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Board on Children, Youth, and Families May 2016

Opportunities to Promote Children's Behavioral Health:  
Health Care Reform and Beyond—Workshop in Brief

Workshop in Brief

The adoption of the Patient Protection and Affordable Care Act (ACA) 2010 was a turning point in the 
history of behavioral health for children and adolescents in the United States. The ACA requires most health 
insurance plans to conduct behavioral health assessments for children, as well as depression screening for 
adults. Looking ahead, however, questions have been raised about how to promote children's behavioral 
health, how to make use of innovations, and how to sustain funding over time. 

To respond to these questions, the Forum on Promoting Children’s Cognitive, Affective, and Behavioral 
Health of the National Academies of Sciences, Engineering, and Medicine held a workshop in Washing-
ton, D.C., on April 1-2, 2015. The workshop focused on how recent reforms in health care provide new 
opportunities to promote children’s cognitive, affective, and behavioral health. It also assessed behav-
ioral health needs of all children, including those with special physical or behavioral health conditions, 
and programs that support families. A full summary of this workshop was released in October 2015. The 
summary publication, workshop agenda, presenter slides, and archive video of the Webcast are available at  
http://nas.edu/ChildrensBehavioralHealthReforms.  

RESPONDING TO THE CHALLENGE
Neal Halfon, director, Center for Healthier Children, Families & Communities at the University of California, 
Los Angeles, began by noting that about one in five children and adolescents are seen with signs and symp-
toms of a disorder listed in the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV). Those disorders 
include nervosa, major depressive disorder, bipolar disorder, schizophrenia, and bulimia nervosa, of which 
nearly three-quarters have their onset before age 25: see Figure 1. However, only an estimated 20 percent of the 
children receive mental health services (National Institutes of Health, 2007). He also noted that the child health 
system is one of fragmented service delivery, with significant inequities, difficulties in accessing services, and 
limited local responsibility. Overall, the system does not match the current needs of the population, and it faces 
substantial resource constraints.

Halfon argued for systemic change: “. . . from one focused on diagnosing and treating chronic diseases to one 
focused on optimizing population health.” He offered a four-point strategy: (1) fix what is broken in the current 
system, (2) increase the use of evidenced-based practices and resources, (3) adopt innovative approaches that 
drive improvements, and (4) undergo a transformative paradigm shift with changes to the operating system.

The ultimate goal, he said, is a national network for child health development that will fundamentally transform 
the entire children’s health care system. Halfon said that he and his colleagues have been working on such a 
transformation, which is designed to leverage the implementation of the ACA as a means to establish a system-
atic process of monitoring, analyzing, and responding to new challenges and prospects.
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FUNDING: OPPORTUNITIES AND CHALLENGES
Currently, Medicaid and the Children’s Health Insur-
ance Program (CHIP) cover one in three children 
in the United States. Since the ACA, it and other 
funding sources have created new modalities, such 
as managed care, to increase payment integration 
and promote coordination of care for children. The 
challenge is to integrate services and resources that 
take place at four levels, said Lindsey Browning, a 
policy analyst with the National Association of Med-
icaid Directors. Those four levels are service agen-
cies, payment systems, health care providers, and 
practitioners of early intervention for children. Links 
across all the levels are needed to coordinate care,  
she said. 

Mark Friedlander, chief medical officer for behavioral 
health for commercial plans at Aetna, explained that 
the challenge at the payment level is to transform 
the way behavioral services are delivered. Payment 
for delivery of behavioral services by primary care 
physicians is now in place. The focus should be on 
quality of the services that are being provided, he 
said, but private payers cannot evaluate the efficacy 
of care based on the reimbursement claims they 
receive. For example, two claims may appear similar 
when they come into the system, but the payer has 
no way of knowing if the patient was cured or not, 

or even if the care provided was of high quality. 

