
A Statewide Trial of the SafeCare Home-based Services
Model With Parents in Child Protective Services

WHAT’S KNOWN ON THIS SUBJECT: Neglect cases in Child
Protective Services often receive home-based interventions, but
their success in preventing maltreatment recidivism has been
elusive. Structured, behavioral skills models, such as SafeCare,
are promising but have not been tested in full-scale
implementation trials.

WHAT THIS STUDY ADDS: This cluster trial experiment
demonstrates significant maltreatment recidivism reduction due
to implementing the SafeCare model in a fully scaled-up statewide
system. The findings support adopting the SafeCare model for
these types of services.

abstract
OBJECTIVES: In this trial, we compared Child Protective Services (CPS)
recidivism outcomes between the home-based SafeCare (SC) model for
child neglect and comparable home-based services, but without SC
modules, for parents in the CPS system across 2 quality control
strategies: coached (C) and uncoached implementation. SC is a
home-based behavioral skills training model designed for neglecting
or maltreating parents. The study was conducted in a scaled-up,
statewide implementation setting.

METHODS: Two thousand one hundred seventy-five maltreating
parents, treated by 219 home visitors, were enrolled and treated
in a 2 3 2 (SC versus services as usual 3 C versus uncoached
implementation strategy) randomized cluster experiment. Cases
were followed for an average of 6 years for CPS recidivism
events. Subpopulation analyses were conducted for parents
meeting customary SC inclusion criteria.

RESULTS: Consistently significant main effects in favor of SC were
found across simple and more complex modeling approaches (hazard
ratios = 0.74–0.83). Larger effects were found among the subpopula-
tion meeting customary SC inclusion criteria. C implementation
yielded smaller and occasionally significant effects in analyses that
included more diverse cases falling outside customary SC inclusion
criteria.

CONCLUSIONS: Findings support the adoption and use of SC within CPS
home-based services systems. C implementation may be especially
valuable for cases where the client-model fit is less strong.
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Home-based programs serve thou-
sands of families in the Child Protective
Services (CPS) system, predominantly
families with child neglect. Neglect is
the dominantmaltreatment type in CPS,
comprising 78% of cases.1 Little inter-
vention science has been devoted to
neglect.2 Neglect recidivism is high and
difficult to lower.3 Experimental trials
testing home-based neglect services
have yielded discouraging findings.
Two federal reviews revealed that evi-
dence for effectiveness is weak.4–6 Be-
nefits often are small, are not durable
over time, and do not translate into
recidivism reduction. This pattern of
findings includes results from services
delivered by paraprofessional home
visitors (HVs) and by public health
nurses.7,8

The SafeCare (SC) model, originally
known as Project 12-Ways, was deve-
loped as a home-based treatment of
parents in CPS for child neglect.9–11 SC
is a structured behavioral skills train-
ing program that focuses on concrete
caregiving, household management,
and parenting skills. The model has
been used in university-based settings
since 1979 and described in over 60
publications. Many studies have been
single-case experiments.9,12–15 There have
been 3 small quasi-experimental out-
come trials,16–18 and 1 completers-only
randomized trial revealing reduced
CPS recidivism.19 Two randomized tri-
als outside CPS have been conducted
with developmentally delayed parents,20,21

and 1 randomized trial has been con-
ducted with prevention cases.22 Taken
together, the body of SC research sug-
gests that the model is promising. The
model has yet to be tested in a scaled-
up field implementation.

Implementation in scaled-up services
systems requires quality control. Ben-
efits commonly wane when models are
scaled up. Drift and loss of fidelity can
attenuate effectiveness.23 Hierarchical
supervisory structures are common

quality control strategies used to
manage drift.24 Direct practice obser-
vation and in vivo coaching is a more
labor intensive and potentially more
effective strategy.25 Whether this addi-
tional measure of quality control would
translate into improved outcomes in
home-based services has not been
tested. The current study was designed
to test SC versus home-based services
as usual (SAU) and also coached (C)
versus uncoached (UC) quality control
strategies in a scaled-up implementa-
tion. A 2 3 2 cluster experimental de-
sign was used so that each main effect
and their interaction could be tested.
The main outcome of interest was CPS
recidivism with hypothesized SC and C
benefits.

