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CHAPTER 1
GENERAL INTRODUCTION
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INTRODUCTION

Empowerment has become a popular idea in society and in scientific disciplines such as 

sociology, psychology, pedagogy, philosophy, medicine, and business administration. This 

term refers to reinforcing processes through which individuals or groups gain control over 

matters that are important to them and to the outcomes of these processes (Zimmerman, 

2000;  Zimmerman & Rappaport, 1988). People’s ability to shape and give meaning to 

interactions with their environment is central to empowerment (Holden et al., 2004; 

Peterson, 2014). Such ability is seen as a way to achieve an inclusive society that “overrides 

differences of race, gender, class, generation, and geography, and ensures inclusion, equality 

of opportunity, as well as capability of all citizens to determine an agreed set of social 

institutions that govern social interaction” (United Nations, 2009, p. 7). Empowerment is 

considered a communal issue that is based on social cohesion. It demands people to care for 

themselves and each other, to find and create opportunities together for a meaningful and 

equal participation in society, and to ensure that the realization of improvements becomes a 

shared challenge (Van Regenmortel, 2009). As a consequence, empowerment processes and 

outcomes can take place on multiple levels, including the level of individuals, organizations, 

and communities (Christens, 2012; Perkins & Zimmerman, 1995; Zimmerman, 2000). 

To illustrate its popularity, in November 2020, a Google search yielded 124 million 

hits for the term empowerment, and a scientific exploration of this term in the Web 

of Science database led to more than 32,000 articles, among titles such as, “Women 

empowerment and economic development”; “The empowerment of service 

workers: What, why, how and when”; “Race, sociopolitical participation, and black 

empowerment”; “Empowerment, patient centered care and self-management”; “The 

family empowerment program: An interdisciplinary approach to working with multi-

stressed urban families”; and “Pathways to family empowerment: Effects of family-

centered delivery of early interventions services”. A helicopter view of the scientific 

search results shows a number of characteristic similarities in the use of the concept. 

The findings illustrate that empowerment:

- is linked with enhancing people’s lives;

- concerns the emancipation of vulnerable individuals or groups in society that often 

are socially, economically, and/or politically marginalized; 

- spotlights people’s strengths and abilities to positively influence their disadvantaged 

life conditions and circumstances in interaction and within their environment; and

- stresses the importance for people to acquire the necessary resources, assets, and 

capabilities that offer them a better position and participation in society with equal 

opportunities and rights.
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Empowerment of vulnerable individuals and groups involves an interaction between 

different levels in society (Fox, 2005; Van Regenmortel, 2009). The outcomes of 

empowerment processes can thus become visible in various ways, such as in 

governmental policy, through the organization and delivery of health and youth care 

institutions, and in formal and informal support settings. 

The search results also demonstrate that empowerment is a broadly used term. 

Empowerment involves diverse goals (e.g., reduce poverty, combat discrimination, 

increase well-being, improve family functioning, deal with chronical diseases, promote 

working conditions), a variety of actors (e.g., women, ethnical minorities, parents, youth, 

patients, employees), and a wide range of contexts (e.g., agricultural environments, 

poor neighborhoods, schools, health care institutions, factories, governments). The 

heterogeneous collection of results supports the general view among scientists that 

empowerment tends to become a catch-all term for everything and everyone and 

only assumes meaning when the specific goals, actors, and context in their mutual 

relationship are investigated (Akey et al., 2000; Holden et al., 2004; Rappaport, 1987; 

Van Regenmortel, 2009; Vuorenmaa et al., 2014; Zimmerman & Warschausky, 1998). 

In the current dissertation, we made the delineation to examine the empowerment of 

parents in raising children with behavioral problems in Dutch families with multiple 

problems, supported by family-centered youth care.

FAMILIES WITH MULTIPLE PROBLEMS

Families who face several challenges are a vulnerable group in society. They can 

experience complex problems such as abuse and maltreatment, child behavioral 

problems, parenting issues, psychiatric problems, relationship problems, absence of 

social and economic resources, and frequent contact with social and judicial authorities 

(Bodden & Deković, 2016; Holwerda et al., 2014; Tausendfreund et al., 2016). It is difficult 

for parents and children in these families to turn their vulnerable situation into a better 

one, despite great desire and effort. Also, because their problems are interconnected, 

usually intergenerational and chronic, and hinder everyday family functioning in 

different domains (Baartman, 1988; Bodden & Deković, 2016; Holwerda et al., 2014). 

These families’ situation is therefore precarious, because it can cause persistent 

feelings of stress and insecurity, lead to social isolation and exclusion, and contribute to 

unfavorable development prospects for both parents and children (Bodden & Deković, 

2016; Fernandez, 2007; Holwerda et al., 2014; Spratt, 2011; Tausendfreund et al., 2016; 

Van den Broek et al., 2012). 
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In terms of governmental policy, families with multiple problems represent an 

important group. Their complex and tenacious situation can bring about a variety 

of social problems, such as reduced participation and social cohesion, leading to the 

exclusion of these families in society, as well as increased costs of health care and social 

benefits, rising crime rates, and decreased safety and quality of life in neighborhoods 

(Kann-Weedage et al., 2016; Holwerda et al., 2014; Spratt, 2009). These families also 

present a major challenge for the health and care system, including youth care. Such 

problems are compounded by the fact that families with multiple problems often tend to 

avoid professional support or drop out prematurely, and if they do not, the professional 

support they receive usually takes several years, and significant improvements on all 

problem domains are difficult to achieve (Holwerda et al., 2014; Ribner & Knei-Paz, 2002; 

Schout et al., 2011). 

THE DUTCH CONTEXT

The problematic situation of families with multiple problems introduces challenges 

within Dutch society as well. According to Joosse-Bil et al. (2019), the social issues 

surrounding these families are complex for three reasons. First, these families often 

face multiple problems. Second, while the number of authorities and specialized 

organizations involved in the care and support for these families often tackle individual 

problems, it is difficult to address the problematic situation of families as a whole and 

collectively. This could be, for example, because there is no central control or direction, 

or expert consensus. Third, the social issue is complex because the interaction between 

families and authorities or organizations does not always contribute to increased family 

well-being; authorities and organizations devote great effort to these families, but their 

support is often fragmented and not individualized. Conversely, many of these families, 

although in need of support, perceive professional institutions as meddlesome and 

difficult, because the families feel that these institutions interfere with their lives.

A study by Kann-Weedage et al. (2016) revealed that the number of families with multiple 

problems in the Netherlands was estimated at 25,896 for 2014, which was 0.34% of the 

total population of Dutch families (n = 7,590,229). This estimation included families with 

at least one parent and one child aged 0-18 years that were facing both social-economic 

and psychological problems. Their problems were defined as enduring, complicated, 

and intertwined and included poverty, unemployment, inadequate housing, poor family 

functioning, psychiatric difficulties, absence of social support, addiction, social isolation, 

domestic violence, mutual tensions between parents or changing relationships, 

pedagogic inability, child abuse and neglect, and deviant behavior in and developmental 
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delay of children. In addition, the families were professionally supported for at least 

two years, such as by mental health care (GGZ), interference care (Bemoeizorg), and 

youth care. Although no definitive statistics are available, it seems plausible that the 

number of families with multiple problems estimated by Kann-Weedage et al. (2016) for 

2014 (n = 25,896) has remained roughly the same over the last decade. We also assume 

that, given the age of children living in Dutch families (largely between 0-25 years), 

a significant part of these families enter youth care because they often face serious 

behavioral problems in children that parents find difficult to address. 

Parental empowerment in families with multiple problems receiving youth care

As in other countries, there has long been a tradition in the Dutch youth care to relieve 

the problematic situation of families with multiple problems by placing children out-

of-home in residential or foster care (Lee et al., 2014; Strijbosch et al., 2015). However, 

since the 1980s, there has been a tendency to support these families at home with 

preservation services that are focused on preventing out-of-home placement of 

children. This focus is adopted by several programs such as Functional Family Therapy 

(FFT), Multi-Systemic Treatment (MST), Families First (FF), and the Dutch program 

Intensive Family Treatment (IFT) (Lee et al., 2008; Lee et al., 2014; Nelson et al., 2009; 

Van Assen et al., 2020; Van der Steege et al., 2013). These programs are family-centered, 

which means that they are strength-based and delivered in the family context.

The growing use of such family-centered programs can be considered as a consequence 

of adopting a strength-based approach to care instead of a deficit-based approach (Slot 

& Spanjaard, 2009; Van Regenmortel, 2009; Schouten, 2013; Verzaal, 2002), a trend 

which is prevalent in Dutch youth care as well in other countries (Lietz, 2011). In family-

centered programs, the empowerment of parents is seen as a central element to bring 

about positive and sustainable treatment changes, such as in their children’s problem 

behavior (Dunst et al., 2007; Graves & Shelton, 2007; Henggeler & Schaeffer, 2016; Olin 

et al., 2010; Verzaal, 2002).

To empower parents, interventions are carried out in the family environment, since 

this is not only seen as the natural context in which the existing problems such as 

child behavioral problems occur (Henggeler et al., 1993) but also as a main source of 

strength and support for ameliorating these problems (MacKean et al., 2005; Sheridan 

et al., 2004). The family unit is the focus of attention, and the aim of these interventions 

is specifically to enhance parents’ potential for taking responsibilities (Nelson et al., 

2009). To this end, professionals build a collaborative relationship with parents and 

recognize them as knowledgeable and competent experts regarding their children’s 

needs (Dunst et al., 2002; Law et al., 2003; Minjarez et al., 2013; Singh et al., 1995). In 
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particular, parents are supported as partners in shared decision making to determine 

the best support for themselves and their children, to acquire effective parental skills 

and coping strategies, and to use family support networks and community systems in 

order to overcome obstacles to their own functioning and that of their children (Dunst et 

al., 2007; Graves & Shelton, 2007; Kutash et al., 2011; Lee et al., 2014; Nelson et al., 2009). 

THE CURRENT DISSERTATION

Backgrounds

The current dissertation focuses on the empowerment of parents and behavioral 

problems of children in families with multiple problems who were supported by 

Intensive Family Treatment (IFT, Van der Steege. 2013). IFT is a Dutch family-centered 

service with origins in the care program Orthopedagogical Family Treatment (Van Schot 

& Van der Steege, 1998). The characteristics of family-centered services as described in 

the previous section also apply to IFT. To empower parents, professionals providing IFT 

take an open, non-judgmental and positive attitude toward them. They focus on building 

good relationships with the families and connecting with their wishes, experiences, and 

perceptions. By standing next to the family, professionals support the family members 

in influencing factors that bother them, activating their self-resolving capacities and 

in learning to change the complex situation by themselves. IFT aims to reduce risk 

factors that hinder the family situation and to strengthen positive, protective factors, 

such as improving parental skills and strategies and improving the social support 

network of families. IFT is described in a manual (Van der Steege et al., 2013) and was 

offered in 2019 by more than 20 major youth care providers in the Netherlands. This 

family-centered service is included in the ‘Database of Effective Youth Interventions’ 

of the Dutch Youth Institute. In mid-2020, IFT was recognized regarding its ‘first 

indications for effectiveness’ (https://www.nji.nl/nl/Databank/Databank-Effectieve-

Jeugdinterventies/Intensieve-Ambulante-Gezinsbehandeling-(IAG)).

Although parental empowerment is seen as an essential element in family-centered 

services such as IFT, there is a lack of empirical knowledge on this topic, due partly 

to the absence of context-specific instruments to measure empowerment (Akey 

et al., 2000; Holden et al., 2004; Peterson, 2014; Vuorenmaa et al., 2014). In addition, 

the existing research on empowerment is mostly cross-sectional. More longitudinal 

knowledge is needed for a better understanding of the role of parental empowerment 

in family-centered services in the short and long term. This seems even more important 

because research showed that less empowerment of parents is related to several factors 

that characterize families with multiple problems, such as more parental stress, less 
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positive perceptions of the parenting process, more child behavioral problems, the 

availability of less formal and informal resources, and the use of additional professional 

support (Graves & Shelton, 2007; Nachsen & Minnes, 2005; Scheel & Rieckmann, 1988; 

Vuorenmaa et al., 2016 ; Wakimizu et al., 2011; Weiss et al., 2015). Moreover, clinical 

studies can also provide suggestions to improve youth care, such as the way parents 

are involved within treatment and are supported by additional resources that directly 

improve their empowerment so that they can make the right decisions regarding 

parenting issues. Particularly for families with multiple problems, empowering parents 

is an important angle of approach, especially when earlier professional support was 

unsuccessful and focused only on children’s protection and problems without taking 

into account the strengths of parents and their environment to achieve positive changes. 

Parental empowerment and child behavioral problems during and after treatment

The four empirical studies in this dissertation aim to take the first steps in filling the 

knowledge gap for parental empowerment in raising children with behavioral problems 

during and after the family-centered treatment IFT. The studies were conducted at 

Pactum, a Dutch youth care organization that offers family support, family preservation 

services, residential care, and foster care to children and adolescents (0-23 years old) 

and their families located in the East of the Netherlands. We obtained the research data 

largely from the system of Routine Outcome Monitoring (ROM) that is used at Pactum to 

collect information about clients and treatment outcomes in a systematic manner. The 

standardized way of gathering client data is consistent with the actual trend towards 

quality care in Dutch youth services (see for example https://www.sejn.nl/lerende-

databank-jeugd/).

In the first study (Chapter 2), we focused on the operationalization of parental 

empowerment in raising children and research on the construct validity and reliability 

of the Empowerment questionnaire (EMPO). The 12-item EMPO was developed at 

Pactum to address the need for a specific instrument to measure parental empowerment 

in raising children during and after youth care involvement. The EMPO is based on the 

concept of psychological empowerment introduced by Zimmerman (1995; 2000). 

The second study (Chapter 3) examined interrelated changes in parental empowerment 

and child behavioral problems during IFT and if changes are related to family-

centeredness of services. Studies have shown that increased family-centeredness of 

services is related to more parental empowerment and to less child behavioral problems 

(Dunst et al., 2007; Dempsey & Dunst, 2004; Taub et al., 2001; Resendez et al., 2000). 

However, there is little research (Graves & Shelton, 2007; Trivette et al., 2010) on how 

changes in parental empowerment and child behavioral are interrelated and whether 
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this is influenced by the family-centeredness of services. Therefore, we compared the 

empowerment and child behavior outcomes of IFT with child-centered out-of-home 

services in residential care and foster care. 

The third study (Chapter 4) examined the extent to which IFT succeeds in realizing 

beneficial parental empowerment and child behavioral outcomes, both in single-parent 

and two-parent families and how these outcomes are influenced by the presence of a 

co-caregiver as a potential source of empowerment. Single-parent families are extra 

vulnerable, especially because they generally have fewer economic and social resources, 

such as income, time, and network, to improve their empowerment as a parent to 

support their children (Ackerman et al., 2001; Bromley et al., 2004; Bucx, 2011; Cairny et 

al., 2003; Nieuwenhuis & Moldonado, 2018; Waldfogel et al., 2010). Two-parent families 

can profit from each other’s resources, including their individual empowerment. In the 

third study, we examined the presence of a co-caregiver in the household as an potential 

empowerment source.

The fourth study (Chapter 5) is focused on the long-term treatment outcomes of IFT. 

Research has shown that the situation of families with multiple problems after treatment 

often remains precarious and that parents continue to face the same environmental 

stressors which were present at the start of treatment (Cash & Berry, 2003; Van Assen 

et al., 2020). These environmental stressors cause parental stress (Ostberg & Hagekull, 

2000), which easily lead to negative parenting behavior (Anthony et al., 2005) and 

subsequently have a negative impact on children’s behavior (Braza et al., 2015; Gershoff, 

2002). We examined whether being empowered at the end of family-centered treatment 

might constitute a buffer for parents between the negative influence of parental stress 

on children’s behavior after treatment. 

In the concluding chapter (Chapter 6), we summarize and reflect on the main findings 

of the four studies, make suggestions for future research, and provide practical 

implications for professionals and policy makers involved in supporting families with 

multiple problems.
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ABSTRACT

In this study, the construct validity and reliability of the Empowerment questionnaire 

(EMPO) that was developed in Dutch youth care was examined. The 12-item EMPO 

focuses on measuring parental empowerment in raising their children. The three 

components of psychological empowerment (intrapersonal, interactional, and 

behavioral) form the rationale for the EMPO. Non-clinical (n = 673) and clinical (n = 1,212) 

data were used. Construct validity was tested by the factorial structure, measurement 

invariance, correlations with other instruments (PSQ-S and SDQ), and empowerment 

differences between the two groups. Reliability was determined by testing the internal 

consistency and test-retest reliability. The results show that the factorial validity of 

the EMPO was sufficient to good, the EMPO was measurement invariant for various 

subgroups, and the EMPO scales were negatively correlated with parenting stress 

(PSQ-S) and child behavioral problems scales (SDQ). Furthermore, the clinical group 

was less empowered, and the correlation between parental empowerment and child 

behavioral problems was stronger in this group. In addition, both groups of parents had 

relatively high scores on the interactional component. In the clinical group, however, 

parental scores on the interactional component were less correlated with scores on 

the intrapersonal and behavioral components. Finally, reliability analyses showed a 

largely sufficient to good internal consistency and test-retest reliability. The EMPO 

seems to be an instrument with sufficient to good construct validity and reliability. 

Further research is recommended regarding the underlying assumptions, other aspects 

of validity, representativeness, and the way it should be used as a tool by professionals 

for supporting parental empowerment.
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2

INTRODUCTION

The term empowerment has become increasingly prominent in the realm of 

human endeavor. Empowerment refers to the processes through which individuals, 

organizations, or groups gain control over matters that are important to them, and 

the outcomes of these processes (Rappaport, 1987; Zimmerman, 2000; Zimmerman 

& Rappaport, 1988). The strength of people to shape and give meaning to interactions 

with their environment is central to the concept of empowerment (Holden et al., 

2004; Peterson, 2014). However, as a subject of scientific research, empowerment is a 

somewhat elusive concept (Koren et al., 1992). It is a layered concept situated on multiple 

levels that all influence each other (individual, organizational, and communal) and only 

receives meaning when the context and actors under investigation are considered (Akey 

et al., 2000; Holden et al., 2004; Rappaport, 1987; Vuorenmaa et al., 2014; Zimmerman & 

Warschausky, 1998). In the scientific context, the large scope of empowerment has led 

to a multitude of theoretical insights, but less empirical knowledge, due partly to the lack 

of context-specific instruments to measure this construct (Akey et al., 2000; Holden et 

al., 2004; Peterson, 2014; Vuorenmaa et al., 2014). 

Since the 1980s in the Netherlands, value has increasingly been attached to the 

empowerment of clients within healthcare (Van Regenmortel, 2009; Schouten, 2013; 

Verzaal, 2002). For youth care, this can be seen in the increase of empowerment-

oriented programs such as Families First (Spanjaard & Haspels, 2005), Home-

Start (Hermanns et al., 1997), Family Centred Therapy (Bolt, 2006), Family Group 

Conference (Van Pagée, 2003), Signs of Safety (Turnell & Edwards, 1999), wraparound 

care (Bruns et al., 2006), or parent support programs (Kutash et al., 2011; Nieuwboer 

et al., 2015; Robbins et al., 2008). The increasing use of such programs can be seen 

as the consequences of adopting a strength-based approach to care instead of a 

deficit-based approach (Slot & Spanjaard, 2009), a tendency which is also prevalent 

in other countries (Powell et al., 1997; Lietz, 2011). This approach is based upon the 

assumption that clients who come for help already have various competencies and 

resources that may be accessed to improve their situation. Although, in a strict 

sense, children and adolescents (hereafter referred to as youth) are the clients 

of youth care, parents are involved mostly as mediators in helping to achieve 

beneficial change. An important prerequisite for this role is that professionals know 

parents are knowledgeable and competent with regard to the needs of their child/

children (Minjarez et al., 2013; Singh et al., 1995), and that parents become partners 

in shared decision making to determine the best support for themselves and their 

child (Kutash et al., 2011). In line with Zimmerman (2000), this can be seen as a 

parental empowerment process in which parents are stimulated to strengthen their 
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parenting competencies to such an extent they can address and solve parenting 

problems independently of youth care and make the right decisions regarding 

parenting issues. For the purposes of assessment and evaluation, it is very important 

to measure the outcomes of this process. 

The conceptualization of parental empowerment in this study is based on the 

work of Zimmerman (1990, 1995, 2000; see also Zimmerman & Rappaport, 1988). 

Zimmerman refers to the outcome of the empowerment process at the individual level 

as psychological empowerment, which consists of three interconnected components 

(Zimmerman, 1995, 2000). First, the individual has a feeling of personal control in his/

her approach to matters important to him/her (intrapersonal component). In addition, 

the intrapersonal component is related to feelings of competence and self-efficacy. 

Second, an empowered person has greater critical awareness to see and handle 

matters important to him/her within and with his/her environment (interactional 

component). The interactional component concerns the alertness, willingness, and 

resolve of an individual to change undesired situations, take control while doing so, 

and look for solutions and call upon resources. Third, an empowered person actually 

addresses matters important to him/her (behavioral component). This component 

concerns behavior that directly influences the realization of the desired situation, such 

as behavior aimed at solving problems (coping) and exercising socio-political control 

by participating in the community and in (interest) organizations. Given Zimmerman’s 

three components, parental empowerment is defined as the outcomes of a process by 

which parents are strengthened in raising their child by increasing their feelings of 

personal control, their critical awareness of handling parenting issues within and in 

interaction with their environment, and their parental control over the child.

A hypothetical relationship exists between the three components (intrapersonal, 

interactional, and behavioral). Applied to a problematic parenting situation, parents 

who feel stronger as individuals tend to view situations as such, address them, and look 

for support or other solutions, and vice versa. Because of these tendencies, they will 

eventually change their parenting behavior more effectively and in doing so, will (re)gain 

control over the raising of their children. However, little empirical evidence exists for 

the relationship among the three components. Some empirical studies are based on one 

(intrapersonal) or two (intrapersonal and interactional) components of Zimmerman’s 

conceptualization of psychological empowerment (Christens et al., 2011; Holden et al., 

2004; Peterson et al., 2006). Other studies do not use Zimmerman’s categories; rather, 

they use a threefold division of attitude, knowledge, and behavior at the individual level 

of empowerment (Farber & Maharaj, 2005; Martinez et al., 2009; Minjarez et al., 2013; 

Koren et al., 1992; Weiss et al., 2012; Weiss et al., 2015). Empowerment is related to, 
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but includes more than comparable concepts such as self-efficacy, competence, and 

power (Zimmerman, 1995). Compared to self-efficacy, empowerment not only includes 

the ability to influence outcomes, but also involves other concepts of control, such as 

locus of control (Zimmerman & Warschausky, 1998). Empowerment also differs from 

competence because empowerment typically includes issues such as critical awareness 

and social change, and because empowerment is linked more to proactive behavior. 

Furthermore, empowerment differs from power. Empowerment does not suggest 

authority, but is connected to a critical awareness of one’s environment and an active 

engagement with it (Zimmerman, 1995). 

Parental empowerment is associated with various factors within the family context. Non-

clinical studies have shown that higher parental empowerment is associated with fewer 

child behavioral problems (Weiss et al., 2012; Weiss, et al., 2015), less parental stress 

(Vuorenmaa et al., 2016; Weiss et al., 2015), more positive perceptions of the parenting 

process (Weiss et al., 2015), and less perceived stress in everyday life (Vuorenmaa et 

al., 2016). Additionally, more parental empowerment is connected to a greater ability 

to act adequately as a parent, less use of professional care, and better use of social 

support (Wakimizu et al., 2011). Parental empowerment is reinforced when more formal 

and informal sources of help are available in the immediate environment (Nachshen & 

Minnes, 2005). Clinical research on family-oriented support has revealed a relationship 

between higher levels of parental empowerment and fewer child behavioral problems 

(Graves & Shelton, 2007). More parental empowerment is also related to less parenting 

stress, a family that functions better, and less child stress, as shown in a study of parents 

with clinic-referred children (Scheel & Rieckmann, 1988). 

The aim of this study was to determine the construct validity and reliability of the 

Empowerment Questionnaire (EMPO), which was developed in Dutch youth care 

to measure parental empowerment in raising children. The EMPO focuses on the 

individual level of empowerment outcomes and is based on Zimmerman’s three 

components of psychological empowerment (Zimmerman, 1995, 2000). For the 

intrapersonal component, the focus was on the feeling of control parents had as 

persons, not specifically as parents. Zimmerman referred to domain-specific control 

for the intrapersonal component; however, the authors of the EMPO assumed that, 

within the family domain, parents’ roles as individuals and as parents are related. For 

the behavioral component, the focus was on parents’ experiences that their behaviors 

provide them with control over raising their children. Participating in communities 

and organizations, which Zimmerman viewed as part of the behavioral component to 

exercise socio-political control, was not relevant to this study and therefore was not 

analyzed. In the Netherlands, the position of clients in healthcare is namely strongly 
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anchored in various laws regarding their rights, their access to information and avenues 

for lodging complaints in the event of maltreatment, and their relation to insurers and 

providers (Schäfer et al., 2010). From this perspective, the EMPO differs from other 

measurements of parental empowerment such as the Psychological Empowerment 

Scale (PES) (Akey, et al., 2000) and the Family Empowerment Scale (FES) (Vuorenmaa 

et al., 2014), which measure the extent to which parents act to obtain services their child 

needs from the care system. 

METHOD

Participants

Non-clinical group. The non-clinical group consisted of 673 parents who responded 

to a call amongst 1,815 parents to participate, a response of 37%. The non-clinical 

group consisted of 673 unique families, 495 mothers (74%), and 178 fathers (26%). 

Approximately 46% of the parents (303 out of the 673) were aged between 23 and 40 

years, and 54% (370) were older than 40 years. Most of the parents (89%; 599 out of 

the 673) were employed. The majority (85%; 569) lived in families with a partner, who 

was also the biological parent of the child/children; 9% (62) were single parents. Most 

parents were highly educated; 78% (525) had at least higher vocational education. The 

673 parents lived in families with an average of two children (SD = 0.8). Information 

was collected on one child per parent. Of the 673 children, 52% were girls (348). The 

average age of the children was 8.9 years (SD = 6.0); 39% (262) were between 4 and 12 

years, 29% (193) were younger than 4 years, and 32% (218) were 12 years or older. Most 

of the children attended regular primary (39%; 262) or secondary school (24%; 162). A 

few children (2%; 10) attended special (primary or secondary) schools. 

Clinical group. The clinical group consisted of 1,212 parents who, with their children, were 

supported by a youth care organization in the east of the Netherlands. This organization 

for youth and parenting support, a kind of child welfare organization, offers children and 

youths (0-25 years old) and their parents support and treatment for parenting problems. 

The 1,212 parents in the clinical group were referred to the youth care organization 

because of problems in one (16%) or more (84%) domains. Most of the parents had 

family problems (71%) relating to their parental skills, the family climate or structure, 

and mutual family relations. Many parents (59%) also experienced behavioral (59%) or 

emotional (40%) problems with their child. Less common were problems with or within 

the parents’ social network (25%) and problems related to their child’s self-esteem 

(25%) or cognition (13%). Because of the problems in these domains, empowerment of 

the clinical group of parents in raising their children was an important issue. Each of the 
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participating 1,212 parents was from a different family. The clinical group consisted of 

829 (68%) mothers and 383 (32%) fathers. Of the 1,212 parents, 36% (441) were single 

parents, 30% (369) were part of two-parent families with both biological parents, and 

13% (157) were part of two-parent households, with one biological parent and one step-

parent. Three percent of parents (31) were adoptive parents. Data regarding education 

level, daily activities, and age of parents were unavailable. When multiple children from 

the same family were admitted to youth care, one child was included in the study based 

on chance. Of the 1,212 registered children, 46% (556) were girls. The average age of 

children was 11.6 years old (SD = 5.1). Approximately 28% (344) of the children were 

between 4 and 12 years old, 13% (151) were younger than 4 years old and 59% (71) were 

older than 12. Most children attended regular primary (298; 25%) or secondary school 

(371; 31%), and 91 children (8%) attended special (primary or secondary) schools. 

Of the 1,212 referred children, the majority lived at home (936; 77%), 138 (11%) lived in 

residential facilities (40; 3%), foster homes (84; 7%), or in crisis care (10; 1%), or in some 

form of assisted living accommodation (4; 1%). The professional support offered by the 

youth care organization included ambulant family support (1,100; 92%), sometimes in 

combination with foster, day, or residential care for children who (temporarily) did not 

live at home. 

Procedure

Non-clinical group. The call to participate in the survey was distributed via email 

amongst 1,815 parents from a non-clinical population. Part of the 1,815 email addresses 

(1,225 employees with children) were supplied by an organization that offers care 

to both youngsters and adults. The other part (590 parents) was gathered through a 

promotion campaign by the researchers. Only one parent per family was included. 

The 673 parents who agreed to participate completed an online questionnaire about 

themselves (empowerment and parenting stress) and about their children (behavioral 

problems) between October and December 2014. For families with multiple children, 

parents answered questions about the child whose forename came first alphabetically 

(allocation based on chance). In the first half of November 2014, a follow-up measurement 

was conducted amongst 168 parents who had completed the questionnaire 5 to 6 weeks 

earlier. This questionnaire gathered only information about parental empowerment 

and stress. Because of some inconsistencies between the two measurements (e.g., the 

date of birth of parents or the name of the child was missing or different), only follow-up 

data of 135 out of the 168 (80%) parents of the non-clinical group was analytic. The 135 

parents were comparable to the other 538 parents from the non-clinical group in terms 

of background characteristics (gender parent, age, and education level, and gender 

child, age and day activities; chi-square tests were all not significant).
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Clinical group. The research data for the clinical group of 1,212 parents were collected 

from the time the parents and/or child became involved in youth care with the youth 

care organization. Involvement with youth care occurred between September 2009 and 

April 2015. At the start, the 1,212 parents from the clinical group provided information 

via questionnaires about their own empowerment and the behavioral problems of their 

admitted children. These parents were part of a larger group of 8,200 parents who were 

involved during the abovementioned period (2009-2015) because their children were 

registered at the youth care organization. No data were collected for the majority of 

parents (6,988), which is largely because the research data were taken from the system 

of routine outcome monitoring implemented at the institution, which occurred in a 

phasic manner. In terms of various background characteristics (family composition, the 

gender of registered children, and living situation upon commencement), the group of 

1,212 parents was comparable to the total population of 8,200 referred parents between 

2009 and 2015.

