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Abstract
Child maltreatment (CM) is a global public health problem. Evidence-based home visiting programs, such as SafeCare®, reduce
CM risk, and enhance parent-child relationships and other protective factors. As the result of the COVID-19 pandemic and
resulting restrictions, SafeCare Providers transitioned from home to virtual delivery for the SafeCare curriculum. The purpose of
this study is to 1) examine active SafeCare Providers’ opinions on the feasibility and effectiveness of SafeCare via remote
delivery, and 2) better understand workforce concerns for human service professionals within the context of COVID-19 miti-
gation efforts. Data are from a cross-sectional survey of SafeCare Providers (N = 303) in the United States, Canada, and Australia.
The majority of Providers reported they were actively delivering SafeCare virtually and were comfortable with the delivery
format. Providers indicated that the majority of SafeCare families are making progress on target skills, and that engagement is
high among many families. Some service delivery challenges were reported, ranging from family data plan limitations to
difficulty with delivery of specific components of the SafeCare curriculum related to modeling and assessment. The impact of
COVID-19 on Providers’ daily routines, stress level, and work-life balance has been significant. Remote, virtual delivery of CM
prevention programming offers the opportunity to continue serving vulnerable families in the midst of a pandemic. Barriers
related to family technology and data access must be addressed to ensure reach and the effective delivery of prevention
programming during the pandemic and beyond.
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Child maltreatment (CM) is a significant global public health
problem (Hammond et al. 2006; Tarantola 2018) that in-
creases the risk for long-term impacts on mental and physical
health (Brown et al. 2010; Corso et al. 2008; Dong et al. 2003;
Dong et al. 2004; Dube et al. 2009). Little research has

examined how disaster and community wide trauma in indus-
trialized or developed nations impact child maltreatment risk.
The few published studies to date following natural disaster
events in the United States suggest a significant link, with
documented increases in abusive head trauma and child abuse
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reports in the aftermath (Curtis et al. 2000; Keenan et al. 2004;
Self-Brown et al. 2013). Further, studies have examined the
impact of the 2008 Great Recession and war time on CM
perpetration risk and found increases in harsh parenting and
spanking (Brooks-Gunn et al. 2013) and lower levels of pa-
rental warmth (Eltanamly et al. 2019).

With the World Health Organization’s declaration of
COVID-19 as a global pandemic (Perc et al. 2020), there is
much to learn about how the resulting circumstances will im-
pact CM risk. Unlike the community togetherness that often
emerges in times of community-wide disaster circumstances,
the response to COVID-19 across the world has been to man-
date physical separation with shelter in place and stay at home
orders (Campbell 2020). Resulting consequences have includ-
ed unemployment, reduced income, limited resources, alcohol
abuse, intimate partner violence, and limited social support,
which are all factors found in prior research to increase CM
risk (Bright et al. 2018; Catalá-Miñana et al. 2017; Lindo et al.
2018; Lowell and Renk 2017; Paxson and Waldfogel 2002;
Schenck-Fontaine et al. 2017). Additionally, many parents are
now expected to work from home, which can increase the risk
for inadequate child supervision and unintentional child injury
(e.g., while parents are working; Feely et al. 2020). Due to
COVID-19 concerns, parents may also be delaying child med-
ical care, which could result in medical neglect for emerging
health issues (Santoli et al. 2020; Wenner Moyer 2020).

With the increased parenting burden many families
are experiencing, news reports have indicated that there
are increases in calls to parenting helplines. For in-
stance, National Parent Helpline calls in the United
States increased 30% in early April, with calls focused
on concerns about child care, food, and other virus-
related stressors (Hurt et al. 2020). Anecdotal evidence
from the United States, China, Brazil, and Australia in-
dicate increases in violence to children due to isolation
and quarantine (Campbell 2020; Peterman et al. 2020;
van Gelder et al. 2020), and preliminary data from hos-
pitals supports increases in severe child abuse and ne-
glect (CBS Dallas Fort Worth 2020). However, child
protection service settings have consistently documented
significant drops in reports of CM, especially in coun-
tries with similar mandated reporting laws like the
United States, Canada, and Australia (Matthews and
Kenny 2008). For instance, a recent working paper by
Baron et al. (2020) calculated the number of child mal-
treatment allegations in Florida and found that in March
and April 2020, these were 27% lower (212,500 cases)
than would be expected (Baron et al. 2020). Further,
Whaling et al. (2020) documented that the frequency
of case openings in New York City in March 2020
was significantly lower than the frequency of case open-
ings during the same month for the prior 7 years
(March 2013–2019; Whaling et al. 2020). These

declines do not likely reflect the true incidence rates,
but instead are the result of lower child access to man-
dated reporters who are typically responsible for approx-
imately 67.3% of child welfare allegations (U.S.
Depa r tmen t o f Hea l th , and Human Serv i ce s ,
Adm i n i s t r a t i o n f o r Ch i l d r e n a n d F am i l i e s ,
Administration on Children Youth and Families and
Children’s Bureau 2020). Clearly, this is a very compli-
cated time, and children may not be getting adequate
protections. Given the current circumstances and associ-
ated risks, our society runs the risk of a substantial
number of children at risk for child maltreatment being
unidentified, overlooked, and underserved (Whaling
et al. 2020).

