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Abstract

Several effective interventions have been developed for 

families with multiple problems (FMP), but knowledge 

is lacking as to which specific practice and program el-

ements of these interventions deliver positive outcomes. 

The aim of this study is to assess the degree to which 

practice and program elements (contents of and structure 

in which care is provided) contribute to the effectiveness 

of interventions for FMP in general and for subgroups 

with child and/or parental psychiatric problems, intel-

lectual disabilities, or substance use. We performed a 

quasi-experimental study on the effectiveness of practice 

and program elements provided in attested FMP inter-

ventions. Using self-report questionnaires, we measured 

primary (child's internalizing and externalizing problems) 

and secondary (parental stress and social contacts) out-

comes at the beginning, end, and three months thereafter. 

By means of Latent Profile Analysis, we identified groups 

of families receiving similar combinations of practice ele-

ments (“profiles”), and we calculated propensity scores. 

Next, we assessed how practice element profiles and 

program elements affected improvement in outcomes, 

and whether these effects were moderated by subgroup 
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INTRODUCTION

Families with multiple problems (FMP) face a wide range of complex and persistent problems 
during their lifetime (Morris, 2013; Spratt & Devaney, 2009; Tausendfreund et al., 2016). These 
problems can include behavioral problems of the child, parenting problems, family conflicts, 
health, and financial problems—often co-occurring (Bodden & Deković, 2016). Due to the 
complexity, persistency, and intergenerational nature of their problems, FMP often have a 
long history of care, as well as their own unique combination of problems and needs. Working 
with these families thus requires a flexible approach, tailored to the needs and wishes of spe-
cific families.

Several studies have assessed the effectiveness of interventions targeting FMP, with effects 
varying largely between interventions, between countries, and even between different studies 
on the same intervention (Evenboer et al., 2018). In general, studies have shown that interven-
tions for FMP have positive effects on, for example, family functioning (Al et al., 2012), preven-
tion of out of home placement (Al et al., 2012; Bezeczky et al., 2020), and behavioral problems 
(Asscher et al., 2013; van der Pol et al., 2017; Veerman & De Meyer, 2015). However, studies 
show effect sizes to differ depending on the study design (e.g., specific outcomes measure that 
was considered), the specific intervention provided and the target group (van Assen et al., 
2020; Evenboer et al., 2018). Therefore, final conclusions on the effectiveness of these inter-
ventions are hard to make. An explanation for these divergent outcomes may lie in differences 
between the potentially effective elements provided within the interventions.

Generally, the effectiveness of care for FMP is determined by common and specific factors 
of care. Common factors are factors that contribute to the effectiveness of care regardless of 
the type of treatment or the target group (Lambert et al., 1994). These can be related to the 
client (e.g., level of motivation, commitment to change), the practitioner (e.g., characteristics 
and skills), the relationship between the practitioner and the client (e.g., alliance), expectations 
of FMP (e.g., hope because of being in treatment), extra-therapeutic factors (e.g., characteris-
tics of life or environment of the client that impacts change, such as social support) and non-
specific treatment characteristics (e.g., variables found in many treatments such as reframing 

characteristics. We found three practice element profiles 

(explorative/supportive, action-oriented, and their com-

bination), which were equally effective. Regarding pro-

gram elements, effects were enhanced by more frequent 

telephone contact between visits and more frequent in-

tervision. Effectiveness of practice and program elements 

varied for specific FMP subgroups. Variations in the con-

tent of care for FMP do not affect its effectiveness, but 

variations in the structure of the care do. This finding can 

help to further improve effective interventions.

K E Y W O R D S

child and adolescent social care, families with multiple problems, 
interventions, practice elements, program elements
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or behavioral regulation) (Lambert & Barley, 2001; Sprenkle & Blow, 2004). In addition to 
these common factors, specific factors contribute to the effectiveness of care such as the con-
tents of an intervention and the structure within which the contents are provided (Wampold, 
2013), also denoted as practice and program elements, respectively.

Practice and program elements of interventions may be important determinants of the effec-
tiveness of care for FMP. For example, practice and program elements can only be effectively 
provided when they are combined with adequate common factors, that is when the practitioner 
has a good relationship with the client or the client is engaged in care (Harder et al., 2020). 
Moreover, the practice and program elements that constitute an intervention can contribute 
to the effects of common factors (Carr, 2009; Sprenkle & Blow, 2004). In other words, when 
the elements that are provided within the intervention are effective, this may contribute to 
engagement of the client and to the quality of the relationship between client and professional. 
Some studies even show that the practice and program elements of a specific intervention may 
exceed the effects of common factors, especially in case of more complex problems (Stevens 
et al., 2000). Unfortunately, evidence still lacks on the practice and program elements that are 
essential for positive outcomes in case of FMP.

Current studies focusing on effective practice and program elements of interventions in 
child and youth care mainly focus on specific problems of FMP, such as behavioral problems 
of the child (Garland et al., 2008; Leijten et al., 2019; van der Pol et al., 2019; Wyatt Kaminski 
et al., 2008), child mental problems (Chorpita & Daleiden, 2009; Lindsey et al., 2014), imminent 
out-of-home placement (Lee et al., 2014), or child maltreatment (Gubbels et al., 2019, 2021; van 
der Put et al., 2018). Some of these studies focus on practice and program elements that are 
common in effective interventions, but it remains unknown to which degree an element relates 
to a specific outcome (Chorpita & Daleiden, 2009; Garland et al., 2008; Lee et al., 2014; Lindsey 
et al., 2014; van der Pol et al., 2019). Other studies determined elements that are associated with 
positive outcomes, but only for some, specific, problems of FMP (Gubbels et al., 2019, 2021; 
Leijten et al., 2019; van der Put et al., 2018; Wyatt Kaminski et al., 2008). Consequently, the full 
range of elements provided within interventions for FMP is not covered within these studies. 
Given the wide range and complexity of problems of FMP, the available evidence does not 
allow decisive conclusions about effective elements in care for FMP.

