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Abstract

Even though Parenting Capacity Assessments (PCAs) are essential for child protection ser-
vices to support placement decisions for maltreating families, presently no evidence-based 
PCA protocols are available. In this randomized controlled trial, we tested the quality of an 
attachment-based PCA protocol based on Video-feedback Intervention to promote Positive 
Parenting and Sensitive Discipline (VIPP-SD). We recruited 56 parent-child dyads (Mage chil-
dren = 3.48 years) in family residential clinics that conduct PCAs to support placement deci-
sions. After pre-test, families were randomized to receive the Regular Assessment Procedure 
(RAP) (n = 28), or an additional assessment based on VIPP-SD (n = 28). An immediate post-
test and a 10-month follow-up were conducted. Multilevel models showed that therapists felt 
equally confident about their recommendations regarding child placement for both groups. 
Moreover, children in the VIPP-SD group did not show fewer behavior problems and did not 
experience recurring child maltreatment less often than children in the RAP group. Finally, 
parents who received VIPP-SD were generally evaluated as less capable than parents who re-
ceived RAP. Thus, we found no evidence that PCAs incorporating the VIPP-SD protocol out-
performed PCAs as usual. Possible reasons for this lack of effectiveness, such as insufficient 
power due to small sample size, are discussed.

Keywords: child maltreatment, parenting capacity, placement decisions, attachment-based 
intervention, RCT
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Introduction

Child maltreatment constitutes a major public health concern; it affects millions of children 
worldwide and is associated with a broad spectrum of negative and long-lasting developmen-
tal outcomes (Gilbert et al., 2009). When child maltreatment is suspected or substantiated in a 
family, child protection services may consider out-of-home placement. Essential for deciding 
whether or not a child should be placed out of home are assessments of parenting capacities 
(PCAs). Unfortunately, currently no evidence-based methods for PCAs are available. Con-
sidering the complexity of placement decisions and their impact on the lives of children and 
their parents, valid PCA protocols are needed to effectively support placement decisions. One 
proposal for improved PCA protocols is that parenting capacities should be evaluated based 
on parents’ response to an evidence-based intervention (Harnett, 2007). Building on this pro-
posal and existing theories regarding child maltreatment and its etiology, several researchers 
have suggested using an attachment-based intervention for this purpose (Cyr & Alink, 2017; 
Cyr et al., 2012; Lindauer, Bakermans-Kranenburg, Van IJzendoorn, & Schuengel, 2010). Par-
allel to a recent Canadian study (Cyr, Paquette, Dubois-Comtois, & Lopez, 2015), the cur-
rent randomized controlled trial (RCT) is among the first to empirically evaluate whether the 
quality of placement decisions can be improved by structurally evaluating parents’ response 
to an attachment-based intervention.

Parenting capacity assessments
Although a number of guidelines have been developed for PCAs (e.g., American Psycho-
logical Association, 1998; Budd, 2001), empirical evidence on the effectiveness of these as-
sessments is scarce (Vischer, Grietens, Knorth, & Mulder, 2017). In addition, several limita-
tions of PCAs in practice have been reported: These assessments often concern only one time 
point, do not include observations of parent-child interactions in the home environment, 
and emphasize parents’ weaknesses more than their strengths (Budd, 2001, 2005). In order 
to improve the quality of these assessments, several researchers have suggested using a more 
structured and dynamic approach (Cyr et al., 2012; Harnett, 2007; Lindauer et al., 2010). The 
approach they propose consists of structurally assessing parents’ capacity to change relevant 
parenting behavior by evaluating parents’ response to an evidence-based intervention. The 
intervention should be conducted in a short time period, include systematic observations of 
the parent-child relationship in the home setting, and focus on the strengths of parents. It is 
argued that such an approach would be particularly valuable for cases that are equivocal and 
where an initial (risk) assessment does not demonstrate a clear picture of the child’s well-be-
ing (Harnett, 2007).

