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GENERAL INTRODUCTION




CHAPTER 1 GENERAL INTRODUCTION

Childhood adversityand mental health problemsare associated with various adverse outcomes,
including substance abuse, low quality of life and suicidality during adulthood (e.g., Brown et
al.,1999; Lee et al., 2011; MclLaughlin et al., 2012; Simon et al., 2009). Alarmingly, the number
of youth in the Netherlands experiencing mental health problems has rapidly increased since
2017 to rates between 31% and 33% in 2021 (Boer et al., 2022). Part of these youth receive
mental health care (Bakker, 2022). Yet, although youth mental health interventions in general
have beneficial effects, not all interventions are effective (Howick et al., 2022; Weisz et al.,
2017). That is, a meta-analysis showed that interventions for youth with multiple mental
health needs did not have any effects (Weisz et al., 2017), suggesting that interventions are
not effective for those who need it the most. Thus, interventions or the conditions under which
they are provided should be improved (Weisz et al., 2017; Weisz, Ugueto, et al., 2013). As strong
social support networks are linked to higher levels of resilience (Smith & Carlson, 1997), which
is the ability to adaptin face of adversity (Ungar, 2011), it has been suggested that interventions
can be improved by engaging the informal support network (Sousa & Rodrigues, 2009), thus
using the full potential of youth's support systems.

The present dissertation focuses on youth with mental health needs, including youth that
grow up in multi-problem families. Multi-problem families are families that experience multiple
and complex problems, which are often chronic and intergenerational, and which occur in
multiple domains such as mental health, family functioning, and their social networks (Bodden
& Dekovi¢, 2016; Tausendfreund et al., 2016). These problems place children in these families
at risk for developing psychological problems (Bodden & Dekovi¢, 2016), while psychological
interventions are often ineffective (Richtlijnen jeugdhulp en jeugdbescherming, 2022a; Weisz
et al, 2017). As a result of the complexity of problems that multi-problem families experience,
these families often receive care from various organizations, resulting in fragmentation of
care, hampered coordination between professionals and institutions, and single solutions that
fail to solve complex problems (Chesquiere, 1993; Mehlkopf, 2008; Sousa & Rodrigues, 2009;
Tausendfreund etal., 2016). Various methods of integrated care approaches have been developed
to overcome fragmentation and lack of coordination and continuity of youth care (World Health
Organization, 2016) with the aim to improve treatment effect and efficiency, quality of life,
and client satisfaction (Valentijn et al., 2013). Examples are the ‘Wraparound care model in the
United States (Malysiak, 1997), the Troubled Families’ program in the United Kingdom (Hayden
& Jenkins, 2014), and the ‘One family, one plan’ (1Gezin1Plan) policy in the Netherlands (N]I,
2011). These approaches integrate formal care systems, that is, care provided by organizations in
formal settings (e.g., health care and social services), yet very few integrate formal with informal
care systems, that is, a family's informal social network including relatives, friends and informal
groups. As multi-problem families depend on various support systems, including informal
support, promoting the coordination between formal and informal support may be particularly
important to strengthen the resilience of youth from multi-problem families (Sousa & Rodrigues,
20009).

Activating the social network in interventions

Social support from the informal network, including natural mentors, friends, relatives and
professionals, is consistently linked to resilience and positive youth development (Sarason &
Sarason, 2009; Southwick et al., 2006; Ungar, 2011; van Dam, Smit, et al., 2018) and, thus, protects
individuals from developing problems in stressful situations (Harandi et al., 2017). Activating
and utilizing the resources in the informal social network by involving social network members



in interventions may be promising, because it could enhance effectiveness while reducing the
involvement of professionals from the formal care systems. Two potential working mechanisms
may explain why social network engagement in interventions could enhance intervention
effectiveness.

First, engaging the social network in interventions is thought to contribute to the fulfillment
of the basic needs for self-determination (autonomy, competence, and relatedness; Ryan &
Deci, 2000), which is thought to promote treatment motivation and subsequently effectiveness
(Krause, 1966; van der Helm et al., 2018). Engagement of the social network may facilitate shared
decision-making, which means that goalsetting is done in collaboration with the client system,
which is thought to result into personal treatment goals that are set for autonomous reasons
(Bartelink etal., 2015; van Dam & Schwartz, 2020). Shared-decision making with the client's social
network can help youth achieve the treatment goals from the perspective of autonomy, foster
youth's self-experienced competence by emphasizing what they can achieve by themselves with
their own social environment, and strengthen youth's feelings of relatedness with their network
(Ashida etal., 2019; Chan etal., 2013; van Dam et al., 2020). Second, engaging the social network
in interventions is assumed to result in increased social support and higher quality relationships
(e.g., Ashida etal., 2019; Chan et al., 2013; van Dam et al., 2020). As these relationships are likely
to endure after the treatment has ended (Zimmerman, 2005), they are thought to enhance
resilience, or the ability to recover from adversity (Ungar, 2011), by acting as a protective factor
during times of crisis (Ozbay et al., 2007; Southwick et al., 2006; Ungar, 2011). This potentially
leads to less future care use, and more sustained intervention effects.

Thus, utilizing the resources in social networks by engaging social network members in youth
interventions is promising. Indeed, a meta-analysis indicated that interventions for promoting
family wellness that focused on building parents’ social networks were more effective than
interventions without such element (Macleod & Nelson, 2000), and recent (meta-analytic)
reviews on youth-initiated mentoring (YIM), an intervention program with social network
involvement, also found positive effects (Dantzer & Perry, 2022; van Dam et al., 2020). However,
other overview studies failed to demonstrate positive effects of specific programs that activate
the social network, that is, family-group decision making (FGDM; Dijkstra et al., 2016; McGinn et
al., 2020) and multi-family program Families and Schools Together (FAST; Valentine et al., 2019).
Therefore, the first aim of this dissertation is to synthesize the knowledge on the effectiveness
of psychological interventions for youth that involve their social network by conducting a meta-
analysis.

InConnection approach

A careapproach in which the informal social network is involved, developed for youth with mental
health needs from multi-problem families, is the InConnection approach (InVerbinding) (van
Dam et al., 2017, 2020; van Dam & Verhulst, 2016). The InConnection approach is a specialized
treatment that aims to increase resilience in youth from multi-problem families and prevent
(repetition of) out-of-home placements. The treatment integrates both formal and informal
networks. It integrates formal support systems through its multidisciplinary team consisting of
professionals specialized in youth and family care, psychiatry, addiction care, and care for people
with mild intellectual disabilities. Thus, the InConnection approach brings different types of
expertise and care together within one approach and team (van Dam & Verhulst, 2016), which is
thought to increase the experienced continuity of care, as treatments are coherently organized to
meet the family's needs and preferences (van Dam & Schwartz, 2020). Previous research indeed
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demonstrates that continuity of care is valued by multi-problem families (Visscher et al., 2022),
and is linked to increased treatment effectiveness (Valentijn et al., 2013).

The InConnection approach also integrates the youth's informal network by collaborating
with a youth-initiated mentor (YIM; Jouw Ingebrachte Mentor or JIM in Dutch), who is a natural
mentor or supportive non-parental adult nominated by the youth (van Dam & Schwartz, 2020).
This mentor is a confidant and spokesperson for the youth, and a partner for parents and
professionals (Schwartz et al., 2013). The involvement of the YIM is thought to increase youth and
family resilience through increasing youth's social resourcefulness, shared-decision making and
treatment motivation (van Dam & Schwartz, 2020).

The experience of a supportive relationship with a YIM may increase youth's social
resourcefulness (van Dam & Schwartz, 2020), which is the ability to seek help and support from
the social network. It is suggested that the positive relationship with a YIM is a safe context
for youth to practice and develop relationship skills, allowing youth to benefit more from the
social ties within their networks (van Dam & Schwartz, 2020). Indeed, higher quality mentoring
relationships are associated with improved relationships with other adults (Chan et al., 2013;
Rhodes et al., 2005). Social resourcefulness is, in turn, found to be related to positive treatment
outcomes, such as increased self-esteem, prosocial behaviors, and reductions in misconduct in
school-based programs (Chan et al., 2013; Rhodes et al., 2005).

Collaboration with a YIM may increase shared-decision making with the client system and
broader social network (van Dam & Schwartz, 2020). The YIM represents the youth and actively
collaborates with the case manager (van Dam & Schwartz, 2020), for example in formulating
a treatment plan (van Dam & Verhulst, 2016), which is thought to enhance shared-decision
making. Having personal goals has been associated with goal progress (Koestner et al., 2002),
suggesting that shared-decision making may indeed increase treatment effectiveness.

The positioning of and collaboration with a YIM is also suggested to contribute to treatment
effectiveness through enhanced treatment motivation. It has been long recognized that
treatment motivation is an important factor for treatment effectiveness (Krause, 1966; Ryan et
al.,1995). InConnection has been developed with the aim to fulfil the three basic needs for self-
determination, which are the necessary ingredients for motivation (Ryan & Deci, 2000). That is,
InConnection aims to support youth to autonomously choose a YIM and participate in shared-
decision making, as adults (e.g., parents, professionals) believe youth have the competence to
choose what is right for them. Furthermore, the positioning of a YIM is thought to increase the
relatedness with a supportive figure (van Dam et al., 2019) and others (Chan et al., 2013; Rhodes
et al., 2005). Mentors also directly encourage youth to participate in treatment and achieve
challenging treatment goals (Spencer et al., 2016).

InConnection started as a small pilot (van Dam & Sijbesma, 2014), but has since grown to
be a popular intervention adopted by different youth care organizations in the Netherlands. The
intervention is attractive for both families and care organizations, as it aims to reduce the need
for more intensive, restrictive and expensive care options such as out-of-home placements (van
Dam & Verhulst, 2016). Yet, it may seem simpler than it is to integrate care by collaborating with
other mental health professionals (Nooteboom, Van Den Driesschen, etal., 2020) and the client's
social network through youth-initiated mentoring (Schwartz & Rhodes, 2016). While treatment
programs that involve the client's social network are promising, there is limited evidence for
their success and effectiveness (Dantzer & Perry, 2022; Dijkstra et al., 2016; McGinn et al., 2020;
Valentine etal., 2019; van Dam et al., 2020). Yet, preliminary results of InConnection, specifically,
are promising, as between 80% and 90% of youth continued to receive outpatient treatment



only, despite a prior indication for out-of-home placement (van Dam et al., 2017; van Dam,
Klein Schaarsberg, et al., 2018). Research with a more rigorous design is needed to examine the
effectiveness of InConnection. Therefore, the second aim of this dissertation is to examine the
effectiveness and working mechanisms of the InConnection approach for youth from multi-
problem families.

Support during the Covid-19 pandemic

As social support protects individuals from developing problems in stressful situations
(Harandi et al., 2017), it may have been of particular importance during the Covid-19 pandemic.
Governments have taken extraordinary and severe measures to fight the virus since January 2020,
such as lockdowns and physical distancing, which may have negatively impacted individuals’
mental health (Brooks et al., 2020; Jones et al., 2021), particularly for those with pre-pandemic
vulnerabilities such multi-problem families. As a result of the imposed restrictions, many
youth and their parents were forced to spend most of their time at home, potentially limiting
the possibilities for support from their informal and formal networks. Results of studies on the
impact of the Covid-19 pandemic on youth are heterogeneous, and suggest that for a sizable
group (but not for everyone) the imposed restrictions during the pandemic negatively affected
youth mental health (Brooks et al., 2020; Jones et al., 2021), mediated by increased stress
(Achterberg et al., 2021). People who already were vulnerable before the pandemic tended to
suffer more (Kim & Laurence, 2020; Weeland et al., 2021). Yet, research in high-risk populations,
such as multi-problem families, during the Covid-19 pandemicis lacking. Consequently, the third
aim of this dissertation is to gain insight in the mental health of multi-problem families during
the pandemic, and whether experienced informal and formal support were protective factors.

The present dissertation

The overall purpose of this dissertation is to increase knowledge on the effectiveness of
integrating and utilizing the social network in treatment programs, thereby addressing several
aforementioned gapsintheliterature. The firstaim of this dissertation is to provide insightinto the
effectiveness of youth interventions that utilize the social network. Chapter 2, therefore, describes
a meta-analysis on studies examining the effectiveness of mental health interventions that
utilize the youth's social network. In this meta-analysis, | include various types of interventions
that activate and utilize the social network, such as youth-initiated mentoring and family group
decision-making. The second aim of this dissertation is to further extend the knowledge on the
effectiveness and working mechanisms of the InConnection approach for youth with mental
health needs from multi-problem families. We set up the project Growth in Personal Environment
(GRIP), of which the background and methods have been described in a study protocol in
Chapter 3. GRIP uses a mixed-methods and multi-site design, including both semi-structured
interviews with youth, parents and mentors, as well as a quasi-experiment with multi-informant
questionnaire assessments. To better understand the perspectives and needs of youth, parents
and mentors in the YIM approach within InConnection, Chapter 4 includes a qualitative interview
study in which we investigated their opinions and needs. We also described to what extent the
needs of youth and parents were met by the YIMs. The effectiveness of the InConnection approach
was examined in a quasi-experimental study, which is presented in Chapter 5. We examined the
effectiveness of InConnection in comparison to care as usual for youth from multi-problem
families on several youth and parental outcomes, including youth resilience. This chapter also
examined potential working mechanisms as mediators of treatment effectiveness. Our third aim
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was to better understand the links between pandemic-related stress, support and mental health
in multi-problem families during the Covid-19 pandemic. The pandemic potentially impacted
both families’ mental health as well as their possibilities for receiving support. Therefore, in
Chapter 6 we study the concurrentassociations between experienced formal and informal support,
pandemic-related stress, and mental health of youth and parents from multi-problem families at
multiple timepoints during the Covid-19 pandemic. Finally, the findings of this dissertation are
discussed in Chapter 7, and concluding remarks and recommendations for future research and
practice are provided.
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CHAPTER 2 THE EFFECTIVENESS OF ACTIVATING THE SOCIAL NETWORK IN YOUTH INTERVENTIONS

Abstract

Introduction: Activatingand utilizing the resources in social networks by engaging social network
members in youth interventions may enhance effectiveness while reducing the involvement of
professionals. This meta-analysis aims to examine the effectiveness of interventions foryouth that
activate the social network for improving youth outcomes (i.e., academic and work functioning,
externalizing problems, psychological problems, family functioning and child safety, and social
functioning). Methods: A literature search yielded 37 studies with 35 independent samples (N
= 712,269) of youth aged 0-26 years (M = 7.20). From these studies, 409 effect sizes could be
extracted. We conducted a three-level meta-analysis to control for the dependency among effect
sizes within studies. Results: Overall, we found no effect of interventions activating the social
network (d = 0.11, p = .241). Yet, moderator analyses revealed circumstances under which such
interventions were effective in improving youth outcomes. Positive effects were demonstrated
for youth-initiated mentoring interventions (d = 0.46), youth deciding who to involve (d = 0.52),
interventions that involve only one person (d = 0.56), European samples (d = 0.40), interventions
targeting youth with mental health needs (4 = 0.75), data retrieved through questionnaires
(d = 0.10) and official records (d = 0.14), assessments completed by professionals (d = 0.34) or
parents (d = 0.17), and outcomes that were corrected for pre-test differences between conditions
(d = 0.27). Discussion: This meta-analysis demonstrates that social network activation matters
for intervention effectiveness under specific conditions. Our findings show that youth-initiated
mentoring interventions, in which youth themselves select who to involve, and in which only
one person from the social network is involved, was most effective in promoting positive youth
outcomes. Additionally, interventions that activate the social network were more effective in
youth with mental health needs. These results can be used to improve interventions.

Keywords: meta-analysis, social network activation, intervention effectiveness, youth outcomes



Childhood adversity and mental health problems are associated with various adverse outcomes,
including substance abuse, low quality of life and suicidality during adulthood (e.g., Brown et al.,
1999; Lee et al., 2011; MclLaughlinetal., 2012; Simon et al., 2009). Psychological care is considered
the primary resource to help prevent and reduce many of these mental health problems in youth
(Weisz et al., 2005). Although youth (mental health) care in general has beneficial effects, not
all interventions are effective (Howick et al., 2022; Weisz et al., 2017) and thus, interventions or
the conditions under which they are provided should be improved (Weisz et al., 2017; Weisz,
Ugueto, et al., 2013). One of the avenues to achieve this is by making use of the youth's and its
primary caregiver's social network, because social support offered by extended family and other
very important persons outside the family (i.e., VIPs, including friends, peers and neighbors) is
associated with resilience and positive youth development (Sarason & Sarason, 2009; Southwick
et al., 2006; Ungar, 2011; van Dam, Smit, et al., 2018). From here onwards, we will refer to this
support system as ‘social network’.

Activating and utilizing the resources in social networks by engaging social network members
in youth interventions may be promising, because it may enhance effectiveness while reducing
the involvement and time investment of professionals. Indeed, a meta-analysis indicated that
interventions for promoting family wellness that focused on building parents’ social networks
were more effective than interventions without such element (MaclLeod & Nelson, 2000), and
recent (meta-analytic) reviews on a youth-initiated mentoring (YIM), an intervention program
with social network involvement, also found positive effects (Dantzer & Perry, 2022; van Dam
et al., 2020). However, other overview studies failed to demonstrate positive effects of specific
programs that activate the social network, that is, family-group decision making (FGCDM,; Dijkstra
etal., 2016; McGinn et al., 2020) and multi-family program Families and Schools Together (FAST;
Valentine et al., 2019). Since no recent systematic quantitative review (i.e., meta-analysis) exists
thatincludes all types of interventions thatinvolve the social networkin order to preventor reduce
mental health problems in youth, and because the evidence of extant reviews is unequivocal, this
meta-analysis examined the effectiveness of youth interventions that activate the social network
compared to forms of interventions that do not involve the social network, and what moderates
this effectiveness.

Activating the social network in interventions

Engaging the social network in interventions to promote youth outcomes can be a promising
approach for two reasons. First, engaging the social network in interventions is thought to
contribute to the fulfillment of the basic needs for self-determination (autonomy, competence,
and relatedness; Ryan & Deci, 2000), which may be expected to promote motivation and
subsequently the effectiveness of the intervention (Krause, 1966; van der Helm et al., 2018).
Engagement of the social network facilitates shared decision-making about self-concordant
treatment goals (Bartelink et al., 2015) and how to achieve these goals from the perspective
of autonomy, it fosters self-experienced competence by emphasizing what clients can achieve
by themselves with their own social environment, and strengthens feelings of relatedness with
their network (Ashida et al., 2019; Chan et al., 2013; van Dam et al., 2020). Second, engaging
the social network in interventions is assumed to result in increased social support and higher
quality relationships (e.g., Ashida et al., 2019; Chan et al., 2013; van Dam et al., 2020). As these
relationships are likely to endure after the interventions ends (Zimmerman, 2005), they are
thought to enhance resilience, or the ability to recover from adversity (Ungar, 2011), by acting as
a protective factor during times of crisis (Ozbay et al., 2007; Southwick et al., 2006; Ungar, 2011).
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This potentially leads to less future care use.

In summary, interventions that involve the youth's social network may promote treatment
motivation, foster higher quality relationships and social support, which can help alleviate
problems. These interventions can be differentiated from treatments that target social network
problems, such as multisystemic therapy or multidimensional family therapy, by their focus on
utilizing the resources in existing social support networks outside the nuclear family rather than
improving the social network by reducing interaction problems (Baldwin et al., 2012). Thus, this
meta-analysis focused on the effectiveness of youth interventions in which the social network
is utilized through its strength rather than the network being the target of the treatment itself.

Moderators of intervention effects

Inaddition to assessing overall effectiveness of social network engagementinyouth interventions,
the aim of this study was to identify who benefits most from these interventions and under which
circumstances, by examining moderators of intervention effects. Four categories of moderators
were examined: program characteristics, sample characteristics, outcome characteristics, and
study quality characteristics.

Program characteristics

Studying program characteristics, such as intervention type, duration and method of involvement
of the social network, as moderators of effectiveness, can help understand which intervention
types are most effective.

Programs vary in who and how many people from the social network are involved, and
who chooses to involve whom. That is, interventions vary in who is involved, for example
family members (Dijkstra et al., 2016; McGinn et al., 2020), or school staff and peers (Valentine
et al,, 2019). Some interventions allow anyone to be involved regardless of their role or type of
relationship, such as in youth-initiated mentoring (Dantzer & Perry, 2022; van Dam et al., 2020)
and some family group decision-making programs (Dijkstra et al., 2016; McGinn et al., 2020).
Moreover, child-centered interventions may promote youth to have close contact with one person
(Dantzer & Perry, 2022; van Dametal., 2020), whereas family-centered interventions may include
components in which different parties with an interest in the youth's wellbeing are gathered
without the youth necessarily having close contact with the people engaged (Dijkstra etal., 2016;
McGinnetal.,2020). Thus, the number of people involved varies greatly, ranging from one person
(van Dam et al., 2020) to a maximum of around 30 people (Dijkstra et al., 2016; McGinn et al.,
2020). We expect that it is more effective to involve one person rather than several people, based
on the mechanism of diffusion of responsibility (Darley & Latane, 1968; Fischer et al., 2011). That
is, if one person holds responsibility, the task will be taken more seriously, whereas if multiple
people are involved, they may believe that others from the group will take responsibility, which
can resultin a situation where no one takes action, because everyone is waiting for someone else
to act. Thus, we expect that if one or relatively few people are involved, they are more likely to
act (Darley & Latane, 1968; Fischer et al., 2011), thus making these programs more effective than
interventions involving more people.

Furthermore, we expect that if youth themselves make the decision on whom to involve, this
increases their sense of autonomy, which subsequently stimulates their treatment motivation,
which thus contributes to more effective interventions (Ryan & Deci, 2000). Therefore, we expect
that treatment motivation and consequently intervention effectiveness is lower in programs in
which youth cannot choose who to involve, for example because their parents makes this decision



(Dijkstraetal., 2016; McGinn et al., 2020), or people become involved because they belong to the
same social group (e.g., classmates, Valentine et al., 2019).

Sample characteristics

By examining sample characteristics such as age, socioeconomic status (SES), gender, and region as
moderators, we gain insightin for whom interventions with a social network component work best.
For example, interventions with a social network component may be more effective for adolescents
than for children, because youth become more autonomous and create relationships independently
from their parents during adolescence (Spear & Kulbok, 2004). Perhaps youth benefit more from
interventions if they autonomously involve individuals from their social network.

Another example is that social network involvement in interventions may be more effective
depending on youth's SES background. That is, low SES families may be less likely to find and
involve someone from the network who is well able to assist or engage in an intervention for
youth (Schwartz & Rhodes, 2016), as they have less social support and social capital (American
Psychological Association, 2006; Leventhal & Brooks-Cunn, 2000). This might result in a higher
effectiveness for high and average SES youth than for low SES youth. Alternatively, low SES youth
may have more to gain from interventions as they experience more problems (Mclaughlin et al.,
2012), thus resulting in greater effects compared to high SES youth.

Assessment characteristics

Intervention effectiveness may be influenced by outcome or assessment characteristics, such as
type of assessment and informant. For example, assessment types could influence intervention
effectiveness due to response bias (Shadish et al., 2002). That s, if a researcher is present during
data collection, such as in interviews, people are less likely to disclose socially undesirable
information and report higher levels of program satisfaction to accommodate the researcher
(Ford et al., 1997; Gnambs & Kaspar, 2014). Hence, we expect that data collected through
interviews yield larger effect sizes than questionnaire data and official reports.

Study quality characteristics

Intervention effectiveness may vary depending on characteristics that make up the quality
of a study, such as study design, type of control group, and sample size, as these factors have
consistently shown to affect meta-analytic results (Cheung & Slavin, 2016). For example, studies
with a more robust design like a randomized-controlled trial (RCT) may yield smaller effect sizes
than quasi-experimental studies (Farrington, 2003), as groups are generally less comparable in
quasi-experimental studies (Shadish et al., 2002). Furthermore, quasi-experimental studies can
be retrospective, and may only include participants who completed the intervention, which is a
select group. In comparison, RCTs generally include all participants who started the intervention,
including those who did not complete it, and thus include participants in the evaluation who
likely did not benefit (Farrington, 2003). Thus, we expect to find larger effect sizes in studies using
the completer approach compared to the intention-to-treat approach.

Additionally, we expect that studies in which the control group receives no intervention
(waiting list) yield larger effect sizes than studies in which the control group receives care as usual
(CAU). That is, participants receiving another form of intervention are more likely to improve
during the study than untreated participants (Shadish et al., 2002).

Finally, we expect that the quality of older studies is lower compared to more recent studies
due to statistical and methodological advances in social science research over the last decades.
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Additionally, studies that have been published in journals with high impact factors may report
larger effects than unpublished studies due to publication bias (Cheung & Slavin, 2016; Saha et
al., 2003).

Current study

In this study, we aimed to gain knowledge on the effectiveness of youth care interventions with a
social network component, and on the impact of potential moderators of effectiveness. For this
purpose, a literature search was conducted to trace relevant studies. A three-level meta-analytic
design was used, allowing the extraction of multiple effect sizes from individual primary studies.
In this way, a comprehensive understanding of the effectiveness of social network involvementin
interventions for youth is provided.

Method
Study selection
The literature search included English-language peer-reviewed studies and (unpublished)
dissertations and reports about interventions for youth in which the social network is involved.
A number of criteria were specified to determine whether studies could be included in this
meta-analysis. First, interventions should be focused on youth (0-26 years) to be included. That
is, interventions that do not have youth as (primary) client (e.g., parent training programs) were
not included. Second, interventions had to include at least one component of social network
involvement. This component should be an essential and integral part of the intervention, hence,
the engagement of the social network should not be optional or recommended. The social
network should be involved to provide youth and/or parents with support, and interventions
that aim to change dysfunctional dynamics in the social network (such as family therapy) were
excluded. Likewise, interventions that are led by the social network (e.g., peer-led or teacher-led)
were also excluded. Moreover, interventions that only engaged the immediate family (parents,
siblings and other members of the household), and no other members of the social network,
were not considered for this study. Third, only controlled studies were included. Although
RCTs can be regarded as the “golden standard” in effectiveness studies (Farrington, 2003), we
decided to include any experimental study with a control group to increase the power, enhance
generalizability of the results, and to reduce the risk of missing relevant results. Fourth, studies
had to report on youth outcomes, such as social and emotional competencies, psychological or
behavioral functioningand child safety. Sixth and finally, studies had to report or provide statistics
suitable for meta-analyses, or sufficient statistical information that is required for calculating an
effect size manually (e.g., proportions or mean scores and standard deviations).

We conducted aliterature search through Ovid in electronicdatabases ERICand PsycInfo using
a search string with five elements: 1) social network component; 2) intervention; 3) target group;
4) research design; and 5) youth outcome. The complete search strategy is shown in Appendix
A. This search strategy resulted in 6303 records. Next, we identified more potentially relevant
primary studies using snowballing. We inspected reference lists of meta-analyses and systematic
reviews (Allan etal., 2027; Dijkstraetal., 2016; McGinn et al., 2020; Valentine et al., 2019; van Dam
etal., 2020) and studies found through the electronic search. These additional sources resulted
in 73 records. After deduplicating, these search strategies resulted in a list of 5979 studies, which
were screened by the first, second and third authors in Rayyan (Ouzzani et al., 2016) according
to the aforementioned inclusion criteria. Studies were most frequently excluded because the
interventions were not youth-focused and/or did not include a social network component. We
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excluded 13 studies because full texts were unavailable. A total of 37 studies, with 35 independent
samples, and 409 effect sizes met the inclusion criteria. The study selection process is presented
in a flowchartin Figure 1. Table 1 shows the characteristics of the included studies.

Coding studies and potential moderators

To code relevant study characteristics, a coding instrument was developed based on the coding
instruments of Dijkstra et al. (2016) and van Dam et al. (2020). The coding was done by the first,
second, third, and fourth authors with continuous support from the lastauthor. During the coding
process there were regular meetings with the team during which ambiguities, disagreements
and inconsistencies were discussed. The codebook can be found in Appendix B.

Records identified through Records identified through
database searching other sources (reference lists,
(k =6303) expert suggestions)
(k=13)

y A 4
Records after deduplicates removed

(k =5979)
A
Records screened by reading Records excluded
title and abstract N (k =5842)
(k =5979) g
A
Full-text articles assessed for Full-text articles excluded
eligibility (k =100)
(k =137) "

A
Studies included in meta-
analysis
(k =37)

[ Included ] [Eligibili ] [ Screening ] [ Identification }

Figure 1. Flowchart of the Study Selection Process

Program characteristics

Intervention program characteristics were coded by the nature of the intervention (universal
preventive, selective preventive, indicative preventive, curative), program context (child welfare,
mental health care, law enforcement, or community/school), program duration (in sessions and
in months), whether the intervention was a youth-initiated mentoring, family group decision-
making or multi-family program (yes, no), whether youth themselves decide on who to involve
(yes,no), thetypes of peoplethatare involved (extended family, school, peers, and neighborhood),
the number of people that are involved (one person, multiple people), and the percentage of
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CHAPTER 2 THE EFFECTIVENESS OF ACTIVATING THE SOCIAL NETWORK IN YOUTH INTERVENTIONS

participants from the experimental group in which social network engagement was successful,
which served as a measure of fidelity.

Table 1. Characteristics of Included Studies

Study Intervention Design n No. of No. of ES
outcomes

Baffour, 2006 FGDM RCT 292 1 1
Berzin, 2006 FCDM QE 327 3 4
de Vriesetal., 2017 NP RCT 10 n 22
de Vries etal., 2018 NP RCT 101 9 18
Dijkstra etal., 2019 FGDM RCT 328 7 22
Edwards etal., 2006 FGDM QE 680 1 3
Creeson & Thompson, 2017 YIM RCT 7 1 1
Haukenetal., 2018 CPP RCT » 2 2
Hollinshead etal., 2017 FGDM RCT 503 3 3
Jamesetal., 2016 NP RCT 127 21 21
Jeongetal., 2012 FCDM RCT 782 2 2
Kingetal., 2006 YIM RCT 97 17 28
King etal., 2009 YIM RCT 448 15 17
Kingetal., 2019 YIM RCT 448 2 2
Knox etal , 2011 FAST QF 282 4 10
Kratochwill et al., 2004 FAST RCT 100 5 20
Kratochwill et al., 2009 FAST RCT 134 5 20
Lambertetal , 2017 FCOM QF 613180 1 1
Leonetal., 2016 FF QE 458 4 4
McGarrell & Hipple, 2007 FCDM RCT 782 2 9
Millenky etal., 2010 NGYCP RCT 3,074 55 55
Millenky etal., 2014 NGYCP RCT 1173 12 12
Onrustetal., 2015 FGDM QE 124 1 1
Pennell etal , 2010 FCOM QF 649 1 1
Reekersetal., 2018 SoS QE 38 5 5
Rushovich etal., 2021 FGDM RCT 1423 5 13
Sheets etal , 2009 FCDM QF 4,066 1 1
Sundell & Vinnerljung, 2004 FGDM QE 239 8 8
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Teal, 2013 FGDM QE 755 2 2
90

Tijmsetal., 2018 BBC RCT 1 2
Turley etal. 2017 FAST RCT 3.084 2 4
van Dametal., 2017 YIM QE 200 1 1
van Dam, Klein Schaarsberg, et al., 2018 YIM QE 42 3 3
Vandivere etal., 2017 FF RCT 568 38 63
Wangetal., 2012 FGDM QF 80,690 1 1
Weigensberg et al., 2009 FGDM QE 650 6 6
Wingrove & Weisz, 2005 FGDM QE 66 2 2

Note. ES = effect size; FGDM = family group decision making; NCYCP = National Guard Youth Challenge program; NP
= New Perspectives; YIM = youth-initiated mentoring; CPP = Cancer PEPSONE Program; FAST = Families And Schools
Together; FF = Family Finding; SoS = Signs of Safety; BBC = Bibliotherapeutic Bookclub; QE = quasi-experimental trial;

RCT = randomized-controlled trial.

Sample characteristics

The following sample characteristics were coded: continent, level of risk, special populations
(juvenile offenders, mental health needs), gender, ethnicity, age, SES, and family composition.
The continent was coded as the continent from which the sample originated. Level of risk was
coded as low risk (normative samples) or high risk (samples with apparent pre-existing risk
factors). Additionally, two special populations were identified, that is, juvenile offenders and
youth with mental health needs (yes, no). Gender was operationalized as the percentage of boys
in the sample, and age as the mean age. We coded the percentage of ethnic minorities in the
sample as a measure of ethnicity. SES was coded as predominantly low, or predominantly average
or high based on education, job and income of youth and/or their parents. We calculated the
percentage of intact families as a measure of family composition.

Assessment characteristics

The following assessment characteristics were coded: the outcome domain (1=academic/
work functioning: school, work, executive functioning; 2=externalizing problems: aggression,
delinquency, conduct problems; 3=family functioning /child unsafety: child unsafety, child
maltreatment, out of home placements, service use; 4=physical health; 5=psychological
problems: internalizing problems, substance use, unhealthy coping; and 6=social: social support,
social skills), assessment type (questionnaire, interview, official record, observation), information
source (youth, parents, school, combination, staff, official record), time of assessment (post-test,
follow-up), and the number of weeks after the intervention ended. For each outcome, we coded
the n per group and corresponding effect size.

Study quality characteristics

The following study quality characteristics were coded: year of publication, whether a study was
peer-reviewed (yes, no), journal impact factor, Q-rank, sample size, non-response, study design
(RCT or quasi-experimental, and retrospective or prospective), whether the effect size is corrected
for pre-test levels (yes, no), intention-to-treat (yes, no), and control condition (CAU, no care).
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CHAPTER 2 THE EFFECTIVENESS OF ACTIVATING THE SOCIAL NETWORK IN YOUTH INTERVENTIONS

Calculation and analysis of effect sizes

Cohen's d was calculated to establish the effectiveness of social network involvement in youth
interventions based on differences between youth receiving interventions containing a social
network component and youth receiving regular care or no care. Following the criteria of Cohen
(1988), an effect size of d = 0.20 was considered small, an effect size of d = 0.50 was considered
medium and an effect size of d=0.80 was considered large. In most cases, Cohen's d was computed
based on means, standard deviations, t, F, y* or a one-tailed p-value using formulas of Lipsey and
Wilson (2001).

All coded data and calculated effect sizes were entered in SPSS version 26. Before the analyses
were performed, categorical variables were recoded into dummy variables for each category of a
variable and continuous variables were centered around their mean.

To examine the overall effect of interventions involving the social network, a multi-level
meta-analysis was performed as most of the included studies assessed more than one outcome.
To account for dependency of the effect sizes from the same study a three-level meta-analytic
approach was used. This approach results in a better estimation of effects and more statistical
power compared to a traditional meta-analytic approach (Bijleveld & Commandeur, 2009). An
advantage is that multiple variables can be tested as potential moderators of the overall effect
(Assink & Wibbelink, 2016).

Threesources of variance are modeled in a three-level meta-analysis: (1) the sampling variance
of the observed effect sizes, (2) the variance between effect sizes obtained from the same study,
and (3) the variance between studies. To determine whether the variance on the second (within-
study) and/or third (between-study) level was significant, two one-sided log-likelihood-ratio tests
were conducted (Assink & Wibbelink, 2016). Significant variance at level two or three indicates
heterogeneity in the effect size distribution, meaning that the overall mean effect size is not a
correct estimate of a common effect size. In such cases, moderator analyses can be performed in
an attempt to explain within-study and/or between-study heterogeneity in effect sizes.

Allanalyses were conducted in R (version 4.0.5, R Core Team, 2016) using the metafor package
(Viechtbauer, 2010), and the syntax by Assink and Wibbelink (2016). All model parameters were
estimated using the restricted maximum likelihood estimate in random effects meta-analytic
models, using a 5% significance level. The Knapp and Hartung adjustment (2003) was used in
testing the significance of individual regression coefficients, implying that the significance of
coefficients was tested using the t- and F-distributions rather than the z-distribution. Moderator
analyses were conducted to test the moderating effect of the selected sample characteristics on
the overall effect of the interventions. Finally, a multiple moderator model was tested, including
all significant moderators to examine the unique impact of each moderator.

