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Abstract

Aim: Every year, about 5% of children in Norway experience severe child maltreatment and need support from the child
welfare services. However, research-supported interventions for this group are lacking. The current study piloted an intensive
home-visitation intervention, Family Partner, which aims to reduce child maltreatment among at-risk parents by improving
parental skills, agency and trust in the welfare services, and children’s well-being. The randomised controlled trial piloted
in this study examines the acceptability of the Family Partner intervention for staff and families and evaluates its feasibility
for a full-scale randomised controlled trial. Methods: This protocol outlines a prospective, parallel, pilot randomised trial
of the Family Partner intervention in three Norwegian municipal child welfare services. The participants are families with
children under 12 years of age, where the parents are identified as having challenges. Families in the treatment group
receive the Family Partner intervention, while families in the control group receive ordinary child welfare services. Data
are collected at baseline, and at 3, 6, 12 and 18 months after recruitment. The pilot study monitor retention and adherence
to inform the feasibility of a future full-scale randomised study. To assess the acceptability of the trial and intervention, a
subsample of the participating families, as well as the family partners and representatives of the child welfare services in
each municipality, are invited to complete qualitative interviews. Conclusions: The results will guide the design of a
fully powered randomised controlled trial of the Family Partner intervention compared with ordinary child
welfare services. Trial registration: ClinicalTrials.gov identifier: NCT04957394; Pilot Trial of Family Partner: a Child
Maltreatment Prevention Intervention (FAMPART); registered on 12 July 2021.
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attention and stimulation [3]. Children experiencing
maltreatment often need support from the Child
Welfare Services (CWS), but only 2.5% of children

Background

Estimates suggest that every year, about 5% of chil-

dren in Norway are subject to severe child maltreat-
ment, that is, physical or emotional violence and
neglect [1,2]. Physical neglect occurs when a car-
egiver fails to attend to the child’s basic physical
needs, such as providing sufficient food, healthcare
and clothing. Emotional neglect refers to situations
where the caregiver fails to meet the child’s psycho-
logical needs, such as providing adequate love, care,

and families receiving CWS in Norway have access to
interventions that have demonstrated being effective
based on scientific research [4]. While several parent-
ing interventions, such as the Circle of Security,
Tuning Into Kids, Parent Management Training
Oregon and The Incredible Years have been imple-
mented and evaluated in Norway [5], it is among one
of few European countries that has not established
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largescale implementation of home-visitation inter-
ventions [6].

Responding to the CWS’s need for research-sup-
ported interventions, this study piloted a new home-
visitation intervention, the Family Partner. The
intervention aims to reduce child maltreatment and
promote healthy development and has been specifi-
cally developed for Norwegian parents’ and chil-
dren’s needs. It was implemented in three municipal
CWS across Norway. The aim of the pilot study is to
examine the acceptability of the Family Partner
intervention for staff and families and evaluate its
feasibility for a full-scale randomised controlled trial
(RCT).

Previous research on child maltrearment

Experiencing child maltreatment predicts adverse
trajectories that are difficult to reverse later in life
[7]. This potentially includes an elevated risk of
fatal injury, adverse health outcomes and reduced
opportunities for a fulfilling life [7,8]. Studies con-
ducted among survivors of child maltreatment sug-
gest elevated risks of a multitude of social and health
problems [7], including mental health problems
and behavioural problems [9] and physical health
issues [10].

