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Abstract

Background: A consistently demonstrated overlap exists between the occurrence of domestic violence and child
maltreatment, yet these issues are historically addressed by distinct systems and programming. The randomized
control trial pilot study presented in this article adapts, implements, and tests a new approach for addressing family
violence for Latinx families with co-occurring risk for domestic violence and child maltreatment. In doing so, this
pilot study addresses the clear need for collaboration between the two fields and focuses on Latinx families, who
often face specific challenges regarding seeking and receiving needed services. The primary aim of the current
study is a pilot implementation of SafeCare+®, an evidence-based parenting curriculum (SafeCare®) augmented with
a healthy relationships curriculum (SafeCare+®). The objectives are a reduction of family violence, improved communication,
and a healthy home environment for children in Latinx families with co-occurring domestic violence and child maltreatment.

Methods: This protocol outlines a feasibility, randomized control trial to examine the potential efficacy of SafeCare+. The
pilot study is divided into two phases. Components of phase one involve developing a detailed implementation and
evaluation plan, including a community needs assessment, determining screening and outcome measures, and assuring all
components are culturally appropriate for the target population. Phase two implements the randomization of parents, who
are involved in the child welfare system and referred for in-home parenting services, into SafeCare+ or SafeCare as usual.
Participants complete assessments regarding mental health, provider-parent relationship, interpersonal violence experiences,
and fidelity to the intervention. Analyses will focus on improvement on target outcomes for the intervention group, as well
as comparison to the control group.
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Discussion: This study will provide evidence on the feasibility and potential effectiveness of an early intervention program
aimed at improving communication skills and mental health and reducing incidents of violence for Latinx parents who are
involved with the child welfare service system. The findings of the study will inform the decision to progress to a full scale,
definitive randomized control trial to test the effectiveness of an intervention, delivered as part of home visitation, for
improving outcomes for families with histories of domestic violence.

Trial registration: ClinicalTrials.gov, NCT03041558; registered 2 February, 2017—retrospectively registered.

Keywords: Domestic violence, Child welfare, Feasibility studies, Pilot projects, Early intervention, Home visitation

Background
Child maltreatment and domestic violence (DV) are two
vital public health concerns, often with considerable
overlap and in extensive need of amelioration. Over 4
million cases of suspected child maltreatment were re-
ported to state child protective service systems in the
USA in 2017, with approximately 674,000 confirmed
cases of maltreatment. The most common form of child
maltreatment in the USA is neglect, accounting for over
74% of substantiated cases [1]. The individual and soci-
etal impacts of child maltreatment are well documented,
as child trauma is associated with negative social, emo-
tional, behavioral, and health effects on children and
youth [2] at a notable economic cost [3–5]. The impacts
of DV are similarly alarming. In the USA, over 1 in 3 (or
42.6 million) women experienced violence by an intim-
ate partner over the course of a lifetime, with 6.6 million
women reporting violence within the last year [6]. Ap-
proximately 15.5 million children are exposed to DV
each year, with over 50% of DV incidents occurring in
households with children [7].

Co-occurrence of domestic violence and child
maltreatment
Two decades of research have clearly documented a
strong overlap between DV and child maltreatment, with
national research indicating a 30 to 60% co-occurrence
rate [8, 9]. These forms of family violence have a strong
likelihood of co-occurring because they share several
common risk factors, such as young maternal age, low
level of education, and low socioeconomic status, among
others [10, 11]. Children who have witnessed or experi-
enced violence in their homes face an elevated risk of
cognitive and emotional problems [12]. They often ex-
perience negative outcomes such as poor school per-
formance, grade retention, juvenile delinquency, and
teenage pregnancy [8]. Further, children who reside in
homes with DV may show warning signs of stress, fear,
and trauma [13].
While child maltreatment clearly has an adverse effect

on healthy child development, the presence of DV can
also interfere with parenting, placing children at add-
itional risk. Children living in households with DV are

more likely to experience emotional, physical, and sexual
abuse [14]. Perpetrators often attempt to control their
adult partners through methods such as intimidation,
undermining their parental authority, or using children
against the other parent [15]. Children may be injured
when they attempt to intervene in a DV incident or get
struck by objects intended to injure or frighten the par-
ental victim. And, in the absence of physical abuse, DV
may deteriorate the family environment and increase
stress, impacting parents’ capacity to attend to their
children’s needs.
Taken together, there is a clear need for collaborative

