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INTRODUCTION

This 28 a non-technical report based upon the final report

on the first year evaluation of the llead Start/Medicaid Early

and Periodic Screening, Diagncsis and Treatment (EP5SDT)
Collaborative Effort, a demonstration program that was initiated
by the Office of Child Development (OCD)/HLEW in 1274. 1In initiat-

ing the program, OCD/HEW set forth the following objectives:

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 & Assoclates,

a private consulting firm under contract with OCD/HEW to evaluate
the Head Start/EPSDT Collaborative Effort, It presents and analyzes
data collected during the first year of the program, sets forth

key policy considerations based on study findings, and seeks to

provide direction for policy and program planning.



This non=technical report will be circulated to Head Start
projects and interested agencies to provide them with back-
ground information to ald in administering and improving health

services to low=~income, preschool children. The Interim Report--

providing a detailed analysis of the programs prior to the initia-
tion of the collaborative effort, including in-depth tabular com-

pilations--and the Final Report--discussing the history 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
0CD staff for its cooperation in implementing the evaluation

study design. We also wish to expressly thank the staff of the
funded projects, without whose Gaaperatién this study would not

have progressed.
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ORGANIZATION OF THE REPORT

Section I presents a summary of the major findings by specific
issue area.

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

Section III describes the study methodology employed in the
evaluation.

Section IV discusses the organization and operation of the
Head Start/EPSDT “cllaborative Effort.

Section V examines Medicaid certification results and reviews
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 offers an anz!ysis of the state EPSDT plans and
compares these to the Head Start Program Performance Standards.

Section VIII cites the technical assistance needs of the projects.

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

Appendix A : Profile of IMPD Projects

Appendix B : Summary of Forms



I: SUMMARY OF MAJOR FINDINGS, CRUCIAL PROBLEMS AND KEY
POLICY CONSIDERATIONS

This section summarizes the major findings of the first year
evaluation of the lHead Start/ERSDT Collahorative Effort and
presents the 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 status of Head Start and
non-Head Start children

3. Receipt of health services during the first year

4. EPSDT reimbursable services provided/ohtained
during the first year

5. Supportive services provided to non-Head Start
children

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

7. Analysis of State EPSDT plans and providers'
performance

8. Cost utilization factors pertaining to sexvice
delivery

" 9. Technical assistance needs of the projects and staff
characteristics. '



In assessing the first year evaluation, several conclusions

may be drawn from the first year findings. First of all, the
Head. Start projects were reasonably successful in accomplishing
the objectives of the collaborative effort. Many Head Start
children were screened during the first year, even though they
were not always Medicaid certified. Morever, in the projects

selected for in-depth study, there was much concentrated

effort to assure the completion of services.

Sec@ndly, and on the positive side, Head Start programs initiated
relationships with many public welfare, health and social service
agencies, and private sector providers, and reinforced existing
contact with such groups. In some target states, Head Start
programs stimulated greater interest in EPSDT within local com-

munities and among concerned state agencies.

The major objective of the collaborative effort was to increase
health services to children ages 0~6 through effective utiliza-
tion of the EPSDT program by Head Start. In order to accomplish
this task, OCD awarded supplemental grants to 200 Head start
projects whose main responsibility would be to devise spe;ific
program strategies to carry out OCD's objectives. These grants
i'were awarded on the basis of applications submitted by the pro-
grams which described the 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 in-depth

analysis.

The projects represented a wide spectrum of the national Head
Start program but showed a strong tural bias despite the high
incidence of Head Start programs in low=income urban areas
generally. Many ethnic, cultural and linguistic groups, includ-
ing blacks, Chicanos, American Indians, poor whites were part
of the national sample. Also, specific Head Start projects--
the Indian and migrant workers' demonstration projects (IMPD)--
were included. The ﬁumbers of children receiving Head Start
services in individual projects ranged from 60 to 2,500. 1In
choosing the selected sample of thirty projects, efforts were
made to insure that the selected group approximated 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



the medical assistance program. As a second priority, Head
Start projects were to conduct community-wide recruiting for
non-Head Start Medicaid eligible children, For this population,
also, the projects were to assure certification of the Medicaid

eligible children.

During the first'year of the collaborative effort, the Head
Start projects reached 129,234 Head Start and non-Head Start
children. (This figure was calculated by extrapolating the
total number of children reported screened, 95,997, by 147
projects to the universe of 198 programs that had received
.supplemental grants.) For children diagnos=2d or treated, the

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

For the Head Start projects, the first year of operation f;f
the collaborative effort was primarily a developmental period,
with many trial and error learning experiences. During this
period, the demonstration projects had to phase in the col-
laborative effort as well as familiarize themselves with the

various forms being used in the evaluation study.

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

Start children through utilization of community resources. In

csome cases, too, the projects were stymied by the reaction of
~ public agencies or the difficulty of intermeshing with the

state EPSDT system. Reviewing the level of participation in

10
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terms of number of children against the generally limited tech-

of activity--greatly varied among individual projects--is under-

standable and, in some instances, commendable.

The major findings and policy ¢onsiderations, as well as crucial

problems related to these, are detailed below by issue .area.

11
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The extent to which the projects achieved
Medicaid certification for Head Start and
non-Head Start children.

. Head Start projects were reasonably
successful in reaching and reviewling
children for Medicaid eligibility,
but the majority of children--both
Head Start and non-Head Start--who
were reported as Medicaid certified
began the EPSDT Collaborative Effort
with that status (60%) (17,989 out
of 25,737).

The projects were more successful

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

. The projects were highly successful
in obtaining Medicaid certification
for non-Head Start children who had
not been certified prior to entry
into the collaboration (83%, or
10,178 out of 13,277). They were
less successful with the Head Start
population (30%, or 14,684 out of
38,912), reflecting possible dis-
crepancies between the eligibility
standards for Medicaid and Head
Start,

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

12




. There were wide variations among re-
gions and amony selected pxojects in
the numbers of children--Head Start
and non-Head Start-—for vhom Medicaid
certification was achieved.

PROBEEMS =

. Linited staff resources and the lack
of clarity as to the degiee of involve-
ment by Head Start staff in the recrudt-
ment of non-Head Start, non-sibling
children were apparently important ad-
verse factors in reaching these childxen.

. The differences in eligidbility stan-
dards for Medicald and Head Start ser-
vices may have affected the number of
children who were found to be Medicald
eligible by the projects. States with
appreciably low Medicald standards may
have been unable to actept low-income
children recruited by the Head Start
projects for the collaboratiwve effort.

. Many children apparently experienced
considerable fluctuation in thelr
Medicaid status over the year, with
possible detrimental results for health
care continuity.

POLICY CONSIDERAT IONS =

. Systematic planning, including reliable
estimates of the numher of children to
be served and informatlom on the type
of supportive services available, would
be likely to enharnce cortification efforts
through improved deployment of staff xe-
sources.,

. Local Head Start progrims cowuld use stan-
dardized procedures for assesiing Meddcald
eligibility by Head SBtirt prc:irams so that
the accuracy of Medicald certification re—
ferrals might be increised. ALso, review

o 13
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could be undertaken by OCD of barriers to
EPSDT eligibility for Head Start enrollees
because of some states' low-income criteria.

Head Start programs could establish closer
working relationships with local EPSDT
agencies to speed the determination and
certification process of a referral child.

The number of potentially eligible chil=-
dren brought imto 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 Stairt, OCD may wish to
review with SRS the feasibility of providing
Medicaid cextification to low-income, pre-
school children on the bhasis of their enroll-
ment in Head Start.

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

F INDINGS :

. Nearly all of the previously enrolled
Head Start children (92%,0r 6,792 out
of 7,343) had received screening ser-
vices primarily through Head Start
prior to entry into the EPSDT effort,
and Medicaid cerxtification or eligi-
bility was not a factor in receipt of
these services.

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

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

PROBLEMS :

. The availability of various health ser-
vices in a lozal 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 partlcular
region.

. The similarity in incidence between

Head Start and non-Head Start children
who received screening services prior

to EPSDT entry may reflect the concen-
tration by some Head Start programs in
providing family health services rather
than focusing on the needs of the en-
rolled Head Starxrt child, alone. Apparent
emphasis in the projects on supplyinc
dental services for Head Start enrollees
may explain the relatlvely lower rate of
dental care for non-Head Staxt children.




POLICY CONSIDERAY(ONS:

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

Limitations in some state plans for Medi-
caid/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 community health
resources would result in expanded screen-
ing services through augmentation of the
programs' own capabilities.

. Additional assistance for Head Start pro-
grams would enable them to become more
aware of the overall developmental health
of pre-school children. Particular stress
.could be placed on nutritional and mental
health development,

16
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Issue Area 3: The extent to which the projects provided/
) ) obtained health services for Head Start and
non-Head Start children during the year. -

FINDINGS:

. There was a fourfold increase in the
number of children screened this year
ccmpazed “to last yearif The vast ma~
jority of children sgfeened (86% or
82,782 out of 95,997) were Head Start
enrglleas_ "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 dJdreat.

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.

PROBLEMS :

. The availability of particular health
services in a given area again influenced
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.

17
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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 available through
the state EPSDT plan.

. As in the case of the previous year,
dental care was thc most prevalent type
of health gervice pxav1ded 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
‘gservices, 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 specification, for instance)
to assure measures of comparability among
Head Start programs, as has been reflected
on the 1975 revision of the Head Start Parﬁ
formance standards.
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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
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Issue Area 4: Extent to which the projects were able to provide/

obtain direct EPSDT reimbursable services for
eligible children.

FINDINGS:

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

PROBLEMS :

There was only one contract reported between

a public agency and a Head Start project.
Relationships were generally gquite in-

formal, with minimal assistance or support
provided by public agencies to Head Start
projects. 1In fact, many projects reported
resistance by public agencies, particularly

at the local level, regarding Head Start roles
in EPSDT delivery.

Many projects relied on previous patterns of
health service arrangements in the case of
Head start children, possibly minimizing the
use of Medicaid.

POLICY CONSIDERATIONS:

The EPSDT coordinator could be trained to

have close familiarity with Head Start program
objectives and health-related matters so

that there can be full integration of the

The position will benefit in this regard, should
it be made full-time and be placed under the
supervision of the health services coordinator.

. 0OCD might encourage more reimbursement relat -n-
ships through ensuring that the projects have
available full information on the aﬁailability
of EPSDT services in their areas.
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Issue Area 5: Extent to which supportive services were provided
' to non-Head Start children.

FINDINGS:

. There were limitations on the 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 Collaharative Effort.
The parent involvement component was the
most effective tool in outreach to non-
Head Start children.

' PROBLEMS :

. Previous approaches to providing supportive
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

g 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 previous 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 projects.

21
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POLICY CONSIDERATIONS:

. Better coordination .between Head Start.
projects and public agencies would provide
wore consistent and expanded delivery of
supportive services to non-Head Start c¢hil-

dren. The projects 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
in the areas of outreach.

. Head Start programs might be encouraged to
use the parent involvement component to the
fullest extent to ensure that all siblings
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.
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Issue Area 6: C@mparissn of Head Start Program Performance
Standards and state EPSDT plans.

FINDINGS :

. '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 unif@rmity regarding the types
and gquality of services prcv;ded among the
various states.

PROBLEMS :

. 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 regard
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 prav;de r21mbur52ment
fos the entire screen;ng package, Head Start,
éven if it achieves vendor status, may nat "
be able to receiveé reimbursement unless it
delivers the entire pagkaga inscreen;ng
servlces. ] .

POLICY CONSIDERATIONS:

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

23
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. Consideration might be given 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
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Issue Area 7: Analysis of State EPSDT plans and providers' perfor-

FINDINGS :

mance.

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

' | ¥4
There was overall failure by the Head Start
programs t@ be integrated into the delivery
of Medicaid/EPSDT services at the state or
local levels by achieving vendoy status. -

The collaborative effort had minimal impact
on the institutional arrangements of a state
Medicaid/BRSDT plan or program.

The format ®f many state plang 1s complex,
and often the phrasing is ambiguous or
obscure,

variations among state plans goncerning their
reimbursement policies can and do lead to
alienation and frustration amonyg vendors

who apply for reimbursement for services not
sanctioned by the plans.

Providers wften fail to offer areas of
screening when these services are not ex-
plicitly permitted for reimbhursement under
the state plan.

Restrictiong in the plans on the awarding
of vendor ftatus to community agencies
limits the availability of supportive sex-
vice and the potential for Head Start and
similar groups to become service vendors.

25
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Clear and precise information on the opera-
tional and procedural aspects of state EPSDT
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 and services.

More effective integration of Head Start

and EPSDT services might be accomplished
thr@ugh reVlew by SRS Gf Head Start's PEQB
Health l;alsan SPEELallstS may havé an im=
portant role to play im this regard, through
their active intercession between Head

Sstart programs and local EPSDT/Medicaid
agencies to promote closer and more effi-
cient working relationships.

(For considerations on vendor and provider

problems, see Issue Area 5, Policy Considexr-
ations.)

26
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Issue Area 8: Cost utilization factors pertaining to service
delivery,

FINDINGS:

« Although expenditures for llead Start/EPSDT
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 lUead 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 not sufficient to sustain the implemen=-

tation of EPSDT/Head Start.

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 provision,
of EPSDT health services included Head Start
funds, leading to the conclusion that Head
Start provided the major financial support
to the collaborative effort.

PROBLEMS :

. 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 administra-

tive costs may have had an adverse impact
on the level of serviees provided.

27




POLICY CONSIDERATIONS :

.  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
system 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 program’as 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 monies received as a result of services
delivered to children referred by the proj-

ects.

. A sliding fee scale system might be imple-
mented, selectively, to facilitate payment
for direct services (to non-Medicaid eligible
families only).

23
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Issue Area 9: Technical assistance needs of the projects and staff
characteristics.

Technical Assistance Needs

FINDINGS :

. 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 tech-
nical assistance provided.

. The most frequent type of technical assistance
provided was in the form of workshop and in-
formation provision. :

PROBLEMS :

. 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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POLICY CONSIDERATIONS :

Administration and planning, as well as de-
velopment of coordination and 11nkages 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

FINDINGS:

. A majority of the EPSDT coordinators were
full-time personnel with some chlege back-
graund and several years of previous ex-
perience in Head Start.

. The organization of EPSDT, as an additional
respcn51b;llty for the Head Start health ser-
vice components, often placed severe strain
on existing staff.

PROBLEMS :

. Training of health and other staff for the
EPSDT effort was generally limited, and
consisted primarily cf OCD workshops.
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POLICY CONSIDERATIONS :

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 encouraged :to
recruit and hire persons with professional
background in the EPSDT/Medicaid program, who
would then be responsible for coordinating
Head &tart/EPSDT services. This position
might best be utilized were it made full-time
and placed under the supervision of the health
services ccordinator.
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II. BACKGROUND OF EPSDT PROGRAM AND THE COLLABORATIVE EFFORT

A. LEGISLATIVE HISTORY OF EPSDT

The 1967 amendmenis to the Medicaid pfévisians, 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 law on January 2,
1968 to become effective July 1, 1969 and they represented
several years' efforts by HEW foiéials to expand health and
medical care far 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 extegsive child health program was integratead intc 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, federal money for
child health services had been provided primarily through Title V
of the Social Security Act whicg had authorized screening services
since 1935 through Maternity and Child Health (supervision of
preventive services and well-baby cliﬁics) and Crippled Children
Services (diagnosis and treatment). In the early 1960's, there

was an expansion of health services for children at the federal
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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 each state to enter into
agreements with the Title V agency (Maternal and Child Health,

usually the Health Department) so that such agencies might be

providers of services 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 attributed 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 tcgbe 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 childrén’ages 0-6, with
services gradually expanded to include all youth up to age 21 hy

July 1, 1873.
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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 program by the specified time period.

E. DESCRIPTIOL 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 administered
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 EFSDT :an‘best be described
as programs which are administered on the basis of 49 separate

state plans which resemble each other only in their basic mianum_
requirements. (The state of Arizona does not participate in thé»i

Medicaid program.)
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Individual state plans provide varying definitions for Medicaid

and EPSDT services in several areas.

1. Eligibility level: All states must serve 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 to

be reimbursed for services rendered to the medically needy.
In some states, only licensed private physicians are
reimbursed; while in others, services rendered by neighbor-

hood clinics or nurse clinicians are reimbursable also.*

3. Benefit structure: Beyond the minimum services required

by regulation, the states have the option of determining
additional benefits, if any, to be offered to Medicaid
recipients. These benefits can be limited by utilization
controls. For example, California Medicaid recipients are
permitted two physician visits per month (except for EPSDT

services).

*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. Reimburscment rates: States determine the rate at

which providers are reimbursed for services rendered.
Reimbursement methods range from payment for "reasonable
cost" to a flat rate for specific services which bears
little relationship to the cost of providing the same

servicz in the private sector.

5. Billing and collection procedures: 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 Praviders. 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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’ Impact Upon the Delivery 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 EPSDT-eligible children. This
responsibility ihcludes such supportive services as outreach
(locating and informing families with eligible childrén about
the program) 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.

Because 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 EPSDT services has created a
major problem for planning and administration. Moreover, state
welfare agencies do not perceive that they have a primary rcle
in the delivery of health services, since most find their time

consumed in the administration of public assistance and social

services,
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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 preventive services and screening tech-
nigques 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 pediatrician, 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 séme likelihood of pathology

# 2

in a given area.

Therefore, the problems of implementing the EPSDT at the state
and local levels may reflect the lack of cénsensus;public and
professional--regarding the construction of a health care system
as well as certain inadequacies in that system as now operated
throughout the U.S. The General Accounting Office, in its

Janaury 1975 report on EPSDT*, cited several factors impeding

*Improvements Needed to Speed Implementation of Medicaid's Early
and Periodic Screening,sDiagnosis and Treatment Program. Comp-

froller 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 as 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 million children in low-
income families. (There are 13 million Medicaid eligible children
nationally, according to the House Subcommittee report.) Most of the
childreﬁ 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 health care delivery for children as

a first step toward evolving a truly comprehensive health program.

Head Start is a national demonstration 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 Children: A Case of Neglect Transcript
of Broadcast over the ABC Talev151gn Netwazk July 17, 1974, . 5

) ‘ o 1.
FRIC "3 T
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services. 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 enhance 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.tha 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 axrayed

with the parent and community as partners in the service delivery

process.

The Office of Child Development/DHEW, now the administeriné unit
for Head Start, has reinforced the program's priority goal of

achieving social competency among low-income, preschool children
through the issuance of performance standards. These standards,

revised as of July, 1975, set forth the goals and objectives of

and Health--which must be part of each Head Start program.*#*

*Head Start was an integral part of the Economic Opportunity Act
of 1964. 1Its most recent enabling legislation is the Head Start,
Economic Opportunity and Community Partner Act of 1974.

**a full discussion of the Head Start Program Performance Standards
is presented later in this report.
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Head Start now provides services to 350,000 children nationally, -
80% on an annual basis, through an annual authorization of approxi-

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 preséha@l ehilﬂren in low-income
communities. As of 1973, Head Start has also been viewed
as an appropriate community service to :écﬁuit and provide
services to handicapped children because of its intensive

outreach and integrated services approach.
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III. GENESIS OF THE COLLABORATION BETWEEN HEAD START AND
MEDICAID/EPSDT

In December 1973, the Office of Child Development (OCD) and
the Medical Services Administration (MSA)* jointly announced
a collaboration 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 ;llness, and linkage of the
¢hild 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 c@ope:atian
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 strategy of the collaborative effort was to utilize 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 Rehabllltatlan Service Unit
directly responsible for Med;eaid 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
Rehab;l;tatlcn Service.
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The plan called for Head Start to refer potentially eligible

children to Medicaid for certification. In turn, Médicaid

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 plén but required by

the Head Start Performance 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,-iﬁciuéing case findings,

transportation, public information, referral and follow-up services.

