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INTRODUCTION

This is a non-t chni al report based upon the final report

cn the first yer evaluation of the Head Start/Medicid Ee-ily

and Periodic Screeni g Diagnosis and Tr t ent (EP DT)

Collaborative Effort, a demonstration progra- that was initiated

by the Office of Child Developme t (OCD)/HEW in 1)74. In initiat-

ing the pr g a- OCD/HEW set forth the following obje, ives:

to assess the benefits in terms of increased services
for both Head Start and non-Head Start children and
to establish the dollar value of these services

to determine any barriers which prevent the Head
Start program from making maximum use of Medicaid/
EPSDT to pay for required health services provided
to Medicaid eligible children in local programs

to analyze long-term program and policy issues
concerning Head Start services to young children as
a basis for improving those services in Head Start/
Medicaid EPSDT.

This report has been prepared by Boone, Young & Associates,

private consulting firm under contract with OCD/HEW to evaluate

the Head Start EPSD711 Collaborative Effort. It presents and analyzes

data colle ted during the first year of the program, sets forth

key policy conside ations based on study findings, and seeks to

provide direction for policy and program planning.



Thi. non-technical report will be ei- ulate' to Head Start

projects and interested agencies to provide them with back-

g ound informati n to aid in administering and i:-proving health

vices to low-in )me, prosch-ol childron. The 1ntrim:-_,13.r.t.--
oviding a detailed analysis of the programs prior to the initia-

tion of the -ollaborative effort, including -depth tabular com-

pilations--and the_Final Reportdiscussing the histo-y of Head

Start and EPSDT, and updating the data of the Interim Report--are

available through OCD.

Boone, Young & Associates wishes to extend its gratitude to the

OCD staff for its cooperation in implementing the evaluation

study design. We also wish to expressly thank the staff of the

funded projects, without whose cooperation this study would not

have progressed.
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ORGANIZATION OF TJ1I REPORT

Section I preseris
issue area.

-3-

-ary of the major findings by specific

Section II presents background information on the EPSDT and
Head Start Programs and the collaborative effort.

Section III describes the -tudy methodology employed in the
evaluation.

Section IV disousse
Head Start/EPSDT Co

the organization and operation of the
labora ive Effort.

Sect_on V examines Medicaid certification results and revie-
prior health care status of participating children.

Section VI analyzes the provision of health services during the
first year of the collaborative effort.

Section VII off rs an anEl sis of the state EPSDT plans and
compares these to the Head Start Program Performance Standards.

Sec i--- VIII cites the technical assistance needs of the pro ects.

Section IX provides cost utilization factors related to the
collaborative effort.

Appendix A : Profile of IMPD Pro3ects

Appendix B : Sun ary of Fo
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I: SUMMARY OF MAJOR FINDINGS, CRUCIAL PRODLEMS AND KEY
POLICY CONSIDERATIONS

This section summarizes ther major findings of the first year

evaluati n of the Head Start PSD1 Collaborative Eff rt and

presents thc crucial problems and key policy considerations

for the following issue areas:

1. Medicaid certification for Head Start and non-
Head Start children

2. Previous health care sta us of Held Start and
non-Head Start children

3. Receipt of health services during the first year

4. EPSDT reimbursable services provided/obtai ed
during the first year

5. Supportive services provided to non-Head Sta t
children

6. Comparison of Head Start Program Performance
Standards and State EPSDT Plans

7. Analysis of State EPSDT plans and providers'
performance

Cost utilization factors pertaining o servi
delivery

Technical assistance needs of the pro ects and staff
characteristics.

7



assessing the first year evaluation, several conclusi n

may be d a n from the first year findings. First of all, the

Head. Start pro-ects were reasonably suc. ssful in accomplishing

the objectives of the collaborative effort. Many Head -,tart

children were screened during the first year, even though they

were not always Medicaid certified. More e the projects

selected for in-depth study, there was mu h concentrated

eff- t to assure the co-pletion of services.

Secondly, and on the positive side, Head Start programs initiated

relationships with many public welfare, health and social service

agencies, and private s ctor providers, and reinforced existing

contact with such groups. In some target states, Head Start

pr grams stimulated greater interest in EPSDT within local com-

munities and among concerned state a -ncie

The major objective of the collaborative effort was to increase

health services to children ages 0-6 thr ugh effective utiliza-

tion of the EPSDT program by 'Head Start. In order to accomplish

this task, OCD awarded supplemental grants to 200 Read Start

projects whose main re ponsibility would be to devi e specific

program strategies to carry out OCD's objectives. These grants

warded the basis of applications submitted by the pro-

grams which described th- potential and actual Medicaid/EPSDT

population within Head Start and the surrounding community, and



their plans for mounting an effective collaborative effort.

The projects selected constituted the national sample for the

evaluation study. Thirty of these were selected for i depth

analysis.

The projects represented a wide spectrum of the national Head

Start program but showed a strong ku al bias despite the high

incidence of Head Start program -income urban areas

generally. Many ethnic, cultural and linguistic groups, includ-

g blacks, Chicanos, American Indians, poor whites were part

of the national sample. Also, specific Head Start projects--

the Indian and migrant w rkers' demonstration projects (IMPD)-

were included. The numbers of children receiving Head Start

services in individual projects ranged from 60 to 2,500. In

choosing the selected sample of thirty projects, efforts were

made to insure that the selected group approxi ated the charac-

teristics of the national sample with corrections for rural

bias.

OCD established several priorities for these demonstration

projects during the first year. The most important priority

was to provide EPSDT services to as many Medicaid eligible

Head Start children as possible and enroll in Medicaid the

maximum numbers of Head Start children not yet certified by
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the medical assistance progra As a second priority, H -d

Start projects were to condu-t c mmunity-wide recruiting for

non-Uead Start Medicaid eligible children, F r this population,

also, the projects w_re to assure certification of the Medicaid

ligible children.

During the first year of the collab rative effort he Head

Start projects reached 129 234 Head Start and non-Read Sta

children. (This figure was calculated by extrapolating the

total number of children reported sere ned, 95,997 by 147

projects to the universe of 198 programs that had received

supplemental grants.) For children diagnos-:..d or treated, the

extrapolated number for the 198 programs is 26,933 children.

For the Head Start projects the first year of operation for

the collaborative effort was primarily a d velopmental period,

with many trial and error learning experiences. Curing this

riod, the demonstration projects had to phase in the col-

laborative effort as well as familiarize themselves with the

va ious forms being used in the evaluation study.

Many did not realize the potential for services to non-Head

Start children through utilizati n of community resources. In

some cases, too, the projects we e stymied by the reaction of

public agencies or the difficulty of intermeshing with the-

state EPSDT sys em. Reviewing the level of participation in



ter-- of number of children again t the genor-lly limited tech-

support r-- ived by the deMonstration project the level

of activity--greatly varied among individual Projec s--is und

standable and, in some instances, commendable.

The major findings and policy Cc'flsiderations, as w crucial

problems related to these, are dtai1d b 1 w by ±sue Area.
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The extent to Which the projecLs acheved
Medicaid certification for Head Start and
non-Head start children.

Head Start projects were EEs(212
successful_ in reaching and reViewing
children for Medicaid eligibility,
but the majority of children--both
Head Start and non-llead Startwho
were reported as Medicaid certified
began the EPSOT Collaborative Effort
with that status (60%) (17,989 out
of 25,737).

The projects were mcre_successful
in reaching and revieWing.ntehflead
Start children for.Medicaid eligi-
bility, but the majority of the non-
Head Start youngsters were the sib-
lings of Head Start.enronees who
were already certified, rather than
siblings in those Head Start families
believed eligible but not yet certi-
fied.

The projects were highl. successful
in obtaining Medicaid certifiCatien
for non-Head Start children who had
not been certified prior to entry
into the collaboration (83%, or
10,178 out of 13,277). Vhey were
less successful with the Head Start
pepulation (30%e or 1.4.684 out of
38,912), reflecting possible dis-
crepancies between the eLigibility
standards for Medicaid and Head
Start.

The parent'involvement component was
generally useful ip provi_ding for
outreach, screening, arid establishing
Medicaid eligibility, particularly
for the siblings of non-Head Start
children.

12



PROBUNS
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There were wide variations among e-
gions and among selected projects in
the numbers of ohildren--liead Start
and non-Head Startfor .whcm Medicaid
certification was achieved

Limited staf re_ LIZaes and the Lack
of clarity as to thc degree of involve-
ment by Head Start staff ir the regniit
ment of non-Head Start, nor-sibling
children were apparently important ad-
verse factors in reachinig -these childx
The differences in eligibility stan-
dards for Medicaid and Head Start ser-
vices may have affected the number of
children who were found -to be Kedicaid
eligible by the pxojects States witti
appreciably low Medicaid .standards ine.37
have been unable to accept low-incone
children recruited by the "lead start
pr-ojects for the collabora-tive ef fort .
Many children apparently e,cperienced
considerable fluctuation ir their
Medicaid status over the year, with
possible detrimental r esults for health
care continuity.

T IONS =

Systematic planning, jn2uirg reliable
estimates of the number of children to
be served and information n the type
of supportive services aai.1b1e, would
be likely to entarce certi ication ef for s
through improved daployient of staff re
sources.
Local Head Start pr ogrira could use ara-
dardized procediures for assiessi g Medicaid
eligibility by Ilead Start programs so lzhat
the accuracy of Medicaid certification r
ferrals might be increased Also xeview

3
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could be undertaken by OCD of barriers to
EPSDT eligibility for Head Start enrollees
because of some states' low-incone criteria.

Head Start programs could establish closer
working relationships With local EISDT
agencles to speed the determination and
certification process of a referral child.

The number of_potentlally eli ible chil-
dren brought.into EPSDT could be increased
were, the projects given greater assistance
in developing outreach techniques, and
were greater stress placed on the demon-
strably successful parent involvement com-
ponent.

Because the income eligibility differences
(in dollars) tend to be minimal between
Medicaid and Head Start, OCD nay wish to
review with SRS the feasibility of providing
Medicaid certification to low-income, pre-
school children on the basis of their enroll-
ment in }lead Start.

14
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Issue Area 2: Previous health care sta us of Head Start
and non-Eead Start children.

FINDIN S:

PROBLEMS:

Nearly all of the previously enrolled
Head Start children (92%lor 6,792 out
of 7,343) had received screening ser-
vices primarily through Head Start
prior to entry into the EPSDT effort,
and_Medicaid certification or eligi-
bility was not a factor in receipt of
these services.

Few projects reported children--Mead
Start or non-Head Start--who received
mental health, medical, and nutritional
services prior to entry into EPSDT.

Non-Head Start children who bad received
health services prior to entering EPSDT
were primarily Medicaid certified and
siblings of Bead Start enrollees.

The availability of various health ser-
vices in a local area, with some com-
munities apparently having significantly
greater resources than others, may have
determined the incidence of prior health
care to some degree in any particular
region.

The similarity in incidence between
Head Start and non-Head Start children
who received screening services prior
to EPSDT. entry nay reflect the concen-
tration hy'som Head Start programs in
providing family health services rather
than focusing on the needs of the en-
rolled Head Start child, alone. Apparent
emphasis in the projects on supplyin9
dental. services_for. Head Start enrollees
mav_explain_the _relatively lower_rate of
dental care for not-Head_Start_children.

15



POLICY CONSIDE S-

Bead Start programs might be encouraged
to arrange for family health services,
thereby ensuring that ail family members,
including children, are provided compre-
hensive care. Similarly, the projects
could be assisted it defining their
responsibility for recruiting participants
beyond the immediate Read Start,family as
part of the Head Start performance stan-
dards.

Limitations in some state plans for Medi-
oaid/EPSDT could be overcome through im-
plementation of national standards for
the provision of health services to low-
income, pre-school children.

Greater assistance for Head Start programs
in improving utilization of conmunity health
resources would result in expanded screen-
ing services through augmentation of the
programs' own capabilities.

Additional assistance for ifeadStart p..o-
grams would enable then to become:more
aware of the overall developmental health
ciE pre-school children. Particular stress
.could be placed on nutritional -and mental
health development.



Issue Area

FIND NGS:

PROBLE S:
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The extent to which tile projects provided/
obtained health services for Head Start and
non-Head Start children during the year.

There was a fourfold increase in th
number of children screened thiS
compared to last -ear. The-vast a-
i21-111 of children SCreened
82,782 out of. 957)_ were Head_Start
enrollepa. Most Of theSe screenings,
however, were incomplete at the,time
of reporting. Although there was an
increase in the number of non-Head
Start children screened, it was not
as great.

Although relatively large numbers of
children were screened, only one out
of five were diagnosed or treated.
For those treated, acute or chronic
care was most often provided for
both Head Start and non-Head Start
children; and each child received 2.6
units of treatment.

The availability of particular health
services in a given area again influenc d
the incidence of their receipt this year,
particularly psychological and nutritional
services.

The lack of information about the nature
or quality of screening and other health
services provided limits the assessment
about the impact -of these services upon
the health status of the children.
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The relatively large number of Head
Start children participating who were
ineligible for Medicaid or of unknown
status means that the Head Start proj-
ects most likely had to pay for services
rendered from their own program resources,
even if the services were availrble through
the state EPSDT plan.

?kp in_the_casp_of_the_previous_yepx,
dental care was tho most prevalent type
of health service -ovided. There was
a fourfold increase in the number of
children reported this year.

More than 90% (8,800 out of 9,623) Of
the Head Start and non-Head Start chil-
dren who were reported having-mental
health services received psychological
testing (type of test administered un-
known) but few were counseled or re-
ferred for further services.

Nutritional services were again the
least frequently provided. A greater
number of children receiving these
services were referred for additional
assessment compared to other health
services.

Medicaid certification appeared to be
unrelated to the receipt of health
-services, as the proportion of Head
Start and non-Head- Start Medicaid
certified children was almost equal to
those who were ineligible or of unknown
status.

POLICY CONSIDERATIONS:

The screening package mandated for Head
Start children might be defined in greater
detail (test specificatione for instance)
to assure measures of comparability among
Head Start programs, as has been reflected
on the 1975 revision of the Head Start per-
formance standards.

18
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Further studies regarding the quality
of health services received could pro-
vide the basis for revising standards
for health care.

Additional program resources to Head
Start projects would greatly enhance
their capability in providing services
to families of Head Start children.
The parent involvement component could
be particularly useful toward this end.

19



Issue Area

f_INDINGS:

PROBLEMS:

-17-

Extent to which the projects were able to provide/
obtain direct EPSDT reimbursable services for
eligible children.

Only two Head Start projects obtained direct
reimbursement by Medicaid EPSDT, either as
vendor or through purchase of health service
agreements.

There was only one contract reported between
a public agency and a Head Start project.
Relationships were generally quite in-
formal, with minimal assistance or support
provided by public agencies to Head Start
projects. In fact, many.-Projects reported
resistance by public agencies, particularly
at the local level, regarding Head Start roles
in EPSDT delivery.

Many projects relied onj3revious patterns of
health service arrangements in the case of
Head Start children, possibly minimizing the
use of Medicaid.

PO ICY CONSIDERATIONS:

The EPSDT coordinator could,be trained to
have close familiarity with Head Start program
objectives and healthrelated matters so
that there-can be full integration of the
EPSDT effort into the overall Head Start prog.. m.
The position will benefit in this regard, should
it be made full-time And be placed under_the
supervision of the health services coordinater.

OCD might encourage more reimbursement relat
ships through ensuring that the projects have
available full information on the availability
of EPSDT services in;their areas.

20
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Issue Area Extent to which supportive services were p_ ovided
to non-Head Start children.

FIDMINGS:

PROBLE

There were limitations on tie level and
adequacy of supportive services provided
to non-Head Start children. The Head
Start projects were the major providers
of these services to non-Head Start chil-
dren, suggesting a general understanding
of intent of the.EPSDT Collaborative Effort.
The parent involvement component was the
most effective tool in outreach to n n-
Head Start children

Previous approaches to providing support ve
services in the Head Start programs were
generally maintained during the collaborative
effort, limiting the provision of support-
ive services to non-Head Start population.

Public agencies tended to focUs their sup-
portive services on follow-up rather than
outreach, again limiting the number of non-
Head Start children served. The voluntary
sector proved to be of minimal help to the
projects in delivering supportive services.

The non-Head Start child was less likely to
receive follow-up services, particularly
verification, possibly related again to
emphasis by the projects on previbus patterns
of supportive services delivery.

Recordkeeping for non-Head Start children
was considerably-weaker than for Head Start
children, possibly the result of a lack of
resources in 'the pro-ects.
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POLICY CONS_I_DE- TIONS :

Better coordination .between Head Start-
rojects and public agencies would provide
_ore consistent and expanded delivery of
supportive,services to non-Head Start chil-
dren. Theprojects might also-seek reim-
bursement for these services provided-they
are part of the state EPSDT plan.

Head,Start projects might be encouraged to,
utilize More fully whatever resources are
available in the voluntary sector for -de-
livery of supportive services, particularly
it the areas of outreach.

Head Start programs might be encouraged to
use the parent involvementcomponent to the
fullest extent to ensure that all sibling's
of Head Start 'enrollees become'participants
in the EPSDT 'effort, thereby also expanding
provision of supportiVe services..Likewise,
door-to-door contact could be used more exten-
sively as an outreach technique

Requirement of recordkeeping on the provision,
of services to non-Head Start children by
the projects would both maximize supportive
service delivery and improve procedural
quality in all aspects of the collaborative
effort.



Issue Area Comparison of Head Start Program Performance
Standards and state EPSDT plans.

FINDINGS:

PROBLE S:

POLICY C IDE NS:

The state plans' description of supportive
services is particularly limited, and may
not provide the same degree of delivery as
Head Start potentially could.

There is no uniformity regarding the types
and quality of services provided among the
various states.

With the exception of California, none of
the states provide a mechanism for consumer
participation in their EPSDT plans.

Although most states cite the importance-in
their plans of coordination with existing
health resources, none specify procedures
for ensuring that linkage does occur.

Lack of specificity-and uniformity in rega d
to types and levels.of service.provided,
complicates the collaborative,process for
an agency such as Head Start, and necessitateS
a state by state analysis of the health
benefit package.

In those states which provide reimbursement
for the entire screening package, Head Strt,
even i i ac ieVes verisor sau

ursemenf unless i5F-ible to receive
n ire pac a e o screenin

Services.

Developmnt of uniform national standards.
for EPSDT plans, by types and levels of
services, and provision for reimbursement
might expedite and facilitate the relation,-
ship between Head Start programs and EPSDT.

2 3



Consideration might be g ven to developing
reimbursement procedures in state plans
which permit payment for provision of specific
services rather than an entire package, since
a provider might be encouraged through this
arrangement to perform procedures 'which might--
otherwise have been neglected.

24



ssue A ea Analysis of State 14 SDT plans and provi ers' perfor-
mance.

FINDINGS:

PROsLEmS

State Medivaid/EPSDP plans were characterized
by their complexity, with disparate delega-
tion of reSpensihilites to different public
and private agencies- at both the state and
local levels.

E-4

There was overall failure by t. e Head Start
programs to be integrated into the delivery
of Medicaid/EPSDT services at the state or
local levels by achieving vendor status.

The collaborative effort had mini al impact
on the institutional arrangements of a state
MedicaideWSDT plan or program.

The format of many state plans Is complex,
and often the phrasing is ambiguous or
obscure,

VariationS among state plans
reimbursement po.icies can a
alienation and frustration amo
who apply for reinbursement fo
sanctioned by the plans.

Providers often fail to offer areas of
screening When these services are not ex-
plicitly permitted tor, reimbu -ement under
the state p1an.

Restrictio4s in be plans On the awarding
of vendor $tatus to community agencies
limits the evailability of supportive ser-
vice and the potential for Head Start and
similar grOUps to become service vendors.

cerning their
lead to

vendors
services not



Clear and precise information on the opera-
tional and procedural aspects of state EPSOT
plans might be provided to:Head Start pro-
grams, as well as to other agencies and con-
sumers, in order to increase the efficient
use of these resources aad services.

More effective integraion of Head Start
and MDT services might-be accomplished
through review by SRS of Head Start's pro-
vision of the specific services rendered.
Health liaison specialists may have an im-
portant role to play in this regard, through
their active intercession between Bead
Start programs and Local EPSDT/Medicaid
agencies to promote closer and more effi-
cient working relationship

(For considerations on vendor and provider
problems, see Issue Ar a 5, Policy Consider-
ations.)

26
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Issue Area 8: Cost utilization factors pertaining to se vice
delivery.

FINDINGS:

PROBLEMS.:

Although expenditures for Head start/EPSOT
varied from project to project, the average
cost per child was assessed at $45.00.

About 75% of the total EPSDT expenditure
for all regions and IMPD programs originated
from the Head Start/EPSDT supplemental grant.
Contributions from other sources were minimal.

Some programs extended beyond the supple-
mental grant to support the collaborative
effort, suggesting that the grant, alone,
was net sufficient to sustain the implemen-
tation of EPSDT/Head Start.

Overall, 48% of all dollars expended for
the EPSDT program were for direct health
services, with 27% and 25% attributable
to supportive costs and administrative
costs, respectively.

Most of the time (55%), payment for provisi_n,
of EPSDT health services included Head Start
funds, leading te the conclusion that Head
Start provided the major financial support
to the collaborative effort.

Lack of providers, failure to reimburse for
certain services in accordance with a state
EPSDT plan, and infrequent use of reimburse-
ment for mental health and nutritional ser-
vices may be contributing factors to the
low percentage (6%) of Medicaid/EPSDT ser-
vices.

Some lack of discretion regarding adminis:-a-
tive costs may have had an adverse impact
on the level of services provided.



PO ICY CONSIDERATIONS:
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Review could be undertaken by the projects
to determine how monies directed toward
meeting the objectives of the collaborative
effort could be maximized, and how monies
directed to lower priority areas within the
effort could be minimized.

Projects might begin to develop a system con-
taining provisions_for identifying reim-
bursement areas and requirements. Such a
nystem may also improve managerial procedures
for the projects and may clarify objectives
and methods of attaining them.

Because of the unreliability of cost/revenue
data, more emphasis might be placed on the
retrieval of this information during the
second year evaluation.

For the supplemental grant, monies might be
more effectively distributed according to a
formula that takes into account program size

and other variables.

Designation by the local/state Medicaid
agency of the Head Start prograeas a pro-
vider of health services would ease reliance
on the supplemental grant and would also
faciliate service delivery (supportive and
health related) to the target population.

Where such designation is not possible, pro-
grams may be encouraged to reach agreements
with local health providers that are reci-
pients of third party payments, to share in
any moraes received as a result of services
delivered to children referred by the proj-
ects.

A sliding fee scale system might be imple-
mented, selectivelyl_to facilitate payment
for direct services (to non-Medicaid eligible
families only).
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Is ue Area 9: Technical assistance n eds of the projects and staff

characteristics.

FIND NGS:

PROBLEMS:

Technical Assistance Needs_

Head Start projects had particular technical
assistance needs in the areas of outreach
and follow-up. For the former, there was a
need to plan and develop a strategy with the

state and local EPSDT agencies. For the
latter, there was a 'need to plan and develop
systems which effectively met this objective.

To the degree that any source was helpful in
providing technical aid, the health liaison
specialist was most frequently cited. Overall,
however, the projects reported minimal teah-
nical assistance provided.

The most _frequent type of technical assistance
provided was in the form of workshop and in-

formation provision

State Medicaid/EPSDT agencies were usually not
a source of technical assistance to the proj-

ects as had been anticipated.

The agent with the responsibility for negot-
iation with state/local Medicaid agencies
for vendor recognition was not pinpointed
by OCD or regional offices; nor was there
any assistance provided_in arranging fiscal
affairs or'administrative procedures.
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FINDINGS:

PROD E S:
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Administration and planning, as.well as de-
velopment of coordination and linkages between
the projects and the Medicaid agencies, are
Potentially fruitful areas for concentration
of technical assistance during the second
year effort.

The role of the health liaison specialist might
be more clearly defined in regard to its on-
going technical assistance function and as a
link between the projects and the Medicaid
agencies.

Staff Characteristics

A majority of the EPSDT coordinators were
full-time personnel with some college back-
ground and several years of p evious ex-
perience in Head Start.

The organization of EPSDT, as an additional
responsibility for the Head Start health ser-
vice components, of en placed severe strain
on existing staff.

