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A B S T R A C T

Background: In families with young children who have experienced domestic violence, both parents and children
are at risk to develop post-traumatic stress disorder (PTSD) symptoms, and there is a risk for disrupted parent-
child interactions.
Objective: To identify the factors on which expert-clinicians agree that they should be considered when deciding
on the order of trauma therapy for the parent, trauma therapy for the child, and attachment-based intervention.
Participants: and settings: Participants were 16 experienced clinicians, trained in attachment-based intervention
for parents and their young children, trauma therapy for adults, and trauma therapy for young children.
Methods: A classic three-round Delphi approach was used. Anonymous online surveys were filled out by the
participants. Consensus was defined as agreement among 70% of the participants.
Results: After the third survey round, there were eleven factors for which there was consensus. These included the
preference of the parent for one of the three individual therapies, impaired parental mentalizing capacity,
insensitive/disrupted parenting, a problematic attachment history between parent and child, a high level of child
PTSD symptoms, a high level of parental PTSD symptoms, severe risks for the development of the child, a very
young age of the child, and exposure of the child to one or more traumatic events.
Conclusions: Agreement was found on which factors to consider in planning the order of treatments for families
who have experienced domestic violence. These factors can provide a starting point from where clinicians can
design a treatment plan with a specific family.

1. Introduction

Global prevalence estimates show that 30% of women are victims of
physical or sexual intimate partner violence (IPV) (World Health Or-
ganization, 2021). For domestic violence in general, which includes any
act of physical or sexual violence, coercive control, or stalking of an
ex-partner within the home environment, prevalence estimates in the
Netherlands show that one in 10 citizens experienced one or more forms
of domestic violence in the past 12 months (Akkermans et al., 2023).
Often, the whole family system is involved in or exposed to the violence,
as domestic violence and other forms of child maltreatment co-occur in

almost 50% of these families (Alink et al., 2018; Steketee et al., 2023).
Consequently, all members of the family are at risk for developing
far-reaching and possibly lifelong problems, such as behavioral and
emotional problems, lower academic and social functioning, lower
physical health and unemployment (see e.g. Carlson, Voith, Brown, &
Holmes, 2019; Herzog & Schmahl, 2018; Vu et al., 2016). The current
paper focuses specifically on three of the problems for which these
families are at risk, namely parental post-traumatic stress disorder
(PTSD) symptoms, children’s PTSD symptoms, and problems in the
parent-child relationship. PTSD symptoms are defined as symptoms
falling under the classification of PTSD in the Diagnostic and Statistical
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Manual of Mental Disorders (DSM-5-TR), such as re-experiencing or
avoiding the traumatic event or forming negative feelings in the after-
math of a traumatic event (American Psychiatric Association, 2022). Up
until now, there is a lack of knowledge, specifically about how to pro-
vide treatment for these problems in families with young children (0–6
years old). The aim of the current study is therefore to identify which
factors are at play in defining the order of trauma therapy for the parent,
trauma therapy for the child, and attachment-based intervention, and
also how these factors may be taken into account when planning the
order of the treatment. When writing about parental trauma therapy and
the parent-child interaction, the focus of this paper is specifically on the
parent that is generally seen as the non-abusive parent. Therefore a need
for parental trauma therapy or attachment-based intervention with the
alleged abusive parent can also exist (see e.g. Semiatin et al., 2017;
Stover, 2015), and needs to be further studied, but that is outside the
scope of this article.

Domestic violence can be an extremely stressful and sometimes even
life-threatening experience, and therefore increases the risk for PTSD
symptoms in parents and children (Ehrensaft et al., 2017; Galano et al.,
2021) (See Fig. 1). Approximately half of the young children (up to the
age of 7) who are exposed to interparental violence, develop PTSD
symptoms (Levendosky et al., 2013). There are two pathways through
which these symptoms can manifest in young children: (1) as a direct
response to this event, for instance if the child witnesses the violence
between parents and this causes feelings of intense fear and helplessness
(Fig. 1, pathway 1), or (2) in response to the PTSD symptoms that their
parents show (Fig. 1, pathway 3) (Glaus et al., 2021; Scheeringa &
Zeanah, 2001). In this second pathway, also referred to as ‘relational
PTSD’, parents’ PTSD symptoms can cause them to show harsh,
extremely insensitive and/or disrupted parenting behavior (Fig. 1,
pathway 4) (Scheeringa & Zeanah, 2001).

The children’s behavior may be a posttraumatic trigger if it reminds
parents of the behavior of the perpetrator (Schechter, 2003), which can
result in parents showing frightening and/or disrupted behavior towards
their children. In response, children can develop PTSD symptoms and
other related psychopathology (Fig. 1, pathway 5) (Christie et al., 2019;
Moser et al., 2023; Van Ee et al., 2016). Especially infants, as compared
to older children, are thought to exhibit symptoms through this concept
of relational PTSD, because they have limited coping skills and are
dependent on their caregivers in almost all facets of life (De Young et al.,
2011; Noonan & Pilkington, 2020).

In addition to treating PTSD symptoms, there is a need for an
attachment focus in the treatment of these families. Children who have
experienced domestic violence are at increased risk of developing
insecure and/or disorganized attachment relationships with their parent
(McIntosh et al., 2021; Noonan & Pilkington, 2020). The concept of
‘relational PTSD’ forms one example of how parents’ experiences of
domestic violence can affect relationships between parents and children
(Fig. 1, pathways 4 and 6) (Galbally et al., 2022). Alternatively, the
harsh and insensitive caregiving behavior might result from a change in
parents’ own attachment representations after violence (Levendosky

et al., 2011). Due to traumatization resulting from domestic violence,
parents can perceive close relationships, such as the relationship with
their children, as unsafe.

Considering the negative short- and long-term consequences of do-
mestic violence, the question arises how the course of treatment should
be designed to optimally fit the needs of the victimized parents and
children. The pathways as explained in Fig. 1 lead to three options:
treatment focused on improving PTSD-symptoms of parents, treatment
focused on improving the attachment-relationship, and treatment
focused on improving PTSD-symptoms of children. Given the interre-
latedness of these pathways, treatment focused on one domain might
also cause improvement in one or both of the other domains. For
example, parenting interventions can positively affect the quality of the
attachment-relationship, but may also decrease children’s PTSD symp-
toms (Love & Fox, 2019) or even both parental and children’s PTSD
symptoms (Hagan et al., 2017; Lieberman et al., 2005). Additional ev-
idence implies that trauma-focused therapy for adolescents can improve
both parental and children’s symptomatology (Greene et al., 2023; Neill
et al., 2016). Especially young children (under the age of 6) were found
to be positively affected by the treatment that their parents received
(McFarlane et al., 2005). At the same time, a history of parental
(childhood) trauma is suggested to hamper the effectiveness of a
parenting intervention (Moran et al., 2005; Steele et al., 2019; Van der
Asdonk et al., 2021). A modular approach, in which different treatment
approaches can be provided in an order that suits the needs of a family,
might therefore offer a solution. There are approaches that aim to treat
traumatized children (Bentovim & Elliott, 2014; Chorpita & Weisz,
2009). Comparison with the standard treatment suggests that such
modular approaches, that are matched to the needs of children,
outperform standard approaches in the treatment duration (e.g. rela-
tively shorter treatment duration) and treatment effects (e.g. relatively
higher decrease in internalizing and externalizing symptoms), even two
years after treatment (Chorpita et al., 2013, 2017). These approaches,
however, do not yet focus on parents’ traumatization and/or are not for
children 0–6 years old (Bentovim & Elliott, 2014; Chorpita & Weisz,
2009). Ideally, approaches such as these should be extended on the basis
of ‘theory, performance, feedback, and clinical reasoning’ (Chorpita
et al., 2017), but as empirical evidence is lacking about the factors that
are at play specifically for young children, the current study started with
consulting expert clinicians to form consensus. Consensus methods with
clinical experts create a joint narrative (Courtois & Marotta-Walters,
2021) that reflects the perspective of clinicians, which facilitates the
implementation of guidance (Cook et al., 2009). Therefore, the goal of
the current study is to identify which factors they consider as relevant,
and how these factors are relevant in determining the order of trauma
therapy for the parent, trauma therapy for the child and
attachment-based intervention in families with young children (0–6
years old) who experienced domestic violence.

