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Summary
Parents’ health and children’s health are closely intertwined—healthier parents have healthier 
children, and vice versa. Genetics accounts for some of this relationship, but much of it can 
be traced to environment and behavior, and the environmental and behavioral risk factors for 
poor health disproportionately affect families living in poverty. Unhealthy children are likely to 
become unhealthy adults, and poor health drags down both their educational attainment and 
their income.

Because of the close connection between parents’ and children’s health, write Sherry Glied 
and Don Oellerich, we have every reason to believe that programs to improve parents’ health 
will improve their children’s health as well. Yet few programs aim to work this way, except for a 
narrow category of programs that target pregnant women, newborns, and very young children. 
Glied and Oellerich assess these programs, discuss why there are so few of them, and suggest 
ways to expand them. Their chief conclusion is that structural barriers in the U.S. health-
care system stand in the way of such programs. Some of these barriers have to do with health 
insurance, access to care, and benefits, but the biggest one is the fact that physicians typically 
specialize in treating either children or adults, rather than families as a whole. The Affordable 
Care Act has begun to break down some of these barriers, the authors write, but much remains 
to be done.
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The health of children and 
the health of their parents 
are strongly linked. Health 
depends on genes, environ-
ments, and behaviors; parents 

and children share all of these. Specialized 
providers—hospitals, doctors, and clinics—
provide services to children and parents that 
contribute to their health. Well-established 
and expanding government programs, 
including Medicaid and the Children’s 
Health Insurance Program (CHIP), as well 
as employer-sponsored coverage and sub-
sidized coverage in health marketplaces, 
help to finance this care. In short, we have 
both the rationale and the financing basis 
for two-generation approaches to health. Yet 
relatively few two-generation interventions 
aim to improve health, except for a narrow 
category of programs that target pregnant 
women, newborns, and very young children. 

In this article, we assess these programs, 
discuss why there are so few of them, and 
suggest ways to expand them. We conclude 
that the health-care system incorporates 
several structural barriers that make it hard 
to develop and expand such programs. These 
barriers include the way health insurance is 
made available, what benefits are covered, 
how people gain access to care, and, particu-
larly, the nature of physician practice and 
specialization.

The Patient Protection and Affordable Care 
Act (ACA) made important strides toward 
overcoming these barriers by building on 
the foundation of publicly and privately 
provided insurance. The ACA makes more 
low-income parents eligible for public 
health insurance; provides subsidized family 
coverage through health insurance market-
places; requires that all insurance plans in 
the marketplaces offer a minimum essential 

benefits package, including coverage of 
mental health and substance-use treat-
ment services on a basis equal to coverage 
of other medical benefits; supports innova-
tive service-delivery systems such as medi-
cal care homes; and, building on programs 
in the states, establishes the Maternal, 
Infant, and Early Childhood Home Visiting 
(MIECHV) Program.1 Despite this step for-
ward, significant gaps remain in the financ-
ing and service delivery systems, creating 
new opportunities to improve health through 
two-generation programs. By building on 
the ACA and related legislation, we could 
encourage the spread of evidence-based 
two-generation approaches. 

Children’s and Parents’ Health
Improving children’s health can help with 
two problems. First, although most children 
are healthy, nearly a quarter (23.3 percent) 
have a chronic health condition. Table 1 
describes the most common chronic health 
conditions in children under 18. About 9 per-
cent of children have asthma, the most com-
mon condition. Mental health and behavioral 
health conditions, including attention deficit 
hyperactivity disorder (ADHD), anxiety, 
conduct disorder, and depression, are also 
fairly prevalent.

Second, unhealthy children become 
unhealthy adults. For example, chronic 
conditions that persist through age 16 are 
related to poor adult health at age 42.2 Poor 
health in childhood has other long-term 
repercussions: it contributes to lower educa-
tional attainment and income in adulthood.3

Almost all diseases result from complex 
interactions among genes, environmen-
tal agents, and behaviors. Parents are the 
source of children’s genetic endowments; 
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parents and children share living environ-
ments; and parents play a critical role in 
shaping children’s behavior.4 It is not surpris-
ing, then, that parents’ health and children’s 
health are highly correlated. The National 
Survey of Children’s Health indicates that 
93.2 percent of the children of mothers who 
were reported to be in excellent or very good 
health were themselves in excellent or very 
good health. But only 64.9 percent of the 
children of mothers who were reported to be 
in good, fair, or poor health were in excellent 
or very good health.5 The converse is also 
true. When children are unhealthy, parents’ 
wellbeing suffers.6