Publication bias

A common problem in performing meta-analyses is that studies may not have been published
because of non-significantor unfavorable findings, the so-called “file drawer problem” resulting in
publication bias (Rosenthal, 1979). We obtained unpublished material as best as possible, which
is the simplest solution to publication bias (Mullen, 2013). To examine the potential presence of
publication bias, we applied three methods. First, we used Egger's (1997) regression test to test
publication bias. Following Fernandez-Castilla et al. (2021), an adapted version of the Egger's test
was used, accounting for dependency of effect sizes, to test the association between the effect
size and the standard error. The standard error of the effect size was included as a moderator in
the regression model.
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Second, we used an extension of the funnel plot test for use in three-level meta-analyses
(Fernandez-Castillaetal., 2021), formally testing funnel plot asymmetry. Following the guidelines
by Fernandez-Castilla et al. (2020), we depict both funnel plots of effect sizes and plots of study
effects. Effect sizes missing in the lower-left part of the funnel plotindicates publication bias. In a
funnel plot of study effects, separate random-effects meta-analyses are conducted on each study,
resulting in a dot based on the sample size and the number of effect sizes within the study.

Third, we performed the trim-and fill-method (Duval & Tweedie, 2000a, 2000b), testing
whether effect sizes are missing on the left side of the distribution, indicating publication bias.
Previous simulation studies have shown that effect size estimates based on imputation of effect
sizes after the trim-and-fill procedure may not be accurate (Fernandez-Castilla et al., 2021; Peters
et al., 2007). Therefore, we used the trim-and-fill procedure as outlined by Fernandez-Castilla
et al. (2021), which estimates the number of effect sizes imputed at the right side or left side of
the distribution to examine whether the overall effect size estimates were sensitive to potential
presence of publication bias. Fernandez-Castilla et al. (2021) have proposed a method in which
the estimated number of effect sizes on the left side of the funnel plot distribution is related to a
cutoff value of the estimator of the trim-and-fill method, based on the population effect size and
power (number of effect sizes). If the number of imputed studies exceeds the cutoff value, this
may be indicative of publication bias.

Results

Descriptive characteristics

The current meta-analysis consisted of 37 studies, with 35 independent samples, and 409 effect
sizes. The samples consisted of 712,269 participants in total. There were two studies with extremely
large samples (n>5,000), namely Wangetal. (2012) n=80,690, and Lambertetal. (2017) n=613,180.
Samples consisted of youth aged 0-26 years (M =7.20), and 52.7% boys on average. Most samples
came from North-America (71.4%), and some from Europe (28.6%). Almost all samples included
at-risk youth populations (94.1%), such as youth with mental health needs (17.1%) and juvenile
offenders (11.4%). Studies were published between 2004 and 2021. Most studies had a RCT (k = 21,
56.8%) as study design, others had a quasi-experimental design (k =16, 43.2%). Intention-to-treat
was the most common analyticdesign (k=16, 43.2%), other studies were analyzed using completer-
analysis (k=14,37.8%), or did not mention the analysis strategy (k=7,18.9%). The studies examined
various program types involving the social network, such as youth-initiated mentoring, family
group decision-making, and multi-family programs (see Table 2).

Table 2. Number of Studies and Effect Sizes per Intervention Type

YIM FGDM Multi-family Other Total
# Studies (%) 11(29.7) 20 (54.1) 4(10.8) 2(5.4) 37
#ES (%) 190 (46.5) 147 (35.9) 69 (16.9) 3(07) 409

Note. # studies = number of studies; # ES = number of effect sizes; YIM = youth-initiated mentoring; FCDM = family

group decision making.
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CHAPTER 2 THE EFFECTIVENESS OF ACTIVATING THE SOCIAL NETWORK IN YOUTH INTERVENTIONS

Overall effect and heterogeneity in effect sizes

Overall, interventions with social network involvement for youth were not significantly more
effective than interventions without such component, d = 0.11, 95% Cl [-0.07; 0.29], t(408) =1.17,
p=.241 (see Table 3 for detailed model results and Appendix C for the forest plot). The one-sided
log-likelihood ratio tests showed that significant variance was present both at level 2 and level
3 of the meta-analytic model, x*(2) = 2922.30, p < .001, and x*(2) = 84.12, p < .001, respectively.
Of the total variance, 23.2% was distributed at the within-study level (level 2), and 75.2% at the
between-study level (level 3). Random sampling error accounted for1.6% of the total variance.

Table 3. Overall Effect of Interventions Involving the Social Network on Youth Outcomes

k #ES Meand (SE)  95%Cl p o o’ % o* % o? % o*

level 2 level3

level level 2 level 3

37 409 0.1 (0.09) -0.07,0.29 241 0.08 0.25 1.61 23.20 7519

Note. k= number of studies; #ES = number of effect sizes; Mean d = mean effect size (Cohen's d); SE = standard error; Cl

=confidence interval; 02~ =variance between effect sizes extracted from the same study; 0? = variance between

level 2 level 3

studies; % o?= percentage of variance distributed.

Publication bias

The significant Egger's test (b = -3.57, z = -4.58, p < .001) and the visual inspection of the funnel
plots (Figures 2 and 3) showed some indication of publication bias. However, publication bias is
not confirmed in the formal test of funnel plot asymmetry (b=0.00,z=-0.92, p=.356). Moreover,
further funnel plot analysis shows that there are no effect sizes that could or should be imputed
on the left or right side of the funnel to restore symmetry. Since publication bias was unlikely,
imputation of effect sizes was not necessary.

Sensitivity analyses

We conducted two types of sensitivity analyses to check the robustness of the overall effect.
First, we winsorized the effect sizes for seven outlying effect sizes (one positive and six negative)
that exceeded a Z-score of 3.3 (Tabachnick & Fidell, 2013). The analysis including the winsorized
effect sizes produced an overall effect of d = .03, 95% CI [-0.05; 0.11], t(408) = 0.73, p = .467. This
effect size is somewhat below our initial estimated overall effect (Ad =-0.08), but it lies within
the confidence interval of the initial effect size, indicating that the outliers did not significantly
influence our results.

Second, we performed a sensitivity analysis excluding two studies with extremely large
samples (n > 5,000), namely Wang et al. (2012) n=80,690, and Lambert et al. (2017) n = 613,180.
The analysis excluding these studies produced an overall effect of d = 13, 95% Cl [-0.06; 0.31],
t(406) =1.30, p=.194. This effect size is very similar to our initial estimated overall effect (Ad=0.02)
and lies within its confidence interval, indicating that the two large samples did not significantly
influence our results. Therefore, we continued with the original, untransformed data including all
studies in the following moderator analyses.
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Moderator analysis bivariate models

Program characteristics

Three program characteristics influenced the effectiveness of interventions in which the social
network is activated. First, intervention type was a significant moderator. That is, interventions
involving a form of youth-initiated mentoring (d = 0.46) yielded small to medium intervention
effects (Cohen,1988), whereas interventions without mentoring (d =-0.03) were not effective, F(1,
407) = 6.51, p = .011. There was no effect for family group decision-making (p = .134) and multi-
family interventions (p = .488). Second, interventions in which youth decide themselves who to
involve (d = 0.52) were more effective than interventions in which other parties decide (d =-0.03),
F(1,379) =711, p=.008. Third, interventions involving just one person from the social network (d =
0.56) was more effective than interventions involving multiple people (d =-0.02), F(1, 407) =7.60,
p =.006. The effects of interventions in which youth decide and interventions involving just one
person were medium in size (Cohen, 1988).

The remaining program characteristics did not moderate the intervention effects, that is,
intervention nature (p = .822), context (p = .228), the number of sessions (p = .636), duration (in
months, p = .787), who is involved from the social network (ps > .446), and the percentage of
participants from the experimental group in which social network engagement was successful
(p=.246).

Sample characteristics
Only two sample characteristics significantly moderated the effectiveness of interventions that
activate the social network. First, the continent from which samples originated moderated
intervention effects, F(1, 407) = 4.34, p = .038. That is, intervention effects were small (Cohen,
1988) in European samples (4 = 0.40), whereas there were no intervention effects in North-
American samples (d =-0.01). Second, while the overall risk level of the sample did not moderate
intervention effects (p =.718), effects were significantly moderated by whether a sample included
youth with mental health needs. That s, interventions were more effective for youth with mental
health needs, than those without, F(1, 407) = 14.01, p < .001. The effect sizes indicated that
interventions for youth with mental health needs (d = 0.75) were medium to large (Cohen, 1988),
whereas interventions for other youth was not effective (d =-0.03). The effectiveness did not vary
for samples with and without juvenile offenders, p = .679.

Other sample characteristics did not moderate the effectiveness, thatis, gender (p=.974), age
(p=.151), SES (p = 387), ethnicity (p = .180), and family composition (p = .235).

Assessment characteristics
Assessmenttype and information source were significant moderators of intervention effectiveness.
First, intervention effects were smaller if data were retrieved through interviews (d =-0.08), than
through questionnaires (d = 0.10) and official records (d = 0.14), F(2, 406) = 5.04, p = .007. Yet, all
effects were (very) small (Cohen, 1988). Second, information source was significant, indicating
that intervention effects were larger if assessments were completed by professionals (d = 0.34) or
parents (d=0.17), orif data were retrieved from official records (d = 0.15), compared to assessments
completed by youth (d =-0.06), school staff (d = 0.06), ora combination of information sources (d =
0.00), F(5,403) =4.06, p=.001. The effects were small for assessments completed by professionals,
and very small for parent-reported data and official records (Cohen, 1988).

Outcome domain (p =.793), timing of assessment (p = .770), and the number of weeks after
ending the intervention (p = .565) did not significantly moderate intervention effectiveness.
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Study quality characteristics

Effect sizes were significantly larger if the effect size was corrected for differences between the
intervention and control conditions at pre-test, F(1, 406) =10.72, p =.001. That is, effect sizes were
non-significant if they were not corrected (4 = 0.03), and small in size if they were corrected for
pre-test differences (d = 0.27), which points to a self-selection effect.

The other study quality characteristics did not moderate intervention effectiveness, that is,
publication year (p = .098), peer-reviewed studies (p = .243), impact factor (p = .497), Q-rank (p
=.987), sample size (p = .357), non-response (p = .482), study design (p =.098 for RCT vs. quasi-
experimental, and p =.213 for retrospective vs. prospective), intention-to-treat as analytic method
(p = .358), and control condition (p = .246). See Table 4 for the results of all moderator analyses.
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CHAPTER 2 THE EFFECTIVENESS OF ACTIVATING THE SOCIAL NETWORK IN YOUTH INTERVENTIONS

Multiple moderator model

We tested a multiple moderator model to determine the unique contribution of the significant
moderators in the bivariate models. We excluded the variable official record as information
source, as it overlaps with the variable official record as assessment type.

The omnibus test was significant, indicating that the moderators significantly explained the
heterogeneity in intervention effects, F(12, 367) = 4.46, p < .001. Yet, there was still significant
residual heterogeneity, p <.001. Only one individual moderator was significant, that is, whether
effect sizes were corrected for pre-test differences between conditions, p =.020. None of the other
moderators were significant in this model, ps > .059. See Table 5 for the results of the multiple
moderator model.

Table 5. Results of the Multiple Moderator Model

Moderator variables B (SE) 95% Cl t-statistic
Intercept -0.10 (0.10) -0.30,0.10 -0.97
YIM program -0.03(0.36) -0.73,0.68 -0.07
One person involved 0.35(0.47) -0.57,1.26 0.75
Country Europe 0.20 (0.21) -0.21,0.62 0.96
Mental health needs 0.68 (0.36) -0.03,1.38 1.89
Assessment type: Questionnaire 0.06 (0.32) -0.58,0.69 0.18
Assessment type: Interview -0.11(0.33) -0.76,0.53 -0.35
Information source: Youth -0.25(0.32) -0.88,0.38 -0.78
Information source: Parent -0.09 (0.33) -0.74,0.55 -0.28
Information source: School staff -0.13 (0.34) -0.80,0.53 -0.40
Information source: Professionals -0.06 (0.34) -0.73,0.60 -0.18
Information source: Combination -0.25(0.29) -0.81,0.31 -0.88
Effect size corrected for pre-test differences 0.22 (0.09) * 0.04, 0.40 2.34
Ff, df) 4.45 (12,367)
O\l 0.07

Z\evel} 017"

Note. B = estimated regression coefficient; SE = standard error; Cl = confidence interval, F = F-statistic (omnibus test); df

=degrees of freedom; o?_ |, = variance between effect sizes extracted from the same study; o? . = variance between

el el

studies. Two variables were ignored in the analysis, i.e., youth decides and assessment type: official record, therefore, the
results of these variables are not presented.

*p<.05 " p<.01; " p< 001
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Discussion

The aim of this three-level meta-analysis was to gain insight in the overall effectiveness of youth
interventions that activate the social network, and the impact of potential moderating variables.
This study is the first comprehensive meta-analysis including all types of youth interventions that
involve the social network in order to prevent or reduce mental health problems in youth. This
meta-analysis represents a synthesis of 37 studies with 35 independent samples and 409 effect
sizes. Overall, we found thatinterventions in which the social network was activated were not more
effective than interventions without thiscomponent. Moderator analyses revealed eightsignificant
moderators of intervention effectiveness, yielding larger effects for youth-initiated mentoring
interventions, youth deciding who to involve, interventions that involve only one person from the
social network, European samples, interventions targeting youth with mental health needs, data
retrieved through questionnaires and official records, assessments completed by professionals or
parents, and outcomes that were corrected for pre-test differences between conditions.

Although we expected larger effects for interventions with a social network component, the
lack of an overall effect for youth interventions that activate the social network is in line with
various previous meta-analyses that found that such interventions yielded either small (Dantzer
& Perry, 2022; MacLeod & Nelson, 2000; van Dam et al., 2020) or no effects (Dijkstra et al., 2016;
McGinn et al., 2020; Valentine et al., 2019). Yet, despite the lack of an overall effect, we found
several conditions under which interventions with social network components were effective,
suggesting that the effectiveness of such interventions depends on the way the intervention is
implemented, the target group at which the intervention is directed, and the way the effects are
measured.

Moderators of intervention effects

Moderator analyses revealed three intervention characteristics that moderated intervention
effects. Similar to recent (meta-analytic) reviews on youth-initiated mentoring (Dantzer & Perry,
2022; van Dam et al., 2020), we found that youth-initiated mentoring interventions had a small
to medium effect, whereas other forms of interventions were not effective in promoting positive
youth outcomes. Youth-initiated mentoring is a child-centered program, and promotes youth
to have close contact with one person (van Dam et al., 2020). This method of social network
activation can stimulate the youth's feelings of relatedness (Ryan & Deci, 2008) and social
resourcefulness (Schwartz et al., 2017), which, in turn, have been shown to be related to positive
intervention outcomes (Chan et al., 2013; Rhodes et al., 2005).

The finding that youth-initiated mentoring interventions were more effective than other
interventions activating the social network may also be explained by two other moderators of
intervention effects, that is, whether youth decide who to involve, and how many people are
involved in the intervention. Intervention effects were larger for interventions in which youth
decide who to involve, and forinterventions in which just one person was involved, which are both
the case in youth-initiated mentoring and less likely in other forms of interventions. Autonomy
may explain why interventions in which youth decide themselves who to involve were more
effective than interventions in which other parties decide. Youth are more likely to experience
autonomy if they are given the freedom to decide who to involve in the intervention. Autonomy is
linked toincreased treatment motivation, which subsequently contributes to greater intervention
effects (Ryan & Deci, 2000). In most intervention types the parents—not the youth—choose who
to involve, which may explain why we did not find any intervention effects on youth outcomes for
the other intervention types.
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CHAPTER 2 THE EFFECTIVENESS OF ACTIVATING THE SOCIAL NETWORK IN YOUTH INTERVENTIONS

Youth-initiated mentoring interventions involve just one person, which was found to be more
effective than involving multiple people in social network interventions. This may be explained
through the mechanism of diffusion of responsibility (Darley & Latane, 1968; Fischer et al., 2011).
Researchindeed indicated that youth-initiated mentors aim to be pro-active in their role, and aim
to act in the best interest of the youth (Koper et al., 2021). Another possible explanation for the
effectiveness of interventions that involve just one person is the concept of collective intelligence,
which is the general ability of a group of people to perform well in different tasks (Woolley et al.,
2010), and has been found to be present in small groups of two to five people (Woolley et al.,
2010, 2015).

We found that intervention effects were larger in certain samples. Intervention effects were
small but significant in European samples, whereas there were no intervention effects in North-
American samples, which was a surprising effect, for which we do not have a clear explanation.
The difference could potentially be explained by factors such as cultural differences or differences
in social and demographic living conditions (e.g., OECD, 2022). Future research should focus on
pinpointingin what (cultural) environmentyouth interventions with a social network component
work best.

Interventions yielded medium to large effects in samples of youth with mental health needs,
whereas interventions were not effective in other samples. This finding is in line with other meta-
analyses demonstrating that intervention effects are generally larger if problems are more severe
at the start of the program (e.g., Stice et al., 2009; van Loon et al., 2020). However, our results
indicated that this did not hold for the level of risk in general: Neither overall risk level nor the
nature of the intervention (i.e., preventative vs. curative interventions) moderated effectiveness.
Moreover, intervention effects did not vary depending on whether juvenile offenders were
presentinthe sample. Thus, interventions in which the social networkis activated seem especially
beneficial for youth with mental health needs, as opposed to at-risk populationsin general. There
are two possible explanations for this finding, namely the importance of social connectedness
for mental health, and overlap with other moderators. Research has repeatedly confirmed the
importance of social supportand connectedness for mental health (Harandietal., 2017),including
youth mental health (e.g., DuBois & Silverthorn, 2005; Sterrett et al., 2011; van Dam, Smit, et al.,
2018). Thus, it can be expected that youth with mental health needs in particular benefit from the
social support offered in interventions with a social network component. Alternatively, the effect
could be explained by the overlap with another moderator. That is, all but one study in samples
with youth with mental health needs examined the effectiveness of youth-initiated mentoring
interventions, which proved to be the only effective intervention type in this meta-analysis.

Our moderator analyses revealed several assessment characteristics that impacted the
effectiveness of interventions with a social network component. First, results indicated that both
assessment type and information source were moderators of intervention effects. Effects were
smallerif datawere retrieved through interviews than through questionnaires and official records,
which was contrary to our hypothesis. Yet, all effects were (very) small. Second, intervention
effects were larger if assessments were completed by professionals or parents, or if data were
retrieved from official records, compared to assessments completed by youth, school staff, or
a combination of information sources. The effects were small but significant for assessments
completed by professionals, and very small for parent-reported data and official records. These
differences may be explained by youth wanting to give a favorable presentation of themselves
(Breuk et al., 2007), and school staff showing a tendency to give a favorable presentation of their
students with psychological or behavioral problems in order to avoid negative labeling (Stams et
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al.,, 2000), thereby underestimating problems at pre-test assessments, which unduly reduces the
chance of finding intervention effects at post- or follow-up assessments. On the contrary, helping
professionals and parents may overestimate positive intervention effects, because positive
treatment outcomes may serve positive and rewarding professional self-evaluations, and give
parents feelings of hope and expectancy, and motivation to continue their efforts and treatment.

Finally, intervention effects were small but significant if effect sizes were corrected for pre-
test differences between the intervention and control conditions, whereas there was no effect if
the effect size was not corrected. This may seem contradictory, since we could expect that more
robust designs in which effect sizes are corrected yield smaller effects (Farrington, 2003). Yet,
Shadish etal. (2000) argue that selection effects that can be presentin non-randomized designs
(Hariton & Locascio, 2018) may explain why effect sizes were larger if outcomes were corrected
for pre-test differences. That s, if youth in the intervention condition experience more problems
before starting care than youth in control conditions, and these differences are not corrected
in effect size estimations, this causes bias and underestimation of effects (Hariton & Locascio,
2018).

Strengths, limitations and future directions

Our meta-analysis has several noteworthy strengths. First, applying a multi-level approach to
meta-analysis is a strong method using all available data while dealing with dependency of effect
sizes (Assink & Wibbelink, 2016). Effect sizes that stem from the same study sample are likely
dependent, astheyare obtained inasimilar contextand with the same study procedures. Ignoring
the correlation between effect sizes may lead to flawed inferences due to underestimation of
standard errors, which in turn increases the likelihood of false positives (Hedges & Olkin, 2014).
Three-level models properly accounted for the dependency among effect sizes within studies
(Assink & Wibbelink, 2016). Additionally, we used publication bias tests appropriate for multi-
level meta-analyses (Fernandez-Castilla et al., 2020, 2021). Second, the high number of included
studies increases the statistical power of this meta-analysis. Hox (2017) recommends to include
at least 20 studies, which is amply exceeded with an inclusion of 37 studies in this meta-analysis.

This meta-analysis also has several noteworthy limitations. First, some studies lacked
information on program, sample, and assessment characteristics, including the sample's SES,
program duration and program fidelity. This limited the possibilities to conduct robust moderator
analyses. It is important that future studies investigating intervention effects report sufficient
information about the program, sample and study, in order to further determine what works for
whom and under what circumstances (Kraemer et al., 2002).

Second, detailed information on the control groups was lacking in many studies. That is,
studies reported if the control groups received CAU or no care, but it was often unclear what CAU
entailed, how CAU differed from the intervention condition, and how high treatment fidelity
was. This limits our certainty that the CAU control group interventions did not activate the social
network, which could potentially result in biased outcomes, possibly underestimating the impact
of interventions that activate the social network. However, we found no moderating effect of the
type of control condition (CAU vs. no care), giving us confidence in the accuracy of our results.

Third, although almost half of the included studies included follow-up assessments, not
many followed youth up for longer than two years (i.e., 17 effect sizes). By including long-term
assessments, potential sleeper effects (i.e., effects that increase further over time) could be
observed. Future studies should include more follow-up assessments to examine the effects of
interventions that activate the social network over longer periods of time.
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CHAPTER 2 THE EFFECTIVENESS OF ACTIVATING THE SOCIAL NETWORK IN YOUTH INTERVENTIONS

Conclusion

This meta-analysis showed that, overall, youth interventions that activate the social network do
not outperform care as usual in improving youth outcomes. However, youth-initiated mentoring
interventions, interventions in which youth decide who to involve, and interventions involving
only one person from the social network, showed positive outcomes. Additionally, interventions
that activate the social network were more effective in European samples and youth with mental
health needs, as well as in studies in which data were collected through questionnaires or official
records, or in which assessments were completed by professionals or parents. Thus, the way in
which the social network is activated in interventions matters for its effectiveness. According to
our findings, youth-initiated mentoring seems the most promising method of social network
activation in interventions to promote positive youth outcomes. It seems that interventions
that aim to promote positive youth outcomes by activating the social network should do so by
giving youth autonomy to select who to involve, and by involving only one person to enhance
intervention effects.
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Appendix A: Search strategy

Literature search performed through Ovid electronic databases ERIC and PsycINFO.

1. Social network

social networkorsocial networks or communit®orsupport network or support networks or natural
mentor” or informal mentor® or natural youth mentor” or informal youth mentor™ or naturally
acquired mentor™ or naturally occurring mentor® or community mentor® or non-parental
adult™ or nonparental adult” or peer leader” or school-based mentor® or informal connection®
or informal network or informal networks or YIM or youth initiated mentor™ or youth-initiated
mentor” or youth nominated support team or youth-nominated support team or family group
or family team meeting™ or family decision making or family decision-making or team decision
making or team decisionmaking or family-to-family or family to family or family unity meeting or
family team meeting or family meeting or FGC or FACT or flexible assertive community treatment
or assertive community treatment or SNAP or “Stop Now And Plan” or National Guard Youth
Challenge Program or New Perspectives or family finding or assertive continuing care or family
critical time intervention or social capital intervention

2. Intervention
intervention® or treatment™ or program”® or therap® or care or project evaluation

3. Target group

newborn® or new-born™ or infan* or baby™ or babies or toddler* or child* or kid or kids or
prepubescen® or prepuberty” or preadolesc” or pubescen® or puberty or teen* or adolesc* or
juvenile® or under ag” or underag” or youth® or girl* or boy*

4. Research design

RCT* or randomized controlled trial* or randomized-controlled trial* or randomised controlled
trial* or randomised-controlled trial* or randomized design or randomised design or experiment™
or control group” or control condition™ or comparison group or trial* or randomly assigned or
random assignment or intent-to-treat™

5. Youth outcome element

internal™ or anxi”* or depress™ or stress or external™ or aggress™ or deling™ or crime” or criminal®
or recidiv* or “substance use” or substance abuse or ‘drug use” or drug abuse or “alcohol use’
or alcohol abuse or out-of-home or out of home or wellbeing or well-being or resilien* or
school function™ or school drop-out or school drop out or academic achievement or truancy
or educational outcome* or youth care or child care or youth welfare or child welfare or youth
protect™ or child protect™ or maltreatment or child abuse or mental disorder® or psychological
disorder” or psychiatric disorder” or mental illness* or personality disorder® or ADHD or mood
disorder” or eating disorder” or symptom® or self-harm™ or selfharm® or self harm* or self-injury
or self-mutilation or suicid*

6.1and2and 3 and 4 and 5 6303 RESULTS
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Appendix B: Codebook

Category Variable Label

Study information articlelD article or report ID
studylD study or sample ID
effectsizelD effect size ID

Program characteristics

Sample characteristics

program_nature

program_context

YIM_program
FGDM_program

multifamily_program

program_duration
program_sessions

youth_decides

sn_extendedfamily

sn_school

sn_peers

sn_neighborhood

sn_number

sn_executed

continent

risk_level
juvenileoffenders
mentalhealthneeds
perc_male
ethnic_min

age_mean

nature of the program: universal prev. (1), selective prev. (2),
indicative prev. (3), or curative (4)

context of the program: child welfare (1), mental health care
(2), law enforcement (3), or community/school (4)

whether the program includes YIM: no (0), yes (1)
whether the program includes FGDM: no (0), yes (1)

whether the program includes multi-family sessions: no
(0),yes (1)

the duration of the program in months
number of sessions in the program

whether youth decide who to involve from the social
network: no (0), yes (1)

which people from the social network are engaged?
extended family (e.g., aunts, uncles, grandparents) : no (0),
yes (1)

which people from the social network are engaged?
professionals from school: no (0), yes (1)

which people from the social network are engaged? peers or
friends: no (0), yes (1)

which people from the social network are engaged?
neighborhood: no (0), yes (1)

how many people from the social network are engaged?
one person (0) or multiple people (1). If one or more people
can be engaged, code as 1",

percentage of participants in the experimental group in
which engagement of the social network was successful
and/or executed as intended

continent in which the study took place: North-America (0)
or Europe (1)

low risk (0) or high risk (1)

special population: juvenile offender
special population: mental health needs
percentage male

percentage ethnic minority

mean age
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Category

Variable

Label

Assessment characteristics

Study quality characteristics

Effect sizes

SES

fam_intact

domain_broad

assessment_type

information_source

assessment_timing

assessment_weeks
year
peer_reviewed
impact_factor
Q-rank

N_exp

N_ctrl

N_total

non-response

design_RCT
design_prospective

intention_to_treat

control_condition

ES

ES corrected

stderr

\

socioeconomic status (SES) of youth and/or parents (scored
based on education, job, and income): low (1) or average or
high (2)

Percentage intact families

outcome domain: 1=academic/work, 2=externalizing,
3=family functioning /child safety, 4=physical health,
s=psychological, 6=social

asessment type: questionnaire (0), interview (1), or official
record (2)

informant: youth (0), parent(s) (1), school (2), combination
(3), professional (e.g., psychologist, social worker) (4),
official record (5)

post-test (first assessment after intervention; 0), or follow-
up (assessments after post-test; 1)

number of weeks after ending the program
year of publication

not peer-reviewed (0) or peer-reviewed (1)
impact factor as mentioned on journal website
Q-rank (2021),1=Q1, 2=Q2, 3=Q3, 4=Q4
number of participants in experimental group
number of participants in control group

total number of participants (at pre-test)

percentage of participants who have not completed the
study

study design: quasi-experimental (0) or randomized (RCT) (1)
study design: retrospective (0) or prospective (1)

analyses including drop-outs (intention-to-treat; 1) or
excluding drop-outs (completer; 0) (drop-outs = did not
complete the program)

condition of the control group: no care/waitlist (0) or care as
usual (CAU; 1)

effect size

is the variable effect size' corrected for the effect size at pre-
test?no (0), yes (1)

standard error

variance
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Appendix C: Forest plot
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Figure 1. Forest Plot of Effect Sizes per Independent Sample
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CHAPTER 3 EFFECTIVENESS AND WORKING MECHANISMS OF THE INCONNECTION APPROACH: STUDY PROTOCOL

Abstract

Background: Multi-problem families face problems in several domains that are often found to
be chronic and intergenerational. Effective mental health care for youth from these families is
currently lacking, urging research on new methods. The InConnection approach is an integrated
care program to improve resilience in multi-problem families by connecting the professional
expertise from multiple disciplines with the informal social network of the youth. Specifically,
youth are asked to nominate a youth initiated mentor (YIM) from among the supportive adults in
their network. The aim of this protocol is to describe the design of a mixed-methods study to
examine the effectiveness and working mechanisms of the InConnection approach. Method/
Design: The effectiveness of the InConnection approach is studied in a quasi-experimental
questionnaire study using propensity score matching, with N = 300 families with youth aged
10-23 years receiving treatment in either the intervention group (InConnection approach) or the
control group (care as usual). The main outcome variables include youth resilience (primary),
youth mental health, parental functioning, and the number, duration and types of out-of-home
placements. Mediators, moderators, and predictors of effectiveness are examined. Assessments
take place at the start of the care program and after three, nine and 15 months. Additionally, semi-
structured interviews are conducted with families who have and have not nominated a YIM to
understand why some families successfully nominate a YIM, whereas others do not. Discussion:
Effective care for youth in multi-problem families is urgently needed. Given its flexibility and
accessibility to suit all youth aged 10-23 years from multi-problem families, and its low costs
compared to out-of-home placements, the InConnection approach seems an appealing approach
to support these families. The current study will provide information on the effectiveness of the
InConnection approach. Strengths of this study include its robust design, the ecological validity,
and the inclusion of possible mediators, predictors, and moderators of treatment effects.

Trial registration: Netherlands Trial Register NL7565. Retrospectively registered on March 52019.

Keywords: effectiveness, InConnection approach, mixed-method, multi-problem youth, quasi-
experimental trial, Youth Initiated Mentoring
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Multi-problem families face several problems, which are often chronicand intergenerational, and
which occur in multiple domains, such as psychosocial functioning, family functioning, mental
health, financial situation and functioning in their social networks (Bodden & Dekovi¢, 2016;
Tausendfreund etal., 2016). Such problems may place the child's development at risk (Cicchetti &
Lynch,1993): Children in multi-problem families experience more internalizing and externalizing
behavior problems and a lower quality of life compared to children in the general population
(Bodden & Dekovi¢, 2016). Not surprisingly, both parents and children in multi-problem families
receive more mental health care, have a longer history of care, and receive more intensive care,
such as out-of-home placements, than parents and children in the general population (Bodden
& Dekovi¢, 2016). Despite the frequency and intensity of care offered to multi-problem families,
there is no convincing evidence for the effectiveness of care for youth in multi-problem families
in general (Weisz et al., 2017), nor for (residential) out-of-home care for youth in particular
(Strijbosch et al., 2015; Vinnerljung & Sallnas, 2008). Given the severe and chronic difficulties
faced by multi-problem families and the lack of effect of existing treatment programs for these
families, evidence-based care approaches are urgently needed.

Care as usual for multi-problem families

Treatment for multi-problem families is commonly systemic or family based. These treatment
programs generally provide individualized care in multiple domains, strive to actively involve
the family system in decision making, and take place in the least restrictive environment (Knot-
Dickscheit,2006).Given the complexity of problems, multi-problem families often receive support
from different care providers. This may result in fragmentation of care, hampered coordination
between professionals and institutions, and single solutions for complex problems (Chesquiére,
1993; Mehlkopf, 2008; Sousa & Rodrigues, 2009). To avoid this, treatment approaches have been
developed in which various forms of care can be integrated and coordinated by a case manager
or family guardian who functions as the link between the family and professional care services.
Examples are the ‘Wraparound care model in the United States (Malysiak, 1997), the Troubled
Families’ program in the United Kingdom (Hayden & Jenkins, 2014), and the ‘One family, one
plan’ policy in the Netherlands (N]I, 2011). These approaches and policies integrate formal care
systems, that is, care provided by organizations in formal settings (e.g., health care and social
services), yet very few integrate formal with informal care systems, thatis, a family's informal social
network including family, friends and informal groups. As multi-problem families attract various
support systems, including informal support, and strong social support networks are linked to
higher levels of resilience (Smith & Carlson,1997), that is, successful adaption in face of adversity
(Ungar, 2011), treatment programs could be enhanced by promoting the coordination between
formal and informal support (Sousa & Rodrigues, 2009), thus using the full potential of families’
support systems.

The InConnection approach

An innovative approach has been developed that addresses this potential by actively involving
a youth initiated mentor (YIM) from the youth's social network: the InConnection approach
(van Dam et al., 2017; van Dam & Verhulst, 2016). The InConnection approach is a specialized
care approach, and aims to increase resilience in youth in multi-problem families and prevent
(repetition of) out-of-home placements. The approach has two features that distinguish the
approach from care as usual for multi-problem families (van Dam & Schwartz, 2020). First, it
involves care provided by a multidisciplinary team, consisting of professionals specialized inyouth
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and family care, psychiatry, addiction care, and care for people with mild intellectual disabilities.
The InConnection approach thereby extends other approaches, as it does not only include a case
manager who coordinates care from different organizations or types of expertise, but brings the
different types of expertise and care together within one approach and team. This approach thus
offers families direct access to a wide range of specialized treatment possibilities, depending on
the family's needs (van Dam & Verhulst, 2016). Examples are youth-focused treatments, such as
cognitive behavioral therapy, psychomotor therapy; caregiver and family-focused treatments,
such as, parent training, trauma therapy; and multisystem treatments, such as, multisystemic
therapy. Despite the different forms of treatment, families experience continuity of care as
treatments are coherently organized to meet the family's needs and preferences (Valentijn et al.,
2013). Integrating (mental) health care is considered to improve treatment effect and efficiency,
quality of life, and client satisfaction (Valentijn et al., 2013).

Second, the InConnection approach includes an innovative method to collaborate with
the youth's social network. In the first phase of the treatment, youth nominate a YIM from the
supportive adults within their social networks. The YIM is a confidant and spokesperson for the
youth, and a partner for parents and professionals (Schwartz et al., 2013). During treatment all
members of the client system, including the YIM, actively participate in the decision-making
process by giving their perspectives on desired treatment goals and contributing to reaching
these goals (van Dam & Verhulst, 2016). The active participation of the client system stimulated
by the InConnection approach is what makes the approach more client-focused and strength-
based than care as usual. Moreover, the role of an InConnection case manager is to guide and
facilitate a collaborative process that contributes to sustainable improvements, rather than
directly addressing the problems in a family. As a result, the contact time of an InConnection case
manager is on average 6 hours per week (van Dam & Verhulst, 2016), as compared to 10-20 hours
per week in care as usual.

The InConnection approach assumes that all youth have a mentor who they can nominate as
YIM. Approximately 83% of multi-problem youth treated with the InConnection approach found
aYIMwithin 33 days (van Dametal., 2017), suggesting that most youth do indeed have supportive
adults in their social networks. Youth nominate a mentor based on aspects like personality,
trustworthiness, and similarities in experiences (Spencer et al., 2016), yet is it not known why
some youth do not nominate a YIM (van Dam et al., 2017). It is possible that these youth do not
have bonds with adults that meet their criteria for being a YIM, or that youth may not be willing to
disclose information about their problems and engagement in treatment to non-parental adults
due to a lack of trust. Compared to non-clinical youth, youth of multi-problem families are more
likely to have insecure attachment representations (Zegers et al., 2006), and therefore experience
less trustin relationships (Simpson, 2007). To our knowledge, there is no research to date on what
makes families successful in nominating a YIM.

Effectiveness of the InConnection approach

The potential of mentoring for enhancement of treatment effectiveness has been empirically
supported. Research indicates that the mere presence of a mentor and participation in
mentoring programs are positively associated with positive youth outcomes (Raposa et al., 2019;
van Dam, Smit, et al., 2018), including resilience (Southwick et al., 2006). For example, youth
who participated in treatment programs in which they nominated YIMs demonstrated better
academic and vocational outcomes (Millenky et al., 2012), and reduced mortality rates (King
et al., 2019) after participation. In addition, preliminary positive results of the InConnection
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approach, including working with YIMs, have been found. In two studies with a total of 138 youth
from multi-problem families, approximately 80-90% of youth continued to receive outpatient
treatment only, despite a prior indication for out-of-home placement (van Dam et al., 2017;
van Dam, Klein Schaarsberg, et al., 2018). Yet, both studies have methodological limitations,
such as the lack of a control group (van Dam, Klein Schaarsberg, et al., 2018) and a retrospective
quasi-experimental case-file-analysis design without measures of youth adaptivity (van Dam et
al.,, 2017). Thus, further research is needed, with more rigorous designs to examine the effects,
moderators, and mediators of the InConnection approach.

