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EXECUTIVE SUMMARY

This report describes the results of a process and
outcome evaluation of the “Community Plan for
Protecting Infants in High Risk Environments in
London and Middlesex County” (herein referred to as
the Community Plan). The main goal of the
Community Plan is to establish a community-based
communication process for identifying and providing
interventions to support infants under the age of 24
months who are living in high risk environments in
the City of London and Middlesex County.

Backgtound

The development of the Community Plan resulted
from recommendations that were outlined in the
2000 Heikamp Inquest Jury as a result of an infant
death. Five week old, Jordan Heikamp, died in 1997
of chronic starvation in a Toronto sheiter. The
inquest resulted in numerous recommendations to
improve inter-agency collaboration and planning
around the needs of infants. Community partners
within Middlesex-London came together in a
community forum in June 2001 to discuss the
recommendations from the inquest. The results of the
forum led to the development of the Community Plan
that was launched in June 2003.

The Community Plan is one of three initiatives that is
part of the Family Abuse Prevention Project at
Middlesex-London Health Unit and funded by the
Ministry of Children and Youth Services as an Early
Child Development (ECD) project. The City of London
Children Services Fund and in-kind contributions
from participating community agencies have provided
additional funding to support the Community Plan.

Evaluation

This report documents the findings from the process
and outcome evaluation of the Community Plan. The
evaluation design was developed by members of the
Executive Committee and a Program Evaluator from
Research, Education, Evaluation and Development
(REED) Services at Middlesex-London Health Unit,

Evaluation Purposes

The purposes of this combined process and outcome
evaluation were to:

. Obtain feedback from service providers about
the Community Plan process and use of the
Community Plan tools.

. Identify factors that support service providers to
participate in the Community Plan process.

. Identify areas for improvement in the
Community Plan process, including areas for
improving inter-agency communication,
collaboration, and mobilization of services.

. Identify the gaps in service that currently exist
in London and Middlesex County in relation to
protecting infants living in high-risk
environments,

. Assess the outcomes of the Community Plan on
the provision of services to infants living in high
risk environments.

Methodology

The evaluation involved both quantitative and
qualitative methods including analysis of Community
Flan Questionnaires, Community Plan Audit Forms
and service provider focus groups.

Findings

Over the course of the four year initiative, there were
1920 Community Flan Questionnaires completed and
returned with approximately three-quarters (74.8%;
1437 /1920) submitted by stall members at
Children’s Aid Society (CAS). Consistent with the
mandate of the initiative, infants were between birth
and 24 months of age, and had an average of 13
months old at the time that Community Plan
Questionnaires were administered. Some mothers
completed Community Plan Questionnaires when
they were pregnant.

In almost all Community Plan Questionnaires
completed, the primary caregiver was the parent of
the infant. Parents/caregivers were 26 years of age
on average, and ranged in age from 15 to 62 years
old. The most common risk factors identified related
to the infants’ environment, including a history of
violence in the caregiver’s current or past
relationships, the caregiver having no residence or
living in substandard housing, and the caregiver
having a history of homelessness or moving
frequently, Risk factors related to the emotional
health of the caregiver and impaired family support
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system were also among the most [requently
reported. Based on the identification of one or more
risk factors, over a quarter of infants (26.4%;
506/1920) who are screened using the Community
Plan Questionnaire were referred for follow-up to
community agencies either to initiate a Community
Plan or to connect the primary caregiver and/or
infant with other services within the community (e.g.
public health nurses, physicians, physiotherapist,
family home visitors, etc.). In these cases, there was
enough evidence that sufficient harm to the infant
could occur and follow-up was needed.

Of the 812 Community Plan Audit Forms that were
completed and submitted, 441 new Community Plans
were initiated over the four-year period. Almost all
Community Plans were coordinated by CAS staff.
Most Community Plans are reviewed one to two
times, and as many as 17 reviews have been
completed on some Community Plans. In these
particular cases, the child may be four or five years
oid, but the community process continues and
becomes known as a case conference. Continuing
with the process in many cases is seen as beneficial
by the family involved because it continues to
promote the health and well-being of the child, and in
some cases addresses the needs of other children in
the family who may be living in a high risk
environment. Analysis of Community Plan Audit
Forms indicated that only a few community plans (i.e.
26) have been officially terminated. This finding
reflects the ongeing continuity of the Community
Plan process, even though the child is beyond the age
of 24 months.

The focus groups provided a way for service providers
to share their experiences of implementing the
Community Plan and to discuss the impact that the
initiative has had over the last several years.
Participants described several factors that support
their participation and communication between
agencies, including: Liaison Committee
representatives, Liaison Commitiee Meetings, the
Community Plan Coordinator, education/training
opportunities, Community Plan conferences, and
program evaluation activities.

Several challenges involved in the Community Plan
process were also noted by focus group participants
and are evident from the Community Plan data
coliection tools. Ensuring that staflf members are
adequately trained to implement the community plan
process was noted as a challenge especially among
agencies where turnover rates are high. There are
differing perceptions of risk with regards to
completion of the Community Plan Questionnaire.
Furthermore, it is difficult for service providers to
track agencies that parents/caregivers currently have
connections with. Several concerns were expressed

about Community Plan Conferences in terms of
scheduling, recording, chairing, distribution of
minutes, frequency of updates, and participation of
community agencies.

Participants identified evidence to suggest that the
Community Plan has improved the identification and
referral of infants living in high risk environments
and has increased the coordination of services to
support parents/caregivers. The Community Plan
provided a new mechanism to identify and address
infant risk factors through the use of the Community
Plan Questionnaire assessment process and
Community Plan conferences that did not exist
previously.

There is a heightened awareness level among service
providers of the risks and conditions that impact
infant safety and well-being. The plan provides a
helpful reminder of the importance of placing infants’
health in the forefront.

