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Executive Summary
Healthy Outcomes through Prevention and Early Support (HOPES) is a program funded
by the Prevention and Early Intervention Division (PEI) of the Texas Department of Family
and Protective Services (DFPS). Its aim is to strengthen families to prevent child abuse and
neglect in Texas. HOPES is rolled-out in three phases, known as HOPES I, HOPES II, and HOPES
III. Under each phase, Texas contracted with 8 different communities in HOPES I and HOPES II
and 6 different communities in HOPES III, resulting in a total of 22 communities. This report
covers the time period of September 1, 2015 to August 31, 2016 for HOPES I and HOPES II
program sites and considers results from the second fiscal year, 2016 (i.e., FY2016), of HOPES.
HOPES is implemented by a two-prong approach of (1) providing evidence-based parenting
programming to families and (2) supporting child welfare and/or early childhood education
community coalitions to increase community knowledge and capacity for child maltreatment
prevention programming. A mixed-methods approach for data collection was used to gather
information for this evaluation that included online surveys completed by HOPES staff and
community members, interviews/focus groups with caregivers, staff and HOPES coalition
members, administrative data from the PEI database, quarterly reports submitted by program
sites, Caregiver Pre-Survey data, and publicly available demographic data.
This evaluation is guided by the Center for Disease Control’s model of community-based
child maltreatment prevention that focuses on the tenants promoting Safety, Stability,
and Nurturing within a child’s environment. Throughout the report, the analyses will link
back to how HOPES programming and activities impact these tenants Safety, Stability, and
Nurturing.
Findings show that HOPES is effective in promoting Safety, Stability, and Nurturing in a
child’s environment to prevent child maltreatment. More time is needed to confidently analyze
HOPES programming to community-level changes of child maltreatment rates, which will be
analyzed in future reports. The information below presents some outcomes services provided
in HOPES I and HOPES II program sites in FY2016.

FY2016 Outcomes
•
•
•

5,591 individuals comprised of 2,627 families have participated in 13 different
evidence-based parenting programs.
1,994 target children between the ages of 0 to 5 received HOPES programming.
HOPES is reaching families who experience risk factors linked to child maltreatment. Data
collected from participants who completed the Caregiver Pre-Survey shows that:

55% of HOPES caregivers have a positive screen for a mental health concern;
32% of HOPES caregivers have 4 or more adverse childhood experiences;
18% of HOPES caregivers have a positive screen for substance use/misuse; and
6% of HOPES caregivers show a positive screen for intimate partner violence.

HOPES FY2016
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I m p a c t s o f H O P ES
Safety
•
•

99.2% of families who participated in HOPES did not have a new CPS case while receiving
services.
Caregivers interviewed described that programming has improved parent and child
interactions, drastically improved the caregivers’ parenting behaviors and child’s
behaviors, reduced stress in the home, and empowered caregivers.

Stability
•

•

15,209 sessions of support services were provided to families. Some examples of support
services include providing basic needs resources, referrals to healthcare, counseling,
therapy, childcare, and transportation.
HOPES provides crucial services to families such as mental health and counseling that
help prevent the need for more expensive interventions such as CPS involvement.

Nurturing
•

•

An estimated 138,590 people were reached through community outreach and community
collaboration events in HOPES I and HOPES II communities. Some examples of these
events included child welfare conferences, health fairs, and community library events.
Coalitions have been successful in educating communities about child maltreatment,
improving access to services and resources to prevent child maltreatment, and have
improved referrals to ensure families are receiving necessary services timely.

Re c o m m e n d a t i o n s
While HOPES has been effective in improving outcomes related to Safety, Stability, and
Nurturing, there is still room for improvement. The research team provides the following
recommendations to PEI:

1
3

5

RECOMMENDATION
Encourage agencies to expand services that
address known risk of child maltreatment such
as substance use, family violence, and mental
health.

Allow for increased flexibility in programming by
shifting to an evidence-informed framework and
adjusting contracting requirements.

Provide additional guidance to HOPES sites
who partner with local agencies to implement
HOPES programs and services.

2
4
6

RECOMMENDATION
Strengthen training to direct service staff on
how to discuss substance use, family violence,
and mental health with caregivers.

Provide guidance and support for coalitions
on how to address sustainability concerns.

Encourage agencies to support case
management.

HOPES FY2016
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2016 HOPES Brief
In FY2016, HOPES has been effective in improving the lives of individuals, supporting families,
and fostering collaborations aimed to prevent child maltreatment in Texas. Promoting Safety,
Stability, and Nurturing are key components to prevent child maltreatment.

''

I'm a totally different person than I was when I started [HOPES]. Not
just a parent, but a person.
- HOPES program participant

of HOPES families did
not have a new CPS case while
receiving HOPES services.
sessions of evidence
based programming were
delivered.

Program participation has
resulted in:
• Better parent and child
interactions
• Improved child behaviors
• Improved parenting behaviors

' ' All I wanted to
do was yell. [My parent
educator] showed me
not only how to control
myself but how to
control [my daughter]
as well, and

• Reduced stress

5,591 individuals received HOPES

• Increased confidence &

HOPES programs are filling service gaps for at-risk families.
15,209 support services
sessions were delivered by HOPES
staff.

When we support families with
services such as basic needs and
counseling, it prevents the need for
more expensive interventions, such
as CPS involvement.

Families are referred to
HOPES when:
• The child is showing signs of a delay
or a disability but it is not severe
enough to be eligible for Early
Childhood Interventions.
• CPS, judges, educators, and non
profits notice a concern for child
maltreatment risk for a family.

HOPES is streamlining prevention services through collaboration.
Through collaboration, communities
create a nurturing environment for
families to seek support.

Over 138,590 individuals
were reached through outreach
activities and events.

Some Community Outreach
Spotlights:
• Over 4,790 individuals were
reached for Child Abuse
Awareness Month at one site.
• 700 individuals were
reached through fatherhood
engagement events at two
sites.

- HOPES program participant

STABILITY
• • •• • •

allow agencies to
collectively leverage
resources and
expertise to better
support families.
- HOPES staff member

NURTURING
,.. ·.
helpful getting to know all of
the big players with the same
sort of initiatives...Getting

connected to make sure
that the community at large
is being served as well as
possible, is a strength of [this
coalition].
- HOPES coalition member

7
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What We Recommend:
Based on our evaluation results, we present the following 6 recommendations to continue to promote Safety, Stability,
and Nurturing within HOPES families and communities.

% of HOPES community members that believe the following services
are the MOST effective at addressing child maltreatment:
Mental health
services for parents

450/o

of staff requested training on how to discuss mental
health concerns and domestic violence issues
within families.

320/o

of staff requested training on how to discuss
substance use with families.

i==;::;:;;i-====
~
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of staff feel that their agency is very effective at
outreaching to high-risk populations.

100

Encourage agencies to expand services that
address known risk of child maltreatment such as
substance use, family violence, and mental health.

Strengthen training to direct service staff on how
to discuss substance use, family violence, and
mental health with caregivers.

STABILITY
510/o of staff indicated that they

830/o

In
of interviews, staff
discussed that families had to
drop out of services due to
experiencing instability and
crises.

needed to make adaptations to EBP
curricula due to:
• Difficulty in retaining and engaging families

• Limited time and resources to implement
the curricula with fidelity

500/o

In
of focus groups,
coalition members mentioned
how they struggle to
strategically plan for
sustainability.

• Lack of culturally appropriate materials

RECOMMENDATION

3

RECOMMENDATION

Allow for increased flexibility in programming by
shifting to an evidence-informed framework and
adjusting contracting requirements.

200/o

In
of interviews, staff discussed a lack of
collaboration and effective communication among partner
agencies implementing HOPES.

RECOMMENDATION

5

4

Provide guidance and support for coalitions on
how to address sustainability concerns.

520/o

In
interviews, staff discussed that
serving at-risk families generally means that
families are struggling to meet their own
basic needs.

RECOMMENDATION

6
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Provide additional guidance to HOPES sites who
partner with local agencies to implement HOPES
programs and services.

Encourage agencies to support case
management.
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Is HOPES Reaching Families at Risk?
More time is needed to understand the community-level impacts of HOPES programming on child
maltreatment. Not enough families have been served to attribute HOPES programming to county-level changes
of child maltreatment rates. An overview of Texas child maltreatment rates and risk factors is presented below.

There are four primary risk factors that have been shown to be linked to child maltreatment: poor mental
health, caregiver's history of trauma during childhood, substance use/misuse including drugs and
alcohol, and intimate partner violence. Acomparison of the percentages of these risk factors among
HOPES caregivers to that of the general U.S. population is described below.

Positive Screen for a Mental Health Concern:
HOPES Caregivers

General Population
(Cronholm et. al., 2011)

0

10

20

In FY2016, HOPES programming has helped families address some of these risk factors, however there is a
greater need for more affordable and accessible resources to address mental health, substance use,
and family violence across all communities. The information below provides afew examples how HOPES
has directly helped families address these risk factors.

In 370/o of interviews, HOPES staff discussed supporting families during a crisis.
Some examples of crises include homelessness, substance abuse, family violence, or medical emergency.

1,236 sessions of counseling and therapy have been provided to HOPES families in FY2016.
2 HOPES agencies have substance use counselors that directly provide services to HOPES
families. Many HOPES families are referred to local agencies who specialize in addiction and substance use
recovery.

4 HOPES agencies are equipped to provide emergency shelter and resources to families
experiencing family violence. Many HOPES staff discussed developing safety plans with caregivers who
are at risk of family violence.

HOPES FY2016
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The HOPES Evaluation: Looking Ahead
Since HOPES is implemented in three phases, more data is collected as the program continues. This report is the
second evaluation report out of a total of four evaluation reports. As the HOPES data expands over time,
the research team can more confidently link HOPES programming to community-level changes that prevent child
maltreatment. Here's an overview of what information is included in each HOPES evaluation report.

ADDITIONAL DATA WILL BE INCLUDED IN FUTURE REPORTS.
Methods of Evaluation
Data Collection:

UT Caregiver
Survey

r:''l
tTu

Collection & analysis ongoing

The HOPES Evaluation Timeline
There are a total of 22 sites implementing HOPES services. The majority of HOPES I services began September
2014. The majority of HOPES II services began May 2016, and the majority of HOPES Ill services began July
2017.

UT Evaluation Contract Ends Fall 2019

I
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Analysis ongoing
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Open in early Spring
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Focus Groups
& Interviews

Each phase
is funded for
Syears.
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FY 2015 FY 2016
Online
Surveys~

I

~
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0
:z:

I

1:
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II

FY2021

The first report was on HOPES I sites in FY2015 and was released in January 2017.

2

The present report is on HOPES I & II sites in
FY2016-17 and will release in Fall 2018.

3
A brief on HOPES I, II & Ill sites covering FY2015-FY18 will release in Spring 2019.

4

Conducted in late Spring/
early Summer

About HOPES
Healthy Outcomes through Prevention and Early Support (HOPES) is a program funded by the Prevention
and Early Intervention Division (PEI) of the Texas Department of Family and Protective Services (DFPS). Its
aim is to strengthen families who have young children in order to prevent child abuse and neglect by using a
two-pronged approach of: (1) providing parent education programming directly to families and (2) supporting
community coalitions to increase community awareness and capacity to provide child maltreatment prevention
programming.

To learn more about the HOPES evaluation, visit:

txicfw.socialwork.utexas.edu/research/project/project-hopes-evaluation/

HOPES FY2016
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A

Introduction

H

ealthy Outcomes through Prevention and Early Support (HOPES) is
a program funded by the Prevention and Early Intervention Division
(PEI) of the Texas Department of Family and Protective Services
(DFPS). Its aim is to strengthen families to prevent child abuse and neglect in
Texas.
HOPES is implemented by a two-prong approach of (1) providing evidencebased programming to families with at least one child between ages zero
and five and who have at least two risk factors and (2) supporting child
welfare and/or early childhood education community coalitions to increase
community knowledge and capacity for child maltreatment prevention
programming. In addition to the evidence-based programs, HOPES
participants gain access to a variety of services available at the participating
HOPES agencies, such basic needs assistance, case management, therapeutic
counseling, or child care services among many others. This coordination of
services allows for families to be supported in a systems-based approach to
address multiple factors to prevent child maltreatment.

Aa

Aa

Aa

O ve r v i e w o f H O P ES S i t e s
HOPES is rolled out in three phases known as HOPES I, HOPES II, and HOPES
III. Each phase contains several primary counties and secondary counties.
Primary counties are counties where the lead agency is located in and where
most HOPES participants receive services. Secondary counties are counties
neighboring the primary county that also provide services to families. Each
HOPES contract details which counties agencies will provide HOPES services
for, depending on their capacity and community needs. This report references
HOPES sites based on the primary county. Please note that HOPES III is not
discussed in this report since they started services in FY2017.

Figure 1. Three Phases of HOPES

Aa

There are a total of 22 primary sites in all three
phases of HOPES. Each phase funds progra
ing
for 5 years.

-

HOPES I Sites

.. en
- ....

=
-- :::c
o en
....

HOPES II Sites

A.

A.
o:::c

=
en
....
a.:

0

:::c

Aa

Aa

HOPES III Sites

O ve r v i e w : H O P ES Eva l u a t i o n
PEI has contracted with the Texas Institute for Child & Family Wellbeing
(TXICFW) at the University of Texas at Austin’s Steve Hicks School of Social
Work to conduct an independent evaluation of HOPES. TXICFW is responsible
for developing the evaluation plan, conducting evaluation research activities,
and reporting findings.
TXICFW publishes a HOPES evaluation report annually for each fiscal year
beginning with FY2015. Each annual evaluation report will focus on HOPES
outcomes and impacts specific to that fiscal year. However, as more data
is collected throughout the subsequent years, longitudinal analyses across
multiple fiscal years will be analyzed.
The first evaluation report, HOPES FY2015 Evaluation Findings, discusses
preliminary results from the first year of HOPES implementation with data
collected from HOPES I program sites from September 1, 2014 to August
31, 2015. As many of the evidence-based programs are intended to last for
several months to several years, not enough participants have completed
HOPES programs during this first year to link HOPES programming to
community-level impacts.
Likewise, the second year of HOPES (FY2016) is still in the preliminary
stage of data collection and programming and has not yet yielded enough
data to confidently link program outcomes to community-level changes in
child maltreatment. Although more time and data is needed from HOPES
program sites, findings in this report show compelling evidence of the
positive impacts of HOPES programming towards strengthening families
and filling in service gaps communities that would ultimately reduce the
incidence of child maltreatment. This report focuses on data collected from
HOPES I and HOPES II program sites from FY2016 that covers the time period
of September 1, 2015 to August 31, 2016.
This evaluation report also includes preliminary data on risk factors
collected from the Caregiver Survey that is completed by the primary
caregiver. The Caregiver Survey was developed by the TXICFW research
team in FY2016 and it includes validated measures on indicators that are
empirically linked to child maltreatment, such as the caregiver’s history of
trauma, family violence, and substance abuse among others. The aim of the
Caregiver Survey is to gain a better understanding of families participating
in HOPES and ultimately help screen families who are at risk of child
maltreatment. The Caregiver Survey data included in this report covers the
timeframe from January 2016 to January 2018.
The timeline on the next page outlines various evaluation reports and the
expected release date of each report.

aA

aA

aA

aA

aA

aA
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Figure 2. HOPES Evaluation Timeline

The HOPES Evaluation Timeline
There are a total of 22 sites implementing HOPES services. The majority of HOPES I services began September
2014. The majority of HOPES II services began May 2016, and the majority of HOPES III services began July
2017.
UT Evaluation Contract Ends Fall 2019

f

·eE

HOPES I
HOPES II
MORES Ill

l!

r

D,

~
D,
0

:z::

FY 2015 FY 2016

I:
0

Each phase
is funded for
5 years.

1

i::s

1 3

-

I

I

:

I

•

I

I

FY2021

The first report was on HOPES I sites in FY2015 and was released in January 2017.
The present report is on HOPES I & II sites in
FY2016-17 and will release in Fall 2018.
.
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A brief on HOPES I, II & III sites covering FY2015-FY18 will release in Spring 2019.

4
The last report is on HOPES I, II & III sites and will be a cumulative analysis of all data
collected in FY2015-2018 and will be released in Fall 2019.

C o n c e p t u a l Fra m e wo r k
In order to effectively prevent child maltreatment in the community, interventions that
promote and create safe, stable, and nurturing relationships in a child’s life have been shown
to be the most effective at preventing and reducing the incidence of child maltreatment.¹
These characteristics of Safety, Stability, and Nurturing operate on multiple levels within
a child’s system and should be addressed at the child level, family level, community level, and
policy level. The conceptual framework on the following page describes some of the factors
related to these three tenants of Safety, Stability, and Nurturing, and how they serve as
protective factors to prevent child maltreatment. An overview of the supporting research each
element of the conceptual framework is provided on pages 15-18.

HOPES FY2016

Figure 3. Conceptual Framework for Community-based Child Maltreatment Prevention

Building Blocks for Community-based Child Maltreatment Prevention
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Safety
Children receive regular
well-checks & are in a safe
environment.

Pediatric and family health professionals
are in a unique position to screen for and
address potential child abuse, as they
usually have regular contact with women
throughout pregnancy and see families for
regular check-ups. Missing regular wellchild exams increases the likelihood that
child maltreatment will go undetected,
particularly for young children.²
Research has demonstrated a strong
correlation between children witnessing
partner violence and several forms of
child maltreatment including physical,
emotional, and sexual abuse, as well as
neglect. In a study containing data from
more than 4,500 youth between the ages
of 0-17, more than one-third of youth who
witnessed partner violence experienced
maltreatment within the past year, and more
than half experienced maltreatment within
their lifetime.³ Youth who witnessed partner
violence were three to nine times more
likely to be maltreated as youth compared
to those did not witness partner violence.³
These findings indicate that ensuring a child
is in safe environment may prevent child
maltreatment.

Caregivers are physically &
mentally well & have healthy
relationships & support
systems

There is a strong correlation between
parental substance use and child
maltreatment. In FY2016, 51% of fatalities
due to child maltreatment included a
caregiver actively using a substance
or under the influence of one or more
substances which affected the caregiver’s
ability to safely care for the child.4 In
addition, substance abuse is a significant
predictor for recurrent child maltreatment. 5
In another study regarding mothers who
were involved in the child welfare system,
30.2% of mothers had met criteria for
alcohol or drug abuse/dependence, and
22.6% met criteria for co-occurring
substance abuse and mental health disorder.
Research has also linked parental mental
health to child maltreatment. Maternal
depression is associated with an increased
risk for child maltreatment.7 One study
suggests that 57.4% of mothers involved
with the child welfare system met the
clinical criteria for one or more mental
health disorders; the most prevalent being
depression (47%) and anxiety (39.6%). 8
Research has also demonstrated that
caregivers who experience high levels of
conflict within their relationship with their
partner are at high risk for engaging in child
maltreatment. 9 In an analysis of the National
Survey of Child and Adolescent Well-Being,
containing data from 5,501 children ages
0-14, nearly half of the mothers who had
been reported to Child Protective Services
for child maltreatment experienced intimate

HOPES FY2016 REPORT

partner violence.10 In addition, mothers
who experienced intimate partner violence
were at greater risk of engaging in child
maltreatment. 10
The neighborhood is safe &
the family has access to the
resources they need.

The 5-year Fragile Families and Child
Wellbeing Study analyzing the relationship
between neighborhood factors and
child maltreatment found that negative
neighborhood structural factors were
consistently associated with child
maltreatment. 11 Some examples of structural
factors are social and economic deprivation,
unemployment, residential turnover, vacant
housing, overcrowding, and the number of
alcohol outlets per capita. 11

16

Stability
Children have consistent
caregivers.

Research shows that complex caregiver
networks (i.e. multiple caregivers) are
related to child maltreatment outcomes.
A high number of inconsistent caregivers
could mean that the child is experiencing
instability in the home. 13 These caregivers
often do not have the same attachment to
the child and vice versa, which has been
associated to an increased risk for child
maltreatment. 13

Families are able to meet their
basic needs.

Federal & state laws ensure
safety of ALL people.

While many federal and state policies
impact the safety of various populations,
research suggests that punitive immigration
policies create high levels of fear and stress
among families and negatively impact the
safety of children and families. 12 Some
examples of how the safety of children may
be compromised include families becoming
too fearful to seek medical attention for
their children or seek assistance in fleeing
abuse, for fear of deportation. This fear
creates a barrier of seeking support, which
contributes to child maltreatment. 12

Research has shown that children
experiencing food insecurity has a harmful
physiological impact to child development. 14
Poverty and food insecurity also leads to
high parental stress that has been shown
to be associated with child maltreatment. 14
In a study analyzing predictors of parenting
stress among two groups of families who
were in child welfare system (children
removed from the home and children
remained in the home), researchers found
that one-third of both groups experienced
food insecurity. 15 Food insecurity was a
significant predictor for increased parenting
stress for families who had children removed
from their home. 15
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There are adequete employment
opportunities & a ordable
housing.

This suggests improved funding for social
services will improve the community’s
access to receiving services that may lead to
lower incidences of child maltreatment.

Nurturing
Lack of employment opportunities or
the inability to gain employment impact a
family’s ability to meet their basic needs,
thus contributing to parental stress. 16
Several studies have investigated the levels
and causes of parental stress among a
sample of families involved in the child
welfare system. One study found that
over half of the families with an open
child welfare case experienced housing
instability. 17 Researchers analyzing data
from the longitudinal cohort study, the
Fragile Families and Child Well-Being Study,
found that housing instability and housing
unaffordability are indirectly linked to child
maltreatment by maternal stress. 16
Funding adequetely provides
resources to address risk factors.

A study analyzing the relationship between
the availability of social services and child
maltreatment among 1,050 parents in Ohio
has found that greater access to social
services is associated with lower levels
of child maltreatment. 18 This study also
concludes that the availability of resources
moderates the relationship between
social support and child maltreatment,
with the greater availability of resources
showing higher social support and lower
child maltreatment in neighborhoods. 18

Children have positive
interactions with their
caregivers.

Child-caregiver attachment is an
extremely important factor in child
development. Forming and maintaining a
secure attachment provides a child with a
foundation to integrate cognitive, emotional,
and behavioral functioning that influences
the understanding of self and the ability
to form and maintain future interpersonal
relationship. 19 Children develop internal
relationship models for all future
relationships based on their interactions
with primary caregiver(s). 20 Research has
shown that children who have experienced
maltreatment are significantly more likely to
have insecure or disorganized attachment,
which can result in fear, hostility, affect
dysregulation, and disengagement. 19
Caregivers know child
development & discipline
strategies.

Aa

Research has demonstrated that the
lack of knowledge regarding normal child
development, as well as limited parenting
competence, including harsh, inattentive or
inconsistent parenting are all risk factors
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for child maltreatment. 21 One researcher
suggested that guidance and education
regarding developmental issues and
discipline practices are opportunities to
prevent child maltreatment in pediatric
practices. 21
Communities collaborate to
reduce stigma around
families seeking help.

The manner in which caregivers interact
within their community can contribute to
the level of risk for child maltreatment.
One study revealed that mothers who
did not participate in social groups and/
or neighborhood functions displayed an
80-90% increase in the possibility of
psychological aggression and were 60%
more likely to neglect their child. 22 In
contrast, when parents and caregivers reside
in communities where they feel connected
and supported by neighbors and community
events, the risk of child maltreatment
decreases. 22 Researchers suggest that this
is because active community members
may have access to more resources and
parenting advice. Parents may learn positive
parenting behaviors from the modeling of
other parents in the community. Moreover,
community activities provide a social outlet,
which can help to reduce the stress some
families may experience in the home.

18

Program polices are able to
meet the needs of families in
crisis.

In a study analyzing retention of 2,357
families participating in two national
home-visiting models (Nurse-Family
Partnership and Healthy Families America),
researchers concluded that supportive
administration policies and organizational
structures streamline referrals to better
support families and their ability to follow
through recommendations from the program
model. 23 This research study supports
tailoring of program models and policies to
best support families’ needs. 23
This conceptual framework serves
as a guide for our HOPES evaluation in
addressing child maltreatment prevention
from an evidence-based and holistic systems
perspective to improve the lives of children
and families. Throughout this evaluation
report, we will highlight the building blocks
of Safety, Stability, and Nurturing
when discussing HOPES programming,
the community needs, and community
collaboration.

Goals & Theory of
C h a n ge
The ultimate goal of HOPES is to reduce
the incidence of child abuse and neglect
in Texas by strengthening families through
evidence-based programming. The HOPES
grant requires services to be targeted to
families who have a child between the
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ages zero and five and families who indicate at least two risk factors at intake. In addition to
providing services for families, HOPES is focused on supporting a community-based approach
to addressing child maltreatment. Thus, HOPES requires contracting agencies to collaborate
with stakeholders through a child welfare and/or early childhood education coalition to
increase community awareness about child maltreatment and build capacity for child
maltreatment prevention programming.

Figure 4. Overview of HOPES
Methods:

Grant Requirements:

child welfare and/or
early childhood
education
collaborations

supportin
community
coalitions
The ultimate goal of
HOPES is to reduce the
incidence of child
abuse and neglect in
Texas.

Using a
two-pronged
approach

providin
programing &
community
services
coalitions

child between a es zero
to fve.
family experiences
at least risk factors
evidence-based
program (EBP)
In conjunction with EBP:

ancillary services (basic
needs, case mana ement,
therapy)
Ri sk facto rs includ e: Be i n g a te e n pa re n t , h i g h ge n e ra l stress l eve l , hi gh pare ntal co nf l i ct , ho me l essness, pare nt has i na ccu rate
k n owledge and ex p ec ta t i on s of c h i l d d eve l op m e n t , pa re nt has nega ti ve a tti tudes a bo ut the i r chi l d’s be havi o r, pa re nt /child su ffers
f rom depressio n/anx iety, p oor pa re n t a n d c h i l d i n te ra cti o n, no n- tradi ti o nal fa mi l y str ucture (e. g. si ng l e pa re nt) , and so cial isolation s
of th e parent /family.

The short-term outcomes of interest of HOPES include strengthening families and building
capacity in communities to address child maltreatment.
The outcomes identified for strengthening families include: (1) increasing the child’s
emotional and cognitive well-being; (2) increasing protective factors for the family that
include concrete support, economic self-sufficiency, knowledge of child development, parental
resilience, nurturing and attachment, and social connections; and (3) reducing risk factors of
substance abuse, mental illness, and exposure to family conflict.
The outcomes identified for building capacity in communities include: (1) increasing
collaboration and communication among agencies; (2) increasing community knowledge of
child maltreatment by providing more professional development and training opportunities for
direct service staff and reducing the stigma associated with seeking help with parenting; and
(3) improving the access and use of services by families.
For a summary of short- and long-term outcomes for HOPES, refer to the logic model in
Appendix C.
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Re s e a rc h Q u e s t i o n s
1. What are the child maltreatment prevention needs in the HOPES I and HOPES II
communities?
2. What services were provided by HOPES I and HOPES II, what was program reach, and who
received services?
3. To what extent have HOPES programs impacted families and communities in the
supporting Safety, Stability, and Nurturing, the building blocks for community-based
child maltreatment prevention?
4. What are the strengths of the implementation of HOPES and what are some opportunities
for growth?
5. What are some strengths and challenges associated with recruitment of families into
HOPES, retention of families in HOPES programs, and case management completed
beyond the evidenced-based curriculum?

Eva l u a t i o n D e s i g n
This report covers the second year of HOPES (FY2016) that includes HOPES I and HOPES II
program sites. Although some sites serve families in multiple counties this report refers to all
services provided under HOPES by the primary county. For example, the Travis HOPES I site
serves families in Travis and Williamson counties, but all services will be referenced as part of
Travis County in this report.

Figure 5. HOPES I & HOPES II Sites
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The information in this evaluation is
primarily on FY2016 data and focuses
on program implementation and
process, and short-term goals of
supporting Safety, Stability, and
Nurturing components that are
essential to community-based child
maltreatment prevention. The
Caregiver Survey data included in this
report covers the time period of
FY2016 to FY2017.
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The Texas Institute for Child & Family Wellbeing used a mixed-methods approach for data
collection for this evaluation. For more information about the data collection methods refer to
Appendix B.

Figure 6. Overview of HOPES Evaluation Data

UT Caregiver
Survey

r:,1

Participants in long-term
evidence-based programs
voluntarily complete a
pre-test* and post-test.
*Only pre-test data is analyzed
for this report
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td
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Online
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HOPES sites submit
Quarterly Reports to PEI.
FY 2016 are from HOPES I &
HOPES II Sites.

HOPES I

PEI Reports
& Databases

FY2016

109
HOPES staff
completed the Online
Staff Survey

116

community members
completed the Online
Community Survey.

Online surveys were
completed by people in
HOPES I & HOPES II Sites.

52 Caregivers participated in 44 interviews.

See Groups
Appendix A for a more detailed discussion of data collection and analysis methods.
Participants were
Focus

& Interviews
March - July 2017

208

participated in

and

30 focus groups.

57 individual interviews,

56 coalition members participated in 10 focus groups.
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Background: Child Maltreatment in Texas
Child abuse and neglect (child maltreatment) is a national health crisis that has significant
detrimental health and social impacts to communities. In addition to the urgent health and
safety concerns child currently experiencing the maltreatment, there are lasting impacts of
early childhood maltreatment trauma throughout a person's teenage and adult life. 1 Figure 7
describes the various impacts of child maltreatment for children, families, and communities
related to Safety , Stability , and Nurturing . Figure 8 provides child maltreatment statistics in
Texas in 2016.

Figure 7. Impact of Child Maltreatment
CHILD MALTREATMENT CREATES:

Unstable families
Child maltreatment creates unsafe
environments for children. Often the
child experiences immediate harm to
their physical, mental and emotional
health, and sometimes even death. 1

Negligent Community Norms

Children who were abused or
neglected are more likely to be
arrested as juveniles and adults and
are more likely to develop substance
abuse problems later in life, which
creates unstable families. 1

1/3 of individuals who were abused
or neglected as children will subject
their own children to child
maltreatment. Child maltreatment
further perpetuates negligent
community norms.24

Figure 8. 2016 Texas Child Maltreatment & Fatality Statistics

IN 2016 TEXAS EXPERIENCED:

66,075 55,644

7,407,636
children live
in Texas.
Types of Child
Maltreatment:

confirmed
allegations of
child
maltreatment

222

confirmed
confirmed child
victims of child
fatalities
maltreatment

46,187

8,249

5,640

confirmed allegations of

confirmed allegations of

confirmed allegations of

Neglectful Supervision

Physical Abuse

Sexual Abuse

Source: h ttps: //www. df ps .state. tx. us/Preve nti on_a nd_Ea rl y _I nte rve nti on/0 ff ice_ of _Chi ld_Safety /D FPS_I nvesti gated_ Chi Id_
Fata Ii ti es_a nd_ Confirmed_ Chi I d_Abuse_ Neg lect_F ata Ii ti es. asp
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Figure 9 below is a county-level map describing the percent change of substantiated cases
of child maltreatment from 2010 to 2016 among children ages 5 and younger. HOPES I and
II primary counties are highlighted with the percent changes listed to the right of the map.
Greater discussion of county-level child maltreatment rates is discussed in the Communitylevels of Child Maltreatment section.

Figure 9. Texas County-level Changes of Substantiated Cases of Child
Maltreatment from 2010 to 2016, Children Ages 5 and Younger
HOPES I & II All other Texas
Counties:
Counties:
Decreased:
No Change:
Increased:

Child maltreatment rate
signifcantly decreased in:

Child maltreatment rate
had no chang e in:

Child maltreatment rate
signifcantly increased* in:

Ector County -0.123%

Tay or County -0.010%

Potter County -0.118%

Wichita County -0.006%

Cameron County -0.099%
Lubbock County -0.098%

McLennan County 0.052%
Gregg County 0.091%

Je…erson County -0.001%
Travis County -0.000%

Webb County -0.079%
Hida go County -0.072%
Nueces County -0.027%
E Paso County -0.026%
Da as County -0.024%
Harris County -0.019%

Re p o r t S t r u c t u re O ve r v i e w
This report has five main sections corresponding to the five research questions. The first
section summarizes the characteristics of the HOPES communities and includes information
on community needs surrounding child abuse prevention identified in staff and community
online surveys. The second section summarizes outcomes information such as the services
provided and how many families were served by programming and community outreach in
HOPES I and HOPES II. Participant demographics and family risk factors are also discussed.
The third section discusses what impact HOPES has on families in the second year of
implementation. It first summarizes changes to family risk and protective factors associated
with child maltreatment prevention as measured by the Protective Factors Survey and then
highlights findings from the qualitative interviews and focus groups with caregivers, staff,
and community members on their perceptions of program effectiveness and participant
satisfaction.
The fourth section discusses the impact of HOPES on community collaboration around child
maltreatment prevention. This relates directly to the requirements of HOPES that communities
initiate a new, or join an existing, community coalition to increase collaboration across
sectors, professional development, and public awareness about child maltreatment prevention.

HOPES FY2016
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The fifth section of the report identifies the strengths and opportunities for growth within
the HOPES contracting agencies on implementation challenges and successes. This section
also takes a closer look at three areas: (1) the recruitment and retention of clients in HOPES
programs and services, (2) the impacts of case management beyond the evidence-based
program, and (3) technical assistance in implementing HOPES programs.
Finally, the report concludes with a summary of main findings, next steps, and appendices
that provide additional information of topics discussed in the report.
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A

Community Needs

I

n designing HOPES, PEI sought to identify a few select communities of
greatest risk for child maltreatment to target prevention funding in order
to show the greatest impact. Thirty-three counties were identified based
on their high rates of domestic violence, substance abuse, teen pregnancy,
child poverty, and child abuse fatalities. Of those 33 counties, thirty-two
counties were chosen for participation in either phase of HOPES I, II, or III.
County-level detail on the rates of child abuse cases and child maltreatment
risk factors of domestic violence, substance abuse, teen pregnancy, and
child poverty are located for each primary county in the HOPES Site Profiles
located in Appendix A.
This section provides a brief demographic overview of HOPES communities
and discusses community needs obtained from a survey of community
members and HOPES program staff.