Fig. 1. Pathways that are at Play in the Aftermath of Domestic Violence, and Interventions Targeting these Outcomes.
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2. Method

2.1. Design

The consensus method that was used in the current study is the
classic – also called the traditional – Delphi approach (Skulmoski et al.,
2007; Spranger et al., 2022), which is commonly used across disciplines
(e.g. Keeney et al., 2011; Rowe & Wright, 2011). According to a critical
realist perspective, the Delphi approach is a helpful tool in examining
what the current state of ‘true’ knowledge is, by collecting different
opinions and subsequently finding a common ground, by confronting
the panelists with possibly opposite opinions (Spranger et al., 2022). A
group of expert clinicians participated in three consecutive anonymous
survey rounds. Each survey, except for the first one, started with feed-
back on the results from the previous survey. These results formed the
basis for the next survey. The proposed reporting guidelines for Delphi
studies by Spranger et al. (2022) were used to describe the current study.

All materials were developed by the research team. This team con-
sisted of seven members, of whom five are researchers affiliated with
two different universities. The other two members are highly experi-
enced clinicians (CR and KZ) from organizations that offer trauma
therapy for adults and (young) children and attachment-based inter-
vention in families who experienced domestic violence. Both clinicians
are also working as trainer and supervisor for either individual trauma
therapy for adults and children or attachment-based intervention.

2.2. Participants

Recruitment of participants was performed with a purposive sam-
pling technique. We sought a sample of participants who were trained in
an attachment-based intervention for the parent and the child (using
video-feedback), as well as a trauma therapy for adults and trauma
therapy for children, as recommended in Dutch guidelines (De Wolff &
Wildeman, 2020; Hein et al., 2021; Akwa, 2021). Part of the participants
were recruited by e-mail through one of the clinicians within the
research team (KZ), who is part of a national expertise group that con-
sists of professionals who provide treatment to families after domestic
violence, specifically in terms of trauma therapy and attachment-based
intervention (in Dutch: Drakentemmers). In addition, members of the
research team posted or shared a message through their LinkedIn ac-
count with a link through which professionals could indicate that they
were interested in participation.

In total, 23 of the 43 professionals who were interested in partici-
pation met the inclusion criteria. All participants were at least trained in
eye movement desensitization and reprocessing (EMDR) therapy for
adults and for children (see Table A1 for a detailed overview of the
therapies that participants were trained in). The participants had on
average 14.8 years of work experience as a clinician (range= 9–25 years,
SD = 4.8 years). The first survey was sent to all 23 participants, and we
received 16 valid responses (70% response rate). After round one, three
participants dropped out: one due to personal circumstances and two
because they felt that they did not have enough expertise to answer the

Fig. 2. Overview of the followed procedures, including participant flow throughout the study.
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questions. The second survey was then sent to 20 participants, and there
were valid responses from 13 participants (65% response rate). After
round two, an additional participant dropped out because she felt that
she did not have enough expertise to answer the questions. The third
survey was then sent to 19 participants, and there were 11 valid re-
sponses (58% response rate). Fig. 2 displays the participant flow
throughout the survey rounds. Because the surveys were filled out
anonymously, it was not possible to follow-up specifically on the par-
ticipants who did not respond to the surveys, and thus reminders for
filling in the questionnaires were sent to all participants. The anonym-
ization also prohibited the research team to check whether dropped-out
participants had filled out the surveys that were sent to them before they
dropped out.

2.3. Procedure

All three surveys were sent to the participants by e-mail. An infor-
mation letter was attached to the first e-mail, in which the rationale of
the study and the value of participation were explained. Subsequently,
participants were asked to agree with a consent statement. If they did
not agree with the statement, they could not participate in the study.
Next, the first survey round started. The planned time between every
survey round was 3 weeks, but this was extended with 1–2 weeks if we
received many out-of-office e-mails from professionals (e.g., during
public holidays).

After each survey round, the results were analyzed and extensively
discussed within the research team, and the survey for the consecutive
round was constructed. Ethical approval for this study was obtained
from the Ethical Review Board of Education and Child studies at Leiden
University (protocol number: ECPW-2022/342).

2.4. Survey rounds

2.4.1. Case description
All three surveys started with the following case description: ‘A

family, consisting of a mother and a young child (0–6 years old), is referred
to you. The family has experienced severe domestic violence from the (ex-)
partner of the mother. The family has a stable housing situation, and they
receive a social welfare benefit. Additionally, an organization that has
expertise in treating victims of domestic violence is involved with the family.
The (ex-)partner lives somewhere else at this moment, and there are no im-
mediate safety risks. Both mother and child have PTSD(-related) symptoms
and the mother shows disrupted parenting behavior. Your goal is to help this
family as well as possible, and to reach this goal, you can provide three
different therapies: trauma therapy for the mother, trauma therapy for the
child and/or attachment-based therapy for mother and child.’ This case
description was included so that all participants would think about the
same type of case.

2.4.2. Round 1
For survey one, the goal was (1) to collect background information

about the participants and (2) to gain insight in the different factors that
participants take into account when deciding the order of trauma ther-
apy for the parent, trauma therapy for the child, and attachment-based
intervention. The survey consisted of four closed-ended questions about
the background of the participants, six closed-ended questions about
how they provide treatment within these types of families and nine
open-ended questions about factors that they take into account when
planning the course of treatment. To structure these last questions,
participants could mention factors in different domains: safety, external
stressors, parental factors, child factors, parent-child interaction, family
factors and other factors. Next, participants were asked to mention any
additional factors they deemed relevant. In addition, they were asked
whether, and to what extent they felt that existing guidelines supported
them in deciding on the course of treatment in the target group. The
results of the survey were discussed within the research team. Similar

factors that were described in different words were grouped as one
factor, and for all factors it was noted how often they had been
mentioned.

