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90% 
Percent of CPC-enrolled 
children who were 
socially and emotionally 
on track for kindergarten                  

 
*  Beginning in 2013, a new edition of 
the Ages & Stages Questionnaire 
was used to measure this indicator.  
The new edition expanded the 
scoring range to include an 
ŀŘŘƛǘƛƻƴŀƭ άƳƻƴƛǘƻǊƛƴƎ ȊƻƴŜΦέ  (See 
page 9.) 

99% 
Percent of CPC-enrolled 
families that were linked 
to a primary care provider 

99% 
Percent of CPC-enrolled 
households having no 
substantiated reports of 
child abuse or neglect 

 Healthy

Ready for 
 Kindergarten

 Safe      Executive Summary ς 2015 Annual Report 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The Community Partnership for Children (CPC) was 

established in 2005 with the vision that all Brown County children 
will be safe, healthy and ready for kindergarten.  To accomplish 
this, many community partners actively work together to 
implement solution-focused strategies that will ultimately make it 
possible to: 

 

Strengthen families                                                             
Improve child health 

      Reduce child abuse and neglect 
        Promote optimal child development 

 

Major highlights of 2015: 
 

¶ 3,131 parents received a Welcome Baby Visit either 
prenatally or at the hospital.  

 

¶ Of these parents, 903 or 29% were identified at risk.   
 

¶ Of those families screened in the hospital, there were 
2,824 referrals were made to community resources. 

 

¶ 496 families received short term follow-up or direct 
assistance. 

 

¶ 361 at-risk families were enrolled in long-term home 
visitation services through the CPC Gateway agencies, 
attaining the outcomes listed at the right and more. 

 

¶ Substantive progress was made in developing a 
Community Information System to track real-time 
outcomes. 

 

¶ Brown County is one of several counties to participate in a 
Safe Sleep Ǉƛƭƻǘ ƻǊƎŀƴƛȊŜŘ ōȅ ǘƘŜ /ƘƛƭŘǊŜƴΩs Health Alliance 
of Wisconsin for enhanced trainings.  

 

¶ The CPC Early Screening Team and Achieve Brown County 
have joined forces to establish the Ages & Stages 
vǳŜǎǘƛƻƴƴŀƛǊŜ ό!{vύ ŀǎ ƻǳǊ ŎƻƳƳǳƴƛǘȅΩǎ ǳƴƛǾŜǊǎŀƭ 
developmental screener.   

 

The central message of the CPC is that early investment in 
children has the greatest potential to ensure that they will learn 
and thrive in school, tƘŜ ǿƻǊƪŦƻǊŎŜ ŀƴŘ ƭƛŦŜ όάŎǊŀŘƭŜ ǘƻ ƎǊŀǾŜέύΦ  .ȅ 
doing so, we will position .Ǌƻǿƴ /ƻǳƴǘȅΩǎ ŎƘƛƭŘǊŜƴ ŀƴŘ ǘƘŜ ŜƴǘƛǊŜ 
community for success. 
 

For more information about the CPC, contact Jill Sobieck at 
jill@browncountyunitedway.org or Sarah Inman at 

sarah@browncountyunitedway.org.  To inquire about making a major 
investment in the CPC Fund, contact Andria Hannula at 

andria@browncountyunitedway.org. 

 

65%  
Percent of CPC-enrolled 
children who were 
developmentally on track 
for kindergarten* 
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has the bold vision of The Community Partnership for Children (CPC) 
ensuring that all Brown County children are safe, healthy and ready for 

kindergarten. 

 

The Community Partnership for Children was launched by Brown County 
United Way 2005 in response to the need to take solution-focused action 
to invest more purposefully in early childhood; provide a platform for 
collective impact; and address identified system challenges through 
coordinated, on-the-ground strategies. 
   
The founding principle of the CPC is that every newborn deserves to have 
the best possible chance in life ς right from the start and before crises 
develop.  By giving parents the tools to succeed and connecting them to 
resources that will help them, families become self-sufficient.  Children, 
families and the community gain tremendous social and economic benefits from early nurturing, rich 
learning experiences and supportive health practices.  
 
