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Abstract

Given the detrimental impact of substance use (SU) on both parent and child outcomes including
child maltreatment, research and service efforts have focused on incorporating parenting resources
into integrated SU treatment programs. While promising, it is imperative to examine and test
parenting programs in a variety of settings. This study examined whether SU moderated the
relationship between treatment condition and parenting outcomes among parents who participated
in SafeCare, and parent ratings of engagement, service satisfaction, and perceived cultural
competency of services. Results indicated that SU did not moderate the relationship between
treatment condition and abuse potential, but did moderate this relationship for depression

and parental distress such that parents with higher levels of SU reported less improvement

in depression and parental distress. Results underscore that SU problems may impact the
effectiveness of SC on specific risk factors, such as depression and parental distress, potentially
indicating unique treatment needs and the need to adapt interventions to ensure treatment success.
In addition, this study found that SafeCare was not found to be beneficial for parents with SU
problems above and beyond the treatment as usual condition. Finally, results indicated that parents
with SU concerns and without SU concerns engaged very similarly in SafeCare.

Introduction

An estimated 50-80% of cases in the child welfare system involve caregiver substance use
(SU), highlighting the critical importance of understanding factors that decrease risk for
negative child and family outcomes among caregivers with substance use concerns (Marsh
& Smith, 2011). Individuals with substance use (SU) problems have a high prevalence of
co-occurring negative mental health outcomes, including anxiety, depression, PTSD, and
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histories of physical or sexual abuse (Niccols et al., 2010; Sword et al., 2009), as well

as severe psychopathology and personality disorders that can significantly impact their
emotional and cognitive ability to serve as effective parents (Najavits et al., 2003). Beyond
negative outcomes for parents, literature supports an association between parental SU and
negative child outcomes, including child maltreatment (Barth et al., 2006).

Due to the significant needs identified in parents with SU problems and potential for

harm to children, strong recommendations have been made by policymakers, clinicians,

and researchers for services to address the parenting difficulties faced by this population
(Calhoun et al., 2015; Neger & Prinz, 2015; Spehr et al., 2017). Specifically, research

has demonstrated the importance of promoting positive parent-child relationships among
families with SU concerns, and the positive impact of these outcomes on parent recovery
from SU as well as other parenting and mental health outcomes (Moreland & McRae-
Clark, 2018). Qualitative interviews with parents with SU concerns have highlighted the
significance of addressing parenting components due to the lack of parenting knowledge and
accompanying parenting stress that serves as a risk factor for relapse (Moreland et al., 2016).
For parents with SU concerns, a significant proporation of daily stress revolves around the
child and/or parent-child relationship, highlighting the importance of addressing parenting
needs among parents who use substances (Moreland et al., 2016).

Behavioral parent training among substance using parents

Decades of research has demonstrated that behavioral parent training programs are effective
in decreasing parenting stress, improving parent-child relationships, and increasing overall
positive outcomes for parents in general (Johnson et al., 2018; van Aar et al., 2017). Given
unique needs of parents with SU concerns, implementation efforts over the past decade have
focused on incorporating parenting resources into settings that may reach substance-using
parents, such as integrated SU treatment programs (Jansson et al., 2003; Sword et al.,

2009). Recent systematic reviews have found positive parental outcomes of incorporating
parenting interventions into SU treatment programs, including improved parenting practices
(Milligan et al., 2011), reduction in parental SU (Neger & Prinz, 2015), and improvement in
parent mental health outcomes including anxiety and depression (Moreland & McRae-Clark,
2018).

While these results provide promise for addressing parent training among parents with SU
concerns, significant limitations exist. First, not all parents with SU concerns are involved
in treatment programs. Specifically, individuals with substance use disorders (SUDs) often
do not present for treatment (Compton et al., 2007; Hasin et al., 2007) and underutilization
of treatment is even higher among individuals with co-occurring mental health concerns
and among traditionally underserved populations including racial/ethnic minorities, those
with low-incomes, the underinsured, sexual minorities, and people residing in rural areas
(Jeong et al., 2016; Priester et al., 2016). Second, the majority of programs have taken
parent training programs (only some of which are evidence-based) developed for general
populations of parents and simply implemented them with parents with SU concerns,
without examining effectiveness specifically within this unique population. In addition, in
both prevention and child welfare systems, caseworkers are often unable to detect parents’
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SU problems (Seay, 2018) and those parents may receive parenting services. Thus, it is
imperative to examine and test parent training programs offered within a variety of settings
outside of integrated SU treatment programs, to determine general effectiveness of parent
training for this population and whether the need for adaptations is necessary to address the
unique concerns among this population.

