UvA-DARE (Digital Academic Repository)

One size does not fit all
The need for treatment tailoring in youth and family services
Bijlsma, A.
Publication date
2022

Link to publication
Citation for published version (APA):
Bijlsma, A. (2022). One size does not fit all: The need for treatment tailoring in youth and
family services.

General rights
It is not permitted to download or to forward/distribute the text or part of it without the consent of the author(s)
and/or copyright holder(s), other than for strictly personal, individual use, unless the work is under an open
content license (like Creative Commons).
Disclaimer/Complaints regulations
If you believe that digital publication of certain material infringes any of your rights or (privacy) interests, please
let the Library know, stating your reasons. In case of a legitimate complaint, the Library will make the material
inaccessible and/or remove it from the website. Please Ask the Library: https://uba.uva.nl/en/contact, or a letter
to: Library of the University of Amsterdam, Secretariat, Singel 425, 1012 WP Amsterdam, The Netherlands. You
will be contacted as soon as possible.

UvA-DARE is a service provided by the library of the University of Amsterdam (https://dare.uva.nl)
Download date:07 Oct 2022

Chapter 4

Personalizing Child Protection: The
Value of Responsivity Factors

This chapter is adapted from:
Bijlsma, A. M. E., van der Put, C. E., Overbeek, G. J., Stams, G. J. J. M., & Assink,
M. (2021). Personalizing child protection: The value of responsivity factors.
Social Sciences, 10(6), 205. https://doi.org/10.3390/socsci10060205

Chapter 4

Abstract

Personalization is an important strategy for enhancing the effectiveness of treatment
that is aimed at reducing the risk of child maltreatment. In recent years, a growing
body of research has appeared on how child protection can benefit from the principles
of the Risk-Need-Responsivity model, but no attention has yet been paid to the
implementation of the responsivity principle in child protection. Put simply, this
principle states that treatment must be tailored to individual characteristics of clients
to optimize its effectiveness. This study was the first to address how the responsivity
principle can be of value in child protection. First, a systematic review of responsivity
factors in forensic care was performed. Second, the relevance of applying each factor in
child protection was examined through interviews with clinical professionals working
in the field, who also provided suggestions on how treatment can be tailored to each
of these factors. This resulted in an overview of seven responsivity factors all related
to caregiver characteristics: problem denial, motivation to cooperate with treatment,
psychological problems, cognitive abilities, cultural background, practical barriers
such as financial problems and social support, and barriers to specific treatment types
such as group therapy. Implications and recommendations for strengthening clinical
practice are discussed.
Keywords: child protection; RNR-model; responsivity; caregiver characteristics
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Introduction

