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Health Care Payment and Delivery System Reform for Children
as a Tool to Improve the Health of Vulnerable Communities
The COVID-19 pandemic, and its disproportionate impact on low-income people and people of
color, has starkly demonstrated the need for long-term investments targeted at social drivers of
population health. Although chronic physical and behavioral health problems are not the only
source of these disparities, they are among the most important causes.1 Health inequities often
start in childhood. Yet important efforts to re-orient our health care system to focus more on
prevention and changing long-term outcomes have largely excluded children. This paper is a call
to policymakers to recognize the long term health, social, and economic benefits of upstream
investments for children, including those who have experienced trauma, violence or severe
adversity, and to fully include children in health care payment and delivery system reform.

Large scale efforts to transform the way we pay for
and deliver health care have gained considerable
momentum over the last 10 to 15 years. These efforts
have stemmed from an acknowledgment that our
current system is far too expensive and does not
deliver on the promise of high-quality health and
health care that our nation’s families deserve. The
COVID-19 pandemic has reinforced the urgency
behind efforts to move towards value-based care
as entire sectors of the health care system – most
notably, primary care – are at risk of collapsing.
The collapse of primary care is being driven by the
failure of the fee-for-service payment model which is
the predominant payment model in the U.S. health
care system. The failure of fee-for-service economics

has been the driving force behind efforts to move
towards value-based care and payment. A weakened
and reduced primary care infrastructure would be
devastating for the health care system and the health
and well-being of children and their families.
With the pandemic, we can anticipate a renewed focus
on payment and delivery reform and intersections
with public health. Unfortunately, because cost is
often the starting point for transformational efforts
by state and national policymakers, the health care
transformation enterprise focuses predominantly on
adults, particularly those with chronic conditions2,3 and
overlooks the importance of making early investments
in the health and well-being of children.i

The publications referenced here report that efforts to transform state Medicaid programs focus largely on the 5% of Medicaid beneficiaries
that contribute to 50% of Medicaid spending. These individuals are almost exclusively elderly individuals with disabilities, leaving children
out of the bulk of health care transformation efforts.
i
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Background

As a nation, we fail to acknowledge the direct
correlation between the health and well-being of a
child and the long-term health of the adult that child
becomes. As a result, we continue to see profound
and worsening health challenges for children and
families, as well as associated morbidity and mortality
in adult populations as these children age. The
COVID-19 Pandemic has been a particularly intense
example of a broader American problem.

For decades, the United States has grappled with how
to address both the rising cost of American health
care and poor population health outcomes. The
United States has suffered, by far, more deaths from
COVID-19 than any other country which has largely
been driven by the incredibly high rates of infection
and death in Black and Latino communities.ii The U.S.
has the highest rates of infant mortality and maternal
mortality and the lowest life expectancy compared to
other industrialized nations.4 Even before the current
economic crisis, 44% of Americans reported not seeing
a doctor when they need to because the costs are too
high, and nearly two-thirds believe that, as a country,
we do not get good value from the health care system.5

In order to address these challenges federal and
state policymakers must advance reforms that focus
on improving health care delivery and payment
for children. There are important opportunities to
improve long-term health and social outcomes if our
nation prioritizes upstream investments for children
and fully incorporates the care of children into health
system transformation.

While key health indicators are lagging, we are
spending much more per person on health care.
In 2015, for the first time, the federal government
spent more on health care — $936 billion — than
on any other entitlement program, including Social
Security, which cost $882 billion in the same year.6
In 2019, U.S. national health expenditures amounted
to an estimatediii $3.8 trillion.7 Federal health care
spending will constitute an increasingly large share
of the national budget. In fact, health care spending
is estimated to increase from 27% of noninterest
spending in 2018 to 40% by 2048.8 COVID-19 is
expected to compound the nation’s health care
cost crisis amidst the COVID-19 generated economic
downturn.9

This paper will:

»

Examine the reasons children have been left out
of current delivery system reform efforts.

»

Discuss existing and promising payment reform
models and approaches.

»

Identify recommendations for policymakers
to develop and scale up payment models
that make investments in early childhood and
address childhood trauma, exposure to violence
and ACE’s, and result in improved health
outcomes and reduced costs to our health care
and social service systems over the long term.

