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EXECUTIVE SUMMARY 

Considerable research powerfully demonstrates that the experiences of young children during the earliest 
years of life are significant and consequential for their immediate well-being as well as their long-term 
outcomes. The first three years of life is a period in which brain development is profoundly affected by 
risk and protective experiences that the young child has—especially caregiving experiences. Adequate 
nurturance, language and cognitive stimulation, responsiveness to distress, and protection from 
threatening or harmful experiences set the young child on a trajectory of healthy brain development, but 
inadequacies in these areas or presence of threatening or harmful input sets them on a trajectory of 
inadequate brain development. In Louisiana, too many young children are exposed to adversities that are 
known to compromise their developmental potential. Harmful or inadequate experiences in young 
children not only increase risk for subsequent developmental difficulties, but also may lead to psychiatric 
difficulties and poor long-term health outcomes. Further, adverse experiences most often occur in 
combination, with risk increasing proportionately as more types of adversity occur. 

In addition to the high prevalence of risk conditions for many of Louisiana’s young children, research also 
documents that severely impairing psychiatric disorders are almost as prevalent in 2- to 5-year-old 
children as in older children, adolescents and adults. Fortunately, there are a number of evidence-based 
interventions available to treat disorders in young children. Unfortunately, these interventions are not 
available in most parts of Louisiana for two main reasons: 1) the paucity of trained providers and 2) 
inadequate ongoing support including low reimbursement rates for these services.   

Increasing the availability of providers trained to deliver these needed interventions is an urgent priority 
for Louisiana. The barriers to enhancing availability of evidence-based interventions include the costs, 
length, and rigors of training as well as having structures in place to support providers in delivering the 
services. Inadequate training of providers in basic principles of infant and early childhood mental health 
also is a factor.  

An approach that has been successful in increasing access for other mental health interventions in 
Louisiana and in other states is enhanced, cost-based Medicaid rates for providers who are trained and 
who provide evidence-based interventions. Increased reimbursement provides a needed incentive for  
providers to seek training and for agencies to invest in the training that make needed treatments 
available. 

State policymakers, Medicaid, and Managed Care Organizations are urged to implement specific 
recommendations to grow the Louisiana evidence-based practice (EBP) provider workforce and ensure 
greater access to EBPs for children and families throughout Louisiana, now, and into the future. 

Recommendations:  

1. Support EBP service delivery through increased Medicaid reimbursement rates. 
2. Develop policies that incentivize EBP trained mental health providers to remain in the Medicaid 

workforce.  
3. Prioritize and integrate managed care processes to support EBPs for young children. 

INTRODUCTION AND STATEMENT OF PURPOSE  

This paper outlines the urgent need to enhance the mental health and well-being of Louisiana’s youngest 
and most vulnerable citizens by increasing the availability of evidence-based, trauma informed treatments 
for young children who are on maladaptive developmental trajectories, experiencing impaired 
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functioning, and suffering as a result. Increasing the work force is critical to meet these urgent needs. 
While increasing the workforce is a long-term process, interim steps are possible and necessary.  

We recently completed a statewide survey to identify current understanding and needs regarding adverse 
childhood experiences (ACEs). Mental health services for children exposed to ACEs (which include 
household members with mental health problems, substance abuse, criminal activity; exposure to 
interpersonal violence; experiences of physical, emotional and sexual abuse and physical and emotional 
neglect, Felitti et al, 1998) and other traumas were repeatedly identified as a need, and there was a clear 
interest among mental health respondents in deepening and expanding their knowledge about trauma-
informed therapy. However, few of the mental health respondents indicated they were fully trained, 
confident, or actively using specific, trauma-focused, evidence-based therapies for young children 
(Zeanah et al., 2020). Many factors contribute to the limited availability and expertise in evidence-based, 
trauma-informed practice; however, improving reimbursement has been shown to significantly increase 
the availability of providers (Beidas et al., 2016; Hagele, Potter & Seifert, 2020; Phillippi et al., 2013;  
Roundfield & Lang, 2017). 

The purpose of this White Paper is to make the case for providing financial incentives to increase the 
availability of evidence-based, trauma-informed services for young children. The document may be used 
to inform stakeholders, including legislators, Medicaid Care Organizations (MCOs), private insurance 
providers, and others who are concerned about the need to address the immediate behavioral and 
emotional needs (that is, alleviate the current suffering) of young children and to prevent future mental 
and physical health issues that are so costly to Louisiana’s overall well-being. 

CONTEXT: URGENCY, RISK, AND LOUISIANA’S YOUNGEST CHILDREN  
Despite numerous efforts to improve the health and well-being of Louisiana’s children and families, 
Louisiana has languished at the bottom of child health, educational, and social outcomes for years. The 
most recent Save the Children report (2020) ranked Louisiana last in the U.S. across areas of hunger, 
dropping out of school, teenage pregnancy and early death due to poor health, accident, murder or 
suicide. Similarly, the Annie E. Casey Foundation (AECF) ranked Louisiana 48th for overall child well-being, 
49th in Family and Community, 47th in Education, and 43rd in Health (AECF, 2020). Contributing to these 
poor outcomes is the lack of adequate mental health services, especially for children. Louisiana is 
designated a mental health provider shortage area, with only 25% of overall mental health needs being 
met (Kaiser Family Foundation, 2019). Not only are there limited providers, but many child-focused, 
evidence-based practices are inadequately implemented (Phillippi et al., 2020, Zeanah et al., 2020). We 
argue that making these services available to very young children is an essential step toward improving 
Louisiana’s health, educational, and social outcomes (Phillippi et al. 2020, Zeanah et al., 2020). 
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IMPORTANCE OF EARLY EXPERIENCES  

Recent research has demonstrated the urgency of developing effective methods for intervening with 
children in the earliest years of life when they are on maladaptive developmental trajectories. In this 
section, we highlight important findings from several different bodies of research. 

BRAIN DEVELOPMENT 
Human brain development begins soon after conception and continues for much of the first three 
decades. Nevertheless, it is well established that the first three years of life are critically important for 
establishing healthy brain development.  

The developing brain is especially sensitive to environmental influences. At birth, the brain consists of 
billions of nerve cells or neurons; the connections between neurons which allow the neurons to 
communicate with each other (synapses) are formed primarily through experience. The most rapid growth 
of synapses occurs during the first few years of life, and by 5 or 6 years of age, the human has more 
synapses than at any other time of life.  Initially, synapses are not tightly bound connections; if they are 
stimulated repeatedly, the synapses consolidate or strengthen. If not repeatedly stimulated, the synapses 
are pruned away (eliminated). Neuroscientists call this the principle of “use it or lose it.” The developing 
brain’s ability to adapt to a wide variety of environmental conditions is called brain plasticity.  

Brain development is stimulated by all of the infant’s experiences, including sensory stimulation (e.g., 
visual, auditory, kinesthetic, taste, touch, smell) and internal states (e.g., hunger, pain, comfort). 
Importantly, caregiving experiences in the early years provide the most important environmental context 
in which brain development unfolds, but this is a two-edged sword. If the infant is cared for well, that is, 
his/her needs are met, the infant is safe, nurtured and receives adequate stimulation, the chances of 
proper brain development are likely. If the infant receives inadequate care or stimulation, or is exposed 
to excessively frightening or traumatic experiences, brain development may be adversely affected. 
Experiences in the earliest years lay the foundation for later healthy or unhealthy brain development that 
becomes increasingly difficult to change. Brain plasticity diminishes precipitously during the early years 
and continues to decrease across the lifespan. From a neuroscience perspective, this means that the 
physiological effort required to overcome established brain circuits becomes increasingly difficult as time 
passes. From an economic standpoint, it becomes increasingly costly to undo or alter maladaptive 
developmental and behavioral trajectories (Knudsen et al., 2006). 

