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a b s t r a c t
A singular parent-support program is limited in its ability to address multiple child and family needs. One
innovative solution is braiding, a process in which two evidence-based programs are systematically combined as a newly tailored, cohesive curriculum. In this paper we describe the systematic braiding of two
®
®
parent-support curricula, Parents as Teachers and SafeCare . We highlight implementation challenges
to inform future planning and braiding efforts. Based on qualitative data (n = 13), we discuss five lessons
learned, including identifying a pedagogical approach and sustainability at the model- and site-level.
Implications and future directions for braiding and implementation are also discussed.
© 2017 Colegio Oficial de Psicólogos de Madrid. Published by Elsevier España, S.L.U. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

Introducción de un currículo de apoyo parental «enlazado» con base en el
hogar: lecciones aprendidas
r e s u m e n
Palabras clave:
Introducción
Programas basados en evidencia
Braiding
Bienestar infantil

El programa de apoyo parental en solitario se ve limitado por su capacidad para abordar las múltiples
necesidades de niños y familias. Una solución innovadora es el braiding (enlazado), un proceso en el
que se combinan sistemáticamente dos programas basados en evidencia, como currículo cohesivo y de
nuevo diseño. En este documento describimos el braiding sistemático de dos currículos de apoyo parental,
®
®
«Parents as Teachers »y «SafeCare ». Hacemos hincapié en las dificultades de su introducción para informar sobre la planificación futura y los resultados del braiding. Basándonos en los datos cualitativos (n = 13),
comentamos cinco lecciones aprendidas, incluyendo la identificación de un enfoque pedagógico y la
sostenibilidad en relación con el modelo y la localización. También abordamos las direcciones futuras en
cuanto a braiding y su introducción.
© 2017 Colegio Oficial de Psicólogos de Madrid. Publicado por Elsevier España, S.L.U. Este es un
artı́culo Open Access bajo la licencia CC BY-NC-ND (http://creativecommons.org/licenses/by-nc-nd/4.0/
).

Unlike child mental health services, there is not a central diagnosis schema guiding child welfare service provision and, as such,
there is a lack of consensus of the best intervention practices (Barth
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& Lee, 2014). Despite the existence of many evidence-informed parent support models, no single model or program comprehensively
addresses the complex needs of all children and families (Powell,
Bosk, et al., 2015) and, further, not all children and families have the
same needs. In some cases, parents have co-occurring issues such
as substance use or mental health that need to be addressed (Barth,
2009) prior to modifying parenting skills. In other cases, children’s
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trauma symptoms (Cohen & Mannarino, 2017) may first require
attention. In addition to variation in needs, there are variations
among the extant parent-support models related to the mechanisms for referral (e.g., mandated or voluntary), prevention needs
and targets (e.g., primary or secondary prevention and broader
risk factors), and infrastructure capabilities and capacity (e.g., educational background of providers) (Guastaferro & Lutzker, 2017;
Sweet & Appelbaum, 2004). Variation is a functional necessity. Any
given model is unlikely to address all of a family’s needs, and even
if such a model existed, it would be cumbersome to implement and
unlikely easily disseminated. Further, it is unclear whether all intervention components are necessary to produce behavior change or
lower risk for any given family receiving a comprehensive program.
There is a fine balance in meeting the needs of children and families
and adhering to the guiding principle of parsimony (Berliner et al.,
2015).
In practice, agencies are often limited to implementing one
model due to funder requirements or as a function of available
resources. Thus, agencies must ascertain which model is most in
line with the needs of the majority of families served. Providers
must also contend with family circumstances that challenge program engagement and thereby success (DuMont et al., 2008;
Torres, Fitzgerald, & Shipman, 2014). Therefore, innovative implementation strategies and multicomponent intervention strategies
are needed to maximize resources and the impact of behavioral
interventions related to improving the well-being of children and
families (Aarons, Hurlburt, & Horwitz, 2011). Systematic braiding, a burgeoning practice in which complementary models are
combined while maintaining fidelity to the curriculum of each individual model (Guastaferro et al., 2017), is one approach. The braided
approach is guided by model purveyors and delivered to all families
with fidelity monitored throughout the implementation process.
In response to the need for innovative and multicomponent
intervention strategies, we implemented systematic braiding of
two parent-support curricula in an effectiveness trial focused on
improving the well-being of children and families. We examined
whether the systematic braiding approach could comprehensively address the multiple needs of families. Though providers
commonly deliver different parent-support models to different
families, or multiple models to the same family sequentially
(Aarons & Palinkas, 2007), to our knowledge this was the first
effort to systematically braid two evidence-based home-based parent support models. Given that fit between the program and the
setting is an important determinant of implementation (Aarons
et al., 2011), it is key to examine challenges to implementation
when braiding two evidence-based models, each of which may differ with respect to demands from the system. The aim of this paper
is to reflect upon implementation-specific lessons learned from the
preparation for and implementation of the effectiveness trial to
inform others who are interested in similar braided work. Thus,
the focus of this paper is not on the outcomes of the effectiveness
trial, though we recognize the importance of considering outcomes
with these implementation lessons. Outcomes will be presented in
future publications.

