
Outcomes from a Randomized Controlled Trial of the Relief
Nursery Program

J. Mark Eddy1 & Joann Wu Shortt2 & Charles R. Martinez Jr3 & Alice Holmes2 & Alice Wheeler2 & Jeff Gau4
&

John Seeley4 & Jean Grossman5

# Society for Prevention Research 2019

Abstract
An independent, randomized controlled trial of the community-developed, multiple-component Relief Nursery prevention
program was conducted with families with young children considered Bat risk^ for child abuse and neglect. This established
program, currently operating at multiple sites in the state of Oregon, comprises an integrated package of prevention services to
children and families, including early childhood education, home visiting, and parent education and support, as well as other
interventions tailored to the needs of each particular family. Families who contacted the Relief Nursery for the first time were
randomly assigned to one of two conditions, the Full Program condition, whose members had access to all services available from
the Relief Nursery, or the Respite Care condition, whose members had access only to respite care and referrals to services
provided by other community agencies. A primary caregiver in each family was interviewed prior to intervention and then every
6 months across a period of 2 years. Standardized measures were collected on a variety of risk and protective factors related to
child abuse and neglect. Analyses were conducted at the end of the study period. Differences were found between the conditions
in terms of perceived helpfulness and satisfaction with services and in terms of social support, in each case favoring the Full
Program condition. Implications of the findings for future studies of multicomponent child abuse prevention programs with
similar characteristics to the Relief Nursery are discussed.

Keywords Crisis nursery . Early childhood education . Child abuse and neglect . Parenting . Home visiting . Randomized
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In the USA, child abuse and neglect is a significant public
health threat. In 2017 alone, there were over 4.1 million alle-
gations and an estimated 676,000 substantiated victims (U.S.

Department of Health and Human Services 2018). The yearly
financial costs were recently estimated at upwards of $80 bil-
lion (Gelles and Perlman 2012). The personal costs can be
devastating. Numerous problems during childhood and ado-
lescence are related to maltreatment including anxiety, depres-
sive, and conduct disorders and their aftermath (e.g., Cicchetti
and Toth 2015; Norman et al. 2012). Individual adjustment
and social interactional problems may continue into adult-
hood, including an increased likelihood of perpetrating mal-
treatment against a child (e.g., Ehrensaft et al. 2015; Widom
2017). The prevention of child abuse is a societal imperative.

Recent reviews of the scientific literature on child abuse
suggest that a variety of approaches hold promise for preven-
tion (e.g., Klevens and Whitaker 2007; Skowron and
Reinemann 2005; van der Put, Assink, Gubbels, and
Boekout van Solinger 2018). Consistent with research find-
ings on resilience (e.g., Luthar and Eisenberg 2017), these
tend to focus on fostering and building strength within and
support for families and assisting children and parents in con-
structively coping with life stressors. Commonly employed
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strategies include child safety and protection skills training,
parent education and support groups, home visitation pro-
grams, respite care and crisis care programs, and family re-
source centers (Thomas et al. 2006).

Over time, accruing research findings such as these, as well
as lessons learned through practice, have informed the devel-
opment of the Relief Nursery program, a comprehensive, in-
tegrated array of prevention services designed to support fam-
ilies considered Bat risk^ for child abuse and neglect. The
program was originally established in the Eugene-
Springfield, Oregon metropolitan area in the mid-1970s as a
respite care program for families with young children by
members of the local Junior League and administrators and
case workers from the local state Child Protective Services
office. The founding idea was that providing families with
basic social supports, such as free childcare and positive inter-
actions with caring adults, would decrease their risk for child
maltreatment. During the 1990s, the current program model
crystallized with the addition of other components thought to
further decrease maltreatment risk, including early childhood
education, home visiting, and parent education classes. Thus,
the program was developed by lay people, practitioners, and
advocates who were actively working on the issue of child
abuse and neglect within Oregon communities. With a model
in hand, child and family advocates worked to encourage sig-
nificant investment from both private and public funding
sources, including the Oregon State Legislature, to establish
Nurseries throughout the state. In recent years, the Legislature
has established statewide program standards (see 423-045-
0101 to 423-045-0185, sos.oregon.gov).

The mission of the Relief Nursery program is to prevent the
cycle of child abuse and neglect through the building of suc-
cessful and resilient children, the strengthening of parents, and
the preservation of families. The program fits well within an
Becological^ model of child development (Bronfenbrenner
1979), a framework that posits that how a child is treated is
related to factors and interactions at play within and between
the individual and his or her surrounding family, his or her
local community, and his or her society (e.g., Belsky 1980).
Program interventions are targeted at key levels identified in
the model: broadening and strengthening the child’s
Bexosystem^—the network of social systems within which a
given family and child is embedded; increasing positive inter-
actions and prosocial guidance within the child’s
Bmicrosystem^— the network of relationships within the
child’s family, and fostering the social, emotional, and cogni-
tive development of the child. All of this work takes place
with an awareness of and respect for a given child and his or
her family’s Bmacrosystem^—the beliefs, values, norms, and
rules of culture and society that surround all of the previous
levels.