Systematic reviews indicate that high-quality
parental training and home-visitation interventions
can improve parenting practice and behaviour
[11,12] and reduce future child maltreatment [13].
Accordingly, some meta-analytic reviews have identi-
fied how certain characteristics of child maltreatment
interventions are associated with their effectiveness.
Within this strand of research, the meta-analyses by
van der Put [14] found that interventions with the
potential to address existing cases of child maltreat-
ment are more effective at reducing its occurrence
than interventions aimed solely at prevention. Within
the category of preventative interventions, van der
Put [14] found that shorter interventions (0—6
months) were most effective. Further, larger-effect
sizes were found for child maltreatment interventions
focusing on parental self-efficacy and skills. Chen
and Chan [8] demonstrated that improving parent-
ing skills is essential for the effectiveness of interven-
tions aiming to reduce child maltreatment. In the
context of home-visitation programmes, Gubbels
[15] demonstrated stronger effects from interven-
tions that focused on improving parental expecta-
tions of the child or parenthood, and interventions
targeting parental responsiveness to the child’s needs.

Child maltreatment has been measured in various
ways in previous research, including self-report of
actual or potential child abuse among caregivers

through, for example, the Child Abuse Potential
Inventory [16] and the Conflict Tactics Scale [17].
Other measures include retrospective self-report of
own childhood, for example, the Adverse Childhood
Experiences questionnaire [18] and the Childhood
Trauma questionnaire [19]. Some studies investigat-
ing effects of preventative interventions also use
emergency attendances or referral to out-of-home
care or reports to the CWS as proxies for child mal-
treatment [20,21], where the hypothesis is that the
incidence will be reduced if child maltreatment is
prevented. However, studies assessing interventions
aimed at reducing child maltreatment could also
measure more long-term or indirect outcomes, such
as criminal and antisocial behaviour [22,23].

Famuly Partner intervention

The Family Partner intervention is an intensive
home-visitation family intervention that aims to
reduce child maltreatment among at-risk parents by
improving parental skills, agency and trust in the wel-
fare services, and children’s well-being. The interven-
tion is being delivered by child welfare workers
employed by the Norwegian CWS. These workers
typically hold a 3-year bachelor’s degree in social
work or an equivalent qualification. During the study,
the child welfare workers receive implementation
support, such as training and supervision in the
Family Partner methodology.

The Family Partner intervention procedures
include: (a) parental training; (b) home visitations; (c)
practical assistance; (d) a measurement feedback sys-
tem including monthly well-being scoring schemes;
(e) an emphasis on a therapeutic relationship with
parents to create trust; and (f) coordination of ser-
vices. Central to the intervention is the family part-
ner, who is a professional employed to ensure that the
families receive close, empowering and structured
support.

The intervention is based on three theoretical per-
spectives: Banduras’s [24] theory of self-efficacy,
which states that your belief in your abilities impacts
your chance of succeeding; Bronfenbrenner’s [25]
ecological theory of the family as a context for human
development; and Ablon’s [26] theory of the poten-
tial of a collaborative problem-solving approach.

The estimated duration of the intervention is 9
months, but it can be extended by 3 months if con-
sidered beneficial to the families. The intervention
period is divided into three phases: a 3-month start-
up phase, a 3—6-month working phase and a 3-month
ending phase. During the intervention period, the
family partners provide each family with an average
of 5 hours of weekly service, with more frequent
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service at the beginning and less frequent during the
ending phase. In total, the number of sessions with
each family across the three periods should be
between 50 and 100. It should be noted the interven-
tion may be modified based on findings from the
pilot study, including assessments provided by the
managers of the municipal agencies, family partners,
parents and children.

Design and methods
Trial design

The study is a prospective, parallel, pilot randomised
trial of the Family Partner intervention. Families in
the treatment group receive the Family Partner inter-
vention, while families in the control group receive
ordinary child welfare services (e.g., guidance and
advice for the family, parent groups or home-based
assistance).

After consenting to take part in the study, one of
the primary caregivers completes the baseline assess-
ment questionnaire and is then randomised 1:1 to
the treatment and control groups.

The recruitment and randomisation of families is an
ongoing process. Each family partner can serve up to
five families at a time, and each family participate for
up to 12 months. When a family leaves the interven-
tion, a new family is recruited and randomised.

