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Children deserve the best possible start in life. In this thesis, the effectiveness of a family-

centered approach (in Dutch “DMO-protocol”, further referred to as “the family-centered 

approach”), which was designed to support infants’ social-emotional development in a 

Preventive Child Health (PCH) setting, is being assessed. The contribution of the family-

centered approach to the early identification of (risks for) social-emotional problems and 

to children’s psychosocial wellbeing is assessed, experiences of parents as well as PCH-

professionals with the family-centered approach are described, and furthermore the 

validity of the family-centered approach is evaluated. In this first chapter, the study is 

positioned in a broader context by providing some background information and the 

outline of this thesis.   

 

Preventive Child Healthcare  

Preventive Child Healthcare (PCH, in Dutch Jeugdgezondheidszorg - JGZ) is a well-known 

and established initiative to contribute to a good start for children. PCH in the Netherlands 

was founded in the first half of the twentieth century to promote children’s development 

by monitoring nutrition and hygiene and later on to give vaccinations to prevent diseases.
1
 

Nowadays, next to the medical orientation, also the importance of the social-emotional 

development is emphasized.  

Dutch PCH is similar to community pediatrics in the USA, however in the 

Netherlands access is free of charge for all families, regardless of health insurance status, 

and more than 90% of all children regularly visit PCH.
2
 Therefore PCH is in a unique 

position to monitor social-emotional development of children, and doing so is one of their 

mandatory tasks.
3
 In a recent advisory report by Commission De Winter, the current 

standard tasks of PCH services (to monitor, screen, identify, vaccinate, and to evaluate the 

need for care) have been extended with giving preventive information, to normalize, to 

provide access to care and to assess new collective policies.
4
    

In PCH, children are seen most frequently by PCH professionals, i.e. nurses and 

medical doctors, during the first months of life. From birth until the age of 18 months, 

children are seen 11 times by nurses and medical doctors alternately. However, some 

changes are taking place regarding the work out and number of these well-child visits. 

Some PCH organizations use a triage-based model, which means that all children are 

screened by using questionnaires and information from the medical file or by healthcare 

assistants or nurses who screen or do the routine well-child visits and indicate whether 

follow-up assessments by a medical doctor or nurse are indicated. A study at the same 

PCH organization as where we performed our study (Icare JGZ, providing PCH services for 

0-4 year olds) showed that it is feasible for nurses to perform well-child visits from 2 
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months onwards, though also several recommendations for future implementation have 

been given.
5
 Furthermore, two larger Dutch studies assessed the possibility of more 

flexibility regarding the number of well-child visits, as some children may need more visits 

than average, whereas others might need less. Results of these two studies show that 

some forms of flexibility are feasible in daily practice and that this flexibility still results in 

provision of adequate care.
6
 However, another study that focused on the validity of triage-

based working by using questionnaires and information from the medical records showed 

that improvement is needed before this form of triage can be further implemented.
7
 

Further research is needed on this topic.     

 At the beginning of 2015 changes took place in the care for youth and the 

responsibility for the caring system changed from the national government and provinces 

to local municipalities. This also influences PCH services even though municipalities 

already had the responsibility for PCH for a longer time. The transition means that 

municipalities have to organize their care system and have to decide what organizations 

should provide what kind of services, to be able to provide the right care to the right 

children. According to the advisory Commission De Winter, PCH should not be reduced to 

provide services for individual children, but, since PCH has such a high reach, it should 

provide services to children and their context from a social-medical, contextual 

perspective. Next to the identification of risks and problems at an early stage, the 

committee also sees as a task for PCH to empower families, and to normalize so that 

common problems do not receive specialized care.
4
 This fits with the vision of the Dutch 

Center for Child Health (NCJ), which furthermore sees a role for PCH in providing extra 

care and as a link between several instances regarding the care for children.
8
   

 

Social-emotional development: an interaction between nature and nurture  

The development of children, also on a social-emotional level, depends on the influence of 

both genes and experience.
9-12

 Before the third trimester of gestation, all neurons have 

formed within a child’s brain. Connections between these neurons form for an important 

part after birth, through the interaction between genes and environmental factors. An 

analogy that is often used for the make-up of the brain is that of a computer; genes are 

responsible for the hardware of the brain, whereas the interaction between genes and 

environmental factors are responsible for the software. Experiences actually change 

neurobiological processes within, and therewith the structure of, the brain.
13

  