Many studies document the connections 
between parents’ and children’s health. At 
one extreme, the connections across gen-
erations are physical. A mother’s health, 
nutrition, behaviors, and exposure to vari-
ous negative experiences during pregnancy 
not only affect her, they also affect her 

baby’s birth weight, wellbeing, and health. A 
pregnant or breast-feeding mother’s intake 
of nutrients likewise affects both her own 
health and her infant’s. 7 Shared genetic 
endowments can also raise the risk of poor 
health in both parents and children. For 
example, genetics can explain more than 
half of a person’s risk for obesity. Family 
food preferences and eating habits likewise 
affect both children’s and adults’ obesity 
rates.8 Environmental exposure constitutes a 
third category of shared risks. For example, 
living in a community with limited access 
to healthy and affordable food choices may 
affect the health of both parents and their 
children. Finally, a health condition or behav-
ior in one generation can affect other aspects 
of health in a different generation. For exam-
ple, parents who smoke are more likely to get 
lung cancer and suffer from cardiovascular 
disease, and their children are more likely to 
have low birth weight. 

Table	  1.	  Percentage	  of	  U.S.	  Children	  0–18	  with	  Chronic	  Health	  Conditions	  

Source:	  National	  Survey	  of	  Children’s	  Health	  2007.

Prevalence

Asthma

Speech	  problems	  

Developmental	  delay
Anxiety	  problems
Bone,	  joint,	  or	  muscle	  problems	  
Depression
Hearing	  problems
Vision	  problems

Epilepsy	  or	  seizure	  disorder
Diabetes	  
Brain	  injury	  or	  concussion	  

9.0%
7.8%
6.4%
3.7%
3.3%
3.2%
2.9%
2.2%
2.0%
1.4%
1.3%
1.1%
0.6%
0.4%
0.3%
0.1%
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Table 2 shows the prevalence of intergen-
erational risk factors. Exposure to smoke, 
parental alcohol or drug use, and preterm 
birth and low birth weight each affect about 
10 percent of American children. Two to 
three times as many children are affected 
by parental depression and obesity. Next, we 
discuss these risk factors and their effects on 
children’s and adults’ health.

Risk Factors in Pregnancy and the  
Neonatal Period
Low birth weight and preterm birth are 
risk factors for many types of poor health in 
childhood.9 The prenatal environment may 
also affect children’s health, and their health 
as adults, in ways that are independent of 
birth weight.10 Most of the factors that lead 
to a poor prenatal environment (including 
mothers’ high blood pressure, smoking, infec-
tions, and poor nutrition) also directly affect 
mothers’ health.

Tobacco Exposure. Smoking is the lead-
ing cause of preventable illness and death 
among adults in the United States. Most of 

the deaths associated with tobacco use occur 
among smokers themselves, but exposure to 
environmental tobacco smoke also causes 
deaths, accounting for an estimated 3,000 
U.S. lung cancer deaths per year. For chil-
dren, most exposure to tobacco smoke occurs 
at home. Newborns who are exposed to 
environmental tobacco smoke have a higher 
risk of sudden infant death syndrome, and 
environmental tobacco smoke is associated 
with several other health problems in chil-
dren, including middle ear infections, asthma, 
and lower respiratory tract infections.11 

As table 1 shows, asthma is the most common 
chronic condition among children. Exposure 
to tobacco smoke makes asthma symptoms 
worse, and children with asthma visit the 
doctor for their symptoms more often if 
they live in a home with a smoker.12 Asthma 
symptoms can disrupt children’s and parents’ 
lives in many ways; for example, children with 
asthma symptoms are more likely to miss 
school.13 The incidence of childhood asthma 
has been increasing rapidly (notwithstanding 
declines in tobacco use). 

Table	  2.	  Prevalence	  of	  Health	  Risk	  Factors	  among	  U.S.	  Children

Sources:	  Centers	  for	  Disease	  Control	  and	  Prevention;	  Federal	  Interagency	  Forum	  on	  Child	  and	  Family	  Statistics;	  Medical	  
Expenditure	  Panel	  Survey;	  Child	  Welfare	  Information	  Gateway;	  National	  Survey	  of	  Children’s	  Health;	  Qi	  Wang,	  Disability	  and	  
American	  Families,	  2000	  (Washington,	  DC:	  U.S.	  Census	  Bureau,	  2005).