Friedlander said that the ACA is beginning the 
needed transformation by increasing accountabil-
ity through incentives to providers that produce 
high-quality care. He stressed that this change from 
fee-for-service to paying for accountability is a sig-
nificant opportunity offered by the ACA. This focus 
on accountability allows for integrated care to be at 
the forefront of change. 

Lindsey Browning, a policy analyst with the 
National Association of Medicaid Directors, stressed 
the importance of having high-quality measures 
in place in terms of reviewing integration across 
various populations. She noted that the National 
Quality Forum released a behavioral health clinical 
performance measure that focuses on depression 
screening and treatment.1

Mary Ann McCabe, associate clinical professor of 
pediatrics at George Washington University and 
affiliate faculty in psychology at George Mason Uni-
versity, noted that the focus on integration does not 
address the fact that at the state, community, and 
practice levels, physical and mental health condi-
tions are viewed as two separate entities.

1Additional information on the National Quality Forum measures can 
be found at https://www.qualityforum.org [March 2016].

FIGURE1 Mental disorder diagnosis by age.
SOURCE: Presentation at workshop by Neal Halfon.
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INNOVATIONS AT THE STATE AND LOCAL LEVELS
Several states have created programs and initia-
tives focused on children’s behavioral and inte-
grated health care. Anthony Biglan, senior scien-
tist at Oregon Research Institute (ORI), described 
several innovations in that state. The Oregon State 
Plan, which covers 26 percent of the state’s popu-
lation, includes coordinated care organizations at 
the county or community level that act as health 
insurers. This model has succeeded in its goals. For 
example, in Lane County, Oregon, a coordinated 
care organization works with ORI on funding pre-
vention activities in the community and on integrat-
ing behavioral health and primary care. Oregon has 
also created the Early Learning Council, which works 
on assessing the needs of young children for suc-
cessful development. The key point of this council 
is that it focuses on working with the community 
to support children’s development. Currently, every 
child of a low-income family in Oregon has health 
insurance.

George Hagan, chief of pediatrics at the Cambridge 
Health Alliance and clinical instructor in pediatrics 
at Massachusetts General Hospital and Harvard 
Medical School, described some programs in that 
state. The Cambridge Health Alliance, the last 
free-standing public safety net entity in the state,2 
works on the integration of mental health services 
within its primary care clinics, but all its efforts have 
been for adults, rather than children or families. The 
ACA has played a role in building a linkage between 
primary care and mental health providers with the 
state Medicaid program. Within the next 3 years, all 
Medicaid patients will be shifted to a fully owned 
risk model. There are several challenges associated 
with this push towards mental health integration, he 
said, including minimal data on expenses. However, 
planned change “is a work in progress.” Hagan said 
that in his own practice he is creating a working 
model of a collaborative practice in which a child 
psychiatrist and a child psychiatry fellow spend two 
afternoons a week at his practice and are fully inte-
grated into his team.

Kelly Kelleher, a pediatrician at the Nationwide Chil-
dren’s Hospital, described the pediatric accountable 
care organization, Partners for Kids, which consists 
of 800 providers, including primary care physicians, 
pediatricians, specialty care providers and the spon-

2Additional information on the Cambridge Health Alliance can be 
found at http://www.challiance.org/ [March 2016].

soring hospital, Nationwide Children’s Hospital.3 He 
explained three lessons learned from taking on full 
capitation risk of a population across a large region. 
The first is that by creating a linkage for better com-
munication among providers, there was a decrease 
in behavioral health readmission rates. The second 
is that data and metrics are becoming the driving 
force. The third is that prevention is a priority.

Lori Stark, division director of behavioral medicine 
and clinical psychology at Cincinnati Children’s 
Hospital Medical Center, noted that although the 
ACA created a stronger commitment by organiza-
tions to their communities, other challenges exist 
for those implementing innovative programs at the 
state and local levels. They include children in the 
juvenile justice and foster care systems who often 
lose certain supports as they transition to adult-
hood. Stark also indicated that despite the existence 
of innovative policies, some providers are unsure of 
how to implement them, especially when there is 
uncertainty as to whether or not they will be paid 
for their service. She said: “Not only do we need the 
policies, we also need the leadership and the vision 
within our own organizations to push for imple-
menting those policies.”

