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Preface

Safe Start Promising Approaches (SSPA) is the second phase of an initiative focusing on
preventing and reducing the impact of children’s exposure to violence and is sponsored by the
U.S. Department of Justice’s Office of Juvenile Justice and Delinquency Prevention. RAND
Corporation researchers conducted the national evaluation of SSPA in collaboration with the
national evaluation team: the Office of Juvenile Justice and Delinquency Prevention, the Safe
Start Center, and the ten program sites. The evaluation design across the studies included
randomized controlled trials at seven sites and quasi-experimental designs at three sites.
In this report, we discuss the design and methods used for the outcome evaluation; describe
the enrollment, retention, and power analysis; and present the results for the sites with fully
powered studies. We then discuss the implications of these results and recommendations for next
steps. In the appendixes, we provide a detailed description of the outcome evaluation conducted
at each SSPA program, including a description of the enrollees, enrollment and retention, the
amount and type of services received, and child- and family-level outcomes over time.
These results will be of interest to researchers, clinicians, practitioners, policymakers,
community leaders, and others evaluating and implementing programs for children exposed to
violence and build on our prior work evaluating the first round of 15 SSPA sites, reported in
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This research was conducted under the auspices of RAND Justice Policy within RAND
Justice, Infrastructure, and Environment and under RAND Health’s Population Health Program.

RAND Justice Policy
The RAND Justice Policy Program spans both criminal and civil justice system issues with
such topics as public safety, effective policing, police–community relations, drug policy and
enforcement, corrections policy, use of technology in law enforcement, tort reform, catastrophe
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and mass-injury compensation, court resourcing, and insurance regulation. Program research is
supported by government agencies, foundations, and the private sector.
This program is part of RAND Justice, Infrastructure, and Environment, a division of the
RAND Corporation dedicated to improving policy- and decisionmaking in a wide range of
policy domains, including civil and criminal justice, infrastructure protection and homeland
security, transportation and energy policy, and environmental and natural resource policy.
For more information about RAND Justice Policy, see www.rand.org/jie/justice-policy or
contact the director at justice@rand.org.

RAND Population Health
RAND Health’s Population Health Program addresses public health issues, including social,
environmental, and cultural influences on the health of populations; health inequities and
disparities among different populations; community and population resilience; and relationships
among environmental factors and individual health behaviors (e.g., eating habits, smoking) that
influence the prevalence of chronic disease. RAND Health is one of the largest private health
research groups in the world. Currently, between 250 and 300 projects are under way, addressing
a wide range of health care policy issues.
For more information about RAND Health, see www.rand.org/health or contact the director
at RAND_Health@rand.org.
Questions or comments about this report should be sent to the project leader, Dana Schultz
(Dana_Schultz@rand.org).
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Summary

Background
Although rates of children’s exposure to violence have been declining, in 2011, 58 percent of
children in a nationally representative sample had been exposed to violence in the past year, with
48 percent exposed to multiple types of violence (Finkelhor, Shattuck, et al., 2014; Finkelhor,
Turner, et al., 2015). The immediate negative consequences of children’s exposure to violence
include depression, anxiety, behavior problems, and trauma symptoms, and many of these issues
persist into adulthood. Many of the interventions aimed at reducing the negative consequences of
children’s exposure to violence have focused on a specific type of violence exposure,
intervention setting, or symptom profile. Some of these have been proven effective, such as
treatments for children with posttraumatic stress (Judith Cohen, Mannarino, and Deblinger,
2006; Lieberman, Van Horn, and Ippen, 2005). On the other hand, targeted interventions have a
very limited evidence base, and prevention efforts are largely untested. As a result, the evidence
base is still emerging for behavioral health programs that ameliorate the adverse effects that
exposure to violence can have on children. Further, there have been challenges implementing
promising or proven interventions in real-world settings. Overall, there is a need to build the
evidence base for interventions that can both improve outcomes for children and be effectively
delivered in community-based settings.
This report presents the results of experimental and quasi-experimental studies conducted in
ten different communities that sought to improve outcomes for children exposed to violence
(CEV). In 2000, the Office of Juvenile Justice and Delinquency Prevention (OJJDP) developed
the Safe Start Initiative to develop better programs and practices for CEV and to demonstrate
that such programs can work in community settings. The first (demonstration) phase of the Safe
Start Initiative, completed in 2006, involved demonstrations of promising practices in the system
of care to address children’s exposure to violence. For the second (implementation) phase, called
Safe Start Promising Approaches (SSPA), OJJDP selected 15 sites in 2005 to implement
promising interventions designed to reduce and prevent the harmful effects of children’s
exposure to violence. RAND served as the national evaluator in this effort and produced reports
on both process (Schultz et al., 2010) and outcomes (Jaycox et al., 2011a). The second phase
continued in 2010 when OJJDP selected an additional ten sites and funded RAND to conduct a
national evaluation on outcomes. The ten program sites varied by community size, location, age
range served, and types of violence exposure, with each proposing an intervention to fit the
needs of its target population.
We designed the overall evaluation to examine whether the implementation of the Safe Start
programs resulted in individual-level improvements in specific outcome domains at a particular
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site. The evaluation’s intent-to-treat analysis approach involved analyses of all those who were
offered participation in Safe Start, regardless of how much of the program they actually received.
Thus, we designed it to determine what types of outcomes can be expected if the intervention is
used in a similar community under similar conditions.

Methods
To prepare for program implementation and evaluation, each site worked with the national
evaluation team to complete a so-called Green Light process to develop specific plans for
implementation and ensure readiness for evaluation. The Green Light process included a power
analysis and culminated in a rigorous evaluation design at each site. Because one site tested two
interventions, there were 11 separate studies across the ten sites. Seven sites conducted
randomized controlled trials (RCTs), with two of these using a wait-list comparison design. The
other three sites had quasi-experimental designs with comparison groups formed within the Safe
Start agency or community. For all enrolled families, we collected standardized, age-appropriate
measures at baseline and six and 12 months after enrollment. We selected the measures to
document child, caregiver, and family outcomes in the domains of posttraumatic stress,
depression, behavior problems, social–emotional competence, school behavior and attitudes,
family functioning, violence exposure, and caregiver mental health. Each site identified one
primary outcome and then prioritized the other outcomes as either secondary or tertiary
depending on the goals of its specific intervention. We provided initial training and ongoing
support for data collection. All data were submitted electronically to RAND for processing and
analysis.
We analyzed each site’s data separately; each data set included descriptive analyses of the
sample characteristics at baseline and each follow-up, differences between the groups at baseline
and each follow-up for each outcome measure, a description of the Safe Start services that the
intervention group received, differences within each group over time for each outcome measure,
and intervention effects over time that compared the mean changes of the two groups. When
sample sizes allowed, we examined outcomes within different levels of dosages of the
intervention.

Results
Table S.1 describes the interventions, expected effect sizes, target sample sizes required for
80-percent statistical power to detect the expected effect sizes, and the actual enrollment for each
of the 11 studies. For each study, actual enrollment and retention affected our ability to draw
conclusions about the effectiveness of the interventions.
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Table S.1. Program Study Characteristics and Evaluation Designs

Study Site

Primary
Outcome

Expected
Effect Size

Target
Enrollment
for 80%
Power

Child PTSD

Small

729

235

Intervention
retention

Medium

250

235

Positive
involvement

Medium

250

136

Medium

250

403

Intervention Component and Design

Aurora, Colo.

RCT: Strategic enhancement to an intensive
dyadic therapy (Trauma-Focused Cognitive–
Behavioral Therapy + Let’s Connect)
compared with Trauma-Focused Cognitive–
Behavioral Therapy alone

Denver, Colo.

RCT: Law Enforcement Advocate + group
therapy model (Strengthening Family Coping
Resources) compared with usual probation
services while on a waiting list

Detroit, Mich.

RCT: Group therapy (SFP + Psychological
Family conflict
First Aid) + case management compared with
family nutrition groups and case management

Actual
Enrollment

El Paso, Texas RCT: Group therapy (culturally modified
version of SFP [Dando Fuerza a la Familia]) +
case management compared with case
management alone

Child selfcontrol

Medium

250

486

Honolulu,
a
Hawaii

Quasi-experimental: Enhancement to an
existing group therapy (Haupoa) +
individualized clinical child assessment +
individual and family therapy (Modular
Cognitive–Behavioral Therapy) compared
with usual services

Child total
behavior
problems

Medium

418

129

Kalamazoo,
a
Mich.

Quasi-experimental: Adaptation to an existing
group therapy (Psychological First Aid)
compared with usual community services

Positive
involvement

Small

1,065

412

Philadelphia,
Pa.

RCT: Individual home-based therapy (Safety,
Emotions, Loss, and Future) + Early Head
Start services compared with Early Head
Start alone

Caregiver
depression

Small

638

233

RCT: Intensive dyadic therapy (Alternatives
for Families: A Cognitive Behavioral Therapy)
compared with waiting list

Child PTSD

Medium

250

99

Spokane,
Wash., ARC

RCT: Individual therapy (ARC model) within
Head Start compared with Head Start alone

Child
cooperation,
assertion,
self-control

Small

638

198

Spokane,
Wash., COS

RCT: Group and individual therapy (COS)
within Head Start compared with Head Start
alone

Child
cooperation,
assertion,
self-control

Small

638

201

Worcester,
Mass.

Quasi-experimental: Child assessments and
service plans + group therapy (Strengthening
Family Coping Resources) within homeless
shelter compared with usual shelter services
alone

Child social–
emotional
competence,
assertion,
self-control

Medium

262

345

Queens, N.Y.

a

NOTE: PTSD = posttraumatic stress disorder. SFP = Strengthening Families Program. ARC = Attachment, SelfRegulation, and Competency. COS = Circle of Security.
a
Because of implementation challenges, we did not include this site in the analysis.
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Enrollment
Across all studies, enrollment in the Safe Start intervention groups totaled approximately
1,500 families, with an additional 1,250 families enrolled in the comparison groups. Enrollment
targets were met with mixed results. Four of the seven studies that expected their interventions to
have medium intervention effects enrolled more families than the target needed for 80-percent
power, while all of the studies that expected small intervention effects enrolled far fewer families
than needed for 80-percent power to be able to detect the expected small effect. Because three
studies had implementation problems that caused them to discontinue their participation in the
national evaluation early, the rest of the analyses focused on the eight studies that finished.
Retention
We factored attrition from the study into the power calculations shown in Table S.1, with
most sites assuming and targeting 80-percent retention rates. In the end, two possible factors
affected actual sample sizes used in the final outcome models: not reaching the target enrollment
and not reaching the target retention rate. In fact, four of the studies reached or came very close
to the target 80-percent retention rate at six months, but not all of these had reached their
enrollment targets.
Summary of Power Analysis and Design Issues
With the final sample sizes and ability to complete the study, we can categorize the studies
into three groups.
•

•

•

The first group consists of the four studies that were fully powered to examine the
intervention’s effectiveness according to their original expectations regarding the effect
size the intervention would likely have on outcomes (Aurora for intervention retention,
Detroit, El Paso, and Worcester). With retained samples well over the 200 needed,
Detroit and El Paso were fully powered to detect the medium intervention effect we
anticipated in the design phase of the study. Worcester, which had a quasi-experimental
design, retained just enough families at six months to be fully powered to detect the
expected medium effect. In addition, one site, Aurora, was powered to detect medium
intervention effects for retention in intervention. As a result, we focused our discussion of
findings on the four studies fully powered to detect the expected effects.
The second group consists of the five studies (Aurora for child outcomes, Denver,
Philadelphia, Spokane ARC, and Spokane COS) that were underpowered for the
evaluation. We briefly summarize the results for these studies in this report with complete
results in the program descriptions in Appendixes B, C, F, G, and H.
The third group consists of the three studies that could not complete their studies as
planned because of implementation challenges (Honolulu, Kalamazoo, and Queens). We
do not include the results for these studies in this report.
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Results for the Four Powered Studies
Among the studies powered to detect medium intervention effects for child outcomes, Detroit
and El Paso had within-group changes in the outcome variables with the intervention group
showing improvement in symptoms, behaviors, or violence exposure over time. However,
because the comparison group also improved, we found no evidence of significant differences
observed in most cases between the intervention and comparison groups using difference-indifferences models. One exception was in El Paso’s primary outcome, child self-control, which
showed a marginally significant intervention effect with the intervention group improving more
than the comparison group. For Worcester, the third study powered to detect a medium
intervention effect on child outcomes, we noted changes on some measures but no clear pattern
of improvement or worsening across the outcomes. Aurora was powered to detect medium
intervention effects for its evaluation of retention in intervention (number of sessions attended),
but there were no differences between groups on the number of intervention sessions that
families received. For the powered sites, we also looked at service dosage to determine whether
we could observe intervention effects within the higher-dosage groups but found no evidence
that families who received high, medium, or low dosage of the intervention fared differently
from comparable families in a matched comparison group.
There are several possible explanations for the lack of evidence of intervention effects in the
adequately powered studies. First, the robust nature of the case management or family support
groups that comparison group families in Detroit and El Paso received might have made it
difficult to observe an intervention effect because the comparison groups also improved. Second,
the overall dosage of the services for intervention group families might not have been enough to
produce the expected outcomes. In addition, we did not collect information on fidelity of the
intervention delivered. Program services as they were delivered might have had small effects on
outcomes that were not observable with the sample size in these studies or with the amount of
time the studies lasted. That is, small effects could grow larger over time, and we could not
capture that here. Also, the programs might have improved the lives of children and families in
ways that we did not measure (or measured inadequately) in this study. Finally, participants in
these programs varied quite a bit in terms of their baseline levels of severity—at some sites,
participants all experienced problems related to trauma, but, at other sites, the participants were
relatively healthy at baseline, making it difficult to demonstrate changes in outcomes over time.
Results for the Five Underpowered Studies
Among the underpowered studies, we could not observe any evidence of intervention effects
either, as expected. Aurora, with its strategic enhancement of a proven intervention, saw large
changes in child and family outcomes in the expected direction within the intervention group.
However, because of the intensity of the services that both groups received, the intervention
group did not improve more than the comparison group. The interventions in Philadelphia and
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Spokane operated within existing programs for families such that both the intervention and
comparison groups received a robust array of usual services and we observed modest changes in
both groups. Further, because of modest funding or operating within closed systems with limited
capacity, not all of the sites could plan a study of the size needed. Philadelphia, Spokane, and
Denver also had limited pools from which to draw study participants so were constrained in the
ability to enroll enough families from the outset. In addition, for some of these studies, the
baseline status of families was such that there was little room for improvement. Finally, service
uptake was lower than expected for some of these studies, with a substantial portion of the
intervention groups not receiving any of the intervention services.
Effect Size Changes for All Studies
When examining the effect size change (or the within-group change from baseline to the sixmonth follow-up) for the intervention group, we found that only Aurora produced large,
significant changes within its intervention group on any of the outcomes examined. Aurora’s
strategic enhancement to a proven intervention model produced large significant effects on both
measures of child PTSD symptoms and on total child behavior problems. Within its intervention
group, El Paso produced six medium, significant effect size changes, among the outcomes
examined (child PTSD, positive involvement, caregiver depression, child self-control, family
conflict, and child behavior problems). In addition to its primary outcome of child self-control,
El Paso’s cultural adaptation of SFP and case management positively influenced measures of
child PTSD, caregiver depression, family conflict, and child total behavior problems. All the
other studies produced small effect size changes on outcomes within the intervention group from
baseline to the follow-ups.
Between-Group Effect Sizes for All Studies
We also estimated the size of the intervention effect from baseline to the six-month follow-up
after controlling for baseline characteristics. Across the sites, Aurora had a small effect for its
primary outcome of caregiver report of child PTSD symptoms when comparing the intervention
group change with the comparison group change. For all of the other sites, the intervention effect
on the primary outcome was very close to 0. Among the other outcomes examined were two
other small effects: Denver had a small intervention effect for total child behavior problems that
favored the comparison group, and El Paso had a small intervention effect for child self-report of
PTSD symptoms that also favored the comparison group.
In the body of this report, we summarize the results for eight studies at seven sites.
Appendixes B through I, available individually online, include detailed results.
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Conclusion and Next Steps
The OJJDP SSPA initiative sought to improve the evidence base for interventions for CEV as
delivered in community settings. This important work aimed to fill a gap in knowledge about
how to best improve outcomes for these vulnerable children and families. The SSPA sites were
diverse in terms of the interventions being delivered, the settings in which they were offered, and
the groups of children and families targeted for the interventions.
Although all the sites were able to plan and launch their programs and studies, the actual
implementation of the SSPA interventions provides some important insights about delivering
behavioral health and supportive services in real-world settings in the areas of program
recruitment and retention, family readiness for and engagement in services, and service delivery.
In particular, families did not take up the services fully, with many families receiving fewer
services than planned. The implementation challenges and successes, outlined in our program
descriptions in the appendixes, offer important information for future implementation of these
types of programs.
The national evaluation of this initiative brought rigorous experimental and quasiexperimental studies to each of the ten sites (11 studies). This rigorous design also brought many
challenges, including the applicability of outcome measures to sites, designs of studies that
ensured acceptability and ethical handling of vulnerable children and families, limitations on
funding or capacity in order to implement a fully powered study, and research procedures that
added burden on staff and participants. Given these issues, we believe that other designs should
also be considered in future research, including observational and multiple baseline studies that
would ease the burden on community sites and allow them to focus on intervention delivery.
Despite these drawbacks, the Safe Start initiative increased local capacity for delivering
behavioral health programs in community-based settings, including training of staff, screening
for trauma exposure, and connection with other community partners. Overall, changes in child
and family outcomes were in the expected, positive direction among those who received Safe
Start services, although the changes were small for most sites and there was no evidence of a
difference in change for the comparison groups, which also generally improved. In addition,
families reported high levels of satisfaction with the interventions offered. Although it appears
that all of the programs are helping children and families and that both groups are improving
over time, we do not yet have enough evidence to indicate which programs work best.
From a public health perspective, improving outcomes for CEV should include universal,
selective, and targeted prevention approaches. Targeted services would be used for the minority
of children who have prolonged adjustment problems related to violence exposure. There is a
growing evidence base about what works in terms of the more-intensive services for children
with PTSD (Foa, Keane, et al., 2008), depression (Michael and Crowley, 2002), and substance
abuse problems (Tevyaw and Monti, 2004). However, we learned in Safe Start that a strategic
enhancement to improve intervention retention did not necessarily improve retention over a
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proven intervention and that the effects expected from evidence-based interventions are not
always actualized in community settings. Although there are proven and promising approaches
to intervention, more work is needed to see how these interventions can be delivered effectively
in real-world settings.
Several of the sites included in this initiative utilized selective prevention services for
families who had been identified as exposed to violence but who were experiencing only mild or
moderate symptoms. In two of the sites with adequate power to detect medium-sized
improvements, both intervention and comparison families improved over time. This finding is
important because it shows that supportive social services might be helpful to families,
regardless of the intensity and type of services. Future exploration of services at this level might
try to pin down the necessary ingredients for these less intensive, community-based approaches
aimed at relatively healthy families and children. These children and families might already be
on the path to recovery, bolstered by their individual or family protective factors that have helped
them be resilient in the face of adversity (Gewirtz and Edleson, 2007; O’Donnell, Schwab-Stone,
and Muyeed, 2002). Possible future directions include such approaches as taking a watch-andwait tack to support families as they adjust and recover from violence exposure, and then
providing or referring to specific high-quality services as specific needs are uncovered.
Development of a triage system to identify what intensity level of services are needed could also
be fruitful, as would be offering a menu of services and supports to meet families’ current needs
and being flexible to move families between levels of care as needed.
Finally, the universal prevention part of the public health triangle is insufficiently studied and
was not part of the Safe Start Initiative. Violence prevention efforts have focused on reducing
violence itself (Mercy et al., 1993), but little work has been done to prepare families and
communities for recovery from violence when it occurs. National movements toward developing
approaches in communities and settings (such as schools) that take into account trauma and its
effects (trauma-informed communities) (Chafouleas et al., 2016) are gaining momentum but
have not been evaluated to see whether they do, in fact, produce a more resilient child, family, or
community. Thus, this area is ripe for additional exploration, particularly when combined with
the full array of services within a public health model. Clearly there is a need for continued
development and research across multiple levels and settings for interventions for CEV, but the
challenge remains to find the key ways in which to do this that are effective, acceptable, and
feasible.
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Chapter One. Introduction

Prevalence and Consequences of Children’s Exposure to Violence
Recent analysis of trends in children’s exposure to violence indicates that rates of different
types of childhood victimization have declined significantly in recent years. Three national
surveys (conducted in 2003, 2008, and 2011) used versions of the same child violence exposure
measure (Juvenile Victimization Questionnaire) (Hamby et al., 2005) to gather data on childhood
victimization across different types of violence exposure (Finkelhor, Shattuck, et al., 2014).
Across this period, rates of physical assault fell 33 percent and sexual victimization decreased by
27 percent. Although overall child maltreatment rates fell by 26 percent over the nine-year
period, this was largely driven by a significant decline in emotional abuse, with physical abuse
rates remaining unchanged. Child witnessing or indirect victimization decreased by 28 percent
from 2003 to 2011 (Finkelhor, Shattuck, et al., 2014). The decline in most forms of childhood
victimization mirrored a decline in violent crime victimization nationally. The rate of violent
crime decreased from 79.8 per 1,000 in 1993 to 20.1 per 1,000 in 2014 (Truman and Langton,
2015). Even with the downward trend, children’s exposure to violence is still substantial. In the
2011 nationally representative telephone survey of children’s violence exposure, more than onethird (37 percent) of children had been physically assaulted in the past year, 5 percent had
experienced sexual victimization, 15 percent had been maltreated, and 25 percent had witnessed
violence (Finkelhor, Turner, et al., 2015). In terms of exposure to multiple forms of violence,
41 percent of children had exposure to more than one form of violence in the prior year
(Finkelhor, Turner, et al., 2015). In addition, some children are particularly vulnerable to
violence exposure. For instance, community violence exposure is particularly prevalent among
urban, minority youths of lower socioeconomic status (Stein et al., 2003).
Children’s exposure to violence has short- and long-term consequences across a range of
outcome domains. Child maltreatment is associated with short-term risk for depression and
anxiety (Lansford et al., 2002) and behavior problems (Grogan-Kaylor et al., 2008), as well as
high levels of depression, anxiety, and distress in adulthood (Lindert et al., 2014). Children
exposed to domestic violence (DV) have increased risk for externalizing behavior problems,
internalizing behavior problems, and trauma symptoms (Evans, Davies, and DiLillo, 2008),
while childhood exposure to community violence has been shown to be strongly related to both
externalizing behavior problems and posttraumatic stress disorder (PTSD) (Fowler et al., 2009).
In our own work examining violence exposure among a sample of families engaged with
community-based service organizations, we found that exposure to multiple forms of violence
strongly predicted child internalizing and externalizing behavior problems and trauma symptoms
among the subsample of children with any victimization history (Hickman et al., 2013).
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State of the Evidence for Improving Outcomes for Children Exposed to
Violence
Despite a growing understanding of the harmful effects of children’s exposure to violence,
the evidence base for interventions aimed at reducing the negative consequences of that exposure
remains slim. Many treatment interventions are limited to a specific kind of exposure, setting, or
symptom profile. For example, a recent review of the evidence on the effectiveness of cognitive–
behavioral therapy (CBT) for child sexual abuse found some small but nonsignificant
improvements in mental health outcomes, such as depression, anxiety, and PTSD, for this
specific subpopulation (Macdonald, Higgins, and Ramchandani, 2006). Similarly, a comparativeeffectiveness review of trauma-focused treatments for child maltreatment found some promising
results for interventions aimed at specific types of abuse, but the overall strength of the evidence
was low (Fraser et al., 2013).
One way to consider efforts to improve outcomes for children exposed to violence (CEV) is
to take a public health perspective, in which a broad array of universal, selective, and targeted
prevention efforts would be needed (Gordon, 1983). This public health model was later
expanded to include more about the sequencing of intervention and treatment and the fluidity of
needs that mean that someone can move across levels in both directions (Springer and Phillips,
2006). The tiered model in Figure 1.1 shows the reach of these three types or intensities of
intervention. Examples of the application of this type of tiered model include the Adolescent
Transitions Program (Dishion and Kavanagh, 2002) and Family Check-Up (Shaw et al., 2006).
Applying this model to CEV, we see that universal prevention would apply to communities as a
whole, selective prevention would focus on the interventions that target CEV without
determining whether the children have been adversely affected, and targeted prevention
programs would be reserved for the minority of children who experienced violence and are also
displaying some lasting adverse effects.
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Figure 1.1. Tiered Public Health Model