Prevalence

Underweight	  births
Preterm	  births
Children	  0–6	  living	  with	  someone	  who	  smokes	  regularly
Children	  under	  18	  living	  with	  at	  least	  one	  parent	  who	  smokes	  regularly
Children	  under	  18	  in	  families	  with	  income	  below	  138%	  of	  the	  federal	  poverty	  level	  living	  with	  a	  parent	  
who	  smokes	  regularly
Obesity	  (children	  2–19)
Children	  under	  18	  living	  with	  at	  least	  one	  parent	  who	  is	  obese
Children	  living	  with	  at	  least	  one	  parent	  who	  had	  major	  depression	  in	  the	  past	  year
Children	  living	  with	  at	  least	  one	  parent	  who	  abuses	  alcohol	  or	  drugs

Families	  that	  include	  a	  child	  with	  a	  disability

8%
12%
6%
22%
31%

17%
43%
21%
9%
24%
4%
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In addition to its direct effect on children’s 
health, parents’ smoking may indirectly 
affect their children by increasing the likeli-
hood that the children will take up smoking 
themselves, even more so if both parents are 
current smokers. Children of past smokers 
(that is, people who have quit) are no more 
likely to start smoking than are children of 
people who have never smoked.14 

Obesity. Obesity in adults raises the risk 
of many chronic diseases, including dia-
betes, high blood pressure, heart disease, 
arthritis, and certain cancers.15 Its compli-
cations in children are similar, and include 
an increased risk of type 2 diabetes. Obese 
children are also more likely to become 
obese adults, and some evidence suggests 
that obese children have worse health in 
adulthood even if they lose the excess weight 
as adults.16

Parental obesity is the strongest single risk 
factor for childhood obesity.17 Parents and 
children share both genetic predispositions 
to obesity and environmental risk factors. 
Parents’ influence on childhood obesity 
begins during pregnancy. Both a mother’s 
malnutrition and excessive weight gain dur-
ing pregnancy are associated with a higher 
risk of childhood obesity. On a more subtle 
level, what a mother eats while she is preg-
nant influences her child’s food and flavor 
preferences. Breastfeeding may reduce the 
risk of childhood obesity, while certain ideas 
about how and how much to feed infants, 
including the perception that “a chubby 
baby is a healthy baby,” may contribute 
to overfeeding. Parents have considerable 
control over their children’s eating through-
out early childhood as they purchase and 
prepare food and model eating behaviors for 
their children.18 

Parental Depression. Depression is 
relatively common. By definition, it reduces 
wellbeing. Its presence can make other 
illnesses worse, and it can hurt parents in 
the labor market. The National Research 
Council estimates that at least 15 million 
children live with a parent who is 
depressed. New mothers are more likely 
than other people to be depressed; about 
13 percent of all new mothers experience 
depression. Women who are socially disad-
vantaged have particularly higher rates of 
depression both during pregnancy and after 
a child is born.19 

Parents’ depression harms children’s well-
being. Postpartum depression is related 
to poor parenting; for children, a mother’s 
postpartum depression can lead to delays 
in development, weaker cognitive skills, 
attention disorders, and a much greater 
likelihood of behavioral problems.20 The 
way parents’ depression affects children’s 
development appears to have both a genetic 
and a behavioral basis. Epidemiologists 
estimate that children whose mothers 
were depressed are as much as six times as 
likely to suffer from depression as adults, 
compared with children whose mothers 
were not depressed. On average, depressed 
mothers give their children less positive 
reinforcement and adopt less consistent 
disciplinary practices. Maternal depression 
detracts from nurturing and supportive 
parenting; in parent-child interactions, 
depressed mothers have been described 
as disengaged, less responsive to children’s 
cues, and less warm than mothers who 
do not meet the criteria for depressive 
symptoms. Children’s wellbeing may also 
be indirectly harmed through maternal 
depression’s effects on marriage and family 
functioning.21 
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Toxic Stress. Exposure to prolonged adverse 
experiences can alter children’s develop-
mental trajectories, with lifelong implica-
tions for physical and mental health.22 Such 
experiences include extreme poverty, recur-
rent physical or emotional maltreatment or 
neglect, severe maternal depression, parental 
substance abuse or incarceration, and expo-
sure to chronic violence.23 Some scholars and 
clinicians, including those at the Center on 
the Developing Child at Harvard University, 
define the physical and mental health effects 
that follow these prolonged adverse experi-
ences as a response to “toxic stress.” In this 
issue of Future of Children, Ross Thompson 
argues that the concept of toxic stress may not 
capture how a child’s own vulnerabilities and 
resilience can mediate the long-term response 
to external sources of severe stress.24 There 
is no disagreement, however, that robust and 
accumulating scientific evidence documents 
that physical health and mental health share 
a common foundation with learning and 
behavior in the earliest years, and that there 
are long-term advantages to addressing these 
domains of development early and in ways 
that affect both adults and children.25

