulties in defining search terms and in determining strict 

inclusion and exclusion criteria for the literature review. As a consequence, the literature review was 

not a systematic overview of all the evidence and knowledge available.

Second, we aimed to find an answer concerning how these challenges can be faced. We 

established an answer in terms of a framework of significant components for a sufficient parenting 

assessment. This way, we attempted to translate a large amount of knowledge into clear, useful 

recommendations to improve current practices. Defining key components allows all types of 

parenting-assessment practices to develop programs suited to their specific context. This is consistent 

with the principles of an integrative review focusing on putting knowledge into practice (Tavares de 

Souza et al., 2010). Although the method is considered an important tool for evidence-based practice, 

it is not commonly used in the field of child welfare. With this article, we have shown this method 

also to be applicable to this field.

Third, a key conclusion of the literature review on the assessment of parenting is that it is a 

highly specialized assignment and that expertise on multiple levels is essential to perform high-

quality assessments, which can serve as a sound basis for placement decisions. The evidence of 

the shortcomings in current parenting-assessment practices (e.g., assessors lacking knowledge of 

parenting assessments, and failing to include information on the relationship between children and 

their parents) is significant. Organizations and professionals who are conducting parenting evaluations 

need to recognize that this kind of assessment is not a simple task. Our conclusion stresses the need 

for practice initiatives, like the Expertise Center, that provide specialized services.

Fourth, another conclusion that can be drawn from the literature review is that assessment in 

the context of reunification should always include a treatment component, in which both parents 

and children participate. Providing families with an intensive intervention program gives them 

the opportunity to make substantial changes in parenting, and helps professionals conduct a 

comprehensive assessment of the capacity of parents to change and to grow to an acceptable level 

of caretaking for their child (Harnett, 2007). In this light, the combination of assessment and treatment 

along with the use of process evaluation by the Expertise Center is an important example of how 

this can be organized in practice.
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Fifth, when organizing treatment for families aiming for family preservation, overriding attention 

needs to be paid to the needs and safety of the children during the decision-making process; their 

well-being should always be prioritized over the interests and wishes of the parents (Kalverboer & 

Zijlstra, 2006). During the intake, therefore, it should become clear whether the intervention, taking 

into account, for instance, the level of supervision, is suitable for the family involved and whether the 

likelihood of success is substantial. In addition, the intervention should be available short-term, and 

the treatment duration should be limited to achieve a timely conclusion.

Sixth, although the intensity of the inpatient intervention at the Expertise Center provides time 

and enables thorough observation, in reunification cases it also implies a placement of the child 

from foster care back to the biological family (initially on a temporary base) in a substantial number 

of cases. Actually, when parents fail to improve parenting within an acceptable time frame, children 

will reenter care. This seems contradictory to the principles of permanency planning and the evidence 

on the consequences of multiple placements (Gauthier et al., 2004). Therefore, three paramount factors 

need to be taken into consideration before placing children with their parents in a treatment setting. 

First, as mentioned earlier, the chances for success need to be substantial. Second, it needs to be 

clear to all parties that the inpatient intervention will lead toward a permanent placement decision. 

Third, the decision should be fully facilitated and supported afterward to prevent breakdown and to 

achieve permanency. In conclusion, temporary placement is solely acceptable when the chances for 

permanency, preferably with the biological family, will be increased.

A  recommendation  for  future  research  is  the  evaluation  of practice  initiatives  in  which  the  

key  elements  of  the  framework are  present,  focusing  on  short-term  outcomes  (e.g.,  duration  

of placement  decision  after  out-of-home  placement)  as  well  as  on long-term  outcomes  (e.g.,  

placement  stability,  quality  of  attachment relationship between child and primary caregiver). The 

outcomes can inform us about the quality of the framework and help to further develop expertise 

vis-à-vis what works in the context of parenting assessment and reunification.

In conclusion, we believe the framework of key components for a sufficient parenting-assessment 

practice supports the improvement of current practices. We recognize that the framework is not an 

instant and simple solution for the complexity of the issues related to the assessment of parenting, but 

it is a serious attempt to guide improvements toward a more than good enough parenting-assessment 

practice.
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ABSTRACT

The working alliance between families and professionals within the context of child protection faces 

substantial challenges from a variety of factors, but it plays an important role in accomplishing positive 

outcomes. To gain insight into what works when establishing positive working alliances between 

parents undergoing formal parenting assessments and professionals, we interviewed 22 parents 

about their experiences with the intervention program of the Expertise Centre for Treatment and 

Assessment and Psychiatry (Expertise Center) in the Netherlands. The majority of parents considered 

the approaches used by the Expertise Center to build positive working relationships with families 

effective. A central theme identified within the study concerns the importance of a connection 

between parents and professionals. Characteristics of professionals that parents identified as 

promoting a sense of connection include humanity, respectfulness, availability and responsiveness, 

and good communication skills. A sense of connection can help parents develop a relationship of 

trust in which they eventually feel safe enough to share their stories, insecurities, questions, emotions, 

and thoughts, all of which play an important role in achieving change within the family. Parents 

valued individual conversations with professionals with whom they felt connected over specific 

intervention content (e.g., group activities). They identified several strategies applied by the Expertise 

Center professionals as having helped them to make changes in their parenting. We organized all 

key themes into a conceptual model for establishing a positive working alliance to promote change. 

Keywords: working alliance, child protection, parent perspectives, parenting assessment, parenting 

intervention
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“Policies and programs don’t change 
parents, people do.”

(adapted from Bruce Perry)

INTRODUCTION

The assessment of parenting capacity within the context of permanency decisions regarding the living 

conditions of children is an important and highly complex task within the field of child protection 

(Budd, 2001; White, 2005). One difficulty has to do with the conflicting situation in which parents need 

to be compliant in cooperating with the assessors – often within an involuntary context – while the 

outcome of the assessment procedure could potentially result in the permanent removal of the child, 

or even in the termination of parental rights. Professionals also face conflicting circumstances when 

conducting parental assessments. In many cases, they must simultaneously fulfil the roles of assessor 

and care provider (Platt, 2008). More specifically, they must both regulate and support the family at 

the same time (Marcellus, 2005), directing them toward family preservation (i.e., the prevention of 

out-of-home placement or promoting reunification following a previous out-of-home placement). 

Consequently, the establishment of an effective working alliance (Bordin, 1979) between families 

and professionals within this context is not self-evident, and it is highly complicated. This situation is 

problematic for several reasons, including the fact that the two parties are dependent on each other 

with regard to completing an adequate and effective assessment (White, 2005). 

Research has shed some light on the experiences of parents involved in the child-protection 

system. For instance, several studies have reported negative effects of child-protection measures 

(either potential or actual) on parents, including overwhelming feelings of anger, denial, hopelessness, 

uncertainty, and anxiety (Cooper & Lees, 2015; Gockel, Russell, & Harris, 2008; Kapp & Propp, 2002; 

Somervell, Saylor, &Mao, 2005). Furthermore, in a study by Harris (2012), parents reported experiencing 

formalistic assessments as highly intrusive, due to the investigative, coercive, threatening, stigmatizing, 

and shame-inducing nature of the procedures. As demonstrated in these studies, the emotional impact 

of such experiences on parents is quite likely to influence the validity and reliability of assessments (Budd, 

2001; Carr, Moretti, & Cue, 2005). For example, they may result in non-compliance  –  which assessors 

often interpret erroneously as indicating that the parents are unwilling to change (Holland, 2000)  –  or, 

in contrast, feigning cooperation (Harris, 2012). The occurrence of such issues can cause placement 

decisions to be based upon incomplete and inaccurate information, thus increasing the risk of negative 

outcomes (e.g., unwarranted out-of-home placement, placement breakdown, and/or re-abuse).

The perspectives of professionals working within the field of child welfare have been studied 

as well. Davies (2008) explains that child-protection workers are charged with protecting all children 

included in their caseloads. To fulfill this mandate, they must rely on the parents to safeguard the 

children, even though the parents are simultaneously a source of potential danger. As argued 
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by Davies, the dependency arising from this paradoxical situation affects the establishment of a 

working alliance based on reliance. Moreover, the assumption that child-protection professionals 

are charged with ensuring the welfare of children leads to a common – albeit unrealistic – belief 

and expectation that they are able to prevent child maltreatment (Davies, 2008). It is therefore not 

surprising that practitioners within this field face similar intense, negative emotions, including anxiety 

(Waterhouse & McGhee, 2009), fear, despair and rage (Ferguson, 2017). The negative feelings of child-

protection workers are also related to the weight of complex decision-making under far less than 

optimal circumstances (Hingley-Jones & Ruch, 2016), characterized by high levels of uncertainty 

(due to incomplete information), time pressure, and the risk of far-reaching negative consequences 

for the families involved (O’Sullivan, 2019). Furthermore, in view of the aforementioned negative 

experiences of parents involved in the child-protection system, practitioners face a considerable 

challenge when attempting to engage parents in the assessment process and to build a relationship 

of trust (Chapman, Gibbons, Barth, McCrae, & National Survey of Child and Adolescent Well-Being 

Research Group, 2003; Kapp & Propp, 2002). 

The issues outlined above from the perspectives of both parents and professionals within the 

field of child protection obviously have a major impact on the quality of the working alliance between 

these parties. They can potentially lead to a counter-productive, adversarial, hostile relationship based 

on distrust and fear between professionals and parents (Davies, 2008). This is problematic, given 

existing evidence that the quality of the working alliance is a robust predictor of treatment outcomes 

(Doran, 2016; Lambert & Barley, 2002), and given that both parents and practitioners have identified 

the critical role of relationships as contributing to the effectiveness of FP (family preservation) services. 

For instance, establishing a good working alliance through talking, listening, expressing empathy, 

being willing to understand, and demonstrating unconditional positive regard appear to have a 

greater impact on client satisfaction than does the use of any specific intervention model or technique 

applied by professionals (Gockel, Russell, & Harris, 2008; Howe, 1998; Russell, Gockel, & Harris, 2007). 

Parents appreciate an accepting, non-accusatory, and supportive stance. In a study by Russell, Gockel, 

and Harris (2007), such attitudes were associated with an increased sense of self-worth. Other studies 

have highlighted the importance of availability and responsiveness on the part of practitioners with 

regard to a positive working alliance (Coleman & Collins, 1997; Drake et al., 1995; Kauffman, 2007). 

In a qualitative evaluation study designed to explore the perceptions of families voluntarily 

receiving child-protection services (CPS) based on a differential-response (DR) approach, a positive 

and emotionally supportive relationship with caseworkers was identified as the most highly valued 

aspect of this approach. The DR approach reflects a transition in CPS services from traditional 

investigations in response to reports of maltreatment to a family-centered approach to assessment 

and the provision of services (Fuller, Paceley, & Schreiber, 2015). Platt (2008) investigated the impact of 

coercive interventions on the working relationship between parents and social workers by comparing 

the perspectives of parents involved in investigations (a more coercive context) to those of parents 

experiencing initial assessments (a less coercive context). The results reveal positive and negative 

relationships in both types of interventions, leading to the conclusion that the degree of coercion 
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and the relationship skills of practitioners combine to play an important role in the development of 

positive relationships between parents and professionals. Based on these results, Platt (2008) identifies 

sensitivity, honesty, and straightforwardness on the part of the practitioner and the provision of 

adequate information, listening, and accurate understanding as the key components of the social 

worker-parent relationship. These insights have highlighted the importance and central role of 

relationships in social work practice, as articulated in the concept of relationship-based practice (Ribner 

& Knei-Paz, 2002; Trevithick, 2003). As illustrated by the issues outlined above, however, this type of 

practice does pose challenges within the context of child protection.

In international literature, various terms are used to refer to target populations for child-welfare 

services in which  problematic working alliances are apparent, including multi-problem families 

(Ghesquière, 1993) and multi-stressed families (Sousa & Eusébo, 2007). Practitioners tend to identify 

these families with the stigmatizing description of being “the most difficult to work with” (Philp & 

Timms, 1957). In the Netherlands, heightened awareness of challenges relating to the assessment of 

parenting in the context of permanency planning, as well as the additional complexities that arise 

when infants and toddlers are involved in families in complex situations (Vischer, Grietens, Knorth, & 

Mulder, 2017) resulted in the establishment of the Expertise Centre for Treatment and Assessment 

of Parenting and Psychiatry (in short: the Expertise Centre). The Expertise Center can be considered 

a FP service with the mission of providing parents with an intensive in-patient intervention that 

will help them to improve their capacity to parent while working towards a mutually consensual 

placement decision designed to achieve permanency for the children involved in a timely manner. 

In light of the aforementioned challenges associated with parenting assessments in the context of 

permanency planning following actual or suspected child maltreatment and the characteristics of 

the target population served by the Expertise Center, the development of a trusting working alliance 

with the families involved is one of the main cornerstones of the intervention of the Expertise Center. 

Beginning in 2013, an empirical study has been conducted in order to evaluate the extent to which 

the Expertise Center is succeeding in its aims. 

Although the working alliance between families and professionals within the context of child 

protection poses major challenges due to various factors, it has also been identified as being of great 

importance with regard to accomplishing positive outcomes. This paper emerged from the need to 

gain insight into factors that contribute to the development of strong and positive working alliances 

between parents and professionals within the context of child protection, particularly in situations in 

which parents are undergoing formal assessment. Insight into this matter could potentially improve 

the effectiveness of support provided to parents with regard to family preservation, while enhancing 

the quality of parenting assessments. To this end, this study was designed according to two objectives: 

(1) to explore whether the Expertise Center is succeeding in establishing positive working alliances 

between parents and professionals (by answering the question “Does it work?”) and (2) to identify 

which of the approaches adopted by the Expertise Center are specifically beneficial according to 

parents (by answering the question ”How does it work?”). Based on these results, we present a 

conceptual model to illustrate how the establishment of a positive working alliance might work. 
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METHOD

Intervention

The Expertise Center was established in 2009 by Mental Health Care Drenthe (in Dutch: GGZ Drenthe). 

The target population consists of families in complex and multi-problem situations (Vischer, et al., 

2017). Unique features of this intervention include (a) the explicit integration of assessment with 

treatment and (b) an in-patient phase, in which approximately eight families are simultaneously 

admitted to a clinic for a maximum of 16 weeks. The professionals of the Expertise Center are 

organized into three teams: an outreach team, a team of family coaches working in the clinic, and an 

assessment team (including a psychiatrist, a clinical psychologist, and a family therapist). 

Families are referred to the Expertise Center by child-protection workers, referred to as “family 

guardians” in involuntarily cases and as “case managers” in voluntary cases (henceforth, the term case 

managers will be used to refer to both types of professionals responsible for referring families to the 

Expertise Center). In general, families are obliged by the court or the case manager to attend the 

Expertise Center program in order to regain full custody over their children or to avoid out-of-home 

placement. The case manager is intensively involved throughout the entire assessment procedure, 

as this professional has a) formal and, in many cases, legal custody of the children involved and b) 

will continue to be involved with the family after the intervention of the Expertise Center. The main 

strategies that the Expertise Center uses to promote a positive working alliance are displayed in the 

following overview.

Strategy Intended effect

· Professionals in the Expertise Center are organized 

into different teams (outreach, coaching, 

assessment).

· The team of family coaches who work with 

parents on a daily basis do not make family 

preservation decisions (this is the responsibility 

of the assessment team), and it is therefore less 

threatening.

· The Expertise Center adopts the position of a third 

party, referred to as the “collaborating triangle.”

· In the mediation between parents and their case 

manager, the Expertise Center acts as a “partner” 

for the parents.

· Coaches are not informed about the situations or 

histories of the families.

· The collaboration between parents and coaches 

starts free of bias. Parents are free to choose 

which information from the past they consider 

important in their treatment process.

· Parents are approached and treated as experts 

concerning their own life situations.

· Parents are granted control over their own lives 

and treatment.

· Professionals are available in the clinic 24 hours 

a day.

· The intervention creates a context of high 

availability, which facilitates informal talks and 

interactions.
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· The successes of the parents are emphasized. · The promotion of self-confidence in parents 

creates a condition for a positive working 

relationship.

· Family coaches ask questions instead of telling 

parents what to do.

· Self-awareness is promoted and the individuality 

of the parents is respected.

· The door to the office of the family coaches is 

always open. 

· Transparency and trustworthiness are enhanced.

· Parents are invited to read and add comments to 

the daily reports that the coaches write about the 

family’s process.

· Trustworthiness is enhanced, and the views and 

perspectives of parents are respected.

Participants

The current follow-up study was part of a larger evaluation study conducted in the Expertise Center. 

The goal was to include all families (N = 30) who had been participating in the evaluation study. 

Families were eligible to participate in the evaluation study if they had been admitted to the Expertise 

Center clinic for the in-patient part of the intervention from March 2014. The sample for the evaluation 

study consisted of families who had achieved family preservation after clinical treatment (n = 18) 

and families for whom it was decided that it would be in the best interest of the children involved 

to grow up in foster families (n = 12). Parents were approached for participation six months after 

the end of their clinical trajectories, and those who agreed to participate were interviewed (73%, n 

= 22 families). Slightly more than half of all participating families (55%, n = 12) were preserved, and 

10 families received negative recommendations concerning family preservation (45%). One of the 

children who returned to the biological parents after the intervention was placed in a foster family 

within the follow-up period. The sample included 15 (68%) two-parent households and seven (32%) 

one-parent households. The average age of the parents (n = 28) at referral was 27, with a range from 

19 through 44 years (SD = 5.5). Most of the parents (75%, n = 21) were of Dutch origin, with the rest 

(25%, n = 7) identified as being of immigrant background.

Two families initially agreed to participate, but were ultimately not included in the sample, 

as it was not possible to organize the interviews within two months after the follow-up date. The 

remaining parents were either not reached (n = 2) or not willing to participate (n = 4). Reasons for 

non-participation included being too busy with services and ‘personal closure’ of the period in the Expertise 

Center. In six families, both parents were interviewed, while only the mothers were interviewed in 

most of the remaining families (n=16). In one family, only the father was interviewed. 

Data collection

Families were initially informed about the follow-up study when they were recruited for the evaluation 

study, and they were approached by email and telephone about participation in the follow-up 

study a second time six months after the end of the clinical phase of their trajectories. In all, 20 

interviews were conducted in the homes of the families; one parent invited the researcher to a 

public neighborhood center, and one parent was interviewed in the Expertise Center, as the family 
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had been admitted into the clinic for a second assessment within the six-month follow-up period. 

The interview protocol included informing the parents about the follow-up study and the content 

of the interview (e.g., parents were free to end the interview at any time without giving a reason) 

and obtaining written consent from the parents. The interviews lasted between 30 and 90 minutes. 

Parents were compensated with a gift voucher valued at €10. They were not informed about this 

reward upon inclusion, in order to avoid offering a financial incentive for participation.

Instrument

A semi-structured interview format was developed, guided by the research questions of the 

evaluation project. The following are examples of the open-ended questions included in the 

interview: “What was most helpful?” and “What was not helpful at all?” (with reference to each phase 

of the intervention). The interviews were partly retrospective, as the questions related to the various 

phases of the intervention, including aftercare and the family’s current situation. At the end of the 

interview, all parents were asked if they had any other comments about the Expertise Center that 

had not yet been addressed in the interview. 

Data analysis

All of the interviews were audio-recorded and transcribed verbatim by six undergraduate research 

assistants. For correctional purposes, the first author compared a random sample of two interview 

transcripts per assistant to the audio recordings. A general inductive approach for analyzing qualitative 

evaluation data described by Thomas (2006) was followed in order to identify key themes regarding 

the perspectives of parents concerning what worked well and what was in need of improvement in 

relation to the intervention provided by the Expertise Center, specifically with regard to interactions 

between professionals and parents. The process of inductive coding consisted of the following 

steps: (a) preparation of raw data; (b) close reading of the text; (c) creation of upper-level and lower-

level categories; (d) checking for overlapping and un-coded text; (e) revision and refinement of the 

categories. 

In the preparation process (a), segments of relevant text from all 22 transcripts were first labelled 

according to intervention phase (pre-phase, clinical phase, after-care) or with the label of “general” 

for fragments that were not specific to any of these phases. In the next step (b), the content of all 

labelled fragments was additionally labelled as “positive feedback,” “negative feedback,” or “neutral 

feedback.” In the third step, the focus was narrowed to the main topic of this paper by identifying text 

fragments describing any aspect of the working alliance among all fragments coded with the labels 

“positive feedback” AND “clinical phase;” “positive feedback” AND “general;” “negative feedback” AND 

“clinical phase;” and “negative feedback” AND “ general.” Close readings (c) of the fragments identified 

from the positive feedback category (for both the clinical phase and general statements) resulted in 

an initial codebook of lower-level labels that summarized the fragments (e.g., “literal statement of 

good working alliance,” “communication,” “compliments,” “advice,” and “team”), followed by an initial 

organization of the labels into categories. For instance, labels relating to evidence that the Expertise 
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Center had been successful in establishing positive working alliances were grouped together, as one 

of the objectives of the study was to obtain insight into this aspect.

In the next step (d), unlabeled fragments were checked to ensure that all relevant text had been 

included in the analysis. Thereafter (e), the first version of the codebook was discussed with two 

researchers who were experienced in qualitative methodology, in order to assess the distinctness 

of the initial categorization of all labels. This procedure resulted in several minor adjustments until 

consensus was reached among all three researchers. In addition, the first author used this codebook 

to code the fragments of text about working alliances identified among the fragments labeled as 

negative feedback (for both those referring to the clinical phase and general statements). In this 

process, the codebook was altered slightly by the addition of more examples to clarify the labels 

further. This round of coding resulted in a set of four categories (some consisting of several labels) 

that resembled the main themes emerging from the data. The first author performed all phases of 

the coding. The reliability of the coding was checked by coding randomly selected fragments of the 

interviews against the final codebook by a second researcher. 

Finally, the main findings were summarized by relating the key themes to each other in a 

conceptual model. As a member check, the conceptual model and the main themes were presented 

to the parents of two families who had been admitted to the Expertise Center clinic at the time the 

coding was completed (October 2018). The first author consulted with the parents to determine 

whether they recognized these themes. This was clearly the case. 

RESULTS

This section begins with a presentation of results regarding our search for evidence of success in 

establishing positive working relationships between parents and the Expertise Center professionals of 

by answering the question, “Does it work?” This is followed by key themes regarding the perspectives 

of parents on their interactions with the Expertise Center professionals to answer the question, “How 

does it work?” Several key themes standalone (connection and individual conversations), and others 

are organized into categories (characteristics of professionals and promoting change). Finally, the key 

themes are summarized in a conceptual model. The quotations from the parents presented in this 

section are colloquial, as they were transcribed and translated literally.

Does it work?

The Expertise Center succeeded in establishing trusting working alliances with most of the parents 

who were interviewed, including with families that were preserved and with those who had received 

a negative recommendation concerning family preservation. The evidence emerged from literal 

statements (e.g., “We really built a good relationship with the family coaches”) and from statements 

indicating the presence of a good relationship (e.g., mentioning “missing the Expertise Center” or a 

desire to visit the family coaches in the clinic: “Yes, and some day I’d like to see if I can buy train tickets 
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to visit the Expertise Center […] To say ‘hi’, and to see the people again. That would be nice. I miss 

them”). In some cases, parents had actually contacted the Expertise Center by email or telephone for 

advice when experiencing difficulties after their clinical trajectories had ended. We interpreted these 

statements and actions of parents as evidence that a good working alliance had been established, 

given that the parents clearly viewed the Expertise Center professionals as approachable (even 

though they were working within the context of child protection), thus suggesting trustworthiness. 

Second, these statements demonstrate that the parents regarded the Expertise Center professionals 

as helpful. Third, most of the fragments of text coded under this category referred to “missing” the 

Expertise Center professionals. These statements suggest that the parents had bonded with the 

professionals or the broader context of the Expertise Center, in which families live together. 

One family mentioned that the base for a trusting working alliance had developed during the trial 

stay and the first weeks of the clinical phase. These parents considered this a great accomplishment, 

as they had always been very distrustful of professionals. This description also suggests that Expertise 

Center team had been able to achieve positive engagement during the assessment procedure 

with clients who had previously experienced problems working with professionals. These parents 

nevertheless also mentioned that the foundation for a positive relationship had been destroyed 

after the first evaluation, in which the Expertise Center professionals mentioned several problematic 

situations that had not previously been reported or discussed with parents. This suggests that, in some 

cases, the beginning of a positive working alliance did not persist, thus indicating the vulnerability of 

the relationships within the Expertise Center.

Many of the parents mentioned a great difference with regard to their interactions with the 

Expertise Center professionals, as opposed to those they had experienced with other child-welfare 

professionals. In these comparisons, the parents expressed a preference for their interactions with the 

Expertise Center professionals, and many viewed these interactions as quite exceptional. For example, 

one parent stated, “Yes, I felt that I was taken seriously. She asked me what happened and what about 

this and that... [sic]. I had never experienced that before she was involved.” 

Finally, the interviews revealed evidence of improvement in relationships between parents and 

service providers other than those from the Expertise Center. For example, one parent recounted, “I’m 

also able to communicate with the family guardians of my other two children now. But only after the 

Expertise Center [sic]. For a year I didn’t speak with those two [the family guardians of her two oldest 

children]. Now I can have a conversation with them.”

One family stated that their relationship with the foster parents (the parents had received a 

negative recommendation with regard to family preservation, and the child had been placed in a foster 

family) was good because of the Expertise Center. In addition, some parents noted improvements in 

their  relationships with extended family and friends during the intervention. 
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How does it work?

Connection

One key theme with reference to establishing a positive working alliance involves the importance 

of parents experiencing a connection with the Expertise Center professionals. In general, the parents 

valued the fact that, within the clinical phase, the team of family coaches included a substantial 

number of professionals of differing characters and working styles. This enabled parents to approach 

the professionals they felt “fit” them best. For instance, some parents preferred the coaches who were 

more lively and confronting, while others preferred coaches who were calmer and “very friendly.” The 

parents apparently sensed whether they did or did not have a connection with a specific professional 

relatively quickly. Such a connection, which parents typically described as a good “match” or “click,” 

appeared to be almost a necessary factor, which provided a foundation on which a good working 

alliance could be built. Considering the intensity of the treatment in terms of both content and time, 

the considerable importance of parents having a good feeling about the professionals with whom 

they work seems quite logical. As explained by one parent: 

“You have a connection with some people, but not with others. When you have a connection 

with someone, the things they say make sense. With other people, it just goes in one ear and out the 

other, because they just don’t fit you that well.”

Characteristics of professionals

When asked why they felt a connection with a certain professional or what they considered essential 

in a “good” professional, the parents revealed several key themes that seemed to apply to most of 

those interviewed.

Humanity. Most descriptions of “good” professionals involved being human and personal instead of 

formal and “professional”: “…the coaches are not there [in the clinic] in their professional status, like 

‘I’m here to report’ or ‘I’m here to work.’ No, they are just there as themselves, and I really like that.” 

One parent explained how such a human and personal stance influenced how she felt during the 

assessment program: 

“They are not just professionals; they are also themselves, and that was really nice. Other 

professionals are very formal. Very straightforward. I liked the coaches who asked me about everything. 

That makes it feel less cold and aloof. It felt comfortable. It was nice and amiable, spontaneous and 

open. I like that.” 

This aspect of humanity was also expressed through the emotions of the family coaches, 

who shared their feelings with and demonstrated them to parents. One of the parents recalled a 

conversation in which it was very clear to him that the professional was very touched by his story 

about his life. He was shocked by the emotional reaction, as he had never experienced that before 

and he therefore did not expect it to happen. Other parents regarded this as a vital condition for 

working together: 
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“She has emotions too, and when you say things, you can see that […] And then it touches her as 

well, and that’s normal. Then you work with each other and then you’re in a session with each other, 

then you affect each other as human beings. She has an effect on you, and you have an effect on 

her, and then it’s real.” 

Parents also described being human as a certain openness on the part of family coaches about 

their own personal lives, experiences, and struggles. Parents appreciated the coaches sharing stories 

about their own personal and family lives, and this seemed to create trust and, as a consequence, it 

eventually made parents feel secure enough to share their stories with the coaches. It was also helpful 

when parents were able to relate to the stories and experiences of the coaches, which resulted in 

learning through modeling. 

Other aspects that were mentioned and regarded as aspects of humanity include the creation 

of a nice atmosphere (homelike and amiable) and the use of humor. Parents also valued family 

coaches who were authentic and genuine, describing such characteristics in terms of honesty, 

straightforwardness, reliability (i.e., “doing what you say you’ll do”), admitting mistakes, showing 

compassion with parents, and being passionate about their job. In summary, parents appreciated their 

family coaches’ “being very human,” which they regarded as the opposite of “being very professional,” 

which parents described as a very strict and formal way of interacting with them.

Respectfulness. Parents attached considerable value to feeling respected, which appeared to be related 

to two aspects. First, parents appreciated it when they “could really be themselves.” For example, 

parents mentioned that coaches respected their individual opinions and their way of handling 

everyday life: “It wasn’t like ‘this is the advice and you should follow it.’ They just gave advice, and it 

was up to you what to do with it. They gave freedom.” Parents became very frustrated when they felt 

forced into something that they did not consider helpful or suited to their needs. Furthermore, they 

greatly appreciated feeling that they were being treated as equal to the professionals. They described 

this in such terms as not being judged, and as being treated with respect: “…We were on the same 

level. It wasn’t like they were way up there and I was way down there. We were really on the same level, 

equal.” The importance that parents attached to the feeling of being treated equally and with respect 

can be understood in light of the coercive context of child protection, which is often characterized 

by power and control over parents and the violation of private family life. The preference of parents 

for professionals who are “open” can be linked to this key theme in the sense that the relationship 

becomes more equal as both parties share personal stories and emotions.

Availability and responsiveness. Parents identified two other important aspects of connecting with 

professionals: availability and responsiveness on the part of professionals. Although these two aspects 

are distinct, they were interdependent in the stories shared by the parents, and we therefore describe 

them together. Availability was considered helpful only when professionals were responsive, and 

responsiveness could not occur unless the professionals were available to families. Parents appreciated 

it when the Expertise Center professionals were easy to approach and when they had enough time to 
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be responsive to them in terms of helping actively, answering questions, and providing the attention 

that the family needed. Parents stated that it was very helpful when the professionals were literally 

working together with the family, meaning that the professional was actively involved and the process 

was a shared investment. As one parent stated, “We did it together.” 

Although most parents noted that the family coaches were available and visible, some 

mentioned that the coaches spent too much time in the office or working with other families instead 

of being present with their families. During some periods, parents thought that it was too busy in 

the clinic, due to the presence of several large families at the same time, even though no additional 

professionals were available. One parent argued, “I think they have an enormous strength there, 

but it sometimes weakens when more care is needed, but the amount of care services remains the 

same.” The availability of the Expertise Center professionals was apparently not constant, instead 

varying according to group size (i.e., at the organizational level) and specific professionals (i.e., at the 

individual level). 

