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Abstract
The prevention of mental, emotional, and behavioral (MEB) disorders among children and adolescents is a national priority. One mode of implementing community-wide MEB prevention efforts is through evidence-based community mobilization approaches such as Communities That Care (CTC). This paper provides an overview of the CTC framework and discusses the adaptation process of CTC to prevent development of MEBs through preventing child abuse and neglect and bolstering child well-being in children aged 0 to 10. Adaptations include those to the intervention itself as well as those to the evaluation approach. Preliminary findings from the Keeping Families Together pilot study of this evolving approach suggest that the implementation was manageable for sites, and community board functioning and community adoption of a science-based approach to prevention in pilot sites looks promising. Implications and next steps are outlined.



The prevention of mental, emotional and behavioral (MEB) disorders among adolescents, including alcohol, tobacco, and other drug use; delinquency; violence; and health-risking sexual behavior is a national priority. It is estimated that the annual prevalence of MEBs among young people is between 14% - 20% (Centers for Disease Control and Prevention, 2004; U.S. Department of Health and Human Services, 2006). In addition, early drug use, crime, and violence are associated with more immediate consequences such as school failure, unintended pregnancies, sexual risk-taking behaviors and sexually transmitted diseases, suicide, accidental deaths, alcohol-related car crashes, depression, and anxiety. 
Advances in prevention science have produced a growing list of tested and effective programs for preventing these behaviors (Substance Abuse and Mental Health Services Administration, 2002). A number of family, school, peer, and community-focused programs have demonstrated effectiveness. Mental, emotional, and behavioral prevention programs and health promotion strategies, when implemented well during childhood and early adolescence, can have a significant positive impact on individuals’ life course trajectories, even impacting intergenerational transmission of prosocial or maladaptive patterns of behaviors (Hawkins et al., 2008). These improved outcomes can have long-term impact on economic costs or benefits to American society (Aos, Lieb, Mayfield, Miller, & Pennucci, 2004; Botvin, 2004; Catalano et al., 2012; Lee et al., 2012; O'Connell, Boat, & Warner, 2009; Spoth, Greenberg, & Turrisi, 2008; Wandersman et al., 2008).
Despite this growing list of rigorously tested and efficacious prevention practices (Elliott & Mihalic, 2004; O'Connell et al., 2009), few are implemented widely in community settings. For example, a nationally representative survey of school-based prevention curricula found that fewer than half of U.S. middle schools used an evidence-based drug prevention curriculum (Ringwalt et al., 2009). Prevention programs that are ineffective or not evaluated are used more frequently than programs that have been found to be effective. Most prevention services are delivered in schools, community-based organizations, recreation facilities, and other locations by teachers, community agency staff, and volunteers who receive little, if any, training or guidance in evidence-based prevention practices. Moreover, different communities have different needs and service systems, making statewide strategies to implement a single tested prevention program uniformly across communities less likely to be effective than offering an array of tested, effective programs or strategies from which communities can select to meet their diverse needs. Multiple and diverging needs, funding streams, and implementing agencies, along with a lack of coordinated and strategic community-wide prevention planning, all contribute to the lack of widespread dissemination of tested, effective prevention programs. 
Community coalitions have been used to mobilize communities to engage in prevention and health promotion efforts because they can bring together diverse community stakeholders to achieve shared goals (Butterfoss, Goodman, & Wandersman, 1993; Daley et al., 2010; Minkler, 1997; Quinby et al., 2008; Viswanathan et al., 2004; Wandersman, 2003; Wandersman & Florin, 2003). Activating a coalition of concerned stakeholders holds promise for coordinated, widespread change in preventive services across organizations and agencies in a community. However, several studies have found that the funding and formation of community-based coalitions alone are not enough to improve the health and behavior outcomes of young people (Hallfors, Cho, Livert, & Kadushin, 2002; Kreuter, Lezin, & Young, 2000; Merzel & D'Afflitti, 2003; Roussos & Fawcett, 2000; Stevenson & Mitchell, 2003; Yin, Kaftarian, Yu, & Jansen, 1997). For example, the evaluation of the Robert Wood Johnson Foundation’s Fighting Back Against Substance Abuse initiative found that none of the 12 funded coalitions achieved the desired outcome of reduced adolescent substance use (Hallfors et al., 2002). The evaluation suggested that to be effective, coalitions should (a) have clearly defined, focused, and manageable goals, with corresponding high-quality data sources to monitor progress; (b) seek to encourage use of tested and effective programs, with careful attention to monitoring of implementation quality and fidelity; and (c) evaluate program impacts on outcomes which are meaningful to the community (Hallfors et al., 2002). 
Communities That Care
Communities That Care (CTC) is a community prevention system (Hawkins, Catalano, & Arthur, 2002; Hawkins, Catalano, & and Associates, 1992) that addresses each of the factors suggested as essential for community coalition success. CTC is a nationally recognized, coalition-based approach to promoting community health and avoiding mental, emotional, and behavior problems (Hawkins et al., 1992). The premise underlying CTC is that a reduction in the prevalence of problem behaviors in a community can be achieved by identifying elevated risk factors and depressed protective factors, and then selecting and implementing evidence-based preventive interventions that have been shown in experimental or quasi-experimental studies to affect those specific risk and protective factors. The CTC approach is guided by the social development model (Catalano & Hawkins, 1996) and includes risk factors such as family conflict, early behavior problems, and involvement with antisocial peers, and protective factors such as bonding to prosocial others, healthy beliefs, monitoring, and perceived prosocial opportunities and rewards. The full model is described in detail in Catalano and Hawkins (1996) and Kim, Gloppen, Rhew, Oesterle, and Hawkins (2014). 