INTERMEDIARY GROUPS FOR  
TWO-GENERATION APPROACHES 
Parinda Khatri, chief clinical officer of the Cherokee 
Health System, said the next step in behavioral and 
mental health care is the two-generation approach: 
working with children and their parents or care-
givers. The Cherokee Health System is an example 
of integrative health care, in which psychologists, 
social workers, care coordinators, community health 
workers, and psychiatrists are all working together 
with the entire family to address subclinical issues. 
Her organization collaborated with the Department 
of Children’s Services (DCS) and the foster care 
system in Tennessee to be able to provide care coor-
dination to children in DCS custody or identified as 
at risk. 

In prenatal clinics, providers have a particular focus 
on prevention of poor neonatal health outcomes for 
mothers who are at risk. Every woman is evaluated 
by a psychologist, has a case manager, and receives 
assistance in acquiring housing, transportation, 
food, and parenting skills. Khatri also discussed 
challenges associated with payers after the ACA. 

3Additional information on Partners for Kids can be found at http://
www.partnersforkids.org/ [March 2016].
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One challenge is that payers generally focus on 
their most expensive cases (older adults with multi-
ple chronic conditions). In addition, the system may 
overlook preventive care options when it requires 
certain illnesses to present themselves before ser-
vices can be rendered. For instance, Khatri saw a 
young girl who weighed 240 pounds: when Khatri 
advocated that the patient needed to be enrolled in 
an obesity program, the child’s insurance company 
said that she needed to have diabetes prior to being 
eligible to join the program. “This is not the way we 
want to do it,” Khatri said.

School-based health centers are another way to 
implement integrated care and engage parents, 
noted John Schlitt, president of the School-Based 
Health Alliance. He said that school-based health 
centers are “the progenitors of health care trans-
formation.” When providing care to children, the 
centers have an opportunity to work with parents 
(or guardians). Some school-based health centers 
are considered eligible to receive funding as a 
patient centered medical home, as defined by the 
Agency for Healthcare Research and Quality.4

The National Academy for State Health Policy 
(NASHP)—an independent academy of state 
health policy makers that includes representatives 
from Medicaid, children’s health insurance pro-
grams, state insurance exchanges, state mental 
health agencies, and public health agencies—is 
currently looking into mental health coverage in 
the small-group insurance marketplace. Karen  
VanLandeghem, senior program director at NASHP, 
explained that an important component of the 
ACA is the triple aims of improving patients’ care 
experience, improving the health of populations, 
and reducing the per capita cost of health care. 
The Maternal, Infant, and Early Childhood Home 
Visiting Program provides an opportunity to use 
the two-generation approach for pregnant women 
and children; however, it is currently used by a 
small percentage of women who need home visits. 
Another area of opportunity is for states to expand 
Medicaid coverage to individuals with incomes 
up to 138 percent of the federal poverty level. As 
several states still lack using this type of coverage 
option, VanLandeghem clarified that at this time 
mental health coverage is still ambiguous under the 
insurance exchanges.

The business sector is another area of opportunity 
to integrate mental health services. Sara Watson 

4Additional information on patient centered medical home can be 
found at https://pcmh.ahrq.gov/ [March 2016].

described the work of ReadyNation, a national busi-
ness membership organization that encourages its 
members to meet with policy makers to promote 
the workforce of the future by investing in children.5 
Watson stressed that when business leaders meet 
with a member of Congress, they have to have  
relevant data on how investments in children keep 
employers’ costs down in order to advocate for 
changes inside and outside the health care system.