2.4.3. Round 2
For the second survey, the goal was to determine consensus about

how all the different factors, as collected in the first survey, affected the
priority of the three different therapies. For each factor, participants
were asked to indicate whether the presence of that factor increased,
decreased, or did not affect the priority of trauma therapy for the parent,
trauma therapy for the child, and attachment-based intervention. If they
found that the specific factor was not applicable because it affected the
start of treatment in general, and not the specific order of the different
therapies, they could indicate that too (‘not applicable, in this case I would
not start any treatment at all’). All questions were presented in the form of
side-by-side matrix questions. Lastly, participants were asked to mention
relevant protective factors in an open question, and, if they had filled out
any, to specify how these affected the priority for the different forms of
therapy.

The results were analyzed, and the percentage of agreement between
participants was computed. An agreement level of 70% was considered
as consensus (Hasson et al., 2000; Keeney et al., 2011). Factors in round
two with an agreement level between 50% and 69% were included again
in the third survey.

2.4.4. Round 3
First, participants received feedback in the form of an overview of

the factors for which there was already consensus (≥70%) that they
increased or did not affect the priority for one of the therapies. For the
factors with an agreement level between 50% and 69% (as resulted from
round two), this percentage was reported to the participants, and they
were asked whether the specific factors did or did not affect the priority
of the therapy that this percentage applied to (yes/no). Similar to round
2, side by side matrix questions were used to do so.

3. Results

3.1. Round 1

Participants reported five different orders of therapy as either their
first or second preferred order (Table 1). Furthermore, 75% of the par-
ticipants reported that it was possible to offer trauma therapy and
attachment-based intervention parallel within the same family.

For determining the order of treatment, participants mentioned on
average 17.6 different factors (SD = 7.5, range: 7–33). Overall, 35
unique factors were distinguished. Each of these factors was mentioned
one to twelve times. The 35 factors could be assigned to four overarching
domains: a practical domain, a parent domain, a child domain, and an other
domain. The practical domain included factors such as ‘availability of the
parent(s)’, ‘length of waiting lists for the different therapies’ and ‘judi-
cial demands’. The parent domain included factors such as ‘emotion

Table 1
Different Orders of Therapy that were Reported in the First Survey.

First
choice

Second
choice

Total

n % n % n %

Trauma mother ≫ Attachment ≫ Trauma child 6 38 8 50 14 88
Attachment ≫ Trauma mother ≫ Trauma child 5 31 4 25 9 56
Trauma mother ≫ Trauma child ≫ Attachment 5 31 2 13 7 44
Trauma child ≫ Trauma mother ≫ Attachment – – 1 6 1 6
Attachment ≫ Trauma child ≫ Trauma mother – – 1 6 1 6

Note. Trauma mother = trauma therapy for the mother; Trauma child = trauma
therapy for the child; Attachment = attachment-based intervention for mother
and child.
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regulation of the parent’, ‘trauma symptoms of the parent’, and ‘treat-
ment motivation’. The child domain included factors such as ‘age of the
child’, ‘IQ of the child’ and ‘events that the child had experienced’. The
other domain included factors that could not be grouped under the first
three domains, such as ‘the immediate safety within the family’, ‘the
number of other children within the family’ and ‘worries from other
professionals about the family’. As the focus of this study was specif-
ically on substantive factors, practical factors were not included in the
second round.

3.2. Round 2

For each of the factors in the parent domain, child domain, and the
other domain, participants were asked how these affected the priority for
the different forms of therapy. There was consensus (i.e. 70% of par-
ticipants agreed) on the contribution of nine factors (see Table 2).

Furthermore, there were seven factors for which the level of
consensus was between 50% and 69% (factors 6, 7, 8, 9, 12, 15, and 16;
Table 2). For the factor ‘High level of acute unsafety’, there was consensus
that it did not apply because participants would not start any treatment
at all in that case. For all other factors, there was no consensus that the
factors increased the priority for one of the specific therapies (see
Table A2 for the agreement levels of these factors). Because the focus of
this study was on factors that increased the priority for one of the specific

therapies, only the seven factors for which the agreement level about
increasing the priority was between 50% and 69% were included in the
last survey round.

3.3. Round 3

The results of round 3, as displayed in Table 2, show that the
agreement level after round 3 ranged from 27% to 82%. Consensus was
reached for two additional factors: one that increased the priority of
attachment-based intervention (factor 6), and one that increased the
priority of trauma therapy for the child (factor 15). After round 3, there
was thus a set of 11 factors for which there was consensus. For all
therapies, the priority increased if the preference of the parentwas to start
with that specific therapy. Additionally, insensitive or disrupted parenting
behavior, impairments in parental mentalizing capacity, severe risks for the
development of the child, a problematic attachment history between parent
and child, and a very young age of the child increased the priority of
attachment-based intervention for the family. The priority of trauma
therapy for the parent increased if the parent experienced a high level of
trauma symptoms, and the priority of trauma therapy for the child
increased if the child experienced a high level of trauma symptoms and if the
child had experienced one or more traumatic events.

4. Discussion

Within a group of expert-clinicians, we found consensus on the
relevance of a total of eleven factors that play a role in deciding about
the order of trauma therapy for a parent, trauma therapy for a child, and
attachment-based intervention for the parent-child relationship in
families with young children (0–6 years old) who experienced domestic
violence. These factors included the preference of the parent for one of
the specific therapies (i.e. for attachment-based intervention, trauma
therapy for the parent or trauma therapy for the child), impaired
parental mentalizing capacity, insensitive/disrupted parenting, prob-
lematic attachment history between parent and child, high level of child
PTSD symptoms, high level of parental PTSD symptoms, severe risks for
the development of the child, very young age of the child, and exposure
of the child to one or more traumatic events.

Some of the factors that were identified are inherent to the target
population and were therefore not thought to uniquely add to the other
factors. Experiencing or being exposed to domestic violence is in itself
regarded as a severe risk for the development of the child. Furthermore,
the focus of this study was already on young children (aged 0–6 years
old) who experienced domestic violence (which is a traumatic event).
The relevance of these factors thus aligns well with the theoretical basis
of this study.

The expert clinicians agreed that the preference of the parent for one
of the specific therapies was a factor of influence for the order of ther-
apies. For example, parents’ preference to start with attachment-based
intervention increased the priority for attachment-based intervention.
Clients’ preferences in treatment have been found positively associated
with treatment satisfaction, treatment completion, and treatment
outcome (such as lower depressive symptoms and improved quality of
life) (Lindhiem et al., 2014). In other studies that specifically targeted
families with multiple problems, taking into account parents’ preference
was related to improved engagement, and was also associated with more
positive outcomes (e.g. improved family functioning) of family-focused
interventions (Van Beek et al., 2023; Visscher et al., 2022). Especially for
these families, for which problems are persistent and improvement after
treatment is generally low (Al et al., 2012; Van Assen et al., 2020), the
results of this study, combined with previous empirical evidence, imply
that special attention should be given to the preference of the parents
when deciding on the treatment order. A next step could be to examine
whether the preference of children about the order of treatment could
also affect treatment effects. Although this study specifically focused on
children under the age of 6 years and those may not always have the

Table 2
Factors for Which the Agreement Level after Round 2 was at least 50%.

