
   On Wednesday,  July 9, 

2009,NSTRC celebrated 

John Lutzker and           

SareCareõs 30th Birthday. 

As Dr. Lutzker put it, he 

can only remember two 

things: the 1962 Yankees 

line-up and the day    

SafeCare began.       

  The story begins with 

forbidden love and a 2.1 

GPA. After a suggestion 

from his girlfriend at the 

time, Sandy Zabele, who 

later became Sandy     

Lutzker, he took a psychol-

ogy class to improve his 

GPA. He became inspired 

by one of his teachers who 

spoke of a new field called 

behavior analysis therapy. 

 He later went on to work 

in home services for fami-

lies to prevent kids from  

being considered for in-

stitutionalization. 

 Through this work, John 

found the  need to sup-

port families from a socio

-ecological perspective, 

which led to his entrance 

into working with families 

at risk for child maltreat-

ment by focusing on the 

cultural issues. This phi-

losophy has continued 

and through much dedi-

cation and hard work, 

Johnõs vision has evolved 

into the SafeCare we 

have today.    

 Over the years, Safe-

Care has grown into a 

safe-haven for many 

families. Currently,  Safe-

Care  trainers help edu-

cate and support  train-

ees all over the country 

Happy 30th Birthday SafeCare® !!! 
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using the SafeCare 

model. Following 

weeklong training 

workshops, trainees 

receive feedback 

from a SafeCare 

coach on their imple-

mentation of       

SafeCare in the field 

with hundreds of 

families.  

 We want to thank 

John and you, the 

others using Safe-

Care across the na-

tion, for  your dedica-

tion to the success of 

our program. We are 

truly looking forward 

to the next 30 years. 
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BY: Daniel J. Whitaker and Gregory 

A. Aarons  

   When home visitation service 

agencies decide to change practice 

models, it can be unnerving to those 

providers who must learn and de-

liver a new intervention model.  

When structured models like     

SafeCare are rolled out to new sites, 

providers often have questions such 

as òHow will my families respond?ó, 

òIs this model too rigid to serve the 

variety of families I see?ó, and 

òWonõt using a very structured 

model like SafeCare affect my ability 

to do my job well and make deci-

sions about the families I serve?ó   

Providers may also be concerned 

about the fact that when learning  

structured, evidence-based models 

like SafeCare, their work with fami-

lies will often be monitored more 

closely to ensure that they are deliv-

ering the treatment model with fidel-

ity. Thus, one might expect that pro-

viders required to implement this 

type of new approach might feel like 

they have less control and auton-

omy in their jobs, and might be less 

satisfied and more likely to quit.  

That is exactly what Dr. Greg Aarons 

from the University of California at 

San Diego and his colleagues ex-

pected when they studied the imple-

mentation of SafeCare in the state 

of Oklahoma. However, what they 

found surprised them.                                            

 Aarons and his research team ex-

amined how the implementation of 

SafeCare in Oklahoma affected staff 

retention among home-service pro-

viders working in the child welfare 

family preservation/family reunifica-

tion service system. The state of 

Oklahoma was divided into six re-

gions, three or which were assigned 

to implement SafeCare, while the 

other three continued to provide 

services as usual. In addition, half of 

the provider teams were randomly 

assigned to receive ongoing coach-

ing (or fidelity monitoring) and half 

did not. In this way, the researchers 

could look at the effect on staff re-

tention of the independent and com-

bined effects of implementing   

SafeCare and having a coach. Thus, 

four groups could be compared: 

SafeCare without coaching,       

SafeCare with coaching, 

Services as usual (SAU) 

without coaching and 

SAU with coaching.  

 Aarons and col-

leagues followed 153 

providers in 21 teams 

across Oklahoma over a 

period of 29 months. 

They asked about work 

attitudes, job autonomy, 

intentions to leave their position, 

and other relevant variables, and 

also tracked employee turnover, 

that is, whether each staff member 

left his or her position. Overall, 57 of 

the 153 providers or 37.2% òturned 

overó or left their position at some 

point during the study. Statistical 

modeling showed that there were 

differences between the four study 

groups. Specifically, results indi-

cated that, by the end of a three 

year period, 85.1% of providers that 

were trained in SafeCare and re-

ceived coaching remained in their 

jobs. This was significantly higher 

than the other three groups:      

SafeCare without coaching (66.6%), 

SAU with coaching (58.5%), and SAU 

without coaching (62.4%). Other 

factors associated with turnover 

were lower perceived job autonomy 

and providers intentions to leave 

their jobs. 