Mediators of effectiveness

Treatment mediators identify how treatments work (Kraemer et al., 2002). Three potential
mediators are assumed to explain how the collaboration with the YIM in the InConnection
approach results in increased youth resilience: social resourcefulness, shared decision making
and treatment motivation.

The experience of a supportive relationship with a YIM may increase youth's social
resourcefulness (van Dam & Schwartz, 2020), which is the ability to seek help and support from
the social network. It is suggested that the positive relationship with a YIM is a safe context for
youth to practice and develop their relationship skills, allowing youth to benefit more from the
social ties within their networks (van Dam & Schwartz, 2020). Indeed, higher quality mentoring
relationships are associated with improved relationships with other adults (Chan et al., 2013;
Rhodes et al., 2005). Moreover, in a qualitative study (Schwartz et al., 2017) youth reported they
felt more comfortable seeking help after participation in a mentoring program, suggesting a link
between mentoring relationships and social resourcefulness. Social resourcefulness is, in turn,
related to positive treatment outcomes, such as increased self-esteem, prosocial behaviors, and
reductions in misconduct (Chan et al., 2013; Rhodes et al., 2005). As this mediation has only been
examined in school-based programs, we will examine whether social resourcefulness mediates
the link between YIM and outcomes in the context of care.

Collaboration with a YIM may increase shared-decision making with the client system
and broader social network (van Dam & Schwartz, 2020). Shared-decision making means that
goalsettingis donein collaboration with the client system and its social network, which is thought
to result into personal goals that are set for autonomous reasons (van Dam & Schwartz, 2020).
Having personal or self-concordant goals has been associated with goal progress (Koestner et
al.,, 2002), suggesting that shared-decision making may increase treatment effectiveness. The
collaborationwitha YIMisthoughttoenhance shared-decision making,asthe YIM represents the
youth and actively collaborates with the case manager (van Dam & Schwartz, 2020), for example
informulatinga treatment plan (van Dam & Verhulst, 2016). We thus expect that shared-decision
making serves as a mediator of care effectiveness.

The positioning of and collaboration with a YIM is also suggested to contribute to treatment
effectiveness through enhanced treatment motivation. It is long known that treatment
motivation is an important factor for treatment effectiveness (Krause, 1966). Self-determination
theory (Ryan & Deci, 2000) suggests that autonomy, competence, and relatedness, which may
be present in the context of choosing a YIM, are necessary ingredients of motivation. That is,
youth are supported to autonomously choose a YIM and participate in shared decision making,
as adults such as the social worker believe youth have the competence to choose what is right for
them. Furthermore, the positioning of a YIM increases the relatedness with a supportive figure
(van Dam et al., 2019) and others (Chan et al., 2013; Rhodes et al., 2005). Mentors also directly
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encourage youth to participate in treatment and achieve challenging treatment goals (Spencer
etal., 2016). Thus, it is expected that youth are more motivated to engage in treatment through
the positioning of a YIM.

Moderators and predictors of effectiveness

In addition to studying the working mechanisms of InConnection, studying moderators and
predictors of effectiveness is needed to identify which youth profit most from the approach and
under which circumstances (Kraemer et al., 2002). Client characteristics, including age, gender,
ethnicity, and socio-economic status, and treatment characteristics, including duration, intensity
and content of treatment, will be examined as moderators of effectiveness, because these
factors are measured in both treatment groups. As previous research stresses the importance
of measuring treatment integrity (Mowbray et al.,, 2003), and suggests that high mentoring
relationship quality (Raposa et al., 2019; Rhodes, 2002; van Dam, Smit, et al., 2018), and the
collaborative relationship between the YIM and case manager (van Dam & Schwartz, 2020) are
associated with positive outcomes, these factors will be examined as predictors.

Aims and hypotheses

In conclusion, the InConnection approach is a promising treatment program for multi-problem

youth, but its effectiveness in comparison to care as usual and potentially important mediators,

moderators and predictors have not been investigated yetin a prospective multi-informant study.

Similarly, reasons for not positioning a YIM and factors contributing to the successful positioning

of a YIM are unknown. Information on the effectiveness, mediators, moderators, predictors, and

the positioning of a YIM are assumed to be essential for treatment success.

The Growth in Personal environment (GRIP) study aims to generate this information. GRIP
consists of 1) a prospective, quasi-experimental study to examine the positioning of a YIM, the
effectiveness of the InConnection approach, and the mediators, moderators and predictors
of effectiveness; and 2) a semi-structured multi-informant interview study to deepen our
understanding of why youth do or do not nominate a YIM. Based on prior research and the
program theory of YIM (van Dam & Schwartz, 2020), hypotheses have been formulated which
will be tested with data from both studies. Figure 1 presents this study's model.

1. TheInConnection approach is more effective than care as usual in promoting youth resilience
(primary outcome), youth mental health, parent-child relationship quality, and parental
functioning; and reducing the risk of child unsafety and the number and duration of out-of-
home placements (secondary outcomes). (Study 1)

2. The effects of the InConnection approach are mediated by social resourcefulness, treatment
motivation, and shared decision making; moderated by socio-demographic factors and
treatment characteristics; and greater at higher levels of youth-YIM relationship quality,
alliance between case manager and YIM, and adherence to the approach. (Study 1)

3. Youth with fewer problems and higher levels of social resourcefulness are more likely to
nominate a YIM. (Study 1)

4. Youth who nominate a YIM do so based on the relationship quality and similarities with the
YIM. We will exploratively examine why some youth do not nominate a YIM. (Study 2)
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AIM 2

MODERATORS
1. Treatment content
2. Adherence to YIM approach
3. Youth-YIM relationship quality
4, Case manager-YIM alliance
AM 1
OUTCOME MEASURES
1. Youth resilience
2. Youth wellbeing
TREATMENT 3. Youth psychopathology severity
Yim 4. Youth safety
versus 5. Number and duration of out-of-
Treatment as usual (TAU) home placements
6. Parent-child relationship quality
7. Positive parenting
8. Parentalresilience
9. Parental empowerment

AIM 4

TIONING OF YIM

Figure 1. Aims, treatment conditions, outcomes, and potential mediators, moderators and predictors examined in this study.

Methods and design

The study is registered at the Netherlands Trial Register (NL7565). The design of the study is
according to the guidelines of Helsinki (1964) and its later amendments, and approved by the
faculty ethical review board of the Faculty of Social and Behavioral Sciences of Utrecht University
(FETC18-093). The study design is reported in accordance with the SPIRIT 2013 Statement for
reporting intervention trials. Participant recruitment started on January 1,2019 and ends October
1,2020. The final follow-up measurements are estimated to end in January 2022.

Design

GRIP is a multi-site study performed at five organizations for youth and family care located in
urban areas in the Netherlands. These organizations offer a variety of youth and family care,
including — for multi-problem families — the InConnection approach and one or more other
approaches for systemic outpatient care (care as usual). Multi-problem families referred to any
of these organizations are offered the InConnection approach or care as usual. Allocation to
care programs is non-random, as it depends on the availability of care within a specific program
(sometimes programs have a waiting list and clients are therefore allocated to the other form of
care) and the client's preference for the content and methods of one care program over the other.

Study sample

The inclusion criteria are families with: 1) at least one youth aged 10 to 23 years; 2) problems that
are considered complex, multiple and severe, and/or previous treatments have not yielded the
intended effects, and/or indication for an out-of-home placement; 3) sufficient Dutch proficiency.
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Quasi-experimental study
For the quasi-experimental study, a total 300 multi-problem families (N =300) will be included
in this study consisting of at least one family member. If approved by the youth, the case
manager and the YIM are also approached for participation in the study.

The N =300 included families will consist of n=225 families in the intervention group and n =
75 families in the control group. We have chosen fora 3:1 ratio to allow propensity score matching.
Participants will be matched on the following characteristics: age, ethnicity, gender, educational
level, resilience, and severity of psychopathology, which will result in two comparable groups of
n =75 for the analyses.

Power analyses

The number of families per group was determined by a priori power analyses using the
commonly accepted power level of .80 and a =.05. A power analysis in G*Power 3.1 (Faul et al.,
2009) was performed for the research question on the overall effectiveness of InConnection in
terms of primary and secondary outcomes. A total sample size of n =138 is sufficient to identify
small effects (f=.10) in repeated measures analyses of variance. We estimated the power of the
analyses to examine mediation (Schoemann et al., 2017) and moderation (Hughes, 2017) of
intervention effects using R (R Core Team, 2020). Our total sample size of n =150 is sufficient to
detect mediation in a model with medium correlations (r = .30), and to detect moderation in a
model with § = .25. Analyses to test prediction of intervention effects and to compare youth who
nominated a YIM mentor to youth who did not, will be performed using the intervention group
only (n = 225). For the regression analyses to test prediction of effectiveness, sample sizes of n
= 52-65 are required depending on the number of predictors to find a small effect (* = .20) as
demonstrated by power analyses in G*Power 3.1 (Faul et al., 2009). A sample of n =228 is required
for the t-test comparing youth who found a YIM to youth who did not, to find a medium effect (d
=.20). Expectations of effect sizes were based on meta-analyses on the effects of formal (Raposa
etal., 2019) and natural (van Dam, Smit, et al., 2018) mentoring, as well as empirical studies on
the effects of YIM in the context of care (King et al., 2019; Millenky et al., 2012; van Dam, Klein
Schaarsberg, etal., 2018).

If the data show a hierarchical structure and require multilevel analyses, we will perform an
interim power analysis while recruitment is still active. To estimate power for multilevel analyses,
a large number of factors must be estimated, including the means, variances, and covariances
for the explanatory variables, the sample sizes at each level and the variances and covariances
for the random effects. These values are notoriously difficult to estimate a priori (Scherbaum &
Ferreter, 2009). Therefore, we will use an internal pilot study design to perform an interim power
analysis before closing the recruitment phase to determine whether a sufficient sample size has
been obtained or whether the recruitment phase should be extended (within the constraints of
our project) (van Schie & Moerbeek, 2014).

Interview study

The semi-structured interviews are conducted in a subsample of the intervention group from
the quasi-experimental study, whose selection is based on background characteristics, such as
age, gender, ethnicity and city, by which we aim to seek the maximum variation in experiences.
A total of 10-20 client systems is selected: We select five to ten client systems who nominated a
YIM within six weeks after the start of the treatment, and five to ten client systems who did not
nominate a YIM within this time frame.
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Recruitment

It is estimated by the participating organizations that an average of 22 clients start treatment
every month. Given the number of participants to be included in the study (N =300), and taking
into account that approximately two thirds of clients give consent for participation, we expect to
complete the inclusion period within 21 months (January 2019 to October 2020).

Families that start treatment in one of the treatment groups in this study between January
1,2019 and October 1, 2020 are informed about this study by an employee of the care providing
organization, often the case manager. The employee asks verbal permission from the client
system to share their contact details with the independent research team. A member of the
research team then makes a phone call to the client system, informs the client of the study, and
suggests to schedule an appointment with the client, parents and/or YIM to further inform them
about the study. Active informed consent for participation is received from youth, parents, and
YIMs for their own participation. For youth under the age of 16, active informed consent for their
participation is also received from one parent. Participants will receive a financial reward of €50
for completion of the questionnaire assessments and €10 for participation in the interview. See
Figure 2 for the participants’ flow through the study. The frequency of non-response and drop-out
will be meticulously recorded for every stage in the study.

Conditions

InConnection approach

The InConnection approach is designed as a systemic outpatient alternative to out-of-home care
for youth from multi-problem families. Treatment consists of four phases: 1) who, 2) what, 3) how,
and 4) adaptivity (van Dam & Verhulst, 2016). The first phase will be discussed in most detail, as
this phaseis unique to the InConnection approach. In contrast to most other treatment programs,
the InConnection team does not start with an analysis of problems. Instead, in the first phase,
thatis, who, the case manager opens the conversation on the value of a YIM and its implications
for the family and the professional. The case manager explains that a YIM is someone who is
trusted by the youth, someone s/he can go to for support or advice, and/or someone who inspires
the youth. The youth is asked to think about who could be this person for him/her. If necessary,
the case manager provides more support in identifying a potential YIM, for example by making
a social network map. Once youth have identified a potential YIM, this person is nominated by
the youth and invited for a meeting with the case manager. The case manager explains what the
positioning of a YIM means. If the YIM accepts the position as YIM, all parties meet to discuss
issues of confidentiality, privacy, contact frequency, boundaries, and a worst case scenario, which
are laid down in a plan of action. The YIM is officially installed when all parties have signed the
plan of action (van Dam & Verhulst, 2016). The duration of this phase is on average one month.

In the second phase, that is, what, all parties give their opinion on what they would like to see
changed. The case manager motivates youth, parents, and YIM to discuss the ideal situation. This
information is used by the professional to make an analysis of the problem and potential solutions.
In the third phase, that is, how, all parties work together on formulating a plan of action based on
the input from the second phase. The plan of action documents the treatment goals, what support
is offered by professionals, such as specialized treatment, and what support is offered by the
informal network. In this phase, the plan of action is also executed, and evaluated with all parties
every two months. The fourth and final phase, adaptivity, starts when treatment goals have been
met and/or all parties feel that professional support is no longer needed. The case manager poses

55



CHAPTER 3 EFFECTIVENESS AND WORKING MECHANISMS OF THE INCONNECTION APPROACH: STUDY PROTOCOL

‘ 1. Referral and intake process ‘

’ 2. Does the client meet inclusion criteria? ‘

3. Yes, information is given about the study .
ey X 3. No, exclusion from study
S g by an employee of the care provider
5
o =
=

4. Does the client consent to sharing contact
details with the research team?

5. Yes, information is given about the study ‘

by the research team (by phone) ‘ 5. No, exclusion from study

6. Does the client consent to making an
appointment with the research team?

7. Yes, information is given about the study ‘

by the research team (during home visit) ‘ 7. No, exclusion from study

8. Does the client give active informed
consent for participation?

‘ 9. Yes, first assessment ‘ ‘ 9. No, exclusion from study

10. Three (3) months after start of treatment:
second assessment

11. Nine (9) months after start of treatment:
third assessment

12. Fifteen (15) months after start of
treatment: fourth assessment

Figure 2. Participants’ flow through the study.

several questions to the youth, parents, and YIM, such as ‘what changes when professional support
ends? and ‘what happens to the position of the YIM? Once all parties agree on how the family
will proceed without professional support, the treatment is concluded (van Dam & Verhulst, 2016).

As treatment is tailored to the needs of a family, the treatment varies in duration and content.
That s, for youth with more complex needs, the treatment may take 12 months or more, whereas
for others the treatment may only take 6 months. To tailor the content to the family's needs,
the treatment teams consist of professionals with different types of expertise: youth and family
care, psychiatry, addiction care, and care for people with mild intellectual disabilities. These
professionals are trained in delivering the treatment according to the InConnection approach
to enhance adherence to the guidelines. The number and combination of treatment techniques
used differ across families. A few examples: youth with addiction problems can be offered
specialized addiction care; parents who experienced trauma can be offered specialized trauma
therapy; and families that experience interpersonal conflicts can be offered systemic counselling
(van Dam & Verhulst, 2016).

56



Care as usual

Care as usual includes different alternative outpatient treatment programs for multi-problem
families. All selected treatment programs are multi-modal systemic family care programs for
multi-problem youth and their parents, such as versions of (intensive) family preservation
programs. Team members collaborate with other professionals involved in the family (both from
within the same organization as from other organizations) to ensure integration of care. Families
can thus be enrolled in several treatment programs at the same time. The average duration of the
treatment programs is similar to that in the intervention group, that is, approximately six to 12
months. Short-term interventions, such as crisis interventions, are not included.

Data collection

Quantitative data collection

To assess changes in outcomes during treatment, four multi-informant (youth, parent, YIM, and
case manager) assessments using questionnaires are conducted: 1) at the start of treatment; 2)
after three months; 3) after nine months; and 4) after 15 months. In Table 1, concepts, measures,
and informants of all administered instruments are presented. At the first assessment, the youth,
parent(s) and YIM complete questionnaires at a chosen location, often at home, in the presence
of a member of the research team who assists the participants in answering the questions if
problems, such as reading problems, are present. If the participant is 16 years or older and does
notexperience problemsin answering the questions, the subsequent assessments are completed
online. To comply with the measures against the coronavirus taken by the Dutch government,
we temporarily replaced home visits by phone and video calls. Case managers complete online
questionnaires atall assessments. Each assessment takes approximately 30 minutes to complete.
All questionnaires were administered in Dutch.

Primary outcome measure

The primary outcome measure is resilience of youth as measured by the self-reported Child and
Youth Resilience Measure — Short form (CYRM-12), which consists of 12 items (Liebenberg et al.,
2013; Ungar & Liebenberg, 2013b). Resilience is the capacity of the individual and its social and
physical environment to cope with adversity (Ungar, 2011). The CYRM-12 assesses the resources
(individual, relational, communal and cultural) available to individuals that may sustain their
resilience. Items are rated on a 5-point scale from 1=does not describe me at all to s=describes me a
lot. Higher scores reflect higher levels of resilience. Internal consistency was satisfactory in the
original Canadian sample (Liebenberg et al., 2013) and a Dutch sample (Broekhoven, 2015) (a
= .84 and a = .93, respectively). The CYRM-12 showed sufficient content validity to be used as a
cross-cultural screener of resilience (Liebenberg et al., 2013).

Secondary outcome measures

A broad range of secondary outcome measures will be assessed, namely youth and parental
well-being, youth emotional and behavioral problems, risk of child unsafety, out-of-home
placements, parent-child relationship quality, parental resilience, parental empowerment, and
parenting behaviors.

Youthand parentalwell-beingis measured using the self-reported World Health Organization
Well-Being Index (WHO-5), which assesses subjective psychological well-being (WHO, 1998).
Youth and parents rate 5 items on a 6-point scale from o=none of the time to 5=all the time. Higher
scores reflect higher levels of well-being. The internal consistency and validity were satisfactory
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in a variety of samples (Topp et al., 2015), including a Dutch sample (a = .91-.93) (Hajos et al.,
2013). The measure is deemed appropriate for cross-cultural screening purposes and to be used
in clinical trials (Topp et al., 2015).

Youth emotional and behavioral problems are measured using the multi-informant Brief
Problems Monitor (BPM). The BPM is the abbreviated version of the Child Behavior Checklist and
monitors children's emotional and behavioral functioning (Piper et al., 2014). Youth fill out the
self-report version (BPM-Y) and parents and YIMs fill out the parent version (BPM-P). Both versions
consist of 19 items, which are rated on a 3-point scale from o=not true to 2=very true. Higher scores
reflect more problems. Psychometric properties of the BPM-Y (Richter, 2015) and BPM-P (Piperetal.,
2014; Richter, 2015) were adequate in American and Norwegian samples: Internal consistency was
high (a=.90and a=.91, respectively) and validity was satisfactory. Dutch versions of the abbreviated
and extended versions of this measure have been developed (Verhulst & Van der Ende, nd.), but the
psychometric properties of the BPM have not yet been studied in the Netherlands.

Risk of child unsafety is measured using the Actuarial Risk Assessment Tool for Protection of
Juveniles (ARI]). The ARI] is a Dutch assessment tool for professionals to assess the future risk of
unsafety of children and youth (van der Put et al., 2015). Case managers rate 32 items on a 3-point
scale with 1=yes, 2=no, and ?=unknown. (The item “young child, <5 years old” of the original ARI]
has been excluded in this study, as youth participating in our study are 10 years or older.) The risk
of future unsafety is scored as low, medium or high. The ARI] was developed and tested in the
Dutch context, and has adequate psychometric properties: The items showed adequate interrater
and intrarater reliability (Vial et al., 2019).

The number, duration, and type of previous out-of-home placements experienced by the
youth are assessed as part of the demographic questionnaire at the first assessment. Out-of-
home placements during the study are assessed at the second, third and fourth assessment, using
the same questions. Both youth and parents report on the (history of) out-of-home placements.

Parent-child relationship quality is measured using the Psychological Availability and
Reliance on Adult (PARA). The PARA is designed to measure relationship quality in asymmetrical
relationships, such as parent-child and mentoring relationships, from an attachment perspective.
It measures three aspects of the relationship: availability, reliance, and affective bond (Zegers,
2007; Zegers et al., 2006). Youth report on the relationship with mothers and fathers separately.
Parents individually report on the relationship with their child. Three items of the original
affectional bond scale have been deleted, as they were not deemed appropriate for the parent-
child relationship (e.g.,“You dread knowing you may have another [father/mother] in the future”),
resulting in a 16-item scale. Youth and parents report on the 16 items which are identical in
content, but phrased from another perspective (i.e., either from the perspective of the child or the
parent). ltems are rated on a 4-point scale from 1=disagree to 4=agree. Higher scores reflect higher
levels of parent-child relationship quality. Its internal consistency (a = .65-.81) and validity were
satisfactory for most scales in a Dutch sample (Zegers, 2007).

Parental resilience is measured with the self-reported Adult Resilience Measure — Short
form (ARM-12) consisting of 12 items (Ungar & Liebenberg, 2013a). The ARM-12 is an adapted
version of the CYRM-12 (Liebenberg et al., 2013) for use with adults. In contrast to the CYRM-12,
psychometric properties of the ARM-12 have not been examined yet.

Parental empowerment is measured using the self-reported Family Empowerment Scale
(FES), which measures empowerment in families with children who have emotional, behavioral
or mental disorders (Koren et al., 1992). In this study, only the Family scale that assesses parents’
perception of empowerment in parenting situations is administered. Parents rate 12 items on a
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5-point scale from 1=never to 5=always. Higher scores reflect greater empowerment. Validity of
the Family scale was good in American (Koren et al., 1992; Singh et al., 1995) and Dutch (Segers,
2017) samples. The internal consistency has only been examined in an American sample, and was
excellent (o =.98) (Singh etal.,1995).

Parenting behaviors are measured using the self-reported Alabama Parenting Questionnaire
— Short form (APQ-9). The APQ-9 measures three main parenting practices in response to child
behavioral problems: positive parenting, inconsistent discipline, and poor supervision (Elgar et al.,
2007). Fathers and mothers report on the APQ-9 separately. The APQ-9 consists of 9 items that are
rated on a 5-point scale from 1=never to 5=always. Higher scores reflect higher levels of parenting
practices in a certain domain. Validity of the APQ-9 was good, but the internal consistency was low
(a=.44)inan Australian sample (Elgaretal., 2007). Yet, a low internal consistency is not necessarily
problematic when the purpose is to measure a broad concept using few items, like in the APQ-9.
Internal consistency of the extended APQ were low to good in a Dutch sample (a=.48-.80) (Menting
etal.,2014). The psychometric properties of the APQ-9 have notyet been studied in the Netherlands.

Mediators
The following potential mediator variables are assessed: social resourcefulness, shared decision
making, and treatment motivation.

Social resourcefulness is assessed using the subscale Seeking Social Support of the
Dutch questionnaire Utrecht Coping List (UCL). This subscale measures seeking comfort and
understanding from others; to tell someone or ask for help (Schreurs et al., 1993). Youth rate the
6 items on a 4-point scale from 1=rarely or never to 4=very often. Higher scores reflect more social
resourcefulness. The internal consistency and validity of the UCL were good in a Dutch sample
(o0 =.70-.82) (Schreurs et al.,1993).

Shared decision makingis measured using the Session Rating Scale (SRS), which is a brief four-
item measure of therapeutic alliance. The items tap into a relational bond between the therapist
and client, agreement on the goals of therapy, agreement on the tasks of therapy, and the client's
view of the sessions (Duncan et al., 2015). The second and third item are used to measure shared
decision making. Both youth and parents rate the items on a continuous scale of 10 cm, where the
left side indicates a more negative response and the right side indicates a more positive response.
Thus, higher scores reflect higher levels of shared decision making. The internal consistency and
validity of the SRS including all four items were satisfactory to good in American (Duncan et al.,
2015) and Dutch (Boezen-Hilberdink et al., 2014) samples (a=.88 and a = .85-.95, respectively).

Treatment motivation of youth is assessed using the self-reported Treatment Motivation
Scales for Forensic Outpatient Treatment (TMS-F), which measures the motivation to engage in
treatment (Drieschner & Boomsma, 2008). Youth rate the 16 items of the subscale motivation to
engage in treatment on a 5-point scale from 1=strongly disagree to s=strongly agree. Higher scores
reflect greater treatment motivation. Internal consistency and validity were satisfactory in a
Dutch adult sample (a = .88) (Drieschner & Boomsma, 2008). Psychometric properties have not
yet been studied in youth samples.

Moderators
Two categories of potential moderator variables are assessed: socio-demographic factors and
treatment characteristics.

Socio-demographic factors are self-reported by youth, parents and YIMs, and include age,
gender, educational level, ethnicity, and ethnic identity. Parents and YIMs also report on their
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income as a measure of socio-economic status.

Treatment characteristics are assessed using the Dutch Taxonomy of Interventions for
Families with Multiple Problems (TIFMP), which is developed to register techniques that
have been used in the treatment of multi-problem families (Visscher et al., 2017, 2018). The
TIFMP includes 53 techniques divided over eight domains: A) assessment and organization of
information; B) planning and evaluation; C) working on change; D) teaching parenting skills; E)
task support; F) activation of the social network; G) activation of the professional network; H)
maintaining the collaboration. The case managerindicates whethera technique has been used in
the period between assessments. If relevant, the case manager indicates to whom the technique
was directed (e.g., youth, parent, etc.) and whether a specific intervention has been used (e.g.,
cognitive behavioral therapy). The TIFMP was developed and tested in the Netherlands, and
showed sufficient interrater reliability (Visscher et al., 2018).

Predictors.

The following potential predictors of effects of the InConnection approach are assessed: YIM-
youth relationship quality, case manager-YIM alliance, and InConnection approach treatment
integrity. These concepts are only measured in the intervention condition.

YIM-youth relationship quality is assessed using three measures: the PARA (Zegers, 2007;
Zegers et al., 2006), an adapted version of the Perceptions of Parents Scale (POPS) (Niemiec et
al.,, 2006), and a measure of frequency and intensity of contact. The PARA used to assess the YIM-
youth relationship quality is similar to the one used to assess parent-child relationship quality.
The only difference is the addition of one of the original items from the affectional bond scale
(i.e., “It makes no difference to you who your YIM is”). The POPS measures the perception of the
child about its caregiver, including its perception on autonomy support. In this study, the POPS
is adjusted to measure the youth's perception of autonomy support from the YIM. Youth rate 9
items on a 5-point scale from 1=strongly disagree to 5=strongly agree. Higher scores reflect more
autonomy supportiveness. The internal consistency was good in an American sample (a = .88-
.90) (Niemiec et al., 2006). The first author and a professional translator translated the items
from English to Dutch using back translation for the purpose of this study. The third measure
tapsinto yet another aspect of YIM-youth relationship quality: frequency and intensity of contact
(Rhodes, 2002). This measure was developed for the purpose of this study. YIMs report on the
frequency, intensity and types of contact with the youth, parent(s), and case manager.

Case manager-YIM alliance is assessed using the Work Climate Questionnaire—Short version
(WCQ-6), which measures the YIMs’ perceptions of the degree of autonomy support from the
case managers (Baard et al., 2004; Center for Self-Determination Theory, n.d.). YIMs rate six
items on a 5-point scale from 1=strongly disagree to s=strongly agree. Higher scores reflect a better
alliance. The extended 15-item WCQ is based on two comparable questionnaires with high
internal consistency (a = .92-.96) and good validity in American samples (Williams et al., 1996;
Williams & Deci, 1996). The first author and a professional translator translated the items from
English to Dutch using back translation for the purpose of this study.

To assess the adherence to the InConnection approach, case managers indicate whether they
have performed the 21 steps of the InConnection approach in the treatment of multi-problem
families (van Dam & Verhulst, 2016). Of these 21 steps, 13 are divided over the four phases of the
approach. Two steps should be performed toimprove the overall alliance with the family. The final six
steps are only performed and reported on if the youth has been placed out of home. The instrument
was developed in the Netherlands, and its psychometric properties have not been researched yet.
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Table 1. Overview of Administered Questionnaires and Informants

) Informant
Variable Concept Measure
Youth Parent  YIM CM
Primary outcome Youth resilience CYRM-12 X
Secondary outcomes  Well-being WHO-5 X X
Youth emotional and BPM X X X
behavioral problems
Out-of-home placements demographics/ FCU ~ x X
Parent-child relationship quality ~ PARA X X
Parental resilience ARM-12 X
Parental empowerment FES X
Parenting behaviors APQ-9 X
Risk of child safety ARI) X
) Social resourcefulness ucCL X
Mediators
Shared decision making SRS X X
Treatment motivation TMS-F X
Moderators Socio-demographic factors demographics/ FCU  x X X
Treatment characteristics TZOM X
Predictors Youth-YIM relationship quality =~ PARA, POPS & FIC X X
Case manager-YIM alliance WCQ-6 X
Adherence to approach InConnection .

guidelines

Note: YIM = youth-initiated mentor; CM = case manager; CYRM-12 = Child and Youth Resilience Measure — Short form;
ARM-12 = Adult Resilience Measure —Short form; PARA = Psychological Availability and Reliance on Adult; WHO-5 =
World Health Organization Well-Being Index; BPM = Brief Problems Monitor; FES = Family Empowerment Scale; APQ-9
= Alabama Parenting Questionnaire— Short form; ARI] = Actuarieel Risicotaxatie Instrument voor Jeugdbescherming
[Actuarial Risk Assessment Tool for Protection of Juveniles]; FCU = Family Check-up; UCL = Utrecht Coping List; SRS =
Session Rating Scale; TMS-F = Treatment Motivation Scales for Forensic Outpatient Treatment; POPS= Perceptions of
Parents Scale; FIC = Frequency and Intensity of Contact; WCQ-6 = Work Climate Questionnaire—Short version; and

TIFMP = Taxonomy of Interventions for Families with Multiple Problems.

Qualitative data collection

The aim of the semi-structured interviews is to obtain detailed, qualitive information on the YIM
nomination process as experienced by the youth, parent(s), YIM and case manager. Of each client
system, the youth, parent(s), YIM, and case manager are invited for individual interviews at a
location chosen by the participant, which is usually at home oratthe care organization. Interviews
with client systems who have positioned a YIM take place as soon as possible after positioning.
Interviews with client systems who have not positioned a YIM within six weeks take place after
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this time frame has passed. The interviews are conducted by trained researchers and are recorded
with the permission of the participant. Interviews are transcribed verbatim by research assistants.
The first author, who will conduct the majority of the interviews, developed an interview topic
guide based on the nomination process of a YIM in the YIM approach (van Dam & Verhulst, 2016)
and previous research. Questions about important adults and help-seeking were added based on
research on social networks and social support (Small, 2013; e.g., Sterrett et al., 2011). Research
on formal and informal mentoring helped us to develop questions about potentially important
factors on which youth might base their choice for a YIM, such as trust (Hagler, 2018), gender
(Spencer et al., 2018) and ethnicity (Spencer, 2007). Interview topics and questions are tailored
to the experiences of each sample and participant type. Example questions are: “Can you tell me
about how you chose [YIM] to be your YIM?” (question for youth with a positioned YIM); “What
qualities do you think a successful YIM should have?” (question for youth without a positioned
YIM); and “What is the reason that you want to help [youth]?” (question for YIM). For more details
on the interview topics for youth, see Appendix A. Interviews last approximately 30 minutes.

Data management

Data are collected and stored in accordance to the guidelines of Helsinki (1964) and its later
amendments, and guidelines of the faculty ethical review board of the Faculty of Social and
Behavioral Sciences of Utrecht University. Collected data are processed and stored anonymously
by storing raw data separately from identifiable data.

Data analyses

Quantitative data analyses

Preliminary analyses are conducted using data from the TIFMP to examine differences in
intervention techniques between the InConnection approach and care as usual. All statistical
analyses will be performed in Mplus (Muthén & Muthén, n.d.) using an alpha level of 0.05,
following the intention-to-treat principle, but will also be analyzed per protocol. Missing data
patterns are checked using Little's test in SPSS (Little & Rubin, 2002). If missing data are missing
completely at random, the default setting in Mplus for handling missing data, that is, full
information maximum likelihood, is used.

The data collected have a multilevel structure, as assessments are nested within participants
and participants are nested within care organizations. Therefore, we will examine intraclass
correlations to testwhether thereis significantvariance ateach level. In case of significantvariance
at multiple levels, multilevel analyses will be performed. In case of no multilevel structure in
the data, for example due to low level of variance at the organization level, more parsimonious
models without multilevel structure will be performed.

To examine which families in the intervention group are more likely to position a YIM within
six weeks, a t-test is performed, comparing families who positioned a YIM within six weeks to
those who did not position a YIM. The two groups are compared on severity of problems, social
resourcefulness, and background characteristics.

To examine the intervention effects of the InConnection approach vs. care as usual, repeated
measures analyses of variance are conducted. Mediators, moderators and predictors of intervention
effectswill be tested by linear multiple regression analyses. Separate models are conducted foreach
outcome variable to avoid a decrease in statistical power due to the addition of many variables.
We will control for differences in timing of assessments across respondents by using time-variant
models and test for the potential influence of covariates, such as socio-demographic factors.
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Qualitative data analyses

To understand how and why youth selected a YIM, multistep thematic analysis (Braun & Clarke,
2006) will be conducted in NVivo (QSR International, 2012) of interviews with youth, parents,
case managers, and YIMs from 10-20 client systems. For each client system, interviews will be
conducted with the client, parent(s), case manager and (if applicable) a YIM. An initial codebook
will be developed by the firstauthordrawing fromtheinterview topicguide andinitial impressions
of a small number of interview transcripts. The interviews are thematically coded using these
initial codes, while the codebook will be continuously evaluated and refined based on themes
identified in the coding process. All available interviews within one family are coded together.
Once coding for one family is complete, the coder constructs a narrative summary, summarizing
and synthesizing the participants’ perspectives and experiences of the YIM selection process.
These narrative summaries are then read multiple times to identify themes across families, which
are laid down in a conceptually clustered matrix (Miles et al., 2013).

Discussion

Giving the lack of convincing evidence for an effective treatment for children of multi-problem
families (Strijbosch et al., 2015; Weisz et al., 2017), evidence-based approaches are urgently
needed. In this article we have presented the protocol of the GRIP study designed to investigate
the effectiveness of the InConnection approach, an individualized treatment program for multi-
problem families with specific focus on collaboration with the social network. By conducting a
prospective quasi-experimental study with propensity score matching, the GRIP study aims to
examine the effectiveness of the InConnection approach as well as mediators, moderators and
predictors of this effectiveness among multi-problem families. Furthermore, the GRIP study aims
to examine the selection process of a YIM in families who have succeeded to find a YIM within
six weeks and families who have not. With this study, we hope to contribute to the treatment of
multi-problem families as well as generate knowledge on mediators, moderators and predictors
of treatment effectiveness.

Strengths and challenges

This study has several strengths. First, the study is conducted under real-life circumstances, thus
testing the effectiveness, rather than the efficacy, of the InConnection approach, which optimizes
the ecological validity and improves the generalizability into other real-life settings. Furthermore,
this study compares two different active treatment conditions that are similar in most aspects,
such as the systemic and individualized approach and the intensity and duration of the treatment.
This makes it possible to disentangle the effects of the unique components of the InConnection
approach, thatis, the integrated care offered by a multidisciplinary team and the YIM. Additionally,
by also examining mechanisms that can explain these effects (i.e., mediators) and circumstances
under which the effects may be weaker or stronger (i.e., moderators), we gain better insight into
what works for whom. A second strength is the use of validated measures and a mixed-methods
approach, as the GRIP research project consists of a quantitative questionnaire study and a
qualitative interview study. This ‘methodological triangulation” enhances our understanding,
helps interpretation and contributes to the strength of the research (Thurmond, 2001). A third
strength is the use of multiple informants in both the quantitative and qualitative study, as youth,
parents, YIMs and case managers are invited to participate. By collecting information from multiple
informants the risk of biases is reduced and contextual variations in behaviors, for example
between the home and in proximity of the YIM, can be identified (De Los Reyes et al., 2015).