The Head Start projects were also assured that eligible children
would receive tﬁe EPSDT services to which they are entitled. 1In
addition, the collaboration effort called for projects to provide
services to non-Head Start children, inéluding siblings of Head

Start enrollees.
Technical assistance was to be provided as part of a national

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 sessians for the Head Start health
services coordinators and assist them in planning and implement-

ing the demonstration prégrami
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On December 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 Start 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

- .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 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.
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The criteria used by OCD to select grantees for the collaborativé
effort included: willingness to participate in the collaboration;
ability to implement health services for children; the state
Médicaid agency support of the collaboration; the project's
ability and willingness to enroll and serve all Medicaid eligible
Head Start children. For those projects serving ncn—Héad Start
Medicaid eligible children, it would be nééessary to identify af
significant number of children in the target area who were age
0-6. Priority wés to be given to programs able to enroll in
Medicaid/EPSDT the maximum number of Head Start chilarén who

were not presently served by Medicaid. A second, but important,
priority consideration was given to the ability to enroll in
Medicaid/EPSDT substantial numbérs of non-Head Start children who

were not covered by Medicaid.

Study Methodology

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

to provide for an evaluation of the Head Start/EPSDT Collaborative
Effort. The purpose of the evaluation, according to 0OCD, was to
assess the extent to which the collaborative effort had been
successful in achieving its goals and objectives by documenting

the outcomes of the demonstration program. Boone, Young & Associates,

Inc., was awarded the contract for the study in June 1974.
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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 were chosen within
designated target states. Examination of the 198 projects
revealed few similarities among the projects because of the

highly diversified nature of these programs.

tion of the thirty projects:

. identification of institutional barriers
to the implementation of EPSDT

. programmatic aspects of aeliverﬁ of health
care to children

. rural/urban characteristics
. Program size
. program sponsorship

. geographic dispersion within 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

Onefto two-day visits were made to 24 selected projects. The
pur;%se of the site visits was to obtain information c@ncerging
Partgcular issues surrounding the implementation of the Head
Start/EPSDT Collaborative Effort; for example, start-up %ctivity,

provider arrangements, and relationships with local Medicaid

agencies.

Data Collection Instruments and Recordkeeping System

A set of data collection forms designed for the stuﬂy served twal
purposes: 1) to obtain iﬁf@:matipn necessary to the evaluation;

2) té support local projects' recordkeeping activities, paiticularly
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 B, and'cagieg of the forms are

contained in the Interim Report.

Collected data were transferred to disks, permanent intake files
were created, 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 to varifquuesti@nable

or incorrect information. A sample print-out is included in the
Interim Report, along with detailed tables.

f




IV. ORGANIZATION AND OPERATION OF EPSDT

The Head Start/EPSDT Collaborative Effarﬁ was designed to show
that Head Start could be effective in increasing the number of
low-income, pre-school children recei%ing‘EPSD?- Th@se.Hegd; |
Start projects selected to be demonstration programs ﬁ@dified
their operations and organization to include aiministéring the
collaborative effort. The experiences of the Hea& Start proj-
ects iﬁ thé collaborative effort yielded detailed information
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
fort. The Head Start projects did not act with any uniformity
in the carrying out of their responsibilities. Some elected

to increase the salaries and work schedules of their health
service coordinators with funds from supplemental grants, while
a special EPSDT coordinator. The majority of the coordinators

completed high school, and many were nurses or college graduates.
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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 fall@wﬂup'énd referral

. training of staff members.

Befcréltackling the problems @ffaay to day égératicn, the co-
ordinator must sufficiently acquaint Head Start staff, public
‘service égenciés, community health care persénnel; and families
with the collaborative effort so that the administration can
proceed smoothly. Clearly, the effectivenéss'cf the collabora-
tive effort depends significantly on the competence and back—i
ground of the Ggardinatcr.‘ During on-site visits, individual

projects stated the need fg;_qua;if;eﬁf;@Drdiﬁatﬁrs; and the

successful provision of services to children bearsvthem out:

88% of children served were in projects with céardinatgrs who

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

in projects with coordinators who had prior health care experience;
and 70% of children served were in projects which had cccrdiq%-

tors working full rather than part time. On a negative, but '
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equally illuminating note, one project 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, certain policy considera-

tions become evident:

. Proper training of Head Start staff 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,effectivély, 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 su?port and material to sufficiently help thé‘sollabaza—
tive effort. A second potential source of infqimatiq; was the
health liaison specialist. However, many of the projects

indicated that the specialist was not available, and that abse..ce
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of a specialist was detrimental in that vital technical

assistance could not be obtained. Until they receive adequate

information from governmental agencies, Head Start projects

will continue to be intuitive and general in their adaptation

of the collaborative effort, often relying on their own re-

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 Startkpr@jects often encountered difficulties such as:

. the amount of supplemental grants did not
meet initial 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 framework, realistic planning for implementing the
program was virtually impossible. Because a result of the situa-
tion was a proliferation of resource allocation problems within

the demonstration projects, Head Start projects might be given

more technical supporf dn.developing their existing capabil-

ities. Moreover, OCD mig@;ﬂwish to _initiate a §y§tem§tig;plan

incluﬁingﬁ;;ggifi;ati@ﬂrfoépjgcﬁives and strategies for

’1anninrg
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Like any new undertaking, the Head Start/EPSDT Collaborative
Effort staff had to undefga a period of adjustment and of
consideration of new mades“af activity. Among the difficultiés
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 manetary reimbursémént;

and inequitable distribution of health care services. Thus, in

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

ects tended to rely én proven resources. This understanéable
tendency limited the expansion of services so that, for example,
while thé.pr@jects provided significant nutritional services
and séfeening for their own children, they did not provide as

fully for the non-Head Start children.

Supportive Services

Although the collaborative effort suffered because of insuf-

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

the program rather than on recruitment of new participants.

Voluntary agencies contributed only negligibly to the effort, -




=50=-

often because of their lack of resources. That valunte%rs’
could be incorporated into the effort was demonstrated by one
or two projects who solicited them; one project, for examplé,
utiiized the local university students and another used VISTA
workers, |

Some Head Start projects did constructively iﬁterpret the
intention of the collaborative effort with regard to non-Head

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

scope of supportive services for these children could be broadened,

toward which end Head Start staff can develop productive working

‘relationships with both public and voluntary agencies. The local
‘welfare office, for example, might é@rk closely Qitthead 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 EPSDT, 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--because the local welfare agency refuse

to supply a list of Medicaid siblings--and the Danville prgjeé;ﬁs

fRIC 93
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because they decided they had neither the time nor the resources

for recruitment. Those projects that did engage in outreach

generally focused on siblings; thisxgaal of reaching siblings
was determined by practicality. Applications of Head Start‘
children could be used to identify non-Head Start siblings whesé-
parents were probably amenable to enrollment of the sibling o
because the Head Start child was already receiving Sarvicés,
Head Start projects that did not concentrate on Siblingslused 7v
such documents as the local welfare éensus't@ obtain names of

potential EPSDT enrollees.

Many projects facilitated their outreach efforts by seeking f@
enroll previously Medicaid certified, non-Head Start childféﬁ

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 requirements for Head Start and Medicaid.

To alleviate this difficulty, Head Start enrollment could

@ggameﬁthé,ba;isrf@;iautamat;grmédicaidrgertiﬁicaticn, Should

Head Start/Medicaid eligibility become simultaneous, the EPSDT
would be more effective, and the Head Start projects would be

more likely to be reimburséd, if their services are covered by

‘the state plan.

Once the names of potential enrollees are obtained, Head Stact
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staff must employ outreach methods to actually recruit non-
Head Start children. The most effective outreach was accom-

plished by the Parent Involvement Component. The staff, the

‘parents, and community people who comprise this component have

experiential knowledge of the structures and psychology of the
families of potential enrollees and are thereby in the best

position to be successful recruiters, It should be recognized
that any parent involvement is the most eloquent statement in

suppoxrt of EPSDT, and that wherever possible, especially in

light of adult mistrust of government agencies, Parent Involwve-

ment Component activity should be encouraged and strengthened,

Other outreach methods employed were less successful, with door-—
to~door canvassing the most effective aftex Parent Involvement
Component activity. Othexr potential methods: mass media, com-

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

“frequently. Bilingual approaches fell into the overall pattern

discussed above with even less frequent use of non-personal

contact methods.

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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services to Head Start children were tracked and verified more

completely than those to non-Head Start children. A reason for

this is that Head Start is the responsible agency for its own,
while it often shared responsibility for non-Head Start children
‘with public agencies. On-site observers rated tracking good

to excellent for Head Start children in approximately 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 area of recordkeeping, Head Start children.again have a
better 5hawing; Although OCD guidelines spééified that indi-
vidual records be maintaiﬁea 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 wnen the stafﬁ nemn—

ficient forms.

The Head Start/EPSDT Collaborative Effort was initiated to
demonstrate that more Medicaid certified children would receive
EPSDT benefits through Head Start recruiting and administrative

activities. Unfortunately, Head Start efforts at securing

cgrtifigatign_fagAparti;igating children, especially for new, -
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non-Head Start children, were very minimally effective: averaging

6% for the non-Head Start children and 31% for Head Start children.
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V. CHARACTERISTICS AND PREVIOUS CARE STATUS OF PARTICIPANTS
IN THE HEAD START/EPSDT COLLABORATIVE EFIFORT

A. CHILDREN PARTICIPATING 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-out
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 were not submitted. And in one case--Worcester--service
to non-Head Start children consisted of simply informing the
Head Start parent, at houe interviews, that siblings were also
eligible for EPSDT. This project did not complete intake forms
or identify siblings of non~Head Start children who participated
at intake, nor did it attempt to insure linkage or follow-up for

the non-Head Start child. Medford reported serving 1,650 non-

¥The material herein 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 Participation

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 DbjécthEE of the collaborative
effort.

. Many projects saw their function as providing
public information rather than providing or
arranging for direct services, which requlred
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 PEICEPtlén of the project staff leDI 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 ccllabcra—
tive effort. Some pr@gects 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 obtained--from
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 limited 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 Start

children were Medicaid certified.

*Only Regions I1,I1I, 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 Ercge~;s
to utilize community resources accounts for this phénomena. . n
regions where few outside resources were available, sexrvice
estimates tended to be more modest. :
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B. MEDICAID STATUS OF PARTICIPATING CHILDREN

Although only 35% of children served during the first year of
the @ollaborative effort were reported as Medicaid eligible,
49% were eligible by the end of the year. At intake, 37% of
the Head Start children and 35% of the non-Head Start were
Medicaid eligible; 37% and 84%, respectively, 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.

. Differcnces 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.

Medicaid Status Cumulative/End of Year

The probability that Medicaid eligibility was a highly unstab{a

status and the turnover rate within the individual projects
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probably accounted for the decrease in the number of Medicaid
eligible children by the year's end. Changes in eligibility
status disrupted the smooth delivery of services. For instance,
a child classified as eligible for EPSDT and referred for screen-
ing might become ineligible by the time of treatment. Clearly,

not 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

to determine Medicaid status.
C. MEDICAID GERTIEICATIGN STATUS OF PARTICIPANTS

Certification differed from eligibility in that it referred only
to those children actually 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 among projects
in their eligibility screening and certification procedure or
their knowledge of the state Medicaid eligibility requirements.
Some prﬂjéﬁts may have reported as Medicaid eligible only thas;

children certified at the time of intake; whereas others might
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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 pétentiaily
eligihle children from applying for Medicaid., Head Start involve-
ment in certification aid ranged from staff members providing in=-
formation and arranging transportation to staff members making
personal appearances, assisting in preparation of documents,. and

setting up appointments.

An analysis of Certification and Total Participation data show

that 49% of all children participating in the collaboration
were Medicaid certified. At the regional level, the percentage -
of cumulative certification to total participation ranged from

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

A comparison of Medicaid certification status prior to intake and

Medicaid eligibility at intake revealed that 92% of all eligible

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 program. Both patterns held across all regions.

Of all children remaining in the program or in contact with the
program at the end of the year, 44% were Medicaid certified.
Regional variation ranged from a certification rate of 19% in

Region VI to 72% in Region X. For the Head Start population,
A -
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the range was from 16% to 62%. This variation might 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 non-Head
Start children who were siblings of Head Start enrcllees in-
creased to 71%. Notable differences existed in Regions I, III
and IMPD projects where the greater proportion of non~Head Start

children consisted of non-siblings.

D. PREVIOUS HEALTH CARE: SCREENING OF HEAD 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, collected from intake forms completed by the proj-

ects is necessarily related to the parental ability to recall

the child's health care history.

Oon the national level, 22% of the Head Start children 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 children had
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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 heélth 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 screened; the selected project
percentages were 79% and 45% respectively. The IMPD projects
were the principal deviantd, with respective figures of 56% and

52%.

Contrary to expectation, Medicaid certification (41% of Head
Start children participating in the collaborative effort) did
not strongly influence the receipt of screening services.
Nationally, 71% of the Medicaid certified and 70% of the non~
Medicaid certified received screening. In the selected projects
the majority of previguslylenralleﬂ Head Start children had bheen
.sefeened prior to intake, although there was marked deviation

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

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

A profile of treatment (medical, dental, mental health, and
nutritional) received by Head Start children during the year
prior to enrollment through the collaborative effort yielded

the following information:

1. Medical sexvices

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 d;splayed
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, one factor that may
account for the impact of classification both in the
selected PijEGta and in the regions which had d4if-
ferent patterns is that State Medicaid plans differed
in the availability of treatment services. These
differences would govern the receipt of sexrvices by
the Medicaid certified.

2. Dental Services

Nationally, approximately one out of three and in the
selected pIQjEGtS, 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. Mental 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%. Interestingly, 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 nation-
wide in that the other or unknown status had a
slightly higher shaw;ng than the eligible and
certified.

4. Nutritional Services

Nutritional services were received by only 3% of
the Head Start children ngtionally, and 1% in the
selected projects. The IMPD regional data showed
24% but the IMPD selected projects showed a less
frequent receipt of serviges (in EKPlanatan, two
of the three selected IMPD projects are in Muntana
which has no provision for nutrltianal 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:

i. Screenin:

73% of the national total of 6,002 ngnaHead Start
participants were Medicaid certified and 66% were
siblings. Of these, 59% were screened prior to
participation. In the selected projects, 82% of
the non-Head Start children were certified and

75% siblings; all the non~certified were siblings.
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0f 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 ont 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 majority in the selected
projects were siblings (except for Baltimore
where no non-~Head Start children in this category
were siblings) and about half across tiie nation
were siblings.

4. Mental Health Services

Nationally, whereas 6% of the Head Start populaticn
received mental health services, only 3% of the non-
kead Start children all into this category (the
IMPD projects, howe ar, indicated 11%). The
selected projects iared better with 7%; the high
incidence of Medicaid certification in the selected
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 cextification
played little role for Head Start children.

68,




5. Nutritional Services

Nationally, 4% of the non-Head Start partici-
pants received prior nutritional services;

more 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 with mental health, nearly all
of these children were certified and siblings.
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VI. INDICATORS OF EPSDT PERFORMANCE

Introduction

A significant task for thié evaluation study was to ascertain
the effectiveness of the Head Start projects in obtaining EPSDT
reimbursable services for Medicaid certified children--both
Head Start and non~Head Start--and for nen-~Medicaid eligible
children, to determine the extent to whiwh health services were
provided or obtained in relation to the :-hildren's Head Start

enrollment status.*

In order to accomplish this task, several indicators to measure
effectiveness were established within the following parameters:

(a) the extent to whigh children fegéivéa 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-
léatign and Head Start enrollment status. These. indicators were

based upon the assumption that increases in thé numbers of-

children receiving health services, particularly through EPSDT,

¢an be attxributed to the collaborative effort.

*Detailed Tables (XVIA through XVIE2) are available in the
Final Report.

ERIC 70




-68-

Children Screened During Program Yeaxr

The total number of children screened increased Eaurf@l@ from
the twelve month period immediately prior to the Head Start/
EPSDT Collaborative Effort as reported by 147 projects partici-
pating. Of the 95,997 children screened nationally, vvd vere
enrolled in the Head Start program itself compared to 90% |
previously. For the 23 selected projects submitting data, there
were 7,424 children reported ég screened, compared to 2,616
previously, an iﬁérease of 3 to 1, and 92% of these were Head

Start enrollees.

All regiané 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 ratio
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 Regiong IV and VI.

Selected Projects

‘ There was a threefold increase (6,883/2,616) in the total number
] L _

I

v . of Head Start children screened this year in the selected proj

ects as compared to the number previously screened. The )
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largest number of Head Start children screened wés reported by
Cleveland (2,456).* For projects that had reported previauslf,
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 Eugeng:ég

reported the sane ¢r a decrease in the number of children

s e R g

screened this vear.
¥

Only 34% of the Head Start children screened had been pre-
viously enrolled in the pregram. This incidence was higher
than the 29% of previously enrolled Head Sta:t children who

had been screened prior to the collaborative e%%ﬁrt;, 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 certification
had any bearing on the total number of Head Start children
screened, since 50% of these children (3,470 out of 6,883) were
Medicaid certified 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 services through the EPSDT system.

*Cleveland, having by far the largest enrollment, often accoun .8
for the vast majority of children in many categories in the
following discussion.
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Of the projects répcrtéﬂ, there were 541 non-llead Start children
screened this year, an increase of less than 50% from thmse
reported screened prior t@‘the collaborative affaft. The
majority (65%) of the non-Head Start children screened were
siblings and, for 7%, their kinship félati@nship to Head Start
children was "other" or not known. Most of the non-Head Start
children screened (500 out of 541) had not been g:eviausly |
enrolled in Head Start. For these non-Head Start children,
Medicaid certification may have iﬁfluencéd the receipt of screen-
ing ser%ices, given that a greater proportion of them were
Medicaid certified as compared to the Head Start éhiiéren. of
the Medicaid certified group, the majority (62%), were siblings

of Head Start enrollees.

Children Completely Screened

Aggregate Totals

-

Nationally, 31% received the complete package of screening ser-
vices as recommended by the local Head Start Health Advisory
Committee. For the selected projects, 70% received complete
screenings. (Either selection bias or the sensitivity of the
projects to completing the gscreenings because of their special
status may have accounted for this wide variation.) Head Start
children were by far the majority (81%) of those children re-
ported as completely S§réeneﬂ. However, only 29% of the lead

Start children screened had complete services--24,884 out of 82,782.
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The proportion of non-Head Start children who had camgletav
screenings ﬁatiDQally was slightly higher at 34%. Three
regions=~Regions II, VII, and X-=-greatly exceeded this percent-

age at 50%, 55%, and 50% regpectively.

Selected Projects

The Head Start children enrolled in the seleétea'Prcjécts.usually
received complete screenings, representing 73% of the total
screened, Moreover, 17 of the 22 projects rép@réing.indigated
even greater proportions of completely screened Head Start
chiléraﬁ than the average cited above, with Amarillo stating that
all of its 626 children were in this category 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. 1In
Paterson, where all non-Head Start children were completely v
écrEEﬂed, three out of four were siblings and over 95% had not
been previously enrolled in Head Start. For Medicaid, 8§9%

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

dren (283 out of 331) were siblings.
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Screening Incomplete/Follow-up Required

Aggregate Totals

-Follow—up sarvices ﬁeré required for the majority of children
screened nationally (68%) because such services had ngt b§en
completed. In contrast only 29% of the total children screened
in the selected projects required follow-up services. The data
is insufficient to determine the nature of screéning services
still needed, BAlso, there is no information regarding the
relatignship"betweeﬁ 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 to 69% for Head Start
children. . Interestingly, the IMPD projects reported only 1% of

their non-Head Start children as having incomplete screenings.

¥

oty

Selected Projects

i
§

About 28%' (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
Head Start children receiving incomplete screening. For these
projects, the majority or all of their Head Start children re~-
quiring follow-up had not been previously enrolleéi In this
instance, their behavior did not differ from other projects
having ¢reater numbers of Head Start children needing £ollow~
up.

\lsl’-

Only 26% of the non-Head Start children screened required follow=- .
up services, and most of these (136) had not been previously en-
rolled in Head Start. Nine of the 16 projects reporting stateﬁ
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
taotal number of non-Head Start children in this category, 82%

ware Medicaid certified.
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Children Diagnosed/Evaluated

Aggregate Totals

There were 9,197 children who received diagnostic or evaluation
services during the program year, of which 85% were currently
enrolled in Head Start. For the selected projects, 1,890 were
reported to have received these services and 94% of these were

Head Start children.