The bioecological model of Bronfenbrenner clearly describes what contextual 

factors at different levels influence human development. The model describes that there 

are several levels that influence the development of individuals: The micro system reflects 
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the setting in which individuals live and act, like a child at home with parents or at daycare 

or school with peers. The mesosystem reflects the interactions or relation between 

different microsystems, like the relation between family and daycare or peers and the 

neighbourhood. The exosystem refers to environmental settings that indirectly affect the 

child, like parents’ working places or the community context. The macrosystem describes 

the culture the child lives in. Finally, the chronosystem refers to environmental events and 

transitions over the life course, like parental divorce or a change of socio-economic 

status.
14,15

 Bronfenbrenner thus sees the development of individuals to occur through the 

relation with their direct and indirect environment.  

In the first few years, infants develop from a helpless human being into a mobile 

person with verbal, cognitive and social abilities to act in social situations. During these 

early years, the child’s brain has a great capacity for growth, but unfortunately, also a 

vulnerability for harm. Several studies show that in case of severe deprivation during the 

early years (due to institutional rearing) a range of negative outcomes across several 

domains, like social and emotional, are found
16-18

, though high quality caregiving may 

reduce negative effects. Severe deprivation due to institutional rearing is a very extreme 

example, and even in this extreme situation some children seem to develop more normal 

than others do.
19,20

 Sheridan et al. suggest that sensitive periods and genetic variation may 

account for these differences of outcome between children.
16

 On the other hand, there 

are also children growing up in optimal contexts, but who do have social-emotional 

problems, also here genetics can be used as an explanation, for example for children with 

autism or Attention Deficit Hyperactivity Disorder (ADHD).
21

 Although there is never a one 

to one relationship between the child’s social-emotional development and its 

developmental context, no one can deny that children deserve an optimal developmental 

context to be able to prosper.      

  

Social-emotional problems in children 

Behavioral, social and emotional problems, further referred to as social-emotional 

problems, are relatively common in childhood and may interfere severely with the 

everyday life of the child and its family. Prevalence rates differ between studies, 

assessment methods and informants. Prevalence rates for children under 3 years of age 

range from 6% to 24% (percentages are based on different sources like identification by 

professionals, professionals using diagnostic criteria and by questionnaires filled in by 

parents).
22-25

 In our study, we included very young children; from birth until the age of 18 

months. Social-emotional behavior one could think of during infancy could be for example 
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eye-contact, following with eyes, reaching for being held, imitating gestures and babbling, 

but also crying, anger and sleeping behavior.  

In this thesis, the term “social-emotional” stands for social and/or emotional 

behavior that is adequate given the child’s age and the situation the child is in, which fits 

with an internationally used definition.
26,27

 From birth onwards, human beings show social 

behavior and emotions (like eye-contact, smiling and crying). This social-emotional 

behavior develops over time, and the behavioral repertoire of children becomes more and 

more fine-tuned and varied.  

Despite our definition, social-emotional problems in infants remain hard to 

identify. First, we do not expect as much from infants in terms of social or emotional 

behavior as we do expect from older children (like playing with other children or 

comforting another child). Second, in infancy rapid developmental changes occur, along 

with behaviors which may seem deviant in older children but may be part of normal 

development at younger ages.
28,29

 Third, as we mentioned before, the development of 

children is always embedded within a larger context, in which different factors constantly 

interact and influence each other, as reflected in the bio-ecological model of 

Bronfenbrenner.
14

 Especially the development of young children is very much intertwined 

with their developmental context. The younger children are, the more they rely on their 

context for the regulation of emotions and behavior.
30

 Since these factors are very much 

intertwined, they should always be taken into account together, which is done by the 

family-centered approach.  

