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Introduction
Child health is unique. Unlike adults, children are rapidly developing—physically, cognitively, socially, and
emotionally. They are highly susceptible to positive
and negative interactions with adults, especially parents and caregivers. A child’s epidemiology also differs
from adults as they generally have fewer chronic ailments and diseases. Child growth, development, and
well-being are distinctly impacted by the communities in which children live, including systems that care
for them, such as early care and education, schools,
and child welfare systems [1]. Children are especially
sensitive to the broader conditions in their neighborhoods—from poverty to inequality to racism to lack
of economic opportunity. These experiences increase
risks for chronic diseases and acute events in adulthood, such as mental health conditions, substance
use conditions, diabetes, heart disease, and some cancers [2]. All of these unique characteristics necessitate
special attention to children’s needs and social and
economic context, especially in the early years, in the
design of community-based health models and related
policy.
Decades of community development literature point
to the importance of collaborating with community
stakeholders to address the social and economic driv-
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ers of health outcomes. Community organizations in a
multitude of sectors have a long history of partnering
to address these factors—many even with an appreciation of the unique needs of children and families—but
the health care sector going beyond its walls to partner
with community organizations is relatively new, with
some exceptions [3, 4]. The greater alignment among
the fields of health care, public health, and community development to sustaining healthy and equitable
communities brings new opportunities, resources, and
challenges to the table [5].
The authors of this Perspective believe one of the
most promising nascent approaches to communitybased health emerging from the current wave of
health care payment and delivery reform is Accountable Communities for Health1 (ACHs). The Funders Forum on Accountable Health2 defines ACHs as “community-based partnerships formed across sectors such as
1 ACHs, as defined here, are distinct from the Center for
Medicare & Medicaid Innovation’s Accountable Health
Communities (AHC) model, which specifically tests whether
systematically identifying and addressing the health-related
social needs of Medicare and Medicaid beneficiaries through
screening, referral, and community navigation services will
impact health care costs and reduce health care utilization.
2 The Funders Forum on Accountable Health is a consortium of public and private health care funders interested in
advancing ACH models hosted at the Milken Institute School
of Public Health at The George Washington University.
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health care, housing, social services, public health, employment training and economic development to focus
on a shared vision and responsibility for the health of
the community” [6]. There is growing consensus about
the definition and core elements for ACHs and strong
agreement that additional effort is needed to build evidence of what works in an ACH, as well as how to sustain and scale them [7]. Currently, only a few ACHs focus on the health and developmental needs of children
and families. This could be partially due to the fact that
there are special considerations for an ACH focused on
children and families that are not faced by an adultoriented ACH, including fewer opportunities to achieve
short-term cost savings and returns on investment
(ROIs). However, there is a large body of research indicating that the greatest gains in population health and
potential savings in later total health care costs come
from investments in early childhood [8, 9, 10]. The relative scarcity of initiatives addressing the unique needs
of children in the context of ACHs indicates that additional attention is needed to better understand both
the barriers and opportunities facing a proposed ACH
for Children and Families (ACHCF).

Defining an ACHCF
An ACH seeking to optimize the health trajectories of
children and families in a geographic area over time
by improving care and reducing the total cost of care,
hereafter referred to as ACHCF, would begin by optimizing the health and well-being of parents and caregivers. Consistent with the approach described by the
National Academies of Sciences, Engineering, and Medicine [11], optimizing health outcomes also necessitates a focus on important life periods such as preconception, prenatal, and postpartum periods, and on into
childhood and adolescence. The ACH model requires
a community coming together around a shared vision
and outcomes for which they are all held accountable.
In this model, all members of the community have joint
responsibility for achieving shared goals and cross-sector metrics, with an integrator organization or organizations serving as a neutral convener that coordinates
the effort and acts as the glue that binds the initiative
[12]. Based on the work of a year-long Collaborative
(described below), this paper describes accelerators,
barriers, and potential approaches that can enable the
successful adoption of such an ACHCF model.
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Additional Foundational Definitions
Two-generation, or “2Gen,” approaches are policies and
efforts that simultaneously address the needs of children and their adult caregivers to improve outcomes
for the family (including non-biological caregivers). As
articulated by Ascend at The Aspen Institute, the five
core principles that underlie the 2Gen approach are (1)
measure and account for outcomes for both children
and their parents, (2) engage and listen to the voices of
families, (3) foster innovation and evidence together,
(4) align and link systems and funding streams, and (5)
ensure equity [2].
A “portfolio of interventions” refers to aligned and
mutually reinforcing interventions in a community.
These interdependent interventions can include policies, programs, practices, and investment priorities [9].
Taken together, the portfolio should include interventions with different time horizons and levels of risk,
encouraging investments across a set of interventions
that can collectively effect change inter-generationally,
rather than focusing on a single intervention. This creates room for innovative approaches that may yield results in the short, medium, and long term.
For the purposes of this paper, we are linking these
two concepts. A distinguishing feature of an ACHCF is
that its portfolio of interventions includes a 2Gen lens.
Accordingly, an ACHCF includes a suite of interventions
across a community intentionally designed and coordinated to reach the whole family over time and recognize that the child is part of a family system. It can
include interventions designed to address immediate
needs, as well as strategies to optimize health over the
long term.

