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Abstract
Early relational health between caregivers and children is foundational for child
health and well-being. Children and caregivers are also embedded within mul-
tiple systems and sectors, or a “child-serving ecosystem”, that shapes child
development. Although the COVID-19 pandemic has made this embeddedness
abundantly clear, systems remain siloed and lack coordination. Fostering rela-
tional health amongst layers of this ecosystem may be a way to systematically
support young children and families who are facing adversity. We integrate the-
ory, examples, and empirical findings to develop a conceptualmodel informed by
infantmental health andpublic health frameworks that illustrates how relational
health across the child-serving ecosystem may promote child health and well-
being at a population level. Our model articulates what relational health looks
like across levels of this ecosystem from primary caregiver-child relationships, to
secondary relationships between caregivers and child-serving systems, to tertiary
relationships among systems that shape child outcomes directly and indirectly.
We posit that positive relational health across levels is critical for promoting
child health and well-being broadly. We provide examples of evidence-based
approaches that address primary, secondary, and tertiary relational health, and
suggest ways to promote relational health through cross-sector training and psy-
choeducation in the science of early development. This model conceptualizes
relational health across the child-serving ecosystem and can serve as a template
for promoting child health and well-being in the context of adversity.
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1 INTRODUCTION

Childhood adversity and trauma represent urgent pub-
lic health issues because of their high prevalence both in
the United States (US; Shonkoff et al., 2009) and globally
(Gilbert et al., 2012; Stoltenborgh et al., 2013). Associated
negative physical and mental health outcomes can under-
lie lifelong health inequities (Shonkoff et al., 2009) and
thus are important developmental determinants of adult
health (Halfon & Hochstein, 2002). In this paper, we iden-
tify structural challenges and opportunities in addressing
childhood adversity and trauma, with a focus on harness-
ing wisdom from the fields of infant mental health (IMH),
the science of early development, and life course health
development (LCHD) to propose a model of the connec-
tions among social sectors and systems that shape child
health and well-being outcomes. We consider how the
model could help promote child health and well-being at a
population level, meaning the health and well-being of all
children in society (Kindig & Stoddart, 2003).
To apply IMH, science of early development, and LCHD

concepts on a broad scale, we incorporate public health
perspectives that articulate how social determinants of
health—such as poverty or racism—can affect population-
level outcomes (Dean et al., 2013; DeSalvo et al., 2017)
and that describe how cross-sector, systems-level connec-
tions can promote societal health and well-being (DeSalvo
et al., 2017). Here, we define sector as a broad subdivision
of society addressing a type of social, economic, or political
need; for example, the education sector. We define systems
as interacting entities and processes that share organizing
principles and are embedded within sectors that focus on
a specific set of needs for a population (e.g., a school dis-
trict is a system within the education sector). Engaging
systems across sectors (e.g., health, housing, education) is
essential for promoting the health and well-being of young
children (DeSalvo et al., 2017). We specifically consider
the complexity and interconnectedness ofmany systems—
such as systems within the educational sector (e.g., early
childhood education centers) or food sector (e.g., local
food banks)—that shape the lives of young children. We
apply concepts from IMH and the science of early develop-
ment to illustrate how tomodel connections across systems
and sectors to foster well-being for children on a popula-
tion level, particularly children facing adversity (Harries
& O’Donnell, 2019; Miles et al., 2010).
Decades of research on the science of early development

(Shonkoff & Phillips, 2000) suggests that experiences of
adversity and trauma, including poverty and associated
material hardships, have the most damaging impacts early
in development as they can disrupt foundational processes
such as brain development (Brito & Noble, 2014; Engel
& Gunnar, 2020) and biological stress regulation capacity

(Johnson et al., 2016; Loman & Gunnar, 2010) that evolve
rapidly during early childhood. Some responses to stress—
hypervigilance to threat, for example—may be adaptive for
coping in the moment, but over time can take a toll on
the body’s immune functioning and cardiovascular health
(Pakulak et al., 2018). LCHD models further suggest that
when such disruptions become embedded in the organ-
ism during this sensitive period, they can have costly and
negative long-lasting impacts on adult functioning, health,
and productivity (Halfon & Hochstein, 2002). Such mod-
els inform some public health efforts to enhance child
health; for example, those that seek to connect pediatric
care and early childhood education systems to promote a
healthy adult population (DeSalvo et al., 2017; Halfon et al.,
2014). The current paper extends these ideas by apply-
ing the key concept of “relational health”—or positive
and nurturing relationships that advance health, wellbe-
ing, and resilience—to the broad systems that shape early
childhood development and well-being across levels of the
social-ecological contexts in which children and families
exist (Bronfenbrenner, 1979), and by suggesting ways to
enhance relational health across these levels.
One in five US children under age 5 years grow up poor

or near-poor (Pac et al., 2017), a higher rate than many
other developed countries (Gilbert et al., 2012), and 10–36%
experience violence and maltreatment (Finkelhor et al.,
2013). Exposure to both poverty (Pac et al., 2017) and vio-
lence is higher among children of color (Koenen et al.,
2010). The COVID-19 pandemic has exacerbated children’s
risk for exposure to trauma globally including the loss of
primary caregivers (Hillis et al., 2021), increased family
violence and limited supports (Usher et al., 2020), and eco-
nomic and psychological stress (Wang et al., 2020). As later
remediation is difficult and costly, preventing trauma and
mitigating its impact during early development are urgent
priorities for long-term health and well-being in children.
Indeed, doing so could also ultimately improve long-term
public health by impacting not only the lives of the many
children who have experienced such adversities but also
intergenerationally, as these children become adults and
begin their own childrearing journeys (Bowers & Yehuda,
2016).