63



CHAPTER 3 EFFECTIVENESS AND WORKING MECHANISMS OF THE INCONNECTION APPROACH: STUDY PROTOCOL

The design of the study also offers potential challenges. First, the inclusion of participants
is dependent on the collaboration with the participating organizations. That is, families have
to consent to being contacted by the research team, and this consent is to be asked for by the
case manager. To ensure that potential participants are requested for consent, the research
team has frequent interaction with contact persons within the organizations and monitors the
registrations of new clients. A second potential challenge is non-response and drop out due to
multiple assessments and informants included in the study. This may be a particular challenge
in our hard-to-reach sample of multi-problem families. We have tried to minimize the effort
the families have to put into study participation by doing home visits and online assessments.
Furthermore, we have an active and experienced research team with a large group of research
assistants, who can quickly react to pending non-response in order to increase the response
rate. For example, personal reminders are sent if participants have not completed assessments
on time. A third potential challenge is that treatment intensity, duration and content may differ
between as well as within the two treatment groups. Therefore, the number of face-to-face
sessions with the case manager, as well as duration and content of treatment are registered
and are taken into account as potential moderating factors. The fourth potential challenge is
the fact that participants are not randomly allocated to one of the treatment groups, but rather
self-select their preferred treatment program. Therefore, it is possible that differences in effects
can be attributed to confounding client characteristics that have not been measured. This may
complicate the interpretation of treatment effectiveness. To increase the comparability of the
two groups and minimize the potential influence of measured confounding variables, we use
propensity score matching.

Implications for practice

If the InConnection approach is effective in improving resilience and mental health in youth
of multi-problem families and parental functioning of their parents, this may increase the
developmental chances for youth in these families and improve quality of life for all family
members (Bodden & Dekovi¢, 2016). In addition, since problems in multi-problem families are
transmitted across generations (Connell & Coodman, 2002), effective treatment may break the
intergenerational cycle of problems and thereby potentially protect future generations from
developing multiple problems. Both directly and indirectly, this would alleviate the financial
burden that intensive professional care use by multi-problem families places on society.
Thus, successful treatment of multi-problem families benefits family members, their future
generations and society.

In addition, the InConnection approach has the potential to be implemented widely and
reach many multi-problem families for a number of reasons. First, the approach will be studied
in four regions in the Netherlands, possibly demonstrating the flexibility of the approach to be
implemented in different areas. Second, the program is designed to be accessible to all multi-
problem families with youth in the age of 10-23 years and has no exclusion criteria. Third,
although setting up a multidisciplinary team is an investment for care organizations, time (and
money) may also be saved by providing direct access to specialized care for families in need.

Finally, this study will contribute to our knowledge on the effects of multidisciplinary care
and YIM in this complex target group of multi-problem families, and on factors that mediate,
moderate and predict treatment effects. This knowledge could help to improve the care for multi-
problem families and care targeted at improving resilience.
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Chapler

NEEDS OF YOUTH AND PARENTS FROM
MULTI-PROBLEM FAMILIES IN THE SEARCH FOR
YOUTH-INITIATED MENTORS



CHAPTER 4 NEEDS OF YOUTH AND PARENTS IN YOUTH-INITIATED MENTORS

Abstract

Youth-initiated mentoringis an innovative youth care approach in which youth recruit supportive
adultsfromtheirsocial networksasamentor foryouth and a partnerfor parents and professionals.
This qualitative interview study documents what youth (n =15) and parents (n =13) from multi-
problem families look for in a mentor, what mentors (n = 8) believe they have to offer, and
whether what mentors believe to offer matches youth's and parents’ needs. Youth and parents
indicated thata strong connection and trust were mostimportant, or even prerequisites, as youth
who were unable to find mentors did not have strong relationships of trust. Youth and parents
also voiced preferences for an understanding, sensitive mentor who offered youth perspective
by providing support and advice and (according to some) setting rules. What mentors believed
to offer matched youth's and parents’ needs, suggesting that most youth successfully recruited
suitable mentors.

Keywords: interviews, mentors, multi-problem families, needs, selection process, YIM
approach, youth-initiated mentoring
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Youth-initiated mentoring (YIM) is an innovative approach in youth mental health care that
empowers youth to recruit supportive adults from within their social networks as mentors (van
Dametal.,2019; van Dam & Verhulst, 2016). Mentors are non-parental figures who provide youth
with guidance and support. YIM is a hybrid approach combining formal support (i.e., professional
care) and informal support (i.e.,, support from the natural mentor) (van Dam et al., 2020).
Including YIM mentors in mental health care for youth seems promising for improving a wide
range of outcomes, including well-being and academic achievement (Christensen et al., 2020;
Raposa etal., 2019; van Dam et al., 2020). Yet, little is known about what youth and parents look
forinaYIM mentor. This specifically pertains to multi-problem families or multi-problem families,
who are faced with a larger number of difficulties that are often chronic and intergenerational
(Tausendfreund et al., 2016). Knowledge about their needs can help professionals to guide the
mentor selection process, which is especially relevant since not all youth succeed in positioning a
mentor (van Dam et al., 2017), suggesting that these youth experience barriers and could benefit
from more guidance. To better understand the needs of youth and parents from multi-problem
families, this qualitative study assessed what they search for in a mentor, and what mentors
believe they can offer.

Contrary to formal mentoring, in which volunteers are matched to youth, YIM provides
support foryouth toidentify and recruita mentor from their existing social network. In the context
of youth mental health care, YIM mentors are confidants and spokespersons for youth, and
partners for parents and professionals (Schwartz et al., 2013). It is a client-focused approach, as
mentors, youth and parents actively participate in the decision-making process during treatment
(van Dam & Schwartz, 2020). Natural and YIM mentoring have been positively associated with
various youth outcomes, including mental and physical health, social-emotional skills and school
functioning (van Dam et al., 2020; van Dam, Smit, et al., 2018). These benefits were regardless
of youth's risk status (van Dam, Smit, et al., 2018), emphasizing the potential of mentoring for
vulnerable groups such as youth of multi-problem families.

However, the potential of YIM depends on whetheryouth canfind amentor. Given the common
belief that multi-problem families live in isolation, positioning a mentor may be difficult. Yet, as
multi-problem families have (strong) social ties with six people on average (Sousa, 2005), these
youth also have the potential to find mentors. In fact, 83% of youth of multi-problem families
found a mentorwithin 33 days (van Dametal., 2017), confirming that most youth do indeed know
adults who they want to involve in their treatment. However, this also shows that 17% of youth
were not able to position mentors (van Dam et al., 2017). Positioning mentors is a precondition for
involving them in the treatment process, and thus, for making optimal use of YIM. Documenting
youth's experiences on the mentor selection process and information on what youth look for and
which factors prevent them from positioning mentors, is important for helping youth who have
difficulties finding a mentor. Moreover, it could contribute to better implementing YIM, which is
assumed to ultimately result in better outcomes for youth.

Youth’s needs in the mentor selection process

In studies of formal mentoring, youth who perceive more trusting, mutual, and empathic
relationships with their mentors experience greaterimprovements than youth who perceive lower
levels of relationship quality (Garringer et al., 2015). Research on YIM indicates that relationship
quality also directs the selection process. Most youth chose mentors with whom they had a
strong relationship already before the mentor is positioned, and some referred to their mentor as
their friend’, despite their familial bonds or age difference (Spencer et al., 2016). Moreover, youth
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chose mentors who they find trusting, empathic, understanding, non-judgmental and dedicated
(Spenceretal., 2016, 2019), which are indicators of high relationship quality.

Parents’ roles in the YIM mentor selection process

Research on youth mentoring naturally tends to focus on the relationship between mentor and
child (Keller, 2005). However, theoretical (Keller, 2005) and empirical (Basualdo-Delmonico &
Spencer, 2016; Weiler et al., 2020) literature suggests that parents also contribute to the success
or failure of mentoring. That is, parents are the primary gatekeepers of children's social networks
(Kesselring et al., 2012), thus the relationship between a child and mentor may depend on the
relationship between the parent and mentor. It is, therefore, expected that the youth's choice for
a mentor is influenced by parents. This may be even more true in the context of YIM, as YIM is
embedded within systemic care in which parents are also heavily involved (van Dam et al., 2019).
Therefore, the relationship between mentors and parents may also play an important role in the
selection process and effectiveness of YIM.

Parents indeed appreciate having a say in selecting mentors (Spencer et al., 2019) and
generally prefer mentors who they know and trust so they feel comfortable in letting their child
spend time with them (Spencer et al., 2019; Weiler et al., 2020). Yet, parents often accept their
children's choice, although they may have different perspectives on who would be the best
mentor (van Dam etal., 2019).

Mentor expectations

Mentors have another unique perspective on the mentoring selection process, as they can describe
their expectations in how to fulfill their mentoring role, which may provide insightin how well the
match is between what youth and parents need and what mentors can offer. This match may be
especially important to examine, as unfulfilled expectations are an important reason for formal
mentors to end their mentoring relationship prematurely (Spencer, 2007). Some mentors enter
relationships with preconceived ideas about what youth might need and found that their mentee
did not fit their expectations. Many described feeling overwhelmed by the needs of their mentees
due to their difficult circumstances (Spencer, 2007). There is sufficient evidence to expect that
the needs of youth of multi-problem families are also large (Bodden & Dekovi¢, 2016). However,
in YIM we might expect a better match between mentors’ expectations and youth's needs, as the
pairs are already acquainted and often consider each other friends or family (Spenceretal., 2021),
potentially resulting in a less overwhelming experience for mentors and a better match between
the youth's and parents’ needs and what mentors offer.

Current study

This study aims to understand the needs of youth and parents of multi-problem families in
mentoring relationships during the selection process of a YIM mentor in the context of youth
mental health care. More specifically, we aim to document 1) the views of youth, parents and
mentors on involving a YIM mentor in treatment; 2) what youth and parents look for in mentors;
and 3) what mentors think they can offer and whether that matches youth's and parents’ needs.
To fulfill these aims we conducted semi-structured interviews with youth, parents, and mentors,
giving unique insight into different perspectives. To our knowledge, no studies have documented
the needs of youth and parents who were unable to find a mentor. By including their perspectives
as well, we can gather knowledge on potential barriers of positioning YIM mentors, that could be
used to remove these barriers and help youth in finding a mentor. Needs of youth that are often
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reported could be stressed by professionals. Also, youth's needs could inform mentors about what
youth find important and thereby help mentors to adjust to the needs of youth (Spencer, 2007).
Documenting the different perspectives may also provide important insights, which can help
professionals guide the mentor selection process.

Methods

Participant recruitment and selection

Interviewees were recruited from among the participants in a multi-site quasi-experimental
study of the InConnection approach (a YIM program in the Netherlands), called Growth in Personal
environment (GRIP) (Koper et al., 2020). Participants are multi-problem families receiving youth
and family care and their YIM mentors. Problems that these families encountered include school
drop-out, divorce, trauma, antisocial behavior, and/or substance use, among other problems (for
more details and inclusion criteria, Koper et al., 2020).

Active informed consent for their own participation in the GRIP study was received from all
participants. For youth under the age of 16, active informed consent for their participation was
also obtained from one parent or guardian (Koper et al., 2020). For the purpose of the current
study, participants were orally asked for permission to participate in the interview at the start of
the interview. All interviews were conducted individually between February 2019 and September
2020 after concluding the first treatment phase in which youth search for a mentor. The design
of the study was approved by the ethical review board of the Faculty of Social and Behavioral
Sciences of Utrecht University (FETC-18-093).

Participant selection

Interviews were only conducted with families who started treatment following the InConnection
approach and, therefore, have sought a mentor. We selected participants based on background
characteristics (e.g., age, gender, ethnicity, region) by which we aimed to seek maximum variation
in experiences. We invited 19 systems for participation from among the 59 currently participating
families receiving InConnection care. Of these, 16 systems agreed to participate (see Table 1 for
an overview of systems). Of the three systems that did not participate, two indicated they did not
want to, and one initially agreed but did not show up for the appointment after which we were
unable to reach them. No significant differences were found between the participating and non-
participating systems receiving InConnection care on demographic variables (i.e., age, gender,
ethnicity, education level, youth's type of relationship to mentor).

Participants

Interviews were conducted with 15 youth, 13 parents and 8 YIM mentors from 16 systems. In
one third of systems (37.6%) we documented the experiences of all potential members and
conducted interviews with a youth, one or two parents and a mentor. In two cases (12.5%) two
parents participated. In five systems (31.3%) youth had not found a mentor.
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From the 15 youth, 11 were girls (73.3%) and the mean age was 15.67 years (SD=1.70, range
= 13-18 years). Most followed preparatory secondary vocational education (66.7%). Eleven
youth identified as Dutch (73.3%); the others identified as Belgian, Burundian, Eritrean, and
Montenegrin (6.7% each). More than half lived with their parents: eight lived with one of their
parents or alternately with either parent (53.3%), and one lived with both parents (6.7%). The
others lived out of home: four lived in a residential facility (26.7%), one with friends or family
(6.7%), and one in a foster home (6.7%).

Ten of the 13 parents were biological mothers (76.9%); the others were a biological father, a
stepfather, and a foster mother (7.7% each). On average parents were 43.76 years old (SD=4.64,
range=36-50). Ninewere divorced or separated (69.2%). Most parents identified as Dutch (92.3%)
and one identified as Dutch-Moroccan (7.7%). Most parents finished secondary education
(30.8%), vocational education (38.5%), or higher education (23.1%).

Most mentors were female (75.0%) and their mean age was 41.30 years (SD=17.15, range =
22-69). All mentors identified as Dutch (100%). Two were family members, two were friends of
youth or parents, and two were neighbors or acquaintances (25.0% each). The others were an ex-
mother-in-law and an ex-stepmother (12.5% each).

InConnection approach

The InConnection approach is an outpatient alternative to out-of-home care for youth from
multi-problem families. Problems that these families encounter include school drop-out,
divorce, trauma, antisocial behavior, and/or substance use, among other problems. Treatment
is offered by a multidisciplinary team of youth social workers, systemic therapists, psychologists,
and psychiatrists in four phases: 1) who, 2) what, 3) how, and 4) adaptivity (van Dam & Verhulst,
2016). In the who phase, caseworkers (social workers) open the conversation on the value of a
YIM mentor. Caseworkers explain that mentors are someone who you trust, someone you can go
to for support, and/or someone who inspires you to do your best. Youth are asked to think about
who could be this person for them, sometimes with help from parents. If necessary, caseworkers
provide more support in identifying potential mentors, for example, by making social network
maps. Once youth have identified a potential mentor, this person is invited for a meeting with
the caseworker, who explains what the positioning as a mentor means. If the mentor accepts
the position, all parties meet to discuss issues of confidentiality, privacy, contact frequency,
boundaries, and what happens if the parties wish to terminate the cooperation. The mentor is
installed when all parties agree to collaborate. In the what phase, all parties give their opinion
on what they would like to see changed, which serves as input for the treatment plan which is
laid down and enacted upon in the how phase. In the adaptivity phase, all parties discuss how the
family will proceed without professional support, after which the treatment is concluded (van
Dam & Verhulst, 2016).

Interviews

Semi-structured interviews about the mentor selection process were conducted using topic
guides developed by the first author based on previous research on YIM. The interview topics are
tailored to the experiences of each type of participant (see Tables 2, 3, and 4 for translations of the
topic guides). Youth and parents were asked about what makes a good mentor and the reasons
to consider nominating someone as mentor, for example “What qualities should a good mentor
have?” (youth and parents); “Can you tell me about how you chose [mentor] to be your YIM
mentor?” (youth with mentors). Mentors were asked why they want to help the youth and how
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they plan to do that, for example “What is the reason that you want to help [youth]?” (mentors).
Some youth were not very forthcoming with their needs. If that was the case, open questions were
followed by asking youth directly about potential needs identified in the literature search: trust,
non-judgmental attitude, empathy, dedication, geographical location, gender, and ethnicity.
Interviews lasted between 10 and 45 minutes and were conducted by the first author and seven
research assistants after having received training from the first author to maintain consistency
across cases. The interviews were conducted face-to-face in the participant's home until March
2020, after which the interviews were conducted through video calls, due to the outbreak of the
coronavirus. Interviews were recorded after permission and transcribed verbatim.

Table 2. Topic Guide of Semi-Structured Interviews with Youth

Topic Question Follow-up questions

Theme: Attitude towards YIM

Attitude towards YIM What do you remember from being ~ Whatwas your firstimpression? What
told about YIM by a social worker? do you think of asking someone other
than your parents and close family
members for help?

Theme: YIM mentor and mentor needs of youth with mentors

YIM mentor Did we place your YIM mentorin Why/why not?
this scheme?
Can you tell me something about How do you know [mentor]? How
your mentor? long have you known him/her?

What kind of person is [mentor]
to you? How often do you see
[mentor]? What do you usually do
when you are with [mentor]?

Does [mentor] help you? With what? Can you give examples?
How often?

Why do you think [mentor] wants to help you?

Considerations in the mentor How did you choose [mentor] to be Who suggested [mentor] to be your
selection process your mentor? mentor? Did everyone agree? Why /
why not?
Needs Why did you ask [mentor] to be Ifnot already mentioned:
your mentor? What makes [feature] Trust: Is [mentor] someone you trust?
importantin a mentor? Non-judgmental attitude: Can you tell
[mentor] anything withoutjudging
you?

Empathy: Does [mentor] sympathize
with you when he/she listens? How
canyoutell?

Dedication: Is [mentor] there for you
when you need him/her?

Practical: Did practical reasons play
arolein the choice? E.g., place of
residence or time.

Gender: Have you consciously chosen a
man/woman to be your mentor?
Ethnicity: Does [mentor] have the
same ethnic or cultural background
as you? Did this play a role in your
choice?
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Theme: Considerations in the mentor selection process and mentor needs for youth without mentors

Considerations in the mentor Did you think of someone to Ifyes: Why did you choose not to ask

selection process nominate as mentor? him/her as your mentor?
Ifno: Do you have the feeling that no
one you know would be a suitable
mentor for you?

Needs What features or characteristics Ifnot already mentioned:

should your mentor have? What
makes [feature] importantin a
mentor?

Trust: Is trust important?
Non-judgmental attitude: Is it important
that you could tell your mentor
anything without judging you?
Empathy: Is it important that your
mentor sympathizes with you when he/
she listens?

Dedication: Is it important that your
mentor is there for you when you need
him/her?

Practical: Would practical reasons play
aroleinyourchoice? E.g., place of
residence or time.

Gender: Would you prefer a man/
woman to be your mentor?

Ethnicity: Would you prefer a mentor
with the same ethnicor cultural
background as you?

Table 3. Topic Guide of Semi-Structured Interviews with Parents

Topic Question

Follow-up questions

Theme: Attitude towards YIM

Attitude towards YIM What do you remember from being
told about YIM by a social worker?

What was your first impression? What
do you think of asking someone other
than close family members for help?

Theme: YIM mentor and mentor needs of parents of youth with mentors

YIM mentor Canyou tell me something about the mentor?

Why do you think [mentor] wants to help your child?

Considerations in the mentor How was [mentor] chosen?
selection process

Who suggested [mentor] to be the
mentor? Did everyone agree? Why /
why not?

Why was [mentor] asked to be the
mentor?

What makes [feature] importantin
a mentor?

Theme: Considerations in the mentor selection process and mentor needs of parents of youth without mentors

Considerations in the mentor Did you think of someone for your Ifyes: Why did your child choose not

selection process child to nominate as mentor? to ask him/her as mentor?
Ifno: Do you have the feeling that no
one you know would be a suitable
mentor for your child?

Needs What features or characteristics What makes [feature] importantin

should a mentor have?

a mentor?
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Table 4. Topic Guide of Semi-Structured Interviews with YIM mentors

Topic Question Follow-up question

Theme: Attitude towards YIM and being a YIM mentor

Attitude towards YIM What do you remember from being ~ Whatwas your firstimpression? What
told about YIM by a social worker? do you think of asking someone other
than close family members for help?
Feelings about being a mentor How do you feel about the role of What makes the role enjoyable? What
YIM mentor? makes you uncomfortable about the
role?

Theme: Considerations in the mentor selection process

Considerations in the mentor Why were you asked to be [youth]'s What makes [feature] importantin a
selection process mentor? mentor?

Theme: Need fulfilment

Want to help What kind of person is [youth] to you?

Why do you want to help [youth]? Have you helped him/her and his/
her family before? With what? How
was that for you?

Coding of interviews
Thematic analysis (Braun & Clarke, 2006) was conducted in NVivo (QSR International, 2012) with
interviews with youth, parents, and mentors. First, an initial codebook was developed by the first
author using the concepts that emerged from the literature which were part of the topic guide
(i.e., sensitizing concepts, such as trust, non-judgmental attitude, and empathy). Second, a small
number of interview transcripts was read to familiarize ourselves with the data and develop
additional ideas for initial codes. We decided to read and code all available interviews within one
system simultaneously to have a holistic view of the systems, leading to better understanding
of individual interviews. We found that information from other participants within the system
was especially helpful in interpreting the short responses from some youth. Third, the interviews
were coded by the first author and a research intern using the initial codes. Additional codes
were identified, resulting in continuous evaluation and refinement of the codebook. In this first
coding step, the codes were basic and reflected the raw data closely, often using in vivo coding,
for example: “mentor gives youth love and hugs”. Fourth, codes were grouped into potential
themes, to gather all data relevant to each potential theme. For example, the codes “mentor also
didn't have a strong relationship with parents” and “mentor also moved from place to place” were
grouped within the theme “mentor experienced similar situations”. All interviews were reread to
check if all relevant data were coded. Fifth, themes were reviewed by rereading the coded data
and determining if the data appear to form a coherent pattern matching the description of the
theme. If (some of) the data did not fit, these data were moved to another or a new theme or
discarded from the analysis. The themes were clustered into overarching themes, which resulted
in the final themes.

To assure quality of the data analysis process, coders met weekly to discuss questions and
clarify definitions related to coding categories. Codes and final themes were also discussed with
allauthors. Transcription and data analysis were in Dutch; key quotes were translated into English.
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Results

Views on involving a YIM mentor in treatment

All participants, except for two youth, had positive views on YIM. Most youth said it made sense
to them to involve a mentor in care. They often described YIM as natural and normal. Youth with
positioned mentors mentioned that their mentors already had important roles in their lives
before the positioning. The two youth who felt negative about YIM did not position mentors and
said that they could not trust others (including mentors), natural mentors do not have sufficient
education to help youth, and they did not want to burden others with their problems. All parents
indicated that they liked YIM because it is a different approach to care and a type of care they had
not yet tried. Mentors were also positive of YIM and being a mentor: They liked having the role
of mentor, as it allows them to help the youth. Most mentioned that even before the positioning
as mentor, they already mentored the youth. Nevertheless, most mentors were happy to be given
the formal position, because it allowed them to become more involved in the treatment and in
decision-making.

What youth and parents search for in a YIM mentor
Youth and parents mentioned several needs for the characteristics of a YIM mentor: strong
connection, trust, sensitivity to needs, future perspective, and discipline.

Strong connection
All youth, including youth without mentors, mentioned the need to have a warm and strong
relationship with a mentor. Youth preferred mentors who they feel close to, and with whom they
have a stable and (presumably) long-lasting relationship. Feeling safe and comfortable in the
presence of mentors was important according to many youth, which is illustrated by Cora (aged
14) who explains why she considered asking the neighbor as her mentor: “Because I'm actually quite
comfortable with her” Some youth also mentioned feeling accepted the way they are and loved
unconditionally by their mentors, like illustrated by Hedy (aged 18): “She loves me very muich. She
can also be very angry with me sometimes, but she always loves me very much.”. When asked about the
relationship youth have with their positioned mentors, some made comparisons with other
relationships, such as friendships or family relationships. Lieke, mentor of Lenie (aged 13), said to
consider Lenie as her daughter, even though they are not related: “She s actually my second daughter
to me. | always say | have two children. She feels that too and she always likes it very much. [...] It feels like
that to me and that is so beautiful”

Youth, but not parents, indicated that having fun with mentors is another important aspect, so
theirrelationshipis notonly serious. Forexample, Hedy (aged 18) said when asked whatis important
in a mentor: “That you can have fun together and laugh, but also that she strongly urges me to do things.”

Trust
To be able to trust a mentor appeared to be a universal need: Both youth who positioned a
mentor and youth who did not, emphasized the importance of trust. Youth trust mentors if they
feel they can tell them anything and if they know that information is confidential. In a trusting
relationship, youth feel safe and accepted. Bernice (aged 15), who did not position a mentor,
explained she feels more comfortable talking to someone she trusts: “It's just nice to talk to them
because | have trusted them for a long time, | have trusted them all my life.”

Youth were more likely to trust a person if they have known them longer and have experienced
that they are reliable, for example because they are always there for them. Frankie (aged 17)
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illustrated this when asked if he trusts his mentor: “Yes, after so many years, | do. | don't trust people
that easily.”

Parents also indicated that trust is important for their children. Willemijn and Dirk, mother
and stepfather of Gloria (aged 14), said about why Gloria chose her mentor:

Willemijn: “It's very confidential, so we don't get informed about everything. [...] And yes, if there is
something really worrying, we will be notified, but usually not.”

Dirk: “Gloria can discuss things with her mentor and those things stay with her; that is necessary for
Gloria.”

Sensitivity to needs

Many youth indicated that they searched for a mentor who understands them and recognizes
their needs, for example because the mentor has a similar experience. Cora (aged 14), who did
not position a mentor, said why she thought her neighbor would make a good mentor: “She also
had children with similar problems.” Youth thought this similar experience would make it easier for
mentors to help them. Hedy (aged 18) believes this similar experience may be the reason that
Jeltje is motivated to help her:

“I think she finds it unfortunate for me, sad for me how it all happens; that she wants to help me with
that. And | also think mainly because she has experienced it herselfin the past and did not have that support
[from someone]. She also moved from one place to another and did not have a good relationship with her
parents.”

Youth also voiced their needs for a mentor that is able to listen. If they want to talk about
something, such as a problem they encountered, mentors should offer a listening ear. To youth
this means that people should listen to them while they are talking, answer their questions and
do not mind to keep talking for a long time, even if it is already late. By listening mentors can get
a better understanding of youth's experiences, interests and needs.

Parents, similarly, indicated their preference for mentors who are empathic, understanding,
and ableto listen to their children. Tessa, mother of Ellen (aged 17), said the following when asked
why Ellen chose Hannie as her mentor: “Because Hannie is someone Ellen can talk to, because she shows
a lot of empathy towards her, and a lot of understanding, and Ellen needs that” Similarly, mother Petra
described what she would want for her daughter, who did not position a mentor: “Someone who
can understand, someone who can really talk to and support children.”

Future perspective

Youth found it important that a mentor can help them to achieve a better future. Youth
preferred mentors who are an example to them and that they look up to. Angela (aged 17)
explained why she chose her mentor: “She really behaves like an adult, she's thinking about her future
and she's more concerned with school, work and things like that. She can help me towards independence.”
In order to achieve this better future, youth asked their mentors for help for a variety of subjects,
such as practical help (e.g., for transportation), help with school or work, and advice about
relationships (with friends, romantic partners, family members, etc.).

Similarly, parents wanted their children to have mentors who help them, support them and
stand up for them to achieve a better future. Willemijn, mother of Gloria (aged 14), said the
following about Gloria's mentor: “She wants to help Gloria, because she just wants Gloria to be okay.
That she just becomes a stable, healthy woman, a grown woman. And she wants to do everything she can
for that.” Janice (aged 15) does not have a mentor, and according to her mother Alida a mentor
would have to help Janice quickly achieving her goals, because otherwise Janice would not take
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the mentor seriously: “At this moment Janice will only take people seriously if they can arrange things for
her ... [and] not ... if they just talk to her about dealing with trauma's and things like that.”

Discipline

Only one youth and a few parents with positioned mentors mentioned that they wanted a
mentor who can help by means of discipline. Hedy (aged 18) said about Jeltje, who she chose as
her mentor: “Looking back, | sometimes think that it was good that she kicked my ass. Otherwise | would
have done things differently and that would have had consequences.”

Afew parents indicated that they appreciated it if mentors would help themin the upbringing
of their children. Parents acknowledged that their own influence on their children is limited, and
they were happy if their children would listen to another adult. In parents’experience, other adults
could usually do or say more to youth (such as teasing or speaking up about negative behavior),
while parents got a negative response from the youth with the same behavior. Selma, mother of
Danny (aged 15), said: “It also gives me a lot of peace, you know. When Danny doesn't listen again, | say
to his mentor: You know, Glenn, you can go solve it, you are his mentor’” It, thus, gave parents peace of
mind to know that they could ask the mentor for support if their child did not listen to them,
thereby reducing their parenting stress.

Mentors’ perspectives on what they can offer youth

Mentors’ perspectives on what they offer corresponded to the aforementioned themes of strong
connection, trust, future perspective, sensitivity to needs, and discipline. Therefore, these themes
are detailed below.

Strong connection.

Many mentors indicated that they knew the youth for a long time (often years and sometimes
since the youth is born) and already had a strong connection with them before being positioned
as mentor. Mentor Glenn described his relationship to Danny (aged 15): “He is very dear to me. Well,
| think we have a good relationship. The bond is simply good.” Mentors also said they can laugh and
joke with the youth. Sometimes they engaged in fun activities together, such as walking the dog,
shopping, eating out and going to the cinema. They enjoyed participating in these activities.

Trust
Mentors acknowledged that trust is an important factor because trust makes youth want to talk
to them. They conveyed to do their best to gain youth's trust. Glenn, mentor of Danny (aged 15),
said: “Due to the trust they also come to you and they are honest and sincere. If they do not trust you, they
become closed off and you will not know what is going on.” Despite that youth said they trust their
mentors, youth did not always disclose to their mentors. Therefore, mentors often take initiative
in contacting youth, offering help and creating situations in which youth are more forthcoming.
For example, Kees, mentor of Kevin (14), said:

“When | was talking to him for a while, it actually came to light that things weren't going well. | said to
him ‘If you need help, you know | live next door, you have my phone number. Just send me a message, and it
will all be fine.”

Sensitivity to needs

Mentors indicated that they are understanding towards youth. In some cases, mentors said
they go beyond understanding: They recognize youth's needs and empathize with their pain
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and burden. According to Jeltje, mentor of Hedy (aged 18), she felt Hedy's pain because she has
experienced a similar situation: “/ used to be in the same situation. So yes, | feel her. | understand her
feelings and sometimes | feel it, too. | can't let her down because I've been there myself” This reflects that
mentors are aware of the vulnerability and needs of youth.

As youth do not always disclose to their mentors, mentors found it important that they can
sense if there is something wrong. Irene described a situation where she felt that Frankie (aged
17) needed to talk:

“Last week, when Frankie was like ‘I'm going outside for a cigarette, | just noticed. | said ‘I'll go outside,
too, tojust have a chat. [...] At such moments heis a bit more open ... than when he's sitting at the table with
agroup of people. Then he's brave enough to tell me things.”

Future perspective

Most mentors indicated they wanted to achieve something with the youth, for example to go
back to school with the end goal that the youth can grow into a healthy adult. When Hedy (aged
18) was not doing well at school, her mentor Jeltje said to her: “Now you're just playing with your
future. | think it'sjust stupid if you don't continue school, you can learn, so don't just do nothing!””

Some mentors said they were motivated to help youth because they experienced similar
problems. In turn, sharing these experiences with youth served as a motivation for youth to listen
to their mentors. Glenn explained how he used his own experience to motivate Danny (aged 15):

“I try to direct him every now and then, of course, because | have made many mistakes myself. | had
to make these mistakes right, and | have received advice through it because you actually learn more in
practice for yourself, which | would like to pass onto Danny. ... if | explain something, | also try to explain my
motivation. Because then | just know that | can reach him better”

Discipline
Most mentors indicated they wanted to help the youth by applying control or discipline: Mentors
set and enforced boundaries by, for example, drawing up rules for smartphone use and for
bedtime and wake-up time. They also encouraged youth to go to school and do their best. Glenn
said he collaborated with Danny's mother Selma in the upbringing of Danny (aged 15) by dividing
responsibilities:

“It'snot that shesaddles me with responsibilities. It's more that | want to tackle that issue, in my opinion.
.. wetrytodoitwell by doing it together. And then | try to do what | think should be done.”

Discussion

Previous research examined the effects of natural mentoring relationships on youth development
(e.g., van Dam, Smit, et al., 2018) and explored the potential of YIM in treatment for vulnerable
youth (Schwartz et al., 2013; van Dam et al., 2020). However, previous studies have not addressed
the needs of youth and parents in YIM mentors, and if these needs match to what mentors offer.
This interview study indicated that youth and parents from multi-problem families unanimously
voiced their needs for a strong connection and trust in mentoring relationships. This study was
unique by including the perspectives of families who had not positioned mentors, which showed
that these youth and parents reported (almost) the same needs. Youth and parents preferred
mentors that were sensitive to youth's needs and helped them obtain a better future. Whereas
only one youth and some parents with mentors mentioned the importance for mentors to
provide discipline, rules and structure, mentors said to offer disciplining more often. Regarding
the other themes, the needs of youth and parents and what mentors said to offer matched well.
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Participants were fairly uniform in voicing favorable views on YIM, in line with our
expectation, given that all had voluntarily enrolled in a treatment program including YIM. Yet,
two youth without mentors indicated they did not want mentors to be involved, because they
could not trust others and did not want to burden others, and because mentors are not as
knowledgeable as professionals. Three more families indicated they wanted to position mentors,
but that there was no suitable person, because youth had no strong relationships with trusting
adults. Although the current study does not give insight in the number of youth with feelings of
mistrust in the population of multi-problem families, it can be expected that many of them have
experienced maltreatment and other adverse childhood experiences (Bodden & Dekovi¢, 2016),
which can hinder the healthy development of trust (Ceenen & Powers, 2007; Zegers et al., 2006).
Nevertheless, the current and previous (van Dam et al., 2017) studies showed that most youth
were capable of positioning mentors with the current support, suggesting that YIM may indeed
be a promising tool in mental health care for youth of multi-problem families.

Allyouth and parents indicated that a strong connection and trust were the most important
factors in mentoring relationships. Both factors were connected to the relationship duration prior
to positioning the mentor, which was especially important for youth who did not trust others
easily. This emphasizes the importance of trust in order to ask for support. These needs of youth
and parents were met by the positioned mentors, as all mentors perceived the relationships
with youth as trusting, warm and strong. Thus, most youth were able to position mentors who
fulfill their most important needs of trust and warmth. The findings are in line with the program
theory of YIM, which assumes that trust and strong connection are key factors explaining the
effectiveness of YIM (van Dam & Schwartz, 2020).

Most youth and parents indicated they want mentors who are sensitive to youths’ needs,
understanding and empathic. In the interviews, mentors demonstrated their ability to sense that
something is wrong, even if youth have not said anything, suggesting that mentors are indeed
sensitive to youth's needs. Several youth, parents and mentors believed mentors to be more
understanding if they had previous experiences with situations involving family conflict, mental
health care orjudicial or civil law. The similar experience allowed mentors to not just understand
youth'ssituations, butalso acknowledge them. Thisisin line with research suggesting that similar
experiences increase the perception of empathy (Eklund et al., 2009; Hodges et al., 2010), and
research indicating that empathy predicts relationship quality (Boele et al., 2019). Based on our
and previous findings it seems desirable that mentors have similar experiences. Future research
may demonstrate if mentor's sensitivity and empathy are working mechanisms of YIM.

Some mentors indicated that they offered structure, control or discipline, often by
collaborating with parents. Yet, while only a few parents and just one youth voiced this need
for discipline, they did not indicate that mentors used discipline too often. In the interviews,
discipline and strong connection or warmth often occurred together, reflecting authoritative
parenting, one of the core parenting dimensions (Baumrind, 1967) which is considered most
optimal in Western societies (Abundis-Gutierrrez, 2018; Steinberg et al., 1992). This combination
of discipline and warmth illustrates that mentors do not simply want to exercise power, but
rather use their authority to help and guide youth. Perhaps, this is why youth were not bothered
by mentors’ discipline, even though they did not indicate this need. However, mentors should
be cautious with offering unsolicited discipline, as it could be a potential source of tension and
dissatisfaction,and should discuss theirinclination in the what phase. The youth and parents who
voiced the need for discipline were from families with a positioned mentor, perhaps suggesting
that their need was based on the experience with their own specific mentor before positioning or
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during the mentoring. It is not unexpected that youth do not voice the need for discipline when
thinking about a hypothetical mentor, as adolescents are increasingly autonomous (Zimmer-
Gembeck & Collins, 2008).