The target population for the program is economically
vulnerable, low-income families (Garbarino 1976). The

core components of the program are home visiting, parent
education, and a therapeutic early childhood classroom.
However, because both the level of risk for problems
and the specific needs vary greatly within the targeted
population, other aspects of the program are tailored for
each family. Intervening to increase protective factors and
reduce risk factors for child abuse and neglect within a
given family over the short term is hypothesized to lead to
positive outcomes over the long term in terms of parent,
child, and family functioning (Vanderbilt-Adriance and
Shaw 2008; Eddy et al. 2018). A key protective factor
that is a focus of each of the core components of the
program is social support. In a recent meta-analysis of
child maltreatment interventions, larger effect sizes were
found for interventions that provided social and/or emo-
tional support (van der Put et al. 2018; e.g., Olds et al.
2007; Toth et al. 2013).

Few programs provide the comprehensive package of
services provided in the Relief Nursery model, and
limited research information is available on the impact
of these types of programs. However, the Relief Nursery
includes two core components that have been evaluated in
prior efficacy studies. Most notably, Casillas et al. (2016)
conducted a meta-analytic review of 156 randomized tri-
als of home visiting programs involving the caregivers of
children ages 0 to 5 years and found small to medium
effects on increasing positive parenting (e.g., discipline,
involvement, quality of relationship; d = .26), reducing the
likelihood of child maltreatment (d = .22), and increasing
parenting knowledge (d = .21), among other promising
outcomes (e.g., Olds 2002). Further, meta-analyses of par-
enting education and support programs have found bene-
fits in terms of parent adjustment, parent-child relation-
ship quality, and a host of child internalizing and exter-
nalizing outcomes (e.g., Sandler et al. 2011; Van Ryzin
et al. 2016).

In terms of past research findings on the Relief
Nursery program per se, several cross-sectional evalua-
tions have been conducted with program participants
(e.g., Burrus et al. 2009; Green and Mitchell 2012).
Consistently, engaged parents have positive perceptions
of program impacts. The current study was conducted as
a first step to move beyond this initial level of evaluation
and begin the process of developing a scientifically rig-
orous data base. Here, results are reported from the first
longitudinal comparison group study of the Relief
Nursery, namely a randomized controlled trial of the pro-
gram as delivered at the founding site in the Eugene–
Springfield community. The purpose of the trial was to
examine whether or not the program as practiced (i.e.,
the BFull Program^ condition) leads to positive short
term outcomes for families compared to respite care
and referral alone (i.e., the BRespite Care^ condition).
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Hypotheses

Hypotheses Set 1 Relative to families assigned to the Respite
Care condition, families assigned to the Full Program condi-
tion will evidence more positive changes in their exosystem,
including (a) greater social support and (b) fewer stressful life
events.

Hypotheses Set 2 Relative to families assigned to the Respite
Care condition, families assigned to the Full Program condi-
tion will evidencemore positive changes in their microsystem,
including (a) less parental depression, (b) greater parenting
self-efficacy, (c) greater family strength, (d) greater positive
parenting, (e) fewer dysfunctional interactions, and (f) lower
child abuse potential.

Hypotheses Set 3 Relative to children assigned to the Respite
Care condition, children assigned to the Full Program condi-
tion will evidence fewer problem behaviors.

Method

Study Context

The Eugene–Springfield metropolitan area (population
350,000) is the only major population center in rural Lane
County, Oregon, a jurisdiction about the size of the state of
Connecticut. The population is predominately White, with
almost 10 times more non-Hispanic Whites than any other
group. The largest minority group is Latino, with most mem-
bers identifying as Mexican, and most being recent immi-
grants (Martinez Jr. et al. 2008). Historically, the economy
has been driven by timber and other agriculture production
as well as specialized manufacturing, industries that are prone
to Bboom^ and Bbust^ cycles. At the beginning of the study in
2009, a bust was in full swing. The state of Oregon had the
second highest unemployment rate in the USA (12.1%; with
Michigan number one at 12.6%); the Lane County unemploy-
ment rate was even higher, at 14.1%. While this year marked
the end of the BGreat Recession,^ families in Lane County,
and particularly low-income families, continued to struggle
economically across the course of the study. Not surprisingly,
local nonprofit organizations intended to help families cope
with extreme stresses—such as those due to unemployment—
had significant financial struggles during this period of time as
well. For the Relief Nursery, the time period of this study was
marked by across the board decreases in the amount of
funding available from private donors and foundations and
public sources alike. To survive as an organization, the lead-
ership of the Relief Nursery restructured and reorganized the
workforce at multiple points, including general staff layoffs, a

change in the staffing model for the therapeutic early child-
hood program, and supervisory leadership changes.