2 GOALS OF PAPER

The goals of the current paper were therefore twofold.
First, we sought to develop a model for addressing child
health and well-being at a population level using key con-
cepts from IMHand the science of early development, such
as relational health, that could be integrated with theo-
retical frameworks focused on broader social-contextual
factors. Second, based on this model, we sought to identify
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strategies to promote child health andwell-being in sectors
and systems that do not primarily focus on children, but
that often impact young children and families directly (e.g.,
early childhood education) or indirectly (e.g., correctional
systems).

3 APPROACH

We first integrated different theoretical perspectives to
develop our conceptual model of multi-level relational
health. Specifically, we drew on perspectives from IMH
(Weatherston & Ribaudo, 2020), which gives primacy to
early relationships, particularly that between child and
caregiver, as foundational for healthy child development
(Sroufe, 2016); Ecological Systems Theory (Bronfenbren-
ner, 1979), which specifies the multiple, nested levels of
social-contextual influences shaping children’s lives; the
broad science of early development literature that artic-
ulates mechanisms by which such influences get under
the skin to shape child development (Shonkoff et al.,
2009; Shonkoff & Phillips, 2000); and the LCHD frame-
work, which considers how early adversities can become
embedded and impact adult health, with population-level
public health implications (Halfon&Hochstein, 2002).We
applied these theoretical perspectives to develop a model
for cross-system, cross-sector collaboration. We identified
and present examples of programs that address relational
health to illustrate how relational health applies across
each level of the social-ecological model. These programs
provide real-world examples of collaborations that sup-
port early childhood development across different sectors
and include community-based clinical services, pediatric
screening for social-contextual risks, and a translational
network of interdisciplinary university partners informing
policy decisions.
We next considered recommendations from the inter-

professional education literature (Bridges et al., 2011;
Schelbe et al., 2020) to identify opportunities for pro-
moting relational health across the child-serving ecosys-
tem. We describe strategies and opportunities for cross-
sector developmentally-informed psychoeducation that
use novel approaches to engage learners and integrate
principles of IMH, such as space for reflection, for both
child-serving and indirectly-child-serving professions (see
Figure 1). Such approaches may enhance cross-system
investment in services and effective cooperation to prevent
adversity and address the effects of early-life exposure to
trauma, thus fostering positive child health andwell-being.
This model of multi-level relational health, combined

with suggestions for cross-sector education and training
in the science of early development, represents a novel
way to promote child health and well-being at a popula-

tion level by infusing these perspectives in contexts where
they are not yet well-recognized. For example, although
there have been recent calls in the public health sec-
tor to integrate families as a “cornerstone”, families are
rarely centered in public health efforts, which often focus
on health indicator surveillance and/or behavior change
either at a broader environmental or individual level
(Weiss-Laxer et al., 2020). Yet, for young children, health
is shaped through family environments and early rela-
tionships (Weatherston & Ribaudo, 2020). Families with
young children are therefore an essential voice that should
be placed at the center of efforts to promote the health
of young children. Greater awareness of IMH and sci-
ence of early development principles could prompt public
health efforts to center families by including parent per-
spectives and engaging parents as partners in identifying
child health priorities. The current paper seeks tomove the
field forward to equitably promote positive developmental
outcomes for young children and mitigate the impact of
adversity on child health. This model is therefore intended
for all practitioners who work across sectors and systems
that serve families with young children both directly and
indirectly, to highlight the importance of relational health
across all different levels of our social systems.

4 ADDRESSING IMPACTS OF
EARLY-LIFE ADVERSITY: STRUCTURAL
CHALLENGES AND OPPORTUNITIES

Ecological Systems Theory (Bronfenbrenner, 1979) details
layers of the social systems or environments in which chil-
dren are embedded. Science of early development (Shon-
koff et al., 2009; Shonkoff & Phillips, 2000) and LCHD
frameworks (Halfon & Hochstein, 2002) further specify
the mechanisms by which early-life influences can shape
long-term health and well-being. An ecological system, or
ecosystem, includes socially organized subsystems nested
within each other, with the individual at the center. To
model human development, one must consider the entire
ecosystem. Children are nested within hierarchically lay-
ered social structures, or the “child-serving ecosystem”,
whose impacts funnel down, most often through care-
givers, to shape children’s health and well-being (see
Figure 1). Key actors in the child-serving ecosystem include
primary caregiver/s and direct and indirect child-serving
persons and systems (Figure 1). As each of these direct
and indirect influences can impact child development,
each one also represents an opportunity for intervention
to promote child well-being. For example, when young
children witness their parents being arrested, they may
experience trauma andmental health challenges related to
the event (Roberts et al., 2014). It has been suggested that
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F IGURE 1 The child-serving ecosystem