Good communication skills. Finally, parents provided several examples of general conversational 

skills that they appreciated, including listening, showing understanding, and taking the time for a 

conversation. For instance, two parents from one family explained that a particular coach would 

always let parents talk first, check whether he had understood them correctly, and then take time 

to imagine how he would experience the problem or situation that the parents had explained to 

him. Finally, he would give advice about how the parents could address the specific situation. The 

parents identified this as the reason they felt connected to this coach, thereby demonstrating the 

importance of good communication skills in relation to developing a positive working alliance. In this 

context, parents often mentioned the significance of very clear communication, as unclear messages 

generated considerable stress. Parents also described how good communication skills made them 

feel as if they were finally “being seen.”

Individual conversations 

Parents mentioned that the most helpful elements of the program were individual conversations 

with the Expertise Center professionals. They described different types of talks, both planned and 

unplanned, and at different levels (e.g., very serious, emotional, and deep conversations, as well 

as more informal interactions typically described as “very amiable” and “with lots of humor”). The 

following is an example: 

“…but no, what I found, what worked better for us, were the one-to-one conversations, right? 

[directed at father] We had some really heavy one-to-one conversations, we were really getting into 

it, we were really intensively involved, when A. was in bed, and we would really get into it with Coach 

A or B – the more agile coaches – and we would really delve into depth on some things.”

 From the interviews, it became clear that being admitted into a clinic facilitates natural individual 

conversations, which take place at times when it is most needed (e.g., during or right after a stressful 

parenting situation), and in a more informal setting. For example, parents found it pleasant to “just 



58

drink a cup of tea together and chit-chat,” gradually starting to talk about other, more serious things. 

This once again illustrates the parents’ appreciation of a more “human” approach, in contrast to a very 

formal procedure, as described before. 

Promoting change

Within the Expertise Center, the central aim is to change the living conditions of the child (or children) 

that led to the actual or potential out-of-home placement. It is therefore not surprising that change is 

also a key theme within the parents’ stories. Many parents explained how changes were established 

through interactions with the professionals. We categorized these descriptions into six strategies 

that seem to promote change. Furthermore, it became clear that changes in parenting also occurred 

through treatment at the level of individual parents (e.g., working through trauma and coming to 

understand the impact of past experiences on the way parents act, react, and interact). 

Support. First, parents argued that they needed support in their processes of change. The support 

that they needed was both practical (e.g., helping to arrange appointments with authorities) and 

emotional: “They really helped me to get through it all.” One specific form of support that was 

mentioned often by parents involved professionals advocating for the family to other professionals 

or authorities (in many cases, the family guardian). For instance: 

“It was really nice that there was someone who – when you’re there without family to support 

you and without friends – you nevertheless have each other. But what can just the two of you do 

against the rest? But then there was someone who stood up for us and said, ‘Hey, what you’re doing 

isn’t right.’ That was really nice. Then I thought, ‘Hey, we aren’t alone.’” 

Advice. Second, the parents attached high value to the advice given by the family coaches, thus 

suggesting that they valued the coaches’ expertise. Within this context, most parents reported 

appreciating the fact that advice was truly advice, instead of being an order or task. Parents were 

encouraged to be critical about recommendations and to determine whether the advice that they 

received would suit them and what would work within their families. 

Questions. Third, the parents considered the way in which the family coaches asked questions helpful: 

“Specifically  the way they did it. By asking a question, they made you very conscious about what 

you would’ve done differently in a certain situation. Why something would have worked or not.” This 

helped parents to become more mindful about their feelings, situations, and actions.

Confrontation. Fourth, parents mentioned that the coaches sometimes confronted them in order to 

force some kind of breakthrough and to talk about difficult situations and topics, relating to both the 

present and the past. For instance, one mother explained how a coach had helped her by literally 

throwing pens at her in order to get to express her anger, as her emotions were completely blocked. 



59

3

Compliments. Fifth, parents greatly appreciated it when the team complimented them on their 

successes and strengths. This increased their self-confidence and motivated them to continue the 

program. In some cases, however, this strategy also led to situations in which parents were very 

surprised by “negative” feedback – or even a negative recommendation on family preservation – 

during evaluations. Most parents who received negative recommendations on family preservation 

stated that they had been surprised by these decisions, given the compliments they had received. 

They argued that, because the feedback that they had received from the coaches had been purely 

positive, they did not have a fair chance to work on their parenting ability, as it was not clear to them 

what needed to be improved: 

“Yes, and for weeks you hear only, ‘it’s going well, it’s going well.’ And then, all of a sudden, the 

final recommendation is negative. Then I wondered why I had bothered asking all these months ‘if 

something is not good, please tell me.’ I’m sorry [mother is crying]. And that’s why I said, ‘they were 

just not honest.’”

Confidence. Finally, it was important for parents to feel that the professional had confidence in them: 

“He just told me, ‘I’m not worried about you. I know you’ll be just fine.’ And that was something 

completely different. It really touched me.” When parents felt that the family coaches trusted them in 

terms of being able to make changes, it made them feel confident, and this helped them to continue 

with the program. 

Conceptual model

The themes arising from the interviews can be organized into a conceptual model (see Figure 3.1) 

that explains the role of a positive working alliance in accomplishing positive change. A central aspect 

of the model is the importance of a connection between parents and professionals. As suggested 

by the stories shared by the parents in our study, this is a fundamental condition for establishing a 

good working alliance. The left side of the model represents the influence of professionals working 

with families within the context of parenting assessment (e.g., the Expertise Center professionals) 

on this connection. We define the characteristics of professionals that are appreciated by parents as 

a) key factors that increase the likelihood of a positive working alliance, as they promote a feeling 

of “connection,” and b) the impact of professionals on the interaction (i.e., treatment) in their work 

with parents. In addition to these factors, which seem more or less universal, parents vary in their 

preferences for specific traits on the part of professionals. The importance of a good match between 

the characteristics of the parent and those of the professionals on the likelihood of feeling such a 

connection clearly emerged from the interviews. The availability of a team of professionals facilitates 

variations and options for parents with regard to the professionals with whom they work.

The outcomes of “feeling connected” at the parent level are displayed on the right side of the 

model. These outcomes are also factors that bear a positive influence on the interaction between 

parents and professionals. According to our results, when parents feel connected, this allows the 

development of a trusting relationship, in which parents will eventually feel safe enough to share their 
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stories, insecurities, questions, emotions, and thoughts, and in which they will be open to support 

and advice. The range of interactions that apparently facilitate positive change among the target 

population of the Expertise Center (i.e., support, advice, questions, confrontation, compliments, 

confidence) typically occurs in individual conversations with professionals, as displayed at the bottom 

of the model.

POSITIVE 
WORKING ALLIANCE

PROFESSIONAL PARENT

CONNECTION

Factors that influence 
connection:

- Humanity
- Respectfulness
- Availability and responsiveness
- Good communication skil ls

- Team (variation, optionality) 

PROMOTING CHANGE 
THROUGH 

INTERACTION
(individual conversations)

Outcomes when feeling 
connected:

- Trustworthiness
- Safety
- Openness 

 

 Figure 3.1. Model for establishing a positive working alliance between parents and professionals to promote 

positive change

DISCUSSION

The objective of the present study is to explore the perceptions and experiences of parents in a 

unique assessment-based inpatient treatment program aimed at promoting adequate parenting 

and informing permanency decisions. This paper focuses on interactions between parents and the 

Expertise Center professionals, given that building a trusting and positive working alliance is one of 

the cornerstones of the intervention. In addition, the relationship between parents and professionals 

has been identified as a key factor in treatment success. Our results suggest that, in the perceptions 

of the majority of parents, the approaches adopted by the Expertise Center in order to build positive 

working alliances with families are working. This is quite an accomplishment, given the complexity of 



61

3

the context, which is far from ideal for achieving effective working relationships. This finding is similar 

to the outcome of a study by Platt (2008), who also found positive working relationships within a 

highly coercive child-protection context. Despite its challenges, therefore, it does appear possible to 

establish positive working alliances within the field of child protection. Moreover, this study provides 

evidence that relationships between parents and parties other than the Expertise Center professionals 

also improved both during and after the intervention program. 

Several of the key themes emerging from the stories of parents concerning the appreciation 

of various aspects of the intervention are consistent with previous research. For instance, the 

characteristics of professionals that were valued by the parents in the present study (e.g., an accepting, 

non-accusatory, emotionally supportive, and responsive attitude) are similar to those identified in 

earlier work (Fuller, Paceley, & Schreiber, 2015; Gockel, Russell, & Harris, 2008; Schreiber, Fuller, & Paceley, 

2013). This implies that the engagement of parents in formal assessments and interventions might 

be enhanced by making professionals more aware of these specific characteristics. The process of 

engagement can be further improved by the availability of a large team of professionals who vary in 

personality and working style, thereby allowing parents the option of working with the professionals 

with whom they feel most connected. The freedom to decide for themselves with whom they will 

work promotes the participation of parents, and it is likely to have a positive impact on their sense of 

self-control. This is important in light of their involvement in a mandatory assessment program and 

a coercive child-protection system.

 Our finding that parents prefer individual talks to specific program content has also been reported 

in previous studies evaluating FP services (e.g., Howe, 1998). In the Expertise Center, individual talks are 

facilitated by the intensive character of the intervention program, which takes place primarily within 

the clinic, where family coaches are present 24 hours a day, five and a half days a week. As a result, 

there are many opportunities for informal contact between parents and coaches. These contacts may 

be both planned and unplanned, and they can take place “on the spot” when it is most needed and 

relevant (Vischer et al., 2017). The parents identified this as the aspect that helped them the most. 

We therefore recommend that intervention programs and assessment procedures designed for this 

target population should include sufficient opportunities for such informal, individual conversations 

between parents and professionals. 

Change was another key theme identified in this study. According to the parents, during 

individual conversations, professionals in the Expertise Center use several strategies intended to 

promote change. The strategies of asking questions and giving compliments were mentioned 

and appreciated by parents. These strategies helped to provide them with greater insight into 

their thoughts and actions, in addition to promoting self-confidence. As noted by some parents, 

however, the strategy of giving compliments can also have negative consequences in terms of 

unexpected negative feedback and unforeseen negative family preservation recommendations in 

evaluations, possibly leading to feelings of injustice, frustration, and anger. When this happened, 

parents considered the Expertise Center professionals unreliable, further confirming their negative 

perceptions based on previous negative experiences with regard to the child-protection system. This 
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finding demonstrates how negative experiences in child protection can violate the trust that parents 

have in professionals, in addition to illustrating the long path towards a positive working alliance 

among this target population. It is almost paradoxical that the very involvement child-protection 

services can be one of the most complicating factors in accomplishing the change required in these 

families (see also Daniel, 2015). For this reason, in order to prevent parents from having additional 

negative experiences related to the trustworthiness of professionals, it would be highly advisable 

to pay careful attention to balancing the strategy of giving compliments with being truthful about 

aspects of parenting that need to be changed. 

The stories collected for this study reveal the needs of parents who are undergoing formal 

assessment, through their expressions of how professionals helped them through this very difficult 

period in their lives. Parents appreciate professionals who are available, empathic, responsive, and 

supportive – both emotionally and practically – possibly because these aspects fulfil particular needs. 

Viewed from this perspective, the stories reveal a parallel with the child-parent relationship. Without 

implying that the professionals should “parent” the parents, and without approaching the parents as 

“needy and helpless children,” there are similarities, as the establishment of a positive relationship that 

is based on trust and in which needs are adequately met is essential to achieving positive outcomes 

in both circumstances. This parallel is important, as it could potentially elucidate a process in which 

parents could improve their parenting through the establishment of a positive working alliance 

with professionals. This process of “reparenting,” which can take place within a nurturing family 

environment (Gockel, Russell, & Harris, 2008), seems particularly relevant for parents who themselves 

grew up in situations of inadequate parenting (Bacon & Gillman, 2003). 

A previous study has indicated that a great proportion of parents in the target population of the 

Expertise Center were involved in the child-protection system as children (Vischer et al., 2017). These 

parents are thus likely to have missed out on healthy early modelling with reference to relational 

skills. Interventions emphasizing the parent-professional alliance (e.g., the Expertise Center program) 

might be effective in starting to restore the parents’ self-confidence and trust in others. It might also 

support them in their efforts to construct healthy relationships with their children, as well as with their 

co-parents and with their formal and informal networks. This hypothesis appears to be supported 

by our finding that, for some parents, the relationships with people other than the Expertise Center 

professionals improved during the intervention program.

Although we concluded that the Expertise Center has been largely successful in accomplishing 

its objectives, the stories shared by the parents also included situations that they had experienced 

as undesirable. This suggests that there is room for improvement (e.g., by providing training and 

education to professionals concerning the working alliance and by refining the strategies adopted 

within the Expertise Center). Our conceptual model could be further elaborated and tested in future 

research, with specific attention to the perspectives of professionals with regard to the need to 

experience a connection with parents in order to work with them in a positive way. Finally, research 

with a longer follow-up period is needed in order to generate insight into the sustainability of the 

treatment outcomes of the Expertise Center program (e.g., with regard to the long-term effect on the 
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quality of the parents’ other relationships within both their formal and informal networks). The finding 

that some parents developed some degree of attachment to the context of the Expertise Center 

raises questions concerning how they had experienced the transition from the intensive program 

and intensive contact with the professionals (with whom they had built a positive relationship) to the 

home context. It is likely that they experienced this sudden and significant change as a disruption 

in the highly supportive relationships they had experienced in the Expertise Center (similar to 

experiences of care leavers; see e.g., Stein, 2004), especially for families who are required to continue 

working with professionals that do not use the same strategies as those used by the professionals 

in the Expertise Center. 

Limitations and strengths

Given the specific setting in which our study was conducted (a unique intervention in the Netherlands), 

it is difficult to generalize the findings. Nevertheless, several of our findings are consistent with 

the outcomes of other international studies, thus suggesting that our results are relevant beyond 

the Dutch context. More specifically, the participants were parents whose assessment trajectories 

extended into the clinical phase of the Expertise Center program. This might have affected the results, 

given that the successful completion of a two-week “working-alliance” trial stay in the clinic is a 

criterion for starting the clinical phase. Furthermore, the decision on family preservation had been 

made six months before the interviews took place, such that the stories shared by the parents could 

potentially have been shaped by the outcomes of the program and the experiences of parents 

following the program. Because parents who had received positive recommendations on family 

preservation expressed both positive and negative feedback, which was also the case for parents 

who had received negative family preservation recommendations, it is unlikely that the parents’ 

evaluations of the intervention program were determined solely by the outcomes of the program. 

One strength of our study is that the sample included both mothers and fathers, as fathers are 

typically underrepresented in research (Tiano & McNeil, 2008). Furthermore, because the interviewer 

was not part of the staff of the Expertise Center and because the parents were no longer in the care 

of the Expertise Center at the time of the interview (with the exception of one family), the context of 

the interview was such that the parents could freely express their experiences and views about the 

program. Finally, by developing a conceptual model, we started to implement our results in practice 

and created opportunities for designing further research on the working alliance between clients 

and professionals within the child-protection system and related contexts. 
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ABSTRACT

Since failed reunification is a detrimental outcome for children, particularly infants and toddlers, 

the aim of this study was to gain insight into support to families in multiple-problem situations 

to help them achieve sustainable good enough parenting. We therefore examined outcomes of 

an assessment-based inpatient family preservation (FP) program. We prepared a thorough target 

population description (n = 70) using file analysis. We examined atypical parental behavior during 

the intervention using the Atypical Maternal Behavior Instrument for Assessment and Classification 

(AmbiAnce) with a repeated measures design (n = 30). The family files revealed a great number of issues 

at the family, parent, and child level, such as practical matters, problems in parent functioning and 

between parents, and difficulties in the broader environment. We found a significant decline in three 

dimensions of atypical parental behavior over time. The FP program has great potential in supporting 

vulnerable families in their pursuit of family preservation.

Keywords: Family preservation services, parenting assessment, child protection, disorganized 

attachment, program evaluation
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INTRODUCTION

Placing a child in out-of-home care is one of the most extreme child protection measures 

available to ensure a child’s safety. In accordance with an international movement underscoring 

the family preservation ideal in the child protection field (Lindsey, 1994), this measure is intended 

to be temporary. Reunification of child and birth family is considered the most favorable outcome 

in the context of permanency planning (McCroskey, 2001; Tilbury & Osmond, 2006). Hence, 

the purpose of an out-of-home placement is to support families in accomplishing necessary 

changes in the family situation to enable the safe return of the child. This type of support is 

typically provided by child welfare services and often referred to as family preservation (FP) or 

reunification services. Prevention of out-of-home placement is the initial goal of FP services (Tully, 

2008). When reunification is the outcome of permanency planning, ideally children return to a 

stable and safe home environment, resulting in permanency with their birth family (Kimberlin, 

Anthony, & Austin, 2009). Unfortunately, this is not always realistic. This is problematic, as failed 

reunification is detrimental to children, particularly infants and toddlers, since the disruption 

impacts their development of attachment security (Ainsworth, Blehar, Bretherton, 1985; Bowlby, 

1979; Mikulincer, Shaver, & Pereg, 2003; Sroufe, 1988).

Failed reunification

Rates of reentry into care after reunification vary considerably (Festinger, 1996; Mc Grath-Lone, 

Dearden, Harron, Nasim, & Gilbert, 2017; Lee, Jonson-Reid, & Drake, 2012; Taussig, Clyman, & 

Landsverk, 2001). Research reveals high percentages of failed reunifications, indicating undesirable 

outcomes of care provided by FP-related services. Failed reunification might be associated with 

poor practice; for instance, lack of sufficient assessment and service provision during and after 

the reunification process (Wilkins & Farmer, 2015). Therefore, it seems imperative to develop a 

thorough understanding of effective strategies for supporting families to achieve sustainable 

good enough parenting. To this end, we evaluated a unique Dutch FP intervention program 

(described further in the methods section). In this study we described good enough parenting as: 

“The parenting situation is considered ‘good enough’ when consensus is reached between the 

team of the Expertise Center, the case manager1, and the parents that the quality of parenting 

(as operationalized by the Expertise Center) has been improved during the intervention program 

in such a way that the risk for adverse development of the child, which has led to the (planned) 

out-of-home placement, is eliminated” (Vischer, 2013, p.7).

The severity of issues related to failed reunification can be explained from an attachment 

theoretical perspective. The experience of multiple placements, resulting in changing caregivers 

and re-abuse after reunification (Lutman & Farmer, 2013) may be especially harmful to infants 

1  The child protection worker responsible for the referral of the family to the Expertise Center, usually the case 

manager or family guardian. 
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and toddlers, given their rapid and critical physical, affective, and cognitive development 

(Chinitz, Guzman, Amstutz, Kohchi, & Alkon, 2017; Frame, Berrick, & Brodowsky, 2000; Harden, 

Buhler, & Parra, 2016). An extensive body of research built on attachment theory (Bowlby, 1982) 

confirms the association between the quality of attachment of children with their primary 

caregivers and developmental outcomes (e.g., Bernier, Beauchamp, Carlson, & Lalonde, 2015; 

Cyr, Euser, Bakermans-Kranenburg, & Van IJzendoorn, 2010; Thompson, 1999). Attachment theory 

indicates that the first five years of life is a key period in which young children form secure 

attachments, underpinning the importance of continuous adequate care without disruption in 

their attachment figures. For this reason, it is vital to provide children the opportunity to form a 

secure attachment early in life. 

Accordingly, within a limited timeframe after an out-of-home placement or in cases where 

a child is being cared for by birth parents experiencing severe parenting problems, an informed 

decision needs to be made on where the young child should stay on a permanent basis (Vischer, 

Grietens, Knorth, & Mulder, 2017). In the context of permanency planning, this process is referred 

to as the assessment of parenting. An important element in the assessment process is the capacity 

to change; that is, the ability of parents to make significant behavioral changes, in some cases 

following an out-of-home placement of their child. In order to demonstrate this capacity to 

change, parents need to be provided effective support aimed at improving the quality of their 

parenting to promote secure attachment (Harnett, 2007). 

Disorganized attachment

Related to attachment theory, strategies aiming to preserve families have been developed 

specifically targeting the improvement of parental sensitivity behavior, particularly parents’ 

ability to accurately perceive their child’s signals and respond in a prompt and adequate 

manner to fulfill the child’s needs (Tully, 2008). Indeed, care disturbed in the first years of life 

due to insensitive parental behavior has been identified as a risk factor for the development 

of disorganized attachment strategies (Cyr et al., 2010; Lyons-Ruth, Bronfman, & Parsons, 1999; 

Madigan, Bakermans-Kranenburg, & Van IJzendoorn, 2006). When a caregiver fails to serve as 

a source of protection, the infant does not develop a consistent strategy to cope with stress 

(Lyons-Ruth et al., 1999; Main & Solomon, 1986). Disorganized attachment is more closely 

associated with psychopathological outcomes later in life than other types of attachment that 

encompass a strategy (i.e., secure, avoidant, or resistant attachment) (e.g., Carlson, 1998; Fearon, 

Bakermans-Kranenburg, Van IJzendoorn, Lapsely, & Roisman, 2010; Lyons-Ruth & Jacobvitz, 1999; 

Van IJzendoorn, Schuengel, & Bakermans-Kranenburg, 1999). 

In the US, researchers have identified atypical parental behaviors that seem to be displayed 

significantly more often by mothers of children who lacked an organized attachment strategy. 

Related to this, they developed the Atypical Maternal Behavior Instrument for Assessment and 

Classification (AmbiAnce) to assess the quality of caregiver behavior (Bronfman, Parsons, & Lyons-

Ruth, 1992; Lyons-Ruth et al., 1999). Benoit and colleagues (2001) demonstrated this instrument’s 
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applicability in clinical research on intervention effects; it proved highly sensitive to differences in 

caregiving behaviors between two groups of parents who were experiencing problems in feeding 

their infants. Based on their results, these authors cautiously concluded that the instrument could 

make a positive contribution to treatments aimed at improving parental sensitivity by reducing 

atypical parental behaviors related to disorganized attachment.

Another study using AmbiAnce examined the effect of a home visitation-based, mixed 

intervention model including enhancement of sensitive parenting for parents from pregnancy 

through the child’s second year of life (Tereno et al., 2017). Findings indicate a significant 

reduction in infant disorganization and disrupted maternal communication compared to a 

control group. Furthermore, the reductions in infant disorganization were attributed in part to 

declines in disrupted maternal communication. 

The results of the study of Forbes and colleagues (2005) on changes in atypical maternal 

behavior and attachment disorganization in children from 12 to 24 months, underscore the 

conclusions of the aforementioned studies in which such changes were identified. They reasoned 

that, unlike patterns of adequate parent-child interactions, which appear to be stable and 

thus natural, self-sustaining systems, “…a substantially atypical, disrupted interaction within a 

disorganized relationship may be more susceptible to change and, thus, intervention aimed at 

improving the relationship” (p. 966). In other words, atypical parental behaviors are not trait-like 

features which is a promising conclusion for interventions aiming to promote adequate parental 

behavior. 

In conclusion, failed reunification is highly undesirable. Since FP services play a key role in 

supporting parents toward adequate parenting and reunification success, we need to know 

‘what works’ in order to prevent failed reunification among children and families. This topic has 

been studied broadly, for instance, by examining factors associated with failed reunification (for 

an overview see Shaw, 2006) and with effect studies on interventions targeting the quality of 

parenting (Landers et al., 2018; Tully, 2008). However, our understanding remains insufficient 

to prevent many children from further harm due to dysfunctional parenting and multiple 

placements into and out of care. Furthermore, Landers and colleagues (2018) argued that we 

also need to understand ‘what is at work for specific populations’. Moreover, we need to look 

beyond prevention of out-of-home placement as the sole indicator of FP program success (Cash 

& Berry, 2003). 

Aim and research questions

To gain insight into support for parents of young children toward family preservation, we evaluated 

an FP intervention program run by the Expertise Center for Treatment and Assessment of Parenting 

and Psychiatry2 (henceforth, Expertise Center) in the Netherlands. The central aim of our study was 

to increase knowledge regarding the characteristics of the outlined target population, including 

2  In Dutch: Expertisecentrum voor Behandeling en Beoordeling van Ouderschap en Psychiatrie.
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(changes in) the ability to parent 3. The central aim of our study was to increase knowledge regarding 

the characteristics of the outlined target population, including (changes in) the ability to parent1; 

this with the intention to 1) contribute to improvement of the FP program by further tailoring it to 

the needs of the families referred, and 2) to evaluate the impact of the intervention program on the 

ability to parent. We operationalized ability to parent by examining atypical parental behavior using 

the AmbiAnce. 

Our first research question was: “What are the characteristics of the families referred to the 

Expertise Center upon intake?” (T0). With this question, we sought to assess whether the Expertise 

Center reached its intended target population and to identify the treatment emphasis. Considering 

the target population of the Expertise Center, we expected to find evidence that the referred families 

had experienced multiple and complex problems at different levels, including mental health issues, 

implying the presence of multiple risk factors for impaired parenting. Our second question was: “What 

and to what extent are atypical parental behaviors displayed during the clinical phase of the program 

and do these behaviors diminish during the intervention, indicating the ability to change?” 

We expected to find an overall improvement in the ability to parent over time for two reasons: 

(1) the intervention aimed to improve sensitive parental behavior which, if effective, would result in 

a decline of atypical behavior, and (2) the intervention included three evaluation points (at week 4, 

week 10, and week 14) when the trajectories of parents who did not seem to make sufficient progress 

in the program were terminated with a negative recommendation on family preservation.

METHOD

Intervention

Within the Expertise Center, parenting assessments are conducted to underpin placement decisions. 

The Expertise Center aims to be a ‘last resort’ intervention for families seeking either to be reunited 

with their young child (0-2) or to avoid an out-of-home placement following confirmed or suspected 

child maltreatment (GGZ Drenthe, n.d.). Expertise Center intervention is grounded in attachment 

theory and attachment-related principles, family-system therapy, and trauma recovery therapy (GGZ 

Drenthe, n.d.). Mentalization-based treatment (Bateman & Fonagy, 2011) is one of the methods 

utilized to promote a secure attachment between child and parents through improvement of 

parents’ ability to accurately ‘read’ their child’s signals and respond appropriately, thus improving 

sensitive parenting. Parents are approached as the experts of their children, and guided by family 

coaches towards a higher awareness and understanding about the needs of their children, through 

3  In this study, we distinguish between the ability to parent and the capacity to parent. ‘Ability to parent’ 

refers to the ability of parents to take care of their child on a basic level in direct interaction with the child 

at a certain time. It can be considered fundamental to parenting and is related to core aspects involved in 

parenting such as parental sensitivity. Providing a good enough quality of parenting (ability to parent) on a 

continuous basis in the long term can be considered as the ‘capacity to parent’ (Conley, 2003).  
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a questioning strategy. A range of activities and group sessions is provided, in which the families are 

supported towards improvement of their parenting skills. Parents are invited to contribute subjects 

related to their interests and needs. In addition, individual treatment is provided by using video 

feedback (Fukkink, 2007, for a more extensive description of the intervention see Vischer et al., 2017). 

Research verifies the link between such fundamental parental behavior, termed sensitive caregiving, 

and attachment security (De Wolff & Van IJzendoorn, 1997; Fuertes, Santos, Beeghly, & Tronick, 2006; 

Moss et al., 2011). 

The intervention includes a residential phase lasting up to 16 weeks, during which parents and 

children live in a clinic from Sunday afternoon through Friday afternoon. During this inpatient part 

of the program, the functioning of the family is evaluated at three set points, as noted above. The 

trajectory may be ended if an evaluation returns a negative recommendation on family preservation. 

This may occur, for example, if the Expertise Center team considers the capacity to change toward 

good enough parenting insufficient to safeguard child safety or if the change process is too slow, 

considering the limited timeframe in which a decision must be made. 

The international literature uses various terms to characterize the Expertise Center’s target 

population; for instance, multi-problem families (Ghesquière, 1993), multi-stressed families (Sousa & 

Eusébo, 2007), and vulnerable families with complex and enduring needs (Morris, 2013). Examples of 

the issues these families may experience are substance abuse, domestic violence, and problems 

with housing, authorities, and mental health, while having few resources (Marsh, Ryan, Choi, & Testa, 

2006). The problems these families experience are multiple, serious, complex (Ghesquière, 1993), 

interwoven (Bodden & Deković, 2010), and chronic, and these families seem to lack an ability to solve 

the issues they face (Bakker, Bakker, Van Dijke, & Terpstra, 1998). The persistence of problems may 

also be attributed to lack of effective and appropriate service delivery, perhaps caused in part by 

fear and mistrust of professionals by families due to bad prior experiences in the coercive context 

of child protection (Schout, Meijer, & De Jong, 2011; Waterhouse & McGhee, 2009). Therefore, one 

of the keystones of Expertise Center intervention is to establish a trustful relationship between 

parents and professionals. This is done using techniques from, among others, De Shazer’s (1985) 

solution-focused brief therapy. To refer to the Expertise Center target population, we prefer the 

term families in complex and multi-problem situations (Tausendfreund, Knot-Dickscheit, Schulze, 

Knorth, & Grietens, 2016) as most of the families’ problems were related to their environment and 

living situation.

Design

The first part of this study (addressing research question 1) is descriptive, reflecting administrative data 

available from the Expertise Center. To answer research question 2, we used a one-group repeated 

measures design. This part of the study can be considered exploratory, because as far as we know no 

other evaluation study has been conducted of an intervention program similar to that of the Expertise 

Center, in terms of its combination of both inpatient treatment and decision-making.

Figure 4.1 presents an overview of the study. The large arrow represents the intervention and its 
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primary aim: improvement of the ability to parent to achieve good enough parenting in the long 

term; in other words, demonstration of the capacity to parent. 

ABILITY TO 
PARENT

Q1: Characteristics families referred to EC at intake
Q2: Improvement ability to parent over time

AMBIANCE

T1 T2 T3T0

Q1 Q2

CAPACITY TO 
CHANGE

GOOD ENOUGH 
PARENTING

CAPACITY TO 
PARENT

 

Figure 4.1. Overview of Project with Main Concepts in Boxes 

 

Figure 4.1. Overview of project with main concepts in boxes

Participants

Question 1

The inclusion criteria regarding the first part of the study were: (a) being referred to the Expertise 

Center from March 2013 through October 2014 (since we considered a referral time frame of 1.5 year 

sufficient in terms of a representative sample) and (b) having subsequently had at least one intake 

interview at the Expertise Center. Seventy families complied with these criteria. Since our first research 

question referred to the characteristics of the target population, the results section presents basic 

background data on the participants.

Question 2

The second part of the study, on the quality of parenting, sought to include all families admitted 

to the Expertise Center clinic for the inpatient part of the intervention from March 2014 onwards. 

Inclusion then continued until 30 families had volunteered to participate in the study, a number which 

was reached in February 2016. During the inclusion period, 33 families were admitted to the clinic, 

translating into a participation rate of 91%. The three non-participating families all said they did not 

feel comfortable being filmed. Figure 4.2 shows the flow of participants through this part of the study. 

For each participating family, data on parent-child dyads were analyzed.4 The index parent-child 

dyad was selected using two criteria: (a) the parent being a primary caregiver and (b) the child being 

under three years of age. If a participating family had two children in this age group, the oldest child was 

4  Data were gathered among the 30 families for every child under three years of age. Seven families had two 

children in this age group resulting in 37 parent-child dyads.
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selected. At T1 we obtained data on 30 parent-child dyads, at T2 we obtained data on 21 dyads, and at T3 

data on 19 dyads. Missing data at T2 were due to termination of a family’s participation in the trajectory 

after the first evaluation with negative advice on family preservation (n = 7, ‘short trajectory’ group) or a 

family’s decision to drop out (n = 2). Missing data at T3 were the result of termination of two trajectories 

just before the final part of the residential phase. Table 4.1 presents background data on the participants.

