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Commentary

Collaborative aCtion 
on Child equity: 
lessons from the field

 Economically disadvantaged and 
racial/ethnic minority families in the 
United States often have inconsistent 
access to quality health care and rea-
sonable educational opportunities for 
their children as compared with their 
White counterparts.1,2 As a result, the 
children from many of these families 
experience more challenges in attain-
ing and maintaining positive health 
status.  In instances where these ob-
servations are true, there is often an 
exponential effect on individual and 
community health, given poverty 
and environmental disadvantage in 
the form of quality health care, edu-
cation, and adequate housing.3,4 Ab-
sent are multi-level interventions and 
prevention strategies that take these 
determinants of health and quality of 
life factors into consideration; often, 
there may be a generational effect that 

leaves the most vulnerable in these 
communities at higher risk for poor 
educational and health outcomes. 
 The Collaborative Action on 
Child Equity (CACE) is a research, 
policy and practice collaborative mod-
eled after the Institute for Healthcare 
Improvement’s (IHI) Breakthrough 
Series (BTS) Collaborative.5 CACE 
seeks to promote health equity among 
vulnerable pediatric populations and 
their families. The approach to the in-
tervention relies on the spread and ad-
aptation of existing, evidence-based, 
knowledge, skills and abilities across 
multiple settings to accomplish a 
common set of aims.6 In this instance, 
the CACE collaborative represents a 
diverse set of partner organizations 
that serve youth and families across 
13 states in the United States.  As a 
collective, they share common goals 
to promote comprehensive behavioral 
health strategies and policies to reduce 
health disparities and improve aca-
demic readiness and success among 
the children of participating parents. 
 CACE has two primary objec-
tives. The first objective is to repli-
cate a parenting leadership program 
- Smart and Secure Children Parent 
Leadership Program (SSC), which 
promotes parental agency and leader-
ship by improving parent and care-
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giver understanding of factors that 
promote child development, positive 
physical and behavioral health, and 
parent/caregiver well-being and psy-
chological health. SSC also seeks to 
develop local cadres of parent leaders 
who serve as leaders not only in their 
homes but also in their local schools 
and communities. The second ob-
jective is to identify policy gaps fo-
cused on early childhood education 
and behavioral health. Specifically, 
members of our collaborative partner 
with local and state partners to criti-
cally examine and inform child health 
and educational policies that attend 
to those modifiable determinants 
of health and portend change in the 
developmental trajectories in health 
and education for those children who 
might otherwise be considered at risk 
for poor developmental outcomes.
 The purpose of this commentary 
is to highlight several of the lessons 
learned relative to effective commu-
nity engagement and place-based 
investments.7,8 We provide prelimi-
nary  descriptive information regard-
ing program impacts to illustrate how 
the lessons learned can inform future 
academic-community collaborative 
engagements; we also offer a case ex-
ample highlighting program impact.

intervention 
Components

Smart and Secure Children 
Parent Leadership Program 
(SSC)
 This peer-facilitated parent lead-
ership program, originally developed 
through a community-based par-
ticipatory research approach, seeks 

to increase high-quality parenting 
among parents raising children aged 
0-5 years, with a particular focus on 
parents whose children may have en-
dured adverse childhood experiences. 
The program focuses on promot-
ing positive behavioral and physi-
cal health and academic readiness, 
as described elsewhere.9 SSC has un-
dergone multiple single site replica-
tions; this study represents a unique 
opportunity for a multi-site replica-
tion of the program across diverse 
environmental ecologies, eg, rural and 
urban and ethnicities. Prior replica-
tions of the program have been with 
predominantly African American 
stakeholders in diverse urban settings. 
Figure 1 reflects our approach to de-
livering SSC and support provided 
to parent leaders who directly imple-
ment the program by parent mentors.

Impacting Early Childhood 
Health Policy
 The second aim of CACE 
encouraged participating collaborative 
organizations to reflect on, evaluate 
and propose adaptations to early 
childhood education and health 
policies and practices. Through 
efforts to reach this aim, partners 
promote a culture of health equity 
within their home organization and 
identify opportunities to partner 
with external local and state partners 
to improve policies that impact 
early childhood development and 
education for children aged 0-5 years. 