Due to the wide range and complexity of problems in these families, the effectiveness of 
practice and program elements may greatly vary across their subgroups. This mix of problems 
may include behavioral problems of the child, parenting problems, and social network prob-
lems. Moreover, some families are coping with comorbidities such as intellectual disabilities 
(Bodden & Deković, 2016), psychiatric problems (Bodden & Deković, 2016), and substance 
use (Asen, 2007; Bodden & Deković, 2016) of the child and/or the parent. The effects of in-
terventions vary across these subgroups, probably also depending on the degree to which the 
intervention can be tailored to the needs of each subgroup (Austin et al., 2005; Wade et al., 
2008). Knowledge on which practice and program elements are most effective for the sub-
groups within FMP may therefore be helpful in tailoring interventions to their specific needs.

The taxonomy of interventions for FMP (TIFMP) provides an excellent opportunity to as-
sess how elements of interventions affect FMP and FMP subgroups (Visscher et al., 2018). The 
TIFMP enables to systematically register the practice and program elements of a wide range 
of interventions for FMP. It consists of 53 practice elements divided into 8 main categories 
(e.g., assessment of problems, working on change, and activating the social network) and eight 
program elements (e.g., number of visits, duration of visits, intervision, or supervision for the 
practitioner). In a previous study, we found that the TIFMP can reliably measure the content 
and structure of these interventions as reported in their intervention manuals (Visscher et al., 
2018). Furthermore, the TIFMP makes it possible to assess which elements in interventions for 
FMP are similar, and which elements are part of the interventions in daily practice (Visscher 
et al., 2020a, 2020b). Evidence on the effectiveness of these elements may enhance selection of 
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the best interventions for FMP or subgroups of FMP. The aim of this study is thus to assess the 
degree to which practice and program elements contribute to the effectiveness of interventions 
for FMP and FMP subgroups.

M ETHODS

Study design

We performed a quasi-experimental study, adjusting for differences in prognosis between 
FMP's by using propensity scores (PS) or quasi-randomization. We collected data, using ques-
tionnaires, from January 2017 till April 2019. Questionnaires were filled in by practitioners 
(child and youth care social workers, family coaches, and/or therapists) at the beginning (T0) 
and the end of the intervention (T1). In addition, every 4 weeks during the intervention period, 
practitioners registered the elements which they provided to families participating in the study. 
Caregivers who received the intervention gave informed consent and filled in questionnaires at 
T0, T1, and 3 months after conclusion of the intervention (T2).

Study setting and participants

To obtain a sample of FMPs, we used a three-step procedure. First, of interventions targeting 
FMP we selected eight with at least a moderate effect size of 0.5 in the Dutch context regarding 
core outcomes, like problem behavior of the child or parenting stress. The eight interventions 
were Multisystemic Therapy (MST), Multidimensional Family Therapy (MDFT), Intensive 
Family Treatment (IFT), Families First (FF), Family Central (FC), Parent Management 
Training Oregon (PMTO), 10 for the Future (10ftF), and Triple P 4–5 (Evenboer et al., 2018). 
These interventions aim at families with severe parenting problems (MST, MDFT, PMTO, and 
Triple P 4/5) and families with multiple and complex problems in different life domains like 
severe parenting, and socio-economic and mental health problems (IFT, FF, FC, and 10ftF). 
More information on these interventions can be found elsewhere (Visscher et al., 2020b).

Second, we approached 47 child and adolescent social care organizations in the Netherlands 
which provided at least one of the eight selected interventions. Of these, 26 were willing to par-
ticipate in this study and provided teams of practitioners. Organizations that did not want to 
participate indicated either that they had already taken part in another study or did not wish 
to spend scarce manpower and resources to participate in a study. Nonparticipating and par-
ticipating organizations did not differ in size or target population.

Third, we included FMP that had received one of the selected interventions between 
January 2017 and April 2018 (for FC and 10ftF), and families that received the other interven-
tions between January 2017 and July 2018. Eligible participants were caregivers who were able 
to complete questionnaires in Dutch, and who had a child of 4 years or older who was targeted 
for the intervention. Children below 4 years of age were excluded in our study because some 
of the interventions included in this study are not suitable for children of this age (e.g., MST 
or MDFT) (Visscher et al., 2018). In addition, one of the questionnaires to measure care use 
of FMP (not used in this study) can only be filled in by parents of children above 4 years of 
age, because it was developed for economic evaluations of systemic interventions for children 
with severe behavioral problems above 4 years of age. We excluded 12 families because the 
registered child was younger than 4 years old at the start of the intervention. We also excluded 
families receiving Triple P 4–5 and FF because these families were too few (one and nine 
families, respectively) to be analyzed, and the interventions were not long enough to allow for 
measurement of change.
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Treatment conditions

We measured provided practice and program elements by using the TIFMP. Regarding prac-
tice elements, we looked for those frequently provided in combination.