Factors as listed in round 2 and 3 Agreement level
after round 2 (%)

Agreement level
after round 3 (%)

Factors that increase the priority for attachment-based intervention

1. Insensitive/disrupted parenting 92 –
2. Strong preference of the parent
for attachment-based
intervention

92 –

3. Problematic attachment history
between parent and child

85 –

4. Severe risks for the development
of the childa

82 –

5. Impairments in parental
mentalizing capacity

77 –

6. Very young age of the childb 67 82
7. Negative relationship between the

child and the other parent
62 27

8. Comorbid psychopathology of the
parent

55 36

9. High level of trauma symptoms of
the childc

50 27

Factors that increase the priority for trauma therapy for the parent

10. High level of parental trauma
symptoms

100 –

11. Strong preference of the parent
for trauma therapy for
themselves

100 –

12. One or more traumatic
experiences in parent’s own youth

64 45

Factors that increase the priority for trauma therapy for the child

13. High level of trauma symptoms
of the childc

100 –

14. Strong preference of the parent
for trauma therapy for the child

75 –

15. The child has experienced one
or more traumatic events

69 73

16. Very young age of the childb 58 45

Note. The rows with bold text reflect the factors for which consensus has been
reached.
b and c indicate factors that applied to two forms of therapy.

a This factor refers to the Dutch term ‘ontwikkelingsbedreiging’, which is one
of the conditions on which a child protection measure could be summoned
(Dutch Civil Code, 2017).
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verbal and mental abilities to give their preference about the order of
treatment, they might for example be able to give their preference in
how the sessions of their individual therapy are designed.

The priority of attachment-based intervention increased if there was
an impaired parental mentalizing capacity, insensitive/disrupted
parenting, and/or a problematic attachment history between parent and
child. This corresponds well with the general literature regarding factors
of influence in attachment-based interventions (Bakermans-Kranenburg
et al., 2003; Camoirano, 2017). The ability of parents to mentalize,
which is the ability to recognize, distinguish, and reflect on the mental
state of themselves and their child, and to show adequate behavior as a
response (Slade, 2005), is a key predictor for children’s attachment se-
curity (Zeegers et al., 2017). The same goes for parental sensitivity,
which is also positively related to attachment security (Madigan et al.,
2024; Zeegers et al., 2017).

Furthermore, the experts agreed that a high level of PTSD symptoms
of the parent increased the priority of trauma therapy for the parent, and
a high level of PTSD symptoms of the child increased the priority of
trauma therapy for the child. If left untreated, PTSD symptoms resulting
from domestic violence can have a severe and lifelong impact, both for
adults and children. Untreated PTSD symptoms are for example related
to an obstruction or set-back in children’s development, but also to all
kinds of mental health problems, a diminished quality of life and high
economic costs for society (Ehlers et al., 2009; Rosenbaum, 2004;
Scheeringa et al., 2005). The consensus about these factors reflects that
clinicians are aware of the importance of treating PTSD symptoms and
thus take these into account when deciding on the order of therapy.

From a clinical perspective, the identified factors can support clini-
cians in determining the optimal order of treatment for the complex
population of victimized parents and children after domestic violence.
As described in the Introduction, there can be a need for all three
therapies in these families, but the optimal timing of treatment can be
different for different families. The current study gives insight in which
specific factors should be taken into account to individualize treatment
to the needs of individual families. To be of further clinical use, addi-
tional specification of the factors is necessary. Most often, multiple
factors will play a role at the same time in the same family, and the
choice to start with a certain therapy should therefore depend on the
combination and interplay of the different factors. Our next step will
therefore be to translate the findings of the current study into a guidance
document that helps to decide on treatment order, and to test whether
this document is sufficient in helping therapists to determine the treat-
ment order.

In a broader sense, the findings could be of use in developing new or
informing current available modular treatment programs, specifically
focused on the target group of families with young children (aged be-
tween 0 and 6 years old) who have experienced domestic violence. The
factors could for example complement approaches such as the ‘Hope for
Children& Families (HfCF)’-approach (Bentovim& Elliott, 2014), or the
‘Integrative Attachment Trauma Protocol for Children’ (Wesselman
et al., 2014). While these approaches focus on selecting and applying
specific treatment modules to the needs of specific families, our study
points out what the factors are that underly these needs. Additionally,
because treatment approaches such as HfCF are focused on families with
older children, combining our findings with such an approach could
help to make this approach applicable to families with children aged 0–6
years as well. A next step in optimizing treatment for these families
could be to investigate what treatment elements (e.g., specific elements
in trauma therapy and/or attachment-based interventions) specifically
target the factors as were found in the current study. Furthermore, as
other interventions than trauma- and attachment-focused therapy are
also applied in this target group (see e.g. Anderson & Van Ee, 2018;
Howarth et al., 2016), it could be explored how interventions that focus
on other problems should be timed in relation to trauma- and
attachment-focused therapy. Ideally, these steps could result in treat-
ment trajectories that are highly efficient, both in terms of time and

money, because they are specifically focused on the factors that are at
play in these families.

4.1. Limitations

The sample of participants in this study was rather small and the
response rate was lower than intended. Of the 23 participants who were
eligible for participation, 11 participated in the last survey round. The
sample of participants could have been larger if the focus of the study
would have been broader, (i.e. if the eligibility criterium for the types of
treatment would have been broader). Trauma- and attachment-based
therapies, however, have been repeatedly recommended for parents
and young children after domestic violence in both national and inter-
national guidelines (see e.g. International Society for Traumatic Stress
Studies Guidelines Committee, 2018, Vink et al., 2020; World Health
Organization, 2013). In addition, the question as for whom to treat first,
the parent, the child or both of them in interaction, has been raised
several times now (Stolper et al., 2024; Van Ee et al., 2016), but has not
been investigated nor answered yet. Therefore, the choice was made to
first focus on these types of therapy. The pool of experts who are trained
in specifically these types of therapy, however, might not be that large,
which would justify the small sample size. In mental health care in the
Netherlands, but also internationally, there is often a strict separation
between child versus adult mental health care (Signorini et al., 2018).
This means that parents and children are supported by different pro-
fessionals with different specialisms. Although policy makers start to
encourage youth and adult mental health care to collaborate and work
more cohesively (e.g., Ministry of Health Welfare and Sports, 2022),
there are still a lot of challenges in this area (Nooteboom et al., 2021).

Some participants dropped out during the study. At least for a few of
them, this was because they did not feel enough of an expert to answer
the questions. Although not all dropped out participants had contacted
the researchers to give a reason for their drop-out, it is possible that
there were more participants for whom this reason applied. This might
implicate that the findings of this study do reflect the consensus within a
group of ‘true’ experts in this field. Alternatively, the drop-out and non-
response, might be a result of the high workload for professionals who
work in youth care in the Netherlands (Statistics Netherlands, 2022),
which might have withheld some of the professionals from filling out the
questionnaires because of a lack of time. Another reason for the low
response rate in this study is that, because the surveys were sent to the
participants anonymously, it was not possible to send personalized re-
minders to the non-responders, nor was it possible to provide person-
alized feedback to the participants. This might have resulted in a higher
level of non-response, and has limited our ability to address
non-response bias. At the same time, the anonymity of the participants
may have resulted in collecting the most honest opinion of the partici-
pants, whereas they might have been more inclined to give socially
desirable answers if the surveys were not anonymous. Although we had
expected more than 11 participants to fill out all surveys, sample sizes
such as these are not entirely uncommon in Delphi studies (see e.g. Chan
et al., 2009; Skulmoski et al., 2007). To increase the validity of the
findings of this study, it would be recommended to replicate the current
study in another comparable sample of experts.