Recruitment: all  33 families 
who were admitted in the 

clinic of the EC from March 
2014

T1
Participants enrolled in 

study
(N = 30) 

T2
Participants enrolled in 

study (n = 21)

 Negative advice 
on FP (n = 7)

T3
Participants enrolled in 

study (n = 19)

Positive advice 
on FP

(n = 16)

Negative advice 
on FP
(n = 3)

Declined to 
participate 

(n = 3)

Drop out of study 
(n = 2)

Negative advice 
on FP (n = 2)

Positive advice 
2nd trajectory

(n = 1)

Positive advice 
on FP 
(n = 2)

 

Figure 4.2. Families’ Flow Through Stages of the Parenting Study, Including the Outcome of 

the Decision on FP 

 

Figure 4.2. Families’ flow through stages of the parenting study, including the outcome of the decision on FP

Procedure

Question 1

The first author compiled family files from the Expertise Center’s digital administrative system. 

These consisted of reports provided by the case manager of the family in the context of the referral 

procedure, an application form, and a report of the intake conversation. Twenty files were coded by 

two coders to calculate Cohen’s kappa. The remaining files were coded by the same coders and one 

extra coder, who had been trained by the other two coders. 
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Question 2

Data for the parenting study were collected during the residential phase of the intervention: in week 2 

[T1], in week 6 or 7 [T2], and just before the final evaluation in week 13 or 14 [T3]. Parents were asked 

to notify the main researcher (who worked in an office in the clinic on data collection days) when 

they were ready to carry out one of the core parenting tasks that were part of the data collection 

protocol, namely feeding, caring and putting to bed. The parents were requested to ‘act usual’ and 

to pretend that the camera was not there. The interaction was filmed for a minimum of ten minutes. 

Some families were also observed by a family coach5 during filming when this was indicated in the 

family treatment plan. As part of the protocol, the coach was not to interfere unless the safety of the 

child was at risk. There were no such occurrences during data collection. After filming, the parents 

received a voucher for a local supermarket and a digital copy of the videos. In addition, parents 

could request the researcher to provide the videos to the family coaches for use in video-feedback 

sessions (this is a method regularly used within the Expertise Center). Almost all participating families 

consented to using the videos in this way. 

The procedure complied with the ethical guidelines of the University of Groningen, Department 

of Pedagogical and Educational Sciences. The Medical Ethical Board of the University Medical Center 

Groningen concluded that no further assessment of the ethical protocol was needed. 

Instruments

Question 1

The characteristics of 70 families were investigated through an extensive file analysis using a coding 

system based on two Dutch categorizing instruments related to treatment goals and problem 

types among children and adolescents in youth care (Konijn, Bruinsma, Lekkerkerker, De Wilde, & 

Eijgenraam, 2009; Reith, Hofman, Stams, & Van Yperen, 2008). We revised the coding system several 

times, repeatedly analyzing a set of files until all relevant variables were covered. In addition, we 

developed a coding protocol to ensure similar and systematic coding across coders. Inter-rater 

reliability was checked by asking two coders to code 20 files and calculating Cohen’s kappa. The 

outcome for most variables was ‘good’ (0.61-0.80) or ‘very good’ (0.81-1), following the classification 

of Altman (1991). Three variables were coded with less agreement (kappa < 0.61) and therefore were 

adjusted or removed from the coding system. The codes covered characteristics at the family, parent, 

and child levels. 

Question 2

The ability to parent was studied by naturalistic observation of three core parenting situations: feeding 

the child, physically caring for the child (e.g., bathing, dressing), and putting the child to bed. It was 

assumed that by filming parents while they were being assessed by the Expertise Center (in most 

cases involuntarily), their best efforts and ability to parent would be observable and used as an 

5  These are the professionals working on a daily basis with the families in the clinic. 
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indicator in our study. As parenting is relational, the ability to parent is not merely a characteristic 

of an individual parent but rather a characteristic of the relationship between a specific parent and 

child (Crittenden, 2005). We used the Atypical Maternal Behavior Instrument for Assessment and 

Classification (AmbiAnce) to measure the ability to parent. This instrument is based on the construct that 

parental behavior toward a child is a major determinant of multiple child outcomes. As noted earlier, 

AmbiAnce is a coding system for assessing parental behaviors associated with disorganized attachment. 

It includes items from “Frightening, Frightened, Dissociated or Disorganized Behavior on the Part of 

the Parent: A Coding System for Parent-Infant Interactions” (Main & Hesse, 1992), and has been further 

developed into a revised version including rating scales (Bronfman, Madigan, & Lyons-Ruth, 2014). 

Table 4.1. Parenting study participant characteristics upon referral

M SD Range

Parent age at T1a 25.9 5.5 18–44

Child age in months at T1b 15.6 10.5 1–32

N %

Child age groups

    0-12 months

   13-24 months

   25-32 months

12

9

9

40.0

31.0

31.0

Parent gender

   Female

   Male 

27

3

90.0

10.0

Child gender  

   Female

   Male

15

15

50.0

50.0

Family type

   Two-parent household

   Two-parent household (blended)

   Single-parent household

16

4

10

53.3

13.3

33.3

Number of children in family

   One child under age of 3

   Two children under age of 3

   At least one child above age of 2

23

7

8

76.7

23.3

26.7

Parent ethnicity

   Native Dutch

   Non-western migration background

21

9

70.0

30.0

Child ethnicity 

   Native Dutch

   Non-western migration background

21

9

70.0

30.0
a n = 30; b n = 30
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The AmbiAnce system consists of the following dimensions: (1) affective communication errors (e.g., 

contradictory signaling to infant or failure to appropriately respond to infant cues), (2) role/boundary 

confusion (e.g., treating the infant as a spousal partner or role reversal), (3) fearful/disoriented behavior 

(e.g., appearing frightened in interaction with the infant or generally disoriented), (4) intrusiveness/

negativity (e.g., verbally or physically intrusive behavior, inappropriate attribution of negative feelings 

to the child), and (5) withdrawal (avoidance, maintaining distance from the child). Each dimension is 

operationalized by two to four subcategories, all of which have been given codes (for an illustration 

of behaviors coded with AmbiAnce pre and post psychotherapy, see Baradon & Bronfman, 2010).

A transcript of a five-minute video-recorded parent-child interaction was used to assign the 

codes to the parental behaviors. Based on the number and severity of the coded behaviors, each 

dimension was rated on a scale from 1 to 7. Finally, a score was assigned from the Parental Level 

of Disrupted Communication Scale based on the ratings of the five dimensions. Rating scores 1 

and 2 were considered optimal, 3 and 4 non-optimal but not disrupted, scores of 5 and higher were 

considered disrupted. In case of a disrupted score, two subtypes could be assigned: ‘intrusive/self-

referential’ and ‘helpless/fearful’. Some parents exhibited features of both subtypes. 

A certified AmbiAnce coder coded the video-recording after completion of training provided by 

one of the developers and the AmbiAnce reliability test. As AmbiAnce requires a five-minute fragment 

of parent-child interaction, a selection procedure was used to select six minutes of video material 

(for each family, a minimum of 30 minutes of filmed interaction was available). For the ‘feeding’ 

and the ‘caregiving’ situations, the last 2.5 minutes were coded; the first minute of the ‘putting to 

bed’ situation was coded, starting exactly when the parent put the child in bed. The coder strictly 

followed the AmbiAnce coding protocol. The trainer was regularly consulted, especially concerning: (a) 

fearful/disoriented behaviors (as the reliability test returned a low intraclass correlation coefficient for 

the ratings on this dimension) and (b) application of the coding system during the core parenting 

situations, which differed from the training and reliability test, as these were based on the Strange 

Situation Procedure (Ainsworth, Blehar, Waters, & Wall, 1978). The coder was blind to the time (T1, T2, 

or T3) of the measurement.

Data analysis

Question 1

Data extracted from the family files were analyzed using descriptive statistics generated with the 

program IBM SPSS, version 24.

Question 2

Descriptive statistics.  First, we calculated means, standard deviations, and minimum and maximum 

scores for both the frequency and rating scores of each AmbiAnce scale, including the overall level of 

disruption at T1, T2, and T3. Further, we calculated the percentages of families with a rating score in 

the disrupted range (> 4). 
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Testing differences.  Using the Friedman test, we compared the rank means for each dimension over 

time across the group of parents with three measurements (n = 19) in order to identify relevant 

scales for further analysis. With reference to the small sample and the explorative character of 

the study, a statistical significance level of p ≤ .10 was employed. Significant differences were 

then tested pairwise using the Wilcoxon signed rank test.

Type of change.  We examined whether parents with at least two measurements available (n = 

21) changed between the non-disrupted range and the disrupted range on the dimension rating 

scores and the rating score of the overall level of disruption between T1 and the last measurement 

(TL) before the end of their trajectory. Cases were assigned to one of four categories representing 

the following types of change: (1) ‘no change, non-disrupted’ (scores in non-disrupted range 

at T1 and in non-disrupted range at TL); (2) ‘negative change’ (scores in non-disrupted range 

at T1 and in disrupted range at TL); (3) ‘positive change’ (scores in disrupted range at T1 and in 

non-disrupted range at TL); (4) ‘no change, disrupted’ (scores in disrupted range at T1 and in 

disrupted range at TL). 

The proportion of families in the last two categories can be regarded as an indicator of the 

potential for change within the sample toward a good enough level of the measured parenting 

aspects, as these families scored in the disrupted range at T1. Finally, we identified which families 

fell into the ‘positive change’ category for each dimension, in order to determine if positive 

change in one dimension was related to positive change in other dimensions. 

RESULTS

Target population description

Family level

Most of the 70 families referred to the Expertise Center were two-parent households (n = 50, 

71.4%). In three quarters of these families (75.7%), there was one child under the age of three, 

16 families had two children in this age group (22.9%), and one family had three children under 

age three. Eight of the referred families (11.4%) also had children older than age three. Table 4.2 

presents the most often reported problem areas at the family level. 

Parent level

Among the 70 families, a total of 120 parents were involved at intake. Just over half of the 

parents were mothers (n = 68, 56.7%). Information on ethnicity was absent from many family 

files. Where such information was missing and there were no indications of an origin other than 

Dutch (e.g., an atypical family name), the code ‘probably of Dutch origin’ was used. Otherwise, 

the ethnicity was coded as missing. The largest proportion of parents (38.3%) was of Dutch 

origin, 40 parents (33.3%) were coded as ‘probably of Dutch origin’, and 14 parents (11.7%) had 



78

a migration background. The professional status of most parents was ‘not employed’ (64.2%); 11 

parents were ‘full-time employed’ (9.2%); 5 parents held a part time job (4.2%). The professional 

status of 17 parents (14.2%) was coded as ‘other’. These parents were in, for example, an internship 

program, volunteered, or had sheltered employment. Table 4.3 presents the most often reported 

problem areas at the parent level.

Table 4.2. Reported problem areas at family level

N = 70 N % N = 70 n

Parenting abilities 70 100.0

Parent-child interaction 29 41.4

Partner relation 54 77.1

Housing (current and past) 63 90.0

Financial  56 80.0

Related to pregnancy 47 67.1

Social network 67 95.7

   Informal 62 88.6

   Professional  51 72.9

Long history of service use a 66 94.3

Type of service use

   Parenting 70 100.0

   Mental health 53 75.7

   Addiction service 14 20.0

   Housing 43 61.4

   Financial 51 72.9

   Crisis help 33 47.1

   Probation 18 25.7

   Other 59 84.3

Number of types of service use M

4.8

SD

1.55

Min

1

Max

9
a Over three years of service use.
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Table 4.3. Reported problem areas at parent level

N = 120 N %
Physical problems 36 30.0

Substance abuse (not specified as addiction) 41 34.2

Addiction 20 16.7

   Drug addiction 15 12.5

  Alcohol addiction 5 6.0

Detained (in the past) 17 14.2

Problematic attitude toward social workers 69 57.5

Traumatic event in adult life 59 49.2

Intellectual abilities

   Average intellectual ability 20 16.7

   Mild intellectual disability 46 38.3

   Suspected mild intellectual disability 14 11.7

   Missing 40 33.3

DSM classification reports 

   No reports 31 25.8

   DSM classification ‘unclear’ a 70 58.3

     Personality disorder 26 21.7

     PTSS 25 20.8

     Behavioral disorder 22 18.3

     Autism Spectrum Disorder 10 8.3

     Other 33 27.5

  DSM classification ‘clear’ b 19 15.8

     Personality disorder 11 9.2

     PTSS 5 4.2

     Behavioral disorder 4 3.3

     Other 5 4.2

Psychological problems 116 96.7

   Negative feelings 77 64.2

   Emotion regulation, impulse control 76 63.3

   Lack of insight (in problems) 59 49.2

   Complying with agreements made 30 25.0

Problem areas in childhood 98 81.7

   Becoming a teen parent 27 22.5

   Psychological problems 27 22.5

   Out-of-home placement 26 21.7

   Under supervision of the state 19 15.8

   Adverse childhood events 72 60.0

Note. The 70 families included a total of 120 parents.
a A DSM classification was reported without specific information on the diagnostic assessment procedure. b 

Specific diagnostic assessment procedure information was available and judged as sufficient (recently employed 

by a certified professional following a comprehensive 

assessment). 



80

Child level

The 70 families had 90 children in total who had been referred to the Expertise Center, of which 15 

were unborn at the time of the referral. The number of boys (n = 40) and girls (n = 41) was almost equal 

among the referred children (missing values for unborn children). Most of the children were of Dutch 

origin (n = 63, 70%), though 22 children had a migration background (24.4%), and the ethnicity of 5 

children was coded as ‘probably of Dutch origin’. Table 4.4 displays characteristics of child protection 

measures, placements, and reported problem areas at the child level. For 18.9% of the children, no 

problems were reported. 

Summary 

Our analysis of the family files revealed a great number of reported issues at the family, parent, 

and child levels, varying from practical issues (e.g., related to housing and finances) to problems 

in parent functioning and between parents (e.g., in the partner relationship) and the environment 

(e.g., problems in the social network and in connection with social workers). Although the children 

involved were under age three, most had already experienced child-level problems, often physical, 

and profound adverse events in their young lives. These children proved to be highly vulnerable. In 

addition, it became clear that the problems the families had experienced, as documented in the files, 

were long-lasting. For instance, almost all families had a long history of social service use, and for 

81.7% of the parents, problems in their own childhood were reported (e.g., a history of out-of-home 

placements). 

Descriptive statistics of atypical behavior during intervention

Frequency scores

Table 4.5 shows the frequency and rating scores of atypical behaviors for each AmbiAnce dimension 

during the Expertise Center intervention. The mean and maximum frequency scores for all 

except one dimension (role/boundary confusion), declined over time (T1 compared to T3). Role/

boundary confusion behaviors increased between T1 and T2, and declined between T2 and T3, 

but still resulted in a higher mean frequency score at T3 compared to T1. Most of the observed 

atypical behaviors were categorized under the dimensions of affective communication errors and 

intrusiveness/negativity. At the start of the intervention (T1), the fewest observed atypical behaviors 

were categorized under the dimensions of role/boundary confusion and withdrawal. At the end of 

the intervention the fewest observed atypical behaviors fell under the dimensions of withdrawal 

and fearful/disoriented behavior. 
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Table 4.4. Reported characteristics and problem areas upon referral at child level

N = 75 n %

Supervision order 54 73.0

Out-of-home placement 45 60.0

Placement at intake

  With birth family 20 26.7

  With parents under supervision 6 8.0

  Foster care 29 38.7

  Kinship care 10 13.3

  Other 10 13.3

Number of placements

    0 36 48.0

    1 24 32.0

    2-5 10 13.3

    Missing 5 6.7

Reported problem area

Emotion 25 33.3

  Inconsolable crying 16 21.3

Behavior 26 34.7

Physical* 48 53.3

  Physical complaints 21 28.0

  Toxin exposure during pregnancy* 16 17.8

  Feeding 13 17.3

  Sleeping 12 16.0

  Physical development 10 13.3

  Muscle tone 9 12.0

  Motor development 4 5.3

  Other physical problems 19 25.3

Adverse events* 62 68.9

  Emotional neglect 30 40.0

  Witness of domestic violence 28 37.3

  Physical neglect 28 37.3

  Physical abuse 13 17.3

  Prenatal experiences of domestic violence* 12 13.3

  Suspected child maltreatment (not specified) 7 9.3

  Emotional abuse 5 6.7

  Child maltreatment (not specified) 2 2.7

  Other adverse events 18 24.0

Note: The 70 families included 75 children and 15 unborn children. The variables with an asterisk were calculated 

with a N = 90, as the unborn children were included. 
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Rating scores

At all times (T1, T2, and T3) atypical parental behaviors scored under the dimension of affective 

communication errors were rated as most severe compared to the other dimensions. The mean scores 

on this scale at T1 and T2 were greater than 4, signifying disrupted behavior. The mean rating scores for 

all dimensions, except role/boundary confusion, declined over the course of the intervention. At the 

start of the intervention (T1), a proportion of the sample was rated 5 or above on every dimension. 

At the end of the intervention all parents scored under 5 on the dimensions of fearful/disoriented 

behavior and withdrawal. The mean score for overall level of disruption, as well as the percentage 

of parents rated with a disrupted score (5, 6, or 7), declined over time. The mean of the overall level 

of disrupted behavior fell into the non-disrupted range. At the start of the intervention, 63.3% of 

the parents were classified as ‘disrupted’, at T2 this percentage was 42.9%, and at the end of the 

intervention 36.8% of the parents were classified as ‘disrupted’. 

Table 4.5. Descriptive statistics of frequency and rating scores for subscales of atypical maternal behavior during 

intervention

T1

(N = 30) 

T2

(N = 21)

T3

(N = 19)

M (SD) max % n>4a M (SD) max % n>4a M (SD) max % n>4a

ACE

   frequency 

   rating 

13.1 (8.8)

4.5 (2.0)

40

7 53.3

11.1 (8.6)

4.4 (1.8)

32

7 52.4

7.3 (4.9)

3.2 (1.7) 

17

6 26.3

RBC

   frequency

   rating 

4.2 (4.1)

2.5 (1.5)

14

6 13.3

6.8 (7.1)

2.8 (1.7)

28

7 23.8

5.7 (6.8)

2.6 (1.7)

26

7 19.0

FDB

   frequency 

   rating 

7.9 (7.7)

3.2 (1.8)

31

7 26.7

6.5 (7.3)

2.6 (1.6)

22

6 19.0

3.9 (4.9)

2.1 (1.1)

21

4 0

IN

   frequency

   rating 

10.7 (10.1)

3.5 (2.1)

37

7 40.0

9.1 (8.4)

3.4 (2.2)

26

7 42.9

7.1 (6.7) 

2.7 (1.8)

20

6 31.6

WIT

   frequency

   rating 

4.0 (4.2)

2.9 (1.8)

15

6 26.7

5.4 (5.2)

2.6 (1.6)

18

6 19.0

2.4 (1.8)

2.0 (1.0)

6

4 0

OLD

   rating 4.4 (1.8) 7 63.3 4.0 (1.9) 7 42.9 3.3 (1.9) 7 36.8

Note. On all dimensions the minimum frequency score was 0 and the minimum rating score was 1. ACE = affective 

communication errors; RBC = role/boundary confusion; FDB = fearful/disoriented behavior; IN = intrusiveness/

negativity; WIT = withdrawal; OLD = overall level of disruption. 
a Percentage with a rating score in the disrupted range.
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Testing differences over time 

Frequency scores

For the group of parents with three measurements (n = 19), a Friedman test was conducted comparing 

the different measures for each AmbiAnce scale. The analysis rendered a significant chi-squared value (p 

< .10, see Table 4.6) for three scales, namely, affective communication errors, fearful/disoriented behavior, 

and intrusiveness/negativity. A Wilcoxon signed rank test indicated a significant difference (p < .10) 

on the dimension of affective communication errors between T1 and T3 (Z = -2.457, p = .014) and this 

was also the case for the difference on the dimension of fearful/disoriented behavior (Z = -2.277, p = 

.023) after Bonferroni correction. 

Rating scores 

A Friedman test indicated differences in rating scores over time for affective communication errors 

and intrusiveness/negativity (p < .10, see Table 4.6). A Wilcoxon signed rank test showed a significant 

difference (p < .10) on the dimension of affective communication errors between T1 and T3 (Z = -2.431, 

p = .015) after Bonferroni correction. 

Table 4.6. Mean rank scores and outcomes of the friedman test of the frequency and rating scores

N = 19 Mean rank X 2 p

T1 T2 T3

ACE

   frequency 

   rating 

2.4

2.4

2.0

1.8

1.7

1.8

5.38

6.33

.068*

.042*

RBC

   frequency

   rating 

1.8

1.8

2.1

2.2

2.1

2.0

1.06

2.18

.589

.337

FDB

   frequency 

   rating 

2.3

2.2

2.0

2.0

1.7

1.8

4.76

3.04

.093*

.219

IN

   frequency

   rating 

2.3

2.2

2.0

2.2

1.6

1.7

4.95

5.64

.084*

.059*

WIT

   frequency

   rating 

1.8

2.1

2.4

2.1

1.8

1.7

4.55

3.57

.103

.168

OLD

   Rating 2.3 2.0 1.7 4.54 .113

Note. ACE = affective communication errors; RBC = role/boundary confusion; FDB = fearful/disoriented behavior; 

IN = intrusiveness/negativity; WIT = withdrawal; OLD = overall level of disruption.

* p <.10
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Type of change

Our analysis of the type of changes observed in the group with at least two measurements available 

(n = 21) revealed that on all five dimensions, most parents could be assigned to the ‘no change, non-

disrupted’ group and the fewest parents assigned to the ‘negative change’ group (see Figure 4.3). With 

respect to the total potential positive change toward good enough parenting (the sum of the groups 

of ‘no change, disrupted’ and ‘positive change’), the greatest change occurred on the dimensions 

of fearful/disoriented behavior (5 out of 7 possibilities) and withdrawal (4 out of 5 possibilities). With 

respect to the overall level of disruption, the parents were spread quite evenly over the three groups 

of ‘no change, non-disrupted’ (n = 7), ‘no change, disrupted’ (n = 8), and ‘positive change’ (n = 6).

Eleven of the 21 parents fell into the ‘positive change’ group on at least one of the dimensions. 

Examination of the cases revealed two patterns and four cases. First, four parents were assigned to 

the ‘positive change’ group on the dimensions of affective communication errors AND intrusiveness/

negativity AND overall level of disruptive behavior. For three parents this was the case for fearful/

disoriented AND withdrawal. One parent fell into the ‘positive change’ group on role/boundary confusion, 

fearful/disoriented behavior, intrusiveness/negativity, AND overall level of disruption. The remaining three 

parents were assigned to the ‘positive change’ group on a single dimension (see Table 4.7). 

 
Figure 4.3. Distributions of Parents by Type of Change, in Percentages 

ACE = affective communication errors; RBC = role/boundary confusion; 

FDB = fearful/disoriented behavior; IN = intrusiveness/negativity;  

WIT = withdrawal; OLD = overall level of disruption. 
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Figure 4.3. Distributions of parents by type of change, in percentages

ACE = affective communication errors; RBC = role/boundary confusion; FDB = fearful/disoriented behavior; IN 

= intrusiveness/negativity; WIT = withdrawal; OLD = overall level of disruption.
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Table 4.7. Positive change per case for all dimensions including overall level of disruption

Case # 1,2,3,4 5,6,7 8 9 10 11

Affective communication errors x x

Role/boundary confusion x

Fearful/disoriented behavior x x x

Intrusiveness/negativity x x

Withdrawal x x

Overall level disruptive behavior x x

Summary

Most of the atypical behaviors observed among parents in the Expertise Center program studied 

related to the dimensions of affective communication errors and intrusiveness/negativity. The fewest 

atypical behaviors observed fell into the dimensions of role/boundary confusion and withdrawal. 

Significant differences were found over time in relation to mean frequencies and mean rating scores 

with reference to the scales of affective communication errors, intrusiveness/negativity, and fearful/

disoriented behavior.

At the end of the intervention (T3), all parents scored in the non-disrupted range regarding 

the scales of fearful/disoriented behavior and withdrawal. On the other scales, between 19.0% and 

31.6% of parents scored in the disrupted range. Although no statistically significant decline in overall 

level of disruption was found, the proportion of parents with a disrupted score dropped during the 

intervention from 63.3% to 36.8%.

The greatest potential to change from a score in the disrupted range at the start of the 

intervention to a good enough score at T2 or T3 was found on the scale of overall level of disruption (n 

= 14), and for the dimensions of affective communication errors (n = 11) and intrusiveness/negativity 

(n = 9). Respectively, 42.8%, 45.0%, and 55.5% of these parents could be assigned to the ‘positive 

change’ group. A higher percentage of positive change was found on the withdrawal scale (4 out 

of 5 possibilities) and the fearful/disoriented scale (5 out of 7 possibilities). Analysis of the type of 

changes observed suggests a connection between the three scales: all parents except, one who 

fell into the ‘positive change’ group on the affective communication errors scale, went through a 

similar positive change on the intrusiveness/negativity scale and the overall level of disruption scale. 

The same pattern was found for three parents regarding the scales of fearful/disoriented behavior 

and withdrawal. 
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DISCUSSION 

Conclusions and implications for practice 

Target population

As outlined previously, we expected our sample to fit the descriptions found in the literature on 

families in complex and multi-problem situations, including mental health issues. Our findings 

support this hypothesis, indicating that the Expertise Center reaches the intended target population: 

families in complex and multi-problem situations with young children (0-2 years of age), of whom at 

least one parent has a mental illness, seeking family preservation. Such confirmation is essential in 

evaluation research to understand to whom exactly the study outcomes apply. 

We found that the family files often lacked explicit information on the nature and severity of 

the psychiatric problems experienced, as indicated by the variable, ‘unclear DSM classification’. In 

these cases, referral to the Expertise Center seems highly relevant to gain a better understanding of 

the parenting situation, although it also implies that upon referral it is not always clear whether the 

families fit the inclusion criteria set by the Expertise Center. If the nature and severity of the problems 

are ambiguous, it is recommended that parental mental health be assessed in the referral and intake 

phase. 

In addition, it became clear that intellectual disabilities, sometimes mild, were reported or 

suspected regarding a substantial proportion of the parents (50%). Since the combination of mental 

health issues and intellectual disability is known to be a risk factor in child maltreatment (Wilkins & 

Farmer, 2015), it is essential to identify these parents at the start of the intervention and to clarify 

during the program in what ways and to what extent the mental health issues and intellectual 

disability (or their combination) impact the capacity to parent, in order to safeguard the children and 

decide on treatment emphasis.

Further, our analysis found that problems in the partner relationship, such as intimate partner 

violence, were common among the target population. Since exposure to intimate partner violence 

(witnessed by 37% of the children) may well lead to trauma symptoms among very young children 

(Bogat, DeJonghe, Levendosky, Davidson, & Von Eye, 2006; Graham-Bergmann & Levendosky, 1998), 

much attention should be given to this issue and it needs to be targeted during treatment; for 

instance, by providing relationship therapy.

Furthermore, the family files contained evidence that the children involved were highly 

vulnerable, not only due to their age but also because of the potentially traumatizing events they 

had undergone and the problems a substantial proportion of them had experienced, as documented 

in the files. Therefore, these children should be closely monitored and their well-being remain the 

primary consideration in the decision-making process during the entire trajectory. There may be a risk 

of an overly narrow focus on the parents during the trajectory (see also Tausendfreund et al., 2016) 

since parenting is the main object of the assessment and a trusting working alliance with parents 

needs to be established. 
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Parenting study

We also aimed to understand in what ways and to what extent the ability to parent was impaired 

among the target population. Our analysis provided detailed insight into the various aspects of 

atypical parental behaviors within our sample, which will be useful to further clarify the nature and 

severity of parenting problems within the target population and the treatment focus of FP services. 

Further, we sought to shed light on the outcomes of the intervention regarding the ability to parent. 

We assumed that we would find a decline in atypical behavior during the program. Our hypothesis 

was confirmed in relation to the scales of affective communication errors, intrusiveness/negativity, and 

fearful/disoriented behavior. These results are consistent with outcomes of two other studies which 

found a decline in atypical parental behavior following interventions targeting sensitive parenting 

(Benoit et al., 2001; Tereno et al., 2017).

Nevertheless, in our study, a proportion of parents scored in the disrupted range on three of the 

five scales and on overall level of disruption at the end of the intervention. This indicates that certain 

aspects of the ability to parent were still compromised among some of the parents after the clinical 

phase. If these were the parents who received a negative recommendation on family preservation, the 

outcomes on the AmbiAnce scales can be considered as a first indication of the validity of this decision. 

However, if these were parents who received a positive family preservation recommendation, ongoing 

support for these parents is recommended, targeting these issues in the home situation after the 

clinical phase. For instance, intensive aftercare or referral might be considered, alongside assurance 

of adequate transition to other services. 

The duration of FP services is an important issue under discussion. FP interventions are designed 

to be intensive and of limited duration. However, there is evidence that the effects of FP services 

diminish after 12 months (Kirk & Griffith, 2004). Some have argued that the problems experienced by 

families referred to FP services are too severe and complex to be resolved in the short term (Lindsey, 

Martin, & Doh, 2002). A study is therefore recommended of the outcomes of the Expertise Center in 

terms of the ability to parent in the long term. 

The decline in atypical behaviors that we found on three scales might indicate the target 

population’s capacity to change toward sensitive parenting through intensive support. Another 

explanation for the changes registered in parental behavior is valid decision-making by the Expertise 

Center in the three evaluations, as the families who scored lowest on the parenting scales were 

terminated, or dropped out of the treatment. Further research is needed to explore the dynamics 

underlying these outcomes. 

We found no significant difference over time concerning the scales of role/boundary confusion 

and withdrawal. This might be due to the fact that there was less potential for improvement in these 

behaviors, as most parents did not score high on these scales at the start of the intervention. However, 

it might also indicate that the treatment provided by the Expertise Center had no, or limited, impact 

on these aspects of parental behavior or that parents recognized these behaviors as inappropriate 

and made adjustments themselves while being directly observed.
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Change was also examined more qualitatively by categorizing parents into four groups according to 

the type of change found. Our analysis identified two patterns and provided some indication that 

the AmbiAnce scales may be related. Further research is needed to examine these relationships and 

links between the scales. 

Our study also yielded relevant lessons on the applicability of AmbiAnce for study of core parenting 

situations (feeding the child, physical care of the child, and putting the child to bed) using video data from 

naturalistic observation in a family psychiatric context aimed at family preservation. Since we identified 

evolution in atypical behaviors within our sample during the intervention, AmbiAnce did appear to be a 

useful instrument for mapping changes in disruptive parental behavior within this target population.