Training of health and other staff for the
EPSDT effort was generally limited, and
consisted primarily of OCD workshops.
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POLICY co S DE TIONS:

Training of the Head Start staff, particularly
those members who have direct responsibility
for the operation of the collaborative effort,
is crucial.

Head Start programs could be encouragedto
recruit and hire persons with professional
background in the EPSDT/Medicaid program, who
would then be responsible for.coordinating
Head Start/EPSDT services. This position
might best be utilized were it made full-time
and placed under the supervision of the health
services coordinator.
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'1. BACKGROUND OF EPSDT PROGRAV AND THE COLLABORATIVE EFFORT

A. LEGISLATIVE HISTORY OF EPSDT

The 1967 amendmenLs to the Medicaid provisions, Title XIX, of

the Social Security Act set up a national program of preven-

tive health services for low-income children ages 0-21 through

the Early Periodic Screening, Diagnosis and Treatment (EPSDT)

program. These amendments were signed into 1 January 2

1968 to become effective July 1, 1969 and they represented

several years' efforts by HEW officials to expand health and

medical care for poor children by establishing federal standards

for coordination and provision of services. Because children

on public assistance was a major group to receive these services,

this new and extensive child health program was integrated into the

public welfare system which also carries responsibility for other

income maintenance and medical assistance programs, including

medicaid.

Until the passage of the 1967 legislation, federalmoney for

child health services had been provided primarily through Title V

of the Social Security Act which had authorized screening services

since 1935 through Maternity and Child Health (supervision of

preventive services and well-baby clinics) and Crippled Children

Services (diagnosis and treatment).. In the early 1960'- there

was an expansion of heaith services for children at the federal

32
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level. As an effort to bring about coordination of these various

resulting health services, federal provisions for EPSDT called

for the Title XIX (Medicaid) agency in elch state to enter into

agre merits with the Title V agency Mat- nal and Child Health,

usually the Health Department) so that such agencies might be

providers of servi es to be reimbursed through Title XIX. The

eighteen-month delay before regulations were written and distributed by

HEW for implementation of the EPSDT program has been attribated to

the resistance by the states to providing the extensive screening

and subsequent diagnosis and treatment called for because of their

cost.

Regulations currently in effect were issued by the Social and

Rehabilitation Services (SRS), the administering unit in HEW

for EPSDT, in November 1971 to be effective February 1972.

These extended the date for full implementation of the EPSDT

program and allowed the states to initiate these services by

apportioning the children to be served on the basis of age. The

age group to be served first was to include children-ages 0-6, with

services gradually expanded to include all youth up to age 21 hy

July 1, 1973.
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Because of increasing public concern about the delay in imple-

menting EPSDT, Congress passed further amendments calling for

penalties against any state (1% of the federal share of AFDC

for each quarter of non-compliance ) which did not provide for

full implementation of the p_g_a.. by the specified time period.

DESCRTPTIO14 OF MEDICAID/EPSDT

Because EPSDT is an integral part of Medicaid, the rules and

regulations that pertain to the adMinistration of that medical

assistance program are applicable to EPSDT as well. Medicaid

can be described as a. federal-state financed, state ad -inistered

program with the federal contribution varying from 50% to 83%

of cost, depending upon the provisions of an individual state

plan. Medicaid (and EPSDT) is usually administered on the state

level by the public welfare department under the single state

agency rule of the Social Security provisions.

The federal guidelines for the program are broad and general and

only certain basic services are mandated. Thus, states have wide

latitude in defining the scope and nature of the services to be

provided within their area. Rather than being viewed as one

uniform national program, Medicaid and EPSDT can best be described

as programs which are =dministered on the basis of 49 separate

state plans which resemble each other only in their basic minimum,

requirements. (The state -f Arizona does not participate in the

Medicaid program )
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Individual state plans provide varying d finitions for Medicaid

and EPSDT services in several a:eas.

1. ElLILILLLyj.j.=L: All state_ must s rve the categorically

needy as defined by federal regulations but the state has

the option of setting definitions for serving the medically

indigent, i.e., those low-income families who are not public

assistance recipients.

2. Provider status: The state can establish criteria for

awarding vendor status to providers of medical services

and thus restrict the category of persons or groups t

,be reimbursed for services rendered to the medically needy.

i some states, only licensed private physicians are

reimbursed; while in others, services rendered by neighbor-

hood clinics or nurse clinici ns are reimbursable also.*

Benefit structure: Beyond the minimum services required

by regulation, the states have the option of determining

additional benefits, if any, to be

recipients. These benefits can be

controls. For example, California

permitted two physician visits per

services).

offered to Medicaid

limited by utilization

Medicaid recipients are

month (except for EPSDT

*The Health Liaison Specialist from the American Academy of Pediatrics
could be helpful as a potential source in advocating for particular
types of medical providers to be selected.
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4. Reimbursement rates: States determine the rate at

which providers are reimbursed for services rendered.

Reimbursement methods range from payment f sonable

co t" to a flat rate for specific services which bear'

little relationship to the cost -f providing the same

service in the private sector.

IllilliagAaq.LRan1Li21111M-Eaf: Billing and

collection procedures also vary from state to state

and may affect the submission of bills and the fre-

quency and rapidity of payment to providers. For

instance, in many states, there is a lag of several

months between the time a service is rendered and

payment is received by the provider. This factor

together with low reimbursement rates tend to reduce

the number of providers participating in the Medicaid

program.
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2liverv of EPSDT

The problems that have been identified in the administration of

Medicaid, both in the provision and definition of services as

well as the overall management, have immediate impact upon the

scope and nature of the EPSDT program and create barriers for

its effective implementation.

Federal regulations for EPSDT designate the state Medicaid

agency (public welfare unit) as responsible for providing or

obtaining health services for EPSOT-eligible children. This

responsibility includes such supportive services as out- ach

(locating and informing families with eligible children about

the progr- and recruitment of both consumers and providers

of EPSDT services. In most instances, the emphasis in program

implementation has primarily been upon screening, reflecting

the major new service mandated through the authorization of the

EPSDT program.

Becau se the availability of providers and community health

resources is uneven around the U.S., the development of

a linkage system whereby eligible children can be routinely-

referred for a whole range of EPSOT services has created a

major problem for planning and administration. Moreover, state

welfare agencies do not perceive that they have a primary r

in the delivery of health services, since Most find their time

consumed in the admini-tration of public assistance and social

services.
37
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Several questions can be posed regarding the viability of

broad screening programs within the context of comprehensive

health care. Health professionals differ among themselves

regarding the type of preventi e services and screening tech-

niques in relationship to diagnosis and treatment.that should

be universally available. Moreover, the frequency with which such

services should be provided is open to professional judgment.

For instance Dr. Frederick North, a pediatric an, pointed out

that there is a 30% loss between referral and aPpointments kept

when screening is rendered separately from the other medical

services. Others believe that screening is a convenient way

of sorting out individuals who have some likelihood of pathology

in a given area.

Therefore, the problems of implementing the EPSDT at the state

and local levels may reflect the lack, of coneensus-publie and

pro,-essional--regarding the construction of a health care system

as well as certain inadequacies in that system as now _perated

throughout the U.S. The General Accounting Office, in its

Janaury 1975 report on EPSDT*, cited several factors impeding

ITLeray:trInpt5 Needed to Steed_ Im-lementation of Medicaid's Earl
and Periodic Screenin 01)D1a-nosis and Treatment Program. Comp-
troller General of the United States, DHEW, social and Rehabilitation
Services, Washington, D.C., Januray 9, 1975.
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the program: inadequate outreach techniques, lack of utilization

of allied health professionals, inadequate procedures for period

updating of screenings and inadequate follow-up mechanisms,

again inflecting the lack of comprehensive approaches to health

care -s well as a failure to fully adhere to federal standards.

Even if EPSDT were fully implemented these services would only

reach about one half of the nation's 25 mill on children in low-

income families. (There are 13 million Medicaid eligible children

nationally, according to the House Subcommittee report.) Most of the

children eligible for EPSDT are beyond the reach of the health

care system because of its emphasis upon crisis or emergency care.

Yet it is these children who have the highest incidence of correct-

ible medical problems. The basic challenge of EPSDT, therefore,

is to trigger changes in h alth care delivery for children as

a first step toward evolving a truly comprehensive health pro ram.

Head Start is a national de onstration program to provide compre-

hensive developmental services to low-income pre-school children,

and in its ten years' existence it has become preeminently identi-

fied as an effective model for the delivery of integrated human

*ABC News Closeup on Chi'dren: A Case of Neglect. Transcript
of Broadca t over the ABC Television Network, July 17, 1974.

**Ibid.
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serv ces. Since its inception, Head Start program goals have

stressed an interdisciplinary approach to child development

in order to assure that the various services, staff functions,

and skills needed to e hance the social functioning of the child

and his family might be available. Head Start was originally

conceived in 1964 within the context of a community action strategy.

The intent at the time was to demonstrate the efficacy of inter-

vention into the life of the "disadvantaged child" through a host'

of education, health and nutrition, and social services arrayed

with the parent and community as partners in the service delivery

process.

The Office of Child Development/DHEW, now the administering unit

for Head Start, has reinforced the program's prio_ty goal of

achieving social competency among low-income, preschool children

through the issuance of performance standards. These standards,

re ised as of july, 1975, set forth the geals and objectives of

four components--Education, Social Services Parent Involvement,

and Health-- hich must be part of each Head Start program.

*Head Start was an integral part of the Economic Opportunity Act
of 1964. Its most recent enabling legislation is the Head Start,
Economic Opportunity and Community Partner Act of 1974.

**A full discussion of the Head Start Program Perfor a 6e Standards
is presented later in this report.

4 0
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Head Start now provides services to 350,000 children nationally?

80% on an annual ba is, through an annual authorization of apOrOxi-

mately $400 million.

Head Start has achieved notable success in meeting specific

goals to improve the health and nutritional status of its

enrollees. The New York Times, in an article dated June 8, 1975

was laudatory in its praise of Head Start efforts to provide

standardized health care to preschool children in low-income

communities. As of 1973 Head Start has also been viewed

as an appropriate community service to recruit and provide

services to handicapped children because of its intensive

outreach and integrated services approach.

41
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III. GENESIS OF THE COLLABORATION BETWEEN HEAD START AND
MEDICAID/EPSDT

In Dece ber 1973, the Office of Child Development (0CD) and

the Medical Services Administration (MSA) Jointly announced

a collabora_ion between the Head Start and EPSDT programs.

The rationale for this move was recognition that:

the goal and objectives of the health services
Components of Head Start and Medicaid/EPSDT are
mutual, since both focus on prevention, identifi-
cation and treatment of illness, and linkage of the
child and family to an ongoing health system *

This common frame of reference could serve as a catalyst to

generate a wide range of local collaboration and cooperation

between the two programs that would help to strengthen Head

Start health components and also assist state and local agencies

in administering EPSDT programs.

The stra egy of the collaborative effort was to uti.ize local

Head Start programs as a mechanism for making EPSDT services

available to Medicaid eligible children 0-6 years.

*The division with the Social and_Rehabilitation Service Unit
directly responsible for Medicaid and EPSDT.

**Memorandum dated December 12, 1972 from Howard Newman,
Commissioner, Medical Service Administration and Saul Rosoff,
Acting Director, Office of Child Development to the Social
Rehabilitation Service.
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The plan called for Head Start to refer Potentially eligible

children to Medicaid for certification. In turn, Medicaid

would,supply EPSDT services in accordance with the state Medi-

caid/EPSDT plan. Any additional health services for Head Start

children not covered by the state Medicaid plan but required bY

the Head Start P rformance Standards would'be paid for by local Head

Start programs. The Head Start projects apprOved for participation

in the collaborative effort would assist-the'Medicaid/EPSDT agency

by providing health-related support services,-including case-findings

transportation' public information refe ral and follow-up services.

The Head Start projects were also assured that eligible children

would receive the EPSDT services to which they are entitled. In

addition, the collabOration effort called for projects to provide

services to non-Head Start children, including siblings of Head

Start enrollees.

Technical assistance was to be provided as part of a national

,cOntract with the American Academy of Pediatrics (AAP) which

would supply health liaison specialists. The specialists were

to assist the local Head Start project in making collaborative

arrangements with Medicaid agencies. They were to also provide

orientation and training sessions for the Head Start health

services coordinators and assist them in planning and implement-

ing the demonstration program.

43
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On Dece ber 18, 1973 the Office of Child Development issued

specific guidelines for the collaboration effort. These

included:

The collaborative program to be established as
a demonstration effort for ona year, with the
possibility of continuing a second year.

Staff already employed by Head gtart programs in
local areas to perform the core activities of the
demonstration effort.

Supplemental grants to be made available to hire
additional staff or increase working hours of
staff already on board.

The health services coordinators in the Head Start
program to be responsible for impleMenting the
collaboration as well as directing and coordinat-
ing all health services, such as:

informing families about EPSDT services

arranging for transportation

- iding families in establishing Medicaid
eligibility

assisting in securing medical appointments

- maintaining individual health records to .

assist in tracking the provision of care

arranging for follow-up and referral.

The health services coordinator to serve as liaison
to the child and family, the public welfare and
health officials and local health providers.

The Head Start programs selected for the demonstration
to provide health-related support services for Head Start
and non-Head Start children recruited for participation
in the EPSDT Collaborative Effort.

4 4
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The criteria used by OCD to select grantees for the collaborative

effort included: willingness to participate in the collaboration;

ability to implement health services for children; the state

Medicaid agency sUppo t of the collaboration; the project's

ability and willingness to enroll and serve all Medicaid eligible

Head Start children. For those projects serving non-Head Start

Medicaid eligible children, it would be necessary to identify a

significant-number of children in the target area who were age

0-6. Priority was to be given to programs able to enroll in

Medicaid/EPSDT the maximum number of Head Start children who

were not presently served by Medicaid. A second, but important,

priority consideration was given to_ the ability to enroll in

Medicaid/EPSDT substantial-numbers of non-Head Start children who

were not covered by Medicaid.

Study Methodology__

In May 1974, the Office of Child Development announced its plans

to provide for an evaluation of the Head Start/EPSDT Collaborative

Effort. The purpose of the evaluation, according to OCD, was to

assess the extent to which the collaborative effort had been

successful in achieving its goals and objectives by documenting

the o. tcomes of the demonstration program. Boone, Young & Associates;

Inc., was awarded the contract for the study in June 1974.

45
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Project Selection

Thirty projects were selected from the 198 demonstration sites

funded for the Head Start/EPSDT Collaboration Effort for in-

depth examination and analysis. The sites we-e chosen within

designated target states. Examination of the 198 projects

revealed few similarities among the projects because of the

highly diversifi-d nature of these programs.

The following criteria were agreed upon as the baSis for selec-

tion of the thirty projects:

identification of institutional barriers
to the implementation of EPSDT

programmatic aspects of delivery of health
care to children

rural/urban characteristics

program size

program sponsorship

geographic dispersion with n the state.

A profile of the projects selected for an in-depth analysis can

be found in Appendix A.
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Site Visits

Oneito two-day visits were made to 24 selected projects. The

purpse of the site visits was to obtain information concerning

particular issues surrounding the implementation of the Head

Start/EPSDT Collaborative Effort; for example' start-up activity,

provider arrangements and relationships with local Medicaid

agencies.

Data Collection Instruments and Recordkeeping System

A set of data collection forms designed for the study served two

purposes: 1) to obtain information necessary to the evaluation;

2) to support local projects' recordkeeping activities, particularly

as related to the health component and the collaboration 'between

Head Start and state and local agencies administering EPSDT. The

forms are summarized in Appendix H,, and cop es of the forms are

contained in the Interim Report.

Collected data were transferred to disks, permanent intake files

were --eated, incorrect information was sorted out, and a corrected

print-out was obtained. Along the line, re-coding was done when

necessary, and respondents were contacted t- verify, questionable

or incorrect information. A sample print-out is included in the

Interim Report, along with detailed table-
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IV. ORGANIZATION AND OPERATION OF EPSDT

The Head Start/EPSDT Collaborative Effort was designed to show.

that Head Start could be effective in incidaaing the number

low-income, pre-school children receiving EPSDT. Those.Head

Start projects selected to be demonstration Programs modified..

their operations and organization to.include administering the

collaborative effort. The experiences of the Head Start proj-

ects in the collaborative effort yielded detailed infor ation

on management, staffing, planning, supportive serVices, and

health service arrangements.

Administration

Most Head Start projects complied with the OCD mandate to

appoint a health services coordinator to be responsible for

the administration and coordination of the collaborative ef-

fort. The Head Start projects did not act with any uniformity

in the carrying out of their xespOnsibilities. Some elected

to increase the salaries and work schedules of their heliplth

service coordinators with funds from supplemental grants while

others used their monies to appoint new staff, perhaps hiring

a special EPSDT coordinator. The majorityof the-coordinators

completed high school, and many were nurses or college graduates.



The OCD guidelines delineate such responSibilities of the

coordinators as:

informing families about EPSDT services

arranging for transportation

aiding families in establishing Medicaid
eligibility

assisting in securing medical appointMents

maintaining individual health records to
assist in tracking the provision of care

arranging for follow-up a d referral

training of staff members.

Before tackling the problems of day to day operation, the co-

ordinator must sufficiently acquaint Head Start staff, public

service agencies, community health care personnel, and fa ilies

with the collaborative effort so that the administration can

proceed smoothly. Clearly, the effectiveness of the collabora-

tive effort depends significantly on the competence and back-

ground of the coordinator. During on-site visits, individual

projects stated the need for qualified coordinators, and the

successful provision of services to children bears them out:

88% of children served were in projects with coordinators who

had prior Head Start experience; 77% of children served were

in projects with coordinators who had prior health care experlence;

and 70% of children served were in projects which had coordin

tors working full rather than part time. On a negative, but

49
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equally illuminating note, one proj ct lost its coordinator

and did not secure a replacement for two months. During that

interim period, the collaborative effort drew to a virtual halt.

In light of the above considerations, ce _ain -olE......s.121A-

tions become evident:

Proper training of Head. Start s aff is vital
to the success of the collaborative effort

Head Start personnel should combine EPSDT
activities with regular duties.

Coordinators should have health related backgrounds
and specific-knowledge of-Head. Start and"EPSDT.

Coordinators should work actively and full-
time and should include the orientation and
training of staff members and outsiders in
their activities.

Before the coordinator can administer effectively, he must be

fully familiar with EPSDT. Unfortunately, the first year

coordinators were largely unaware of such fundamentals.as the

eligibility requirements, procedures for Medicaid certification,

and services available through state EPSDT. Whatever information

was available to the coordinators was most easily obtained from

the state agencies; however, these agencies did not provide the

ongoing support and material to sufficiently help the collabora-

tive effort. A second potential source of information was the

health liaison specialist. However, many of the projects

indicated that the specialist was not available, and that ab6e.ice

50
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of a specialist was detrime-_tal in that vital technical

assistance could not be obtained. Until they receive adequate

information from ssErermenta)leadStart_ro.'ects

will continue to be intuitive and eneral in their ada ation

of he collaborative effort, often rely ng on their own

sources and past health practices.

Although the demonstration projects submitted work plans, they

did not necessarily keep to the specifics they had proposed.

The Head Start projects often encountered difficulties such as:

the amount of 'supplemental grants did not
meet ihitial requests

the responsibility of the projects to non-
Head Start children was not clearly delineated

estimates Of time and effort that would be
involved were unrealistic

the OCD administrative requirements were
often overwhelming.

Within such a fra ework, realistic planning for implementing the

program was virtually impossible. Because a result of the situ

tion was a proliferation of resource allocation problems within

the demonstration projects, Head Start e ts mi.ht b iven

En1.12_1212121E21_2a22EI-j-n-12M2122i122,thgir existing capabil-

ities. Moreover, OCD might wish to initiate a s stematic _plan

includin c arification of ob ectives and strate ies fo

planning.

51
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Like any new undertaking, the Head Star EPSDT Collaborative

Effort staff had to undergo a period of adjustment and of

consideration of new modes of activity. Among the difficulties

faced by Head Start staff in implementing new arrangements for

health services were the resistance of general practitioners

to overloading of their schedules and the administrative burdens

of detailed screening, problems with monetary reimbursement,

and inequitable distribution of health care services. Thus, in

arranging for the provision of health services, Head Start proj-

ects tended to rely on proven resources. This understandable

tendency limited the expansion of services so that, for example,

while the projects provided significant nutritional services

and screening for their own children, they did not provide as

fully for the non-Head Start children.

Although the collaborative effort suffered because of insuf-

ficient government support and confusion within the individual

prOjects, there were positive results in the provision of sup-

portive services to non-Head Start children. Often/ Head Start

was the sole provider of such services as tracking, verification,

and recordkeeping. Public agencies, with regard to non-Head

Start children, concentrated .on follow-up of children already. n

the program rather than on recruitment of new participants..

Voluntary agencies contributed only negligibly to the effort
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often because of their lack of resources. That volunteers

could be incorporated into the effort was demonstrated by one

or two projects who solicited them; one project for example,

utilized the local university students and another uSed VISTA

workers.

Some Head Start projects did construCtively interpret the-

intention of the collaborative effort with regard to non-Head

Start children, but in the great majority of cases, the_overall

!co-eof_-_ps1maLDr-tivices for these_children_could be_broadened,

_-oward which end Head_Start staff_oan develoroductive workin_

The local

-welfare office, for example, might work closely witE.Head Start

-to avoid duplication of effort, to expedite certification, and

to facilitate the deployment of supportive services. Moreover,

Head Start might tap the voluntary agencies for assistance in

such service areas as volunteer babysitting.

Outreach

Essential to the success of the collaborative effort is the

enrollment of non-Head Start children in EFSDI, and the outreach

efforts in this regard were moderately successful. TWo of the

demonstration projects did not reach any non-Head Start children,

the Fort Peck project-7because the local welfare agency refuse

to supply a list of Medicaid siblings--and the Danville projd&.:--
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because they decided they had neither th, time not the resources

for recruitment. Those projects that did engage in outreach

generally focused oh siblings; this goal of reaching siblings'

was determined by practicality. Applications of Head Start

children could.bp, used to identify non-Head Start siblings whose

parents were probably amenable to enrollment of the sibling

because the Head Start child was already receiving services.

Head Start projects that did riot concentrate on siblings Used'

such documents as the local -eafare census to obtain names of

potential EPSDT enrollees.

Many projects facilitated their outreach efforts by seeking to

enroll previously Medicaid certified, non-Head Start children

in EPSDT. Unfortunately, Head Start projects were less success-

ful in getting their own children Medicaid certified. This

difficulty emphasizes the negative effect of the discrepancies

in eligibility require ents for Head Start and Medicaid.

To alleviate this difficulty, Head StArt enrollment could

become the basis for automatic Nedicaid certification. Should

Head Start/Medicaid eligibility become simultaneous, the EPSDT

would be more effective and the Head Start projects woUld be

more likely to be reimbursed, if their services are covered-by

the state plan.

Once the names of potential enrollees are obrained, Head StaLt
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sta f must employ outreach methods to actually recruit

Head Start children. The most effective outreach was accom-

plished by the Parett Involvement Component. The staff, the

.parentsf and community people who -omprise this component have

experiential knowledge of the structures amd psychology of the

families of potenti .1 enrollees and are thereby in the best

position to be successful redruiter- It should be recognized

that any parent involveme-t is the most eloquent statement in

support of MDT, and that wherever possible, especially in

light of adult mistrust of government agencies, Parent

nt Com.onent activit should be en

Other outreach m thods employed were less successful, with door-

to-door canvassing the most effective after Parent Involvement

Component activity. Other pot-ntial methods: mass media, corn-

munity organizations, telephone etc., tended to be used less

freqUently. Bilingual appr_aches fell- into the-oVerall-patte

discussed above with even less frequent use of non-personal

contact methods.

E_2117(1711P.

The success of the EPSDT program is largely dependent upon

follow-up which includes tracking (relating services received

to requirements) and verification (insuring that the required

services are received by the child). As might be predicted,
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o head Start child n were tracked and verified more

22DE1212,21_those_ to_non-H-ad Start_children. A reason for

this is that Head Start is the responsible agency fo- its own,

while it often shared resPonsibility for non-Head Start children

with public agencies. On-site observers rated tracking good

to ekcellent for Head Start children in approxi ately 80% of

the projects, but these observers rated tracking good to excel-

lent for non-Head Start children in approximately 40% of the

projects. Not surprisingly, similar observations were made with

regard to verification of Head Start and non-Head Start children.

