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A hundred years from now
it will not matter what my bank account was,
the sort of house I lived in,
the kind of car I drove.
But the world may be different
because I was important in the life of a child
Excerpt from "Within My Power"
by Forest Witcraft (1894 - 1967)
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For my family;
A lasting source of
trust, stimulation and unconditional love
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The present dissertation provides an evaluation of the Family Crisis Intervention Program
(FCIP), a brief (4 weeks), in-home intervention for families experiencing a crisis. A crisis
has been defined as a disequilibrium, a sudden and temporary (4 to 6 weeks) disturbance of
balance (e.g. Caplan, 1964; Golan, 1987). During such a crisis state, usual coping
mechanisms and support from a social network are insufficient to solve the problems and
(family) functioning is substantially disturbed (e.g. Hoekert, Lommerse, & Beunderman,
2000; Rapoport, 1962). Child maltreatment, out of control behavior of children and
escalating arguments within a family are examples of family crises. A family crisis can be
problematic as it is accompanied by concerns about the immediate safety and/ or long term
development of children, and consequently justifies intervention.
FCIP aims to end the crisis and to restore child safety, to formulate an advice
based on a situation analysis and to organize additional care, such as individual training or
(family) therapy, if necessary (Eijgenraam, Van Vugt, & Berger, 2007). FCIP focuses on
the whole family in line with the (family) systems approach, which assumes that the
behavior of individual family members can only be understood from the perspective of
family interactions that influence system balance (e.g. Watzlawick, Beavin, & Jackson,
1967). In addition, the intervention uses a network approach; taking into account that the
family is an open system, which is influenced by, for example, the school and the
neighborhood (Bronfenbrenner, 1979). Other approaches adopted by FCIP are the
(empowering) competence approach and the solution focused approach. The competence
approach is aimed at empowerment and fostering skills and strengths of clients (e.g. Graves
& Shelton, 2007; Masterpasqua, 1989). The solution-focused approach considers the client
him/herself as the source of solutions and is aimed at setting goals that reflect personal
interests and values (self-concordance) and that maximize the use of the client’s
competences (De Shazer & Berg, 1997; Gingerich, Kim, Stams, & Macdonald, 2011).
Families with and without a supervision order for a child can be referred to FCIP.
Within 24 hours after referral, the start of the intervention is planned, preferably with all
family members involved, the FCIP-worker and, if applicable, the child protection worker/
case worker. In the first session an intervention plan is made in collaboration with the
family, consisting of specific short-term goals. Also a first (safety) assessment of the
situation is carried out. In the remaining four weeks, the family situation and specifically
child safety are further assessed. Two or three visits a week are common, especially in the
first phase of the intervention. The FCIP worker invests in restoring daily routines,
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improving family functioning and exploring needs and possibilities. In the third week of the
intervention, the analysis is completed and an advice is formulated by the FCIP worker, if
necessary including suggestions for aftercare, based on clients’ needs and the collected
information. FCIP ends with a final session in which the goals are evaluated and the
progress and remaining needs are discussed1.
FCIP was derived from a program model that was developed in the 70s of the
previous century, after an important paradigm shift had taken place. Until then, it used to be
common practice that children from families in crisis were placed out-of-the home, in
shelters or in foster care. Induced by both psychological (the attachment theory of Bowlby,
1969) and cost-effectiveness considerations (e.g. Lindsey, Martin, & Doh, 2002), it became
preferable to put effort in keeping families together: family preservation. This is where the
popularity of intensive, in-home family preservation programs began. To date, the central
model of these interventions is the Homebuilders model (Kinney, Madsen, Fleming, &
Haapala, 1977), first used in Tacoma, Washington, in 1974. This model of intervention
targets families in crisis with a child at imminent risk for placement. The core features of
the Homebuilders model are: a quick start and a short duration, a goal-directed, flexible
approach combining therapeutic and concrete services (e.g. practical support), provided by
trained and supervised crisis intervention workers who serve small caseloads and can
generate referral to aftercare (Kinney, Haapala, & Booth, 1991; Tully, 2008).
In the Netherlands, a variety of crisis intervention programs has been developed
throughout the years, including both residential crisis care and in-home interventions (for
an overview, see Berger and Hordijk, 2007). The Homebuilders-based program Families
First (Berger, Portengen, Spanjaard, & Heuven, 1998; Spanjaard & Haspels, 2005) was
implemented in 1994. Evaluation studies showed that the intervention was implemented as
intended (Ten Brink, Veerman, De Kemp, & Berger, 2004) and reported positive outcomes
with respect to prevention of out-of-home placement and improvement of family
functioning, such as a decrease of child behavior problems and parenting stress (Damen &
Veerman, 2009; Veerman, De Kemp, & Ten Brink, 1997). The Family Crisis Intervention
Program was developed in 2003 as an integration of several types of crisis intervention,
including Families First.

1

The program description of FCIP in Amsterdam (Spoedhulp Spirit; Vogelvang, Melissen, & Vermeiden, 2005)
laid the foundation for the national Family Crisis Intervention Program (Ambulante Spoedhulp; Eijgenraam, Van
Vugt & Berger, 2007) that is being implemented in other regions of the Netherlands since November 2007.
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Although FCIP and the original Homebuilders intervention model share most of
their characteristics, some differences should be mentioned. FCIP does not use ‘imminent
risk of out-of-home placement’ as an intake criterion. Instead, the occurrence of a family
crisis and concerns about children’s safety are the key criteria for referral to FCIP. This
broadens the target group of intensive family preservation programs and allows for
providing FCIP in combination with temporal out-of-home care.
Focus of this dissertation
Besides a meta-analysis of controlled studies testing the effectiveness of intensive family
preservation programs and moderators of effectiveness, an evaluation of FCIP is presented.
The FCIP evaluation examines the following outcomes: Crisis change and safety change
are outcome measures in line with the intake criteria of the occurrence of a crisis and safety
concerns and the FCIP intervention aims. Moreover, family functioning is assessed by
examining parenting stress, parental competence, parent-child interaction and child
behavior problems, as these are associated with parenting and child development (e.g.
Abidin, 1992; Dumka, Stoerzinger, Jackson, & Roosa, 1996; Khaleque & Rohner, 2002;
Putnick, Bornstein, Hendricks, Painter, & Suwalsky, 2008). While placement prevention is
an outcome measure in the meta-analytic study, it is not included as an outcome measure in
the FCIP program evaluation. Instead, since prevention of out-of-home placement is not a
primary aim of FCIP and out-of-home care can occur in combination with the intervention,
the focus of the FCIP evaluation will be on the crisis, therapeutic changes and the
therapeutic process.
The research project
Between November 2007 and December 2008, all families referred to FCIP in the region of
Amsterdam were invited to participate in the study by their FCIP worker at the start
session. Participation in the study was voluntarily. The participants signed an informed
consent form, after having received written and verbal information. All family members
could choose individually whether or not to participate, including children from the age of
eight; only one child per family was included. If clients agreed upon participation, trained
research assistants approached them by phone the next day to plan a home visit for the
baseline test in the first week. There were three measurements per family (by the same
researcher): baseline, posttest (after FCIP had ended) and follow-up (six months after FCIP
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had ended). At each measurement, a questionnaire was completed by the clients. In total, at
least one family member of 183 families and their FCIP workers participated in at least one
measurement of the study2.
Outline of the dissertation
The present dissertation aims to evaluate the Family Crisis Intervention Program,
addressing therapeutic changes and the therapeutic process, and to establish the
effectiveness of intensive family preservation programs.
Chapter 2 consists of a meta-analytic study of controlled intensive family
preservation studies. Mixed results of intensive family preservation programs were found in
previous evaluation research in a meta-analysis (Dagenais, Bégin, Bouchard, & Fortin,
2004) and several narrative reviews (Blythe, Sally, & Jayaratne, 1994; Fraser, Nelson, &
Rivar, 1997; Lindsey, Martin, & Doh, 2002; Littell & Schuerman, 1995; Tully, 2008). The
effectiveness of intensive family preservation programs has been addressed primarily in
terms of prevention of out-of-home placement, although it has been stressed repeatedly that
this outcome measure is difficult to interpret and that it is desirable to use additional
outcome measures, such as family functioning (Cash & Berry, 2003; Rossi, 1992; Thieman
& Dail, 1992; Wells & Tracy, 1996; Tully, 2008). Furthermore, little is known about the
impact of client characteristics and program characteristics on intervention effects (e.g.
Bagdasaryan, 2005; Tully, 2008). The meta-analytic study in this dissertation tests the
effectiveness of intensive family preservation programs in terms of both prevention of outof-home placement and improvement of family functioning. Moderator analyses of client
characteristics, program characteristics, study design characteristics, and publication
characteristics are conducted aiming at explaining the variety of results of the various
studies and gaining more insight in the factors that influence the effectiveness. In the
following chapters the focus is on one specific intervention program: the Family Crisis
Intervention Program, and its evaluation.
Chapter 3 addresses the role of crisis in the Family Crisis Intervention Program.
Although program characteristics of family crisis intervention programs are largely
grounded in crisis theory, whether a crisis actually exists and its role in these interventions

2
A more comprehensive and detailed description of the study content, materials, procedures and logistics of the
study design is available in the book Title: Komt na regen zonneschijn? Resultaten van twee jaar onderzoek naar
Spoedhulp Spirit (Al, Stams & Van der Laan, 2009).
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has received little attention in evaluation research (Lewis & Roberts, 2001; Staudt & Drake,
2002). Therefore, the construct of crisis is addressed, first by assessing clients’ definitions
of crisis and comparing them with the definition of crisis used in literature. Subsequently, it
is examined whether clients, parents and children, and FCIP workers in fact identified a
crisis at the start of FCIP. Furthermore, the clients’ need for help and the association
between crisis experience and need for help, as well as preferred types of help were
addressed. Finally, we tested whether the crisis has ended after the intervention, and
whether the crisis occurred within a time span of 4-6 weeks. After having explored the
construct of crisis and its role in FCIP, we focused on evaluating FCIP.
Chapter 4 presents the evaluation of FCIP in terms of crisis change, safety
change, and changes in parenting stress, parental competence, parent-child interaction and
child behavior problems. Additionally, it was examined whether program characteristics of
FCIP were related to therapeutic changes, indicating a contribution of the intervention to
therapeutic changes. Considering the different role of out-of-home care within FCIP (not
necessarily as a negative final outcome, but as a temporary type of care that can be
combined with the in-home intervention), perceptions of the out-of-home care of the
subgroup of families that experienced out-of-home care during FCIP are addressed.
Chapter 5 addresses the therapeutic process of FCIP. It is not only important to
identify changes after intervention, but also to examine how the therapeutic process is
associated with such changes, addressing what contributes (most) to therapeutic change. In
the Big Four model, the contributions of client factors, therapeutic alliance, expectation and
the specific method were estimated, suggesting that the specific treatment method is of far
less importance than client factors and the therapeutic alliance (Carr, 2009; Lambert, 1992;
Lambert, Shapiro, & Bergin, 1986; Wampold, 2001). However, recently it has been argued
that these assumptions may be an inaccurate reflection of the therapeutic process (Van
Yperen, Van der Steege, Addink, & Boendermaker, 2010). This chapter presents the results
of multilevel analyses testing the (relative) contribution to crisis change and safety change
of the Big Four within FCIP. Additionally, we address to what extent therapeutic change
depends on the client and the FCIP worker by examining the variance accounted for at the
family level and the FCIP worker level.
Chapter 6, the general discussion, summarizes the main conclusions of the
dissertation. A summary of the study results, discussion of the results and theoretical and
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practical implications are provided. Strengths and limitations of the studies are addressed
and we conclude with some considerations about the future of family crisis intervention.

16
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A meta-analysis of

intensive family preservation studies:

Placement prevention and improvement of family functioning3

A meta-analysis of
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3
This chapter has been submitted for publication as: Al, Stams, Bek, Damen, Asscher, & Van der Laan (2011).
A meta-analysis of intensive family preservation studies: Placement prevention and improvement of family
functioning.

3
This chapter has been submitted for publication as: Al, Stams, Bek, Damen, Asscher, & Van der Laan (2011).
A meta-analysis of intensive family preservation studies: Placement prevention and improvement of family
functioning.
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Abstract
The aims of the present study were, first, to establish the effect of brief, in-home intensive
family preservation programs on prevention of out-of-home placement, family functioning,
child behavior problems and social support and, second, to study moderators of these
effects. The results of this meta-analytic study, consisting of 20 studies (31369
participants), show that intensive family preservation programs had a medium and positive
effect on family functioning (d= .486), but were generally not effective in preventing outof-home placement. Intensive family preservation programs were effective in preventing
placement for multi-problem families, but not for families experiencing abuse and neglect.
Moreover, the effect on out-of-home placement proved to be moderated by client
characteristics (sex and age of the child, parent age, number of children in the family,
single-parenthood, non-white ethnicity), program characteristics (caseload), study
characteristics (study design and study quality), and publication characteristics (publication
type, publication year and journal impact factor). The discussion addresses implications for
evaluation and practice.
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Introduction
Since the 1970s intensive family preservation programs are widely used for families in
crisis experiencing imminent risk for out-of-home placement of a child (e.g. Al, Stams, Van
der Laan, & Asscher, 2011; Lindsey, Martin, & Doh, 2002). The primary aim of these
programs is preventing out-of-home placement. In order to do so, the programs focus on
ending the crisis, improving family functioning and promoting the use of social support
systems (e.g. Kinney, Haapala, & Booth, 1991). Although intensive family preservation
programs carry different names, most programs are built on the Homebuilders model that
was developed in Washington State in 1974 (Kinney, Madsen, Fleming, & Haapala, 1977).
Important characteristics of the Homebuilders model are: a quick start of the intervention
(within 24 hours after referral), small caseloads of social workers and short duration (4-6
weeks). The intervention is intensive and flexible and offers both therapeutic services, for
example, training new parenting skills, and concrete services, such as organizing financial
support (Berry, 1997; Kinney, Haapala, & Booth, 1991; Ryan & Schuerman, 2004; Tully,
2008).
Intensive family preservation programs are largely grounded in crisis theory (e.g.
Caplan, 1964; Rapoport, 1962). During a crisis, induced by a sudden disturbance of balance
(Golan, 1987), family functioning is seriously disturbed and the families’ usual coping
mechanisms and social support systems are insufficient (e.g. Caplan, 1964). Crisis
intervention aims to end the crisis and to provide the family with new forms of coping that
diminishes the chance of a new crisis (Rapoport, 1970).
A few therapeutic approaches are common in interventions for families in crisis.
The intervention focuses on the whole family in line with the system approach, which
assumes that the behavior of individual family members can only be understood from the
perspective of family interactions that influence system balance (Watzlawick, Beavin, &
Jackson, 1967). In addition, the intervention uses a network approach, taking into account
that the family is an open system, which is influenced by, for example, the school and the
neighborhood (Bronfenbrenner, 1979). Other approaches adopted by intensive family
preservation programs are the (empowering) competence approach and the solution focused
approach. The competence approach is aimed at empowerment and fostering skills and
strengths of clients (e.g. Graves & Shelton, 2007; Masterpasqua, 1989). The solutionfocused approach, in line with the latter, considers the client as the major source of
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solutions and is aimed at setting goals that are self-concordant and maximize the use of the
client’s competencies (De Shazer & Berg, 1997; Gingerich, Kim, Stams, & Macdonald,
2011).
Family preservation gained popularity after introduction of the attachment theory
by Bowlby in 1969. As separating children from their biological parents was thought to
cause attachment problems in children (Bowlby, 1969), in-home intervention to improve
family functioning became preferred over out-of-home placement, promoting costeffectiveness as well (Lindsey et al., 2002). Despite the widespread confidence in intensive
family preservation programs as the good alternative for out-of-home placement, the
positive effects are far from evident. After the introduction of these interventions, many
positive results were presented. Evaluation studies reported successful prevention of out-ofhome placement, from 71% up to 93% prevention rates (Berry, 1992; Pecora, Fraser,
Haapala, & Bartlomé, 1987; Reid, Kagan, & Schlosberg, 1988). However, the positive
results were mainly found in studies that did not use control groups, and therefore no
conclusions on effectiveness could be drawn (e.g. Lindsey et al., 2002).
In order to establish the effectiveness of intensive family preservation programs,
several narrative reviews (Blythe, Sally, & Jayaratne,1994; Fraser, Nelson, & Rivar, 1997;
Lindsey et al., 2002; Littell & Schuerman, 1995; Tully, 2008) and two meta-analyses
(Dagenais, Bégin, Bouchard, & Fortin, 2004; Miller, 2006) were completed, which all
showed mixed results with respect to out-of-home placement. Some promising results
concerning improvement of family functioning were presented, however, particularly in
uncontrolled studies. Miller (2006) conducted a selective meta-analysis of intensive family
preservation programs delivered in Washington State and concluded that only programs
that adhere to the characteristics of the Homebuilders model were effective in preventing
out-of-home placement and improving child and family functioning.
Not only the mixed results, but also a variety in target group, study design and
outcome measures characterize the crisis intervention literature, which makes it difficult to
draw definite conclusions about effectiveness. Intensive family preservation programs
serve, for example, families experiencing abuse and neglect (Fernandez, 2004), families
with substance abuse of parents (Forrester, Copello, Wassbein, & Pokhrel, 2008) and multiproblem families. Prevention of out-of-home placement has been the most often selected
outcome measure, but many have argued that out-of-home placement should not be the sole
outcome measure in evaluation studies, and that other outcome measures should be
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included too, such as family functioning (e.g. McCroskey & Meezan, 1997; Rossi, 1992;
Thieman & Dail, 1992; Tully, 2008).
Although the Homebuilders model, and family crisis intervention in a broader
sense, is used for over forty years now, it is not possible to draw any conclusions about the
effectiveness of family crisis interventions on the basis of the available meta-analyses and
the reviews. Moreover, outcome measures other than prevention of out-of-home placement
have been minimally addressed. Dagenais et al. (2004), in their meta-analysis of family
crisis intervention, concluded that program impact on family functioning seems promising.
This conclusion, however, was based on a qualitative analysis of differences between effect
sizes of single evaluation studies instead of a quantitative analysis of overall mean-effect
sizes and a test of moderators that may have an impact on effectiveness of family crisis
intervention. It has, therefore, not been established what the overall effect of intensive
family preservation programs is, and which factors moderate intervention effects.
Examining moderators is important in order to be able to explain the mixed results that
have been presented in the literature so far. Identifying factors that may account for the
effectiveness of family crisis intervention may help tailoring interventions better to the
needs of families that are targeted. Moderator analyses, for example, may help identifying
certain subgroups of clients that profit less or more of the intervention than others or certain
program characteristics that especially contribute to therapeutic change.
The present meta-analytic study of controlled family preservation studies aims to
address the effectiveness of intensive family preservation programs in terms of prevention
of out-of-home placement, improved family functioning, social support and reduced child
behavior problems by calculating the overall mean-effect sizes of these outcome measures.
Additionally, potential moderators of the effects are examined. Client characteristics (child
age, parent age, problem type, risk for placement, number of children in the family, and
percentages of boys, non-white ethnicity and single parent families), program
characteristics (duration, caseload and adherence to Homebuilders), study design
characteristics (prospective/ retrospective study design, follow-up time, study quality and
randomization), and publication characteristics (publication type, publication year and
journal impact factor) are addressed.
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Method
Literature search
To find relevant intensive family preservation studies, the following databases were used:
Web of Science, PiCarta, PsychINFO, Google and Google Scholar. Articles published in
scientific journals, books and unpublished reports were found. The words used in the
literature search were: ‘crisis intervention’, ‘family preservation’, ‘family preservation
services’, ‘Homebuilders’, ‘Families First’, ‘intensive family preservation services’, ‘family
crisis’, ‘placement prevention’, ‘home-based services’ and ‘in-home services’, also used in
combination with ‘evaluation’, ‘program evaluation’, ‘family’ and ‘effectiveness’.
Additionally, using the snowball method, reference lists of the program
evaluations and the meta-analyses and reviews were inspected to find relevant studies. Not
all studies that came across could be included, as some could not be traced. In such cases,
an e-mail was sent to the author or organization involved and several studies could
eventually be obtained.
Inclusion criteria
Several inclusion criteria were used. First, the studies had to pertain to the evaluation of
(an) intensive family preservation program(s). Second, the studies had to contain at least
one of the following outcome measures: prevention of out-of-home placement, family
functioning (e.g. parenting stress, parent-child interaction, or an integral measure), child
behavior problems or social support. Third, only studies with a control group were
included, in which the control group received treatment as usual (Weisz, Jensen-Doss, &
Hawly, 2006). Studies with and without randomization were included. Studies that
compared two interventions that were nearly identical, such as the same intervention at
different locations (Hinckley & Ellis, 1985) or studies aiming to test incremental efficacy
(Evans, Boothroyd, Armstrong, Greenbaum, Brown, & Kuppinger, 2003), reflecting
achievement of the same treatment results with better efficiency in an experimental
treatment condition compared with an established treatment condition (Lohr, Lilienfeld,
Tolin, & Herbert, 1999), were not included. Eventually, 24 controlled studies were found,
of which three studies were excluded (Bitonti, 2002; Evans et al., 2003; Hinckley & Ellis,
1985) because they did not meet the inclusion criteria. A fourth study (Miller, 2006) was
excluded because the statistical information necessary for calculation of the effect size was
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missing. An overview of the 20 remaining studies used in the present meta-analysis can be
found in Table 1.
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Table 1.
Overview of the 20 studies included in the meta-analyses and its client characteristics, program characteristics and study characteristics.
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Coding of moderators
Client characteristics, program characteristics, study characteristics and publication
characteristics were scored in the selected studies using a coding scheme. The following
client characteristics were coded: age of the child and parents, percentage of participants
with an ethical minority background, percentage of boys, percentage of single-parent
families, number of children in the family, type of (targeted) problems (e.g. child abuse and
neglect), and reported risk for placement of a child. Regarding program characteristics, the
intended and actual duration of the intervention and the absolute size of the caseload were
scored. Furthermore it was scored whether the program provided in the experimental
condition was considered to be in accordance with the Homebuilders model. For each
study, additionally, the following study characteristics were scored: whether subjects were
randomly assigned or matched, whether the study was prospective or retrospective, and
whether the follow-up time was within a year after the end of the intervention or later. Also
study quality was scored, using the Checklist for measuring study quality, a 27 item
instrument addressing internal validity, external validity and statistical validity (Downs &
Black, 1998). Furthermore, publication characteristics were scored: the year and type of
publication (published in a journal, in a book/ report, or not published) and the impact
factor of the journal in which the study had been published.
Calculation of effect sizes and analyses
Effect sizes (Cohen’s d) were calculated for differences between the experimental and
control group for each outcome measure. When several measures were used addressing
family functioning, these were combined into one effect size for family functioning. When
studies reported differences at more than one measurement moment, the last measurement
moment was chosen.
Cohen’s d was calculated using the group mean scores and the standard deviations.
If these were not reported, percentages, t-values, F-values, and p-values were used. For
calculation, a computerized calculation program for effect sizes was used (Wilson, 2001).
Effect sizes of d = 0.20, d = 0.50 and d = 0.80 reflect small, medium and large effects,
respectively (Cohen, 1988; 1992).
After calculation of effect sizes for each study, overall effect sizes were calculated
using SPSS macros of Lipsey and Wilson (2000). Effect sizes were calculated for
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prevention of out-of-home placement and family functioning, as scores on child behavior
problems and social support were not available in the studies.
Moderator analyses were conducted to examine which factors were related to
differences in intervention effects. These analyses only pertain to prevention of out-ofhome placement, as the number of studies reporting on family functioning (K = 3) did not
allow moderator analyses. Each moderator category had to consist of at least two studies
(see Van den Dries et al., 2009, for a similar approach). The effect sizes within the
moderator analyses were calculated using SPSS macros of Lipsey and Wilson (2000). The
fixed effect model was used, testing significance based on the total number of participants,
which allows greater statistical power, but limited generalizability if compared to the
random effect model. Significance testing in random effect models is based on the total
number of studies included in the meta-analysis, resulting in lower statistical power, but
greater generalizability (Rosenthal, 1995).
Using Q-within statistics, the homogeneity of the total effect sizes were tested to
establish whether heterogeneity between the studies existed and moderator analyses were
appropriate in order to explain differences between studies. With categorical moderators
ANOVA was used, in which significant Q-between statistics reflected differences in effect
sizes between categories of a moderator. Regression analyses were used with continuous
variables to detect associations between the coded moderator variables and the effect sizes.
Publication bias
Publication bias was examined by inspecting the distribution of each individual study’s
effect size on the horizontal axis against its sample size, standard error or precision (the
reciprocal of the standard error) on the vertical axis. The distribution of effect sizes should
be shaped as a funnel if no publication bias is present, since the more numerous studies
with small sample sizes are expected to show a larger variation in the magnitude of effect
sizes than the less numerous studies with large sample sizes. A violation of funnel plot
symmetry reflects publication bias, that is, a selective inclusion of studies showing positive
or negative outcomes (Sutton, Duval, Tweedie, Abrams, & Jones, 2000). Funnel plot
asymmetry was tested by regressing the standard normal deviate, defined as the effect size
divided by its standard error, against the estimate’s precision (the inverse of the standard
error), which largely depends on sample size (see Egger, Smith, Schneider, & Minder,
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1997). If there is asymmetry, the regression line does not run through the origin and the
intercept significantly deviates from zero.
Results
A total of 20 studies were included in the meta-analyses, with 31.369 participants. Sample
sizes ranged from n = 47 (Szykula & Fleischman, 1985) to n = 26.264 (Kirk & Griffith,
2008). The overall effect size for family functioning, which was based on 3 studies (n = 479
families), was d = 0.486 (z = 10.541, p =.000) reflecting a medium effect (95% confidence
interval: 0.396 tot 0.577). Using the calculation tool of Kraemer and Kupfer (2005) the
clinical relevance of this effect was established in terms of the number needed to treat
(5.953), indicating that six families must receive the intervention to generate an additional
positive outcome in the experimental group relative to the comparison group.
The overall effect for prevention of out-of-home placement, which was based on
19 studies, containing 31.214 participants, was not significant (d = 0.003; 95% confidence
interval: -0.008 < d < 0.015). The number of studies allowed testing publication bias and
homogeneity of the overall mean effect size. Possible publication bias was examined by
testing funnel plot asymmetry. The standard normal deviate was regressed against the
estimate’s precision. As the intercept did not significantly deviate from zero (t = 1.309, p
=.209), there was no indication of funnel plot asymmetry and, therefore, no indication of
publication bias. Because heterogeneity was found – Q (19) = 596.662, p <.001 –,
moderator analyses were conducted to explain differences.
Moderator analyses
A series of analyses of variance showed that several variables influenced the effect on
prevention of out-of-home placement (see Table 2 and Table 3). For multi-problem
families, positive effects were found (d = 0.154), whereas for families experiencing abuse
and neglect no effects were found (d = -0.011). Negative effects (more placements) were
found for families without risk of out-of-home placement of a child (d = -0.295), whereas
no effects were found for families with such risk (d = 0.003). Studies that were not
published showed more negative effects (d = -0.056) than journal publications (d = 0.008)
or book chapters/reports (d = -0.004). Negative effects were also found in randomized
controlled trials (d = -0.084), whereas positive effects were found in quasi-experimental
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studies with a non-matched control group (d = 0.450). No effect was found in quasiexperimental studies with a matched control group (d = 0.001).
Continuous moderators were tested by means of regression analyses. Higher
percentages of boys (b = .377) and older parental age (b = .104) were associated with larger
effect sizes, indicating fewer out-of-home placements after intervention. Older child age (b
= -.166), higher percentages of non-white ethnicity (b = -.574), more single-parent families
(b = -.260), and a larger number of children in the family (b = -.238) were associated with
smaller effect sizes, indicating more out-of-home placement after intervention. Placement
prevention was negatively associated with higher caseloads (b = -.313). Furthermore, the
magnitude of effect sizes was negatively associated with better study quality (b = -.316).
Finally, higher impact factors (b = -.785) and more recent studies (b = -.104, p = .011)
yielded smaller effect sizes.