Parenting, and the ability to parent, encompasses more than the atypical behaviors coded with 

this instrument. However, the quality of maternal behavior has proven to be a stronger predictor 

of long-term outcomes over time than infant attachment, indicating the importance of parental 

behavior (see, e.g., Dutra, Bureau, Holmes, Lyubchik, & Lyons-Ruth, 2009; Shi, Bureau, Easterbrooks, 

Zhao, & Lyons-Ruth, 2012). In addition, there is a sound theoretical and empirical foundation for the 

pathway of improving outcomes for children by targeting atypical behaviors of their parents, and by 

doing so, potentially affecting attachment quality as well. Therefore, AmbiAnce seems a very valuable 

instrument for clinical assessment of parenting, for both treatment and decision-making purposes, 

since specific, individual, and complex needs can be outlined based on the interaction between 

parent and child. Moreover, AmbiAnce codes relate to concrete observable behaviors, making them a 

very useful basis for dialogue with parents about the abstract concept of parenting, and suitable for 

video feedback techniques. In addition, AmbiAnce has proven to be highly informative in evaluation 

research on interventions targeting the quality of parenting. 

Limitations and strengths

Target population description

Concerning the reliability of the target population analysis, it is worth noting that by using file 

analysis we examined the reported characteristics of the families. We assumed that the reported 

characteristics of the family situations were considered relevant and significant in the context of a 

possible out-of-home placement by the professionals involved and therefore appropriate to describe 

the target population. However, we also noticed that the files contained reports of low quality. That is, 

information contained in the reports was often ambiguous and incomplete; for instance, regarding 

the overall family situation, former service use, and the outcomes of services provided. Again, a lack 

of clarity on the overall family situation is often the reason for referral to the Expertise Center, and 

obtaining a good understanding of family functioning is one of the main objectives of treatment. We 

believe that the quality of reporting within child protection services can and should be improved. 

Reports overall need to be more accurate and comprehensive, since they are often the basis for 

decision-making and treatment emphasis. One strength of our study was the comprehensiveness of 

our target population description, which went well beyond the report of merely general background 

characteristics, which is common in evaluation research.
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Parenting study

Our lack of a comparison group, for practical reasons, was a limitation of this study. The greatest 

challenge in finding a control group was the fact that our target group consisted mainly of families 

with a child who had been placed out of home, meaning that it was not possible to assess parenting 

among families in a similar situation since parents typically don’t care for their children following out-

of-home placement. No alternative interventions with a similar target population were available that 

could be used to assemble a control group.

Furthermore, our sample size was relatively small, though data collection at the clinic lasted 

two years. It is, therefore, uncertain whether the sample is representative of the target population. In 

addition, the small sample size could lead to problems concerning the statistical power of the study. 

We did not employ multiple testing correction, due to the explorative character of the research. 

However, we did find a significant and meaningful decline over time, suggesting that the sample 

was large enough to obtain relevant results. Finally, the reliability of the rating scores for the fearful/

disoriented scale was marginally acceptable. For these reasons, the results of our study should be 

considered indicative rather than conclusive. 

Use of AmbiAnce in a repeated measures design with multiple parents constituted a unique and 

informative advance regarding clinical use of the instrument. Our sample included both mothers 

and fathers. While there has been a substantial shift in the involvement and role of fathers in child 

rearing and caregiving over the past decades (Cabrera, Tamis-LeMonda, Bradley, Hofferth, & Lamb, 

2003), there is a lack of research on the father-child relationship. Only one other published study 

using AmbiAnce engaged fathers and aimed to explore the link between paternal behavior in the 

development of disorganized infant-father attachment (Madigan, Benoit, & Boucher, 2011). Similar 

to De Wolff and Van IJzendoorn (1997), who found that paternal sensitive responsiveness is a weak 

predictor of secure infant-father attachment (in contrast to maternal sensitive responsiveness and 

secure infant-mother attachment), prior studies have found that paternal atypical behavior does not 

predict infant-father disorganized attachment. Nevertheless, we believe that improvement of parental 

sensitive behavior is a desirable outcome and worth examining.

Conclusion

This evaluation study of Expertise Center intervention contributes to the evolving evidence on 

interventions targeting improvement of parenting of young children in the context of permanency 

planning to increase child safety and prevent maltreatment of infants and toddlers. Furthermore, it is 

clear that the program provided by the Expertise Center has great potential to fulfill a very complex 

task in child protection: supporting a vulnerable target population in pursuing family preservation, 

preventing unnecessary caregiver changes, and providing permanency for infants and toddlers. 
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ABSTRACT

High rates of failed reunification indicate that family preservation (FP) does not necessarily lead to 

permanency for children. It could be argued that, in such failed cases, the decision-making process 

leading to the preservation of the family was inadequate. In order to gain insight into the role that 

decision-making plays in family preservation practice, we studied decision-making within an FP-

intervention program provided by the Expertise Center. The Expertise Center explicitly combines 

treatment and decision-making in an assessment-based intervention that is provided to families 

seeking either to be reunited with their young child (0-2) or to avoid an out-of-home placement 

of the child. In addition, at least one of the parents has psychiatric problems. We hereby attempted 

to a) map decision-making trajectories in practice and b) provide feedback about Expertise Center 

decision-making based on evidence regarding the – sometimes evolving – quality of parental 

behavior as observed in the participants. We have used a descriptive design (n=100) as well as 

a one-group repeated measures design (n=28) to examine parental behavior using the Atypical 

Maternal Behavior Instrument for Assessment and Classification (AmbiAnce). We hypothesized that 

a negative recommendation regarding family preservation would manifest itself in the display of 

more frequent and more severe atypical parental behavior. Our results indicate that the Expertise 

Center succeeded in contributing broadly to timely decision-making in the context of permanency 

planning, and that implementation of the Decision-making Continuum potentially improved the 

quality of clinical decision-making. Furthermore, our hypothesis was confirmed by four out of five 

measurements of parental behavior that have been proven to be significant for children’s attachment 

security. Since these are promising results, the Expertise Center program could serve as an inspiration 

for the practice field.

Keywords: Decision-making, family preservation, program evaluation, parenting assessment, atypical 

parental behavior 
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‘Please don’t take me, my sunshine away’

(Mother singing her child to sleep)

INTRODUCTION

Once families become involved with child protection, a continuous process of professional decision-

making begins (Baumann, Fluke, Dalgleish, & Kern, 2014; Taylor, 2010). Decisions concerning the out-

of-home placement of a child in the context of permanency planning are exceptionally high-stake 

decisions, since the consequences are far-reaching and the impact on the lives of the families involved 

is enormous (Davidson-Arad & Benbenishty, 2008; Lindsey 1994). Ever since a family preservation 

prototype arose in the field of child welfare in the 1970s (Tully, 2008) – which can be viewed as 

both a philosophy and a service delivery model (McCroskey, 2001) – the prevention of out-of-home 

placement or the reunification of the child with the birth family have been considered the most 

favorable outcomes in the context of this ideal. However, in terms of reunification, family preservation 

does not necessarily lead to permanency (Kimberlin, Anthony, & Austin, 2009; Maluccio, Abramczyk, 

& Thomlison, 1996). 

Although accurate rates of re-entry into care after reunification are lacking (Festinger, 1996; 

Grath-Lone, Dearden, Harron, Nasim, & Gilbert, 2017; Lee, Jonson-Reid, & Drake, 2012; Taussig, Clyman, 

& Landsverk, 2001), studies generally report high percentages of failed reunification. For example, 

Wulczyn and colleagues (2011) explored data from 14 states in the U.S., from 2000 through 2008, and 

found that approximately one in three infants re-entered family foster care following reunification. 

It could be argued that, in these cases, the decision-making process leading to preservation of 

the family was inadequate, since it appeared not to last. Indeed, inadequate assessment – where 

decision-making plays an important role – has been associated with reunification breakdown (Donald 

& Jureidini, 2004; Wilkins & Farmer, 2015). 

Another current issue of concern in this context is the delay involved in the decision-making 

process (Brown & Ward, 2013; Masson, Pearce, Bader, Joyner, Marsden, & Westlake, 2008), resulting in long 

periods of uncertainty for both children and parents (Choy & Schulze, 2009; Farmer & Lutman, 2010). 

From an attachment perspective, timely decision-making regarding permanent placements is especially 

significant for infants and toddlers, given the importance of forming a secure attachment bond in early 

life. The period suggested for making a permanency decision for infants and toddlers is preferably within 

six months and at most within a year following out-of-home placement (De Baat, Van den Berg, & De 

Lange, 2014; Juffer, 2010). So to summarize, it is vital for decisions concerning family preservation to 

be well timed and effective, and for them to lead to desirable outcomes such as permanency for the 

child. However, there is repeated evidence that this is not being achieved in current practice. How to 

reverse this and succeed in family preservation is a challenging issue in the field of child welfare, since 

the decision-making involved is a highly complex process (O’Sullivan, 2011). 
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The complexity of the decision-making process in these cases is caused by the many interconnecting 

factors influencing the situation on the individual level (decision-maker), the case level (characteristics 

of the family involved), and the contextual level (organizational and external context) as indicated in 

The Decision Making Ecology (Baumann et al., 2014, p. 28). This general model emphasizes the context 

in which decisions are made and considers decision-making as a continuous process. In child welfare, 

this continuum – referred to as the Decision-making Continuum – begins with the decision to invite 

a family for an intake and ends at case closure (Baumann et al., 2014, p. 29). In between, the decision-

making process involves a large number of disparate (smaller) decisions, all of which influence the 

outcome of key decisions such as, for instance, the out-of-home placement of a child. 

Aim and research questions

In order to understand the role of decision-making in reunification and to come up with strategies 

for improvement, it is useful to study in depth the context and quality of current practices in which 

placement decisions arise. We therefore studied the outcomes of a family preservation intervention 

program that is used in the Netherlands, the Expertise Center for Treatment and Assessment of 

Parenting and Psychiatry (in short, Expertise Center), by doing a program evaluation study (cf. Harinck, 

Smit, & Knorth, 1997). The Expertise Center explicitly combines treatment and decision-making in 

an assessment-based intervention that is provided to families with infants and toddlers during a 

maximum 16-week period of admission in a clinic. The inpatient phase of the intervention includes 

three instances of evaluation (week 4, week 10, and week 14), in which the trajectories of parents 

who do not seem to be taking sufficient advantage of the program will end up being terminated 

with a negative recommendation concerning family preservation. In the study, we are investigating 

the treatment component as well as the decision-making component. In this particular paper, we 

will be reporting on the latter topic. 

Our aim is twofold: 1) mapping decision-making trajectories in practice for the purpose of 

improving the awareness and quality of professional decision-making, and 2) providing feedback 

regarding the decision-making of the Expertise Center that includes evidence about the quality of 

parental behavior with the participants.

The first research question is: “what are the characteristics of the decision-making processes 

in the Expertise Center in terms of duration, reasons, and decision-makers?”. The second question 

refers to the quality of parental behavior during the inpatient part of the program, just before the 

decision about family preservation is made; more specifically, whether there is a difference in “atypical 

parental behavior” between families that were given a negative recommendation concerning family 

preservation by the professionals of the Expertise Center (group “No FP”) and families whose decision 

was positive (group “FP”). “Atypical parental behavior” is defined as behavior of the parent that disrupts 

the interaction with the child and is associated with infant disorganization (Bronfman, Madigan, & 

Lyons-Ruth, 2014). It is hypothesized that the first group of parents will show more and more severe 

atypical parental behavior, since the team of the Expertise Center considers the quality of parenting 

in such cases as too marginal to grant family preservation. Confirmation of this assumption will yield 
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an initial empirical provision for the family preservation decisions made by the professionals of the 

Expertise Center during the clinical phase of their program.

In Figure 5.1, an overview of the study is presented. The main concepts are displayed in boxes 

and the studied concept related to the ability to parent in the oval. The large arrow represents the 

intervention, including the three evaluation points during the clinical phase (CP). This figure will be 

further explained in the method section. 

ABILITY TO 
PARENT

CAPACITY TO 
PARENT

ATYPICAL 
BEHAVIOR

Q1

T1 T2 T3

Q2

CAPACITY TO 
CHANGE

GOOD ENOUGH 
PARENTING

 

Figure 5.1. Overview of the study. Research question 1 (Q1) is about the complete intervention from referral 
through to the end of the clinical phase; question two (Q2) is about the clinical phase.  
 

Figure 5.1. Overview of the study. Research question 1 (Q1) is about the complete intervention from referral 

through to the end of the clinical phase; question two (Q2) is about the clinical phase 

METHOD

Intervention

The Expertise Center for Treatment and Assessment of Parenting and Psychiatry was set up in the 

Netherlands as part of Mental Health Care Drenthe (in Dutch, GGZ Drenthe). The objective of the 

program is to support parents with infants and toddlers towards achieving good enough parenting, 

to assess their capacity to change, and to evaluate whether family preservation is in the best interests 

of the child. The program was developed based on the assumption that a timely placement decision 

and the consent of the parents were crucial factors in the prevention of (further) harm to the child 

through disruptions in early relationships with primary caregivers, along with inadequate parenting. 

The families referred to the Expertise Center (for the most part by their family guardian, case manager 

or another CP professional) can be regarded as families living in a chronically problematic situation 

(Tausendfreund, Knot-Dickscheit, Schulze, Knorth, & Grietens, 2016), characterized in the literature 

by various terms such as high risk families, multi-problem families, multi-stressed families, and troubled 
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families. Families are eligible for the program in case they either aim to achieve reunification with their 

young child (age 0-2) or to prevent out-of-home placement of their young child; if at least one of the 

parents has psychiatric problems; and if a CP professional such as a case manager or family guardian 

is involved in the family. The children that are placed before the program usually stay in foster families. 

The children that are still living in the family of origin are mostly staying with their parents under strict 

supervision of the network of the family, explicated in a safety plan. 

The program consists of several phases including a (predominantly outpatient) pre-phase, a 

residential phase, and an aftercare phase. The intervention is based upon various principles, theories, 

and methods regarding parenting, family-system therapy, attachment, and trauma recovery. Building 

a trustful and positive working alliance with families is at the heart of the working methods, using 

techniques from De Shazer’s Solution-Focused Brief Therapy (SFBT) (1985).  In order to tailor the program 

to the unique needs and characteristics of the families, a broad range of methods, techniques, and 

interventions is offered during the program. The Expertise Center facilitates shared decision-making 

through set evaluation points, from intake through to the end of the program, in which the three 

parties involved (family, professional responsible for the referral of the family, and the team of the 

Expertise Center) together assess the parenting situation, explicate the treatment goals, and monitor 

the process of the family in the program (see Vischer, Grietens, Knorth, & Mulder, 2017 for a more 

extensive description of the intervention program).

Parenting

In Figure 5.1, the upward arrow represents the intervention and its primary aim: improvement in the 

ability to parent (assessed as inadequate before intervention) so as to reach a “good enough” level (which 

is the indispensable condition for good enough parenting). “Ability to parent” refers, in this study, to the 

fundamental element of parenting: the ability of parents to take care of their child at a basic level (thus 

showing sensitivity and responsivity) in direct interaction with their child at a certain point in time. Therefore, 

the “ability to parent” is not a feature of the individual parent but a characteristic of the relationship between 

the parent and the specific child, since parenting is an interaction (Crittenden, 2005). 

We operationalized this concept through an examination of atypical parental behavior using 

the Atypical Maternal Behavior Instrument for Assessment and Classification (AmbiAnce; Bronfman, 

Parsons, & Lyons-Ruth, 1992; Lyons-Ruth, Bronfman, & Parsons, 1999). AmbiAnce is a coding system to 

assess parental behaviors that have been associated with disorganized attachment. It is based upon 

the paradigm that parental behavior towards children is the key determinant for the quality of infant 

attachment. Since the behaviors mapped with the AmbiAnce are the opposite of the essential parenting 

qualities sensitivity and responsivity (basic principles include for instance responding adequately 

and promptly to infant cues, and providing affection and protection), this instrument is suitable to 

examine the ability to parent. In addition, taking into consideration the age of the children of the 

target population of the Expertise Center, it is appropriate to study parental behavior that is evidently 

linked to attachment quality. 
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Providing a good enough quality of parenting (ability to parent) on a continuous basis in 

the long term can be considered as the capacity to parent (cf. Conley, 2003; Vischer et al., 2017). 

Using Figure 5.1, decision-making regarding family preservation during the clinical phase of 

the program can be depicted as continuously determining whether parents are still moving 

the arrow upwards, in other words, improving their parenting and showing capacity to change. 

If so, a “go” decision can be made to continue the program towards the next phase. If not, 

change is considered as coming too slowly, and the trajectory will be terminated with a negative 

recommendation about family preservation resulting in a “no go” decision.  

Design

The two research questions reported in this paper are part of a broader evaluation study, they 

specifically focus on the decision-making component of the program. When answering question 

1 (“trajectories”), we used a descriptive research design including all phases of the intervention: 

referral, intake, two-week trial stay in the clinic, clinical phase 1, clinical phase 2, clinical phase 3, and 

aftercare. Exclusively administrative data were used. 

Regarding question 2 (“parenting and decision-making”), we used the data of a study on 

the quality of parental behavior using a one-group repeated measures design obtained by 

inviting parents to participate to our study. Data were collected during the residential phase 

of the intervention in week 2 (T1), in weeks 6 or 7 (T2), and just before the final evaluation in 

weeks 13 or 14 (T3). The data were analyzed from two perspectives: a) focusing on changes in 

the quality of parental behavior during the clinical phase (reported in another paper) and b) 

decision-making (this paper). This study can be considered exploratory, since no other research 

evaluating an intervention that explicitly incorporates decision-making on family preservation 

is known by the authors. 

Participants

The administrative data of all families referred to the Expertise Center from May 2013 through 

April 2015 were included in the trajectory analysis (N=100). The available background data for 

families included in the trajectory analysis are displayed in Table 5.1. The administrative data 

of seven families could no longer be retrieved at the analysis phase. The remaining 93 families 

included a total number of 145 referred parents and 113 children, some of which were as yet 

unborn.

With reference to research question 2, the study regarding the quality of parental behavior 

was designed to include all families who have been admitted into the clinic of the Expertise 

Center for the inpatient part of the intervention from March 2014 onwards. Inclusion continued 

until the target number of 30 parent-child dyads (one dyad per family) was reached in February 

2016. The participation rate was 91% with three families declining to participate. The parents 

of these families all stated that they were not comfortable with the idea to be filmed. Written 

informed consent was obtained from all participants.
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Table 5.1. Participant characteristics trajectory analysis upon referral

M SD Range

Number of referred family membersa 3.4 0.83 2–6

Parent age at referral b 28.8 7.6 18–59

Child age in months at referralc 11.3 10.1 0–40 

N %          missing

Parent gender

  Female

  Male 

82

63

56.6

43.4

0

Child gender  

  Female

  Male

53

49

51.9

48.1

0

Family type

  Two-parent household

  Two-parent household (blended)

  Single-parent household

59

5

21

69.4

5.9

24.7

8

Parent ethnicity

  Dutch origin

  Immigrant background

123

18

87.2

12.8

4

Child ethnicity 

  Dutch origin

  Immigrant background

78

30

72.2

27.8

5

Note. For seven families there were no administrative data available in the Electronic Client File program of the 

Expertise Center.
a n=93; b n=145; c n=89; missing observations are the result of children born after referral and are due to missing 

administrative data.

There is an overlap in the two samples of the sub-studies reported here, since some of the 

families included in the trajectory analysis were admitted to the clinic of the Expertise Center within 

the inclusion period for research question 2 and thus decided to participate in this sub-study as well 

(n=22). The remaining families (n=8) were referred to the Expertise Center after April 2015 and are 

therefore not included in the trajectory analysis. Background data of the 30 participants are shown 

in Table 5.2. 

Measurements and instruments

Trajectories

The following variables were registered for each phase of the program: start and end date (to calculate 

“duration”); outcome per phase (“go/no go” to the next phase); and in case of trajectory termination: 

decision-makers, and arguments for trajectory ending.
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Table 5.2. Parenting and decision-making study – participant characteristics at referral

M SD Range

Parent age at T1a 25.9 5.5 18–44

Child age in months at T1a 15.6 10.5 1–32

n %

Child age groups

  0-12 months

  13-24 months

  25-32 months

12

9

9

40.0

31.0

31.0

Parent gender

  Female

  Male 

27

3

90

10

Child gender  

  Female

  Male

15

15

50

50

Family type

  Two-parent household

  Two-parent household (blended)

  Single-parent household

16

4

10

53.3

13.3

33.3

Number of children in family

  One child under age of 3

  Two children under age of 3

  At least one child above age of 2

23

7

8

76.7

23.3

26.7

Parent ethnicity

  Dutch origin

  Immigrant background

21

9

70.0

30.0

Child ethnicity 

  Native Dutch

  Immigrant background

21

9

70.0

30.0
a n=30

Parenting and decision-making

The ability to parent was measured using the Atypical Maternal Behavior Instrument for Assessment 

and Classification (AmbiAnce; Bronfman, Parsons, & Lyons-Ruth, 1992; Lyons-Ruth, Bronfman, & Parsons, 

1999). 

This instrument consists of five dimensions: (1) affective communication errors (e.g., contradictory 

signaling to infant or failure to respond to infant cues), (2) role/boundary confusion (e.g., treating 

infant as spousal partner or role reversal), (3) fearful/disoriented behavior (e.g., appears frightened in 

interaction with infant or generally disoriented), (4) intrusiveness/negativity (e.g., verbally or physically 
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intrusive behavior, inappropriately attributes negative feelings to child), and (5) withdrawal (avoidant, 

maintaining distance from the child). Each dimension consists of two up to four codes (items) and 

each of these codes is constructed upon a number of concrete and observable parental behaviors 

(between 4 and 19 descriptions). Haltigan and colleagues (2017) provide item descriptions for each 

dimension. The system demonstrated to have good reliability, validity and stability over time (Madigan 

et al., 2006).

Coding using AmbiAnce is performed on the transcript of a five-minute videotaped parent-child 

interaction and results in: a frequency score for each dimension (the number of observed atypical 

behaviors); a rating score for each dimension (rating of the severity on a scale from one to seven, 

where one is low severity and seven is high severity, based upon the number and severity of the 

assigned codes); and a score of the overall parental level of disrupted communication, which classifies 

the behavior of the parent as disrupted (a score of five or above) or not disrupted (a score of below five). 

Procedure

Trajectories

The analysis of the trajectories (research question 1) is descriptive. The trajectories were 

monitored with help from the administrative Electronic Client File program of the Expertise 

Center and several other administrative overviews, mostly Excel spreadsheets, to manage new 

referrals and the flow of families through the stages of the program. The main researcher (first 

author) checked new referrals and shifts of families through the phases of the program on a 

weekly basis. In addition, the records of weekly team meetings and evaluations were scanned 

for relevant data in the context of the trajectory analysis. In cases of missing data, an attempt 

was made to collect this information from the Expertise Center team. The information about 

each family was filled in on a trajectory form, and, after case closure, the quantitative data were 

entered into a database. 

Parenting and decision-making

The ability to parent is measured by naturalistic observation of the following core parenting 

tasks: feeding the child, physically caring for the child (e.g., changing diapers, dressing), and 

putting the child to bed. Parents were asked to notify the main researcher (located in an office 

at the clinic on data collection days) each time they carried out one of the core parenting tasks. 

This way, data collection was fitted into the daily structure of the family in order to respect their 

planning. Parents were asked to “act as usual” and as if there was no camera. Each parenting task 

was filmed for a minimum of ten minutes. The parents received a coupon for a local supermarket 

and a digital copy of the videos after each measurement. If parents desired, the family coaches 

were provided with the videos to use for video-feedback sessions with parents, which is one of 

the regular methods used in the Expertise Center. 

The first author is a certified AmbiAnce coder (having completed the training and reliability 

test) and thus coded the videotapes. AmbiAnce requires a minimum of five-minute fragments of 
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parent-child interactions; therefore, a selection procedure was applied to select six minutes from 

all the video material. From the “feeding” and “care-taking” situation, the final 2.5 minutes were 

selected and from the “putting-to-bed” situation, the first minute was selected from the exact 

moment the parent put the child to bed onward. The coder strictly followed the AmbiAnce coding 

protocol, and the trainer was contacted on a regular basis for consultation, specifically in cases 

of fearful/disoriented behaviors, since the ICC of the rating on this dimension was low (ICC=.49) 

in the reliability test. Efforts were made to blind the main author to the time (T1, T2, or T3) of the 

measurement during the coding of the video fragments through a) renaming all fragments with 

a new id number and b) coding the video’s in a random order (both organized  by a research 

assistant). The analysis phase started over two years after the final video registration in the clinic 

(which was done by the main author as well). 

All procedures were based upon the Ethical Guidelines of the department of Pedagogy and 

Educational Sciences of the University of Groningen. The Medical Ethical Board of the University 

Medical Center Groningen concluded that further assessment of the medical ethical protocol 

was not needed. 

Data Analysis

Trajectories

The quantitative data were analyzed with descriptive statistics using IBM SPSS, version 25. 

The qualitative data, which concerned the variable “arguments for trajectory ending,” were 

first explored for the purpose of defining categories and developing a codebook under the 

supervision of the first author. Consequently, all data were coded by a Master’s student and the 

first author, while the first author reviewed all final coding in order to ensure all fragments of 

text were coded under the relevant category. 

Parenting and decision-making

First, we calculated the means, standard deviations, and maximum scores for both the frequency 

and rating scores of each AmbiAnce scale, including the overall level of the disruption scale at the 

last measurement before the decision about family preservation was made (TL), for both groups 

“No FP” and “FP.” Furthermore, we calculated the percentages of families with a rating score in 

the disrupted range for both groups.

Moreover, using the Mann Whitney U test, the differences in rank means for the dimensions 

that differed in means between the groups “FP” and “No FP” were tested. Due to the small sample 

and the exploratory nature of the study, a level of statistical significance of p ≤ .10 was employed 

here (Cohen, 1990). 

Finally, we conducted a Chi-square test to test the relationship between the decision about 

FP (positive/negative) and the classification of the overall parental behavior (disturbed/not 

disturbed). 
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RESULTS

Trajectories

Decision-making Continuum

Exactly 100 families were referred to the Expertise Center over a period of two years. For 74 families, 

an actual trajectory was started as a result of a positive decision (“go”) after intake. 

 

 

 

 

 

 

 

 

Figure 5.2. Flow of families referred to the Expertise Center in the Decision-making Continuum. The “no go” applies to the decision to discontinue the program, not strictly 

to the decision about family preservation (with the exception of the final box).  

Note: FP = Family Preservation 
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Figure 5.2. Flow of families referred to the expertise center in the decision-making continuum. The “no go” 

applies to the decision to discontinue the program, not strictly to the decision about family preservation (with 

the exception of the final box) 

Note: FP = Family Preservation

In the pre-phase, the trajectory of 35 families was terminated, resulting in 39 families starting with 

the inpatient part of the program. Nine of these families “dropped out” during the clinical phase, 

with a negative recommendation about family preservation; most of the remaining 30 families 

received a positive recommendation about family preservation (n=26). Four families were given a 

negative recommendation concerning family preservation following a complete clinical trajectory 

of a minimum of 16 weeks. Figure 5.2 shows the flow of the population of the Expertise Center 

through the Decision-making Continuum. The two layers below the program phasing represent 

the set decision times, where the upper layer presents the number of families continuing towards 

the next level (receiving a “go” decision) and the lower layer the number of families with terminated 

trajectories (receiving a “no go” decision).

Duration

The duration of the decisions about family preservation was calculated for families with a trajectory 

ending before the clinical phase (n=35), and for those who started the clinical phase (n=39) with 

intake as the starting point. Considering the first group, the number of weeks between intake and 

termination of the trajectory ranged from one to 72 weeks (M=21.5, SD=16.7). For 75% of the 35 

families who ended the trajectory before the clinical phase, the trajectory ended within half a year 

(26 weeks), and for 91.4% within a year. The trajectories of families who were admitted into the 

clinic (n=39) lasted between 20 and 77 weeks (M=41.2, SD=12.8). For three families (7.7%), a decision 

about family preservation was made within half a year of intake. Three quarters of the families (74%) 
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followed the program between 26 and 52 weeks (n=29), which means that the decision-making 

process lasted between half a year and one year. For seven families (17.9%), the trajectory ranged 

between 57 and 77 weeks. 

Arguments

From the qualitative data, six categories of reasons for ending the trajectory emerged. The trajectories 

of the families who did not enter the clinical phase (n=35) were, for the most part, terminated due 

to the unwillingness of parents to be admitted into the clinic (31%, n=11), even though in most cases 

this decision on the part of the parents led to permanent out-of-home placement for the child. For 

23% of the families, it was reported that the professionals of the Expertise Center had assessed the 

problems as too severe for clinical treatment. This same percentage was found for the family guardian 

considering the chance to achieve family preservation with clinical treatment as too minimal. Other 

reasons mentioned were not fulfilling the required criteria for the clinical phase (for instance, regarding 

housing, financial stability, not using drugs and/or alcohol), and a misfit between specific needs of 

the family and the service provision of the Expertise Center. Conversely, for five families who did not 

enter the clinical phase (14%), the parenting situation was assessed as “good enough” during the pre-

phase, and a positive decision about family preservation was made by the case manager1. For some 

families, more than one reason for termination of the trajectory was reported. 

Decision-makers

When the trajectory was ended in the pre-phase of the program, the decision was, for the most part, 

made by the case manager (n=26, 74.2%). In seven cases (20%), the parents themselves were the 

decision-makers, and the same percentage applies to the team of the Expertise Center. In some cases 

(n=5), there was more than one decision-maker. 

Parenting and decision-making

The flow of participants through the sub-study that includes those families that were admitted into 

the clinic is presented in Figure 5.3: here, the “no go” decisions are displayed on the right-hand side 

and the “go” decisions in the middle. As shown, the trajectories of seven families were terminated with 

a negative recommendation at the time of the first evaluation of the clinical phase (week 4). In the 

first evaluation, one strict criterion was assessed: that there should be no safety concerns regarding 

the children returning home with the birth family during the weekend. Over the first four weekends, 

the children usually returned to their foster families. In the second period of the clinical phase, the 

1  By the “case manager,” we are referring to the professional responsible for the referral of the family to the 

Expertise Center. This is the child protection worker responsible for the safeguarding of the children. In 

the Netherlands this professional is called a “family guardian” in involuntarily cases and “case manager” in 

involuntarily cases. 
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trajectories of two families were ended.2 After the final evaluation, three families received a negative 

recommendation (following a clinical trajectory of 16, 20, and 20 weeks, respectively), and, for the 

remaining families (n=16), a positive decision about family preservation was made. 

Eleven of these trajectories lasted between 16 and 18 weeks, six trajectories between 19 and 22 

weeks, and one trajectory lasted for 29 weeks. One of these families was preserved, on the condition 

that the family would live together with (an) approved extended family member(s). Two families 

dropped out of the study after the first measurement. In addition, also one of these families was 

preserved on the condition that the family would live together with extended family.