Child maltreatment is a worldwide public health problem with serious long-term
consequences for the development of millions of children (e.g., English et al. 2005;
Gilbert et al. 2009; Stoltenborgh et al. 2015). Therefore, effective intervention
programs for reducing the risk are highly needed. Throughout the years, a wide range
of parent support programs aimed at reducing (the risk of ) child maltreatment have
been developed, but the actual effects of these programs are still only small to modest
(Euser et al. 2015; Van der Put et al. 2018a; Vlahovicova et al. 2017).
The effectiveness of parenting programs that target maltreatment can probably be
enhanced by tailoring these programs to the individual needs and characteristics of
caregivers (Ng & Weisz 2016; Weisz 2014). A way to facilitate such personalized
intervention in child protection is through applying the Responsivity principle from
the Risk Need Responsivity model of effective judicial interventions (Andrews et al.
1990), which enables reduction of barriers to treatment participation, and optimization
of treatment circumstances. Recently, researchers argued that the RNR principles can
also be applied to child protection services in order to enhance the effectiveness of
treatment aimed at reducing the risk of (recurring) child maltreatment (e.g., Van der
Put et al. 2016b, 2018a). However, studies examining how the Responsivity principle
of the RNR model can be implemented in the field of child protection are not yet
available. Therefore, this study aimed to (1) identify an overview of responsivity factors
in criminal practice with criminal offenders and (2) examine the value of targeting
these factors in the clinical field of child protection, and how those factors can be
targeted to enhance caregivers’ abilities to succeed in treatment.
Tailoring treatment and interventions to the individual (specific) needs and
characteristics of clients has been addressed in different forms of public health care.
In forensic care aimed at preventing criminal recidivism, personalizing treatment has
been largely guided by the Risk Need Responsivity model (Andrews et al. 1990). This
model prescribes how treatment should be tailored to individuals, based on three core
principles: (1) the Risk principle assumes that the program intensity level should be
matched to the offender’s risk of criminal recidivism; (2) the Need principle assumes
that the offender’s criminogenic needs (i.e., changeable risk factors associated with
criminal recidivism) should be targeted; and (3) the Responsivity principle assumes
that interventions should be matched to the offender’s learning style and abilities.
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According to the general responsivity principle, cognitive social learning methods
(e.g., prosocial modeling and problem solving) should be used to influence behavior.
The specific responsivity principle states that strategies should be modified in
accordance with the learning ability, learning style, circumstances, and demographic
characteristics of individual cases, such as gender, age, and ethnicity (Andrews et al.
2011; Bonta and Andrews 2007, 2016). Interventions adhering to all three principles
of the RNR model reduce offender recidivism more effectively than interventions not
adhering to the RNR principles (e.g., Andrews et al. 1990; Hanson et al. 2009).
Although the RNR model has been developed specifically for effective prevention
of criminal behavior, it seems highly promising to apply the RNR principles in child
protection to personalize systematic (family) interventions and to effectively prevent
child maltreatment (Mulder et al. 2018; Van der Put et al. 2016b; 2018a). Both
delinquency and child maltreatment can be explained by the interplay of risk factors
(e.g., psychopathology) and protective factors (e.g., social support) in various social
systems, such as the family, school, and neighborhood (see Bronfenbrenner 1979).
Furthermore, occurrence of delinquency and child abuse are determined by the balance
between risk and protective factors (Belsky 1980, 1984; Cicchetti and Carlson 1989;
Cicchetti and Rizley 1981; Folger and Wright 2013; Smith et al. 2009; StouthamerLoeber et al. 2002). To effectively stop criminal behavior and child maltreatment, risk
factors need to be addressed as described in the RNR framework.
Until now, the RNR principles have been applied to the clinical practice of child
protection only to a limited extent. In recent years, the first structured instruments
for child protection services became available that facilitate the implementation of
the risk and need principles in child protection (Van der Put et al. 2016a, 2018b;
De Ruiter et al. 2012). However, studies examining to what extent the responsivity
principle is implemented in the field of child protection are not yet available. This
is striking, given that responsivity is one of the three core components of the RNR
framework that prescribes how interventions should be tailored to the individual needs
and characteristics of clients and thus delivered in a personalized way (Bonta and
Andrews 2016). Applying the responsivity principle in child protection may be just as
important as in forensic care, because in general, without adhering to the responsivity
principle, even well-designed programs can be ineffective by failing to remove or
reduce significant barriers to treatment participation (Covell and Wheeler 2011).
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The original conceptualization of the Responsivity principle assumes that interventions
should contain cognitive social learning methods, and that intervention should be
tailored to the learning style, motivation, abilities, and strengths of the offender (Bonta
and Andrews 2016). Another conceptualization has been made by Ogloff and Davis
(2004), who focus more on multiple responsivity impediments, such as a lack of
motivation, which moderate treatment effects, and therefore should be addressed prior
to targeting the client’s needs (Ogloff and Davis 2004; Ward et al. 2007). Looman et al.
(2005) described general responsivity more specifically as external factors, and specific
responsivity as internal factors. External factors refer to contextual factors that affect
treatment outcomes (e.g., therapist/social worker characteristics and characteristics
of the treatment setting), whereas internal factors refer to personal factors of a client
(e.g., psychopathy and motivation) (Looman et al. 2005). It has also been suggested
that responsivity is a function of both internal and external factors, which may interact
(Howells and Day 2007).
Responsivity also relates to the degree to which an intervention is appropriate given
the unique characteristics of a client. As interventions are less aligned with these
characteristics, the effectiveness of treatment declines (Taxman 2014). For example,
an anxious client may not respond well to group interventions (Smith et al. 2009).
Further, poorly motivated offenders may become more engaged in treatment when
they better understand how an intervention serves their interests (Polaschek 2012).
Just as in forensic care, engagement of children’s caretakers in child protection services
is important for enhancing intervention outcomes, of which child safety is a crucial
one (Cunningham and Henggeler 1999; Platt 2012). Besides treatment engagement,
there are many other barriers to successful intervention outcomes in child welfare,
such as mental illness or substance abuse (Dawson and Berry 2002). Such factors
may have a negative impact on the outcome of protocolled treatment programs if
these programs are not specifically designed to target such factors (Van Yperen et al.
2017). However, it would be possible to allow flexibility in delivering an intervention
program based on identified treatment barriers using the right approaches.
In their latest research on specific responsivity, Bonta and Andrews (2016) have
emphasized the identification of personal client factors, such as interpersonal
sensitivity, anxiety, verbal intelligence, and cognitive maturity, to further improve
individual treatment matching. They also underline the importance of motivation as
a responsivity factor, which should be increased to prevent treatment drop out (Bonta
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and Andrews 2016). Hubbard (2007) also argues that such personal characteristics
of offenders may interfere with their ability to succeed in treatment. To enhance
program effectiveness, such characteristics must be addressed through assessment
prior to treatment (Hubbard 2007). However, due to the widely diverging views on
how responsivity should be defined, there is no consensus in scientific literature on
how responsivity factors should be operationalized and assessed (Hubbard 2007). For
example, motivation and participation—which are aspects of treatment readiness—
have been introduced to reflect treatment responsivity in treatment settings (Howells
and Day 2003; Mossière and Serin 2013). Additionally, client characteristics such as
self-efficacy, problem-recognition, and perceived coercion, are other relevant aspects in
responsivity assessments (Day et al. 2009; Loza et al. 2000).
For interventions to be effective, it is crucial for practitioners to tailor interventions
to the client in the best possible way, which requires a comprehensive overview of
responsivity factors. Therefore, the aim of this study is to provide such an overview
by reviewing literature on responsivity factors in criminal practice with criminal
offenders, and by examining the value of those factors in child protection through
interviews with clinical professionals.

