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Abstract

The current study investigated the feasibility and potential indications for effectiveness 
of the Video-feedback Intervention to promote Positive Parenting – Transition to Infant 
Child Care (VIPP-TICC), which aims to promote professional caregivers’ sensitivity 
and ease the transition to child care for infants and their parents. In total, 11 infants, 
professional caregivers and parents participated; four triads were randomly assigned to 
the intervention group and seven to the control group. The content, practical aspects, 
and impact of the VIPP-TICC on the professional caregiver, infant, and parent, as well as 
the alliance with the intervener were overall positively evaluated by professional caregiv-
ers and parents. Despite these positive evaluations, descriptive statistics of the pre- and 
post-test assessments did not point to indications for differences in professional caregiv-
ers’ sensitivity, infant well-being and attachment security to the professional caregiver in 
favor of the intervention group. Regarding parents, the descriptive statistics suggested a 
somewhat higher decrease in maternal separation anxiety over time, and slightly high-
er levels of perceived quality of care towards the infant in the intervention group. The 
current study indicates that especially the implementation of a single session with the 
professional caregiver and parent might be an interesting direction for further research 
and practice. 

Key words: transition to child care, intervention, caregiver sensitivity, infant well-being, 
parental separation anxiety
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Introduction

The transition to center-based child care is a major step for children and their parents. 
Children need to get used to a group setting and multiple unfamiliar caregivers, which 
can be emotionally challenging. This challenge is reflected by signs of behavioral dis-
tress at child care as well as a rise in cortisol levels at child care from mid-morning to 
mid-afternoon as opposed to declining levels at home, both during the transition peri-
od and beyond (Ahnert et al., 2004; Albers et al., 2016; Bernard et al., 2015; Dettling 
et al., 1999; Vermeer & Groeneveld, 2017b; Chapter 2). The transition to child care 
might be especially stressful for infants, since children seem to be most reactive to 
(mild) stressors in the first year of life (Gunnar & Cheatham, 2003; Gunnar & Donzel-
la, 2002). Although experiencing some stress during the transition can be considered 
adaptive, very high stress levels and frequent and/or prolonged overactivation of the 
hypothalamic-pituitary-adrenal axis (HPA-axis) should be prevented. Overactiva-
tion of the HPA-axis is thought to have detrimental effects on the developing brain of 
young children, especially under the age of one (Tryphonopoulos et al., 2014), as well 
as on physiological, emotional, and behavioral processes (Essex et al., 2002; Gunnar & 
Donzella, 2002). 

Since infants do not have the capacity to independently regulate their emotions, they 
rely heavily on their caregivers to help them deal with stress (Kopp, 1989; Murray et al., 
2015). Therefore, professional caregivers might play a key role in easing infants’ start in 
child care. Successful co-regulation of infants’ emotions requires warm and responsive 
interactions with caregivers (Murray et al., 2015), i.e. caregiver sensitivity, which can 
be defined as the ability to perceive infant signals, interpret these signals correctly, and 
respond to these signals promptly and appropriately (Ainsworth et al., 1978). Previous 
studies showed that sensitivity of the professional caregiver was positively related to chil-
dren’s well-being at child care (De Kruijf et al., 2007) and attachment security to the 
professional caregiver (Howes et al., 1998). Furthermore, it was found that children with 
secure attachments to their professional caregiver were more likely than insecurely at-
tached children to exhibit the expected decline in cortisol levels across the child care day 
(Badanes et al., 2012; Eckstein-Madry et al., 2020). Although one might expect that the 
level of sensitivity of the professional caregiver towards a specific infant increases during 
the transition period because they get to know the infant better, this was not found in 
previous research (Albers et al., 2007). 
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Based on these findings, we set up a randomized controlled trial (RCT; see also the study 
registration in the Netherlands Trial Register (registration number: NL7647)) investi-
gating the effectiveness of the Video-feedback Intervention to promote Positive Parent-
ing – Transition to Infant Child Care (VIPP-TICC) in increasing professional caregivers’ 
sensitivity as well as decreasing infants’ cortisol levels and promoting infants’ well-being 
and attachment security to the professional caregiver. The VIPP-TICC is based on the 
Video-feedback Intervention to promote Positive Parenting and Sensitive Discipline 
(VIPP-SD; Juffer et al., 2008), a preventive intervention program for caregivers of chil-
dren aged 1 to 6 years, which has been proven to be effective in enhancing caregiver 
sensitivity in different populations ( Juffer et al., 2017), including professional caregivers 
in center-based child care settings (VIPP-CC; Werner et al., 2018). However, VIPP-CC 
targets professional caregivers of children between the age of 1 to 4, and focuses on en-
hancing caregiver sensitivity towards a small group of children, whereas VIPP-TICC tar-
gets professional caregivers who take care of infants and focuses on enhancing caregiv-
ers’ sensitivity in one-on-one interactions. By implementing the intervention directly 
after the start of an infant at the child care center and closely monitoring them during the 
transition period, the VIPP-TICC ultimately aims to ease infants’ transition to center-
based child care (which is reflected by lower cortisol levels and higher levels of well-be-
ing) and to promote attachment security to the professional caregiver. Furthermore, we 
aimed to promote the quality of care towards the infant provided by the professional 
caregiver as perceived by the parent.

This aim relates to the secondary goal of the intervention to ease the transition to center-
based child care for the primary parent of the infant (i.e. the parent that takes care of the 
infant most of the time, referred to as ‘the parent’ from here on), since the start of the 
infant in child care can be emotionally arousing for especially first-time parents as well. 
Maybe even more so than for the infant themselves (Swartz et al., 2016). An important 
factor that has been suggested to positively influence the transition to child care for par-
ents is ‘feeling good about leaving the child with the professional caregiver’ (Swartz et al., 
2016). In an effort to improve the confidence of the parent in the professional caregiver 
(i.e. to lower their level of parental separation anxiety in the context of child care), the 
VIPP-TICC involves the parent in the first visit to discuss child characteristics, caregiv-
ing practices, and routines at home with the professional caregiver. Another goal of this 
visit was to stimulate the formation of a relationship between the professional caregiver 
and parent, which might lead to increased levels of the quality of care toward the parent 
provided by the professional caregiver, as perceived by the parent. Additionally, infor-
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mation on the infants’ experiences at home can help the professional caregiver to attune 
caregiving practices to the infant at the child care center, which may help to ease the 
transition for the infant as well.

