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EXECUTIVE SUMMARY  

This report summarizes the final findings of an evaluation of five community-based 

initiatives in Washington State that were intended to prevent child maltreatment and exposure to 

toxic stress, mitigate their effects, and improve a wide array of child and youth development 

outcomes. The evaluation was conducted in two phases. During the first phase (2013ï2014), the 

evaluation team assessed the contexts in which the sites were operating, the strategies the sites 

used to increase their collective community capacity to address adverse childhood experiences 

(ACEs), and the impact of their collective efforts at the county level. The findings from the first 

phase of the evaluation were presented in an interim report (Hargreaves et al. 2015). During the 

second phase of the evaluation (2015ï2016), the evaluation team assessed the extent to which 

the sites developed sufficient capacity to achieve their goals and examined the relationship of 

select sitesô efforts to ACEs-related outcomes at the subcounty level. 

A.  Significance o f adverse childhood experiences  

ACEsðcommonly defined as 10 types of child abuse and neglect and family exposure to 

toxic stress1ðare a complex population health problem with significant detrimental outcomes. 

The seminal ACE study, conducted among adult members of a health maintenance organization 

in Southern California in the late 1990s, had two major findings. First, it found that exposure to 

ACEs is related to a range of poor adult outcomes, including increased risk of alcohol and drug 

use, mental health problems, poor physical health, and risky behaviors (Felitti et al. 1998). 

Subsequent research demonstrated that toxic stress, associated with exposure to ACEs, disrupts 

neurodevelopment and leads to impaired decision making, impulse control, and resistance to 

disease; increase in adoption of risky behaviors; and early onset of disease, disability, and death 

(Figure ES.1, Center of the Developing Child at Harvard University 2016c). Second, the ACE 

study found, and a 2009 five-state study confirmed, that ACEs are very common in the general 

population, with about one in four adults reporting three or more ACEs (Centers for Disease 

Control and Prevention [CDC] 2010).2 Later research found that ACEs are even more prevalent 

among children living in nonparental care and children who had contact with child welfare 

system (Bramlett and Radel 2014; Stambaugh et al. 2013). 

Because ACEs pose a significant public health problem, national leaders in health care, 

public health, and child development have identified ACEs as ñthe single greatest unaddressed 

public health threat facing our nation todayò (Harris 2014). In response, growing numbers of 

national and state government leaders, foundations, researchers, social service agencies, and 

concerned communities are working to increase awareness and understanding of the impact of 

ACEs, and to develop effective strategies to prevent ACEs, increase resilience, alleviate trauma, 

                                                 

1 ACEs are: (1) emotional abuse, (2) physical abuse, (3) sexual abuse, (4) emotional neglect, (5) physical neglect, 

(6) mother treated violently, (7) household substance abuse, (8) household mental illness, (9) parental separation or 

divorce, and (10) incarcerated household member. See https://www.aap.org/en-

us/Documents/ttb_aces_consequences.pdf  

2 These findings are based on a large representative sample of adults in Arkansas, Louisiana, New Mexico, 

Tennessee, and Washington states using the 2009 Behavioral Risk Factor Surveillance System (BRFSS), ACE 

module data. 

https://www.aap.org/en-us/Documents/ttb_aces_consequences.pdf
https://www.aap.org/en-us/Documents/ttb_aces_consequences.pdf
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break the complex cycle of intergenerational transfer of ACEs from parents to their children, and 

support communities as they promote healthy child and adult development (Robert Wood 

Johnson Foundation 2015). These initiatives include broad dissemination of ACEs-related 

research, science-based prevention and treatment interventions, and public health initiatives 

focusing on community-based solutions (Center on the Developing Child at Harvard University 

2016b, CDC 2014, Foundation for Healthy Generations 2014). 

Figure E S.1. Adverse childhood experiences pyramid  

 

Source: Centers for Disease Control and Prevention. Available at 
https://www.cdc.gov/violenceprevention/acestudy/about.html. Accessed on June 14, 2016. 

 

 

B.  ACEs Public -Private Initiative cross -site evaluation  

In 2013, the ACEs Public-Private Initiative (APPI)ða Washington State consortium of 

public agencies, private foundations, and local cross-sector community networksðwas formed 

to study effective interventions to prevent and mitigate ACEs and facilitate statewide learning 

and dialogue on these topics. APPI sponsored a rigorous, mixed-methods evaluation of 

multifaceted community-based initiatives across the state (APPI 2013a, 2013b). Using a 

competitive process, APPI selected five community-based organizations based on their 

alignment with the goals of the APPI evaluation. All five sites agreed to participate in the 

evaluation and were compensated for some of the costs of participation in the study. The five 

sites are: the Skagit County Child and Family Consortium and the Whatcom Family & 

Community Network (in northwest Washington); the Okanogan County Community Coalition 

and the Coalition for Children and Families of North Central Washington ([NCW], in north 

Central Washington); and the Walla Walla County Community Network (in the southeast corner 

of the state, Figure ES.2).  

https://www.cdc.gov/violenceprevention/acestudy/about.html
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Figure ES .2. Map of APPI sites  

 

Source:  Mathematica Policy Research 

 

In 2013, APPI contracted with Mathematica Policy Research to conduct this evaluation. The 

evaluation addressed a central question: ñCan a multifaceted community-based empowerment 

strategy focused on preventing and mitigating ACEs succeed in producing a wide array of 

positive outcomes in a community, including reduction of child maltreatment and improvement 

of child and youth development outcomes?ò Specifically, the evaluation sought to (1) understand 

the APPI sitesô evolving goals, strategies, and theory of change; (2) examine the extent to which 

the initiatives developed effective coalitions and created collaborative cross-sector partnerships 

that introduced new programs, policies, and practices at multiple levels to support their goals; 

and (3) assess the impact of these efforts on ACEs-related outcomes. The evaluation used 

retrospective and developmental evaluation approaches, mixed qualitative and quantitative 

research methods, a focus on capacity building, and a research-based multilevel conceptual 

framework (Biglan et al. 2012; Child Welfare Information Gateway 2014; Flaspohler et al. 2008; 

Hargreaves 2010, 2014; Luthar and Cicchetti 2000; OôConnell et al. 2009).  

The evaluation was conducted in two phases. During the first phase (2013ï2014), the 

evaluation team3 assessed the contexts in which the sites were operating, the strategies the sites 

                                                 

3
 The first phase of the APPI Cross-site Evaluation was led by Mathematica and included expert consultants 

Dr. Anthony Biglan, Patricia Bowie, Dr. Pennie Foster-Fishman, and Aimee White. 
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used to increase their collective community capacity to address ACEs, and the impact of their 

collective efforts at the county level. The methods used included two rounds of site visits and 

interviews, a review of site documents, and analysis of county-level trends in 30 ACEs-related 

county-level indicators that compared the sites to the rest of Washington. The findings from the 

first phase of the evaluation were presented in the evaluationôs interim report (Hargreaves et 

al. 2015). 

This report describes the findings from the second phase of the evaluation (2015ï2016). 

During this phase, the evaluation team4 assessed the extent to which the sitesðdefined in this 

report as the coalition, consortium, or network participating in the APPI evaluation and their 

direct partnersðdeveloped sufficient capacity to achieve their goals. We also examined the 

relationship of select sitesô efforts on ACEs-related outcomes at the subcounty level. We 

designed and conducted a survey assessing the sitesô collective community capacity; reviewed 

site documents; interviewed key stakeholders; and conducted quantitative analyses of  

individual-, program-, and organization-level changes associated with 11 select activities. 

We addressed the following three research questions: 

1. What are the strengths and weaknesses in collective community capacity in the five APPI 

sites? 

2. How do select ACEs and resilience-related activities of APPI sites relate to the outcomes of 

individuals in their communities? 

3. What did we learn from the APPI evaluations? 

C. Evaluation of the collective community capacity of  the APPI sites  

Community capacity is commonly defined as ñthe interaction of human, organizational, and 

social capacity existing within a given community that can be leveraged to solve collective 

problems and improve or maintain the well-being of a given communityò (Chaskin 1999, p. 4). It 

involves ñmyriad elements, including the ability of community organizations and individuals to 

collaborate, advocate, communicate, collect, and use data to implement programs and practices 

that are effective for their communityò (GEO 2014, p 9). The APPI sites sought to develop 

community capacity in four major areas: (1) creating sustainable network infrastructures, 

(2) facilitating cross-sector partnerships targeting ACEs, (3) using evidence-based community 

problem-solving processes, and (4) implementing strategies for community-wide impact.  

This sub-study synthesized qualitative findings from the evaluationôs 2015 interim report 

with quantitative findings from the sitesô 2016 ACEs and Resilience Collective Community 

Capacity (ARC3) survey. The evaluation team designed the survey, which included modified 

items from several existing surveys and new items, in consultation with the APPI sites and 

leadership team (For more information on the development and testing of the ARC3 survey, see 

Hargreaves et al. 2016). To improve the item clarity, we pre-tested the survey in three non-APPI 

sites in Washington State and then revised the items based on their feedback. We administered 

                                                 

4
 The second phase of the evaluation was led by Mathematica and included Community Science, which led the 

survey efforts. 
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the web-based survey to the members and partners of the APPI sites5 over a five-week period in 

winter 2016. 

The ARC3 survey is designed to gather capacity data at four nested levels: (1) coalition 

capacity to develop and sustain a strong infrastructure, (2) network capacity to work collectively 

across sectors on community change, (3) capacity to plan and implement community-based 

solutions to address ACEs and resilience, and (4) community-wide capacity to empower the 

entire community to work at a scale to achieve community-wide results. At the coalition (or core 

team) level, the survey collects information about the strength and sustainability of the siteôs 

leadership, infrastructure, and communications functions. At the network level, the survey 

collects information about the sitesô ability to develop a network of community partners who 

work collectively across sectors on community change. The survey also measures the 

communityôs capacity to address ACEs through community problem solving processes that focus 

on equity and are informed by data. At the community-wide level, the survey collects 

information about site-specific strategies to empower community to work at multiple levels and 

at sufficient scale (breadth) and scope (depth) to achieve community-wide results. 

The ARC3 survey consists of four parts: (1) coalition experiences; (2) a collective 

community capacity index, which examines the community's capacity in 10 areas such as 

community partnerships, shared goals, leadership and infrastructure, data use for improvement 

and accountability, communication, community problem-solving processes, diverse engagement 

and empowerment, focus on equity, multi-level strategies, and scale of work; The collective 

community capacity index was shown to be reliable (with Cronbach alpha ranging between .76 

and .85 across the 10 areas). (3) the extent of collaboration with a number of organizations in the 

past 12 months on projects related to ACEs, resilience, and healthy child development; and 

(4) background characteristics. The overall response rate was 84.4 percent, ranging from 

74.4 percent in NCW to 90.8 percent in Walla Walla. 

The evaluation of APPI sitesô collective community capacity had three major findings:  

First, the development of APPI sites across community capacity domains varies. Sites 

received highest scores in five domains: (1) developing cross-sector community partnerships 

addressing ACEs, (2) implementing evidence-based community problem-solving processes, 

(3) developing shared goals targeting ACEs and resilience, (4) communicating effectively with 

their partners, and (5) focusing on equity. The sites have moderate capacity in (1) developing 

sustainable network infrastructures, (2) engaging and mobilizing large numbers of community 

residents, (3)  implementing trauma-informed programs, policies, and practices at multiple 

levels, and (4) increasing their capacity to use data to document and evaluate their results. The 

lowest score was obtained for sitesô capacity to work at sufficient scale to achieve 

communitywide change.  

                                                 

5
 The evaluation team received a list of members and partners for each site from the APPI site lead. To check for 

completeness, we compared the list of partners and members that we received in 2015 to the one we received two 

years earlier (during the earlier stage of the evaluation). Three of the sites had few changes; the lists for two sites 

differed substantially from the earlier ones. We verified with the sites whether these differences were due to changes 

in network structure or an error and adjusted the lists accordingly. 
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Second, the sites have similar capacity on five domains. For five domains, there are no 

statistically significant differences in average domain scores across sites. These areas are: 

(1) community partnerships, (2) shared goals, (3) focus on equity, (4) leadership and 

infrastructure, and (5) multi-level strategies. Arguably, the sites have been uniformly successful 

in developing cross-sector networks with common goals and sharing power equitably among 

partners (the first three domains). And, sites have had similar challenges developing the 

resources and infrastructure needed to implement trauma-informed programs, policies, and 

practices at multiple levels (the last two domains).  

Third , the sites have different capacity on five domains and network structure and 

characteristics. The sites are significantly different in terms of their capacity to (1) engage with 

and empower a diverse set of community partners, (2) communicate effectively with network 

members and community partners, (3) manage community problem-solving processes, (4) collect 

and use data to monitor and evaluate their work, and (5) expand the reach and scale of their 

activities. In two domainsðdata use and scale of workðOkanogan received higher capacity 

scores than the other sites. In another two domainsðeffective communications and community 

problem-solvingðOkanogan and Skagit had higher capacity. In the diverse engagement and 

empowerment domain, Okanogan and Whatcom received the two highest scores while Walla 

Walla and NCW had the two lowest scores among the five sites. For the focusing on equity, all 

sites except NCW had similar scores. In all six domains, NCW had the lowest score. The sites 

also differed in network structure and characteristics, including level of collaboration, density, 

and reciprocity. These differences in capacity and network characteristics are consistent with the 

differences described in the interim report (Hargreaves et al. 2015) and in the final reportôs site 

profiles (Appendix A). 

D. Evaluation of the select activities of the APPI sites  

The APPI evaluation also examined whether sitesô efforts to decrease ACEs, increase 

resilience, and improve well-being of children and adults in their communities led to 

corresponding improvements in measurable outcomes. In this sub-study, we evaluated 11 select 

activities of the APPI sites. The activities were selected based on four criteria: (1) sites had to 

have played a significant role in implementing (or helping to implement) an activity; (2) sites 

perceived the activity to be successful; (3) we expected to have high quality outcomes data; and 

(4) in sum, the activities represented the diversity of all of the sitesô efforts. The evaluation 

synthesized findings from qualitative data collected through stakeholder interviews and 

document reviews, and analyzed quantitative outcomes data from a variety of sources for the 

selected activities. 

The outcomes evaluation used a retrospective design and used the most rigorous methods 

possible given the available data. The latter included descriptive analysis as well as more 

rigorous quasi-experimental methods. Due to data limitations, most activities were examined 

using descriptive analysis. When possible, we used a pre-post design, a difference-in-differences 

design, or an interrupted time series (ITS) design (Shadish et al. 2002). The major threat to these 

quasi-experimental designs is a history effectða possibility that something else occurred at the 

same time as the intervention that led to the observed changes in the outcome for the intervention 

group. When feasible, we used a benchmark comparison group to examine the likelihood of 

alternative explanations. To the extent possible, we tried to match this comparison group to the 
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intervention group. For example, for school-based interventions, the comparison groups 

consisted of students in the same grade levels and school district (or state) as the intervention 

group. However, to the extent that these two groups differ, alternative explanations could be the 

true causes of the observed differences in outcomes.  