Focus on attachment-based interventions
Based on the existing knowledge on maltreatment, parents’ response to an attachment-based 
intervention aimed at improving parental sensitivity would provide highly relevant informa-
tion for a PCA (Cyr & Alink, 2017; Cyr et al., 2012; Lindauer et al., 2010). Parental sen-
sitivity, which refers to parents’ ability to notice, interpret, and respond to child signals in 
an appropriate and prompt manner while adapting to the child’s changing developmental 
needs (Ainsworth, Bell, & Stayton, 1974), is universally considered as an important indicator 
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of positive child development (Ainsworth et al., 1974; Mesman, Van IJzendoorn, & Baker-
mans-Kranenburg, 2012) and has often been identified as relevant for PCAs (Cyr & Alink, 
2017; Cyr et al., 2012; Lindauer et al., 2010; Teti & Candelaria, 2002; Ward, Brown, & Hyde-
Dryden, 2014; White, 2005). Several studies have shown that attachment-based interventions 
aimed at improving parental sensitivity have positive effects for maltreating parents, or par-
ents at risk for maltreatment, and their children (Bernard et al., 2012; Moss et al., 2011; Ne-
grao, Pereira, Soares, & Mesman, 2014; Steele, Murphy, Bonuck, Meissner, & Steele, 2019). 
These studies found positive outcomes both at the level of the parent-child relationship (i.e., 
increased quality of parental sensitivity and the attachment-relationship and less harsh dis-
cipline) and at the level of child development (i.e., improved self-regulation skills and fewer 
behavioral and emotional problems). Besides their focus on improving parental sensitivity, 
these interventions have in common that they are short-term, include video-feedback, and fo-
cus on parents’ strengths. The effectiveness of these interventions has been strongly supported 
by empirical evidence, which increases the informational value of response to intervention or 
lack thereof (Cyr et al., 2012; Harnett, 2007; Lindauer et al., 2010). A recent Canadian study 
found that implementing a PCA protocol based on an evidence- and attachment-based vid-
eo-feedback intervention enabled clinicians to better predict reoccurrences of child maltreat-
ment (Cyr et al., 2015). Although these results are promising, more studies are necessary, (1) 
to establish these effects more firmly, and (2) to evaluate whether such a protocol could also 
be effective in other countries with different child protection systems.

Evaluating the quality of placement decisions
The quality of a procedure for PCAs depends on the reliability and validity of subsequent 
placement decisions. Relating this to the current study, the reliability of the proposed assess-
ment approach has recently been investigated in a vignette study where we demonstrated that 
providing decision-makers with information about parents’ response to an attachment-based 
intervention can lead to increased agreement on placement decisions (Van der Asdonk et al., 
2019). This is an important foundation for the current study, because sufficient reliability is a 
prerequisite for strong validity. Although validity might be a difficult construct to appropri-
ately evaluate in this context, the validity of placement decisions should at least be reflected 
in (a) professionals’ confidence that their recommendation regarding the child’s placement is 
accurate (face validity) and (b), because the main goal of child protection services is to act in 
the best interest of children’s well-being, an improved quality of life for children (predictive 
validity). Importantly, several longitudinal studies have shown that reunifications of maltreat-
ed children with their parents are often not stable over time and that some parents will abuse 
or neglect their children again in the future (Biehal, Sinclair, & Wade, 2015; Lutman & Farm-
er, 2013). This indicates that severe parenting problems may still exist and children’s quality 
of life does not always improve following placement decisions. Moreover, mixed results have 
been reported regarding children’s mental well-being, with some studies showing worse out-
comes for children who were reunified with their parents than for children who remained 
in out-of-home care (Biehal et al., 2015), and other studies finding opposite results (Lloyd & 
Barth, 2011). These findings do not only emphasize the complexity of placement decisions, 
but also stress the need for studies that take children’s well-being into account when evalu-
ating methods to improve the quality of decisions. Therefore, in the current study we looked 
at reoccurrences of child maltreatment and children’s emotional and behavioral problems as 
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indicators of their quality of life following placement decisions. In addition, we looked at the 
severity of parenting problems for birth parents following placement decisions as a proxy of 
children’s well-being.

Reasoning biases in decision-making
One aspect that has been found to compromise the quality of decision-making is related to 
common reasoning biases in decision-making (Kahneman, Slovic, Slovic, & Tversky, 1982). 
In a study that investigated professional reasoning in child protection reports, it was shown 
that professionals can be prone to hold on to their initial judgements about a family, even 
when they are faced with new and contradictory evidence (Munro, 1999). One way to prevent 
such intuitive reasoning mistakes might be by providing more concrete, relevant, and objec-
tive information for professionals to guide their decision-making. Such concrete information 
may be produced by a structured, attachment-based assessment protocol (Cyr et al., 2012; 
Lindauer et al., 2010), because it informs professionals about parents’ ability to benefit from 
an intervention to improve important parenting skills. If this information can indeed reduce 
reasoning biases in child protection cases, this should be reflected by a higher tendency of 
professionals to change their initial judgements after receiving additional information pro-
vided by the assessment protocol.