About ten months after the first inclusion, we had to stop data collection due to the 
outbreak of the severe acute respiratory syndrome coronavirus-2 (SARS-CoV-2) and 
subsequent closure of child care centers in the Netherlands in March 2020. The limited 
number of participants who completed the intervention did not allow us to investigate 
the effectiveness of VIPP-TICC. However, the acquired data do provide valuable in-
formation about the feasibility of this intervention. In the current study we therefore 
examined how participants evaluated the content, practical aspects, and impact of the 
intervention, as well as the alliance with the intervener, since previous studies showed 
that a stronger alliance is associated with positive treatment outcomes (Baier et al., 
2020). Additionally, we present (pre- and) post-treatment mean scores for most of the 
main outcome variables in the intervention and the control group, to investigate if there 
are any indications for efficacy of the intervention. Unfortunately, we were unable to 
include data on infants’ cortisol levels in the current study, due to the high number of 
missing data. 

Research questions 
1) 	How did professional caregivers and parents evaluate the intervention?
	 1a) �How did professional caregivers and parents evaluate the content of the interven-

tion? 
	 1b) �How did professional caregivers evaluate the practical aspects of the interven-

tion?
	 1c) �How did professional caregivers and parents evaluate the impact of the inter-

vention on themselves, the infant, other children in the group (professional car-
egivers only), and future infants starting at the child care center (professional 
caregiver only)? 

	 1d) �How did professional caregivers and parents evaluate the strength of the alliance 
with the intervener?

2) 	�Are there any indications for potential intervention effects on professional caregivers’ 
sensitivity, the quality of child care as perceived by the parent, infants’ well-being and 
secure-base behavior, and parental separation anxiety?
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Method

Procedure
Recruitment of professionals, parents, and infants took place via child care organizations 
in several municipalities in the western region of the Netherlands. Organizations that 
were interested in participating in the study were sent an information brochure and con-
tacted to further explain the study and to answer any questions. Child care organization 
that agreed to participate were asked to make an overview of infants starting child care 
before they were 6 months old, for at least one day a week. We asked organizations to 
only include infants of parents who were able to communicate in Dutch and to exclude 
twins. Next, we contacted the future mentor of the first infant starting at the child care 
center (i.e., the professional caregiver who monitors the child’s development and serves 
as the contact person for parents) to inform them about the study, and if they were in-
terested, we sent them the information brochure. If the professional caregiver agreed 
to participate, someone within the organization contacted the parents of the selected 
infant to ask if they would be open to receiving information about our study. Interested 
families were sent the information brochure as well as an invitation letter describing the 
in- and exclusion criteria of our study. About one week later, the family was contacted 
by telephone. Families were excluded if the infant was born premature (< 37 weeks), 
weighed less than 2500 grams at birth, had been hospitalized for 7 days or more in a row, 
used medication or had a condition or disorder that could influence one of the infant 
outcome measures. 

After parental consent we scheduled a home visit (T0, not included in the current 
study), about 2 weeks before the start of the infant at the child care center and a pre-
test visit (T1), which ideally took place on the first full day of the infant at the child 
care center (range = first – fourth day). After the pre-test visit, each triad (consisting of 
an infant, a professional caregiver, and the parent of the infant) was randomly assigned 
to either the intervention or control condition. Both the VIPP-TICC and dummy in-
tervention consisted of six bi-weekly contact moments starting about 2 weeks after the 
pre-test visit. The post-test visit (T2) was scheduled about 18 weeks after the pre-test 
visit (M =  17.90, SD = 1.37, range = 15 - 20 weeks), i.e., 1 to 6 weeks after the end of 
the (dummy) intervention. By the time of the post-test visit, one professional caregiver 
dropped-out (see Table 1). Therefore, this visit was completed by only 10 triads. After 
the pre- and post-test visit, professional caregivers and parents were asked to fill out a 
questionnaire. Lastly, a follow-up measurement (T3) was administered, 12 to 16 months 
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after the pre-test visit (M = 13.50, SD = 1.41), consisting of an online questionnaire for 
the professional caregiver only. The questionnaire was sent to eight of the professional 
caregivers (due to drop-out of two more triads, see Table 1) in November 2020, about 
6 months after the reopening of child care centers following the first national lockdown 
because of SARS-CoV-2. 

Informed consent was provided by both parents before the home visit and by the profes-
sional caregiver, her colleagues and the parents of the other children in the group of the 
participating infant before the pre-test visit. To promote participant retention, caregivers 
in the intervention condition received a small present at the end of the last visit of the 
intervention and all professional caregivers received €40,- at the end of the study. Parents 
received a small present for their child at the end of the home visit and €25,- at the end 
of the study. In addition, participants have been informed about the study results. The 
study was conducted in accordance with the ethical standards of the American Psycho-
logical Association and approved by the Ethics Committee of the Institute of Education 
and Child Studies of Leiden University (file number: ECPW-2018/220).