No information is available tgvéeﬁermine whether the diagnostic
services received were as a result of the screening. However,
if such assumption can be made, then less than 10% of Ghiiéren
screened nationally were also diagnosed, and f%r the selected

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

be exercised in considering this data since there is no evidence

of a sequeriial relationship between screening and diagnosis.

According to recent hearings before the House Subcommittee on

Oversight and Investigation (October, 197:)* only 15% (1.9 mil-

*Op. cit.
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lion of the 13 million children eligible for EPSDT; had been
screened by 1974. 0Of these, nearly one-half were found to

need additional diagnosis and treatment services. Therefore,
the Head Start projects appear to be much lower than the
national experience in this regard. All regions, except Regions
III, VI, and VII which reported much lower percentages at 44%,
7%, and 4% respectively, followed the national pattern in rela-
tion té the proportion of children diagn:. -~d compared to those

screened.

Selected Projects

0f the Head Start children screened, 26% (1,791 out of 6,882)
received diagnostic services, and Cleveland accounted for over
50% of this group (975 out of 1,791). Of the Head Start children

diagnosed, 89% had been previously enrolled in the program,

Less than half (47%) of the total ggmber of Head Start. children
who received diagnostic services %éﬁe 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 oi Head Start children
as Medicaid certified. For example three of them-~Trenton,
Paterson and Springfield--stated that all their Head Start

children receiving diagnostic services were Medicaid certifier .

§
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Only nine projects reported non-Head Start children being
diagnosed as compared to the 21 projects reporting Head Start
children in this category. A total of 99 non-Head Start chil-

dren were diagnosed among the nine projects.

Children Treated

Aggregate Totals

O the national level, 10,799 childrgnpweré reported as treated
during this year. This represents almost 11% of those screened;
but again there is no evidence that suéh 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 treatment,and since both are usually provided at

the same time.

It is probable that many children, particularly those with
acute symptoms (colds, stomach éilments, fractures, ate.), were
referred directly for treatment without an antecedent diagnostic
examination. Telephone inquiries to a few projects gubstan-
tiateé ﬁhgt they did indeed refer children directly fox treat

ment either because the medical problems were acute or hecause
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the condition had been diagnosed and/or under treatment priéf

to the collaborative effort.
0f the children reported as treated, 81l% 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.

selected Projects

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. Clevelahd's Head Start population (1,324) constituted

the majority ci .= ﬁhildféﬁ_treated;bthe next highest was
Amarillo with 14s. Most of the projects (16 out of 21) reported
that the majority of the Head $tart children treated had not |
been in the pregram previously. The majority (56%) of Head
Start children treated were either ineligible for Medicaid or

their status was unknown.

As was the case with diagnosti¢ services, few (95) non-Head
start children were treated, and these constituted 17% of the
total non-Head Start papuléti&n 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 (91 out of 95) had not previously been
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enrolled in Head Start. The majority of the non-Head Start .

children (84%) were Medicaid cerxrtified and most (67) were

' 4 .
L

siblings.

Children Treated by Type of Unit of Service

Children Treated by Type of Unit of Service refers to the fre-

gquency that specific treatment services were provided:

. Acute/Chronic refers to treatment services
provided for medical problems which were
eplscalc or ongoing in nature but d4id not
require surgical intervention or corrective

aeviges.

. Surgleal/éarrect;ve refers to the applica-
tion of surglcal procedures (in or out-
patient) or prosthetic devices (eyeglasses,
hearing aids, orthopedi¢ appliances) to
alleviate a medical problem. =

. QOther refers to treatment services provided
but not ccvered under the above two categories.

Aggregate Totals

There were 28,655 units of treatment services provided to
children nationally during the yéar; which would suggest that

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

28,655 (treatment units = 2.6 treatment units
per child).

10,799 (children treated).

Bi
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Acute/Chronic treatment was by far the most predominant type

of service provided at '3 of the total (24,015 out of 38,655);

Surgical/Corrective treatment was the least prevaleﬁt service
provided during the year, 2,149 units of service. 'For Other

units 2,491 such services were reported.

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

to Head Start children. At the selected project level, an even
greater proportion (95%) of these services was given to Head

Start children. Region IV had the highast number of §§gt§[ch§enig

services provided: 40% of the national total, and Region III,

’ . L Comme
the lowest. Interestingly, Region I provided a greater numbern
of these units to non-Head Start children, 1,294 out of 2,397

units reported.

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

treatment units (79%) were also provided to Head Start children,

both in the selected projects and regionally.

Selected Projects

There were 10,189 units of treatment services provided to Head
Start children in the 19 selected projects submitting data.
Fach Head Start child treated received 5,6 units éf;sérfiéé;br'M”VH

double the national rate, with acute/chronic services again tr :
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most prevalent (95%), and with only 730 surgical/corrective

units and 182 other reported.

The majority (59%) of acute/chronic units went to lHead Start

children who were previously enrolled in the program. Most

(55%) of the acute/chronic units were provided to Head Start
children cla=— . ied a.. ineligible for Medicaiﬂ or as status
unknown. Most of these were provided to Head Start children
in Cleveland, Amé:illc, Appleton, Kingston, and Lubbock. The
majority of the remaining proj 3, 13 @ut-cf‘lg, indicated
that the greatest proportion of these unité went to Medicaid

certified Head Start children.

A total of 730 surgical/corrective 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-i a total of 182 Other treatment

units being received by Head Start children; in eight of the
eighteen, none of the concerned children were previously en-
rolled in Head Start. The majority of the Other treatment

services went to Medicaid certified Head Start children.
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A total of 448 units of treatment provided ﬁa non-Head Start
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 unit with a frequency of 95%, compareble

to that for Head Start children. Only two units of surgical

corrective services and nineteen Other treatment units went tc

noli~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.

; 1a£ge majority were - dicaid certified and thE!pIEFGndéfant
numi 2r (333 out of 3€6° .ere siblings. Only two projects --

Leominster and Appletun--ruported acute/chronic units of ser-

vice being received by non=Med:.caid certified ch’ildren not
currently enrolled in Head Start. 1In this group of 23, 18 were
siblings. Interestingly, for these two projects the majority

of treatment services went to non-Head Start children.

nly Appleton reported surgical/corrective 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

Ghiléren, seventeen -7 which ﬁéré given to non-Head Start

children not previously enrolled in the program. The majority
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of these services went to Medicaid certified children, of whom

over 78% were siblings of Head &tart children.

Children Requiring Follow-up

Aggregate Totals

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

diagnosed or treated nationally required follow-up services.

The vast majority (89%) were at that time enroliled in the
selected projects, and 43% of the children diagnosed or treated
during the year needed further services. Regionally, there was
general adherence to the national pattern except in Region VTI,
which had a much lower incidence of children needing follow-ud

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

Selected Projects

In -wenty-two sclected projects 3,799 llead 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 reported greater proportions of children
needing follow-up than the average rate for the selected proj-
ects. Medford and Eugene, on the otiaer hand, indicated that |
" most or all of their Head Start children diagnosed or treated

did not ﬁeed follow-up.
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Most (64%) of the Head Start children needing follow-up had

not been in the program previously; Fort Peck was the only proj-
éct with a greater proportion of previously enrolled. Less

than half ~f the Head Start cliildren (853 out of 1,813) were
Medicaid certified, although most of the projects rep@rted’that

over ;0% of their Head Start children needing follow-up were

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

or treated during the year required follow-up Eervices:wréf
the fourteen projects reporting non-Head Start children
diagnosed or treated, five stated that none of the children
neecded 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

ghiiﬂféﬂ,RéCéiYin9,D%Dtﬁi;ﬁefviiés

Aggregate Totals

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

- KR
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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 secrvices for

children.

0f the total group of children receiving dental services, 87%
were Head Start enrollees. The greatest increases from the
previous reporting period occurred in Regions I, IV, and V with
ratios of seven to one, six to one, and six to one, respectively;
however, in Region 1II, the number of children »"yceiving dental

services decreased 19% from the previous year.

Selected Projects

Twenty-two projects reported a total of 6,167 Head Start children
receiving dental services this year. This is a fivefold 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==ig§iﬁated that none of their Head
Start children were previously enrolled, whiie three projects--
Baltimore, Cleveland and Fort Peck--reported that the majority

of their children had bee:n.

Qr7
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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
lHlead 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 receiving dental services. This represents about twice as
many as reported previously (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 .iun-Head 3tart children in this category were
accounted for in Cleveland (225), while Cook County and East

St. Louis were the rowest . .h two each.

Of the 16 projects reporting, eight stated that none 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 recéiving dental

services (339 out of 366).

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

were siblings of llead Start enrollecs. 1In Baltime however,

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

siblings.

Children Treated by Types of Units of Service

Aggregate Totals

The projects wers asked to indicate the frequency with which
children participating in the collaborative effort received
dental assessment, i.e., formal s:zeeningéas preventive care,
and treatment services. Nationally, the total units of dental

services provided wore 53,683, of which §sséssmgnt,é@nstitﬁtad

the greater proportion, 36%. However, for the sele”' "7 nroj-
ects, the total units provided were 15,073, of wh- “Hh% ware
treatment services. There is no information 15 2. .at for
this difference except the probability that the selectad proj-
ects may have placed special priority on obtaining treatment

services under the :ssumption that these had greater health

significance.

The number\@f dental service units prcviéeé per child is not as
great compared to the medical services average. Nationally,
edch child received a little over one unit of dental services
and in the selected projects the rate increased to 2.3, again

reflecting more concentrated activity by the projects.



Headd Start children received 'L vast majovity, £9% cf the

assessment services provided nationall.. The largnst cunber of

units given in a region occurred in [ejicn IV with 9,375 units
reported (33% of the national total), but Reg.on 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 v~ largest number of units relative to

Head Start children.

Eelected Projects

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.

Of the 6,117 dental assessment services provided, 62% (3,853)

went to Head Start children not previously enrolled in the pro-
gram. Three prcjects--Leominster, Trenton, and Eugene--reporte
that ncne of their Head Start children were previous enrollees;

however, Four others reported previous enrollees in the majority.
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One half of the Head Start children receiving dental assessment
were Medicaid certified, and the rest (2,960 out of ¢,117) were
primarily Medicaid Other. Four projects--Trenton, fatersan,

East St. Louis, and Springfield--had 80% or more of tﬁeir Head
Start children listed as Medicaid certified. Lubbock, Cleveland,

Kingston and Amarillo had Medicaid Other in the majority.

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 Clevelanrd 76% had

been previously enrolled.

49% of the dental treatment services went t> Medicaid certified
Head Start children. Iﬁ‘Patersan, and Springfield all of the
Head Start children receiving dental Lreatment services were
Medicaid certified. Cleveiavd, Xingsten, Lubbock, Amarillo and
El Centro indicated that a major.ty of lae Head Start children

were either ineligible or of unknown status.

Non-Head Start childre: 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 mcst predominant
service pro ided, but for non-Head Start children. the percentacse
rate was higher at 755 than that reportced for Head Start enrcgﬂées;

Of the .64 dewtal assessment services provided, 93% were given

R ( R 91 . ; i A i S - PG W
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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 majcv. 7 of

whom were siblings. Most of the non-siblings were a .o -.licaid
certified, but the majority of non-Heard Start who were Medicaid
Other either had no kinship rel” ‘-mship to Head Start children

or were of unknown familial re . - ship.

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 providedl to non-Head
Srart children who were Medicaid certified (603 out of 643), and
79% were siblings. Cleveland accounted for 455 of the Medicaid

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

Cases Completed

Aggregate Totals

_Opiy 40% of the children receiving dental services had completad
services. Of these,lso% or 18,104 were Head Start children. . or

the selected projects, thr ompletion figure was 91%. Two regions
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had rates of completion which far exceeded the national average--
Zegion III with 89% and Region IX with 60%~--while two other
regions had relatively low percentages--Region I, 26% and tie

3 projects, 37%.

Selected Projects

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 Semgicés; Of these, 38% or 2,156 of the
children were previously enrolled inAHead Start. All projects
but Cleveland had, as a majority, Head Start children who were
not previously enrolled. Forty-nine per cent of the cases c@ﬁ?

pleted were of Medicaid certified Head Start children.

Limost x11 the non-Fead Start children receiving dental services
(357 out of 366) had completed cases comparable to the experience
of Head Start childyen. For the completed gruip, a majority
(328) were not previous enrcllze: .  light Pr@jects,.haweverf
reported a ;ajarity of previous - ilees. Again, a major por-
tion (87%) of the non-Head Start children with completed cases
were Medicaid certified and the majority of these were siklings
(272). Baltimore huad the greatest number of non-siblings not

part of the Head Start program and they were Medicaid certified.
¥
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Cases Requiring Follow-Up

Aggregate Totals

The majority of dental Serv{ces 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 futher assistance. Three
regions exceeded the national average--Regizn I at 73%; Region
IT at 67%; and Region VIII at 60%. 1In Renion III, only 10% of

the children receiving dental services nsaied follow-up.

Selected Projects

i@w «f the Hea . Start children (10%) receiving dental services
in t.» a.lecr2) projects needed follow-up. The largest number
of Head Start children reported in this category cccurred in
Dayton (176), with the next highest being Fort Peck (122).
Intere=+ingly, Cleveland, which had the highest number of Head

gtart children treated (2,284), stated that none needed follow-up.

Four out of five children needing follow-up had not been pre-
viously enrolled in Head Start. This pattern held true for

all pr@jects'except Baltimore and Fort Peck, where the majority
of Head Start children who needed follow-up were previous en-
rollees. Approximately 60% of the Head Start children who nce..ed

further services wers Medicaid certified.



Seven projects reported a total of 25 non-Head Start children
needing follow-up, less than 1% of the total number of such
children-receiving dental services. O0f this group, 20 were not

previously enrolled and 17 out of 25 were Medicaid certified.
D. RECEIPT OF MENTAL HEALTH SERVICES

Children Receiving Mental He = Services

Aggregate Totals

wationally, 9,623 children received mental health services, com-
pared to 2,450 previously reported, representing a iourfold
increase. Of this group, 92% were enrolled in Head Start. For
the selected projects, 3,014 children were reported to have

received nental health services, wumpared to 290 previously, a

fourfold increasc.

A majority of the ragions, eight out of eleven, repcrted at
least twice the number of mental healtn servi 2pared to
those provided prior to the collaborative effor © regions--
I and IV--had increases igher than the nationail aﬁegagg, at
1100% and 400% respectively. Region III, however, reported a

decrease in the number of children receiving mental health ser

95
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vices this year, while Region X registered an increase of only

1%-

The greatest proportion of Head Start children relative to non-
Head Start children receiving mental health services this yeaw
was in Region V (340 to 3). Region VII ha. 10 non-Head Stert
children receiving mental health services. Region X had.a lower
differentiai between Head Start and non-Head Start in thié 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). Regicns V, VII, and the

IMPD projects reported fewer non-Head Start chiidren receiving

mental health services than those previously reported.

Selected Projects

The total number of Heazd 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 reported this year [2,197 out
of 2,946]). Fifteen projects had five or fewer Head Start chil-

dren in this category.

*Bugene did not report any children in this category.
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The majority of the Head Staxt children, 51%, were previous
enrolleacs. (Cleveland accounted for 1,424 children in this
group.) However, nineteen of the twenty-one projects, listed
a grealer number:of Iead Start children as not previously on-

rolled.

Fifty percent of the llead 5Gtart children receiving mental health
services were leclicaid certified; Cleveland had 1,007 out of 1,446.
Slightly more taan half of this particular project's Head Start
children were Medicaid Other. Thirteen prajécts 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 Head Start children
in this category.

fgf
Six projects (aéicéﬁpared to three for lést year) reported a
total of 71 non-Head Start children receiving mental health
services this year, a 12% increase from the year prior ﬁc the

collahorative effort.

Billings had the highest number of non—-Head Start children re- -
ported (27) and Leominster was next with 19, Over three-quarters
of the non-Head Start children :ecéiviﬁg mental health services

were not previous enrollees,

One half of the non-Head Start children receiving mental heait.

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

a7




Non-siblings constituted the majority of thosc non-licad Start

children recorded as Medicalid Qtber.

Children Psychologically Tested/Evaluated

Aggregate Totals

Of the 9,623 children receiving mental health services Ehis year
nationaliy, 92% were psychologically tested. Although the
nature or extent of this testing is unknown, it is probable,
given such a high incidence, that the tests were primarily an

assesgsment procedure.

The vast majority of the children receiving these evaluations
were Head Start enrollees. For the selected projects, 97% of
the children served were tested, and 92% of them were part of

the Head Start program.

All the regions except Region I reported substantial portions
(at least 77%) of the children receiving mental health services

as being tested. Except for Regions V and VII, all others in-

dicated that the children tested were préﬂéminaﬂtly in the Head

-5tart program.
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Selected Projects -

In twenty projects 98% of the Ilead Start children served
received psychological evaluation. Cleveland was the highest
with 2,197 and Billings next, with 148. Paterson, Last 5t.

Louis, Port Peck and Fresno had no wore than two each.

Even though the majority (51%) of the llead Start children being

ted were previously enrolled, most of the projects indicated

i

a grgater number of their Head Start children as not previously
enrolled., Over half of the Head Start children tested were

Medicaid certified, with 49% cited as Medicaid Other.

Only 4L,n@nsﬁead gtart children received psychological evalua-
tions and these were all in three proiects--Trenton, Cleveland
and Billings. - None of these childrén had been in Head Start
étevi@usly. Of these non-Head Stért children, 68% were Medicaid
certified, and most were siblings. Non-siblings, however, con-
stituted the ﬁajarity of both Medicaid certified and Other

children.

Children Referred

Aggregate Totals

Only 13% of the children receiving mental health services

a9
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nationally were referred for further services. 'There is no
informaticn regarding the extent that rcferrals occurred as a
result of psychological testing. For the selected projects,
“the referral rate was much lower at 5%. llead Start childrer
represented 90% of the group referred (1,177 out of 1,260).
Five regions--Regions V, VII, 1IX, X, and the IMPD projects--

reported under four non-~Head Start children recferred.

Selected Projects

or abgut 6% of the children receiving mental health services
this year. Appleton had the highest,nﬁmber of Head Start chilé—
ren&referred (45). East St. Louis and Fort Peck did not report -
any children in this category. Cleveland, with ﬁhe:highest
number of children receiving mentai health Serviées, reported

eight referrals, a rate of less than 1%.

Eighty percent of the Head Start children referred were not
previously enrolled; 53% of the 179 referrals represented.
Medicaid certified Head Start children. In five projects, the

majority of the referred children were Medicaid Other.

Only six non-Head Start children were referred for mental health
services and these were from Trenton, Cleveland, and Billings.
" None of the children were previous enrollees, and two out of tiree

were non-siblings who were either Medicaid certified or Other.
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Children Counscled

Aggregate Totals

‘Counseling services were received by 16% of children nationally
receiving mental health services. Again, it is not known
whether these services were a consequence of psychological teéts
ing. For the selected projects, counseling service was pro-

vided at a rate of only 4%.

Regions III and X reported considerably higher rates of children
counseled relative to the receipt of mental health services--
92% and 51% respectively. The fétes;far the other regions
ranged from ten percentftﬂ 33%.

Head Start children representéa the greater proportion, 89%, of
those counseled natienallyi Fcf the selected projects, Head’
Start children accounted for over QQ% of the total group coun-
seled. Six regions reported under five non-Head Start children

counseled,

Selected Projects

Elqhteen prcjects regarted @nly 4% of the Head Start children
who rec21vad ment al hLalth services alsg recalved cgunsellng.
* Kingston had the highest number with 19, while Paterson and

Fresno cited only ‘one Head Start child each..
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‘Almost three-quarters  (74%) of the lead Start children counscled

were not previous enrollees. Although six projects had no
previous enrollees, .four others stated that a majority of their
Head Start children who were counseled had been previously en-

rolled.