The trial is piloted at three sites; two of which are
in medium-sized cities and one in a sparsely popu-
lated municipality. These sites were included in the
pilot based on their motivation for participation, and
because they vary in size and location. A flow dia-
gram of the study design is provided in Figure 1.

We monitor and assess implementation. After each
visit or interaction with a family, the family partners
take a digital survey containing questions on the
length of the visit, whether it was a physical meeting
or a phone call/text message, where the meeting took
place, who was present at the visit and the theme of
the visit. The information obtained provides an over-
view of the intervention’s delivery and how it devel-
ops over the three stages. The family partners receive
an overview of their registered visits once a month.

Participants

The participants in this pilot trial are families with
children. The inclusion criteria for recruitment are
families where:

(1) the parents have at least one child under the
age of 12;

(2) the parents have challenges regarding parental
skills, that is, routines, boundaries, upbringing

methods, emotional attachment to the child,
understanding the child, monitoring the
child’s arenas or practical care abilities (equip-
ment, food, clothes, hygiene).

In terms of the first inclusion criterion, the
Norwegian CWS is typically divided into depart-
ments depending on the age of the child at risk, with
one department for children in the age group 0-12
and one for adolescents above the age of 13. Since
the intervention is targeted towards younger chil-
dren, the cut-off age criterion adheres to the struc-
ture of the Norwegian CWS. Social workers in the
CWS assess new families and determine whether
they fit the inclusion criteria and are able to partici-
pate in the study. Participation is voluntary, and all
participating families gave written consent. The pilot
started recruiting on 2 January 2022 and continued
until 2 March 2023.

Data and outcomes

Primary outcomes. The primary outcomes in the pilot
trial are acceptability, retention and adherence. In
line with Finn and Sladeczek [27], acceptability is
defined here as the fairness and expected effective-
ness for the end users, that is, the families.

We explore the acceptability of the trial and inter-
vention through qualitative interviews with three
types of informants: (a) a subsample of participating
families; (b) the family partners; and (c) representa-
tives of the CWS in each municipality. We interview
three groups of informants: (a) participating families
(n = 10); (b) professionals delivering the interven-
tion (n = 9); and (c) other services impacted by the
intervention (z = 6). In line with the evaluation
design, we follow the implementation process and
interview informants at different timepoints of the
intervention. We interview participating families
during and after the intervention, while the profes-
sionals are interviewed in individual and group
interviews four times during the intervention. The
other services will be interviewed once towards the
end of the intervention. We use semi-structured
interview guides for all interviews. The interview
guide cover a wide range of themes, such as experi-
ences with recruitment, study design, delivering and
implementing the intervention, and beliefs about the
intervention’s feasibility. The interviews are recorded
and transcribed verbatim. Both the audio files and
the transcriptions are stored in a secure location.

We carry out ethnographic fieldwork which con-
sists of visits at three different times to the three
implementation sites and observations of the family
partners (walk-along method) when they interact
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Figure 1. Study flow diagram.

with the families. The field work at the implementa-
tion sites will give insight into the organisational con-
text of the intervention, as well as challenges,
strengths and differences in implementation between
the sites. Using the walk-along method with the fam-
ily partners will provide an understanding of both the
relational and practical aspects of the trial and inter-
vention provision. Data from the ethnographic field-
work consists of fieldnotes and interview data.

We assess retention in the trial by monitoring
response rates, that is, whether participants respond
to the surveys. We assess adherence to the trial by
registering whether families withdraw their consent
within 12 months of recruitment. We measure

adherence to the intervention by monitoring if, when
and why families terminate the intervention.

Secondary outcomes. The secondary objective of the
pilot trial is to explore changes over time, to get an
indication of the potential effects of the intervention on
parental abilities and the families’ use of welfare ser-
vices. This can be used to inform a sample size calcula-
tion for a full trial. We measure the effects of the Family
Partner intervention on parenting behaviour, parental
stress, parent locus of control, family routines, parental
mental health and self-efficacy, relations to partner,
experience of social support, service use and relation-
ship to the professional helper (see Table I).
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Table I. List of pilot trial objectives, evaluation measures and timepoints.