Youth and parents wanted mentors who can help youth obtain a better future and grow
into healthy adults through advice and support. Similarly, mentors said to want to help youth
to achieve goals, such as going to school, suggesting that positioned mentors match youth's and
parents’ needs. Mentors’ focus on achieving goals is promising, as a meta-analysis on formal
mentoring demonstrated that friendship models, which encourage mentors to provide general
friendship aimed at broad developmental goals, were less effective than targeted models of
mentoring, in which mentors offer support to mentees to achieve a specific, predetermined goal
(Christensenetal.,2020). Therefore, goal-oriented mentoring relationships seem most desirable.

Limitations

There are several limitations to this study that are important to note. First, the interviews were
conducted once when the phase in which mentors are positioned had only just ended. Therefore,
we could only examine what youth and parents would like and what mentors believed they could
offer after positioning the mentor, and not what actually happened. Thus, whether mentors
really fulfilled the needs of youth and parents, is unknown. Second, only families who chose to
receive care with YIM were included, and families who rejected YIM have not been interviewed.
However, this was the first study to also include families without successful mentoring matches,
thus gaining unique insightin the barriers experienced by families who are open to YIM, but have
not positioned mentors. Thus, while our findings reflect the potential of YIM to meet the needs
of youth and parents from multi-problem families, more knowledge is needed on how to engage
families in YIM who preferred more traditional forms of youth mental health care.

Implications for practice

Our findings demonstrated that most youth of multi-problem families are successful at
positioning mentors to involve in their treatment with the current level of support from
professionals and parents, despite their increased risk for trust issues (Bodden & Dekovi¢, 2016;
Ceenen & Powers, 2007; Zegers et al., 2006), and the common belief that their families have
weak social ties (Sousa, 2005). Yet, some youth were unable to find mentors, because they did
not trust others and they did not want to seek or accept help. For these youth, care involving a
YIM mentor may not have been the best approach, due to their unwillingness or the impossibility
to position a mentor. In these cases, mental health professionals could first target the factors
that hinder the search for a mentor and the use of informal support sources in general, such as
creating trust and being able to seek and accept help. Although trust in other people is complex
and depends on multiple factors (Sztompka, 1998), trust can be improved in children by means of
attachment-based interventions, such as Basic Trust (Colonnesi et al., 2012; Zeegers et al., 2020).
Likewise, youth who have trouble seeking help may benefit from gaining positive social support
experiences and receiving encouragement from others (CGulliver et al., 2010).

Youth and parents preferred mentors with a similar experience, because such mentors
would better understand the youth. Therefore, it seems advisable that YIM programs should not
introduce screening of prospective mentors, asis recommended in formal mentoring (Garringer et
al., 2015) by doing a comprehensive background check with the result that, for example, mentors
with criminal records are excluded (Garringer et al., 2015). Thus, the selection criteria for formal
mentoring cannot be transferred directly to the context of YIM, as the responsibility of mentor
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selection lies with different parties. In formal mentoring, the mentoring programs are responsible
for the match between mentors and mentees and they, therefore, have a great responsibility in
making a suitable and, most of all, safe match. In contrast, in YIM the relationships already exist

before enrollment, and involving mentors from the social network of the youth is an important
strength of the approach.
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CHAPTER 5 EFFECTIVENESS OF THE INCONNECTION APPROACH FOR YOUTH FROM MULTI-PROBLEM FAMILIES

Abstract

Background: Children from multi-problem families have an increased risk for experiencing
mental health problems. These families face problems in several domains that are often
found to be chronic and intergenerational. Yet, the effects of mental health care for youth
from multi-problem families are small at best, urging research on new treatment programs.
The InConnection approach is an integrated care program to improve resilience of youth with
mental health needs from multi-problem families by connecting professional expertise from
multiple disciplines with the informal social network of the youth. Youth are asked to nominate a
youth-initiated mentor (YIM) from the supportive adults in their network. Methods: This quasi-
experimental study compared the effectiveness of the InConnection approach to treatment as
usual inasample of107 families (n= 66 intervention group, n = 41 control group) with n=115youth
receiving treatment (cases). Youth (n =102 reports, /\/Iage =15.59 years), parents (n = 85 reports) and
case managers (n =107 reports) responded to questionnaires four times over 15 months. Using
these data, we measured youth resilience as the primary outcome, seven secondary outcomes,
and three intermediate outcomes. Results: Latent growth models showed only one significant
change in outcomes over time across conditions, namely a decrease in case manager-reported
child unsafety, and only two condition effects, which were both parent-reported. Parents in the
InConnection group reported improvements over time in youth's emotional and behavioral
problems and their own positive parenting, whereas control parents reported no changes
(ps < .013). Discussion: The treatment conditions were not effective in improving most of the
youth and parental outcomes over time, except for child safety. The InConnection approach
only outperformed care as usual on two parent-reported outcomes. Given these limited effects
for youth of multi-problem families and the potential negative consequences of the Covid-19
pandemic for treatment and treatment outcomes, future research should examine forwhom and
under what circumstances the InConnection approach works more convincingly.

Trial registration: Netherlands Trial Register NL7565. Retrospectively registered on March 52019.

Keywords: effectiveness, InConnection approach, multidisciplinary treatment, multi-problem
families, quasi-experimental trial, youth-initiated mentoring
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Multi-problem families face several problems in multiple domains, such as family functioning,
mental health, financial situationand social network, which are often chronicand intergenerational
(Bodden & Dekovi¢, 2016; Tausendfreund et al., 2016). Such problems may place the development
of children growing up in those families at risk (Cicchetti & Lynch,1993): Children in multi-problem
families experience more internalizing and externalizing behavior problems and a lower quality
of life compared to children in the general population (Bodden & Dekovi¢, 2016). Not surprisingly,
both parents and children of multi-problem families receive more mental health care, have a
longer history of care, and receive more intensive care, such as out-of-home placements, than
parents and children in the general population (Bodden & Dekovi¢, 2016).

Given the severe and chronic difficulties faced by multi-problem, effective care approaches
are urgently needed. Yet, studies examining the effectiveness of care for youth experiencing
multiple problems and youth growing up in multi-problem families show small effects at best
(Gutterswijk et al., 2020; Weisz et al., 2017), suggesting that we need better evidence-based
forms of care. That said, youth mentoring has positive effects for youth of different risk levels,
including youth of multi-problem families, across a broad range of outcomes (Christensen et al.,
2020; Raposa et al., 2019; van Dam et al., 2020). The current study examined the effectiveness
and mediating mechanisms of an innovative multidisciplinary systemic treatment including
mentoring for youth of multi-problem families. The theoretical background and design of this
effectiveness trial have previously been reported in a study protocol (Koperetal., 2020).

Treatment as usual for multi-problem families
Treatment for multi-problem families is commonly systemic or family-based. These treatment
programs generally provide customized care in multiple domains and strive to actively involve
the family system in decision making (Knot-Dickscheit, 2006). Given the complexity of problems,
multi-problem families often receive support from various care providers. This may result in
fragmentation of care, hampered coordination between professionals and institutions, and
single solutions for complex problems (Chesquiére, 1993; Mehlkopf, 2008; Sousa & Rodrigues,
2009). To avoid this, treatment approaches have been developed in which various forms of care
can be integrated and coordinated by a case manager or family guardian who functions as the
link between the family and professional care services. Examples are the ‘Wraparound care model
in the United States (Malysiak, 1997), the ‘Troubled Families’ program in the United Kingdom
(Hayden &Jenkins, 2014), and the ‘One family, one plan’policy in the Netherlands (NI, 2017).
These approaches and policies integrate formal care systems, that is, care provided by
organizations in formal settings (e.g., health care and social services). Very few integrate formal
with informal care systems (Tausendfreund et al., 2015; Visscher et al., 2020), that is, a family's
informal social network including family, friends and social groups. Yet, involving the social
network is thought to contribute to the effectiveness of care (Visscher et al., 2022), as strong
social support networks are linked to higher levels of resilience, or successful adaption in face
of adversity (Smith & Carlson, 1997; Ungar, 2011). Thus, treatment programs could potentially
be enhanced by promoting the coordination between formal and informal support (Sousa &
Rodrigues, 2009) and using the full potential of families’ support systems.

The InConnection approach

The InConnection approach is an innovative, multidisciplinary treatment program for youth of
multi-problem families, which integrates formal and informal care to increase resilience and to
prevent out-of-home placements. It aims to increase effectiveness of care compared to treatment
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as usual in two ways. First, the approach differs from treatment as usual for multi-problem families
(van Dam & Schwartz, 2020) in that it provides care by a multidisciplinary team consisting of
professionals specialized in youth and family care, psychiatry, addiction care, and care for people
with mild intellectual disabilities. The InConnection approach thus not only includes a case
manager who coordinates care from different organizations or types of expertise, but also brings
the different types of expertise and care together within one approach and team. This approach
offers families direct access to a wide range of specialized treatment possibilities, depending on
the family's needs (van Dam & Verhulst, 2016). Examples are youth-focused treatments, such as
cognitive behavioral therapy and psychomotor therapy; caregiver and family-focused treatments,
such as parent training and trauma therapy; and multisystem treatments, such as multisystemic
therapy. Despite the different treatment forms, families experience continuity of care as treatments
are coherently organized to meet the family's needs and preferences (Valentijn etal., 2013).

Second, InConnection utilizes the potential of the informal network by actively involving a
youth-initiated mentor (YIM) from the youth's social network (van Dam et al., 2017; van Dam &
Verhulst, 2016). In the first phase of treatment, youth nominate an informal mentor as their YIM
from the supportive adults within their social network. The YIM is a confidant and spokesperson
fortheyouth,and a partner for parents and professionals (Schwartz et al., 2013). During treatment
all members of the client system, including the YIM, actively participate in the decision-making
process by giving their perspectives on desired treatment goals and contributing to reaching
these goals (van Dam & Verhulst, 2016). The active participation of the client system stimulated by
the InConnection approach is assumed to make the approach more client-focused and strength-
based than care as usual. Moreover, rather than directly addressing the problems in a family, the
InConnection case manager guides and facilitates a collaborative process that contributes to
sustainable improvements (van Dam & Schwartz, 2020; van Dam & Verhulst, 2016).

Effectiveness of the InConnection approach

The potential of integrated care and (youth-initiated) mentoring to enhance treatment
effectiveness has been empirically supported. Integrating (mental) health care is considered
to improve treatment effects and efficiency, quality of life, and client satisfaction in healthcare
in general (Valentijn et al., 2013), and treatment for multi-problem families, specifically
(Nooteboom, Kuiper, et al., 2020). Furthermore, YIM programs significantly improve youth
functioning in different domains, such as academic and vocational functioning, social-emotional
functioning and psychosocial problems for youth with different risk levels (Dantzer & Perry, 2022;
van Dametal., 2020). In addition, preliminary positive results of the InConnection approach have
been found. In two studies with a total of 138 youth of multi-problem families, approximately
80% to 90% of youth continued to receive outpatient treatment only, despite a prior indication
for out-of-home placement (van Dam et al., 2017; van Dam, Klein Schaarsberg, et al., 2018).
Yet, both studies have methodological limitations, such as the lack of a control group (van
Dam, Klein Schaarsberg, et al., 2018) and a retrospective quasi-experimental case-file-analysis
design without measures of youth adaptivity (van Dam et al., 2017). Therefore, the current study
examined the treatment effects and mediators of the InConnection approach in a more rigorous,
quasi-experimental design (Koper et al., 2020).

Mediators of tfreatment effects

Treatment mediators or intermediate outcomes determine how treatments work (Kraemer et
al.,, 2002). Three potential mediators are assumed to explain how the InConnection approach
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improves youth resilience and well-being: social resourcefulness, shared decision making and
treatment motivation.

The experience of a supportive relationship with a YIM may increase youth's social
resourcefulness (van Dam & Schwartz, 2020), or the ability to seek help and support from the
social network. It is suggested that the positive relationship with a YIM provides a safe context
for youth to practice and develop their relationship skills, allowing youth to benefit more
from the social ties within their network (van Dam & Schwartz, 2020). Indeed, higher quality
mentoring relationships are associated with improved relationships with other adults (Chan
et al., 2013; Rhodes et al., 2005). Moreover, in a qualitative study (Schwartz et al., 2017) youth
reported they felt more comfortable seeking help after participation in a school-based mentoring
program, suggesting a link between mentoring relationships and social resourcefulness. Social
resourcefulness was, in turn, found to be related to positive treatment outcomes in school-based
settings, such as increased self-esteem, prosocial behaviors, and reductions in misconduct (Chan
etal., 2013; Rhodes et al., 2005). Thus, we expect that InConnection is more effective than other
programs, due to increased social resourcefulness associated with involving a YIM.

Integrated care and the collaboration with a YIM may increase shared-decision making with
the client system (Nooteboom, Kuiper, et al., 2020; van Dam & Schwartz, 2020). Shared-decision
making means that goals are set in collaboration with the client system (and its social network),
which is thought to result into personal goals that are set for autonomous reasons (van Dam &
Schwartz, 2020). Having personal or self-concordant goals has been associated with successful
goal progress and achievement (Koestner et al., 2002), suggesting that shared-decision making
may increase treatment effectiveness. As integrated care requires a dynamic treatment plan that
changes according to clients’ changing needs (Nooteboom, Kuiper, et al., 2020), InConnection
activelyinvolvestheclientsystemincludingthe YIMinthe treatmentprocessand the development
and evaluation of the treatment plan (van Dam & Schwartz, 2020). Thus, we expect that shared-
decision making serves as a mediator of care effectiveness.

The InConnectionapproach may also contribute to treatmenteffectiveness through enhanced
treatment motivation. It is long known that treatment motivation is an important factor for
treatment effectiveness (Krause, 1966; Roest et al., 2022). YIMs encourage youth to participate in
treatmentand achieve challenging treatment goals (Spencer et al., 2016). Moreover, YIM-assisted
care may support youth's sense of autonomy, competence and relatedness which are necessary
ingredients of motivation (Ryan & Deci, 2000). Youth are supported to autonomously choose a
YIM and participate in shared-decision making, therefore strengthening their sense of competence
to choose what is right for them (van Dam & Schwartz, 2020). The positioning of a YIM increases
the relatedness with a supportive figure (van Dam et al., 2019) and others (Chan etal., 2013; Rhodes
etal., 2005). Thus, we expect that youth are more motivated to engage in a treatment program
involving a YIM.

Current study

In conclusion, the InConnection approach is a promising treatment for youth of multi-problem
families, but its effectiveness in comparison to treatment as usual and potentially important
mediators have not been investigated vet in a controlled, prospective multi-informant study.
This knowledge is assumed to be essential for enhancing treatment effects. Therefore, the
current study tested the effectiveness of InConnection in a quasi-experimental design (Koper et
al.,, 2020). We expected that InConnection was more effective than care as usual in promoting
youth resilience (primary outcome), youth mental health, parent-child relationship quality, and
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parental functioning; and in reducing the risk of child unsafety and the occurrence of out-of-
home placements (secondary outcomes). Moreover, we hypothesized that InConnection was more
effective in increasing social resourcefulness, treatment motivation, and shared decision making
(intermediate outcomes), and that these intermediate outcomes would mediate the treatment
effects.

Methods

Design and procedure

The effectiveness of the InConnection approach was examined in a quasi-experimental trial with
two conditions: the InConnection approach and treatment as usual. Allocation to care programs
was non-random, as it depended on the availability of care within a specific program (sometimes
programs had a waiting listand clients were therefore allocated to the other form of care) and the
client's preference for the content and methods of one care program over the other.

Families with multiple, complex problems registered for intensive youth care at one of the five
participating organizations were eligible to participate. These organizations were situated in urban
areas in the Netherlands, and were selected because they offer a variety of youth and family care
for multi-problem families. Each organization offered the InConnection approach and one or more
other approaches for systemic outpatient care (treatment as usual). Upon registration for one of
the treatment modalities, families were approached for participation in this study if: 1) families
consisted of at least one youth aged 10 to 23 years; 2) families experienced problems such as school
drop-out, divorce, trauma, antisocial behavior, and substance use that are considered complex,
multiple and severe, and/or previous treatments had not yielded the intended effects, and/or youth
had an indication for an out-of-home placement; 3) families had sufficient Dutch proficiency.

To assess changes in outcomes during treatment, four multi-informant (youth, parent, YIM,
and case manager) assessments using Dutch-language questionnaires were conducted between
January 2019 and January 2022: 1) at the start of treatment (T1); 2) after three months (T2); 3)
after nine months (T3); and 4) after 15 months (T4). At the first assessment, youth, parents and
mentors completed questionnaires at a chosen location, often at home, in the presence of a
researcher who assisted participants in answering the questions. If the participant was 16 years or
older and did not experience problems in answering the questions, the subsequent assessments
were completed online. To comply with the measures against the coronavirus taken by the Dutch
government, we replaced home visits by phone and video calls from March 2020 onwards. Case
managers individually completed online questionnaires at all assessments. Each assessment took
approximately 30 minutes to complete. Participants gave active informed consent for their own
participation. For youth under the age of 16, active informed consent for their participation was
also received from one parent or legal guardian. Participants received a financial reward of €50
for completion of the four questionnaire assessments. This trial has been approved by the ethical
review board of the Faculty of Social and Behavioral Sciences of Utrecht University (FETC-18-093),
and is registered at the Netherlands Trial Register (NL7565; for protocol, see Koper et al., 2020).

Participants

At baseline the current study included a sample of 107 families of which 66 (62.7%) were in the
intervention group and 41 (38.3%) were in the control group (see Figure 1 for the participant
flow). In these families, there were 115 youth receiving treatment (cases). We were able to recruit
participants for the intervention group from all five organizations for youth and family care, but
for the control group only from three organizations (in one organization because there was no
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suitable control group, and in the other organization because none of the families wanted to
participate). Families started treatment between December 18", 2018 and September 2™, 2020.
Unexpectedly, the allocated treatment continued after the final assessment (i.e., 15 months after
starting treatment) in most cases (66.0%), which did not differ between conditions, c*(1) = 0.61,
p = .434. The average duration of completed treatments was 298 days (SD =133.99, range = 40—
574), which also did not differ between conditions, t(36) = 0.72, p = .476. Although we aimed to
collect dataamong youth, parents and case managers for each family, only one person per family
needed to participate. Hence, different compositions of informants were possible.

Cases eligible to

participate
n=290
InConnection Care as usual
n=182 n=108
Client systems informed Client systems informed
about study about study
n=145 n=295
Client systems consented Client systems consented
to sharing contact to sharing contact
information information
7 =90 n=58
Client systems consented Client systems consented
to participation to participation
n=173 n=40
Included in final analysis Included in final analysis
n==67 n=40

Figure1. Participant Flow per Treatment Condition

In total 102 youth (46.1% female), 85 parents (78.8% female), and 58 case managers (70.7%
female) reporting on 107 youth participated in the study. Of the youth, 70 (68.6%) were in the
intervention group. Youth were on average 15.59 years old (SD =1.73; range =10.47-18.14) at the
start of treatment. Most youth were born in the Netherlands (87.3%) and primarily identified as
Dutch (70.6%). At the first measurement occasion, 89.2% of youth attended school, and their
living situation was diverse: 47.1% of youth lived with (one of) their parents, 5.9% lived in a foster
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family, 32.4% lived in an institution, 2.9% lived independently, and 7.8% lived elsewhere (e.g.,
with family members). Most youth (64%) had experienced an out-of-home placements before
starting treatment (range =1—6 or more).

Fifty-four parents (63.5%) were in the intervention group. At baseline, parents were on average
46.58 (SD=7.23; range =28.99—64.05) years old. Most parents were born in the Netherlands (80%)
and primarily identified as Dutch (88%). More than half of parents completed tertiary education
(54%), of which most completed higher education (67%). Other parents completed only primary
education (2%), secondary education (27%), a different education (8%), or no education at all
(6%). Marital status of parents was diverse: 31% of parents was married, 16% lived together, 27%
was divorced, 23% has never been married, and 3% was widowed. See Table 1 for more detailed
demographics, including demographics per condition.

Table 1. Demographic Characteristics of Participants and Statistical Differences between Conditions

Total InConnection Control Log.
regr.
n % n % n % p

Youth 102 70 32
Gender: Female 47 46.1% 35 50.0% 12 37.5% 242
Ethnic identity: Dutch 72 70.6% 50 71.4% 22 68.8% 728
School: Yes 91 89.2% 65 92.9% 26 81.3% 431
Education level: None/primary 6 5.9% 4 5.7% 2 6.3% 112
Education level: Secondary 81 79.4% 60 85.7% 21 65.6%
Education level: Tertiary 4 3.9% 1 1.4% 3 9.4%
Liv. sit.: Both parents 19 18.6% 1 15.7% 8 25.0% 268
Liv. sit.: Alternately both parents 2 2.0% 2 2.9% o] 0.0%
Liv. sit.: Mother 22 21.6% 18 25.7% 4 12.5%
Liv. sit.: Father S 4.9% 4 5.7% 1 31%
Liv. sit.: Foster care 6 5.9% 5 7% 1 31%
Liv. sit.: Professional care 33 32.4% 20 28.6% 13 40.6%
Liv. sit.: Independently 3 2.9% 1 1.4% 2 6.3%
Liv. sit.: Other (e.g. with family) 8 7.8 8 11.4% o] 0.0%
Parents 85 54 31
Gender: Female 67 78.8% 42 77.8% 25 80.6% 756
Ethnicidentity: Dutch 75 88.2% 50 92.6% 25 80.6% 064
Education level: None/primary 7 8.2% 6 1.1% 1 3.2% 411
Education level: Secondary 23 271% 12 22.2% 1 35.5%
Education level: Vocational 15 17.6% 8 14.8% 7 22.6%
Education level: Higher 31 36.5% 22 40.7% 9 29.0%
Income: Lowest 10%' 52 61.2% 38 70.4% 14 45.2% .071
Biological parent: Yes 72 84.7% 46 85.2% 26 83.9% 998
Marital status: With partner 39 45.9% 24 44.4% 15 48.4% 783
Living with children: Yes 74 87.1% 47 87.0% 27 87.1% 829

Note. Log. regr. = Logistic regression; Liv. sit = Living situation.” The number of people in the lowest 10% of Dutch adults
(Central Bureau for Statistics, 2021).
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Condition differences in demographic characteristics

To determine the demographic equivalence between conditions, we used logistic regressions to
examine whether youth and parents in the intervention group differed from those in the control
group. As shown in Table 1, we found no demographic differences between the conditions for
youth or parents.

Initially, we aimed to include 300 families with a 3:1 ratio to allow for propensity score
matching (Koper et al., 2020). Since the final sample eligible for analyses turned out to be less
than half its aim, we chose not to apply this strategy as this would decrease our sample size
even further, making it inappropriate for the analyses planned. This decision was justified by the
results indicating no demographic differences between the treatment conditions.

Missing data

All 102 youth (100.0%) completed the first measurement occasion, 76 (74.5%) completed the
second and third measurements, and 74 (72.5%) completed the fourth measurement. Of the
85 parents, 84 (98.8%) completed the first measurement, 60 (70.6%) completed the second
measurement, 72 (84.7%) completed the third measurement, and 66 (77.6%) completed
the fourth measurement. Case managers reported about 107 youth (100.0%) at the first
measurement occasion, about 76 youth (71.0%) at the second and third measurements, and
about 57 youth (53.5%) at the fourth measurement. Overall, non-completion was 46.1% for
youths, 40.0% for parents, and 62.6% for case managers, indicating that these informants did
not complete all four waves. Non-completion was highest for case managers because they were
only invited to participate if the youth were still receiving the allocated treatment. If regarding
only the assessments in which case managers were invited to participate, non-completion among
case managers was 36.5%.

Logistic regressions were used to examine differences between participants who completed
all waves (completers) and participants who did not (non-completers) on both demographic
variables (ie., organization, condition, and gender for all informants; ethnic identity, living
situation, and education level for youth and parents; going to school for youth only; and
relationship type, income, and marital status for parents only) as well as study variables at the
first measurement occasion. Regarding youth and case managers, the analyses revealed that
completers and non-completers did not significantly differ on demographic variables nor study
variables, ps> 136, and ps > .593, respectively. Regarding parents, completers and non-completers
significantly differed on gender, p = .044, and parent-reported youth emotional and behavioral
problems. Mothers, and parents of children with more problems were more likely to complete all
waves. Other variables did not significantly predict completion for parents (ps > .232).

Missing data of study variables were also analyzed on item level. Little's Missing Completely
atRandom (MCAR) test (Little & Rubin, 1989, 2002) showed that data were missing completely at
random (p=1.000 across informants). Moreover, we found a normed chi-square (c?/df) of 0.05 for
youths, 0.24 for parents, and 0.10 for case managers, suggesting a good fit between the sample
scores with and without imputation (Bollen, 1989). Hence, all participants were included in the
analyses to allow all available data to be used.

Conditions

InConnection approach

The InConnection approach is a multidisciplinary systemic outpatient alternative to out-of-home
care for youth of multi-problem families. Treatment consists of four phases: 1) who, 2) what, 3)
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how, and 4) adaptivity (van Dam & Verhulst, 2016). In contrast to most other treatment programs,
the InConnection team does not start with an analysis of problems. Instead, in the who phase, the
case manager opens the conversation on the value ofa YIM and its implications for the family and
the professional. The case manager explains that a YIM is someone who is trusted by the youth,
someone they can go to for support or advice, and/or someone who inspires them. Youth are
asked to think about who could be this person for them. If necessary, the case manager provides
more support in identifying a potential YIM, for example by making a social network map. Once
youth have identified a potential YIM, this person is nominated by the youth and invited for a
meeting with the case manager. The case manager explains what the positioning of a YIM means.
If the YIM accepts the position as YIM, all parties meet to discuss issues of confidentiality, privacy,
contact frequency, boundaries, and a worst-case scenario, which are laid down in a plan of action.
The YIM is officially installed when all parties have signed the plan of action (van Dam & Verhulst,
2016). The duration of this phase is on average one month.

In the what phase, all parties give their opinion on what they would like to see changed. Case
managers motivate youth, parents, and YIM to discuss the ideal situation. The case manager
uses this information to develop a problem analysis and potential solutions. In the how phase all
parties work together on formulatinga plan of action based on the input from the previous phase.
The plan of action documents the treatment goals and the support offered by professionals (e.g.,
specialized treatment) and the informal network. This plan of action is executed in this phase and
evaluated with all parties every two months. The final adaptivity phase starts when treatment
goals have been met and/or all parties feel that the current professional support is no longer
needed. The case manager poses several questions to the youth, parents, and YIM, such as ‘what
changes when professional support ends? and ‘what happens to the position of the YIM?' Once
all parties agree on how the family will proceed without professional support, the treatment is
concluded (van Dam & Verhulst, 2016).

As treatment is tailored to the needs of a family, the treatment varies in duration and content.
That s, for youth with more complex needs, the treatment may take 12 months or more, whereas
for others the treatment may only take 6 months. To tailor the content to the family's needs,
the treatment teams consist of professionals with different types of expertise: youth and family
care, psychiatry, addiction care, and care for people with mild intellectual disabilities. These
professionals are trained in delivering the treatment according to the InConnection approach
to enhance adherence to the guidelines. The number and combination of treatment techniques
used differ across families. A few examples: youth with addiction problems can be offered
specialized addiction care; parents who experienced trauma can be offered specialized trauma
therapy; and families that experience interpersonal conflicts can be offered systemic counselling
(van Dam & Verhulst, 2016).

Treatment fidelity
InConnection case managers completed a questionnaire concerning treatment fidelity at each
measurement occasion. The questionnaire was developed for the purpose of this study, and
consisted of 13 items reflecting the steps in the phases of the InConnection approach (i.e., five
items for the who phase, two for the what phase, and three each for the how and adaptivity phases).
An example item is: “We have described the cooperation agreements between the family, YIM
and me as professional”.

On average, case managers reported to have successfully completed about half of the steps (M
=7.49, SD = 4.54, range = 0—13) throughout treatment. Treatment fidelity varied greatly between
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cases. In 5 cases (7.0%) case managers did not complete any of the steps. In 34 cases (47.8%) at least
three quarters of steps were performed, of which all steps were performed in14 cases (19.7%).

Care as usual

Care as usual included different outpatient treatment programs for youth of multi-problem
families. All selected treatment programs are multi-modal systemic family care programs, such
as versions of (intensive) family preservation programs. Team members collaborate with other
professionals involved in the family (both from within the same organization and from other
organizations). Families could thus be enrolled in several treatment programs at the same
time. The average duration of the treatment programs is similar to the InConnection approach:
approximately six to 12 months. Short-term interventions, such as crisis interventions, were not
included.

Manipulation check

To test whether the condition manipulation was successful, case managers reported on the
implemented treatment characteristics using the Dutch Taxonomy of Interventions for Families
with Multiple Problems (TIFMP), which is developed to register techniques used in the treatment
of multi-problem families (Visscher et al., 2017, 2018). The TIFMP included 53 techniques divided
over eight domains: A) assessment and organization of information; B) planning and evaluation;
C) working on change; D) teaching parenting skills; E) task support; F) activation of the social
network; G) activation of the professional network; and H) maintaining the collaboration.
Case managers indicated whether a technique was used in the period between assessments. If
relevant, case managers indicated to whom the technique was directed (youth, parent, family, or
environment). The TIFMP was developed and tested in the Netherlands and showed sufficient
interrater reliability (Visscheretal., 2018).

Logistic regression analyses revealed that InConnection did not differ from care as usual
in the use of techniques from the domain activation of the social network, p = .928. However,
when looking at whom techniques were targeted to across all domains, intervention techniques
used in InConnection were directed at the environment more often compared to the control
condition (p = .010). Reports from youth revealed that 81.4% of youth from the intervention
group positioned a YIM, similar to previous research (van Dam et al., 2017; van Dam, Klein
Schaarsberg, et al., 2018).

Measurements

Primary outcome: Youth resilience

Resilience of youth was measured by the self-reported Child and Youth Resilience Measure—Short
form (CYRM-12), which consists of 12 items (Liebenberg et al., 2013; Ungar & Liebenberg, 2013b).
The CYRM-12 assesses the individual, relational, communal and cultural resources available to
individuals that may sustain their resilience. Items (e.g., “| have people | look up to") are rated on
a 5-point scale from 1=does not describe me at all to 5=describes me a lot. Higher scores reflect higher
levels of resilience. The CYRM-12 showed sufficient content validity to be used as a cross-cultural
screener of resilience, and internal consistency was satisfactory in the original Canadian sample
(Liebenberg et al., 2013) and a Dutch sample (Broekhoven, 2015). In the current sample, internal
consistency was satisfactory to good across measurement occasions, a=.73—.84.
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Secondary outcomes

Well-being

Youth and parental well-being was measured using the self-reported World Health Organization
Well-Being Index (WHO-5) (WHO, 1998). Youth and parents rated 5 items (e.g., ‘I have felt calm
and relaxed”) on a 6-point scale from o=none of the time to s5=all the time. Higher scores reflect
higher levels of well-being. The measure is deemed appropriate for cross-cultural screening
purposes and to be used in clinical trials (Topp et al., 2015). The internal consistency and validity
were satisfactory in a variety of samples (Topp etal., 2015), including a Dutch sample (Hajos et al.,
2013). Internal consistencies were good to excellent across measurement occasions, a=.86—91 for
youth, and a=.82—.91 for parents.

Youth emotional and behavioral problems

Youth emotional and behavioral problems were measured using the multi-informant Brief
Problems Monitor (BPM). The BPM is the abbreviated version of the Child Behavior Checklist
and monitors children's emotional and behavioral functioning (Piper et al., 2014; Verhulst & Van
der Ende, n.d.). Youth filled out the self-report version (BPM-Y) and parents filled out the parent
version (BPM-P). Both versions consist of 19 items (e.g., “| argue a lot” and “Argues a lot”), which
are rated on a 3-point scale from o=not true to 2=very true. Higher scores reflect more problems.
Psychometric properties of the BPM-Y (Richter, 2015) and BPM-P (Piper et al., 2014; Richter, 2015)
were adequate in American and Norwegian samples: Internal consistency was high and validity
was satisfactory. The internal consistencies were good at all measurement occasions, a=.83—.88
foryouth, and a=.86—.89 for parents.

Risk of child unsafety

Risk of child unsafety was measured using the Actuarial Risk Assessment Tool for Protection of
Juveniles (ARI]), a Dutch assessment tool for professionals to assess the future risk of unsafety
of children and youth (van der Put et al., 2015). Case managers rated 32 items on a 3-point scale
with 1=yes, 2=no, and ?=unknown. (The item “young child, <5 years old” of the original ARI] has
been excluded in this study, as youth participating in our study are 10 years or older.) We created
sum scores of the 12 dynamic items (e.g., “Concerns about parenting and care: Protection and
safety”) to assess the risk of child unsafety across measurement occasions. Higher scores reflect
a higher risk of child unsafety. The ARI] was developed and tested in the Dutch context, and has
adequate interrater and intrarater reliability (Vial et al., 2019). In the current sample, the internal
consistency was satisfactory to good across measurement occasions, a =.73—.85.

Out-of-home placements
Youth reported on whether an out-of-home placement took place during the study at the second,
third and fourth assessment (yes or no).

Parent-child relationship quality

Parent-child relationship quality was measured using the Psychological Availability and Reliance
on Adult (PARA), which is designed to measure relationship quality in asymmetrical relationships
from an attachment perspective. It measures three aspects of the relationship: availability,
reliance, and affective bond (Zegers, 2007; Zegers et al., 2006). Youth reported on the relationship
with mothers and fathers separately. Parents individually reported on the relationship with their
child. Three items of the original affectional bond scale have been deleted, as they were not
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deemed appropriate for the parent-child relationship (e.g., “You dread knowing you may have
another [father/mother] in the future’), resulting in a 16-item scale. Items (e.g., “My parent is
warm and understanding” and “l am warm and understanding”) were rated on a 4-point scale
from 1=disagree to 4=agree. Higher scores reflect higher levels of parent-child relationship quality.
Internal consistency and validity were satisfactory for most scales in a Dutch sample (Zegers,
2007). Theinternal consistencies were good to excellent at all measurement occasions, a=.81—-.99
foryouth, and a=.85—.90 for parents.

Parental resilience

Parental resilience was measured with the self-reported Adult Resilience Measure — Short
form (ARM-12) consisting of 12 items (Ungar & Liebenberg, 2013a). The ARM-12 is an adapted
version of the CYRM-12 (Liebenberg et al., 2013) for use with adults. In contrast to the CYRM-12,
psychometric properties of the ARM-12 have not been examined yet. In the current sample, the
internal consistency was satisfactory to good across measurement occasions, a=.78—.86.

Parental empowerment

Parental empowerment was measured using the Family scale of the self-reported Family
EmpowermentScale (FES), which measuresempowermentin parenting situationsin families with
children who have emotional, behavioral or mental disorders (Koren et al.,1992). Parents rated 12
items (e.g., “When dealing with my child, | focus on the good things as well as the problems”) on
a 5-point scale from 1=never to 5=always. Higher scores reflect greater empowerment. Validity of
the Family scale was good in American (Koren et al., 1992; Singh et al., 1995) and Dutch (Segers,
2017) samples. The internal consistency has only been examined in an American sample, and was
excellent (Singh etal.,1995). In the current sample, the internal consistency was good to excellent
across measurement occasions, a=.89—.92.

Parenting behavior

Parenting behaviors were measured using the self-reported Alabama Parenting Questionnaire
— Short form (APQ-9). The APQ-9 measures three main parenting practices in response to child
behavioral problems: positive parenting, inconsistent discipline, and poor supervision (Elgar et al.,
2007). Parentsreported theirparentingbehaviorusingthegitems (e.g.,“You praiseyourchildifhe/she
behaves well”) that are rated on a 5-point scale from 1=never to 5=always. Higher scores reflect higher
levels of parenting practices in a certain domain. Validity of the APQ-9 was good, but the internal
consistency was low in an Australian sample (Elgaretal., 2007). Yet, a low internal consistency is not
necessarily problematic when the purpose is to measure a broad concept using few items, like in the
APQ-9. Internal consistency of the extended APQ were low to good in a Dutch sample (Menting et
al., 2014). Similarly, the internal consistencies were low to excellent across measurement occasions
in the current sample, =.83—.92 for positive parenting, a=.65—77 for inconsistent discipline, and
o=.51—.67 for poor supervision. We dropped one item of the poor supervision scale as itis considered
outdated and parents expressed issues with the item (“Your child fails to leave a note or to let you
know where he/she is going”). The internal consistency increased to a=.62—79.