The adaptability of the brain to environmental and caregiving influences in the earliest years of life also 
means the developing nervous system is vulnerable to stressors that affect the development of 
neurochemical, hormonal and other physiological processes. Mild and tolerable stress in early childhood 
can create opportunities for learning, growth and self-regulation, especially when scaffolded by sensitive 
and responsive caregiving. However, overwhelming stressful events from too little (neglect) or too much 
(threatening/harsh/abusive) input, especially when safe and responsive caregiving is lacking, is harmful 
and leads to poor long-term outcomes, even after physical safety is no longer jeopardized. Effective 
treatment for young children who have experienced trauma, deprivation, or other adversities is crucial to 
buffer and prevent these long-lasting effects.  

ADVERSE CHILDHOOD EXPERIENCES 
In a well-known landmark study, Vincent Felitti and Robert Anda surveyed 17,000 patients being seen at 
the San Diego Kaiser Permanente HMO about adverse experiences in their childhood prior to age 18. They 
identified ten key types of adversities: physical abuse, sexual abuse, emotional abuse; physical neglect, 
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emotional neglect, parental separation or divorce; witnessing violence against the mother; and living with 
household members who were substance abusers, mentally ill or suicidal, or ever imprisoned, and they 
designated these as adverse childhood experiences (ACEs). Importantly, they demonstrated that the total 
number of these experiences was related linearly to increased risk, not only for adult mental health 
outcomes such as depression, anxiety, and suicide, but also a wide variety of unhealthy behaviors (e.g., 
substance use, multiple sexual partners, smoking) and physical health outcomes, including cancer, 
ischemic heart disease, chronic pulmonary disease, among others (Felitti et al., 1998). 

Subsequent research has replicated and extended these findings. For example, the original ACE study 
findings seem to hold for a wide range of populations (Bellis et al, 2019; Wade et al., 2016). Second, 
prospectively collected ACEs have been shown to predict adult health outcomes (Reubin et al., 2016). 
Third, mothers’ reports of ACEs are associated with their young children’s behavior problems and 
biological adaptation (Esteves et al., 2020). Fourth, a broader appreciation for important adverse 
experiences beyond the original ten has demonstrated the impact of community adverse events and social 
determinants of health (Ellis & Dietz, 2016; Pinderhughes et al., 2015).  Racism (Geronimus, 1992; Paradies 
et al., 2015), corporal punishment (Taylor et al., 2010; Afifi et al., 2017), neighborhood disorganization 
(Theall et al., 2013), and exposure to community violence (Osofsky & McAlister Groves, 2018) are all 
associated with subsequent adverse developmental, health, and mental health effects.  

Even when restricting the lens to the original ten ACEs, Louisiana’s children experience significantly more 
than children nationwide. In a recent study conducted by Johns Hopkins University’s Child and Adolescent 
Health Measurement Initiative (Bethell et al., 2017), nearly 54 percent of Louisiana children ages 0-17 
have experienced one or more ACEs, compared to 46 percent of children nationwide. In addition, 28.2 
percent of Louisiana children have experienced at least two adverse events, up from the national average 
of 21.7 percent. For young children ages 0-5, 37% have experienced one or more ACEs. Of the children 
who experienced one or more ACEs, more than 30% have chronic health conditions and nearly 14% have 
emotional or behavioral disorders. This study also found that less than 28% of children ages 0-5 years in 
Louisiana have consistent routines and habits which can protect from adversity and foster resilience, such 
as daily reading, family meal-sharing, limited screen time, no tobacco use in the home, or were ever fed 
breast milk. While this White Paper is concerned primarily with increasing the availability of effective 
treatments for young children who are suffering as a result of early adverse experiences, it is important 
to emphasize that ACEs are related to all of the major adult health outcomes associated with Louisiana’s 
poor overall health status. For example,  Osofsky, et al (2021) conducted a study at University Medical 
Center in New Orleans to examine the association of pregnant women’s ACEs with symptoms of 
depression, anxiety, posttraumatic stress, and substance use.  The experience of ACEs contributed to 
mental health symptoms and substance abuse over and above the effects of concurrent life stressors. 
Notably, women who reported higher levels of resilience were less likely to experience PTSD symptoms 
despite exposure to significant household dysfunction.  Recognizing the impact of ACEs and implementing 
effective early interventions are likely to have the long-term effect of improving Louisiana’s overall health.  

SPECIAL POPULATIONS OF YOUNG CHILDREN AT RISK 
Certain populations of young children are especially vulnerable to unhealthy developmental trajectories, 
given the clusters of ACEs they have experienced. We highlight selected examples of these risk groups, 
although we recognize that they often co-occur.   

Young Children Who Have Experienced Maltreatment  

In 2019, there were 3,527 children in foster care in Louisiana with 7,016 children being served by the 
Department of Children and Family Services (DCFS) (DCFS, 2019a). Notably, almost 54% of children in 
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foster care in Louisiana are under the age of 6 years (Children’s Bureau, 2018).  By definition, children in 
foster care have experienced numerous adverse and traumatic experiences, including physical, sexual 
and/or emotional abuse, neglect, domestic and community violence, parental substance abuse, and/or 
incarceration of one or both parents, increasing their risk for a variety of immediate negative health and 
developmental outcomes. Various types of maltreatment often co-occur and may be compounded by 
additional exposure to community violence. For example, a recent study of child-welfare involved 
children, ages 18-71 months, found that 98.1% had experienced at least one ACE, but the average was 3.6 
for these young children. For each additional ACE reported, there was a 21% increased odds of having a 
chronic medical condition, 32% increased odds of having a behavior problem, and a 77% increased odds 
of having difficulties with socialization (Jimenez et al., 2016). This study did not take into account the 
impact of environmental stressors such as poverty and exposure to community violence.  

Without early intervention and effective treatment, these children are more likely to continue the 
negative social, health, and developmental trajectories that lead to costly long-term outcomes, not only 
for themselves but for Louisiana at large. For example, 20% of children who remain in foster care until 
aging out at 18 years will become homeless. Only 58% will graduate from high school by age 19 (compared 
to 87% of all 19-year-olds in Louisiana), and they are significantly more likely to experience alcohol abuse, 
substance dependence and substance abuse than those still in care. More than 70% of these young 
women become pregnant by 21 years of age, and these young adults face higher rates of unemployment, 
criminal conviction, public assistance and involvement in the child welfare system as parents. Further,  
25% will be involved in the justice system within two years of leaving the foster care system (DCFS, 2019b).  