Participants 
In total, 11 infants, professional caregivers, and parents were included in the current 
study. See Table 1 for a detailed overview of some socio-demographic information, the 
condition, and missing data per triad. Part of the background information is based on 
10  families, because one parent did not fill out the pre-test questionnaire. All infants 
were firstborn children (55% boys). At the time of the pre-test, infants were on average 
3.45 months old (SD = 1.13, range = 2 - 6 months). The mean number of child care 
hours per week was 22.10 (SD = 10.16, range = 8 - 40 hours, n = 10). All parents were the 
biological mother of the infant, living together with the biological father of the infant. 
At the start of the study mothers were on average 31.60 years old (SD = 3.95, range  = 
25 - 38  years, n = 10); four of them completed higher vocational education and six of 
them had a university degree. The professional caregivers were all female and on aver-
age 35.27  years old (SD = 11.32, range = 21 - 57 years). Nine of them completed in-
termediate vocational education and two professional caregivers completed higher vo-
cational education. Moreover, five of the professional caregivers received an additional 
training on working with infants. The professional caregivers were on average working in 
child care for 11.14  years (SD = 7.86, range = 8 months - 27 years) of which 7.76 years 
(SD  =  5.61, range = 8  months - 18 years) with infants.
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Intervention
Triads allocated to the intervention condition (n = 4) received the VIPP-TICC. To de-
velop the VIPP-TICC protocol, we revised the VIPP-SD manual ( Juffer et al., 2016) 
using scientific literature on stress regulation in infants and information from the VI-
PP-CC. Additionally, we added an innovative element to the first visit, as we invited the 
parent to come to the child care center to discuss a video recording of the parent-child 
interaction at home together with the professional caregiver and the intervener. The 
video recording that was used was made during the home visit and showed how the 
parent prepared the child for a nap, including a diaper change, and put the child to sleep. 
After the discussion of the recording, some semi-structured questions were discussed 
about characteristics of the child, e.g., what they like and dislike, what works for them 
in specific caregiving situations, and what routines are used in the care for the infant at 
home. 

The other visits only included the professional caregiver and intervener, and as in VI-
PP-SD, these visits started with filming caregiver-child interactions in one to four daily 
situations, followed by a discussion of the recordings of the previous visit. Although for 
caregivers of 6- to 12-month old infants, VIPP without the Sensitive Discipline (SD) 
components is advised, we hypothesized that part of the SD techniques could also be 
relevant to sensitivity to distress, an aspect of sensitive caregiving that is thought to be 
crucial for the development of stress regulation, social-emotional well-being, and at-
tachment security (Laurent et al., 2016; Leerkes et al., 2012). Therefore, we decided 
to replace the discipline situations by situations that might be (mildly) stressful to in-
fants and used these situations to inform professional caregivers on the importance of 
the use of distraction as well as explaining to the child what is going to happen (both 
SD techniques) and establishing routines in order to prevent infant distress. Potential 
stressful situations included the handover process from the parent to the professional 
caregiver in the morning, being undressed and put to sleep, a diaper change, and waiting 
to be bottle-fed. Furthermore, these situations provided a basis to discuss comforting 
methods to sooth infants (which includes the SD technique showing understanding 
for the child, i.e., empathy) and to give tips on how to create and use opportunities for 
one-on-one interactions with an infant within the group setting. For an overview of the 
VIPP-TICC visits and the themes per visit, see Table 2. We decided to include only 
one booster session instead of two because of the pre-existing knowledge of our target 
population and potential benefit for the implementation of the intervention (i.e., less 
time consuming).
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In order to pilot the intervention, Vrijhof, who is a certified VIPP-SD intervener, super-
visor, and trainer, trained two VIPP-SD interveners in the TICC module. The three of 
them piloted the VIPP-TICC in three triads. Following this pilot some last changes to 
the manual describing the structure, themes, tips, and exercises for caregivers and infants 
for each session were made (Vrijhof et al., 2019). Then, two master students were ex-
tensively trained by Vrijhof, before implementing the intervention in the current study.

Dummy intervention
To make sure the number of contact moments was the same for all participants, pro-
fessional caregivers allocated to the control condition (n = 7) received a dummy in-
tervention consisting of six phone calls. Parents (n = 7) received one phone call. As 
opposed to the intervention condition, no contact between the professional caregiver 
and parent was initiated by us in the control condition. During the phone call(s) a short 
semi-structured interview was conducted, inviting the professional caregiver or parent 
to talk about topics regarding the general development of the infant and the transition 
to child care. The interview was based on the interview Van Zeijl et al. (2006) used and 
that was thereafter used in various other RCT’s testing the VIPP method ( Juffer et al., 
2017). No specific information or advice about child development, the transition to 
child care or caregiving was given to the participants in the control condition. If a partic-
ipant had a question about one of these topics, they were given a short, general answer 
based on information that can be found on the website ‘www.opvoeden.nl’. The dummy 
intervention was conducted by four students (including the students who delivered the 
VIPP-TICC).

Table 2 Overview of the visits and accompanying VIPP and TICC themes 

VIPP theme TICC theme

Visit 1 Getting to know the child and their 
experiences at home

Visit 2 Exploration vs. attachment behavior Getting used to a new environment

Visit 3 Speaking for the child Providing individual attention to infants 
within a group setting

Visit 4 Sensitivity chain Importance of distraction, giving notice, 
and establishing routines