Method

Literature Review of Responsivity Factors in Criminal
Practice
Inclusion Criteria
For identifying relevant responsivity factors, (forensic) responsivity and treatment
readiness assessment instruments were searched for and retrieved from multiple
databases. The keywords that were used in this search for articles, reports, book
chapters, and manuals on responsivity assessment are presented in Figure 1. Only
studies written in Dutch and English of which the full text could be retrieved were
included. As a form of quality control, studies had to be published in peer-reviewed
scientific journals or be (part of ) a dissertation that was accessible to the authors of
this review. Publication year was not an inclusion criterion.
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Search Strategy
Results were retrieved from the following databases: PsycInfo (655 results), Web of
Science (282 results), Medline (217 results), and Social Services Abstracts (148 results).
Additionally, we performed an orientation search with records from Google Scholar
(229 results). Database search results were checked for eligibility with RefWorks, in
which duplicates were checked and removed (Figure 2). In the screening phase, a first
selection of relevant results was made based on titles and abstracts in the program
Rayyan QCRI. In the eligibility phase, 434 articles were evaluated by reading the full
text, after which 51 different instruments were identified. Some instruments were
excluded, because they were identical to other instruments with a different name, or
because they were specifically designed to be used in a single study.
Figure 1
Search Query
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Figure 2
Flow Diagram of Included Studies

Interviews on the Practical Relevance of Responsivity Factors
in Child Protection
Participants
Semi-structured interviews were conducted with 14 professionals working in the field
of child protection, specifically in health care institutions offering care to families. The
professionals had a variety of occupations, including: two behavioral scientists, four
(ambulatory) social workers, one advisor of the Board of Child Protection, one school
psychologist, two clinical psychologists, one pediatrician, one post-master’s healthcare
psychologist, one remedial educationist, and one interactive child therapist. Since all
professionals had a certain degree of expertise in the domain of inquiry, a sufficient
degree of data saturation could be assumed (Guest et al. 2006).

Procedure
Professionals were recruited by contacting the organizations that participate in the
consortium research project that resulted in the current study, and through flyers that
66
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were distributed among the authors’ professional network. The professionals who
agreed to participate received detailed information on research participation, after
which the interview was scheduled. Semi-structured interviews with a duration of
approximately one hour were conducted by two interviewers at a time, usually the first
author along with a master’s degree student. Prior to conducting the interviews, the
students were thoroughly instructed about the interview procedure. The interviews
took place at the workplace of the participant and were digitally recorded. Professionals
were asked for permission to record the interview and informed that all personal data
was anonymized for this study. Participants signed an informed consent prior to the
interview, and received a voucher of 25 euros for their cooperation afterwards.

Interview
The interview started with general questions about the participant’s understanding
of the responsivity principle of the RNR model (Andrews et al. 1990): (1) What
is responsivity, and what factors are related to responsive treatment delivery? Next,
the overview of responsivity factors was presented, and each factor was evaluated
separately with the following questions: (2) Do you consider this factor relevant
within the field of child protection? and (3) How can the factor and its explanation
be improved? Then, we asked about treatment suggestions for tailoring treatment to
identified responsivity factors: (4) Which specific treatment techniques would you use
when this factor applies for your client? Prior to the interviews, a pilot interview was
held after which the questionnaire was adjusted and finalized.