Aa

C h a ra c t e r i s t i c s o f C o m m u n i t i e s
Aa

Aa

Figure 10 shows the population of children in primary counties being served
by HOPES I and HOPES II. Since HOPES targets families with a child ages 5
and younger, this bar graph also highlights the population of children within
the age range of 0 to 5 years old.

Figure 10. Child Population in HOPES I & HOPES II Counties
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While the populations of children in primary counties being served by
HOPES I and HOPES II are distributed across a wide range, the plurality
of the counties served in HOPES have child populations under 100,000
(12 counties). Four counties have child populations between 100,000
to 500,000. The two largest child populations are in the most populous
counties of Dallas and Harris, with child populations of over 600,000 and
over 1 million respectively. The percentage of children ages 5 and younger
in each county are within the similar range of 32% to 37% of their child
population in 2015. The percent of children ages 5 and younger for Texas was
33.4%.
An indicator that is highly correlated with child maltreatment is poverty.25
In a retrospective cross-sectional analysis using Centers for Disease
Control and Prevention Compressed Mortality Files of child abuse fatalities
among children ages 4 and younger from 1999-2014, researchers concluded
that higher county poverty level is associated with increased child abuse
fatalities.26 In 2015, 24.5% of Texas children lived in households with
income below the federal poverty level (FPL) in the past 12 months. In 2015,
the federal poverty level was an annual income of $24,250 for a family of
four.27 Figure 11 shows the percent of children living in households with
income below the FPL, for which the household income was determined in
HOPES I and II counties.

aA

aA

aA

HOPES II

HOPES I

Figure 11. Percent of Children Living Below the Poverty Level in
2015, HOPES I & HOPES II Counties
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Community Resource Needs
In addition to PEI selecting HOPES counties based on county-level statistics (e.g. rates of
domestic violence, substance use, teen pregnancy, child poverty, and child abuse fatalities),
HOPES staff analyzed their community’s resource needs and how services provided through
HOPES can fill in resource gaps. To understand some of the resource gaps in communities
receiving HOPES, staff and community members were asked to complete online surveys to
indicate the availability of various resources that support families in their community. Of the
227 survey respondents, 111 were HOPES staff and 116 were community members. The survey
specifically asked about the accessibility of resources that help support Safety, Stability,
and Nurturing of children, families, and communities. A description of these resources asked
in the surveys is in Figure 12 below.

Figure 12. Availability of Resources in HOPES Communities, Staff & Community
Perception
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...[the] waiting list is so long. For one
client, the next appointment in two
months. We only have one part time
person for the sexual assault
program... I think that that’s why so
much child abuse happens as well
because the parents do not receive
the help that they need because
there is no help.
-HOPES staff member

-

RELATED TO NURTURING
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...yes, [the parent] knows it’s
hazardous, yes, they know their
child is in danger, but she cannot
ažord to live anywhere else and has
to live here.

-HOPES staff member

HOPES FY2016

There are some [families] that have
geographical challenges. People
living in isolated areas that are
harder to get to, infrastructure
problems, roads, that kinda thing.
That kinda keeps them isolated...

-HOPES staff member
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Community Risk Factors
In addition to community resources, the surveys also asked staff and community members to
indicate the prevalence of risk factors related to child maltreatment in their community. The
surveys listed a variety of risk factors and survey respondents were asked to rate whether the
risk factor was an issue in their community due to the risk factors’ prevalence and/or severity
among families. Of the 228 survey respondents, 112 were HOPES staff and 116 were community
members. The risk factors are also categorized based on their impacts to ensuring Safety,
Stability, and Nurturing of children, families, and communities n Figure 13 below.

Figure 13. Risk Factors in HOPES Communities, Staff & Community Perception
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...fnancial stress is going to develop
into mental illness. And then they
might self-medicate with alcohol or
drugs...one thing leads to another
leads to another.

-HOPES staff member

mentioned in 58% of
interviews & focus
groups

83%

FAMILIES NEED HOUSING
LACK OF QUALITY, AFFORDABLE CHILD CARE

...a lot of our CPS cases [is due to]
domestic violence because the
children are around it. e have to
explain to families [that] your
husband or whoever are putting the
kids in jeopardy.

mentioned in 54% of
interviews & focus
groups

80
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... [there is a] lack of knowledge in
child development. [Caregivers]
don’t understand what’s going on
with their child so they might lash
out in a different way.. .if they were
raised that way, they don’t know any
other way.

-HOPES staff member

HOPES FY2016

-HOPES staff member
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Overview of Resource Gaps in HOPES Communities
The perceived greatest resource gap was access of resources for families in rural areas
(44%) identified under the Nurturing block of child maltreatment prevention. The definition
of resource for rural families is broad and includes access to basic needs to healthcare needs.
Resources ensuring Stability and Safety in communities were also perceived as resource
gaps but not as significant of a void.
Although the majority of staff and community members stated that most of the resources
are inadequate in their community, the greatest resource strength was the accessibility
of emergency food assistance (65%). Another resource strength in communities was the
access to medical care (45%) for children and families such as child well-checks. Responses
on resource gaps gathered from the online surveys aligned very closely with resource gaps
expressed by staff in interviews and focus groups.

Overview of Risk Factors in HOPES Communities
Staff and community members indicated that all risk factors were a significant problem in
their communities. The risk factor that was perceived as the greatest problem in communities
is the lack of knowledge of child development among caregivers (92%), which related to
Nurturing. Risk factors impacting the family’s Stability and Safety in communities was also
considered significant concerns in communities.
This perceived severity of risk factors stated by staff and community members reaffirms
why HOPES is being implemented in these communities experiencing the greatest risk.
Additionally, risk factors related to parenting and parenting support may be rated as more
severe of an issue than other risk factors since the majority of survey respondents have a
background in parenting education. Thus respondents who have greater knowledge of certain
risk factors may rate these as more severe compared to risk factors that they do not actively
interface with such as substance use.

Community Strengths & Capacity to Prevent Child Maltreatment
To understand the perception of community preparedness about implementing child
maltreatment prevention programming, the survey asked stakeholders about community
readiness and identifying strengths in their community. An existing culture of collaboration
across sectors and a strong community buy-in to advocate for child welfare are crucial in
establishing a Nurturing collaboration across stakeholders. Figure 14 on the next page
describes the top community strengths and challenges indicated by 112 community members
from the online survey.

HOPES
HOPES FY2016
FY2016
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Figure 14. Community Members’ Views on Community Strengths & Challenges

COMMUNIT Y STRENGTHS

COMMUNIT Y CHALLENGES

95% stated that non-profts in their

61% stated that their community is

communities lead eforts to help those in need.

unamendable to change.

91% stated that community members care

65% of survey respondents stated that their

89% stated that non-profts are supported

68% of survey respondents stated that their

about each other.

by the community.

community lacks diverse leadership.

community is not self-reliant.

Overall, survey respondents indicated that their community had strong, healthy relationship
across different non-profit sectors. The weakest areas indicated by survey respondents were
the community’s ability to be amendable to change, having diverse leadership, and having a
self-reliant community.
The survey also collected responses on communities’ perceived capacity to implement
services to prevent child maltreatment. In terms of attitudes towards prevention, the vast
majority (90%-99% of respondents) stated that they “agreed” or “strongly agreed” with
statements indicating strong community buy-in and preparedness to implement child
maltreatment prevention services. However, only half of the respondents (50%) indicated that
their community have the necessary resources in order prevent child maltreatment. This is
consistent with the community responses about the scarcity resources previously discussed.
Overall, community members in counties receiving HOPES programming indicate that their
communities are committed and prepared to implement programming for child maltreatment
prevention. Figure 15 describes these survey results.

Figure 15. Perceived Community Readiness for Child Maltreatment Prevention

NE ARLY 10 0 %

OF COMMUNIT Y
ME MB E RS AG R EE T HAT...

OV E R 8 4% OF COMMUNIT Y
MEMBERS AGREE THAT...

• Their community should do more to prevent
child maltreatment.

• They are aware of the magnitude of child
maltreatment in their community.

• There are experts in their community who
understand child maltreatment & how to prevent
it.

• Their community is generally receptive towards
child maltreatment prevention eforts.

• It is possible to prevent child maltreatment.

• They are aware of eforts in their community to
prevent child maltreatment.

• They understand laws about reporting child
maltreatment.

• There is a collaboration in their community that
works on child maltreatment prevention strategies.

• There is a culture of collaboration between
service providers in their community.
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The survey also asked community members to indicate which services are
most useful to address child maltreatment in communities by ranking various
services as “extremely beneficial” to “not beneficial at all.” The majority of
respondents indicated that all the different service options were “extremely
beneficial.” Figure 16 below shows these results from 113 survey respondents.

Figure 16. Beneficial Services to Prevent Child Maltreatment,
Community Perception
MENTAL HEALTH TREATMENT FOR ARENTS
75%l
DOMESTIC VIOLENCE SERVICES/ REVENTION
74% I
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HOME VISITING ROGRAMS

I
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% OF COMMUNITY SURVEY RES ONDENTS INDICATING SERVICES “EXTREMELY BENEFICIAL”

Survey respondents rated all services as being “extremely beneficial” in
reducing child maltreatment in the community. The top two resources that
the majority of community members indicated as “extremely beneficial” to
prevent child maltreatment are mental health treatment for caregivers and
domestic violence services and prevention. These services are related to
the Safety building block of ensuring children and caregivers are in a safe
household and are receiving treatment for their mental health wellness.
Although not all HOPES sites have the capacity to provide all of these
services, community members indicate that families who participate in
HOPES gain access to many of these services through the coalition network.
One coalition member describes how HOPES has been an important front door
for families to gain access to a multitude of services and support:

Aa

“

We’re really providing services that they probably wouldn’t get if they hadn’t
come to our programs or been exposed to them...I feel like we’re probably good at
connecting them once we are with them or know them.
—HOPES Coalition Member

•••
Aa

Aa

HOPES Services
& Participant
Characteristics
his section of the report
addresses the second research
question of, "What services were
provided by HOPES sites in FY2O16, what
was program reach, and who received
services?" The data analyzed in this
section includes administrative data
from the PEI database, FY2O16 quarterly
reports, Caregiver Pre-Survey, and
qualitative data from interviews and
focus groups.

T

Evidence-based
Programs
The HOPES grant encouraged
communities to conduct needs
assessments to identify local strategies
to prevent child maltreatment.
Each HOPES contract is required to
implement at least one evidencebased program (EBP). Each site had
the flexibility to choose their own EBP
and organizational structure in order
to best meet the unique needs of their
community. Each HOPES site selected a
type of parent education home-visiting
program with the majority of sites
providing a combination of evidence
based home-visiting programs and group
parenting classes. Figure 17 provides an
overview of the types of EBPs in HOPES

Figure 17. Overview of EBPs
in HOPES
Home Visiting
AVANCE
HIPPY
Nurse-Family Partnership
Nurturing Parenting
Parents As Teachers
SafeCare
Triple P Levels 3-5

Group Parenting
24/7 Dad
Centering Pregnancy
Incredible years
Nurturing Fatherhood
Parents As Teachers
Triple P Level 2

Supportive Services
Family Connections
Wrap Around

Trainings
Stewards of Children
Period of PURPLE Crying
Yellow Dyno
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sites implemented FY2016. Descriptions of
each of the evidence-based programs are
located in Appendix E.
In FY2016, the following 16 EBPs were
implemented under HOPES: 24/7 Dad,
AVANCE Parent-Child Education Program
(PCEP), CenteringPregnancy, Family
Connections, Home Instruction for Parents
of Preschool Youngsters (HIPPY), Incredible
Years, Nurse-Family Partnership (NFP),
Nurturing Fatherhood Program, Nurturing
Parenting, Period of PURPLE Crying, Parents
as Teachers (PAT), Positive Parenting
Program (Triple P), SafeCare, Stewards of
Children, Wraparound, and Yellow Dyno.
In addition to the EBPs, HOPES
participants gain access to a variety of
resources provided at the agency such as
counseling services, resources to address
basic needs, childcare services, and case
management, among many others. These
additional services were doubtlessly
important to participants, but also make
ascribing the responsibility for the change in
risk factors or protective factors to the EBPs
alone difficult.
Evaluations typically seek to measure
changes in participants, often in the form
of a pre-test/post-test research design.
Some measures, such as the Protective
Factors Survey are common across all sites.
However, some components of each program
require unique measures. For example, some
sites have one-time parenting seminars
or workshops that provide training for
professionals, but not directly to parents
(e.g. Stewards of Children). Other programs
have one-time training events (e.g. Period
of PURPLE Crying) when parents receive a
short training and some programs use non-

evidence-based programs (e.g. Saturday
Morning Club). The structure of these
programs did not necessarily fit within a
research design that could measure change
in participants. Thus, this evaluation is
focused on common program elements
across sites.
In most cases, these EBPs required
extensive training to ensure that facilitators
could implement the program with fidelity.
Since this was a first year of implementing
EBPs for HOPES II sites, there was a
significant start-up period in which staff
were trained and site-specific recruitment
strategies were developed. As a result, the
number of families served for HOPES II
sites will be lower this year compared to
subsequent years. For HOPES I sites, FY2016
was the second year of implementing
programs, and therefore most HOPES I
sites did not need to spend extensive time
training staff before serving families and will
have served a greater number of families.
Table 1 on the following page describes
how many families participated in each
of the evidence-based programs and it
details the HOPES sites that implement
that program for FY2016. Please note that
each HOPES site varies in size, capacity and
when they began providing services. Caution
should be taken to refrain from comparing
sites on the number families served as a
measure of success.
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Table 1. Families Served in EBPs, by HOPES Site
EBP:

Parents As Teachers

SafeCare
Trip e P
AVANCE
24/7 Dad
Incredib e Years
CenteringPregnancy
HIPPY
Fami y Connections
Nurturing Parenting
Program

TOTAL:

TOTA L # OF FA M I L I ES
SE RVED IN F Y 2016 :

1 ,3 39
486
39 1
19 4
90
80
23
23
12
12
2 ,650

FA MI LI ES SE RV E D BY S I T E :
HIDALGO
EL PASO
GREGG
TRAVIS
LUBBOCK
JEFFERSON
POTTER
HARRIS
ECTOR
MCLENNAN
WICHITA
DALLAS

335
69
137
135
104
84
8
70
69
8
0
1
56

CAMERON
WEBB
TAYLOR

188
39

TRAVIS
HARRIS
DALLAS
EL PASO
DALLAS

318
47
6
178
16

ECTOR
WICHITA

6

10
TRAVIS 9
GREGG 6
POTTER 3
80

EL PASO

HARRIS

3

NUECES
WICHITA

15
8

HARRIS

1

HARRIS

1

N ote : Due to PE I data ba se e r rors, fa m i l i es se r ve d i n N u rse - Fa mi l y Pa r tne rshi p we re not ca pture d. Nur tur i ng Fa the rs wa s som etim es
prov i ded in co njunc t ion wi t h 24 / 7 Da d a n d wa s n ot se parate l y i ndi ca te d i n the P EI da ta ba se.
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Supplemental Services
In addition to the EBPs, HOPES sites had the opportunity to provide supplemental services
that matched the needs of families in their community. These services ranged from traditional
case management to innovative therapeutic approaches such as equine therapy. Table 2 on
the next page details the distribution of all services provided by HOPES in FY2016, which
includes EBPs and supplemental services. There was a total of 58,883 service provisions
in FY2016. One sessions/visit provided to HOPES participants counts as one service provided.
This table shows that the majority of HOPES participants received home visiting, parent
education and training, and case management services. While every HOPES site provided some
sort of parent education or home visiting program, the other services were not available at
all the HOPES sites. For example, fatherhood services was only available at four sites (Ector,
Travis, Potter, and Gregg).

HOPES FY2016

HOPES FY2016 REPORT

Table 2. Types of Services Received by Participants, by HOPES Site

T Y P E O F S ERVIC E:

TOTAL % OF H OPES
PARTICIPANTS TH AT
RECEIVED THIS
SERVICE:

SITES T H AT OFFER
T H IS SE RVIC E:

Home Visitation

9 4%

Cameron, Dallas, Ector, El Paso, Gregg, Harris, Hidalgo,
Jefferson, Lubbock, McLennan, Nueces, Potter, Taylor, Travis,
Webb, Wichita

Parent Education
& Training

37 %

Cameron, Dallas, Ector, El Paso, Gregg, Hidalgo, ueces,
Potter, Taylor, Travis, Webb

Case Management

36 %

Cameron, Dallas, El Paso, Gregg, Hidalgo, Jefferson, Nueces,
Potter, Taylor, Travis, Webb

Support roups

1 2%

Cameron, Ector, El Paso, Gregg, Hidalgo, Potter, Travis

Basic Needs &
Support

10 %

Cameron, El Paso, Gregg, Jefferson, Lubbock, Taylor, Travis

Individual Counseling

5%

Dallas, Hidalgo, Taylor, Webb

Transportation

4%

Cameron, Gregg, Jefferson, Potter.Travis

Child Care

4%

Gregg, Potter, Travis

3%

Dallas, Lubbock, ueces, Wichita

Resource &
Referrals

2%

Gregg, Lubbock

Family Counseling

2%

Hidalgo

Crisis Interventions

2%

Cameron, Taylor, Travis, Webb

Fatherhood services

1%

Ector, Gregg, Potter

Therapuetic
Counseling

1%

Cameron, Travis

Therapuetic Early
Childhood

1%

Hidalgo

Equine Assisted
Psychotherapy

1%

Potter

roup Prenatal/
Parenting

1%

Harris

roup Counseling

N ote : H OPES ser vices of Pa re n t Lea d e rs h i p a n d Pa re n t Educa ti o n and Trai ni ng fo r Do mesti c Vi o l e nce we re al l l ess tha n 1% th erefore
om i tted fro m t his grap h .
1. HOPES sites d eterm i n e d t h e i r own m et h od s for a ss i gni ng se r vi ces re ce i ve d by cl i e nts.
2 . Th is grap h may p rov i d e d u p l i ca te d i n d i v i d u a l s re ce i vi ng se r vi ces.
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HOPES sites were also encouraged to
develop community activities to fill gaps
in services, increase the community's
knowledge about child welfare, and
promote child maltreatment resources.
According to information provided by HOPES
contractors in Quarterly Reports during
FY2016, over 138,590 individuals were
reached by HOPES outreach activities
in communities. Figure 18 provides a
few examples of various activities that
took place in HOPES communities. Some
examples include community events,
professional development workshops, and
conferences. In many cases, these activities
provided a means to identify and recruit
families for the evidence-based home
visitation programs or other services. For
example, many sites hosted library reading
programs, outings at the community parks,
or activities at elementary schools where
hundreds of families received information
and were referred to services.
Several sites focused on engaging
populations that are not typically receiving
parenting supports. One site specifically
targets fatherhood parenting sessions
to incarcerated fathers and fathers in
substance use rehabilitation facilities.
Several sites have deployed a parenting
hotline and parenting text messaging
support for families to quickly reach out for
tips, suggestions, and support.

Figure 18. Examples of HOPES
Community Outreach

840
teen parents were reached
through monthly group
parenting sessions at high
schools at one HOPES site.

250
professionals attended a
child abuse prevention
conference at one HOPES

site.

700
fathers reached through
fatherhood engagement
events at two HOPES sites.

Over 4,79O
individuals were reached
during outreach activities
for Child Abuse Prevention
Month at one HOPES site.
Note: The examples above may include duplicated individuals
and are estimates provided by the Quarterly Reports.

0
0
0

0
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C h a ra c t e r i s t i c s o f
Fa m i l i e s S e r ve d
This section discusses the demographics
and risk factors of families who participated
in HOPES in FY2016. The PEI database relies
on the identification of a primary caregiver,
who is the main recipient of the EBP and all
data is then tracked through that individual.
Primary caregivers may have more than one
child, but one child is identified as the target
child, who must be within the age range of
zero to five. Additionally, families might have
a secondary caregiver, other children, or
family members who also receives services.
Thus, the number of families served by
the program is equal to the number of
primary caregivers, while the total number
of individuals served includes the primary
caregiver, secondary caregiver, tertiary
caregiver, and others. Most of the available
demographic data in the PEI database is
related to the primary caregiver and is
reported as such unless otherwise specified.
Although over 138,590 individuals were
reached through HOPES in FY2016, data
was primarily collected from caregivers who
received EBPs or long-term services. Onetime events and/or short-term interventions
do not provide the same opportunities
for in-depth data collection. Thus, this
section uses information only from the
2,088 primary caregivers who received
evidence-based parenting programs
or long-term services in FY2016. In
considering the multitude of services
offered through HOPES, these families would
likely be the most “at risk.”
Figure 19 describes the demographics of a
typical primary caregiver in HOPES based on
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the demographic information collected from
all HOPES primary caregivers in FY2016.

Figure 19. Demographics of a Typical
Caregiver in HOPES
The typical caregiver...
is 29 years old.
is female. 94%
The child is 0-2
years old.

is the mother of the target child. 91%
is Hispanic. 78%
speaks English. 54%
is single, separted, or di orced. 5 %
has not completed high school or GED. 41%
recei es less than $10,000 46%
in annual income.

1.
2.

Othe r re l a ti o nshi p s i de nti f i e d i ncl ude fathe r, g ran d m oth er,
foste r mothe r, a unt , re l ate d ca regi ve r, no n- re l ated
ca regi ve r.
Othe r e duca ti o n l eve l s i de nti f i e d i ncl ude 2 2 % com p leted
so me co l l ege a nd 19% co mpl ete d hi g h scho o l /GE D.
Educa ti o n da ta prese nte d are of careg i ve rs w ho are over 25
yea rs o l d.

In FY2016, HOPES served 238 primary
caregivers who were under 18 years old.
These primary caregivers were excluded
from the educational level analysis since
many teenagers would not have had the
opportunity to receive their high school
diploma. Thus, the education level analysis
presented in the graphic above is among
HOPES adult ages 25 and older, which is the
age range used by the U.S. Census Bureau
when calculating educational attainment.
About 41% of HOPES primary caregivers
aged 25 and older had an educational
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attainment of “less than high school
diploma.” As a comparison, only 17.6% of
individuals in Texas age 25 and older had
a less than high school diploma level of
education in 2015. 28
Nearly half (45.5%) of primary caregivers
served by HOPES I and II in FY2016 had an
annual income of $10,000 or less. More than
two thirds (67%) of primary caregivers had
an annual income of $20,000 or less. By
comparison, the median household income
in Texas in 2015 was $55,653. 28

Figure 20. Age of Target Children
Served by HOPES in FY2016
521
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Target Children
All caregivers who receive services are
required to indicate one target child who
is between the ages of zero to five that
will be receiving the services, even though
families may have multiple children under
five years old. From the PEI database, all
target children ranged from zero to five
years, except for eleven children who were
6 years old and one child who was 12 years
old. The twelve children outside the 0-5 age
range were excluded form analysis because
they are older than the age requirement of
HOPES. Figure 20 describes the distribution
of ages of target children served in FY2016.
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Risk Factors Experienced by
Families
While HOPES programs provided a variety
of community services, PEI required staff
to collect data from families receiving
evidence-based parenting programs. In
order to be eligible for services, primary
caregivers must indicate at least two risk
factors present in their family. Figure 21 on
the next page shows the distribution of risk
factors experience by HOPES families at
intake, prior to receiving services.
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Figure 21. Percentage of HOPES Families with Risk Factors & Number of Risk
Factors at Intake
73%l

HIGH GENE AL ST ESS LEVEL

57%I

INACCU ATE KNOWLEDGE OF CHILD DEVELOPMENT

34% had 3 risk
factors

l

31%

NON-T ADITIONAL FAMILY ST UCTU E

13% had 4 risk
factors

l

SOCIAL ISOLATION OF PA ENT/FAMILY
POO PA ENT/CHILD INTE ACTION

6% had 5 risk
factors
3% had 6 risk
factors

I

HIGH PA ENTAL CONFLICT

I

1% had 7 risk
factors
1% had 8 or more
risk factors

l
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43% of caregivers
had 2 risk factors
at intake.
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Note: No n-t rad it i on a l fa m i l y st r u c t u re i n c l u d es s i ngl e pa re nt w i th l a ck of suppo r t syste m a nd/o r a fa mi l y w i th a hig h n u m b er of
c hild ren

High general stress was the risk factor
indicated by the majority of HOPES families,
following by caregivers had inaccurate
knowledge about child development, and
non-traditional family structure. The risk
factors that was the least number of HOPES
families had was homelessness (6%).
In addition to the type of risk factors
identified by HOPES families, the number
of risk factors a caregiver and/or family
possesses was also collected. The
administrative data shows that 43% HOPES
participants were recorded as having two
risk factors. During interviews and focus
groups, staff indicated that some parent

educators mistakenly stop collecting risk
factors after two were identified, rather
collecting all the risk factors present for
the caregiver. This suggests that a greater
number of HOPES participants likely have
more than two risk factors than what is
shown in the data.
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R i s k Fa c t o rs C o l l e c t e d f ro m t h e C a re g i ve r S u r vey
The following risk factors have been empirically shown to be associated with child
maltreatment: the caregiver’s history of trauma, alcohol and substance use, intimate partner
violence, and mental health have strong empirical evidence of being closely linked to child
maltreatment. At the beginning of HOPES, PEI does not collect data specific to these risk
factors for families participating in long-term EBPs. Thus in 2016, the TXICFW research team
developed the Caregiver Survey comprised of validated screening tools to collect this risk
factor data from primary caregivers participating in long-term EBPs. The data collected from
the Caregiver Survey is valuable in having a deeper understanding of HOPES participants,
specifically on risk factors that are known to be associated with child maltreatment. In this
report, data on these risk factors are presented, however in future reports the full analysis
of Caregiver Surveys (Pre-Survey and Post-Survey) will be provided. Details on the Caregiver
Survey is in Appendix B.
Data collection and analysis of the Caregiver Survey data is currently underway, however
preliminary analysis of the Caregiver Pre-Survey shows that HOPES families are experiencing
these risk factors that are linked to child maltreatment. Table 3 below provides an overview of
the type of screening tool employed to measure each risk factor and Figure 22 on the following
page shows the percentage of HOPES caregivers with those risk factors compared to national
averages. These measures are described in greater detail in Appendix B.

Table 3. Validated Risk Factors Screening Tools in Caregiver Survey
Risk Factor

Validated Screening Tool

Mental Health

Mental-Health Inventory 5 (MHI-5

History of Trauma

Adverse Childhood Experiences (ACEs

Intimate Partner iolence

Hurt, Insulted, Threatened with Harm and Screamed
(HITS

Alcohol Abuse

Alcohol Use Disorders Identifcation Test-Consumption
(AUDIT-C

Substance Abuse

UNCOPE
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Figure 22. Risk Factors of Caregivers in HOPES Compared to the General
Population

Positive Screen for a Mental Health Concern:
HOPES Caregivers
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The low percentages of HOPES
families served who are experiencing
intimate partner violence maybe due
to caregiver's fear of reporting and/
or these populations are harder to
engage.
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Note: HOPES participants served in the Harris County complete a different validated screening tool to assess mental health and
substance use and are therefore omitted from this graphic. Substance Use/Misuse included alcohol or other substances.
Sources for the general populations' risk factor statistics are located in the References section 34 - 37.

The preliminary data analysis of the Caregiver Pre-Survey shows that on average, a greater
percentage of HOPES participants experience mental health concerns, have experienced
significant trauma during their childhood, and have a greater risk for alcohol abuse compared
to the general population. Conversely, a smaller percentage of HOPES participants experience
intimate partner violence compared to the general population. The smaller percentage
of HOPES participants experiencing intimate partner violence contradict with qualitative
information collected from staff and community members, who described high levels of
domestic violence in their communities. There are two explanations for this discrepancy:
(1) Social desirability bias among responses in the Caregiver Pre-Survey or (2) HOPES has
difficulty engaging with families who have experienced or are currently experiencing intimate
partner violence.

Social Desirability Bias
The Caregiver Pre-Survey is completed by the primary caregiver at the beginning of services
and responses could be susceptible to social desirability bias. Social desirability bias is a
type of response bias that occurs when the respondent answers questions to be perceived
as favorable or less "bad". In regards to questions about experiencing intimate partner
violence or substance abuse/misuse, caregivers may be wary to reveal negative or dangerous
behaviors for perceived fear of repercussions, negative judgment by the parent educator,
or consequences such as CPS involvement. Although the Caregiver Survey emphasizes that
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all responses are anonymous and confidential, there may be a lack of trust
among caregivers that results in social desirability bias.

Difficulty Engaging with High-risk Families
Another reason for the small percentage of caregivers experiencing intimate
partner violence is the fact that these families are more difficult to engage in
HOPES programming. As discussed before in the Community Needs section,
PEI selected HOPES sites based on high rates of these risk factors, thus there
is a prevalence of families experiencing these risk factors in communities but
they are not participating in HOPES programs. Since the majority of longterm EBPs are focused on parenting, high-risk families experiencing intimate
partner violence may not feel prepared to engage with agencies to address
their parenting skills while currently experiencing more severe stressors.
Likewise, EBP requirements may pressure staff engage with families who are
more stable, thus preventing parent educators from recruiting and engaging
with families who are of higher-risk. Table 4. Percentage of HOPES
Greater analysis of recruitment and Families who Remained Safe in
retention of families in HOPES is
Care, by HOPES Site in FY2016
discussed in the Recruitment and
Families
Retention section of the report.
remained Safe

Aa

Aa

Aa

Children Remain Safe
For FY2016, 99.2% of children
of families who participated in
HOPES programming remained
safe in care while receiving
services. A family is defined as
“safe in care” in which caregivers
were not identified as a designated
perpetrator in child maltreatment
cases. Table 4 describes the safe in
care percentages for each HOPES I
and II sites in FY2016. Subsequent
reports will continue to analyze the
percentages of families who remained
safe in care after participating in
HOPES and greater detail of the
child maltreatment case for families
whose caregiver was identified as a
perpetrator.

Aa

N ote for Ta b l e 4 : HO PES II s i tes se r ve d fewe r fa mi l i es
i n FY 2016 com pa re d to HO PES I si tes, the refo re the
n u m b e r of fa m i l i es wh o re m a i n ed “sa fe i n care” may
b e s kewe d d u e to t h e s m a l l e r sampl e si ze of fa mi l i es
se r ve d .

•••
Aa

Aa

HOPES
Site

in Care During
Services

ebb

100.00%

Ector

100.00%

Hidalgo

99.48%

El Paso

99.31%

Travis

99.11%

Cameron

98.87%

Gregg

96.55%

Potter

92.73%

Dallas

100.00%

Harris

100.00%

McLennan 100.00%
Nueces

100.00%

Taylor

100.00%

Lubbock

100.00%

ichita

100.00%

Je−erson

98.81%

County-level
Changes of Child
Maltreatment

aA

T

his section describes the county-level data on the percent change of
substantiated cases of child-maltreatment from three time frames:
2010 to 2016, 2015 to 2016, and 2014 to 2015. All substantiated
cases are of children ages 5 and younger and the 2015 to 2016 and 2014
to 2015 maps highlight primary counties from of only HOPES I sites.
Since HOPES II had just started programming in FY2016, we did not
highlight HOPES II counties in these maps. Caution should be exercised
when interpreting this data, as a multitude of factors impact rates of
substantiated child maltreatment in counties, such as increased reporting
or under reporting. Increases in substantiated cases may not indicate an
increase of child maltreatment, but it may reflect an increased awareness
of child maltreatment leading to increased reporting. Likewise, decreases
in substantiated cases of child maltreatment may indicate a decrease in
reporting of child maltreatment despite a prevalence of maltreatment.
Figure 23 on the next page describe county-level changes of substantiated
cases of child maltreatment across three time-frames. The significant-level
cutoffs of percentages are located in Appendix D.

aA

aA

aA

aA

aA

Harris County -0.019%

Gregg County -0.002%

Travis County -0.016%

Cameron County -0.018%

Webb County -0.029%

Hidalgo County -0.044%

Child maltreatment rate
had no change in:

Child maltreatment rate
signifcantly increased* in:

Potter County 0.019%

Cameron County -0.012%

Ector County -0.016%

Webb County -0.017%

El Paso County -0.019%

Potter County -0.055%

Child maltreatment rate
signifcantly decreased in:

Gregg County 0.032%

Child maltreatment rate
signifcantly increased* in:

Between 2014-2015 child maltreatment:
• Decreased in 41% of all Texas Counties.
• Did not change in 20% of all Texas Counties.
• Increased in 39% of all Texas Counties.

Hidalgo County -0.002

Travis County -0.010%

Child maltreatment rate
had no change in:

HOPES I Sites Only

2014-2015

Increased:

HOPES I & II All other Texas
Counties:
Counties:
Decreased:
No Change:

Percentage cutoffs for each timeframe is
different and details are located in
Appendix C.

Between 2015-2016 child maltreatment:
• Decreased in 49% of all Texas Counties.
• Did not change in 18% of all Texas Counties.
• Increased in 33% of all Texas Counties.

El Paso County -0.004

[7

Dallas County -0.024%

Gregg County 0.091%

Between 2010-2016 child maltreatment:
• Decreased in 50% of all Texas Counties.
• Did not change in 17% of all Texas Counties.
• Increased in 33% of all Texas Counties.