Young Children Expelled from Childcare, Preschool and Kindergarten 

In Louisiana, during the 2018-2019 school year, 1,260 students were expelled from their preschool, Pre-K 
or Kindergarten classrooms (Louisiana Department of Education, 2018-2019; Skyles, 2020). The most 
common reasons to put these young children out of school were defacing school property, “willful 
disobedience” (subjective, teacher-determined behaviors), and treating an authority figure with 
disrespect. Unfortunately, the number of expelled children in Louisiana has been consistently high, and 
the 2018-2019 statistics represented an increase from the prior school year. Further, children of color are 
disproportionately suspended and expelled (Gilliam et al., 2006), and implicit bias seems to play a 
significant role in these disparities (Gilliam et al., 2016).  

Young Children Exposed to Intimate Partner Violence (IPV) 

Louisiana’s rate of women murdered by men is 77% higher than the national average; with 2.26 homicides 
per 100,000 females, Louisiana ranks 5th in the nation (Louisiana Coalition Against Domestic Violence, 
2020). Many of the murdered women were mothers of young children. It is estimated that over 15.5 
million children in the U.S. are exposed annually to adult interpersonal violence at home, with young 
children especially likely to be involved when families seek police involvement for intimate partner 
violence. Factors such as parental violence history, socioeconomic status, substance use, and 
neighborhood characteristics are significant predictors of IPV in homes with children (Capaldi et al., 2012). 
Exposure to intimate partner violence is associated with significantly increased risk for emotional and 
behavioral disturbances and psychiatric disorders in children (Howell et al., 2016). 

Young Children Whose Parents Have Mental Health Disorders 

Infants and young children whose parents or caregivers experience mental health disorders are at 
increased risk for a variety of negative health, social, and developmental outcomes (Pierce et al., 2020; 
Manning & Gregoire, 2009). There are many pathways leading to poorer outcomes for children, including 
genetic transmission, intrauterine stress, environmental stressors, and poor parent-child relationships 
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(Manning & Gretoire, 2009). Particularly for young children, parental mental health problems can 
interfere with the parent’s ability to provide responsive, sensitive, safe and protective care for the child. 
Maternal depression has received the most research attention (Pierce et al., 2020). A recent meta-analysis 
of the effects of prenatal depression and anxiety (Madigan et al., 2018) found significant effects of 
prenatal anxiety and depression on subsequent social-emotional development, including difficult 
temperament and emotional dysregulation for children up to age 18, but the effects were stronger for 
prenatal depression, especially if depression was more severe or occurred within the context of social 
disadvantage. Postnatal depression, which occurs in approximately 10-20% of women, also impacts a 
range of child outcomes, including cognitive and social and emotional problems (Murray et al., 2018), 
child safety (even with low levels of maternal depression) (Conners-Burrow, 2013), and a number of child 
health outcomes (Pierce, et al., 2020).  

According to the Behavioral Risk Factor Surveillance System (BRFSS) report (Henderson & Magana, 2019), 
23.1% of adults in Louisiana experience depression (vs. 18.2% nationally) and the rates are higher for 
women  (26.9% in LA, vs 19.1% nationally), those with less than high school education (35.9%, vs 17.9% 
of college graduates), and those with household annual incomes less than $25,000/year (33.5%, vs 14.7% 
with incomes >$75,000) (Henderson & Magana, 2019). Data on prenatal and postpartum depression in 
Louisiana are somewhat limited, but the Louisiana Department of Health’s (LDH) Pregnancy Risk 
Assessment and Monitoring System (PRAMS, 2017, 2018) provides some insight. Nearly 14% of Louisiana 
women described significant depression symptoms in the prenatal period, and nearly 16% (1 in 7) describe 
depression symptoms in the year following delivery. Childcare teachers and fathers of young children also 
have elevated rates of depression (Paulson & Bazeman, 2010; Roberts et al., 2019). Early identification 
and intervention are essential to disrupt the short- and long-term impacts of maternal depression on fetal, 
infant, and child health and development. 

Young Children Whose Parents Have Substance Use Disorders 

Parental substance abuse is another significant risk factor for infants and young children. The opioid crisis, 
nationally and in Louisiana, has drawn the attention of the health and social services systems in Louisiana. 
Based on data provided in the Louisiana Substance Use In Pregnancy Tool Kit (https://www.laaap.org/wp-
content/uploads/2018/06/LA-DCFS-SubstanceUseInPregnancyToolkit.pdf, n.d.), Louisiana ranked 11th in 
the nation for overall deaths from opioid overdose, though specific data on pregnant women was not 
reported. However, the rate of Neonatal Abstinence Syndrome (NAS), withdrawal symptoms in the 
newborn reflecting intrauterine exposure to opioids, quadrupled in Louisiana from 2005-2015. Newborns 
with NAS show symptoms including irritability and high-pitched cry, difficulties with feeding and sucking, 
loose stools, failure to thrive, trouble sleeping, exaggerated reflexes, tremors, and tight muscle tone, 
autonomic symptoms such as yawning, sweating, nasal stuffiness and sneezing, increased heart rate, and 
difficulty interacting. These symptoms make care difficult and their caregivers need support to respond 
effectively to these young infants. 

At this point, clear data related to the long-term consequences of NAS for infans in Louisiana are not 
available. However, previous research has clearly established that prenatal substance exposure is 
associated with expensive neonatal hospitalizations, deleterious long-term cognitive and educational 
performance, and neurodevelopmental sequelae (Fill et al., 2018; McQueen & Murphy-Oikonen, 2016; 
Patrick et al., 2012). Many of these children also end up in the foster care system and drug exposed 
newborns are at risk for subsequent abuse (Puls et al., 2019).  

Opioid use is not the only substance use problem facing parents of young children in Louisiana. 
Approximately 51% of women of childbearing age report some consumption of alcohol, with 14.5% 
reporting binge drinking. Furthermore, 10.1% of pregnant women ages 15-44 report binge drinking during 
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the first trimester of pregnancy, with an estimated 1-2 infants per 1,000 live births being diagnosed with 
Fetal Alcohol Syndrome and 3-6 infants/1,000 showing symptoms of Fetal Alcohol Spectrum Disorder. In 
addition, maternal tobacco use during pregnancy increases the risk for child behavior problems (Cornelius 
& Day, 2009).  

Children who grow up with a family member struggling with addiction are four times more likely than 
peers who do not live in a home with addiction to become drug or alcohol abusers themselves (SAMHSA, 
2019). Furthermore, many of these children struggle in school, develop physical and emotional problems, 
and witness or are the target of family violence or sexual abuse (SAMHSA, The CBHSQ Report, August 24, 
2017). Children impacted by a family member’s addiction are at far greater risk than their peers to suffer 
from depression and anxiety as well as health and learning challenges (Anda et al., 2002; Boris et al., 2019).   

PSYCHOPATHOLOGY IN YOUNG CHILDREN  

It is often underappreciated that young children are diagnosed with psychiatric disorders at rates roughly 
comparable to older children and adolescents (Egger & Angold, 2006). In fact, the Diagnostic Classification 
of Mental Health and Developmental Disorders of Infancy and Early Childhood (Zero to Three, 2016) a 
nosology of early childhood disorders derived from several decades of research, is in wide use 
internationally. Neurodevelopmental disorders, sensory processing disorders, anxiety and mood 
disorders, obsessive/compulsive and related disorders, sleep, feeding and crying disorders, trauma, stress 
and deprivation disorders and relational disorders are all defined in this manual. Significant distress 
and/or impairment in functioning is required for all diagnoses in young children. 