INNOVATIONS IN PRIMARY CARE  
AND OTHER SETTINGS
Throughout, the workshop emphasized that 
primary care is a universal access point for health 
care. Rahil Briggs, associate professor of clinical 
pediatrics at Albert Einstein College of Medicine 
and director of pediatric behavioral health services 
at Montefiore Medical Group, described the integra-
tion of mental health programs in the primary care 
setting at Montefiore. They have implemented the 
Healthy Steps Program that uses an integrated early 
childhood two-generation mental health approach 
to recognize at-risk families during the prena-
tal period. It has now become a full lifespan inte-
grated behavioral health system within a primary 
care network, serving about 300,000 patients. For 
instance, during every newborn visit, both parents 
and children receive trauma screening and then an 
annual screening thereafter. Caregivers also work 
with adolescent patients, using short-term modules 
on depression, anxiety, attention, conduct, and 
trauma. Briggs said that one challenge has been to 
develop the needed workforce in terms of finding 
qualified psychiatrists and psychologists. There is 
about one child psychiatrist for every 20,000 chil-
dren in Montefiore’s location in the Bronx.

Many participants commented that prevention 
is key. Joseph F. Hagan, Jr., a clinical professor in 
pediatrics at the University of Vermont College of 
Medicine and Vermont Children’s Hospital, noted 
that the ACA recognized this in adopting the Bright 
Futures Guidelines, first published by the American 
Academy of Pediatrics in the early 1990s with a 
vision of health supervision in the context of family.6 
The goal is enhancing the delivery of behavioral and 
developmental well-child care into approaches that 
can be applied to pediatric and family medicine 
practices across the nation. The ACA designated the 
Bright Future Guidelines as the standard of care for 

5Additional information on ReadyNation can be found at http://
www.readynation.org/ [March 2016].

6Additional information on Bright Futures can be found at https://
brightfutures.aap.org/ [March 2016].
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preventive services from birth to 21 years of age.

Barry Sarvet, chief of child and adolescent psychia-
try at Baystate Medical Center and clinical professor 
at Tufts University School of Medicine, described 
the Massachusetts Child Psychiatry Access Project 
(MCPAP), of which he is the clinical director. MCPAP 
connects pediatricians to child psychologists and 
psychiatrists to improve mental health care and 
access. Although MCPAP focuses on secondary and 
tertiary prevention, it has created another program 
called MCPAP for moms in recognition that that 
care for maternal depression is crucial for primary 
prevention.

Child Health Improvement through Computer 
Automation (CHICA) is a clinical decision support 
system, developed at Indiana University School of 
Medicine by Dr. Steve Downs and colleagues that 
uses existing electronic medical records to augment 
clinic encounters (Anand et al., 2004). For instance, 
when a child comes to a clinic, CHICA downloads 
that patient’s record, runs several rules, and selects 
20 yes-or-no questions to ask the patient’s family. It 
then gives no more than six reminders to the pedi-
atrician to address during the encounter, with an 
alert to document how the pediatrician responded. 
The approach is based on guidelines from the 
American Academy of Pediatrics with recommenda-
tions from the U.S. Preventive Services Task Force, 
the Centers for Disease Control and Prevention, and 
other organizations.

Another program was described by Bernadette 
Melnyk, associate vice president for health promo-
tion and dean of the College of Nursing at Ohio State 
University. As background, she noted that in 2013, 
more than 3 million children—most of them under 
the age of 1—required services from child welfare 
systems in the United States. The program she devel-
oped, with multiple randomized controlled trials, 
focused on interventions with parents of premature 
babies: this program decreased parental stress and 
improved child outcomes at 3 years, she reported. 
She also developed the Creating Opportunities for 
Personal Empowerment (COPE) Program, which is a 
life-style intervention to assist adolescents to engage 
in healthy behaviors and improve their mental 
health. Around 300 health care providers have been 
trained to use COPE and provide cognitive-behav-
ioral therapy interventions to depressed or anxious 
children and teenagers. Providers are reimbursed for 
their time on COPE in primary care settings. Melnyk 
noted that the ACA is beginning to reimburse pro-
viders that follow evidence-based measures for 

screening and behavioral counseling.