The ongoing participation of agencies in the
Community Plan Process demonstrates their
commitment level to continue to work towards the
common goal of protecting infants. Over the course of
the initiative, there has been an increase in the
number of agencies participating in the Community
Plan conferences and an expansion in the variety of
sectors represented, including social services,
educetion, health care, daycare, and probation.
Focus group participants identified that the
Community Plan helped to improve inter-agency
communication by focusing on the needs and well-
being of the infant; establishing a process to discuss
inter-agency challenges, providing opportunities for
networking; and by improving awareness of service
provider roles and capacities.

Focus group participants noted that barriers between
service providers and parents/caregivers have been
reduced by providing opportunities for both parties to
ask questions of one another that may not have been
asked previously. The generation of ideas that results
from Community Plan meetings may not have
occurred prior to the development of the initiative as
a result of the joint participation of various service
providers, parents/caregivers and informal supports.
Furthermore, the cooperation and joint responsibility
among all parties involved reduced duplication in
services, in order to more effectively protect the
health and well-being of infants.
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Recommendations

While there is evidence from this evaluation to
suggest that the Community Plan has positively
impacted interagency communication and service
delivery coordination, there are several areas of the
Community Plan process that require further
attention and provide opportunities for enhanced
training and communication among service providers.
The Executive Committee plans to work together with
the Liaison Committee and other community agencies
as required in order to address the areas for
improvement that were noted in this evaluation, and
to ensure sustainability of the Community Plan in
Middlesex-London. The following recommendations
are provided:

1. Consider modifications to Community Plan tools
and process as identified in the process and
outcome evaluation.

2. Develop a plan to address challenges in ongoing
implementation and sustainability of the
Community Plan process,

3. Obtain ongoing resources for the sustainability of
the Community Plan process and training,
including the continuity of the Community Plan
Coordinator role.

4. Continue to support ongoing education and
training opportunities in the Community Plan.

5. Pursue options for continuing the evaluation
component of the Community Plan as the
evaluation of the Community Plan ends at the
end of December 2006 with the completion of the
Early Childhood Development fund.

6. Work with community agencies to identify the
gaps in service and knowledge that exist within
the community with regards to the protection of
infants living in high risk environments.

7. Work with community agencies to advocate and
pursue strategies to address gaps in service that
exist in the area of protecting infants living in
high risk environments with a particular focus on
addressing social and economic determinants of
health.

8. Continue to expand the use of the Community
Plan within the community by reaching out to
recruit new agencies not currently involved.
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INTRODUCTION

This report describes the results of a process and
outcome evaluation of the “Community Plan for
Protecting Infants in High Risk Environments in
London and Middlesex County” (herein referred to as
the Community Plan). The main goal of the
Comrmunity Plan is to establish e community-based
communication process for identifying and providing
interventions to support infants under the age of 24
months who are living in high risk environments in
the City of London and Middlesex County. A pilot
phase began in June 2003 and ended in December
2003. A formative evaluation reported in May 2004
provided feedback on the pilot phase, Since the pilot
phase, data collection has been ongoing to continue
to monitor and assess the implementation of the
Community Plan.

The purpose of this evaluation is to assess the
process and outcomes of the Community Plan. Data
has been gathered from Community Plan tools and
focus groups with service providers to understand the
successes, challenges and aereas for improvement in
the Community Plan, as well as to investigate the
impact that the Community Plan has had on the
provision of services to infants living in high risk
environments. The findings and recommendations
discussed in this report are intended for the members
of the Executive Committee, Liaison Committee, and
other interested community partners in order to
continue to improve implementation, highlight the
value of the Community Plan initiative, and ensure
sustainability.

The report is arranged in the following way, The
document begins with a “Background” section on the
events leading up to the development of the
Community Plan in London and Middlesex County.
An overview of the purpose of the Community Plan
and its guiding principles are reviewed, The
“Evaluation Purpose” section outlines the six
evaluation questions that were articulated for the
evaluation, followed by the *“Methodology and Data
Analysis” section that outlines the data collection
tools and evaluation methods. The “Findings” section
presents the results of the evaluation in relation to
the six evaluation questions. The last three sections
(i.e. “Limitations”, “Summary” and
“Recommendations”) discuss limitations of the
evaluation findings, provide an summary of the
findings, and offer recommendations for next steps in
the Community Plan initiative.
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BACKGROUND

The development of the Community Flan resulted
from recommendations that were outlined in the
2000 Heikamp Inquest Jury as a result of an infant
death. Five week old, Jordan Heikamp, died in 1997
of chronic starvation in a Toronto shelter. The
inquest resulted in numerous recommendations to
improve inter-agency collaboration and planning
around the needs of infants, These recommendations
were intended for governments, and medical and
community service agencies, including Children’s Aid
Societies, public health units, hospiteals, and shelters,

In response to the Heikamp case and the Jury's
recommendations, community partners within
Middlesex-London gathered in June of 2001 at a
community forum. The results of this community
forum led to the development of the Community Plan
for the Middlesex-London area. The Community Plan
outlines a coordinated and collaborative
communication process to identify infants under the
age of 24 months who are living in high risk
environments and to establish supports for the
infants and their caregivers. “An infant is considered
to be living in an high risk environment when
conditions exist that could result in significant harm
or mortality to the infant” (Community Plan Manual,
2004). This Community Plan was shared with service
providers within the community in January 2003, A
six-month pilot phase was launched in June 2003,
which resulted in the development of a formative
evaluation report (Radcliffe, 2004). Recommendations
from the formative evaluation were implemented in
order to improve the Community Plan process.
Ongoing monitoring and evaluation efforts over the
course of the four-year initiative have taken place.

The Community Plan is one of three components of
the Family Abuse Prevention Project led by
Middlesex-London Health Unit. The Family Abuse
Prevention Project also includes the following
initiatives based on the Heikamp [nquest:

e The expansion of the Public Health Nursing
Program to provide outreach on a regular basis to
residents of youth shelters, and women’s and
family shelters, including such services as health
education, routine health assessment, effective
linkage and referral to community resources and
counselling.

¢ The development of community education
initiatives aimed at increasing knowledge among
service providers and the general public on
issues of child and /or women abuse, infants

living in high risk environments and services
available (Family Abuse Prevention: Evaluation
Pian, 2003).