Amber Hewitt, Eliot Fishman, Winnie Luo, Lee Taylor-Penn. “The Fierce Urgency of Now: Federal and State Policy
Recommendations to Address Health Inequities in the Era of COVID-19”. May 2020. Available at: https://familiesusa.org/wpcontent/uploads/2020/05/HE_COVID-and-Equity_Report_Final.pdf

ii

iii

At the time of publication, 2019 U.S. national health expenditures had not been finalized.
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If we are to overcome the inequities in population
health reflected in COVID-19 death statistics, there
is a need to leverage health care transformation
efforts to make investments in evidence-based early
childhood interventions that will reorient the health
care system to proactively intervene and change a
child’s health outcomes. There is strong evidence that
such early interventions can lead children to healthy,
productive adult lives, cascading savings to society
in reduced health care spending and increasing
productivity.17

Despite our nation’s extraordinary investments in
health, the U.S. continues to fall short of achieving the
high-quality, high-value health care every American
deserves.
Over the last decade, public and private payers,
providers, and purchasers have designed,
implemented, and tested important new approaches
to delivery and payment for health care in an effort
to improve the quality of care patients receive and
to reduce health care costs.10 Many of these new
approaches focus on creating alignment between value
for patients and earnings for health care providers.
This alignment requires holding providers accountable
for overall cost trends and longer-term outcomes11
and transforming how primary care is organized and
reimbursed for adult patient populations, in particular
those requiring high-cost care.12,13

The emphasis on savings
has resulted in payment
and delivery system reform
efforts that are focused on
adult populations, all but
forgetting children, for whom
health improvements would
generally yield savings over a
longer time horizon

Up to this point, health insurers and other payers
have focused payment and delivery reform models
on adults. Children have been almost entirely left
out of the equation.iv,14 Children as a group tend to
be much less costly than adults; therefore, there
are fewer opportunities to drive immediate savings
through transformed care delivery.15 The few efforts to
incorporate the needs of children into delivery reform
— primarily from the Center for Medicare & Medicaid
Innovation (CMMI) — have been small in scale and on
lengthy timelines relative to similar efforts targeting
adults.16

iv

Only one model from the Center for Medicare & Medicaid Innovation, Integrated Care for Kids (InCK), targets children.
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The Case for Developing Payment
Models for Children

care needs (CSHCN). This population is defined as
children and youth who have or are at increased risk
for chronic physical, developmental, behavioral, or
emotional conditions and who also require health
and related services of a type or amount beyond that
required by children generally.19 These children, by
definition, utilize a larger amount of services and thus
present a shorter-term opportunity to reduce costs
and improve outcomes. We are strongly supportive of
these efforts. However, leaving most children out of
large-scale payment and delivery reform is woefully
shortsighted.

As described above, the primary standard by which
most health care transformation efforts are judged
— including the statutory standard for pilot projects
operated by CMMI — is the achievement of shortterm savings. The emphasis on savings has resulted
in payment and delivery system reform efforts that
are focused on adult populations, all but forgetting
children, for whom health improvements would
generally yield savings over a longer period.18
A few reform efforts are focused on very high-cost
children, or children and youth with special health

While children may be healthier than adults are
and result in lower costs in the short term, there

Adverse Childhood Experiences
The original ACE study was conducted in two waves of data collection by Vincent Felitti et al. from
1995 to 1997. The study surveyed over 17,000 Kaiser Permanente HMO members about childhood
exposure to 10 adverse experiences: emotional, physical, or sexual abuse; mother treated
violently, or living with household members who had substance use disorders, were mentally
ill, or were ever imprisoned; loss of a parent to separation or divorce; and emotional or physical
neglect.i Research has shown that the greater a child’s exposure to ACEs, the more likely they are
to experience poor health and poor social outcomes in adulthood, ranging from increased rates
of heart disease, diabetes, and cancer to an increased likelihood of incarceration or failure to
graduate from high school. Among other findings, data suggests that experiencing six or more
ACEs reduces one’s life expectancy by 20 years.99
Since the publication of the original ACE study, the field of ACE research, policy, and practice
has advanced considerably. Our understanding of adversity and conceptualization of ACEs
has broadened beyond a core set of familial indicators to include other adverse experiences —
indicators driven by historic, systemic, and institutional inequities, including poverty, racism,
diminished opportunities for employment, limited access to health care, housing instability, and
food insecurity that contribute to adversity, toxic stress, and trauma for children and families.
v