The CTC process provides for obtaining support from key community leaders; a structure for building a coalition of diverse community stakeholders; a process for establishing a shared community vision for healthy development of young people; empirically validated data collection and reporting tools for assessing the prevalence of risk and protection, substance use, delinquency, and violence in communities; processes for prioritizing risk and protective factors for community action; and tools for matching prioritized risk and protective factors with evidence-based preventive interventions. CTC guides the coalition to create a strategic prevention plan designed to address the community’s profile of risk and protection with evidence-based programs. CTC assists the coalition in implementing selected interventions with fidelity, monitoring program implementation and impact, periodically re-evaluating community levels of risk and protective factors and outcomes, and making needed adjustments in prevention programming as indicated by data (Hawkins et al., 2002). CTC has been installed in communities through a series of seven local capacity building training events delivered over the course of 12 to 18 months by two certified CTC trainers (see Table 1 for an overview of training content; www.communitiesthatcare.net).
A key element of the CTC process is the use of epidemiological data for the community decision-making process. CTC trainings assist community boards to collect and interpret risk and protective factor data for adolescent problem behaviors (e.g. substance abuse, dropout, delinquency, violence). The CTC Youth Survey, a standardized tool to assess risk and protection (Arthur, Hawkins, Catalano, & Olson, 2002) is administered to youth in Grades 6, 8, 10, and 12. The school survey measures student self-reports of demographic characteristics, youth outcomes on various problem behaviors, and prevalence of risk and protective factors (such as family management problems, family conflict, favorable attitudes toward problem behaviour, opportunities for positive involvement at home school and in the community, and recognition by adults). Additionally, archival data (e.g., local school drop-out rates, teenage pregnancy statistics, arrest records, etc.) are used in conjunction with the CTC Youth Survey data to assist in interpreting data and to provide data not available from the CTC Survey. Profiles of community risk and protection are used by communities to prioritize targets for evidence-based intervention programming and to use as a reference point for the future evaluations.
In a randomized controlled trial of CTC in 12 pairs of communities across seven states, CTC has shown positive effects at reducing the initiation of MEBs, specifically, drug use and delinquent behavior (Hawkins et al., 2008; Hawkins, Oesterle, Brown, Abbott, & Catalano, 2014; Hawkins et al., 2009; Hawkins et al., 2012). Multilevel analysis of the effects of CTC on levels of the risk factors targeted by intervention communities showed reduced levels of aggregate risk compared to control communities (Hawkins et al., 2008). In an analysis of a longitudinal panel of students followed from 5th grade through 12th grade, significant reductions were found in alcohol, tobacco, and delinquency initiation and in the prevalence of delinquent acts and alcohol and tobacco use in CTC communities compared with control communities at 8th grade. Community-level effects on initiation of tobacco use, alcohol use, and delinquency were sustained through 12th grade (Hawkins et al., 2014; Hawkins et al., 2009). 
Examination of CTC implementation following in-person training to communities found high levels of CTC implementation in all 12 communities assigned to the CTC condition (Quinby et al., 2008). Additionally, after CTC implementation, significant improvements were found in community prevention system outcomes, including higher levels of adopting a science-based approach to prevention, collaboration on prevention, community norms against youth drug use, and support for prevention among key leaders in CTC communities relative to leaders from control communities (Brown, Hawkins, Arthur, Briney, & Abbott, 2007; Brown, Hawkins, Arthur, Briney, & Fagan, 2011; Rhew, Brown, Hawkins, & Briney, 2013). Importantly, community adoption of a science-based approach to prevention as reported by key leaders fully mediated the effects of CTC on youth problem behaviors, thus providing evidence supporting the theory of change underlying CTC (Brown et al., 2014). Further, independent quasi-experimental evaluations of CTC in other communities also have indicated that CTC can improve prevention service delivery systems and, consequently, reduce adolescent health and behavior problems (Feinberg, Jones, Greenberg, Osgood, & Bontempo, 2010; Hawkins et al., 2009). 
Up to this point, CTC has been evaluated only in relation to preventing adolescent-related issues such as substance use, delinquency, and violence. A key question is how well the CTC operating system could work for other problem areas, for example children at risk for developing MEBs due to child abuse and neglect.
Adapting CTC for Preventing Child and Family-Related Challenges