Measures

Parental empowerment. The Empowerment questionnaire (EMPO) consists of 

12 items on parental empowerment in raising children. Items were formulated as 

statements to which parents responded using a 5-point scale (disagree completely, 

disagree, don’t disagree/agree, agree, agree completely). Four statements dealt with 

what parents thought of themselves and their feelings of personal control from 

Zimmerman’s (1995, 2000) intrapersonal component. Five statements were about 

alertness, willingness, and the resolve of parents to see and address undesired 

parenting situations, willingness to take control of their issues, seek advice and 

support from others if necessary, and look for solutions. The behavioral control 

component was measured using three statements concerning the behavioral control 

of parents and their influence in raising their children. The sum of the scores on all 

12 items yielded a Total Empowerment score for parents.

Parenting stress. Parenting stress was measured with the short version of the Parenting 

Stress Questionnaire (PSQ-S; Vermulst et al., 2015). The PSQ-S has 10 positively 

formulated statements (e.g., ‘ I have pleasure in life’; ‘I often feel good’; ‘I have control 

of my child ‘; ‘ I can correct my child well if needed’) with four answers (is completely 

applicable to me, is applicable to me, is fairly applicable to me, is not applicable to me). 

These statements concern problems in the parent-child relationship, problems with 

parenting, and depressive moods of parents. Together, the items represent a global 

index for parenting stress. The psychometric quality of the PSQ-S suffices. According 

to Vermulst et al. (2015), the questionnaire shows a 1-factor solution with a good fit (χ2 

(26) = 203.16, p = 0.000, CFI = .986, RMSEA = .069). The internal consistency of the 
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measurement instrument is also good (Cronbach’s α = .86; McDonald’s ωh = .91). User 

possibilities of the PSQ-S are comparable to the extensive version of the list, the PSQ. In 

our study, only parents in the non-clinical sample completed the PSQ-S; the reliability 

was good (α = .90, ωh = .99).

Children’s behavioral problems. Children’s behavioral problems were established via 

the Dutch version of the Strengths and Difficulties Questionnaire (SDQ; Goedhart et al., 

2003; Goodman, 1997). The SDQ measures the existence of emotional and behavioral 

problems, social competencies, and consequences of the present problems for the 

daily functioning of children and young people aged 3-16 years. The SDQ has separate 

versions for youth of various ages and for various informants. In our study, parents 

completed the version for youngsters from 3 to 16 years old. The list contains 25 items 

formulated partly negatively and partly positively, and scored on a 3-point scale (false, 

partly true, definitely true). Together, the 25 items constitute five subscales, with five 

items each: emotional problems, conduct problems, hyperactivity/inattention, peer 

relationship problems, and prosocial behavior. A total score was calculated by adding 

the four problem scales, without prosocial behavior. We used the Dutch version for 

parents (Goedhart et al., 2003); the scale for prosocial behavior was not included. Stone 

et al. (2015) showed that the reliability of the SDQ for the total score is sufficient to good 

(α ≥ .77, ωh ≥ .87) at three consecutive measurement moments. The reliability of the SDQ 

in our study was also sufficient to good for the non-clinical group (α = .75, ωh = .95) and 

good for the clinical group (α = .82, ωh = .96).

Data analyses

Construct validity. To test the theoretical division into three factors (intrapersonal, 

interactional, and behavioral control) we used Confirmatory Factor Analysis (CFA) with 

the program package Mplus 7.2 (Muthén & Muthén, 1998-2013). For this purpose, the 

non-clinical and clinical samples were divided into two (practically) equal halves in a 

non-selective manner. The two non-clinical halves consisted of 337 and 336 parents; 

the two clinical halves both had 606 parents. The factor structure was tested for both 

the non-clinical and clinical group in the first half of the sample, leaving the possibility 

of improving the fit of the factor model when the fit was unsatisfactory. The eventual 

factor structure was tested in the second half of both sample groups. 

Because the response scales of the items were 5-point scales, (ordered) categorical 

confirmatory factor analysis (CCFA) will be applied with the WLSMV-estimator 

(Weighted Least Square with a Mean- and Variance-adjusted chi-square statistic and 

corrected number of df). In addition to the adjusted χ2-test, the comparative fit index 

(CFI; Bentler, 1990) and the root mean square error of approximation (RMSEA; Steiger, 



26   |   Chapter 2

1998) will be used as fit measures. The fit of a model with a CFI greater than .95 and a 

RMSEA of less than .05 is considered good. If the CFI is greater than .90 and the RMSEA 

less than .08, the fit is considered acceptable (Marsh et al., 2004). 

Measurement invariance was tested for parent (informant) gender and level of education 

and for child (subject) gender and age within the non-clinical and clinical groups. Because 

data were missing within the clinical group for parental level of education, we examined 

only the measurement invariance for education within the non-clinical group. For 

testing measurement invariance, we used the procedure described by Steenkamp and 

Baumgartner (1998). First, we determined whether each construct contained the same 

items for the subgroups (configural invariance). The criterion for configural invariance 

is a factor model with a good/acceptable fit. Subsequently, we tested whether the factor 

loadings did not differ for the subgroups (metric invariance), and whether the threshold 

values of the items could be considered equal (scalar invariance). Metric and scalar 

invariance were tested simultaneously because the items are assumed to be measured 

at the ordinal (=ordered categorical) level. For these types of items it is not possible to 

test metric and scalar variance separately (Kim & Yoon, 2011; Muthén & Muthén, 1998–

2013). Metric invariance means that relationships (correlations, regressions) between 

factors can be compared across subgroups. Scalar variance implies that factor means 

are comparable. To test the metric/scalar invariance, we used the χ2-difference test 

(DIFFTEST in Mplus, see Asparouhov & Muthén, 2006). As is the case for the χ2-value 

to test model fit, the meaning of the χ2-difference test is limited because it is sensitive 

to large samples (Asparouhov & Muthén, 2006). Therefore, we also used differences 

in two other fit indices (CFI and RMSEA) as these are less influenced by sample size. If 

ΔCFI is less than -0.01 and ΔRMSEA is less than 0.015, it is assumed that metric or scalar 

invariance does exist (Chen, 2007; Cheung & Rensvold, 2002). 

Pearson correlations of the EMPO with the SDQ (behavioral problems of child) were 

examined for both groups. Moreover, Pearson correlation of the EMPO with the 

PSQ-S (stress of parent) was examined for the non-clinical group. Furthermore, we 

established whether differences in parental empowerment expected between the non-

clinical (more empowerment) and clinical groups (less empowerment) could be found 

empirically (one-tailed t-test). 

Reliability. The internal consistency of the EMPO was determined using Cronbach’s α 

(Cronbach, 2004) and McDonald’s ωh (McDonald, 1978, 1999). Some researchers have 

argued against the accuracy of α, as in certain cases this reliability measurement could 

lead to gross underestimation (Bentler, 2009; Schmitt, 1996; Sijtsma, 2009). However, 

McDonald’s ωh is a suitable alternative (Revelle & Zinbarg, 2009). According to Zinbarg 
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et al. (2005), α and ωh are both underestimations of true reliability; however, ωh is 

always higher than α. The test-retest reliability of the EMPO for the clinical group was 

determined using Pearson’s correlation coefficient (r). According to the Committee of 

Test Affairs in the Netherlands (COTAN; Evers et al., 2010), reliability measures of tests 

for less important decisions that are less than .70 are considered insufficient. Reliability 

measures between .70 and .80 are sufficient, and reliability measures higher than .80 

are considered good.

RESULTS

Construct validity

Factorial validity. Testing the factorial validity of the EMPO using CFA on the first 

half of the sample in both groups showed the following fit: χ2 (50) = 125.87, p = 0.000, 

CFI = .978, RMSEA = .067 for the non-clinical group and χ2 (50) = 175.50, p = 0.000, 

CFI = .983, RMSEA = .064 for the clinical group. Because Item 10 (‘I have control over 

the behavior of my child’) and Item 11 (‘My child always behaves the way I want him/

her to’) of the behavioral control factor showed significant correlated error terms 

(indicating an overlap in the meaning of the two items), we correlated the error terms 

of both items. Correlating error terms within a factor is defendable (see Hooper et al., 

2008). Subsequently, the factor model including the correlated error terms of Item 10 

and Item 11 were tested on the second half of the sample in both groups with CFA. The 

fit of the factor models was χ2 (50) = 145.17, p = 0.000, CFI = .966, RMSEA = .075 for 

the non-clinical group and χ2 (50) = 142.90, p = 0.000, CFI = .988, RMSEA = .055 for 

the clinical group. All fit estimates were acceptable (RMSEA < .08) to good (CFI > .95).

Table 1 presents the standardized factor loadings (λ), item-rest correlations (rit), and fit 

measures for the total non-clinical group of 673 parents and for the total clinical group 

of 1,212 parents. The standardized factor loadings were substantial for both groups. 

Eight of the 12 factor loadings in the non-clinical group and 10 of the 12 factor loadings 

in the clinical group were > .60. The factor loadings varied from .35 (non-clinical group) 

and .43 (clinical group) to .96 (non-clinical group) and .91 (clinical group). The item-

rest correlations were good (> .30) for practically all items according to COTAN-norms 

(Evers et al., 2014). Item 5 is an exception with a value of .21 in the clinical group, but 

still acceptable. 

The three factors correlate within both groups (Table 2). The correlation of the 

interactional component with the intrapersonal and behavioral control component 

differed in strength between the non-clinical and clinical groups. The correlations 
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between the interactional and intrapersonal components (r = .48 versus r = .34, z = 3.51, 

p = .000) and between the interactional and behavioral components (r = .49 versus 

r = .30, z = 4.70, p = .000) were significantly higher in the non-clinical group (for a 

calculation of the differences, see Cohen & Cohen, 1983, p. 54; Preacher, 2002).

Table 1

Confirmatory factor analysis (CFA): Standardized factor loadings (λ) and item-rest correlations (rit) 

of the EMPO

Non-clinical 

group

(n = 673)

Clinical 

group

(n = 1,212)

λ rit
λ rit

Intrapersonal

1. I am in control of myself .79 .61 .80 .57

2. I am in control of my life .88 .65 .80 .56

3. I don’t easily get stressed .46 .32 .50 .36

4. I feel confident about the future .80 .65 .70 .62

Interactional

5. I make use of advice or support from people around me, if necessary .35 .31 .43 .21

6. I always fight for matters that are important to me .56 .50 .70 .39

7. I correct the behavior of my child when necessary .79 .62 .78 .49

8. I immediately act when there are problems with my child .64 .47 .77 .45

9. I look for solutions myself when I have a problem with my child’s .73 .58 .71 .44

Behavioral control

10. I have control over the behavior of my child .73 .56 .80 .59

11. My child always behaves the way I want him/her to .51 .35 .76 .53

12. I am very much in control of the raising of my child .96 .70 .91 .60

Note. λ  =  standardized factor loading. r
it  =  item-total correlation. Model fit non-clinical group 

(n = 673, χ2 (50) = 214.198, p = 0.000, CFI = .973, RMSEA = .070). Model fit clinical group (n = 1,212, χ2 

(50) = 250.951, p = 0.000, CFI = .989, RMSEA = .058).

Measurement invariance. Table 3 describes the results of the test for measurement 

invariance of the EMPO for the various subpopulations. The changes in the fit indices 

between the model in which the factor loadings and threshold values were estimated 

freely (configural model) and equated (metric/scalar model) generally meet the 

established criteria (p-value of the χ2Diff-test > .05 and/or ΔCFI < - 0.01 and ΔRMSEA 

< 0.015). Of the seven groups, four had p-values for the DIFFTEST greater than .05. 

Additionally, for all seven groups, the CFI did not decrease and the RMSEA did not 
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increase. Therefore, for all subpopulations, the metric/scalar model (2) did not fit worse 

than the configural model (1). The scores on the EMPO of fathers and mothers could 

be compared within the non-clinical and clinical groups. The same was true for the 

comparison of scores in terms of child gender and age (subdivided into three categories: 

0-3 years old, 4-11 years old, and 12 years and older) and parental level of education in 

the non-clinical group (< HVO (Higher Vocational Education) and HVO or higher). 

Table 2

Correlations between the EMPO scales

Non-clinical group (n = 673) Intrapersonal Interactional Behavioral control

Interactional .48

Behavioral control .47 .49

Total Empowerment .81 .84 .77

Clinical group (n = 1,212) Intrapersonal Interactional Behavioral control

Interactional .34

Behavioral control .45 .30

Total Empowerment .80 .71 .77

Note. All correlations are significant with p < .001.

Correlations with PSQ-S and SDQ. The analysis of correlations of the EMPO with the 

PSQ-S and the SDQ showed that, for the total scales, more parental empowerment 

was associated with less parenting stress and fewer child behavioral problems (Table 

4) in the non-clinical group. The correlation of the EMPO Total was r = -.39 (n = 654, 

p = .000) with the PSQ-S and r = -.18 (n = 654, p = .000) with the SDQ. For the non-

clinical group, the correlations between the three components of the EMPO and PSQ-S 

were strongest for the behavioral control component (r = -.46, n = 653, p = .000) and 

weakest for the interactional component (r = -.16, n = 653, p = .000). The correlation 

between the subscales of empowerment and the total score of the SDQ was r = -.29 

(n = 654, p = .000) for the behavioral component and r = -.16 (n = 654, p = .000) for 

the intrapersonal component. More child behavioral problems were associated with 

lesser feelings of personal control as individuals and lesser parental control in raising 

their children. The correlation between the interactional component and total child 

behavioral problems was not significant (r = -.02, n = 654, p = .54). 
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For the clinical group, information is missing on parenting stress; only the correlation 

between the EMPO and SDQ was known (r = -.33, n = 1,047, p = .000) for the total score 

of both lists. The correlations between the three components of parental empowerment 

and the total score for child behavioral problems was strongest for the behavioral control 

component (r = -.42, n = 1,047, p = .000) and weakest for the interactional component 

(r = -.11, n = 1,047, p = .000). In contrast to the non-clinical group, the correlation between 

the total score for behavioral problems and the interactional component in the clinical 

group was significant. Furthermore, a correlation existed between total behavioral 

problems and the intrapersonal component (r = -.22, n = 1,047, p = .000). 

The correlation between the total scores for parental empowerment and child 

behavioral problems was significantly higher for parents in the clinical group (r = -.33) 

than for parents in the non-clinical group (r = -.18, z = 3.34, p = 0.000). For the subscales, 

there was not always a significant difference in the correlations between the clinical 

and non-clinical group. Furthermore, it is noteworthy that compared with the other 

two components of empowerment, the behavioral control component had higher 

correlations with nearly all the subscales of the SDQ in both groups. Within these 

correlations the behavior component was associated significantly more strongly with 

the child’s conduct problems than with emotional problems. This was the case for both 

the non-clinical group (rjk = -.31, rjh = -.17, rkh = .20, z = 2.96, p = .002) and for the clinical 

group of parents (rjk = -.33, rjh = -.20, rkh = .28, z = 3.70, p = .001) (for a calculation of the 

differences, see Steiger, 1980; Lee & Preacher, 2013).

Differences between non-clinical and clinical group. The average score on the 

interactional component was practically the same for both groups of parents (non-

clinical group M = 4.04 and clinical group M = 4.02, t = 0.58, p = .564, ES = .04) (Table 

5). Parents in both groups resembled each other in their alertness, willingness, and 

resolve to see and address undesired parenting situations, ask for advice or help, if 

necessary, and look for solutions. However, the two groups of parents differed in their 

average scores on the intrapersonal component (M  =  3.80 and M  =  3.45, t  =  11.93, 

p = .000, ES = .56, respectively) and on the behavioral control component (M = 3.53 

and M = 2.65, t = 26.61, p = .000, ES = 1.17, respectively). On both components the non-

clinical group showed more empowerment. Moreover, total parental empowerment 

for the non-clinical group was higher than that of the clinical group (Total score was 

M = 3.83 and M = 3.49, t = 15.61, p = .000, ES = .72). 
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Table 4

Correlations between EMPO and SDQ/PSQ-S

Total 

Empowerment

Intrapersonal Interactional Behavioral

control

Non-clinical group 

PSQ-S (n = 653) -.39*** -.37*** -.16*** -.46***

SDQ total (n = 654) -.18*** -.16*** -.02 -.29***

Emotional problems -.12** -.17*** .04 -.17***

Conduct problems -.18*** -.12** -.04 -.31***

Hyperactivity/inattention -.11** -.08* -.01 -19***

Peer relationship problems -.12** -.08* -.06 -.17***

Clinical group (n = 1,047)

PSQ-S n.a. n.a. n.a. n.a.

SDQ total -.33*** -.22*** -.11*** -.42***

Emotional problems -.18*** -.14*** -.08* -.20***

Conduct problems -.34*** -.18*** -.12*** -.33***

Hyperactivity/inattention -.23*** -.15*** -.06* -.23***

Peer relationship problems -.18*** -.14*** -.07* -.18***

Note. ***p < .001 **p < .01 * p < .05. n.a.: not available.

Table 5

Differences in parental empowerment between non-clinical and clinical group (measurement: EMPO)

Non-clinical 

group

(n = 673)

Clinical

group

(n = 1,212)

t-test Effect 

size

Mean SD Mean SD df t p ES

Intrapersonal 3.80 .55 3.45 .67 1883 11.93 .000 0.56

Interactional 4.04 .48 4.02 .50 1183 .58 .564 0.04

Behavioral control 3.53 .59 2.65 .83 1883 26.61 .000 1.17

Total Empowerment 3.83 .43 3.49 .49 1883 15.61 .000 0.72

Note. t-test (one tailed, unequal variances assumed). ES = effect size with pooled SD. ES between .20 

- .50 = small. ES between .50 - .80 = medium. ES > .80 = large.

Reliability

The reliability of the EMPO in terms of internal consistency was mostly good (Table 

6). The reliability of the total scale was α = .86 and ωh = .88 in the non-clinical group 

and α = .82 and ωh = .86 in the clinical group. The reliability of the interactional scale 

was the lowest (.76 and .74 ωh), but was sufficient according to COTAN-norms (Evers 

et al., 2014). The other scales had reliabilities greater than .80 (ωh), and therefore were 
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good. In the non-clinical group, 135 parents filled out the EMPO 5-6 weeks later again. 

The test-retest reliability for the total scale was good (r = .79, p = .000). The test-retest 

reliability for the intrapersonal and interactional subscales was r = .73 (p = .000) and 

r = .66 (p = .000) for the behavioral control subscale. The test-retest reliabilities were 

sufficient for the first two scales, but not sufficient for the last scale.

Table 6

Reliability of the EMPO scales

Non-clinical group

(n = 673)

Clinical group

(n = 1,212)

Scale Items α ωh
α ωh

Intrapersonal 4 0.74 0.83 0.73 0.87

Interactional 5 0.73 0.76 0.74 0.74

Behavioral control 3 0.74 0.82 0.87 0.97

Total Empowerment 12 0.86 0.88 0.82 0.86

DISCUSSION

The construct validity and reliability of the EMPO was tested with a 12-item questionnaire 

aimed to measure parental empowerment in raising children, with Zimmerman’s three 

components of psychological empowerment as a theoretical starting point. For this 

purpose, data were used from both non-clinical and clinical group of parents. The 

overall conclusion was that the construct validity and reliability of the EMPO were 

sufficient to good. In both groups of parents, the theoretical division of empowerment 

into an intrapersonal component (four items), an interactional component (five items), 

and a behavioral control component (three items) was empirically found. Additionally, 

the EMPO was measurement invariant for various subgroups (gender and education 

of parents, and gender and age of children). Furthermore, relationships were observed 

between the EMPO and two other questionnaires (SDQ and PSQ-S) that were also 

established in other studies (Scheel & Rieckmann, 1998; Weiss et al., 2012; Weiss, et 

al., 2015). More parental empowerment was associated with fewer child behavioral 

problems (measured in both groups) and less parenting stress (only measured in the 

non-clinical group). In particular, the highest correlations were found between the 

behavioral control component of empowerment and the SDQ, including its subscales. 

Moreover, in the non-clinical group as well as in the clinical group, the behavioral 

control component correlated significantly higher with the conduct problems scale 

of the SDQ than with the emotional problems scale. Our study also showed that the 

internal consistency of the EMPO scales was largely sufficient (established with α) to 
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good (established with ωh). The test-retest reliabilities were sufficient for the EMPO 

as a whole and for the subscales intrapersonal and interactional, but not sufficient for 

the subscale behavioral control. The ωh, as a measurement of internal consistency, was 

higher than α in practically all cases, which supports Zinbarg et al. (2005). 

A comparison of the findings between the two groups of parents showed (1) that parents 

from the clinical group perceived less total empowerment and less empowerment on 

the intrapersonal and behavioral control components than parents from the non-clinical 

group did, and (2) that a stronger correlation existed between total parental empowerment 

and total child behavioral problems in the clinical group. A possible explanation is that 

families become involved with professional help, such as youth care, because they have 

insufficient parental empowerment to handle their children’s behavioral problems (see 

Scheel & Rieckmann, 1998). Additionally, parents who use youth care may indicate that 

the cause of their problems refers to themselves (low internal locus of control) and the 

solution to the problems can be found with the help of professionals (high external locus of 

control; Bot, 2013). Therefore, it is important that youth care services can stimulate parental 

empowerment by seeing parents as equal and competent decision-making partners and by 

taking into account the obstacles parents perceive in raising their children with behavioral 

problems, the resources they need, and the extent to which their environment can change 

(see also, Cattaneo & Chapman, 2010). The question is whether and to what extent high 

parental empowerment is equally realistic in all situations and whether youth care 

services are able to facilitate this empowerment process. More insight is necessary into the 

development of parental empowerment, child behavioral problems during a period of youth 

care involvement, and the professional support they get. Important research questions 

include possible differences between parents in their empowerment while raising their 

children at the start of youth care and during involvement with it. Other questions relate to 

explaining possible differences in empowerment due to changing circumstances such as 

the development of behavioral problems in a child, parenting stress, and the availability of 

resources. An important question is whether changes in parental empowerment are due to 

the professional support they get during a period of youth care. 

Parents in both groups indicated that they were very alert and willing to see and address 

problematic parenting situations (relatively high score on the interactional component). 

However, for parents in the clinical group, this was less strongly correlated with (1) 

feelings of competence and self-efficacy (intrapersonal component), and (2) control in 

raising their children (behavioral control component). Zimmerman (1995) viewed the 

interactional component as a bridge between the intrapersonal and behavioral (control) 

components. Given the current findings, this bridge seems less strongly present in the 

clinical group. The high critical awareness of parents in the clinical group is possibly 
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related to the complexity of parenting circumstances where a willingness to act is 

created less by personal characteristics, such as feelings of control of the parent as 

an individual, than by the urgency of the situation. The relatively weak correlation 

between critical awareness and actual control over their children might indicate that 

parents in the clinical group did not know how to convert their willingness to act in 

complex parenting situations into specific effective parenting behavior. For this reason, 

they became involved in youth care. The current findings invite further research into 

the bridging function and the mechanism behind empowerment. Relevant research 

questions concern the possible differences between parents who start with youth care 

in the strength of the correlation between the three components, in the development 

of these correlations during involvement in youth care, and explanations for possible 

differences. Data of various measurement occasions are needed to explore the 

mechanism behind the empowerment process. 

This study has a number of strengths. Data were used from a large number of 

parents in both clinical and non-clinical groups. Furthermore, all three components 

of psychological empowerment were used in contrast to other empirical research 

(e.g., Christens et al., 2011; Holden et al., 2004; Peterson et al., 2006). Using the three 

components could provide more insight into the mechanism of empowerment. 

At the same time, various critical notes can be made about our study. Different to 

Zimmerman, the focus was on the control experienced by parents as individuals 

instead of understanding the intrapersonal component in a domain-specific manner. 

Assumed was that in the family domain the roles of parents as individuals and as parents 

are related. It appears from our study that parental empowerment incorporates an 

intrapersonal component measured by parental feelings of control as a person and that 

there is a moderate correlation between this intrapersonal component and the other 

two components of parental empowerment. Although this could be an indication, as far 

as we know there is no further scientific evidence to substantiate this assumption, and 

further research on this is needed. 

A second critical note refers to the validity of the EMPO. In this study several aspects of 

construct validity were examined: factorial validity, measurement invariance, concurrent 

validity and mean differences between groups. Discriminant validity and predictive 

validity were not part of this study. Regarding the predictive validity, the EMPO does not 

claim to lead to a diagnosis or to a decision whether or not to provide care. The EMPO 

should be seen as a tool for supporting the assessment on client intake or as a tool for 

setting treatment goals and determining the progress of a treatment. Despite this, it would 

be valuable to examine other aspects of validity of the EMPO in future research. 
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A third critical note concerns the relatively large number of higher education levels in 

the non-clinical group. Testing measurement invariance did not show any differences 

in the factor structure and parameters between lower and higher educated groups. 

Additional analyses did show that highly educated parents were slightly more 

empowered on average than lower educated parents were. This was true for general 

empowerment and empowerment on the intrapersonal and interactional components. 

However, given the effect sizes, the differences could be qualified as negligible (ES < 

.20; Cohen, 1988). Despite this, the identified differences between the clinical and non-

clinical group in our study should be considered carefully. The EMPO requires further 

testing for representative samples. 

One last critical note concerns the positive formulation of the EMPO items. A greater 

discriminating power of a measurement instrument increases the possibility of utilizing 

empirical information by professionals in youth care. Positively formulated items, such 

as in the EMPO, often lead to reduced variance in answers, possible because they invoke 

socially desirable answers more easily. The EMPO items are positively formulated 

because we feel this best matches the topic of the list; namely, empowerment. The 

consequence, however, is that it may be more difficult and it requires training to identify 

and use the results as a tool for supporting parents in their empowerment process. 
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ABSTRACT

The aim of this study was to examine changes in parental empowerment and child 

behavioral problems during a period of youth care and how changes are related to 

the kind of services provided. We compared a preservation service that was family-

centered (FCS) with out-of-home services that were primarily child-centered (CCS). 

The sample consisted of 621 families who were supported by FCS (n = 434) or CCS 

(n = 137). Information about parental empowerment and child behavioral problems 

was gathered at the start and end of youth care. Significant changes during treatment 

were identified with t-tests and effect sizes. Significant improvements emerged on 

all empowerment scales for FCS but only on the behavioral control subscale for CCS. 

Moreover, significant improvements emerged on all child behavioral scales for both FCS 

as CCS. Cross-lagged analysis showed that the kind of service, in favor of FCS, predicted 

parental empowerment but not child behavioral problems. Parental empowerment and 

child behavioral problems were negatively related. This study discusses the potential 

for parental empowerment and family-centered elements in child-centered out-of-

home care and the need for follow-up research on this subject.
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INTRODUCTION

Parental empowerment has become an essential element in youth care (Dunst et al., 

2002; Metselaar et al., 2015; Olin et al., 2010; Verzaal, 2002). Some important conditions 

in such care are that professionals recognize parents as competent and knowledgeable 

caregivers regarding their children’s needs (Minjarez et al., 2013; Singh et al., 1995) and 

that parents become equal and capable decision-making partners in determining the 

best support for themselves and their children (Cattaneo & Chapman, 2010). This can 

be seen as a parental empowerment process in which professionals encourage parents 

to strengthen their parenting competencies to such an extent that they make the right 

decisions regarding parenting issues and can address and solve parenting problems 

independent of youth care.

Zimmerman (1995; 2000) refers to empowerment at the individual level as psychological 

empowerment. Psychological empowerment consists of three interconnected 

components (Zimmerman 1995; 2000). The intrapersonal component relates to feelings 

of competence and self-efficacy and concerns the personal control of individuals in their 

approach to matters that are important to them. The interactional component relates 

to the alertness, willingness, and resolve of individuals to change undesired situations, 

take control while doing so, look for solutions, and call upon resources. The behavioral 

control component concerns behavior that directly influences the realization of the 

desired situation, such as coping behaviors aimed to solve problems and exercising 

socio-political control by participating in the community and in (interest) organizations. 

Given Zimmerman’s three components, parental empowerment can be defined as 

“the outcomes of a process by which parents are strengthened in raising their child 

by increasing their feelings of personal control, their critical awareness of handling 

parenting issues within and in interaction with their environment, and their parental 

control over the child” (Damen et al., 2017, p. 425). 

Parental empowerment is seen as an important element in family-centered services 

which have been adopted and used during youth care since the 1980s (Dunst et al., 1991). A 

family-centered service (FCS) is based on the strengths of families and their environment, 

focus on the parental role in shared decision making, and recognize parents as active 

participants and experts on the needs of their child (Dunst et al., 2002; Law et al., 2003). 

This approach aims at facilitating parental empowerment and creating long-term change 

for their child (Dunst et al., 2002; Graves & Shelton, 2007). FCS is implicitly founded on 

ecological approaches, and interventions are situated within the family context (Geurts et 

al., 2012; Law et al., 2003), which is considered the most effective place to achieve positive 

outcomes for children and families in need of help (Sheridan et al., 2004). 
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The FCS approach includes preservation programs for families at serious risk or in 

crisis (Plotnick et al., 2000). The aim of these preservation programs is to prevent out-of-

home placement of children whose development is threatened by multiple and complex 

family problems, such as psychiatric problems, disturbed relationships, maltreatment 

and abuse, parental issues, absence of social resources, and frequent contact with 

legal authorities. (Tausendfreund et al., 2016). In these complex family situations, FCS 

represents a paradigm shift away from traditional child-centered services that are 

deficit-based and problem-based and primarily focus on child treatment and protection 

(Van Veelen et al., 2017). In child-centered services, professionals are seen as experts 

who help determine the needs of families (Dunst et al., 1991). Research on out-of-home 

treatment showed that child behavioral problems decreased in residential care (Knorth 

et al., 2008) but that these problems did not change significantly for children in foster 

care (Goemans et al., 2015). Moreover, when children and their families after a period of 

treatment were reunited, child behavioral problems increased both for children treated 

in residential and those in foster care (Hair, 2005; Lau et al., 2003; Quay, 1979). In a 

synthesis study largely based on research in the UK and USA, Thoburn (2009) reported 

that 20% to 50% of the reunited children re-entered care within two years, and other 

reunifications often remained problematic. This statistic may indicate that, during 

treatment, no significant attention is paid to strengthen children’s parents in their 

complex home environment. Therefore, elements of FCS directed at families during 

children’s out-of-home treatment are increasingly being proposed and used to support 

an optimal development of children, to promote a successful family reunification, or 

to stimulate acceptance and parent-child bonding when returning home is impossible 

(Berrick et al., 2011; Carrà, 2014; Haans et al., 2010; Hair, 2005; Knorth, et al., 2008). 

