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Executive Summary

For the past 10 years Family Policy Council Community Networks (Community Networks) have worked collaboratively with
families, community-based organizations, and state managers to develop higher levels of community capacity and to reduce
the rates of major social problems:

=

e  Domestic violence e  Youth violence e Youth suicide
e Infant mortality e School dropouts e  Youth substance abuse
e Child abuse e Teen pregnancy e Child out-of-home placement

Communities vary greatly in the number and severity of problems they face and in the resources available to solve them.
Problem severity — having many problems with rates that fall in the worst quartile of rates statewide — can complicate
community work to improve the lives of children and families because problems are interrelated,’ multigenerational, and can
seem overwhelming. Community Networks increase community capacity to help families thrive. The Family Policy Council
index of community capacity, assessed every two years, includes four dimensions that both research and practice suggest are
most important:

FOCUS: A strategic, shared, result-based focus

LEADERSHIP: Collaborative leadership with whole community, leveraged resources, & sustainable efforts
LEARNING: Innovation and learning from changing conditions and experiences

RESULTS: Careful attention to measured “risks” and results-based decisions

Recent studies on successful public health interventions indicate that building community capacity increases the scope of
interventions, the effectiveness of evidence based programs and extends the scale of efforts in a sustainable way so that they
can actually reduce community-wide rates of children and family problems.

THREE MAJOR FINDINGS emerged from a statistical analysis of trends in Washington communities:

1. Among counties with state-funded Community Networks, overall severity of problems decreased or
remained stable while they worsened for those counties without state-funded Community Networks.

2. Among counties with state-funded Community Networks, the higher the average community capacity,
the larger the number of better-than-state trends in rates of locally prioritized child and family
problems, like child abuse, youth substance abuse and dropping out of school.

3. Counties that achieved more improvements in community capacity during this period achieved
greater reductions in the overall severity of child/family problems by the end of this period.

R Higher Community Capacity r=.82 Better-Than-State Trends —

nti )
ou.thes = Strategic, Shared Focus * For locally prioritized child and family
wi = Collaborative Leadership problems
state-fund_ed = Innovation and Learning
Community = Results-based Decisions *

Reduction in Overall Severity —
Resulting in increased scope, Number of child/family problems in
scale and sustainability of efforts r=.50 worst quartile in state

Networks

These findings support the conclusion that the Family Policy Council Community Networks build community capacity that is a
powerful means for reducing targeted rates of child and family problems and, eventually, for making these problems less
severe, even in communities challenged by demographic changes, poverty and poor economic conditions. It has important
policy implications for the future as the state faces economic downturns and budget cuts in social and health services.

'Sharkova, Estee, Kohlenberg with Porter and Longhi, /nterrelatedness of Community Indicators of Youth and Family Problems: Preliminary Analysis of the Geographic Distributions
by School District Locales and Zjp Code Tabulations Areas, DSHS: PPA[RDA, April 16, 2008.
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Summary of Definitions and Methods
MEASUREMENT - This study used the best indicators, available yearly, for children and family problems and computed indexes for three
types of variables for all 39 counties in Washington State for the 1998-2006 period.
Independent Variable: A Community Capacity Index
Dependent Variables: A Severity Index of Children and Family Problems and
An Index of the Number of Better-than-State Trends in Rate Reductions
Control Variables: Community Conditions - Social, Economic and Demographic Characteristics

Capacity - Community capacity was rated every other year by a set of external reviewers based on reports submitted to the Family Policy,
Council. A community capacity indexwas computed by averaging the independent ratings of the different reviewers across the four
dimensions listed on the first page of this report. An analysis of recent ratings showed good inter-rater reliability among the reviewers.

Two summary measures were also computed:

= Aten year average capacity measure, averaging the past five capacity indexes - used to calculate the correlation of overall
community capacity achieved with the number of better-than-state trends from 1998 to 2006.

= A capacity change measure, computed by comparing the average capacity achieved in the first six years (1997 to 2003) with the
average achieved in the last four years (2003 to 2007). This change measure was used to correlate improvements in community
capacity with overall reductions in severity of child and family problems

Severity - A severity indexwas built using 15 indicators of rates of child and family problems of concern to the Family Policy Council.
Three year rolling averages were computed to increase the stability of rates for each indicator. The indicators that were readily available for
counties across the state for each year from 1998 to 2006 were the following:

= Safety related — Injury hospitalizations (birth to 17), out-of-home placements, terminations of parental rights, filing for juvenile
offence, youth arrests for violent crime and weapons incidents at school

= Health related — Low birth weight, infant mortality, no third trimester care, teen mothers and teen suicide attempts
= Development related — Arrests for alcohol and arrests for drugs

= Learning related — Low performance on Grade 4 WASL and High School dropout (yearly average dropout and freshman to senior
dropout rates)
For each county, the severity index increased by one for every problem indicator that fell in the worst quartile of the distribution of rates for
all counties in the state. High severity for a particular county means that the county has a “pile-up” of severe problems (for example, rates
in the worst quartile for child out-of-home placements, plus youth drug addiction, plus dropping out of school would result in a severity
index or “pile-up” of 3).

Decreasing or increasing severity over the past eight years was determined by comparing the number of severe problems in 1998 with the
number of severe problems in 2006.

Trends - Better-than-state trends were defined to include the following:

1. Closing a Gap

Arrests for Alcohol

1. Closing a gap between the county and state - the county line starting much higher
than the state line (worse) and then getting closer to the state line in more recent
years (better).

'

2. Better than the state

Weapons Incidents at Schools

2. Doing better than the state in recent years compared to earlier years — the trend
lines actually crossing each other through time. The county average starts with rates
above the state average (worse) and ends with rates below the state average

(better).

3. Improving upon success — the county line beginning below the state line (better), 3. Improving upon success
remaining below the state one and actually getting lower in recent years (much Out of Home Placements Filed
better).

METHODS —Statistical modelling (multivariate regression) was used

e Totest for the statistical significance of the major findings and

e To determine whether other measurable changes in community conditions - povery,
poor economic conditions, pervasive criminality, population changes, minority racial/ethnic origin, and marital instability, could
account for the changes in the rates of children and family problems among the thirty nine counties in the State of Washington
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NOTE
This report is written for a diverse audience: local researchers at Family Policy Council Community
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analysts with state government. With this audience in mind, we describe the thinking process that led
to our research strategy, and we explain the meaning of our statistical tests.
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INTRODUCTION

The funding, organizational structure and overlapping efforts to reduce child and family social
and health problems in Washington State

Many different public organizations have been funded to focus on reducing specific child and family problems.
Between 1989 and 1994 Washington State legislation proposed and established an approach to begin reducing
not one but seven child and family problems through a single state entity: The Washington State Family Policy
Council. The problems identified in this legislation are: teen pregnancy, teen suicide, substance abuse, dropping
out of school, violence, child abuse/neglect (out-of-home placements) and domestic violence (RCW 70:190).
According to a 2001 report by the Washington State Institute for Public Policy, total annual funding for
‘prevention’ in Washington State was 81 million dollars in the 1999 -2001 biennium. Funding levels have
decreased since then, probably by half, due to both federal and state funding cuts, and further decreases to all
state funding have been proposed due to the current recession and state fiscal crisis.

