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Article

Community-based collaborative approaches leverage the tal-
ents, resources, and perspectives of diverse organizations 
and individuals to address large-scale, complex social chal-
lenges (Fawcett, Schultz, Watson-Thompson, Fox, & 
Bremby, 2010; Thompson, Molina, Viswanath, Warnecke, & 
Prelip, 2016). Collaborations can take a variety of forms 
such as cooperation, collaboration, informal network, coali-
tion, partnership, strategic alliance, or joint ventures (Backer, 
Guerra, Hesselbein, Lasker, & Petersilia, 2005; Institute of 
Medicine, 2012), but they often begin when an organization 
or group of individuals realize that collective effort is nec-
essary to address a community issue (Flood, Minkler, 
Hennessey Lavery, Estrada, & Falbe, 2015). When effective, 

collaborations enable communities to take on larger social 
agendas, tougher issues, and longer term challenges; encour-
age greater local participation and control; enhance efficiency 
and effectiveness by reducing duplication and competition; 
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Abstract
Spreading Community Accelerators Through Learning and Evaluation (SCALE) was a Robert Wood Johnson Foundation–
funded initiative from 2015 to 2017 to build capability of 24 community coalitions to advance health, well-being, and equity. 
The SCALE theory of change had three components: develop leadership capability, build relationships within and between 
communities, and create an intercommunity system to spread promising ideas. The theory was operationalized through 
training academies, coaching, and peer-to-peer learning that explicitly addressed equity and systems change. In this article, 
we describe how SCALE facilitated community transformation related to Collaborating for Equity and Justice Principles 1, 
3, 4, and 6. We conducted a multiple–case study approach with two community coalitions including site visits, interviews, 
and observation to illuminate underlying mechanisms of change by exploring how and why change occurs. Skid Row Women 
worked with women experiencing homelessness in Los Angeles to address diabetes and food systems. Healthy Livable 
Communities of Cattaraugus County used a portfolio of projects in order to create system changes to improve population 
health and increase access to services for people with disabilities in rural New York State. Through our analysis, we describe 
how two coalitions used SCALE tools for collaborative coalition processes such as aim setting, relationship building, and 
shared decision making with community residents. Our findings suggest that advancing Collaborating for Equity and Justice 
principles requires self-reflection and courage; new ways of being in relationship; learning from failure; productive conflict to 
explicitly address power, racism, and other forms of oppression; and methods to test systems improvement ideas.
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and stimulate creativity among stakeholders (Frost & 
Sullivan, 2013; Huang & Seldon, 2014; Kanok, Schumann, 
& Flower, 2015; Mattessich, Murray-Close, & Monsey, 
2001).

One specific type of community collaboration, the coali-
tion, has been shown to be highly effective in improving 
community health and equity (Clark et al., 2014), and several 
scholars have studied the factors affecting the success of 
coalitions. A seminal paper by Kania and Kramer (2011) 
identified five attributes of coalitions that have achieved 
large-scale collective impact: a common agenda, shared 
measurement systems, mutually reinforcing activities, con-
tinuous communication, and a backbone organization. Other 
authors, such as Roussos and Fawcett (2000), have recom-
mended similar criteria for coalition success, such as having 
a clear vision and mission, action planning, developing and 
supporting leadership, documenting and providing ongoing 
feedback on progress, obtaining technical assistance and 
support, securing financial resources for the work, and iden-
tifying and measuring outcomes.

Despite the promise of collaboration for stimulating com-
munity-level change, improvement most often occurs at the 
local, program, organizational, and neighborhood levels, 
while less progress is noted at the system, policy, and popu-
lation levels (Anderson, Adeney, Shinn, Krause, & Safranak, 
2012; Siegel, Erickson, Milstein, & Pritchard, 2018). 
Furthermore, equitable collaboration brings its own unique 
set of challenges (Thompson et al., 2016). For example, 
seven coalitions were funded by the Robert Wood Johnson 
Foundation to decrease asthma at the community level. The 
coalitions struggled to achieve ethnic and racial diversity 
within the coalition; obtain support and participation of 
specific groups, mainly those with lived experiences (e.g., 
families of children with asthma); balance the needs of pro-
fessionals and grassroots groups and/or members; manage 
conflict because of diverse interests, values, and approaches; 
sustain participation over a large geographic area while 
implementing activities in prioritized communities; and 
recruit leaders, especially those from the community 
(Butterfoss, Lachance, & Orians, 2006). Despite the chal-
lenges, a focus on addressing power and structural determi-
nants of health is needed to address racism and inequities 

(Singh, 2016; Trinh-Shevrin, Nadkarni, Park, Islam, & 
Kwon, 2015; Wolff et al., 2017).