 

The family-centered approach (in Dutch “DMO-protocol”) 

Family-centered care in general has received increasing attention from the second half of 

the twentieth century onwards, and has been promoted in several healthcare settings.
31-38

 

Family-centered care can be defined as  “placing the needs of the child, in the context of 

their family and community, at the centre of care and devising an individualized and 

dynamic model of care in collaboration with the child and family that will best meet these 

needs”
39

 and has been related to several positive healthcare outcomes.
31,33,38

 In Table 1 

the core principles of family-centered care, according to the American Academy of 

Pediatrics, are shown.
38

 

In Dutch PCH, the importance of good identification and subsequently the 

provision of adequate care has been stressed and an overview of the current evidence for 

several methods has been provided.
40

 The family-centered approach (in Dutch “DMO-

protocol”) was mentioned as one of the promising instruments for universal screening. 

This family-centered approach is based on the idea that the child’s developmental context 
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is important for children to develop optimally. The family-centered approach was 

designed by the University of Amsterdam in 2001
41

 to enhance children’s social-emotional 

development. First, children’s social-emotional development is trying to be enhanced 

through empowerment of parents and their parenting skills, which may function as a 

primary form of prevention. The second aim of the family-centered approach is to identify 

concerns regarding children’s social-emotional development at an early stage, which can 

be seen as secondary prevention. Through early identification there can be intervened in 

an appropriate way. These interventions can range from bringing subjects up for 

discussion with parents to actually providing additional care. The family-centered 

approach is used as a screening instrument for identifying needs of parents (regarding the 

child as well as its developmental context), to be able to provide care at its most effective 

point, not to label.  

The family-centered approach emphasizes a universal, non-judgmental, 

empowering approach, attuned to each unique situation and needs of families. The 

family-centered approach shares several principles with the Structured Problem Analysis 

of Raising Kids (SPARK) in the Netherlands 
42

 and Healthy Steps 
43,44

 in the US. However, 

the family-centered approach differs from the before named methods mainly in that it can 

be used during every routine well-child visit (from birth onwards), whereas the SPARK for 

example takes 20-30 minutes and is not specifically empowerment oriented, and within 

the Healthy Steps program home visits by a professional with expertise on parenting and 

child development and parent support groups are included.    

As stated before, the contents of the family-centered approach that we studied, 

are based on the bio-ecological model of Bronfenbrenner, taking into account both the 

child itself as well as its developmental context and the interaction between the two.
14

 

Influences from the child’s developmental context can have a positive effect on children, 

like adequate parenting 
45-47

, but on the other hand, factors can also have a negative 

impact, like marital conflict, maternal depression, parental stress or poverty.
48-50

 With the 

family-centered approach, both risk and protective factors regarding the child’s social-

emotional development are identified. During every well-child visit, possible parental 

concerns are first elicited, providing a starting point for further communication. During the 

well-child visit five domains are discussed with parents that are associated with the social-

emotional development of children. These domains are: the Competence of the parent, 

the Role of the partner, Social support, Perceived barriers or life events within the care 

giving context and the Wellbeing of the child.
41

 Every domain consist of several questions 

(see appendix 1 for all the questions) for which risk and protective factors can be 

registered and free text can be provided to give further explanation. Furthermore, based 
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on all domains, the PCH professional decides together with parents whether any 

additional activity from PCH is needed (for example a visit to discuss the situation in more 

detail).  

 

Table 1  

Core principles of family-centered care according to the American Academy of Pediatrics 

1. Respecting each child and his or her family 

2. Honoring racial, ethnic, cultural, and socioeconomic diversity and its effect on the family’s experience 

and perception of care  

3. Recognizing and building on the strengths of each child and family, even in difficult and challenging 

situations and respecting different methods of coping 

4. Supporting and facilitating choice for the child and family about approaches to care and support 

5. Ensuring flexibility in organizational policies, procedures, and provider practices so services can be 

tailored to the needs, beliefs, and cultural values of each child and family  

6. Sharing honest and unbiased information with families on an ongoing basis and in ways they find 

useful and affirming 

7. Providing and/or ensuring formal and informal support (eg, family-to-family support) for the child and 

parent(s) and/or guardian(s) during pregnancy, childbirth, infancy, childhood, adolescence, and young 

adulthood  

8. Collaborating with families at all levels of health care, in the care of the individual child and in 

professional education, policy making, and program development  

9. Empowering each child and family to discover their own strengths, build confidence, and make 

choices and decisions about their health  

 

 