Identification of provided practice and program elements

To identify elements provided to FMPs, practitioners filled in the TIFMP, which is a taxonomy 
to systematically measure practice elements (distinct techniques used by practitioners to pro-
mote positive outcomes) and program elements (aspects of the intervention design or service 
delivery system) (Visscher et al., 2018). For this study, we developed an online version of the 
TIFMP. Practitioners received a link to fill it in every 4 weeks during the entire intervention, 
for each of their cases separately. Practitioners had 10 days to fill in the questionnaire and 
received a reminder after 5 days. Practice elements consisted of 53 elements, divided into the 
following eight main categories:

A	 Assessment of problems: practice elements aimed at collecting and categorizing 
information about the family and the problems they experience (e.g., analysis of 
competencies);

B	 Planning and evaluation: practice elements aimed at translating family problems into goals 
and/or at evaluating these goals (e.g., designing the treatment plan);

C	 Working on change: practice elements aimed at realizing change (e.g., working on communi-
cation and interaction);

D	 Learning parenting skills: practice elements aimed at improving parenting skills (e.g., learn-
ing to set rules);

E	 Helping with concrete needs: practice elements aimed at easing the burden of practical every-
day challenges (e.g., helping with financial tasks);

F	 Activating the social network: practice elements aimed at engaging the family's social network 
to help and support the family (e.g., mobilizing and expanding the social network);

G	 Activating the professional network: practice elements aimed at enhancing goals, appoint-
ments, and procedures involving other practitioners who work with the family (e.g., coordi-
nating the approach with other professionals and/or organizations);

H	 Maintaining practitioner-client collaboration: practice elements aimed at maintaining and 
promoting practitioner-client collaboration (e.g., talking about expectations).

Regarding each of the 53 practice elements, we asked practitioners whether they had pro-
vided that element in the past 4 weeks (yes/no), and if yes, to indicate with what frequency (i.e., 
in less than half of the visits, half or more of the visits, or all visits during the past 4 weeks).

Provided program elements involved registration of the number and mean duration of visits 
to the family in the past four weeks, whether the practitioner had telephone contact with the 
family between visits in the past 4 weeks, and whether the practitioner received intervision, 
supervision, and/or consultation about the family in the past 4  weeks. Intervision involves 
discussing the family with colleagues during an organized meeting; supervision refers to dis-
cussing the family with a supervisor during an organized meeting; and consultation means 
discussing the family with an independent expert during an organized meeting. In order to 
analyze program elements, we calculated means for the number and duration of visits. This 
resulted in a mean number and mean duration of visits during the entire intervention. For 
telephone contacts, intervision, supervision, and consultation, we counted the total number of 
registered occurrences. This resulted in a score indicating the total number of times the practi-
tioners had phone contacts with the family or received intervision, supervision or consultation 
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during the entire intervention. More detailed information on the TIFMP can be found else-
where (Visscher et al., 2018).

Identification of combinations of practice elements (profiles)

To identify groups of families receiving a similar combination of practice elements, we per-
formed a Latent Profile Analysis (LPA) based on relative scores of the 53 provided practice 
elements. This LPA made it possible for us to analyze combinations of the elements provided; 
this was our aim, as practice elements are not provided to FMP in isolation (Lee et al., 2014). 
We calculated relative scores, based on the elements provided and the intensity with which 
they were provided. We categorized provision per element as 0 (not provided), 1 (provided < 
half of visits), 2 (provided half or more of visits), or 3 (always provided). Next, for each family, 
we summed scores across questionnaires filled in by the practitioner and divided this sum by 
the maximum scores (the number of questionnaires times 3), resulting in relative scores per 
practice element, from 0 (small share of element in the overall intervention) to 1 (large share of 
element in the overall intervention).

In the LPA, we estimated models with one to four profiles and selected the best model 
based on the Bayesian information criterion (BIC), the Lo–Mendell–Rubin likelihood ratio 
test (LMR-LRT), the bootstrap likelihood ratio test (BLRT), mean posterior probabilities, and 
interpretation of the resulting profiles. Entropy reflects profile distinctiveness, where values 
close to 1 indicate high quality of profile assignment (Berlin et al., 2014). BIC values decreased, 
that is, improved, with increasing number of profiles (as listed in Table S1), but the LMR-LRT 
test for the four-profile model was nonsignificant (p  =  .17), indicating that the four-profile 
model did not fit significantly better than the three-profile model. The BLRT showed that the 
four-profile solution fitted significantly better than the three-profile solution. However, this 
indicator often keeps improving with the addition of profiles and a graphical examination of 
“elbow plots” is recommended to decide on the best, most parsimonious, solution (Petras & 
Masyn, 2010). Indeed, the BIC elbow plot showed an inflection point in the curve, suggesting 
that the optimal number of profiles was reached at the three-profile solution. Furthermore, the 
four-profile solution included one relatively small group (7.0%), and profiles were more diffi-
cult to interpret (this solution consisted of a low, middle-low, middle-high and high intensity 
profile). Therefore, we chose the three-profile solution. Mean posterior probabilities of this 
three-profile solution ranged from 0.970 to 0.993, and the entropy was 0.95, “very high” (Berlin 
et al., 2014).

The three identified practice element profiles represent three profiles of care provided to 
FMP, differing in focus and intensity: a relatively more explorative/supportive profile, a com-
bined explorative/supportive and action-oriented profile, and a relatively more action-oriented 
profile. These profiles are further described in Box 1, Figure S1, and Table S2.