A second limitation is that the choice for the population from which
we sampled the participants might limit the representativity of the
sample of experts. Although we recruited participants via a national
platform, this platform was only recently (i.e., in 2019) set up. Experts
who did meet the inclusion criteria but could not be included because
they were not connected to the network of our research team could thus
be missed. On the other hand, the use of purposive sampling, and more
specifically the inclusion criterium regarding participants’ training in
specific types of therapy (i.e., therapies with a certain level of evidence-
base as recognized by national guidelines for practitioners), might have
been a strength. The choice for this criterium does not only strengthen
the scientific basis of this study, but might also have improved the
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validity of our findings.

4.2. Recommendations and conclusion

Problems of the parent (e.g. parental PTSD symptoms) as well as of
the child (e.g. child PTSD symptoms) and in the parent-child relation-
ship (e.g. parental mentalizing capacity and problematic attachment
history) need to be considered to determine the order of treatment, ac-
cording to expert clinicians. Clinicians should be aware of these factors
and implement assessment of these factors in treatment planning for
these families. Therefore, clinicians should at least have some level of
understanding of these factors or collaborate with knowledgeable cli-
nicians with the necessary expertise. Not only might this increase the
knowledge of clinicians, more importantly it can improve the support
that families receive and subsequently their treatment outcomes. Fam-
ilies with experiences of domestic violence present with a range of
complex problems and stressors and therefore require specialized care.
This study, and the guidance document that will be developed on the
basis of this study, helps clinicians to see the forest for the trees and set
up integrated treatment trajectories that will ideally result in effective
treatment.
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Appendix A

Table A1
Overview of the Therapies that the Participants were Trained in

Trauma therapy for adults
Eye movement desensitization and reprocessing (EMDR) therapy (Shapiro, 2001)
Trauma focused cognitive behavioral therapy (TF-CBT)

Cognitive therapy (CT; Ehlers et al., 2005)/Cognitive processing therapy (CPT; Resick & Schnicke, 1993)
Exposure therapy (Richard & Lauterbach, 2011)
Imagery rescripting (ImRS; Sloan et al., 2012)

Attachment-based interventions
Mother-baby intervention (Van Doesum et al., 2005)
Dutch short-term intervention on atypical parenting behavior (NIKA; Draaisma & Zuidgeest, 2014)
Basic trust method (Colonnesi et al., 2013)
Parent-child interaction therapy (PCIT; Eyberg, 1988)

Trauma therapy for children (0–6 years old)
EMDR therapy (for children (e.g. Tinker & Wilson, 1999)
TF-CGT/WriteJunior (Lucassen & Van der Oord, 2008)
Exposure therapie (Schauer et al., 2017)

Note. Because of the relatively high amount of non-response, and to prevent a biased view, the exact number of participants that was trained in each therapy is not
given.

Table A2
Factors for which no Consensus was Reached that the Factor did Increase the Priority for one of the Treatments

Not applicable Atttachment-based intervention Trauma therapy mother Trauma therapy child

Factors as displayed in round 2 0 No
(%)

1 Yes
(%)

0 No
effect(%)

1
Priority

(%)

2
Priority

(%)

0 No
effect (%)

1
Priority

(%)

2
Priority

(%)

0 No
effect (%)

1
Priority

(%)

2
Priority

(%)

A lot of prior treatment for the parent,
that was not effective

85 15 73 – 27 73 – 27 100 – –

Low level of parental capacity to learn 92 8 36 55 9 58 – 42 92 – 8
Low IQ of the parent 92 8 77 – 23 100 – – 92 – 8

(continued on next page)
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Table A2 (continued )

Not applicable Atttachment-based intervention Trauma therapy mother Trauma therapy child

Factors as displayed in round 2 0 No
(%)

1 Yes
(%)

0 No
effect(%)

1
Priority

(%)

2
Priority

(%)

0 No
effect (%)

1
Priority

(%)

2
Priority

(%)

0 No
effect (%)

1
Priority

(%)

2
Priority

(%)

A lot of divorce-related problems
between parents

62 38 67 11 22 70 10 20 100 – ​

Parents’ personal capacity to copea 100 – 27 36 36 42 25 33 67 25 8
Little confidence of the parent in care

providers
85 15 64 9 27 90 10 – 90 10 –

Little motivation of the parent for
treatment

85 15 73 9 18 80 20 – 100 – –

Low effect of prior treatment for the
child

100 – 67 – 33 83 – 17 77 23 –

No age-appropriate development of the
child

100 – 62 – 38 100 – – 91 – 0

The child resists to treatment 100 – 55 – 45 100 – – 69 31 –
No evidence base for the effectiveness of

trauma therapy for the parent
77 23 89 – 11 75 25 – 100 – –

No evidence base for the effectiveness of
trauma therapy for the child

85 15 100 – – 100 – – 75 25 –

No evidence base for the effectiveness of
attachment-based intervention

85 15 75 25 – 100 – – 89 – 11

Too little/negative social support 85 15 70 20 10 40 60 – 50 50 –
Many other children within the family 92 8 89 – 11 80 – 20 90 10 –

Housing problems of the family 69 31 60 30 10 20 80 – 30 70 –
Worries from the social network about

the family
92 8 67 8 25 58 25 17 58 33 8

Other children in the family experience a
lot of symptoms too

100 – 54 15 31 62 23 15 75 25 –

Problems with the residential status of
the family

92 8 64 27 9 64 36 – 55 45 –

Note. Factors as were presented to the participants in survey 2. As no consensus was reached for that the factors increased the priority for one of the therapies, they were
not presented again in round 3.

a This factor refers to the Dutch term ‘draagkracht’.

References

Akkermans, M., Derksen, E., Moons, E., Wingen, M., & Kloosterman, R. (2023).
Prevalentiemonitor huiselijk geweld en seksueel grensoverschrijdend gedrag 2022
[Prevalence monitor domestic violence and sexual abuse]. Wetenschappelijk
Onderzoek- en Datacentrum. Retrieved from https://repository.wodc.nl/bitstream/ha
ndle/20.500.12832/3238/3081d-prevalentiemonitor-huiselijk-geweld-en-seksuee
l-geweld-2022-volledige-tekst.pdf?sequence=1&isAllowed=y.

Akwa, G. G. Z. (2021). GGZ standaard psychotrauma- en stressorgerelateerde stoornissen
[Mental health guideline for psychotrauma and stressorrelated disorders]. https
://www.ggzstandaarden.nl/zorgstandaarden/psychotrauma-en-stressorgerelat
eerde-stoornissen/introductie.