We found that 6 (of the 11) evaluated activities were associated with positive and 

statistically significant changes in targeted outcomes. The remaining five activities either had 

inconsistent findings or had limited or no outcomes data available. Table ES.1 summarizes the 

findings for each of the 11 activities. 

E.  Discussion of APPI cross -site evaluation findings and their policy 

implications  

This final report completes a retrospective evaluation of the efforts of five APPI sites. The 

sites took on the challenges of (1) reducing ACEs, (2) increasing resilience, and (3) promoting 

healthy child development in their communities. The evaluation teamôs interim report 

documented the sitesô strategies to address these three goals, and determined that the sitesô 

efforts had minimal impact at a county-wide level. In this final report, we assessed the capacity 

the sites developed to address their goals, and we looked for evidence of the impact of their 

activities. In the second stage of the evaluation, we found that three of the five sites had 

implemented activities with demonstrated results. Here, we compare the sitesô capacities to their 

results to see which factors were associated with their success. 

Full spectrum prevention. The APPI sites had broad agendas. In addition to their work 

disseminating ACEs information, all sites worked in these four areas: (1) child abuse prevention 

and family support, (2) school climate and student success, (3) risk behavior reduction and 

healthy youth development, and (4) community development. In each area, their efforts spanned 

the full spectrum of prevention: (1) general (universal or primary)6 prevention activities to 

support healthy child, youth, and community development; (2) selective targeted (secondary) 

prevention initiatives to increase resilience among at-risk children, families, and youth; and 

(3) indicated trauma-informed (tertiary) prevention programs and practices to provide 

remediation or recovery services to individuals with multiple ACEs.  

                                                 

6
 The older public health literature commonly defines primary prevention as activities intended to prevent a disease 

or condition from occurring in the first place; secondary prevention as activities intended to help with identification 

of a condition, allowing for treatment to begin, in its early stages; tertiary prevention as treatment of a condition 

once it has developed (CDC 2013). 

The more current literature defines three types of interventions: (1) universal prevention interventions that target 

general public or an entire population. These interventions generally are low cost and low risk, and effective and 

acceptable for the general population; (2) selective preventive interventions, which target individuals or subgroups 

of people who are at a significantly higher risk of developing the disorder than an average individual. These 

interventions are most appropriate when their cost is moderate and their risk of negative effects is minimal or 

nonexistent; (3) indicated prevention interventions, which are targeted to high-risk individuals who have minimal 

but detectable signs or symptoms of a disorder or biological markers indicating predisposition to a disorder but who 

do not meet diagnostic levels at the current time (National Research Council and Institute of Medicine 2009). 
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Table ES .1. Evaluation of select activities: summary of findings  

Activity name (site name) Activity type Summary of findings 

Some evidence of impact (positive, statistically significant changes) 

Nurse-Family Partnership 
(NFP) 

(Skagit) 

Targeted prevention 
strategy 

¶ This evidence-based program has been documented to (1) reduce child abuse and neglect, 
(2) reduce the likelihood of mothers giving birth to additional children while in their late teens and 
early twenties, (3) reduce prenatal smoking among mothers who smoke, and (4) improve cognitive 
and/or academic outcomes for children born to mothers with low psychological resources.  

¶ Improvements in prenatal smoking and alcohol use among mothers and birth of low birth or very 
low birth weight infants in Skagit were similar or better than in the Washington state and national 
NFP programs. 

Positive Social Norms 
Campaign (Okanogan) 

General prevention 
strategy 

¶ Decreased alcohol use among youth by 10 percentage points, with 77 percent of Omak high school 
students reporting not using alcohol before the campaign began and 87 percent of students 
reporting no alcohol use after the campaign was implemented. 

Omak Community Truancy 
Board (Okanogan) 

Trauma-informed 
practice 

¶ This is a promising intervention that is currently in its second year of implementation. In the first 
year, the truancy board helped improve attendance of 15 (out of 20) referred students. 

¶ More years of data are needed, however, to determine whether this magnitude of change is 
sustainable. 

ACEs and Resilience 
Awareness Campaign (Walla 
Walla) 

Community 
awareness 

¶ 40 percent of residents report awareness of ACEs concepts. 

¶ The Walla Walla network has the highest level of awareness and use of ACEs and resilience 
concepts among the five APPI sites. Almost all network members and partners report being largely 
or extremely familiar with ACEs and resilience concepts (97 and 90 percent, respectively).  

¶ Pre-intervention data (or data from other communities that are not raising awareness of ACEs) are 
needed to estimate the magnitude of the impact of this activity. 

¶ Also, data were not available to determine whether improved awareness of ACEs and resilience 
concept leads to corresponding changes in behavior among residents. 

Commitment to Community 
(Walla Walla) 

Trauma-informed 
practice 

¶ Residents reported positive attitudes toward their neighborhood and the Commitment to 
Community efforts after program. 

¶ However, these findings are based on relatively small samples. No pre-intervention data are 
available on the same outcomes. 
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Activity name (site name) Activity type Summary of findings 

Lincoln High School (Walla 
Walla) 

Trauma-informed 
practice 

Consistent improvement in discipline and graduation indicators over three- to five-year period, including: 

¶ The number of students referred to the office for discipline problems decreased by 23 percentage 
points from 2007 to 2010. 

¶ The number of office referrals per student decreased by 2.8 referrals between 2007 and 2010 and 
by another 0.3 referrals between 2010 and 2012. 

¶ Number of out-of-school suspension days per student decreased by 2.3 days between 2007 and 
2010 and by another .25 day between 2010 and 2012. 

¶ Emergency expulsions also decreased in both phases but by smaller amounts. 

¶ Graduation rates increased by 13 percentage points between 2008 and 2010 and by another 20 
percentage points between 2010 and 2013. 

However, due to data limitations, we cannot say how much of this improvement is attributable to the 
changes in schoolôs policies, practices, and climate and how much is due to other factors, such as 
possible changing in student population over time. Pre-intervention longitudinal data and a matched 
comparison group would improve the rigor of the analysis and allow us to be more confident in the 
magnitude of the impacts. 

No evidence of impact (mixed results or limited or no outcome data available) 

ACEs Awareness Campaign 
(NCW) 

Community 
awareness 

¶ This a low-intensity activity using traditional means of dissemination such as distribution of a 
brochure and community presentations. 

¶ NCW is planning to administer an ACEs awareness survey later in 2016; however, no outcomes 
data were available for this evaluation.  

Westside High School (NCW) Trauma-informed 
practice 

¶ This activity is in the initial stage of implementation and no outcomes data were available for this 
evaluation. 

Community Navigator 
Program (Whatcom) 

Trauma-informed 
practice 

¶ A small group of surveyed program participants expressed satisfaction with the program. Positive 
differences in outcomes related to timely family reunification were found between a small group of 
the program participants and a comparison group. These differences were not statistically 
significant.  

¶ Due to the differences in characteristics between participants and the comparison group and other 
data limitations, we were unable to rigorously evaluate this program. Appropriate data on a large 
representative group of Community Navigator families and a matched comparison group are 
needed. 

Shuksan Middle School 
(Whatcom) 

Trauma-informed 
practice 

¶ Found mixed (positive and no-change) results across a variety of related indicators, including 
disciplinary, perceptions of school climate, substance use, and Hispanic student proficiency 
outcomes. Results were inconsistent across grades. 

Prevention/Intervention 
Specialists (Skagit) 

Targeted prevention 
strategy 

¶ Need outcomes data for students who received services. County-level data that we examined lack 
sensitivity to detect any potential impacts of the program (if they exist). 

NOTE: This table reports statistically significant changes in outcomes, unless noted otherwise. 
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¶ In the area of child abuse prevention and family support, three sites (NCW, Okanogan, and 

Skagit) expanded the availability of evidence-based parenting prevention programs, 

including the NFP and the Tripe P Positive Parenting Program. Some sites also strategically 

worked with local social service agenciesðkey providers of child abuse and neglect 

servicesðto provide training about ACEs and resilience to the agenciesô staff, offer 

parenting classes to their clients, and develop new trauma-informed services (such as 

Whatcomôs Community Navigators).  

¶ In the area of school climate and student success, the sites doubled the capacity of the 

schoolsô prevention/intervention specialists to offer support and services to students at risk 

of academic failure (Skagit) and helped a local alternative high school (Walla Wallaôs 

Lincoln High School) to implement an innovative array of trauma-informed services for its 

students, most of whom had exposure to high levels of ACEs (Walla Walla).  

¶ In the area of risk behavior reduction and healthy youth development, the sites also worked 

on a spectrum of prevention activities. Several sites used federal and state prevention grants 

to address gang violence, suicide, and youth alcohol and drug use in their communities.  

¶ With varying degrees of focus and scope, all APPI sites focused on community development 

that went beyond raising general community awareness of ACEs, resilience, and toxic stress 

to address the local inequities that are known risk factors for some ACEs. 

Multiple models of success. The APPI sites that were more successful in addressing ACEs 

and toxic stress and building resilience aligned three factors: (1) collective community capacity, 

(2) community network characteristics, and (3) effective community change strategies. Together, 

these factors form a locally-based theory of change for achieving community impact. Okanogan 

and Skagitðthe two sites with the highest average scores in at least three areas (out of five areas 

with statistically significant differences) on the collective capacity indexðwere among the three 

sites with demonstrated evidence of effectiveness in the evaluationôs outcome study. However, 

their collective capacities, community change strategies, and network structures were quite 

different than the third site (Walla Walla). The first two sites focused more on evidence-based 

prevention programs (such as a community positive norms campaign and a home visiting 

program) and were supported by dense partner networks.  

In contrast, Walla Walla was successful using an entirely different approach. Walla Walla 

operated more like an entrepreneurial business than a traditional coalition, and it created a larger, 

less dense ñsmartò network structure to work with community partners on a broader range of 

community change activities, including spearheading a broad community awareness campaign 

and collaborating with local leaders on innovative pilot projects that targeted populations with 

high ACEs (such as transforming an alternative high school, organizing and improving high-risk 

neighborhoods, and creating a childrenôs resilience initiative). Through this approach, more 

network members in Walla Walla than in any other APPI site reported knowing about ACEs and 

resiliency concepts and integrating them into their work. These findings underscore the 

recognition there may not exist one ñbestò community capacity building model; effective models 

need to be tailored to local circumstances and needs.  

Sustainability challenges. Regardless of their origins, all five APPI sites have had to 

independently find the resources and support coalition infrastructure needed to sustain their 
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ACEs-informed work, evaluate their effectiveness, and mount resource-intensive systems and 

campaigns to change policy. These resources have often been scarce and at times limited the 

depth of the sitesô ACEs-related activities. Three sitesðOkanogan, Skagit, and Whatcomð

secured federal and state prevention grants that increased their operating budgets and sustained 

their coalitions or network. This has required being creative by, for example, including ACEs-

informed work into prevention action plans and explaining the relationship between multiple 

community problems and ACEs to various stakeholders. However, this strategy also obligated 

the sites to focus on prevention activities that were not always trauma-informed. Currently, the 

sustainability of all APPI sites is uncertain and depends on their ability to secure resources and 

implement a successful coalition leadership succession plan. 

Contrib utions of this study. The APPI evaluation contributed in multiple ways to growing 

both a substantive and methodological knowledge base. On the substantive side, the evaluation 

contributed to growing evidence about forces and efforts that help or hinder the development of 

collective community capacity in the APPI sites, rigorously evaluated which activities of the 

APPI sites were related to improved individual outcomes, and identified areas for improvement. 

On the methodological side, the evaluation also achieved several noteworthy successes. 

Obtaining data for secondary analysis is a critical but often challenging task for any evaluation. 

We were able to obtain a large set of relevant outcomes data from multiple stakeholders in a 

short period of time. We found relevant state and county data were readily available in 

Washington State; however, critical subcounty data were often hard to access or unavailable. The 

evaluation used a variety of quasi-experimental methodsðranging from descriptive analysis to 

comparative interrupted time-series analysisðto examine the outcomes of the selected activities. 

Finally, we designed the ARC3 survey to monitor sitesô development. While its results were 

consistent with qualitative evaluation findings, the survey needs further testing in other 

communities in Washington State and nationwide to gauge its usefulness as a general collective 

community capacity measure. 

Policy and research recommendations. We close this report with several policy and 

research implications of the evaluationôs findings. To help sustain, expand, and improve the 

communitiesô efforts to reduce ACEs, build resilience, and improve the well-being of their local 

communities, local agencies, the federal and state governments, and private foundations may do 

the following:  

1. Help coalitions like the APPI sites to shift their priorities to balance general prevention 

and ACEs-informed practices. This includes changing coalition network structures to 

allow for more local adaptation and testing of promising ACEs-informed programs and 

practices.  

2. Incorporate into state and federal grants and contracts the requirement to use ACEs-

informed policies and practices. State and federal agencies may endorse and finance the 

adoption and scale-up of effective ACEs-informed policies and practices.  

3. Provide community coalitions with resources sufficient to sustain key ñbackboneò 
operational functions. This is perhaps the most important policy implication of the APPI 

evaluation. The APPI sites struggled to find the funding to sustain their efforts, and they 

often lacked the resources to evaluate their work or to mount substantial systems and policy 
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change campaigns. Providing resources to sustain key operational functions is vital to 

sustaining the efforts of these community coalitions. 

4. Build public sector capacity to support community efforts to address the social and 

economic factors that are related to ACEs. Research has shown that neighborhood 

factors, such as high poverty rates, residential instability, and household composition, are 

related to rates of child abuse and neglect (Ernst 2000, Freisthler et al. 2007, Klein and 

Merritt 2014, Morton et al. 2014). These neighborhood characteristics can be modified, as 

shown in the Promise Neighborhoods initiative, modeled after the Harlem Children Zone 

programs (Corwin et al. 2016). Public health agencies can play an important part in 

community efforts to create healthier, more equitable communities. 

5. Support the development, testing, and dissemination of the latest research on effective 

ACEs-informed programs and practices. Access to the latest research in Washington 

State and nationwide will provide local communities with a ready menu of current ñbest 

practicesò which they can use to select and implement effective ACEs-informed strategies 

appropriate for their communities. 

6. Support the development, testing, and dissemination of effective systems and policy-

change practices addressing ACEs and their root causes. Comprehensive community 

initiatives must go beyond the development or modification of individual programs and 

service-delivery systems, to initiate system- and policy-level change that addresses the 

structural forces that contribute to and perpetuate ACEs and toxic stress.  

7. Identify and fill methodological gaps in the evaluation of community-based initiatives 

targeting ACEs, toxic stress, and resilience. More rigorous evaluations of community-

based initiative need to be conducted to fill this methodological gap.  
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I.  INTRODUCTION  

This report summarizes the final findings of an evaluation of five community-based 

initiatives in Washington State that were intended to prevent child maltreatment and exposure to 

toxic stress, mitigate their effects, and improve a wide array of child and youth development 

outcomes. The evaluation was conducted in two phases. During the first phase (2013ï2014), the 

evaluation team assessed the contexts in which the sites were operating, the strategies the sites 

used to increase their collective community capacity to address adverse childhood experiences 

(ACEs), and the impact of their collective efforts at the county level. The findings from the first 

phase of the evaluation were presented in the evaluationôs interim report (Hargreaves et al. 