Recruitment: all  33 families 
who were admitted into the 
clinic of the EC (March 2014 

– February 2017)

T1
Participants enrolled in 

study
(N=30) 

T2
Participants enrolled in 

study (n=21)

 Negative 
recommendation 

on FP (n=7)

T3
Participants enrolled in 

study (n=19)

Positive 
recommendation  

on FP
(n=16)

Negative 
recommendation  

on FP
(n=3)

Declined to 
participate 

(n=3)

Dropped out of study 
(n=2)

Negative 
recommendation 

on FP (n=2)

Positive 
recommendation  

2nd trajectory
(n=1)

Positive 
recommendation 

on FP 
(n=2)

 

 
Figure 5.3. Participant flow through measurement periods

Note: FP = Family Preservation

2  One of these families was admitted into the clinic for a second trajectory (after data collection for this study), 

in which the other parent was then assessed as the main caregiver, resulting in a positive recommendation. 

In this study, we included this family in the “No FP” group, since we were examining the behavior of the other 

parent at that point. 
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Frequency scores

Our hypothesis was that parents for whom the clinical phase was terminated with a positive 

recommendation about family preservation (“FP”) would display less atypical parental behaviors in 

comparison to families that were not preserved (“No FP”). An examination of the scores (see Table 

5.3 for the descriptive statistics) revealed that, for all scales except one (intrusiveness/negativity), the 

mean scores were indeed lower in the family preservation group. Comparing both groups with 

respect to the rank mean frequency scores of the four scales showed a significant difference regarding 

affective communication errors (Z = -2.656; p=.008), fearful/disoriented behavior (Z = -3.160; p=.002), and 

withdrawal (Z = -1.758; p=.079).

Table 5.3. Frequency and rating scores of atypical parental behavior scales at the last measurement (tl) before 

the decision on family preservation was taken per recommendation about family preservation

  

Recommendation about FP

FP

(n=16)

No FP

(n=12)

Atypical parental behavior 

Scales
%a M SD Max M SD Max

Affective communication errors*

FR

RAT 25.0

6.9

3.0

5.1

1.8

17

41.7

12.9

5.1

5.0

1.6

19

Role/boundary confusion*

FR

RAT 6.2

4.3

2.4

4.8

1.6

18

25.0

7.3

3.3

7.2

1.6

26

Fearful/disoriented behavior*

FR

RAT 0.0

3.6

2.0

5.1

1.1

21

25.0

10.5

3.8

6.7

1.0

22

Intrusiveness/negativity

FR

RAT 31.2

7.0

2.6

7.0

1.9

20

33.3

6.7

3.2

4.4

2.0

12

Withdrawal*

FR

RAT 0.0

2.4

1.9

1.9

1.1

6

25.0

4.9

3.3

4.3

1.9

14

Overall level disruptive 

behavior*
31.2 3.1 2.0 75.0 5.1 1.5

Note. Higher mean and maximum scores are more unfavorable. FP = family preservation, FR = frequency score, 

RAT = rating score. 
a Percentage with a rating score in the disrupted range. 

* p < .10
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Rating scores

It was hypothesized that the “No FP” group would display more severe atypical parental behavior in 

comparison with the “FP” group. Consideration of the mean rating scores per scale level (table 5.2) 

showed that the means within the group “FP” were lower, indicating less severe atypical behavior, for 

all AmbiAnce scales including the overall level of disruption compared to the “No FP” group. In addition, 

all mean scores of the FP families fell within the non-disrupted range. Within the “No FP” group, the 

mean of affective communication and the overall level of disruption scores fell into the disrupted range. 

Examination of the percentages of parents who were rated with a dimension score in the 

disrupted range showed a similar trend: the percentages of the “FP” group were lower for most 

dimensions compared to the ratings in the “No FP” group, including two scales (fearful/disoriented 

behavior and withdrawal) in which none of the “FP” families scored in the disrupted range. The single 

dimension, on which the percentages of the “FP” and “No FP” families were alike, was in line with the 

frequency scores: intrusiveness/negativity. Mean ranks of the two groups were compared, resulting in 

significant differences on the affective communication (Z = -2.796; p=.006), role/boundary confusion 

(Z = -1.698; p=0.089), fearful/disoriented behavior (Z = -3.409; p=.001), withdrawal (Z = -2.065; p=.039), 

and overall level of disruption (Z = -2.544; p=.011) scales. 

Classification of parental behavior  

Using a Chi-square test, the association between the type of recommendation about family 

preservation (positive/negative) and the range (disrupted/not disrupted) of the overall level of 

disruption was tested and rendered a significant relationship (χ2(1) = 5.25; p=.022). Most of the parents 

with a positive family preservation decision were assessed as not disrupted (69%), and most of the 

parents with a negative recommendation about family preservation were assessed as disrupted (75%). 

However, in five cases, the parental behavior was classified as disrupted and the recommendation 

of the professionals of the Expertise Center on family preservation was positive.3 In three cases, the 

parents were classified as not disrupted, even though they received a negative recommendation 

about family preservation. 

DISCUSSION

To the best of our knowledge, this is the first study in which decision-making in the context of 

permanency planning for infants and toddlers has been evaluated. Using decision-making theory, 

we analyzed the trajectories of the target population of the Expertise Center, and we linked actual 

clinical conclusions with parenting quality, thus aiming to provide feedback about decision-making 

within the Expertise Center.

3  In one case this applied to a family with an extended trajectory.
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Trajectories

To begin with, the study provided insight into some characteristics of the decisions of the Expertise 

Center, namely duration, parties involved, and main arguments. Several conclusions can be drawn here.

First, the team of the Expertise Center seems to succeed in contributing to placement decisions 

within the suggested period of half a year up to a maximum of one year for a large portion of the 

target population. This is specifically the case when a trajectory ends before the clinical phase of 

the intervention program, which generally implies a negative decision about family preservation, 

although there were a few exceptions. In contrast, positive decisions about family preservation tend 

to be made a little slower. The difference in timing between negative and positive decisions can 

be explained by the fact that completing the in-patient intensive treatment phase, which lasts four 

months, seems necessary for achieving good enough parenting. Despite this, a substantial part of 

in-patient trajectories were terminated or completed within a year of intake.

Yet, it should be mentioned that the duration of the decision in the study was calculated starting 

from the intake, and not from the exact date of the (potential) out-of-home placement. Therefore, 

the actual duration of the placement decisions is more extensive. Given this fact and our findings 

that a proportion of trajectories lasts for over a year, it is recommended that the actual start date of 

the decision-making period – and the remaining time – be included as an essential factor each time 

“go”/”no go” decisions are made during the program. The remaining length of time should be based 

upon a prior determined timeframe for decision-making, suitable for the specific child involved, and 

thus taking into account age and well-being, for instance. Formally determining a time frame a priori, 

along with close monitoring of the remaining duration, is likely to promote timely decision-making. 

In this context, implementation of the Decision-making Continuum could be helpful, since it shows, 

for example, which phases of the program are still ahead in the assessment procedure and what the 

minimum term is for completing the program. If, for any reason, the pre-phase lasts a long time, it is 

more or less likely that timely decision-making will not be feasible. 

Another factor that needs to be mentioned with reference to duration is our interpretation that 

trajectory termination represented a decision about family preservation. This assumption was based 

upon the Expertise Center being a “last resort” for families aiming for family preservation. However, 

clear information about the placement of the child after closure of the trajectory at the Expertise 

Center in the pre-phase was not always available. Therefore, the results for that topic need to be 

interpreted with caution. Likewise, the data collection with reference to the arguments and the 

parties involved in decision-making was made complicated due to unclear and/or missing reports 

concerning the conclusions which were arrived at. 

The second conclusion, based upon the information that was available on these topics, is that the 

residential part of the program was considered highly undesirable for some of the referred families, 

since some of them refused admission to the clinic, even though they were aware of the fact that this 

was their last chance for family preservation. Other reasons noted can be considered as information 

about the family situation needed for a decision about family preservation that became available 

during and/or through the pre-phase of the program. The arguments that the professionals of the 
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Expertise Center assessed the problems as too severe, the family guardian considered the chance to 

achieve family preservation as too minimal, and the required criteria for the clinical phase were not 

attained can be considered as evidence that there was not enough capacity to change within the 

family. This can be seen as a ratification of the choice to terminate the trajectory (implying a negative 

decision about family preservation). On the other hand, when parenting was assessed as good enough 

during the pre-phase, there seemed to be evidence that the family showed enough capacity to 

change without clinical treatment, thereby legitimizing a positive decision about family preservation. 

Third, it can be concluded that the Expertise Center program facilitates shared decision-

making – a method that has been recommended by Bartelink, Van Yperen, and Ten Berge (2015; 

see also Bartelink, Van Yperen, Ten Berge, & Knorth, 2019) – and one that is to be utilized in practice 

in combination with other methods. However, since most of the trajectories are mandatory, it is 

expected that the influence on decisions is not equal among the parties. 

Fourth, the use of the Decision-making Continuum (Baumann et al., 2014) in this study 

demonstrated several potential advantages. We have shown that “drop out” during the program is not 

necessarily an undesirable outcome. Instead, it could imply timely decision-making. Furthermore, in 

order to improve clinical decision-making, it is fundamental for the professionals involved to be aware 

that they are constantly making decisions, and that these decisions influence the key decision about 

family preservation. It is essential to carefully report on each important decision along the trajectory 

in order to improve communication between all parties and to work toward transparent decision-

making. This is likely to be of great value for families, since it might enhance a better understanding 

and expectation with regard to the assessment procedure, the specifics of each phase (for instance, 

the criteria to continue to a subsequent phase), and the potential consequences. Moreover, it is likely 

to be helpful in coming to an understanding about the assessment process and making the final 

decision about family preservation (both for parents and children, when they are older). The Decision-

making Continuum could be utilized as a format in practice to achieve this. 

Parenting and decision-making

We also examined the link between the ability to parent and the decision about family preservation 

made by the team of the Expertise Center, thus attempting to underpin their conclusions with 

empirical evidence. In this regard, we can draw some conclusions as well. First, we hypothesized 

that a negative recommendation regarding family preservation would feature the display of more 

frequent and more severe atypical parental behavior. All of the results, except the outcomes on the 

intrusiveness/negativity scale, supported our assumption. The most evidence was found in reference 

to the behaviors coded under the affective communication and fearful/disoriented scale. It appears 

that the Expertise Center team considers these types of behaviors vital in terms of good enough 

parenting. On the contrary, this does not seem to apply to intrusiveness/negativity behaviors, since 

a similar proportion of the “FP” group to the “No FP” group display these behaviors. We recommend 

investigating this issue within the Expertise Center and targeting these behaviors, as well as the other 

types of atypical behavior, during the intervention.
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Second, a connection between the overall classification of disrupted/not disrupted and the decision 

about family preservation was found, which thus further supports our assumption. An examination 

showed, however, that in five of the 28 cases, the parental behavior was classified as disrupted, while 

the professionals of the Expertise Center arrived at a positive decision about family preservation, 

raising the question of whether the inadequate parental behavior went unnoticed by the Expertise 

Center team or whether there were other factors that influenced their positive decision-making. 

For instance, one possible explanation is that there might be another primary caregiver involved in 

the family who counterbalanced the compromised parenting of the parent included in this study. 

However, this hypothetical situation still reflects a fragile situation since it would implicate that 

adequate caregiving in those cases depends on the availability of this other caregiver, and continuous 

support will be needed after the trajectory of the Expertise Center. It can be concluded that, in order 

to further underpin the decision of the team of the Expertise Center in these families, evidence 

about the availability of another primary caregiver is needed including their ability to parent. The 

opposite combination, a not disrupted classification with a negative decision, was also found in the 

study and presumably illustrates the distinction between the ability to parent and the capacity to 

parent. The decision is likely to be influenced by factors causing the parents not to be able to provide 

for the child on a continuous basis with good enough parenting for the long term, for instance, due 

to severe domestic partner violence. In these specific cases empirical evidence on the capacity to 

parent would be necessary, in addition to the evidence on the ability to parent, in order to further 

underscore the clinical decisions to preserve these families. This also applies to families with a not 

disrupted classification using the AmbiAnce and for whom was decided that family preservation is in 

the best interest in the child.

Strengths and limitations

With this study we succeeded in conducting research in an involuntary and emotionally burdensome 

context with an inclusion rate of 91%, which was far above our expectations. The design of the study, 

in which the parents were minimally burdened (since naturalistic parenting situations were filmed in 

accordance with the family’s organization), is likely to be an important factor in achieving this result, 

coupled with the dual use (research and treatment) of the recorded videos.

As far as we know, this is the first study in which actual clinical decisions (in contrast to, for 

example, decision-making research that uses vignettes) were linked to (improved) parental behaviors 

during intensive treatment in order to evaluate the quality of placement decision-making regarding 

infants and toddlers, which occurs in everyday practice. This methodology could well prove useful 

in future evaluation research about decision-making.

A limitation of this study is that the trajectory analysis was generally based on administrative 

data. The databases within the Expertise Center were found to not always be up to date, and 

reports of trajectory decisions were, in general, very brief. We would recommend including 

observations of clinical decision-making in further research in order to improve the accuracy of 

the research data.
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Second, the match between how parenting is being assessed within the Expertise Center and how 

this was done within our study using the AmbiAnce is not ideal, due to the fact that study measures 

and daily practices were separated in order to prevent interference. The decisions of the professionals 

of the Expertise Center are based upon a broader examination of parenting (capacity to parent) in 

comparison to the AmbiAnce measure which reflects the ability to parent. An implication of this is that in 

some cases, as mentioned, evidence on the capacity to parent is lacking while this would be necessary 

in further underlining the decisions of the Expertise Center team. However, measuring parenting 

quality as a whole in an accurate and reliable way is complex and some even argue impossible (Cann, 

2004; White, 2005). 

Third, it is complex to predict future parental behavior, and there are numerous other factors that 

impact on the outcomes of the decisions made. Consequently, research into clinical decision-making 

will never inform us with a hundred percent accuracy whether in practice ‘the right decisions’ are 

being taken. However, it can provide us with indications on this matter and valuable feedback on 

process aspects and indications of the accuracy of decision-making as to improve decision-making 

practices.

Fourth, some of the clinical trajectories were extended after 16 weeks of assessment (although 

the policy of the Expertise Center states that a clinical trajectory is 16 weeks at the most), even 

though the last measurement took place after 14/15 weeks of clinical assessment (T3). Due to these 

extensions, not all decisions about family preservation were made in a limited period of time (one or 

two weeks) after our last measurement (TL), as intended. This implies that these families did receive 

further clinical treatment, which may have then influenced the level of their ability to parent and the 

final decision about family preservation. In order to be transparent concerning the duration of the 

program phases for families, case managers, and the health insurance company, and in relation to 

working towards a timely decision, we would recommend providing the program in accordance with 

the guidelines. We noted that extensions resulted in the waiting list for the clinical phase growing 

longer. Consequently, extending the clinical phase has both an impact on the family involved as well 

as on families on the waiting list. 

Our lack of a comparison group was another limitation of this study. The greatest practical 

challenge was to find a control group, since our target group consisted mainly of families with a 

child who had been placed in out-of-home care, meaning that it was not possible to assess parenting 

among families in a similar situation, since parents typically no longer care for their children following 

out-of-home placement. Although the sample was rather small (n=28), due to our data collection 

being limited to two years, we were able to find significant and relevant differences between the 

group of parents receiving a positive recommendation about family preservation and the group of 

families for whom it was decided that family preservation was not in the best interest of the child. 
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Conclusion

To summarize, this study was designed to contribute towards finding an answer to the question of 

how reunification breakdown among infants and toddlers can be prevented. We assumed, based 

upon evidence regarding an association between poor assessment and reunification failure, that 

knowledge about current clinical decision-making practice would be useful in this context. Our 

examination of the decision-making component of the Expertise Center yielded new insights and 

illustrated the advantages of putting decision-making theory into practice. Furthermore, the Expertise 

Center was shown to contribute greatly to timely decision-making in the context of permanency 

planning, and the clinical decisions of the Expertise Center professionals were most of the time 

confirmed by measurements of parental behavior that have been proven to be significant for 

children’s attachment security. Since these are promising conclusions, the program of the Expertise 

Center could well serve as an inspiration for the practice field. 

Further research is needed to study the outcomes of the program in the long term, for instance, 

in terms of the sustainability of reunifications following positive decisions and separations as a 

result of negative decisions. In addition, factors other than the decision-making process could be 

the cause of placement breakup, for instance, insufficient provision of services after reunification 

or unforeseen events. Further research is needed to understand the role of decision-making in the 

issue of breakdowns and to test whether improved decision-making (explicit, careful, transparent, 

and timely) will lead to improved rates of permanency after reunification. 
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INTRODUCTION

The clinical trajectories in the Expertise Centre for Treatment and Assessment of Parenting and 

Psychiatry (in short: the Expertise Centre) are concluded with a high-stake decision about family 

preservation. After a lengthy and intensive assessment period full of uncertainty about the placement 

of their child(ren), parents are either provided with the opportunity to further take care of their 

children (family preservation [FP]), or they are faced with a great loss when it is decided that their 

child(ren) will be placed in family foster care (no family preservation [NFP]). In both situations the 

end of the trajectory at the Expertise Centre implies the start of a new period in which families have 

to cope with life outside the Expertise Centre, including the consequences of the decisions made. In 

order to examine what happens to families following the assessment program in the Expertise Centre, 

and how they and the professionals responsible for the referrals to the Expertise Centre 1 look back at 

the trajectories of these families, we conducted a six-months follow-up study.

At the heart of this dissertation is the ambition to provide young children with permanency 

in terms of a stable and safe living environment, preferably within their families of origin. These 

principles are underlined with evidence from research based upon attachment theory (Bowlby, 1979), 

demonstrating the significance for young children to form a secure attachment to at least one primary 

caregiver. It has been recognized that early (and recurring) disruptions in the attendance of one or 

more attachment figures put children at risk for adverse developmental outcomes (e.g. Ainsworth, 

Blehar, Water, & Wall, 1978; Bretherton, 1985; Mikulincer, Shaver, & Pereg, 2003; Sroufre, 1988). 

Since family preservation is not always feasible, some children will grow up in family foster care. 

When this is the case, the Expertise Centre attempts to accomplish consent of the birth parents with 

regard to the placement of the child. This aiming for consensus between professionals and parents 

about the best place for the child(ren) to grow up, is based upon the premise that understanding 

and acceptance by parents of such a decision, are improving the chances of continuation of the 

placement, and thus for permanency (GGZ Drenthe, n.d.). 

The issue that a placement in foster care does not necessarily lead to permanency for a child, 

gained a lot of attention in the 1970s, but also nowadays it is still a hot issue (see, for instance, 

Euillet, Reimer, Turlais, & Knorth, 2018). The term ‘foster care drift’ was in the ‘70s introduced and is still 

widely used to refer to children like Alicia (see Chapter 1), who are drifting through multiple foster 

families and institutions and who are lacking a sense of permanency in their lives, resulting in an 

accumulation of traumas (Breslau, Glenn, Andreski, & Peterson, 1991; Kliewer, Fieaernow, & Walton, 

1998). The experiences of these children in care render them unable to form close relationships and it 

is therefore not surprising that the lack of a stable placement is related to poor outcomes in (young) 

adulthood (Stein, 2008).

1  This is usually the family guardian or case manager. We refer to this professional in this chapter as ‘case 

manager’.
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Research questions

Our follow-up study firstly includes the question whether the Expertise Centre indeed succeeds in 

accomplishing this consent of parents with the decision on family preservation and the placement 

of the child. 

Secondly, we study whether there was stability in the living environment of the child during the 

six months after the end of the intervention program. We operationalized this concept as the absence 

of great changes and recurring problems in the lives of the children that are potentially harmful with 

regard to their healthy development, such as placement breakdowns, changes in primary caregivers, 

concerns about safety or issues in service use. We considered these two topics (consent and stability) 

important with regard to accomplishing permanency for children. 

Thirdly, since parents and case managers are, next to the child, the most important stakeholders 

of the intervention, they can be considered pre-eminently as the experts regarding an evaluation 

of the program. While inclusion of the perspectives of parents in evaluation studies of interventions 

addressing parenting problems is recognized as essential (for instance, Lutzker, Bigelow, Doctor, & 

Kessler, 1998), typically quantitative methods are used to study the effects of interventions to fit 

the current climate of evidence-based practice. These approaches usually are not addressing the 

question which components of the intervention are beneficial or detrimental according to parents 

(Fuller, Paceley, & Schreiber, 2015; Russel, Gockel, & Harris, 2007; Tully, 2008). Therefore, we asked both 

parents as well as case managers about their opinions with reference to the benefits and limitations 

of the intervention program of the Expertise Centre. The perspectives of parents on this third topic 

were already qualitatively outlined in chapter 3. Hence, in the current chapter we will merely present 

the rating scores of parents for each phase of the intervention program. Furthermore, the perspectives 

of the case managers will be provided. 

In sum, in this chapter we describe the outcomes of the follow-up study, addressing three topics: 

1) consent of parents with the placement of their children, 2) stability within the living environment 

of the children during the follow-up period, and 3) parents’ and case managers’ evaluation of the 

Expertise Centre intervention program.

METHOD

This follow-up study aims to include the parents and case managers of all families (N = 30) who 

have been participating in the study reported in chapter 4. The follow-up study exists of two sub-

studies, namely a study in which parents were interviewed, and a study in which the case managers 

completed questionnaires. Most information about the involvement of parents who participated in 

the follow-up study, including demographic characteristics and the data collection, can be found in 

chapter 3. Therefore, in the following sections we will either refer to that chapter (including paragraph 

and page numbers), or we provide information about the participation of parents which only applies 

to the part of the follow-up study described in the current chapter. 
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We used a design in which we combined quantitative and qualitative approaches. In Figure 6.1 an 

overview of the follow-up study is provided. As illustrated, topic 1 was studied from the perspectives 

of parents, topic 2 from the perspectives of case managers, and topic 3 from both perspectives. The 

stability in the living environment of children (topic 2) was studied with respect to four aspects, 

namely placement, family situation, concerns of the case manager, and service use. Of the 30 families 

we aimed to include, 29 were represented in the follow-up study by at least one respondent, meaning 

an overall participation rate of 97%. In 16 families both case managers and parents were included in 

the follow-up study. For seven families only the case manager participated, and for six families only 

parents took part in the follow-up study. 

1
CONSENT WITH 

DECISION

3
EVALUATION

2
STABILITY

LIVING 
ENVIRONMENT

PARENTS
n = 22

interviews

CASE MANAGERS
n = 23

questionnaires

- placement
- family situation
- concerns
- service use

n = 6 n = 16 n = 7

permanency

- rating scores
- recommendations

 
 

Figure 1. Overview of follow-up study with the type of respondents per topic  
Note: At the bottom of the figure, the participation rates of the follow-up study are displayed for families that 
were only represented by parents (n=6), families that were represented by both parents as well case-managers 
(n=16), and families that were only represented by the case-manager (n=7). 

 

Figure 6.1. Overview of follow-up study with the type of respondents per topic 

Note: At the bottom of the figure, the participation rates of the follow-up study are displayed for families that 

were only represented by parents (n=6), families that were represented by both parents as well case-managers 

(n=16), and families that were only represented by the case-manager (n=7).
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Participants

Procedures concerning the involvement of parents who participated in the follow-up study (73%,  n = 

22 families) can be found in chapter 3, page 54. The case managers have been approached by email 

and telephone to participate in the follow-up study six months after the trajectory of the families 

they referred to the Expertise Centre ended. All case managers who have been reached (77%,  n = 

23 families) were willing to participate. Two of the participating case managers were not responsible 

for the referral of the family to the Expertise Centre, but they were involved with the families at the 

time of the follow-up and decided to participate. Moreover, regarding one family, both the initial case 

manager as well as the current case manager participated in the follow-up study. The case managers 

of the remaining seven families were not reached due to changed jobs. 

Data collection

Parents were asked to inform the interviewer about their consent with the decision on family 

preservation, and to evaluate each phase of the intervention on a scale from 1 to 10. Low scores 

resemble low satisfaction in terms of perceived helpfulness about the specific phase of the program. 

A questionnaire for case managers was developed guided by the research topics stability and 

evaluation.  It was decided to conduct a small pilot-study with the case managers of six families who were 

not included in the parenting study, since we experienced great difficulties in recruiting case managers 

earlier on for a pre-study. After a lot of efforts to contact and engage case managers, the response rate 

for the pilot-study was 50% (n = 3). It appeared to be very difficult to reach the case managers due 

to changed employments, and to involve them because of a very high workload that left no time for 

extra work. Based upon this pilot, the questionnaire was shortened by removing several questions in 

order to improve the chances for participation. Case managers were given the option to either fill in the 

questionnaire, or to verbally answer the questions to the main author by telephone. 

The final version of the questionnaire included questions with reference to stability in the living 

environment of the child during the follow-up period with regard to placement and family situation 

(‘were there big changes in the family situation for instance a new pregnancy, break up in relations or 

new relationships, or move to another home?’); concerns about the child and family; and service use. In 

addition, case managers were asked if they considered the intervention useful and if they would make 

use of it again in the future; to rate the program in terms of an overall valuation (also on a scale from 1 

to 10); and to provide recommendations for further improvement of the Expertise Centre. Furthermore, 

we included a question concerning the consent of parents (‘do parents agree with the decision on family 

preservation?’), in case parents were not willing to participate in the follow-up study.

Data analysis

The interviews with parents were audiotaped and transcribed verbatim. In the preparation process 

all segments of text were labeled with the main topics of the study (see also chapter 3, pages 55, 

56). The fragments of text with the topic-label ‘consent’ were closely read, coded upon agreement 

(‘consent’ and ‘no consent’) and summarized by type of placement: ‘FP placement’, ‘FP placement 
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under restriction’ and ‘NFP placement’. 

The sections of the interviews with content about the evaluation of the program with the 

topic-label ‘evaluation: rating score’ were read and the rating scores of parents for each phase of the 

intervention (pre-phase, clinical phase, aftercare) were analyzed using descriptive statistics as mean, 

standard deviation, and range. We calculated these for the whole sample and per type of decision 

(FP and NFP). In addition, we calculated the mean score of the available rating scores for each family 

as an overall rating score. Using the Mann Whitney U test, the difference between the groups “FP” 

and “No FP” were tested for the overall rating score. Due to the small sample size and the exploratory 

nature of the study, a level of statistical significance of p ≤ .10 was employed here (Cohen, 1990). 

In case two parents of the same family rated the phases of the Expertise Centre, the mean of both 

ratings was included in the analysis. 

The outcomes of the questionnaires concerning the four variables (placement, family situation, 

concerns of the case manager, and service use) related to the stability of the living environment of 

the child have been inspected and summarized descriptively by type of placement (‘FP placement’, 

‘FP placement under restriction’ and ‘NFP placement’). 

With regard to the evaluation of the intervention, the qualitative data concerning the usefulness 

of the intervention and recommendations for improvement were summarized. The rating scores 

of the case managers regarding the overall intervention program were analyzed using descriptive 

statistics as mean, standard deviation, and range generated with the program IBM SPSS, version 24. In 

case a family had more than one child in the age of 0-2 years old at the time of the referral, only the 

questionnaire regarding the oldest child was included in the analysis after checking if the answers 

were similar for both children (which happened to be the case for all these families). 

RESULTS

Consent of parents

Thirteen of the twenty-two families (59.1%) received a positive advice regarding family preservation 

after the clinical phase of the intervention program of the Expertise Centre. All parents of these 

families agreed with this decision, although one family expressed that they did not like the advice 

of the Expertise Centre that ongoing support was needed in order to further improve the parenting 

situation. The parents of five families expected the positive decision, the parents of the other families 

stated that they were very nervous and insecure until the advice was given in the final evaluation. 

Nine families (40.9%) received a negative advice in relation to family preservation. The parents of 

four of these families still did not agree with the decision at follow-up, and in three of these cases, the 

parents started legal proceedings. However, one of these litigating families seems ambivalent towards 

the decision on family preservation, since one of the parents stated that an out-of-home placement 

for one or two children was acceptable: “…we [parents] would not have been able to manage parenting 

three little children at the same time”. 
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The parents of two families, seemed to – at least partly – understand and agree with the decisions 

made. In one family the parent considered the out-of-home placement as an opportunity to work 

on her problems and traumas and she stated that she was aware of the fact that she was not able 

to parent her children full time. However, she started legal procedures to extend the visitation 

arrangement. The parent of the other family expressed her intention to start legal proceedings in eight 

years when the child would be old enough to express his or her own wishes concerning placement. 

The parents of three families whom were not preserved did not agree nor understood the advice of 

the Expertise Centre at the time it was decided, but they had come to an understanding and accepting 

stance at the time of the follow-up. For instance, two parents who were interviewed together explained: 

Mother: “You change, because of what you learned, like emotional availability, uhhm, well, the 

children are now out of home, but you will trying to see, what reason, what is the exact reason why, and 

then you think, and you will look back, to the emotional, and then it becomes clear….”. Father: “… that the 

Expertise Centre was right…”. Mother: “… that, that the Expertise Centre was right in a lot of aspects, like, oh 

I see, that is what they meant by being emotionally available, you will find out later, later you’ll find out…”. 

Father: “… and then you find out that the children are in the right place now in the foster family. You then 

find out…” Mother: “… that we really couldn’t have done it”. Father: “No, we really couldn’t have done it”. 

Stability in living environment

Placement

The children of a majority of the 23 families (n = 13,  57%), included in the follow-up study with the case 

managers as respondents, were placed with their birth parents after the intervention program (‘FP 

placement’). Two of these families received a positive recommendation on family preservation on the 

indispensable condition that the parents would live with their children together with their extended 

family. These two placements are referred to in this chapter as ‘FP placement under restriction’. 

All ‘FP placements’ were stable in terms of type of placement during the follow-up period. One 

of the families in this group, however, was admitted into the clinic of the Expertise Centre for a 

second trajectory since parents split up and the case manager considered a new assessment therefore 

necessary. In addition, one of the ‘FP placements under restriction’ was not stable in terms of the 

extended family the parents and child lived with; the parents and child moved within the follow-up 

period to another extended family member.

There were ten ‘NFP placements’ (43%). Children of seven families were placed in a foster family 

and children of two families were placed within the network of the parents (kinship foster care). One 

family for whom a negative decision on family preservation was taken, was again admitted into the 

clinic – two weeks after termination of the first trajectory – for a second trajectory. The living condition 

of the child during these two weeks is unknown. The family was preserved after the second trajectory2.

Six of the ten ‘NFP placements’ were completely stable during follow-up (thus in terms of 

type of placement and in in terms of no temporary placements or placement breakdowns). Four 

2  In our study we included this family in the ‘NFP group’ since the negative decision was the initial conclusion.
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‘NFP placements were not completely stable. The children (n = 3) of two families were first placed 

temporarily (one short-term foster family placement; one short-term kinship placement), and were 

replaced to a long-term foster family within six months. One long-term kinship placement broke 

down just before the respondent filled in the questionnaire, and the children of that family were 

about to being placed into a long-term foster family within a few weeks. As mentioned, one family 

was assessed for a second time in the Expertise Centre, after which the family returned home with 

their child. Thus, in terms of type of placement all ‘NFP placements’ were stable, with the exception 

of one placement.