Many specialized agencies with 94-96 percent of the funding

In spite of funding cuts, prevention and family support structures have remained basically the same since 1994.
Almost all organizations are separately-funded programs with specialized focus on one or two of the seven
problems listed in the 1994 legislation. The Institute’s report included 27 funding recipients in eight different
state agencies: the Departments of Health, Social and Health Services, Community, Trade and Economic
Development, the Office of the Superintend of Public Instruction, and various boards, councils and commissions.
All have central offices. Some have community offices, contractors or county block grant staff at the local level.
Many require separate ‘community coalitions’ as local decision making entities. Accountability, data collection
and reporting remain separate.

In summary, funding is specialized and organizations are separate, situated in different state agencies both at
headquarters and at the local level. Increasing effectiveness is sought mainly through implementing more
evidence-based programs and providing better technical assistance in implementing them, and through
competitive grants and pilot programs. Many, in practice, develop local networks and alliances in order to
coordinate their specialized efforts with other local interventions, but seldom, if ever, are efforts centrally
coordinated.

One agency, charged with building community capacity, local social-infrastructures and
strategies for reducing all seven problem behaviors, with 4-6 percent of funding

The only large organization charged with taking a holistic, systemic, epidemiological approach to reduce all seven
child and family problems is the Family Policy Council. However, the Family Policy Council received only 4 to 6
percent of all funding, only $4.37 million annually in the 1999-2001 biennium studied by the Institute for Public
Policy.

This statewide council is set up to have representatives from five major state agencies (and 2 ad hoc state
agencies), four state legislators -two from each party and a staff person from the Governor’s office. It was tasked
with supporting local community-based learning centers that could become magnates of change. There are
currently 42 Community Public Health and Safety Networks (often referred to as ‘Community Networks') in 29 of
the 39 counties in Washington State (ten county Community Networks were defunded when funding cuts
occurred in the 2001-03 biennium).

The local boards of the Community Networks include members of the public and major local public and private
agency representatives. They include about 800 board members statewide. The Networks are expected to:
Focus on what works to achieve long term outcomes

Study what could be done better

Reach a common collaborative plan for reducing locally pressing sets of problems

Be innovative in strategies depending on unique community strengths, and

Partner with other local entities, leverage other public, private and local resources

VVVYVYVYY
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Local boards have the power to recommend ‘decategorization’ of state and federal public funding and propose
new organizational structures in order to achieve better outcomes after an appropriate ‘review’ process.

Few Community Network boards have attempted decategorization. Most boards have concentrated on blending
or braiding local funds and building strong local ‘social infrastructures’ composed of a collaborative network of
partners, with a common strategic focus. They include local state agency representatives. They aim to increase
their community capacity to facilitate and contribute to the local success of diverse specialized organizations in
commonly pursued goals. They focus on the evolution of community capacity and practice in local contexts —
supporting the engagement, networking and learning of local leaders and partners, the participatory-research-
based development and implementation of local innovations, the formulation of systemic strategies based on the
interrelatedness of health problems and on unique community strengths, and, finally, leveraging local and private
resources to complement scarce and costly publicly funded professional ones. Thus Community Network boards
increase the scale and sustainability of local efforts.

STUDY PURPOSES
This study had three main purposes:

1. First, to see whether FPC funding made a difference in the severity, or pile-up, of children and family
problems in the period between 1998 and 2006.

2. Second, to find out whether higher levels of community capacity in localities with FPC funding were
associated with reduction of rates of specific children and family problems between 1998 and 2006. This
involved various steps

= Testing whether differential local community capacity, built as ‘social infrastructure’ over the
past ten years, actually impacted local performance in reducing eac/ of the seven child and
family problems identified in the 1994 Washington State legislation

= Testing whether better performance was /nferrelated, as we expected, due to local long-term,
sustainable, system strategies, made possible by strong local ‘social infrastructures,” that
contributed to reducing all seven problem behaviors.

= Testing whether community capacity had a threshold or tipping point above which problem
reductions escalated geometrically, also as expected, due to strong local ‘social infrastructure’
of collaborative partners that had multiplier effects, related to leveraging extra resources and
collaborating on strategically chosen common goals.

3. Third, to examine whether we could find early evidence that changes in community capacity were
associated with changes in overall severity (or pile-up) of problems.

THE THEORETICAL CONTEXT
Are there common approaches to preventing social and health problems in Washington State?

The public health approach and its research underpinnings

It is not easy to assess the degree of agreement existing among academic experts and ‘prevention’
professionals in Washington State who specialize in different behavioral health fields: child abuse and neglect,
infant/toddler development disabilities, domestic violence, substance abuse, early childhood education and
school drop-outs, maternity and child health and mental health. A recent initiative brought many of these
experts and professionals together - to develop a prevention-oriented mental health system, previously lacking
in our state, as part of a federally funded Mental Health Transformation Grant. The “white paper” that was
produced in December of 2007 provides us with a sense of congruence in thinking and theoretical approach.

We wish to briefly highlight and quote some of the main points.
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A 'system’ approach—Public health policy often relies on the social-ecological model as a framework for a
multi-level approach. This model recognizes complex links between individual health and the health of a
population. An intervention aimed at changing behavior or health outcomes for the individual only is less
likely to be successtul than an intervention that changes the family, community, and society to support
individual change (p.17) ...(and is) more likely to be sustainable if many levels of society change to support
individuals (p.18).

Adverse Childhood Experiences (ACEs)—Specific types of child maltreatment alter the brain... increased ACE
scores were associated with poorer outcomes related to physical, emotional, and behavioral health... The
ACF's study provides information about risk and protective factors for mental disorders because the study
shows relationships between specific experiences and later outcomes (p.25-27).

Prevention Work Focusing on Reducing Risk and Strengthening Protective Factors—An intervention is more
likely to be successful if it is able to make organizational or societal changes to support risk and protective
factor changes for a whole segment of the population. Public health interventions tend to be population
based, rather than targeted at specific individuals. .. so individuals do not have to fight against the norms to
make important health changes... (These interventions) can result in effective prevention for multjple
condlitions (p17-30).

In summary, agreement seems to exist on the increased effectiveness and sustainability of a prevention system
built upon a public health approach which is multi-level, guided by research on common ACE root causes for
many behavioral health problems, and focused on important risk and protection factors for specific
populations or communities.

The white paper goes on to provide examples of already existing infrastructures in the State of Washington
supporting such an approach:
e The Public Health System
Family Policy Council
Children’s Trust of Washington
Division of Alcohol and Substance Abuse
Office of Superintendent of Public Instruction
And the Governor’s Council on Substance Abuse (Community Mobilization)

THE RESEARCH CONTEXT
What are the findings from empirical research relating capacity to “prevention effectiveness”?

Washington State, as other states, has been impacted by both the public and the federal government’s
demands for greater accountability on the performance of state programs. A Governor-led review of
performance has been set up for all state agencies. The Washington Institute for Public Policy, an independent
research institute that responds to many legislative demands, has published studies on what “research based
programs” (RBPs) have been shown to be most cost effective in prevention. Many state agencies, including
the Family Policy Council —when funding such programs, have moved to implement more of these RBPs with
the objective of improving effectiveness.

The perceived benefits of these programs are two-fold.
e The ease of making improvements in effectiveness if the same new programs are implemented across
communities, with the advantages of common training, standard procedures and monitoring
e The attraction of defending continued funding of programs based on the fact that they are
increasingly ‘science based’

However, two divergent models exist in the field of public health related to prevention.
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Model 1: The research- to-practice model (RTP)

The Research-to-Practice (RTP) model is an adoption of RBP in which the interventions reported in research
studies based in one community and published in peer-reviewed journals are recommended for adoption in
other communities. This model has occurred not only in “treatment” type services but also in prevention
programs. A recent article (February 2008 by Flaspohler and others) on prevention programs describes this
Research-to-Practice model as the ” dominant intervention science paradigm.”