Travis County -0.000%

-0.001%

Ector County -0.045%

Child maltreatment rate
signifcantly decreased in:

HOPES I Sites Only

2015-2016



El Paso County -0.026%

Nueces County -0.027%

Hidalgo County -0.072%

Webb County -0.079%

Lubbock County -0.098%

Cameron County -0.099%

Wichita County -0.006%

Potter County -0.118%

McLennan County 0.052%

Child maltreatment rate
signifcantly increased* in:

Taylor County -0.010%

Child maltreatment rate
had no change in:

Ector County -0.123%

Child maltreatment rate
signifcantly decreased in:

2010-2016

Figure 23. Change of Percent of Substantiated Cases of Child Maltreatment
from 2010-2016, 2015-2016, & 2014-2015
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M a l t re a t m e n t R a t e s
The research team also analyze how the presence of HOPES programs impact countlevel child maltreatment rates. The analysis included three models examining the
associations between the presence of the HOPES program in the county and countylevel rate of child maltreatment in 2016, while also accounting for county-levels rates
of unemployment, education, household income, and Medicaid usage. This analysis
found no meaningful impact of the HOPES program at the county level. The only
variable found to have a consistent association with child maltreatment rates was
the county-level rate of Medicaid usage, such that counties with a higher percentage
of the population on Medicaid had, on average, a higher rate of child maltreatment.
The regression model located in Appendix D provides the full data of this analysis.
In subsequent reports, the research team will continue to analyze HOPES impact to
county-level changes of child maltreatment rates.
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Impact of HOPES on
Families
Aa

T

his section of the report addresses the third research question, “To
what extent have HOPES programs impacted families and communities
in the supporting Safety, Stability , and Nurturing, the building
blocks for community-based child maltreatment prevention?” Since the
primary focus of the HOPES program is to reduce child maltreatment, an
understanding of how the program impacts families is essential. This section
provides a summary of program impact on the caregivers’ Protective Factors
Survey scores, data from staff surveys, and qualitative data from interviews
and focus groups with parents, staff, and community members on their
perceptions of program impact.
Aa

Aa

Pro g ra m I m p a c t o n Pro t e c t i ve Fa c t o rs
A s s o c i a t e d w i t h C h i l d M a l t re a t m e n t
HOPES, like all PEI programs, uses the Protective Factors Survey (PFS) to
measure changes in protective and risk factors in parents for continuous
improvement and evaluation purposes. The PFS is a 20-item measure
designed for use with program participants receiving child maltreatment
prevention services, including home visits, parental education, and family
support. The PFS was designed to help identify areas where families need
assistance. A copy of the PFS is provided in Appendix G. The subscales of the
PFS are detailed in Table 5 on the next page.

Aa

Aa

Aa

Table 5. Subscales of the Protective Factors Survey
Protective
Factors

Description

S ur vey
Quest i ons

Scor i ng

Family
Functioning/
Resiliency

Having adaptive skills and
1-5
If 4 or more items
strategies to persevere in times
completed, take the
of crisis Family’s ability to
average of item
Safety
openly share positive and
responses
negative experiences and to
accept, solve, and manage
problems
Social Support Perceived informal support
6,7,10
If 2 or more items
(from family, friends, and
completed, take the
Nurturing
neighbors) that helps providefor
average of item
emotional needs
responses
Concrete
Perceived access to tangible
8,9,11
Reverse score all items If
Support
goods and services to help
2 or more items
Stability
families cope with stress,
completed, take the
particularly in times of crisis or
average of item
intensifed need
responses
Child
Understanding and using
12-16
Reverse score 12, 14, and
Development e‚ective child management
16
Nurturing & Knowledge
techniques and having ageof Parenting
appropriate expectations for
children’s abilities
Nurturing &
The emotional tie along with a
17-20
If 3 or more items were
Attachment
pattern of positive interaction
completed, take the
Nurturing
between the parent and child
average of item
h
d
l
i
Sou rce: The Protec t ive Fa c tors Su r vey Use r ’s M a n u a l Revi se d, Octo be r, 201 1 . Retr i eve d fo r m: http: //

aA

aA

aA

f r i e n dsnrc.o rg /jd ownl oa d s /a tta c h m e n ts /pfs _ u se r _ m a nua l _ revi se d_ 201 2 . pdf

The PFS subscales link to the Safety, Stability, and Nurturing
building blocks of child maltreatment prevention. The subscale of Family
Functioning/Resiliency measures the family’s Safety, the subscale of
Concrete Support measures the family’s Stability, and three subscales of
Social Support, Child Development & Knowledge of Parenting, and Nurturing
& Attachment measures the caregiver’s ability to ensure a Nurturing
environment for the family.
The PFS is administered when a caregiver starts and ends services. For
programs that last longer than one year, HOPES requires sites to administer
the survey at one year after the beginning of services. Some sites decided
to implement a post-PFS at the six-month mark as well to gather additional
data. Clients who stop services prior to completing the program also
complete post-PFS surveys. Of the 2,627 primary caregivers who received
services since the beginning of HOPES in FY2015, 1,105 completed a pre-PFS
and post-PFS (42%). Thus, the analyses and information in this section only
include those 1,105 primary caregivers.
In the sample of PFS survey scores at end of FY2016, the number of days
between pre- and post-surveys ranged from 1 to 623 days, or approximately
20 months. Additionally, the dosage of services received varied and was

aA

aA

aA
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provided by the PEI database. For this measure, agency staff entered “yes” or “no” under a
“minimum dosage received” field. This variable may be unreliable, as it is not clear how staff
made this determination and there is a chance that staff did not use EBP guidelines. Based
on the “minimum dosage” variable in the database, 59% of participants who exited services
had received the minimum dosage (n=647) while 41% (n=458) did not. Participants who
received minimum dosage has significantly fewer days between their pre- and post-test dates,
compared to participants who did not complete minimum dosage. This suggests that the
caregivers who have met the minimum dosage requirement are programs of shorter length,
while caregivers who have not completed minimum dosage may also be participating in longer
programs.
Figure 24 and Figure 25 shows the average change in PFS scores for primary caregivers who
exited the program in FY2016, based on the minimum dosage measure. Average scores are
from HOPES participants in FY2016 with closed cases and have completed a pre-PFS survey
and a post-PFS survey. Closed cases are identified as when the participant exited the program.

Figure 24. Change in PFS Subscales Scores for HOPES Participants with Closed
Cases, by Minimum Dosage
Family Functioning & Resiliency

----aJ

Post Test Scores

Pre Test Scores

5.08
5.13

received minimum dosage

-
- - - - 

did not receive minimum dosage

- - - - - -

5.78
5.55

Increase in adaptive skills and strategies to persevere in times of
crisis, openly share positive and negative experiences and mobilize to
accept, solve and manage problems.

Increased adaptive skills and strategies to persevere in times of crisis,
openly share positive and negative experiences and mobilize to accept,
solve and manage problems.

Social Emotional Support
5.16
5.21

Pre Test Scores

Post Test Scores
received minimum dosage

---- 
-

did not receive minimum dosage

increase in perceived informal support (from family, friends, and
neighbors) that helps provide for emotional needs.

4.49
4.82

----IIJ

- - - - - -
- - - - -

5.94
5.77

Increase in perceived informal support (from family, friends,
and neighbors) that helps provide for emotional needs.

Concrete Support

Pre Test Scores

Post Test Scores


- - - -

D

received minimum dosage
did not receive minimum dosage

Increase in perceived access to tangible goods and services to help
families cope with stress, particularly in times of crisis or intensified
need.

- - --
-

5.13
5.32

Increase in perceived access to tangible goods and services to help
families cope with stress, particularly in times of crisis or intensified
need.

Nurturing & Attachment
5.98
6.08

Pre Test Scores

------11]
----11]11]
Post Test Scores

- - - - - -
- - - - -
Increase in the emotional tie along with a pattern of positive
interaction between the parent and child that develops over time.

received minimum dosage
did not receive minimum dosage

Increase in the emotional tie along with a pattern of positive
interaction between the parent and child that develops over time.
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6.49
6.46
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Figure 25. Change in Child Development & Knowledge of Parenting Scores for
HOPES Participants with Closed Cases, by Minimum Dosage
Question 12: There are many times when I don’t know what to do as a parent.
Post Test Scores

Pre Test Scores

3.94
4.32

---CJ

- - - - 


Strongly
Disagree

received minimum dosage
did not receive minimum dosage

--
---

Strongly
Disagree

Strongly
Agree

4.87
4.83
Strongly
Agree

Question 13: I know how to help my child learn.
4.89
5.05

Post Test Scores

Pre Test Scores

---
--

Strongly
Disagree

5.92
5.85

received minimum dosage
did not receive minimum dosage

- - - - --
- - - - -

Strongly
Disagree

Strongly
Agree

Strongly
Agree

Question 14: My child misbehaves just to upset me.

-----CJ
----aJ
Post Test Scores

Pre Test Scores

4.75
5.10

---
--

Strongly
Disagree

-----aJ

received minimum dosage
did not receive minimum dosage

Strongly
Disagree

Strongly
Agree



5.40
5.62

Strongly
Agree

Question 15: I praise my child when he/she behaves well.
Post Test Scores

Pre Test Scores

5.62
5.78

Never
True


- - - - -

6.22
6.22

received minimum dosage
did not receive minimum dosage

- - - - --
- - - - -
Never
True

Always
True

Always
True

Question 16: When I discipline my child, I lose control.

5.39
5.72

-----CJ

Post Test Scores

Pre Test Scores

Never
True

5.98
6.23

received minimum dosage


- - - - -

Always
True

did not receive minimum dosage

- - - - --
- - - - -
Never
True

Always
True

Figure 24 and Figure 25 show that all participants, regardless of whether they received the
minimum dosage of the EBP or not, demonstrate an average increase of protective factors
across all subscales. The percent changes in scores from pre-PFS to post-PFS are statistically
significant. Participants who have received the minimum dosage before exiting the program
show a greater improvement in their average PFS subscale scores, compared to participants
who exited the program before receiving the minimum dosage of the EBP. Although the average
change in the PFS score is less than one point score for most of the subscales, the effects
of any minimal changes in the PFS subscales demonstrate significant positive impacts for
the caregiver and family. Overall this suggests that HOPES programming is effective in
improving the protective factors in families, which is one of the intermediate goals of
HOPES in preventing child maltreatment.
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PFS Improvement Summaries
Family functioning appears to have
improved for families regardless of whether
they received minimum dosage of the
program. The average increase in the
family functioning score for caregivers
who received minimum dosage is 0.70 and
for caregivers who did not meet minimum
dosage is 0.42.
Social support also appears to have
improved for families regardless of whether
they received minimum dosage of the
program. The average increase in the social
support score for caregivers who received
minimum dosage is 0.80 and for caregivers
who did not meet minimum dosage is 0.56.
Concrete support appear to have improved
for families regardless of whether they
received minimum dosage of the program,
but those who received the minimum dosage
showed a greater improvement. The average
increase in the concrete support score for
caregivers who received minimum dosage
is 0.66 and for caregivers who did not meet
minimum dosage is 0.50.
Nurturing and attachment appears to
increase regardless of whether the minimum
dosage was met or not, however the average
change for this subscale was the smallest
in comparison to the other subscales.
The average increase in the nurturing
and attachment score for caregivers who
received minimum dosage is 0.51 and for
caregivers who did not meet minimum
dosage is 0.39.
All of the items in the child development
and knowledge subscale appear to have
improved for families regardless of whether
they completed minimum dosage of the
program. The average increase of Item 12’s

score for caregivers who received minimum
dosage is 0.92 and for caregivers who did
not meet minimum dosage is 0.51. The
average increase of Item 13’s score for
caregivers who received minimum dosage
is 1.01 and for caregivers who did not meet
minimum dosage is 0.79. The average
increase of Item 14’s score for caregivers
who received minimum dosage is 0.66 and
for caregivers who did not meet minimum
dosage is 0.52. The average increase of
Item 15’s score for caregivers who received
minimum dosage is 0.60 and for caregivers
who did not meet minimum dosage is 0.44.
The average increase of Item 16’s score for
caregivers who received minimum dosage
is 0.61 and for caregivers who did not meet
minimum dosage is 0.50.
Taken together, the changes in these
subscales are positive. However, there are
limitations when interpreting the subscale
changes. First, outliers may have dramatic
effects on the average change rate. With
increased data in subsequent years, these
average change rates should be more
stable and better representative of program
impact. Second, without greater insight
of how minimum dosage is determined by
PEI, interpretation of the results among
primary caregivers who received the
minimum dosage versus to those who did
not cannot be concluded. Third, it is difficult
to attribute the changes to the PFS scores
to only the EBP, since many clients also
received supplemental services such as case
management, counseling services, and basic
needs support, among others.

Impact of Services
Qualitative data and survey responses
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Figure 26. HOPES Impact on Families, Staff Survey Respondents
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from staff and participants indicate that
HOPES is reaching families who need the
support and families greatly valued the
services. The interviews and focus groups
with 52 caregivers and 208 staff members
praised the positive impacts that HOPES
services have on children, caregivers, their
families, and communities. The information
in this section is gathered from the
quantitative data from surveys completed
by staff and qualitative data from interviews
and focus groups with staff and program
participants.
Figure 26 above describes which HOPES
services staff believed helped families the

20

0

most. These topics help improve the family’s
protective factors and mitigate the family’s
risk factors.
The majority of staff indicated that HOPES
programming helped families with topics
that are often directly addressed by case
management and the parenting EBPs. These
areas include gaining access to resources,
supporting the child’s social, emotional,
cognitive, and language development.
The areas that staff believed HOPES
programming did not greatly help families
with were regarding parents’ own substance
use, parents’ history of trauma, family
violence situations, and caregivers’ own
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mental health issues, which are critical risk
factors that are linked to child maltreatment.
During interviews and focus groups, HOPES
staff and caregivers highlighted many
positive impacts that HOPES has on families.
The information presented on the next page
describes just some of the positive impacts
from caregivers and staff.

W h a t C a re g i ve rs
Va l u e d f ro m
Pro g ra m m i n g
Relationship with Parent
Educators
Regardless of the program they
participated in, caregivers spoke most
favorably about their parent educators,
expressed by 37 caregivers across 15
HOPES sites. Caregivers reported that
they developed relationships with parent
educators based on trust and respect. The
relationship with parent educators keeps
caregivers actively participating in the
program. One mother who was leaving an
abusive relationship stated:

“

...I shed my tears out and I told [my parent
educator] what was going on. I just locked
myself in my mind and I panicked. I had nobody
to talk to, who to lean a shoulder on. It only
took so much for me to, you know, talk to a
stranger that understands me.
— Parent, HOPES participant

The Curriculum
Caregivers emphasized how insightful
and applicable the curriculum topics and
activities are, and even noted how applicable

techniques were for their older children.
The curriculum topics and materials was
one of the most liked parts of the program
and was mentioned by 20 caregivers across
15 HOPES sites. Caregivers explained that
their parent educator would demonstrate
techniques but would also give them
materials to read and use as resources
for things like potty training, stopping use
of bottles, engaging in tummy time, and
activities to help reach milestones.

“

I would have to say [the most useful thing]
are the things that [my parent educator]
brings. She talks to me about ways to handle
the kids. Even their parenting classes. It all
helps. I try to take what I learn from them and
apply that. [Now] I’m really calm with my kids.
— Parent, HOPES participant

Case Management Services
Caregivers felt the case management
provided by parent educators was incredibly
valuable, mentioned by 20 caregivers at 14
HOPES sites. Case management included a
vast array of services such as connection
with job readiness services, referrals to
medical and dental providers, financial
assistance, transportation, or referrals to
legal services. Other items also included
help with fire alarms, books, car seats, and
practical home safety items. While these
case management services vary from family
to family, caregivers felt the help was
incredibly important and created a deeper
connection between themselves and their
parent educators.
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“

...[my parent educator] helps me with
anything like finding jobs – they can print
out applications for me, [she] took me where
I needed to go to look for a job and other
classes because I’m also involved in Expectant
Hearts, where I take a baby CPR class and goal
mapping.
— Parent, HOPES participant

Tailored Services
Caregivers noted that the flexibility of
the programs allowed for them to continue
participating in the program, expressed by
12 caregivers across 8 HOPES sites. Several
caregivers noted that the flexibility with
scheduling was important and appreciated
how staff tailored program content to fit
their needs. One parent said:

“

...I was pregnant and so they let me stay
on a little bit longer after the baby was born
because it was a big adjustment for [my older
child] and for me... there was some regression
so I needed the extra support there as well.
— Parent, HOPES participant

C a re g i ve r Pe rc e p t i o n
of the Impacts of
H O P ES
Improved Child’s Behavior &
Parent-Child Interaction
Caregivers reported improved parent-child
interaction as a result of the programs,
mentioned by 28 caregivers across 15 HOPES
sites. Caregivers who participated in home
visiting programs discussed how various
activities and strategies presented by the
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parent educator encouraged communication
and improved their interaction with their
child. Many caregivers reported not knowing
about the need to play with their children or
listen to their child’s point of view prior to
participating in HOPES. One mother stated:

“

I thought that being there while they played
was enough. Now I started to play games with
them and they started to pay more attention
and listen to me and tell me what they need.
(Quote translated from Spanish)
—Mother, HOPES participant

Increased Knowledge of Child
Development
Caregivers consistently noted that the
program provided them with invaluable
child development information which was
express by 11 caregivers across 7 HOPES
sites. Caregivers particularly enjoyed
learning information about milestones in
child development. Even caregivers who
had multiple older children reported the
information was helpful to understanding
their older child’s behavior. One caregiver
explained that her parent educator was
able to help her understand her children’s
behaviors by relaying information about
neuroscience. She stated:

“

Learning that tantrums, panic attacks,
flashbacks, and those moments of high
intensity are fight and flight mode and the way
to deactivate the primitive brain and reactivate
your logic rational brain is to flood it with
oxygen— I never heard that.
—Mother, HOPES participant
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Gained Social Support
Caregivers interviewed enjoyed the
opportunities to meet other parents,
mentioned by 6 caregivers across 4 HOPES
sites. Even caregivers participating in
home visiting programs are offered many
opportunities to socialize with other
families. Caregivers noted that these
opportunities enabled them to meet other
parents, make new friends, and share
common struggles. One father stated:

“

They had Father’s Night Out and that really
helped me out a lot because I could relate to
some other men’s struggles as far as going to
work, coming home, then trying to take care
of a kid, and all those things but still trying to
show your daughter or son that you love them
even though you’re tired.
—Father, HOPES Participant

S t a f f Pe rc e p t i o n o f t h e
I m p a c t s o f H O P ES
Empowering Caregivers
Staff and administrators often discussed
how participating in HOPES empowered
caregivers in parenting, as well as achieving
personal goals such as finding a career
or completing education. The impacts
of HOPES services towards empowering
caregivers and families was mentioned in
43 interviews and focus groups across 12
HOPES sites. Staff reported that as parents
learned tools and strategies, they felt more
competent in their parenting. Staff at one
site shared an example of a teen mother who
had very low self-esteem before entering the
program. After participating in the program,

staff saw a big change in her:

“

She’s now [a success]. She comes with the
teen group and she’s a leader in that group
now. She’s one that’s helping the other ones
that were where she was when she first started.
But the confidence level in her and the fact
that she’s been coming so long, the principles
that we’ve been teaching about helping her
with her children are solidified in her mind
where she feels better about being a parent
because she knows what to do when something
happens.
—HOPES Supervisor

Improved Parenting Knowledge
Staff and administrators in 33 interviews
and focus groups across 13 HOPES sites
discussed the value of the education
provided to parents through the programs.
Many highlighted specific educational
components were valuable for parented
such as newborn care, safety, and child
development. Even among families who were
initially skeptical of the curriculum, staff
reported that families found the information
extremely useful. One staff member stated:

“

I’ve seen a growth in the knowledge that
they have. The self-awareness of themselves
as parents, where they went wrong, what
they’re doing wrong, what’s worked, what’s now
working and not working.
—HOPES Parent Educator

Reduced Stigma of Seeking Help
Staff and administrators in 20 interviews
and focus groups across 8 HOPES sites
mentioned how HOPES programming has
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helped overcome the stigmas that prevent
caregivers from seeking support. Stigma
about being a bad parent acts as a barrier
preventing families to participate in HOPES.
Even once caregivers have committed to
the program, parent educators describe a
process of trying to build rapport and trust
with the caregivers. One parent educator
stated:

“

...it’s good to normalize what they’re going
through because some of them [are] a little
hesitant to talk about the behaviors really
happening in the home because they don’t
wanna sound like a bad parent. But then a
couple sessions later, you start to notice
temper tantrums. I think it’s good to let the
them know [that] these are behaviors that are
pretty typical for that age range. Something
clicks for them and they [understand] that’s
[it’s] normal, so now they can talk about it.
—HOPES Parent Educator

System-wide Impacts
Staff in 22 interviews and focus groups
in 11 HOPES sites discussed the positive
impacts across the child, family, and
community levels. As intended by the
theory of HOPES, staff perceived that the
interventions provided to individuals and
families are strengthening communities. One
staff reported:

“

It’s not just that family, but overall it’s
gonna be beneficial for the community. These
kids are gonna go to school ready to learn.
Parents are gonna feel more confident about
their parenting, overall it’s just gonna have a
really positive impact.
—HOPES Parent Educator
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Reduces Risk Factors of Child
Maltreatment
Staff and administrators in 16 interviews
and focus groups across 6 HOPES sites
shared how HOPES reduces stress and risk
factors that can lead to child maltreatment.
Staff discussed that multiple risk factors
are often present in caregivers’ homes such
as domestic violence, substance use and
poverty. One staff discussed how Family
Connections, an intensive case management
program, is helping one family manage their
mental health and financial stability that
in turn reduce stressors that may result in
child maltreatment.

“

She doesn’t have transportation to get
her very needed psychiatric visits. Family
Connections [allows her] to go to her
appointments and get what she needs, go to
her workforce solutions appointments and
things like that to [help] get her feet back on
the ground. [By] taking [care] of all those extra
stressors she has more time to be calm and
collected as possible when she’s handling her
children.
—HOPES Parent Educator

Child Abuse Prevention
Staff and administrators in 22 interviews
and focus groups across 9 HOPES sites
shared how HOPES is directly preventing
child maltreatment. For families involved in
CPS, the programs offer support to stabilize
the family beyond what they would normally
be offered through family based services.
Staff also noted that HOPES is catching
families at risk of CPS involvement and
preventing the need for CPS involvement.

A

One supervisor explained how HOPES is filling that gap in their community
and preventing child maltreatment:

“

We’re going to help with some of the things we think will help [caregivers] be
a better parent and keep your child safe...catching them on the front end before
it gets really serious. I think that sets up success.
—HOPES Supervisor

Data collected from staff and caregivers show that HOPES programs
and services are improving protective factors and mitigating risk factors
in families. Additionally, in the second year of HOPES programming, staff
believe HOPES is working to strengthen communities as whole by reducing
the stigma of seeking parenting help, reducing risk factors by streamlining
referrals, and providing services to at-risk families.

Aa


Aa

Aa

Aa

Aa

Aa

Impact of HOPES
on Community
Collaboration

aA

A

s part of the HOPES grant, sites were required to engage in a
community collaboration addressing the early childhood and/or child
maltreatment prevention. The purpose of such collaborations is to
strengthen the partnership across various sectors within communities to
raise awareness about child maltreatment and outreach to families who would
benefit from additional support. This section will discuss the characteristics
of coalitions, assess how well coalitions are functioning, and highlight
successes and challenges experienced by coalitions thus far. Data used to
analyze collaborations include Quarterly Reports, a voluntary online survey
completed by coalition members and community stakeholders, and focus
groups with 56 coalition members across 10 of the HOPES sites.

aA

aA

C h a ra c t e r i s t i c s o f C o a l i t i o n s
In FY2016, the 16 HOPES sites participated in a total of 15 community
coalitions that address early childhood needs. The neighboring HOPES sites
of Cameron and Hidalgo participate in the same coalition to avoid duplication
of meetings. Rather than requiring the establishment of new coalitions,
HOPES allowed grantees to join existing coalitions that had a focus on early
childhood issues in the community. Figure 27 on the next page provides an
overview about coalitions gathered from community members’ responses
from the online survey and Quarterly Reports submitted to PEI.

aA

aA

aA
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Figure 27. Characteristics of HOPES Coalitions

730/o of

community members had
participated in a HOPES
coalition in the past year.

11/15

coalitions
were established prior to
HOPES.

375

Over
organizations

481/o

ofthe
coalition members have
participated in the coalition for
over 2 years. (n=94)

6

is the average number
of coalition meetings a
coalition member attended
in FY2016. (n=77)

4 coalitions were established from aTexas Home Visiting program/
MIECHV grant.
1 coalition was established from a federal Project LAUNCH grant.
1 coalition was established from a local United Way coalition.
5 coalitions were established by the agency or other stakeholders in
the community.

Sectors that were the most engaged in coalitions were:
1. Non-Profits

participated in local

2.

Child Protective Services (CPS)

coalitions in HOPES sites

3.

Schools

in

FY2016.*

4.

Law Enforcement

5.

Medical Community (medical providers, community clinics)

Note: HOPES coalitions across sites do not all have the same sectors represented.
*Data was gathered from quarterly reports submitted by HOPES agencies to PEI.

Sectors Missing from Coalitions
Several coalitions described that there are certain sectors that are more difficult to engage
in their coalition but whose participation would be helpful to strengthen the coalition.
These sectors include private businesses, caregivers, and local government agencies. The
challenges in engaging with these sectors are presented below. Responses for this survey
question about sectors missing from the coalition was completed by 113 people.

Private Business
Three coalitions and 60% of survey respondents discussed how the business community
would be a great addition to the coalition, but they are difficult to engage. One coalition
member speculated that coalitions need to improve on communicating the benefits of
private sectors participating in child welfare coalitions.

Caregivers
Thirty-eight percent of survey respondents discussed how they would like to engage
parents in their target population in coalitions. During focus groups, coalitions emphasized
how they implemented needs assessments completed by parents to understand gaps in
services to better align the coalition efforts to the concerns of the community. Members
expressed how involving caregivers more closely with the strategies of the coalition would be
beneficial for the community as a whole.
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Government
Additionally, while some communities were able to have representatives from government
organizations, three coalitions and 26% of survey respondents mentioned difficulty getting
those sectors to participate. One coalition member expressed difficulty in getting Women,
Infant and Children (WIC) clinics to participate in their coalition and how important it would be
to have them in the coalition since they are so closely connected with the target populations
HOPES aims to serve.

C o a l i t i o n Fu n c t i o n i n g
Next, this section will explore how well coalitions are functioning using the Wilder
Collaboration Index, which is a validated scale comprised of 20 factors that have been proven
to be critical for successful collaborations. The Wilder Collaboration Index was completed by
101 coalition members from 13 coalitions through the online survey. Coalition members from
Ector and Dallas did not respond to this section of the online survey, with coalition members
from Taylor only providing a partial response to the Wilder Collaboration Index. Scores of 4.0
or higher show strength in the coalition, scores between 3.0 and 3.9 are borderline and may
require attention, while scores of 2.9 or lower indicate concern that should be addressed. The
results presented below only reflected from coalition members who completed the survey.
Overall, the coalitions are functioning very well, with 13 out of 20 factors scoring a 4.0 or
higher, and the remaining six factors scoring in the range of 3.4-3.9. Additional data on the
Wilder Collaboration Index is provided in Appendix E.
The research team has categorized these factors to how they promote Safety, Stability, and
Nurturing within the culture of the coalition and the communities they serve, described in
Figure 28.

Figure 28. HOPES Coalition Functioning, Wilder Collaboration Index
Favorable political & social climate to address child maltreatment:

  
  

4.25

Less
Safe

More
Safe

HOPES coalitions encourage
families to seek access to
resources they need to be safe.

Coalition members collaborate through leadership, organization & communcation:
4.11

Less
Nurturing

More
Nurturing

HOPES coalitions create a
nurturing envionment for
families to seek support through
effective collaboration.

Coalition members strategically plan, adapt well, and have sufficient funds:

  

4.04

Less
Stable

More
Stable

HOPES coalitions are productive
and well-functioning, which
promotes stability.

Based on the scoring, the greatest weaknesses for coalitions are: (1) limited funding and
time and (2) coalitions not yet establishing themselves in the community due to many
coalitions being newly created.
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In addition to the Wilder Collaboration Index, survey respondents reflected on how much
their coalition assisted their agency or community in various areas. The results are described
in Figure 29 below.

Figure 29. Coalitions Benefit Participating Agencies
Coalitions helped agencies strengthen relationship with other organizations, promoted the use of
evidence-based programs, and provided agencies with resources such as meeting space, and materials for
outreach.

SQO/0

68°/o
441/o

of survey respondents said coalitions encouraged inter-agency collaboration.

of coalitions promoted evidence-based prevention programs in their communities.

of coalitions provided programs with resources.

Coalitions were less successful in helping agencies seek funding, targeting recruitment efforts, and
assisting in program evaluation.

71
390~0

of survey repondents indicated that coalitions did not help
agencies seek funding for their program.

l~
o
26 7 0

of survey repondents indicated that coalitions did not assist
in the evaluation of program impact or assisted agencies in
recruiting families from target populations.

Survey data and conversations with coalition
members suggest that coalitions were focused
on streamlining referrals and strengthening
relationships among organizations to increase
awareness about child maltreatment and
leverage resources to support families and
children.

Coalition Strengths
A strength discussed by every coalition we interviewed was the willingness of coalitions to
collaborate to ensure the accessibility of resources to families, which was mentioned 43 times
in 10 interviews and focus groups. The information below was gathered from qualitative data
during focus groups with coalition members and the online survey completed by community
members.
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Supportive Partners
During focus groups, all ten coalitions and 91% of survey respondents (n=109) discussed
that one of the greatest benefits of the coalition was the supportive culture among
stakeholders. Members often discussed how valuable the coalition is in bringing together a
team that unconditionally supports one another. One coalition member expressed:

“

Never have I lived in a community where I felt so supported. At any time, I could call any of these
people, and, they’re right there to help me. This coalition helps us, mentally, with our challenges in
doing this type of work.
—HOPES Coalition Member

Strategic Planning
All ten of the coalitions interviewed discussed utilizing data and strategic planning to drive
their activities and goals as a strength. Coalitions collected and analyzed data such as needs
assessments and asset mapping to drive decisions. One coalition member expressed gratitude
of the coalition using data to strategically plan:

“

...it is always really great to know that there’s someone who is really digging deep on data
because it’s not something that I have time or a lot of capacity for— and so it’s great to just keep
seeing it. Just even in the last eight years, the need [assessment] maps, the shifts in demographics,
the services that are happening and the services that need to happen.
—HOPES Coalition Member

Strong Leadership & Communication
Seven coalitions expressed that their coalitions are successful because of the strong
leadership and clear communication of activities within and beyond the coalition. One coalition
member was grateful for the frequent communication to remind members:

“

The constant communication is really helpful for me because I think I can lose sight of what’s
going on in my program and get so caught up in that kind of day to day that if somebody is not
pinging me ‘hey, remember us over here!’.
—HOPES Coalition Member

Another coalition member discussed how vital the coalition leadership was to keeping
members focused and engaging new partners to strengthen their work:

“

[Our leadership] has kept us refocused back on those strategic plans and helped bring in new
partners that can just strengthen our work. This is just another way that, as an agency, we could
continue to support that work.
—HOPES Coalition Member
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C o a l i t i o n C h a l l e n ge s
Despite the many strengths and
accomplishments of coalitions, coalition
members described some challenges. The
information below was also gathered from
qualitative data from interviews and focus
groups from ten of the coalitions.

Limited Long-term Funding
Two coalitions expressed concern for
the sustainability of their coalition due to
limited stable funding sources. One coalition
member discussed how the coalition
priorities become shifted when funding is
cut:

“

...they’re cutting [some] of our funding so
we’re going to try to figure out what we can try
to take out of this budget and what we need
to keep in but– that was a little surprise we
weren’t anticipating.
—HOPES Coalition Member

Competing Interests
Building on the issue of limited funding,
some coalitions expressed how this scarcity
of resources to support child welfare has
become competitive in communities rather
than collaborative. One coalition described
a challenge of trying to overcome historical
competition between neighboring counties:

“

It’s very hard to get people to work
collaboratively. Because everybody has been
protecting their own turf for so long.
—HOPES Coalition Member

Coalition
Ac c o m p l i s h m e n t s
Coalitions were excited to share their
accomplishments and positive changes they
are seeing in their community. Long-term
goals of the coalitions were focused on
improving school readiness among children,
greater community awareness about child
maltreatment, and ultimately the prevention
of child maltreatment in their communities.
This section highlights some of the
accomplishments discussed by members
across coalitions.

Increase Collaboration Among
Providers
Every focus group mentioned an
overarching goal of increased collaboration
across agencies and sectors to improve
linkages across services for families. One
coalition member expressed how this
collaboration has strengthened service
delivery to families:

“

I think something that’s been really helpful
is getting to know all of the big players with the
same sort of initiatives. So, we all want to help
families, we all have our little specific ways
in which we do that, but getting connected to
make sure that the community at large is being
served as well as possible.
—HOPES Coalition Member

Increase Community Awareness
Eight coalitions discussed how they are
making significant process towards their
goals of increasing awareness of child
maltreatment in their community and
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improving access to child maltreatment
prevention resources. Several coalitions
organized large community events for the
National Child Abuse Awareness Month in
April 2016. The success in raising awareness
about child maltreatment prevention and
reducing stigma around families seeking
help was mentioned ten times. One coalition
member explained their strategy of training
staff who interface with families and
children:

Advocating for Child Welfare
Policies

...we do a lot of training and education with
daycare workers, teachers, and within the
hospital...so the more people that can know
about all the different resources, I think better
that helps us really recruit families to be a part
of our programs.