What Instrument Timepoints (months since baseline)
Baseline 3 6 9 12 18  Number
of items
Primary objectives
Participant acceptability Qualitative interviews with participating families, the
family partners, and representatives of the Child Welfare
Service (CWS) in each municipality
Retention in the study Comparison of response rates, that is, how many
participants respond to the surveys, by study arm
Adherence Monitoring the share of families who terminate the
intervention within 3 months of enrolment
Secondary objectives
Parenting behaviour Parenting Scale Short Form (PS-8) X X 8
Parental stress Parental Stress Scale (PSS) X X 18
Parent locus of control Parent Locus of Control (PLoC) X X 5
Family routines Developed by Pontoppidan, based on the Child Routine X X 3
Inventory
Behavioural screening Strengths and Difficulties Questionnaire (SDQ-25) X 34
Parental mental health The Warwick-Edinburgh Mental Well-being Scales X X X X 14
(WEMWBS)
Self-efficacy The General Self-efficacy Scale (GSE) X X X X X 10
Social support Oslo Social Support Scale (OSS-3) X X 3
Relationship to professional helper ~ Working Alliance Inventory (WAI) X X X X X 12
Service use Developed by Malmberg-Heimonen, Toge and Pedersen X X X 5
Relations to partner Parenting and Family Adjustment Scales (PAFAS) X 4
Parent’s own childhood Developed by Tege and Pedersen X 2

Parenting behaviour is measured through the
Parenting Scale Short Form (PS-8), an eight-item
validated scale measuring parenting overreactiviry and
laxness [28]. Parenting stress is measured through the
revised Norwegian version of the 18-item Parenting
Stress Scale (PSS) [29]. Parents’ perceived power and
efficacy in child-rearing situations is measured through
five items (2, 4, 39, 40 and 43) from the Parental
Control of Child’s Behaviour subscale of the Parent
Locus of Control (PLoC) [30].We use five items from
the Daily Living Routines subscale and the Household
Responsibilities subscale of the Child Routine
Inventory (CRI: a 39-item version). Inspired by the
CRI, we developed five additional items on family
routines relating to mealtimes and language. Mental
well-being in adults is measured through the Warwick—
Edinburgh Mental Well-being Scale (WEMWBS),
which has been validated in a Norwegian context [31].
The Strengths and Difficulties Questionnaire (SDQ-
25) is used to measure prosocial behaviour and psy-
chopathology for children between the age of 4 and 17
and has been validated in several studies [32]. We used
the Norwegian version of the General Self-efficacy
Scale (GSE) to measure the belief one has in one’s
own ability to solve challenges [33]. Social support is
measured through the Oslo Social Support Scale
(OSS-3) [34].We used the Working Alliance Inventory
(WAI-SR) as a measure of the working alliance
between the helper and helpee [35]. To assess service
use, we ask parents to report how many times the fam-
ily has been in contact with their general practitioner,

the specialist health service (e.g., hospital), educa-
tional psychology services, the Norwegian Labour and
Welfare Administration and the child and adolescent
psychiatry during the previous month. To address the
‘relations to partner’ objective, we use three items on
parental teamwork from the Parenting and Family
Adjustment Scales (PAFAS) [36]. At baseline, we
assess the parents’ childhood experience with the
CWS by asking them whether they or their parents
have at any time been in contact with the CWS. If yes,
we ask them how appropriate the service was (using a
five-point Likert scale). If no, we ask them whether
they think that their parents should, at some point,
have received help from the CWS (yes or no).