Recently, the CTC approach began an adaptation process to address prevention of abuse and neglect in families with children aged 0 to 10. This adaptation, the Keeping Families Together Study (KFT), is being conducted in two Oregon communities. Keeping Families Together is evaluating whether using the CTC operating system can lead to improvements in child well-being (such as kindergarten readiness) and reductions in child-related problems including abuse and neglect which should, in turn, lead to reduced instances of child welfare system involvement. These goals support federal mandates for states to try to prevent and respond to reports of child abuse and neglect; ensure the safety of children placed into out-of-home care; provide for appropriate health and mental health supports; invest in family preservation, support, and reunification services; and minimize the length of time children are placed in out-of-home care (Child Welfare Information Gateway, 2012).
Child maltreatment, child well-being, and child welfare system involvement have direct links to MEBs. Many studies have linked child maltreatment to a host of MEBs in childhood, adolescence, and adulthood, including depression, substance abuse and dependence, PTSD and other anxiety disorders, oppositional defiant disorder, and attention deficit hyperactivity disorder (Batten, Aslan, Maciejewski, & Mazure, 2004; Briere & Runtz, 1988; Cecil, Viding, Barker, Guiney, & McCrory, 2014; Edwards, Holden, Felitti, & Anda, 2003; Famularo, Kinscherff, & Fenton, 1992; Ford et al., 2000; Weiss, Longhurst, & Mazure, 1999). Child maltreatment encompasses many of the adverse childhood experiences (ACEs) that have been linked to a variety of adult MEBs (Felitti et al, 1998). Furthermore, many studies have documented the high rates of MEBs experienced by children and youth with child welfare involvement, especially those placed in the foster care system, compared with those with no such experience (Courtney et al., 2005; Courtney, Terao, & Bost, 2004; McMillen et al., 2005; Merikangas et al., 2010). Finally, a variety of indicators of child well-being, including school commitment and achievement, positive peer relationships, secure attachments, strong social skills, positive family functioning, physical health, absence of family poverty, and few stressful life events have been linked to lower rates of MEBs among children and youth (O'Connell et al., 2009, pp. 522-531; Yoshikawa, Aber, & Beardslee, 2012). Evaluations of early learning and early family support interventions designed to bolster child well-being, such as HighScope early learning programming, Healthy Families America, and Nurse-Family Partnership, have found reduced instances of MEBs and precursors to MEBs such as delinquent and antisocial behaviors, child maltreatment, and mental health challenges (Eckenrode et al., 2010; Harding et al, 2007; Schweinhart, Barnes, & Weikart, 1993; Yoshikawa, 1995). Thus, the use of the CTC community planning system to prevent child maltreatment and child welfare involvement and to bolster child well-being through evidence-based modes such as early learning and family support programming has the potential to prevent later MEBs in children and youth.
Current Study 
The current study has two purposes. First, we describe the process of adapting the CTC approach to make it appropriate for addressing community prevention of child abuse and neglect and bolstering well-being for children aged 0 to 10. Second, we review preliminary evaluation findings regarding the success of intervention implementation, community board functioning, and community adoption of a science-based approach to prevention in Keeping Families Together, the adapted CTC intervention approach. 
Adapting CTC to Address Child Abuse and Neglect
In order to make the CTC community mobilization approach appropriate for use in addressing child well-being and preventing child abuse and neglect, a variety of adaptations were needed. Adaptations can be grouped into two types: those made to the CTC intervention approach itself, and those made to the evaluation instruments and data collection process. 
Intervention Approach Adaptations
Updating language. Changes were made to the language used in the training curriculum and technical assistance that better reflect the subject matter of the current adaptation. In particular, trainers and technical assistance providers were instructed to use the terms “children, youth, and families” rather than just youth, and “parent involvement” whenever applicable. In addition, the term “risk” was adapted. In child welfare, “risk” usually refers to child safety, while in the context of CTC “risk” refers to a predictor of later problem behaviors such as substance abuse, delinquency, teen pregnancy, school dropout, violence, and depression and anxiety. Thus, risk and protective factors were referred to as “predictors” in this adaptation to more closely reflect the language used in this field of work. More extensive training and technical assistance adaptations are currently underway. 
Risk and protective factors. As was described earlier, traditional CTC communities use the CTC Youth Survey with youth in Grades 6, 8, 10, and 12 and other sources of administrative data to assess risk and protection. For the KFT adaptation, the “predictor” (i.e., risk and protective factor) assessment included findings from Grades 6, 8, and 11 of the Oregon Student Wellness Survey, an instrument designed to assess school climate, positive youth development, and behavioral health in Oregon, in place of the traditional CTC youth survey. In addition, local and state administrative data for families with young children was utilized. Examples of data included in the broader assessment were Head Start eligibility data (which contains an additional family assessment of risk factors) and Department of Human Services data on family stressors and reasons for removal for children entering foster care.
In the traditional CTC trial from which the comparison sites originate, there were nine common risk factors that were either targeted by at least three of the trial communities or were the largest risk factors in control sites: friends’ antisocial behaviors, low commitment to school, academic failure, favorable attitudes toward problem behaviors, family conflict, poor family management, low neighborhood attachment, rebelliousness, and community recognition for prosocial involvement. In comparison, in the KFT study the risk factors identified by the sites were family management, early and persistent behavior problems (both endorsed by both sites), depression, and family conflict (each endorsed by one site).
