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Audio will begin at 2:00PM ET.  

You can listen through your computer speakers or call 866-835-7973 

Presenter
Presentation Notes
The Children’s Safety Network is a national resource center for  child and adolescent injury and violence prevention, which is funded by the Maternal and Child Health Bureau.  We work with state and territorial Maternal and Child Health programs and with state and territorial Injury and Violence Prevention programs.

We have been providing training and technical assistance for more than 20 years, and in that time we have worked with every state and territory across the country.  Since we started, we’ve had close to 1,500 TA interactions and produced over 60 publications.  We organize about 25 webinars each year and have delivered close to 100 presentations and trainings at state, regional, and national conferences.

Currently, we have almost 6,000 public health professionals on our e-mail contact list and send regular announcements of new injury and violence prevention resources and information to the individuals on that list.



Meeting Orientation Slide 
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 If you are having any technical problems joining the 
webinar please contact the Adobe Connect hotline at 
1-800-416-7640 or email btriggs@edc.org  

 Type any additional questions or comments into the 
Q&A box on the left. 

 This meeting is being recorded and an archive will be 
sent to you after the session. 

Presenter
Presentation Notes
There are two options to accessing today’s audio – You can listen through your computer speakers or call in to our phone line at 866-835-7973. If you are participating via phone, please mute your computer speakers. Phone lines will be muted during this webinar to eliminate background noise during the presentation. If you are having difficulty hearing through your computer speakers, please call in to our phone line.

If you have a question or are experiencing technical difficulties, please type them into the Q&A box on the left and we will attempt to assist you. 

If you are having any problems joining the webinar please contact the Adobe Connect at 1-800-416-7640. The phone number is also above the slide deck. You can also email me at btriggs@edc.org and I will do my best to help you. 

After the presentation, we will pause for the presenters to answer your questions. You can submit your questions and comments at any time during the presentation in the Q&A box. 

This meeting will be recorded and archived and sent out to all registrants after the session. 

mailto:btriggs@edc.org


The Presenters 

Ted Corbin, MD, MPP 
Director, Healing Hurt 

People Program 
Drexel University 

 

Joel Fein, MD, MPH 
Director, Violence 

Intervention Program, 
The Children’s Hospital 

of Philadelphia 

 

www.ChildrensSafetyNetwork.org 3 

Marlene Melzer-
Lange, MD 

Medical Director of 
Project Ujima, 

Children’s Hospital 
Wisconsin 



Leveraging 
Hospitals to Stop 

the Cycle of 
Violence 

11 December 2013 

The National Network of Hospital 
Based Violence Intervention Programs 

Ted Corbin, MD, MPP 
Joel Fein MD, MPH 
Marlene Melzer Lange MD 

Presenter
Presentation Notes

I think this image is illustrative of the state of the art of the role of emergency medicine in inter-personal violence. 
 Hospitals and emergency department have become extremely skilled at addressing the corporal consequences of violence, but not the psychological consequences, even though they result from the same event
There exists robust protocols and programs for child abuse/neglect, domestic violence, and sexual assault in hospital settings—but little to nothing for victims of community violence

 We encounter clients after they have been violently injured… some may see this as being too late, but we feel that it is a critical movement for intervention… violent injury is often not a one time event

 I’m going to describe our the theory and practice of our program model and briefly discuss what we’re doing planning to do to evaluate it 
 Victims of interpersonal violence in Philadelphia 
 Not necessarily gang involved 
 No psychosocial standard of care for violent injury
 What our program does to address this





Objectives 
 Become familiar with Hospital-based 

Violence Intervention Programs (HVIP) 
 Learn how HVIPs function 
 Describe 3 specific programs 
 Understand role of the National 

Network of Hospital-based Violence 
Intervention Programs (NNHVIP) 



Hospital Based Violence 
Intervention (HVIP) 

To promote positive alternatives 
to violence and to reduce: 
  retaliation,  
    re-injury,  
      and arrest 



HVIP Key Components 

 Intervention at “golden moment” 
 Prevent retaliation  
 Pre- and post-discharge support, 

including home visits 
 Mentor/case managers work in community 



Scope of Problem 
 Violent injury is: 