In conclusion, when placement stability is strictly seen in terms of no changes in the type of 

placement (‘FP placement’, ‘FP placement under restriction’ and ‘NFP placement’) there is a stability 

rate of 95.7% among the families of whom the case manager participated in the follow-up study. One 

‘NFP placement’ changed to a ‘FP placement’. Nevertheless, it became apparent that for a quarter of 

the families (n = 6,  26%) there had been disruptions in primary caregivers and/or residence of the 

child during the follow-up period. 

Family situation

The case managers of seven ‘FP placements’ (54% of all ‘FP placements’) reported comprehensive 

changes during the six months after the intervention program of the Expertise Centre regarding 

the family situation. In two of these families the parents were expecting another child; for one of 

these two families the legal custody (in Dutch: ondertoezichtstelling, OTS) over the first child was 

discontinued; in case of the other family it was extended. The parents of two other families decided 

to end their relationship; one of these families was in a second assessment trajectory at the Expertise 

Centre for this reason. In another single-parent family the parent started a new relationship. The 

parents of the family who had moved to another extended family (‘FP placement under restriction’) 

temporarily separated. 

Substantial changes in family situation among the ‘NFP placements’ were reported in five families 

(50% of all ‘NFP placements’). In two families (both traditional long-term foster care placements), 

the biological parents were expecting a new child. In both cases the family guardian started legal 

proceedings to terminate parental rights concerning all children of the parents. The parents of three 

other families in this group ended their relationship – in one case during the inpatient phase just 

before the decision on family preservation was taken. 

In conclusion, there was stability in 48% of the families (n = 23). In these families no substantial 

changes with reference to family life were reported by the case managers.

Concerns

Case managers were asked if they had any concerns about the family, specifically with reference to a) 

the development of the children, b) the family situation, and c) the current functioning of the parents. 

The case managers of five ‘FP placements’ reported great concerns about the current parenting situation. 

In all five families the concerns were related to problems in the relationship with the partner (use of 
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violence by the partner, a new partner assessed as unsafe, relational break up, unstable relationship), to 

parent functioning, and to (potential) harm of the children due to the aforementioned issues. 

Case managers reported as well great concerns among families that were not preserved (n=4). 

However, in two cases these concerns did regard the current living environment of the children. 

In one case, the issues applied to the kinship placement that broke down since the kinship foster 

parents were not capable to meet the needs of the children, and in the other family the children 

were replaced to parents after a second trajectory. The case manager of this family reported great 

concerns regarding parents’ functioning. 

In the other two families, the children involved in the study were not living in the family 

environment about which the case manager expressed concerns. The parent of one of these ‘NFP 

families’ was expecting another child and refused any form of support (also medical). The case 

manager of the other family had concerns about the functioning of parents.

In sum, case managers reported great concerns about nine families (39% of all 23 families) at 

follow-up, and in seven of these families these concerns impacted directly the living environment 

of the children. 

Service use

The questionnaire for case managers included questions about service use. The case managers of five 

families that were preserved, reported that there were problems in service use. In one family there 

was a lack of active involvement of the parents according to the case manager. Parents accepted the 

help since it was mandatory but they did not agree with their need for it. The other family was not 

willing to engage in services at all.

In three other families the case managers mentioned as well issues in use of services but these 

were related to organizational problems. One parent lost motivation for aftercare provided by the 

Expertise Centre since it took over four months to start it up. In another family the required assistance, 

as advised by the Expertise Centre at termination of the trajectory, still had not started at follow-up. 

In the other family there was a lack of continuation of the support due to changing professionals. 

The case managers of four families who were not preserved, reported issues in service use. In 

three cases this concerned parents who were refusing any form of support. However, the children of 

these families lived in foster families. The fourth family was preserved after a second trajectory. One 

parent of this family was not willing to follow required treatment and in addition, the help was not 

available yet at follow-up due to a waiting list. The other parent of this family did agree with support 

and was willing to work together. 

In conclusion, stability in the living environment of the child during six months following the 

termination of the intervention program was not achieved for part of the families. In some cases, the 

changes (as the opposite of a stable, consistent situation) were not per se negative. Examples are cases 

in which legal custody over the child ended and was not extended, or service use that terminated 

since it was not required anymore. However, most of the reported changes impacted negatively on 

intended permanency. 
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Evaluation of the program

Parents

Parents were asked to rate each phase of the assessment trajectory on a scale from 1 to 10. The pre-

phase was rated by 21 families; one family did not rate this phase since the family was admitted in 

the clinic almost immediately after the intake. The aftercare phase was rated by 17 parents as the 

parents of five families did not receive support of the Expertise Centre after the clinical phase. The 

mean overall rating scores were calculated for each family with the available rating scores. All results 

are displayed in Table 6.1. As shown, parents of the FP group appreciate the intervention program 

in general with higher rating scores than parents of the NFP group. Comparing the two groups with 

reference to the overall rating score results in a significant differences (Z = -23.241; p=.001).

Table 6.1. Rating scores of parents per phase of the intervention

N M Mdn SD Range

Pre-phase

  Total sample

  FP

  NFP

21

12

9

7.2

7.8

6.4

7.5

7.8

6.0

1.4

1.0

1.4

4.5 – 10.0

6.0 – 10.0

4.5 – 8.0

Clinical phase

  Total sample

  FP

  NFP

22

13

9

6.2

7.9

3.9

7.0

8.0

4.0

2.5

1.1

2.1

1.0 – 10.0

6.5 – 10.0

1.0 – 7.0

Aftercare

  Total sample

  FP

  NFP

17

11

6

7.1

7.9

5.8

8.0

8.0

7.8

2.4

1.5

3.4

1.0 – 10.0

5.0 – 10.0

1.0 – 9.0

Overall score*

  Total samplea

  FP

  NFP

22

13

9

6.8

7.9

5.2

7.4

7.7

5.7

1.9

1.0

1.9

2.3 – 10

6.3 – 10

2.3 – 7.6

Note. N = number of cases, M = mean score, Mdn = median, SD = standard deviation, FP = family preservation, 

NFP = no family preservation. 
a For sixteen families the overall rating score was calculated from three rating scores, for six families the overall 

rating score was calculated based upon two rating scores.

* p < .10

Case managers  

The case managers of almost all families considered the trajectory at the Expertise Centre of the family 

useful (n = 22,  96%). One case manager considered the trajectory of the family not useful, but would 

refer other families to the Expertise Centre in the future on condition that parents do not have an 

intellectual disability. This case manager stated that the program of the Expertise Centre is not suitable 

for this target population. All case managers stated to intend to make use of the care provision of the 
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Expertise Centre in the future. About half of them (n = 12,  52.2%) valued the Expertise Centre with 

a rating between 7.5 and 8.5. Eight case managers rated the program between a 6 and 7. One case 

manager rated the intervention with a 3, and two case managers did not rate the intervention since 

they were not involved with the family at the time of the start of the program. The average rating 

score was 7.3 (SD = 1.2).

Eleven case managers gave recommendations. Five recommendations were related to the 

availability of the program or alternations to the program. One of the case managers wished the 

intervention would be available in other parts of the Netherlands. Another case manager would like 

to see that there were ‘emergency’ beds for families of newborns in order to prevent out-of-home 

placements for these children. It was also suggested that the physical spaces in the clinic needed 

to be adjusted in order to better simulate the home environments of families. In addition, for case 

managers it appeared to be very important that they were informed timely about the necessary 

support following the trajectory of the Expertise Centre, since they need time to arrange it and to put 

families on waiting lists. Finally, case managers recommended to give more attention to the aftercare 

phase since the transition towards home was extensive and families were in need of more support. 

One case manager advised to involve professionals who would be working with the families after the 

Expertise Centre already in the last weeks of the intervention, in order to make a smooth transition 

and to assure immediate support after termination of the clinical phase. 

DISCUSSION

This follow-up study was designed to gain insight in the lives of families who have been assessed 

in the Expertise Centre during the first six months after the decision about family preservation was 

taken. Since achieving permanency for the children is one of the core aims of the Expertise Centre, 

we focused on relevant factors in this context: consent of parents with the decision on the placement 

of the child and stability in the lives of the families, with a specific focus on how this affects the living 

environment of the child. In addition, we included the evaluation of parents as well case manager in 

the study. This section is structured by a discussion including recommendations for each of the three 

research topics, followed by a description of the limitations and strengths of the follow-up study.

Consent

Naturally, consent of parents is primarily challenging (and important) to achieve when a negative 

advice on family preservation is the outcome of the assessment. Our results suggest that the Expertise 

Centre was fully successful regarding this aspect in one third of the nine cases in which a negative 

decision was taken, and additionally partly successful in two families. Despite the fact that the parents 

of the remaining four families expressed to disagree with the advice of the Expertise Centre at follow-

up, one of these families did not start legal proceedings and a parent of another family seemed to be 

somewhat ambivalent towards the negative decision. Although not all families showed full consent 
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with the negative decisions made, the results can be regarded as a major accomplishment of both 

the parents that came to an understanding (to a certain degree) and accepting stance at follow-up, 

as well as the professionals who supported the families after the final decision was taken. 

If the premise of the Expertise Centre that consent of parents with the out-of-home placement 

of the child is indeed positively related to placement stability, it is of paramount importance that this 

is acknowledged within the child protection field, and that support for parents3 (e.g. in coming to 

an understanding, accepting and trauma counseling) is provided in order to promote permanency 

for the child. However, there is as far as we know, no evidence available that confirms this premise. 

Therefore, this is a worthy topic to study in future research. 

Stability

Considering the aim of the Expertise Centre to achieve a sense of permanency in the lives of the 

children, the results about placement stability, family situation, concerns about the living environment of 

the child, and service use, indicated both successful and unsuccessful outcomes. The recommendations 

of the Expertise Centre in terms of placement type, seem very sustainable during six months after the 

termination of the trajectory, with only one change reported. However, further analysis of the data 

revealed that actual stability in terms of continuation of primary caregivers and residence is quite a 

bit lower. In addition, since some case managers expressed great concerns about the current living 

environments of several children, it is questionable whether these placements will endure on the 

long term. This is specifically an issue with regard to families experiencing problems in service use. 

Furthermore, we learned that the final decision on family preservation formulated by the 

Expertise Centre is not always ‘permanent’ since in two cases the families were admitted in the clinic 

for a second trajectory short after the initial decision on family preservation was made. This seems 

to be in conflict with the aim of the Expertise Centre to contribute to timely decision-making and 

permanency. We therefore recommend the Expertise Centre to address this topic, and to clarify in 

the organization policy how to handle such situations. 

Finally, we expected two placement types as potential outcomes of the assessment trajectory. 

However, it was found that there is a third option: family preservation under the restriction that the 

family lives with extended family or friends. This seems to be a good alternative for a foster care 

placement when parents cannot reach ‘good enough parenting’ since the child will be raised in the 

family of origin, which is consistent with the family preservation ideal. However, if this is an option for 

an individual family, we believe that it is of paramount importance to include the extended family or 

friends of that family in the assessment process in order to determine if the joint parenting situation 

is indeed adequate and sustainable. As described, one of the two placements of this type was not 

stable due to issues with the extended family.

3  In the Netherlands there is an intervention available (Parent support following a placement decision [in 

Dutch: Ouderbegeleiding na een opvoedbesluit] that is specifically designed for this purpose.
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The results of this follow-up study demonstrate the vulnerability of some family situations after the 

intervention program of the Expertise Centre, specifically in cases when the family was preserved. 

This implicates that it is highly important to adequately support families in the transition from the 

clinic of the Expertise Centre towards home. There is a great difference between these two contexts. 

Therefore it is recommended to make efforts for a more gradual transition. Furthermore, taking 

into account the target population of the Expertise Centre, it is likely that part of the families are 

in need of ongoing support. The provision of adequate aftercare and the arrangement of required 

services following the intervention program are therefore of paramount importance with an eye 

on accomplishing permanency (see also Knorth, Knot-Dickscheit, Tausendfreund, Schulze, & Strijker, 

2009).

This also means that in their aim to achieve permanency in the lives of children, the Expertise 

Centre can only make a partial contribution. In other words: it seems necessary for the Expertise 

Centre to closely work together with other care providers, who will go through with the support 

of the family immediately after the assessment program (cf. Boelhouwer, Aukes, & Loykens, 2019). 

Ideally, strategies used by the Expertise Centre that have been working for the families in their change 

towards ‘good enough parenting’, will be continued by the professionals who are providing the 

families with ongoing support after their assessment trajectory at the Expertise Centre. Furthermore, 

the outcomes regarding stability in the living environment of the child and the concerns of the case 

manager about the family situation, indicate that in the period after the intervention program issues 

in the partner relation are common. Accordingly, this seems to be an important topic to consider for 

the Expertise Centre in terms of aftercare. 

Evaluation

The outcome of the intervention in terms of the placements decision impacted the evaluation of 

parents. Parents with a positive advice (FP group) valued all phases with the exception of the after-

care phase, with higher scores compared with parents who received a negative decision on family 

preservation (NFP group). Nevertheless, with a few exceptions, parents of the NFP group still rated 

one or more phases of the program with a satisfactory score. 

The case managers highly value the availability of the intervention program of the Expertise 

Centre. It evidently facilitates them in their task to ensure the safety of children under their supervision, 

and to make decisions that are in the best interests of the children involved. In general, the case 

managers have positive experiences while working together with the Expertise Centre. However, 

similar to our conclusion in the section about the aim to provide children with permanency, the 

(arrangement of ) support after the clinical phase in the Expertise Centre is considered essential 

but not adequately managed. Therefore, we argue that the Expertise Centre needs to find ways to 

address this issue. 

Since the case managers are important stakeholders of the intervention program, their opinions 

about strengths and limitations are important. It is therefore recommended to regularly include 

the expertise of the case managers to further improvement the intervention program (cf. Hattie 
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& Timperley, 2007). Their experiences and knowledge about what happens to families after the 

decision on family preservation may provide useful points of improvement regarding the assessment 

procedure and decision-making processes. 

Limitations and strengths

This follow-up study was conducted six months after the involved families left the clinic of the 

Expertise Center. This is a very limited period when the aim is to examine outcomes such as stability 

and permanency. In addition, with regard to the questions asked to parents and case managers 

about the trajectory of the family, recall may be inaccurate and subject to biases. Furthermore, due 

to the method of using questionnaires for the case managers with mainly closed questions, it was 

not possible to study the outcomes, the benefits and the limitations of the intervention program 

in depth. For instance, in cases in which there were great concerns reported, we were not able to 

consider the role of the Expertise Center regarding these concerns. 

That being said, with this study we were able to provide the Expertise Center with valuable 

feedback from the two most important stakeholders of the intervention program, which we think is 

a main strength of this research (see also Van Yperen, Veerman, & Bijl, 2017b).





7
Piecing the puzzle together: 
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INTRODUCTION

In this chapter we present a final overview of the evaluation study using a holistic approach, 

attempting to thoroughly understand the outcomes of the follow-up study by connecting them on 

case level to outcomes reported in the previous chapters of this dissertation. Holism, from the Greek 

word ‘holos’, meaning all, entire, total is according to the Oxford dictionary (2018) “The theory that parts 

of a whole are in intimate interconnection, such that they cannot exist independently of the whole, 

or cannot be understood without reference to the whole, which is thus regarded as greater than the 

sum of its parts.”  Within ecology and environmental science, a holistic approach derives from the 

idea of Harrison Brown that “… a precondition for solving (complex) problems is a realization that all 

of them are interlocked, with the result that they cannot be solved piecemeal” (Young, 2003, p 719). 

Indeed, some of the outcomes of our study require to be seen in relation to other outcomes in 

order to become meaningful. For instance, when a placement is stable, we consider this a successful 

outcome. However, if this is the case in a family in which great concerns about the current living 

environment of the child are reported, it can be contested if the stability of the placement is indeed 

positive. Thus, unfolding the outcomes of the different studies on family level provides us to see the 

bigger picture in addition to the quantitative measures such as means and percentages per variable 

on group level. Specifically, the aim of this chapter is a) to gain a deeper understanding of how the 

trajectories at the Expertise Center impact the lives of individual families involved, and b) to assess 

the ‘successfulness’ of the Expertise Center for each of the individual trajectories in order to articulate 

an answer to the question which trajectories were (un)successful.

METHOD

The final overview was constructed through filling in summarizing outcomes of five types of variables 

(timeframe decision-making; parental behavior during intervention; consent with placement; stability 

living environment during follow-up; and satisfaction with intervention program) per family. These 

summarizing outcomes are the results of the studies reported in chapters 4, 5, and 6 (see Table 7.1). 

Imputing missing information

In order to make the overview as complete as possible, we made efforts to fill in empty cells. When a 

family was not represented in the follow-up study by the parents (n = 8), we checked the questionnaire 

of the case manager (if possible) for information on the consent of parents with the decision on family 

preservation. When a family was not represented by the case manager (n = 7) in the follow-up study, 

we searched in the interviews with parents (if available) for information on the stability of the living 

environment of the child. Since we included the question ‘How are you and your children currently 

doing?’ in the interviews, information on this topic was obtainable. 
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Table 7.1.  Variables used in the overview, including a reference to the relevant chapter(s) 

Variable type Variables Chapter

Duration decision-making on FP Duration intake – FP-decision in weeks 5

Parental behavior Disrupted/no disrupted behavior at T1

Disrupted/no disrupted behavior at TL

Change in classification between T1 and TL

4, 5

Consensus of parents with decision According to parents

According to case managers

6

Stability in living environment Regarding placement

Regarding family situation

Concerns of the case managers

Regarding service use

6

Evaluation Overall rating score parents

Overall rating score case managers

6

Note.  FP = family preservation; T1 = first measurement; 

TL = last measurement before decision on family preservation

We assessed the reliability of this approach by calculating Cohen’s kappa for each variable among 

the families who were represented in the follow-up study by both respondents. The outcome for the 

variable consensus was ‘good’ (0.61-0.80) and for the variables placement and services ‘very good’ 

(0.81-1.00) according to the classification of Altman (1991). The outcomes for the variables family 

situation and concerns were lower (respectively ‘moderate’ and ‘fair’). Through further analysis of the 

differences between the respondents concerning the latter two variables it became clear that a) the 

interviews with parents provided more detailed information on the family situation (such as a parent 

stating that she just had fallen in love), in contrast to the questionnaires of the case managers, and 

b) that case managers tended to report more concerns about the living environment compared 

with parents.

Classification of outcomes

Each outcome was given a color (green, orange, red) based upon the following set of decision rules:

• Duration was assessed upon recommended time frames for taking placement decisions 

with very young children: within 26 weeks green; from 27 to 53 weeks orange, from 53 

weeks onward red. 

• Parental behavior scores were colored by classification: green for ‘not disrupted’, red for 

‘disrupted’. 

• Change in parental behavior was given a green color when a) there was a positive change 

(disrupted to not disrupted), or b) two not disrupted scores. Red was applied if a) both 

scores were disrupted or b) there was negative change (not disrupted at T1; disrupted at TL). 

• Consensus outcomes were given a green color for ‘agreement’, and a red color to indicate ‘no 

agreement’ of parents with the decision on FP. Orange was used to color ‘partly agreement’ 
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(for instance, agreement with the placement but not with the recommended services). 

• With references to the outcomes on stability in living environment the general use of 

colors was green for no changes and/or no problems and red for changes and/or problems 

in the four aspects, in addition: 

• Regarding placement, orange was used when there were changes with reference to the 

placement itself (such as a replacement of the children between foster families), but not in 

the type of placement in order to identify changes related to the decision of the Expertise 

Center about the appropriate type of placement of the child (colored red).

• Reports about service use were related to either parents or services. In case there were only 

reports on organizational level, such as a great overturn in professionals, but it was clear 

that this did not have a negative impact on the service use of the family, the outcome was 

colored green. When problems in service use were related in the reports to parents, the 

outcomes were colored red.

• The overall rating scores of parents and the case managers to indicate their satisfaction 

with the Expertise Center were colored green when the score was 6 or above (sufficient 

to perfect score), and red when it was under 6 (insufficient score), a commonly used 

classification in the Netherlands. 

Next, we further analyzed this overview by grouping the cases by type of decision (FP and NFP), 

and then each group by the aspect ‘concerns’ of the variable stability (concerns, no concerns). We 

chose this aspect as the first grouping criterion since it differentiates the family situations that have 

been assessed (by the case manager or, in case of missing data, by parents) as problematic or not 

problematic. At this point, we identified four groups: FP + no concerns, FP + concerns, NFP + no 

concerns, and NFP + concerns.

We then inspected each case of every group in order to make a final assessment in terms of 

‘the successfulness of the trajectory’ (successful and not successful), thereby searching for cases with 

identic outcome color patterns. We further differentiated cases within these two groups by using 

green for (predominantly) successful trajectories in terms of achievement of the main intervention 

goals, orange for trajectories with mixed outcomes, and red for trajectories with mostly unfavorable 

outcomes. 
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RESULTS 

In the overview (see Figures 7.1 and 7.2), follow-up outcomes of 29 of the 30 families we aimed to 

include are presented (97%)1. A majority of the 29 participating families was preserved (FP, see Figure 

7.1) after the intervention program (n = 17, 59%). The other families (n = 12, 41%, see Figure 2) were 

given a negative advice on family preservation (NFP). In this section we describe how we assessed 

the individual trajectories, thereby discussing how certain combinations of outcomes impacted our 

interpretations in terms of the successfulness of the trajectory as a whole. 

FP trajectories

No concerns

There were nine families with a positive decision on family preservation (53% of all participating FP 

cases) of whom no concerns were reported at follow-up. In five of these families (#1 through #5), all 

follow-up outcomes were positive, indicating the achievement of permanency during the six months 

follow-up. Considering the central aim of the Expertise Center to provide children with permanency, 

ideally with their families of origin, these trajectories can be considered very satisfying. That said, all 

these trajectories lasted over half a year, which is considered a bit less than optimal. 

In three families (#1, #2, #3), the ability to parent was measured as adequate at the start and the 

end of the intervention program. Thus, these families seemed to be able to sustain this adequate level 

of parenting during the intervention. In addition, these outcomes indicate predictive performance 

of the AmbiAnce measures for positive outcomes in terms of permanency at follow-up. We assessed 

these three trajectories as successful. 

In two families (#4, #5), parental behavior was assessed (at the start as well at the end of the 

intervention) as disrupted. Thus, these parenting outcomes did not predict the quality of the living 

environment of the child at follow-up and there was no change achieved in parental behavior towards 

an overall AmbiAnce score in the ‘non disrupted’ range. Therefore, these trajectories were assessed as 

‘moderately successful’. The result that there were no concerns reported at follow-up, while the quality 

of parental behavior was assessed within the study as inadequate, is a bit puzzling. It raises questions 

such as whether the case managers of these families arranged sufficient monitoring in the family 

after the intervention program of the Expertise Center. 

Concerns

There were eight cases (#10 through #17) in which great concerns were reported at follow-up. 

One of these trajectories (#13) can be considered highly ineffective in terms of permanency as all 

stability variables are colored red in the overview2. After family preservation, the children were shortly 

1  The outcomes of the other studies in relation to the family that is not represented in the follow-up study are 

displayed as well in the overview. This family received a positive advice on family preservation.

2  For privacy reasons we do not go into detail about the family situation.
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replaced, and were again replaced with one parent after two months. The ability to parent had been 

assessed as inadequate, this indicates predictive performance of the AmbiAnce, and implicates that the 

placement at follow up of the children with the parent seems risky. Required parenting support did 

not start up in the follow-up period due to organizational issues. In sum, the outcomes for this family 

were negative regarding each investigated aspect of the trajectory.

FP/ 
NFP 

Timeframe D-
M 

Parental behavior during 
intervention 

Consent parent 
permanency 

Stability 
permanency 

Satisfaction 
stakeholders 

Final assessment 

ID Duration* T1 TL Change  Plac. Fam.s. Cons. Serv. Parent C-M  
FP + NO CONCERNS + STABILITY 
1  48    P        
2 28    P        
3  33    CM        
4  38    P        
5  45    P        
FP+ NO CONCERNS + NO FULL STABILITY 
6  25    P        
7  46    CM        
8  61    P        
9  x    P        
FP + CONCERNS 
10 26    CM        
11 48    P        
12 37    P        
13 42    P        
14 59    CM        
15 37    P        
16 30    P        
17 77    P        

Figure 7.1. Final overview of the group families with a positive decision on family preservation.  
Note. FP = family preservation, NFP = no family preservation, ID = case identity number, D-M = decision making, T1 =  first measurement, TL = last measurement before 
decision on FP, P = parent as respondent, C-M = case manager as respondent, plac. = placement, fam.s. = family situation, cons. = consent, serv. = service use. 
* duration displayed in weeks 

 

Figure 7.1. Final overview of the group families with a positive decision on family preservation

Note. FP = family preservation, NFP = no family preservation, ID = case identity number, D-M = decision making, 

T1 =  first measurement, TL = last measurement before decision on FP, P = parent as respondent, C-M = case 

manager as respondent, plac. = placement, fam.s. = family situation, cons. = consent, serv. = service use

* duration displayed in weeks

FP/ 
NFP 

Timeframe D-
M 

Parental behavior during 
intervention 

Consent parent 
permanency 

Stability 
permanency 

Satisfaction 
stakeholders 

Final assessment 

ID Duration T1 TL Change Parent Plac. Fam.s. Cons. Serv. Parent C-M  
NFP + NO CONCERNS + STABILITY 
18 27    P        
19 43    P        
20 28    P        
21 44    CM        
NFP + NO CONCERNS + NO STABILITY 
22 48    P        
23 34    P        
24 35    P        
25 43    P        
NFP + CONCERNS 
26 21    CM        
27 31    P        
28 44    P        
29 24    CM        
NO FOLLOW-UP DATA 
30 49            

 

Figure 7.2. Final overview of the group families with a negative decision on family preservation.  
Note. FP = family preservation, NFP = no family preservation, ID = case identity number, D-M = decision making, T1 =  first measurement, TL = last measurement 
before decision on FP, P = parent as respondent, C-M = case manager as respondent, plac. = placement, fam.s. = family situation, cons. = consent, serv. = service 
use. 
* duration displayed in weeks

Figure 7.2. Final overview of the group families with a negative decision on family preservation 

Note. FP = family preservation, NFP = no family preservation, ID = case identity number, D-M = decision making, 

T1 =  first measurement, TL = last measurement before decision on FP, P = parent as respondent, C-M = case 

manager as respondent, plac. = placement, fam.s. = family situation, cons. = consent, serv. = service use

* duration displayed in weeks
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The trajectories of three other families (#11, #12, #14) are considered ineffective as well since 

there were great concerns in these families in combination with problems with service use. We 

considered these living environments of the children at follow-up as unsafe since the problems in 

service use indicate the lack of a necessary condition in order to address the concerns. Moreover, 

the placements of the children of these families were stable, meaning that the worrying situation 

applied to the current living environment of these children at follow-up. 

In the other four cases (#10, #15, #16, #17) there were no issues with service use reported, 

and therefore the family situations seemed slightly less worrying compared to the other cases, 

although permanency was not achieved for these children. In all four families, the outcomes of 

the parenting study predicted the concerns at follow-up. 

Again, in all except one (#10) of these unsuccessful trajectories, the trajectories lasted either 

between half a year and a year, or over a year. Surprisingly, both parents and case managers of 

the families that were involved in the follow-up study, rated the assessment trajectory provided 

by the Expertise Center with a score representing an overall satisfaction. Thus, the issues within 

the families at follow-up did not seem to impact the evaluation of parents and case managers 

regarding the Expertise Center. 

NFP trajectories

No concerns 

Among the families who were not preserved (see Figure 7.2), there were eight trajectories (67% of 

all NFP cases) of which no concerns were reported, meaning that the current living environment 

of the involved children was judged as adequate. 

In four of these cases (#18 through #21), there were also no great changes nor negative 

aspects reported in relation to the other stability variables (except for one replacement from a 

temporary foster family towards a permanent placement). In two of these families (#18, #19) the 

NFP-decision was predicted by the AmbiAnce and the parents of these two families agreed with 

the placement of the child at follow-up. Therefore, we considered these two trajectories as the 

most successful trajectories among the NFP families. In the other two families (#20, #21) some 

outcomes were slightly less desirable as the parents did not (fully) consent with the decision, 

and the parents of one of the families were not satisfied with the intervention program of the 

Expertise Center. Therefore, these trajectories are considered as slightly less successful (indicated 

with orange). 

The remaining four cases (#22 through #25) were not stable in terms of family situation (of 

the families of origin), and in one case problems in service use were reported as well. The parents 

of three of these families (#23, #24, #25) did not consent with the decision to place the children in 

family foster care. Nevertheless, since the placements of the children out of home were all stable 

(except for one replacement from a temporary foster family towards a permanent placement) 

and there were no worrying situations reported, these trajectories seem successful in achieving 

permanency in terms of stability in the living environment for the children. Therefore, these three 
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trajectories were assessed as moderately successful. In one family (#22), the parents expressed 

agreement with the NFP placement, and in addition, they rated the assessment intervention 

of the Expertise Center with a sufficient score indicating an overall satisfaction with the care 

provided. Therefore, we judged this trajectory as successful. 

Concerns

There were four trajectories (33% of all NFP cases, #26 through #29) in which great concerns 

were reported. In two cases (#26, #27) the concerns and problems with services did not affect 

the living environment of the children since their placements in foster care were stable. From 

the perspectives of these children permanency was achieved in terms of stability but not in 

terms of consent of the parents. From the perspectives of the parents the trajectory at the 

Expertise Center did not have satisfying outcomes. We assessed these two trajectories therefore 

as moderately successful.

In one family (#28), the concerns were related to the foster placement (kinship) and therefore 

this placement was changed into a formal foster family placement during follow-up. Thus, this 

trajectory was unsuccessful in terms of providing permanency. However, since the initial kinship 

placement proofed to be unfeasible, the breakdown of this placement can be considered partly 

positive from the perspective that the child(ren) were removed from an environment that was 

not adequate. The decision to place the children out of home was in line with the AmbiAnce. This 

trajectory was assessed as moderately successful, with a lean towards not successful. 

We considered case #29 highly ineffective. Outcomes for this family were an unstable NFP-

decision, great concerns and problems with service use. Since the placement was unstable in 

terms of type of placement, the child lived at follow-up in a very worrying living environment. The 

AmbiAnce outcomes were in line with the initial negative decision, and the concerns at follow-up. 

Summarizing, 34.4% of the 29 families (n = 10) were assessed as successful within our study 

in terms of achievement of the Expertise Center of their main program goals, and the same 

numbers (n = 10) apply to moderate successful trajectories. Nine trajectories (31%) were judged 

as unsatisfying since the main aims of the intervention were not realized. 

DISCUSSION

In this chapter we took key outcomes of the evaluation study together in order to construct a 

holistic overview. This provided us with a more comprehensive picture regarding the individual 

trajectories of the families involved in our study. In addition, it enabled us to assess the 

successfulness of the individual trajectories. We consider about one third of the trajectories to 

be ‘successful’, one third to be ‘moderate successful’, and again one third to be ‘unsuccessful’ 

when applying our assessment method. Taking into account the complexity of the task of the 

Expertise Center, this is a promising result. 
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Reflection on main results

In the assessment process several combinations of variables were considered informative. First, we 

presumed that concerns about the current living environment of a child is in itself risky. However, 

when there are as well problems in service use the situation can be regarded as highly unsafe. Further, 

we can conclude that stability of placement is not necessarily a positive outcome since it may imply 

that children are living in an unsafe environment. 