Background
Although most children are healthy, the foundations of
health throughout the life course take root in the earliest years [13]. For example, the frequently cited adverse childhood experiences study found that events
in childhood were predictive of adult chronic health
conditions more than 40 years later [14]. The salience
of early experiences and exposures on health and
well-being have since been replicated and reaffirmed
across a number of studies, and this literature continues to grow [15]. Numerous studies also demonstrate
health and behavior effects as early as in utero and
infancy, and how intervention in early childhood can
reverse these trends and better produce health equity
as children grow and develop [16, 17].
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Children are dependent on and nurtured by adults,
primarily the adults in their families. Research has indicated a strong connection between parents’ economic,
psychological, and social well-being and children’s
healthy development [18]. For example, a parent’s educational status is a strong predictor of a child’s success,
having both direct and indirect impact [19]. Caregiver
interactions and parent-child relationships are also
critical for nurturing the healthy cognitive, affective,
and behavioral development of the child. In addition to
reducing or mitigating stressors that can detract from
these relationships, health care can also intervene to
build on these interactions directly and improve later
health outcomes [20, 21]. Approaches that separately address the needs of children and their caregivers
miss opportunities for strengthening their interactions,
thereby reducing the likelihood of success for the entire family [22]. 2Gen or multi-generational strategies
for supporting children and their families offer a critical
method of intervention for improving long-term health
and well-being.
Community and place also matter for children. Poor,
vulnerable, and minority children disproportionately
(and by some measures increasingly) live in neighborhoods with far less social, physical, economic, environmental, educational, and employment capital
than their peers [23]. Studies increasingly find that this
community context is predictive of a child’s developmental outcomes, even independent of the immediate family’s socioeconomic status [24]. While there
have been periodic investments made and attention
given to place-based strategies to respond to community disinvestment, most have focused on material and
economic and workforce issues, and many have not
been conducted at a scale that could realistically produce population-level impacts. Because “poor neighborhoods are rich in young children” [25], there is an
opportunity to advance efforts to develop place-based
approaches that specifically look at community building from a young child perspective. ACHs that are supported by strong anti-poverty policies and designed
with a 2Gen focus offer the potential to address social
determinants of health and improve outcomes for the
full range of community members, including children
and families.
Finally, it is critical to acknowledge the role of broader social, economic, and racial issues on child health,
including, for example, the impact of racism and economic inequality on black infant mortality [26]. In fact,
the National Academies’ 2019 report titled A Roadmap
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to Reducing Child Poverty stated that “the weight of the
causal evidence does indeed indicate that poverty itself
causes negative child outcomes, especially when poverty occurs in early childhood or persists throughout
a large portion of childhood” [11]. Additionally, many
programs that alleviate poverty have been shown to
improve child well-being (e.g., earned income tax credits, the Supplemental Nutrition Assistance Program,
and the Women, Infants and Children Program) [27]. It
is therefore clear that social and economic context and
the policies that shape it matter for children.
To explore the promise of an ACHCF model in response to this growing evidence on the context for
healthy development in children, on November 1, 2016,
Nemours Children’s Health System (Nemours) and the
Health, Medicine and Society Program of The Aspen
Institute co-convened a meeting to articulate core elements of an ACHCF with experts from academia,
children’s health care, government funding agencies,
foundations, public health, and children’s health advocacy. Representatives from Nemours synthesized
key findings from that meeting, along with additional
information from expert interviews, into a Discussion
Paper published by NAM Perspectives in 2017 [12].
Subsequently, Nemours, the Scattergood Foundation,
and Mental Health America (MHA) submitted a paper
to the Center for Medicare & Medicaid Innovation that
applied a behavioral health focus to an ACHCF [28].
Ongoing efforts to share best practices and lessons
from emerging ACH initiatives can further support
ACHs in serving the unique needs of children and families. To this end, Nemours and MHA initiated the Collaborative on Accountable Communities for Health for
Children and Families as an activity of the Forum for
Children’s Well-Being at the National Academies. The
goal of the Collaborative is to examine policies, practices, and recommendations that improve child health
trajectories, including practices within the health care
setting that effectively refer and connect children and
families to developmental and social supports, as well
as improve community environments. During its first
year, the Collaborative engaged with leading communities and its expert members. In this Perspective, several individual members of the Collaborative propose
approaches to governmental and private funders and
policy makers to advance this work.