Data on neglect (emotional and physical) was only collected during Wave 2 of the study.
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The failure to leverage delivery system and payment reform
efforts to make investments in early childhood perpetuates the
need for high-cost interventions later in life

are substantial long-term societal costs for not
providing children and families with comprehensive
health services to meet their needs, starting in early
childhood.20 The evidence on the long-term effects
of adverse childhood experiences (ACEs) is a case
in point. Left untreated, ACEs — trauma related
to a child’s exposure to abuse, neglect, parental
substance abuse, domestic violence, and other
forms of adversity — can have a serious impact on
physical health, mental health, and productivity into
adulthood.21

$3.6 trillion for all victims, which includes $2.1 trillion
in medical costs.28 Very importantly, however, with
proper supports and services, children and families can
flourish despite ACEs.29
Moreover, there are deeply troubling signs of poor
child health that do not express themselves as health
care costs but instead in lives cut short. Childhood,
youth and young adult mortality rates have begun to
trend back up after decades of declining. Between
2014 and 2015, the rate of mortality for individuals
aged 15-19 increased from 41.5 to 51.5 deaths per
100,000 lives.30 According to recent data released from
the CDC, violent deaths — deaths due to suicide and
homicide — are a leading cause of premature death
for children, youth and young adults in the U.S. In 2017,
suicide was the second-leading cause of death for
individuals ages 10-24.31 The number of suicides for
children 10-14 — that is children in middle school —
tripled between 2007 and 2017.32

In 2016, half of U.S. children had experienced one ACE,
and more than 20% had experienced two or more
ACEs.22 When ACEs are not addressed, they can be a
strong predictor of poor health and social outcomes
that affect not just children’s healthy development but
also their health throughout their life.23,24 In addition,
there are significant economic and societal costs
associated with those negative health outcomes as
those children age into adults.25 On average, people
exposed to six or more ACEs die nearly 20 years earlier
than those without ACEs.26 The Centers for Disease
Control and Prevention (CDC) estimates the lifetime
costs associated with child maltreatment at $124
billion, of which productivity losses account for $83.5
billion, health care accounts for $25 billion, special
education accounts for $4.6 billion, child welfare
accounts for $4.4 billion, and criminal justice accounts
for $3.9 billion.27 There are also costs associated
with domestic violence including a lifetime cost of

These trends in key health indicators not only
demonstrate some of the ways the U.S. health care
system is failing children and families, but they
portend an uncertain future for the health of our
nation. Healthy adulthood is directly connected to
the care children receive in their early years. While
there is good reason to improve care delivery and
develop payment systems to address chronic illness
and common health concerns in adults, a focus on
children has the potential to yield more long-term
and sustained improvements. By doing so, we could
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Key Models and Trends in Payment and
Delivery System Reform

provide children with the solid foundation to live
to their greatest potential and likely reduce overall
health care spending in the long term.

The federal government, state governments,
health plans, health care providers, and other key
stakeholders have made significant investments
to transform the way the U.S. pays for and delivers
health care.

Not only is providing robust early childhood health
services the right thing to do, it is also a practical
solution to improving our society and breaking often
intergenerational cycles of trauma and violence.
The failure to leverage delivery system and payment
reform efforts to make investments in early childhood
perpetuates the need for high-cost interventions
later in life. For low-income children, who are
disproportionately affected by negative health and
social factors, the consequences of being left out of
delivery system reform are even more devastating.
If the transformation enterprise was better focused
on the factors that drive health outcomes beginning
in early childhood, entire life trajectories could
be altered, allowing children to enter adulthood
as healthier individuals. Research shows that for
every dollar invested into evidence-based early
childhood initiatives, there is an economic benefit to
society ranging from $1.80 to $17.07.33 Net benefits
were larger for the programs that had the longest
follow-up period because they were more easily
able to measure ultimate economic impact through
measures like employment and crime reduction.34 In
fact, some of largest net benefits to society are seen
in the long-term outcomes of employment status,
crime reduction, and educational attainment.35 These
studies show that there was even a ripple effect,
as parents of children who received interventions
experienced improved labor market performance.36