The CPC brings together nearly 40 organizations and more than 100 individuals that are partnering to 
collaborate and implement intentional, solution-focused community-based strategies at a system level.  
Since ǘƘŜ /t/Ωǎ ƭŀǳƴŎƘ many significant milestones have been reached through the diligent work of all of 
these partners.  This 2015 Annual Report ƳŜŀǎǳǊŜǎ ǇǊƻƎǊŜǎǎ ǘƻǿŀǊŘ ǘƘŜ /t/Ωǎ Ǿƛǎƛƻƴ ŀƴŘ Ǝƻŀƭs. 
 

A Coordinated System of Care 
 

A signature strategy made possible through the CPC has been the creation and expansion of a άƎŀǘŜǿŀȅέ 
ς or central means for families to access local resources best suited to their individual needs and 
strengths. The first step is a Welcome Baby Visit, prenatally or at the hospital, which links families to 
community resources and lays the foundation for addressing any risk factors.  Additional core services 
that have been enhanced over time include short-term and longer-term intensive home visits, parent 
education and mentoring, structured playgroups, wraparound services, and coordinated referrals to the 
full spectrum of local programming.   
 
The CPCΩǎ άGateway Agenciesέ are the Healthy Families Program at Family Services, Family & Childcare 
Resources of N.E.W. (άFCRNEWέ) and the Howe Community Resource Center (άHCRCέ).  Along with the 
Women, Infants and Children Program (άWICέ) at N.E.W. Community Clinic, Brown County hospitals 
and the Brown County and De Pere Health Departments, these agencies form a coordinated entry 
point into a System of Care that includes many human service and early education partners ς an entry 
point that did not exist prior to the CPCΩǎ launch. 
 

First Point of Contact:  Welcome Baby Visits 

{ǘŀŦŦ ŀǘ ŀƭƭ ƘƻǎǇƛǘŀƭǎ άǎŎǊŜŜƴέ ǇŀǊŜƴǘǎ ŦƻǊ risk factors contributing to child abuse/neglect; at WIC, 
parents complete a self-screen.  Parents then receive a Welcome Baby Visit from a CPC Family 
Resource Specialist.  If risk factors are identified, a triage system goes into effect.  The Resource 
Specialist has an in-depth conversation with parents to further assess needs, risks and strengths and 
then connects families to resources based on their circumstances, eligibility and program openings. 
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During 2015:  
 

¶ 3,131 parents received a Welcome Baby Visit either prenatally or at the hospital.  
   

o Of these parents, 903 or 29% were identified at-risk.  If being a single mother were 
factored in as a standalone risk indicator, this percentage would be 40% (down from 44% 
in 2005). 

o 288 or 32% at-risk screens were referred prenatally, made possible by collaborating with 
Brown CountyΩǎ ²ƻƳŜƴΣ LƴŦŀƴǘǎ ŀƴŘ /ƘƛƭŘǊŜƴ trogram (WIC). 

o 333 parents or 37% of those screened at-risk were first time parents. 
o 170 families screened at-risk were referred for home visitation. 

 
 

 

¶ Currently all referral requests received for Welcome Baby Visits are fulfilled by 5.75 FTE Family 
Resource Specialists; however, there may be a waiting period because staffing is at capacity. 
 