Intermediate outcomes

Social resourcefulness

Youth's level of social resourcefulness was assessed using the subscale Seeking Social Support
of the Dutch questionnaire Utrecht Coping List (UCL). This subscale measures the extent to
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which youth seek comfort and understanding from others, tell someone about their concerns
or ask for help (Schreurs et al., 1993). Youth rated the 6 items (e.g., “Share your worries with
someone€’) on a 4-point scale from 1=rarely or never to 4=very often. Higher scores reflect more
social resourcefulness. The internal consistency and validity of the UCL were good in a Dutch
sample (Schreurs et al., 1993). In the current sample, the internal consistencies were good across
measurement occasions, 0=.84—.89.

Shared-decision making

Shared-decision making was measured using the second and third of the Session Rating Scale
(SRS), which is a brief four-item measure of therapeutic alliance. These items tap into agreement
on the treatment goals and treatment tasks (Duncan et al., 2015). Youth and parents rated the
items on a continuous scale of 10 cm, where the left side indicates a more negative response
(e.g., “We did not work on or talk about what | wanted to work on and talk about”) and the right
side indicates a more positive response (e.g., “We worked on and talked about what | wanted to
work on and talk about”). Thus, higher scores reflect higher levels of shared-decision making. The
internal consistency and validity of the SRS including all four items were satisfactory to good in
American (Duncan etal., 2015) and Dutch (Boezen-Hilberdink et al., 2014) samples. In the current
sample, the internal consistencies were good to excellent across measurement occasions, a=.88—
.91 for youth and a=.82—.94 for parents.

Treatment motivation

Youth's treatment motivation was assessed using the subscale Motivation to Engage in the
Treatment of the self-reported Treatment Motivation Scales for Forensic Outpatient Treatment
(TMS-F) (Drieschner & Boomsma, 2008). Youth rated the 16 items (e.g., “If | saw little change
in my life, | would end the treatment”) on a 5-point scale from 1=strongly disagree to 5=strongly
agree. Higher scores reflect greater treatment motivation. Internal consistency and validity were
satisfactory in a Dutch adult sample (Drieschner & Boomsma, 2008). Psychometric properties
have not yet been studied in youth samples. In the current sample, the internal consistency was
good to excellent across measurement occasions, a=.83—.94.

Statistical analyses

Descriptive statistics were obtained through SPSS version 26 to gain insight in the means, standard
deviationsand correlations of the variables. All otheranalyses were performed in Mplus 8.7 (Muthén
& Muthén, nd.). Data were analyzed following the intention-to-treat principle, meaning that
participants were grouped according to their allocated treatment, regardless of whether treatment
was completed or not. Because missing data were missing completely at random, the default
setting in Mplus for handling missing data (i.e., full information maximum likelihood) was used.
We performed multilevel analyses to account for the nested structure of our data, thus providing
unbiased estimates. More specifically, three-level models were examined in which measurement
occasions (Level 1) were nested within participants (Level 2), and participants were nested in families
(Level 3). Change across time in the outcomes was assessed with latent growth models.

The fit of the models was evaluated using the following cutoff scores (Kline, 2005). First, for
the comparative fit index (CFI), values > .90 would indicate acceptable fit and values > .95 would
indicate good fit. Second, for the root-mean-square error of approximation (RMSEA) and the
standardized root-mean-squared residual (SRMR) values <.08 would indicate acceptable fit and
values <.05 would indicate good fit.
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To evaluate the direct effect of condition on the outcome and intermediate measures, we
specified separate models for each measure to prevent loss of power due to a high number of
parameters. For each measure, we first fitted a linear growth model including a latent intercept
and a latent slope factor with factor loadings corresponding to the number of months between
assessments (0,1, 3, 5). Then, we regressed the intercept and linear slope on a condition variable
that was dummy coded with 1 =intervention group and o = control group.

Indirect or mediation effects were only examined for intermediate outcomes that were
significantly predicted by condition. To evaluate the indirect effects, we specified separate models
per intermediate outcome and outcome measure for each combination of variables. Then, we
specified the three direct regression paths, that is, 1) condition on the slope of the outcome, 2)
conditionontheslope of the intermediate outcome, and 3) the slope of the intermediate outcome
on the slope of the outcome. Finally, we specified the indirect effect of condition on the slope of
the outcome through the slope of the intermediate outcome.

Sensitivity analyses

We conducted two types of sensitivity analyses to check the robustness of our results. First, we
reran analyses after excluding participants without YIMs from the intervention group. Second, we
reran analyses after removing participants from the intervention group who received treatment
with a low level of treatment fidelity (i.e., <75% of steps performed).

Results

Participant flow

During the recruitment period, 290 youth started treatment at one of the participating treatment
modalities, of which 182 at InConnection. Of these, 240 (83%) youth and their parents or
caregivers (i.e., client system) were informed about the study by their case manager and asked
if they consented to sharing their contact information with the independent research team, to
which 148 (51%) of client systems agreed. Client systems were then approached by the research
team, and 113 (39%) consented to participate in the study. Six client systems did not participate,
resulting in 107 participating families of which 66 were in the intervention group. Consent and
participation of individuals resulted in the final sample of =102 youth and n =85 parents eligible
for analyses. See Figure 1 for the participant flow per treatment condition.

Descriptive statistics
The means and standard deviations of all study variables are presented in Table 2. Correlations
between study variables from the same informant are shown in Table 3.

Condition differences in study variables

In addition to equivalence on demographic factors between the treatment conditions (see Table
1), we also examined whether there were differences between the conditions on the outcome
measures of this study at the first measurement occasion by examining the effect of condition
on the intercepts. We found two significant differences, namely for youth-reported resilience and
youth-reported shared-decision making, p =.002, and p =.028, respectively. In both cases, youth
reported higher levels in the intervention group than in the control group. No differences were
found for parent-reported and case manager-reported outcomes (see Table 4).
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CHAPTER 5 EFFECTIVENESS OF THE INCONNECTION APPROACH FOR YOUTH FROM MULTI-PROBLEM FAMILIES

Intervention effects

Direct effects on primary and secondary outcomes

To evaluate the direct effects on the primary and secondary outcomes, we conducted separate
models in which the linear slope of an outcome measure was regressed on the condition variable.
Results indicated few significant treatment effects. Overall, youth and parents did not experience
changes over time in any of the outcomes variables, indicated by insignificant slope values. Case
managers from both conditions, however, did report decreases in child unsafety, p <.001. When
looking at the effect of condition on the slopes, which would indicate differences in effectiveness
between conditions, we did not find any treatment effects on self-reported youth outcomes (ps >
.229) nor for child unsafety reported by case managers (p =.901). However, we found a significant
treatment effect on parent-reported youth emotional and behavioral problems (see Figure 2), b
=-0.05, SE=0.02, p =.013, B =-0.76. Concerning parents’ self-reported outcomes, we found one
significant treatment effect on positive parenting (see Figure 3), b =0.09, SE=0.03, p=.003, B =
0.42. Thus, on average, parents in the intervention condition reported improvements in youth's
emotional and behavioral problems and their own positive parenting over time, whereas control
parents did not experience changes in these outcomes. No treatment effects were found for the
other parent-reported outcome measures (ps >.112). Most models had acceptable to good fit. See
Table 4 for detailed model results.

Youth emotional/behavioral problems (P)

12
1

o m
0.6
0.4
0.2
0

1 2 3 4

InConnection == == Care as usual

Figure 2. Craph with Results from the Latent Growth Model for Parent-reported Youth Emotional/Behavioral Problems

Note. This figure shows the significant treatment effect of InConnection compared to care as usual on parent-reported
youth emotional/behavioral problems, p =.013. InConnection: b =-0.05; care as usual: b= 0.00.
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Positive parenting (P)
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InConnection == == Care as usual

Figure 3. Graph with Results from the Latent Growth Model for Parent-reported Positive Parenting

Note. This figure shows the significant treatment effect of InConnection compared to care as usual on parent-reported
positive parenting, p =.003. InConnection: b = 0.05; care as usual: b=-0.03.

Direct effects on intermediate outcomes

To examine the treatment effects on the four intermediate outcomes, we conducted similar
separate models to the analyses presented above. Youth and parents did not reportany significant
changes in the intermediate outcomes over time. We also did not find any effect of condition on
change for youth nor parents, ps > .850 and p = .568, respectively. Therefore, we did not perform
mediation analyses. Most models had acceptable to good fit. See Table 4 for detailed results of
all models.

Sensitivity analyses

We conducted two types of sensitivity analyses to check the robustness of our results concerning
the treatment effects on the primary, secondary and intermediate outcomes. We reran analyses
after excluding n = 41 cases from the intervention group without YIMs, and after excluding n =
40 cases with low levels of treatment fidelity. The results (see Appendix A) were similar to those
from the initial analyses, giving us confidence in the accuracy of our results. We found significant
treatment effects in both sensitivity analyses on positive parenting (p = .020, B =0.41, and p =
.001, B =0.75, for sensitivity analyses excluding cases without YIMs, and cases with low treatment
fidelity, respectively). For parent-reported youth emotional and behavioral problems, we found
one significant and one marginally significant treatment effect. The treatment effect on parent-
reported youth emotional and behavioral problems was significant in the analyses excluding
cases without YIMs (p=.004, B =-0.52),and marginally significantin the analyses excluding cases
with low treatment fidelity (p = .050, B =-0.69). None of the other sensitivity analyses yielded
significant results.

Discussion

This study investigated the effectiveness of the InConnection approach, a multidisciplinary
treatment for youth with mental health needs from multi-problem families that utilizes the
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youth's social network by collaborating with a YIM. Results showed that, in general, families
neither reported improvements nor declines in their functioning over the study period. Yet, case
managersin both conditions reported decreases in child unsafety, suggesting that both treatment
conditions may have decreased the very serious problem of the risk of child maltreatment, but
not other problems, although this decrease could be an effect of time rather than a treatment
effect. The InConnection approach did not outperform care as usual on most outcome variables,
including the primary outcome resilience. Yet, two treatment effects should be noted. That is,
parents in the InConnection condition reported reductions in their children's emotional and
behavioral problems, and improvements in their own positive parenting, whereas control
parents did not report any changes. We found no effects on the intermediate outcomes, which
might implicate that social resourcefulness, shared-decision making and treatment motivation
may not be working mechanisms specific to the InConnection approach.

The results failed to confirm our hypotheses that the InConnection approach would yield
greatereffectsthancareasusual onself-reported youth functioning,includingresilience, although
treatment effects were found on parent-reported youth emotional and behavioral problems.
Congruent with this finding, recent meta-analyses also demonstrated that psychological care
in general (Howick et al., 2022), and treatment programs for youth with multiple problems
specifically (Weisz et al., 2017), are generally not effective in improving youth functioning. Yet,
youth functioning in both treatment conditions was not reduced, which demonstrates that
neither of the two treatment conditions had harmful effects. The stability in functioning could
potentially be a result of successful treatment. That is, due to the complexity and seriousness of
problems in this sample (Bodden & Dekovi¢, 2016; Tausendfreund et al., 2016), we may expect
declines in functioning had these families not received treatment (Dekkers et al., 2022). However,
an experimental design with a group that does not receive treatment is needed to confirm or
reject this hypothesis.

Interestingly, the two treatment effects that we found were both reported by parents,
while the two unique elements of the InConnection approach are aimed at youth. That is, the
integration of care is primarily focused on youth, and the YIM is positioned to support youth (van
Dam & Verhulst, 2016). Yet, the integration of care also allows parents to receive different forms
of treatment, including elements of parenting programs. Improving parenting is a beneficial
pathway to enhance the well-being of their children. Notably, treatment programs that positively
impact parents, such as parenting programs, have been shown to result in improvements in their
children (Chen & Chan, 2016; Sanders et al., 2014). It is possible that it takes longer for youth to
benefit from the InConnection approach (i.e., sleeper effects) and that the study duration was too
short to detect improvements (van Aar et al., 2017), especially since treatment had not ended yet
in most cases in the current study. Future research should aim to include follow-up assessments to
examine whether youth benefit from InConnection in the long run, and whether these treatment
effects are mediated by treatment effects on parents. It is also possible that parents in the
InConnection condition reported improvements in youth's emotional and behavioral problems,
whereas youth themselves did not, due to the context about which they were reporting. As
parents mostly report about their children's behavior at home, whereas youth themselves report
about their behavior across different contexts, this could suggest that InConnection improved
youth's behavior at home, but not in other contexts.

Another explanation for the limited treatment effects may be the Covid-19 pandemic, which
started approximately one year after the start of this quasi-experimental study. This potentially
influenced treatment effectiveness in several ways. First, the pandemic potentially extended
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treatment durations as appointments were postponed or done online due to lockdowns and
social distancing measures. In fact, only one-third of treatments were completed by the final
assessment (i.e., 15 months after starting treatment), whereas treatments in both conditions
were supposed to last six to twelve months. Second, the pandemic has likely impacted the
availability and stability of professional support due to social distancing measures and an
increase in sick leave among professionals as a result of illness and increased stress. Similarly, the
imposed measures potentially also influenced the availability of other support systems (Prime
et al., 2020), including YIMs. Third, both youth and parents have likely been directly affected
by the imposed measures (Courtney et al., 2020; Power et al., 2020), such as school closure and
working from home, as these measures caused shifts in family routines, daily functioning and
social connectedness (Prime et al., 2020). Studies indeed demonstrated that the pandemic
negatively affected youth and parents’ well-being (Eales et al., 2021; Jones et al., 2021; Marchini
etal., 2021; Rosen et al., 2021; Westrupp et al., 2021). Youth may have been particularly affected
by the pandemic, since the imposed measures impacted social activities, which are particularly
important during adolescence (Courtney et al.,, 2020; Power et al., 2020). Thus, the Covid-19
pandemic has potentially negatively affected overall treatment effects, especially in youth.

We did not find any effects over time on the intermediate outcomes, suggesting that
social resourcefulness, shared-decision making and treatment motivation may not be working
mechanisms specific to the InConnection approach. InConnection youth reported higher levels
of shared-decision making throughout treatment compared to control youth, and this difference
was already present at the first measurement occasion. As shared-decision making was assessed
as the level of agreement with the professional on therapy goals and tasks, alternative to
indicating a lack of random allocation to conditions, the effect might also reflect that suggesting
to use InConnection as treatment and inviting youth to find and nominate a YIM provides these
youth with more opportunities to experience shared-decision making during the intake phase.
Notably, the initial high levels of perceived shared-decision making in InConneciton youth
reduced the chance of finding an intervention effect. Therefore, both true pre-test assessments
and a randomized controlled trial are warranted to examine shared-decision making and other
mediators of InConnection, while controlling for selection effects and other potential biases
(Hariton & Locascio, 2018).

Limitations and strengths

The current study has several limitations. First, our sample size was smaller than initially planned
(Koperetal., 2020), as fewer families started treatment at one of the participating organizations
than expected due to the dissolution of one organization (Juzt) and limited budget from the
municipalities for youth care. The smaller sample size limited the possibility to examine the
impact of moderators (e.g., demographic factors) and predictors (e.g., YIM relationship quality)
of intervention effects. Additionally, due to the small sample, we had to run 18 separate analyses
for the different measures. This multiplicity or multiple testing may have led to finding significant
results solely by chance (Streiner & Norman, 2011). Therefore, the few significant results found
in this study should be interpreted with caution. Yet, Streiner and Norman (2011) suggest not
to correct for multiple testing if hypotheses are formulated, as we did in this study, since a priori
hypotheses decrease the probability that results are due to chance. Second, this study has the
limitations of a quasi-experimental design, such as selection effects (Hariton & Locascio, 2018).
We demonstrated that the families in both conditions were similar in terms of demographics, yet,
youth in the treatment group reported higher levels of resilience and shared-decision making at
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the first measurementoccasion, suggesting that the two groups were not completely comparable.
Third, the duration of the study was not long enough to examine long-term effects. Although the
fourth measurement occasion was meant as a follow-up assessment, most treatments were not
completed yet. This limits our understanding of the effectiveness of the InConnection approach
at and after completion of treatment. Fourth, treatment fidelity of the InConnection approach
was quite low, and the treatment conditions were possibly more similar than intended, making
the two conditions less suitable for comparisons. Yet, our sensitivity analysis excluding the low
fidelity cases showed similar results, giving us more confidence in the accuracy of our results.

This study also has several strengths. First, the study was conducted under real-life
circumstances, thus testing the effectiveness rather than the efficacy of the InConnection
approach, which optimizes the ecological validity, and improves the generalizability to other
real-life settings. Second, this study compared different active treatment conditions, which is
considered to be a particularly rigorous standard of comparison (Spielmans et al., 2010; Weisz et
al.,, 2017; Weisz, Kuppens, et al., 2013).

Future research

More research on the effectiveness of the InConnection approach is warranted, due to due to
the impact of the problems of these families on their lives and society (Bodden & Dekovi¢, 2016;
Tausendfreund et al., 2016), and the limited positive treatment effects of InConnection, despite the
suboptimal conditions of this study. In general, there is a need for more robust, high-quality research
examining the effectiveness of InConnection. Randomized-controlled trials (RCT) are considered the
golden standard of intervention research because randomization reduces selection bias (Hariton
& Locascio, 2018). Therefore, future studies should aim to conduct RCTs with sample sizes that are
sufficiently large to advance our understanding of for whom and under what circumstances these
types of care programs work by examining moderators of treatment effects (Kraemer et al., 2002).
For example, research could investigate whether some treatment techniques used in InConnection
work better than others. That is, behavioral treatments, including cognitive-behavioral therapy,
have been found to be more effective forimproving a wide range of psychological problems in other
at-risk populations (McCart et al., 2006; Ost & Ollendick, 2017; Sukhodolsky et al., 2004) than non-
behavioral and multisystem treatment approaches (Weisz et al., 2017). Since families in this study
were offered all types of treatments, the InConnection approach could potentially be enhanced by
selecting evidence-based treatment elements and techniques.

Future research could also investigate whether the treatment offered in the InConnection
approach meets families’ needs, which is an important element contributing to effectiveness
according to youth and parents from multi-problem families (Visscher etal., 2022). Although the
InConnection manual states that treatment elements should be selected according to families’
needs (van Dam & Verhulst, 2016), no studies have examined yet whether this is the case.

Conclusion

In sum, the InConnection approach outperforms care as usual only in two parent-reported
outcomes: youth emotional and behavioral problems and positive parenting. Although the
positive effects compared to care as usual are small in number, the absence of negative effects
and the positive views families have of this treatment (Koper et al., 2021) suggest that the
InConnection approach can be a valuable treatment for multi-problem families, especially until
more effective treatment programs or elements have been developed, which could be used to
enhance or replace existing treatments.
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CHAPTER 6 RESILIENCE, WELL-BEING AND SUPPORT IN MULTI-PROBLEM FAMILIES DURING THE PANDEMIC

Abstract

Background: The Covid-19 pandemic may have had negative effects onyouth and parental mental
health, especially in high-risk populations such as multi-problem families (i.e., families that
experience problems in multiple domains, such as mental health and social network problems).
Using one to four assessments during all phases of the Covid-19 pandemic up until January 2022,
we examined the associations between pandemic-related stress and mental health (resilience
and well-being) of youth and parents from multi-problem families. We also investigated
whether experienced informal (i.e., youth informal mentoring) and formal support (i.e., therapist
support) served as protective factors in this association. Methods: A total of 92 youth aged 10-
19 years (46.7% girls; M =16.00 years, SD_ =1.73) and 78 parents (79.5% female; M= 47.17
years, SD_ =7.33) filled in one to four questionnaires (between March 2020 and January 2022).
Multi-level analyses were conducted to account for the nested structure of the data. Results: For
youth, pandemic-related stress was associated with lower well-being, but not with resilience.
Perceived support from both mentors and therapists was positively associated with youth mental
health. Furthermore, high perceived therapist support protected youth from the negative effect
of pandemic-related stress on resilience. For parents, pandemic-related stress was not related to
mental health, irrespective of therapist support. Yet, therapist support was directly and positively
associated with parental mental health. Conclusions: Youth from multi-problem families who
experience pandemic-related stress are at risk of (elevated) mental health problems during the
pandemic, specifically if they have no or weak therapist support. The mental health of parents,
however, was minimally affected by pandemic-related stress, indicating strength and flexibility.
Youth and parents who experienced support during the pandemic reported higher levels of
resilience and well-being, demonstrating the importance of support for individuals’ mental
health during stressful times such as a pandemic.

Keywords: Covid-19, informal mentoring, multi-problem families, pandemic, parents, resilience,
support, therapeuticalliance, well-being, youth
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The coronavirus (Covid-19) pandemic pushed governmentsall over the world to take extraordinary
and severe measures to fight the virus. Despite the effectiveness of measures such as lockdowns
and physical distancing to restrain the spreading of the virus, there may have been be a negative
impact of the pandemic and related measures on individuals’ mental health (Brooks et al., 2020;
Jones et al., 2021). As a result of the imposed restrictions, many youth and their parents were
forced to spend most of their time at home and less time with extended family and friends,
potentially limiting the possibilities for support from their informal (i.e., social) and formal (i.e,
professional) networks.

Results of studies on the impact of the Covid-19 pandemic on youth are heterogeneous,
and suggest that for a sizable group (but not for everyone) the imposed restrictions during
the pandemic negatively affected youth mental health (Brooks et al., 2020; Jones et al., 2021),
mediated by increased stress (Achterberg et al., 2021). People who already were vulnerable
before the pandemic tended to suffer more (Kim & Laurence, 2020; Weeland et al., 2021). Yet,
research on the mental health of multi-problem families or multi-problem families, i.e., families
who experience problems on several life domains, including mental health and social network
problems (Bodden & Dekovi¢, 2016; Tausendfreund et al., 2016), during the Covid-19 pandemic
seems lacking.

Mental health during the Covid-19 pandemic

Both youth and parents have likely been affected by the imposed measures (Courtney etal., 2020;
Power et al., 2020), such as school closure and working from home, as these measures caused
shifts in family routines, daily functioning and social connectedness (Prime et al., 2020). Since
the start of the Covid-19 pandemic, there has been continued interest in monitoring individuals’
mental health changes. Resilience and well-being are two important and relevant factors of
mental health during a pandemic. Resilience is the capacity to cope with adversity and protects
individuals from negative consequences of stressful events (Masten, 2021; Ungar, 2011), including
the Covid-19 pandemic (Beames et al.,, 2021; Li et al., 2022). Well-being refers to individuals’
subjective, psychological well-being, and is an important general indicator for mental health
(Topp et al., 2015). Some studies indeed demonstrated that the pandemic negatively affected
youth and parents’ well-being (Eales et al., 2021; Jones et al., 2021; Marchini et al., 2021; Rosen et
al.,, 2021; Westrupp et al., 2021).

Differential impact of the Covid-19 pandemic on mental health

The pandemic seems to not have affected all youth and parents equally. That is, whereas some
families experienced difficulties adjusting during the pandemic, others were able to cope
relatively well (Weeland et al., 2021), suggesting that some were more resilient than others.
Several risk and resilience factors might explain why some families are more severely impacted
by the pandemic than others (Fegert et al., 2020; Weeland et al., 2021). Prepandemic risk factors,
such as low socioeconomic status and mental health problems, seem to exacerbate the effects of
the pandemic, placing already vulnerable families at even greater risk of experiencing stress and
low mental health during the pandemic (Kim & Laurence, 2020; Sun et al., 2021). Multi-problem
families face several problems in multiple domains, such as psychosocial functioning, family
functioning, mental health, financial situation and functioning in their social networks. These
problems are often chronic and intergenerational (Bodden & Dekovi¢, 2016; Tausendfreund et
al.,, 2016). As a result, youth and parents from multi-problem families may be at increased risk for
negative effects of the pandemic on their mental health.
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Another factor that exacerbates the effects of the pandemic is perceived pandemic-related
stress (Achterberg et al., 2021; Rosen et al., 2021). Pandemic-related stress is the experienced
stress as a result of the pandemic, both due to the virus itself and imposed restrictions. For
instance, people may experience pandemic-related stress due to isolation (Brooks et al., 2020),
unpredictability and daily routine disruptions, increased exposure to information about threats
to well-being (Prime et al., 2020), and illness, unexpected loss and grief (Mayland et al., 2020).
Pandemic-related stress subsequently negatively affects mental health (Achterberg et al., 2021;
Plentyetal., 2021; Rosen etal., 2021). Given the pre-existing risk factors in multi-problem families
(Bodden & Dekovi¢, 2016; Tausendfreund et al., 2016), these families are more likely to experience
pandemic-related stress (Kim & Laurence, 2020; Sun et al., 2021).

Support as protective factor during adversity

Support from friends, relatives and professionals can protect individuals from developing
problems in stressful situations (Harandi et al., 2017), and is therefore considered an important
protective factor against the impact of the Covid-19 pandemic (Crey et al., 2020; Jones et al., 2021).
Support can be offered by many different individuals from one's social network, which can be
broadly divided into the informal (i.e., natural) and the formal (i.e., professional) network. Informal
networks consist of friends, family members, acquaintances and others with whom individuals
have organically formed relationships. The informal network may also include nonparental adults
who provideyouth with supportby offering helpand advice, thereby promoting their mental health
(DuBois & Silverthorn, 2005; Sterrett et al., 2011; e.g., van Dam, Smit, et al., 2018). The benefits of
these mentoring relationships can lastinto adulthood, even for youth who experienced childhood
adversities (Hagler & Rhodes, 2018), and preliminary evidence suggests that mentors may also
play a crucial role in offering support to youth during the Covid-19 pandemic (Koning et al., 2022).
Particularly when the perceived relationship quality is high, youth are likely to experience benefits
from informal mentors (Lyons et al., 2019; van Dam, Smit, et al., 2018).

Formal networks consist of professionals who are involved in the lives of youth and parents,
such as teachers, counsellors, and therapists. Given that mental health needs may have increased
as a result of the pandemic (Marchini et al., 2021; Markoulakis et al., 2022), therapists may
play an important role in offering support to families during the Covid-19 pandemic. As for
informal support, perceived relationship quality, or therapeutic alliance, seems to determine the
effectiveness of formal support (Fliickiger et al., 2020; Horvath, 2005). However, the pandemic
has led to therapy disruptions (Wan Mohd Yunus et al., 2022) and changes in therapy delivery
from physical appointments to videoconferencing or telephone consultations, which negatively
affected the therapeutic alliance for some clients (Lange et al., 2021; Markoulakis et al., 2022).

In sum, there is evidence suggesting that experienced support from informal mentors and
therapists can protect youth and parents from (elevated) mental health problems, and may
bufferagainst the negative impact of stress resulting from the Covid-19 pandemic. Multi-problem
families tend to have unstable informal networks (Sousa, 2005) and often experience interrupted
and fragmented formal support (Sousa & Eusébio, 2007), making it more likely that they
experience low levels of support, increasing the risk for mental health problems, especially during
a pandemic. Therefore, itis particularly important to examine whether support can protect youth
and parents from mental health problems during the Covid-19 pandemic.
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Present study

In this study we examined the associations between pandemic-related stress, support and mental
health in multi-problem families during the Covid-19 pandemic. More specifically, we tested
three hypotheses: 1) pandemic-related stress is negatively associated with youth and parental
mental health; 2) support is positively associated with youth and parental mental health; and
3) support is a protective factor minimizing the negative effects of pandemic-related stress on
youth and parental mental health. We aimed to give deeper insight into mental health and the
functioning of support structures in the vulnerable population of multi-problem families during
the pandemic. To meet this aim, we performed multi-level regression analyses and included
several covariates to control for the potential confounding influence on youth and parents’
mental health: demographics, treatment duration, and treatment condition. We also included
pandemic duration and severity level of imposed pandemic measures as predictors of mental
health. This study was preregistered at OSF Registries (osf.io/z7wvr).

Methods

Procedure

The GRIP study is registered at the Netherlands Trial Register (NL7565). The design of the study
is in accordance with the guidelines of Helsinki (1964) and its later amendments, and approved
by the faculty ethical review board of the Faculty of Social and Behavioral Sciences of Utrecht
University (FETC-18-093). The current study is preregistered at OSF Registries (osf.io/z7wvr).

Participants were multi-problem families receiving youth and family care who participated in
a quasi-experimental multi-site study called Growth in personal environment (GRIP) (Koper et al.,
2020). Data for GRIP were collected from December 2019 to January 2022 at five organizations
foryouth and family care located in urban areas in the Netherlands. The aim of the GRIP study is
to investigate the effectiveness of the InConnection approach, an outreaching, systemicapproach
for multi-problem families in which youth nominate an informal mentor according to the Youth-
Initiated Mentoring (YIM) approach (Schwartz et al., 2013; van Dam et al., 2020). The effects
are compared with a control group, which received care as usual including several multi-modal
outpatient systemic treatment programs for multi-problem families without YIM (for more
information on the conditions, see Koper et al., 2020).

Families that started treatment in one of the treatment groups in the GRIP study were
informed about this study by an employee of the care providing organization, often the case
manager. The employee asked verbal permission from the client system to share their contact
details with the independent research team. A member of the research team then contacted the
client system, informed them of the study, and suggested to schedule an appointment. Active
informed consent for participation in the GRIP study was received from youth and parents for their
own participation. For youth under the age of 16, active informed consent for their participation
was also obtained from one parent or guardian (Koper et al., 2020).

The GRIP study aimed to assess changes in outcomes during youth and family care by using
four multi-informant assessments including questionnaires: 1) at the start of treatment; 2) after
three months; 3) after nine months; and 4) after 15 months. At the first assessment, the youth
and parents completed questionnaires at a chosen location, often at home, in the presence of a
member of the research team who assisted participants in answering the questions if problems,
such as reading problems, were present. If the participant did not experience problems in
answering the questions, subsequent assessments were completed independently online.
To comply with the measures against the coronavirus taken by the Dutch government, we
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temporarily replaced home visits by phone and video calls during various phases of the pandemic.
Participants received a financial reward of €50 for completion of the four assessments. For this
study, we used all available assessments during the pandemic per participant. We set the starting
date of the Covid-19 pandemic in the Netherlands at March 23, 2020, which was when the first
lockdown was announced by the Dutch government.

Participants

Families were approached for participation in this study if: 1) families consisted of at least one
youth aged 10 to 23 years; 2) families experienced problems, such as school drop-out, divorce,
trauma, antisocial behavior, and substance use, that are considered complex, multiple and
severe, and received indicated intensive treatment from specialized youth and family care
organizations forthese problems; 3) previous treatments have notyielded the intended effects,
and/or youth have an indication for an out-of-home placement; 4) families had sufficient
Dutch proficiency.

The GRIP study included 102 youth and 86 parents, of which 92 youth and 78 parents were
selected for the current study, because they completed one to four assessments during the
pandemic. Of these youth, 59 were in the intervention group (64.1%), and the remaining 33 in
the control group (35.9%). For the current study, both treatment groups were combined. Mean
age of the youth was 16.00 years at the start of the pandemic (SD = 1.73, range = 10.59-19.19
years), and 43 were girls (46.7%). Most youth were attending school at the first measurement
occasion during the Covid-19 pandemic (87.0%), and more than half followed preparatory
secondary vocational education (59.8%). Most youth identified as Dutch (73.9%) or partly Dutch
(5.4%); the others identified as Surinam (3.3%), Antillean (1.1%), or other (12.0%). At the start of
the pandemic, 42 youth lived with their parents: 27 lived with one of their parents or alternately
with either parent (29.3%), and 15 lived with both parents (16.3%). Three lived by themselves
(3.3%), 31 lived in a residential facility (33.8%), six with friends or family (6.5%), and six in a foster
home (6.5%). Most youth received youth and family care for the entire duration of the pandemic
(78.2%). Three youth did not receive any care during the pandemic (3.3%). The others received
care for some time during the pandemic (18.5%). Most youth had an informal mentor (56.5%)
during the pandemic, which was most often a family member (44.2%).

Of the 78 participating parents, biological parents participated most often (85.9%), and
adoptive parents, foster parents and stepparents were less common (14.1%). In most families one
parent participated (74.4% of parents), in the remaining 10 families, two parents participated
(25.6% of parents), which were mostly two biological parents. Forty-six parents were in the
intervention group (59.0%), and the remaining 32 were in the control group (41.0%). On average,
parents were 47.17 years old at the start of the pandemic (SD = 7.33, range = 28.84—64.35) and 62
parents were female (79.5%). Most parents were married or living together with a partner (45.5%),
20 were divorced or separated (26.0%), 20 were unmarried (26.0%), and two were widowed
(2.6%). Most parents lived with children (84.0%), and identified as Dutch (90.9%) or partly Dutch
(1.3%), the others identified as Surinam (2.6%), Antillean (1.3%), or other (3.9%). Five parents
finished no formal education or primary education only (6.6%), 22 finished secondary education
(28.9%), 16 finished vocational education (21.1%), 26 finished higher education (34.2%), and 7
finished another type of education (9.2%). For the majority of parents the net monthly income
(NMI) was in the lowest 10% of Dutch adults (Central Bureau for Statistics, 2021): 29 parents
(41.4%) had a NMI of less than €1.600, and 17 parents (24.3%) had a NMI of €1.601-€2.100. Most
parents received youth and family care for the entire duration of the pandemic (69.2%) or for
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some time during the pandemic (20.5%), and some parents did not receive care at any time point
during the pandemic (10.3%).

Missing data

On average, youth and parents reported on two measurements during the pandemic (1,0 = 23
andn =22 0onone measurement,n =29andn_ =250ntwo measurements, n =12

parents youth parents youth
andn =8 on three measurements, and n,

pents =28and M enss = 230N four measurements). Thus,
non-completion was high: 69.6% for youth and 70.5% for parents. Non-completion was most
often due to the design of the GRIP study: Participants filled out questionnaires four times and
many had already been completed before the pandemic started. Non-completion due to design
occurred in 45 cases in youth (48.9%) and 42 cases in parents (53.8%). Logistic regression revealed
two differences in demographics between completers and non-completers: Youth differed in
living situation (p =.037), indicating that completers were more likely to be living elsewhere than
with their parents. Parents differed on ethnic identity (p = .020), showing that non-completers
were more likely to identify as Dutch. Youth and parents who completed all four measurements
did not differ from non-completers on other demographic variables (i.e., age, gender, ethnic
identity, living situation, and going to school; ps > 134 for youth and ps > .383 for parents).
Missing data of study variables were also analyzed on item level. Little's missing completely at
random (MCAR) test (Little & Rubin,1989) showed that data were missing completely at random,
c*(31) =37.70, p= 190 foryouth, and c*(44) = 50.33, p= 237 for parents. Hence, all participants were
included in the analyses to allow all available data to be used.

Measurements

Resilience

Resilience of youth and parents, defined as the capacity of the individual and its social and
physical environment to cope with adversity (Ungar, 2011), was measured at all assessments by
age-appropriate self-reported resilience measures. Youth filled in the Child and Youth Resilience
Measure — Short form (CYRM-12) and parents filled in the Adult Resilience Measure — Short form
(ARM-12), both consisting 12 items (Liebenberg et al., 2013; Ungar & Liebenberg, 2013b, 2013a).
Both versions assess the resources (individual, relational, communal and cultural) available
to individuals that may sustain their resilience (e.g., “I know where to go in my community to
get help” and “My family will stand by me during difficult times”). Items are rated on a 5-point
scale from 1=does not describe me at all to S=describes me a lot. To establish a score for resilience, a
mean score is calculated using the 12 items of the CYRM-12 and ARM-12 (Liebenberg et al., 2013;
Ungar & Liebenberg, 2013b, 2013a), for youth and parents respectively. Higher scores reflect
higher levels of resilience. Internal consistency of the CYRM-12 was satisfactory in the original
Canadian sample (Liebenberg et al., 2013) and a Dutch sample (Broekhoven, 2015) (a = .84 and
a = .93, respectively). The CYRM-12 showed sufficient content validity to be used as a cross-
cultural screener of resilience (Liebenberg et al., 2013). In contrast to the CYRM-12, psychometric
properties of the ARM-12 have not been examined yet. The internal consistencies were good in the
current samples (a = .82 for youth and a = .81 for parents).