Visit 5 Sharing emotions Comforting techniques

Visit 6 Booster session (no new theme) Booster session (no new theme)
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Measures
Evaluation of the VIPP-TICC and alliance with the intervener
Following the post-test visit, both the professional caregiver and the parent were asked to 
fill out a detailed evaluation of the content and impact of the VIPP-TICC and of the alli-
ance with the intervener. Furthermore, the professional caregiver reported on the prac-
tical aspects of the intervention. The evaluation filled out by the parent focused on the 
first visit. Professional caregivers evaluated both this first visit and the five visits including 
individual video-feedback sessions. We used closed and open-ended items. Closed items 
were mostly statements that could be answered on a 6-point scale (1  =  strongly disagree 
/ not useful at all - 6 = strongly agree / very useful). An example of a ‘content’ item is: ‘The 
discussion of the recording of the parent and infant at home with the parent was useful’. 
One item (‘Which grade would you give the content of the intervention?’) was answered 
on a 10-point scale, which corresponds to the grading system used in Dutch schools 
(1  =  lowest - 10 = highest). The impact of the intervention was assessed for the profes-
sional caregiver, parent, target infant, other children in the group, and future infants start-
ing child care in the group of the professional caregiver. An example of an ‘impact’ item is: 
‘I feel that I have learned something from the video training’. One impact item filled out 
by professional caregivers was answered on a 4-point scale: ‘I applied the tips and advice 
that I received’ (1 = not at all - 4 = often). Furthermore, professional caregivers were asked 
to evaluate the practical aspects of the intervention: e.g., ‘The discussion of the record-
ings could be implemented in my work’. Two items with regard to the practical aspects 
were answered on a 3-point scale: ‘What did you think of the number / duration of the 
visits?’ (1 = too little / too short, 2 = good, 3 = too many / too long). Finally, the strength 
of the alliance between the intervener and the professional caregiver and between the 
intervener and the parent was assessed with respectively 14 and 11  items, based on the 
revised Helping Alliance questionnaire (Luborsky et al., 1996). Two items were reverse 
coded so that higher scores on all items indicated a stronger, more positive alliance. Then, 
an overall mean score was computed. Additionally, we asked professional caregivers and 
parents which grade (0 – 10) they would give the intervener. The open-ended questions 
in the questionnaire provided information on aspects of the intervention that were most 
useful to the participants and suggestions for improvement with regard to the content 
and implementation of the intervention. Data were missing for one parent (see Table 1). 

Caregiver sensitivity 
Caregiver sensitivity towards the infant was observed in different one-on-one situations 
within the group setting. During both the pre- and post-test visit, professional caregiv-
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ers were asked to play with the infant as they would normally do, with a standard set of 
toys for 8 minutes (play situation). Furthermore, we recorded the interaction when the 
professional caregiver got the infant ready for a nap, which included a diaper change, and 
put the infant to sleep as well as dressed the child after awakening (caregiving situation). 
All video recordings were coded using the 9-point Ainsworth Scales ‘Sensitivity versus 
Insensitivity’ and ‘Cooperation versus Interference’ with higher scores indicating higher 
levels of sensitivity and cooperation (Ainsworth et al., 1974). A total of four coders were 
trained by the second first author. Because not all coders were reliable on both scales, 
and the coders were involved in the data collection, we decided to make a duo for each 
of the scales and have the duos double code all videos. All coders were blind to the treat-
ment condition. The intraclass correlation coefficient (ICC) for the reliability set ranged 
from .68 - .82 for the convergence with the expert coder (the second first author) and 
was .55 for the duo coding sensitivity and .71 for the duo coding cooperation. During 
the coding of the data, the duo partners regularly met and compared scores. Whenever 
the scores differed 2 scale points or more (which occurred only a few times), the coders 
discussed the video and worked out a consensus score. If the scores differed only 1 scale 
point, the two scores were averaged. 

The play and caregiving situations were analyzed separately, because the play situation 
might indicate sensitivity to non-distress whereas the caregiving situation may reflect 
sensitivity to distress (Leerkes et al., 2012). Because of low correlations between the sub-
scales sensitivity and cooperation within the play and caregiving situation (r = .38 and 
r = .13 respectively, based on the complete pre-test sample of n = 28), we also analyzed 
the two subscales separately. Post-test data were completely missing for two professional 
caregivers. Furthermore, in one case only the play situation was observed, see Table 1.

Quality of child care as perceived by the parent 
Perceived quality of child care was measured using the Emlen Scales (Emlen et al., 2000) 
after the post-test visit. We selected the subscales ‘caregiver’s warmth and interest in my 
child’ (CWI; 6 items, e.g., ‘The professional caregiver is warm and affectionate towards 
my child’), ‘caregiver’s skill’ (CS; 3 items, e.g., ‘The professional caregiver knows a lot 
about children and their needs’) and ‘supportive parent-caregiver relationship’ (SPCR; 
6 items, e.g., ‘I feel welcomed by the professional caregiver’). The items were translated 
in Dutch and then back-translated for verification by a native speaker who is also fluent 
in Dutch. All 15 items were rated by the parent on a 5-point scale ranging from (1) never 
to (5) always. The internal consistency of the selected subscales proved to be good (α’s 
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> .80) in a Dutch sample of 619 parents with a child under the age of 4 years attending a 
child care center (see Chapter 5). The study in Chapter 5 furthermore showed that the 
three subscales were highly correlated (r’s between .68 and .70). Because the CWI and 
CS subscales both focus on the professional caregivers’ interactions with the infant, we 
decided to combine these scales and compute an overall mean score for perceived qual-
ity of care towards the infant. We also computed a mean score for the SPCR subscale 
reflecting the perceived quality of care towards the parent. Higher mean scores indicated 
higher quality of care as perceived by the parent. Data were missing for three professional 
caregivers, see Table 1.