The Family Abuse Prevention Project is a four-year
initiative that began in January 2002 and ends in
December 2006. In 2001, the Ministry of Health and
Long Term Care (MOHLTC) announced funding for
the Early Childhood Development (ECD) projects that
provided support to expand existing early child
development initiatives beyond Public Health
Mandatory Health Programs and Services Guidelines
requirements for children birth to six years of age. In
2004, the Ministry of Children and Youth Services
assumed responsibility for the ECD projects. The
Family Abuse Prevention Project, including the
evaluation of the Community Plan is funded by the
Ministry of Children and Youth Services. Additional
funding to support the Community Plan has been
provided by the City of London Children Services
Fund and in-kind contributions from participating
cominunity agencies.

Overview of the Community Plan

The goal of the Community Plan is to establish a
community-based process for identifying and
providing interventions to support infants under the
age of 24 months who are living in high risk
environments in London and Middlesex County. The
Community Plan Manual provides a comprehensive
overview of the guidelines and procedures for
implementing the Community Plan process. (Refer to
this document for more specific information about
the process). The guiding principles of the
Community Plan are listed below, followed by a
description of the Community Plan process that was
included in the Formative Evaluation report
(Radcliffe, 2004).

Guiding Principles of the Community Plan

¢ The paramount guiding principle for the
Community Plan is the recognition that the safety
and well-being of the infant takes precedence
over any other client consideration in the delivery
of service.

*  Service delivery partnerships are essential for
ensuring the safety and well-being of infants in
high risk environments.

¢ Ongoing communication of each community
partner’s interventions is essential to ensuring
the safety and well-being of the infant.
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«  Recognize the impurtance of strengthening and ¢ Ensure the interventions are respectiul of the
supporting the caregiver’s ability to nurture the caregiver's physical, mental and developmental
infant in a manner that promotes optimal growth status.

and development.

« Ensure that services are coordinated with
» Ensure that the interventions of the service duplication of services kept to a minimum,
provider support and encourage effective
communicaticn as a key concept in the delivery

of their services, s Ensure that access for children and caregivers to

appropriate services and supports is a
paramount consideration for service providers.
e Build on the caregiver’s strengths and provide

community supports in a coerdinated manner. . .
¢ Support an information management system that

is based on partnership and is respectful of
¢ Ensure that interventions are respectful of the confidentiality.
caregiver's culture, religion, background and
traditions.

Community Plan Process adapted from the Formative Evaluation (Radcliffe, 2004, pg. 11-12)

The Community Plan establishes an inter-agency process that calls on professionals to work collaboratively in the
mobilization of community supports and resources for infants and their caregivers.

For those agencies that are typically not infant/child centered, the Plan requires a significant shift in service
orientation. The manual states that a “paramount...principle” guiding the process is for agencies to place the infant
at the focus of service delivery, ensuring that his/her well-being and safety “takes precedence over any other client
consideration” (Community Plan Manuel, 2004). The development of service delivery partnerships and on-going
communication between partner agencies are identified as two other guiding principles intended to promote infant
safety and well-being in high risk settings.

Identification and Referral to the Community Plan

When mothers or other primary caregivers with infants (up to 24 months) have contact with the social service
system, the Community Plan requires agencies to give priority to the needs of the infant in the provision of agency
services. To assist in the identification of risk to the infant, service providers participating in the Community Plan,
who do not have access to a risk assessment tool for children are expected to complete the Community Plan
Q:estionnaire (formally called the Community Plan Screening Tool, see Appendix A for the current Community Plan
Questionnaire tool). The Questionnaire contains risk factors in areas pertaining to: the child; the caregivers(s); the
environment in which the child and caregiver reside; and the level of support the caregiver is receiving. An infant is
considered to be living in a high risk environment when conditions exist that could result in either significant
physical, developmental or emotional harm, or in mortality.

The Questionnaire is not a formal risk assessment instrument designed to guantify the level of risk in a particular
situation. Instead, it is intended only as a guide so that service providers can consider those factors that have been
shown to indicate risk. Providers are asked to consider the nature of any relevant single factor, or combination of
factors, when determining the degree of risk and decisions to initiate the process. Decision-making around
Community Plan initiation, therefore, requires service providers to exercise professional judgement.

Initiating the Community Plan Process

If there is sufficient risk to initiate the Community Plan process, the service provider must also consider whether
the case should be reported to the CAS for further investigation. The Community Plan manual identifies the referral
of high risk cases to the CAS as a critical step in the process, and underscores that the Community Plan process is
in no way intended to replace a professional’s duty to report child protection issues or neglect,
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In cases where an environment is deemed high risk, the identifying service provider assumes the role of Interim
Community Plan Coordinator and responsibility for: identifying other service providers working with the family;
determining the infants’/family’s needs and supports; mobilizing services required immediately; and coordinating
the first Community Plan conference. The first conference provides a venue for professionals to listen to caregivers
and for the parties to exchange information and to develop consensus around goals and a plan of action. This
information becomes part of a summary document: the Community Plan. At the initial conference, an ongoing
Community Plan Coordinator is appointed and individuals responsible for implementing various elements of the

Plan are identified.

Community Plan Development and Termination

On-going review of plan goails and progress and the continued mobilization of community supports are the
responsibility of the Community Plan Coordinator. While the Manual suggests timelines for conducting reviews, the
frequency of Community Plan consultations and conferences are shaped by the nature of the infant’s and
caregiver’s needs, Conferences are required more frequently, for example, when significant changes are required in

a care plan (e.g. due to significant life stresses).

The Community Plan Manual also sets out procedures for conflict resolution in different scenarios, the
responsibilities of the Service Provider Liaison, and guidelines for the termination of Community Plans.

EVALUATION PURPOSE

This report documents the findings from the process
and outcome evaluation of the Community Plan. The
evaluation design was developed by members of the
Executive Committee and the MLHU Program
Evaluator.