Parental empowerment is an important factor in this approach.

Research on the effects of family-centeredness of services and empowerment of parents, 

however, is still in its infancy. Some studies (e.g., Judge, 1997; Thompson et al., 1997; 

Dempsey & Dunst, 2004) found a positive association between family-centeredness 

and parental empowerment. For example, parents were more empowered when they 

were involved and fully informed during treatment and when the family service plan 

was individualized and in balance with the changing needs of their family. Other 

studies ( Dunst et al., 2007; Resendez et al., 2000; Taub et al., 2001) examined parental 

empowerment as well as Child behavioral problems and found that family-centeredness 

was associated with decreased child behavioral problems and with more empowerment 

or empowerment-related concepts such as self-efficacy. Although these studies showed 

positive associations, they did not demonstrate how changes in parental empowerment 

and child behavioral problems were interrelated and whether this is influenced by the 

degree of family-centeredness of services. Graves and Shelton (2007) and Trivette 
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et al. (2010) explored this relationship and found that more family-centeredness was 

not directly related to decreasing child behavioral problems, but was mediated by 

increasing parental empowerment (Graves & Shelton, 2007) or by increasing parental 

self-efficacy (Trivette et al., 2010). In addition, Trivette et al. (2010) found that the 

relation between parental self-efficacy and child development was in turn mediated by 

parental well-being and parent-child interaction, which subsequently further specified 

the model. In their studies, both Graves and Shelton (2007) and Trivette et al. (2010) 

suggested that changes in child behavioral problems are influenced by changes in 

parental empowerment or self-efficacy and not vice versa. This is only a suggestion 

because causality is not tested in these studies. Researchers as Graves and Shelton 

(2007), Trivette et al. (2010) and Taub et al. (2001) have stressed the importance of more 

research on the relationships between family-centeredness, parental empowerment, 

and child behavioral problems. This knowledge can help improve youth care, such as the 

way parents are involved within youth care and are supported by additional resources 

that directly improve their empowerment so that they can make correct decisions 

regarding parenting issues. 

The aim of this study was to examine the changes in parental empowerment and child 

behavioral problems during a period of youth care and how changes are related to the 

kind of services provided. We compared a preservation service that was primarily 

family-centered (FCS) with out-of-home service in residential or foster care that 

was primarily child-centered (CCS). In line with Trivette et al. (2010) and Graves and 

Shelton (2007), we expected that the kind of service is positively related, in favor of 

FCS, to parental empowerment during treatment but not child behavioral problems. 

Furthermore, we expected that parental empowerment and child behavioral problems 

would be negatively related.

METHOD

Procedure and participants

This study took place at a Dutch youth care organization which offers family support, 

family preservation services, residential care and foster care to children and youths 

(0-25 years old) and their parents. Since 2011, a system of routine outcome monitoring 

(ROM) was gradually developed and implemented at the organization to collect data 

about parental empowerment and child behavioral problems. This information was 

gathered via two questionnaires which were completed both at the start (T1) and end 

(T2) of youth care involvement by one of the parents. For our study, we used this ROM 

information. 



44   |   Chapter 3

Between January 2011 and March 2017, 1,804 families were supported by the youth 

care organization at 10 locations. For 662 (37%) of these families, no ROM information 

was available, because ROM was not implemented yet at the location from which 

families were supported. This resulted in a sampling frame of 1,140 families. Of this 

sampling frame of 1,140 families, the parents of 519 (46%) families did not complete 

the questionnaires on parental empowerment or child behavioral problems on both 

measurement moments; this is a well-known problem in ROM (Mellor-Clark et al., 

2016). Due to this lack of information, these families were excluded from our study. 

Therefore, the total sample of the study consisted of 621 (54%) families. The included 

group of 621 and the excluded group of 519 families with insufficient information did 

not significantly differ in characteristics such as the child’s gender and age, the severity 

of child behavioral problems, and parental empowerment at the start of youth care. 

At the start of youth care, 71% of the 621 referred families (n = 442) had problems related 

to multiple domains (see Table 1). Among other things, such as family problems and the 

lack of social support, 66% (n = 411) of the 621 parents experienced behavioral problems 

with their child and 49% (n = 280) experienced a lack of parental empowerment. 

Table 1

Background characteristics of the families (n = 621) at the start of youth care involvement

n %

Informant (one parent per family)

Mothers 542 88%

Fathers 79 12%

Total 621 100%

Family structure

Single-parent families 192 42%

Two-parent families, two biological parents 180 39%

Two-parent families, one biological parent and one step-parent 73 16%

Adoptive parents 15 3%

Total 460 100%

Gender child

Girls 298 48%

Boys 323 52%

Total 621 100%

Age child (�̅�𝑥 = 12.9, SD = 4.0)

< 4 years 22 4%

4 - 12 years 174 28%

> 12 years 425 68%

Total 621 100%
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Table 1

Continued

n %

Education level child

Pre-school 10 3%

Regular primary school 118 31%

Regular secondary school 221 57%

Special primary or secondary school 37 10%

Total 386 100%

Experienced problems

Domain 1. Child behavioral problems (n = 621) 

Total child behavioral problems 411 66%

Conduct problems 419 68%

Emotional problems 278 45%

Hyperactivity/inattention problems 246 40%

Peer relationship problems 235 38%

Domain 2. Parental empowerment problems (n = 568)

Total parental empowerment problems 280 49%

Intrapersonal problems 41 7%

Interactional problems 14 2%

Behavioral control problems of parents over their child 207 36%

Domain 3. Other problems (n = 403)

Problems related to the child 322 80%

Problems relating to the family climate/structure and mutual family relations 310 77%

Problems in social environment of family, e.g., absence of social support 191 47%

Multiple problems (on more than one domain, n = 621) 442 71%

Note. Child behavioral problems and parental empowerment problems were measured by the SDQ 

and by the EMPO as reported by parents. Problematic scores on each (sub)scale are scores belonging 

to the highest 10% of a representative non-referred norm group. The presence on the domain ‘Other 

problems’ was based on the treatment goals set by parents. 

Treatment

Of the 621 families, 434 (70%) families were supported by a family-centered preservation 

service, and 187 (30%) families were supported by child-centered services in residential 

(n = 144) or foster care (n = 43) that was primarily focused on the treatment of the 

child. The referral to the family-centered service (FCS) and child-centered service 

(CCS) in residential or foster care was dependent on decisions which were made by 

professionals at the youth care organization and by licensed professionals at child 

protection services. 
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FCS was based on the program called Intensive Family Treatment (IFT) (Van der 

Steege et al., 2013), which supports multi-problem families with children aged 

between 0 and 23 years and that is aimed to prevent out-of-home placement of 

the child. The problems these families experience include severe child behavioral 

problems, parenting issues, troubled relationships, lack of social network, and 

earlier forms of professional support with no or little effect. IFT is comparable with 

family-centered treatments such as Multi-Systemic Treatment (Henggeler et al., 

1996), Family Functional Therapy (Sexton & Alexander, 2003), and Families First 

(Spanjaard & Haspels, 2005). IFT is explicitly described as family-centered in the 

treatment manual (Van der Steege et al., 2013). Interventions take place within the 

family context and focus on the strengths of family members and their environment; 

in this context, parents are active participants in treatment and experts and 

decision-making partners regarding the needs of their family, family members are 

treated with dignity and respect, and professionals communicate with the family 

and share unbiased information. These kinds of characteristics were mentioned by 

Geurts et al. (2012) as key elements of successful FSC. 

CCS in residential and foster care was based on general theoretical frameworks 

that were primarily focused on children’s development in the residential context or 

foster family. In these frameworks, much attention is paid to the pedagogical climate 

(Bastiaanssen et al., 2012); the safety, needs, and emotional support of children 

during out-of-home care; and the use of therapeutic interventions, such as emotion 

regulation therapy (Renna et al., 2017) and therapy for traumatized children (Struik, 

2017); and the empowerment of group workers and foster parents to provide high-

quality care and emotional support for children (Cameron & Maggin, 2008). In these 

frameworks, the need is recognized as involving the children’s parents and families. 

However, this is not explicitly exhibited in practice. For example, no attention is 

paid to family-centered elements such as interventions within the family context, 

the active role of parents in treatment of children, or professional communication 

with the children’s parents.

The duration of treatment for FCS lasted 264 days (SD  =  140.3) on average and 

359 days for CCS (SD = 166.9). Secondary analyses showed no difference between 

the FCS group of 434 families and the CCS group of 187 families in the multiplicity 

of family problems and in the severity of child behavioral problems and parental 

empowerment at the start of youth care. However, both groups differed by the 

child’s gender and age and duration of youth care involvement. Moreover, additional 

analyses showed that, within in the CCS-group, the subgroups of families in foster 

care (n  =  43) and residential care (n  =  144) resemble each other. We found no 
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significant differences between the two subgroups of families in the multiplicity 

of family problems, the severity of child behavioral problems and parental 

empowerment problems at the start of youth care, and in child’s gender and the 

duration of youth care involvement. However, both groups differed in child’s age. 

Measures

Parental empowerment. The EMPO (Damen et al., 2017) consists of 12 items on parental 

empowerment in raising children. Items were formulated as statements to which parents 

responded using a 5-point scale (disagree completely, disagree, don’t disagree/agree, 

agree, agree completely). The three components of Zimmerman’s (1995, 2000) concept 

of psychological empowerment form the rationale for the EMPO. Four statements 

described what parents thought of themselves and their feelings of personal control 

from Zimmerman’s (1995, 2000) intrapersonal component. Five statements represent 

the interactional component and discussed alertness, willingness, and the resolve of 

parents to see and address undesired parenting situations and their willingness to 

take control of their issues, to seek advice and support from others if necessary, and 

to look for solutions. The behavioral control component was measured using three 

statements concerning the behavioral control of parents and their influence in raising 

their children. The sum of the scores on all 12 items yielded a total empowerment score 

for the parents. According to Damen et al. (2017), the questionnaire shows good internal 

consistency of the measurement instrument (Cronbach’s α = .86 for the non-clinical 

group and α = .82 for the clinical group). In our study, the reliability (T1: α = .79; T2: 

α = .86) of the EMPO was good. 

Children’s behavioral problems. Children’s behavioral problems were established via 

the Dutch version of the Strengths and Difficulties Questionnaire (SDQ; Goedhart et al., 

2003; Goodman, 1997). The SDQ measures the presence of emotional and behavioral 

problems, social competencies, and consequences of the problems regarding the daily 

functioning of children and young people aged 4-17 years. The SDQ offers separate 

versions for youth of various ages and for various informants. In our study, parents 

completed the version for children from 4 to 17 years old. The list contains 25 items 

formulated partly negatively and partly positively and scored on a 3-point scale (false, 

partly true, definitely true). Together, the 25 items constitute five subscales, with five 

items each: emotional problems, conduct problems, hyperactivity/inattention, peer 

relationship problems, and prosocial behavior. In addition, a total problem score can be 

calculated by adding the four problem scales, without prosocial behavior. Stone et al. 

(2015) showed that the reliability of the Dutch version of the SDQ for the total score is 

sufficient to good (α ≥ .77) at three consecutive measurement moments. The reliability 

(T1; α = .80, T2; α = .84) of the SDQ in our study was good. 



48   |   Chapter 3

Data analyses

To test and examine the changes in parental empowerment (EMPO) and child behavioral 

problems (SDQ), t-tests for repeated measurements (paired samples t-test) and pre-

post effect-sizes were used. To test the longitudinal relationships between the start 

and end of youth care involvement, a cross-lagged panel analysis was used with the 

program package Mplus 7.2 (Muthén & Muthén 1998–2013). Furthermore, the total 

scales of parental empowerment (EMPO; 12 items) and child behavioral problems (SDQ; 

20 items, without prosocial behavior) were used. To address the missing values in our 

study, we used the full-information maximum likelihood (FIML) estimator. Of the 621 

parents, 532 (86%) provided complete information, and 89 (14%) provided incomplete 

information about their empowerment and the behavioral problems of their child. 

Secondary analyses showed that no significant differences existed between the two 

groups on background variables, suggesting that missing values can be understood as 

missing values at random, a minimal basic assumption for using the FIML estimator.

We created parcels as indicators of the latent constructs of parental empowerment and 

child behavioral problems. A parcel is the mean or sum score of a subset of items of a 

variable. Parcels can be helpful to avoid estimation problems (Sass & Smith, 2006) and 

to reduce the number of parameters to be estimated in the cross-lagged model (Yang 

et al., 2010). Parental empowerment was measured by three parcels, each containing 

four items. We also constructed three parcels for child behavioral problems, specifically 

two parcels with seven items each and one parcel with six items. The items of the SDQ 

and EMPO at T1 were allocated to parcels according to the item-to-construct balance 

method (Little et al., 2002). At T2, the same items are used with the corresponding 

parcels. After allocating the items to the parcels, we calculated the sum scores for each 

parcel. These parcel scores provided input for the cross-lagged analysis. 

The cross-lagged model, as depicted and tested in Figure 1, includes the correlations 

between the disturbance terms of the latent variables at T1 and T2, stability paths and 

cross-lagged paths over time, and paths of service type on the latent variables. The 

error terms of the parcels at T1 are correlated with the corresponding error terms 

of the parcels at T2. The model’s goodness of fit was determined via the χ2-test, the 

comparative fit index (CFI), and the root mean square error of approximation (RMSEA). 

The fit of a model with a CFI greater than .95 and a RMSEA of less than .05 is considered 

good. If the CFI is greater than .90 and the RMSEA less than .08, the fit is considered 

acceptable (Marsh, Hau & Wen, 2004).
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RESULTS

Table 2 demonstrates that, on average, significant improvements emerged on all 

empowerment scales in FCS, with effect sizes between .21 (small) for the interactional 

component and .62 (medium) for behavioral control of parents. For CCS, significant 

improvements emerged only on the behavioral control component (M  =  7.38 and 

M  =  8.15, t  =  -4.24), with effect sizes between .00 (no effect) for the interactional 

component and .36 (small) for the behavioral control component.

Table 2

Parental empowerment at the start (T1) and end (T2) of youth care (n = 555) for family-centered 

services (FCS) and child-centered services (CCS)

T1 T2 T1+T2

Mean SD Mean SD df t p ES

FCS (n = 390)

Intrapersonal 13.32 2.56 14.50 2.38 389 -9.40 .000 .46

Interactional 19.81 2.37 20.30 2.29 389 -.246 .000 .21

Behavioral control 7.52 2.39 8.99 2.21 389 -12.65 .000 .62

Total empowerment 40.61 5.43 43.75 5.45 389 -11.80 .000 .58

CCS (n = 165)

Intrapersonal 13.24 2.54 13.62 2.79 164 -1.75 .082 .15

Interactional 19.84 2.14 19.58 2.90 164 1.12 .264 .00

Behavioral control 7.38 2.14 8.15 2.34 161 -4.24 .000 .36

Total empowerment 40.41 4.92 41.33 6.44 164 -1.89 .060 .19

Note. Based on sum scores. Paired samples t-test: one tailed. ES = Effect size. 

Table 3 shows that, on average, significant improvements emerged on all child behavioral 

problems scales both for FCS and CCS. For FCS, the effect sizes were between .19 (small) 

for peer relationship problems and .52 (medium) for total behavioral problems. For 

CCS, all effect sizes were small and were between .20 for peer relationship problems 

and .46 for conduct problems. Moreover, secondary analyses showed that, within CCS, 

the total child behavioral problems decreased for both residential care and foster care 

(respectively n = 140, M = 16.22 and M = 13.55, t = 5.15, p = .000, ES = .42 and n = 35, 

M = 15.51 and M = 13.06, t = 2.45, p = .002, ES = .35).
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Table 3

Child behavioral problems at the start (T1) and end (T2) of youth care (n = 598) for family-centered 

service (FCS) and child-centered service (CCS)

T1 T2 T1+T2

Mean SD Mean SD df t p ES

FCS (n = 423)

Emotional problems 4.22 2.70 3.28 2.53 422 8.39 .000 0.35

Conduct problems 3.65 2.33 2.46 2.08 422 11.54 .000 0.51

Hyperactivity/inattention 5.86 2.66 4.96 2.59 422 8.66 .000 0.34

Peer relationship problems 2.92 2.21 2.50 2.06 422 4.49 .000 0.19

Total behavioral problems 16.67 6.67 13.20 6.81 422 11.89 .000 0.52

CCS (n = 175)

Emotional problems 4.15 2.48 3.61 2.51 174 3.06 .003 0.22

Conduct problems 3.85 2.38 2.75 2.22 174 5.95 .000 0.46

Hyperactivity/inattention 5.13 2.57 4.58 2.72 174 3.22 .002 0.21

Peer relationship problems 2.94 2.10 2.51 2.07 174 3.15 .002 0.20

Total behavioral problems 16.08 6.45 13.45 6.60 174 5.71 .000 0.41

Note. Based on sum scores. Paired samples t-test: one tailed. ES = Effect size. 

PARENTAL EMPOWERMENT PARENTAL EMPOWERMENT.512***

CHILD BEHAVIORAL PROBLEMS CHILD BEHAVIORAL PROBLEMS662***

 -.354*** -.378***

-.003

.011

T1 T2

KIND OF SERVICE
CCS = 0
FCS = 1

.151***

-.044

Figure 1

Kind of service, parental empowerment, and child behavioral problems

Note. Standardized coefficients. Controlled for gender and age child. Parental empowerment and child 

behavioral problems; total scales. Fit (n = 621, χ2 (68) = 198.519, p = .000, CFI = .963, RMSEA = .056). 

CCS: child-centered service; FCS family-centered service; CFI: comparative fit index; RMSEA: root 

mean square error of approximation. *** p < .001.
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Figure 1 presents the cross-lagged model. The fit estimates of the model were good 

(n = 621, χ2 (68) = 198.519, p < .001, CFI = .963, RMSEA = .056). The partial correlation 

between parental empowerment and Child behavioral problems (equivalent with 

the correlation between the error terms of the latent variables) indicated that more 

parental empowerment was associated with less child behavioral problems at T1 and 

at T2 (r = -.354, p < 0.001 and r = -.378, p < .001 respectively). The stability coefficients 

showed that parental empowerment (β = .512, p < .001) and child behavioral problems 

(β = .662, p < .001) were relatively stable between T1 and T2. No significant cross-lagged 

effects were found for parental empowerment on child behavioral problems and vice 

versa. The kind of service offered was positively related to child parental empowerment 

T2: when families were supported by FCS, parents were more empowered at T2 (β = .151, 

p < .001). The kind of service showed no significant effects on child behavioral problems 

T2. 

DISCUSSION

The aim of this study was to examine changes in parental empowerment and child 

behavioral problems during a period of youth care and how changes are related to the 

kind of services provided. In our study, almost all of the referred families had multiple 

problems at the start of youth care. In particular, parents experienced behavioral 

problems with their child and a lack of parental empowerment. This was the case in 

both FCS and CCS. According to the findings of our study, the two approaches did not 

differently influence the development of children’s behavioral problems. Both for 

FCS and CCS, improvements with comparable effect sizes emerged on all behavioral 

dimensions. This is consistent with the findings of Knorth et al. (2008) and Veerman 

and De Meyer (2015), but contrary to Goemans et al. (2015), who examined children 

in foster care and found that child behavioral problems did not change significantly in 

such a context. We think that it is not remarkable to find comparable child outcomes 

for FCS and CCS. Youth care interventions are ultimately focused on children’s 

development, and there is no reason to expect that this goal would be different for 

interventions in FCS and CCS. The two approaches in our study, however, had different 

effects on parental empowerment during youth care. In line with Graves and Shelton 

(2007) and Trivette et al. (2010), we found improvements in parental empowerment 

for FCS. These improvements emerged on all parental empowerment dimensions. In 

contrast, no improvements in parental empowerment emerged for CCS, except on the 

behavioral control dimension. The latter was possible due to a distressing effect of 

children’s out-of-home placement on the behavioral control dimension because of the 

absence of concrete parenting situations. In addition, the effect size on the behavioral 
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control dimension was small for CCS but medium for FCS. A possible explanation for 

the differences between FCS and CCS is that empowerment of parents is seen as an 

essential element for treatment success in FCS but not for CCS. This is expressed in how 

interventions were implemented in FCS, for example within the family context, with a 

strength-based approach, and focused on the parents as experts and decision-makers 

regarding their children’s needs.

The cross-lagged model showed how strengthening the parental role might contribute 

to their treatment success in terms of child outcomes. We found that more parental 

empowerment was related to less child behavioral problems, both at the start and 

end of youth care. However, the findings also demonstrated that empowerment 

of parents at the start of youth care was not a direct guarantee for changes in Child 

behavioral problems at the end, thus no cross-lagged effect was found. Therefore, the 

relation between more parental empowerment and less child behavioral problems at 

the end could only be influenced by changes during the period of treatment, such as 

improvements in parental empowerment and child behavioral problems. As mentioned 

above, these improvements were indeed observed. In addition, we found an indication 

that changes in child behavioral problems can be partially achieved by strengthening 

parents. Assuming that changes in parental empowerment directly affect changes in 

child behavioral problems and not vice versa (see also Graves & Shelton, 2007; Trivette 

et al., 2010), the cross-lagged model showed that family-centeredness is indirectly, via 

increasing parental empowerment, related to decreasing child behavioral problems. 

Therefore, empowerment of parents was a significant factor for changes in children’s 

development that might be brought about particularly in FCS. This favors the FCS 

approach but also underlines the potential for other youth care services to define the 

parental role and support parents through additional recourses that strengthen them 

in making the right decisions regarding parenting issues. 

The potential of parental empowerment for positive child behavioral outcomes may also 

be beneficial to CCS, although it should be recognized that achieving family-centeredness 

in out-of-home services remains a challenge, for example because of the geographic 

distance between parents and children, the complexity of family problems that caused 

the out-of-home placement, and parents’ challenges with accepting and cooperating 

with their children’s out-of-home placement (Geurts et al., 2012; Vanderfaeillie et al., 

2015). Although we found comparable improvements in child behavioral problems for 

FCS and CCS, no or minor changes in parental empowerment were found for CCS. Given 

that 20%-50% of the reunited children re-entered care within two years and that other 

reunifications remained problematic (Thoburn, 2009), it is an understatement that 

strengthening parents during children’s out-of-home treatment is valuable, not only to 
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increase the likelihood of successful reunification, but also to stimulate acceptance and 

parent-child bonding when returning home is impossible. In this context, the findings 

of Trivette et al. (2010) are particularly interesting. They found not only that family-

centeredness of services and children’s development was mediated by parental self-

efficacy, but also that parental self-efficacy and children’s development was mediated by 

parental well-being and parent-child interaction. These findings stress the importance 

of implementing family-centered elements (e.g., Berrick et al., 2011; Haans et al., 2010) 

that both reinforce parents and children in their mutual relation during the period of 

out-of-home care and strengthen parents in their complex home environment after 

discharge. Given the complexity of out-of-home placements, however, much effort is 

needed from both family members and professionals to collaborate in such a way that 

they all can be empowered (Vanderfaeillie et al., 2015).

The findings from our study encourage further research into long-term outcomes of 

family-centered and child-centered services. Although Child behavioral problems 

decreased both for FCS and CCS, we only found significant parental empowerment 

improvements for FCS on all dimensions. Follow-up research focused on parental 

empowerment, children’s development and living situation, stability of family 

functioning and the use of professional support can contribute to a better understanding 

of the impact of different short-term outcomes of both approaches. Moreover, research, 

such as repeated measurements designs, can further specify causal mechanisms 

between parental empowerment and child behavioral problems and also examine the 

mediating role of parental-child interaction and parental well-being. 

Our study has several strengths. Longitudinal data were used from a large number 

of clinical-referred families. The present study also contributed to more empirical 

knowledge about families in youth care with multiple and complex problems. This 

knowledge is valuable because, especially in these families, empowerment of parents 

in raising their children with behavioral problems is a topic of debate, and out-of-home 

placement is often an important issue. Another strength is that our study included both 

in-home services and out-of-home care. 

Some critical limitations also exist. First, the inclusion of families both for FCS or CCS 

and the subgroups foster care and residential care within CCS, was not at random but 

determined by professional decisions. The inclusion also depended on the availability 

of ROM data. Families with insufficient information were excluded. For these reasons, 

the findings could be biased by a systematic presence of certain families. Secondary 

analyses showed, however, that this is probably not the case for our study. FCS and 

CCS and the two subgroups within CCS, did not differ in terms of multiplicity of family 
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problems, parental empowerment, and child behavioral problems at the start of youth 

care. Moreover, we controlled for small differences that existed between FCS and 

CCS in the children’s gender and age. In addition, the included and excluded groups 

of families were similar regarding the variables mentioned above. Nevertheless, we 

cannot completely rule out a systematic or selective inclusion of families in our study. 

For example, professional decisions for FCS or CCS might be based on the belief 

that reducing child behavioral problems and increasing parental empowerment will 

be successful, which will lead to a decision in favor of FCS. Consequently, children 

coming from families that already were threatened at home and had a long treatment 

history, were more at risk for out-of-home placement because previous treatment was 

ineffective. In addition, decisions between foster care and residential care could be 

based on a professional opinion that foster care is always the first option of choice for 

out-of-home placements and that residential care is a last resort for children with a 

history of failed placements. In our study, this type of information was not available. 

Another limitation is the absence of an instrument for the family-centeredness of 

services, such as the Family-Centred Behaviour Scale or Family-Centred Practices Scale 

(see, e.g., Dunst et al., 2007). We did not observe the degree of family-centeredness of 

services directly. Therefore, we cannot rule out the possibility of differences in family-

centeredness for families within FCS or similarities in family-centeredness in FCS 

and CCS. The third limitation concerns the lack of information about other outcome 

indicators, for example about reasons for ending treatment, contacts with authorities, 

maltreatment and abuse, the living situation of children, presence of social resources, 

obstacles parents perceive, and additional family support after treatment. This type of 

information can contribute to a better understanding of the stability of multi-problem 

families during and after youth care and the extent to which parents can create long-

term changes for their children and family, independent of youth care. Despite these 

critical limitations, we conclude that our study highlights the beneficial role of family-

centeredness in achieving parental empowerment as an important factor in the 

treatment of child behavioral problems. 
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ABSTRACT

We examined (1) the extent to which the family-centered program Intensive Family 

Treatment (IFT) succeeds in realizing beneficial parental empowerment and child 

behavioral outcomes both in single-parent and two-parent families and (2) how these 

outcomes are influenced by the presence of a co-caregiver as a potential source 

of empowerment. A group of 140 single-mother and 156 mother-father families was 

compared. Information about empowerment of parents and children’s behavioral 

problems was collected at the start and end of IFT and was analyzed with cross-

lagged panel analyses. Although single mothers and mothers in two-parent families 

were comparable in the extent of improvements in empowerment (effect sizes were 

respectively .52 and .57) and child behavioral problems (effect sizes were both .49), 

they differ in how these improvements were achieved. For single-parent families, more 

maternal empowerment at the start of IFT was directly related to positive changes in 

child behavioral problems (β = -.246, p < .01). Among two-parent families, more paternal 

empowerment at the start was directly related to improved maternal empowerment 

(β = .249, p < .001) but maternal empowerment at the start was not directly related to 

changes in the father’s empowerment. This study stresses the importance of taking into 

account the presence or absence of a co-caregiver as a potential source of empowerment 

during family-centered programs as IFT.
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INTRODUCTION

Family-centered programs such as Multi-Systemic Treatment, Functional Family 

Therapy, and Families First have become important in youth care (Lee et al., 2008; 

Nelson et al., 2009; Van Assen et al., 2020). Such programs are carried out in the 

context of families (Geurts et al., 2012; Law et al., 2003), which is considered the best 

environment for successful treatment (Sheridan et al., 2004). Family-centered programs 

aim to achieve positive changes by strengthening parents, families, and their social 

networks; involving parents in shared decision making; and recognizing parents as 

experts and active participants in meeting their children’s needs (Dunst et al., 2002; 

Law et al., 2003). This is reflected in an increase in parental empowerment.

Although the empowerment of parents has become more and more prominent in 

youth care programs, it can be elusive as a subject of empirical research (Koren et 

al., 1992), and such study is operationalized in varying ways (Vuorenmaa et al., 2014). 

Empowerment is a layered concept that arises on different interrelated levels, such 

as the level of the service system that provides support to families in need, and the 

community level, at which persons are concerned with or influence services for 

these families (Koren et al., 1992; Vuorenmaa et al., 2014). In the present study, we 

focused on the individual level of families, at which parents are raising their children. 

Zimmerman (1995; 2000) refers to this level as psychological empowerment, which 

contains three interrelated components. First, the intrapersonal component is related 

to the perceptions of capability and self-efficacy of individuals and personal control in 

their approach to significant matters. Second, the interactional component concerns 

the awareness, readiness, and resolve of individuals to change undesirable situations, 

search for solutions, and gain access to resources. Third, the behavioral component is 

related to the behavior of individuals that directly affect their circumstances, such as 

coping behavior to address and find solutions to problems. In line with Zimmerman’s 

three components, we define parental empowerment as “the outcomes of a process 

by which parents are strengthened in raising their child by increasing their feelings of 

personal control, their critical awareness of handling parenting issues within and in 

interaction with their environment, and their parental control over the child” (Damen 

et al., 2017, p. 425). 