SafeCare Implementation in At-Risk Parents

SafeCare is an evidence-based behavioral parent training intervention that has been
integrated into various settiungs and shown to be effective in reducing child maltreatment
recidivism (Chaffin et al., 2012). Specifically, the primary goals of SafeCare is to improve
parent-child/infant relationships, reduce home safety hazards, promote parent supervision,
and improve parents’ knowledge and skills to care for sick children, which are all seen as
risk factors for child maltreatment (Lutzker & Bigelow, 2002). SafeCare has been tested
via randomized controlled trials in multiple populations of at-risk parents, including parents
involved in child protective services and other agencies that serve disadvantaged families,
and research has found that SafeCare significantly reduced child maltreatment recidivism
(Chaffin et al., 2012b; Carta et al., 2013), improved parent engagement and child adaptive
behaviors (Carta et al., 2013), and decreased parent depression (Romano et al., 2020) in
these popluations (Chaffin et al., 2012b; Carta et al., 2013). SafeCare has been disseminated
and utilized in at least 27 states, as well as internationally in six other countries (Rostad
etal., 2016; Shanley, et al., 2013). Although parents with SUDs have not been specifically
targeted by Safcare and were not the initial focus of the SafeCare intervention, parents
with SUD have many of the same risk factors for detrimental outcomes as other parents
involved in the child welfare system, and parental SU may not be detected by caseworkers
(Seay, 2018). However, because parents with SU concerns were not targeted in previous
SafeCare implementation studies, research has not investigated intervention effectiveness
among parents with SU concerns compared to non-substance users. Given the high need
for parenting services among parents that misuse substances (Moreland et al., 2016) and
importance of examining the role of SU in service and goal completion, this examination is
critical.

Although this study is not a clinical trial testing the efficacy of a parenting intervention for
parents with SUD, SafeCare may be particularly well-suited to meet the needs of parents
with SUD, warranting investigation of its effectiveness in this population. First, SafeCare is
delivered in parents’ homes, which could reduce barriers that parents with SUD often face
when enrolling in and attending services, as parents with SU problems are less likely to
present to office-based treatment and often respond well to outreach services (Schaeffer et
al., 2013). Second, SafeCare is an inclusive intervention that can involve multiple caregivers
within the home, which is particularly important for parents with SUD, who often share
parenting responsibilities with other caregivers due to involvement with child protective
services or other agencies (Moreland et al., 2016). Further, SafeCare provides skills-based
training in ways to interact verbally with infants, display positive and affectionate behavior
towards infants and children, respond to infant and child behavior, and respond to infant and
child health care needs—skills that parents with SU concerns tend to lack (Dunn et al., 2002;
Testa & Smith, 2009).
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To our knowledge, no studies to date have investigated outcomes in parents with SU
problems compared to parents that do not use substances involved in the child welfare
system but not enrolled in a SU treatment program. Addressing this knowledge gap is crucial
given that the majority of parents with SU problems are not involved in SU treatment
programs (Choi & Ryan, 2006), and that parents with SUD are most likely to be present

in the child welfare system either for neglect or another type of maltreatment (Barth et al.,
2006; McGlade et al., 2009; Yampolskaya & Banks, 2006). Hence, there is pressing need to
understand whether SafeCare is effective among this subpopulation of parents in the child
welfare system.

The purpose of this study was to examine whether SU moderated the relationship between
treatment condition and parenting outcomes among parents who participated in SafeCare,
and parent ratings of engagement, service satisfaction, and perceived cultural competency
of services. Specifically, the goal of the current study (Aim 1) was to examine whether the
presence of a SUD moderated the relationship between treatment condition and parenting
outcomes among parents who participated in a statewide randomized controlled trial of
the SafeCare intervention completed in Oklahoma (Chaffin, et al., 2012b). Specifically,
we examined changes in known risk factors for child maltreatment, including child abuse
potential, parental distress, and parental depression, as these risk factors often decrease when
parents participate in home-based interventions designed to target maltreatment and are
indicators of parental well-being (Chaffin & Bard, 2011).

Given that SafeCare may not be effective for parents with SUD, a secondary aim (Aim

2) was to utilize moderation analyses to examine parent ratings of program engagement
(i.e., quality of working alliance or collaborative relationship with home visitor), service
satisfaction, and perceived cultural competency of services among parents with SU
concerns. These are important contributors to program effectiveness, as parents must be
engaged in the program to fully benefit from knowledge received. Findings from previous
SafeCare trials demonstrated that participants in SafeCare (versus usual care) reported
higher levels of working alliance, service satisfaction, and cultural competency, both in

an overall sample of parents (Damashek et al., 2011), and in a subsample of American
Indian parents (Chaffin et al., 2012), as well as in fathers (Self-Brown et al., 2017). Results
clarifying the moderating role of SU disorders will highlight whether SafeCare is well suited
for, and will be well received by, parents with SU problems involved in the child welfare
system.