2015). During the second phase of the evaluation (2015ï2016), the evaluation team assessed the 

extent to which the sites developed sufficient capacity to achieve their goals and examined the 

relationship of select sitesô efforts on ACEs-related outcomes at the subcounty level. 

The rest of this chapter describes the motivation and goals of this study and summarizes the 

findings from the earlier stage of the evaluation. In Chapter II we describe the methodology and 

findings from the evaluation of the community capacity of the participating sites sub-study. In 

Chapter III , we describe the methodology and findings from the evaluation of the selected 

activities sub-study. The last chapter summarizes the findings and provides some policy 

recommendations for how federal and state governments and agencies and private foundations 

can support community-based efforts to prevent ACEs and build resilience in their community. 

A. Significance of adverse c hildhood experiences  

Adverse childhood experiences (ACEs) are a complex population health problem with 

significant detrimental outcomes. ACEs are commonly defined as 10 types of child abuse, 

neglect, and family exposure to toxic stress.7 The seminal ACE study, conducted among adult 

members of a health maintenance organization in Southern California in the late 1990s, found 

that exposure to ACEs is related to poorer adult physical and mental health outcomes. In 

particular, people who had experienced 4 or more ACEs (compared to people who experienced 

zero ACEs) had 4 to 12 times increased risk of alcoholism, drug abuse, depression, and suicide 

attempt; 2 to 4 times increased risk of smoking, heart disease, chronic lung disease, poor self-

rated health, having 50 or more sexual intercourse partners, and sexually transmitted disease; and 

a 1.4 to 1.6 times increased risk in physical inactivity and severe obesity later in life (Felitti et al. 

1998). Subsequent research has confirmed and extended the original ACE Study (Center of the 

Developing Child at Harvard University 2016c). It demonstrated that toxic stress associated with 

exposure to ACEs disrupts neurodevelopment and leads to impaired decision making impulse 

control, and resistance to disease; increase in adoption of risky behaviors; and early onset of 

disease, disability, and death (Figure I.1). 

                                                 

7 ACEs are: (1) emotional abuse, (2) physical abuse, (3) sexual abuse, (4) emotional neglect, (5) physical neglect, 

(6) mother treated violently, (7) household substance abuse, (8) household mental illness, (9) parental separation or 

divorce, and (10) incarcerated household member. See https://www.aap.org/en-

us/Documents/ttb_aces_consequences.pdf  

https://www.aap.org/en-us/Documents/ttb_aces_consequences.pdf
https://www.aap.org/en-us/Documents/ttb_aces_consequences.pdf
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ACEs are common in the United States. A 2009 five-state study found that three in five 

respondents (59 percent) had at least one ACE and one in four (24 percent) had three or more 

ACEs (Centers for Disease Control and Prevention [CDC] 2010).8 Children living in nonparental 

care (compared to children living with two biological parents) were 2.7 times more likely to have 

one or more ACEs and 15.5 times more likely to have three or more ACEs (Bramlett and 

Radel 2014). ACEs are even more common among children who had contact with the child 

welfare system. The National Survey of Child and Adolescent Well-being, conducted in late 

2000s, revealed that a majority (51 percent) of children with child welfare contact reported 4 or 

more ACEs (Stambaugh et al. 2013).  

Figure I.1.  Adverse c hildhood experiences pyramid  

 

Source: Centers for Disease Control and Prevention. Available at 
https://www.cdc.gov/violenceprevention/acestudy/about.html. Accessed on June 14, 2016. 

 

Because ACEs pose a significant public health problem, national leaders in health care, 

public health, and child development have identified ACEs as ñthe single greatest unaddressed 

public health threat facing our nation todayò (Harris 2014). In response, growing numbers of 

national and state government leaders, foundations, researchers, social service agencies, and 

concerned communities is working to increase awareness and understanding of the impact of 

ACEs, and to develop effective strategies to prevent ACEs, increase resilience; alleviate trauma; 

break the complex cycle of intergenerational transfer of ACEs from parents to their children; and 

support communities as they promote healthy child and adult development (Robert Wood 

Johnson Foundation 2015). The initiatives include broad dissemination of ACEs-related 

                                                 

8 These findings are based on a large representative sample of adults in Arkansas, Louisiana, New Mexico, 

Tennessee, and Washington states using the 2009 Behavioral Risk Factor Surveillance System (BRFSS), ACE 

module data. 

https://www.cdc.gov/violenceprevention/acestudy/about.html
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research, science-based prevention and treatment interventions, and public health initiatives 

focusing on community-based solutions (CDC 2014, Foundation for Healthy Generations 2014). 

B. ACEs Public -Private Initiative c ross -site evaluation  

In 2013, the ACEs Public-Private Initiative (APPI)ða Washington State consortium of 

public agencies, private foundations, and local cross-sector community networksðwas formed 

to study effective interventions to prevent and mitigate ACEs and facilitate statewide learning 

and dialogue on these topics. APPI sponsored a rigorous, mixed-methods evaluation of 

multifaceted community-based initiatives across the state (APPI 2013a, 2013b). Using a 

competitive process, APPI selected five community-based organizations based on their 

alignment with the goals of the APPI evaluation. All five sites agreed to participate in the 

evaluation and were compensated for some of the costs of participation in the study. The five 

sites are: the Skagit County Child and Family Consortium (Skagit) and the Whatcom Family & 

Community Network (Whatcom), both in northwest Washington; the Okanogan County 

Community Coalition (Okanogan) and the Coalition for Children and Families of North Central 

Washington (NCW), both in north Central Washington; and the Walla Walla County Community 

Network (Walla Walla) in the southeast corner of the state (Figure I.2).  

In 2013, APPI contracted with Mathematica Policy Research to conduct a rigorous, mixed-

methods evaluation of these five community-based initiatives. The evaluation addressed a central 

question: ñCan a multifaceted community-based empowerment strategy focused on preventing 

and mitigating ACEs succeed in producing a wide array of positive outcomes in a community, 

including reduction of child maltreatment and improvement of child and youth development 

outcomes?ò Specifically, the evaluation sought to (1) understand the APPI sitesô evolving goals, 

strategies, and theory of change; (2) examine the extent to which the initiatives developed 

effective coalitions and created collaborative cross-sector partnerships that introduced new 

programs, policies, and practices at multiple levels to support their goals; and (3) assess the 

impact of these efforts on ACEs-related outcomes. The evaluation was designed to use 

retrospective and developmental evaluation approaches, mixed qualitative and quantitative 

research methods, a focus on capacity building, and a research-based multilevel conceptual 

framework (Biglan et al. 2012; Child Welfare Information Gateway 2014; Flaspohler et al. 2008; 

Hargreaves 2010, 2014; Luthar and Cicchetti 2000; OôConnell et al. 2009).  

The evaluation, led by Mathematica, was conducted in two phases. During the first 

phase (2013ï2014), the evaluation team, which included Mathematica and expert consultants, 

Dr. Anthony Biglan, Patricia Bowie, Dr. Pennie Foster-Fishman, and Aimee White, assessed the 

contexts in which the sites were operating, the strategies the sites used to increase their collective 

community capacity to address ACEs, and the impact of their collective efforts at the county 

level. The methods used included two rounds of site visits and interviews, a review of site 

documents, and analysis of county-level trends in 30 ACEs-related county-level indicators that 

compared the sites to the rest of Washington State. The findings from the first phase of the 

evaluation were presented in the evaluationôs interim report (Hargreaves et al. 2015).  
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Figure I.2. Map of APPI s ites  

 

Source:  Mathematica Policy Research 

 

During the second phase of the evaluation (2015ï2016), the evaluation team, which 

included Mathematica and Community Science, assessed the extent to which the sitesðdefined 

in this report as the coalition, consortium, or network participating in the APPI evaluation and 

their direct partnersðdeveloped sufficient capacity to achieve their goals. We also examined the 

relationship of select sitesô efforts on ACEs-related outcomes at the subcounty level. Community 

Science led the first sub-study, which included designing and conducting a web-based survey 

assessing the sitesô collective community capacity. Mathematica led the second sub-study, which 

included a review of site documents; interviews with key stakeholders; and quantitative analyses 

of individual-, program-, and organization-level changes associated with 11 select activities. 

C. Summary of interim f indings from APPI c ross -s ite evaluation  

Before describing the second phase of the evaluation, we will briefly summarize the findings 

from the first stage of the evaluation along three dimensions: site contexts, county trends on 

ACEs-related risk and protective factors, and collective capacity development (for more detailed 

information on these findings, see Hargreaves et al. 2015). 

Family Policy Council history. In 1992, the state of Washington enacted legislation 

creating an interagency Family Policy Council (FPC) to carry out ñprinciple-centered systemic 

reforms to improve outcomes for children, youth, and families.ò Additional legislation in 1994 

authorized the FPC to create local networks to address a set of complex issues targeted by the 
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state: child abuse and neglect, domestic violence, youth violence, youth substance abuse, 

dropping out of school, teen pregnancy, youth suicide, and out-of-home placements of children 

in the child welfare system. The FPC networks were developed as quasi-governmental public-

private collaboratives that worked to address these issues at a community level. 

When it became aware of the ACE study in late 1990s, FPC began to educate local leaders 

about the consequences of exposure to toxic stress during childôs development, the underlying 

causes of problem behaviors, and health problems that contribute to intergenerational patterns of 

problems occurring in communities. In 2002, FPC initiated a series of statewide network training 

sessions on the impact of early trauma and toxic stress on brain development in children. The 

trainings emphasized the roles that nurturing environments, protective factors, and resilience can 

play in preventing or mitigating the effects of childhood trauma (Biglan et al. 2012; Cohen et 

al. 2010; OôConnell et al. 2009, Brownlee at al. 2013). The FPC encouraged local community 

networks to attend the trainings, disseminate ACEs and resilience information in their 

communities, and develop communitywide responses to the problem using a public health 

approach that included assessing community strengths and challenges, researching effective 

strategies, and building on local assets to develop and implement solutions to local concerns. 

After the FPC was defunded in 2011 and the networks lost their FPC funding in 2012, less than 

half (18 out of 42) of the networks were able to continue their work supported by grants from 

state and local agencies and private foundations. Four APPI sites (NCW, Skagit, Walla Walla, 

and Whatcom) share history as FPC community networks. 

Site context. The APPI sites are located outside Seattle in rural counties with small core 

cities bounded by significant geographic features (such as mountains and Pacific Ocean). This 

rural isolated nature of the sites influenced their design and operation; it also contributed to a 

sense of agency and self-reliance, creating a favorable climate for collaboration within the sites. 

The large geographic area and low population density of the counties led two sites to concentrate 

their activities in the core towns of their regions; the other three sites targeted their efforts in 

select areas, such as at-risk neighborhoods or one or two schools, in their counties. Local 

economic realities affected the sitesô access to local funding and local policy advocacy efforts. 

For example, the stateôs economic downturn in 2009 affected all sites; it created a sense of 

urgency to help affected families, but also resulted in funding cuts for some services.  

County trends on ACEs-related risk and protective factors. The APPI initiatives have 

been trying to shift conditions in communities, which also have been changing in ways unrelated 

to the efforts of the initiatives. To understand the changes in these communities, the evaluation 

analyzed state and county trends in 30 indicators of ACEs-related risk and protective factors over 

a 10-year period (2002 to 2012). For many indicators, county trends were not statistically 

different from statewide trends, but there were some exceptions:  

¶ Chelan and Douglas counties (NCW) and Walla Walla County had lower prevalence of 

ACEs among adults (ages 18ï54) than the rest of Washington State9 (Figure I.3). 

                                                 

9
 The rest of the Washington State excluded the five APPI sites (Chelan/Douglas, Okanogan, Skagit, Walla Walla, 

and Whatcom Counties) as well as King County, which is the most populous county in the state and contains the 

stateôs largest city, Seattle. King County was excluded because of its differences with the five APPI sites, in terms of 

urbanicity, demographic characteristics, and availability of resources, among others. 
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¶ Walla Walla County showed a greater decrease in the population rate of alleged victims of 

child abuse and neglect in accepted referrals than did the rest of the state. This brought 

Walla Wallaôs rate in line with the rest of the state by the late 2000s.10  

¶ NCW, Okanogan, Skagit, and Whatcom counties experienced a slower increase in the rate 

of hospitalizations due to injury among womenða potential indicator of domestic 

violenceðthan the rest of the state.  

¶ Okanogan Countyôs trends in rates of (a) school suspensions and expulsions and (b) youth 

arrests for violent crimes also showed greater reductions than did the state trends.  

Figure I.3. Prevalence of adverse c hildhood experiences in the f ive 

APPI sites and Washington State comparison g roup  among adults 

(Ages 18 ð54), 2009 ð2010  

 

Source:  Mathematica analysis of Washington State Department of Health, Center for Health Statistics, Behavioral 
Risk Factor Surveillance System (BRFSS), supported in part by Centers for Disease Control and 
Prevention, Cooperative Agreement U58 DP001996-1 through 2 (2009ï2010). 

Note:  This figure reports the percentage of adults who reported experiencing adverse childhood experiences 
(ACEs). The standard errors range from 1.0 to 7.5 for the APPI sitesô estimates and from 0.4 to 0.8 for 
Washington State comparison group. To improve the precision of the estimates, all statistics are based on 
a combined sample from the 2009 and 2010 BRFSS surveys. 

 a Washington State comparison group excludes the five APPI sites (Chelan/Douglas, Okanogan, Skagit, 
Walla Walla, and Whatcom counties) as well as King County, which is the most populous county in the 
state and contains the stateôs largest city, Seattle. 

                                                 

10
 The rate of alleged victims of child abuse and neglect in accepted referrals includes children (age birthï17) 

identified as alleged victims in reports to Child Protective Services that were accepted for further action. Children 

are counted more than once if they are reported as alleged victims more than once during the year. A ñreferralò is a 

report of suspected child abuse. 
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Collective capacity development. Although the APPI sites vary in the details of their 

operations, their strategies for building community capacity have been similar in several ways: 

¶ All sites are using strong, research-based community mobilization and public health 

prevention frameworks to structure their collaborative efforts as networks, coalitions, and a 

consortium.  

¶ They are engaging a broad spectrum of individual and organizational partners to solve 

complex community problems at multiple (individual, organization, system, community, and 

policy) levels.  

¶ They have integrated ACEs prevention and resilience-building principles into their goals and 

strategies.  

¶ They are actively engaging community members through ACEs and resilience trainings, 

public forums, community task forces, focus groups, and other facilitated conversations.  

¶ They are using population data from many sources and are collecting new ACEs and 

resilience-related data to identify community problems, develop multifaceted responses, and 

track their progress.  