Of the 157 Head Start children counseled, 56% were Medicaid
certified. In 11 projects the majority of the Head Start
children were certified and in two--Paterson and Baltinore--they
all were.

Only six nén=Head Start children WEIE-CéuﬂSEléé,Iaﬂﬂ they ﬁad
the same characteristics as those cited for the group that was

referred for further services.

Cases Completed

Aggregatr. Totals

Most of the children (84%) receiving mental health services
nationally had completed cases. For the selected projects, the

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

 dren were the predominant part of this group. There was wide

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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%electgderqjécts

Twenty projects reported that of the 2,946 Nead Start children
receiving mental health services 91% had completed cases.
Cleveland had the highest with 2,175; Springfield, Billings

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

- Of the Head Start children whose cases were completed, 52%
had been previously enrolled. Seventeen projects, however,
had a majority not previously enrolled, and none of them re-

" 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 services as Medicaid certified.

Seven projects reported a total of 71 completed mental health
Qases:fér non~Head Start children (Kingston reported three in
this category even though it had not indicated any non-Head

Start children receiving mental health sezviges)_ Almost three-

quarters (74%) of these non-Head Start children were n@t'prés i

. ~:§% Lo s

viously enrolled. IHalf of the non-Head Start children were

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

made up the maj@rityléf Medicaid Other.
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Again, almost three-—quarters (74%) of these Head Start children
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Children Requiring Follow-Up

Aggregate Totals

Az expected from the rate reported for completed cases, only
15% of the children served for mental health'purposes needed
further services, and the major. portion of these were Head

Etart enrollees (94%)., For the selected projects, only 3% of

- the children required follow-up and Head Start children were iﬁm

the majority here also. Thrce regions deviated markedly from

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. . o

Selected Projects

Only 5% of the Head Start children receiving mental healih

services 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.

had not been previ@usly enrolled. "Of the 17 projects reporting,
12 stated that a majority of their children were not previousl

enrolled.

104
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About half of the Head Start children requiring fGliGWsup ser-~
vices were Medicaid certified. Nine projects had a greéter
number of their children as Medicaid certified, and five proj-

ects had the majority as Medicaid Other.

Billings was the only project reporting non~llead Start children
needing follow-up, listing three in this category, none of whom
were previously enrolled and two of whom were Medicaid certified.

¥
E. RECEIPT OF NUTRITIONAL SERVICE

Children Receiving Nutritional Services

Aggregate Totals '

Qelatively few children received nutritional services nationally,
compared to Medicaid dental and mental health services, sinca‘
only a total of 3,347 children were cited in this categ@ry;‘

This total did-reprééent, however, an almost threefaiﬂ increase

rior to the

) from the number reported ;srrezeiving such services
¥é%llabcraﬁive éfféfég 7éﬁifiéé§i§£ﬁfilﬂ¥gé;$£éreéwé dacrease!

" from the previéus year (75 to 14). The most substéntigl in-
creases were in Region IX and Region X. Region VI had the
smallest increase, 30%. F@r'the)séiécted projects the‘iﬁcrgas&

was less than two to one (155 -to 99).

ERIC | B ()




Start children as receiving nutritional services this year. |
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lead Start children constituted the cverwhelming majority (844
of children receiving nutritional services, and the rate of
increase from the previous year was comparakle to the national

average. Region IV had a greater increase in non-Head Start

rather than Head Start children; Region VII, on the other hand,

reported no non-Head Start children served.

Selected Projects

There was also a three to one increase in the 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 previ@ﬁs year, Over 90% of the

" Head Start children were not previously enrolled in the program.

+A majority (57%) of the Head Start children receiving nutri-

tional services- wcre Medicaid certified. Of the 13 projects
repcrtiﬁg, seven had a majority of their Head Start children-
listed as Medicaid certified, while three had Medicaid Ctﬁeﬁ

children in the majority.

Leominster, Trenton, and Cleveland reported only five non-Head

The number reported represents a 500% decrease from the previous

year. All five of these children were not previously enrulled

‘in Head Start, and most of them were siblings and either Medi-

cald certified or Other.
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th;d:gﬁrRefqr;pﬂff@rngg;gg; Assessment/Evaluation

Ll

In sharp contrast to the referral rate for mental health services,
three~quarters of the children (2,527 out of 3,347) served natiéns
ally were referred for further assessment. Six regions--Regions
M
v, vII, VIII, IX, X, and the IMPD projects--reported a much
higher number of referrals than the average, with rates Df-BZ%f
395%, 53%, 100%, 97% and 95% respectively. The majority (86%) of

children referres were Head Start enrollees (Region VII had no

children referred),

=,

ped

Selected Projects

Twelve projects reported that 79%, or 115 out of 150 Head Start

children served, were referred for further assessment. Eugene

All the non-Head Start children receiving nutritional services

- were referred,

Approximately 92% of the Head Start children referred were not

previously enrolled. The majority (62%) of these children
were Medicaid certified. - In El Centro, however, all llead Start
children in this category were Médicaidlothgr_v

;

1
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Children Treatcd

Nggregate Totals

-

A majority (59%, or 1,981 out -of 3;347&\65 the children receiving
nutritional services nationally were tréaéﬁi, and the prepon-
derance of these were Head Start enrollees. For the selected
projects, there were fewer children treated than those receiving
~nutritional services (45%). )
<
Tﬁrée reqioﬁsﬁ—li III, and VI--reported even hlgher :ate; of
children treated than the natlcnal average at 87%p 18% and 93%
respectively. ,Three others=-vVIII,, X and the IMPp ﬁ{ﬂjects--

were much lower at 12%, 11% and 10%.respegtively.

i

LY

Selected Projects

’

Nine projects reported a total of 64 Head 3tart children treated.
Cook County was highest with 19. Four out of the total of five
non-Head Start children were reported as treated.

éM@st (!Fﬁ) of the Head Start :hlldren were not PEEV1Gu51y en=

‘rolled and only 73“ were Medlcald certlfled
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Cases Completed/Follow-Up Required

-Aggregate Totals

- Almost half (46%) of the children receiving nutritional services.
‘nationally had completed.cases, a ra*z lower than.that. reported ...
fox mental health. . The selected projects followed a similar

{ .

rattern.

Region Irl had the highest rate of completion at 93% (11 out of .
14 3 ‘Reg lon II was the lowest at 7%, although it reported more

non-Head Start cases completed .

Selected Projects

Elirnetyés:i_;x out of 150 Head St‘azt chilﬂrem :er:aiving nutritianal ser-
-v;e:es had, c@mpleteé cases. Aqaln; most of this groujp (90 out of 96)

ﬁ\lefé m::t pre\rlcus enr@llees, but in ct:mtzast t:: thc:se treatedg

M - thg rﬂ_aj:o:jty (64%) were;Medlca;;l,c:a‘::t,;:ef;edg F::mz: Df the five

- mon~-Head Start cases ,-:were c,@mple}‘ied. '

E 2
1

".Almost all the Head Start chlldren requ;_;uﬂg fc:llow up were nc:t
EEEVLGL‘IS Enrcllaes bui: lnterest;fngly, the maj:vr:_ty (ave; 60%)

were Med::.c:'ald Other.,._ | - - R - L ’

. w9
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. VII. HEAD START/EPSDT RELATIONS WITH LOCAL, STATE AND FEDERAL AGENCIES

’
g

Introduction )

This section presents a comparison of the Head Start Program
Perfarmancé Standards and the EPSDT plans of the target statés
and analyses of the relatlanshlps between the seleated prDjects~

and lccal, state and federal agencies within the context of -the

"EPSDT institutional Fframework.*

7

A. STATE EPSDT PLAN FOR TARGET STATES

fstates reguired to 9rav1dé EPSDT serv1ces 51nce Feb:uary

and lntegragid evaluatlan process and health care system EDI‘

.thlS pragéﬁy; 7Thé federal regulaﬁ;cns dc nct raqu;re presen-—

it

tat;@n Qf a formal EPSDT - plan by a state fcr approval prior to
implementation as it is expected that the EPSDT program will __

be a further refinement of the state's Medicaid (Title XIxﬁ‘plgng;
SRS does, however, mandate certain basic provisions for a state
EPSDT program and recommends minimum levels of services, The

states are required to utilizé and/or develop community résources

*Tables X through XV in the Final Report provide greater detail.

110
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L]

to provide screaﬂinéﬂané diagnostic services. The>i§déral w%
reporting requirements for EPSDT are desigﬁed‘tq insure that a |
Sﬁéﬁé'has &éﬁ%i@péa”the>aEpr@pfiate administrative mfcgéﬁisms

.to inform eligible fam;l;es, provida or arrange for écreenlng

-sexrvices and - provide or arrange fDI cbrfective—treatmént

‘Analysis foF}gﬁiﬁgs

Eleven out of the 12 targétistates in the collaborative effort
had prepared a statevpiaﬁ,fér EPSDT as of June, 1975;fana»eight
of them had distributeﬂ the plan. Three had developed a plan but
no distribution of the document had been made; and ore state,
M@ﬁtaﬂa} had no SPEGifiS EPSDT piaﬁ.althgugh S@me-serviges are
-being érévidéd Only one state, Ghlo, prav;ﬂed definitions

for all seven SEercé categorles

Niﬁe_@ut of 12 state pians provided for outreach; seven pro-
vided fﬂ::tzanspartaﬁién Séréices; ané'six for gubligityg

Seven stateg’delegated operational reépcﬁsiﬁility for outreach
- to a governmental éQEhEy other than the E%SDT'uﬁit while two

,rétéined this function.:

-
There was c@mgarébiliﬁy between state screening procedures, and
those recommended by SRS in five state EPSDT plans. There were
gaps or omissions of certain procedures in five other plans,
g
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B, 'COMPARISON. OF HEAD START PERFORMAECE STANDARDS
AND STATE EESDT PLANS

The guld%l;n&s far the callaboratlve effﬂzt stlpuLateﬂ that the;“:

Head Start EEDjECtS were requlred to Ercv1de certaln mlnlmum

_health services in acca*ﬂanﬁ? Wlth the Performance Standards

) ?

/
[
¢
v

Y

_ régazdless of the scope of the state EPSDT plan.*

N

" Background

Head Start Performance Standards

G In 1973 the Office Df Child Develogment** lssued the Head Start

ot

. Perfo:mam:e Standards as a measuze gf Stréngthenlng the quallty_

‘{ of services prQVLded to chlldren and fam;l;es served by Head o
Start. The staﬂaards establlshei natlgnal crLter;a fa: per=' e
fezmanse and bullt upcn'seven years éxperlence Df the Héad Start

program as a demonstration effgrt!

g

* The presentat;@n of. the flndlngs is based on ‘the analysis of
the plans of all target states except Maryland For which we
were unable to obtain written ‘policy regard;ng the health

services package.

**Tn June 1975 the Office of Child Development revised tﬁe
Performance Standards to become effective July 1, 1975. Hou
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 Plans

;:gw,%ﬁwwcihémtégulaﬁignsﬁisgued,by SRSWiﬁ,Navembéra197;m£§EME§SDTﬁman:HW MW%J_;
dated state Med;cald plans to prVLdé scre2n1ng and dlagnDSLs

se:v;cas, and treatment of medlcal pr@blems fDr all el;g;ble

;né;v;ﬂuals under 21 years cf‘age. EGWEVEE, SRS EEQEJEtIQnS

for EPSDT did nqé specify screening procedures. The state

| Meaicgi& plan was required to maintain writtén;aﬁidence of its
sﬁecéfic screening pazkagegi fn,aédiﬁiéﬁ, the féderal'ragula—
tions allowed states to define early and peri@di&ity, thus

afEectlng the frequency by which children :ece;vad services.

Dur;ng the first year @f the c@llabaratlcn, a minlmum package

of screen;ng Qracedures was n@t mandated but SRS has beem

consulting w;th child health autthltlES to detérmlne_whéthe:~

" such a minimum. package actuélly_shéuLd be required.

Be:ausa the EPSDT fegulat;@ns allow EDI standard—sett;ng by

,-tha state, enforéament is llmlted tD tha prov1s;@n of serVLces

specified ;n‘the,stata plan.- EVEﬂ'WhEH ;ndlv;dual states specify
particular screening units, there is often a wida.variatian in .,

the type of service rendered due to lack of specification of

5

screening instruments and procedures.

" Methodology

The‘Hgadeta:t Performance Standards present an interdisciplinery

approach to health services as a means of improving the physical,

113
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mental and nutritional status of preschool children. Moreover,

the standards require that the local Health Advisory Committee

,,Gﬂmpﬁsedmgrimarilywcf,parests,@fwgead Start children be estab- .

lighed to assist_in planning and évaluéting theAhealth p:égram;

. However, the Policy Cauncil,(thé parent involvement b@ﬂy):mﬁst e

EPPEDVE the program. Establishing the Head Start Performance

‘ Standa:ds as a baseline, tha 'EPSDT plans for the target states

were examined tD determlne the;r ccmparab;l;ty w1th these

[ ‘\ . U
'standards. _ K o : P e R co

.

Health Services |

-(medical.anﬁ developmental) . All 1l states reguired-

that a history of’ the chlld be cbtalnéd VHéwevér; -the type and

‘level ‘of specificity varlea w1th state requlrements, ranging

from a "brief history" to detaileﬂ histaries withlgpecificatian
on thevpermanent médieal'recard7 Texas, for éxaméié, requiréﬁ
that a camplete hlstory far b;rth, prlar hOSPltallEatan,

allergles, bedwetthg, and howel hablts be recorded, whereas three

 ; statesv:équlred n@ differentiation: between medical ané develop~-

mental information.

‘ i

The implications of the variance are that states in which item' sad

histories were required, particularly if completion of this

¥

s
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detailed history were required on the reporting form, insured .
that the provider was obtaining a comprehensive history on’ the

child,, better enabling him to ‘assess the child's current health—

h

and iﬂéntify ossible medical problems. - Statés which”réqﬁi:eﬂ
| cnly ‘a "brleé% \i.story" a;;gﬁéﬂ,;hﬁ;Qzagﬁgilaggr”tﬁgdgtermihef,,ﬁ
which'aspécts of the child's history would beucbtainééi There~
fore, diffé:e;t_levels and ‘quality of ca;e;ﬁast likely were,

rendered relétive,tchthe,pr@fessianai :d&éérnléf the atten&igg\

practitioner. ~.

The Head Start Performance Standaras-ﬁrESEﬁted a

listiof 525&§ninq tests andfprééedufgs to be given to ali
childreh to assess mental an&“pbysical héélth. All the e£;Lé§
pr@v1ded far the basic screen;ng serv;zes Qf grcwth assessment,
V131ﬂn and hearlng tPStlhg, and assessment Df ;mmUﬂlzatlcn
status. HGWEVEE, many Df the DEhEE screenlng tests were labeled
apt;onal or reccmmended only "if 1nd12ate§"’;n several states. o
& . In Naw Jersey, MlSEDuE; anéu@hi@, fax examglg, a tubercul;n
‘test was performéd Dnly if 1ndléated.l In é&&itidﬁ;ﬁéhia anﬁ
New Jersay requlred hem@gl@bln/hematccrlts only ¥ ;nd;cated,
and New Jersey did n@t requ;re.urinalyslsi The EDﬂdlthﬂS
wheréby these prgeedures wauld be ;nd1Catea were n@t speclf;ed.
Agaln, .this falLure to speclfy ali@wed a great deal of d;screﬁ

Y

tion to local practltlcnezs. » x
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Examination of the provisions for vision and hearing tests

revealed that only Tennessee, Mississippi, Montana, Texas and

e — 1iTg procedures €6 be used

- g

T ‘Eﬁiéégﬁigfgféd*Eﬁéggéééifié:ééiééﬂih
ge,g., Titinus Tel@biﬁééu1§r; or Pure Tone aﬁdicmeter)i The
rwvgafaw,otﬁer;statasimezelymSPEGified~that visi@ﬁ and heariﬁg tests
be p%rforﬁed, which might vaﬁy from a visual iﬁspecti@n of ‘the
eyes to a comprehensive examination. All states except Mcﬁgang:
requiréd éickié”cell_gcreéning, with New Jérsey and Ohio qﬁéii¥ :

fying ‘that the sGreéﬁing be performed "as indicated."

Other areas of selected screenings were: six states require
lead:Féisaniﬁg?scréening, and three additi@naljgfaﬁéé (Cali-

' L o oL i . C e o
fornia, Oregon, and New Jersey) require it gnly if indicated.-

-

Two states, Mississippi and Montana, make no provision for lead
. poisoning screening. Four states, New Jersey, Mississippi,
Tennessee .and thé,3m§ke.prévisicn'fgr intestinal parasites

screening where indicated. ;ThiS~patt¢rn may have reflected
the prevalence rates of such problems in various regions.

g

-

Oregon,. Montana » Tennessee, Ohio and Texas make provision for
the identification of speech problems. éalifa:nié was the only

state which specified the identification of handicapped chil- &

its Department of Public’Health as an outreach mechanism for '

_dren. Massachusetts roported exploring the possibility of using

‘those Medicaid eligible children with special needs.

’
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Physical Examinations. The itemization of the physical éxam-

ination requiréd in the Performance Standarxrds varied fr@m one

‘state to anathar. " For example; New Jersey and Mgntana requlred
only a. phySLCal examlnatlen wh;le in MlSSlSS;ppl and Callfarbla, ,
4‘*"”“"‘tﬁe ysical examlnatlan manddted was identical to the Héad :
 Start Performance Standards. Of the remaining sggtés,_the most
" ‘ééﬁmanly nmentioned items Were.e$aminati¢n_;fﬂg?;s;eyes;ncsev

and thrcaté‘

Immunizations. .All states required an updéting of immunizatiocns.

Neither Missouri, Massachusetts, nor New Jersey specified the
‘-reguired 1mmun13atlans. MLSSlss;pﬁl reqULEed ‘these serv1ces
pu;éuant to the policies @f the Board of Health but such
péli%fés are not spec;fled Two states, Tennessee and Ili;nals,
will ﬁét r21mbur$e far 1mmunlzat;an agalngt mumps. Texas and u
-Dhi@ did ngt speelfy 1mmunlzatLQns in the narratlve of the-. State'

plan, but they are reflected -in the répartlng f@rm and other

dacuments 1ncludeﬂ in the plan‘_”x : -

R . o , ‘ .
Y B . !
& B :

Nutritiéﬁél Assessmeﬂt. All the states with the exceptlan of

New Jersey and IlanDLS made some prav1s;an ﬁar nut:lt;anal assess-
ments. This ranged from a state plan recgmmendlng examlnat;@n Gf
~the skln, “whlch may be of nutrltlanal 51gh1flcance,' or’ anemia .f' =5

ﬁ”\; - testing, ‘to requlrements for a detalled examlnat;cn of a ch;l&\

;Ekn dietary habits!
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Dental Screening. Although all states prcvidéd for dental

screening, the level of specifity varied. Some states merely

“required a "dental screening" or an exXamination of teeth and

gumns, whereas others called f@r thorough examinations, including

"?blté-wmg X-rays and” “prophylaxis. . Far"gdéﬁ’tal care, the general:
pattern was to categorize 5§fv1§es\iﬂt@‘the areas éflgfeventiéa
and é@é;§éﬁt{thera§éﬁtiﬂ. Many states did not reqﬁife that the
dental Screaﬁing:bg performed by a dénﬁist, and in some étatés‘

' such as Tennessee, a éhi;d had to be screeﬁei ﬁhraugh\the,
Medicaid program before a referral could be made for dental

' treétménti N@ne‘cf the states defined a-déﬁtal screening
Epackagé idéﬁticél'ta-the'Head Start Perf@rﬁan&e Siandarés.
Rather,many states prav;ded iny 'a dental sg;een;ng uﬁder the
EPSDT State plan. If treatment was requ;réd the child was
-refezred and addltlaﬂal SEfVlQ%S were ccvérearundEE the general

Médlcald p:@qram.' Néw Jersey and Massachusetts dld th @ut1+ne

a treatment pr@gram- but Massachusetts Iepégteﬂ b21ng in the pro-
;ess of develaplng s@unﬂ dental referﬁal mechanlsms, and CaLle‘

’ :fornLa @nly mentlaned that chlldren be refer:ed far thazapeutlc
attention. A prevalént trend in the area cf dental services
was the régulrement of plef authcrlzatlcn fér dental treatment,
althaugh this was nét true for. dental dlagn351s and further
assessment in Dregén, Miss@ug; (for some se:v;ces); Tennégsee

i

and Missisgsippi.
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The perlad;c;ty Df déntal services d;fferad amcng State plans.
Massa:husetts and Oth provided for dental s¢reenings every

e B LK mgnthsr»~T%xasrpexfarmed -dental- s;reenlﬂg every -three- yearsﬁwcﬂﬂ&q

unless DthEIWlSE Eequested by thé parents.