Based on previously published writings by Wandersman, Flaspohler goes on to note that the “RTP model is
based on a biomedical approach developed at the National Institutes of Health.” It requires moving from
accurate descriptions (epidemiology), to experimentation (efficacy trials), to generalizability (effectiveness
trials) and then practitioner utilization. Both academic institutions and the business market support and
reward developing innovative and more effective programs. The practitioner is seen as a rather passive actor
to whom the new “technology” is transferred through training and technical assistance often demanding
“perfect replication,” implementing the innovations with fidelity.

Model 2: Community-centered model (CC)

Flaspohler contrasts the RTP model with the Community-centered (CC) model. The CC model “begin(s) with
the community and ask(s) what it needs in terms of scientific information and capacity building in order to
produce effective interventions.”

The emphasis here is on participatory research. Active collaboration between practitioners and researchers
results in co-creation of innovations and improvements in change strategies. It also guarantees attention to
cultural differences and the complex reality of communities. “ At their core, CC models are focused on the
evolution of practice in local contexts.” Since practitioners are directly involved, “readiness” to change is
enhanced, continued learning is encouraged and dependence on scarce professionals and their costs are often
minimized.

Capacity is an important element in the theory of both models

According to the recent review by Flaspohler, both RTP and CC models require the influence of capacity
building to be effective. They differentiate capacity into three levels -- individual, organizational, and
community.
e Among individuals — the importance of individual understanding, skills and buy-in in accepting,
carrying out, and disseminating innovations
e For organizations — the importance of the strength of leaders, organizational structure/ management
style, system readiness, resources and staff expertise and partner networks providing external
supports
e For communities — the importance of: trust, relationships, and connections at the individual level;
networking of partners with relevant skills and resources at the organizational level; and shared
focus, community leadership, participation and sense of community at the “cultural’ level.

Summary of findings from published studies

Many studies have been conducted to show empirical support for the importance of individual and
organizational capacity, few studies for the importance of community capacity. Flaspohler makes the following
points in his review:

“Lempa, et al. (in press) and Chinman, et al. (2005) note that the important elements of community capacity
so far identified come from the anecdotal evidence of experts engaged in capacity building rather than
empirical study. This is not surprising considering the fact that the majority of these conceptualizations have
been developed within the past 10 years.
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... Research on social capital and collective efficacy suggests that communities with high levels of these
qualities are likely to have better outcomes (Lochner et al. 1999, Sampson et al. 1997)

... In theory, communities with greater capacity should be better able to support and maintain a prevention
delivery system. Such a community would likely include organizations that are able to implement prevention
innovations and that have the support of the community to do so. The findings of Feinberg et al. (2005)
provide some empirical evidence in support of this assertion, though more research in this area is clearly
needed.” (Flaspohler et al. p.192)

Recent Washington State studies

A recent empirical study on community-wide outcomes of substance abuse prevention in the State of
Washington provides empirical support for the importance of elements of community mobilization and
engagement (Longhi et al., 2006). This study was the result of the evaluation of the first State Incentive Grant
(SIG) awarded from 1998 to 2001 to the State of Washington, funded by SAMHSA. The grant was aimed at
testing the implementation of SAMHSA's new strategic prevention framework, which promotes a public health
approach and has five components:

1 Collect data and assess local/unique risk and protective factors.

2 Build local leadership capacity - to mobilize key stakeholders, create partnerships and engage
community groups in implementing prevention interventions.

3 Develop a data-driven strategic plan.

4 Implement evidence based practices.

5 Monitor effectiveness.

Eighteen communities were selected and funded; only four were found to be successful in reducing risks,
increasing protective factors and ultimately reducing substance use among the youth in their communities.
Three of these were small rural/cultural communities that, in the short period of time available — only a few
months, had managed to mobilize their leaders and to engage their communities.

The lessons learned from this evaluation have led to modifications in the implementation of the second Sate
Incentive Grant received by Washington State since 2007. These changes include:

e An assessment of ‘community readiness’ for prevention

e More time allotted to allow community coalitions to form and partner, and

e More technical assistance to enhance local understanding of risk and protection challenges and to
build organizational skills

Even more recent case studies (August 2008 by Clegg and Associates) in four very different communities in
Washington State have shown the community capacity factors operating to successfully reduce rates of school-
dropouts.

STUDY METHODS - The First Measurement Challenge
Independent Variable: Measuring Community Capacity

How does the Family Policy Council Index Measure Community Capacity?

Every two years the Family Policy Council contracts with external raters recruited from prevention and state
agency professionals to assess community capacity for each of the Community Networks using the following
criteria:
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LEADERSHIP

= Efforts are clearly linked to Network strategic plan.

» The body of work reflects meaningful collaboration at the community level.

» Network provides leadership in the community as demonstrated by community involvement in strategic
planning, implementing the plan or leveraging resources.

= The Network is able to leverage resources. That is, the Network increases the resources available to the
community through its partnerships, grants, and/or selection of pilot programs which are subsequently
funded or replicated by others.

= Efforts show signs of being either replicable or institutionalized within the community or efforts result in
the resolution of a defined community issue.

»  The community demonstrates support for or favorable response to Network efforts (Board membership,
participation in community events, program evaluation, etc.).

FOCUS

= The Network reports a body of work or strategic effort rather than single project(s).

= Measurable results, as defined by contract, are reported and verifiable.

» Results are tied to community values or intentions as demonstrated by the link to the Network
comprehensive plan and/or collaboration around the work being considered.

» Network can demonstrate a logical link between current results and long-term reduction of one or more
of the seven problem behaviors.

LEARNING

» Network demonstrates and can articulate its own learning, for example, by analyzing data, describing
failures and corrective actions, or modifying future plans based on experience.

» Network draws a connection between proposed actions or projects and knowledge or research related to
problem behaviors and/or related risk and protective asset or resiliency factors.

RESULTS

* Intermediate and long term outcomes are stated clearly in writing, outcome measurement methodology
improves over time, and results are useful and credible for helping the community develop strategic
system and program improvements.

= The community tracks indicators of “at risk” behavior rate indicators, and engages in public dialogue
about how to reduce the rates of “at risk behaviors”.

The following protocol was followed to collect the data for this analysis: four raters scored each of the four
components for each Community Network on a scale of 1 (low) to 5 (high). Scoring was based on information
from written standard reports submitted every two years by the Community Network boards. These reports
described the changing local community situation and its public health and safety challenges, what they had
learned, how they had come to decide on the work that they and their community partners would focus on
and how they monitored the results of their efforts.

The score for each community was calculated by first adding the scores across each of the four dimensions for
each rater and then averaging the scores across the four raters. The resulting scores across the various
Community Networks ranged from a low of 8 to a high of 19 with a mean or median of about 14.

The inter-rater reliability was estimated by calculating correlations of scores across the various sets of raters
and the average score. Only 3 of the 16 correlations fell below .60, with most averaging around .80.
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We then tested whether differences in standards of scoring among raters would change the results. This was
done by eliminating the lowest of the four rater scores and averaging the other three, and eliminating the
highest of the four rater scores and averaging the other three. We then checked whether the results would be
different from those obtained by averaging all four rater scores. We found almost no differences: the inter-
correlations for scorings obtained by these different methods were extremely high, around .95. The
communities that appeared in the lowest or highest quartile were almost the same regardless of method used;
overall rankings changed very little.