The sites have also been filling critical roles in their communities as neutral conveners of 

diverse stakeholders and as facilitators of complex community problem-solving processes. Yet in 

some ways, their independent status has created a potential liability for the networks. After the 

loss of FPC funding, the APPI sites have continued operating by leveraging the organizational 

assets, time, support, and resources of their community partners. However, their staffs are small, 

many of the site budgets are small, and their grant-based funding is time-limited, challenging 

their ability to sustain their work at sufficient scale to achieve community-wide impact 

(Table I.1). For more information about each site, see site profiles in Appendix A. 

Table I.1. APPI site characteristics  

APPI site Year started 2014 budget 2014 FTEs 2014 Leadership 

Coalition for Children and Families of North 
Central Washington 

2006   $29,000 0.25 Renee Hunter 

Okanogan County Community Coalition 1999 $335,698 2.5 Andi Ervin 

Skagit County Child and Family Consortium 2001   $61,200 0.7 Lyndie Case 

Walla Walla County Community Network 1994   $93,000 1.5 Theresa Barila 

Whatcom Family & Community Network 1990 $302,000 2.8 Geof Morgan 

Source: Hargreaves et al. 2015. Table IV.1, p. 26. 

Note: FTE=full time equivalents. 

 

D. Research questions  

This report synthesizes findings from the earlier stage of the evaluation together with the 

findings from the second stage evaluations of community capacity and select activities of the 

APPI sites. In particular, we address the following three research questions: 
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1. What are the strengths and weaknesses in collective community capacity in the five APPI 

sites? 

2. How do select ACEs and resilience-related activities of APPI sites relate to the outcomes of 

individuals in their communities? 

3. What did we learn from the APPI evaluations?
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II.  COMMUNITY CAPACITY O F THE APPI SITES  

Community capacity is commonly defined as ñthe interaction of human, organizational, and 

social capacity existing within a given community that can be leveraged to solve collective 

problems and improve or maintain the well-being of a given communityò (Chaskin 1999, p. 4). It 

involves ñmyriad elements, including the ability of community organizations and individuals to 

collaborate, advocate, communicate, collect, and use data to implement programs and practices 

that are effective for their communityò (GEO 2014, p 9).  

This substudy integrates qualitative findings from the evaluationôs 2015 interim report 

(Hargreaves et al. 2015) with quantitative findings from the sitesô 2016 ACEs and Resilience 

Collective Community Capacity (ARC3) Survey. The evaluation team designed this survey to 

accomplish three goals: (1) describe the characteristics of the individuals and organizations 

working with APPI sites to reduce ACEs, increase resilience, and promote healthy child 

development; (2) document the sitesô efforts to reduce ACEs, increase resilience, and promote 

healthy child development; and (3) gather data on the collective community capacity of the sites 

to reduce ACEs, increase resilience, and promote healthy child development.  

The rest of this chapter describes the methodology and findings for this substudy. Section A 

describes the survey design and administration. The rest of the chapter summarizes findings by 

the four capacity areas: sustainable network infrastructure, cross-sector partnerships, community 

problem solving, and strategies for community-wide impact. Each section describes the capacity 

in each area and reports on the findings from the ARC3 survey and qualitative data collected over 

the course of the study. The ARC3 survey instrument is shown in Appendix B, more details about 

survey design and sites-specific results are described in Appendix C. Details about the surveyôs 

conceptual framework, research base, and psychometric properties (such as validity, reliability, 

and generalizability) are presented in Hargreaves et al. (2016). 

A.  Analytic m ethods: ACEs and Resilience Collective Community Capacity 

survey  

The ARC3 survey is designed to gather data at four nested levels of capacity:  

1. Coalition capacity. At the coalition (or core team) level, the survey collects information 

about the strength and sustainability of the siteôs leadership, infrastructure, and 

communications functions;  

2. Network capacity. At the network level, the survey collects information about the siteôs 

ability to develop a network of community partners who can work collectively across sectors 

on community change; 

3. Community-based solutions. At this level, the survey measures the communityôs capacity 

to address ACEs through community problem solving processes that focus on equity and are 

informed by data; and  

4. Community-wide impact. At the level of community-wide impact, the survey collects 

information about site-specific strategies to empower the community to work at multiple 

levels at sufficient scale (breadth) and scope (depth) to achieve community-wide results.  
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The ARC3 survey consists of four parts: (1) coalition experiences; (2) a collective 

community capacity index, which examines the community's capacity in 10 areas such as 

community partnerships, shared goals, leadership and infrastructure, data use for improvement 

and accountability, communication, community problem-solving processes, diverse engagement 

and empowerment, focus on equity, multi-level strategies, and scale of work; (3) the extent of 

collaboration with a number of organizations in the past 12 months on projects related to ACEs, 

resilience, and healthy child development; and (4) background characteristics of the respondents 

or their organizations. Table II.1 shows the alignment between the four levels of capacity and the 

measurement domains of the ARC3 survey. 

Table II.1. 2016 ARC 3 survey c apacity levels and m easurement 

domains  

Capacity Levels Domains 

Coalition capacity 
Leadership and infrastructure 
Communications 

Network capacity 

Goal-directed networks 
Community cross-sector partnerships 
Shared goals 

Community-based solutions 

Community problem-solving processes 
Focus on equity 
Data use for improvement and accountability 

Community-wide impacts 

Multi-level strategies 
Diverse engagement and empowerment 
Scale of work 

Source: Hargreaves et al. 2016, Table 1. 

Note: Ten of the domains are measured using the Collective Community Capacity Index, part 2 of the ACEs and 
Resilience Collective Community Capacity (ARC3) survey. Goal-directed networksðthe remaining 
domainðis measured using the Extent of Collaboration questions located in the part 3 of the ARC3 survey. 

 

The evaluation team designed the survey, which included modified items from several 

existing surveys and new items, in consultation with the APPI sites and leadership team. To 

improve the item clarity, we pre-tested the survey in three non-APPI sites in Washington State 

and then revised the items based on their feedback. We administered the web-based survey to the 

members and partners of the APPI sites over a five-week period in winter 2016. The collective 

community capacity index was shown to be reliable (with Cronbach alpha ranging between .76 

and .85 across the 10 areas). The overall response rate was 84.4 percent, ranging from 

74.4 percent in NCW to 90.8 percent in Walla Walla. 

We analyzed the items using simple descriptive statistics, reporting percentages or mean 

subscale scores. We used responses in Part III to conduct social network analyses, which 

described the structure of each network. 

B.  Susta inable network i nfrastructure  

Building a sustainable network infrastructure for community change requires the ongoing 

development of a strong network of collaborators. This requires several kinds of operational 
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capacity, including (1) network leadership, (2) work group structures to organize network 

activities, (3) staffing and other ongoing supports to support network efforts, and 

(4) opportunities to train network members to carry out the work.  Sustainable infrastructure is 

considered fundamental to transformative community change; ñthe expectation that collaboration 

can occur without a supporting infrastructure is one of the most common reasons why it failsò 

(Kania and Kramer 2011, p. 40).  

Shared history as Family Policy Council networks. Four APPI sitesðNCW, Skagit, 

Walla Walla, and Whatcomðshare history as FPC networks. Most of them, however, did not 

create entirely new network structures when they were selected as local FPC networks. NCW 

and Skagit modified an existing community group or coalition to become formally recognized as 

an FPC network. Whatcom used an existing community organization to create a local FPC 

network and then eventually merged the two organizations. Only Walla Walla created an entirely 

new community-based network (the Walla Walla County Community Network) with FPC 

funding. Okanogan was formed (and remained throughout its history) as a community 

mobilization coalition. 

The organizational structures and goals of the APPI sites reflected their origins. The Skagit 

and NCW sites started as social service collaboratives that focused on improving the 

coordination of their continuum of local services. Supported by Community Mobilization and 

Drug-Free Communities grants, the Okanogan Coalition focused on healthy youth development 

and preventing alcohol and drug use. The Whatcom network originated in 1994 with a general 

community-building approach, convening local efforts to address a broad range of public health 

issues, such as youth suicide, youth substance abuse, youth violence, school dropout prevention, 

teenage pregnancy, and child abuse. After it received its first state prevention grant in 2006, the 

site focused more on substance abuse prevention. Less influenced by non-FPC agendas than 

other sites, the Walla Walla network has focused primarily on addressing ACEs and building 

resilience, especially since the creation of its Childrenôs Resilience Initiative (CRI) in 2010.  

With some local variations, the APPI sites share a common organizational structure. Each 

APPI site typically has a board of 20ï30 members, divided among fiduciary members (public 

sector organizations, nonprofit agencies, and local foundations) and non-fiduciary members 

(community residents). The sites have used these structures to serve as neutral conveners of 

diverse stakeholders and as facilitators of complex community problem-solving processes. 

However, their independent status has been a liability, especially for those that lost FPC funding 

in 2012. The APPI sites have managed to continue operating by leveraging the organizational 

assets, time, support, and resources of their community partners. However, their staffs are small, 

several sitesô budgets are small, and most of their funding is time-limited (Table I.1). These 

factors put their sustainability at risk. 

Leadership and infrastructure capacity. The ARC3 survey used four indicators to 

measure infrastructure capacity: (1) ñwe have organized a strong network of formal institutions 

and informal connections to carry out this work,ò (2) ñwe have enough resources (such as 

funding and volunteers) to carry out this work,ò (3) ñcoalition leaders have the authority and 

community standing to bring people and organizations together to carry out this work,ò and 

(4) ñenough training and assistance is available locally for the community to gain the knowledge 

and skills needed to carry out this work.ò  
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Across the sites, the average score for the leadership and infrastructure domain was 2.44 on 

a scale from 0 to 4.11 The sites did not differ on their leadership and infrastructure capacity 

(p = .11; Figure II.1). The ñcoalition leadersò item was rated, on average, highest (2.89); the 

ñenough resourcesò item received the lowest average rating (1.76).  

Figure  II .1 . Leaders hip and infrastructure capacity  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the leadership and infrastructure capacity domain, which 
consists of 4 items: (1) ñwe have organized a strong network of formal institutions and informal connections 
to carry out this work,ò (2) ñwe have enough resources (such as funding and volunteers) to carry out this 
work,ò (3) ñcoalition leaders have the authority and community standing to bring people and organizations 
together to carry out this work,ò and (4) ñenough training and assistance is available locally for the 
community to gain the knowledge and skills needed to carry out this work.ò All items are measured on a 0 
to 4 scale: 0 = ñnot at allò, 1 = ña littleò, 2 =òsomewhatò, 3 = ña great dealò, and 4 = ñcompletelyò.  

 Based on a one-way analysis of variance, the sites were not statistically significantly different in their 
capacity in this domain (F = 1.91, p =.11). 

 

Communications capacity. ñBecause collaboration is a communicative enterprise, 

coalitions must have a well-developed communication system that promotes information sharing 

and problem discussion and resolutionò (Foster-Fishman et al. 2001, p. 255). Effective 

communication also include public communications and messaging through community 

outreach, social marketing, and media.  

To assess network and community-wide communications, the ARC3 index identified four 

capacity measures: (1) ñcoalition members and community partners communicate openly with 

each other about this area of work,ò (2) ñI am informed as often as I need to be about what is 

                                                 

11
 All items were measured on a scale from 0 to 4: 0 = ñnot at allò, 1 = ña little, 2 =òsomewhatò, 3 = ña great dealò, 

and 4 = ñcompletelyò. 
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going on with the coalition,ò (3) ñcommunity leaders use effective measures to raise local 

awareness and build political will in this area of work,ò and (4) ñcommunity agencies, local 

residents, and political leaders are recognized in public events and local media for their 

contributions to this area of work.ò  

Across the sites, the average score for the communications domain was 2.70 on a 0 to 4 

scale (Figure II.2). However, the sites were significantly different in their communications 

capacity (p < .001), with Okanogan and Skagit having highest average scores (2.99 and 2.97, 

respectively) and NCW having the lowest average score (2.28). Average ratings were higher for 

the ñcommunicate openlyò (3.13) and ñinformed as often as I need to beò (3.00) items than for 

the ñraise local awarenessò (2.46) and ñpublic recognitionò (2.26) items. Among the sites, Skagit 

received the highest rating (3.42), for the item ñI am informed as often as I need to be.ò 

Figure II .2.  Communication c apacity  

  

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the communication capacity domain, which consists of 4 
items: (1) ñcoalition members and community partners communicate openly with each other about this area 
of work,ò (2) ñI am informed as often as I need to be about what is going on with the coalition,ò (3) 
ñcommunity leaders use effective measures to raise local awareness and build political will in this area of 
work,ò and (4) ñcommunity agencies, local residents, and political leaders are recognized in public events 
and local media for their contributions to this area of work.ò All items are measured on a 0 to 4 scale: 0 = 
ñnot at allò, 1 = ña littleò, 2 = òsomewhatò, 3 = ña great dealò, and 4 = ñcompletelyò.  

 Based on a one-way analysis of variance, the sites were statistically significantly different in their capacity 
in this domain (F = 4.86, p < .001). 

 

C. Cross -sector partnerships targeting ACEs  

The credibility and power of the APPI sites to leverage communitywide change depends, in 

part, on their cross-sector collaborative capacity (Norris 2013, p 6). Collaborative capacity 

involves the ability to: (1) make decisions and take action with other organizations within and 

across sectors; (2) strengthen or develop new partnerships to advocate for and influence the 
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authorization, funding, and implementation of new policies, practices, and programs; and 

(3) create more effective service delivery systems through the integration and coordination of 

local service networks (GEO 2014). ñSuch community initiatives build trust and reciprocity 

between leaders and organizations working across lines. They present a powerful force capable 

of delivering the political will to set good priorities; mobilize assets, change policies and 

practices; and make investments that are critical for population healthò (Norris 2013, p 7). 

In this section, we assess the capacity of the APPI sites to develop collaborative, cross-

sector partnerships by reviewing (1) the sector affiliations of their network members, (2) the 

level of collaboration among members, and (3) the network structure of the networksô 

collaborative relationships. Finally, we assess the ACEs goals shared by the sitesô network 

members, as well as membersô understanding and integration of ACEs and resilience concepts 

into their work.  

Sector representation. During their tenure as FPC sites, the five APPI sites developed 

extensive cross-sector networks. The networks include representatives from seven sectors: 

(1) education (early childhood and parenting education, primary education, and secondary 

education subsectors), (2) adult training (post-secondary education and workforce development 

subsectors), (3) justice (law enforcement, courts and legal services, and juvenile justice 

subsectors), (4) health and wellness (health care, public health, mental and behavioral health, and 

healthy youth development subsectors), (5) family assistance (assistance with food, housing and 

emergencies, and social services, including child protection subsectors), (6) the community 

sector (community development, private philanthropy, and public policy, including tribal and 

local government subsectors), and (7) other sectors, which included primarily local businesses, 

business associations, and faith-based organizations.  

Although the sites experienced some turnover among individual network members, their 

networks consistently included partners from almost all sectors; the most common exception was 

adult training.12 Overall, the APPI sites worked most frequently with organizations in the 

education (28.8 percent), health and wellness (20.1 percent), family assistance (13.6 percent), 

and community (12.2 percent) sectors (Figure II.3). 