Recently, Wolff et al. (2017) proposed six additional 
principles to advance social change. Referred to as the 
Collaborating for Equity and Justice (CEJ) principles (Table 
1), these principles emphasize social justice; citizen partici-
pation; local leadership capacity; focus on policy, systems, 
and structural change; scholarship and evaluation; and 
equity. The additions by Wolff et al. provide guidance on 
how community coalitions can move beyond project-based 
improvement and engage in transformation processes that 
intentionally include equitable decision making and the 
lived experience of community members. Addressing 
equity and power in collaborative decision making and 
partnership processes works toward community transfor-
mation by changing the way systems function and whom 
they serve. The Robert Wood Johnson–funded Spreading 
Community Accelerators Through Learning and Evaluation 
(SCALE) initiative is a community transformation project 
specifically focused on building community capability to 
transform systems and improve health, well-being, and 
equity. Since the focus of SCALE is to develop local lead-
ers and engage people with lived experience, the CEJ prin-
ciples are an appropriate lens through which to explore the 
transformation process of SCALE community coalitions. 
This article examines how CEJ principles were operational-
ized by two SCALE community coalitions: Skid Row 
Women (SRW) and Healthy Livable Communities of 
Cattaraugus County (CC).

Overview of SCALE

In 2015, four organizations (The Institute for Healthcare 
Improvement, Community Solutions, Communities Joined in 
Action, and Network for Regional Healthcare Improvement) 
embarked on the SCALE project. SCALE is an initiative of 
100 Million Healthier Lives, a global movement convened by 
the Institute for Healthcare Improvement to advance health, 
well-being, and equity through new ways of collaborating. 
The movement’s goal is to improve 100 million lives  
by 2020. Between 2015 and 2017, SCALE provided train-
ing, coaching support, and improvement resources to 24 

Table 1. Collaborating for Equity and Justice Principles.

1. Explicitly address issues of social and economic injustice and structural racism.
2.  Employ a community development approach in which residents have equal power in determining the coalition or collaborative’s 

agenda and resource allocation.
3. Employ community organizing as an intentional strategy and as part of the process. Work to build resident leadership and power.
4. Focus on policy, systems, and structural change.
5.  Build on the extensive community-engaged scholarship and research over the past four decades that shows what works, acknowledges 

its complexity, and evaluates it appropriately.
6.  Build core functions for the collaborative based on equity and justice that provide basic facilitating structures and build member 

ownership and leadership.
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community coalitions across the United States to enhance 
their capacity to improve health and well-being and spread 
this learning to other communities.

The SCALE theory of change outlined three components to 
accelerate community transformation: develop leadership 
capability, build relationships within and between communi-
ties, and create an intercommunity system to spread promis-
ing ideas. Training was provided through four multiday  
face-to-face training academies called Community Health 
Improvement and Leadership Academies. Additional training 
was provided virtually in small peer coaching circles and 
group webinars to share tools and lessons learned. Each coali-
tion participated in SCALE through a core team involving 
three roles: a community lead, a local improvement advisor 
(LIA) trained to guide coalitions through the improvement 
process, and a community champion who lived in the com-
munity and had personal experience of the issue (e.g., home-
lessness) that the SCALE community was trying to improve. 
A glossary of SCALE terms is provided in Table 2.

Method

Site Selection

SCALE employed a participatory formative evaluation 
approach to understand satisfaction, learning, and uptake of 
the capacity-building activities across all 24 coalitions. 
Evaluation data were regularly shared and discussed with 
the coalitions and the SCALE implementation team to pro-
mote continuous quality improvement. The details of this 

evaluation are published elsewhere (Hayes et al., 2016). In 
addition to providing data to improve implementation, the 
evaluation provided the opportunity to explore the impact of 
SCALE on the transformation journey of a small number of 
community coalitions.

Evaluation resources constrained the ability to conduct a 
detailed study in more than a few locations. Each SCALE 
community coalition was unique, comprising different types 
of coalition partners working on a variety of community 
issues in diverse settings. Four criteria, geographic diversity, 
urban/rural setting, topic area, and readiness scores, were 
used to select candidate communities for the case study. The 
readiness scores were based on two assessments: an initial 
assessment by the team selecting communities for participa-
tion in SCALE, and an independent assessment by the evalu-
ation team using an established readiness heuristic (Scaccia 
et al., 2015). These scores provided an indication of the 
coalitions’ prior history and change experience. Based on 
these criteria, we sent initial inquiries asking for interest in 
deeper participation to five candidates, and visits were 
undertaken to all five coalitions. Two community coalitions, 
SRW of Los Angeles, led by the Downtown Women’s Center, 
and CC, co-led by the Cattaraugus County Health Department 
and the Cattaraugus County Department of Aging, emerged 
as a natural choice for this analysis based on their being on 
two extremes of the selection criteria and on their willing-
ness to support an in-depth evaluation.