N
Number of participants
31219

Overall
Problem type
Abuse/ neglect
28378
Multi-problem
2841
Risk for placement
Yes
30521
No
330
Based on Homebuilders
Yes
3663
No
27556
Duration
Shorter than two months
29236
Longer than two months
382
Publication type
Journal publication
27104
Other than journal, e.g. book
2505
Not published
1610
Prospective/ retrospective
Prospective
4813
Retrospective
26406
Random assignment
Yes
3996
No: matched control group
26314
No: non-matched control group
509
Follow-up measurement
0-12 maanden
28803
> 12 maanden
2416
Note *PP = placement prevention *FF =family functioning

Moderator variables

d Effect size
(fixed effects)
0.003
-0.011
0.154***
0.003
-0.295***
-0.002
0.004
0.007
-0.082
0.008
-0.004
-0.056*
0.013
0.002
-0.084***
0.001
0.450***
0.003
0.005

K
Number of studies
19
6
13
16
2
10
9
10
2
6
6
7
17
2
13
2
5
9
10

0.008 to .015
-0.036 to .045

-0.115 to -0.053
-0.012 to 0.014
0.385 to 0.516

-0.015 to 0.042
-0.010 to 0.014

-0.004 to 0.020
-0.043 to 0.035
-0.105 to -0.007

-0.005 to0.018
-0.183 to 0.019

-0.034 to 0.031
-0.008 to 0.016

-0.008 to 0.014
-0.183 to 0.019

-0.023 to 0.000
0.117 to 0.191

-0.008 to 0.015

95% Confidence interval

0.003

208.505***

0.521

6.270*

2.900

0.104

28.383***

69.637***

Q statistic
between studies

The results of analyses of variance regarding the effects of client characteristics, program characteristics and study characteristics on placement prevention.

Table 2.

483.334***
113.325***

215.536***
27.744***
144.876***

581.893***
14.247***

183.777***
373.954***
23.661***

502.888***
35.758***

441.102***
155.456***

531.952***
0.474

112.894***
414.130***

Q statistic
within studies
596.662***
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Table 3.
The results of the regression analyses regarding the effects of client characteristics,
program characteristics and study characteristics on placement prevention.

Moderator variables
Percentage of boys
Child age
Parent age
Percentage of nonwhite ethnicity
Percentage of single
parent families
Number of children
in the family
Caseload
Duration of the
intervention
Year of publication
Study quality
Impact factor of the
journal

N
Number of
participants
26710
1591
2367
30571

K
Number of
studies
5
9
10
15

β

Z

p

.299
-.166
.104
-.574

2.914
-2.185
2.113
-13.152

.004
.029
.035
.000

4452

13

-.260

-5.647

.000

2870

12

-.238

-2.738

.006

3119
2936

10
9

-.313
-.009

-7.102
-.189

.000
.850

31219
31219
28668

19
19
7

-.104
-.316
-.785

-2.536
-7.706
-3.788

.011
.000
.000

Discussion
The results of this meta-analytic study show that intensive family preservation programs
did have a medium and positive effect on family functioning, but were generally not
effective in preventing out-of-home placement. Due to a limited number of studies
examining family functioning, moderator effects were examined for out-of-home placement
only. These moderator analyses revealed that the effect of intensive family preservation
programs was moderated by sex and age of the child, parent age, number of children in the
family, single-parenthood, non-white ethnicity, and caseload of the social workers, but not
by adherence to the Homebuilders model and intervention duration. In addition, study
characteristics (study design and study quality), and publication characteristics (publication
type, publication year and journal impact factor) were found to be associated with
placement prevention outcomes.
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The finding that intensive family preservation programs were found to be effective for
multi-problem families, but not for families experiencing abuse and neglect can be
explained as follows. In the latter case, out-of-home placement may simply be unavoidable
(see also Schuerman, Rzepnicki, & Littel, 1994), whereas out-of-home placement may be
prevented in multi-problem families where risk of placement is relatively low compared to
families experiencing maltreatment.
Most of the client characteristics that were found to be negatively associated with
effectiveness of intensive family preservation programs are common risk factors for child
maltreatment (Belsky, 1993). Notably, a 17-year prospective longitudinal study by Brown,
Cohen, Johnson, and Salzinger (1998) showed that non-white ethnicity, young maternal
age, large family size and single parenthood increase the likelihood of child abuse and
neglect with odds ratios ranging from 1.63 to 2.63. As such, the fact that these client
characteristic are risk factors for child abuse and neglect is in line with the finding of this
meta-analysis that intensive family preservation programs do not appear to reduce the
number of out-of-home placements in families experiencing child abuse and neglect.
Although non-white ethnicity, young maternal age, large family size and single parenthood
are also factors that could increase the risk for problematic child rearing per se and are
often features of multi-problem families, these client characteristics may in particular signal
risk for abuse and neglect in families that are referred for intensive family preservation.
In the present meta-analytic study, although it was based on only two studies, it
was found that the intervention resulted in more placements in families ‘without’ imminent
risk of out-of-home placement. This may be due to risks that were not acknowledged
before, that were detected as a consequence of the intensive intervention, and which
eventually led to out-of-home placement. This explanation suggests that risk assessment is
problematic, a conclusion that has been drawn before (e.g. Berry, 1991; Lindsey, Martin, &
Doh, 2002; Rossi, 1992; Thieman & Dail, 1992; White & Walsh, 2006). It is possible that
neither the interventions nor the studies that assumed risk for placement were accurate in
establishing such risk. Out-of-home placement cannot be prevented if it was not considered
a risk in the first place, just as it cannot be prevented when in-home intervention is
insufficient to prevent (reoccurrence of) abuse and neglect. Although intensive family
preservation programs were designed to serve only those families with the highest,
immediate risk for placement (Norman, 1985; Kinney, Haapala, Booth, & Leavitt, 1990), a
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much wider range of risks invokes referral to these programs in practice varying from
actual abuse and neglect to the occurrence of general risk factors (Berry, 1991).
Intensive family preservation programs were less effective for older children. The
intervention may come too late when problems remain undetected for years and, after
escalation, become more difficult to treat. There is a vast body of research showing that the
best chance of changing the lives of children is by means of early intervention (Deković et
al., 2011). It may also be an explanation that the impact of the family on (disruptive)
behavior of children has been shown to decrease with age (e.g., Van der Put et al., 2011)
due to, for instance, genetic and peer influences that become stronger with increasing age
(Harris, 1995; Plomin, DeFries, McClearn, & McGuffin, 2001).
Our meta-analysis showed that intensive family preservation programs proved to
be less effective for girls than for boys. This finding is in line with Dunn, Culhane and
Taussig’s (2010) study to the extent that it is more difficult to prevent out-of-home
placement in girls, because staying at home may pose more risks for girls than for boys.
Their study of children’s experiences of out-of-home care showed that girls were more
likely than boys to report that their lives would have been worse had they remained with
their families of origin.
Three program characteristics were addressed in the present meta-analysis:
caseload size, adherence to the Homebuilders model and intervention duration. The
negative association between caseload size and effect suggests that more intensive help
facilitates positive intervention effects, as a smaller caseload would allow social workers to
spend more time per family. The effect of intensive family preservation programs was not
found to be moderated by adherence to the Homebuilders model, contrasting the findings of
the selective meta-analysis of Miller (2006). However, the information on adherence that
studies reported in their program description was limited. It is possible that defining
characteristics varied in practice. More research addressing the impact of program delivery
differences would be valuable.
Intervention duration was reported in nearly half of the studies, showing
considerable variation among studies. It did not moderate the effect of intensive family
preservation programs. It is possible that intensity is more important than duration.
MacLeod and Nelson (2000) found no impact of duration and intensity on the effects of
intensive family preservation programs in their meta-analytic review of programs for the
promotion of family wellness and prevention of child maltreatment, but showed that
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generally longer interventions were more effective in reducing child maltreatment. The
briefness of intensive family preservation programs is based on the assumption of the timelimitedness of a crisis state (e.g. Callahan, 1994; Golan, 1987), but many families
experience persisting problems and need aftercare (e.g. Rapoport, 1962). Therefore, the
possibility of eventual family preservation may also depend on the availability, use and
intensity of aftercare services (see also Staudt, Scheuler-Whittaker, & Hinterlong, 2001).
An important quality aspect of intervention studies is the research design. The
results revealed that in studies with non-matched comparison groups a positive effect on
out-of-home placement was reported, whereas negative effects were found in randomized
controlled trials and no effects in studies with matched control groups. The finding of less
effect in the more rigorous studies is in accordance with the finding that better study quality
was related to less effect. Our study findings are in line with studies showing that
randomized controlled trials are usually associated with smaller effect sizes (Dagenais et
al., 2004; Latimer, 2001; Lindsey et al., 2002; Littell, 2005; Littell & Schuerman, 1995).
This highlights the importance of careful interpretation of positive results presented in
studies without randomization, especially in case of evaluation of complex interventions
with a heterogeneous target group, because the risk of spurious findings increases when not
all relevant variables can be controlled (Weisburd, 2010).
Studies with better study quality, most recently published research, and studies
published in higher impact journals showed less effects on placement prevention. It is
plausible to suggest that the negative association between journal ratings and effect sizes
indicates that higher impact journal tend to only publish the more robust studies that, as our
meta-analysis showed, yield smaller effect sizes. A post-hoc analysis showed a trend (r =
.31, p = .094), indicating a positive association between more recent studies and study
quality, which supports a similar line of reasoning. It can be concluded that not only the
overall lack of effects that was found in this meta-analysis, but also the findings of the
moderator analyses indicate that intensive family preservation programs do not prevent outof-home placement for at least part of its target group.
The lack of positive effect on placement prevention and its implications
For over forty years we are relying on intensive family preservation programs as the
appropriate alternative for separating children from their parents when a crisis occurs. It
now seems that these programs generally do not achieve their goal of preventing out-of-
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home placement. It may be questioned, however, whether out-of-home placement should
always be regarded as a failure of crisis intervention. There are cases (e.g., child
maltreatment) in which placement is the only acceptable outcome from a child protection
perspective. In other cases, out-of-home care can be a temporary solution. Respite care, for
instance, has been presented previously as a helpful intervention for some families in crisis
(e.g. Boothroyd, Kuppinger, Evans, Armstrong, & Radigan, 1998; Cowen, 1998;
Dougherty, Yu, Edgar, Day, & Wade, 2002). Therefore, in research, different types of outof-home care deserve attention, as some studies distinguished between social network care
versus residential and foster care, only considering the latter as out-of-home placement
(Mitchell, Tovar, & Knitzer, 1989), whereas other studies did not specify the type of
placement (Szykula & Fleischman, 1985). In the present study it was not possible to test the
type of out-of-home care as a moderator due to a lack of information in the studies.
The positive effect on family functioning and its implications
The present meta-analysis showed a positive effect on family functioning, confirming
remarks in previous (narrative) reviews that intensive family preservation programs could
be especially promising regarding improvement of family functioning (e.g. Dagenais et al.,
2004; Tully, 2008). For the current meta-analysis only three studies were available that
addressed family functioning. However, the three studies were randomized controlled trials
and above that, all three studies contained a substantial number of participants, ranging
from 146 to 183. As these features are indicative of study quality, the results can be
interpreted with optimism about intensive family preservation programs being able to
improve family functioning. In striving for keeping families together and creating a safer
environment for children, improving family functioning may be seen as an essential
intervention aim. Based on our findings and the earlier remarks on outcome measures, it is
advisable to address family functioning in future research, especially in controlled studies
that have primarily focused on out-of-home placement. By including family functioning
variables it will also be possible to analyze what mediates and moderates effects in family
functioning.
Limitations
Several limitations of the present study can be identified. First, due to a lack of information
in many of the studies included, a limited number of outcome measures and factors
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associated with effect could be addressed. Some potential moderators of intervention
effects could therefore not be analyzed, such as the actual intensity of the intervention or
the kind of therapeutic approach. Second, for the factors that were scored, the number of
the studies per category differed and therefore, in a few cases, a particular category
consisted of only two studies. Results of the moderator analyses should therefore be
interpreted with caution. Only 20 studies were included in this meta-analysis, which limits
the statistical power. However, to secure adequate statistical power, the fixed instead of the
random effect model was used. Post-hoc analyses using the random effect model were
conducted in order to examine whether results were very different from the fixed effect
model results, but this proved not to be the case. Effect sizes were generally of the same
magnitude in the random effect model. Moderators that proved to be significant in the fixed
effect model, however, mostly failed to reach significance in the random effect model due
to lack of statistical power. Third, as the studies that were included in the meta-analysis did
not report on social support and only one study reported on child behavior problems, metaanalyses and moderator analyses regarding these outcome measures could not be carried
out. Fourth, as all studies that were included but one were from the United States, more
controlled studies from other continents are required to assure that the results can be
generalized to other parts of the world.
Conclusion
This meta-analysis showed intensive family preservation programs to be effective in
improving family functioning. However, which factors moderate the effects of family
preservation programs on family functioning could not be demonstrated. With respect to
prevention of out-home placement, intensive family preservation programs were generally
not effective, and sometimes even counterproductive for at least part of the target group.
Out-of-home placement apparently cannot be prevented for all families referred to intensive
family preservation programs. Although a broad range of ‘at risk’ families are served by
these interventions, it seems that only a small group within that spectrum of risks benefits
in the intended way. The results of this meta-analytic study raise the question whether the
families that are targeted by intensive family preservation programs, those with imminent
risk of out-of-home placement of a child, are the families that in fact are and should be
selected for this kind of treatment. It may be necessary to not only focus on placement
prevention, but also on other relevant outcomes, for example crisis change, safety change
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and improvement of family functioning. If the focus is shifted from risk for placement to
family crisis, out-of-home (respite) care can be part of the intervention for some of the
participating families.

3

The role of crisis in family crisis intervention:

Do crisis experience and crisis change matter?4

The role of crisis in family crisis intervention:

Do crisis experience and crisis change matter?4
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This chapter has been published as: Al, Stams, Van der Laan, & Asscher (2011). The role of crisis in family
crisis intervention: Do crisis experience and crisis change matter? Children and Youth Services Review, 33, 991999.
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This chapter has been published as: Al, Stams, Van der Laan, & Asscher (2011). The role of crisis in family
crisis intervention: Do crisis experience and crisis change matter? Children and Youth Services Review, 33, 991999.
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Abstract
Evaluation studies of crisis intervention have focused on prevention of out-of-home
placement of children or family functioning, but largely neglected the aspect of crisis. The
present study examined crisis in 183 families receiving the Family Crisis Intervention
Program (FCIP), addressing crisis characteristics and crisis change. In questionnaires
children and parents were asked about their definition and experience of crisis and about
their need for help. Results show that all families but one were in crisis at the beginning of
the intervention, although the perception and extent of crisis differed among respondents.
Crisis decreased from baseline to posttest according to clients and crisis intervention
workers, but was not absent after the intervention. Combined with an unexpected pattern of
reported family balance in the months before FCIP, this result challenges the 4-6 weeks
time span assumption of a crisis period. Variations in perception of crisis, clients’ need for
help, and possible crisis patterns are discussed, addressing theoretical and practical
implications for family crisis intervention.
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Introduction
Threats to the safety and developmental opportunities of children are obvious reasons for a
suitable and quick response to families experiencing a crisis (Callahan, 1994; Feiguine,
Ross-Dolen, & Havens, 2000). Evaluation studies of family crisis intervention, or intensive
family preservation services, have examined prevention of out-of-home placement of
children and/or promotion of healthy family functioning. Even though family crisis
intervention is grounded in crisis theory, none of these studies has focused on crisis change
or even addressed crisis as a factor that might have an impact on the efficacy of family
crisis intervention. The present study, therefore, focuses on the role of crisis in family crisis
intervention.
The field of crisis intervention has developed extensively in the past few decades.
An important paradigm shift in crisis intervention can be found in the seventies of the last
century. Opposed to residential or foster care for children of families with severe and acute
problems, intensive in-home services became preferable in terms of both costs and
psychological advantages of family preservation (Lindsey, Martin, & Doh, 2002; Veerman,
Janssens, & Delicat, 2005). Early in-home crisis intervention studies reported extremely
favorable results, with a high 97% prevention of out-of-home placement of children (e.g.
Kinney, Madsen, Fleming, & Haapala, 1977). These results were criticized when it was
acknowledged that percentages of out-of-home placements were as low in control groups
(Lindsey et al., 2002). Despite this critique, family preservation programs kept their
popularity, spread to different parts of the world and are now commonly used for families
in crisis.
An explanation for continued optimism for these short and intensive interventions
can be found in renewed attention for the choice of outcome measures. More and more
results were evaluated in terms of family functioning instead of (just) prevention of out-ofhome placement. Positive changes in family functioning after crisis intervention were
reported in both studies using a control group (e.g. Evans et al., 2003; Lewis, 2005) and in
uncontrolled studies (e.g. Roberts & Everly, 2006; Van Puyenbroeck et al., 2009).
However, all studies showed that after intervention families were still confronted with
substantial problems. Evaluation results proved to be mixed and Lietz (2009) even found
that 40% of the families receiving crisis intervention did not attribute positive changes to
the intervention.
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To conclude, research shows that there is considerable room for improvement of family
crisis intervention. It is therefore not surprising that research on family crisis intervention is
dominated by remarks on the urge for specification of subgroups of clients and clarification
of optimal intervention designs, duration of the intervention and place of crisis intervention
within the care system in order to promote its effectiveness (Bagdasaryan, 2004; Bath &
Haapala, 1993; Campbell, 2002; MacLeod & Nelson, 2000; Staudt & Drake, 2002). More
knowledge is necessary in order to attune family crisis interventions to the needs of families
in crisis.
Although family crisis intervention is aimed at families in crisis, evaluation studies
did not explicitly address family crisis as an inclusion criterion for intervention and/or crisis
change as an evaluation criterion. Neither was a role given to clients’ experience or
definition of crisis. This is remarkable since it is argued that the combination of the
intensity of the crisis and clients’ interpretation of and reaction to it should be taken into
account when diagnosing a crisis (e.g. Lewis & Roberts, 2001; Tracy, 1991). To be sure of
the appropriateness of family crisis intervention, it should be ascertained that clients
receiving crisis intervention are indeed in crisis at the start of the intervention.
Literature does offer a clear definition and description of crisis that is leading in
crisis intervention: a disturbance of balance between demands and resources of a family
system due to a rising tension, where former coping mechanisms as well as the social
support system are insufficient or failing (e.g. Caplan, 1964; Hoekert, Lommerse, &
Beunderman, 2000). Caplan formulated characteristic behavior, feelings and cognitions that
people show during crisis, like aimless or risky behavior, emotional unstableness, fear,
anger, distorted interpretation and a preoccupation with problems. Istha and De Smit (1977)
added some characteristics of the crisis itself: a sudden onset, a threatening, chaotic,
unpredictable situation and at the same time a process of change with beginning and end
that can result in a restored balance that can be more or less adaptive. Golan (1987) pointed
out that a crisis can either be a shock crisis, started after a sudden event, or an exhaustion
crisis, provoked by a long period of (too) high demands, both leading to an acute onset of
crisis.
Despite the existing theoretical framework for crisis, the role of crisis in family
crisis interventions is yet unclear. Whether clients define a crisis the same way as it is
described in literature and whether or not they experience a crisis at all needs explicit
attention. Staudt and Drake (2002) pointed out that clients and intervention workers may
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have different perceptions of the same ‘crisis’ situation. For example, parents may not
experience family crisis at all, and perceive intervention as an unnecessary interference,
whereas child protection workers may have observed acute child and family problems
justifying family crisis intervention. Different classifications of a crisis situation by families
and intervention workers seem problematic, in particular because the client’s treatment
motivation is at stake when he or she does not experience a crisis situation. Notably,
treatment motivation has been reported to be an important determinant of treatment success
(Bitonti, 2002; Prochaska & DiClemente, 1984; Prochaska & Velicer, 1997).
Crisis intervention is built on the assumption that families in crisis are in need of
help. Whether clients experience a substantial need for help themselves should be explored.
Specification of the needs is necessary in order to formulate intervention goals that are
relevant to the family. According to Jacobson (1986) it is not only important to distinguish
types of support, but also to consider timing of support. A model of three stress phases with
related types of support was presented: the crisis phase in which emotional support is
primary, the transition phase in which cognitive support (information and advice) needs a
central place, and the deficit phase in which material/practical support is essential. As the
social support system is considered to be insufficient in a family crisis, parents may have an
unfulfilled need for emotional support. The question rises whether cognitive and material
help that family crisis interventions offer are appropriate in the crisis phase. It is therefore
essential to establish the extent and type of need for help. Knowing the exact needs of the
families involved could promote fine-tuning of crisis intervention.
Start and duration of crisis intervention is related to the presupposition of a sudden
onset of crisis and its ending. If disturbance of balance in the family is the essence of a
family crisis, as the literature suggests, a pattern can be expected of disturbed balance: low
balance at the start of the intervention opposed to a higher balance in the months preceding
the intervention (Rapoport, 1962). Furthermore, it is emphasized that crisis is time-limited:
a crisis usually ends after 4 to 6 weeks and comes to some sort of equilibrium, either
adaptive or maladaptive (Golan, 1987). Although it was recognized that underlying
problems may call for specific additional help after crisis intervention (Reisch, Schlatter, &
Tschacher, 1999), a start within 24 hours and a short duration is considered to be suitable
for crisis intervention (Callahan, 1994). Many crisis interventions indeed have a short
duration. Seemingly inconsistent with the time span assumption, however, social workers
often designate chronic problems in multi-problem families as ‘a chronic state of crisis’ or a
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‘lifestyle of crisis’ (Fraser, Pecora, & Haapala, 1991; Rapoport, 1962; 1970). Staudt and
Drake (2002) pointed out that, in this respect, the duration of crisis intervention may be
called inconsistent with crisis theory. According to Besharov (1994), a limited intervention
period of one month is too short for many families.
To be sure about the optimal duration and aims of family crisis intervention it is
necessary to examine whether the assumed crisis period of 4 to 6 weeks represents reality:
whether the family crisis has indeed ended or, in other words, the balance has been restored
after crisis intervention. Just assuming that some sort of new equilibrium, a post crisis
situation, has been developed after crisis intervention is problematic. The family may be
deprived of adequate help, not only because it is not established whether the family has
recovered from the crisis after 4 to 6 weeks, but also because even if aftercare was
considered necessary, it is not always used by families or may not be available to them
immediately (Staudt, Scheuler-Whittaker, & Hinterlong, 2001). Judgments on (the
existence of) crisis and balance by both clients and intervention workers are needed to first
establish whether there is a crisis, and subsequently, to confirm that the crisis has ended
after 4 to 6 weeks. The distinction between a crisis situation and problems that can be
addressed by other intervention than crisis intervention, such as less intensive individual
therapy or family counseling, is essential for adequate referral to interventions. Crisis
intervention should operate in an effective system of services, in which interagency
collaboration between services can provide the intervention that is tailored to the needs of
the family at the right moment (Campbell, 2002).
The present study explores crisis experience and crisis change explicitly for clients
who are referred for the Family Crisis Intervention Program (FCIP). Additionally, clients’
definitions of crisis are collected and the target population’s need for help is explored. The
time span assumption is addressed by establishing the existence of crisis at baseline and
post test from the perspective of both clients and intervention workers. Either intervention
or other factors could be responsible for crisis change, but according to the time span
assumption, the ending of the crisis should be the case after the intervention period either
way.
The questions to be answered here are: Do the definitions of crisis provided by
clients who are referred for the Family Crisis Intervention Program concur with crisis
definition in literature? (1), is there a family crisis and according to whom? (2), how is
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crisis related to the need for help? (3), and is the crisis ended after intervention, within a
time span of 4-6 weeks? (4)
Methods
Participants
All families invited to participate in the study (n = 435) were referred for and involved in
The Family Crisis Intervention Program. At least one family member of 183 families
participated in the study (a response rate of 42.1%). Because each family member could
participate individually, single participation of either a parent or child and different
combinations per family were possible. Participating mothers (n =114) and fathers (n = 59)
had an average age of 39 years (SD = 9.08) and 43 years (SD = 8.87), respectively. A total
of 88% of the mothers and 81% of the fathers were the biological parent. Furthermore
stepparents, foster parents and other caregivers participated. A total of 80 children
participated, of which 55 girls and 25 boys. The average age of the children (0-18) in the
participating families was 12 years (SD = 4.90). The majority had a Dutch ethnical
background, 53% of the mothers, 63% of the fathers and 79% of the children. Most ethnic
minorities had a Surinamese, Antillean, Moroccan or Turkish background.
Reasons for non-participation were registered and analyzed and file information
was used to detect possible differences between participating and non-participating
families. Primary reasons for not participating were: lack of time, too much stress, or
resistance to other involvement. The child was more often subject to a supervision order in
non-participating families than in participating families at the start of the intervention (χ² =
12.93, p <. 05), which was only a weak relation (Cramérs V = .14, p< .05). No differences
were found for sex, age, cultural background, education, place of living and recommended
aftercare.
The 35 social workers who participated in the study, of which 63% were female
and 37% were male, had an average age of 37 years (SD = 9.76). Their work experience
was on average 3 years (SD = 2.00) within FCIP and 7 years (SD = 6.37) within the youth
care organization. The majority had a Dutch ethnical background: 77%.
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Procedure
Between November 2007 and December 2008, clients referred for FCIP were asked to
participate by their intervention worker during the first home visit. The target child (from
the age of 8) and its parents or caregivers could individually choose to participate. Clients
received written and verbal information. If family members agreed to participate, one of the
researchers approached them the next day by telephone to plan a home visit for the baseline
test soon after the start of the intervention, attentive to the client’s preferences with respect
to time and place of the visit. After the intervention, the same researcher approached the
client(s) to plan the post test visit. Clients received a small present at the first visit to show
appreciation for their participation.
Participation was voluntarily. All participants signed an informed consent form.
After introduction and explanation by the researcher, clients filled out the questionnaire
(individually, if possible in separate rooms). For questions they could turn to the researcher.
All researchers were carefully informed about procedures and trained for this specific study
and were provided with a list of explanations that could be used if clients did not
understand a particular question. Intervention workers reported the extent of crisis for each
participating family.
Measures
Separate questionnaires were used for parents, children and intervention workers. There
was one questionnaire per case for intervention workers to be completed after FCIP and
there were two measurements for clients: baseline and post, containing both multiple choice
and open-end questions.
Crisis. To measure the extent of crisis, the following question was included in the
questionnaires for parents and children: “There is a crisis in our family” at the baseline and
“There is a crisis in our family now” at post test, where the word now was added to
emphasize that the question was directed at the current situation. Possible answers were 1
(not at all), 2 (not really), 3 (a little), 4 (I think so) or 5 (very much). Intervention workers
were asked: “To what extent was a crisis the case at the start?” and “To what extent was the
crisis ended at the end of FCIP?” This question was scored on a scale of 1-5, in which 1 =
not at all and 5 = very much.
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To study how clients define crisis, the following open-end question was included in the
baseline test questionnaires for parents and children: “Crisis is …”, with a few lines for
their personal answer.
For a better understanding of the onset of crisis, the following question was added
in these questionnaires: “When was the transition to this crisis/ situation for you and how
did you notice?”
Balance. To measure balance in the family, the following items for parents and
children were used: “Our family is in balance”, “Our family was in balance one month
before the start of FCIP” and “Our family was in balance half a year before the start of FC”.
Possible answers were 1 (not at all), 2 (not really), 3 (a little), 4 (I think so) or 5 (very
much).
Need for help. For parents subscales of the NVOS (Nijmegen child-rearing
questionnaire; Wels & Robbroeckx, 1996) were used to measure the extent of need for
help. The subscales that were combined in the scale were: need for change, need for help
and internal help expectation. Questions about the partner were excluded, leaving 12 items
in total, on a scale of 1-5, referring to 1= I don’t want that for sure, 2= I don’t want that, 3=
I doubt if I want that, 4= I do want that, 5= I want that for sure, or 1= I totally disagree, 2=
I don’t agree, 3= I doubt if I agree or disagree, 4= I agree and 5= I totally agree, dependent
on the question involved. Examples of items are: “I would want that someone comes to
help in the family with raising this child” and “I could use some more understanding or
support”. Internal consistency reliabilities were α= .91 at baseline and α= .94 at post test.
Additionally, parents were asked to choose a maximum of three preferred types of
help: Conversations in which I can tell my story, Practical help, Advice on raising my
children, Someone who brings rest/ peace in the family, Acknowledgement of my situation,
Emotional support, Financial support, Order in the chaos and Intensive help. This question
was included only in the baseline questionnaire.
Children were asked to answer the following questions to be answered with either
‘yes’ or ‘no’: ’I want that someone helps my parents to improve our contact”, ‘I would like
to talk to our social worker about the problems that we have at home”, ‘I think our family
as a whole needs help”, ‘I think my parents need help”, ‘I think I need help”, ‘I think the
situation at home should change”. A principal component analysis showed that these six
questions form one dimension: need for help. Internal consistency reliabilities were α= .69
at baseline and α= .80 at post test.
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Results
The study results are presented separately for each research question. First, scores on crisis,
balance and need for help of mothers and fathers were compared by means of paired t-tests
and correlations at baseline and post test in order to examine the degree of agreement
between fathers and mothers. The results of these analyses are presented in the Appendix.
No significant differences between means were found, and correlations ranged from r =
.21(balance one month before the start of the intervention) to r = .71 (need for help at
baseline), which generally indicated moderate agreement between fathers and mothers. The
hypotheses were tested for mothers and fathers separately and for parents as one group.
Results are presented for parents as the unit of analysis, unless different effects for mothers
and fathers were found.
(1) Do the definitions of crisis provided by clients who are referred for the Family Crisis
Intervention Program concur with crisis definition in literature?
In order to examine the meaning of crisis, clients’ definitions were analyzed and
categorized. Answers to the open-end question “crisis is” were analyzed by two researchers
separately. Both researchers collected answers to create response categories. After
categorization, all answers were placed in the respective categories. These categories
contained at least ten answers. After this analysis, differences between the categorizations
were detected and discussed and one division of categories was selected. The comparison
did not lead to an important change in categorization. The final categorization scheme
consisted of seven categories: (severe) problems (1), feelings of losing grip and
desperateness (2), specific problems of one person (3), communication problems/ fights (4),
unsafety, a threatening situation (5), an urgent situation where help is required (6) and
escalation, a situation that got out of hand (7). Examples of definitions are: “Many and
severe problems” (category 1), “No normal conversations anymore, just fights” (category
4), “Domestic violence” (category 5) and “A situation when a person needs help and cannot
carry on alone” (category 6).
Following this categorization, each category was judged in order to establish
whether or not it matched the definition or characteristics of crisis found in literature. All
categories matched aspects of crisis theory, such as problematic functioning regarding
feelings, cognition and behavior (e.g. Caplan, 1964) or situational aspects related to
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escalation, urgency and a lack of grip, which can lead to safety risks (e.g. Hoekert et al.,
2000). Clients’ definitions concurred with crisis characteristics in literature. However, it
should be noted that clients mostly referred to only one aspect of crisis instead of a
combination of the characteristics described in literature. The definitions of children were
generally shorter and formulated less abstract than those of parents, but could be included
in the same categories. An example: “a severe problem that substantially disturbs daily life”
(parent) versus “problems at home” (child).
(2) Is there a family crisis and according to whom?
Answers of parents, children and intervention workers to the question to what
extent the family is in crisis at the start of the intervention are presented in percentages in
Figure 1.

Figure 1
The Extent of Crisis (percentages) around the Start of the Intervention According to
Parents, Children and Intervention workers.
The results show that 63.3% of the parents (N= 139), 64% of the children (N= 75) and
61, 9% of the intervention workers (N= 160) state that there is a crisis (‘I think so’ or ‘very
much’). There were clients experiencing little crisis too: 17.3% of the parents, 20% of the
children and 24.4% of the intervention workers stated that the family is ‘a little’ in crisis.
There were scores indicating that there is ‘not really’ or ‘not at all’ a crisis, according to
19.4% of the parents, 16% of the children and 13.8% of the intervention workers.
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To test whether there were families who received FCIP without anyone considering the
situation as a crisis, we analyzed the 53 cases in which someone answered ‘not really’ or
not at all’. This analysis showed that there was only one family where all involved reported
there was ‘not really’ a crisis. In the remaining cases, always one of the participants
involved (child, parent or intervention worker) scored higher than the one who scored ‘not
really’ or ‘not at all’. In these cases someone else did consider the situation to be a crisis.
Most participants scored 4 (‘I think so’), clients as well as intervention workers, and the
results showed primarily high scores.
Scores of parents, children and intervention workers were analyzed by means of
paired t-tests and correlational analyses to examine possible differences and agreements in
their judgment. At baseline and post test, no significant differences in mean scores were
found between clients and intervention workers. At baseline, no significant associations
were found. At post test, scores of intervention workers and parents [r = .23, p < .05 (N =
77)] and intervention workers and children [r = .53, p < .001 (N = 40)] were significantly
associated. Parent- and child-reported extent of crisis were positively associated at baseline
[r = .43, p < .01 (N = 54)] and post test: [r = .56, p <.01 (N = 29)]. At the same time a
difference in judgments was found between parents and children: parents scored higher (M
= 3.77, SD = 1.27) than children (M = 3.41, SD = 1.16) at baseline: t(53) = 2.05, p < .05
(two-sided), d = 0.30 and a trend was found at post test, t(28) = 1.89, p = .070 (two-sided),
d = 0.33 (respectively M = 2.38, SD = 1.27; M = 2.00, SD = .96).
In sum, the crisis situation was not convincingly experienced in the same way by
all involved parties, although a crisis situation was reported for each family but one.
(3) How is crisis related to need for help?
Extent of need for help. Parents’ and children’s need for help was measured
differently. Therefore the scores were incomparable. For parents, on a scale of 1-5, the
mean score was 3.34 (SD = .85, N = 136), which can be considered moderate (score 3 = I
doubt if I want that help). For children, as a mean of six dichotomous no (1) or yes (2)
choices, the need for help was 1.67 (SD = .29, N = 74). To all questions, most children
answered ‘yes’: ‘I want that someone helps my parents to improve our contact’ (66%), ‘I
would like to talk to our social worker about the problems that we have at home’ (56%), ‘I
think our family as a whole needs help’ (51%), ‘I think my parents need help’ (72%), ‘I
think I need help’ (77%), and ‘I think the situation at home should change’ (81%). The
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mean score for children combined with the generally high percentages of children who
reported to need some kind of help indicated a substantial need for help.
Correlations showed that crisis and need for help were related for both parents (r =
.54, p < .001, N = 139) and children (r = .37, p < .01, N = 75), which means that a higher
extent of crisis was accompanied by a higher need for help.
Dependent t-tests (two-tailed) showed that the need for help decreased, both for
parents [t(72) = 4.57, p < .001; d = 0.34] and children [t(36) = 5.75, p < .001; d = 1.00].
However, need for help was not absent after FCIP at post test for both parents (M = 3.14,
SD = .83) and children (M = 1.38, SD = .33).
The preferred type of help. The preferred type of help of parents was scored at the
start of the intervention; parents were asked to choose at maximum three most preferred
types of help out of nine. The level of significance was set at p < .001 to prevent chance
capitalization due to multiple testing (9 comparisons for each respondent group). Scores of
the Chi Square test showed that participants who reported a high extent of crisis (score 5) as
well as participants who reported a lower extent of crisis (score 1-4) did not prefer one type
of help specifically; emotional support was not the primary need. Clients preferred a variety
of types of help, as indicated by the percentages found for each type of help separately
which shows that 23% up to 49% of the parents chose ‘Conversations in which I can tell
my story’, ‘Practical help’, ‘Advice on raising my children’, ‘Someone who brings rest/
peace in the family’ and ‘Acknowledgement of my situation’ as help they preferred.
‘Emotional support’, ‘Financial support’, ‘Order in the chaos’ and ‘Intensive help’ were
chosen by 9% up to 25% of the parents.
(4) Is the crisis ended after intervention, within a time span of 4-6 weeks?
Dependent t-tests showed that the extent of crisis decreased for all client groups,
with mostly large effects (see Table 1). Nevertheless, it cannot be said that the crisis was
completely ended/absent after intervention.
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Table 1
Judgments about the extent of Crisis at Baseline and Short After FCIP according to
Parents, Children and Intervention Workers.
Baseline test
Group
involved

n

M

SD

Post test
M

SD

t

d

parents

74

3.74

1.12

2.53

1.13

7.83***

1.08

children

38

3.74

1.11

2.42

1.13

6.47***

1.18

153

3.75

1.08

2.59

1.19

9.31***

1.02

intervention
workers

Note. * p < .05. ** p < .01. ***p< .001.

Time span. With respect to the time span assumption, besides crisis change from baseline to
posttest, pre-crisis disturbance of balance was tested. Repeated measures analyses
(Greenhouse-Geisser) for balance in the family showed differences in balance between the
start of FCIP and a month or half a year before both for parents [F(2, 239) = 3.56, p < .05]
and children [F(2,135) = 2.77), p < .10]. These differences were not in line with the
expected pattern: a lack of balance around the start of the intervention and a higher extent
of balance beforehand. Quadratic patterns were found for both parents [F(1, 134) = 6.34,
p < .05] and children [F(1, 73) = 6.79, p < .05] showing a decrease in balance between 6
months and 1 month before intervention according to both parents [F(1, 134) = 8.31, p <
.01] and children [F(1, 73) = 6.54, p < .05] and an increase in balance between 1 month
before to the start of intervention according to children [F(1, 73) = 4.88, p < .05]. See
Table 2 for descriptive statistics.
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Table 2
Mean balance in the Family, according to Family Members around the Start of
FCIP and their Judgments about Balance one Month Before and Six Months Before
[scale 1 (not at all) to 5 (very much)].
Balance in the

Around the start of

One month before

Half a year before

family:

FCIP

FCIP

FCIP

n

M

SD

M

SD

M

SD

Parents

135

2.72

1.19

2.63

1.23

2.88

1.22

Children

74

2.28

1.07

2.03

1.12

2.32

1.37

Negative associations were found between the extent of crisis and balance for parents
[r = -.48, p < .001 (N = 136)] and children [r = -.21, p < .05 (N = 75)], indicating that as the
extent of crisis was higher, balance in the family was more disturbed.
Qualitative analysis of the question “When did the transition to the crisis/ this
situation occur and how did you notice?” (for parents) showed that the vast majority of
clients could point out an inducement (like an escalated fight or runaway of a youngster) to
the crisis. With respect to the moment of transition to the crisis, parents often referred to a
moment in time much earlier than the start of the intervention, up to eight years before. The
transition to the crisis was mostly typified as an escalation of longer existing problems
rather than a totally new situation.
Discussion
The aim of the present study was to examine the concept of crisis and its role in family
crisis intervention with clients who were referred for FCIP. While crisis intervention is
based on crisis theory, crisis definition, needs and time span were not addressed with data
in prior research. The results of this study show that clients’ definitions of crisis concur
with (separate) aspects of crisis that are described in literature, and reveal that crisis is a
multidimensional construct. The present study also shows that families were in crisis at the
start of the intervention according to at least one of the participants involved, although
perception differences existed. Clients did not only report a need for emotional support, but
also for other types of help, such as advice and financial support, at the start of the
intervention. Increased need for help was related to a higher extent of crisis, and a decrease
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intervention. Increased need for help was related to a higher extent of crisis, and a decrease
of the need for help was found after the intervention. Furthermore, this study showed that,
even though clients could refer to an inducement of their crisis, severe problems and
disturbed balance existed (long) before that moment. A negative relation between crisis and
balance was confirmed. Crisis was not totally absent after the crisis intervention, although a
strong decrease was found.
Client’s definitions pertained to different aspects of crisis theory. Some clients
emphasized characteristic feelings, thoughts and behaviors (e.g. Caplan, 1964), others
referred to crisis characteristics such as urgency and escalation (e.g. Istha & De Smit,
1977). This diversity implies that crisis should be seen as a multidimensional construct with
emotional, cognitive, behavioral and situational aspects, differing in impact. Clients
mentioned one aspect of crisis rather than a combination of aspects, which raises the
question whether every aspect of crisis appears in every family crisis. Therefore, it is
important to assess the seriousness and characteristics of each individual family crisis as
well as related needs. The experience of all family members should have explicit attention
at the intake. Furthermore, both parents and children often mentioned fights and
communication problems in their definitions. This pleads for recognition of conflicts as a
primary feature of family crises, which should be assessed and targeted by family crisis
interventions.
Classifications of the family as being ‘a little bit’ in crisis were given by both
clients and intervention workers. These classifications show, in combination with the
varying scores on extent of crisis, that crisis seems to be a construct with different levels of
intensity rather than a dichotomy: presence or absence of crisis. Although there was no
general agreement on the extent of crisis among parents, children and intervention workers,
the majority of clients did experience a crisis at the start of the intervention; mostly a severe
extent of crisis. In the cases where someone involved did not report a crisis, either one of
the other family members or the intervention worker involved did recognize a crisis
situation. The existence of a family crisis was acknowledged by at least one of the parties
involved, except for one family, which suggests that crisis intervention was generally
indicated. Considerable attention is needed to clarify what it means when intervention
workers do not perceive a crisis when clients do and vice versa, and what this implies for
intervention.
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Judgments of parents and children on the extent of crisis in their family were positively
related, which shows that there was still a sense of agreement in the family. Interestingly, at
the same time, parents generally experienced a greater extent of crisis than their children
did, although children still reported a high extent of crisis. With respect to behavioral
problems and related distress, Phares and Danforth (1994) reported comparable findings of
parents being bothered more than their children. The differences in judgments between
parents and children require additional research in order to examine whether these
differences reflect a systematic incongruence and if so, how this can be explained.
The lack of agreement between clients and intervention workers about the extent
of crisis at the start of the intervention should be taken seriously. Hawley and Weisz (2003)
stressed that not having child-parent-therapist consensus on target problems, as they found
to be the case on a large scale, could diminish the efficacy of intervention. This could be
also the case for crisis intervention. Perception differences raise the question whose
judgment – the child’s, parent’s or intervention worker’s – should be leading when
intervention choices have to be made. Even though from a child protection perspective
intervention workers should overrule parents when they do not perceive risks for their
children, the perception of family members of the (crisis) situation should not be ignored.
Family members are an indispensable source of information with regard to the crisis.
Acknowledging their perception may be a prerequisite for treatment motivation.
Many clients ended their definition of crisis with a statement like ‘when help is
needed/ missing’. Such remarks seem to have not that much to do with a core definition of
crisis as a construct, but emphasize that in a crisis situation help is needed. The expected
need for help was convincingly confirmed for children; for parents the need for help
seemed to be less explicit, contrary to their crisis experience. This may be explained by the
focus on child rearing problems in the questionnaire that was used. Possibly, parents prefer
broader help, because they experience other problems (as well). Clients indeed preferred a
variety of types of help, such as advice or financial support, whereas the expected
importance of emotional support was not that primary to most of them.
The finding that emotional support does not seem to be a central need could relate
to the phase of crisis the families are in. Jacobson (1986) pointed out that emotional support
is needed primarily in the first of three phases after the onset of crisis. Whether clear
distinctive phases exist in family crises and which different types of help are preferred over
time cannot be examined with these data and requires additional research. If distinctive
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phases do exist, we must conclude that either the different needs in a family crisis are not
sequential or not all clients referred for FCIP were in the first crisis phase at the start of the
intervention. Clients who reported other types of preferred help than emotional support
could have been in a later phase of crisis despite the escalation that invoked the referral to
crisis intervention. Different phases of crisis at the start of intervention, dependent on the
moment of referral for intervention, could explain the diversity in needs. Our findings on
balance favor such an explanation.
It was found that that more disturbance of balance was associated with increase in
crisis. Interestingly, balance in the family was not clearly disturbed around the start of the
intervention according to clients. Balance seemed to be most disturbed at one month before
intervention, which might tell us the intervention came too late. Additionally, it was found
that clients often referred to an onset of the crisis long before the intervention started.
Furthermore, although the crisis had decreased, the crisis was not absent after the
intervention, where literature assumes that a crisis is time-limited. The time span
assumption is challenged by these findings. A sudden upset in a steady state that ends
clearly in a post-crisis situation does not seem to reflect reality. As many clients referred to
an escalation of longer existing problems in their definition of crisis and in the answers to
the question of when the transition to the crisis occurred, exhaustion crises seem to be
exemplary. This is in line with the description of families in crisis as a group that is often
confronted with multiple and chronic problems (Fraser, Pecora, & Haapala, 1991;
Rapoport, 1962; 1970). As a crisis period is seen as an optimal timing for intervention by
client’s increased openness to change (Staudt & Drake, 2002), specification of this state is
even more important. Exhaustion crises may need a different approach than shock crises.
These outcomes force us to reconsider assumptions about timing and duration of crisis
intervention. Possible crisis patterns are shown in Figure 2.
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Figure 2.
Possible Crisis Patterns and Timing of Intervention.
Crisis intervention is usually designed to start shortly after the peak. Practically, our
findings plead for more specific crisis diagnosis at the start of the intervention and
intervention considering the stage of crisis, and a longer duration of crisis intervention if
needed. The type of support that is needed should be part of this crisis analysis with each
family member involved. In order to be able to intervene at the optimal moment in time, a
different referral path and improved availability of the youth care system for families that
are prone to (exhaustion) crisis might be needed. Theoretically, we are still left with
important questions of when severe problems turn into a crisis and what the differences in
reported extent of crisis by children, parents and intervention workers mean. Are there
severe problems for a long time before escalation into a crisis comes in, and could
intervention in an earlier stage prevent a crisis? Or are there peaks of crisis repeatedly in a
chronic problematic situation, and is renewed intervention indicated with each peak? Aims
of family crisis intervention should be sharpened, regarding the characteristics that
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distinguish crisis intervention from other interventions. Timing and focus of intervention
deserve a central place in establishing what can be adequate crisis intervention with realistic
goals. An analysis of crisis patterns could contribute to a distinction between preferred
forms of help related to the type and stage of crisis. This implies that diagnosing the type
and stage of the crisis by explicitly discussing the pre-crisis situation and the primary needs
of the family is essential.
Clients’ need for help had decreased after intervention. It is plausible to suggest
that this can be a consequence of FCIP meeting the needs of the families. Interestingly, the
judgments of clients and intervention workers on extent of crisis were not related at the start
of the intervention, but were related after intervention, which could be a sign of such
effective attunement. Alternatively, the assumption that increased openness for help occurs
especially in times of crisis could explain the decrease in the need for help if it just
accompanied the decrease of crisis. It should be noted, however, that in many cases a need
for help remained. This is not surprising, as a necessity of aftercare for families after crisis
intervention is common. In that sense, crisis intervention could still have been effective
when there is still a need for help after crisis intervention. In fact, sometimes motivating
clients to accept other specific help could be one of the main requirements in a crisis when
risks are not acknowledged by clients. Clearly, the link between crisis, the (type of) need
for help and intervention deserves more attention.
Several limitations of this study are worth mentioning. First, the non-response rate
showed a substantial percentage of non-participants. Children in non-participating families
were more often subject to a supervision order than children in participating families, which
is an indication of selection bias. It should be noted, however, that participants and nonparticipants were comparable with respect to most background variables, including sex,
age, cultural background, education, place of living and recommended aftercare. Second, as
the constructs studied here were usually not addressed in crisis intervention research, no
reliable and valid instruments were available in order to assess several of the core
constructs of the present study. We were therefore forced to develop new instruments, of
which the validity and reliability are not established yet. Third, balance was reported
retrospectively as the indicator of the onset of crisis. It would be advisable to clarify the
distinction between crisis and balance, which are related constructs but may not be each
others exact opposites. Fourth, as the present study was not conducted as an effectiveness
study and did not use a control group, it remains unclear what exactly can be held
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responsible for the crisis change: whether the intervention actually contributed to the
decrease, and if so, how. Finally, this study was not directed at different types of crisis,
such as possible distinctive characteristics of crises provoked by a sudden stressful life
event (illness/ death), escalated fights or acute psychiatric problems. Relating types of crisis
and differences in intensity of crisis experience to need for help and, for example, safety
risks within the family, would be valuable in future research. The issue of crisis definition
is not a closed chapter. It would be premature to draw strong conclusions about changes in
the intervention system on the basis of our study findings.
Notwithstanding these limitations, the findings of this study indicate that the role
of crisis in crisis intervention needs explicit attention and current assumptions about
adequate help for families in crisis must be reconsidered. Intervention may be more attuned
to the exact needs of these families when the concept of crisis is optimally explored.
Consequently, crisis experience and crisis change should be addressed explicitly in both
intervention and research to be sure that family crisis intervention can be fine-tailored to the
specific needs of families in crisis. In this, not only inclusion criteria for family crisis
intervention are relevant; especially the role of intervention with respect to crisis change
needs exploration. To evaluate the effectiveness of family crisis intervention, crisis change
is not the only outcome to be valued, as improvement of the pre-crisis situation is usually
needed. The post-crisis situation should reflect better family functioning rather than just
restored balance. It is therefore necessary to address (improvements in) family functioning
as well, but as urgent a crisis situation is, as urgent it is to consider the construct of crisis
itself and its differences in appearance, seriousness, onset and duration.
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Abstract
This study evaluates the Family Crisis Intervention Program (FCIP), focusing on crisis,
child safety, family functioning and child behavior problems. Questionnaires were
completed by 183 families in crisis and their FCIP worker. After FCIP, the crisis had
decreased and child safety had increased. Although problematic family functioning
persisted after intervention, improvements were found in parent-child interaction, parenting
stress, parental competence and child behavior problems. Crisis change, safety change and
improved family functioning were associated with program characteristics, especially the
therapeutic relationship, analysis of the crisis situation, duration of the intervention and the
solution-focused approach. Clients confronted with temporary out-of-home care for a child
during FCIP evaluated this mostly as functional and desirable. The discussion addresses
implications of this study with regard to outcome measures in the evaluation of family
crisis intervention and the importance of particular program characteristics and the function
of respite care in clinical practice.
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Introduction
When a family crisis occurs there is a need for intervention assuring safety of children,
ending the crisis and improving family functioning, which is necessary for family
preservation. The meta-analysis of Dagenais, Bégin, Bouchard and Fortin (2004) and
narrative reviews of the impact of family preservation programs on out-of-home placement,
family functioning and child behavior problems have shown both positive effects and
absence of effects (Barlow, Simkiss, & Stewart-Brown, 2006; Henegan, Horowitz, &
Leventhal, 1996; Lindsey, Martin, & Doh, 2002; Tully, 2008). Miller (2006) argued, based
on a meta-analysis of Intensive Family Preservation Services (IFPS) programs in
Washington State, that positive intervention effects depend on adherence to the program
characteristics that are thought to promote positive outcomes. Program characteristics are
therefore relevant to consider in evaluation research. The present study focuses on the
association between program characteristics and changes in crisis, child safety, family
functioning and child behavior problems.
Most interventions targeting families in crisis are based on the Homebuilders
model (Kinney, Madsen, Fleming, & Haapala, 1977; Institute for Family Development,
1974), which refers to brief, intensive in-home intervention that aims to prevent out-ofhome placement of children. Most family preservation programs are largely grounded in
crisis theory, in which a crisis is defined as a sudden and time-limited disturbance of
balance between resources and demands, while coping abilities as well as the support from
the social environment are insufficient (e.g. Caplan, 1964; Golan, 1987; Istha & De Smit,
1977; Rapoport, 1962). During a crisis, families are expected to be more open to change,
and more inclined to accept intervention (Schuerman, Rzepnicki, & Littell, 1994; Staudt &
Drake, 2002). In the early 90s, the aims of crisis interventions have changed from restoring
base level family functioning towards promoting improved family functioning (Kinney,
Haapala, & Booth, 1991; Staudt & Drake, 2002).
Various specific program characteristics can be identified in family preservation
programs. An immediate start and brief (4-6 weeks), intensive, in-home intervention are
considered to be essential aspects of the intervention (e.g. Callahan, 1994; Tully, 2008).
Moreover, a goal-directed, flexible and multimodal approach is considered appropriate for
clients with severe and complex problems (De Bruyn, Berger, & Ten Berge, 2005; Kinney,
Haapala, Booth, & Leavitt, 1990; Tabibian, 2006). The trained and supervised FCIP
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workers, with high availability, serve small caseloads and can provide concrete services,
advice, and referral to aftercare (e.g. Tully, 2008). Additionally, the therapeutic alliance has
been identified as a therapeutic common factor that facilitates positive intervention
outcomes (Karver, Handelsman, Fields, & Bickman, 2006; Martin, Garske, & Davis, 2000),
also with regard to family crisis interventions (Dore & Alexander, 1996; Littell, 2001;
Kinney, Haapala, & Booth, 1991; Mahoney, 1993).
The focus of the present evaluation study is on the Family Crisis Intervention
Program (FCIP; Eijgenraam, Van Vugt, & Berger, 2007; Vogelvang, Melissen, &
Vermeiden, 2005), which is derived from the Homebuilders model. However, FCIP does
not include imminent risk of out-of home placement as an intake criterion. Instead, the
occurrence of a crisis and concerns about the safety of a child are the primary reasons for
referral, which broadens the target group of the original Homebuilders model. Notably,
there are crisis situations without an immediate risk of out-of-home placement or, on the
contrary, where a child is already in out-of-home care (e.g. respite care). Therefore,
interventions that are available to all families in crisis and not just to families experiencing
risk of out-of-home placement have been developed (Berger & Hordijk, 2007), including
FCIP.
FCIP contains the same program characteristics as other family preservation
programs that were based on the Homebuilders model. Analysis of the crisis situation by
the FCIP worker is an additional program characteristic, especially regarding child safety.
Although in line with the family preservation model assuring safety of the child within the
family is preferable according to the intervention targets of FCIP, if necessary, (temporary)
out-of home care for children during the intervention and even as a part of the intervention
is possible (Eijgenraam et al., 2007; Vogelvang et al., 2005).
Although the role of crisis theory in family preservation programs is substantial
and these programs target families in crisis, the degree to which clients experience a crisis
and crisis change have largely been neglected in evaluation research (Al, Stams, Van der
Laan, & Asscher, 2011). The present study therefore includes crisis change as an outcome
measure of family crisis intervention. Whereas concerns about children’s safety and/or their
long term development are reasons to refer families for family preservation programs,
improvement of child safety has never been evaluated in family preservation research
explicitly. Instead, avoiding out-of-home placement has been the focal point of most
previous evaluation studies (Scannapieco, 1993; Tully, 2008), despite critical remarks on
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using placement prevention as the sole success criterion (Cash & Berry, 2003; Rossi, 1992;
Thieman & Dail, 1992; Tully, 2008; Wells & Tracy, 1996). A recent meta-analysis by Al et
al. (2011) showed that the effect of intensive family preservation programs on prevention of
placement were generally absent or even negative, while the effect on improvement of
family functioning was found to be promising. As severe distortion of family functioning is
associated with family crises (e.g. Caplan, 1964; Istha & De Smit, 1977; Myer & Conté,
2006) and promotion of better family functioning seems necessary for placement
prevention, measures of family functioning are considered more and more important to
address. Problems often associated with crisis are interpersonal conflicts, physical or verbal
violence, child behavior problems and severe parenting stress (e.g. Günter, Kleefeld,
Werning, & Klosinski, 1999; Walsch, 2002).
The outcome measures selected for the present study are crisis change and safety
change, consistent with the target group and aims of FCIP. In line with previous evaluation
studies, four additional variables are examined that are expected to be related to crisis and
child safety: child behavior problems and family functioning variables, specifically
parenting stress, parental competence and the quality of parent-child interaction in terms of
conflict management and acceptance of the child. Parenting stress influences parental
behavior (e.g. Abidin, 1992) and feelings of parental competence are related to sensitivity
towards children, positive parental strategies and problem solving (Dumka, Stoerzinger,
Jackson, & Roosa, 1996; Seng & Prinz, 2008). In abusive families there are more negative
and less positive interactions between parents and children (Seng & Prinz, 2008) and family
conflicts were found to be essential in crisis situations with adolescents having psychiatric
problems (e.g. Günter, Kleefeld, Werning, & Klosinski, 1999). Ineffective conflict
management and a lack of feelings of acceptance from parents can cause low self-esteem
(Putnick, Bornstein, Hendricks, Painter, & Suwalsky, 2008), child behavioral problems,
emotional instability, drug abuse and delinquency (Khaleque & Rohner, 2002).
FCIP focuses on the whole family in line with the system approach, which
assumes that the behavior of individual family members can only be understood from the
perspective of family interactions that influence system balance (e.g. Watzlawick, Beavin,
& Jackson, 1967). In addition, the intervention uses a network approach; taking into
account that the family is an open system, which is influenced by, for example, the school
and the neighborhood (Bronfenbrenner, 1979). Other approaches adopted by FCIP are the
(empowering) competence approach and the solution focused approach. The competence
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approach is aimed at empowerment and fostering skills and strengths of clients (e.g. Graves
& Shelton, 2007; Masterpasqua, 1989). The solution-focused approach, in line with the
latter, considers the client as the major source of solutions and is aimed at setting goals that
are self-concordant and maximize the use of the client’s competencies (De Shazer & Berg,
1997; Gingerich & Eisengart, 2000; Gingerich, Kim, Stams, & Macdonald, 2011).
Besides establishing whether or not a program works, it is also important to
establish what determines the effectiveness of a program (e.g. Kazdin, 2004; Kazdin, Bass,
Ayers, & Rodgers, 1990; Peterson, Luze, Eshbaugh, Jeon, & Kantz, 2007). With regard to
family preservation programs, some previous studies have addressed program
characteristics in relation to intervention outcomes (e.g. Bagdasaryan, 2005; Berry, Cash, &
Brook; 2000; Littel, 1997; Littell & Schuerman, 2002; Ryan & Schuerman, 2004). These
studies, however, generally have addressed program characteristics related to the structure
of the intervention, such as duration, rather than therapeutic components of the intervention,
such as a solution-focused approach. Furthermore, these studies primarily included file data
on out-of-home placement or substantiated reports of maltreatment as outcome measures,
lacking information on family crisis, child safety and family functioning provided by the
families and crisis intervention workers involved. In the present study considerable
attention will therefore be directed at how therapeutic program characteristics of FCIP can
be associated with changes in crisis, child safety and family functioning reported by clients
and FCIP workers. Addressing this relation is important to gain insight in how family crisis
intervention facilitates change.
We will examine whether crisis, child safety, family functioning and child
behavior problems have changed after intervention (1) and whether changes in these
outcome variables can be related to program characteristics of FCIP (2). Apart from
therapeutic alliance and duration of the intervention, which have been addressed in previous
research, the quick start of the intervention and the analysis of the family situation are
addressed as program characteristics that might be related to the changes. Moreover, the
following therapeutic program characteristics are examined in relation to the changes: the
system approach, the network approach, the competence approach, the solution-focused
approach and the practical approach (concrete services).
FCIP contains the possibility of temporal out-of-home care during the
intervention. As respite care has been shown to be desirable for families in crisis with
children with special needs (Boothroyd, Kuppinger, Evans, Armstrong, & Radigan, 1998;
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Cole, Wehrmann, Dewar, & Swinford, 2005; Cowen, 1998; Dougherty, Yu, Edgar, Day, &
Wade, 2002), it is interesting to examine how clients of FCIP experience such out-of-home
care. We therefore explore how out-of-home care of children during FCIP is perceived
from clients’ perspectives (3).
Method
Participants
This study included 183 families of which at least one family member participated. All
families were referred for and participated in FCIP. It was confirmed that families who
received FCIP were in crisis at the start of the intervention according to the child, the
parents or the FCIPl worker (Al, Stams, & Van der Laan, 2009). Because each family
member could participate individually in the study, single participation of either a parent or
child and different combinations per family were possible. Participating mothers (n=114)
and fathers (n = 59) had an average age of 39 years (SD = 9.08) and 43 years (SD = 8.87),
respectively. A total of 88% of the mothers and 81.3% of the fathers were the biological
parent. Furthermore, stepparents, foster parents and other caregivers participated. A total of
80 children participated, of which 55 girls and 25 boys. The average age of the children (018) in the participating families was 11.54 years (SD = 5.17). The majority had a Dutch
ethnic background, 52.1%. Most ethnic minorities had a Surinamese (14.4%), Antillean
(7%), Moroccan (5.6%) or Turkish (5.6%) background.
The non-response rate was 58%. Reasons for non-participation in the study were
registered and analyzed, and file information was used to detect possible differences
between participating and non-participating families. Primary reasons for not participating
were lack of time, too much stress, or resistance to other involvement. The child was more
often subject to a supervision order in non-participating families than in participating
families at the start of the intervention (χ² = 12.93, p <. 05), which was only a weak relation
(Cramérs V = .14, p < .05). No differences were found for sex, age, cultural background,
education, place of living and recommended aftercare.
Thirty-five FCIP workers participated in the study, of which 63% were female and
37% were male. They had an average age of 37 years (SD = 9.76). Their work experience
was on average 3 years (SD = 2.00) within FCIP and 7 years (SD = 6.37) within the youth
care organization.
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Procedure
FCIP. Families with or without a supervision order for a child can be referred to FCIP (in
this sample 29.5% had a supervision order), either on their own initiative or after
interference of others, such as child protective services. Within 48 hours after referral, the
start of the intervention is planned. In this first session, cooperatively with the family
specific short-term intervention goals are formulated and a first (safety) assessment of the
situation is made. In the remaining four weeks, the family situation and specifically child
safety are assessed, mostly during home visits. Besides the two standard instruments in
FCIP, the ‘safety checklist’ (based on Ten Berge & Bakker, 2005) and the ‘taxation
scheme’ (based on the framework for the assessment of children in need and their families;
Department of Health, Department of Education and Employment, Home Office, UK,
2000), other tools and techniques are available, such as a network analysis form, a daily
routine list and circular questioning (a process of creating distinctions and connections, and
promoting clients’ understanding of their context; e.g. Brown, 1997).
FCIP can organize additional care, such as financial support or individual training
or therapy, if necessary. The social and professional support systems, such as the extended
family, friends and possible professionals who are involved with the family, are mapped
and activated. FCIP strengthens the competences that exist in the family and invests in the
development of new competencies, for example parenting- or communication skills. The
flexible approach, tailored to the family needs, allows planning visits and the use of
techniques in accordance with clients’ preferences. Two or three visits a week are common,
especially in the first phase of the intervention. In the third week of the intervention, based
on clients’ needs and the collected information, an analysis is made and an advice is written
by the FCIP worker, if necessary including a suggestion for aftercare. FCIP ends with a
final session in which the goals are evaluated. Program fidelity was assessed and found to
be considerably high (Al et al., 2009).
Evaluation study. Between November 2007 and December 2008, clients referred
for FCIP were asked to participate by their FCIP worker during the first home visit.
Participation of clients was voluntarily and clients received written and verbal information.
The target child (from the age of 8) and its parents or caregivers could individually choose
to participate and if so, one of the researchers approached them the next day by telephone to
plan a home visit for the baseline test soon after the start of the intervention. After the
intervention, the same researcher approached the client(s) to plan the post test visit. Clients
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received a small present at the first visit to show appreciation for their participation. All
participants signed an informed consent form. After introduction and explanation by the
researcher, clients filled out the questionnaire (individually, if possible in separate rooms).
Measures
Separate questionnaires were used for parents, children and FCIP workers. One
questionnaire per family was completed by FCIP workers after the intervention and there
were two self-report measurement waves for clients: baseline and post test. Standardized
parent- and child self-report questionnaires, including clinical cut-off scores, were used to
rate aspects of family functioning (i.e. parent-child interaction, parenting stress, and
parental competence) and child behavior problems. If available, cut-off scores for clinical
samples were used to establish the clinical significance of the therapeutic changes. Both
clients and FCIP workers reported on extent of crisis and child safety, responding to
questions that had been devised especially for the purpose of this study. Parents and
children responded to questions about out-of-home care during FCIP. Finally, both FCIP
workers and staff members reported on program characteristics of FCIP.
Parent-child interaction. The Parent-Child Interaction Questionnaire-Revised
(OKIV-R; Lange, 2001) was used to measure the quality of the parent-child interaction
both at baseline and post test. The questionnaire contains two dimensions, conflict
management and acceptance. Parents (in 21 items) and children (in 25 items) reported on
their dyadic parent-child relationship, where children filled out the questionnaire for their
mother and father separately. Respondents expressed to what extent each item applied to
their dyadic relationship on a scale of 1-5; higher scores reflect a more positive parent-child
interaction. Internal consistency reliabilities of the subscales varied from α = .65 up to α =
.93. Clinical range scores are available for both clinical and non-clinical samples, with
different values for mothers, fathers and children.
Parenting stress. The shortened version of the Nijmegen Parenting Stress Index,
(NOSIK; De Brock, Vermulst, Gerris, & Abidin, 1992), was used to measure parenting
stress both at baseline and post test. The scale consists of 25 items that were scored on a
scale of 1-6; higher sum scores reflect a higher level of parenting stress. Internal
consistency reliabilities were α = .96 at baseline and α = .97 at post test. Clinical range
scores are available for both clinical and non-clinical samples, with different values for
mothers and fathers.
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Parental competence. The Parenting Self-Agency Measure (PSAM; Dumka,
Stoerzinger, Jackson, & Roosa, 1996), assessing parental perceptions of effectiveness in the
parental role, was used to measure feelings of parental competence both at baseline and
post test. Using a 7-point scale (1 = I don’t agree, 7 = I agree), parents indicated to what
extent they agreed on 5 statements on their parental competence. Internal consistency
reliabilities were α = .77 at baseline and α = .79 at post test for mothers and α = .84 and α =
.82, respectively, for fathers. No clinical range scores were available.
Child behavior problems. Parents and children filled out the Dutch version of the
Strengths and Difficulties Questionnaire (SDQ; Goodman, 1997; Van Widenfelt, Goedhart,
Treffers & Goodman, 2000) to indicate behavior problems of children both at baseline and
post test. In the questionnaire (25 items) clients indicated whether the behavior was
problematic using the scores: 0 = not true, 1 = a little true or 2 = absolutely true. For
calculation of the total problem score, the subscale of pro-social behavior needs to be left
out. Internal consistency reliabilities were α = .74 at baseline and α = .78 at post test for
children and α = .87 at both measurements for parents. Clinical range scores are available
for both clinical and non-clinical samples, with different values for parents and children.
Crisis. Parents and children indicated the extent of crisis by answering the
following question: “There is a crisis in our family” at the baseline and “There is a crisis in
our family now” at post test, where at post test the word now was added to emphasize that
the question was directed at the current situation. Possible answers were 1 (not at all), 2
(not really), 3 (a little), 4 (I think so) or 5 (very much). FCIP workers evaluated the extent
of crisis in the family by answering: “To what extent was a crisis the case at the start?” and
“To what extent was the crisis ended at the end of FCIP?” Both questions were scored on a
scale of 1-5, in which 1 = not at all and 5 = very much.
Significant correlations in the expected direction between on the one hand crisis
and on the other hand parent/child report on child safety (see below), family functioning
and child behavior problems supported the concurrent validity of the single item assessing
crisis. A higher level of crisis was negatively associated with child safety (rparent-report = -.35,
p < .001, rchild-report = -.54, p < .001), parental competence (r = -.34, p < .001), and both
measures assessing quality of parent-child interaction (-.23 < r < -.43, p < .05), and
positively associated with parenting stress (r = .48, p < .001) and child behavior problems
(r = .50, p < .001).
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Child safety. To measure the extent of child safety, both at baseline and post test
parents and children answered 7 questions: “There are clear rules in our family”, “I feel
safe in our family”, “It is safe for everyone in our family”, “In our family everybody can
say what he/she thinks”, “There are a lot of arguments in our family”, “There is violence in
our family” and “I often feel scared in our family”. The items aim to address several aspects
of safety, based on the aspects formulated by Ten Berge and Bakker (2005): continuity,
predictability (i.e. rules), and physical and emotional safety. A series of Principal
Component Analyses showed that these items formed one dimension, child safety, in all
respondents (children and parents) and at both time points. The variances accounted for
ranged from 43% to 64%, and the factor loadings ranged from .52 to .92. FCIP workers
reported the extent of child safety by answering: “To what extent was the safety of family
members at stake at the start of FCIP?” and “To what extent was it safe in the family at the
end of FCIP?” Both questions were scored on a scale of 1-5, in which 1 = not at all and 5 =
very much. Internal consistency reliabilities were α = .85 at baseline and α = .90 at post test
for children and α = .85 and α = .76, respectively, for parents.
Significant correlations in the expected direction between on the one hand child
safety and on the other hand parent/child report on crisis (see above), family functioning
and child behavior problems supported the concurrent validity of the single item assessing
child safety. Child safety was negatively associated with crisis (r = -.35, p < .001),
parenting stress (r = -.37, p < .001) and child behavior problems (r = -.22, p < .01) and
positively associated with parental competence (r = .44, p < .001) and both measures
assessing quality of parent-child interaction (.32 < r < .63, p < .01).
Perceptions of clients on out-of-home care during FCIP. How clients confronted
with temporary out-of-home care of children experienced this, was addressed by the
following questions for parents and children: whether they agreed with the out-of home
care, whether it was better for the child than staying with the family for the entire period
and whether it was better for the parent, whether the out-of-home care was a part of FCIP
and whether it resulted in some respite in the family (possible answers: 1 = not at all, 2 =
not really, 3 = a little, 4 = I think so or 5 = very much). As we wanted to examine whether
clients evaluated the out-of-home care desirable to any extent, scale points designating “a
little” up to “very much” agreement were considered to reflect at least some positive
evaluation of the out-of-home care.
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Program characteristics of FCIP. FCIP workers reported on the specific approach
in FCIP for each family by answering: ‘To what extent there was a clear analysis of the
family situation?’, ‘To what extent the approach was system-directed?’, ‘To what extent the
approach was network-directed?’, ‘To what extent the approach was competencedirected?’, ‘To what extent the approach was solution-focused?’, ‘To what extent the
approach was practical?’ (1 = not at all, 5 = very much), and whether FCIP started within
48 hours after referral. Staff members reported for each case whether FCIP exceeded 4
weeks.
Therapeutic alliance. Social workers reported on the quality of the therapeutic
alliance by responding to the question to what extent a good therapeutic alliance with the
client existed (1 = not at all, 5 = very much).
Results
Preliminary analyses
First, it was tested to what extent mothers and fathers agreed and differed on the selected
variables. Their scores were generally moderately correlated and no mean differences were
found, except for parenting stress at baseline as well as child behavior problems, for which
fathers (M = 85.61, SD = 31.58) had higher scores than mothers (M = 77.44, SD = 29.73):
t (34) = -2.14, p <. 05. We performed all analyses separately for mothers and fathers as well
as for the aggregated parent scores. The parents’ scores are presented below, unless effects
were different for mothers and fathers. Sample sizes differed per analysis in accordance
with the availability of scores. Second, the situation at baseline was examined. Family
functioning and child behavior problems were substantially disturbed at baseline, as the
scores of parent-child interaction, parenting stress and child behavior problems were in the
clinical range (See Table 1).
Changes in crisis, child safety, family functioning and child behavior problems
Table 1 shows that after intervention, crisis had decreased and child safety had increased.
With respect to changes in family functioning it can be concluded that family functioning
had improved after intervention, as the level of ‘parenting stress’, and ‘crisis’ as well as
‘child behavior problems’ (according to parents) had decreased and ‘child safety’ had
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increased. Only for mothers, improvements in parental competence and parent-childinteraction were found.
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Table 1.
Crisis, Child Safety and Family Functioning at Baseline and Changes in Crisis, Child
Safety, Family Functioning and Child Behavior Problems between Baseline and Posttest,
according to Parents, Children and FCIP workers.
N