Expanding sources of approved evidence-based practices. As part of the CTC intervention approach, after reviewing community-specific problems and their associated risk and protective factors, community coalitions review and choose evidence-based interventions for their community to implement to address these factors. The typical approved source of evidence-based practices for community coalitions to consider is the Blueprints for Healthy Youth Development database of effective programs. Programs must typically have a level of evidence classification of Model or Promising in the Blueprints database in order to be considered satisfactory for community utilization. However, because Blueprints has a focus on youth problem behaviors rather than early learning and child welfare, the sources of evidence-based program options needed to be expanded for the current adaptation. 
We limited the approved programs from Blueprints to only include those appropriate for use with children aged 0 - 11. In addition, we expanded approved program sources to include three new sources: the California Evidence-Based Clearinghouse for Child Welfare, the Institute on Education Sciences (IES) What Works Clearinghouse, and a review of evidence-based child maltreatment interventions by Pecora et al. (2014). The California Evidence-Based Clearinghouse for Child Welfare (http://www.cebc4cw.org/) is a program database provided by the California Department of Social Services’ Office of Child Abuse Prevention and includes programs appropriate for use with children and families involved in the child welfare system. The IES What Works Clearinghouse (http://ies.ed.gov/ncee/wwc/), provided by the U.S. Department of Education’s Institute for Education Sciences (IES), includes education-focused interventions designed to improve student outcomes. The procedures for rating the level of program evidence varied among the three sources, so the program ratings used by the California and IES clearinghouses that had criteria most closely matching those for Blueprints model and promising programs were selected as having a satisfactory level of evidence. For the California Clearinghouse, the program criteria that most closely matched those of Blueprints and that met the needs of the current adaptation were those classified as (a) Level 1 (well supported by evidence) or Level 2 (supported by evidence); (b) appropriate for use with children aged 0 - 10; and (c) having a child welfare relevance of high or medium. For the IES What Works Clearinghouse, the programs considered acceptable for community consideration were those classified as (a) early childhood education; (b) having positive or potentially positive effectiveness; and (c) having small, medium, or large extent of evidence. For the interventions listed in the Pecora et al. (2014) article, we used published material on each intervention to determine whether they met the California Clearinghouse criteria for well supported or supported by evidence.
Collaborating with the child welfare system. Key to the successful implementation of this adapted program in communities was early, high-level collaboration with the child welfare system and other key community leaders. Key community leaders are often the resource holders and opinion shapers in the community, and have the ability to sway community members to action. The Keeping Families Together Project Director is a well-respected community leader who has experience forming partnerships with the Oregon Department of Human Services to explore how communities mobilize around improved educational outcomes for young children and the prevention of child maltreatment.
Because of the child welfare focus of this project, one strategy we are using to provide funding for this work was to access Title IV-E federal funding. Title IV-E of the Social Security Act provides a means for states to access federal matching funds for foster care-related programming ("Title IV-E of the Social Security Act. Federal Payments for Foster Care and Adoption Assistance", 2012). For the KFT project to be considered for this funding, we provided the state with a policy brief that outlined why these expenditures were consistent with federal regulations. Three points were critically important to this argument: the population of interest was foster care candidates, the training curriculum would be adapted to this population specifically rather than all at-risk children in the community, and the evaluation would gather data that were critical to the administration of an effective IV-E program. Once our proposal was approved we were able to secure private funding for the match, as well as for the portions of the project that were not fundable under Title IV-E regulations. 
Evaluation-Related Adaptations
Updating evaluation instruments. All evaluation instruments (including the Community Board Interview, Community Key Informant Survey, and Milestones and Benchmarks--all described in more detail in the following section) were updated from their traditional CTC format to: (a) address early childhood (0 - 10 years) rather than only adolescence; (b) assess the issues of “child well-being and child-related problems such as abuse and neglect” rather than “youth problem behaviors”; and (c) assess the role of the child welfare system and early learning programs in addition to community prevention programming.
Updating key leader positions. The Community Key Informant Surveys are typically collected from a collection of 10 positional leaders (such as the mayor and police chief) and 5 referred leaders who are most knowledgeable about youth problem behaviors and/or community prevention efforts. For this adaptation we updated the positions to better reflect the most pertinent sectors for the current study, i.e., those familiar with child welfare, early learning, and prevention as it relates to early childhood. This involved (a) adding an early education/director of Head Start position, (b) adding a local/regional child welfare director position, (c) adapting the judiciary position to focus on the family court judge/referee who hears the most child welfare cases, and (d) dropping the recreation organizations position. We also adapted the referred positions to include two individuals each actively involved in prevention efforts, child welfare efforts, and early learning efforts in the community. This process resulted in 11 positional leaders and 6 referred leaders per community. 