Methods

Participants

Participants (n = 2,175) were drawn from a statewide controlled trial of the SafeCare home
visiting model in Oklahoma (Chaffin et al., 2012b). Parents were eligible for the trial if they
were referred to community-based agencies for substantiated cases of child maltreatment

by the child welfare system for physical abuse or neglect (but not sexual abuse). Parents
were determined to have a SUD if their provider reported a current untreated alcohol/drug
disorder or if they were classified as currently having an alcohol/drug disorder according to
questions adapted from the Drug and Alcohol Disorders Module of the Diagnostic Interview
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Schedule (APA, 2013). Parents with complete SUD data were included in the current study.
Of the larger sample, 2,149 parents met the inclusion criteria. Table 1 provides demographic
information on the current study sample. The average age of participants was 29.3 (SD

= 7.98) years; all were the primary caregiver of child under 12, and most were women
(91.4%) and non-Hispanic White (66.7%). Of the 91.16% of participants who provided
information, most were below the poverty line (82.0%). Of participants with complete SUD
data, 22.9% met criteria for a SUD. The project was approved by the IRB and received
privacy assurances via Privacy Certificate.

Design and Procedure

Treatments

From September 30, 2003 to October 1, 2006, participants engaged in home-based services
delivered by community-based providers or agencies under contract with child protective
services (CPS). Non-sexual-abusing parents reported to the CPS for child abuse or neglect
were referred for services, and one caregiver per household (preferably the primary
caregiver) was enrolled in the program. A study team member then visited the household

to explain the study to caregivers and discuss confidentiality and limits, then answered any
questions from the family. In the overall sample, 72% of approached families enrolled in the
overall study.

Agencies/regions in Oklahoma were randomly assigned to deliver SafeCare (SC) or home-
based services as usual (SAU) according to a cluster-randomized design. Thus, each home
visitor in a given region delivered either SC or SAU to their enrolled families, with

care taken to prevent cross-contamination of SC and SAU. Details of randomization and
conditions are described in Chaffin et al. (2012b). The details in implementation SC and
SAU were comparable, including the home-based format, caseloads, service duration (6
months), frequency of sessions (weekly), goals, workforce qualifications, case management
procedures, reporting requirements, assessment tools, and funding. All home visitors (SC
and SAU) were trained in motivational interviewing and safety planning, and had resources
available to assist families in crises that arose during the assigned intervention. The major
differences between SC and SAU were SC’s module content (parent-child interaction, home
safety, child health) and materials, structure, and behavioral components (e.g., home visitor
modeling and in-session parent practice).

SafeCare.—SC is a manualized, structured, behavioral parent training intervention that
is organized into three modules: parental knowledge of healthy child development and
identification of children’s illnesses and symptoms to differentiate whether professional
healthcare is necessary (child health component); parent/child or parent/infant interactions,
basic caregiving structure, and parenting routines (parenting component); and identifying
safety hazards in the home that may place children at risk of injury, as well as improving
parental supervision (home safety component) (Lutzker & Bigelow, 2002). Each SafeCare
module contains 6 sessions: session 1 is assessment, sessions 2-5 are training, and session
6 is reassessment. During the training modules, the therapist completes several activities
drawn from social learning theory: Explain (explaining the skills and why they are
important), Model (demonstrating how to do each skill), Practice (having parents practice
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the skills), and Feedback (providing positive and corrective feedback to parents skill use).
SafeCare sessions last approximately 60 to 90 minutes and typically occur weekly. The
SafeCare provider and the client both receive written manuals to use in following along with
the intervention. SafeCare can be implemented as a component of a home visiting service
(as in this study) or as a stand-alone intervention. SafeCare providers attended a one-week
training workshop that contained live demonstration and role-plays, as well as one field
session of direct observation. Providers received ongoing clinical supervision and ongoing
fidelity monitoring.

Services as Usual.—Providers of parents assigned to the services as usual (SAU)
condition were observed by study investigators in the field to obtain descriptive information
regarding type and dose of home-based services, to assure that comparable goals and issues
were included. SAU were delivered in a less structured manner and did not include SafeCare
content on parent-child interactions, home safety, and child health. Instead, services did not
include the behavioral components of SafeCare and instead revolved around discussion.

Participant self-report and administrative data were used to assess study constructs. Self-
report measures were administered and completed by a trained study member utilizing
computer-assisted touch screen interviewing devices. Measures gathered information
from participants about child abuse potential, depressive symptoms, SUD, and program
engagement and satisfaction. Assessments were administered at pre-treatment; post-
treatment (3 months from baseline); and follow-up (6 months from baseline). Results
were kept confidential and were not shared with service providers or CPS. Participants
completed a survey assessing demographic information, the parent-child relationship, and
their experience using services.

Child Abuse Potential.—Potential for child abuse and parenting distress were assessed
with the abuse and distress subscales of the Child Abuse Potential Inventory (CAPI; Milner,
1994), which are typically used in research studies. The CAPI is a self-report, standardized
assessment of attitudes and behaviors related to child maltreatment. Example items include
“Spanking that only bruises a child is okay” and “I often feel worried.” Participants report
whether they agree or disagree with each statement. The CAPI is a widely-used measure
with high internal consistency (KR-20 = .92 to .95).