SRW has a 40-year tradition of working with women 
experiencing homelessness in Los Angeles, California, and 
had a higher readiness score on both assessments. CC, 

Table 2. Definitions of Selected SCALE Tools and Terminology.

SCALE term Description and purpose

Driver diagram This is an illustration of the structures, processes, and norms that are believed to require change in the 
system; this is one way to illustrate the team’s shared theory of change.

Leading from within/
leading from the heart

This refers to the inner and self-reflective work of leadership and one’s inner journey as a leader.

Action lab An Equity Action Lab uses a structured set of activities to bring together a diverse group of community 
stakeholders to set a goal that is important to them, and to design and take action over a 100-day 
period to make progress toward that goal.

Open and honest 
questions

These types of questions are designed to prevent leading or judgmental questions.

PDSA A Plan-Do-Study-Act cycle is an improvement method for iteratively testing a change on a small scale—by 
planning it, trying it, studying the results, and acting on what is learned.

“Yes, and . . .” Instead of responding to another person with “Yes, but . . .,” a response of “Yes, and . . .” allows the 
honoring of their truth and the addition of yours.

Bright spots This term refers to a set of activities, an intervention, or a program that a community is working on to 
improve health, well-being, and equity. It is scalable and shows evidence of the impact of the work on 
the population or subpopulation in the community.

Failing forward The notion is that mistakes not only are to be accepted in improvement projects but also should be 
viewed as critical parts of the learning and improvement process. It embraces the belief that teams that 
fail forward quickly learn faster, reach higher levels of performance, and create a safe environment for a 
wide variety of ideas to be suggested and tried.

Note. SCALE = Spreading Community Accelerators Through Learning and Evaluation.
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established in 2011, works to create system changes to 
improve population health in rural New York state and had 
a lower readiness score. A summary description of these 
communities is presented in Table 3.

Data Collection

As part of a larger SCALE evaluation, date collection 
included site visits, interviews, and collaborative reflec-
tive sessions to retrospectively identify critical moments 
in each coalition’s journey. Two members of the SCALE 
evaluation team visited each community coalition twice 
between August 2015 and December 2016. A semistruc-
tured interview guide containing open-ended questions 
was used to explore a variety of topics, including the com-
munity context, the operationalization of the SCALE the-
ory of change, the community’s experience in interactions 
with the SCALE program team and coaches, tools and 
methods used for improvement, and observable outcomes. 
Each interview began with introductions, a description of 
the purpose of the interview, and an opportunity for inter-
viewees to ask clarifying questions. Members were eligi-
ble to participate in the interview if they had a key role in 
SCALE (i.e., served as a coalition leader, LIAs, commu-
nity champions) or if they were recommended by a key 
coalition participant. Interviews were conducted at work-
places of community coalition members and ranged from 
60 to 90 minutes in duration. All interviews were audio-
recorded and transcribed verbatim. In addition, where 
possible, the evaluation team members asked to partici-
pate in routine coalition meetings and to tour the commu-
nity sites where improvement activities were taking place. 
Field notes were taken in these observational sessions and 

follow-up clarification questions based on these notes 
were asked as needed. Finally, the evaluation took advan-
tage of the in-person SCALE Community Health 
Improvement and Leadership Academies that the coali-
tion members attended for further inductive discussions 
and refinement of the data.

Data Analysis

The evaluation team captured learning from in-person vis-
its using a structured debriefing process, defined as a reflec-
tive feedback process to support knowledge development 
(Yin, 2014). After each visit, narrative summaries were 
developed and shared with key community coalition mem-
bers for feedback. These two-page summaries included a 
description of the visit activities, a reflection of the discus-
sions, and a synthesis of the key accomplishment and chal-
lenges reported deductively based loosely on the SCALE 
project time line and activities. Consistent with debriefing 
processes, these summaries were used to confirm the accu-
racy of the notes taken during the visits and to ensure that 
the conclusions derived from the notes aligned with the 
coalition members’ viewpoints. The verbatim interview 
transcripts (n = 15) were used as the primary source of 
data, and the summaries, field notes, and community feed-
back were consulted for verification as needed. The analy-
sis used a general inductive approach proposed by Thomas 
(2006), a systematic method of analyzing qualitative evalu-
ation data when theory development is not the research 
objective.

The case study interview transcripts were coded to high-
light concepts related to the SCALE theory of change and the 
principles of CEJ shown in Table 1. Two evaluators coded 

Table 3. Description of Community Coalitions Studied by the Spreading Community Accelerators Through Learning and Evaluation 
Team.