Coalitions are most successful in
implementing community-level changes if
they have stable funding to plan for longterm goals. Consistent funding ensures the
stability of coalitions to continue building
capacity to prevent child maltreatment in
their communities. When asked whether
the coalition would continue if funding from
HOPES ended, coalition members offered
mixed responses. Some felt hopeful that
the coalition would find a way to remain, as
stated by this coalition member:

“

—HOPES Coalition Member

Trainings & Professional
Development
Seven coalitions mentioned utilizing the
coalition as a venue to share trainings and
tools to colleagues and leverage resources
to bring in professional development
opportunities for staff working in the field of
child welfare. Training professionals ensures
direct service staff are equipped with the
skills to how to best support families. One
coalition member was grateful for the
training opportunities:

“

...three of my early childhood teachers
went [the training] and loved it. I think that
continuing those as they plan to and deepening
those is great. And then we were lucky, too,
to get trained through Project HOPES for the
Triple P curriculum.
—HOPES Coalition Member
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An important strategy in establishing
community-level changes is by implementing
policies that ensure child safety and
wellbeing. Three coalitions discussed how
their coalition is advocating for policies to
ensure the safety of children within their
community.

Sustainability of Coalitions

“

…the more programs are growing, we’re
finding that more of our foundations, and other
places, here, are willing to start helping us,
financially, keep these programs going.
—HOPES Coalition Member

However, two coalitions, which happen
to be in rural areas, expressed concern
for long-term sustainability due to
economic instability in their community
and historically low trends of funding for
prevention programming:

A

“

…geographically, [our community] has less prevention funding than any other
district in the state. It had zero up until the HOPES grant came back. Our two
biggest employers are [a university] and [health provider] so they’re not going to
give grant money – they’re looking for grant money.
—HOPES Coalition Member

RECOMMENDATION

Aa

Provide guidance and support for coalitions on how to address
sustainability concerns.

Aa

Aa

Our evaluation shows that coalitions are successful in developing realistic
goals and executing activities to promote community awareness about child
maltreatment prevention and streamline referrals to better serve families.
The increasing concern of sustainability of the coalitions is a looming concern
for community members who believe their significant strides will be lost if
funding were to disappear. PEI should strengthen support directly to coalition
members on exploring ways and opportunities to address sustainability in
order for coalitions to enhance their work that create lasting community-level
changes toward preventing child maltreatment in their community.



Aa

Aa

Aa

Organizational
Strengths &
Challenges

aA

T

his section of the report addresses the fourth research question,
“What are the organizational strengths of HOPES and what are some
opportunities for growth?” This section will discuss the organizational
strengths and challenges of HOPES from the perspective of supervisors/
administrators who manage HOPES.

S u p e r v i s o rs & Ad m i n i s t ra t o rs : S t re n g t h s
a n d C h a l l e n ge s
This section will discuss the organizational strength and challenges of
start-up (HOPES I start-up compared to HOPES II start-up), hiring staff, and
the agencies’ policies and procedures on screening risk factors for families
participating in HOPES. Data is gathered from the online survey completed
by staff and from qualitative data gathered from interviews and focus groups
with HOPES staff, supervisors, and administrators.

aA

aA

Strengths: Start-up
The start-up process of implementing a grant is defined as the time between
being awarded the grant to when the agency first implements services.
During this start-up time, agencies awarded HOPES funding must undertake
many different organizational tasks such as hiring qualified staff, attending
extensive trainings, recruiting for clients, and for some agencies, acquiring
space to house the new programs.
In FY2015, some HOPES I sites were delayed in implementing the program
since there was no built-in start-up time in the HOPES contract. However
for FY2016, PEI built-in start-up time for HOPES II contracts which greatly
improved the implementation experience for HOPES II sites. In FY2015,
implementation issues experienced by HOPES I staff were primary due to
lack of sufficient time between receiving the grant to providing services
to families and technical assistance and support from PEI and/or EBP
developers. Compared to responses on start-up collected from HOPES I in
FY2015, responses from HOPES II in FY2016 indicated agencies had enough
time to prepare before implementing services and staff received sufficient
support from PEI and/or EBP developers. The specific areas that showed the

aA

aA

aA
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greatest improvement were the improvement
of receiving technical assistance during
start-up (improved by 22% from HOPES I to
HOPES II) and administrators being able to
implement services on time (improved by
23% by HOPES I to HOPES II).
The feedback received from HOPES I sites
and lessons learned throughout the HOPES
I implementation process were valuable
and enabled PEI to provide more technical
assistance and include time to prepare for
program implementation for HOPES II sites.
Although HOPES I and HOPES II agencies
are different in capacity and structure, we
can attribute the smoother implementation
experienced by HOPES II to changes PEI
made to better support agencies.

Challenges: Hiring Staff
Hiring staff and high staff turnover was
mentioned by staff and administrators
in 31 interviews and focus groups across
15 HOPES sites. Many sites had turnover
issues related to finding staff who were
well suited for home visiting and finding
Spanish-speaking parent educators. Figure
30 describes HOPES staff perception of the
severity of staff turnover.

Figure 30. Perception of Staff
Turnover, Staff Survey
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During interviews and focus groups,
specific challenges related to hiring staff
and staff turnover was discussed across the
majority of sites discussed below.

Bilingual Staff & Cultural
Competency
Challenges in hiring bilingual staff was
mentioned at 6 HOPES sites. In most cases,
staff mentioned that their team had bilingual
staff dedicated to HOPES, but other sites
reported difficulty in finding qualified
staff who were also bilingual. Staff also
acknowledged the need to provide culturally
competent services to clients. In one case,
an agency hired a member of a tribe in order
to recruit and provide services to tribal
families. Another site reported wanting to
do more outreach to the African-American
community in their area. One supervisor
expressed how challenging it is to get even
an applicant pool of a Spanish-speaker:

100
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“

...having a parent educator that knows
Spanish, is a definite asset. We don’t have
that right now...last time I hired a month and
a half ago, I had about 90 people apply for
my positions, [and] not one of them spoke
Spanish.
—HOPES Administrator

Specialized Backgrounds
Administrators discussed shifting towards
hiring staff with a social work or psychology
background rather than individuals with only
an education background. The professional
mental health experience of staff is
extremely useful for parent educators when
intervening during crises. One administrator
said:

“

...I do have a couple of staff who do have a
mental health background and so they get it
more readily. And so, they’re good in [helping a
family experiencing] a crisis.
—HOPES Administrator

S c re e n i n g fo r R i s k
Fa c t o rs
As discussed in the section on caregiver
characteristics, HOPES serves families with
multiple risk factors for child maltreatment.
In addition to parent educators collecting
risk factors required by PEI, some agencies
implement programs that use screening
tools (e.g. screens for developmental delays
in children by PAT) or agencies use their own
screening tools to screen for risk factors
(e.g. screening for domestic violence). For
example, in the Harris HOPES site, UT Health
Science Center screens for risk factors as
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part of a referral process to recruit at-risk
families to HOPES the SEEK Model screening
tool. SEEK (Safe Environment for Every Kid)
is a short survey implemented by providers
at pediatric clinics that screens for parental
depression, parental substance use, harsh
punishment, parental stress, intimate
partner violence, and food insecurity—
all risk factors for child maltreatment. 29
Screens are valuable to gather a deeper
understanding of the risk factors faced
by families and allows parent educators
to develop a targeted service plan at the
beginning of services.
Figure 31 on the next page describes
the percent of staff who indicated they
implement various screens for HOPES
participants completed by 152 staff.
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Figure 31. Screening for Risk Factors & Referrals, Staff Survey
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Strengths: Screening for Child
Development, Poor Parenting, &
Resource Needs
According to staff survey responses, most
staff (73%) reported that their agency
screened for developmental delays of the
target child served through HOPES. This is
to be expected since the majority of HOPES
sites implement Parents as Teachers that
includes a development screening for delays
in language, intellectual, social-emotional,
and motor development. Additionally, many
agencies implementing HOPES focus on
early childhood and/or early childhood
intervention (ECI) services which screen for
developmental delays in their established
agency intake processes. The next two risk
factors that staff are screening for are
identifying poor parenting behavior (64%)
and family resource needs (63%). Screens
for parenting behaviors are also part of
many of the parenting EBPs implemented
in HOPES and nearly all programs have a
case management component that identifies
resource needs.

Challenges: Screening for
Severe Risk Factors
Fewer staff indicated that their agency
screen for the family violence (37%),
caregiver’s history of trauma (36%),
substance use (40%), or mental health
(45%). This finding suggests that agencies
either: (1) do not have the capacity or do not
prioritize screens for these risk factors or
(2) agencies do not have the screening tools
and the training to properly implement these
screens. During interviews and focus groups,
staff expressed both of these reasons as to
why they were not implementing screens
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for these risk factors. In several HOPES
sites, staff mentioned that risk factors
such as domestic violence and substance
use were beyond the scope of their job as a
parent educator and did not believe it was
appropriate for them to focus on domestic
violence with caregivers.
Substance use was mentioned as an
issue that impacts child maltreatment
in all 16 HOPES sites, but the majority of
staff indicate that caregivers experiencing
substance use are difficult to engage in
parenting education. Some staff did discuss
that they have some caregivers exhibiting
risky substance use behaviors on their
caseloads, but staff would often find out
later or notice unusual behavior when in the
home. Overall, our data suggests that the
majority of HOPES agencies are not actively
screening for these more severe risk factors
that are integral to address in order to
prevent child maltreatment.

“

...we’ve seen [domestic violence], of
course...it’s something that people are not
forthcoming [about]. But we have run into it
and when that comes into play, it’s beyond
the scope of what we do, it’s not our focus,
domestic violence.
—HOPES Parent Educator

The next component to screening is
a timely and appropriate follow-up for
caregivers who have a positive screen for
a risk factor. Figure 31 on page 69 also
describes the types of follow-up staff
completed after a positive screen for the risk
factors based on responses from 152 staff.
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The top three risk factors that agencies are equipped to provide services in-house are poor
parenting behavior (36%), family resource needs (28%), and caregiver mental health (24%).
Since all HOPES agencies implement parent education programs, addressing parenting
behavior is expected to be addressed by HOPES staff directly. Most HOPES agencies have
resources such as a food pantry, diapers, and for some agencies, allocate funds for rent or bills
for families. Additionally, some HOPES agencies have a licensed counselor in-house to provide
counseling services directly to HOPES families.
The strong collaborations made during coalitions allow HOPES agencies to streamline
referrals to better support families. Although some HOPES agencies have Early Childhood
Intervention (ECI) services in-house, many agencies have had lasting collaborations and
referrals process in place to easily direct caregivers to agencies specialized in addressing child
developmental delays. Furthermore, agencies have close collaborations with the food bank,
housing authority, and WIC offices. For caregivers experiencing violence, agencies reported
having a close relationship and referral systems in place to easily ensure safety of caregivers.
Staff often supplement direct referrals with more information about the topic. Information
on family resource needs in the community, parenting strategies, and insight on a child’s
developmental delays were readily available and provided to families. Some sites had case
managers who solely assisted with referrals and information for families, while in other sites
parent educators were also tasked with researching topics of where to find resources to share
with families.

Less than 16% of staff said their agency
had policy or were unaware of a policy to
follow-up on risk factors.
Overall, HOPES sites had agency policies on how to follow-up for a positive screen for these
risk factors. The risk factor that staff indicated there was no policy or staff were unsure of
what policy was of positive screens was regarding substance use (16%). Although many staff
discussed scarcity of resources in the community to address these risk factors, this data
suggests that some staff could benefit from greater guidance on what to do when a caregiver
is in need of interventions.

RECOMMENDATION

Encourage agencies to expand services that address known risk of child maltreatment
such as substance use, family violence, and mental health.

Based on this analysis, PEI should encourage and guide all HOPES agencies to screen for
risk factors for substance use, mental health, trauma, and family violence and develop clear
policies on how direct staff are to support families upon a positive screen. Although not all
sites have the capacity to provide direct services to address these risk factors in-house, many
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HOPES sites have strong collaborations with other organizations and resources within their
community to link families to support. Screenings will help parent educators understand the
concerns of the family sooner before crises occur and will help mitigate any future risks of
child maltreatment. PEI should ensure that all HOPES sites have the appropriate tools and
training to confidently screen for risk factors and assist agencies in developing policies.

•••
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Direct Service Staf:
Strengths and
Challenges

Aa

T

his section will discuss the strengths and challenges experienced by
direct service staff about the following topics: (1) caseload, (2) work
environment, and (3) burnout. Data is gathered from the online survey
completed by staff and from qualitative data gathered from interviews and
focus groups with HOPES staff, supervisors, and administrators.

Caseloads
Aa

Aa

Issues with caseload size was one of the more common implementation
challenges mentioned during interviews and focus groups with staff at 12
HOPES sites. Staff and administrators also discussed caseloads as being too
high. Multiple programs including Parents as Teachers (PAT), Nurse-Family
Partnership, and SafeCare have maximum or “full” caseloads for each parent
educator. Steady referrals allow staff to keep full caseloads and reflect the
need of services in community. Figure 32 shows information about caseload
as indicated by HOPES staff.

Figure 32. PAT & SafeCare Requirements & HOPES Staff Caseload
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Direct service staff were asked about the average number of home visits
they completed per month. Of the 78 staff who responded, the majority
Aa

Aa

100

of staff implemented PAT (n=44) and second largest group of staff who
responded implemented SafeCare (n=15). The remaining EBPs had 5 or fewer
responses from staff and were therefore excluded from the graph. Staff
implementing PAT and SafeCare conducted a similar number of home visits
per month.
The survey also asked direct service staff to rate their caseloads. Based
on survey respondents, only direct staff who implement PAT and SafeCare
responded to this question. Overall, 34% of respondents said they had room
for more cases, 52% said they had a full caseload, while 29% of PAT home
visitors stated that they had too many cases on their caseload. None of the
SafeCare respondents indicated they have too many cases. This suggests
that the quantitative data collected from the online survey and qualitative
data collected from interviews and focus groups about caseload are
inconsistent.
Caution should be taken when interpreting survey results on caseloads
as many factors impact caseloads. For example, different EBPs require
different frequencies of home visits, such as once or twice per month, to
once or twice per week. The different EBPs also differ in their caseload
recommendations. Also, some staff members might be assigned solely
to work with clients one-on-one through home visits, while others might
split their time doing home visits and teaching classes with caregivers or
children. There was insufficient information in the survey data to better
understand the impact of these different factors.
In contrast to survey responses, during focus groups staff at some sites
felt they had too many clients on their caseload. Specifically, staff shared
their frustration of having a high caseload and being able to timely complete
all the paperwork, travel to distant homes, and provide case management
support beyond parent education for higher risk families. The next section
will go into more detail about these strengths and challenges reported by
HOPES staff.

aA

aA

aA

S t re n g t h s : S o m e E B Ps a re F l ex i b l e
While some programs experienced challenges in meeting the prescribed
caseload numbers, other agencies reported positive changes made by the
EBP developers to be more flexible in implementing the curriculum for highrisk families. One supervisor was grateful for the growing flexibility by the
EBP developer to help increase retention:

“

aA

… Parents as Teachers has, over the last couple of years, evolved to that
feedback that we’ve given, like hey, it’s kind of not fair if you ding us for this
because it’ll increase our retention...
—HOPES Supervisor

aA

aA
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C h a l l e n ge s :
Documentation,
Re p o r t i n g , & B a l a n c e
Focus on Numbers
The primary challenge staff discussed
about caseloads was the extreme focus on
numerical outcomes measured by PEI and/or
the EBP curricula, mentioned in 11 interviews
and focus groups across 6 HOPES sites.
Staff discussed how this scrutiny on meeting
numbers increased stress and lowered the
quality services for families. For example,
one staff member said:

“

It feels like it’s not individualized. It’s
based on the number of people who have been
there the months. That’s not capturing, as I
said before, it’s not capturing all of the gains
and goals that families have met.
—HOPES Staff

One supervisor expressed the setbacks
of dropping off disengaged families, rather
than having those families stay on cases:

“

...I think in the past I might have said, we
should be able to keep clients for longer,
or whatnot. But now we really need to be
identifying disengagement earlier. I think it
would be nice if it didn’t count against us in
certain ways, if we were to be rewarded for
catching disengagement early, an incentive to
be able to say here are the top ten red flags for
a client that’s not ready to engage in parent
education.
—HOPES Supervisor

Overall, PEI and the EBP developers are
working with staff to mitigate some of the
reporting challenges. HOPES staff would
like to receive more flexibility in the how
services are delivered (e.g. time frames to
submit paperwork and caseload) and an
opportunity to individualize goals and to
capture growth.

Excessive Paperwork
At 13 HOPES sites, staff and administrators
expressed dislike of the paperwork required
as part of their job. They felt they had
paperwork requirements from multiple
sources was sometimes redundant and
took a substantial time from their ability to
implement programming to families. Staff
and administrators noted that multiple
entities required paperwork which includes
PEI, their EBP developer, the evaluation
team, and agency paperwork. Sites that have
lead agency-subcontractor structure may
also have paperwork for the lead agency.
One staff member expressed the challenges
of completing all the required paperwork
within the first 90 days for participants.

“

...it is very paperwork-heavy, especially
those first 90 days, because we have
paperwork that we have to do, and then we
have 90-day requirements through PAT, and
state assessments that need to be done within
the first 90 days. So the first 90 days is tough.
—HOPES Parent Educator

Time Constraints
Having enough time to complete all the
various tasks was discussed as a challenge
by many staff. The two areas that impact
staff are: (1) traveling to home visits and
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(2) additional time needed to implement
the EBP, especially for families who need
additional case management or who have
multiple young children. In 17 interviews and
focus groups across 9 HOPES sites, staff
expressed the issue of wanting to spend
additional time with families with multiple
needs. During interviews and focus groups
across 10 HOPES sites, time spent driving
to homes was mentioned as a barrier to
effectively managing caseloads. Parent
educators noted that many families lived in
more rural areas and driving to them took a
significant portion of their day. One parent
educator said:

“

...commute times can be really difficult on
caseloads. If you’re driving an hour and a half
to get to and from a visit, that’s an hour and
a half out of your day. If you’re driving from
[one side of the city to the other], that took up
my whole morning for two visits, not including
documentation, or anything. So, it’s like how do
we meet the needs of our clients, but also meet
the needs of our program, and where’s the
balance in that?
—HOPES Parent Educator
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Balancing EBP Curriculum with
Case Management
The balance between providing an
evidence-based curriculum and case
management continues to be a struggle for
parent educators. At 7 HOPES sites, parent
educators discussed how they felt rushed
to provide the curriculum to meet fidelity
despite a parent having a more pressing
concern. Some sites had a separate case
manager for families that helped define clear
expectations for families of the roles of the
parent educator and case manager. However,
for most HOPES sites the parent educator is
also the sole provider of case management
services. One staff explained that families
often set up unrealistic expectations in
terms of case management:

“

With some of my families we’ve gone full
force with case management, with that being
the focus as opposed to the parent child
interaction and what our program is really
intended for. Then they kinda lose sight of what
the program was really about.
—HOPES Staff

Cancellations & Meeting Fidelity

Lack of Flexible Work Hours

Cancellations of scheduled home visits
is common for higher risk families, which
leaves staff struggling to maintain fidelity to
some EBP models. One parent educator said:

At some sites, program staff noted that the
combination of travel time, cancellations,
and the numbers of families on their
caseload might be manageable if they had
more flexibility in their schedules. One
HOPES staff noted the pressure to not work
more than their allotted time. One staff
member expressed her concern for not
having that flexibility of work hours:

“

...[I] scheduled three clients and it’s at least
45, 50 minutes to an hour to one client, and
then you get all the way there and they don’t
cancel, they just no-show. And so you’re a little
bit frustrated now.
—HOPES Parent Educator
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“

But you can’t flex time enough sometimes. If you flex too much, you’re not gonna get your
40 hour week and then if you – So, I don’t know. It’s frustrating because social services is one
of those things that’s very difficult to do your 40 hour week.
—HOPES Parent Educator

S t re n g t h : Po s i t i ve Wo r k E n v i ro n m e n t & S u p p o r t
Staff raised various issues related to their work environment and support. In general, staff
found their work places to be supportive. Figure 33 describes how 85 HOPES staff responded
to questions about having a positive workplace environment and support.

Figure 33. Staff Perception of Workplace Support
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Overall, HOPES staff who responded
to this survey question indicated that
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management foster a supportive work
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During interviews and focus groups,
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staff and administrators expressed
challenges of finding high-quality and
affordable professional development opportunities for staff, especially in rural areas. With
limited funding, it is also challenging for smaller agencies to allocate time and resources
for professional development opportunities for staff. However, ensuring staff gain access to
professional development opportunities will strengthen the skills for staff to more effectively
serve families.

UPPER MANAGEMENT/LEADERSHIP
SUPPORTS THE WORK THAT I DO

88%

S t re n g t h : M i n i m a l S t a f f B u r n o u t
The online survey completed by HOPES staff also asked questions to gauge staff burnout
through the Counselor Burnout Inventory, a validated scale that indicates burnout among
social services staff. The scale is composed of 16 questions that are divided into five
subscales of Exhaustion, Incompetence, Negative Work Environment, Devaluing Client, and
Deterioration in Personal Life. The results of these responses collected from 107 HOPES staff
is described in Figure 34 on the next page.

HOPES FY2016

HOPES FY2016 REPORT

Figure 34. Staff Burnout
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Overall, most HOPES staff did not indicate a concern for staff burnout. The areas that were
most highly ranked by staff were related to exhaustion (20%).
In the second year of HOPES, there has been some improvements in the administrative
processes of implementing HOPES, namely a smoother start-up experience by allowing more
time for sites to prepare before implementing services. Administrators experience challenges
in hiring staff, particularly in hiring staff who are bilingual or of diverse backgrounds. Another
suggestion for PEI is to provide guidance and tools for agencies to screen for risk factors and
establishes next steps for positive screens. Staff who provide services to families (e.g., parent
educators, counselors, case managers) discussed challenges with their caseload and workload
citing full caseloads, lengthy distances between home visits, and families with complex needs
result in a strain in their day-to-day work, however staff overwhelming felt supported by their
supervisors and managers and did not experience high burnout.
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Evidence-based
Practices
Aa

H

Aa

Aa

Aa

Aa

Aa

OPES requires that
each site implement Figure 35. Staff Responses to Select
a service or program Questions from the EBPAS-50
that uses an evidence-based Evidence-based practices are sometimes
limiting. Staff said:
curriculum. The majority
• EBPs are too narrowly focused. (38%)
of HOPES sites utilized
• EBPs are not useful for families with mutiple
evidence-based parenting
problems. (34%)
program to fulfill this
• EBPs do not allow for adaptions for the
requirement. While there
indvidual needs of families. (28%)
are many strengths to using
• EBPs are too simplistic. (24%)
EBPs there are also some
• EBPs detract from connecting with the
drawbacks. This section
family. (19%)
explores these strengths and
challenges of implementing Evidence-based practices monitor extensively,
EBPs in HOPES by analyzing but it is expected among staff. Staff said they:
• prefer to work without oversight. (61%)
data from interviews and
focus groups with staff and
• their work does not need to be monitored. (34%)
surveys completed by staff.
Evidence-based practices are effective at
This section will discuss
balancing the curriculum with intuition & skills.
staff opinion about EBPs,
Staff said they:
strengths and gaps of EBPs,
• are satisfied with their skills as an educator
and adaptations of EBPs
or home visitor. (61%)
implemented by HOPES staff.
• feel that a positive outcome in a program is
The majority of HOPES
an art more than a science. (34%)
direct service staff have
experience implementing
an EBP. Of 84 direct service
staff who completed the
survey, 63% indicated that
they had previous experience
implementing EBPs, while
37% had not. To get a better
understanding on staff
attitudes towards EBPs,
HOPES staff were asked to
HOPES Staff & EBPs
answer 11 selected questions

from the 50-item Evidence-Based Practice Attitude Scale (EBPAS). This
scale measures a practitioner’s attitudes toward adopting and implementing
new evidence-based interventions and practices. The full scale consists
of twelve domains, however this survey included the three domains of
monitoring, limitations, and balance. The monitoring domain measures
whether staff have negative perceptions of oversight by supervisors, the
limitations domain measures whether staff believe the EBP is limited in
its ability to address client needs, and the balance domain measures staff
perception that the EBP requires a balance between program fidelity and
adaptation. Figure 35 on the previous page presents these findings from 58
staff who completed this survey question, grouped by the three domains.

aA

EBPs Are Not Limiting
The majority of staff did not consider EBPs as too restrictive in meeting
client needs. However, 38% believed that EBPs are too narrowly focused
and 34% of respondents indicated that EBP models are not useful for client
experiencing multiple problems. This is consistent with the staff concerns
during focus groups when describing the challenges with serving high risk
families who experience multiple risk factors. Despite some challenges in
individualizing the curriculum for specific families, the majority of staff
(72%) mentioned that EBPs did not detract from the ability to connect with
clients. In fact, one fatherhood specialist discussed how using the EBP
curriculum provided credibility and helped build that trust between him and
the father:

aA

aA

“

I think [the EBP] leads to credibility. To where [the parent] can ask you this or
I can talk to you about this...if you didn’t have a curriculum and you just showed
up and it’s not the same.
—HOPES Fatherhood Specialist

Monitoring is Not an Issue
In terms of monitoring, the majority of HOPES staff indicated that they
did not have a problem having their work monitored. However, 61% of staff
said that they preferred to work without oversight. Since most staff have had
experience with EBPs, many expect monitoring and tracking as part of their
work.

aA

Balance
Finally, in terms of balance 97% of respondents felt satisfied with their
skills as a parent educator while over two-thirds (68%) believed that a
positive outcome is an art more than a science. This suggests the majority of
staff feel that adaptations to EBPs are useful in getting a positive outcome
rather than adhering exactly to program fidelity.

aA

aA
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S t re n g t h s & G a p s
o f Ev i d e n c e - b a s e d
Pro g ra m s
EBPs are typically expensive and require
a great deal of training for those who will
be facilitating the program. Despite the
comprehensiveness of some evidence-based
curricula, staff indicated there were gaps
and missing aspects to the curriculum. This
section describes the primary strengths
of EBPs and the gaps of EBPs described
by HOPES staff from interviews and focus
groups with staff and participants.

Strengths of EBPs: Curricula
& Activities are Valuable for
Families
Many staff and caregivers interviewed
believed the curricula was effective and
valuable for families. Staff often proclaimed
that the EBP curricula and materials were
a core strength of HOPES, specifically the
strength-based approach of the curricula,
parent-child interaction activities and
education, including appropriate discipline
strategies were mentioned in 55 interviews
and focus groups across 15 HOPES sites.
One caregiver said:

“

...[my parent educator] gives me handouts
and I look over it... it gives me parenting tips
like how to help your child develop mentally
and express themselves. It has helped a lot
with [my son’s] behavior.
—HOPES Participant

A particular strength of the curriculum
was the information on early childhood

development, which was mentioned in
19 interviews and focus groups across
8 HOPES sites. Staff highlighted that
understanding the appropriate behaviors
and developmental expectations for children
was a major gap of knowledge among
families. One mother who participated in
HOPES discussed the insight she received
from the childhood development portion of
the curriculum:

“

...I’ve learned that milestones are all so
different... I started to learn that things are
actually okay, they’re doing the things they’re
supposed to be doing – because I think
that’s my biggest fear, from having already
experienced it. So, I think that’s the thing that
I have learned the most – what is normal and
what is not – if they’re going the right way.
—Mother, HOPES Participant

Gaps of EBPs: Curricula is Not
Designed for All Populations
Despite the strengths of the EBP curricula,
staff also discussed several drawbacks of
EBPs. In 17 interviews and focus groups
across 11 HOPES sites, staff and supervisors
identified areas where the curricula were
not completely meeting the needs of
families. While there were components
of the programs that were well liked by
staff and participants, there were gaps in
curricula topics, materials, and strategies.
Staff and supervisors at 4 HOPES sites felt
that the content of the curriculum assumed
caregivers had basic information about child
development when many caregivers did
not. Some curricula also make assumptions
about families’ living environments
assuming all families have private spaces

HOPES FY2016 REPORT

with modern household features. For
example, parent educators working in
colonias discussed that activities like tummy
time are difficult to model with parents and
children because homes do not have a clean
floor and it is often a dirt floor with debris. 30
In other situations, families living in multifamily households or emergency housing
situations make it difficult to discuss
caregivers’ concerns privately. One parent
educator provided an example how the
curriculum information about safe sleeping
is unrealistic for families living in multifamily residences:

“

...there’s a tip sheet on safety and it is
aspirational in terms of our families coming in
who are in shelters, transitional housing. [The]
safety tip sheet on how to be safe that talks
about co-sleeping and everybody needs their
own bedroom, that’s not where our families
are.
—HOPES Parent Educator

Lack of Supplemental Guidance
for Educators
HOPES staff and administrators in 17
interviews and focus groups across 11
HOPES sites discussed the lack of guidance
in the curricula/training. In most cases, staff
had to supplement the EBP curriculum with
information gathered their own research due
to the parent educators’ lack of experience
and knowledge in a particular area. For
example, parent educators requested for
more information about how to deliver the
EBP to parents who have intellectual or
physical disabilities, mental health issues,
and substance use issues. Additionally,
many staff discussed the need of adapting
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the curriculum for children with a spectrum
disorder. In group settings, sites have
overcome these gaps in the curricula by
bringing in guest speakers to discuss
some of these topics, however, educators
requested for more opportunities be trained
on these topics to be able to meet the
needs for families. One HOPES supervisor
discussed how Triple P is not an effective
curriculum for families with infants or
families who have struggled with domestic
violence or substance abuse:

“

...[One of the parent educators] has
developed a long list of all of the things
that she wishes she was trained in to deliver
[that are infant-focused]. Triple P has great
handouts, fact sheets, or tip sheets on infant
care, and we’ve used those. But then the
domestic violence and substance abuse, I think
that falls outside of Triple P, so we’re happy
to bring in a speaker to do that. But the infant
piece, I know they’d like [more guidance to
implement the program for families] with an
infant or toddler.
—HOPES Supervisor

Literacy Level & Translations of
Curricula
Staff in 6 interviews and focus
group across 6 HOPES sites discussed
experiencing issues with translations
of bilingual curricula materials and the
advanced reading level for some curriculum
materials. Staff felt that some handouts use
technical language that was well above the
reading level of their clients. One staff said:
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“

I was very frustrated with the book I was
using because it was very collegiate. And even
if I Xeroxed copies and gave it to them to read,
it was like they weren’t going to read that.
—HOPES Parent Educator

Since EBPs generally require educators
to follow protocols, staff reported feeling
dis-empowered to adapt any content for
families. In particular, staff at 4 HOPES sites
felt that some of the Spanish translations of
materials was not accurate for the dialect
of Spanish spoken by families participating
in HOPES. There are also translated videos
in one curriculum that are difficult for
caregivers to understand since the Spanish
version of the video was poorly translated. At
least one curriculum had materials that were
not translated into Spanish but staff were
currently in communication with the EBP
developers to get the translated materials.
This suggests that some EBPs implemented
in HOPES are not easily implemented for
diverse populations.

Pa r t i c i p a n t Fe e d b a c k
A b o u t E B Ps
Overall, HOPES participants expressed
many positive feelings about the benefits of
the HOPES program and EBP curricula and
materials. When pressed for any suggestions
for improvements, the most common
critique from participants was that certain
programs were too short in duration, which
was mentioned in 8 interviews at 8 HOPES
sites. Other parents wished the program
would extend to older children and a few
requested that program curriculum include

more information and skill-building around
finding jobs and assistance with becoming
financially stable.

Ad a p t a t i o n s t o E B Ps
Due to some of these gaps and limitations
of EBPs, adaptations are necessary in
order to effectively implement programs
to meet the needs and have the intended
program result. This section aims to better
understand the frequency of adaptations,
types of adaptations made, and for what
reasons adaptations were necessary. Figure
36 describes how confident staff felt in
understanding the core requirements of the
EBP they implemented. When staff are aware
of a program’s core components then any
adaptations they make are less likely to lead
to negative outcomes.

Figure 36. Knowledge of the Core
Components of the EBP
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Of the 114 staff who completed this question,
the vast majority of survey respondents (91%)
feel confident in understanding the EBP core
components.
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Figure 37. Percentage of Staff that
Made Adaptations to EBPs
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49%

made no
adaptions

Figure 37 shows that just over half of
staff members (total n=112) reported
making modifications to the EBPs and EBP
adaptations was mentioned 24 times in 18
interviews and focus groups across 7 HOPES
sites. Staff often discussed various additions
or modifications to the EBPs to tailor to
the unique needs of the families served by
HOPES.
Certain types of adaptation can have a
positive impact on outcomes, especially
those done to improve cultural competency,
adaptations that are planned ahead of
time, and adaptations that preserve or
enhance the curriculum’s core components.
One parent educator expressed how the
curriculum should be adapted to help
address trauma and crises experienced by
the families:
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“

I think that in times [of crises] Triple P’s
actual curriculum becomes more, and more
difficult to implement to fidelity because
Triple P doesn’t address trauma, Triple P
doesn’t address crisis. It’s meant for the ideal
situation where families visit you in an office
setting, the children are present, you get to
meet with them in this box and that’s not what
we do in the community, it’s just not just the
reality of our families. I think a lot of times
Triple P, specifically, becomes more difficult to
implement with families that are in crisis, or
have a lot of trauma.
—HOPES Parent Educator

Figure 38. Staff Knowledge of Agency
Policies on Adapting EBPs
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When the survey sought to identify staff
perception on their agency’s policy regarding
adaptation of EBPs, only 31% of respondents
stated that their agency actively promoted
100% fidelity to the model. This suggests that
agencies are aware that EBPs are not a perfect
match to the families they serve and require
adaptations. However, 19% of staff were
unsure about the policy their agency had
about adaptation of EBPs. This may indicate

100
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that some agencies have not formally discussed EBP adaptations and staff are making
adaptations independently.
The staff survey also aimed to understand the common reasons for adaptations in order to
identify any themes in the gaps the EBPs implemented in HOPES. Figure 39 below shows that
staff discussed three main categories for why adaptations were necessary. Responses were
gathered from 53 staff respondents.