Infant well-being 
Well-being of the infant was observed during both the pre- and post-test visit during 
three unstructured 2-minute episodes that were recorded at the start and end of the visit 
and once in between. Recordings were made regardless of whom the infant was with 
and what the infant was doing, but at least 30 minutes apart. After a training by the last 
author, the recordings were coded in pairs by the two first authors and the last author, 
because both first authors were not blind to the treatment condition of the triads after 
randomization. We used the Laevers Well-being Scale (Laevers et al., 2003), which was 
adapted and validated by the Dutch Consortium for Child Care Research for infants and 
toddlers in child care (NCKO; De Kruijf et al., 2007). The scale contains several indica-
tors of a child’s well-being, such as pleasure, vitality, and relaxation and ranges from (1)  a 
very low well-being (signals of discomfort are clearly present, e.g., crying, screaming) 
to (7) a very high well-being (signals of comfort are clearly present, e.g., enjoyment, 
smiling). The ICC with the expert coder (the last author) was .75 for both first authors, 
and .88 amongst the two first authors. Because most training videos of Laevers and col-
leagues (2003) as well as the reliability videos of the NCKO focused on toddlers, some 
videos made during pilot visits for the current study were discussed with the second 
to last author (an Infant Mental Health specialist). Following this discussion, informa-
tion on (subtle) signals displayed by infants regarding for example pleasure (e.g., crow-
ing), non-vitality (e.g., gazing, grabbing their ears) and distress (e.g., arching of the back, 
sucking on hand/finger) was added to the manual. Because infants are less capable than 
older children of showing their enthusiasm, we decided to give somewhat more weight 
to (subtle) signs of pleasure in the well-being score for (young) infants. Differences in 
the well-being score between coders were discussed until a consensus score was agreed 
upon. In some cases, the third coder was asked to score the video as well. We decided to 
treat the scores based on bottle-feeding episodes (maximally one episode per infant) as 
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missing because we were unable to observe the full range of well-being scores in those 
episodes (maximum score of 4). Since well-being seemed to fluctuate during the day (r’s 
between .05 and .24 across the two to three episodes from the pre-test for the total sam-
ple of 28 infants), scores across the episodes were aggregated to give an impression of 
the overall level of well-being during the day, with higher mean scores indicating higher 
levels of well-being. Post-test data were completely missing for one infant, see Table 1.

Attachment security of the infant as perceived by the professional caregiver
A questionnaire containing 61 items based on the self-report Attachment Q-Set (Ver-
sion 3.0; Waters & Deane, 1985), composed by Gartstein and Iverson (2014) and pre-
viously used in a Dutch sample by Hall et al. (2022), was adapted to measure the degree 
of attachment security of the infant to the professional caregiver by replacing the words 
‘my child’ by the name of the child. The items describe (secure-base) behavior of young 
children during periods of interaction with the professional caregiver at the child care 
center (e.g., “(Name child) stops crying and quickly recovers when I hold him/her in 
my arms if (name child) is frightened or upset”). Professional caregivers were instruct-
ed to fill out how characteristic the behavior was for the infant, ranging from (1) very 
uncharacteristic to (7) very characteristic of the infant. Thirty items were reverse coded 
(as described by Gartstein & Iverson, 2014) after which we computed a mean score. A 
higher score reflected a higher level of secure base behavior indicating a higher level of 
attachment security as perceived by the professional caregiver. Data were missing for 
three infants, see Table 1.

Parental separation anxiety 
The Maternal Separation Anxiety (MSA) subscale of the Maternal Separation Anxiety 
Scale (MSAS; Hock et al., 1989) was used to measure the level of separation anxiety of 
the parent after the pre-test and the post-test visit. The MSA subscale consists of 21 items 
focusing on the level of discomfort, sadness or guilt mothers feel associated with being 
separated from their infant. The items were adapted to fit the use in both mothers and 
fathers and to measure separation anxiety only related to the moments the child is at the 
child care center by changing phrases like ‘when I am away from my child’ into ‘when 
my child is at the child care center’ and ‘than a babysitter or teacher’ into ‘than profes-
sional caregivers’. Following this step, we translated the items into Dutch and had them 
back-translated for verification by a native speaker. Parents were asked to rate their level 
of agreement with the statements on a 5-point scale ranging from (1) strongly disagree 
to (5) strongly agree. Previous studies showed high levels of internal consistency: Cron-
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bach’s alpha for the MSA subscale varied from .87 - .91 (Hock et al., 1989; Chapter 5). 
A mean score was computed with higher scores indicating higher levels of parental sepa-
ration anxiety. For one parent both the pre-test and post-test data were missing (control 
condition). For two other parents, only the post-test data were missing, see Table 1.

Results

Overall, the intervention and the alliance with the intervener were positively evaluated 
by three professional caregivers, whereas one professional caregiver was somewhat less 
positive. The same holds for the parents: one of the three parents was somewhat less 
positive. The professional caregiver and parent who were less positive were part of the 
same triad. 

Evaluation of the content of the intervention
With regard to the first visit, all parents (strongly) agreed with the statement that the 
recording reflected typical interactions between themselves and their infant. Both 
professional caregivers and parents indicated that the discussion of the recording was 
useful: the mean score was 4.75 (range = 4 – 6) for professional caregivers, and 4.67 
(range =  4 – 5, see Table 3) for parents. Moreover, parents evaluated the discussion of 
the recording as (somewhat) informative, clear, and interesting. One parent found the 
discussion confronting, and one parent thought the session was somewhat unnecessary, 
whereas the others (strongly) disagreed with the statements ‘confronting’ and ‘unnec-

Table 3 Evaluation of the content of the discussion of the recording of the parent-infant in-
teraction at home during the first visit by parents (n = 3; means and number of parents per 
category)

Mean Strongly 
disagree

Disagree Somewhat 
disagree

Somewhat 
agree

Agree Strongly 
agree

Unnecessary 2.00 2 1

Informative 4.67 2 1

Clear 4.67 1 2

Confronting 3.00 1 1 1

Interesting 5.67 1 2

Useful 4.67 1 2
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essary’, see Table 3. The usefulness of the discussion of the semi-structured questions 
was rated as ‘somewhat useful’ (M = 4.25, range = 4 – 5) by professional caregivers and 
‘useful’ (M  =  5.33, range = 5 – 6) by parents. Overall, parents rated the content of the 
first session a 7.00 (range = 6 - 8) on a 10-point scale. Parents reported that ‘to see how 
you yourself do things’, ‘sharing information on how we raise our child and do things at 
home’, and ‘insights into how my child is cared for at the child care center’ were most 
valuable. One of the parents indicated that she would like to ‘learn more about the the-
ory’. Other than that, no suggestions for improvement were given regarding the content 
of the first session. 