Current study
The current RCT tested the effect of evaluating parents’ response to an attachment-based 
intervention on the quality of placement decisions in the Netherlands. For this purpose, we 
developed a procedure for PCAs based on the Video-feedback Intervention to promote Pos-
itive Parenting and Sensitive Discipline (VIPP-SD; Juffer, Bakermans-Kranenburg, & Van 
IJzendoorn, 2017), an assessment procedure that is similar to the protocol developed by Cyr 
et al. (2012). VIPP-SD is an evidence-based intervention for improving parental sensitivity, 
also for families at risk for maltreatment (Juffer et al., 2017). We implemented VIPP-SD in 
four family residential clinics throughout the Netherlands to which families are referred for a 
PCA in the context of a decision regarding a possible out-of-home placement or reunification 
with their child(ren). At the end of the families’ assessment period, the therapist provides a 
recommendation on which the child’s subsequent placement is usually based. We hypothe-
sized (1) that recommendations about the necessity of out-of-home placement at the start of 
families’ assessment period were more often modified by therapists after VIPP-SD than after 
the regular assessment procedure, (2) that therapists felt more confident on their recommen-
dations based on VIPP-SD than on their recommendations based on the regular assessment 
procedure, (3) that children for whom a recommendation was based on VIPP-SD showed 
fewer emotional and behavioral problems than children for whom a recommendation was 
based on the regular assessment procedure, and (4), for the group of children who returned to 
their parents after the assessment, that there were fewer reoccurrences of child maltreatment 
in families for whom a recommendation was based on VIPP-SD than in families for whom 
a recommendation was based on the regular assessment procedure. In addition to these pri-
mary research questions, we explored whether the evaluation of parenting capacities differed 
between families who received VIPP-SD and families in the regular assessment procedure. 
Finally, for the group of children who returned to their parents after the assessment, we ex-
plored whether families for whom a recommendation was made based on VIPP-SD received 
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less intensive parenting support, indicating less severe parenting problems, after leaving the 
clinic than families for whom a recommendation was made based on the regular assessment 
procedure.

Method

Participants
Fifty-six families participated in this study. Recruitment took place from May 2015 until 
December 2017 in four family residential clinics that are located in different regions of the 
Netherlands. These clinics constitute a unique setting in the Dutch child protection system 
which enables highly intensive observation and treatment of families for whom a placement 
decision is being considered (either in the context of an out-of-home placement or a reunifi-
cation). Families usually reside in these clinics for 24 hours a day on weekdays (and, if neces-
sary, during weekends) for a period of two to three months, during which they are regularly 
observed by family workers and receive highly intensive support at all levels of the family 
system. The evaluation of families’ trajectory at the clinics is used as a recommendation for 
the children’s court judge or involved family guardian, depending on who referred the family 
to the clinic. For the current study, families were selected based on the following inclusion 
criteria: (1) the family was referred to the clinic for an evaluation of their parenting capaci-
ties in the context of a decision regarding out-of-home placement or reunification with their 
child(ren), (2) the child’s age was between 6 months and 7 years, (3) the primary caregiver 
spoke a basic level of Dutch, (4) the primary caregiver did not have a (severe) intellectual 
disability that affected his or her ability to understand the instructions of the intervention, 
and (5) the primary caregiver did not have severe mental health problems which required 
acute intervention. If a family that met our inclusion criteria started their assessment in the 
clinic, one of the staff members informed the researchers so that they could explain the study 
to the families. The recruitment goal was set on 71 families. A power analysis in G*Power 3.0 
(Faul, Erdfelder, Lang, & Buchner, 2007) conducted prior to this study indicated that for 60 
randomized participants and two-tailed significance tests at α = .05, power to detect medium 
effects on primary study outcomes would be .80. The majority of approached families (79%) 
agreed to participate. We asked the primary caregiver to participate. If there was more than 
one child in the family, the youngest child between 1 and 7 years was invited to participate. 
Overall, 41 families (73% of enrolled families) completed the post-test. All families, except for 
those who indicated they did not want to participate anymore (n = 6), were approached again 
for follow-up. The final follow-up sample consisted of 34 dyads (61% of the original sample). 
See Figure 4.1 and Appendix 4.A for a more detailed description of the sample flow.
	 About half of the children (55%) from the original sample (N = 56) were boys, and the 
children were on average 3.48 years old (SD  = 1.74). Primary caregivers had an average age of 
32.32 years (SD = 6.43) and were primarily mothers (93%). Most parents were single parents 
(64%). For 55% of the families, referral to the clinic concerned assessment regarding a possi-
ble reunification with the participating child.
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Eligible families approached:
n = 71