METHOD

Human Subjects

Participants were 2175 parents or
caregivers enrolled in a statewide sys-
tem of home-based services operated
by community-based agencies under
contract with CPS between September
30, 2003, and October 1, 2006. Six CPS
administrative regions of the state, 2
urban and 4 rural, were served by a lead
agency within each region. Eligible par-
entswere all nonsexual abusers referred
totheprogramsbyCPS.Onemaltreating
parent per household was enrolled,
prioritizing the primary caregiver.
Parents were recruited in their homes
by a research assistant shortly after
service enrollment. A total of 3116
prospective participants were approa-
ched, 18 did not complete the recruit-
ment process, 23were determined to be
ineligible, and 816 declined or did not
complete baseline data collection,
yielding an overall enrollment of 2259
(72% of all individuals approached).
Eighty-four participants were with-
drawn after enrollment, leaving an an-
alysis sample of 2175. The project was
overseen by the University of Oklahoma
Health Sciences Center Institutional

Review Board and a study-specific Data
and Safety Monitoring Board. There
were no study related adverse events.

Procedures

A 23 2 cluster randomized design was
used. SC versus SAU was assigned at
the agency/region level (n = 6). Within
agencies/regions, small HV teamswere
randomized to coaching conditions.
Thus, each HV (n = 219) was assigned
to deliver only 1 of the 4 design cells.
Region/agency assignment to treat-
ment condition began by randomizing
the 2 urban regions, then all possible
assignment permutations were evalu-
ated and the solution with the best
balance of prestudy case demograph-
ics was accepted. Once assigned, treat-
ment conditions were formalized in
agency funding contracts. For HVs, 21%
were assigned to SAU/UC, 25% to SAU/
C, 30% to SC/UC, and 25% to SC/C. For
cases, 23% were assigned to SAU/UC,
24% to SAU/C, 28% to SC/UC, and 25%
to SC/C.

TREATMENTS

Common Elements

SC and SAU services were comparable,
with the exception of the SC modules
themselves. Commonalities included
the home-based format, caseloads, ser-
vice duration (6 months), visit fre-
quency (at least weekly), service goals,
minimumworkforcequalifications, case
management practices, reporting re-
quirements, administrative definitions,
assessment tools, and funding. All HVs
were trained in basic motivational in-
terviewing and domestic violence safety
planning skills and had access to
emergency funds to help families meet
basic concrete needs.

SC

SC is a manualized, structured behav-
ioral skills training model. SC modules
address (1) parent/child or parent/infant
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interaction, basic caregiving structure,
and parenting routines; (2) home safety;
and (3) child health. SC can be delivered
as a free-standing intervention or as 1
component of a broader home visiting
service, and the latterwas the casehere.
Practice details can be found in the SC
manual11 or through the SC training
institute (http://chhs.gsu.edu/safecare/).
Initial SC training was delivered by
study investigators with participation
and oversight from model developers.
Training occurred in small 1-week
workshops by using live skill demon-
stration and role play to criterion, fol-
lowed by 1 directly observed field
session, then regular clinical supervi-
sion. HVs assigned to the in vivo
coaching condition received additional
quality control beyond this.

Customary SC inclusion criteria are a
preschool-aged child in the home and
no untreated substance use disorder.
Because this study was conducted
within a more inclusive service system,
familieswith children up to age 12were
served irrespective of untreated sub-
stance abuse. No SC model modifi-
cations were made. Fifty-five percent
(55%; n = 1191) of the sample met
customary SC inclusion criteria, and
subpopulation analyses were planned.

SAU

SAU were periodically observed in the
field by study investigators for descrip-
tive purposes. The term “SAU” in behav-
ioral studies often connotes ad hoc or
minimal services, neither of which was
the case here. With the exception of the
SC structure and the content modules
themselves, SAU recipients received es-
sentially the same type and dose of ser-
vice. SAU addressed comparable goals
and issues but in a less structured and
more discussion oriented manner.

Coaching

Coaches were selected from agency
staff, favoring providers viewed as

credible and influential by other HVs.
Coaching was structured to be distinct
fromregularsupervision,beingadvisory
rather than supervisory. All coaches
were trained by using Stoltenberg’s
developmental consultation model.26

Coaches traveled with HVs to the home
at least monthly. SC coaches used fidel-
ity checklists, had additional advanced
SC model training, and met regularly
with investigators and SC developers.
SAU coaches focused on general service
issues and problem solving rather than
fidelity.