Assessing Preliminary Success of the Adapted Approach: Method
Purpose of Evaluation
The overall evaluation of Keeping Families Together examines whether (a) implementation of CTC training and technical assistance aimed at improving child-related outcomes can be implemented with fidelity; (b) the capacity of community key leaders and CTC board members is expanded; (c) system transformation, including adoption of a science-based approach to prevention, enhanced community collaboration and support for prevention, and improved community norms regarding abuse and neglect occur as hypothesized; and (d) child outcomes including abuse, neglect, and child well-being improve. The current article takes a preliminary look at a subset of these overall evaluation goals; namely, the success of adapted intervention implementation, community board functioning, and community adoption of a science-based approach to prevention.
Communities
	The Keeping Families Together (KFT) adaptation of CTC was implemented in two communities in Oregon. One community is a more urban area and has a population of approximately 60,000 people, while the other community is more rural with a population of approximately 23,000. Implementation of KFT began in early 2013, with community board orientations taking place in spring of that year. 
Evaluation Instruments and Measures
A variety of evaluation instruments were used to assess different components of the CTC logic model (see Figure 1). Three of these instruments, the Milestones and Benchmarks, the Community Board Interview, and the Community Key Informant Survey were used in the current preliminary assessment of adapted CTC approach implementation, community board functioning, and community adoption of a science-based approach to prevention. These three evaluation instruments and their data collection processes will now be summarized.
Milestones and Benchmarks. The Milestones and Benchmarks (Quinby et al., 2008) instrument provides a quantitative assessment of each community’s implementation of the five phases of CTC. It is used as a tool to guide coalitions through their implementation of the CTC process, and is filled out by two to three staff members who are knowledgeable about the CTC implementation process. Each phase of the project is broken down into a series of milestones (e.g., Phase 1 Milestone 2: “Define the scope of the prevention effort”), each of which is considered achieved following completion of the benchmarks that comprise it (e.g., two benchmarks for Phase 1 Milestone 2 include “Define the community to be organized” and “Identify legislative/funding supports or constraints”). Participants are asked to rate how complete the implementation of each CTC milestone and benchmark is for their site at the time of instrument administration, as well as how challenging each step has been for their site to complete. We began collecting the Milestones and Benchmarks approximately 6 months after the Community Board Orientation and continue collecting them every 6 months. The current study uses data from the first three data collection points which cover the first four complete phases. The fifth phase is an ongoing implementation and monitoring cycle; thus, assessing implementation of the first four phases offers a valuable insight into the success of the CTC process to help communities develop data-driven action plans.
Community Board Interview (CBI). The CBI (Arthur, Glaser, & Hawkins, 2005; Arthur et al., 2002; Shapiro, Oesterle, Abbott, Arthur, & Hawkins, 2013) is a measure of community board functioning that assesses factors such as community board structure and participation, board members’ knowledge of and attitudes and perceptions toward CTC, barriers to and benefits of CTC participation, and implementation fidelity. In the current project, CBIs are being administered to a random sample of 10 community board members in each community once per year by telephone interview. The interviews take approximately 45 minutes to complete. The current study includes findings from the first wave of CBI data for the two communities, which was collected in spring 2014. Table 2 includes a brief description of each of the CBI measures used in the current study. All scales were scored using established scoring procedures and had acceptable to good internal consistency, with Cronbach’s alphas ranging from α = .66 to α = .89. The validity of these scales is assumed based on their utility in previous CTC studies (e.g., Shapiro et al., 2013; Shapiro, Oesterle, & Hawkins, 2015).
Community Key Informant Survey (CKI). The CKI (Arthur et al., 2002; Brown et al., 2014) provides data on CTC’s transformation of prevention service systems and their sustainability. Examples of constructs measured include community’s degree of adoption of a science-based prevention approach; collaboration; community’s attitudes about prevention and science-based prevention programming; community resources allocated to prevention; use of data to guide strategy selection, resource allocation, and program evaluation; use of the social development model; community norms regarding abuse and neglect; and major community events that might affect prevention efforts. In the current project, CKIs are being administered to 17 key leaders (11 positional and 6 referred) in each community every other year by telephone interview, which takes approximately 45 minutes to complete. The current study includes findings from the first wave of CKI data for the two communities, which also was collected in spring 2014. Of the 34 key leaders identified for Wave 1 data collection (17 per site), 33 completed the CKI (response rate = 97%). The CKI scale included in the current study, Adoption of a Science-Based Approach to Prevention, was found by Brown et al. (2014) to fully mediate the effects of the CTC intervention on youth problem behaviors. A brief description of this scale is also included in Table 2. 
Data Analysis