correctional officers who are called to scenes where young
children are present may benefit from better understand-
ing child development to inform their actions and reduce
the likelihood of increased trauma to the child (Kurs et al.,
2015).
The child-serving ecosystem also exists within a broader

sociocultural context of social determinants of health
(SDOHs), including racial bias and racism, that can man-
ifest (directly and indirectly) across child-serving systems
and persons (Fluke et al., 2003; Reskin, 2012). Some recent
efforts in early childhood education have called atten-
tion to implicit race bias, for example, given excessive
rates of preschool expulsions of children of color (Neitzel,
2018). Thus, it is also critical to situate this model within
these larger structural factors, which are often the focus
of public health-informed approaches that seek to address
inequities in health at a population level (Satcher, 2010),
and are increasingly recognized as impacting health and
well-being early in the lifespan (Crear-Perry et al., 2021;
Moore et al., 2015).
Although most families with young children engage

with some of the systems illustrated in Figure 1 (e.g.,
childcare), families facing adversity often interact with
a multitude of these systems to meet basic needs (Pac
et al., 2017). Researchers have recognized difficulties in
coordinating services across systems and sectors (Mattes-
sich & Rausch, 2014). The COVID-19 pandemic has made
these challenges more urgent, and the implications of
systems not meeting these needs for child health and well-

being have become more evident. For example, school
systems faced nutrition policy restrictions when trying to
address children’s food needs during the pandemic, cre-
ating barriers to effective implementation (Dunn et al.,
2020). Although programs to address basic needs may
exist, systems offering such programs are not designed to
function together, they communicate infrequently or inef-
fectively, and sectors may even work at cross-purposes
(Campbell et al., 2020; Herrenkohl et al., 2019). In this
regard, it is possible to conceptualize the ineffective coor-
dination and limited integration as a lack of relational
health (Metzler, 2020) among and between layers of the
child-serving ecosystem. Furthermore, not meeting the
needs of young children in a timely fashion to limit the
impacts of exposure of adversities on development may
reflect perspectives or priorities that are not developmen-
tally informed, meaning that they fail to integrate science
of early development and LCHD frameworks.

5 NEED FOR RELATIONALLY AND
DEVELOPMENTALLY INFORMED
SYSTEMS AND SECTORS

We use the wisdom of the field of IMH and the science
of early relationships regarding the foundational impor-
tance of relational health (Weatherston & Ribaudo, 2020)
to highlight the need for cross-system, cross-sector rela-
tional health. Even within systems, service coordination
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often relies on extraordinary efforts of individual workers
despite suboptimal working conditions and compensation
(Harries & O’Donnell, 2019; Krystal & McNeil, 2020). The
onus of services coordination thus frequently falls on the
caregiver/s seeking support (Lawless et al., 2014), Seek-
ing services and coordinating across systems can be a
time-consuming and demanding effort under the best of
circumstances, and associated stressors can “pile up” over
time both for families and providers. These individuals
may benefit from reflective spaces to support the pro-
cessing of these challenging realities. Families may not
engage in services for varied reasons, including individ-
ual (e.g., emotional overwhelm, substance abuse, mental
health issues) and broader social context factors (e.g., wel-
fare stigma, cultural insensitivity and racial bias, social
isolation), as well as practical barriers (e.g., time scarcity,
housing instability, unpredictable schedules, unreliable
transportation, system complexity; Ingoldsby, 2010; Kemp
et al., 2009; Ofonedu et al., 2017).
The COVID-19 pandemic exacerbated such issues as

families faced unique home isolation challenges. Family
capacity to cope with pandemic-related restrictions var-
ied immensely, shaped by the social structures in which
families exist. For example, parents who served as “essen-
tial workers” (e.g., grocery store employees) may have had
limited control over work schedules and insufficient tech-
nology and/or time to access services, supervise online
schooling, or provide childcare. Although these issues
have existed for decades and are recognized by IMH
providers (Weatherston & Ribaudo, 2020), the COVID-19
pandemic underscored how systems across sectors (e.g.,
housing, public health) indirectly affect child and family
welfare and brought unprecedented societal and public
health urgency to the need to coordinate and organize
systems to effectively support families with young chil-
dren (Herrenkohl et al., 2020; Yaeger et al., 2020). As new
models of service provision have emerged out of neces-
sity, we face a timely opportunity to consider how to
integrate developmentally and relationally informed per-
spectives into such models, including into systems that
rarely interface directly with children.
Despite increased attention to the needs of young chil-

dren, relatively few professionals in sectors that serve
young children and families directly or indirectly have
training in the science of early development or LCHD
frameworks (Garner et al., 2015). For example, despite
growing interest in trauma-informed care, which consid-
ers how trauma affects development, trauma-informed
approaches are primarily implemented by persons within
direct child-serving systems (e.g., teachers, pediatricians,
social workers (Herrenkohl et al., 2019)). Recently, efforts
within health care and public health sectors have high-
lighted the need to address child trauma exposure and