Selected Profile of At-Risk 
Parents 

2009 2010 2011 2012**  2013 2014 2015 

Annual household incomes <$10,000 48% 54% 49% 26% 39% 28% 30% 

Annual household incomes between 
$10,000 and $25,000 

19% 26% 19% 13% 39% 28% 36% 

Single mother 87%     84% 85% 88% 75% 70% 65% 

Inadequate income* 88%        95% 93% 96% 97% 93% 98% 

Unstable housing 11%        9% 8% 10% 14% 11% 12% 

Education under 12 years 37% 35% 38% 34% 30% 31% 31% 

Late prenatal care 27% 21% 23% 25% 30% 33% 26% 

History of depression or current 45% 37% 36% 44% 49% 48% 53% 

Marital or family problems 21% 21% 15% 22% 20% 16% 16% 

Mother aged 20 years or less 59% 60% 65% 50% 18% 30% 25% 

White Non-Hispanic 55% 53% 59% 43% 46% 40% 39% 

Hispanic or Latino (of any race) 14% 15% 24% 19% 21% 25% 25% 

American Indian or Alaska Native 9% 8% 11% 8% 10% 13% 12% 

Asian      5%    7%     7% 4% 6%     6%      5% 

Black or African American 6%         7% 9% 10% 10% 11% 14% 

Native Hawaiian or Pacific Islander 5% 0% 0% 0% 0% 0% 0% 

Multi-racial 4% 6% 6% 5% 4% 3% 5% 

Somali*     2%   

 

Beginning in 2014, data collected on at risk parents includes all screened, identified at risk births; prior to 2012 data represents only those 

mothers who were both screened at-risk and able to be subsequently assessed.  Source: Healthy Families 

* In 2014, 29% of at-risk parentsô incomes were reported as unknown. Somali was included in the Black or African American category.   

* Inadequate income can refer to per patient or there is no information regarding source of income for a patient (on Medical Assistance or  

Medicaid), employed without insurance, or stated concerns about finances by family.       

 **Prior to July 2012, only first-time parents were screened. After that time, all parents of newborns were screened.                                                                           
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2015 Welcome Baby Program Outcome Highlights 
(Results of the families visited prenatally or at the birth of their baby.) 

 
Brown County parents who screen at-risk receive an assessment of strengths 
and needs by a Family Resource Specialist prenatally or in the hospital at the 

birth of their baby. 
 

 ¶ (Indicator #1)72% of identified at-risk families were assessed (649 of 903).    
 o Includes all four area hospitals, and the Women, Infants and Children program (WIC).  
 o In 2015, reasons for those not assessed included the following: already enrolled in a home visitation program, 

declined assessment, could not be reached, moved out of county, in wait for assessment, child was adopted, 
or infant death. 

 o In 2012, the decline illustrates a decrease in percentage successful due to an increase in the number of 
screening and assessment of all Brown County families (from first-time parents only, which was the initial 
target population). 

 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
   

 

In 2009, the total number of mothers assessed = 342. 

In 2015, the total number of mothers assessed = 903. 
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Brown County parents are referred for community resources and have 

support in making the necessary linkages. 
 

 ¶ 99% of identified at-risk families were referred to community resources based on assessed needs 
(Indicator #1)(601 of 649).    

 o Assessed needs included referrals for food and housing insecurities, family and parenting support services, emotional 

and physical support services.  In 2015, the top referrals were Love Life, the Job Center, area food pantries, Integrated 

Community Solutions, W-2 program, and transportation-related. 

 

 ¶ 85% of at-risk families that were identified in need of short term follow received direct assistance 
(496 of 585).  (Indicator #2) 

 o Short term follow up includes phone calls, additional family visits, and sending requested informational 
packets. 

 o In 2012, the decline illustrates a decrease in percentage successful due to an increase in the number of 
screening and assessment of all Brown County families (from first-time parents only, which was the initial 
target population). 

 o Of those families identified in need of follow up services and were unable to be reached, several attempts 
were made to connect with the families. 

 
 
 

 
 
 
 
 
 
 

 
 
 
 
 

Home Visitation and Other Parenting Support Services
 
Home visitation is an early-intervention strategy that pairs families with young children with trained 
professionals in the home setting during times that work best for them.  Parent Educators/Family 
Support Workers provide parents and/or caregivers with information and resources around child 
development, health and nutrition, safety and well-being, family support, and linkages to community 
support.    
 
Intensive, longer-term, evidence-based home visiting services, such as the Healthy Families Program at 
Family Services and the Parents as Teachers Programs at FCRNEW and HCRC, are particularly beneficial 

Indicator 1:  In 2009, the total number of assessed families = 314; in 2015, the total number families assessed = 649. 
Indicator 2:  In 2009, the total number of families measured = 125, in 2015, the total number of families measured = 585. 
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to at-risk families and there continues to be a critical need for them in our community.  Multi-week 
parenting classes and structured playgroups are also invaluable resources, providing support, education 
and a social outlet that is especially important for new and/or isolated parents. 
 