Method
Parents as Teachers and SafeCare at Home (PATSCH) is the
product of the coordinated effort of the Parents as Teachers (PAT)
and National Center National SafeCare Training and Research
®
Center. PAT is focused on parent–child interaction, developmentcentered parenting, and family well-being (Albritton, Klotz, &
Roberson, 2003). Families who are typically voluntary are enrolled
between birth and kindergarten and receive services for at least
two years. The families receive home visits, developmental/health

screenings, participate in group meetings, and are referred to community resources as needed. The program has demonstrated a
positive effect on child and parent outcomes related to school readiness (Zigler, Pfannenstiel, & Seitz, 2008). The providers, referred to
as parent educators, serve multiple children within a family’s home
and, thus, may provide services to a family for multiple years.
®
SafeCare is an in-home parent support model designed for families at-risk or reported for maltreatment with children aged birth
to five (Guastaferro & Lutzker, 2017; Rostad, Lutzker, & Guastaferro,
2016). Over the course of 18 weekly sessions, parents are trained
in parent-infant/child interaction, home safety, and child health.
SafeCare has demonstrated effectiveness in improving parenting
behaviors and reducing recidivism rates, specifically neglect, in
child welfare populations (Chaffin, Hecht, Bard, Silovsky, & Beasley,
2012).
The term ‘braid’ was selected to reflect the manner in which the
unique elements of the individual models are still apparent, but
also overlap. Fig. 1 depicts elements unique to the PAT and SafeCare models, respectively, as well as highlights shared elements.
Aspects in the shared column are found in both models and not
listed additionally under each model. For example, both models
are provided in-home, but the PAT model also includes group settings and the option for center-based delivery. Details of curriculum
development were described elsewhere (Guastaferro et al., 2017).
Research design: The project was funded by the Annie E. Casey
Foundation {excluded for blind review} and administered by a
research team at Georgia State University {excluded for blind
review}. All research was approved by the University Institutional
Review Board. An overview of the research design and methodology for the effectiveness trial is described in Table 1 for the context
of the lessons learned.
The braided curriculum was developed, tested, and revised
in the Pilot Phase. The braided curriculum had four sessions per
module, two of which were braided. Braided sessions included
three areas of emphasis from the PAT model (i.e., developmental parenting, family well-being, and parent–child interactions)
such that sessions met the essential requirements specified by
PAT. Following the Pilot Phase, the Effectiveness Trial began at
existing PAT sites. The study was implemented in three states and
Table 1
Overview of research question, design, and methodology.
Research question:

Does combining Parents as Teachers (PAT) and
SafeCare result in better outcomes for families
compared to PAT alone?
Outcomes of interest:
Parenting behaviors, child development,
school readiness, and overall risk for child
maltreatment
Cluster randomized trial
Research design:
Audio-Computer Assisted Self-Interview;
Methodology:
assessed at three time points (baseline,
6-months, and 12-months post-enrollment)
• Pilot Phase (2011–2012): Developed braided curriculum, pilot tested,
conducted qualitative interviews with parents and providers, and revised
curriculum (described in Guastaferro et al., 2017)
• Effectiveness Trial (2012–2016): Existing PAT sites in Georgia, North
Carolina, and South Carolina were recruited to the study and randomized
to either the PATSCH group or PAT Only group. A total of 23 sites were
recruited to participate; however, due to unforeseen circumstances, only
16 sites were active to some extent during the trial (8 PATSCH, 8 PAT
Only). Of these sites, a total of 159 families were enrolled in the trial (n = 67
in the PATSCH condition, n = 92 in the PAT Only condition). Outcomes from
the trial will be presented in future publications.
• Qualitative Component (2015–2016): Following PATSCH
implementation, interviews were conducted with six PATSCH sites (n = 13;
2 supervisors and 11 parent educators) to obtain feedback on
implementation efforts. The purpose was to inform revisions to the
braided curriculum and to garner insight about what factors were relevant
to the dissemination and implementation of the braided program from the
site perspective.
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Element
Participants
Focus
Session type

Unique to PAT
Primarily voluntary enrollment
(varies by site)