Dentalareimbuzsemént'patterns ﬁaried ana maﬁy staﬁés did’ng£
SPEGify the billing procedure or reimbursémEﬂt ?até. Others
spé:ifiéd-maximum limits (i.é.; Missigsippi‘s $l0@/child/§éar),
‘ ana Tennesgee required prlsr auther;gatlan fax treatment plans E
t@tallng more than $60. Some states; such as;Texas, reimbursed
‘according to usual ‘and cuét@mary'feeéi; Gfégén‘s plan c@ﬁtaiﬂs :

é fee scheﬂulé.t A ccmplete analys;s of the dantal r51mburse§'

PR

ment and treatmenL EEGV131DHS was nqt pcsslblesbecause mast of ©

quNﬁg the state plans failed to ;ndicatg spec;flc treatmant and reim-

1 buisement praceﬂures.

. N”‘k - '
, . Treatment. Exam;nat;an of p;@VlS;Dn for treatment raqulzeménts

revéaled no uniiarm pattern. In part, thls réflécted the -
organization and admlnlstrat;an af the state EPSDT plan. FQ:
examp;;, in Iliinols? the screeélng package was provided ﬁ@é
under the Medicheck pr@g:am (with sepérége bil;igggénd r3céraek

7}1 . keeping reéuirements)@ However, if trea;ment_WasIdaémeﬂrﬁéceg;? fo
‘sary, it was prévidea fg&'anﬂfbilleé to the qaneral Medicaid |
pi@graﬁi This aiministﬁative aiVisién Gf iab@:.and respénsie‘

b;lltles zampl;catea the pr@cedufe for prgv;d%rs anﬂ @rganlzat ;55

such as Head Start in tha;r understand;ng Df th& program. In

\
s R
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~addition, étates which provided ééréeﬁing through screening
~clinics (i;ei; Texés) reﬁef:ed patients to other praviders iaf
*W%“4WMﬁ~diagnDsisQand“treatﬁent?“111&?fWtraditicnaifpravidefs'sgch'as'

érivaté practitioner). 'In Texés; billiﬂg.ahd reimbuiééﬁéﬁt
were admlnlstared through the current health lnsugance cantract
between the DePartment of Publls Welfare’ and Grgup H@spltal
Serv;cési Texas and Dh;g were the only states Wh;ch llsted
the prav;s;ens of  their treatmamt package, 1be1t in a general'
manne:. Most of the EPSDT plans did not 1temlza the beneflt

packagé for treatmént services.

Califerni§1§ Child Health Disability Preventi@n;?fégram was
'1im%tea'to sgfééning{ and th@sé éhiidfén in need of treatment
werevreferred to Ehé‘Medi%Cal prsgraﬁ. " This new pxégfam éup—
: ~plénte§'thé EPSDT=§r@grém-in he -state and provided for early
and pé;l@dlc screenlng of - all Medi~Cal éligib;é children as

well”as those entering the f;rst gr;de whose gross annual family
7V1ncame was ét or belawlt%lce tha AFDL m;nlmum base.-uThefaféte

Méd;=Cal reclplents in need of dlagn@stlc and treatmant serv;ces

. were referred t@ the state Medigaid program. The detalls Df the

: tréatment_paekaga were not itemized. N .

Prsv;51gn for Annual Assessment- All states except Mississippi

' mentlanea provision for perlpdlﬁ égsessmentgfalthaugh the defi-
nition of this term differed greatly. SéVéraiéﬁtates called fr

annual assessments regardless of age (New Jersey, Missouri, ang




Illinais). Tennessae, Oregon} California and Massachusétts

developed a visit schedule by age of 1ntervals when a child

.- . should be SCEEEﬂed.: As anather exampler Massachusetts PrQV1dEd

for VlSltS at 2~6 weeks,:8-10 weeks, 4 months, 6 m@nths, 9 manths,,
g -

1 year, 1 1/2 yéazs, yearly 2= 6, at 8 years and 10 years.' tha"n;

auth@r;zed screenlng at’ ages 1, 4, 7, and 16. Texas prQVLded

for annual assessment for children under six and every thrée .
years from 6-21. Mississippi did not speéify‘a plan for périédicji

"assessment,

Mental Health Cénsultatlcn Although many of the states men-

Gfegon is the only state whiéh-made"grovision for mental health .
‘referral/treatment ahﬂ prior authgriéatiaﬂiwas needed béféfé:
treatment could begin. California Ercvided'féfixeférfgl for

“mental health conditions" (such aé'mental retéréaticn) un-

covered 1nvscre&n1ng.' Illinois prav;deﬂ space for mental devalapn g
ment asséésment on the billlng fcrm; hawever, ‘the manual text
d;dfnct detail the §IDV;Sl§ﬁ of such serV1cesgt MDIEéver, it |
seemed likely. that this service cculd be 1ﬂtEprétéd as a develapﬂj
mental assessment. v@lSSlSSlel mentl@ned that_mental health
'ifacilities were available fDrineur@lgéical/ﬂévélépmenfal te-
ferraléi;'maﬁtana préviaéé for gsy:hclcgicél tésﬁihg if indi-"
cated. All pof thé statéé made prc%isicn for aevelémeﬁtalﬁass*ls~
nments. Texas, Oregon, CaLlern;a, and M@ntana all recammended ghatr

‘the Denver Develcpmental Scréen;ngytest be the 1nstrument far

o

RS DYRESE
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" evaluating the chilﬂré%..

_C. STATE MEDICAID/EPSDT PLAN PROFILE-FOR TARGET STAPES

__.Bnalysis of Findings ~ - i

K Thé managament cf the EPSDT program can be dlv;ﬂéd lnta fQDE el
centzal functlens. admlnlstratian health. SEIVLGESF suppo:t ?

*serv;cés, and f;scal matters.' Resgans;b;llty f@r thesé fcus

' areas was 5@ dlstzlbuted that no state publ;c welfare agensy
reta;néd t@tal management. In Dhla and MlSSDurL, the state

welfaré agency reta;ned three of four funct;@ns. and ﬂnly

partially delegated the management of SupPthlVE serv;ca§ ~0n

the cther hand, thé state publlc welfare agency in Illlncls

o partlally delegateﬂ all functlgns except flscal, WhLlE the

Massachusatts agency reta;néd admlnlstratlcn but partially

delegated all Dthersi? The health functlan was mcst frequently

&

- "totally delegated"see;ght out of .12 state public’ weliare agenc;es

i'rEVLewea Th;s pattern is unﬂerstandable Sane the management
af the health function :equ;:es spéc1al éxpartlse Ln health se:—
vlce dél;Véfy, and flscal 1ntermedlar1es such as ELue Cr@ss and

»’vBlue;Shleld were used. . T .

¢
S
%
L4
] #

The function most ffequentiy retained by the state public @eifa%e?

adency was fiscal management; five out of 12 state welfare

_agencies retained this function. Administration and support
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services were partially delegated to a greater extent than other

functions: seven out of 12 state agencies.

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 tD:Ee performed by public
health'rather than welfare agencies; many publiclwelfafe agencies

have retained responsibility for fiscal management because of '

. Title XIX requirements, but shared the cpération of other adminis-=

trative and support services. Even though the fiscal function
was most often cited as being retained, it was actually retained

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

access to or influence the system.

SRS permits the states to define eiigibility for Medicaid in

terms of either persons who are defined as categorically needy

only (receiving financial assiétancé-pa;d for in part by federal

funds) or those who are categarically and medically neéﬂy (which.

bt

123
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[

may include persons with special assistance needs for health

services because of lower income or requirements for extensive

¥

health care). Analysis of the states' EPSDT plans indicated
that six étates=sNew Jersey, Mississippi, Ohio, Texas, Missouri,
and Oregon--provided Medicaid, and therefore EPSDT‘SEIQiCES,
only for those persons who are éateg@rigaily 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-site visits indicated that these differences have an

important bearing.

It has been impéssible, to date, ta-p%npaint‘tha frequency with.
which each state required redetermination of Medicaid eligi-
bility. ﬁedetérminatién is defined as personal interaction of
the client with thé:reséonsible public agency including pre-
sentation of éugpa:tiﬁg éocumentati@n required to continue
Meéicaié-eiigibility as opposed to internal review of Staﬁus,
etc., by the agency. AGQDK&iDé~tO available information, five

states specify that eligibility determination is to be done at

Ty K .’pnj;'.' £ .
six-month intervdls.

SRS{regulations direct that the state EPSDT agency use as many

‘different types of providers as possible to implement the EPSDT

‘program. . SRS also encourages efforts to provide vendor status

for these various community providers, thereby ensuring reim-

124
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burgémént for their servicés. The s*tate Medigaid plans were
reviewed to determine the types of providers ﬁ,eméd eligible
for vendor statuvs for the Dvérall medicaid program. The cate-
gories ‘analyzed included public health agencies, hospitals,
private voluntary clinics, private physicians/dentists, com-
munity agencies, and other health practitioners (optometrists,
physical and rehabilitative therapists, etc.). Four target
5tates, I1linois, Ohio, California, and Oregon, allowed for all
sié kinds of providers for their Medicaid programs; six states

excluded only community agencies as eligible vendors.

All of the target states deemed h@sgitals, private physicians/
dentists, ané other health practitioners to be EligiblE.VEﬁaDrgi
The provisions for eligibility of other health pracﬁiti@ners
varied extensively, with catég@rias such as éhir@p;actors*and
optometrists being frequently included. cCalifornia includes a
".numbef;gf the mcréi;écently'racagnized health Eractiti@neﬁsﬁ
'wiﬁhin its definitions of aligibl; vendors.. All states aﬁcept

Missouri include public health agencies, and Tennessee was the

i
kl

only state to include private voluntary clinics.

Inygeneralrrmast, if not all, state EPSDT pians pravided’fér.
: traditional pfavéders of medical and health servicés to be eli-
éiblé vendors. -énly 50% of thébstat%é_aeémed community agencies
 eli§£b1e7vend§£5 for thevMedicaid program. Such exclﬁsich“

could poteritially have the adverse effects of limiting the EFGLY
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agency's information, outreach, and screening programs and of
impeding Head Start efforts to obtain reimbursement for Serviceé
it can provide more effectively. Joint vendor status, as pfaa‘
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 ih concert with a local, and sup-

portive, physician.

The state plans were also reviewed to determine their level of
S?E§ificity; It shguli again be noted that the plan in this:
regard includes additi@nai informatiq; as pfovided in the state
Title XIX plan or telephone contact. Seven out of the 12

state plans Were detailed; four provided only general infgrmatianf
and age had no plaﬁ to speak of (alth@ﬁgh some operational aspects
were presented in other documents). The level of detail ganeraliy
¢orrelated specific functions and subordinate activities with

the extent to which respcn;ibility was retained. For example,
3u§§@rtivé services tended tD be least specific, and eligibility
detérmiﬁation, an‘activitf for which the public welfaie agencies

retained responsibility, also was notk§énefally detailed.

-
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D. STATE/LOCAL LEPSDT ORGANIZATIONAL RESPONSIBILITY
IN TARGET STATES

Analysis DfrFingipgs

Comments and insights solicited from selected Head Start proj-
ects, public agenéiesi and community agencies including pro-
viders of service helped broaden the pi&ture of the organiza-
ti@nalwand operational aspe%ts of the EPSDT system. These
' sources were complemented by materials pertaining to EPSDT that
had been distributed by state and local agencies and were col-
lected and reviewed. Since much information is still in the
process of beihg gathered this analysis should be considered

13

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 agéﬁcy to another governmental unit is more

*See Table XII iﬁ_the Final Report for greater detail.

:
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likely to cause confusion than the administrative mechanisms
déscriheﬂ’in the State-plan, Tt should be noted that in two
instances, Mississippi and California, separate state agencies
have been delegated almost complete authority for Medicaid/EPSDT.
In Mississippi the reép@nsibility wés transferred to the MiSS“
issippi Medicaid Commissiion and in California new organizational
entities--Child Health Disability Prevention Programs--are be-
ing ecstablished on the local level., Also of intercst is Now
Jersey which has established interagency relationships among
four different héalth and welfare units as well as a private

insurance. carrier.

The relationship at the state interagency level was defined
ﬁﬁréugh a contractual agreement in 14 instances. Only one
state, Massachusetts, had an informal agreement at this level--
in thisvinstance betwren the Public“welfare and health agency.
In New Jersey, the  different state level agencies involved in
EPSDT were structured so that they were ultimately responsible
to 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 because

#
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welfare and public health agencies (eight out of 12 states) .
The second most frequently cited interagency relationship in-
volved the public welfare agency and a private insurance car-
rier., The frequency of welfare and health agency involvement
is to be expected because of the requirements of Medicaid/EPSDT; HJ“"
interestingly, at least 50% of the target states E@ntracteégyiﬁgﬂ
a non-governmental entity namely, a private‘insuranggwééggier
such as Blue Cross, to be responsible for t@efflééél manage-

ment of EPSDT. e R

The public welfare”ééency 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

puplic health agency, eight out of 28 times.

Since welfare agencies rarely have theﬂﬁesgurceg*tc prévidé'
camprehansive health sérvi:es, it is necessary for them to con-
tract for the provision of such services. The medical function
was maét frequently accomplished through an intéragency agree-
ment, 13 times as compared to once for transportation.
- The states usually chose healtﬁ—typa units to be‘resp@ﬁsiblé
for the medical function, e.q., publiérhealth‘departmant, state
health agency, or a medical assistaﬁce‘unit. In some instances,
_<>§e.g., Texas, the health department directly provides EPSDT
services while in other states, public health agencies Eave th
responsibility for finding providers and arraééing’fgr écreeﬁ-
ing rather than directly prgviéing such"serviceg.»> | , S

Q . : . ,

' : ' | : . ‘ . ‘ et i e i J‘lﬁ [ mh-
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Ten out of 22 state and local governmental agency relation-

ships involved the lécél welfare baard, In seven states, however,
the local koard was a decentralized unit of the state public
welfare agency. In such states, the local welfare board has con-
siderable autonomy, and policies and prccédufes may vary from
locality to locality with consequent confusion for agencies and

individuals having to interact with them.

In New Jersey, the greatest proliferation of units had organiza-
tional responsibility for different EPSDT functions. An addi-
tional complication in New Jersey is that while local agencies
determine éligihility, the units responsible for iacating pfc?‘

viders are administered statewide.

The féct that LEPSDT was grimarily méintaiﬁéd as a state adginistered
program is réflécted in the relationships betweén state and l@cai°
agencies. Thirteen out of 22 such relaﬁianships involved

an organizational unit that was part‘af the state administrative
system. ,In“six instances, the unit was under local authority,:

and the number of contracts needed'agd used to define the rela-

tionship between state and local units was drastically reduced.

Again, as in the case of state intéragéncy relationships, the
medical function was found to be most frequently délegateﬂ

between state and local agencies--12 out of 22 delegations

B v
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of this naturc existed. Ilealth agencies were the primary actor

at the local level.

Local units weré largely respcnsib;é for follow-up and record-
keeping, tragﬁpartatisn, notification of eligibles, and public
information. For instance, follow-up and recardkeaping were .
delegated 11 times. At the state level, in contrast, there
waé only one interagency agreement established for this purpose.
In many cases, the actual collection of *health service records
was perférméﬁ by the local agency, but the data was maintained
at both local aﬁdQEtaté 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 t@lgfavidé for traﬁspartatién.:i
Overall, the local welfare board is more fréguantly responsible

for these non-health functions than any other local unit. -

E. PRQVIDER PRDVISIDNE AND ATTITUDES BY SELECTED PROJECTS
  =a An important issue for the implementation of the EPSDT program is
tﬁé"egtent to which providers of EPSDT services, including Head
xStagt ééénq}es, can achieve vendor status. The Eugene project=-
the only préié&t_?é achiéve’vendor status--has used the newly .
-freedxmaney to esﬁéﬁli§h.a dental clinic aﬁd expand Qutréagh.

Nire target stateés placed réstfiégians on the vendor status
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of providers of Medicaid services, Oregon, Ohio, and Calif@rnia
being the exceptions. There were pf@gértiéﬂatély fewer re-

" strictions on providers/vendors treating EPSDT children. Only
Mississippi restricts treatment vendors while Mississippi, fenn—
essee, Ill;néis, and Texas restrict vendors of scréeﬁing(seri
vices. ’Marylanduplaced no legal restrictions on vendors screen=
ing EPSDT children. Unfortunately, the EPSDT Papezwar£ was often
so consuming or merely duplicative that physicians sometimes chose
not to c@mpleté the forms. Drg ac in Illinois, physicians ﬂGE‘
only found the forms unéccegtable,:but,they alsaiggﬁeéted't@

the bureaucratization of gavérnmentally funded medical services.
Tharéf@te, the ércblems of vendaf/pfcvider réstrictiéns ére

iﬁtensified by the‘attitudes of the particular physicians.

Although only thrée states required tﬁat Prcviﬂers.completé an

a number of states have provided for accountability measures.

with regardvtc reimbursement procedures. Eleven states stipﬁlated
separate billing on reporting forms fDE“EPEDTQ EThe rate system
for, feimhursement allowed ‘for much flexibility with only Massachu-
'setts setting a fixed fee for general Medicaid services and with
four target staéésﬂperiitting physiciaﬁs to charge their égs—
t@maryifee; ‘Varibﬁs states madé.spécial_prcvisigns EGIAEPS?T
screening with only Misséuri setting‘yg;special fee for this

service.

BTV e S




Within the health service nétwafk,.relativeiy few states used
public prévidersf Those that did found them generally positive.

ihe pﬁ@jects viftually all used giivate providers, and found
3them, on the whblE, negat}ve in théirgattituda tawérd EPSDT. 8
1A%th@ughvthe'p:ivate providers were cooperative, they objected

F@ EPSDT for such reasons as unacceptable rates, ihcrdinately,
cumbersome paperwork, disagreement with state p@liéy. and snags

in the repayment process.

F. SELECTED PROJECTS' RELATIONS WITH STATE AND LOCAL
MEDICAID/EPSDT AGENCIES L

The guidelines for Head Start/EPSDT,specify'thét Head start

'éstablish relationships with state and 1§:al’Medicaid/EPSDT
aéegéi@s toward the implementation of the_dém@nsﬁratian eff@rf.

* Such relationships weréﬂfrequéntlﬁ~initiated with i@cal agencies
A(SE% Qf\the selecﬁéd projects) and were iéssAfrequently initiated

with the state unit responsible for the Medicaid/EPSDT program |
téS%) For the most part, Head Start WaSiIESPQHEiblé for the

_ GOﬂtaCtS, although the state Health Liason Sp221al;5t assumed

the active r@le in some ;ﬁstances.

The tendencybta'éstabligh relationships with the local offices
‘rather than the state agencies i5¢explicab1é_by\thé’very nature
of the collaborative effort. To effectively a@minigter the col -

laborative effort, Head Start would require close warklng arra je-

mEntS with thcse agenc;es whlch would most readlly provlde such

‘~'f;1{}3}.u
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~essentials as direct health services and fcllaw=upzsuppért,
Although the formal aéréement had been with the state office,
frequent decentralization rendered the lcéal offices more help~
'fﬁi._ Furﬁﬁer, operational cooperation proved a more realistic
and expeditious goal than institutional change at the state 1evel,

given the politics of higher level decision making.

