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Problem to be addressed

Violence is chronic in many of Chicago’s communities. In the designated Chicago Safe Start
districts, Englewood and Pullman, with close to 23,000 children under age 5, approximately
68%children (13,000) have heard a gunshot, 14% (2,600) have witnessed someone attacked with
a knife, and 1,300 (7%) were present when someone was shot. In addition, abuse of alcohol and
other substances is chronic in the target communities and frequently linked to violence. Despite
the fact that young children in these communities are exposed to violence in numerous ways,
most service providers in these areas are not aware of the impact of exposure to violence or how
to identify children who have been exposed, and few are currently equipped to intervene when
children are exposed. Further compromising effective response efforts are the facts that there are
limited specialized intervention and treatment resources addressing children’s exposure to
violence and that the issue of children’s exposure to violence has had limited focus as a public
policy priority.

1.1 Program Goals
Chicago Safe Start will work toward the following goals:

CSS will:

e Raise awareness of the need to prevent and reduce children’s exposure to violence.

e Strengthen the response to children exposed to violence in community-based and
citywide systems.

e Strengthen the response to children exposed to violence in statewide systems.

e C(Create a CEV-specific prevention collaborative of leading professionals and consumers
as a central mechanism for leadership, strategic planning, and policy advocacy.

e Monitor program implementation and assess the impact of efforts to prevent and reduce
children’s exposure to violence.

1.2 Program Strategies

To facilitate achievement of these goals, Chicago Safe Start will utilize the following strategies:

Goal 1: Raise awareness of the need to prevent and reduce children’s exposure to violence.

Strategy
To increase awareness of the issue of CEV Chicago Safe Start will:
O Convene teams, provide training, disseminate research and best practices information,

encourage organizations to commit to incubate Children’s Exposure to Violence, and provide
technical assistance to implement the “incubator” process.



Goal 2: Strengthen the response to children exposed to violence in community-based and

citywide systems.

Strategies

To strengthen the community-based and citywide response to children exposed to violence
Chicago Safe Start will:

O Convene planning team, provide training, implement identification and referral system,
develop/disseminate materials, monitor and track identification system of First Responders
(Police, EMS/Fire, Emergency Room), Court-involved Child Care programs, the Mayor’s
Office on Domestic Violence, Domestic Violence, Early Care & Education, Chicago Public
Schools (Pre-K, Head Start, Youth Outreach), Catholic Schools, Child Care Networks,
Higher Education/University, City Colleges, Health Care, Violence Prevention, Judicial, and
Substance Abuse, Chicago Department of Human Services/Child & Youth Services Head
Start and Early Head Start systems.

QO Establish/maintain relationships with local elected and influential officials to keep them
abreast of the issue of CEV and CSS, disseminate materials (press packets), and research
policy and funding streams available to support exposure to violence services.

Q Partner with the Ounce of Prevention Fund to implement home visiting, infant mental health,
and family support programs for teens, and partner with the Chicago Department of Child &
Youth Services to change policies and funding streams to support CEV services in child care
subsidy contracts, and aid family support and mental health providers in developing
proposals and securing funding that include CEV language.

Goal 3: Strengthen the response to children exposed to violence in statewide systems.

Strategies

To strengthen the statewide response to children exposed to violence Chicago Safe Start will:

O Convene planning team, provide training, implement identification and referral system,
develop/disseminate materials, monitor and track identification system of Child Welfare and
Mental Health and Substance Abuse systems.

0 Enhance programming by integrating CEV language into state-funded service, training and
policy contracts.

U Change state child welfare, mental health, and substance abuse policies and funding streams
to advocate for and support additional resources for CEV services for young children

U Establish/maintain relationships with statewide elected and influential officials to ensure their
knowledge of CEV and CSS, disseminate materials (press packets), and research policy and
funding streams available to support exposure to violence services.



Goal 4: Create a CEV-specific prevention collaborative of leading professionals and consumers

as a central mechanism for leadership, strategic planning, and policy advocacy.

Strategies

To create a CEV specific prevention collaborative, Chicago Safe Start will:

O Convene leaders to develop a policy strategy, locate funding and other on-going support for
the sustainability of the work of Chicago Safe Start, and implement policy strategies
(Sustainability Committee).

O Maintain and cultivate the Training Collaborative for professionals who work with children
on how to identify and intervene with children exposed to violence and to serve as a general
resource on the issue of exposure to violence in Illinois.

O Mobilize a network of child- and family-serving organizations to promote ownership of the
issue and focus policy and funding streams to provide training in the child welfare, domestic
violence, substance abuse, and child care systems to provide initial intervention services for
children exposed and to make appropriate referrals for family support and/or mental health
services as needed.

Q Partner with other violence prevention and reduction efforts and other efforts system-wide
that enhance services for children at risk of or exposed to violence.

Goal 5: Monitor program implementation and assess the impact of efforts to prevent and reduce

children’s exposure to violence.

Strategies
To monitor program implementation and assess the impact of our efforts, Chicago Safe Start
will:

U Identify and review relevant data to support assessment and decision-making regarding the
following program implementation areas: impact of project implementation, practice model
for service children and families, project administrative structure and function, and the use of
technology.

U Identify appropriate CSS personnel and collaborative partnership members to facilitate
assessment, develop recommendations based on assessment, devise and implement
recommended strategies.

1.3 Vision Statement

The Chicago Safe Start collaborative envisions that...

Caregivers, families and communities will be knowledgeable of and able to ameliorate
the effects of exposure to violence on children who have already been exposed as well as
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those at risk of exposure. And that government, private sector institutions, and the
service delivery systems that interact with children recognize their role in serving
children exposed to violence and collaborates with other organizations to provide an
effective and efficient system of care.






Management and Organizational Capability

2.1 Community Readiness and Organizational Capability

CDPH has substantial experience providing physical health and medical care, mental health care,
and substance abuse prevention and treatment services to children, adolescents and their families.
For example, CDPH has been active in protecting the public health of Chicago’s residents since
the 1800's through sanitation reform focused most specifically on sewers, food and dairy. The
movement to address hygiene and medical care in the first half of the 1900's focused on serving
low-income populations through infant mortality campaigns, dental care, home visits, and
campaigns against venereal disease. CDPH provided immunizations to children throughout the
city, with major efforts in 1955 with the Salk vaccine against polio and the 1970 drive to reduce
childhood illness. In the 1950's, the primary public identity of CDPH was the provision of
personal health services, primarily to low-income populations. CDPH also provides mental
health services, with its first clinic opening in 1959 for what would become a network of 19
mental health centers. The first Neighborhood Health Center opened in 1970. In the last 12
years, CDPH established an Epidemiology Office and has engaged in a range of planning efforts
to assure the coordinated delivery of a range of services, including AIDS and ambulatory care.

CDPH’s experience in planning for health care systems and integrated services models is shown
by the commitment of staff and resources to the Chicago Partnership for Public Health (CPPH).
Established under a Kellogg Foundation national Turning Point Initiative grant, the CPPH
engaged in a two-year strategic planning process, spearheaded by CDPH’s Planning Division.
The efforts of this 26-member, multidisciplinary Partnership resulted in the development of the
Chicago Plan for Public Health System Improvement, a blueprint for strengthening the city’s
public health infrastructure. The Plan lays out 21 strategies in 7 action areas for how
contributors to public health services in Chicago can work more effectively together to improve
the health and well being of Chicagoans. With the Plan’s completion in December 1999, the
CPPH has reorganized itself for implementation activities.

CDPH also has significant experience in leading participatory community-wide planning
processes. Each of the examples described below was initiated by CDPH in collaboration with a
department program.

& Violence Prevention Planning: The Chicago Violence Prevention Strategic Planning Project
was initiated in 1996 to establish, through a multi-disciplinary, participatory planning process, a
framework for a comprehensive citywide approach to the development and implementation of
violence prevention programs in Chicago. A key objective of the effort was to set a collective
direction and focus public and private efforts in addressing violence in Chicago.

To guide this effort, a 14-member oversight committee was charged with overseeing the process
of developing the plan, including the adoption of guiding principles and the planning framework,
and management of that process. Chaired by the Health Commissioner, the Committee included
key decision-makers from entities such as the state child welfare agency, the local school of



public health, the police department, the state violence prevention authority, the YMCA, and
local philanthropy. A 40-member planning council, comprised largely of stakeholders expected
to implement that plan, provided input on the Plan's content. Finally, workgroups were used to
organize the work and were open to all who were interested. In all, over 150 persons
participated in the planning process. An expanded council and new workgroups are now
implementing the Plan. This council’s efforts have resulted in all members joining together to
submit and receive funding for Safe Start.