We had originally intended to include all the
measures presented in Table I in the baseline ques-
tionnaire. However, after the first families had been
recruited, the family partners at one of the sites felt
that the questionnaire was too long to complete.
Based on this feedback, it was reduced from twelve
to five measures before the recruitment was contin-
ued. During the pilot period, we monitor the time
spent on responding to the questionnaire. If most
families spend less than 20 minutes, we will consider
it possible to expand the baseline survey in a future
RCT. Any changes to the intervention and manual
after the pilot trial commencement will be reported
along with the study results.

Beyond survey data, Norway has rich administra-
tive data that track societal and health-related aspects
of the population. By utilising administrative data
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from the municipal CWS, we can evaluate the impact
on various aspects, including the number of concerns
submitted to CWS, the assistance measures imple-
mented by CWS and the number of care takeovers.

Sample size. The study aim to include 90 families, 30
from each of the sites. This number is expected to be
sufficient to inspect randomisation routines, accept-
ability, retention and adherence. Contrary to a poten-
tial full-scale RCT, the pilot study does not aim to
estimate effect sizes. However, if the retention is
80%, and we apply conventional power calculation
assumptions (o = 0.05 and power set to 80%), our
sample (N = 90) would be sufficient to detect a
medium-to-large effect (d = 0.67) on continuous
outcomes.

Randomisation. Families that fulfil the inclusion crite-
ria are invited by social workers in the CWS to take
part in the study. After consent, one of the parents
complete the baseline survey (https://nettskjema.no/).
As a crucial component of the digital survey, families
are assigned randomly to either the intervention or
control group. The survey has an integrated ‘toss coin’
function, it randomly generates one out of two num-
bers, either 240025 or 240197. This number is avail-
able to the researchers but concealed for the responding
parent. Once a parent completes the baseline survey,
the researchers extract the assigned number and allo-
cate the family to the intervention or control group
accordingly. Specifically, participants with the number
240025 are assigned to the treatment group, where
they receive the Family Partner intervention, while
those with the number 240197 are assigned to the
control group, where they receive treatment as usual.
The allocation ratio for the randomisation is 1:1,
meaning that participants have a 50% chance of being
randomised to the intervention or control group. After
randomisation, the research team is immediately noti-
fied by email, and informs the CWS of where the par-
ticipant has been allocated.

Analyses. We will apply qualitative and quantitative
methods to identify factors affecting trial feasibility.
Further, we will assess the feasibility of the interven-
tion and provide knowledge that can be used to
explore indications of an inherently faulty concept or
theory or implementation failure; see, for example,
the work by Malmberg-Heimonen and Tege [37].

We will apply a thematic analytical strategy to
both interviews and observations, using themes such
as, for example, ‘randomisation experiences’, ‘rela-
tionship between families and professional helpers’,
‘organisational boosters and barriers to implementa-
tion’ and ‘contribution of the intervention to existing
services’.

Retention to the trial will be analysed by investi-
gating the response rates. At each timepoint for sur-
vey data, we will calculate the pooled response rate
and use a chi-squared test to check whether response
rates differ by study arm.

To assess adherence to the trial, we will calculate
the rate of families who withdrew their consent
within 12 months of recruitment and use a chi-
squared test to check whether adherence to the trial
differs by study arm. To assess adherence to the
intervention, we will calculate the rate of families
who terminate the intervention within the first 3
months after enrolment.

The secondary outcomes will be analysed accord-
ing to conventional procedures for RCTs. Using sur-
vey data and administrative data from the municipal
CWS, we will examine records of child maltreatment,
child behaviour, parenting behaviour, parental stress,
parent locus of control, family routines, parental
mental health, self-efficacy, social support, relations
to professional helper, relations to partner and ser-
vice use. All analyses and results will be conducted
and presented according to recognised academic
standards [38], including adherence to the intention-
to-treat principle, where all consenting participants
are included in the analyses. For binary outcomes, we
will apply logistical models and report effect sizes as
odds ratios. For continuous outcomes, we will use
linear models and report coefficients as standardised
effect sizes (Cohen’s d). The analyses will be adjusted
for observed differences at baseline and repeated
hypothesis tests.