  

                                                 

12
 The Skagit and NCW sites reported the greatest change in individual membership between 2014 (the interim 

report) and 2016 (the ARC3 survey). 
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Figure II.3 . Overall d istribution of partner organizations across  sector s 

in the APPI sites  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the percentage of networksô partner organizations by their primary sector of work, across 
the five APPI sites (N = 184 organizations). 

 

However, depending on their interests, the networks differed in their distribution of 

subsector partners.  

¶ Reflecting a long-term interest in child abuse prevention, the NCW site had higher than 

average representation from local early childhood/parenting education (12.1 percent) and 

social service/child protection (12.1 percent) subsectors.  

¶ Reflecting its focus on alcohol and drug abuse prevention, the Okanogan site had higher 

than average representation from the local courts (11.1 percent), local government/public 

policy (11.1 percent), and law enforcement (7.4 percent) subsectors.  

¶ Reflecting local child protective service reforms and receipt of a federal Safe 

Schools/Healthy Students grant, the Skagit site had higher than average representation 

among its social service/child protection (13.9 percent), elementary/secondary education 

(22.9 percent), healthy youth development (8.6 percent), and mental health (5.7 percent) 

subsectors.  

¶ The Walla Walla site had higher than average representation in multiple sectors and 

subsectors, including ñotherò (16.3 percent), early childhood/parenting education 

(11.6 percent), post-secondary education (9.3 percent), healthy youth development 

(9.3 percent), philanthropy (4.7 percent), and local government (4.7 percent). This reflects 

the siteôs extensive involvement in partnerships with local businesses, trainings in local 

parenting classes, work with local university students and faculty, creation of local youth 

mentoring services and a youth community center, grants from local foundations, and local 

government advocacy. 
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¶ The Whatcom site had higher than average representation among its elementary/secondary 

education (26.1 percent), community development (10.9 percent), health care (10.9 percent), 

youth development (8.7 percent), and public health (6.5 percent) subsectors. These 

partnerships reflect the siteôs close collaboration with local schools, its community 

development origins, grant-funded youth development projects, and analysis of population 

health data with local health leaders.  

Network structure. To examine the level of interaction and collaboration among the sitesô 

network partners, the ARC3 survey asked respondents to rate their level of interaction with each 

of the other network partners, on a five-point scale.13 Based on those responses, the evaluation 

conducted social network analyses (SNA) to assess the structures of the relationships among the 

partners that reported having ñquite a bitò or ña great dealò of interaction with each other. These 

SNA analyses assessed the average level, centralization, density, reciprocity, and transitivity14 of 

partnersô interactions15 (Table II .2). 

The SNA findings showed that the network structures of the sitesô collaborative partners 

varied geographically. The SNA statistics for the centralization, density, and transitivity of the 

NCW and Okanogan networks reflected the small, close-knit nature of their rural communities. 

The NCW and Okanogan networks were relatively small (with 17 nodes), with higher than 

average levels of interaction (2.72 and 2.67, respectively, compared to the average all-site 

interaction rating of 2.44 on a five-point scale). The relationships in NCW and Okanogan 

networks were less centralized than in other APPI sites (with 0.46 and 0.42 scores, compared to 

the overall average score of 0.50). Their networks were also more densely connected, with more 

reciprocal relationships, and more small-group (transitive) connections than the other sites. 

Skagit and Whatcomðthe two coastal APPI sitesðwere somewhat similar in their network 

structures. These networks had about the same number of relationships (24 and 23 nodes, 

respectively), and the same average centralization scores (both were 0.49). However, Skagit had 

more dense connections, but less reciprocal relationships than reported for Whatcom.  

                                                 

13
 Respondents were asked about ñthe extent to which you have worked with the organization in the past 12 months 

on projects related to ACEs, resilience, or healthy development.ò The response options were: 1 = ñnot at allò, 2 = "a 

littleò, 3 = ñsomewhatò, 4 = ñquite a bitò, and 5 = ña great dealò. 

14
 ñTransitivityò refers to the prevalence of three-way interactions between partners. In other words, if partner A and 

B both work with partner C, how likely they are to work with each other. 

15
 Centralization scores approaching 0 percent indicate more equality in the network partners. Centralization scores 

approaching 100 percent indicate more hierarchy and less variation in the number of relationships between 

individuals; relationships tend to be focused on a few team members, rather than distributed across all members. 

Higher density scores reflect more collaboration. Teams with scores closer to one had most members with 

collaborative relationships. Teams with reciprocity scores closer to 0 had few reciprocal ties (and so either had 

dissimilar views of their interaction or the interaction was one sided). Teams with reciprocity scores closer to 1 had 

more reciprocal ties (suggesting more similar views of their collaboration or balanced relationships). Higher levels 

of transitivity indicate greater levels of trust and shared norms and values in a network, and so reflect more balanced 

relationships and potential subgroups within the network. 
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Table  II .2 . Network structure of the APPI sites  

Site name 

Interaction 

scale Nodes Edges Centralization Density Reciprocity Transitivity 

Overall 2.44 NA NA .50 .37 .42 .58 

   NCW 2.72 17 122 .46 .45 .51 .61 

   Okanogan 2.67 17 123 .42 .45 .43 .64 

   Skagit 2.44 24 213 .49 .39 .39 .62 

   Walla Walla 2.29 34 283 .66 .25 .33 .52 

   Whatcom 2.06 23 152 .49 .30 .43 .50 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: The statistics presented in this table are based on the social network analysis of item 50: ñTo what extent 
have you worked with the following organizations during the past 12 months on one or more projects 
related to ACEs, resilience, and healthy child development?ò Organization A was determined to have a 
relationship with organization B within the network if at least one respondent from organization A marked ña 
great dealò or ñquite a bitò when answering about organization B. 

 NA=not applicable 

 

In contrast, Walla Wallaôs network structure was different. Walla Wallaôs network structure 

was the largest (34 nodes), more diverse, most centralized (0.66), and least dense (0.25) of the 

APPI sites. It also had the lowest reciprocity score (0.33), and one of the lowest levels of 

collaboration (2.29) reported among the sites. Compared to other sites, such as Okanogan, the 

Walla Walla network structure was larger, more centralized, but with connections that were less 

dense or reciprocal (Figure II.4). This network structure reflected the siteôs more entrepreneurial 

approach to coalition building, in which the director reached out to a larger, more diverse 

network of local leaders to collaborate on a wide of projects, including a broad community 

awareness campaign, community organizing in targeted neighborhoods, and embedding trauma-

informed practices in an alternative high school. 
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Figure II.4. Okanogan and Walla Walla network structures  

 
 

Okanogan (left) Walla Walla (right)  

Sector of the partner organization: 
 Child/parenting education  Family assistance 
 Adult training  Community sector 
 Justice  Other sector 
 Health and wellness  Coalition/focal organization 

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the visualization of the Okanogan (left) and Walla Walla (right) member and partner 
organization networks created using social network analysis. The figures include only organizations that 
responded to the network-related items in the survey. The size of each node is based on the number of 
organizations that reported working with the focal organization quite a bit or a great deal within the past 12 
months. The nodes are colored by sector as described in the legend above. 

 

Community partnership capacity. The ARC3 survey assessed several additional elements 

of cross-sector collaborative capacity. The survey used four indicators to measure the quality of 

the sitesô community partnerships: (1) ñwe have many strategic partnerships that work across 

sectors (such as education, health, juvenile justice, and social services);ò (2) ñpeople have a deep 

trust in each other to work together when it counts;ò (3) ñpeople believe that, together, they can 

make a difference;ò and (4) ñas partners, we hold each other accountable for results.ò  

Across the sites, the overall average score for the community partnerships domain was 2.80 

on a scale from 0 to 4 (Figure II .5). The average scores for this domain were not statistically 

different across sites (p = .85). The ñpeople can make a difference togetherò item was rated 

highest, on average, (3.13), while the ñpeople hold each other accountable for resultsò item 

received the lowest average rating (2.45) across the sites.   
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Figure  II .5 . Community p artner ship c apacity  

  

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the community partnership capacity domain, which consists of 
4 items: (1) ñwe have many strategic partnerships that work across sectors (such as education, health, 
juvenile justice, and social services),ò (2) ñpeople have a deep trust in each other to work together when it 
counts,ò (3) ñpeople believe that, together, they can make a difference,ò and (4) ñas partners, we hold each 
other accountable for results.ò All items are measured on a 0 to 4 scale: 0 = ñnot at allò, 1 = ña littleò, 2 
=òsomewhatò, 3 = ña great dealò, and 4 = ñcompletelyò.  

 Based on a one-way analysis of variance, the sites were not statistically significantly different in their 
capacity in this domain (F = .34, p = .85) 

 

Shared goals capacity. Many community collaboration frameworks ñrequire all participants 

to have a shared vision for changeò (Kania and Kramer 2011, p. 39). To underscore the 

importance of sharing a common agenda, the ARC3 survey identified three capacity measures for 

the shared goals domain: (1) ñcoalition members and community partners share an ongoing 

commitment to this area of work,ò (2) ñcommunity residents support local efforts in this area of 

workò, and (3) ñlocal political leaders share an ongoing commitment to this area of workò. 

Across the five APPI sites, the average score for the shared goal domain was 2.79 on a scale 

from 0 to 4. The scores were not statistically different on this domain across sites (p = .20; 

Figure II .6). The item ñcoalition members and community partners share an ongoing 

commitment to this area of workò was rated highest in the shared goal domain with an average 

rating of 3.38. The item with the lowest average rating in the shared goal domain was ñlocal 

political leaders share an ongoing commitment to this area of workò (2.30).  
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Figure  II .6 . Shared goal c apacity  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the shared goal capacity domain, which consists of 3 items: 
(1) ñcoalition members and community partners share an ongoing commitment to this area of work,ò 
(2) ñcommunity residents support local efforts in this area of workò, and (3) ñlocal political leaders share an 
ongoing commitment to this area of workò. All items are measured on a 0 to 4 scale: 0 = ñnot at allò, 1 = ña 
littleò, 2 =òsomewhatò, 3 = ña great dealò, and 4 = ñcompletelyò.  

 Based on a one-way analysis of variance, the sites were not statistically significantly different in their 
capacity in this domain (F = 1.51, p = .20). 

 

To measure network membersô familiarity with ACEs and resiliency concepts, the ARC3 

survey asked respondents about their familiarity with these concepts. Most survey respondents 

(85 percent) reported being ñvery or extremely familiarò with ACEs concepts; almost as many 

(81 percent) were ñvery or extremely familiarò with resilience concepts (Figure II.7). 

Across the sites, Walla Wallaôs network members were most familiar with these concepts; 

all most all (96.9 percent) were ñvery or extremely familiarò with ACEs concepts and 9 out of 10 

(90.8 percent) reported being ñvery or extremely familiarò with the concept of resilience 

(Figure II .7). In contrast, less than three out of four Okanogan network members (72.7 percent) 

reported being ñvery or extremely familiarò with the concept of ACEs; and three-fourths 

(75.8 percent) of the siteôs network members reported or being ñvery or extremely familiarò with 

the concept of resiliency.  

Although many FPC network members reported being familiar with ACEs concepts, a 

smaller percentage reported that they were actually integrating the concepts into their own work 

and the work of their organizations. Among the Walla Walla networkôs members, one in 10 

(10.8 percent) reported that they had integrated ACEs concepts ñnot atò or had only ñintegrated 

them a littleò into their work.  In Okanogan, 3 in 10 APPI network members (30.3 percent) 

reported not having started integrating ACEs concepts into their work (Figure II .8). 
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Figure  II .7 . Familiarity with ACE s c oncepts  across APPI sites  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the percentage of respondents in each site and overall who replied that they were ñvery 
or extremely familiar,ò ñsomewhat familiar,ò or ñnot at all or a little familiarò with adverse childhood 
experiences (ACEs) concepts.  

 

Figure  II .8 . Integration of ACEs c on cepts  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the percentage of respondents in each site and overall who replied that their organization 
(or they, if not affiliated with an organization) integrated adverse childhood experiences (ACEs) concepts 
into their work ña great deal or quite a bit,ò ñsomewhat,ò or ña little or not at all.ò 
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D. Evidence -based community problem solving  

Successful community change efforts that target ACEs are able to use the best evidence 

available to (1) conduct community problem solving processes that document the local 

prevalence of ACEs and identify their root causes (their social, economic, structural, and cultural 

determinants), (2) develop and implement a community-wide plan to address childhood 

adversity, and (3) and monitor and improve their efforts. ñCoalitions can play a critical role in 

identifying community needs, designing innovative solutions, and mobilizing community 

support for those effortsò (Foster-Fishman et al. 2001, p. 256). 

Community problem-solving capacity. All five APPI sites adopted evidence-based 

community mobilization and public health prevention frameworks to organize their efforts. 

These models included the Communities that Care (CTC) and the Strategic Prevention 

Framework (SPF).  

¶ The NCW, Okanogan, and Skagit sites adopted the CTC model, a community change 

process designed to help communities plan, implement, and evaluate proven prevention 

strategies to promote healthy youth development and reduce problem behaviors (Quinby et 

al. 2008, Shapiro et al. 2013, CTC 2015). CTC outlines a five-step process: (1) activate a 

small group that organizes a formal board, (2) conduct a formal community profile, (3) to 

identify local risks and strengths, (4) create a community action plan, and (5) implement and 

evaluate the plan.  

¶ All five sites incorporated some elements from the SPF, developed by the Substance Abuse 

and Mental Health Services Administration (SAMHSA). This framework also has five steps: 

(1) assess needs, (2) build capacity, (3) plan, (4) implement, and (5) evaluate. These steps 

are guided by two principles of sustainability and cultural competence (SAMHSA 2014a).  

¶ The Walla Walla site used a more eclectic approach, taking elements from the CTC models 

as well as principles from other research on systems change, asset-based community 

capacity development, and community organizing (Flaspohler et al. 2008). 

The ARC3 survey utilized three items to measure community problem solving capacity. The 

items are: (1) ñthe coalition uses community problem-solving approaches (such as community 

mobilization and the strategic prevention) in this area of workò, (2) ñthe coalition and 

community partners review the best research available to inform community plansò, and (3) ñthe 

coalition has developed a clearly defined action plan that addresses community needs in this area 

of work.ò  

Across the sites, the average overall score for the community problem-solving process 

domain was 2.95 on 0 to 4 scale (see Figure II .9). There were statistically significant differences 

between the site-specific scores in this domain (p < .001), with Okanogan and Skagit having the 

highest scores (3.33 and 3.18, respectively) and NCW receiving the lowest score (2.48). The 

average scores for the domainôs individual items were similar (around 3.0).  
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Figure  II .9 . Community p roble m -solving c apacity  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the community problem-solving capacity domain, which 
consists of 3 items: (1) ñthe coalition uses community problem-solving approaches (such as community 
mobilization and the strategic prevention) in this area of workò, (2) ñthe coalition and community partners 
review the best research available to inform community plansò, and (3) ñthe coalition has developed a 
clearly defined action plan that addresses community needs in this area of work.ò All items are measured 
on a 0 to 4 scale: 0 = ñnot at allò, 1 = ña littleò, 2 =òsomewhatò, 3 = ña great dealò, and 4 = ñcompletelyò.  