Community 
coalition name Coalition partners Location Population Project description

Skid Row 
Women

Led by the Downtown Women’s Center, 
other partners include United Homeless 
Healthcare Partners, Los Angeles Central 
Providers Collaborative, L.A. Care Health 
Plan, John Wesley Community Health 
Institute, and the University of Southern 
California School of Social Work

Urban West Coast 
(Los Angeles, 
California) community 
health clinic and 
partners serving a 
geographic area

Women 
experiencing 
homelessness

Yearlong diabetes group (N 
= 50); learning collaborative 
created a walking group 
and began to develop best 
practices

Healthy Livable 
Communities 
of Cattaraugus 
County

Co-led by the Cattaraugus County Health 
Department and the Cattaraugus County 
Department of Aging; partners have 
included health, colleges and secondary 
schools, health care, government, 
and community organizations such as 
the Healthy Community Alliance, the 
Southern Tier Health Care System, the 
City of Salamanca Youth Bureau, and 
Cattaraugus Community Action

Rural northeast 
(New York) county 
public spaces and 
workplaces

County 
residents and 
people with 
disabilities

Aim to raise their county health 
rankings in health outcomes 
by addressing the built 
environment, healthy eating 
and physical activity policies 
in schools and workplaces, 
food access for the low-
income rural population, and 
improving access for people 
with disabilities
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two interviews together to ensure consistency in coding and 
to refine the code book. The codes were applied to all case 
study interviews. Code reports were produced for each code, 
and node matrices created by the software were used to 
aggregate the data from coded quotes, to summary sentences, 
to themes. Two sets of themes emerged from the synthesis 
activities: one set related to SCALE concepts and the other 
related to the CEJ principles. The SCALE themes aligned 
with CEJ principles were further organized into narratives to 
facilitate documentation and comparison. The SCALE eval-
uation was reviewed and determined to be exempt by the 
Institutional Review Board of the University of North 
Carolina (IRB 15-2621).

We use the community coalition as the unit of analysis to 
understand how the change process each coalition under-
took under SCALE aligned with the CEJ principles. It is 
important to emphasize we are employing an instrumental 

case study approach rather than an intrinsic one. As 
described by Stake (1995), instrumental case studies pro-
vide insights about an issue rather than about individual 
cases. While this is a multiple–case study analysis, our 
focus is to use these communities as exemplars to describe 
the extent to which the SCALE community improvement 
model conforms to the CEJ principles, and not to explore 
the characteristics of the communities themselves.

Results

The work of SRW and CC as they followed the SCALE the-
ory of change aligned strongest with four CEJ principles: 
Principles 1, 3, 4, and 6. In this section, we describe how the 
SCALE approach encouraged a focus on these principles in 
practice and how they were operationalized by the two com-
munity coalitions (Table 4).

Table 4. Summary of Four CEJ Principles in SRW and CC Community Coalitions and the SCALE Design.

Principle SCALE design CC SRW

CEJ Principle 
1: Explicitly 
address 
structural 
inequity and 
racism

SCALE communities must work to 
advance equity in order to be part 
of the initiative; in-person meetings 
included sessions on racism and tools 
for coalitions to begin conversations 
on racism in their coalitions; tips 
and motivation from peers in other 
communities on advancing this topic

Understand root cause of poor 
health as structural—grinding 
poverty, lack of access, 
generational trauma of forced 
relocation of Seneca Tribe; 
work includes addressing health 
inequities through multiple 
interventions

Drive to improve health for women 
experiencing homelessness; 
understand root causes of 
homelessness as structural inequity; 
focused on advancing coalition’s 
understanding of racism, and 
facilitation skills to have meaningful 
discussions about racism

CEJ Principle 3: 
Build resident 
leadership 
and power

As a SCALE requirement, participating 
community coalitions had to include 
people with lived experience of 
the inequities being addressed (i.e., 
community champions)

Coalition was founded and built 
by government institutions and 
predominantly white individuals 
from institutions; made steps 
forward in inviting people from 
underrepresented groups in to 
the coalition

Worked to build leadership of 
women experiencing homelessness 
and experienced challenges in 
balancing women’s individual 
advocacy for their personal needs 
with larger coalition topics

CEJ Principle 
4: Focus on 
policy and 
systems 
change

Multipronged approach to building 
leadership, relationship-building skills, 
and improvement capacity aimed to 
build foundational skills in community 
transformation

Started with their own workplaces 
to test and implement workplace 
policies that advance health; 
worked to improve accessibility 
of county buildings for people 
with disabilities

Food systems change; set goal to 
develop best practices in health 
care for women experiencing 
homelessness and train other 
providers

CEJ Principle 
6: Build core 
functions 
for the 
collaborative 
based on 
equity and 
justice