efforts to provide appropriate services and to identify
families struggling with relationship dynamics earlier in
the cycle of family violence. Despite the growing aware-
ness of the co-occurrence of DV and child maltreatment,
however, programs and systems have historically
responded separately. Existing parenting programs de-
signed to address child maltreatment rarely include
training in managing DV-related issues. However, the
presence of DV has been shown to affect domains of im-
provement that are targeted by parenting programs. For
example, a common element of many parenting pro-
grams is a focus on improving parent-child interactions.
DV perpetrators often damage the parent-child relation-
ship by victim-blaming and breeding distrust in what is
typically the mother’s ability to protect her children [16].
Including content that addresses DV in the context of
parenting programs creates a unique opportunity to both
deliver services that acknowledge the complexity of the
intersection of DV and parenting and provide early
intervention to children and parents at risk for long
term, negative outcomes.

Need for culturally relevant and trauma-informed services
for Latinx families
In addition to addressing service needs for families with
co-occurring risk for DV and child maltreatment, the
current study specifically focuses on Latinx families. The
characteristics or consequences of DV among different
cultures may vary. Attention to cultural differences
among DV survivors can attune services to particular
psychological, emotional, spiritual, economic, legal, and

Fettes et al. Pilot and Feasibility Studies           (2020) 6:153 Page 2 of 9

https://clinicaltrials.gov/ct2/show/NCT03041558?term=NCT03041558&rank=1


social needs. Cultural factors unique to the Latinx com-
munity that may impact the manifestation of DV include
concepts such as machismo or marianismo [17]. These
gender ideals encourage men to be dominant in intimate
relationships and for women to demonstrate submissive
and passive behaviors [18, 19]. Some evidence demon-
strates that the effects of DV on Latina women lead to
significantly greater trauma-related symptoms and de-
pression as compared to non-Latina women [20].
The Latinx community in the USA covers a wide

range of experiences, from recent immigrants with lim-
ited command of the English language, to families with
generations of citizenship. Latina immigrants may have
difficulty recognizing or responding to DV due to patri-
archal values and beliefs in familismo, or family loyalty
[21]. Even when DV is identified as an issue, Latina sur-
vivors can often face other obstacles in seeking help.
Common barriers to help-seeking behaviors include lack
of English proficiency, fear of deportation, and percep-
tion that law enforcement will not respond to domestic
disputes [22]. Latinx families may face a range of add-
itional risk factors such as recent immigration, resulting
in great distance from traditional support systems, chal-
lenges related to cultural expectations, religion, and pre-
vious experiences of violence [23]. These factors may
elevate traumatic stress reactions, indicating a clear need
for collaborative efforts that focus on (1) identifying
these families earlier in the cycle of family violence, (2)
supporting them to garner the necessary skills to keep
themselves and their families safe and healthy, and (3)
providing safety planning and violence prevention.

In-home parenting programs as a unique platform to
provide early intervention for DV
The primary aim of the current study is a pilot imple-
mentation and testing of culturally relevant, trauma-
informed programming to lead to a reduction of family
violence, a resulting increase in family stability, im-
proved communication, and a healthy home environ-
ment for children in Latinx families with co-occurring
DV and child maltreatment. Specific objectives include
the following:

1. Increased access to culturally specific, trauma-
informed, evidence-informed interventions.

2. Increased understanding of the needs of the target
population and how to meet them.

3. Improved collaboration, policies, and practices for
effectively meeting the needs of the target
population.

4. Reduced incidents of DV at case closure.
5. Improved mental health at case closure.
6. Improved communication skills at case closure.

The intervention being implemented is SafeCare+
(SC+), an evidence-based (EB) training curriculum for
parents referred for child maltreatment, enhanced with
the healthy relationships (HR) module. SafeCare (SC)
has been shown to be widely accepted among the Latinx
community [24]. The HR enhancement is a promising
practice that may prevent and/or reduce family violence
among Latinx families. The study will test the efficacy of
the SC+ model, contributing to the DV field’s evidence
base of effective practices that improve outcomes for
Latinx families impacted by both DV and child maltreat-
ment. The evaluation of the pilot implementation will
impact and inform advocacy and practice change.