Data Collection

Client survey data were collected in the
home by independent research assis-
tants by using audio-assisted comput-
erizedinterviews.Theinterviewcaptured
demographic and questionnaire meas-
ures.Measures included the Child Abuse
Potential Inventory27; Family Resources
Scale28; Beck Depression Inventory29;
Social Provisions Scale30; and the al-
cohol and drug disorders modules of
the Diagnostic Interview Schedule.31 All
scales demonstrated adequate internal
consistency. HVs were not present dur-
ing data collection nor informed about
client research participation. A federal
Certificate of Confidentiality was ob-
tained, and no individual data were
shared outside the study. Missing base-
line data were rare, under 1% for most
variables.

Past and future CPS reports were
extracted from a statewide CPS data-
base. Matches were for the study par-
ticipant as theperpetrator. Dispositional
practices shifted over time, sowe opted
to include all reports rather than only
screened-in or confirmed dispositions.
A total of 13 144 unduplicated past and
future reports were captured, of which
76% were for neglect only, 9% were for
physical abuse only, ,1% were for
sexual abuse only, and 14% were mixed
type (usually neglect and physical
abuse). Average follow-up time was ∼6

years. A recidivism event was defined
as any report occurring after study
enrollment. Sixty-nine percent (69%) of
participants had 1 or more events, 52%
had 2 or more, and 37% had 3 or more.

HV level data were drawn from a com-
panion project (G. Aarons, principal
investigator). HV characteristics were
collected by using an online question-
naire administered to HVs. Caseload
information was provided by the agen-
cies so that each case could bematched
with the HV who served the case.

Data Analysis

SC/SAUassignmentclustersweresmall
in number (n = 6), so data were dis-
aggregated to the HV level and then
analyzed as a 2-level (ie, HV level and
client level) model with experimental
conditions modeled at the HV level.
Propensity stratification32 was em-
ployed to improve covariate balance.
Two-level recurrent event survival mod-
els were used to model recidivism out-
comes. Two Cox survival indicatorswere
modeled as reflecting a latent factor
with a random effect.33 Separate treat-
ment effects were estimated within
each propensity stratum, then pooled
into an aggregate weighted effect. Raw
propensity scores were included as
covariates at the HV level. Bothmain and
interaction effects were tested, followed
by simple main effects models if the
interaction was insignificant. Subpopu-
lation analyses were conducted for
customary SC inclusion criteria (55% of
the study sample). Models were exe-
cuted by using MPlus 6.1.34 Syntax is
available upon request from the first
author.

Client Risk

Programevaluationdatawereavailable
from 4777 previous CPS cases seen in
the same services and agencies before
implementing SC in 2003. These data
were used to create baseline risk
estimates. For each study subject, we
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estimated their covariate dependent
recidivism risk based on prestudy pat-
terns and trends.35 The risk estimate
allowed us to evaluate how each study
case’s observed survival differed from
what we predicted it would have been,
based on their risk factors, if the study
had never been conducted. Risk esti-
mates were created by using a com-
bined data set (n = 6952 or 4777
prestudy cases + 2175 study cases),
which included the following cova-
riates: age, gender, race, education,
employment status, number of chil-
dren in the family, age of the youngest
child in the family, number of previous
CPS referrals, Family Resources Scale
score, substance use screener score,
depression screener score, and time
trend. Intercept terms and time trends
were allowed to be region/agency spe-
cific in the multigroup estimation mod-
els. The risk prediction estimate was
significantly associated with actual re-
cidivism in the study sample (estimate =
0.503; SE = 0.70; P , .001). To manage
geographic variations in local case
finding and population maltreatment
rates, a per capita (underage 18) report
rate was calculated for each county of
residence (n = 72). This significantly
predicted observed recidivism survival
in the study population (estimate =
0.734; SE = 0.179; P , .0001).

Propensity Strata

Propensity stratification was employed
at the HV level to create more homoge-
neous groups of HV-case pairings, man-
age observed covariate imbalances, and
improvetherigorof theclusterdesign.All
availableHVandcaseloadvariableswere
examined to create propensity strata.
Single-predictor (n = 181) and 3-pre-
dictor logit models (2 main effects plus
their interaction; n = 16 290) were exe-
cuted, the 40 most significant non-
redundant coefficients were selected,
and predicted probabilities saved, 1 for
SC/SAU (mean = 0.55, SD = 0.25) and 1
for C/UC (mean = 0.52, SD = 0.22).