In the ar__ of reccrdkeeping, Head Start children again have a

better showing. Although OCD guidelines specified that indi-

vidual records be maintained for all children, Head Start main-

tained more extensive records for its own children. Among the

reasons given in questionnaire responses for inadequate record-

keeping is an aversion to paperwOrk;-- especiallY-When it iS

added to staff meMbers' regular duties and when the staff nem-

bers are given neither specific recordkeeping training nor ef-

ficient forms.

The Head Start/EPSDT Collaborative Effort was initiated

demonstrate that more Medicaid certified children would receive

EPSDT benefits through Head Start recruiting and administrative

activities. Unfortunatel , Head Start efforts at securin

ertification artici atin children, es eciall for new
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e ver mini ally effective: averaging

6% for the n _-Head S,tart children and 31% for Head Start children.
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V. CHARACTERISTICS AND PREVIOUS CARE STATUS OF PARTICIPANTS
IN THE HEAD START/EPSEIT COLLABORATIVE EFFORT

CHILDREN PARTICIPAT G IN THE COLLABORATIVE EFFORT

Nationally, the Head Start projects provided services during

the year to 74% of the planned service population; the selected

projects showed a similar pattern as they reached 72% of their

planned population.* There was a national turnover or drop-cut

of approximately 9,791 or 19% of the total children served,

regardless of enrollment status. With regard to non-Head Start

children, the pattern probably indicated that many projects

failed to track this particular group through all aspects of

screening, diagnosis, and treatment.

In reporting participation during the year, several selected

projects reported more service to non-Head Start children than

planned. However, in all cases, comparable numbers of intake

forms -e e not submitted. And in -ne case--Worcester--service

to non-Head Start children consisted of simply informing the

Head Start parent, at ho;.,e, interviews, that siblings were also

eligible for EPSDT. This project did not complete intake forms

or icV tify siblings of non-Head Start children who participated

at intake, nor did it attempt to insure linkage or follow-up for

the mon-He d Start child. Medford reported serving 1,650 non-

*The materiilThereiri was based on the experiences of 120 projects
,and 18 selected projects which submitted Intake and End-of-the-

Year Status forms.
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Head Start children but only submitted 45 intake forms for this

group.

Discussion on Partici a ion

The variations noted in estimation and service totals for parti-

cipating children are explained as follows:

The projects did not receive clear instructions
from their respective,regional offices as to the
priorities and objectives of the collaborative
effort.

Many projects saw their function as providing
public information rather than providingor
arranging for direct services, which required
additional manpower. Paterson, New Jersey is
an example of a project with a large planned
goal--nearly 5,000--which redefined its respon-
sibility for service and submitted intake forms
on only 152 children.

The perception of the project staff prior ex-
periences in preparing grant applications...and
proposals may have influenced the way they
estimated for planned participation. However,
the estimates do not seem to have been an
important factor in funding for the collabora-
tive effort. Some projects presented Low-out-
reach estimates of service (10-50 children,
for example) and still received funding from
OCD.

Weaknesses in some of the grant applications
is another factor. Many projects reported,. that
they were prepared hastily. Some projects defined
clearly how their estimates were obtainedfrom
census information, welfare rates, etc."and
carefully detailed their outreach strategies, but
many proposals gave no rationale for how the ser-
vice estimate was determined. In ,many caSes, it
appeared that projects either misunderstood their
roles or failed to understand what the planned
service entailed.
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The service estimates for Head Start
children were more realistic than for the
non-Head Start population.* This pattern
is logical because most projects simply
reported their funding level. However,
many projects had, difficulty in making
assessments of the number of non-Head Start
children in need of Service. Many proposals
limited planned service to siblings. Others
gave estimates of the number of children on
welfare in the community but did not appear
to have plans to serve or reach all these
children.

Although conservative estimates of participation were most likely

to be achieved, underestimaters should not necessarily be con-:

sidered more effective in meeting their more li ited goals.

It is interesting to note that of the 38,417 children who had

completed intake, only 15% were non-Head Start, and 50% of

these were siblings. The high incidence of siblings reflects

a general policy to recruit non-Head Start children from Head

Start applications. The vast majority of all non-Head S art

children were Medicaid certified.

*Only-Regions 1,11, and V, with higher concentrations of urban
populations, had planned to serve more non-Head Start than
Head Start children. 'Perhaps the greater number of low-incom
Head Start eligible families and the tendency of urban proje z
to utilize community resources accounts for this phenomena.
regions where few outside resources were available/ service
estimates tended to be more modest.

6 0
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B. MEDICAID STATUS or PARTICIPATING CHILDREN

Although only 35% of children served during the first year of

the coil borative effort were reported as Medicaid eligible,

49% w re eligible by the end of the year. At intake, 37% of

the Head Start ch ldren and 35% of the non-Head Start were

Medicaid eligible; 37% and 84%, respe- ively, were eligible by

the year's end.

Regional variation of the percentage of Medicaid eligible chil-

dren compared to participation during the year and at intake

might be attributed .to:

Differences between the national poverty
guidelines which establish the eligibility
income levels for participation in Head
Start and the state Medicaid eligibility
standards.

Differonces in definition of the categori-
cally and medically needy. This variation
in state Medicaid plans may be'reflected
here.

Differences among programs 'in recruiting
policies to enroll Medicaid eligible
children; some accepted any child within
the poverty guidelines or the 10% addition
into their programs; others did-not.

edicaid Status Cu ulative d of Year

The probability that M dicaid eligibility was a hi hly unstab

sta us and the turnover rate -ithin the individual projects
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probably accounted for the d crease in the number of Medicaid

eligible children by the year's end. Cha ges in eligibility

status disrupted the smooth delivery of services. For instance

a child classified as eligible for EPSDT and referred for screen-

g might become ineligible by the time of treatment. Clearly,

n-t all potentially eligible children were finally certified.

Except in Region IV, the number of children classified as un-

known decreased during the year while the number of non-eligibles

increased. This trend suggests a major effort by the projects

determine Medicaid status,

C. MEDICAID CERTIFICATION -lTATUS OF PARTICIPANTS

Certification differed from eligibility in that it referr d only

to those children a-tually enrolled in Medicaid, not to those

potentially eligible: only 88% of the Medicaid eligible were in

fact certified during the program year.

Variation at the regional level with respect to the relation of

certification to eligibility in the Head Start and non-Head Start

populations may have reflected either differences 'mong projects

in their eligibility screening and certification procedure or

their knowledge of the state Medicaid eligibility requiremen

Some projects may have reported as Medicaid eligible only thos.

children certified at the time of intake; whereas otherp mig t
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have reported all uncertified children believed to be eligible

but later found to be ineligible. Additionally, the idiosyn-

cracies of certification procedures most likely hampered and

complicated certification and may have discouraged potentially

eligible children from applying for.Medicaid. Head Start involve-

ment in certification aid ranged fr m staff members providing in-

for ation and arranging transportation to staff members making

personal appearances, assisting in preparation of documents,. and

setting up appointments.

An a_alysis of Certification and Total_Participation data show

that 49% of all children participating in the collaboration

were Medicaid certified. At the reg onal level, the percentage

of cumulative certification to total participation ranged from

24% (Region VI) to 77% (Region X).

A ,omparison of Medicaid certification_ s-atus prior_ to intake and

medicaid 91J2ELIILLLLz intake revealed that 92% of all eligible
- 7 I.E

children had had prior certification (91% in the selected proj-

ects and 92% in all other projects). Ninety-seven percent of

eligible Head Start children had been certified prior to entering

the prograni. B th patterns .held across all regions.

Of all children remaining in the program or in contact with the

program at the end of the yea. , 44% were Medicaid c -tified.

Regional variation ranged from a certification rate of 19% in'

Region VI to 72% in .Region X. For the Head Start population,
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the range was from 16% to 62%. This variation migh. have re-

flected individual service patterns regarding Medicaid eligible

children served by the Head Start projects.

Of the non-Head Start children certified prior to the program,

over 50% (2,658 out of 4,541) were siblings of Head Start en-

rollees. For the selected projects, the proportion of n n-Head

Start children who were siblings of Head Start enrollees In-

creased to 71%. Notable differences existed in Regions

and IWO projects where the greater proportion of non-Head Sta t

childr-n consisted of non-siblings.

D. PREVIOUS HEALTH CARE: SCREENING OF HrAD START PARTICIPANTS

A contrast of previous health care (both screening and treat-

ment) received by both Head Start and non-Head Start children

with health care received during the program year meaSures the

impact of the collaborative effort. The data for previous

health care, c llected from intake forms completed by the pro-

ects is necessarily related to the parental ability to recall

the child's health care hist-ry.

On the national level, 22% of the Head Start chi1dren had been

enrolled previously in Head Start. The largest number of chil-

dren carried over from the previous year occurred in the IMPD

projects,where over One out of three Head Start child.ren had

6 4
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been enrolled in Head Start previously.

The importance of prior Head Start enrollment lies in Head Start

responsibility under the Head Start Program Performance Standards

to provide health screening for all its enrollees. That Head

Start was an effective health services provider was demonstrated

by the higher level of screening among previously enrolled Head

Start children. Nationally, 92% of the previously enrolled

children had received screening as compared to 63% of non-pre-

viously enrolled who had been creened; the selected project

percentages were 79% and 45% respectively. The IMPD projects

were the principal daviantg, with respective figures of $6% and

52%.

Contrary to expectation, Medicaid certification (41% of Head

Start children participating in the collabo ative effort) did

not strongly influence the receipt of screening services.

Nationally, 71% of the Medicaid certified and 70% of the n n

Medicaid certified received screening. In the selected projeos

the majority of previously enrolled Head Start children had been

screened prior to intake, although there was marked deviation

in the individual projects, from only 20% in Lubbock to 100%

five projects.
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E. PREVIOUS HEALTH CARE: TREATMENT RECEIVED
BY HEAD START PARTICIPANTS

A pro ile of treatment (medicai, dental mental health, and

nutritional) received by He d start children during the year

prior to enrollment through the collab rative effort yielded

th folio ing information:

1. Medical Servic s

In the national Head Start sample, 5,500 (10% of the
participating population) received medical treatment
in the year prior to enrollment. The selected proj-
ects had a consistent showing. Throughout the
regions, however, percentages ranged from 8% to 28%.
Similarly, the individual selected projects displayed
significant discrepancies; few or no children in.
Tom's River, Lubbock, and Fort Peck and 46 of 132
children in Medford.

Whereas nationally, Medicaid certification status
played no significant role in the receipt of medical
care, Medicaid certified and eligible children in the
selected projects received more treatment than those
classified as other.. However, onefactor that may
account for the impaCt Of.ClassiiiCatiOxi b6th-inthe
selected projects and in the regions which had dif-
ferent patterns is that State Medicaid plans diffs):ed
in the availability of treatment services. These
differences,would govern the receipt of services by
the Medicai&certified.

2. Dental Services

Nationally, approximately one out of three and in the
selected projects, approximately one out of four re-

.
ceived prior dental screening/treatment. Region VIII
recorded a high at 58% and Regions I and V a low at
23%. A similar range occurred in the selected proj-
ects: 118 out of 119 in Springfield and 2 out of .
231 in Lubbock. Further, nationally those classified
as.Other Medicaid status received -more dental care
than the Medicaid certified and eligible but not certifir
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3. Men,al Health

Only 6% of participants nationwide, received
mental health services; Region I had the lowest
percentage--2%--and the IMPD projectS had the
highest--22%. Interesting:1y, the average rate
in the selected IMPD projects was only 1%,_
perhaps reflecting the lack of resources in these
areas. For the selected projects as a whole, the
rate of mental health services prior:to EPSDT
participation was 50%, with a variation of from
no children in three projects to all children in
Springfield.

Once again, Medicaid status had no effect nati n-
wide in that the other or unknown status had a
slightly higher showing than the eligible and
certified.

4. Nutritional Services

Nutritional services were re eiv d by only 3% of
the Head Start children .nOtionally, and 1% in the
selected projects. The IMPD regional data showed
24% but the IMPD selected projects showeda less
frequent receipt of services (in explanation, two
of the three selected IMPD projects are in Montana
which has no provision for nutritional services in
its state plan).

F. PREVIOUS HEALTH CARE STATUS OF NON-HEAD START CHILDREN

Data from the projects concerning non-Head Start children re-

vealed the following:

1. Screening

73% of the national total of 6002Jlon-HeadStart
participants were Medicaid certified and 66% were
siblings. Of these, 59% were screened prior to
participation. In the se1ected projects, 82% of
the non-Head Start children were certified and
75% siblings; all the non-certified were siblings.
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Of the total, 48% were screened prior to en-
rollment, 90% of whom were certified and over
half of whom were siblings. Only 75%, by com-
parison, of those screened nationally were
certified.

.2. Medical Treatment

one in five non-Head Start children were treated
prior to participation, 80% of whom were Medi-
caid certified and over half of whom were siblings.
The selected projects had lower figures, with 8%
treated; Medford had the highest percentage with
49%.

3. Dental Services

Compared to the one out of three Head Start
children who received dental services, one out of
five non-Head Start children, nationally, received
dental services as did one out of four in the
selected projects. The majority, both nationally
and in the selected projects were Medicaid certi-
fied. The overwhelming malority in the selected
projects were siblings (except for Baltimore
where no non-Head Start children in this category
were siblings) and about half across tile nation
were 4iblings.

4. Mental Health Se:7_

Nationally, whereas 6% of the Head Start populaticn
received mental health services, only 3% of the non-
head Start children 'All into this category (the
IMPD projects, howr r, indicated.11%). The
selected projects L,Ired better with 7%; the high
incidence of Medicaid certification in the seledted
projects (56 of 58) may have been a relevant factor.
Further, 55 of the 58 were from Paterson and
nearly all were siblings as well as certified.
Across the regions, nearly all non-Head Start
children were Medicaid certified and most were
siblings. In contrast, Medicaid certification
played little role for Head Start children.
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5. Nutritional Services

Nationally, 4% of the non-Head Start partici-
pants received prior nutritional services;
wore than 75% were classified Medicaid certi-
fied or eligible, and most were siblings. In
the selected projects, Paterson again accounted
for the bulk of the children receiving services
(54 of 56). As vith mental health, nearly all
of these children were certified and siblings.



VI. INDICATORS OF EPSDT PERFORMA CE

Introdtion

A significant t- k for this evaluation study was to ascertain

the effectiveness of the Head Start proje ts in obtaining EPSDT

reiMbursable services for Medicaid certif -d childrenboth

Head Start and non--Head Start--and for non-Medcaid eligible

children, to determine the extent to whia health services were.

provided or obtaineci in relation to the ..7i1dren's Head -t

enrollirtent tatus.*

In o.der to a_:onplish this task, several indicators to measure

effectiveness were established within the following parameters:

(a) the -x -nt to which children received various health and

medical services this year compared to the number who received

such services prior to the collaborative effort; and (b) the relatiOn-.

ship, if any, between the numbers reported and Medicaid certifi-

cation and Head Start enrollment status. These.indicators were

based upon the assumption that incre ses in the numbers of,

children receiving health services, particularly through EPSDT,

Can be attributed to the collaborative effort.

*Detailed 'Tables (XVIA through XVIE2 ) are available in the
Final Report.
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Children Screened Du_ing Program Year.

Aggregate Totals

The total number of children screened increased fourfold from

the twelve month period immediately prior to the Head Start/

MDT Collaborative Effort as- reported by 147 projects partici-

pating. Of the 95,997 children s-xeened nationally! % were

enrolled in the Head Start program itself compared to 90%

previously. For the 23 selected projects submitting data, there

were 7,424 children reported as screened, compared to 2,616

pxevi usly, an increase of 3 to 1, and 92% of these were Eead

Start enrollees.

All regions except Region III reported increases in the total

number of children screened that, when compared to the pre-

vious year,were comparable to or greater than the national rata._

of 4 to 1. Most of the percentage increase in the number of

non-Head Start children screened this year can be accounted

for by the gains in Regions IV and VI.

Selec ed Proicts

There was a threefold increase 6,883/2,616) in the t-tal number

o_ head Start'children screened this year-in the selected proj

ects as compared to the number previously screened. The

7 1
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lar _st number of Head Start children screened was reported by

Cleveland (2,456). For projects that had reported previously,

the greatest percentage increases were in Cook County, East

St. Louis, Danville, Lubbock, Amarillo and Billings. On the

other hand, three projects--Baltimore, Springfield and Eugelle7-_

reported the arle cr a decrease in the number of children

screened this

Only 34% of the Head Start children sore ned had been pre-

viously enrolled in the pr 4ram. This incidence was higher

than the 29% of previously ear 11-1 Head Start children who

had been screened prior te the collaborative effort; Baltimore

reported that almost 50% of the Head Start children screened

this year had been previously enrolled, while seven projects

reported less than 5%.

There is no clear indication whether Medicaid certifica ion

had any bearing on the total number of Head Start children

screenedIsince 50% of these children (3,470 out _f 6,883) were

Medicaid tified and over 49% were either ineligible for

Medicaid or of unknown status. Thus, only one-half of the

Head Start children screened could have possibly received

such serv ces through the EPSDT system.

*Cleveland, having by far the largest enrol3ment, often acccun.s
for the vast majority of children in many categories in the
following discussion.
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Of the projects reported, there were 541 non-Head Start children

screened this year, an increase of less than 50% fro- those

reported screened prior to the collaborative effort. The

majority (65%) of the non- flad Start children screened were

siblings and, f_ 7%, their kinship relationship to Head Start

children was "other" or not known. Most of the non-Head Start

children screened (500 out of 541) had not been previously

enrolled in Head Start. For these non-Head Start children,

Medicaid certification may have influenced the receipt of screen-

ing seAicese given that a greater proportion of them were

Med caid certified as compared to the Head Start chilaren. Of

the Medicaid certified group, the majority (62%) were.siblings

of Head Start enrollees.

Children Compieteljr Screened

Aggregate _Totals_

Nationally, 31% received the complete package of screening s

vices as recommended by the local Head Start Health Advisory

Committee. For the selected projects, 70% received complete

screenings. (Either selection bias or the sensativity of the

projects to completing the rreenings because of their special

status may have accounted for this wide variati n.) Head Start

children were by far the majority (81%) -f those children re-

ported as completely screened. However, only 29% of the Head

Start children scr-ened had co plete services 24,884 out of 82,782.
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The proportion of non-Head Start children who had complete

screenings nationally was slightly higher at 34%. Three.

regions--Regions II, VII, and X--greatly exceeded this percent

age at'50%, 55%, and 50% respectively.

Se1 ted Projects

The Head Start children enrolled in the selected projects.usually

received complete screenings representing 73% of the total

screened. Moreover, 17 of the 22 projects reporting indicated

even greater proportions of completely screened Head Start

children th n the average cited above with Amarillo stating that

all of its 626 children were in this catego y and Springfield,

114 out of 117.

For non-Head Start children, 73% had complete screenings, and

nine of the sixteen projects reporting indicated that a majority

of their Head Start children had been completely screened. In

Paterson, where all non-Head Start children were completely

screened, three out of four were siblings and oVer 95% had not

been previously enrolled in Head Start. For Medicaid, 89%.

(331 out of 398) were certified and the majority of these chil-

dren (283 out of 331), were siblings.
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Screening IncompletelF llow-up Required

A.ME9.02Le_211.114s_

Follow-up services were required for the majority of children

screened nationally (6 %) because such services had not.been

completed. In contrast only 29% of the total children screened

in the selected projects required follow-up services. The data

s insufficient to determine the nature of screening services

still needed. Also, there is no information regarding the

relationship between the availability of a full range of screen-

ing services and extent of completion, or the impact of program

management (length of time required to complete screening and

subsequent preparation of forms, etc.).

_The rate of incomplete screenings was much lower for non-Head

Start children nationally at 49% compared t- 69% for Head Start

children. Interestingly, the IMPD projects reported only 1% of

their non-Head Start children as having inoompi te screenings.

Selected_Projects

About 281 (1,993 out of 6 883) of the Head Start children screened

in the selected projects required follow-up services. 69% had

not been previously enrolled in Head Start and 53% were Medi-

caid certified,
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Eleven projects reported substantially lower proportions of

ad Start children receiving incomplete screening. For these

jects, the majority or all of their Head Start children re

quiring follow-up had not been previously enrolled. In this

instance, their behavior did not differ from other projects

having greater numbers of Head Start children needing folloW-

up.

Only 26% of the non-Head Start children screened required fo: o

up servicesiand most of these (15) had not been previously

rolled in Head Start. Nine of the 16 projects reporting stated

that a majority of their non-Head Start children had Complete

screenings. Less than half (41%) of those children requiring

follow-up were siblings of Head Start enrollees and, of the

total number of non-Head Start child-- n in this category, 82%

were Medicaid certified.
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Children Dia nosed/Evaluated

LiairMAI22latlE

There were 9,197 children who received diagnostic or evaluation

services during the program yearoof which 85% were currently

enrolled in Head Start. For the selected Projects 1,890 were

r ported to have received these services and 94% of these were

Head Start children.

No information is available to determine whether the diagnostic

service- received were as a result of the screening. However,

if such a sumption can be made, then less than 10% of children
0

screened nationally were also diagnosed, and for the selected

projects, this percentage rose to 25%. However, caution should

be exercised in considering this data since there is no evidende:

of a seguenLial relationship between screening and diagnosis.

According to recent hearings before the House Subcommittee on

Oversight and investigation (October, 197)A only 15% (1.9 mil-

*Op. cit.
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lion of the 13 mil ion children eligible.for EPSDT) had been

screened by 1974. Of these, nearly one-half were found to

need additional diagnosis and treatment services. Therefore,

the Head Start projects appear to be much '1-wer than the

national experience in this regard. All -egions, except Regions

III, VI, and VII which reported mull lower percentages at 44%

7% and 4% respectively, followed the national pattern in rela-

tion to the proportion of children diagni- 4 compared to those

screened.

Selected Pr jects

Of the Head Start children screened, 26% (1 791 out of 6 2)

received diagnostic services, and Cleveland aoc unted for over

50% of this group (975 out of 1,791). Of the Head Sta t children

diagnosed 9% had been previously enrolled in the program.

Less than ha (47%) of the total number of Head Start.children

who received diagnostic services Were Medicaid certified, which

means that the cost for these services was most likely borne by

the family or by the program itself. Many of the projects

individually reported greater proportions or Head Start child-en

a' Medicaid certified. For example three of them--Trenton,

Paterson and Springfield--stated that all their Head Start

children receiving diagnostic services were Medicaid certifi
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Only nine p--jects reported nen-Head Start children being

-diagnosed as compared to the 21 projects reporting.Head $t

children in this category. A total of 99 non-Head Start chil

dren were diagnosed among the nine projects.

dren Treated
_ _ _ _

aglImate Totals

Oa the national level, 10,799 children-were reported as treated

during this year. This represents almost 11% of those enedi

but again there is no evidence that such services were rendered

as a result of screening or diagnosis. Moreover, a greater

number of children were treated than diagnosed/evaluated. This

finding most likely reflects traditional medical practices

rather than inaccurate reporting since medical personnel tend to

consider diagnosis and treatment as one service with the greater

emphasis upon tr atmentland since both are usually provided at

the same time..

It is probable that many children, particularly those

acute symptoms (colds, stomach ailments, fractures, otc.), were

referred directly for treatment without an antecedent diagnostic

examination. Telephone inquiries to a few projects substan-

tiated that they did indeed refer children directly for treat,

ment either because the medical problems were acute or because
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the condition h--d been diagno--d and/or under treatment prior

to the collaborative effort.

Of the chi dren reported as _reated, 81% were Head Start en-

rollees. For the selected projects, 2,103 children were treated,

of which over 96% were enrolled in Head Start at that time.

Select

In the selected projects, 2,008 Head Start children, or 30%

of those screened, received treatment. Eugene, which had

indicated 15 Head Start children diagnosed reported no treat-

ment. Cleveland's Head Start popWation (1,324) constituted

the majority o thildren treated; the next highest was

Amarillo with Uj. Most of- the projects (16 out of 219 reported

that the majoi_ty of the Head S art children treated had not

been in the program previously. The mjority (56%) of Head

Start children treated were either ineligible for Medicaid or

their status was un)nown.