We therefore recommend the Expertise Center to monitor the families more intensively, or 

arrange good monitoring by other parties, since we found that in some families this highly unsafe 

situation occurs within the aftercare phase despite the intensive assessment trajectory. 

Second, we were able to gain some insight in the predictive performance of the AmbiAnce 

measures during the intervention in relation with the quality of the living environment of the child 

at follow-up. This was specifically interesting regarding the five trajectories in which the ability to 

parent was assessed insufficiently within our study, while the Expertise Center decided to preserve 

the families (as described in chapter 5). In two of these cases, all stability outcomes were positive, 

indicating some evidence for the validity of the clinical judgment in contrast to the AmbiAnce. In two 

of these cases, great concerns were reported by the case manager, pointing towards the predictive 

performance of the AmbiAnce measures. Unfortunately, follow-up data for the fifth family were missing.

These mixed outcomes reflect the complexity to predict future parental behavior, which is often 

the objective in parenting assessments (Budd, 2001; Léveille & Chamberland, 2010; White, 2005). In 

this respect, the literature review about the effects of various decision-making methods of Bartelink, 

Van Yperen and Ten Berge (2015) is relevant to mention. They found that evidence regarding the 

effectiveness of decision-making methods (structured decision-making, risk assessment instruments, 

shared decision-making and family group decision-making) is scarce and mostly related to the process 

of the decision-making rather than on child outcomes such as child maltreatment or child safety. 

Based upon the results, the authors argue that the quality of decision-making processes might 

be enhanced by combining structured -, and shared decision-making methods and the use of 

assessment instruments. Our results, underscore this recommendation.

Third, the outcomes on the consent of parents with the decision on family preservation were 

considered in relation to the quality of the living environment at follow-up. This provided some 

evidence that underscores the proposition of the Expertise Center that consent of the parent with 

the decision about family preservation and the further recommendations with regard to service use 

and restrictions (see also chapter 6) is important to achieve permanency. 

Finally, by taking all variables together on case level we conclude that about a third of the 

individual trajectories are unsatisfying since in these cases the main aims of the intervention were 

not reached in terms of the achievement of the Expertise Center regarding their main program 

goals, and a similar percentage applies to moderate successful trajectories. We judged the remaining 

trajectories (31%). In order to improve the number of successful trajectories, it is needed to further 

investigate what happens to families following the assessment trajectory at the Expertise Center, in 

order to arrange helpful feedback for further improvements of the program. 
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Strengths and limitations

While the Expertise Center makes efforts to gain a complete overview of the quality of parenting 

within the families in order to assess if family preservation will be successful, we made comprehensive 

overviews of the trajectories in order to assess whether the Expertise Center conducts ‘good enough’ 

decision-making. This study provided valuable feedback on the effectiveness of individual trajectories 

at the Expertise Center. It showed us a more complete picture how the assessment program impacts 

the lives of the families in addition to the results reported separately throughout this dissertation. 

In addition, we demonstrated that when outcomes are examined in isolation and on group level, 

the deeper meaning of those results cannot be fully understood. Since there is a common focus in 

research on FP-services on the prevention of out-of-home placements (Cash & Berry, 2003), our study 

can serve as an example on how to build a more comprehensive research design. 

In addition to these strengths, there are limitations to this study. Some of the data in the overview 

were retrieved from secondary sources. In cases of missing data on the consent of parents according 

to parents, we used information provided by the case manager. In case of missing information on 

the living environment of the child according to the case manager, we used information provided to 

us by parents. This method might have impacted the accuracy of the information. Furthermore, our 

color classification of outcomes and assessment method were based on decision rules and common 

sense. In order to validate this color classifications, studies with a longer follow-up period including 

assessment of the well- being of the child in the long run would be necessary.
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INTRODUCTION

The central aim of this dissertation was to evaluate the intervention program of the Expertise 

Center for Treatment and Assessment of Parenting and Psychiatry, located in the North of the 

Netherlands (in short: Expertise Center), in order to determine whether this center is reaching its 

intended program objectives. In addition, we aimed to contribute to evidence-based practice 

(EBP) within the Expertise Center by gathering relevant evidence from research, including the 

perspectives about the intervention program from two important stakeholders: the parents and 

case managers (APA, 2006; Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996). To achieve 

this, we designed an evaluation study comprising nine research questions grouped into three 

main topics, namely theoretical framework; supporting families towards family preservation; and 

evaluation of decision-making.

First, in order to further articulate a theoretical framework we conducted an integrative 

review by looking at the challenges of parenting assessment in the context of placement 

decisions and defining potential solutions. Second, we made a detailed target population 

description and studied if the Expertise Center reaches the following two program objectives: 

establishing positive work alliances with families and improving the quality of parenting during 

the clinical phase of the intervention program. Third, aiming to evaluate decision-making, we 

analyzed the trajectories of families referred to the Expertise Center from referral to termination. 

Also, we linked the decisions of the Expertise Center on family preservation with the (developing) 

quality of parental behavior measured with the AmbiAnce (Bronfman, Parsons, & Lyons-Ruth, 

1992). Furthermore, we made efforts to gain insight in the likelihood that decisions on family 

preservation will endure over time, as to provide children with permanency in terms of a stable 

and adequate living environment. Moreover, we asked parents and the professionals who refer 

families to the Expertise Center (called ‘case-managers’) to evaluate the assessment program six 

months after the decision on family preservation was made. 

Finally, we assessed how successful the Expertise Center was vis-à-vis the individual 

trajectories of the families that participated by taking together some of the outcomes in our 

evaluation study. This can be regarded as a discussion of the study outcomes on family level. 

In this chapter a summary of the main findings and a general discussion (including 

implications for practice and research) will be structured around the three main topics of the 

study, and the final overview. Hereafter, we provide a critical reflection on the methodology used 

by presenting strengths and limitations. We end with an overall conclusion. 
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MAIN FINDINGS

Theoretical framework

Summary

Our first research question derived from the need of elaborating a theoretical framework for both the 

intervention of the Expertise Center and the evaluation study: What are challenges in the assessment 

of parenting in the context of permanency planning for infants and toddlers, and how can these be faced? 

We concluded in chapter 1 and 2 that the task of the Expertise Center of deciding what the best 

place to grow up is for infants and toddlers of families in multiple and complex problem situations, is 

one of the most difficult issues in child welfare. Numerous challenges are blocking the ways towards 

an adequate, or even a ‘good enough’ practice (Budd, 2001; White, 2005). The challenges appear to be 

embedded in the struggle to define (especially ‘good enough’) parenting and the complex context 

of child protection. In chapter 2 we therefore argued that practices such as the Expertise Center in 

which parenting assessments take place, need to be created as facilitating contexts by incorporating 

the essential elements outlined in our framework resulting from an integrative review: (a) the use and 

further development of expertise (in the domains of parenting, assessment, and target population), 

and (b) providing families with an intervention that is intensive, flexible, and organized as teamwork. 

Presenting parents such an intervention gives them the opportunity to make substantial changes 

in parenting and helps professionals to assess the capacity of parents to grow to an acceptable level 

of caretaking (Harnett, 2007). 

Discussion of main findings

It seems reasonable to state that the more complex a certain task is, the more specialized and 

supportive knowledge, skills and facilitating factors are needed in order to fulfill it in the best possible 

way. Thus, since the Expertise Center conducts a highly complex task with great consequences for 

the families involved, quality monitoring and improvement are essential and should be a permanent 

topic within the organization. Since implementation of study outcomes into practice needs to be 

facilitated, it is necessary that the urgency for improvement of EBP within the Expertise Center is 

acknowledged within the broader organization which the Expertise Center is part of. We argue that, 

in this respect, a necessary step for the Expertise Center is to further develop a solid foundation of the 

intervention program (Bijl, Van Yperen, & Veerman, 2017a), since it became clear during the evaluation 

study that an up-to-date intervention description is lacking. Our framework of essential elements 

for an adequate parenting assessment practice, reported in chapter 2, can be used as a blueprint in 

this context. Next, based upon this dissertation an implementation plan needs to be taken up. We 

recommend the Expertise Center to make use of the valuable knowledge provided by Veerman and 

Roosma (2017) on the utilization of research outcomes. After implementation, it is recommended 

to evaluate if the alternations are indeed leading towards further improvements of the program.
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Supporting families towards family preservation

Summary

The target population is the most important stakeholder of an intervention program. Therefore, 

we included three research questions addressing the topic of supporting families towards family 

preservation during formal assessment. Our second research question was: What are the characteristics 

of the families referred to the Expertise Center upon intake; do they fit the target population as formulated 

by the Expertise Center? 

An analysis of files of families referred to the Expertise Center over a period of one and a half 

year showed us, as reported in chapter 4, that the Expertise Center reaches the intended target 

population: families in complex and multi-problem situations with young children (0-2 years of age), 

of whom at least one parent has a mental illness, seeking family preservation. Such verification is 

important in evaluation research to understand to whom exactly the study outcomes apply, and is 

additionally useful to identify which aspects of the program can be further adjusted to the features 

of the target population. In this context we found that 1) at referral there is often a lack of clarity 

around parental mental health, 2) a proportion of parents are identified with both mental health 

issues as well as intellectual disability, 3) issues in the partner relationship are common among the 

target population, and 4) the children involved are highly vulnerable due to their age, the potentially 

traumatizing events they experienced, and the problems a substantial proportion of them actually 

had experienced.

Given the mandatory character of assessments and the high stakes of the potential outcomes, it 

is not surprising that the working alliance between families and professionals in the child protection 

context is challenged greatly (Davies, 2008; Rots-De Vries, Van de Goor, Stronks, & Garretsen, 2011, 

chapter 3). Yet, a positive alliance seems to be of great importance in terms of accomplishing 

positive outcomes (Doran, 2016). Therefore, we asked parents what works for them to establish such 

a working alliance during parenting interventions and mandatory assessment. The third research 

question reads: Does the Expertise Center succeed in establishing a positive working alliance between 

parents and professionals, and which of the approaches of the Expertise Center are considered beneficial 

or not according to parents? 

Our results indicate that the approaches used in the Expertise Center to build positive working 

relations with families are effective according to the majority of parents. The message of parents to 

professionals seems, in contrast to all the complexities outlined in this dissertation, quite ‘simple’. 

Through their stories, a question for a more human approach became apparent in which professionals 

are less formal, share emotions, use humor, and are genuine and transparent. Parents ask professionals 

to be respectful, available and responsive and good communication skills are appreciated. These 

aspects were identified in our study to positively impact the feeling of parents to connect with 

professionals. This connection seemed to be a fundamental condition to work towards sufficient 

changes in parenting. We presented a conceptual model explaining how this process might work. 
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Next, we aimed to understand in what ways and to what extent the ‘ability to parent’ was impaired 

among the target population. Insight in this issue provides guidance with respect to treatment 

of parenting. In addition, by monitoring change in parenting abilities it enables evaluation of the 

treatment component of the Expertise Center intervention program. Our fourth research question 

was: What atypical parenting behaviors (and to what extent) are displayed by parents during the clinical 

phase of the program? Do these behaviors diminish during treatment, indicating the parents’ capacity to 

change? 

The outcomes of our analysis of parental behavior as reported in chapter 4 provided insight 

into the various dimensions of atypical parental behaviors within our sample. Most of the atypical 

behaviors observed within the Expertise Center related to the dimensions of affective communication 

errors and intrusiveness/negativity. The fewest atypical behaviors observed fell into the dimensions 

of role/boundary confusion and withdrawal. Further, we sought to shed light on change of parental 

behavior during the intervention program. We assumed that we would find a decline in atypical 

behavior since the treatment promotes sensitive parenting, which can be considered the opposite 

of atypical parental behavior. Our hypothesis was confirmed in relation to the AmbiAnce scales 

affective communication errors, intrusiveness/negativity, and fearful/disoriented behavior. This decline 

is consistent with outcomes of two other studies (Benoit et al., 2001; Tereno et al., 2017). At the 

end of the intervention (T3), all parents scored in the non-disrupted range regarding the scales of 

fearful/disoriented behavior and withdrawal. On the other scales (affective communication errors, role/

boundary confusion and intrusiveness/negativity) between 19% and 31.6% of parents scored in the 

disrupted range. Although no statistically significant decline in overall level of disruption was found, the 

proportion of parents with a disrupted score dropped during the intervention from 63.3% to 36.8%.

Discussion of main findings

Based upon the results of the target population description the Expertise Center professionals are 

recommended to 1) assess parental mental health in the referral and intake phase in cases in which 

the nature and severity of problems are ambiguous; 2) identify parents with both mental health 

issues and an intellectual disability right at the start of the intervention, and to clarify during the 

program in what ways and to what extent the combination of these issues impacts the capacity to 

parent (Wilkins & Farmer, 2015); 3) to give much attention to issues in the partner relationship (nji & 

njc, 2017) and to target these during treatment; and 4) to closely monitor the children and to watch 

over that their well-being remains the primary consideration in the decision-making process during 

the entire trajectory. Moreover, the conceptual model with important factors in the establishment 

of a positive working alliance as described in chapter 3 can be used in both practice and research 

to further investigate and improve the support for parents in complex situations to parent their 

children adequately. 

Our extended understanding of the quality of parenting displayed in the Expertise Center is 

valuable to further clarify the nature and severity of parenting problems within the target population, 

and provides us with guide marks for treatment focus of FP services. An interesting question for 



147

8

further research here is why some types of atypical behaviors are more often displayed among 

the target population of the Expertise Center than others. With respect to the positive changes in 

parenting that we found, it is important to mention that there are at least two explanations. First, 

the outcomes might reflect the target population’s capacity to change toward sensitive parenting 

through intensive support. Second, it is also possible that the results point towards valid decision-

making by the Expertise Center in the three evaluations during the clinical phase, as the trajectories 

of families who scored lowest on the parenting scales were terminated. 

Since a proportion of parents scored in the disrupted range on three of the five AmbiAnce scales 

and on overall level of disruption at the end of the intervention (indicating that certain aspects of 

the ability to parent were still compromised among some of the parents after the clinical phase) 

sufficient aftercare and ongoing support after the Expertise Center program are important topics 

(Knot-Dickscheit, Tausendfreund, & Knorth, 2011; Van der Steege, 2010; Vogelvang & Menger, 2009; 

Schaafsma, 2005), specifically for families that are preserved. 

Looking at the results from a broader perspective, we can consider the outcomes of our 

evaluation study in the context of existing literature. Since there are similarities with various types 

of interventions, this is somewhat challenging. For example, FP services, interventions for families 

in complex and multiple problem situations, reunification services, formal parenting assessments, 

psychiatric family treatment, and residential care provisions have overlapping aims and similarities in 

target populations with the Expertise Center intervention. In that sense, the program of the Expertise 

Center is unique. Yet, we view FP services and interventions designed for families in complex and 

multiple problem situations the most relevant in the context of this discussion. 

Tully (2008) reviewed the literature on FP services and concluded that good quality research is 

lacking, and that there has been a too narrow focus on the overall outcome ‘out-of-home placement 

prevention’. She calls for future research that explores family or program factors that influence 

outcomes and that provides insight in ‘what works for whom’. In view of this, our study is a valuable 

contribution to the existing literature. 

Evenboer, Reijneveld and Jansen (2018) conclude that there is lack of consensus about which 

interventions are most effective for families in complex and multiple problem situations. In addition, 

a review of the literature revealed that there is insufficient evidence regarding effective interventions 

that target family functioning in multiple domains (Holwerda, Reijneveld, & Jansen, 2014). With regard 

to effectiveness studies it is suggested to work towards the use of a taxonomic system of components 

of interventions rather than to study interventions as a whole. This should be done in order to increase 

understanding of which intervention components work for whom, thereby differentiating between 

non-specific and specific elements (Evenboer, Huyghen, Tuinstra, Knorth, & Reijneveld, 2012). 

Our study indicated that within the Expertise Center, a non-specific element was identified by 

parents as the most helpful component of the intervention, namely the relationship between parents 

and the Expertise Center professionals. This finding is not unique (Gockel, Russell, & Harris, 2008; Howe, 

1998; Russell, Gockel, & Harris, 2007). Previous research has indicated the impact of the working alliance 

on treatment outcomes (e.g. Ackerman & Hilsenroth; 2001; Coleman & Collins, 1997; Doran, 2016; 
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Drake et al., 1995; Hermanns & Menger, 2009; Van Yperen, Van der Steege, Addink, & Boendermaker, 

2010; Thomas, 2006). Thus, the aim and investment of the Expertise Center professionals to develop 

positive working alliances is very accurate.

In conclusion, the Expertise Center has great potential in supporting parents towards good 

enough parenting since the intended target population is reached and the intervention components 

fit most of the features of the families. Furthermore, the strategies to develop positive working 

alliances between professionals and parents seem to work for a great proportion of the families and 

may contribute to positive changes in parenting, mostly through ‘individual conversations’. Since 

the intervention program incorporates different techniques, methods and underlying theories, and 

we did not specifically employ a study on aspects of ‘treatment integrity’ (Perepletchikova, Treat, & 

Kazdin, 2007), it is not yet clear what exactly impacted the positive working alliances and (growing) 

quality of parental behavior. Further research is needed to explore this issue. 

Evaluation of decision-making

Summary

Since decision-making is a key component of the Expertise Center intervention program, gaining 

insight in the decision-making process was addressed in the evaluation study by several research 

questions. Our fifth research question reads: What are the characteristics of the decision-making 

processes in the Expertise Center in terms of duration, reasons, and decision-makers? 

We concluded in chapter 5 that using the Decision-Making Continuum (DMC; Baumann 

et al., 2014) as a framework has several advantages, both in research and in practice. First, an 

analysis of the trajectories structured by the DMC showed us that the Expertise Center succeeds 

to contribute to a placement decision, taken within the suggested timeframe (ideally within half 

a year, but no longer than one year), for a large proportion of the target population. Specifically, 

this applied in case of termination of the trajectory before the clinical phase through a negative 

decision on family preservation. The percentages were respectively 91.4% of all families without a 

clinical trajectory and 81.7% among families who were admitted in the clinic. Further, the analysis of 

reasons mentioned for the termination of trajectories demonstrated that the residential part of the 

program was considered greatly undesirable for some of the referred families, since a few of them 

refused admission to the clinic even though this was their last chance for family preservation. Other 

reasons noted can be viewed as information about the family situation - needed for a decision 

about family preservation - that became available during and/or through the pre-phase of the 

program. Thus, the phasing of the Expertise Center intervention program can be considered as an 

assessment continuum, whereby in each phase more relevant information comes available which 

is needed in the decision-making process. For instance, ‘drop out’ of the program actually implied 

in most cases timely decision-making. 

Looking at the decision makers when the trajectory was ended in the pre-phase of the program, 

it was found that the decision was sometimes (n=5) made by more than one decision-maker. For the 

most part, the decisions to terminate the trajectory were made by the case manager (n=26, 74.2%). In 
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seven cases (20%), the parents themselves were the decision-makers, and the same percentage applies 

to the team of the Expertise Center (in some cases there was more than one decision-making party). 

Attempting to underpin conclusions on family preservation of the Expertise Center with 

empirical evidence, our sixth research question was: Is there a difference in (the development of ) atypical 

parental behavior between parents who have been given a negative recommendation concerning family 

preservation and parents who received a positive recommendation? 

We assumed that a negative recommendation regarding family preservation would be reflected 

in the display of more frequent and more severe atypical parental behavior measured with the 

AmbiAnce. All results (displayed in chapter 5), except the outcomes on the intrusiveness/negativity 

scale, supported our hypothesis. The strongest evidence was found with respect to the behaviors 

coded under the affective communication and fearful/disoriented scales, indicating that the Expertise 

Center team might consider these types of behaviors vital in terms of good enough parenting. This 

does not seem to apply to intrusiveness/negativity behaviors, since a similar proportion of the “FP” 

group (family preservation) and the “No FP” group (no family preservation) displayed these behaviors. 

Our assumption was further supported by the significant relationship between the overall 

classification of disrupted/not disrupted parental behavior and the decision about family preservation. 

However, we also found that in five of 28 cases, parental behavior was classified as disrupted, while 

a positive decision about family preservation was formulated by the Expertise Center professionals. 

An important aspect of decision-making in the Expertise Center is the agreement with the 

placement decision of all parties involved, and specifically of parents. The aim of the Expertise Center 

for consensus between professionals and parents about the best place for the child(ren) involved to 

grow up, is based upon the idea that understanding and acceptance by parents of such a decision 

are improving the chances for placement continuation, and thus for permanency (GGZ Drenthe, 

n.d.). Our seventh research question therefore was: Does the Expertise Center succeed in accomplishing 

consent of parents with the decision on family preservation in the aftercare phase following the clinical 

phase of the program? 

In chapter 6 we concluded that consent of parents with a placement decision is primarily 

challenging and important to accomplish when a negative advice on family preservation is the 

outcome of the assessment. We learned that consent of parents in these cases occurs at several 

levels. In three of the nine investigated cases the parents seemed to fully understand and accept 

the placement of the children in foster care. The remaining parents did not agree with the decision 

although some of them expressed to at least partly understand and/or accept the negative decision. 

In addition, we studied whether there was stability in the living environment of the child during 

the six months after the end of the intervention program, since we consider this, next to consent of 

parents, a key aspect with regard to accomplishing permanency for children (Biehal, 2007; Fernandez 

& Lee, 2013). Furthermore, it is an objective of the intervention program of the Expertise Center 

and was therefore relevant to examine. Our eighth research question addressed this topic: Is there 

stability in the living environment of the children during the six-months follow-up period? Are there concerns 

regarding their wellbeing at the time of the follow-up? 
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We operationalized stability as the absence of great changes and recurring problems in the lives of 

the children (regarding placement, family situation, concerns living environment, service use) that are 

potentially harmful with regard to their healthy development. In chapter 6 we concluded that the 

findings about stability indicated successful as well as undesirable outcomes. The recommendations 

of the Expertise Centre, strictly seen in terms of placement type, were highly sustainable during 

the six-month follow-up, with only one change reported. However, further examination of the data 

revealed that actual stability in terms of continuation of primary caregivers and residence was lower. 

Additionally, since some of the involved case managers expressed great concerns about the current 

living environments of children of five families that were preserved with their families, the question 

was raised whether these placements will endure on the long term, specifically regarding the families 

that experienced problems in service use.  Further, case managers reported substantial changes in 

the family situation regarding more than half of the families that were preserved such as changes in 

relationships of the primary caregivers and new pregnancies. Issues in service use related to the family 

(for instance not actively working with the professionals) were reported for both preserved families 

(n=5) and not preserved families (n=4). In addition, issues in service related to organizational issues 

such as long waiting lists were reported as well. In conclusion, stability in the living environment of 

the child during six months following the termination of the intervention program was not achieved 

for part of the families. In some cases, the changes (as the opposite of a stable, consistent situation) 

were not per se negative. However, most of the reported changes and issues impacted negatively 

on intended permanency. 

Furthermore, since parents and case managers are important stakeholders of the intervention, 

we considered them pre-eminently as the experts regarding an evaluation of the program (Lutzker, 

Bigelow, Doctor, & Kessler, 1998). Therefore, we included the research question: What are the 

perspectives of the case managers who referred families to the Expertise Center with regard to the benefits 

and limitations of the intervention program? And how satisfied are parents with the intervention. 

This question was already partly answered in chapter 3. We described in chapter 6 that 

generally, parents receiving a positive recommendation regarding family preservation valued the 

intervention program with significantly higher scores compared with parents whose families were 

not preserved, although some parents of the last-mentioned group still rated one or more phases of 

the program with an sufficient score. With regard to the case managers, our results indicated that they 

are mostly highly appreciative towards the Expertise Center intervention program since it facilitates 

them in their task to ensure the safety of the children under their supervision, and to make complex 

decisions (as reported in chapter 6). Their feedback mainly addressed issues in the aftercare phase 

such as the arrangement of necessary further support of the families

Discussion of main findings

Research about clinical parenting assessment and outcomes of actual clinical decision-making, 

specifically in the context of child welfare and child protection is scarce (Bartelink, 2018). Our 

studies pertaining to the topic of the evaluation of decision-making focused on a broad scale of 
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aspects: duration, reasons ‘no go’ decisions, decision-makers, validation of clinical decisions with 

evidence about parenting, consensus, sustainability (in terms of permanency), and evaluation 

of the assessment process by parents and case managers.

Consequently, our insight in decision-making in the Expertise Center is broadened and 

the studies provided us with answers to the question to what extent program objectives about 

decision-making (for instance, timely decision making and consensus with placements decision) 

are achieved. Based upon the studies employed, we can conclude that the intervention program 

leads to good outcomes as to decision-making processes. Additionally, we can formulate several 

recommendations attempting to provide points of improvement.

Timely decision-making is a major program objective of the Expertise Center. Since a small 

part of the trajectories lasted over a year, it is important that the Expertise Center professionals 

include the remaining time as an essential factor each time a go/no go decision is made during 

the program. Formally determining a time frame a priori, along with close monitoring of the 

remaining duration, is likely to promote timely decision-making. 

In addition, implementation of the DMC in practice by including it for example in treatment 

plans is helpful since it shows which phases of the program are still ahead in the assessment 

procedure and what the minimum term is for completing the program. In other words, it 

provides clear insight in the essential factor ‘time’ which needs to be considered in each decision 

made along the DMC. In addition, implementation of the DMC in practice is likely to promote 

awareness about decision-making processes among professionals to improve transparency of 

decision-making for all parties involved. It may facilitate shared decision-making and evaluation 

of decision-making processes in order to gain more understanding by learning from former 

decisions. The nine risk principles in children’s services developed by the College of Policing in 

the United Kingdom (ACPO, 2011) and adapted by Berrick (2018) to the child protection context, 

is another useful framework for decision-making that potentially improves decision-making 

practices.

Further, since we found that intrusive and negative parental behaviors do not seem to 

impact the decision on family preservation, it is recommended to investigate this issue and to 

target these behaviors (as well as the other types of atypical behavior) during the intervention. 

Moreover, the finding that in case of five families of which the parental behavior was assessed by 

the AmbiAnce as ‘disrupted’ were preserved, raises the question whether the inadequate parental 

behavior in these cases went unnoticed by the Expertise Center team, or whether there were 

other factors that influenced their positive decision-making. It seems relevant for the Expertise 

Centre to further investigate this finding, for instance using the AmbiAnce.

Moreover, if the premise of the Expertise Center that consent of parents with the out-of-

home placement of the child is indeed positively related to placement stability, it is of paramount 

importance that this is acknowledged within the child protection field and that support for 

parents (e.g., in coming to an understanding and accepting placement decisions and trauma 

counseling) is provided after out-of-home placement decisions, in order to promote permanency. 
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Furthermore, issues in the arrangement of services in the aftercare phase that were pointed at in the 

follow-up study need to be addressed. We also recommend to regularly include the expertise of the 

parents and case managers in the process of improving the intervention program, since they have 

valuable knowledge about what happens to families following the intervention program.

In conclusion, the results of the studies pertaining to the second topic of our evaluation study 

revealed successes of the intervention program, although it was also found that not all decisions 

were taken within the advised timeframe and that not all children were provided with permanency 

(in terms of a stable and safe placement) following the intervention program. In the next paragraph 

we will further discuss this.

Final overview of outcomes

Summary

In chapter 7 we presented a final overview attempting to deepen our understanding of the 

outcomes of the follow-up study reported in chapter 6. To this end, we considered the outcomes 

of the follow-up study (consent with decision, stability, appreciation parents and case managers) in 

relation to several outcomes reported in the previous chapters of this dissertation (decision on family 

preservation, duration, quality of ability to parent) on case level. We assessed for each trajectory the 

level of successfulness in terms of accomplishment of the main program objectives. We considered 

a third of the trajectories successful, a third moderate successful, and a third of the trajectories 

unsuccessful. During the assessment process we found that, as expected, the initial meaning (in terms 

of positive or negative) of some outcomes changed in connection with specific other outcomes. 

Three specific combinations of variables were considered specifically relevant to mention. First, 

the combination of concerns and problems with service use indicates child unsafety. Our overview 

demonstrated that the children of five families were living at follow-up in environments in which 

these two issues were present. Second, with the overview we were able to gain some insight in the 

predictability of the AmbiAnce measures in relation to the quality of the living environment of the 

child at follow-up, comparing to the predictability of the clinical judgement of the Expertise Center. 

We found that – when the AmbiAnce outcomes and clinical judgement of the Expertise Center did 

not correspond – in some cases the AmbiAnce measures predicted the follow-up situation in terms of 

child (un)safety, and in other cases the clinical judgement of the Expertise Center provided the best 

prognosis. Third, we were able to evaluate the link between consent of parents and the quality of the 

living environment of the child at follow-up. The results suggest that the assumption of the Expertise 

Center that consent of the parents with the placement decision is an important factor in achieving 

permanency might be accurate. 

Discussion of main findings

The Expertise Center defined several key objectives of their intervention program namely: establishing 

positive working alliances with families; improving parenting towards good enough parenting; and 

achieving permanency for children by contributing to timely decision-making concerning placement 
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decisions, accomplishing consent of parents with the placement decisions made, and creating stability 

in the living environment of children. Generally, the accomplishment of the program aims for a 

substantial proportion of the target population is (among other factors) considered a necessary norm 

in the determination of the success of an intervention program (Bijl, Van Yperen, & Veerman, 2017). This 

achievement applies to a third of the Expertise Center trajectories, and moderately to another third of the 

trajectories.  In addition, one third of the trajectories was assessed as unsuccessful. A couple of remarks are 

relevant to mention in the respect of determining the successfulness and effectiveness of an intervention 

such as the Expertise Center upon the extent to program aims are achieved.

Looking from a meta perspective towards treatment and decision-making within the Expertise Center, 

it is important to be aware of the fact that regarding program aims and outcomes, more is needed to 

achieve these objectives than what the Expertise Center can contribute (Cash & Berry, 2008). For instance, 

as families in complex and multiple problem situations are the target population of the Expertise Center, 

there are professionals involved in the families from other organizations and authorities (Ghesquière, 1993). 

Consequently, the Expertise Center has just a partial impact on the course of the trajectories of families. 

For example, with reference to the arrangement of additional treatment or support for the family in the 

aftercare phase, the Expertise Center depends on the availability of complementary care provision. Thus, 

a strong and well-coordinated collaboration between all parties involved with the families is necessary 

in order to accomplish more positive outcomes. However, this is not easily achieved (Ghesquière, 1993) 

and in the Netherlands this was one of the main reasons for a transition towards a new Dutch child and 

youth care system. 

Since 2015 most youth care tasks are now under the responsibility of the 393 municipalities, and 

there is an expectation that this enables the local authorities to develop integrated policies and to provide 

well-coordinated care tailored to the local and individual situations and needs (NJi, 2019). Thus, the good 

news is that the new child and youth care system in principle offers a solid ground to arrange sufficient, 

well-coordinated and integrated support for the families referred to the Expertise Center. The less good 

news is that the transition is complex and that the new system does not yet seem to lead towards the 

expected and aimed improvements (ZonMw, 2018). 