During 2015: 
 

¶ 473 families were served by the Gateway Agencies (i.e., home visitation, parenting support 
classes, playgroups and/or wrap-around supports).  These families were referred through the 
Welcome Baby process and other referral sources. 

 

¶ 4,973 home visits were completed by the Gateway Agencies. 
 

¶ 1,815 resource referrals were provided by phone via Family & Childcare Resources of N.E.W. 
 

¶ 361 at-risk families were enrolled in long-term home visitation services through the Gateway 
Agencies. 

 

 

 
 
 
 
 
 
 
 

 
 

Profile of Families/Children 
Receiving Targeted CPC 
Gateway Services* 

2009 2010 2011 2012 2013 2014 2015 

Annual household incomes <$10,000 47% 26% 38% 37% 46% 46% 39% 

Annual household incomes between 
$10,000 and $25,000 

24% 22% 21% 23% 19% 15% 27% 

White  52% 58% 59% 50% 40% 40% 35% 

Hispanic or Latino (of any race)  8% 21% 11% 25% 33% 28% 32% 

American Indian or Alaska Native 6% 5% 4% 3% 3% 3% 5% 

Asian 4% 4% 4% 6% 6% 9% 7% 

Black or African American 8% 9% 12% 8% 8% 9% 8% 

Native Hawaiian or Pacific Islander 4% 0% 0% <1% 0% 0% >1% 

Multi-racial  9% 6% 10% 8% 10% 11% 11% 

*Targeted services include intensive and short-term home visits, parenting support classes, playgroups and/or other wrap-

around supports via CPC Gateway Agencies.  Source: CPC Gateway Agenciesô combined demographics (enrolled children 

and/or enrolled parents, depending on the demographic). 

The Brown County Health Department (BCHD) offers Maternal Child Health services 
to any parent in Brown County.  These services are voluntary, confidential and free 

of charge.  Services include:  home visits for assessment and education, medical 
care coordination, breastfeeding/feeding assistance, parenting education/support, 

information and referral to community resources, lead poisoning 
information/prevention, growth and development education/screenings, safety 

information, and children and youth with special health care needs case 
management.  Visits are made at the convenience of the family and interpreters 

are available. 
BCHD works closely with community partners to help meet the needs of families.  In 

2015, the department completed 1,436 maternal/child home visits. The De Pere 
Health Department provides these services to De Pere residents. 
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2015 Collective Program Outcome Highlights 
(Combined results of the at-risk families receiving services via CPC Gateway Agencies -                       

primarily longer-term intensive home visiting clients.  Most outcomes and certain indicators were 
developed by The Early Years Home Visitation Outcomes Project of Wisconsin.) 

 

Children Live in a Safe Environment 
 

 ¶ 99% of CPC enrollees had no substantiated reports of child abuse or neglect (343 of 344 
(Indicator #1)households).    

 
 o 2009-2011 results reflected in the graph below are for the Healthy Families Program only; subsequent years 

include Healthy Families, HCRC and FCRNEW. 
 

 

 ¶ In 85% of homes where safety concerns were identified, those concerns were eliminated or 
reduced within six months.  (Indicator #2) 
 

 o Of 201 households measured, 140 of them had concerns; of these homes with concerns, 119 were resolved. 
 

 o The decrease in success in 2011 was due to the Healthy Families Program having a significant reduction in the 
number of homes where they were able to eliminate safety hazards, because of a loss of a prior grant which 
had enabled the program to purchase safety equipment for families.   
 

 o In some rental properties corrections are unable to be made, and some concerns are out of the programsΩ 
control.  For example, issues regarding landlord responsibility (railings, windows, etc.) families often fear 
eviction if issues are brought to the attention of the landlord.  In these and all situations, staff provides 
education to families in an effort to increase awareness and promote change.  