 Based on a one-way analysis of variance, the sites were statistically significantly different in their capacity 
in this domain (F = 7.70, p < .001). 

 

Focus on equity. Researchers report that, ñincreasingly, coalitions are applying óroot causeô 

analyses to understand their community issuesò (Wolff 2016, p. 4). Some community change 

efforts that target ACEs are specifically promoting the use of a ñhealth equity lensò to create 

community conditions that support optimal physical, mental, and emotional health. A notable 

example is the Culture of Health initiative, developed by the Robert Wood Johnson Foundation 

(RWJF 2014). 

To track ACEs as a health equity issue, the evaluation team included four items in the ARC3 

survey. The items are (1) ñthe coalition is dominated by one organization or sector (such as 

education, health, or social services,ò (2) ñcoalition members work closely with community 

partners, local residents, and political leaders to address the social, cultural, and economic causes 

of adverse childhood experiences,ò (3) ñamong coalition members and partners, power is shared 

in the communityôs best interests,ò and (4) ñthe coalition effectively resolves conflicts and 

balances power among its members and community partners.ò16 

                                                 

16
 The first itemðcoalition is dominated by one organization or sector (such as education, health, or social 

servicesðwas reverse coded to ensure that higher scores for all items in this domain represent more positive 
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Across the APPI sites, the average score for the focus on equity domain was 2.97 on a 0 to 4 

scale. The sites did not have statistically significantly different scores in this domain (p = .11, 

Figure II.10). The item ñthe coalition effectively resolves conflicts and balances power among its 

members and community partnersò received a wide range of site-specific scores.  

Figure  II .10 . Focu s on e quity  c apacity  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the focus on equity capacity domain, which consists of 4 
items: (1) ñcoalition is dominated by one organization or sector (such as education, health, or social 
servicesò, (2) ñcoalition members work closely with community partners, local residents, and political 
leaders to address the social, cultural, and economic causes of adverse childhood experiences,ò 
(3) ñamong coalition members and partners, power is shared in the communityôs best interests,ò and 
(4) ñthe coalition effectively resolves conflicts and balances power among its members and community 
partners.ò All items are measured on a 0 to 4 scale: 0 = ñnot at allò, 1 = ña littleò, 2 =òsomewhatò, 3 = ña great 
dealò, and 4 = ñcompletelyò. The first item was reverse coded to ensure that for all items higher scores for 
all items on this domain represent more positive outcomes. 

 Based on a one-way analysis of variance, the sites were statistically significantly different in their capacity 
in this domain (F = 1.90, p = = .11). 

 

Use of data for improvement and accountability. Research has shown that coalitions 

benefit from using data to monitor and improve their efforts. ñCoalitions that have a continuous 

learning orientation, consistently seeking and responding to feedback and evaluation data, 

adapting to shifting contextual conditions, discussing problems and potential solutions, and 

seeking external information and expertise are more successful in their endeavorsò (Foster-

Fishman et al. 2001, p. 255). ñTransforming current practices requires a willingness to create 

new theories of change based on both scientific knowledge and practical knowledge in the field, 

taking risks driven by rigorous measurement of what works (and doesnôt) for whom, in order to 

understand why. It also requires a continuous cycle of learning and improvingò (Center on the 

                                                 

outcomes, a coalition that is more diverse and shares power among all stakeholders in the best interests of the 

community.  
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Developing Child at Harvard University 2016a, p. 16). Due to the rapid development in this 

field, it is especially important to implement the continuous cycle of monitoring, testing, and 

evaluation of new and improved strategies targeting ACEs. 

The APPI evaluation assessed the APPI sitesô capacity to use data in three areas: monitoring 

community health trends, collecting and using ACEs-related data, and evaluating and improving 

the effectiveness of their community change efforts.  

¶ Community trends. The APPI sites made extensive use of community trend data for 

coalition planning. The Walla Walla and NCW sites published ACEs-related community 

trends reports. The Okanogan site developed a collective database of local court, law 

enforcement, and liquor board trends in drug and alcohol-related activity. The Whatcom and 

Skagit sites routinely reviewed trend data from their local health departments. 

¶ ACEs data. In 2009, Washington was one of the first five states to add an ACEs module of 

questions to the stateôs Behavior Risk Factor Surveillance System (BRFSS) surveys. Since 

then, several APPI sites have supported the collection of additional ACEs-related survey 

data to fill local information gaps and needs. 

¶ Evaluation of network efforts. The FPC did not require its networks to collect 

implementation and outcome data in a standardized format that would facilitate cross-site 

analysis (Blodgett 2013). As a result, no APPI site developed the internal capacity to 

monitor and improve its efforts. Consequently, the sites lack some of the data needed to 

document the impact of their activities. 

To monitor capacity in this area, the ARC3 survey identified four capacity measures for the 

data use domain. The measures are (1) ñwe have access to the data sources and systems needed 

to track our progress and identify successes and failures,ò (2) ñthe coalition has enough staff 

capacity and expertise to analyze and use data for decision-making,ò (3) ñthe coalition uses data 

to identify local disparities for community planning in this area of work,ò and (4) ñthe coalition 

uses a range of evaluation methods to conduct rapid tests of promising programs and practices in 

this area of work.ò  

Across the APPI sites, the overall average score for the data use domain was 2.43 on a 0 to 4 

scale (Figure II .11). This average score masks the wide variation in site-specific scores. The 

Okanogan site received the highest domain score of 2.99; the NCW site received the lowest 

domain score of 1.82. On average, the sites were rated highest (2.74) on their capacity to ñuse 

data to identify local disparities for community planning in this area of work.ò They were rated 

lowest (2.27), on average, for their ñstaff capacity and expertise to analyze and use data.ò 

E.  Strategies for community -wide impact  

In 2002, the FPC charged its local networks with the task of tackling the complex problem 

of childhood adversity. Aware of the complexity of the problem, the FPC encouraged local 

networks to educate their communities about ACEs and develop their own community-based 

solutions. This section reviews (1) the strategies the sites used to find community-based 

solutions, (2) the processes the sites used to engage their communities in finding solutions, and 

(3) the scale at which the sites worked to achieve community-wide change.  
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Figure  II .11 . Data use c apacity  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the data use capacity domain, which consists of 4 items: (1) 
ñwe have access to the data sources and systems needed to track our progress and identify successes and 
failuresò, (2) ñthe coalition has enough staff capacity and expertise to analyze and use data for decision-
makingò, (3) ñthe coalition uses data to identify local disparities for community planning in this area of workò, 
and (4) ñthe coalition uses a range of evaluation methods to conduct rapid tests of promising programs and 
practices in this area of workò.  All items are measured on a 0 to 4 scale: 0 = ñnot at allò, 1 = ña little, 2 
=òsomewhatò, 3 = ña great dealò, and 4 = ñcompletelyò. 

 Based on a one-way analysis of variance, the sites were statistically significantly different in their capacity 
in this domain (F = 8.39, p < .001). 

 

Multilevel strategies. In 2009, the FPC developed a Community Capacity Development 

(CCD) framework, which guided local networks to target change at two (individual and 

community) levels. Since then, community change initiatives have started using social-ecological 

frameworks that target change at five (individual, program, organization, system, and policy) 

levels (Center on the Developing Child at Harvard University 2016a, p. 4). ñIn recent years, led 

by the CDC, these [public health] coalitions have moved in the direction of policy and systems 

change as their most powerful and desired outcome. Addressing policy change and systems 

change has become the gold standard of outcomesò (Wolff 2016, p. 4). ACEs researchers and 

neuroscientists support the use of systems-change strategies to address ACEs. ñA rapidly 

growing knowledge base from the biological and behavioral sciences, combined with practical, 

on-the-ground knowledge from working with adults and families, points to more effective 

solutions both in the systems that provide pathways out of poverty and in helping individuals 

develop more effective skills for coping with adversityò (Center on the Developing Child at 

Harvard University 2016a, p. 16). 

The ARC3 survey asked respondents the extent to which their coalition had influenced their 

ACEs activities at five different levels: improving individual staff knowledge of ACEs, 

integrating ACEs into organizational practices, collaborating with organizations in other sectors, 
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facilitating community awareness of ACEs, and improving ACEs policy advocacy efforts. The 

items that received the highest average ratings focused on ACEs awareness: the ñstaff 

knowledgeò item (3.12) and the ñcommunity awarenessò item (3.12). The items addressing 

ACEs activities at the organizational, systems, and policy levels received lower influence ratings 

(2.43, 3.03, and 2.72, respectively). 

To track the sitesô multi-level strategies, the ARC3 survey index identified capacity 

measures at five (individual, organization, system, and policy) ecological levels. The capacity 

measures are (1) ñchildren and families get the help they need to develop safe, stable, and caring 

relationships and improve self-regulation and other aspects of healthy developmentò, 

(2) ñorganizations change their programs and practices to help families more effectively in this 

area of workò, (3) ñservice providers combine their efforts to provide more seamless support for 

children and families in this area of workò, (4) ñcoalition members and community partners use 

positive reinforcement and other strategies to change community norms in this area of workò, 

and (5)ò coalition members mobilize allies to advocate for policy change (through legislation, 

administrative rules, and funding) in this area of work.  

Across the APPI sites, the overall average score for the multiple strategies domain was 2.41 

on a scale from 0 to 4 (see Figure II .12). While the five sites were not significantly different from 

each other on the average scale scores (p = .09), Okanogan, Skagit, and Whatcom received 

relatively high ratings for the item, ñcoalition members and community partners use positive 

reinforcement and other strategies to change community norms in this area of work éò Their 

scores were 2.97. 2.97, and 2.91, respectively.  The domain item with the lowest average rating 

(2.22) was the item, ñchildren and families get the help they need to develop safe, stable, and 

caring relationships and improve self-regulation and other aspects of healthy development.ò  

Diverse engagement and empowerment. The APPI sites viewed community engagement 

as an essential strategy in the prevention and mitigation of ACEs. Researchers agree that broad-

based community engagement creates many benefits. First, ñpeople are not treated as mere 

consumers of services but are rather engaged as producers of health, serving as leaders for a 

healthier culture and healthier environmentò (Norris 2013, p. 8). Second, ñengaging those most 

affected by an issue results in creating solutions that are appropriate and compatible with the 

population being servedò (Wolff 2016, p. 2). However, they caution, ñcommunity coalitions need 

to engage both the most powerful and least powerful people in a community, finding ways for 

them to work together and address the communityôs priorities for action and the impediments to 

change in institutions and organizations serving the communityò (Wolff 2016, p. 3).  

To assess community mobilization, the index identified three capacity measures for the 

diverse engagement and empowerment domain. The measures are: (1) ñcommunity residents are 

actively engaged as leaders in this area of workò, (2) ñwe make youth leadership opportunities 

available in this area of workò, and (3) ñcoalition members work closely with powerful allies 

(such as school districts and local legislators) in this area of work.ò  
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Figure  II .12 . Multi -level strategies capacity  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the multi-level strategies capacity domain, which consists of 5 
items: (1) ñchildren and families get the help they need to develop safe, stable, and caring relationships and 
improve self-regulation and other aspects of healthy developmentò, (2) ñorganizations change their 
programs and practices to help families more effectively in this area of workò, (3) ñservice providers 
combine their efforts to provide more seamless support for children and families in this area of workò, (4) 
ñcoalition members and community partners use positive reinforcement and other strategies to change 
community norms in this area of workò, and (5)ò coalition members mobilize allies to advocate for policy 
change (through legislation, administrative rules, and funding) in this area of work.  All items are measured 
on a 0 to 4 scale: 0 = ñnot at allò, 1 = ña little, 2 =òsomewhatò, 3 = ña great dealò, and 4 = ñcompletelyò. 

 Based on a one-way analysis of variance, the sites were not statistically significantly different in their 
capacity in this domain (F = 2.07, p = .09). 

 

Across the APPI sites, the average overall score for the diverse engagement and 

empowerment domain was 2.47 on a 0 to 4 scale (Figure II .13). The sites were significantly 

different in this capacity (p < .001), with Okanogan and Whatcom obtaining the highest average 

scores (2.8 and 2.74, respectively) in this domain. The item with the highest average rating (2.97) 

in this domain was ñcoalition members work closely with powerful allies (such as school 

districts and local legislators) in this area of work. The item with the lowest average rating in this 

domain (2.17) was ñcommunity residents are actively engaged as leaders in this area of work.ò 

This low rating is reflected in the findings from the ARC3 surveyôs sector analysis. Only 

8.7 percent of the surveyôs respondents identified themselves as community members, not 

affiliated with any organization. 

Scale of work. The final capacity reviewed in this chapter is perhaps the most important for 

accomplishing community-wide change. Even effective strategies cannot have a community-

wide impact unless they are implemented at sufficient scale to reach their target population. 

Moreover, efforts that cannot be sustained over time are unlikely to have a lasting impact. 

Researchers concur: ñdelivering positive impact at scale over time requires the community will 
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and accountability to act with a ñdose-sufficientò approach of reach (population), intensity 

(strength), and duration (time)ò (Norris 2013, p. 8). 

Figure  II .13 . Diverse engagement and empowerment c apacity  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the diverse engagement and empowerment capacity domain, 
which consists of 3 items: (1)ò community residents are actively engaged as leaders in this area of workò, 
(2) ñwe make youth leadership opportunities available in this area of workò, and (3) ñcoalition members work 
closely with powerful allies (such as school districts and local legislators) in this area of work.ò All items are 
measured on a 0 to 4 scale: 0 = ñnot at allò, 1 = ña little, 2 =òsomewhatò, 3 = ña great dealò, and 4 = 
ñcompletelyò. 

 Based on a one-way analysis of variance, the sites were statistically significantly different in their capacity 
in this domain (F = 7.42, p < .001). 

 

 

To assess the capacity for community-wide impact, the ARC3 survey identified two capacity 

measures for the scale of work domain. These measures focus on working at sufficient scale to 

achieve community outcomes, in part through the institutionalization and expansion of 

successful local programs and practices. The measures are (1) ñlocal efforts are able to sustain 

and expand successful programs and practices in this area of workò, and (2) ñlocal efforts are 

working at sufficient scale to improve community-wide trends in child development and family 

well-being.ò  

The overall average rating for the scale of work domain (2.22) was the lowest of all ten 

community capacity domains (Figure II .14). The sites were statistically significantly different on 

this domain (p = .03) with Okanogan receiving the highest average score (2.58). Of the two 

questions in the domain, the item, ñlocal efforts are working at sufficient scale to improve 

community-wide trends in child development and family well-beingò received the lowest 

average score of 2.19 on a 0 to 4 scale. This finding reflects the challenges that sites have 

experienced obtaining sufficient resources to carry out and sustain their ACEs-related work. One 

solution for the sites to build community capacity in this area is to improve their ability to 

advocate for the resources needed to scale up trauma-informed programs, policies, and practices. 
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Figure  II .14 . Scale  of work c apacity  

 

Source: Community Science analysis of 2016 ARC3 survey data. 

