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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 r