Figure 39. Reasons for Adapting EBPs
THERE ARE THREE REASONS WHY STAFF NEEDED TO MADE ADAPATIONS TO THE EBP CURRICULA:

Limited time & resources to implement the curriculum.
290/o made adaptations due to lack of resources or limited resources.
250/o made adaptations due to limited time or competing demands.
170/o made adaptations due to staffing limitations.
Diffculty in recruiting & retaining families.
360/o made adaptations to overcome challenges in engaging
families already in the program.

220/o made adaptations to overcome challenges in recruiting

Family needs are not met by the curriculum.
270/o made adaptations to make the curriculum culturally
appropriate for families.

240/o had to provide supplemental information and
activities to families upon request.

The primary reason why staff made adaptations was to accommodate the culturally diverse
population served in HOPES (27%). This suggests that many EBPs are not fully culturally
competent, whether that is culturally sensitive in content or having accurate translations of
curriculum materials. Parent educators often had to translate the information themselves to
match the reading and comprehension level of clients. One supervisor said:
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“

It’s also not super culturally sensitive. The Stepping Stones curriculum is not even translated
into Spanish, so the curriculum that we are using for the Spanish-speaking families is the standard
curriculum in Spanish and then our parent educator, who is trained in both, can bring some of the
strategies from the Stepping Stones curriculum to the families... but she is taking it upon herself to
translate it and modify the version of the curriculum that she is using.
—HOPES Supervisor

The second most common reason for adaptations to EBPs were to help engage and retain
families (25%). One supervisor mentioned making modifications to the curricula to help
engage teen parents participating in the program:

“

[Teen parents are] hard to stay engaged, even between two weeks...we do modify the plans for
some of those cases. We’re also working very closely with the counselors at the school so that we
can make the visit. So, sometimes, we can see the family, the parents, at the high school in order to
make sure that we have the visit.
—HOPES Supervisor

The third most common reason for adaptation were related to parent educators’ busy
schedule and competing demands (23%). As discussed in the prior section, staff are juggling
large caseloads, paperwork, long travel times, among many other demands to serve families.
The high workload and demands of staff in turn results into adaptations to EBPs in order to
keep up with their caseloads.

“

Honestly, I hardly ever make it out to visit in less than an hour..... that’s not counting the drive
time because the low-income families, it’s about 40 minutes. And then to plan for the visit and then
get those resources that the family has asked for, to find the resources, it all takes time.
—HOPES Parent Educator

Next, the survey asked staff to determine how adaptations were made, if they were planned
in advance or were changed made in reaction to concerns or issue occurring immediately.
Table 6 on the next page presents responses from the 52 staff who completed this survey
question.
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Table 6. Types of Adaptations Made
Adaptation Type

Planned in Advance

In Reaction

Procedural changes

41%

20%

Adapted for language or cultural
relevance

41%

20%

Content changes

29%

31%

Dosage changes

12%

14%

Target population changes

6%

8%

Procedure c hanges inc l u d e c h a n ges to l oca t i on , t i m e, assessme nt , o r re cr ui tme nt pro cess.
Con tent changes inc lu d e a d d i n g /re m ov i n g l esson s or a cti vi ti es.
Dosage changes inclu d e a d d i n g /re m ov i n g t h e n u m b e r of sessi o ns o r cha ng i ng the l e ng th of sessi o ns.

The adaptation that majority of staff planned for in advance were changes in procedures
and cultural/language adaptations (41%) while the most common adaptation that was made
in reaction was about content, such as adding lessons or activities (31%). While content
adaptations were often made in reaction by a case-by-case basis depending on the family’s
needs, some sites discussed how they are planning to discuss sensitive topics with families
by bringing in professional speakers during group parenting events such as domestic violence
and substance use. One staff member discussed how she has gathered resources on her own
to supplement the curriculum:

“

To make sure that they’re getting the best information, or good information, I have to pull
information from other resources, and not the curriculum that I was provided with because it’s not
in there. There’s no information about how to change your baby’s diaper, or developmental areas,
milestones, that they’re gonna meet, or CPR, SIDS, all of that. None of that is in our curriculum.
—HOPES Staff Member

One supervisor discussed how their EBP had activities and curricula that was not
developmentally appropriate for children younger than 3 years:

“

...[the target child is] having to get to a little bit older to where – so maybe by three, four, where
there’s like a significant kind of behavioral issue because [the curriculum is] so much about all
behavioral issues..[which are] kind of irrelevant for the first almost couple of years of life.
—HOPES Supervisor
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RECOMMENDATION
Allow for increased flexibility in programming by shifting to an evidence-informed
framework and adjusting contracting requirements.

Based on the data from survey and discussions from interviews and focus groups, PEI
should continue to encourage agencies to adapt EBPs to best meet the needs and concerns
for families. HOPES staff suggest that not all the EBPs implemented under HOPES are a
good match for the high-risk and diverse populations that are being served in HOPES. The
significant gaps in curricula and adaptations staff must make to the EBP suggest that these
EBPs are not being implemented with true fidelity. PEI should encourage agencies to adopt an
evidence-informed framework to ensure the components and goals of the EBPs are maintained,
but allow for flexibility in dosage and content ensure a family’s success. An evidence-informed
framework uses criteria, techniques, and information from best established research, but it
would also allow for agencies to tailor and adjust the curricula in dosage or topics to best fit
the family and/or population served.
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he next section of the report will address the first part of the final
research question of “What are some strengths and challenges
associated with recruitment and retention?” This section explores
the recruitment and retention of families in EBPs across HOPES sites and
will discuss: (1) the types of recruitment activities conducted by HOPES in
FY2016, (2) the barriers that prevent families from participating in HOPES
programs, and (3) the successes and challenges of retaining families in
long-term EBPs. Data from this section is gathered from the online surveys
completed by HOPES staff and community members and interviews and focus
groups conducted with HOPES staff and program participants.
Figure 40 below describes the types the recruitment activities conducted
by HOPES sites. A total of 152 HOPES staff responded to this question and the
results are presented below.

Figure 40. FY2016 Recruitment Activities & Their Effectiveness
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Staff from all 16 HOPES sites discussed recruiting families at community
events which allowed staff were able to meet directly with families and
explain what the program entails. Some examples of community events
include health fairs, school events, and library events. During community
events, staff often discussed providing a demonstration of a curriculum
activity or have a display explaining the parenting curriculum for families.
The next type of recruitment type ranked by 64% of HOPES staff was “Other”
by 94 staff. While many HOPES staff indicated that another recruitment
strategies were used by their agency, only 11 HOPES staff provided the
specific answers to the types of recruitment strategies which included
door-to-door outreach, recruitment at juvenile correctional facilities,
school social workers (recruit teen parents), and recruitment at private
businesses (retail stores, restaurants, and laundromats). Recruiting at social
service organizations involved HOPES staff talking to families who were
at WIC offices, food banks, workforce offices, among many others. Some
agencies noted they receive referrals directly from CPS, schools (to refer
teen parent), or pediatric offices among others. Advertisements employed
include print, billboards, TV, and radio ads. The type of recruitment activity
that is utilized the least by HOPES staff was social media to promote HOPES
services.
Although outreaching at community events was the most commonly
used recruitment strategy, this evaluation aimed to learn was the most
effective recruitment strategy. Staff were asked to rank the most effective
recruitment activity that best recruits families into HOPES programs. The
results described to the right of the recruitment activity listed on Figure 40.
These findings suggest that HOPES agencies should focus aligning their
recruitment activities to match the effectiveness in recruiting families in
HOPES programs. Agencies should have a greater focus on encouraging
current HOPES families to share their experiences with their friends and
neighbors in order to gain referrals. Additionally, HOPES agencies should
focus on collaborating with other agencies to develop a referral process, or
improve on the existing referral channels with other organizations.

aA

aA

O u t re a c h P l a n

aA

aA

Outreach plans help guide agencies to strategically recruit families into
HOPES and particularly aims to recruit families experiencing higher risk
factors. Often these populations live in isolated or unsafe communities
which make it more difficult to engage with families. While some HOPES
agencies are long-standing non-profits in their communities that are well
known and trusted among various neighborhoods, other HOPES agencies are
new in their community or new to implementing parenting programs and/
or services. Figure 41 on the next page describes the percent of staff who
use an outreach plan to guide their recruitment efforts. Responses to this
question were collected from 113 HOPES staff.

aA

aA
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Figure 41. Percent of Staff Who Use
an Outreach Plan
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39%
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21%
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an outreach
plan

This data suggests that the majority of
HOPES sites are not using a formalized
outreach plan to guide their recruitment
efforts. Although general recruitment
practices such as community events and
referrals are useful methods in enrolling
families into HOPES, those families may
not be the population at risk to neglect or
abuse their children. Developing an outreach
plan is useful for agencies to strategically
recruit families who would benefit the most
from the services and resources provided by
HOPES.
Of the 44 HOPES staff who indicated
their agency uses an outreach plan, 33
staff provided details of their outreach
plan. The described outreach plans were
focused on four topics of: (1) general
community outreach and collaboration with
other agencies, (2) outreach to specific
populations such as families in rural
areas, high-risk populations (e.g., juvenile
correctional facilities, shelters, home-bound
families), (3) cultural competency and hiring

diverse staff, and (4) marketing strategies to
reduce stigma about parenting classes. This
section goes into more details of each of
these four areas.

Community Collaboration
& Engaging with Families in
Outreach
Six HOPES staff stated that their
outreach plan was aimed to establish a
strong collaboration with other community
partners and to directly engage with families
in outreach events. One HOPES staff
member mentioned that their community
collaboration was valuable to help track
clients who move or have frequently
changing phone numbers. The strong
relationship with other agencies proved
valuable when trying to locate a client or
follow-up with a family.

Outreach to Specific
Populations
Fourteen HOPES staff discussed that their
agency’s outreach plan focused on reaching
specific populations that include families
living in rural areas (including ranchettes
and colonias), home-bound families, and
high risk populations. Some examples of
high risk populations were families living at
shelters, high schools to recruit pregnant
teens, and juvenile correctional facilities to
enroll incarcerated teen fathers.

Cultural Competency
Another recruitment strategy that was
mentioned by three HOPES staff members
was ensuring cultural competency of
outreach materials and have a diverse
backgrounds of the parent educators.
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One HOPES staff member noted that their
outreach plan targets Spanish-speaking
population by using Spanish-speaking media
to advertise about HOPES programming.
Another HOPES staff member mentioned
that their outreach plan includes going
to the Mexican Consulate for a training
on cultural competency and conducting
outreach events at cultural events and
celebrations.

Marketing
Two HOPES staff members indicated that
their outreach plan included marketing
strategies. One staff discussed their
outreach plan aimed to remove barriers
that prevent families from participating
and offered day care for low-income
families to enable caregivers participate
in HOPES group parenting sessions.
Another staff member indicated that their
agency marketed HOPES by promoting the
program as child-centered to mitigate the
negative connotation of parenting classes,
such as parents feeling personally judged.
By describing HOPES as a kindergarten
readiness program or an enrichment course
of child-parent engagement, the agency
focused on emphasizing the positive results
HOPES would provide for families. One
staff member indicated that their agency’s
outreach plan included flexibility on offering
sessions at various times.

W h y C a re g i ve rs
Pa r t i c i p a t e d i n H O P ES
IIn order for agencies to improve recruiting
families into HOPES, it is valuable to
understand the motivations of caregivers
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of why they participated in HOPES. The
following information describes the
most common motivations described
by caregivers and HOPES staff during
interviews and focus groups.

Seeking Tools & Guidance to
Address Child’s Behavior
Caregivers were motivated to participate
in HOPES to gain tools to address their
child behavior, mentioned by 14 caregivers
across 11 HOPES sites. Parents noted speech
delays, Down Syndrome, hyperactivity and
other behaviors they simply described as
“difficult.” They felt the program helped
provide them with resources directly and/
or connected them with more specialized
resources. For example, one mother
described not understanding how to interact
with her son who has autism. Through
HOPES, she learned skills that has helped
create an environment in her home where
her son feels secure to play and engage with
his family.

“

[I participated in HOPES to gain a] better
lifestyle. [I] wanted to get the kids back on
track because me being a single mom working
full-time and going to school full-time was
hard.
—Mother, HOPES participant

Seeking Parenting Guidance
Caregivers also participated in the
program because they wanted additional
tools to help their child, mentioned by 21
caregivers across 16 HOPES sites. Three
caregivers noted that they received new
information to help with their child. In
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these cases, the caregivers were already
parenting older children but still felt they
needed additional guidance. Two caregivers
disclosed that they had been abused as
children and wanted to be better than their
own parents. One mother discussed how she
wanted to participate in HOPES to parent
her own children differently than what she
experienced:

“

I had a real rough childhood... I don’t
want her to be raised the way I was. So, that
makes me strive for better for her. [My home
visitor] comes in and helps me and guides me
in the right direction, and showing me how to
give [my child] a different life than I had.
—Mother, HOPES participant

Home Visiting Removes
Transportation Barriers
Caregivers who participated in home
visiting programs reported that they liked
the fact that parent educators came to
their home, expressed by 15 caregivers at
12 HOPES sites. Caregivers reported that
scheduling home visits worked better for
them and they avoided complications in
finding transportation to attend sessions.
One caregiver explained the convenience
participating because it was a home visiting
program:

“

B a r r i e rs Preve n t i n g
Fa m i l i e s t o Pa r t i c i p a t e
i n H O P ES
The primary challenges faced by staff in
recruiting families into HOPES programs
and connecting families to resources are
(1) the barriers of accessibility, (2) ability
to gain trust from guarded families, and
(3) gaining commitment from families. This
section will discuss in depth the different
types of barriers agencies experienced
when recruiting families into HOPES
programs. Figure 42 below describes the
types of barriers that prevent families from
participating in HOPES programs indicated
by 224 staff and community members.

Figure 42. Staff & Community
Members’ Perception of Barriers
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...the fact that they came to the house
made it even easier for me...and I think in their
environment [parent educator] can watch them
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—HOPES participant
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The lack of transportation was indicated
as the top barrier by both HOPES staff
and community members and mentioned
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in 28 interviews and focus groups across
11 HOPES sites. Although the majority of
EBPs under HOPES include a type of homevisiting program, families are unable to fully
participating in all aspects of the program,
such as meeting other parents during
monthly Group Connections meetings as
part of Parents as Teachers or attending
an Incredible Years group parenting class,
due to the lack of reliable transportation.
The reasons for the lack of transportation
varied, from poor infrastructure of roads,
lack of public transportation, and the lack of
resources for families to own vehicles and/
or money for gas. Families who live in the
outskirts cannot always be served due to the
burden of travel and workload for the parent
educators. One staff member highlighted
the barriers of transportation for families
accessing services:

“

...transportation is a major barrier for our
teens and so distance can be a major barrier
for keeping appointments.
—HOPES Parent Educator

Concern Regarding Immigration
The shift of the political landscape
impacted agencies’ abilities to recruit
Spanish-speaking families, which was
mentioned as a barrier 64 times during
interviews and focus groups across 9
HOPES sites. The political climate impacted
families from participating in services for
fear of deportation, despite the legality of
their immigration status. One HOPES staff
members said:
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“

This [fear] wasn’t expected. Who would think
that this would even play a role? And a lot of
our families, most of them are documented but
they may have a family member that’s living in
their household that’s not documented, or they
may have temporary stay here.
—HOPES Parent Educator

Misconception of HOPES as CPS
HOPES staff indicated that many families
had a misconception that HOPES is affiliated
with CPS or participating in HOPES may
lead to a report to CPS, and therefore
avoided to engage with staff. This was a
barrier for many HOPES sites, mentioned
in 56 interviews and focus groups across
15 HOPES sites. This misconception was
particularly an issue among agencies who
never have implemented the EBP in their
community before. One staff member said:

“

Every now and then we’ll get families that
are kind of just like – “well you’re a social
worker, you’re just here to take away my child”,
and so they’re not really open to answering any
further questions about what’s been going on
at home. But, sometimes you can break down
the barrier and say no, that’s not what we’re
here for; we’re here to help you.
—HOPES Supervisor

Stigma of Seeking Support
The stigma associated with asking
for parenting support was mentioned
by 9 caregivers across 8 HOPES sites.
Although home visiting removed barriers
of transportation, allowing someone in
your home is deeply personal and some
caregivers opened up how they were initially
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hesitant of participating because of this
stigma.

“

I was nervous. I’m not gonna lie because I
live in this little bubble. There’s this circle of
trust. Having someone come in was terrifying
to me because I’m like ‘Are they gonna be
judge-y?’ Are they gonna be ‘no, you’re doing it
wrong’.
—HOPES Participant

Cultural Barriers
In 38 interviews and focus groups across
11 HOPES sites, HOPES staff discussed that
cultural barriers prevented some families
from participating, specifically among multigenerational homes. One parent educator
reflected on her experience receiving pushback from grandparents in the participant’s
home:

“

We’ll go in some homes with grandma and
grandpa, or two or three different families
living within, a lot of them will tell you “Why
do you need a teacher? I didn’t have a
teacher coming to my house. Why do you need
somebody to come and teach you?”
—HOPES Parent Educator

Scheduling & Time Commitment
Scheduling and keeping appointments was
a challenge mentioned in 125 interviews
and focus groups across all 16 HOPES sites.
Despite programs trying their best to be
flexible, scheduling still can be a problem.
Particularly for fathers and parents who
work full-time, staff struggled with providing
services when caregivers worked very long
days or non-traditional hours. Additionally,

staff often discussed that HOPES helped
families gain employment and therefore
could not commit to the program due to
scheduling conflicts.

Family is Experiencing Other
Stressors
While HOPES does offer case management
and basic needs assistance, it is primarily a
parent education program. For some families
HOPES is challenging to be engaged in
because families are not stable enough to
focus on improving their parenting skills.
This challenge of serving families in crisis
was discussed in 72 interviews and focus
groups across 13 HOPES sites. One parent
educator described this challenge:

“

The families that are currently undergoing
a crisis situation, it’s obviously really difficult
for them to engage in a consistent way because
they’re just trying to find ways to keep their
family afloat, and survive, and pay their bills,
and live. For those families it’s the hardest.
—HOPES Parent Educator

Referral Challenges
Overall, partnerships with other agencies
to establish referral channels were seen as
a strength. However, at times sites found
issues engaging caregivers in their program
when they were referred to HOPES from
other agencies, which was discussed in 88
interview and focus groups across 13 HOPES
sites. Some sites found a high dropout rate
for families referred from certain agencies
and hypothesized it might have been due
to false advertising of HOPES services
and goals. One staff member mentioned
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challenges with meeting the caseload
requirements due to referral issues:

“

Even if our [target] numbers would’ve
been lower, we still wouldn’t have met the
numbers because we didn’t get the appropriate
referrals...some of it was on our end, but some
of it was on the referral end.
—HOPES Parent Educator

Pa re n t E n ga ge m e n t &
Re t e n t i o n
In addition to understanding the success
and challenges in recruiting families into
HOPES programs, many staff discussed
varying levels of engagement of families
in programs. Some EBPs are long, such as
Parents as Teachers, where families are
recommended to remain in the program
for three years, while other program are
shorter in length, such as SafeCare, ranging
from 5-6 months. Families who remained
in programs often had self-motivation,
reported witnessing improvement during
the program, and had a strong relationship
between the caregiver and the parent
educator which encouraged them to
continue the program.

Self-Motivation
Caregivers’ self-motivation was key to a
family’s engagement in the program that
was mentioned across all 16 HOPES sites.
One staff member provided this example of
motivation from families to improve their
parenting with a history of a CPS case:
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“

...working with families that have had closed
or past CPS cases, really motivates them
a little bit more, as well. Because [parents
express that] they don’t want to lose their
children. So, when [parents] reach out to us I
know I need this help and I really wanted to do
my best, for my children.
—HOPES Parent Educator

Witnessing Improvement
Staff and administrators in 26 interviews
and focus groups across 13 HOPES sites
mentioned that caregivers were engaged
in the program after witnessing an
improvement in their child’s learning,
behavior, or an improvement in their
interactions with their child. Staff often
discussed that once families saw an
improvement in their child, they craved more
knowledge and were more committed to
completing the HOPES program. One parent
educator said:

“

I think [parents] find hope. They have this
dark cloud and then the sun starts peeking
through as they start seeing progress. And
having those aha moments or that selfreflection and actually starting to take some
steps towards achieving their goals.
—HOPES Parent Educator

Relationship with Parent
Educator
Lastly, and perhaps most importantly,
staff and caregivers in all 16 sites expressed
that the strong relationship that families
had with their parent educator was the key
for families to be engaged and continue
the program. During interviews and

97 H O P E S F Y 2 0 1 6 R E P O R T

focus groups, caregivers and staff both
discussed the importance of a trusting
relationship between the caregiver and the
parent educator was an important reason
of why families remained in the program.
One mother discussed how the strong
relationship the participant had with her
parent educator:

“

I open up to [my parent educator] a lot and
tell her about how things are going, especially
with the divorce. So, that way she’s giving me
handouts and telling me about ways to help
with the kids and cope with it and stuff.
—HOPES Participant

of seeking help, for fear of feeling shamed
when trying to seek parenting support.
Figure 43 describes the different referral
sources that HOPES agencies receives
families from indicated by 152 HOPES staff,
with CPS being the leading agency.

Figure 43. Referrals Sources
Indicated by HOPES Staff
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When HOPES was first implemented in
FY2015, it did not allow caregivers with a
substantiated case of child maltreatment
or a current open CPS case to participate
in HOPES programming and services, with
the intention to be a prevention program.
HOPES contracting agencies found this
restriction limiting and felt they were
turning away families who would benefit
the most from HOPES services. PEI valued
this feedback and amended the grant to
now allow HOPES agencies to serve families
with a current or history of a CPS case in
FY2016. In interviews and focus groups,
HOPES staff mentioned that recruiting
families was no longer a struggle since
agencies now coordinate with CPS to directly
receive families. Additionally, removing this
CPS restriction helps remove the stigma
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Strengths of Serving Families
with a History of CPS
Involvement
During interviews and focus groups, staff
discussed the strengths and challenges
of serving families with a history of CPS
involvement. Overall, HOPES sites greatly
appreciated to be able to expand their
services to families regardless of their CPS
history.

Serving High-Risk Population
The majority of HOPES staff are grateful
that PEI changed the contract requirements
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and allow agencies to serve families with
a current or prior substantiated case of
child maltreatment, who they believe would
benefit from HOPE services the most. The
majority of staff interviewed stated that
HOPES is in fact reaching families who are
at a higher risk to child abuse and neglect
by providing services to families with a
current or prior CPS case. One staff member
expressed the need to serve families with a
history of CPS:

“

CPS clients are really receptive. Especially
if it’s the very beginning of the case because
they really want to do everything they can to
get their kids back and stay on top of it and
stuff like that. I think to me personally, that’s
the population that we really need to help.
—HOPES Parent Educator

Referrals from CPS
Many HOPES agencies already have
established referral channels with CPS
and HOPES I sites discussed a drastic
improvement in filling caseloads. By allowing
to serve families with a CPS history, staff
were able to fill their caseloads more quickly
and allowed parent educators to focus on
implementing the EBP rather than recruiting
for families.

Challenges of Serving
Families with a History of CPS
Involvement
Although HOPES staff greatly valued
serving families with a current or prior CPS
case, staff noted that serving this population
is also challenging due to communication
issues between HOPES agencies and local
CPS agencies, as well as the compounding
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stressors and risk factors often experienced
by families with a history of CPS
involvement.

Collaboration Challenges
Between HOPES and CPS
In 17 interviews and focus groups across
6 HOPES sites, HOPES staff discussed that
some of the families who are referred by
CPS believed that participation in HOPES
is mandatory rather than voluntary. Staff
reported that families referred by CPS often
only participate in HOPES until their CPS
case becomes closed, which is much shorter
than the intended program length that
typically lasts from several months to years.
Staff at some HOPES sites expressed
concern that CPS was inappropriately
using HOPES as an extension of CPS.
Staff discussed that some families who
were referred by CPS clearly required CPS
intervention, not just parenting education
services from HOPES. One staff member
gave an example of CPS prematurely closing
a case for a family after learning that the
family was being served in HOPES:

“

One of my CPS case workers, told me that
she closed the case because [the caregiver]
was in our program, because where a person
from [HOPES] is going in to the home at least
twice a month, so they feel like that’s a safe
guard for [CPS].
—HOPES Parent Educator

Multiple Stressors & Risk
Factors
Caregivers and families with a history of
CPS involvement usually have an increased
number of risk factors and are facing major
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life stressors in comparison to families
who did not have a substantiated CPS
case. Oftentimes families are not prepared
to commit to the length of the EBP. Due
to these other stressors and inability to
consistently commit, HOPES staff must
drop these families in pursuit of families
who are more stable to commit in order to
meet contracting requirements. One parent
educator provided an example of a client she
was working with referred from CPS:

“

I had a CPS referral that was just a really
hard case. A really young mom, a lot of issues,
substance abuse issues as well. And I actually
think that we could have made some good
progress, but even with that case where I think
we really kind of – it took a lot to build the
rapport with them.
—HOPES Parent Educator

Difficult to Engage
Additionally, families with a history of
CPS involvement often perceive HOPES as
part of the CPS system and are difficult to
gain their trust, which was discussed by
staff in 12 HOPES sites. Families who had
a negative experience with CPS were wary
to participate in HOPES and assume that
HOPES is just the same. Figure 44 describes
the perception of engagement of families
with a history of CPS described by 86 HOPES
staff.

Figure 44. Staff Perception of the
Engagement Level of Families with a
Current or Prior CPS Case
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Strategies to Engage
Challenging Families
Although staff discuss challenges in
gaining trust among families referred by CPS
or with a history of CPS involvement, HOPES
staff have been successful in overcoming
barriers of distrust and have made strong
relationships with these families. One HOPES
staff said:

“

You know I was surprised because I thought
that as soon as their[CPS] case is closed, I
thought they would stop the program because
it wasn’t required, but really I’ve found that
they do. They continue it... They fall in love
and they just enjoy it and they want [to learn]
more.
—HOPES Parent Educator

Some HOPES staff also discussed how their
leadership encouraged greater attention
and support for vulnerable families such as
families with a CPS history. Four HOPES staff
indicated that their outreach plan included
enhanced community outreach to families
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who are enrolled but difficult to engage (e.g.,
missing appointments, poor communication
with parent educators). For these families,
staff spend more time checking in with these
families by text messaging parents, drop-in
visits even when an appointment was not
confirmed, and additional phone calls that
include words of encouragement. Overall,
HOPES staff report that allowing HOPES
agencies to serve families with a history
of CPS involvement is a positive change.
Although there are challenges with serving
a high-risk populations, HOPES staff believe
they are truly reaching the families who
need support the most and are preventing
recidivism of child maltreatment.
Overall, the majority of HOPES sites
are successful in recruiting families
to participate in HOPES programming
and most sites have similar methods of
recruiting families through engaging with
families directly via outreach events. Staff
also discussed that recruiting families in
HOPES has significantly improved after
PEI amended the grant requirements to
allow programs to allow families who have
had a current of previous CPS case. This
allowed for HOPES to receive referrals
directly from CPS and lowered the barrier
of entry to participate in HOPES programs,
as well as helped remove the stigma on
families who do have a CPS case. While staff
reported improvements in recruitment,
there continues to be some misconceptions
about HOPES that prevent families from
participating in programming and services.
Although some barriers can be removed,
such as scheduling home visits or clarifying
that HOPES is not CPS, other barriers
such as lack of transportation are more
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challenging for agencies to address.
In regards to retention of families in
HOPES programs, the main reasons why
families remained in HOPES programming
is because caregivers experienced
improvements in behaviors in themselves,
with their children, and caregivers valued the
support from their parent educators. Staff
also reported that families experiencing
greater stressors and risk factors are more
difficult to remain in HOPES programming
since they are not stable enough to receive
parenting programs, however many felt
that the higher risk population would gain
the most out of HOPES programming and
services.

•••

A

Spotlight: Case
Management

T

Aa

Aa

Aa

his section takes a closer look at how case management and additional
supports provided by agencies impact staff and families. As previously
discussed, in addition to the EBP agencies provide supplemental
services to HOPES families, one of which is case management services. From
the National Association of Social Workers, case management is the “process
to plan, seek, advocate for, and monitor services from different social services
or health care organizations and staff on behalf of a client.” 31 As described
by the definition, case management encompasses a broad scope of services
that range from providing financial support, assistance in navigating systems
(e.g., health insurance), providing transportation, among many others. Some
form of case management is provided by agencies by all HOPES sites, however
the structure of how case management services are provided to families
and the types of case management services offered vary across agencies.
Furthermore, since case management is individualized to for each family, the
intensity and types of in case management services varies widely from one
family to another.
This section will explore on the various structures of implementing case
management services in HOPES, the most common types of case management
services provided to families participating in HOPES, and how case
management impacts staff’s workload and families.

C a s e M a n a ge m e n t D e l i ve r y i n H O P ES
There are two structures of how case management services are implemented
in HOPES: (1) the parent educator that implements the EBP to the family also
provides case management services to that family and (2) a separate case
manager or a case management team provides the case management services
to the family. Additionally, some agencies have changed their structure of
how they provide case management since first implementing HOPES, from
previously having parent educators provide case management services
to families to now designating a separate case manager to provide case
management services for families. In FY2016, 35 out of 37 agencies providing
services to families in HOPES have parent educators who provide case
management services directly to the families they serve on their caseload. The
sites that designate a separate case manager include El Paso and one of the
agencies in the Travis HOPES site, however they are implemented differently.
In El Paso, the subcontracting agency, Child Crisis Center implements
Wraparound, a team-based in-depth case management service that is offered

Aa

Aa

Aa

to all HOPES families that would benefit from it. In Travis, SAFE Alliance has
a team of case managers that provide case management services to families
who are receiving HOPES services from SAFE Alliance. While these two
organizations have separate staff dedicated to provide case management
services to families, the parent educators often provide case management
as well, such as referrals, discuss follow-up of referrals, and provide ongoing
support.
Many of the EBPs implemented in HOPES have a case management
component where parent educators provide case management as part of
the curriculum. Additionally, many agencies and parent educators already
assume case management as part of their role in supporting families,
regardless if it in part of the EBP curricula.

aA

Ty p e s o f C a s e M a n a ge m e n t S e r v i c e s
Prov i d e d i n H O P ES
While the types of case management services provided to families
participating in HOPES are expansive, our research team identified common
types of services that most HOPES staff and agencies provided to families.
These include assistance with basic needs, referrals/navigation of services,
support during crises, and assistance with school/careers. Each of these
services are discussed in greater detail below.

aA

aA

Basic Needs
During 45 interviews and focus groups across all 16 HOPES sites,
administrators and staff discussed how serving at-risk families typically
means that families are struggling to meet their own basic needs. In order
to work with families on child development and parenting education, case
management is often needed to first stabilize the families. One supervisor
explained:

“

...home visitors are trying to keep these families in [the program] while these
families are just struggling to keep their head above water. So I think [help with
basic needs] is a major part of keeping these families in this program.

aA

—HOPES Supervisor

Another HOPES administrator estimated that “at least 97 percent” of
families on their caseloads were struggling with basic needs. To help with
basic needs, HOPES agencies provide case management to families or refer
families to other agencies who can provide support. A parent educator
gave an example of a family needing assistance due to unexpected medical
expenses:

aA

aA
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“

services:

...this month their children got really sick
and they had extra expenses on medication so
now they don’t have enough money for rent or
groceries. So, we’ll look for a food bank out
there that will help them. We also have a basic
needs closet here where we can provide them
with groceries...Both parents are employed and
they’re normally able to sustain themselves.
—HOPES Parent Educator

Referrals & Navigation of
Services
HOPES staff and administrators discussed
using their community networks and
collaborations to provide referrals to
families, discussed in 51 interviews and
focus groups across 15 HOPES sites.
Depending on the agency structure, referrals
were made by either parent educators or
case managers who specifically work with
families. Sites with case managers discussed
offering “warm” hand-offs more frequently.
A “warm” hand-off is a referral where the
case manager makes contact with the
other agency staff and directly connects
a person to services. In some instances,
staff reported going with a client to fill out
intake paperwork at a different agency,
such as a domestic violence shelter. In
contrast, a “cold” hand-off involves sharing
contact information or a resource guide to a
caregiver. Referrals by parent educators or
case managers are an important component
of supporting families and ensuring families
gain stability and safety to be able to
continue receiving parenting education.
One HOPES participant reflected on how her
parent educator was instrumental in helping
her son receive early childhood intervention

“

...[my son] is now being treated by ECI and
[my parent educator] helped me a lot because I
had such a hard time getting him scheduled.
—HOPES Participant

Crisis Support
Staff and administrators stated that it
was common for families to be in crisis
situations that distracted from providing
evidence-based programming, which was
mentioned during 32 interviews and focus
groups across 12 HOPES sites. Examples
of crises included families at risk of
being evicted due to overdue bills, food
insecurity, medical emergencies, family
violence, or family members experiencing
severe mental health issues such as
suicidal thoughts. Staff discussed that it
was challenge to engage caregivers in the
parenting curriculum since their attention
is focused on that immediate crisis. Thus
staff discussed how they provided support
for that immediate crisis and would have
to delay implementing the curriculum.
The support and interventions offered by
parent educators to caregivers were greatly
appreciated by participants. One participant
discussed how her parent educator
accompanied her to a support group to
address past trauma:

“

...[my parent educator] has helped me find
support groups, since during my time in Mexico
I suffered from sexual abuse, [my parent
educator] took me to attend a support group
for people who have gone through the same
situation. (Translated from Spanish)
—HOPES Participant
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HOPES staff across all sites understood
that people in crisis situations cannot
simply continue with the scheduled lesson
and are too distracted with trying to
stabilize to focus on parenting strategies.
However, some staff discussed challenges
of why they were unable to address the
crisis directly. Some staff felt pressured to
accomplish the content of the curriculum
due to reporting requirements and therefore
did not allocate enough time to address
the crisis. Other staff reported they could
not extend their home visit and risk going
over their hours for a time period and were
unable to fully address the crisis during the
limited time of a home visit. In contrast,
most administrators we spoke with said
they encouraged staff to be flexible in
implementing the EBP and address the
needs of the family.
Another factor that impacts the ability
to address crises experienced by families
is whether the agency has access to
specialized services such as counseling or
therapy. Having specialized staff to provide
guidance and professional support for
families in crises is extremely valuable. Most
parent educators generally reported feeling
unqualified and may not have the capacity to
discuss more serious crises such as mental
health, substance use, and family violence
issues with families.