When completed, the planning council morphed into an implementation council that was
expanded to include additional key community members to advocate for the implementation of
strategies developed in the Chicago Violence Prevention Plan. Guided by the Plan, the
implementation council selected five systems to begin their prevention efforts — the faith
community, schools, youth development programs, media and parenting and family support
programs. The implementation council successfully sought funding that brought the Safe Start
Demonstration Project to Chicago. The council also secured State of Illinois funding through the
Safe to Learn Initiative to work with Chicago Public Schools to expand and improve mental
health and family support programs for elementary school students and their families. The
Chicago Safe to Learn Initiative was housed in the Chicago Department of Public Health, Office
of Violence Prevention and the Chicago Public Schools, but after three years the State funding
was cut, ending all Safe to Learn programs throughout Illinois.

Today, the Office of Violence Prevention continues to implement strategies found in the Chicago
Violence Prevention Strategic Plan. Many of these strategies focus on strengthening workforce
capacity to incorporate prevention strategies into the daily work of those providing direct service
to Chicago residents, or raising awareness of the impact of violence and prevention strategies
through public awareness and education initiatives. The Office of Violence Prevention works
with school staff, parents and other youth and child development workers to raise their
awareness of the dynamics of bullying and the components of an effective bullying prevention
program. The Office of Violence Prevention also addresses girls involvement in violence by
providing education and training on relational aggression, dating violence and other issues
related to girl’s development. The OVP provides training to healthcare providers (including
CDPH staff), childcare providers, child welfare workers, school staff and youth and child
development workers on a variety of other topics within the field of violence prevention
including identifying the signs of child abuse, the Take Ten curriculum for non-violence and the
Choosing Non-Violence Parenting Approach. Finally, through Chicago Safe Start, the Office of
Violence Prevention advocates for a number of strategies found in the Violence Prevention
Strategic Plan including the expansion of mental health services for those effected by violence,
public awareness initiatives about the impact of violence and community resources available to
the public, the rallying of the faith community to support education and awareness efforts, and
advocacy to expand awareness and improve services to victims of violence within the police, the
courts, family support programs and child care providers.

& Communities Empowered to Prevent Alcohol and Drug Abuse (CEPADA): A CDPH
planning project initiated in 1990, CEPADA's purpose was to facilitate the process of
communities taking ownership of and responsibility for preventing substance abuse and related
problems. Under this effort, coalitions were established in nine prevention service areas to
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conduct needs assessments and develop local strategic plans for action. In 1994, this initiative
joined forces with the Chicago Police Department's Chicago Alternative Policing Strategy
(CAPS) to expand its focus to issues related to violence prevention.

& AIDS Planning: In 1989, Chicago was one of the first cities in the nation to develop a
citywide strategic plan for preventing and treating HIV and AIDS. Towards this end, CDPH
convened more than 125 area stakeholders as the Chicago AIDS Advisory Council, and
numerous working committees to develop the plan over an 18-month period. A priority of the
Mayor, the Chicago AIDS Strategic Plan included analyses and recommended actions to (a)
provide focused prevention efforts for eight at-risk populations and (b) strengthen AIDS services
in 17 service arenas.

The AIDS Strategic Plan was the basis for the services planning required under

the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act of
1990. Under this program, CDPH leads the Chicago Area AIDS Services Planning Council in
the annual development of a plan for using $20 million in funding to strengthen the continuum of
care provided to persons with HIV. A similar planning effort is in place for prevention services.

& Infant Mortality Reduction Plan: This 1987 initiative, convened by CDPH, engaged nearly 60
participants in the development of a strategic plan to reduce infant mortality in Chicago.
Participants in the initiative ranged from the state health department and county hospital to
philanthropy and local churches. A two-phase planning process was adopted, the first phase
resulting in the identification of and plans to address 19 shorter-term programmatic and policy
issues. The second phase laid out longer-term guidance for policymakers, community
organizations, public and private agencies, and other civic groups that were working to reduce
Chicago's infant mortality rate. Today, CDPH continues to lead efforts in this area by convening
the Mayor's Advisory Council on Infant and Family Health.

Many of the agencies involved in this collaboration have previously worked together through the
CDPH Roseland Neighborhood Health Center—Facility Health Board and the Greater Roseland
District Health Council, as well as the Englewood Neighborhood Health Center Facility Health
Board and the Greater Englewood District Health Council. Each Facility Health Board is
comprised of up to 15 people, many of whom are community residents and clients. This Board
is responsible for advising the Center staff and for developing strategies for coordination of
services. Both District Health Councils are part of a network of Chicago/Cook County councils
created to address specific challenges and opportunities within the community. Both providers
and community residents participate on the District Health Council, which developed an
initiative on asthma in children that educated students, parents and teachers in the local
elementary schools about asthma.

2.2 Management

CDPH has an annual operating budget of $140 million, with over half generated from Federal
and other governmental grant funding. CDPH has a substantial history of program
administration, management and oversight, with sound accounting, internal control and
procurement programs. A fiscal manager is responsible for monitoring each program’s
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spending, preparing monthly expenditure reports, and identifying any financial or administrative
problems. A centralized office conducts accounting and procurement and is responsible for
payment of bills and follows up on any related problems. The CDPH Division of Administration
will provide a program auditor to conduct required audits.

Chicago Safe Start is housed within the Office of Violence Prevention, which supports natural
linkages with the other violence prevention efforts and resources available across Chicago and
the Department of Public Health. The Chicago Safe Start team consists of 3 full-time staff
positions (Project Director, Education Coordinator, and Implementation Coordinator) and two
consultants (Evaluation and Technology/Information). See Appendix list for job descriptions
and the staff structure.

The Project Director has overall responsibility for all Safe Start activities, and direct
responsibility for all inter-system activities, public awareness, and emerging policy action and
service expansion design. The Project Director manages the project budget and supervises all
staff. The Education Coordinator is responsible for the implementation of all education related
activities of the Safe Start initiatives in the two districts, serves as the primary training contact
for the Safe Start Training Collaborative, and will coordinate all community education sessions.
The Implementation Coordinator is responsible for managing the ongoing assessment of related
system protocols and practices, tracking key data elements, and supervising data reports from
delegate agencies. @ Both Coordinators provide administrative support to Safe Start
implementation teams.

The Evaluation Consultant is responsible for all aspects of the local evaluation, serves as the
primary contact with the Safe Start National Evaluation Team, and provides technical assistance
to the Chicago Safe Start staff. This Consultant co-facilitates some of the implementation teams.

The Technology Consultant is responsible for all aspects of the development of the Chicago Safe
Start website and data-sharing discussions among agencies.

This makes up the core management team for Chicago Safe Start. The CSS Project Director
reports to the Director of the Office of Violence Prevention with the staff and the consultants
reporting directly to the Project Director. The Project Director maintains consistent contact with
the Implementation Advisory Board Chairperson for feedback and advice.

The Chicago Safe Start Implementation Advisory Board meets quarterly to review
implementation progress, provide guidance on any proposed changes, and continue to learn more
about children exposed to violence. Council members are encouraged to participate in
implementation and local work teams to enhance the local continuum of care for children and
families, and develop and implement strategies to influence system wide change in quantity and
quality of services available for children and families.

2.3  Delegate Agency Organizational Capability



Community Mental Health Council — Community Mental Health Council, Inc. (CMHC) is a
community-based organization providing comprehensive mental health services to the Chicago
metropolitan area. CMHC faces the challenge of bridging the widening gap between the need for
services, the reduction of available funds from local and state government and the delivery of
care to a segment of the population that is already experiencing many societal ills, including:
unemployment, homelessness, substance abuse and poverty. In fact, the majority of the people
served are indigent. The average income of their clients is about $5,000 annually.

For CMHC, the solution lies in a strong community-based approach. The same approach that the
CEO/President, Dr. Carl C. Bell, a governing volunteer Board of Directors and staff of caring
professionals, has supported since CMHC was founded in 1975. Through intervention,
prevention, emergency care, individual/group counseling, and medication, CMHC’s mission is
defined to make quality mental health care accessible to those traditionally under-represented
and overburdened, who would otherwise go untreated.

At CMHC, client services are sensitive to the cultural needs of the individual and are designed to
allow individuals to function at their highest level and given by trained, experienced
professionals whose combined talents support the operation of the organization to ensure that
CMHC maintains its position in the forefront of mental health agencies.

Family Focus — Founded in 1976, Family Focus is a private not-for-profit family support
organization that helps parents gain confidence and competence as the primary caregivers and
educators of their children, and offers a strong start. Its mission is to promote the well being of
children from birth by supporting and strengthening their families. Family Focus operates
centers in diverse communities: Chicago’s Lawndale and West Town neighborhoods, Evanston,
and Aurora, Illinois. These centers serve as models for family support programs throughout the
nation. Programs build on each participant’s strengths, and vary from center to center to reflect
the unique character and culture of each community.