For example, over the last decade, CMMI has designed
and tested delivery system and payment reform
initiatives reaching well over 2.5 million patients
and 60,000 clinical providers across all 50 states.37
While CMMI recently launched a small child-focused
initiative, the Integrated Care for Kids (InCK) program,
the bulk of CMMI’s efforts focus on adult and senior
populations.38 CMMI currently oversees some of the
most promising models, including accountable care
organizations (ACOs), bundled payments, and patientcentered medical homes (PCMH). Evaluation of these
models shows encouraging results on cost savings and
improved quality, and there has been wide adoption of
these models across public and private payers.39,40 Many
believe these models also have significant potential
to improve the care and health of children and their
families.41,42 Currently, efforts are underway to adapt
these payment and delivery models for children, though
at a much smaller scale. They are at varying levels of
implementation, as described below.
Integrated Care for Kids (InCK), which was initiated
in early 2019, is an important, albeit modest, step
taken by CMMI to include children in payment reform.
This model aims to reduce expenditures and improve
the quality of care for children under 21 years old who
are covered by Medicaid and the Children’s Health
Insurance Program (CHIP) through the prevention,
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early identification, and treatment of behavioral
and physical health needs. CMMI has awarded
nearly $126 million to states and organizations to
implement this model in Connecticut, Illinois, New
Jersey, New York, North Carolina, Ohio, and Oregon.43
In essence, this program functions as a planning
grant to states, with the goal of catalyzing state
development or refinement of advanced payment
models for children at-risk for developing significant
health needs. Compared to the considerable scale
CMMI has achieved in developing payment reforms
for adults, the InCK initiative does not make a large
enough investment to drive delivery system reform
efforts at scale for children, nor does it establish
medium-term timelines for widespread adoption of a
specific model or set of models. In comparison, CMMI
awarded almost $1 billion in State Innovation Model
(SIM) awards to states in 2013 and 2014 to focus on
payment and delivery reform for adults, and with an
expectation of rapid transition from planning to largescale testing and implementation of new payment
models over a five-year period.44

focuses on providing better care management for
elderly populations with opportunities to achieve
short-term savings through reductions in the use of
inpatient and other high-acuity care settings.47 Other
common ACO models include the Pioneer ACO and
Next Generation ACO models, both of which focus on
Medicare beneficiaries. ACOs also are prolific in the
commercial space and increasingly in state Medicaid
delivery systems. Medicaid ACOs are currently active
in 12 states and are under development in at least
10 additional states.48 Across all payers (Medicare,
commercial, and Medicaid), there were 1,588 existing
public and private ACOs in 2019 covering nearly 44
million people.49
In almost all instances, ACO delivery and payment
reforms are aimed at adult populations.50 The uptake
of ACOs focused on children has been limited, yet
there is considerable overlap in the core elements of
an ACO model and accepted principles for effective
pediatric care, including patient- and family-centered
care, care coordination, robust primary care medical
homes, and quality measurement focused on
outcomes.51 As noted above, children have not been
a focus of ACO efforts because they generally are
a low-cost population and current ACO models are
not designed to reward long-term improvements in
quality and outcomes.52 Despite the opportunity to
leverage ACOs on a much larger scale to improve the
health and well-being of children, there is a mismatch
between ACO annual savings targets and the longerterm trajectory that is required to realize improved
health at lower costs for children.

Accountable care organizations (ACOs) are
groups of health care providers that take on shared
financial risk and incentives, and are collectively
accountable for the health of a patient population.45
The Medicare Shared Savings Program (MSSP) is
mostly responsible for the initial growth in the ACO
model. MSSP was established by the Affordable
Care Act and is a permanent part of the Medicare
program. MSSP is a type of payment model that
allows ACOs to assume different levels of financial
risk and savings that make them accountable
for the cost and quality of care for the Medicare
beneficiary population they serve. The first cohort
of ACOs in MSSP launched in 2012.46 To date, MSSP

Bundled payments are a single payment for a group
of clinically related medical services, often over a timelimited “episode.” Bundled payments are designed
to incentivize better coordination among health care
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providers treating a patient during an episode of
care. Some of the highest-profile bundles are being
developed by CMMI and are occurring in the Medicare
program, such as the Bundled Payments for Care
Improvement Advanced model, with some strong,
positive impacts on costs.53 Bundled payments have
been adopted by commercial insurers and employers,
and there are significant efforts underway in Medicaid
and among private payers.54

The medical home model has been widely adopted by
private payers and in state Medicaid delivery systems.59
Notably for children, there has been a moderate uptake
of the PCMH model or other primary care medical
home models for the pediatric population. Indeed,
the concept of medical home began in the pediatric
community. A common primary care medical home
model for children is focused on children with medical
complexity (CMC) and integrates a primary care medical
home with tertiary care.60,61 This integrated model for
CMC is the exception that proves the rule. By focusing
on short-term avoidable costs, it perpetuates the
existing model and framework, and keeps children from
being meaningfully included in payment reform. CMC
are a small subgroup of CSHCN, defined as children and
youth with chronic conditions associated with medical
fragility, substantial functional limitations, increased
health and other service needs, and increased health
care costs.62 Although CMC account for a small portion
of children, CMC consume about one-third of all child
health expenditures and account for more than 40%
of all child hospital deaths.63 These factors align CMCfocused models with existing health care transformation
efforts focused on reducing health care costs and
improving health care quality.