COVID-19 and Evidence-Based CM Prevention
Programming

Vulnerable, high-risk families may be engaged in CM preven-
tion programming following involvement with child protec-
tive services or via other referral-based systems that connect
families to programming through available community pre-
vention efforts. In the United States, state child protection
systems have begun to adopt evidence-based interventions,
and recent federal child welfare legislation – the Families
First Prevention and Services Act of 2017 – will accelerate
the adoption of such programs. The California Evidence-
Based Clearinghouse for Child Welfare (CEBC n.d.) rates
three programs as “Supported” in the area of “Parent
Training to Address Child Abuse and Neglect;” two of the
three are delivered via home visiting. For broader prevention,
the HomeVisiting Evidence of Effectiveness (HomVEE; U.S.
Depar tment of Heal th and Human Services and
Administration for Children and Families n.d.) identifies the
quality of home visiting models, based on research evidence,
used for broad prevention efforts with pregnant women and
children from birth to kindergarten entry. Similar dissemina-
tion efforts are ongoing in Australia (Australian Research
Alliance for Children and Youth 2020; Parenting Research
Centre 2020) and Canada (Gallito et al. 2020; National
Collaborating Centre for Determinants of Health 2009;
Romano et al. 2020). The goals of these programs, whether
delivered in child protection or prevention service settings, is
to promote childhood health, safety, and development and
improve parenting skills and responsible parenting among
mothers and fathers, which correspond with decreases in mal-
treatment risk (Howard and Brooks-Gunn 2009; Supplee and
Adirim 2012). An additional benefit of many of these pro-
grams is the resulting positive parent-child relationships,
which are documented as a protective factor in helping chil-
dren recover from large scale trauma events such as the ter-
rorist attack in the U.S. on September 11, 2001, (Lutz et al.
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2007), war (Eltanamly et al. 2019), and natural disasters (e.g.,
Hurricane Katrina; Salloum and Lewis 2010), and could be a
protective factor in the COVID-19 pandemic.

Collectively, evidence-based home visiting programs reach
hundreds of thousands of vulnerable families a year in the
United States alone (National Home Visiting Resource
Center 2019). While these services are certainly needed dur-
ing the COVID-19 pandemic to address the increased family
risk, the continuation of home visiting services has been dif-
ficult due to concerns for worker and family safety (Crary
2020; Hardison 2020; Kelly and Hansel 2020). Home visits
were suspended in many U.S. states and abroad, and conse-
quently, numerous evidence-based home visiting programs
have been exploring the use of virtual session delivery via
telephone and/or video communication in lieu of face-to-
face home visits (Health Resources and Services
Administration and Maternal and Child Health Bureau 2020;
National Alliance of Home Visiting Models 2020).

In recent years, there has been growing evidence for
the effectiveness and acceptability of telehealth and
video-based counseling and therapy for children typical-
ly developed in clinic settings (Nelson and Sharp 2016).
However, little is known about how well virtual services
can work for parenting programs typically delivered via
home visits and there are questions regarding both fea-
sibility and effectiveness. A recent published report that
summarizes a survey of evidence-based home visiting
programs during the pandemic in the United States,
conducted by the Home Visiting Applied Research
Collaborative (HARC; O’Neill et al. 2020), suggest that
multiple modalities are being used to replace in home
visits, including interactive video conferencing, tele-
phone, and texting. The most noted challenges regarding
feasibility are that families (approximately 50%) do not
have stable internet access. This is not surprising given
the literature noting issues with a digital divide and the
social injustice that not all families have access to the
internet and internet-enabled devices (Farakas and
Romaniuk 2020; Goldschmidt 2020). Other noted issues
for families documented by the survey included parent
challenges with having the emotional capacity to engage
in programs during the current circumstances and con-
straints related to confidentiality. For providers, chal-
lenges included reduced capacity to deliver curricula
effectively given their own home environment issues
(O’Neill et al. 2020).