Methods
Nemours and MHA initially recruited 40 representatives, beginning in Summer 2017, to join the Collab-
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orative, including individuals who participated in the
earlier Nemours–The Aspen Institute convening. The
recruitment was balanced to ensure diverse perspectives across policy makers/government agency representatives, foundations, child health researchers, child
health providers, child health advocates, and leaders in
nascent ACHCFs.
In late 2017 and early 2018, Nemours and MHA conducted an initial series of semi-structured interviews
with selected members and communities to discuss the
core elements of an ACHCF, followed by a survey of all
Collaborative members. Using the process described
below, Collaborative members refined these proposed
core elements, both as a whole and then through deeper analysis of five individual elements that were each
featured on themed calls with community presenters,
sharing their challenges and successes:
1.
2.
3.
4.
5.

An overview of the revised core elements,
Closed loop community care coordination systems,
Portfolio of interventions and two-generation
strategies,
Financial sustainability, and
Feedback on synthesis and recommendations.

Based on this input, Nemours and MHA refined the
core elements, ensuring that the child/family lens was
applied. Specifically, 2Gen approaches were identified
as a distinct core element of an ACHCF, and the core
element related to the key portfolio of interventions
was modified to reflect alignment with family-centered
care. Attention was paid to ensuring that both child
and family stakeholders and payment models were
included and that there was an emphasis on the inclusion of 2Gen approaches.
The Collaborative on Accountable Communities for
Health for Children and Families officially launched
in April 2018. In its first year, Collaborative members
were convened over five virtual meetings. Each call
began with an expert presentation offering a conceptual foundation of why the element(s) are proposed as
core to an ACHCF, with an opportunity for questions
and comments. Leaders from two to three community
or state initiatives building ACHCF-type models offered
key learnings related to the element(s) in question,
highlighting their experiences and the accelerators and
barriers to their success, followed by questions from
Collaborative members. Community presenters included participants in ACH initiatives; local leaders identified by the Funders Forum on Accountable Health; and
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others recommended by Collaborative leadership or
members.
Nemours and MHA produced summaries of each
call with key findings and emerging themes and then
synthesized findings into proposed approaches for
funders and policymakers interested in advancing
ACHCFs. These findings were presented for initial feedback from Collaborative members. Using an iterative
process, additional rounds of feedback were solicited
from Collaborative members and community presenters to create a final document. This paper synthesizes
the lessons shared by Collaborative members and other stakeholders, with a focus on accelerators, barriers,
proposed approaches for funders and policy makers,
and key questions for communities to consider.

Findings: Key Accelerators and Barriers to
ACHCF Models
The following elements emerged as central to catalyzing and sustaining an ACHCF. They are presented alongside key accelerators and barriers that relate to each
element. Many of these elements are also relevant to
a broader ACH, and communities should be intentional
about applying a child/family lens when designing and
implementing these elements for an ACHCF. Elements
are organized by thematic areas, including (1) focusing
on key foundational elements; (2) portfolio design; (3)
financing; (4) health care payment models; (5) data and
technology; and (6) metrics. The approaches proposed
by the authors of this Perspective in the section that
follows further define and elaborate on these six areas.

Proposed Approaches
To amplify the accelerators and reduce the barriers
identified above, Nemours and MHA have developed
the following proposed approaches, gleaned from the
Collaborative’s activities, and informed and refined
based on input from Collaborative members. The following approaches are intended for community practitioners, public and private funders, federal policy makers, and states.
Focusing on Key Foundational Elements
Successful long-term partnerships are the basis of an
ACHCF. They must be cultivated over time and require
a strong foundation grounded in trust, shared goals,
and processes and governance structures that promote sustainability. These partnerships extend beyond
individual institutions and into the community and embrace a whole-child, life-course approach. Funders can
support communities in doing the following:

Published January 13, 2020

Accountable Communities for Health for Children and Families: Approaches for Catalyzing and Accelerating Success

Table 1 | Approaches Proposed by NAM Perspective Authors to Accelerate ACHCF
Models
Element

Accelerator

Barrier

Focusing on Key Foundational Elements
Shared Vision and Intentionally aligning and integrating
Goals
existing efforts and defining shared
goal(s) especially related to healthy
development in children
Achieving buy-in from community
members early on
Integratora/
Backbone

Trusted
Relationships

Explicit support and funding for at
least one entity that is accountable for
the overall collaboration and logistical
support for the ACHCF, with a focus
on shared leadership and accountability

Competition for resources in a community
Funders who do not require/ fund this
early stage of work

Absence of funding for and/or support for integrator(s)
Tensions or competition about who
should serve in this role

Existence of working relationships and Lack of such relationships or funding
cultivation of trust among partners
to address capacity building to cultivate relationships
Lack of time to build trusting relationships

Governance and
Shared Decision
Making Structure

Creation of governance structure with Lack of funding or planning for a
full community engagement in decishared decision making structure
sion making and designing deliberate,
bi-directional community engagement Lack of established trust among disinvested communities, organizations,
and public institutions

Multi-Sector
Community-driven coordination
Partnerships
across sectors with a focus on:
Including Families (1) reducing siloing; (2) participation
from families and community residents in systems design and metrics
selection; (3) incorporating the lived
experience; (4) leveraging partner
expertise; and (5) closed loop systems
that enable data-sharing (see Data
and Technology within this table).