Depressive symptoms.—The Beck Depression Inventory (BDI; Beck et al., 1988),
which contains 21 items, was utilized to measure depression. Participants chose which
statement out of a group most accurately reflects their feelings in the past two weeks (e.g.,
“l do not feel sad,” “I feel sad much of the time,” “I am sad all the time,” and “I am so sad
or unhappy that I can’t stand it”). The BDI has demonstrated excellent internal consistency,
test-retest reliability, and convergent validity (Beck et al., 1996) and has been utilized with
samples undergoing treatment for SU (e.g., Hesse, 2006). The BDI showed high internal
reliability at .95 in the current subsample.
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Program engagement.—The study examined whether SafeCare services were more
effective than SAU in program engagement and satisfaction. Upon completion of the
program, the Working Alliance Inventory was utilized to measure service engagement (WAI;
Horvath & Greenberg, 1989). The WAI is a 36-item scale that assesses three aspects of

the therapeutic relationship, including therapeutic task agreement, emotional bond, and
therapeutic goal agreement. Internal consistency has been reported in the literature between
.68 and .87.

Program satisfaction.—Two surveys were utilized to measure program satisfaction,
which were both collected during the post-assessment phase. The Client Satisfaction Survey
(CSS; Chaffin, et al., 2012a), which was developed to assess whether parents perceived
home-based services to be helpful, was used to assess participant satisfaction with services.
The survey contains items that assess the process and outcome goals of home visiting
services. Another measurement of client satisfaction was the Client Cultural Competence
Inventory (CCCI; Switzer et al., 1998), a self-report tool that measures perceptions about
cultural competence of services. The CCCI was developed to measure competency across
diverse cultures and has a Cronbach’s alpha of .76.

Substance Use Disorder.—At baseline (the pre-treatment time point), parents were
determined to have a SUD if their provider reported a current untreated alcohol/drug
disorder or if they were classified as currently having an alcohol/drug disorder according to
questions adapted from the Drug and Alcohol Disorders Module of the Diagnostic Interview
Schedule. Based on available data, 24.2% were determined to have a SUD.

Statistical approach

Aim 1.—Our primary aim was to examine whether SUD status at baseline moderated the
relationship between treatment condition and parenting outcomes (child abuse potential,
parental distress, and depression) across three study time points. Growth curve modeling
(GCM) was used to address Aim 1. GCM is a longitudinal data analysis method that allows
“for the estimation of inter-individual variability in intra-individual patterns of change over
time” (Curran et al., 2010). It is used when a research question focuses on change over
time, such as evaluation of treatment effects. This technique also allows examination of
relationships among multiple variables in the same model, such as treatment condition and
SUD status. We used GCM in a multilevel modeling framework to estimate longitudinal
trajectories of change, based on repeated measurements of parenting outcomes from study
participants across time (i.e., at pre-treatment, post-treatment, and follow-up points in the
present study).

Trajectories were based on three predictor variables: treatment condition (SC vs. SAU),
SUD status (SUD vs. no SUD at baseline), and their interaction (treatment condition x
SUD status). GCM estimates differences in both the initial level at which each trajectory
—for example, parents with SUD assigned to SC—begins (the intercept) and the rate of
change (the slope) for each trajectory (Curran et al., 2010; Hox & Stoel, 2005). Thus, we
captured differences in trajectories as a function of treatment condition, SUD status, and
their interaction. Growth curve models had two levels (accounting for home visitor cluster)
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and included three time points (pre-treatment, post-treatment, and follow-up). Modeling
was conducted using maximum likelihood estimation with adjusted standard error estimates
(which are robust to minor departures from normality) in MPlus 7.2 software.

First, unconditional growth models estimated trajectories across study time points without
accounting for treatment condition, SUD status at baseline, and their interaction. This
allowed us to examine overall changes in each of the parenting outcomes across time,
regardless of treatment condition and SUD. Then, conditional growth models were estimated
to examine trajectories across study time points as a function of treatment condition, SUD
status, and their interaction. This allowed us to examine main effects of treatment condition
and SUD, as well as their interaction, on changes in each of the parent outcomes across time.
Separate growth curve models were conducted for each of the three parenting outcomes.

Aim 2.—Our secondary aim was to examine whether SUD status at baseline moderated
relationships between treatment condition and program engagement, satisfaction, and
perceived cultural competence. Hierarchical linear modeling was used to address Aim 2.
Two-level models (accounting for home visitor cluster) were tested by regressing outcome
variables on treatment condition, SUD status at baseline, and the interaction between these
two variables (treatment condition x SUD status). Separate hierarchical linear models were
conducted for each outcome. Regression models were tested using maximum likelihood
estimation in IBM SPSS 27 software.