The goal of this study is to present findings from a recent
survey on the feasibility and effectiveness of virtual delivery
of SafeCare® and to better understand workforce concerns.
SafeCare is a home visiting program designed for parents of
children aged 0–5 years and targets proximal risk factors for
physical abuse and neglect (Self-Brown et al. 2014). This
program is typically delivered weekly in the home over 18

sessions by a trained SafeCare Provider, and includes three
modules: Child Health, Home Safety, and Parent-Child
Interaction. The Child Health module focuses on helping par-
ents identify symptoms of illness and injury and take appro-
priate action. Training in this module includes parental
psychoeducation pertaining to common childhood illness
and injury and preventative health care, and parental practice
of decision-making steps in response to hypothetical child
health scenarios. The Home Safety module focuses on teach-
ing parents to identify and secure home hazards that pose a
danger to children, and to supervise children around unsafe
environments. Parent training in this module focuses on edu-
cation to help caregivers identify hazards in their home, and
then the active removal of hazards to reduce the risk of child
unintentional injuries. The Parent-Child Interaction module
seeks to build a positive parent-child relationship. Parent train-
ing includes psychoeducation followed by Providers model-
ing positive parent-child interactions to the caregiver and then
the observation of the caregiver practicing these skills as they
engage in daily activities and play with their child. Families
receive all three modules, which can be delivered in any order.
Each SafeCare module is planned for six sessions, though the
number of sessions can vary depending on progress.

Recent evaluations have shown SafeCare to influence im-
portant outcomes, such as parenting behaviors and parenting
stress (Whitaker et al. 2020), child maltreatment recidivism
(Chaffin et al. 2012), and out-of-home placements (Beachy-
Quick et al. 2018). SafeCare Providers serve more than 6000
families per year, providing parent training and intervention
services that reduce and prevent the maltreatment of young
children. When the COVID-19 pandemic struck, SafeCare
Providers quickly adapted to technology-based delivery, and
the purveyors of SafeCare developed best practice guidelines
for virtual delivery to allow for the continuation of services in
this very vulnerable time. However, the extent to which
Providers were successfully able to deliver SafeCare compo-
nents is not known. Additionally, workforce challenges of
service delivery during this time are also largely unknown.
Thus, this study has two research aims: 1) examine active
SafeCare Providers’ opinions on the feasibility and effective-
ness of SafeCare via virtual delivery, and 2) better understand
workforce concerns for human service professionals within
the context of COVID-19 mitigation efforts. As an explorato-
ry aim, we examined whether key outcomes for Aim 1 and 2
differed according to the SafeCare Provider country of resi-
dence or SafeCare Provider experience. Results from this
study will inform us whether delivering the SafeCare curricu-
lum to families via technology, rather than solely in-person, is
a feasible option for SafeCare delivery during times where
home visiting is restricted (or even if preferred by the client).
The present study seeks to fill a gap in the literature and will
offer a data-based call to action for examining child preven-
tion outreach during pandemics and beyond.
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Methods

Participants

Participants for the current study were recruited by email be-
tween June 3rd and June 16th of 2020 from a list of active
SafeCare Providers registered in the National SafeCare
Training and Research Center’s training portal. A total of
1039 email invitations were sent. Inclusion criteria were: 1)
active SafeCare Providers, which included certified SafeCare
home visitor Providers who are currently delivering SafeCare
to families, and active SafeCare Coaches and Trainers who are
currently supporting SafeCare Providers through certification
or in the post-certification process, and may also be delivering
SafeCare to families; 2) Provider had a working email address
with the National SafeCare Training and Research Center
Portal. We excluded SafeCare Providers who reside within
the European Union from this study, as they were not eligible
to participate due to General Data Protection Regulation com-
pliance. In total, 390 individuals viewed the consent form; 303
participants completed all survey sections and compose the
final analytical sample for this study. This includes 222
(73.5%) who had attained SafeCare Provider Certification
and 80 (26.5%) who had completed additional training to
become a Certified SafeCare Trainer or Coach.

Most SafeCare Providers resided in the United States (n =
286, 94.4%), and the remainder (n = 17, 5.6%) resided in an-
other country (Australia, Canada). The majority provided ser-
vices in an urban cluster/suburb (n = 144, 47.8%), while
27.2% (n = 82) provided services in urban areas, and 24.9%
(n = 75) provide services in rural areas. The experience level
for participants was similar across categories, with 24.4% (n =
74) having less than 1 year of experience, 27.7% (n = 84)
reporting one to two years of experience, 22.8% (n = 68)
reporting two to four years of experience, and 25.1% (n =
75) having five or more years of experience. This study survey
did not include questions related to age or gender. However,
based on prior research with SafeCare providers, it is likely
that 90% or more of the providers were female (Self-Brown
et al. 2017; Whitaker et al. 2019), with an average age of mid-
to late-30’s.

Procedure

Active SafeCare Providers were emailed an invitation to par-
ticipate in the survey, along with the survey link, to the ad-
dress listed in the NSTRC portal. Those who clicked the link
were taken to a Qualtrics survey that first presented a consent
form, approved by the Institutional Review Boards at the two
sponsoring institutions, which provided detailed information
about the purpose of the survey and the opportunity to receive
a $15 Amazon gift card for survey completion. Providers who
consented to the study were allowed to proceed to the main

survey that included questions pertaining to how SafeCare
delivery, the SafeCare workforce, and SafeCare families were
being impacted by the COVID-19 pandemic.