We selectively highlight several of the more common disorders of early childhood that compromise the 
development of young children in Louisiana and for which evidence-based treatments exist. 

ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD)  
Symptoms of ADHD, which can appear as early as the second year of life, are one of the most common 
reasons for referral to a mental health professional in early childhood. The symptoms of inattention, 
impulsivity, and overactivity/hyperactivity interfere with the child’s interactions with parents, family, 
teachers and peers, and increase the risk for accidents and physical injuries. Nationally, the prevalence of 
ADHD for children ages 2-6 years ranges from 0.4% to 8.8% (Zero to Three, 2016). Early intervention is 
important, as children with ADHD are more likely to have developmental problems such as problems with 
motor coordination, and cognitive and learning deficits which place them at risk for poor academic 
outcomes, including being expelled from preschool and kindergarten. Furthermore, children with ADHD 
may have co-occurring mood, anxiety, and other behavioral dysregulation disorders including 
Oppositional Defiant Disorder (Gleason & Humphreys, 2019). 

Based on a review by Kumar and Gleason (2019), Louisiana has a disproportionate number of children 
diagnosed with ADHD: across the US, approximately 9-11% of children are diagnosed with ADHD 
compared to 15.8% in Louisiana. Of more concern is that children on Medicaid, especially boys, are more 
likely to be prescribed medication for these symptoms. Overall, 10.4% of Louisiana children are medically 
treated for ADHD, but 12.9% of children on Medicaid receive medications; in the US, 12% of boys receive 
medication for ADHD versus 19% in Louisiana, and 22% of boys receiving Medicaid. Both child and 
adolescent psychiatrists (Gleason et al., 2007) and the American Academy of Pediatrics (Wolraich et al., 
2019) assert that behavioral management/parent management training is the first line of treatment for 
children under age 6. This includes evidence-based therapies such as Parent Child Interaction Therapy 
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(PCIT; Thomas et al., 2017) and Triple P Parenting (de Graff et al., 2008), for which training is available in 
Louisiana, yet the number of therapists trained in these therapeutic modalities is inadequate.  

POSTTRAUMATIC STRESS DISORDER 
Although posttraumatic stress disorder (PTSD) has been identified in young children for several decades, 
it was recognized in DSM-5 (American Psychiatric Association, 2013) as the first ever defined 
developmental subtype of a psychiatric disorder. Essentially, the disorder manifests in young children with 
the same clusters of signs of re-experiencing the traumatic events, avoidance of reminders of the trauma, 
negative thoughts and feelings following the trauma, and signs of hyperarousal of the central nervous 
system seen in older children and adults, but the ways these symptoms manifest is different for young 
children. A recent systematic review and meta-analysis indicated that PTSD is even more common 
following traumatic exposure for young children than it is in older children if developmentally appropriate 
criteria are used (Hitchcock et al., in press). 

Additionally, several therapies specifically reduce PTSD symptoms in traumatized young children, 
including Child Parent Psychotherapy [CPP] (Lieberman et al., 2005) and Trauma-Focused Cognitive 
Behavioral Therapy [TF-CBT] (Cohen & Mannarino, 1996; Deblinger, Stauffer & Steer, 2001; Scheeringa et 
al., 2011). In the absence of evidence-based treatments, PTSD symptoms in young children persist, as 
indicated by the control groups in these studies as well as naturalistic studies (DeYoung et al., 2012; 
Meiser-Stedman et al., 2008; Scheeringa et al., 2005). Though more research is needed, some research 
indicates that untreated PTSD may lead to subsequent externalizing symptoms and even antisocial 
behavior (Kerig & Becker, 2010).       

AGGRESSIVE BEHAVIOR DISORDERS 
Systematic research in the past two decades has addressed disruptive or externalizing behaviors in young 
children, long recognized as one of the most common reasons for seeking treatment and for preschool 
expulsion (Gilliam & Shabar, 2006). Defining features of disruptive behaviors include problems regulating 
emotions and behaviors and resistance or insensitivity to rules or norms. Because these behaviors are 
common in young children (e.g., the “terrible twos”), it is fortunate that recent research has delineated 
normal tantrums and aggression from behaviors that lead to sustained impairment and long-term harm 
(Biedzio & Wakschlag, 2019).  

The challenges of aggressive behavior have been the subject of treatment studies for at least four decades. 
Table 1 includes descriptions of a number of therapies that have been shown to effectively reduce 
aggression and other externalizing behaviors and are implemented by mental health therapists in 
Louisiana. These include Parent-Child Interaction Therapy [PCIT] (Thomas et al., 2017), Triple-P Parenting 
(de Graaff et al., 2008), the Incredible Years (Taylor et al., 1998), and Video--Feedback Intervention to 
Promote Positive Parenting and Sensitive Discipline (Bakersman-Karnenburg, Juffer & van IJzendoorn, 
2019). However, the number of therapists with adequate training in these modalities is limited. 

EVIDENCE-BASED THERAPIES FOR YOUNG CHILDREN AND THEIR 
FAMILIES  

In this section we describe briefly a range of evidence-based therapies for young children and their 
families. The primary focus of treatment varies by therapy and includes improving parent-child 
relationships, addressing trauma symptoms, and addressing behavioral problems. However, as shown 
below, the therapies also can be effective for associated concerns (for example, a focus on improving the 
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parent-child relationship may also improve child behavior problems). These treatments are all being used 
in Louisiana and for most, training is also offered in Louisiana (See Table 1).  

Adequate statewide dissemination of these therapies would allow for (1) the creation of a network of 
providers throughout the state enabling families to seek services within their communities and easily 
transition services if they relocate to other areas of the state; (2) therapist access to ongoing training 
supports and resources needed to ensure fidelity to the intervention model; (3) training of providers who 
interface with other child serving systems in best practices for childhood trauma, thus increasing 
knowledge among key stakeholders responsible for serving the state’s most vulnerable children; and (4) 
support for the therapists to counteract the threat of secondary and vicarious trauma. 

ATTACHMENT BIO-BEHAVIORAL CATCH-UP (ABC) 
ABC (Dozier & Bernard, 2019) is an in-home intervention designed to enhance parents’ nurturing care, 
especially when children fail to elicit it and/or such caregiving does not come naturally to parents. Because 
children who have experienced early adversity are often dysregulated biologically and behaviorally, ABC 
coaches parents to behave more responsively -- primarily by learning how to follow the child’s lead during 
interactions. They also learn to reduce frightening and frightened behaviors that potentially dysregulate 
the child’s behavior. Designed for parents of children from birth to 24 months, the intervention generally 
involves 10 sessions of guided video reviews of interactions between parents and young children. Three 
randomized controlled trials (RCT’s) have demonstrated positive effects of ABC on children’s behavior and 
physiology as well as on parenting behaviors compared to a psychoeducational control intervention. 

