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“Collaborative efforts between the 
Department of Mental Health and 
Department of Education have focused 
on providing school-based mental health 
services via a public health approach  
by integrating mental health promotion, 
mental illness prevention, early intervention, 
and treatment services and supports 
through a school wide positive behavior 
support model”

State Child Mental Health Director, 2007

The President’s New Freedom Commission Report, 
Achieving the Promise, arguably the guiding policy 
document in mental health for this generation, 
heavily emphasizes a public health approach to 
mental health.40 

However, since the Surgeon General’s report and 
the more recent New Freedom Commission report, 
children’s mental health related federal initia-
tives that include a public health focus have been 
generally limited to targeted interventions related 
to specific conditions or problems. These projects 
emphasize suicide and gun or community violence 
prevention as opposed to a general strategy that 
seeks to build the foundation for resilience and 
social skills development that underpins mental 
health. A few exceptions stand out. Through the 
Safe Schools Healthy Students Initiative, touted 
as a drug abuse and violence prevention initia-
tive, policymakers sought to build capacity for 
mental health promotion and prevention.41 More 
recently, Congress authorized Project LAUNCH, a 
mental health prevention initiative for young and 

school-age children (birth to age 8).42 The problem 
is that where federal funding has been available it 
has been grant-based and failed to reflect the need 
for comprehensive strategies that are more easily 
suited to intervention models supporting promo-
tion, prevention, and early intervention.43 Even Safe 
Schools Healthy Students and Project LAUNCH, 
both grant-funded and time-limited contribute rela-
tively little to the need nationally to embed public 
health-orientation into children’s mental health. 

States were asked about their progress toward 
implementing a public health framework. Twenty-
five states responded to queries on whether they 
funded prevention and early intervention services 
and supports for children and youth, birth to age 18. 
In addition, 39 states indicated that they had taken 
specific steps to balance prevention, early interven-
tion, and treatment services. Thirty-eight states 
described some of the strategies that made up this 
shift. 

States’ responses on strategies used to shift their 
systems diverged widely, indicating that they had 
different interpretations of what it meant to balance 
service delivery within the context of a public health 
framework. Some states described a movement 
toward earlier identification and balancing treat-
ment between residential and community-based 
services exclusively for children and youth with 
severe emotional disturbance. Others highlighted 
efforts that expanded capacity for children and 
youth with mental health conditions and those at 
risk. Some strategies were targeted more narrowly, 
for example related to suicide prevention. Table 1 
categorizes states’ responses and identifies those 
strategies that focus more squarely on policy 
and structural reforms. Only one state indicated 
that there had not been a shift toward balancing 

Chapter 2
How Are States Moving Toward a Child Mental Health  
System that Is Guided by a Public Health Approach that  
Integrates Prevention, Early Intervention, and Treatment?
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prevention, early intervention, and treatment but 
rather that such a focus had been a system hallmark 
for a long time. 

As an example of a state taking a broader approach, 
Maine reported the following: 

“Children’s Behavioral Health Services has always 
maintained a balance among prevention, treatment, 
and early intervention. It offers family support 
services, respite care, and a service system that 
allows easy access to a rich menu of treatment and 
other services early on. Early intervention therefore 
means preventing more serious development of 
problems through many service options in a system 
that is easy for families to access.”

State Children’s Mental Health Leader, Maine

Three states outlined specific policy-related strat-
egies designed to shift resources toward earlier 
phases of the service continuum. In Connecticut, 
the Department of Children and Families has 
earmarked 5% of all new state funding for preven-
tion-related activities. A similar strategy, although 
targeted to mental health funds, is in use in 
California where, under the Mental Health Services 
Act, 20% of funding is allocated toward prevention 
and 51% of that goes to children. In Ohio, commu-
nity mental health budgets include line items for 
early childhood mental health including use of an 

evidence-based model, the Incredible Years, and 
funding for maternal depression. Michigan and 
Oregon have employed strategies to make systemic 
changes to service delivery for the more vulner-
able. Oregon approved use of an age-appropriate 
diagnostic classification and treatment guideline for 
children birth through age five. Michigan estab-
lished access criteria for children birth to age five 
accompanied by a diagnostic classification cross-
walk to guide appropriate billing (DC-03).