	Analysis of Milestones and Benchmarks data consisted of descriptive analyses of the number of benchmarks completed and average reported degree of challenge in implementing each benchmark. Analysis of the CBI and CKI involved calculating established scales used previously by other CTC studies (Brown et al., 2014; Shapiro et al., 2013). In order to gauge the success of intervention implementation, community board functioning, and community adoption of a science-based approach to prevention, scores from the two KFT sites were compared to a group of 12 communities that implemented traditional CTC as part of a randomized controlled trial (Quinby et al., 2008) and who were at a similar point in the implementation process. 
Results
Implementation: Milestones and Benchmarks
The milestones and benchmarks implementation ratings for the two sites were very similar. At the time of reporting, sites had completed implementation of four out of the five CTC phases (equaling 97 out of 154 total benchmarks, as the remaining 57 benchmarks are part of Phase 5). Completion of Phases 1 through 4 typically takes 9 to 24 months, so the two KFT sites, taking approximately one year to implement Phases 1 through 4, fell within normal range in terms of length of implementation. All except one CTC benchmark in Phases 1 through 4 were “completely achieved” or “mostly achieved,” compared to 89% - 100% of milestones in the 12 traditional CTC trial sites (Quinby et al., 2008). Of the completed benchmarks, the majority received “Not at All Challenging” or “Somewhat Challenging” ratings. On a scale from 1 (Not at All Challenging) to 4 (Very Challenging), the mean challenge ratings for each phase for both sites ranged from 1.34 to 1.53. The 12 traditional CTC trial sites, in comparison, had mean challenge ratings ranging from 2.49 to 2.64, indicating that the KFT sites found implementation less challenging than the traditional CTC trial sites.
Community Board Functioning
The findings related to community board functioning as measured by the CBI are in Table 3. Time spent on three community board-related functions were compared. Both KFT sites reported spending fewer hours per month than the traditional CTC trial sites on attending meetings and participating in other CTC work outside of meetings, but KFT sites performed comparable to better than traditional CTC trial sites on time spent fundraising. Comparisons of board member knowledge of prevention research revealed that both KFT sites performed slightly better than the 12 traditional CTC trial sites on a prevention knowledge quiz. Both board members’ perceptions of Community Support/Readiness and CTC Efficacy in the community were quite comparable to the 12 CTC site comparison group, as were the four indicators of board functioning and efficacy. The 12 CTC site comparison group reported slightly more board members reporting benefitting “some” or “a great deal” on four out of six potential benefits of board participation than the KFT sites, although the other two benefits were comparable to higher in at least one KFT site. 
Adoption of a Science-Based Approach to Prevention
	A comparison of the Adoption of a Science-Based Approach to Prevention scores for the three groups is presented at the end of Table 3. All sites received scores indicating they were functioning in Stage 2 (i.e., the community has adopted a science‐based approach in planning prevention initiatives, but did not report the collection of epidemiologic data to guide the selection of prevention activities in the community or the use of tested and effective preventive interventions); however, one KFT site’s score indicated it was close to reaching Stage 3 (similar to the 12 CTC comparison community group), while the other KFT site was earlier in Stage 2.
Discussion
The Keeping Families Together adaptation of CTC provides an example of an approach to prevent MEBs through a child welfare-oriented context, based on an evidence-based community health mobilization model. Preliminary evaluation findings regarding the success of intervention implementation, community board functioning, and community adoption of a science-based approach to prevention in this CTC adaptation look promising. The fact that sites completed implementation of all except 1 out of 97 benchmarks and rated completion of most of the Milestones and Benchmarks in Phases 1 through 4 as not at all to only somewhat challenging, in addition to mean challenge ratings in KFT sites being lower than those of traditional CTC trial sites, suggests that implementation of at least the first four phases of the adapted version of CTC was manageable for KFT sites. Many of the CBI scales indicated KFT sites experienced implementation success at similar rates as the 12 CTC community comparison group. Finally, the CKI Adoption of a Science-Based Approach to Prevention scores were promising, although the mean for the two KFT sites was not quite as far along as the 12 CTC trial community comparison group after a similar time period.
	The most widely used models for the prevention of child maltreatment emphasize the interplay between family/child characteristics and their communities. Daro and Dodge (2009), among others, have pointed to the large body of empirical research suggesting that interventions at the neighborhood and community levels are likely to prevent child maltreatment. Furthermore, since all child welfare agencies face workloads that exceed their capacity to respond, community engagement strategies and local planning efforts are essential tools for responding to the complexities of child maltreatment. Unfortunately, there are few tested models to guide policy development and community-level program investments in this area of work. Both the general trend towards local planning and relatively new child welfare program innovations such as Alternative Response (having different response processes for child maltreatment reports based on a screening of their severity, allowing for less invasive and more family support-oriented intervention procedures for less severe cases) will require a new level of service integration. The early adaptations of CTC in Oregon may be one approach to filling this void. Tested models for community planning, when used effectively at the local level, can result in better service coordination and more informed selection of existing programs. The KFT project in Oregon also demonstrated that the private sector will support planning efforts that are based on scientific evidence. 