Recruitment

Per standard practice, to access services, families must
contact the Nursery and request an intake appointment.
After this contact but before the appointment, all families
who (a) had at least one Btarget^ child between the ages of
18 months and 4 years and (b) had never had any child in
their household participate in the therapeutic early child-
hood classroom component of the Relief Nursery (i.e., a
Bfirst time^ family) were randomly assigned to one of the
two conditions, the Full Program or Respite Care.
Separate case managers were assigned to conduct intake
screening and assessments with the families assigned to
each condition. During the intake process, which typically
involves several contacts over a period of weeks, if a
family was determined to be of low-income and thus eli-
gible for services, they were told about the specific set of
services available to them within their assigned condition.
Ineligible families were provided with referrals to other
services in the community. Eligible families were also
told about the study, and were asked if they would like
to learn about possible participation from the research
team. Interested caregivers were then contacted via phone
by the team (in English or Spanish, depending on the
primary language of the caregiver), told about the study,
and asked if team members could either visit their home
or meet them at the study research center to discuss par-
ticipation. During this subsequent in person meeting, the
caregiver was provided with informed consent, including
full information about both study conditions, randomiza-
tion, and risks and benefits of participating.

Across the period of study recruitment, a total of 630
phone calls to the Relief Nursery were made from
unique families who were requesting services, and 70%
of these calls were from first time families (see
Table A3, available online). More of the families ran-
domized to the Respite Care condition than to the Full
Program condition (i.e., 63 vs. 49%) agreed to be
contacted. Of these, 87% of Respite Care condition fam-
ilies and 93% of Full Program condition families were
ultimately contacted by the researchers. The major rea-
sons for lack of contact were disconnected phone num-
bers and multiple unreturned phone calls. In the end,
89% of families assigned to the Respite Care condition
and 93% of families assigned to the Full Program con-
dition who were reached consented to participate, and
all of these families completed the initial assessment.
Of those who declined, the most commonly stated rea-
son was being Btoo busy^ to participate.
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Opt Out Provision

For a program with staff that are committed to serving all
families in need within their community, even when there
are limited resources available to do so, the idea of randomi-
zation to condition is quite difficult. In prior randomized stud-
ies of alternative programs with the local juvenile court, one
way our team helped judges cope with this issue was to pro-
vide a limited number of Bopt out^ slots for youth which the
judge could use to assign the youth to the program the judge
thought was most appropriate at that time (e.g., Chamberlain
and Reid 1998). We employed this strategy here. During each
of the 2 years of study recruitment, and prior to conducting the
initial interview, the Relief Nursery was provided with the
option of removing up to two assigned Respite Care partici-
pants from the study. This was done twice. These families
received the Full Program and were not included in the data
analyses.

Participant Characteristics

Participants in the study included 180 primary caregivers and
180 children. Based on primary caregiver report, at the initial
interview, the average child in the study was about 3 years of
age (see Table A1, available online). Living arrangements
varied, with 90% of children living with their biological moth-
er, 44% with their biological father, 11% with their grandpar-
ents, and/or 7% lived with other relatives. About one half of
the children in the study were boys. In terms of race, 83%
were White and 15% multiracial. In terms of ethnicity, 42%
of children were Latino. The average primary caregiver par-
ticipating in the study was age 29 years at the initial assess-
ment (see Table A2, available online). Almost all participating
caregivers were women (95%) and a biological parent (92%).
In terms of race, 86% of caregivers were White and 8% mul-
tiracial. In terms of ethnicity, 35% were Latino. About 35%
weremarried and 20% had a partner, with most living together
in a two-parent family (53%). The next most common family
situation was a single-parent family (40%).

Families had a variety of life experiences that could lead to
stressful circumstances for parents and children, and that
could significantly increase risk for child abuse and neglect
for some families. In terms of employment, most caregivers
were unemployed, with only 13% employed full time, 16%
employed part time, and 10% students and not looking for
work. Over 50% of families earned less than $20,000 in in-
come over the past year, and 85% earned less than $30,000.
Over 80% of families supported three or more people on this
income, and about 30% of families supported five or more
people. About 43% of caregivers did not finish high school,
and only 4% graduated from college; thus, for many families,
employment options were limited. In terms of life history,
36% of caregivers had been homeless, 28% had been

diagnosed with a mental illness, 23% have had serious prob-
lems with drugs or alcohol, 25% had been arrested by police
as an adult, and 20% had spent time in jail or prison.