Two summary measures of community capacity were computed:

Overall Community Capacity
A ten-year average capacity measure, averaging the past five capacity indexes - used to calculate the
correlation of community capacity with reduction in rates of children and family problems.

Change in Capacity

A capacity change measure, computed by comparing the average capacity achieved in the first six years (1997
to 2003) with the average achieved in the last four years (2003 to 2007). Small changes occurring around the
mean (from 1/2 standard deviation below the mean to 1/2 standard deviation above the mean) were scored as
a zero change. Each increase in 1/2 standard deviation increased the score by one. This capacity change
measure was used to correlate larger improvements in community capacity with overall reductions in severity
of child and family problems.

Congruence of this index with the results of the best quantitative study: a factorial analysis
of a national sample of community-based initiatives

We are aware of only one quantitative study. Lempa, Goodman, Rice and Becker (in press) conducted a
pioneer study on the major underlying components of community capacity based on

e “local, community-based efforts for community improvement”

e “that addressed a wide variety of health concerns.”
This research work was funded by a grant from the Centers for Disease Control and Prevention.

The authors collected 702 surveys representing 291 health-related, community-based initiatives across the
nation in 2002-03. They interviewed both leaders and non leaders, based on a set of questions derived from
in depth interviews of core members of eight community initiatives they had conducted in 2000. They carefully
transformed the in-depth interviews into a set of structured questions.

They used principal component and exploratory factor analysis to discover the “latent factor structures” -- the
key underlying dimensions. They were able to reduce the number of questions from an initial pool of 160 to a
final instrument that contained only 60 questions, 44 for leaders of the initiatives and 38 for non leaders, with
22 items in common.

The empirical analysis revealed only a handful of dimensions, much smaller than the list of 10-12 conceptually
distinct ones discussed by various experts in the literature. The other major finding is that one single
underlying dimension, the one the authors labeled “leadership,” accounted for a majority of the overall
variance, more than all of the remaining four or five dimensions combined.
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The leadership dimension contained the following aspects:
e C(lear vision

Agreed upon vision

Spelling out principles and values

Members’ support for principles and values

Trust

Compassion

Motivated to help

Listening to ideas of others

Developing agreement in group decision making

Committed

But able to compromise

Follows through

Does all that is possible

We believe it is quite clear that there is a high degree of congruence between the above list of ‘leadership’
aspects and the ones scored by the Family Policy Council’s raters under the first two of the four dimensions:
Focus and Leadership (See Figure 1 on page 14). The aspects listed above include

e Vision and principles/values that are supported by community members,

e The qualities associated with collaborative leaders: altruism, empathy, ability to enter into trusting
relationships, to listen and develop consensus and then to lead to action with partners and
sustainable efforts.

It is important to note that

e Lempa et al. explain half or more of the variance of what constitutes ‘community capacity” by their
broad ‘leadership’ dimension, and

e The Family Policy Council index weighs half of the overall scoring of ‘community capacity’ on the
aspects of Focus and Leadership.

Two other dimensions identified by Lempa and others to be empirically important are:
¢ Networking with partners, internal and external to the particular health initiative.
e Ability and commitment to develop organized action.

In the experiences of the Community Networks across the years, these dimensions fall mainly into what we
call the process of community Learning and Innovation. From single focused health initiatives, Community
Networks often moved to multiple focused health initiatives, involving more local partners. In doing so they
had to deal with more in depth root causes and creative new ways of integrating practices, coming up with
more flexible funding and new ‘system’ thinking and approaches to generate long-term changes. These
innovations take a lot of organizational skill and a lot of work with partners.

The remaining dimensions identified empirically by Lempa and others are:
e Communication with community members
e Resources and sustainability (including a process of self-assessment)

These dimensions are captured partly by ratings of Community Networks putting in place a way of monitoring
conditions and results. These are then communicated to various local boards and partners so that they know
what is happening in the various projects, make good decisions, adapt to changing conditions, improve results
and sustain leadership and funding. Community Networks were created to optimally function as local
“incubators” for innovative change, local instigators of community wide thinking or Research and
Development (R&D) units, not service providers. They were designed to leverage and redesign the use of
resources working through their local partners.
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Congruence of this index with the results of the best qualitative self-assessment tool

In September of 2005 the Public Health Agency of Canada published their Community Capacity Building Tool:
A tool for planning, building and reflecting on community capacity in community based health projects. |t was
“developed through a research project that drew on the expertise of practitioners and researchers from across
Canada.” The project was a “participatory research” project where the practitioners interested in building
community capacity partnered with researchers that could use their expertise in measurement and in
conceptualizing different dimensions of capacity.

Community capacity was defined as: “sustainable skill, organizational structures, resources, and commitment
to health improvement in health and other sectors, to prolong and multiply gains many times over.”

The tool understands capacity building as a journey, often not a linear one, but a circular, spiral, moving back
and forth, where level of success is not permanent, but needs to be organically maintained. The overall result
of the tool is a snapshot, providing one’s current location on the journey. So ratings of the various dimensions
of capacity are assessed as four mapping points: Just started, On the Road, Nearly there, and We're there. The
self-assessment tool is intended for a team of local community persons, often composed of project
coordinators, community partners in related organizations, members of the target population and the
community at large.

What we wish to discuss here is the congruence of the nine features of this Canadian tool with the Family
Policy Council (FPC) index in Washington State. We have rearranged the sequence of the tool features to
better illustrate the points of congruence (See Figure 1 on page 13).

The FPC index of ‘strategic and shared focus’ corresponds best to
e ‘Asking why that uncovers the root causes of community health issues and promotes solutions,
....reflecting community needs
o ‘Sense of community building trust... come together... confidence to act and courage to feel hopeful
about change

The FPC index of ‘leadership’ corresponds best to
o ‘Leadership’ ...effective leaders. .. that encourage community member’s voices, share leadership, and
facilitate networks to build on community resources. .. bring people with diverse skill sets together ...
strategic vision for the future
e ‘Linking with others’ creating partnerships or linking with network and coalitions
e ‘Obtaining resources’ time, money, leadership, volunteers, information, and facilities

The FPC index of ‘Learning and innovation corresponds best to
o 'Skills, knowledge and learning’ fostered among leaders, members of the target population and the
community at large
e ‘Participation’ active involvement of people in improving their own and their community’s health and
well-being

The FPC index of ‘Results-based decisions/changing community conditions’ corresponds best to
e ‘Community structures’ give the community a chance to express views and exchange information
o ‘Fxternal supports’ providing contacts, research, best practices, and new tools ... evaluation support ...
organizational support
What is noteworthy is the number of features in the tool that best correspond to the FPC index’s focus and
leadership ones: five of the total of nine. This suggests that the scoring of the FPC index is weighted relatively
well across the features identified in the Canadian assessment tool.
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Figure 1

Congruence of Dimensions of Community Capacity

Quantitative Study
“Factorial Structure”
(Lempa et al.)