SDOH’s, yet not all providers have such training (Garg
et al., 2020; Garner et al., 2015; Herrenkohl et al., 2020;
Sokol et al., 2019). Although not all members of the
child-serving ecosystem can become trauma-informed
care providers or IMH specialists, knowledge regarding
the science of early development may be important in
informing decision-making across sectors that directly or
indirectly impact children and families. Insights regarding
the importance of relational health can shape relationally-
informed models to coordinate systems across sectors to
mitigate impacts of adversity and trauma on children
and reduce the burden of responsibility on individual
caregivers and service providers. Taken together, conceptu-
alizing both direct and indirect child-serving systems as part
of an overall child-serving ecosystem and applying insights
from these frameworks can lay the groundwork for promot-
ing the health and well-being of children at a population
level.

6 A DEVELOPMENTALLY- AND
RELATIONALLY-INFORMEDMODEL
FOR CROSS-SYSTEM AND CROSS-SECTOR
COLLABORATION

Our model illustrates how IMH and science of early devel-
opment perspectives can inform coordinated efforts to
address the effects of exposure to adversity and traumadur-
ing early childhood. A key tenet of these perspectives is the
importance of relational health (Weatherston & Ribaudo,
2020), specifically that the primary caregiver/s-child rela-
tionship (the primary relationship; Figure 2) represents the
central context for child development (Metzler, 2020). Yet,
these models do not explicitly center the broader social
forces that indirectly impact child health starting in early
life by shaping the health of this primary relationship
(Garner et al., 2015). Our model provides a framework
for understanding not only the importance of the primary
relationship/s between a young child and caregiver/s for
long-term child outcomes (a focus of IMH and science of
early development models (Shonkoff et al., 2009; Weath-
erston & Ribaudo, 2020), but also the importance of sup-
porting parents and the relationships between parents and
providers within systems (also a focus of many IMH prac-
tices and labeled here as secondary relationships; Figure 2)
as well as the relationships between individuals/providers
across different (indirect and direct) child-serving systems
and sectors (labeled as tertiary relationships; Figure 2),
all in the service of supporting long-term health and
well-being of children. Thus, this conceptual model is
an extension of the IMH and science of early develop-
ment perspectives that address the relationships among
the embedded layers of the child-serving ecosystem and
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F IGURE 2 Conceptual model

the direct and indirect effects of these layers on chil-
dren. It is explicitly situated in Ecological Systems Theory
by including macrosystem factors (Bronfenbrenner, 1979)
and highlights how the health of relationships between
people within layers and between layers of the ecosystem
jointly shape children’s long-term health and well-being.
We review below the implications of the health of the pri-
mary, secondary, and tertiary relationships for child health
and well-being, and provide examples of exemplar pro-
grams that focus on promoting relational health within
each of these relationship levels.

6.1 The primary relationship:
child-caregiver relational health

The caregiving (primary) relationship/s is the most for-
mative context for early childhood development (Gorski,
2011; Sroufe, 2016). Caregiver-child relational health is
predicated on the caregiver/s serving as a secure base
from which the child experiences a sense of safety and
can explore, as well as a soothing place to return and
receive comfort (Sroufe, 2016). Across repeated, everyday
interactions over time, early relational health provides
children a trusted context for learning and exploring, as
well as a reliable place to receive help. Early relationships
also serve as a template shaping future relationships with
others (Gorski, 2011; Sroufe, 2016). Positive childhood rela-
tionship experiences are associated with less depression
and more supportive adult relationships and are espe-
cially important in buffering the negative consequences
of adversity and trauma (Bethell et al., 2019). Relational
health has been associated with positive social-emotional
functioning (Ludy-Dobson & Perry, 2010) as well as bet-

ter cognitive (Hambrick et al., 2019) and physical health
outcomes in childhood, including obesity risk (Ander-
son & Keim, 2016) and sleep (Bordeleau et al., 2012). As
such, caregiver-child relationship-focused interventions
have received increased attention as away to promote child
health (Frosch et al., 2019;Marsh et al., 2019; Sege&Harper
Browne, 2017).

6.2 Supporting the primary
relationship: mom power

Mom Power, one of a suite of “Strong Roots” programs
(https://zerotothrive.org/strong-roots-programs/), is one
example of a program working on the primary relation-
ship. This program is a multifamily, trauma-informed
group intervention designed to strengthen relational
health among mothers facing adversities and their young
children (Rosenblum et al., 2017, 2018). Mom Power
is an evidence-based intervention that, aligned with
the Strengthening Families protective factors framework,
uses an attachment-based framework to support children
through enhancing parents’ mental health, sensitivity,
and nurturing parenting (i.e., the primary relationship).
Women receive experientially-based psychoeducation on
the science of early development, specifically early rela-
tional health. While mothers attend group sessions, chil-
dren are paired with a caregiver (sometimes community
volunteers, but often students training to be psychother-
apists, early childhood education teachers, or nurses) for
child-led play; this arm of the intervention addresses the
child’s attachment system and capacity to accurately signal
attachment-related needs. Mothers also receive interactive
support and coaching from group leaders during in-vivo