Shared

Unique to Safecare
Targeted to families at-risk or
involved with child welfare

Child development

Parent skill-training

Delivery

Group Connections; Resource
Network
Group settings; center-based

Dosage

Monthly; bi-weekly if high risk

Weekly

Through the child’s enrollment in
Kindergarten
All children in the home

18-sessions

Length of
involvement
# of children
involved
content

Assessment

Individual
In-home

Identified/targeted child

Development centered parenting and Parent-child/Parent-infant Home safety and child health
interactions
family well-being
(e.g., parenting behaviors)
Developmental screenings and
Observational (e.g., number of
hazards in home, decision
family-centered assessments
making process for child health
intervention)

Empowerment, self-efficacy,
developmental parenting approach,
and attribution theory
Provider
minimum HS/GED plus 2yrs
experience
Characteristics
Fidelity Monitoring
Reflective supervision; quality
assurance guidelines; essential
requirements; quality standards

Theoretical
underpinnings

Ecological systems

Social learning theory,
applied behavior analysis
Minimum bachelor’s degree
Coaching (e.g., audio recording
of sessions and feedback)

Fig. 1. Conceptual diagram: shared and unique elements by model.

examined the effect of PATSCH compared to PAT alone with regard
to parenting behaviors and overall risk for child maltreatment.
Randomization occurred at the site level to avoid contamination
within sites. Parent educators at all sites were asked to approach
families who met at least two of the inclusion criteria (e.g., low
income, low educational attainment, teen parent, single parent, or
non-native English speaking) with the opportunity to participate
in the research project. Families who did not participate continued
their involvement with PAT. Families who decided to participate
were consented by local data collectors and completed research
assessments at 3 time points: baseline, 6-months post-enrollment,
and 12-months post-enrollment. After PATSCH sites finished
delivering the PATSCH curriculum, two members of the research
team interviewed parent educators and supervisors at six sites
who actively implemented PATSCH during the Effectiveness Trial.
Though there were eight PATSCH sites active during the trial, only
six had staff and funding at the end of the Effectiveness Trial (e.g.,
it was not possible to contact the parent educators and supervisors
at two of the PATSCH sites). All parent educators and supervisors
at the 6 PATSCH sites (n = 13) were invited and agreed to participate in the interviews. Complete demographic information was
not collected as part of the interview; the rationale being that
demographic information on the parent educators was collected
as part of the effectiveness trial. Because demographic information
was not collected for the supervisors, and, as such, demographic
characteristics would be incomplete, the demographic characteristics of interviewees is not presented here. However, as
part of an introduction to the interviewers, and to contextualize
comments, participants shared their years of experience as a

provider/supervisor; the average number of years of experience
was 11 years (range: 3–17 years). All interviewees were female.
The purpose of the interviews was to discuss PATSCH specific
implementation successes and challenges. The interviews were
conducted soon after the parent educators completed implementing the curriculum, prior to completing the outcome assessments,
so as to capitalize on their experience. The semi-structured interviews were conducted in groups at each site, lasted approximately
one hour, were audio recorded, and transcribed verbatim. Using a
combination of the grounded theory (Corbin & Strauss, 2008) and
phenomenological (Larkin, Watts, & Clifton, 2006) approaches, the
interviews were coded thematically by the interviewers resulting
in the organization of the lessons learned described below.
Discussion: lessons learned
We identified five key lessons learned from this novel implementation endeavor. In this section we discuss the context of these
implementation lessons learned and suggest future solutions to
these challenges. These lessons learned span multiple implementation levels (e.g., provider, site, model); as such, though Lessons 3
and 4 do not have direct quotes from the interviewees as the other
3 lessons do, all lessons described here are directly informed by
the interviews. A comprehensive list of lessons learned and offered
solutions are presented in Table 2.
Lesson 1: Reconciling intervention approaches: Even when
evidence-based programs have overlapping program goals and
similar theoretical foundations, the introduction of additional constructs may create a marked difference in the implementation of
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Table 2
List of challenges, lessons learned, and suggestions.
Challenge

Key phrase

Lesson learned

Suggestions for the future

1

Reconciling Intervention
Strategies

“[thrown] for a loop”

Pedagogical and philosophical approaches can
be markedly different even when models
emanate from the same theory or field.

2

Anchoring a Braided
Curriculum

“doesn’t make sense”

Creating a braided curriculum is only a portion
of the challenge. Braided curriculum
development must consider the ‘anchors’ for
the curriculum structure (e.g., delivery),
implementation, and provider training.

• Train all members of the research
team in both models
• Consider using Intervention Mapping
method to clearly identify need,
operationalize objectives, select
intervention method, and design
implementation approach
• Consider the criteria for
implementing a braided curriculum
(e.g., what must the provider be
trained in first) and how it differs from
what providers begin knowing

3

Sustaining Inter-model
Partnerships

“owner?”