The main survey was anonymous and collected no identi-
fying information. Participants were given the option to re-
quest a gift card by following a link at the end of the survey,
which collected participants’ names and email addresses.
Responses were not linked between the main and reimburse-
ment surveys. Responses were included in the analysis if they
were recorded in Qualtrics as 99–100% complete (n = 303),
indicating that the participant viewed all pages of the survey.
This was done in order to minimize the likelihood that dupli-
cate responses were included in the final analytical sample.

Measures

SafeCare COVID-19 Survey For purposes of the current study,
three sections of the survey were examined. All survey items
were developed by the authors. First, the demographic ques-
tions asked about participants’ SafeCare experience and loca-
tion of service delivery. The second section inquired about
virtual delivery of SafeCare. Questions inquired about the
technology capabilities of the families served, the strengths
and challenges of remote SafeCare delivery, technical aspects
of remote delivery such as keeping families engaged, and
factors that would improve the experience of remote delivery
for Providers. A third section included questions on how
COVID-19 was impacting Providers, Trainers, and Coaches
in their daily, financial, and emotional lives. Specifically,
questions were asked about how the pandemic impacted the
work of participants, how they were coping, and what could
be done to support them during the pandemic. A selection of
items from the survey is shown in Table 1.

Data Analysis Plan

Descriptive data from the survey were analyzed in IBM
SPSS 25 (IBM Corp. 2017). Chi-square analyses were
completed to examine if SafeCare provider country of
residence (U.S., Canada, or Australia) and SafeCare pro-
vider experience (less than 1 year of SafeCare experi-
ence or greater than 1 year experience) was significantly
associated with key variables for study Aim 1 and Aim
2. Aim 1 outcomes examined include: Provider comfort
with SafeCare delivery; family smart device ownership;
family data plan access; Providers’ opinions of family
engagement in virtual delivery and progress on SafeCare
skills. Aim 2 outcomes of interest for the chi-square
analyses were: impact of COVID-19 impact on the daily
life; and impact of COVID-19 on work hours of
SafeCare providers. Open ended responses from the sur-
vey were examined by four research team members to
identify consistent response themes. Where relevant,
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frequencies of the number of times a theme was listed
in open response items were computed using the fre-
quency of the word(s) as numerator and the total num-
ber of open-ended responses as the denominator.

Results

Aim 1: Examine Active SafeCare Providers’ Opinions
on the Feasibility and Effectiveness of SafeCare Via
Virtual Delivery

The majority of SafeCare Providers (n = 263, 87.1%) indicat-
ed they thought that maltreatment risk had increased during
the pandemic period, suggesting that finding effective options
for continuing prevention programming are imperative. More
than half of the participants reported that they had transitioned
to conducting all SafeCare sessions remotely (n = 190,
62.7%), while over a quarter of the sample (n = 92, 30.4%)
reported conducting both remote and in-person SafeCare ses-
sions. In total, 87.1% of participants (n = 255) reported that
they had completed a remote session, and 83.1% (n = 24) in-
dicated that they were comfortable with this virtual delivery
(39.7% somewhat comfortable, 43.4% very comfortable).
Approximately 76% of Providers (n = 230) reported that they
had enrolled a new family in virtual delivery of the SafeCare
program. The most commonly used applications for virtual
delivery were Zoom (50%), FaceTime (19%), and Google
Duo (15%). Providers overwhelmingly reported using their
smartphones for session delivery (n = 202, 66%). In terms of
family technology access, participants indicated that the ma-
jority of the families they serve own a smart device (n = 258,
87.8%) and reported that the parents they served had the skills
to use the smart device to engage effectively in a SafeCare
session (n = 231, 89.9%). Providers noted that approximately
21% of the families they serve do not have a sufficient data
plan to allow them to use the device effectively for SafeCare
sessions.

With regard to virtual delivery feedback specific to the
SafeCare modules, the large majority of participants 85.8%
(n = 212) reported that the Child Health module is similar or
easier to deliver virtually than in home visitation. This module
focuses largely on parental psychoeducation pertaining to
common childhood illness and injury and preventative health
care, with a practice component that consists of parents
responding to written scenarios for how to best respond to
illness and injury scenarios (i.e., treat at home, call the doctor,
go to emergency room). Conversely, for the other two
SafeCare modules (Home Safety, Parent-Child Interaction)
that both include more active skill modeling and practice in
the home environment, the majority of Providers indicated a
greater difficulty in remote delivery (n = 215, 87.4% for Home
Safety; n = 188, 77.4% for Parent-Child Interaction). Results

were mixed regarding family engagement in virtual delivery,
with 54.3% (n = 139) of participants reporting that SafeCare
session engagement for virtual delivery is either about the
same (39% respectively) or better than in-person sessions
(15.3% respectively); 45.3% (n = 115) endorsed less engage-
ment than during home visit delivery. SafeCare Provider par-
ticipants noted a variety of tactics they are utilizing to increase
virtual session engagement, including holding sessions at al-
ternate times (n = 230, 75.7%), using texts between sessions to
maintain connection (70.4%), dividing or chunking sessions
into parts (51.3%), and (19.6%) providing tablets or smart
devices to families in need. For this item, an “other” option
was included, and some Providers also reported, through an
open response option, dropping off care packages and sched-
uling “yard visits” to keep some connection with families in
person.