https://zerotothrive.org/strong-roots-programs/
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dyadic interactionswith their children during times of sep-
aration and reunion to further parental understanding and
experience of aspects of relational health in the primary
relationship. Together, these two arms of the intervention
support the relational health of the dyad for the child’s
health andwell-being. Conceptualized as a brief “introduc-
tory” program for relational health, Mom Power also seeks
to be just the first step for families and ultimately a warm
hand-off to services in the community that fit identified
needs, to establish individually-tailored networks of com-
prehensive community supports. In this way, Mom Power
also begins to address the next relational layer in the child-
serving ecosystem: the relationship between caregivers
and child-serving systems, or the secondary relationship
(see Figure 2), which in turn, can ensure long-term support
for the primary relationship.

6.3 The secondary relationship:
caregivers’ well-being and their
relationships with child-serving system
providers

The IMH field has pioneered the importance of consid-
ering not only the needs and well-being of the child but
also the primary caregiver/s whose needs are often over-
looked or dismissed (Weatherston&Ribaudo, 2020).When
caregivers’ needs are met, they are better able to foster
optimal relational health with their child (Frosch et al.,
2019; Lawless et al., 2014; Masarik & Conger, 2017). Sup-
port for caregiver needs can come through caregivers’
own relationships, as well as larger social systems (see
Figure 1). The health of the relationship between these
systems and caregivers (the secondary relationship; see
Figure 2) can impact the child directly and indirectly (Law-
less et al., 2014). For example, if a caregiver cannot obtain
childcare in order to work, caregiver stress may affect
how well the caregiver can support the child (Masarik &
Conger, 2017). If parents who have experienced trauma
cannot obtain needed mental health care, their struggles
may lead to less sensitive and responsive caregiving, nega-
tively affecting the child via the primary relationship. The
health of the secondary relationship is especially impor-
tant for caregivers of very young children, as they tend to
experience higher poverty rates and mental health chal-
lenges (Mistry et al., 2007) and face needs unique to their
children’s developmental stages, for example affordable
high-quality childcare. Relational health between primary
caregivers and direct child-serving providers (e.g., pedi-
atricians, teachers) is critical for early development, as
trusting and respectful relationships among caregivers
and child-serving providers can facilitate clear, proac-
tive communication around child needs (Frosch et al.,

2019). Attending to relational health between caregivers
and indirect child-serving providers to meet a caregiver’s
needs may therefore facilitate the health of the primary
relationship and ultimately, the child.
Supporting the Secondary Relationship: Well Child

Care, Evaluation, Community Resources, Advocacy, Refer-
ral, Education (WE CARE). WE CARE (Garg et al.,
2015, 2020) is an example that focuses on the relation-
ship between parents and child-serving providers (the
secondary relationship). WE CARE involves screening
families for SDOHs at pediatric primary care clinics and
using screening information to link families to community
resources. WE CARE is a clinic-based SDOH screening
and referral system developed for pediatric settings, and
it has been implemented with parents of children ages 0–
5 years (Garg et al., 2015). SDOH screening and referral
could occur in a variety of settings (e.g., daycares, work-
places) but pediatric settings are the most common to date
(Sokol et al., 2019).WECARE includes three core activities.
First, practices identify local resources that address vari-
ous needs (including two to four free community resources
per social need) and develop resource referral informa-
tion. Second, practices screen parents for unmet needs
(e.g., childcare, homelessness risk, food security, house-
hold heat, electricity). Third, practices make referrals to
and provide parents with information on the resources
previously identified. To date, WE CARE has been the
subject of three RCTs in pediatric primary care settings,
and researchers have demonstrated its ability to facilitate
linkages between families and community resources (Garg
et al., 2015, 2020). Specifically, researchers have found
that parents who complete WE CARE are more likely to
be enrolled in a new community resource 1 year later
(Garg et al., 2015). This model has promise for widespread
adoption—both within and outside of the clinical set-
ting. Indeed, an ongoing study is currently testing the
effectiveness, implementation, and sustainability of WE
CARE in pediatric practices (1R01HD090191). Importantly,
the effectiveness and sustainability of a program like WE
CARE may be driven in part by awareness of appropri-
ate referral resources, which largely depend on the next
relational layer of the child-serving ecosystem: the rela-
tionships between the individuals within the clinic and the
individuals within the community-based organizations, or
the tertiary relationship (see Figure 2).