CHILD-PARENT PSYCHOTHERAPY (CPP)  
CPP is widely used in infant and early childhood mental health (Lieberman et al., 2015;  Lieberman et al., 
2005; 2006). It is an evidence-based intervention designed for infants, young children and their 
families/caregivers who have been exposed to trauma (Lieberman et al., 2006;  Toth et al., 2002). The 
child, although very young, may experience problems with attachment, behavior or emotional regulation, 
and even display mental health problems. The major philosophy underlying CPP is that the attachment 
system is the organizer of children’s responses and that problems in infancy are best addressed in the 
context of the attachment relationship.  CPP is designed to support and strengthen the relationship to 
help the young child’s cognitive, behavioral and emotional development. The focus is on restoring a sense 
of safety, healthy attachment, appropriate affect regulation, and normalization of the trauma-related 
response with the goal of helping the child return to a normal developmental trajectory. Attention to the 
cultural values of the family and expectations for their child are interwoven into the treatment process. 
Clinicians are encouraged to modify their strategies for engagement and treatment depending on the 
needs and background of the family while at the same time maintaining the core components of the 
intervention and treatment. CPP works with the parent/caregiver and child to facilitate increased 
emotional and behavioral regulation. By also addressing the traumatic experiences from the parents’ past, 
CPP integrates an understanding of how previous relationships through “ghosts in the nursery” (Fraiberg 
et al., 1975)  as well as “angels in the nursery” (Lieberman, et al., 2005) may affect the adult caregiver’s 
relationship with the young child. The clinician assists the parent in understanding how his or her 
traumatic and protective childhood experiences influence the parent’s ability to relate positively to 
his/her young child and play an important role in the young child’s being able to form relationships later 
in life.   
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PARENT-CHILD INTERACTION THERAPY (PCIT) 
PCIT, a dyadic behavioral intervention that is evidence-based for children (ages 2 – 7 years) and their 
parents or caregivers, focuses on decreasing externalizing child behavior problems (e.g., defiance, 
aggression), increasing child social skills and cooperation, and improving the parent-child attachment 
relationship. It teaches parents traditional play-therapy skills to use as social reinforcers of positive child 
behavior and traditional behavior management skills to decrease negative child behavior. Parents are 
taught and practice these skills with their child in a playroom while coached by a therapist. The coaching 
provides parents with immediate feedback on their use of the new parenting skills, which enables them 
to apply the skills correctly and master them rapidly. PCIT is time-unlimited; families remain in treatment 
until parents have demonstrated mastery of the treatment skills and rate their child’s behavior as within 
normal limits on a standardized measure of child behavior. Therefore, treatment length varies but 
averages about 14 weeks, with hour-long weekly sessions (Eyberg & Funderberk, 2011; Eyberg et al., 
2013). 

TRAUMA-FOCUSED COGNITIVE BEHAVIORAL THERAPY (TF-CBT) 
TF-CBT or Preschool Posttraumatic Treatment (PPT; Scheeringa et al., 2011) is an evidence-based 
treatment for children ages 3 through 6 years (and their non-offending caregivers) who are experiencing 
trauma symptoms following trauma exposure. There are three RCT’s of preschool children (and many 
more including older children) demonstrating better outcomes across multiple types of trauma compared 
to control conditions (see Miron & Sturdy, 2019). Statewide dissemination of the preschool version of TF-
CBT has the potential to significantly improve outcomes for children and families by providing a standard 
practice of accessible, evidence-based and effective therapy for children who have experienced trauma 
and subsequent symptoms. Because TF-CBT is a brief therapy (conducted in approximately 12-16 
sessions), it has the capacity to positively alter the developmental trajectory of mental health functioning 
of young children thereby reducing the potential for secondary adversities.  

CIRCLE OF SECURITY TREATMENT 
The Circle of Security intervention began as a 20-week group treatment for parents of young children. 
Now referred to as Circle of Security-Intensive (COS-I), parents learn a framework for understanding the 
attachment needs of their young children, children’s needs to explore and to seek closeness, and how and 
why children may cue and miscue their needs. Parents also learn to recognize problematic responses to 
their children’s needs (“shark music”) and how to override their problematic reactions. Research on the 
Circle of Security-Intensive demonstrates positive changes in how parents’ view their children, their ability 
to reflect on their children’s needs, and improvement in the parents’ emotional availability during 
interactions (Cassidy et al., 2011). Additionally, young children show increased attachment security and 
decreased attachment insecurity (Huber et al., 2015; Hoffman et al., 2006). A recent meta-analysis of the 
efficacy of Circle of Security demonstrated a medium effect size for child attachment security, quality of 
caregiving, and reduction of caregiver depression, and a large effect size for improved caregiver self-
efficacy (Yaholkoski, 2016). 

An 8-session parent education video version, Circle of Security-Parenting (COS-P) reviews similar topics to 
the intensive intervention, and can be delivered individually or in a group format.  COS-P provides the 
framework and vocabulary for parents to understand the behavior and needs of their young children, as 
well as parents’ reactions to their children. It has been effectively used in clinic settings as well (Mothander 
et al., 2018) 
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VIDEO-FEEDBACK INTERVENTION TO PROMOTE POSITIVE PARENTING—SENSITIVE DISCIPLINE 
(VIPP-SD) 
VIPP-SD is an intervention developed by the Centre for Child and Family Studies at Leiden University in 
the Netherlands. The VIPP-SD is a short-term intervention for caregivers of children from ages 1 to 6 years. 
The intervention is generally conducted in the family’s home and consists of 7-8 sessions of approximately 
2 hours each. VIPP-SD encourages caregivers to take into account the child’s perspective and signals when 
providing discipline. Videos are used to coach caregiver behavior to promote sensitive responsiveness and 
sensitive discipline by increasing caregivers’ knowledge of child development, skill in observing and 
responding to their children’s signals, empathy for their children, and use of appropriate discipline 
strategies. VIPP-SD is also adapted for specific target populations, including families with infants, families 
with children who have autism, and young children in foster care. To date, 12 RCTs in different countries 
have been completed, demonstrating positive outcomes among different target groups (Bakermans-
Kranenburg et al., 2019). 

TRIPLE P PARENTING (TRIPLE P) 
Triple P is an intervention designed to teach caregivers simple and practical skills for more effective 
behavior management. Triple P uses a multi-tiered approach to address parenting needs across the 
continuum from general psychoeducation, multi-media and self-directed modules, and professional 
consultation including treatment by trained mental health professionals. Here we focus on the levels 
involving treatment by trained mental health professionals (Levels 4 and 5). Triple P may be offered with 
single families (Standard Triple P) or in groups (Group Triple P).  Both of these approaches use didactic 
presentations, individual or small group activities, and homework. Major goals are to help parents identify 
possible causes of young children’s misbehavior and to develop specific goals for behavior change. Parents 
are encouraged to use differential reinforcement, communication skills, effective consequences for 
misbehavior, and planned activity scheduling. Enhanced Triple P includes additional modules aimed at 
specific needs of parents, including Practice (to identify and resolve problems using new parenting 
strategies), Coping (to assist with parental issues such as depression or anxiety), and Partner Support (to 
address problems with communication, relationships, or co-parenting). Triple P has substantial research 
supporting its effectiveness, including more than 100 RCT’s (Nowak et al., 2008), and can be delivered by 
a wide variety of trained practitioners from different disciplines. The practitioner has great flexibility to 
use what is needed for each caregiver to help caregivers become more effective parents (Sanders et al., 
1998). 

BARRIERS TO EVIDENCE-BASED TREATMENT IMPLEMENTATION  

In this section, we consider barriers that continue to limit availability of evidence-based treatments for 
young children in Louisiana, including the length and rigors of training and the costs of making training 
available to providers. 