Data Analysis
The recordings of the interviews were transcribed, and then analyzed with the software
program ATLAS.ti according to the guidelines of Boeije (2014). During the open
coding stage of the first interviews, themes were gathered in code groups for which
a coding scheme was formed. Examples of these code groups are: ‘understanding of
responsivity (factors)’, ‘concluding judgments’, ‘missing factors’, and ‘relevance of each
factor’. New codes were formed, or existing codes were merged with corresponding
codes in the selective coding stage. All interviews were double coded and compared,
which resulted in a total of 449 codes divided into 25 code groups. For all code groups,
networks were created to provide an overview of relations between codes. These
networks provided insight into the contradictions and similarities between different
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codes. Figure 3 shows an example of a network of interrelated suggestions for cultural/
ethnical treatment adaptations. The codes are categorized by color, and the arrows
illustrate the associations between the codes (i.e., ‘associated with’ or ‘being a part of ’).
For example, the code ‘being sensitive’ is centrally associated with ‘having a friendly and
open attitude’, ‘showing understanding of cultural values’, and ‘not being judgmental’.

Results

4

Literature Review of Responsivity Factors in Criminal
Practice

Table 1 provides an overview of the 19 instruments that were retrieved, with the
responsivity factors that are assessed with these instruments. Based on these factors, seven
responsivity categories were identified, which are reflected by the column headings of
Table 1. Motivation was the most frequently measured responsivity aspect, operationalized
in terms of treatment readiness, readiness to change, treatment engagement, internal- and
external motivation, and stages of change. Other frequently measured responsivity aspects
were: criminal thinking and responsibility (e.g., problem denial), program perceptions (e.g.,
confidence in treatment), and psychological functioning.

Interviews on the Practical Relevance of Responsivity Factors
in Child Protection and Clinical Treatment Suggestions
Understanding of the Responsivity Principle
Only two participants, who both work in forensic institutions, were familiar with the
RNR-model, and the ‘what works’ principles in daily practice. Four participants were
not at all familiar with the concept of responsivity. Three participants thought that
responsivity refers to responsiveness and sensitivity of parents to their children. Other
participants defined responsivity as ‘thinking about a right approach’, or ‘connecting to
someone’s potentials’. After the explanation of the responsivity principle, participants
named several factors related to responsive treatment delivery: cognitive abilities
(six), culture/ethnicity (six), socioeconomic factors (four), psychopathology (three),
motivation (two), willingness to cooperate (two), trust (two), personality (one),
parental stress (one), resistance (one), and relationship problems (one).
An overview of factor explanations and treatment suggestions from participants for
tailoring treatment to the responsivity factors can be found in Table 2.
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Criminal
thinking
Criminal
thinking and
cognitive
orientation

Criminal
thinking

• Self-Appraisal Questionnaire
(Loza and Loza-Fanous, 2000)

• Treatment Readiness Tool
(Freyer et al. 2004)
Attribution
for criminal
conduct

• The Personal Concerns
Inventory (Offender
Adaptation) (Sellen et al. 2006)
• Level of Service/Case
Problem denial
Management Inventory
(Andrews et al. 2004)

• Criminal Justice Client
Evaluation of Self and
Treatment (Garner et al. 2007)

• TCU Short Forms for
Assessing Client Needs and
Functioning (Simpson et al.
2012)
• Revised Safe At Home
Instrument (Begun et al. 2008)
• Treatment Engagement
Rating Scale (Drieschner and
Boomsma, 2008)
• (C)VTRQ & Violence
Offending
Treatment Readiness Interview
beliefs/
(Casey et al. 2007)
Responsibility

Instruments

Table 1
Operationalization of Responsivity Factors

Treatment
participation
and
satisfaction

Program
attitudes

Openness

Program
perceptions

Client
motivation/
change readiness

Stages of change

Concerns and
goals

Treatment
motivation and
engagement

Motivation
(Desire to
change)

Antisocial
attitude

Social
and peer
support

Social
support
Motivation and
Social
readiness for
relations
treatment
and
functioning
Readiness to
change
Efforts to
change behavior

Motivation

Psychological
functioning
(anxiety,
depression,
hostility)

Emotional
responses

Psychological
functioning

Personality

Biosocial

Personality
problems

SelfSocial anxiety/ Gender/
confidence/ Mental health/ Culture/
Social anxiety Psychopathy Ethnicity/
Intelligence

Selfconfidence/
Group
progress
Self-esteem

Selfdisclosure

Chapter 4

• Client Management
Classification (Lerner et al. 1986)
•
University of Rhode
Island Change Assessment
(McConnaughy et al. 1983)

• Jesness Inventory Classification
( Jesness, 1988)

• Client Motivation for Therapy
Scale (Pelletier et al. 1997)