6.4 The tertiary relationship: relational
health among child-serving systems

The implications of relational health between the systems
shaping child health and well-being (the tertiary relation-
ship; Figure 2) are often not considered. Yet, relational



MILLER et al. 631

health among individuals across direct and indirect child-
serving systems could facilitate caregiver capacity to meet
their own and their children’s needs. For example, rela-
tional health between stakeholders in the housing and
education sectors could provide a foundation formanaging
future crises that require rapid cross-sector collabora-
tion, such as the COVID-19 pandemic. As with healthy
parent-child relationships, cross-system and cross-sector
relationships that are characterized by trust, established
connections, and clear communication infrastructures
may allow for increased exploration and risk-taking, such
as trying new creative solutions to coordinating care
(Campbell et al., 2020). As families are embedded in mul-
tiple systems, they can be optimally supported if systems
work together to provide care.

6.5 Supporting the tertiary relationship:
zero to thrive translational network

The Zero to Thrive (Z2T) Translational Network is an
example that addresses the tertiary relationship. The
Translational Network includes interdisciplinary univer-
sity faculty members and staff, each of whom conducts
research, clinical, teaching, and/or advocacy work across
various sectors on behalf of pregnant people, young chil-
dren, and their families who face adversities such as
poverty, community racism, and mental health concerns.
The Translational Network connects providers, academics,
policymakers, and families to address real-world problems
and the needs of young children and their families. During
the COVID-19 pandemic, community stakeholders across
the child-serving ecosystem asked the Network to guide
daycare reopening, how to talk to young children about
the pandemic and social distancing, challenges of work-
ing at home with young children, and provide trainings
for early care and education providers. Network members
also gathered and shared materials for parents regarding
how to discuss the Black LivesMatter protests, racism, and
media coverage of community racial trauma with children
(https://zerotothrive.org/race-racism/). Members ensured
that all materials reflected the science of early develop-
ment, for example daycare policies that addressed social-
emotional as well as physical health of young children
and caregivers and the relational health of the secondary
and primary relationships as children transitioned back to
daycare. Suggestions included maintaining open commu-
nication among providers and parents to ease parent stress
about reopening (secondary relationship) and reminding
caregivers how their stress could impact children while
providing mitigation tips (primary relationship). Given
existing strong relational health among Network mem-
bers (tertiary relationship), the Z2T Translational Network

was able to quickly develop and distribute these tailored
resources with help from child-serving ecosystem partners
(https://zerotothrive.org/covid-19/; https://www.dptv.org/
education/tools-for-hope/). In addition to providing infor-
mation grounded in IMHand science of early development
principles, the Z2T Translational Network is seeking to
change how organizations coordinate to support families
by providing experiential training in key concepts from
IMH and the science of early development for profession-
als in sectors who do not typically receive such training
(e.g., community-based organizations, family law clinics).
As an illustration of efforts to nurture relational health

at the tertiary, cross-systems level, Z2T faculty have part-
nered with the Rhode Island Association for InfantMental
Health to support a multi-year initiative (the “Baby Lead-
ership Learning Academy” or Baby LLC; Dickstein &
Rosenblum, 2020), bringing together staff from across a
wide range of child-serving systems (e.g., social service
agencies, court systems, children’s museum, health care,
early intervention, mental health, education, and others)
to improve care for infants and young children and their
families involved in the child welfare system. This support
included delivering a series of light-touch, lunch-and-
learn type trainings (“Strong Roots Encounters”) andmore
in-depth workshops (“Strong Roots Principles and Prac-
tices”) to diverse child serving systems and participating in
the community-driven efforts to strengthen collaboration
across these systems. For example, based on this initiative,
interest was garnered in strengthening the co-parenting
relationship between parents and caregivers supporting
young children in foster care. An adaptation of the Mom
Power program, called Strong Beginnings, was launched
in response to this need, with involvement from multi-
ple community partners to deliver a parenting program
to support and encourage connection between foster par-
ents or kin and biological parents, and, as the program
was delivered and overseen by diverse child-serving pro-
grams, between child-serving systems. This initiative thus
extended beyond simple delivery of psychoeducation to
partnering with communities to translate best practices
based on the science of early development to strengthen
relational health at the primary (e.g., Strong Beginnings
group to nurture parent-child relationships), secondary
(e.g., support for relationship building between foster and
kin parents and biological parents), and tertiary (e.g., Baby
LLC) levels (Dickstein & Rosenblum, 2020).
We posit that collaborations characterized by positive

relational health among stakeholders across systems and
sectors (tertiary relationship) can meet families’ needs
more proactively at the provider level (secondary rela-
tionship), thereby promoting stronger relational health
in the caregiver-child dyad (primary relationship), which
ultimately should foster positive health outcomes and

https://zerotothrive.org/race-racism/
https://zerotothrive.org/covid-19/
https://www.dptv.org/education/tools-for-hope/
https://www.dptv.org/education/tools-for-hope/
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well-being for children, particularly those who have faced
trauma and adversity. We next consider strategies for
fostering relational health across these levels of the child-
serving ecosystem.