 

  

   

To date, most of the treatment development and research focus has been on the higherintensity treatments that would fall into the targeted portion of the model and were designed for
children with defined problems following exposure to violence. For instance, specific types of
treatment, such as Child–Parent Psychotherapy for young children (Lieberman, Van Horn, and
Ippen, 2005), Trauma-Focused Cognitive–Behavioral Therapy (TF-CBT) (Judith Cohen,
Mannarino, and Deblinger, 2006), and Alternatives for Families (Kolko, 1996a, 1996b), have
demonstrated effectiveness in controlled trials for children with significant symptoms of PTSD
or behavioral problems following violence exposure.
On the other hand, early intervention models that would fall into the selective prevention
portion of the model have received much less evaluation to date. For example, the Strengthening
Families Program (SFP) has received mixed support for improving family environment
(Molgaard and Spoth, 2001; Riesch et al., 2012); whereas Circle of Security (COS), an
intervention designed to promote parent–child attachment, has demonstrated improvements only
in a few small studies to date (Hoffman et al., 2006; Cassidy, Ziv, et al., 2010; Cassidy,
Woodhouse, et al., 2011). Some other approaches have been evaluated only in open trials,
including the Attachment, Self-Regulation, and Competency (ARC) model (Arvidson et al.,
2011; Hodgdon, Kinniburgh, et al., 2013) and Strengthening Family Coping Resources (SFCR)
(Kiser, Donohue, et al., 2010; Kiser, Backer, et al., 2015). And, to date, there has been very little
work in the area of universal prevention at a community level.
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Within the Safe Start Promising Approaches (SSPA) initiative, the level of evidence for the
interventions studied varied from well-established treatments (e.g., TF-CBT [Judith Cohen,
Mannarino, and Deblinger, 2006]) to adaptations of promising interventions. The interventions
varied in their approach within a public health framework as well, with some targeting children
with identified problems following trauma and others recruiting any child exposed to violence
regardless of current difficulties (Appendixes B through I describe the studies in detail).
Further, in addition to varying levels of evidence for impact, there are implementation issues
with moving promising or proven interventions from the clinic into community settings.
Research on implementation is gaining traction nationally in recognition that it is often difficult
to transport evidence-based practices into community settings (Massatti et al., 2008; Proctor et
al., 2007; Seffrin, Panzano, and Roth, 2009), let alone to sustain them (Wiltsey Stirman et al.,
2012). Key factors related to implementation and sustainability include organizational elements,
staffing, training and ongoing staff support, data systems, and ongoing fidelity monitoring and
quality assurance (Fixsen et al., 2009). With few rigorous tests of interventions for CEV
delivered in the real world, more work is needed to support development of effective
interventions that can be delivered in community-based settings.

The Safe Start Initiative
The Office of Juvenile Justice and Delinquency Prevention (OJJDP) launched the Safe Start
Initiative in 2000 to develop better programs and practices for CEV and to demonstrate that these
programs can work in community settings. The first (demonstration) phase of the Safe Start
Initiative, completed in 2006, involved demonstrations of promising practices in the system of
care to address children’s exposure to violence. For the second (implementation) phase, SSPA,
OJJDP selected 15 sites in 2005 to implement promising interventions designed to reduce and
prevent the harmful effects of children’s exposure to violence. The second phase continued in
2010 when OJJDP selected an additional ten sites to again implement interventions to help
families cope with the negative effects of children’s exposure to violence. The RAND
Corporation conducted the national evaluation of both sets of SSPA implementation sites.
Our evaluation of the initial set of SSPA sites uncovered some of the challenges related to
implementing and evaluating community-based behavioral health interventions for CEV. Our
experience working with sites to implement interventions in real-world settings emphasized the
importance of aligning the intervention approach and setting with the families’ needs or
priorities, conducting needs assessments at the outset of services, providing for families’
immediate and basic needs, offering an array of therapy options, having flexibility components
in the therapy model, and monitoring adherence to the therapy model (Schultz et al., 2010). For
most sites, these implementation challenges led to low enrollment and retention and meant that
the studies were not fully powered to detect intervention effects. We did observe some
improvements in outcomes, such as child PTSD symptoms and behavior problems, for the
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intervention group, but these positive changes did not differ significantly from changes in the
comparison group, meaning that there was no difference between the intervention services
offered and the care provided within the comparison conditions (Jaycox et al., 2011a). Our
lessons from the first set of SSPA sites informed the planning and start-up process for the next
set of sites by bringing a strong focus on messaging and engaging community partners to support
recruitment and retention, projecting enrollment and retention targets for statistical power,
planning for quality assurance, and ensuring human subject protections.

Overview of the Current Safe Start Sites
Like the initial set of 15 sites, the ten SSPA sites that are the focus of this report differ by
community size, location, age range served, and types of violence exposure. The sites are located
in the following places:
•
•
•
•
•
•
•
•
•
•

Aurora, Colorado
Denver, Colorado
Detroit, Michigan
El Paso, Texas
Honolulu, Hawaii
Kalamazoo, Michigan
Philadelphia, Pennsylvania
Queens, New York
Spokane, Washington
Worcester, Massachusetts.

The implementation setting varied across the sites with programs located within different
lead organizations. Many sites operated out of behavioral health clinics or programs, with four of
these university-based (Aurora, Honolulu, Kalamazoo, and Queens) and one community-based
(El Paso). Three sites were located within public agency programs (Denver in the Denver County
Probation Department, Philadelphia in Early Head Start [EHS], and Spokane in Head Start). The
Detroit Safe Start program was integrated into a community service agency offering after-school
programming, while Worcester’s Safe Start program was led by a national nonprofit agency
focused on family homelessness that worked with a shelter system in central Massachusetts.
Each Safe Start program offered intervention components tailored to its target age range and
type of violence exposure (Table 1.1). Each site included a therapeutic component, with six sites
offering group interventions (Denver, Detroit, El Paso, Honolulu, Kalamazoo, and Worcester),
two sites offering dyadic therapy (Aurora and Queens), and two sites offering individual therapy
(Philadelphia and Spokane). For two sites, the therapy model was not the primary component of
the Safe Start intervention (Denver and Worcester). Selection of the target population also
differed, with some sites accepting any child exposed to violence and others focusing on children
with significant violence-related symptoms and problems. The intervention setting also varied,
with interventions offered in families’ homes, clinics, shelters, and Head Start centers.
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Table 1.1. Program Site Characteristics and Evaluation Designs

Site

Intervention Component

Target
Population: CEV
Ages, in Years

Planned Evaluation Design

Aurora, Colo. Strategic enhancement to an intensive
dyadic therapy (TF-CBT + Let’s
Connect)

5–14

RCT comparing TF-CBT with TF-CBT
+ Let’s Connect

Denver, Colo. LEA + group therapy model (SFCR)

0–17

RCT comparing LEA + SFCR with
usual probation services over six
months using waiting-list comparison

Detroit, Mich. Group therapy (SFP), home visits, and
case coordination

3–16

RCT comparing SFP with usual
services + nutrition and health groups

El Paso,
Texas

Group therapy: Culturally modified
version of SFP (DFF)

3–14

RCT comparing DFF with usual
services + monthly phone calls

Honolulu,
Hawaii

Enhancement to an existing group
therapy (Haupoa) + individualized
clinical child assessment and individual
and family therapy (modular CBT)

3–17

Quasi-experimental design comparing
Haupoa + modular CBT with usual
services

Kalamazoo,
Mich.

Adaptation to an existing group therapy
(PFA)

8–17

Quasi-experimental design comparing
adapted PFA with usual services

Philadelphia,
Pa.

Individual home-based therapy
(S.E.L.F.)

0–3

RCT comparing S.E.L.F. with usual
EHS services

Queens, N.Y. Intensive dyadic therapy (Alternatives for
Families: A Cognitive Behavioral
Therapy)

5–17

RCT comparing Alternatives for
Families: A Cognitive Behavioral
Therapy with usual services over six
months using waiting-list comparison

Spokane,
Wash.

Group and individual therapy (COS) or
individual therapy (ARC)

3–5

RCT comparing ARC or COS with
usual Head Start services

Worcester,
Mass.

Child assessments and service plans +
group therapy (SFCR)

0–18

Quasi-experimental design comparing
child assessment and service plans +
SFCR with usual shelter services

NOTE: RCT = randomized controlled trial. LEA = Law Enforcement Advocate. DFF = Dando Fuerza a la Familia.
PFA = Psychological First Aid. S.E.L.F. = Safety, Emotions, Loss, and Future.

Evaluation Overview
As with the first set of SSPA sites, RAND Corporation was selected to serve as the evaluator
after OJJDP had selected the program sites and intervention models. RAND researchers
evaluated the programs in collaboration with a national evaluation team consisting of OJJDP, the
Safe Start Center (funded through September 2014), and the ten program sites.
We designed the evaluation to examine whether the Safe Start interventions as implemented
are associated with improvements in individual outcomes in specific outcome domains at a
particular site. In consultation with OJJDP and sites, we again developed a rigorous evaluation
design for each site (Table 1.1). Seven of the sites conducted RCTs, with two of these using a
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wait-list comparison design. The remaining three sites had quasi-experimental designs forming
comparison groups from within the agency or community that the Safe Start program served.
The evaluation used an intent-to-treat analysis approach, which includes in analyses all of
those who are offered participation in a program, regardless of how much of the program they
actually receive, and thus shows a program’s potential impact at a community level. This differs
from a completer analysis approach, in which only those who successfully complete intervention
are included, answering the question of how well a program works for those who participate
fully. We collected longitudinal data on families for within-site analysis of these programs’
effect on child outcomes at six and 12 months postenrollment. The data included demographics,
violence exposure, and outcomes (posttraumatic stress, depression, behavior problems, social–
emotional competence, school behavior and attitudes, family functioning, and caregiver mental
health) data.
Funding for implementation and evaluation was modest. Sites received up to $250,000 for an
initial 18-month project period and then three additional one-year awards for $250,000 each.
Sites were required to set aside $10,000 for each project period to support the data collection
requirements of the national evaluation. RAND received a larger grant to conduct the evaluation
and to support data collection for the comparison group. RAND subcontracted to the sites a
range of $10,000 to $40,000 in the first year and from $8,000 to $49,200 in subsequent years to
support data collection costs. Across most of the sites, the need for larger studies than originally
proposed in order to achieve adequate statistical power meant that the level of funding was very
tight or insufficient to fully support the data collection effort. We made adjustments to the
project to try to increase data collection funding, including elimination of long-term follow-up
assessments at 18 months and two years and elimination of a cost study, but resources were still
extremely limited for studies of this size.
In the rest of this report, we discuss the methods used in these studies (planning and start-up
activities, measures, and data collection); describe the enrollment, retention, and power analysis;
and present the results for the sites with fully powered studies (e.g., those with at least an 80percent chance of detecting the intervention effect expected in the study site). (Appendixes B
through I provide the detailed results for each site.) We then discuss the implications of these
results and recommendations for next steps.
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Chapter Two. Evaluation Methods

This chapter describes site start-up and planning, study measures, data collection procedures,
and the analysis plan.

Site Start-Up and Planning: The Green Light Process
Recognizing the importance of program implementation and evaluation readiness, we
completed a so-called Green Light process with each site. Each site was required to participate in
the Green Light process prior to using program funds, hiring staff, or conducting other
implementation activities. The process consisted of a review by the national evaluation team of a
checklist of criteria developed in consultation with the national team to ensure that each site had
the key components in place for implementation of its program and for participation in the
national evaluation. As shown in Table 2.1, the Green Light process focused on seven key areas:
(1) program design, (2) program implementation, (3) research design and power analysis,
(4) recruitment and retention, (5) data collection, (6) quality assurance and fidelity monitoring,
and (7) collaborative partners. We asked each site to document its specific capabilities and plans
in each area through an iterative process with the national evaluation team. The Green Light
process also involved establishing targets for study enrollment and service delivery based on
power analysis and developing detailed plans for recruitment and retention. Although fidelity
monitoring within the national evaluation would have been ideal, it was not possible in this
study. Therefore, sites used a template during the Green Light process to develop a plan for
monitoring of the intervention delivery to ensure fidelity to the model, as well as ongoing
supervision, consultation with experts, and quality assurance processes.
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Table 2.1. Green Light Process Checklist
Key Area

Task

Program design

•
•

Intervention
Logic model

Program implementation

•
•
•

Processes and protocols
Case flow
Staff training

Research design and power analysis

•
•
•
•
•

Experimental designs
Quasi-experimental designs
Study enrollment
Participant referrals
Power analysis and sample size requirements

Recruitment and retention strategies in practices

•

Recruitment and retention techniques

Recruitment and retention strategies for the evaluation

•
•
•
•

Recruitment and retention techniques
Staffing
Study participants
Community engagement

Data collection

•
•
•

Personnel and training
Data maintenance
IRB application

Quality assurance and fidelity monitoring

•
•
•

Content and processes
Quality assurance
Fidelity monitoring tools

Collaborative partners

•
•

Participation agreements
Education on implementation and evaluation plans

NOTE: IRB = institutional review board.

A key component of the Green Light process was fulfilling requirements related to human
subject protection. Seven of the ten sites used their own IRBs for review and monitoring of the
evaluation, as well as obtaining a secondary review from the RAND Human Subjects Protection
Committee (HSPC). The remaining three sites utilized the HSPC for the entire approval and
monitoring process. At the beginning of the Green Light process, we developed language about
the national evaluation and RAND’s role in data collection that could be incorporated into each
site’s consent forms and materials. Each site was allowed to modify the language, if it wished,
when it submitted materials to its IRB.
Protocols and requirements at each site differed, with unique issues and concerns arising at
different institutions (e.g., mandatory reporting, identifying legal guardians). Sites were required
to report incidents during the study both to their local IRBs and to the HSPC to ensure that both
committees were apprised of issues during the study and able to make recommendations for
remediation or changes in protocol.
We provided technical assistance and support throughout the Green Light process (e.g.,
cross-site meetings, weekly teleconference meetings, targeted consultation with national
experts), which, in some cases, resulted in changes to sites’ original implementation plans. Some
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project leaders needed more support regarding the data collection and evaluation issues. Sites
also needed to train their own staff and educate their community partners on the overall
initiative, the specific program plans, and the importance of the evaluation.
Through this collaborative work, the Green Light process culminated with a completed
Green Light checklist, enrollment and service delivery targets, a recruitment and retention plan,
and a quality assurance plan. With all of these pieces in place, the sites received Green Light
approval from OJJDP and RAND to begin implementation and evaluation activities. A key
advantage of this approval requirement was OJJDP’s decision that sites could not begin
expending program dollars until the Green Light process was complete so that the evaluation and
program started at the same time. In most cases, a satisfactory plan was achieved and sites were
allowed to begin drawing down funds for the project. However, in some cases, adequate power
to test the intervention was not possible because of capacity or resource constraints, so some sites
began the project with constraints on their ability to fully test the intervention.
Overall, the Green Light process helped ensure readiness for implementation and evaluation
by enabling the sites and OJJDP to define the interventions in detail, coordinate the intervention
design with the evaluation, develop implementation plans, and receive technical assistance in
areas of need. This allowed the sites to be fully ready to implement their programs and
evaluation activities at the start of the evaluation. OJJDP did not permit sites to make substantial
changes to their programs during the evaluation, although small changes were approved for
many sites to accommodate unexpected issues (e.g., expansion of the age range, inclusion of an
additional referral source), which meant that the interventions were relatively stable during the
evaluation period.

Study Measures
To assess individual-level outcomes at each site, we needed a standardized set of measures
that captured background and contextual factors, as well as a broad array of outcome domains,
including background and contextual factors, PTSD, depression, behavior and conduct problems,
social–emotional competence, school behavior and attitudes, family functioning, violence
exposure, and caregiver mental health. Because the Safe Start sites differed in intervention,
setting, and target population, choosing measures in these outcome domains that could be used
across all ten sites was challenging. Our goal was to identify measures meeting the following
criteria:
•
•
•

To accommodate budgetary and staffing constraints, lay interviewers, not just highly
trained clinicians, could administer the measure.
To maximize credibility with sites and the ultimate audience for the evaluation results,
the measure had been widely accepted and widely used in the field.
The measure or subscale of a measure adhered closely to the outcome domains specified
by the Safe Start goals.
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•
•
•
•

The measure could be used with a broad age range to evaluate as many children as
possible on each measure and to minimize the number of different measures needed
within a site.
The measure was brief so that burden on participants could be minimized.
Measures that had demonstrated sensitivity to change in prior intervention studies were
prioritized because of the importance of being able to detect changes in the current
evaluation.
The measure was available in Spanish or translation was feasible.

The measure selection process involved identifying potential measures in each domain
(drawing from a prior phase of Safe Start or measure repositories) and then reviewing the
measures to determine whether they met the criteria outlined above. When we had difficulty
finding measures that had been validated across a broad age range, we planned overlap of the
measures administered. For instance, if we had one measure valid for one- to three-year-olds and
another measure of the same construct that was valid for three- to ten-year-olds, we planned to
have both measures completed for the three-year-olds. This would allow us to conduct
psychometric analyses to combine the measures for use across the entire one-to-ten age range.
Once we selected measures for each domain, we provided OJJDP and the sites with a memo that
described the source and content of each recommended measure. After reviewing feedback from
OJJDP and the sites, we finalized the list of measures.
Overall Assessment Strategy
Across caregivers and children, the assessments covered the nine outcome domains
(Table 2.2). With such a broad age range, some aspects of child functioning could be reported
with more validity by a caregiver, whereas other aspects could be reported with more validity by
the child. Thus, caregivers completed most of the measures for young children. Caregivers
completed fewer measures for older children because we invited older children to complete child
self-report (SR) measures.
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Table 2.2. Assessment Strategy, by Respondent, Age, and Specific Topic Areas Within a Domain
Domain

Respondent

Background and contextual
factors

PTSD

Depression
Behavior and conduct
problems

Social–emotional
competence

Specific Topic Area

Age Range, in Years

Caregiver

Child information

0–18

Caregiver

Caregiver information

0–18

Caregiver

Everyday stressors

0–18

Caregiver

Attitudinal barriers

0–18

Caregiver

Satisfaction with services

0–18

Caregiver

Child PTSD symptoms

3–10

Child

Child PTSD symptoms

8–18

Child

Child depressive symptoms

13–18

Child behavior problems

1–18

Child

Delinquency

11–18

Child

Substance use and gang
involvement

11–18

Caregiver

Caregiver

Child social–emotional
competence

0–2

Caregiver

Child cooperation,
assertion, and self-control

3–12

Child

Child cooperation,
assertion, and self-control

13–18

Caregiver

Child affective strengths

6–12

Child

Child affective strengths

11–18

School behavior and
attitudes

Caregiver

School functioning

6–12

Child

School functioning

11–18

Family functioning

Caregiver

Family involvement

6–12

Child

Family involvement

11–18

Caregiver

Parenting skills

6–18

Child

Parenting skills

8–18

Caregiver

Family conflict

0–18

Child

Family conflict

11–18

Caregiver

Juvenile victimization

0–11

Caregiver

Caregiver victimization

0–18

Child

Juvenile victimization

10–18

Caregiver

Depression and PTSD

0–18

Violence exposure

Caregiver mental health

We assembled measures for caregivers and children (ages 8 and up) into two batteries based
on the intended respondent:
•

caregiver assessment: Each caregiver completed an assessment battery consisting of
between 145 and 263 items, depending on the age of the child. On average, this battery
took 53 minutes to complete at baseline.
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•

child assessment: We assessed children ages 8 and older with an assessment battery
consisting of between 59 and 184 items, depending on the age of the child.