As was the case with diagnostic services, few (95)- non-Head

Start children were treated, and these constituted 17% of the

total non-Head Start population screened this year. Cleveland

again accounted for the majority (58) of the non-Head Start

children treated in the 13 reporting projects. Most of the

non-Head Start children (9_ cat of 95) had not previously been
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enrolled in Head Start. The majority of the non-Head St

childr- n.(84%) were Medicaid certified and most (67) were

siblings.

Child en_ Trea ed_by Type of Unit of_ Service

Chi1dren_Treated by_Type_of Unit of_SerVice_ refers to the

quency that specific treatment services were provided:

Acute/Chronic refers tot..eatment- services
PrbVided far-Medical ptoblems which were
episodic or ongoing in nature but- did not
require surgical intervention or corrective
devices.

Surgical/Corrective refers to the applica-
tfon-of Surgical procedures (in dr out-
patient) Or prosthetic devices (eyeglasses,
hearing aids, orthopedic appliances) to
alleviate a medical problem.

Oth,e; refers to treatment services provided
but not covered under the above two categories.

Aggregate Totals

There were 28,655 units of trea --,ent services provided to

children nationally during the year, which would suggest tha

on the average each child treated received 2.6 units of services.

28 55 (trea-ment units 2.6 .reatment un
per child).

10,799 (children
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Acute/Chronic treatment was by far the most predominant type

of service provided at -f the total (24,015 out of 28,655 ).

Su gical/Correctie treatment was the least prevalent service

provided during the yeari 2,149 units of service. :For Other--
units 2,491 such services were reported.

Most (84%) of the acute/chronic treat ent units, were provided

to Head Start children. At the s-lected p oject level- an even

greater proportion (95%) of these services was given to Head

Start children. Region IV had the highest number of acu hronic

services provided= 40% of the national total and Region

the lowest. Interestingly, Region I provided a greater

of these units to non-Head Start children, 1,294,-out of 2,397

units reported.

The maj rity (88%) of the surgical/corrective units and other

treatme t units (79%) were also provided to Head Start children

both in the selected proje ts and regionally.

Selected Pro'ects

There were 10,189 units of treatment services provided to Head

Start children in the 19 selected pr jects submitting data.

Bach Read Start child t eated received 5.6 units of-service

double the national rate, with acute/chronic ser ices again t

82
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most prev len (95%) ard with only 730 suLgisal orructive

units and 182 other reported.

The majority 59 of acute/chronic units went to Head SLart

children who were previously enrolled in the pr gram. Most

(55%) of th,, o.cute/ch onic units were pr- ided to Head Start

children J.ed a ineligible for Medicaid or as status

unknown. Most of these were provided to Head Start children

in Cleveland, Amarillo, Appleton, Kingston, and Lubbock. The

majority of the re aining proj s, 13 out of 19 indicated

that the greatest proportion of these units went to Medicaid

certified Head Start children.

A total of 730 s___Irgical/eorre-tive units were given to Head Start

children in 15 projects. Over half (54%) of these units went.

to previously enrolled Head Start children, most of whom were

in Cleveland. Like acute/chronic services, the majority of

surgical/corrective units went to Head Start children reported as

Medicaid Other. Nine out of 14 projects provided the majority

of these units to Medicaid certified Head Start children.

Eighteen projects report a total of 182 Other treatment

units being received by Head Start childr n; in eight of the

eighteen, none of the concerned children were previously en-

rolled in Head Start. The -ajority of the Other treatment

services went to Medicaid certified Head Start children.
.1
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A total of 448 units of treatment provided to non-Head Star

children at a rate of 4.7 units per child, w Lightly lower

than the rate For Head Start children but much higher than the

national average for all children. Acute/chronic treatment again

constituted the major uiiit with a frequency of 95%, carnparble

to that for Head Start children. Only two units of sur ical/

co rective services and nineteen Other treatment units went tc

non-Head Start children.

Fourteen projects reported no acute/chronic services to non-

Head Start children. Nearly all (96%) of the non-Head Start

children receiving such treatment were new to the program.

n

1 rge majority were dicaid certified and the preponderant

333 out of 36' .re e siblings. Only two projects --

Leominster and Appleton--r..Torted acute/chronic units of ser-

vi e being received by non-Medloaid certified ch,ldren not

currently enrolled in Head Start. In this group of _3, 18 were

siblings. Interestj.Igly, for these two projects the majority

of treat ent services wenr to non-Head Start children.

-)nly Appleten reported sualsycorrective services being pro-

vided to non-Head Start children. Five projects--Leominster,

Cleveland, Appleton, Billings and Medford--reported a total of

nineteen units of Other treatment services for non-Head Start

children, seventeen . which were given to non-Head Start

children not previously enrolled in the program. The majori4-7
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of these services went to Medicaid certified children, -f whom

over 78% were siblings of Heaa Start children.'

AllLagate TotalL,

Less than half (9,290 out of the 19,996) of the children

diagnosed or treated nationally required follow-up services.

The vast majo y (89% ) were at that time enrolled in the

selected p ojects, and 43% of the children diag osed or treated

during the year heeded further services. Regionally, there was

general adherence to the national pattern except in Region VTI

which had a much lower incidence of children needing 'lo -tro

(23%) , while Region IX reported nearly 60% in this category.

Selected Pro'ects

In ':wenty-two selected projects 3,799 Head Start children re-

ceived diagnostic or treatment services as part of this year's

collaborative effort. Of these, 47% required follow-up ser-

vices. Eight projects repor,ed greater proportions of children

needing follow-up than the average rate for the selected proj-

ects. Medford and Eugene, on the other hand, indicated that

most or all of their Head Start ch ldren diagnosed or treated

did not need follow-up.



Most (64%) of the Head Start children needing follow-up had

not been in the program previously; Fort-Peck was the only proj-

ect with a greater proportion of previously enrolled. Less

than halt f the Head Start iildren (853 out of 1,813)

Medicaid certified, although most of the projects reported that

over JO% of their Head Start children needing follow-up were

certified.

Only 28% (56 out of 194) non-Head Start children diagnosed

or treated during the year required follow-up services. Of

the fourteen projects reporting non-Head Start children

diagnosed or treated, five Ptated that none of the children

needed follow-up. Fifty out of the 56 non-Head Start children

in this group had not been in the program previously. A

majority (42 out of 56) were Medicaid certified and siblings

of Head Start enrollees (33 ut of 56).

C. RECEIPT OF DENTAL SERVICES

Chi dren Receivinq Den al Services

lAggElgat2_12tals

Nationally, 48,897 children were reported to have received

dental services during this year, a fourfold increase over the

receipt of such services prior to the collaborative effort.

The Head Start projects undoubtedly made a major effort to
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ensure that children involved in the program obtained dental

care. This concentrated effort can be attributed primarily to

two factors: compliance with Head Start Performance Standards,

and a heightened sensitivity to obtaining health services for

child ,n.

Of the total group of children receiving dental services, 87%

were Head Start enrollees. The greatest increases from the

previous reporting period occurred in Regions 1, IV, and V with

ratios of seven to one, six to one, and six to one, respectIvely;

however, in Region UT, the number of children "ceiving dental

services decreased 19% from the previous year.

Selected Pro ects

Twenty-two projects rep-r'ed a total of 6,167 Head Start children

receiving dental services this yea . This is a fivo1d increase

from the previous year (nineteen projects at that time). Ninety-

three percent of these children were Head Start enrollees.

The majority (627) of the Head Start children receiving dental

services had not been previously enrolled in the program. Two

projects--Trenton and Eugene--indicated that none of their Head

,
Start children were previously enrolled, while three p -ojects--

Baltimore, Cleveland and Fort Peckreported that the majority

of their children had bee
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One half (50%) of the Head Start children were Medicaid certi-

fied, but an almost equal number were either ineligible or of

unknown status. Fifteen projects reported a majority of the

Head Start children receiving dental services as Medicaid certi-

fied. Seven projects had a majority of their Head Start children

recorded as Other, with Fresno indicating that all of its chil-

dren were in this category.

Sixteen projects reported a total of 366-non-Head Start chil-

dren r ceiving dental services. This represents about twice

many as reported prey ously (nine projects reporting at that

time), but the gain is not as great when compared to the in-

crease for Head Start children or the national average. The

highest number of Aun-Head otart children in this category were

accounted for in Cleveland (225) , while Cook County and East

t. Louis were the low t h t -o each.

Of the 16 projects reporting eight -tated that hone of their

non-Head Start children had been in the program previously.

In fact, no previously enrolled children were included among

the vast majority of non-Head Start children receiving dental

services (339 out of 366).

About 90% of the no:- ead Start children in this category weru

Medicaid certified, and the majority of these (280 out cf 328)

were siblings of Head Start enrollees. In Baltilm however,

88
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all of its Medicaid certified non-Head Start children were not

siblings.

Children Treated b_ rt-es of Units of Service

The projects wer asked to indicate the frequency with which

children participating in the collaborative effort receiveri

dental assessment, i.e., formal screening as preventive care,

and treatment se vices. Nationally, the total units of dent

services provided w re 53,683, of which assessment constitutd

the greater proportion, 36%. However, for the

ects, the total units provided were 15,073, of uh-

treatment services. There is no information

j

were

for

this difference except the probability that the selected proj-

ects may have placed special priority on obtaining treatment

services under the isumtion that these had gr ater health

significance.

The number of dental .ervice units provided per child is not as

great compared to the medical services average. Nationalty,

each child received a little over one unit of dental services

and in the sel cted projects the rate increased to 2.3 again

reflecting more concentrated activity by the projects.



Head Start chiliren recei-ve vast na -17,y 9% Cf the

assessment servici- provided nationr,-111.,. The lat 4orlt urk1er of

units given in a region occur ed in IV with 9,375 uni

vrted (33% of the national to al), but Region III had the

greatest proportion of assessment units being provided to Head

Start children (1,060 out of 1,066). Region X meanwhile pro-

vided more dental assessment services to non-Head Start children.

For dental treatment services, Head Start children again

received the greater proportion (89% of the units provided).

Region IV again reported the largest number of units provided,

while RegIon III had Lr largest number of units relative to

Head Start children.

Selected Proie.s.LE

Twenty-two Projects provided 14,066 units of dental services

during the year to Head Start children, at a rate of 2.3 per child.

Treatment services were more prevalent, although nine projects

provided a greater proportion of dental assessment to Head Start

children.

0- the 6,117 dental assessment services provided, 62% (3,853

went to Head Start children not previously enrolled in the pro-

gram. Three projectsLeominster, Trenton, and Eugene--reporte

that none of their Head Start children were previous enrollees;

however, four others reported previous enrollees in the majority.

et A



One half of the liad Start children receiving d-ntal asmals:s ent

were Medicaid certified, and the rest (2,960 out of 6,117) were

primarily Medicaia Other. Four projects--Trenton, Paterson,

East St. Louis, and Springfield--had 80% or more of their Head

Start children listed as Medicaid certified. Lubbock, Cleveland,

Kingston and Amarillo had Medicaid Other in the majority.

Cleveland had the largest number of dental treatment services

provided (3,692 out of 7,949). Amarillo was next with 589.

The majority of these services were provided to children not

previously enrolled in Head Start although in Clevelaad 76% had

been previously enr lied.

49% of the dental t ent services went t- Medicaid certified

Head Start children. In Patetson, a d Springfield all of the

Head Start children receiving d9ntal eatment services were

Medicaid certified. Clevelard, Kingsto%, Lubbocx, Amarillo and

El Centro indicated that a _ majorty _ Le Yead Start children

were either ineligible or of unkrown status.

Non-Head Start children were provided with 1,007 units of dental

services (with a total of sixteen projects reporting), for a

rate of 2,1 per child. Treatment was again the mt predominant

service pro ,i.ded, but for non-Head Start children. the percentace

rate was higher at 7N than that reportcd for Ha.d Start enro es.

Of the 4 de,tal acsesm-nt servic /ided, 93% were given

'fr.
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to non-Head Start children not previously enrolled in the program.

A great majority (86%) of the dental assessment services went

to Medicaid certified non-Head Start children, the ajer. of

whom were siblings. Most of the non- iblings caid

certified, but the majority of lon-HearA Start who were Medicaid

Othet either had no kinship rol- Iship to Head Start children

or were of unknown familial re

Eleven projects reported a total of 643 dental treatment ser-

vices provided, of which 94% went to non-Head Start children not

previously enrolled. Seven projectS stated that none of the non-

Head Start children in receipt of dental treatment were previous

enrollees.

Most of the dental treatment services were provided to non-Head

Srt children who -ere Medicaid certified (603 out of 643), and

79% were siblings. gleveland accounted for 455 of the Medicaid

certified non-Head Start children, of whom 451 were siblings.

Cases Completed.

12ate Totals

_Only 40% of the children receiving dental services had completed

services. Of these, 90% or 18 104 were Head Start children. . or

the selected projects, thc umpletion figure was 91%. Two regions.
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had rates of completion which far exceeded the national average--

7egion III with 89% and Region IX with 60%--while two

,regions had relatively low percentages--Region I, 26% and. Li(2

) projects, 37

§.El!ELT:1_ELaLELAa

All 22 projects reported cases of dental services compleced,

for a total rate of 90%, or 5,591 out of the 6,167 Head Start

children receiving such s- ices. Of these, 38% or 2,156 of the

children were previously enrolled in H ad Start. All projects

but Cleveland had, as a majority, Head Start children who were

not previously enrolled. Forty-nine per cent of the cases com-

pleted were of Medicaid certified Head Start chi dren.

ost ,11 the norHead Start children receiving dental services

(357 out of 366) had co pleted cases comparable to the experience

f Head Start childl-flm. For the completed gL,Jp, a majority

(328) were not pre-ious 1ight projects, however,
1

reported a majority of prev4ous ilees. Again, a major por-

ion (87%) of the non-Head Start children -ith completed cases

were Medicaid certified and the majority of these were siblings

(272). Baltimore had the greatest number of non-siblings not

pa t of the Head Start program and they were Nedicaid certifie0.
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LEIntEa.12_12L111!

The majority of dental services cases required follow-up: 59%

or 28,908 out of 48,897. Of these, 83% were Head Start chil-

dren. For the selected projects, 9% or 638 out of 6,533 chil-

dren receiving dental services needed futhr'77 assistance. Three

regions exceeded the national average--Regi-Tin I at 73%; Region

II at 67%; and Region VIII at 60%. In Recn III, only 10% of

the children receiving dental services r.ied follow-up.

Selectedipl

the HeE.. Start children (10%) receiving dental services

projects needed follow-up. The, largest numb r

of Head Start children reported in this category oCcurred in

Dayton (176), with the next highest being Fort Peck (122).

Intere, igly, Cleveland, which had the highest number of Head

St -t children treated 284), stated that none needed follow-up.

Four out of five children needing foll- -up had not been pre-

viously enrolled in Head Start. This pattern held true for

all projects except B-ltimore and Fort Peck, where the _ajority

of Head Start children who needed follow-up were previous en-

rollees. Approximately 60% of the Head Start children who nea_ed

further services were Medicaid certified.
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Seven projects reported a total of 25 nem-Head Start Alildren

needing follow-up, less than 1% of the total number of such

ehildren'rece ving dental services. Of this group, 20 were not

previouslyenrolled and 17 out of 25 were Medicaid certified.

D. RECEIPT OF MENTAL HEALTH SERVICES

ildren Receivin ental He Services

AgareEate Totals

.ationally, 9,623 children re eived mental health serices, com-

pared to 2,450 previol,sly reported, representing a 1.-ourfold

-ease of this group, 92 ere enrolled in 11 -d Start. For

the selected projects, 3,014 children were repor ed to have

recived mental health services, ;_:umE red to 290 previously, a

fourfold ine easo.

A majority of the regions, ght out of eleven, reperted at

least twice the number of mental h altn servi ed to

those provided prior to the collaborative effc ),. regions--

and 1V--had increa ee Lrghe.r than the natiorLaL average, at

1100% and 400% rspectively. Region III, however, reported a

decrease in the number of children r c iving mental health ser

9 5
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vices this year, while Region X registered an increase of only

1%.

The greatest proportion of Held Start children relative to non-

Head Start children receiving mental health services this ye6.7

was in Region V (340 to 3). RegionNII ha,7 'to nonHead Stp t

children receiving mental health services. Region X had,a,lo

differential between Head Start and non-Head Start in this cate-

gory (64 to 12). Region IV had a marked increase of non-Head

Start children served compared to those reported prior to the

demonstration program (32 to 575). Regions V, VII, and the

IMPD projects reported few:- Ion-Head Start children receiving

mental health service5 than those previously reported.

-cted Projects

The total number of HO3 Start children receiving mental health

services increased tenfold compared to prior receipt (,f such

services. The nuMber of projects reporting in this category

also increased this year from 15 to 21. (Cleveland accounted

for 70% of the Head Start children repor ed this year [2,197 out

of 2,946]). Fifteen projects had five or fe er Head Start chil-

dren in this category.

*Eugene did not report any children in this category.
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The majority of the Head Stz .L ohil(rent 51S, were previous

enrollees. Cleveland accounted for 1,424 children in this

group.) However, nineteen of the Lwenty-one projec , listed

a greater number of Hpad StarL Thildren as not pre ieusly

rolled.

Fifty percent of the Read Lart children receiving mental health

services were Vedicaid rtified; Cleveland had 1,007 but of 1,44G.

Slightly more t ln half of this particular project's Head Start

children were Medicaid Other. Thi teen projects had a majority

of their Head Start children receiving mental health services

as Medicaid certified, and three of them--Paterson, East St.

Louis, and Springfield--reported all their H ad Start children

in this categ ry.

Six projects compared to three for last-year) repiorted a

total of 71 non-Head Start children receiving mental health

services this year, a 12% increase Erdal the year prior tb the

collaborative effort

Billings had the high st number of non-Head Start children re-

ported (27) and Leominster was next with 19. Over three-quarte s

of the non-Head Start children receiving mental health services

were not previous enrollees.

One _alf of the non-Head Start children receiving mental healt.i.

.services were Medicaid certified, and the majority were siblings.

037
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Non-sibli gs constitt ed the majori y of those -11,ad Start

children recorded as Medicaid Other .

Children Pg choioqicaiy_Tested/Evaluated

Ag1K22ate_Flotals

Of.the 9,623 children receiving mental health ser ices this year

a ionally, 92 'ere psychologically tested. Although the

nature or extent of this testing is unknown, it is probable,

given such a high incidence, that t tests were primarily an

assessment procedure.

The vast majority of the children receivi'ng these evaluations

were Head Start enrollees. For the selected project_, 97% of

the children served -ere tested, and 92% of then were part of

-the Uead Start program.

All the regions except Regi n I reported sUbstantial portions

(at least 77%) of the children receiving mental health services

being te ted. Except for Regio

dicated that the children te ted wer pr d minantly in the Head

'Start program.

V and VII, all others in-
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tc ects

Start children served0Ct5 98% of

dived psychological ovalua ion. Cleveland --as the highe

with 2,197 and Billings n -t, with 148. Paterson, East St

Louis, Fort Peck and F _sno had no mo e than t o each.

Even though the maj-rity (5i%) of the head Start rhildren being

Led wore previously enrolled, m_st of th- projects indicated

a graLer numb-- of th-'r Head Start children as not p _viously

enrolled., Over half of the Head Start children tested were

Medicaid certified, with 49% cited as Medicaid Other.

Only 41 non-Head Start children received psychological evalua-

tLons and these were all in three I_ojects--Trenton, Cleveland

and Billings.-- None of these children had been in Head Start_

previously. Of these non-Head Start children, 68% were Medicaid

certified, and most were siblings. Mon-siblings, however, con-

stituted the majority of both Medicaid certified and Other

children.

Child n Refer ci

Only 1 of the children receiving mental health ser ices
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referred for further services. Ihere is no

informaticn regarding ale extent that referrals occurred as- a

es lt of Lsychelog cal testing. F-- the selected projects,

the referra raLe was much lower at 5%. H ad Start children

represented 90% of the group referred (1,177 out of 1,260).

Five rogions--Regions V, VII, IX, X, and the IMPD projects--

repo ted under four non-Held Start children referred.

Selected Projects

Nineteen projects reported a total of 179 head Start children,

about 6% of the children receiving mental health services

this year. Appleton had the highest number of Head Start child-

re4. eferred (45). East St. Louis and Fort Peck did not report

any childr n in this category. Cleveland, with the highest

number of children receiving mental health services, reported

eight referrals, a rate of less than 1%.

Eighty percent of the Head Start children refer ed Tere not

previously enrolled; 53 of the 179 referrals repr_ sented,

Medicaid certif ed Head Start children. In five projects, the

majority of the referred children Al re Medicaid Other

Only six non-Head Start children were referred for mental health

services and th se were from Trenton, Cleveland, and Billings'.

None of the children were previous llees, and two out of ciree

were n-siblings whcx were either Medicaid certified or Other.
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.Counseling servic

receiving mental

2.1kag_rece To

eived by 16% oE children nat.ionally

aith services. Again, it is not known

ther these services were a cons quence of psychol gica test-

ing. For the - lected projects, counseling service was pro-

vid r.itu of only

Regions III and X reported considerably higher rates of children

counseled r lative 'to the receipt of mental health services

92% and 51% respectively. The rates E-r the other regions

ran ed from ten perc nt to 33-6

Head Start children represented the greater proportion, 89%, of

those c unseled nationally. For the select d projects, Head

Start c ildren accounted for over 90% of the total group.coun-

seled. Six regions reported under five nonHead Start children

counseled.

Eighteen pro
=-.

who

Selee_ed Projects

ects reported only 4% -f the Head Start children

eived men-al health services also received counseling.

Kingston had the highest number with 19, while Paterson and

Fresno cited only'one Head Start child each.,
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Almost th -q art: s (747i) oL the Head Start children couno1od

were not previous enrollees. Although six projects had no

previous enrollees, .foir others stated that a majority of their

Head Start children who wre counseled had been previously en-

rolled.

Of the 157 Head start children courseled, 56 were Medicaid

certified. In 11 projects the majority of tle Head Start

children were c .tified a d in two--Paterson and Baltimore--they

all were.

Only Six non-Head Start,children wore :counseled, and they had

the same characteristics as those cited for the group that was

referred for further services.

Cases Completed
_ _

Aggregatr. Tota s

Most of the childr n (84%) receiving mental health - rvices

nationally had completed cases. For the.seleeted projects', the

incidence was somewhat higher at 95%. Again, Head Start chil-

were the predominant part of is groilp. There s Wid

regional variation in thiS category with Region III reporting

only 9- completed and Region VIII and X reporting 52% and 48%

respectively.
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Selec ed Pro'ects

Twenty projects relorted that of the 2,946 Head Start child en

receiving mental health services 91% had -ompl ted cases.

Cleveland had the highest with 2,175; Springfield, Billin-s

and Appleton followed with 116, 115, and 112. respectively.

Of the Head Start ehildr n whose cases were completed, 52%

had been previously enrolled. Seventeen projects, however,

had a majority not previously enrollLd, and none of them

ported no previous enrollees

The .Head Start children who had completed-mental health services

were fairly evenly divided into Medicaid certified and Medicaid

Other. Fourteen projects reported a majority of their Head

Start children with completed s"rvice- as Medicaid Certified.

Seven projects report d a total of 71 c mpleted mental health

cases for non-Head Start children (Kingston reported three in

this category even though it had not indicated any non-Head

Start .chi1drei receiving mental health services). Almost three-

quarters (74%) of these non Head Start children were not pre-

viously enrolled. Half of the non-Head Start children

Medicaid certified, and of these, 50% were siblings. Non- blings

made up the majority of Medicaid Othe
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Aggregat Totals

As ekpected from the rate reported for c mpleted c=-es, only

15% of the children served for mental healthpurposes needed

further servic s, and the maj r portion of these were Head

'Start enrollees (94%). For the selected projects, only 3- of

the children required follow-tip and Head Start child-en were in

the maj_7ity here also; Three regions deviated markedly fro'

this pattern--Regions III V,'and X--where 90%, 64% and 51% of

the children receiving mental health services during the year

required follow-up.

elected Pro'ects

Only 5z of the Head Start children receiving mental health

vices in the selected projects required follow-up services.

Kingston and Billings were highest each with 29;- Leominster,.