Last year, Family Focus served more than 6,500 individuals, including almost 4,000 children
under the age of 12. Programs and services provided include:

Community education, information and referral to local resources

Discussion and support groups for parents

Workshops on parenting issues

Parent-child interaction activities

Programs for the early years that help parents to prepare their children for school
Programs that help pregnant and parenting teens finish school, support them in their roles
as parents, and prevent subsequent pregnancies

Health, education, nutrition, and cultural enrichment classes and activities

Recreational opportunities for families

A place to meet others, make friends, and participate in the community

o0 OOoOoOoOoad

In addition to providing direct support to families, Family Focus advocates for government and
workplace policies that have a positive impact on the lives of children and families. Through
training and technical assistance to other organizations, Family Focus continues to work toward
the vision of communities in which the needs of children and families are a priority.
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Metropolitan Family Services — Founded in 1857 by Chicago's business community,
Metropolitan Family Services (MFS) is the oldest and largest non-sectarian family service
agency in the Chicago area. MFS operates in 25 neighborhood centers throughout the city,
southwest Cook County, DuPage and Evanston/Skokie Valley. MFS provides a comprehensive
range of programs and services to strengthen and support families and communities. Families
experiencing dysfunction often need more than one service, and MFS provides an array of
services within its own network.

For example: counseling for sexual abuse or domestic violence, school-based programs to
support healthy child development, legal representation in adoption and custody proceedings,
financial counseling, services which enable the mentally ill and elderly to live independently or
Big Brothers/Big Sisters and other mentoring programs. These are a few examples -- the list
goes on — and changes with community needs (Children and Family Counseling, Mental Health
Services, Services for Seniors and their Caregivers, Consumer Credit Counseling, Social Policy,
Community Advocacy, Legal Aid, Camp and Education Center, Employee Assistance Program,
Child Abuse Prevention Services).

MFS serves a broad range of populations with a focus on helping low and moderate-income
families. Their services are neighborhood-based and responsive to community needs. MFS is
proud of its outcomes and consistently evaluates programs to make certain that they produce
positive, measurable results for its clients. MFS believes that the most effective resource for
support and for change is the family. If one family member is at risk, the entire family is
affected. When families are strong, stable and self-sufficient, everyone reaps the benefits.






Project Design

3.1 Structure and Collaborative Partners

Implementation activities are coordinated through its collaborative — the Implementation
Advisory Board, which is composed of all the large and small systems partners participating in
the implementation of this initiative. Members of the Implementation Advisory Board were
selected from their organization based on their understanding of cross-system issues and their
ability to facilitate processes within their own organization. The Implementation Advisory
Board meets quarterly and is chaired by Paula Wolff from Chicago Metropolis 2020.

The Implementation Advisory Board organized its work into various implementation teams, each
with a specific charge. Each team has a standing meeting time and is staffed by one of the CSS
Coordinators.

e Direct Service Implementation Team was charged with developing and implementing a
core program plan that defines the components of the family support services and mental
health services to be provided under Safe Start. The team focuses on the clarification of
interventions, the tracking of and achievement of impacts, increasing referrals and
outreach, building partnerships with consumers and providers and the development of
pverall program sustainability. This team is convened by CSS staff with operations and
clinical level staff from the three delegate provider agencies; Community Mental Health
Council Inc., Metropolitan Family Services, and Family Focus, Inc.

¢ First Responder — Incident Based Implementation Team — charged with developing
the detailed procedures and protocols for first responders to identify children at domestic
violence and community violence (non-domestic) scenes and to participate in identifying
and linking to family support or mental health services , as appropriate. This team is also
responsible for the development and oversight of the Incident-Based Response System.
Members on this team represent multiple divisions within the Chicago Police
Department, the Mayor’s Office, the Mayor’s Office on Domestic Violence (MODYV), the
Office of Violence Prevention of the Chicago Department of Health (OVP), and the
Chicago Fire Department.

e Training Collaborative — charged with identifying, recruiting and collaborating with
potential institutional partners to carry out research, training, and capacity building for
service providers and first responders. Emphasis is placed on knowledge and skill
development driven by research findings. The Training Collaborative works to ensure
that key concepts of CEV are infused in training and education materials that can be
effectively disseminated. This collaborative also engages in program evaluation and
seeks resources for sustainability. Anne Parry, Director of the Office of Violence
Prevention, CDPH convenes the Training Collaborative. Members include faculty from
Jane Addams College of Social Work, the Chicago Department of Public Health, the
Domestic Violence Mental Health Policy Initiative (DVMHPI), the Chicago Department
of Human Services/Child & Youth Services, the Partnership for Quality Child Care, the
Pillars Community Services, the Chicago Police Department, and the Commission on
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Children and Violence of the Chicago Metro Association for the Education of Young
Children.

Evaluation and Data Collection Implementation Team — charged with providing
consultation and support to the local evaluator team; ensuring that appropriate process,
outcome and systems change data collection opportunities are identified, measured and
evaluated. In addition, this team reviews data collection instruments, supports the
development of evaluation reports and partners with other pertinent evaluation-based
initiatives to expand the current CEV programming and policy knowledge base. The CSS
local evaluator convenes this team of professionals who represent the delegate provider
group, Safe From the Start, the Chicago Police Department, and MODV.

Public Awareness/Policy Team — charged with implementing a campaign to increase
awareness of the impacts of CEV and of resources to treat or prevent its occurrence
through the following activities: influencing public policy development and existing
systems to respond to the needs of young children exposed to violence; encouraging the
Public Health Commissioner’s Office to mount an ongoing media campaign on
Children’s Exposure to Violence; and developing educational materials to augment these
efforts. This team is co-chaired by Paula Wolff, Senior Executive, Chicago Metropolis
2020 and Barbara Shaw, Executive Director of the Illinois Violence Prevention
Authority. Team membership includes representatives of the Office of Violence
Prevention (CDPH), Public Information (CDPH), Commission on Children and Violence
(CAEYC), MODYV, social marketing executives, violence prevention advocates,
Communications Office (DCFS), and Safe From the Start (IVPA).

Court Action Implementation Team — charged with identifying and advancing system-
wide CEV specific programs which include professional development, enlightening and
expanding the paths through which very young children with CEV issues encounter the
court system, advocacy for increased capacity in services and the refinement of court
related processes, and policy development across various offices and initiatives that relate
to local courts. This team also guides the identification and tracking of data underscoring
the impact of exposure and intervention. Susan Storcel, Mediation Director in the office
of Patricia Martin Bishop, Presiding Judge, Child Protection Division, convene the effort.
While this team is still under development important gains includes coordinating CEV
training in the All Court Orientation, and at the meeting of the private agencies who hold
contracts with the Illinois Department of Children and Family Services for child welfare
services to wards, and CSS participation with the Model Court initiative.

Community Councils - Englewood and Pullman — charged with advancing public
awareness through the provision of professional, community and consumer education,
consumer engagement, and service development and referral in the two Safe Start
communities. These councils work towards becoming a high profile presence in the
community, connecting with children and families in their natural environment while
supporting efforts aimed at identifying and changing how systems respond to children
and families where CEV is an issue.



e Chicago Safe Start has two ad hoc committees, Sustainability and the City
Departments Partnership on CEV. The Sustainability Committee is responsible for
generating the long range plans to sustain the initiative and expand the systems change
work. The City Departments Partnership on CEV is a small group representing
departments of the City of Chicago that serve children and families. The group has been
laying the foundation for collaboration on grants and programming that can lend support
to children exposed to violence.

Each of the implementation teams periodically reviews the team’s charge and updates it as
needed. The Sustainability Committee and conveners of the various implementation teams met
in late 2004 to begin considering ways to truncate our operations. We agree to look for
opportunities to convene partners representing complementary systems together to talk through
work the can be jointly accomplished. Where the Implementation Workplan references Service
System Development, CSS will attempt to convene such a meeting. In 2005, we will continue
our efforts to further streamline our implementation design and maximize our partner’s time and
energy.

Another important vehicle for implementation is the Incubator Approach. CSS borrows from
the business community’s applicable of an incubator — an entity that supports, encourages, and
nurtures the development of a new range of services or products until the new provider has the
ability to thrive independently. We have formulated a template to first, survey the capacity of
the various systems we encounter, and then to develop feasible plans of action to root the new
focus on CEV into the host system. Our Incubator Approach guides us through a process of
understanding the manner in which any system or entity routinely connects with children and
family and the range of “what is possible and likely”. This template does not dictate the work of
any system and cannot substitute for interaction with potential partners. It is our way of guiding
the conversation in the early stages. Incubators then become any systems partner that commits to
some or all of the following:

Ability to Identify children (and their families) exposed to violence.