Appendix A provides a description of each measure with the following information: (1) the
number of items, (2) age of child for which the measure is appropriate, (3) type of questions
asked and response scales, (4) scoring and interpretation of the responses, (5) a brief explanation
about why we selected the measure (over other similar measures) and any modifications made to
the measure, (6) a summary of the measure’s reliability and validity, and (7) the Cronbach’s
alphas from the Safe Start sample. If we used only a subset of scales from the measure, the
description also includes an explanation of why we did not use the other scales in the measure.
In “Data Collection Procedures” later in this chapter, we describe details of the
administration of the caregiver and child assessment batteries.
Spanish Translations
We offered the assessment packets in English and Spanish. Whenever possible, we used the
Spanish translation available from the publisher (Alabama Parenting Questionnaire [APQ], Ages
and Stages Questionnaires: Social–Emotional [ASQ:SE], Brief Infant Toddler Social Emotional
Assessment [BITSEA], Child PTSD Symptom Scale [CPSS], Client Satisfaction Questionnaire
[CSQ], Family Environment Scale [FES], Patient Health Questionnaire, Social Skills
Improvement System [SSIS], and Trauma Symptom Checklist for Young Children [TSCYC]).
Two measures used in the prior phase of Safe Start (Behavioral and Emotional Rating Scale–
Second Edition [BERS-2] and Behavior Problems Index [BPI]) had been translated previously
for a different study. We again received permission from the publishers to use those existing
translations. We also used our own Spanish translations from the first phase for the caregiver and
child information items, the caregiver report (CR) of the Juvenile Victimization Questionnaire
(JVQ), and the Everyday Stressors Index (ESI). We had the publisher’s permission to fully
translate the Reynolds Adolescent Depression Scale (RADS) items for the child assessment
packet. We also translated the Primary Care PTSD Screen (PC-PTSD) measure; the attitudinalbarriers-to-care measure; the items on delinquency, substance abuse, and gang involvement; and
the item on grades in school. For those measures requiring translation, we had a native Spanish
speaker fully translate, including the items and instructions. We then had a second native Spanish
speaker review the full translations, with any differences resolved by consensus between the
translator and reviewer.
Prioritizing Outcome Measures at Each Site
To appropriately capture outcomes for the different age groups at each of the ten different
intervention sites, we made two accommodations. First, sites received assessment batteries
containing only the instruments appropriate for the ages of their respective child participants.
Second, although all sites collected the full batteries of age-appropriate measures, we invited
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them to prioritize these measures for purposes of outcome evaluation analysis, according to the
measures they expected the intervention to affect the most.
Because each site’s intervention was unique, we prioritized the outcome measures differently
for each site, depending on the specific targets of each intervention. At the beginning of the
study, we asked each site to develop a logic model for its intervention, specifying the immediate
and long-term impacts of the intervention. Then, we asked each site to identify one primary
outcome and then prioritize the other outcomes as either secondary or tertiary in terms of way the
measures matched their expected outcomes. This process had two goals. First, it allowed sites to
tailor the generic assessment battery to best fit their particular intervention goals. Second, this
method would maximize power by identifying a single primary outcome so that we would not
need to make corrections for multiple testing for that outcome. Table 2.3 contains a summary of
the prioritized outcomes by site. Because the outcomes listed cover multiple areas (e.g., social–
emotional competence consists of child personal–social competence, assertion, self-control, and
cooperation), some sites selected outcomes as both primary and secondary or tertiary depending
on the emphasis of their intervention. More information on specific measures used for primary,
secondary, and tertiary outcomes for each site is presented in the individual site appendixes
(Appendixes B through I).
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Table 2.3. Prioritized Outcomes, by Site
Caregiver
Resource and
Personal
Problems

Child
Depression

Child
Behavior and
Conduct
Problems

Child Social–
Emotional
Competence

Child School
Behavior and
Attitudes

Family
Functioning

Child or
Caregiver
Violence
Exposure

Child PTSD
Symptoms

Caregiver
Mental
Health

Aurora

3

1, 2

3

3

3

3

2, 3

3

3

Denver

3

3

3

3

2, 3

3

1, 2, 3

3

2

Detroit

2, 3

3

3

2, 3

2, 3

2

1, 2

2

3

El Paso

3

3

3

2

1, 2

2

3

2

3

Honolulu

3

3

2, 3

1, 2, 3

2, 3

3

2, 3

3

3

Kalamazoo

2

3

2, 3

2, 3

2, 3

2, 3

2, 3

3

2

Philadelphia

2, 3

3

3

3

3

Not applicable

3

3

1, 2

Queens

3

1, 2, 3

3

2

3

3

2, 3

3

3

Spokane

3

2

2

2

1

Not applicable

2

2, 3

2, 3

Worcester

3

3

3

2, 3

1, 2

2, 3

2

3

3

Site

NOTE: 1 = primary outcome. 2 = secondary outcome. 3 = tertiary outcome.
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Data Collection Procedures
Overview of the Data Collection System
Data sources for the outcome evaluation were caregiver assessments, child assessments (for
ages 8 and over), and service surveys with family- and child-level service utilization data
provided by the Safe Start program staff. The assessment and service surveys were completed
using a web-based data-entry system designed by RAND specialists. With the Safe Start
Assessment Reporting (SSTAR) system, assessments could be completed online using an
Internet-connected computer or off-line on a laptop computer that was not connected to the
Internet. The SSTAR system included two components:
•

•

The Sample Management System (SMS) is an online database that contains all the cases
in the field and all information about each case. With the SMS, each site’s data collection
staff could manage the sample, access the caregiver and child assessments, and move
data back and forth between the netbooks and the RAND server. A portion of the SMS
could also be accessed when the computer being used was off-line.
The computer-assisted personal interviewing component was used to complete all
assessments online (desktops or netbooks) and caregiver and child surveys off-line
(netbooks only).

Overall, this system included an infrastructure that supported the data collection for
assessments that depended on the age of the child, supervisor programs to monitor progress
among interviewers, and administrative functions to monitor progress at sites. The SMS also
allowed real-time monitoring of recruitment and retention.
To standardize procedures across each of the ten Safe Start sites, we developed detailed data
collection procedures, including data collection, study enrollment, completing and processing
assessments, and data processing and cleaning. It should be noted that this level of data
collection, although supported by the RAND data collection infrastructure, was labor- and timeintensive for both staff and families.
Data Collection
The ten sites varied in their evaluation and data collection experience and prior training. In
some sites, evaluation supervisors were trained, experienced researchers who were able to draw
on their experience in conducting other longitudinal data collection efforts with children and
families. At other sites, data collection was supported by program directors with varying levels
of experience in program evaluation. Sites also varied in the training and experience of the data
collectors tasked with recruiting participants and administering the study assessments. Some sites
utilized existing agency staff, while others hired part-time employees or graduate students for
these roles.
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RAND staff delivered initial on-site training to data collection and supervisory staff. We
tailored the intensity of the training somewhat depending on the prior training and experience of
the program staff at the site. We developed generic training materials applicable to all sites on
such topics as general interviewing guidelines and skills, guidelines on working with diverse
populations, assessment instrument specifications, and procedures for obtaining tracking and
locating information for follow-up, and then worked with each site to develop its site-specific
materials, including eligibility criteria and screening procedures, confidentiality agreements for
data collection staff, an IRB-approved data safeguarding plan, adult consent and child assent
procedures and forms, and emergency and child abuse reporting procedures.
The two-day training included sessions on using the SSTAR system, enrolling families in the
study, assigning study identification numbers, forming comparison groups, interviewer
assignment and managing contacts with families, conducting the assessments using the field
laptops, and transferring data to RAND. The training also covered the SSTAR system reports
and data tracking, IRB procedures and confidentiality, informed consent procedures, specific
instructions for each instrument in the assessment packet, general interviewing skills, and
recruitment and retention strategies. At the training, each participant received a Safe Start data
collection binder with all of the materials and resources presented at the training.
Once data collection began, we fielded questions from the sites on data collection
procedures. We developed responses to these questions and periodically sent all sites a list of the
frequently asked questions with detailed responses. In the case of significant data collection staff
turnover, we conducted retraining sessions with new staff. We also conducted refresher training
with program staff on an as-needed basis.
Study Enrollment
Although the eligibility criteria for all sites included a child’s exposure to violence,
availability of a legal guardian to provide informed consent, and ability of the caregiver and child
to understand English or Spanish, each site developed its own eligibility criteria and established
referral procedures with each of its referral sources. This means that sites differed a good deal
from one another in terms of the initial level of need for services for children and caregiver.
Once we confirmed eligibility, site program staff entered identifying information about the
referred, or target, child into the SSTAR system by completing the enrollment form. To
eliminate within-family clustering that would have lessened the study’s power to detect
intervention effects, only one child per family could participate in the study. If more than one
child within the family met the study’s eligibility criteria, each site used its own criteria for
selecting the target child who would serve as the focus of the study assessments (e.g., child with
the most recent birthday, most symptomatic child).
The specific procedures for obtaining consent and assent varied following the requirements
of each site’s IRB. Across all sites, we had to obtain consent to participate in the study from the
child’s legal guardian and, if the legal guardian was not the primary caregiver, from the primary
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caregiver. The primary caregiver participated in the study by completing the study assessments.
We determined primary caregiver status by asking each referred family who had primary
responsibility and made decisions for the child. We instructed the sites that, if the legal guardian
changed for subsequent assessments, the site should obtain a consent form from the new legal
guardian. If the primary caregiver changed, the site obtained a signed consent form from the new
caregiver for participation in the study. The sites’ instructions if the child had not lived for the
past 30 days with the caregiver completing the assessment were to delay conducting the
assessment and enrolling the child until the child and caregiver had lived together for 30 days.
We sought assent from children only after we obtained the consent from adults. We asked all
children ages 8–17 to complete an assent process to complete surveys, and younger children
provided assent via site-specific protocols. Sites determined the method of assent based on local
IRB requirements and state laws. In addition, the HSPC required that the assent protocol inform
children of all ages that they could decline participation in the study, even if the parent or
guardian consented.
We then enrolled in the study those consenting and assenting to participate. Enrollment
consisted of somewhat different procedures for sites based on their research design. For sites
using comparison group designs, we determined research group assignment by the setting or
source of the referral. Thus, participating families and staff knew their actual group assignments
prior to consenting to the study and completing the baseline assessments.
Sites using randomized designs did not determine group assignments until after the baseline
assessment with the caregiver was complete. The SSTAR system used the stratified urn
randomization procedure for group assignment that sought to equalize the groups on child age
(Wei and Lachin, 1988). Because all participants were not recruited at once, in which case a
complete randomization can be assessed on the full population, we randomized over time as
participants enrolled. To avoid imbalance in sample size between the intervention and
comparison groups, the use of urn randomization allows for the scheme to keep the intervention
and comparison groups close in size as much as possible at all times while still providing the
benefit of a simple randomization, in which each participant has the same chance to be in the
intervention. The urn randomization procedure stratified age into a maximum of four possible
groups, with the number of groups dependent on the site’s age range. Urn randomization is more
likely to keep the number of children and families in the intervention and comparison conditions
equal over the course of the study. We programmed the SSTAR system to implement an urn
randomization procedure that started with one ball of each group and then, at each step, replaced
the selected ball and added two balls of the group not just selected to the urn. We monitored the
randomization process closely to ensure that group assignment was proceeding according to
design.
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Completing and Processing Study Assessments
As noted earlier, the specific content of the caregiver and child assessments varied by the age
of the target child. We programmed the SSTAR system to select the age-appropriate assessment
at baseline and the same assessment packet again at six months, even if the child’s age indicated
the next assessment. For the 12-month assessment, we based assessment selection solely on the
child’s age at the time of the assessment. We usually administered assessments in person,
although, infrequently, some assessments needed to be completed by phone. All caregiver and
child assessments were interviewer administered. For administering child assessments,
guidelines were that parents or caregivers not be in the room during portions administered out
loud, so long as the child was comfortable with the adult’s absence.
Nine of the ten sites offered incentives to the caregivers, and five sites also offered incentives
to the children for study participation. Sites varied on the type and amount of incentives offered
to participants. All of the caregiver incentives took the form of gift cards ranging from $10 to
$75 for each completed caregiver assessment. Three sites offered gift cards to the children
(ranging from $5 to $35), while the other two sites provided a small gift or toy to each child for
completion of each assessment. Three sites increased the payment amount by $5 to $25 for each
successively completed caregiver assessment. One site offered a bonus incentive of $10 for
completion of each intervention session.
For the baseline assessments, every instrument in the caregiver assessment needed to be
completed for the family to be fully enrolled and remain in the study. If the two assessments
(caregiver and child) were separated in time, we allowed up to 30 days to complete the second
assessment. For the follow-up assessments, if the caregiver or child began the assessment but
could not complete all or part, the family remained in the study and was tracked in an attempt to
complete the next follow-up assessment.
We administered all assessments in Spanish or English according to which language the
respondent preferred or spoke most frequently. For each English and Spanish assessment, we
developed a detailed set of specifications that provided item-level instructions to interviewers.
These included whether interviewers could offer other words if a respondent asked for question
clarification and, if so, what other words or clarification should be offered, as well as how to
code specific responses.
Program staff completed service surveys at six and 12 months for all families enrolled in the
study even if a family was no longer participating in the research assessments. The purpose of
the service survey was to document the type and amount of services each family received in the
previous period, as well as the reason that the services ended (when applicable). The source of
this information was staff reports based on program records. The first question asked whether the
child or family had received any services through the Safe Start program. If the child or family
had received services, the survey asked for the type and amount of each specific service. The
service types were tailored for each site to reflect the Safe Start services offered at that site,
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including services offered to the comparison group families at some sites. The service survey
also collected information on whether and why services had ended (e.g., intervention
satisfactorily completed; intervention goals met and family dropped out of services, lost contact,
or otherwise could not continue).
Data Processing and Cleaning
Assessment and service survey data entered into the online version of the SSTAR system
were immediately stored on the RAND server. However, if an assessment was completed offline, the data then needed to be manually uploaded to the RAND server once the computer
reconnected to the Internet.
The SSTAR system generated semimonthly reports that listed cases with follow-up windows
that were currently open, would open during the current month, or would close during the current
month. We sent the report to the sites monthly with a list of study identifiers, interviewer name,
window open and close dates, name of the survey packets that needed to be completed, and the
status of completion of the surveys. On a monthly basis, RAND research staff reviewed
assessment and service survey data and worked with sites to address any missing data or clarify
any inconsistent responses. When we detected a pattern of errors, we arranged refresher training
or other responses to assist a site in reducing its data collection errors.
At RAND, we cleaned assessment and service survey data on a routine and ongoing basis.
The main issues related to data cleaning, and how issues were resolved, are these:
•

cases removed from database
− 34 cases from El Paso that were enrolled and completed baseline assessment but the
program ended before the intervention cycle started
− 16 cases from Aurora with missing site consent or Health Insurance Portability and
Accountability Act (HIPAA) (Pub. L. 104-191, 1996) forms
− eight cases in which the family refused to be in the comparison group
− eight cases in which the family or child needed a higher level of care at baseline and
were referred for non–Safe Start services
− 82 cases that were duplicate enrollments
− four cases in which we determined the caregiver or child to be ineligible after the
baseline assessment
− one case in which the enrolled child was different from the assessed child

•

data removed from database
− 25 cases in which we gave the wrong assessment, so we removed certain measures
that were not supposed to have been completed
− 13 cases in which an incorrect birth date meant that we gave the wrong assessment, so
we removed certain measures that were not supposed to have been completed
− one case in which the family or child needed a higher level of care at six months, so
we removed the six-month assessment data
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− one case in which the caregiver reported on the wrong child, so we removed the
baseline CR data on child
− 60 cases in which we removed service survey data
•

corrected data in database
− 258 assessment completion dates changed
− six group assignments changed.

Site Visits and Stakeholder Input
We conducted site visits to gather detailed information about the program’s implementation
from a variety of perspectives. Although not a systematic process evaluation, this process gave
our team insights into the implementation process. During data collection, members of the
RAND research team visited seven of the sites twice. Because their studies ended early, we
visited Kalamazoo and Queens only once each. Honolulu’s program ended before the first site
visit. The site visits involved the following:
•

•

•

•

key informant interviews: At each site visit, we completed key informant interviews
with project leadership, therapists or group facilitators, data collectors, and other project
staff. For these interviews, we used a semistructured interview protocol that focused on
the components of the program, the planning and start-up process, and different aspects
of implementation, including receiving referrals, enrolling families in the study, child and
family status at time of enrollment, providing services, engaging families in the
intervention, quality assurance, and costs.
structured case reviews: We also conducted structured case reviews with therapists,
case managers, or other program staff on a random sample of cases to obtain more details
on the process that the program staff used with families to deliver services and treat
families. For each selected case, we gathered information on the family’s referral to the
program, receipt of intervention services, readiness for services, facilitators and
challenges to providing services, and next steps with the family.
caregiver interviews: We conducted interviews with caregivers who had participated in
the Safe Start services. For each site visit, we asked sites to identify a family with high,
medium, and low engagement with the Safe Start program to gather perspectives from
families with different levels of engagement. Each caregiver received a $25 gift card as a
token of appreciation for each completed interview.
observations: We also toured facilities and observed staff meetings, clinical processes,
training sessions, multidisciplinary team meetings, and group therapy sessions to gather
information on how the programs were implemented.

Site visits provided important information about the components and implementation of the
Safe Start intervention and the services available and provided to the comparison group families.
Through interviews and observation, we learned how the interventions are delivered and what
adjustments were made during implementation and identified areas for technical assistance (e.g.,
enhancing messaging and outreach plans). We used information from the site visits to develop
the detailed program descriptions that appear in Appendixes B through I. Each program
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description describes the development and implementation of the Safe Start program to provide
context for the results of the outcome analysis. Each site had the opportunity to review the
program description to clarify or correct factual information about the program’s
implementation.
In addition, near the end of the project, we convened a meeting of project directors to share
early results from the studies and to discuss implementation challenges and successes. Through
this process, we gained some consensus on key issues that we describe in this report.

General Analytic Approach
Each of the ten sites developed its own research design or designs as part of the Green Light
process. In this section, we discuss the general designs at the sites, power analyses, and analytic
strategies for the different types of designs and for handling issues related to missing data,
multiple tests of significance, and low numbers of participants in cells of the output tables in the
site reports. This section gives a general overview of these strategies, with site-specific details
appearing in each of the respective site reports (see Appendixes B through I).
Overview of Site Research Designs
Table 2.4 presents the evaluation designs employed at each site. As the table shows, the
majority of sites utilized randomized controlled designs, the most definitive type of design in
examining outcomes resulting from and caused by an intervention.
Table 2.4. Sites’ Planned Research Designs
Site

Randomized Study Quasi-Experimental Study

Aurora

x

Denver

x (waiting list)

Detroit

x

El Paso

x

Honolulu

x

Kalamazoo

x

Philadelphia

x

Queens

x (waiting list)

Spokane

x

Worcester

x

General Strategy for Randomized Comparison Group Experiments

The majority of sites planned RCTs to examine intervention effects. As part of the Green
Light process, we worked with sites to ensure that participants would be selected in an unbiased
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fashion and set up the data management system such that families needed to be fully enrolled and
assessed prior to randomization. We developed the randomization procedures to be without bias
and with a similar distribution of ages in each group. Two sites planned a wait-list design for the
comparison group, in which the comparison group was to be offered intervention services after
the six-month follow-up assessment. For these sites, we examined six-month outcome data as the
primary interest.
General Strategy for Quasi-Experimental Comparison Group Designs

In some cases, a randomized design was not possible. Several sites planned quasiexperimental designs with comparison groups drawn from agencies, programs, or shelters in the
same or similar community. For example, the Worcester project was situated in homeless
shelters, where it would be infeasible to deliver the intervention to some families and not others,
as required in family-level randomization. Instead, we chose certain shelters as the ones in which
the intervention would be delivered, and others were designated as comparison shelters, where
services as usual would be offered. As part of the Green Light process, we described the extent
to which the comparison groups seemed similar to, or different from, the intervention groups and
adjusted the power calculations because the quasi-experimental design requires recruiting larger
numbers of families.
Sites with Multiple Interventions

One site (Spokane) delivered more than one intervention, and we randomized families to one
of the two intervention groups or the comparison group. For the analysis, we treated the different
interventions as separate studies occurring within the same site because we planned no overlap in
families receiving services.
Power Analyses
By definition, statistical power is the ability to detect an intervention effect, if one exists.
Thus, higher levels of statistical power allow us to draw firmer conclusions about the
effectiveness of the site’s interventions. With inadequate statistical power, the results of
statistical tests become hard to interpret. For example, lack of a statistically significant
intervention effect could either mean that the program was not effective or that an effect was
present but the statistical test could not detect it because it lacked statistical power.
Generally, three things contribute to statistical power: research design, the size of the
program’s effect, and the sample size:
•
•

research design: Random assignment to intervention and comparison groups yields more
power than a design with intervention and comparison groups that are not or are only
partially randomized.
effect size: Effect size refers to the magnitude of the impact an intervention has on an
outcome among participants in the intervention group. The larger the program’s effect,
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•

the easier it is to detect. This means that it is easier to find a statistically significant effect
(i.e., have more power) for interventions that create very large changes in the outcomes
measured than for interventions that create small changes in the outcomes.
sample size: The power of a study depends on how many participants are in the two
groups. The more families a study has, the more power the study has to detect a given
effect size as statistically significant. Having a very large number of participants in a
study (e.g., more than 1,000) makes power a nonissue.

Effect size is commonly used as a way to describe an easy-to-assess impact in a study
because it provides a standardized measure of the strength of association between an intervention
and an outcome. Effect size is defined as the average difference in an outcome between the
intervention and comparison groups divided by the common standard deviation (SD). The effect
size measure is commonly classified as small if it is about 0.2 or less, medium if it is about 0.5,
and large if it is about 0.8 (Jacob Cohen, 1988). For example, a medium effect of size –0.5 on a
child PTSD symptom outcome will indicate that the intervention resulted in a 0.5-SD reduction
in symptoms. If an intervention has a big effect on participants (or, more accurately, on the
outcomes being measured in the study), this is more easily observed even with smaller numbers
of families in a study. Small intervention effects require more participants to be able to detect
statistically significant differences. The convention in the field is to strive for enough statistical
power such that the statistical test has at least an 80-percent chance of detecting the effect size
that a researcher might expect to observe. Typically, researchers use the existing literature to
gauge what size of an effect might be anticipated for a given intervention or to plan a study so as
to be able to detect a clinically meaningful effect. In the Safe Start context, however, the size of
the effect anticipated for some of the different site interventions was difficult to gauge because of
the lack of existing research on these kinds of programs. Nonetheless, for each site, we gleaned
what we could from the available literature to estimate what minimum effect size could
potentially be observed in the evaluation. Other considerations in terms of the expected effect
size included the strength or intensity of the interventions planned and the type of services
offered in the comparison group. That is, an intensive, individual intervention compared with
little or no therapy might be expected to have a large effect, whereas a shorter, group-based
therapy compared with other group services might be expected to have a small effect.
Power Analysis Summary
Table 2.5 shows the research design, expected intervention effect size, and enrolled and
retained sample size required to achieve 80-percent power to detect the expected intervention
effect size for each site. The enrolled sample size takes into account expected retention rates at
each site, so it is higher than the retained sample that is needed for power. This table highlights
the relationship between effect sizes and sample size for a given study type. Namely, as the
expected intervention effect size increases, the required sample size for a given type of study
design decreases.
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Table 2.5. Site Research Designs, Expected Effect Sizes, and Sample Sizes for Power
Research
Design

Expected
Effect Size

Required Enrolled Sample
for 80% Power

Required Retained
Sample for 80% Power

Aurora (child
outcomes)

RCT

Small

729

510

Aurora (intervention
retention)

RCT

Medium

250

200

Denver

RCT (waiting
list)

Medium

250

200

Detroit

RCT

Medium

250

200

El Paso

RCT

Medium

250

200

Honolulu

Quasiexperimental

Medium

418

334

Kalamazoo

Quasiexperimental

Small

1,065

852

Philadelphia

RCT

Small

638

510

RCT (waiting
list)