Substance Abuse. Drug and alcohol abuse 
together account for about 4.2 percent of 
deaths in the United States. A mother’s 
substance abuse during pregnancy can have 
consequences for children that include low 
birth weight, withdrawal symptoms, impaired 
development, and infant mortality. And 
parents’ substance abuse continues to have 
harmful effects throughout childhood, most 
prominently through much higher rates of 
child abuse and neglect.26

Chronic Conditions of Childhood. Most of 
the literature on health effects across genera-
tions focuses on how parents’ health affects 

their children. Children’s health, however, 
also has direct and indirect effects on par-
ents’ wellbeing. Parents of chronically ill 
children have a higher risk of mental health 
problems.27 Children’s chronic illnesses may 
also hurt parents’ careers, both because par-
ents need to miss work to care for their sick 
children and because parents may pass up 
promising opportunities because they need 
to keep their health insurance, a problem 
known as “job lock.”

Common Risk Factors. All the risk factors 
described above are more common among 
families living in poverty, who are more likely 
to be poorly educated, have children early, 
experience chronic violence, and have short 
intervals between pregnancies.28 These condi-
tions harm adults and, the evidence suggests, 
affect children’s physical health and mental 
health, as well as their learning and behavior, 
in the earliest years.29 Prenatal stress and 
low birth weight are more common among 
lower-income mothers.30 A baby born within 
12 months of a previous child who was born 
prematurely or had low birth weight is highly 
likely to also be premature or have low birth 
weight.31 Parents with less education are more 
likely to smoke than are those with more edu-
cation.32 Mothers who have low social sup-
port and experience more adverse life events 
are more likely to suffer from postpartum 
depression.33 Alcohol and drug addiction are 
more common among socially disadvantaged 
people.34 The high rates of overlap among 
these risk factors, and between these risk 
factors and socioeconomic status, are persis-
tent challenges in designing and evaluating 
programs that seek to ameliorate them.

Two-Generation Interventions
The most common two-generation health 
programs are those that tackle conditions 
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where there is a direct physical connection 
between generations. The most prevalent of 
these is prenatal care, which is nearly univer-
sally available. Some 70 percent of pregnant 
women use prenatal care starting in the first 
trimester, and approximately 95 percent 
of pregnant women receive some prenatal 
care over the course of their pregnancy. 
Since 1981, federal legislation has gradually 
expanded Medicaid eligibility for pregnant 
women, providing care during pregnancy, at 
birth, and for 60 days after birth. In 1988, 
states were allowed to set Medicaid eligibil-
ity for pregnant women at up to 185 percent 
of the federal poverty level; today, states can 
extend coverage above 185 percent of the 
poverty level. Congress expanded eligibility 
on explicitly two-generation grounds, rea-
soning that by providing care for pregnant 
women, Medicaid could save money on  
the treatment and care of newborns. Today, 
40 percent of U.S. births are financed 
through Medicaid. 

The Special Supplemental Nutrition Program 
for Women, Infants, and Children (WIC), 
sponsored by the Department of Agriculture, 
also focuses on pregnancy and the immediate 
postnatal period, providing nutritious foods, 
nutrition counseling and health-care referrals 
both to low-income pregnant and postpartum 
women and to their children up to age five. 
In 2012, WIC served an estimated 9 million 
people, including 900,000 pregnant women 
and 6.7 million infants and children.

Medicaid and WIC serve a very large group 
of low-income women. A more targeted 
program, Healthy Start, begun by the U.S. 
Health Services Administration in 1991, 
aims to reduce infant mortality in high-
risk communities. In 2010, 104 federally 
funded Healthy Start projects in 38 states 
served almost 39,000 pregnant women and 

nearly 40,000 infants and children, provid-
ing prenatal and postnatal medical care 
and nutrition for high-risk parents and their 
newborns, as well as family planning and 
women’s health services.

Most recently, the Maternal, Infant, and 
Early Childhood Home Visiting (MIECHV) 
program, authorized under the ACA, seeks to 
improve mothers’ and children’s health, chil-
dren’s development, and families’ economic 
self-sufficiency by supporting and educating 
families with infants, toddlers, and young 
children. MIECHV targets families in high-
risk communities who have been difficult to 
reach with other programs. 