With the exception of maternity services, there has
not been a significant uptake of bundled payments for
child health services because the financial paradigm
of bundled payments is to target higher-cost acute
medical conditions in adult populations (e.g. hip
replacement, hospital inpatient cardiac or orthopedic
procedures) with clear savings potential generated
by fee-for-service incentives (e.g., by standardizing
medical device costs).55 However, changing incentives
for pediatric providers could similarly help to finance
preventive interventions, particularly for children
with acute episodes of physical or mental illness. For
example, Ohio’s Medicaid program is implementing
a pediatric acute lower respiratory infection episode
of care payment as part of its statewide health care
transformation efforts.56

Unfortunately, broader pediatric medical homes
have largely not been incorporated into PCMH
frameworks for the Centers for Medicare & Medicaid
Services (CMS) and commercial insurers, missing an
important opportunity to establish primary care as
the foundation to comprehensive, coordinated care
delivery with financial accountability not just for adults
but also for children.64

Primary care medical homes refers to the
transformation of primary care through a teambased approach, including the patient-centered
medical home (PCMH). The PCMH model aims to
coordinate patient care and to make connections to
community resources to support patient health. CMMI
is testing various medical home models, including
the Comprehensive Primary Care Plus (CPC+) initiative
and the Primary Care First model. However, both are
largely focused on adult populations.57,58
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A New Vision for Children’s Health Care

For example, some of the most effective pediatric
models for managing and preventing ACEs, such as
DULCE (Developmental Understanding and Legal
Collaboration for Everyone) and HealthySteps,
include basing an interdisciplinary team in a pediatric
medical home. DULCE is an evidence-based pediatric
intervention that leverages an interdisciplinary team
consisting of a family specialist, medical provider,
legal partner, early childhood representative, mental
health representative, and a clinical administrator
to support families during the first six months of a
baby’s life.65 HealthySteps is an evidence-based,
interdisciplinary pediatric primary care program that
promotes parenting and healthy development for
babies and toddlers, with an emphasis on families in
low-income communities.66 There is a natural synergy
between evidence-based primary care programs
such as DULCE and HealthySteps and a model such
as CPC+, which also leverages interdisciplinary
teams to deliver primary care but to adults rather
than children. An advanced primary care model such
as CPC+ could leverage existing evidence-based
childhood interventions and adapt to meet the needs
of children.

Despite a body of evidence that shows interventions in
early childhood could prevent the need for high-cost
care later in life,67 delivery system and payment reform
efforts, driven by the pursuit of reduced costs in the
short term and midterm, have been almost entirely
focused on adults and seniors. There is a disconnect
between how the health care transformation enterprise
approaches reducing costs and improving outcomes for
adults, and how it ignores the systemic factors driving
poor health outcomes in children, which can lead to
high costs in adult populations.
In order for health and health care stakeholders to
meaningfully transform the health care system and
realize the long-term benefits, national and state
leaders must envision and deploy a new way of
delivering health care for children. The health care
transformation enterprise must make the commitment
to address whole-person care, which addresses
medical, behavioral, and social needs68 over the
life course, starting at preconception and going
through infancy, early childhood, and beyond. It must
also acknowledge the critical role that families and
caregivers play in a child’s life. This new vision for
children’s health must serve families together in two- or
three-generation approaches that address the needs
of parents and break cycles of violence and trauma
that also influence long-term health outcomes. A new
approach that invests upstream in prevention could

The PCMH model and other primary care medical
home models are ready to expand their provision
of services beyond CMC and CSHCN to provide
comprehensive, team-based, coordinated health care
to all children.

This new vision for children’s health must serve families together
in two- or three-generation approaches that address the needs
of parents and break cycles of violence and trauma that also
influence long-term health outcomes
9
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leverage the existing momentum and infrastructure
of delivery system and payment reform efforts to
establish clear and measurable objectives that hold
children’s health care providers accountable for
improving children’s health and well-being.

foundational to providing whole-person care and
allows providers to establish a seamless care delivery
and referral process that ensures children are not only
receiving the right medical interventions but also the
right behavioral, social, or trauma-specific services
with practitioners who are trained in trauma-informed
care.69 In a fully integrated system of care, behavioral
health practitioners and services for children and their
adult caregivers would be co-located in the primary
care setting. Further, co-located providers would have
direct communication with each other and work from a
shared care plan for their patients.