Quasi-randomization: computation of PS

We used PS to adjust for differences in prognosis between treatment groups (Winship, 1992). 
We computed these scores from the socio-demographic and problem-related baseline vari-
ables, and the baseline scores on internalizing and externalizing problems, parenting stress, 
and social contacts, as specified hereafter. Probabilities for each family to receive each prac-
tice element profile were estimated with a multinomial logistic regression model, predicted 
by baseline scores on all 17 variables. Variables were included as categorical variables, except 
for social contacts, parenting stress, internalizing problems, and externalizing problems. 
These four variables were included as continuous variables (e.g., T-scores). Missing values 
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Box 1  Description of identified practice elements profiles

The three identified practice element profiles represent three care trajectories that 
differ in the intensity in which practice elements are provided and the focus of care. 
The following three profiles were identified:

Profile 1. Relatively more supportive and explorative profile (received by 38.4% of 
FMP)

Intensity: This profile consists of elements with a low relative score, meaning that 
they had a small share in the trajectory. These can be trajectories of longer duration 
and focused on a wide range of problems (broad focus), resulting in lower relative 
scores of practice elements.

Interventions: IFT and 10ftF are overrepresented in this profile, whereas MST and 
MDFT are underrepresented.

Focus: Elements provided within profile 1 are focused relatively more on offering 
support (emotional support and quality of relationship), exploration (discussing the 
guiding question and expectations), and creating positive relationships within the fam-
ily (communication, collaboration, desired behavior, and applying reinforcements). 
This focus characterizes a relatively more explorative/supportive profile.

Practice elements that had the highest share in this profile: offering emotional support 
(0.52), discussing the guiding question (0.44), working on communication and interac-
tion (0.42), working on the quality of the relationship (0.41), and working on desired 
behavior (0.40).

Profile 2. Combination of supportive/explorative and action-oriented profiles (re-
ceived by 40.9% of FMP)

Intensity: This profile consists of elements provided with medium intensity, mean-
ing that the elements had a higher share in profile 2 compared to profile 1, but not as 
high as elements in profile 3.

Interventions: IFT was underrepresented within profile 2.
Focus: The focus of elements provided within profile 2 is a combination of the rela-

tively more supportive/explorative profile and the relatively more action-oriented pro-
file. Compared to profile 1, greater focus was on communication, desired behavior, 
and regulating problem behavior. Less focus was on exploration and support (guiding 
question, expectation of care, and evaluating working points), although profile 2 in-
cluded focus on enhancing motivation and analyzing competencies.

Practice elements that had the highest share in this profile: offering emotional support 
(0.72), working on communication and interaction (0.68), working on desired behavior 
(0.68), working on the quality of the relationship (0.67), and working on recognizing, 
avoiding and coping with situations eliciting problem behavior, and help with elimi-
nating these causes (0.63).

Profile 3. Relatively more action-oriented profile (received by 20.8% of FMP)
Intensity: This profile consists of elements with a high relative score, meaning that 

they had a high share in the trajectory. These trajectories may be characterized as 
focused trajectories, whereby care is targeted to a limited number of problems for 
which similar elements are provided. This may be either trajectories of short dura-
tion, in which relative scores were higher due to time pressure, or treatments of longer 
duration, in which elements were often provided (e.g., every visit during a 6-month 
intervention).

Interventions: Within profile 3, MST is overrepresented and IFT is underrepresented.
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were imputed with arbitrary but constant values, and a missingness indicator for each vari-
able was included in the PS estimation, coded 1 if there was a missing value for the variable 
and 0 if not (Cham & West, 2016; D’agostino et al., 2001; Haviland et al., 2007; Rosenbaum, 
2010).

Procedure

First, during an introductory meeting, we informed participating teams of practitioners about 
the study (background and aims), the procedures, and the questionnaires used. In this meet-
ing, we also trained them in how to register provided elements using the TIFMP. During the 
first or second home visit, the practitioners provided the caregivers with oral or written infor-
mation, by means of a leaflet or a video, on the aims and the procedure of the study. We next 
obtained signed informed consent from all participants.

We collected data using a web-based questionnaire system (BergOp). Directly after ob-
taining informed consent, we sent the T0 questionnaire to the practitioner and the caregiver. 
We sent the T1 questionnaire on the registered end date of the intervention, and we sent the 
T2 questionnaire 3 months later. For all above-mentioned questionnaires, respondents had 
21 days to fill in the questionnaire and received a reminder after 14 days. After every completed 
questionnaire, caregivers were rewarded with a gift token of € 10.

Measures

Primary outcome

The primary outcome of the study pertained to the child's internalizing and externalizing 
problems, measured by means of the Child Behavior Checklist (CBCL) and reported by the 
caregiver (Achenbach & Rescorla, 2001). This is a widely used age-normed measure with good 
reliability and validity (Nakamura et al., 2009). We used the 35-item externalizing broad-band 
scale (Achenbach & Rescorla, 2001) to assess children's levels of externalizing problems and 
the 32-item internalizing broad-band scale of the CBCL (Achenbach & Rescorla, 2001) to as-
sess children's levels of internalizing problems. All items in the CBCL were rated on a three-
point Likert-type scale: (0 = not true, 1 = somewhat true, and 2 = certainly true). We computed 

Focus: The focus of elements provided within profile 3 is on the relationship be-
tween family members (communication, handling conflicts, and analysis of family sys-
tem) and on regulating (problem) behavior (working on desired behavior, learning to 
set rules, and recognizing and coping with problem behavior). This focus characterizes 
a relatively more action-oriented profile.

Practice elements that had the highest share in this profile: working on desired behav-
ior (0.88), working on communication and interaction (0.86), working on the quality of 
the relationship (0.85), offering emotional support (0.83), and working on recognizing, 
avoiding and coping with situations eliciting problem behavior, and help with elimi-
nating these causes (0.82).