Medium

250

200

Spokane ARC

RCT

Small

638

510

Spokane COS

RCT

Small

638

510

Quasiexperimental

Medium

418

334

Site

Queens

Worcester

During planning, because of capacity or resource constraints, some sites could not determine
ways to achieve statistical power and obtained the target sample sizes, and other sites had
difficulty meeting their enrollment and retention goals during implementation. In Chapter Three,
we present the results for the enrollment and retention in each site, in comparison to the numbers
needed to achieve power. Two additional factors further compounded issues with statistical
power. First, because children differed in age within the different studies, and some sites served
broad age ranges, the data available on some measures were scant because there were few
children in the age range eligible to complete that measure. For instance, a site could have a
certain amount of power to detect differences for measures used for its full sample but lower
power for measures that were completed by a subsample in a particular age range. Second, we
used multiple statistical tests in this study to evaluate outcomes, so corrections for multiple
testing were required. This further reduced power across all site evaluations for the secondary
and tertiary outcomes. We preserved power for the primary outcomes by asking each site to
identify a single primary outcome that best matched its expected intervention outcome,
eliminating the need for this correction.
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Analysis Plan
The analysis plan for each site was similar but depended on the available sample size at each
site, as described below.
We conducted descriptive analyses to summarize the sample characteristics (age, gender,
race or ethnicity, caregiver–child relationship, family income level, and the child’s violence
exposure) at baseline and each follow-up time point. We assessed the intervention and
comparison groups via t-tests or chi-squareds (depending on the type of variable of interest,
continuous or categorical) to ensure that the two groups were roughly comparable because that
was the goal of the randomization performed. For sites with quasi-experimental designs, we
compared the two groups to understand whether they differed on these characteristics. In sites
that had differential attrition between the intervention and comparison groups, we used t-tests
and chi-squared statistics to examine differences between those who were lost to follow-up and
those who were retained in terms of their demographic characteristics. With these descriptive
analyses, we also investigated the baseline status of families on several of the mental health
outcome variables (e.g., child PTSD, child depression, and caregiver depression) to describe the
severity of symptoms, on average, for children and caregivers prior to the intervention.
We also examined differences between groups at baseline and each follow-up assessment for
all of the primary, secondary, and tertiary outcomes. We present these estimates when the sample
size is greater than or equal to five and compare the groups via chi-squared or t-tests at each time
point when the sample size is at least ten per group.
We described dosage or uptake of services for each site in terms of the percentage of families
in the intervention group who received Safe Start services, the average, median, and the range of
services (sessions, contacts). We compiled the dosage information for all those families with
service information at the assessment point regardless of whether they had completed the
assessment, and we included all services received at that point in the study follow-up. We also
described dosage for each site’s analytic sample, summing only those services received during
that period. For the sites with large enough analytic samples, we compiled two summary dosage
scores (one for dosage at six months and one for cumulative dosage up to 12 months) and, based
on the distribution, created a variable to indicate whether families who received services received
an overall low, medium, or high dosage of the services as a succinct way to characterize the level
of services received. We used this variable in exploring services’ impact on families as described
below. With these dosage analyses comparing only a subset of the sample—for example, lowdosage intervention group compared with a matched comparison group—the power to detect
differences in these subgroups is much smaller than the power to detect differences between
intervention and comparison groups in the main analyses.
Next, we described differences within groups over time, with paired t-tests comparing each
participant at each follow-up wave with that participant’s score at the baseline assessment (when
sample size in each group is at least ten). Although this method cannot show intervention effects,
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it can show the magnitude and direction of changes within both intervention and comparison
groups and thus is useful for describing the type of change observed.
We examined intervention effects over time using an intent-to-treat approach in which we
compared all families in the intervention with all those in the comparison group, regardless of the
actual amount of intervention that the intervention group received. Because any change in
outcomes observed can potentially be the result of a time trend observed in all children in the
study, we used a difference-in-differences method to assess the program’s unadjusted impact
(when the sample is at least ten per group). With continuous outcomes, the unadjusted difference
in differences is the difference between the average change in a child’s outcome from baseline to
follow-up between the intervention and comparison groups. For dichotomous outcomes, the
unadjusted difference in differences is the change in the proportion between baseline and followup, contrasted between the intervention and comparison groups. At the six- and 12-month
follow-ups, we also conducted multiple linear regressions on the continuous outcomes and linear
probability regressions on the dichotomous outcomes to test for the difference in differences via
main effects and the interaction between intervention status and time after controlling for
baseline characteristics (child age, child gender, child race and ethnicity, and child’s exposure to
violence). We selected these baseline characteristics to correct for any potential imbalance in the
groups by relevant demographic characteristics. We present the adjusted models when the
sample size is more than 20 per group.
We also examined impacts of different dosages of the intervention on those who received
intervention services for five of the sites. First, we conducted descriptive statistics to examine
changes over time for those in the intervention group who received different levels of dosage,
mostly categorized into low, medium, and high dosages, of the intervention services. We created
matched comparison groups for each dosage group that closely approximated the group receiving
the given service dosage according to the baseline severity of the outcome being examined. One
method that is commonly used to create matched intervention and comparison groups is the
propensity score method that is particularly useful in the presence of multiple covariates. We
used the propensity score method to estimate the likelihood of a family receiving a low dosage
compared with being in the comparison group, with every low-dosage participant matched to a
comparison participant with similar propensities. Participants with no good match in the
comparison group were dropped from the dosage match analysis. We then compared each dosage
group with its matched comparison group using a difference-in-differences technique with a t- or
chi-squared test when the sample size was greater than or equal to ten in each group. Because we
matched these groups on baseline level of severity, no additional adjustment was essential for
inference.
Summary of Analytic Strategies Possible with Differing Samples
To summarize, our ability to analyze the data depended largely on the sizes of the samples
available for each measure, at each time point, for each group (intervention or comparison). For
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sites with more data, we were able to draw stronger inferences (even if not significant) about
intervention effects than for sites with less data. In some cases, our ability to analyze the data
differed measure by measure, so some measures remained untested, whereas we tested others
more rigorously. Because the numbers were very small for some of the studies on particular
measures, we were concerned that estimates with very small numbers of observations might be
unreliable and misleading. Therefore, we decided to include in this report only those estimates
with a certain number of observations. Table 2.6 summarizes the analytic methods we employed
in this study for different sample sizes and the types of inferences that could be drawn for each.
Table 2.6. Analysis and Inferences According to Sample Size
Sample
Size

Analytic Method

Inference That Could Be Drawn with Adequate Power to Detect
Effects

At least five Means or no comparison
per cell

Estimates of group means for descriptive purposes only

At least ten
per group

t-test or chi-squared
comparing groups

Compare groups at a time point

Paired t-test over time,
within groups

Describe the direction and magnitude of effects within groups, over time

Difference in differences or Determine whether changes over time are different between groups and
proportions
whether changes can be attributed to the intervention (assuming that the
groups are comparable)
At least 20
per group

Multiple linear regressions, Determine whether there is an intervention effect, controlling for
adjusting for demographics background characteristics
Dosage analysis using
propensity score matching

Determine whether changes over time are different between groups at
varying dosages of intervention after controlling for dosage selection bias
that can lead to only severe cases receiving more service

Missing Data
When dealing with child outcomes based on multiple item responses, we followed the
missing-item scoring rules for specific scales, which, in many cases, provided ways to score the
assessment if there were a small number of items missing. For instance, a scale consisting of
20 items might allow scoring if 17 or more items were present, by deriving the average item
response and multiplying by 20. In cases in which all items are missing, we set the outcome
assessment score to missing and dropped the case in the analysis of that outcome because these
cases are infrequent in the data. For data missing because the participant was lost at follow-up,
imputation methods can use only baseline data to impute missing values because of the lack of
follow-up information. As a result, we have elected in this evaluation to include only participants
who were observed at a specific follow-up.
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Avoiding False Discovery with Multiple Comparisons
When conducting large numbers of simultaneous hypothesis tests like we did in this study, it
is important to account for the possibility that some results will achieve statistical significance
simply by chance. The use of a traditional 95-percent confidence interval, for example, will
result in one out of 20 comparisons achieving statistical significance as a result of random error
or chance. Adjustments should therefore be made to account for false positives when making
large numbers of comparisons.
This report addresses false positives using the false discovery rate (FDR) method (Benjamini
and Hochberg, 1995), which allows the analyst to bound the expected fraction of rejected null
hypotheses that are mistakenly rejected (i.e., that are false discoveries). The rejection decision
for each hypothesis in the family of tests is a simple function of the rank of the p-value of the
test, the total number of tests, and the chosen FDR.
As described in Appendix A, we determined the primary, secondary, and tertiary outcomes
for each intervention a priori and vetted the prioritization of outcome with sites. We based our
assessments of statistical significance on applying the FDR procedure separately to all of the
primary, secondary, and tertiary outcome tests in this report using an FDR of 0.05. Thus, the cut
scores used to determine significance differ for each set of analyses, depending on the number of
tests conducted. In each site report, we give information about the p-values required to determine
significance. However, we also present information about nonsignificant trends observed
between p < 0.05 and the FDR cutoff in order to indicate those results that are approaching
statistical significance.
Interpretation of Analysis Results
For each site, we conducted preliminary analyses and drafted a summary memo with
preliminary results for the differences between groups at baseline and each follow-up,
differences within groups over time, and intervention effects over time. We then met with project
leaders at each site to explain the preliminary results and discuss how to interpret them. We also
convened the project leaders for each site for a cross-site meeting to discuss the study results
across sites with a focus on the findings for sites powered to detect intervention effects. At the
cross-site meeting, we also discussed lessons and challenges from implementation, future
directions for interventions, research and policy, and contributions of SSPA to the field more
broadly.
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Chapter Three. Overview of the Outcome Evaluation Across
Studies

In this chapter, we describe the characteristics of enrollees, examine patterns of enrollment
and retention, describe the power and effect sizes that we observed across the 11 studies at ten
sites, and describe the implementation process at the sites.

Characteristics of Enrollees Across Sites
Each Safe Start site served a unique population that varied by child age range, program
setting, and violence exposure at baseline. Together, differences in these and other characteristics
resulted in wide variation across the sites in the types of families who enrolled in the study.
Table 3.1 shows baseline characteristics for Safe Start families at each site. Overall, sites
enrolled nearly 3,000 families in the Safe Start study. On average, just over one-half of the
children (52 percent) were boys, with an average age of 7.9 years. The racial and ethnic
distribution across sites was predominantly nonwhite: 44 percent Hispanic, 23 percent black, and
17 percent other nonwhite. A substantial minority (41 percent) of the families had household
incomes less than $10,000 per year. The average violence exposure for the target child was
1.4 victimization experiences in the child’s lifetime with a range of less than one to more than
three. In terms of mental health symptoms, nearly one-third of the children (31 percent) had
PTSD symptoms in the significant range when they entered the study. Eleven percent of the
caregivers reported their own depressive symptoms as being in the moderately severe or severe
range.
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Table 3.1. Baseline Characteristics of Enrolled Families, by Study
Child Race and Ethnicity

Safe Start
Program

Mean
Number Percentage Child
of
of Children Age,
Families
Who Are
in
Enrolled
Boys
Years

Percentage
Who Are
Hispanic

Percentage
Who Are
Black

Percentage
Who Are
Other
Nonwhite

Percentage
of Families
with Annual
Household
Income of
<$10,000

Average
Violence
Exposures
of the
Target
Child

Percentage
of Children
with CRs in
the
Significant
Range for
PTSD
Symptoms

Percentage
of
Caregivers in
the
Moderately
Severe or
Severe
Range for
Depression

Aurora

235

54

9.4

42

12

12

15

1.7

76

8

Denver

136

62

11.0

57

24

6

38

1.0

14

9

Detroit

403

42

8.5

61

36

3

39

1.0

14

8

El Paso

486

57

8.4

99

<1

<1

48

1.4

34

14

Honolulu

129

50

9.9

30

0

66

20

3.2

59

11

Kalamazoo

412

56

11.9

9

58

13

42

2.5

19

10

Philadelphia

233

53

1.2

22

68

9

69

0.7

—

14

Queens

99

56

11.9

84

13

3

20

1.3

5

8

Spokane
ARC

198

46

4.5

14

1

21

31

1.0

35

10

Spokane
COS

201

47

4.6

17

1

21

38

0.9

26

9

Worcester

345

52

5.5

52

18

16

86

0.9

29

18

2,924

52

7.9

44

23

17

41

1.4

31

11

All sites

NOTE: Spokane had a three-arm study with two intervention groups (ARC and COS) but only one comparison group, so the all-sites total is 2,924 rather than
3,028.
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Summary of Enrollment
Although the planned study enrollment period was originally 36 months for all sites, the
actual study timelines varied across the sites. Figure 3.1 shows the months of study enrollment
and the number of months of follow-up data collection after study enrollment ended. Detroit, for
example, front-loaded study enrollment by pushing hard at the beginning of the study to enroll
more families each quarter and reach its target enrollment for 80-percent power in less than the
planned three years of study enrollment. Detroit enrolled families in the study for 30 months, at
which point it had met its enrollment target. The next set of sites includes those that planned to
enroll for the full 36 months. Aurora, Spokane, and Worcester enrolled families for 36 months.
Two sites actually extended study enrollment beyond the three years, with Denver enrolling
families for 42 months and Philadelphia enrolling families for 40 months. El Paso experienced
some budget issues near the end of the three years so stopped enrolling four months early but had
already met the enrollment target by that point.
Figure 3.1. Study Enrollment Timelines

NOTE: The black line indicates the planned 36-month study enrollment period. The orange box on the Queens bar
indicates the time when it ended formal participation in the evaluation but continued to collect data on its own.

Three sites ended participation in the national evaluation early. Honolulu and Kalamazoo
experienced some difficulties with local partners. The provider agency delivering the Safe Start
intervention in Honolulu lost its state funding and had to discontinue Safe Start service delivery.
In Kalamazoo, the study team had difficulties maintaining relationships with the agencies
providing referrals into the comparison group. Because of implementation challenges, OJJDP
decided to end Queens’ formal participation in the evaluation, although the site continued to
collect baseline and follow-up data on its own (as shown in the orange portion of the column).
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Figure 3.2 shows the actual enrollment by group for the studies with randomized controlled
designs, comparing the actual enrollment with the target enrollment needed for 80-percent power
assuming an 80-percent retention rate. We group the studies by their expected intervention effect
sizes.
Figure 3.2. Required Versus Actual Enrollment for Sites with Randomized Controlled Trials

Expected small intervention effects

Target enrollment N for 80% power
800

Comparison enrollees
Intervention enrollees

700
Expected medium intervention effects
600

500

400

300

200

100

0
Aurora
(treatment
retention)

Denver

Detroit

El Paso

Queens*

Aurora (child
outcomes)

Philadelphia

Spokane ARC Spokane COS

* Not included in the remainder of the analysis in this chapter because of implementation challenges.

Among the studies in which we expected medium intervention effect sizes, two sites enrolled
more families than the target needed for 80-percent power (as indicated by the black line on the
bar). With total enrollments of 403 for Detroit and 486 for El Paso, each of these sites had the
required sample sizes enrolled to have 80-percent power to detect medium intervention effects.
Aurora’s total enrollment of 235 was just shy of the total needed to have 80-percent power to
detect a medium intervention effect when looking at intervention retention as the primary
outcome. Denver and Queens each enrolled far fewer families than needed to achieve 80-percent
power. Each study in which we expected a small intervention effect enrolled far fewer families
than needed. These studies enrolled from 27 to 32 percent of what was needed to detect a small
intervention effect.
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Figure 3.3 shows the actual enrollment by group for the three sites that employed quasiexperimental comparison group designs. Honolulu and Worcester had expected medium
intervention effects with an assumed comparability between intervention and comparison groups
of 60 percent for Honolulu and 95 percent for Worcester, which meant that Honolulu needed to
enroll 418 families and Worcester needed to enroll 262 families to be able to detect similar-sized
medium effects. With total enrollment of almost 350 families and strong comparability between
the two groups on key characteristics, Worcester enrolled enough families to have 80-percent
power to detect a medium intervention effect. Honolulu enrolled just under one-third of the total
needed to have an 80-percent chance to detect a medium effect. Kalamazoo had an expected
small effect size, which meant that it needed to enroll more than 1,000 families in the study. It
was able to enroll only 412 families in the study.
Figure 3.3. Required Versus Actual Enrollment for Sites with Comparison Groups

* Not included in the remainder of the analysis in this chapter because of implementation challenges.

In the previous two figures, we note that we exclude three sites (Honolulu, Kalamazoo, and
Queens) from the rest of the analysis because of implementation challenges. Honolulu and
Kalamazoo lost community partners partway through the project, making them unable to
continue the intervention (Honolulu) or the evaluation (Kalamazoo). Queens had several
program implementation challenges, so OJJDP decided to terminate its formal participation in
the evaluation, but the site continued to collect baseline and follow-up data on its own. Because
these sites had special circumstances that resulted in their ending their participation in the
national evaluation early, the rest of the results presented in this report focus on the seven sites
that finished their studies.
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As noted earlier, three of the sites (Detroit, El Paso, and Worcester) had more success with
enrollment than the others. Detroit enrolled 1.5 times the 250 families needed to have an 80percent chance of detecting a medium intervention effect (assuming an 80-percent retention
rate). Detroit hired a staff member specifically responsible for recruiting families into the study,
which resulted in a good flow of referrals. In addition, the Detroit team had low staff turnover,
and the agency in which Safe Start was delivered was an established and trusted organization
within the community. Detroit also carefully attended to cultural competency in its recruitment,
assessment, and intervention delivery efforts. For example, it made efforts to ensure that the
cultural, racial, and ethnic backgrounds of data collectors and intervention providers matched the
backgrounds of the families they were serving. El Paso ultimately enrolled almost double the
families necessary for 80-percent power to detect the minimum observable intervention effect. El
Paso’s staff also had low turnover and came from the same ethnic and cultural backgrounds as
the families they were serving. Its agency also had strong connections in the community, and the
Safe Start staff devoted significant time to outreach activities. They also devoted substantial
resources to maintaining communication with families throughout the study and intervention
period and were persistent and flexible in contacting families for assessments. For example, in
addition to making phone calls, they would visit families in person to check in or to schedule
assessments. Worcester enrolled 132 percent of the children necessary to have some power to
detect a medium intervention effect, assuming an 80-percent retention rate. Shelter staff in both
intervention and comparison shelters in Worcester were able to introduce the study and integrate
the enrollment process into the normal flow of activity at the shelter, which made participation
easier for families. Further, because families were living at the shelter, there were multiple
opportunities for outreach about the study.
The other sites were constrained in their ability to achieve statistical power from the outset of
the study, often for multiple reasons. Denver, Philadelphia, and Spokane had limited pools from
which to draw study participants so were constrained in their ability to enroll enough families.
These studies recruited from within an existing service system (e.g., probation department, EHS,
Head Start), which meant that the pool of possible participants was limited to the capacity of that
system. For Aurora, Philadelphia, and Spokane, the comparison groups received robust usual
services. Aurora tested a strategic enhancement of a proven intervention, while Philadelphia and
Spokane comparison group families received usual EHS or Head Start services. Spokane was
also hampered in its ability to recruit an adequate sample size because it was testing two
interventions.

Summary of Retention Across Sites
Figure 3.4 shows the average retention rates for the six-month assessments by study.
Although, theoretically, random attrition will not have any impact on the external validity of
inferences made, attrition can often be related to intervention factors, although, in this study, we
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could not systematically track reasons for attrition. Thus, generally, it is good practice to target
an 80-percent retention rate in intervention research with the hope of avoiding any possible
selection bias. Four of the eight studies in this analysis reached or came very close to 80-percent
retention rates at six months. These same four studies maintained fairly high retention rates at
12 months, although only El Paso reached the 80-percent target at 12 months (Figure 3.5).
Figure 3.4. Six-Month Retention Rates

NOTE: The black line indicates the target 80-percent retention rate.
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Figure 3.5. 12-Month Retention Rates

* Site stopped collecting 12-month assessments early.
NOTE: The black line indicates the target 80-percent retention rate.

As noted above, several sites had success with retention, achieving the target 80-percent
retention rate for the six-month assessment. Detroit and El Paso established strong relationships
with the communities they were serving that helped them retain families throughout the study, in
part thanks to substantial outreach efforts but also to staff longevity and cultural competence.
Philadelphia and Spokane were working within EHS and Head Start programs, respectively. At
these sites, Safe Start services were integrated into a closed system that the families they were
serving saw as trusted and valuable and in which families are engaged continuously throughout
the year for services besides Safe Start. This might have helped these programs to maintain
contact with families throughout the study. Other sites tried these and similar strategies to
improve retention but did not have the same degree of success. Worcester had difficulty tracking
families over time, particularly when they left the shelter system, as did Aurora and Denver.
Figure 3.6 is similar to the earlier enrollment figure but now accounts for retention and shows
whether each study had the total sample size needed for 80-percent power. All three of the sites
that had enrolled enough families to have an 80-percent chance of detecting the expected
intervention effects also retained enough families at six months for 80-percent power to detect
the minimum observable effects. With retained samples well over the 200 needed, Detroit and El
Paso were fully powered to detect medium intervention effects. For Worcester, we anticipated
needing a sample size of 210 based on an assumption of 95-percent comparability between the
intervention and comparison groups. With strong comparability between the two groups and
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more than 200 families retained at six months, Worcester retained enough families at six months
to be powered to detect a medium effect.
Figure 3.6. Required Versus Actual Retention at Six Months
600

Total N needed for power

Expected small intervention effects

Comparison N retained
Intervention N retained
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For other sites, low retention rates created issues that affect the interpretation of findings.
First, low retention creates bias in the sample, such as when families in more distress are more
likely to leave the study and be lost to follow-up. In such cases, the results can be misleading,
and the effect that attrition has on the balance across the groups should be examined. Low
retention is a definite issue for sites that retained less than 50 percent of the original sample,
including Aurora, Denver, and Worcester, increasing the potential for biased results from these
sites. Second, differential retention between the two groups, such as when families in the
intervention are retained with higher frequency than families in the comparison group, can also
bias the results. For all sites, we conducted additional analysis to contrast the baseline
characteristics of children retained at six months and those of children who dropped out before
six months. We found some differences in demographics at baseline between the groups of
children retained and those who dropped out, including boys more likely to be retained (Denver),
Hispanic children more likely to be retained (Detroit), younger children more likely to be
retained (Detroit and Spokane COS), retained families less likely to have incomes less than
$10,000 (Detroit), and more violence exposure for retained families (Worcester).