A necessary condition for incorporating children
into payment and delivery reform is changing the
way we calculate return on investment when we
evaluate children’s programs. When we evaluate
evidence-based interventions that improve the
health and well-being of children and their families
in large-scale pilots, we should consider the lifelong
consequences of limited access to health care and
poor health in early childhood and childhood trauma
as a cost to our health care system. As described
below, evidence-based interventions are ready for
these large-scale pilots.

There are multiple forms of primary care medical
home models, such as a PCMH, that can be leveraged
to integrate behavioral health.70 Common among
all primary care medical home models is the goal
of providing comprehensive care that establishes
accountability for meeting the patient population’s
physical and mental health care needs, including
prevention and wellness, acute care, and chronic care.71
This emphasis on comprehensive, responsive teambased care makes PCMH well suited to meet the timesensitive developmental and medical needs of children
as well as the behavioral health needs of parents and
other caregivers, which can have a dramatic impact
on children’s lives. By definition, primary care medical
homes are well positioned to integrate behavioral
health and primary care.

How to Get Started: Building on and
Scaling up Existing Models to Advance
System Transformation for Children
While there are a number of existing models that
demonstrate evidence-based best practices that
are working to improve children’s health and wellbeing, those models and interventions have not
been brought to scale. Below is an overview of two
categories of evidence-based interventions — clinical
and support services interventions — that could be
integrated immediately into delivery system and
payment reform efforts, and scaled nationally.

Another promising model comes from the example of
Project Catalyst: Statewide Transformation on Health
and Intimate Partner Violence (IPV), which is supported
by the U.S. Department of Health and Human Services
and administered by Futures Without Violence. The
leadership teams for this project are working at the state
level to build partnerships between domestic violence
agencies and community health centers to better

Clinical Interventions
Integrate Primary Care and Behavioral Health.
Integrating behavioral health into a primary care
medical home is a strong fit for pediatric settings.
Integrated primary care and behavioral health is

10

FAMILIESUSA.ORG

recognize and respond to the needs of victims of family
violence and human trafficking in a multigenerational
way. The project uses comprehensive training
curricula, health care provider resources, and policy
development to integrate IPV and human trafficking
response into the health care delivery system. This
model has shown promising results for the integration
of services for survivors of violence and trafficking and
holds important lessons for how to serve children and
families through integrated care across stakeholders
and disciplines — and how to engage health care
providers in addressing trauma and violence.72

visiting programs with parents. It relies on strong
partnerships between health systems and communitybased programs and has shown promising results.74,75
Child-parent psychotherapy (CPP) is another evidencebased intervention for children aged 0-5. CPP is a
dyadic, relationship-based treatment for parents
and young children that aims to help restore normal
developmental functioning in the wake of domestic
violence and trauma and focuses on restoring the
attachment relationships that are negatively affected
by violence.76
Connect Community Health Workers for Care
Coordination to Pediatric Practices and Home
Visiting. Community health workers (CHWs) are
front-line public health workers who are trusted
members of, and deeply rooted in, the communities
they serve.77 There is substantial evidence that CHWs
play a unique and invaluable role within health
care teams.78 For example, CHWs can help families
enroll their children in coverage, increase access to
screening and preventive services, and improve care
coordination and disease management for children
with chronic condition and those with complex health
and social needs.79 CHWs serve as critical culturally
responsive liaisons between parents and pediatric
care and can also help to connect parents to needed
social services. Some CHW programs include curricula
that support parents, including those experiencing IPV,
and provide a two-generation response to families and
caregivers.80

Address the Symptoms of Trauma of Parents
and Caregivers. To build strong and resilient
families — a cornerstone support for children’s
well-being — health care systems must address the
symptoms of trauma being experienced by children
and parents and caregivers who have been exposed
to violence or abuse. Health professionals can help
play a critical role in supporting survivors. Simply
talking about the issue and offering resources
can improve outcomes. For instance, women who
talked to their health care providers about abuse
were four times more likely to use an intervention.73
Importantly, evidence-based interventions now exist.
One simple intervention that can be implemented in
primary care practices is the CUES protocol (which
stands for confidentiality, universal education +
empowerment, support). This model has also been
implemented in pediatric, primary care, and home