LENGTH AND RIGORS OF TRAINING 
The initial investment of resources for training providers in evidence-based practices is significant because 
of the depth and length of the training process. For example, the length of training for Child-Parent 
Psychotherapy (CPP) is typically 18 months, including several days of didactic and case-based instruction, 
as well as twice-monthly in-depth consultations with the trainees on the details of the clinical work with 
a young child and caregiver. For Parent-Child Interaction Therapy (PCIT), the length of the training process 
is typically one year, including didactics and co-therapy or live supervision, although it may take longer 
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since the clinical trainee must complete two cases to successful completion or “graduation.” For 
Attachment and Biobehavioral Catch-Up (ABC), training is one full week with a credentialed trainer 
followed by a year of supervision and attaining mastery in the protocol implementation (see Table 1 for 
more details and examples).  

COSTS 
Financial costs of training are barriers for many clinicians and agencies, which is why a number of 
practitioners and organizations seek funding through a variety of state agencies (e.g., Department of 
Mental/Behavioral Health), federal agencies (e.g., Substance Abuse Mental Health Services 
Administration), national organizations (e.g., Zero to Three), or private funders. Costs include the trainers’ 
fees, resources including manuals, books, and equipment needed, including specific toys, as well as the 
trainees’ time to attend training, supervision/consultation with the trainers and to complete necessary 
documentation.   

One study examined the dissemination of CPP and PCIT in private, nonprofit mental health centers 
throughout Los Angeles County (Skale et al., 2020). Funding for training in CPP and PCIT was provided by 
the Los Angeles County Department of Mental Health and by grants. The biggest challenges to 
implementing and sustaining the EPBs were the length and cost of the training and high staff turnover 
(Skale et al., 2020).  Despite these challenges, the agencies surveyed demonstrated their commitment to 
implementing these EBPs. At the time the study was conducted, they had successfully sustained the use 
of PCIT and CPP for several years. One key to the ongoing use of EBPs in these agencies is access to 
regularly scheduled supervision, which the majority of these agencies provided in-house. The biggest 
barrier to the use of CPP and PCIT was the length of time to be trained to fidelity. Senior leadership also 
indicated the lack of foundational knowledge in infant and early childhood mental health as a challenge.   

An implication of this work is that providing core knowledge about infant and early childhood 
development, relationships with caregivers, and infant mental health principles is essential to uptake and 
maintenance of EBPs in the birth to five age group. Another important component is effective 
communication across agencies as they acquire training and begin to implement EPBs, to increase the 
likelihood of meeting the complex needs of families in their areas and to allow greater networking and 
support. 

BENEFITS OF ENHANCED REIMBURSEMENT FOR EVIDENCE-BASED 
TREATMENTS FOR YOUNG CHILDREN  

In ths section, we consider the potential benefits of increased availability of evidence-based treatments 
for infants and caregivers, for providers and for communities across the state.  

BENEFITS FOR INFANTS AND CAREGIVERS  
Despite the challenges, the benefits of being able to offer evidence-based services with fidelity to families 
who have experienced trauma are substantial. Positive outcomes for families include a reduction in 
symptomatology and distress, improved adaptive functioning, and better quality of relationships. 
Preschool Posttraumatic Stress Disorder Treatment (PPT) for 3 – 6 year-old children has been shown in 
randomized clinical trials to reduce symptoms of PTSD, depression, separation anxiety disorder, and 
oppositional defiant disorder (Cohen & Mannarino, 1996; Scheeringa et al., 2011). The evidence base for 
Child-Parent Psychotherapy (CPP), derived from randomized controlled trials, demonstrates that for 
children, the treatment reduces behavior problems and trauma symptoms, improves mood, increases 
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cognitive functioning and learning, and improves biological stress responses (Cicchetti et al., 2000; 
Cicchetti et al., 2011; Lieberman et al., 2005; Lieberman et al., 2006). For caregivers, it improves mood, 
reduces trauma symptoms, reduces parenting stress and distress, and improves relationships with 
partners (Lieberman et al., 2005; Lieberman et al., 2006; Peltz et al., 2015).  Of utmost importance is the 
finding of improving the quality of parent-child relationships (Guild et al., 2017). Having a secure 
attachment relationship is protective for children exposed to adversity, and predicts positive functioning 
across all domains of development (Finelli et al., 2018; Rosenblum et al., 2018). Similarly, randomized 
controlled and quasi-experimental trials of Parent-Child Interaction Therapy (PCIT) indicate that this 
intervention significantly reduces children’s defiance, aggression, hyperactive behavior, and anxiety. For 
caregivers, it reduces parenting stress (Thomas et al., 2017). Thus, at the level of the family, being able to 
access evidence-based treatment not only reduces suffering in the short-term, it also is protective in 
optimizing well-being and healthy functioning for the long-term.   

BENEFITS FOR PROVIDERS  
Benefits of being able to provide EBPs have been shown at the provider and agency levels as well. The 
network of support among providers is one of the advantages built into the system for EBPs that use a 
Learning Collaborative model of training. This model is based on implementation science and offers 
training to multiple organizations that bring teams of senior leaders, supervisors and clinicians together 
to create a network for learning, implementing, and sustaining the EBP (Norona & Acker, 2016). This 
network provides a context for the acquisition of knowledge and skills, discussion of ideas, brainstorming 
solutions to difficulties, and creation of an ongoing support system which is maintained and expanded as 
more and more agencies learn and implement the EBP. Sponsoring organizations may include state 
Departments of Health and Hospitals or Offices of Mental or Behavioral Health, academic institutions, or 
State Associations/Alliances of Infant Mental Health. When using the Learning Collaborative Model or a 
similar group-based cooperative educational format, at the successful conclusion of the training period, 
clinicians who meet the requirements of the training can become rostered (CPP) or certified (PCIT). Doing 
so may offer access to a range of ongoing resources, such as low- or no-cost trainings, consultation, and 
informal support, all of which are provided for clinicians rostered in CPP. These processes increase 
motivation and commitment since they provide support and guidance in continuing the rewarding but 
challenging work of intervening with families who have experienced trauma. These clinicians are able to 
maintain their rostering status should they move location.  

Another advantage of participating in a Learning Collaborative network is its focus on solving challenges 
that occur during implementation of the EBP and discussing ways to sustain the practice, including 
developing organizational policies and infrastructure to support the provision of the EBP (e.g., ongoing 
reflective supervision) and troubleshooting funding challenges. In addition to being able to participate in 
this network, some states are working toward garnering increased rates of reimbursement for having 
achieved rostered and/or certified status.   

BENEFITS FOR COMMUNITIES   
There are numerous benefits to the state in providing access to quality mental health care to young 
children and their families. Not only can Louisiana’s children and their caregivers enjoy less suffering and 
better short-term and long-term functioning, enhancing outcomes in all aspects of development, 
communities can reap benefits from having better functioning citizenry who contribute to their 
neighborhoods and the state.  Investing in early childhood reaps benefits educationally, with distal 
outcomes of better work performance and income.  
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An innovative program was formed in 2017 to meet the needs of Louisiana’s families receiving Medicaid 
coverage, 60% of whom could not access quality mental and behavioral health care. This program, The 
Center for Evidence to Practice, is a partnership between LSU Health Sciences Center School of Public 
Health - Behavioral and Community Health Sciences Program and the Louisiana Department of Health - 
Office of Behavioral Health (https://laevidencetopractice.com/about-us/). The Center supports the state 
and its agencies, organizations, and providers in the acquisition and implementation of evidence-based 
interventions for children and families with the goal of enhancing behavioral health outcomes. It also 
works to solve challenges to providing and sustaining excellent mental health services to Louisiana 
families. The Center enhances collaboration through workforce development, increasing providers’ 
knowledge and skills, thus creating more access to evidence-based practices for families. Other 
collaborators include Managed Care Organizations, Medicaid, the Office of Behavioral Health, other state 
agencies, universities, service providers, and communities.   