4

Sustainability at the Site
Level

“buy-in”

A recipient of grant funds may inherently
become the ‘owner’ of the braided curriculum.
However, this is not sufficient in the
sustainability of the braided effort beyond the
funding period.
Agency leadership is tasked with determining
what models will be implemented. However,
the buy-in of providers is essential to the
sustainability of project, particularly in an
applied research setting.

5

Using Providers as
Research Conduits

“[stronger] as a parent
educator”

In applied research, it may be necessary to rely
on providers to complete research tasks (e.g.,
recruitment). However, this may have an
adverse effect on the provider–client
relationship. Mechanisms to reduce this
possibility are essential to the sustainability of
a research effort and collaboration with service
providers.

the intervention (e.g., Empowerment or Attribution Theory specific
to PAT and Social Learning Theory/Applied Behavior Analysis specific to SafeCare). In proposing this braided curriculum, we assumed
the common program delivery mode and goals would facilitate
the integration of the curricula; the PAT providers would simply
deliver new content, not necessarily change the manner in which
they interacted with families. This was true to some extent, however, the way in which content was taught was also different and
required consideration.
The SafeCare behavioral intervention involves skill training with
ongoing behavioral assessments that inform providers about parents’ mastery of the skills. For example, in the Safety module, the
provider uses a structured checklist to count the number of accessible hazards in homes. It became clear that the differences in
approaches were greater than anticipated. PAT does not typically
conduct formal assessments of parenting behaviors via a standardized assessment form. Instead, the pedagogical approach is
didactic and modeling oriented. The utilization of new intervention approaches in the braided curriculum made PATSCH providers
uneasy in training because it was a shift in the manner they interacted with their families, though this unease diminished with time.
Maintaining intervention fidelity and ensuring the intervention
is delivered as designed is key to maximizing potential benefits
(Aarons et al., 2011; Metz & Bartley, 2012; Schoenwald et al., 2011).
Fidelity is especially important when combining two interventions that conceptualize fidelity differently. For SafeCare, fidelity
is assessed by observing (or listening via audio recording) how a
given module is delivered during sessions. For PAT, fidelity is not
assessed through direct observation, but through broader fidelity
measures, referred to as Essential Requirements that target leadership/staffing, service provision (e.g., reflective supervision in which
parent educators process the manner in which their emotional
responses affect the services being delivered; Parlakian, 2002), and

• Establish agreement of ‘ownership’ at
conception of braided project
• Consider if braided curriculum is a
self-sustaining entity
• The buy-in from providers of a
braided curriculum must be cultivated
early on as a part of site recruitment
• Model developers might consider
creating a readiness assessment for
sites interested in implementing a
braided curriculum
• The research team must build
mechanisms that are easy to use in an
applied setting such that it is not a
burden to caseloads