HVswere grouped into propensity strata
by using 2 approaches. The first ap-
proach divided Cartesian propensity
score plots into 4 quadrants plus a
central area. The least populated quad-
rant was unbalanced and was dropped.
The resulting 4-strata solution captured
185 of 219 HVs and 2035 of 2175 cases.
The second approach used Coarsened
Exact Matching (CEM).36 CEM coarsens
or bins continuous variables that oth-
erwise are difficult to match exactly,
then seeks exactmatches, yieldingmore
homogenous strata but at the expense
of excluding cases. A 6-strata CEM so-
lution was accepted, which successfully
matched 68 HVs and 959 cases. Analyses
were planned by using each of the 2
propensity solutions: the more inclusive
4-strata solution, which captures a
broader range of cases, and the more
homogenous CEM strata solution, which
potentially could yield more precise
causal effect estimates. To the extent
that findings across the 2 solutions are
similar, confidence can be increased.

RESULTS

Participants

To test sample representativeness, we
used 2000–2010 data from these same
service programs (total n = 15 169
cases). Compared with the full decade
of all service recipients, study enroll-
ees were 0.4 years younger and had 0.1
more children, 0.4 fewer previous re-
ferrals, 3% more non-Hispanic white
participants, 2% more women, 2%
more unemployment, slightly fewer
family resources, and slightly more
depression symptoms. The differences
were small and no other variables dif-
fered, so representativeness seemed
reasonable. Participant and HV char-
acteristics by treatment conditions are
shown in Table 1. Table 1 illustrates
some of the covariate balance issues in
the cluster design, particularly for HV
characteristics, that supported using
propensity stratification.

Survival Analyses

Analysis of recidivism outcomes began
with simple preliminary models and
then moved step-by-step into more
complex models designed to balance
covariates and account for clustering,
to establish sensitivity ranges for find-
ings across modeling approaches. Ef-
fect sizes are reported as hazard ratios
(HRs), which are interpretatively simi-
lar to risk ratios, along with 95% con-
fidence intervals (CIs). In the simplest
case, a preliminary single-event sur-
vival model was fitted with a 1-level
structure and no covariates or pro-
pensity strata. A significant interaction
was found in favor of SC/C (estimate =
20.223, SE = 0.104, P = .03, HR = 0.80, CI
= 0.65–0.98). Adding client-level cova-
riates attenuated the interaction effect
(estimate =20.164, SE = 0.105, P = .12,
HR = 0.85, CI = 0.65–1.05), in favor of a
SCmain effect (estimate =20.126, SE =
0.054, P = .02, HR = 0.88, CI = 0.79–0.98).
A similar SC main effect was found
when the samemodel was executed for
recurrent events (estimate = 20.166,
SE = 0.06, P = .003, HR = 0.85, CI = 0.76–
0.94).

Next, the full 2-level propensity strati-
fied recurrent event frailtymodelswere
fitted. For the 4-strata solution, a sig-
nificant pooledmain effect in favorof SC
was found (estimate = 20.186, SE =
0.087, P = .03, HR = 0.83, CI = 0.70–0.98)
and also in favor of coaching (estimate
=20.160, SE = 0.077, P = .04, HR = 0.85,
CI = 0.73–0.99; Fig 1, left side). Across
CEM strata, a similar SC main effect
was found (estimate = 20.181, SE =
0.056, P = .001, HR = 0.83, CI = 0.75–0.93)
but no coaching effect.

Within the customary SC inclusion cri-
teria subpopulation, a significant SC
effect was found in the 4-strata solution
(estimate =20.301, SE = 0.125, P = .016,
HR = 0.74, CI = 0.58–0.95) and the
coaching effect was not significant (Fig 1,
right side). By using CEM strata, the
SC main effect was again significant
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(estimate = 20.241, SE = 0.086, P ,
.005, HR = 0.79, CI = 0.66–0.93), and the
coaching effect was not significant.

In addition to intent-to-treat models,
exploratory analyses were conducted
across treatment compliers versus

noncompliers. Noncompliance was de-
fined as either a service refusal or 3
consecutive failed visits without reac-
tivation.Compliancewashigh inbothSC
(89%) and SAU (87%). Multigroup mod-
els revealed no significant differences

in compliance predictors between SC
versus SAU. Cross-level compliance by
treatment condition interactions were
added within each propensity stratum
of the 2-level, 4-strata model. The
compliancemain effect was significant,
demonstrating that treatment com-
pliers in both conditions had lower
recidivism (estimate = 20.308, SE =
0.125, P = .014, HR = 0.73, CI = 0.57–
0.94). The compliance effect did not
significantly differ between SC and SAU.
Compliance variations did not affect
treatment effects.