Paterson, Fresno and Eugene reported no Head Start children in

need of follow-up.

,

Again, almost three-quarters OW of these Head Start children

had not been previously enrolled..Of the 17 proje ts reporting,

12 stated t.hat a majority of their children were not Previous]

enrolled.
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About half of the head Start children requiring folio -up

vices wore Medi aid certified. Nine projects had a grea

number of their child-en as Medicaid ccrLifjed, and five

ects Yad the majority as.Medi --Ad Other.

Billings was the only pr ject reporting non-Head Start children

needing follow-up listing three in this category, none hom

were previously enrolled and t-o of whom were Medicaid cer fied.

E. RECEIPT OF NUT-ITIONAL SERVICE

Children Receiving Nutritional Ser ices

Aelatively few children received nutritional services nationally,

compared to Medicaid dental and mental health services, since

only a total nf 3,347 children were cited in this category.

This total did represent, however, an almost threefold increase

from the number reported as receiving such services prior to the

collaborative effort. Only Region III registered a decrease

from the previous year (75 to 14) . The most suh tantial in-
creases were in Region IX and Region X. Region VI had the

s allest increase, 30%. For'the selected projects the increase

was less than two to one (155 tp 99).
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Head Start'children constitu.' d the over -helming maj- 'ity (84%)

of children,receivinq nutritional services, and the rate of

increase fre .the previ us year was comparable to the national

aver ge Region IV had a greater inerease in non-Head Start

rather than He-d Start childre ; Region VII, on the other hand

reported no non- ad St rt chi dren served.

Sole ted Proec

There was also a three to ono in- ease in t e total number of

Head Start children receiving nutritional services this year

(150 to 43) . Thirteen projects provided data in this category,

an increase of four from the previous year. Over 90-0 of the

Head Start children were no t previously enrolled in the prograrr

-A majority (57% ) of the Head Start children receiving nutri7

tional s _vices were Medicaid certified. Of the 13 projects

reporting, seven had a majority of their Head Start children-

listed as Medicaid certified, while three had Medicaid Other

children in the majority.

Leominoter, Trenton, and Cleve a d reported only five non-Head

Start children as receiving nutritional services this y

The number reported represent$ a 500% decrease from the p evious

year. All five of these children ..ete not'previously enrwlled

in Head Start, and most of them were siblings and either Medi-

caid certified or Other.
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1_rrea for Furthrtsscgsrnej

Aggrega-_ Totals

aluat

In sharp contrast to the referral rate for mental health serviceS,

three-quarters of the children (2,527 out of 3,347) served nation-

ally were referred for furth-r assessment. Six regions--R gions

V, VII, VIII, IX, X, and the IMPO projects--reported a muel

higher number of ref rrals than the average, with-rates of 92%,,

95%, 98%, 100%, 97% and 95% respectively. The maj- ty (86%) of

children referre1 were Head Start enrollees (Region,V1I had no

children referred

Selected Pr_ojects_

Twelve projects reported that 79%, or 115 out of 150 Head Star-t

children served, were referred for further assessment. Eugene

had the highest riuiiiber with 57, and Kingston was next with 17.

All the non-Head Start children receiv ng,nutriti nal services

were referred.

Approximately 02% of the Head Start children ref -red were not

previously enrolled. The majority (62%) of these childreI

were Medicaid certified. In El Centro, however, all Head Start

children in this category were Medicaid Othet.

1
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Children Treated

-

AggreaLq.,e Totals

A, majo ity (59-%, or 1,981 out'of the children recei

nutritional services nationally Ware Lrea and the prepon-

dorince of the were H Jd Start enrollees. For' 1 acted

projects, there were fewer children treated than those receiving

nutritional s rvices (45%).

Three gions--II, III, and vIreported even :ater-' of

children :treated than the national average at 87- 78,- and 93%

respectively. ,Three 'others--VIII,: X and the IMIT cts---

were much lower at 12%, 11% and 10% respectively.

Sel-cted Froj-

Nine projec s reported a total of 64 head Start children treated.

Cc:6k County was highest with 19. Four out of the total of five

non-Flead Start childr n were reported as treated.

rolled and only 7-

Head Start children were not previo-sly en-

were,Aedicaid Certified.
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Aqqreqate Totals

Airco t half (46%) of the children receiving tritLa1 Services
nationally had completed_ cases, a r a lower thar that_reported
for rnental health. The selected projects followed a similar
Tattern.

Teg3. n in I had the highest rate of cornpletion at 93 (11 out of
14), Reg ior II was the lowest at 7%, although .it reported more
oxiread Start cases completed.

Selected Pro ects

ri tysl ut 150 Head Start childrem re_ lying nutritional ser-
,

_s had. completed cases. Again, !host of this grou (90 out of 96)
not Frevious eArollees, but in contrast to those treated,

niajordty (64%) were Medicaid cert

_-ilead start cases were completed.

?ourof the -five

-.Alrre5t- alfl the Head. Start children requiri follow7up were not

-FrevLOS enrollees but, nteresigiy, the majO ity (over 60%)
Toiere Medcad Other.
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VII. HEAD STAR' EPSDT RELATIONS WITH LOCAL, STATE AND FEDERAL AGENCIES

Introduction

This section presents a comparison of the Head-Start Program

Performance Standards and the EFSbT plans of the target states

and analyses of-the relationship8 between the selected:projects!

and local, state and federal agencies within -the .context -f,the

EPSIDT institutional framework-*

STATE EPSDT PLAN FOR TARGET STATES

tes required to pr vide EPSDT services sinc February

119_72, _aye been encouraged to'develop a stateFide coordinated

and integr d eval-ation process and health care system for

this proarn. The federal regulat ns do not. require presen

tation of,a formal EPSDT1DLan by a state for apOroVal prior to'

implementation as it is expected- that- the EPSDT

be a further refinement of the state's Medicaid (Title XIX-) plans

SAS does, however, mandate certain basic provisions for a s ae

EPSIDT prograh and re ommends minimum levels of services. The

states are required to util 26 and/or develop community sources

'IrTables X tht ugh XV in- the Final Report provide greater detail.
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to provide screening and diagnostic services. The-iederal

reporting requirements fox EPSDT are designed to insure that a

state has developed the approp _te administrative nechanisms

to inforn eligible

-services and provide or a -ange fox-cor ecti-ve treatment.

ilies, provido arrange for screening

of Findinsa

Eleven cal.- of the 12 target.states in the collaborative-effort

had prepared a state planfor EPSDT as of June 19757 and.eight

of them had distributed the plan. Three had developed a plan but

no distribution of the _ocuinent had been made.; and one state,

Montana, had no specific .EPSDT,plan.although sone services are

-being provided. Only one State,- Ohio,.provided definiti(ins
.

for all seven service categories.

Nine out of 12 state plans provided for outreach; seve- pro-

vided for transportation services; and six for publicity.

Seven states delegated operational responsibility for outreach

to a governmental agency other than the EPSDT u-it while two

retained this functiofl-

There was comparability between state screening procedures. arid

those recorrunended by SRS in five state EPSDT plans. There w re

ps or omissions of certain pr c dures in five other plans.
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COMPARISON. OF HEAD START PE FORMA CE STANDARDS
AND STATE EPSDT PLANS

The guideLines for the c llaborative effort stipulated that the

Head Start projects were required to provide certain minimum

health services in accordance with the Perform

ardle s of the scope of the state EPSDT plan.

Back9found

H-ad Star Performance Standards

In 1973 the Office of Child Developme t** issued the Head Start

Performance Standards as a measure of strengthe ing the quality

of services provided to children and families -erved by Read

Start, -The standards' established national criteria fox per

formance and bnilt.upon seveh years'' experience of the Head Start

program as a. demonstration effort.

The presentation of-the"fihdings is based on 'the,analysis of
the plans of all target states except Maryland for which we
were unable to obtain written 'policy regarding the health
services package.

**In June 1975 the Office of Child Development revised the
Performance Standards to become effective JulY 1, 1975. ficn

ever,-the standards in effect during the first year of the
collaboration, set forth in-OCD Notice N-30-364-1-00, were
Used for the comparison with the state plans.
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Requirements Of State Medicaid EPSDT P1 n-

The_regulations_issued by SRS in November_197_1_for_EPSDT_rnam-

dated stat- Medicaid plans to provide scr ening and diagnosis

services, and treatment of medical problems for all elig ble

individuals under 21.years ofage. However, SRS regulations

for EPSDT did not specify screening procedures. The state

Medicaid plan was required to maintain written evidence of its

specific screening package. addiion, the federal regula-

tions allowed st-tes to define ea. ly and periodicity, .thus

affecting the-frequency by which children received services!

During the, first year o_ the collaberation, a minimum package,

f sereening procedures was not mandated,- but SRS has been

consulting with child health authorities to determine whether-
,

such a ninimum,package actually should be r cpired.

Because the EPSDT regulations allow for standard-setting by

the state, enforcement is lim ted to the provision of servic s

specified in the state plan. Even then individual states specify

.particular screening units there is of en a wide varlatlon i4

the type of service r ndered due to lack of specification of

screening instruments and proc dureS.,

Nethodology

The 'Head Start Performance Standards present ah int rdisciPlinry

app oach to health services as a Means of improving the physical,



mental and nutri ional status of preschool children. Moreover,

the standards require that the local health Advisory Committee

composed primarily of parents of _Head Start children be estab-

lished to assist in planning and evaluating the health program.

However, the P licy Council (the parent involvement body) -ust

approve the program. Establishing the H ad Start Performance

Standards as a baseline, the'EPSDT plans for the target states

were examined to determine their comparability with these_

standards.

Analysis of Findings

Health Services

History medical and developmental). All 11 states required
;

that a history of the child. be obtained. However, the type and

level of specificity varied with state requirements ranging

from a "brief h

on the permanen

story" to detailed histories with specification

dical record: Texas, for example, required

that a complete histbry for,birth,'prior hospitalization, .

allergies, bedwettqg, and bowel habits be recorded, whereas three

states reqUired no diffe entiatio- between medical and develop-

tal info a on.

The implications o; the variance are that states in item

histories were required, particularly if completion of. this-

114



- 12-

detailed history were required on the reporting form, insured

that the pr-vider was obtaining a comprehensive history on the

child better enabling him to assess the child's current health--

and identify possible medical p oblems. States which required

only a "brie history" allowed the practitioner to det:rmine

which aspects of the child's history would be obtained, .There-

fore, different levels an quality of care most likely were,

rendered relative to the profe sional concern of the attending

practiti ner.

SpLEtmLEa. The Head Start Performance Standards- p esented a

list'of screening tests and prOcedures to be given to all

children to assess mental and-physical health. -All the-c,,ta'

PrOvided for the basic s eenIng,:service8-of.groWth aSses8ment

vision and hearing:testing, and a8Sessment of initunization

status. However, many of the other screening teats were'labeled

optional or recommended only "i-andicated in several states.

In Neiv Jersey, Missouri and.Ohio, for example a tUberculin

test was. performed only if indicated. In addition, Ohio and

New Jersey required hemoglobin/hematocrits only a indicated,

and New Jersey did not require urinalysis. 'The conditions

whereby these procedures woul d. be indicated were not specified.

Again;. his failure to specify allowed-a great deal of discre-

tion to local practitioners.

_
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Examination of the provisions for vision and hearing tests

revealed that only Tennessee Mississippi, Montana, Texas and

Oregon Ttated the specific screening procedures -td-be-Used

(e.g., Titinus Telobinocular, or Pure Tone audiometer). The

other sta es-merely specified vision and he ring tests

be performed, which might varyfrom a visual inspection of'the

eyes to a comprehensive examinatiOn. All states except Nonana,

required sickle cell sc ee ingi with New Jersey and Ohio quail-
.

fying that the -creening be performed "as indicated "

Other areas of selected screenings were: s x s ates require

lead poisoning screening, and three additional states (Cali-

e
fornia, Oregbn, and New-Jersey) require it only if indicated

'7

Two states, Mis issippi and Montana, make no provision for lead

poisoning screening.

Tennessee .and OhiO,

Four states. New JerseylisSissippii.

provision for intestinal parasites

screening where indica ed. This pattern may have r flected

the prevalence rates' of such problems in various regions.

fi

Oregon, Montana;\Tennessee; Ohio and Texas make provision for

the identification of speech problems. Californ a was the only

state which specified, the identification of hand capped chil-

dren. MasSaChusetts rA?orted explor ng the:possibiltty

its Department of Publi&%Heal-11 as an outreach mechanism for

,_those Medicaid eligible children with special needs,
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Phsicalations. The itemization of the physical exam-

ination required in the Performance Standards varied from on

state to another. For example, NeW Jersey and Montana required

ortly'aphysical exami :tion while in Mississippi and California,

Start Perforrna

ination mandated was identical to the Head

Standards. Of the remaining stptes, the most

commonly mentioned items were examination of ears, eyes, no e

and throat.

mmunizations. All states required an updating of immunizations.

Neither Missouri, Massachusetts, nor New Jersey specified the

required immunizations. Mississippi required-these servic s

pursuant to the policies of the Board of Health but such

policies are not specified. Two states, Tennessee and Illinois,
4

will not reimburse for immunizati n against mumps. Tecas and

Ohio did not specify immunizations in the narrative of the.state

plan , but they are reflected -in the reporting form and other

documents included in the plan.

Nutritional Assessment. All the states with the exception of

New Jersey and I _is made some:provision for nutritional assess-

mpnts. This ranged from a state plan recommending examination

the sk "which may be of nutritional significance; or anemi

testing,-to requirements for a 'detailed examination of a chil

dietary habits.
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1.292-L21_SsLeaina. Although all states.provided for dental

screening, the level of specifity varied. Some states merely

regUireda "dental-Screening" Or.an-ekamination of teet

gums, whereas others called for thorough examinations, including

e-wing x-rays and-prophylaxis.. For dental care, the general

pattern was to categorize services.into the areas of preventive

and emergent/therapeutic. Many states did not require that the

dental screening.be performed by a dentist, and in some states

such as Tennessee, a child had to be screened through the

Medicaid program before a referral cbuld be Made for dental

treatment. None of the states defined a dehtal screening

'package identical to the Head Start Performance Standards.

Rather,many states provided only a -dental screening' -under the

EPSbT state, plan. If treatment was required the child was

referred and additional services were covered-under the general

Medicaid pr g_am N w Jersey and MassachusettS.did outline

reatment program; but Massachusetts reported being in the pro-
-,

cess of d veloping sound dental referral meChanisms, and Cali

fornia only mentioned that children be referred for therapeutic

Attention. A prevalent trnend in the area of cintal services

was the reguiredent of prior authorization for dental treatment,

although this was not true for,dental diag oSis and ,further

sessment in Oregon, Missouri (for some services), Tennessee
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The'periodicity of-dental services differed among sts_e plans.

Massachusetts And Ohio provided for dental screenings every

six months,---Vexas-per-form d :-dental--screenin

unless otherwise requested by'the parents.

every- three =year

_

Dental reimbursement patterns varied and many s ates did not

specify the billing procedure or reimbursement rate. Others

specified maximum limits (i.e., Mississippi's $100/child/year)

and Tennessee required prior authorization for treatment plans

totaling more than $60. Some states, Stack as Texas, reimbursed

according to .usual'and cuStomary fees. Oregon. s plan contains

a fee schedule. ,A coMplete analysis 'of the dental reim)ourse-
___

ment.and treatment provisions was pot possiblebecause most of

the state_ plans, failed to indicate specific treatment and reim-

bursement procedures.

treatment. Examination of provision for treatment requiremen s

revealed no uniform pattern. In part, this reflected the

organization and
-

example in Illinois, the Screening package waS provided for

-inistration of' the state MDT plan. For

Under the Medicheck program (with separate billingand tecord-

-keeping requirements). However' if treatment was deemed nedes-

sary, it was provided for 'and:billed to the general Medicaid',

progrard% This administrative diVision of labor,and responsi7.

bilities complicated ;the prOcedure,for providers and organizat:: na

such as Head Start in'their understanding of thv program. In
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addition, states which provided screening through s reening

clinics (i.e., Texas) referred patients to other providers for

-traditional-:providers such as-

private practitioner). In Texas,' billing and reimburseMent

were administered thrbugh the current health insuwance contract

between the Department of Public Welfare'and Grdup Hospital

Services. Texas and Ohio were the' only states which listed

the provisions, of,their treatment packa e, albeit in a general

manner. Most of the EPSDT. plans did not i emiza the b nefit

package, for tre' -lent services.

California's Child Health Disability Prevention Program was

limited to screening, and those children in need of tteatment

were referred to Ole Medi-Cal program. This new program sup-

Aplanted the EPSDT program in he-state and provided for early

and periodic screening of all Medi Cal eligible children as

well as those entering the first grade whose gross annual family

income was at or below twice the AFDC minimum base. Therefore

Medi-CaI reci ientsjn need of diagnostic and treatment services

. were referred to thestate Mediaid program. The details of the

treatment package were not itemizedo

vision fr Annu ient, All states e cept Mississippi

mentioned provision for periodic assessment, although the defi-

nition of this term differed greatly. Several states Called f

annual assessments regardless cp..e age (New Jersey, Mlasouti,

12_0
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IllinoisY. Tennessee, Oregon California and assachusetts

developed a visit -schedule by -age_of.intervals When a child

should be screened. AS another example, Massachusettsprovided

f r visits at 2-6 weeks,.8-10 weeks, 4 months, ,6 months 9 months

I year, J. 1/2 years, yearly 2-5, years and 10 years. Ohio

a thorized screening at ages 1, 4, 7, and 16. Texas provided

for annual assessment for children under six and every three

years from 6-21. Mississippi.did not specify.a plan for periodic

'assessment.

Mental Bealth_Consultation. Although mahy of the states men

tioiled the importance of uncovering )eysicaI and mental defects

the availability of mental health cohsultation,was.

Oregon is .the only state which.made provision for mental health

'referr 1/treatment and prior authorization was needed before

treatment could begin. California provid-d for referral for

"mental health conditions" (such as mental retardation) un-

covered in screening. Illinois rovided space for mental deve

ment assessment on the billing form; however, the manual text

--Tad'not detail the provision of such services., Moreover

seemed likely that this service could be interpreted as a develo

mental assessment. Mississippi mentioned that mental health

P-

facilities were available for neurological/developmental-le-

ferrals., Montana provided for psychological testing i f indi-

cated. All bf the states made provision for developmental- ass''

ments. Texas, Oregon, Califernia, and Montana all.recommended

the Denver Developmental ScreeningQ test be the instrUment for



the children..

STATE MEDICAID/EPSDT PLAN PROFILE-FOR TARETSATES

1121zELEJLLELialiagi

The management of' the EPSDT program can be divided -irLto four

central functions: administr tion, heaith servicesr s pport

Services, and-fiscal matters. Responsibility'for these four

areas was .so distributed_that no state public welfare agency
.

retained total management. In Ohio and Missouri, the-state

welfare agency retained three of four functionsv and nLy

partially delegated the manage ent of supportive servicea.

,the other hand, the state public welfare agency in-LfAirlois

funetions _except fisdal, 1.111j4e the

Massachusetts agency retained'adminiatration but- PartAaLly
_

'delegated all..othdrs..- The health-function Was.:mest.frequently

'"totally delegated' 7eight out,of_12,btate publia_welfareagencies

revieWed. This Pattern is understandable ce the zanagement

of the hearth function requires spdcial experti

vice delivery, and fiscal intermediaries such as

Blue'Shield were used. .

La health ser-

Cross and'.

The function most frequently reaind by the state pthlJ.c welf &

agency was fiscal management; five out of 12 stat welfare

gencies retained this function. Administration aad support
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services werr parbially deleg_ted to a greater extent than other

functions: seven out of 12 state ag-ncies.

The diffusion of responsibility for managing various EPSDT

functions is not surprising given the history of the implemen-

tation of Title XIX among the states. There has been a marked

tendency for health-related functions to'be performed by public

health'rather than welfare agencies; many public welfare agencies

Ilave retained responsibility for fiscal management because of

. Title XIX r-.quirements but shared the operation of other adminis-

trative and support services. Even though the fiseal function

was most often cited c- being retained, it was actually' etained

with relatively low frequency. This delegation of functions

-often underlies difficulties in coordination and poses problems

to external entitieS-such as Head Start which attempt to gain

a- ess to or influence the system.

SRS permits the states to define eligibility for Medicaid in

terms of either persons who are defined as categorically needy

only (receiving financial assistance paid for in part by federal

funds) Or those who are categorically and medically needy (whiCh.

*A detailtd study of_ the impact of delegating fi cal management
at the natienal level.might prove very important.
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h special assistance needs for 1 -alth

services because of lower income requirements for extensive

health care). Analysis of the states' EPSDT plans indicated

that six states--New Jersey, MissiSsippi, Ohio, Texas, Missouri,

and Oregon--provided Medicaid, and therefore EPSDT services,

only for those persons who are categoripally needy. Massachu-

setts, Maryland, Tennessee, Illinois, Montana, and California,

on the other hand, have more liberal eligibility criteria for

Medicaid and include the medically needy. Information obtained

in the on-slte visits indicated that the e differenc s have an

important bearing.

It has been impossible, to dat__, toADinpoint 'he frequency with.

-which each state requited redetermination of Medicaid eligi-

bility. Redeter-ination is defined as pets-opal interaction of

the client with the r spons ble publid agency including p e-

sentation of suppo:.:ting documentation required to continue

Medicaid eligibility as opposed to internal review of status,

etc., by the agency. According-to available infor ation, five

states specify that eligibility determination is to be done at

six-month intervdls.

SRS..tegulations direct that the state EPSDT ageney u. se as many

different types of providers as possible to implement the EP$DT

Program. SRS- also encourages efforts to provide vendor status

fo_ these various community.providers, theteby -nsuring reim-
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bursement for their services. The state Medicaid plans were

reviewed to, determi e the types, of provide s demed eligible

for vendor status for the overall medicaid program. The cate-

gories -analyzed included public health agencies, hospitals,

private voluntary clinic-- private physicians/dentists, com-

munity agencies, and other health practitioners (optometrists,

physical and rehabilitative therapists etc.). Four target

_tates, Illinois, Ohio, Calif_rnia, and Oregon, allowed for all

six kinds of providers for their Medicaid programs; six states

excluded only community agendies as eligible veldors.

All of the target states deemed hospitals, private physicians/

dentists, and other health practitioners to be eligible. vendors.

The provisions for eligibility of other health practitioners

varied extensively, with categories sUch as chiropractorsand

optometrists being frequently included. California includes a-

:number of the more recently recognized health practitioners

within its Aefinitions of eligible vendors.. All states except

MisSouri include publie health agencies, and TennesSee.was the

only state to include private voluntary clinics.

In general, mbst, if not all, state EPSDT plans provided for

traditional providers of medical and health services to be eli-

gible vendors. Only 50% of the-states deèmed community agencies

eligible vendors for the Medicaid prbgram. Such exclusioi-t

could potentially haVe the adve;:se effects of limiting the EPr' 2

125



-123-

agency's information, outreach, and screening )rograms and of

impeding Head Start efforts to obLain re mbursement for services

it can provide more effectively. Joint vendor status, as pro-

vided by Missouri, might be a helpful alternative; a community

agency can thus be a'vendor in concert with a more traditional.

provider. The Springfield project is scheduled to become a

vendor under this provision in concert with a local, and sup-

portive physician.

The state plans were also reviewed ti determine their level of

specific:t:y. It:should again be noted that the plan in this,

regard includes additional infor ation as provided in the state

Title XIX plan or telephone contact. Seven out ofithe 12

state plans were detailed; four provided only general infor ation;

and one had no plan to speak of (although some operational aspects

were presented in ether documents). The level of detail generally

Correlated,specific functions and subordinate activities with

the extent to which responsibility was retained. For exa_ple,

supportive services tended to be least specific and eligibility

determination, ai activity for which the public welfare agencies

retained responsibility, also was not generally detailed.
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D. STATE/LOCAL EPSDT ORGANIZATIONAL RESPONSIBILITY
IN TARGET STATES

Analysis of Findincs

Comments and insig solicited from select=d head Start proj-

ects, public agen ies, and community agenc es including pro-

viders of service helped broaden the picture of the organize-

tional and operational aspects of the EPSDT system. These

sources were complemented by materials pe=taining to EPSDT t

had been distributed by state and local agencies and were col-

lected and reviewed. Since much information is still in the

process of being gathered this analysis should be considered

preliminary.