 These findings tell us that imple-

menting structured programs like 

SafeCare can actually decrease 

staff turnover, rather than increase 

it as some might fear. It is notable 

that only coached SafeCare was 

significantly associated with lower 

turnover rates. Aarons and col-

leagues explain this as follows, òIt is 

likely that SafeCare is highly congru-

ent with the philosophy and ap-

proach of the home-based service 

providers in this studyé In 

addition, the fidelity moni-

toring in this project was a 

supportive/coaching model, 

and this approach may have 

limited potential negative 

impacts of increased over-

sightó (p.277). High quality 

coaching, though it may ini-

tially increase costs, could 

actually be cost-effective as 

providers may save money 

by not having to recruit and train 

new staff members.  

  Stay tuned for more exciting    

SafeCare studies conducted in con-

junction with this Oklahoma state 

roll-out.  If you have any questions 

or comments about the Oklahoma 

roll out and findings, contact Dr. 

Dan Whitaker at 

dwhitaker@gsu.edu. 

 

 Aarons, G. A., Sommerfield, D. H., 

Hecht, D. B., Silovsky, J. F., & Chaf-

fin, M. J. (2009). The impact of evi-

dence-based practice implementa-

tion and fidelity monitoring on staff 

turnover: Evidence for a protective 

effect, 77, 270-280. 
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We are all aware that many 

families are receive repeat refer-

rals for neglect to the child wel-

fare system, but very little is 

known about  what predicts re-

peat referral, or how these types 

of families respond to interven-

tions such as SafeCare. 

 

Technology. As we move forward 

in our work to disseminate    

SafeCare, the role that 

technology can serve 

is critical. Several pro-

jects involving technol-

ogy were discussed 

that relate both to 

SafeCare training and 

the delivery of Safe-

Care to families.  For 

training, NSTRC is 

working on a web-

based training course 

that would replace 

parts of its live train-

ing, as well as how 

technology can be used to more 

easily monitor home visitor and 

coach fidelity. For treatment de-

livery, discussions revolved 

around work taking place at 

Wayne State University involving 

the delivery of evidence-based 

practices (including components 

of SafeCare) through computer 

software and research on the en-

hancement of the PCI module 

with cell phones being conducted 

at the University of Kansas and 

Notre Dame University. 

 

Engagement/Retention. Enroll-

ing and keeping families en-

gaged in home-based services 

is a common problem across 

home visiting programs. The 

group discussed various ways of 

potentially promoting engage-

ment, including using motiva-

tional interviewing techniques.    

 

Multi-site evaluations of SafeCare.      

As NSTRC trains more sites, 

there is an opportunity to under-

stand if and how sites are main-

taining successful SafeCare im-

plementation over time. The 

group discussed possibilities for 

conducting this work with the 

help of three functioning      

SafeCare sites (Denver, Okla-

homa, and California) funded by 

the Childrenõs Bureau to imple-

ment evidencedðbased home 

visitation programs.  

  

NSTRC Infrastructure issues. As 

the national center, NSTRC is 

constantly working to improve 

our infrastructure for supporting 

providers implementing       

SafeCare around the U.S. In the 

next year, NSTRC plans to roll-

out of a web-based portal for 

trainees. 

 

 Stay tuned for more information 

about each of these goals for 

future work. Also, if your agency 

has any particular interest in 

any of these topics, please con-

tact Dr. Whitaker or Dr. Self-

brown at dwhitaker@gsu.edu or 

sselfbrown@gsu.edu 

 

 

   The National SafeCare Training 

and Research Center (NSTRC) 

hosted its 2nd annual Think Tank, 

with funds from the Doris Duke 

Charitable Foundation. The meet-

ing was held in June at the 

NSTRC offices in Atlanta GA. At-

tendees included all NSTRC fac-

ulty, and SafeCare researchers 

from around the country includ-

ing Mark Chaffin and Deb Hecht 

from the Oklahoma Univer-

sity Health Sciences Cen-

ter, Steve Ondersma from 

Wayne State University, 

Jen Burke-Lefever from 

Notre Dame, Brad 

Donohue from University of 

Nevada, Las Vegas, 

Charles Wilson from the 

Chadwick Center at Rady 

Childrenõs Hospital, Greg 

Aarons from the University 

of California at San Diego, 

Phaedra Corso from the 

University of Georgia. Sue 

Binder, who works closely with 

NSTRC in Atlanta, also partici-

pated and facilitated the meet-

ing. The primary purpose of the 

meeting was to discuss ongoing 

SafeCare research and imple-

mentations, as well as related 

research in other fields, and new 

ideas for research with SafeCare 

and other evidenced-based prac-

tices. In addition, the group dis-

cussed future goals and plans for 

moving forward with SafeCare 

research, dissemination, and im-

plementation. The plan for future 

work includes: 