 #1 cause of death in Afric Amer ages 15-34 
 #2 cause of death among Hispanics 
 #5 cause of death among non-Hispanic whites 

 Violent injury is a traumatic experience 
 27% PTSD 3 mo after violent injury, 18% 1 yr 
 41% ASD within 1 month of violent injury 

 
 

Presenter
Presentation Notes
2011. National: CDC Injury Prevention & Control: Data & Statistics (WISQARS). Nonfatal Injury Data
 Statement is not accurate as many of these incidents are among the same people… Even if cut in have and assume that these every one of these individuals was re-injury once in the same year, likely to be an exaggerated over estimate, still 1-in-74—Highlights magnitude 
 These is also a national rate—would surely be much higher in urban settings 
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Presentation Notes
 Non-Exhaustive  
 Extremely over simplified 
 Increase risk and vulnerability  

Trauma:
 ACEs, exposure to community violence  

ASD/PTSD:
 Sub-threshold symptoms 
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Presentation Notes
 Non-Exhaustive  
 Extremely over simplified 
 Increase risk and vulnerability  

Trauma:
 ACEs, exposure to community violence  

ASD/PTSD:
 Sub-threshold symptoms 



Why intervene at the hospital? 

 44% of young people hospitalized 
for violence return with another 
violent injury within 5 years 
 

 20% of them eventually die by 
violence  

Sims, D. W., B. A. Bivins, (1989). "Urban trauma: a chronic recurrent 
disease." Journal of Trauma 29(7): 940-946. 

Presenter
Presentation Notes





HVIP Evidence of Effectiveness 

Baltimore, MD 
Decreased involvement with 
criminal justice system 

Chicago, IL 
Decreased re-
injury 

Indianapolis, IN 
Decreased re-injury 

Oakland, CA 
Decreased involvement with 
criminal justice system 

San Francisco, CA 
Decreased re-injury 

Richmond, VA 
Increased use of social 
services 
Decreased substance use 

Presenter
Presentation Notes
The evidence we have available based on studies of existing HVIPs across the country show improvement in many domains (reinjury/retaliation, involvement with justice system, aggression, substance use, but we need more evidence to consider HVIPs an evidence-based practice (but the programs utilize practices that ARE evidence-based)
HVIPs have demonstrated effectiveness across a range of outcomes, translating to cost savings

Baltimore, Maryland
HVIP group half as likely to be convicted of crime
HVIP group four times less likely to be convicted of violent crime
HVIP participants had 5% re-injury rate Vs. 26%
Cost savings:
$1.25 million in incarceration costs
$598,000 in hospitalization costs

Richmond, Virginia
HVIP group had higher use of social services
HVIP group reported less substance use

Chicago, Illinois
Participants 2.5 times less likely to report violent        re-injury

Oakland, California
Significantly reduced involvement with the criminal justice system

San Francisco, California
6-year violent re-injury rate of 4.5% among HVIP clients Vs. 16% in historical control group

Indianapolis, Indiana  
1-year violent re-injury rate of 0% among 34 HVIP clients Vs. 8.4% among 516 violently injured patients in historical control group






HVIP Model 

Target high-risk populations to reduce risk 
of re-injury and retaliation 
 

Address consequences of psychological 
trauma of violent injury 

Intensive Community-
Based  

Case Management 

Brief Intervention  
In Hospital  

Presenter
Presentation Notes
SW: HVIPs take advantage of “teachable moments:” a time (i.e. post-injury) when individuals are particularly responsive to interventions- see them soon after their injury when they are at a point of reflection and receptivity to . Studies have shown that interventions timed with this teachable moment are particularly effective. Our trauma-trained social workers are often the first ones to contact the patient after injury

CIS: The cornerstone of HVIPs is the culturally-competent intervention specialists/case managers: they understand street dynamics underlying violence, provide crisis intervention, linkages to community-based services and long-term case management

We know that young adults (particularly males) in urban areas who present to EDs with violent injury are at high risk of reinjury and retaliation, most HVIPs are targeted to this population

Psychological aspect of trauma often neglected in current discharge plans. HVIP clients provided education about symptoms of PTSD, are connected to mental health services. They also develop an understanding of past traumas that have led to the event that brought the client to the ED

Some people ask why once they’ve been injured- why not before? Isn’t it too late once they’ve been injured? �BUT- the ED is where we work, so it’s a logical first place to start. �It’s a pool of high-risk patients, often their only point of contact in the health care system
Often we see people injured violently multiple times, so a goal is to intervene to prevent the next assault. 
We’re also working on making the victim less likely to become the aggressor, preventing further violence. 