Professionals’ adherence to new working methods 

The success of new working methods like the family-centered approach highly depends on 

the adherence of professionals to it. There are several factors that influence professionals’ 

adoption to innovations.
51

 Factors that are often mentioned to influence professionals’ 

adoption to new methods, like the family-centered approach, are its perceived relative 

advantage, its compatibility with professionals’ values, experiences and needs, its 

complexity to understand and to use, its trialability (i.e. the degree to which an innovation 

may be experimented with), and the observability of results
51,52

, though also other factors, 

like the extent to which individuals can adapt the innovation to their own needs, 

perceived risk, and support from the organizations play a role.
51

 The perceived relative 

advantage seems an important predictor for the adoption of innovations. However, for 

preventive innovations, like the family-centered approach, the relative advantage may be 

rather low, compared to non-preventive innovations, since potential rewards may be 

delayed. This may hamper the adoption of and adherence to preventive innovations.
52
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In empirical studies several barriers have been described regarding adherence to 

guidelines
53,54

, and specifically for adherence to providing family-centered care.
55-58

 Insight 

in the beliefs of professionals and their adherence to the principles of the family-centered 

approach increases the credibility that results of our study can indeed be attributed to the 

family-centered approach. Furthermore, based on the information of professionals, 

barriers to adherence can be identified, which creates opportunities to further improve 

working with the family-centered approach.   

 

Early interventions 

Early interventions may help to optimize the environment of the child and in turn may 

promote the development of the child.
59-62

 Whether concerns are identified in the child 

itself, in its developmental context or in both, and whatever the cause of social-emotional 

behavior may be, it seems to be in the best interest of the child that a possible downward 

spiral is trying to be prevented. Care could help to change communication, interaction 

patterns, self-esteem and beliefs of parents in order to reduce stress at an early stage, 

which in turn may have a positive effect on the child. Parenting behavior, and especially 

parent-child synchrony plays an important role in the (neurobehavioral) development of 

children.
63,64

 With early identification of concerns and problems, stepped care can be 

provided attuned to each specific situation, according to what parents and the child wish 

and need.  

 

Reasons for this study 

As PCH is in such a unique position to monitor social-emotional development in an easy 

accessible way with a high percentage of parents visiting with their child (>90%), it is 

important to have a good working method to do so, and the family-centered approach 

provides a promising option for this. Important for a PCH setting is that a method can be 

used for all families, can be attuned to what families find important, fits with what 

professionals find important, can be used during routine well-child visits, and is effective. 

Measuring outcomes for more than one domain from more than one source is 

recommended in quality improvement studies.
65

 Based on the before named 

requirements and recommendation, the following research questions, as mentioned 

under ‘Research questions’ were formulated.  

 

Research questions 

The aim of this study was to assess the effectiveness of a family-centered approach, 

designed to support infants’ social-emotional development in Preventive Child Healthcare 
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(PCH). To get a broad overview the family-centered approach was studied from various 

perspectives. The following research questions were answered: 

1. Does a family-centered approach contribute to better identification of (risks for) 

social-emotional problems in infants? 

2. Does a family-centered approach contribute to the early identification of (risks 

for) social-emotional problems in infants? 

3. Does a family-centered approach contribute to the social-emotional wellbeing of 

infants of 18 months of age? 

4. What beliefs do PCH professionals have regarding the family-centered approach? 

5. Is a family-centered approach associated with better attunement of care to 

parents’ needs and wishes, compared to care as usual?  

6. Is a family-centered approach associated with a higher willingness to disclose 

concerns of parents, compared to care as usual? 

7. Is a family-centered approach a valid method for identifying risk and protective 

factors regarding the child and its developmental context?  

 

 

Outline 

In Chapter 2, we describe the design of the study. In Chapter 3 we discuss whether the 

family-centered approach contributes to the early identification of (risks for) children’s 

social-emotional wellbeing and their psychosocial wellbeing at the age of 18 months 

(research questions 1 to 3). In Chapter 4, we describe what attitudes PCH-professionals 

have regarding the family-centered approach and how this influences their practice 

(research question 4). In chapter 5 we explore to what extent needs of parents are met 

with the family-centered approach and to what extent they feel free to disclose concerns, 

compared to care as usual (research questions 5 and 6). In chapter 6, we describe results 

of a validation study of the family-centered approach (research question 7). In Chapter 7, 

we discuss our findings and give recommendations for further research. 
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