LEADERSHIP

e Clear vision

e Agreed upon vision

e Spelling out principles
and values

e Members’ support for

principles and values

Trust

Compassion

Motivated to help

Listening to ideas of

others

Developing agreement in

group decision making

Committed

But able to compromise

Follows through

Does all that is possible

NETWORKING WITH

PARTNERS,

e Internal

e External to the particular
health initiative

ABILITY & COMMITMENT
TO ORGANIZED ACTION

COMMUNICATION WITH
COMMUNITY MEMBERS

RESOURCES &
SUSTAINABILITY (including
a process of self-assessment)

A FAMILY-COMMUNITY-STATE PARTNERSHIP

Measured Empirically

FPC Study
Index of Capacity
(Longhi, Porter et al.)

FOCUS (Strategic and shared)

e Body of work, linked to
comprehensive long-term
plan (not single projects)

e Tied to community
values/intentions

LEADERSHIP (Collaborative)

e With whole community,
partnerships

e Leveraged resources

e Sustainable efforts

N

LEARNING

e Innovation

e Learning from changing
conditions and experiences

-

RESULTS (Attention to)

e Measured “risks”

e Results-based decisions
(in community dialogue
and deliberations)

-

N

Quialitative Tool
Self-assessment Tool
(Public Health Division of Canada)

ASKING WHY?
e Root causes
o Reflecting community needs

SENSE OF COMMUNITY
e Builds trust, confidence, hope

LEADERSHIP

e Encourage community voice

e Facilitate networks,
resources, skills

LINKING WITH OTHERS
Partnerships

OBTAINING RESOURCES
Volunteers

SKILLS, KNOWLEDGE &

LEARNING

e Among leaders and
community members

PARTICIPATION
e Active involvement/improving

COMMUNITY STRUCTURES
e Exchange information, views

EXTERNAL SUPPORTS

e Research, best practices

e New tools

e Evaluation/organization skills
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STUDY METHODS - The Second Measurement Challenge
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Dependent Variables: Indexes of Children and Family Problems

How has the Family Policy Council measured the accumulation of many severe children and
family problems in different communities in Washington State?

Severity Index - An index was built using 15 indicators of rates of child and family problems of concern to the
Family Policy Council. Three year rolling averages were computed to increase the stability of rates for each
indicator. The indicators that were readily available for counties across the state for each year from 1998 to 2006
were the following:

e Safety related — Injury hospitalizations (birth to 17), out-of-home placements, terminations of parental rights,
filing for juvenile offence, youth arrests for violent crime and weapons incidents at school. (note: no good
measure of domestic violence was available)

¢ Health related — Low birth weight, infant mortality, no third trimester care, teen mothers and teen suicide
attempts

¢ Development related — Arrests for alcohol and arrests for drugs

e Learning related — Low performance on Grade 4 WASL and High School dropout (yearly average dropout and
freshman to senior dropout rates)

For each county, the severity index increased by one for every problem indicator that fell in the worst quartile of
the distribution of rates for all counties in the state. High severity for a particular county means that the county
has a “pile-up” of severe problems (for example, rates in the worse quartile for child out-of-home placements,
plus youth drug addiction, plus dropping out of school would result in a severity index or “pile-up” of 3).

The most commonly used way of constructing indexes of this kind is to use standard deviations and adding up the
standard scores for each indicator used - in our case 15 indicators. There were two problems in using this
procedure in our case.

o With only a small number of cases at our disposal, 39 counties, one or two extreme values on a particular
indicator made the standard deviations very large and unrepresentative of the actual distribution. When we
tried this standardized approach it generated sometimes very few ‘severe’ counties, sometimes many more
‘severe’ counties for any given indicator. The weight of each indicator on the index depended on the
sometimes skewed distributions on one or more of the 15 indicators. Using quartiles, instead of standard
scores, eliminated this problem.

e Summing standardized scores meant that the final index represented the average of all 15 scores: some
positive, some negative. A particular county may have had two very severe problems, the rates being
positive, but due to the rates in one or two other problems being very low -these standardized scores being
negative, the sum of positive and negative scores would generate a middle level total value on the index.
This middle level index value would give the appearance that that county had only average problems, none
severe.

One should note that for several counties, the severity index is based on very large populations and/ or large
geographical areas. The county severity index value is an average for the whole county and may very well hide
pockets and subpopulations with much higher severity of child and family problems. We have been aware of this
for some time and have actually produced preliminary analyses of the geographical distribution of severe child and
family problems using ‘locales’ — combinations of school districts and zip-code areas.

We compared the geographical distribution of severity of problems using the methods used in this study — an index
based on problem ‘pile-up” and based on counties, and the method used in the preliminary study — an index based
on standard deviation scores and based on ‘locales’ and zip codes. The results were surprisingly similar.
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We plan to replicate this study in the future using smaller geographical units than counties. However, we
anticipate that the results may not be very different. We may simply increase the precision of estimates of both
capacity and severity for smaller geographical areas. This increase in precision often increases the magnitude of
statistical effects. The greater number of geographical units will increase the statistical power of multivariate
models to detect statistically significant effects.

Severity Change Index - Decreasing or increasing severity over the past eight years was determined by
comparing the number of severe problems in 1998 with the number of severe problems in 2006. The change index
was defined simply as the difference between the two severity indexes — the 2006 index minus the 1998index. A
positive value on the change index means the number of severe problems increased, while a negative value means
they were reduced. A change index of zero means the number of problems remained the same.

One should remember that the 1998 and 2006 indexes represent three-year rolling averages. So the change index
actually represents the difference between the ‘average’ index at the end of the period (2004-5-6) and the
‘average’ index at the beginning of the period (1997-8-9). This procedure was adopted in order to decrease year
to year variability in measurement and increase the stability/validity of the measurement of change over the study
period.

Severity is measured relative to the state average rate at both time periods, at the beginning and at the end of the
time period. So change in severity for a particular county takes into account changes in statewide rates of various
child and family problems in this period. For example, let us take the case of substance abuse being a ‘severe’
problem in a particular county at the beginning of the study period - falling in the top quartile in 1998. If the rate
of substance abuse decreases equally in that county as in the state as a whole, the county will still have a severe
problem at the end of the study period, falling in the top quartile in 2006. Severity will only decrease in a
particular county over this time period if the county change from 1998 to 2006 is better than the state change.

How has the Family Policy Council monitored changes in overall rates of children and family
problems in different communities in Washington State?

Number of Better-than-state Trends— The severity index is made up of 15 indicators. Each of the indicators
was measured for each county, and for the state as a whole, every year from 1997 to 2006. At any point in time,
an individual county could have done better, equal, or worse than the state as a whole. We were interested in
comparing the trends over time for each indicator and each county compared to the state. Finally, for each county,
we added up the number of indicators for which the county was “better than the state trend” over the ten-year
period.

Better-than-state trends were defined to include the following: 1. Closing a Gap

Arrests for Alcohol

1 Closing a gap between the county and state - the county line starting much
higher than the state line (worse) and then getting closer to the state line in
more recent years (better).

. . . 2. Better than the state
2 Doing better than the state in recent years compared to earlier years — the Wespons incidents at chools

trend lines actually crossing each other through time. The county average starts
with rates above the state average (worse) and ends with rates below the state
average (better).

3. Improving upon success
3 Improving upon success — the county line beginning below the state line Out of Home Placements iled
(better), remaining below the state one and actually getting lower in recent
years (much better).

Note: In the graphs the county trend is depicted in red, the state trend in blue.
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These trend data were collected by Family Policy Council staff based on published agency reports and databases in
September of 2008 and shared back with Community Networks. Networks had to respond back and confirm “Aow
the network was a catalyst for, architect of, or otherwise had a significant influencing role in implementing
strateqy employed in the community that corresponds with a positive trend in a rate.”