DISCUSSION

Findings support the SC model for
home-based CPS service systems. SC
main effects were consistently signifi-
cant across models, with HRs between
0.74and0.83. Givenfirst-year recidivism
of 45% for SAU, the estimated number
needed to treat (the number of cases
treatedwithSC toprevent 1 re-reportby
year 1) would fall between 9.6 and
15.7.37 A home-based service system
treating 1000 cases would prevent 64–
104 estimated first-year recurrences
by adopting SC. SC benefits were stron-
ger among cases meeting customary
inclusion criteria, suggesting that ad-
ditional SC development work is needed
to increase effect sizes among families
with older children. The C implementa-
tion strategy yielded smaller and less
consistently significant advantages (HRs
between 0.85 and 0.94). The significant
effect was found among more diverse
cases that included those falling out-
side customary SC inclusion criteria,
suggesting that coaching may be more
important for working with more
challenging and heterogeneous cases.

Thenature of the SAUcomparison is key
to understanding these findings. SAU
were comparable to SC, with the ex-
ception of the SC modules themselves.
SAU were fairly typical home-based
services, and we believe they were
good quality. Not all CPS systems have

TABLE 1 Participant and HV Characteristics by Treatment Model Condition and Coaching
Condition

Treatment Coaching Total

SC SAU C UC

Participants
Women, % 92 90 91 91 91
Race
African American, %a 11 8 9 10 9
American Indian, %a,b 19 14 16 17 16
Hispanic, %a 4 5 5 4 5
White, non-Hispanic, %a,b 64 70 67 67 67
Age, ya 29 30 29 29.7 29.4
Married, %a 30 32 30 32 31
Number of children 2.8 2.9 2.8 2.9 2.8
Preschool-aged child, %b 79 72 76 75 76
Monthly incomea 915 918 950 900 932
Below poverty line, %a 82 83 81 83 82
Education, %a

Less than ninth 7 8 9 6 7
Less than 12th 33 32 32 34 33
High school or equivalent 33 35 34 34 34
Some beyond high school 22 21 21 22 22
College graduate 5 4 4 5 4

Community size . 75 000, %a,b,c 29 26 28 27 28
Sexual abuse history, %a 42 40 42 40 41
Physical abuse history, %a 40 40 41 38 40
Ever removed from parents, %a 21 23 23 21 22
BDI scorea 12.8 13.1 13.1 12.7 12.9
Significant depression (BDI . 19), %a 26 28 28 27 27
Drug or alcohol disorder, %a 30 29 28 30 29
FRS basic needs item mean (1–5)a 4.4 4.3 4.4 4.3 4.4
FRS total item mean (1–5)a 3.8 3.8 3.8 3.8 3.8
CAPI scorea 159 164 164 159 161
Previous CPS reportsa,b 4.41 5.07 4.51 4.95 4.73
Program completion, %a,b 90 86 89 88 88
Baseline risk estimatea,b 0.72 0.56 0.66 0.63 0.65
County report pronenessa,b 0.45 0.41 0.44 0.42 0.43
Mean follow-up time in db,c 2246 2283 2282 2245 2264

HVs
HV women, %a,b 85 91 87 89 88
HV age, ya,b,c 40.4 36.3 38.3 38.6 38.5
HV y on the joba,b 7.1 4.1 5.7 5.55 5.62
HV race, %
African Americana 20 18 18 19 19
American Indiana,b 18 10 15 13 14
Hispanica,b,c 2 7 8 1 4
White, non-Hispanica,b,c 60 66 60 67 63
HV licensed, %a,b,c 15 20 20 15 17
HV any graduate education, %a,b,c 23 42 41 23 32
HV mean study casesa,b 16.8 18.5 18.0 17.2 17.6

BDI, Beck Depression Inventory; CAPI, Child Abuse Potential Inventory; FRS, Family Resources Scale.
a Region differences (n = 6; not shown); P, .05. Group differences were tested by using generalized linear models for nested
main effects.
b SC/SAU; P , .05.
c C/UC; P , .05.
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a good home-based services network,
so we would expect larger SC effects
compared with no services or weaker
services.