Conditions

Full Program Participants received access to all services avail-
able from the Relief Nursery during the 2 years of the study.
Services to caregivers were offered in their primary language,
and service delivery personnel were trained to interact in cul-
turally competent ways with clients. Core components include
the following: (a) The Therapeutic Early Childhood
Classroom Program (TECP) serves as the Bhub^ of the
Relief Nursery program at large. A team of early intervention-
ists (typically 2 trained teachers and 2 or more support volun-
teers) works with a group of children (typically 8 to 10 per
classroom) in age and developmentally appropriate classroom
settings; (b) Home Visiting provides a direct and ongoing
connection between the experiences of the child in the
TECP and parents/caregivers. During home visits, which are
scheduled in an attempt to actively include the participation of
all parents/caregivers (e.g., mothers, fathers, grandparents) in
the home if possible, early childhood program teachers work
to enhance parenting skills, promote parent/child relation-
ships, provide referrals, and otherwise support parents in cre-
ating a healthy and nurturing home environment; (c) Group-
based Parent Education and Support Services complement
and synergize with individual parent education and support
activities within the home visiting program. Small group-
based classes are offered on a rotational basis throughout the
year and utilize Bbest practices^ in parent education for at-risk
families. Classes provide the opportunity to gain knowledge
and build skills through brief lectures, small and large group
discussions, demonstrations, role plays, and projects. Child
care and snacks are provided. Additional program compo-
nents include the following. On an as needed basis, Mental
Health and Special Education Services are integrated into the
classroom. All children participate in developmental screen-
ings designed to reveal the need for further assessment and/or
specialized services to ensure appropriate and healthy devel-
opment. Teachers, specialists, and parents work together to
establish individual goals for each child and find and access
needed services. Other Services are provided on an as needed
basis, including—but not limited to—respite care, provision
of child nutrition, transportation for children (e.g., for TECP)
and families (e.g., for parent education) to and from services,
and individual and family counseling.

Respite Care Participants received access to the services that
are typically available to at-risk families in Oregon communi-
ties prior to the opening of a local Relief Nursery: access to
respite care and referral to other community services. The
respite care provided in this study was of equal quality to that
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provided to families in the Full Program condition but was
provided at a different physical location. Upon request, two
afternoons of respite care were available to families each
month for a total of 6 months. Based on the intake assessment,
as well as upon family request at any time, families in the
Respite Care condition were provided with appropriate refer-
rals to local services.

Condition Fidelity Prior to the launch of the randomized trial,
the Relief Nursery had established standard protocols for the
delivery of each program component, including respite care,
and had procedures in place to ensure fidelity. All service
delivery staff members received initial and continuing educa-
tion training, as well as ongoing individual and group
supervision.

Assessment and Measures

If consent was given, the initial Bwave 1^ interview was con-
ducted. Every 6 months for 2 years after this interview, the
caregiver was contacted and invited to participate in a follow-
up interview, each numbered as a subsequent wave (i.e., 2
through 5). Participants received $75 for participating in the
first assessment and $40 for participating in each of the
follow-up assessments. Each assessment included measures
of family context and outcomes, with the first and last waves
including a broader array of questions. Outcome measures
were as follows.

Family Functioning Style Scale (FFS) (Dunst et al. 1988) The
FFSmeasures 26 different strengths and resources that may be
present in a family, and has been used previously in a wide
variety of child abuse prevention evaluations. In past studies,
this measure has demonstrated adequate reliability with
Cronbach’s alphas ranging from 0.68 to 0.92. Alphas for this
sample for the various subscales ranged from 0.78 to 0.95. A
total score was used as a measure of family strength. Example
items include Bwe make personal sacrifices if they help our
family^ and Bwe find time to be together even with our busy
schedules^.

Social Support Questionnaire (SSQ) (Sherbourne and Stewart
1991) The SSQ evaluates levels of different types of social
supports available to caregivers and their satisfaction with
those supports in their lives. These scale and subscales have
been used in past evaluations, and tend to have acceptable
reliability with Cronbach’s alphas between 0.80 and 0.87.
Alphas for this sample were in this range. Three subscales
were used: Bemotional/informational^ (e.g., Bhow often do
you have someone to give you good advice in a crisis^,
Bhow often do you have someone to give you information
to help you understand a situation^), Btangible^ (e.g., Bhow
often do you have someone to take you to the doctor^, Bhow

often do you have someone to help you if you were con-
fined to bed^), and Bpositive social interaction^ (e.g., Bhow
often do you have someone to do something enjoyable
with^, Bhow often do you have someone to get together
with for relaxation^).

Child Abuse Potential Inventory (CAPI) (Milner 1986) The
CAPI has been used previously as a measure of risk for child
abuse within a variety of studies. This measure has been found
to have predictive validity for future abuse and neglect (e.g.,
Milner et al. 1984). In past studies, the CAPI has shown high
reliability with Cronbach’s alphas ranging between 0.92 and
0.98. Alphas for this sample were in this range. The Babuse
potential^ scale was used.

Alabama Parenting Questionnaire (APQ) (Shelton et al. 1996)
The APQ was originally developed with items from an earlier
version of the Parent Interview and is widely used to measure
positive and negative parenting practices, including subscales
for positive parenting, inconsistent discipline, and poor super-
vision. Subscales from the measure tend to have adequate
reliability (Cronbach’s alphas of 0.80 or greater). Alphas for
this sample were similar. A total score was used as a measure
of positive parenting. Example items include Byou praise your
child if he/she behaves well^ and Byou play games or do other
fun things with your child^.