Success criteria. We will consider the pilot trial a suc-
cess if we achieve the following goals:

(1) 70% of the participants complete their allo-
cated treatment (at least 9 months) and this
is equal in both groups (p > 0.05);

(2) response rates are above 70% and are equal
in both groups (p > 0.05);

(3) allsites are able to recruit the necessary staff,
retain at least 50% of family partners for at
least 18 months, and are able to recruit new
staff in the event of turnover.

If the trial is successful, we will report estimated
costs for an upscaled trial.

Ethical considerations. To safeguard ethical consider-
ations, we follow the guidelines of the Norwegian
National Research Ethics Committees. The study has
been assessed and approved by the Norwegian Centre
for Research Data (reference number 804402) and
registered at ClinicalTrials.gov (NCT04957394).
Participation is based on parental consent, and all
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participants can withdraw from the study at any time
and for any reason.

The researchers are subject to professional confi-
dentiality in relation to all data and analyses. All data
collections will follow consent procedures according
to guidelines and advice from the Norwegian Centre
for Research Data and the Norwegian Data
Protection Authority. The survey data are collected
through an electronic survey system and stored and
managed through Services for Sensitive Data (TSD),
a secure server with a two-step authentication pro-
cess. All data processing, including coding and analy-
ses, is conducted in TSD.

Long-term follow up. To facilitate long-term follow
up, we will request permission to contact the families
at a later date during the final survey. Given the small
scale of the study, it is possible that we may not have
adequate statistical power to conduct a thorough
analysis. Nonetheless, establishing contact with the
families and conducting qualitative interviews could
provide valuable insights into the longer-term out-
comes for these families.

Discussion

This feasibility study allow us to investigate the
acceptability of the Family Partner intervention for
staff and families and evaluate the feasibility of a full-
scale RCT of the intervention. If rates of recruitment,
retention and response are adequate, and the study
procedures are found to be acceptable, we will con-
sider conducting a full trial. As this is a pilot feasibil-
ity trial, it is not powered to estimate the effects of the
intervention. In addition, there are further limita-
tions associated with treatment contrast in this study,
that is, the comparison between the Family Partner
intervention and the control group.

The organisation of municipal services in Norway,
specifically CWS, varies across different locations,
resulting in varying access to resources and services.
Consequently, CWS is also organised differently
across municipalities, resulting in differing service
offerings. Furthermore, there is limited practical
integration between specialist health services, such as
district psychiatric centres, municipal mental health
services and CWS. This lack of collaboration makes
it difficult to predict the services the control group
would receive. Additionally, there are considerable
differences in the educational backgrounds of child
welfare workers in various geographic locations,
which could potentially create disparities in the
results when comparing different sites. Hence, the
research group will have to carefully assess the ser-
vices provided to the control group.

Results from the pilot will help to assess the
acceptability of the intervention’s implementation
and delivery among frontline practitioners in the
CWS. This information will be crucial to under-
stand whether the intervention is a suitable fit for
the Norwegian child welfare infrastructure and local
services.

Declaration of conflicting interests

The author(s) declared no potential conflicts of
interest with respect to the research, authorship, and/
or publication of this article.

Funding

The author(s) disclosed receipt of the following
financial support for the research, authorship, and/or
publication of this article: The authors have received
funding by the Norwegian Research Council for this
work.

ORCID iDs

Joakim Finne
0126

Anne Grete Toge
9905-951X

https://orcid.org/0000-0002-3732-

https://orcid.org/0000-0001-

References

[1] Suren P, Wang MV, Lund M, et al. Barn og unges helse:
oppvekst og levekar. In: Greholt EK, Behler L. and Hanes H
(eds.) Folkehelserapporten — Helsetilstanden i Norge. Oslo: The
Norwegian Institute of Public Health, 2018.

[2] Claussen AH and Crittenden PM. Physical and psychologi-
cal maltreatment: relations among types of maltreatment.
Child Abuse Negl 1991;15:5-18.