Participant Engagement 
Summary
 Over the course of this five-year 
project, more than 350 parent peer 
learners graduated from the 10 mod-

ules of SSC and approximately 40 
paraprofessionals and professionals 
completed a 3-day training to become 
SSC parent leaders. Of our original 
13 partners, 9 successfully imple-
mented SSC. Eleven of thirteen de-
veloped Policy Action Plans (PAPs) 
and seven were able to implement the 
plans either focused on their internal 
policies or by engaging with external 
local and state partners.  As policy 
development and policy implemen-
tation often take significant time (ie, 
years), we are not able to report on 
outcomes with respect to specific poli-
cies that partners were seeking to im-
plement with their external partners.

lessons learned

 We highlight what we 
view as instructive lessons 
from this multi-site project.

Evaluation 
 There are multiple takeaways with 
respect to evaluation in this instance; 
however, two observations stand out. 
First, while we had nine partners im-
plementing SSC, often conducting  
multiple implementations of SSC, the 
program, by its nature, results in small 
sample sizes that make the utilization 
of more rigorous inferential statistics 
difficult. As a result, we are looking 
at the aggregation of data across mul-
tiple implementations and across sites 
to increase our statistical power. Go-
ing forward, we will incorporate a re-
peated measures design to both allow 
us to understand the impact/effective-
ness of SSC over time and to increase 
our statistical power, thereby allowing 
us to do site-specific analyses where 
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there can be a more intentional con-
sideration of the role of covariates on 
impact. Second, capacity is a recurrent 
theme throughout this project, and it 
manifested itself in our evaluation ef-
forts. We trained our partners in data 
collection and management; our ex-
perience in this area has allowed us to 
identify gaps in our training, eg, inad-
equate assessment of familiarity with 
data collection and management. 
Most community-based organizations 
have limited capacity generally, which 
is often most apparent in capacity to 
participate in evaluation activities. 
Lack of the experience and human 
resources to understand the intricacies 
related to data collection was an im-
portant learning opportunity in this 
project. Assessing and understanding 

organizational capacity in this area is 
critical, as there were at least two in-
stances in which data collection was 
compromised ultimately as a function 
of capacity, thus impacting our evalu-
ation efforts. When these issues were 
first observed, we took steps to provide 
more direct technical assistance in the 
collection and management of data.

Sustainability and Capacity 
 A key feature and strength of SSC is 
that it is peer-led and most often these 
peers come from within the targeted 
communities. The potential impact is 
that communities in which the pro-
gram is implemented can potentially 
develop their own facilitators (ie, par-
ent leaders and parent mentors) and 
thereby build their capacity to sustain 

the program.  In this instance, while 
we were intentional in the training 
of our parent leaders from our part-
ner organizations, we did not plan for 
the training of graduates of SSC who 
could go on to become parent leaders. 
In our local implementation, we have 
often recruited program graduates 
who demonstrated a facility with the 
intervention content and/or demon-
strated group leadership skills to par-
ticipate in our three-day parent leader 
training. A unique opportunity exists 
in a large-scale replication such as this 
to increase the capacity of partner or-
ganizations to sustain SSC-building 
by developing the human resources 
to support such an effort. Ultimately, 
we would like to support communi-
ties in building their capacity to sus-
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Figure 1. The Smart and Secure Children’s Parent Leadership Program (SSC) implementation approach
PL, Parent Peer Learner; KSCMHE, Kennedy-Satcher Center for Mental Health Equity at the Satcher Health Leadership Institute
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tain the implementation of SSC and 
providing robust technical assistance. 
We were able to successfully provide 
this enhanced form of capacity-build-
ing with several of our early-adopter 
partners (Missouri, Tennessee) by 
developing a train-the-trainer pro-
gram for selected graduates of SSC.

Identification of Program Core 
Components 
 Because of the multiple ecologies 
within which this study was imple-
mented, we were afforded the op-
portunity to learn important lessons 
in understanding what about SSC 
works for whom and in what con-
text. This experience also afforded us 
an opportunity to explicate the core 
components of the program that 
generalize across settings while si-
multaneously allowing us to begin to 
think through some of the nuances 
of environment context, geographical 
locations and ethnicity as we seek to 
revise program content and training 
protocols. Our local partners were in-
strumental in assisting us in identify-
ing areas requiring modification and 
flexibility regarding implementation. 
For example, activities that worked 
in rural Alabama, Kentucky and Mis-
sissippi did not work as well in St. 
Louis or Baltimore and vice versa. 