Box 1  (continued)
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T-scores, indicating the deviation of the score from the mean of the norm population, and used 
these for analyses. Higher T-scores indicate that adolescents were believed by caregivers to 
experience more problems. The Cronbach's alphas of the study sample for CBCL internalizing 
and externalizing problems were 0.88 and 0.92, respectively.

Secondary outcomes

Secondary outcomes were parenting stress and the family's social contacts. We measured 
caregiver-reported parenting stress at T0, T1, and T2 using the Parenting Stress Questionnaire 
(Opvoedingsbelasting Vragenlijst) (Vermulst et al., 2012). This questionnaire consists of 34 
items with a four-point Likert scale (0 = not true, 1 = somewhat true, and 2 = certainly true). 
We summed scores on all items to compute a T-score for total parenting stress, indicating the 
score's deviation from the mean of the norm population. A higher T-score indicates a higher 
level of parenting stress; the Cronbach's alpha of the study sample was 0.94.

We measured social contacts using the Social Contacts subscale of the Questionnaire 
Family Functioning of Parents (VGFO, Vragenlijst Gezinsfunctioneren van Ouders) as re-
ported by the caregiver (Veerman et al., 2012). This outcome measure was chosen because pos-
itive social contacts contribute to the well-being of FMP and social isolation is a real risk for 
these families (Sousa et al., 2007). Consequently, an important aim of interventions for FMP 
is to strengthen this network. The VGFO consists of five items with a four-point Likert scale: 
(1 = “does not apply to our family or to me”, 2 = “applies somewhat to our family or to me”, 
3 = “applies accurately to our family or to me”, 4 = “applies entirely to our family or to me”). 
We added scores on all five items to compute a T-score for social network problems, indicating 
the score's deviation from the mean of the norm population. A higher T-score indicates more 
social contacts. The Cronbach's alpha was 0.79.

Background characteristics

To be able to correct for initial differences between FMPs, we obtained data at baseline on 
an extensive set of socio-demographic characteristics and problem-related characteristics. 
Socio-demographic characteristics pertained to age (4–12 vs. 12+, i.e., adolescent) (Perry et al., 
2011; van der Stouwe et al., 2014) and gender of the child (van der Stouwe et al., 2014), and 
ethnicity of the caregiver (non-industrialized/industrialized [i.e., born in Europe, excluding 
Turkey], North America, Oceania, Indonesia, and Japan) (CBS, 2020). Educational level of 
the mother was classified into: “low” (none to maximum lower general secondary education), 
“medium” (intermediate vocational education or apprenticeship to pre-university secondary 
education), and “high” (higher vocational education or university) (Kleefman et al., 2014). 
Marital status (Al et al., 2012) was dichotomized into “one-parent families” (divorced/not liv-
ing together, widowed, and single) or “two-parent families” (married or living together with 
partner). Problem-related variables included financial problems (having problems managing 
the household income in the past year: No [original answers: “No, not at all” and “No, but I 
have to keep expenses low”] and Yes [original answers: “Yes, a little” and “Yes, a lot”]). We 
measured comorbid disorders by asking practitioners whether they suspected intellectual dis-
abilities (Perry et al., 2011), psychiatric problems, or substance use (Henderson et al., 2010) 
in the caregiver, child, or both caregivers and child (“Yes”, “No”, or “I don't know”); the last 
answer was considered as missing (n = 27 in intellectual disability, n = 112 in psychiatric prob-
lems, and n = 35 in substance use). To measure other care involved in the family, we asked the 
practitioner whether such care was involved (yes or no).
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Statistical analyses

We first assessed the background characteristics of the sample. Next, we assessed the effects 
of practice element profiles and program elements on improvement in the outcomes, both 
short (i.e., T0 to T1) and longer term (i.e., T0 to T2). We used path models to assess these re-
lationships. In these models, the dependent variables were social contacts, internalizing and 
externalizing problems, and parenting stress, assessed at the end and 3 months after conclu-
sion of the intervention. For the analyses on the effectiveness of practice element profiles, the 
independent variables were the practice element profiles (using the explorative/supportive pro-
file as reference category), the baseline score on the independent variable, and the PS. For the 
analyses on the effectiveness of program elements, the independent variables were the program 
element, the baseline score on the independent variables, and the PS. We analyzed this sepa-
rately for short- and longer-term outcomes. Third, we used multiple group chi-square differ-
ence analyses to assess whether the effects of practice element profiles and program elements 
differed per subgroup: families with and without caregivers, or children with intellectual dis-
abilities, psychiatric problems, and substance use. We performed analyses in Mplus (Muthén 
& Muthén, 2012). To make maximum use of the available data, we used the full information 
maximum likelihood (FIML) estimation procedure as implemented in Mplus to deal with the 
missing values (Muthén & Muthén, 2012).

RESU LTS

We first describe the characteristics of the sample and then the effects of the practice element 
profiles and program elements for all FMP and for FMP subgroups.

Characteristics of sample

We included a total of 499 families, 26 of which were excluded due to missing data on elements 
provided. This resulted in a total sample of 473 families; of these, 234 received IFT, 59 MDFT, 
130 MST, 33 PMTO, 11 10FtF, and 6 FC. Table 1 shows the baseline characteristics of families 
for the three practice element profiles. Families in the three profiles differed significantly with 
regard to the child's age, child's intellectual disabilities, child's substance use, ethnicity of the 
caregiver, and perceived parenting stress. In addition, Table 1 shows that although belonging 
to a particular profile is not arbitrary, nevertheless FMP with similar problems do not always 
receive the same practice element profile.