Al, C. M., Stams, G. J. J., Bek, M. S., Damen, E. M., Asscher, J. J., & Van der Laan, P. H.
(2012). A meta- analysis of intensive family preservation programs: Placement
prevention and improvement of family functioning. Children and Youth Services
Review, 34(8), 1472–1479. https://doi.org/10.1016/j.childyouth.2012.04.002

Alink, L. R. A., Prevoo, M., van Berkel, S., Linting, M., Klein Velderman, M., &
Pannebakker, F. (2018). NPM 2017: Nationale prevalentiestudie mishandeling van
kinderen en jeugdigen [Netherlands’ prevalence study on maltreatment of children and
youth]. Leiden: Leiden University, Institute of Education and Child Studies/TNO
Child Health.

American Psychiatric Association. (2022). Diagnostic and statistical manual of mental
disorders, Text Revision (5th ed.) https://doi/book/10.1176/appi.books.9780890
425596.

Anderson, K., & Van Ee, E. (2018). Mothers and children exposed to intimate partner
violence: A review of treatment interventions. International Journal of Environmental
Research and Public Health, 15(9), 1955. https://doi.org/10.3390/ijerph15091955

Bakermans-Kranenburg, M. J., Van Ijzendoorn, M. H., & Juffer, F. (2003). Less is more:
Meta-analyses of sensitivity and attachment interventions in early childhood.
Psychological Bulletin, 129(2), 195. https://doi.org/10.1037/0033-2909.129.2.195

Bentovim, A., & Elliott, I. (2014). Hope for children and families: Targeting abusive
parenting and the associated impairment of children. Journal of Clinical Child and
Adolescent Psychology, 43(2), 270–285. https://doi.org/10.1080/
15374416.2013.869748

Camoirano, A. (2017). Mentalizing makes parenting work: A review about parental
reflective functioning and clinical interventions to improve it. Frontiers in Psychology,
8, Article 244245. https://doi.org/10.3389/fpsyg.2017.00014

Carlson, J., Voith, L., Brown, J. C., & Holmes, M. (2019). Viewing children’s exposure to
intimate partner violence through a developmental, social-ecological, and survivor

lens: The current state of the field, challenges, and future directions. Violence Against
Women, 25(1), 6–28. https://doi.org/10.1177/1077801218816187

Chan, A., Tan, S. H., Wong, C. M., Yap, K. Y. L., & Ko, Y. (2009). Clinically significant
drug—drug interactions between oral anticancer agents and nonanticancer agents: A
delphi survey of oncology pharmacists. Clinical Therapeutics, 31, 2379–2386. https://
doi.org/10.1016/j.clinthera.2009.11.008

Chorpita, B. F., Daleiden, E. L., Park, A. L., Ward, A. M., Levy, M. C., Cromley, T.,
Chiu, A. W., Letamendi, A. M., Tsai, K. H., & Krull, J. L. (2017). Child STEPs in
California: A cluster randomized effectiveness trial comparing modular treatment
with community implemented treatment for youth with anxiety, depression, conduct
problems, or traumatic stress. Journal of Consulting and Clinical Psychology, 85(1),
13–25. https://doi.org/10.1037/ccp0000133

Chorpita, B. F., & Weisz, J. R. (2009). MATCH-ADTC: Modular approach to therapy for
children with Anxiety, depression, trauma, or conduct problems. PracticeWise.

Chorpita, B. F., Weisz, J. R., Daleiden, E. L., Schoenwald, S. K., Palinkas, L. A.,
Miranda, J., Higa- McMillan, C. K., Nakamura, B. J., Austin, A. A., Borntrager, C. F.,
Ward, A., Wells, K. C., Gibbons, R. D., & Research Network on Youth Mental Health.
(2013). Long-term outcomes for the child STEPs randomized effectiveness trial: A
comparison of modular and standard treatment designs with usual care. Journal of
Consulting and Clinical Psychology, 81(6), 999–1009. https://doi.org/10.1037/
a0034200

Christie, H., Hamilton-Giachritsis, C., Alves-Costa, F., Tomlinson, M., & Halligan, S. L.
(2019). The impact of parental posttraumatic stress disorder on parenting: A
systematic review. European Journal of Psychotraumatology, 10(1), Article 1550345.
https://doi.org/10.1080/20008198.2018.1550345

Colonnesi, C., Wissink, I. B., Noom, M. J., Asscher, J. J., Hoeve, M., Stams, G. J. J.,
Polderman, N., & Kellaert-Knol, M. G. (2013). Basic trust: An attachment-oriented
intervention based on mind-mindedness in adoptive families. Research on Social
Work Practice, 23(2), 179–188. https://doi.org/10.1177/1049731512469301

Cook, J. M., Schnurr, P. P., Biyanova, T., & Coyne, J. C. (2009). Apples don’t fall far from
the tree: Influences on psychotherapists’ adoption and sustained use of new
therapies. Psychiatric Services, 60(5), 671–676. https://doi.org/10.1176/
ps.2009.60.5.671

Courtois, C. A., & Marotta-Walters, S. A. (2021). The contemporary study of adult
survivors of interpersonal violence and the development of mental health treatment.
In R. Geffner, J. W. White, L. K. Hamberger, A. Rosenbaum, V. Vaughan-Eden, &
V. I. Vieth (Eds.), Handbook of interpersonal violence and abuse across the lifespan: A
project of the national partnership to end interpersonal violence across the lifespan (npeiv)
(pp. 4183–4208). Cham: Springer. https://doi.org/10.1007/978-3-319-89999-2.

W.M. van den Dorpel et al. Child Protection and Practice 3 (2024) 100069 

8 

https://repository.wodc.nl/bitstream/handle/20.500.12832/3238/3081d-prevalentiemonitor-huiselijk-geweld-en-seksueel-geweld-2022-volledige-tekst.pdf?sequence=1&amp;isAllowed=y
https://repository.wodc.nl/bitstream/handle/20.500.12832/3238/3081d-prevalentiemonitor-huiselijk-geweld-en-seksueel-geweld-2022-volledige-tekst.pdf?sequence=1&amp;isAllowed=y
https://repository.wodc.nl/bitstream/handle/20.500.12832/3238/3081d-prevalentiemonitor-huiselijk-geweld-en-seksueel-geweld-2022-volledige-tekst.pdf?sequence=1&amp;isAllowed=y
https://www.ggzstandaarden.nl/zorgstandaarden/psychotrauma-en-stressorgerelateerde-stoornissen/introductie
https://www.ggzstandaarden.nl/zorgstandaarden/psychotrauma-en-stressorgerelateerde-stoornissen/introductie
https://www.ggzstandaarden.nl/zorgstandaarden/psychotrauma-en-stressorgerelateerde-stoornissen/introductie
https://doi.org/10.1016/j.childyouth.2012.04.002
http://refhub.elsevier.com/S2950-1938(24)00069-X/sref4
http://refhub.elsevier.com/S2950-1938(24)00069-X/sref4
http://refhub.elsevier.com/S2950-1938(24)00069-X/sref4
http://refhub.elsevier.com/S2950-1938(24)00069-X/sref4
http://refhub.elsevier.com/S2950-1938(24)00069-X/sref4
https://doi/book/10.1176/appi.books.9780890425596
https://doi/book/10.1176/appi.books.9780890425596
https://doi.org/10.3390/ijerph15091955
https://doi.org/10.1037/0033-2909.129.2.195
https://doi.org/10.1080/15374416.2013.869748
https://doi.org/10.1080/15374416.2013.869748
https://doi.org/10.3389/fpsyg.2017.00014
https://doi.org/10.1177/1077801218816187
https://doi.org/10.1016/j.clinthera.2009.11.008
https://doi.org/10.1016/j.clinthera.2009.11.008
https://doi.org/10.1037/ccp0000133
http://refhub.elsevier.com/S2950-1938(24)00069-X/sref13
http://refhub.elsevier.com/S2950-1938(24)00069-X/sref13
https://doi.org/10.1037/a0034200
https://doi.org/10.1037/a0034200
https://doi.org/10.1080/20008198.2018.1550345
https://doi.org/10.1177/1049731512469301
https://doi.org/10.1176/ps.2009.60.5.671
https://doi.org/10.1176/ps.2009.60.5.671
https://doi.org/10.1007/978-3-319-89999-2