Capacity Assessment 
 Several of our partners lacked the 
human and institutional resources 
to properly implement the SSC pro-
gram. The lesson learned here cen-
tered on the need for project staff to 
be more intentional in the assessment 
of implementation capacity in estab-
lishing SSC partnerships. To that end, 
we have been able to identify more 

concretely what we see as some of the 
requisite minimal resources for suc-
cessful implementation in terms of 
human resources and community as-
sets. Similarly, we have taken note of 
activities we can encourage to assist 
interested organizations in develop-
ing their capacity for successful imple-
mentation and the technical assistance 
we can provide.  For example, some 
partners had constituents appropri-
ate to participate in SSC but had not 
secured enough staff to execute the 
various aspects of the program. In 
other instances, this was a function 
of the other responsibilities of staff 
that made them unavailable to imple-
ment SSC. In other cases, there was 
appropriate staffing but location logis-
tics made it difficult for the program 
to be offered at times or locations 
convenient for their constituents.

Policy Engagement Technical 
Assistance
 The development and impact of 
evidence-based child policy initiatives 
potentially represent the greatest area 
of opportunity and identifies the tech-
nical assistance needed among our 
partners.  Our partners gave us con-
sistent feedback about their interest in 
engaging in policy initiatives and their 
need for on-going training and techni-
cal assistance in this area. Specifically, 
our partners identified needs regard-
ing additional training and guidance 
in understanding the analysis of child 
policies to support health and edu-
cational equity among children. Ad-
ditional foci identified included how 
to engage stakeholders and the devel-
opment of collaborative partnerships 
in their policy engagement efforts 
in order to maximize the impact of 

their policy efforts. Our partners also 
acknowledge the value of examin-
ing and informing policy at all stages 
(agenda-setting and development, 
implementation, and evaluation).

ms. yvonne’s story

 We conclude with an impact story 
offered by a graduate of SSC.  Ms. 
Yvonne Kirkland, an early gradu-
ate of the program, comments that 
SSC was powerful and life chang-
ing.  Since completing SSC, Ms. 
Yvonne has become a parent leader 
and parent mentor and continued to 
champion the importance of parent 
leadership in the success of children 
in the Atlanta metropolitan commu-
nity. Here, she shares reflections on 
the impact of the program for her-
self and other parents she engaged 
during her involvement with SSC.
 “As an inaugural SSC parent men-
tor (parent mentors support the train-
ing and development of parent leaders 
to implement SSC), I was there on 
the front lines experiencing and sup-
porting SSC to transform the lives of 
parents and the communities we were 
working in. Because of my experience 
as a single mother who struggled to 
raise my sons on a low-income budget, 
I was able to relate to many of the SSC 
parents/grandparents. Their feelings 
of doubt, low self-esteem, low self-
worth, and hopelessness were surreal 
in one way and very real to me person-
ally. Young and low-income mothers 
and fathers desire for their children to 
be healthy and successful in life – just 
as parents with greater economic re-
sources do. These parents want to sup-
port their children’s mental, physical, 



Ethnicity & Disease, Volume 29, Supplement 2, 2019 369

Collaborative Action on Child Equity (CACE) - Reese et al

socio-emotional and academic devel-
opment so that their children can be 
the ‘best that they can be.’ For many 
of these parents, having someone be-
lieve in their potential as good parents 
and leaders while also valuing the im-
portance of their well-being is critical-
ly important.  Participating in SSC, a 
program led by peers from their com-
munity, affirmed many parents’ im-
portance to their children and validat-
ed their potential to be leaders in the 
lives of their children and community. 
 Prior to joining SSC, the chal-
lenges of my life and the need to take 
care of my family halted my academic 
journey for an associate degree in 
computer science at Atlanta Junior 
College (now At lanta Metropolitan 
State College).  Then SSC became a 
beacon of hope for both me and the 
community of parents who partici-
pated in and completed SSC.  My 
experience has taken me on a path I 
never thought possible.  In 2013, I 
joined the Satcher Health Lead ership 
Institute (SHLI), under the leadership 
of Dr. David Satcher.  The faculty and 
staff in SHLI and the nurturing en-
vironment in MSM inspired me to 
continue my academic studies. Since 
returning to school, I earned my way 
onto the Dean’s list and completed 
my bachelor’s degree in psychology in 
spring 2017 from Mercer University.  
Presently, I am in graduate school at 
Mercer University seeking to become 
a clinical rehabilitation counselor and 
to complete my master’s degree, with 
the goal of becoming a licensed pro-
fessional counselor (LPC). I was also 
inducted into the Golden Key Inter-
national Honor Society and accepted 
into Mercer’s highly-competitive 2019 
Holland Study Abroad Program. I at-