The MIECHV program builds on decades of 
experience. Home visitation has roots in the 
1960s, when public health nurses and social 
workers began going to families’ homes to 
promote positive parenting and prevent child 
maltreatment.35 By 2009, almost all states 
had home-visiting programs that assessed 
families’ risks and supported parents. States 
have improved these services by mak-
ing it easier to refer parents to community 
resources and by introducing evidence-based 
practices. By 2008, the Children’s Bureau of 
the Administration for Children and Families 
was administering and funding 17 coopera-
tive agreements in 15 states to develop the 
infrastructure to scale up high-quality home 
visiting programs to prevent child maltreat-
ment and promote children’s and families’ 
wellbeing. An evaluation of these programs is 
under way. 

States are also trying and evaluating a 
number of enhancements to home visita-
tion that explicitly target intergenerational 
health. Some of these enhancements focus 
on maternal depression. Mothers who are 
enrolled in home visitation programs are 
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more likely than other mothers to have 
symptoms of depression, in part because 
they have experienced higher rates of 
violent trauma.36 Home visitation was not 
designed to treat maternal depression, and 
most home visitors do not have the clinical 
training to do so. Instead, home visitors in 
some programs have begun working collab-
oratively with mental health professionals to 
offer in-home cognitive behavioral therapy 
to depressed mothers in conjunction with 
home visitation. The preliminary results are 
promising—not only have mothers’ depres-
sive symptoms decreased, but home visita-
tion itself has become more effective.

Some child development programs also 
include health-focused components, 
although most of these are aimed directly at 
children rather than taking a two-generation 
approach. For example, Early Head Start 
(EHS)—a federal program started in 1995 
for low-income, pregnant women and their 
children up to age three—includes home vis-
itation, case management, parent education, 
child care, child development, health care 
and referrals, and family support among its 
services, which are offered beginning with 
pregnancy. The program is administered at 
the local level through direct federal grants 
to providers and is subject to federal regula-
tions and monitoring. Like Head Start, the 
corresponding program for preschool chil-
dren, at least 90 percent of children enrolled 
in EHS must be from families whose income 
is at or below the federal poverty level, and 
10 percent of the enrolled children must 
be children with disabilities. During the 
2011–12 program year, Early Head Start 
served more than 170,000 children at more 
than 900 sites nationwide. However, because 
of funding limitations, EHS serves only 
about 4 percent of eligible infants, toddlers, 
and their families. 

Program statistics show that more than 90 
percent of Head Start and EHS children 
have health insurance, are up to date on their 
immunizations, and are receiving basic health 
and dental services. Moreover, most of their 
mothers have health insurance and receive 
both prenatal and postnatal health care and 
education.37 However, these children and 
their parents still have tremendous needs, 
particularly in the areas of developmental 
delays, disabilities, and mental health. For 
example, more than 50 percent of new EHS 
mothers report depressive symptoms, a rate 
that is four to five times greater than that of 
the general population of new mothers. A 
2007 study of EHS reported that among EHS 
mothers who participated in a national pro-
gram evaluation, those who were depressed 
when their child entered EHS were signifi-
cantly less likely to be depressed by the time 
their children were five (two years after the 
program ended).38 

Programs That Target Shared  
Risk Factors
Policy makers, program officials, and commu-
nity leaders have grown interested in two-
generation models that target environmental 
risk factors that affect both parents and 
children, particularly risk factors that influ-
ence obesity and smoking.39 The U.S. Centers 
for Disease Control and Prevention is helping 
50 communities implement the Communities 
Putting Prevention to Work initiative. These 
communities are committed to making envi-
ronmental changes that will have significant, 
measureable effects on adults’ and children’s 
health by encouraging healthy behaviors 
related to weight, nutrition, physical activity, 
and smoking. The approach includes offering 
resources for quitting smoking, maintaining 
safe places for physical activity, and making 
fresh fruits and vegetables available.40
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Targeting Conditions That Affect  
Children and Parents Differently
The least developed or widespread pro-
grams are those that target children beyond 
the early years and focus on risk factors 
that have different effects on children and 
parents. For example, pediatricians who 
treat children with mental health conditions 
rarely assess and even less frequently do 
anything about parents’ mental health con-
ditions that may contribute to the children’s 
problems.41 Likewise, surprisingly, pediatri-
cians often do not ask about parents’ smok-
ing when they treat an asthmatic child, and 
they very rarely intervene to help change 
parents’ smoking behavior.42

Programs to address toxic stress are in their 
infancy. In 2011, the U.S. Department of 
Health and Human Services awarded  
$12 million to researchers at six universi-
ties to collaborate with Early Head Start 
programs to improve basic parent-child 
interactions in the highest-risk EHS fami-
lies.43 The American Academy of Pediatrics, 
in a 2012 policy statement, envisions that 
pediatric medical homes (a model of care 
that we discuss in the final section of this 
article) can play a key role in identifying and 
treating toxic stress.44

Effects of Two-Generation 
Interventions on Health
We’ve shown that parents’ health affects 
children’s health, and vice versa, and we’ve 
described where two-generation programs 
are most and least likely to be found. But 
do these programs work, and, if so, for 
whom do they work best? Next we exam-
ine the evidence for two-generation pro-
grams, focusing on each of the risk factors 
described above.