Note: This figure shows the average site scores for the scale of work domain, which consists of 2 items: (1) ñlocal 
efforts are able to sustain and expand successful programs and practices in this area of workò, and (2) 
ñlocal efforts are working at sufficient scale to improve community-wide trends in child development and 
family well-being.ò All items are measured on a 0 to 4 scale: 0 = ñnot at allò, 1 = ña little, 2 =òsomewhatò, 3 = 
ña great dealò, and 4 = ñcompletelyò. 

 Based on a one-way analysis of variance, the sites were statistically significantly different in their capacity 
in this domain (F = 2.79, p = .03). 

 

F.  Conclusions: l inking c apacity to c ommunity c hange  

In this chapter, we analyzed interview and survey data to assess the collective community 

capacity that the APPI sites have developed in ten domains. This chapter identified four major 

findings.  

First, the development of APPI sites across community capacity domains varies. Sites 

received highest scores in five domains: (1) developing cross-sector community partnerships 

addressing ACEs, (2) implementing evidence-based community problem-solving processes, 

(3) developing shared goals targeting ACEs and resilience, (4)  communicating effectively with 

their partners, and (5) focusing on equity. The sites have moderate capacity in (1) developing 

sustainable network infrastructures, (2) engaging and mobilizing large numbers of community 

residents, (3) implementing trauma-informed programs, policies, and practices at multiple levels, 

and (4) increasing their capacity to use data to document and evaluate their results. The lowest 

score was obtained for sitesô capacity to work at sufficient scale to achieve communitywide 

change.  

Second, the sites have similar capacity on five domains. The site are no statistically 

significant differences in five domains: (1) community partnerships, (2) shared goals, (3) focus 

on equity, (4) leadership and infrastructure, and (5) multi-level strategies. Arguably, the sites 

have been uniformly successful in developing cross-sector networks with common goals and 
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sharing power equitably among partners (the first three domains). And, sites have faced similar 

challenges developing the resources and infrastructure needed to implement trauma-informed 

programs, policies, and practices at multiple levels (the last two domains).  

Third, the sites had different capacity on five domains and network structure and 

characteristics. The sites are significantly different in terms of their capacity to (1) engage with 

and empower a diverse set of community partners, (2) communicate effectively with network 

members and community partners, (3) manage community problem-solving processes, (4) collect 

and use data to monitor and evaluate their work, and (5) expand the reach and scale of their 

activities. In two domainsðdata use and scale of workðOkanogan received higher capacity 

scores than the other sites. In another two domainsðeffective communications and community 

problem-solvingðOkanogan and Skagit had higher capacity. In the diverse engagement and 

empowerment domain, Okanogan and Whatcom received the two highest scores while Walla 

Walla and NCW had the two lowest scores among the five sites. In all five domains, NCW had 

the lowest score. The sites also differed in network size, structure, and membership diversity, as 

well as other social network characteristics, including level of collaboration, density, and 

reciprocity. These differences in capacity and network characteristics are consistent with the 

differences described in the APPI evaluationôs interim report (Hargreaves et al. 2015) and in the 

final reportôs site profiles (Appendix A of this report). 
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III . EVALUATION OF SELECT  ACTIVITIES  

One of the goals of the APPI evaluation was to examine whether sitesô efforts to decrease 

ACEs, increase resilience, and improve well-being of children and adults in their communities 

have led to corresponding improvements in measurable outcomes. In the earlier part of the 

evaluation, we assessed the feasibility of detecting impacts of the sitesô ACEs-related efforts at 

the county level. We found that the sites strategically targeted their activities to specific 

geographic locations (for example, a school or a few smaller neighborhoods within a county) or 

populations (for example, at-risk youth). Therefore, it was not surprising to find that the 

available county-level data were not sufficiently sensitive to detect shifts in outcomes due to 

sitesô efforts (Hargreaves et al. 2015).  

In this stage we narrowed our focus to evaluating eleven activities. The evaluation 

synthesizes findings from qualitative data collected through stakeholder interviews and 

document reviews, as well as analysis of quantitative outcomes data for the selected activities. In 

Section A, we describe the evaluation methods, including the criteria for selecting the 11 

activities and the analytic designs used to examine the outcomes of the selected activities. The 

rest of the chapter summarizes the findings for each of the eleven activities and is organized into 

four sections by the focus of the activity workðcommunity development, risk reduction and 

healthy youth development, child abuse prevention and family support, and school climate and 

student success. 

A.  Evaluation methods  

In consultation with the sites, we selected the 11 activities based on four criteria: 

1. Degree of involvement. To be able to take credit for the success (or failure) of the activity, 

the sites had to play a significant role in implementing (or helping to implement) an activity. 

For example, the sites had to have led, helped coordinate, or offered a substantial amount of 

support to its partners in implementing the activity. 

2. Believed to be successful by the sites. As innovators, the APPI sites tried many different 

activities to address the needs of their communities. However, few of these activities were 

rigorously evaluated in the past. We focused on the ones that were believed to be successful 

to see whether we can validate sitesô perceptions of effectiveness by examining changes in 

related outcomes with rigorous evaluation methods. 

3. Availability of data . We had to have high quality data for the right outcomes, time period, 

and target population and similar data for a potential comparison group (if feasible). Thus, 

we selected activities where the sites had (or were expected to easily obtain) appropriate 

data. 

4. Represent diversity of sitesô efforts. Although the selected activities clearly could not be 

thought of as representative of all of the sitesô effortsðfor example, only potentially 

successful activities with good data were selectedðwe selected activities that show the 

diversity of sitesô efforts. We selected two to three activities per site and two to three 

activities from each domain in which sites worked (namely, community development, risk 
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reduction and healthy youth development, child abuse prevention and family support, and 

school climate and student success). 

We evaluated 11 activities across the five APPI sites. The evaluation was based on data 

which were publicly available (from state agencies or school districts) or were obtained by the 

APPI sites. We used a variety of data including implementation data, data from summative 

reports, administrative data, and data from existing surveys. All measures reflected aggregate 

outcomes (average outcomes for all program participants or percentage of students reporting 

using alcohol). Table III.1 provides a summary of data indicators and sources by activity. 

The evaluation was based on a retrospective design and used the most rigorous methods 

possible with the available data. When all available data were collected after the activity was 

implemented, we used cross-sectional descriptive methods. Descriptive outcomes include 

providing average survey responses for a subset of program participants and presenting the 

number of community members reached by various efforts. Due to data limitations, most 

activities were examined using descriptive analysis.  

When possible, we used more rigorous methods, such as a pre-post design, difference-in-

differences design, or an interrupted time series (ITS) design (Shadish et al. 2002). These designs 

compare changes in outcomes over time.  

Pre-post design. Pre-post design is used when data are available for the same outcome both 

before and after implementation of an activity. In the most basic form, the pre-post design 

requires only two data points: one ñpreò measure (measured before the intervention began) and 

one ñpostò measure (measured at some point after the activity was implemented). The design 

then examines whether the difference in outcome before and after an implementation is 

statistically significant. When two or three points are available, this design allows us to examine 

whether the difference in the average pre-implementation and average post-implementation 

outcome is significant. The latter design produces more accurate statistical tests by incorporating 

the information on how much the outcome of interest varies over time before and after the 

intervention (for example, from cohort to cohort).  

The pre-post design presents advantages but also significant limitations. The main benefits 

of this approach are its minimal data requirements and its straightforward, simple interpretation. 

The cost of this accessibility is that the design is not very rigorous. In particular, the pre-post 

design cannot distinguish the effect of the activity from anything else that occurred during the 

same time period (that is, the history effect). A pre-post design, for example, might detect that 

fewer youths are drinking alcohol after the intervention as compared to prior to the intervention. 

However, it will not tell us whether the improvement was due to the intervention itself or 

because the alcohol use declined for other reasons. 

Difference-in-differences design. One way to increase the rigor of a pre-post design is to 

add a comparison group. This approach, called a difference-in-differences design or a pre-post 

design with a comparison group, allows us to compare the change experienced in the treatment 

group to the changes experienced elsewhere during the same time period. We use this approach 

to evaluate three activities: MOOV Positive Social Norms Campaign (Okanogan), 
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Prevention/Intervention Specialist program (Skagit), and Shuksan Middle School efforts 

(Whatcom). 

This approach assumes that the change experienced in the comparison group is an accurate 

representation of what would have happened in the treatment group if it had not received any 

type of intervention. We cannot directly test this assumption, but some types of comparison 

groups are more likely to meet this assumption than others. For example, for a school-level 

intervention, another school in the same district that has similar student demographics may be a 

strong comparison group. Unfortunately, identifying a strong comparison group was not feasible 

for any of the activities examined in the APPI evaluation due to data limitations. Instead we used 

a ñbenchmarkò comparison group. For example, in some analyses we compared changes in 

outcomes of an intervention school to changes in district or statewide averages. This allowed us 

to compare the changes in the intervention school to the changes experienced by other schools 

during the same time period. It is always possible, however, that the comparison and treatment 

schools differed on important dimensions, and that is what led to the differences in their 

outcomes. 

Interrupted time -series design. An ITS approach augments a pre-post design by 

incorporating additional years of data. When there are sufficient data points available, an ITS 

model allows one to (a) examine and control for the trend in the outcome before the intervention 

was implemented and (b) examine whether implementation of the intervention coincided with a 

change in the level and/or the slope (i.e., trajectory) of the outcome. That is, we can determine 

not just if the average outcome improved, but whether outcomes continued to improve with time.  

The ITS design work best when (1) the outcome is observed frequently over a long time 

period before and after the intervention, (2) before the intervention the outcome is either constant 

or follows an obvious trajectory (for example, a linear trajectory), and (3) the intervention 

produces an impact soon after its implementation or the lag between implementation and the 

potential effect could be easily predicted based on prior knowledge or substantive theory. Due to 

data limitations, only two activitiesðWhatcomôs Shuksan Middle School and Okanoganôs 

Positive Social Norms Campaignðmet the minimum requirements to use an ITS design in this 

evaluation. 

Although ITS design is one of the most rigorous single-group quasi-experimental designs, it 

still cannot completely rule out alternative explanations for the observed change in level and 

slope of the outcome. The major threat to the interrupted-time series design is a history effectða 

possibility that something else occurred at the same time as the intervention that led to the 

observed changes in the outcome for the intervention group. 

Benchmark comparison group. To examine the likelihood of alternative explanations, we 

included comparison groups for both pre-post and ITS analyses, whenever possible.17 To the 

extent possible, we tried to match this comparison group to the intervention group. For example, 

                                                 

17
 As mentioned earlier, a pre-post design with a comparison group is often referred to as difference-in-differences 

design as it compares the difference between pre- and post-intervention outcomes in the intervention group to the 

pre-post difference in a comparison group during the same time period. 
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for school-based interventions, the comparison groups consisted of students in the same grade 

levels and school district (or state) as the intervention group. However, the interventions were 

usually implemented in only one unit (for example, neighborhood, school, or school district) and 

all of our analyses were based on aggregated data. As a result, we were unable to closely match 

intervention and comparison groups at the level of individuals. To the extent that these two 

groups differ, alternative explanations could be the true causes of the observed differences in 

outcomes. 

Multiple comparisons. The activities that we evaluated were often complexðthere were 

multiple goals, many different components, and the activities targeted a variety of outcomes 

across a range of age groups. To reflect this multidimensional approach, we examined the 

changes across several related outcomes, often for multiple groups and using different data 

sources (when feasible). For example, when evaluating interventions that target substance use 

among youth, we examined use of alcohol, marijuana, and other drugs among students in several 

grades as well as studentsô perceptions of norms, school climate, and safety. Considering the 

number of statistical tests that we conducted for each activity, we were likely to detect some 

significant differences purely by chance. To avoid reporting spurious findings, we tried to 

corroborate our findings by examining whether the findings were consistent across relevant age 

groups, data sources, and related outcomes as well as what we learned about these activities 

through interviews and document reviews.  

Table III.1 provides a summary of the evaluation designs by activity. For technical details 

about these methodologies, see Appendix D. 
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Table II I .1. Evaluation data sources and designs for 11 selected activities  

Activity name (site) Outcomes Data sources Evaluation design 

Domain 1: community development 

ACEs Awareness Campaign 
(NCW) 

¶ Number of presentations and 
attendees 

¶ Number of distributed brochures 

¶ Implementation data from the Coalition for 
Children and Families of North Central 
Washington 

Descriptive analysis 

CRIôs Resilience and ACEs 
Awareness Campaign (Walla 
Walla) 

¶ Number of presentations and 
attendees 

¶ Familiarity with ACEs 

¶ Use of resiliencetrumpsaces.org 
website. 

¶ Implementation data from the Walla Walla 
Community Network 

¶ 2014 ACEs Awareness Survey  

¶ 2016 ARC3 survey  

¶ Google analytics website traffic data 

Descriptive analysis 

Commitment to Community 
([C2C], Walla Walla) 

¶ Perceptions of neighborhood safety 
and needs 

¶ Perceptions of usefulness of C2C 
work 

¶ 2004 C2C forum survey 

¶ 2009 Jefferson Park neighborhood survey 

¶ 2015 neighborhood survey 

Descriptive analysis 

Domain 2: risk behavior reduction and healthy youth development 

Omak Community Truancy 
Board (Okanogan) 

¶ Number and percentage of 
students referred to the courts 
under the Becca Law 

¶ 2014ï2015 administrative data from the Omak 
Community Truancy Board 

Descriptive analysis 

MOOV Positive Social Norms 
Campaign (Okanogan) 

¶ Alcohol use among youth ¶ Omak high school monthly student survey data Interrupted time series  

Prevention/Intervention 
Specialist Program (Skagit) 

¶ Alcohol, drug, and cigarette use 
among youth 

¶ Knowledge of intervention 
prevention specialists 

¶ Studentsô perceptions of norms and 
schoolsô climate and safety 

¶ Healthy Youth Survey data 

¶ OSPIôs prevention/intervention specialist 
program data 

Difference-in-differences 
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Activity name (site) Outcomes Data sources Evaluation design 

Domain 3: child abuse prevention and family support 

Nurse-Family Partnership 
(Skagit) 

¶ Maternal smoking and alcohol use 
during pregnancy 

¶ Percentage of infants with low and 
very low birth weight 

¶ Data collected by the Skagitôs Nurse-Family 
Partnership program 

Descriptive analysis 

Community Navigators 
(Whatcom) 

¶ Percentage of families reunified 

¶ Percentage of families with children 
re-entering child welfare system 
after reunification 

¶ Administrative data from the Childrenôs 
Administration 

Descriptive analysis 

Domain 4: school climate and student success 

Shuksan Middle School 
(Whatcom) 

¶ Student behavior and discipline 
data 

¶ Studentsô substance use 

¶ Studentsô perceptions of school 
safety and climate 

¶ Studentsô engagement in school 

¶ Hispanic student achievement in 
reading and math 

¶ Bellingham School Districtôs disciplinary data 

¶ Bellingham School Districtôs school-level 
Healthy Youth Survey data 

¶ OSPIôs proficiency and enrollment data 

Interrupted time series 
(disciplinary outcomes 
only) 
Difference-in-differences 
(all, except disciplinary, 
outcomes) 

Lincoln High School and the 
Health Center (Walla Walla) 

¶ Student behavior and discipline 
data 

¶ Graduation data 

¶ Administrative data from Lincoln High School Pre-post design 

Westside High School (NCW)a ¶ NA ¶ NA NA 

Note: ACE = adverse childhood experience (10 categories of childhood abuse, neglect, and family dysfunction); ARC3 = ACEs and Resilience Collective 
Community Capacity survey; C2C = Commitment to Community; CRI = Childrenôs Resilience Initiative; MOOV = Most of Okanogan Valley, 
NCW = Coalition for Children and Families of North Central Washington; OSPI = Washington Stateôs Office of Superintendent of Public Instructions; NA 
= not applicable. 

a No outcomes data were available for Westside High School because this activity was in early stages of implementation at the time of the writing of this report. 
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B. Community development activities  

Two of the five APPI sites (Whatcom and Walla Walla) have focused their time and 

resources on building formal and informal social supports for vulnerable families in targeted 

neighborhoods. The underlying logic is that by bringing neighbors together to work on 

community improvement projects, attend public events, and participate in other neighborhood-

oriented activities, residents can develop a greater sense of community, become less socially 

isolated, and be more willing to ask others for help and reciprocate when needed. Whatcom also 

helped to bring new services and supports to an isolated community on the eastern side of the 

county. Such efforts are designed to help meet basic needs, reduce toxic stress, and increase 

social capital among at-risk families.  