Well-being

Youth and parental well-being was measured at each assessment using the self-reported World
Health Organization Well-Being Index (WHO-5), which assesses subjective psychological well-
being (WHO, 1998). Youth and parents rated five items (e.g., “| have felt cheerful and in good
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spirits”and “l woke up feeling fresh and rested”) on a 6-point scale from o=none of the time to 5=all
the time. To establish a score for well-being, we calculated the mean score of the five items of the
WHO-5. Higher scores reflect higher levels of well-being. The internal consistency and validity
were satisfactory in a variety of samples (Topp etal., 2015), including a Dutch sample (a =.91-.93)
(Hajos etal., 2013). The internal consistencies were good in the current samples (a = .89 for youth
and a = .87 for parents).

Pandemic-related stress

Experienced stress related to the Covid-19 pandemic by youth and parents was measured at each
assessment using 12 or 11 statements, respectively. The items tap into different potential stressors
during the pandemic, including health concerns, financial problems, and relationship and social
issues (e.g., “The coronavirus crisis leads to money problems for me and/or my family” and “Due
to the coronavirus crisis, | often argue with my family members”). The youth version contains
an extra item concerning education (‘I am afraid that my education will be delayed due to the
coronavirus crisis”). See Appendix A for all items of this questionnaire. Both youth and parents
rated the items using a 5-point scale ranging from 1=totally disagree to s=totally agree. A score for
pandemic-related stress was calculated using a mean score after recoding positively phrased
items. Higher scores reflect more pandemic-related stress. The internal consistencies were
adequate in the current samples ( = .79 for both youth and parents).

Informal support

Informal support was measured in youth and operationalized as the support from an informal
mentor, which is an older or more experienced individual from the youth's informal network
(Schwartz et al., 2013). Two variables were created: a dichotomous variable indicating the
presence of an informal mentor (mentor/no mentor), and a continuous variable for perceived
informal support, reflecting the quality of the relationship with the informal mentor. For perceived
informal support, youth completed the Psychological Availability and Reliance on Adult (PARA)
questionnaire, which is designed to measure relationship quality in asymmetrical relationships
such as mentoring relationships from an attachment perspective. It measures three aspects of
the relationship: availability, reliance, and affective bond (e.g., “You go to your informal mentor
forsupportoradvice’and “Your informal mentor listens to you in a sympathetic manner”) (Zegers,
2007; Zegers et al., 2006). Two items of the original affectional bond scale were deleted, as they
were not deemed appropriate for the informal mentoring relationship (e.g., “You dread knowing
you may have another informal mentor in the future”), resulting in a 17-item scale. Youth rated
items on a 4-point scale from 1=disagree to 4=agree. To establish a score for perceived informal
support, mean scores were calculated based on the 17 items after recoding negatively phrased
items. Participants who did not have an informal mentor at the time of the assessment did not
fill out the PARA and received a score of 1, which is the lowest possible score. Higher scores reflect
higher levels of perceived informal support. The internal consistency (a0 = .65-.81) and validity
were satisfactory for most scales of the PARA in a Dutch sample (Zegers, 2007). The internal
consistency was examined based on scores of youth with informal mentors, and was good in the
current sample (a=.89).

Formal support

Formal support was operationalized as the support from a therapist youth and parents
experienced. Two variables were created: a dichotomous variable indicating the presence of a
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therapist (therapist/no therapist), and a continuous variable reflecting perceived formal support,
that is, the therapeutic alliance. For perceived formal support, parents completed the Session
Rating Scale (SRS), a four-item measure of therapeutic alliance, and youth completed the age-
appropriate Child Session Rating Scale (CSRS). The (C)SRS taps into the relational bond between
the therapist and client, agreement on the goals of therapy, agreement on the tasks of therapy,
and the client's view of the sessions (e.g., “I felt heard, understood, and respected” for the SRS and
“The therapist listened to me”for the CSRS) (Duncanetal., 2015). Both youth and parents rated the
items on a visual analogue scale of 10 cm, where the left side indicates a more negative response
and the right side indicates a more positive response. To establish a score for perceived formal
support, mean scores were calculated based on the four items, resulting in a possible range of
1—10. Participants who did not receive treatment from one of the teams participating in the GRIP
study (Koperetal., 2020) at the time of the assessment did not fill out the (C)SRS and were scored
1, which is the lowest possible score. Higher scores reflect higher satisfaction with formal support.
The internal consistencies (a = .85-.95) and validity of the SRS were satisfactory to good in Dutch
samples (Boezen-Hilberdinketal., 2014). The internal consistencies were adequate to good in the
current samples (a = .95 for youth and a =.94 for parents).

Covariates

Several covariates were measured to control for potential confounding variables in the analyses:
demographics, treatment duration, and treatment condition. We also included pandemic
duration and severity level of imposed pandemic measures as predictors of mental health.

Background information regardingyouth and parents was obtained with a basicdemographics
and family functioning form completed at each assessment. This form also included information
on whether treatment was still offered to the families and whether youth were going to school at
the time of the assessment. Demographics that were tested as covariates, were: age, gender (male/
female), ethnicidentity (Dutch/non-Dutch), living situation (for youth: with parents/elsewhere; for
parents: with children/without children), and going to school (yes/no; for youth only).

Treatment duration was calculated to control for differences between participants receiving
treatment. We calculated how many days the treatment endured at each assessment. If
participants had already finished treatment at the time of the assessment, we included the total
number of days the treatment had lasted for. Treatment condition was included to control for
differences between the intervention and control groups.

Covid-19 pandemic duration was calculated to control for differences between individuals in
duration of the pandemicat each assessment. We calculated how many days after the start of the
pandemic (March 23,2020) assessments took place.

Covid-19 pandemic measures severity level was determined to control for differences in the
severity of measures between participants at each assessment. We established a severity level
following the pandemic strategy of the Dutch government; four levels were specified based on
the level of risk: 1=vigilant, 2=worrisome, 3=serious, and 4=very serious. Table 1 provides information
on how the risk levels are determined. See Appendix B for a summary of the active measures
during eachrisk level.
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Table 1 Determination of Risk Levels by the Dutch Government

1. Vigilant 2. Worrisome 3. Serious 4. \Very serious
Positive tests per100.000 <35 35-100 100-250 5250
inhabitants per week
Hospital admissi incl. IC
ospital admissions (incl. IC) per < 416 16-27 -7

1.000.000 inhabitants per week

Note. Adapted from https://coronadashboard.rijksoverheid.nl/over-risiconiveaus. Copyright 2021 by Central Government
of the Netherlands.

Statistical analyses

All analyses were performed in Mplus 8.7 (Muthén & Muthén, n.d.). Descriptive statistics were
obtained to gain insight in the means and standard deviations of the variables, and univariate
associations between each pair of variables. All continuous variables were centered to allow for
interaction variables to be created. We created interaction variables using pandemic-related
stress and the continuous informal and formal support variables.

We performed multilevel regression analysis (also referred to as hierarchical linear models) to
account for the nested structure of our data. More specifically, two-level models were examined in
which assessments (Level 1) were nested within participants (Level 2). Intraclass correlations (ICC)
at Level 2 were 0.58 for youth resilience, 0.29 for youth well-being, 0.76 for parental resilience, and
0.36 for parental well-being.

We performed three sets of regression analyses. In Model 1, we added all potential covariates
into the model to examine which were significantly related to the outcome. In the subsequent
models we included only the significant covariates to create more parsimonious models. In
Model 2, we tested whether pandemic-related stress (hypothesis 1) and informal and formal
support (hypothesis 2) were related to resilience and well-being during the pandemic. That is,
we examined whether individuals reported lower resilience and well-being at times when they
reported more pandemic-related stress. We added both the dichotomous and continuous
support variables in these analyses. In Model 3, we tested whether informal and formal support
moderated the link between pandemic-related stress and resilience and well-being (hypothesis
3). These analyses were also conducted with both the continuous and dichotomous support
variables. We performed separate analyses for youth and parents, for resilience and well-being,
and for informal and formal support, resulting in six regression analyses (the analyses including
informal support were performed for youth only).

By interpreting the results at Level 1, we looked at within-person correlated change. We used
the p < .05 criterion to determine the significance of the effects. The effect sizes of models are
reported using explained variance (R? values); 0.02 was considered small, 0.13 medium and 0.26
large (Cohen, 1988). Full information maximum likelihood estimation was used to deal with
observations with incomplete or missing data. All models were saturated and therefore had a
perfect fit, thus, fit statistics are not reported.

Results

Descriptive statistics

Descriptive statistics of youth and parental resilience, well-being, pandemic-related stress, and
informal and formal support are shown in Table 2. Associations between all variables including
covariates are presented in Table 3.
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Model 1: Covariates

Youth data

Analyses on youth data showed that gender, treatment condition, and living situation were
significant covariates of resilience and/or well-being. Boys (M =3.05, SD = 0.95) had higher scores
on well-being than girls (M=2.41,SD=1.05), 3=-0.35, SE=0.13, p=.009. Youth in the intervention
group had higher scores on resilience and well-being (M =3.84, SD = 0.50, and M = 2.93, SD =
1.02, respectively) than youth in the control group (M =3.42, SD = 0.53, and M = 2.43, SD =1.01,
respectively), B=0.37, SE=0.10, p<.001,and B = 0.25, SE=0.11, p =.024, respectively. Youth living
with their parents had higher scores on resilience and well-being (M =3.79, SD = 0.61, and M =
2.96, SD =1.16, respectively) than youth who lived elsewhere (M =3.57, SD = 0.60, and M = 2.46,
SD=1.8, respectively), B =-0.28, SE=0.12, p =.015, and B =-0.31, SE=0.11, p = .006, respectively.
Therefore, gender, treatment condition, and living situation were included as covariates in
subsequent analyses. Age, ethnic identity, pandemic duration, pandemic severity level and
treatment duration were not significant and thus left out. Youth went to school at almost all
of the assessments during the pandemic (91.6%). Therefore, we could not reliably estimate the
influence of this covariate and dropped it.

Parent data
Analyses on parent data showed that none of the covariates were significant. Therefore, no
covariates were added to the subsequent analyses with parent data.

Model 2: Predictors of resilience and well-being

Youth resilience

In Model 2a we examined pandemic-related stress and informal support as predictors of youth
resilience. Results showed that pandemic-related stress was not significantly related to youth
resilience, B =-0.11, SE = 0.11, p = .330. Informal support, however, was significantly related to
resilience: Having a mentor was positively associated with resilience, B =0.92, SE=0.20, p <.001,
and higher levels of mentor relationship quality were associated with higher levels of resilience,

=1.14,SE=0.20, p <.001. The within-effects of this model were medium in size, R*=0.21.

Next, in Model 2b we examined pandemic-related stress and formal support as predictors
of resilience. Again, results showed that pandemic-related stress was not significantly related to
youth resilience, B =-0.14, SE = 0.11, p = 195. In addition, the presence of a therapist was not a
significant predictor of youth resilience, B =0.11, SE=0.15, p=.456, but higher levels of therapeutic
alliance were associated with higher levels of resilience, = 0.53, SE = 0.13, p <.001. The within-
effects of this model were medium in size, R*=0.25.

Youth well-being
In Model 2a we examined pandemic-related stress and informal support as predictors of youth
well-being. Results showed that at times when youth reported higher levels of pandemic-related
stress, they reported lower levels of well-being, f=-0.18, SE=0.09, p =.035. Additionally, informal
support was positively associated with youth well-being: Having a mentor significantly predicted
well-being, B = 0.70, SE = 0.34, p = .040, and higher levels of mentor relationship quality were
related to higher levels of well-being, B = 0.84, SE=0.34, p =.015. The within-effects of this model
were medium in size, R*=0.18.

In Model 2b we examined pandemic-related stress and formal support as predictors of youth
well-being. Again, results showed that higher levels of pandemic-related stress were related to
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lower levels of youth well-being, B =-0.20, SE = 0.09, p = .030. The presence of a therapist was
not significantly related to youth well-being, B = 0.16, SE = 0.15, p = .268. Yet, higher levels of
therapeuticalliance were associated with higher levels of youth well-being, B=0.33,SE=0.14, p =
.022. The within-effects of this model were medium in size, R = 0.16.

Parental resilience

In Model 2 we examined pandemic-related stress and formal support as predictors of parental
resilience. Results showed that pandemic-related stress was not associated with parental
resilience, B =-0.25, SE = 0.21, p = .237. Formal support, however, was positively associated with
parental resilience: Receiving treatment was associated with resilience, B = 0.57, SE=0.22, p =
.008, and higher levels of therapeutic alliance predicted higher levels of parental resilience, f =
0.58,SE=0.27, p =.030. The within-effects of this model were medium in size, R? = 0.14.

Parental well-being

In Model 2 we examined pandemic-related stress and formal support as predictors of parental
well-being. Results showed that pandemic-related stress was not significantly related to parental
well-being, B =-0.19, SE = 0.12, p = .118. Formal support, however, was a significant predictor of
parental well-being: Receiving treatment was associated with well-being, § =0.56, SE=0.21, p =
.008, and higher levels of therapeuticalliance were related to higher levels of well-being, B =0.58,
SE=0.21, p=.007. The within-effects of this model were small in size, R? = 0.12.

Sensitivity analyses

We conducted sensitivity analyses to check the robustness of our results of the perceived support
variables as predictors of resilience and well-being (Model 2). In these analyses we excluded
participants without mentors or therapists. The results (available upon request) were very similar
to the initial analyses, giving us confidence in the accuracy of our initial results.

Model 3: Interactions between pandemic-related stress and support

In six separate models, we tested the interaction effects between pandemic-relation stress and
perceived support on resilience and well-being, to examine whether the associations between
pandemic-related stress and mental health are affected by perceived support. Just one of
these interaction effects was significant: The interaction between pandemic-related stress and
therapeutic alliance was a significant predictor of youth resilience, B = 0.19, SE = 0.09, p = .029.
Inspection of Figure 1 reveals that for youth who experience no or low levels (-1 SD) of therapeutic
alliance, pandemic-related stress is negatively related to resilience, B=-0.12, SE=0.09, p = .036.
For youth with average (M) and high levels (+1 SD) of therapeutic alliance, however, there is no
significant link between pandemic-related stress and resilience, B=-0.08, SE =0.06, p =164, and
B=0.03, SE=0.06, p = .595, respectively. The within-effects of this model were large in size, R?
=0.29. Results of the models with interaction effects are presented in Table 4 (youth data) and
Table 5 (parent data).
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Figure 1. Interaction of Pandemic-related Stress and Therapeutic Alliance as Predictor of Youth Resilience
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Table 5. Results of the Models Predicting Parental Resilience and Well-being (n=78)

Outcome variable Resilience Well-being
B (sE) p B (S p

Model 2

Pandemic-related stress -0.25 (0.21) 237 -0.19 (0.12) 18
Formal support (dichotomous) 0.57 (0.22) .008 0.56 (0.21) .008
Formal support (continuous) 0.58 (0.27) .030 0.58 (0.21) .007
Model 3

Pandemic-related stress -0.24 (0.21) 242 -0.20(0.12) 088
Formal support (dichotomous) 0.57(0.22) 011 0.58 (0.22) .009
Formal support (continuous) 0.58 (0.27) 032 0.58 (0.23) .010
Stress x Support (continuous) 0.02 (0.17) 921 -0.15 (0.11) 160

Discussion

This study aimed to give deeper insight into the impact of the Covid-19 pandemic on mental
health (i.e., resilience and well-being) and the functioning of support structures in the vulnerable
population of multi-problem families, by testing three hypotheses: 1) pandemic-related stress is
negatively associated with youth and parental mental health; 2) experienced support s positively
associated with youth and parental mental health; and 3) experienced support is a protective
factor minimizing the negative effects of pandemic-related stress on youth and parental mental
health. Results showed that youth experiencing higher levels of pandemic-related stress reported
lower levels of well-being, irrespective of perceived informal or formal support. Pandemic-
related stress was also associated with youth resilience, yet only for youth reporting low levels
of perceived formal support. Furthermore, perceived support was positively associated to mental
health in both youth and parents from multi-problem families, yet did not further moderate the
effect of pandemic-related stress on mental health.

Despite our expectations, pandemic-related stress was not consistently associated with mental
health of youth and parents from multi-problem families, with one exception: Higher levels of
pandemic-related stress were related to lower levels of youth well-being. This demonstrates that
Covid-19 pandemic-related stress has not systematically negatively affected the mental health
of multi-problem families, and parents in particular. Perhaps pandemic-related stress did not
impact their mental health, as we measured mental health as two broad constructs which were
not directly impacted by the pandemic. For example, it is arguable that resilience, which was
measured as the individual and environmental resources available to participants (Liebenberg
et al., 2013), were not immediately lost as a result of pandemic-related stress. This could also
suggests that the common assumption that high-risk groups, such as multi-problem families, are
vulnerable in stressful situations (Bodden & Dekovi¢, 2016; Tausendfreund et al., 2016), may be
inadequate. Thatis, individual resiliency and good mental health depend not only on the history
of adversity and environmental risk factors, but also on individual strengths, including intelligence
and personality (Jaffee et al., 2007). Furthermore, some people with a history of adversity might
be even less affected by recent stressors, such as pandemic-related stress, as they have learned
to cope with adversity (Seery et al., 2010). This could suggest that multi-problem families, who

133



CHAPTER 6 RESILIENCE, WELL-BEING AND SUPPORT IN MULTI-PROBLEM FAMILIES DURING THE PANDEMIC

have experienced adversity, might have developed coping styles that proved useful to deal with
the challenges during the Covid-19 pandemic, thereby reducing the negative impact of pandemic-
related stress on mental health. Possibly, the adequate coping styles may have also kept stress
levels low. In fact, the average levels of pandemic-related stress were quite low in both youth
and parents (see Table 2), suggesting that these families had a certain flexibility to cope with the
pandemic without experiencing a lot of stress and subsequent mental health consequences.

In line with our expectation, youth, however, did report some (elevated) mental health
problems when experiencing pandemic-related stress, especially if they had no or weak therapist
support. This suggests that the negative effects of pandemic-related stress may be stronger
for youth than adults. That is, youth may be more effected by the pandemic and the imposed
measures as social activities are particularly important during adolescence, while youth are less
susceptible to severe Covid-19 infections (Courtney et al., 2020; Power et al., 2020). Our findings
also showed that perceived pandemic-related stress was a better predictor of youth mental health
than the duration of the pandemic and the actual imposed restrictions.

The current study also demonstrated that support was related to higher levels of mental
health in both youth and parents of multi-problem families. This shows that support is indeed
an important factor for promoting mental health, also during the Covid-19 pandemic (Crey et al.,
2020; Jones et al., 2021; Koning et al., 2022). More specifically, this study showed that when youth
have an informal mentor and when the quality of the mentoring relationship was perceived as
high, these youth reported higher levels of resilience and well-being. In line with previous research,
this indicates that informal mentoring relationships can have beneficial effects for youth (DuBois
& Silverthorn, 2005; Koning et al., 2022; van Dam, Smit, et al., 2018). Additionally, we showed that
the therapeutic alliance was positively associated with youth resilience and well-being, whereas
the mere presence of a therapist was not. In parents, however, both the presence of a therapist
and a strong therapeutic alliance were linked to high levels of resilience and well-being. Similar
to previous findings (M. ]. Lambert & Barley, 2001; Lange et al., 2021), our results suggest that the
therapeuticalliance as perceived by clients is an important factor to consider in mental health care.

We found little evidence that support protected youth and parents from the negative effects
of pandemic-related stress on mental health. The direct effects of experienced support on mental
health, but lack of interaction effects suggest that support plays a compensatory rather than
protective role in mental health (Fergus & Zimmerman, 2005), and is therefore still an important
factor in promoting mental health. Yet, we found one significant interaction effect in youth: A
strong therapeutic alliance protected youth from a negative effect of pandemic-related stress
on resilience. That is, the negative effect of pandemic-related stress on resilience only existed
for youth not receiving therapy or perceiving the therapeutic alliance as relatively weak. This
demonstrates that therapeutic alliance is a key factor in mental health care that can not only
improve mental health directly, but can also buffer against additional stressors during the
treatment process, which is in line with previous research (Fliickiger et al., 2020; Horvath, 2005).

Implications

The results of the current study can inform policy makers and mental health care professionals
aboutthe mental healthand supportstructures of multi-problem familiesduringa pandemic. The
findings are promising, as they show that individuals may not be as severely affected by Covid-19
pandemic-related stress as we expected, even in the presence of pre-pandemic risk factors, as is
the case with multi-problem families (Bodden & Dekovi¢, 2016; Kim & Laurence, 2020; Sun et al.,
2027). Yet, cautious optimism is advised given that we found associations between pandemic-
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related stress and youth mental health. That is, youth who experience pandemic-related stress
are more likely to experience low levels of well-being and — if the therapeutic alliance is weak
— lower resilience. Good mental health care is therefore essential for youth from multi-problem
families who experience pandemic-related stress, or else these youth risk (elevated) mental
health problems.

Our results also demonstrated that perceived support was positively associated with mental
health, which stresses the need to support youth and parents by strengthening their informal
and formal networks. That is, our study suggests that individuals in need could benefit from
professional help (i.e., presence of a therapist and a strong therapeuticalliance) and, in the case of
youth, informal support (i.e., the presence of an informal mentor and a high mentor relationship
quality). Strengthening the therapeutic alliance is even more important in youth, as a strong
therapeutic alliance protects youth from negative consequences of pandemic-related stress on
resilience. Furthermore, since the mere presence of an informal mentor is associated with higher
levels of youth mental health, it is important to help youth in finding supportive non-parental
adults, for example through youth-initiated mentoring (Schwartz et al., 2013; van Dam et al,,
2020) or social capital interventions (Schwartz et al., 2017).

Strengths and limitations

Thisstudyis unique in several respects. First, we sampled a hard-to-reach population, namely that
of multi-problem families, which is quite rare for research in general and, to our knowledge, our
study was the first on mental health during the Covid-19 pandemic in this population. Second,
most participants reported on multiple measurements during the pandemic, giving us insight
into the links between pandemic-related stress, support and mental health in different phases
of the pandemic, both during lockdowns and in times with very few restrictions, giving us more
certainty of the robustness of our results.

This study also has limitations. First, we did not include pre-pandemic measurements, so it is
unknownwhether mental health changed asa result of the pandemic. Second, we only investigated
the relation between pandemic-related stress and mental health. We have no knowledge on
whether other aspects or consequences of the Covid-19 pandemic may have influenced the mental
health of individuals (e.g., experienced loss of loved ones due to Covid-19) (Mayland et al., 2020).
However, we also included pandemic duration and pandemic severity as covariates, which did not
correlate significantly to mental health (see Table 3). Third, despite our efforts, the sample size is
rather small for the number of associations tested, thus, our results should be interpreted carefully.
Fourth and finally, parents did not report on informal support, thereby restricting the possibility
to examine both types of support in parents. Future research could examine whether informal
mentoring relates to parental mental health, as it does for youth.

Conclusion

In sum, this study demonstrated that youth from multi-problem families are at risk for mental
health problems when experiencing pandemic-related stress, while parental mental health was
not negatively affected by pandemic-related stress. Youth and parents who experienced support
during the pandemic reported higher levels of resilience and well-being, showing that offering
support is important to promote mental health during the pandemic. Our findings further
demonstrate the importance of the therapeutic alliance in mental health care for both youth
and parents (Fluckiger et al., 2020; Horvath, 2005), and the potential of informal mentoring for
improving youth mental health (Schwartz et al., 2013; van Dam, Smit, et al., 2018).
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CHAPTER 6 RESILIENCE, WELL-BEING AND SUPPORT IN MULTI-PROBLEM FAMILIES DURING THE PANDEMIC

Appendix A: Pandemic-related stress questionnaire

Items

1. I'm afraid my family will be infected with the coronavirus.

2. The coronavirus crisis leads to money problems for me and/or my family.
3.I'm having a great time now that I'm home more because of the coronavirus crisis.
4. I'm afraid that my education will be delayed due to the coronavirus crisis.

5. Due to the coronavirus crisis, | am less able to share my concerns with others.
6. Due to the coronavirus crisis, | often argue with my family members.

7.1am afraid that | will be infected with the coronavirus.

8. Due to the coronavirus crisis | am worried about my future.

9. My life has become a lot more boring due to the coronavirus crisis.

10. Due to the coronavirus crisis | find it scary to be around other people.

11. Due to the coronavirus crisis | feel lonely.

12. | try to take care of others in this coronavirus time.

Note. Item 4 was only administered to youth.
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CHAPTER 7 GENERAL DISCUSSION

The purpose of this dissertation was to advance our knowledge on the effectiveness of youth
interventions that utilize the social network. To this end, our first aim was to provide insight into
the effectiveness of youth care programs that utilize the social network by creating an overview
of the effectiveness of existing programs (Chapter 3). Our second aim was to zoom in on the
effectiveness of one program specifically, which is developed for youth with mental health needs
in multi-problem families (i.e., InConnection; Chapters 4, 5 and 6). Since the Covid-19 pandemic
potentially impacted families’ mental health as well as their possibilities for receiving support,
our third and final aim was to better understand the links between pandemic-related stress,
informal and formal support and mental health in multi-problem families (Chapter 7). This
concluding chapter discusses the main findings of the current dissertation as well as its strengths
and limitations, implications, and directions for future research.

Aim 1: The effectiveness of interventions for youth that utilize the social
network

Our meta-analysis (Chapter 2) revealed that, overall, interventions for youth that utilize or
activate the social network are not more effective than care as usual in increasing positive youth
outcomes (e.g., academic functioning, child safety and social skills), nor were they more effective
in reducing mental health problems (e.g., externalizing and psychological problems). Yet,
moderator analyses revealed several circumstances under which these programs were effective.
That s, interventions with features of youth-initiated mentoring (YIM; i.e., interventions in which
youth were able to decide who to involve, and only involved one person) yielded small to medium
significant effects, interventions in European samples showed small but significant effects, and
interventions that targeted youth with mental health needs showed medium to large effects.
Moreover, intervention effects were moderated by assessment characteristics (i.e., assessment
type, information source and correction for pre-test differences). The finding that interventions
with elements of YIM were effective, whereas other intervention types were not, is in line with
previous research demonstrating that YIM programs are effective (Dantzer & Perry, 2022; van
Dam et al., 2020). The effectiveness of interventions targeting youth with mental health needs
is also supported by previous research demonstrating that interventions are generally most
effective for youth with elevated problems (e.g., Stice et al., 2009; van Loon et al., 2020). Yet,
the overlap between the two moderators was large, as most YIM interventions were studied in
samples of youth with mental health needs, and vice versa. This makes it difficult to disentangle
the impact of the two moderators on intervention effectiveness. Nevertheless, our results show
that youth with mental health needs can be effectively supported by interventions that utilize
the informal network, especially through YIM interventions. These findings support the notion
that it is important to engage the social network in shared decision-making in youth care (e.g.,
Richtlijnen jeugdhulp enjeugdbescherming, 2022b).

Aim 2: The effectiveness of InConnection for youth with mental health
needs in multi-problem families

To examine the potential of interventions utilizing the social network that target youth with
mental health needs in multi-problem families, we set up the GRIP study (Chapter 3) to examine
the effectiveness of the InConnection approach, a YIM treatment program in the Netherlands
for the particularly vulnerable group of youth from multi-problem families. The results of the
GRIP study are described in Chapters 4 and 5. From interviews with youth, parents and mentors,
we learned in Chapter 4 that almost all interviewees held positive views of YIM, except for two
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youth who were unable to position a mentor. In line with previous research in other populations
(e.g., Schwartz et al., 2017; van Dam & Schwartz, 2020), youth and parents in our study indicated
that a strong connection and trust in the mentor relationship were most important, or even
prerequisites for nominating someone as mentor, as youth who were unable to nominate
mentors did not have strong relationships or trust. Youth and parents also voiced preferences
for an understanding, sensitive mentor who offered youth perspective by providing support and
advice and (according to some) setting rules. What mentors believed to offer matched youth's
and parents’ needs, suggesting that most youth successfully nominated suitable mentors. These
findings demonstrate that most youth from multi-problem families have supportive adults in
their networks who could potentially satisfy their needs, despite the common belief that multi-
problem families have weak ties and poor social capital (Sousa, 2005). Thus, YIM may be a
promising tool in mental health care for most youth from multi-problem families. Yet, our results
alsoindicated that notall youth can benefit from YIM, as not all youth nominated and positioned
a YIM, because they did not have strong relationships with trusting adults. These youth may
require additional professional support, for example to increase their level of trust (e.g., Zeegers
etal., 2020), before they can nominate a mentor. Yet, for some, it may be necessary to find other
forms of support.

With a quasi-experimental design, we tested the hypothesis that InConnection would yield
greater effects than treatment as usual on a variety of outcomes, including youth resilience as
primary outcome, and other measures of youth and parental functioning as secondary outcomes.
Contrary to our expectations, the findings in Chapter 5 showed that youth in both treatment
conditions did not report any treatment effects. Case managers did report a decline in child
unsafety, which was similar across conditions. InConnection only outperformed treatment as
usual in two parent-reported outcomes. That is, parents in the InConnection condition reported
improvements over time in youth's emotional and behavioral problems and their own positive
parenting, whereas parents in the control condition reported no changes. Additionally, we found
noindicationthatthe hypothesized mediators (i.e.,shareddecision-making, treatment motivation
and social resourcefulness) were working mechanisms specific to InConnection. One possible
explanation for the small number of differences in effectiveness between the two conditions lies
in the content of the treatment offered. That is, reports from case managers showed that the two
treatment conditions did not differ in the number of techniques to activate the social network,
and that the treatment fidelity in the InConnection condition was quite low. This suggests that
InConnection was possibly more similar to treatment as usual than intended. Yet, since families
voiced positive opinions of InConnection (Chapter 4) and InConnection demonstrated some
positive effects and no harmful effects (Chapter 5), we conclude that this treatment program
can be a valuable addition to the range of treatments for multi-problem families, especially
until more effective treatment programs or elements are developed, which could improve or
replace existing treatments. To further advance our knowledge on the effectiveness of treatment
for youth from multi-problem families, research is needed to examine for who and under what
circumstances InConnection is effective and cost-effective, both after ending treatment, as well
as at long-term follow-ups.

Aim 3: The link between pandemic-related stress, support and mental
health

A year after the start of the GRIP study, the Covid-19 pandemic started and potentially affected
the mental health of youth and parents from multi-problem families. Chapter 6 showed that the
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pandemic was indeed experienced as burdensome by some youth from multi-problem families.
More specifically, our results indicated that youth who experienced pandemic-related stress
reported lower levels of resilience and well-being during the pandemic, especially when they
experienced no or weak therapist support or therapeutic alliance. The mental health of parents,
however, was minimally affected by pandemic-related stress, indicating strength and flexibility.
Youth and parents who experienced more support during the pandemic reported higher levels of
resilienceand well-being, demonstrating the importance of support forindividuals’mental health
during stressful times such as a pandemic, in line with previous research conducted during the
Covid-19 pandemic (Koningetal., 2022). The findings are also in line with (meta-analytic) reviews
demonstrating the importance of the therapeutic alliance in mental health care for both youth
and parents (Flickiger et al., 2020; Horvath, 2005; Roest et al., 2022), and the potential of natural
mentoring for improving youth mental health (Dantzer & Perry, 2022; van Dam et al., 2020; van
Dam, Smit, et al., 2018). Our findings demonstrate that even though InConnection, as a specific
treatment program to improve informal support, had only limited beneficial effects over care as
usual (Chapter ), experienced formal and informal support was indeed associated with resilience
and well-being in the population of youth from multi-problem families. This knowledge can also
be relevant outside the context of the pandemic. Thatis, youth from multi-problem families likely
experience various adverse events that cause them stress, including poverty, parental mental
health problems, and relationship breakdowns (Bodden & Dekovi¢, 2016; Tausendfreund et al.,
2016). Yet, our findings indicate that if youth experience formal and informal support, they may
be protected from developing more problems in response to these stressors.

Strengths and limitations

This dissertation has several noteworthy strengths. First, three research designs were used to
further our understanding of the effectiveness of treatment programs for youth that utilize
the social network (Chapters 2, 3, 4 and 5), that is, a meta-analytic review, a qualitative interview
study, and a quasi-experimental study. The meta-analysis in Chapter 2 provided an overview of
treatment programs utilizing the social network, whereas the qualitative and quasi-experimental
studies in Chapters 4 and 5 respectively provided insight into one specific program. By using
multiple research methods, we provided different perspectives on the impact of involving the
social network in interventions for youth with mental health needs.

Second, in the GRIP study (Chapters 3, 4, 5 and 6) we sampled a hard-to-reach population,
namely that of multi-problem families, which is challenging (Abrams, 2010) and, as a result,
these groups are often overlooked in research. To the best of our knowledge, the study in Chapter
6 was among few on mental health during the Covid-19 pandemic in this population (e.g., Lange
et al.,, 2021), providing valuable information about the mental health and support networks of
this vulnerable group in stressful times. Additionally, the GRIP study was a multi-site, multi-
informant study, making the sample more representative and providing perspectives on several
participant types. We used four measurement occasions to assess changes over a 15-month time
period, using validated questionnaires. We also included our own questionnaire examining the
treatment fidelity of the InConnectionapproach, based on the stepsdescribed in the InConnection
manual (van Dam & Verhulst, 2016).

The studies presented in this dissertation also have several limitations. First, the families
who participated in the GRIP study (Chapters 3, 4, 5 and 6) were not randomized to a treatment
condition. The lack of randomization may have caused selection effects, possibly resulting in bias
(Hariton & Locascio, 2018). In Chapter 5 we indeed found evidence for selection bias, with youth
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in the treatment condition reporting higher levels of resilience and shared-decision making
at the first measurement occasion. This suggests that families in the treatment condition had
more resources (an aspect of resilience) than those in the control condition. Although we initially
aimed to match the samples in the two conditions using propensity score matching, this was not
possible due to a smaller sample size than intended.

Second, and related to the small sample size of the GRIP study, we were unable to perform
the moderator analyses as described in Chapter 3, because of the small sample and, consequently,
lack of statistical power. Therefore, the research presented in Chapter 5 could not include the
investigation of moderators, which limited our knowledge on for whom and under what
circumstances the InConnection approach works (best) (Kraemer et al., 2002).

Finally, treatment integrity may have played a role in the studies examining treatment effects
(Chapters 2 and 5). Treatment integrity is known to moderate the effectiveness of treatment
(Goenseetal.,2016), which stresses the importance of examining which of theintended treatment
elements have actually been delivered. In our meta-analysis (Chapter 2) we were able to code
treatment integrity forjust a few studies, thus limiting our knowledge on whether the examined
treatment was not effective, or whetherincomplete delivery impacted its effectiveness. In Chapter
5, in which we examined the effectiveness of InConnection, we found that treatment integrity for
the InConnection condition varied greatly among cases (from 0% to 100% of treatment steps
completed). Additionally, there were signs that the two conditions had more in common than
intended, since we found that case managers in the control condition reported to use techniques
to activate the social network just as often as InConnection case managers. These issues with
treatment fidelity made it difficult to disentangle the effectiveness of the care as intended from
the effectiveness of the care as delivered. In an attempt to disentangle these effects, we examined
the effects of treatment integrity in both chapters, which did not change the overall results.

Directions for future research
We have several recommendations for future research following the findings and limitations of
this dissertation. In general, there is a need for more robust, high-quality research examining the
effectiveness of mental health care programs for youth with mental health needs from multi-
problem families, and more specifically for programs that utilize the social network, including
InConnection. Both this dissertation and previous research (e.g., van Dam et al., 2020; Visscher et
al.,,2022) pointto the potential of activating the social network in care for multi-problem families,
yetthereisalack of robust research confirming this potential. Randomized-controlled trials (RCT)
are considered the golden standard of intervention research because randomization reduces bias
due to selection effects (Hariton & Locascio, 2018), which was presentin the research presented in
this dissertation. Therefore, future studies should aim to conduct RCTs to rule out the influence of
selection effects and recruit many participants to make the sample as representative as possible.
Yet, this dissertation has also shown thatiitis difficult to conduct high-quality research in the field
ofyouth care, aswe are dependenton the cooperation of organizations, professionals and families.
Additionally, unforeseen events including the Covid-19 pandemic and the dissolvement of one of
the participating organizations have further complicated recruitment and data collection. Due to
such complicating factors, randomized trials may not always be possible. If so, researchers could
consider alternative designs that do not require randomization, but do limit the risk of selection
bias, such as propensity score matching (Rosenbaum & Rubin,1985) or a regression discontinuity
design (Shadish et al., 2011).