Within the resulting agency network, it is understandable that
tﬂe relationship between the.lécal Medicaid/EPSDT agency and
Head Start project was inf@;mal and usually verbal. fDnly Eugene,
‘Oregon had a written agreement with the agency, and £hat agree=
ment had been in effect pri@r to the collaborative effatti The
Head Start—agenéy’relaticnéhips ranged from being minimally
ccmmunicative to fairly canstrucﬁive, for example, gésultiﬁg in-
an increase in follow-up services and in easier availagiliti of

lists of Medicaid eliéible children and of providers and vendors.

G. TYPES AND ADEQUACY OF TECHNICAL ASSISTANCE FOR
THE SELECTED PROJECTS ' .
)
| .
What technical assistance was provided came most often from the

Health Liaison Specialist and less frequently from the state

Medicaid/EPSDT agency, although that agency was the most help-

ful of-governmental sources. Most of the Eréiggts_gitgdgiacﬁ

of technical assistance as one of the chief detriments to the

sﬁccess @fftge_ccl;abgrat;ve effort. . The Toms River pr@jectE

‘H . -
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had not, in fact, received assistance from any source.

Most often the technicai assistance consisted of workchops and
information provision. There was some help in impraving rela-
'tianships‘with local EPSDT agencies, but only six of the 25
gfajects received actual supportive s&rﬁices aid. Even more

telling is that no project received technical assistance in

fiscal management, perhaps accounting for the lack of monetary

‘reimbursement to any of the demonstration projects.

Althéﬁgh the Héalth Liaison Specialist was %iqgléi out as most
rhelgfﬁl, énasi§e visits revealed a greater need for the.$péciélist
EQ be physically present at the projects and for the pfcferréd
assistance to be more constructive than the usual information
prmviéi@n_ Perhaps fear of crit;ciziﬁg the specialist'feleéateé
this contradiction regarding the effectiveness of assisténce{ta
mere inference. ‘ o
On the state level, althéugh most plans call'for EPSDT ;geﬁcy
assistance in such areas as outreach, supportive Séréiéés, and
enhancement of provider capacity to deliver hard services;‘the
 techni§al assistanéé actually ré;eivad_was negligible. Major

assistance is needed. in the areas of workshops and information, .

planning and administration, and supportive services.

;
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VIII. COST REVENUE IMPACT OF THE HEAD START/"L PSDT
' COLLADBORATIVE EFFORT

Introduction

A major task for the evaluation of the lead Start/EPSDT Collaborative
Effort was to assess the cost impact of the pfégram on the partici—ﬂ
pating demonstration projects. Attention was also to be given to
the quantifiable outcomes of the collaboration regarding reimburse-=
meﬁt revenues and the particular revenue sources obtained by the

- various projects to support the effort, as well as the assessed

value of services received by the participating groups (selected

projects only). The following tables, therefore, dnalyze informa-
tion germane to the cost/revenue aspects of the demonstration

program:

. . Table XVII - Revenue Sources Used to Support the
Head Start/EPSDT Collaborative Effort

Table XVIII - Head Start/EPSDT Expenditures by Source

. Table XIX - Head Start/EPSDT Expenditr.res Re: Direct, B
Sugpgrtlve and Admlnlstratlve Costs; Cost Per Child
S . Table XX -"Medicaid Invalvement in the Paymént of
' EPSDT Services for Medicaid Certified Participants.
-
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The instruments used to collect data presented-in the above
. tables were the Head Sté:t/Engi.Inégmg;épurces,Eprg, the Head
) B ° . ) . . z . ) ) 777~ !
-J: Start EPSDT Expenditure Form, and -the Health Care Encounter Form.

AThe regpdnse rate of the demonstrétlaﬁ PIDJEE£S to the afore-
ment;gned 1nstruments was relatlvely lowi As of this repart, a
wt@tal af 46 - (23%) of the 198 partlclpatlng prOjects subm;tted
the Income Sources Form. Elght af these projects wera selected
L f ﬁr@jésts. Eve§ffawer E;@ggcts respcnded to’the Expend;ture Form. ; .

u | L h . - 2,
- Only 45 projects (21%) of all the projects forwarded information

H

via this instrw . Of these projects, five were selected P;QjEEtSé

Repeated efforts were made during the course of the evaluation
Eérébtaiﬂ the requisite inférmatién—- In each instance, those
prOjects n@t respandlng were cgntacted and :equested/encéuraged

to ccmpléte anﬁ return the forms as soon as pcss;ble.: The prajecta

were adv;sed of the 1mp@rtance @f th51r resp@nse relatlve to the f"

. validity of the evalgatlon study. These efﬁafts, however;;had n@

i

-material impact én thé réspgnse raiér It shDuli be noted that’
c@mpletlcn of these forms came at the end af the year. It was,
therefore n@t EOESlblE to pers;st 1n ;eek;ﬂg th;s information

ince many projects were closed;gandAstaff was not available.”

\m.
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~The primary reason for the. low resg;ﬂse rate may haveA | "X%
‘been the lack of cooperation the health ccgidinaﬁcgg received
- fro.. the fiscal @ffice:? of thgxprégram.: without assistance
frcm th15 Staff person, many health .coordinators felt at a loss
to- attampt Eémpletlgn Qf the f@rms themselves. M@EEQVEI; many
prajects did not understand the: 1nfcrmatlcn b31ng zequested and

fall%ﬂ tc 1nqu;re. Nénethéless, because of the low respgnse rate

to bcth fcrms, any deflnltLve,statements made - regazdlng the: data

"Eggleg;aggign;y,:elat;veNtQ théruglvergérGﬁf@rqjgctserep@:t;pglf

SR o _ T

Speculatian-ag to the revenue/cost impact of the. collaborative effort -

‘can:@hly be advaﬁced’ccncerﬁing_the balance of projects not re-

p@rting; | a | :

It should furﬁher'bé%ﬁgﬁéimthatgthe information reported by-tﬁeéea
. Pr@jeétsxwaé nct'subjectﬁt§ aﬁdit agﬁi'therefcfé, wasxtaken aﬁ

face value,

¥This individual was'designaﬁed responsibility to assist
the health coordinator in campletlng the Income Sources, Farm
and the Expend;ture Form. o .
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A. REVENUE SOURCES GBTAINED BY THE DEMDNSTRATIDN PRDJECTS TO
- . SUPPORT THE COLLABORATIVE EFFQRT

A p:@flle of revenue sources thalned by the various dem@nsﬁrat;cn

_Table XVII. Information was taken from the Incamg Sources Form
- and a;rayed-by iégian,‘stata,rand Eragrah'tq ipdicaté'?he’éxtanﬁ
_ta which Each‘regi@h, state -and p;agram made maximum usé of all’
available;reséurces regarding the im?lementgtisn of Head Start/

- EPSDT.

This table outlines six‘pcssible sources of revenue that may have

vaé%g'uséd by the demonstration projects in support of the collabora~-

tive effort. These are:

{
. Governmental - amount of manles'r2221ved/
earned through federal, state and’ local grantg
~-in connection with™the Head Start/EESDT
- Collatorative Eff@rt.

.  Thitrd _Party Payors - amountvéf monies received/
- : earned through third-party payors such as. Medi-
- caid (Title XIX) and other purchase of service A
~agreements that'have been reached- o . o

p

Direct Patient Payments - amount of dcllars
received/earned-through direct payments made by
familieg& on behalf of ch;ldren particlpatlng .in the
callaboratlve effort. :
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. Cash Contribution = amount of unearned 1ncame “from
'valuntary céntrlbut;gns, e.g.,. fDundatlans, endow=- T -
ments, -etc. )

- . Dcnatéd Serv1cas and Materials - the assessed value QI
in-kind suppcrt from non-cash donations, e.g., volunteer o
- personnel services, materials and other contributions , |
of a non-cash nature which are lncremantal to program "
- services

Othér‘Revenue - amount of any other revenue from income=-
earning efforts such as sales, interest, etc.--not
‘fpiéVlQusly listed. ( _ ~,

. . ;
i a . 1

As a point of reference, none of the 198 aémaﬁstrétian projects parﬁiﬁ - ;&
cipating in the Head Start/EPSDT Cgllabafative Evaluatlén (with the
excepﬁ;gn of Eugené, Qregcn) ‘had reached agreements with state/lccal
Medicaid: agencies for direct thlﬁdﬁparty reimbursgment. ihis,-

h@wever, was not a\pziarity%@bjégtiveiéf the first yeaf effort;“ It

is anticipated that the second year evaluation will Place mare
;emphasls on the deménstratlén PfQ]EEtS secur;ng dlrect thlrd party

mcnles thrgugh purchase of serv1ce agreements w;th 5tate/lccal

agen:;esi Thus,fmon;es shawn in Tablé XVII as Title XIX/Medlgaid

‘ﬂld nat canst;tute vendor status* on behalf of the prDjEEt '*’ther,

obtained - by health providers for services réndéred to Medicaid elig;ble
children (of the respective préje&ts):parﬁicipatiﬁg in the_céllabéras:_
tive effort.

*Vendcr status - rec@gnlged as a prgv;der of health serv1ces

(for which Title XIX moniés can be received) by the state/local
-, Medicaid agency. o T - S -

B
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1. Ana1y5;§,@fwgiﬁdings

Table XVII shows that an overwhelming majord the_demonstration
projects repéfting wére very much depéﬁdent upon the supplemental
grant pfavided_byfthe federal government for support of the Head
Start/EPSDT effoft,! Project gfants=ranged from $500 to $l6 500 )
as regcrted by Jachson County Child Develapment Centers cf Medford,.-

;_Dreg@n and Eralr;e Dppcrtunlty, Inc. of Starkv;lle, Ml551551PP1

Iespectlvely. Monies genarated through Gther saurces were minimal

by ccmpar;son and in some catéggrles no monies were repérted at all.
—

It appears that there was no direct relationship betweeh the

number of children enrolled and/or participating ‘in the Head Start/

& -
! 3

EPSDT Collaboration, by project, and the amount gf»méniés allocated
by pr@jéét, fcf the.implementatién of the cgllabérative effort.

For example, the _South Mlddlesex Opp@rtunlty Councll of Farmlhgham,
Massachusetts indicated it planned to serve 250 chlldren for which
it received $10, 600 in supplemental monies. In Qogtrast, the .
Paﬁérscn Task E@rce f@r Community Action of Paterson, New Jersey only
EEQElVEd $8,000 from the feﬂeral government with a planned populat;an

of over 5,000 to be served.v Thus the ratlgnale for the distribution

of supplemental funds was not clearly discernible.
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. REVENUE SOUKCES USED T0' SUPPORT THE

 HEAD‘START/EPSDT COLLABORATIVE EFFORT
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REVENUE SOURCES USED TO SUPPORT THE
HEAD STARI/EPSDY COLLABORATIVE EFPORT
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PIVENUE $OURCES USED 70' SUPPORT THE
HEAD ETF:T/EPSDT. COLLABORATIVE EPFORT

Table XVII (Cont'd)

i
Tomal AL

rojects oy : Qther Direst Private | Domited | Dongted .
‘ fovanus

Rﬁqtﬁn/StdEE . I'L‘Lil;fﬂl R Skgte Incyl Tlt][’ £id Thlfd Pﬂ:i@ﬂt E@Uhj' | Ihdavsentsn (Cjntx_lhua SEEVLCQE H:ltﬁflﬂ;h Eiﬂl.‘f

- Empe
[ ipe ; e it
l‘ﬂrt‘;’ Parenents 1 akipms tiong sauredy

REGICH VI, ,
Higtayr|:

dplin 55,000 : : 51,100 P I

e
[
wr
AL

e
[
iy

Kiekville 5,700 5,525

el 410,000 o oa |

i
wrm
W
i
L5
—
e
o
L=
L
[ ]
e
AL

LA

v Hortan | §5,000 § 5,000

clrazd S 5,0m . L5020 | S o 50 | S0 uT
- | 0500
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Total SR Ay ez fswogm | 1 [ s w ]y s | oseu |

E|

$5,020
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REVENUC SOURCES USED 170 SUPPORT THE -
HEAD START/EPSDT COLLABORATIVE EFFORT-
- Table WIT (Cont'd) |

H
4

| 2roects &y
Pagion/State

Direct
Patient
Payments

Othee
Third
Party

Er
Contribus

vate | Dapated

Sarvices
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Feduaal Uhdovnents
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Gthes

- — o e e S e e = — !- .I
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i
% ’ i
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- i, i
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REVENUE SQURCES USED TO SUPPORT THE
HEAD START/EPSDT COLLABORATIVE' EFFORT

_ Projects By Other Direct Private | Donated
- Ragiin/Stata Frderal State Local Title XI&|  qyjpq | Patlent | Found= | pndowmentr|Contrisu= | Services
F‘]rt_y ;‘Q’J"ﬂ‘,@ntﬁ I‘i!tiﬂﬁﬁ ‘ tiQﬂE
AREGIIN IX,
Hawaii:
4.4 5 8,979 53,900 -
R PSR = - s
58,979 | $3.980 L S [ -
rey ’
g 7
Scapponse $13,331 7 1,012 150
i
,ia Srfnde " 14,586 2
‘Medford | 500 13,000 § 2,840
Est, -
» Salen 5,700 .
Rosskurg 12,130 1,892 _ , _— ] e
Total $45,247 - |%l6,504 o LR
Fegional Totals | 546,247 o 186,504 _ | 183,211
i i _
.
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A total of $586,188 was Dbt&iﬂéd?genefated for the GallabarétiVE
effort a&ang the 46 projects reporting. Ixhibit Vv illustrates
‘the percentage distribution Qf this améunﬁjbetween the respective
revenue categories. The distribution shows that federal funds
(supplemental grant) of $431,798 far out-=distanced the other cate-
gories 1s the major contributor to the Head Start/EPSDT éffDrtrl
and accounted for 73.7% of ali'm@nigé generated. Ip addition,
monies generated through Mediéaid/Title XIX ($61,925/10.6% of total)
aqd Donated Services and materials~($55,094/9i4% of total) ccmbihed
to represent 20% of the total funds available to support the
céllabarative effort. These categ@fies{rtcgethe:; became-the y
second Largést suppcrterﬁcf the collaboration. ExhiEiE V also
‘indicates that very few dollars Qare provided through state snd
local gayérnménté, cash contributions, etc. |
The data supports, as previously indicated; a strﬁng réliaéiiity
. on the supplemental grant for méiﬁtenaﬁce of the demanstrggi@n
program,’ Table.XVII shows tha; eleven (24%) inthéxéﬁ p:bject$ 
reporting rely solely on supplemental grant dollars for support.
These chgﬁais areiidentif?ed in the £able by an asterisk (?)'
| placed next to their names. PAnalysis also revealsra m@deét dependancé
on Danateﬂ_5e5§icéé and Materials. It is interesting to note
that £igg; projects indicated financial support in thié area
ranging ff@m 20% to 36% of the total of all monies received.

Reference Exhibit VI.
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EXIIBIT V :

e T

PERCENTAGE ALLOCATION OF MONIES RECEIVED IN
SUPPORT OF COLLABORATIVE EFFORT

_CATEGORY _AMOUNT ] %

i Federal Government $ 431,798 73.7

State Government 1 6,886 1.2

Local Government . | - 1,887 .3

Medicaid (Title XIX) 61,025 0.6,

% Other 18,725, | 3.2

Direct Patient Payments 530 .1

Cash Contributions:
Foundations _ . 'fO" ‘ -
Endowments ' -0~ Lo

Private B ‘ 25 -

Donated Services and Materials!

Services . : L ;7 43,370

) v

7,724

=

Materials A

i —— - — - " . 3

v protwer o 9,318 | 1.5

Totals - " - |s 586,188 100.0%

* 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. - : ,

as7

W
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EXIIBTY VI . ; ‘

COMPARISON OF FINANCIAL SUPPORT

T S T ' ' l

o L Total All Monies - Total Monies Percentage |

-HeadpigéFtéEPSDT Received In Support| Received-Donated Relatiang,‘
oject of Effort L Services & Materials] ship

i f st St E—— e

S —
- _

South Middlesex ! \
Opportunity Council :
Framingham, Massachusetts 32,500 ‘ 12,000 : . 36%

Thames. Valley Council : 7
Jewitt City, Connecticut 14,000 4,000 ’ 28%

Kentucky Youth Research - .
Frankfort, Kentucky - 20,000 4,000 - - 20%

Lake County C.A.P. - |
Waukegan, Illinois . . : 18,911 ' 6,000 31% .

Parent Action Council , - :
Roseburg, Oregon : 19,170 ) ‘ 5,148 . " 26%

Most other projects, as Table XVII .shows,” reported revenues from
Donated Sérvicasﬁand Materials. These amcunts,,hawe%&r, were
ﬁat signifiéantiy large and would not greatly impact on support

o . } N B 7
of the 'collaborative effort.

What ig 35Vigu5rfr2m thévaéta is that few préjecﬁs had financial
cammitmenﬁs from sources other than the fedegal, éta%e, and léc§l
governments. C@ntribﬁti@nsvfram the private sector (foundations,
-endowments, individuals, eté.) wére simply nanQéiiétenti This,
:hawever, is not surprising as most programs were not engaged

in a cemmunityewideteffart to solicit money fr@ﬁ~privaﬁé sguréés

\
\
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to support the Head Start/EPSDY program. This was also not a

priority objective of the program.

Region I reported receiving $127,462 in support of the collabora-
tive effort. This was the highest amount reported imcng the regions

and IMPD programs. The best return rate of the Revenue Sources

1

Form was also experienced in this region with 50% (10 out of 20)
of the programs submitting the requisite information. This, of
course, contributes sigﬁifiéantly toward the amount indicated and

suggests that other regions may have fared as well or better

ﬂegenaing upon theif response rates. Region III, on the other.

H

hand,_repcfteﬂ'abtaining $775-~the least among thé regi@né and
IMPD programs. The response rate in fhiS'regioh'was very poor

with only one of the ten affiliate projects reg@rting.‘ Again, -
SR P . _

the poor response rate is directly attributable to the minimal

amount reported. The variations in responses amang'thefregiéns,

therefore, preclude making ijéctiVE comparisons réqarding the

amount of monies received.
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2. LDDClUleﬂS on Revenue Sources Dbtalhcd to Support th
LDllabaratLve Lffort .

a. BSupplemental grants received by the demonstration
projects varied widely. There was no apparent cor-
relation between project size (number of children
to be served) and thie amount of monies allocated
per project for implementation of.the cmllaba:atlve
effort.

b, To a very large extent, most of the demonstration o

- projects depend upon the supplemental grant for

support of the effort, For every dollar generated
in support of the-effort, the* supplemental grant
represented approximatley 74 cents. It is further

. concluded that the collaborative effort could suffer

~greatly, if the supplemental grants were discontinued
as most programs show no immediate alternatlve method
of ﬁlnanélng. ,

i

T, Desplte the reliance bg the deman%tratlcn projects on B
the supplemantal grant, some projects showed initiative
in generating dollars through’ Medicaid/Title 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..

d. Monies generated outside the government agencies were
of very -little consequence. -

e, It can be speculated that if information were available
on the balance of projects not reporting, it would
have little influence on the above conclusions .
reached, particularly fegardlng the distribution of
the supplemental grant monies and dependence on same
for support of the collaborative effort.

160
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3. Pollcy CﬂﬂSldEfﬂL]DnS on Revenu; SGUfGéS Obtained t support

Thé Callabazatlve LffDrt

v

a. . If the supplemental grant is to continue, it isa
suggested that monies could be distributed bhased on a
formula that reflects program size and other variables.
This could greatly contribute to an equitable means
of allocating supplemental m@nles among the programs.

b. Pr@grams could be encouraged to begin SQllGlLlng

sources other than the supplemental grant for support

of the c@llab@fat;Ve effort. Suggestl@ns are:

- recognition as a provider 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 EPSDT health and support
related services. . _

~ vwhere prav*der EECDgﬂltLGﬁ is not, p@as;ble.
programs may be Enscuraged to. reach agreements
with local health 'providers (which are recipients
of third par Ly revenues) to share in any muglep

- 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
EPSDT services

\ -~ implementation of direct patient payments (for

' non-Medicaid eligible families only) predicated"
on a sliding fee scale system which takes.into
account the fam;ly s ability to pay

= solicitation at the local community level to
attract monies from the private sector, e.g.
sponsorships, contributions, loans, €tc,

161
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B. SDURLL OF \F}’PENDITURL FC)R IEAD START/LEPSDT COLLABORATIVE
EFFORT (TABLES \CVIII AND XIX)

The‘expenéiture form was ﬁsed.t@ collect infarmatian on the émcunt
of monies ‘expended by the-demonstration pr@jects(inﬁsupgart of

the cgllab@rat%én effort. The form was alég designed ﬁa assess
‘the per child cost of screening and treatment and related suppor-

~tive and administrative services. 'Information reported was for

the period July 1, 1974, to June 30, 1975.