[3] English DJ, Thompson R, Graham JC, et al. Toward a
definition of neglect in young children. Child Malrrear
2005;10:190-206.

[4] Christiansen @, Bakketeig E, Skilbred D, et al. Forskning-
skunnskap om barnevernets hjelpetiltak. Bergen: Uni
Research Helse, RKBU Vest, 2015.

[5] Skogen JC and Torvik FA. Atferdsforstyrrelser blant barn og
unge 1 Norge: Beregnet forekomst og bruk av hjelpetiltak. Report
no. 8280825657, 2013. Oslo: the Norwegian Institute of
Public Health.

[6] Dinesh S,YonY, Nikesh P, et al. European status report on
preventing child maltreatment. Copenhagen: WHO Regional
Office for Europe, 2018.

[7] Shonkoff JP, Garner AS, Siegel BS, et al. The lifelong effects
of early childhood adversity and toxic stress. Pediatrics
2012;129: e232-46.

[8] Chen M and Chan KL. Effects of parenting programs on
child maltreatment prevention: a meta-analysis. Trauma Vio-
lence Abuse 2016;17:88-104.

[9] Gilbert R, Widom CS, Browne K, et al. Burden and con-
sequences of child maltreatment in high-income countries.
Lancet 2009;373:68-81.

[10] ClemensV, Huber-Lang M, Plener PL, et al. Association of
child maltreatment subtypes and long-term physical health
in a German representative sample. Eur § Psychotraumatol
2018;9:1510278.


https://orcid.org/0000-0002-3732-0126
https://orcid.org/0000-0002-3732-0126
https://orcid.org/0000-0001-9905-951X
https://orcid.org/0000-0001-9905-951X

768
(11]

[12]

(13]

(14]

[15]

[16]

(17]

(18]

(19]

(20]

(21]

[22]

(23]

E. Pedersen et al.

Geeraert L, Van den Noortgate W, Grietens H, et al. The
effects of early prevention programs for families with young
children at risk for physical child abuse and neglect: a meta-
analysis. Child Maltrear 2016;9:277-91.

MacMillan HL. Preventive health care, 2000 update: pre-
vention of child maltreatment. CMA¥ 2000;163:1451-8.
Van Ryzin MJ, Fishbein D and Biglan A. The promise of
prevention science for addressing intergenerational poverty.
Psychol Public Policy Law 2018;24:128.

Van der Put CE, Assink M, Gubbels J, et al. Identifying
effective components of child maltreatment interventions:
a meta-analysis. Clin Child Fam Psychol Rev 2018;21:
171-202.

Gubbels J, van der Put CE, Stams G-J]J, et al. Components
associated with the effect of home visiting programs on
child maltreatment: a meta-analytic review. Child Abuse Negl
2021;114:104981.

Ondersma SJ, Chaffin MJ, Mullins SM, et al. A brief form
of the Child Abuse Potential Inventory: development and
validation. ¥ Clin Child Adolesc Psychol 2005;34:301-11.
Straus MA. The Conflict Tactics Scales and its critics: an
evaluation and new data on validity and reliability. In: Straus
MA and Gelles R]J (eds.) Physical violence in American fami-
lies. New York: Routledge, 2017.

Finkelhor D, Shattuck A, Turner H, et al. A revised inven-
tory of Adverse Childhood Experiences. Child Abuse Negl
2015;48:13-21.

Georgieva S, Tomas JM and Navarro-Pérez JJ. System-
atic review and critical appraisal of childhood trauma
questionnaire—Short form (CTQ-SF). Child Abuse Negl
2021;120:105223.

Owen-Jones E, Bekkers M-], Butler CC, et al. The effective-
ness and cost-effectiveness of the Family Nurse Partnership
home visiting programme for first time teenage mothers in
England: a protocol for the Building Blocks randomised
controlled trial. BMC Pediarr 2013;13:1-13.