To clarify for whom and under what circumstances these types of care programs work,
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new trials should have sample sizes that are sufficiently large so they can examine moderators
of treatment effects (Kraemer et al., 2002). For example, is the effectiveness of InConnection
moderated by sample characteristics, as was the case in the meta-analysis in Chapter 2? Since
we found that treatment effects were largest for samples with mental health needs, it would be
interesting to investigate whether initial problem severity moderates the effects of InConnection.
Investigating treatment elements and treatment integrity as predictors of treatment effects in
both InConnection and treatment as usual is another method to gain further knowledge about
under what circumstances a treatment program works. That is, treatment integrity moderates
the effectiveness of treatment (Coense et al., 2016), stressing the importance of investigating and
reporting which of the intended treatment elements have actually been delivered.

Researchcouldalsoadvanceourknowledge ontheeffectiveness ofInConnection by examining
the long-term effects of the treatment. This is particularly relevant since it is assumed that the
mentors who are nominated by youth in the InConnection treatment, have durable relationships
with the youth, even long after professional support has ended (van Dam & Schwartz, 2020). The
durability of these mentoring relationships is thought to increase resilience in youth and limit
the need for professional care in the future. Indeed, a study conducted outside the context of care
showed that natural mentoring relationships have long-term positive effects (Hagler & Rhodes,
2018). Future research could investigate if mentoring relationships are indeed durable within
the context of care, and what the effects of these long-lasting relationships are by conducting
a trial with long-term follow-up measurements following the youth into emerging adulthood.
Additionally, using interviews and qualitative analysis techniques, research could examine
the reasons why mentoring relationships are terminated. This type of research has only been
conducted in the context of formal mentoring, in which youth are matched to an unknown adult.
These studies showed that even in strong mentoring relationships, contextual factors, mentor
relational skills, mentor expectations, youth motivation and family interference can negatively
influence the mentoring relationship, potentially causing the relationship to end (Spencer, 2007;
Spencer et al., 2020). Mentor relationship breakdown may be even more detrimental for the
vulnerable population of youth from multi-problem families, which stresses the importance of
advancing our knowledge on why natural mentoring relationships end and how relationship
breakdowns can be prevented.

As we did not find any evidence that shared-decision making, treatment motivation and
social resourcefulness were the working mechanisms specific to InConnection, future research
should continue to study these and alternative working mechanisms. In the program theory of
YIM, van Dam and Schwartz (2020) propose several other mediators and mediated moderators
besides the three mediators that we studied in Chapter 5: relationship quality, parental support,
epistemic trust, self-concordant treatment goals, and therapeutic alliance. It would be valuable to
examine these mediators and mediated moderators in future research, to advance the program
theory of YIM and InConnection. This line of research may particularly benefit from a community-
based participatory research approach, instead of using a top-down approach (Dantzer & Perry,
2022). In community-based participatory research, community members are invited to apply
their knowledge and expertise, which is thought to contribute to more relevant, meaningful
and ecologically valid findings (Collins et al., 2018). Given the current lack of empirical evidence
for any of the proposed working mechanisms of YIM, and the limited knowledge on working
mechanisms of treatment for multi-problem families in general (Michie et al., 2009; Visscher et
al., 2022), it may be valuable and efficient to involve youth, parents and professionals who have
experience with the approach to share their ideas on the working mechanisms, before setting
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up another trial. Their opinions and knowledge could give important insights, which could be
valuable for developing more effective treatment and provide directions for future research.

Finally, future research examining the effectiveness and working mechanisms of InConnection
should also focus on its financial costs by determining the cost effectiveness. InConnection was
developed as an alternative for more restrictive and costly care, such as out-of-home placements,
by utilizing the existing informal support networks and thereby reducing the involvement of
professionals. Studying the cost-effectiveness of youth care interventions is particularlyimportant,
because an increasing number of youth requires care in the Netherlands (Bakker, 2022), while
youth care also lasts increasingly longer, and the budget for youth care is not increased at the
same rate. Thus, itis necessary to find ways to provide effective care to a growing number of youth
with the same resources. We therefore recommend the investigation of the cost-effectiveness of
interventions for youth with complex problems, such as InConnection.

Implications

Our results demonstrated that experiencing support from informal and formal networks is —at
least to some extent—associated with mental health of youth and their parents. More specifically,
our findings demonstrated the potential of natural mentoring and YIM for improving youth
outcomes (Chapters 2, 5 and 6), and the importance of a strong therapist alliance for both youth
and parental outcomes (Chapter 6). Experiencing support was especially important for vulnerable
populations such as youth with mental health needs (Chapter 2), and during stressful times
such as the Covid-19 pandemic (Chapter 6). Although the InConnection approach using YIM only
outperformed care as usual on two parent-reported outcomes (Chapter 5), YIM was shown to be
the most effective type of social network engagement in youth interventions (Chapter 2), and
youth, parents and mentors held positive views of this approach (Chapter 4). Based on the findings
presented in this dissertation and the scientific knowledge currently available, we conclude that
YIM programs and InConnection, specifically, can be valuable interventions to support vulnerable
youth and their parents, especially until more effective programs or elements are developed,
which could improve or replace existing interventions.

However, YIM programs may not be suitable and effective for all youth, as demonstrated
in Chapters 2 and 4. Our meta-analysis (Chapter 2) showed that the effects of interventions that
activate the social network (including YIM) were largest if youth had mental health problems,
whereas we found no effects for interventions in samples without mental health problems.
Additionally, the success of YIM highly depends on whether youth want to cooperate in
nominating a mentorand whether they have someonein their network to fulfil the role of mentor.
In Chapter 4 we reported that two youth did not want mentors to be involved, because they did
not trust others, did not want to burden others, and because mentors were not considered as
knowledgeable as professionals. Three more families indicated they wanted to position mentors,
but that there was no suitable person, because youth had no strong relationships with trusting
adults. Thus, although most youth were able to position a mentor (van Dam et al., 2017), there
was a small group of youth for whom YIM may not work, and for whom other types of care may
be more suitable.

Conclusion

Our findings showed that activating the social network in youth interventions can be effective
in improving positive youth and parental outcomes under specific circumstances. That is, YIM
programs were shown to be the most effective type of interventions that activate the social
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network. Additionally, we found that the effects of interventions that activate the social network
were largest for youth with mental health needs, although there was great overlap between
studies examining the effectiveness of YIM interventions and studies conducted in samples with
mental health needs, which makes it diffucult to disentangle the effects of these two moderators.
In our own quasi-experimental study on InConnection, we demonstrated a few beneficial effects
of InConnection over care as usual for youth with mental health needs growing up in multi-
problem families, but only based on parent-reported outcomes. Despite its modest effects,
youth, parents and mentors hold positive views of YIM, and most youth were able to position a
mentor. Finally, experienced support from a natural mentor and therapist served as a protective
factor for the mental health of youth and parents during the Covid-19 pandemic. These findings
illustrate that despite the complex challenges that vulnerable populations, such as youth with
mental health needs and multi-problem families, experience, interventions with elements of
YIM have the potential to support youth and help them alleviate their problems.
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Nederlandse samenvatting

Hoewel psychologische interventies worden beschouwd als de belangrijkste hulpbron om
psychische problemen van jongeren te voorkomen of te verminderen (Weisz et al., 2005), zijn
niet alle interventies effectief (Howick et al., 2022; Weisz et al., 2017). Vooral voor jongeren
met meervoudige psychische problemen (Weisz et al.,, 2017), zoals jongeren uit gezinnen
met meervoudige en complexe problemen, die meerdere problemen op verschillende
levensdomeinen ervaren die vaak chronisch en intergenerationeel zijn (Bodden & Dekovi¢,
2016; Tausendfreund et al., 2016), ontbreekt het aan evidence-based behandelingen. Sociale
steun vanuit het informele netwerk (familie, vrienden, etc.) wordt gezien als een belangrijke
beschermende factor voor problemen, aangezien het ontvangen van sociale steun samenhangt
met welzijn en veerkracht (IJntema et al., 2019; Sarason & Sarason, 2009; Southwick et al., 2006;
van Dam, Smit, et al., 2018). Daarom is de verwachting dat behandelingen verbeterd kunnen
worden door samen te werken met informele steunnetwerken tijdens de geboden hulpverlening
(Sousa & Rodrigues, 2009). Het doel van dit proefschrift was drieledig: 1) inzicht verkrijgen in
de effectiviteit van interventies waarin er wordt samengewerkt met het informele netwerk door
een overzichtsstudie met verschillende interventietypen uit te voeren; 2) inzicht verkrijgen in
de effectiviteit van InVerbinding, een ambulante, systemische behandeling voor gezinnen met
meervoudige en complexe problemen waarin wordt samengewerkt met een steunfiguur (Jouw
Ingebrachte Mentor; JIM) volgens de JIM-aanpak; en 3) kennis te vergaren over de relatie tussen
stress en mentale gezondheid tijdens de coronapandemie en de beschermende werking van
formele en informele steun in gezinnen met meervoudige en complexe problemen.

Doel 1: De effectiviteit van interventies waarin er wordt samengewerkt met
het informele netwerk
Ongeveer één derde van de Nederlandse jongeren ervaart psychische problemen (Boer et al.,
2022), en deze jongeren lopen daardoor kans op blijvende problemen tot in hun volwassenheid
(zie bijvoorbeeld Brown et al., 1999; Lee et al., 2011; MclLaughlin et al., 2012; Simon et al., 2009).
Doordat psychologische interventies voorjongeren met psychische problemen nietaltijd effectief
zijn (Howick et al., 2022; Weisz et al., 2017), is het belangrijk om meer onderzoek te doen naar de
effectiviteit van interventies, om zo inzicht te verkrijgen in welke interventies wel effectief zijn en
onder welke omstandigheden. Interventies kunnen mogelijk verbeterd worden door hulp door
formele en informele steunnetwerken samen te brengen (Sousa & Rodrigues, 2009). Er wordt
verwachtdat het samenwerken met hetinformele netwerkin interventies positieve effecten heeft
vanwege twee mechanismen. Ten eerste draagt het samenwerken met het netwerk mogelijk
bij aan het vervullen van de basisbehoeften voor zelfbeschikking: autonomie, competentie en
verbondenheid (Ryan & Deci, 2000), wat zou leiden tot meer behandelmotivatie en vervolgens
betere interventie-effecten (Krause, 1966; van der Helm et al., 2018). Ten tweede wordt
verondersteld dat het samenwerken met het netwerk leidt tot meer steun vanuit het netwerk
en een betere relatiekwaliteit (zie bijvoorbeeld Ashida et al., 2019; Chan et al., 2013; van Dam et
al.,, 2020), wat weer bijdraagt aan meer welzijn en veerkracht, het dynamisch proces waardoor
mensen met hun sociale omgeving in staat zijn zich aan te passen aan stressoren (IJntema et al.,
2019; Sarason & Sarason, 2009; Southwick et al., 2006; Ungar, 2011; van Dam, Smit, et al., 2018).
Hoofdstuk 2 bevat een meta-analyse waarin we een overzicht geven van de effectiviteit van
interventies voor jongeren waarin wordt samengewerkt met het informele netwerk op basis van
37 studies met 35 onafhankelijke steekproeven van jongeren (N = 712.269) met een leeftijd van
0-26 jaar (M = 7,20 jaar). De resultaten lieten zien dat interventies voor jongeren waarin wordt
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samengewerkt met het informele netwerk niet effectiever zijn dan interventies waarin niet
wordt samengewerkt. De moderatoranalyses gaven inzicht de omstandigheden waaronder deze
interventies wel effectief kunnen zijn. Interventies met kenmerken van de JIM-aanpak (waarin
jongeren beslisten met wie uit het netwerk wordt samengewerkt en er slechts met één persoon
werd samengewerkt) hadden kleine tot middelgrote significante effecten, interventies uitgevoerd
in Europa hadden kleine significante effecten, en interventies voor jongeren met psychische
problemen hadden middelgrote tot grote significante effecten. Bovendien werden interventie-
effecten gemodereerd door dataverzamelingskenmerken (type afname, informant, en of er
gecorrigeerd was voor verschillen tussen de behandelcondities voor de start van de behandeling).
De bevinding dat interventies met kenmerken van de JIM-aanpak effectief waren, terwijl andere
interventietypes dat niet waren, komt overeen met eerdere meta-analyses die aantoonden dat
JIM-interventies effectief zijn (Dantzer & Perry, 2022; van Dam et al., 2020). De effectiviteit van
interventies voor jongeren met psychische problemen sluit eveneens aan op eerder onderzoek
dat laat zien dat interventies het meest effectief zijn voor jongeren met verhoogde problemen
(zie bijvoorbeeld Stice et al., 2009; van Loon et al., 2020).

Doel 2: De effectiviteit van InVerbinding voor jongeren in gezinnen met
meervoudige en complexe problemen

Vanwege de complexiteit van problemen krijgen jongeren in gezinnen met meervoudige en
complexe problemen vaak gefragmenteerde hulp (Chesquiére, 1993; Mehlkopf, 2008; Sousa &
Rodrigues, 2009; Tausendfreund et al., 2016). Om fragmentatie te voorkomen, zijn geintegreerde
interventies ontwikkeld (World Health Organization,2016) met hetdoel om behandeluitkomsten,
kwaliteit van leven en cliénttevredenheid te vergroten (Valentijn et al., 2013). Deze interventies
integreren echter vaak alleen formele steunnetwerken (professionele hulp), en niet de informele
steunnetwerken (natuurlijke mentoren, familie, vrienden). InVerbinding is een van de weinige
interventies waarin zowel de formele als informele netwerken worden geintegreerd met het
doel om de veerkracht van jongeren uit gezinnen met meervoudige en complexe problemen
te verbeteren en uithuisplaatsingen te voorkomen. Het multidisciplinaire team bestaat uit
hulpverleners vanuit de jeugd- en opvoedhulp, geestelijke gezondheidszorg, verslavingszorg en
zorg voor mensen met een licht verstandelijke beperking. Het team werkt volgens de JIM-aanpak
samen met een JIM, een steunfiguur vanuit het netwerk van de jongere die gekozen is door de
jongere (van Dam & Verhulst, 2016). Op basis van eerder onderzoek naar InVerbinding en andere
interventies met soortgelijke kenmerken lijkt InVerbinding veelbelovend (zie bijvoorbeeld
Valentijn et al., 2013; van Dam et al., 2017, 2020; van Dam, Klein Schaarsberg, et al., 2018), maar
eris nog weinig onderzoek gedaan naar deze behandelvorm.

Hoofdstuk 3 bevat het studieprotocol van het onderzoeksproject Groeien in persoonlijke
omgeving (GRIP), dat een interview- en quasi-experimentele vragenlijststudie bevat waarmee
we de effectiviteit van InVerbinding onderzochten in gezinnen met meervoudige en complexe
problemen. In Hoofdstuk 3 presenteren we de theoretische achtergrond, opzet, methoden,
instrumenten en voorgenomen analyses. De resultaten van dit onderzoeksproject bespreken we
in Hoofdstuk 4 en s.

Hoofdstuk 4 betreft een interviewstudie waarin onderzocht wordt wat jongeren (n =15, M =
15,67jaaroud) enouders (n=13) verwachtenvan eenJIM, welke behoeften zij hebben hieromtrent,
en in hoeverre JIMs (n = 8) aan die verwachting en behoeften kunnen voldoen. Uit de interviews
leerden we dat vrijwel alle deelnemers positief zijn over het samenwerken met een JIM. Net als
eerder onderzoek vonden we dat jongeren en ouders een sterke band en vertrouwen het meest
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belangrijk vonden in een relatie met een JIM (Schwartz et al., 2017; van Dam & Schwartz, 2020).
De match tussen enerzijds de behoeften van jongeren en ouders, en anderzijds wat JIMs de
jongeren dachten te bieden, bleek in de meeste gevallen goed. Deze bevindingen suggereren dat
deJIM-aanpakeen veelbelovende methode is omiemand uit het sociaal netwerk te betrekken die
kan bieden watjongeren uit gezinnen met meervoudige en complexe problemen nodig hebben.

In Hoofdstuk 5 toetsten we de hypothese dat InVerbinding betere behandeleffecten heeft
dan andere behandelingen voor jongeren en ouders uit gezinnen met meervoudige en
complexe problemen, door middel van een quasi-experimenteel multicenter design met vier
meetmomenten (tot 15 maanden na de start van de behandeling) en drie type informanten:
jongeren (n =102, M =15,59 jaar oud), ouders (n = 85) en hulpverleners (n = 58 hulpverleners die
rapporteerden over n = 107 jongeren). We vonden één significante verbetering over tijd voor
de twee behandelcondities gezamenlijk, namelijk een afname in de onveiligheid van kinderen
gerapporteerd door hulpverleners. In tegenstelling tot onze verwachting was InVerbinding slechts
op twee uitkomsten effectiever dan de controleconditie, en enkel op basis van ouderrapportages.
Ouders uit de InVerbinding-conditie rapporteerden verbeteringen in emotionele en
gedragsproblemen van hun kinderen en hun eigen positieve opvoedgedrag, terwijl ouders in
de controleconditie deze verbeteringen niet rapporteerden. InVerbinding heeft dus in beperkte
mate positieve effecten op het functioneren van gezinnen met meervoudige en complexe
problemen. Het gebrek aan overtuigend bewijs voor de effectiviteit van InVerbinding ten opzichte
van de controleconditie zou het gevolg kunnen zijn van de precieze inhoud van de geboden
behandeling. Door rapportages van hulpverleners weten we dat de twee behandelcondities
evenveel technieken gebruikten om hetinformele netwerk te activeren, en dat de behandeltrouw
in de InVerbinding-conditie vrij laag was. Dit suggereert dat InVerbinding mogelijk meer leek op
de behandeling in de controleconditie dan verwacht en bedoeld was.

Doel 3: De relatie tussen pandemiestress, sociale steun en mentale
gezondheid

Sociale steun is een belangrijke beschermende factor voor de mentale gezondheid. Door de
maatregelen die opgelegd zijn tijdens de coronapandemie hebben jongeren en hun ouders
echter minder kansen gehad om steun uit hun formele en informele netwerken te krijgen, terwijl
de kans op psychische problemen vergroot was (Achterberg et al., 2021; Brooks et al., 2020;
Jones et al., 2021). Vooral kwetsbare groepen hebben last gehad van psychische problemen
(Kim & Laurence, 2020; Weeland et al., 2021), maar er was nog geen onderzoek verricht in hoog-
risicogroepen, zoals gezinnen met meervoudige en complexe problemen.

In Hoofdstuk 6 onderzochten we de relatie tussen ervaren stress als gevolg van de pandemie
(dw.z. pandemiestress), sociale steun en mentale gezondheid van jongeren (n = 92, M = 16,00
jaar) en ouders (n = 78) uit gezinnen met meervoudige en complexe problemen. De resultaten
lieten zien dat de coronapandemie door sommige jongeren als stressvol werd ervaren. Jongeren
die pandemiestress ervaarden, hadden een verhoogd risico op psychische problemen tijdens
de pandemie, vooral als ze geen of slecht beoordeelde formele hulp (behandeling) kregen.
De mentale gezondheid van ouders werd echter minimaal beinvloed door pandemiestress,
wat duidt op kracht en flexibiliteit. Jongeren en ouders die tijdens de pandemie steun hebben
ervaren uit hun informele en/of formele netwerk, rapporteerden hogere niveaus van mentale
gezondheid, wat het belang aantoont van het bieden van hulp en steun aan mensen met
psychische problemen tijdens stressvolle situaties zoals een pandemie. De bevindingen komen
overeen met eerder onderzoek dat wijst op het belang van de therapeutische alliantie (Fliickiger
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et al., 2020; Horvath, 2005; Roest et al., 2022) en het potentieel van natuurlijk mentorschap
(Schwartz etal., 2013; van Dam et al., 2020; van Dam, Smit, et al., 2018) voor het vergroten van de
mentale gezondheid vanjongeren, ook ten tijde van een pandemie (Koning et al., 2022).

Discussie

Hoofdstuk 7 sluit dit proefschrift af met een samenvatting en discussie. Het onderzoek in dit
proefschrift geeft belangrijke informatie over de effectiviteit van behandelingen waarin het
informele netwerk wordt betrokken, en—specifiek voor gezinnen met meervoudige en complexe
problemen—over de effectiviteit van InVerbinding, en het belang van steun tijdens de pandemie.
Onze bevindingen toonden aan dat het activeren van het informele netwerk in behandelingen
effectief kan zijn onder bepaalde omstandigheden. Interventies met kenmerken van de JIM-
aanpak (waarin jongeren konden kiezen wie betrokken werd en slechts één iemand werd
betrokken) bleken als enige interventietype effectief. Bovendien waren de effecten het grootst
voor interventies die gericht waren op jongeren met psychische problemen. In onze quasi-
experimentele studie naar InVerbinding vonden we enkele positieve effecten voor gezinnen
met meervoudige en complexe problemen, maar alleen op basis van ouderrapportages. Echter,
aangezien gezinnen positief waren over de JIM-aanpak en de samenwerking met een JIM,
en InVerbinding een aantal positieve effecten liet zien, kan geconcludeerd worden dat deze
behandeling een waardevolle behandeling kan zijn voorjongeren uit gezinnen met meervoudige
encomplexe problemen, in elk geval totdat er effectievere behandelingen of behandeltechnieken
worden ontwikkeld die bestaande behandelingen kunnen verbeteren of vervangen. Tenslotte
bleek dat professionele hulp en de steun van een natuurlijke mentor beschermende factoren zijn
voor de mentale gezondheid van jongeren en ouders met meervoudige en complexe problemen
tijdens de coronapandemie. Deze bevindingen illustreren dat ondanks de complexe uitdagingen
die kwetsbare jongeren (zoals jongeren met psychische problemen enjongeren uit gezinnen met
meervoudige en complexe problemen) ervaren, interventies met kenmerken van de JIM-aanpak
in hetalgemeen en InVerbinding specifiek even goed of zelfs beter zijn dan andere interventies in
het ondersteunen vanjongeren en het verminderen van hun problemen.
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Dankwoord

Dat de resultaten uit dit proefschrift laten zien dat sociale steun belangrijk is, is voor mij geen
verrassing. In dit PhD-traject heb ik — net als de jongeren waar dit proefschrift over gaat —
ontzettend veel steun gehad van de mensen om mij heen. Dit proefschrift was er niet geweest
zonder hen! Bedankt aan iedereen die hier direct of indirect aan heeft bijgedragen.

Allereerst wil ik graag mijn vier begeleiders, mijn academische mentoren, in het zonnetje zetten:
Susan, Hanneke, Levi en Geert Jan. Jullie zijn tenslotte mijn grootste bron van steun geweest
in het uitvoeren van het onderzoek waarvan dit proefschrift het resultaat is. Op het moment dat
ik dit schrijf is het precies 5 jaar geleden dat ik met jullie het eerste promotorenoverleg had. Ik
herinner me nog goed hoe nerveus ik was, bang voor de hoge verwachtingen die jullie zouden
hebben. In het gesprek voelde ik al snel hoeveel vertrouwen jullie in mij hadden. Daar ben ik
jullie alle vier ontzettend dankbaar voor. Dat vertrouwen maakte dat ik tijdens alle hobbels in het
traject altijd het gevoel heb gehad dat het wel goed zou komen. Want als mijn vier academische
mentoren dachten dat het zou lukken, dan zal dat wel zo zijn!

Susan, terwijl ik zo mijn best had gedaan om een PhD te vinden buiten het voor mij bekende
terrein van Jeugd & Gezin bij de UU, was ik toch erg blij dat ik kon blijven op mijn vertrouwde
plek, metjou als begeleider. Wij kenden elkaar natuurlijk al voordat ik met mijn PhD begon en
ik wist dat ik bij jou op mijn plek zou zijn vanwege jouw betrouwbaarheid, rust en vertrouwen.
Ik waardeer het ontzettend hoe je als hoofd van onze onderzoeksgroep je inzet voor het creéren
van een hele fijne werkomgeving waarin ruimte is voor persoonlijke gesprekken, plezier én
hoogstaand onderzoek.

Hanneke, jij bent bijzonder behulpzaam geweest. Je dacht altijd graag met me mee, zelfs
wanneer ik daar niet op zat te wachten omdat ik liever alles zéIf wilde kunnen (ironisch, toch,
als je een proefschrift over sociale steun schrijft?!). Ik ben je dankbaar voor je gevraagde én
ongevraagde advies omdat ik zonderjouw hulp was verzopen in de tijdrovende dataverzameling
ennooitwas toegekomenaan hetschrijvenvandit proefschrift. Ikben blijdat we aan het beginvan
de pandemie een open gesprek hebben gehad waarin we duidelijk uitspraken wat onze intenties
naar en verwachtingen van elkaar waren, waarna we nog fijner hebben kunnen samenwerken en
ik meer open ben gaan staan voorjouw hulp en feedback.

Levi, jij hebt een bijna bovennatuurlijke overtuigingskracht. Je hebt me tijdens dit traject
meerdere keren uit mijn comfortzone gehaald en daarvoor ben ik je onwijs dankbaar. Want wie
kan er nou zeggen dat ze een dans over haar proefschrift heeft mogen maken (met Juvat!) en
dat ze die dans heeft opgevoerd voor zo n 100 mensen?! Deze dansuitvoering is zonder twijfel
de meest bijzondere ervaring in mijn hele PhD-traject geweest. Ik waardeer het ook ontzettend
hoe begripvol en behulpzaam je bent geweest tijdens een periode in dit traject waarin ik het erg
lastig had.Je hebt me geholpen overzicht te creéren en gaf me ruimte om te herstellen, wat eraan
bijgedragen heeft datik snel en met plezier weer aan het werk kon.

Geert Jan, ik vind het bijzonder hoe jij als iemand met zoveel kennis en ervaring, jonge
academici als gelijkwaardige collegas beschouwt en behandeld. Ook ikzelf heb dat mogen
ervaren. Je vroeg me al snel in mijn traject om een hoorcollege te geven, je liet mij leiden in
gesprekken met hulpverleners en bestuurders, en ik mocht in jouw auto rijden wanneer we op
pad gingen. Het blijft me verbazen hoeveel vertrouwenjij had in mij (en in mijn rijkunsten; vooral
nadat ik dat stoepje in Utrecht meepakte, oeps). En dat vertrouwen heb je nog steeds, zowel in
wat ik kan als wat ik ga doen (misschien wel een politieke carriére, wie weet!).
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Dit proefschrift zou ook niet mogelijk zijn geweest zonder de steun en ondersteuning van de
jeugdzorgorganisaties waarmee we hebben samengewerkt: Enver, Jeugdformaat, Levvel, Sterk
Huis, GGz Breburg en Youké. Heel veel dank aan de bestuurders, managers, onderzoekers en
hulpverleners uit deze organisaties die in veel gevallen jarenlang hebben meegedacht over en
meegedaan aan het onderzoek in dit proefschrift.

Door alle samenwerkingen in mijn PhD-traject heb ik veel collega's gehad: bij Stichting JIM, de
UvA en de UU. Collega's zijn natuurlijk mensen met wie je samen werkt, maar volgens Wikipedia
zijn collega's vooral personen die verenigd zijn om een gezamenlijk doel te bereiken. En zo heeft
het voor mij gevoeld: we werkten allemaal om jongeren zo gezond en gelukkig mogelijk op te
laten groeien. Ontelbaar veel collega's hebben mij in mijn traject geholpen om mijn kleine stukje
van de puzzel bij te kunnen dragen. Ik wil een aantal collega’s in het bijzonder bedanken vanwege
hun enorme bijdrage.

Mijn collega’s bij Stichting JIM hebben me wegwijs gemaakt in de jeugdhulp, bekend gemaakt
met de JIM-aanpak en mij het hele traject ondersteund. Suzanne, ontzettend bedankt voor
alle keren waarin jij hebt meegedacht over mijn onderzoek en de uitvoering ervan. Ik heb
onze samenwerking erg gewaardeerd, waarin jij het perspectief van hulpverlener en ik die van
onderzoeker inbracht. Samen met Els en Melvin heb je me geleerd hoe het anders kan in de
jeugdhulp, door kritisch te kijken naar de rol van de hulpverlener (‘zit je op de stoel van iemand
uit het netwerk?”) en het netwerk een plek te geven. Frank en Martine, jullie wil ik bedanken
voor jullie enorme hulp bij ondersteunende projecttaken en het bewaren van het (financiéle)
overzicht.

Mijn lieve PhD buddy's van Jeugd & Cezin, Annabelle, Esther, Lisanne, Marije, Marloes,
Susanne, en Zoé, zoals de groepsafbeelding van onze WhatsApp groep al zegt: If | ever get a PhD in
Psychology, I'll have to thank you guys for it! Metjullie heb ik alle pieken en dalen van het PhD-schap
kunnen beleven. We hebben gehuild om afwijzingen van papers, de druk van dataverzameling
en deadlinestress, maar vooral ook heel veel gelachen. We hebben mijlpalen gevierd, Zoom-
borrels gehouden tijdens lockdowns, en gelukkig hebben we na de lockdowns ook nog één keer
een congres kunnen bezoeken met z'n allen. Ik had mijn PhD-tijd niet beter kunnen afsluiten dan
metjullie in Dublin!

Door de coronapandemie werd alles anders en vaak niet beter, maar het heeft ook een paar
goede bijeffecten gehad. In 2020 kozen Amanda en ik elkaar als accountability partners. Sindsdien
wandelen we bijna elke week samen, en of we nou echt verantwoording bij elkaar afleggen weet
ik niet, maar leuk en fijn is het in elk geval altijd! Ik ben blij dat we ook nog na het afronden
van onze proefschriften blijven wandelen, want jouw enthousiasme, energie en relaxte houding
zorgen elke keer weer voor een oppepper!

Ook buiten de universiteit heb ik ontzettend veel steun gekregen tijdens dit traject, vooral van
mijn lieve vrienden. Tirza, wie had dat gedacht toen we als guppy's op de middelbare school
startten dat we nu zijn waar we nu zijn? Ik vind het zo bijzonder dat we na al die tijd en ondanks
alle veranderingen nog steeds zon fijne vriendschap hebben. Daarvoor ben ik je ontzettend
dankbaar! Vorig jaar ben jij op jouw droombruiloft met ik denk toch wel de liefste man ter
wereld (Daniel) getrouwd, en ik voel me nog steeds zo vereerd datjullie dat samen met mij wilde
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organiseren. Ik kijk uit naar alles wat we nog samen mee gaan maken! Gelukkig staat er alweer
een leuke musical op de planning!

Pleunie, Kim en Lisa, onze groep heeft al vele namen (en samenstellingen) gekend; maar wat
altijd hetzelfde is gebleven is de fijne balans tussen gezelligheid en goede gesprekken. Sinds dat
we ruimtienjaar geleden vrienden werden, hebben we al zoveel meegemaakt. We hebben samen
hoogtepunten gevierd (verjaardagen, diploma-uitreikingen, liefdesfeestjes), hebben festivals
bezocht, en zijn op vakantie en weekendjes weg geweest. Maar dat dekt de lading eigenlijk
niet; jullie zijn als familie: jullie zijn er altijd als ik jullie nodig heb en bij jullie kan ik mezelf zijn.
Pleunie, metjouw enthousiasme en vrolijkheid ben jij als een cheerleader waardoor ik me altijd
weer goed voel over mezelf als ik jou gezien heb. Lisa, jij bent zo lief, begripvol en zorgzaam,
gunt iedereen altijd alles, en kan eindeloos luisteren als ik ergens over wil vertellen. Kim, mijn
lieve paranimf, dankjewel voor alles: de vele avonden in de stad of thuis met een spelletje, je
aanstekelijke lach, de lange gesprekken over familie, je steun en vertrouwen, en natuurlijk voor je
hulp in het mogelijk maken van mijn promotie!

Paula en Debbie, de smarties, hoewel jullie zonder twijfel mijn slimste vrienden zijn en ik graag
met jullie praat over ingewikkelde en intellectuele zaken, betekent onze vriendschap voor mij
meer dan dat. Jullie zijn open, liefdevol en geen enkel onderwerp is voorjullie taboe. Ik waardeer
onze persoonlijke gesprekken ontzettend, en weet zeker dat jullie begrip, steun en fijne advies
mij een flink aantal therapiesessies heeft kunnen besparen. Debbie, hoe jij bent als paranimf is
tekenend voorjou als vriendin.Je bent betrouwbaar en transparant, combineert het nodige graag
met gezelligheid, en geeft alles wat je te geven hebt. Dankjewel dat je naast mij wilt staan in dit
promotie-avontuur!

Bij Stichting JIM zeggen ze met je eigen wortels groei je het mooist om uit te drukken hoe
belangrijk familie is. Want bij familie ben je thuis en voel je je vertrouwd. En hoewel we niet altijd
op één lijn liggen en geregeld discussiéren (of ruzién), zou ik me niet voor kunnen stellen hoe ik
hier had kunnen komen zonder de steun van mijn ouders. Lieve papa en mama, jullie hebben mij
gemaakt en gevormd: jullie hebben mij zelfvertrouwen gegeven en gemotiveerd om mijn eigen
pad te kiezen. Mijn lieve broertjes Xander en Storm, ik vind het zo fijn dat we in de afgelopen
jaren vaker de ervaringen van samen opgroeien hebben gedeeld. En wat vind ik het een eer dat
jullie mijn getuigen willen zijn bij mijn geregistreerd partnerschap en mij ‘weg willen geven’ Jullie
maken me een gelukkige zus! Lieve Opa en Oma, jullie deur heeft altijd voor mij en de andere
kleinkinderen opengestaan, en daarvoor ben ik jullie dankbaar. Opa, ik had je zo graag ook op
deze dag erbij gehad, maar gelukkig voel ik je aanwezigheid, en weet ik dat je beretrots op me
zou zijn geweest.

Toen ik 10 jaar geleden verkering kreeg met Jonne werd ik met open armen ontvangen door
zijn familie, mijn lieve schoonfamilie: Henne, Yvon, Jerker, Marith, Liska en Arnout. [k heb me
vanaf de eerste dag zo welkom gevoeld injullie warme gezin. Lieve Henne en Yvon, bedankt voor
jullie steun de afgelopenjaren, de fijne, open gesprekken over vroeger en nu, en alle onverdeelde
aandacht die jullie voor mij hebben. Jullie maken mijn basis een stukje steviger. Jerker, Marith,
Liska en Arnout, bedankt voor alle gezelligheid en goede gesprekken de afgelopen jaren, en
specifiek tijdens de wintersport die dit jaar gelukkig wat succesvoller was dan vorig jaar! Lieve
Rix en Noi, alleen al jullie aanwezigheid maakt mij zo blij. Ik geniet ervan om met jullie te
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spelen, met jullie te knuffelen en voor jullie te zorgen. Jullie verbazen me elke keer weer met
jullie zorgzaamheid, slimme opmerkingen en creatieve ideeén. Ik kan niet wachten omjullie nog
verder te zien (op)groeien!

Lieve Jonne, hoe kan ik in woorden beschrijven wat jij voor mij betekent zonder in clichés te
vervallen? (Wantdaar houjij nietvan, en ik wil liever geen kots over mijn mooie proefschrift!) Laat
ik maar beginnen bijons begin:10jaar geleden werd ik verliefd op jouw humor, je zelfvertrouwen,
je dansmoves, en je zekerheid over dat wij bij elkaar horen. En hoewel we allebei niet meer zijn
wie we toen waren, doordat we individueel en samen gegroeid zijn, is het nooit een vraag geweest
of we bij elkaar horen. Ook in moeilijke tijden is altijd duidelijk geweest dat we het samen zouden
doormaken. Jij bent mijn thuis. Waar jij bent, hoor ik ook te zijn. Because we're better together! 1k
hou vanjou!
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Betler together

SUPPORTING YOUTH WITH MENTAL HEALTH NEEDS
BY UTILIZING THE SOCIAL NETWORK

Although youth (mental health) care in general has beneficial
effects, not allinterventions are effective, especially for youth
with multiple problems. Thus, interventions or the conditions
under which they are provided should be improved. One of
the avenues to achieve this is by making use of the social
network, because social support offered by extended
family and others outside the family (e.g., friends, peers and
neighbors) is associated with resilience and positive youth
development. The first aim of this dissertation, therefore, was to
provide insight into the effectiveness of youth care programs
that utilize the social network by creating an overview of the
effectiveness of existing programs. Our second aim was to
zoom in on the effectiveness of one program specifically,
which is developed for youth with mental health needs
in multi-problem families (i.e., InConnection). Since the
Covid-19 pandemic potentially impacted families’ mental
health as well as their possibilities for receiving support, our
third and final aim was to better understand the links between
pandemic-related stress, informal and formal support and
mental health in multi-problem families.




	Natasha Koper Omslag.pdf
	Natasha Koper Binnenwerk.pdf