Crisis
Parents
74
Children
38
FCIP workers
153
Child safety
Parents
74
Children
37
FCIP workers
158
Parenting stress
Parents
72
Parental competence
Mothers
60
Fathers
36
Parent-child interaction
conflict
Mothers
58
Fathers
33
Children-father
28
Children32
mother
Acceptation
Mothers
58
Fathers
33
Children31
mother
Children-father
28
Child Behavior problems
Parents
71
Children
38

M

Baseline
SD

Clinical¹

M

Post

SD

Clinical

t

d

3.74
3.74
3.75

1.12
1.11
1.08

NA
NA
NA

2.53
2.42
2.59

1.13
1.13
1.19

NA
NA
NA

7.83***
6.47***
9.31***

1.08
1.18
1.02

3.99
3.38
2.97

.63
.93
1.12

NA
NA
NA

4.19
3.74
3.23

.48
.91
1.16

NA
NA
NA

-2.81**
-3.15***
-2.24**

0.35
0.39
0.23

73.99

31.10

Yes

68.09

29.97

Yes

3.01**

0.19

5.43
5.26

1.33
1.33

NA
NA

5.75
5.28

1.11
1.08

NA
NA

-2.44**
-.15

0.26
0.02

44.34
43.15
59.59

6.14
5.12
13.63

Yes
Yes
Yes

46.94
44.06
60.18

5.90
5.21
12.47

Yes
Yes
Yes

-3.84***
-.94
-.38

0.43
0.17
0.05

58.48

14.92

Yes

59.98

14.96

Yes

-.83

0.10

34.85
32.71

4.93
4.90

Yes
Yes

35.38
33.08

5.12
5.01

Yes
Yes

-1.21
-.67

0.11
0.07

26.17

8.41

Yes

26.24

8.17

Yes

-.06

0.01

25.60

8.73

Yes

27.17

7.61

Yes

-1.71°

0.19

16.66
14.00

7.42
5.28

Yes
No

14.48
13.68

7.49
6.42

B
No

3.62***
.44

0.29
0.05

Note. * p < .05. ** p < .01. ***p< .001 ° trend.
Note¹. Score in the clinical range. NA= not available. B= Borderline

Associations between the program characteristics of FCIP and the changes
Correlations and t- tests indicated that the program characteristics of FCIP were related to
the changes in family functioning and child behavior problems (see Table 2). ‘Therapeutic
alliance’, ‘analysis of the situation’, ‘extended duration’ and ‘solution-focused approach’
were most consistently associated with positive changes in crisis, child safety, family
functioning and child behavior problems, followed by ‘system approach’. Furthermore, the
associations differed for the various respondents - mothers, fathers, children and FCIP
workers - showing an inconsistent pattern.
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Table 2.
Associations between Program Characteristics and Changes in Crisis, Child Safety, Family
Functioning and Child Behavior Problems.

Crisis
change
Mothers
Fathers
Parents
Children
FCIP
workers
Safety
change
Mothers
Fathers
Parents
Children
FCIP
workers
Parenting
stress
change
Mothers
Fathers
Parents
Parental
competence
change
Mothers
Fathers
Parents
Behavior
Problems
change
Mothers
Fathers
Parents
Children
Parentchild
interaction
change
Mothers
conflict
childfathers
acceptation