There was wide disEarity in reporting among the demonstration
projects regardiﬁg the expenditure_f@rm as compared to its counter-
part--the income f@zmj I£ appears that most. projects did‘net»
understand that the am@unt of m@nles reparted as avallable fDr

the c@llabaratlve effért (reference Table XVII) was dlrectly
related to the amount of monies that could be.éxpended on the
effort. In-faét, many projects reparteﬁ more manies'éxpendaé:

than were actually available.

Because qé the lack of data and, in séme instancés, its unrelia-
bility, it was not possible to undertake the kind of analysis
antiﬁipétedi Thérafér&;w;ﬁ~CGHELUSiQﬁS can be drawn relative to
the éos;ﬂimpact of the Head StarthPSDT Ccllébérativé Ef fort for
the'uni;érse Qf‘lBB'@r@jeztsi' However, for thése projects re-
porting, the available daté-@ﬂ ﬁh& dispersion of these Egéts aré
summarized in Tables XVIII énd~XIX.v C@hélusi@néAana‘recemﬁEﬁdﬁj
tions as té the findings also f@llﬁw; but ére 1imited\£a the

universe of projects reporting.

162
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Ihfcrmatian by regjon, state and project concerning the source
v»DE-expenEiﬁureifar the;gmllabafativg'eff@rt, g!g.} Head Start/
EPSDT (supPlemental'grant),fcash contributions, in-kind contri-
bution, etc., is presented in Table XVIII. The table further
sﬁmmafizes the total amount of expenditure from all sources f@:yw
each region, state and project. |

Monies expénded by the demonstration projects on the céllab@xativé
effort (including EPSDT payments to prévideréf as estimated by

the projects) até categorized into three major groupings in

.Table XIX:

Direct Costs
Supportive Cost
Administrative Costs
L]
This'table further provides the per child cost of EPSDT services,
by‘ﬂividiﬁg the universe of dhildren served into the total cost

of all services rendered.

163
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Definition of Terms

i

Direct Costs refers to those costs which are directly attributable

in the Head Start/EPSDT program, e.g., wages paid to staff per-

sonnel directly involved in administering medical services, cost
of supplies (prostheties, phafmaaeuticals, etc.) used in the
‘course of rendering health services, etc.

B

Supportive Costs refers to those costs which are necéssary to .

énsuré guality and ongoing services to children and their:

families, e.g., wages paid to _staff persons who are not directly:

which induce better or continuing patient services, such as
outreach, EP3DT staff training, etc. The cost of providing -
. tfénsgartati@ﬁ to and from the clinic 'setting would also be

.germane to this category.

' Q@miﬁi5?¥ativé,§6525 refers. to those ¢ sts which support overall

Head Start/EPSDT operations, hut wh.. il _are not associated with

direct medical services to the collaboration partidipants,

e.g., wages paid ﬁéxﬂééd Start/EPSDT administrative staff, cost
of transportation, materials, etc., which are attribritable to
EPSDT administrative functions. o , o

7
’x,r‘f




1. Analysis of Findings (Table XVILI)

ZEréﬁeetS reQértEd'that~théy spentﬁé t@tél of 5556 383 on ﬁhe
¢Dllabérativeveffarti_ As expe:ted, the majgrlty of these

m@nies, $456,087 (76a), came fzcm the Head Start/EESDT supple?ﬁ
mental gﬁant.vrathér federal d@llars,ln thé amount Df $68—59l*
paid for lQ% Df health anﬂ related EPSDT- SEEVlces prcv;deé,t@'
children, thus representing. the se:ond largest exgendltuxa source
in suppmrt of the cqllébgrat;an. C@ntrlbut;ans from chez‘saurceé_
WE{e’sigﬂificantlf less. Exhibit VII provides data éﬁ the amgunﬁ
.of contribution by_expgnditure'source and its distribution as a

'percentage of the total.

Intéréstingly, EPSDT Medicaid was'rarely é source of funds useé re=
garﬂinﬁ héglth,SEfGiées to all Head Start/EESDI péfticiﬁangs;-'F;guEes
‘shaw.that Qﬁly 6%, $41, 858, was used f@r'health and reiated services |
£rom thiévsaurge_ This may have baen a fesalt of under :ep@rt;ng by
_theﬁ?féjectsg H@WEVEE, Meélga;dfs paﬁtlglgatlan as a fund;ng source
‘iﬂéééaSéS re;ativa‘tDiMediéaid payments for services renﬂere§¢t@
Médiééidigé:tiiiéd'chilarenQ—bath Head Start and rion-Head Start. Thi;'

will be eiplainea in next section. For example, projects reported

*This amount appears unusually high and may. be the Lesult of mis-
;nterpretﬁtgam That is, some programs may have inadvertently
reported expenditures from the supplemental grant under the
"Federa:" category as opposed to the "Head Start/EPSDT" exgend

ture category.

165
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EXHIBIT VII

| SOURCE OF EXPENDITURES FOR HEAD START/
EPSDT COLLABORATIVE LFFORT

7 . CDntrlbutLDn’”;j ) .
_Expenditure Source = __Amount : By Source

)

Heaa Start/EPSDT $496,087 - T 76%

NQﬁ=Ca5h In—RLnd ] ; - :
Cantrlbutlons - 32,062 - ‘|- 5%

Cash Cantflbutlans 69 -/ | -

- Féﬂeféimkéthet %ﬁéh 7 : .
) Supplemental Gzant - 68,591 10%

State E 5,743 1%

Lecal . 4,529 o L%

EPSDT/dedLGa;d B 41,858 6%

Dther o 7,445 18 -

‘TOTAL $656,384 | 100%

| .
e ———— I I - - - ——— m— _ I i ——— . _

NOTE: Information is ‘based on a total of 45 projeccts rcpértlng,.
which represants 23% of the 198 prDjéEtS paleclpatlng
in the Ccllabczat;ve Effort.

‘ s . 186




Table KVIII

=Lldi= -

SOURCE OF EYPENDITURE FOR HEAD:STAET/EPSDT |

COLLABORATIVE EFFORT

- Projects By heglion/State

2

Head Start
EPSDT Ex-,
{penditures

Non=cash
T-kind
contri-
butions

'Cash
scntr;e 'Federal\ :
putlons -

tate | local

EPSDT '
ledicaid

| Title s1y|

Other

HS/ERSDT |
: txpend. },?
From AlL |-
| sources |

- \\

RO,

e m Rk b
SISSACNUSRELE:

Gloucester -
pittsfield

Gf&éﬁfi&ldl |

Tatal |

19 386 .
§:1,325

ERIBV N

19,322

2,046

§ 319

151,130 ¢

¢ 12,693

s Y

540 |

51,131

S 34,433

Vernont - | Slf‘»}
o st §:10,150 | ) _ AR

Minooshi

Total

10,000

£ 30,150

20,150 |

Comnecticut: _ , P 1
dalelson 59,600 |§ 1L § 13,661 5 2,146 RARE &
Jiatt City 9,886 | § 4,000 ) §13,88 §

Total

§ 19,570

§ 13,661

s 10

52,246

$39,58 |

Regional Totals

s 1201

13661

NER

s 3.2

= ——— - AR
 REGION II

']Qkﬁfmhu | | o
B latertown ¢ 8,102 | $1,13 § 9,31
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SOURCE OF EXPENDITURE FOR HEAD START/EPSDT
- COLLABORATIVE EFFORT

‘Table VIIT (Cont'd)

-+ ' Non-cash
: L Head Stary In=kind

roject by Region/State [EPSDT Ex~ | contri-
o |penditures| butions'

Cash | 1 -
ccontri= | Pederal- | State
butions | i

.L@cal »

msor |

Nedicaid

Other

Ttle X14l

Total | .:
* [HS/EPSDT. |-
Expend, -
| From ALY -
- Sources: oo

— L e _; e —— éﬁ;

i

 REGION 11 (CONT)

New Jersey:

o Orange ¢ :7 §5,08 |

85,218

:
513,380

REglsnal Tatals )

4 REGION 111

Mafylaﬂd:
Salishurg

20000 | §

West Virginia:

§ff Roangke $ 5;557 g

| deglonsl totals |50 | 5 8] |

REGION TV

| Mississippi: /
$ 8,240

Starkeville -

Yazoo 12,300 $5,649 0 $3,380 |

53,800

o9l

HELHE

[swms |

12,000 |

21,50 |

1 6 9 Termesaee

o hlngston § 6,866 | 3 '334'

§oms

Alabama
Anniston § 7,076

S




TaddT N
SOURCE OF EXPENDITURE FOR EEAD START/EPSDT
I

COLLABORATIVE EFFORT

 Table XVIII (Cont'd) S o S
T 1 | 0 “o | Total

" , Non-cash | | 2 - o HS/EPSDT
f .| bead Start| In-kind |  Cash . I ) CERSDT | | Expend
“project by Region/State [EPST Bx- | contri= | contri- | Federal | State local ~ [Medicald | Other |Prom All |-
‘ penditures| butions | butions ST B ' - | Title XI¥ ' Sources .| -

REGION Iv‘ (corT,)

. Georgia: ’ ; S R
Honticello  |$10,252 | § 489 [ § 25 [§ 1S3 ] § 640|530 SRR AL

S ————

Gainesville | 13,000 | - 300 | 13,300

I N o I IR T I O O A

Kentucky: . - B | | _
Frankfort -~ [$ 16,000 | § 4,000 ? ~ - ' §20,000 | -

| RegLonal TDtals SUEM | S48 |5 29 |5 06| 5 3IM| 50 | 55,0 | ¢ 96,1% |

REGIDN V

s Illinois: : | \ . ' o
S cook County  [$30,016 |.§ 3173 . s s ] sye 0| 0 | eL4l9 )

joegen | 15,03 | 610 | S b | 2%

e [sas0s | seam | o] | snaes (w20 |5 2,80 [§85,365 |

L Lo —— - . — e Y = L N

Wisconsin: : } ; - - . o
Wisconsin Rpds.|§ 5,000 ‘ ! ] : L E 3000

Cgwerior | 5,503 I - 3 A PR R PRl -

ol swsn | | | oL b b Jsosn

e W S ————— m

ssosst | o | . s | | et [sam | s ||

?g-\,éegianal B*féls .




Table WVIIL (Cont'd)

. =loy= o
 SOURCE OF EXPENDITVRE FOR HEAD START/EPSDI
COLLABORRTIVE EFFORT

i

EPSDT Ex-
penditures

Al - | Non=cash
. | Head Start
Project by-Reglon/State

CIn=kind -
gontri-
butions

~Cash
contri=
butions

| Federal

 State,

Medicaid
Title XIX

ot |

Other

x Tétal

US/EPSDT

| Expend,

From ALl -
Sources

~san Antonjo

Amarillal

Total

Arkansas:

5,904

. REGION VI
‘Téﬁaéz T . ) ,' :!
Witchita Falls [ § 3,950 [ § 98 e §o404 {5 3,39 SR T

- 5,904

5,000 |- 900 $ 2,69 | § 1,000 - 9,553,

| 5 14,855

5 998

001 § 404

§ 23;404 1

Hot Springs

521,909,

§3,070

1§29

Lonisiana: ] |
- Mexandria | § 9,387 f § 5,000 ) § 14,387
| New ﬁexic@: i |
. Carlshad . | 6,509 §1,995 § 8,504
. éklahamaa | | |
- Chickasha, § 37,24 § 37,242

Regional Totals

§ 89,901

$6.08 | .

§ 40

108,50 |

REGION VII
MHissourd:
- Joplin -

Kirkvisle

1s 611

67|

5002 |

]
5,627




~161~

mmwmmmmwmmm%m‘s_
: COLLABORATIVE EFFORT . |
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e

Table KVIIL (Cont'd) - R T

‘Project oy Reglon/State

 |penditures

Head Start
EBSDT Ex-

lon-cash

In=kind
contri-

butions

Cash

- contri-
butions

Federal

Tocal

- EPSDT

| Title ¥3X

Medicatd

\

cher

| Hs/zpsDT

Total |-

Evpend.
From Al
Sourves:

| Agpletéﬂlcity

REGION V1T (coNT.)

15 5,000 |

I

1 S;QQQ_;}E

Kansaa
Hartgn

 Girard

1

. Total

 Begional Totals

4,89

| — - - ‘ e ey I
ol s 3, 277 o 555 || §16802 b
- i — - _ m v _ N e ’\ . I _A_!'

v f%v 5,148 ;;

500 |

K 487221a |

i
t ,:’

;48,002

$ 64,319 | ¢

| sasr |

- $ 53 369 |
3o

s

570,171, e}%

 REGLON, YLI1-

(olorado:
La Junta

|8 s

|

" l\ ) ﬁi

Puebla

10,000 |

14,8557

Trlnldad /f e

5,000

T@tal

5 14,775

Sis0cf

$ 17 822

s a2

s 62 | § 1,

o

0| 537,08 |

AL602 |

° hegional Totals

SWTsisLsn |

§ 9,140

5 1?{822  el

o | $ e | s

_$ 31,088 |

R

ERIC0 .

"I1L7(3”“

PT



soURCE OE EXPENDITURE FOR HEAD START/EPSDT

~ Table WUIIT (Cont'd)

'Ja &

CQLLABDRATIVE EFFORT

Project by Region/State

| Non=-cash .

Head Start In~ «kind .

EPSOT Ex-
penditures

contri-
butions

Cash
contri=

ngeral
butions :

EPSDY
Medicald

itle sEe|

Other . |From All;:ﬂﬁ

| total 77i»€
hS/epsDr |
Expend. |-

Soyrces |

.~ Oregon:
' Ia Grande

$11,89 |

NERE:E

" Eugene 43,280 | 5 3,350 - | 46,6301
'  R o R S— e . /', e iir A —
salen 5,700 59,809 | /| 15,599 )
Clatskanie EREN I ; "'/: . § 1,612 - 15,361 |
L N o : P /.f . i --_;g;_-a!!;éf
Total § 74,250 | $ 3,768 § 9,899 1,612 s 89,529 |
: T e — T
* Regional Totals 74,250 { § 3,768 $ 9,899 51,612 5 89, 529
S Y WS - S S—— nm —
INPD PROGRASS ﬁ 
Citetrth |54 R
 Montana: | AU B e
Flathead | § 8,498] : [ ? 2’554' |7 11'15;“*£
Nebraska: E e
Santee Siowx | § 5,924 RRC

1MPD?Tatais

614,467

ESIRTE

.SUMMARY TCTALS

| sdoe, 087

i

y | 501,858 | §7,4

5| 4636,3%
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$61,925 in Title XIX mahies available for the collaborative effort
through revenue sources. It, therefore, seems reasvnable that:
thié 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 Head
Start/EPSDT staff itself. This would have, of course, precluded
Medicaid/EPSDT reimbursements and contributed to a lower per-
centagc 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 the revenue sources
available to support the collaborative effort. While this strongly
suggests error in reporting, the possibility .nnot be dismissed ”
that projedts may have reached beyond the revenue sources re-

ported to §gg¢ain the imélementat;gﬁ of the Head Start/EPSDT

program. For example, some projects may have failed to report

(in the Income Sources Form) monies spent on the effort which

‘were rot specifical’ s earmarked for Head Start/EPSDT, but which

=

were, nonetheless, used for this purpose. This would suggest

=2
TR

_ that in certaiﬁacasgs pr@jécts wé%g willing to sacrifice other

;r.
program objectives or activities to ensire 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 collal jra-

tion effoxi‘incufrea:béyaﬁd the supplemcintal grant monies ayéi;g;lei

£
N
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Other analysis shows that Region VI ngenﬂed $108,515 on the
collaborative effort=-the most reported among all regions and

IMPD programs. Regions I, IV, V; and ¥ all reported EPSDT expendi=-
tures in the range of $90,000. Region VII 1apo..ced somewhat

less at $70,171, with Region VII1l following at $37,088. Re  ns
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 tﬁe number of projects
reporting. It is, therefore, ne£ clearly ﬂiSCérﬂibiE whether

this trend would have prevailed had the majority, of projects re-

ported.

Individually, Gook County of Chicago, Illinois reported spending
$16,419 on the collaborative effort. This was highest amonyg the
demonstration projects. On the other hand, Nett Lake, Minnesota

‘"reportéd a nominal amount of $45--lowest among all projects.

2. Analysis o. indings (Table XIX

Table XIX indicates that 48% ($316,399) of all monies spent by the dem-

onstration projects on the collaborative eff@rt was attributable to di-

rect costs. This indicates that nearly fifty cents of every dollar went
to salaries of staff éiréctly invglved;in EPSDT_meﬂléal services; to.

the cost of supplies used in the course of providing direct health
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‘ HEAD START/EPSDT EXPENDITURES RI:
DIRECYT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Tawle XIX

to, Of f
Childran S50
Nlinin, Gerrved | Child
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IXPENDITURINS

HEAD START/EPRPSDT RE:

Table XIX

(Cont'd)

Tatal tey, OfF Cant
ALl Children P
) Coatn 1 Direet Tuprard i _Addain, dore ohild
REGION 1v '
i HMisninsippi:
. _St-fu",(::'»;xllu D PRI I IR 509,278.00 3,H00.00 5o, 020000 4113 527,00
Yazoo 21,520 1}1,7:1?77.';!]7 ] Vj,ijfa.?!u",) A ) ’1',” 44,00
éié Toral 3“.ﬁﬁﬁ.66 | S5 608300 | 5 2,022.00 200 g § 30,00
) Tenness o
Einigston 1,00, 40, 5 4.149.17 500,111,087 71,879,670 26 1 }fnn
. ] Alabama: R V - -
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; T T Eld,sﬁs.nir $ 7;d£ﬁi%n So4,771.00 I 5 27.00
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HEEAD START/EPSDT EFXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Table XTX (CTh.t'd)

Total ' Ho, of Cost
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UEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

{

Table XIX (Cont'd) g
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services; and to other areas direcctly ascribable to health ser=
vices rendered to EPSDY participarts. ‘This finding Suéparts a
previous statement relative to the project staff administering
direct‘health'services and thereby, contributing to the low per-
céﬂtage in the use of Medicaid/LPSDT dollars.
Further analysis shows.that a considerable share of monies spent
was for supportive and administrative activiites==$156f414 and
$l637570=re$pectively. Thus, 27 .cents (27%) of every égilar was
Fspent on supportive activities and 25 Gentsr(ES%)lof everyvdollar

went toward administ-ative functions.

Tt“seems that adequate monies were genarally provided by the project
towad the objective éfﬁhaving Head Start assist the EPSDT pra=_:
gram in del;vering health-related supportive services to Medicaid
eligible éhild:éﬁ in the community. Administrative costs, Lov. g
seem to be disproportionately high when considering the maZor
.Dbjectiva of the program: to reach and provide EPSDT services

to és wany Medicaid eligible childrer. as possible. This_may be
the result of requisite starﬁéup activities for the program, e.g.,
staff orientation to EPSDT, meetings between Head Start staff and
local Médicaid/EP$DT agencies, familiarization with and cam?leti@ﬁ
@frﬂaté survey inétrgmenté, etc. by cam?ariscn, there were, éf

course, difference among regions and IMPD programs regarding the

i \ml
o
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distribution of direct, supportive, and administrative costs and
its proximity to the aggregate distributim of the universe
(réfe:ence Exhibitiﬂii)i For. example, Regic» T. ropoyvced that an
inarginata am@uﬁt of monies, approximale¢'y 75 ¢ents of every
dollar, was spent on administrative tasks, leaving ~ary few
monies for other services. .Canvegsgly, the IMPD »r.j=cts inai-
cilod that nothing was expended for administrativa activities.
Ratler, 96% of all expenditures were for direct scrvices, with
tune remaining 4% going to supportive services. In this instance,
it must be assumed that there is some error in reporting, since,
it is highly improbable that such a low percentage of administra-.

tive expenses would have been incurred.