All professional caregivers (strongly) agreed with the statement that the recordings re-
flected typical interactions between themselves and the infant. In general, professional 
caregivers indicated that the individual video-feedback sessions were informative, clear, 
interesting, and useful. Furthermore, all professional caregivers disagreed (strongly) 
when they were asked if the sessions were unnecessary. One professional caregiver found 
the discussion confronting, the others did not (see Table 4). Furthermore, we asked 
them how useful they found the discussion of the different situations that we recorded. 
Although individual ratings varied from ‘somewhat useful’ to ‘very useful’, all situations 
were mainly rated as useful. There were no clear indications that some of the recorded 
situations were more useful than others. We also asked the professional caregivers to rate 
the usefulness of the specific topics we talked about and gave advice on. Again individ-
ual scores ranged from ‘somewhat useful’ to ‘very useful’, but most subjects were rated 
as ‘useful’ by the majority of professional caregivers. All participants indicated that the 
information brochure that was given to them at the end of the intervention was useful. 
Overall, professional caregivers rated the content of the intervention a 7.75 (range = 6 
- 9) on a 10-point scale. When we asked what was most valuable to them, one of the 
professional caregivers answered ‘seeing things you did not notice at the time’ and one 
reported increased awareness of body language. There were no suggestions for improve-
ment of the content of the intervention. However, one caregiver suggested to let the car-
egiver talk more and let them explain why they do something in a certain way. 

Evaluation of the practical aspects of the intervention
Three of the four professional caregivers indicated that the number and duration of 
the visits were ‘good’, whereas one professional caregiver indicated that there were ‘too 
many’ visits and that the duration of the visits was ‘too long’. Most professionals indi-
cated that the situations that had to be filmed could be implemented in their work (one 
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‘somewhat agreed’ and two ‘agreed’). The same holds for the video-feedback sessions 
(three ‘agreed’). One professional caregiver disagreed with both statements. Suggestions 
to improve the practical aspects of the intervention were ‘shorter moments’ and ‘use of 
extra personnel, but this depends upon the manager’. 

Evaluation of the impact of the intervention
With regard to the impact of the first visit of the intervention involving the parent, only 
one professional caregiver indicated that what she heard or saw during that visit influ-
enced how she cared for/interacted with the infant (score of 5, ‘agree’). The parent of the 
infant however, disagreed when asked if the discussion of the recordings impacted how 
the professional caregiver cared for/interacted with the infant. With regard to the oth-
er professional caregivers, one ‘somewhat disagreed’ and two ‘disagreed’. For one of the 
professional caregivers who disagreed, the parent thought that the discussion of the re-
cording did have an impact on how the professional caregiver cared for/interacted with 
the infant to some extent, whereas the other parent ‘disagreed’ as well. Regarding the 
impact of the first visit on the infant, two out of the three parents reported that the visit 
had been (somewhat) beneficial to their child (M = 3.67, range = 2 – 5). Furthermore, 
all parents stated that the visit had been (somewhat) beneficial to themselves (M = 5.00, 
range = 4 – 6). 

With regard to the intervention as a whole, professional caregivers were generally pos-
itive about the impact of their participation in the intervention, see Table 5. Half of the 
professional caregivers reported that it made them think about the care for infants in 

Table 4 Evaluation of the content of the individual video-feedback sessions by professional car-
egivers (n = 4; means and number of professional caregivers per category)

Mean Strongly 
disagree

Disagree Somewhat 
disagree

Somewhat 
agree

Agree Strongly 
agree

Unnecessary 1.50 2 2

Informative 4.25 1 3

Clear 5.00 4

Confronting 2.25 1 2 1

Interesting 5.00 1 2 1

Useful 5.00 1 2 1
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general and all the professional caregivers indicated that it made them think about how 
they can help infants with the transition from home to child care, at least to some extent. 
Furthermore, they all felt that they learned new things to some extent. Most professional 
caregivers reported that the target infant had (somewhat) benefited from their participa-
tion in the intervention and all of the professional caregivers reported that future infants 
starting child care at their group will benefit (somewhat) from their participation in the 
intervention. Moreover, half of the professional caregivers reported that their participa-
tion in the training had been beneficial to the other children in their group. Lastly, three 
out of the four professional caregivers indicated that they applied the tips and advice 
they received ‘sometimes’ and one caregiver ‘often’. 

Evaluation of the alliance with the intervener
All of the professional caregivers and parents reported a positive alliance with the in-
tervener. Scores ranged from 4.43 to 5.64 with a mean score of 4.96 for professional 
caregivers. The mean score for parents was 4.52 (range = 4.09 – 4.82). With regard to 
the grade, results showed that one duo (i.e., professional caregiver and parent) gave the 
intervener a 7, two duos graded the intervener an 8 and one professional caregiver gave 
the intervener a 9 (the parent of this duo did not fill out the questionnaire). 

Preliminary outcomes 
An overview of the mean pre- and post-test scores for the professional caregiver, infant, 
and parental outcomes for the intervention and control group can be found in Table 6. 
Whenever data from a participant were missing on a specific outcome measure for either 
the pre-test or the post-test, all data from that participant were disregarded when com-
puting group mean scores for that specific outcome measure. No statistical tests were 
performed considering the small sample size, and therefore we do not know if differenc-
es that are described below are statistically significant.

Scores on sensitivity and cooperation for the professional caregivers in the interven-
tion group generally decreased over time (difference scores ranged from -0.84 to -1.17), 
except for sensitivity in the caregiving situation, which slightly increased (difference 
score of 0.33). In the control group, sensitivity scores increased somewhat over time 
(difference score of 0.50 for play and 0.40 for caregiving), whereas cooperation scores 
decreased, especially in the caregiving situation (difference score of -1.10, and -0.08 
for play). Quality of care towards the infant was rated a little higher by parents in the 
intervention condition than parents in the control condition (difference score of 0.25 
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between the two groups at post-test), whereas there was virtually no difference in the 
quality of care towards parents between the two groups at post-test. Furthermore, we 
did not find an indication for a potential intervention effect on infant well-being: scores 
slightly increased from pre- to post-test in the intervention condition (difference score 
of 0.22), as well as in the control condition (difference score of 0.12). The level of secure 
base behavior was found to be a little higher in the control group than in the intervention 
group (difference score of 0.34 between the two groups at post-test). Finally, the descrip-
tive statistics indicated that separation anxiety of the parents decreased over time in both 
conditions, with a somewhat greater decrease in the intervention condition (0.43) than 
in the control condition (0.21). 