The limitations of the experimental
design should be considered. Cluster
designswith a small numberof clusters
are common in scaled-up behavioral
field trials. Propensity stratificationand
baseline risk estimates were used to
improve covariate balance and causal
effect estimation in this context, but
theirsufficiencycannotbeconfirmedor
disconfirmed. Because findings are
drawn from 1 state, generalizations
should be made cautiously.

The main strength of this study is its
context: a scaled-up statewide field
implementation involving 219 HVs.
Studies conducted at this scale some-
timesyieldattenuatedorabsenteffects,

even for models with strong laboratory
or development setting findings. CPS
recidivism has proven to be an elusive
outcome to alter at scale, especially for
neglect cases,3,5,6 so findings on this
outcome in a statewide trial are en-
couraging. Additional strengths include
the size and representativeness of the
sample and 6-year follow-up. These
findings inject a note of optimism into
the child neglect intervention literature,
demonstrating that recidivism can be
meaningfully lowered by using a struc-
tured behavioral model that is feasible,
deliverable, and effective at scale. CPS
policy makers and service providers
should consider these findings in adopt-
ing evidence-based practices.

ACKNOWLEDGMENTS
We recognize the contributions of Kathy
Bigelow, Randy Campbell, Gina Carrier,

Jill Filene, ThadLeffingwell, John Lutzker,
Cal Stoltenberg, Steve Ross, and Dan
Whitaker. This project depended upon
our partnership with state CPS authori-
ties and community-based agencies. We
recognize the support, input, technical
assistance,andhardworkonthisproject
from our colleagues at the Oklahoma
Department of Human Services, includ-
ing director Howard Hendrick, John
Gelona, J. J. Jones, B. K. Kubiak, and
Kathy Simms. We also recognize the
leadership, supervisors, and staff of
the Oklahoma Comprehensive Home
Based Services network agencies in-
cluding Danny Dvorak, Clark Grothe,
Kelly Hart, FredHill, Crystal Houck, Kent
Kelley, Gail Lapidus, Christine Marsh,
Charita McOsker, Tom Reid, and many
others, without whose dedication to
serving families this project would
not have been possible.

REFERENCES

1. US Department of Health and Human Serv-
ices, Administration on Children, Youth and
Families, Children’s Bureau. Child Maltreat-

ment 2009. Washington, DC: US Department of
Health and Human Services; 2010

2. Chaffin M. The changing focus of child
maltreatment research and practice within
psychology. J Soc Issues. 2006;62(4):663–684

3. US Department of Health and Human
Services. In: US Department of Health and

Human Services, Youth and Families, eds.
Child Maltreatment 2003. Washington, DC:
US Government Printing Office; 2005

4. Bell JA. A review of family preservation
and family reunification programs. In: US

FIGURE 1
Plots of 2-level CPS recidivismsurvivalmodelswith propensity stratification and covariates. Full sample and customary SC inclusion subpopulation survival for
first child maltreatment recidivism report.

514 CHAFFIN et al
 at Health Sciences & Human Services Library on November 25, 2020www.aappublications.org/newsDownloaded from 



Department of Health and Human Services,
ed. Washington, DC: US Department of
Health and Human Services, Administration
for Children and Families; 1995

5. Littell J, Schuerman JR. A synthesis of re-
search on family preservation and family
reunification programs. In: AfCaF, US De-
partment of Health and Human Services,
ed. Washington, DC: Westat; 1995

6. Littell JH, Schuerman JR. What works best
for whom? A closer look at intensive family
preservation services. Child Youth Serv
Rev. 2002;24(9–10):673–699

7. MacMillan HL, Thomas BH, Jamieson E,
et al. Effectiveness of home visitation by
public-health nurses in prevention of the
recurrence of child physical abuse and
neglect: a randomised controlled trial.
Lancet. 2005;365(9473):1786–1793

8. Schuerman JR, Rzepnicki TL, Littell J. Put-
ting Families First: An Experiment in Family
Preservation. New York, NY: Aldine de
Gruyer; 1994

9. Lutzker JR, Campbell RV, Watson-Perczel M.
Using the case study method to treat sev-
eral problems in a family indicated for child
neglect. Educ Treat Child. 1984;7(4):315–333

10. Lutzker JR, Wesch D, Rice JM. A review of
project “12-Ways”: an ecobehavioral ap-
proach to the treatment and prevention of
child abuse and neglect. Adv Behav Res
Ther. 1984;6(1):63–73

11. Lutzker J, Bigelow KM. Reducing Child
Maltreatment: A Guidebook for Parent
Services. New York, NY: Guilford Press; 2002

12. Jabaley JJ, Lutzker JR, Whitaker DJ, et al.
Using iPhones to enhance and reduce face-
to-face home safety sessions with SafeCare,
an evidence-based child maltreatment pre-
vention program. J Fam Violence. 2011;26(5):
377–385.