Confirmed trends were simply added up and represented the number of ‘better-than state’ trends for each county.

STUDY METHODS - The Third Measurement Challenge
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Control Variables: Social, Economic and Demographic Characteristics...

We chose the following factors as control variables for this study:

Poverty, poor economic conditions, pervasive criminality, population changes, minority racial/ethnic origin,
and marital instability

Public health models do not usually consider these factors as causing children and family problems, but they often
see them as correlates, complicating factors, added stressors or obstacles to the reduction of children and family
problems. The research on Adverse Childhood Experiences (ACEs) argues that ACEs may be distributed with
significant equivalence among diverse populations and geographies, but persons with ACEs often become
unemployed or poor due to the physical and behavioral consequences of having such experiences.

Empirical studies have shown that changes in these factors are often correlated with changes (an increase or
reduction) of specific rates of children and family problems and therefore are likely to be correlated with a measure
of overall severity of children and family problems.

We collected indicators for each of these factors:

Poverty - Percent of the population receiving food stamps; Percent receiving ‘welfare’ grants

Poor economic conditions —Percent unemployed

Pervasive criminality —Percent of adults arrested

Population changes —Net population change (in- migration, minus out- migration, plus natural growth)

Minority Racial/ethnic origin —Percent of the population identified as Black, Hispanic and American Indian
(Asian origin was excluded since it is not correlated with higher rates of most children and family problems)

Marital Instability —Divorce rate

In order to evaluate whether indicators were adequate measures of the underlying factors, we examined whether
the indicators within each factor were inter-correlated as expected. This is considered a type of validity test:
construct or theoretical validity.

The correlation matrix in Table 1 shows the inter-correlation of these indicators among the counties in the State of
Washington at the beginning of the study period, in 1998. We find that

e The indicators of poverty and poor economic conditions are highly correlated (around .70)

e The indicators of criminality and minority status are moderately correlated, but with statistical significance,
with poverty and poor economic conditions (around .30)

e The indicator of marital instability shows low correlations with other indicators, but in an expected pattern.
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The correlation matrix also shows the correlations of these factors with the severity index.

e Almost all indicators are correlated moderately with the severity index as expected, with the exception of
the divorce rate which shows no correlation. Divorce rate may be a poor indicator of family instability, but it
is the only indicator we had available.

e ltis interesting to note that population change is negatively correlated with problem severity. Decreases (or
small/no changes) in population are correlated with increases in severity of child and family problems. This is
probably due to the fact that decreases or slow growth in populations occur more among counties with
more unemployment and more poverty - where also more racially/ethnically diverse people live. A
multivariate regression analysis was conducted with all the indicators as independent variables and the
severity index as a dependent variable. Findings from this multivariate analysis supported this explanation:
the effect of population change on the severity index becomes statistically non-significant when the effects
of unemployment, poverty and minority status are accounted for.

A change variable was created for each of the control variables by comparing the values in 1998 and 2006. We
subtracted the 1998 value from the 2006 value, thus creating variables to measure changes in poverty,
unemployment, and minority composition for all Washington state counties in our study period.

Table 1
Correlations Among Social & Economic Characteristics & Problem Severity
At the begining of the study period, 1998
(All 39 Counties in Washington State)

Pop. Pop. Fam. Prob.
Poverty Economy Change Criminality Comp. Stab. Sev.
% Food % Net Po. % Adult | % Race / % Severity
Stamps | Welfare [% Unemp| Change Crime Ethnicity | Divorce Index
% Food Stamps| .00 0.93 0.76 -0.50 0.32 0.31 0.13 0.58
- 0.00 0.00 0.00 0.02 0.03 0.22 0.00
Poverty
% Welfare 1.00 0.62 -0.38 0.33 0.18 0.20 0.53
- 0.00 0.01 0.02 0.14 0.11 0.00
Economy | % Unemp 1.00 -0.42 0.31 0.40 -0.09 0.49
- 0.00 0.03 0.01 0.29 0.00
Pop. Chg Net Pop. 1.00 -0.05 -0.49 0.05 -0.32
Change - 0.37 0.00 0.38 0.02
Criminality | % Adult Crime 1.00 -0.20 0.41 0.47
- 0.11 0.01 0.00
% 1.00 0.01 0.41
Pop. Comp. Race/Ethnicity ) 0.48 0.01
Fam. Stab. | % Divorce 1.00 0.01
- 0.48
Prob. Sev. | Severity Index 1.00
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THREE QUESTIONS, STUDY DESIGN AND FINDINGS

Question 1: Does FPC funding make a difference in the severity, or pile-up, of children and family
problems?

Study Design - A natural experiment

In 2001, conditions were created in the state of Washington for a ‘natural experiment’: a way to test the effects of
FPC funding on whether the number of severe problems decreased (or stayed the same) in funded counties
compared to non-funded counties. This comparison had not been possible before since all counties had been
encouraged to establish Community Networks in 1997-98 and almost all localities (including many Native
American Tribes) had applied and received funding. In other words, there was no ‘comparison group’ of unfunded
counties to compare with funded counties.

In 2001, in response to very large budget cuts, the Family Policy Council defunded some of the Community
Networks. The Council made this hard decision because they concluded that a large cut across all existing
Community Networks would mean that each locality would not have sufficient resources to continue being
productive. The Council cut the funding for Community Networks that had not ‘performed’ - had not yet built a
minimum level of community capacity by 2001. This cut affected about a quarter of the counties in the State of
Washington: ten counties were defunded among the thirty nine counties in the State.

Finding — A good comparison group

We tested whether the two sets of counties - the 29 funded and the 10 unfunded were similar enough in their
initial characteristics in 1998 and in the changes they experienced between 1998 and 2006 to warrant a quasi-
experimental design.

We found that they were very similar on all social, economic and population characteristics. The differences were
all small and statistically insignificant. Even the severity index measuring the pile-up of children and family
problems was similar for both groups of counties - similar means and similar standard deviations; the difference
between the means was not statistically significant. (See 7able 2)

Table 2
Differences in Social & Economic Conditions in 1998
Between FPC Funded and Unfunded Counties
(Funded Counties = 29, Unfunded Counties = 10)

FPC Funded Unfunded Sig. of
Mean St. Dev. Mean St. Dev. | Difference
FPC Severity Index 3.86 2.57 4.10 2.69 0.69
Food Stamps 109.16 37.43 141.62 51.02 0.23
Welfare Grants 130.07 47.17 159.68 59.72 0.34
Unemployment 5.96 1.98 7.69 2.84 0.30
Pop. Change 12.20 7.76 7.51 11.57 0.18
Adult Crime 1.75 0.73 1.52 0.72 0.57
Race/Ethnicity 14.14 10.43 13.25 10.19 0.99
Divorce Rate 5.99 1.08 5.93 0.99 0.25

We also tested whether social, economic and population factors had changed in different ways for one group, but
not the other group of counties, in the period from 1998 to 2006. If they improved more among funded counties,
and got worse in unfunded counties, these factors may have accounted for the differences in pile-ups of problems.
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We found that the two groups of counties had very similar changes on almost all social, economic and population
characteristics between 1998 and 2006. The small differences were all statistically insignificant, except for one.
Changes in welfare grants decreased significantly less in funded counties, the welfare situation seemingly not
improving for funded counties as much as it had for unfunded ones. (See 7able 3)

Table 3
Difference in Changes in Social & Economic Conditions
In the Study Period 1998 to 2006
Between FPC Funded and Unfunded Counties
(Funded Counties = 29, Unfunded Counties = 10)

FPC Funded Unfunded Sig. of
Mean St. Dev. Mean St. Dev. | Difference
Food Stamps Change 26.57 18.14 21.07 27.17 0.14
Welfare Change -22.02 20.73 -41.65 43.95 0.02
Unemployment Change 0.25 1.37 -0.42 1.58 0.89
Change in Pop.Change -0.36 8.89 -1.70 11.22 0.46
Adult Crime Change -0.16 0.52 -0.11 0.66 0.48
Race/Ethnicity Change 5.30 3.00 2.77 6.23 0.27
Divorce Rate Change -0.87 0.56 -0.90 0.30 0.27

So, we conclude from the tests of significance of differences in means between the funded and unfunded counties
reported in Tables 2 and 3 that the two groups were very similar in both initial conditions and in the ways
conditions changed between 1998 and 2006.