7 STRATEGIES FOR CREATING
RELATIONAL HEALTH ACROSS THE
CHILD-SERVING ECOSYSTEM

Promoting relational health across the child-serving
ecosystem could foster more effective cross-system and
cross-sector collaborations that benefit children. Shared
understanding underlies relational health. Integrating an
understanding of the science of early development and
the importance of relational health across direct and indi-
rect child-serving sectors is therefore essential. This goal
could be accomplished through education and training,
specifically: (1) basic psychoeducation in the science of
early development, IMH, and LHCD for individuals across
the child-serving ecosystem to create shared knowledge
regarding key influences on child development and their
long-lasting impacts; and (2) shared inter-professional
experiences for direct and indirect child-serving trainees
and stakeholders across systems and sectors to develop
collaborative child health advocates (Bridges et al., 2011;
Dickstein & Rosenblum, 2020; Schelbe et al., 2020). Such
training experiences should facilitate relational health
across layers of the child-serving ecosystem, ultimately
producing connections that can promote strategic changes,
such as sharing data to inform cross-sector decision mak-
ing (Campbell et al., 2020; Halfon & Hochstein, 2002;
Halfon et al., 2014; Mattessich & Rausch, 2014; Schelbe
et al., 2020). Although promoting relational health across
the child-serving ecosystem ultimately requires structural
solutions and supports, we suggest immediate change can
start from the “bottom-up.” We describe below how such
approaches could be integrated across the child-serving
ecosystem.

7.1 Psychoeducation in the science of
early development

Educating individuals across the child-serving ecosystem
in key tenets underlying the science of early develop-
ment, including the multi-level nature of influences on
children and families, the lasting impacts of exposure to
early adversities, and the power of early nurturing rela-
tionships to counteract long-term effects of adversity and
traumaon childrenmay build capacity for relational health
across the primary, secondary, and tertiary relationships.
For example, recognizing how young children respond to

adversity and trauma, the importance of early relational
health in the primary relationship, and how the impact
of early adversity may emerge over time and/or become
more apparent during developmental transitions such as
puberty are fundamental to a science of early development
perspective (Engel &Gunnar, 2020; Garner et al., 2015).We
have summarized examples of programs focused on edu-
cating parents and caregivers about the important role they
can play for children even in the context of adversity, which
is a goal of Mom Power and the Strong Roots programs
(Dickstein & Rosenblum, 2020; Rosenblum et al., 2017;
2018). Educating providers about how parents need sup-
port so that they can be emotionally available for children
may also promote the relational health of the secondary
relationship by emphasizing how important providers are
in supporting parents. Relatedly, programs like WE-CARE
that focus on the secondary relationship may benefit from
educating both pediatric and adult providers on the con-
nections between SDOH and early brain development
(Shonkoff et al., 2009; Shonkoff & Phillips, 2000). Engag-
ing direct providers to advocate in their broader networks
regarding the harmful impact of racism on child develop-
ment has also been identified as an important workforce
development goal in pediatrics and is an opportunity to
increase shared understanding of how social determinants
of health shape child development across the tertiary rela-
tionship (Trent et al., 2019). For example, raising awareness
of how racial bias in systems that directly serve children
and families can create inequities for children and families
of color (Dettlaff & Boyd, 2020) across sectorsmay be effec-
tive in also starting conversations around this issue among
providers who engagemore indirectly with young children
and families.
Although not all systems and sectors require the same

level of intensity of psychoeducation, infusing apprecia-
tion of the science of early development across the greater
child-serving ecosystem in this manner may help foster
positive child outcomes at a population level over time.
Considering the tertiary relationship in particular, promot-
ing an understanding of the science of early development
in sectors that indirectly shape child and family outcomes
(see Figure 1) may be a powerful way to drive decision
making that prioritizes the needs of young children and
families. It is essential to develop appropriate methods
that effectively engage key audiences in relevant sectors,
however. For example, media-based vignettes and stories
(e.g., whiteboard videos; short podcast episodes) coupled
with testimonials could be used to educate police offi-
cers around child development science and the impacts
of trauma, including the role of community trauma and
racism on children (Trent et al., 2019). Another exam-
ple could be community listening sessions (DeSalvo et al.,
2017) with policymakers or landlords to highlight the



MILLER et al. 633

importance of minimizing residential moves for fami-
lies with young children, as stability and predictability
are important aspects of early-life environments (Doan &
Evans, 2020). In fact, a recent pilot project (Lax et al.,
2021) demonstrated the potential of the tertiary relation-
ship across health care and housing sectors to improve
children’s housing conditions. In this project, pediatricians
provided letters to landlords based on screening results
of unsafe housing conditions (i.e., roaches, utilities, mold,
lead) that advocated for the landlord to fix the conditions;
children whose landlord received such a letter were more
likely than children who did not receive the letter to have
the requested housing changes implemented (Lax et al.,
2021). Efforts to engage stakeholders in the housing sec-
tor could also highlight that reduced tenant turnover may
allow for improved relational health between landlord and
lessee and ultimately greater dedication of the tenant to the
rental property and potential adherence to payment sched-
ules when possible. Centering the voices of families as a
method to engage policymakers and other stakeholders is
critical in all such efforts, particularly for individuals in
sectors that do not work with young children, as this can
create advocates for children and families in sectors that
do not traditionally engage with child and family issues
(Weiss-Laxer et al., 2020). Of note, a starting point formany
of these efforts can be basic information provision, in order
to establish shared language and trust among stakeholders.