Purposes of the Evaluation

The purposes of this combined process and outcome
evaluation were to:

e  Obtain feedback from service providers about the
Community Plan process and use of the
Community Plan tools.

¢ ldentify factors that support service providers to
participate in the Community Plan process.

» ldentify areas for improvement in the Community
Plan process, including areas for improving inter-
agency communication, collaboration, and
mobilization of services.

¢ ldentify the gaps in service that currently exist in
London and Middlesex County in relation to
protecting infents living in high-risk
environments.

s  Assess the outcomes of the Community Plan on
the provision of services to infants living in high
risk environments.

Evaluation Questions

It is important to ensure that the Community Plan
process continues to be implemented as intended and
to assess Community Plan tools to ensure that they
are assisting with the identification of infants living in
high risk environments. Furthermore, it is important
to assess the outcomes that have resulted from the
initiation of the Community Plan over the last four
years. The following six evaluation questions are
listed below:

1. Are the Community Plan Questionnaire and
Community Plan Audit Form effective tools to
assist in the identification of infants living in high
risk environments and to monitor the
Community Plan process?

2. What parts of the Community Plan process have
been helpful for supporting the agencies
participating in the Community Plan process and
enhancing communication?

3. What challenges, if any, currently exist in the
Community Plan?

4. What areas are there for improvement in how
agencies work together to implement the
Community Plan?
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5. What gaps in scrvice currently exist in London
and Middlesex County in relation to protecting
infants living in high-risk environments?

6. What has been the impact of the Community
Plan on the provision of services to infants living
in high risk environments? Does the Community
Plan promote the health of high-risk infants? If
so, how?

METHODOLOGY & DATA ANALYSIS

AT,

An integrated process and outcome evaluation was
designed to assess the implementation and outcomes
of the Community Flan. The process evaluation was
designed to investigate the successes, challenges and
areas for improvement in the Community Plan
process. The cutcome evaluation was designed to
assess the outcomes of the Community Plan and
discuss the impact of the Community Plan. The
evaluation involved both guantitative and qualitative
methods including analysis of Community Plan
Questionnaires, Community Plan Audit Forms and
service provider focus groups. These three methods
are described below.

Community Plan Questionnaire

The Community Plan Questionnaire, formally called
the Screening Tool, was created to provide a
mechanism for service providers to identify factors
that may increase the risk of social, emotional,
physical, developmental harm or death. The
Questionnaire is arranged into 4 separate sections
that identify risk lactors relating to: (1) the infant, (2)
the caregiver; (3) the environment in which the child
and caregiver lives; and (4) the caregivers’ social
support system, The seriousness of any one factor, or
the combination of many factors, provides an
indication of the extent to which the infant is living in
an environment where conditions exist that could
result in significant harm to the infant. This tool
helps to guide the decision-making process in order
to determine whether or not there is sufficient risk to
initiate follow-up to health and social services and/or
a Community Plan, This is a subjective decision and
is not based on a certain number of risk factors or
predetermined level of risk, but rather service
providers’ professional observation and assessment.
The Community Plan Questionnaire is not intended
as a series of questions to ask during a meeting with
the parent/caregiver. The content of the
questionnaire guides the discussion with the
parent/caregiver. The Community Plan Questionnaire
has gone through several revisions since the pilot
phase in order to improve the collection of data. The
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current Community Plan Questionnaire is included in
Appendix A,

From June 1, 2003 through June 30, 2006, a total of
1920 Community Plan Questionnaires were
completed. Data from the Community Plan
Questionnaires were coded, entered into Excel
spreadsheets, and analyzed using SPS5.

Community Plan Audit Form

The Community Plan Audit Form is a tool used to
monitor the Community Plan process. Audit Forms
are completed by Community Flan Service Provider
Liaisons. Service Provider Lirisons are members that
provide support within their agency to implement the
Community Plan. Agencies within the community
who have signed the Memorandum of Understanding
assign a Service Provider Liaison who will ensure that
their agency adheres to the Memorandum, assists
with conflict resolution, brings forth issues arising
from the Community Plan Process, and attends
Community Plan Liaison Committee meetings every
two months. The Community Plan Audit Forms that
Service Provider Liaisons complete include
information that summarizes the content recorded in
a Community Plan Conference Summary Sheet (see
Appendix B). Summary Sheets are completed at the
end of each Community Plan Conference by the
Community Plan Coordinator. The Community Plan
Audit Forms list the agencies and informal supports
who were involved in the Community Plan
conference, identify the Community Plan
Coordinator, indicate the number of reviews and/for
initial meeting, and note termination of the
Community Plan. Several revisions to the Community
Plan Audit Form have been made over the course of
the initiative. The current audit form is included in
Appendix C.

From June 1, 2003 through June 30, 2006, a total of
812 Community Plan Audit Forms were completed.
Data from the Community Plan Audit Forms were
coded, entered into Excel spreadsheets, and analyzed
using SPSS.

Service Provider Focus Groups

Three focus groups were held at the Liaison
Committee meeting on May 30, 2006. At the
beginning of the Linison Committee meeting, en
introduction was provided to describe the purpose of
the focus groups and to describe the process of
conducting the sessions. Written informed consent
was obtained from focus group participants (see
Appendix D for the Information Letter and Informed
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Consent Sheet). Liaison Commitice members were
divided into three groups of 7 to 10 participants, The
Program Evaluator from Middlesex-London Health
Unit, and two members of the Community Plan
Executive Committee facilitated one of three sessions.
Two members of the Community Plan Executive
Committee, and one staff member from Children’s Aid
Society recorded the focus groups, and probed for
clarification of participants' comments as needed. In
each focus group session, there was a facilitator and
a recorder. The discussion was recorded on flip chart

paper,

The focus groups were structured around seven main
questions and were designed to gather information
about the successes, challenges and areas for
improvement in the Community Plan process. The
focus group questions also aimed to gather
information about impact of the Community Plan on
the provision of services for high-risk infants (See
Appendix E for the focus group questions),

The focus group evaluation questions were developed
by the MLHU Program Evaluator in collaboration with
members of the Community Plan Executive
Committee. Linison Committee members were invited
to provide their feedback on their involvement in the
Community Plan initiative. Three weeks prior to the
focus groups, liaison committee members were sent a
reminder about the focus groups planned for their
next committee meeting on May 30, 2006. As
requested, they were sent a list of the focus group
questions for them to review in advance of the
sessions (see Appendix E). Liaison Committee
members were encouraged to consult with their co-
workers and other front-line staff members to gather
feedback about the questions. If Liaison Cornmittee
members were unable to attend the meeting on May
30th, they were encouraged to provide their written
comments by email or by mail.