Twenty-one states pointed to collaborative efforts 
to support a more balanced approach to service 
delivery, ranging from working with traditional 
collaborative partners such as juvenile justice and 
child welfare. In the case of Rhode Island, this led 
to a major respite initiative. In Minnesota, it led 
to developing new partnerships with entities like 
the American Academy of Pediatrics, Head Start, 
children’s hospitals, and managed care groups. Many 
states report collaborating with the schools. Besides 
the Department of Education, Kentucky’s collabora-
tion includes the Department of Public Health and 
Kentucky Youth First. South Dakota’s partnership 
with public health led to the development of a social-
emotional screening tool that is used by all public 
health nurses for children birth through age two. In 
Vermont, the mental health authority has a memo-
randum of understanding with the Department of 
Health to collaborate on a range of services at the 
early end of the service delivery continuum.

Table 1: Shifting the Paradigm: States Report Movement Toward a Public Health Framework

Initiatives States

Movement toward early identification and balancing the treatment array within mental health services for children with SED

Funding flexibility and treatment options Michigan, Kansas

Children’s System of Care Kansas, Maryland, South Dakota, Tennessee, Vermont, West Virginia

Wraparound Wisconsin

Alternatives to residential North Dakota, Oregon, Rhode Island

Efforts to expand capacity for children and youth with mental health conditions and those at risk

Screening and assessment Montana, North Dakota, New York, Nevada, Wisconsin

Provision of services and supports in non-medical settings

Child care Arkansas, Colorado, Maryland, South Dakota, Tennessee

Schools Florida, Maryland, Missouri, Nevada, South Dakota, Tennessee, Vermont, West Virginia

Community-settings Massachusetts, Rhode Island, South Dakota, West Virginia (Oklahoma for suicide)

Specific targeted initiatives Kentucky, North Dakota, Nevada, Oklahoma, West Virginia, Vermont

Policy, funding, and structural changes California, Connecticut, Florida, Missouri, Massachusetts, Michigan, New York, Ohio, 
Oregon, West Virginia
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Table 2. Prevention and Early Intervention Strategies

Prevention and/or  
Early Intervention

State Description
Pr

og
ra

m
s

Massachusetts Child 
Psychiatry Access 
Project (MCPAP)

MA Provides primary care providers (PCP) with timely access to child psychiatry consultation and, when 
necessary, transitional services into ongoing behavioral health care. Data on PCP satisfaction indi-
cated greater ability to meet the psychiatric needs of children and adolescents in their practices.1

Child and Family 
Clinic Plus

NY Provides early screening, comprehensive assessments, and increased clinic access in over 300 
schools.  This strategy helps change the interagency focus from reduction in placement to early 
detection, treatment, and community support.2

Project BASIC TN Establishes school based mental health and early intervention and prevention services for children 
K-3. Located in 47 schools in 39 counties across the state producing, low cost, broad-based impact 
on target students, peers, school personnel, and families in rural, resource -scarce areas.3

Regional Intervention 
Program (RIP)

TN Encompasses a parent-led program to help parents learn to work directly with their own children. 
Experienced RIP parents train and support the newly enrolled families. Children are eligible for 
RIP up to age 6. Children enrolled in RIP with aggressive and antisocial behaviors demonstrated 
significant reduction in these behaviors and improvements in family relationships.4

In
iti

at
iv

es

Pediatric Collaborative 
Initiative

VT Through a memorandum of understanding, the Department of Mental Health and the Vermont 
Department of Health collaborates on the provision of a range of prevention and early interven-
tion services related to early childhood and school-based strategies. These include a comprehen-
sive ADHD project involving 14 primary care providers, co-location of mental health clinicians in 
primary care offices, and child psychiatry consultation to pediatric and primary care practices in 
eastern Vermont.5

Birth to 3 Initiative WI Focuses on children birth to age three with developmental delays and disabilities and their families. 
The early intervention team works with the family to enhance the child’s development and provide 
services and supports to increase family members’ knowledge, skills, and abilities as they interact 
with and raise their child. Services and supports are based on the individual needs of the child and 
family.6

Fu
nd

in
g 

MHSA Funding CA Twenty percent of MHSA funding allocated to fund prevention and early intervention activities – 
estimated at $171 million for FY06-07.

Funding for Prevention CT Department of Children and Families earmarks 5% of new state funding for prevention activities. 