evaluation as well as Quality Standards (e.g., implementation standards). The audio recording and coaching sessions used in SafeCare
standard delivery were directly applied to PATSCH. The introduction of the audio recordings of home sessions for fidelity monitoring
was a challenge, and as one parent educator put it, “threw [parent
educators and families] for a loop.”
The lesson learned is that in developing a braided curriculum, more than the content and theoretical orientation must
be considered. The objectives of a braided curriculum must be
operationalized and aligned with intervention and implementation
strategies representative of the two models being braided, but specific to the braided curriculum. This balance requires structured
compromise. Powell and colleagues (2015) offer suggestions as to
how disparate implementation strategies between two curricula
could be selected and tailored. The Intervention Mapping approach
balances theory, evidence, and stakeholder perspectives. It involves
a needs assessment, operationalization of program objectives,
matching of intervention methods to those objectives, and the
design of an implementation strategy (Bartholomew, Markham,
Mullen, & Frenandez, 2015; Powell, Beidas, et al., 2015). Though
we did not use this approach in our braided approach, it is likely
that it may be useful in future efforts to braid existing curricula.
Lesson 2: anchoring a braided curriculum: The development of a
braided curriculum requires the actual braiding of models, but also
must consider the foundation, or the ‘anchor’, for the new product.
This differs from the intervention style because anchoring focuses
on how the provider might use the braided curriculum. PAT functioned as the ‘delivery anchor’, or the common starting point, for
all PATSCH providers because the parent educators were already
trained in and implementing PAT, and SafeCare was implemented
within the context of a PAT service. The PATSCH curriculum utilized
the SafeCare manualized session structure as the ‘implementation
anchor’ (see Guastaferro et al., 2017 for an example of session
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outlines). The implementation of PATSCH required some parent
educators to alter considerably their interactions and involvement
with the families they served. This may have included a combination of one or more of the following factors: an increase in the
frequency with which they visited families (e.g., transitioning from
visiting once-a-month to bi-weekly); audio recording sessions for
fidelity; and, introducing a session structure focused on training
behaviors, thus differing from parent-directed conversation (e.g.,
pedagogical approach of applied behavior analysis compared to
Empowerment Theory).
The function of PAT as the delivery anchor and SafeCare as
the implementation anchor was discussed by parent educators in
our qualitative interviews as what we have called an “anchoring
mismatch.” There was an apparent disconnect for the providers
between how and what they were trained to do in PAT and what
they learned to do in PATSCH. One parent educator with particularly
strong feelings of disconnect even stated: “The braid doesn’t work.
There are similar goals, but different approaches.” Planned anchoring
and implementation support built around the anchor may reduce
this friction in future braided efforts.
Lesson 3: sustainability of a braided curriculum: Braiding inherently requires the cooperation and collaboration of two models
beyond the provider level. The comments of the parent educators, as evident in excerpts shared in Lessons 1 and 2, emphasized
the importance of determining ‘ownership’ of the braided curriculum. This is related to the delivery anchor: a PAT site could
adopt PATSCH, whereas a SafeCare site could not. In our case, funding support necessitated that staff at National SafeCare Training
and Research Center take the lead on much of the work utilizing input and resources provided by the PAT National Center.
PATSCH is conceptually a coordinated effort by SafeCare and PAT,
but the sustainability of the model requires consideration of which
model takes leadership in pursuing further funding to improve the
evidence-base. Cooperative agreements and memoranda of understanding are practical solutions, but sustainability in this context
extends to intellectual property where the boundaries become
blurred. In the context of PATSCH specifically, our team considered the following questions: does PATSCH exist as a self-sustaining
entity? Or, because it relies on provider experience in PAT does it
exist as a component of PAT? Or, because some of the added content is specific to SafeCare, is PATSCH an adaptation of SafeCare?
Though our models have not yet collectively reached a solution
to this important lesson at the time of writing, we suggest that
future braided efforts establish this agreement at inception of such
an effort.
Lesson 4: building sustainability at the site level: Successful implementation of any curriculum is dependent on buy-in by providers
(Metz & Bartley, 2012). During the Pilot Phase, the initial conversations about the braided curriculum at some sites were with
site supervisors and with supervisors and providers at others
(Guastaferro et al., 2017). Of the two pilot sites trained in PATSCH,
the one site that was recruited through conversation with only site
supervisors discontinued participation following the Pilot Phase
because of the perceived added time commitment to their already
high caseloads. In contrast, the pilot site that was recruited through
conversations with both the supervisor and parent educators
remained active in the Effectiveness Trial. This provided us with a
valuable lesson that we carried forward in the process of recruiting
other sites, being sure to discuss the requirement with supervisors and staff. Providers are most familiar with their caseloads,
potential participants, and whether their families would benefit
from the braided curriculum. In typical SafeCare implementation
a readiness assessment, a tool commonly used in implementation
science, is conducted with interested sites. Future braided efforts
may benefit from developing a readiness assessment specific to the
implementation of a braided curriculum.

185

Lesson 5: impact of research on provider–client relationship: Our
trial was not possible without the assistance of the parent educators at control and PATSCH sites. They became the conduits of
the family enrollment aspect of the research project, a task they
were not necessarily familiar with and which they were not necessarily comfortable. Third party data collectors administered the
research assessments which included a computer questionnaire, a
video recorded parent–child interaction, and environmental scan of
two rooms. At least some parent educators believed use of video for
the research negatively affected their relationships with families,
some of whom they had been serving for some years. One parent educator shared the effect of PATSCH, specifically the research
assessments, on her relationship with a family: “When I started talking about filming, um for the safety part. . . it scared her. As a matter
of fact, ever since then we have met here at the school. She has not
even wanted [me] in her home ever since then.” Other parent educators described the positive effect on families: “I see families all
the time that, I just feel like I can use that Safety and Health piece
all the time.” Parent educators also shared how parents positively
responded to aspects of the braided curriculum, such as Safety: “I
was walking around the house and showing them. . . a little detail that
they never thought about before. They were really more careful about
things around their house.”
The lesson is the introduction of research into the dynamic
between service provider and family may be positive or negative
and it is the responsibility of the researchers to reduce negative
impacts as much as possible. Overall, parent educators had a positive take on their involvement:
“PATSCH has helped me learn how to approach them about
safety concerns in the home, how to talk about the importance
of a medical provider, how to support them through noticing and
observing health crises, and trying to identify health concerns earlier...it’s strengthened me as a parent educator...”