Discussion

The current feasibility study showed that the content, practical aspects, and impact of 
the VIPP-TICC were overall positively evaluated by professional caregivers and parents. 
Furthermore, the strength of the alliance with the VIPP-TICC intervener was generally 
positively evaluated by both professional caregivers and parents. Despite these prom-
ising, positive evaluations, we did not find indications for the effectiveness of the VI-
PP-TICC in increasing sensitivity of the professional caregivers and promoting infant 
well-being and secure base behavior. With regard to the outcome measures related to 
parents, the descriptive statistics did show some small changes in favor of the interven-
tion group: maternal separation anxiety decreased somewhat more over time and the 
perceived quality of care towards the infant was somewhat higher. It should be noted 
though that these differences were not statistically tested due to the small number of 
participants in the current study.

Evaluation of the first visit of the VIPP-TICC by professional caregivers and parents
Both professional caregivers and parents indicated that the discussion of the recording 
during the first visit was useful. The discussion of the semi-structured questions was 
thought to be useful as well, although it was evaluated a little less positive than the vid-
eo-feedback part of the session by professional caregivers. Parents, however, were more 
positive about the discussion of the questions than the discussion of the recording. This 
could indicate that parents find it more helpful to talk about their child and their way of 
caregiving, whereas professional caregivers find it more useful to see how parents inter-
act with their infant. Furthermore, the results indicated that most professional caregivers 
and parents did not think that the first visit impacted the behavior of the professional car-



Settling in

104

egiver in relation to the infant. At first sight this seems to be discrepant with the positive 
evaluation of the usefulness of the first visit. However, it could be that parents mostly rat-
ed the first visit as useful because of the positive impact the visit had on themselves and 
the infant rather than because of how the visit impacted the behavior of the professional 
caregiver. For professional caregivers it is less clear from the results of the current study 
what makes that they evaluated the first visit with the parent as useful. Speculatively, the 
first session might have contributed to them getting to know the child and parent better, 
which consequently might have promoted a partnership with the parent. Future research 
should investigate this more in-depth. Lastly, it is important to note that no suggestions 
for improvement of the content of the first visit of the intervention were given by the 
parents. 

Evaluation of the VIPP-TICC by professional caregivers
Professional caregivers endorsed the need for the intervention and generally evaluated 
the content positively, although one of the professional caregivers was somewhat less 
positive about the content of the intervention than the others. This professional caregiv-
er furthermore indicated some practical issues: too many/long visits and issues with fit-
ting the situations that needed to be recorded and the video-feedback sessions into her 
work. The other caregivers did not report issues with regard to the practical aspects of 
the intervention. Furthermore, most professional caregivers reported a positive impact 
on the infant, and all indicated that they had learned new things. Moreover, it made them 
all think about how to help infants make the transition from home to child care, which 
might explain why they expected a positive impact for future infants starting in child care 
in their group as well. The impact of the intervention on the care of infants in general and 
the benefits for other children in the group were less clear, which makes sense consider-
ing the aims of the intervention. The lower ratings by one of the professional caregivers 
might be partly explained by the relatively lower alliance score this professional caregiver 
reported, since previous studies showed that a stronger therapeutic alliance is related 
to more positive treatment outcomes and strength of the alliance can be identified as a 
mediator of change (Baier et al., 2020).

Discussion of the preliminary outcomes
The descriptive statistics showed that sensitivity and cooperation of the professional 
caregivers generally decreased over time in the intervention group, except for sensitiv-
ity in the caregiving situation, which slightly increased. This latter outcome measure is 
most likely to reflect sensitivity to distress and could therefore be considered the most 



C
ha

pt
er

 4

Chapter 4

105

important construct in light of the ultimate goal of the intervention: promoting infant 
stress-regulation, well-being and secure base behavior (Laurent et al., 2016; Leerkes et 
al., 2012). The small increase over time was however also found in the control group, 
as was the decrease in cooperation over time. Speculatively, a decrease in cooperation 
over time might be related to an increase in the level of physical activity infants display, 
which could make it more difficult for professional caregivers to refrain from interfering 
with the ongoing behavior of infants as they mature. The decrease in sensitivity in the 
play situation for the intervention group as opposed to the small increase for the con-
trol group is remarkable. This might be related to the relatively high levels of sensitivity 
during play at the time of the pre-test in the intervention group compared to the control 
group. One could argue that (highly) competent caregivers are less likely to profit from 
the intervention, or speculatively that the intervention may even be disadvantageous for 
such knowledgeable ‘experts’ (Kalyuga et al., 2003; Kolijn et al., 2021), whereas pro-
fessional caregivers who are less sensitive at baseline are more likely to benefit from the 
intervention. As the sensitivity of the professional caregiver was hypothesized to be the 
mechanism underlying intervention effects on infant well-being and secure base behav-
ior, it is not surprising that we did not find indications for intervention effects on infant 
outcomes either.