SCALE provided tools to support 
coalition teams, including meeting 
agenda templates, and team roles; 
SCALE acted as a neutral convener 
to bring in new partners and specified 
deliverables with deadlines that 
engaged multiple parties to move 
toward a shared aim (e.g., action labs); 
tools to allow all to see themselves 
in the work, like driver diagrams 
and reviewing bright spots in the 
community, and the action lab to 
engage partners

One individual owned 
facilitation, agendas, follow-up; 
subcommittee structure allowed 
focused topic-based work; used 
scale tools to engage many 
partners by building relationships 
and working toward shared aims

Meeting facilitation led by a new 
leader who focused on her 
leadership development in this 
capacity; she focused on leading 
with the heart tools/techniques and 
strong meeting facilitation to keep 
coalition members engaged

Note. CEJ = Collaborating for Equity and Justice; SCALE = Spreading Community Accelerators Through Learning and Evaluation; SRW = Skid Row 
Women; CC = Healthy Livable Communities of Cattaraugus County.
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CEJ Principle 1: Explicitly Address Structural 
Inequity and Racism

In SCALE, equity was framed as “the price of admis-
sion”—all who participated were required to work to 
advance equity. At SCALE in-person trainings, racism and 
structural inequities were emphasized as a root cause of 
poor health and well-being. Coalition teams were trained 
on tools, like the implicit bias test, to facilitate conversa-
tions about racism in their coalition. Peer coalition teams 
were encouraged to share learnings and tips about what 
worked in efforts to address structural inequities in their 
community settings. SRW and CC team members reported 
feeling inspired and motivated by the work others were 
doing to advance equity and found it valuable to be part of 
the SCALE network.

Both SRW and CC recognized the structural inequities 
present in their contexts. The communities shared similar 
barriers to well-being, including food apartheid, unhealthy 
built environments, poverty, and inadequate health care 
access. Additionally, SRW identified “racism, mental illness, 
incarceration, trauma, and female equity” as key community 
challenges. CC’s major equity challenge was historical and 
present-day structural violence against native populations 
and low-income communities. While both coalitions were 
committed to improving equity, they reported feeling over-
whelmed by the enormity of the inequities. A SRW team 
member shared: “It is so big that I’m just trying to think 
about where can I affect change in our little microcosm.” 
Both coalitions sought to start small enough to advance 
short-term improvements while remaining cognizant that 
changes needed to be significant enough to contribute to the 
broader goal of systems change.

The two community coalitions focused in different areas 
to address equity in their settings. SRW focused on commu-
nity relationships and advancing their understanding of 
structural racism. In community coalition meetings, the 
coalition lead facilitated discussions on racism and its 
impact, both within the coalition and on the health of women 
experiencing homelessness. Several team members reported 
that the use of equity tools provided by SCALE (e.g., dia-
grams depicting inequity, poems, and completing and 
debriefing the implicit bias test) during meetings strength-
ened their coalition bond through identification of shared 
values and built their knowledge and skills to normalize con-
versations about racism and inequity.

In CC, to address equity, they designed and implemented 
interventions at multiple levels. Specifically, they worked 
across sectors to target drivers of poor health, including the 
built environment and access to health initiatives in schools 
and workplaces. They also strengthened their partnership 
with the Seneca Nation of Indians to expand the reach of the 
health equity work.

Despite these differences in approaches, both coali-
tions used knowledge and skills gained from SCALE to 

acknowledge and name structural inequities in their com-
munities. However, both struggled with the enormity of 
the needed structural change. The SCALE emphasis on 
racial equity aligned to the principle that an explicit focus 
on inequity and racism is critical for communities seeking 
to promote community change; however, further work is 
needed to move deeper—from acknowledgement to radi-
cal change.

CEJ Principle 3: Build Resident Leadership and 
Power

Building SCALE community member leadership is an inte-
gral part of the SCALE theory of change, and a primary 
focus of the training academies. SCALE required that com-
munity champions with lived experience of the inequity 
being addressed be included as part of the core coalition 
team. To meet this aim, teams received training on meaning-
ful engagement with community members and sharing power 
to cocreate change.

Both coalitions applied the knowledge and skills acquired 
from SCALE to advance leadership capacity in their com-
munities but in different ways. SRW focused on building the 
building the leadership capability of residents who experi-
enced homelessness. The SRW coalition lead and LIA 
worked with community champions (community members 
with lived experience) to develop skills in public speaking 
and community advocacy. They also coached community 
champions on how to have an effective voice in community 
leadership and steering committee meetings and helped them 
frame community issues through a public health lens. As one 
community champion said,

The SCALE steering committee chose me to be on that 
committee because I have a history. I have a history of drug 
addiction, I have a history of high blood pressure, diabetes, 
mental health issues because of the trauma and because of the, 
you know, different things in my life. So, I had the experience.