Learning more about the  trajec-

tories and treatment responses 

of families with chronic neglect. 
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Parents All Over Again 
 We are proud to report that Geor-

gia State Universityõs Project Healthy 

Grandparents (PHG) was selected as the 

agency to receive SafeCare training with 

our Annie E Casey grant funds. Project 

Healthy Grandparents is a community 

service project focused on providing sup-

port to grandparents who are raising sec-

ond generation children in their homes. 

Currently, PHG serves grandparents by 

providing a variety of services include, 

parenting education classes, health ser-

vices, social work, and support groups. 

With the support of Annie E. Casey, two 

staff, Judy Perdue and Jewett Mukenge, 

were trained in SafeCare June 21-28th.  

Moving forward, families served by PHG 

that include children ages 0-5 can re-

ceive this additional component of ser-

vices. Over the next few months, PHG will 

work specifically with grandparents and 

grandchildren residing in Neighborhood 

Planning Unit-V of Atlanta. We are very 

proud and excited to have this partner-

ship and we look forward to learning 

more about the implementation of     

SafeCare with grandparents. 

 

    For more information on the Annie E. 

Casey and SafeCare collaboration, 

please contact Dr. Self-Brown or Malika 

Pritchett at safecareinfo@gsu.edu or go 

to www.gsu.edu/phg 

òDear Johnó Letter 
has intellectual disabilities which 

were associated with skills deficits 

causing neglect reports, or drug 

mothers who have been 

incarcerated. As you 

well know, scheduling 

alone becomes difficult. 

Jen has gotten very 

good results in simula-

tion settings, but has  

little data at this point 

about the parents' abili-

ties to generalize to  

their own homes. Ide-

ally, families should be 

seen in their own 

homes. This is not just for  practical 

reasons, but scientific reasons. 

Through years of research we know 

that if we want new learning to en-

dure and if we want parents to gener-

alize skills that they have learned to 

new situations or to similar, but dif-

ferent behaviors, it is best to teach 

the new skills in the natural environ-

ment. That said, a foster home is a 

better place for reunification training 

than, say, an austere room in a pub-

lic agency. At least the foster home is 

a real home environment and that 

Dear John,    

 I work with families that con-

sist of mothers who are in the 

process of reunifying with 

their children and cur-

rently only see them dur-

ing visitation at the child's 

foster home. How can I 

successfully implement 

SafeCare to parents who 

have weekly visits with 

their children at a loca-

tion other than where the 

parent and child will be 

residing together after reunifica-

tion?   

-Denver home visitors  

              
Dearest Denver,      

 This is an excellent question and 

not an easy one to answer. One of 

the sites we trained was at the 

Kennedy Krieger Institute in Balti-

more where Dr. Jen Crockett sees 

mostly mothers who have had 

their children removed from the 

home either because the mother 

bodes better for good results. I 

would recommend staging the 

needed situations. Thus, if the fos-

ter parents are willing, for example, 

hazards might be purposefully left 

around the house for the target 

mother to find and remedy. Health is 

easier in that health training is 

mostly simulation anyway. Also, with 

PCI and the other two modules I 

would recommend repeatedly ask-

ing the mother to describe examples 

of how she would try her new skills 

in her house and I would require her 

to be very specific. If possible, 

though not in their own home, it 

would be good to do PCI in the com-

munity. Have Mom show you her 

"stuff" in a park, the mall, the gro-

cery store. But, again, the foster 

home is much better than no home. 

 -J-  

  For your questions to be answered, 

send to Safecare@gsu.edu. 

 

Dr. Shannon Self -

Brown, Ass. Dir. of 

Research and Pro-

gram Development  
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Itõs been 30 years, and we now have training sites   

 located all across the country!!!! 
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To find out more on how to bring SafeCare to your state 

    and community, contact us at    

  safecare@gsu.edu 