Through the Lens of Trauma 



Cortisol / CRH, Epinephrine, /Norepinephrine 

This is Good 

This is Bad 

Regulation 

Dysregulation 



Neuroendocrine-immune Network 
Timing Is Everything 

 Cortisol 
 Too much → suppresses immunity 
 Too little → pro-inflammatory cytokines → 

loss of appetite, fatigue, social withdrawal 
 Altered T-Helper cells and natural killer (CD8) 

cells in stressed neonates (animal studies) 
 Prenatal environment is key as well 

 Prenatal maternal poverty, life stress and 
community violence linked to altered innate 
and adaptive immunity (humans) 

 
 



Epigenetics: Altered genetic expression 
without  changing DNA sequence 



Trauma-Informed Practice 
 Addresses psychological, not just 

physical, wounds of violent injury 

 Victims’ with extensive histories of 
trauma/childhood adversity also 
have psychological, social, and 
biological consequences 

Presenter
Presentation Notes
 Trauma-informed approach provides all HVIP staff, both direct and non-direct service providers, with concrete skills and a common language and framework to meet client needs and more fully capture program impacts through evaluation activities.
 ACE study, and others, trauma risk factors for many adverse health outcomes… many clients have extensive histories of trauma and little contact with health care systems—put in contact with health care services and potentially produce the added benefit improve health trajectories—not just those related to violent injury



 



Young Victims of Violence 
 Initial recovery from 

physical injuries 
 Poor medical 

followup for injuries 
 High risk for repeat 

injury/death 

 Acute Stress 
Reaction  

 Post-traumatic 
stress 

 Aggressive or 
avoiding behaviors 

 Poor school 
attendance 

 Legal issues 



Project UJIMA 
 “Working together to make things 

right”  
 “Ujima” is  fourth element of 

Kwanzaa 
 A multidisciplinary program 

designed to improve the physical 
and mental health of violently 
injured youth since 1995 

 



Goals of this hospital-based 
community-wide partnership: 

 Reduce number of youth who are 
repeat victims of violence 

 Use trauma-informed care to promote 
positive development and QOL for 
youth and families affected by 
violence 

 Prevent interpersonal youth violence 



Collaborative Effort 

 Children’s Hospital of Wisconsin 
 Children’s Service Society of 

Wisconsin 
 Medical College of Wisconsin 
 
…and many community partners 

 

 



 Intervention Program Entry 
Criteria 

 Ages 7 to 18 years 
 Seen in Emergency Department 
 Presenting Complaints:  
 Intentional Injury 
Firearm Injury 

 Excludes child abuse, suicidal 
attempt, and peer violence in home 



UJIMA Team 

 Community Liaison (CSSW/CHW) 
 Peer (volunteer) Liaison 
 Social Worker (CHW) 
 Mental Health Worker (CSSW or 

community) 
 Nurse (CHW) 
 Physician (MCW) 



 
Program Entry and Flow Process  

Youth Services 
 

Family Follow-up 48 hours 
 

Home visit within 30 days 
 

Care Plan Developed 

Youth Development  
Program 

Youth seen in  
EDTC 

 
Crisis Intervention 

 
Family Support 



Youth Program Components 

 Trauma-informed Case Management 
 School, Court and Employment Advocacy 
 Community Resources & Referral Info 
 Individual/Group/Family Mental Health Rx 
 Youth and Family Activities 
 Summer Camp 



Adult Program Services 
 Serve crime victims including : 

 Next of Kin from Milwaukee Homicides 
 Domestic Violence survivors 
 Robbery 

 
 Homicide support groups, mental health 

services, crisis intervention 
 

 Help them support their children 





Healing Hurt People (HHP) 

Origins: 
 No psychosocial standard of care for violently injured pt 
 2008- Hahnemann University Hospital (90 clients/yr) 
 2009- St. Christopher’s Hospital for Children  (70/yr) 

 

Theory: 
 Teachable moment: “It was a wakeup call for me.” 

