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T ROD UCT ION

'it. is is the final oi: cT the y ation thc Head-

Start Pedieaid Early and Peri die Screening, Diagnosis and Treat-

ment (EPSDT) Collaborative Effo-t, a demonst aLion program that

was i- itiaLed by the Office of Child Dev l-pment (OCD)/HEW in

1974 initiating the prog OCD/HEW set forth the following

obj ctives:

to assess :he benefits in terms of increased services
for both Head Start and non-Head Start child en
and to establish the dollar value of these - rviees

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

to analy long-term program and policy issues
concerning Head Start services to young children as
a basis for improving taoe services in Nead St rt/
Medicaid EPSDT.

This report which has been prepared by Boone, Young & Associate ,

a private consulting firm under contract with OCD/HEW to evaluate

the Held Start/EPSDT Collabora ive Effort, presents and analyz(-.s

data collected during the first year of the program. It also

3ts forth key policy LO1 sldLLaLlons beed on study findings.



in evaluatift- Lli collabc -ltivb effort, the rept: L oamirios the

effectiveness of the program strategies ch sen by paricipatincTj

projects

[or pot

throuoh this evaluation, seeks La providr, direction

T e interim report providcd a detailed analysis of the programs

arior to the initiation of the collaborati :r effort and included

in-dopth lar compilatio s The final 'CU3S-2 tho

EEE&J! only insofar as thoy have a boaririchistory of Head

on tho collaborative effort. Like% only those tables and data

analyses germane to the evaluation, key findings, and pol ey

consideratios are Lnciudc1 here. Readers wishing a more compre-

hnr ive overview of the Head Start and EPSDT programs and a more

inclusive presentation of study data are requested to con ult

th- interim r port. All tables presented in the interim report

are included in the final report as Appendix A.

Young & Associates wishes to extend its gratitude to Liii

OCD staft for its cooperation in arnptcnientrng the evaluation study

desig also wish to expressly thank the staff of the funded

projects, without whose 0-operation this study could not have

progressed.
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ORGANIZATION OV ThE EINAL RPORT

Section I presents a summary of fhe major findings, crucial
problems, and koy poliey considerations ascertained from the
study by specific issue area.

Section IT prosenfs background informafion on the HPSDT and
Head Start Programs and the Collaborative Effort.

Section TIT describes tho study methodology employed in the
evaluation.

Section IV disc,usses the organization and operation of the
Head Start EPSOT Collaborative 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 analysis of the state EPSDT plans and
comparos these to the Head Start Program Performance Standards.

Section VIII cites the technical assistance cods of the
projects.

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

Appendix - Tables From Interim Report

Appendix B Data Processing

Appendix C Profile on IMPD Projects

8



I: aIMMARY OV MAJoR v-iNOING(.;, c:kuCrAt, PR00bEN5 AND KEY
POLICY CO0S1DEkATIONS

This sec:7.ion summaries the major findings of the first year

evaluation of the Head Start/ErOT Collaborative Hrfort and

presents the crucial problems and l:ey policy considerations

for the following issue areas:

1. Mc-dicaid certification for Vead Start and non-
Head Start children

2. Previous health care status of Head Start and
non-Head Start children

3. Receipt oE health amcviouo during the first year

4. EPSOT reimbursable services provided/obtained
duriny the first year

5. Supportive services ycovided to non-Head Start
children

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

7. Analysis of State EPSDT plans and providers'
performance

8. Cost utilization factors pertaining to service
delivery

9. Technical assistance needs of the projects and .-taff
characteristics,



In assassin Ple L year evaLuation, several conclusions

may he drw.ai from the first year ..N_ndings. First of all, the

Head Start urn ject' were reasol lv succes _ul in accomplishi q

the ohjG of th, e-ilahor e el.forL. 71nny head start

children were seree-ru- during lhe first year, even though Hey

were not always Medicaid certified. Mor , in the prJjects

selected for -pth study, there was much concon Lia Led

effort to assure td-o completion of services.

Secondly, and -_ositive side, Head Start progr ms initiated

relationships with many public welfare, health a cial service

agencies, and pri ate sector providers, and reinforced existing

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

programs st_mulated greater interest in EPSDT within loc

munities and among conce fled state agencies.

The major objective of the collaborative effort was to increase

health services to children ages 0-6 tlrough effective utiliza-

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

this L-sk, OCD awarded supplemental grants to 200 Head Start

-3ec --se main responsibility would be to devise specific

program strategies to ca ry out On's objectives. These grants

were awarded on the basis of applications submitted by the pro-

grams described th- potential and.act al Medicaid/EPSOT

population within Head Start and the surrounding c_mmunity, and

10



their plans for mouning an effectivn collaborative effort.