Career
In addition to assisting families with
basic needs, case management is also
frequently provided to assist caregivers
with advancing careers and helping families
find employment opportunities. During
8 interviews and focus groups across 7
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HOPES sites, caregivers and staff discussed
employment or career assistance that
ranged from finding jobs, completing
GEDs and/or improving English skills. One
caregiver expressed gratitude that her
parent educator helped her complete and
submit job applications:

“

... [the agency] is really there [for me]. I
can call or text [my parent educator] any
time and she’s there for me. Anything she can
help me do – finding jobs – they can print
out applications for me, she took me where
I needed to go to look for a job and other
classes.
—HOPES Participant

Providing case management services to
families can take up a significant amount
time. In the online survey completed by
HOPES staff, direct service staff were asked
to estimate the average number of hours
per week they spend on case management
activities done outside the normal EBP
curriculum. The responses are presented in
Figure 45 on the next page.
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“

Figure 45. Hours of Case
Management, Staff Estimates

I was trying to move and I had an old
electric bill in my name. I wasn’t able to move
anywhere without that being paid, and I didn’t
have the money for it... [the HOPES agency] is
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Of the 82 direct service staff who
responded, the majority of respondents
(73%) stated that they spend 10 hours
or fewer per week on case management
services that go beyond the typical amount
of time allowed by the EBP.
In a previous section about staff
perception about their workload, staff
discussed how challenging it was to balance
all the various tasks required of them as
parent educators. Despite these competing
demands, staff and HOPES participants both
report that case management services were
crucial to help stabilize families, gain trust,
and mitigate crises to then allow families to
focus on parenting. One HOPES participant
expresses gratitude for the help she received
from the HOPES agency to helping her move
to a safer housing situation where she then
in a better position to receive the parenting
curriculum:

Direct service staff are passionate about
supporting the family’s well-being and
go above and beyond the curriculum to
ensure families are well-supported. HOPES
participants greatly valued the ongoing
support parent educators provided to
families, whether it was text messages of
encouragement or following up with a family
about a referral. These acts of support
are often beyond the requirements of the
curriculum and are usually not captured
formally, but they are shown to be valuable
creating the trust among participants and
parent educators. While staff discussed
a wide variety of ongoing support they
provided to families, some common themes
of supportive services provided outside the
curriculum include assistance in finding
resources, providing emotional support, and
advocating for the family.

Finding Resources for Families
During interviews and focus groups with
staff, finding resources for utilities, furniture
and other necessary items were frequently
mentioned. For example, staff at one site
discussed the lack of trash service and
how they had worked with families to come
up with solutions for keeping their trash
away from children, particularly young
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children. Efforts like these build trust with
families and strengthen the bond between
the caregiver and the parent educator. One
parent educator offered this example of
helping a family replace their refrigerator
that was necessary for their daughter’s
insulin medication:

“

I got a call [from a family], ‘our refrigerator
went out, do you know where I can get a
refrigerator? My daughter’s diabetic, she has
insulin.’ I took her an ice chest, a foam ice
chest with ice she could keep it going until she
finds her refrigerator. I put out word that I need
a refrigerator, and we got her help.
—HOPES Supervisor

Providing Emotional Support
Other staff reported sending their clients
cards to encourage them or sympathy
cards to family members in the hospital.
Many staff discussed how they frequently
contacted caregivers via text messages
to encourage or help provide parenting
strategies in between visits. The frequent
check-ins over the phone or via text helped
build trust between the parent educator and
family, showing that the parent educator
is reliable and is available to help support
families.

“

[My parent educator] is always there.
They come visit me once or twice a month,
depending on if I can see them twice a month.
But they always talk to me on the phone, they
ask me how I’m doing, and how my kids are
doing. (Translated from Spanish)
—HOPES Participant
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Advocating for Families
Staff also reported providing general
advocacy efforts to support families. Some
examples of this include the parent educator
calling the doctor’s office to get health
questions answered for the participant. By
doing so, she modeled the advocacy the
caregiver needed for future interactions
with medical providers. Another staff stated
supporting a father help advocate for her
special needs child at her school:

“

There was a dad that had a special needs
daughter, and he wasn’t liking the support that
she was getting at school, and so, I honestly
just showed up with him in a meeting that they
had about that, and I sort of checked that as
a case management type thing, just like an
advocacy, just in support.
—HOPES Parent Educator

Other examples included more personal
interactions such as helping a participant
move, going to wedding, or staying with a
mother in the hospital after a miscarriage.
While these efforts are well-intentioned, they
suggest a need for continued professional
development related to personal and
professional boundaries. Overall, caregivers
were extremely appreciative of all the case
management activities provided by parent
educators and agencies that were crucial in
building trust and stabilizing families.

A

RECOMMENDATION
Encourage agencies to support case management for families.

The research team encourages PEI and HOPES agencies to support case
management services for families. While all agencies provide some form of
case management services, staff sometimes felt pressured that providing
case management services was a hindrance to implementing the EBP, rather
than case management being an important part in supporting the family’s
well-being. Spending time on case management has shown to be valuable in
stabilizing families and gaining trust with the family that in turn allow families
to be more engaged in HOPES parent education services.

Aa

•••
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Spotlight: Technical
Assistance

T

aA

his section of the report describes some areas of improvements
for PEI to address in order to better support HOPES in future years
of programming. This section will discuss the following topics: (1)
improving collaboration among HOPES sites with a primary contractor and
multiple subcontractors structure and (2) professional development and
trainings requested by HOPES staff.

Ad d i t i o n a l G u i d a n c e N e e d e d o n
C o l l a b o ra t i o n
While each HOPES site provides services differently, there are two main
structures of how agencies implement HOPES: (1) one agency is awarded
the HOPES grant and provides services under HOPES funding or (2) multiple
agencies are awarded the HOPES grant and multiple agencies provide
services under HOPES funding. In HOPES sites that have multiple agencies,
there is one agency that manages the HOPES grant, known as the primary
contractor. The primary contractor is responsible for managing the grant
and ensuring that all grant requirements and reporting are met from all
other agencies, known as the subcontracting agencies.
In 17 interviews and focus groups across 5 HOPES sites, staff discussed
the lack of collaboration in sites implementing the primary agencysubcontractor structure. Some staff described that there was a lack of
communication and some even stated that they were unaware of the services
and program offered by their fellow HOPES agencies in their community. One
parent educator felt that all of the HOPES agencies at their site are working
in silo and therefore are unaware of leveraging resources from each other:

aA

aA

aA

“

…sometimes it can feel very isolating where we’re not sure what other
agencies are doing. We meet once a month, but it’s mostly just to hear numbers.
How many parents did you serve? And that’s it. It’s not so much like a support
system, which I feel is lacking sometimes... some staff I don’t even know who
they are.
—HOPES Parent Educator

aA

aA
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RECOMMENDATION
Provide additional guidance to HOPES sites who partner with local agencies to
implement HOPES programs and services.
Based on interviews and focus groups with staff, we recommend PEI to provide additional
guidance to HOPES sites who are implementing HOPES with multiple subcontractors.
Encouraging sites to establish opportunities to regularly meet and/or communicate with direct
service staff from other subcontracting agencies is important to collaboratively work towards
supporting families together, as intended by the HOPES grant. Improving collaboration among
HOPES agencies will improve the community’s ability to nurture families who are seeking
support.

Pro fe s s i o n a l D eve l o p m e n t N e e d s
As mentioned previously, HOPES staff have requested specific training needs and resources
that are unique to the circumstances of the families they serve. The varying experience levels
of direct service staff coupled with gaps in the EBP curricula result in staff feeling unprepared
and unequipped to address situations. Figure 46 below shows a distribution of the topics staff
requested additional training on. Responses were collected from the online survey completed
by 152 HOPES staff and administrators.

Figure 46. Additional Training Requests by HOPES Staff
47%

HOW TO TALK TO FAMILI S ABOUT IMMIGRATION
PAR NTING FOR SP CIAL N

47%

DS OR DISABL D CHILDR N

45%

FAMILY VIOL NC

45%

M NTAL H ALTH ISSU S
41%

HOW TH CPS SYST M WORKS
38%

TRAUMA-INFORM D CAR
32%

SUBSTANC ABUS
MANAGING SUICID RISK

30%

MOTIVATIONAL INT RVI WING

30%
28%

FAMILY PLANNING OR BIRTH SPACING
0

10

20

30

40

50

P RC NT OF STAFF

The majority of the training requests indicated by staff are of topics typical to home visiting
and parent education such as expanding parenting skills and how to address risk factors
experienced by caregivers. However a training that was requested by a majority of staff were
strategies and resources on how to talk to families about immigration concerns. While this
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topic of immigration may be unusual or surprising, during interviews and focus groups staff
across all sixteen HOPES sites discussed an increased concern about immigration among
Hispanic communities in reaction to the changing political climate. Despite a family’s legal
status to reside in the United States, parent educators discussed how families were skeptical
to engage in HOPES, and feared bringing in additional scrutiny in their community that could
compromise their neighbors or community members who are of mixed legal status.
Apart from immigration concerns, staff requested additional training on topics to better
prepare them during times of crises during parenting sessions and/or case management
sessions. The topics staff most requested training on were mental health, crisis intervention,
trauma-informed care, and responding to family violence which was mentioned in 26
interviews and focus groups across 12 HOPES sites. Some staff discussed how they were
currently enrolled for training in these areas, while others expressed challenges in finding
affordable, quality training in these topics. The information below discusses these topics staff
and administrators would like more training on.

Mental Health & Trauma
In 17 interviews and focus groups across 10 HOPES sites, staff members and supervisors
requested more trainings on mental health and trauma. Staff members with a social work or
counseling background had different training requests than those who lacked information on
how to deal with family crises and sensitive topics. A specific topic that staff brought up were
how to talk to a caregiver who is showing suicidal tendencies. For example, a parent educator
discussed the need to have staff trained in how to address mental health concerns of families
they serve:

“

I have 75% of my caseload right now with a lot of mental health issues [among] the parents.
Depression, bipolar, PTSD. I have a dad with multiple personalities. There’s some serious mental
health stuff going on. I feel like I would need a lot of training just in knowing what the mental health
issue is and how to help...
—HOPES Parent Educator

Crisis Support
In 9 interviews and focus groups across 6 HOPES sites, staff requested more trainings on
how to address crises that pose immediate threat of safety for either the caregiver or others,
citing examples such as emergency mental health or suspecting current episodes of domestic
violence. Although many staff discussed that they have not had a very serious crisis situation
arise, they would feel more prepared and confident if trained in various crisis scenarios. The
trainings in mental health and addressing crisis situations are important to ensure the safety
of families.

Children With Special Needs
Many staff members noted that they were serving parents who had one or more children with
special needs. While some curricula accounted for special needs or was specifically designed
to meet the needs of these families, parent educators using other EBPs requested additional
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trainings on what they should be providing to parents. In 3 interviews and focus groups across
3 HOPES sites, staff discussed the need of training of how to adapt curricula to various
learning and physical disabilities experienced by children. One supervisor explained the need
for trainings on various disabilities for direct service staff in order to provide support for the
caregivers:

“

[The child’s] needs came up and so we’re looking into finding some sort of class they can take,
a training so then we can understand those disabilities a little more. We might not fully be able to
teach the children or the parents on all of the aspects of those disabilities, but at least we can have
a basis and some understanding. So definitely [more training] for the disabled population.
—HOPES Supervisor

Boundary Setting & Self-Care
In 14 interviews and focus groups across 9 HOPES sites, staff members voiced uncertainty
about how to set boundaries with caregivers, since home visiting does create strong bonds
between parent educators and families. Furthermore, this inability to set boundaries and take
time for self-care can lead to burnout and turnover:

“

[Lack of boundaries] leads to burn out. Like I said, we hire social workers, and everybody wants
to help their families, and be everything to everybody, and we’re really clear about that, you’ve gotta
draw that line. And if that’s not for you, that’s okay, but that’s what we’re here to do. That boundary
is so important.
—HOPES Supervisor

RECOMMENDATION
Strengthen training to direct service staff on how to discuss substance use, family violence,
and mental health with caregivers.

Based on our qualitative and quantitative data, we recommend PEI to strengthen training
for direct service staff that address sensitive topics which are generally not address in
the evidence-based curriculum. The topics that the majority of staff were not confident in
addressing were caregivers showing suicide risk, domestic violence, and discussing issues
with a caregiver who has experienced trauma. Parent educators have a powerful role as helping
mitigate crises and encourage families to seek the resources and support needed to ensure
the safety of themselves and their family. It is crucial that staff have the resources to gain
the necessary training and support to feel confident and prepared to address crises that may
arise.
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Conclusion

T

he purpose of this evaluation report is to detail the outcomes of HOPES activities in
FY2016 and examine impact of HOPES programming and services in improving the
Safety, Stability, and Nurturing for children, families and communities that together,
are shown to prevent child maltreatment. In the second year of HOPES, programming and
services have been successful in each of these building blocks, highlighted below.

Figure 47. HOPES FY2016 Overall Accomplishments

FY2016 Overall Accomplishments
Safety
HOPES has improved collaboration across agencies to access to health care and services such an
mental health services or therapies for parents and children.
HOPES has allowed agencies to increase their capacity to serve more families who are in need of
safety (support more domestic violence victims, providing counseling services).
HOPES coalitions are working towards making local policy changes to support the safety for
children and families.

Stability
Case management services are stabilizing families by addressing food insecurity, housing, and
employment concerns for families.
Collaborations in HOPES is ensuring families are getting connected to help with safe,
sustainable housing and employment services.
HOPES coalitions are leveraging resources develop other funding sources to continue their work in
supporting children and families.

Nurturing
The strength-based focus HOPES programming has shown to be in caregivers learning child
development knowledge and parenting skills to have positive interactions between children
and caregivers.
HOPES coalitions have fostered relationships across sectors and agencies in creating
awareness about child maltreatment and reducing stigma in seeking support.
PEI change in policy to allow HOPES to serve families with a history of CPS has been effective
in providing support to families of greater risk and reduces stigma of seeking support.
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O u r Re c o m m e n d a t i o n s
Figure 48 provides a summary of our recommendations discussed throughout the report.

Figure 48. Recommendations

1
3

5

RECOMMENDATION
Encourage agencies to expand services that
address known risk of child maltreatment such
as substance use, family violence, and mental
health.

Allow for increased flexibility in programming by
shifting to an evidence-informed framework and
adjusting contracting requirements.

Provide additional guidance to HOPES sites
who partner with local agencies to implement
HOPES programs and services.

2
4
6

RECOMMENDATION
Strengthen training to direct service staff on
how to discuss substance use, family violence,
and mental health with caregivers.

Provide guidance and support for coalitions
on how to address sustainability concerns.

Encourage agencies to support case
management.

Lo o k i n g Fo r wa rd
HOPES is still a developing program and since data collection for this evaluation, many
changes have already been made or are currently being addressed. Additionally, PEI has
implemented a new, more robust database system that is intended to streamline the data
collection process highlighted in the report. Future evaluation reports will continue to discuss
outcomes of HOPES programming and examine the effects of process changes made by PEI
and agencies year to year. As more families are served in HOPES, more data is collected
that will allow the research team to link HOPES programming to factors that prevent child
maltreatment to community-level changes that impact child maltreatment. As reiterated
throughout this report, community-level changes, especially changes in societal norms, take
time. With each passing year that HOPES is implemented and expanded, more information and
evidence of its impact will become available.
Overall, those who were interviewed for this evaluation were very supportive and hopeful
about the long-term impact of the program. HOPES staff felt confident in their work
serving individual families would eventually lead to community-changes in preventing child
maltreatment. Families who participating in HOPES were very appreciative of the opportunity
and were motivated to continue the program because of the relationship and trust their
received from HOPES staff.

“

There’s hope and there’s people out there who do care because that’s what’s helped me. That’s
actually what attracted me to [HOPES] because [my parent educators] actually cared. So, that’s
what gave me hope to continue through the program.
-Parent, HOPES participant
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Appendix A: Site Profiles
S i t e Pro f i l e s
This section provides a two-page profile of each of the HOPES I and HOPES II sites for
FY2016. Page 1 of each profile includes demographic information of the HOPES primary
county, HOPES agency information, the total number of individuals served through HOPES
programming (EBPs and outreach), number of families served in each EBP, and types and
amount of number services provided. Page 2 of each profile is organized into three sections:
(1) information about the caregiver, (2) staff perceptions of HOPES program, and (3)
community collaboration activities and strength.
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Cameron 11,566 individuals reached in FY2016
Primary Agency:
BCFS Health and Human Services

422,135 people live in Cameron County.
131,524 children live below the federal poverty line.
Coalition:

1,209 confirmed cases of child maltreatment.

Make the First Five Count

3,064 confirmed incidents of family violence.

2,687 deaths due to drug and alcohol abuse.
940 teens gave birth.

Evidence-Based Program (EBP):
SafeCare

27.60/o are enrolled in Medicaid.
7.2°/o are unemployed.
Other Services: Basic Needs Support, Counseling,
Support Groups, and Transportation Assistance

1,089 individuals reached through outreach activities.
477 individuals* participated in the EBP or long-term services.

sessions to assist with Transportation
sessions of Case Management
sessions to assist with Basic Needs
sessions of Crisis Intervention

sessions of Counseling
sessions of Support Groups
sessions of Parent Leadership

*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

V

Texas Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

HOPES I

Typical HOPES
caregiver in Cameron

County:
• Single mother, age 30

• 2 year old child
• White, Hispanic
• Spanish-speaking

1
l
d
98.9°/o

of HOPES families in
Cameron County remained
"safe in care".*

• Lack a high

school diploma

[HOPES ] because I
learn[ect] a lot with my daughter. I
learn[ed] that as parents,
sometimes we don't take [the]
time to spend with them [our
children] and that's very important
because kids grow up. They are
going to be children only once.

-Parent

• Annual income is
less than $10,000

Cameron County HOPES Participant

3 Areas that HOPES
programming helped
families the most:
• Accessing & use of
services.

- Cameron County HOPES Parent Educator

• Supporting their child's
cognitive, social, and

Unique Program Strategy:
Distributed bags to caregivers with
home safety & parent-child
interaction activities to demonstrate
topics covered in SafeCare.

emotional development.

• Developing a social
support network.

Top 3 things the coalition

helped HOPES Agencies with:
• Encouraging inter-agency
collaboration.
Coalition Strength:

• Promoting EBPs in their
community.

Coalition utilized data to
conduct outreach to areas that

• Providing data and advice
to address community
needs.

lack resources.
~ The
University of Texas at Austin
'VJ
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

HOpES I

Ector I4,171 individuals reached in FY2016
HOPES also serves Midland County

157,462 people live in Ector County.
27,398 children live below the federal poverty line.
350 confirmed cases of child maltreatment.
1,601

Primary Agency:
University of Texas at Permian Basin
First 5

Subcontractors:
• Boys & Girls Club of Odessa and Midland
• Harmony Home

confirmed incidents of family violence.

2,295 deaths due to drug and alcohol abuse.
606 teens gave birth.

Coalition:
Early Childhood Coalition

Evidence-Based Programs (EBPs):

12.SO/o are enrolled in Medicaid.
4.1O/o are unemployed.

Parents As Teachers (PAT) I 24/7 Dad I
Stewards of Children

Other Services: Saturday Morning Club

3,975 individuals reached through outreach activities.
196 individuals* participated in EBPs or long-term services.
families were served in PAT
families were served in 24/7 Dad

*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

V

Texas Institute for
Child & Family Wellbeing
Steve Hicks School ofSocial Work

HopES I

Typical HOPES
caregiver in Ector

100°/o

County:
• Single mother, age 22

• 2 year old child
• White, Hispanic
• English-speaking

•

Honestl

el like we're all been highly
benefited from this program [24/7 Dad]

of HOPES families in Ector
County remained
"safe in care".*

• Lack a high

for sure. Because at the beginning we all
struggled with [becoming a parent], but
now, we're more comfortable being
around that child or getting ready to, so
it benefited us a lot. It was good
preparation for us.

school diploma

- Parent-to-be
Ector County HOPES Participant

• Annual income is
between $20-$30,000

3 Areas that HOPES
programming helped
families the most:
• Accessing & use of
services.

• Supporting their child's
cognitive, social, and
emotional development.

Unique Program Strategy:
Over 3,886 individuals have been
trained by Stewards of Children
Child Sexual Abuse Awareness
Training.

• Addressing family
violence issues.

- HOPES Coalition Member

Ector County's Early Childhood Coalition

~
University of Texas at Austin
V The
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

HO pES I

EI Paso I15,007 individuals reached in FY2016
Primary Agency:

837,918 people live in El Paso County.

El Paso Center for Children

236,665 children live below the federal poverty line.
1,943 confirmed cases of child maltreatment.
5,306 deaths due to drug and alcohol abuse.
5,059 confirmed incidents of
family violence.

Subcontractors:
• AVANCE
• Child Crisis Center of El Paso
• Paso Del Norte Children's
Development Center
• United Way of El Paso

Coalition:
Project LAUNCH

1,408 teens gave birth.
20.lO/o are enrolled in

Evidence-Based Programs (EBPs):
AVANCE I Parents As Teachers (PAT)

Medicaid.

Incredible Years

4.9°/o are
unemployed.

I

Wraparound

Other Services: Basic Needs Support,
Case Management, and Wraparound

13,801 individuals reached through outreach activities.
1,207 individuals* participated in EBPs or long-term services.
families were served in PAT
families were served in AVANCE
families were served in Incredible Years

sessions of Case Management
sessions to assist with Basic Needs
sessions of Support Groups
*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~

V

The University~f Texas at Austin

Texas Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

H pES I
O

Typical HOPES
caregiver in El Paso

99.3°/o

County:
• Single mother, age 29

I

[I've participated HOPES]...[The

of HOPES families in
El Paso County remained
"safe in care".*

• 2 year old child
• White, Hispanic

• Spanish-speaking

ve tieen helped a lot since

• Lack a high
school diploma

staff] are always there [for
me]...And if I know that
someone needs help I tell them
to come [to HOPES].
-Caregiver

• Annual income is
less than $10,000

El Paso County HOPES Participant

What Staff Said:
3 Areas that HOPES
programming helped
families the most:

~

or~ wit~ the family as a whole. We try to make that

Poonnection to make that difference in their lives. It's
important for the children to learn all these things, but I
think it's more important for the family to have a safe,
nurturing environment for children. And that's where
[HOPES] goes so much more deeper.

• Accessing & use of
services.

- El Paso County HOPES Parent Educator

• Supporting their child's
cognitive, social, and
emotional development.

Unique Recruitment Strategy:
The PAT parent educators serve families in their
own communities, such as Native American
communities, to gain trust among local
residents.

• Addressing family
violence issues.

El Paso County Coalition:

4.2

•
Coalition Strength:
Coalition is collaborating with the
military community to provide
access to HOPES services.

~ The
University of Texas at Austin
'VJ
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School ofSocial Work

Top 3 things the coalition
helped HOPES Agencies with:
• Encouraging inter-agency

collaboration.
• Providing programs with
resources.
• Evaluating the impact
of programs.

HOpES I

Gregg I5,395 individuals reached in FY2016
Primary Agency:

123,745 people

Buckner Children & Family Services

live in Gregg County.

31,174 children live below the
federal poverty line.

454 confirmed cases of child maltreatment.
1,104 confirmed incidents of family violence.
1,279 deaths due to drug and alcohol abuse.

Coalition:
Bridges Out of Poverty
Evidence-Based Programs (EBPs):
Parents As Teachers (PAT) 124n Dad

Other Services: Case Management,
Childcare, and Transportation Assistance

199 teens gave birth.
17.5°/o are enrolled in Medicaid.
6.1O/o are unemployed.
5,058 individuals reached through outreach activities.
337 individuals* participated in EBPs or long-term services.

137 families were served in PAT
6 families were served in 24/7 Dad
321 sessions of Support Groups
99 sessions to assist with Transportation
54 sessions of Case Management

19 sessions to assist with Basic Needs
11 sessions of Childcare

* Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)

Im The University of Texas at Austin
V Texas Institute for

Child & Family Wellbeing

Steve Hicks School of Social Work

HopES I

Typical HOPES
caregiver in Gregg
County:

96.6°/o

• Single mother, age 27

of HOPES families in
Gregg County remained
"safe in care':*

• 1year old child
• Black, Non-Hispanic
• English-speaking
• High school graduate
• Annual income is
less than $10,000

~
h~
port [from the parent
B
uaator;] is something that we
need. We really do. We go through a
lot and we stress a lot with our
kids. And that support is just
awesome to have - to have
somebody knowing that no matter
what, there's somebody there to
talk to. And there's somebody
there to help no matter what the
situation is.
- Parent
Gregg County HOPES Participant

What Staff Said:
3 Areas that HOPES
programming helped
families the most:

~
E

k me curriculum helps us to be able to make
e connections. But, when I bring them [more

information from the PAT curriculum] it really
resonates with them. The curriculum really gives us
the avenue to be a tool.

• Developing a social
support network.

- Gregg County Parent Educator

• Supporting their child's
cognitive, social, and
emotional development.

Unique Recruitment Strategy:
HOPES families can text a keyword to a designated
number and receive parenting tips, reminder of
group connections meeting & words of
encouragement.

• Addressing family
violence issues.

Gregg County Coalition:

3.9

•
Unique Coalition Strategy:
Coalition partnered with local
libraries for ongoing
community outreach.

~
University of Texas at Austin
V The
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

Top 3 things the coalition
helped HOPES Agencies with:
• Encouraging inter-agency

collaboration.
• Promoting EBPs in their
community.
• Evaluating the impact
of programs.

HOpES I

HidaIgo I5,894 individuals reached in FY2016
849,843 people live
in Hidalgo County.

Primary Agency:
Easter Seals of Rio Grande Valley

275,707 children live
below the federal poverty line.

1,666 confirmed cases of

Coalition:
Make the First Five Count

child maltreatment.

5,493 confirmed incidents of family violence.
4,184 deaths due to drug and alcohol abuse.
2,024 teens gave birth.
28.3°/o are enrolled in Medicaid.

7.SO/o are unemployed.

Evidence-Based Program (EBP):
Parents As Teachers (PAT)

Other Services: Childcare, Counseling,
Case Management, Developmental and
Hearing Screenings, and Parent Education

5,039 individuals reached through outreach activities.
855 individuals* participated in the EBP or long-term services.
families were served in PAT

sessions of Case Management
sessions of Counseling

sessions of Support Groups
sessions of Therapeutic Early Chidhood

Classroom
*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

V

Texas Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

HopES I

l
hi
s
· 99.5°/o

Typical HOPES
caregiver in Hidalgo
County:
• Single mother, age 28
• 2 year old child
• White, Hispanic

11rogram has helped me

and my family a lot. I am

•

X

• Spanish-speaking

of HOPES families in
Hidalgo County remained
"safe in care".*

beyond blessed that I took this
opportunity for [my children],
[as they are] my main priority

• Lack a high
school diploma

in life.
- Parent

• Annual income is
less than $10,000

Hidalgo County HOPES Participant

What Staff Said:
3 Areas that HOPES
programming helped
families the most:

We've hl

milies who lived in shelters, have been

tiomeless or living in their cars. [These families]
have been our accessing childcare during the day,
which has allowed parents to get back into the work
force, getting a home and getting an apartment....
It's been awesome.
- Hidalgo County HOPES Staff

• Developing a social
support network.

• Supporting their child's
cognitive, social, and

Unique Program Strategy:

emotional development.

Providing transitional childcare for HOPES
families based on criteria and the family's need.

• Addressing family
violence issues.

Top 3 things the coalition
helped HOPES Agencies with:
• Encouraging inter-agency

collaboration.

Coalition Strength:
Coalition utilized data to
conduct outreach to areas that
lack resources.

~ The
Universityo_f Texas at Austin
'VJ
Texas Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

• Promoting EBPs in their
community.
• Providing data and advice
to address community
needs.

HO pES I

Potter I 4,343 individuals reached in FY2016
HOPES also serves Randall County

Primary Agency:

120,832 people live in Potter County.

Family Support Services of Amarillo

38,425 children live below the federal poverty line.
Subcontractors:

558 confirmed cases of child maltreatment.

• Mesquite Ranch
• Amarillo ISO Social Workers

2,620 confirmed incidents of family violence.

Coalition:
Operation First Five

2,470 deaths due to drug and alcohol abuse.

Evidence-Based Programs (EBPs):

380 teens gave birth.

Parents As Teachers (PAT) I 24/7 Dad

12.8°/o are enrolled in Medicaid.
3.3°/o are unemployed.

Other Services: Case Management, Childcare,
Equine Therapy, Screenings (hearing, vision, and
developmental), and Transportation Assistance

4,023 individuals reached through outreach activities.
320 individuals* participated in EBPs or long-term services.
families were served in PAT
families were served in 24/7 Dad

sessions of Case Management
sessions to assist with Transportation

sessions of Equine-Assisted Psychotherapy
sessions of Childcare

sessions of Support Groups

*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

'VJ Texas Institute for
~~i~C:s!!~}rci~!;\being

HopES I

5~

Typical HOPES
caregiver in Potter

• 1 year old child

• White, Hispanic
• English-speaking

~

~

of HOPES families in Potter
County remained
"safe in care".*

• Lacks a high

school diploma
• Annual income is

11arent educator] talks
to me al>out ways to handle
the kids [through] their
parenting classes. It all helps.
It has helped me. I try to take
what I learn from them and
apply that. I'm a lot [more]
calm with my kids.
-Parent
Potter County HOPES Participant

less than $10,000

What Staff Said:

,a!

3 Areas that HOPES
programming helped
families the most:

9

• Accessing & use of
services.

Some of these families, they have just been

ougli so much. And they just keep going...they
just have a crazy strength about them. Their goal
is [to give a] better life for their kids - they're
willing to break that cycle [of abuse] and will do
whatever it takes to do it.
- Potter County HOPES Staff

• Supporting their child's
cognitive, social, and
emotional development.

Unique Program Strategy:

• Developing a social
support network.

HOPES Participants can access equine
therapy to help families cope with trauma.

Top 3 things the coalition
helped HOPES Agencies with:
• Encouraging inter-agency
collaboration.

Coalition Strategy:
Amarillo has a large refugee population
with families speaking languages from all
over the world. The coalition helps
agencies partner with translators to
provide services to refugee families.

~
University of Texas at Austin
V The
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

• Promoting EBPs in their
community.
• Prioritizing

HOPES programs.

HO pES I

HOPES also serves Williamson County

Primary Agency:
SAFE Alliance

1.2 million
people live in Travis County.

58,706 children live below the federal poverty line.
2,172 confirmed cases of child maltreatment.
7,811 confirmed incidents of family violence.
5,385 deaths due to drug and alcohol abuse.
900 teens gave birth.
10.2°/o are enrolled in Medicaid.
3.2°/o are unemployed.

Subcontractors:
• Any Baby Can
• Eastern Seals of Central Texas

Coalition:
Family Support Network

Evidence-Based Programs (EBPs):

Parents As Teachers (PAT) ITriple P I 24/7 Dad

Other Services: Basic Needs Support, Case
Management, Childcare, Counseling/Therapy,
Fatherhood Services, Support Groups, and
Transportation Assistance

5,729 individuals reached through outreach activities.
846 individuals* participated in EBPs or long-term services.
families were served in PAT
families were served in Triple P
families were served in 24/7 Dad

sessions of Case Management
sessions to assist with Basic Needs
sessions of Counseling

sessions of Support Groups
sessions of Crisis Interventions
sessions to assist with Transportation

sessions of Domestic Violence Education
*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

'VJ Texas Institute for

Child & Family Wellbeing

Steve Hicks School of Social Work

HopES I

11.s

Typical HOPES
caregiver in Travis
County:

a

• 2 year old child
• White, Hispanic

:;:~~d~;~: klng

O

am1 leS In raVIS

County remained
"safe in care".*

really hard to take
parenting advice from
anybody...because [my parent
coach] worked with my child in
the classroom, she was able to
give advice that was actually
applicable.
- Parent
Travis County HOPES Participant

• Annual income is
less than $10,000

3 Areas that HOPES
programming helped
familes the most:
• Accessing & use of
services.
• Supporting their child's
cognitive, social, and
emotional development.

- Travis County HOPES Parent Educator

Unique Recruitment Stategy:
Agencies used a centralized
recruitment system, where an
outreach team recruits for all agencies.

• Developing a social
support network.