Effects of practice and program elements for FMP

Regression analyses revealed no significant differences between practice element profiles re-
garding changes in parenting stress, internalizing, and externalizing problems, either short 
or longer term (Table 2). In contrast, in several outcomes we found that the intensity of the 
provided program elements, particularly telephone contacts and intervision, had significant 
effects on changes. Having more frequent telephone contacts between visits was associated 
with a greater increase in social contacts in the short term, a greater decrease in parenting 
stress (short and longer term), and a greater decrease in internalizing problems (in the longer 
term). The practitioner's receiving of more intervision was associated with a greater short-term 
decrease in the family's internalizing and externalizing problems. We further found that more 
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supervision was associated with a smaller short-term increase in social contacts, and more 
frequent consultation was associated with a smaller longer-term increase in social contacts. 
Finally, more frequent visits were associated with a smaller longer-term increase in social 
contacts.

TA B L E  1   Baseline characteristics of families with multiple problems that received the explorative/supportive, 
combined, and/or action-oriented profiles of care

Explorative/supportive 
(n = 180)

Combined 
(n = 195)

Action-oriented 
(n = 98) p Valuea

Gender of the child

Boy 117 (65.0%) 111 (56.9%) 56 (57.1%) .226

Age of child, mean (SD) 10.6 (3.9) 12.5 (3.8) 13.4 (3.4) <.001

Intellectual disability child

Yes 61 (35.9%) 39 (23.1%) 14 (17.7%) .003

Intellectual disability parent

Yes 35 (20.6%) 25 (14.8%) 11 (13.9%) .264

Psychiatric problems child

Yes 66 (48.9%) 66 (48.9%) 29 (43.9%) .771

Psychiatric problems parent

Yes 64 (47.4%) 68 (50.4%) 35 (53.0%) .740

Substance use child

Yes 4 (2.4%) 22 (13.2%) 11 (14.1%) .001

Substance use parent

Yes 13 (7.9%) 12 (7.2%) 7 (9.0%) .888

Other care involved in family

Yes 100 (57.5%) 91 (49.7%) 45 (51.1%) .316

Ethnicity parent

Industrialized 120 (96.8%) 121 (96.8%) 54 (87.1%) .008

Marital status parent

Two-parent family 82 (63.6%) 89 (62.7%) 34 (53.1%) .334

Educational level parent

Low 30 (26.1%) 24 (19.5%) 13 (26.5%) .701

Middle 66 (57.4%) 82 (66.7%) 27 (55.1%)

High 19 (16.5%) 17 (13.8%) 9 (18.4%)

Financial problems parent

Yes 47 (36.7%) 43 (31.9%) 20 (32.3%) .677

Internalizing problems, mean 
(SD)

63.6 (10.3) 62.6 (9.6) 63.9 (10.1) .654

Externalizing problems, mean 
(SD)

64.6 (10.3) 66.3 (10.5) 67.8 (8.7) .155

Parenting stress, mean (SD) 64.9 (11.8) 68.7 (9.5) 68.9 (9.8) .003

Social contacts, mean (SD) 43.3 (12.8) 41.9 (11.8) 42.8 (11.0) .589

Note: Reported percentages are valid percentages. Differences in background characteristics across practice elements profiles 
were assessed by means of chi-square tests (for categorical baseline variables) or ANOVA (for continuous baseline variables).
aResults of chi-square and ANOVA.
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Effects of practice and program elements for FMP subgroups

We assessed whether the effects of practice element profiles and program elements var-
ied across subgroups: families with and without parental and/or child psychiatric prob-
lems, families with intellectual disabilities, or families with substance use. In 144 families, 
the child was reported to have an intellectual disability, whereas in 304 families, the child 
had no intellectual disability. In 161 families, the child had psychiatric problems, and in 
175 families, the child had no psychiatric problems. In 167 families, parental psychiatric 
problems were reported, whereas in 169 families, no parental psychiatric problems were re-
ported. Based on power calculations regarding comparison of two regression lines by Shieh 
(2018) and assuming small to moderate differences between subgroups regarding the effects 
of practice and program elements, we conclude that these subsample sizes are sufficient for 
realizing a power of at least 0.80. For the subgroups child and parental substance use, and 
parental intellectual disabilities, we could not assess the short- and longer-term effects of 
practice element profiles and the short-term effects of program elements. In addition, we 
could not assess the longer-term effects of program elements on the subgroup regarding 
child intellectual disabilities. This was due to an inadequate number of FMP with these 
characteristics in the analyses. A complete overview of these results can be found in Table 
S3.

Regarding practice elements, we found that the effect of the “combined explorative/sup-
portive and action-oriented” profile varied for families with and without parental psychiat-
ric problems. In case of parental psychiatric problems, this combined profile was associated 
with a greater increase in social contacts in the short term, whereas in families without these 
problems no difference was found with the reference category (i.e., the explorative/supportive 
profile) (Δχ2(1) = 6.148, p = .0132). In the longer term, this combined profile was associated 
with a smaller increase in social contacts in families without parental psychiatric problems, 
whereas in families with these problems, no difference was found with the reference category 
(Δχ2(1) = 4.171, p = .0411).