De Wolff, M. D., & Wildeman, I. (2020). Richtlijn problematische gehechtheid voor jeugdhulp
en jeugdbescherming [Guideline problematic attachment for youth care and youth
protection]. NIP; NVO; BPSW. Retrieved from https://richtlijnenjeugdhulp.
nl/problematische-gehechtheid/.

De Young, A. C., Kenardy, J. A., & Cobham, V. E. (2011). Trauma in early childhood: A
neglected population. Clinical Child and Family Psychology Review, 14(3), 231–250.
https://doi.org/10.1007/s10567-011-0094-3

Draaisma, A. K., & Zuidgeest, K. (2014). NIKA Interventie ter voorkoming of
vermindering van problematische gehechtheid. Handleiding, protocol en
werkbladen voor ouders [NIKA intervention to prevent or intervene in problematic
attachment. Manual, protocol and worksheets for parents. Haarlem: Jeugdzorg
Academie.

Dutch Civil Code. (2017). Article 1. 255. https://wetten.overheid.nl/BWBR0002656/2
017-02-28.

Ehlers, A., Clark, D. M., Hackmann, A., McManus, F., & Fennell, M. (2005). Cognitive
therapy for post- traumatic stress disorder: Development and evaluation. Behaviour
Research and Therapy, 43(4), 413–431. https://doi.org/10.1016/j.brat.2004.03.006

Ehlers, A., Gene-Cos, N., & Perrin, S. (2009). Low recognition of post-traumatic stress
disorder in primary care. London Journal of Primary Care, 2(1), 36–42. https://doi.
org/10.1080/17571472.2009.11493240

Ehrensaft, M. K., Knous-Westfall, H., & Cohen, P. (2017). Long-term influence of intimate
partner violence and parenting practices on offspring trauma symptoms. Psychology
of Violence, 7(2), 296–305. https://doi.org/10.1037/a0040168

Eyberg, S. (1988). Parent-child interaction therapy. Child & Family Behavior Therapy, 10,
33–46. https://doi.org/10.2147/PRBM.S91200

Galano, M. M., Grogan-Kaylor, A., Clark, H. M., Stein, S. F., & Graham-Bermann, S. A.
(2021). Examining the 8-year trajectory of posttraumatic stress symptoms in
children exposed to intimate partner violence. Journal of Interpersonal Violence, 36
(15–16), NP8454–NP8481. https://doi.org/10.1177/0886260519844280

Galbally, M., Watson, S. J., van Ijzendoorn, M. H., Tharner, A., Luijk, M., & Lewis, A. J.
(2022). Maternal trauma but not perinatal depression predicts infant-parent
attachment. Archives of Women’s Mental Health, 1–11. https://doi.org/10.1007/
s00737-021-01192-7

Glaus, J., Pointet Perizzolo, V., Moser, D. A., Vital, M., Rusconi Serpa, S., Urben, S.,
Plessen, K. J., & Schechter, D. S. (2021). Associations between maternal post-
traumatic stress disorder and traumatic events with child psychopathology: Results
from a prospective longitudinal study. Frontiers in Psychiatry, 12, Article 718108.
https://doi.org/10.3389/fpsyt.2021.718108

Greene, C. A., McCoach, D. B., Ford, J. D., McCarthy, K., Randall, K. G., & Lang, J. M.
(2023). Bidirectional effects of parental and adolescent symptom change in trauma-
focused cognitive behavioral therapy. Psychological Trauma: Theory, Research,
Practice, and Policy, 15(1), S172–S182. https://doi.org/10.1037/tra0001445

Hagan, M. J., Browne, D. T., Sulik, M., Ippen, C. G., Bush, N., & Lieberman, A. F. (2017).
Parent and child trauma symptoms during child–parent psychotherapy: A
prospective cohort study of dyadic change. Journal of Traumatic Stress, 30(6),
690–697. https://doi.org/10.1002/jts.22240

Hasson, F., Keeney, S., & McKenna, H. (2000). Research guidelines for the Delphi survey
technique. Journal of Advanced Nursing, 32(4), 1008–1015. https://doi.org/10.1046/
j.1365-2648.2000.t01-1-01567.x

Hein, I., Knipschild, R., Van den Berg, G., Kooymans, E., Oudenampsen, J., Van
Minnen, A., & Lindauer, R. (2021). Richtlijn traumagerelateerde problemen voor
jeugdhulp en jeugdbescherming [Guideline traumarelated problems for youth care
and youth protection]. NIP; NVO; BPSW. Retrieved from https://richtlijnenjeugdh
ulp.nl/trauma/.

Herzog, J. I., & Schmahl, C. (2018). Adverse childhood experiences and the consequences
on neurobiological, psychosocial, and somatic conditions across the lifespan.
Frontiers in Psychiatry, 9, 420. https://doi.org/10.3389/fpsyt.2018.00420

Howarth, E., Moore, T. H., Welton, N. J., Lewis, N., Stanley, N., MacMillan, H., &
Feder, G. (2016). Systematic review of interventions for children exposed to
domestic violence and abuse: Evidence from controlled trials. In IMPRoving outcomes
for children exposed to domestic ViolencE (IMPROVE): An evidence synthesis.
Southampton (UK): NIHR Journals Library, 2016 https://www.ncbi.nlm.nih.
gov/books/NBK401381/.

International Society for Traumatic Stress Studies (ISTSS) Guidelines Committee. (2018).
Posttraumatic stress disorder prevention and treatment guidelines methodology and
recommendations. Oakbrook terrace. IL: Author. Retrieved from http://www.istss.or
g/treating-trauma/new-istss-prevention-and-treatment-guidelines/.

Keeney, S., McKenna, H. A., & Hasson, F. (2011). The Delphi technique in nursing and
health research. John Wiley & Sons.