STRATEGIES FOR ENHANCING REIMBURSEMENT FOR SERVICES  

Several states in the U.S., including Minnesota, Nevada, New Mexico, North Carolina, and Tennessee, are 
exploring initiatives through which being trained (including being certified/rostered) in an evidence-based 
practice for young children and caregivers will result in increased rates of reimbursement from Medicaid 
and private insurers. One state, Arkansas, has achieved this goal. Enhanced reimbursement is used for 
clinicians providing evidence-based, dyadic services to children ages birth through 4 years who have 
Medicaid as their payer source. In order to be able to provide Medicaid-reimbursable mental health 
services to any child ages 0-4 years, clinicians in Arkansas must be Infant Mental Health Certified (which 
consists of educational/licensure requirements, DC:0-5 training, training in at least one dyadic evidence-
based EBP, and continuing education credits centered on infant and early childhood mental health).   

MAKING EBPs MORE AVAILABLE 
There are  several different state approaches to advancing the dissemination and use of EBPs at scale. 
These have ranged from top-down approaches with states mandating specific, limited EBPs (e.g., 
Washington) to bottom-up grassroots community approaches that identify local needs and fit specific 
EBPs to those needs (e.g., California). The former has speed but has been criticized for not addressing 
gaps and needs of local communities, as well as not attending to local cultural nuances. The latter address 
these concerns, but has been shown to be a slower process. Louisiana has been lauded for merging these 
two approaches effectively in the national Journal of Community Practice, and two reports by the 
organization Advancing Evidence Based Practice. Specifically, Louisiana achieved the rank of second 
nationally for advancing two EBPs per capita in 2012 and 2014. Louisiana had never emerged in the top 
25 of these lists prior to a targeted, strategic implementation combining local need analyses and matching 
state-supported EBP dissemination efforts. Louisiana has maintained that 1st and 2nd rank for the use of 
Functional Family Therapy and Multisystemic Therapy nationally ever since. One key consideration for this 
implementation and sustained treatment availability is that the Medicaid rate for these services in 
Louisiana is more than double usual rates. FFT and MST are reimbursed at approximately $150 an hour 
while other psychotherapy services are reimbursed at approximately $64 an hour.  

Rate enhancement is just one of a variety of payment approaches that have been used by states and 
MCOs to reimburse care. Reimbursement rates that account for the actual cost of delivering EBPs (see 
North Carolina Child Treatment Program a., b., n.d.) is one approach. Other approaches include increased 
fee-for-service rates (e.g., Louisiana MST and FFT) and longer-range performance payments that are tied 
to delivery and outcome metrics. The latter strategy, although used in medical models, would require 
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Louisiana to develop agreed child behavioral health performance measures and would need to be 
implemented over time since immediate action is needed to support Louisiana’s EBP implementation and 
this is a sustainability strategy for established providers. Thus, changes to reimbursement rates would 
immediately support and stabilize the EBP workforce while other strategies are aligned.  

CONCLUSIONS & RECOMMENDATIONS 

The first three years of life is a period in which brain development is profoundly affected by risk and 
protective experiences that the young child has—especially caregiving experiences. Adequate nurturance, 
language and cognitive stimulation, responsiveness to distress and protection from threatening or 
harmful experiences set the young child on a trajectory of healthy brain development. However, 
inadequate caregiving and protection from threatening or harmful experiences lead to increased risk for 
health and developmental difficulties as well as longer-term psychiatric difficulties and poorer health and 
social outcomes. Because experiences that young children have in the earliest years of life are so 
consequential for their immediate well-being and long-term outcomes, there is an urgency to not only 
prevent the effects of risk conditions, but also to treat young children who are suffering as a result.  

Louisiana’s youngest citizens are particularly vulnerable. With the second highest child poverty rate in the 
U.S. (28% of 0-5 year olds vs 18% U.S. average) Louisiana’s young children are more likely to experience 
the effects of food and housing insecurity, inadequate or unavailable child care, and limited health 
services (Save the Children, 2020; Annie E. Casey, 2020; Kaiser Family Foundation, 2019). Louisiana’s 
children experience high rates of adverse childhood experiences (Bethell et al., 2017). Too many of 
Louisiana’s young children witness interpersonal violence (Louisiana Coalition Against Domestic Violence, 
2020), have parents impaired by mental illness or substance use disorder (Henderson & Magana, 2019; 
Louisiana Department of Health, 2018), are expelled from preschool and kindergarten (Louisiana 
Department of Education, 2018-2019) and experience physical and sexual abuse and neglect (DCFS, 
2019a; Children’s Bureau, 2018). Louisiana’s children, especially those served by the Medicaid system, are 
more likely to be diagnosed with ADHD and receive medication, even though behavioral management 
therapies are considered the first line of treatment (Kumar & Gleason, 2019). Specific data for Louisiana 
are lacking, but there is growing evidence that severely impairing psychiatric disorders are almost as 
prevalent in 2- to 5-year-old children as in older children, adolescents and adults. Contrary to popular 
belief, young children may not “outgrow” such behavior problems. Left untreated, disorders of mood and 
aggression, as well as posttraumatic stress disorder (PTSD), can persist and result in significant long-term 
impairment in development, learning, and well-being.   

Although there are a number of evidence-based interventions for treating disorders in young children, 
these interventions are not available in most parts of Louisiana because of a paucity of trained providers. 
Barriers to enhancing availability of evidence-based interventions include the costs, length and rigors of 
training. Inadequate training of providers in basic principles of infant and early childhood mental health 
also is a factor. Not only are there limited providers, but many child-focused, evidence-based practices 
are inadequately implemented (Phillippi et al., 2020, Zeanah et al., 2020). Increasing the availability of 
providers trained to deliver these interventions, especially for young children and their caregivers, is an 
urgent priority for Louisiana (Phillippi et al., 2020; Zeanah et al., 2020).  

Successful implementation of evidence-based programs requires changes at the clinical, organizational, 
and system levels. In partnership with the Louisiana Office of Behavioral Health and the Center for 
Evidence to Practice, Louisiana providers are making strides in building capacity to deliver EBPs for 
children and families. However, these efforts are constrained by a fiscal and policy context that does not 
reflect this priority. Current reimbursement rates do not account for the investments necessary to scale 
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up and sustain these high-value services, such as regularly scheduled supervision, availability of 
consultation for complex cases, and follow-up training to maintain fidelity to model. Failing to account for 
the increased direct and indirect costs required to deliver evidence-based practices and the importance 
of retaining the specially trained EBP workforce threatens the investments made in EBP training and 
hampers progress toward increasing access and volume of these services in the Medicaid provider 
network.  