 Effectiveness of health care-based interventions 
which utilize the teachable moment theory 

 

 Trauma Theory: Pervades all aspects of intervention 

Presenter
Presentation Notes
ORIGINS 
Tell Story: Ted—ED physicians no psychosocial standard of care for violent injury, despite obvious need “stitch em and street em” no intervention for psychological consequences of violent injury meets John (work with violently injured African American men in Boson and Sandy Bloom (past ISTSS pres. Trauma-informed culture, work was predominantly in in patient care setting is patients who had been sexually abused). 

TEACHABLE MOMENT  
 in which individuals are particularly receptive to interventions which promote positive behavior change.
Qualitative work with victims of violence from folks out of Boston. 
Effectiveness of interventions at these moments in health care settings: smoking cessation, alcohol use, drug use
DO NOT SUGGEST THAT ENGAGING VIOLENT BEHAVIOR IS A RATIONAL DECISION THAT TAKES PLACE IN A VACUUM, WOULD OVER SIMPLIFY A COMPLEX ISSUE, BUT RATHER REPRESENTS A TIME WHEN PEOPLE ARE OPEN TO INTERVENTION
 
TRAUMA THEORY
 Staffing, Sanctuary Model, Screening, Way we engage Clients, Screening, Assessment, Referral 
Trauma theory represents a fundamental shift in thinking from the supposition that those who have experienced psychological trauma are either “sick” or deficient in moral character to the reframe that they are “injured” and in need of healing.
Recognizes that psychological, not just physical, wounds of violent injury need to be addressed
Psychoeducation
Mental health screening, referral, navigation
HVIPs recognize that many clients have extensive histories of trauma/childhood adversity and carry the psychological, social, and biological consequences of those events




Healing Hurt People Model: 

Presenter
Presentation Notes
Case review- not a direct service to clients

Exclusion: not victim of sexual violence, domestic assault, child abuse (we are over capacity, services exist for those groups), not in police custody

We enroll about 1/3 of potential clients, most say yes initially but many drop off. Limited resources, focus on f/u with those with greatest need



HHP: What We Provide 



HHP: Where We Refer 



Assessment 

SELF 
GROUPS 

Mentoring  

NAVIGATION/ 
CASE 

MANAGEMENT 

Identify 
PTSD/ 

Adversity 
Educate 
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Connect 
to Mental 
Health/ 
Needed 
Services 

Peer 
Group 

Support 

De-
Construct 
Code of 
Street 

Presenter
Presentation Notes
SAFETY: 	 Physical, Psychological, Social and Moral Safety
EMOTIONS:	Handling Feelings Without Being Destructive to Self or Others
	Mad, Sad, Glad, Scared, Shamed
LOSS:	Getting Over Loss, Unresolved Grief, Reenactment, Never Having to Say Goodbye, Preparing for Change
FUTURE:	Envisioning a Different Future
	Reestablishing the Capacity for Choice
The four concepts of S.E.L.F.—Safety, Emotions, Loss, and Future—represent the four fundamental domains of disruption that occur in a traumatized person’s life. The curriculum is designed to provide clients and staff with an easy-to-use and coherent cognitive framework that can create a change momentum
 SELF Psychoeducation Groups a 10-week, evidence-supported curriculum which promotes healing. 
 Part of the Sanctuary Model—initially developed for residential treatment settings 
Also serve as social support 
 S.E.L.F. groups evolved organically from the need to help adult clients to:
think differently about their problems;
organize the changes they need to make into more manageable bundles;
develop pattern recognition for the ways in which their present problems relate to past experiences;
build a roadmap for the process of recovery.