Included: n = 56
Completed pre-test: n = 56

Completed post-test
n = 18

VIPP-SD
Baseline: n = 28

Completed intervention: n = 21

Excluded
Refused to participate: n = 14

Other parent did not give permission 
for child to participate: n = 1

Regular Assessment Procedure
Baseline: n = 28

Completed care as usual: n = 26

Completed follow-up
n = 16

Included in analyses
N = 28

Completed post-test 
n = 23

Completed follow-up
n = 18

Included in analyses
N = 28

Randomization: n = 56

Figure 4.1. Flow chart of sample throughout the study.
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Procedure
This research was approved by the Dutch Central Committee on Research Involving Human 
Subjects, the ethical review board of the Institute of Education and Child Studies at Leiden 
University, and the Ethics Committee for Legal and Criminological Research at Vrije Univer-
siteit Amsterdam. The study is registered in the Netherlands Trial Register (Trial NL7632). 
The pre-test was conducted as soon as was possible after the parent(s) signed informed con-
sent for the study and consisted of a two-hour appointment in a lab setting at the clinic. In 
addition, the therapist responsible for the family’s recommendation on future placement filled 
out a short questionnaire about the family. After pre-test, families were randomly assigned to 
either VIPP-SD (n = 28) or the regular assessment procedure (n = 28). Randomization was 
done by one of the researchers with a computer-generated blocked randomization sequence 
that was stratified for the four clinics, so that for each clinic the families were equally divided 
over the two conditions. The post-test was similar to the pre-test and took place on average 
9.5 weeks after pre-test. Initially, we aimed to conduct two follow-up assessments at 8 and 12 
months. However, due to practical issues making it complicated to complete two follow-up 
assessments with the families (i.e., phone numbers changed, multiple efforts required to reach 
parents at their homes for one appointment) it was decided to conduct only one follow-up as-
sessment for each family. This assessment took place approximately 10 months after post-test 
(range: 8 – 16 months) and consisted of a 1-hour home visit during which the primary care-
giver filled out questionnaires and a semi-structured interview was conducted by a trained 
researcher. Four participating children lived in a foster family at the time of the follow-up 
assessment. To contact the foster family, parental permission was required, which was granted 
for two of these children. Foster parents were asked to fill out questionnaires through email 
– preceded by a telephone appointment to provide information on the study and to request 
informed consent. After pre- and post-test, families received a gift card of 20 euros, and after 
follow-up they received a small gift.

Assessment of parenting capacities

Regular assessment procedure 
The regular assessment procedure (RAP) consisted of care as usual at one of the clinics. Al-
though the four clinics were not completely uniform in their treatment programs, the general 
structure was similar: all parents received various forms of treatment aimed at improving 
family dynamics, including observations of parent-child interactions, group sessions with 
other parents, and individual sessions for the parent(s). Some parents and children addi-
tionally received specialized therapy based on their individual needs (e.g., trauma therapy or 
emotion-regulation training). To limit similarities with VIPP-SD, none of the families in the 
RAP condition received video feedback. The standard period for family treatments differed 
between the clinics (range: 8 - 12 weeks). In all clinics, an evaluation was conducted at the 
end of the assessment period in which the therapist and involved family workers evaluated 
parents’ progress during their treatment in the clinic. This evaluation resulted in a recommen-
dation that was provided to either the involved family guardian, social worker, or children’s 
court judge, depending on who had referred the family to the clinic. To be able to use the con-
tent of this evaluation for research purposes, we composed a structured parenting capacity 
evaluation form and asked the therapists to fill out this form for each family at the end of the 
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family’s assessment period. This form consists of 15 items on a six-point Likert-scale, of which 
five items concern general aspects of the therapeutic relationship and parents’ attitude during 
the intervention (e.g., “Was the parent open to change his/her behavior?”), and ten items con-
cern changes in parents’ behavior following the intervention (e.g., “The parent shows progress 
in adequately responding to negative child signals, such as crying and resistant or naughty 
behavior”). The internal consistency of the assessment form was high (α for all 15 items = 
.93). In each clinic, there was one therapist (with a Master degree) who was responsible for 
families’ recommendations. The family workers generally had a Bachelor degree and worked 
directly with the families.

VIPP-SD
We slightly adapted VIPP-SD by adding an explicit evaluation of parenting capacities at the 
end of the intervention. Thus, VIPP-SD in this study consisted of (1) an intervention and 
(2) an assessment form. For the intervention part, either VIPP or VIPP-SD (Juffer, Baker-
mans-Kranenburg, & Van IJzendoorn, 2008) was delivered to the family, depending on the 
child’s age: parents of a 6- to 12-months-old received VIPP (n = 3) and parents of a child older 
than 12 months received VIPP-SD. VIPP focuses on improving parental sensitivity through 
video feedback and consists of six sessions in which the parent-child dyad is videotaped 
during common, daily interactions such as playing together or a meal. VIPP-SD additionally 
focuses on improving sensitive discipline strategies of the parent. For a detailed overview of 
VIPP(-SD), see Juffer et al. (2008). VIPP-SD was delivered by family workers at the clinics 
who were trained to be VIPP-interveners for this study. For six parent-child dyads, a trained 
(assistant) researcher provided VIPP-SD because no trained family worker was available at 
that time. Each VIPP-SD trajectory was monitored during supervision meetings with one of 
the trained researchers. After the final session, we asked the intervener to fill out the parent-
ing capacity assessment form to evaluate parents’ response to VIPP-SD and to integrate the 
assessment form in the evaluation of the family at the end of their treatment period (as de-
scribed above in the RAP section). Finally, similar to the RAP group, we asked the therapists 
to fill out an evaluation form for their recommendation regarding the child’s placement.
 