Implementation researchers have identified financial factors as notable barriers to EBP implementation 
and sustainment (Lang & Connell, 2016; Roundfield & Lang, 2017; Stewart et al., 2016) and Louisiana 
providers are echoing that challenge. For EBPs to be successfully integrated within a behavioral health 
system, the regulatory and fiscal context must be aligned with EBP service requirements and 
costs.  Therefore, state policymakers, Medicaid, and Managed Care Organizations are urged to recognize 
the urgency of addressing the mental health needs of Louisiana’s youngest citizens by committing to and 
implementing the following recommendations:   

Support EBP service delivery through increased Medicaid reimbursement rates. Reimbursements must 
account for the costs of delivering these higher quality services. This includes increasing rates to compete 
with non-Medicaid rates for outpatient psychotherapy services in Louisiana and the Medicaid rates 
offered by our neighboring states. For example, Mississippi currently pays providers (including those 
traveling across state lines from Louisiana) approximately $110 per hour for outpatient psychotherapy 
and does not required it to be an EBP. This compares to a rate of only $69 for outpatient Medicaid 
providers in Louisiana. Additionally, for providers who remain in Louisiana, the outpatient rates from 
private healthcare insurance (not Medicaid) are between $85 and $110 for the same psychotherapy. The 
current rates offer little incentive for provider to stay in the Medicaid system much less offer EBPs.   

Develop policies that incentivize EBP trained providers to remain in the Medicaid workforce. The trained 
workforce should have clear incentives and means for development within the behavioral health system 
funded by Medicaid. Thinking beyond reimbursement rate increases, which are critical, policies should 
focus on retaining trained providers in the Medicaid system. Affording opportunities for clinicians working 
toward licensure to provide EBPs, while under supervision, would help the next generation workforce 
emerge. Additionally, opportunities for experienced EBP clinicians to advance, to become supervisors, or 
possibly be agency trainers should be part of a larger workforce development strategy. Finally, ongoing 
resources should be available to support and sustain practitioners who are trained and delivering EBPs to 
children and families covered by Medicaid such as by ongoing consultation groups. 

Prioritize and integrate managed care processes to support EBPs. Referrals to treatment should 
emphasize EBPs when clinically indicated. After referral, streamlining authorization, documentation, and 
quality assurance processes to make the use of EBPs across managed care organizations more efficient 
would demonstrate the state’s trust in practices already shown, by rigorous research, to more consistently 
produce better outcomes for children and families.  

These steps are essential to expanding the Louisiana EBP provider workforce, ensuring greater access to 
EBPs for young children and families, and assuring their health and development now and into the future. 
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APPENDIX 

TABLES & CHARTS 
Table 1. Early childhood evidence-based treatments in Louisiana 

EBP Age Range Length of Intervention Cost of Training 

Attachment-
Biobehavioral 
Catchup 

Caregivers and 

infants 6 months to 

24 months (ABC-

infants); 24 to 48 

months for ABC-

Toddlers 

10 sessions in home $7000 per person plus travel 

expenses for 2 day training plus 

year of phone supervision with 

video review. 

Child Parent 
Psychotherapy* 

Early infancy through 

5 years 

One year of weekly 

sessions in home or clinic 

For a senior trainer, with a group 

of 15, an 18-month training (7 

face-to-face training days and 18 

months of consultation; 2 hours 

a month) range is $38,000 - 

$45,000. 
Circle of Security-
Treatment 

12 months through 5 

years 

20 weeks COS-Intensive training is not 

currently offered, as the training 

is being revamped. 
Video-Feedback to 
Promote Positive 
Parenting 

12 months through 6 

years 

8 sessions over 3 months $1800 (1500 Euros) Basic course 

(44 hours) : Practice family (37 

hours), Supervision (5-20 hours)  

Parent Child 
Interaction Therapy 

(PCIT)* 

2.5 through 7 years Weekly sessions involving 

in vivo parent coaching 

during parent-child play 

and behavior management 

strategies (3-6 months)  

$4900 per person for 5 days of 

in-person training, followed by 

2x/month consultation (group 

format of 6-8) via web-

conferencing and video review 

with written feedback  
Preschool PTSD 
Treatment             
(Trauma focused 
CBT)* 

3 to 6 years 12 weekly sessions For one day training $2250. For 6 

months of phone supervision in 

small groups is an additional 

$3000 

 
Triple-P Parenting 

Level 4* and Level 5  
Birth through 12 

years (Teen version 

also available) 

Usually 2-3 months $2500 for 3-day training and 

accreditation for Level 4; an 

additional $2100 for 2-day 

training and one day 

accreditation for Level 5  

 
 

 

**Free training available through LSUHSC’s Center for Evidence to Practice for therapists who accept 
Medicaid (https://laevidencetopractice.com/provider-resources/). 
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Enhancing Developmental Trajectories for Young Children:  
The Critical Importance of Increasing & Supporting Evidence-Based Services 

 
 
 
 
 
 
 
 
  
 
  
   
  • Alleviate suffering; improve 

adaptive functioning of 
young children. 

• Relieve parenting stress 
and distress. 

• Improve parent-child 
relationships. 

• Enhance the overall well-
being of our youngest and 
most vulnerable citizens 
(learning, peer 
relationships, health, 
development). 

• Set a positive trajectory for 
long-term physical and 
mental health. 

• Prevent more costly later 
problems by early 
investment. 

 

Financial incentives for 

providers/agencies who provide 

EBTs for children less than 6 years 

of age, including: 

o Cost-based reimbursements 

for EBP service and 

sustainability; 

o Support training in EBPs, 

especially for Medicaid 

network;  

o Integrate EBPs within 

managed care processes to 

reflect the priority and value 

of EBP services; 

o Support training in EBPs, 

especially for Medicaid 

network;  

o Integrate EBPs within 

managed care processes to 

reflect the priority and value 

of EBP services; 

o Ongoing support and 

supervision for EBP providers. 

• Too few mental health 
providers with expertise in 
treating young children. 

• Training in effective, 
evidence-based treatments 
(EBTs) is rigorous, requires 
time and a financial 
commitment. 

• Retention of those trained 
in EBTs is poor and related 
to inadequate 
reimbursement and 
support. 

• Poor retention is expensive 
because many of those 
trained do not end up 
providing services in 
absence of adequate 
remuneration.  
 

WHY FOCUS ON YOUNG CHILDREN? 
• 95% of brain development occurs in the first 5 years of life; early experiences provide the foundation for brain development. 
• Young children are especially vulnerable to adverse experiences of trauma and deprivation, which can result in long-term problems in 

development, learning, and health well into adulthood. 
• Appropriate interventions can buffer the effects of adversity, alleviate current suffering, improve caregiver-child relationships, and lead to 

positive developmental and health outcomes. 

THE NEED 

• Young children experience 
behavioral and emotional 
problems at rates similar to 
older children and adults.  

• Compared to other states, 
Louisiana’s young children 
have high rates of 
maltreatment, exposure to 
violence, parents with 
mental illness and 
substance abuse, expulsion 
from kindergarten/pre-k, 
poverty, and diagnoses 
such as ADHD, PTSD, and 
aggressive disorders.  

• These conditions require an 
adequately trained and 
sized workforce who are 
incentivized to provide 
services to young children 
and their caregivers. 

THE GOALS THE BARRIERS THE SOLUTIONS 
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