tribute all these accomplishments and 
opportunities to the support I received 
and continue to receive from SSC, Dr. 
Satcher (mentor), Dr. Kisha Holden, 
SHLI Interim Director (mentor), and 
the faculty and staff within SHLI and 
at Morehouse School of Medicine 
(MSM).  From my initial involvement 
with SSC, my experiences with par-
ents and caregivers involved with SSC 
and program staff encouraged my 
dreams and my potential. I am hum-
bly appreciative of all the support.
 SSC has had a transformative im-
pact on my life as well as my family. In 
my view, it is impossible to quantify 
the value of SSC as a program that sees 
possibility in its program participants 
and seeks to create community cohe-
sion and well-being among parents 
and caregivers in support of them-
selves and the children they care for. 
I am enthusiastic in sharing the good 
news about SSC when given the op-
portunity.  SSC helped me see the best 
in me as a person, parent and leader.”

ConClusions 

 In reflecting on SSC’s objectives 
and our experience in pursuing them, 
we have come to understand our ef-
forts as reflecting an emerging para-
digm in public health that focuses on 
person- and place-based investments.8 
As such, what the lessons described 
herein broadly reflect is the need and 
role of programmatic tailoring in or-
der to maximize program effectiveness 
for community-based participatory 
research programs to take such con-
siderations into account. Unlike the 
methodological controls afforded in 
randomly controlled trials/interven-

tion programs, community-engaged 
programming and research often re-
quires some degree of latitude in the 
implementation strategies employed. 
This observation highlights the im-
portance of organizing the evaluation 
model of such programs around those 
core components hypothesized to have 
the great explanatory power statistical-
ly in explaining program effectiveness. 
Also, acknowledging these challenges, 
it is important to purposely collect 
process data so that contextual nuanc-
es can be captured.  As an example, we 
observed differences in tone and deliv-
ery when male parent leaders imple-
mented the program and the experi-
ence of male parent peer learners when 
the parent leader was male. Other dif-
ferences were observed when the pro-
gram was implemented in rural vs ur-
ban communities. How we understand 
person- and place-based programmat-
ic efforts should reflect these subtleties.
 While the lessons discussed here 
appear to highlight challenges we en-
countered, we instead view them as 
reflecting growth opportunities for 
SSC and our team. There are a num-
ber of evidence-based parenting pro-
grams10 available and we have very en-
couraging empirical evidence of SSC’s 
efficacy.  What is missing in this area 
are community-engaged parenting 
programs, which are peer-led, build 
parenting capacity and agency, devel-
op familial and community leadership 
in parents, and are designed to be sus-
tainable. This is the unique space that 
SSC occupies. Taking a community-
focused program such as SSC to scale 
not only builds its empirical evidence 
but also provides an opportunity to 
understand how the persons and places 
where implementation occur are criti-
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cal to take into consideration if pro-
gram effectiveness is to be achieved.
 With respect to our efforts in the 
public policy arena, we would reiter-
ate our prior point regarding the op-
portunity in this area not only for our 
partners but especially for the chil-
dren and families they serve. More 
than ever, we understand that health 
policies that reflect the health care and 
educational needs of our most vulner-
able citizens are a key factor in achiev-
ing health equity. Too often, policy ef-
forts are driven by entities that are not 
inclusive of constituencies represent-
ing those members of our society most 
marginalized such as poor children 
and families and the organizations 
that serve them. CACE represents an 
example of what a diverse coalition 
of organizations pursuing pediatric 
health and early childhood education 
through parent leadership and organi-
zational policy engagement can look 
like. A growth area for our team will 
be to build our own capacity to work 
with our partners to understand their 
organizational and local child-focused 
policies and provide targeted techni-
cal assistance strategies tied to their 
organizational goals and capacity.
 The lessons offered here, as well 
as the empirical findings from our 
evaluation efforts, will inform devel-
opment of program content that can 
be tailored based on context, the revi-
sion of parent leader and parent men-
tor training models, and focusing our 
evaluation programs.  Additionally, 
we believe our role going forward will 
be in providing training and program 
technical assistance focused on the 
implementation of SSC and support-
ing advocacy efforts that encourage 
evidence-based early education and 

health policies focused on underserved 
children and their families. The Trans-
disciplinary Collaborative Center for 
Health Disparities Research at More-
house School of Medicine is well-
situated to support us in these efforts 
through the technical assistance they 
continue to provide to our team and 
thus represents an effective and evolv-
ing example of what successful aca-
demic-community engagement and 
partnerships can look like and achieve.
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