Little or no multi-sector engagement
of key community stakeholders,
including families and those with
expertise in early childhood development and 2Gen approaches

Navigators to
Help Address
Individual Needs

Exclusion of navigators from the
ACHCF, often due to challenges with
reimbursement to support the navigator role

Culturally competent navigators who
help connect individuals and families
with needed services

Navigator roles narrowly defined to
focus on information sharing rather
than more supportive roles
Lack of integration of navigators into
health care system/resistance from
providers to coordinate with navigators
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2Gen Focus

Explicit agreement on the need for
a 2Gen approach that builds on the
lived experience of families

Siloed approaches that do not holistically address the needs of the family
in a coordinated and effective way

Regular engagement with families
through continuous feedback loops

Lack of emphasis or exclusion of the
family voice in decision-making structures/limited family engagement

Intentional planning and focus to
design a linked, mutually reinforcing,
and balanced 2Gen portfolio with
a variety of time horizons and wide
range of providers and professionals who together can accomplish the
overarching goal the community has
set forth

Either no forethought regarding a
portfolio approach or diverging views
on how to invest resources across the
portfolio

Portfolio Design
Portfolio
Approach

Community stakeholder support to
continue resourcing individual existing programs that have been effective
but serve a very narrow purpose that
does not support the broader goals of
the portfolio
Ongoing fiscal pressure to continually add “new” funded evidence-based
practices (EBPs) to the portfolio,
requiring retraining in order to fund
services, rather than sustained funding for existing EBPs

Financing
Sustainable
Financing

Forethought and buy-in among key
partners and funders from the outset regarding financial sustainability
mechanisms

Lack of a clear financing mechanism
to support sustainability over time

Blending and
Braidingb

Funders who expressly allow, help
coordinate, and/or provide technical
assistance regarding blending and
braiding to diversify funding

A competitive funding market in a
community, giving rise to multiple,
uncoordinated efforts instead of collective impact under a single system

Time Horizon

Longer-term, multi-year investments
and coordinated funding to give
communities the latitude to spend
time upfront developing foundational
capacities

Categorical funding streams with
requirements to produce measurable
child-level outcome improvements
within just a few years

Health Care Payment Models
Medicaid
Engagement
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Active engagement of the State Medic- Lack of high-level state leadership and
aid program in designing and impleengagement that asserts commitment
menting the ACHCF model
to early childhood (e.g., gubernatorial/
cabinet/Medicaid level) and/or lack of
Ensuring that Medicaid’s Early and
shared goals with State leadership to
Periodic Screening, Diagnostic and
implement an ACHCF model
Treatment (EPSDT) benefit is fully
leveraged as it is intended and autho- Limited knowledge of the full capacity
rized in federal law
of EPSDT to support various levels of
prevention and treatment
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Leadership/
Cultural Shift
to Value and
Outcomes Rather
Than Volume

Government or private funding or
incentives to test value-based models
Support from key provider and payer
leadership to design and implement
alternative payment models to support an ACHCF

Limited number of pediatric and
dyadic value-based payment models
from which providers, communities,
and states can learn
Mindset of fee for service and no leadership to support a shifting payment
system
Predominant focus on treatment services and lack of funding for prevention services that are developmental
and preventive, such as early childhood mental health consultation

Data and Technology
Data Strategy and Development of an overarching data
Data Sharing
strategy
Dissemination of best practices, tools,
templates and technical assistance
(TA) that helps address privacy and
legal concerns around data sharing
across child- and family-serving sectors

Closed Loop
Community Care
Coordination
Systems

Community buy-in and ongoing
funding to implement a closed loop
technology system that facilitates
identification of needs, multi-directional community-clinical referral and
communication, and tracking and reporting outcomes for individuals and
populations [37]
Agreement among community partners to utilize one system across sectors, as opposed to multiple systems

Legal, privacy, and logistical/practical issues related to consent and
data-sharing infrastructure (e.g., lack
of knowledge of how to navigate
the Health Insurance Portability and
Accountability Act and the Family
Educational Right and Privacy Act), as
well as lack of guidance/ mentorship/
TA on how to utilize existing tools and
templates (e.g., data use agreements,
Memoranda of Understanding, etc.)
Lack of initial or ongoing funding, as
well as appropriate training regarding use of a closed loop technology
system or lack of coordination among
partners in the absence of such a
system
Lack of buy-in from community partners to utilize a common technology
system, resulting in multiple systems
in one geographic area

Metrics
Shared Metrics
Relevant to the
Pediatric Population and Their
Families, Based
on Shared Goals

Funders providing support for clearly
identifying shared metrics that span
child- and family-serving sectors upfront

Difference in language/ shared goals
across sectors and a focus on the
medical model rather than cross-sector metrics assessing health/development