Power and Effect Sizes Across Studies
Resulting from the recruitment and retention reported above, Table 3.2 shows the power to
detect the expected effect size and the detectable effect with 80-percent power for each study at
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six months. As seen in the third column, three studies were fully powered at six months, meaning
that they had at least an 80-percent chance of detecting the expected effect sizes: Detroit, El
Paso, and Worcester. The other studies were below that threshold and would be able to detect
only larger effects than originally expected during the design phase with any certainty.
Specifically (see final column in Table 3.2), we anticipated Aurora’s impact on child outcomes,
Philadelphia, Spokane ARC, and Spokane COS to have small effects, but they had power to
detect only medium effects at six months in the 0.40–0.50 range. Denver anticipated a medium
effect but had power to detect only a large effect of 0.77 at six months. In addition, Aurora was
fully powered to detect its expected medium effect on intervention retention outcomes during the
study (this is listed in the six-month table but is valid for the entire study period).
Table 3.2. Power and Effect Sizes at Six Months
Expected Effect
Size

Power to Detect Expected Effect Size,
as a Percentage

Detectable Effect with
80% Power

Small

30.2

0.49

Aurora (intervention
retention)

Medium

97

0.37

Denver

Medium

44.4

0.77

Detroit

Medium

99.4

0.32

El Paso

Medium

100

0.27

Philadelphia

Small

41.4

0.40

Spokane ARC

Small

35.4

0.44

Spokane COS

Small

35.2

0.44

Medium

95.1

0.39

Study
Aurora (child outcomes)

Worcester

At 12 months (see Table 3.3), only Detroit and El Paso were still fully powered to detect
their expected medium effects. Specifically (see final column in Table 3.3), we expected
Philadelphia, Spokane ARC, and Spokane COS to produce small effects, but they were powered
to detect only medium effects at 12 months in the range of 0.44 to 0.49. Denver, Worcester, and
Aurora’s effect on child outcomes were powered to detect only large effects in the 0.7–1.1 range
at 12 months.
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Table 3.3. Power and Effect Sizes at 12 Months
Expected Effect
Size

Power to Detect Expected Effect Size, as
a Percentage

Detectable Effect with 80%
Power

Small

10.8

1.00

Denver

Medium

26.2

1.06

Detroit

Medium

99.2

0.32

El Paso

Medium

100.0

0.27

Philadelphia

Small

35.4

0.44

Spokane ARC

Small

32.2

0.47

Spokane COS

Small

29.7

0.49

Medium

42.4

0.79

Study
Aurora (child
outcomes)

Worcester

Summary of the Power and Design Issues Across Studies
With the final sample size and ability to complete the study, we can categorize the studies
into three groups. The first group consists of the study sites that were fully powered to examine
the effectiveness of the intervention according to their original expectations regarding the effect
size the intervention would likely have on outcomes (Aurora for intervention retention, Detroit,
El Paso, and Worcester). These studies had the sample sizes needed for 80-percent power to
detect the minimum observable effects originally expected. We provide detailed results for these
four studies in Chapter Four, with a complete program description for each site in Appendixes B
through I. The second group consists of the five studies (Aurora for child outcomes, Denver,
Philadelphia, Spokane ARC, and Spokane COS) that were underpowered for the evaluation. In
Chapter Four, we briefly summarize the results for these studies, with complete results in each
site’s program description in Appendixes B through I. The third group consists of the three
studies that could not complete their studies as planned (Honolulu, Kalamazoo, and Queens), so
we have not included their program descriptions in the appendixes.
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Summary of the Implementation Process
Our impressions of the implementation of the SSPA interventions gleaned from site visits,
interviews, and a stakeholder meeting provide some important insights about delivering
behavioral health and supportive services in real-world settings in the areas of program
recruitment and retention, family readiness for and engagement in services, and service delivery.
We present this information here to provide context for the results summarized in Chapter Four:
•

recruitment and retention
− Sites tailored their recruitment and retention plans during the Green Light process in
order to improve initial and ongoing engagement in the program and access to needed
services.
− Sites continuously cultivated relationships with a broad set of referral sources,
including program participants (to legitimize the program and maximize numbers of
referrals). For example, Detroit effectively used word of mouth as a primary referral
source.
− Many Safe Start sites provided targeted training on issues of interest to the referral
source, such as exposure to violence, trauma and resilience, and trauma-informed
care, to ensure that referral sources felt valued, understood, knowledgeable, and
prepared to refer their clients to the program.
− Ongoing, real-time problem-solving was used to overcome referral source challenges
and help to quickly get the program back on track. For instance, after Spokane
observed that the screening completion rate at Head Start was lower than expected, it
worked collaboratively with the Head Start program to identify and resolve the
problem of staff apprehension about screening for trauma exposure.
− Sites developed culturally sensitive, tailored messaging approaches (e.g., community
advisory boards or parent councils to develop and review marketing plans) to help
key stakeholders clearly understand the potential benefits of the program so they
could more effectively engage families.

•

family readiness for and engagement in services
− Many sites worked to understand family concerns so as to acknowledge that families
face a myriad of issues that require a holistic approach to care, and to communicate
flexibility and willingness to prioritize nonclinical issues as needed. For example,
Worcester families usually needed to stabilize their housing situation, and many El
Paso families had immigration concerns.
− Sites developed specific strategies to support families starting services to ensure
efficient enrollment practices and improve initial engagement in program services.
For instance, El Paso developed a rapport-building protocol for intake staff that
included a detailed explanation of the program, intake process, incentives, and other
pertinent information and kept the number of intake sessions to a minimum.
− Sites worked to build rapport between families and program staff in order to support
families’ initial engagement in services. For example, Aurora used family liaisons at
the referral site to identify and address any barriers to engagement.
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− Sites worked also to support families’ ongoing engagement in services by enhancing
relationships between families and program staff and trying to keep satisfaction with
program services high, thereby increasing the likelihood of program completion. For
example, many sites conducted interviews or focus groups with program participants
to elicit feedback on program services, barriers, staffing, and satisfaction. As a result,
when the caregiver survey asked caregivers about their satisfaction with Safe Start
services, almost all of those who took part in the interventions said they would
recommend the program to a friend (average of 3.8 on four-point scale) and come
back to the program (average of 3.7 on four-point scale).
•

service delivery
− Sites designed a mix of services tailored to family needs to boost program enrollment.
For instance, El Paso and Detroit both combined group therapy and monthly case
management.
− Similarly, sites offered their interventions in several different formats, including
individual or dyadic therapy, group therapy, and telephonic case management. Some
sites experienced challenges in implementing the group format because of the time it
took to recruit and start each group (e.g., some families in Denver availed themselves
of other services offered by the host program while waiting for a group to begin) or
logistical challenges associated with implementing groups (e.g., Spokane struggled to
engage families in COS groups but increased participation when it switched from
group-based to individual-based COS).
− Sites offered programs in a variety of settings (e.g., clinic, home, community setting
[libraries, schools, parks]) with varying degrees of success in program enrollment,
retention, and service utilization. For example, the two programs that achieved the
highest enrollment rates delivered services in the community (Detroit) and the clinic
(El Paso), whereas other programs in these same settings (e.g., Queens in a
community setting and Aurora in a clinic setting) were less successful with program
enrollment.
− Sites offered interventions of different intensity (i.e., number and length of sessions)
and with varying degrees of success. Programs with a high number of sessions (e.g.,
Aurora and Philadelphia), as well as those offering fewer sessions (e.g., Spokane
ARC), achieved high service uptake rates (79 percent and higher). Likewise,
programs with low service utilization rates (e.g., Denver, Worcester, Spokane COS)
had varied numbers of sessions. Regarding session duration, both the site with the
highest service utilization rate (Aurora) and the one with the lowest rate (Worcester)
offered 90-minute sessions.
− Some programs attempted to staff their projects with people who are relatable,
possess strong interpersonal and communication skills, agree with program goals, and
maintain stable employment (e.g., El Paso’s program staff were culturally similar and
spoke the same language as the families served, had extensive social service
experience, bought into the program, and remained with the project for the duration).

Overall, these sites demonstrated a good deal of flexibility and creative problem-solving in
order to bring these behavioral health and supportive services into their real-world settings. The
families in these projects were juggling competing demands, encountering crises, and had
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extensive concrete needs (e.g., food, shelter, safety) that could take precedence over participation
on program services. To mitigate these challenges, the SSPA sites attempted to deliver flexible,
supportive, responsive, and culturally sensitive services.
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Chapter Four. Study Findings

In this chapter, we first provide detailed results for the four studies that were sufficiently
powered to examine the effectiveness of the intervention (the intervention retention portion of
Aurora’s study, Detroit, El Paso, and Worcester). We then present a brief summary of findings
for the five studies that were underpowered for the evaluation (the child outcome portion of
Aurora’s study, Denver, Philadelphia, Spokane ARC, and Spokane COS). For all of these
studies, we have complete program descriptions in Appendixes B through I. Finally, we examine
effect size changes within the intervention group and the between-group effect sizes for specific
outcomes across all sites.

Summary of Results for Powered Studies
As noted earlier, four studies were fully powered to detect intervention effects of the size
expected when we designed the experiment for those sites.
Aurora Intervention Retention Results
As noted earlier, the primary component of Aurora’s study was a strategic enhancement
designed to test the effectiveness of Let’s Connect on retention in the TF-CBT intervention. An
examination of the intervention and comparison groups at baseline found no differences on any
of the outcome measures, indicating that the randomization resulted in balanced groups. We
expected a medium effect of the program on the number of sessions attended. Given the sample
size for intervention retention, there was 80-percent power to detect a small to medium effect of
0.37.
For the intervention retention outcome, we examined the hypothesis that families in the
intervention group might engage better in intervention and therefore attend more sessions of TFCBT than the comparison group. Because the intervention was planned to be longer by
augmenting TF-CBT with additional sessions, we subtracted out the two sessions provided at the
beginning of therapy from the total attended and then calculated the mean numbers of TF-CBT
sessions for both groups (Table 4.1). The results indicate that there was not a significant
difference between the intervention and comparison groups in terms of TF-CBT attendance.
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Table 4.1. Differences Between Groups in Intervention Retention in Trauma-Focused Cognitive–
Behavioral Therapy in Aurora Safe Start
Variable

Group

Mean (SD)

Number of TF-CBT sessions TF-CBT + Let’s Connect (intervention) 12.52 (6.6)
TF-CBT (comparison)

Difference

Significance

t = 0.98

0.33

Chi-squared = 1.54

0.22

11.64 (7.1)
Percentage

Dosage of TF-CBT

TF-CBT + Let’s Connect

81

TF-CBT

74

Detroit Results
Detroit’s RCT compared usual services plus SFP with usual services plus nutrition groups,
with family conflict as the primary outcome variable. When looking at the intervention and
comparison groups at baseline, we found no differences on any of the outcome measures,
meaning that the randomization resulted in balanced groups. As noted earlier, we expected a
medium intervention effect. With the strong study recruitment and retention, there was sufficient
power to detect something close to a small intervention effect of size 0.32 at six and 12 months.
Within-Family Mean Changes

We first looked at differences within groups between baseline and the six-month assessment
for primary, secondary, and tertiary outcomes, with paired t-tests comparing each person’s score
at six months with his or her own score at the baseline assessment. For Detroit’s primary
outcome of family conflict, for both groups, we observed a statistically significant improvement
in scores within groups on family conflict by CR but not by SR, with both groups showing the
expected decrease in family conflict from baseline to six months and baseline to 12 months
(Figure 4.1).
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Figure 4.1. Detroit Mean Estimates for Family Conflict, by Group
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NOTE: SR = child self-report. The vertical bars at each time point show the error around each estimate.

Among Detroit’s 44 secondary outcomes, there were many statistically significant changes
for one or both groups after adjusting for multiple comparisons:
•

intervention group only
− At six months, the intervention group, but not the comparison group, improved on
total stressors, CR of child total behavior problems, CR of child externalizing
problems, CR of child self-control, CR of family involvement, and CR of the child
witnessing violence
− At 12 months, the intervention group, but not the comparison group, improved on
attitudinal barriers to mental health services, CR of child assertion, SR of
victimization experiences, SR of assault, SR of witnessing violence, CR of total
number of traumatic experiences, CR of experiencing DV, caregiver self-reported
depression, and caregiver self-reported PTSD.

•

comparison group only
− At 12 months, the comparison group, but not the intervention group, improved on CR
of negative or ineffective discipline and CR of child assault.

•

both intervention and comparison groups
− At six months, both groups improved on CR of total child victimization experiences.
− At 12 months, both groups improved on CR of child total behavior problems, child
externalizing problems, CR of child self-control, CR of total child victimization
experiences, and CR of child witnessing violence.
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Among Detroit’s six tertiary outcomes, we observed significant improvements at six months
in the intervention group but not the comparison group in CR of personal problems and of child
PTSD symptoms. We observed significant improvements in CR of child internalizing problems
in both groups at six months. At 12 months, both groups also improved significantly on CR of
personal problems, CR of child PTSD symptoms, and CR of child internalizing problems. Also
at 12 months, only the intervention group improved on child self-reported PTSD.
Intervention Effects

With both groups improving over time on many outcomes, we did not see evidence of strong
intervention effects over time. The difference-in-differences models (unadjusted and adjusted)
show no evidence of intervention effects for any of Detroit’s primary, secondary, or tertiary
outcomes at six or 12 months.
Service Dosage

To better understand any effect of the dosage of services received, we also examined service
utilization. Seventy-one percent of Detroit’s intervention group received group therapy sessions
and 98 percent received case management. Detroit’s comparison group also had high service
utilization, with 66 percent of comparison group families attending nutrition workshops and
98 percent receiving case management. We conducted additional analyses to examine any
intervention effect of service dosage on Detroit’s primary outcome of family conflict. We
divided the intervention families into three dosage groups: low (zero to three SFP sessions),
medium (four to nine SFP sessions), and high (ten or more SFP sessions). Because we expected
that children and families with more need would be likely to receive more services, we used the
propensity score matching method to pair families in each dosage group with families in the
comparison group based on the baseline score of the primary outcome of CR of family conflict.
The analyses examined the difference in mean score changes between the intervention and
comparison groups for each dosage group, after controlling for the number of case management
contacts. At both six and 12 months, there were no statistically significant differences between
the intervention and comparison groups in any of the dosage categories (Tables 4.2 and 4.3).
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Table 4.2. Changes in Mean Number of Sessions, by Dosage Group, for Caregiver Report of
Family Conflict: Six Months
Baseline
Dosage
Low

Medium

High

Six Months

Group

N

Mean

SD

Mean

SD

Mean Difference

Intervention

63

2.85

1.95

2.48

2.30

0.04

Comparison

63

2.89

1.84

2.48

1.85

Intervention

48

2.44

2.25

1.95

1.88

Comparison

48

2.82

2.14

2.25

1.87

Intervention

23

2.96

1.80

2.17

2.15

Comparison

23

2.87

1.63

2.04

1.61

0.08

0.04

NOTE: Data are not shown for outcomes when cell size is less than five for the group. Comparisons were not tested
when the group size is less than ten for either group.

Table 4.3. Changes in Mean Number of Sessions, by Dosage Group, for Caregiver Report of
Family Conflict: 12 Months
Baseline
Dosage
Low

Medium

High

Group

12 Months

N

Mean

SD

Mean

SD

Mean Difference

Intervention

37

2.56

1.95

2.35

1.83

0.49

Comparison

37

2.46

1.79

1.76

1.69

Intervention

44

2.55

1.98

1.93

1.97

Comparison

44

3.07

1.72

2.70

2.05

Intervention

34

3.00

1.81

1.88

1.59

Comparison

34

2.82

1.80

1.97

1.85

–0.25

–0.26

NOTE: Data are not shown for outcomes when cell size is less than five for the group. Comparisons were not tested
when the group size is less than ten for either group.

El Paso Results
El Paso’s RCT compared DFF, a cultural adaptation of SFP, plus case management with case
management alone. We did not observe any differences between the intervention and comparison
groups at baseline on any of the outcome measures, indicating that the randomization resulted in
balanced groups. With the strong study recruitment and retention, there was sufficient power to
detect something close to a small intervention effect of size 0.27 at six months and at 12 months.
Within-Family Mean Changes

We first looked at differences within groups between baseline and the six-month assessment
for primary, secondary, and tertiary outcomes, with paired t-tests comparing each person’s score
at six months to his or her own score at the baseline assessment. For both groups, we observed a
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statistically significant improvement in scores within groups on the primary outcome variable of
CR of child self-control, with both groups showing the expected increase in child self-control
from baseline to six months and baseline to 12 months (Figure 4.2). For the other primary
outcome, SR of self-control, only the intervention group showed a significant increase in selfcontrol at both six and 12 months.
Figure 4.2. El Paso Mean Estimates for Child Self-Control, by Group
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Among El Paso’s 27 secondary outcomes, there were many statistically significant changes
for one or both groups after adjusting for multiple comparisons:
•

intervention group only
− At six months, the intervention group, but not the comparison group, improved on SR
of delinquency, CR of child assertion, SR of maltreatment, and SR of assault.
− At 12 months, the intervention group, but not the comparison group, improved on SR
of maltreatment and CR of experiencing DV.

•

comparison group only
− At 12 months, the comparison group, but not the intervention group, improved on
caregiver and SR of child affective strengths and caregiver self-report of non–DVrelated trauma.
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•

both intervention and comparison groups
− At six months, both groups improved on
 CR of child total behavior problems, externalizing problems, cooperation,
affective strengths, school functioning, total victimization experiences, child
maltreatment, assault, and witnessing violence and caregiver total traumatic
experiences, experience of DV, and non–DV trauma
 SR of school functioning, victimization experiences, and witnessing violence.

•

At 12 months, both groups improved on
− CR of child total behavior problems, externalizing problems, cooperation, assertion,
school functioning, total victimization experiences, child maltreatment, assault, and
witnessing violence, as well as the caregiver’s own traumatic experiences
− SR of delinquency, total victimization experiences, assault, and witnessing violence.

Among El Paso’s 23 tertiary outcomes, there were many statistically significant changes for
one or both groups after adjusting for multiple comparisons:
•

intervention group only
− At six months, the intervention group, but not the comparison group, improved on SR
of PTSD symptoms, family conflict, poor monitoring and supervision, inconsistent
discipline, and corporal punishment.
− At 12 months, the intervention group, but not the comparison group, improved on CR
of resource problems, SR of poor monitoring and supervision, SR of inconsistent
discipline, and SR of corporal punishment.

•

comparison group only
− At 12 months, the comparison group, but not the intervention group, improved on SR
of family conflict and SR of family involvement.

•

both intervention and comparison groups
− At six months, both groups improved on CR of total stressors, resource problems,
personal problems, child PTSD symptoms, child internalizing problems, family
conflict, family involvement, negative or ineffective discipline, caregiver depression,
and caregiver PTSD
− At 12 months, both groups improved on CR of total stressors, personal problems,
child PTSD symptoms, child internalizing problems, family conflict, family
involvement, negative or ineffective discipline, caregiver depression, and caregiver
PTSD and SR of PTSD symptoms.

Intervention Effects

With both groups improving over time on many outcomes, we did not see evidence of
intervention effects over time. The difference-in-differences models (unadjusted and adjusted)
showed no evidence of intervention effects for any of El Paso’s primary, secondary, or tertiary
outcomes at six months. At 12 months, the difference-in-differences models (unadjusted and
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adjusted) showed no evidence of intervention effects on the primary outcome of SR of selfcontrol, but there was a borderline significant (p = 0.05) intervention effect on CR of self-control
in the adjusted model, in which youths in the intervention group showed greater increases than
the comparison group (see Figure 4.2). The difference-in-differences models (unadjusted and
adjusted) showed no evidence of intervention effects on any of the secondary or tertiary
outcomes at 12 months.
Service Dosage

To examine the intervention effect of the dosage of services received, we also examined
service utilization. Eighty-three percent of El Paso’s intervention group received family group
therapy sessions and 99 percent received case management. El Paso’s comparison group also had
high service utilization, with every comparison group family receiving case management. We
conducted additional analyses to examine any intervention effect of service dosage on El Paso’s
primary outcome of CR of child self-control. We divided the intervention families into three
dosage groups: low (zero to four DFF sessions), medium (five to 13 SFP sessions), and high (14
or more SFP sessions). Because we would expect that children and families with more need
would be likely to receive more services, we used the propensity score matching method to pair
families in each dosage group with families in the comparison group based on the baseline score
for the primary outcome of interest. The analyses examined the difference in mean score changes
between the intervention and comparison groups for each dosage group, after controlling for the
number of case management contacts. At both six and 12 months, there were no statistically
significant differences between the intervention and comparison groups in any of the dosage
categories (Table 4.4).
Table 4.4. Changes in Mean Number of Sessions, by Dosage Group, for Caregiver Report of Child
Self-Control in El Paso Safe Start: Six Months
Baseline
Dosage
Low

Medium

High

Six Months

Group

N

Mean

SD

Mean

SD

Mean Difference

Intervention

54

9.54

4.17

11.17

4.79

0.28

Comparison

54

9.07

4.79

10.43

5.09

Intervention

27

8.22

3.70

11.00

5.01

Comparison

27

7.30

4.97

9.93

5.31

Intervention

88

9.17

4.58

11.44

4.44

Comparison

88

9.49

4.67

11.80

5.36

0.15

–0.03

NOTE: We do not show data for outcomes for which the cell size is less than five for the group. We did not test
comparisons for group sizes less than ten for either group.
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Table 4.5. Changes in Mean Number of Sessions, by Dosage Group, for Caregiver Report of Child
Self-Control in El Paso Safe Start: 12 Months
Baseline
Dosage
Low

Medium

High

12 Months

Group

N

Mean

SD

Mean

SD

Mean Difference

Intervention

48

8.90

3.88

12.73

4.32

0.71

Comparison

48

9.13

4.40

12.25

3.87

Intervention

22

8.64

3.81

13.18

4.09

Comparison

22

9.95

4.38

12.32

4.39

Intervention

79

9.23

4.56

12.82

4.53

Comparison

79

9.01

4.62

12.46

4.66

2.18

0.15

NOTE: We do not show data for outcomes for which the cell size is less than five for the group. We did not test
comparisons for group sizes less than ten for either group. The baseline numbers do not match those in Table 4.4
because this is for 12 months only and only 48 people had data for both time points.

Worcester Results
Worcester’s quasi-experimental design compared usual shelter services augmented by childfocused assessment and service planning plus optional SFCR group therapy sessions with usual
shelter services alone. An examination of the intervention and comparison groups at baseline
found no differences on any of the outcome measures, indicating that the quasi-experimental
design resulted in balanced groups. Worcester enrolled and retained enough families to detect a
medium intervention effect of size 0.39 at six months.
Within-Family Mean Changes

We first looked at differences within groups between baseline and the six-month assessment
for primary, secondary, and tertiary outcomes, with paired t-tests comparing each person’s score
at six months with his or her own score at the baseline assessment. For the primary outcome
measures of child assertion and child self-control, there were no significant within-group
differences at six months (Figure 4.3). There were also no significant within-group differences at
six months for child social–emotional competence (data not shown).
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Figure 4.3. Worcester Mean Estimates for Child Self-Control, by Group

20
18
16

Intervention,
Assertion

14

Comparison,
Assertion

12
10

Intervention,
Self-control

8

Comparison,
Self-control

6
4
2
0
Baseline Mean

6-Month Mean

NOTE: The vertical bars at each time point show the error around each estimate.