Organizational responsibility for EPSDT functions is described

at two levels of administration:

interagency relationships at the state level

state and local governmental agency relationships.

,The extent of actual delegation of responsibility by the state

public welfare agency to anothe ,governmental unit is more

*See Table XII in the Final Report _or greeter detail.
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likely to caus- confusion than the administrative m chan ms

describ'd in the sLate pl n. it should be noted that irvtwo

instances, Mississippi and California, separate state agencies

have been delegated almo t co plete authority for Medicaid/EPSDT.

In Mississippi the responsibility was transferred to the Miss-

-sippi Medicaid Commission and in California new org nizational

entities--Child Health Disability Prevention Programs--are be-

ing ctablishod on thc local lev1. Also of interest is Now

Jersey which has established interagency rlationships among

four different health and welfare units as well as a prirate

insur -nce. carrier.

The relat onship at the state interagency.level was d fined

through a Ooltractual agreement in 14 instances. Only One

state, Massachusetts, had an informal agreement at this level--

in this instance between the public weifdre and health agency.

In New Jersey, the-different state level agencies involved in

EPSDT were structured so that they were ulti ately responsible

td the state public welfare agency, but functioned as semi-

autonomous units.

In reviewing the target states we found the most frequently

cited* parties to interagency relationships to be the public

*It is assumed that the public welfare agency is a:party to
the contract even where it is not specifically cited becau e
of Title XIX reguiremente.
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ies ight out of 12 states).

The second most frequently cited interagency relationship in-

volved the public welfare age cy and a private insurance car-

rier. The freguency of w lfare and health ag ncy involvement

is to be expected because of the requirements of Medicaid/EPSDT;

interestingly, at least 50% of the target states contracted with

a non-governmental entity namely, a private insurancq ier

such as Blue Cross, to be responsible for the lscal manage-

rient of EPSDT.

The public welfare-agency was most irequently cited (ten out of

28 times ) as having organizational responsibility for specific

EPSDT functions. The next most frequently cited agency was the

puOlic health agency, eight out of 28 times.

Since welfare agencies rarely have the resouk esto provide'

comprehensive health services, it Lis necessary.for them to con-

trlet for the prov sion of such serVices. The m-dical function

was most frequently accomplished through an interagencY agree-

ment, 13 times as compared to once for transportation.

The 6tates usually chose health-type units to be responsible

for the medical function, e.g., public health d-partment, state

health agency, or a medical assistance unit. In some instances,

e.g., Texas' the health department directly provides EPSDT

servicek, while in other-states, public health agencies have th

responsibility for finding providers and arranging-for screen-

ing rather than directly providing suchservices.
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out of 22 state and local qovernmentai agency rela ion-

involv-d the local welfare board. In seven states, ho: ver

the local board was a decentralized unit of the s_ate public

welfare agenoy. In such states, the local welfare board'has con-

siderable autonomy, and policies and procedures may vary from

locality to locality with censequent confusion for agencies and

individuals having to interact with them.

In New Jersey, the greatest proliferation of units had organiza-

tional responsibility for different tPSOT functions. An addi-

tional complication in New Jersey is that while local agendies

deter_ine eligihility, the units responsible for locating pro-

viders are administered statewide.

The fact that EPSDT was primarily maintained as a state administered

program is reflected in the relationships between state and local

agencies. Thirteen out of 22 such relationships involved

an organizational unit that was part of the state administrative

system. In'six instances, the unit was under local authority,

and the number of contracts needed and used to define the rela-

tionship.between stateand local units was drastically reduced.

Again, as in the case of state interagency relationships, the

,medical function was found to be most frequently delegated

between state and local agencies"12 aut of 22 delegations

1 0



of this nature oxistccL Health agenci s wer the pri:mary actor

at the -_ocal level.

Local units were largely rejponsible for follow-up and record-

keeping, transportation, notification of eligibles, and public

information. For instance, follow-up and reco dkeeping were

delegated 11 times. At the state level, in contrast, there

was only one interagency agreement established for this purpose.

In many cases, the actual collection of'health service records

was performed by the local agency, but the data was maintained,

at both local 4nd state levels for reporting to SRS. There

is a similar shift of responsibility in the case of transporta-

tion services, ten such delegations to the local level and.one

state interagency agreement to provide for- transportation.

Overall, the local welfare board is more frequently responsible

for these non-health functions than any other local unit..

PROVIDER PROVISIONS AND ATTITUDES BY SELECTED PROJEcTS

An importa t issue for the implementation of the EPSDT program is

the-extent to which providers of EPSDT Services, including Head

Start agencies, can achieve vendor status. The Eugene project--

the only projedt,te achieve vendor Status-711as used the newly

fxped money to establish a dental clinic and expand outreach.

Nine target states placed restrictions on the vendor status
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of providers -f Medicaid services, Oregon, Ohio, and California

being the exceptions. There were proportionately fewer

strictions on providers vendors treating EPSDT children. Only

Mississippi restricts t :atment vendors while Mississippi, Tenn-

essee, Illinois, and Texas reatriot vendors of screeriing.ser-

vices. ,Maryland placed no legal restrictions on vendors screen-

ing EPSDT children. Unfortunately', the EPSDT paperwerk was often

so consuming or merely duplicative- that phYsicians sometimes chose

not to complete the forms. Or, a!: in Illinois, physicians not

only fOund th forms unacceptable, but,they alsoObjected to

the bureaucratization of governmentally funded medical services.

Therefore, the problems of vendor/provider restrictions are

intensified by the'attitudes of the particular physicians.

Although only three states required that providers complete an.

EPSDT participation agreement to Sereen or treat eligible children,

a number of states-have provided for accountability measures

with regard to reimbursement procedures. Eleven states stipulated

separate billing on reporting forms for EPSDT. The rate system

for reimbursement allowed Tor much flexibility with only Massachu-.

setts setting a fixed fee for general Medicaid Services and with

four target sta permitting physicians to charge their cus-

tomary fee. VariouS states made special provisions for EPSDT

screening with only Missouri setting.% o special fee for this

service.
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Within the health service network, relative y few states used

public providers. These that did found them generally positive.

The projects virtually all used private providers, and found

them on the whole, negative in their attitude toward EPSDT.

Although the private providers- were cooperative, they objected

to EPSDT for such reasons ai unacceptable Tates, inordinately.

cumbersome paperwork, disagreement with state policy, and snags

in the repayment process.

F. SELECTED PROJECTS's'RELATIONS WITH STATE AND LOCAL
MEDICAID/EPSDT AGENCIES

The guidelines for Head Start EPSDT specify that Head Start

establish relationships with state and local Medicaid EPSDT

agencies toward.the implementation of he demonstration effort.

Such relationships were frequentlx initiated with local agencies

(88% of the selected projects) -and were less frequently initiated

with the state unit responsible for

(48%). For the most part, Head Sta

contacts, although the state.Health

the active role in some instances.

the Medicaid EPSDT program

t was responsible for,the

Liason Specialist assumed

The tendency to-establish relationships with the local offices

rather than the-state agencies is-explicable by the- very nature

of the collaborative effort:. To effectively administer the col-

laborative effort Head Start would require close working arra le-

ments with these agencies which would most -adily provide,such
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,essentials as direct hcalth services and. ollow-up Support'.

Although the formal agreement had been with the state office,

frequent decentralization rendered the local offices more help-

ful. Further, operational cooperation proved a more realistic

.and expeditious goal than institutional change at the state level,

given the politics of higher leVel decision making.

Within the resulting agency 'network, it is understandable that

.the relationship between the local Medicai /EPSDT agency and

Head Start project was informal and usually verbal. Only Eugene,

'Oregon had a-written agreement With the agency, and that agree-

ment had been in effect prior to the collaborative effort. The

Head Start-agency'relationships ranged from being minimally

communi ative to fairly constructive, for example, resulting in

an increase in follow-up services and in easier availability of

lists of Medicaid eligible children and of providers and vendors.

G. TYPES AND ADEQOACY OP TECHNICAL ASSISTANCE PQR
THE SELECTED PROJECTS

What technical assistance wae provided came most o_ton from the

, Health Liaison Specialist and.less frequently from the state

Medicaid/EPSDT agency, althoughthat agency Was the most help-

ful of-governmental sources. Most he ojects cited lack

o ,technical assistance as one o he ch o the

success of the collaborative effort. The Toms River project
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had not, in fa _t, receiv d assistance from any soUrCe.

Most often the technical assistance consisted of work:2 ops and

information provision. There was some help in iniprovL-ig rela-

tionshipS with local EPSDT agencies, but only six of the 25

projects received actual supportive services aid. Even more

telling-is that no pro eived technical -ssis anc-

fiscal mane ement, perhaps accounting for the lack of monetary

reimbursement to any of the demonstration proj cts.

Although the Health Liaison Specialist was sin le- out as most

on-site visits reVealed a greater need for the specialist

to be physically present at the projects and for the Proferred

assistance to be more constructive than the usual information

provision. Perhaps fear of criticizing the specialist relegated

this contr diction regarding the effectiveness of assistance to

mere inference.

On the state level, although most plans call f-r EPSDT agency

assistance in such areas as outreach, supportive services, and

enhancement of pro ider capacity to deliver hard services, the

technical assistance actually received_ was negligible. Major

assistance is needed_in the areas of worksho.s and information,

adr".ve- PerVices.
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VIII. COST REVENUE IMPACT OF THE HEAD START/EPSDT
COLLABORATIVE EFFORT

Introduct' n

A major task for tie evaluation of the Head Star / PSDT Collaborative

-Effort was to assess the cost i pact of the progra_ on the partici-

pating d-monstration projects. Attention was also to be given to

the quantifiable outcomes of the collaboration regarding reimburse-

m-nt revenues an- the.particular revenue sources obtained by the

various projects to support the effort, as well as the assessed_

value of servic- received by the participating groups (selected

Projects only) . The following tables, therefore, Analyze inform,-

tion germane to th- cost/revenue aspects of the demonstration

program:

T ble XVII Revenile Sources Used to Support the
Head Start/EPSDT Collaborative Effort

Table XVIII He d Start/EPSDT Expenditures by Source

Table XIX Head Start/EPSDT Expenditixes Re: Direct,
Supportive and Administrative costs; Cost Per Child

_

Table XX - Medicaid Involvement in the Payment of
EPSDT Services for Medicaid Certified Participants.
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The instruments used to collect data presented1n the above

tables were the Head Start/EPSDT Income Sources Form, the Head

Start EPSDT Expenditure Form, and-the Health Care Encounter Form.

the respdnae rate o' the demonStration projects to the afore-

mentioned instruments wa: relatively 1oW.- As of this report,
e

total of 46 (23%) of the l98paricip ating.projects submitted

the Income Sources Form. Eight of these projects were selected
,

projects. Even fewer projects responded to:the Expenditure Form.
'.,, :

.. wl

0:iy 45 projects (21. ) of all the projects forwarded information

y a this inst Of these projects, five were selected projectsJ

Repeated efforts were made during tle course of the evaluation

to,obtain the',requisite informatiOn. In each instance', those

projects nOt responding were cOntacted and requested/encouraged,

to Complete and return the forms as Soon as possible The projects .

were advisedof the importance of their responthe relative to the

validity of the evaluation study. These effo ts, however, had no

-material impact On the response rate. It should-be noted thae

completion of these forms came at the end of the year. It was,

therefore not possible to perSist,in seeking this information

sinae many proje6ta were clo ed,and staff was- notravaiiabia.

137



-135H

The primary reason for thp..low response rate may have

jven the lack of cooperation the health coordinators received

from the fiscal officer of the program. WithoUt assistance

from this staff person, many healthcoordinators felt at a loss

toattempt complet_on of the forms themselves. Moreover, many

projects did not understand the,infarmation being requested and

failed to inquire. ,Nonethelesa, beCause of the low response rate

to eoth forMs, Any_19.11411Ily2EtIfments made.re ardin the data
--tal219..tatiypto the uniVerse ects e- in

Speculation as to the revenue/cost impact of the collaborative effor

calvonly be advance&concerning the balance of projects hot re-

porting.

It should further be noted that the infor ation reported by.these:.

. projects was not sUbject_to audit andl'therefore, was taken at

face value.

viThis individUal was designated resPon-sibility to-assist
the health'coordinator'in completing the Income Sources.Form
And the Expenditure Form.
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REVENUE SOURCES OBTAINED bY THE DEMO .STRATION PRO ECTS TO
SUPPORT THE COLLAORATIVE EFFORT

Wprofile of revenuesources obtained Joy the various demonstra ion

projects -to support the Bead Start/EPSDT Effort is -provided in
,

Table'XVII. Information was taken from the Income Sources Form

and arrayed by regionistatet and program to indicate the extent

to which each,region, state and program made maximum use of all

available

EPSDT.

esources regarding the implementation of. lead Start/
7

This table outlines six'possible sources of revenue that may have

been used by the demonstration projects in support of the collabora-

tive effort. These are:

Governmental - amount of monies-received/
earned through federal, state and.local grant-
-in connection witfithe Bead Start/EPSDT
Collatorative Effort..

Thfrd Party Payors - amount of monies eceived/
earned throUgh third-party payors such as. Medi-
caid (Title XIX) and other purchase of service
agreements thatAlave been reached.

Direct Patient Payments amount of dollars
FgET17,717earned-through direct payments made by
families on behalf of children participating in the
collaborative effort.

1 :19
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Cash Contribution - amount of unearned income'from
voluntary Contributions, e.g. , foundations, endow-
ments,,etc.

Donated Services and materials the assessed value of
in-kind support from non-cash donations, e.g., volunteer
personnel services, materials and other contributions
of a non-cash nature which are incremental to program
services

Other Revenue amount of any other revenue from inco e
earning efforts such as sales interest, eta.--not
'previously listed.

As a point of reference, none of the 198 .demonstration projects parti-

cipating in the Head Start/EPSDT Collaborative Evaluation (with the

-exception of'Eugene, Oregon) 'had reached ag_ ements with state/local

Medicaid- agencies for direct third-party reimbursement. This,

ho ever, was not a priority objective _f the first year effort. It

is anticipated that the second year evaluation will place more

,emphasis on the,demonstration projects securing direct third party

monies through purchase of service agreements with state/local

agencies. Thus, monies shoWn in Table XVII as Title XIX/Medicaid

clid not constitute vendor statua* on behalf of the projedt. katherr,

data from this .table represented the project's' estimate of Title XIX monies

obtained-by health providers for serVices rendered to Medicaid eligible

children '(Of the respective .projeCts) participating in theycell-bOra-

tive effort;-

*Vendor status - recognized as a provider of health, services
(for which Title XlX monies can' be received) bY the state/local
Medicaid agency.

1,40
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Table XVII shows tlat-an overwhelming maj demonstration

projects reporting were very much dependent upon the supplemental

grant provided by-the federal government for support of the Head

Start/EPSDT- effort., Project grants ianged from $500 to $16,500

as reported by Jackson County, Child Development Centers of Medford,.
,

Oregon and prairie OpPortunityr Inc. of Starkville MisSisaipPi

respectively. Mon es generated through other sources were minimal

by comparison and in so e categories,no monies were reported at,all.

It appears that there was no direct relationship betwedh the

number of children .enrolled and/or part. cipating _p the Head Start/

EPSDT Collaboration, by project, and the amount of mOnieS allocated

by project, for the_implementaticin,of'the collaborative effort.

For example, the South Middlesex bppo tunity Council of Parmingham,

Massachusetts indicated it planned to serve 250 children for which

it received $10,000 in supplemental monies. In contrast, the

Paterson Task Force for Community .Action of Paterson, New Jersey only

received $8,000 from the federal government with a planned populat,ion

of over 5,000 to be served. Thus the rationale for the distribution

of supp16mental funds was not clearly discernible.
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Table XVII

ri'c)ects

F.,gior,iState

i17.,1:0:1

ndsse:;',:setts:

Irenir4em

Gloucester

Turner Falls

Total

Newprt

Winooski

.7.onnerti ut:

,litwtt City

Re lcul Totals

REGION Ii

New yo

watertto
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REVENUE SOURCES USED TO SUPPORT THE

HEAD START/EPSDT COLtABORATIVE EFFORT

Federal State LOC41 TItl

Other

Tnird

Party

Oiret,

Payteg

Found-

dtions Endowments 'Private

DUnated

ervices

Donated

Materials Other

.Total All

Revenue

sources

40,000

10,010

10,700

1 0,100

10,0001

400

$ 9,500

16,974 S 1; 61

$12,000

925

$ LOCO

IS

10

62

18.

$321000

10000

30,137

10,000

Ir),128

$10,200 $26,474 $ 1,561 $121925 $ 1,125 76 102,761
'

$10,000

10,000

$ 114 $85 S10,690

10,000r"

S20,000 14
, S20,699

$1010 0 $ 4,000 014,000

$30,200 $ 400 $26,96 S 11561 $17,510 $ 1,125' 78 127,462

c moo $ 1,237 9,237
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Projects,Ey

Ugion/State rtckal State Local
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REVENUE SOURCES USED TO SUPPORT THE

HEAD'START/EPSDT COLLABORATIVE EFFORT

Title XIX

6-

11 =';')

riey:

Cranto

iver

eersch

8,000

20,00S 2,906 $ 1,487

8,boo

$ 2,9°6 $ 1,40

44,00r, 9 2,908 $ 1,487

nilSbUg

a 7qtalo

Iv

tarkeville

10:00

Tots1..

916,500

5,649

--------_

$22,149

Other

Taird

PaFty

Direct

Patient Found-

Payments ations

$ 2,000

ndowen

'Private

Contribu-

tions

Donated

Servites

550

5

, $3,000

191

990

2,000

s'1,3a0

$3,300

210

20

$2,200

$2 0

Donqed
.

Materia1S

25

Other

Total All

Revenue

Sources

0,00

26,398,,

10,296

2,290 $44,6(J4

2,296 $53;31

775

25 775

250,_ $22,750

9,220

'11,970



REVENUE SOURCES USED TO \SUPPORT TEE

HEAD START/EPSDT COLLABORANVE EFFORT

-<rab1e XVII (Cont'd)

Projens By

Fegion/State Title XIK

Other

Third

?arty

Direct

Pat.ient

Pqmente

Found-

atioris

Endowents

, d

ervice other

Total All

Revenue

Sources

1,49 $ 150

,A;ehama:

.Araii5ton

Geergiai

Total

Kentucky:

Frankfor

10,030

10,000

S20,000,

;10,025

200 12,000

1,750 5 200 022025

,4,000 po,poo ,

-.;4on4 tals STh,149

REITON

ll'inois

ok County 15400

Ukegan 10 CO0

Total $25,000

3
5 8,230 \ 450 $96,504

-L--

$ 6,200 $ 400 52,611
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REVENUE SOURCES USED TO SUPPORT THE

liEAD START/EPSDT COLLABORATIVE EiTORT

c:zs By

e Aon/State Fedcral. state Local Title ,N

Other

Third

party

EndomTents Other

7 '41

Rcvc7Ne

Boqrces

4 ,0 0
olstlinm

4erlor

7otal

10.001. f,

$15400

1.

400
.

09101'41 Totals

am; Vt.

Mad,:

Witnita F11s

$ 6,200 2;811 $49,411

,494

10i0$0

$24,046

$ 5,000

$ 5,000 $ 1;000 1;900

4iona1 "Totals 30,000

C,Ino

47,146 ,

S 3,494 401 1,098 c 250 4 S 1920

44



REVENJE MURCES USED T O S?PORT THE

HEE EWT/EPSDT COLLABORATIVE EFFORT

Table XVII Corittd)

ProiNts By

49ion/aate 1o0o1 5t4W Dui TIth KIX

ether

Tried

iltty

Mret

l'atic-le

TWrionts

Foul'd'

dt,lons

Now,nnt

PrIvOte

Contribo-

tims

Don4ted

Wvices

or4tea

MatwizI Cther

Totol Au
'0,:2:1110

Sotiroe.3

RE0.04 V 7, I,

tilt; uri:

01.11 in

Id tk v i 1 le

To h

,

ss,600

5,000

.--------

10,000

525

,

,
.

1 ina_,_ 35'

5,54

F 5
1 100 _5

40 51 it .0

Fa n1+15

i liOrtOri

0irird

70L41

S',S ,000

5,000 I

,

75 750

5 5, 00Q

$'4030

$10,000 5 A,502 75 750
,1Z1

'foglonal Ibtals 520,(M $, 027 ---.--------,---mm-------- 1 0 1 7 S27427

61123

RE7,10N 'ail.'

Co1o.rado:

Pueblo

Tart WO

S'At, 1,1h elty

.10,3ional Totols

5 3O 0

5,000
, 642

$10 000

e1

25i

,I2 1,0 , 0

.

01 2: 5 520,272
-- ...-

55M s

31A20

--, --

642 510 ,0 0

000

S 6,000-

100

582 25'

0

85,34

70,Z3

1 51
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REVENUE SOURCES USED TO SUPPORT THE

HEAD START/EPSDT COLLABORATIVE EFFORT

Tdble XrIi (Cont.'d)

?rojects 5y

?e9 1Orif St , F,e:ai uti, Lon1 73t1c XIX

Other

Third

Party

Dtrect

Patient

Payments

iourd

atlas

Lndount

FrIvate

Contriu-

:ions

Don ated

Services

Donatod

n:oria15 Othe:

TOtL1 All

Reyna

SoL:ta:

,4RE.A

114PD PKCJIR5

MOntana:

81dckfen

Flat d

Fort PIJA

' Total

. 1,400

811q1 '

6,603

840

2,340

1,230 554

3,400

11,1!2

6,940

13,4N 1d0 $1,230

_-

5b 23,4K

Neshraaa!

Smtov Sioux 5,900
5,900

12giona1 Tota1S 24,398 S 3,100 1,21 584
S 29,392 1

,,,,,,tai2naafir.ai[R1.4440w444.464,40.,,,,

SUMPT TOTALS

17,WaliAlCAM

'

; 431,79;
lliaralitadik

..........

$ 6,80

VrkiNtSZILTidrlair

..........pe,w4.0104:wok.6d10.,,,Air
s 1,857 01,925 S18,725

akulas16411..

530

,

-0

'

thilm4=itiloio

0

ipocaroaA

S 25

,,;,kLZAtL

$47,370

tA:&.azikliLIA3.

$ 7,7: $ 9,3U

I

J17/411...UaLZiL

sss6,16a

152



Table XVII nt'd)

iects By

" a Fodera1

$ ,970

Suite

S 3,980

970 $ cQ

i4210

Scappoose $13,331

4

Lia 3Ande, 14,566
1-

Medford 500

4 saltm 5,700

12,120

S45,247

$46,247r0

WA4Surg

Total

cnal Tot Is
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REVENUE SOURCES USED TO SUPPORT THE

HEAD START/EPSDT COLLABORATIVE'EFFORT

Title nx
Other

Third

Party

Direct

Pation

Pay7f11.,

Found-

ntions

Dldbyments

$ 1,612

13,000

Est.

1,892
---------

$16,504

16,504

Private

ontribu-

tions

Donated

Services

150

221

640

,.1.01mFm
.
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586;188 was obtainedZgenerated for the collaborative

effort am A the 46 projects reporting. Exhibit V illtstrates

the percentage distribution of this amount between the respective

rev nue categories. The distribution shows that federal funds

(supplemental grant) of $431,798 far out-distanced the other ca

gories is the major contributor to the II -d Start/EPSDT effort

and accounted for 73.7% of all monies generated. In addition,

monies generated through Medicaid Title XIX ($61,925/10.6% of total)

and Donated Services and materials ($55,1394/9.4% of total) combined

to represent 20%. of the total funds available ,to support the

c011aborative effort. These categories,, tog-ther, became the

secOnd largest supporter of the collaboration. Exhibit V also

indicates that very few dollars were provided through state and

local governn-nts, cash contributions, etc.

The data supports, as previ usly indicated, a strong reliability

. on the supplemental grant for maintenance.of the demonstration

program.' Table XVII shows that eleven (24%) of the 46 pr,bjects-

reporting r ly solely on supplemental grant dollars for. support.

These programs areA.dentified in the table by an asterisk (*)

pla ed next to their names. Analysis also eveals a modest dependence

on Donated Services and Materials. It is int6resting to note

that five: Pr j ts indicated financial support in this area

ranging from 20% to 36% f the total of all monies received.