Ability to Refer children exposed (and their families) to qualified providers.

Ability to Screen children exposed to violence

Ability to Expand Services to children impacted by violence — mental health and or

family support services

e Ability to formalize any changes in their training practice, staff hiring, service
contracting and staff competency expectations with respect to CEV inclusion

e Ability to modify or expand their Public Education and Outreach efforts in support of
advancing knowledge of CEV

e Ability to expand the level of resources — financial and others — that can be committed

to solidify and make accessible, a continuum of care for children, especially young

children, who are exposed to violence.



3.2 Program Model

All implementation work is generated in concert with the Chicago Safe Start Program Model.
Our model, shown below, was recently updated to better illustrate the connectedness of the four
implementation goals of the project (the fifth goal focuses on program monitoring and
management). The previous model, also shown in this section, is a better reflection of the
intervention related aspect of the initiative is has been aptly renamed the Intervention Model.



Chicago Safe Start - Program Model
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Our goals and intended outcomes, which were not directly depicted in the old model, are the
central feature of this model. They are represented by dynamic bi-directional arrows to represent
that our efforts permeate all ecological levels and have a reciprocal ecological effect in that
activities at one level may impact activities at the other levels. This is thus a more project-




focused model than the previous model. With our new model, we use two primary delineation
foci: the ecological level at which the system operates, and the activities the target system
engages in.

The new model’s ecological nature is theory-driven and parallels the goal restructuring that
places city and community system change activities under Goal 2 and state system change
activities under Goal 3. Systems are depicted in the new model in the ecological level or levels at
which they operate. CSS is pictured as outside ecological structure, impacting and being
impacted by the entities at all ecological levels.

The ecological level at which a system operates is a critical distinction as we enter a phase of the
project where we attempt to roll out the initiative to the city of Chicago and, ultimately, the state
of Illinois. Having an ecological model is therefore synergistic with our sustainability activities
in that the actual rollout process is itself ecological. The ecological focus also reflects the relative
importance of target systems. We can change as many community-based systems as we can and
still not get the desired intersystem ripple effect we’re after. If we change some important state
and city systems, however, change at the community level will likely follow as many of those
systems rely on systems at higher ecological levels for strategic direction and funding. Further, to
truly embed a CEV focus in target systems, it is necessary to change funding practices at the
higher ecological levels, because community systems will be far more likely to become CEV
incubators if they are assured of governmental support for and payment for CEV services from
state and city funders. And lastly, as appropriate, families and children are at the center of our
model and are shown as embedded within the larger ecological levels, which demonstrates the
appropriateness of systems change as a major activity in a violence prevention intervention that
has as its ultimate goal improving the lives of individual families and children affected by
violence.

The new model also categorizes target systems by the systemic activities we hope to impact. This
overrides the previous focus on identification mode with a focus on overall system activities. Our
previous model placed a central emphasis on distinguishing between incident-based and
symptom-based target systems. Yet we work with all systems to strengthen their CEV response,
whether that happens through identifying and referring affected families, providing funding for
CEV activities, mandating a CEV focus in governmental policies, or providing direct services to
affected families. It is far more important to identify the activities of the target systems that we
hope to change than to focus on how systems implement particular activities such as
identification and referral. Indeed, the way that incubation is implemented in target systems is
likely to always be system-specific, so given the fact that each system will incubate in its own
way, it makes sense going forward to deemphasize non-essential differences in the way affected
children and families implement particular activities. Further, some systems were both incident-
based and symptoms-based, so focusing on identification mode as guiding delineation served to
blur our focus on whole systems. Additionally, as there are systems we are targeting for change
such as grant-making foundations that do not interact with affected families at all, those systems
were overlooked in the previous model.

In the previous model, shown below, there was a graphic depicting risk and protective factors,
but it was not integrated with the other model components in a meaningful way. While this is
wonderful information and communicates the theoretical drivers of the program itself, it is
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background information in that we address specific risk and protective factors throughout our
work. For example, we increase protective factors when we educate caregivers on CEV or
change a treatment system. We also work to reduce risk factors by specifically addressing certain
populations, such as those in treatment for substance abuse, which is associated with violence. It
is assumed that all of our activities are aimed at decreasing risk and increasing protection.
Indeed, that is the whole reason for the program’s existence. What differs across programs in this
multi-site trial, and what needs to be communicated in the program model, is how each site
conceptualizes of its work to address risk and protective factors. The idea that CSS must increase
protective factors and reduce risk factors is reflected in our goals, objective and activities, so an
explicit depiction of them at the program level is neither necessary nor appropriate.

Chicago Safe Start’s Intervention Model begins with a relationship paradigm and key
risk/protective factors, and is built upon the premise that a strong attachment between caregiver
and child is the most important protective factor for a young child exposed to violence (see
below). Additional protective factors include strong immediate and extended family support,
and safe and supportive community resources.

Each of these levels of protective factors can be compromised by different kinds of violence.
The caregiver-child attachment is damaged if there is direct child abuse or neglect. The
immediate and extended family support system is affected by domestic violence. Safety and
support in the community are diminished by public violence. As these protective factors are
eroded, a young child’s well being can also be affected by violence in each of these realms.

The Chicago Safe Start Intervention model follows two routes of access to intervention: children
who are at risk of or have been exposed to violence through an incident-based response or a
symptoms-based response. The incident-based response is designed to intervene at the earliest
point of contact when an incident of domestic violence or child abuse/neglect is reported and is
built upon the police, emergency medical and child welfare emergency response systems. The
symptoms-based response system is designed to enhance the capability of the existing provider
community, who encounter children in the targeted age group, to identify the effects and
symptoms of exposure to violence and to refer those children to needed services at the
appropriate level of care. Childcare centers, Head Start, early childhood education, health care
providers, substance abuse treatment providers, domestic violence service providers, WIC
centers, faith-based organizations, community mentors, and family members comprise this
community system.

3.2.1 Identification, Crisis, Chronic, and At-risk

There are four broad categories of initial identification points for children exposed. First, in
response to an incident of violence, DCFS, the police, emergency medical services or a hospital
emergency room would be the first point of identification. Each of these system points could be
the first to respond, either on the scene or not, to a specific event of child abuse or neglect, or
domestic and/or community violence. Under the Chicago Safe Start model, police officers,
emergency medical, and/or emergency room personnel in the two target areas will refer families
of young children exposed to violence to the Domestic Violence Help Line, family support



services or, if indicated, directly to mental health services. They will also implement a new
protocol to record the demographic information and referral provided for each family.

The Domestic Violence Help Line currently serves as a tool for first responders as well as a
potential point of initial identification. The Help Line’s referral directory will be expanded to
include resources dedicated to young children in the target communities. The Help Line already
tracks demographics of callers with children as well as services requested.

In the case of an allegation of child abuse, DCFS will be the first to respond. The police may
also be the first responders, but they operate under DCFS protocols. If the allegation is
substantiated, then the child has prima facie been exposed to violence. Chicago Safe Start will
focus on the appropriate intervention described below.

Juvenile Delinquency Court will identify teen parents and other youth who may place young
children at risk of exposure due to their behavior, and provide referrals to the designated family
support service provider. Relevant court staff will be trained to identify and refer, and will also
implement new protocols to collect demographic data on children and families identified and
referred. Child Protection Court can identify exposure to violence during proceedings and
provide referrals to family support services or directly to mental health. The Court will also
collect demographic and referral data for each child identified.

In a symptoms-based response, it is not a specific crisis event that precipitates identification, but
symptoms or risk factors recognized by child care providers, Head Start/Early Head Start staff,
school-based early childhood education, health care providers, WIC sites, community mentors,
faith-based organization representatives, and/or family members. Each of these groups of people
will be trained to recognize sets of behaviors and symptoms and to refer such children and their
families to family support services (or directly to mental health, if indicated). The formal system
providers will also implement new protocols to collect data on children referred for services.

3.2.2 Initial Intervention

Initial Intervention services, under the Chicago Safe Start model, will take place through a
variety of system partners that now provide little or no intervention for children exposed to
violence. These include the child welfare system (for both children remaining at home and those
placed in substitute care), domestic violence shelter and service system, the substance abuse
treatment system, and the early childhood education and care systems.

Intact Family Services are provided by DCFS and DCFS-contracted agencies for families with
an indicated allegation of abuse or neglect but the Court has determined that the child can remain
safely in the home if services are provided. All Intact Family Service providers will be required
to participate in training on the impact of exposure to violence on young children, what to look
for, how to refer, and what they can do. They will also implement protocols to collect
demographic data for each referral provided.