Alliance

Analysis

System

Network

Competence

Solution

Concrete

Start
within
24h²

Extended
duration²

.43***
-¹
x¹
-

.25°
.38*

.26°
-

-

-

.18°
.19°
-

.23°
-

-

.24°
-

x

.23**

.14°

-

.12°

.26**

-

-

.14°

.25*
.34**
x
-

.37*

.23°

-

-

.40*
.19°
-

-

.35*
.30*
-

-

x

.27***

.27**

-

-

.24**

-

-

.22**

.29*
x

-

-

-

.17°

.31*
.40*
.33**

-

-

-.38°
-

.26°
x

.22*

-

.35**
.25*

.17°

.26*
.23*

-

-

-

.27*
x
-

.20°
.34*
.21*
-

.20°
-

-

.18°
-

.29*
.25°
.28*
-

.30°
-

-

.38**
.27*
-

.27*

-

.31*

.23*

-

.24*

.23°

-

.35*

x

.32°

-

-.40*

-

-

-

-

-

Note. * p < .05. ** p < .01. ***p< .001 ° trend.
Note¹ x = not tested, - = not significant .
Note² The t-test findings were recalculated into correlations.
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Clients’ perspectives on temporary out-of-home care during FCIP
Of the families that participated in the study, 40% experienced out-of-home care of a child
during FCIP. A total of 46% of the parents reported that they agreed at least a little with the
out-of home care for their child, 74% indicated that it was better for the child than staying
with the family for the entire period and 63% indicated that it was better for himself or
herself as a parent. Additionally, 46% of the parents considered the out-of-home care as
part of FCIP and 61% reported that the out-of-home care of the child resulted in some
respite in the family. A total of 83% of the children agreed with their out-of home care,
90% reported that it was better for him or her than staying home the entire period and 77%
indicated that it was better for their parents. Additionally, 57% considered the out-of-home
care as part of FCIP and 67% reported that it resulted in some respite in the family.
Discussion
This study showed improvements in family functioning. At the start of FCIP, family
functioning was substantially disturbed. After intervention, the level of crisis had decreased
and the level of child safety had increased. Additionally, although the problems had not
disappeared, improvements were found in parent-child interaction, parenting stress, feelings
of parental competence and child behavior problems. Furthermore, associations were found
between program characteristics of FCIP and crisis change, safety change, improvements in
family functioning and child behavior problems, indicating that the therapeutic alliance,
situation analysis, and the solution-focused approach may be especially important for
positive changes in these families. An extended duration of the intervention was also
associated with positive changes. The perceptions of clients confronted with out-of-home
care of children during FCIP point out that out-of-home care, rather than just being
perceived as a negative outcome, could be viewed as a temporal solution in some cases, as
part of the intervention, and as desirable and helpful.
The decreased level of crisis and the increased level of child safety that were
found are in accordance with the aims of FCIP. Improvements in parenting stress, feelings
of parental competence and child behavior problems were found in previous studies of
family crisis interventions too (e.g. Evans et al., 2003; Lewis, 2005; Van Puyenbroek et al.,
2009; Veerman, Janssens, & Delicat, 2005). The results showing that there were still
substantial problems in family functioning after intervention are also comparable with
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findings of previous studies (e.g. Dagenais et al., 2004). In contrast, parent-child interaction
did not improve as expected, although some changes in conflict behavior were reported by
mothers. One explanation might be that more time is needed for interaction patterns to
change. The phenomenon that the effects of a specific intervention are likely to be visible
only in the long term has been called a ‘sleeper effect’ (Hinshaw, 2002). Alternatively, the
instruments used in the present study might not have been sufficiently sensitive to detect all
changes. Notably, perception differences need further attention, as different family
members may not perceive the same changes.
The finding that there were still substantial problems after intervention may
indicate that additional intervention is needed for at least the families that could relapse into
crisis if substantial problems remain unsolved. It was found that an extended duration of the
intervention (of more than four weeks) was positively associated with changes in crisis,
child safety, family functioning and child behavior problems, which raises important
questions about the optimal duration of family crisis intervention. In accordance with other
research suggesting the necessity of expending the duration of these interventions (e.g.
Besharov, 1994) and previous evaluation findings showing better results with a longer
duration (Bagdasaryan, 2005; Berry, Cash, & Brook; 2000), our findings suggest that four
weeks of intervention may be too short for some families. It must be noted that FCIP
families did not receive the extended intervention for longer than three months. The optimal
duration of the intervention may depend on the actual duration of the family crisis, which
has recently been demonstrated to exceed the assumed four week period at times (Al,
Stams, Van der Laan, & Asscher, 2011), or on the availability of aftercare (Staudt,
Scheuler-Whittaker, & Hinterlong, 2001), offering at least two reasons for addressing the
issue of duration of family crisis intervention in future research.
The analysis of the relation between the program characteristics of FCIP and the
positive changes revealed that, besides an extended duration, ‘therapeutic alliance’,
‘analysis of the family situation’ and the ‘solution-focused approach’ seem to be important
program characteristics of family crisis intervention. The results tend to favor an approach
in which the FCIP worker invests in a good relationship with the client, analyzes the family
situation and approaches the family as the source of change and solutions (i.e., solutionfocused). This apparently vital cooperation with the family system requires that FCIP
workers be trained in skills needed for cooperation, such as communication techniques.
MacLeod and Nelson (2000) found in their meta-analysis of interventions targeting families
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with child abuse and neglect, which is a group that partly overlaps with the target group of
FCIP, that a strengths-based competence approach was important for effectiveness.
Effective intervention may require different emphases on the therapeutic characteristics for
different subgroups of clients. In the present study, different patterns of associations were
observed for children, mothers and fathers, suggesting that change processes may operate
differently for the various family members involved.
To explore the role of out-of-home care of children during family crisis
intervention, we addressed clients’ perceptions on this matter. Their scores indicate that
out-of-home care in many cases was perceived as desirable and helpful. Both parents and
children reported a positive role of the out-of-home care, expressing that it created a better
situation for all family members, that it was part of FCIP and that it was agreed on or even
desired by parents. It is necessary to investigate how the organization and duration of such
care and the type of crisis relate to these perceptions. The possibility of respite care and
how such a possibility is used seem worth exploring in family crisis interventions. An
implication could be that besides, before or even instead of assessment of imminent risk of
placement, crisis and child safety assessment is necessary at the time of intake.
Furthermore, respite care may be welcomed as a viable option, when indicated, in more
family crisis interventions. Although the findings of the present study cannot be considered
conclusive, FCIP could be a promising broadened model of family crisis intervention,
allowing all families in crisis to benefit from the Homebuilders approach, regardless of an
existing threat of out-of-home placement of children. The finding that the families were in
crisis at the start of FCIP shows that the intake criterion of families being in crisis was met.
Such an intake criterion might gain importance when the role of out-of-home care shifts
from solely being a negative final outcome to a, in some cases, useful instrument to achieve
family preservation in the long term.
A number of limitations can be identified in this study. As it was not possible to
include a control group in our evaluation study, no conclusions about the effectiveness of
FCIP can be drawn. The results suggest that the intervention contributed to change, but
additional research is needed to find out whether this change can be attributed to FCIP. A
substantial percentage of non-response must be acknowledged due to voluntary study
participation. The non-response analyses, however, showed only one difference between
participating and non-participating families, which diminishes the chance of a non-response
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bias. In the study substantially more mothers participated than fathers. An explanation can
be that in single-parent families more often the mother is the caregiver.
Several constructs were measured by means of self-constructed instruments. These
instruments, several one-item questions, were not validated and the results therefore cannot
be compared to other evaluation studies. However, the scores on crisis and child safety
showed associations in the expected direction, with scores on validated instruments that
were used to measure parenting stress, parental competence and child behavior problems,
indicating concurrent validity. Furthermore, clients’ definitions of crisis were found to be in
accordance with crisis definition in literature (Al et al., 2011). The lack of norm-referenced
standard scores for crisis, child safety and parental competence complicates the
interpretation of the severity of the disturbed family functioning both at the start and at the
end of FCIP. Including these constructs in future research would facilitate a better
comparison of scores.
Despite these limitations, the present study has important theoretical and practical
implications. The positive changes that were found seem promising for FCIP and a focus on
crisis, child safety, family functioning and child behavior problems in evaluation research
seems useful in line with the essential aims of family crisis interventions. Addressing the
role of out-of-home care for children in family crisis intervention and the impact of
program characteristics on changes in family functioning may therefore be considered as
urgent as the urgency of intervention in a family crisis.
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Abstract
The present study tested the contribution of client factors, therapeutic alliance, clients’
expectations of treatment effects and the specific treatment method to crisis change and
safety change in 148 families receiving family crisis intervention. The Big Four model of
therapeutic change assumes that especially client factors and the therapeutic alliance
contribute to change in treatment outcomes, whereas the client’s expectations and the
specific treatment method are considered to be less important. The present study, however,
showed that the specific treatment method in family crisis intervention explained as much
variance as the therapeutic alliance in crisis change and far most of the variance in safety
change, followed by the therapeutic alliance, client factors and client’s expectation. At the
same time, therapeutic change was largely dependent on the client. The solution-focused
approach, network-directed approach and safety assessment contributed uniquely to
positive treatment outcomes. Furthermore, the Big Four components were found to be
interrelated.
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Introduction
When families are in crisis and the safety of children is at stake, family crisis intervention
aims to promote adequate family functioning in order to end the crisis and to restore the
child’s safety with the ultimate prospect of family preservation (e.g. Kinney, Haapala, &
Booth, 1991; Rapoport, 1970; Staudt & Drake, 2002). However, as a crisis is thought to be
time-limited, 4-6 weeks (Golan, 1987), the question arises whether the intervention
(substantially) contributes to crisis change and safety change during the short period of a
family crisis or whether these changes are predominantly dependent on client factors. The
present study examines this question from the perspective of the Big Four model of
therapeutic change.
The Big Four model assumes that four factors are responsible for therapeutic
change: client factors (e.g. demographic characteristics and problem severity), common
therapeutic factors designated as those treatment elements that are not specific to any
treatment method (e.g. therapeutic alliance), the client’s expectations (or the placebo
effect), and the specific treatment method (Lambert, 1992; Lambert, Shapiro, & Bergin,
1986). Lambert and colleagues conducted a narrative review of psychotherapy literature
and concluded that primarily client-related factors contribute to treatment outcomes,
holding client factors responsible for 40% of the variance accounted for and the client’s
expectation of intervention success for 15%. Common therapeutic factors or non-specific
factors, including therapeutic alliance, and the specific method of the intervention were
estimated to account for 30% and 15% of the variance, respectively. Despite of a somewhat
varying terminology with respect to common factors (e.g. Catty, Winfield, & Clement,
2007; Schrank, Staghellini, & Slade, 2008; Van Yperen, Van der Steege, Addink, &
Boendermaker, 2010), comparable Big Four models assume that the contribution of the
specific treatment method is expected to be modest too (Carr, 2009; Wampold, 2001).
The idea that the specific treatment method only explains a small percentage of the
variance, however, has become controversial (Budd & Hughes, 2009). Recently, it has been
suggested that the percentages accounted for by each of the Big Four components could
deviate from the original percentages in favor of the specific treatment method (Van
Yperen et al., 2010). The Big Four model percentages were based on estimates rather than
empirical evidence from intervention research. Furthermore, they were based on literature
on adult therapy settings mostly. Moreover, the Big Four model does not take into account
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the developments that took place in psychotherapy and child and youth care in the past
decades. For instance, new interventions have been developed that show incremental
efficacy when compared to standard evidence based treatment (e.g. Evans et al., 2003;
Rodenburg, Benjamin, De Roos, Meijer, & Stams, 2009). Moreover, the use of evidencebased treatment has become more common in child and youth care, which in itself should
substantially increase the effectiveness that can be attributed to the specific method of
intervention (De Swart et al., 2011; Weisz, Jensen-Doss, & Hawley, 2006). It is therefore
plausible to suggest that the relative contribution of the specific intervention method or
technique to treatment success is considerably larger nowadays than it was 25 years ago.
One of the most researched common or non-specific therapeutic factors is the
therapeutic alliance. To date, there is a vast body of empirical evidence showing that the
therapeutic alliance facilitates therapeutic change (Karver, Handelsman, Fields, &
Bickman, 2006; Martin, Garske, & Davis, 2000; Norcross, 2010). Some have argued that
the therapeutic alliance should even be seen as the only therapeutic factor of interest
(Kohut, 1984; Rogers, 1951; 1957), which is a claim that has never been corroborated. It
may be more appropriate to conclude that the effect of the therapeutic alliance at least
partly depends on other factors. For example, therapeutic alliance proved to be more
strongly associated with treatment outcomes when the alliance was measured at a later
stage of the therapy, when it was based on therapist reports instead of client reports, when
externalizing problems were targeted instead of internalizing problems, and when global
functioning was measured rather than specific symptoms (Motta & Tobin, 1992; Shirk &
Karver, 2003). Barber et al. (2006) showed that, in individual drug counseling, the
therapist’s adherence to the treatment method was irrelevant for treatment outcome in case
of a strong therapeutic alliance, but gained importance in case of a weak alliance.
An example showing that the contribution of the specific intervention method may
be larger than the therapeutic alliance is found in Hoagwood’s review (2005) of familybased services in children’s mental health, showing that when the relative contributions
were examined, only the technique and not the therapeutic alliance was related to positive
treatment outcomes. Stevens, Hynan and Allen (2000) showed in their meta-analysis of
treatment effects in psychotherapy, addressing well being, pathological symptoms and life
functioning, that, although both the specific treatment and the placebo treatment exceeded
the effects of the no-treatment condition, the magnitude of specific treatment effects was
about twice as large as that of the effects of the placebo treatment (that could involve a
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therapeutic alliance). Interestingly, whereas for clients with less severe problems the effects
of the specific treatment and the placebo treatment were almost identical when dealing with
more severe problems of clients, only the specific treatment was effective. This may also
apply to families in crisis, as severity of problems in crisis is evident (e.g. Caplan, 1964;
Myer & Conté, 2006; Rapoport, 1970).
Thomas (2006) addressed the issue of the relative contribution of each Big Four
component by examining the perceptions of clients and therapists engaged in marriage and
family therapy. The results showed that although both clients and therapists perceived that
clients contributed more to change in the therapeutic process than therapists did, clients did
perceive a relatively larger contribution of the specific method than estimated in the current
Big Four model. While less was attributed to client factors, clients of family therapy
attributed 28% to the specific method opposed to the estimated 15%, without diminishing
the contribution of the therapeutic alliance.
Although the Big Four components represent four categories, no attempts have
been made to examine the unique contribution of the Big Four components to treatment
success or therapeutic change. It is plausible that these components share variance in the
prediction of therapeutic change, because the components may be considerably interrelated
(e.g. Carr, 2009; Sprenkle & Blow, 2006; Wampold, 2001). Recently, Norcross and
Lambert (2010) concluded that there is a “deep synergy between treatment methods and the
therapeutic relationship, constantly shaping and informing each other”. For instance, It has
been found that therapeutic alliance can be stimulated by professional appliance of specific
methodical techniques (Stams, Buist, Decovic, & Kroon, 2005; Wampold, 2001).
Furthermore, whereas medicine placebos are thought to operate directly through client’s
expectations, the therapeutic alliance, by its interrelatedness with treatment techniques and
client’s expectations, may operate in a more complex way (Wampold, Minami, Tierney,
Baskin, & Bhati, 2005). Moreover, some client factors could be interrelated with the
therapeutic alliance, as client type and severity of psychopathology were found to interact
with the response of therapists (Bohart, Elliot, Greenberg, & Watson, 2002) and were found
to be associated with client’s expectations of treatment success (Nock & Kazdin, 2001).
The present study examines the relative contribution of the Big Four components to crisis
change and safety change in the Family Crisis Intervention Program (FCIP; Eijgenraam,
Van Vugt, & Berger, 2007; Vogelvang, Melissen, & Vermeiden, 2005). FCIP is modeled
after the family preservation Homebuilders model (Kinney, Madsen, Fleming, & Haapala,
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1977). The Homebuilders model is a goal-directed, flexible, intensive, in-home intervention
with a quick start (within 24 hours), a short duration (4-6 weeks) and a multimodal
therapeutic approach, which is systemic, network-directed, competence-directed, solutionfocused and practical. The trained and supervised social workers serve a small caseload. In
FCIP, analysis of the family situation and assessment and promotion of safety are also
emphasized.
The following research questions are addressed: (1) What are the percentages of
crisis change and safety change attributed to the Big Four in total, and what are the relative
contributions of the Big Four components, that is, client factors, common therapeutic
factors (therapeutic alliance), clients’ expectations and the specific treatment method of
FCIP? (2) What factors within the specific method are uniquely related to crisis change and
safety change, and (3) are the Big Four components interrelated?
Methods
Participants
A total of N = 148 families and N = 28 social workers participated in this study. The
families had on average 2.26 children (SD = .97); 54.1% were single-parent families. The
average age of the children was 11.11 years (SD = 4.97: range 0-18). The gender
distribution was 55.3% girls and 44.7% boys. The child was subject to a supervision order
in 28.4% of the families, while 46.6% of the families had received intervention previously.
A total of 28 social workers participated in the study, of whom 57.1% were female and
42.9% were male, and who had an average age of 36.86 years (SD = 10.07). Their work
experience was on average 3 years (SD = 2.13) within FCIP and 7 years (SD = 6.25) within
the youth care organization.
Procedure
Between November 2007 and December 2008, the clients of FCIP were invited to
participate in the study by their social workers during the first home visit. When clients
agreed to participate, a researcher visited them in the first week of FCIP. Participation of
clients was voluntarily and clients received written and verbal information. All participants
signed an informed consent form. Clients reported on their individual family characteristics
and their expectations for successful intervention by FCIP. The social workers filled out
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one questionnaire for each family that participated in the study, which was completed after
the intervention, and reported on the quality of the therapeutic alliance and on how the
specific method was applied per case. Furthermore, the social workers reported on the two
dependent variables, crisis change and safety change, scoring the extent of crisis and safety
in the family both at the moment of referral and after the intervention.
Measures
Crisis change. Social workers reported the extent of crisis in the family by answering the
following questions: “To what extent was a crisis the case at the start?” and “To what
extent was the crisis ended at the end of FCIP?” Both questions were scored on a scale of 15, in which 1 = not at all and 5 = very much.
Safety change. Social workers reported the level of safety in the family by giving
answers to the following questions: “To what extent was the safety of family members at
stake at the start of FCIP?” and “To what extent was it safe in the family at the end of
FCIP?” Both questions were scored on a scale of 1-5, in which 1 = not at all and 5 = very
much.
Client factors. Parents and children reported on their date of birth, their sex, their
highest level of completed formal education (elementary school up to university degree)
and on whether they had received professional care previously. Parents reported
additionally on the number of children in the family and on whether the family was either a
one-parent or a two-parent family. Social workers reported on whether the child was
subject to a supervision order (yes or no).
Therapeutic alliance. Social workers reported on the quality of the therapeutic
alliance by responding to the question to what extent a good therapeutic alliance with the
client existed (1 = not at all, 5 = very much).
Expectation. Clients reported on their expectation of successful intervention by
FCIP by answering the following questions: ‘I have positive expectations of FCIP’ and ‘I
am confident that FCIP can help our family’.
Specific method. Social workers reported on the specific approach in FCIP for
each family by answering the following questions: ‘To what extent a clear analysis of the
family situation was made?’, ‘to what extent the formulated goals were in accordance with
the problems that existed?’ Two questions concerned the extent to which social workers
had been able to ‘properly assess safety in the family’ (safety assessment) and the extent to
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which they regarded themselves capable of influencing safety (perceived self-efficacy).
Additionally, social workers indicated to what extent the approach was systemic, networkdirected, competence-directed, solution-focused and practical (using a 5-point scale in
which 1 = not at all, 5 = very much). It was also registered whether a social worker was
available immediately after referral, whether FCIP started within 24 hours after referral,
and whether FCIP exceeded a period of 4 weeks.
Statistical analyses
The Big Four model was tested using multilevel regression analyses (Goldstein,
1995), taking into account that families are nested within social workers who deliver
treatment. Multilevel analysis enables examining the degree to which changes in outcome
variables can be attributed to differences between clients who are nested within social
workers (level 1 or family level) and differences between social workers who deliver
treatment (level 2 or social worker level). Using the approach of Snijders and Bosker
(1999), we calculated the amounts of variance accounted for by each Big Four component
both at the family level and the social worker level and the total amount of variance
accounted for by the Big Four as a whole (all variables in one model). The client factors
and specific method component each consisted of a number of variables that were entered
blockwise in the multilevel regression analysis. Missing values were replaced by imputed
values that were estimated by means of expectation maximalization (Dempster, Laird, &
Rubin, 1977).
The multilevel regression analyses proceeded in several steps. In the first step, a
null-model or intercept-only model containing an outcome variable (crisis change or safety
change) and no explanatory variables was fitted to the data as a baseline. In the null-model
the variance is partitioned across two levels. The differences in crisis change and safety
change that can be attributed to families are distributed at level 1, and the differences in
crisis change and safety change that can be attributed to social workers are distributed at
level 2. In the second step, it was examined by means of a Chi-square test whether a model
with all Big Four variables fitted the data significantly better than the base-line model, and
subsequently how much variance was explained by the Big Four as a whole. In the third
step, similarly, every single Big Four component was tested against the null model, and it
was examined how much variance was explained by the separate Big Four components.
These analyses were conducted for crisis change and safety change separately. In the fourth
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step, we tested which of the specific method techniques uniquely contributed to crisis
change and safety change by inspecting the regression coefficients that were standardized
for ease of interpretation (betas). In the fifth step, we computed the relative contribution of
each Big Four component to crisis change and safety change from the explained variances
that were derived from the third step, which makes the percentages comparable to estimates
of the contribution of the Big Four to therapeutic change in previous studies that count up
to 100%.
Finally, we examined the interrelatedness (shared variance) of the Big Four
components by comparing the total variance accounted for derived from the multilevel
model containing all Big Four components with the summation of the explained variances
derived from the four multilevel models testing each Big Four component separately.
Subtracting the explained variance of the total Big Four model from the summation of
explained variance of the separate Big Four components gives the shared variance, which
shows the degree of interrelatedness.
Results
Crisis change
The null-model results in Table 1 show that 73% – 1.747 / (1.747 + 0.637) – of the variance
in crisis change could be attributed to differences among families (level 1), and that the
remaining 27% – 0.637 / (1.747 + 0.637) – could be attributed to differences between social
workers (level 2). The multilevel regression model with all Big Four components entered as
explanatory variables significantly improved model fit and accounted for 23.2% of the
variance in crisis change: X2 (20, N = 139) = 39.31, p < .01. Most of the variance accounted
for was distributed at the family level, namely, 17.4%. The explained variance at the social
worker level was 5.8%.
The multilevel model with only client factors accounted for 6.5% of the variance
in crisis change, but did not significantly improve model fit: X2 (6, N = 139) = 8.82, p = .18.
Therapeutic alliance entered as an explanatory variable accounted for 17.5% of the variance
in crisis change, and significantly improved model fit: X2 (1, N = 139) = 21.12, p < .001.
Most of the variance accounted for was distributed at the family level, namely, 12%. The
explained variance at the social worker level was 5.5%. Expectation accounted for 0.6% of
the variance in crisis change, and did not significantly improve model fit: X2 (1, N = 139) =
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0.80, p =.37. Specific method, finally, accounted for 17.5% of the variance and
significantly improved model fit: X2 (12, N = 139) = 24.34, p < .05. Most of the variance
accounted for was distributed at the family level, namely, 12.4%. The explained variance at
the social worker level was 5.1%.
The solution-focused approach showed a positive contribution to crisis change: b =
.18, p < .05.
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Table 1.
Multilevel Analysis of Crisis Change
Null

Big Four

Model

Client

Therapeutic

Factors

Alliance

Expectation

Specific
Method

Variance components
Family level

1.747

1,305

1.642

1.512

1.737

1.479

Social worker level

0.637

0.511

0.591

0.482

0.632

0.501

23.8%

6.3%

16.4%

0.6%

16.9%

21.7%

7.0%

20.5%

0.7%

19.2%

17.4%

4.6%

12.0%

0.4%

12.4%

5.8%

1.9%

5.5%

0.2%

5.1%

23.2%

6.5%

17.5%

0,6%

17.5%

Χ2

39.31**

8.82

22.31***

0.80

24.34*

df

20

6

1

1

12

Explained variance1
Family level
Social worker level
Adj. explained variance

2

Family level
Social worker level
Total explained variance

3

Note. Family level: N = 139; Social worker level: N = 28. * p < .05 ** p < .01 *** p < .001
1

The distribution of explained variance at level 1 and level 2 (e.g. 23.8% of the differences between families in

crisis change is explained by the Big Four, and 21.7% of the differences between social workers).
2

The distribution of explained variance is adjusted for the partitioning of overall (unexplained) variance between

level 1 and level 2, namely, the initial variance components of the null model (e.g. 17.4% of the overall differences
in crisis change is explained by the Big Four at the family level, and 5.8% of the overall differences in crisis
change is explained by the Big Four at the social worker level).
3

Explained variance of the model, summation of level 1 and 2 adjusted explained variance.
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Safety change
The null-model in Table 2 shows that 85% – 1.845 / (1.845 + 0.324) – of the variance in
safety change could be attributed to differences among families (level 1), and that the
remaining 15% – 0.324 / (1.845 + 0.324) – could be attributed to differences between social
workers (level 2). The model with all Big Four components accounted for 19.9% of the
variance in safety change, and did significantly improve model fit: X2 (20, N = 143) =
35.65, p < .05. Most of the variance accounted for was distributed at the family level,
namely, 17.2%. Only 2.2% was explained at the social worker level.
The multilevel model with client factors accounted for 3.5% of the variance in
safety change, and did not significantly improve model fit: X2 (6, N = 139) = 6.23, p = .40.
Therapeutic alliance accounted for 5% of the variance in safety change and significantly
improved model fit: X2 (1, N = 139) = 4.91, p < .05. The variance accounted for at the
family level was 3.7%, whereas the explained variance at the social worker level was 1.3%.
Expectation accounted for 1.3% of the variance in safety change, only distributed at the
family level, and did not significantly improve model fit: X2 (1, N = 139) = 2.58, p = .11.
Specific method, finally, accounted for 18.1% of the variance and significantly improved
model fit: X2 (12, N = 139) = 32.64, p < .01). Again, most of the variance accounted for was
distributed at the family level, namely, 16.2%. The explained variance at the social worker
level was 1.9%.
The following factors were positively associated with increase in safety: the
network approach (b = .28, p < .001), assessment of safety (b = .14, p < .05), and the
solution-focused approach (b = .26, p < .01).
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Table 2.
Multilevel Analysis of Safety Change
Null

Big Four

Model

Client

Therapeutic

Factors

Alliance

Expectation

Specific
Method

Variance components
Family level

1.845

1,410

1.756

1.806

1.806

1.439

Social worker level

0.324

0.308

0.330

0.270

0.330

0.317

20.8%

3.8%

4.3%

1.5%

19.0%

14.9%

1.7%

8.9%

0.3%

12.7%

17.7%

3.2%

3.7%

1.3%

16.2%

2.2%

0.3%

1.3%

0.0%

1.9%

19.9%

3.5%

5.0%

1.3%

18.1%

Χ2

35.65*

6.23

4.91*

2.58

32.64**

df

20

6

1

1

12

Explained variance1
Family level
Social worker level
Adj. explained variance

2

Family level
Social worker level
Total explained variance

3

Note. Family level: N = 143; Social worker level: N = 28. * p < .05 ** p < .01 *** p < .001
1

The distribution of explained variance at level 1 and level 2 (e.g. 20.8% of the differences between families in

safety change is explained by the Big Four, and 14.9% of the differences between social workers).
2

The distribution of explained variance is adjusted for the partitioning of overall (unexplained) variance between

level 1 and level 2, namely, the initial variance components of the null model (e.g. 17.7% of the overall differences
in safety change is explained by the Big Four at the family level, and 2.2% of the overall differences in safety
change is explained by the Big Four at the social worker level).
3

Explained variance of the model, summation of level 1 and 2 adjusted explained variance.
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Comparison of Big Four models
The relative contributions of the Big Four components are presented in Table 1 (crisis
change) and Table 2 (safety change). In total, the Big Four explained 23.2% of the crisis
change and 19.9% of the safety change. Concerning crisis change, both the specific method
and the therapeutic alliance explained most of the variance, followed by client factors and
expectation. With respect to safety change, the specific method explained far most of the
variance. The therapeutic alliance explained second most, and after that came client factors
and expectation, respectively. In both models, the explained variances of the intervention
components (therapeutic alliance and specific method) were higher than those of the client
components (client factors and expectation). At the same time, most of the variance, also in
the intervention categories, was explained at level 1 (differences between families). The
results of the relative contributions to crisis change and safety change, compared with
previous Big Four models, are presented in Table 3. It can be concluded that client factors
and expectations accounted for far less variance than was estimated in the previous Big
Four models and, instead, the specific method explained far more variance.
Table 3.
The Relative Contribution of the Big Four Components to Crisis Change and Safety
Change in Comparison with Previous Big Four Models.

Client factors
Therapeutic
Alliance
Expectation
Specific
Method
Total
variance

Crisis

Safety

Lambert et al.

Thomas (2006)

Thomas (2006)

change

change

(1992)