Instruments

Recommendation regarding child placement
At pre- and post-test, we asked the therapist to indicate the current recommendation for this 
family: (a) a supervision order, but the child can stay or be reunified with its parent(s), (b) 
(extended) supervision order and out-of-home placement of the child – in own network, (c) 
– in foster care, (d) – in residential care, or (e) other. We dichotomized these items into (0) no 
out-of-home placement versus (1) out-of-home placement. 

Therapists’ confidence in their recommendation 
After the therapists gave their recommendation about the child’s placement at pre- and at 
post-test, we asked them to indicate on a ten-point scale how confident they felt about their 
recommendation. A higher score indicated more confidence.
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Children’s emotional and behavioral problems 
The preschool version of the Child Behavior Checklist (CBCL) was used to assess children’s 
emotional and behavioral problems (Achenbach & Rescorla, 2000). The CBCL consisted of 
100 items regarding the child’s behavior in the past two months which are rated on a three-
point scale (0 = not true, 1 = somewhat or sometimes true, and 2 = very or often true). We 
asked the primary caregiver to fill out the CBCL at pre- and post-test and at the follow-up 
assessment. For two children who lived in foster care at follow-up, the involved foster parent 
filled out the CBCL. The CBCL has been proven valid and reliable (Achenbach & Rescorla, 
2000). Sum scores for total problems (α in current sample = .98) were used. Because of an 
extremely high number of missing post-test scores for the CBCL (71% of the forms were miss-
ing, compared to 46% for both pre-test and follow-up), we decided not to use the post-test 
data, so that only CBCL scores at pre-test and follow-up were compared.  

Recurring child maltreatment
For those children who were living with their parents at follow-up (n = 32; 94%), we assessed 
whether there had been reoccurrences of child maltreatment in the 10 months that followed 
leaving the clinic. For this purpose, a trained (assistant) researcher conducted the Maternal 
Maltreatment Classification Interview (MMCI; Cicchetti, Toth, & Manly, 2003) with the pri-
mary caregiver. The MMCI is a semi-structured interview during which the primary caregiv-
er is asked about events of child abuse and the family’s contact with child protection services. 
We used the version that was translated into Dutch by Reijman et al. (2014). We asked the 
primary caregiver to answer the questions about the 10 months after they had left the clinic. 
The MMCI was coded using the Modified Maltreatment Coding System (English, Bangdi-
walab, & Runyan, 2005). After coding, each family received a score reflecting whether child 
maltreatment had reoccurred (1) or not (0). Two trained (assistant) researchers double-coded 
all interviews, reliability was excellent (κ = 1.00, n = 28).

Intensity of parenting support at follow-up 
During the MMCI with the biological primary caregiver at follow-up, we additionally asked 
about the involvement of professional care specifically aimed at parenting since they left the 
clinic. We coded their answers on a seven-point scale, ranging from 0) no extra care (other 
than standard post-treatment care), to 6) parenting support is currently present more than 
once per week. All interviews were independently coded by two trained coders, reliability was 
high (Intraclass Correlation Coefficient [ICC], single measures = .98, n = 26).

Evaluation of parenting capacities
We used the parenting capacity assessment form that was developed for this study to get an 
indication of parents’ capacities following VIPP-SD or RAP as evaluated by the involved ther-
apist or VIPP-intervener (for a more detailed description of this form, see procedure section 
of this paper). Higher average scores across the 15 items in the analyses indicated that the 
involved therapist or intervener evaluated the parent as more capable.

Statistical analyses
Data inspection revealed that the numerical variables approached a normal distribution after 
winsorizing outliers more than ± 3.29 standard deviations from the mean. One family could 