Being a Parent (BAP) (Gibaud-Wallston and Wandersman
1978) This scale assesses parenting self-efficacy and has been
used in a variety of studies on parenting. Alphas in past studies
have been in the 0.80 range and were similar in this sample. A
total score was used as a measure of a parent’s confidence in
their parenting. Example items include Bbeing a parent makes
you tense and anxious^ and Byou knowwhat you need to do to
be a good parent^.

Center for Epidemiologic Studies Depression Scale (CESD)
(Radloff 1977) The CESD is one of the most widely used
scales in epidemiological studies of depression. Reliability
for the scale tends to be high across samples, and
Cronbach’s alpha for this sample were in the 0.90 range. A
total score was used as a measure of parent depression.

Parental Stress Index (PSI) (Abidin 1995) The PSI has been
used extensively in child abuse and neglect research. As a
measurement of family stress, this measure yields a total stress
score in addition to scores on 15 different parent and child
stressors subscales. Alphas for various PSI subscales tend to
be in the 0.80 range and were similar in this sample. The
Bparent-child dysfunctional interaction^ scale (e.g., Befforts
for child aren’t appreciated^, Bchild does not like me or want
to be close^) was used a here as a measure of difficult parent–
child relations, and the Bdifficult child^ (e.g., child is moody
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and easily upset^, Bgetting child to do something is hard^)
scale as a measure of child problems.

Child Behavior Checklist–Parent (CBCL) (Achenbach 1992)
This widely used 113-item checklist for a wide variety of child
problem behaviors, including antisocial behavior, hyperactiv-
ity, depression, and anxiety. Through various methods, the
CBCL has been shown to have both construct and content
validity. The CBCL discriminates between referred and
nonreferred children, and tends to correlate with similar scales
from similar measures. Alpha reliabilities of the various sub-
scales tend to be high and, for this sample, averaged above
0.80. The Btotal problems^ scale was used here as a general
index of child problems.

Satisfaction with Services Beginning with wave 2, families in
both study conditions were asked how helpful they felt the
services they received from the Relief Nursery were, how
satisfied they were with these services, and whether or not
they would recommend the services to others. The time frame
for questions was during the past 6 months. At wave 5, fam-
ilies were asked to reflect on the entire 2-year period in terms
of these same questions.

Assessment Participation

Completion rates for each of the follow-up assessment waves
were high, with all above 80% (see Table A4, available
online). There was a trend for fewer completions at each sub-
sequent wave, from 91% at wave 2 down to 83% at wave 5.
Completion rates by condition across the waves were relative-
ly similar, with Respite Care rates varying from 84 to 100%,
and Full Program rates varying from 77 to 100%. Participation
rates did not differ by study condition with the exception of
wave 5, in which a higher participation rate was found for the
Respite Care condition (i.e., 89 vs. 78%; p < .05). Over the
course of follow-up, only four families actively declined to
participate, with Btoo busy^ given as the reason. Missing data
across the waves were due almost exclusively to an inability to
contact a family.

Preliminary Analyses

The Respite Care and Full Program conditions were compared
on demographic characteristics as well as on responses to the
measures above. Out of 95 tests conducted, only a handful of
differences (p < .05) were found. More primary caregivers in
the Full Program condition had been diagnosed with a mental
illness (i.e., 36 vs. 19%) and had ever been homeless (i.e., 44
vs. 27%). Children in the Full Program condition were youn-
ger than in the Respite Care condition (i.e., ages 2.9 vs.
3.2 years). Perhaps most importantly, families differed on
two subscales, the FFS Family Strength Scale and the CAPI

Abuse Potential Scale, with the effect size the largest for the
CAPI (d = .40).

Outcome Analyses

To reduce the burden on participants, all measures were not
administered during each wave. This varying schedule re-
quired different statistical modeling strategies. For those out-
comes assessed at least three times (i.e., the APQ, CAPI, BAP,
CESD, and SSQ), a mixed effect regression model was used
in which multiple assessments were nested within individuals
and growth trajectories estimated using maximum likelihood
procedures. Intercepts and slopes were specified as random
effects. Trajectories were modeled from wave 2 to wave 5
with the wave 1 score entered as a covariate and study condi-
tion as a participant level predictor. Time was coded 0 at wave
2, thus representing the intercept and months since the wave 2
interview for the follow-up assessments. Time scores were
allowed to vary across individuals and were based on the dates
of assessment completion. The CAPI Abuse Potential score
and child age were entered as covariates to adjust for baseline
non-equivalency between groups. The resulting intercept re-
flects group differences at posttest, adjusting for any baseline
differences in the outcome, the CAPI Abuse Potential sub-
scale, and child age. The slope reflects change in the outcome
from the wave 2 through the wave 5 assessment.