Programs that Target Risk Factors  
in Pregnancy
The most common programs that target risk 
factors in pregnancy are those that offer pre-
natal care. Prenatal care is strongly associ-
ated with improvements in mothers’ health, 
up to and including a lower risk of death dur-
ing pregnancy and childbirth.45 The strength 
of the relationship between prenatal care 
and infants’ wellbeing is less clear-cut, and 
it is difficult to assess because mothers who 
seek and obtain prenatal care differ from 
those who do not. Recent analyses of survey 
data suggest that prenatal care beginning in 
the first three months of pregnancy has very 
modest effects on children’s birth weight 
and other measures of children’s health; for 
example, it increases average birth weight  
by only about 20 grams (less than three-
quarters of an ounce).46 Earlier medical stud-
ies have likewise found that prenatal care has 
ambiguous effects on birth weight.47 Several 
analyses of policies that extended Medicaid 
eligibility to low-income pregnant women or 
reduced the barriers to Medicaid enrollment, 
thus enhancing access to prenatal care, have 
shown improvements in birth weight.48 Yet 
even in these studies, the impact of prenatal 
care is modest, reducing the rate of low birth 
weight (defined as birth weight less than  
5.5 pounds) by less than 1 percentage point 
in the target population. 

Pediatricians who treat 
children with mental health 
conditions rarely assess 
and even less frequently 
do anything about parents’ 
mental health.
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A second type of intervention during the 
prenatal period is embodied by the WIC 
program, which seeks to improve mothers’ 
nutrition and healthy behaviors during preg-
nancy and breast-feeding. Multiple studies 
that compare WIC participants with other, 
similar women, as well as econometric analy-
ses, have shown that WIC participants have 
fewer low-birth weight babies and longer 
gestations, and are less likely to experience a 
preterm birth.49 

Two-Generation Programs that  
Target Smoking
We have considerable evidence about the 
efficacy of programs and policies to reduce 
smoking, but there is no conclusive evidence 
about which interventions are most effective 
in decreasing parents’ smoking specifically.50 
Indeed, at least one study suggests that poli-
cies to promote smoke-free workplaces and 
public spaces may actually increase chil-
dren’s exposure to tobacco smoke, because 
parents smoke at home rather than at work.51 

The most compelling evidence of two-
generation effects in programs that help 
people quit smoking comes from those 
that focus on smoking during pregnancy. A 
comprehensive review of randomized studies 
of such programs found that smoking rates 
among pregnant women fell by an average 
of six percentage points. The review found 
no significant differences in the efficacy of 
most alternative approaches (such as cogni-
tive behavioral therapy, nicotine replacement 
therapy, or feedback in the form of advice or 
counseling), although programs that offered 
incentives for quitting, such as packages 
of gum or a monetary reward, had slightly 
greater effects. These interventions also led 
to reductions in low birth weight and pre-
term births. Soon after their children were 

born, women who had participated in smok-
ing cessation programs during pregnancy 
remained significantly less likely to smoke 
than nonparticipants, although differences 
between the two groups became insignifi-
cant by several months after delivery.52

Two-Generation Programs to  
Prevent Obesity
Because mothers’ weight gain and diet 
during pregnancy can increase childhood 
obesity, some interventions aim to pre-
vent excessive gestational weight gain and 
encourage healthy nutrition.53 Other two-
generation programs that target obesity 
focus on preschool and school-aged children.

Evaluations of these programs have gener-
ally looked only at short-term effects, and 
they have shown weak, though generally 
positive, results.54 There is some encour-
aging evidence that parental engagement 
can help prevent obesity in the youngest 
children by shaping their eating and physi-
cal activity habits.55 No evaluations have 
examined how two-generation interventions 
affect obesity or weight gain in children as 
they grow to adulthood. 