Conclusion
The objective of this paper was to describe the lessons learned
from the implementation of a braided curriculum with the goal
of informing future braiding efforts. Braiding offers one potential
solution to better meet the comprehensive needs and improve the
well-being of children and families. Of course, neither PATSCH nor
any other program will meet the needs of all families. There has
been very little systematic work to understand which programs are
most effective for particular kinds of families based on risk factors,
needs, or even expressed desires.
Although the results of the Effectiveness Trial described here
are forthcoming, there is a burgeoning interest in the concept of
braided efforts and the braided approach is increasingly supported
by researchers, model developers, and funders (Guastaferro et al.,
2017). However, an alternative perspective on combining curricula
is worth noting. This perspective may be called the “less is more”
approach. Some have argued that programs with a few specific
intervention targets will ultimately be more effective and successful than broader programs (Berliner et al., 2015). It may not
be possible to address every need a family may have, especially
for very high risk families such as those in the child welfare system. There are obvious resource issues: more intervention costs
more money and families may only tolerate a degree of intervention before they burn out and/or drop out. It could be that
the development of new skills in a few key areas fosters families’ ability to learn other skills on their own. There is a body of
data, at least related to parenting, that indicates more intervention
detracts from program effectiveness (Bakermans-Kranenburg, van
IJzendoorn, & Juffer, 2003; Kaminski, Valle, Filene, & Boyle, 2008).
Further research to this end is warranted.
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The research on braided programs is nascent. In the development of PATSCH we relied to some degree on intuition. A
more effectively braided curriculum might be developed with
more empirical data. We do not know which, if any, of the
components that comprise PATSCH directly affect outcomes. An
emerging framework to provide that empirical evidence is the
multiphase optimization strategy (MOST). The goal is to engineer
an optimized behavioral intervention that meets predetermined
standards (expressed as an optimization criterion), is efficient
(i.e., makes good use of resources), and is scalable with impact
on outcomes of interest (Collins, Kugler, & Gwadz, 2016; Collins,
Nahum-Shani, & Almirall, 2014). Examples of fields in which MOST
has been applied include smoking cessation (Baker et al., 2015),
substance use and sexual risk prevention (Caldwell et al., 2012),
weight loss (Pellegrini, Hoffman, Collins, & Spring, 2014, 2016), and
regulation of gestational weight gain (Dong et al., 2013). MOST is
directly applicable to the objectives of PATSCH: to develop a parentsupport intervention that brings together components from two
evidence-based programs to better address multiple risk factors.
Future research might apply the MOST framework to the concept
of braiding.
Ultimately, the goal is to provide the most effective intervention
to each family (Gardner, 2016). Ideally, we would have research
and assessments to determine which interventions would do that
based on family profiles, risk, demographics, or preferences. However, the field of maltreatment prevention has not yet reached that
level of sophistication and it is clear that no single program is a
best fit for every family. Strategies such as braiding, the “less is
more” approach, and MOST provide frameworks for determining
next steps in intervention development and evaluation as we seek
to provide better services for families.
Funding
The research was supported by the Annie E. Casey Foundation.
During the preparation of the manuscript for publication, K. Guastaferro was supported by award T32 DA 017629 and P50 DA 039838
from the National Institute on Drug Abuse. The content is solely the
responsibility of the authors and does not necessarily represent the
official views of The National Institute on Drug Abuse.
Conflicts of interest
The authors have no conflicts of interest to declare.
Acknowledgements
We would like to thank Maithili Bhat and Ambra Noble for their
help transcribing the interviews, and Jon Reader for reviewing an
early draft of the manuscript.
References
Aarons, G. A., Hurlburt, M., & Horwitz, S. M. (2011). Advancing a conceptual model of
evidence-based practice implementation in public service sectors. Administration and Policy in Mental Health and Mental Health Services Research, 38(1), 4–23.
http://dx.doi.org/10.1007/s10488-010-0327-7
Aarons, G. A., & Palinkas, L. A. (2007). Implementation of evidence-based
practice in child welfare: Service provider perspectives. Administration and
Policy in Mental Health and Mental Health Services Research, 34(4), 411–419.
http://dx.doi.org/10.1007/s10488-007-0121-3
Albritton, S., Klotz, J., & Roberson, T. (2003). Parents as teachers: Advancing parent
involvement in a child’s education. In Annual meeting of the Mid-South Educational Research Association. Biloxi.
Baker, T. B., Collins, L. M., Mermelstein, R., Piper, M. E., Schlam, T. R., Cook, J. W., et al.
(2015). Enhancing the effectiveness of smoking treatment research: Conceptual
bases and progress. Addiction, 107–116. http://dx.doi.org/10.1111/add.13154
Bakermans-Kranenburg, M. J., van IJzendoorn, M. H., & Juffer, F. (2003). Less
is more: Meta-analyses of sensitivity and attachment interventions in