The APPI sites view community engagement as an essential strategy in the prevention and 

mitigation of ACEs. The sites are working to raise awareness of ACEs and resilience principles 

among many segments of their communities. Through increased awareness, the sites hope to 

(1) motivate service providers to change their professional practices, (2) gain political support 

from local policymakers and private funders to allocate more local resources for trauma-

informed services and supports, and (3) help local families understand their own traumatic 

experiences so they can use that insight to make changes in their own lives and in the lives of 

their children. 

In this section, we will describe three activities: two public awareness campaigns 

implemented by the NCW and Walla Walla sites and Commitment to Community implemented 

by Walla Walla.  The former were designed to educate communities about ACEs and resilience 

and the latter to help address residentsô concerns about their neighborhoods and build community 

engagement. We will describe these activities, their sources of funding and support, and 

implementation challenges. Finally, when data are available, we will evaluate whether these 

activities relate to changes in targeted outcomes. 

1. ACEs awareness campaign (Coalition for Children and Families of North Central 

Washington) 

Description. The ACEs Awareness Campaign is an initiative led by the Coalition for 

Children and Families of North Central Washington (hereafter, the Coalition) to disseminate 

knowledge about ACEs in the Wenatchee community.18 The ACEs Awareness Campaign aims 

to: 

¶ Educate the community about ACEs and their impact on the health and well-being of 

children, youth, and adults in the community;  

¶ Publicize the resources available to parents and other members of the community to help 

promote good parenting skills, decrease the incidence of child abuse and neglect, and report 

child abuse and neglect when they occur;  

                                                 

18
 The ACEs Awareness Campaign targets community members in Wenatchee, Washington and neighboring areas 

of Douglas and Chelan counties. 
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¶ Build the support of the community to address these important issues.  

The ACEs Awareness Campaign efforts have grown to include disseminating written 

information, hosting community outreach events, and organizing conferences and presentations. 

The Coalition board is supported in this activity by a group of volunteers who attend the 

community events and distribute information. Key activities include the following: 

¶ Designing, printing, and disseminating an ACEs 

brochure in early 2014. ACEs brochure is a major tool 

for heightening awareness about ACEs. Volunteers and 

Coalition members distribute brochures at presentations, 

community outreach events (such as local fairs and 

summer festivals), and partner Coalition membersô 

outreach events. Only about 300 brochures remain of the 

10,000 printed; the Coalition plans to have additional 

brochures printed in 2016. 

¶ Disseminating ACEs information to local organizations 

and residents (ongoing). A four-person team at the 

Coalition presents information on ACEs approximately 

every two months to organizations that express interest, 

such as parent teacher associations, churches, and other 

community groups. Coalition volunteers, partners, and 

members disseminate ACEs brochure and information at 

local community events.19 The Coalition collaborates with 

other organizations to reach community members in a 

variety of settings. For example, instructors for parenting 

classes offered by the Strengthening Families Program 

distribute ACEs brochures in both English and Spanish. 

The nursing director for Chelan Douglas Health District 

also shares information about ACEs and distributes ACEs 

brochures at WIC program20 events to reach its target 

audience of parents with young children and other 

community residents. The Coalition contributes to other 

ACEs-related social causes and organizations as well; for 

example, it provides substance abuse information through 

presentations and community engagement events.  

                                                 

19
 The coalition performs outreach activities at approximately six large seasonal community events and many 

smaller events. The larger festivals, such as Fiestas Mexicanas and Washington State Apple Blossom Festival, take 

place in the summer (between May and September) and bring in thousands of people from Wenatchee and the 

surrounding communities. The coalition hosts a booth, distributes ACEs brochures, and speaks to those interested in 

hearing more about ACEs at roughly one event per week from May to September. For a list of Wenatcheeôs 

festivals, see: [http://wenatchee.org/annual-events-festivals-fairs/] 

20
 WIC is the federal governmentôs Special Supplemental Nutrition Program for Women, Infants, and Children.  

p ACEs Training by Laura Porter 
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¶ Coordinating and/or hosting conferences and presentations to engage community 

leaders and area experts (Table III .2). These events were intended to target focal groups of 

stakeholders with specific information on ACEs and resilience and to provide forums to 

discuss and exchange ideas. 

¶ Developing a survey to collect data on ACEs awareness and resilience in Wenatchee 

and surrounding areas. The Coalition plans to distribute the survey to residents in 2016. 

Such efforts are expected to support future efforts to assess the impact of the ACEs 

Awareness Campaign on peopleôs understanding of ACEs. 

Support and funding. The Coalition directs and supports the various initiatives of the 

ACEs Awareness Campaign through promotion, coordination, and presentations. The Coalition 

uses the APPI grant, which it received in 2013, as the main source of funding for all initiatives. 

Funds are used to support promotional activities, events, and speakers. 

While the Coalitionôs staff is directly involved at ACEs-related events, the campaign relies 

heavily on Coalition members and volunteers to implement its initiatives. The Coalition also 

employs a part-time assistant who works approximately 20 hours per month to support the chair 

of the board of the Coalition with various tasks, such as maintaining meeting minutes and 

helping communicate with Coalition members and local stakeholders. 

Outcomes. The Coalition has employed traditional dissemination tools and venues, such as 

printed brochures, conference presentations, and community events, in its efforts to promote 

awareness of ACEs concepts in the community. The Coalition has increased its efforts to 

promote ACEs awareness using the one-time APPI grant it received in 2013 (Table III .2). The 

level of activity is low, however, and is primarily concentrated in summer months at community 

outreach events (such as summer festivals and fairs).  

The ACEs brochureðdesigned and printed by the Coalitionðhas been a key vehicle for 

ACEs outreach. At this time, the Coalition has distributed almost 10,000 brochures at different 

venues in the community. Based on the quantity of distributed brochures, a substantial number of 

people have been reached at different venues. However, survey or other data are needed to assess 

the impact of these outreach efforts on peopleôs understanding of ACEs and resilience concepts 

and whether understanding leads to changes in behavior. 

Challenges. The ACEs Awareness Campaignôs capacity to remain operational and 

sustainable in the long term depends on the Coalitionôs ability to attract and maintain staff and 

volunteers, overcome logistical challenges, and raise additional funds. Volunteer turnover, staff 

availability, and funding constraints limit outreach and information dissemination efforts. For 

example, coordinating conferences and hosting speakers can be difficult due to logistical 

challenges and limited funds. Geographical and weather-related issues in particular impact the 

Coalitionôs ability to mobilize and coordinate events, with most of the Coalitionôs events 

restricted to the summer months. Lastly, the funding structure of the ACEs Awareness Campaign 

makes it difficult for the Coalition to engage in the long-term financial planning needed to ensure 

continuity of services and initiatives. 
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Table III .2 . NCW c onferences, present ations, and community outreach 

events aimed at raising ACEs a wareness, 2010 ð2015  

Date Activity description Target audience 
Number of 
attendees 

May 2010 Hurt to Hope! conference by Dr. Robert Anda 
(Center for Disease Control and Prevention) 
and Ms. Natalie Turner (Washington State 
University) 

General population 162 

April 2013 ACE/Impact on Well Being workshop Educators 35 

July 2014 Emotion Coaching by Dr. John Gottman (The 
Gottman Institute) 

Parents 40 

September 2014 ACEs presentation to Wenatchee School  School board members 12 

November 2014 Presentation by Laura Porter (Washington State 
Family Policy Council) 

General population 350 

September 2015 Health care conference one-hour presentation 
by the nursing director for Chelan/Douglas 
Health District 

School nurses from 
Washington State 

200 

November 2015 Legislative forum Social service agencies, 
non-profits 

55 

Multi-Year Community outreach at local festivals (such as 
Fiestas Mexicanas and Washington State Apple 
Blossom Festival) 

General population Unknown1 

Source: Coalition for Children and Families of North Central Washington reported conferences, presentations, 
outreach events, 2010ï2016. 

Notes: 1No data are available on the number of people who stopped by the Coalitionôs booth or talked to the 
volunteers at these events. 

 

2. Childrenôs Resilience Initiativeôs Resilience and ACEs Awareness Campaign (Walla 

Walla County Community Network) 

Description. The Childrenôs Resilience Initiative (CRI), led by the Walla Walla County 

Community Network (hereafter the Network), seeks to develop community capacity and 

transform Walla Walla County into a trauma-informed community. The key goals of the 

campaign are to raise awareness of ACEs, reduce and prevent ACEs, and build resilience among 

those who are affected by ACEs. As part of this activity, the Network conducts a multi-faceted 

campaign, which involves creating and maintaining the Resilience Trumps ACEs website, 

developing and marketing teaching tools, running a social media campaign via Facebook, and 

conducting multiple trainings and presentations about ACEs and resilience.  

Planning for CRI began in 2009, and CRI launched in 2010. Its efforts to increase resilience 

and transform Walla Walla into a trauma-informed community are ongoing. In 2014, the 

Network also participated in developing and administering an ACEs awareness and resilience 

survey to community residents. 
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Key activities include: 

¶ Resilience Trumps ACEs website. CRI hosts the website 

(http://www.resiliencetrumpsaces.org), which provides a variety of information on ACEs, 

materials for download or purchase, and other resources available through CRI as described 

below. 

¶ Materials. CRI offers tools to teach resilience, including: the Resilience Deck of Cards; 

Resilience Games; Resilience Treasure Hunt Kit; bookmarks; magnets; a perpetual desktop 

calendar; and Resilience Trumps ACEs coloring book, posters, guide for parents and new 

parents, tip sheet, and community action manual.  

¶ Social media. The CRI Facebook page is managed by a young mother. CRIôs Facebook 

posts include those that a parent might find beneficial, such as posing the question, ñWhat 

does resilience mean to you?ò As of December 2015, the page had received 1,198 likes. CRI 

posts a few times per week but increases Facebook activity around key events. For example, 

during Childrenôs Resilience month (October), CRI posts almost daily.  

¶ Presentations and trainings. CRI conducts presentations and trainings for a variety of 

audiences, including business organizations, foundations, community members, school 

district and school staff, and healthcare workers. From its beginning through 2012 (when it 

stopped tracking these data), CRI hosted more than 700 presentations and trainings. CRI 

offers presentations ranging from two hours to a full day on topics such as the original ACE 

study, brain development, resilience models, strategies and tools for parents, examples of 

community responses to information on ACEs and resilience, and the Community Action 

Toolbox (a series of strategies to build a trauma-informed community). For example, a 

recent training developed and presented by CRI included six modules over a 12-week 

period; in addition to information on ACEs and trauma, the training emphasized the 

necessity of a paradigm shift from traditional practices. 

¶ Head Start Trauma Smart. CRI brought in Head Start Trauma Smart to train all three 

Head Start programs in the Walla Walla Valley. This required special funding and outreach. 

As of December 2015, 525 children had attended centers using the Head Start Trauma Smart 

model. To allow children from Head Start to continue with this model as they transition into 

the public school system and to have Walla Walla become a trauma-informed school 

district, CRI aims to have all elementary schools trained on the trauma-informed model. 

Funding and support. The Network and CRI pursue funding from a variety of sources to 

maintain current activities and help expand their efforts. Local foundations, colleges, healthcare 

providers, school districts, and community members have contributed funding to CRI and its 

activities. For example, initial funding to develop CRI was provided by Sherwood Trust. The 

campaign was also supported by grants from United Way of Walla Walla, Bill & Melinda Gates 

Foundation, and Blue Mountain Community Foundation. Additionally, in 2015 the Robert Wood 

Johnson Foundation awarded the Network a Mobilizing Action for Resilient Communities 
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grant.21 Because of contributions from multiple sources, CRI has been able to expand its ACEs 

awareness activities since 2009. 

Outcomes. Key data used to report findings include results from an ACEs awareness survey 

conducted by the Walla Walla Health Department and website analytics for the Resilience 

Trumps ACEs website. The 2014 ACEs awareness survey found that 42 percent of residents 

reported being familiar or somewhat familiar with ACEs (Figure III .1).22 Moreover, the ARC3 

survey findings indicate that Walla Walla has the highest awareness of ACEs and resilience 

concepts among its network members as compared to other APPI sites. In particular, almost all 

(96.9 percent) of network members reported being ñvery or extremely familiarò with ACEs 

concepts and 9 out of 10 (90.8 percent) reported being ñvery or extremely familiarò with the 

concept of resilience (for more detail, see Chapter II ). 

Moreover, the use of Walla Wallaôs website has doubled after the first year (2011ï2012) and 

remained stable since then (Table III .3). In 2013ï2014 year (the last year for which data are 

available), the site had more than 7,000 users who initiated over 10,000 sessions. They viewed, 

on average, 3.2 pages and spent more than three minutes on the site per session, indicating that 

many of them are reading the materials on the site (and are not just accidentally clicking on the 

link in their search browser). 

In summary, this high intensity, multi -modal awareness campaign appears to have raised the 

awareness of ACEs and resilience concepts among Walla Walla residents and the network 

members. However, more data are needed to evaluate whether the increase in awareness leads to 

changes in behaviors such as decreasing child abuse and neglect and strengthened families. 

Challenges. CRIôs main challenge is informing community members of opportunities and 

resources. CRI utilizes a variety of social media platforms and its own webpage to publicize its 

activities but still finds it challenging to reach all community members who may benefit from its 

offerings.  

                                                 

21
 The goal of the Mobilizing Action for Resilient Communities grant program is to synthesize information on how 

communities can move forward with trauma-informed practices and resilience initiatives. 

22
 We are unaware of any data source that measures knowledge of ACEs concepts in communities that are not 

already implementing strategies to build this awareness among their residents. However, we suspect that the rate of 

awareness about ACEs concepts in the general population in the United States is low. 