Travis County Coalition:

3.9

•
Coalition Strength:

Coalition provides training
opportunities for parent
educators and staff.
~ The
University~f Texas at Austin
'VJ
Texas Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

the same sort of initiatives. We all
want to help families [and] we all
have our little specific ways in
which we do that to make sure
that the community at large is
being served as well as possible.
- HOPES Coalition Member
Travis County's Family Support Network

HOpES I

Webb 11,795 individuals reached in FY2016
Primary Agency:

271,193 people live in

Serving Children and Adults in Need (SCAN), Inc.

Webb County.

89,226 Children live below thefederal poverty line.
438 confirmed cases of child maltreatment.
1,649 confirmed incidents of family violence.
1,361 deaths due to drug and alcohol abuse.

Coalition:
Project HOPES
Stakeholder Group

Evidence-Based
Program (EBP):
SafeCare

747 teens gave birth.
12.SO/o are enrolled in Medicaid.
4.9°/o are unemployed.

Other Services: Case
Management, Child
Maltreatment Prevention
Conference, CHOICES
Program, Crisis Intervention,
and Prevention Counseling

1,607 individuals reached through outreach activities.
188 individuals* participated in the EBP or long-term services.

sessions of Case

Management

sessions of Counseling
sessions of Crisis

Interventions

*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~

The University of Texas at Austin

V

Texas Institute for
Child & Family Wellbeing
Steve Hicks School o Social Work

HopES I

About Caregivers:
Typical HOPES
caregiver in Webb
County:

~~anl
!
liiii

[my parent educator] I
~ w how to control myself
because whenever [my daughter]
got out of control all I wanted to do
was yell. [my parent educator]
showed me not only how to control
myself but how to control her as
well, and how to keep my home
safe. It really has helped me.
-Parent
Webb County HOPES Participant

100°/o

• Single mother, age 27

of HOPES families in
Webb County remained
"safe in care".*

• 2 year old child
• White, Hispanic
• Spanish-speaking
• Lack a high

school diploma
• Annual income is
less than $10,000

What Staff Said:
3 Areas that HOPES
programming helped
families the most:
• Accessing & use of

services.
• Supporting their child's
cognitive, social, and

. .j~ eil !ere
th~

and being supportive when
v~
ther support... it changes their
lives. So I'm not gonna say, oh, we're life
changers, but in a sense we can be. With
certain clients we have been.
- Webb County HOPES Staff

Unique Program Strategy:
The HOPES program serves families
located in colonias (rural, poor
infrastructured areas with populations at
high risk).

emotional development.

• Addressing mental health
needs.

Webb County Coalition:

4.1

•
Coalition Streng1
Coalition fosters a collorabations
with high schools to provide
SafeCare to teen parents.

~ The
University~f Texas at Austin
'VJ
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School o Social Work

" 'hrough this coalition] we
~
going to be able to work
witli t itf13 to 17-year-olds at
the middle and high schools,
and we're going to be able to
talk to them about substance
abuse, HIV and hepatitis.
We're going to be able to test
for HIV and hepatitis onsite.

1

- HOPES Coalltlon Member
Webb County's Project HOPES
Stakeholder Group

HOpES I

Dallas 14,290 individuals reached in FY2016
people live in Dallas County.

Primary Agency:
United Way of Metropolitan Dallas

children live below the federal poverty line.

confirmed cases of child maltreatment.

confirmed incidents of family violence.

deaths due to drug and alcohol abuse.

teens gave birth.

are enrolled in Medicaid.

Subcontractors:
•
•
•
•
•
•

AVANCE
ChildCareGroup
Dallas Children's Advocacy Center
Family Care Connection
Family Compass
Parkland Hospital

Coalition:
Child Abuse and Prevention
Coalition
Evidence-Based Programs (EBPs):

AVANCE I Parents As Teachers (PAT) ITriple PI
Nurse-Family Partnership (NFP)

Other Services: Basic Needs Support,
Early Childhood Development, Parent
Education, and Resource & Referral Services

are unemployed.

4,095 individuals reached through outreach activities.
195 individuals* participated in EBPs or long-term services.
families were served in PAT

due to data errors families served in NFP
were not recorded.

families were served in AVANCE
families were served in Triple P

sessions of Counseling
sessions of Case Management
*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~

V

The University~f Texas at Austin

Texas Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work
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About Care

What Staff Said:

What The Community Said:

~
University~f Texas at Austin
V The
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work
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Harris I25,903 individuals reached in FY2016
HOPES also serves Brazoria, Chambers, Liberty, Montgomery, and Waller Counties

Primary Agency:

4.6 million people live in Harris County.
1.1 mi II ion children live below the federal poverty line.
3,049 confirmed cases of child maltreatment.
41,863 confirmed incidents of family violence.
25,477 deaths due to drug and alcohol abuse.
5,333 teens gave birth.

DePelchin's Children Center

Subcontractors:
• Arrow Children and Family
Ministries
• Baylor College of Medicine
Teen Health Clinic
• Collaborative for Children
• Harris County Protective
Services
• UT Health Science Center

15.SO/o are enrolled in Medicaid.
~
1. 2016 U.S. Census Bureau

~n1_

are unemployed.

Coalition:

2. 2016 Texas Department of Famiy and Protective Services
3. 2016 Texas Department of Public Safety
4. 2015 Centers of Disease Control
5. 2015 Texas Health and Human Services
6. 2016 Texas Health and Human Services
7. 2016 Bureau of Labor Statistics

ParentingHelp Collaborative

Evidence-Based Programs (EBPs):

CenteringPregnancy I Family Connections
Parents As Teachers (PAT) I Nurturing Parenting I Triple p

Other Services: Basic Need Support,
Case Management, Childcare,
Counseling, Safe Environment for Every
Kid (SEEK) Model Screening, and
Transportation Assistance

25,557 individuals reached through outreach activities.
346 individuals* participated in EBPs or long-term services.

70I families were served in PAT
• 47 families were served in Triple P

23 families were served in CenteringPregnancy

12 families were served in Family Connections
.. ft

families were served in Nurturing Parenting

* Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

V

Texas Institute for
Child & Family Wellbeing
Steve Hicks School ofSocial Work

HopES 11

What Staff Said:

I

I I I

I

"Weak
Collaboration"

"Very Strong
Collaboration"

~ The University of Texas at Austin

'VJ Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

HopES 11

Jefferson I 2,835 individuals reached in FY2016
Primary Agency:
Buckner Children and Family Services

254,679 people live in
Jefferson County.

59,003 children live below the federal poverty
line.

350 confirmed cases of child maltreatment.
4,445 confirmed incidents of
family violence.

2,520 deaths due to drug and

Coalition:
Community Resource Coordination
Group
Evidence-Based Program (EBP):

Parents As Teachers (PAT)
Other Services: Basic Needs Support,
Case Management, Childcare, and
Transportation Assistance

alcohol abuse.

371 teens gave birth.
17.40/o are enrolled in Medicaid.
70/0are unemployed.

1. 2016 U.S. Census Bureau
2. 2016 Texas Department of Family and Protective Services
3. 2016 Texas Department of Public Safety
4. 2015 Centers of Disease Control
5. 2015 Texas Health and Human Services
6. 2016 Texas Health and Human Services
7. 2016 Bureau of Labor Statistics

2,625 individuals reached through outreach activities.
210 individuals* participated in the EBP or long-term services.

sessions to assist with Basic Needs
sessions of Case Management
session to assist with Transportation
* Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

Vf/3/ Texas Institute for
Child & Family Wellbeing
Steve Hicks School ofSocial Work

HopES 11

98.8°/o

Typical HOPES
caregiver in Jefferson

County:
• Single mother, age 26

• 1 year old child
~

• Black, Non-Hispanic
• English-speaking
• Lack a high

( -

school diploma
• Annual income is
less than $10,000

of HOPES families in
Jefferson County
remained "safe in
care".*

-x-safe in care is defined as a family
whose caregivers were not identified as
designated perpetrators in child abuse
or neglect while receiving services.

~~

...I just kept wondering if there was

•

something wrong with my kiddo
and I wasn't helping him the right
way. And so, just having a pair of
outside eyes... I get a lot of
reassurance and I get a lot of ideas
and that's something that I
personally need. So, I'm really glad
that I have [an opportunity to
participate in HOPES].

- Parent
Jefferson County HOPES Participant

Unique Strategies:
• HOPES staff offer
intensive case
management

• HOPES staff are trained
in topics such as
human trafficking
and homelessness
outreach.

these families and teaching them
parenting skills and how important it is to
take your kids to the doctor and how to
appropriately discipline them ...we're
trying to break that cycle [of abuse].
- Jefferson County HOPES Parent Educator

Top 3 things coalition helped
HOPES Agencies with:

• Promoting EBPS in
their community.
• Prioritizing HOPES
programs.
• Recruiting families into

HOPES programs.

~ The
University of Texas at Austin
'VJ
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

- HOPES Coalition Member

Jefferson County's Community
Resource Coordianation Group

HOpES 11

Lubbock I55,935 individuals reached in FY2016
303,137 people live in Lubbock County.

Primary Agency:
The Parenting Cottage Inc.

69,325 children live below the federal poverty line.
1,032 confirmed cases of child maltreatment.

Coalition:
South Plains Coalition for
Child Abuse Prevention

4,078 confirmed incidents of family violence.
2,443 deaths due to drug and alcohol abuse.
412 teens gave birth.
14.1O/o are enrolled in Medicaid.

Evidence-Based Program (EBP):
Parents As Teachers (PAT)

Other Services: Car Seat Educational
Sessions, Mental Health Services,
Prenatal Classes, and Resource & Referral
Services

3.4°/o are unemployed.
55,740 individuals reached through outreach activities.
195 individuals* participated in the EBP or long-term services.

sessions of Resource and Referrals
sessions of Group Counseling
sessions of Basic Needs
*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~

The University~f Texas at Austin

'VJ Texas Institute for

Child & Family Wellbeing
Steve Hicks School ofSocial Work

H pES
O
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"Weak
Collaboration"

-

I I I

"Very Strong
Collaboration"

~
University of Texas at Austin
V The
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

I
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Mclennan 11,379 individuals reached in FY2016
Primary Agency:
Family Abuse Center

247,934 people live in
McLennan County.

Subcontractors:
Waco ISO

59,333 children live below the federal poverty line.
851 confirmed cases of child maltreatment.
1,973 confirmed incidents of family violence.
"" ""~ deaths due to drug and alcohol abuse.

.

Coalition:
Alliance for Safe Children

Evidence-Based Program (EBP):
teens gave birth.

Parents As Teachers (PAT)

are enrolled in Medicaid.
1. 2016 U.S. Census Bureau
2. 2016 Texas Department of
Family and Protective Services
3. 2016 Texas Department of Public
Safety
4. 2015 Centers of Disease Control
5. 2015 Texas Health and Human
Services
6. 2016 Texas Health and Human
Services
7. 2016 Bureau of Labor Statistics

Other Services: Adverse Childhood
Experiences (ACEs) Assesment, Basic Needs
Support, Case Management, Counseling,
Domestic Violence Victims Assistance, and
Hearing & Vision Screening

1,316 individuals reached through outreach activities.
63 individuals* participated in the EBP or long-term services.

*Individuals include the primary caregiver, target children,secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

Vfli1) Texas Institute for

Child & Family Wellbeing

Steve Hicks School of Social Work

HopES 11

What Staff Said:

111111111·

I

"Weak
Collaboration"

"Very Strong
Collaboration"

I I I

~
Universityo_f Texas at Austin
V The
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

I
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Nueces 14,446 individuals reached in FY2016
HOPES also serves Kleberg County

Primary Agency:
Educational Service Center, Region 2

Coalition:
Sucess by 6 Coastal Bend
Early Childhood Coalition

488 teen

Evidence-Based Programs (EBPs):
Parents As Teachers (PAT) Home Instruction for
Parents of Preschool
Youngsters (HIPPY)

17.31/o are en
5.6°/o are unemployed.
(2016 Bureau of Labor Statistics)

Other Services: Basic Need Support, Case Management,
Family Learning Together Program, Parent Support Groups,
and Resource & Referral Services

4,412 individuals reached through outreach activities.
34 individuals* participated in EBPs or long-term services.

19 families were served in PAT
15 families were served in HIPPY
sessions of Resource & Referrals Services
sessions of Case Management
sessions of Group Counseling
sessions of Family Focused Service
*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

V

Texas Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

HopES 11

I

I I I

I

I I I

I

"Weak
Collaboration"

I

I I I

Collaboration"

~
University of Texas at Austin
V The
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School o Social Work
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"Very Strong
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Tayl Or

781 individuals reached in FY2016

136,535 people live in Taylor County.

32,020 children live below the federal poverty line.
800 confirmed cases of child maltreatment.
2,118 confirmed incidents of family violence.

Primary Agency:
BCFS Health and Human Services

Coalition:
HOPES Coalition

Evidence-Based Program (EBP):

SafeCare

1,361 deaths due to drug and alcohol abuse.

206 teens gave birth.
14.90/o are enrolled in Medicaid.

3.7°/o are unemployed.

Other Services: Basic Needs Support,
Case Management, Child Abuse Awareness
Education, Financial Literacy/ Workforce
Development, Substance Abuse
Counseling and Support Groups, and
Tranportation Assistance\

699 individuals reached through outreach activities.
82 individuals* participated in the EBP or long-term services.

sessions of Case Management
sessions to assist with Basic Needs

sessions of Individual Counseling
sessions of Crisis Intervention
session of Parent Leadership

*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University of Texas at Austin

'VJ Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

HopES 11

Typical HOPES
caregiver in Taylor

County:
• Single mother, age 28
• 2 year old child
• White, Non-Hispanic
• English-speaking
• Lack a high
school diploma
• Annual income is
between $10 - $20,000

100°/o

of HOPES families in Taylor
County remained "safe in
care".*
-x-safe in care_ is defined as a family
whose caregivers were not identified as
designated perpetrators in child abuse
or neglect while receiving services.

l hl gram]

hasbrought

me hope. There's hope and
there's people out there who do
care...that's what's helped me.
That's actually what attracted
me to the program because
[the staff here] actually cared.
- Parent
Taylor County HOPES Participant

What Staff Said:
3 Areas that HOPES
programming helped
families the most:
• Addressing mental
health, substance use, &
trauma.
• Accessing & use of
services.

• Developing a social
support network.

~ sel ,ange in empowerment with our families
J aur,parents ...they have these new skills, and they
have this new support system, and they're not facing
this world of raising their kids alone with all these
barriers and a life struggles.
- Taylor County HOPES Staff

Unique Program Provided by HOPES:
Yellow Dyno is a child abuse awareness
campaigned targeted to educate children
and their safety.

Community
Outreach Highlight:

Over 500 people
were reached at the
South Little League
collaboration event
for child abuse
awareness.
~
University of Texas at Austin
V The
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School of Social Work

They've done all that work to incorporate
that and have data and all that in place
to hopefully get everything in order that
we need to so we can succeed and make
a change and make up for it in the
community. So, I think it's a great start.
- HOPES Coalition Member
Taylor County's HOPES Coalition

HO pES 11

Wichita

3,862 Individuals reached in FY2016
Primary Agency:
North Texas Area United Way

Subcontractors:
Wichita Falls ISO

131,838 people live in Wichita County.
29,673 children live below the federal poverty line.
332 confirmed cases of child maltreatment.
1,443 confirmed incidents of family violence.
1,301 deaths due to drug and alcohol abuse.
184 teens gave birth.
4.3°/o are unemployed.
14.60/o are enrolled in Medicaid.

Coalition:
Early Childhood Community
Coalition of North Texas
Evidence-Based Programs (EBPs):
Parents As Teachers (PAT) I 24/7 Dad
Home Instruction for Parents of
Preschool Youngsters (HIPPY)

Other Services: Case
Management, Development
Screenings, Information and
Referrals Distribution, Parent
Helpline (24-hour Parent Talk Line
844-KIDS211), and Saturday
Morning Club

3,825 individuals reached through outreach activities.
76 individuals* participated in EBPs or long-term services.

20 families were served in PAT
10 families were served in 24/7 Dad

8 families were served in HIPPY
sessions of Counseling
*Individuals include the primary caregiver, target children, secondary caregivers, and others (e.g. extended family members)
~ The University~f Texas at Austin
'V
Texas Institute for

Child & Family Wellbeing
Steve Hicks School

Social Work

H pEs
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Typical HOPES
caregiver in Wichita
County:
• Single mother, age 29
• 2 year old child

• White, Non-Hispanic
• English-speaking

• Has a high

8
100 /o

of HOPES families in
Wichita County
remained "safe in
care".*

-x-safe in care is defined as a family
whose caregivers were not identified as
designated perpetrators in child abuse
or neglect while receiving services.

school diploma

• Annual income is
less than $10,000

~

h,

alotofgoodstuff[in

the curriculum] ... There is alot
of good science, I never would
have thought to do that with a
four or five-year-old.
-Caregiver

Wichita County HOPES Participant

Unique Program
Strategies:
What I love about the HOPES program, is that
it is preventative: going out and working with
the kids at Juvenile and talking to them
about being parents and shaken baby
syndrome and all of those things. And also
the care coordinator is teaching some
classes at the high schools.

Fatherhood program targeting
incarcerated fathers and is
collaborating with North Texas
Legal Aid to mitigate child

support issues.

- Wichita County HOPES Staff

~

A 24-hour Parent Talk line
(844-KIDS211} is available where
parents can reach out for tips and
support for parenting.

Wichita County Coalition:

3.7

•
~ The
University of Texas at Austin
V
Texas
Institute for
Child & Family Wellbeing
Steve Hicks School ofSocial Work

Never have I lived in a community
~
e I felt so supported. At any time, I
~ call any of these people and
they're right there to help me...that's
what keep us all sane; you know,
talking to each other, calling each
other in time of need, and, just, being
there for each other. So, this coalition
does, in that regard, it helps us,
mentally, with our challenges in doing
this type of work.

- HOPES Coalition Member 4111i
Wichita County's HOPES Coalition 'W

HOpES 11
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Appendix B: Methods
Eva l u a t i o n Pu r p o s e a n d M i xe d - M e t h o d D e s i g n
The purpose of this study is to examine process and outcome measures for the second year
of HOPES, which includes HOPES I and HOPES II sites during the time period of September 1,
2015 to August 31, 2016. This evaluation focuses on the impacts of HOPES programming and
coalition activities on improving the Safety, Stability, and Nurturing tenants of communitybased child maltreatment prevention across the levels of child, caregiver, community, and
policy. Refer to page 14 for the Conceptual Framework for more information on the building
blocks of community-based child maltreatment prevention. This evaluation also highlights
strengths and challenges about three topics: (1) the recruitment and retention of clients
in child maltreatment prevention programs, (2) the impacts of case management services
beyond the evidence-based program curriculum, and (3) additional technical assistance
needed for HOPES.
The evaluation utilized qualitative and quantitative methods to gather and analyze
information. Quantitative data were collected through two online surveys, data from the
PEI database, the Caregiver Survey (developed by the research team), publicly available
county-level demographic data, and county-level CPS data provided by DFPS. Qualitative
methods included semi-structured in-person interviews and focus groups with staff, program
participants, and coalition members at each of the sixteen HOPES I and HOPES II sites.
Additionally, the FY2016 Quarterly Reports provided by the HOPES I & HOPES II contractors to
PEI were also analyze. The following sections describe the methods for these data collection
activities in greater detail.

O n l i n e S u r vey M e t h o d s & S a m p l e S i ze s
The information below describes in detail the process of how data was collected in the online
surveys and what data was provided to use from the PEI database.
In June and July of 2017, links to the two online surveys were distributed. A staff survey was
sent via email to all HOPES I and HOPES II program staff that includes direct service staff,
supervisors, and supplemental service providers, while a separate link to a community survey
targeted HOPES I and HOPES II coalition members and other stakeholders in each HOPES
community. Both of these surveys were voluntary and confidential. The coalition survey offered
participants the opportunity to enter a drawing to win a $200 gift card for their community’s
primary HOPES agency.
The surveys used a mixture of validated scales and questions developed by the research
team. The staff survey provided contextual information about caseloads, perceptions of
program success, staff demographics, community-level factors, and challenges to service
delivery. The survey items included: trauma-history questions from the ACEs study as modified
by the Behavioral Risk Factor Surveillance System (BRFSS) Texas 2015 Survey. Additionally,
the Factor Structure of the Counselor Burnout Inventory was used to measure staff strain.31
Certain EBP implementation questions were taken, with permission and slight modifications,

HOPES FY2016
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from the Annual Survey of Evidence-based Programs 2014, conducted by the Evidence-based
Prevention and Intervention Support Center at Pennsylvania State University. Ten questions
were based on questions from the national Mother and Infant Home Visiting Program
Evaluation (MIHOPE), led by MDRC. Two questions were informed by the Implementation
Leadership Scale (Aarons et al. 2014) and one question used a modified subset of questions
from the Evidence-Based Practice Attitude Scale-50 Item.33 The remaining items in the staff
survey were developed by the research team.
Community survey questions included a measure of collaboration for coalition members,
questions about perceptions of the HOPES program, and questions identifying needs related
to child abuse prevention in the community. The community survey used the freely available
Wilder Collaboration Factors Inventory, which measures 20 collaboration factors with 40
questions. Additionally, 8 questions were adapted from the Annual Survey of Evidence-based
Programs 2014. The remaining items in the community survey were developed by the research
team.
The staff survey was initiated by 152 respondents, and completed in its entirety by 109
respondents. Responses by HOPES site is presented in Figure B1. The community survey was
initiated by 141 respondents, and completed in its entirety by 116 respondents. As this survey
was forwarded to coalition members by coalition organizers through an anonymous link,
there is no way to calculate response rates for this survey. However, Figure B2 does provide a
summary of the number of respondents by HOPES site.

Figure B1. Staff Survey Response Rates by HOPES Site
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Figure B2. Community Survey Responses by County
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Fo c u s G ro u p a n d I n t e r v i e w M e t h o d s & S a m p l e S i ze s
Qualitative methods included semi-structured individual interviews and focus groups at each
of the 16 HOPES I and HOPES II sites, however only 10 coalitions were interviewed able due to
scheduling conflicts. In-person interviews and focus groups with staff, program participants,
and coalition members occurred between March and July of 2017. An effort was made to
speak to representatives and participants from each primary contractor and subcontractor.
Those who were interviewed were not selected randomly. Rather, they were identified as being
available during site visits by the evaluation team.
Each HOPES contractor assisted in coordinating and scheduling interviews and focus groups
with staff, coalition members, and program participants. When possible, direct service staff
were interviewed separately from managing and administrative staff. Excluding staff who did
not receive compensation, interview and focus group participants were provided $25 gift cards
to cover their time and transportation costs.
Interview guides were developed to ensure consistency, though interviews were implemented
in a semi-structured way to allow the interviewers flexibility to pursue particular themes or
responses further. Interviews with program participants lasted about 20-30 minutes and
were conducted either in the participant’s home, or in a classroom or office setting. A team
of bilingual researchers conducted 13 interviews in Spanish and 133 interviews in English.
Interviews and focus groups with staff and coalition members typically lasted between 45
and 60 minutes, occurred at agency offices and were all conducted in English except for one
staff focus group that was conducted in Spanish. All interviews and focus groups were audiorecorded and transcribed verbatim.
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Ad m i n i s t ra t i ve D a t a
PEI Database
Select data for fiscal year 2016 from the PEI database was used. This data was de-identified
and provided to the research team by PEI through a DRIT 80377-HOPES Data FY16. The data
contain information on the number of target children, primary and secondary caregivers,
and other participants served, respective demographics and risk factors, and the types and
quantities of services received. The data also include measures of dosage and the pre- and
post-test scores for the Protective Factors Survey. PEI database limitations are described in
the Limitations section.
PEI requires each HOPES contractor to submit quarterly reports summarizing program
implementation. The topics covered in these reports include: (1) Collaboration with other
agencies and/or community resources, (2) Leveraging resources, (3) Outreach and awareness
information, (4) Services available during the quarter, (4) Service delivery, including
service provider activity, staffing/training, and resources and technical assistance, (5)
Accomplishments and challenges, and (6) Volunteers. These reports were reviewed to identify
pertinent information about coalition participation and program reach to community members
who did not receive direct services, and thus were missing from the PEI database.

Caregiver Survey Data
For this report, the research team analyzed Caregiver Pre-Test Surveys from January 2016
to January 2018. The measures from the Caregiver Pre-Test Surveys included in this report
are the risk factors of mental health, trauma, substance use/misuse, and domestic violence.
DePelchin Children’s Center at the Harris site already implements the ACEs measure to screen
for caregiver’s history of trauma and the HITS measure to screen for domestic violence,
thus the UT research team received de-identified data from DePelchin for those measures.
Harris uses different screening tools for mental health and substance use and were therefore
excluded in this report, but will be included in subsequent reports. Table B1 provides the
n-values for each measure.

Table B1. Caregiver Survey Measures and Survey Responses
TOPIC

MEASURE

N

Trauma

Adverse Childhood Experiences (ACEs)

838

Mental Health
Substance Abuse
Alcohol Abuse

Mental Health Inventory-5
UNCOPE
Alcohol Use Disorders Identification Test-Consumption
(AUDIT-C)
Hurt, Insulted, Threatened with Harm and Screamed (HITS)

515
740
741

Partner Violence

While the Caregiver Survey has other measures to assess the Safety, Stability, and
Nurturing, those were not included in this report. The research team will include a full
analysis of the Caregiver Survey in the subsequent evaluation reports.

HOPES FY2016
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Figure B3. Caregiver Pre-Survey Risk Factor Scales
Family Safety
How often does/did your partner:

Never

Rarely

Sometimes

Fairly Often

Frequently

Physically hurt you?

1

2

3

4

5

Insult or talk down to you?

1

2

3

4

5

Threaten you with harm?

1

2

3

4

5

Scream or curse at you?

1

2

3

4

5

Mental Health
During the past month:

All of the Most of A good
time
the time bit of
the time

How much of the time were you a happy person?

Some of
the time

A little of None of
the time the time

1

2

3

4

5

6

How much of the time have you felt calm and
peaceful?

1

2

3

4

5

6

How much of the time have you been a very
nervous person?

1

2

3

4

5

6

How much of the time have you felt downhearted
and blue?

1

2

3

4

5

6

How much of the time have you felt so sad or
depressed that nothing could cheer you up?

1

2

3

4

5

6

Alcohol and Substance Use
In the past 12 months, how often have you had a drink
containing alcohol?
In the past 12 months, how many drinks* containing
alcohol did you have on a typical day when you were
drinking?
In the past 12 months, how often did you have 4 or
more drinks (women)/ 5 or more drinks (men) on one
occasion?
*1 drink=

12 oz. beer

5 oz. wine

Never

Monthly
or less

2-4 times
per month

2-3 times
per week

4+ times
per week

0-2

3-4

5-6

7-9

10 or more

Never

Less
than
monthly

Weekly

Daily or
almost
daily

1.5 oz. hard liquor

Monthly

8 oz. malt liquor

In the last 12 months:
Have you spent more time drinking or using drugs than you intended to?

 Yes

 No

Have you neglected some of your usual responsibilities because of using alcohol or drugs?

 Yes

 No

Have you felt you wanted or needed to cut down on your drinking or drug use?

 Yes

 No

Has your family, a friend, or anyone else ever told your they objected to your alcohol or drug
use?

 Yes

 No

Have you found yourself thinking a lot about drinking or using?

 Yes

 No

Have you used alcohol or drugs to relieve emotional discomfort, such as sadness, anger, or
boredom?

 Yes

 No
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Primary Caregiver Trauma History
The following questions are about events that happened during your childhood. This is a sensitive topic and
some people may feel uncomfortable with these questions. Please keep in mind that you can skip any question
you do not want to answer.
Looking back before you were 18 years old...
Did you live with anyone who was depressed, mentally ill, or suicidal?

 Yes

 No

 Not sure

Did you live with anyone who was a problem drinker or alcoholic?

 Yes

 No

 Not sure

Did you live with anyone who used illegal street drugs or who abused
prescription medications?

 Yes

 No

 Not sure

Did you live with anyone who served time or was sentenced to serve
time in prison, jail, or other correctional facility?

 Yes

 No

 Not sure

Did you experience repeated bullying as a child?

 Yes

 No

 Not sure

Did you repeatedly experience discrimination based on ethnicity, skin
color, or sexual orientation?

 Yes

 No

 Not sure

Did you live in a neighborhood that experienced gang violence?

 Yes

 No

 Not sure

Did you ever live in a foster home or group home?

 Yes

 No

 Not sure

Were your parents separated or divorced?

 Yes

How often did your parents or adults in your home ever
slap, hit, kick, punch, or beat each other up?

 Never  Once  More than
once

 Not
sure

How often did a parent or adult in your home ever hit,
beat, kick, or physically hurt you in any way? Don’t
include spanking.

 Never  Once  More than
once

 Not
sure

How often did a parent or adult in your home swear at
your, insult you, or put you down?

 Never  Once  More than
once

 Not
sure

How often did anyone at least 5 years older than you or
an adult ever touch you sexually?

 Never  Once  More than
once

 Not
sure

How often did anyone at least 5 years older than you or
an adult try to make you touch them sexually?

 Never  Once  More than
once

 Not
sure

How often did anyone at least 5 years older than you or
an adult force you to have sex?

 Never  Once  More than
once

 Not
sure

How often did you feel that no one in your family loved
you or thought you were important or special?

 Never  Once  More than
once

 Not
sure

How often did you feel that your family didn’t look out
for each other, feel close to each other?

 Never  Once  More than
once

 Not
sure

How often did you feel you didn’t get enough to eat, had  Never  Once  More than
to wear dirty clothes, and had no one to protect you?
once

 Not
sure

 Never  Once  More than
once

 Not
sure

How often did you feel that your parents were too drunk
or high to take care of your or take you to the doctor if
you needed it?

 No
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Publicly Available County-Level Data
County-level data included in this report was gathered from public databases available
online. The data sources used include the United States Census Bureau, databases from the
Texas government agencies including Texas Health and Human Services Commission, the Texas
Department of Family and Protective Services, the United States Department of Agriculture
Economic Research database, and Kids Count Database, a database that aggregates various
national and state databases. The county-level maps showing substantiated cases of child
maltreatment was provided by DFPS to specifically provide confirmed cases of victims who
were ages 5 and younger. Details on the maps of county-level child maltreatment data is
located in Appendix D.

D a t a A n a l ys i s
Data from the online surveys was cleaned and consolidated to produce descriptive statistics.
Data from the PEI database were also analyzed using R and Excel software to produce
descriptive and inferential statistics and data visualizations. Certain assumptions were made
due to the limitations in the data, which are described in the Limitations section.
Data from the focus groups, interviews and open-ended survey questions were analyzed
using content analysis. The research team members who participated in the focus groups
and interviews developed three separate coding schemes for program participants, staff, and
coalition interviews/focus groups. One transcript of each type was coded by the lead researcher
and five research team members using the online software Dedoose. The coding team met to
review each initial coding, and revised the coding scheme based on discussions.
Once coding schemes were finalized, two coders were assigned for each of the three
interview/focus group types (caregiver, staff, or coalition). Each transcript was reviewed by one
coder to ensure consistent application of codes. When coding was completed, all excerpts and
codes were exported to Excel spreadsheets for additional summarization and organization of
themes. Codes were further reviewed to identify quotes that provided good examples of themes.

Limitations
Limitations in the methods exist and should be considered when examining the findings
presented in this report. Interview and focus group participants were not randomly selected
and likely do not represent the views of any specific group. Both the online surveys and
interviews/focus groups were voluntary; those who completed the surveys and attended the
interviews/focus groups could potentially be unique from those that did not participate. The
results cannot be generalized to the entire population of program participants (caregivers),
staff, or coalition members. Additionally, sample sizes, especially those of program
participants, were small and might not be representative of the larger HOPES stakeholders.
Caution should also be taken when interpreting results from the Protective Factors Survey
(PFS). There is a possibility of social desirability bias in pre-test scores. Additionally, question
wording could have impacted comprehension for some participants. Finally, the PFS was not
developed to predict child maltreatment.
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Several critical limitations of the available quantitative data from the PEI database reduced
the types of analyses possible as well as the confidence with which inferences can be drawn.
These limitations are primarily due to: a lack of necessary data, idiosyncrasies in program
implementation and participant utilization, and inconsistencies or errors in reporting data.
The lack of necessary data (e.g., whether a given family qualifies as ‘high risk’) results in
a reduced understanding of the fidelity with which a given program was utilized, and thus
a reduced ability to determine program effectiveness. Furthermore, because programs and
implementation varied across HOPES sites, several programs include a combination of
services being provided. At times multiple service codes are listed for a single client under
a single program. It is unclear whether those service codes represent unique ‘visits’ or a
combination of services provided during one visit, making it impossible for a researcher to
determine the number of times a client was served. This is additionally complicated by the
many clients who were enrolled in multiple programs. Without clear data by site, program,
type of services provided and number of times a client was served, it is not possible to
assign responsibility for outcomes (such as change in PFS score) to any of those potential
sources. Finally, reporting errors may also be present in the data. It is difficult to determine
the legitimacy of data that differs from expectations (such as an indication that a client has
received the minimum dosage, when other data in the database suggest that client does not
have the requisite number of sessions for minimum dosage). It is likely that these conflicting
data are due to reporting error, program idiosyncrasies, or both.