Research has revealed that family-centered programs were associated with increased 

empowerment of parents and decreased behavioral problems of children (Damen et 

al., 2019; De Graaf et al., 2008; Dunst et al., 2007; Graves & Shelton, 2007; Thompson et 

al., 1997; Whittingham et al., 2009). For example, parents experienced more personal 

control over their family life and were more willing to make efforts to learn new 
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ways to help their children to grow and develop when they were engaged during 

treatment, they were completely informed of their rights, and they had access to an 

individual support plan that was tailored to the family demands (Thompson et al., 

1997). Moreover, child behavioral problems decreased when help-giving practices 

were individualized and responsive to the priorities and concerns of families and 

when they were focused on the involvement of parents in realizing their own goals 

(Dunst et al., 2007). In addition, Damen et al. (2019) and Graves and Shelton (2007) 

studied how changes in the empowerment of parents and behavioral problems of 

children were related and whether these changes in empowerment and behavioral 

problems are determined by family-centeredness of programs. Their findings indicate 

that the relation between family-centeredness and decreased behavioral problems of 

children is mediated by increased parental empowerment. While this initial work was 

useful to understand how parental empowerment mediates involvement in family-

centered programs and child behavior, little is known about how this may differ by 

single- and two-parent households.

Children of single-parent families are more at risk of entering the youth care system 

than children living in two-parent families (AU online, 2016; Stevens et al., 2009), 

probably because they face greater risk of developing emotional and behavioral 

problems and decreased well-being (Nieuwenhuis & Moldonado, 2018; Waldfogel et 

al., 2010). A common explanation is that these differences between both family types 

are indirectly influenced by the presence of a second caregiver in the household and 

his or her additional resources (Nieuwenhuis & Moldonado, 2018; Waldfogel et al., 

2010). Single-parent families, which are most often headed by mothers, generally have 

fewer economic and social resources to support their children (Ackerman et al., 2001; 

Bromley et al., 2004; Bucx, 2011; Cairney et al., 2003; Nieuwenhuis & Moldonado, 2018; 

Waldfogel et al., 2010). This scarcity is expressed in, for example, the lack of household 

income and time for family members to spend together, relatively high unemployment 

rates among single mothers, and a weak family-support network. Due to the dearth of 

economic and social resources, but also because of life events such as early divorce 

or the death of their spouses, single mothers are more vulnerable to parental stress 

(Bromley et al., 2004; Cairney et al., 2003). Research showed that higher parental stress 

is associated with less parental empowerment (Jackson & Huang, 2000; Vuorenmaa et 

al., 2016), for example because parental stress reduces perceptions of personal control 

and effectiveness in parenting behavior. However, research also shows that parental 

empowerment is strengthened when there are more support resources as a buffer to 

protect families from the potentially harmful effects of stressful events (Armstrong et 

al., 2005; Nachshen & Minnes, 2005). 
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Compared to single mothers, mothers in two-parent families can profit from the 

presence of a co-caregiver in the household. Partners in two-parent families can apply 

their own resources, such as income, time, and network, to improve their empowerment 

as a parent. They can also profit from the additional resources of their co-caregivers, 

including his or her parental empowerment. In this setting, partners may strengthen 

each other in raising their children by using their own and each other’s self-efficacy, 

alertness, and willingness to change undesired parenting situations and coping 

strategies to solve parenting problems. This is even more important if the child develops 

behavioral problems for which help is being sought. The mutual influence of parental 

empowerment is also observed for other partners’ outcomes, such as their employment 

status (Henkens et al., 1993), health (Monden, 2007), and well-being (Pouwels, 2011). 

To address an existing gap in the empirical literature, the present study focused on 

parental empowerment and child behavioral problems in single-parent and two-

parent families that were supported by the family-centered program Intensive Family 

Treatment (IFT, see the Method section for further information). We examined whether 

the absence or presence of a co-caregiver in the household during IFT is an additional 

resource to increase empowerment in either single-mother and mother-father families. 

Specifically, we examined (1) the extent to which IFT succeeds in realizing beneficial 

parental empowerment and child behavioral outcomes both in single-parent and 

two-parent families and (2) how these outcomes are influenced by the presence of a 

co-caregiver as a potential source of empowerment. In line with Damen et al. (2019) 

and Graves and Shelton (2007), we supposed that positive changes in the behavioral 

problems of children can be realized by empowering parents during IFT. Consequently, 

we expected improvements in the empowerment of parents and children’s behavioral 

problems, both in single-parent and two-parent families. Moreover, we expected more 

improvements in two-parent families. Founded on the body of existing research (e.g., 

Ackerman et al., 2001; Bromley et al., 2004; Cairney et al., 2003), we assumed that two-

parent families have more empowerment resources on average, especially because of 

the presence of a co-caregiver in the household. However, we supposed that the two-

parent families in our study did not use their additional resources fully or effectively 

before they entered youth care, but that parents are encouraged to make better use 

of their own and each other’s resources during IFT. In single-parent families, these 

opportunities are scarce. Consequently, the availability and better use of resources 

would strengthen the effect on parental empowerment in two-parent families and 

subsequently also on positive changes in children’s behavioral problems (Henkens et 

al., 1993; Monden, 2007; Nieuwenhuis & Moldonado, 2018; Waldfogel et al., 2010). 
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METHOD

Participants

This study was conducted at a Dutch youth care organization that offers family 

support, family preservation services, residential care, and foster care to children and 

adolescents (0-23 years old) and their families. In our study, we included 296 families 

that were supported by Intensive Family Treatment (IFT) (Van der Steege et al., 2013) 

between January 2011 and April 2018. IFT is a family-centered preservation service for 

multi-problem families with children aged between 0 and 23 years. IFT aims to avoid 

out-of-home placement of children whose development is threatened by multiple and 

complex problems in their family, such as disturbed relationships, psychiatric problems 

of parents or children, abuse and maltreatment, parental problems, a lack of social 

resources, and repeated contact with legal authorities. Interventions are offered in the 

context of families and focus on the strengths of families and their social network. In 

this family context, parents are seen as active participants and experts in treatment 

and decision-making partners with regard to their family needs. Moreover, families 

are treated with respect and dignity, and professionals communicate transparently 

with family members and share unbiased information. These kinds of empowering 

characteristics are seen as key elements of successful family-centered treatment 

(Geurts et al., 2012). 

Table 1 shows some background characteristics of the included group of 296 families. 

The group consisted of 140 single-parent families with a mother (47%) and 156 two-

parent families (53%) with a mother and father. Of the 156 two-parent families, 74% 

(n = 115) were headed by two biological parents. Of the 296 referred children, 51% (152) 

were girls, and 69% (205) were aged twelve years or older. The single- and two-parent 

families did not significantly differ by gender (χ2 (1, n = 296) = .07, p = .796), but differed 

by the age of the referred children (χ2 (2, n = 296) = 7.76, p = .027). The education level 

of the 227 children was known. A small number of these 227 children (n  =  12; 5%) 

received special education because of their behavioral problems or disabilities. The 

groups of single- and two-parent families were similar regarding the education level 

of the referred children (χ2 (4, n = 227) = 5.95, p = .203). The family treatment lasted 

290 days (SD = 186.9) on average. There were no significant differences in treatment 

duration between single-parent and two-parent families (M = 297.85 versus M = 284.15, 

t = .630, p = .529). 
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Table 1

Background characteristics of the 296 Families at the start of IFT

Total Single-parent 

families

Two-parent 

families

n % n % n %

Family structure

Single-parent families 140 47% 140 100% - -

Two biological parents 115 39% - - 115 74%

One biological parent and one step-parent 29 10% - - 29 19%

Adoptive parents 12 4% - - 12 8%

Total 296 100% 140 100% 156 100%

Gender child

Girls 152 51% 73 52% 79 51%

Boys 144 49% 67 48% 77 49%

Total 296 100% 140 100% 156 100%

Age child 

< 4 years 10 3% 8 6% 2 1%

4 - 12 years 81 27% 31 22% 50 32%

> 12 years 205 69% 101 72% 104 67%

Total 296 100% 140 100% 156 100%

Education level referred child

Pre-school 3 1% 3 3% - -

Regular primary school 76 34% 28 28% 48 38%

Regular secondary school 136 60% 64 64% 72 57%

Special primary or secondary school 12 5% 5 5% 7 6%

Total 227 100% 100 100% 127 100%

Procedure

The data for our study were obtained from the system of Routine Outcome Monitoring 

(ROM) that was gradually developed and implemented throughout the Dutch youth 

care organization since 2011 to gather information about child behavioral problems and 

empowerment of parents. This information was collected via two questionnaires (SDQ 

and EMPO, see the Measures section for further information). These questionnaires 

were voluntarily filled in by one or both parents both at the start (T1) and end (T2) of IFT. 

Professionals, who visited the family at home, were previously trained by ROM-experts 

in a half-day workshop to administer the questionnaires. The workshop consisted of an 

explanation of the content of both questionnaires, procedures to be followed, and utilization 

of the questionnaire results for treatment purposes. In addition, professionals could practice 

together in introducing, interpreting and discussing the questionnaires with parents. 
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At the first home-visit, the social worker informed parents that completing both 

questionnaires was part of the treatment. Parents were told that the questionnaire 

results were used for shared decision making about the treatment goals, and for 

evaluation purposes at the end of IFT. Parents were also informed about the data 

collection procedure. In the early period of ROM implementation, the questionnaires 

were handed to the parents at the first-home visit, with a request to complete and return 

these within two weeks. From 2015, parents received after the home-visit a link by email 

to both questionnaires. This email was sent via BergOp, a database for ROM that is used 

by many youth care organizations in the Netherlands (https://www.bergop.info). When 

there was no response on the questionnaires within two weeks, the social worker called 

the parents or sent them an email reminder. Thereafter, it was no longer insisted on filling 

in the questionnaires. At the first-home visit, the social worker explicitly stressed also 

that parents could decide at any time whether they would complete the questionnaires 

or not. Moreover, parents were told that the data could be used for research purposes, 

and if so, that these data were processed anonymously and confidentially. 

After the first home visit, a IFT folder and an information letter was sent to parents 

with a written explanation of the ROM-procedure. Before 2015, the information of the 

completed questionnaires was manually entered in BergOp. From 2015, the completed 

questionnaires were automatically saved in this database. Subsequently, BergOp 

generated profiles of child behavioral problems and parental empowerment. These 

profiles were printed by professionals and discussed together with their supervisor. In a 

subsequent home-visit, in which the purpose and course of treatment was discussed, the 

social worker shared and evaluated the profiles with parents. In case of non-response, 

no profiles were discussed.

Between January 2011 and April 2018, 959 families were supported by IFT. The program 

was offered from one of the 10 locations of the youth care organization. For 373 of these 

families, there was no ROM data available, since the system was not yet implemented 

at their location. Another 32 single-father families were excluded, because of the small 

number of this type of household with which to conduct reliable statistical analysis 

and to reach a trustworthy conclusion. The result was a sampling frame of 554 families: 

195 single-parent families with a parenting mother and 359 two-parent families with 

both a parenting mother and father. Of this sample of 554 families, 258 families were 

also excluded from the present study, because parenting mothers and fathers did not 

complete the questionnaires on child behavioral problems or parental empowerment 

on both T1 and T2. The lack of information is a commonly known issue in ROM (Mellor-

Clark et al., 2016). 
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Consequently, the total sample of the present study included 296 families. The included 

group of 296 families was similar to the excluded group of 258 families regarding the 

severity of their child behavioral and paternal empowerment problems at T1. However, 

there were also significant differences between both groups. The included group 

consisted of fewer referred boys and older children on average. Moreover, in this group 

of families, maternal empowerment problems were more severe at T1.

Measures

Parental empowerment. Parental empowerment was measured with the EMPO (Damen 

et al., 2017). The EMPO is a 12-item questionnaire of parental empowerment in raising 

children. Items are expressed as statements to which mothers and fathers respond 

using a 5-point scale (disagree completely, disagree, don’t disagree or agree, agree, 

agree completely). The EMPO is based on Zimmerman’s (1995, 2000) three components 

of psychological empowerment. The intrapersonal component is measured using 

four statements, and the interactional and behavioral control component uses 

respectively five and three statements. The sum of the scores on all 12 items yields a 

total empowerment score for the parents. We used this total empowerment score for 

the present study. Damen et al. (2017) showed a good internal consistency of the EMPO 

(Cronbach’s α = .86 for the non-clinical group and α = .82 for the clinical group). The 

reliability (T1: α = .79; T2: α = .85) of the EMPO in the present study was good.

Child behavioral problems. The behavioral problems of children were measured with 

the Strengths and Difficulties Questionnaire (SDQ, Dutch version; Goedhart et al., 2003; 

Goodman, 1997). The SDQ consists of 25 items that are partly formulated negatively 

and partly positively. The 25 items, which are scored on a 3-point scale (false, partly 

true, definitely true), constitute together five subscales, with five items each: emotional 

problems, peer relationship problems, conduct problems, hyperactivity/inattention, 

and prosocial behavior. Moreover, a total problem score is determined by adding the 

scores of the four problem scales. In the present study, we used this total problem score. 

Parenting mothers and fathers filled in the SDQ version for children from 4 to 17 years 

old. According to Stone et al. (2015), the Dutch version of the SDQ showed sufficient to 

good (α ≥ .77) reliability at three consecutive measurement moments. In the present 

study, the reliability (T1; α = .79, T2; α = .86) of the SDQ was good. 

Data analyses

Chi-square tests and paired t-tests were used to describe differences in the background 

characteristics between single-parent and two-parent families. In addition, we used 

paired sample t-tests and pre-post-effect sizes (Cohen’s d) to test the changes in total 

empowerment of parents (EMPO) and total behavioral problems of children (SDQ). 
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To examine longitudinal relations between T1 and T2, we used cross-lagged panel 

analyses with the program package Mplus 7.2 (Muthén & Muthén, 1998–2015). Two 

cross-lagged models were tested. In the first model, we examined the longitudinal 

relationships between maternal empowerment and child behavioral problems in 

single-parent families. The second cross-lagged model was tested for two-parent 

families and included both maternal and paternal empowerment. In this second 

model, we used SDQ reports of both mothers and fathers as indicators for children’s 

problem behavior. 

To handle the missing values in our study, the full-information maximum likelihood 

(FIML) estimator was used. Of the 140 single-parent families, 8 mothers (6%) gave 

incomplete information about their parental empowerment and child’s behavioral 

problems. Of the 156 two-parent families, the mothers of 3 families (2%) and fathers of 

3 other families (2%) provided incomplete information. The results from Little’s MCAR-

tests showed that missing values can be assumed to be completely at random for both 

single-parent (χ2 (9) = 15.69, p = .074) and two-parent families (χ2 (30) = 21.02, p = .887).

As indicators of the latent constructs of child behavioral problems and parental 

empowerment, parcels were created. A parcel is the sum score or mean of a subset of 

items within a variable. Parcels are useful to evade estimation problems (Sass & Smith, 

2006) and to diminish the number of parameters to be estimated in the cross-lagged 

model (Yang et al., 2010). We measured maternal and paternal empowerment using 

three parcels. Each parcel contained four items. We also constructed three parcels for 

child behavioral problems. For the cross-lagged model including single parents, two 

parcels consisted of seven items each and one of six items. For the cross-lagged model 

with combined mother and father reports, two parcels consisted of fourteen items each 

(seven items from mothers’ reports and the same seven items from fathers’ reports), 

and one parcel consisted of twelve items (the same six items from both mothers’ and 

fathers’ reports). We allocated the items of the EMPO and SDQ to parcels in line with the 

item-to-construct balance method (Little et al., 2002). This means we used the single-

factor solution of the EMPO and SDQ at T1 and allocated the item with the highest factor 

loading to parcel one, the item with the second highest loading to the parcel two, and the 

item with the third highest loading to parcel three. The next three items were allocated 

to parcels in reverse order. In this way, each parcel reflected the structure of the latent 

variable in an equivalent way. The same items with the corresponding parcels were used 

at T2. After assigning the items to the parcels, we determined the sum scores per parcel. 

The parcel sum scores were input for the cross-lagged analysis to measure the latent 

variables for parental empowerment and children’s behavioral problems.
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An important condition for using multiple informant reports to measure behavioral 

child problems is that the SDQ is measurement invariant (Holmbeck et al., 2002) across 

mothers and fathers. Analyses for testing measurement invariance, analogous to the 

procedure as described by Steenkamp and Baumgartner (1998), showed that the SDQ-

scores of both parents can be interpreted in the same way. There were no differences 

in factor structure (fit configural model: n = 156, χ2 (692) = 877.46, p < .000, CFI = .924, 

RMSEA = .041) and parameters (fit metric/scalar model: n = 156, χ2 (752) = 928.08, p < 

.000, CFI = .928, RMSEA = .039) between mothers and fathers. Moreover, the results of 

the χ2-difference test (DIFFTEST in Mplus, see Asparouhov & Muthén, 2006) showed 

that the SDQ was measurement invariant for the parent’s gender (Δχ2(60) = 58.43, 

p = .533: ΔCFI < -0.01, ΔRMSEA < 0.015) (Cheung & Rensvold, 2002). 

The cross-lagged model, as presented in Figures 1 and 2, contains the correlations 

between the error terms of the latent variables at T1 and T2, stability paths, and cross-

lagged paths over time. The model’s goodness of fit was measured via the χ2-test, the 

comparative fit index (CFI), and the root mean square error of approximation (RMSEA). 

A model fit with a CFI > .95 and a RMSEA < .05 is seen as good. If the CFI > .90 and 

RMSEA < .08, the fit is considered acceptable (Marsh, Hau, & Wen, 2004). 

RESULTS

At the start of IFT, 72% of the 296 families had problems within multiple domains (see 

Table 2). Among other things, such as family problems and lack of social support, 67% 

(n = 197) of the mothers and 73% (n = 111) of the fathers reported behavioral problems 

with their children (see the note below Table 2 regarding how these problems were 

identified). Moreover, 55% (n =166) of the mothers and 53% (n  =  82) of the fathers 

reported empowerment problems at T1. Additional analyses between single-parent and 

two-parent families showed no significant differences in the problems as presented in 

Table 2, except the proportion of families with multiple problems (χ2 (1) = 13.579, p = .000). 

Table 3 shows significant improvements in the empowerment of mothers, both for 

single mothers and mothers in two-parent families (respectively ES = .62 and ES = .57). 

Additional analyses showed no significant differences at T1 regarding empowerment for 

single mothers and mothers in two-parent families (M = 40.45 and M = 39.29, t = 1.820, 

p = .070). Table 3 also shows significant improvements in the empowerment of fathers 

(ES = .53). Moreover, additional analyses demonstrated that mothers in two-parent 

families were less empowered than their male partners at T1 (respectively M = 39.29 
and M = 40.47, t = -2.571, p = .011). 
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Table 2

Experienced problems of the 296 families at the start of IFT

Total Single-parent 

families

Two-parent 

families

n % n % n %

Domain 1. Child behavioral problems

Mothers 197 67% 87 64% 110 71%

Total 293 100% 137 100% 156 71%

Fathers 111 73% - - 111 73%

Total 153 100% - - 153 100%

Domain 2. Parental empowerment problems

Mothers 160 55% 72 53% 88 56%

Total 292 100% 136 100% 156 100%

Fathers 82 53% - - 82 53%

Total 156 100% - - 156 100%

Domain 3. Other problems

Problems relating to family climate/structure, 

mutual family relations and support of social 

environment

160 54% 81 58% 77 51%

Total 296 100% 140 100% 156 100%

Multiple family problems (more than one domain) 212 72% 86 61% 126 81%

Total 196 100% 140 100% 156 100%

Note. Empowerment problems and child behavioral problems were measured by the EMPO and by 

the SDQ as reported by parents. Problematic sum scores on each scale are scores belonging to the 

highest 10% of representative non-referred Dutch norm groups from studies of Goedhart et al. (2003) 

and Damen et al. (2017). The presence of problems on the domain ‘Other problems’ was based on the 

treatment goals set by parents. 

Significant improvements also emerged for child behavioral problems, both for single 

mothers (ES  =  .49) and mothers and fathers in two-parent families (respectively 

ES = .49 and ES = .45). At T1, no significant differences in child behavioral problems 

were found between single-mothers and mothers in two-parent families (respectively 

M = 16.33 and M = 17.19, t = -1.105, p = .270) and between mothers and fathers in two-

parent families (respectively M = 17.24 and M = 17.53, t = -.686, p = .494). 

Figure 1 shows the cross-lagged model for single-parent families, which is controlled 

for children’s gender and age. The model fit was good (n = 140, χ2 (58) = 74.983, p < 

.001, CFI  =  .981, RMSEA  =  .046). The partial correlations between child behavioral 

problems and empowerment of mothers, which were equal to the correlation between 

the disturbance terms of the latent variables, showed that, both at T1 and T2, more 
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empowerment was associated with less child behavioral problems (r = -.376, p < 0.001 

and r = -.281, p < .05). The stability coefficients indicated that mothers’ empowerment 

(β = .671, p < .001) and behavioral problems of their children (β = .590, p < .01) were 

relatively stable between T1 and T2. No significant cross-lagged effects were found 

within child behavioral problems on the empowerment of mothers. However, there was 

a significant cross-lagged effect of maternal empowerment on child behavioral problems 

(β = -.246, p < .01); more maternal empowerment at T1 was related to decreased child 

behavioral problems at T2. 

Table 3

Empowerment problems of parents and child behavioral problems at the start (T1) and end (T2) of IFT

T1 T2 T1+T2

Mean SD Mean SD df t p ES

Empowerment

Single-parent families

Mothers 40.45 5.44 43.82 5.64 134 -8.23 .000 .62

Two-parents families

Mothers 39.29 5.50 42.42 5.75 154 -7.13 .000 .57

Fathers 40.47 4.99 43.09 5.48 151 -5.97 .000 .53

Child behavioral problems

Single-parent families

Mothers 16.33 6.87 12.92 7.48 136 6.45 .000 .49

Two-parent families

Mothers 17.19 6.51 13.98 7.08 155 6.63 .000 .49

Fathers 17.53 6.78 14.45 7.23 151 6.10 .000 .45

Note. Paired samples t-test (one tailed), based on sum scores of EMPO and SDQ. ES = Effect size 

(Cohen’s d). 

Figure 2 presents the cross-lagged model for two-parent families, in which child 

behavioral problems were measured via reports from both mothers and fathers. 

We recognize that the reports from mothers and those from fathers regarding the 

behavioral problems of their children could be very different (Van der Ende et al., 

2012). Therefore, we also tested this cross-lagged model with only mothers’ reports 

of child behavioral problems. The fit and estimates of both cross-lagged models were 

comparable. We preferred to show the model as presented in Figure 2. The fit of this 

model was acceptable (n = 156, χ2 (139) = 233.370, p < .001, CFI = .944, RMSEA = .066). 

The partial correlations between the empowerment of mothers and child behavioral 

problems at T1 and T2 and the stability coefficients for maternal empowerment and 

child behavioral problems were comparable with the model for single parents; more 



70   |   Chapter 4

empowerment of mothers was associated with fewer child behavioral problems at T1 

(r = -.298, p < .01) and T2 (r = -.446, p < .001), and maternal empowerment (β = .456, p < 

.001) and child behavioral problems (β = .694, p < .001) were relatively stable between 

T1 and T2. 

MATERNAL EMPOWERMENT MATERNAL EMPOWERMENT.671***

CHILD BEHAVIORAL PROBLEMS CHILD BEHAVIORAL PROBLEMS.590**

-.376*** -.281*

-.115

-246**

T1 T2

Figure 1

Empowerment of mothers and child behavioral problems at the start (T1) and end (T2) of IFT: Single-

parent families 

Note. Cross-lagged model. Standardized coefficients. Controlled for gender and age child. Maternal 

empowerment and child behavioral problems: total scales. Fit (n = 140, χ2 (58) = 74.983, p < .001, 

CFI = .981, RMSEA = .046). *** p < .001. ** p < .01. * p < .05.

Figure 2 shows also that more empowerment of mothers was associated with more 

paternal empowerment at T1 (r = .536, p < .001) and T2 (r = .325, p < .001). Moreover, 

in contrast to the model of single parents, the cross-lagged effect for empowerment 

of mothers on child behavioral problems was not significant. In addition, there 

was a significant cross-lagged effect for the empowerment of fathers on maternal 

empowerment (β = .249, p < .05); more paternal empowerment at T1 was associated 

with positive changes in the empowerment of mothers at T2. 
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MATERNAL EMPOWERMENT MATERNAL EMPOWERMENT.456***

CHILD BEHAVIORAL PROBLEMS CHILD BEHAVIORAL PROBLEMS.694***

PATERNAL EMPOWERMENT PATERNAL EMPOWERMENT.480***

-.298**

-.367***

-.446***

-.495***

.536*** .325***

.087

.113

.096

.249*

.006

-.064

T1 T2

Figure 2 

Empowerment of mothers and fathers and child behavioral problems at the start (T1) and end (T2) 

of IFT: Two-parent families

Note. Cross-lagged model. Standardized coefficients. Controlled for gender and age child. Maternal 

and paternal empowerment: total scale. Child behavioral problems: total scale, based on both mother’s 

and father’s perspective. Fit (n = 156, χ2 (139) = 233.370, p < .001, CFI = .944, RMSEA = .066). *** p < 

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

DISCUSSION

In our study, we examined (1) the extent to which the family-centered program Intensive 

Family Treatment (IFT) succeeds in realizing beneficial parental empowerment and 

child behavioral outcomes both in single-parent and two-parent families and (2) how 

these outcomes are influenced by the presence of a co-caregiver as a potential source 

for empowerment. Therefore, we compared single-mother families with mother-father 

families who also received IFT. 

A majority of the referred families in the present study had numerous problems 

at the start of IFT. In particular, a substantial proportion of both single mothers and 

mothers and fathers in two-parent families experienced child behavioral and parental 
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empowerment problems. The severity of these problems was comparable between 

the cases of both single-parent and two-parent families. In conformance with the 

findings of Damen et al. (2019) and Graves and Shelton (2007), we found significant 

improvements regarding parental empowerment and child behavioral problems in both 

types of families during IFT. This is not remarkable, because interventions in youth care 

are ultimately focused on positive child outcomes, and increasing empowerment of 

parents is seen as an essential element in IFT to achieve these outcomes. In our study, 

we expected stronger improvements in two-parent families because of the presence 

of a co-caregiver in the household, which increases the availability of family resources 

such as income, time, and support network. These additional resources might be used 

by parents to achieve better outcomes for themselves and their children (Nieuwenhuis 

& Moldonado, 2018; Waldfogel et al., 2010). Because two-parent families in our study 

were referred to youth care, we supposed that their additional resources were not fully 

or effectively used before they entered youth care, but that parents were encouraged 

during IFT to make better use of their own and each other’s resources. The availability 

and better use of resources would subsequently strengthen the effect on beneficial 

parental and child outcomes. Contrary to our expectations, however, we found no 

differences in improvements between single-parent and two-parent families. The effect 

sizes were comparable in terms of both parental empowerment and the behavioral 

problems of their children. One explanation is that the availability of resources is not 

decisive for the extent of the progress made in single-parent and two-parent families, 

but that the support of IFT has been an additional resource which was not available in 

the support network of both types of families and has been indispensable in addressing 

the situation these families were facing. 

Although the absence or presence of a co-caregiver was not related to different 

improvements in single-parent and two-parent families, the cross-lagged models 

demonstrated that it influenced how these improvements were achieved. For single-

parent families, we found that greater empowerment of mothers at the start of IFT was 

directly related to decreasing child behavioral problems at the end. For two-parent 

families, we found that greater empowerment of fathers at the start was directly related 

to improved maternal empowerment, but that mothers’ empowerment at the start was 

not directly related to changes in fathers’ empowerment. We think that the different 

findings for single- and two-parent families can be explained by the absence or presence 

of a co-caregiver. To make significant treatment changes in families with multiple 

problems, great parental efforts are needed. These efforts are easier to undertake when 

parents have more resources, but also when they have a co-caregiver in the household 

to share parenting time and tasks, discuss parenting strategies, and support each 

other in raising children and as partners. Co-caregivers can profit from each other’s 
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empowerment as parents. They may strengthen each other in raising their children 

by using their own and each other’s self-efficacy, alertness, and willingness to change 

undesired parenting situations and coping strategies to solve parenting issues. In the 

case of single mothers, a co-caregiver is not present. Therefore, treatment outcomes 

are mainly dependent on single mothers’ own empowerment. In two-parent families, we 

only found that fathers were important resources for mothers during IFT. There was no 

mutual influence between both caregivers. One explanation is that, since the division of 

labor and care between partners is often still traditional in Western societies (Pouwels, 

2011), fathers became only more engaged in raising children because interventions were 

offered within the family context and were explicitly focused on activating the parenting 

role of both partners in the household (Geurts et al., 2012; Law et al., 2003). When fathers 

are more empowered at the start of IFT, their increased engagement consequently 

reduced the parental stress and empowered their female partner during treatment. 

Moreover, if the division of labor and care between parents was gender specific, changes 

in the fathers’ engagement and empowerment were possibly caused by interventions 

of IFT, regardless of the level of empowerment of the mothers at the start.

The present study has several strengths. We used longitudinal and clinical data from a 

large number of single-parent and two-parent families. Moreover, we used data from 

fathers as co-caregivers. This information contributed information about the differences 

between these family types in parental and child outcomes and the underlying 

mechanisms of IFT. This knowledge is valuable to provide a better understanding of the 

contextual approach of IFT and the role of parental empowerment. Particularly for these 

families, empowering parents in raising their children with behavioral problems is an 

important angle of approach. Especially, when previous treatment was ineffective and 

only focused on the child and his problems, and did not take into account the strengths 

of parents and their environment to bring about positive changes.

Limitations

Some critical limitations can also be identified. First, we did not measure the extent 

to which the family-centered principles of IFT actually were implemented in practice. 

Therefore, we cannot rule out the possibility that differences between single- and 

two-parent families can be explained by different degrees of family-centeredness. 

Second, our study was limited to the construct of psychological empowerment and only 

focused on the individual level of parental empowerment in raising children. However, 

empowerment is a layered concept that is also situated on other levels, such as the 

level of the service system and the community level (Koren et al., 1992; Vuorenmaa 

et al., 2014). In our study, we did not examine these other levels. Therefore, we do not 

know, for example, whether parents share their experiences, knowledge, and opinions 
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at the community level with other parents and with authorities and decision-makers 

that develop family services. Third, the selection of families for IFT was not random but 

was determined by the decisions of professionals. The selection also depended on the 

availability of ROM information. We excluded families with a lack of data. Therefore, 

the findings could be biased by a systematic inclusion of certain families. Additional 

analyses showed that this could be the case. The included group and the excluded 

group of families were similar in the severity of children’s behavioral problems and 

empowerment problems of parents at the start of IFT. However, the included families 

consisted of fewer boys and older children. Moreover, in the included group, problems 

regarding maternal empowerment were more severe at the start. Fourth, in our study, 

we included only single-mother and traditional mother-father families. We do not 

know whether IFT has the same effects on other types of families, such as single-father 

families or same-sex couples. Fifth, due to the lack of data, we could not control for 

family resources as potential a confounding variable. We did not measure the actual 

availability of economic and social resources in families, such as the parents’ education 

level, employment status, income, and the strength of the support network. The role of 

ex-partners as co-caregivers and active participants in treatment outside the household 

was also not taken into account. Moreover, we did not know the extent to which mothers 

and fathers in two-parent families were actually involved in treatment and supporting 

each other as partners and parents.