Reference Exhibit VI.
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EXHIBIT V

PERCENTAGE ALLOCATION OF npNIEs RECEIVED IN
SUPPORT OF COLLABORATIVE EFFORT

CATEGORY N1OUNT

Federal Government 431,798 73.7

State Government 886 1.2

Local Government

edicaid (Title XIX

Other

Direct- Patient Payments

1,887

61,925

18,725

10.6

.2

530

Cash Contributions:

Foundations

Endowments -0-
Private 25

1019.,M1

Donated Services and -a erials:

Services

Materials

Ot'ler_ .

Totals

43,370

7 724

9,318

188

* Other monies obtained through third party sources.-

Other income earning efforts in support of the collabor--
ative effort such as sales, interest, etc. not previously
recorded,

100.0%
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COMPARISON OF FINANCIAL 'SUPPORT

Head Start EPSDT
Proect

Tot 1 All Monies
Received In Support
of Effort

Total Monies
HoceiVed-Donated
Servic & Materials

l

Percentage
Relation-

shi

South Middlesex
Opportunity Council
Framingham, Massachusetts 32,500 12,000

Thames Valley Council
Jewitt City, Connecticut 14,000 4,000 28%

Kentucky Youth Research
Frankfort, Kentucky 20,000 4,000 20%4,1,1qame
Lake County C.A.P.
Waukegan, Illinois 1- 911 6,000 31%

Parent Adtion Council
,

Ro eburg, Oregon 19,170 5,148 26%

,

.Most other projects, as Table XVII,shows, reported revenues from

Donated Services and Ma erials. These alounts, however, were

not,significantly larg_ and would not greatly iMPact on Support

of the 'collaborative effort.-

What is obvious from the data is that few projecis had financial

commit-ents from sources other than the federal, state, and local

governnents. Contributions from the p_ivate sector (foundations'

endowments, individuals, etc.) were simply non-existent. This,

however, is not surprising as most programs were not engaged

in a community-wide effort to solicit money from private sources
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to support the head Sta MDT program.. This was also not a

priority objec ive of the program.

Region I reported receiving $127,462 in support -f the collabora-

tive fort. This was the highest amount reported among the regions

and IMFD programs. The best return rate of the Revenue Sources

Form was'also experienced in this region with 50% (10 out of 20)

of the programs submitting the requisite information. This, of

course, contributes signifcattly toward -the amount indicated and

suggests that other regions may have fared ae well or bett

depending upon their response rates. Region III, on the other

hand, reported.obtain ng $775--the least-among the regions and

IMPD programs. The r sponSe rate in this region was very poor

with only one of the ten affiliate projects reporting. Agam

the poor reSponse ra isdireetly attributable to the minimal

amount repor,ted. ,The variati(ms in responses among the'regions,

therefore, preclude making pNective compa-isons regarding the

amount of monies received.

1 =CI



2 conclusions en. Hevenue Sources Obtained La Support
C011aborative Effort

a. Supplemental grants-received by the demonstration
projects varied widely. 'There.was no apparent co
relation between-project size (number of children
to be se ved) and the amount of monies allocated
per..ptoj ct for implementation of,the collaborative
effort.

To a very large extent, most of the demonstration
projects depend upon the supplemental grant for
support of the effort. For every dollar generated
in supportof theeffort, thei-supplemental gtant
represented approximatley 74. cents. ItHis further.
concluded that, the collaborative ,effort could suffer
.greatly, if the supPlemental grants were discontinlied
as most programs' show no immediate alternatiVe method
of financing..

Despite the reliance by the demonstration projects on
the s4plemental grant,' some projects showed initiative
in generating' dollars through.Medicaid/Titie XIX and.
Donated Services and Materials. These categories .

accounted for 20 ,centS- of every dollar spent by the
projects on the Head Start/EPSDT Collaborative. Effort.,

Monies. generated Outside the government agencies were
of very little. .conseguence

It can be speculated that if information -ere available
on the balance of projects not reporting, it would
have little influence on the above conclusions

.

reached, particularly regarding the distribution of
the supplemental grant monies and dependence on same
for support of-the collaborative effort.
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3. Policy CenSid
Collaborative Effo
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-n Revenue S Lirces Obtair d t ju port

If the supplemental grant is to continue, it 1s
suggested that monies could be distributed basod on a
formula that reflects program size and other variables.
This could greatly contribute to an equitable means
of allocating supplemental monies among the programs.

Programs could be_ encouraged to begin ,soliciting
sources other than the supplemental.grant for -support
of the collaborative effort. Suggestions are:

recognition as a pr vider of health services by
the local/state Medicaid agency, whereby third
party monies,accrue directly to the demonstration
project. These monies can then be reprograMmed or
earmarked for subsequent EP:s1DT health and support
related services.

- where provider recogniti n is not,possibl:
programs may be encouraged to,reaCh agreements
with local health -providers (which are recipients
of third party revenueS) to Share in any wohie-s
they receive as a result of services rendered to
children of the Local projects. As in the above
situation, these monies can be used for future
BPSDT services

implementati n of direct patient payments (for
non-Medicaid eligible families only). predicated
on a sliding fee scale system which takesinto
account the family's ability to pay

solicitation at the local community level to
attract monies from the private, sector, e.g.,
sponsorships, contributions, loans, etc
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SOURCE OF0EXPENOITURE FOR HEAD START/BPSOT COLLABORATIVE
EFFORT (TABLES XVIII ANO NIX)

The expenditure form was Used to collect information on the amount

f monies expended by the demonstration projects in support of

the collaboration effort. The form was also designed to assess

the per child cost of screening and treatment and related suppor-

-tive and administrative services. -Information repo_ted was for

the period July 1, 1974, to June 30, 1975.

There wa- wide disparity in reporting among the demonstration

projects regarding the expenditure form as compared to its counter-

part"the income fo It appears that most projects did not

understand that the-amount of monies repOited, as available for

the collaborative eff rt eference Table XVII) wa S direct y

related to the amount of monies that could be expended on the

effort. In fa t, many projects reported more monies expended-

than were actually available.

Because of the 3a k of data and, In some instances, its Unrelia-

bility, It 1Nas not p SSible to Ondertake the kind of alys.1

anticipated. The- efore,_no cenclusions can be drawn relative to

the cost impact e Head StartiBPSDT Collaborative Effort

the'universe of 198 pr iects. ever, for those projects re-

porting, the available data cm the dispersion of these costs- ate

summarized in-Tables XVIII and XIX. Conelus.ons-and recommend e-i-

tions as to the findings als

universe of projects reporting.
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Inforrntion by region, state and project concerning the source

f expenditure for the collaborative effort, .g., head Start/

EPSDT (supple tal gra t), cash contributions, in-kind contri-

bution,, etc., is presented in Table XVIII. The table further

sumxnaizes the total a ount of expenditure from all sources for

each region, state and project.

Monies exp6nded by the demonstration projects on the collaborative

eff (including EPSDT payments to providers, as estimated by

the projects) are categorized into three major groupings in

.Table XIX:

Direct Costs

Supportive C s

Administrat Costs

This able further provides.the per child cost of PSDT services,

by dividing the un verse of children served into the total cost

of all -vic6s rendered.
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Definition of Terms

s refers to ti
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-o _s w ich are directly a tributable

services rendered tc ki1dzen a- a articiati

StartJEPSDT e.g., --ges paid to staff per-

sonnel directly involved in administering medical services, cost

-f -upplies (prosthetics, pharmaceuticals, etc.) used in the

course of r ndering health services, etc.

Supportive .Costs refers to thoSe costs which are nece sary to

ensure quality and ongoing.servieeS to children and their-

families, e g.,.wacies_paid.r.to staff persons. Wh._ are not.directly.

involved in_EPSDT medical _treatment, but who perform functions

which induce better Or continuing patient services, such

outre ch, EPO'll staff training, etc. The cOst, of pioviding.-

transportation to and from the clinic 'setting woad als- be

germane to this category.

Administrati ts refers , to those cs ts wh ch support overall

Head Start/EPSDT operations, but wh. _A are not associated with

direct medical services to:_tht_g_gillkaalLimIJIIELLWEIAlty_,

e,g., wages paid to H-ad Start/EPSDT administrative staff, co5t

'of transportation, materials, etc., which are attribritahle to

EPSDT administrative functions.
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(Tabl: XVIII

Pr jects reported th t they spent-a total of $656,383 on th

collaborative eff rt. As expected, the majority of these

monies, $496,087 (76% ), came from the Head Start/EPSDT supple-

mental grant. Other federal dollars in the amount of $68,591*

paid for 10% of health a d related EPSDT-services provided to

children, thus represent ng the second largest expenditure source

in support of the collab ration. Contributions from other sourceS

we e significantly less. Exhibit VII provides data on the amount

of contribution by expenditure source and its -distribu ion as a

percentage of the total.

Interes ingly, EPSDT Medicaid --s rarely source of funds used re-

garding health services to all Head Start/EPSDT participants. Figures

show that only 6%, $41 58, was used for health and r lated services

from this source. This may 'have been a result of und eporting by

the projects How ver, Medicaid s participation as a funding sou ce

increases relative to Medicaid payme ts fox services rendered to

Medicaid certified children--both Head Start and non-Head Start. T is

will be explai ed in next section. example, projects :eported

*This amount appears unusually high and may be the result of mis-
interpretAtion. That is, some programs may have inadvertently
reported expenditures from the supplemental Trant under the
"Federa" category as opposed to the "Lead tart/EPSDT" expend'
ture category.
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EXHIBIT VII

SOURCE OF,EXPENDITURES FOR HEAD START/
EPSDT COLLABORATIVE EFFORT

Ex eenditure Source
Contributiän
By Source

Head.Start/EPSDT $496,087

Cash Contributions 69

Federal (Other that
Supple ental Grant ( ,591

Local . 4,529

EPSDT Kedicaid

'TOTAL

41,858

7,445

$656 384

NOTE.: information is\based on a total of45 projects reporting,
Ighich represents 23.% of the 198 projec a participating
in the Collaborative Effort.



Table XVIII

SOURCE OF EZPENDITURE FOR HEAD TART/EPSDT

COLLABORATIVE EFFORT

'dead Start

EFSDT Ex-t

penditures

Non7cash

In-kind. Cash

contri- contri-

, butiOn's butions

Federal Stae Local

EPSDT

Medicaid Other

Title ax

Total

HS/EPSDT

Expend.

From pa

Sources

:-!ils.sachusetts:

G1cui:ester.

Pittsfield'

Greenfield

$ :1;3

1

2,046

$ 32,09

$10,1S0

1,0 000

Vernont:

tinooski.

$ 11,325

19,362

$ 190 "li131 60 $3,746 :

$ 190 $ 1,1 1 34 4.,

Total $ 2045

$ 10,150

10,000

201150

Conrftcticut:
9,634- $ 13,661

25,632

Jc.,.;tt City

Total

Regional Totals

EGION II

CTI w 'York:

Watertmo

$ 19,570 4441 $ 13,661
$ Bo $ 2,146

72,413 4, 0 40 13,661 190 , 77

13,886

39 51B

$ 8,102 1,135 9,237
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SOURCE OF EXPENDITURE FOR HEAD START/EPSDT

COLLABORATIVE EFFORT'

Non-cash

Head Start In-kind

Project by Region/State MDT Ex- contri-
..

penditures botions'

Cash

contri.7

butions

MDT

Federal. State Local Dadicaid

Title XIX

Total

HS/EPSDT

Expand,.

Other From All-

Sources..

REGION II (C NT)

New Jersey:

Orange $ 5 2-)B

Regional Total

REGION III

Maryland:

Salishorg $101000 225

$13 380 1135

$ 51278

14,515

West Virginia:

Roanoke

Regional Totals

REGION IV

Mississippi!

Statkeville

$ 5,567

15,567

8,240

Yazoo 12,300

Total $20,540

1C9Tennessee:

Kingston $ 6, 66 24

22'

Alabama

Annis on $ 7,976

$ 5,C48 $ 3,380

$ 5,649 $ 3,380

550 $10,775

550

5,567

, $16,342

$ 3,800 , $12,040

191

3,993.

.21,520

/560

334 120 715 $ 8, 63

$ 7,976.
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SOURCE OF EXPENDITURE FOR HEAD START EPSDT

COLLABORATIVE EFFORT

III (C nt'd

Nop7cash

Read, Start in-kind

roject'by Regim/State EPSDT Ex- contri-

penditures butions

Cash

contri- Federal

butions

Other

REGION Iv' (con,)

Georgia:

Monticello $ 10,252 489 25 1 5

Gainesville 1 ,000

TOtal 23 252 789 25 $ 1,513

Kentucky:

Frankfort. $ 16 .000 $ 4 000

Regional Totals $ 74;634 $ 41813 71

RECION V

20,000

3,714 '760 5,026 96,136

Illihois:

Cook County

waukegan

31173

15,035 6,100

0,016 $22,23 $111419

$ 121811 22 94-

Total' $.45,051 9,273 $2,746 $22,230
12 T r*Oi

Wisconsin:

Wisonsin Rpds. $ 51000

Supe ior 5,503

$ 10,503

551554 9,2273 $2,796
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Table XVIII (Cont'd)

PrOject by e ion/Rat

REGION VI

TexaS:

Witchita Falls

San Antonio

Amarillo

Total

rkansas.

Hot Springs

Alexandria

New Mexico:

Carlsbad

Oklahoma:

Chickasha

Regional: Totals

REGION VII

ssouri:

Jbpiin

Kriiiiie

-lou'

SOURCE OF EXPENDITURE FOR BEAD START EPSDT

COLLABORATIVE EFFORT

Non-cash

Head Start,Ih-kind :Cash

EMT Ex- -contri- contri7 Federal State

penditures butions butions

98

Total

HS/EPSDT

MDT Expend,

Local Medicaid, Other From Al1

Title XIX' Sotrces

ir..115

4 4 3,494 $ .7,947

4
5,904

5,000 9 0 $ 2 65 $ 1 0

14,855 8 $ 2,653 1,000 404

21 909. 3;070

.7.

6,509 $1,995

5 0

494
7

$ 23;404

$ 24,979

$ 14,3 7

$ 6,504

$ 89,902 $ 6,063

6,175 $ 6,175

5102 525 5,627

173 174
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CE OF, XPENDITURE FOR HEAD START/EPSDT

COLLABORATIVE EFFORT

Region/Stat

Head Sta

USN Ex7

penditures

state Local

EMT
Medicaid,

Title m

T tal

EVEPSDT

Expend.

From All

RE IN VII (CO T.)

Appleton city

Total

$ 5,00

$ 16,277 $ 16,802

Horton

irard

5,148

42,894

Total 48,042

.Regi-nal Totals

Colorado;

La Junta

H

'Pueblo 10,00g

Trinidad

Total

Regional, Tota1 5

RZGION IX

$ 14,775

$ 140775

3,422

17,822

$ 17,822

$ 6-826

ional Totals



SOURCE OF EXPENDITURE FOR HEAD START EPSDT

COLLABORATIVE EFFORT

Haad Sta

D DT Ex-

penditures

Non-cash

In-Rind . Cash

centri- contri-'

butions butions

Fderal State Loal

/

EPSDT

Medicaid

Title XI

0 gon:

La Granae

Eugene

,Salern

Clatskanie

Total

Regional Total5

IMPD PROGRAMs

$ 11,939

43,28p L350

13,331:

$ 74,250 3,768
891529

$ 9,699

Minnesota:

White a-th

Montana:

Tlathead
11,152

Nebraska:

Santee Sioux 5,924

$ 14,467
17,121

:,-SUMMARY TCTAIS
41,08 $656p384
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$61,925 in Title XIX monies available for the collabo ative cflort

through revenue sources. IL, th refore, seems reas)nable thaL

this amount would have been expended. On the other hand, a sub-

stantial portion of the various screening tests, usually performed

by the health providers, may have been administered by the H-Ad

Start/EPSDT staff its if. This would have, of course, precluded

Medicaid/EPSDT reimbursements and contributed to a lower per-

centage of Medicaid/EPSDT expenditures. The lack of Medicaid re-

imbursements for all EPSDT health and supportive services should

also be considered.

As previously indicated, expenditures exceeded thr :, revenu sources

available to support the collaborative effort. While this strongly

suggests error in reporting, the possibility dnnot be dismissed

that projeCts may have reached beyond the revenue s urces re-

ported to sustain the implementation of the Head Start/BPSDT

program. For example, some projects may have failed to report

(in the Income Sourcps Form) monies spent on the effort which

were-not specifical!J earmarked for Head Start/EPSDT, but which

were, nonetheless, used for this purpose. This would suggest

that in certain cases projects we'N willing to sacrifice other

program objebtives or activities to ensure maintenance of the

effort. It can be speculated that many of the demonstration

projects used monies normally associated with the categorical

Head Start grant to meet the financial obligations of the colla )ra-

- tion effort-incurred beyond the supplemc;:ntal grant monies availc..)1e.
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Other analysis shows that ccjion VI oxcnded ;io8, 515 on the

collaborative efforLLhc rnot reported among all regions and

IMPD programs. Regions I, IV, V, and X all reported EPSDT expendi-

tures in the range of $90,000. Region VII rpoed somewhat

less at $70,171, with Region Viii following at $37,088. Re

III, IX, and the IMPD projects indicated expenditures from .,000

to $17,000. The least amount reported was in Region II $14,516.

Of course, much of this relates directly to the nuniber of projects

reporti It is, therefore, not clearly discernible whether

this trend wouLd have prevailed had the majority, of projects re-

ported.

Individually, Cook County of Chicago, Illinois reported spending

$16,419 on the collaborative effort. This was highest among the

demonstration projects. On the other iand, Nett Lake, Minnesota

reported a now 1 amount of $45--lowest among all projects.

2. Analysis Ui edings (Table. XIX

Table XIX indicates that 48% ($316,399) of all monies spent by the dem-

onstration projects on the collabciative effort was attributable to di-

rect costs. This indicates that nearly fifty cents of every dollar went

to salaries of staff directly involved in EPSDT med.,cal services; to.

the cost of supplies used in the course of providing direct health
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HEAD START EPSDT EXPENDITURES RE:
DIREC', SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST'PE- CHI F.

Tutu

All
-3:1:_u itrrti !;11.11,- ivo Jlrnju.

11u. Of

Children
..:7rved

hot

Chilt

,8001011 1

Massz

GIOUcor. _ $11,325.00 $ 9,626.00 $ 1,250.00 5 449.0 23 53.00

I PiLtsfield 19,361.97 5,214 7 8,522.7 5,024.49 Ibu 1,).00

Gre field 3,741.19 006.41 0111,, 219.33 310 12.0,1

Total 534,433,36 517,707.19 $10,106.31------
5 C,, 319 97 G83 S 50.00

Vermont:

Newpozt $10,150.00 2,000,00 S 7,721.00 923.04 :,81 S 59.00

Winno ki 10,000.00 4,736.10 _ 00 0 4,263.90 242 41.00

1 Total
It-

$20,150.0 $ 6,736.10 $ 8,226.19 $ 5,186.91 423 5 48.00
-----,---

Connecticut:

Dariie1ou 125,632.21 $ 7,130.31 $ 9,148.11 $ 9,344 0 158 5182.00

Jewett City 13,886.00 1.015,00 .00 40262.00 268 52.00
.------ -----

t Tot.1 5111.21 _ 5 .31 $17,757.10 513,606.10 42' 5 9_,go

lIcylonal Tot11.1 , 101 .57 S32,597.59 $3603911-.12 525,1 2.80 1,532 . 81.110

REGIOU II

l'York:

Wa n $ 9,237.39 2,319.19 866.63 5 6,051 7 216 $ 43.00

Now -- '

Orange $ 5,270.31 -0- $ -0- S 5,278.31 302 S 38,00

Regional Total:5 914,511. 10 5 7,313.10 $ 8,606.12 511,329.88 518 .00

IllGION III

Maryland:

ury $10,775.00 2,1171.00 $ 3,1 ' 75 $ 4,74 3l1 357 $ 30.00

VIrginia:

Roanoke 5,567.20 5, 07,2 -0- -0- 558 10.00,

Total 67.20
-----

5,507.20 - ....-----......-----

Regionol Totals' 342.20 5 8,438.2 S 3,155.75 S 4,748.25 q5 19.00
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HEAD ,START/E.'SDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Tnblu XIX (Cont'd)

Total
All

Cf.,t,.. 0110.-t

". 5,279.00

18,477.A

:1,w! grliv,

; 1.999.00

3,0'13.00

Ad1,111.

tin. OE

1511,11n

':''t '' !

Co::1

(Aiii,i

,

REGION IV

Mis5inLiirpi:

Starev11.1.0

Y.Izoo

Total

$1,',010. '

21,520.

S 7,92-2.00

-()

413

14 1

3 29.09

4;1.00

!...' k, k'tikk7,00 52 1,655 .011 S (-k,1.00 $ 2,172.00 960 i $ 39.00
. _

Tennen:lee:

11,01..,..v. $ 4. 9.1,7 5 2,311.67 5 1,579.02 270 5 3r. 00
.....

Alabama:

Carrollton S 7,075.70 5 7,100.70 ' 866.00 S. -0- 257 $ 31 .00

Geoujia,

1riiru1lo

1 - '

$13,237.01

13,300.00

511,590.01

2,772.00

S 1,439.00

5,o77.00

$ 220.00

1,551.00

611

901

5195.90

15.00

526,539.01 314,32.01 S 7,416,00 S 4.771.011 010i 5 27.00

Kentuck,j..

rrankfott $'20.000.o $17,563.00 5 1;252.00 5 1,1115.00 1,530 $ 13.00
_ ---.

R0(11_0:1.11 PA_olT.

I

_- --

$96,137._17_

- -__-- _-

51H,g50.07

_-- ---

$10,4!6'.r2 ill

REGION V

Illinoic:

Cook Clunty

Waukegan

Tota1

561,419.00

23,116.00

_$66,117i.i.i0i

545,012.90

7,617.00

$ 0,342.00

0,299.00

5 7,265.00

7,031.00

652

22(1

'', 94.00

100.00

595,305.00

$ 5,000.00

5,503.0

$53,429.00

S 1,100.00

-0-

517,640.00 514,71)6.00 97A

5 120.00 509

5, vi-4.0 ) 557

$ 07.00-----.

$ 10.00

10,00
_ ,

WiF.con510:

Maduion

Suicrior1

Total

$ 3,700.00

-0-

510,503.00 3 1,190 00 s 3,70r..0u S 5,623.00
-4------'

$19,919.00

1 065 c 10.99

1,043 34 .0
...

, Regional Totaln $95,819.00 $54,009.00 321,340.00
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HEAD START/ EPS DT EXPENDITURES :

DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS ; COST PER CHILD

Table XIX

To tal

All

DIr.L.A_

..=,..1.....,-

.

4

, lorti,..o Ainin.

No. or

Childion
-s..r,.-e.I

.-.......=.----..

co,;t_

Chil 1

.

REGION VI
,

Texan:
'

Witchlta ialls $ 7,946.57 5 4,436.92 $ 994.)16 5 2,515.10 200 5 30.00

in A6101-7 5,904.05 5,000.00 797.55 106.50 732 6.00

,.marillo 9,551.00 5,000.00 ;!,11,1.na 2,14r. (1,) 712 11.01

Totll $23,403.62 811,416.01 5 3,000.01 5 .060.69 1,672 $ 14.00

Arkorso,
.

Hot Springs 821,08.84 5 8,252.16 $ 115.00 516,611.68 136 51134.00

LOuiSiana:

Alexandria $14,3117.o0 510,581.00 $ 550.00 $ 3,751 .70 741 $ 19.0

Now Noxico:

Cor1L,1,11 S 8,503.71 5 5,000.56 $ 2,200.13 $ 1,25.01 100 $ 45.
..---, _ .............,.........