A high incidence of direct services expenditures was also preva-

lent among Regions IV, V, and VII1 . %, 75% and 71%. Region I
reported a low of 16% for direct services. The remaining regions

averaged around 40%.

186



EXULBIY VILT

DISTRIBUTION OI' HLAD START/LEPSDT LEXPENDITURES RE :
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS

“Total

_Region J|Expend.-l,S.EPSDT | L irect _Supportive | Administrative

1 | 94,101 . 32,597 36,391 25,113
% Distrabution ‘ 130% . 35% 39% 26%

11 | 14,525 2,318 867 11,330
% Distribution 1008 16% 6% 79%

III 16,342 8,438 | 3,156 4,748
% Distribution - 100% 52% 19% 28%

i —— — o — — —_— S— — S—— I

ie 96,138 | 66,830 | 18,851 10,457
% Distribution 100% 708 208 104

v R © 95,868 54,609 | 21,340 19,91¢
% Distribution 1002 57% o 22% 21%

vIo 108,516 . 43,277 | 14,823 .- | = 50,416
% Distribution .100% 40% . 14% 46%

VII 70,171 25,355 39,609 5,207
% Distribution 1008 36% 569 | 8%
o wIII o 37,088 26,449 8,07¢ _ 2,564
L Distribution 100% 71% - 22% 7%

I¥ 16,995 6,626 §,502 1,867

% Distraibution - 100% 39% 50% 1y
X 89,529 133,459 24,122 31,948

|+ pistribution 1003 37% 27% - 36%

IMPD ’ 17,121 16,442 679 | -
% Distributicn , - loog 96% 4% o

163,559

Aggregate Total | {
Ak B &

(& Distribution

i

;vNDTE; Ipfarmatian“is based on @ total of 45 proiects reggrtin§,~

R
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In the supportive cost category, Region VII was highest, with
expenditures amounting to 56% of the total. Region IX and I

then follow with. 50% and 39% respectively. With the exception

of IMPD programs, Region II was lowest in support ~ervice exgenﬂi%
ture with only a 6% allocation and Region VII was moderately

low at 14%. Qﬁher regions expended 20% or more for suppgftive

service activities.

Administrative éxgenditures outside of Regit ranged from

?% to 46%. Region VI reported 46% while Re . VII, IV, ahd IX
vindigated~considerably lower percentages at 8%, 10%, and 11%.

An average of 28 cents for every dollar was svent by the remain-
ing régigﬁgi I, III, V and X, on administrative duties.

The average annual pér Child‘CGSt among all régians”énd;IMPD pro-
graﬁs was repérted at $45.00. This figure appears to be extremely
low since the‘ﬁatiaﬂaiﬁénﬁgal per child cést'@f‘hea]th services

to AFDC Medicaid recipiéntslwas assessed at§$l§5 pe;ichild* ~Again,
one can‘sgeculate that the low averagevmay be attributable to

' uﬁier reporting by the demonstration projects of monies used to
5up§art the :Dlléb@rative eff@rt; ‘This, of écurse,Abears directly

on the per child cost of health 'and related services,

[

*This figure was taken from “lealth Start: Final Report of the
Evaluation of the Second Year Program, December 1973. pg.
VII-14. The calculatinn was based on information from
"National Health Expenditure, 1969-1971, "Social Security

Bulletin, Januaxzy 1972. : -
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Reporting. among projects regarding per patient cést . econ-
siderably. Data from Table XIX shows that per child c¢o.. of

health and related services for Head Start/EPSDT ranged from

eight dollars to $264.00 aﬁéng the varia%s projects. These amounts
were reporte | by Ggpértunities Develzpmeﬁt,CGfparation of San
Antonio, Te -~ and Opportunities, Inc. Gf Watonga, Oklahoma, re=

spectively. Dottt these projects are Region VI affiliates.

The IMPD proqgraizs indicated the highest per child cost at $132.00.
Regions X and IX follawed,prepoﬁting $120.00 and $108.00, respec-
'tively. The lowest per child cost was_rep@tted by Régl@ﬁ Ili -
$18.00

Data from Table XIX also shows that-cénsiderably_law per child
costs were reported by ﬁéQiDhS,IV and II - $25.Dd-and $28.00 The
remaining regions (I, VI, VII, and VIIT) réggfteﬁ am@ﬁnﬁs Sléser

o the overall average per child cost.

3. +tonglusions

a, Expenditures for Head Start/EPSDT varimd from project
to project; about 75% of the total axpenditures
‘for all regions and .IMPD -programs ted from
the Head Start/EPSDT supplemental gra.. Contributions
from other sources 'were minimal
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b. Medicaid/EPSDT only accounted for 6% of all EPSDT
expenditures. It appears that many projects are
providing requisite EPSDT screening services to ,
collaboration participants 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
Medic1id/EPSDT expenditures.

c. Anal,~is 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 Stazt/EPSDTg

d. Overall, 48% of all dollars e: ‘pended by the ﬂemanqtga—
- tion prcgerts for the EPSDT prﬁgram was for direct
‘health services, with 27% and 25% attributable to
supportive costs and administrative costs, respec'ively.

e. Projecis allocated adequate monies for supportive
services to satisfy the ol:jective of soliciting =3
many Medicaid allglble children as possible for
participation in the program. But it appears fJ:t
more discretion could have been exercised regau’iing
the relatively high cost of administrative serv.ces,
in view of the overall objective of reaching a..: '
serving a* many .children as possible.

'£. Per child osts flictuated c@nsiﬁgrably“aﬁ@ﬁg the
projects. The average per child cost, however,
was asso=o~=rl at §45.n0.

4. Policy Considerai :ns

i

a. The demonstration projects could begin to take a

serious look :t where they are spending money

. relative -to fullfllllng the objuctives of Head
Start/EPSDT. Certa;nly if one of the primary objec-
tives of the program is to reach and provide support- ,
ive services to Medicaid eligible children, then T
programs must 1dent1fy, within the total program ‘
concept; the monies needed to accomplish this ob-
‘active. Thus, it.is likely that more should be
spent in this area. Expenditures in other areas
‘of less priority could, by Céntfast be held to

a ninimum.

=
4
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Programs could bagln to hecome more cost conscious,
They could ccisider alterr itive ways of monitoring
EPSDT ETandltLSFS other ' ian by line-items ex-
penditure, particularly i.. ..ght of emphasis (in

the second year program) on projects qualifying as
vendors for third-party reimbursements. In neygotia-
ting EPSDT purchase of service agreements, many

'state and/or 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 consideration,
therefore, is that projects would adopt a system
which béq:ns to meet this need. Such a system not
only provides a means for identifying costs
for reimbursement requirements, but can al -y

be useful as a management tool for * ~dgety o and
planning purposes. Moreover, it p- 1eZ muaagement
with the requisite information as = »>llar spending

relative to program objectives and further establishes

. the parameters necessary for any decision-making as -
" to the most cost-effective appr@ach for reaching

these objectives.

In light of the uncertéinty‘@f future collaborative effort

funding, stronger emphasls will bhe placed on programs to
take full advantage, wherever possible, of all MQﬂJCaid/
EPSPT reimbursable services. Programs could also be

' - encouraged to make every attempt to secure vendor re-

‘DgnltlDﬂ.-

Because of the unreliability of cost/revenue data,
more emphasis could, be placed on the retrieval of thlS
information in the proposed second year evaluation,
particularly in light of the programs pnor response
rate and apparent misunderstanding of whal was re- -

quested. A closer look at the impact of EPSDT Medicaid

dollars on the: ccllaborative effort might be a key
consideration. :

o qet -]



=1706-

C. MEDICAID INVOLVEMENT IN THE PAYMENWT OF LEESDT SERVICES
TO MEDICAID CERTIFILED PARTICIPANTS :

Data from table XX picsents Information concerning

Madiéaiﬂ's invaivemEﬁt in the payment for EPSDT services
received by Medicaid certified participants. Information is
arraye@ by the particular hgalth service category for Head
Stagt énd n@niﬁeéd Starﬁ é%rcllees} Reporting is based on
inférmatign obtained from the Heal*h Care Encounter Form
relative to the 24 selected projects. No attenmpt was mace,
héfé,té assess tﬁe_d@llar value of Medicaid payment%, as this
information c@uld'n@t be retrieved from the aforementioned form.

Rathex, the data focuses on the units of health services received

—g v

Ly Medicaid certified participants in which Medizaid was involved

—————

as a payment source. This finding :is then expressed as a
percentage to the whole of units of health sexvices received which
were paid for by Medicaid, in whole or paE#.

]
t

1. Analysis of Findings

Data indicated that 51% of.all health services te:ei%eé-by the
Medigaid éértified p@pulétig;ﬁ—ﬁcth Head Start and non-Head
Start 2§:ticipént$EEamDng the sélected projects was paid for,
in whole or part, by Medica;é;- Surprisingly, n@néﬁeadrséart
éhildrén'had a greater percentage (63%) éf Ehéif health ‘

services paid for by Medicaid than did Head Start children (5(%).
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B A .
MEDTCAID INVOLVEMENT IN THE PAYMENT OF UNITS OF EPSDT SERVICES
POR MEDICAID CERTIFIED PARTICIPANTS BY HEALTH SERVICE

Table XX &

Total

Inits of JUnits of Sorvices .
Health Forvices | Recelved by Hed. Units of Service Paid for v of Services Re- | Average
Service tecoived | Cort. Children by Medicaid ceived Pald for % for

By led, e T by Medicaid s & e
rertified ] A S S I A T ‘
"hildren HS Nis Yes o Yes fo K NHs

iy Py i Al i - _ " - - i i i i DO S _ i I il T W

e

Hedizal 3,900 3424 | 476 | 2883 | s 457 o | 8 968 | ng54

Pental paon| 2,070 | e | n0es | 772 DURI SR B FTOE ICU N B

dental 18] 1,408 22 206 ] 1,200 5 s 17 | 14y 234 15%

Notritional] 3.430] 3,000 | 429 117 | 2,884 ] i ) o 44

NOTE: Tigures do not yepresent numbers of Medicaid |
children receiving health services. Rather, !
they vepresent the units of health services
received (within each category) by Medicald
certified participants. '
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This Eﬂil@ch'tthughGut cach of the major categories of health
éervice, with the exception of nutritional scrvices. It is
épeaulated that this trerd was a result of less contact by the
orograms with the non~ilead Start certificd chilaren regarding the
tull rahge’of EPSDT mandatad services and/or the probability of
needed follow-up treatment. Medicaid in many ins:ances does not
reimburse for the full range of health services., 3ecause Head
Start Medicaid children are more likely to be the recipients

of total health services as opposed to non-Head Start Medicaid
certified children, the greater the possibility becomes for

Medicaid not to be involved in the payment process.

Data also indicates that Medicaid was most responsive in
participating in the payﬁént for medical and dental services
adﬁinistered to Medicaid certified children. Iledicaid's
invglvemént.as‘a payment source in these areas was repartedvat
85% and 75%, respectively. On the other hand, Medicaid's
involvement in the payment' for mental and nuﬁritiaﬁal'health‘

services was c@ﬁsidérably low at 15% and 4%.

2. Conclusions

: a. While the effectiveness of EPSDT Medicaid in terms of
T its—dollar contribution-to—the-collaborative--effort- -
cannot be assessed, it is concluded that the Head Start
projects were reasonably effective in involving
Medicaid in the payment of reimbursable services
in accordance with the;r fESpEEtLVE EPSDT State Plans.

b, EPSDT Medicaid as a viable sgurce for the payment of
Hedical and Dental services appears adequate, but
falls considerably short for the payment of mental.

" health and nutritional services. , .
A -
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Policy Considerabtlions

&. llead Start projects could be encouraged, wherever
possible, to maximize their efforts to involve Medicaid
in the payment of EPSDT services, particularly where
such services are.reimbursable according to the EPSDT
State Plan

b. Projects could also bhe encouraged to negotiate with
state/local Medicaid agencies for reimbursement rates
which more rcasonably reflect the actual costs or the
going community rate for providing EPSDT services.
This could possibly increase the number of Medical
providers willing to participate in the EPSDT effort
who were reluctant to do so before because of low
remuneration~ (from Medicaid) for services rendered.

c. Projects could be encouraged to negotiate
with state/local Medicaid agencies for reimbursement
for the Ffull range of EPSDT services provided. e.g.
supportive 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 for other priority
considerations relative to the collaboration.
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D. ASSESSED VALUE OF IHEAD START/EPSDT HEALTH SERVICES FOR
SELECTED PROJECTS

Information obtained applicable to the asségsed vélue of services
regarding med.cal, dental, mental health, nutritional services,
etc., proved to he unreliable. M@éa projects experienced dif-
ficulty in providing this information. There was apparent con-
fusion amony the demonstration projects as to the exact meaning

of assessed value of services.

To highlight this confusion in this area, one gfaje:t_reported
the assessed value of all services received at over $4,000,000.
. This was more than the total amount reported by all other selectég
projects S@mbiﬁed. Other Eréjects also reported unreasonable

amounts.

Information germane to this area was obtained from the Health

Care Encounter Form for the selected prgjectsi The assessed

value of services was to be reported as the cost that wﬁﬁld

normally be incurred by Head Start for the provision.of EPSDT

health serviées to Medicaid certified children. ;This amount,

which would pfesuﬁably exceed the total amount of monies paid
;;h;“ﬁ“f“bY“MEdiGéid“fo“EéimbEfSablé%EPSBT%SéfViéeS}“W@Q%dgﬂéﬂﬁtiEu&éﬂw"=€”wﬂ

the additional dollars needed from Medicaid to support the col-

laborative effort.
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Conclusions

With the apparent confus 1Qn/d1£1Lculty most of the selected
projects had in gathering information én the assessed value of
Head Start/EPSDT services, there were no éiscerniblé conclusions

reached on this aspect of the study.

Policy Considerations

a. BacaLge of the apparent CanuSlDﬂ caused by the
use of %uch termlﬂalégy as "assessed value of
services", it is suggested that this phrase be
dropped for purposes of the proposed second year
evaluatign. Rather, it seems only necessary to
‘request Jthe demonstration projects to report the
amount of monies they spend, beyond those reimbursed
by Medicaid, on EPSDT services rendered to Medicaid
certified participants. This will sexve to indicate
the total amount of monies needed from Medicaid to
fully support the collaborative effort relative to
the Medicaid certified population. '

b.  While most projects do not maintain their accounting
" records in this manner, it should not be difficult

to collect thie information. An accounting of the
services received 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 V1a the proposed revised End-of-Year-
Status Form.

¢.  Where site visits are made, a more intensive look at

L ~the regardkecplnq systems and the respective félmburse- -

TS e nE plans could be conduc ed to retrieve this infor=""—" "
mation.

1§)8~:'
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APPENDIX A

PROFILE OF IMPD PROJECTS

Three IMPD programs were included among the selected Head Start/
EPSDT projects. Two of the projeccts, Blackleet Tribe Busincss
Council and Fort Peck, wore located on Indian reservationg in
Montana; the other project, the Greater California Education

Project in Fresno, California, served children of migrant workers.

The Indian and migrant projects differed along the following

dimensions:

. _ Sponsorship:

- Indian projects: the Office of Native American
Programs {(ONADP) Councils of the particular -
reservations on which they were located.

- ‘Migrant projects: indepedent umbrella organiza~
tions directed to migrant workérs; the sponsor
organization's primary function was manpower

- ' training programs.

. Funding:

- The Indian projects received minimal supple-

.mental grants for the Collaborative Effort which

were applied to the health coordinators' salary.

Administrative and some operational expenses, ¢.d.,

for transportation and non-reimbursed health ser-

vices not provided by the Indian llealth Services

A (IHS), were paid Tor through the regular lead
‘*“”“”ww%W“w%ww*gtartfbuﬁget*”&ndfgupplémentﬁl~m§ﬁies¢pfévidéévmxvwn=~wwmwwwé%
- by the ONAP council. .

e

*Tndian programs do not receive any health services funding be-
cause the Indian Health Setvice is expected to provide neces-
sary care. :
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-  The migrant project also received a relatively small
supplemental grant. Funds were available from
the project's health sLLVJCﬂf program and. the spon-
-soring organization.

Support From Other Health Programs:

- Both Indian projects relied on IHNS and the migrant
project had access to special health programs prc-
vided for the migrant workers. The Blackfeet Tribe
received extensive support Eram IS which brought
in special resources Lo the rasexvation for testing.
Arrangements were also made for additional consul-
tation with an off-reservation s@rvice resource.

In this case IlS 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 persannel appeared to view
PSDT as -redundant and somewhat of an intrusion; in

addltl@n, some strain was apparent between the ser-
vice and llecad Start, possibly stemming from the proj-
ect's attempts to press INS for more services, parti-

" cularly follow-up. In both cases, some of the IHS '
procedures with respect to authorizations for and
scheduling of treatment posed &oma,xalthgugh not in-
surmountable, pr@blemg!

- The Fresno migrant project made extensive use of
special migrant health resources for both medical
and dental screening and treatment. Use of the.
migrant health resources had both advantages and ‘dis
advantages. Although many children received care
probably not otherwise obtainable, it tended to be
sporadic and Epl%@dlC Frzquﬂmt moves of the
families wete a contributing factor, as were

" the locations, hours of service and administrative
practices of the pr@jcctg :

o, r-e&ﬁ‘"#
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APPENDIX T

SUMMARY OF FORMS

Health Care Intake Form: a form to be 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 dESlgﬂEd
to collect information regarding:

~ the child's Medicaid status

- the child’s status w1th regarﬂ to
llead Start

-- the child's previous health record
for the twelve months prior to the
collaborative effort.

. Health Care Encounter Form: to be completed
monthly for each child in the 30 selected proj-
ects only. It is designed to collect data
cumulatively by child on the following elements
of health care service provided: .

- thé type of visit (screening, diagnostic,
. counseling/referral, or treatment) '
- the disposition of the case (including
, follow-yp visits where indicated)
- the assessed value: @f the provided services.

. Health Care C@mpéglte Visit Farm- to be completed
monthly by project for the remaining 170 projects.
It records information separately for Head Start
and non- Head Start children regarding:

- the tatal 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
Gf,referrals, fDlléWgupS, and éampleted
DI S R S zuggasfgs—) e e e et

. End cf thL Year,status REPOlt' 'ﬂasighed to be

completed cumulatively by project at the end of the
year. Collects information regarding:

~ . .= the participating'children‘s Médi*
/ _ ‘caid status
’ - the amount of turnover the prg;ect
experienced '
- the dlSEGSltan Df medical recards.

‘5ﬁ2()3:&3;;g14£~J"aliig;:gﬁiii}}




. Qﬁgfﬁ,?rgfilg,?arm: designed to record informa-
. tion rogarding staffing patterns for the Head
\ ] S$tarlt/EPSDT Collaboration Effort. Collects
h information regarding the staff's: ’

- employment status

- duties and responsibilities

- educational background

- previous employment/experiences.

. Time Utilization Pornm: ' designed to-assess the
quarterly distribution of the Head Start/EPSDT
staff time to the {c'lowing categories:

direct labor

- supportive labor

administrative labor.

Income Sources Form: designed to be completed
once during the program year to identify the
extent to which the Head Start program is making
use of available resources.

. * Expenditure Form: designed to be completed once
a year to collect information on how -available,
resources are used to fulfill the regquirements
of the Head Start/EPSDT Collaboration Effoxt.

3

-t

. Medicaid Profile Form: designed.to be completed

" by the Health Lialson Specialist. Collects back~
ground information on. the Head Start project
regarding its status and its understanding of
EPSDT Medicaid. . :