Three growth curve models examined whether SU moderated the relationship between
treatment condition and parenting outcomes. Table 2 presents unconditional growth curve
model results for the parenting outcomes. Across all parenting outcomes, a significant
decrease was observed over the three time points.

Table 3 presents conditional growth curve model results for parenting outcomes across study
time points as a function of SUD, treatment condition, and their interaction. Regarding
child abuse potential (Table 3, Section 1), no significant interaction effects were detected.
However, SUD significantly moderated the association between treatment condition and
depression (Table 3, Section 2) and parental distress (Table 3, Section 3). When treatment
condition, SUD, and the interaction term were entered into the conditional model for
depression, SUD significantly moderated the relationship between treatment condition and
depression over time. Parents with SUD in the SAU group reported decreased depression
across study time points,. Parents with SUD in the SC group reported decreased depression
from baseline to post-treatment, but increased depression from post-treatment to follow-up.
Figure 1 shows the interaction effect of SUD and treatment condition on depression across
study time points.

When treatment condition, SUD, and the interaction term were entered into the conditional
model for parental distress, SUD significantly moderated the relationship between treatment
condition and parental distress over time. Parents with SUD in the SAU group reported
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decreased distress across study time points. Parents with SUD in the SC group reported
decreased distress from baseline to post-treatment, but increased distress from post-
treatment to follow-up. Parents with SUD in the SC group reported greater distress at
follow-up than at baseline. Figure 2 shows the interaction effect of SUD and treatment
condition on parental distress across study time points.

Table 4, Section I. presents parenting outcome means and standard deviations at each time
point. Pre-treatment, parents with SUD in the SAU and SC groups reported comparable
scores across outcomes. All parents met criteria for mild/moderate depression (BDI scores
10-18; Beck et al., 1988). In the SAU group, parents with SUD reported higher abuse
potential (p=.002) and distress (p=.003) compared to parents without SUD. In the SC group,
parents with and without SUD reported comparable scores across outcomes. Post-treatment,
parents with SUD in the SAU and SC groups reported comparable scores across outcomes.
All parents met criteria for mild/moderate depression, but parents without SUD in the

SAU group showed no/minimal depression (BDI scores 0-9; Beck et al., 1988). In the

SAU group, parents with SUD reported higher post-treatment abuse potential (p=.019) and
distress (p=.023) compared to parents without SUD. At follow-up, parents with and without
SUD in the SAU and SC groups reported comparable scores across outcomes. All parents
met criteria for mild/moderate depression, but parents without SUD in the SAU group
showed no/minimal depression.

In community samples, CAPI scores above 215 on the abuse subscale, and 152 on

the distress scale, suggest elevated risk for child abuse (Milner, 1994). Averages across
treatment condition and SUD groups were below these cutoffs throughout the study.
However, parents with SUD reported higher abuse and distress compared to parents without
SUD.

Table 5 presents regression model results for post-treatment program engagement indicators
(working alliance, satisfaction, and perceived cultural competence) as a function of SUD,
treatment condition, and their interaction. No significant interaction effects were detected
for the indicators of program engagement (i.e., working alliance, client satisfaction, and
perceived cultural competency of services), suggesting that the presence of a parental SUD
does not significantly moderate the impact of SafeCare on these outcomes. While group
differences did not reach significance in hierarchical linear models, ratings were generally
higher for SC compared to SAU across program engagement outcomes. Table 4, Section

I1. presents process-related outcome means and standard deviations. The WAL items fall

on a 0-6 scale, CSS items on a 1-4 scale, and CCCI items on a 1-5 scale. Higher

scores on these measures indicated greater working alliance, satisfaction, and perceived
cultural competency, respectively. Across groups, services were well-rated. Across treatment
conditions, parents with SUD tended to report lower scores on program engagement
indicators compared to parents without SUD.
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Discussion

Although this was not a clinical trial testing the efficacy of SafeCare for parents with SU
concerns, the purpose of this study was to examine how the presence of a parental SU
impacted outcomes following the SafeCare (SC) intervention compared to SAU (which
included 6 months of service with weekly visits, but did not include the SC curriculum) for
parents involved with child welfare in Oklahoma. Findings suggest that parents who have an
untreated SU conerns may not benefit from the SC intervention with regard to distress and
depressive symptoms. Further adaptation may be needed to meet the needs of parents with
SU problems and improve outcomes.

Overall, treatment in general was associated with reductions in risk factors for child
maltreatment, including child abuse potential and parental distress and depressive
symptoms. Initial analyses on outcomes specific to treatment type showed that reduction

in these outcomes was equivalent between SC and SAU, aligning with some existing
studies on SC, but not others. An examination of SC in adolescent mothers found that

SC did not outperform services as usual in improving outcomes (Hubel et al., 2018),

while examinations with the original sample (Chaffin et al., 2012b) and a subpopulation of
American Indian caregivers (Chaffin et al., 2012a) found that SC was associated with more
favorable outcomes compared to services as usual.