early childhood. Psychological Bulletin, 129(2), 195–215. http://dx.doi.org/10.
1037/0033-2909.129.2.195
Barth, R. P. (2009). Preventing child abuse and neglect with parent training:
Evidence and opportunities. Future Child, 19(2), 95–118. http://dx.doi.org/
10.1353/foc.0.0031
Barth, R. P., & Lee, B. R. (2014). Common elements and common factors approaches
to evidence-informed children’s services: Stacking the building blocks of effective practice. In A. Shlonsky, & R. Benbenishty (Eds.), From evidence to outcomes
in child welfare (pp. 59–82). New York: Oxford University Press. Retrieved
from https://books.google.com/books?id=ag7sAQAAQBAJ&dq=%22+common
+elements+approach%22+%2B+%22child+welfare%22&lr=
Bartholomew, L. K., Markham, C., Mullen, P., & Frenandez, M. E. (2015). Planning models for theory-based health promotion interventions. In K. Glanz,
B. K. Rimer, & K. Viswanath (Eds.), Health behavior: Theory, research and
practice (5th ed., pp. 359–388). San Francisco, CA: Jossey-Bass. Retrieved from
https://books.google.com/books?id=PhUWCgAAQBAJ&printsec=frontcover
&source=gbs ge summary r&cad=0#v=onepage&q&f=false
Berliner, L., Fitzgerald, M. M., Dorsey, S., Chaffin, M., Ondersma, S. J., & Wilson, C. (2015). Report of the APSAC Task Force on evidence-based service
planning guidelines for child welfare. Child Maltreatment, 20(1), 6–16.
http://dx.doi.org/10.1177/1077559514562066
Caldwell, L. L., Smith, E. A., Collins, L. M., Graham, J. W., Lai, M., Wegner, L.,
et al. (2012). Translational research in South Africa: Evaluating implementation quality using a factorial design. Child & Youth Care Forum, 41(2), 119–136.
http://dx.doi.org/10.1007/s10566-011-9164-4
Chaffin, M., Hecht, D., Bard, D., Silovsky, J. F., & Beasley, W. H. (2012). A statewide
trial of the SafeCare home-based services model with parents in Child Protective Services. Pediatrics, 129(3), 509–515, http://doi.org/peds.2011-1840 [pii]
10.1542/peds.2011-1840.
Cohen, J. A., & Mannarino, A. P. (2017). Evidence based intervention: Trauma-focused
cognitive behavior therapy for children and families. In D. M. Teti (Ed.), Parenting and family processes in child maltreatment and intervention (pp. 91–105).
Switzerland: Springer International Publishing.
Collins, L., Nahum-Shani, I., & Almirall, D. (2014). Optimization of behavioral
dynamic treatment regimens based on the sequential, multiple assignment,
randomized trial (SMART). Clinical Trials, 11(4), 426–434. http://dx.doi.org/10.
1177/1740774514536795
Collins, L. M., Kugler, K. C., & Gwadz, M. V. (2016). Optimization of multicomponent behavioral and biobehavioral interventions for the prevention and
treatment of HIV/AIDS. AIDS and Behavior, 20(1), 197–214. http://dx.doi.org/10.
1007/s10461-015-1145-4
Corbin, J., & Strauss, A. (2008). Basics of qualitative research: Techniques and
procedures for developing grouded theory (3rd ed.). Los Angeles, CA: SAGE
Publications.
Dong, Y., Rivera, D. E., Downs, D. S., Savage, J. S., Thomas, D. M., & Collins,
L. M. (2013). Hybird model predictive control for optimizing gestational
weight gain behavioral interventions. American Control Conference (ACC),
1970–1975. Retrieved from http://www.pubmedcentral.nih.gov/articlerender.
fcgi?artid=3856197{&}tool=pmcentrez{&}rendertype=Abstract.
DuMont, K., Mitchell Herzfeld, S., Greene, R., Lee, E., Lowenfels, A., Rodriguez,
M., et al. (2008). Healthy Families New York (HFNY) randomized trial:
Effects on early child abuse and neglect. Child Abuse Neglect, 32(3), 295–315.
http://dx.doi.org/10.1016/j.chiabu.2007.07.007
Gardner, R. (Ed.). (2016). Tackling child neglect: Research, policy, and evidence-based
practice. London: Jessica Kingsley Publishers.
Guastaferro, K., & Lutzker, J. R. (2017). Getting the most juice for the squeeze: When
SafeCare® and other evidence-based programs need to evolve to better protect
children. In D. Teti (Ed.), Parenting and family processes in child maltreatment and
intervention. US: Springer.
Guastaferro, K., Miller, K., Shanley Chatham, J. R., Whitaker, D. J., McGilly, K., &
Lutzker, J. R. (2017). Systematic braiding of two evidence-based parent training programs: Qualitative results from the pilot phase. Family and Community
Health, 40(1), 88–97.
Kaminski, J. W., Valle, L. A., Filene, J. H., & Boyle, C. L. (2008). A meta-analytic review
of components associated with parent training program effectiveness. Journal
of Abnormal Child Psychology, 36(4), 567–589.
Larkin, M., Watts, S., & Clifton, E. (2006). Giving voice and making sense in interpretative phenomenological analysis. Qualitative Research in Peychology, 3, 102–120.
http://dx.doi.org/10.1191/1478088706qp062oa. December
Metz, A., & Bartley, L. (2012). Active implementation frameworks for program success. Zero to Three, March, 11–18.
Parlakia, R. (Ed.). (2002). Reflective supervision in practice: Stories from the field. Washington, D.C.: Zero to Three.
Pellegrini, C. A., Hoffman, S. A., Collins, L. M., & Spring, B. (2014). Optimization of
remotely delivered intensive lifestyle treatment for obesity using the Multiphase Optimization Strategy: Opt-IN study protocol. Contemporary Clinical Trials,
38(2), 251–259. http://dx.doi.org/10.1016/j.cct.2014.05.007
Pellegrini, C. A., Hoffman, S. A., Collins, L. M., & Spring, B. (2016). Corrigendum to “Optimization of remotely delivered intensive lifestyle treatment
for obesity using the Multiphase Optimization Strategy: Opt-IN study protocol”. Contemporary Clinical Trials, 45(Pt B), 468–469. http://dx.doi.org/10.1016/
j.cct.2015.09.001.Corrigendum
Powell, B. J., Beidas, R. S., Lewis, C. C., Aarons, G. A., McMillen, J. C., Proctor, E. K.,
et al. (2015). Methods to improve the selection and tailoring of implementation
strategies. Journal of Behavioral Health Services and Research, http://dx.doi.org/
10.1007/s11414-015-9475-6