An integrator is an entity that serves a convening role and works intentionally and systemically
across various sectors to achieve improvements in health and well-being.
b
Blending and braiding is an example of a financing strategy. It is included here because it is emerging as a key strategy.
a
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Create a culture of distributed leadership
and establish collective impact. Equip ACHCFs
with empirically informed and theory-driven approaches to engaging communities in building
their collective structures, setting their vision,
distributing leadership at multiple levels, and
promoting their success.
Support communities in developing measures of shared goals that are relevant to
children and families upfront. This includes
identifying process and outcomes measures at
the individual and population level. For example,
New York established a Children’s Health ValueBased Payment Subcommittee and Clinical Advisory Group to bring a uniquely child-focused
perspective to payment reform. This group established a values statement, guiding principles,
and North Star Framework from which further
strategies and initiatives cascaded [29].
Align sectors that care for children and families. Fund locally responsive and inclusive collaboration across sectors to develop a common
vision and shared goals. This may represent
a change for community stakeholders and/or
funders, as many have historically focused on
health, education, or juvenile justice, rather than
the intersection across systems [5].
Equitably engage whole communities and
establish accountable processes, with an intentional focus on engaging families directly.
Fund time to equitably engage community leaders as well as community members to build a
culture of inclusivity and accountable governance that is reflective of the lived experience
and includes explicit shared decision-making
structures with meaningful family engagement.
For example, in Boston, the Vital Village community of practice supports the co-creation and design of innovations between residents and community-based agencies with a focus on shared
accountability [30].
Provide ongoing support for navigators who
connect individuals with community-based
services, as well as a backbone/integrator
organization(s) that supports systems level
change across the community and promotes
continuous learning and improvement functions. Provide financial and infrastructure/organizational support for backbone/integrator
organization(s). Support sufficient time and defined roles for navigators to do more than make
referrals [31].

•

Support rapid cycle learning through technical assistance (TA), convening, and evaluation. A menu of TA options, grounded in understanding of the ACHCF model, and available
when local timing is right can accelerate progress. Supporting evaluation can externally validate local progress and help inform communities about future efforts.

In developing shared goals, communities should consider the following:
•
What stakeholders need to be engaged to ensure an equitable approach that promotes the
health and well-being of children and families?
What key community partners should be engaged (e.g., parents, adolescents, schools, child
care, etc.) in design and implementation?
•
What are the ways to gain momentum through
a series of short-term wins to build cohesion in
the group and offer steady progress toward the
larger goals?
•
What type of governance structure can be put
in place to establish accountability among partners and ensure a direct voice for community
residents, including children/adolescents and
families?
•
What shared results and results-based accountability are important and can be measured?
Building a Portfolio of Interventions with a 2Gen
Approach
As noted above, a balanced portfolio approach considers a strategy of investments that bring returns over
different time periods, and includes health investments
that ensure social, economic, and environmental conditions vital to improving overall population health
[32]. While specific interventions may show an ROI and
have a core of supporters, better health and health equity for children and families will not be the result of
layering on a single new intervention. In addition, because the financial benefits associated with many developmentally focused investments in childhood may
take decades to fully accrue, stakeholders will need to
apply a new paradigm to ROI, as opposed to the one
typically used when evaluating business or public investments. To encourage systemic change over time, a
broader 2Gen approach that looks across a portfolio of
linked interventions should be applied and intentionally integrated into the existing work so it is sustained.
Private and public funders as well as government
entities at all levels—local, state, and federal— should
leverage their convening power and invest in funding
Published January 13, 2020
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basic organizing functions and capacity building. This
includes funding communities to set a common agenda that embraces a portfolio approach, as opposed to
singular interventions.
In particular, funders can do the following:
•
Build toward a cross-sector 2Gen strategy
rather than funding stand-alone interventions that advance narrowly targeted goals.
This will ensure that the portfolio is integrated into a larger overarching framework and
existing infrastructure. Funders of all types
can help grantees in a collective impact arrangement implement cross-sector strategies designed around children and families that use all
available policy levers, rather than implementing
a single intervention or collaboration that advances a specific goal. For example, Colorado’s
Department of Human Services employs a 2Gen
approach across its services and encourages its
programs to serve children and their caregivers
together in order to harness the family’s full potential [22].
•
Ensure that the 2Gen strategy and portfolio
strengthen the parent-child relationship and
that approaches align with various developmental stages (child/adolescent), in addition
to systems that influence these developmental stages. According to the Harvard Center for
the Developing Child, for children, responsive
relationships with adults promote healthy brain
development and provide buffering protection
needed to prevent very challenging experiences
from producing a toxic stress response [33]. A
comprehensive strategy includes a diverse portfolio of interventions that entail families, child
care, schools, and other community partners
•
Apply and build evidence for portfolio management. Equip grantees with empirically informed and theory-driven approaches to portfolio planning, implementation, and management,
in addition to helping to evaluate innovations in
portfolio management to inform future efforts.
•
Test different sustainable financing mechanisms that include a 2Gen approach. This
should include innovation related to the source
of funding, as well as the mechanism.
•
Ensure the portfolio of interventions is
balanced in terms of the time horizon for
achieving goals and the mix of interventions
included. Prior work has indicated that the mix
of interventions should be tailored to meet the
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•