After adjusting for multiple comparisons, we also found no statistically significant withingroup differences among the 24 secondary outcomes. There were within-group differences for
several of the 27 tertiary outcomes. At six months, both groups had significantly fewer caregiver
total stressors, caregiver resource problems, CRs of the child’s total victimization experiences,
child’s witnessing violence experiences, and caregiver’s total number of traumatic experiences.
Caregivers in both groups also reported significantly fewer of their own depressive symptoms at
six months. The intervention group also improved significantly on CR of their own PTSD
symptoms, while the comparison group had significantly fewer caregiver experiences of DV.
Intervention Effects

With little change over time on many outcomes, we also did not see evidence of strong
intervention effects over time. The difference-in-differences models (unadjusted and adjusted)
showed no evidence of intervention effects for any of Worcester’s primary, secondary, or tertiary
outcomes at six and 12 months.
Service Dosage

We also examined service utilization to understand any potential impact on outcomes.
Overall, service utilization for the Worcester Safe Start program was low. Just over one-half of
intervention group families received individual clinical child assessments, 40 percent received
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child-focused service plans, and only 7 percent received the SFCR group therapy sessions. Given
this pattern of service utilization, we divided the intervention group families into two dosage
groups to examine any intervention effects that Safe Start service dosage has on outcomes.
Families who received either the child assessment or child-focused service plan or who
participated in the SFCR group therapy sessions were categorized as having received any Safe
Start services. The other group consisted of families who did not receive or participate in any of
the Safe Start services.
At six months, the propensity score matching analyses for Worcester’s primary outcomes
(with the exception of the no-services group for child social–emotional competence, for which
the sample size was too small) showed that, across the outcome measures, there was a lot of
variability in the direction of change for the group that received any services. Some scores
decreased when we expected them to increase, while others changed in the expected direction
but only by a small amount (see Table 4.6). The statistical test comparing the two groups on
changes in mean scores between baseline and six months revealed no statistically significant
differences between the intervention and comparison groups.
Table 4.6. Changes in Means, by Dosage Group, for Primary Outcome Variables Between Baseline
and Six-Month Assessment for Worcester Safe Start
Baseline
Primary Outcome
CR of child social–emotional
competence (ages 3–12)

Dosage

Group

N

Mean

SD

Mean

SD

Mean
Difference

None

Intervention

8

31.88

18.89

33.75

27.22

—

Comparison

8

30.63

15.68

29.38

18.02

Intervention

12

38.75

22.58

37.08

29.35

Comparison

12

40.00

25.05

31.25

28.29

Intervention

15

14.47

2.88

15.07

4.03

Comparison

15

14.53

3.29

14.93

2.94

Intervention

28

13.75

2.46

13.18

3.93

Comparison

28

14.21

3.52

14.61

3.24

Intervention

20

7.90

4.56

10.30

4.60

Comparison

20

7.25

4.12

7.95

3.44

Intervention

19

8.84

3.98

8.63

4.60

Comparison

19

9.00

4.19

8.89

4.23

Any

CR of child assertion (ages 3–12)

None

Any

CR of child self-control (ages 3–
12)

Six Months

None

Any

7.08

0.20

–0.96

1.70

–0.11

NOTE: Data are not shown for outcomes when cell size is less than five for the group. Comparisons were not tested
when the group size is less than ten for either group. — = Cell is too small to show.
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Discussion of Powered Studies
Three sites were powered to detect medium intervention effects for child outcomes (Detroit,
El Paso, and Worcester), and Aurora was powered to detect medium intervention effects for
retention in intervention (number of sessions attended). First, we discuss the sites powered for
child outcomes, after which we discuss Aurora’s retention analysis.
In terms of child outcomes, two sites (Detroit and El Paso) showed within-group changes in
the outcome variable time in the intervention groups, showing movement in the direction of
improvement in symptoms, behaviors, or violence exposure. Detroit’s within-group effect
changes were small, whereas some of El Paso’s were medium. However, we also often noted
improvements in the comparison groups for these sites, such that there was no overall evidence
of differences observed in most cases between the intervention and comparison conditions on
improvements in symptoms, behaviors, or violence exposure. One exception was in El Paso’s
primary outcome, child self-control, which showed a marginally significant (p = 0.05)
intervention effect on the CR, and similar results for the SR but without the power to detect a
difference. In Worcester, the results were similar, with changes noted on some measures but with
no clear pattern of improvement or worsening.
The improvements noted in the comparison groups for El Paso and Detroit might reflect the
fact that these families received case management and, in the case of Detroit, multifamily
support groups focused on nutrition and health. It appears that families who received these
interventions improved to a similar degree to those in the intervention arm of the study, except,
as noted, in El Paso, where the intervention group showed greater improvement on the primary
outcome of child self-control. These findings point to the promise of the services offered in these
comparison groups for improving outcomes for CEV. We created these robust comparison
conditions so that all families would receive some help, making the comparison condition ethical
and acceptable to families in the study. However, in this case, families in the comparison groups
fared nearly as well as the families in the intervention arms of the studies, thus making any
intervention effect difficult to observe. However, it is also possible that these improvements
reflect family and child resilience and recovery following violence exposure and is unrelated to
the specific services offered. On the other hand, limitations related to the study assessments,
relatively short follow-up period, and lower-than-anticipated uptake of services might also play a
role in the results presented here (for a full list of study limitations, see Chapter Five). In
addition, without naturalistic studies of child trajectories over time (without intervention), it is
impossible to know whether the changes observed are related to the intervention delivered or
natural recovery.
Another important consideration is the amount or dosage of the interventions received in
these studies. In these real-world studies, families could take part in as much or as little of the
services offered as they desired. Thus, the intervention groups contained some people who
received no services, or very few services, and it was the minority of families that received the
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full intervention as designed in these three sites, although case management was routinely
delivered to both intervention and comparison families in Detroit and El Paso. Low uptake of
services was particularly a problem in Worcester, where very few families took part in the
intervention groups. The natural question arises as to how the families who received the most
services fared and whether an intervention effect can be observed among those families.
However, our efforts to examine this difference did not reveal any obvious patterns in the data to
suggest that receiving more of the intervention was related to a larger intervention effect.
Another possible reason for the lack of evidence of intervention effects in these three sites is
that the interventions simply were not effective. It could be that the program services as they
were delivered did not affect the families to the degree expected or that the dosage of the
services for intervention group families was inadequate, on average, to produce the expected
outcomes. It is possible that the sites might have had small effects that we could not detect with
the sample sizes in these studies. The failure to detect significant differences between the groups
might also have been due to the particular outcomes measured. That is, programs might have
improved the lives of children and families in ways that we did not measure (or measured
inadequately) in this study. Finally, participants in these programs were relatively healthy at
baseline, and this might have made it difficult to demonstrate changes in children over time
because there might not have been room to improve for children who were not experiencing
many symptoms or problems at baseline. Here, services could potentially provide a longer-term
protective benefit that we could not observe in the current studies.
In terms of Aurora’s intervention retention study, the two groups did not differ on the number
of trauma-focused sessions. The inability to detect differences across these two groups in uptake
of TF-CBT could mean that there is truly no difference between the groups, but there might be
important differences not explored in this study. That is, chart notes or other therapy documents
might reveal differences in content or tone of therapy that is not captured in a count of sessions.

Summary of Results for Underpowered Studies
As noted earlier, five studies did not have adequate power to test the effectiveness of the
interventions given their limited final sample sizes available for the analysis:
•

•

For Aurora’s RCT comparing TF-CBT with TF-CBT + Let’s Connect, we expected a
small effect on child outcomes given the robustness of the intervention in both the
intervention and comparison groups. Given the final sample size for child outcomes,
there was power to detect a medium effect of 0.49 at six months and a large effect of 1.00
at 12 months.
For Denver’s RCT comparing LEA + SFCR with usual probation services over six
months using a wait-list design, we expected a medium effect size because of the
combination of family groups and individual modalities. With low enrollment and
retention, there was power to detect only a large effect of 0.77 at six months.
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•

•

For Philadelphia’s RCT comparing S.E.L.F. + EHS services with only usual EHS
services, we expected a small effect size because of the robust services offered within
usual EHS that both groups received. Despite very strong retention, the EHS program had
limited capacity to recruit the large sample needed, and there was ultimately power to
detect only a medium effect of about 0.40 at both six and 12 months.
Both of Spokane’s studies were RCTs comparing ARC or COS + Head Start services
with only usual Head Start services. We expected a small effect size because of the robust
nature of usual Head Start services that both groups received, which again required large
samples. For both Spokane interventions, there was power to detect only a medium effect
of around 0.44 at both six and 12 months.

Within-Family Mean Changes
Table 4.7 shows each site’s primary outcome and summarizes the results from our analysis of
within-group changes over time (third column). In Aurora, both groups had significant decreases
in PTSD symptoms (on both the CR and the SR) at six months, and these within-group effect
changes were large, as expected, given the existing evidence base for this intervention. For the
primary outcome in Philadelphia and for both Spokane interventions, there was significant
improvement for the comparison group only. In Philadelphia, the comparison group had a
significant decrease in caregiver depressive symptoms at both six and 12 months. For both
Spokane interventions, only the comparison group had significant increases in child self-control
at both six and 12 months, but it had no changes in assertion or cooperation. We observed no
changes at the Denver site.
Table 4.7. Summary of Results for Underpowered Studies

Site

Primary Outcome

Within-Family Mean Change

Group-Level Comparison of Mean
Change

Aurora child
outcomes

CR of child PTSD
symptoms, SR PTSD

Significant decrease for both groups
at six months

No evidence of intervention effect in
adjusted and unadjusted models
(six months)

Denver

CR of positive
involvement

No significant changes for either
group at six months

No evidence of intervention effect in
adjusted and unadjusted models
(six months)

Philadelphia

CR of depressive
symptoms

Significant decrease for only the
comparison group at both six and
12 months

No evidence of intervention effect in
adjusted and unadjusted models
(six and 12 months)

Spokane ARC

CR of child
cooperation, assertion,
and self-control

Significant increase in child selfNo evidence of intervention effect in
control for only the comparison group adjusted and unadjusted models
at both six and 12 months
(six and 12 months)

Spokane COS

CR of child
cooperation, assertion,
and self-control

Significant increase in child selfNo evidence of intervention effect in
control for only the comparison group adjusted and unadjusted models
at both six and 12 months
(six and 12 months)
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Intervention Effects
Our other analyses looked at group-level comparisons of mean changes at six and 12 months
to determine whether there was an intervention effect on outcomes (final column in Table 4.7).
These analyses show intervention effects over time for primary outcomes using an intent-to-treat
approach. Because any change in outcomes observed can potentially be the result of a time trend
observed in all children in the study, we used a difference-in-differences method to assess the
unadjusted impact of the program. Adjusted models controlled for child race and ethnicity,
gender, family income, and violence exposure. As expected for these five studies with low
power, we did not observe evidence of intervention effects with the primary outcomes in either
the unadjusted models or the adjusted models. For these underpowered studies, the results give
some indication of the promise of the programs, but the intervention effects would have needed
to be much larger than originally expected to have a high probability (more than 80 percent) of
detecting them. As a result, the lack of evidence of significant intervention effects has little
meaning because we do not have enough power to detect the expected effects.
Service Utilization and Dosage
We also looked at the variation in service across these interventions (Table 4.8). The vast
majority of Aurora families (92 percent) received the caregiver–child joint therapy sessions. In
Denver, 61 percent of the intervention group families who enrolled in the study had contact with
the LEA assigned to provide support services to Safe Start families, but only 42 percent received
the family group therapy component of the intervention. In Philadelphia, 79 percent of the
intervention group families received individual therapy sessions. Similarly, 82 percent of the
intervention group families in the Spokane ARC intervention received individual therapy
sessions. Service utilization was lower for the Spokane COS intervention, with only 52 percent
of the intervention group families receiving individual therapy sessions. The low intensity of
services within some of the studies (Denver and Spokane COS) might have also influenced the
null intervention findings.
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Table 4.8. Summary of Service Utilization for Underpowered Studies
Site

Service Utilization

Group-Level Comparison of Mean Change, by Dosage

Aurora

92% had joint therapy sessions Insufficient sample size to conduct analysis of intervention within
groups based on dosage of Safe Start services

Denver

61% had LEA contacts; 42%
had family group therapy
sessions

Philadelphia

79% had intervention sessions No evidence of intervention effects within any of the dosage groups

Spokane
ARC

82% had individual therapy
sessions

At 12 months, children in the intervention group who received ten or
more ARC sessions had significantly higher cooperation scores than
the matched comparisons.

Spokane
COS

52% had individual therapy
sessions

At six months, children in the matched comparison group improved
significantly over children in the intervention group who received no
COS sessions.

Insufficient sample size to conduct analysis of intervention within
groups based on dosage of Safe Start services

For Philadelphia, Spokane ARC, and Spokane COS, we conducted additional analyses to
examine any intervention effects that Safe Start service dosage had on outcomes. For each, we
divided the intervention families into three dosage groups. Because children and families with
more need are likely to receive more services, we would expect a selection bias, with higherneed families receiving more services. To address this, we used the propensity score matching
method to pair families in each dosage group with families with similar needs in the comparison
group. The matching paired families based on baseline scores on the primary outcome or
outcomes. The analyses examined the difference in mean score changes between the intervention
and comparison groups for each dosage group. For Philadelphia, the statistical test comparing the
two groups on changes in mean scores between baseline and six months and baseline and
12 months revealed no statistically significant difference between the intervention and
comparison groups in any of the dosage groups. For Spokane ARC at 12 months, when
intervention group families received ten or more ARC sessions, the child had significantly higher
cooperation scores than matched comparisons. For Spokane COS at six months, children in the
matched comparison group improved significantly on child self-control over children in the
intervention group who received no COS sessions. We observed no other differences in these
analyses of intervention effects within low-, medium-, or high-dosage groups.
Overall, these studies were underpowered to detect intervention effects. In Aurora,
Philadelphia, and Spokane, the robustness of the comparison group services meant that expected
effects were small. This meant that very large samples would be needed to detect statistically
significant intervention effects of this size, or an ability to track children much longer to see
whether small intervention effects might grow over time. As noted earlier, we conducted power
analysis with each site during the Green Light process based on the expected effect size.
Although sites adjusted their targets as much as possible, the studies proceeded knowing that
they might not be able to achieve the sample size needed for the expected small effect sizes.
Further, Philadelphia, Spokane, and Denver had limited pools from which to draw study
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participants, so were constrained in the ability to enroll enough families from the outset. Spokane
was also hampered in its ability to have the sample size needed to observe intervention effects by
testing two interventions.
Among these sites, only Aurora, with its strategic enhancement of a proven intervention, saw
large changes in outcomes in the expected direction. However, because of the intensity of the
services that both groups received, the intervention group did not improve more than the
comparison group. For Denver, both groups changed in the expected direction, but baseline
status on its primary outcome of positive involvement was quite high, leaving little room for
improvement. Similarly, only 14 percent of caregivers in Philadelphia had moderately severe or
severe depressive symptoms at baseline, so depressive symptoms were low at baseline for most
of the sample, leaving little room for improvement. Although both groups changed in the
expected direction and there were no differences in changes between the two groups over time,
the comparison group improvement was significant. Similarly, for both Spokane studies, changes
in the primary outcomes were in the expected direction, and no intervention effects were found,
but, for one primary outcome (child self-control), the comparison group improvement was
significant. The robustness of the usual services that both intervention and comparison groups
received likely played a role in the results for Philadelphia and Spokane. The interventions at
these sites operated within existing programs for families such that both the intervention and
comparison groups received an array of services in EHS or Head Start, respectively.
In addition, service uptake was lower than expected for some studies. In Denver and Spokane
COS, it proved to be challenging to implement the programs as planned. Because a substantial
portion of the intervention group did not receive any of the intervention services, it is not
possible to observe improvements related to the intervention. Finally, limitations related to the
study assessments’ relatively short follow-up period might also play a role in the results
presented here (for a full discussion of study limitations, see Chapter Five).

Effect Size Changes Across Studies
For the eight studies, we also examined the change in the effect size between baseline and six
months within the intervention group for the outcomes that were prioritized as primary for at
least one site. Table 4.9 shows the size of the within-group change from baseline to the sixmonth follow-up for the intervention group only. Thus, it does not represent an intervention
effect (the effect in the intervention group as compared with the comparison group) but rather an
estimate of change within the intervention group without any controls. As described in Chapter
Two, the effect size change measure is commonly classified the same as for intervention effect
sizes as small if it is about 0.2 or less, medium if it is about 0.5, and large if it is about 0.8 (Jacob
Cohen, 1988):
•

CR of child PTSD symptoms: We were able to estimate effect size changes for CR of
child PTSD symptoms in six of the eight studies. Philadelphia did not assess child PTSD
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•

•

•

•

•

•

because of the very young ages of its sample, and Denver did not have a large enough
sample. Aurora was the only site with CR of child PTSD symptoms as its primary
outcome, and the intervention had large change of size –0.91 on reducing PTSD
symptoms in the intervention group. El Paso’s intervention produced a medium effect
size change of –0.54 on CR of child PTSD symptoms. The other four studies produced
small effects ranging from –0.14 to –0.33.
SR of child PTSD symptoms: We were able to estimate effect size changes for SR of
PTSD in four of the eight studies. Philadelphia and Spokane did not assess SR of PTSD
because of the young ages of their samples, and Denver did not have a large enough
sample size. Only Aurora, which also had SR of PTSD as a primary outcome, had a large
effect size change (–0.72) on child PTSD. El Paso’s intervention produced a medium
effect size change of –0.53 on self-report of child PTSD. The other two studies produced
small effect size changes ranging from –0.15 to –0.20.
CR of positive involvement: We were able to estimate effect size changes for CR of
positive involvement in four of the eight studies. Philadelphia and Spokane did not
employ this measure because it was not appropriate for the younger children in their
samples, and Denver did not have a large enough sample. Four sites had small effect size
changes on positive involvement, with three of these in expected positive direction and
one other small, negative effect size change. Worcester had a medium effect change of
–0.46 on positive involvement, although it was not in the expected direction and was
nonsignificant after adjusting for multiple comparisons.
caregiver depression: We were able to estimate effect size changes for caregiver
depression in all of the studies. El Paso had a medium effect size change of –0.52 on
caregiver depressive symptoms. Each of the seven other studies had small, negative effect
size changes on this outcome, including Philadelphia, the only site that designated
caregiver depression as its primary outcome.
CR of child self-control: We were able to estimate effect size changes for CR of child
self-control in six of the eight studies. Philadelphia did not assess child self-control
because of the very young ages of its sample, and Denver did not have a large enough
sample. Two sites had a medium effect size change on CR of child self-control (Aurora
and El Paso). El Paso prioritized this as its primary outcome and had a medium effect
size change of 0.40 in increasing child self-control. The other four interventions had
small effect size changes ranging from 0.02 to 0.34, including three studies that had
prioritized this as one of their primary outcomes (Spokane ARC, Spokane COS, and
Worcester).
CR of family conflict: We were able to estimate effect size changes for CR of family
conflict in all of the studies. El Paso had a medium effect size change of –0.48 on CR of
family conflict. All seven other studies had small, negative effect size changes on this
outcome, including Detroit, the only site that designated family conflict as its primary
outcome.
CR of child behavior problems: We were able to estimate effect size changes for CR of
child behavior problems in seven of the eight studies. Philadelphia did not assess child
behavior problems because of the very young age range of its sample. Only Aurora had a
large effect size change of –1.02 on CR of child total behavior problems. El Paso’s
intervention produced a medium effect size change of –0.60 on child behavior problems.
The other five studies produced small effect size changes ranging from –0.17 to –0.35.
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Table 4.9. Effect Size Changes and 95-Percent Confidence Intervals for Select Outcomes at Six Months
CR of Child PTSD
Symptoms

SR of Child PTSD
Symptoms

CR of Positive
Involvement

CR of Child
Self-Control

CR of Family
Conflict

CR of Child Total
Behavior Problems

Aurora

–0.91*
a
(–1.33, –0.48)

–0.72*
a
(–1.10, –0.34)

0.32
(0.00, 0.64)

–0.31
(–0.61, 0.00)

0.61*
(0.28, 0.94)

–0.21
(–0.52, 0.09)

–1.02*
(–1.34, –0.69)

Denver

—

—

—

–0.19
(–0.75, 0.38)

—

–0.22
(–0.79, 0.35)

–0.35
(–0.97, 0.27)

Detroit

–0.33*
(–0.59, –0.07)

–0.20
(–0.53, 0.12)

0.28
(0.02, 0.55)

–0.25
(–0.47, –0.03)

0.34*
(0.09, 0.58)

–0.23*
a
(–0.45, –0.01)

–0.32*
(–0.54, –0.10)

El Paso

–0.54*
(–0.77, –0.31)

–0.53*
(–0.78, –0.28)

0.06
(–0.16, 0.28)

–0.52*
(–0.71, –0.33)

0.40*
a
(0.20, 0.61)

–0.48*
(–0.67, –0.28)

–0.60*
(–0.79, –0.41)

—

—

—

–0.13
a
(–0.41, 0.15)

—

–0.17
(–0.45, 0.11)

—

Spokane
ARC

–0.14
(–0.31, 0.08)

—

—

–0.27
(–0.59, 0.06)

0.06
a
(–0.28, 0.39)

–0.31
(–0.63, 0.02)

–0.20
(–0.53, 0.12)

Spokane
COS

–0.15
(–0.50, 0.19)

—

—

–0.07
(–0.40, 0.26)

0.18
a
(–0.18, 0.53)

–0.15
(–0.48, 0.17)

–0.17
(–0.50, 0.16)

Worcester

–0.31
(–0.71, 0.08)

–0.15
(–0.50, –0.21)

–0.35*
(–0.64, –0.06)

0.02
a
(–0.36, 0.40)

–0.25
(–0.54, 0.04)

Study

Philadelphia

b

Caregiver
Depression

b

b

b

–0.46
(–0.92, 0.20)

b

b

b

b

–0.28
(–0.62, 0.05)

NOTE: * = the significant difference over time remains after adjustment for multiple comparisons. — = Cell is too small to show. Effect size not included when
group size less than 20. The numbers in parentheses are the 95-percent confidence intervals.
a
The study’s primary outcome.
b
A significant paired t-test of within-family mean changes between the baseline and six-month scores for the intervention group (p < 0.05).
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Overall, only Aurora produced large, significant changes on the outcomes examined within
its intervention group. Aurora’s strategic enhancement to TF-CBT produced large significant
effect size changes on both measures of child PTSD symptoms and on total child behavior
problems. Within its intervention group, El Paso produced six medium, significant changes
among the outcomes examined. In addition to its primary outcome of child self-control, El
Paso’s cultural adaptation of SFP and case management positively influenced both measures of
child PTSD, caregiver depression, family conflict, and child total behavior problems. All the
other studies produced small effect size changes on outcomes, including their primary outcomes.
Without naturalistic studies of child trajectories over time (without intervention), it is impossible
to know whether the changes observed are related to the intervention delivered or natural
recovery.