Child and Family Traumatic Stress 
Intervention (CFTSI) 

 Developed by Berkowitz, Stover, Marans 
 

 4-6 session caregiver-child intervention 
which is provided within 30 days of a 
potentially traumatic event 

 

 Outcomes: 
 Improve communication: ↑ familial support 

 

 Improves coping skills 
 

 Offered at St. Christopher’s HHP location by 
trained LSW 
 

 

Presenter
Presentation Notes
Children who Received CFTSI Were 65% Less Likely to Meet Full Criteria for PTSD
Children Who Received CFTSI Were 73% Less Likely to Meet Partial or Full Criteria for PTSD 




Client 

HHP 

Criminal 
Justice 

Family 
Services Education 

Victim 
Assistance 

Case Review 
 Multiple sectors convene 
 Improve provision of services 
 Identify policy-level barriers  
 Create trauma-informed systems 

Presenter
Presentation Notes
in which representatives from various systems meet with HHP staff to discuss issues facing clients and identify policy-level barriers, as well as opportunities, to create trauma-informed systems. HHP additionally offers 



Our Clients Also Face:  

  Axis I Dx (Depression, Schizophrenia) 
and Axis II (personality disorders), Axis 
III (physical conditions that exacerbate 
of Axis I and Axis IV Stressors) 

  Substance use, addiction 
  Homelessness cycling 
  Intermittent crises 

Presenter
Presentation Notes
Because so many of our clients have, with mental health issues attempted in the past to access social services – with whom they have often failed or faced stigma – they are reluctant or unable to successfully navigate them on their own or “take the reins” down the road.



Direct Service Staff Conduct: 
 Pre-work for potential clients and one-time 

assistance (“In Progress” in database) 

 Triage of clients for most acute needs (not 
always apparent) 

 Crisis Intervention: impending arrests, 
homelessness, violence in family, impulse to 
be violent, psychiatric emergencies, etc. 

 Data entry/management, training, and 
administrative duties 

 



Amalgam of Models of Care= HHP
  

Crisis 
Intervention 

Health 
Navigator 

Community 
Health 
Worker 

Peer 
Specialist 

Superuser: 
HIV/Chronic 

Dz Case 
Mgmt 

Addictions 
Counseling Motivational 

Interviewing SBIRT 

HHP 



CHOP VIP:  History 
 1997-2003:  Foundation funded 5 

programs in Philadelphia 
 Ujima and Youth Alive! as models 
 Figured things out as we went along 
 Many challenges, many rewards 
 Lessons learned contributed to NNHVIP 

 2012: Rejuvenated with 1 yr research $$ 
 2013:  Hospital funds full program 



CHOP VIP Criteria 
 Ages 8-18 years (we’re a Children’s Hosp) 
 Injured in an assault 
 All levels of injury severity 
 Excluded: 

 Child abuse 
 Intimate partner violence 
 Sibling injuries 



CHOP VIP: Drivers 
 Trauma-informed 
 Connect with assault injured youth at the 

hospital bedside or soon after 
 Safety / crisis management 
 Medical needs 
 Basic needs (clothing, food, shelter) 
 Ensure traditional service providers can fully 

help heal (hospitals, schools, criminal justice, 
mental health, job training, etc.) 



CHOP VIP: Process 
 ED or Trauma Unit Social Workers: 
Page Violence Prevention Specialist 

OR 
Get permission for VIP to call, then 

place a form into locked box on unit 
 Call to arrange intake visit (home/hospital) 
 Intake: Detailed questionnaire over next 

few visits 
 



CHOP VIP: Staffing 
 Full time Intervention Specialist (LSW) 
 Full time assistant (Bachelors level) 
 Co-op student (Drexel) ¾ time every 6 mo 
 Program managers (20%) 
 Program Director (10%, in kind) 
 
Embedded in larger entity (Center for Injury 
Research and Prevention at CHOP) = 
economy of scale 

 



CHOP VIP: Partnerships 
 Healing Hurt People:  Share SELF Groups, 

collaborate on youth development 
projects, data, IRB, etc. 

 Mental health:  Specific provider help 
 Agreed to bidirectional communication 
 Provide trauma therapy, psychiatry 

 Phila School System:  Safety czar 
 Victims Services 
 ED and Trauma Unit leadership 

 



HVIP: Challenges 
 Too many clients, too little time 

 Waiting lists 
 When/how  to “stop” without abandoning 
 How deep do we go (homelessness, poverty) 
 Navigating vs. educating 

 Some clients lost to follow up 
 Systems communication / cooperation 
 Funding and sustainability 
 Research: Control groups, defining the 

intervention 



National Network of Hospital-based 
Violence Intervention Programs 

 Mission: Strengthen existing programs 
and help develop similar programs 
across the country. 