Participants indicated that families were progressing posi-
tively on SafeCare target skills during virtual delivery, with
approximately 60% noting that parent target skill improve-
ment is about the same rate or occurs more quickly as com-
pared to traditional home visit sessions. However, a consider-
able proportion (n = 98, 40.3%) of Providers noted that family
improvement was either a bit slower or much slower with
remote delivery. When asked for open ended feedback on
the successes of virtual delivery, participants shared numerous
examples of positive family engagement and progress. For
instance, one participant stated, “Parents are implementing
parent-child interaction skills a lot more since children are
home all day. Parents especially like to use these skills during
play time and homework time.” Several others included open
ended comments indicating that “parents have been engaged,”
“retention seems higher,” “parents like that sessions are less
intrusive since Providers are not required to be in home,” and
“clients are completing the modules with success and mastery
of target skills.” In terms of challenges, open ended comments
were largely focused on issues with technology and internet
connection, difficulties with the provider modeling parenting
and home safety skills for parents, and uncertainty about the
accurate assessment of home hazards and hazard removal to
promote child safety.

None of the chi-square analyses examining Aim 1 key
outcomes with SafeCare Provider experience or country of
residence were found to be significant. SafeCare experience
was not associated with Provider comfort with remote deliv-
ery (χ2 [4, N = 295], = 8.88, p = .064); family engagement (χ2

[4, N = 254], = 3.60, p = .463); or family improvement (χ2 [4,
N = 243], = 7.95, p = .094). Similarly, a significant association
did not emerge between Provider country of residence and
Provider opinion of family engagement (χ2 [4, N = 303], =
4.33, p = .363); family improvement (χ2 [4, N = 303], =
5.20, p = .268); likelihood of family smart device ownership
(χ2 [1, N = 303], = .004, p = .950); or family sufficient data
plan (χ2 [2, N = 303], = 2.57, p = .277).
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Aim 2: Workforce Concerns for Human Service
Professionals within the Context of COVID-19
Mitigation Efforts

Overall, COVID-19 has had a significant impact on the daily
life and habits of SafeCare Providers. The majority of partic-
ipants (n = 255, 85%) reported a moderate to extreme impact
on their own day-to-day lives as a result of COVID-19.
Providers reported that the most impacted daily habits includ-
ed leaving home less often (n = 253, 83.2%), socializing less
often (n = 230, 75.7%), and leaving home only for essential
needs (n = 208, 68.4%). The majority of participants also re-
ported increases in caretaking responsibilities for children or a
sick loved one (n = 140, 78.2%).

In terms of employment and financial impact, participants
reported that slowed business for someone in their household
(n = 77, 25.3%) and paying bills for things they are not cur-
rently using (n = 77, 25.3%), such as daycare, had the biggest
impact on their financial security. Notably, no Providers from
outside the US (Canadian and Australian respondents) report-
ed slowed business or paying bills for non-utilized services as
a concern. The majority of participants (n = 226, 75.3%) re-
ported that they did not experience a change in work hours, or
they worked the same number of hours but on a different
schedule. Only 15.3% of Providers reported working longer
hours.

When asked about the biggest ways in which the outbreak
has impacted their work, many Providers noted the impact of
delivering sessions virtually from their home environment as a
challenge in terms of maintaining confidentiality of clients
being served and home-life balance. For instance, in response
to the question “In what ways does COVID-19 impact your
personal ability to fulfill your role as a provider?”, one partic-
ipant noted, “Sessions were conducted in my home and it
could be difficult to find a space that would keep

confidentiality in place. Family members would sometimes
walk into the room [where] I was conducting sessions without
realizing I was on a call. They did not see the client, but it was
a distraction for me as a provider to have to tell them to leave
and then ensure to the family that their privacy was not
breached.” Another participant stated, “…having to balance
taking care of my son and work. I have to have my son do
more things independently while I am doing sessions.”
Similarly, another participant indicated, “Balancing work
and personal life is a major deal for many of us Providers.”
Several Providers also noted that they really miss having the
personal connection with families that in-person sessions al-
low. Another common response highlighted by several partic-
ipants acknowledged the challenge of being there for others in
a time when everyone is experiencing so much anxiety and
uncertainty. For instance, one Provider stated, “My personal
anxiety level has been high. At times it has been difficult to be
positive and helpful when families are struggling.” Similarly,
another Provider indicated, “It has been difficult mentally for
me to lose contact with friends and family and practicing self-
care, while attempting to continue to help consumers at work.”