Between-Group Effect Sizes Across Studies
Finally, we estimated the size of the intervention effect for the outcomes that were prioritized
as primary for at least one site. Table 4.10 shows the size of the intervention effect from baseline
to the six-month follow-up after controlling for baseline characteristics (child age, child gender,
child race and ethnicity, and child’s exposure to violence). Among the sites, only Aurora had a
small effect size for its primary outcome of CR of child PTSD symptoms when comparing the
intervention group change with the comparison group change. For all of the other sites, the
intervention effect on the primary outcome was very close to 0. Among the other outcomes
examined, there were two other small effect sizes in between-group differences from baseline to
six months. Denver had a small intervention effect for total child behavior problems that favored
the comparison group, and El Paso had a small intervention effect for SR of child PTSD
symptoms that also favored the comparison group. Overall, there was no statistically significant
evidence of an intervention effect on the primary outcomes within these sites.
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Table 4.10. Effect Sizes and 95-Percent Confidence Intervals for Select Outcomes at Six Months
CR of Child PTSD
Symptoms

SR of Child PTSD
Symptoms

CR of Positive
Involvement

Caregiver
Depression

CR of Child
Self-Control

CR of Family
Conflict

CR of Child Total
Behavior Problems

Aurora

0.22
a
(–0.06, 0.51)

–0.09
a
(–0.37, 0.20)

0.03
(–0.21, 0.27)

–0.02
(–0.25, 0.22)

–0.05
(–0.30, 0.19)

–0.02
(–0.25, 0.22)

–0.14
(–0.37, 0.10)

Denver

—

—

—

0.01
(–0.34, 0.36)

—

–0.16
(–0.51, 0.19)

–0.26
(–0.64, 0.11)

Detroit

–0.06
(–0.21, 0.09)

0.03
(–0.17, 0.22)

0.15
(0.01, 0.30)

–0.07
(–0.20, 0.06)

0.08
(–0.06, 0.23)

–0.05
a
(–0.18, 0.08)

–0.02
(–0.15, 0.11)

El Paso

–0.07
(–0.20, 0.07)

–0.20
(–0.34, –0.05)

0.06
(–0.06, 0.19)

–0.05
(–0.16, 0.06)

0.01
a
(–0.11, 0.13)

–0.04
(–0.15, 0.07)

–0.03
(–0.14, 0.08)

—

—

—

0.08
a
(–0.09, 0.25)

—

0.07
(–0.10, 0.24)

—

Spokane
ARC

0.01
(–0.18, 0.19)

—

—

–0.10
(–0.28, 0.08)

–0.08
a
(–0.26, 0.11)

–0.11
(–0.29, 0.07)

–0.02
(–0.20, 0.17)

Spokane
COS

0.02
(–0.17, 0.21)

—

—

–0.01
(–0.19, 0.18)

–0.03
a
(–0.22, 0.16)

–0.03
(–0.22, 0.15)

–0.003
(–0.19, 0.18)

Worcester

–0.07
(–0.33, 0.20)

–0.03
(–0.40, 0.34)

–0.11
(–0.42, 0.21)

–0.02
(–0.21, 0.17)

–0.07
a
(–0.33, 0.18)

0.02
(–0.17, 0.21)

–0.04
(–0.27, 0.19)

Study

Philadelphia

b

NOTE: * = the significant difference over time remains after adjustment for multiple comparisons. — = Cell is too small to show. Effect size not included when
group size less than 20. Numbers in parentheses are 95-percent confidence intervals.
a
The study’s primary outcome.
b
A significant adjusted difference between groups between the baseline and six-month scores (p < 0.05).
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Chapter Five. Discussion and Next Steps

With increased understanding of the effects that children’s exposure to violence has on
healthy development, there have been efforts to develop interventions aimed at ameliorating the
negative consequences on an array of health, mental health, and well-being outcomes. Many of
the programs developed lack evidence of their effectiveness or have not been tested in real-world
settings. SSPA was designed to grow the evidence base for interventions for CEV by rigorously
evaluating the effectiveness of community-based programs. We conducted 11 evaluations across
ten sites. All of the studies utilized experimental or quasi-experimental designs, a level of rigor
not often seen when evaluating implementation of programs in community settings. This chapter
summarizes the findings and the context for the findings, discusses limitations of the evaluation,
and provides some recommendations for next steps for the field.

Summary of Findings
Almost 1,500 families received Safe Start services (and about 1,250 received comparison
group services) across the ten sites. This large number of families served demonstrates the
feasibility of recruiting and engaging families in community-based behavioral health and
supportive services across a range of settings and for different target populations. Safe Start also
reached vulnerable populations. Violence exposure among served families averaged
1.4 experiences in the prior six months. Overall, 31 percent of children had PTSD symptoms
within the clinical range with a range of 5 to 76 percent. The Safe Start programs found that a
substantial, supportive, culturally informed effort is needed to recruit and retain families exposed
to violence for intervention and research but that it is possible to bring these vulnerable families
into a system of care.
Within-Family Changes
In general, families who participated in Safe Start (whether intervention or comparison)
improved over time. We saw positive change in many of the outcomes regardless of intervention
group assignment, with families in six of the studies showing statistically significant
improvement in their primary outcomes over time (in the intervention or comparison group). At
many sites, when looking at how well the interventions worked compared with usual services,
we found that outcomes improved for both groups. However, there is very little information in
the literature on how well similar children and families would fare without intervention during
the natural recovery following violence exposure.
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Intervention Effects
Among the powered studies, there was no evidence of intervention effects on the outcomes
examined. In Detroit and El Paso, there was no evidence that case management and supportive
group counseling had differing levels of effectiveness from SFP and its cultural adaptation. Case
management might have been successful in these sites because this approach to support families
allowed program staff to assess and meet the immediate needs of families. Aurora showed large
improvements in both the intervention and comparison groups and therefore had no evidence that
the strategic enhancement improved outcomes above and beyond the TF-CBT provided to both
groups. For Philadelphia and Spokane, Safe Start was embedded within existing and robust
programs for families, which likely made it difficult to see differential change between the
groups that could be attributed to the Safe Start intervention.
Effect Size Changes
Overall, although changes were in the expected, positive direction among those who received
Safe Start services, there was a range of effect size changes across the outcomes examined. For
the intervention group, for the outcomes selected as primary across the studies, we found large
significant effect size changes on three child-level outcomes and a medium significant effect size
changes on six outcomes. Otherwise, the changes in outcomes were generally small. These effect
size changes might have been related to varying intensity levels for the Safe Start services.
Strategic enhancements, such as Aurora’s Let’s Connect in combination with TF-CBT, provided
a robust course of dyadic and individual intervention for families over a six-month period. For
other sites, program participation was less intense. For example, Worcester’s main intervention
component, the child assessment and service plan, was typically completed over just two
sessions with the family. Program eligibility criteria also might have played a role, with some
sites screening for violence exposure and requiring a certain level of exposure or symptoms to be
eligible for Safe Start. Other sites offered Safe Start to any family seeking services without a
formal screening process to determine exposure level.
Service Uptake and Dosage
Uptake of Safe Start services was lower than expected for some of the studies (Denver,
Spokane COS, and Worcester) and is another potential reason for the small effect size changes
observed within the intervention group. For some sites, families had competing demands and
challenges, making it difficult to engage them in both services and a study. In other sites, the
structure of the Safe Start program posed implementation challenges that impeded program
participation. Overall, families received fewer services than would be preferred or initially
intended, possibly dampening any intervention effect that could be observed. When we looked
within service dosage to determine whether intervention effects could be observed within the
higher-dosage groups, we did not find this for the Safe Start programs. Overall, families who

68

received high, medium, or low dosage of the intervention did not fare better than comparable
families in a matched comparison group, although power was low to examine such differences.
Nonetheless, satisfaction with Safe Start services was quite high across all sites, with most
families indicating that the program met their needs and was of high quality.
Program Capacity for Service Delivery
Within the SSPA initiative, almost all of the sites were successful in launching interventions
relevant to CEV in their settings. The sites started from different places, with some sites more
experienced providing behavioral health services and others starting from scratch to integrate a
new type of services into an existing program. Regardless, program staff were trained in specific
intervention models and brought those skills to families who might not otherwise have had
access to these types of family-focused programs. Agencies also developed procedures for
identifying CEV and integrated trauma-informed approaches into usual care. In many
communities, the Safe Start program conducted ongoing outreach and provided awareness
training on trauma-informed care to other social service agencies, improving communication and
coordination among service providers and increasing knowledge on working with families
exposed to trauma. With greater connections with other providers, the agencies implementing
Safe Start programs were able to establish new interagency and communitywide partnerships to
address service gaps for children and their families.

Study Limitations
To put these findings and contributions in context, it is important to consider the limitations
of the Safe Start evaluation. For instance, the funding for the ten SSPA sites was modest. This
made it difficult for some sites to conduct a study of the size needed to be fully powered to detect
intervention effects. For instance, one site planned to test a strategic enhancement to a robust
evidence-based intervention, and another planned to test two different interventions, both
requiring quite large studies to have adequate statistical power. Other sites worked within a
closed system with limited capacity and similarly could not develop a plan for a study that would
be adequately powered. Finally, some sites struggled with recruitment or retention, weakening
the ability to draw firm conclusions from the data collected.
Most of the sites employed an RCT design, which is thought to be the most rigorous,
powerful design, but also had limitations for this evaluation. For example, the predominance of
this design choice meant that each site was responsible for identifying and serving its own
comparison group in addition to the intervention group. Another limitation to the RCT designs is
that some families might have been deterred from participating in the study, knowing that they
had only a 50-percent chance of receiving the intervention services. Alternative design options
might have allowed sites to focus their efforts more on serving and assessing intervention group
families. For instance, a quasi-experimental design using a pooled comparison group might have
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addressed some of these issues. Given that some of the interventions had undergone little testing
in previous studies, a pre/post or multiple-baseline design might have been suitable for some
sites.
Another limitation to the national evaluation is that the assessment battery used in the
evaluation might not have been ideal for all sites. Despite each site implementing a different
intervention, we used a common set of measures. It is possible that some of the interventions
produced changes or intervention effects that the assessment battery used in this evaluation did
not capture.
Further, the length of the follow-up in the national evaluation of one year meant that only
changes occurring during this time period could be detected. Interventions that build skills and
improve interpersonal relationships might take longer to emerge. For instance, a program on
delinquency prevention showed cascading effects nine years after the program was delivered
(Forgatch et al., 2009; Patterson, Forgatch, and Degarmo, 2010), and the classroom-based Good
Behavior Game has similarly shown long-term reductions in delinquency, substance abuse, and
other outcomes (Embry, 2002). Therefore, the full promise of the Safe Start interventions for
CEV might not have been realized or measured within the study data collection period.
In addition, families did not always receive the interventions as intended, sometimes leaving
services early, meaning that families received fewer services than would be preferred or initially
intended and possibly dampening any intervention effect that could be observed. Most of the
families who participated in these interventions were struggling with challenges, including
violence exposure and poverty, that can be barriers to families participating in interventions and
study assessments that might require substantial time as well as a financial (e.g., time off from
work, transportation, childcare) and emotional (e.g., talking about trauma exposure and mental
health symptoms) investment. There is very little empirical evidence to determine the optimal
dosage of interventions, and uptake is often low in community settings. However, uptake of the
Safe Start interventions was definitely lower than planned by the sites in most of the studies.
Also in terms of implementation of the interventions, we did not systematically collect
information on fidelity to the model of the interventions delivered. We worked with each site to
formulate a plan for fidelity monitoring and ongoing quality assurance during the Green Light
process, but, without measures in place, we could not determine the quality of the services
delivered to study participants. Similarly, we did not conduct a formal process evaluation to
document and assess the implementation process, so insights into implementation successes and
failures are impressions rather than the result of research.
Finally, with findings showing similar results across intervention and comparison groups, it
would have been helpful to be able to compare the costs of the interventions in order to
determine whether one might be more efficient or less costly. However, we did not include a cost
analysis in the national evaluation.
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Future Directions
The SSPA initiative set out to build the evidence base for programs for CEV. Although the
initiative added to our knowledge about how to address the problem, there was no clear case for
using a particular intervention to help these children and their families. It is clear from our
findings that high-intensity services, such as those offered in the Aurora Safe Start program, can
work for children with PTSD following violence exposure, but such services are not routinely
available to families and not all children have such symptoms. In addition, services of this
intensity do not necessarily produce the type of improvements expected when rolled out, as seen
in Queens and Honolulu. Among the sites that offered lower-intensity community-based
services, the two sites with adequate power to detect medium-sized improvements—Detroit and
El Paso—showed that both intervention and comparison families improved over time. This
finding is important because it shows that supportive social services might be helpful to families,
regardless of the intensity and type of services. El Paso’s multifamily groups coupled with case
management showed a promising edge over case management alone, but, in Detroit, the families
seemed to benefit equally from the multifamily groups offered in both the intervention and
comparison groups, even though their content and length were different.
From a public health perspective (Gordon, 1983; Springer and Phillips, 2006), we can
consider the findings from the national evaluation as they related to universal, selective, and
targeted prevention efforts. At the top of the public health pyramid, targeted services for CEV
would be used for the minority of children who have prolonged adjustment problems related to
violence exposure. There is a growing evidence base about what works in terms of the moreintensive services for children with PTSD (Foa, Keane, et al., 2008), depression (Michael and
Crowley, 2002), and substance abuse problems (Muck et al., 2001; Tevyaw and Monti, 2004).
Further, studies of interventions for maltreated children have found medium to large effects on
child behavior (Skowron and Reinemann, 2005; Barlow et al., 2006) and medium to large effects
on PTSD (Macdonald, Higgins, and Ramchandani, 2006; Rolfsnes and Idsoe, 2011). However,
we learned in Safe Start that a strategic enhancement did not necessarily improve outcomes over
a proven intervention (Aurora) and that the effects expected from evidence-based interventions
are not always actualized in community settings (Queens). Although there are proven and
promising approaches to intervention, more work is needed to see how these interventions can be
delivered effectively in real-world settings.
In the middle tier of the public health pyramid are services for families who have been
identified as exposed to violence but who are experiencing only mild or moderate symptoms.
Future exploration of services at this level might try to pin down the necessary ingredients for
less intensive, community-based approaches aimed at relatively healthy families and children.
These children and families might already be on the path to recovery, bolstered by their
individual or family protective factors that have helped them be resilient in the face of adversity
(Gewirtz and Edleson, 2007; O’Donnell, Schwab-Stone, and Muyeed, 2002). Several Safe Start
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sites fall into this category, and the evaluation results pointed to some improvements in
outcomes, but these changes were not necessarily specific to the intervention under study. In
addition, assessment batteries of symptoms and behavior problems might not be the best match
for such interventions. For children and families with low levels of symptoms at baseline, there
is little room for improvement, so either longer studies are needed that assess prevention effects
over time or alternative measures of more-proximal outcomes (e.g., coping skills) might serve
better to display selective intervention effects. For these types of interventions, much more work
is needed to better understand how to identify needs and support families who are on a path to
recovery on their own, including such tacks as taking a watch-and-wait approach to support
families as they adjust and recover from violence exposure, and then be ready to provide or refer
to specific high-quality services as specific needs are uncovered. Development of a triage system
to identify what intensity level of services needed could also be fruitful, as would be offering a
menu of services and supports to meet families’ current needs and being flexible to move
families between levels of care as needed.
The universal prevention part of the public health triangle is insufficiently studied and was
not part of the Safe Start Initiative. Violence prevention efforts have focused on reducing
violence itself (Mercy et al., 1993), but little work has been done to prepare families and
communities for recovery from violence when it occurs. Thus, this area is ripe for additional
exploration.
Finally, it is possible that a tiered approach that incorporates differing levels of prevention
and intervention within a community should be considered. Models of such programs come from
the Adolescent Transitions Program (Dishion and Kavanagh, 2002) and Family Check-Up (Shaw
et al., 2006), both designed to address behavior problems and delinquency. In regard to violence
exposure, the concept of trauma-informed care within communities and settings at various levels
of care is gaining momentum (Hanson and Lang, 2016). Examples include multitiered
approaches within schools (Chafouleas et al., 2016), as well as efforts within child welfare,
juvenile justice, and mental health systems (Donisch, Bray, and Gewirtz, 2016). However, most
of these models have not been evaluated to see whether they do, in fact, produce a more resilient
child, family, or community.
Our work as the national evaluators of this initiative offers several insights for future
directions as well. The experimental and quasi-experimental designs in use in this initiative were
chosen to produce the best information possible and to advance the field, but we believe that
other designs should also be considered in future research. The limits of these designs include
expense, deterrence of some families seeking services, and the necessity of bringing at least
limited services to the comparison group families in order to have an ethical and acceptable
design. As methodologies advance, it is increasingly possible to use statistical methods to
conduct observational studies (Ridgeway et al., 2014) that could utilize a comparison group of
families who are similar to those in the interventions and to use the data on their natural
trajectory over time to reveal the contribution of the interventions. Collection of longitudinal data
72

on children following violence exposure could aid such efforts by providing information on their
recovery trajectories without specialized intervention. These and other methods might ease the
burden of running small experiments and allow sites to devote themselves completely to the
intervention rather than trying to run a rigorous study on a limited budget. In addition, although
real-world studies are clearly needed and intervention development in a community-partnered
approach can improve generalizability, more attention to inclusion and exclusion criteria, fidelity
to the intervention, and adequate uptake of the intervention would improve these studies.
Results from this study suggest that much more information is needed before we can know
what works and what does not work for CEV. However, we have also learned that families like
many of the supportive and mental health interventions offered within Safe Start and that the
interventions show improvement over time. Funders should consider supporting evaluations of
interventions at three levels:
•
•
•

community and agency prevention efforts geared toward improving resilience in the face
of violence
supportive and mental health early interventions geared toward helping families and
children with mild to moderate symptoms
bringing evidence-based, intensive services into the community in ways that retain their
effectiveness.

In conclusion, the need for multiple levels and settings for interventions for CEV is clear, but
the challenge remains to find the key ways in which to do this that are effective, acceptable, and
feasible.
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Appendix A. Measures

Overall, the study captured the following nine outcome domains:
•
•
•
•
•
•
•
•
•

background and contextual factors
PTSD
depression
behavior and conduct problems
family functioning
social–emotional competence
school behavior and attitudes
violence exposure
caregiver mental health.

We assembled measures for caregivers and children (ages 8 and up) into two batteries based
on the intended respondent:
•

•

caregiver assessment: Each caregiver completed an assessment battery consisting of
between 145 and 263 items, depending on the age of the child. On average, this battery
took 53 minutes to complete at baseline. Table A.1 shows the variation in caregiver
measures and number of items by the age of the participating child.
child assessment: We assessed each child ages 8 and older with an assessment battery
consisting of between 59 to 184 items, depending on the age of the child. Table A.2
shows the measures in the child assessment battery by the age of the child.
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Table A.1. Measures and Items in the Caregiver Assessment Battery, by Age of the Child
Child’s Age, in Years
<1 1–2

3

4–5

6–
10

11

12 Teen

Child Information instrument

13

13

13

13

13

13

13

13

Caregiver Information instrument

12

12

12

12

12

12

12

12

ESI

21

21

21

21

21

21

21

21

Attitudinal Barriers to Care

13

13

13

13

13

13

13

13

CSQ

8

8

8

8

8

8

8

8

PTSD

TSCYC PTSD scale

—

—

27

27

27

—

—

—

Behavior and conduct
problems

BITSEA problem scale

—

31

31

—

—

—

—

—

BPI externalizing scale

—

—

17

17

17

17

17

17

BPI internalizing scale

—

—

11

11

11

11

11

11

ASQ:SE

25

25

—

—

—

—

—

—

SSIS cooperation, assertion, and selfcontrol scales

—

—

20

20

20

20

20

20

BERS-2 affective strength scale

—

—

—

—

7

7

7

—

School behavior and
attitudes

BERS-2 school functioning scale

—

—

—

—

9

9

9

—

Family functioning

BERS-2 family involvement scale

—

—

—

—

10

10

10

—

APQ

—

—

—

—

42

42

42

42

FES Conflict scale

9

9

9

9

9

9

9

9

JVQ

19

19

19

19

19

19

—

—

Caregiver victimization

13

13

13

13

13

13

13

13

PHQ-8

8

8

8

8

8

8

8

8

PC-PTSD

4

4

4

4

4

4

4

4

Domain
Background and contextual
factors

Social–emotional
competence

Violence exposure

Caregiver mental health

Measure

Total number of items

145 176 226 195 263 236 217 180

NOTE: — = Measure did not apply to this age range. PHQ-8 = eight-item Patient Health Questionnaire.
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Table A.2. Measures and Items in the Child Assessment Battery, by Age of the Child
Child’s Age, in Years
Domain

Measure

8–9 10 11–12 Teen

PTSD

CPSS

17 17

17

17

Depression

RADS

—

—

—

30

—

—

14

14

Substance use and gang involvement

—

—

6

6

SSIS cooperation, assertion, and self-control scales

—

—

—

20

BERS-2 affective strength scale

—

—

7

7

BERS-2 school functioning scale

—

—

9

9

Self-reported grades

—

—

—

1

BERS-2 family involvement scale

—

—

10

10

APQ

42 42

42

42

FES Conflict scale

—

—

9

9

JVQ

—

19

19

19

59 78

133

184

Behavior and conduct problems Delinquency behavior (modified from three measures)

Social–emotional competence

School behavior and attitudes

Family functioning

Violence exposure
Total number of items

NOTE: — = Measure did not apply to this age range.

Background and Contextual Factors
Caregivers completed five measures to capture background and context.
Caregiver Report of Demographics and Service Use
We collected basic demographics of the caregiver, such as age, education, employment
status, income, primary language, and race and ethnicity, using the Caregiver Information
instrument, adapted from materials used in the Longitudinal Studies of Child Abuse and Neglect
(LONGSCAN) study (LONGSCAN, 2010), a collection of longitudinal research studies
assessing the etiology and impact of child maltreatment. This instrument also collects
information on caregiver’s physical health and support or assistance received. The instrument
has a total of 12 items.
Caregiver Report of Child Demographics and Service Use
We collected basic demographics of the child, such as age, gender, race and ethnicity,
primary language, and primary caregiver, using the Child Information instrument, adapted from
materials used in the LONGSCAN study. The section on service use collects information on the
child’s physical health, medical problems, and behavioral, emotional, or school problems. The
instrument has a total of 13 items.
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Caregiver Report of Everyday Stressors
To assess problems faced in everyday life, we used the ESI from the LONGSCAN study,
which included 21 items from the 117-item Daily Hassles Scale developed by Kanner and
colleagues (Hall, 1983; Kanner et al., 1981). The 21 items tap five problem areas: role overload,
financial concerns, parenting worries, employment problems, and interpersonal conflict. The
instrument asks caregivers to rate the extent to which each problem bothered them “from day to
day” (4 = bothered a great deal, 3 = somewhat bothered, 2 = a little bothered, and 1 = not at all
bothered). Internal consistency for the ESI was reported as high, with a Cronbach’s alpha of 0.83
(Hall, Williams, and Greenberg, 1985). Construct validity of the ESI was supported by
discrimination of everyday stressors from measures of maternal depression and psychosomatic
symptoms using factor analytic procedures (Hall, 1983). Also, Hall and Farel (Hall and Farel,
1988) reports that scores on the ESI were positively and significantly associated with depressive
symptoms (as measured by the Center for Epidemiological Studies Depression Scale; see Hall
and Farel, 1988) and psychosomatic symptoms (as measured by the Health Opinion Survey; see
Hall and Farel, 1988) among a sample of unmarried mothers.
We conducted exploratory and confirmatory factor analyses on the 21 items in the ESI using
data from 1,517 caregivers assessed in an earlier study (Jaycox et al., 2011a). We modeled items
as categorical using Mplus software, and we used the weighted-least-squares-with-adjustedmeans estimator (Mplus, undated). The analysis identified a two-factor solution that was easily
interpretable and resulted in high internal consistency within each factor. Namely, from the
21 items, we created a score for resource problems based on seven items (Cronbach’s
alpha = 0.81) and for personal and family problems based on 13 items (Cronbach’s alpha = 0.80)
for use in our evaluation. The resource problem scale included items tapping issues related to
poverty, such as owing money or getting credit, not having enough money for basic necessities,
and problems with housing. The personal and family problem scale tapped the remaining items
having to do with concerns about health, concerns about children, disagreements with others, and
having too many responsibilities. We computed a total score for each subscale on this measure
that can range from 0 to 28 for the resource problem subscale and 0 to 52 for the personal and
family problem subscale, with a higher score indicating more problems. In the present study, the
Cronbach’s alphas were 0.72 for resource problems and 0.77 for personal and family problems.
Caregiver Report of Satisfaction with Services
We used the CSQ scales to assess how satisfied caregivers are with the services that their
child or family has received. Larsen and colleagues developed this eight-item instrument, which
can be used to measure consumer experiences across a broad range of behavioral health and
primary care services (e.g., have the services you received helped you to deal more effectively
with your problems? Did you get the kind of service you wanted?). Total scores range from 8 to
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21, with a higher score indicating greater satisfaction. Prior research shows that this measure
demonstrates strong internal consistency, with a Cronbach’s alpha of 0.93 (Larsen et al., 1979).
Caregiver Report of Attitudinal Barriers to Care
To assess barriers that prevent caregivers from receiving services, we used the Attitudinal
Barriers to Care instrument. This measure includes adapted items from the RAND Deployment
Life study (Meadows, Tanielian, and Karney, 2016), leading to a total of 13 items. Items capture
how strongly caregivers agree or disagree that specific attitudinal barriers to care, including
stigma, affect their decision to get support services for their child or family (e.g., our friends or
family might treat us differently, my spouse or partner would not want or allow us to get support
services).