With regard to the secondary aim of the intervention, i.e., easing the transition for par-
ents, we did find some first, small indications of the effectiveness of the intervention 
in the descriptive statistics: maternal separation anxiety seemed to decrease somewhat 
more over time in the intervention group and the perceived quality of care towards the 
infant seemed to be somewhat higher for this group. However, the quality of care towards 
the parent (as perceived by the parent) did not seem to differ between the intervention 
and control group. Easing the transition to child care for parents would possibly not 
only be beneficial to parents themselves, but could also positively influence the adjust-
ment process of infants starting in child care, since emotional reactions of parents are 
likely to influence the emotional reactions of their children (Nelson et al., 2009), poten-
tially via physiological processes (Waters et al., 2014) or parenting behavior (Cooklin 
et al., 2013; Deater-Deckard, 1998). Speculatively, parents with low levels of separation 
anxiety related to their child attending a child care center may be more relaxed during 
the drop-off and might give their child the idea that the child care center is a good place 
for them to be. Parents reporting higher levels of separation anxiety on the other hand 
might be more anxious and stressed during the drop-off and could give their child the 
idea that the child care center is inferior to the home environment or even an unsafe 
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place. Children might pick up on their parents’ stress and become stressed themselves. 
This idea is supported by the finding in one of our other studies (see Chapter 3) that 
anticipated maternal separation anxiety might be positively related to an increase in cor-
tisol during the day at the child care center. In another study we found a relation with 
infant well-being shortly after the start in child care, but in the opposite direction than 
we expected: higher levels of separation anxiey seemed to be related to higher levels of 
infant well-being (Vrijhof et al., 2022). More research in a larger sample is needed to 
investigate the relation between (anticipated) maternal separation anxiety and infant 
stress and well-being at child care. 

Limitations and strengths
The most important limitation of the current study is the small sample size. We were 
planning to set up an RCT with 50 professional caregivers in the intervention group 
and 50 professional caregivers in the control group. However, because of the outbreak of 
SARS-CoV-2, the current study included only 4 participants in the intervention group 
and 7 in the control group. Moreover, data were incomplete in a number of cases leading 
to even smaller sample sizes for the preliminary outcomes. The small sample size pre-
cluded the performance of statistical tests, leaving us unable to investigate if differences 
between the intervention and control group were statistically significant. This should be 
taken into consideration when interpreting the results, which should be weighed really 
carefully, especially with regard to the preliminary outcomes. The inclusion of several 
outcome measures (including observations) and a control group to investigate potential 
indications of the effectiveness of the VIPP-TICC, next to a thorough evaluation of the 
intervention, are important strengths of the current study. 

A second limitation of the current study is the potentially biased sample. Since the be-
ginning of 2019, child care organizations have to adhere to an increased profession-
al caregiver-infant ratio, while dealing with shortage of labor and more strict rules to 
assure the stability of care, which makes it hard for managers to relieve professional 
caregivers from their work duties and arrange a substitute caregiver to take over from 
them. The high workload for professional caregivers and these organizational difficul-
ties complicated the recruitment for the current study and increased the likelihood 
that we included particularly well-organized organizations and highly motivated staff 
members, which is reflected in the high sensitivity scores of professional caregivers in 
the current sample. Results may thus not be representative for the total population of 
professional caregivers. 
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Despite these limitations, the current study is the first study that we know of aiming to 
ease the transition to child care for infants as well as their parents. Parents are often over-
looked when studying emotional reactions related to the transition to child care, even 
though research suggests that the transition might be even more difficult for parents than 
for very young children (Swartz et al., 2016), and that the emotional reactions of parents 
to the transition might co-determine the emotional reactions of their children (Nelson 
et al., 2009; Waters et al., 2014). 

Research and practical implications 
In view of the generally positive evaluation of the intervention by professional caregiv-
ers and parents, the VIPP-TICC could be considered a good candidate intervention for 
testing in a large-scale RCT after adapting the intervention in such a way that it can be 
more easily implemented, preferably in consultation with professional caregivers, their 
managers, and pedagogical coaches. When testing the effectiveness of an adapted ver-
sion of the intervention, one could consider training the pedagogical coaches working 
at child care centers (child care organizations in the Netherlands are obliged to appoint 
a pedagogical coach since 2019) in the intervention and have them implement the VI-
PP-TICC in their organization. These coaches could identify professional caregivers that 
are less sensitive and would probably benefit most from the intervention. One could also 
think about targeting professional caregivers of infants displaying high levels of negative 
emotionality since those infants seem to receive less sensitive care from professional car-
egivers (Albers et al., 2007), while these infants may be most susceptible to the quality 
of child care they receive. 

Considering the positive evaluation of the content of the first visit and (potential) im-
pact on parents, investigating the effects of a single video-feedback session with both 
the parent and professional caregiver, might also be a promising direction for future re-
search. Especially first-time parents and parents with higher levels of separation anxiety 
might benefit from such a session, as well as parents of children that might be at risk for 
a difficult transition to center-based child care, for example children with a more difficult 
temperament or children suffering from separation anxiety. Pedagogical coaches could 
be trained in making recordings and providing video-feedback to the parent and profes-
sional caregiver as well as the additional discussion of general questions. Such a session 
could probably rather easily be linked to the intake interview, which is commonly ini-
tiated by child care organizations in the Netherlands just before the start of the infant 
in child care. Another option would be to give families instructions on how to make 
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their own recordings, which might lead to even more naturalistic videos and minimizes 
the time a pedagogical coach would need to spend on preparing the session, thereby 
benefiting the feasibility of the session. A final option, which would be even easier to im-
plement, could be to train professional caregivers in discussing the video materials with 
the parents themselves during the intake interview. By implementing this session even 
before the start we might be able to decrease maternal levels of anticipated separation 
anxiety, which in turn could affect infants’ adjustment to child care (Vrijhof et al., 2022; 
Chapter 3).

Conclusion
The VIPP-TICC intervention was positively evaluated by both professional caregivers 
and parents with regard to the content, practical aspects, and impact. The preliminary 
outcomes however did not show indications of intervention effects on the professional 
caregivers or infants. Preliminary outcomes with regard to an effect of the intervention 
on parents were somewhat more positive. It should be noted though that the sample of 
the current study was very small and no statistical tests were performed to investigate 
potential differences between the intervention and control group. Taken together, the 
results of the current feasibility study indicate that especially the implementation of a 
video-feedback session and discussion with the professional caregiver and parent togeth-
er might be an interesting direction for future research. 
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