therapists

clients

15.4%

12.5%

40%

22%

16%

41.6%*

17.9%*

30%

35%

34%

1.4%

4.7%

15%

27%

22%

41.6%*

64.9%*

15%

16%

28%

100%

100%

100%

100%

100%

* p < .05 ** p < .01 *** p < .001 (significance of the contribution)
Note. The percentages reflect relative contributions of the Big Four factors to the explained variance,
which counts up to100%.
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Interrelatedness of the Big Four categories
It was found that the sum of the Big Four percentages for each component exceeded the
explained variance that was found when the total model was tested: with respect to crisis
change, the sum of the Big Four components explained 42.1 % of the variance whereas the
Big Four model explained only 23.2% and regarding safety change these percentages were
27.9% opposed to 19.9% (see Table 1 and Table 2). The additional 18.9% (crisis change)
and 8% (safety change) can be considered as overlap between the Big Four components,
which indicates interrelatedness.
Discussion
The Big Four model explained 23.2% of the variance in crisis change and 19.9% of
variance in safety change. Although the intervention-related components (i.e., therapeutic
alliance and the specific method) explained most of the variance, these contributions to
change were largely dependent on the client, i.e. accounted for at the family level. Within
the specific method, the solution-focused approach, the network-directed approach and
proper assessment of safety were found to be program characteristics that are in particular
related to change. Furthermore, the Big Four components proved to be interrelated,
illustrated by the shared variance in the prediction of crisis and safety change.
In line with expectations, the role of the specific method was found to be more
prominent than it was assumed in the Big Four model of Lambert (1992; Lambert et al.,
1986). Whereas the importance of the therapeutic alliance has been confirmed in the
present study, the specific method also proved to contribute substantially. These results
underscore the idea that social workers should invest both in building a therapeutic
relationship and appliance of specific techniques that are part of specific programs (e.g.
Eames, et al., 2009; Gearing, et al., 2010; Perepletchikova, 2009).
Somewhat different relative contributions of the Big Four categories were found
for crisis change and safety change. The therapeutic alliance contributed as much to crisis
change as the specific method did, while the specific method explained far more variance in
comparison with the therapeutic alliance regarding safety change. Concerning crisis change
a good therapeutic alliance possibly provides clients with support, hope and confidence
which could result in a decrease of crisis experience, whereas for safety change certain
specific techniques may be required to obtain systematically structured information and to
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influence behavior. It has been suggested that the therapeutic alliance may be less important
in short-term interventions (Shirk & Karver, 2003; Stams et al., 2005; Van Yperen et al.,
2010). Nevertheless, a substantial contribution of the therapeutic alliance to both crisis
change and safety change was found. Notably, crisis interventions are not only short but
also intensive, characterized by multiple contacts between clients and social workers a
week (e.g. Kinney, Haapala, & Booth, 1991; Tully, 2008) in contrast with longer but less
intensive interventions.
As the relative contribution of the Big Four components apparently can differ for
various outcome measures, it would be valuable to test the contribution of the Big Four also
with other relevant outcome measures in family crisis intervention, such as family
functioning (e.g. McCroskey & Meezan, 1997; Rossi, 1992; Thieman & Dail, 1992; Tully,
2008). In addition, testing the contribution of the Big Four to therapeutic change in other
populations than families in crisis, who are the focus of the present research, may provide
us with more knowledge on the therapeutic process with other clients in a different context.
Just as it was considered premature to generalize the estimated Big Four percentages
derived from (adult) therapy settings to the youth care context (Van Yperen et al., 2010), it
would be premature to conclude that the Big Four contributions are the same for every
therapeutic process, regardless of clients’ problems and specific methods.
Although only the specific method and the therapeutic alliance significantly
explained variance in both crisis change and safety change, it must be concluded that most
of the variance was found to be accounted for at the family level, showing the importance
of the client for intervention success (see Table 1 and Table 2). In other words, even though
the therapeutic alliance and the specific method predicted favorable outcomes more than
client factors and clients’ expectations did, the client was still crucial for therapeutic
change. This is in accordance with the findings of Thomas (2006), who showed that from
the perceptions of clients and therapists of family intervention the client was considered
essential for therapeutic change while, simultaneously, a substantial contribution of the
therapeutic alliance and the treatment method was acknowledged. These findings indicate
that the dynamic interaction between the social worker and the client characterizes the
therapeutic process, a conclusion that coincides with the interrelatedness that was found
between the Big Four components.
The explained variance at the family level for the contribution of the therapeutic
alliance and the specific method reveals that the intervention did not have the same
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contribution for every client. This suggests that the specific method is not equally suitable
for all clients and that the client seems to be conditional for a facilitating therapeutic
alliance. This cannot, or only a little, be explained by individual differences between social
workers in connecting with clients or appliance of the specific method, as such differences
did not account for much variance in crisis change and safety change. It is desirable that the
therapeutic approach is not too much dependent on the individual social worker as in that
case clients would either be lucky or unfortunate based on the individual qualities of the
social worker they encounter (e.g. Barnoski, 2004; Sexton & Turner, 2010). However, that
the contribution of the specific method was explained largely by differences between
clients also means that some clients did not profit much from the intervention for reasons
that remain unknown. There may also be many other important factors than currently
included in the Big Four model that could explain variance in therapeutic change, such as
problem severity or life events. If we can disclose more of these factors, we might be able
to explain more variance and subsequently invest in tailoring interventions better to clients’
needs.
Regarding the specific method, the solution-focused approach had a substantial
unique contribution to both crisis change and safety change. In the solution-focused
approach the client is considered as an important source for and part of solutions and
improvement of his/ her own situation (e.g. De Shazer & Berg, 1997; Gingerich, Kim,
Stams, & Macdonald, 2011). Additionally, a network-directed approach and safety
assessment also contributed considerably and uniquely to safety change, approaches that
are also dependent on cooperation with the client. From this perspective, these findings also
emphasize the important contribution of the client, or, more precisely, the dynamic
interaction between the social worker and the client. During crisis, clients are considered to
be more open to (intervention aiming for) change (Staudt & Drake, 2002) during a limited
period, requiring a dynamic interaction between social worker and client that facilitates the
clients’ change potential optimally.
Several limitations of the present study should be mentioned. First, a substantial part of the
variance in the change scores remains unexplained. Therefore, it must be noted that
disclosure of other relevant contributors to change should have attention in future research
to be able to influence these factors in intervention eventually. Considering that the
multilevel analyses revealed that the contribution of the therapeutic alliance was primarily
found at the family level but client factors did not explain a large amount of variance, it is
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plausible that we were not able to include enough relevant client factors. For example,
problem severity was not included. Moreover, we have only included variables that are part
of the Big Four in the present study, with therapeutic alliance as the isolated common or
non-specific factor. Second, the present study contains many one-item questions and the
scores in this study reflect mostly the perceptions of social workers. It would be interesting
to replicate this type of analyses with more extensive instruments and client scores. By
doing this, outcome measures such as (changes in) parenting stress and parent-child
interaction could also be included. Third, not all components contained an equal number of
variables, what might have influenced the (lack of) explained variance in components with
less variables. It must be noted, however, that the therapeutic alliance showed a substantial
contribution when compared with client factors, which contained more variables. It may
therefore be more important to establish whether the Big Four components were well
represented or underrepresented by the included variables.
Notwithstanding the limitations, the present study points out that the specific
method should be considered important. For family crisis intervention, specifically the
solution-focused approach, the network-directed approach, safety assessment and the
therapeutic alliance are relevant to changes in crisis and safety. Additionally, the results
showed that the Big Four factors are interrelated, which underscores that not only client
characteristics or social worker characteristics but also the dynamic interaction between
them is relevant for therapeutic change. Furthermore, it highlights the importance of
additional research on relevant (Big Four) factors of intervention. It must be concluded that
therapeutic change largely depended on clients, also the amount of variance that was
accounted for by the therapeutic alliance and the specific method. By disclosing more of the
therapeutic process that involves the interaction between the social worker and the client,
we might be able to provide social workers with more knowledge and techniques to
optimally utilize the change potential of clients.

6

General discussion
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The present dissertation aimed to establish the effectiveness of intensive family
preservation programs and to evaluate the Family Crisis Intervention Program, FCIP. FCIP
is a national, brief (4-6 weeks), intensive, in-home intervention program for families in
crisis. A crisis has been defined as a disequilibrium, a sudden and temporary (4 to 6 weeks)
disturbance of balance. During such a crisis state, usual coping mechanisms and support
from a social network are insufficient to solve the problems and (family) functioning is
substantially disturbed (e.g. Caplan, 1964; Hoekert, Lommerse, & Beunderman, 2000;
Rapoport, 1962). FCIP is based on the Homebuilders intervention model (Kinney, Madsen,
Fleming, & Haapala, 1977) that targets families in crisis with imminent risk for out-ofhome placement of a child and primarily aims for family preservation. FCIP serves a target
group of families in crisis, regardless of risk for placement, and aims primarily for ending
the crisis and assessment and improvement of child safety.
A meta-analytic study was presented on the effectiveness of intensive family
preservation programs. The evaluation of FCIP focused on crisis, child safety, family
functioning (parenting stress, parental competence and parent-child-interaction) and child
behavioral problems. Therapeutic changes and the therapeutic process were addressed. In
this concluding chapter the main results are summarized for each chapter separately, and
the results, strengths and limitations of the studies and implications are discussed.
Results
The meta-analytic study (Chapter 2) aimed to establish the effect of intensive, in-home
family preservation programs on prevention of out-of-home placement and family
functioning, and to examine moderators of these effects. The results showed no overall
effect on prevention of out-of-home placement, but a medium positive effect on
improvement of family functioning. The moderator analyses revealed a negative
intervention effect for families without risk for out-of-home placement and no effects were
found for families experiencing child abuse and neglect. A positive effect, a decrease in
out-of-home placements, was found for multi-problem families. Moreover, the effect of
intensive family preservation programs on out-of-home placement proved to be poorer for
families with girls, older children, younger parents, single-parents, families of non-white
ethnicity, larger families, and for families whose social workers had a higher caseload.
Intervention duration and adherence to the Homebuilders model were not associated with
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differences in effectiveness. Examination of study characteristics showed that the more
rigorous studies consistently yielded smaller effect sizes, indicating less effectiveness, and
randomized controlled trials showed intensive family preservation programs to even have a
negative effect, that is, increasing the number of out-of-home placements. There were no
indications of publication bias. The studies were limited in their reports about program
delivery and in the outcome measures addressed.
The study in Chapter 3 examined crisis in families receiving FCIP, addressing
crisis characteristics and crisis change. Children and parents reported their definition and
experience of crisis and their need for help. The results showed that all families but one
were in crisis at the beginning of the intervention but the perceived extent of crisis differed
among respondents. Clients’ needs for help were substantial and diverse, and related to
crisis experience. Crisis had decreased after FCIP according to clients and FCIP workers
but was not completely absent after the intervention. Combined with an unexpected pattern
of reported disturbed family balance in the months before FCIP, this result challenges the 46 weeks time span assumption of a crisis period.
Chapter 4 presented the evaluation of FCIP, focusing on crisis, child safety, family
functioning and child behavior problems. After FCIP, crisis had decreased and child safety
had increased according to both families and FCIP workers. Although problematic family
functioning persisted after intervention, improvements were found in parent-child
interaction, parenting stress, parental competence and child behavior problems. Crisis
change, safety change and improved family functioning were associated with program
characteristics, especially the therapeutic relationship, analysis of strengths and threats in
the family situation, intervention duration and the solution-focused approach. Parents and
children confronted with temporary out-of-home care evaluated this mostly as helpful and
desirable.
Big Four models of therapeutic change have assumed that especially client factors
and the therapeutic alliance contribute to change in treatment outcomes, whereas the
client’s expectation and the specific treatment method were, to date, considered to be far
less important (Lambert, 1992; Lambert, Shapiro, & Bergin, 1986). In Chapter 5, however,
the results showed that the specific treatment method in family crisis intervention explained
as much variance as the therapeutic alliance in crisis change, and most of the variance in
safety change. Client factors and client’s expectation contributed far less to treatment
outcomes. The multilevel analyses revealed that therapeutic change was, simultaneously,
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largely dependent on the client. The solution-focused approach, the network-directed
approach, and safety assessment contributed uniquely to positive treatment outcomes.
Furthermore, the Big Four components were considerably interrelated.
Discussion
Families in crisis
The question has been raised whether families referred to intensive family preservation
programs are experiencing a crisis that induces intervention or that the crisis equals the
threat of the child being placed out of the home (Staudt & Drake, 2002). The target group
of intensive family preservation programs has been defined as families in crisis with a child
at imminent risk for placement. FCIP targets families in crisis, regardless of risk for
placement. In the studies in Chapter 3 and 4, it has been confirmed that families
experienced a crisis, characterized by severely problematic family functioning.
Additionally, clients’ crisis definitions concurred with those in literature. It can be
concluded that the intake criterion – a crisis in the family – was largely met since most
respondents reported a (severe) crisis at the start of FCIP. At the same time, the definitions
and the diverse needs for help suggest that a family crisis is multidimensional and that the
intervention should be tailored to the specific needs of the family. The variety in needs may
partly depend on the type of crisis. Campbell (2002) distinguished three referral subgroups:
1. Families experiencing a crisis with largely clear needs, requiring immediate crisis
intervention to end the crisis. 2. Multi-problem families who are in a deadlock with other
services not being able to provide the help that is needed; for these families the intensive
intervention can function as a restart, and 3. The ‘enigmas’, families in ambiguous
situations in which a good analysis of the situation is immediately required to enable an
adequate intervention response. The questions what a family crisis essentially is, what types
can be distinguished and the way in which crisis relates to risks need further attention.
Intervention for families in crisis
The evaluation results showed a decrease in crisis and an increase of child safety and
improvements in family functioning after FCIP. Also the meta-analytic study showed
promising results of intensive family preservation programs with respect to the
improvement of family functioning. However, the effects on prevention of out-of-home
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placement were limited and sometimes totally absent or even negative. With the aim of
family preservation in mind, it seems a relevant question whether out-of-home placement of
children is prevented. However, in some cases, out-of-home placement may be the only
acceptable outcome from a child protection perspective, despite all negative consequences
associated with separating children from parents (e.g. Bowlby, 1969). Therefore, the
following question may be relevant: What goals with respect to improvement of family
functioning are related to the aim for family preservation?
The results of the meta-analysis showed that out-of-home placement was
prevented for multi-problem families, but not for families experiencing abuse and neglect.
Instead of excluding the latter group as target group, which would be a logical consequence
if placement prevention would be the only aim, these families can be included when
placement can also be perceived as part of the family crisis intervention, i.e., providing a
safe place for the child or offering respite care. Then, in-home crisis intervention could aim
at ending the crisis, collecting information about possibilities for family reunion and
exploring the social network of the family. In FCIP, temporary out-of-home care was
evaluated as desirable by the clients involved. Evans et al. (2003) have reported incremental
efficacy in the evaluation of a crisis intervention that also included respite care. Respite
care might even contribute to prevent long-term out-of-home care. This possibility should
be addressed in further research examining out-of-home care within the framework of
family crisis intervention.
Since (temporary) out-of-home care can be combined with FCIP and imminent
risk for placement is not an intake criterion in FCIP, the target group is broader than that of
the original Homebuilders model. Although preventing unnecessary placement is
considered desirable, it is more of an underlying aim of family crisis intervention. FCIP
adopted a crisis perspective instead of a risks perspective and aims primarily at ending the
crisis and improving child safety and family functioning. Nevertheless, the intervention
program remains largely comparable with intensive family preservation programs.
Moreover, whether the clients referred for FCIP actually differ from those referred for
intensive family preservation programs should be addressed with empirical data. Some
families in intensive family preservation programs were found not to experience imminent
risk for placement (e.g. Lindsey, Martin, & Doh, 2002; Rossi, 1992; Schuerman, Rzepnicki
& Littell, 1994) and the meta-analytic study in Chapter 2 showed that families in which
placement seems unavoidable were also referred for these interventions.
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The assumed time-span of a crisis has not been confirmed, shown by a longer disturbed
balance before FCIP and continuation of the crisis afterwards (see Chapter 3). The duration
of a family crisis therefore deserves attention in further research and may have implications
for the duration of family crisis interventions and/ or how these interventions should be
embedded in the youth care system.
The therapeutic process of FCIP
Chapters 4 and 5 addressed what exactly promotes therapeutic change. Although previous
Big Four models assumed that client factors and the therapeutic alliance are the main
contributors to therapeutic change (Carr, 2009; Lambert, 1992; Lambert, Shapiro, &
Bergin, 1986; Wampold, 2001), the FCIP study in Chapter 5 revealed a substantial
contribution of the specific method. Differences between families instead of differences
between FCIP workers were essential for the contribution to therapeutic change. This
indicates that while the therapeutic alliance and the specific method contributed
significantly to change, and not client factors and client’s expectations, therapeutic change
was most dependent on the client. In addition, the interrelatedness of the Big Four
components indicates that a dynamic interaction between the client and the crisis
intervention worker characterizes the therapeutic process. An important issue in
interventions with a great amount of variety in the target group is how to preserve program
integrity and simultaneously engage in treatment differentiation. Mazzucchelli and Sanders
(2010) addressed this tension between adherence and flexibility in program delivery. They
concluded that providing population-specific variants, comprehensive program materials,
reevaluation of the use of program elements with various cases and investing in training
intervention workers are important to create an optimal balance. Notably, a large amount of
variance in therapeutic change, especially concerning differences between families
remained unexplained. Disclosing more factors that contribute to therapeutic change can
provide more knowledge on how to vary the family crisis intervention intentionally for the
various clients.
In Chapter 4 associations were found between program characteristics and changes
in crisis, child safety and family functioning. For example, the therapeutic alliance, the
solution-focused approach and analysis of the situation were positively related to change. In
addition, most clients reported that FCIP contributes to crisis change and evaluated the
intervention and especially their FCIP worker positively (Al et al., 2009). Chapter 5 showed
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that the solution-focused approach, the network-focused approach and safety assessment
contributed uniquely to crisis change or/ and safety change, implying that these program
characteristics in particular are important in family crisis intervention. These approaches
require involvement of clients, which coincides with the conclusion that the dynamic
interaction is important. A quick start and the system- and competence approach, for
example, are also defining characteristics of FCIP that were not uniquely associated with
therapeutic change. An explanation can be that the association between program
characteristics and therapeutic change differs for various respondents (see Chapter 4 that
included client reports), which should have attention in further research.
Evaluation
For establishing success in family crisis intervention a reconsideration of aims and,
consequently, outcome measures may be needed. When targeting families in crisis,
regardless of risk for placement, as FCIP does, aiming for improvement of crisis change,
safety change and improvement of family functioning seems appropriate instead of
focusing on prevention of placement. Such a promotion- instead of a prevention focus
allows more specific, positively formulated intervention goals. Although the results in
Chapter 3 show that the time-span of a crisis may not always be as brief as has been
assumed (4-6 weeks), the limitedness of a crisis period implies that crisis change cannot be
the sole outcome measure either, and child safety, family functioning, child behavior
problems and social support are necessary to evaluate as well. In addition, it is advisable to
examine the contribution of the intervention and its particular program characteristics to
therapeutic change.
Providers of family crisis interventions should continue efforts to monitor the
implementation and to tailor the intervention better to the clients’ needs, based on scientific
knowledge and information that is collected in practice. The information gathered cannot,
however, be automatically interpreted as effectiveness data.
Strengths and limitations
The substantial percentage of non-response (58%), study drop-out and the informant
underrepresentation of boys and fathers are limitations of the evaluation of FCIP. The
inclusion of only one child per family may also impact the informative value of the study
results by decreasing generalizability. However, non-response analyses showed nearly no
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differences between participants and non-participants with only one exception. An
underrepresentation of families with a supervision order for a child was found, but within
the sample of participants no differences in outcomes were found between families with or
without supervision order (Al et al., 2009). In addition, the severity and type of problems of
the sample seemed to be exemplary for the FCIP target group, which diminishes the chance
of a non-response bias. By embedding the questionnaires in the intervention, perhaps more
families could have been included, but that might also have meant imposing too much of a
burden on FCIP workers. Keeping it in our own hands allowed for a more comprehensive
and less subjective data collection. Moreover, because the study was totally independent of
FCIP, socially desirable answering by clients may have been reduced.
Some informants were missing since in most families not all family members
participated, for example because the family was a single-parent family or the child was
younger than eight. Some clients decided not to participate in the post measurement and/ or
the follow-up measurement, and others could not be traced. The majority of respondents
who participated at two measurements reported a severe crisis. In addition, the scores of the
FCIP workers were available for the entire sample of families, regardless of drop-out of the
study. It is advisable, however, to invest in reducing study drop-out and to ensure that
families can be reached also after intervention. Substantially more mothers participated
than fathers. An explanation can be that in single-parent families more often the mother is
the caregiver. However, improvements regarding parental competence and parent-child
interaction were found only for mothers. It is possible that fathers were also
underrepresented in the intervention process, as was reported by FCIP workers. Further
research should therefore direct special attention to the role of fathers in the intervention. In
addition, more girls participated in the study than boys. How this may have affected
outcomes remains unknown. Finally, only one child per family was included in the study.
Brothers and sisters were automatically excluded despite of their involvement in the
situation. With respect to the adults, parents or primary caregivers were invited to
participate. It would be valuable to involve also other informants in future research, for
example other professionals.
The use of many one-item instruments and self-constructed instruments, lacking
sufficient knowledge on psychometric qualities, may raise questions about validity of our
results; validation is advisable. The associations found between these instruments and
validated instruments that were included, however, indicate that the constructs were
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addressed as intended. Another limitation was the absence of a control group. It should be
emphasized that the present study did not pretend to draw conclusions about the
effectiveness of FCIP, but aimed to provide a first evaluation.
Conclusion and implications
The meta-analytic study showed a positive effect of intensive family preservation programs
on improvement of family functioning. It was found that these programs generally did not
prevent out-of-home placement and even resulted in more placements for certain families.
These moderator analyses revealed that the effect of intensive family preservation programs
on placement prevention was moderated by type of problems, risks, sex and age of the
child, parent age, number of children in the family, single-parenthood, non-white ethnicity,
and caseload of the social workers, but not by adherence to the Homebuilders model and
intervention duration. In addition, study characteristics (study design and study quality),
and publication characteristics (publication type, publication year and journal impact factor)
were found to be associated with placement prevention outcomes.
The evaluation of FCIP showed that clients were in crisis at the start of the
intervention, that they experienced a substantial and diverse need for help and that family
functioning was severely disturbed. After FCIP, crisis had decreased, child safety had
increased and improvements of family functioning were found. The findings that
problematic family functioning remained and the crisis did not end in many families
indicate that a good advice for and transition to aftercare would be helpful. Although the
evaluation design does not allow conclusions about the effectiveness of FCIP, the results
suggest a contribution of FCIP to therapeutic change. This can be illustrated by the
associations between program characteristics and changes in crisis, child safety, and family
functioning. Especially the therapeutic alliance and a solution-focused approach were
important for both crisis change and safety change. The network approach and safety
assessment contributed uniquely to safety change. Also, analysis of the situation was
associated with therapeutic changes. This implies that these program characteristics and the
therapeutic alliance are important to address in the training of FCIP workers and in
supervision. In addition, the specific method and the therapeutic alliance contributed more
to therapeutic change than client factors and clients’ expectations. Notably, the Big Four
components were interrelated. Since, in addition, therapeutic change depended more on
differences between families than on differences between FCIP workers, it can be
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concluded that therapeutic change requires a dynamic interaction between families and
social workers that optimally facilitates the family’s change potential.
Although brief, intensive, in-home interventions have been flourishing for over
forty years now, the intervention was not found to be effective (for at least part of its target
group) in preventing out-of-home placement. However, promising results were found with
respect to improvement in family functioning. Furthermore, even if the intervention does
not succeed in family preservation, there is a need for family crisis intervention from a
child protection perspective. Analysis of the situation and safety assessment are necessary
and urgent when a family crisis occurs and may be an intervention goal itself. Because of
the desirability of family preservation above out-of-home placement if the family is or can
become safe enough for the child, there seems to be no alternative for such an intervention
model. Nevertheless, this conclusion does not automatically imply continuation of all
aspects of the current model. The intervention duration may need to be reconsidered.
Furthermore, out-of-home placement cannot be considered a failure of intervention in cases
in which the family preservation ideal needs to be overruled by child safety protection (i.e.
abuse and neglect), and temporary (respite) out-of-home care may be facilitating for
eventual family preservation at times. The shift from intensive family preservation to
family crisis intervention, adopting the crisis perspective used in FCIP, may therefore be a
promising redefinition of a program model that then shifts from a prevention of placement
focus to a promotion of crisis change, safety change and improvement of family
functioning focus.
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The present dissertation aimed to evaluate the Family Crisis Intervention Program, FCIP,
and to establish the effectiveness of intensive family preservation programs. A general
introduction to family crisis intervention is provided in Chapter 1. Chapter 2 consists of the
meta-analytic study that has been conducted to establish the effectiveness of intensive
family preservation programs. Chapter 3 focuses on the phenomenon of family crisis and its
role in family crisis intervention. The evaluation of the Family Crisis Intervention Program
is presented in Chapter 4, addressing crisis change, safety change, changes in family
functioning and child behavior problems. In this evaluation, associations between program
characteristics and the positive changes were explored and clients’ perceptions of out-ofhome care were examined, which was expanded to the relative contribution of the Big Four
factors of therapeutic change (client factors, therapeutic alliance, expectation and the
specific method) and to the role of families and FCIP workers in therapeutic change in
Chapter 5. Chapter 6 is the general discussion.
The results of the meta-analysis showed no overall effect on prevention of out-ofhome placement. Concerning improved family functioning, a medium positive effect was
found. Intensive family preservation programs were effective in preventing placement for
multi-problem families, but not for families experiencing abuse and neglect. Moreover, the
effect on out-of-home placement proved to be moderated by client characteristics (sex and
age of the child, parent age, number of children in the family, single-parenthood, non-white
ethnicity), program characteristics (social worker caseload), study characteristics (study
design and study quality), and publication characteristics (publication type, publication year
and journal impact factor (Chapter 2).
The results showed that the families that were referred to FCIP and their FCIP
workers generally identified a crisis situation, in accordance with the intake criterion of the
occurrence of a crisis, although some perception differences were found between
respondents, and some clients indicated they were not in crisis or only a little bit. A
substantial need for help was found that was diverse and was also related to crisis
experience. The assumed sudden start of a crisis and the time limited character (4 to 6
weeks) was not confirmed in our study (Chapter 3).
After FCIP, crisis had decreased and safety had increased according to families
and FCIP workers, and improvements were found in parenting stress, parental competence
(for mothers), child behavioral problems (according to parents) and parent-child interaction
(according to mothers). The solution-focused approach, the therapeutic alliance, extended
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intervention duration and the analysis of the situation were associated with the
improvements that were found. The families who experienced out-of-home care of a child
during FCIP generally reported that they agreed with the out-of-home care and indicated a
positive role of such care (Chapter 4).
Concerning the contribution of client factors, therapeutic alliance, clients’
expectations and the specific intervention method (the Big Four) to crisis and safety
change, the specific method explained most of the variance. The solution-focused approach,
the network-approach and safety assessment contributed uniquely to crisis or safety change.
The therapeutic alliance explained as much variance as the specific method did in crisis
change, and was the second most important contributor to safety change. Client factors and
expectation accounted for far less variance in therapeutic change. Simultaneously with the
specific method and the therapeutic alliance contributing most, differences between clients
explained most of the variance compared to differences between FCIP workers. The Big
Four components were found to be substantially interrelated (Chapter 5).
Strengths and limitations of the studies and implications for research, policy and
practice are discussed, addressing family crisis, family crisis intervention, the therapeutic
process and evaluation (Chapter 6).
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Het doel van dit proefschrift was om de crisisinterventie Ambulante Spoedhulp te evalueren
en de effectiviteit te toetsen van intensieve ambulante interventies voor gezinnen in crisis
met risico op uithuisplaatsing van een kind. Hoofdstuk 1 vormt een algemene inleiding op
interventie voor gezinnen in crisis. Hoofdstuk 2 presenteert de meta-analyse waarin de
effectiviteit van intensieve ambulante interventies voor gezinnen in crisis met risico op
uithuisplaatsing van een kind getoetst wordt. In hoofdstuk 3 is aandacht voor het fenomeen
crisis en de rol van crisis in crisisinterventie voor gezinnen. De evaluatie van Ambulante
Spoedhulp is beschreven in Hoofdstuk 4, waarin veranderingen in crisis, veiligheid,
gezinsfunctioneren en gedragsproblemen van kinderen centraal staan. In deze evaluatie
werd ook de samenhang tussen interventiekenmerken en positieve veranderingen
onderzocht en er was aandacht voor de ervaring van cliënten ten aanzien van opvang voor
kinderen buiten het gezin als dit aan de orde was. Verder werd onderzocht in hoeverre
cliëntfactoren, de werkrelatie tussen de hulpverlener en de cliënt, hoop en verwachting van
de cliënt en de specifieke interventiemethode (‘the Big Four’) bijdroegen aan de
veranderingen en wat de rol van cliënten en hulpverleners hierin was (Hoofdstuk 5).
Hoofdstuk 6 voorziet in een algemene discussie.
De resultaten van de meta-analyse lieten zien dat intensieve ambulante interventies
voor gezinnen in crisis met risico op uithuisplaatsing van een kind in het algemeen geen
effect hadden op preventie van uithuisplaatsing van kinderen. Wat betreft verbetering van
gezinsfunctioneren werd een middelgroot positief effect gevonden. De interventies waren
effectief in het voorkómen van uithuisplaatsing voor multiproblem-gezinnen maar niet voor
gezinnen waarin mishandeling/verwaarlozing speelde. Verder bleek het effect op
uithuisplaatsing afhankelijk van cliëntkenmerken (sekse en leeftijd van het kind, leeftijd
van de ouder, het aantal kinderen in het gezin, het aantal ouders in het gezin en etniciteit),
interventiekenmerken (caseload van de hulpverlener), studiekenmerken (onderzoeksdesign
en studiekwaliteit) en publicatiekenmerken (publicatietype, publicatiejaar en impact factor)
(Hoofdstuk 2).
De resultaten lieten zien dat gezinnen die verwezen waren naar Ambulante
Spoedhulp en hun hulpverleners in het algemeen de situatie als een crisis typeerden, in
overeenstemming met het instroomcriterium ‘aanwezigheid van een crisissituatie’, hoewel
enige perceptieverschillen werden gevonden tussen de respondenten, en sommige cliënten
rapporteerden dat zij niet in crisis waren of slechts een beetje. Er was een substantiële
hulpbehoefte, die gevarieerd was en samenhing met de door cliënten ervaren mate van
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crisis. De plotselinge start en het (4 tot 6 weken) tijdgebonden karakter van crisis werden
niet bevestigd in dit onderzoek (Hoofdstuk 3).
Na Ambulante Spoedhulp bleek de crisis afgenomen en veiligheid toegenomen te
zijn volgens cliënten en hulpverleners. Er werden ook verbeteringen gevonden op het
gebied van opvoedingsstress, ouderlijke competentie (bij moeders), gedragsproblemen van
kinderen