 Technical assistance 
 Share best practices 
 Monthly E-bulletins 
 Joint research 
 Promote policy 
 Annual conference 



• Founder: Marla Becker, 
Youth Alive! in Oakland CA 

• 8 founding programs 
• Currently 24 programs 
• Some DOJ Funding 
• Curriculum published  
 



Benefits for Hospital 
 It works. Stop the revolving door! 
 Reduce re-hospitalization expenses 
 Gets clients insurance and VOC 
 Post-discharge follow up with patients 
 Expertise working with difficult patients 
 Opportunity for research 
 Community benefit and Public Relations  



National Network of Hospital-based 
Violence Intervention Programs 

At-Risk Intervention & Mentoring  (Denver) 

Beyond Violence (Richmond, CA) 

Bridging the Gap (Richmond, VA) 

Camden GPS (Camden, NJ) 

Caught in the Crossfire (Oakland, CA)* 

Caught in the Crossfire (Los Angeles, CA) 

Cure Violence  (Chicago, IL)* 

Healing Hurt People (Philadelphia, PA)* 

Journey Before Destination (Wash, DC) 

Massachusetts Violence Intervention Advocacy 
Program (Boston, MA)*  

Oasis Youth Support, London, Great Britain 

Out of the Crossfire, Inc. (Cincinnati, OH) 

Prescription for Hope (Indianapolis, IN) 

Project Ujima (Milwaukee, WI)* 

Rochester Youth Violence Partnership 
(Rochester, NY) 

Sacramento Violence Intervention Program 
(Sacramento, CA) 

Trauma to Triumph (San Jose, CA) 

UC Davis Wraparound (Sacramento, CA) 

UMC Trauma Services VIP (Las Vegas, NV) 

Violence Intervention Program (Baltimore)* 

Violence Intervention Program (Philadelphia, PA) 

Violence Intervention Program (Savannah, GA) 

Violence Recovery Program (Boston, MA) 

Wraparound Project (San Francisco, CA)* 

* Founding Member Program 



NNHVIP 
Emerging Programs 

 Christiana Care, Newark DE 

 Healing Hurt People Portland, Portland, OR 

 National Capital Border Area VIP, College Park, MD 

 Minneapolis Youth VIP, Minneapolis, MN 

 RYSE Restorative Pathways Program, Richmond, CA 

 Hospital Violence Intervention Program, Memphis, TN 

 City of San José, Mayor’s Gang Prevention Task Force, San Jose, CA 

 Michael Castaneda, Ed.D., Monterey, CA 

 The Manitoba Institute of Child Health, Winnipeg, Manitoba, Canada 

 HAVEN (Hospitals Against Violence, Empowering Neighborhoods), Los 
Angeles, CA 

 Kings Against Violence Initiative, Brooklyn, NY 

 Commission on Gang Prevention and Intervention, San Diego, CA 



Conclusion 
 

Improve 
Patient 

Outcomes 
Save  Lives Save 

Money 
Serve 

Community 
Benefit 

Hospital-Based Violence Intervention Programs 

Presenter
Presentation Notes
How you can help:
-Support your HVIP by referring patients, and reminding doctors to do the same
-Serve as lead in spreading the word about HVIPs and trauma-informed care
-Advocate for the development of HVIPs at your hospital, or become involved in your program as a nurse advocate, by doing research, supporting the social workers/community health workers who work closely with ED staff, etc.
-Be an ED “climate changer”- work towards an understanding of the effect that violent injury has on victims, understand the unique needs of the violently injured patient



http://nnhvip.org/ 

Questions? 



Thank you for your participation 

Please take a moment to complete our short 
evaluation 

https://www.surveymonkey.com/s/leveraginghospitals
_121113  

Questions or Comments? Contact: 
Rhunt@edc.org 
617-618-2178 
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