community’s needs and balanced in several dimensions, including time frame, level of risk, and
target population [31]. As they work with communities to build a balanced portfolio, funders
should help communities transform their current activities to align with the investment strategy—including strategic reprogramming that
reapplies talent and resources in other ways.
Funded activities and evaluations should acknowledge that returns may be long term.
Provide longer-term, multi-year investments
to account for the amount of time for coordinating and engaging the community in developing
the balanced portfolio, as long-term transformation is challenged by short-term funding horizons. Some interventions may have short-term
returns (1–3 years). Others will need a time
horizon that could extend beyond 10 years.
Funders should work with communities to examine the evidence base and time horizon for
interventions and invest, much like in business,
in a balanced portfolio with returns over time.
For example, New York’s value-based payment
guiding principles explicitly state, “Maximizing
the healthy growth and development of children
today will reduce future health care needs and
bring long-term value to Medicaid and other
public systems, including but not limited to education, child welfare, and juvenile justice. For
these reasons a longer horizon for assessing
cost savings must be considered” [29]. Additionally, the Washington State Institute for Public
Policy offers ROI estimates for the Washington
State legislature and finds impressive returns for
many programs (ROIs of $2:1 or even $3:1 over
time), but with varying time-horizons [34]. As a
final example, Parent Child Interaction Therapy
for families in the child welfare system shows
positive returns within 5 years, whereas investments in high quality early childhood education
can take as many as 20 years to offer positive
returns, but across a much larger population.

In implementing 2Gen portfolios, communities should
consider the following:
•
What programs should be included in the portfolio, and over what time frame should results
be expected? What are the most strategic investments to achieve the overarching goals and
what programs should be discontinued or revamped because they serve a more siloed pur-
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pose? As the portfolio mindset is embraced over
time, how can new programs be catalyzed, and
how can a balanced portfolio help to minimize
the risk of new innovations? What pathways can
be initiated for individuals and institutions to reengage if their program is discontinued?
How do funded programs, policies, and practices consider the family as the unit of action?
How are families incentivized and empowered
to participate actively in portfolio interventions?

Financing Mechanisms to Support Longer-Term Investments
In many cases, individual funding streams are not sufficient to support the array of activities needed to effect change in multiple sectors over time. As a result,
leveraging funds from multiple sources in support of
an overarching strategy or linked portfolio of interventions can be an effective strategy, although grantees
must ensure they are following all federal or state requirements or seeking and receiving explicit permission for an exception to such requirements. For example, blending (i.e., funds are combined into a single
pool from which they can be allocated) and braiding
(i.e., funds from various sources are pooled together
but tracking and accountability is maintained at the
administrative level), or a combination of the two, are
financing strategies that can help to provide adequate
support for strategies in each portfolio category [35].
Blending and braiding and other coordinated funding
mechanisms can also help to address “wrong pocket
issues” where one agency bears the cost for a program
that ultimately results in a reduced demand for services by another agency or system [36].
To assist communities, private and governmental
funders, including states, can do the following:
•
Support financing mechanisms that promote
shared accountability and goals. The authors
of this Perspective see opportunities for federal
and state funders to collaborate across agencies
to facilitate coordinated funding that rewards
collective impact and collaboration, with a focus on optimizing health and healthy development. This should include joint investments in
capacity and infrastructure needed across sectors to make collective impact effective, as well
as setting aside funding for the development of
community-based financial sustainability structures such as wellness trusts. An example of an
innovative financing mechanism is the Imperial
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County Local Wellness Fund, which weaves existing resources together to seamlessly and more
effectively support community-designated solutions, including solutions to treat and prevent
asthma in children.
Support and provide TA to awardees on
blending and braiding funds with the goal
of advancing 2Gen efforts across an aligned
portfolio of interventions. This includes providing TA on the legal aspects of data-linking
or cross-sector contracting or highlighting examples of and disseminating learnings from
communities that have effectively blended and
braided funds. For example, the Health Resources and Services Administration’s Early Childhood
Comprehensive Systems and Supports initiative
provides opportunities for TA and shared learning on braiding and blending for sites interested
in addressing both maternal and child early developmental needs.
Apply and build evidence for braiding and
blending. Equip grantees with empirically informed approaches to effectively using blended
and braided funding, as well as help evaluate
innovations in blending and braiding to inform
future efforts. The Brookings Institution and the
Urban Institute have begun a project that highlights the research of experts in health care financing focused on creative approaches [36].
Funders can help to highlight what we have
learned from existing efforts like these and continue to build the evidence base through further
research.
Work with communities and researchers to
test methods for conceptualizing and calculating ROI across programs and sectors, especially when blended or braided funding strategies are employed. Investments in programs
in one sector (e.g., early care and education or
schools) may lead to cost savings and improvements in another sector (e.g., juvenile justice).
Developing methods to calculate cross-sector
savings can help to build the case for more coordinated cross-sector funding streams that reap
benefits across a number of domains.