Parents’ Mental Health and  
Substance Use
A variety of drugs and psychotherapies can 
ameliorate major depression in parents. 
Using these interventions appears to pro-
duce better outcomes for children, including 
reduced emotional and behavioral distress 
and higher educational attainment.56 Given 
the strong link between mothers’ depression 
and depression in children and adolescents, 
a few studies have examined programs that 
intervene with both depressed mothers and 
their children. Some of these interventions 
have been shown to reduce the development 
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of psychopathology in children, though oth-
ers have not.57 

Several studies have shown that substance-
use treatment programs for mothers lead 
to better outcomes for their children. 
Programs that integrate substance-use 
services with child care or with other child-
related services work better than those that 
target only mothers.58

Two-Generation Programs for Children 
with Chronic Conditions
There are effective interventions for many 
chronic conditions that occur in children. 
Assessments of these interventions some-
times examine their effects on parents, and 
some of these assessments show that reduc-
ing children’s symptoms improves parents’ 
health.59 In most cases, however, these 
interventions do not directly target the con-
sequences for parents of children’s chronic 
health conditions.

Barriers to Two-Generation 
Approaches
Well-developed, broadly disseminated two-
generation programs that aim to improve 
health share one characteristic: they focus 
on the period when the connection between 
mother and child is physical. From an 
organizational and structural point of view, 
pregnancy and breast-feeding are periods 
when treating just one person, the mother, 
can affect the health of both mother and 
child. Fewer interventions target health 
problems that occur after that physical bond 
has ended, and few that do so have been 
broadly disseminated.

Two-generation programs face two sets of 
barriers. First, and most readily amenable 
to policy, is the system of financing care 

for children and adults. Today, thanks to 
expansions of Medicaid and CHIP, low-
income children are more likely to have 
health insurance than are their parents. 
Recently, some states have expanded 
Medicaid and CHIP coverage to parents. 
The evidence indicates that when parents 
can enroll, eligible children are more likely 
to be enrolled as well. Children are also 
more likely to have a regular source of care 
and to use preventive services.60

But the income eligibility standards for 
Medicaid and CHIP are different for 
children and adults. And employee con-
tributions for employer-sponsored health 
insurance are also substantially higher for 
workers who cover their families than for 
those who cover only themselves. For these 
reasons, even when parents and children 
all have health insurance, the coverage 
may come from different sources. In most 
higher-income families, parents and chil-
dren are all covered by private, employer-
sponsored insurance. In many lower-income 
families, however, parents are covered by 
employer-sponsored insurance and chil-
dren are covered by Medicaid or CHIP. 
For example, parents and children all carry 
Medicaid coverage in only 46 percent of 
families with incomes below 138 percent of 
the federal poverty level. Insurers, whether 
public or private, are not required to pay for 
services provided to household members 
who are not themselves covered by a policy. 
Thus, differences in insurance coverage 
within a family diminish the incentives for 
any payer to invest in two-generation health 
programs that serve both covered and non-
covered family members. 

The ACA will not entirely erase the dis-
connect between parents’ and children’s 
sources of health insurance coverage. For 
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families with incomes below 138 percent 
of the federal poverty level, new access to 
Medicaid coverage under the ACA (in states 
that choose to expand Medicaid) may let 
parents and children be covered by the same 
health plan. In many low-income families 
whose incomes are above 138 percent of the 
poverty line, however, children will continue 
to be eligible for CHIP but parents will not, 
and parents will be enrolled in plans in the 
new health insurance marketplaces. Without 
a change in policy, these parents and chil-
dren will remain in different plans. 

The second barrier to two-generation 
programs is the structure of the health-
care delivery system itself. Once babies are 
born, they go to pediatricians for their care. 
Pediatricians constitute a specialized system 
of health-care delivery that is quite separate 
from health care for adults. Over 60 percent 
of physician visits by children 15 and under 
are to pediatricians and pediatric specialists. 
By contrast, nearly 95 percent of physician 
visits by adults 19–44 are to nonpediatric 
physicians. Put differently, pediatricians and 
pediatric specialists see almost no adults 
(adults constitute less than 2 percent of 
the caseload of pediatricians and pediatric 

specialists), and fewer than 5 percent of visits 
to adult generalist and specialist physicians 
are from children. In most cases, a pedia-
trician who sees a child with an emotional 
disorder has little contact with the child’s 
mother. Even if the pediatrician recognizes 
that the child’s mother is depressed, she 
is unlikely to consider treating the mother 
directly to be within the scope of her prac-
tice (and she might not know where to make 
a referral for adult depression). If she does 
treat the mother, she will be not be able to 
bill the visit to the child’s insurance, and she 
might not participate in the mother’s insur-
ance plan’s network. 