Methods
Setting
This randomized-control trial (RCT), pilot study was
embedded within a large-scale, National Institute of
Mental Health-funded study, the Interagency Collabora-
tive Teams to Scale-Up Evidence Based Practice (ICT)
[25]. The ICT study was a system-wide, mixed-methods
implementation study focused on understanding inner
and outer context factors associated with the effective
implementation and sustainment of SC delivered to
child welfare-involved parents, in a large, diverse child
welfare service (CWS) system. The ICT study compo-
nents (which include an assessment of the feasibility and
acceptability of SC/SC+, the impact of service attrition
on study outcomes, and fidelity to the intervention)
serve as a foundation for the current pilot RCT.
The scale up of SC occurred across multiple community-

based organizations (CBOs). These CBOs are contracted by
CWS to deliver parent training, such as SC, via an in-home
service delivery platform. Families involved with CWS are re-
ferred to the CBOs to receive SC because they had children
between the ages of 0 and 11 and child neglect was the pri-
mary referral reason. As an EB curriculum, SC is structurally
and behaviorally prescriptive on how its curriculum is to be
delivered to the targeted parents by the home visitors. Most
often, parents participate in the SC curriculum individually
with the home visitor. Parent participant eligibility criteria for
the ICT study were (1) at least 18 years of age; (2) were re-
ferred for child neglect; and (3) had at least one child in the
family under age 12. Over 90% of eligible parents enrolled in
the ICT study.

Design
The pilot study is divided into two phases. During phase
one, the first year of the study, community and academic
partners collaborate to develop a detailed evaluation
plan. The evaluation centers on the effective implemen-
tation of SC+ and measurement of relevant outcomes
during phase two of the project—the RCT, pilot study.
Components of phase one include (1) a community
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needs assessment, (2) refining the target population,
(3) designing the evaluation plan, (4) determining
screening and outcome measures, (5) conducting focus
groups with key stakeholders, including DV providers
and Latinx survivors, to assure that the chosen interven-
tions and screening and assessment tools are culturally
appropriate for the target population, and (6) ensuring
the proper training of direct service staff. For phase two,
the RCT pilot study will enroll at least 160 parents either
into SC or SC+, allocating a minimum of 80 parents per
condition. Parents will be randomized to SC or SC+ and
within home visitor, such that every other eligible parent
will be assigned to SC or SC+ within home visitor. The
nested structure will be accounted for in multi-level
analyses, see Fig. 1 (SafeCare+ study flow diagram).

Eligibility criteria
Participants will be included in the RCT pilot study if
the following criteria are met: (1) currently receiving SC
services, meeting ICT inclusion criteria; (2) a primary

caregiver identifying as Latinx; (3) over 18 years of age;
and (4) at risk for DV. The criterion for risk of DV was
intentionally set to be broadly inclusive of families who
are struggling with psychological violence. Clients will
be excluded from participation if there are immediate
safety risks in the family.

Ethical considerations
Participants providing data in the study are service cli-
ents receiving family preservation/family reunification
services (i.e., SC via home visitation) through partnering
CBOs in the CWS system. These services are most often
targeted at concerns over child neglect, and services are
designed to strengthen the capacity of families to care
for young children. Parental participation in the research
study is voluntary, and parental data is maintained sep-
arate from CWS records. Parental declination to partici-
pate in the research study has no impact on service
receipt—clients will receive CWS services independent
of participation in the study.

Fig. 1 SafeCare+ study flow diagram
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Interventions
Control group: SafeCare
SafeCare (SC) is an EB parenting curriculum, delivered
via home visitation, for parents with preschool or
school-age children who are at risk of or have been
reported for child neglect, physical abuse, or both. SC
targets improvement in skills related to home safety,
health, and parent-child interaction [26]. These modules
include a baseline assessment, training in knowledge and
skills, and follow-up assessments to monitor change. De-
livery of the program is based on the principles of be-
havioral analysis—service providers are trained to model
skills, engage in ongoing measurement of observable be-
haviors, and to give constructive feedback during skills
practice. SC program completion typically takes 18 to 20
home visiting sessions over 6 months. A number of stud-
ies attest to SC effectiveness and provide evidence on
improved parental outcomes, including better manage-
ment of their child’s health, increased home safety, and
more positive and sensitive parent-child interaction [26–
28]. In addition, SC has been demonstrated to be effica-
cious for reducing CWS recidivism relative to usual care
[29]. Participants randomized to the control group will
receive the EB, SC as usual.

Experimental group: SafeCare with Healthy Relationships
(SafeCare+)
Participants randomized to the experimental group will
receive SC+, an enhanced version of the SC program,
which includes the healthy relationships (HR) curricu-
lum, specifically designed for early intervention with
family violence. The HR curriculum is intended to help
parents recognize abusive patterns, develop healthier re-
lationships, and improve communication skills with a
range of adults, including intimate partners, family
members, friends, and with their children. The HR mod-
ule (1) provides information about how relationships can
affect health and well-being for parent and child; (2) re-
views qualities of healthy and unhealthy relationships;
(3) assesses the type and quality of the parent’s import-
ant relationships; (4) empowers the parent to be an ac-
tive participant in improving the quality of their
personal relationships; and (5) teaches communication,
problem-solving, and interpersonal skills to facilitate en-
hancing the quality of their personal relationships. The
HR module is delivered in a similar skills-based format
as other SC components, with ongoing measurement
and feedback in areas of communication, problem solv-
ing, and interpersonal interactions.