Mejdoubi J, van den Heijkant SCCM, van Leerdam FJM,
et al. The effect of VoorZorg, the Dutch nurse-family part-
nership, on child maltreatment and development: a random-
ized controlled trial. PLoS One 2015;10:e0120182.
Eckenrode J, Campa M, Luckey DW, et al. Long-term
effects of prenatal and infancy nurse home visitation on the
life course of youths: 19-year follow-up of a randomized
trial. Arch Pediarr Adolesc Med 2010;164:9-15.

Olds D, Henderson Jr CR, Cole R, et al. Long-term effects
of nurse home visitation on children’s criminal and antiso-
cial behavior: 15-year follow-up of a randomized controlled
trial. FAMA 1998;280:1238-44.

(24]

[25]

[26]

(27]

(28]

[29]

(30]

(31]

(32]

[33]

(34]
(35]

(36]

(37]

(38]

Bandura A. The explanatory and predictive scope of self-
efficacy theory. ¥ Soc Clin Psychol 1986;4:359-73.
Bronfenbrenner U. Ecological systems theory. In: Vasta R
(ed.) Six theories of child development: Revised formulations and
current issues. London, England: Jessica Kingsley Publishers,
1992; pp.187-249.

Greene RW, Ablon JS and Goring JC. A transactional model
of oppositional behavior: underpinnings of the collaborative
problem solving approach. ¥ Psychosom Res 2003;55:67-75.
Finn CA and Sladeczek IE. Assessing the social validity of
behavioral interventions: a review of treatment acceptability
measures. School Psychol Q 2001;16:176.

Kliem S, Lohmann A, Mo8le T, et al. Development and vali-
dation of a parenting scale short form (PS-8) in a represen-
tative population sample. ¥ Child Fam Stud 2019;28:30-41.
Nerde A and Sommer Hukkelberg S. An examination
of validity and reliability of the Parental Stress Scale in a
population based sample of Norwegian parents. PLoS One
2020;15:e0242735.

Campis LK, Lyman RD and Prentice-Dunn S. The Parental
Locus of Control Scale: development and validation. ¥ Clin
Child Psychol 1986;15:260-7.

Smith ORF, Alves DE, Knapstad M, et al. Measuring mental
well-being in Norway: validation of the Warwick-Edinburgh
Mental Well-being Scale (WEMWBS). BMC Psychiatry
2017;17:182.

Korner H and Heyerdahl S. Maleegenskaper ved den nor-
ske versjonen av Strengths and Difficulties Questionnaire,
selvrapport (SDQ-S). PsykTestBarn 2013;2(6).

Roysamb E, Schwarzer R and Jerusalem M. Norwegian ver-
sion of the general perceived self-efficacy scale; 1998. Avail-
able from: https://userpage.fu-berlin.de/~health/norway.htm.
Brevik JI and Dalgard O. The Health Profile Inventory. Oslo:
the European Opinion Research Group, 1996.

Horvath AO, Del Re AC, Fliickiger C, et al. Alliance in indi-
vidual psychotherapy. Psychotherapy (Chic) 2011;48:9-16.
Sanders MR, Morawska A, Haslam DM, et al. Parenting
and Family Adjustment Scales (PAFAS): validation of a
brief parent-report measure for use in assessment of parent-
ing skills and family relationships. Child Psychiatry Hum Dev
2014;45:255-72.

Malmberg-Heimonen I and Tege AG. Cluster-randomised
controlled trials in the evaluation of complex interventions.
In: SAGE Research Methods Cases Part 2. London: SAGE
Publications Ltd, 2017. DOI: 10.4135/9781473992702.
Eldridge SM, Chan CL, Campbell M], et al. CONSORT
2010 statement: extension to randomised pilot and feasibil-
ity trials. BM¥ 2016;355:15239.


https://userpage.fu-berlin.de/~health/norway.htm