Placement Services are for children who cannot safely remain in their homes because of child
abuse or neglect. These services are provided by DCFS and contracted agencies. Training on
the impact of exposure to violence on young children, what to look for, how to refer, and what
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they themselves can do to help will be incorporated into existing DCFS training for foster
parents and group care facilities.

Domestic violence shelters and Domestic Violence Court are additional points of secondary
identification. Shelters can provide basic intervention for young children with art supplies and
appropriate toys. Shelter staff and Domestic Court staff will be trained on the impact of
exposure to violence on young children, what to look for, how to refer, and what they can do.
They will also implement protocols to collect demographic data for each referral provided.

Child care providers, Head Start teachers, early childhood educators, health care providers, WIC
staff and faith-based organization representatives will all be trained to provide basic play/art
activities for children exposed as well as to refer parents to family support services, community
mentors, and mental health services.

Substance abuse treatment services are another point of access, as many participants are parents
of young children. Treatment center staff will be trained to include discussions on the effects of

exposure to violence on young children as well as what parents can do to help their children.

3.2.3 Service Delivery

All providers in points of access and identification will be trained to refer young children
exposed to violence and their families to family support services in each community. Referrals
can be made to mental health, if indicated.

Family support services will be provided initially by a specific organization in each of the two
target districts. These services will use a strength- and asset-based approach in working with
parent-child interaction, enrichment activities for young children, and skill enhancement for
parents. The family support service providers will be trained to educate parents on the impact of
exposure to violence on young children, what to look for, and what they can do. The providers
will also be trained to provide a basic level of intervention with children and parents, including
art and play activities and discussion groups. In addition, the providers will know when and how
to refer to a specific mental health service provider in each of the two districts and will collect
demographic data on all children identified and referred. Other referrals will be for job training,
housing, and other social services. Mental Health providers in the delegate network are able to
receive direct referrals where mental health needs are unmet.

Initially, in each of the two districts, a designated mental health provider will expand their
continuum of services and the level of expertise related to children’s exposure to violence. This
service continuum will span a range of intensity of services, from individual psychiatric
consultations and management to individual therapy with a master’s level counselor to adult
groups to art and play therapy for children. This continuum is based upon the four major
national models in treating young children exposed to violence. Chicago Safe Start continues
with the initial delegate service providers in the two demonstration communities and has begun
exploring other grant opportunities to expand the funding base with the hope of securing
technical assistance and our delegate service contracts for clinical and family support services in
new communities across Chicago. We rely on a secure interface between practice and the
project evaluation to help us evolve a clear sense of the effectiveness of our piloted interventions.



In view some earlier challenges with client retention, this new proposal covers an 18 month
service period in support of strengthening our client based outcome findings and providing a
greater number of children with essential interventions that will not retain level funding at the
end of the federal commitment. Aggressive sustainability efforts continue as well.






Accomplishments

In the Strategic Plan, we outline a comprehensive agenda to reach raise awareness, implement
new services, change public policy, and impact local and state systems to address the problem of
children exposed to violence. We also outline our new project goals and defined new program
and internal components. This section discusses last year’s accomplishments by goal area.

4.1  2004-2005 Accomplishments

2004 was a busy and productive year for CSS. We made major inroads across all 2004-05 goals
listed in last year’s Implementation plan. The highlight of this year was advancement in our
sustainability planning and project redesign process, which continues into the next project term.
Among our accomplishments are the following:

Goal 1: Raise awareness of the need to prevent and reduce children’s exposure to violence

e Education to consumers and para-professionals
o Distributed 500 copies of public awareness materials to faith-based organizations
o Distributed back-to-school supplies and 200 packets of CSS public awareness
materials at the Englewood Back-to-School parade
o Linked potential clients with service providers at the Englewood Back-to-School
parade
o Distributed 100 packets of CSS public awareness materials at the Bud Billiken
parade, which is the largest annual parade in the nation
o Distributed 350 copies of the CSS Report to the Community to community
members and partners
e Evaluation
o Completed longitudinal public awareness evaluation (surveyed participants at
child education conference in 2002 and 2004)

Goal 2: Strengthen the response to children exposed to violence in community-based and

city-wide systems

e Sustainability Model Building
o Identified theoretically driven systems change process model
o Created sustainability plan
o Formed sustainability subcommittee
e Family Support/Mental Health Service Providers
o Provided services to 22 children that significantly reduced psychological distress
o Provided services to caregivers of 93 children that significantly increased CEV
knowledge and parenting skills
o Conducted 174 CEV screenings
o Received 427 CSS-specific referrals from various sources to CSS service
providers
e 1% Responder
o Received 4 CSS-specific calls to city domestic violence Helpline



o Changed the Mayor’s Office on Domestic Violence helpline to track exposure
calls and calls where CSS was mentioned as the referral source
o Change police department domestic disturbance call procedures to be more
responsive to exposure concerns
e Elected Officials
o Developed a fact sheet for distribution to legislators and funders
o Performed a self-assessment of progress on policy work
o Met with legislators to discuss children’s exposure to violence and provide them
with public awareness materials
e Expand Funding
o Received a significant commitment from the Chicago Department of Public
Health to fund 3 staff members at a cost of approximately $250,000 per year once
the OJJIDP funding ends
o Contribute to an organization-wide new focus on serving children at the Chicago
Department of Public Health
e Evaluation
o Received Tier II funding which support joint evaluation project with IVPA’s Safe
From the Start evaluation team
o Produced service evaluation report on matched pre- and post-treatment wellbeing
of children and caregivers
o Produce identification and referral report from MODV’s domestic violence
helpline
o Planned long-term training follow-up evaluation to be conducted in 2005

Goal 3: Strengthen CEV response to children exposed to violence in statewide systems

e Sustainability Model Building
o Identified theoretically driven systems change process model
o Created sustainability plan
o Formed sustainability subcommittee
e Establish CEV incubators
o Obtained a verbal commitment from the Department of Child and Family
Services to be a CSS incubator and provide in-kind support to CSS
¢ Expand Funding
o Received an invitation to apply for funding from the Illinois Children’s
Healthcare foundation in 2005
o Received a commitment from the Illinois Violence Prevention Authority to
provide $150,000 of funding to CSS in 2005
o Sat on taskforce responsible for the passage of the landmark Illinois Children’s
Mental Health Act. This act creates a partnership charged with the responsibility
to develop and implement a Children's Mental Health Plan that will be submitted
to the Governor for his approval. The Plan will include short-term and long-term
recommendations to provide comprehensive, coordinated mental health,
prevention, early intervention, and treatment services for children from birth
through age 18. The Mental Health Partnership has the responsibility of
developing and monitoring the implementation of the Children's Mental Health
Plan as approved by the Governor. Paula Wolff, CSS Implementation Advisory
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Board Chair, chairs the Mental Health Partnership’s public awareness team, and
CSS staff sit on the early childhood and public awareness teams.

Helped change Illinois’ Community Development Block Grant language to
include CEV as a weighable component and CEV expertise as a recognized
competency.

Work closely with on policy advocacy efforts with the Illinois Violence
Prevention Authority, a major statewide policy advocacy organization and one of
our major partners

e Flected Officials

O
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Developed a fact sheet for distribution to legislators and funders

Performed a self-assessment of progress on policy work

Met with legislators to discuss children’s exposure to violence and provide them
with public awareness materials

Met with representatives from the governor’s office to discuss the importance of
addressing CEV in Illinois

Goal 4: Create a CEV-specific prevention collaborative of leading professionals and

consumers as a central mechanism for leadership, strategic planning, and police advocacy

e Develop CEV specific education

@)
O
@)

Developed and implemented the Train-the-Trainer curriculum

Trained new CSS trainers

Developed new CEV training curriculum with support of the National Civic
League and technical assistance resources allocated by OJJDP.

Goal 5: Monitor program implementation and assess the impact of efforts to prevent and

reduce children’s exposure

e Project implementation

(@)

@)
O
@)
O

O O
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Developed new project workplan mapping to new goals

Conducted internal assessment of systems change initiative

Redesigned project structure for sustainability purposes

Developed new project and sustainability goals as a collaborative

Obtained stakeholder commitment to implement specific CEV-related activities in
their own systems

Delivered certificates of appreciation to all Safe Start partners

Developed Incubator Assessment form

Changed the focus of the Public Awareness work team to include policy
development and implementation.