In implementing financing strategies such as braiding
and blending, communities should consider the following:
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What relationships need to be cultivated from
the outset to ensure a focus on financial sustainability (e.g., public and private payers), and how
can integrator(s) catalyze and sustain the work?
How can communities bring funders to the table
early to discuss how funds can be more effectively leveraged to achieve community goals?
How can community partners be engaged in discussions about the options and advantages of
braiding and blending funding?
How can resources and rewards be shared in a
way that reduces rather than accelerates competition among local entities? What financing
mechanisms (e.g., wellness trusts or social impact financing) could be tested to align with the
metrics included in value-based payment models tested within the community?

Testing Value-Based Payment Models to Improve
Health and Well-Being for Children and Families
To optimize child health and well-being, financial incentives across health care and other sectors should
be aligned with a long-term, 2Gen perspective that rewards whole-family healthy development [37]. This is
an emergent area. Further testing is needed of pediatric and/or dyadic (parent/child) payment models to address health-related social needs (e.g., food, housing,
child care, etc.) for children and families, and aligned financial sustainability mechanisms [38]. The Center for
Medicare and Medicaid Innovation’s Integrated Care
for Kids (https://www.cms.gov/newsroom/fact-sheets/
integrated-care-kids-inck-model) model will be informative as the model is implemented over time.
In particular, and with the evidence that currently
exists, funders and/or policy makers can do the following:
•
Catalyze testing of multi-payer alternative
payment models to address the needs of
the pediatric population. Encourage a shift in
mindset to embrace payment models that reward value and outcomes. Funders and/or policy makers can catalyze testing of pediatric and/
or dyadic payment models that tie value-based
payments to measures related to improvements
in healthy development and parental mental
health, offer incentives to sectors other than
health care for their contributions to health, and
reinforce shared accountability across sectors.
•
Ensure that Medicaid and its Early and Periodic Screening, Diagnostic and Treatment
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(EPSDT) benefit are used as they are intended and authorized in federal law. Implementation of this approach could include identifying
innovative and best practices in how to fully
leverage the EPSDT benefit that can be further
disseminated [39]. Consider using the Bright Futures guidelines [40] and high-performing medical home design to implement state-of-the-field
EPSDT well-child preventive visits. Implementation could also include setting an agenda and
priorities for using Medicaid to promote health
and positive healthy trajectories. For example,
the New York State First 1,000 Days in Medicaid
initiative developed a top ten list of priority action areas for using EPSDT to improve care and
results [41, 42].
Recognize that value-based care is not “cost
containment” care and must be recognized
in that light. The focus should be on improving outcomes. Particularly for preventive and
developmental approaches, current financing
does not address what the science shows produces improved child health and adult health
trajectories. Funders should consider investing
in economic modeling and benefit cost estimation in order to assign value to prevention in
terms of long-term costs.
Ensure public and private payers and managed care plans are engaged early in the process of a community coming together. Work
with communities and states to engage state
Medicaid program staff, managed care, and private payers from the start of any collaboration
and continue to engage them over time, including testing models that include allied health professionals that can help to strengthen the parent–child bond.

Communities should consider the following:
•
What untapped potential exists within Medicaid
EPSDT benefits, and is EPSDT being fully leveraged and administered equitably by Medicaid,
managed care, and mental health plans? How
can primary care providers, including federally
qualified health centers, children’s hospitals,
and other pediatric medical homes be incentivized to optimize quality through innovative payment models?
•
How can communities partner with states to develop innovative models and data integration pi-
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lots—leading to systemic change—and leverage
existing Medicaid authority and Section 1115
Medicaid waiver authority?
How can communities ensure a focus on the
sustainability of a multi-sector system rather
than an insular focus on the health care system
alone? What funders and other financing stakeholders need to be invited to the table early to
inform the design of the ACHCF portfolio and
help articulate how to deliver value across sectors over time?