Preliminary steps for the mixed effects regression models
included testing of different error structures and, for those
outcomes with five time points (i.e., the SSQ and alcohol
use), nonlinear change. Two error structures that were reason-
able for the data were examined. In addition to comparing
AIC values, between models amount of variation at each level
was examined. If the difference in AIC values were not sub-
stantial (< 4.0), or if nonsignificant variation in the covariance
of intercept and slope was found, the more parsimonious var-
iance components was used. For those outcomes with only
two assessments waves (i.e., FFS, CBCL, PSI), an analysis
of covariance (ANCOVA) approach was used in which group
differences in the last assessment (wave 4) were examined
with the wave 1 score, the CAPI abuse scale, and child age
as covariates. In addition, endpoint analyses were conducted
for the remaining outcomes by estimating least square means
based on all available data across time at both the wave 4 and
the wave 5 follow-up assessments, using information from the
mixed effects regression models.

Missing Data In order to conduct intent-to-treat analyses, 20
imputed datasets were generated to account for missing data
for each analysis that was conducted. Although it is not pos-
sible to know whether data were missing at random and im-
putation was warranted, the inclusion of additional predictors
in the imputation model can reduce bias and make the missing
at random assumption more plausible (Allison 2009). Thus,

Prev Sci



the imputation model included a number of conceptually rel-
evant variables such as child and family demographics and
scores on measures of child and family functioning.

Results

Dosage by Condition

Respite Care About half of families (58%) assigned to this
condition utilized respite care an average of 3.8 times (SD =
3.2), and at a lower rate than families assigned to the Full
Program condition (63%), who received respite care an aver-
age of 5.5 (SD = 5.2) times. This was a statistically significant
difference (t[178] = 4.32, p = .009). A minority of participants
in the Respite Care condition asked for a referral for additional
services (19%), and on average 1.7 times (SD = 8.9). Again,
this was at a lower rate than those assigned to the Full Program
condition (74%), who requested a referral for additional ser-
vices an average of 13.9 times (SD = 27.1). This was also a
statistically significant difference (t[178] = 20.17, p < .001).

Full Program Of all the components in the Relief Nursery,
families in the Full Program condition were most likely to
receive a home visit (91%; see Table A5, available online).
However, only about 60% of families had their child enrolled
in the TECP, and many of these children received transporta-
tion to and from the Nursery. About 50% of families attended
at least one or more parent education classes. While these
services were available to families during the entire span of
the study, service receipt within the sample tended to decrease
across the observation period for the study. To illustrate, as
described above, two core components of the Relief Nursery
model are (a) home visiting for parents/caregivers, which is
the first service that families receive and which continue on a
monthly basis throughout the involvement of a family with the
program, and (b) the TECP, around which home visits and
other activities revolve. Families were most likely to receive
these services within 1 month after the wave 1 interview, with
71% of families receiving a home visit, 43% of families with a
child in TECP, and 35% of families receiving both services
(see Fig. A1, available online). By 12 months into the study
(i.e., wave 3), the percentage of families receiving these ser-
vices had decreased: only 21% of families were receiving
home visits, 30% of families had a child in TECP, and only
13% received both. By 24months into the study (i.e., wave 5),
only 11% of families were still receiving home visits, 12% of
families still had a child in TECP, and 8%were receiving both.

Satisfaction by Condition

At every wave, participants in both conditions stated that they
were pleased with the services that they had received, with the

majority choosing the two highest positive options (e.g., Bvery
helpful^ or Bquite helpful^; see Table A6, available online).
However, also at each wave, participants in the Full Program
condition were more positive about the services they received
than families in the Respite Care condition, and in almost all
cases, this difference was significant. Further, at most waves,
participants in the Full Program condition were significantly
more likely than Respite Care participants to endorse that the
program had been helpful to them and their children. Despite
this perception, over 90% of participants in each condition
said they would recommend the services they received to oth-
er families.

Outcomes by Condition

The means and standard deviations averaged across the 20
imputed data sets for each of the outcomes across the 5 waves
are presented, by condition, in Table A7 (available online).
After controlling for the baseline covariates (baseline value
of the dependent variable, the CAPI Abuse Scale score, and
child age), no significant differences (using the standard
p < .05 level) were found for the effect of condition on any
of the outcome measures assessed at wave 2 (see Table A8,
available online), the time at which over 50% of the Full
Program condition families were still receiving some services
(see Fig. A1, available online). In addition, the two conditions
did not differ on the wave 2 through wave 5 slope estimates
(see Table A9; available online).

An endpoint analysis was then conducted for the outcomes
assessed at waves 4 and 5 to evaluate the overall impact of the
study condition on participants over the longer term.
ANCOVA models were used to examine the differences be-
tween condition on the FFS, CBCL, and PSI scales, control-
ling for the baseline covariates. In addition, the least squares
estimates from the mixed effects regression models were used
to compare differences between conditions at the time of wave
4 for the other outcomes that were assessed on multiple occa-
sions during the follow-up period. As can be seen in Table 1,
significant condition effects favoring participants in the Full
Program were found for the SSQ Tangible Support subscale
(p < .05; d = .36) and the SSQ Social Interaction Support sub-
scale (p < .05; d = .34). In addition, a trend-level association
favoring the Full Program condition was obtained for the SSQ
Emotional Support subscale (p = .068; d = .27). Based on the
means reported in Table A7, Full Program participants report-
ed an increase in their level of social support at wave 4, where-
as participants in the Respite Care condition reported a de-
crease in their level of social support compared to their scores
at baseline.