SU problems moderated the effect of treatment on parent functioning. Parents with SU
concerns who received SC reported less improvement in depression and distress across
time points compared to parents with SU problems who received SAU. Parents with SU
concerns who received SAU reported improvements across time points. In contrast, parents
with SU concerns receiving SC reported decreased depression and distress from baseline
to post-treatment, but inceases in outcomes from post-treatment to follow-up. Parents with
SU problems who received SC reported the highest depression and distress at follow-up
compared to other groups. This is contrary to findings in studies of parents from a sample
of parents referred by child welfare who have received SC, where findings demonstrated
decreased depression among parents who engaged in SC (Romano et al., 2020). Parents with
SUD who received SC reported greater distress at follow-up than at baseline.

The severity and nature of impairment among parents with an untreated SU problems

may have interfered with treatment-related benefits. Individuals with SUD show deficits

in executive and cognitive functioning, including response inhibition and impulsivity,
processing speed,cognitive efficiency, complex attention and memory (including visual and
working memory), verbal and visual learning, and problem-solving (Fernandez-Serrano
etal., 2012; Ramey & Regier, 2019; Stavro et al., 2012). In turn, deficits in executive

and cognitive functioning are associated with poor substance-use treatment retention and
outcomes (Carroll et al., 2011; Streeter et al., 2008; Verdejo-Garcia et al., 2012), potentially
through difficulties acquiring coping skills (Kiluk et al., 2011). More cognitively demanding
parenting-focused services and treatment components may pose particular difficulty for
parents with SUD, given studies demonstrating the individuals with SU problems display
delayed or negative impacted cognitive functioning (Ramey & Regier, 2019). Perhaps the
demand of SC treatment components on substance-using parents’ compromised attention,
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working memory, and other cognitive faculties was associated with increased stress, as
reflected by increased self-report of distress and depressive symptoms.

Another explanation includes evidence that parents with SU concerns suffer from multiple
comorbid psychiatric concerns, including higher anxiety, depression, suicidal ideation, risky
sexual behavior, and mental health concerns (Chawla & Sarker, 2019; McHugh et al., 2020).
Symptoms and consequences related to comorbid mental health diagnoses may interfere and
contribute to difficulty for patient’s to engage or see improvements in parenting skills.

Our findings highlight the unique needs of substance-using caregivers receiving parenting
interventions, and suggest that consideration of untreated SU problems should factor into
parenting intervention selection for caregivers. Indeed, findings support the need to integrate
concomitant treatment for SU when delivering parenting interventions to substance-using
caregivers (Neger & Prinz, 2015). To better understand the needs of substance-using
parents, and thus inform development of combined interventions, future research would

do well to examine whether substance-use severity (in a variety of forms) moderates
parenting intervention response among substance-using caregivers, as well as whether
substance-use-related executive functioning deficits mediate relationships between parenting
intervention characteristics and treatment outcomes. Future research should also examine
which components of the intervention might positively or negatively impact program
outcomes for parents with SU problems. In addition, given different rates of SU among
women and men, it may be important to compare the impact of SafeCare among mothers
and fathers.

With regard to indicators of program engagement (i.e., working alliance, client satisfaction,
and perceived cultural competency of services), SU problems did not moderate the impact
of SC and SAU on these outcomes. This is consistent with parent responses to SC during
the original clinical trial and an examination within the American Indian subpopulation
(Chaffin et al., 2012a), in which parents rated SC to be higher quality, more beneficial,
more culturally competent, and more engaging. Engagement and satisfaction are critically
important process factors in treatment effectiveness (Haine-Schlagel et al., 2015). However,
parent SU concerns was associated with less client satisfaction across treatment conditions.
Further exploration of parenting intervention adaptations with substance-using parents
should examine specific components or aspects that are associated with favorable program
satisfaction ratings, as well as the associations between identified components/aspects and
effectiveness in reducing risk.

Clinical implications

Tailoring parenting interventions to fit the clinical profile of substance-using caregivers
appears crucial. For caregivers with untreated SU problems, findings indicate that SC yields
similar outcomes to SAU with regard to child abuse potential and program engagement.
However, it appears that untreated SU problems may not be associated with benefits

in parental depression and distress following the use of SC in its present form. Given
cognitive deficits associated with SU, concomitantly providing services to reduce SU

may Yield better treatment outcomes from parenting interventions among caregivers with
SU problems—particularly with regard to depression and parental distress. Finally, this
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suggests that depression and parental distress should be considered in making parenting-
related treatment decisions for substance-using caregivers. Untreated SU concerns are
associated with increased depression and parental distress, and SC may increase risk for
these difficulties, which in turn are associated with increased risk for future negative child
outcomes, such as behavior problems, anxiety, and depression (Brennan et al., 2000).