This community champion joined because she wanted to 
advocate for women experiencing homelessness and wanted 
to reduce the stigma of experiencing homelessness.

While participation in SCALE spurred SRW to adopt this 
CEJ principle, it also highlighted challenges associated with 
cocreating solutions. First, community members continued 
to struggle with a lack of access to housing and personal 
health challenges, having limited time for coalition activi-
ties. Second, shifting from community members advising 
the work to sharing power and decision making with institu-
tional leaders proved challenging. At times, community 
champions and institutional representatives did not agree  
on coalition direction and priorities. For example, SRW 
selected diabetes as a focus area because there was addi-
tional grant funding available, and the focus area aligned 
with SCALE requirements. However, one community 
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champion disagreed. She preferred a focus on mental health, 
which was perceived as a critical need among her peers:

We can be at this round table talkin’ day in and day out, but if 
I’m, like, mental, I don’t give a damn about diabetes. Sorry. I 
don’t care. So what should we push for? Mental wellness, then 
we get to the physical. Let’s get that first.

Coalition members openly discussed this disagreement as a 
critical moment and difficult decision in their coalition.

In CC, building leadership and power at the community 
level was difficult because the coalition was more accus-
tomed to collaborations between institutions, and did not 
have a history of a strong working relationship with the 
Seneca Nation. The CC coalition was established as a 
partnership between the Public Health Department and the 
Office on Aging, and much of their work was conducted 
through their network of institutional partners and per-
sonal connections—as they described it, “other people 
who look like them” (i.e., White women). As such, their 
greatest challenge was to shift from a coalition built by 
institutions to working in partnership with the community 
and building resident power. They needed to build new 
relationships and new leadership practices. For example, 
the CC LIA reported using SCALE’s reflective practices 
to further develop her leadership to make space to let oth-
ers lead:

Learning to shut up and let other people shine, and let other 
people take the lead, let other people come up with ideas, let 
other people brainstorm them, let other people volunteer. That 
has been a learning curve for me.

In addition, economic incentives created a challenge: The 
coalition’s work on tobacco cessation was perceived by some 
as “coming after the Seneca” because tobacco is one of their 
key economic drivers. Despite these challenges, CC made 
progress in their collaborations. Through their work to 
improve population health and accessibility to county build-
ings for people with disabilities, CC partnered with individu-
als from the Seneca Nation, people with disabilities, and 
other people from populations in the community who were 
unrepresented in their coalition.

The SCALE requirement to involve of people with lived 
experience aligns with the CEJ principle articulated by Wolff 
et al. (2017), for community engagement to “prioritize lead-
ership by people who are directly involved in the issues 
rather than by those professionally involved in solving the 
issues.” The experiences of both coalitions show that while 
SCALE training and tools supported progress in building 
resident leadership and power, such progress was not absent 
of practical challenges. Implementing this CEJ principle 
requires an intentional and sustained effort and skill building 
in sharing power, dealing with conflict, and relationship and 
leadership development.

CEJ Principle 4: Focus on Policy and Systems 
Change

The SCALE theory of change posited that systems change 
required improving leadership capability, relationships 
within and between communities, and an intercommunity 
system to spread promising ideas. System change methods 
were a major component of SCALE training including the 
model for improvement (Langley et al., 2009) and design 
thinking, methods for relationship building, and mechanisms 
for sharing promising ideas and problem solving across com-
munities. Coalitions were required to develop improvement 
aims and outline drivers of change. Each coalition conducted 
an “action lab,” a concentrated effort to develop and itera-
tively test small-scale system improvements. In the SCALE 
theory of change, these efforts were less about producing 
immediate results, and intended to develop the practice of 
transformation through innovation and experimentation.

Both community coalitions used the action lab and 
reported it helped them engage new partners, build relation-
ships within their communities, and create a sense of urgency 
and momentum. To reduce inequities for women experienc-
ing homelessness, SRW used the action lab to convene 
women experiencing homelessness and agencies that typi-
cally did not work together and were traditionally competi-
tors for grant funding. They shared resources, curricula, and 
lessons learned, to develop best practices for diabetes pre-
vention and management for women experiencing homeless-
ness to account for the unique barriers faced by this 
population, including lack of access to safe places to exer-
cise, lack of access to affordable nutritious food, and finan-
cial stress. Through their action lab, SRW created a network 
of partners that held similar values that could work together 
on future projects. CC used the action lab to bring partners 
together to improve health in the workplace. They used 
small-scale testing to advance healthy meetings and 30 min-
utes of physical activity for employees each day.