• Circumstances, Motivation,
Readiness Scales (de Leon et
al. 1994)
• Readiness to Change
Questionnaire (Heather et al.
1993)
• Attitudes Toward Correctional
Treatment Scale (Baxter et al.
1992)

• Stages of Change Readiness
and Treatment Eagerness Scale
(Miller and Tonigan, 1996)
• Treatment Motivation
Questionnaire (Ryan et al.
1995)

• Readiness Ruler (Miller, 1999)

Instruments

Criminal
attitudes

Criminal
thinking

Optimism/
pessimism
regarding
treatment
outcome

Perceptions
of treatment
suitability

Confidence in
treatment

Program
perceptions

Stages of change

Motivation and
perceived need
for treatment/
Perceptions
of staff &
institution
Intrinsic
and extrinsic
motivation

Stages of change

Motivation for
change

Internal &
External
motivation

Readiness to
change
Motivation for
change

Motivation

Interpersonal
help
seeking

Social
support

Social maladjustment

Comfort
Discomfort
with selfdisclosure in
groups

Selfdisclosure

Personality
(cluster
analyses)

Personality

Biosocial
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Psychological
functioning

Treatment
motivation/
Willingness to
cooperate

Factors
Problem denial

Think about psychopathology as a negative
influence on treatment outcomes or the therapeutic
relationship, such as (symptoms of ) the following
disorders: bipolar-mood, anxiety, trauma and
stress, depression, autism spectrum disorder, or
adhd.

Problem denial is the denial of problems that are
indicated by care providers (or other professionals).
Clients can minimalize or reject signaled child
unsafety, or justify their behavior. Clients can also
be unaware of identified problems, or experience
them as less severe due to a different frame of
reference.
Treatment motivation is the will of a client to
start and continue treatment, until a treatment
trajectory is completed. Treatment motivation can
be insufficient when caregivers don’t experience any
problems, when there is external pressure (imposed
care), when they think a certain treatment is
inappropriate, when there are long waiting lists,
or when they have low expectations of treatment
outcomes. Clients can also be unfamiliar with, or
anxious about youth protective services.

Table 2
Responsivity Factors in Child Protection

Provide guidance in referral to mental health care
Organize interdisciplinary meetings
Consult diagnostic research (screening)
Provide psychoeducation to children about parental psychopathology
Be aware of an instable therapeutic relationship with borderline patients,
stay focused on treatment goals and agreements

Cooperate with other involved institutions/care providers
Keep in touch in-between care facilities
Prepare client for other care facilities
Use psychoeducation (explain treatment effects)
Use motivational communication techniques
Focus on change, not on static assumptions
Refer to other treatment settings, consider imposed care

Clinical treatment suggestions
Build on trust before discussing problems
Allow time for acceptance during frequent contact moments
Address problems without judgement
Focus on strengths and possibilities
Create a ‘positive life plan’ with concrete steps to reach goals

Chapter 4

Work with an interpreter (e.g., family member, interpreter-phone, or
colleague)
Create a (gender and ethnic) diverse treatment setting
Enter the dialog about cultural backgrounds, understand each other to
improve therapeutic relationship with a sensitive, understanding, friendly,
and open approach without judgement
Draw a biosocial model including genetic factors, or a personality profile
with cultural norms and values together with the client
Encourage alternative parenting techniques for corporal punishments

Think about: language, religion, traditional
practices, attitudes about gender roles or misogyny,
treatment stigma or taboo, and different
expectations of appropriate child- and parent
behavior and parenting styles. There can also
be experienced stressors, such as discrimination,
pre-migration or war trauma, immigration, and
acculturation.

Think about: transportation issues, day care, work Provide financial support (e.g., emergency funds)
of client, (planned) relocation, or pregnancy.
Be flexible (e.g., home visitation and ‘off the clock’ availability)
Use an outreaching approach, provide guidance in referral to social
welfare institutions
Apply a multisystem/contextual approach for involving social networks
List priorities
Provide resocialization possibilities and job coaching

Individual therapy can be more appropriate
when parents cannot function in groups because
of personal problems, or the inability to interact
socially.

Culture/
Ethnicity

Practical barriers/
Social support

Barriers to
treatment/
intervention type

Consider a client’s cognitive functioning and disruptive behavior in
discussing appropriateness of group therapy

Clinical treatment suggestions
Use a practical approach (e.g., visual support, video home training)
Adapt communication techniques (e.g., simplified translations, repetition,
and summarization)
Consider referral to institutions that are specialized in treating mentally
challenged clients
Consider difficulties with moral reasoning, and incomprehension as an
underlying mechanism on client frustrations

Factors
Cognitive abilities Think about limitations in mental functioning, or
low social adaptability, which consists of conceptual
skills (understanding of language, numbers, time,
and money), social skills (communicative skills and
solving social problems), and practical skills (e.g.,
personal care).