Nearly three-quarters of participants (n = 218, 72.0%) re-
ported that they are moderately to extremely concerned about
becoming infected with COVID-19. A smaller majority indi-
cated they were moderately to extremely concerned about
contracting COVID-19 through work (n = 215, 67.9%). In
open ended responses to the question “How is the outbreak
affecting your quality of life and mental state?”, approximate-
ly 40.2% of participants noted feeling overwhelmed or
experiencing anxiety, stress, depression, or worry during this
time. In terms of self-care, participants described going for
walks (n = 219, 72.0%), connecting with loved ones using
technology (n = 213, 70.1%), making meals (n = 197,
64.8%), having more in-person family time (n = 150,

Table 1 Sample items and response options from the SafeCare COVID-19 provider survey

Number Item Response Options

52 In general, do most of your families own a smart device (computer with a
camera, smart phone, etc.)?

Yes or No

54 In general, do your families have a sufficient data plan to allow them to use
the device during SafeCare sessions?

Yes, No or Not sure

56 How would you rate your comfort with remote delivery technology
(computer with a camera, smart phone, tablet, etc.)?

Rated using a Likert Scale (1 = Extremely uncomfortable to
5 = Extremely comfortable)

62 Please select the response that most accurately describes the impact of
technology delivery on family engagement.

Rated using a Likert Scale (1 =Much less family engagement to
5 =Much more family engagement)

65 When sessions are delivered remotely, are families improving at the same
rates as they typically do for in-person sessions?

Rated using a Likert Scale (1 =Much slower remotely to
5 =Much quicker remotely)

92 As a result of the COVID-19 outbreak, have your work hours changed? Ranging from Fewer hours, No change, Same number of hours
but different schedule, Longer hours

96 Overall, how much is COVID-19 impacting your day-to-day life? Rated using a Likert Scale (1 =Not at all to 5 = Extremely)
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49.3%), doing creative activities (n = 127, 41.8%), and spend-
ing time on a hobby (n = 126, 41.4%).

Two chi-square analyses emerged as significant for out-
comes related to the impact of COVID-19 on the workforce
based on country of residence. Notably, Providers in the
United States were more likely than Providers from other na-
tions to be very or extremely concerned about contracting
COVID-19 (χ2 [4, N = 303], = 15.75, p = .003). 40.2% of
US Providers (n = 115) were very or extremely concerned
compared to only one Provider outside of the US (5.9%).
Slowed business was especially a problem for Providers in
the United States (χ2 [1, N = 303], = 4.58, p = .032), affecting
26.9% ofUS Providers (n = 77); no Providers from outside the
US reported this as a concern. SafeCare Provider experience
was associated with work hour changes (χ2 [3, N = 300], =
21.09, p = .012); Providers who had worked for less than
1 year were more likely to have their hours reduced (12.3%
compared to 8.4%) and more likely to have their schedule
changed (43.8% compared to 31.3%) than all other Providers.

Discussion

COVID-19 has increased risk factors associated with CM
perpetration worldwide, such as unemployment, reduced
income, alcohol abuse, intimate partner violence, and lim-
ited social support (Bright et al. 2018; Catalá-Miñana
et al. 2017; Lindo et al. 2018; Lowell and Renk 2017;
Paxson and Waldfogel 2002; Schenck-Fontaine et al.
2017). While there have been some reports that calls to
parent helplines have increased during the pandemic (Hurt
et al. 2020), child maltreatment allegations are lower than
would be expected for countries with similar mandated
reporting laws, like the U.S., Canada, and Australia, likely
due to limited child access to mandated reporters (Baron
et al. 2020). Evidence-based programs that serve families
involved with child protection and prevention service set-
tings have an increasingly broad reach and have been
found to reduce risk for CM perpetration and recidivism
(Chaffin et al. 2012; Howard and Brooks-Gunn 2009;
Supplee and Adirim 2012). Due to COVID-19, many of
these programs, which are delivered in the home setting
were suspended in the U.S. and abroad, resulting in a
quick shift to virtual session delivery. This exploratory
study examined the feasibility and effectiveness of virtual
delivery for one evidence-based program, SafeCare, by
surveying active SafeCare professionals working in the
U.S., Australia, and Canada. Additionally, the study ex-
amined current workforce concerns and challenges among
SafeCare Providers in the midst of the pandemic.