Statewide 
Infrastructure Grant 

NE Children’s Mental Health and Substance Abuse State Infrastructure grants obtained in 2004 address 
a delivery system for children age birth to five, youth with co-occurring disorders, youth with sub-
stance abuse disorders, and transition-age youth. The Early Childhood Mental Health Subcommittee 
was created with the purpose of focusing on the state infrastructure needed to address mental health 
needs of children birth to five. System strategies are being developed for birth to five that include 
screening, referral, and treatment for perinatal depression.7

Funds Allocation OH Ohio set aside a community line item in FY 2007 budget to allocate funds for early childhood men-
tal health providers, evidence -based practices, assessment tools, and maternal depression. 

School Based Mental 
Health

WV Expands school-based mental health by funding a significant prevention model with $500K in 15 
programs.

O
th

er

Florida Association for 
Infant Mental Health 
(FAIMH)

FL State -funded FAIMH assesses needs, identifies effective practices, and takes research findings to 
programs across the state. A cadre of mental health specialists has been trained and advocacy on 
ECMH system is supported.8

Zero to Five diagnostic 
treatment guidelines

OR Establishes diagnostic classification and treatment guidelines for children birth to five years old. 

WA HB 1088 requires a state -funded EBP institute that provides training and consultation to specialty 
and primary care physicians statewide on children’s mental health interventions.9
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These examples notwithstanding, state mental 
health advocates were less likely to agree that their 
states were taking specific steps to shift toward a 
prevention and early intervention framework based 
on NCCP’s study. Only 37% of states’ advocates 
(N=7) believed that their states had taken specific 
steps to balance treatment with prevention and early 
intervention.

Major Findings and Policy Implications

♦	Thirty-nine states (74%) indicated they had taken 
specific steps to balance treatment services with 
prevention and early intervention services, but 
states varied in their interpretation of balancing 
the treatment continuum, ranging from a narrow 
view that balanced treatment between residential 
and community-based treatment for children and 
youth with SED to a more expansive view that 
encompassed all children. In addition, 63% of the 
state mental health advocates reported that they 
have seen no such movement toward a public 
health framework. The discrepancy in implemen-
tation or a public health approach may reflect 
perceived limitations in the mandate of the child 
mental health authority and/or a lack of capacity 
to undertake a population-focused approach. 

♦	Only three states (8%) specified policy-related 
strategies to shift resources to support a public 
health framework, indicating that many of the 
strategies that states report lack the potential for 
more systematic reform.

♦	Twenty-one states (38%) reported effective strate-
gies in collaboration with other child serving 
systems ranging from juvenile justice, child 
welfare, substance abuse agencies, schools and 
public health. These collaborations ranged from 
expanding service capacity for a limited number 
of children and youth with mental health condi-
tions to strategies that changed practice. In addi-
tion, states ranked cross-system collaboration as 
a major challenge that they face. That less than 
two-fifths of states reported on cross-systems 
collaboration reinforce the need for policy-related 
strategies to facilitate better collaboration across 
systems.

♦	While states reported collaboration with juvenile 
justice, child welfare, schools, and other agen-
cies, information from the finance section of 

the report suggests that the level of collabora-
tion and engagement is uneven. Only 11 states 
were able to report funding from other sectors 
to support children’s mental health although 
other agencies make substantial contributions to 
children’s mental health. Given the prevalence of 
mental health conditions in special education, 
juvenile justice, and child welfare in particular, 
lack of knowledge of funding that supports 
mental health services poses significant barriers 
to strategic cross-system service planning and 
implementation. 

Recommendations

The federal government should:
♦	Provide a legislative framework for incentives and 

support for states to implement a public health 
approach for mental health for all children and 
youth. These can take the form of special incen-
tive grants, a set-aside in current funding streams, 
technical assistance, or new major legislation;

♦	Establish a prevention funding set-aside as part 
of the mental health block grant, mirroring a 
practice in substance abuse funding, and provide 
training, guidance, and technical assistance to 
states to implement a public health framework; 
and

♦	Create legislative authority that requires state 
child mental health authorities, child welfare 
authorities, and state juvenile courts to work 
collaboratively with the Substance Abuse 
and Mental Health Services Administration 
(SAMHSA), Agency for Children and Families, 
the Department of Justice, and the Department 
of Education to develop a comprehensive strategy 
to address the mental health needs of children, 
youth, and their families in these systems with 
the view to providing increased access to mental 
health promotion, prevention, and treatment 
interventions.