13. Lutzker JR, Bigelow KM, Doctor RM, Gershater
RM, Greene BF. An ecobehavioral model for
the prevention and treatment of child abuse
and neglect: history and applications. In:
Lutzker JR, ed. Handbook of Child Abuse
Research and Treatment. New York, NY:
Plenum Press; 1998:239–266

14. Tertinger DA, Greene BF, Lutzker JR. Home
safety: development and validation of one
component of an ecobehavioral treatment
program for abused and neglected children.
J Appl Behav Anal. 1984;17(2):159–174

15. Rosenfield-Schlichter MD, Sarber RE, Bueno G,
Greene BF et al. Maintaining accountability
for an ecobehavioral treatment of one as-
pect of child neglect: personal cleanliness.
Educ Treat Child. 1983;6(2):153–164

16. Lutzker JR, Rice JM. Project 12-ways: mea-
suring outcome of a large in-home service
for treatment and prevention of child
abuse and neglect. Child Abuse Negl. 1984;8
(4):519–524

17. Wesch D, Lutzker JR. A comprehensive 5-
year evaluation of Project 12-Ways: an
ecobehavioral program for treating and
preventing child abuse and neglect. J Fam
Violence. 1991;6(1):17–35

18. Lutzker JR, Rice JM. Using recidivism data
to evaluate Project 12-Ways: an ecobeha-
vioral approach to the treatment and pre-
vention of child abuse and neglect. J Fam
Violence. 1987;2(4):283–290

19. Gershater-Molko RM, Lutzker JR, Wesch D.
Using recidivism data to evaluate project
safecare: teaching bonding, safety, and
health care skills to parents. Child Mal-
treat. 2002;7(3):277–285

20. Llewellyn G, McConnell D, Honey A, Mayes R,
Russo D. Promoting health and home safety
for children of parents with intellectual
disability: a randomized controlled trial.
Res Dev Disabil. 2003;24(6):405–431

21. Lutzker JR, Tymchuk AJ, Bigelow KM.
Applied research in child maltreatment:
practicalities and pitfalls. Child Serv
(Mahwah NJ). 2001;4(3):141–156

22. Silovsky JF, Bard D, Chaffin M, et al Pre-
vention of child maltreatment in high-risk
rural families: a randomized clinical trial
with child welfare outcomes. Child Youth
Serv Rev. 2011;33(8):1435–1444

23. Schoenwald SK, Sheidow AJ, Letourneau EJ,
Liao JG. Transportability of multisystemic
therapy: evidence for multilevel influences.
Ment Health Serv Res. 2003;5(4):223–239

24. Henggeler SW, Schoenwald SK, Liao JG,
Letourneau EJ, Edwards DL. Transporting
efficacious treatments to field settings: the
link between supervisory practices and
therapist fidelity in MST programs. J Clin
Child Adolesc Psychol. 2002;31(2):155–167

25. Fixen DL, Naoom SF, Blase KA, et al. Imple-
mentation Research: A Synthesis of the
Literature. Tampa, FL: University of South
Florida; 2005

26. Stoltenberg CD, McNeill BW. Counseling and
psychotherapy: investigating practice from
scientific, cultural, and historical perspec-
tives. In: Stoltenberg CD, McNeill BW, and
Delworth U, eds. IDM Supervision: An In-
tegrative Developmental Model for Super-
vising Counselors and Therapists. 3rd ed.
New York, NY: Routledge/Taylor & Francis
Group; 2010

27. Milner JS. The Child Abuse Potential In-
ventory Manual, 2nd ed. DeKalb, IL: Psytec;
1986

28. Dunst CJ, Leet HE. Measuring the adequacy
of resources in households with young
children. Child Care Health Dev. 1987;13(2):
111–125

29. Beck AT, Steer RA, Ball R, Ranieri W. Com-
parison of Beck Depression Inventories -IA
and -II in psychiatric outpatients. J Pers
Assess. 1996;67(3):588–597