Implications

The findings of our study warrant more research into family-centered programs 

regarding effective ways to support both less-empowered single mothers and less-

empowered fathers in two-parent families, since their empowerment at the start is 

directly related to treatment changes. In single-parent families (Bromley et al., 2004; 

Cairney et al., 2003), the support of less-empowered mothers should probably be given 

in practical and social-emotional areas and also focus on extending their network 

as resources for practical and social support. Professionals could, for example, help 

mothers structure their daily routines and spend quality time with their children, give 

budget advice, arrange for debt counseling, create opportunities for mothers to tell 

their life stories or to discuss personal problems, and support mothers in building 

a social support network. These kinds of support could contribute to more self-

efficacy and stress reduction among mothers and also have a positive impact on their 

confidence in treatment and partnership with professionals (Van der Steege et al., 2013). 

When the level of parental stress is easier to cope with and mothers feel they have 

more personal control, professional efforts could also be made to improve mothers’ 

alertness and willingness to change their undesired parenting situation, to support 

mothers in learning effective parenting strategies, and to enable them to expand and 
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use their support network. Further research can examine the impact of this kind of 

support on empowering outcomes. Given the supposed strong gender-role division of 

care and under-representation of fathers in clinical practice (Piotrowska et al., 2017; 

Tully et al., 2018), further research should also focus on efforts that could be made to 

involve less-empowered fathers of two-parent families in treatment and to engage 

them to spend time raising their children and to support their spouse as a parent and 

partner. Fathers’ involvement and engagement might be improved by accentuating 

the relevance of fathers’ attendance at intake, making clear that treatment is focused 

on both parents, helping fathers to spend more parenting time with their children to 

gain positive parenting experiences, collecting assessment data from fathers as well 

as mothers, discussing this information with both parents, and ensuring flexibility of 

service delivery (Tully et al., 2018). Additional research on the involvement of fathers 

in treatment and their engagement in parenting can offer practical handles to ensure 

that their resources are being fully exploited. 

Another valuable focus for future research relates to the sustainability of the treatment 

effects of family-centered programs like IFT in terms of empowerment resources. For 

both single-parent and two-parent families, such programs seems to be an additional 

source of support that was needed but unavailable in their own social network. Although 

these programs aim to achieve both short- and long-term outcomes by empowering 

families, the support they provide to families is only temporary. Therefore, the treatment 

effects might be especially precarious for families without sufficient economic and 

social resources. In order to achieve sustainable empowering changes in these families, 

close collaboration with professional chain partners with a shared vision and approach 

could be valuable. Together, these professional organizations can deliver integrated 

services that are also focused on other family problems and additional support after 

a family-centered program, for example in the field of mental health, addiction, debt 

counseling, education, employment, and housing. In this context, future research should 

also consider measuring empowerment on other levels. For example, a questionnaire 

such as the Family Empowerment Scale (FES, Koren et al., 1992; Vuorenmaa et al., 2014) 

could be used to examine whether parents are empowered by the care system to obtain 

integrated services that effectively meet their family’s needs and to influence decision-

makers to develop integrated services for families in comparable situations.
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ABSTRACT

The present study examined the long-term treatment outcomes of the family-centered 

program Intensive Family Treatment (IFT) for families with multiple problems. We 

also tested the hypothesis that parental empowerment at the end of IFT constitutes a 

buffer between the negative influences of parental stress on their children’s behavioral 

problems afterwards. We included 275 families with multiple problems. Information 

about parental empowerment and child behavioral problems was gathered at the 

start and end of IFT and at follow-up, on average 2.8 years (SD = 1.6) later. At follow-

up, information was also collected about parental stress and professional support. 

Data were analyzed through latent regression analyses. Significant improvements in 

child behavioral problems (effect size .60) and parental empowerment (effect size .53) 

were observed during treatment. Improvements were sustainable for child behavioral 

problems after IFT. Nevertheless, child behavioral problems remained severe on 

average and might be a stressor for parents. Together with other environmental 

stressors after IFT, these problems can increase parental stress and subsequently 

increase child behavioral problems. However, taking into account that professional 

support after IFT often still is needed, the findings of our study showed that parental 

empowerment at the end of IFT constitutes a buffer; parental stress had a less negative 

influence on child behavioral problems at follow-up when parents had a higher level 

of parental empowerment at the end of IFT. This study stresses the importance of 

empowering parents during family treatment to successfully cope with environmental 

stressors after treatment, including the problematic behavior of the child.
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INTRODUCTION

Parental empowerment is an important factor in family-centered treatment to achieve 

favorable long-term outcomes for families with multiple problems (Graves & Shelton, 

2007; Henggeler & Schaeffer, 2016). Empirical studies on parental empowerment in 

these families, however, are scarce and only focused on short-term treatment results 

(Damen et al., 2019; Graves & Shelton, 2007). More insight into the role of parental 

empowerment in the long term is needed for a better understanding of the sustainability 

of treatment outcomes. Research showed that the situation of families with multiple 

problems after treatment often remains precarious and that parents still have to deal 

with the same environmental stressors which were present at the start of treatment, 

such as relationship issues, absence of financial resources or social support, poor family 

functioning, child behavioral problems, and the negative impact of previous life events 

(Cash & Berry, 2003; Van Assen et al., 2020). These environmental stressors cause 

parental stress (Ostberg & Hagekull, 2000), which easily lead to negative parenting 

behavior (Anthony et al., 2005) and subsequently has a negative impact on children’s 

behavior (Braza et al., 2015; Gershoff, 2002). Being empowered at the end of family-

centered treatment might constitute a buffer for parents between the negative influence 

of parental stress on children’s behavior after treatment. This hypothesis is tested in the 

present study. In doing so, we will take into account the received professional support 

that is usually still needed for these families (Hair, 2005; Tausendfreund et al., 2016). 

Empowerment of individuals, such as that of parents, is conceptualized by Zimmerman 

(1995) as psychological empowerment. Psychological empowerment includes three 

components: interpersonal (e.g., perceptions of competence and self-efficacy), 

interactional (e.g., awareness, readiness and resolve to change undesirable situations, 

and the search for solutions and gain access to resources) and behavioral control 

(e.g., coping behavior to address problems and find solutions). Considering these 

components, parental empowerment is defined as “the outcomes of a process by which 

parents are strengthened in raising their child by increasing their feelings of personal 

control, their critical awareness of handling parenting issues within and in interaction 

with their environment, and their parental control over the child” (Damen et al., 2017, 

p. 425). 

Families with multiple problems must face diverse and complex difficulties, such as 

maltreatment and abuse, child behavioral problems, parenting issues, relationship 

problems, psychiatric problems, absence of social resources, and frequent contact 

with social and judicial authorities (Tausendfreund et al., 2016). These problems are 

intertwined, often chronical and intergenerational, and hinder families’ everyday 
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functioning. Therefore, the situation of families with multiple problems is precarious 

and persistent, even more so because they usually have had a long history of 

professional support without sustainable changes being achieved. These circumstances 

make parents feel continuously stressed, helpless, and less confident in their ability to 

overcome problems by themselves. 

To relieve this problematic situation, there has long been a tradition to place children 

from families with multiple problems out-of-home in residential or foster care (Lee et 

al., 2014; Strijbosch et al., 2015). Since the 1980s, however, there is a growing awareness 

of the need to address multiple problems of families in their context, and to support 

families with preservations services focusing on preventing out-of-home placement 

of children. Several programs are adopting this focus; for example, Functional Family 

Therapy (FFT), Multi-Systemic Treatment (MST) and Families First (Lee et al., 2008; 

Lee et al., 2014; Nelson et al., 2009; Van Assen et al., 2020). In these family-centered 

programs, empowerment of parents is seen as a central element to achieve favorable 

treatment effects (Dunst et al., 2007; Graves & Shelton, 2007; Henggeler & Schaeffer, 

2016). Interventions are carried out in the family environment because this is not only 

seen as the natural context in which child behavioral problems occur (Henggeler et al., 

1993) but also as a main source of strength and support for ameliorating these problems 

(MacKean et al., 2005). In order to realize this shift, professionals build a collaborative 

relationship with parents and recognize them as experts regarding their children’s 

needs (Dunst et al., 2002; Law et al., 2003). In particular, parents are supported to acquire 

effective parental skills and coping strategies and to use family support networks in 

order to overcome obstacles that hinder their own and their family’s functioning 

(Dunst et al., 2007; Graves & Shelton, 2007; Lee et al., 2014). In their meta-analysis of 

family-centered programs, MacLeod and Nelson (2000) showed that intensive family 

preservation programs with high levels of participant involvement, an empowerment 

and strengths-based approach, and a component of social support had higher impacts 

on different outcomes, such as maltreatment, out-of-home placement and parent 

attitude and behavior, than programs without those elements. 

Several meta-analyses on family-centered programs reported favorable child 

behavioral treatment outcomes (Curtis et al., 2004; Dunst et al., 2007; Hartnett et al., 

2017). Only a few studies, however, examined the role of parental empowerment in 

achieving these child outcomes. The studies of Damen et al. (2019) and Graves and 

Shelton (2007) suggested that increased parental empowerment mediated the effect 

of family-centeredness on decreasing child behavioral problems during treatment. The 

study of Deković et al. (2012) revealed a comparable mediation effect: improved parental 

sense of competence, which is a concept related to empowerment, was associated with 
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more positive discipline in parenting and subsequently led to decreased externalizing 

child behavioral problems at the end of treatment. The findings from these studies 

support the value of empowering parents as agents of change to reduce their children’s 

problem behavior during family-centered treatment. However, due to a lack of follow-

up research it is unknown whether empowerment of parents ensures that parents also 

have become agents of sustainable change for their children after family-centered 

treatment. Research on the long-term outcomes of family-centered treatment is needed 

to better understand the potential of empowering parents in handling their children’s 

behavioral problems within their family context.

Despite beneficial changes that are made during treatment, it is likely that families with 

multiple problems must still address persistent problems afterwards and that professional 

support remains necessary (Hair, 2005; Tausendfreund et al., 2016). Research showed, 

for example, that on average, children still demonstrate behavioral problems at the end 

of treatment (Asscher et al., 2013; Van Assen et al., 2020; Veerman & De Meyer, 2015). 

Moreover, relationship issues, poor family functioning, absence of financial resources or 

social support, and the negative impact of previous life events can persist after treatment 

(Cash & Berry, 2003; Van Assen et al., 2020). These problems in the family context can 

be seen as environmental stressors that present continuing threats and challenges for 

parents and might cause parental stress if parents are unable to deal with these stressors 

properly (Grant et al., 2003). Research revealed that more parental stress is associated with 

more negative parenting behavior (Anthony et al., 2005), which then leads to more child 

behavioral problems (Gershoff, 2002). Therefore, it is important that parents of families with 

multiple problems can manage their stress in the complex circumstances after treatment 

so that it does not have that much impact on their children’s behavioral problems. 

Parents who have been encouraged in their own context to learn and use new skills 

and who have been stimulated to expand and use their support networks will develop 

adequate coping behavior and strategies to address problems and find solutions to help 

them deal with stressors. This will strengthen their perceptions of competence and self-

efficacy (intrapersonal component of empowerment) (Sandler et al., 2011). Moreover, 

parent’s alertness and willingness to handle other parental issues (interactional 

component of empowerment) will increase, for instance to make use of social and further 

professional support, if this is still necessary. Parents will also have more control over 

the undesirable behavior of their children, which is reflected in the behavioral control 

component of empowerment (Damen et al., 2019). These empowerment outcomes will 

strengthen parents in their belief that they can resist future stressful situations and 

ensure that they will be more tenacious and consistent in their behavior toward the 

child after treatment (Deković et al., 2012; Sandler et al., 2011). 
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The aim of the present study was to examine the long-term treatment outcomes of the 

Dutch family-centered program Intensive Family Treatment (IFT, Van der Steege et al., 

2013) and to test the hypothesis that parental empowerment at the end of treatment 

constitutes a buffer between the negative influences of parental stress on their children’s 

behavioral problems afterwards, taking into account the amount of professional support 

received after the treatment of IFT.

METHOD

Participants

This study was conducted at a Dutch youth care organization that offers family 

support, family preservation services, residential care, and foster care to children and 

adolescents (0-23 years old) and their families. In our study, we included 275 families 

that were supported by Intensive Family Treatment (IFT, Van der Steege et al. ,2013), 

any time between January 2011 and March 2017. The procedure section further explains 

how the included group of 275 families was selected.

IFT is a long-term family-centered preservation service for families with multiple 

problems and children aged between 0 and 23 years. IFT is explicitly focused on 

empowering parents to achieve favorable long-term changes for families and children. 

Therefore, interventions are strength- based, offered in the family context, and focused 

on the parental role as active participants and experts in treatment and decision making 

with regard to their children’s need. Parents are stimulated by professionals to acquire 

new parental competencies, expand and activate their social support network, and 

manage the problems that hinder their actual and future functioning. Moreover, families 

are treated with respect and dignity, and professionals share unbiased information and 

communicate transparently with the family members (Van der Steege et al., 2013). 

For 236 of the 275 families included in the study, their family structure was known: 134 

families were two-parent families with two biological parents (n = 103; 44%) or a biological 

and step-parent (n = 31; 13%), and 91 were single-parent families. For 163 families (59%), 

the referred child was a boy and for 166 families (60%) the child was aged 12 years or older. 

The 275 families were supported by IFT for 264 days (SD = 135.91) on average.

Procedure

The data for this study were obtained from the system of Routine Outcome Monitoring 

(ROM) that was gradually developed and implemented through the organization since 

2011 to gather data about children’s behavioral problems and the empowerment of 
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parents. The information was gathered via two questionnaires (SDQ and EMPO, see the 

next section for further information) that were completed by one of the parents at the 

start (T1) and end (T2) of treatment. At the first family contact, parents were informed 

by professionals about the content of both questionnaires, the data collection procedure 

and the use of the questionnaires for treatment evaluation. Parents were told that they 

could decide at any time whether they would complete the questionnaires or not. 

Moreover, the parents were informed that the data could be used for research purposes, 

and if they were, that these data were processed anonymously and confidentially. In the 

early period of ROM implementation, the questionnaires were handed to the parents by 

professionals at the first family contact with the request to complete and return these 

within two weeks. From 2015, after the first family contact, parents received a link by 

email to both questionnaires. This email was sent via BergOp, a database for ROM that 

is used by many youth care organizations in the Netherlands (https://www.bergop.info). 

In cases in which no response on the questionnaires was received within two weeks, the 

social worker called the parents or sent them an email reminder. Thereafter, no further 

contact was made insisting on filling in the questionnaires. 

Between January 2011 and March 2017, questionnaire information from 750 families 

that were supported by IFT, was collected via BergOp. For 676 families information 

was gathered on both questionnaires on at least one measurement moment. For 

447 of these 676 families, the youth care organization had access to a valid email 

address. To collect research data about the long-term outcomes, the 447 families were 

contacted in May 2018 by email and invited to participate in a follow-up survey (T3) by 

completing the two questionnaires, again about child behavioral problems and parental 

empowerment. Parents were also asked to fill out a short questionnaire about the stress 

they experienced as a parent during the period since completing IFT. Moreover, they 

were asked whether or not they or their children have received professional support in 

the past year because of parenting problems or child behavioral problems. The parents 

of 93 families responded to this request which, on average, was completed 2.8 years 

(SD = 1.6) after they ended IFT. 

Eventually, for 275 (62%) of the 447 families that were invited to take the follow-up 

survey, information on both ROM questionnaires was collected at two out of three 

measurement moments at least. These 275 families were included in the present study. 

For 251 (91%) of these 275 families, the questionnaires were filled out by mothers. For 

the other 24 families (9%) the questionnaires were responded by fathers. The 275 

included families did not differ from the excluded group of 172 families the on child’s 

gender and age, treatment duration, parental empowerment problems, and children’s 

behavioral problems at T1. 
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Measures

Children’s behavioral problems. Children’s behavioral problems were measured using 

the Strengths and Difficulties Questionnaire (SDQ, Dutch version; Goedhart et al., 2003; 

Goodman, 1997). The SDQ consists of 25 items that are partly formulated negatively 

and partly positively. The 25 items, which are scored on a 3-point scale (false, partly 

true, definitely true), constitute together five subscales, with five items each: emotional 

problems, peer relationship problems, conduct problems, hyperactivity/inattention, 

and prosocial behavior. Moreover, a total problem score is determined by adding up the 

scores of the four problem scales. We used this total problem score in the present study. 

Parenting mothers and fathers filled in the SDQ version for children from 4 to 17 years 

old. According to Stone et al. (2015), the Dutch version of the SDQ showed sufficient to 

good (α ≥ .77) reliability at three consecutive measurement moments. The reliability of 

the SDQ in this study was sufficient to good (T1: α = .78; T2: α = .85; T3: α = .73).

Parental empowerment. Parental empowerment in raising children was measured 

using the EMPO (Damen et al., 2017), a 12-item questionnaire. Items are expressed 

as statements to which mothers and fathers respond using a 5-point scale (disagree 

completely, disagree, don’t disagree or agree, agree, agree completely). The EMPO is 

based on the three components of psychological empowerment by Zimmerman (1995). 

The intrapersonal component is measured using four statements, and the interactional 

and behavioral control component uses respectively five and three statements. The 

sum of the scores on all 12 items yields a total empowerment score for the parents. For 

the present study, we used this total empowerment score. Damen et al. (2017) showed 

a good internal consistency of the EMPO (Cronbach’s α = .86 for the non-clinical group 

and α = .82 for the clinical group). The reliability of the EMPO in the present study was 

good (T1: α = .81; T2: α = .86; T3: α = .81).

Parental stress. Parental stress was measured with a retrospective 4-item questionnaire 

that was derived from several Dutch questionnaires on family and parenting, such as the 

Parenting Stress Questionnaire (Vermulst et al., 2015). The four items asked the parents 

to look back at post-treatment developments in four different areas in the family context 

and on the impact these developments had had on their feelings of stress, expressed 

on a 7-point scale ranging from extremely positive influence to extremely negative 

influence). These four areas are (1) major life events in the family context, such as 

illness, loss of employment, child-birth, divorce and marriage; (2) children’s well-being; 

(3) family functioning; and (4) social support of relatives and friends. The sum of the 

scores on the 4 items yields a total parental stress score which was used in this study. 

The reliability of the 4-item questionnaire was good (T3: α = .92).
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Professional Support The professional support that families received after IFT was 

measured at follow-up upon asking parents if they or their children had received 

professional support during the past year because of parenting problems or child 

behavioral problems. The scale for the degree of professional support consists of 

three categories: (1) no professional support was received, (2) the referred child 

received professional support, and (3) the referred child as well as the parents received 

professional support. If families received professional support, parents were asked to 

provide a description of this support.

Data analyses

Pre-post-effect sizes (Cohen’s d) were calculated to measure the changes in total 

behavioral problems of children (SDQ) and total empowerment of parents (EMPO) and 

between the three measurement moments. Child behavioral problems and parental 

empowerment problems in the studied families were seen as problematic if the total 

sum score belonged to the highest 10% of a representative non-referred Dutch norm 

groups from studies by Goedhart et al. (2003) on child behavioral problems measured 

with the SDQ and by Damen et al. (2017) on parental empowerment measured with the 

EMPO. Regression analyses in Mplus 7.2 (Muthén & Muthén, 1998-2013) were applied 

to test changes in parental empowerment and child behavioral problems during and 

after IFT and to examine the regression models with and without the moderation effect 

of parental empowerment. A negative moderation effect of parental empowerment 

means that the empowerment of parents constitutes a buffer between parental stress 

and child behavioral problems. In the first model, without the moderation variable, 

we used parental empowerment at T2 and parental stress at T3 as predictors of child 

behavioral problems at T3. Moreover, we controlled for the time elapsed between 

T2 and T3 because of the existing differences between families during the period 

between the end of IFT and follow-up. We also controlled for the professional support 

that families received at T3. In the second model, we included the interaction term 

between parental empowerment T2 and parental stress T3 as a predictor for child 

behavioral problems.

To address the missing data in this study, the Full Information Maximum Likelihood 

(FIML) was used. Of the 275 families, 274 families (99%) completed both the SDQ and 

EMPO at T1, 234 families (85%) filled in the two questionnaires at T2, and 93 families 

(34%) at T3. Additional analyses showed no significant differences in the background 

characteristics between families with complete and incomplete information, suggesting 

that the missing values can be understood as missing at random. This is a minimal basic 

assumption for using the FIML estimator.
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Parcels were created as indicators of the latent constructs of child behavioral problems 

and parental empowerment. A parcel represents the sum score or mean of a subset 

of the items of a variable. Parcels are valuable to avoid estimation problems (Sass & 

Smith, 2006) and to reduce the number of parameters to be estimated in the cross-

lagged model (Yang et al., 2010). We constructed three parcels to measure parental 

empowerment; each parcel contained four items. We also constructed three parcels 

for child behavioral problems, two parcels with seven items each and one with six 

items. The items of the EMPO and SDQ were assigned to parcels in line with the item-

to-construct balance method (Little et al., 2002). We used the single-factor solution of 

the EMPO and SDQ at T1 and allocated the item with the highest factor loading to parcel 

one, the item with the second-highest loading to the parcel two, and the item with the 

third-highest loading to parcel three. The next three items were allocated to parcels in 

reverse order, etc. In this way, each parcel reflected the factor structure of the latent 

variable in an equivalent way. The same items with the corresponding parcels were 

used at T2 and T3. After assigning the items to the parcels, we determined the sum 

score per parcel. The parcel sum scores were input for the latent regression analysis 

to measure the latent variables for parental empowerment and children’s behavioral 

problems. Since parental stress was measured with four items, these items were used 

as indicators of this latent construct.

RESULTS

At the start (T1) of IFT, the child behavior was problematic in 71% of the families (Table 1). 

Parental empowerment problems were present in 46% of the families. During treatment 

(T1 – T2), significant improvements emerged, on average, in child behavioral problems 

(z = -9.41, p ≤ .000) and parental empowerment (z = 8.13, p ≤ .000). The effect sizes 

for child behavioral problems (ES = .60) and parental empowerment (ES = .53) were 

medium. At the end of IFT (T2), 45% of the families had problems with the children’s 

behavior and 24% experienced parental empowerment problems. 

During the period after treatment (T2 – T3), treatment improvements in child behavioral 

problems were maintained (z = .45, p = .650). There was, however, a small but significant 

decrease in parental empowerment (z = -2.29, p = .022). The effect sizes for both child 

behavioral problems (ES = -.15) and parental empowerment (ES = -.22) were small. At 

T3, which was conducted on average 2.8 years (SD = 1.6) after the end of IFT, 53% of 

the families had problems with their children’s behavior and 29% experienced parental 

empowerment problems.
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At T3, the perceived parental stress in the 93 families with known information was 

3.64 on a 7-point scale (SD = 1.12). Of these 93 families, it was known whether parents 

or children had received any professional support in the past year because of child 

behavioral problems or parental empowerment problems. Of these 93 families, 5 of 

the families (5%) received no professional support; in 57 families (61%), professional 

support was given to the referred child; and in 31 families (33%), both the parent and the 

referred child received professional support. Inspection of the reasons for support, as 

described by the parents, revealed that the professional support for children after IFT 

was received mainly regarding the psychiatric problems of the child, such as Attention 

Deficit Hyperactivity Disorder (ADHD) and Autism Spectrum Disorder (ASD), or for 

child behavioral problems in a different context, especially at school. The professional 

support that parents received after IFT was generally focused on improving their 

knowledge and skills about the complex problem behavior of their child, such as 

psychoeducation, or practical guidance for parents in dealing with their children’s 

addiction behavior. 

Table 2 shows the results of the latent regression analyses. The fit of Model 1 was good 

(n = 275, χ2 (49) = 88.171, p < .001, CFI = .952, RMSEA = .054). Model 1 shows that children’s 

behavioral problems at T3 were predicted by the stress of parents between T2 and T3 

(B = 1.07, p < .000) and by the extent of professional support families received between 

T2 and T3 (B = 1.05, p < .05). In Model 2, the interaction term between parental stress 

and parental empowerment was included as a predictor for child behavioral problems 

at T3. Model 2 shows that this interaction term was negative and significant (B = -.53, p 

< .05). This means that more parental empowerment at T2 reduced the negative effect 

from parental stress on child behavioral at T3. In Figure 1, this buffer function of parental 

empowerment is visualized; parental stress had a less negative influence on child 

behavioral problems at T3 when parents had a high level of parental empowerment at 

T2 than when they had an average or low level of parental empowerment at T2. 
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Table 1 

Child behavioral problems and parental empowerment at the start (T1), end (T2) and follow-up (T3) 

of IFT and changes during and after IFT

Child behavioral problems Parental empowerment

T1 N 275 274

Mean 17.21 40.80

SD 6.51 5.53

Problematic 196 (71%) 127 (46%)

T2 N 235 236

Mean 13.32 43.71

SD 6.93 5.58

Problematic 106 (45%) 56 (24%)

T3 N 93 93

Mean 14.35 42.51

SD 5.50 6.31

Problematic 49 (53%) 27 (29%)

Changes

T1-T2 Effect size 0.60 0.53

z-score -9.41 8.13

p-value .000 .000

T2-T3 Effect size -0.15 -0.22

z-score .45 -2.29

p-value .650 .022

Note. Child behavioral problems and parental empowerment were based on sum scores of EMPO and 

SDQ. Problematic scores on each scale are scores belonging to the highest 10% (z-score ≥ 1.29) of 

representative non-referred Dutch norm groups from studies of Goedhart et al. (2003) and Damen et 

al. (2017). Effect size = Cohen’s d ; z-scores and p-values were based on z-tests in Mplus.
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Table 2

Parental empowerment at the end of IFT (T2) as a buffer between parental stress and child behavioral 

problems at follow-up (T3)

Child behavioral problems at T3

B

Model 1

Professional support at T3 1.05*

Time between T2-T3 -.02

Parental empowerment at T2 -.18

Parental stress at T3 1.07***

Model 2

Professional support at T3 1.12*

Time between T2-T3 -.02

Parental empowerment at T2 -.29

Parental stress at T3 .98**

Parental empowerment at T2 x Parental stress at T3 -.53*

Note. Latent regression model. Unstandardized coefficients. Controlled for time between end of 

treatment and follow-up and for professional support between T2 and T3. Parental empowerment, 

child behavioral problems and parental stress; total scales. Fit model 1 (n = 275, χ2 (49) = 88.171, p < 

.001, CFI = .952, RMSEA = .054). *** p < .001. ** p < .01. * p < .05. 
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Figure 1 

Parental empowerment at the end of IFT (T2) as a buffer between parental stress and child behavioral 

problems at follow-up (T3)

Note. Predicted scores on child behavioral problems. Scores on parental stress and parental 

empowerment are centered. Controlled for professional support at T3. Parental stress and parental 

empowerment; high level = average score + 1½ * SD; low level = average score - 1½ * SD.

DISCUSSION

The aim of the present study was to examine the long-term treatment outcomes of 

the family-centered program Intensive Family Treatment (IFT) for families with 

multiple problems and to test the hypothesis that parental empowerment at the end 

of IFT constitutes a buffer between the negative influences of parental stress on their 

children’s behavioral problems afterwards. 

The families in our study started IFT with substantial child behavioral and parental 

empowerment problems. In both areas, on average, significant improvements were 

made during IFT, which corresponds to the findings of other studies (Curtis et al., 2004; 

Damen et al., 2017; Dunst et al., 2007; Graves & Shelton, 2007; Hartnett et al., 2017). The 

treatment improvements were sustainable regarding child behavioral problems after 

IFT, however, there was a small but significant decrease in parental empowerment at 
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follow-up. Despite these favorable treatment outcomes, on average, substantial child 

behavioral problems still existed at the end of IFT that, moreover, persisted in the 

subsequent period. This is consistent with the findings of other studies (Asscher et al., 

2013; Van Assen et al., 2020; Veerman & De Meyer, 2015). The behavioral problems of 

children in vulnerable families could be a stressor for parents after treatment. Parents of 

families with multiple problems mostly also face other persistent stressors in their after-

treatment environment, such as relationship problems and poor family functioning 

(Cash & Berry, 2003; Van Assen et al., 2020). Together, these environmental stressors 

might cause parental stress, which can subsequently lead to negative parenting behavior 

and an increase in child behavioral problems after IFT (Anthony et al., 2005; Gershoff, 

2002; Grant et al., 2003). In our study, the relationship between more parental stress and 

further child behavioral problems was also found at follow-up of IFT. 

The findings in our study, however, showed that parental empowerment at the end 

of IFT constituted a buffer for this negative effect: the negative influence of parental 

stress on child behavioral problems at follow-up was smaller when parents were more 

empowered at the end of IFT. This finding confirmed the buffer hypothesis of our study. In 

family-centered programs, such as IFT, empowerment of parents is seen as an important 

factor in achieving positive long-term outcomes (Graves & Shelton, 2007; Henggeler & 

Schaeffer, 2016). Therefore, interventions are carried out in the family-context, since this 

is considered not only as the natural environment in which child behavioral problems 

occur, but also as a main source of strength and support to deal with these problems 

(Henggeler et al., 1993; MacKean et al., 2005). We think that the family-centered approach 

of IFT has ensured a buffering effect of empowerment after treatment. During IFT, 

because parents were encouraged to deal with environmental stressors in their own 

context, they developed more coping behaviors and strategies to address problems. This 

might have strengthened their feelings of competence and self-efficacy, which resulted in 

increased parental empowerment outcomes at the end of IFT. This finding is in line with 

Zimmerman’s (1995) intrapersonal and behavioral control empowerment components, 

which both could have contributed to the decreased child behavioral problems at 

that moment (Damen et al., 2017; Graves & Shelton, 2007). Moreover, these outcomes 

will strengthened parents’ belief that they can also deal with stressful situations after 

treatment and make them more tenacious and consistent in their behavior towards their 

children (Deković et al., 2012; Sandler et al., 2011). Such effects might have contributed to 

the sustainability of the child behavior improvements that were made during IFT. 