Expanded coverage under the ACA will not 
solve this problem, even if parents and chil-
dren have the same insurance. Existing two-
generation programs have largely avoided the 
divide between adults’ and children’s health 
care by bypassing the health-care delivery 
system through nonmedical approaches. 
Ironically, the existence of well-established 
and parallel financing and delivery systems 
for children’s and adults’ health services may 
be the biggest factor limiting the develop-
ment and spread of two-generation programs 
in health. 

Conclusions and Opportunities to 
Expand Two-Generation Programs
As we’ve seen, home visiting and other effec-
tive, evidence-based two-generation pro-
grams to reduce children’s health risks exist. 
But most of them focus on the prenatal and 
postnatal periods. The ACA expands some of 
these programs, but their reach remains lim-
ited. By further expanding these programs, 
we could further improve children’s health.

We found no effective programs in wide-
spread use that apply two-generation 

Parallel financing and 
delivery systems for children’s 
and adults’ health services 
may be the biggest factor 
limiting the development and 
spread of two-generation 
programs in health.
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approaches to target children’s health prob-
lems after these problems have actually 
begun. At that point, a child’s care is usually 
under the direction of a pediatrician and 
is paid for by the child’s health insurance. 
Pediatricians have not traditionally consid-
ered parents’ health in their practice, and 
they are rarely family focused. Moreover, 
they face financial disincentives to consider 
parents’ health because parents of low-
income children are often uninsured or are 
covered through different health plans than 
their children’s.

The ACA, which will expand coverage to 
millions of lower-income parents, particularly 
in states that choose to participate in the 
Medicaid expansion, is a necessary step for 
tackling children’s health problems through 
two-generation approaches. But to have a 
significant effect on two-generation treat-
ment practices, state policy makers must take 
at least two further steps. Fortunately, the 
ACA provides some opportunities for them 
to do so. 

First, in most states, previous expansions of 
insurance have meant that children became 
eligible for Medicaid or CHIP while, in many 
cases, their parents remained uninsured. 
Under the ACA, the parents of Medicaid- or 
CHIP-eligible children will be able to get 
health insurance through either Medicaid or 
the new health insurance marketplaces. In 
many such cases, particularly among families 
with incomes over 138 percent of the federal 
poverty level, parents and children will be 
covered by different health plans unless the 
states take further action. The Centers for 
Medicare and Medicaid Services has offered 
the states some options to help families avoid 
splitting their coverage. States may offer a 
so-called Bridge plan—a Medicaid/CHIP 
managed-care plan that could also be sold 

in the health insurance marketplaces to 
families with children enrolled in the plan, 
as well as to families who are transitioning 
from Medicaid/CHIP into the private mar-
ket.61 States could achieve similar results by 
using Medicaid premium assistance pay-
ments, an option under ACA, to purchase 
family health insurance coverage in the 
marketplace that includes parents and their 
children. Finally, the Basic Health Program, 
a provision of the ACA to be implemented 
in 2014, may give states additional oppor-
tunities to design programs for low-income 
people that span Medicaid and the health 
insurance marketplaces. Modeled after a 
program in Washington state, the Basic 
Health Program would offer continuity of 
care for a population that is likely to gain 
and lose Medicaid eligibility because of 
small fluctuations in income. It will give 
states the flexibility to offer publicly funded 
insurance to those whose income is too high 
to be eligible for Medicaid.  

Financing health insurance for parents and 
their children through the same managed-
care plan will give the plans’ administra-
tors financial incentives to encourage the 
development of two-generation health 
programs. Plan-level incentives, however, 
may not be enough.  A key second step is to 
give providers incentives to generate mean-
ingful changes in their practices. One way 
to generate such incentives is the patient-
centered medical home model. Medical 
homes make additional payments to provid-
ers who coordinate their services with those 
of other medical and social service providers. 
The Medicaid Health Home, a variant of 
the medical home model, targets Medicaid 
patients with chronic health conditions, 
including mental health problems. Health 
homes have yet to develop two-generation 
models, but their structure offers financial 
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incentives and opportunities to do so, particu-
larly if parents’ and children’s coverage is also 
coordinated.62 

The rationale for two-generation programs 
that target both children’s and parents’ 
health problems is strong. Many children’s 

health problems are linked to the fam-
ily’s environment and behaviors. Effective 
two-generation programs that address these 
problems exist. Structural factors have lim-
ited their dissemination in the past, but the 
ACA offers new opportunities to develop and 
implement such programs. 
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