Personalizing Child Protection: The Value of Responsivity Factors
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Problem Denial
Two participants suggested that the explanation of problem denial should also
include problem justification/excuse. Further, two professionals noted that client
denial could also be client unawareness (“We as care providers can label something
as child maltreatment, but a client can have different standards, due to a different
background.”).
Treatment Suggestions
Most clinical treatment suggestions were about improving the therapeutic relationship,
by which trust should be earned before problems are discussed. Further, it may
be important to use general conversational starting points during the first contact
moments that can be extended to other (problem) areas. Frequent contact with the
client may also be necessary to allow time for the acceptance process of concerns.
Problems can be addressed with a more direct approach, but without any judgement.
Other suggestions were focusing on possibilities, and creating a ‘positive life plan’ with
concrete steps.

Treatment Motivation/Willingness to Cooperate
Several participants mentioned that motivation can be misinterpreted when there
is unfamiliarity with child protection services or anxiety about imposed measures
(“Some clients associate youth protection services with the idea: They will take my
child away, I am going to lose my child.”), or inability of clients (“If someone refuses
treatment, you might think the client does not want to be treated, but sometimes
the client cannot be treated, because he is still heavily addicted” or, “If you are very
depressed, you might want to, but you cannot make it work.”). Clients can also be
‘tired of treatment’, or demotivated by long waiting lists.
Treatment Suggestions
Some participants mentioned that they refer clients to other institutions when there is
no treatment motivation, including imposed sanctions. Others said that imposed care
may lead to even less motivation. One participant also mentioned that institutions
should cooperate/communicate better. Furthermore, it can be important to keep in
contact when clients are ‘in between’ treatment settings/institutions, and that they
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are prepared carefully for other treatment settings. Other suggestions for enhancing
treatment motivation were psychoeducation, motivational communication techniques,
clarity and transparency to reach agreement, explanation of treatment effects, and
focusing on change instead of (one’s own) static assumptions.

Psychological Functioning
Some participants suggested that personality disorders are important to take into
account, because these disorders can affect the therapeutic relationship in a negative
way (“When it comes to adults, personality problems are the most common, especially,
borderline is a huge barrier to building up a therapeutic relationship.”).
Treatment Suggestions
Providing guidance in referral to mental health care was mentioned the most. Other
suggestions were: interdisciplinary meetings, diagnostic research, family system
therapy, and psychoeducation for children about parental psychological problems.
Regarding borderline patients, the care provider should be aware of an instable
therapeutic relationship.

Social Support/Practical Barriers
‘Financial problems’ were recognizable for participants, and mentioned as an important
cause for other problems (“Being in debt is such a heavy burden for parents, that it
gets in the way of good parenting, because parents become emotional unavailable due
to the stress it causes.”), or (“What I have heard a lot is: ‘I want to come, but I do
not have the money’, or ‘I wish I could talk to you in person, but I cannot afford
public transport’. It is not considered enough that someone might actually want help,
but simply does not have the resources for it.”). Other important barriers were also
mentioned: parental divorce in combination with housing problems (“When parents
get divorced, they sometimes still have to live together in the same house for more
than a year, which causes a lot of stress and tension.”), homelessness, absence of social
contacts, and absence of a permanent residence permit. Finally, participants suggested
that practical barriers such as financial problems and barriers to treatment type (group/
individual) should be separated.
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Treatment Suggestions
First, providing financial support, for example from emergency funds, was suggested.
Second, participants emphasized the importance of flexible working hours, including
home visitations and digital availability (e.g., WhatsApp).Third, participants mentioned
that the form of treatment, for example group therapy, should be appropriate to a
client’s cognitive functioning and disruptive behavior.

Cognitive Abilities
Some participants considered a standardized IQ-level description as too theoretical,
and suggested a more practical approach, for example ‘mentally challenged’. Another
comment was that a higher intelligence of the child compared to the parents should
also be signaled (“What makes it complicated is when a child is much smarter
than its parents, especially for children aged ten and over, because this can lead to
an undesirable role reversal.”). The inclusion of social adjustment capacity in the
description was considered relevant by the participants.
Treatment Suggestions
Participants indicated that this specific client factor could be better addressed within
their treatment approaches. For example, one participant admitted that it is quite
difficult to use appropriate communication techniques, and another professional
mentioned that clients are easily verbally overrated. Referral to a more specialized
institution was therefore a recurring suggestion, but some participants already applied
appropriate treatment modules at their own care facility. A frequently mentioned
treatment suggestion was providing a more practical approach, using visual support
(e.g., video home training). Verbal adaptations were also mentioned, for example

using simplified translations and specific communication techniques (e.g., repetition,
summarization).