Feedback was gathered from 35 participants in total.
Of the 35 participants, there were 24 participants
who attended the focus groups held on May 30th,
2006. There were 7 to 10 participants in each focus
group session, Additional written feedback was
gathered from 11 participants who were not able to
attend the focus groups. Written feedback was
gathered from Liaison Committee members and other
front-line service providers from their respective
agencies,

A thematic analysis was undertaken by the MLHU
Program Evaluator to analyze the focus group data.
Responses were reviewed by each question and
common themes were identified. Comments that
participants made at the end of the focus groups

11

were incorporated into the questions that pertained
to the specific comment.

FINDINGS

Results from Community Plan

Questionnaires and Communitiy Plan
Audit Forms

Evaluation Question 1: Are the Community
Plan Questionnaire and Community Plan
Audit Form effective tools to assist in the

identification of infants living in high risk
environments and to monitor the
Community Plan process?

Feedback concerning the effectiveness of the
Community Plan Questionnaire and Community Plan
Audit Forms was available from three sources: (A) the
Community Plan Audit Form, (B) the Community
Plan Questionnaire, and (C) focus groups.

A. Analysis of Community Plan Questionnaires

A total of 1,920 Community Plan Questionnaires were
completed between June 1, 2003 and June 30, 2006.
Almost three-quarters (74.8%, n=1437) of Community
Plan questionnaires were completed by Children’s Aid
Society (CAS). The remaining forms were completed
by other agencies including: Rotholme Women’s and
Family Shelter (8.5%; n=163); Women's Community
House (3.5%, n=67); heartspace (2.8%, n=54); Youth
Action Centre (2.4%, n=47), St. Joseph's Health
Centre (2.2%, n=42), Women’s Rural Resource Centre
(1.7%, n=33); Salvation Army Bethesda Centre (1.3%,
n=24}, Glen Cairn Community Resocurce Centre
{0.7%, n=13); Child / Parent Resource Institute
(0.4%, n=7); Zhaawanong Shelter (0.2%, n=3); and
Merrymount Children’s Centre {0.1%; n=2). There
were 28 screening tools (1.5%) where the agency
name was not recorded.

To obtain a profile of the clients involved in the
Community Plan process, additional demographic
characteristics were added to the Community Plan
Questionnaire in February 2006, including age of the
infant and caregiver gender. The results of these
demographic characteristics are described in the
following section. Other types of information about
the caregiver and agency have been collected from
early phases of the initiative including caregiver age,
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the status of the caregiver, the length of time that the
caregiver has been known by the agency, and sources
of information that are used to complete the
Community Plan Questionnaires. The results of this
information are included below, Due to data being
coliected at different times throughout the initiative,
the denominator varies across the data reported as
indicated in the brackets following the reported
percentages.

Age of the Infant: The mandate of the initiative is to
support infants under the age of 24 months who are
living in high risk environments. As a result, infants
range in age from birth to 24 months. The average
age of the infant at the time that the Community Plan
Questionnaires were completed was 13 months and
the median age wae 12 months (based on 69 cases
collected in 2006). There was at least one mother
involved when she was pregnant.

Caregiver Gender: Almost all caregivers involved in
the completion of Community Plan Questionnaires
were female (97.1%, n=67/69). However, this data is
only based on data collected between January and
June of 2006, There were two {2.9%) cases where
there was no response {or caregiver gender.

Caregiver Age: The average age of the caregiver at the
time that Community Plan Questionnaires were
completed remained steady at approximately 26 years
of age since data began to be collected in January
2004. Between January and June of 2006, the
median age was slightly lower at 25 years and the
mode (i.e. the most frequently reported age) was 24
years. Over the period between January 1, 2004 and
June 30, 2006, caregivers ranged in age from 15 to
62 years of age at the time that the Community Plan
Questionnaires were completed.

Caregiver Status: In approximately 9 in 10
Community Plan Questionnaires (89.8%,
n=1188/1323) that were completed, the primary
caregiver was the parent of the infant (based on data
from January 1, 2004 to June 30, 2006).
Grandparents were the primary caregiver in 1%
(13/1323) of cases, and other family members were
the primary caregiver of the infant in less than 1% of
cases (0.2%, n=3/1323). However, there is a large
percentage of Community Plan Questionnaires were
this information was not reported (9%, n=119/1323).

Length of Time Caregiver is Known to Agency:
Approximately, 4 in 10 caregivers (43.6%, 425/975)
were known to the agency for 2 days (48 hours) or
less at the time that the Community Flan
Questionnaires are completed. Approximately 3 in 10
caregivers (28.4%, n=277/975) were known to the
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agency for 3 days {72 hours), and 2 in 10 carcgivers
(21.8%, n=213/975) were known for 7 days or more.
This data is based on data collected between January
1, 2005 and June 30, 2006 {18 month time period).
There were several Community Plan Questionnaires
where data was not recorded for this particular
question (6.2%, 60/975).