Limitations must be taken into account when interpreting findings. First, untreated SU
problems was measured only at baseline, precluding examination of the longitudinal effects
of SU concerns on treatment outcomes and risk factors. SU problem presence and severity
may have fluctuated throughout treatment and follow-up periods. Relatedly, constructs
often unique to parents with SU problems (e.g., coping mechanisms, relapse) were not
measured in the overall study and only 22.9% of parents had SU problems, as the aim of
the initial study did not revolve around SU. Future studies should measure SU concerns

at multiple time points, and examine variables unique to parents with SU problems, as

they may contribute to the effectiveness of SafeCare. In addition, the study did not collect
information on posential disabilities or cognitive functioning on the parents or children in
the study, so conclusions cannot be generalized to children and families with disabilities.
Finally, demographic information was not obtained by providers, so we were not able to
examine whether there were differences based upon ethnic match. Studies should collect this
information to examine associations based upon demographics between the providers and
participants.

Conclusions

Findings contribute to the literature by demonstrating that SC, an evidence-based parenting
intervention found to reduce risk for child maltreatment among parents referred through
child welfare, is associated with differential outcomes compared to SAU when focusing on
parents with SU problems. Specifically, an untreated SU problem was not associated with
differential outcomes following SC or SAU on child abuse potential, or with differential
program engagement. However, an untreated SU problem was associated with exacerbated
depression and parenting distress, specifically following the SC intervention. Results
underscore that caregivers with SU problems have unique treatment needs, and that adapting
interventions to specifically target these needs is essential to ensuring treatment success.
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Figure 1.
SUD and Treatment Condition Interaction Effect on Parent Depression Scores

Note: BDI=Beck Depression Inventory; Cont=Control (services as usual); Int=Intervention
(SafeCare); SUD=Substance Use Disorder. Scores were reported at baseline, post-treatment
(3 months from baseline), and follow-up (6 months from baseline).

Child Maltreat. Author manuscript; available in PMC 2023 November 01.




1duosnuepy Joyiny 1duosnuely Joyiny 1duosnuepy Joyiny

1duosnuely Joyiny

Moreland et al.

110 -

100 -

a0

Capdis Score

80

70

Page 17

=

3
Moanth of Study
Mo SUD, Cont SUD, Cont
Mo SUD, Int SUD, Int
Figure 2.

SUD and Treatment Condition Interaction Effect on Parental Distress Scores

Note: Capdis=Parental Distress subscale of the Child Abuse Potential Inventory;
Cont=Control (services as usual); Int=Intervention (SafeCare); SUD=Substance Use
Disorder. Scores were reported at baseline, post-treatment (3 months from baseline), and
follow-up (6 months from baseline).
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Table 1:
Demographics
Variable Summary
Age [mean + SD] 29.3+7.98
Sex [n (%)]
Female 1964 (91.39%)
Male 185 (8.61%)

Number of children in the household [mean + SD] 2.89+1.79

Age of youngest child in the household [n (%)]

Preschool 1660 (76.3)
School age 497 (22.9)
Teenager 16 (.7)

Race/Ethnicity [n (%)]

African American (Non-Hispanic)

201 (9.35%)

American Indian / Native American 350 (16.29%)
Asian American 8 (0.37%)
Hispanic 101 (4.70%)
White (Non-Hispanic) 1433 (66.68%)
Other 49 (2.28%)
Prior reports to child welfare services [mean + SD] 29+271

Marital status [n (%)]

Never married

491 (22.85%)

Married 674 (31.36%)
Living together 314 (14.61%)
Separated 293 (13.63%)
Divorced 333 (15.50%)
Widowed 38 (1.77%)
Education [n (%)]
Less than 9t grade 161 (7.49%)
9th_12t grade 700 (32.57%)
High school diploma 454 (21.13%)
General Education Development (GED) credential | 267 (12.42%)
Some college (no degree) 350 (16.29%)
Vocational/technical school 119 (5.54%)
College degree or higher 96 (4.47%)
Below poverty line [n (%)] 1606 (81.98%)
Substance use disorder [n (%)] 493 (22.94%)
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Table 2:

Unconditional Growth Curve Model Results
n Beta SE p-value LLCI ULCI
1.CAPl Abuse 2134 -9.431 1431 <001* -12.236 -6.625
2.BDI 2142 -1485 0137 <.001* -1754 -1216
3.CAPI Distress 2134 -6.398 1118 <.001* -8.589  -4.207

Page 19

Note: BDI=Beck Depression Inventory; CAPI Abuse=Abuse Potential subscale of the Child Abuse Potential Inventory; CAPI Distress=Parental
Distress subscale of the Child Abuse Potential Inventory Parental Distress; LLCI=lower limit of the 95% confidence interval; SE=standard error;

ULCl=upper limit of the 95% confidence interval. Significant results are starred (*).
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Table 3:
Conditional Growth Curve Model Results