Public child welfare agencies can support these efforts in two critical ways. The first is by providing access to administrative data. Oregon, like all states, is required to maintain a State Automated Child Welfare Information System known as SACWIS. While limited in many ways, SACWIS systems can provide valuable community-level data. The second is by exercising the full discretion allowable under Title IV-E which allows the use of private funds as match for federal financial participation. Title IV-E gives greater discretion for the use of federal funds than many states understand. This is particularly true with regard to using private funds as match for administrative purposes, particularly for data collection.
Limitations and Next Steps
CTC provides a system for communities to make local decisions based on their own data. Despite the promise of the approach described in this study, several caveats are important to recognize. First, shifting a community’s focus toward child maltreatment prevention requires a high level of collaboration with public child welfare officials to access both administrative data and federal funding. With rare exception, interventions by public child welfare agencies are remedial in nature rather than prevention oriented. This is the case for two reasons. First, the child protection function in a state-administered system like Oregon is codified in state statute. These statutes are constructed with an eye to protecting families from unwarranted intrusion by government into family life. Secondly, most state agencies lack the financial resources to effectively deliver the necessary services to prevent cases of child maltreatment. In Oregon, for example, almost half of the child welfare budget is derived from federal sources, the overwhelming proportion of which is focused on children who have already been maltreated. Even though Oregon’s child welfare leadership is very supportive of the KFT approach, further effort will be necessary to demonstrate the connection between KFT prevention efforts and the traditional mission of public child welfare agencies. Furthermore, since child welfare finance reform at the federal level is an ongoing challenge, those portions of KFT that are not eligible for reimbursement through Title IV-E must be funded through private philanthropy or other non-federal sources. 
Second, the assessment of underlying predictors of the problem behaviors of concern needs to be developed. This still remains a problem in the adaptation to the child welfare context. The local data used for the current study was from 6th-, 8th-, and 11th-grade Oregon Student Wellness surveys as well as Head Start applicant registration data and Department of Human Services data on family stressors and reasons for removal for children entering foster care. Including universal data of school readiness at school entry would be useful; a kindergarten assessment will be used in future work. 
Over the last 5 years, the discussion of well-being measures among child welfare professionals has intensified. Some child welfare jurisdictions have required greater levels of data integration in an effort to move towards more comprehensive well-being metrics. To further assess the effectiveness of the KFT approach in preventing child maltreatment, and to address the broader question of child well-being, access to a wider array of data will be necessary. Potential elements of child well-being that may warrant being measured include motor skills, socio-emotional functioning, interpersonal skills, parental child rearing skills, and family interaction. Education, public health, early learning, criminal justice, and family court data are potential data sources to utilize. 
Third, in order to be effective, communities need to have a strong menu of evidence-based prevention interventions to choose from that impact the predictors. In this case, we provided a strong list of programs for communities to use. Fourth, the traditional CTC site trainings and technical assistance resources were only slightly adapted for the current KFT adaptation; primarily in the form of language changes (i.e., using “children, youth, and families” rather than “youth”; “predictors” rather than “risk and protective factors”; and “parent involvement” whenever applicable). More thorough training and technical assistance adaptations that focus on the contexts of child maltreatment, child welfare, and early learning rather than youth risk behaviors would better prepare sites to take part in this new area of work. Many of these adaptations are already underway.
This study provides a preliminary look at implementation success through Phase 4 of the CTC approach; a more complete understanding of the success of the implementation process will be possible after sites have taken part in Phase 5 activities. Having additional waves of CBI and CKI data would also be beneficial so that change over time can be gauged. Relatedly, it would be ideal for new sites implementing KFT to collect CKI data before implementation begins so a baseline can be established. Finally, it will be important to assess changes in child and family outcomes to determine whether in fact the KFT adaptation has the intended community-level effects. Despite these limitations, the CTC process has demonstrated community-level impact and holds potential for broader use. The findings reported here on the implementation of CTC offer preliminary evidence that expanding this system can be applicable to younger populations and problem areas. 
Conclusion
	As attention to the prevention of MEBs increases and input is needed from community and key leaders, frameworks are needed to help communities with their strategic planning. Communities That Care provides communities with an approach that has demonstrated outcomes in youth problem behaviors and can be applied to preventing child abuse and neglect and promoting child well-being across the community. 
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	Table 1 
Communities That Care (CTC) Local Capacity Building Training Sessions and Major Objectives