Posttraumatic Stress Disorder
We used two measures to assess child PTSD symptoms, one reported by caregivers for
young children and the second reported by children themselves.
Caregiver Report of Child PTSD Symptoms
To assess caregivers’ perceptions of PTSD symptoms in younger children ages 3 to 10, we
used the TSCYC (Briere et al., 2001). This measure includes subscales for PTSD, depression,
and anxiety. With permission from the developers, we used only the PTSD subscale. The
TSCYC PTSD scale includes 27 items that tap things the child does, feels, or experiences (e.g.,
bad dreams or nightmares, being bothered by memories of something that happened to him or
her) and asks caregivers to rate the frequency of these events in the past month (4 = very often,
3 = often, 2 = sometimes, and 1 = not at all).
In prior research, the TSCYC has been shown to have good internal consistency, with a
Cronbach’s alpha of 0.87 (Briere et al., 2001). In the present study, the Cronbach’s alpha was
0.93. Additionally, discriminant, predictive, and construct validity have been demonstrated for
the TSCYC in multiple samples and studies (Briere et al., 2001; Pollio, Glover-Orr, and Wherry,
2008). We computed a total score for this measure that can range from 27 to 108, with a higher
score indicating more PTSD symptoms. In addition, we used categories of symptoms based on
norms by age and gender to describe the sample as having “normal, borderline, or significant”
symptoms.
Child Self-Report of PTSD Symptoms
To assess children’s perceptions of their own PTSD symptoms, we used the CPSS (Foa,
Johnson, et al., 2001) among children ages 8 to 18. This 17-item measure contains questions that
ask children to rate the frequency (0 = not at all, 1 = once a week or less or once in a while,
2 = two to four times a week or half the time, 3 = five or more times a week or almost always)
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with which they experience Diagnostic and Statistical Manual of Mental Disorders, 4th ed.
(American Psychiatric Association, 2000) symptoms (e.g., feeling upset when you think or hear
about the event). It also includes items asking whether these symptoms affect daily functioning
(e.g., have the above problems gotten in the way of relationships with your family?) through
yes/no responses. Scores for these two dimensions can range from 0 to 51 and 0 to 7,
respectively. The reliability of CPSS is demonstrated by Cronbach’s alphas ranging from 0.70 to
0.89, a sensitivity of 0.95, and specificity of 0.96 (Foa, Keane, et al., 2008). In the present study,
the Cronbach’s alpha was 0.90.

Depression
To assess depressive symptoms in children ages 11 and older, we selected one self-report
instrument.
Child Self-Report of Child Depressive Symptoms
The RADS, 2nd ed. (RADS-2) (Reynolds, 1987) is a 30-item measure that assesses
depressive symptoms among children ages 11–20. This measure consists of four subscales:
dysphoric mood, anhedonia or negative affect, negative self-evaluation, and somatic complaints.
The instrument asks the child about the frequency of each (e.g., almost never, hardly ever,
sometimes, most of the time). The RADS-2 has been proven to be reliable with Cronbach’s
alphas for the total score ranging from 0.93 to 0.94. Validity has also been demonstrated, with
correlates in the expected direction between the RADS-2 and other depression measures
(Reynolds, 1998; Reynolds, 2002). In the present study, the Cronbach’s alpha was 0.28.

Behavior and Conduct Problems
To assess internalizing and externalizing behavior problems and delinquency, we used
several measures and combined them using advanced psychometric techniques to develop a
score that could be used across a broader age range. For sites that did not span the age range and
worked only with children ages 3 or older, we used the original measure, as described below.
Caregiver Report of Child Behavioral Problems
We used two measures to assess child behavior problems. To assess behavior and conduct
problems for children between the ages of 1 and 3, we used the BITSEA (Briggs-Gowan and
Carter, 2002). On this measure, caregivers report 31 items related to behavioral problems (e.g.,
seems nervous, tense, or fearful; is restless and can’t sit still) on a three-point scale (1 = not true
or rarely, 2 = somewhat true or sometimes, and 3 = very true or often). This measure has been
shown to have good reliability and validity, with BITSEA problem ratings correlating highly
with concurrent evaluator problem ratings and predicting problem scores one year later (Briggs-
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Gowan et al., 2004). The BITSEA showed a 78- to 95-percent sensitivity and a 68- to 95-percent
specificity when compared with the Child Behavior Checklist for 1.5- to 5-year-olds (Caselman
and Self, 2008). To assess behavior and conduct problems for ages 3 to 18, we used the 28-item
BPI (Peterson and Zill, 1986). On this scale, the instrument asks the caregiver to assess the
veracity (2 = often true, 1 = sometimes true, and 0 = not true) of statements about the child’s
behavior in the past month (e.g., he or she has been too fearful or anxious; he or she has argued
too much). The BPI has been demonstrated to have good internal consistency for each of its
components (externalizing problems, Cronbach’s alpha of 0.86; internalizing problems,
Cronbach’s alpha of 0.81) (Kahn, Brandt, and Whitaker, 2004). Good internal consistency for the
overall measure with the four supplemental items was also established (0.92) and remained
consistent for the white, black, and Hispanic populations (0.92, 0.93, and 0.91, respectively)
(Spencer et al., 2005). The BITSEA was used on its own for one site working with only very
young children (Philadelphia). The BPI was used on its own for most sites working with children
over age 3 and was combined with the BITSEA for one site (Denver) that worked with children
both younger than and older than 3 years.
To combine the two scales for use over the entire age range (ages 1–17) for the Denver site,
we created a single score using item response theory (IRT) weights derived in an earlier study
(Jaycox et al., 2011a). In that earlier work, we used IRT to create a single score for the entire age
range that combined data from the two scales. The pattern of eigenvalues, predominantly strong
loadings, and reasonable fit for the single-factor model provided evidence that the item set is
sufficiently unidimensional for IRT calibration. We then calibrated items using the graded
response model (Samejima, 1997) in the Multilog software (Thissen, 1991). Thus, we developed
a single IRT score for behavior problems that calibrated the scores on these two measures across
the age span. The resulting score for behavior problems is a standard score, with a mean of 0 and
a standard deviation of 1. A higher score indicates more behavior problems.
Child Self-Report of Delinquency
To assess self-reported delinquency for children ages 11–18, we selected and modified items
from three instruments: the National Youth Survey (Elliott, 2008), the Rochester Youth
Development Study (RYDS) (Thornberry et al., 1998), and the Los Angeles Family and
Neighborhood Survey (L.A.FANS) (Sastry and Pebley, 2003). The National Youth Survey was
designed as a self-report instrument for youths ages 11 and older, and researchers use items
extensively to capture initiation and severity of delinquent behavior, including criminal property
and violent offending. Items from the RYDS were modified to capture delinquent behavior,
primarily status offenses. The RYDS was developed for a longitudinal study of children as part
of the OJJDP-funded Program of Research on the Causes and Correlates of Delinquency.
Finally, we included items from L.A.FANS on sexual activity initiation and frequency.
L.A.FANS is a RAND Corporation study of a representative sample of all neighborhoods and
households in Los Angeles County. No reliability or validity data were available for these
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measures. On this self-report instrument, children ages 11 and older were asked to indicate
whether they had engaged in a range of delinquent behaviors (e.g., theft, truancy, assault). From
this information, we calculated the frequency of delinquent behaviors that youths endorsed.
Child Self-Report of Substance Use and Gang Involvement
We assessed substance use among adolescents between the ages of 13 and 18 using items
across multiple sources, including the National Longitudinal Study of Adolescent to Adult
Health, Youth Risk Behavior Survey (YBRS), Monitoring the Future, and National Survey of
Child and Adolescent Well-Being. We asked about past-month frequency of cigarette, alcohol,
and marijuana use and provided four possible answer choices (1 = not at all, 2 = once or twice,
3 = a few times a week, and 4 = every day). We also gave children items from OJJDP’s National
Youth Gang Survey to address their level of gang involvement. We asked all youths whether
they had ever belonged to a gang, crew, posse, or similar group. Those who answered in the
affirmative were then asked follow-up questions about their extent of current involvement (e.g.,
are you currently a member of a gang? and on a scale of 1 to 5, how far from the center of the
gang are you if 1 is leadership of the gang and 5 are people who just hang out but never do
anything or get involved in the gang’s activities?).

Social–Emotional Competence
From two measures that have different versions for different age ranges and respondents, we
selected measures of affective strengths, cooperation, assertion, self-control, and social–
emotional competence in general.
Caregiver Report of Child Social–Emotional Competence
We used the social–emotional scale for children ages 0 to 3 from the ASQ:SE (Squires,
Bricker, and Twombly, 2002), a development screener for children up to 36 months and as
young as three months. We selected between 22 and 32 items (depending on age) from the
social–emotional scale from the 12-month, 18-month, 24-month, 30-month, and 36-month
ASQ:SE. The ASQ:SE asks caregivers about the frequency (most of the time, sometimes, or
rarely or never) of behaviors of their young child (e.g., does your baby laugh or smile at you and
other family members? Does your baby stiffen and arch her back when picked up?). We added
an age indicator to the instrument to aid with appropriate administration. Prior research provides
evidence of internal consistency, with Cronbach’s alphas of 0.69 and 0.67 for children three to
14 months of age and test/retest reliability of 0.94 (Squires, Bricker, and Twombly, 2002).
Caregiver Report of Child Cooperation, Assertion, and Self-Control
We used three scales from the SSIS (Gresham and Elliott, 2008) to assess children’s
cooperation (six items), assertion (seven items), and self-control (seven items). Caregivers with
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children ages 3 to 18 completed the CR version, which asks the caregiver to rate the frequency
(e.g., never, seldom, often, or almost always) and importance (e.g., not important, important, or
critical) of a series of behaviors (e.g., follows household rules, says when there is a problem, and
stays calm when teased).
The SSIS was found to be reliable with Cronbach’s alphas of 0.85 to 0.86 for cooperation,
0.75 to 0.81 for assertion, and 0.83 to 0.85 for self-control (Gresham and Elliott, 2008). Other
studies have examined convergent validity and found moderate to high correlations between the
SSIS and other social competence measures, including the Home and Community Social
Behavior Scales (Merrell and Caldarella, 2002), the Vineland Adaptive Behavior Scales (Lyon et
al., 1996), and the Behavior Assessment System for Children (Flanagan et al., 1996). In the
present study, the Cronbach’s alpha was 0.86 for cooperation, 0.68 for assertion, and 0.85 for
self-control.
Child Self-Report of Cooperation, Assertion, and Self-Control
For children ages 13–18, we used the self-report version of the SSIS (Gresham and Elliott,
2008) to assess assertion, self-control, and cooperation. Questions asked how true (e.g., not true,
little true, a lot true, or very true) and how important (e.g., not important, important, or critical)
the child perceives some of his or her own behaviors to be (e.g., I follow school rules, I ask for
help when I need it, I stay calm when others bother me). Previous studies have found this scale to
be reliable, with a Cronbach’s alpha of 0.83 for cooperation, 0.75 for assertion, and 0.83 for selfcontrol (Gresham and Elliott, 2008). For self-report measures administered to children ages 13–
18 in this study, the Cronbach’s alpha was 0.78 for assertion, 0.85 for self-control, and 0.84 for
cooperation. We computed a total score for each subscale of this measure that can range from 0
to 20, with a higher score indicating more assertion, self-control, and cooperation.
Caregiver and Child Self-Reports of Affective Strengths
We used one scale from the BERS-2 (Epstein and Sharma, 1998) to assess affective strengths
(seven items) from the perspective of both caregivers (for children ages 6–12) and children (for
children ages 11–18). For the caregiver version, we modified the instructions for use by an
interviewer, and caregivers responded to a series of statements about their children (e.g.,
demonstrates a sense of belonging to family) using the provided scale (3 = very much like your
child, 2 = like your child, 1 = not much like your child, or 0 = not at all like your child). Children
between the ages of 11 and 18 were given the self-report version, responding to statements about
self (e.g., my family makes me feel wanted) using the same type of scale (3 = very much like
you, 2 = like you, 1 = not much like you, or 0 = not at all like you).
In a normative sample, the Cronbach’s alpha for the CR scale was 0.84 for affective strengths
(Epstein, 2004). The scale has also demonstrated good test/retest reliability (composite strength
index of r = 0.87), content validity, criterion validity, and construct validity (Mooney et al.,
2005). In the present study, the Cronbach’s alpha for the CR scale measuring affective strengths
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was 0.78. In a normative sample for the youth-report scale, Cronbach’s alpha was 0.80 for
affective strength. The youth-report scale has also demonstrated good test/retest reliability
(composite strength index of r = 0.91), content validity, criterion validity, and construct validity
(Mooney et al., 2005). In the present study, internal consistency for the SR scales measuring
affective strengths was 0.75. For both versions of the scale (CR and SR), we computed a total
score for affective strengths that can range from 0 to 21, with a higher score indicating more
affective strengths.

School Behavior and Attitudes
To assess school behavior and attitudes, we selected one measure that had both a caregiver
and youth self-report scale on school functioning. We also asked teenagers one question about
their grades.
Caregiver and Child Self-Reports of Child School Functioning
We used one scale from the BERS-2 (Epstein and Sharma, 1998) to assess school
functioning (nine items) from the perspective of both caregivers (for children ages 6–12) and
children (for children ages 11–18). For the caregiver version, we modified the instructions for
use by an interviewer, and caregivers responded to a series of statements about their children
(e.g., completes school tasks on time) using the provided scale (3 = very much like your child,
2 = like your child, 1 = not much like your child, or 0 = not at all like your child). Children
between the ages of 11 and 18 were given the SR version, responding to statements about self
(e.g., I do my school work on time) using the same type of scale (3 = very much like you,
2 = like you, 1 = not much like you, or 0 = not at all like you).
In a normative sample, the Cronbach’s alpha for the CR scale was 0.85 for school
functioning (Epstein, 2004). In the present study, the Cronbach’s alpha for the CR scale
measuring school functioning was 0.86. In a normative sample, the Cronbach’s alpha for the
youth-report scale was 0.88 for school functioning. In the present study, internal consistency for
the SR scale measuring school functioning was 0.83. For both versions of the scale (CR and SR),
we computed a total score for school functioning that can range from 0 to 27, with a higher score
indicating a higher level of functioning at school.

Family Functioning
We used measures of parenting, family conflict, and family involvement to assess family
functioning.
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Caregiver and Child Self-Reports of Parenting Practices
To examine parenting practices, we used the APQ (Frick, 1991). This is a 42-item measure
made up of five scales: parental involvement, positive involvement, poor monitoring and
supervision, inconsistent discipline, and corporal punishment. The instrument asks parents and
children to report the frequency (using a five-point scale with 1 = never and 5 = always) of
parenting behaviors (e.g., your child is at home without adult supervision, you are out with
friends your parents do not know).
The internal consistency for parental involvement for mother and father respondents ranges
from 0.77 to 0.82 and 0.70 to 0.75, respectively, with higher alphas being associated with a
higher age group of the child. Alphas for positive parenting ranged from 0.77 to 0.79, poor
monitoring and supervision from 0.49 to 0.67, inconsistent discipline from 0.55 to 0.70, and
corporal punishment from 0.25 to 0.48 (Frick, Christian, and Wootton, 1999). In the present
study, the Cronbach’s alpha for caregiver respondents was 0.82 for parental involvement, 0.87
for positive parenting, 0.79 for poor monitoring and supervision, 0.64 for inconsistent discipline,
and 0.55 for corporal punishment. For child respondents, the Cronbach’s alpha was 0.82 for
parental involvement, 0.82 for positive parenting, 0.79 for poor monitoring and supervision, 0.61
for inconsistent discipline, and 0.62 for corporal punishment.
Caregiver and Child Self-Reports of Family Conflict
We used the family conflict subscale (nine items) from the FES (Moos, Insel, and Humphrey,
1974) as a measure of family conflict. Caregivers responded to statements about their
perceptions of the family environment (e.g., family members sometimes get so angry they throw
things; family members often criticize each other) by indicating true or false for each statement.
In the current study, the Cronbach’s alphas for the family conflict subscale were 0.23 and 0.27
for caregiver and child respondents, respectively.
Caregiver and Child Self-Reports of Family Involvement
We used the family involvement (ten items) scale from the BERS-2 (Epstein and Sharma,
1998) as a measure of family involvement. Caregivers reported on this dimension for children
ages 6–12, and children ages 11–18 completed self-report measures. In the normative sample, the
Cronbach’s alpha for the CR scale was 0.89; for the SR scale, it was 0.80 (Epstein, 2004). In the
present study, they were 0.84 and 0.79, respectively. For both versions of the scale (CR and SR),
we computed a total score for family involvement that can range from 0 to 20, with a higher
score indicating more family involvement.

Violence Exposure
We used two measures to capture violence exposure in children and caregivers.
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Caregiver and Child Self-Reports of Juvenile Victimization
To assess exposure to violence among children ages 0–18, we used the JVQ (Hamby et al.,
2005). The questionnaire includes five modules: conventional crime, child maltreatment, peer
and sibling victimization, witnessing and indirect violence, and sexual assault. It is composed of
34 items and follow-up probes that help to assess frequency and severity of the event against the
child (e.g., did anyone ever hit or attack you or your child without using an object or weapon;
how many times; and what was the most serious injury from this). We chose a subset of 19 items
that were of most interest1 and modified the probes to fit the needs of the study2 (as the designer
permitted). We also modified the wording of two items and one set of instructions to improve the
clarity of the items; we modified an additional two items to include both seeing and hearing
violence in addition to experiencing. We gave the CR version to caregivers of children between
the ages of 0 and 11, and children between the ages of 10 and 18 completed the SR version.
Previous psychometric evaluation has shown good reliability and validity of both the youth and
caretaker reports of the JVQ (Finkelhor, Ormrod, et al., 2005), but no specific values were
reported. We computed a total score for each subscale, as well as a total score for the entire
measure, with higher scores indicating more violence exposure on each dimension. At baseline,
the survey asked about these experiences over the child’s entire lifetime, and, on the follow-up
surveys, the survey queried about the prior six months and since the prior assessment.
Caregiver Victimization
To assess caregiver victimization, we selected and modified items from the National Crime
Victimization Survey (NCVS) and the Traumatic Stress Schedule. The NCVS is a national
measure of crime victimization and is widely used in research. We added five items from the
Traumatic Stress Schedule in order to supplement the items from the NCVS, to include a
measure for life stress related to violence. The resulting scale included two general questions
(adapted from the NCVS) about whether, in the past year, the caregiver has been threatened or
attacked by a stranger, friend or acquaintance, or an intimate partner. If the caregiver answers
affirmatively, follow-up questions ask for additional detail on these events. A third part of the
1

We included two out of the eight items about conventional crime (assault with a weapon and assault without a
weapon); all four items on child maltreatment (physical abuse by caregiver, psychological or emotional abuse,
neglect, and custodial interference or family abduction); one out of the six items on peer and sibling victimization
(emotional bullying); three out of the seven items on sexual victimization (sexual assault by a known adult,
nonspecific sexual assault, and sexual assault by a peer); and seven out of the nine items on witnessing and indirect
victimization (witness to DV; witness to parent assault of sibling; witness to assault with weapon; witness to assault
without weapon; murder of family member or friend; exposure to random shootings, terrorism, or riots; and
exposure to war or ethnic conflict). We also included a question about what type of victimization occurred first and
at what age.
2
For each of the 17 types of victimization, we asked about the number of times it occurred. For the questions on
conventional crime and physical abuse by a caregiver, we also asked what the most serious injury was (e.g., small
bruise, large bruise, sprain).
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survey contains seven additional items (adapted from the Traumatic Stress Schedule) that ask the
respondent about his or her experience of a series of traumatic events (e.g., did a loved one die
because of an accident, homicide, or suicide?). No reliability or validity data were available for
the NCVS. We coded the resulting data for the presence or absence of DV and for the presence
or absence of other violence or traumatic events (non-DV) to create two indicators of these types
of experiences. At baseline, the survey asked about these experiences in the past year, and, on the
follow-up surveys, the survey queried about the prior six months and since the prior assessment.

Caregiver Mental Health
We used two measures to capture the caregivers’ mental health status.
Caregiver Depression
To assess symptoms of depression in caregivers, we administered the PHQ-8 (Kroenke et al.,
2009), a widely used self-report measure to assess risk for depression among adults. PHQ-8
items ask respondents to rate how often they have been bothered by different problems (e.g.,
little interest or pleasure in doing things; feeling down, depressed, or hopeless) in the past two
weeks. For each item, the response options are not at all, several days, more than half the days,
or nearly every day. Responses are coded as a continuous total score (range = 0 to 24) and
converted to a four-level categorical variable with 0 to 4 = nonminimal, 5 to 9 = mild, 10 to
14 = moderate, 15 to 19 = moderately severe, and 20 to 27 = severe. The PHQ-8 has been shown
to have excellent operating characteristics, with high sensitivity (0.99) and specificity (0.92)
using the ≥10 cutoff score for a probable diagnosis (Kroenke et al., 2009).
Caregiver PTSD
To assess symptoms of PTSD in caregivers, we administered the PC-PTSD (Prins et al.,
2004), a brief self-report screening tool that was designed for use in primary care and other
medical settings. The PC-PTSD includes a root sentence to cue respondents to potentially
traumatic experiences and then asks about the presence (yes or no) of four reactions (e.g., have
had nightmares about it or thought about it when you did not want to). Responses are coded as
both a continuous total score (range = 0 to 4) and as a probable diagnosis (defined by a score of
≥3). The PC-PTSD has evidenced good diagnostic efficiency (sensitivity = 0.78,
specificity = 0.87) in primary care samples using the ≥3 cutoff score (Prins et al., 2004).
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