For both SRW and CC, the action lab structure helped 
their partnerships clarify their vision for systems change, 
establish a system for learning, maintain momentum, and 
work efficiently toward achieving their goal. However, both 
SRW and CC team members described the tension between 
seeking systems change while running programs that pro-
mote individual behavior change despite the knowledge that 
these kinds of programs rarely result in sustainable popula-
tion outcomes. The SRW program manager noted,

Food equity, that’s always a problem. We can have diabetes 
programs where we’re increasing their knowledge and self-
efficacy with health behaviors, but in the end, a lot of women 
come up to me and say, “You know I know this . . .” So, I think 
that’s such a challenge. It’s just that there are so many, larger 
complex issues in our society that kind of prevent them from 
accessing the right resources for food and exercise and all 
those things.
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The CC community representative shared the same tension 
but articulated how SCALE’s training helped her see beyond 
a programmatic focus and stay motivated:

There’s that narrow focus of what funding’s available, what can 
we do with this funding? Programs, programs, programs. 
SCALE training opened up [new thinking]: “All right, let’s take 
that off the table.” But what would you like to see? That 
visioning process was so important for me to keep doing what 
I’m doing, but also see the bigger picture.

In their systems change efforts, both coalition teams reported 
challenges in finding time and resources for improvement, 
engaging partners in systems change, and pausing to docu-
ment small-scale tests for their learning. In the midst of these 
challenges and setbacks, coalition members on both teams 
noted that the concept of “failing forward” (i.e., learning 
from failure) learned from SCALE was an important leader-
ship mind-set shift that helped them understand failure as a 
learning opportunity that is an integral part of the systems 
transformation process.

Overall, the SCALE training on systems improvement 
provided communities with practical tools for systems trans-
formation, indicating partial alignment with this CEJ princi-
ple. Wolff et al. (2017) recommend coalitions develop 
advocacy and political skills, which are not covered to the 
same extent in the SCALE curriculum.

CEJ Principle 6: Build Core Functions for the 
Collaborative Based on Equity and Justice

CEJ Principle 6 encourages coalitions to create a convening 
group responsible for coordination and communication. As 
mentioned previously, all SCALE coalition teams were 
required to create a convening group that included people 
most affected by inequity. SCALE also provided collabora-
tive engagement tools, and modeled meeting agendas to 
include processes for building connections and relationships. 
Guidance SCALE provided to strengthen coalition function-
ing included asking “open and honest questions” to improve 
active listening, using “yes, and . . .” to honor the truth of the 
person and add your own, identifying bright spots to high-
light promising work done across the community, and devel-
oping aims and driver diagrams to see how many parts of the 
work fit together and contribute to a shared aim. Overall, 
both SRW and CC reported the use of SCALE tools strength-
ened coalition functioning by providing methods to build 
relationships, run meetings, and engage a group.

The SRW lead considered the process of running meet-
ings to be critically important:

I think a lot of us have coalition fatigue and pilot fatigue. So, we 
didn’t want [our coalition’s participation in SCALE] to just be a 
typical thing, and it was also new for people to be part of a 
project where it wasn’t only outcome-driven, but it’s also about 

the process. I think we’re always having to remind our coalition 
about that. Like, you guys, take a breath. In nonprofit scenarios, 
when people get grants, they just feel this huge pressure to 
perform, exceed expectations, and that’s great, but it’s also like 
you can lose sight of the process a lot along the way. So, having 
a mind toward process has been really important for us, and 
really thinking through even these small things about how to 
have a good coalition meeting.

SRW used multiple strategies learned from SCALE to build 
an effective meeting process. They used poems to create con-
nections in their meetings and developed processes to make 
sure no voice was left unheard.

In CC, the LIA was responsible for facilitation, logistics, 
and administration of meetings. She brought new people to 
meetings, including a Seneca Nation partner. To avoid top-
down decision making, they created a subcommittee structure 
that changed their work from being organized by grants to 
being organized by improvement aims. This approach helped 
build local infrastructure to move work forward simultane-
ously in different areas and draw on the expertise from mem-
bers of the community. For example, an equity subcommittee 
focused on improving access to community spaces for peo-
ple with physical disabilities. It leveraged funding from mul-
tiple sources, including SCALE. The subcommittee structure 
allowed more people at various levels to contribute, in con-
trast to the large meetings that were often dominated by key 
institutional leaders. Each CC team member noted the impor-
tance of the subcommittee structure to advancing work and 
making room for all voices. In the subcommittee structure, 
meetings were used to identify shared areas of work and 
resources for advancing those areas. A CC coalition member 
describes a specific connection made as a result of the new 
structure:

What SCALE has done is, now, the person who runs the food 
bank program is sitting on the same subcommittee with the 
people that are running the Veggie Mobile, and we’re starting to 
say, how do we work together to make that successful?