Culture/Ethnicity
Important proposed adjustments to the description were inclusion of war trauma,
religion, attitudes about gender roles, misogyny, and taboos (shame about accepting
external help). Another comment was that there are many differences between and
within cultures, which might be difficult to categorize under the same heading. (“A
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care provider and a client may have the same ethnical background, but still differ in
standards and values. For example, suppose that I am Turkish, but a Turkish family still
does not want my help, because they are ashamed of getting help.”).
Treatment Suggestions
Using an interpreter (e.g., a family member, or a colleague with the same ethnicity as the
client) during treatment sessions was suggested. Furthermore, suggestions were made
on addressing diversity in the treatment environment (i.e., ethnic diversity and gender
diversity). A conversation about each other’s values may be important for improving the
therapeutic relationship. Such a conversation should be approached with a sensitive,
friendly and open attitude without judgement. Another suggestion was to create a
biosocial model including genetic factors, or a personality profile including norms and
values together with the client. Last, hitting a child as a punishment technique can be
more common within specific cultures, in which case alternative parenting techniques
should be discussed and encouraged.

Discussion

The aim of this study was to provide an overview of relevant responsivity factors in
child protection. The overview was based on a literature review on responsivity factors
in forensic care, and adjusted to child protection based on interviews with clinical
professionals. This study identified seven responsivity factors (i.e., problem denial,
treatment motivation, psychological functioning, cognitive abilities, culture/ethnicity,
practical barriers/social support, and barriers to intervention type) in an intervention
paradigm that builds on the broader criminogenic Risks Needs Responsivity (RNR)framework (Bonta and Andrews 2016). In addition, clinical professionals provided
treatment recommendations to target responsivity factors in order to enhance
caregivers’ abilities to succeed in treatment.
Due to the widely diverging views on how responsivity should be defined, there
is no consensus in the scientific literature on how responsivity factors should be
operationalized and assessed in criminal practice (Hubbard 2007). In the first
part of this study, we therefore addressed this gap by providing an overview of
the operationalization of the responsivity principle in forensic treatment based on
a literature review. Second, we assessed the clinical relevance of these identified
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responsivity factors for child protection practices by interviewing clinical professionals.
At first, most child protection professionals were not yet familiar with the concept of
responsivity from the RNR-framework in forensic care (Bonta and Andrews 2016).
However, after the introduction of the Responsivity principle, the professionals
suggested many factors (e.g., cognitive abilities, ethnicity/culture) corresponding to
the identified factors from the literature search. Furthermore, after presenting the
overview of identified responsivity factors related to caregiver characteristics, all
professionals affirmed the importance of targeting those factors in child protection
services to optimize treatment circumstances.
The results in this study indicate that personalizing treatment circumstances to specific
characteristics of caregivers involved in child protection services may be promising for
enhancing treatment engagement, just as in criminal practice (Wormith and Olver
2002). For instance, one professional stressed the risk of an instable therapeutic
relationship because of a borderline personality disorder, which is known to be related
to a high client attrition rate in interventions (Wnuk et al. 2013; Yeomans et al. 1994).
Additionally, ‘cognitive ability’, the most frequently mentioned responsivity factor by
the interviewed practitioners, can also increase the risk for intervention attrition in
child welfare systems due to a mismatch between client and intervention style (Van
Yperen et al. 2003). Remarkably, (parental) cognitive impairment was the only factor
about which several professionals acknowledged that it should be more carefully
addressed within their treatment settings. This result is in line with the urgent need of
agencies which specialize in supporting parents with cognitive impairments, especially
because children of parents with cognitive impairments are over-represented in child
maltreatment investigations and out-of-home care (McConnell et al. 2011). Further,
in their latest research, Bonta and Andrews (2016) argue that motivation should be
increased to prevent treatment dropout. Just as in criminal practice, working with
unwilling or involuntary clients in child protection services is challenging, and needs
to be addressed with an appropriate approach (Turney 2012).
For example, caregivers may not be unwilling to cooperate, but rather are unaware of
their problems, or afraid of a practitioner’s power to remove their children (Bartelink
et al. 2018). Some practitioners may overlook such relevant information, because
of a tendency to be biased to information that confirms their previous judgements
(Bartelink et al. 2015). Furthermore, practical barriers to participation, such as lack of
transportation and money, reflect pressing needs of parents that unfortunately tend to
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be inadequately addressed by child welfare services (Kemp et al. 2008). The provided
overview in this study supports the awareness of such caregiver characteristics, and
facilitates personalized treatment using a fitting approach.