69

Attachment-based intervention for the assessment of parenting capacities

4

only be reached for follow-up after 23 months. For this family, we decided to still use the data 
retrieved from the MMCI (recurring maltreatment and intensity of parenting support), as the 
interview specifically aimed at the first 10 months after leaving the clinic. CBCL scores for this 
family were not used, because this construct is likely more difficult to rate objectively in retro-
spect. Little’s MCAR test (Little, 1988) showed that values were missing completely at random 
(χ2 (138) = 139.97, p = .44). To follow an intent-to-treat approach and maximize power, mul-
tilevel multiple imputation (Rubin, 1987; White, Carpenter, & Horton, 2012) was performed 
on the data (N = 56) in RStudio (version 1.1.463) (RStudioTeam, 2016). See Appendix 4.B for 
a detailed overview of imputation procedures. 
    For therapists’ confidence in their recommendation and children’s behavioral and emotional 
problems, three-level linear mixed effect models accounting for repeated measures over time 
(level 1) and nesting of families (level 2) within clinics (level 3) were incrementally compared 
using likelihood ratio test for imputed datasets in the mitml package. The final model includ-
ed the fixed effects of time (coded as 0 = pre-test, 1 = post-test/follow-up), the main effect for 
condition (coded as 0 = RAP, 1 = VIPP-SD), and the interaction between time and condition. 
For modifications in therapists’ recommendation regarding child placement, a similar model 
was fitted with a binomial family structure. For recurring maltreatment, generalized linear 
mixed effect models accounting for nesting of families (level 1) in clinics (level 2) were per-
formed with the lme4 package with a binomial family structure. We compared models incre-
mentally with likelihood ratio tests. We explored the influence of two potential covariates: (1) 
time between post-test and follow-up (because of the large range in time) and (2) children’s 
age (because of the relatively broad age range in our study). However, because neither of these 
covariates affected any of the results, we reported only the most parsimonious models with-
out covariates. After testing our main hypotheses, we explored potential differences between 
VIPP-SD and RAP families in the evaluations of their parenting capacities at post-test and 
in the intensity of parenting support at follow-up. For this purpose, we compared two linear 
mixed effect models accounting for the nesting of families within clinics. Significance of mod-
el and parameter estimates was determined at α = .05. Complete case analyses yielded similar 
outcomes (available upon request). Odds ratios were computed as estimates of effect sizes for 
dichotomous outcome variables (i.e., modifications in therapists’ recommendation regarding 
child placement and recurring child maltreatment), and beta’s were used as estimates of effect 
sizes for continuous outcome variables (see e.g., Lorah, 2018).

Results

Preliminary analyses
For an overview of demographic and outcome variables of the total sample, see Table 4.1. The 
majority of children (88%) were living with their parent(s) at the follow-up assessment. For 
94% of the children, their living situation at follow-up was consistent with the final recom-
mendation the family received in the clinic. There were no differences between the VIPP-SD 
and RAP groups at pre-test variables (see Table 4.1). Moreover, comparisons on demographic 
and target variables between families who dropped out during the research project and fam-
ilies who completed the project showed that there were no significant differences (p’s >.10). 
Pooled correlations between all variables of interest are displayed in Table 4.2.
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Modifications in therapists’ recommendations regarding child placement
For modifications in therapists’ recommendations regarding child placement, the uncondi-
tional growth model showed the best fit (see Table 4.3). Only the fixed effect of time was 
significant and indicated that compared to pre-test, therapists’ recommendations at post-test 
more often favored that the child could stay with its parents, see Table 4.1. Recommendations 
for VIPP-SD families were not more often modified than recommendations for RAP families.

Therapists’ confidence in their recommendation
Therapists’ confidence in their recommendation varied more over time (ICC = .81) and be-
tween therapists (ICC clinic level = .14) than between families (ICC = .01). The unconditional 
growth model including the fixed effect of time showed the best fit and indicated that for both 
conditions, therapists felt more confident on their recommendation at post-test than at pre-
test (see Tables 4.1 and 4.4). The fixed effect of the interaction between time and condition 
was not significant, which indicates that therapists did not feel more confident over time 
about their recommendations for VIPP-SD families than about their recommendations for 
RAP families.

Behavioral and emotional problems
Children’s behavioral and emotional problems varied more over time (ICC = .61) and be-
tween families (ICC = .36) than between clinics (ICC = .03). Adding fixed effects to the un-
conditional means model did not improve model fit (see Table 4.4). This indicates that gen-
erally, children did not change over time in their level of behavioral and emotional problems. 
Moreover, children who received a placement decision after participating in VIPP-SD did not 
show a stronger decrease in behavioral and emotional problems over time than children who 
received RAP.

Recurring child maltreatment
For recurring child maltreatment, the unconditional means model showed the best fit, see 
Table 4.5. This indicates that there were no differences in experienced recurring child mal-
treatment between children in the VIPP-SD group and children in the RAP group.

Exploratory analyses
For the evaluation of parenting capacities at post-test, the fixed effect of condition improved 
model fit compared to the empty model (F(1, 1012.76) = 5.25, p = .02; B = -0.51, β = -.48, SE 
= 0.23, p = .02). The fixed effect estimate indicates that on average, families in the VIPP-SD 
group were evaluated as less capable than families in the RAP group (see Table 4.1). With 
respect to the intensity of parenting support at follow-up, there was no difference between 
VIPP-SD and RAP families (F(1, 255.89) = 1.88, p = .17; fixed effect for condition: B = -1.05, 
β = -.33, SE = 0.75, p = .17).