Finding —In FPC funded counties, the average severity of problems decreased, while in unfunded
counties, the average severity of problems increased between 1998 and 2006.

We first ran regression models (simulating analysis of variance) to statistically test whether the level of pile-ups
had changed significantly in the 1998-2006 period between FPC funded and unfunded counties.

We found that counties that had FPC funded Networks had decreases in pile-ups of problems between 1998 and
2006 —almost a half a problem on average (-0.41 in the FPC severity index). Severe problems increased in counties
that had been unfunded —an increase of one problem on average (+1.00 in the FPC severity index).

This meant that 72 percent of the FPC-funded counties had the same or reduced levels of severity, while 70
percent of the unfunded counties had increased levels of severity.

The difference in the severity index between funded and unfunded counties was -1.41, which we found to be

statistically significant. The significance level was .02, indicating a 95 percent or better statistical confidence that
this result was not due to chance. See Table 4, Zero Order Model.
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Table 4
Statistical Model Testing the Effect of FPC Funding
on Changes in Severity Index between 1998 and 2006
Controlling for Changes in Social & Economic Conditions
(29 FPC Funded Counties)

Multi-Variate Regression Zero Order Model Full Model
Effects and Stat. Significance Effect St.Error Sign Effect Sign
FPC Funded vs. Unfunded Counties -1.41 0.56 0.02 -1.35 0.63 0.04
Change in Food Stamps 0.02 0.02 0.32
Change in Welfare Grants 0.00 0.01 0.86
Change in Unemployment -0.19 0.20 0.34
Change in Pop. Change 0.03 0.03 0.34
Change in Adult Crime 0.13 0.53 0.80
Change in Race/Ethnicity 0.00 0.09 0.99
Change in Divorce Rates -0.39 0.52 0.46
Intercept Coefficient 1.00 0.49 0.05 0.32 0.93 0.73

R 0.38 0.52
Adjusted R squared 0.12 0.08

We then ran a multivariate regression model (simulating analysis of covariance) to statistically test whether the
difference between the two groups of counties in changes in severity was due to the effects of changes in other
social and economic conditions. We included all the social and economic change factors we had measured as
covariates in the statistical model. We wanted to know:

e Whether changes in social and economic factors had an effect on changes in severity
e Whether funding still had a statistically significant ‘independent effect’ on changes in severity even after
controlling for changes in social and economic conditions.

We found that all the social and economic change variables had no significant effects on changes in severity —
none were statistically significant. The FPC funding effect on severity remained almost the same (-1.35 instead of -
1.41) and was still statistically significant (.04 level). See Table 4, Full Model.

We ran three other statistical models to ascertain whether these findings were unique to a particular statistical
model or were confirmed by others with slightly different assumptions:

1. The same multivariate model but with the inclusion of 1998 values of social and economic conditions, to
test whether they had lagged-effects on changes in severity. We found no significant lagged effects.

2. Adifferent multivariate model explaining the 2006 level of severity as different from levels predicted by
the 1998 levels of severity — the residuals between observed values in 2006 and values predicted by the
1998 severity index. We included the same independent variable and covariates, and we found similar
results as we reported in Table 4.

3. Finally, we re-ran the model described in 2 above, but we also included the lagged effects of 1998 values
of social and economic conditions on 2006 levels of severity. We found no significant lagged effects.

All these different data analyses supported the hypothesis that FPC funding had a significant independent effect on
‘outcomes’ - reducing pile-ups of child and family problems.
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The next step was to analyze whether community capacity had played a role in this. The general question we
needed to answer was the following:

Question 2: Are higher levels of community capacity associated with better-than-state trends in
the reductions of rates of children and family problems among counties with FPC funding?

Study Design — Multivariate regression analysis, factor analysis and test for curvilinear relations

First, we had to statistically test whether differential local community capacity, built as ‘social infrastructure’ over
the past ten years, actually was correlated with local performance in reducing eac# of the seven children and
family problems identified in the 1994 Washington State legislation.

Then we had to control for the effects of social, economic and demographic conditions in a multivariate regression
analysis to see whether these conditions accounted for the effects of community capacity on each of these
reductions.

Second, we had to test whether better performance was_inferrelated'since we theoretically expected that local
long-term, sustainable, system strategies, made possible by strong local ‘social infrastructures,” would contribute
to reducing all seven problem behaviors. This entailed conducting a statistical factor analysis that would reveal
whether there was a common underlying factor to all these reductions or whether different reductions clustered on
different factors.

Third, we needed to test whether community capacity that reached a #hreshold or tjpping pointlevel would be
correlated with a geometric increase in the number of children and family problems that had been simultaneously
reduced (producing many better-than-state trends). The theoretical reason was the presumed effects of a strong
local ‘social infrastructure’ of collaborative partners that had multiplier effects:

- Affecting simultaneously problems that were interrelated
- Leveraging extra resources and
- Being more effective due to collaboration on strategically chosen common goals.

This entailed statistically testing for a curvilinear relation, instead of a linear relation, between increases in
community capacity and

e A higher value on the underlying common factor across the various better-than-state trends
and

e In the actual index of number of better-than-state trends

Fourth and finally, we needed to control once again for the changes in social, economic and demographic
conditions to see whether they affected the curvilinear relation between community capacity and better-than-state
trends.
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Does community capacity help reduce each of the seven
problem behaviors?

The first research task was to ascertain whether there was a correlation
between ‘community capacity’ and achieving ‘better-than-state trends’
for each of the seven problem behaviors.

There are two major reasons for expecting such a correlation. Local
boards with higher community capacity would be better able to:

1. Strategically help choose which sets of ‘evidence based’
programs to implement locally based on their knowledge of
community conditions, readiness and strengths

2. Bring together and engage community partners to implement
programs more effectively and make them sustainable in spite
of fluctuations through time of different funding streams.

Finding

There is a positive correlation between community capacity
and better than-state-local trends for all seven child and
family problems.

Correlations vary from a high of .68 to a low of .31. Five are statistically
significant (less than .05); two constitute significant trends (between .05
and .10).

See bar charts on this right hand side of this page

Each bar represents the number of better-than-state trends for
four diifferent groups of counties: those in the first, second, third
and fourth quartile of level of community capacity. The bars on
the far right represent counties with the highest community
capacity.