Limitations and Future Research

Several limitations of the present study need to be discussed. First, although
our structured literature search was extensive, we may have missed studies on the
assessment of responsivity factors. For example, relevant studies may have not been
indexed with keywords derived from the “responsivity factor” concept, making it
more difficult to identify these studies. Nevertheless, as 21 instruments assessing a
total of 50 responsivity factors were included, it may be assumed that the sample
of included studies was sufficiently representative of all primary studies available on
responsivity assessment. Second, the overview of responsivity factors in this study
is related to caregiver characteristics, and therefore does not include all responsivity
factors from the literature search on responsivity assessment and the interviews. For
example, qualities of care providers that influence the therapeutic relationship between
client and therapist are also important to consider in both criminal practice and child
protection services (Andrews et al. 2011; Kemp et al. 2008).
Lastly, as Skeem et al. (2015) rightly indicated, generalizability of the responsivity
principle from criminal practice to a new population with unique characteristics, such
as families in child protection, should be done cautiously. Although the results of this
study revealed substantial overlap in responsivity factors between criminal practice and
child protection services, the fruitfulness of the RNR framework in child protection
still needs empirical support. Therefore, future research should focus on the effects of
applying the RNR principles to child welfare. Further research should also focus on
determining the best approach to treatment optimization after responsivity factors
have been assessed. This study provided expert-based knowledge on such treatment
tailoring techniques to address responsivity factors, but this can be substantiated
with research-based insights into effective treatment techniques. For example, the
responsivity factor ‘motivation’ can be addressed with motivational interviewing, which
may lead to improved retention in treatment (Andrews et al. 2011; McMurran 2009).
This knowledge can also be derived from current treatment techniques in protocolled
intervention programs. For example, in multisystemic therapy much attention is
already given to a personalized ‘fit’ of treatment goals and techniques based on clinical
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identified risk factors if family problems, such as a lack of treatment motivation (MSTThe Netherlands, 2020).

Clinical Implications

Several important responsivity factors can be screened in the decision-making process
of clinical professionals who need to address these factors before or in parallel to
intervention programs. Practitioners in child protection may rely on intuitive decisionmaking, which makes them vulnerable to overlook relevant information (Bartelink et
al. 2018). Using checklists and guidelines are essential strategies in avoiding possible
bias due to intuitive practitioner reasoning (Munro 1999). An overview of responsivity
factors supports structured decision-making, and may therefore prevent such bias.
Primarily, introducing the responsivity principle to child protection is necessary to
enable personalized treatment according to all three RNR principles (Andrews et
al. 1990). As we know from criminal practice, interventions that adhere to all three
principles of the RNR framework reduce offender recidivism most effectively (e.g.,
Andrews et al. 1990; Hanson et al. 2009). Therefore, the results of this study can
strengthen the benefits of previously developed tools for risk and need assessment in
child welfare (e.g., Van der Put et al. 2016a; 2018b; De Ruiter et al. 2012).

Conclusion

Recent studies pointed towards the value of implementing the Risk and Need
principles of the Risk Need Responsivity model (Andrews et al. 1990) in child
protection services to enhance the effectiveness of treatment for reducing the risk of
(recurrence of ) child maltreatment (e.g., Van der Put et al. 2016b, 2018a). However,
studies on the implementation of the Responsivity principle in the field of child
protection were not yet available. Therefore, the present study was aimed at introducing
the Responsivity principle of the RNR-model into the field of child protection. To
apply this principle from criminal practice to child protection, this study identified
responsivity factors in criminal practice based on a literature review, and examined the
clinical relevance of these factors by conducting a qualitative case study among child
protection professionals. This resulted in an overview of seven responsivity factors that
are all related to caregiver characteristics: problem denial, motivation to cooperate
with treatment, psychological problems, cognitive abilities, cultural background,
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practical barriers such as financial problems and social support, and barriers to specific
treatment types such as group therapy. In addition, clinical professionals provided
treatment recommendations for targeting these responsivity factors with the aim of
enhancing caregivers’ abilities to succeed in treatment.
The results support practitioners working in the field of child protection adhering
to the responsivity principle of the Risk Need Responsivity framework (Andrews et
al. 1990) by identifying responsivity factors that may interfere with clients’ abilities
to succeed in treatment (Cunningham and Henggeler 1999; Hubbard 2007). This is
important, as it is empirically supported that interventions which are better tailored to
clients’ responsivity characteristics yield better outcomes (Andrews et al. 1990; Hanson
et al. 2009). Therefore, it may be expected that introducing the Responsivity principle
in child protection boosts optimization of treatment circumstances, and hopefully,
intervention effectiveness.
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