Similar to the previous wave 4 analysis, condition effects
were also examined for the outcomes assessed at wave 5,
controlling for the baseline covariates. The results for the con-
dition effect for the comparison of the mixed effects least
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square estimates at wave 5 are reported in Table 2. A signifi-
cant condition effect favoring the Full Program condition was
obtained on the SSQ Tangible Support subscale (p < .05;
d = .34). Trend-level associations (p’s < .10) were found for
the other three support subscales. These results suggest that
the increases in support reported by the participants in the Full
Program condition at wave 4 were maintained at wave 5.

To evaluate whether participants assigned to the study con-
ditions differed on the occurrence of specific stressful life
events during the study period, contingency table analyses
and logistic regression models were computed to determine
whether condition predicted the occurrence of each event dur-
ing the follow-up period. The occurrence of the event reported
at baseline was included as a covariate to adjust for differences
at baseline. The rates of the specific events and frequency of
the number of events experienced by families at wave 1 (life-
time occurrence) and during the study period are presented in
Table A10 (available online). Here, and as noted in prior sec-
tions, the two groups did differ at wave 1 in terms of risk, with
participants in the Full Program condition appearing to be at
higher risk than participants in the Respite Care condition.
However, the two conditions did not differ with respect to
the rate of occurrence of any of the specific events during

the study period, controlling for baseline levels of risk. A
trend-level association was found for the occurrence of any
of the events. Participants assigned to the Full Program con-
dition reported a lower rate of experiencing any stressful life
event during the study period compared to participants
assigned to the Respite Care condition (i.e., 57 vs. 66%; odds
ratio = 1.91, p = .059).

Dosage

Given the variation in dosage in the Full Program condition,
post hoc tests were conducted examining the relation between
dosage and initial level of family stress (i.e., risk) as well as
dosage and outcomes. Dosage was calculated in two ways: (a)
the number of times a family received each individual Relief
Nursery intervention (i.e., respite care session, referral, home
visit, parent education class, and child attending a TECP class)
and (b) a total Relief Nursery intervention score computed by
standardizing the counts for each intervention type and then
summing them. In terms of the relation between initial risk
and dosage, there was a trend-level association, with higher
dosage related to lower stress (r = − .19, p = .063). To examine
the relation between dosage and outcomes, we restricted the

Table 1 Condition effects at
wave 4 adjusting for baseline
covariates (N = 180)

Dependent variable Estimate SE t p Effect size (d)

Exosystem

SSQ: Emotional/Informational Supportb 0.175 0.096 1.82 .068 .27

SSQ: Tangible Supportb 0.247 0.102 2.40 .017 .36

SSQ: Positive Social Interaction Supportb 0.216 0.094 2.29 .022 .34

Microsystem

CESD: Parent Depressionb 1.711 1.162 1.46 .143 .22

BAP: Parenting Self-Efficacyb 0.570 1.030 0.55 .582 .08

PSI: Dysfunctional Interaction − 0.006 0.014 − 0.44 .659 − .07

FFS: Family Strengtha 0.055 0.068 0.81 .418 .12

Child

CBCL: Total Problemsa − 0.449 1.539 − 0.29 .770 − .04

PSI: Difficult Childa − 0.022 0.020 − 1.08 .284 − .16

a Results for ANCOVA; b Results for the mixed effects regression least square estimates

Table 2 Condition effects at
wave 5 adjusting for baseline
covariates (N = 180)

Dependent variable Estimate SE t p Effect size (d)

Exosystem

SSQ: Emotional/Informational Support 0.216 0.123 1.75 .079 .26

SSQ: Tangible Support 0.285 0.126 2.27 .023 .34

SSQ: Positive Social Interaction Support 0.063 0.116 0.55 .581 .08

Microsystem

CESD: Parent Depression 2.470 1.450 1.70 .090 .26

BAP: Parenting Self-Efficacy 0.210 1.270 0.16 .872 .02

APQ: Positive Parenting − 0.013 0.054 − 0.23 .816 − .03

CAPI: Abuse Potential 15.02 11.14 1.35 .178 .20
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growth models in earlier analyses to the Full Program condi-
tion only and calculated dosage by time interactions for each
outcome. There were no significant associations found be-
tween any measure of dosage and growth for any outcome.

Discussion

This randomized controlled trial focused on outcomes for a
child abuse and neglect prevention program that was both
developed and conducted by community members. At the
end of the 2-year study period, several statistically significant
differences were found between the two study conditions,
with primary caregivers of families randomly assigned to the
Full Program condition reporting higher levels of social sup-
port within their exosystem than caregivers randomly
assigned to the Respite Care condition (hypotheses set 1). In
subsequent post hoc analyses, outcomes in this system were
not related to the Bdosage^ of any particular type of interven-
tion received or to the overall amount of intervention.
Differences were not found onmeasures of family functioning
within the microsystem (hypotheses set 2) or for child func-
tioning (hypotheses set 3).