30. Mancini JA, Blieszner R. Social provisions
in adulthood: concept and measurement in
close relationships. J Gerontol. 1992;47(1):
14–20

31. Hasin DS, Grant BF. Diagnosing depressive
disorders in patients with alcohol and drug
problems: a comparison of the SADS-L and
the DIS. J Psychiatr Res. 1987;21(3):301–311

32. Harder VS, Stuart EA, Anthony JC. Pro-
pensity score techniques and the assess-
ment of measured covariate balance to test
causal associations in psychological re-
search. Psychol Methods. 2010;15(3):234–
249

33. Masyn KE. Discrete-time survival factor
mixture analysis for low-frequency re-
current event histories. Res Hum Dev. 2009;
6(2-3):165–194

34. Muthen BO, Muthen LK. MPlus User’s Guide.
6th ed. Los Angeles, CA: Muthen & Muthen;
2010

35. Glynn RJ, Brookhart MA, Stedman M, Avorn J,
Solomon DH. Design of cluster-randomized
trials of quality improvement interven-
tions aimed at medical care providers. Med
Care. 2007;45(10 suppl 2):S38–S43

36. Iacus SM, King G, Porro G. Software for
coarsened exact matching. J Stat Softw.
2009;30(9):1–27

37. Altman DG, Andersen PK. Calculating the
number needed to treat for trials where
the outcome is time to an event. BMJ. 1999;
319(7223):1492–1495

ARTICLE

PEDIATRICS Volume 129, Number 3, March 2012 515
 at Health Sciences & Human Services Library on November 25, 2020www.aappublications.org/newsDownloaded from 



DOI: 10.1542/peds.2011-1840 originally published online February 20, 2012; 
2012;129;509Pediatrics 

Beasley
Mark Chaffin, Debra Hecht, David Bard, Jane F. Silovsky and William Howard

Child Protective Services
A Statewide Trial of the SafeCare Home-based Services Model With Parents in

Services
Updated Information &

http://pediatrics.aappublications.org/content/129/3/509
including high resolution figures, can be found at: 

References
http://pediatrics.aappublications.org/content/129/3/509#BIBL
This article cites 26 articles, 1 of which you can access for free at: 

Subspecialty Collections

http://www.aappublications.org/cgi/collection/home_care_sub
Home Health
b
http://www.aappublications.org/cgi/collection/medical_education_su
Medical Education
following collection(s): 
This article, along with others on similar topics, appears in the

Permissions & Licensing

http://www.aappublications.org/site/misc/Permissions.xhtml
in its entirety can be found online at: 
Information about reproducing this article in parts (figures, tables) or

Reprints
http://www.aappublications.org/site/misc/reprints.xhtml
Information about ordering reprints can be found online: 

 at Health Sciences & Human Services Library on November 25, 2020www.aappublications.org/newsDownloaded from 

http://http://pediatrics.aappublications.org/content/129/3/509
http://pediatrics.aappublications.org/content/129/3/509#BIBL
http://www.aappublications.org/cgi/collection/medical_education_sub
http://www.aappublications.org/cgi/collection/medical_education_sub
http://www.aappublications.org/cgi/collection/home_care_sub
http://www.aappublications.org/site/misc/Permissions.xhtml
http://www.aappublications.org/site/misc/reprints.xhtml


DOI: 10.1542/peds.2011-1840 originally published online February 20, 2012; 
2012;129;509Pediatrics 

Beasley
Mark Chaffin, Debra Hecht, David Bard, Jane F. Silovsky and William Howard

Child Protective Services
A Statewide Trial of the SafeCare Home-based Services Model With Parents in

 http://pediatrics.aappublications.org/content/129/3/509
located on the World Wide Web at: 

The online version of this article, along with updated information and services, is

by the American Academy of Pediatrics. All rights reserved. Print ISSN: 1073-0397. 
the American Academy of Pediatrics, 345 Park Avenue, Itasca, Illinois, 60143. Copyright © 2012
has been published continuously since 1948. Pediatrics is owned, published, and trademarked by 
Pediatrics is the official journal of the American Academy of Pediatrics. A monthly publication, it

 at Health Sciences & Human Services Library on November 25, 2020www.aappublications.org/newsDownloaded from 

http://pediatrics.aappublications.org/content/129/3/509

	link2external
	link2external