Health care systems must address the symptoms of
trauma being experienced by children and parents and
caregivers who have been exposed to violence or abuse.
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about strategies that promote resiliency; and about
where to receive services regardless of their choice to
disclose or not disclose abuse. In an integrated system
of care, many of those services would be co-located
in the primary care practice, and families would be
given a warm hand-off to the referral partner, enabling
integrated service delivery. For example, California
is working to scale up a statewide ACEs screening
program and trauma-informed provider care82 based
on a model developed previously at the Center for
Youth Wellness.83

Some of the most promising pediatric delivery reform
models include CHWs as part of their clinical practice
workforce. For example, the Pediatric Community
Health Worker program at New York-Presbyterian
Hospital focuses on families with CSHCN. The CHWs
serve on interdisciplinary teams at the pediatric
PCMHs and are imbedded in community-based
organizations so they can provide the essential link
between clinical care and community-based services
and supports. Results from the work include an 85%
success rate of connecting caregivers with unmet
social needs to social services resources (housing,
food insecurity, and insurance).81

Expand Home Visiting Programs.84 One home
visiting model, the Nurse-Family Partnership, is an
evidence-based prenatal and early childhood program
where trained nurses regularly visit young, first-time
mothers, starting early in pregnancy and continuing
until the child reaches age 2.85 Expectant mothers are
able to develop a strong, trusted relationship with
a health care provider who serves as a resource for
the mothers on the full scope of health, health care,
and social support services needed to keep new
mothers and their babies healthy. The Nurse-Family
Partnership has a robust evidence base,86 as do other
home visiting programs, such as the HFA program
mentioned above. Regardless of the model selected,
it is essential that home visitors are trained in helping
parents navigate routine health care services for
themselves and their children and identifying and
responding to family violence and parental trauma.
The Health Resources and Services Administration
has recently funded a quality improvement initiative,
known as a Collaborative Improvement and Innovation
Network (CoIIN), to help home visiting programs offer
universal education and effective supports for families
experiencing abuse.87,88

Healthy Families America (HFA) is a national
evidenced-based program that aims to improve the
health of pregnant women and their babies, improve
birth outcomes, strengthen parent-child bonding,
and create a healthy environment for the family
through home visiting services. The program operates
in 38 states, the District of Columbia, and five U.S.
territories. HFA utilizes CHWs to educate parents
during pregnancy and the early parenting years about
the growth and development of a baby, support
parents in bonding with their baby, help create a
safe and caring home for the family, and provide
assistance to access community resources.
Identify and Respond to ACEs. Routinely addressing
ACEs and trauma is integral to a trauma-informed
approach to care delivery. Assessment for ACEs in
primary care settings is evidence-based; however,
identification of ACEs as a stand-alone intervention is
inadequate. Furthermore, screening as a stand-alone
intervention is inadequate. Parents of young children
should be given information about the impact trauma,
violence, and ACEs have on health and well-being;
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Support Services

to support similarly situated parents or caregivers.93
Peer supports can be particularly effective for families
who have experienced violence and trauma.94 Parent
providers undergo specialized training to provide
support to other parents and caregivers. The family
peer support model helps ensure parents and
caregivers have the support and resources needed to
effectively navigate various health, education, child
welfare, juvenile justice, and social service systems
to help their child access appropriate services.95

Provide Evidence-Based Parenting Classes.
Evidence-based parenting classes have been shown
to improve the health and well-being of the children
and parents they serve, and they are a principal tool
for preventing and mitigating ACEs. For example,
CenteringParenting is an evidence-based group
care model of well-child and well-woman care that
incorporates health assessment, education, and
support with the goal of providing family-centered
pediatric and well-woman care to better meet the
health and social needs of patient populations.89 The
U.S. health care system currently lacks a payment
and delivery infrastructure to support the availability
of these classes at scale. As a pilot program, in April
2019, nine health centers across seven states won
awards to implement CenteringParenting. Both
Michigan and Oregon have gone further and use
Medicaid funds to support evidence-based parenting
programs.90

While there are opportunities for
health care stakeholders who
are not policymakers to continue
development and implementation of
delivery system reform for children,
policymakers must also act.