Overall, CC and SRW coalition members reported that the 
SCALE requirement to have a leadership structure that 
included community members and providing strategies for 
engagement and communication strengthened relationships, 
partnerships, collaboration, and coordination, and enabled 
the advancement of complex change processes as outlined in 
this CEJ principle.

Discussion

In summary, while SRW and CC worked with different popu-
lations, contexts, and aims, participation in SCALE supported 
both coalitions to approach their work in a way that aligned 
with CEJ Principles 1, 3, 4, and 6. SCALE tools focused on 
relationship building, leadership skills, and systems change 
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provided a foundation to address structural inequity and rac-
ism, share power and build relationships to engage commu-
nity members equitably, focus on policy and systems change, 
and build core functions for the collaborative based on equity 
and justice. These efforts were not without their challenges, 
including the frustration of making small improvements 
while recognizing the enormity of the needed structural 
change, building new relationships and sharing power and 
decision making that leads to conflict, and managing a func-
tioning coalition. Advancing CEJ principles requires self-
reflection and courage; new ways of being in relationship; 
learning from failure; productive conflict to explicitly address 
power, racism, and other forms of oppression; and methods to 
test systems improvement ideas. As Wolff et al. (2017) state 
in their seminal article introducing the CEJ principles, 
“Coalitions and collaborations need a new way of engaging 
with communities that leads to transformative changes in 
power, equity, and justice” (p. 42). Judging from the experi-
ence of these two coalitions, the SCALE approach has 
embraced and promoted this vision.

Limitations

There are several limitations to this study. First, we have 
drawn conclusions about the alignment between SCALE 
and the CEJ principles based on an analysis of just 2 out of 
24 communities. Second, because the evaluation was not 
designed to examine the alignment between SCALE and 
the CEJ principles, the data collection did not specifically 
ask about the CEJ principles. Third, our conclusions are 
drawn based on a comparison of themes that were induc-
tively derived from interview transcript, and it is possible 
that connections we have made are mediated by other 
unknown theories or processes. Finally, to affect long-last-
ing change, community coalitions must adopt the CEJ prin-
ciples as an everyday mode of action, even when they are 
no longer part of SCALE. We will not know whether the 
actions reported by the coalitions that are aligned with the 
CEJ principles will sustain when SCALE funding is no lon-
ger available.

Implications for Theory and Practice

Collaborative approaches hold tremendous promise for com-
munity-level change. A review of 48 community change ini-
tiatives found that most communities that were part of such 
approaches experienced improvements at a program, organi-
zational, or neighborhood level. However, despite notewor-
thy progress, most change efforts did not result in the degree 
of community health improvement envisioned. In fact, few 
efforts resulted in policy and systems reform, and few (if 
any) demonstrated changes in population health (Kubisch, 
Auspos, Brown, & Dewar, 2010). Community transforma-
tion is challenging because it involves changing relation-
ships, structures, and norms within a complex system 

(Trickett et al., 2011). System-level changes require long-
term, sustained commitment (Fawcett et al., 2010). The gap 
between what can be accomplished in months and the enor-
mity of the needed system changes to create equitable oppor-
tunity for marginalized communities creates challenges even 
for the most motivated coalitions (Shortell et al., 2002). 
Taking focused action in the face of deeply rooted historical 
and present-day inequities is essential for improvement. The 
CEJ principles are intended to be a new approach for com-
munity collaboration explicitly focused on structural trans-
formation, but they do not recommend one particular model 
or methodology through which to implement them.

Our analysis of two coalitions in the SCALE initiative 
indicates that the approach followed by SCALE has the 
potential to be one method through which the CEJ model 
for collaboration can be applied. Our results illustrate 
that an approach such as SCALE that strongly encourages 
the building of personal relationships, requires an explicit 
focus on racism and equity, demands that coalitions 
include people with experience in the community in posi-
tions of leadership, and teaches skills and methods to 
bring about system transformation has the potential for 
creating the kinds of coalitions that the CEJ recommends 
are needed to tackle inequity and injustice. More research 
is required to study the mechanisms and theories through 
which this approach creates the capability for community 
collaborations to take on deep-rooted structural barriers 
to community health and well-being. At the same time, 
there is the need for more detailed evaluation of the 
implementation of the SCALE activities in other commu-
nities to determine whether the alignments with CEJ prin-
ciples that have been identified in this study are replicated 
or reinforced elsewhere. We have made a promising start 
and hope that these findings will encourage other 
researchers and practitioners to build and test similar 
approaches to generate a deeper body of knowledge about 
community transformation that promotes equity and 
justice.
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