The buffering hypothesis was confirmed, taking into account the fact that further 

professional support for families with multiple problems after treatment is usually 

still is needed (Hair, 2005; Tausendfreund, 2016). In our study, the professional support 
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appeared to fall into two main groups: professional support that was concentrated 

on the child behavioral problems (61%) and support that was focused on both child 

behavioral and parenting problems (33%). Only a small group (5%) of families did not 

receive professional support after IFT. This means that the parental empowerment 

buffer worked in families that were supported in child behavioral problems as well as 

in families that received additional support for parenting problems. Parents in both 

groups of supported families were more likely to deal with the negative influence of 

environmental stressors on their children’s behavioral problems if they were more 

empowered at the end of IFT. This is probably because more empowered parents will 

exhibit less negative parenting behavior under stressful circumstances. in The findings 

also confirm that professional support after IFT for families with multiple problems 

often is a necessity. Unfortunately, it was unknown whether professional support was 

initiated by parents in these cases. If so, the effect could be due to the interactional 

empowerment (Zimmerman, 1995) that increased during IFT so that parents were more 

alert afterwards and willing to look for support when they needed it. 

The present study has several strengths. Longitudinal data over a substantial period of 

time were used and families were followed both during and after a period of treatment. 

Moreover, our study contributed to the existing knowledge about the sustainability 

of family-centered treatment to support families with multiple problems and the 

important role of parental empowerment in treatment. This knowledge is valuable, 

since in families with multiple problems, empowerment of parents in raising children 

is seen as a crucial factor to achieve sustainable changes (Graves & Shelton, 2007; 

Henggeler & Schaeffer, 2016). 

There were also some limitations in our study. First, the selection of the families in our study 

was not random but was determined by the decisions of professionals and the availability 

of ROM data. The study findings, therefore, could be biased by the inclusion of certain 

families, such as families who were willing to fill out the SDQ and the EMPO at moments of 

measurement. However, additional analyses showed, that this was not the case; there were 

no differences between the included group of families in this study and the excluded group 

in terms of children’s gender and age, treatment duration, parental empowerment, and 

children’s behavioral problems at the start of IFT. Second, we did not include a comparison 

group of families that were treated in a different way, for example with a child-focused and 

deficit-based approach. Including such a comparison group provided more insight into 

the value of family-centered support and the sustainability of treatment effects. Third, we 

expected a negative relationship between parental stress and child behavioral problems, 

which we assumed to be mediated by negative parenting behavior. Since this parenting 

behavior was not measured, this mediation effect could not be tested. 
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Future research should, therefore, consider inclusion of a control group and should 

also measure also the parenting behavior in families with multiple problems. Although 

the findings of our study showed a statistically significant buffering effect of parental 

empowerment, less is known about the exact way in which this buffer works. Therefore, 

qualitative research among parents might be conducted to further understand the 

buffer function of parental empowerment in vulnerable families after treatment. 

Retrospective follow-up interviews can provide more insight into this, particularly 

regarding what exactly has ensured that parents can cope better with the often still 

precarious situation that they face after IFT. 

The findings of our study underline the importance of family-centered programs 

for families with multiple problems and particularly highlight the role of parental 

empowerment to achieve sustainable long-term outcomes with regard to their 

children’s problem behavior. Although family-centered treatment cannot fully solve 

these child behavioral problems, it can strengthen parents’ ability to control these 

problems on the long term and seeking professional support, if necessary. Taking into 

account that professional support is still needed, the empowerment outcomes will 

protect parents, to a significant degree, from the negative influence of future stress 

regarding their parenting behavior towards their children, and thus regarding the 

problem behavior of their children. This buffer is especially essential, since parents of 

families with multiple problems often must deal with many environmental stressors 

after treatment. Therefore, it is important to pay attention to the family environment 

after treatment right from the start of IFT. In particular, it is essential to get a full picture 

and accurate analysis of the environmental stressors that parents could face after 

treatment. Moreover, it is important to prepare them for these stressors, for example 

by exploring possible scenarios and solutions with parents, and by teaching parents to 

deal with problems in practice such a way and order that suits them best.
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GENERAL DISCUSSION





General Discussion   |   97

6

INTRODUCTION

The current dissertation aimed to provide further knowledge about parental 

empowerment and child behavioral problems in families with multiple problems that 

were supported by the family-centered program Intensive Family Treatment (IFT). For 

this, we operationalized the concept of parental empowerment in raising children and 

examined the psychometric quality of the empowerment questionnaire (EMPO) that 

was used in our research. We also investigated any changes in parental empowerment 

and child behavioral problems that took place during treatment and how these changes 

were interrelated to the family-centeredness of the services that the families with 

multiple problems received. Moreover, we examined the extent to which IFT succeeded 

in realizing beneficial parental empowerment and child behavioral outcomes both 

in single- and two-parent families and how these outcomes were influenced by the 

presence of a co-caregiver as a potential source of empowerment. In addition, we 

investigated the long-term outcomes of IFT for families with multiple problems and 

tested the hypothesis that parental empowerment at the end of treatment constitutes 

a buffer between the negative influence of parental stress and children’s behavioral 

problems afterwards. 

In this final chapter, we summarize and discuss the main findings of the current 

dissertation. Subsequently, we suggest directions for future research. In addition, 

we provide practical suggestions for the professionals and policy makers involved in 

supporting families with multiple problems in youth care. 

MAIN FINDINGS

In Chapter 2, in line with Zimmerman’s (1995; 2000) three components of psychological 

empowerment, we defined parental empowerment as “the outcomes of a process by 

which parents are strengthened in raising their child by increasing their feelings of 

personal control (intrapersonal component), their critical awareness of handling 

parenting issues within and in interaction with their environment (interactional 

component), and their parental control over the child (behavioral control component)”. 

We operationalized Zimmerman’s empowerment components via the EMPO, a 12-

item questionnaire that was developed in Dutch youth care. The findings showed 

that the construct validity and reliability of the EMPO were sufficient to good. First, 

the theoretical division of parental empowerment into three components was also 

empirically found for both a non-clinical and a clinical group of families that entered 

youth care. Second, the EMPO was a measurement invariant for the gender and 
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education of parents and for the gender and age of children. Third, relationships were 

observed that also were found in others’ studies: more empowerment of parents was 

associated with less child behavioral problems and less parental stress, and the latter 

was only examined within the non-clinical group. Fourth, the EMPO showed sufficient 

to good internal consistencies and largely sufficient test-retest reliabilities. 

Compared to the non-clinical group, members of the clinical group of parents that 

entered youth care were less empowered. This is exhibited through parents’ total score 

on empowerment as well as their scores on the intrapersonal and behavioral control 

components of empowerment. However, it appeared that parents in both groups were 

equally alert and willing to see and address problematic parenting situations (relatively 

high score on the interactional component). In the non-clinical group, this alertness and 

willingness was less strongly correlated with parents’ feelings of competence and self-

efficacy (intrapersonal component) and with the control they experienced in raising 

their children (behavioral control component) than in the clinical group. Moreover, we 

found a stronger correlation within the clinical group of parents between less parental 

empowerment and more child behavioral problems. 

In Chapter 3, we examined changes in parental empowerment and child behavioral 

problems during the family-centered services (FCS) program Intensive Family Treatment 

(IFT) and primarily child-centered out-of-home services (CCS) in residential care and 

foster care. Both approaches focused on supporting families with multiple problems. The 

findings showed that, at the start of FCS and CCS, the majority of the referred families 

experienced multiple problems on at least two out of the three included domains, 

namely parental empowerment problems, child behavioral problems and family 

problems (particularly regarding issues related to family climate/structure, mutual 

family relations, and support within the social environment). We also found a significant 

decrease of child behavioral problems in the treatment period for both FCS and CCS. 

The two approaches, however, had different effects on parental empowerment during 

treatment. For FCS, improvements in parental empowerment for all empowerment 

components were found. In contrast, no improvements emerged for CCS, except for a 

small improvement on the behavioral control component of empowerment. In addition, 

we found an indication that the increase in parental empowerment only during FCS 

caused a decrease in child behavioral problems at the end of treatment. 

In Chapter 4, we investigated differences in parental empowerment and child behavioral 

outcomes between single- and two-parent families. The single-parent families consisted 

of those with single mothers, and the two-parent families were mother-father families. 

At the start of the family-centered treatment IFT, the degree of parental empowerment 



General Discussion   |   99

6

and child behavioral problems were comparable for parents in both types of families. 

We found also equivalent treatment improvement in both areas in single-parent and 

two-parent families. However, the families differed in how these improvements were 

achieved. For single-parent families, more maternal empowerment at the start of 

family-centered treatment was directly related to positive changes in child behavioral 

problems at the end. For two-parent families, more paternal empowerment at the start 

was directly related to improved maternal empowerment, but maternal empowerment 

at the start was not directly related to changes in the father’s empowerment.

In Chapter 5, we examined the long-term treatment outcomes of the family-centered 

treatment IFT and tested the hypothesis that parental empowerment at the end of 

treatment constitutes a buffer between the negative influences of parental stress 

and their children’s behavior problems afterwards. The findings showed that the 

improvements of IFT were sustainable afterwards regarding child behavioral problems 

but were weakened slightly with parental empowerment. Nevertheless, on average, 

child behavioral problems remained severe at the end of treatment for families with 

multiple problems. During the period after IFT, we found that professional support 

was still needed for the majority of families. Taking into account this professional 

support, the study showed that parental stress was related to more child behavioral 

problems at follow-up but that parental empowerment at the end of IFT constituted 

a buffer; parental stress had a less negative influence on child behavioral problems 

at follow-up when parents had a higher level of parental empowerment at the end of 

treatment.

DISCUSSION OF THE MAIN FINDINGS

Parental inability to connect the empowerment components 

The findings underline that parental empowerment in handling children’s behavior 

problems is a serious issue for families with multiple problems entering youth care: 

a substantial group of families had parental empowerment and child behavioral 

problems at the start of the family-centered treatment IFT (Chapters 3, 4, 5). Moreover, 

it was shown that these problems were interrelated: less empowerment of parents 

was associated with more child behavioral problems (Chapter 2, 3, 4). At the start of 

treatment, most families also faced other difficulties, especially with regard to the family 

climate/structure, interrelationships between family members and the availability of 

social support (Chapter 3, 4). These findings are in line with other research showing that 

less parental empowerment is related to various family problems, such as more child 

behavioral problems, less availability of resources and more parental stress (Graves 
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& Shelton, 2007; Nachsen & Minnes, 2005; Scheel & Rieckmann, 1988; Vuorenmaa et 

al., 2016; Wakimizu et al., 2011; Weiss et al., 2015). It seems, therefore, that the lack of 

parental empowerment is a valuable indicator for the vulnerability of families entering 

family-centered treatment. 

Our findings regarding the three empowerment components provide a more specific 

picture of the strengths of parents around the start of youth care involvement. In line 

with Zimmerman’s (1995; 2000) concept of psychological empowerment, empowered 

parents are able to raise their children because they have a strong feeling of self-efficacy 

and competence (intrapersonal component), high willingness to handle parental issues 

within and in interaction with their environment (interactional component) and high 

parental control over the child (behavioral control component). This means, that in 

empowered parents the three components are highly present and strongly connected 

to each other. Our comparison between parents in a non-clinical setting and parents 

entering youth care showed interesting findings in this regard. We found that both group 

of parents are equally willing to change undesirable parenting situations, for example 

by seeking solutions and support in their environment (interactional). However, it 

was also shown that parents entering youth care with a lower degree of self-efficacy 

and perceived competence (intrapersonal) as well as less parental control over their 

children (behavioral control) than parents in a non-clinical setting. Moreover, we found 

that a high score on the interactional component for parents in the clinical group was 

less connected to a high score on the intrapersonal and behavioral control component: 

the correlations coefficients were significantly weaker than for the non-clinical group 

of parents.

The findings lead to the following empowerment-based theory of why families enter 

youth care. First, families have insufficient parental control to handle their children’s 

behavioral problems (low score on the behavioral control component). Second, parents 

indicate that the cause of these problems refers to themselves (low feelings of self-

efficacy and perceived competence as evidenced by a low score on the intrapersonal 

component). Third, parents have a great willingness to tackle these child behavioral 

problems (high score on the interactional component) and see the solution in involving 

support of professionals, possibly because they have a limited social support network 

(e.g., friends or relatives) or find it difficult to use their social network. This leads to a 

disbalance between the empowerment components. 

We think the theory holds for families with multiple problems since it is difficult for 

these parents to improve the vulnerable family situation by themselves, especially 

when economic and social resources often are lacking. The challenge for professionals 
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is then to encourage parents to connect the empowerment components more firmly 

and eliminate the existing disbalance. This can be done, for example, by using strength-

based interventions in the family-context that help parents to gain more self-efficacy 

and better coping skills in dealing with their children, and encourage them to expand 

and use their social network (Cattaneo & Chapman, 2010). If this is successful, parents 

will be more confident that they themselves can cope with difficult parenting situations 

together with their social context. As a consequence, we think that parents’ willingness 

to find solutions to child-raising problems still will remain the same but that they are 

more likely to seek solutions in their own parenting behavior and social context than 

from professionals. 

Parents as agents of change for children’s problem behavior

The findings endorse the potential value of family-centered services for families with 

multiple problems, particularly the parental role as agents of change in children’s 

problem behavior. We found that, within these families, significant treatment progress 

was made regarding parental empowerment and child behavioral problems during 

treatment (Chapters 3, 4, 5). These improvements were also found in other studies 

(Curtis et al., 2004; Dunst et al., 2007; Graves & Shelton, 2007; Hartnett et al., 2017). 

Furthermore, we found comparable effect sizes for child problem behavior in a reference 

group of families with multiple problems that received primarily child-centered out-

of-home services in residential care and foster care (Chapter 3). Improvements in 

parental empowerment, however, were only found in family-centered services. A likely 

explanation is that, for family-centered services but not for child-centered services, 

parental empowerment is an explicit starting point for treatment. This is expressed in 

the way interventions during family-centered services were carried out, such as within 

the family context, with a strength-based approach, and upon taking into account the 

role of parents as experts and decision-making partners regarding their children’s 

needs. In line with Graves and Shelton (2007), who (as far as we know) are the only 

researchers that also examined the mechanism between parental empowerment and 

child behavioral problems in families with multiple problems, we found indications that 

the family-centered approach resulted in an increase of parental empowerment and 

subsequently in a decrease of child behavioral problems. These indications confirm 

the important role of parents during treatment as agents of change for their children’s 

problem behavior. 

Family-centered services as an essential temporary resource 

Our comparison between single- and two-parent families indicated that family-centered 

services are an essential temporary resource for vulnerable families. We expected 

stronger treatment improvements for two-parent families because of the presence 
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of a co-caregiver and her or his additional economic resources, such as income, time, 

and support network. These extra economic and social resources are lacking in single-

parent families (Ackerman et al., 2001; Bromley et al., 2004; Bucx, 2011; Cairny et al., 

2003; Nieuwenhuis & Moldonado, 2018; Waldfogel et al., 2010). Our findings, however, 

showed comparable treatment changes between single- and two-parent families for 

parental empowerment and child behavioral problems (Chapter 4). An explanation is 

that extra resources for the co-caregiver were not decisive for the degree of progress, 

but that the family-centered support functioned as an additional resource that was not 

available in the support network of both single-parent and two-parent families. This 

professional resource has been necessary in addressing the problematic situation both 

family types were facing at the start of treatment. 

Although comparable treatment changes were found, it was shown that family-

centered treatment works differently for single mothers than for mothers in two-

parent families. We found that the empowerment of single mothers at the start was 

predictive of treatment changes in child behavioral problems. Moreover, it was shown 

that also positive treatment changes in the empowerment of single mothers were 

related to decreased child behavioral problems at the end. For mother-father families, 

we found that treatment changes in the empowerment of mothers were predicted by 

fathers’ empowerment at the start. Subsequently, the positive empowerment treatment 

outcomes of mothers and fathers were related to decreased child behavioral problems 

(Chapter 4). It is likely that the different mechanisms between single- and two-parent 

families are explained by the absence or presence of a co-caregiver. Significant 

parental efforts are often needed in families with multiple problems to make substantial 

treatment changes such as in parenting and child behavior. These efforts are easier to 

undertake when parents have more resources and also when they have a co-caregiver 

in the household to share parenting time and tasks, discuss parenting strategies, and 

support each other in raising children as partners. It is likely that fathers became more 

engaged in raising children through treatment, since interventions were explicitly 

focused on activating the role of both parents in the household (Geurts et al., 2012; Law 

et al., 2003). When fathers were already more empowered at the start of treatment, it was 

relatively easy to achieve this engagement, leading to less stress for their female partner 

and more empowerment of her during treatment, which subsequently contributed to a 

decrease in child behavioral problems.

Parental empowerment as a buffer after family-centered services

The findings demonstrated that parental empowerment at the end of family-centered 

treatment constitutes a buffer between the negative influence of parental stress 

on child behavioral problems after treatment. We found that improvements were 
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sustainable after treatment for child behavior and weakened slightly for parental 

empowerment (Chapter 5). Nevertheless, the problem behavior remained severe after 

treatment, which is also shown in other studies (Asscher et al., 2013; Van Assen et al., 

2020; Veerman & De Meyer, 2015). This acts as a stressor for parents. Assuming that 

families with multiple problems also face other stressors after treatment (Cash & Berry, 

2003; Van Assen et al., 2020), it is likely that the family situation remains precarious, 

especially in raising children; environmental stressors lead to parental stress, which 

in turn lead to negative parenting behavior and subsequently to increasing child 

behavioral problems (Anthony et al., 2005; Gershoff, 2002; Grant et al., 2013). In our 

study, the relationship between more parental stress and more behavioral problems 

was indeed found after treatment (Chapter 5). It was, however, also shown that parental 

empowerment at the end of family-centered treatment constitutes a buffer; the negative 

influence of parental stress on child behavioral problems at follow-up was smaller 

when parents were more empowered at the end of treatment. An explanation for this 

buffering effect is that parents were encouraged during family-centered treatment to 

deal with environmental stressors and therefore developed more coping behaviors 

and strategies to address problems in their context, such as their children’s behavior. 

This might have strengthened their feelings of self-efficacy, which resulted in increased 

parental empowerment outcomes and decreased child behavioral problems at the end 

of treatment. These positive changes will strengthen the belief of parents that they can 

also deal with stressful situations after treatment and make them more tenacious and 

consistent in their behavior towards their children (Deković et al., 2012; Sandler et al., 

2011).

The buffering effect of parental empowerment was established, taking into account 

the use of further professional support. This is not uncommon, because support is 

usually still needed after treatment for families with multiple problems (Hair, 2005; 

Tausendfreund, 2016). Only a small group of families did not receive professional 

support. This means that the parental empowerment buffer worked in families who 

also received some support after treatment. Because only a small group of families 

did not receive support after treatment, we unfortunately could not examine whether 

the presence of support was a preconditions for this buffering effect. Moreover, it 

was unknown whether professional support after family-centered treatment was 

initiated by parents. If it was, the effect could be due to the interactional empowerment 

(Zimmerman, 1995; 2000) that increased during treatment, making parents more alert 

and willing to look for support when they needed it after treatment.
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DIRECTIONS FOR FUTURE RESEARCH

Continue to develop the EMPO

The EMPO was found to be valid and reliable and allowed us to examine all three 

components of psychological empowerment, in contrast to other studies that are 

based on one (intrapersonal) or two (intrapersonal and interactional) empowerment 

components (Christens et al., 2011; Holden et al., 2004; Peterson et al., 2006). 

Nevertheless, further research on the questionnaire is needed. 

First, the EMPO requires testing in representative samples. In the non-clinical group 

that was used to examine the psychometric quality of the EMPO, higher-educated 

parents were over-represented. Examination of the measurement invariance did not 

show any differences in the factor structure and parameters between lower and higher 

educated groups. Additional analyses, however, showed that highly educated parents 

were slightly more empowered than less-educated parents were. This was the case for 

total empowerment and for the intrapersonal and interactional components. Although 

the effect sizes showed small differences, a validation study among a representative 

group of parents would provide a better understanding of the presence of possible 

differences in terms of empowerment between parents of families in and outside youth 

care.

Second, the practical use of the EMPO in family-centered support trajectories needs 

to be explored further. More research is required about how EMPO-scores can 

support the intake assessment of clients and be a guidance to treatment planning and 

evaluation. Further research could, for example, follow trajectories and examine: how 

the EMPO-scores are discussed with parents at the start of treatment, also in relation to 

collected information about other family issues, such as child behavioral problems and 

parenting stress; what actions professionals then take to empower parents and what 

the considerations are; how the EMPO subsequently is used to asses empowerment 

treatment changes in parents, and; what follow-up actions are taken by professionals 

to make the parental empowerment changes sustainable. Such information can provide 

more knowledge about the value of the EMPO in facilitating the empowerment process 

of parents during family-centered treatment.

Measure family-centeredness of services

In this dissertation, the family-centeredness of treatment was established dichotomously 

by comparing a group of families receiving family-centered services (labeled as family-

centered) with a group of families that was supported by child-centered services in 

residential and foster care (labeled as not family-centered). It is, however, worthwhile 
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to consider determining the family-centeredness of services for families, for example 

with questionnaires such as the Family-Centered Behaviour Scale or Family-Centered 

Practices Scale (see, e.g., Dunst et al., 2007) or with physical or digital observations. This 

will give us more insight whether interventions of professionals adhere to the family-

centered approach. This adherence concerns, for example, the degree that professionals 

really listen to the concerns of parents, understand their situation, recognize families’ 

strengths, and encourage parents as active partners in expanding and using their 

support network. Such information is important to better examine how and for which 

families the family-centered services are effective. Measuring family-centered services 

does not need to be limited to families receiving family-centered treatment. It is also 

valuable, for example, to apply family-centered elements and measure their effects in 

child-centered out-of-home services, such as residential care and foster care.

Further examine the parental empowerment mechanism

Our findings suggested that, compared to child-centered treatment, family-centeredness 

treatment was predictive for more parental empowerment, which in turn contributes to 

a decrease in child behavioral problems at the end of family-centered treatment. This 

assumption about the mediation effect of parental empowerment is also made in other 

studies (Graves & Shelton, 2007; Trivette et al., 2010) but not empirically tested so far. 

This can be done, for example, by expanding the longitudinal design of our study with a 

number of repeated measurements during and after treatment. In addition to measuring 

family-centeredness, longitudinal research should include more variables that are 

characteristic for families with multiple problems, such as maltreatment and abuse, the 

living situation of children, the availability of social and economic resources, obstacles 

that parents perceive, and the stress they experience in their family environment and 

their parenting behavior.

Longitudinal research can be part of a mixed-method design that also involves 

qualitative research. Interviews can provide in-depth knowledge about how and when 

the mediation effect of parental empowerment occurs and contributes to favorable 

treatment outcomes in the short and long term or to better understand the buffer effect. 

Furthermore, it is interesting to pay attention to the different parental empowerment 

components. We found that parents can enter treatment because of weak connections 

between the empowerment components. As a result, parents were less confident to 

act (intrapersonal component) in complex parenting situations and to convert their 

willingness (interactional component) into effective parenting behavior (behavioral 

control component). Research should investigate whether strengthening this 

connections will help parents with their vulnerable family situation. 
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Qualitative studies can also provide more in-depth knowledge about the differences 

between mothers in single-parent families and two-parent families. In the case of 

single mothers, it is interesting to know what their primary and specific needs are, 

especially because their situation is often extra vulnerable, given the lack of economic 

and social resources to support their children. This can cause single mothers to be 

overly stressed and not empowered enough to actively start treatment, but they 

first need social-emotional and practical support from professionals to reduce 

their stress. For two parent-families, a better understanding is needed about how 

fathers become involved and engaged during treatment to spend time raising their 

children and to support their female spouse as a parent and partner. For example, 

professionals can achieve this by accentuating the relevance of their attendance 

at intake, making clear that treatment is focused on both partners, helping fathers 

to gain positive parenting experiences, collecting assessment data not only from 

mothers but also from fathers, discussing this information with both parents, and 

ensuring flexibility within service delivery (Tully et al., 2018). This knowledge is also 

important, since the division of care is often gender determined (Pouwels, 2011), and 

fathers are underrepresented in clinical practice (Piotrowska et al., 2017; Tully et 

al., 2018). Moreover, additional types of families, such as single-father families and 

same-sex couples, should be included in future research.

Examine interrelated processes between the empowerment levels

This dissertation was limited to Zimmerman’s (1995; 2000) construct of 

psychological empowerment and focused on parental empowerment at the 

individual level. Empowerment, however, is a multi-layered concept that is also 

situated on other levels, namely the organizational level that deals with families 

(e.g., mental health and youth care institutions, schools, governmental agencies) 

and the community level that can be involved in actions to move families toward 

their goals (e.g., neighborhoods, clubs, and societies). The actions of actors (e.g., 

parents themselves, social workers, and child care volunteers in the neighborhood 

network) on the different levels cause these levels influence each other (Christens, 

2012; Perkins & Zimmerman, 1995; Koren et al., 1992; Zimmerman, 2000). However, 

we do not exactly know how. For example, it remains unclear how empowerment of 

parents at the individual level during treatment helps them to take action to ensure 

their need for organizational resources (e.g., debt counseling and social benefits) 

and community resources (e.g., social and practical support) are actually heard and 

met. Furthermore, we do not exactly know how actors of involved organizations 

(e.g., youth care institutions and municipalities) and communities (e.g., family 

networks and neighborhood councils) organize that parents know where to get and 

access important resources, as well as how they can influence the availability and 
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accessibility of these resources. More knowledge of such interrelated processes 

between the different levels will help to better understand the impact of parental 

empowerment in the short and long term.

SUGGESTIONS FOR PRACTICE 

Use a clear definition of empowerment

Given the importance of empowerment in family-centered services, it is striking 

that there is no unambiguous definition in use for parental empowerment in raising 

children with behavioral problems. This makes it more difficult for professionals to 

give targeted attention to empowering parents during treatment; professionals usually 

do know what is important in order to empower parents in general (e.g., supporting 

families in their context, recognizing parents as knowledgeable and competent, 

ensuring that they are partners in shared decision making during treatment) but are 

less aware of what exactly to look at to determine how empowered parents are and 

what exactly needs to be done to strengthen them. In this regard, our delineation of 

parental empowerment using Zimmerman’s (1995; 2000) concept of psychological 

empowerment can offer tools for professionals to apply. The theoretical division of 

empowerment in three components (intrapersonal, interactional, and behavioral 

control) was empirically supported and made it possible to describe and explain 

treatment changes for families. We think it is valuable that professionals learn to 

use Zimmerman’s components of inventing and implementing targeted interventions 

to empower parents. For example, research by Visscher et al. (2020) showed that 

interventions towards families with multiple problems are mostly process-oriented 

(e.g., assessment of problems, planning and evaluation, working on change, and 

mutual collaboration) but are focused less on helping parents with concrete needs 

and activating their social network. The latter intervention is seen as an important 

goal of family-centered services and is related to the interactional component of 

empowerment. This component concerns the willingness of parents to change 

undesired parenting situations by seeking resources in their environment. By paying 

specific attention to this interactional component, the needs and opportunities of 

parents to expand and use their network can better be identified and exploited. In the 

same way, specific attention could be given to the intrapersonal and behavioral control 

components by providing social emotional support and exercising parenting skills. 

Further training of professionals is needed in Zimmerman’s concept of empowerment 

and learning to use the different components in practice. 
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Dare to think outside the box

Among caregivers and policymakers involved with vulnerable families, the general 

view is that the precarious and persistent situation of these families requires a joint 

approach in which professionals of different areas of expertise work together to 

address the multi-problem situation as a whole (Nijhof & De Levita, 2016). Although 

such a vision for integrated services is broadly shared in the Netherlands, its realization 

is proving more difficult in practice, for example because of the compartmentalization 

of the youth care system, different interests of involved organizations, fragmented 

money flows, and the lack of central management and expert consensus (Joosse-

Bil et al., 2019; Nijhof & De Levita, 2016). Due to these obstacles in the care system 

surrounding families with multiple problems, it is often still difficult to help them in 

a sustainable way. We think, therefore, that it is also important to think outside the 

box, for example:

- by creating professional space for freedom of action and thought that transcends 

existing structures and bureaucracy and in which professionals of different 

organizations can operate together to sustainably empower and support vulnerable 

families (see, e.g., Van Staveren et al., 2009);

- by adopting good practices from other organizations, such as the Social Hospital 

(https://www.sociaalhospitaal.nl/), that supports vulnerable families who have 

an unsuccessful treatment history with a tailor-made plan that is supported and 

understood by family members. The plan is focused on restoring the livelihood of 

families (e.g., financial stability and adequate housing). The aim is improving the 

quality of life of families. Empowerment of parents is an important starting point 

of the plan: the desired perspective of the family members and the way they want 

to achieve this are paramount. Under the plan, the organizational bottlenecks are 

analyzed and legally resolved. Moreover, the plan includes a cost-benefit analysis 

showing that implementation is cheaper than regular care;

- by investing in the strengths of neighborhoods, appealing to the responsibilities 

of their inhabitants, and offering them opportunities to care for one another and 

achieve improvements together (see, e.g., Van Bergen et al., 2019). The focus of such 

a civil society is on empowering their inhabitants, strengthening social networks 

around vulnerable individuals and families, increasing the sense of community, and 

facilitating active participation. For example, by creating places and public facilities 

to meet, making budget available for civil initiatives to improve the quality of life in 

the neighborhood, and by using approaches to involve and improve social support 

networks around vulnerable inhabitants, such as Family Group Conferencing and 

Neighborhood Circles (Van Bergen et al., 2019).
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Act from a well thought-out treatment plan

To tackle the persistent and complex situation of families with multiple problems, it 

is important that the support of families be aligned with their actual needs, problems, 

and possibilities for change but also that they be equipped to deal with the family 

situation after treatment. This means that involved professionals should work on 

the realization of both short- and long-term treatment goals from a well thought-

out treatment plan. Such plan might also contribute to a better alignment of the 

different forms of professional support that families with multiple problems often 

need and prevent these families from losing contact with the care system. This is 

important, because the efficiency and continuity of care often remains a challenge 

in supporting families with multiple problems, especially when a large number of 

professionals and organizations are involved, follow-up support services cannot be 

deployed immediately and families tend to avoid professional support (Holwerda et 

al., 2014; Schout et al., 2011; Verheijden & De Lange, 2016). Although the empowerment 

of parents and the development and safety of children are central to such a Plan of 

Change, other factors that influence the stability and continuity of family functioning 

must also be explicitly taken into account. These factors can be related to, for example, 

the current problems and strengths in the family context, important circumstances 

and life events from the past, and the family’s treatment history. They can also be 

connected to the future family situations, such as possible environmental stressors 

that could be present after treatment. For a Plan of Change, the following must be as 

clear as possible at the start of treatment:

- what needs parents have to achieve the safe and ongoing development of their 

children in the family context during and after treatment; 

- what changes related to the family functioning (e.g., availability of financial 

resources and social support network, child behavioral problems, parenting issues, 

psychiatric problems and relationship problems) are necessary, desirable and 

realistic in the short and long term; 

- what current and future protective and risk factors (e.g., problems and strengths in 

the family context, family circumstances, former life events, and family’s treatment 

history) will influence children’s future development in the family context;

- how family-centered treatment can contribute to the intended situation;

- what other professional support is needed, from whom and when, also after 

treatment;

- how this additional support will be implemented;

- at what moments the situation is being evaluated; 

- what Plan B will be if the intended situation is not realized or no longer realistic.
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Within the family-centered approach, parents are the keepers and coordinators of 

the Plan of Change, and professionals encourage parents to formulate their goals, to 

acquire effective skills and coping strategies, and to use family support networks and 

community systems in order to achieve these objectives. After implementation, the plan 

should be evaluated systematically with the parents, and adjusted as needed during 

treatment. 