Additionally, in case of a negative decision on family preservation concluded by the Expertise Center, 

this decision will only have the potential to lead to good outcomes when the state is a better ‘parent’ 

than the parents of the family of origin (Choate, 2013). Unfortunately, research indicates that state care, 

such as foster care and residential care groups, does not always provide children with permanency due 

to long terms of uncertainty (Choy & Schulze, 2009), multiple placements (Van Ooijen, 2010; Strijker & 

Zandberg, 2005; Oosterman, Schuengel, Slot, Bullens, & Doreleijers, 2007), weak support systems, and 

failed reunification attempts (Choate, 2013).

Furthermore, with respect to the aim to achieve permanency for the children after the intervention 

program, numerous variables that cannot be foreseen nor predicted, influence the course of the lives of 

families and impact on the permanency. Mitchell (2009) explains: “The reasons it [prediction] is so difficult 

are the large number of variables that affect an outcome whose contributions must be both understood 

and measured, the role of variables we have not yet identified that contribute to the outcome, and the 
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intervention of randomness, that is, variables that are completely outside the system but that can affect 

the system behavior we are attempting to predict” (p. 88).

Thus, the impact of interventions and programs, specifically when they are short-term, on the issues 

that bring families into the child protection system (poverty, mental health, family stress) is limited. Littell 

(1997) states “…no matter how well we come to understand what is (and should be) inside the black 

box of family preservations services treatment, child maltreatment will not be alleviated solely through 

attempts to change people and help them cope with their social environments. What’s outside the black 

box matters as well” (Littell, 1997, p.36). 

Considering the partial impact of the Expertise Center on the lives of the target population, and with 

regard to all the complexities related to the task of the Expertise Center, it is unrealistic to expect that the 

intervention program of the Expertise Center will lead towards an achievement of all intervention aims for 

all families (Munro, 2019). However, in the current climate of evidence-based practice in the Netherlands, 

there is a growing demand by policy makers and financers for empirical evidence about the effectiveness 

of interventions. Regularly, effectiveness is defined as the achievement of the intervention goals and 

reduction of problems (Van Yperen, Veerman, & Bijl, 2017a) ideally determined with a Randomized 

Controlled Trial (rct). The situation in which hard evidence such as outcomes of rct’s is increasingly called 

for, is problematic for interventions that target complex and multiple problem situations that are difficult 

to tackle (Evenboer et al., 2012). 

Recently, a new definition of ‘evidence based practice’ was called for and articulated (Gorissen, 2017) 

in the Netherlands. Two additional components of the new concept definition are introduced. First, it 

is argued that a constant process of ‘learning and development’ is needed as to continuously improve 

prevention and tackling problems. Second, ‘doing what works’ - that is sharing, spreading and using 

available knowledge about prevention, support and treatment - is important as to improve practice. With 

the recommended modifications it is further aimed to involve practice in the search for (evidence about) 

effectiveness rather than considering this as a task of researchers and specialists. A comparable message 

is plead by Munro (2019). She stresses the need to grow towards a just and learning culture in which it 

is accepted that mistakes are likely to occur and to treat them as valuable feedback (also articulated as a 

positive error culture) in child protection, rather than a blaming culture (see also for the Dutch context Van 

Nijnatten, Hopman, & Knijn, 2014).

Based upon the outlined issues, it can be argued that it is incorrect to measure the successfulness 

of some intervention programs merely by the extent to which the objectives are realized. We provide 

this bigger picture since we think it is important to place the outcomes of the study in its wider context. 

Awareness of the partial impact of individual interventions on global and complex issues is vital for 

organizations providing family preservation services in order to improve their strategies in achieving these 

aims. Strong collaborations with partners may be a point of attention here for instance. Furthermore, it can 

guide future research in articulating more reasonable and realistic outcomes of interventions targeting 

family functioning and parenting, and facilitates a deeper understanding about research findings.

Finally, it is also important in our understanding of who can be hold accountable for ensuring child 

wellbeing, safety and permanency (Cash & Berry, 2008). 
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STRENGTHS AND LIMITATIONS

Reflecting upon our study, both strengths and limitations were identified. First, the literature review 

we conducted to develop a theoretical framework for our project (chapter 2) was not a systematic 

overview of all the evidence and knowledge available. This was due to the fact that the search for 

relevant evidence in the literature was complicated because a broad range of themes and research 

fields are relevant, and different terms are used for identical or overlapping concepts. Additionally, 

the literature on parenting assessment provides a large number of policies, guidelines, models, 

and recommendations, but relatively little empirical evidence (White, 2005). As a consequence, we 

experienced difficulties in articulating search terms and in determining strict inclusion and exclusion 

criteria for the literature review. For this reason, we used the method of integrated review (Tavares de 

Souza et al., 2010). Although this method is considered an important tool for evidence-based practice, 

it is not commonly used in the field of child welfare. With our study, we have shown this method is 

also applicable to this field.

By further developing a framework of essential components, we have built a bridge between a 

large amount of knowledge into useful recommendations to improve current practices. This allows 

all types of parenting assessment practices to develop methods matching their specific context. We 

recognize that this framework is not an instant and simple solution for the complexity of the problems 

with reference to the assessment of parenting, but it is an effort to guide practical improvements 

toward a more than good enough parenting-assessment practice. 

Moreover, we made a detailed target population description. By using file analysis, we examined 

the reported characteristics of the families. We hereby presumed that the reported characteristics of 

the family situations were viewed by the professionals involved as being relevant and significant in 

the context of a possible out-of-home placement. However, we noticed that a proportion of the 

reports were of relative low quality in terms of ambiguous and incomplete information. Although 

a lack of clarity on the overall family situation is often one of the the main reasons for referral to the 

Expertise Center, we believe that the quality of reporting within child protection services can and 

should be improved. That being said, a strength of our study was the comprehensiveness of our 

target population description, which went well beyond the report of merely general background 

characteristics, which is common in evaluation research.

The trajectory analysis (chapter 5) was to a great extent based on administrative data. The 

databases used for this part of the study were found to not always be up to date, and reports of 

trajectory decisions were commonly very brief. Consequently, results were potentially biased and 

we were not able to study decision-making in depth. 

Furthermore, a large part of our data was collected in the clinic of the Expertise Center (chapters 4 

& 5). Given the highly specific setting, it is difficult to generalize the findings. However, we did succeed 

to conduct research in an involuntary and emotionally burdensome context with an inclusion rate of 

91%, which was far beyond our expectations. It is likely that this is due the design of our study, in which 

the parents were minimally burdened. In addition, the sample included some fathers which is a strength. 
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In research fathers are typically underrepresented (Tiano & McNeil, 2008). Only one other published 

study using AmbiAnce engaged fathers and aimed to explore the link between paternal behavior in the 

development of disorganized infant-father attachment (Madigan, Benoit, & Boucher, 2011). 

Despite the high inclusion rate and a two year lasting data collection within the clinic, our sample 

size was relatively small. Although we demonstrated that the Expertise Center reaches a population 

that corresponds with the concept of multi-problem families (Ghesquière, 1993; Tausendfreud, Knot-

Dickscheit, Schulze, Knorth, & Grietens, 2016), it is uncertain whether the sample is representative of 

the entire target population (families in complex and multi-problem situations with children aged 

0-2 years). Also, the small sample size could lead to problems concerning the statistical power of the 

study, and prevented us to to resolve the problems of drop-out. We did not employ multiple testing 

correction (chapter 4 and chapter 6), due to the explorative character of the research. We did find a 

significant and meaningful decline over time, suggesting that the sample was large enough to obtain 

relevant results. In addition, we were able to find significant and relevant differences between the 

group of parents who were preserved and the group of families for whom it was decided that family 

preservation was not in the best interest of the child (chapter 5). 

Concerning our study on decision-making (chapter 5), this is as far as we know, the first study in 

which actual clinical decisions were connected to parental behaviors during intensive treatment as 

to evaluate the quality of placement decision-making. Our methodology could serve as an inspiration 

for future research into actual everyday decision-making. Nevertheless, the match between how 

parenting quality is being assessed within the Expertise Center and how this was done within our 

study using the AmbiAnce is not ideal. The decisions of the professionals of the Expertise Center are 

based upon a broader investigation of parenting (capacity to parent) in contrast to the AmbiAnce 

measure, which reflects one aspect of the concept namely the ‘ability to parent’.

Another issue worth mentioning with reference to the decision-making study is that some of the 

clinical trajectories were extended after 16 weeks of assessment even though our last measurement 

took place after 14/15 weeks of clinical assessment (T3). Consequently, our intention to measure 

parenting just before the final decision about family preservation was not realized in a few cases of 

lengthy trajectories. 

The use of the AmbiAnce in a repeated measures design with multiple parents constituted a unique 

and informative advance regarding clinical use of the instrument. That being said, the reliability of 

the rating scores for the fearful/disoriented scale was less convincing. For these reasons, the results of 

our study should be considered indicative rather than conclusive.  

Questionnaires and interviews were part of the follow-up study that was conducted six months 

after the trajectory of the families ended (chapter 6). This is a quite short period when the aim is, 

among others, to examine outcomes such as stability and permanency. In addition, by the use of 

short questionnaires for the case managers with mainly closed questions, it was impossible to study 

outcomes, benefits and limitations of the intervention program in depth. However, it is likely that all 

reached case managers participated in our study due to the fact that the questionnaire was not very 

time consuming. 
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As to the interviews with parents, the context of the interview was such that the parents could freely 

express their perspectives about the program since the interviewer was not part of the Expertise 

Center staff. In this respect, it is likely that it was also helpful that parents were no longer in the 

care of the Expertise Center at the time of the interview. Again, the context in which these parents 

were assessed was unique which impacts the options to generalize the findings. Specifically, the 

participants of the follow up study were parents who have been admitted in the clinic of the Expertise 

Center program meaning that they successfully completed the two-week “working-alliance” trial 

stay in the clinic which may have influenced the results. Nevertheless, since several of our findings 

are consistent with the outcomes of other international studies, it is suggested that our results are 

relevant beyond the Dutch context. A strength of the development of the conceptual model about 

the working alliance between parents and professionals based upon the interviews, is that this is an 

actual start of implementation of our results in practice and that it created opportunities for designing 

further research in related contexts. 

Regarding the evaluation of the program by parents (chapter 6), it is important to mention that 

the decision on family preservation had been made six months before the interviews took place. 

Thus, the stories shared by the parents were likely to be shaped by the outcomes of the program and 

the experiences of parents following the program. Yet, since parents of both groups expressed both 

positive and negative feedback, it is unlikely that the parents’ evaluations of the intervention program 

were determined solely by the outcomes of the program. With the follow-up study we were able to 

provide the Expertise Center with valuable feedback from the two most important stakeholders of 

the intervention program, which we think is a strength (see also Van Yperen, Veerman, & Bijl, 2017b).

Finally, we made comprehensive overviews of the trajectories within the Expertise Center. This 

discussion on case level provided valuable feedback and a bigger picture of how the assessment 

program impacts the lives of the families. Giving comprehensive overviews enabled us to demonstrate 

that results cannot always be fully understood when examined in isolation and on group level. These 

overviews have limitations as well. In some cases, we retrieved data from secondary sources, which 

may have impacted the accuracy of the information. 

Looking at the evaluation study as a whole, we can conclude that we succeeded to conduct a 

comprehensive evaluation study in a difficult context. On the way, we were confronted with a lot of 

challenges and we faced these by holding a very flexible stance, determination and finding (creative) 

solutions. When conducting scientific research (implying a lot of structure, planning and control) in 

a turbulent practice, these three features are key.

Implications for practice

In addition to the detailed recommendations provided in the general discussion section, we hereby 

provide several main implications for practice.

A key conclusion of this dissertation is that the assessment of parenting is a highly specialized 

assignment. Therefore, expertise on multiple levels is always necessary to perform high-quality 

assessments that can serve as a sound basis for placement decisions. The evidence of the shortcomings 
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in current parenting-assessment practices is significant. There is a need for more awareness and efforts 

to improve current practices and extend the availability of specialized services. Another important 

conclusion is that assessment in the context of reunification should always include a treatment 

component, in which both parents and children participate. Providing families with an intensive 

intervention program provides families with the opportunity to make timely and substantial changes 

in parenting, and helps professionals to investigate the capacity of parents to change and to grow 

to an acceptable level of caretaking (Harnett, 2007). During parenting assessment, there is a risk for 

a too narrow focus on the parents. Yet, prevailing attention needs to be paid to the needs and safety 

of the children during the decision-making process and their well-being should always be prioritized 

over the interests and wishes of the parents (Kalverboer & Zijlstra, 2006). 

Clinical treatment of families such as provided in the Expertise Center has several advantages as 

described in this dissertation. However, there is an important disadvantage to this - specifically in cases 

of reunification - since this implies a placement of the child from foster care back to the biological 

family (initially on a temporary base). In a worst case scenario, parents fail to improve parenting 

within an acceptable time frame, and as a result the child will reenter care. This is contradictory to 

the principles of permanency planning which is, paradoxically, the main aim of the Expertise Center. 

Therefore, three essential factors need to be considered before placing children with their parents in a 

treatment setting. First, the chances for success need to be substantial. Second, it needs to be clear to 

all parties that the inpatient intervention will lead toward a permanent placement decision. Third, the 

decision should be fully facilitated and supported afterwards to prevent breakdown and to achieve 

permanency. Thus, temporary placement is solely to justify when the chances for permanency, 

preferably with the biological family, will be increased.

CONCLUSION

The central question of this dissertation ‘How successful is the EC in conducting parenting assessments, 

and what are facilitating or hampering factors?’ cannot be answered straightforward. The outcomes 

reported and the conclusions drawn throughout this dissertation are not univocal, they rather 

reflect the complexity of the topic under study. In addition, we provided a discussion about how 

‘successfulness’ is usually defined and if this is correct when applied in the context of the Expertise 

Center. 

Nevertheless, we can conclude that the intervention program provided by the Expertise Center is 

very promising and has great potential. The task of assessing parenting in the context of permanency 

planning for infants and toddlers of families in complex and multiple problem situations is both 

crucial and one of the most difficult objectives within child welfare (Vischer, Grietens, Knorth, & 

Mulder, 2017). The field struggles evidently with this issue (Daamen, 2014; Dullaert, 2013) and there is 

a lack of services and professionals providing comprehensive parenting assessments in the context of 

placement decisions. This situation is not unique to the Netherlands (Berrick, 2017; Budd, Poindexter, 
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Felix, & Naik-Polan, 2001; Kirkman & Melrose, 2014; White, 2005). From that perspective, the provision 

itself of an intervention program for families as a last resort for family preservation can be considered a 

great accomplishment. In addition, results reflected successes of the intervention program, although 

there were undesirable outcomes as well.  

In order to improve the quality of the intervention program of the Expertise Center we aimed to 

generate knowledge that will be valuable in guiding the Expertise Center with regard to their complex 

task of assessing parenting. Attempting to promote implementation into practice, we developed, 

when possible, frameworks or models based upon our findings. In addition, we formulated in each 

chapter concrete recommendations. We believe that this dissertation includes valuable knowledge 

and ideas that may, when implemented in an adequate way, improve the level of EBP within the 

Expertise Center. Considering the great responsibility the Expertise Center carries, the professionals 

are obliged to continuously make efforts to improve their work. Their initiative for this evaluation 

study demonstrates that they are taking this responsibility seriously. However, this is only a first step 

of the process and it is of paramount importance that next, the words of this dissertation are put into 

actions in order to make an actual difference.
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OP WEG NAAR EEN VEILIG THUIS. 

Een studie over het beoordelen van ouderschap 
binnen gezinnen in complexe en 
multi-probleem situaties met baby’s en peuters, 
met als doel duurzame gezinshereniging en gezinsbehoud.

SAMENVATTING

Introductie (hoofdstuk 1)

Met de invoering van de kinderwetten in Nederland in 1901 is een situatie ontstaan waarin zo 

nodig beslissingen genomen dienen te worden over de opvoedingssituatie van kinderen. In 

deze besluitvorming staat het belang van het kind centraal en is een kernvraag of de betreffende 

opvoedingssituatie al dan niet toereikend is voor de minimale gezonde en veilige ontwikkeling 

van het kind. Wanneer het antwoord op deze laatste vraag ‘nee’ is, bestaan er een aantal 

kinderbeschermingsmaatregelen die ingezet kunnen worden om de ontwikkelingsbedreiging op 

te heffen. Eén van de meest ingrijpende maatregelen is die van een uithuisplaatsing.

In principe is een uithuisplaatsing altijd tijdelijk. Het doel van deze maatregel is het herstellen of 

bewerkstelligen van voldoende veiligheid en voorwaarden voor een gezonde ontwikkeling van het 

kind in het eigen gezin. Na een uithuisplaatsing dient zich daardoor het volgende complexe vraagstuk 

aan: Is terugplaatsing naar het gezin van herkomst in het belang van het kind? Het is zeer belangrijk 

om na een uithuisplaatsing op korte termijn, idealiter binnen een half jaar en maximaal binnen een 

jaar, duidelijkheid te hebben over wie de belangrijkste hechtingspersoon wordt zodat een gezonde 

hechting tot stand kan komen. Een dergelijk besluit wordt een opvoedingsbesluit genoemd. 

Het besluit om uithuisgeplaatste kinderen al dan niet terug te plaatsen naar het gezin van 

herkomst dient weloverwogen genomen te worden. Hiermee wordt de kans groter dat kinderen op 

de juiste plek terecht komen, waar zij zich gezond kunnen ontwikkelen, en de kans op het ontstaan 

van psychiatrische en psychosociale problemen verkleint. Deze besluitvorming zeer complex en uit 

onderzoek komen dan ook ongewenste uitkomsten naar voren. 

Terugplaatsingen naar het gezin van herkomst zijn niet altijd definitief; een deel van de 

kinderen wordt na een terugplaatsing wederom uit huis geplaatst. De percentages van afgebroken 

terugplaatsingen die in internationaal onderzoek gevonden worden, lopen zeer uiteen (van 32% 

tot 75%). Het is duidelijk dat te veel kinderen te vaak verplaatst worden. Dit geldt ook voor kinderen 

die binnen de pleegzorg of residentiële zorg verschillende verplaatsingen ervaren. Gevolgen van 

een mislukte plaatsing zijn onder andere het gebrek aan continuïteit van de opvoedingssituatie, 

problemen in de ontwikkeling van een veilige hechting tussen kind en een primaire opvoeder en 

het opdoen van wederom een traumatische (verlies)ervaring. Al deze factoren hebben een negatieve 

invloed op de ontwikkeling van het kind. 
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Om tot een gedegen besluit te komen is het essentieel om het betreffende ouderschap in 

beeld te krijgen. Het Expertise Centrum voor Behandeling en Beoordeling van Ouderschap en 

Psychiatrie van GGZ Drenthe, afdeling gezinspsychiatrie, voert onder meer deze ingewikkelde taak 

uit. Het  Expertisecentrum biedt een interventieprogramma waar  ouders de kans krijgen om aan 

hun opvoedingsvaardigheden te werken en hun ouderschap te laten beoordelen. Uniek aan dit 

interventieprogramma is de combinatie van behandeling en beoordeling en de klinische opname 

van het gezin. Evaluatie-onderzoek is nodig om vast te stellen in hoeverre het Expertisecentrum de 

beoogde programmadoelen behaalt. Daarnaast is het nodig om tot nieuwe kennis te komen wat 

betreft het beoordelen van ouderschap zodat de kwaliteit van het interventieprogramma vergroot kan 

worden. Dit vormt het doel van het evaluatie-onderzoek Gezond Terug waarover in deze dissertatie 

gerapporteerd wordt. Met het onderzoek is een antwoord gezocht op negen onderzoeksvragen die 

betrekking hebben op drie onderwerpen: 1) theoretisch kader van het onderzoek, 2) begeleiding 

naar goed genoeg ouderschap, en 3) evaluatie van besluitvorming. 

Theoretisch kader 

In hoofdstuk 2 hebben we allereerst een theoretisch kader geschetst. Door middel van een 

integratieve review (gebruikmakende van literatuur en de beschrijving van de interventie) hebben we 

een analyse gemaakt van de uitdagingen wat betreft de kerntaak van het Expertise Centrum en hebben 

we een antwoord geformuleerd op de vraag wat er nodig is om deze uitdagingen aan te gaan en op 

welke vlakken oplossingen gecreëerd kunnen worden. Dit heeft geresulteerd in een raamwerk met 

sleutelcomponenten die essentieel zijn in het uitvoeren van adequate ouderschapsbeoordelingen. 

Dit hoofdstuk kan beschouwd worden als een theoretische onderbouwing van de interventie van 

het Expertise Centrum. Daarnaast biedt het een raamwerk voor de bredere praktijk waar dergelijke 

behandelingen en beoordelingen uitgevoerd worden. 

Begeleiding naar goed genoeg ouderschap/gezinsbehoud

In hoofdstuk 3 staat de vraag centraal of het Expertise Centrum erin slaagt om positieve werkrelaties 

op te bouwen met de gezinnen (één van de speerpunten van de interventie) en welke componenten 

van het programma volgens de ouders helpend zijn in het toewerken naar gezinsbehoud (family 

preservation) gedurende een ouderschapsbeoordeling. Het hoofdstuk geeft de stem weer van ouders 

van 22 gezinnen die een half jaar na ontslag uit het Expertise Centrum hebben gereflecteerd op hun 

traject tijdens een interview. Hieruit blijkt dat het Expertise Centrum er bij een groot deel van de 

gezinnen in is geslaagd om positieve werkrelaties op te bouwen. Duidelijk werd ook dat het ervaren 

van een klik met hulpverleners erg belangrijk is en dat individuele gesprekken met hulpverleners 

door ouders als het meest zinvol worden ervaren. Op basis van de verhalen van ouders hebben we 

een conceptueel model ontwikkeld waarin we uiteggen hoe een positieve werkrelatie kan ontstaan, 

wat daarvoor nodig is, en wat het resultaat daarvan kan zijn. 
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In hoofdstuk 4 richten we ons op de behandel-component van het interventieprogramma 

van het Expertise Centrum. We hebben een dossieranalyse uitgevoerd bij 70 cases, vervolgens een 

gedetailleerde doelgroepbeschrijving gemaakt en op basis daarvan kunnen vaststellen dat het 

Expertise Centrum de beoogde doelgroep behaalt en dat de interventie grotendeels aansluit op de 

kenmerken van de doelgroep (gezinnen in complexe en multi-probleem situaties). Daarnaast hebben 

we een aantal aanbevelingen gedaan zodat er nog beter ingespeeld kan worden op de problematiek 

die binnen de doelgroep veelal voorkomt zoals partnerrelatieproblematiek. Ook hebben we 

fundamentele ouderschapsmogelijkheden (abilities to parent) op het directe interactieniveau tussen 

ouder en kind in kaart gebracht met het Atypical Maternal Behavior Instrument for Assessment 

and Classification (AmbiAnce). Met dit instrument kunnen atypische ouderlijke gedragingen (op vijf 

verschillende dimensies) in kaart worden gebracht die in onderzoek vaker zijn geobserveerd bij 

ouders met kinderen die een gedesorganiseerde hechtingsstijl hebben; dit wil zeggen dat deze 

kinderen geen vaste strategie hebben kunnen ontwikkelen met betrekking tot het zoeken van troost 

in tijdens van stress, omdat zij teveel stress en onveiligheid bij hun ouder(s) ervaren. 

We hebben aangetoond dat de meeste atypische gedragingen in de doelgroep van het Expertise 

Centrum onder de AmbiAnce dimensies affectieve communicatie fouten en intrusiviteit en negativiteit 

vallen. Gedragingen die horen bij de dimensies rol- en grensverwarring en afstandelijkheid werden 

veel minder vaak geobserveerd. We hebben zoals verwacht op een aantal dimensies (affectieve 

communicatiefouten, intrusiviteit en negativiteit, en angstig en gedesoriënteerd gedrag) een afname van 

atypische gedragingen vast kunnen stellen. Aan het einde van de interventie scoorden alle ouders 

op de dimensies angstig en gedesoriënteerd gedrag en afstandelijkheid in de niet-verstoorde range. 

Op de overige drie schalen (affectieve communicatie fouten, rol- en grensverwarring en intrusiviteit en 

negativiteit) en op de totale schaal scoorden tussen de 19% en 31.6% van de ouders aan het einde 

van de interventie nog in de verstoorde range.

Evaluatie van besluitvorming

In hoofdstuk 5 zijn we ingegaan op de assessment component van het interventieprogramma. We 

hebben de trajecten van alle gezinnen die over een periode van twee jaar aangemeld werden bij het 

Expertise Centrum gemonitord. We hebben kunnen vaststellen dat het Expertise Centrum bijdraagt 

aan tijdige opvoedingsbeslissingen, aangezien bij een groot deel van de gezinnen binnen een jaar 

een opvoedingsbesluit is genomen. Ook werd duidelijk dat de redenen om trajecten vroegtijdig 

(voor een klinisch opname) af te breken, samengevat kunnen worden in het beschikbaar komen 

van voldoende informatie om een opvoedingsbesluit te kunnen nemen. Vanuit deze visie wordt de 

functie van de interventie-fasering als beoordelingscontinuüm duidelijk aangezien besluitvorming een 

proces is waarin vele deelbeslissingen leiden tot een kernbesluit. Uit de analyse kwam daarnaast naar 

voren dat het besluit om een traject te beëindigen veelal genomen wordt door de professional die 

het betreffende gezin aangemeld heeft voor behandeling en beoordeling (meestal een gezinsvoogd 

of case manager, verder aangeduid als case manager) en in veel mindere mate door ouders en het 

team van het Expertise Centrum. In enkele gevallen werd meer dan één besluitnemer gerapporteerd. 
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Daarnaast hebben we onderzocht of er een link bestaat tussen de kwaliteit van het ouderschap 

gemeten met de AmbiAnce en het klinisch oordeel van het Expertise Centrum wat betreft de beste plek 

voor het kind om op te groeien. We veronderstelden dat een negatief eindadvies van het Expertise 

Centrum terug te zien zou zijn in meer frequent en meer ernstig atypisch ouderlijk gedrag. Alle 

resultaten behalve die van de dimensie intrusief en negatief gedrag ondersteunden deze hypothese. 

Het sterkste verband  vonden we voor  de dimensies affectieve communicatie fouten en angstig en 

gedesoriënteerd gedrag. Daarnaast hebben we een relatie gevonden tussen de classificatie verstoord/ 

niet verstoord ouderlijk gedrag, die gebaseerd is op een samenvattende totale score van alle AmbiAnce 

dimensies, en het eindadvies van het Expertise Centrum (wel gezinsbehoud, geen gezinsbehoud). 

Toch hebben we ook vastgesteld dat in vijf families een positief eindadvies gepaard ging met het 

ouderlijk gedrag geclassificeerd als ‘verstoord’. 

Hoofdstuk 6 schetst een beeld van hoe het de gezinnen vergaat gedurende het eerste half 

jaar na ontslag uit het Expertise Centrum. Dit follow-up onderzoek richt zich allereerst op de vraag 

of ouders het (inmiddels) eens zijn met het plaatsingsbesluit. Consensus hierover is met name niet 

vanzelfsprekend wanneer het gaat om negatieve eindadviezen. De resultaten hebben laten zien 

dat ouders waarvan de kinderen niet meer thuis wonen in sommige gevallen binnen zes maanden 

tot begrip en aanvaarding van de situatie zijn gekomen. Toch is dit bij de meesten gezinnen niet 

het geval. Daarnaast keken we in dit onderzoek naar de mate van stabiliteit in het leven van de 

kinderen. Stabiliteit hebben we opgevat als het ontbreken van grote veranderingen (ook in termen 

van herhaling van problemen) die risicovol zijn wat betreft de gezonde ontwikkeling van het kind. 

De uitkomsten waren niet eenduidig. De plaatsingen bleken strikt gezien wat betreft type plaatsing 

(thuisplaatsing, pleegzorgplaatsing) erg stabiel met één wijziging. Verdere analyse toonde aan dat wat 

betreft veranderingen in primaire verzorgers en verhuizingen, de stabiliteit lager lag. Bij iets meer dan 

de helft van de gezinnen die behouden zijn gebleven, zijn er aanzienlijke veranderingen gerapporteerd 

in de gezinssituatie, zoals het verbreken van de relatie tussen ouders en gezinsuitbreiding. Ook zijn 

er bij zowel gezinnen met een positief als negatief eindadvies problemen met betrekking tot de 

hulpverlening geconstateerd, onder andere het niet opstarten van noodzakelijke ambulante hulp 

en ‘het niet openstaan voor hulpverlening’. Ten slotte hebben zowel ouders als casemanagers het 

interventieprogramma van het Expertise Centrum beoordeeld. Ouders die een negatief eindadvies 

kregen, hebben het programma gemiddeld met lagere cijfers beoordeeld dan ouders die een positief 

advies ontvingen. Daarnaast blijkt een grote waardering van case managers ten aanzien van het 

Expertise Centrum. Over het algemeen zijn de aanmelders tevreden over de structurele opzet van 

de interventie hoewel zij ook enkele nadelen noemen die voornamelijk van praktische aard zijn.

In hoofdstuk 7 brengen we een aantal samenvattende uitkomsten uit verschillende 

deelstudies op gezinsniveau samen in een holistisch overzicht. De volgende variabelen hebben we 

hierin opgenomen: opvoedingsbesluit, duur van het besluit, kwaliteit ouderschap bij aanvang en 

einde van de interventie, consensus ouder met het plaatsingsbesluit, stabiliteit tijdens follow-up, 

waardering ouders, waardering casemanagers. Op basis hiervan hebben we logisch redenerend 

beoordeeld in hoeverre de individuele trajecten succesvol waren in termen van doelrealisatie van 
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de interventiedoelen. Eén derde van de trajecten hebben we beoordeeld als ‘succesvol’, één derde 

als gedeeltelijk/matig succesvol’ en één derde als ‘niet succesvol’. 

In hoofdstuk 8 is de algemene discussie opgenomen. Hierin hebben we de belangrijkste uitkomsten 

van het onderzoek samengevat, en vervolgens bediscussieerd. Ten slotte hebben we kritisch 

gereflecteerd op de methodologie van het onderzoek en afgesloten met een algemene conclusie. 
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APPENDIX

Flow of participants through the study

Flow of participants through the study 

 

Target 
population

N = 70

Trajectory 
characteristics

N = 100
Referrals

May 2013 until Apr 2015

Referrals 
May 2013 until Oct 2014

 New referrals 
 Nov 2014 – Apr 2015 (n=30)

Parental 
behavior T1

N = 30

Parental 
behaviorT2

N = 21

Parental 
Behavior T3 

N = 19

 Trajectory terminated (n=7)
 Study drop out (n=2) 

 Trajectory terminated  (n=2)

In residential clinic 
March 2014 until Feb 2016

Applicants
(n=23)
Parents
(n=22)

 Declined to participate
 follow-up (resp. n=7 en n=8)

Termination residential clinic
May 2015 until Sept 2016

Pre-study
ch.4&5 

Clinical phase  
study
ch. 4&5

Follow-up 
study
ch. 3&6

Families from samples pre-study  
participating in clinical study:
File analysis (n=23)
Trajectory analysis (n=26) 

Parents 
perspectives 

N = 22

 Declined to participate
 follow-up (n=8)
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