Sources of Information; Service providers used three
main sources of information to complete Community
Plan Questionnaires, including files, the caregiver
and agency stafl. Data collected between January 1,
2005 and June 30, 2006 {18 months) indicated that
7 out of every 10 Community Plan questionnaires
completed (70.1%, 683/975) involved the caregiver as
a source of information to complete the Community
Plan questionnaire. Files were also used in
approximately 3 in 10 cases (28.7%, n=280/975),
and staff members were involved in 1 in 4 cases
(25.0%, n=244/975). There was also a large
percentage of forms (18.6%, n=181/975) were this
information was not recorded during the 18 month
time period (January 1, 2005 and June 30, 2006).
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of control and depressive symptoms (16.7%,

Risks Identified from Community Plan n=321/1920)

Questionnaires

e  Previous children in the care of CAS; or in the

The Community Plan Questionnaires were analyzed care of athers (12.8%, n=245/1920)

according to the risk factors that were identified. The
questionnaire (see Appendix A} is organized into four

main categories of risk i:actors inclu_ding: (1) risk s Mother did not have adequate prenatal care (i.c.
factors related to the primary caregiver, (2) risk little or no medical care, inadequate nutrition)
factors related to the environment, (3) risk factors (8.7%, n=167/1920)

related to the social support system, and (4) risk

factors related to the infant.

s  Primary Caregiver has diagnosed psychiatric
illness and may or may not be receiving or

(1} Risk Factors Associated with the Primary complying with treatment (7.9%, n=152, 1920}

Caregiver

Of the 13 risk factors related to the caregiver that are
currently listed on the Community Plan
Questionnaire (see Appendix A), the four most
common risk factors included (see Figure 1):

e  Primary Caregiver demonstrates signs of
emotional health concerns such as frequent loss

Figure 1: Risk Factors Related to the Caregiver as reported on
Community Plan Questionnaires (n=1920)

Emotlonal health concerns
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{2) Risk Factors Associated with the Environment

Of the five risk factors related to the environment, the
three factors most frequently identified included (see
Figure 2):

» History/evidence of family viclence within the
Primary Caregiver's current or past relationships
(40.5%, n=778/1920)

e Primary Caregiver is without residence, or
housing is substandard and/or potentially
hazardous to the infant (i.e. lack of heat or
plumbing, inadequate provisions for the child,
etc.) (22.3%, n=429/1920)

e Primary Caregiver has a history of homelessness,
or has moved residences frequently {more than
twice a year) (18.7%, n=359/1920)

Figure 2: Risk Factors Related to the Environment as reported
on Community Plan Questionnaires (n=1920)
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(3) Risk Factors Associated with the Social
Support System

Of the four risk factors related to the caregiver’s
social support system, the three most common
factors reported included (see Figure 3):

* Primary Caregiver's ability to get support from
their family is impaired (21.3%, n=408/1920)

¢ Primary Caregiver is isolated and identifies few, if
any, pro-social supports (15.1%, n=289/1920)

e Primary Caregiver's perceived support system is
involved in criminal or antisocial activities, which
impacts efforts to care for the child {6.5%,

n=124/1920)
Figure 3: Risk Factors Related to the Support System as
reported on Community Plan Questionnaires (n=1920)
Farmily support Impaired | T

Few pro-soclal supporis .
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{4) Risk Factors Associated with the Infant

Of the six risk factors related to the infant that are
currently included on the Community Plan
Questionnaire, the three most common risk factors
included (see Figure 4):

¢ The infant was premature or low birth weight
when born {11.6%, n=22/1920)

s Exposure to alechol and/or non-prescription
drugs during pregnancy (tobacco added to 2006
Questionnaire - only 69 cases represented)
(9.5%, n=182/1920)

¢ Problems with feeding (breast or bottle, or with
baby foods) {9.1%, n=174/1920)

Figure 4: Risk Factors Related to the Infant as reported on
Community Plan Questionnaires (n=1920)
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Across all Community Plan Questionnaires, the [ive UL ARG LT T

most common risk factors identified included the

following: Figure 5 illustrates that over a quarter (26.4%,
n=506/1920) of infants who were screened using the
Community Plan Questionnaire were referred for
follow-up to community agencies either to initiate a
Community Plan or to connect the primary caregiver
and /or infant with other service providers within the
community [e.g. public health nurse (PHN),

1. History/evidence of family violence within the
Primary Caregiver's current or past relationships
(40.5%, n=778/1920)

2. Primary Caregiver is without residence, or physicians, ph):siotl-lerapis_t, family home visitors,
housing is substandard and/or potentially staff at Women’s Community House, stafl at London
hazardous to the infant (i.e. lack of heat or Intercommunity Health Centre). In these cases, there
plumbing, inadequate provisions for the child, was enough evidence that sufficient harm to the
etc.) (22.3%, n=429/1920} infant could occur and follow-up was needed. The

remaining cases did not warrant further follow-up
(67.7%, n=1299/1920), and 6.0% (115/1920j of
3. Primary Caregiver's ability to get support from cases had missing data.
their family is impaired (21.3%, n=408/1920)

4, Primary Caregiver has a history of homelessness,
or has moved residences frequently (more than
twice a year) (18.7%, n=359/1920)

5. Primary Caregiver demonstrates signs of
emotional health concerns such as frequent loss
of control and depressive symptoms [16.7%,
n=321/1920)

Figure 5: Follow-Up Required as Reported in Community Plan
Questionnaires (n=1920)

Unknown
6.0%

Follow-Up Required
26.4%

jo Follow Up
Required
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Ol the 506 cases where lollow-up was required, the
exact number of cases that involved the initiation of a
Community Plan, and those that required follow-up
to other service providers is unknown due to the
various ways in which the data was recorded. A
rough estimate of 217 cases {(42.9%, 217 /506})
involved the initiation of a Community Plan as
indicated by the recording of a date for the
Community Plan conference or the indication that a
date for the conference was to be scheduled. Data
from the Community Plan Audit Forms indicated that
441 Community Plans were initiated between the
pilot phase and June 30, 3006. As a result, the data
from Community Plan Questionnaires is likely an
underestimation of the number of actual plans
initiated because of a number of factors.
Inconsistencies in how the data was recorded on
Community Plan Questionnaires may account for a
large percentage of the difference. If follow-up was
checked off, but there was no indication that a date
for the conference was set or planned to be set, the
follow-up is counted in the general follow-up
category, but not as the initiation of a Community
Plan. Some service providers who may have initially
indicated that follow-up was not required may have
reconsidered the case and initiated the Community
Plan process, Similarly, in some cases fellow-up was
indicated, but it was noted that the initiation of a
Community Plan will be determined later by the
ongoing case worker once the mother establishes
community supports, or once a PHN is assigned.