Head Start and early childhood programs provide 
models for integration of services, stressed Kris Perry, 
executive director of the First Five Years Fund. For 
example, she said, health care professionals should 
think of early childhood educational programs as 
settings in which nutrition and other health-related 
education can be delivered. Responding to this 
point, Sheppard Kellam, professor emeritus at Johns 
Hopkins Bloomberg School of Public Health, con-
tended that the educational system should be more 
engaged in health care and receive support from 
the community to do so. An example of the need, 
he said, is that schools collect data on students with 
attention deficit and hyperactivity disorders, but 
teachers are given minimal or no training on how to 
deal with these students in their classrooms.

THE RESEARCH LANDSCAPE FOR PRIMARY CARE 
AND CHILDREN’S BEHAVIORAL HEALTH
Joan Asarnow, professor of psychiatry and biobe-
havioral sciences at the David Geffen School of 
Medicine at the University of California at Los 
Angeles, turned to the subject of suicide, which is 
a leading cause of death for children (10- to 14-year 
olds), adolescents (15- to 19-year olds), and young 
adults (20- to 29-year olds). Those data point to the 
need for effective treatment for behavioral health 
problems. Interventions in childhood and adoles-
cence are needed, she said, to prevent suffering, 
dysfunction, and premature death. Asarnow agreed 
with others that “integrated primary medical and 
behavioral health care provides at least part of the 
solution for addressing the behavioral health needs 
of children.”

Asarnow presented a recently published system-
atic meta-analysis that looked at behavioral health 
outcomes for children and adolescents with inte-
grated medical-behavioral health care versus those 
with usual primary care (Asarnow et al., 2015). The 
meta-analysis showed a large variation in affects 
across studies and highlights the need for more 
promising models of integrated care. She described 
one such model, the Youth Partners in Care 
Program, in which children are screened for depres-
sion symptoms and are referred as appropriate to a 
care manager. The child is then given a book titled 
“Stress and Your Mood” that educates on stress, 
depression, and ways to decrease depressive symp-
toms. The care manager discusses the child’s needs 
with the child’s primary care provider and also helps 
the family and patient to explore treatment options. 
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They all then meet with the provider, who considers 
if further evaluation is needed by a specialist.

There are several challenges associated with treat-
ment for behavioral health issues in primary care 
settings, Asarnow said: providers feel ill-prepared 
and in need of training, consultation, and additional 
resource materials; they report limited resources for 
collaborative care; and they express concern about 
inadequate follow-up. There is a need for a rigorous 
evaluation and continuous quality improvement 
process to improve care, she said. The next steps are 
to create effective integrated care models in primary 
care settings. 

John Landsverk, research scientist at the Oregon 
Social Learning Center, commented further on the 
role of parents. “Involvement of parents is critical for 
children’s health, possibly even more so for behav-
ioral health,” he said. Effective parenting skills, 
which are essential for positive outcomes, include  
reinforcement, emotion regulation, supervision, 
control, discipline, supportive behaviors to promote 
development, and discouraging child behaviors that 
prevent positive adaptation. The positive outcomes 
include improved social skills, increased language, 
sustained attention, less abuse, less involvement in 
juvenile justice system, safe home environments, 
reduced peer aggression, and fewer mental health 
symptoms.

LOOKING FORWARD: REFLECTIONS FOR PUBLIC 
POLICY AND RESEARCH
David Shern, National Association of State Mental 
Health Program Directors, turned to broader issues 
of public policy. He reported that the United States 
incarcerates more people, spends more money on 
health care, has the highest rates of mental illness, 
and has one of the lowest academic achievement 
levels of OECD nations. It is important to note, he 
said, that recent research shows that the anteced-
ents for many of these problems involve unhealthy 
child behavioral-health development. These prob-
lems become a public health concern by estab-
lishing a life-course trajectory that evidences itself 
in behavioral health issues, academic challenges, 
decreased socioeconomic status, and a cycle of 
poverty, noted Shern.