Levendosky, A. A., Bogat, G. A., & Huth-Bocks, A. C. (2011). The influence of domestic
violence on the development of the attachment relationship between mother and
young child. Psychoanalytic Psychology, 28(4), 512. https://doi.org/10.1037/
a0024561

Levendosky, A. A., Bogat, G. A., & Martinez-Torteya, C. (2013). PTSD symptoms in young
children exposed to intimate partner violence. Violence Against Women, 19(2),
187–201. https://doi.org/10.1177/1077801213476458

Lieberman, A. F., Van Horn, P., & Ippen, C. G. (2005). Toward evidence-based treatment:
Child-parent. psychotherapy with preschoolers exposed to marital violence. Journal
of the American Academy of Child & Adolescent Psychiatry, 44(12), 1241–1248.
https://doi.org/10.1097/01.chi.0000181047.59702.58

Lindhiem, O., Bennett, C. B., Trentacosta, C. J., & McLear, C. (2014). Client preferences
affect treatment satisfaction, completion, and clinical outcome: A meta-analysis.
Clinical Psychology Review, 34(6), 506–517. https://doi.org/10.1016/j.
cpr.2014.06.002

Love, J. R., & Fox, R. A. (2019). Home-based parent child therapy for young traumatized
children living in poverty: A randomized controlled trial. Journal of Child &
Adolescent Trauma, 12, 73–83. https://doi.org/10.1007/s40653-017-0170-z

Lucassen, S., & Van der Oord, S. (2008). WRITEjr; protocol schrijftherapie voor
getraumatiseerde kinderen en adolescenten [WRITEjr; manual for writing therapy for
traumatized children and adolescents]. Amsterdam: Uitgeverij SWP.

Madigan, S., Deneault, A. A., Duschinsky, R., Bakermans-Kranenburg, M. J., Schuengel,
C., Van IJ., Ijzendoorn, M. H., Ly, A., Fearon, R. M. P., Eirich, R., & Verhage, M. L.
(2024). Parent sensitivity and child attachment: A meta-analysis revisited.
Psychological Bulletin.

McFarlane, J. M., Groff, J. Y., O’Brien, J. A., & Watson, K. (2005). Behaviors of children
following a randomized controlled treatment program for their abused mothers.
Issues in Comprehensive Pediatric Nursing, 28(4), 195–211. https://doi.org/10.1080/
01460860500396708

McIntosh, J. E., Tan, E. S., Levendosky, A. A., & Holtzworth-Munroe, A. (2021). Mothers’
experience of intimate partner violence and subsequent offspring attachment
security ages 1–5 years: A meta-analysis. Trauma, Violence, & Abuse, 22(4), 885–899.
https://doi.org/10.1177/1524838019888560

Ministry of Health, Welfare and Sports. (2022). Betere verbinding tussen professionals in de
jeugdzorg en volwassenen-ggz [Improved connection between professionals from youth
mental health and adult mental health care]. Den Haag. Ministry of Health, Welfare and
Sports. Retrieved from https://www.voordejeugdenhetgezin.nl/documenten/public
aties/2022/06/01/betere-verbinding-tussenjeugdhulp-en-volwassenen-ggz.

Moran, G., Pederson, D. R., & Krupka, A. (2005). Maternal unresolved attachment status
impedes the effectiveness of interventions with adolescent mothers. Infant Mental
Health Journal, 26(3), 231–249. https://doi.org/10.1002/imhj.20045

Moser, D. A., Graf, S., Glaus, J., Urben, S., Jouabli, S., Perrizolo, V. P., Suardi, F.,
Robinson, J., Rusconi Serpa, S., Plessen, K. J., & Schechter, D. S. (2023). On the
complex and dimensional relationship of maternal posttraumatic stress disorder
during early childhood and child outcomes at school-age. European Psychiatry, 66(1),
Article e20. https://doi.org/10.1192/j.eurpsy.2023.8

Neill, E. L., Weems, C. F., & Scheeringa, M. S. (2016). CBT for child PTSD is associated
with reductions in maternal depression: Evidence for bidirectional effects. Journal of
Clinical Child and Adolescent Psychology, 47(3), 410–420. https://doi.org/10.1080/
15374416.2016.1212359

Noonan, C. B., & Pilkington, P. D. (2020). Intimate partner violence and child
attachment: A systematic review and meta-analysis. Child Abuse & Neglect, 109,
Article 104765. https://doi.org/10.1016/j.chiabu.2020.104765

Nooteboom, L. A., Mulder, E. A., Kuiper, C. H., Colins, O. F., & Vermeiren, R. R. (2021).
Towards integrated youth care: A systematic review of facilitators and barriers for
professionals. Administration and Policy in Mental Health and Mental Health Services
Research, 48, 88–105. https://doi.org/10.1007/s10488-020-01049-8

Resick, P. A., & Schnicke, M. K. (1993). Cognitive processing therapy for rape victims: A
treatment manual. Newbury Park, CA: Sage.

Richard, D. C., & Lauterbach, D. (Eds.). (2011). Handbook of exposure therapies. Elsevier.
https://doi.org/10.1016/B978-0-12-587421-2.X5000-5.

Rosenbaum, L. (2004). Post-traumatic stress disorder: The chameleon of psychiatry.
Nordic Journal of Psychiatry, 58(5), 343–348. https://doi.org/10.1080/
08039480410005927

Rowe, G., & Wright, G. (2011). The Delphi technique: Past, present, and future
prospects—introduction to the special issue. Technological Forecasting and Social
Change, 78(9), 1487–1490. https://doi.org/10.1016/j.techfore.2011.09.002

Schauer, M., Neuner, F., & Elbert, T. (2017). Narrative exposure therapy for children and
adolescents (KIDNET). Evidence-based treatments for trauma related disorders in
children and adolescents (pp. 227–250). https://doi.org/10.1007/978-3-319-46138-
0_11

Schechter, D. S. (2003). Intergenerational communication of maternal violent trauma:
Understanding the interplay of reflective functioning and posttraumatic
psychopathology. In S. Coates, J. Rosenthal, & D. Schechter (Eds.), September 11:
Trauma and human bonds (pp. 115–142). Routledge. https://doi.org/10.4324/
9780203780527.

Scheeringa, M. S., & Zeanah, C. H. (2001). A relational perspective on PTSD in early
childhood. Journal of Traumatic Stress, 14(4), 799–815. https://doi.org/10.1023/A:
1013002507972. Official Publication of The International Society for Traumatic Stress
Studies,.

Scheeringa, M. S., Zeanah, C. H., Myers, L., & Putnam, F. W. (2005). Predictive validity in
a prospective follow-up of PTSD in preschool children. Journal of the American
Academy of Child & Adolescent Psychiatry, 44(9), 899–906. https://doi.org/10.1097/
01.chi.0000169013.81536.71

Semiatin, J. N., Torres, S., LaMotte, A. D., Portnoy, G. A., & Murphy, C. M. (2017).
Trauma exposure, PTSD symptoms, and presenting clinical problems among male
perpetrators of intimate partner violence. Psychology of Violence, 7(1), 91–100.
https://doi.org/10.1037/vio0000041

Shapiro, F. (2001). Eye movement desensitization and reprocessing: Basic principles, protocols
and procedures. New York, NY: Guilford Press.

Signorini, G., Singh, S. P., Marsanic, V. B., Dieleman, G., Dodig-Ćurković, K., Franic, T.,
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