Modifications to the Community Plan Questionnaire
were made in March of 2006 in order to improve the
accuracy and consistency of recording follow-ups that
are required. Service providers are asked to specify
which type of follow-up is required including: referral
to CAS, initiation of a Community Plan, and further
assessment by other health and social services
professionals.

A detailed breakdown of Community Plan
Questionnaire data over the four-year initiative is
included in Appendix F. Data is broken down into
specific time periods over the four-year initiative to
illustrate trends over time.

B. Analysis of Community Plan Audit Forms

Over the course of the four-year initiative from June
1, 2003 to June 30, 2006, Community Plan Service
Agency Liaisons reviewed the Community Plan
conference summary sheets (see Appendix B) and
completed 812 Community Plan Audit Forms. Results
from the Community Plan audit forms indicate that
there were 441 Community Plans initiated over the
four-year period. Of these Community Plans at least

one of them was a prenatal Community Plan.
Tracking of prenatal Community Plans started in
2006 and as a result, data is unavailable from
previous years.

Community Plan Coordinator: Almost all (95.2%,
n=773/812) Community Plans are coordinated by

CAS staff, Other agencies who have coordinated
Community Plans include Middlesex-London Health
Unit (1.8%, n=15/812), Women's Community House
(0.1%, n=1/812), Merrymount Children's Centre
{0.1%, n=1/812) and the Youth Action Centre (0.1%,
n=1/812). There were also several Community Plans
where the coordinator was not identified (2.2%,
n=18/812), and where “other” agencies coordinated
Community Plans (0.4%, n=3/812).

Apency Involvement: Over the course of the four-year
initiative, there have been many partnerships and
collaborative efforts to carry out the Community Plan
process. This is evident from the agencies and
individual professionals who attended Community
Plan conferences. The number and variety of agencies
and professionals involved in Community Plan
conferences increased since the pilot phase, In the
initial phase, there were approximately 40 agencies.
Between January and June 2006, there were 66
agencies and individual professionals involved in
Community Plan meetings. Over the course of the
four-year initiative, approximately 75 health and
social service agencies within Middlesex-London have
been involved in conferences, as well as 36
physicians, 13 daycares, and 7 educational
institutions (see Appendix G for a list of agencies
involved). In addition to the formal agencies and
professionals that participated, there were also
several informal caregiver supports that attended
conferences, including grandparents, aunts, uncles,
friends, church members, etc.

Reviews of Community Plans: An essential

component of the Community Plan process is the
review that takes place during Community Plan
conferences. The follow-up meetings provide
opportunities to determine how the Community Plan
goals are being addressed. The majority of
Community Plans are reviewed approximately one to
two times. Other Community Plans have been
reviewed as many as 17 times. It is assumed that
these Community Plans that have been reviewed
numerous times are with clients who have been
involved with the Community Plan process early in
the initiative. In cases where Community Plans have
been reviewed 15-17 times, the child is beyond 24
months of age. Anecdotal evidence from Executive
Committee members and Liaison Committee
members suggests that in these particular cases, the
perceived risk to the child’s health and well-being is
still sufficient to warrant continuation of the
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Community Plan process, and the ‘Community Plan’
becomes known an a ‘case conference’. In many
cases, the child may be four or five years old,
although the audit form and community plan
conference summary sheet do not gather information
on the age of the infant.

Termination of Community Plans: Between June 1,
2003 and June 30, 2006, a total of 26 Community

Plans were terminated. Examples of reasons for
termination included: child turned two years old;
client/mother completed service plan goals; risks
have been reduced; family re-located outside of
Jjurisdictions; and service providers have completed
their involvement. An additional reason for
termination included the caregiver unwilling to work
with community partners. In these particular cases,
it was noted that other interventions were pursued
including continued involvement from CAS.
Anecdotal evidence from Executive Committee and
Liaison Committee members provided an explanation
for the low number of Community Plans that have
been terminated. In many cases, there is no official
termination of the Community Plan even thought the
child is beyond the age of 24 months. As
aforementioned, the ‘Community Plan’ becomes
known as a ‘case conference’.

A detailed analysis of Community Plan Audit Forms
is included in Appendix G. Data is broken down into
specific time periods over the course of the four-year
initiative to demonstrate trends over time.

C. Focus Group Feedback on the Community Plan
Questionnaire

During the focus groups, service providers shared
their experiences in using the Community Plan
Questionnaires. Some participants noted challenges
with the Community Plan questionnaire as a tool for
the risk identification and referral, Concerns were
expressed about the need for more dialogue on
differing perceptions of risk. While the Community
Plan questionnaire is intended as a guide for
identifying high risk environments and is not
intended as a quantitative checklist to determine
risk, there appears to be more clarification needed
among service providers about the interpretation of
the questionnaire.

They also identified the following specific areas of the
questionnaire that can be modified;

¢  The question about current client involvement
in a Community Plan should be at the beginning
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of the questionnaire, rather than at the end of
the questionnaire.

s There is no place on the Community Plan
questionnaire to indicate agencies in which
clients are currently connected. A checklist of
agency names would be helpful in prioritizing the
agency representatives who should be involved
with Community Plan meetings.

Success Factors in the Community Plan
Process

Evaluation Question 2: What parts of the
Community Plan process have been helpful

for supporting the agencies participating in
the Community Plan process and
enhancing communication?

Participants described several aspects of the
Community Plan process that have been helpful in
supporting agency participation and communication.
These supporting factors have been grouped into the
following categories: (1) Liaison Committee
Representatives, Liaison Committee Meetings, and
Community Plan Coordinator Role, (2)
education/training opportunities, {3) Community
Plan conferences, (4) Community Plan purpose, and
(5) program evaluation activities,

{1) Liaison Committee Representatives, Liaison
Committee Meetings and Community Plan
Coordinator Role

Participants described contact from the Coordinator
of the Community Plan Initiative as helpful, and also
noted the support that is available from the Liaison
Committee representative at their agency. One
participant explained:

“Its helpful to know a process is set-up and liaison
available to address questions/concerns”

Several participants also noted the following factors
that are successful with the Liaison Committee
meetings:

. The supportive role of the chair of the committee
as a resource,

. The discussion and interaction to resolve issues.