Performed a self-assessment of progress on policy work

e Project Administration

@)
(@)

Reduced administrative burden on staff through internship program
Hosted sustainability-focused internship

e Practice Model

O
(@)

Implemented Train-the-Trainer evaluation
Implemented Seminar Training evaluation



o Redesigned training evaluation forms to capture more participant information
such as nature of participant work, job title, and area of the city served. This will
allow us to measure training saturation by geographical area and system

e Technology Use

o Implemented web-based Training Evaluation capability
o Developed technology-based tools to serve as resources for policymakers,
community organizations, and family members






Implementation Plan Deliverables and Matrix — 2004-2005

Chicago Safe Start intends to accomplish the following in the proposed project term. It should
be noted that Chicago Safe Start is proposing an 18-month project period in the interests of
strengthening the intervention base of this demonstration project. Client recruitment and
retention has been a challenge for the initiative. While the CSS delegate agencies have begun to
realize positive results of their continued outreach efforts, we believe that the findings of the
project would be dramatically improved with an elongated period to continue client service
at the current level before the federal funds exit the initiative.

Area of Work* Nov 01, 2005 —
April 30, 2007
Updated Five Year Strategic Plan Submitted by
November 2005
Children (0-6) Identified for CEV 2,185
Children Referred for CEV follow up 596
Children Screened for CEV impact 476
Children Receiving Mental Health and/or Family 277
Support Services
CEV Presentations Offered 41
Persons Trained on CEV 1,827
Programs Changed, Enhanced, Developed 20
Policies Changed, Enhanced, Developed 19
Awareness Building Materials Distributed 13,000

*Insert the Implementation Work plan Matrix for the details of the planned work.









Local Evaluation Plan

Chicago Safe Start (CSS) is a project funded by the Office of Juvenile Justice and Delinquency
Prevention designed to increase awareness about the impact of exposure to violence on young
children ages six and younger and to reduce the impact of this exposure through coordinated
system responses. Chicago Safe Start’s evaluation goals are to identify Safe Start’s contribution
to our target communities, identify the characteristics of children referred to Safe Start services,
and identify the benefits of Safe Start services for children and their families.

Evaluation Goals and Working Hypotheses

The goal of the evaluation of the Chicago Safe Start initiative is to assess the impact of this
initiative in achieving its stated goals and objectives. The evaluation of Chicago Safe Start will
focus on:

e Documenting changes to child-serving systems and agencies that result from Chicago
Safe Start activities (Process Evaluation)

e Documenting the benefits of Chicago Safe Start services to community members, child-
serving professionals, children exposed to violence, and their families (Outcome
Evaluation)

Results from the evaluation will be used primarily to guide program development, with the aim
of enhancing and sustaining the project in our target communities and ultimately facilitating
replication to other communities.

Research Questions

Consistent with our goals, Chicago Safe Start has two basic research questions that will guide the
evaluation procedures, design, and measures. These research questions are outlined below.

I. Process Evaluation: What has Chicago Safe Start provided to our target communities
and broader systems?

1. System Change Efforts

CSS is working with police, criminal justice, childcare, domestic violence, community mental
health, and other systems to affect policies, procedures, and capacity to better serve children
exposed to violence. For each system, CSS will keep track of the changes in policies,
procedures, and capacity that result from that system’s involvement with Safe Start. These
changes will be monitored via meeting minutes, official documents, agency memos, staff rosters,
and interviews with agency staff. In addition to these general methods for keeping track of
systems changes, changes to the policies, procedures, and capacity of direct service providers
will be monitored via self-assessment surveys (see attached Self-Assessment for Domestic
Violence Agencies) administered to agency representatives from Family Focus, Community
Mental Health, and Metropolitan Family Services, as well as from a sample of non-Safe Start
service providers who are participating in the Domestic Violence Mental Health Policy Initiative
(DVMHPI).



2. Direct Service Efforts

A. Efforts to increase the public’s awareness of the problem of children
exposed to violence

CSS will attempt to influence public awareness and knowledge of the problem of children
exposed to violence via posters, handouts, community council meetings, community-based
presentations, and other media outlets. The type and number of media messages will
documented and samples of the media will be carefully archived.

B. Training of child-serving professionals

CSS will intervene directly and indirectly through existing training infrastructures to train police,
childcare workers, and others to better identify and/or serve children exposed to violence. The
type of audience, attendance, and characteristics of each training event will be documented using
the Chicago Safe Start Training Course Information Form (see attached). An audience analysis to
determine target populations in need of training will be conducted, as well as an analysis of the
effect of pertinent process variables such as course length on training outcomes. A standard
evaluation form for professional audiences and a graphical form for non-professional audiences
are used to ensure that participants feel comfortable completing the evaluations. To better
understand the geographical and systemic saturation of our training, we give participants the
option (completely voluntary) to provide us with their contact information, the name of the
organization they work for, their job titles, and the areas of the city their organization serves.

In addition to our formal CSS training evaluations, CSS conducts two additional evaluations as
circumstances warrant. As CSS often hosts seminars on CEV, we have developed and
implemented a seminar evaluation. We have also developed and implemented a baseline
knowledge awareness survey designed to determine the baseline level of CEV knowledge that
exists in our target population. In 2002 and 2004, we conducted a baseline knowledge evaluation
at the Chicago Metro Association for the Education of Young Children conference, and used
those results to determine whether knowledge of CEV had increased in our target population
between 2002 and 2004 (See appendix).

C. Identification of children in need of services

Data from DV referral cards that police officers complete after responding to domestic violence
calls and to community violence calls where children are present will be used to document the
number of incident-based referrals to the City of Chicago’s Domestic Violence Help Line. The
DV referral cards from the police will provide non-identifying data regarding the circumstances
of the incidents that the police respond to where children are present (age, race, and gender of
victims, offenders, and children, geographic location, number of children, nature of the incident,
and the relationship between the victim and offender). Follow-through (outcomes) from these
referrals will be tracked using Help Line data (see below).



D. Services to children

The amounts and types of services provided to children exposed to violence and their families by
our provider agencies will be tracked via Family Referral Forms and the Completion of Services
Forms (see attached).

E. Characteristics of children referred for Safe Start services (National
Evaluation)

During intake assessments conducted by our participating direct service providers, “Core Data
Elements” identified by the Safe Start National Evaluation Team (NET) will be collected using
the Chicago Safe Start Screening Form (see attached). This data will be forwarded to the NET
and summarized to provide a snapshot of the children and families who receive CSS services.
Furthermore, data from the City of Chicago’s Domestic Violence Help Line will be summarized
bi-annually by the data analyst from the Mayor’s Office on Domestic Violence. This data will
include basic demographics of the victim, as well as the number of calls that included children 0-
6, the gender and age of children, the number of requests specifically for services for children,
and service referrals. The information will be compared to intake data collected by the CSS
direct service providers to identify inconsistencies between those who receive referrals from the
Help Line and those who seek services from CSS service providers. Furthermore, DV referral
cards from the police will provide non-identifying data regarding the circumstances of the
incidents that the police respond to where children are present (age, race, and gender of victims,
offenders, and children, geographic location, number of children, nature of the incident, and the
relationship between the victim and offender). Follow-through (outcomes) from these referrals
will be tracked using Help Line data (see below). Data from the Chicago Safe Start Screening
Form, the Help Line, and the police DV referral cards will be made available to the National
Evaluation Team.

I1. Outcome Evaluation: What are the benefits of Chicago Safe Start to children and their
families?

1. Systems/Policy Changes

CSS is developing advocates for children exposed to violence across a wide variety of systems
including police, courts, child protection, domestic violence agencies, mental health, substance
abuse, schools, day care, private and public funding agencies, and local and state government. It
is expected that the work of these advocates will result in changes to these child-serving systems.
Systems changes that result from the work of CSS advocates will be tracked via meeting
minutes, official documents, staff interviews, and direct reporting on the Policy and Systems
Change Reporting Forms (see attached). Examples of systems change outcomes might include:
increases in child-serving staff at an agency, changes to protocols for identifying or working with
children exposed to violence, legislation that increases safety or services for children, requests
for proposals from funding agencies for projects to increase safety or services for children, or
addition of ‘children exposed to violence’ curricula to certification, educational, or training
programs.
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2. Direct Services

A. Increased public awareness of the problem of children exposed to
violence

CSS will attempt to influence public awareness and knowledge of the problem of children
exposed to violence via posters, handouts, community council meetings, community-based
presentations, and other media outlets. It is hypothesized that increased community awareness
and knowledge of the problem will result in an increase in the number of calls to the Help Line
requesting services for children from our target communities (Englewood and Pullman) as
compared to our selected control communities (Gresham and Harrison). Furthermore, in
collaboration with Prevent Child Abuse America, focus groups are being conducted in our target
communities assessing key stakeholders’ awareness of services available to children who have
been exposed to violence. Finally, in coordination with the CSS Training Team, community
participants at CSS workshops will be asked about their exposure to specific elements of the
overall CSS public awareness campaign.