Feasibility outcomes
Acceptability of the intervention will be examined in
both phases of the study. First, focus groups with the
target population participants will determine the

perceived fit of the intervention for the population.
Focus groups will also provide information regarding the
variety of experiences, barriers, and strengths that exist
within various sub-groups of the target population (e.g.,
younger and older parents, recent immigrants). This in-
formation will be used to design and test various ap-
proaches to service delivery to meet the varied needs of
the target population and to determine the feasibility for
expanding the target population to include a prevention
base for families at risk of DV. Second, satisfaction will
be established by program participants on all interven-
tion components. In addition to acceptability, SC+ lim-
ited effectiveness will be ascertained by comparisons
between the experimental and control groups on key
outcome measures, set to achieve at minimally medium
effect size. Finally, practicality (i.e., perceived sustainabil-
ity within the existing infrastructure) will be explored at
the conclusion of the study via interviews with providers
and service system leadership.

Measures
All measures are client-reported and will be collected via
a secure, web-based data entry system, on an internet-
enabled tablet that service providers bring to each visit.
At the end of each SC or SC+ visit, providers activate
the participant survey by logging into the secure web-
based data entry system on their assigned tablet com-
puter and selecting the appropriate client identifier (a
number randomly generated by the secure system).
Once the survey has been activated, the service provider
will give the client the tablet computer to complete the
measures privately. In the infrequent circumstance that
two parents are simultaneously participating in services,
the assessments are completed by each, separately, while
the other parent is engaged with the home visitor. All
measures are available in both English and Spanish.

Screening measures
Hurt, Insult, Threaten, Scream (HITS) [30] is a 4-item
instrument for DV screening. Items ask respondents
how often their partner physically hurt, insulted, threat-
ened with harm, and screamed at them. A score of 10.5
(range 4 to 20) was demonstrated to reliably differentiate
victims of domestic abuse from family practice patients.
The current pilot study includes parents who report a
score of 7 or higher.

Outcome measures
SC+ model fidelity is assessed via client report, with cli-
ents completing a fidelity questionnaire at the end of
every SC or SC+ session. The fidelity survey was adapted
from the National SafeCare Training and Research Cen-
ter training checklists, and the fidelity measure has been
validated over the course of SC implementation [31].
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Overall, monitoring of fidelity allows for measuring the
effectiveness of the intervention as designed, as well as
any practice changes which are naturally occurring and
may need to be addressed.
The Conflict Tactics Scales (CTS2)-short form [32, 33]

measures both the extent to which partners in a dating,
cohabiting, or marital relationship engage in psycho-
logical and physical attacks on each other, as well as use
of reasoning or negotiation to deal with conflicts. Partic-
ipants are asked about the frequency of concrete acts
and events within the past 6 months for their baseline
CTS2 assessment, with the time frame changed to asses-
sing if these acts and events occur within the past 2
months for the post-intervention assessment.
The Center for Epidemiological Studies Depression

Scale (CES-D) [34] is a 20-item questionnaire, which as-
sesses depressive symptomology. Designed as a short
self-report tool, each item asks about the last week and
is responded to using a 4-point format. The CES-D has
high internal consistency and adequate test-retest
repeatability.
Relationship self-efficacy (RSE) [35] is a 35-item meas-

ure evaluating relationship maintenance self-efficacy be-
liefs. Thirteen items relevant to the content of HR are
included, across the three domains of emotional control,
differentiation, and mutuality. Emotional control denotes
the ability to appropriately regulate negative feelings
with others. Differentiation is the capacity to assert clear
interpersonal boundaries and express the need for separ-
ateness. Mutuality is defined as being able to provide
care and receive support.

Working Alliance Inventory (WAI) [36] assesses work-
ing alliance between parents and their service providers.
The current study employs the short-form, 12-item ver-
sion of the WAI [37] and includes the components of
goal, task, and bond. Goal is the extent to which the cli-
ent and provider agree on goals of services. Task is the
degree to which the client and provider agree on ways of
achieving stated goals. Bond denotes mutual liking be-
tween client and provider.
Relationship status is a brief instrument created by the

study team and intended to assess the respondent’s
current intimate partner relationship or rationale for not
currently engaging in one.
Healthy relationships satisfaction is a 14-item assess-

ment of perspectives about the prescribed HR content,
delivery of services, and service provider.
Figure 2 illustrates the framework of the research

approach.