Discussion

PCAs are an important basis for placement decisions, although thus far no evidence-based 
methods for this purpose are available. This study was among the first to investigate through 
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an RCT whether the quality of placement decisions for maltreating families could be im-
proved by implementing a structured, attachment-based PCA. We investigated this in four 
Dutch family residential clinics that conducted PCAs in the context of a potential out-of-
home placement decision – a setting which is unique in the Dutch child protection system. 
In addition to the regular assessment procedure, half of the families received an assessment 
based on VIPP-SD, an attachment-based video-feedback intervention (Juffer et al., 2017). We 
evaluated the quality of the assessment procedures in terms of face validity (therapists’ confi-
dence that their recommendation regarding the child’s placement was accurate) and predic-
tive validity (children’s well-being at follow-up). In addition, we hypothesized that therapists 
would be more reluctant to change their initial recommendations for families who received a 
regular assessment procedure than for families who received VIPP-SD. None of our hypoth-
eses were confirmed in this study: therapists did not feel more confident about their recom-
mendations for families whose assessment was based on VIPP-SD, neither did they modify 
their initial recommendations more often for families who received an assessment based on 
VIPP-SD than for families who received the regular assessment procedure. Moreover, chil-
dren in families who received an assessment based on VIPP-SD did not differ from children 
in families who received the regular assessment procedure with respect to (a) their level of 
problem behavior and (b) their chance of experiencing recurring child maltreatment in the 10 
months following the placement decision. Thus, we did not find evidence that implementing 
VIPP-SD in PCAs for maltreating families increased the validity of placement decisions.
	 In addition to our main hypotheses, we explored whether there were differences between 
families who received VIPP-SD and families in the regular assessment group in the evalua-
tion of their parenting capacities at the end of the assessment period and in the intensity of 
parenting support they received in the 10 months following the assessment. Although we did 
not find any group differences on the latter, we were surprised to find that parents who re-
ceived VIPP-SD were evaluated as less capable by their interveners than parents in the regular 
assessment procedure. Even though this could indicate that parents who received VIPP-SD 
actually were less capable, the lack of other group differences (e.g., chance of recurring child 
maltreatment or intensity of parenting support at follow-up) contradicts this interpretation. 
One explanation might be that the VIPP-interveners were more conscious of the parenting 
capacities that needed to improve (i.e., aspects of parenting related to sensitivity and sensitive 
discipline), which may have made them more critical evaluators of these aspects than thera-
pists who assessed families in the regular assessment procedure. It should be noted here that 
the interveners and therapists could not be blind to families’ condition, and due to practical 
considerations we did not conduct an initial evaluation of parenting capacities. These aspects 
make it complicated to derive any strong conclusions from this finding.
	 The absence of beneficial effects of the VIPP-SD protocol for PCAs in this study is unex-
pected, given that many researchers have argued to use attachment-based interventions in 
PCAs (Cyr & Alink, 2017; Cyr et al., 2012; Lindauer et al., 2010) and two recent randomized 
studies have provided initial evidence that such a procedure can lead to a higher quality of 
placement decisions (Cyr et al., 2015; Van der Asdonk et al., 2019). An explanation for the 
lack of effects in the current study could be related to the quality of the regular assessment 
procedure in the Dutch clinics. When families are referred to these clinics, they are residing 
there for a couple of months during which they are observed by experienced family workers 
and receive various treatment forms adapted to their individual needs. Families and family 
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workers are thus highly involved in the treatment process. It is possible that within the con-
text of this highly intensive program, VIPP-SD does not contribute to an improved PCA, be-
cause therapists responsible for families’ placement recommendations might already be able 
to form a clear picture of the parenting capacities based on the regular intensive assessment 
procedure. The fact that therapists generally felt quite confident about their recommendations 
at post-test and children’s living situation at follow-up was in most cases still consistent with 
the therapist’s recommendation, might underscore this assumption. It should be noted that 
this setting for PCAs is quite unique to the Netherlands and therefore the results of this study 
cannot be directly generalized to other countries or compared to the recent Canadian study, 
where the regular assessment procedure was far less intensive as it included no more than 
twelve 3-hour home visits (Cyr et al., 2015). 