1. CAPI Abuse n=1852 Beta SE p-value LLCI ULCI
Treatment condition 2.434 3211 448 -3.859  8.727
SuUD -4.794 5251 .361 -15.087 5.499
Treatment condition x SUD ~ 13.595  7.698 .077 -1.494  28.684

2.BDI n=1856
Treatment condition -0.018 0.306 .954 -0.617  0.582
SUD -0.788 0.491 .108 -1.749 0.174
Treatment condition x SUD  2.150 .857 .012* 0.470 3.831

3. CAPI Distress n=1852
Treatment condition 2.001 2466 417 -2.834  6.835
SuD -3.100 3.993 438 -10.927 4.727
Treatment condition x SUD  11.519  5.841  .049* 0.071 22.967

Note: BDI=Beck Depression Inventory; CAPI Abuse=Abuse Potential subscale of the Child Abuse Potential Inventory; CAPI Distress=Parental
Distress subscale of the Child Abuse Potential Inventory Parental Distress; LLCI=lower limit of the 95% confidence interval; SE=standard error;
SUD=Substance Use Disorder; ULCI=upper limit of the 95% confidence interval. Significant results are starred (*).
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Outcomes by Condition and SUD

Table 4.

Outcome Intervention SUD TimePoint M SD n
|. Parenting
1. Abuse Potential SafeCare Yes 1 161.80 109.76 81
2 153.68 105.98 81
3 162.93 107.80 81
No 1 162.52 11147 296
2 133.97 10151 296
3 143.17 108.89 296
Services As Usual  Yes 1 189.16  115.27 98
2 158.08 108.82 98
3 151.61 10439 98
No 1 151.43 101.17 386
2 13128 9819 386
3 132.48 101.87 386
2. Parental Distress SafeCare Yes 1 9340 8254 81
2 87.95 77.28 81
3 100.44  80.60 81
No 1 94.99 80.38 296
2 74.31 71.75 296
3 82.11 79.10 296
Services As Usual  Yes 1 11220 8443 98
2 90.44 79.43 98
3 87.52 78.38 98
No 1 86.61 74.51 386
2 71.69 71.05 386
3 72.88 73.20 386
3. Depression SafeCare Yes 1 12.85 1293 82
2 11.33 12.41 82
3 12.10 11.87 82
No 1 13.45 11.94 297
2 10.21 10.97 297
3 10.11 10.60 297
Services As Usual  Yes 1 14.21 1251 99
2 11.62 12.40 99
3 10.00 1013 99
No 1 11.83 10.91 387
2 9.66 10.60 387
3 8.99 10.07 387
Outcome Intervention SUD TimePoint M SD N
I1. Process-related
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1. Engagement SafeCare

Services As Usual

2. Satisfaction SafeCare

Services As Usual

3. Cultural Competence  SafeCare

Services As Usual

Yes
No
Yes
No
Yes
No
Yes
No
Yes
No
Yes
No

LS S R A e S S e e S e I \° N AS I )

4.85
4.82
4.44
471
3.45
3.46
3.29
3.40
4.26
4.32
4.08
4.23

121
1.27
1.50
141
0.51
0.54
0.63
0.62
0.69
0.65
0.88
0.81

136
476
131
516
137
476
131
519
137
476
131
518

Page 22

Note: Abuse Potential=Abuse Potential subscale of the Child Abuse Potential Inventory; Cultural Competence=Client Cultural Competence

Inventory; Engagement=Working Alliance Inventory; M=Mean; N=sample size; Parental Distress=Parental Distress subscale of the Child

Abuse Potential Inventory; Satisfaction=Client Satisfaction Survey; SD=Standard Deviation; SUD=Substance Use Disorder. Descriptives include
individuals with complete data for all three time points.
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Table 5:
Hiearchical Linear Model Results

1. Engagement n=1256 Beta SE p-value LLCI ULCI
Treatment condition -0.328 173 .059 -0.667 0.012
SUD 0.007 0.131 .9608 -0.250 0.263
Treatment condition x SUD  0.242  0.185 .191 -0.121 0.606

2. Satisfaction n=1260
Treatment condition -0.133 0.074 071 -0.278 0.011
SUD 0.013 0.056 .812 -0.097 0.124
Treatment condition x SUD  0.093 0.080 .242 -0.063 0.250

3. Cultural Competence  n=1259
Treatment condition -0.138 0.097 .156 -0.328 0.053
SuUD 0.070 0.072 .333 -0.072 0.212
Treatment condition x SUD  0.079 0.103 440 -0.122 0.281

Page 23

Note: Cultural Competence=Client Cultural Competence Inventory; Engagement=Working Alliance Inventory; LLCl=lower limit of the 95%
confidence interval; Satisfaction=Client Satisfaction Survey; SE=standard error; SUD=Substance Use Disorder; ULCl=upper limit of the 95%

confidence interval. Significant results are starred (*).
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