Leveraging Integrated Data and Technology
Data and technology fuel the health care of today and
tomorrow. There is promising work at the state level
regarding data and technology advancements that
can support the creation and maintenance of ACHCFs. For example, the Integrated Data Systems Project,
the Early Childhood Data Collaborative, the national
Data Quality Campaign, and the Workforce Development Quality Campaign are working to integrate data
systems to align with 2Gen efforts [42]. At the federal
level, integrating that data and leveraging technology
to more seamlessly connect children and families to
the services they need continues to be a challenge [38].
To address this challenge, funders and/or policy
makers can do the following:
•
Support the development of and provide
TA regarding a data strategy that includes
appropriate data sharing and integration
across sectors, with an intentional effort to
include child-serving sectors. The authors of
this Perspective believe funders should provide
TA and financial support for states and communities to achieve appropriate data sharing
and integration across sectors, including investing in data systems integration and innovative
data system development to better track and
report family outcomes. Funding Opportunity
Announcements and other opportunities could
require or incentivize appropriate data sharing
among family-serving grantees to expedite linkages. The Data Across Sectors for Health (DASH)
Project includes helpful resources for communities [43].
•
Support the adoption of accessible community care coordination systems that “close
the loop” and ensure that the information/
data is recorded in a way that can be shared
across stakeholders, in accordance with pri-
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vacy laws. The authors of this Perspective encourage governmental and private funders,
as well as payers, to continue to invest in and
catalyze innovation related to community care
coordination systems that are inclusive of children and families. This could include funding a
process for cross-sector planning and adoption
of a system (ensuring that health and social
providers are engaged in the selection of the
system and trained in how to use it), funding
for a backbone organization to sustain and enhance an existing system, or funding that could
be pooled with other streams to maintain the
system, including perhaps leveraging large private investments made in them by funders and
health systems (e.g., Kaiser Permanente’s investment in the Unite Us system [https://www.modernhealthcare.com/care-delivery/kaiser-launchsocial-care-network]). Closed loop systems help
provide connections to needed services for community members [44]. For example, the Family
Connects System (http://www.familyconnects.
org) is a home visiting model in which a registered nurse assists families with new babies in
connecting to community resources based on
identified needs. Similarly, the Help Me Grow
model (https://helpmegrownational.org) ensures that communities identify vulnerable children and links families to community-based programs and services.
Communities should consider the following:
•
How are the social needs of children and their
families identified, and what data and technology systems can help support referrals to address
those needs? If it is not feasible to purchase a
technology platform, how can partners across
sectors maximize coordination even in the absence of such a system?
•
How can community buy-in from health and social service providers, and the clients who use
those services, be achieved in order to coalesce
in support of a community care coordination
system that leverages technology to help meet
unmet needs?
•
What investments, infrastructure, and other
changes are needed to facilitate data sharing
across sectors?
•
What are pathways for working with managed
care organizations to invest in closed loop tech-

Published January 13, 2020

Accountable Communities for Health for Children and Families: Approaches for Catalyzing and Accelerating Success

nology systems and incentivize completion of
referral pathways?
Selecting Metrics and Evaluating Progress
ACHCFs engage communities to set and meet shared
goals for whole-family healthy development and wellbeing. Measurement and evaluation should reflect
this. Measurement systems should cut across funding streams to consider the family system. This means
moving beyond program-specific measures that are
solely child-focused or including only minor attention
to parent and caregiver measures. An ACHCF intentionally disrupts current siloed program implementation
and measures of success. Therefore, ACHCF evaluation
design also needs to reflect principles of learning and
quality improvement to inform progress toward the
overall goals set by the community and reinforce new
ways of interacting and making decisions for collective
impact.
Funders can:
•
Reinforce the need for the community to set
shared goals and a data strategy upfront and
use them as guideposts when making future
decisions regarding strategy and interventions. Funders can help grantees to collaborate
with the community to set goals and milestones,
as well as the data strategy to enable this process, so that stakeholders feel ownership over
and are interested in working together on the
initiative. For example, the California Accountable Communities for Health Initiative developed readiness assessment guidance and tools
as well as initiative-wide milestones to encourage this type of effective collective impact.
•
Educate grantees about what types of data
can and cannot be shared, including best
practices for data sharing. Share examples of
bright spots and exemplars of communities that
have developed data-sharing agreements that
are compliant with the Health Insurance Portability and Accountability Act, the Family Educational Rights and Privacy Act, and other privacy
laws [43, 45].
•
Collaborate to reinforce or allow flexibility
for a set of common metrics for grantees that
span sectors for collective impact in an ACHCF, track 2Gen impacts, and are reflective of
the goals set by the community. Be flexible in
the type of evaluation that is required for 2Gen
initiatives, allowing for short- and longer-term
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•

metrics that capture the functioning of family
systems. Work to align metrics with existing efforts, such as the emerging Pediatric Vital Signs
(https://sites.nationalacademies.org/DBASSE/
ccab/DBASSE_184699) initiative.
Ensure that investments in the community
allow for continuous evaluation of salient
outcomes to promote the sustainability of an
initiative. Evaluation should include both child
and family focused metrics (with linking between
child and parent data) covering health and wellbeing across domains as appropriate.
Build capacity use data for action as an effective element of a comprehensive evaluation
strategy. Pay for and provide TA on effectively
sharing data stories with the engaged sectors as
well as political leadership for the area in order
to promote ongoing sustainability and drive resources toward unmet needs and evaluation.

Communities should consider the following:
•
How can agreement on a few key child and family-focused metrics across sectors be achieved
early on?
•
What types of TA regarding data collection and
evaluation are needed from funders?
•
How can early findings be used to inform continuous improvement within the portfolio of interventions to drive changes to improve the health
of children and families?

Conclusion
Optimizing health across the lifespan requires greater
investment in children and families by transforming
community systems to focus on prevention and wellbeing. The priorities and approaches summarized here
represent the wisdom and practices of many health,
research, philanthropy, and community leaders across
the country who contributed emerging ideas, insights,
and findings. These priorities and approaches are offered to catalyze further testing of ACHCF models
and advance adoption of innovative and effective approaches that have the potential to improve health and
well-being for children and families over the long term.
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