Stimulate parents to be agents of change during children’s out-of-home placement

The rise of family-centered services since the 1980s is in line with the policy trend 

to support vulnerable families as close to their home as possible in a strength-based 

manner and to prevent out-of-home placements (Veerman et al., 2005). The Dutch 

decentralization of 2015 in the social domain in which the responsibility for and 

financing of youth care has been transferred to the municipalities is also part of this 

policy. The cutbacks that have accompanied this transition have placed even more 

emphasis on supporting vulnerable families in their home environment with family-

centered services and on avoiding more expensive support associated with the 

treatment of children in out-of-home settings, such as residential care or foster care 

(De Meyer et al., 2020). In addition, public opinion regularly turns against the out-of-

home placement of children, as witnessed by news headlines such as “Confinement in 

a residential home is really harmful for children” and “The Netherlands is champion of 

out-of-home placements: Strong criticism of youth care”. 

Nevertheless, we think that, in severe cases, out-of-home placements of children cannot 

always be prevented. The findings in this dissertation suggested that, in such cases, 

it might be valuable to use family-centered elements that empower parents during 

out-of-home placement of their children. We found, namely, that during out-of-home 

placements only children’s behavioral problems have decreased while at home nothing 

really has changed in the empowerment of parents, probably because the services were 

primarily child-centered. The lack of improvements of parental empowerment during 

out-of-home placements might explain the findings of other research showing that 20%-

50% of the reunited children re-enter care within two years and other reunifications 

remain problematic (Thoburn, 2009). 

The potential value of family-centered elements during children’s out-of-home 

placement is expressed in other studies as well (Dickerson & Crase, 2005; Geurts et 

al., 2012; Knorth et al., 2008; Underwood et al., 2004). Such family-centered elements 

might, for example, focus on: involving parents in day-to-day activities of their children 

and decision making about treatment; improving parent’s self-efficacy and skills in 

handling their children’s problem behavior; strengthening the social support network; 
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and, the mutual relationship between parents and children during the period of out-

of-home placement (e.g., see Berrick et al., 2011; Geurts et al., 2012; Haans et al., 2010). 

It is likely, that using family-centered elements that empower parents will strengthen 

vulnerable families in their complex home environment also after discharge, increase 

the likelihood of successful reunification and stimulate acceptance and parent-child 

bonding when returning home is impossible. Together, these findings provide leads for 

policy and practices on unavoidable out-of-home placements, including to stimulate 

parents also in these situations to become agents of change for their children.

GENERAL CONCLUSION

Families with multiple problems are a vulnerable group in society. For parents and 

children in these families, it is difficult improve their complex situation, despite great 

desire and effort. Some of these families enter youth care. 

In this dissertation, we examined the relationship between parental empowerment 

and behavioral problems of children in vulnerable families during and after the 

family-centered treatment IFT (Intensive Family Treatment). The findings underline 

the importance of empowering parents of these families during IFT in handling their 

children’s behavioral problems in the short and long term. 
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SUMMARY

This dissertation seeks to increase the scientific knowledge regarding the relationship 

between parental empowerment and child behavioral problems in vulnerable families 

during and after family-centered treatment. In family-centered treatment, empowering 

parents is seen as an important way to achieve positive treatment outcomes in the short 

and long term, such as in the behavior of children. Particularly in vulnerable families, 

empowerment of parents seems to be an important starting point for change, since low 

parental empowerment is related to various risk factors that characterize vulnerable 

populations. Empirical studies of parental empowerment, however, are scarce and 

predominantly cross-sectional. 

More longitudinal research is needed to better understand the relationship between 

parental empowerment and child behavioral problems in vulnerable families supported 

by family-centered treatment. Therefore, definition and measurement of parental 

empowerment requires further attention. Empowerment is often used as a catch-all 

term that only assumes meaning when the specific goals, actors, and context in their 

mutual relationship are investigated. 

In this dissertation, we sought a definition of parental empowerment and examined the 

psychometric quality of an instrument to measure parental empowerment in raising 

children (study 1). We also followed the short- and long-term development of families 

with multiple problems supported by family-centered treatment (studies 2 to 4). In 

these longitudinal studies, we examined the relationship between empowerment of 

parents and child behavioral problems. The four studies were conducted at Pactum, an 

organization dedicated to youth care. The family-centered treatment involved Intensive 

Family Treatment (IFT). 

The four studies were preceded by a general introduction to the popularity and 

significance of the empowerment concept, the position of vulnerable families in society, 

the role of parental empowerment in family-centered treatment, and the specific IFT 

principles in this area. 

Main findings

The first study focused on the operationalization of parental empowerment in raising 

children and the construct validity and reliability of the Empowerment questionnaire 

(EMPO). We defined parental empowerment according to Zimmerman’s three 

components of parental empowerment: “the outcomes of a process by which parents 

are strengthened in raising their child by increasing their feelings of personal control 
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(intrapersonal component), their critical awareness of handling parenting issues 

within and in interaction with their environment (interactional component), and 

their parental control over the child (behavioral control component).” We tested the 

psychometric quality of the EMPO using non-clinical (n = 673) and clinical (n = 1,212) 

data. The construct validity and reliability of the 12-item EMPO were sufficient to good. 

Furthermore, we found that the clinical group was less empowered, and the correlation 

between parental empowerment and child behavioral problems was stronger in this 

group. In addition, both groups of parents had relatively high and comparable scores 

regarding the interactional component. In the clinical group, however, parental scores 

on the interactional component were less correlated with scores on the intrapersonal 

and behavioral components than those in the non-clinical group. 

The second study examined the interrelated changes in parental empowerment and 

child behavioral problems during IFT and whether such changes are related to the 

family-centeredness of services. We compared IFT as a family-centered service with 

out-of-home services that were primarily child-centered (CCS). The sample consisted 

of 621 families who were supported by IFT (n = 434) or CCS (n = 137). We observed 

significant improvements on all empowerment scales for IFT but only on the behavioral 

control subscale for CCS. Moreover, significant improvements emerged for child 

behavioral problems for both IFT and CCS. Cross-lagged analysis showed that the kind 

of service, in favor of IFT, predicted changes in parental empowerment but not child 

behavioral problems. Parental empowerment and child behavioral problems were 

negatively related. The findings indicate that the relation between family-centeredness 

and decreased behavioral problems of children is mediated by increased parental 

empowerment.

The third study examined the extent to which IFT successfully realizes beneficial 

parental empowerment and child behavioral outcomes in both single-parent and two-

parent families as well as how these outcomes are influenced by the presence of a co-

caregiver as a potential source of empowerment. We compared a group of single-mother 

(n = 140) and mother-father (n = 156) families. Although single mothers and mothers in 

two-parent families were comparable regarding the extent of improvements related to 

empowerment and child behavioral problems, they differ in how these improvements 

were achieved. For single-parent families, more maternal empowerment at the start of 

IFT was directly related to positive changes in child behavioral problems. Among two-

parent families, more paternal empowerment at the start of IFT was directly related to 

improved maternal empowerment, but maternal empowerment at the start of IFT was 

not directly related to changes in paternal empowerment.
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The fourth study focused on the long-term treatment outcomes of IFT and examined 

whether empowerment at the end of family-centered treatment might constitute a buffer 

for parents between the negative influence of parental stress on children’s behavior after 

treatment. We included 275 families exhibiting multiple problems. Our study followed these 

families from the start of IFT to an average of 2.8 years after the end of IFT. Significant 

improvements in child behavioral problems and parental empowerment were observed 

during treatment. Improvements in child behavioral problems were sustained after IFT. 

Nevertheless, child behavioral problems remained severe on average and might represent 

stressors for parents. Together with other environmental stressors after IFT, these problems 

can increase parental stress and subsequently increase child behavioral problems. 

However, taking into account that professional support after IFT is often still needed, the 

findings of our study showed that parental empowerment at the end of IFT constitutes a 

buffer; parental stress had a less negative influence on child behavioral problems at follow-

up when parents had a higher level of parental empowerment at the end of IFT.

Discussion of the main findings

Parental empowerment in raising children with behavioral problems appears to be an 

important issue for vulnerable families entering youth care. At the start, an imbalance 

between the empowerment components arises: parents have insufficient control 

to handle their children’s behavioral problems (low score on the behavioral control 

component). Moreover, parents indicate themselves as the cause of these problems (i.e., 

their low feelings of self-efficacy and low perceived competence as evidenced by a low 

score on the intrapersonal component). Third, parents demonstrate a great willingness 

to tackle these child behavioral problems (high score on the interactional component) 

and see the solution as involving support of professionals, possibly because they have 

a limited social support network or find it difficult to use their social network. This leads 

to an imbalance between the empowerment components, making parents less able to 

manage their children’s behavior.

The family-centered treatment IFT contributes positively to the reduction of behavioral 

problems of children in both the short and long term. This is likely because the family-

centered approach emphasizes the role of parents as “agents of change,” as evidenced 

in the following findings:

- Increasing empowerment of parents during treatment seems to have a mediating 

effect on the reduction of behavioral problems of children at the end of treatment.

- More empowerment of parents at the end of family-centered treatment provides 

a buffer for the negative influence of parental stress after treatment on the 

development of behavioral problems in children afterwards.
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Family-centered treatment appears to be a temporary but necessary resource for 

vulnerable families to achieve positive changes. This finding emerged in the study of 

single-parent and two-parent families, in which we hypothesized that the presence 

of a co-caregiver (i.e., a father in the context of this dissertation) and his additional 

resources (e.g., income, time, and social network) contribute to better treatment 

outcomes. However, we found no differences between single-parent and two-parent 

families in how much progress has been made in maternal empowerment and child 

behavioral problems. 

Although single-parent and two-parent families were comparable regarding the 

extent of treatment improvements, we found differences in the role of empowerment 

in achieving these outcomes. Presumably, the presence or absence of a co-caregiver 

and his resources explain this differing role of parental empowerment. In vulnerable 

families, great efforts are needed from parents to bring about real changes. These 

efforts become easier when more family resources are available, such as a partner with 

whom one can share parenting tasks and time, with whom to discuss difficult parenting 

situations, and from whom one can receive personal support. It is likely that the fathers 

in the two-parent families in this study became more involved in raising their children 

because the family-centered treatment emphasized the activation of both parents in the 

family. If fathers were already more empowered at the start of treatment, it was easier for 

professionals to ensure the active involvement of fathers. More involvement of fathers 

apparently led to a decrease in stress and an increase in maternal empowerment during 

treatment. Subsequently, it is likely that the improvement of maternal empowerment 

reduced the behavioral problems of their children.

Directions for future research

Although the psychometric quality of the EMPO is satisfactory, further testing is needed 

in a representative group of parents from the general population, as highly educated 

parents were overrepresented in our first study. Also the practical use of the EMPO at 

the intake and evaluation should be further examined. 

It is valuable to measure the family-centeredness of services more specifically. This 

allows us to understand the extent to which professional interventions comply with 

family-centered approaches such as IFT. For example, such study enables us to 

determine whether professionals really listen to the concerns of parents, understand 

their situation, and recognize their strengths as well as whether they encourage parents 

to improve and use their social network.
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The mediating role of parental empowerment in reducing child behavioral problems 

during family-centered treatment must also be further examined. This can be done, 

for example, by expanding the number of measurements during and after treatment. 

In addition to measuring family-centeredness, longitudinal research should include 

more variables that are characteristic of families with multiple problems, such as 

maltreatment and abuse, children’s living situation, the availability of social and 

economic resources, obstacles that parents perceive, and the stress parents experience 

in their family environment and regarding their parenting behavior. Longitudinal 

quantitative research can also be supplemented with designs that involve qualitative 

research, resulting in a mixed-method design. Interviews can provide in-depth 

knowledge about how and when the mediation effect of parental empowerment occurs 

and how it contributes to favorable treatment outcomes in the short and long term and 

can help better clarify the buffer effect. Furthermore, it is necessary to devote attention 

to the different parental empowerment components as well as to include family types 

other than single-mother and mother-father families, such as single-father families or 

families with same-sex couples.

The studies in this dissertation focused on parental empowerment at the individual 

level of families. However, empowerment is a concept that also occurs on other levels, 

including the organizational level (e.g., mental health and youth care institutions, 

schools, government agencies) and the community level (e.g., neighborhoods). The 

actions of actors (e.g., parents themselves, social workers, and child care volunteers in 

the neighborhood network) at different levels lead to interaction between these levels in 

ways that are not fully understood. For example, it remains unclear how empowerment 

of parents at the individual level during treatment helps them to take action to ensure 

that their need for organizational resources (e.g., debt counseling and social benefits) 

and community resources (e.g., social and practical support) is acknowledged and 

met. Furthermore, we do not know exactly how actors of involved organizations (e.g., 

youth care institutions and municipalities) and communities (e.g., family networks and 

neighborhood councils) ensure that parents know where to access important resources 

and that parents know how they can influence the availability and accessibility of these 

resources. More knowledge of interrelated processes among the different levels will 

contribute to a better understanding of the impact of parental empowerment in the 

short and long term.

Suggestions for practice

Parental empowerment is seen as an important element in family-centered services such 

as IFT. Nevertheless, in this kind of services, there is no single, unambiguous definition 

for empowerment. As a result, empowerment can become a catch-all term, making it 
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more difficult for professionals to empower parents in an intended manner. We argue 

that Zimmerman’s components of empowerment can provide professionals tools to 

apply. The theoretical division of empowerment in three components (intrapersonal, 

interactional, and behavioral control) that was empirically supported in this dissertation 

made it possible to describe and explain treatment changes for families. We think it is 

valuable for professionals to learn to use Zimmerman’s components of inventing and 

implementing targeted interventions to empower parents.

The general view among caregivers and policymakers is that the complex situation of 

vulnerable families requires a joint approach in which professionals with expertise in 

different areas work together to address the multi-problem situation as a whole. In practice, 

however, this is often difficult to achieve, due to, for example, the compartmentalization of 

the youth care system, different interests of involved organizations, fragmented money 

flows, and the lack of central management and expert consensus. As a result, supporting 

vulnerable families does not always lead to sustainable outcomes. Thus, it is necessary also 

to look for creative solutions outside the usual care system. The general discussion chapter 

gives some examples of such outside-the-box solutions, such as creating professional space 

for freedom of action and thought that transcends existence and bureaucracy; adopting 

good practices from other organizations, such as the Social Hospital; and investing in the 

strengths of neighborhoods, appealing to the responsibilities of their inhabitants, and 

offering them opportunities to care for one another and achieve improvements together, 

such as with Family Group Conferencing and Neighborhood Circles. 

In order to support vulnerable families in a sustainable way, the family-centered approach 

should not only be tailored to the actual needs and opportunities for change of families, 

but it must also prepare them from the beginning of treatment for situations that will 

arise. This means working on both short- and long-term goals based on a well-thought-

out treatment plan. Such a plan of change makes it easier to coordinate the different 

forms of support that are needed and prevents families from losing contact with the 

care system, as is often the case. In the general discussion chapter, we describe some 

important points of attention for a plan that parents own and manage. For example, this 

plan should clarify the needs of parents to achieve the safe and ongoing development of 

their children in the family context during and after treatment; analyze the current and 

future protective and risk factors that will influence children’s development in the family 

context, such as the availability of economic and social resources; and determine which 

additional professional support is needed during and after family-centered treatment and 

how the different forms of support are coordinated with each other. To empower parents, 

professionals encourage them to set their own short- and long-term goals and to acquire 

knowledge and skills to achieve these objectives together with their social network.
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The emerge of family-centered treatment since the 1980s is in line with the trend to 

support vulnerable families as close to home as possible and to emphasize the strengths 

of family members. The decentralization of the Dutch youth care in 2015 is also part of 

this trend. The cutback resulting from this transition places even more emphasis on 

providing help in the family context and avoiding expensive treatment in residential or 

foster care. Public opinion also regularly opposes out-of-home placement of children. 

Nevertheless, such placement is sometimes necessary. The findings in this dissertation 

suggest the value of using family-centered elements that empower parents during out-

of-home placement. Such elements can, for example, strengthen the role of parents 

in the daily activity of their children and in shared decision making about treatment; 

strengthen the belief of parents in their own abilities, their relationship with their 

children, and their knowledge and skills in raising children; and ensure solid social 

networks for the families. It is expected that such family-centered elements contribute 

not only to successful family reunification but also to greater acceptance and parent-

child bonding when family reunification is ultimately not possible or desirable. 

GENERAL CONCLUSION

Families with multiple problems represent a vulnerable group in society. Parents and 

children in these families face difficulty in improving their complex situation, despite 

great desire and effort. Some of these families enter youth care, such as family-centered 

treatment. In family-centered treatment, empowering parents is seen as an important 

way to achieve positive treatment outcomes in the short and long term, such as in the 

behavior of children. 

In this dissertation, we examined the relationship between parental empowerment 

and the behavioral problems of children in vulnerable families during and after family-

centered treatment. The family-centered support included Intensive Family Treatment 

(IFT). The findings underline the importance of empowering parents of these families 

during family-centered treatment in handling their children’s behavioral problems in 

the short and long term.
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SAMENVATTING | SUMMARY IN DUTCH

Doel van dit proefschrift was om meer wetenschappelijke kennis te vergaren over 

de relatie tussen empowerment van ouders en gedragsproblemen van kinderen in 

kwetsbare gezinnen, tijdens en na ambulante gezinsgerichte hulp. In gezinsgerichte 

hulp wordt het vergroten van de empowerment van ouders als een belangrijke 

manier gezien om positieve en duurzame behandeluitkomsten te bereiken, zoals het 

verminderen van gedragsproblemen van kinderen. 

Juist in kwetsbare gezinnen lijkt het empoweren van ouders een belangrijk 

aanknopingspunt voor verandering. Onderzoek laat zien dat minder empowerment van 

ouders niet alleen gepaard gaat met meer gedragsproblemen van kinderen, maar ook 

met andere factoren die kwetsbare gezinnen kenmerken. Zo is er meer stress bij ouders, 

beleven zij het opvoedproces negatiever, en zijn er minder beschikbare hulpbronnen in 

het gezin. Bovendien maken gezinnen meer gebruik van professionele zorg naarmate 

ouders minder empowered zijn. 

Empirische studies naar empowerment van ouders in gezinsgerichte hulp zijn schaars 

en overwegend cross-sectioneel. Meer longitudinaal onderzoek is nodig om de relatie 

tussen empowerment van ouders en gedragsproblemen van kinderen in kwetsbare 

gezinnen beter te begrijpen. Ook het afbakenen en meten van empowerment van ouders 

verdient verdere aandacht. Empowerment wordt namelijk vaak als containerbegrip 

gebruikt, maar krijgt pas betekenis in de context waarin het wordt bestudeerd. 

In dit proefschrift bakenden we empowerment van ouders als opvoeder af en onderzochten 

we de psychometrische kwaliteit van een vragenlijst (EMPO) om empowerment te meten 

(studie 1). Ook volgden we de korte- en langetermijnontwikkelingen van gezinnen met 

meervoudige en complexe problemen die met gezinsgerichte hulp werden ondersteund 

(studie 2 tot en met 4). In deze longitudinale studies bestudeerden we de relatie tussen 

empowerment van ouders en gedragsproblemen van kinderen. De onderzoeken voerden 

we uit bij Pactum, een organisatie voor jeugd- en opvoedhulp. De gezinsgerichte hulp 

die we onderzochten was IAG: Intensieve Ambulante Gezinsbehandeling.

De vier studies in dit proefschrift werden ingeleid met een introductie over de 

populariteit en het gebruik van het begrip empowerment. Verder stonden we in de 

introductie stil bij de positie van kwetsbare gezinnen in de samenleving en de rol van 

empowerment van ouders bij gezinsgerichte ondersteuning. En we zoomden in op de 

specifieke uitgangspunten van IAG. 
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Belangrijkste bevindingen

Om empowerment van ouders te definiëren maakten we gebruik van Zimmermans 

drie componenten van psychologische empowerment. We definieerden empowerment 

van ouders als “de uitkomsten van een proces waarin ouders worden versterkt in 

het opvoeden door een toename van hun algehele gevoel van persoonlijke controle 

(intrapersoonlijke component), hun kritische bewustzijn in de omgang met problematische 

opvoedsituaties (interactionele component) en van hun controle over het kind 

(gedragscontrole component)”. De drie empowermentcomponenten werden meetbaar 

gemaakt met de Empowermentvragenlijst (EMPO). Deze vragenlijst bestaat uit twaalf 

items: de intrapersoonlijke component kent vier items, de interactionele component 

en gedragscontrole component hebben respectievelijk vijf en drie items. De totale 

empowerment van ouders kan worden vastgesteld door de scores op alle twaalf items op te 

tellen. De constructvaliditeit en betrouwbaarheid van de EMPO waren voldoende tot goed. 

Dit bleek uit onze eerste studie waarbij ouders van gezinnen uit de algemene bevolking 

(n = 673) en van gezinnen die startten met jeugdhulp (n = 1.212) werden onderzocht.

In beide groepen gezinnen vonden we een vergelijkbaar hoge score van ouders op de 

interactionele component van empowerment. Ouders waren even alert en bereid om 

zelf ongewenste opvoedsituaties te zien, aan te pakken en hulp in te schakelen als dat 

nodig is. Wel scoorden ouders in de groep die startte met jeugdhulp relatief laag op 

de intrapersoonlijke component en gedragscontrole component. Ze hadden minder 

geloof in eigen kunnen en ervaarden minder zeggingskracht over hun kinderen dan 

ouders in de groep gezinnen uit de algemene bevolking. Bovendien vonden we bij de 

ouders die startten met jeugdhulp een zwakkere samenhang tussen de interactionele 

component en de twee andere componenten: hun grote bereidheid om de ongewenste 

opvoedsituatie aan te pakken ging bij de start van jeugdhulp minder gepaard met een 

groot gevoel van persoonlijke controle en grote zeggingskracht over hun kinderen.

Bij de start van IAG bleek de situatie van de onderzochte gezinnen zorgelijk: een 

substantieel aantal gezinnen had problemen op meerdere domeinen. Het ging om 

problemen met de empowerment van de ouders en ook om gedragsproblemen van hun 

kinderen. Verder waren er overige gezinsproblemen, zoals in het gezinsklimaat en in 

de onderlinge relaties. Ook was er een gebrek aan ondersteuning van gezinnen door 

het sociale netwerk. Daarbij vonden we een samenhang tussen minder empowerment 

van ouders en meer gedragsproblemen van hun kinderen.

Bij de afsluiting van IAG was de empowerment van ouders significant toegenomen en 

waren de gedragsproblemen van hun kinderen significant afgenomen, zo bleek uit de 

longitudinale studies in dit proefschrift. 
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Ook vonden we aanwijzingen dat in gezinsgerichte hulp de empowerment van ouders 

een mediërende (helpende) rol had bij de vermindering van de gedragsproblemen van 

kinderen. Dit werd duidelijk door de vergelijking van twee groepen gezinnen in onze 

tweede studie. De eerste groep (n = 434) werd met IAG ondersteund. Bij de tweede 

groep gezinnen (n = 137) was het kind uit huis geplaatst in een tehuis of pleeggezin; 

deze gezinnen ontvingen kindgerichte hulp. We vonden in beide groepen gezinnen een 

vergelijkbare, significante afname van de gedragsproblemen van kinderen. Bij afsluiting 

van de behandeling bleek tevens dat meer empowerment van ouders gepaard ging met 

minder gedragsproblemen van kinderen. We zagen echter alleen in de IAG-gezinnen 

een significante toename van de totale empowerment van ouders. Deze bevindingen 

suggereren dat het vergroten van de empowerment van ouders tijdens IAG een 

effectieve manier is om de gedragsproblemen van kinderen te verminderen. 

Verder bleek uit onze derde studie de vooruitgang die bij afsluiting van IAG was 

geboekt even groot in eenoudergezinnen (n  =  140 alleenstaande moeders) als in 

tweeoudergezinnen (n = 156 moeder-vadergezinnen). Wel was de rol van empowerment 

van ouders verschillend in beide gezinstypen:

- Alleen in eenoudergezinnen was er een directe relatie tussen de empowerment 

van moeders bij de start van IAG en de gedragsproblemen van hun kinderen bij 

afsluiting: minder empowerment van moeders bij de start betekende een minder 

grote afname van de gedragsproblemen van hun kinderen bij afsluiting. 

- In tweeoudergezinnen was er een directe relatie tussen de empowerment van 

vaders bij de start van IAG en de empowerment van moeders bij afsluiting: meer 

empowerment van vaders bij de start van IAG zorgde voor een grotere toename in 

de empowerment van moeders bij afsluiting. De empowerment van moeders bij 

de start van IAG heeft daarentegen geen directe relatie met de empowerment van 

vaders bij afsluiting.

De gedragsproblemen van kinderen namen gemiddeld af tijdens IAG. Toch bleken deze 

problemen bij afsluiting van IAG nog steeds aanzienlijk. 

In onze vierde studie volgden we gezinnen (n = 275) tot zo’n 2,8 jaar na IAG. Deze studie 

toonde aan dat de vooruitgang die kinderen in hun gedrag lieten zien tijdens IAG daarna 

wel standhoudt. Dit gold iets minder voor de geboekte vooruitgang in empowerment van 

ouders. Die nam na afloop van IAG wat af. De meeste gezinnen bleken na IAG nog steeds 

hulp nodig te hebben. Dit laat ook ander wetenschappelijk onderzoek zien. De hulp van 

de gezinnen die wij onderzochten was na IAG vooral gericht op de gedragsproblemen 

van kinderen en minder op problemen van ouders bij het opvoeden. 
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Empowerment van ouders bij afsluiting van IAG blijkt een buffer te zijn tegen een 

mogelijke toename van gedragsproblemen bij kinderen daarna. Zoals eerder gezegd: 

bij afsluiting van IAG zagen we dat de gedragsproblemen van kinderen significant waren 

afgenomen, maar gemiddeld nog steeds aanzienlijk bleken te zijn. We veronderstelden 

dat deze gedragsproblemen een stressfactor zijn voor ouders. Samen met andere 

stressoren kunnen ze de stress van ouders vergroten en daarmee negatief opvoedgedrag 

in de hand werken. Dit negatieve opvoedgedrag van ouders kan vervolgens weer leiden 

tot meer gedragsproblemen van kinderen. We vonden in ons onderzoek inderdaad dat 

na IAG meer stress van ouders samenhangt met meer gedragsproblemen van kinderen. 

Het bleek echter dat deze relatie zwakker is wanneer ouders bij afsluiting van IAG meer 

empowered zijn. 

Discussie

Empowerment van ouders in de opvoeding van kinderen met gedragsproblemen 

lijkt een belangrijk thema voor gezinnen als ze met jeugdhulp te maken krijgen. In dit 

proefschrift vonden we bij de start van jeugdhulp bij ouders een disbalans tussen de 

drie empowermentcomponenten: 

1. Ouders hebben onvoldoende controle als opvoeder om de gedragsproblemen van 

hun kinderen in de hand te houden (lage score op de gedragscontrole component).

2. Ouders wijten dit aan zichzelf (lage score op de intrapersoonlijke component).

3. Ouders zien het inschakelen van professionele hulp als uiteindelijke oplossing 

(hoge score op de interactionele component). 

We vonden aanwijzingen dat de ambulante gezinsgerichte hulp IAG een positieve 

bijdrage levert aan de vermindering van gedragsproblemen van kinderen op zowel korte 

als lange termijn. Het is aannemelijk dat dit komt doordat de gezinsgerichte aanpak 

nadruk legt op de rol van ouders als stuwende krachten, oftewel agents of change.

- Het vergroten van de empowerment van ouders tijdens gezinsgerichte hulp lijkt 

eraan bij te dragen dat de gedragsproblemen van kinderen tijdens de behandeling 

afnemen. 

- Meer empowerment van ouders bij afsluiting van gezinsgerichte hulp vormt een 

buffer tegen de negatieve invloed die stress van ouders heeft op de ontwikkeling 

van gedragsproblemen van kinderen daarna (na afloop van de gezinsgerichte hulp). 