 

 o In 2015, top concerns included:  CO2 detectors, plug protectors, safety latches, lack of first aid kits and fire 
extinguishers, cleaning supplies and sharp objects within reach of child, furniture not secured, lack of poison 
control numbers posted. 

 

 ¶ 100% of parents/primary caregivers indicated via surveying that they knew how to keep their 
children safe (151 of 151 households measured).  (Indicator #3 ς HCRC and FCRNEW only) 

 

 
 
 

 
 
 
 
 
 
 
 

 
 

 
 
 

 

Intensive home visiting clients only (Healthy Families and Parents as Teachers program enrollees) 
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Children are Healthy 
 

 ¶ 96% of children were on schedule to reach full 
immunizations by age three (213 of 222 children 
measured).  (Indicator #1) 

 

 

 ¶ 99% of their families were linked to a primary care provider 
(357 of 360 families measured).  (Indicator #2) 

 
 

 ¶ 90% of children were receiving regular well-child exams 
(227 of 253 children measured).  (Indicator #3) 

 

 

 ¶ 99% ƻŦ ŎƘƛƭŘǊŜƴΩǎ identified nutritional needs were 
addressed (157 of 158 children measured).  (Indicator #4) 

 

 
 

 
 
 
 

 

 
 
 

 
 
 
 
 
 
 
 
 

 

Intensive home visiting clients only (Healthy Families and Parents as Teachers program enrollees) 

 

The immunization rate for Brown County overall, excluding De Pere,      
is 77% for children at 24 months of age. 
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Children Achieve Their Optimal Milestones in Development                           
and Early Learning 

 
 65% of children scored at or above age-appropriate developmental levels in each of the key ¶

developmental areas of the Ages and Stages Questionnaire-3rd Edition (ASQ-3).  (Indicator #1) 
 

 261 children measured and scored in either the pass, o

monitor, or needs further assessment zone (fail). 
 

 o  Stages In 2013, a new edition of the Ages &
Questionnaire was used to measure this indicator.  The 
new edition expanded the scoring range to include an 
ŀŘŘƛǘƛƻƴŀƭ άƳƻƴƛǘƻǊƛƴƎ ȊƻƴŜΦέ  ! ŎƘƛƭŘ ŦŀƭƭƛƴƎ ƛƴǘƻ ǘƘŜ 
monitoring zone does not qualify for intervention 
services such as Birth to Three.  A child who scores in this 
zone is considered to be not developmentally on target 
and must be closely monitored and provided additional 
support and learning extension activities. The most 
common areas of concern on the ASQ are within the 
communication and problem solving domain.   

 
The new edition allows for more sensitive and ŜŦŦŜŎǘƛǾŜ ƳŜŀǎǳǊŜƳŜƴǘ ƻŦ ŀ ŎƘƛƭŘΩǎ ŘŜǾŜƭƻǇƳŜƴǘŀƭ ǇǊƻƎǊŜǎǎ ŀƴŘ 
most importantly, better identification of delays so that appropriate resources and support can be provided. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note:  A child can fall into both monitor and fail zones, so percentage total may equal > 100%. 
Each interval of the ASQ-3 screens children over 21 age intervals (1-66 months) and contains 30 questions about  
ŎƘƛƭŘǊŜƴΩǎ abilities, organized into five areas: communication, gross motor, fine motor, problem solving, and  
personal/social. 
 

For each of these items, parents are given three choices for answering whether their child is demonstrating the skill 
ŘŜǎŎǊƛōŜŘΥ άȅŜǎΣέ άǎƻƳŜǘƛƳŜǎΣέ ƻǊ άƴƻǘ ȅŜǘΦέ  ¢ƘŜ ǎŎƻǊŜǎ ŀǊŜ ǘƻǘŀƭŜŘ ƛƴ ŜŀŎƘ ŘƻƳŀƛƴ ǘƻ ƛƴŘƛŎŀǘŜ ǿƘŜǘƘŜǊ ŀ ŎƘƛƭŘ Ŧŀƭƭǎ 
into the pass, monitor or needs further assessment (fail) range. 