B. Improved training of child-serving professionals

CSS will intervene directly to train police, childcare workers, and others to better identify and/or
serve children exposed to violence. We expect that at least half of the individuals who
participate in CSS trainings will indicate a willingness to complete a personal action plan for
helping children exposed to violence. Participants in sessions of less than 15 minutes will
evaluate the training by raising their hands to indicate agreement that training objectives have
been met (see the “short oral evaluation” portion of the Course Information form). Participants in
session longer than 15 minutes will each complete written evaluations to indicate how satisfied
they were with the training, how much they learned, and how likely they are to take personal
action to help children exposed to violence (See the attached “sample evaluation form”). The

CSS training and evaluation teams have set the following criteria for evaluating the effectiveness

of the training:
+¢ There are four items on the evaluation forms that assess satisfaction with the course.

Scores on these four items are averaged to create a “participant satisfaction index” for
each participant that ranges from 1 — very dissatisfied to 5 — very satisfied. 85% of
session participants must have a score of 4 (satisfied) or above on the participant
satisfaction index for the training effort to be considered successful.
% Three items assess learning. Scores on these items are averaged to create an “education
index”. 85% of session participants must have a score of 4 (satisfied) or above on the
education index for the training effort to be considered successful.

« Two items are administered only after sessions that have an action orientation. Averaging
these items yields an “action orientation index” designed to determine how likely
participants are to take concrete action on CEV after the leave the session. As behavior
outside the training session is strongly influenced by non-training factors, our criteria for
success here is that at least 50% of participants will have a score of 4 (likely to act) on the
action index.



The results of the CSS training evaluations are provided to the host communities where the
training occurred as well as to the CSS training team in the form of monthly, quarterly, biannual
and yearly reports. A qualitative follow-up analysis is planned as well. Participants who indicate
that they are willing to discuss further the impact CSS training has had on them personally and
on the organizations with which they work will be contacted and interviewed in the Fall of 2004.

C. Increased identification of children in need of services

One benefit of CSS is that more children exposed to violence should be identified and given
appropriate referral information. The effects of the changes in police protocols and Help Line
capacity will be monitored via data regularly collected from the Chicago Police Department and
the Help Line. The Help Line’s data analyst will summarize the Help Line data bi-annually
indicating the number of calls from Englewood and Pullman zip codes, the number of calls that
included children 0-6, the gender, age, and any special needs for each child, the number of
requests specifically for services for children, basic demographics of the victim, relationship of
the offender to the victim, type(s) of abuse, and service-need match (within geography, outside
geography). This data will be compared with Help Line data from two control communities
(Police District numbers 6 (Gresham) and 11 (Harrison)) that have similar demographics as
Englewood and Pullman, but are not directly receiving CSS services. We hypothesize that CSS
initiatives in our target communities will result in 1) an increase in calls to the Help Line in our
target communities (District #5 & #7) as compared to our control communities (District #11 &
#6) and 2) an increase in calls to the Help Line where services for children is specifically
requested.

D. Improved services to children

CSS is providing training, collaboration, and increased resources to our provider agencies. We
hypothesize that children and their families will directly benefit from the improved services and
increased capacity of our provider agencies. To measure this effect, CSS families at all three
provider agencies will complete assessments of child and family functioning at intake, mid-
intervention, and at termination of services. These assessments include the Trauma Symptom
Checklist for Young Children (CSS version) and the Family Outcomes Questionnaire (titled
‘CSS Questionnaire’).  Furthermore, CSS providers will complete Child and Caregiver
Completion of Services Forms that describe the interventions provided to children and their
caregivers and provide a summary of child and caregiver outcomes from the therapist’s
perspective (see attached outcome measures).

Initially, analysis of variance will be used to assess changes in functioning over time. As
comparison groups are added, multiple analysis of variance will be used to assess agency-by-
time interactions (See Tier II evaluation).

Description of Measures Used to Evaluate Direct Services to Children

Chicago Safe Start (CSS) ID Creation Page: This form is completed by caregivers at intake to
create an anonymous id that will be used by direct service staff to match pre and post
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intervention assessment measures. This form remains unchanged from the beginning of the
project.

Chicago Safe Start Screening Form: Completed by direct service providers at intake to gather
basic information about the child’s exposure to violence and the parent’s observations about the
effects of exposure. This form was most recently updated in collaboration with service providers
on July 20, 2004.

Family Referrals Form: Used by direct service providers to document the inter agency and intra
agency referrals offered to clients. This form remains unchanged from the beginning of the
project.

Trauma Symptom Checklist for Young Children (TSCYC): This is a revised version of John
Briere’s (2001) scale that is used to measure the effects of exposure to violence on young
children. The scale was shortened somewhat from the original by removing scales that assessed
‘sexual concerns’ and ‘atypical responses (to violence exposure).” The subscales included in the
CSS version of the TSCYC include Anxiety, Depression, Anger/Aggression, PTSD-Intrusion,
PTSD-Avoidance, PTSD-Arousal, and PTSD-Total. Caregivers will complete this form before
and after their child participates in Safe Start services. This form remains unchanged from the
beginning of the project.

Family Outcomes Questionnaire (titled ‘CSS Questionnaire’): This scale was developed
specifically for this project and was designed to measure caregivers’ knowledge of the effects of
exposure to violence and caregivers’ perceptions of their ability to care for their children and
themselves following exposure to violence. This form was updated on July 20, 2004 to include a
space to indicate how many sessions the family had attended at the time of the assessment.

Completion of Services Form (Previously known as the Professional Summary Report):
This scale was also developed specifically for this project and was designed to measure
therapists’ perceptions of caregivers’ ability to care for their children and themselves following
exposure to violence and to measure therapists’ perceptions of child improvement over the
course of the intervention. This measure underwent a major revision in collaboration with CSS
and Safe from the Start service providers under the Tier II evaluation enhancement. This
measure was revised to include both caregiver and child forms, includes a section for therapists
to describe the intervention(s) that the family received, and has expanded the number of items
documenting child and caregiver outcomes.




Chicago Safe Start’s Tier II Proposal
Overview of Evaluation Enhancement

Chicago Safe Start (CSS) has a unique opportunity to collaborate with the Illinois Violence
Prevention Authority’s (IVPA) Safe from the Start (SFS) project to expand the evaluation of
direct services provided to children exposed to violence and their families. Beginning in FY 05,
IVPA will begin to provide some level of funding to CSS for direct services. By establishing a
collaborative evaluation, data from as many as 9 different interventions for children exposed to
violence from across Illinois can be analyzed simultaneously. The three CSS direct services sites
are currently in their second year of implementation, three SFS sites are currently in their third
year of implementation, and the final three SFS sites will begin their second year of
implementation in FY 05.

Funds from the OJJDP Tier Il Enhancement Grant will be used to fund collaborative activities
including developing common evaluation methods and measures and coordinating data sharing,
analysis, and report writing. In addition to potentially increasing our ability to add to the
available knowledge about best intervention practices for children exposed to violence, this
enhanced evaluation will strategically focus increased statewide attention on the issue of
children’s exposure to violence at a time when Chicago Safe Start is beginning to focus on a city
and statewide ‘roll-out’ of CSS policies and practices and working towards long-term
sustainability. Coordinating the CSS outcome evaluation with a state-funded initiative will not
only enhance the current evaluation, but will help to sustain the CEV evaluation efforts beyond
the OJJDP funding period.

Measurement/Assessment Tools

CSS sites will use z-transformed pre-post scores on the TSCYC and the Child and Caregiver
Completion of Services form, and the SFS sites will use z-transformed scores on the CBCL (1 2
- 5) and the Child and Caregiver Completion of Services form to document outcomes.

Proposed Analysis Plan

We anticipate that each of the nine sites will be able to contribute 50 cases to this analysis, for a
total of 450 cases. Data will be recorded at the level of the individual child so we can look at
characteristics across agencies that are associated with success (more sessions, home visitation,
etc). Multivariate methods such as regression with time covariates will be used to assess child
and parent outcomes over time, using provider/program characteristics from the Completion of
Services forms as additional predictors.

Please note: At this point it may not be possible to share raw data from the IVPA sites to OJJDP.
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Updated Timeline for the CSS/SFS Collaboration

April — July 2004

July 2004

July - August 2004

- SFS and CSS staff and evaluators meet to discuss collaborative outcome
measures and develop a recommended set of measures. Consult with
OJIDP’s National Evaluation Team (NET) regarding these
recommendations.