The bar charts show that the number of better-than-state trends
generally increase as levels of community capacity increase,
from left to right

The number of better-than-state trends tend to cluster among
counties in the top quartile of community capacity, the bars to
the far right, indlicating the presence of a curvilinear or threshold
type relation.

Correlation coefficients are shown on the bottom of each chart.

Both parametric and non parametric correlations were
calculated and compared. Similar results were obtained.
Parametric correlations presented under bar charts are for
curvilinear and ‘threshold’ relations between the two variables:
community capacity and number of better-than- state trends.

Distribution of Better-Than-State Trends
by Quartile Level of Community Capacity
Low to High: 1%, 2", 3", 4" quartile
Correlation Coefficient & Stat. Significance

Alcohol & Drugs
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0.67 0.43 0.5
B == =
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r=.44 sig..012

Teen Pregnancy
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Teen Violence
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Domestic Violence
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The second research task was to test whether the correlations between local community capacity and better-
than state trends for each of the problems were simply a function of diverse social, economic and demographic
factors among the twenty six counties under stuady or whether they were due to independent effects of community
capacity.

The "research-to-practice’ public health approach tends to consider local differences in overall outcomes of their
efforts as due to variations in ‘local circumstances’. This is because:

= Barriers to success are attributed to higher severity of local child and family problems often compounded
by higher levels of poverty, unemployment, criminality, marital instability, prevalence of racial and ethnic
minorities and changes in populations.

»  Furthermore community capacity, in this perspective, is often seen as developing more easily in less harsh
circumstances. Thus, community capacity tends to be considered helpful in implementing evidence based
programs, but not having an independent effect on outcomes. Community capacity basically reinforces
better trends where local conditions are more favorable.

The ‘community-centered’ public health approach instead focuses on the development and support of community
capacity even in local communities with severe child and family problems and ‘harsh local circumstances’. The
data show that:
» Local capacity is notsignificantly correlated with degree of problem severity and, as reported in a previous
report, capacity improved in the last ten year period even in counties experiencing higher problem severity.

» Local capacity is notrelated to levels of poverty, welfare, racial/ethnic composition and changes in
population

= Surprisingly higher community capacity levels were achieved in counties with high adult crime rates,
increasing poverty and divorce rates - a facilitating factor was low unemployment and increasing
employment rates in the period under study

So, this approach expects that the effects of community capacity will remain independent and significant across
communities with different conditions.

This study ran two series of statistical models. The first model examined the effects (standardized regression
coefficients and unique proportion of the variance explained) for community capacity alone on each of the seven
problem behaviors. The second set examined the same effects after accounting for initial local circumstances in
1998 and changes in those conditions from 1998 to 2006.

Findings
1. The effects of community capacity in reducing the rates of child and family problems
remain strong and statistically significant even after accounting for initial and changing
local circumstances for six of the seven child and family problems. See effect sizes and
significance levels in table 5.

The one exception is domestic violence. This exception is most likely due to statistical difficulties in
separating effects when only one county had a better-than-state trend in domestic violence.

2. Community capacity still explains a significant proportion of the variance in trends of
reductions in six of the seven problem behaviors, after accounting for the effects of
differences in initial and changing local circumstances. See the sizes of the unique variances
explained (R') compared to the variances explained by community capacity alone in table 5.

» Aslightly larger variance in one case — teen pregnancy

» Slightly smaller variances in three cases — school drop-out, teen suicide, and teen violence

» Reduced but still strong and significant variances in two cases — substance abuse (alcohol and drug
related arrests) and abuse and neglect (rate of dependencies and terminations)

Only in one case does the unique variance explained by community capacity become non-significant, for
domestic violence, probably a statistical artifact as already mentioned.
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Table 5
Effect Sizes (Regression Coefficients) of Community Capacity
On Each of Seven Children and Family Problems

Alone & After Controlling for Other Community Conditions

Capacity Alone With Other Conditions
Effect Size Sig. R’ Effect Size Sig. R’
Alcohol & Drug 2.69 0.003 0.47 2.75 0.003 0.27
School Dropout 0.53 0.003 0.28 0.56 0.012 0.23
Abuse & Neglect 0.48 0.007 0.23 0.36 0.040 0.11
Teen Suicide 0.44 0.012 0.20 0.60 0.013 0.18
Teen Pregnancy 0.38 0.027 0.15 0.50 0.006 0.22
Teen Violence 0.89 0.049 0.14 0.85 0.047 0.12
Domestic Violence 0.31 0.064 0.09 0.15 0.220 0.02

Note on statistical methods
Both linear and logistic regression statistical models were run. They provided similar overall results.

Is there an underlying common factor contributing to reductions in all seven problem behaviors
and does community capacity help address this underlying factor?

The ‘community-centered’ approach has fostered learning among local community leaders on
» Root causes of many child and family problems, i.e. their interrelatedness, based on breakthrough brain
development research conducted at Harvard University on the effects of maltreatment on Developmental
BioPsychiatry and the evidence published by the Center for Disease Control (CDC) on the consequences of
types of adverse childhood experiences(CDCs) on various problem behaviors.
= System theory on how community wide changes can be attained by modifying reinforcing negative loops
that affect different problem behaviors by focusing on small changes on key leverage points in the loops.

So, the ‘community centered’ approach sees community capacity as helping develop strategies that not only
choose and implement better ‘evidence-based practices’ to reduce community specific severe problems, but also
1. Start by making small changes that are likely to succeed, help create trust, a network of partners and
greater community engagement and have multiplier effects across different problems in the long run.
2. Create focused consensus among community partners on particular root causes, unique to the community.
3. Start addressing underlying interrelated problems, so that reducing one or more can help reduce others in
‘reinforcing loops'.
4. Leverage private, county and federal funding and volunteers so that more resources become available.

If, in fact, child and family problems are interrelated, have common root causes, and if system strategies developed
in communities with high levels of community capacity are successful, we should see many of the better-than-state
trends having a common underlying pattern. Empirically uncovering the existence of such an underlying pattern is
statistically possible with principal component factor analysis.

Findings
The results of the factor analyses confirm this expectation

» A/l seven problem behavior trends load heavily with significant equivalence on one
common factor - six of the seven factor loadings are .45 or higher. See the figures in the first column of
table 6.
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»  We conducted a second factor analysis that also included the community capacity index. See the results in
the second column of table 6. This second factor analysis shows that community capacity loads very
heavily on this common factor - at a .87 level.

Table 6
Factor Analysis Results

Problem Behavior Trends
Loading Highly on
Better than State Common Underlying
Trends Factor

Alcohol & Drug 0.71 0.67
School Dropout 0.46 0.49
Abuse & Neglect 0.46 0.52
Teen Suicide 0.58 0.51
Teen Pregnancy 0.23 0.29
Teen Violence 0.64 0.59
Domestic Violence 0.45 0.39
Community Capacity 0.87

The final empirical test was to see whether community capacity is correlated with the common factor identified in
the first factor analysis, and whether there is evidence of multiplier effects in communities with high capacity.

The results of regression analyses showed that
»  The higher the community capacity the higher the values of the common trend factor.

» The relation between capacity and the common trend factor was curvilinear: the common
trend factor values geometrically increase as top quartile levels of capacity were reached.
This provides empirical support for the existence of a threshold above which capacity has multiplier effects
on root causes. See the bar chart and curvilinear/threshold type relation in Figure 2 below.

Figure 2
Common Trend Factor Value by Capacity Quartile
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Finally, we repeated the analysis of the correlation of community capacity with better-than 