	Phase 1: Get Started
	

	Strategic Consultation
· Assess, enhance readiness to implement CTC
· Identify a CTC champion in the community

	Key Leader Orientation
· Introduce CTC, science-based prevention, project objectives to key leaders, influential stakeholders 
· Identify and recruit diverse set of candidates for CTC coalition, ideally 12 to 30 members total
· Identify and hire CTC coordinator
· Introduce the CTC or Risk and Protective Factor Youth Survey as tool for prevention planning

	
Phase 2: Get Organized
	

	Community Board Orientation
· Introduce CTC, science-based prevention, project objectives
· Develop a vision statement to guide work, build engagement
· Establish workgroups to facilitate implementation: Board Maintenance, Risk & Protective Factor Assessment, Resource Assessment & Analysis, Public Relations, Youth Involvement, Funding

	
Phase 3: Develop a Profile
	

	Community Assessment Training
· Use local data from Youth Surveys (6th-, 8th-, 10th-, 12th-grade youth) to develop a profile
identifying elevated risk, depressed protective factors, high rates of problem behavior
· Supplement survey data with administrative data
· Target the 2 - 5 most elevated risk factors, as well as depressed protective factors for intervention

	Community Resource Assessment Training
· Assess existing evidence-based practices (EBPs) and prevention resources to avoid service duplication

	
Phase 4: Create a Plan
	

	Community Plan Training
· Select 1 - 4 EBPs that target risk and protective priorities, fill gaps identified in Phase 3
· Complete comprehensive written Community Action Plan to guide prevention implementation, monitoring, evaluation

	
Phase 5: Implement and Evaluate

	Community Plan Implementation Training
· Understand importance of implementing EBPs with fidelity to content, dosage, high-quality delivery specified in program manuals
· Contact program developers for training specific to EBPs

	Community Plan Implementation Monitoring Training
· Learn to track implementation fidelity, reach, progress, changes in participants through checklists, observations, pre-post assessments
· Engage local media to educate community about prevention actions
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Table 2 
Description of Community Board Interview and Community Key Informant Survey Measures Included in the Current Study
	Measure
	Description
	Scoring

	Time spent on board-related activities
	Number of hours spent monthly per board member on three types of board-related activities
	Self-reported count

	Prevention research knowledge
	Five-item quiz of basic prevention research knowledge
	Sum of correct answers; possible scores ranging from 0 (all incorrect) to 5 (all correct)

	Community readiness/support
	Three-item scale assessing how well agencies work together, how willing community organizations are to dedicate resources to CTC, and how aware and supportive the community is of the CTC process
	1 = low community readiness/support to 
4 = high community readiness/ support

	CTC Efficacy
	Six-item scale assessing board member opinions on the impact of CTC in the community
	1 = low perceived community impact to 
4 = high perceived community impact

	Benefits of board participation
	Six ways that board members may feel they have benefitted from participating on the board
	% of board members identifying as benefitting "some" or "a great deal" (as opposed to "a little" or "not at all")

	Board directedness
	Three-item scale assessing the ability of the board to set procedures and develop goals
	1 = unfocused board to 
4 = highly focused board

	Board cohesion
	Six-item scale assessing how well the board uses its members' skills and abilities to further its goals
	1 = low cohesion to 
4 = high cohesion

	Board efficiency
	Six-item scale assessing the board's ability to initiate actions, work hard, and achieve goals
	1 = low efficiency to 
4 = high efficiency

	Board conflict resolution
	Three-item scale assessing board tension and how well boards deal with conflict
	1 = high conflict, does not handle well, to 
4 = low conflict, able to handle well

	Adoption of a science-based approach to prevention
	Scale derived from 21 items representing awareness and use of prevention science concepts (e.g., risk and protective factors), collection of epidemiologic data, prevention programming targeting elevated risk and depressed protective factors, and ongoing system monitoring
	0 = Stage 0 (little or no awareness of prevention science concepts and their relevance to prevention programming), to 
5 = Stage 5 (using tested and effective preventive interventions and ongoing assessments to monitor implementation and intervention effects)

	Note. CTC = Communities That Care.



	Table 3
Group Comparison of Community Board Interview and Community Key Informant Survey Findings

	Measure
	KFT Site 1
	KFT Site 2
	12 CTC Community Average

	
	
	
	
	

	Average number of hours per month…
	
	
	

	
	Attending CTC meetings or subcommittee meetings
	2.6
	1.3
	4.4

	
	Fundraising, including grant writing and other activities to help advance the work of the board 
	5.4
	1
	0.9

	
	Preparation, administration, public relations, and other CTC work outside of meetings
	0.7
	0.5
	2.3

	Mean number of correct responses on 5-item prevention research quiz
	4.1
	3.8
	3.4

	Community Support/Readiness
	3.3
	2.9
	3

	CTC Efficacy
	3.3
	3.1
	3.5

	Benefits of Board Participation:
	
	
	

	
	New organizational or communication skills
	30%
	30%
	44%

	
	New skills in designing and carrying out prevention programs
	60%
	40%
	68%

	
	New skills in changing local policies
	40%
	30%
	51%

	
	Gaining support from others in community
	80%
	50%
	59%

	
	Feeling sense of personal fulfillment
	70%
	60%
	84%

	
	Networking with others in community
	90%
	70%
	90%

	Board Directedness
	3.4
	3.4
	3.7

	Board Cohesion
	3.3
	2.9
	3.4

	Board Efficiency
	3.5
	2.9
	3.4

	Board Conflict Resolution
	3.6
	3.6
	3.3

	Adoption of a Science-Based Approach to Prevention
	2.6
	2
	2.8

	 
	 
	 
	 
	 

	
	Note. CTC = Communities That Care.
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Figure 1. Communities That Care/ Keeping Families Together logic model and corresponding data sources.
CBI=Community Board Interview; CKI=Community Key Informant Survey; CTC=Communities That Care.