- SFS and CSS evaluators will convene a direct services/evaluation
meeting to present the recommended set of outcome measures to direct
service staff for their input and recommendations.

- Train sites in the use of new measures, as applicable.

- Distribute new measures to sites and instruct them to begin using them.
- Modify existing databases to incorporate new outcome measures and to
accommodate data from additional sites.

Aug. 2004 — Jan. 2007 - Collect and enter data from sites. Periodic reporting of data to CSS and

SFS staff and direct service providers.

Jan. 2007 — April 2007 - Conduct final data analysis and develop final reports.






Program Budget (18 months)

7.1 Budget Worksheet

Chicago Safe Start - Program Budget
Nov 1, 2005 - April 30, 2007

Item Detail Computation
Personnel  |Project Director 71,984
Project Director - 6 month increment 35,992
Salary sub-total 107,976
Fringe benefits (29.82%) 21,466
Fringe benefits - 6 month increment 10,733
Fringe sub-total 32,199
Personnel sub-total 140,175
hotel (195x3dy), airfare(300), per diem
Travel National Meeting — mandatory (45x3dy), ground travel (25) x 5 persons 5,225
Local Meeting & Parking $30 x 3 staff x 18 months 1620
Travel sub-total 6,845
Promotions - Public Awareness materials —
Supplies magnets, t-shirts, buttons, toys 5,600
Books/materials/video duplication $70 x 15 books/videos 1,050
Reprinting - Newsletters/
Brochures/Reports/Curricula/letterhead $1000 x 10 reports 10,000
Graphics - publications $1100 x 5 reports 5,500
Equipment Digital camera, color printer 1,400
$150.00 x 18 (Folders, pens, printer supplies,
desk supplies, shipping envelopes); $762 for
Supplies certificates 3,462
Supplies sub-total 27,012
Meeting
Costs Venue Costs $250 x 12 3000
Food $70x 12 840
$64.75 x 18 months (ave. 175/pc per month at
Other Costs |Postage 0.37 per piece.) 1166
Messenger service 9 shipments x $30.33 273
Copying 6000 copies x .02/page @ $120 x 18 months 2160
Professional Development 2000
Membership dues $400 400
Telephone $386 x 3 staff 1,158
Internet $15 x 3 staff 45
Other Department sub-total 11,042




Chicago Safe Start - Program Budget (page 2)
Nov 1, 2005 - April 30, 2007

Item Detail Computation
Paul Schewe, Consultant @$100/hour x 670
Evaluation  |Program Evaluation —Consultant hrs. Ave. 12.8846 hrs/week 67,000
Evaluation sub-total 67,000
Service

Expansion  |Incubator initiative 50,000
Service Expansion sub-total 50,000

Capacity
Building Technology consultation/support $100/hour x 22 hours training/support 2,200
Collaboration support stipends $20/hr x 9 groups x 12 meetings x 2 hrs each 4,320
Community Council stipends/cost share $50/hour x 50 hours x 2 communities 5,000
Trainer(s) $75x 100 7,500
Conference planner $75/hour x 50 hours 3,750
Technical writing/research $75/hour x 50 hours 3,750
Honorariums/Performances $250/hr x 50 hrs 12,500
Capacity Building sub-total 39,020
Contracts sub-total 156,020
DIRECT COSTS sub-total 341,094
INDIRECT COSTS (10.49% of direct costs) 35,781
TOTAL BUDGET 376,875




7.2  Budget — Narrative

Chicago Safe Start
Nov 01, 2005 — April 30, 2007

Budget Narrative

Personnel

The budget for the next 18 months of implementation includes $140,175 for personnel. This
includes $71,984 for salary (prorated for 18 months to total $107,976) and $21,466 for fringe
benefits calculated at 29.82% (prorated for 18 months to total $32,199) using the City of Chicago
benefit rate for one full-time position, the Safe Start Project Director. Additional full-time
Education Coordinator and Implementation Coordinator positions remain with the program but
their salary and fringe are being supported in-kind via the Chicago Department of Public Health.

The Project Director is responsible for ensuring that the project fulfills requirements of OJJDP
grant, e.g., specific implementation strategies, reporting needs, travel and meetings. The Project
Director monitors the program budget, ensures that the strategic plan and the current workplan is
developed and implemented, supervises all program staff, consultants, and work products.

Travel

Travel is budgeted at $6,845 annually. This sub-total includes $5,225 - for key personnel to
attend two cross-site meetings each year. All staff will attend one National meeting for the
major transition for the national initiative allowing for maximum transmission of information
and lessons learned. The Project Director will attend the second meeting of the national partners.
Total out of town travel including hotel ($195 x 3 days), airfare ($300), per diem ($45 x 3 days),
and ground travel ($25) for five people across two trips. An additional $1,620 is included for
local travel and parking for 3 staff persons for 18 months ($30 per month per staff) to participate
in community—based and policy level meetings to ensure continuing involvement directly in the
Safe Start communities and related interests.

Supplies

The Supplies sub-total budget is $27,012. This includes $5,600 to purchase promotional
materials. We include $1,050 to purchase books and video complements for the professional
development offered via the project and the mass duplication and distribution of training videos
produced by initiative partners. The project will develop multiple products including brochures,
teaching curricula, and program reports in the coming term and has allowed $5,500 for graphics
and typesetting services and $10,000 for publishing costs. Additional costs include $400 for a
digital camera and $1,000 for a color printer. Costs for office supplies including folders, pens,
desk supplies, and envelopes ($150 x 18 months totaling $2,700), and award certificates ($762)
to total $3462 overall.

Other Costs

The Other Costs sub-total is $11,042. Chicago Safe Start plans to hold 12 full-day training and
community engagement programs with average venue costs of $250 and food costs of $70 per
event. Mailing activity includes postage ($1,166 annually: 175 pieces per month at .37 per
piece) and messenger fees ($273: $30.33 per item for 9 shipments). In-house copying is set at
$2,160 (6000 copies at .02 per page per month for 18 months). Program staff is expected to
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attend ongoing professional development activities to expand our understanding of this emerging
issue with $2,000 allowed for 3 staff annually, and $400 allowed for membership dues. The
Chicago Department of Public Health charges the program $1,158 for telephone usage for 3 staff
and $45 for Internet access for 3 staff persons.

Contracts (Services and Technical Assistance)

The Contracts sub-total is $156,020. Chicago Safe Start is required to fund an Evaluation
Consultant at $67,000 (at about 12.8846 hours per week at $100 per hour) who is responsible for
orchestrating the evaluation component including corresponding with and meeting the data
exchange and reporting guidelines for the national evaluation component. The Evaluator is
responsible for drafting and managing the evaluation plan, coordinating, monitoring, and
analyzing all the data relevant to the project. The local evaluator — who must be employed
independent of the program - works under the supervision of the Safe Start Project Director.

Service Expansion Funds sub-totaling $50,000 are allocated to seed expansion initiatives
focusing on the Chicago Police Department, the child serving entities across the Chicago
Department of Public Health, and mental health and family support programs funded by the
Metropolitan United Way of Chicago. The expansion initiatives will focus on building the
capacity of line staff and managers to identify, respond appropriately to, and provide important
and resource, support, and referrals where young children are impacted by violence in their home
or community. Additional support will be sought to expand this work.

Capacity Building costs ($39,020 sub-total) include services needed to manage and expand the
core Safe Start teaching and systems change program. Support for maintaining the technological
aspects of the project — databases, website, online training — is set at $2,200 ($100 hr for 22 hrs).
Stipends for consumers and para-professional involvement in public education and outreach total
$4,320 (320 hr x 9 groups x 12 meetings x 2 hrs). Costs to support activities of the two
community councils — meeting costs, stipends, consumer incentives, supplies for the children’s
room projects are $5,000 ($50 hr x 50 hrs x 2 councils).

Included in the capacity building sub-total, Safe Start intends to contract with individuals ($75/hr
X 50 2-hour sessions, totaling $7,500) to expand our capacity to train consumers and
professionals on children’s exposure to violence (CEV) and related topics. We intend to contract
with a conference facilitator to plan a 2006 citywide conference on CEV ($75/hour for 50 hours)
and a technical writer to assist in developing our new five-year Strategic Plan ($75/hr for 50
hours) both totaling $3,750 each. We will work with the firms attached to the national initiative
and local experts to contract for training for clinical professional and provide honoraria and
speaker’s fees ($12,500: $250/hr x 50 hours).

Indirect Cost

The City of Chicago fixed indirect rate for all grants as of January 01, 2005 is 10.49%. Thus, we
are budgeting $35,781 for indirect costs, based on direct expenditures of $341,094. The total
program total budget is $376,875.
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