7.2 Cross-sector training

Another strategy to promote relational health, particu-
larly in secondary and tertiary relationships, is to establish
cross-sector connections early in professional training
(Schelbe et al., 2020). Trainees in direct child-serving sec-
tors may learn about early childhood adversity/trauma
and prevention in career-relevant settings, yet may not
have the opportunity to understand how such processes
are shaped by other systems that also impact the child,
or how such systems interact. Trainees who deliver the
Mom Power program have an opportunity to learn about
some of these issues first-hand as the program is both
delivered in community settings and aims to engage the
secondary relationship through helping families access
needed resources and supports. Similarly, the WE CARE
model exposes direct care providers to broader systems
in the context of SDOH screening. Training settings that
model cross-system collaborations such as mental health
consultation in preschool classrooms (Gleason, 2019) or
community-based integrated care clinics that provide both
parent job training and pediatric care (Duby, 2007) can
also provide excellent opportunities for trainees to experi-
ence how suchmodels work in practice. Yet, many trainees

in fields such as pediatric medicine, nursing, and men-
tal health care complete specialized coursework, practical,
and internships in child development and deliver health
care services primarily in direct child-serving settings.
Trainees in other child-serving sectors such as education
may similarly learn about child development and educa-
tional resources that familiesmay access tomitigate effects
of trauma and adversity, but less about pediatric concerns.
It is challenging to learn how multiple systems work

when isolated within a single system or sector, and key
information may be “lost in translation” when work-
ing across systems (Campbell et al., 2020). Intentionally
increasing exposure to and interaction with trainees across
sectors during early career stages can increase familiarity
with themyriad factors and systems that impact childwell-
being, and help trainees frame their current and future
thinking about determinants of child health and well-
being. Highlighting the value of cross-sector coordination
during early-career training can allow trainees across fields
to start building a shared language and relationships that
may reduce barriers to their later collaboration and coor-
dination (Schelbe et al., 2020). Strategies may include
developing opportunities to engage in case examples that
illustrate the impacts of different sectors on the well-being
of young children and co-creating educational products,
tools, infographics, or techniques that can be tailored
and shared both within and across different sectors. Net-
works such as Z2T that engage community members,
researchers, clinicians, and professionals across sectors
can provide important opportunities for such interaction
across career stages. For example, the Z2T Translational
Network has hosted Rapid Response Talks in response to
child health crises (e.g., detention of children at the US
border) that engage a range of stakeholders and intention-
ally provide space for reflection, including the opportunity
to process the issue with colleagues who bring differ-
ent viewpoints. Over time, such activities can result in
cohorts of developmentally-informed professionals who
can conduct research, serve, and advocate for children
within and across sectors; relationships forged between
individuals during training experiences can be powerful
and long-lasting.
Finally, encouraging trainees to consider the impact of

what they see, hear, and experience in their interactions
with families or systems that affect families, how it affects
them, and how tomanage some of the challenging feelings
may further enhance each of the above training strategies.
Allowing space to reflect in this manner can help reduce
practitioner burnout (Shea et al., 2020) and compassion
fatigue among clinicians and community-based workers
alike (Cocker & Joss, 2016) in addition to enhancing under-
standing and empathy (Watson and Gatti, 2012). IMH
practitioners describe this process as reflective practice,
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often cultivated through reflective supervision (Weather-
ston & Ribaudo, 2020). Though implementing reflective
supervision across the child-serving ecosystem is notwork-
able given time, priorities, and budget constraints, cross-
disciplinary training opportunities can foster awareness of
reflective practice early on and emphasize the importance
of trainees carrying these principles and practices forward
throughout their careers.

8 CONCLUSIONS

In conclusion, we posit that extending IMH-based wis-
dom to inform cross-sector psychoeducation and training
in the science of early development, including a focus
on relational health and the effects of exposure to early
life adversity, has the potential to improve child health
and well-being at a population level by promoting an
understanding of the importance of early experience and
developmental determinants of health. We suggest that
conceptualizing relational health at a systems-level pro-
vides a model for how to develop trusting relationships
at the primary (caregiver-child), secondary (caregiver-
systems), and tertiary (across systems) levels, resulting in
more closely connected and effective systems and sectors,
support for caregivers, and better caregiver-child rela-
tionships that promote child health and well-being on a
broad scale. Pursuing such goals will support the fami-
lies raising children while facing adversities and promote
equity and healthy development for all children. COVID-
19 has highlighted key gaps in meeting the needs of young
children (Bauer et al., 2021) and exacerbated existing soci-
etal fissures, particularly in the United States where the
safety net for young children remains fragmented and
inequities are vast compared to other countries (Moffitt &
Ziliak, 2020). Globally, we need policy-level changes and
funding to address these gaps and effective cross-sector
collaborations given limited resources. Although the chal-
lenges in encouraging institutions to think about relational
health and child development are immense given siloed
structures, constrained funding mechanisms, and politi-
cal priorities, embracing this challenge is vital to promote
child health and well-being and, over time, population
health.
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