Data collection points for outcome measures
Data collection for SC/SC+ fidelity will be conducted at
each session of the intervention, throughout the course
of service delivery. The CES-D is assessed at intake into
SC, at the end of the intervention, and at the end of the
study. The CTS-2, WAI, RSE, and relationship status
measures are assessed at the beginning and conclusion
of receiving the intervention (i.e., the HR curriculum, or
the comparison time frame for the control condition).
HR satisfaction is assessed at the conclusion of receiving
the intervention, see Fig. 3 (SPIRIT figure for SafeCare+
trial for data collection timings).

Fig. 2 Logic model for the SafeCare+ pilot study
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Data analyses
Quantitative analyses
Primary analyses will be based on generalized linear
mixed models [38–40]. Mixed models are necessary for
analyzing data from the proposed project because the
data will have a three-level, hierarchical data structure in
which measurements over time are nested within clients
and clients are nested within provider. The models
tested involve both fixed and time-varying covariates. All
models will be multivariate in nature (i.e., testing all pre-
dictors simultaneously). Significance tests will focus on
individual regression coefficients from the models. In
addition, the final data set will offer rich opportunities
for auxiliary or secondary analyses, including exploring
the role of fidelity for mediating client outcomes.
Dependent variables will be changed in (1) reports of
DV on the CTS, (2) depression, (3) relationship self-
efficacy, and (4) indicators of fidelity to SC and SC+.

Sample size
A conservative estimate for the duration of the proposed
study is 160 parents, which provides an adequate sample
size required to discern improvement, with a medium
Cohen’s d effect size, on the proposed measures.

Discussion
This pilot study targets families with co-occurring DV
and child maltreatment and will demonstrate the im-
pacts of an early intervention approach for Latinx par-
ents with histories of DV. The study addresses the needs
of this target population by providing SC, an EB home
visiting program designed for families reported for, or at
risk of, child maltreatment, supplemented through the
addition of an HR curriculum that has been modified
specifically for Latinx families (SC+). This study design
is appropriate for the target population because it pro-
vides a culturally and linguistically refined approach that
promotes the development of individual skills such as
problem solving, active decision-making, conflict reso-
lution, and healthy communication—both for enhanced
parenting and within personal relationships. The HR
module is intended to help parents learn about the char-
acteristics of healthy and unhealthy relationships so they
may begin to examine and improve the quality of their
own relationships. It is anticipated that as parents be-
come active agents in creating and maintaining healthy
personal relationships, they will provide a safer and more
emotionally healthy environment for their children and
will enhance their parenting effectiveness. Thus, the

Fig. 3 SPIRIT figure for SafeCare+ trial for data collection timings
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goals are to improve family stability by reducing conflict,
improve communication in all areas of the parents’ life,
and provide positive modeling for children. All services
will promote integrity and self-sufficiency, improve ac-
cess to resources, and increase the safety of adult and
child survivors of DV and child maltreatment.
A primary aim of the RCT, pilot study is to demon-

strate the effectiveness of the HR curriculum. A signifi-
cant advantage of the design of the pilot study is the
embedded nature of the RCT into a larger study. Sub-
stantial infrastructure support with regard to recruit-
ment and data collection serve as an important
foundation to success. A primary challenge of the RCT
pilot study is that the inclusion of the HR curriculum
into the existing service delivery system extends the
length of services by 30% (~ 2months). As a result, par-
ents assigned to the intervention condition may not ac-
tually receive the entirety, or in some cases any, of the
intervention due to the service requiring more time than
the CWS timeline for length of service delivery. A study
limitation is that parents with literacy challenges may
have difficulty completing the outcome measures to de-
termine effectiveness. In addition, the cultural appropri-
ateness of outcome measures is a primary consideration.
The first phase of the study is intended specifically to
collaborate with technical assistance providers, commu-
nity partners, and Latinx parents to ensure that the data
collection efforts are aligned with the trauma-informed
approach of the study.
Results from this study will inform the ways in which

the CWS system of care may be strengthened to sustain
long-term safety and well-being of children, while also
providing efficacy data for a large, system-wide random-
ized control trial of the intervention. In addition, service
providers are gaining multiple experiences with the
provision of trauma-informed practice and intentional
approaches to working with children and families with
histories of DV. This pilot study provides an important
foundational step to determining how DV services may
be integrated into CWS home visitation programs, set-
ting a platform for continued work with this population.
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