Notably, a majority of participants indicated they thought
that maltreatment risk would increase during the COVID-19
pandemic period. The data are also convincing that providers

remained committed to the continued delivery of child mal-
treatment prevention services during this time, with a substan-
tial number of SafeCare Providers reporting active delivery of
virtual sessions. Reported rates of SafeCare virtual delivery
were commensurate with what was reported in the larger field
of evidence-based home visiting in the recent HARC survey
report (O’Neill et al. 2020). Importantly, most families served
by SafeCare Providers do own a smart device and can effec-
tively use them for session participation; however, data plan
limitations and internet access for SafeCare families has neg-
atively impacted active and ongoing participation. Recent
PEW data indicate that approximately 71% of low-income
individuals (the majority of SafeCare families live in low
socioeconomic households; Whitaker et al. 2020) own a
smartphone, but a much smaller percentage (59%) have home
broadband access (Pew Research Center 2018, 2019). In con-
trast, 94% of Canadians have home internet access
(Theckedath 2020), and Australia is actively implementing
internet plans for low-income households with school aged
children as the result of the pandemic (Kidman 2020). It is
imperative that we invest in efforts to remove these logistical
barriers for all families to ensure equity and avoid exacerbat-
ing negative outcomes amongst the most at risk children and
families. Global strategies to ensure affordable access to tech-
nology and broadband are necessary to prevent increases in
access gaps for evidence-based programming, healthcare, and
education.

There were some discrepancies between SafeCare Provider
opinions and responses regarding the feasibility of virtual de-
livery according to SafeCare modules. Provider responses in-
dicated that the SafeCare module that is the most didactic,
Child Health, was the easiest to deliver virtually, while the
two modules with more modeling and active role play,
Home Safety and Parent-Child Interaction, were more chal-
lenging. There is a paucity of literature focused on how well
telehealth or virtual delivery lends itself to more active teach-
ing practices, such as modeling, role-play, and behavioral
practice, that are critical aspects of evidence-based behavioral
parenting interventions (Serketich and Dumas 1996) and a key
aspect of improving target behavioral skills related to child
maltreatment prevention. As the need for virtual delivery of
programming continues, it will be key for purveyors of pro-
grams and service providers to become more systematic in
their delivery of virtual programs. Purveyors may need to
create materials (e.g., video clips) that allow families to view
skills that are typically modeled, and create interfaces for fam-
ilies to submit rehearsal examples for review. Ironically, this
may improve practice beyond in-person delivery as more con-
sistency may emerge in how skills are modeled and reviewed.

In terms of family engagement and program effectiveness,
SafeCare Providers’ responses were mostly positive, suggest-
ing that families are actively engaged and making positive
progress in target skills. Providers reported several
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considerations and augmentations they were implementing to
ensure positive engagement, with flexibility of session deliv-
ery time (evening and weekend delivery) and chunking of one
session into multiple shorter sessions being two very com-
monly implemented strategies. While parent target skill mas-
tery is reportedly taking longer to achieve via virtual delivery,
Providers reported that parents are continuing to achieve skill
mastery and success with this delivery format. Interestingly,
some Providers commented on the increased opportunity that
parents have to practice and implement the SafeCare skills
they learn in session during the pandemic, and that the in-
creased time with children appears to positively impact parent
motivation to use the skills they are learning. Additionally,
some Providers noted that the virtual delivery is perceived as
less intrusive by parent program participants, given they can
get the benefit of the service without allowing a provider into
their home. Virtual delivery challenges were also noted, with
the unreliability of technology being the most commonly re-
ported. Other challenges include Providers struggling with
target skill modeling and conducting accurate assessments,
given the lack of best practice guidelines for how to navigate
these skills over technology.

With regard to impact on the workforce, it is clear that
SafeCare Providers’ daily lives and habits are deeply impacted
by the pandemic, especially in terms of home restrictions,
decreased socializing, and increased caretaking responsibili-
ties. Work responsibilities and finances were reportedly sig-
nificantly impacted for approximately a quarter of the provid-
er participants. Of note, based on the survey responses, U.S.
SafeCare Providers’ employment, especially related to de-
creased work hours, were significantly more impacted than
Canadian and Australian Providers. Emerging literature sug-
gests that rates/projection of unemployment are fairly consis-
tent across the U.S., Canada, and Australia (approximately 10
to 15%; Lemieux et al. 2020); however, perhaps human ser-
vices positions are being differentially impacted. This would
not be surprising based on the substantial differences that exist
for policy and funding for human services across these coun-
tries. As would be expected, Providers who were newest to the
job were also the most likely to experience reduced or
changed hours.

SafeCare Providers are concerned about being infected
with COVID-19 through work, with Providers living in the
U.S. reporting significantly more concern than their Canadian
and Australian counterparts. Despite these fears, SafeCare
Providers are clearly engaged in their work and committed
to continuing serving their caseloads however possible. This
commitment has not been without negative consequences, as
the Providers reported challenges with work-life balance and
with managing their own feelings of anxiety, worry, and de-
pression. Importantly, SafeCare Providers reported engaging
in numerous positive self-care behaviors. Prior research has
demonstrated that personal self-care activities play a critical

role in reducing burnout and secondary trauma among human
service professionals (Salloum et al. 2019). Thus, it is critical
that supervisors and administrators supporting those working
in human services, especially in the midst of this pandemic,
are encouraging quality self-care to buffer negative outcomes
for these critical professionals.