Limitations
Conducting an RCT with maltreating families in this context poses many challenges. The 
potential size for the study sample was limited as there were, at the time this project was 
conducted, only four clinics for PCAs in the Netherlands and our focus was on a specific age 
range. Even though we had a high response rate (79%), the sample was quite small. Another 
common problem with this population is a high attrition rate (e.g., Steele et al., 2019), al-
though we still managed to reach almost two-thirds of the families for follow-up. Even though 
we used multilevel imputation to maximize power, this procedure takes the uncertainty of 
missing data into account by producing larger standard errors and more strict significance 
tests (Van Ginkel, Linting, Rippe, & van der Voort, 2019). A priori power calculations sug-
gested a sample size of 60 based on an expected medium effect size and a power of .80. As the 
actual final sample size was lower, actual power to detect the hypothesized effect will be below 
.80. The observed effect size should thus have been considerably larger than hypothesized a 
priori, in order to detect it with the actual sample size. This leaves the possibility open that 
some effects were present, but could not be detected in this study.
	 A second limitation is related to the measurement of therapists’ recommendations: during 
data inspection we noted systematic differences in the way the initial recommendation forms 
were filled out by the therapists. For two therapists, 73 and 89% of the initial recommenda-
tions favored an out-of-home placement, whereas for the other two therapists 75 and 90% 
of the initial recommendations favored that the child could stay with his/her parent(s). In 
practice, therapists do not have to provide a recommendation regarding child placement at 
the start of a PCA; we solely added this measure for research purposes. Therefore, it could be 
that these differences were related to therapists’ interpretation of the initial recommendation 
form.
	 Finally, we relied on parent reports for follow-up data. One potential problem is that the 
parents who were traceable for and open to a follow-up assessment were a selected group. 
Although they did not differ from parents who dropped out on demographic or target vari-
ables, it could be that after the assessment, dropped out families experienced more problems 
than the families who continued to participate. For instance, the majority of children (88%) 
were living with their parents at follow-up; it could be that there had been more out-of-home 
placements for dyads who dropped out and that this biased the results. Another drawback of 
the use of parent reports is related to the validity of such reports. Previous studies have shown 
that abusive parents or parents with psychopathology tend to overreport their children’s prob-
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lem behavior (Najman et al., 2001; Reid, Kavanagh, & Baldwin, 1987), which suggests that 
they are not always reliable reporters of their children’s actual behavior. It could be that the 
results of this study would have been different if we had obtained additional access to more 
objective reports of children’s well-being.

Future directions
We found no evidence that the PCAs incorporating the VIPP-SD protocol outperformed the 
PCAs as usual. However, the current study may provide important reference points for future 
research in this area. First, by conducting this study we showed that it is possible to empir-
ically evaluate the effectiveness of a PCA protocol in improving the quality of subsequent 
placement decisions through a randomized research design – which, to our knowledge, has 
not been done previously besides by the parallel Canadian study (Cyr et al., 2015). In future 
studies, it will be important to overcome some of our current challenges by determining a 
priori what effect size would be needed in order to find clinically relevant results, and setting 
the required sample size accordingly. 
	 A second implication is related to the unique child protection setting in which the current 
study was conducted: Because referral to an assessment in one of the Dutch clinics is usually 
considered as parents’ last chance after a long trajectory of home-based support and due to 
the high costs not all families can be referred there, it would be interesting to explore the ef-
fects of implementing VIPP-SD or a similar intervention in an earlier stage. For instance, if a 
family is put under supervision for suspected or substantiated child maltreatment and home-
based support is imposed on the family, the VIPP-SD assessment protocol might contribute 
to a better-informed indication of their parenting capacities and therefore lead to better deci-
sions regarding child placement. Based on two recent studies which provided initial evidence 
in favor of the use of attachment-based assessments protocols (Cyr et al., 2015; Van der As-
donk et al., 2019), it would be worthwhile to further investigate the effectiveness of different 
implementations of this approach.
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Appendix 4.A

Detailed description of sample flow throughout randomized trial
In total, 56 families were included in the project. Following randomization, nine families 
dropped out (seven in the intervention group and two in the regular assessment group) for 
different reasons: the parent did not want to receive VIPP (n = 2), the child was placed in 
foster care before the final evaluation took place (n = 6), and for one mother-child dyad VIPP 
was stopped after one session due to individual circumstances (this dyad still took part in the 
post-test). The post-test did not take place for an additional seven parent-child dyads (four 
in the intervention group), because the parent did not want to participate anymore (n = 2), 
the child was already placed into foster care (n = 2), or because the family left the clinic early 
with a positive evaluation and could not be reached anymore (n = 3). The follow-up did not 
take place for 22 families (12 in the intervention group), because the parent did not want to 
participate anymore (n = 12), the parent was untraceable (n = 6), or because the parent was 
unavailable for an appointment (e.g., because of severe psychiatric problems) (n = 4). 
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Appendix 4.B

Multiple imputation procedures
Four methods were used in conjunction: the ‘MI’ function in the Amelia package (Honaker, 
King, & Blackwell, 2011), the ‘mice’ function from the mice package (Van Buuren & Groothu-
is-Oudshoorn, 2011), and the ‘panImpute’ and ‘jomoImpute’ functions from the mitml pack-
age (Grund, Robitzsch, & Lüdtke, 2016) to assess robustness of the imputed datasets as well as 
access the full range of analysis options. The maximum number of iterations was set at 10 and 
a fixed starting seed was set for reproducibility. Pooling of results on 50 imputation sets was 
performed using the summary functions from mitml and miceadds, as well as using the ‘sum-
mary’ and ‘modelRandEffStats’ functions from the merTools package (Knowles, Frederick, & 
Whitworth, 2018). All models were random-intercept models; as the already small sample 
showed high incompleteness, random slopes were not estimated in order to avoid consecutive 
estimations and uncertainty under weakened model identifiability. 
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