Document downloaded from http://www.elsevier.es, day 19/08/2018. This copy is for personal use. Any transmission of this document by any media or format is strictly prohibited.

K. Guastaferro et al. / Psychosocial Intervention 26 (2017) 181–187
Powell, B. J., Bosk, E. A., Wilen, J. S., Danko, C. M., Van Scoyoc, A., & Banman, A.
(2015). Evidence-based programs in “Real World” settings: Finding the best fit.
In D. Daro, A. C. Donnelly, L. A. Huang, & B. J. Powell (Eds.), Advances in child abuse
prevention knowledge: The perspective of new leadership (pp. 145–177). New York:
Springer.
Rostad, W. L., Lutzker, J. R., & Guastaferro, K. (2016). Practices targeting child neglect:
The use of safecare to enhance parenting skills to reduce neglect. In R. Gardner (Ed.), Tackling child neglect: Research, policy, and evidence-based practice (pp.
278–309). London: Jessica Kingsley Publishers.
Schoenwald, S. K., Garland, A. F., Chapman, J. E., Frazier, S. L., Sheidow, A. J., &
Southam-Gerow, M. A. (2011). Toward the effective and efficient measurement of implementation fidelity. Administration and Policy in Mental Health
and Mental Health Services Research, 38(1), 32–43. http://dx.doi.org/10.1007/
s10488-010-0321-0

187

Sweet, M. a., & Appelbaum, M. I. (2004). Is home visiting an effective strategy? A meta-analytic review of home visiting programs for families with
young children. Child Development, 75(5), 1435–1456. http://dx.doi.org/10.
1111/j.1467-8624.2004.00750.x
Torres, M. M., Fitzgerald, M. M., & Shipman, K. L. (2014). The importance of therapist and family engagement in treatment implementation. In R. M. Reece, R. F.
Hanson, & J. Sargent (Eds.), Treatment of child abuse: Common ground for mental
health, medical, and legal practitioners (2nd ed., pp. 262–271). Baltimore: Johns
Hopkins University Press.
Zigler, E., Pfannenstiel, J. C., & Seitz, V. (2008). The parents as teachers program and
school success: A replication and extension. Journal of Primary Prevention, 29(2),
103–120. http://dx.doi.org/10.1007/s10935-008-0132-1