Human Subjects’ Protections
Informed consent was obtained from all participants. Interview and focus groups participants
provided written informed consent and were offered a copy of the consent form for their
records. For the online survey, informed consent was obtained from the participant before they
begin the survey and no documentation of informed consent was acquired to keep the survey
anonymous.
Every effort was made to maintain the privacy and confidentiality of the participants.
Participants were informed of how their privacy and confidentiality will be protected.
The identities of interview and focus group participants are known to the UT research
team. However, the only record of names is signatures on consent forms which are stored
in a locked filing cabinet in a secure office. Audio files were transcribed. Audio files are
labeled by date and sequence rather than more specific identifying information.
Survey participants were asked about their professional background and county. No other
potentially identifiable information was recorded. Data from the online survey are anonymous.
All survey and focus group results are reported in aggregate form to maintain confidentiality.
All digital data will be stored on password and virus protected computers on a secure network
for no longer than three years. Access to the network is granted by the principal investigator
to study personnel. Only study personnel have access to identified data stored on the secure
network.
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Appendix C: Logic Model
-----

Logic Model
HEALTHY OUTCOMES THROUGH PREVENTION AND EARLY SUPPORT (HOPES)
Goal: Reduce the incidence of child maltreatment through community-based prevention and evidence-based interventions

Inputs

Outputs

Outcomes
Short-term

Funding from
DFPS
Database
system

P•·ov1de
programming
Local agencies

Evidence-based
interventions

Increased child emotional
and cognitive well-being

Deliver evidencebased
interventions to
families

r

Provide case
management
Deliver other
programming to
.,.,,eet family need

,,

Increased parental
protective factors
• nurturing/attachment
• knowledge of child
development
• parental resilience
• social connections
• concrete supports
• economic self-sufficiency

# of families recruited .
participating, and
completing
interventions across
24 sites
# of sessions; # of
hours of services
provided; other fidelity
measures

!

# of coalition meetings !

Support
community
coalitions
Existing/new
community
collaborations

Family-serving
professionals

# of agencies that
participate in
coalitions

Support &
maintain
coalitions

-

Coordinate eventi
and activities to
promote
professional
development

Increased knowledge of
child maltreatment

-

Increased access and use of
services
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Reduction in
child
maltreatment
cases

l
Increased
Stability

Prevention of
child
maltreatment

l

Increased collaboration and
communication between
agencies

# of professionals
attending
conferences/trainings
Improved referral
process/ systems
across agencies

Reduction of risk factors
• parental substance use
• parental mental illness
• exposure to family
conflict

Increased
Safety

,...

# of awareness
activities;
# of materials
distributed

Community
Awareness
ampaigns/Pres
ntations

Intermediate/Long-term

Increased
Nurturing

Reduction
hospital ER
visits due to
child
maltreatment
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Appendix D: County-level Data
County-level Maps
For Figure 23, each of the three time frames showing county-level changes of the percent of
substantiated child maltreatment rates have a different significant-level cut-off percentages.
These significant levels are describes below in Table D1.

Table D1. Significance Ranges for County-level Maps

2010 - 2016
2015-2016
2014-2015

Less than - 0.012%
Less than -0.010%
Less than - 0.011 %

Between -0.012% and +0.012%
Between -0.010% and +0.010%
Between -0.011 % and +0.011 %

Greater than 0.012%
Greater than 0.010%
Greater than 0.011 %

HOPES Regression Model

~---

Percent of Population with a Confumed Case of Child Maltreatment
(I)
(2)
(3)
-0 03 1
(0.027)

HOPES 1 Counti es
HOPES 1 Counti es

-0 030
(0.027)

HOPES 2 Counti es

0.0 14
(0.027)
-0.008
(0.020)

All HOPES Counties
County Unemployment Percent 2016

-0004
(0.003)

-0004
(0.003)

-0.004
(0.003)

County Percent of Adults with a HS Diploma or Less 201 1-20 15

-000 1
(0.00 1)

-000 1
(0.00 1)

-0.001
(0.001 )

o.005 ' **

0.005'**

0.005***

(0.002)

(0.002)

(0.002)

County Median Household Income 20 15

-0.001*
(0.0003)

-0.001*
(0.0003)

-0.001 **
(0.0003)

Constant

0.1&1'**

0.119'**

0.188***

(0.056)

(0.05 6)

(0.056)

County Medicaid Percent 20 16

Obser,;ations
R2
Adjusted R 2
Residual Std. Error
F Stati stic
Note:

25 4

25 4

254

0.133

0 134

0.129

0.1 16

0.1 13

0.111

0.074 (elf = 248)

0.074 (elf= 247)

0.074 (df = 248)

7.612*'* (df = 5; 248) 6.368"* (df = 6; 247) 7343••• (df = 5; 248)
' p<0.1; **p<0.05 ; ***p<0.01
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Appendix E: Coalition Data
C o a l i t i o n s & Wi l d e r I n d ex C o l l a b o ra t i o n S c o re s
The tables in this section describe the coalitions for each HOPES site, the Wilder
Collaboration Index Factors, and the Wilder Collaboration Index scores for each coalition.

Table E1. HOPES Site and Coalition
HOPES SITES
Cameron & Hidalgo
Dallas
Ector
El Paso
Gregg
Harris
Jefferson

COALITION NAME
Make the First Five Count
Child Abuse Prevention Coalition (CAPCO)
Early Childhood Coalition
Project LAUNCH Council
Bridges out of Poverty
Parenting Help Coalition
Community Resource Coordination Group (CRCG)

Lubbock
South Plains Coalition for Child Abuse Prevention
McLennan
Alliance for Safe Children
Nueces
Success by 6 Coastal Bend Early Childhood Coalition
Potter
Texas Home Visiting Stakeholder Group
Travis
Family Support Network
Taylor
HOPES Coalition
Webb
Project HOPES Stakeholder Group
Wichita
Early Childhood Coalition of North Texas
N ote : C a m e ron a nd Hi da l go pa r ti cipate in t he same coalit ion for HOPES.
Table E2 on the next page describes how the Wilder Collaboration Index Subscales were
linked to the Safety, Stability, and Nurturing building blocks. Table E3 show the variations
in Wilder Collaboration Index Scores for the 19 factors, as they varied by coalition. Note,
members of all coalitions responded to the Wilder Collaboration Index questions except for
Dallas and Ector/Midland. The coalition member in Taylor partially completed the Wilder
Collaboration Index questions, and is not included in some of the factors. As can be seen,
there is some variation in coalition strengths and weaknesses across sites, but overall, survey
respondents scored all the coalitions highly. Few factors scored below 4, and none below 3.
Factor scores of 4.0 or higher show strength in the coalition, scores between 3.0 and 3.9 are
borderline and may require attention, while scores of 2.9 or lower indicate concern that should
be addressed.

Table E2. Average Scores for the Wilder Collaborations Index Factor
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AVERAGE
SCORE
3.78
3.81
4.24
4.30
3.96
4.4
4.07
4.11

WILDER
FACTOR
NUMBER
1
2
3
4
5
6
7
8

4.37

9

4.15

10

3.86

11

4.04
3.99

12

4.25

13
14

4.13

15

4.24
4.34
4.31
3.35
4.37

16
17
18
19
20

WILDER FACTOR DESCRIPTION

SAFETY,
STABILITY, OR
NURTURING

History of collaboration or cooperation in
the community
Collaborative group seen as a legitimate
leader in the community
Favorable political and social climate

Nurturing

Mutual respect, understanding, and trust
Appropriate cross section of members

Nurturing
Nurturing

Members see collaboration as in their selfinterest
Ability to compromise

Nurturing

Members share a stake in both process and
outcome
Multiple layers of participation
Flexibility

Nurturing
Safety

Stability
Stability
Stability
Stability

Development of clear roles and policy
guidelines
Adaptability
Appropriate pace of development

Nurturing

Open and frequent communication

Nurturing

Established informal relationships and
communication links
Concrete attainable goals and objectives
Shared vision
Unique purpose
Sufficient funds, staff, materials, and time
Skilled leadership

Nurturing
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Project LAUNCH

El Paso
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Wichita

Project HOPES

Webb

Texas

Coalition of North

Early Childhood

Stakeholder Group

HOPES Coalition

Network

Family Support

Stakeholder Group

Texas Home Visiting

Childhood Coalition

Coastal Bend Early

Success by 6

Children

Alliance for Safe

Abuse Prevention

Coalition for Child

South Plains

Coordination Group

Community Resource

Coalition

Parenting Help

Poverty

Bridges out of

Taylor

Travis

Potter

Nueces

McLennan

Lubbock

Jefferson

Harris

Gregg

Count

Hidalgo

Council

Make the First Five

COALITION

Cameron &

HOPES
SITE

3.73

4.11

3.92

3.72

3.38

3.42

4.07

5.00

3.92

3.86

4.20

3.71

1

3.68

4.33

3.67

3.50

3.94

3.58

4.00

5.00

4.00

3.86

3.90

3.61

2

4.00

4.28

4.42

4.22

4.19

4.33

4.61

3.50

4.42

4.36

3.80

4.18

3

4.23

4.33

4.50

4.22

4.44

4.08

4.00

4.50

4.67

4.55

3.90

4.29

4

3.50

4.17

4.25

3.61

3.81

3.92

4.06

5.00

3.50

4.09

4.20

4.18

5

Table E3. Wilder Factor Scores by Coalition

4.09

4.78

4.67

4.22

4.50

4.17

4.38

5.00

4.33

4.64

4.00

4.36

6

3.91

4.44

3.50

3.56

4.13

4.00

4.13

5.00

4.00

3.91

4.60

4.29

7

4.03

4.33

4.11

4.04

4.33

3.67

4.33

5.00

4.00

4.06

3.73

4.26

8

4.36

4.22

3.83

4.06

4.44

4.17

4.07

5.00

4.00

4.23

3.90

4.36

9

3.82

4.28

3.58

3.78

3.81

3.42

4.36

5.00

3.67

3.82

3.70

4.07

10

3.70

4.44

4.08

3.72

4.00

3.83

4.57

5.00

3.75

4.18

3.70

4.27

11

3.70

4.56

3.67

3.83

3.94

3.83

4.57

5.00

3.83

3.82

3.70

4.15

12

WILDER FACTOR NUMBER

4.17

4.74

4.11

3.93

4.17

4.28

4.43

5.00

4.39

4.09

3.93

4.46

13

4.00

4.72

3.83

3.94

4.25

3.67

4.79

5.00

4.08

4.09

3.80

4.04

14

3.83

4.81

3.89

3.96

4.67

3.83

4.71

5.00

4.00

4.18

3.87

4.54

15

4.25

4.78

4.08

3.89

4.69

4.08

4.57

5.00

4.33

4.27

4.10

4.46

16

4.30

4.39

4.30

4.17

4.69

4.33

4.86

5.00

4.33

3.95

3.50

4.35

17

2.90

4.44

2.70

3.11

2.69

3.58

3.36

5.00

3.42

3.00

3.30

3.62

18

4.20

4.89

4.00

4.11

4.50

4.67

4.14

5.00

4.50

4.18

4.00

4.62

19

3.92

4.48

3.95

3.87

4.13

3.94

4.32

4.89

4.06

4.06

3.89

4.20

AVERAGE
WILDER
SCORE
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Appendix F: EBPs
This section provides an overview of EBPs implemented in HOPES during FY2016 and brief
overviews of each EBP.

Table E1. EBP by HOPES Site
EVIDENCE-BASED PROGRAM

HOPES SITES IMPLEMENTING THE EBP

24/7 Dad
AVANCE Parent-Child Education Program
(PCEP)
CenteringPregnancy
Family Connections

Ector, Gregg, Potter, Travis Wichita
El Paso, Dallas

Home Instruction for Parents of Preschool
Youngsters (HIPPY)

Nueces, Wichita

Incredible Years
Nurturing Fathers Program
Nurturing Parenting
Nurse-Family Partnership
Parents as Teachers

El Paso
Travis
Harris
Dallas
Dallas, Ector, El Paso, Gregg, Hidalgo, Harris,
Jefferson, Lubbock, McLennan, Nueces, Travis,
Wichita
Cameron, Taylor, Webb
Ector
Dallas, Harris, Travis
El Paso

SafeCare
Stewards of Children
Triple P- Positive Parenting Program
Wraparound

Harris
Harris

E B P O ve r v i e w s
The tables below provide a brief overview of each evidence-based programs implemented in
HOPES I & HOPES II.

24/7 DAD
24/7 Dad is a set of programs designed to equip fathers with the self-awareness, compassion,
and sense of responsibility that every good parent needs. It focuses on building the “man” first
and the “father” second. It is available in both a basic and a more in-depth version through
24/7 Dad A.M and 24/7 Dad P.M.
Goals of the To increase capacity of skills to carry out what the fathers learn. These will
Program
include better skills in caring for children and building relationships with the
mother of their children.
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Target
population

24/7 Dad is for fathers with children age 18 or younger. The program design
varies depending on:
• Custodial and non-custodial fathers; and
• Unemployed and underemployed fathers.
Length of
• 12 weekly sessions; and
Program
• Session duration is 2 hours.
Flexibility of session duration depending on audience
Topics
• Family history
Covered
• Men’s health
• Communication
• The father’s role
• Discipline
• Child interaction & involvement
• Child development
For more information visit: http://www.cebc4cw.org/program/24-7-dad/

AVANCE PARENT-CHILD EDUCATION PROGRAM (PCEP)
AVANCE Parent-Child Education Program (PCEP) is a combination group class and home
visiting program that aims to enhance the education and growth of parents and their children
through community collaborations and partnerships.
Goals of the PCEP goals are to use a bilingual two-generation approach to:
Program
• Increase parents’ understanding of child development so they are better
able to foster optimal development of their children; and
• To empower parents to view themselves as their child’s first and most
important teacher and the home as the first classroom.
Target
• Parents and primary caregivers with children from birth to age three
Population
• Pregnant women and/or partners of pregnant women.
• Parents with challenges such as poverty, illiteracy, teen parenthood,
geographic and social marginalization, and toxic stress.
Length of
The recommended program duration is 9 months and consists of:
Program
• Weekly three-hour small group sessions for parents, while early childhood
education is simultaneously provided for children;
• Monthly home visits; and
• Commencement ceremony for parents/caregivers and their children upon
completion of a minimum of 75% of classes.
Parents are encouraged to return for a second year, in which they will are
assisted with adult education and job training.
Topics
• Child development
Covered
• Learning through play
• parent-child interaction
• guidance in the home
• Development of parents’ personal developmental and educational goals to
foster economic stability.
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HOME INSTRUCTION FOR PARENTS OF PRESCHOOL YOUNGSTERS (HIPPY)
HIPPY is a primarily in-home parenting support program that consists of home visits, peer
parenting education, and group meetings and is designed to support parents by providing
books, activities, and skills to help them prepare their children for school.
Goals of the To help vulnerable children achieve long-term academic success, improve
Program
parent-child relationships, and increase parent’s’ involvement in their children’s
schools and communities.
Target
• Parents of children ages 3-5.
population
• Families from diverse ethnic and geographic groups across the nation.
• Particularly those most at risk because of poverty, parents’ limited
education or social isolation.
Length of
• 2- 3 year program with 30 weeks of activities per year.
Program
Topics
Instruction includes developmentally appropriate school readiness activities
Covered
for parents to do with children using role play as the method of instruction.
For more information visit: https://www.hippyusa.org/

INCREDIBLE YEARS
Incredible Years is a combination group classroom and in-home visit program for parents,
teachers, and children, consisting of three components: The BASIC Parent Training Program,
the Child Training Program, and the supplemental ADVANCE Parent Training Program.
Goals of the To prevent, reduce, and treat behavior and emotional problems in young
Program
children, with the long-term goals of preventing conduct disorders, academic
under achievement, delinquency, violence, and drug abuse.
Target
Incredible Years is for:
population
• Parents of children aged 4-8 years
• Teachers of children aged 4-8
• Children ages 4-8
Incredible Years specifically targets parents of high-risk children and those
displaying behavior problems.
Length of
The BASIC Parent Training Program consists of :
Program
• 14 weeks for prevention populations
• 18 -20 weeks for treatment populations.
• 2-hour weekly sessions for children and parents
Group classes are offered 2-3 times weekly for a total of 60 lessons.
The Child Training Program is 18-22 weeks.
The ADVANCE Parent Program is recommended as a supplemental program for
treatment populations; BASIC and ADVANCE programs together have a duration
of 26-30 weeks.
For more information visit: https://www.incredibleyears.com/
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Topics
Covered

Topics covered in the BASIC Parent Training Program include:
• Building strong relationships with children through child-directed play;
• Being a coach for children;
• How to handle misbehavior; and
• How to set limits/establish rules.
Topics covered in the Child Training Program include:
• Emotion management;
• Social skills;
• Problem solving; and
• Classroom behavior.

Topics in the ADVANCE Parent Training Program address:
• Interpersonal skills such as effectively communicating with children and
other adults;
• Handling stress;
• Problem solving; and
• How to provide and receive support.
For more information, visit: http://www.incredibleyears.com/

NURTURING FATHERS
The Nurturing Fathers Program is a group-based program for fathers and is an adaptation of
the Nurturing Program philosophy designed to be implemented specifically for dads to teach
nurturing skills to men.
Goals
The Nurturing Fathers program aims to develop attitudes and skills for male
of the
nurturance.
Program
Target
The nurturing Parent Programs target families at risk for abuse and neglect with
Population children from prenatal to age 18.
Length of
The Nurturing Fathers program length is for 13 weeks and each class is 2.5 hours.
Program
Topics
Topics addressed in the Nurturing Fathers Program include:
Covered
• The secrets for creating safe, loving, stable, and nurtured families
• Positive discipline tools through a unique father-friendly method for
successful child behavior management
• Effective family communication techniques to strengthen the father-child
and father-mother relationships
• How to stop fighting and arguing by using proven-effective strategies for
conflict resolution and problem solving
• How to achieve cooperation and teamwork in family life
For more information visit: http://nurturingfathers.com/
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NURTURING PARENTING
Nurturing Parenting Programs are a family-centered initiative designed to build nurturing
parenting skills as an alternative to abuse and neglecting parenting and child-rearing
practices. A set of family-based programs that can be delivered in the home only, in group only,
or in combination.
Goals of the To stop the intergenerational cycle of child maltreatment through empowering
Program
family self-sufficiency, increasing parental knowledge and skills in child
development, as well as increasing parent-child attachments and positive family
experiences.
Target
Families who are at risk for abuse and neglect with children from prenatal to age
population 18.
Length of
The home-based only model:
Program
• Contains up to 55 home sessions; and
• Each session lasts 1.5 hours.
The group based model program:
• Contains 27 sessions; and
• Each session lasts 2.5 hours.
The combination group-based and home-based model program:
• Contains 16 group sessions; and
• Minimum of 7 home sessions.
Topics
• Philosophies of nurturing parenting
Covered
• Information on brain development, discipline, building empathy and selfworth
• Creating a safe home environment
• Positive ways to deal with anger and stress
• Improving parent quality of life
For more information visit: https://www.nurturingparenting.com/

NURSE-FAMILY PARTNERSHIP (NFP)
Nurse-Family Partnership empowers first-time moms to transform their lives and create
better futures for themselves and their babies. Expectant mothers benefit by receiving
necessary care to have a healthy pregnancy through partnership with specially trained nurses
who provide tools necessary to assure a healthy start for their babies, and envision a life of
stability and opportunities for mothers and their children.
Goals of the The primary goals of Nurse-Family Partnership are:
Program
• To improve pregnancy outcomes by promoting health-related behaviors
• To improve child healthy, development and safety by promoting competent
care-giving
• To enhance parent life-course development by promoting pregnancy
planning, educational achievement, and employment
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Target
population

• First-time, low-income mothers and their children
• Serve women as early in their pregnancy as posisble (as early as 16 weeks
gestation).
Length of
Each visit is 60-90 minute visits every other week, while the last 4 visits are
Program
monthly. Visits can continue through child’s second birthday. Nurses use their
professional nursing judgment to increase or decrease frequency and lengthy of
visits based on client needs.
Topics
• Improving women’s diets
Covered
• Helping women monitor their weight gain
• Eliminate use of cigarettes, alcohol and drugs
• How to identify signs of pregnancy complications
• Encouraging regular rest, appropriate exercise & good personal hygiene,
related to obstetrical health
• Preparing parents for labor, delivery, and early care of newborns
For more information visit: https://www.nursefamilypartnership.org/

PARENTS AS TEACHERS (PAT)
PAT is a home visiting model based on the premise that all children will learn, grow, and
develop to realize their full potential. Parent educators work with parents to strengthen
protective factors and ensure that young children are healthy, safe, and ready to learn.
Goals of the The four goals of PAT are:
Program
• Increase parent knowledge of early childhood development and improve
parenting practices;
• Provide early detection of developmental delays and health issues;
• Prevent child abuse and neglect; and
• Increase children’s school readiness and school success.
Target
• Families with an expectant mother
Population
• Adoptive and birth family homes
• Parents of children up to kindergarten entry (0-5 years old)
Length of
• At least 2 years, one-hour visitation at least once a month.
Program
• At least 12 group connections (meetings) are also recommended annually.
Topics
• Positive parent-child interaction.
Covered
• Child development and associated parenting topics(e.g., attachment,
discipline, health, nutrition, safety, sleep, transitions/routines, healthy
births).
• Family well-being that focuses on family strengths and building on
protective factors.
• Building social support through peer Group Connections meetings.
For more information visit: https://parentsasteachers.org/about/
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SAFECARE
SafeCare is an in-home parenting program that teaches caregivers various ways to positively
interact with their children, how to improve their home environment, and how to appropriately
respond to their children’s symptoms of illness.
Goals of the To reduce future incidents of child maltreatment, increase positive parent-child
Program
interaction, improve how parents care for their children’s health, and enhance
home safety and parent supervision.
Target
• Parents who are at-risk for child neglect and/or abuse and parents with a
Population
history of child neglect and/or abuse.
• Caregivers of children ages 0-5.
Length of
• 18-20 weeks and includes a weekly home visit.
Program
• Home visits typically last 60-90 minutes each week.
Topics
• How to interact in a positive manner with their children, to plan activities,
Covered
and respond appropriately to challenging child behaviors;
• To recognize hazards in the home in order to improve the home
environment; and
• To recognize and respond to symptoms of illness and injury, in addition to
keeping good health records.
For more information visit: http://safecare.publichealth.gsu.edu/

STEWARDS OF CHILDREN
Stewards of Children is an adult-focused child sexual abuse (CSA) prevention training program
offered in a classroom format.
Goals of the The goals of the Stewards of Children program are to:
Program
• Increase knowledge about child sexual abuse
• Improve attitudes about preventing child sexual abuse to lead the long-term
outcomes of changed child protective behaviors
• Improved child care codes of conduct for youth-serving organizations
• Improve child care policies and procedures for youth-serving organizations
Target
• School staff & volunteers
population
• Youth-serving organizations
• Parents and caregivers
• Other concerned adults
Length of
The program consists of 1 two-hour training led either by an in-person facilitator
Program
(often works in the workplace) or on the web.
Topics
To provide practical guidance for adequately preventing, recognizing and reacting
Covered
responsibly to child sexual abuse, the Stewards of Children includes commentary
from:
• Sexual abuse survivors
• Experts in the field
• Other concerned adults
For more information, visit: https://www.d2l.org/education/
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TRIPLE P - POSITIVE PARENTING PROGRAM
Triple P is a multi-level system of support for parents/caregivers of children and adolescents.
The purpose of the program is to prevent and treat behavioral and emotional problems in
children and teenagers.
Goals of the
• To intervene before problems arise in the family, school, and community;
Program
and
• Create family environments that encourage children to realize their
potential.
Target
The Triple P system is delivered to:
Population
• Parents/caregivers of children younger than 12 years old
Teen Triple P targets:
• Parents/caregivers of children 12-16 years old.
Triple P also have curricula for specific populations that include:
• Stepping Stones: Parents of children with a disability
• Family Transitions: Parents going through separation or divorce
• Lifestyle: Parents of children who are overweight
• Indigenous: Indigenous Parents
Length of
The various levels (Level II through V) of Triple P determine the intensity and
Program
duration.
Topics
• One-off discussion groups addressing most common parenting problems
Covered
• Brief and short-term primary care consultations for specific problems
• Groups or online courses for a comprehensive understanding of Triple P
strategies
• One-on-one personal support program for tacking serious behavior
problems
• Complex family and/or mental health issues, including child maltreatment
For more information visit: http://www.triplep.net/glo-en/home

WRAPAROUND
Wraparound is an evidence-based, intensive approach to care planning and case management
for individuals with complex needs. During the wraparound process, a team of people relevant
to the child or family work collaboratively to develop an individualized plan of care, implement
this plan, monitor the effect of the plan, and work towards success over time.
Goals of the To help the child or family realize their desired outcome by incorporating formal
Program
services, community services, and interpersonal support & assistance.
Target
Since the Wraparound process is individualized, the target population is
population
variable.
Length of
Since the Wraparound process is individualized, the length of service is variable.
Program
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Topics
The plan should reflect the goals and ideas about what sorts of services and
Covered
support strategies are most likely to be helpful to clients in reaching their goals.
For more information, visit: http://www.cebc4cw.org/program/wraparound/detailed
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Appendix G: PFS
Protective Factors Survey
The 20 questions of the Protective Factors Survey (PFS) are provided on the following two
pages. This tool, along with accompanying documentation is available at the FRIENDS National
Resource Center website: http ://friendsnrc.org/protective-factors-survey.

PROTECTIVE FACTORS SURVEY

Part I. Please circle or select the number that describes how often the statements are true for you or your
fam ily. The numbers represen t a scale from 1 to 7 where each of the numbers represents a different amount
of time. The num ber 4 means that the statement is true about half the time.

Very
Rarely

Rarely

About
Half the
Time

Frequently

Very
Frequ ently

Always

In my fam ily, we talk
about problems.

2

3

4

5

6

7

2. W hen we argue, my
fam ily li stens to "both
sides of the story."

2

3

4

5

6

7

Never

1.

3.

In my fam ily, we take tim e
to li sten to each other.

2

3

4

5

6

7

4.

My fam ily pulls togeth er
when thin gs are stress ful.

2

3

4

5

6

7

2

3

4

5

6

7

5. My fam ily is ab le to solve
our prob lems .

Part II. Please circle or select the number that best describes how much you agree or disagree with the
statement.
Strongly
Disagree

Mostly
Di sag ree

Slightly
Disagree

Neutral

Slightly
Agree

Mostly
Agree

Strongly
Agree

I have oth ers who will
listen when I need to talk
about my problems.

2

3

4

5

6

7

7. W hen I am lonely, th ere
are several people I can
talk to."

2

3

4

5

6

7

I wou ld have no idea
where to turn if my fam ily
needed food or housing.

2

3

4

5

6

7

I wou ldn't know where to
go for help if I had troub le
making ends meet.

2

3

4

5

6

7

10. I there is a crisis, I have
others I can talk to.

2

3

4

5

6

7

11. If I needed help fin d ing a
job , I wou ldn 't know
where to go for help.

2

3

4

5

6

7

6.

8.

9.

.

This survey was developed by the FRIENDS National Resource Center for Community-Based Child Abuse Prevention in partnership with the University of
Kansas Institute for Educational Research & Public Service through funding provided by the US Department of Health and Human Services.
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LIFE SKILLS INSTRUMENT
PROTECTIVE FACTORS SURVEY
Part Ill. Th is part of the survey asks about parenting and your relationship with your child. For this section,
please focus on the child that you hope will benefit most from your participation in our services . Please write
the child 's age or date of birth and then answer questions with this child in mind.

Child's Age:

or

DOB:

About

Half the

Very

Rarely

Rarely

Time

Frequently

Very
Frequently

Always

12. There are many tim es
when I don't know what to
do as a parent.

2

3

4

5

6

7

13. I know how to help my
child lea rn.

2

3

4

5

6

7

14. My child misbehaves ju st
to upset me.

2

3

4

5

6

7

Never

Part IV. Please tell us how often each of the following happens in your family.

Strongly

Mostly

Slightly

Di sagree

Disagree

Neutral

Slightly
Agree

Mostly

Disagree

Agree

Strongly
Agree

15. I praise my child when
he/she behaves we ll.

2

3

4

5

6

7

16. W hen I di sc ipline my
child , I lose contro l.

2

3

4

5

6

7

17. I am happy being with my
child.

2

3

4

5

6

7

18. My child and I are ve ry
close to each other.

2

3

4

5

6

7

19. I am abl e to sooth e my
child when he/she is
upset.

2

3

4

5

6

7

20 . I spend tim e with my child
doing what he/she likes to
do.

2

3

4

5

6

7

This survey was developed by the FRIENDS National Resource Center for Community-Based Child Abuse Prevention in parlnership with the University of
Kansas Institute for Educational Research & Public Service through funding provided by the US Department of Health and Human Services.
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Appendix H: Staff Survey Respondents
D e m o g ra p h i c s o f C o m m u n i t y S u r vey Re s p o n d e n t s
Figures H1- H2 are demographics of the community survey respondents. All demographic
information presented here are voluntary.

Figure H1. Profession of Community Survey Respondents
60

SOCIAL SERVICES

Other professions included Administrative,
Child Care, Government, Legal Aid, Public
Health, Higher Education/University, and
Volunteers

24

EDUCATION

18

OT ER

MEDICAL/ EALT &
MENTAL EALT SERVICES

14

PREFER NOT TO ANSWER

1

LAW ENFORCEMENT

1
0
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20
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40

50

60

NUMBER OF COMMUNITY SURVEY RESPONDENTS

Figure H2. Current Job Function of Community Survey Respondents
24

PROGRAM MANAGEMENT/ADMINISTRATION

Other responses include
Foster Care and Adoption/
Kinship Care and Resource
Specialist.

13

HOME VISITING

7

MENTAL HEALTH SERVICES
CRISIS INTERVENTION OR COUNSELING

7

PREVENTION EDUCATION/SERVICES

5

CASE MANAGEMENT

4

OTHER

1

PSYCHOSOCIAL EDUCATION
0

5

10

15

20

25

NUMBER OF COMMUNITY SURVEY RESPONDENTS

Figures H3-H6 are demographics of the staff survey respondents. All demographic
information presented here are voluntary.

HOPES FY2016

HOPES FY2016 REPORT

Figure H3. Staff Survey Respondents Demographics, Job Role
47

HOME VISITOR
17

EDUCATOR/ ACILITATOR

16

CASE MANAGEMENT/SUPPORT COORDINATOR

14

OTHER
4

COUNSELOR/THERAPIST
0
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40

50

SURVEY RESPONDENTS

Figure H4. Staff Survey Respondents, Years of Experience
Experience Working with High Ri k Familie

Experience Working in Child Maltreatment Prevention

l

21

3-5 YEARS

18

I

1-2 YEARS

I
15
I

MORE THAN 10 YEARS

9

LESS THAN 1 YEAR

I

6
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NONE

5

13
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I

0

23
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7
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25
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Figure H5. Staff Survey Respondents, Education & Field of Study
Education Level

Field o Study
60

BACHELOR DEGREE

8

ASSOCIATE DEGREE

DOCTORATE DEGREE (PHD, EDD)

16

EDUCATION

2

15

EARL CHILDHOOD EDUCATION

HIGH SCHOOL/GED

1

SOME HIGH SCHOOL, NO DEGREE

1
0

19

PS CHOLOG

4

SOME COLLEGE, NO DEGREE

34

SOCIAL WORK

33

MASTER DEGREE (MA, MS, MSW)

36

OTHER

10

CHILD DEVELOPMENT

4

NURSING
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Other Fields of Study included: Anthropology,Biology, Business& Management,
Communications, Criminal Justice, Human Development and Family Studies, Human Services,
Industrial and Systems Engineering, Liberal Arts, Public Administration, Psychology,
Rehabilitation Counseling/Services, Science, Sociology, Special Education, and Theology.
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Figure H6. Staff Demographics, Race, Ethnicity, Language, Age, Gender
Race

Ethnicity: Hispanic
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1

OTHER

1
0

52
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Fluency in Languages

Range f Ages
34%

AGE 30-39
106

ENGLISH

31%

AGE 20-29

63

SPANISH

23%

AGE 40-49

13%

AGE 50-59
4

OTHER

0

Other includes American
Sign Language, French,
German, and Italian
20

40

60

AGE 60 OR OLDER
80

100
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60
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Gender

96%
Female

40

4% Male
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For more information visit: http://www.avance.org/

CENTERINGPREGNANCY
CenteringPregnancy is a group prenatal care program where expecting moms participate
in prenatal health assessments with their provider and participate in facilitative discussion
addressing infant care, parenting and wellness.
Goals of the The goal of the CenteringPregnancy Program is to improve perinatal outcomes
Program
for low-income women and their infants through group prenatal care.
Target
• Pregnant mothers who are 16 to 40 weeks of pregnancy; and
population
• Low-income minority women at high risk for low birth weight and pre-term
delivery.
Length of
Program
Topics
Covered

10 sessions and each session is 2 hours long.
•
•
•
•
•

Prenatal Health
Labor & Delivery
Infant Care
Nutrition
Self-Care

For more information visit: https://www.centeringhealthcare.org/what-we-do/centeringpregnancy

FAMILY CONNECTIONS
Family Connections is a multifaceted, community-based service program that works with
families in their homes and in the context of their neighborhoods to help them meet the basic
needs of their children and prevent child maltreatment. The program is designed to increase
protective factors, decrease risk factors and target child safety, well-being, and permanency
outcomes.
Goals of the To help families meet the basic needs of their children and reduce the risk of
Program
child neglect.
Target
For families who are at risk for child maltreatment who are parent/caregivers of
population children ages 0 -17.
Length of
Program

• Weekly meetings for 3-4 months
• One hour face-to-face weekly contact between the client and social worker
• An optional 90-day extension if needed.
Topics
Curriculum is intervention-focused with the use of:
Covered
• Individualized family assessment and emergency assistance tailored
change-focused intervention;
• Progress assessment; and
• Outcome driven service plans with SMART goals.
For more information visit: http://www.cebc4cw.org/program/family-connections/detailed