Integrate Family Peer Supports. Peer-delivered
family support and advocacy has been standard
practice in children’s mental health services for nearly
three decades.91 However, such services are not
widely reimbursed by health insurance for children,
although peer supports for adults with serious
behavioral health challenges often are reimbursed
by health insurance.92 Family peer support models
offer guidance, hope, advocacy, and camaraderie
for parents and caregivers of children and youth
receiving services from mental health, substance
use, and related service systems. Through face-toface support groups, phone calls, or other meetings,
parent support providers offer their personal
experience as parents of children living with social,
emotional, behavioral, or substance use challenges

Overall evidence clearly suggests these programs
are effective. Studies indicate the many benefits of
family and youth peer support, including increased
service initiation and completion; reduced symptoms;
increased function at discharge; reduced stress;
improved mental health, well-being, and self-efficacy;
and increased engagement in treatment services.96
Health care payers and providers can integrate these
and other evidence-based early childhood and twogeneration interventions into their efforts to transform
the payment and delivery system. State Medicaid
programs are a vital partner in the undertaking of
this work given the opportunities in Medicaid to
seek reimbursement for services beyond clinical
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care. Because peer supports are an established
Medicaid-reimbursable service that most states offer
to adults with mental illness and/or substance use
disorders, state Medicaid agencies need no special
waiver or other authority to begin offering traumainformed behavioral health supports for parents.97,98
Moreover, parent support providers are the kind
of nontraditional service that tends to be strongly
incentivized by more flexible and accountable
payment models, in which measures of child
developmental success and parental well-being are
tied to significant financial rewards.

requirements that (1) a percentage of all
short-term savings produced and certified by
the CMS Office of the Actuary within tested
payment models (e.g., 10%) be reinvested in
upstream interventions aimed at longer-term
health outcomes for children that will produce
savings over the life course and (2) models are
prioritized that more effectively link payment to
those same goals.

Recommendations for Policymakers
The following are recommendations for Congress and
state leaders to begin making immediate investments
in children’s health and well-being.

»

Congress should mandate CMS to design
and test new delivery and payment models
exclusively focused on early intervention and
prevention for children using evidence-based
interventions, including those highlighted
in this paper. Congress should require that
in designing these new models, CMS should
expand CMMI’s statutorily defined goal of
achieving short-term savings to include
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»

CMMI should work with states to apply existing
reformed payment models, including ACOs,
bundled payments, and CPC+, to pediatricians as
stand-alone pilots.

»

Congress should mandate new preventive
services under both Title XIX (Medicaid) and
Title XXI (CHIP) of the Social Security Act for
children exposed to ACEs. Those services should
include evidence-based parenting classes, family
peer support and advocacy services, including
domestic violence services, and evidence-based
home visiting programs, such as the NurseFamily Partnership program or Healthy Families
America model.
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»

»

Conclusion

Governors should develop and fund children’s
cabinets that include interagency participation
across the sectors that influence children’s
and families’ health and well-being to develop
and implement a statewide action plan to
improve the health and well-being of children
in their state. Governors should include the
following agencies in the children’s health
cabinet: Medicaid, public health, child welfare,
behavioral health, corrections, education, and
public safety.

Health care payment and delivery system reform
for children is one of our most urgent and most
powerful tools to address the health inequities that
have become all too apparent in 2020. However, new
legislation and regulatory policy change at the federal
and state levels are needed to redirect the health
care transformation enterprise to proactively improve
children’s health and health care. In particular, as
the health care transformation enterprise reinforces
efforts to move towards value-based care in light of
COVID-19, it should make investments in evidencebased interventions that address the social factors in
early childhood that drive long-term health outcomes.
A successful strategy, particularly during the COVID-19
generated economic downturn, may include requiring
that a percentage of savings generated through
alternative payment models be reinvested in such
interventions. It is time for federal and state action to
integrate evidence-based services for children into
delivery system and payment reform efforts.

States should leverage their primary Medicaid
authorities, including Section 1115 Medicaid
waivers, home and community-based services
waivers, and Medicaid managed care, to build
and strengthen comprehensive Medicaid-based
payment and delivery systems for children who
are at risk but not medically complex. The system
should incentivize and/or directly reimburse
interdisciplinary care teams, home-based
interventions, and a suite of support services for
children with ACEs. States should make changes
to pediatrician payment, paying for new services
tied to social determinants of health, and building
administrative infrastructure to create and
oversee primary care linkages to other service
delivery systems that touch children. To fund this
work, states should consider taking a portion of
savings from their adult-focused payment and
delivery reform efforts and reinvesting upstream
into children’s care.
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