Middlesex-London Health Unit — The Community Plan for Protecting Infants in High Risk Environments in London
and Middlesex County: A Process and Qutcome Evaluation

. The networking opportunitics provided.

. The “agency highlight” that describes the
mandates and activities of agencies.

{2} Education/Training Opportunities

Many participants indicated that the education and
training opportunities that have been provided have
been helpful to provide understanding about the
Community Plan process and implementation. The
initial training and orientation to the Community
Plan process was viewed as key to effective
implementation. The role of the coordinator in
keeping staff training updated is essential. Regular
training helped to ensure consistent awareness level
and implementation of the Community Plan process.

{3) Community Plan Conferences

Several participants described aspects about the
Community Plan conferences that have been helpful.

. The scheduling of routine Community Plan
conferences provided a “safety net” for the
families and service providers.

. Over time, Community Plan conferences ran
more smoothly when there was an increased
understanding of the process.

° Providing a summary of the main points
discussed at the Community Plan was helpful.

° Holding Community Plan conferences in the
child's home has been beneficial.

. The Community Plan conferences provided
opportunities for service providers {e.g. public
health nurses, CAS workers, etc.) to meet
together to have a dialogue around how to
implement the Community Plan effectively.

(4) Community Plan Purpose

One participant identified that it has been helpful to
be reminded that the infant is the primary client
through the Community Plan process. The existence
of the Community Plan also provided opportunities to
reflect on the values underlying the Community Plan
and service provider agencies.

{3) Program Evaluation Activities

Participants noted that program evaluation activities
(e.g. focus group discussions and questionnaires)
that have been implemented throughout the
Community Plan process have been helpful.

Challenges in the Community Plan

Evaluation Question 3: What challenges, if

any, currently exist in the Community
Plan?

There were several challenges that were noted by
participants at all stages of implementing the
Community Plan. The challenges and difficulties
identified by participants are organized by common
themes, including (1) education and training, (2)
Community Plan conference coordination, (3)
interagency communication, (4) parent/caregiver
involvernent in Community Plan conferences, and (5)
differing treatment philosophies of agencies.

{1) Education and Training

Some participants noted the chailenge associated
with ensuring that staflf members are adequately
trained in implementing the Community Plan
process. In agencies where there are high turnover
rates, keeping staff members trained is difficult.

(2) Community Plan Conference Coordination

Several concerns were expressed about Community
Plan Conferences in terms of scheduling, recording,
chairing, distribution of Community Plan minutes,
frequency of updates, and participation of community
agencies,

. Scheduling Community Plan conferences with
all parties present within a short time frame was
difficult at times. For example, one participant
explained the difficulties with arranging
Community Plan meetings when
parents/caregivers are in the hospital.

. There is a need for a recorder at each meeting.
Furthermore, there is a need for clarifying
expectations with Community Flan agencies
that the Community Plan chair does not
necessarily need to record the minutes.
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. Sometimes there were challenges with the
distribution of minutes from Community Plan
conference meetings. For example, minutes were
not always forwarded in a timely fashion as
outlined in the Community Plan Manual.

¢  There has been an increase in paperwork as a
result of the Community Plan process.

. If the coordinator of the Community Plan
changes, the entire tone of the Community Plan
conference meeting changed as well.

. CAS was relied on too often to chair Community
Plan conferences. Other agencies can be
encouraged to take on the role of chair. For
example, if & professional from a community
agency other than CAS has been involved with
the family for a longer period of time than CAS,
then that professional should initiate the
Community Plan.

s  There was a wide range of abilities among
Community Plan coordinators and varying
expectations of how Community Plan meetings
should proceed.

. There was some concern about the frequency of
Community Plan meetings and/or how often
Community Plans should be updated.

. There was uncertainty about whether or not
non-involved agencies can be invited to
Community Plan meetings to introduce them to
parents/caregivers for the first time.

(3) Interagency Communijcation

Interagency communication was identified as a
challenge throughout the Community Plan process:

. Sometimes Community Plan guestionnaires
were not forwarded to other agencies involved in
providing services to the parent/caregiver
and/or infant.

. Keeping agencies informed of Community Plans
was difficult, One participant noted:

At times it can be difficult to keep all of the agencies
on the same page. When changes occur in a family this

is not aliways commurnicated to everyone involved (ull
agencies)”

. There was insufficient sharing of information
about the roles of different agencies. More
dialogue is required to communicate the roles of
different agencies,

(4) Parent/Caregiver Involvement in Community
Plan Conferences

Several challenges were noted about parent/caregiver
involvement in Community Plan conferences:

. Community plan conferences can be
traumatizing for parents/caregivers, It can be
overwhelming for them to hear about the
concerns from all service providers. In one
particular case, a participant shared:

“{The] client got upset because [an agency] wanted
them involved in programs; [This had a | very negative
influence on Community Plan; clients feel overwhelmed
and drop out”

. Parents/caregivers need to feel comfortable in
the meetings and be involved in deciding who is
invited to the meetings.

. There was hesitancy on the part of some service
providers involved in Community Plan
conferences to express concerns to
parents/caregivers about risk factors and
progress, Participants described the lollowing
challenges:

At times, negative information about the client is
shared among service providers afler the client has left
the meeting. This information is usually valuable for
the client to hear and necessary for the client to hear
to appropriately evaluate their progress on goals.”

“That some professionals still look at the society
worker to be the one to advise [the client of] the risks
because the professionals who have expressed
concern to CAS are unwilling to acknowledge this
concemn when around the client so as not to lose their
trust or have an affect on their relationship.”

*  There were concerns about parents/caregivers
commitment level to follow through with the
agreed upon plan.
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