A significant difference in the exosystem, and specifically
in perceptions of social support between conditions, is con-
gruent with the services that were delivered. Almost all Full
Program families received at least some home visiting (i.e.,
91%), and presumably, satisfaction with the interpersonal sup-
port received through this component played a role in the
differences observed. Further, many participants in the Full
Program condition had children enrolled in the TECP, were
receiving transportation assistance to and from the Relief
Nursery, and participated in respite care. All of these are no-
ticeable family supports. Thus, participants in the Full
Program condition received more support of various types
than participants in the Respite Care condition, and their re-
sponses indicate that they did, in fact, perceive such receipt as
supportive. Further, despite general satisfaction with services
in both conditions, caregivers assigned to the Full Program
condition relative to the Respite Care condition were more
likely to report higher levels of satisfaction and that the pro-
gram was helpful to them. In short, in terms of impacts in the
exosystem, the multiple-component Relief Nursery model
shows promise.

Similarly, the lack of findings in the microsystem of
participating families and in the measure of child func-
tioning may be due to the types of services that were
actually received. Notably, while parenting education
and support is a key component of the program, and while
most Full Program families received such through home
visiting, most families did not receive parenting support
through a group. Group-based parenting education and
support offers the opportunity to provide parents with a

broader set of knowledge and skills, but if parents do not
show up, then this opportunity is lost. Certainly, the dif-
ficulty to engage parents through group-based programs is
not unique to this program, but rather a common problem
that is best addressed through the use of multiple engage-
ment strategies (e.g., Eddy et al. 2000). Further, the ma-
jority of families did not have children enrolled in the
TECP. As discussed earlier, the Relief Nursery was limit-
ed in their ability to provide services by financial con-
straints, and certainly the most staff intensive and thus
most costly component in the program is the TECP.
Perhaps different types of services are needed to signifi-
cantly impact a greater number of families in the Full
Program condition in general, but also in specific in areas
such as caregiver depression, parenting, and child func-
tioning. In the future, the incorporation of varied ap-
proaches to program delivery, family engagement
(Morawska and Sanders 2006), and program implementa-
tion (McCall et al. 2003) may increase benefits to families
in a child abuse prevention program such as the Relief
Nursery.

While variability in the services received within the
Full Program condition was expected because not all
families approach the Relief Nursery with the same needs
or the same motivation to participate in services, the rel-
atively low levels of participation over time in the three
core components was not expected. Thus, the research
design that was utilized in this study, randomization to
two Bfixed^ groups, which seemed reasonable after a
lengthy collaborative development process that involved
practitioners, administrators, and researchers, turned out
to be inadequate to understand the observed processes.
Given this, it seems that different research approaches
are needed to examine the impacts of this type of pro-
gram. For example, in a future randomized controlled
trial, it would be more useful to examine Full Program
condition impacts on a homogenous group of families
(i.e., similar parent, child and family needs; an identified
Bhigh risk^ specifically for child abuse and neglect), and
to employ a variety of engagement, motivation, and de-
livery strategies so that all components—not just home
visiting—reach over 90% of families and for a significant
period of time. Of more interest, however, would be to
examine the impacts of the Relief Nursery fully within an
Badaptive intervention^ framework such as that discussed
by Collins et al. (2004). Approaches such as these reflect
back to the question that was posed as more rigorous
studies of psychosocial interventions took off during the
1960s: rather than considering the general question Bwhat
intervention is most effective?^, consider Bwhat interven-
tion, delivered by whom, is most effective for this indi-
vidual with that specific problem, and under which set of
circumstances?^ (Paul 1967).
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Limitations

The findings are limited by the small sample size and a
mono-agent measurement strategy. Both of these charac-
teristics were due to the small research study budget,
which was less than 25% of the NIH R01 budget cap.
Further, the trial was impacted by unexpected decreases
in funding to the services’ budget due to the recession,
and the implications of staffing and related matters such
as engaging families and providing services. Unlike some
studies where services are paid for through the same grant
that funds the research team and thus there is a buffer
against changes in the funding climate, this study had no
such protection. Additionally, the generalizability of study
findings may be limited by the recruitment method used
to generate the sample. Program participants were self-
referred, as is standard practice in the Relief Nursery pro-
gram model. The resulting sample may be different from
the population of families who are at risk for child abuse
and neglect, and quite different from the population of
families who are at high risk for child maltreatment.

Conclusions

A randomized controlled trial was conducted of the
community-developed and community-delivered Relief
Nursery program. Despite the challenges posed to both
participating families and to the delivering nonprofit
agency by the Great Recession and its aftermath, signifi-
cant differences were found between the two study con-
ditions on social support. Effect sizes for nonsignificant
effects for several other constructs approached the medi-
um range. The Relief Nursery program shows promise as
a way to support families with young children who are
struggling and are interested in proactively connecting
with community-based agencies.
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