Oklahoma:

WaLcng-a $37,242.00 $ 5,000.00 $ 13,950.00 524,192.00 141
---

fr.-.101 '.-o1a1s 5108,515.17 $43,215.64 511,023.16 550,416.37 7,r1.-

REGION VII

Missouri:

Joplin S 6,175.00 $ 2,013.97 $ 4,157.13 ' 3.90 128 5 48.00

. Kirkville 5,627.00 627.00 3,146.00 1,1454.00 137 41.00

Appleten 5,000.00 12.1 1,777.79 210.21 181--- mon

T,i,1 s 16,1102.00 $ 2,652.97 512,080.02 $ 2,0c.9.11 446 $_70.0,1

$ 5,148.35 $ 40.00 $ 4,374.32 734.03 269 .8 19.00

61rard 48,221.00 22,662.00 23,1 50.00 2,405.00 srvi ni.00

Total--- 5 53,369.35 522,702.00----------- $2/,528.32------ S 3,13').03 R6q
.......... -,._.---.= -...-- ..--

Regional Totals S 70,171.35 525,304.97 $39,609.24 5 5,207.14 1,314 51.0'1
- ------

_,,-
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HEAD START EPSDT EXPENbITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Table XIX (Cont'd)

REGION VIII

Colorado!

%a Junta

Pueblo

TrinidAd

Total
All

5 10,631.00

14,855.00

.-1.

11,602,00

Direct

5 10,41111.00

10,000.00

5,9(0.40

:gnrmit.,ve

$ 142.00

3,900.00

4,032.00

Admip_.

I -0-.

955.00

1,609.40

gilicliren

_S.Ire6d

205

357

145

Cost

Fer

_ehild

$ 57.00

:42.00

00.00

Total 5-17-r088.00 5 26,448.60 S 8,075.90 5 2,564.40 707 5 52.

Regional Totalf', $ 37,11110.011
:= 26,4".60-----__ $ 8,075.00___ 3 2..564.19----_ :. 797 S 52.

1511 $101,.00

REGION IX

Hawaii:

Kauai

,

$ 16,995.00 S 6,626.00 5 8,502.04/ ' 1,067.00

Rogional Totaln $ 16,995.00 6,4:4.00 5 8.502.00 5 1,867.01 150 -9 00

S 0-

15,782.6.

5,500.00

12,176:00

161.25

11,601.00

9,175.00

3.i !-' '

5 ,777.69.

19,244.00

924.00

REGION X

Oregon:

La Gran e

Eugene

Salem

f-latskaele

$ 11,938.94

46,629.65

15,599,00

15,361.00

4)

222

320

151

7411

$244.00

210.00

40.00

102.90

7120.00Total $ 89,528.59 S 33,458.65 $24.122.2_. $31,947.69

veginnal Totals 5 P9,528.59 S. 33,454.45 521,122.25 531,947.49 748 $120.n0

-

IMPD PROGRAMS

MinncEmLa:

WhiLe Earth $ 44.65 .. -cy. 44.65 s -0- 50

10,731.00

.

418.0 -0-

Montana:

Flat Heal 11,152.00 $248.00

Nabranka:

liohri:ro 5,9-'.00 5,708.00

14,442.00

.., 216.00

:.17.,.41. 47

S -_ _

5ir1,6m.71

35----

14,6119

,

Total tEPR 17,:20.1 ,

WV.) IOTA1. $656,383.40 ¶116,19n.72
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services; and to other areas dirnctly ascribable to health

vices rendered to EPSDT participa ts. This finding suppo t- a

previous statement relative to the project st-iff ad- nistering

direet,lealth services and thereby, contributing to the low per-

centage in the use of Medicaid/EPSDT dollars.

Fur her analys s showsthat a consider-ble share of monies spent

was for supportive and administrative activiites--$176,4l4 and

$l63570 respec vely. Thus, 27.cents.(27%) _f every dillar was

spent on supportive activities and 25 cents 25%) of every dollar

went toward admini- itiw functions.

It seems t at adequate monies wet-, .arally provided by the pro ect

to -a-d the objective of having He d Start assist the EPSDT pro-

gram in delivering health-related supportive s rvices to Medicalel

-eligible children in the community. Administrative co ts,

seem to be Wsproportionately hi-h Olen ,conside ing the mar

objective of the progra-. to reach and provide EPSDT services

to as many Medicaid eligible children as possib,e. This may be

the result of requisite start-up activities for the program, e.g.,

staff orientation to EPSDT, rreetings between Head Start,staff and .

local Medicaid/EPSDT agencies,. fa ilia ization with and completion

of data survey instrumente, etc. by comparison, there were, of

course, difference among regions and IMPD progra s regarding the
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distribution of direct, supportive, and nclminisraLive costs and

its proximity to the aggregate d -tributiem of the universe

(reference Exhibit VIII). For. examp_e, Regic T. ro,poi-= d that an

ino'dinate amount of monies, approximately

dollar, as spent on-administrative task,,, 1

c,--2n'.s of ovory

few

monies for other services. Conver1y, the 1MPD :Jr.:j-cts incti
(:,i Lnd L nothing was expended for administrat* activities.

96% of all expenditureR were fel_ services, with

taw remaining 4% going to supportive services. In this instance,

it mu.st be assumed that there is some error in reporting, since

is highly improbable that such a low percenage of administra-,

tive expenses would have been in u--,Ad.

A high incidence of direct services expenditures was also preva-

lent among Regions IV, V, and VIII. 75% and 71%. Region

reported a low of 16% for direct servi es. The re aining regions

ave aged around 40%.



EXHIBIT VIII

DiSTRIBUTION OP HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS

Re ion
t 1

Ex end.1hS.EPSDT LHect Sus.ortive Administ_ative
,

I 94,101, 32,597 36,391 25,113% Distribution 130% 359 39% 26%

II 14,5L5 2,318 867 11,330
% Distribution 100% 16% 6% 79%

III 16,342 8,438 3,156 4,748
% Distribution 100% 52% 19% 28%

IV 96,138 66,830 18,851 10,457
A Distribution 100% 70% 20% 10%

V 95,868 54,609 21,340 19,91'.:
% Dist ibution 100% 57% 22% 21%

108,516 43,277 14,823 50,416.VI
% Distribution 100% 40% 14% 46%

VII 70,171 25,355 39,609 5,207
Distribution 100% 36% 56%

%,III 37,088 26,449 8,07' 2,564
Distribution 100% 71% 22% 7%

IN 16,995 6,626 8,502 1,863
% DistrIbution 100% 39% 50%

X 89,529 33,459 24,122 31,948
% Distribution 100% 37% 27% 36%

.-

IMPD 17,121 16,442 579
% Distribui-ion 100% 96% 4

mormwmilimmme --_

Aggregate Total 656, 316,400 175415 163, 59
% Distribution l0O '-:;

_ .

.

Inf rmation is b-sed on a total of. 45 prolec r r.Dr g.
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the supportive cost category, Region VII was highest, with

exp nditures amounting to 56% of the total. Region IX and I

then follow with.50% and 39% respectively. With the exception

of IMPD progra s, Region TI wa_ lowest in support ervice expendi-

ture with only a 6% allocation and Region VII was moderately

low at 14%. Other regions expended 20% or more for supportive

service activities.

Administra ive expenditures outside of Regi ranged from

7% to 46%. Region VI repo ed 46% while Re. VII, IV, and IX

indicated considerably lower percentages at 8 , 10%, and 11%.

An average of 28 cents for ev- y dollar was scent by the remain-

ing regions, I, III, V and X, on administrative dutie

The average annual per child cost among all regions and IMPD pro-

grams was reported at $45.00. This figure appears to be extreMely

low sirie the national an ual per child cost of health services

to AFDC M dioaid recipients was assessed at4165 per child* Again,

one can speculate that the low average may be attributabl_e to

under reporting by the demonstration projects of monies used to

support the collaborative effort. This, of course, bears directly

on the per child cost of health and rela ed services.

*This figure was taken from 'lealth Start: FinalReport of the
Evaluation of the Second Year Program, December 19.73- pg.

The calculation was based on infOrmationtrom .

"National Health Expenditure 1969-1971, "Social Sequyi_ty
Bulletin, Zanua4.1972.
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Reporting among )rojects regarding per patiant cost on-

siderably. Data from Table XIX shows that per child c.y.L. of

healt1 and related services for Head Start/EPSDT ranged from

eight dollar to $264.00 amolg the various projects. These amounts

re report i. by Opportunities Development Corporation of San

Antonio, Tr and Opportunities, Inc. of Watonga, Oklahom , re-

spective:y. Butr -. these projects are Region VI affiliates.

The IMPD proq ,,, indicated the highest per child cost at $13 .00.

Regions X and IX followed _reporting. $120.00 and $108.00, respec-

tively. The lowest per child cost was reported by Region ITT -

$18.00

Data from T ble XIX also sho-s that considerably low per child

costs were reported by Regions IV and II - $25-00and $28.00 The

remaining regions (I VI, VII, and Vilii repor.ed ambunts closer

o the ove--il average per child cost.

Conclusions

a. Expenditures fcr.i7 Head Start/EPSDT va 40,1 from project
to Project; about 75% of the tota] ?.xpenditureS-
'for all regions antUIMPD-programs ted from
thejlead Start/EPSDT supp1emente. gr& Contributions
from other sources"were minimal
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b. Medicaid. EPSDT only accoun ed for 6% of all EPSDT
eXpenditures. It appears that many projects are
providing requisite EPSDT Screening services to
collaboration_Rarticipants_themselves. Lack of pro-
viders, failure .to reimburse for Certain services
in-accordance with the EPSDT state plan. et al. may
be contributing factors to the low percentage of
Mediclid/EPSDT expenditures.

c. Anallis of the data indicated that programs ex-
tended beyond the supplemental grant to support the
collaborative effort, which suggests that the
supplemental grant alone was not sufficient to sus-
tain the implementation of Head Start/EPSDT.

d. Overall, 48% of all dollars ergpentled by the de on ra-.,

tion projects for the EPSDT program Was for direc
health services, with 27% and 25% attributable to
Supportive costs and administrative costs, respec_ive y.

e. Projects allocated adequate monies for supportivu
services.to satisfy the ol-Jjective of soliciting--
many Medicaid eligible children as possible for
participation in the,program. But it appears Uit
ore discretion could have been.exercised regang
the relatively high cost of administrative servces,
in view of the overall objective of reaching-aJ
serving Fw many .children as possible.

f. Per child ostS fletuated considerably-amom, the
projectz. The average per child cost, however,
was asc,--r1 at $45.00.

4. Polio-, Consideral__

The demons.ration projects could begin to take a

serious look t where they are spending money
relative,to luilfilling,the objotives of Head
Start/EPSDT. -Certainly if one of the-primary objec-
tives of the program is to reach and provide support-
ive serVices to..Medicaid eligible_ children, then
programs must identify-, within the total program
concepti the monies needed to accomplish this ob-
ective. _Thus, itis likely that more-shoUld be
spent ih this area. -Expenditures in other areas
'of less- prietity-could, by contrast,- be held to
-a minimum. .
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b. Programs could begin to become more cost conscious.
They could ccelider,alter- itiye ways of monitoring.
EPSDT expenditures other ' Ian by line-itemo ex-
penditure,- particularly i. 4nt of emphasis (in
the second year program) on projects qualifying a
vendors for third-party reimbursements. .1n neyot. -

ting EPSDT purchase of scrvice agreements, many
state and/er local Medicaid agencies require that
costs be stratified by direct and administrative
services. In some instances, a .determination of
supportive costs is requested. This is done for
purposes of the state ascertaining the services
for which they will reimburse. A consideratien,
therefore, is that projects would adopt a system
which begins to meet thiS need. Such a system not
only provides a means for identifying costs
for reimbursement requirements, but can al.,1H
be useful as a management tool for -'71-gett:, and
planning purposes. Moreover, it p' -tea TL.aaciement
with the requisite information as 311ar spending
relative to program objectives and further'establishes

.the parameters necessary for any decision-making at
, to the most coot-effective approach for readhing

, these objectives.
1

c.I 'In light of the- uncertaintyof future collaborative effort
funding, strenger emphasis will'be placed en programs to
take full advantage, wherever possible, of all Medicaid/
EPSDT reimbursable services. Programs could also be
encouraged to make every attempt to secure vendor re-

Because of the unreliability of cost/revenue data,
1 Mere eMphasis coUld,be placed on the retrieval of thiS

informatien in the proposed second .year evaluation,
particularly in light of the programs.poor,response

. rate and apparent misunderstanding of What was re-
,

guested. A closer look at the impact of EPSDT Medicaid
dollars on thecollaborative effort might.be a-key
Consideration.,

l



C. MEDICAID INVOLVEME T IN THE PAYMENT OF EPSDT SERVICES
TO MEDICAID CERTIFIED PARTICIPANTS

Data from table XX pisen s information concerning

Medicaid's involvement in the paym nt for EPSDT services

received by Medicaid certified participants. Information is

arrayed by the particular health service category for Head
is

Start and non-Head Start en- lice-- Reporting is based on

formation obtained from the 1[ea14-11 Care Encounter 17vrm

relative to the 4 selected projects attempt was made,

here,to assess the dollar value of Medicaid payments, as this

informdtion could not be retrieved fr m the aforementioned form.

Rather, the data focuses on the units of health services received

Ly Medicaid certified participants in which Medicaid was involved

as a p_y_ ent source. This finding ris then expressed as a

percentage to the whole of units of health services received which

were paid _6- by Medicaid, in whole or par

Analysis_ of Findings.

Data indicated tha of all health services received by the

Medicaid certified populationboth Head Sta t'and non-Head.

Start-parti ipants--among the selected projects was paid for,

in, Whole or -part, by Medicaid. SurPrisihgly, non-Head Start

q
children had a greater percentage (63c) of tbeir health

services paid for by Medicaicrthan did Head Start ch ldren 50%)..



HEDIC11D INVOLVEMW IN THE PAYMENT OP UNITS OP EPS1571 SERVICES

FOR MICAID CERTIFIED PARTICIPANTS BY BEALTH 51?VICE

Tabit

Totll

Inits of

Eealth cro 5

Senf1c2 5ceived

Units of 5ervico9

Received by Mod.

Ccrt Child-en

.

Units of Service Paid for

by Medicaid

of Services Re-

civod 'Paid f -

Derage

% for

.y Mticl.

ertified!

:hildren

E-;"-"7"-----,--"'""."1177.*

_ __ - .._.

by Medicaid 5S & NH

HS NHS e;1 No Yes No ES

83

. NIIS

96%

--1.....

..,

,5%

,

Medial 3,900 3,124 476 2,853 571 457

........~..w........ftp

3-9

Oental 3,298 2,970 328 2,198 772 319 9 74% 971,, 76%

Nental

Healt1

1,428 1, )6 22 200 1 200 5 17 14% 2 % 15%

....

Nutritional 3,430 3 001 429 117 2;884

........

7

.

4%

.

2%

.

422 4%

Total 12,056 10,801 11255 5,374 5,427 788 467 5O 63% 51%

NOTE: Fignrcs .
not repieseni numbers of Medicaid

children receiving health services. Rather,

they ,represent the units of health services

received (within each category) by Medicaid

certified participants.
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Thi- followed Lhrouqhout each of the major catjories of health

sOrvjce, with the exception oE nutritiolal services It is

speculated that this trerd was a result of less con --t by the

programs with the non-Head Start cortificTI chilciren regarding the

lull range of EPSDT mandated services and/or the p--bability of

eded Eol1owup treatment. Medicaid in many ines ces does not

rQiI'iiburse for the full rang_ _f health services. 3ecause HLAd

Start Medicaid children are mor liksely to be the recipients

of total health services as opposed to non-Head Start Medicaid

certified children, tte greater the possibility becomes for

Medicaid n t to be involved in the payment process.

Data also indicates that Medicaid was most reponsive in

participating in the payment for medical and dental services

adndnistered to Aedicaid-certified children. Nedicaid's

involvenent a payment source in these areas was reported

85% and 7E%, respectively. On the other hand, Medicaid's

involveme-t in the payment'for mental and nutritional health

services was considerably low at 151 and 4%.

Conclusions

While the effectiveness of EPSDT Medicaid in terms of
its- dollrar-contribution-to-the-collaborative-etfort-
cannot be assessed, it is concluded that the itead Sta
projects were reasonably effective in involving
Medicaid in the payment of reiMbursable services
in accordance With their respective:EPSDT State Plans.

EPSDT Medicaid as _ viable soUrce for the payment of
Medical and Dental service& appears adequate, but
falls considerably Short ,for the .paymentof mental...
health and nutritional serVices.
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Head Start projects could be enc uraged, wherever
possi le, to maximize their efforts ,to involve Medicaid
in the payment of EPSDT services, particularlv where
such5crices are,relmbursable according to the EVsprE
State Plan

b. Projects could also be e co _raged to negotiate wtth
state/local Medicaid age .cies for reimburSement rates
which more reasonably reflect the actual coats or the
going community rate for providing EPSDT services.
This could possibly increase Lilo number of Medical
providers willing to participate in the 8PSOT efEert
who were reluctant to do 80 before because of low
remuneration-(from Medicaid) for-services rendered.

Projects could be.encouraged to negotiate
with state/local Medicaid agencies for rel(Gursement
for the Eull range of EPSDT services provided. e.g. ,

suppertive services such as transportation. This would
reduce the cost to Head Start for the implementation
and maintenance of the collaborative effort and allow,
these dollarS"to be reprogrammed fer other priority
considerations relative to the collaboration.
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ASSESSED VA- N OP MEAD STA "/EPSDT HEALTH SERVICES FOR
SELECTED PROJECTS

ined applicable to the asessod value of services

1rdi-g med.ci1, dental, mental health, nutritional sorvi ces,

etc., p_o ed'to be unrel_able. Most projects e pe:ienced dif-

ficulty in providing this information. There was appa ent con-

fuscon among the dem nntration projj -ts as to the exact meaning

d value of

T- highlight fusion in this area, one project reported

the assessed value of all services received at over $4,000:000.

This wa

projects combined. Othor projects also reported unreasonable

amounts.

an the total amount r ported by all other sele te-d

nforrnation germane to this area was obtained from the Health

Care Encounter Forn for the selected p-ojeCts. The assessed

value of services was to be reported as the cost that wpuld

ily be incurred by-Head Start for the provision; f EPSDT

alth services to Medicaid certified children. '11his amount,

,Which would presu ably exceed the total amount of monies paid

-by-Medica-id-fer-reimbunrsablellSttli _Id -canatit

the additional dollars needed from Medicaid to support the Poi-

labor tive effort.
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With tne appa ent confueion di Yiculty most of the selected

projects had in gathering information on the assessed value of

Head Start/EPSDT services, there were no discernible con lusions

reached on this aspect of the study.

Policy Conside Liens

Because of the apparent confusion caused by the
use of such terminology as "assessedvalue of
services", it is suggested that this phrase be
dropped for purposes of the proposed second year
eValuati n. Rather, it seems only necessary to
reguest_the demonstration projects to report the
amount of monies they spend, beyond those reimbur_d
by Medicaid, on EPSDT services rendered to Medicaid
:certified participants. This will serve to indidate
the total amount of nonies needed from Medicaid to
fully support the collaborative effort relative to
the Medicaid certified population.

b. While most projects do not mainta n their accounting
records in.this manner, it should not be difficult
to collect this information. An accounting of_the
services recO_ved by the Medicaid certified children .

and the related .reimbursement reates allowed by Medicaid
for same would form the basis for calculation. This
information could be retrieved from each of the demon
stration:prOjects via the proposed revised End-of-Year-
Status Form.

where site visits are made, a more intensive look at
the recordkecping systems and the respective reimburse-
Ment-Plans co-Cita- 65-ridt6d't'd-idttl-6V6- -ihfor-

,-___ ------

mation.
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APP NDIX A

PROFILE OP IMPD PRO TS

TOrec IMPD -An_. wore mci lidcd nq the io lecLod Head Start/

FPSDT vrojects. Two of the

Council and Fort Peck, were located on Indian reservations in

Montana; the other project, the Greater California Education

Proj ct in F esno, California served children of migrant workers.

-0, Blackfoot Tribe Busi

Indian and migrant projects differed alcng the follow

dimenions:

Sponsorship:

Indian pr jects: the Office of 1Live American,
Programs ONAP) Councils of the particular
reservations on which they were located.

-Migrant projects:. indepedent umbrella organiza-
tions directed to migrant wo- rs; the sponsor
organization's primary function was manpower
training progr AS.

Funding:

- The Indian projects r ceived mniimal suppa
,mental grants for the Collaborative Effort which
were applied to the health coordinators' salary.
Administrative and some operational expenses,
for transportation and non7reimbursed health Ser-
vices not proVided by the Indian Health ServiOos
,(IHS), were paid Tor through the .regular Head
-S-tart-;--budge t*-and-r-supplemental-mon-iesprovIdea-
by the ONAP council.

diai programs do not receive any health services funding be-
auso the Indian Health Setvicc is expected to:prOvide neces-

sary. care.

9 00



The iiqrunt )roject also reociv 1 a re la Lively ST id
supplonien Lai grant. Funds wore availa)le from
the proj 's healt- services program and.the spon-

-soring or nization.

53uppo t Prom Other Health Programs;

-

Both Ind an projects relied on IHS and the migrant
project had access to special health programs 'prc-
vided for tho migrant workers. ,,The Blackfoot Tribe
received extensive support from IhS which brought
in special resources 'to the reservation for testing.
Arrangements were also made for additional consul-
tation with an off-reservation service resource.
In.this case IHS perSonnel generally had a sympathetic
attitude toward EPSDT and were supportive of Head
Start.

The Fort Peck.Indian project did not fare as well. In
this case, concerned IHS personnel appeared to view
EPSDT as-redundant and somewhat of an intrusion; in

addition, some strain was apparent botween the .ser-
vice and Head Start, possibly stemming from the proj-
ect's attempts to press IHS for more services-, parti-
cularly follbw-up. In both cases, some of the IHS
procedures with respect to authoriations for and
scheduling of treatment posaa some,,(although not i
surmountabic,problems.

The Fresffo migrant proje t made extensiVe use pf
special migraht health resources for -both medical
and dental screening and Lrtmert. Use of the,
migrant health resources had both advantages, and 'dis-

advantages. Although many ehildren received care
probably.not otherwise obtainable, it tended to be
sporadic and episedic. Frequent Doves of the
families wete a contribuhng factor, 4S were
the locationS/ hours of service and .admi- istrative

practices of the projects. .
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APPENDIX D

SUNI A Y OF FORm

Health Care Intake P a form to De used by
each funded project and completed onCe for each
child participating in the Head-Start EPSDT
Collaborative Effort, at the time he is first
recruited for EPSDT services. It is designed
to collect information regarding:

the child's Medicaid statu
the childts status with regard to
head Start
the child's previous health record
for the twelve months prior to thp
col=aborative effort.

ealth Ca e Encounter Form: to be completed
.nthly for each oh_ in the 30 selected proj-

eotS only. It is designed to collect data
cumulatively by child on the following elements
of health care service provided:

the type of visit (screenang, diagn
counseling/referral, or treatment)
the disposition of the case (including
follow-iv visits where indicated)

.

the assessed value of the provided services.

i4ealth Care Com osite Visi rm: to be completed
monthly by project for the remaining 170 pr6jects.
It records information separately for Head Start
and non-Head Start children regarding:

the total number of visits by type
(screening, diagnostic, counseling/
referral, or treatment) of children
in the project,during that month
the disposition of cases (the number
of referrals, follow-ups, and completed

- cases).

End of the Year Status R . designed to be
completed cumulatively by project at the end-of the
year. Collects information regarding:

the participating children's Medi-
caid status
the amount of turnover the project
experienced
the disposition of meidical records.



Staff Profile Form: desi( ed to record intorini
[7:161-i-i7674arding-Staffing pa terns for the Head
Start/EPSDT Collaboration Effort,. Collectri
information regarding the staff s

employment status
duties and responsibili.0 s

- educational background
- previous empayment/exper. ces.

Time Utilization Form: ',designed twassess the
qUarteriy- anTEITITIZ-11 of the Head Start/EPSDT
staff time to the 1:::01 wing categories:

dixect. lab
supportive labor
administra ive labor.

Income Source :orm: designed to be con
once during the 6rogram year' to .identi
extent to which the Head Start program
use of available resources.

leted
the
making

Ex_penditure Form: designed to be opmpleted once
a _/ear to C011ect information on how,availabls,
resources are used to fulfill the reqUirements
of the Head Start/EPSDT Collaboration Effort.

icaid Profile designed to be completed
t e Hea _ Liaison 8pecialist. Collects back-
und information on,the Head Start project

regarding its status and its understanding of

EPSOT Medioaid