Study Strengths and Limitations

This study is the first to examine the impact of the COVID-19
pandemic on the delivery of an evidence-based child maltreat-
ment home visiting program that has transitioned to virtual
delivery, as well as the impact of COVID-19 on the workforce
responsible for delivering these programs. However, there
were some limitations to the study. The data were collected
with a convenience sample, and approximately 29% of those
invited completed the survey. Thus, there may be some bias or
unanticipated motivations for the percent of Providers who
completed the survey. For instance, perhaps those that
responded were more greatly impacted by the pandemic and
resulting circumstances, which made them more willing to
participate. Or perhaps the converse is true, with those indi-
viduals not as impacted by COVID-19 having more time and
energy to participate in such a survey. Unfortunately, this
study did not allow for the comparison of Provider respon-
dents to non-respondents on any variables that could allow us
to determine if there are existing significant differences be-
tween groups.

The survey was self-reported, and all biases related to this
form of data collection are relevant. Data collection occurred
in June 2020 and may not accurately represent the impact of
the pandemic during the most extreme restriction periods, or
how the impact of the continued rise of cases in the U.S.
occurring in July 2020 and beyond might impact ongoing
virtual delivery and the workforce. Finally, no family-level
data collection occurred, so the reports on family engagement
and intervention progress are the subjective impressions of
Providers and does not offer descriptors of families that were
perhaps the most negatively impacted by COVID-19 with
regard to the outcomes explored.

Future Directions in Virtual Delivery of CM Prevention
Programming

Given the risks impacting our world’s most vulnerable fami-
lies during the COVID-19 pandemic, it is imperative to ensure
effective and sustainable delivery of evidence-based programs
that can reduce maltreatment risk for young children. Much
more research is needed to ensure that virtual program deliv-
ery will lead to similar positive outcomes as in-person deliv-
ery, as well as an explication of the benefits and challenges
associated with this delivery approach. Additional evidence
supporting the successful virtual delivery of evidence-based
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CM prevention programming could lead to important benefits
for the field as a whole, especially with regard to costs and
time burden associated with home visiting program delivery.
Much more research is needed with the parent consumers of
these programs, to assess their feedback and preferences. If
some parents prefer this mode of delivery given the higher
flexibility and lower intrusiveness, as was suggested by
SafeCare Providers who completed the current survey, then
our field must respond in moving forward with identifying
best practices and addressing challenges involved with virtual
delivery.

For purveyors of evidence-based CM prevention program-
ming, the results of this survey offer some information on how
to best support program providers in transitioning to virtual
delivery. First, we must reconsider our messaging about pro-
gram fidelity. Many evidence-based programs have strict re-
quirements for both the program curriculum and process of
delivery. If we engage in a shift of the delivery process, then
we must ensure that the curriculum is flexible enough to shift
across delivery modes and maintain the active ingredients that
lead to positive outcomes for parents and families. Second,
purveyors should consider what supports are needed to ensure
effective virtual delivery. Offering webinars, connecting pro-
viders delivering programming in similar settings (e.g., set-
tings where broadband issues may be greater), and treating
best practice guidelines as a fluid document to be revised as
lessons are learned, are just a few of the many suggestions the
current survey feedback offered. Third, it is important to con-
sider which curriculum adaptations are needed to advance
virtual delivery, especially for assessments and programmatic
materials that need to be shared with clients. Further, under-
standing if these program curricula should be augmented with
information on COVID-19 is a consideration. Fourth, efforts
encouraging and supporting positive provider self-care to ad-
dress their own anxiety, household changes, and employment
requirements are sorely needed. Given the personal impact of
the current pandemic on trained SafeCare Providers, and al-
though this study did not address parent-level outcomes, it
may be worth noting that purveyors may want to consider
the impact of incorporating parent self-care into curriculum
adaptations on child maltreatment outcomes. Lastly, pur-
veyors must consider what their recommended options for
program delivery will be once home visits become safer.
Will the programs remain flexible and consider hybrid ap-
proaches to delivery, or return to the status quo?

In conclusion, perhaps the two largest issues the CM pre-
vention field must consider with virtual delivery is family
access and child safety. Issues related to data plans and inter-
net availability, or lack thereof, could increase disparities and
reduce program reach for families who do not have the con-
sistent access and, consequently, capacity for participating in
virtual delivery. Also, we must better understand how well
providers can accurately assess child safety and maltreatment

risk virtually. That is, what are program providers able to
effectively observe and assess in terms of child safety through
technology, and how does this impact mandated reporting.
These questions, and the further study of them within the
context of randomized, prospective research designs, are im-
perative to the effective establishment of the next phase of
child maltreatment prevention program delivery during the
pandemic and beyond.
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