(volgens

ouders)

en

ouder-kind-interactie

(volgens

moeders).

De

oplossingsgerichte benadering van Ambulante Spoedhulp, de werkrelatie tussen cliënt en
hulpverlener, verlengde interventieduur

en analyse van de gezinssituatie vertoonden

samenhang met de gevonden verbeteringen. De gezinnen die te maken hadden met opvang
buiten het gezin tijdens Ambulante Spoedhulp rapporteerden het veelal eens te zijn geweest
met deze opvang en beoordeelden deze vorm van hulp als positief in hun situatie
(Hoofdstuk 4).
Wat betreft de bijdrage van cliëntfactoren, de werkrelatie tussen de hulpverlener
en de cliënt, hoop en verwachting van de cliënt en de specifieke interventiemethode (de Big
Four) aan crisisafname en veiligheidstoename werd gevonden dat de specifieke
interventiemethode de meeste variantie in verandering verklaarde. Binnen de interventie
droegen in het bijzonder de oplossingsgerichte benadering, de netwerkbenadering en het in
kaart brengen van veiligheid bij aan de veranderingen. De werkrelatie tussen cliënt en
hulpverlener verklaarde evenveel variantie als de specifieke interventiemethode ten aanzien
van crisisafname en droeg na de methode het meest bij aan veiligheidstoename. Afgezien
van

de

bevinding

van

de

prominente

relatieve

bijdrage

van

de

specifieke

interventiemethode en de werkrelatie tussen cliënt en hulpverlener aan veranderingen, werd
gevonden dat de variantie in veranderingen voornamelijk afhankelijk was van verschillen
tussen gezinnen in plaats van verschillen tussen hulpverleners. Verder bleken de ‘Big Four’
componenten substantiële onderlinge samenhang te vertonen.
Naast een samenvatting van de resultaten, worden de sterke kanten en beperkingen
van het onderzoek en implicaties voor onderzoek, beleid en praktijk besproken in de
algemene discussie, met aandacht voor gezinscrisis, interventie voor gezinnen in crisis, het
interventieproces en evaluatie (Hoofdstuk 6).
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Een proefschrift biedt een uitgelezen kans om mensen te bedanken en ik pak even goed uit; niet alleen
omdat het dankwoord het meest gelezen deel van een proefschrift is, of omdat ik geregeld niet kort
van stof ben, maar vooral omdat er veel te bedanken valt.
Ook hen die niet meteen voor de hand liggen…
De afdeling Sociale Psychologie van de Vrije Universiteit, die mij wetenschappelijk opleidde, waar
de kamerdeuren altijd open stonden voor studenten en die mijn enthousiasme over de toepasbaarheid
van sociale psychologie voedde. In het bijzonder wil ik Nils Jostmann noemen, ook ‘overgelopen’
naar de UvA, met wie ik tijdens het onderzoeksdeel over doelen prettig heb samengewerkt.
Mijn opleidingsgroep van de Opleiding tot Mediator (2009-2010) bij Schouten &
Nelissen voor de leuke en interessante vrijdagen, de docenten voor de waardevolle oefeningen,
feedback en treffende voorbeelden van conflictsituaties, onder andere binnen de wetenschappelijke
wereld, en mijn medecursisten voor de bijzondere inkijk in voor mij als jongste nieuwe professionele
settings, voor de verschillende eigen stijlen, het goede toneelspel en de boeiende vragen en
gesprekken. De opleidingsdagen waren een inspirerende, activerende en meer dan prettige afwisseling
tijdens mijn promotieonderzoek.
Mijn intervisiegroep: Barbara, Eva & Eva, Evelien, Judith, Meredith, Renske en Rosaura.
De zes-wekelijkse 2-urige bijeenkomsten waren een goede plek voor reflectie, met elkaar meedenken,
en zeker ook voor gezelligheid (en lekkere hapjes!).
Iedereen van Dansacademie Lucia Marthas die ertoe heeft bijgedragen dat ik met zoveel
plezier heb gedanst en dat mijn conditie nog een beetje op peil bleef ondanks de vele computeruren.
Uiteraard mijn co-auteurs en collega’s…
Prof. Dr. Frans Oort, als co-auteur bij één van de artikelen, maar ook als vraagbaak bij statistische
vraagstukken. Wat was het prettig om door jouw rustige uitleg en meedenken met een oplossing én
met het gevoel niet volledig ondeskundig te zijn, maar ‘geconfronteerd met een inhoudelijk
vraagstuk’ je kamer te verlaten. Bedankt voor je flexibiliteit, vriendelijkheid en deskundigheid.
Prof. Dr. Tom van Yperen, op wiens werk wij konden voortbouwen in hoofdstuk 5 en met
wie ik heel prettig heb samengewerkt voor het Big Four artikel. Ik hoop nog vaker zulke stimulerende
gesprekken over (verbetering van) de jeugdzorg met je te hebben.
Mijn kamergenote op zolder: Dr. Annemarie Meijer, die de vele telefoontjes op de
crisislijn moest verdragen, onze groene zône op de kamer in leven hield en altijd geïnteresseerd is
blijven vragen hoe het me verging.
Mijn collega AiO’s op de afdeling, Esther Hakvoort, Julia Dewald, Dominique Sieh en
Imane Oulali, de ‘Ballroom-ladies’, de afgelopen tijd vooral gezien in onze ‘extended office’ de
Coffee Company, en in eerdere tijden Eva Marinus (wat zit je nu ver weg...) en Jantine Spilt (wat een
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leuke gesprekken over religie), door wie ik, uiteraard ook met Judith Bekebrede (post-Vossius
tijden...), Marjolein Verhoeven (ook nog van de zolder) en Corine van der Bruggen (lang leve de
cccc’s!), werd meegenomen in AiO- overleggen en activiteiten (van lunches tot kanoën) en wier vijf
promoties én huwelijken ik inmiddels heb mogen meevieren! Bedankt voor het wegwijs maken en
voor alle leuke herinneringen.
Mijn directe collega’s van Forensische Orthopedagogiek, de groep die ik sinds het begin
in 2007 heb mogen zien groeien, die probeert onmogelijke bergen werk te verzetten met passie voor
een jong maar explosief masteronderwijs- en onderzoeksprogramma, maar wel de tijd neemt voor een
etentje, een uitje door de grachten, of een excursie tot aan het mooie Friesland. Machteld Hoeve, Inge
Wissink, Arna van Beek, Claudia van der Put, Chrissy James en Sanne de Vries (sharing the same
Spirit ;)) en (special buddy en onofficiële paranimf) Eveline van Vugt. Ik zal jullie missen, maar hoop
jullie gewoon nog vaak tegen te komen!
En zeker ook studenten…
De masterstudenten van Forensische Orthopedagogiek, die college geven tot een eervolle
onderwijstaak maken met hun actieve en gemotiveerde deelname. Jullie opdrachten over persoonlijke
doelen en professionele ontwikkeling stemmen mij hoopvol over de aanstormende generatie
Forensisch Orthopedagogen.
Mijn OZP-groepjes, de twee ‘schakel’groepjes die in het belang van de gezinnen ook na
het practicum hun ‘eigen’ gezinnen bezochten met vragenlijsten, en met name mijn eerste OZP
groepje, Roos, Eva, Mirjam, Marit, Annika en Sezen, die vanaf de start aan dit onderzoek
meewerkten en verslaafd raakten. Naast jullie bachelorscriptie, die ook eraan werd gewijd, heb ik van
vijf van jullie ook de masterscriptie mogen begeleiden. Jullie betrokkenheid en inzet hebben enorm
bijgedragen!
Ook mijn andere scriptiestudenten, Ellen (ook in je onderzoeksstage heb je veel waardevol
werk verzet), de twee Inge’s, Lotte, Yvette, Marieke, Esther, Miranda, Jorien en Quirien, wil ik
bedanken. Jullie voedden mijn enthousiasme en maakten het mogelijk vele deelonderzoeken uit te
voeren, o.a. over programma-integriteit, culturele sensitiviteit, follow-upresultaten, subgroepen en
uithuisplaatsing.
En natuurlijk mijn student-assistenten, Femke, Eva, Mirjam en Marieke, zonder wier
ondersteuning ik waarschijnlijk zelf in crisis was geraakt. Dan nog Mo en Sezen: bedankt voor jullie
vertaalwerk voor de Turkse vragenlijsten.
Verder ben ik veel dank verschuldigd aan cliënten en medewerkers van Spirit...
Primaire dank wil ik uiten aan het adres van de gezinnen die Spoedhulp ontvingen en deelnamen
aan het onderzoek, die mij en de andere onderzoekers heel dichtbij lieten komen in een moeilijke
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periode in hun leven. Zij lieten ons hun persoonlijke situatie, kwetsbaarheid en veerkracht met een
bewonderenswaardig grote openheid zien, waarmee zij, behalve het onderzoek überhaupt mogelijk te
maken, ook een belangrijke bijdrage leverden aan de interpretatie van de cijfermatige
onderzoeksgegevens.
De jeugdhulpverleningsorganisatie Spirit is voor mij niet alleen de organisatie waar ik
Spoedhulp heb onderzocht. Spirit is ook de organisatie waar ik als stagiaire en later als medewerker
de kans kreeg aan boeiende projecten mee te werken en de organisatie die het woord professionaliteit
voor mij inhoud heeft gegeven. Ik kan op deze plek niet iedereen bij naam noemen die ik binnen
Spirit dank verschuldigd ben. Toch wil ik de volgende afdelingen en mensen specifiek noemen.
De Leefgroepen De Verhulst en De Pijler, waar ik de complexe en dynamische realiteit
van de hulpverlening kon ervaren, de Cliëntregistratie, die mij en de andere onderzoekers gastvrij
ontving en keer op keer flexibel aan onze verzoeken om extra gegevens(overzichten) voldeed; Nina
en Barbara, bedankt! En de Afdeling inhoud, en in het bijzonder O&O waar ik veel leerde en altijd
met plezier terugkom.
Het

middenkader

van

Spoedhulp,

afdelingsmanagers

en

orthopedagogen/

psychologen. In de (eerst nog) maandelijkse inhoudelijke werksoortoverleggen, waar ik graag aan
deelnam heb ik jullie leren kennen als deskundige en betrokken leidinggevenden. Ik ben jullie
dankbaar voor jullie eigen deelname, maar ook voor het steeds weer motiveren van jullie teams,
ondanks verzuchtingen, om de dingen te doen die ik vanuit het onderzoek op jullie afvuurde.
Veel dank gaat uit naar de hulpverleners van Spoedhulp, die ik altijd met plezier in de
regio bezocht en telefonisch stalkte. Bedankt voor de inspanningen voor het onderzoek, de
hartelijkheid waarmee jullie mij keer op keer ontvingen, ondanks de eisen van het onderzoek, maar
ook voor het vertrouwen om mij mee te nemen naar jullie cliënten, je op de vingers te laten kijken en
dan ook nog om feedback te vragen. Wat er ook in dit proefschrift beschreven staat over de
inspanningen die nodig zijn om effectiviteit van crisisinterventie te vergroten, jullie zijn het die
dagelijks bij de gezinnen die hulp nodig hebben binnenstappen; gezinnen bij wie menigeen geen
ingang zou vinden en waar velen zich geen raad mee zou weten in complexe situaties die jullie in een
paar weken proberen te overzien én te beïnvloeden. Jullie hebben een ontzagwekkend vermogen om
met heel verschillende mensen om te gaan en te interveniëren in een ontwrichte gezinssituatie. Ik ben
onder de indruk van jullie open, respectvolle en tegelijk daadkrachtige, confronterende en
professionele manier van werken.
Enkele mensen wil ik in het bijzonder bedanken voor hun bijdrage en begeleiding:
Esther Overweter, die ik in haar vele managementfuncties binnen Spirit bleef tegenkomen tot mijn
plezier, Annemarie van de Vall, vol humor en positieve energie, met wie in mijn stage een leuke
band kreeg en met wie ik in het laatste jaar mocht samenwerken rondom Spoedhulp, Theo Schut, die

Dankwoord | 135

135
als manager van de afdeling Inhoud mij aan het werk hield tot ik bij de UvA kon beginnen en die deel
was van de begeleidingsgroep van het onderzoek, en uiteraard Baukje Vermeiden, die mij
begeleidde als stagiaire, en met wie ik het meest en meer dan prettig heb samengewerkt vóór en
tijdens mijn promotietraject. Je hebt heel veel bijgedragen aan mijn professionele ontwikkeling.
Mijn copromotor Dr. Jessica Asscher, die later bij mijn project betrokken raakte, maar
een belangrijke rol is gaan vervullen, met wie ik in korte tijd een goede band opbouwde, die mij
voorzag van vruchtbare tips op velerlei gebied en betrokkenheid toonde tot vlak vóór, na en zelfs op
de dag van haar bevalling. Jessica, ontzettend bedankt voor je inhoudelijke bijdrage, je bemoedigende
woorden en de vele gezellige koffies, met of zonder kids.
Mijn promotoren Prof. Dr. Peter van der Laan en Prof. Dr. Geert Jan Stams, een voor
mij waardevolle combinatie in de begeleiding. Peter, een bron van kennis en visie. Bedankt voor het
vertrouwen dat je me hebt gegeven, de ruimte die je liet voor eigen invulling en tegelijk de
betrokkenheid bij mijn project waarmee je ingreep, meedacht en er was wanneer dat nodig was. Je
vriendelijke, rustige en bedachtzame manier van begeleiding hebben mij erg geholpen. Ik waardeer
het zeer dat je ook na je vertrek bij de UvA, tot het eind, mijn promotor hebt willen blijven. Geert
Jan, die altijd goede ideeën heeft om onderzoeksgegevens te benutten, die met grenzeloze toewijding
probeerde mijn ideeënstroom bij te houden en in goede banen te leiden, die mijn leerpunten geduld en
flexibiliteit een hele nieuwe dimensie heeft gegeven en die er niet vies van is om zelf met zijn voeten
in de modder te staan om gezamenlijk iets goeds tot stand te brengen. Bedankt voor je aanstekelijke
wetenschappelijke passie, je waardevolle hulp bij het verbeteren van teksten en het verfijnen van
analyses, je humor, de pizza’s en de boeiende inhoudelijke gesprekken, over crisis(interventie), maar
ook over politiek en wetenschap.
Ook wil ik mijn privé-omgeving bedanken
Mijn huisgenoten, bij wie ik stoom kon afblazen als dat nodig was, die mijn katten verzorgden zodat
ik op vakantie kon, die mij in en uit zagen vliegen en uren achter de computer zagen zitten en die me
altijd een gezellige thuisbasis gaven.
Mijn vrienden, die jarenlang mijn verhalen over werk moesten aanhoren en toch
geïnteresseerd bleven, leuke dingen wilden blijven doen en op wie ik zou kunnen rekenen in tijden
van crisis. Omdat ik hier geen recht kan doen aan de waarde van jullie vriendschap, noem ik geen
namen maar bedank ik ieder voor onze bijzondere en unieke band. “Vrienden zijn de familie die je
kiest.” Ik noem wel Myrthe, die bijsprong bij het invoeren van de vragenlijsten, Fanny, die mijn
vragenlijsten en posters ontwierp, en Freke, die figuur 2 in hoofdstuk 3 en de kaft van dit proesfschrift
ontwierp.
Mijn paranimfen, Evelien van de Veer en Amos Israel. Beiden sociaal psycholoog, beiden
promoverend en beiden heel belangrijk voor mij. Evelien, na veel gedeeld te hebben in onze
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studiejaren, na zeven vakanties, ontelbare etentjes, al je steun en al het plezier in de afgelopen elf jaar,
hoefde ik geen moment na te denken wie er als paranimf naast me zou staan. Lieve neef, Amos, dank
voor je relativerende humor, scherpe inhoudelijke blik en warme betrokkenheid. Wat fijn dat je
ondanks de afstand en je drukke gezin mijn paranimf wilt zijn.
Dan last but not least mijn familie, de grote familie Al, met wie de Al-met-Al dagen steeds
maar leuker worden. De familie van m’n moeder, grotendeels meer op afstand (Amerika, Canada,
Israël), maar toch heel nabij. Mijn lieve oom Joseef en tante Ruth en hun (klein)kinderen wil ik in het
bijzonder noemen. Jullie leerden mij wat familie is. De 2,5 maand quality time bij jullie in Jeruzalem
in 2011 was fantastisch. En natuurlijk mijn eigen gezin, mijn broertje z.l., van wie ik misschien wel
het meest leerde, mijn belangrijkste voorbeeld: mijn vader z.l., en mijn moeder: heerlijk, onze
gedeelde interesses en je steun en warmte. Ik ben dankbaar voor wat jullie me voor het leven hebben
meegegeven.
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The cover of this dissertation may need some explanation. The vase is a variation on an illustration of
the psychologist Edgar Rubin (1915), representing a vase and human faces that face each other, and
showing that there can be different perspectives in perception. The vase on the cover represents a
family (see the profiles of two adults and two kids). The flower refers to the intervention program that
is evaluated (FCIP/ Spoedhulp), which is one of the many interventions that were developed and
implemented in the Netherlands (the youth care field has been described as grassland with all kinds of
flowers sprouting in an uncoordinated fashion). In this case, the flower (crisis intervention) enters the
vase (the family) aiming to be transparent and to create transparency of the family’s strengths,
problems and needs.
The vase on the back cover represents a family after the crisis (intervention). The mosaic vase is
unfinished because in most cases the families are still confronted with problems, in the process of
rebuilding. The mosaic, which is of all times and places, as is crisis, can be seen as a metaphor for
how broken pieces can be put together into something beautiful and how they are more than a sum of
pieces, like a (family) system. The colored pieces illustrate the creativity and versatility of FCIP and
the diversity and uniqueness of families. They also refer to the limitedness of our knowledge about
the factors that contribute to therapeutic change. The rainbow has a link with the Dutch book7 and
refers to the findings on crisis, being a situation with positive and negative features, chances and
challenges, a combination of sunshine and rain. Al et al. emphasizes that this dissertation is not an
individual result but one that has received the input and contribution of many.
A flower in a vase is always temporary, as is crisis intervention. The vase (the family) may welcome
other flowers (aftercare) or can be a piece of art on its own. Whether this type of flower will keep
growing on the land of the youth care field probably depends on its nutrition, the climate and its
match with other flowers.

7

‘Komt na regen zonneschijn? Resultaten van twee jaar onderzoek naar Spoedhulp Spirit’ (Al,
Stams, & Van der Laan, 2009)
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