Wilson Compton, deputy director of the National 
Institute on Drug Abuse (NIDA) at the National Insti-
tutes of Health (NIH), noted significant changes that 
have occurred because of the ACA and other health 
reforms. The key ones are primary care integration 
of mental health services and payment reforms and 

systems-level change, which is a shift to a popula-
tion-based payment for services. There is also rec-
ognition of the need for workforce development, 
especially for developmental and behavioral pedi-
atric, child psychology, and related expertise to 
provide the necessary services.

Involving the family is a pattern that was noted 
within the workshop. An approach that works under 
this model is the Family-to-Family Health Informa-
tion Centers, which were described by Julianne 
Beckett, cochair of the FamilY Partnerships Network, 
an advisory group to the American Academy of 
Pediatrics Board of Directors. These centers, which 
now exist in every state and the District of Colum-
bia, are managed by families, and they work with 
professionals to meet the needs of families includ-
ing children with special needs. Shern stressed the 
importance of not blaming parents for behavioral 
problems in their children.

Jorielle Brown, director of the Division of Systems 
Development in the Center for Substance Abuse 
Prevention at the Substance Abuse and Mental 
Health Services Administration (SAMHSA), noted 
that prevention is at the intersection of primary 
care, mental health, and substance abuse but that 
there is still work to be done in translating research 
into practice. She described another program 
focused on prevention, “Talk. They Hear You.”7 The 
program focuses on the parents and guardians of 
children aged 9 to 15 and assists them in communi-
cating about underage drinking. Through partner-
ships with primary care provider organizations, the 
campaign led to public service announcements in 
more than 30,000 doctor’s offices and has reached 
countless parents and guardians.

Participants discussed the need to consider the best 
modality to develop and disseminate messages 
that will influence public perceptions and receive 
political support. One participant noted that the 
Frameworks Institute does work on framing mes-
sages about the significance of early childhood 
development.8 Other suggestions included tracking 
the public interests and concerns, using television 
shows, strengthening the community of research-
ers and providers viewpoints, creating a federal 
office of children’s health, and integrating the vision 
of prevention and behavioral health into the foun-
dation of Healthy People 2030.

7Additional information on “Talk. They Hear You.” can be found at 
http://www.samhsa.gov/underage-drinking / [March 2016].

8Additional information on the FrameWorks Institute can be found at 
http://www.frameworksinstitute.org/ [March 2016].
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David Hawkins, University of Washington School of 
Social Work, noted that some children do not have 
primary care providers and only come to clinics 
when they, or their parents, have a problem. One 
option might be “one-stop shopping” primary care 
clinics, but research is needed to see which approach 
is the best. McCabe noted the parallels that exist in 
integration of primary care. For instance, integrat-
ing behavioral health into health care, health care 
into communities, social services into the social and 
behavioral determinates of health have several simi-
larities. Because of this, McCabe stressed the impor-
tance of integrating service and research agendas 
as well as facilitating connections across different 
professional groups and other stakeholders in order 
for all to work together.

Participants discussed several areas concerning 
behavioral health and the effects of health reform 
that need research. They include how to locate 
people who are currently not receiving services; 
analysis of benefits and costs of interventions; 

good models of providing care; assessment of the 
prevalence of families that are improving; how to 
increase use of the knowledge from behavioral eco-
nomics; and how to increase minority researchers 
in the field. Compton, for example, said that this 
lack has been a major theme across NIH, and that 
NIDA has been particularly attentive to the issue, 
with a recent council review and a series of recom-
mendations on the diversity of the scientific work-
force. Attrition of minority researchers is particularly 
noticeable from graduate school to the postdoctoral 
level and from the postdoctoral level to the faculty 
level, he said, so NIDA is focusing its attention at 
these transitions, helping with such things as grant 
writing and career development. McCabe pointed 
out that professional associations also are working 
hard on this issue with federal agencies.

McCabe said that two key questions for everyone in 
the field are “how to make some things happen in a 
timely way,” and “where do we best put our energy 
and resources.”
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