Regarding program elements, the effects varied for three subgroups. First, the effect of 
program elements varied for families with or without a child with an intellectual disability. 
Exclusively in families with a child with intellectual disabilities, a longer duration of visits 
was associated with a smaller short-term increase in social contacts (Δχ2(1) = 4.535, p = .0332). 
Second, the effect of telephone contacts varied for families with and without a child with psy-
chiatric problems. When the child had psychiatric problems, more telephone contacts were as-
sociated with a greater reduction in parenting stress, both short term (Δχ2(1) = 5.851, p = .0156) 
and longer term (Δχ2(1) = 9.268, p = .0023); in families where the child had no psychiatric prob-
lems, this was not the case. In addition, in families of a child with psychiatric problems, more 
intervision was associated with a greater longer-term decrease in internalizing problems of the 
child; this was not the case in families without a child's psychiatric problems (Δχ2(1) = 7.995, 
p = .0047). In case of child psychiatric problems, more frequent consultation was also associ-
ated with a greater longer-term decrease in internalizing problems of the child; this was not 
the case in families without child psychiatric problems (Δχ2(1) = 5.481, p = .0192). Finally, when 
a child had psychiatric problems, more supervision was associated with a smaller longer-term 
increase in social contacts; in families without child psychiatric problems, this was not the case 
(Δχ2(1) = 7.448, p = .0064).

Third, the effects of program elements varied for families with and without parental psychi-
atric problems. If the parent had psychiatric problems, more intervision was associated with a 
greater short-term increase in social contacts, whereas in the subgroup where parents had no 
psychiatric problems, more intervision was associated with a smaller increase in social contacts 
(Δχ2(1) = 11.171, p = .0008). Furthermore, if a parent had psychiatric problems, more supervi-
sion was associated with a smaller longer-term decrease in child internalizing and externalizing 
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problems. In families where no parent had psychiatric problems, more supervision was asso-
ciated with a greater decrease in externalizing problems (Δχ2(1) = 7.811, p = .0052) but not with 
changes in internalizing problems (Δχ2(1) = 4.427, p = .0354). Finally, in families without paren-
tal psychiatric problems, a longer duration of visits was associated with a smaller longer-term 
increase in social contacts, whereas in families with parental psychiatric problems, a longer 
duration was not associated with changes in social contacts (Δχ2(1) = 4.720, p = .0298).

DISCUSSION

We assessed the degree to which practice and program elements contribute to the effectiveness 
of interventions for FMP and FMP subgroups. First, we found that differences in the content 
of care (practice elements) for FMP did not influence the effectiveness of care. Second, how-
ever, we found some specific differences in the structure of care (program elements) for FMP 
that did lead to differences in effectiveness. Especially in cases of more frequent telephone con-
tacts between visits and more frequent intervision for the practitioner, effects were greater for 
some outcome measures. Further, we found that the effectiveness of practice elements varied 
for caregivers with or without psychiatric problems. FMPs with parental psychiatric problems 
showed greater improvements when they received the “combined explorative/supportive and 
action-oriented profile”. The effect of some specific program elements varied for subgroups 
with and without child and parental psychiatric problems and child intellectual disabilities. 
Frequent telephone contacts and intervision led to greater improvements in cases of child or 
parental psychiatric problems, and of intellectual disabilities of the child, whereas more su-
pervision and a longer duration of visits were related to smaller improvements in cases of 
psychiatric problems.

We found that differences in the content of care for FMP (i.e., intensity and focus) did 
not affect changes in psychosocial problems, social contacts, and parenting stress. Families 
receiving the explorative/supportive profile may thus experience the same treatment effects 
when receiving the combined or action-oriented profile, and vice versa. This finding confirms 
the conclusions of Gubbels et al., (2019) in their meta-analysis of the effectiveness of elements 
of parenting programs designed to prevent and reduce child maltreatment; these authors also 
found most elements to be equally effective. An explanation for our finding of an equal ef-
fectiveness of the content of FMP interventions might be that variation in effectiveness was 
diminished by including only effective interventions (ES > 0.5). Probably related, the content 
of these eight interventions was found to be quite similar (Visscher et al., 2020b). This overlap 
may explain the lack of significant differences found in the effectiveness of combinations of 
elements provided within these interventions.

Our finding that differences in the content of interventions for FMP did not affect their 
outcomes does, however, not indicate that this content does not contribute to the effect of the 
intervention. This content may still add to effectiveness, if compared to not receiving care at 
all. However, the lack of variance in the content of the effective interventions and thus in the 
practice elements that were provided to FMP hindered the identification of (combinations of) 
practice elements that contribute to positive outcomes for FMP. A next step to improve the 
effectiveness of care for FMP would therefore be to disentangle the specific elements within 
the identified practice element profiles that make this care more effective overall. In addition, 
not only the elements provided and their intensity but also the quality of provision and the 
order in which the elements are provided might influence their effects and should therefore be 
addressed in future research on effective elements of interventions for FMP.

Second, we found some differences in the structure of care for FMP, particularly the de-
gree of telephone contacts that affected the effectiveness of care for some outcome measures. 
Especially families with child and parental psychiatric problems seemed to benefit from these 
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contacts. More frequent telephone contacts with families might indicate more intensive trajec-
tories of monitoring on the part of practitioners. FMP were found to benefit from such regular 
contacts (Holwerda et al., 2014), having stayed connected with their practitioner between vis-
its, received feedback on homework, made new appointments, and been regularly motivated. 
These benefits may be more clear in families with psychiatric problems, because they meet 
needs related to deficits in parenting control behaviors (Johnston et al., 2012) as well as higher 
levels of stress (Johnston & Mash, 2001). A study on chronic problems of FMP also reported 
that approaches that emphasize monitoring may be more suitable for these families (Chaffin 
et al., 2011). A greater intensity of telephone contacts to support and monitor the family be-
tween visits therefore seems valuable for reaching more positive outcomes in FMP.