Gezinsgerichte hulp lijkt voor kwetsbare gezinnen een (tijdelijke, maar noodzakelijke) 

hulpbron om positieve veranderingen te bereiken. Dit kwam naar voren in de studie 

naar een- en tweeoudergezinnen. Hierin veronderstelden we dat de aanwezigheid 



Samenvatting | Summary in Dutch   |   141

S

van een opvoedende partner in het gezin (in dit proefschrift zijn dit vaders) en zijn 

extra hulpbronnen (zoals inkomen, tijd en sociaal netwerk) zouden bijdragen aan 

betere behandeluitkomsten. We vonden echter geen verschillen tussen een- en 

tweeoudergezinnen in hoeveel vooruitgang er is geboekt in de empowerment van 

ouders en in het gedrag van kinderen. Daarmee lijken niet de extra hulpbronnen van 

een opvoedende partner bepalend te zijn geweest voor de mate van vooruitgang, maar 

is waarschijnlijk de inzet van de gezinsgerichte hulp IAG voor beide typen gezinnen 

doorslaggevend geweest.

De af- of aanwezigheid van een opvoedende partner en zijn hulpbronnen is vermoedelijk 

wel een verklaring voor verschillen in de rol van empowerment van ouders in een- en 

tweeoudergezinnen. In kwetsbare gezinnen zijn er grote inspanningen van ouders 

nodig om tot echte veranderingen te komen. Deze inspanningen worden makkelijker 

als er meer hulpbronnen zijn in een gezin, zoals een partner om de opvoedtaken en 

-tijd mee te delen. Een partner, met wie je lastige opvoedsituaties kunt bespreken en 

die je ook als mens kan ondersteunen. Waarschijnlijk zijn de vaders in de onderzochte 

tweeoudergezinnen meer betrokken geraakt bij de opvoeding van hun kinderen, omdat 

de gezinsgerichte hulp de nadruk legde op het activeren van beide ouders in het gezin. 

Als vaders bij de start van de behandeling al meer empowered waren, is het makkelijker 

geweest om voor deze actieve betrokkenheid te zorgen. Een actieve(re) betrokkenheid 

van vaders heeft vermoedelijk geleid tot een afname van stress en bijgedragen aan de 

gevonden toename van empowerment bij moeders tijdens de behandeling. We denken 

dat mede hierdoor de gedragsproblemen van kinderen zijn afgenomen. 

Suggesties voor verder onderzoek

Hoewel de psychometrische kwaliteit van de EMPO voldoende tot goed blijkt, is er 

verdere toetsing van dit instrument nodig in een representatieve groep ouders uit de 

algemene bevolking. In de groep uit onze eerste studie, waren hoogopgeleide ouders 

namelijk oververtegenwoordigd. Ook dient de praktische benutting van de EMPO bij 

intake en evaluatie verder te worden onderzocht. 

Het is wenselijk om de mate van gezinsgerichtheid van de hulp aan gezinnen specifieker 

te meten. Hiermee komen we beter te weten in hoeverre professionals handelen 

conform de interventies die in de gezinsgerichte aanpak zoals voor IAG beschreven 

zijn. Bijvoorbeeld: of de professionals echt luisteren naar de zorgen van ouders, hun 

situatie begrijpen, de krachten in gezinnen herkennen, en of ze ouders aanmoedigen 

om hun sociale netwerk uit te breiden en te benutten.
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Er is verder onderzoek nodig naar de mediërende rol van empowerment van ouders bij 

het verminderen van de gedragsproblemen van kinderen tijdens gezinsgerichte hulp. 

Dit kan bijvoorbeeld door het aantal metingen tijdens en na gezinsgerichte hulp verder 

uit te breiden. In dergelijk longitudinaal onderzoek kunnen ook andere variabelen die 

kwetsbare gezinnen kenmerken worden meegenomen. Denk aan mishandeling of 

misbruik in het gezin, leefsituatie van kinderen, beschikbaarheid van hulpbronnen, 

specifieke risicofactoren en protectieve factoren. Longitudinaal kwantitatief onderzoek 

kan ook deel uitmaken van een gecombineerde onderzoeksopzet (mixed-method 

design) waarin gezinnen tevens kwalitatief worden bestudeerd. Bijvoorbeeld, door 

gezinsleden en professionals over het verloop van het behandelproces te interviewen. 

Zo’n onderzoeksopzet kan helpen om de mediërende rol van empowerment 

beter te begrijpen en een verdiepend inzicht te krijgen in de werking van de drie 

empowermentcomponenten. Ook is het belangrijk om andere gezinstypen dan 

alleenstaande-moedergezinnen of moeder-vadergezinnen mee te nemen.

In onze studies stond empowerment op het individuele niveau centraal. 

Empowerment komt echter voor op nog twee niveaus: het organisatieniveau en het 

gemeenschapsniveau. Bij het organisatieniveau kan worden gedacht aan instellingen 

voor geestelijke gezondheid of jeugdhulp of aan gemeentes. Bij het gemeenschapsniveau 

gaat het bijvoorbeeld om buurten of verenigingen. Het handelen van mensen (zoals 

ouders, hulpverleners, vrijwilligers) zorgt ervoor dat niveaus elkaar beïnvloeden. 

We weten echter niet precies hoe. Het is bijvoorbeeld onduidelijk hoe empowerment 

van ouders op het individuele niveau hen helpt om actie te ondernemen, zodat ze op 

andere niveaus worden gehoord en hun behoeften vervuld worden. Bijvoorbeeld, hun 

behoeften bij schuldsanering, het ontvangen van financiële bijstand, of het krijgen 

van steun uit het sociale netwerk. Ook weten we niet hoe andere mensen, zoals 

hulpverleners, op hogere niveaus ervoor zorgen dat ouders weten waar en hoe ze 

toegang kunnen krijgen tot economische of sociale hulpbronnen die voor hen belangrijk 

zijn. En dat deze hulpbronnen, zoals financiële bijstand of ondersteuning vanuit de 

buurtgemeenschap ook worden aangeboden. Meer inzicht in hoe de niveaus elkaar 

beïnvloeden is wenselijk. 

Implicaties voor praktijk en beleid

Empowerment van ouders in de opvoeding van kinderen met gedragsproblemen 

wordt gezien als een belangrijk onderdeel van de ambulant gezinsgerichte hulp, zoals 

IAG. Vreemd genoeg wordt er desondanks geen duidelijke definitie gebruikt van 

empowerment, waardoor de kans bestaat dat dit een containerbegrip wordt. Dit maakt 

het voor professionals lastiger om ouders gericht te empoweren. In dit proefschrift 

zochten we naar een afbakening van empowerment van ouders in de opvoeding van 
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kinderen. Hiervoor gingen we uit van Zimmermans drie componenten (intrapersoonlijk, 

interactioneel en gedragscontrole) van psychologische empowerment. Deze 

theoretische indeling werd in dit proefschrift ook empirisch gevonden en maakte het 

mogelijk om behandeluitkomsten te beschrijven en verklaren. De gekozen afbakening 

van empowerment van ouders biedt mogelijke handvatten voor professionals. We 

denken dat het belangrijk is dat professionals de drie empowermentcomponenten leren 

te begrijpen en te gebruiken voor de ontwikkeling en implementatie van interventies 

om ouders als opvoeder te versterken.

De algemene opvatting onder zorgprofessionals en beleidsmakers is dat de complexe 

en hardnekkige situatie van kwetsbare gezinnen een gezamenlijke en overkoepelende 

aanpak verlangt van professionals uit verschillende organisaties en met uiteenlopende 

expertises. Dat blijkt in de praktijk echter vaak moeilijk te realiseren. Dit komt 

bijvoorbeeld door de versnippering van het zorgsysteem, tegengestelde belangen 

van zorgorganisaties, verschillende geldstromen, en door het gebrek aan centrale 

regie en aan consensus over de beste aanpak. Het wordt dan lastig om kwetsbare 

gezinnen duurzaam te helpen. Daarom is het nodig om ook creatieve oplossingen te 

zoeken buiten de gangbare zorgsystemen. Het slothoofdstuk in dit proefschrift geeft 

enkele richtingen voor dergelijk outside-the-box denken: door professionele ruimte 

te creëren voor vrijheid van handelen en denken, die de bestaande bureaucratie en 

samenwerkingsverbanden overstijgt; door goede praktijken over te nemen van andere 

organisaties, zoals het Sociaal Hospitaal; en, door te investeren in de kracht van wijken 

en een beroep te doen op de verantwoordelijkheid van hun bewoners, en hen kansen te 

bieden om voor elkaar te zorgen en samen verbeteringen te realiseren, zoals met Eigen 

Kracht Conferenties of Buurtkringen.

Om kwetsbare gezinnen op een duurzame manier te begeleiden dient de gezinsgerichte 

ondersteuning niet alleen te worden afgestemd op de actuele behoeften en 

verandermogelijkheden van het gezin. Het is ook zaak om gezinnen vanaf de start van 

de hulp voor te bereiden op de situatie ná gezinsgerichte hulp. Dit betekent werken 

aan zowel korte- als langetermijndoelen en vanuit een weldoordacht veranderplan. Dit 

veranderplan maakt het beter mogelijk de verschillende vormen van ondersteuning 

die nodig zijn in kwetsbare gezinnen goed op elkaar af te stemmen en voorkomt 

dat gezinnen uit beeld raken van zorgaanbieders, zoals vaak nog het geval is. In het 

slothoofdstuk beschrijven we belangrijke aandachtspunten voor zo’n veranderplan. 

Het gaat bijvoorbeeld om: het beschrijven van de behoeften van ouders en 

verandermogelijkheden in het gezin om een veilige en duurzame ontwikkeling van hun 

kinderen in de gezinscontext te waarborgen; het vaststellen van huidige en toekomstige 

beschermende- en risicofactoren, zoals de beschikbaarheid van economische en 
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sociale hulpbronnen; het bepalen van welke andere professionele ondersteuning nodig 

is tijdens en na gezinsgerichte hulp, en wanneer en door wie die kan worden geboden. 

Ouders zijn eigenaar en regiehouder van het veranderplan. Om ouders te empoweren 

stimuleren professionals hen om zelf de korte en lange termijndoelen te bepalen. Ook 

moedigen ze ouders aan de kennis en vaardigheden te verwerven om deze doelen, 

samen met hun sociaal netwerk, te bereiken.

De opkomst van gezinsgerichte hulp sinds de jaren tachtig van de vorige eeuw past 

in de trend om kwetsbare gezinnen zo dicht mogelijk bij huis te ondersteunen en de 

eigen kracht van gezinsleden te benadrukken. Ook de decentralisatie in de Nederlandse 

jeugdhulp in 2015 paste in deze trend. De bezuinigingen door deze transitie leggen 

nog meer de nadruk op het bieden van hulp in de gezinscontext - en het voorkomen 

van duurdere hulp in residentiële zorginstellingen of in pleeggezinnen. Ook keert de 

publieke opinie zich regelmatig tegen het uit huis plaatsen van kinderen. Niettemin 

kan dit soms nodig zijn. De bevindingen in dit proefschrift geven aanwijzingen dat 

het dan goed kan zijn om gezinsgerichte elementen in te zetten die ouders tijdens een 

uithuisplaatsing empoweren. Gezinsgerichte elementen tijdens een uithuisplaatsing 

kunnen bijvoorbeeld de rol van ouders in de dagelijkse activiteiten van hun kinderen en 

bij de besluitvorming over de behandeling versterken. Ze kunnen bovendien bijdragen 

bij aan het geloof van ouders in hun eigen mogelijkheden en de relatie met het kind 

verstevigen. Ook verbeteren ze kennis en vaardigheden van ouders voor wat betreft 

de opvoeding van hun kind. En ze kunnen zorgen voor een stevig sociaal netwerk 

rondom het gezin. Naar verwachting dragen gezinsgerichte elementen niet alleen 

bij aan een succesvolle gezinshereniging, maar ook aan een betere acceptatie van de 

uithuisplaatsing en aan een goede ouder-kindrelatie wanneer een gezinshereniging 

uiteindelijk toch niet mogelijk of wenselijk is. 

ALGEHELE CONCLUSIE

Gezinnen met complexe en meervoudige problemen zijn een kwetsbare groep in de 

samenleving. Voor ouders in deze gezinnen is het vaak moeilijk om de lastige situatie 

waarin ze zich met hun gezin bevinden te verbeteren, hoe graag ze dit ook willen en 

hun best hiervoor doen. Sommige van deze gezinnen worden met jeugdhulp, zoals 

gezinsgerichte hulp, ondersteund. In gezinsgerichte hulp wordt empowerment van 

ouders gezien als een belangrijke manier om positieve korte- en langetermijnuitkomsten 

te bereiken, zoals in het gedrag van kinderen.
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In dit proefschrift onderzochten we de relatie tussen de empowerment van ouders 

en gedragsproblemen van kinderen in kwetsbare gezinnen tijdens na gezinsgerichte 

hulp. Deze hulp betrof Intensieve Ambulante Gezinsbehandeling (IAG). De bevindingen 

onderschrijven de waarde van gezinsgerichte hulp. Het empoweren van ouders heeft 

positieve effecten op het verminderen van gedragsproblemen van kinderen op zowel 

korte als lange termijn. 





Curriculum Vitae   |   147

C

CURRICULUM VITAE

Harm Damen is geboren op 10 maart 1967 te Nuenen, Gerwen en Nederwetten en 

groeide op in Lieshout. Op de plaatselijke Mariaschool doorliep hij het basisonderwijs. 

In 1985 behaalde hij aan het Macropedius College (Commanderij College) in Gemert zijn 

VWO-diploma. Tussen 1984 en 1988 studeerde Harm dwarsfluit en later contrabas, eerst 

op het Tilburgs Conservatorium en daarna aan het Conservatorium van Maastricht. 

Hij vervolgde zijn onderwijsloopbaan met de studie sociologie aan de Katholieke 

Universiteit Nijmegen (Radboud Universiteit) en studeerde daar in 1995 af. 

Als onderzoeker begon hij op de Rijksuniversiteit Groningen en werkte daarna voor 

het KASKI. Van 1997 tot medio 2021 was hij verbonden aan Praktikon, organisatie voor 

onderzoek en ontwikkeling in (jeugd)zorg, gemeenten en het onderwijs. Sinds 2007 

werkt hij bij Pactum. Pactum biedt jeugd- en opvoedhulp en maakt deel uit van VIGO. 

Harm is Programmaleider Onderzoek en Innovatie. Daarnaast doceert hij sinds 2013 

aan diverse postacademische opleidingen, zoals de opleiding tot Schoolpsycholoog van 

het SPON (Radboud Universiteit) en de opleidingen Pedagogiek (Radboud Universiteit) 

en Master Pedagogiek (HAN). Harm is lid van het expertisenetwerk INFERD dat met 

vakgenoten uit België en Nederland is opgericht om samen praktijkrelevant onderzoek 

te doen in de pleegzorg. 





Publications   |   149

P

PUBLICATIONS 

In this dissertation

Damen, H., Veerman, J. W., Vermulst, A. A., Nieuwhoff, R., De Meyer, R. E., & Scholte, 

R. H. J. (2017). Parental empowerment: Construct validity and reliability of a Dutch 

empowerment questionnaire (EMPO). Journal of Child and Family Studies, 26, 424-436. 

https://doi.org/10.1007/s10826-016-0568-5 

Damen, H., Veerman, J. W., Vermulst, A. A., Van Pageé, R., Nieuwhoff, R., & Scholte, R. 

H. J. (2019). Parental empowerment and child behavioural problems during youth care 

involvement. Child & Family and Social Work, 24, 467-476. https://doi.org/10.1111/cfs.12626

Damen, H., Veerman, J. W., Vermulst, A. A., Westerdijk, I., & Scholte, R. H. J. (2020). 

Parental empowerment and child behavioral problems in single and two-parent families 

during family treatment. Journal of Child and Family Studies, 29, 2824–2835. https://doi.

org/10.1007/s10826-020-01795-1

Damen, H., Scholte, R. H. J., Vermulst, A. A., Van Steensel, P., & Veerman, J. W. (2021). 

Parental empowerment as a buffer between parental stress and child behavioral 

problems after family treatment. Children and Youth Services Review, 124. https://doi.

org/10.1016/j.childyouth.2021.105982

Other publications

Albrecht, G., Veerman, J. W., Damen, H., & Kroes, G. (2001). The Child Behavior Checklist 

for group care workers: A study regarding the factor structure. Journal of Abnormal Child 

Psychology, 29, 83-89. https://doi.org/10.1023/A:1005255614039

Damen, H., & Veerman, J. W. (2004). Werkt het zoals bedoeld? Betekenisvolle 

en bruikbare interventiecomponenten van het Innovatieprogramma Jeugdzorg 

Limburg. Kind en adolescent, 25, 13-23.

Damen, H., & Veerman, J. W. (2013). Voorkomen van uithuisplaatsing bij Families First 

door behandelingsgetrouw handelen. Kind & Adolescent, 34, 147-164.

Damen, H., Veerman, J. W., Vermulst, A. A., Nieuwhoff, R., de Meyer, R. E., & Scholte, R. H. J. 

(2017). Empowerment van ouders als opvoeder: Constructvaliditeit en betrouwbaarheid 

van een Nederlandse empowermentvragenlijst (EMPO). Orthopedagogiek: Onderzoek 

& Praktijk, 56, 28-48.



150   |   Appendices

Damen, H., Veerman, J. W., Vermulst, A. A., Pagée, R. V., Nieuwhoff, R., & Scholte, R. H. 

J. (2019). Empowerment van ouders en gedragsproblemen van kinderen tijdens een 

periode van jeugdzorg. Orthopedagogiek: Onderzoek en Praktijk, 58, 163-179.

Damen, H., Van de Elsen, M., & Pijnenburg, H. M. (2010). Begeleiding van pleeggezinnen 

vanuit de jeugdhulpverlening: Het IGP-model. In Bergh, P. van den, & Weterings, T. 

(Eds.), Pleegzorg in perspectief: Ontwikkelingen in theorie en praktijk (pp. 288-302). 

Assen: Van Gorcum. 

Damen, H., & Veerman, J. W. (2015). The more the better: Adherence to program 

elements of Families First in the Netherlands reduces the risk of out of home placement. 

International Journal of Child and Family Welfare, 16,113-131.

De Meyer, R., Philipsen, M., Damen, H., & Veerman, J. W. (2020). Kunnen ambulante 

interventies uithuisplaatsingen in de jeugdhulp voorkomen? Evaluatie van de 

interventie Ambulante spoedhulp. Orthopedagogiek: Onderzoek en Praktijk, 59, 306-

328.

Goemans, A., Vanderfaeillie, J., Damen, H., Pijnenburg, H. M., & Van Holen, F. (2016). 

Reunification of foster children: Factors associated with reunification outcomes in 

Flanders and the Netherlands. Children and Youth Services Review, 70, 284-292. https://

doi.org/10.1016/j.childyouth.2016.09.023

Teunissen, M. S., Goemans, A., van Holen, F., Vanderfaeillie, J., Nefs, H. T., Pijnenburg, H. 

M., Damen, H., & Vedder, P. H. (2020). Family Reunification Decision-Making in Dutch 

Family Foster Care: A Dual Perspective Approach. Child & Youth Care Forum, 1-30. 

https://doi.org/10.1007/s10566-020-09569-y

Vanderfaeillie, J., Damen, H., Pijnenburg, H. M., Bergh, P., & Van Holen, F. (2014). Foster 

care assessment: an exploratory study of the placement assessment process in Flanders 

and the Netherlands. Child & Family Social Work, 21, 358-368. https://doi.org/10.1111/

cfs.12152

Vanderfaeillie, J., Damen, H., De Maeyer, S., Pijnenburg, H. M., & Van Holen, F. (2015). 

Pleegzorg en empowerment: (On)verzoenbaar? Orthopedagogiek: Onderzoek en 

Praktijk, 54, 488-503.



Publications   |   151

P

Vanderfaeillie, J., Pijnenburg, H. M., Damen, H., & Van Holen, F. (2015). Foster care 

assessment: A study of the placement decision process in Flanders. Child Abuse & 

Neglect, 49, 119-127. https://doi.org/10.1016/j.chiabu.2015.04.002

Vanderfaeillie, J., Goemans, A., Damen, H., Van Holen, F., & Pijnenburg, H. M. (2018). 

Foster care placement breakdown in the Netherlands and Flanders: Prevalence, 

precursors, and associated factors. Child & Family Social Work, 23, 337-345. https://

doi.org/10.1111/cfs.12420

Veerman, J. W., & Damen, H. (2003). Kwaliteit moet blijken: Effecten als toetssteen voor 

de jeugdzorg. In Van Dijk, C. (ed.), Boddaert 100 jaar: Ontwikkelingen in de dagbehandeling 

voor schoolgaande jeugd (pp. 244-262). Amsterdam: SWP.





Dankwoord | Acknowledgements   |   153

D

DANKWOORD | ACKNOWLEDGEMENTS

Velen hebben bijgedragen aan de realisatie van dit proefschrift. Op deze plek wil ik hen 

daarvoor danken.

Allereerst dank aan alle ouders en hun gezinnen voor de medewerking aan de studies voor 

dit proefschrift. Een snelle rekensom leert dat zij samen zo’n 1000 uur besteed hebben 

aan het invullen van vragenlijsten. Hun hulp en inzet was essentieel voor het onderzoek. 

Veel dank ook aan de professionals van Pactum die de gezinnen ondersteunden 

en het onderzoek bij ouders onder de aandacht brachten. Jullie inspanningen 

hebben zeker bijgedragen een hogere respons op de vragenlijsten. En aan positieve 

behandeluitkomsten, zoals uit dit proefschrift blijkt. Speciale dank ook aan alle 

medewerkers van de Informatie en Zorgadministratie (IZA) van Pactum. Collega’s 

met specialistische kennis en kunde van datamanagement, en met een ongekende 

flexibiliteit en behulpzaamheid. Jullie techniek liet mij nimmer in de steek. Veel dank 

aan de gedragswetenschappers en regiomanagers van Pactum. Jullie zorgden mede 

voor de randvoorwaarden om het onderzoek goed te kunnen doen. Ook waardeer 

ik onze gesprekken over hoe de onderzoeksresultaten te benutten in de alledaagse 

jeugdhulppraktijk van Pactum. Hier gaan we samen zeker mee door!

Een bijzonder woord van dank aan voormalig directeur van Pactum, Jan Brinkman, 

en aan voormalig adjunct-directeur José de Ruyter. Jullie namen het initiatief 

voor dit promotieonderzoek en de financiering hiervan, vanuit de visie dat de 

hulpverleningspraktijk en wetenschap elkaar dienen te versterken. Ik waardeer het, 

dat jullie mij hierbij als linking pin het vertrouwen gaven. 

Dank ook aan Sanne Verwaaijen, René Koëtier, Jean Paul de Rijk en Marianne Ottevanger. 

Ik waardeer jullie interesse in het verloop van mijn promotieonderzoek en de geboden 

professionele ruimte in de latere fasen van dit proefschrift. En de gedrevenheid om 

wetenschappelijke kennis ook op strategisch niveau waardevol te laten zijn. Fijn om 

hieraan bij te dragen!

Veel dank aan de medeauteurs van de vier publicaties die dit proefschrift heeft 

opgeleverd. Speciaal mijn (toenmalige) collega’s bij Pactum: Rozemarijn Nieuwhoff, 

Rozemarijn van Pagée, Ingrid Westerdijk en Petra van Steensel. Hoe leuk was het om 

met jullie te sparren over kwaliteit van hulp en wetenschap. Ik hoop dat de scientist 

practitioner in jullie nog verder is aangewakkerd. Bijzondere dank ook aan mijn 

Praktikon-collega Ronald de Meyer. Ik waardeer je eigen kijk op van alles en nog wat, 

en ook op alles wat daar nog eens bij komt kijken.



154   |   Appendices

Ook dank ik alle collega’s bij Praktikon en Pactum voor de fijne en inspirerende 

werkomgeving. In het bijzonder, mijn Praktikon-collega’s van het eerste uur: Jan 

Willem Veerman, Huub Pijnenburg, Rijk van der Krol, Gert Kroes, Erik van Loosbroek 

(in herinnering), Marjan Huizing en Sanne Weller. Verder dank ik mijn universitaire 

generatiegenoten in de daaropvolgende fase: Coleta van Dam, Jan-Wilm Delicat, Marc 

Delsing, Ronald de Meyer, Inge Bastiaanssen, Helen Bakker en Ron Scholte. En het 

administratieve Praktikon-hart in de loop der tijd: Manon Sluitman, Gerard Wichgers, 

Wilma Mocking en Mireille Nogarede. Speciale dank ook aan mijn vroegere en huidige 

collega’s bij Pactum, die ik op verschillende hoofdwegen en in allerlei dwarsstraten 

van het dagelijkse werk ontmoet: Annelies Tinneveld, Woutina Commendatore, 

Astrid Becker, Sacha Franken, Rozemarijn Nieuwhoff, Marjolein Steenbergen, Ingrid 

Westerdijk, Petra van Steensel, Liselotte Heijting, Mariska Simon, Jeannet Kollen, Olivia 

Koster, Linde Hogenhuis, Rozemarijn van Pagée, Meta Oostrom, Hans Robben, Enrique 

Cameselle Fontán, John Coldewijn, Robert Denessen, Anne Wijnands, Jim van Huut, 

Rob Hens, Merline Firma, Aletha Boersma, Marloes Waltman, Linda Manning, Marieke 

Paarlberg, Christel Veenhuis, Inge Meulenbroek, Alina de Lange, Franca Eurlings, Karine 

Jackson, Arianne Baanders, Tamara De Beuf, Manon Gradussen, Paul Fettelaar, Rianda 

Krol, Marian Klein Hesselink, Gerda van Markesteijn en Rudy Ahrens. 

Bijzondere dank aan mijn promotoren Jan Willem Veerman en Ron Scholte. Jan Willem, 

ik heb genoten van onze gesprekken: bij Pactum, in de kantine van Praktikon, op je 

flexkamer in het Spinozagebouw, aan de telefoon, en later ook via beeldbellen. Onze 

overleggen over ons onderzoek kenden geen tijd. Ze bestonden uit een lange in- en 

uitleiding over de actualiteit van de wereld en ons leven van alledag. Daartussendoor 

gingen we zonder tijdslot met de studies en bijhorende publicaties in wording aan de 

slag. Ik bewonder je gedrevenheid en vermogen om praktijk, beleid en wetenschap met 

elkaar te verbinden. Daar stak ik veel van op. Ron, op de belangrijke knooppunten in 

de route naar dit proefschrift hadden jij, Jan Willem, en ik regelmatig promotieoverleg. 

Vaak ontsponnen zich daarin interessante gedachtewisselingen over de theoretische- 

en methodische punten in het onderzoek. Na het bepalen van de positie van deze twee 

punten werd het makkelijk om de strikte kaders voor het derde punt - de papers en het 

proefschrift - vast te stellen. Triangulatie in optima forma! Met jouw kennis en ervaring 

in het publiceren van wetenschappelijke artikelen was je een stuwende kracht. 

De overtreffende stap van Statistiek is StAdistiek. Zo bleek uit mijn frequente uitstapjes 

naar Ad Vermulst in Oss. De plek waar de data-analytische basis is en wordt gelegd van 

talloze wetenschappelijke publicaties. Ad, het was inspirerend om met jou de verfijnde 

kunst van de statistische analyse te beoefenen. De gezellige bezoeken waren heuse 

Masterclasses. Dank daarvoor!



Dankwoord | Acknowledgements   |   155

D

Dank aan mijn vroegere en huidige INFERD-collega’s: Peter van den Bergh, Tonny 

Weterings, Johan Vanderfaeillie, Frank van Holen, Anouk Goemans, Huub Pijnenburg, 

en Marion van Hattum. Hoe mooi is het om samen praktijkrelevant onderzoek in de 

pleegzorg te doen. Onze samenkomsten zijn nimmer saai.

Bijzondere dank ook aan mijn paranimfen Rozemarijn Nieuwhoff en Albert Rouschop. 

Rozemarijn, als ideale kamergenoot bij Pactum heb je het hele proces naar dit proefschrift 

van dichtbij meegemaakt en in woord en daad ondersteund. Niet alleen door met mij te 

sparren over het onderzoek, de benutting van de resultaten, en door het bieden van de 

vele hand- en spandiensten om de gegevensverzameling voor elkaar te krijgen. Maar 

bovenal ook, door te zijn wie je bent. Albert, hoe fijn is het om gelijkgestemden om je 

heen te hebben! Onze kopje-koffie-contacten zijn ware drukketelsessies waarin een 

rijk palet aan onderwerpen de revue passeert. Vaste agendapunten: onze gezinnen, 

het werk in jeugdhulp en onderwijs, wielrennen, voetbal. En NEC. De humor ligt vaak 

op de loer. De jaarlijkse serie sessies sluiten we regelmatig af met een gezellig etentje 

aan het begin van de zomervakantie. Samen met Hanneke en Babette. Ja, laten we hier 

traditie van maken!

Mijn ouders, Jet Damen-Van den Biggelaar en Henk Damen dank ik voor hun liefde en 

grenzeloze vertrouwen, en voor hun onvoorwaardelijke steun op alle gebieden. Dat 

blijft van onschatbare waarde. Ook speciale dank aan mijn schoonouders Jos Pouwels-

Kersten en Jacques Pouwels. Wat een genot als je al zolang op meerdere plekken kunt 

thuiskomen.

Het geluk is dicht bij huis. Josephine en Jet, wat is het mooi om te zien hoe jullie zijn en 

het leven een eigen draai blijven geven! Liefste Babette, gepromoveerd op de dissertatie 

“Work, Family, and Happiness”. Mijn proefschrift over “Parental Empowerment” was 

niet nodig om de kennislacune die jij in je onderzoek liet liggen, voor onze thuissituatie 

op te vullen. We zijn een gouden combinatie. Dank voor je eindeloze liefde, steun en 

stimulans! 

Harm Damen

Nijmegen, 21 mei 2021





20
21

20
212021

T
H

E
S

IS
 T

IT
L

E
 

A
uthor N

am
e

PA
R

EN
TS A

S A
G

EN
TS O

F C
H

A
N

G
E
	

H
arm

 D
am

en

PARENTAL	EMPOWERMENT	AND

CHILD	BEHAVIORAL	PROBLEMS	IN

FAMILIES	RECEIVING	FAMILY	TREATMENT

PARENTS 
AS AGENTS
OF CHANGE

H
AR
M
	D
AM
EN

View publication statsView publication stats

https://www.researchgate.net/publication/355810767