Third, we found more frequent intervision for the practitioner to be beneficial for some 
outcomes in FMP, reflecting the importance of mutual exchange between practitioners. Effects 
of intervision were even greater in cases of child and parental psychiatric problems. Although 
scarce, the research on the effectiveness of intervision suggests that intervision is important for 
professional development (Golia & McGovern, 2015) and for effective provision of the interven-
tion (Holwerda et al., 2014). Intervision allows practitioners to interact with each other, provid-
ing mutual support, as well as shared experience and advice, on how to cope with difficult cases 
and specific problems (Golia & McGovern, 2015). An important difference with supervision is 
that intervision takes place between colleagues with similar clinical expertise, whereas supervi-
sion is often considered to be more hierarchical (Golia & McGovern, 2015). Intervision is thus 
a more accessible way to obtain emotional and practical support of colleagues and share ex-
periences, tips, and tricks directly related to a specific problem that is raised by a practitioner. 
Discussing experiences with colleagues familiar with the context in which care is delivered may 
help practitioners to better match care to the complex and chronic problems of FMP.

Fourth, we had some puzzling findings for improvements in social contacts of FMP 
and FMP subgroups regarding the “combined explorative/supportive and action-oriented” 
practice element profile and some program elements. Several explanations may apply. First, 
in the short term, the combined profile seemed more effective than the explorative/sup-
portive profile in improving social contacts of families with parental psychiatric problems. 
However, in the longer term, this profile was associated with fewer improvements in social 
contacts of families without psychiatric problems. It is unclear which elements of this pro-
file led to these outcomes, in particular because elements regarding the social network are 
underrepresented in care for FMP, both in this study and in general (Visscher et al., 2020a). 
Second, we found more frequent visits, supervision, and consultation to be generally asso-
ciated with less improvement in social contacts of FMP. Some program elements, such as 
supervision and longer duration of visits, also had less effect in subgroups with child and/or 
parental psychiatric problems. This suggests that these program elements are less effective 
in subgroups with more complex or chronic problems. We controlled for problems of FMP 
at baseline, but problems may become even more apparent or severe during care, requir-
ing practitioners to request more supervision or consultation, and to visit the family more 
often. This requires further study.

Strengths and limitations

Important strengths of this study are that we collected detailed data on provided practice 
and program elements in a “real world” setting and considered differences between families 
at baseline by adjusting for PS. This allowed us to make more valid inferences of effective-
ness (Rosenbaum & Rubin, 1983), thus accounting for the complexity of problems faced by 
FMPs. Another strength of our study is its longitudinal design, with a follow-up measurement 
3 months after conclusion of the intervention.
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Our study also has some limitations. First, some practitioners may have interpreted elements 
differently, leading to overreporting or underreporting. However, we trained practitioners in 
filling in the TIFMP and provided additional descriptions of elements in the questionnaire, 
which was also made in collaboration with practitioners. Second, our use of 4-week time pe-
riods, within which practitioners had to register the elements as provided, may have led to 
problems of recall. However, practitioners indicated that they could do so validly, largely re-
ducing the likelihood of bias. Finally, we could not randomize families. We therefore used PS 
to control for differences in prognosis between FMPs. Although we used a comprehensive set 
of variables to check for differences in the prognosis of FMP, the prognosis of some groups 
may have differed slightly.

Implications

Our findings may have implications for researchers and practitioners who are engaged in care 
for FMP. First, we found no major differences in the effectiveness of different contents of in-
terventions, suggesting that these are equally effective. It might therefore be more efficient to 
strengthen the content of a small number of interventions, rather than developing and invest-
ing in further interventions with similar contents. The findings of our study do, however, not 
allow to advice changes in the content of interventions for FMP, because no specific (combina-
tions of) practice elements were found that made care for FMP more effective. To strengthen 
existing interventions, further research on the elements most effective for FMP is crucial, to 
indicate which should be added or omitted.

Second, more frequent telephone contacts between families and practitioners, as well as 
intervision for the practitioner, enhance the effectiveness of care for FMP and for specific 
subgroups, underlining the value of such contacts for all FMP interventions. Frequent phone 
contacts between visits to the family should thus be routine care and this similarly holds for fre-
quent intervision meetings for all practitioners working with FMP. The latter holds even more 
in case of psychiatric problems of the child or parent. Therefore, as the current nature and 
frequency of intervision meetings varies widely across interventions (Visscher et al., 2020b), 
more frequent and regular scheduling of intervision might help the practitioner to cope more 
successfully with the complex and quickly shifting problems of FMP, thereby improving care 
for these families. In families in which the child has psychiatric problems, the number of phone 
contacts should be high as this was found to reduce parenting stress. Other forms of digital 
communication could also be helpful to increase this frequency of contacts, in addition to 
telephone contacts.

Third, our findings that the contents of care are similar in effectiveness, but that the struc-
tures in which these contents are provided differ in effectiveness, are an important step to-
ward tailored care for FMP. Future research should focus on further improving the contents 
(practice elements) of interventions by adding or omitting certain (combinations of) elements. 
Further analysis of the interaction between provided elements and characteristics of fami-
lies, and of the most effective ways to provide elements (e.g., psycho-education, instruction), 
would augment our understanding of which elements provide positive outcomes and help to 
strengthen and tailor interventions to specific FMPs.

CONCLUSION

Our study showed that variations in the content of care for FMP do not affect its effec-
tiveness, but that variations in the structure in which care is provided do affect effective-
ness. Moreover, effectiveness varied for subgroups of FMP, indicating the importance of 
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tailoring interventions to specific characteristics of FMP. This provides new routes to im-
prove this care.
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