The projects selected constituted the national sample fot Lhe

evaluation study.' Thirty of these wo_:e iielecited for in-dcpth

hnalyhih.

The projects represente: a wide spectrum of the national Head

Start program but showed a strong rural hias despite the high

incidence of Head Start programs in low-in-...7mo urban areas

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

ing blacks, Chicanos, American Indiahs,, poor whites were

of the national sample. Also, h ocific Head SLart projects--

the Indian and migrant workers' demonstration projects (IMED)--

were included. The numbers n' children receiving Head start

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

choosing the selected sample of thirty projects, efforts were

made to insure that Aifw selected group approximated the charac-

teristics of the na -al sample with corrections for rural

bias.

OCD established several priorities for these demonstration

projects during the first year. The most important priority

was to pri-.ide EPSDT services to as many Medicaid eligible'

Mead Start children as possible and enroll in Medicaid the

maximum numbers of Head Start children not yet certified by

1 1



tho medical assistanco prodra. As a /;nuoud priority, Head

Start projects were to conduct community-wide recruitinu for

non-Hoad :Mart Iledicaid eligible chitdron. Cor this population,

Lke proj(!cL!; IA) o,Ittificatiou o[ the rledicaid

(.1ikihto

1)1.4-Inc] 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 L47

projects to the universe of 198 programs that had received

supplemental grants.) For chil( al diagnosed or treated, the

ox.trapolated number for the 198 programs is 26,933 children.

For the Head Start projects the fir t year of operation for

tho collaborative effort was primarily a developmental period,

with many trial and error learning experiences. During this

period, tho demonstration projects had to phase in the col-

laborative effor: as well as familiarize themselves with the

various forms being usod in the evaluation study.

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

rrtart children tirough utilization of community resources. In

some cases, too, the projects were stymied by the reaction of

public agencies or the difficulty of intermeshing with the

state EPSOT system. Reviewing the level of partic ation in



terms of number of el- ldren against the general]. y limi_ed tech-

nical support received by tne demonstration projects, the level

f activitygreatly va ied arrmng individual p ojcets-- s under-

standable and, in some instance5, commendable.

The major findings and policy consider ions, as well as crucial

problems related to these, are detailed bel w by Issue area.



Issue Arca 1: The extent to which the projects ac1ievecI
Medicaid certification for Head Start and
non-llead Start children.

ND1 GS'

Head Start projects were reasenabiy
successful in reaching and reviewing
children for Medicaid eligibility,
but the majority of children--both
Head Start and non-Head Startwho
were repo:ted as Medicaid certified
began the EPSDT Collaborative Effort
with that status (60%) (17,989 out
of 25,737).

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

Tho projects were tiilllyLuscessful
in btaining Medicaid certification

non-Head Start children who had
not been certified prior to entry
into the collaboration (832, or
10,178 out of 13,277). They were
loss successful_ with the Head Start
population -(30%, or 14,684 out of
38,912), reflecting possible dis-
crepancies between the eligibility
f3tandards for Medicaid and Head
Start.

The parent involvement component was
generally useful in providing for
outreach, screening, and establishing
Nedicaid eligibility, particularly
for the sihlings of:41 n-Head start
children.



PRODIAEMS:

POLIcY

I- 7

There were wide variations among re-
ons and among selected projects in
e numbers of childrenHead Start

and non-Head Start--for whom Medicaid
cer ification was achieved.

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

'The cliff° ,nces in eligibility stan-
dards for Medicaid and Head Start ser-
vices may have affected the number of
children who were found to be Medicaid
eligible .by the projects. States with
appreciably low Medicaid standards mpy
have been unable to accept low-income
children recruited by the Head Start
projects for the collaborative effort.

Many children apparently c>perienced
considerable fluctuation in their
Medicaid status over the year, with
possible detrimental results for health
care. continuity.

AMSIDERATIONS:

Systematic planning, including rel_able
estimates of the number of children to
be served and information on the type
of supportive services available, would
be likely to enhance certification efforts
through improved deployment of staff re-
sources.

Local Head Start proqramns could use star-
dardized procedures for assessing Medicaid
eligibility by Head Start programs so that
the accuracy of Medicaid certification re-
fer :Is might be increased. Also, review



E-8

cold be unClortakel by OCD of barriers to
El.%A)T eligibility for Head Start enrollees
becaus: of some states' low-income criteria.

H-ad Stcrt programs could establish closer
working relationships with local ET'DT
agencies to speed the determination and
certification process of.a referral child.

. The number of potentially eligibLe chil-
dren brought into EPSDT could be iincreased
were the projects given greater assistance
in developing outreach techniques, and
were gxeater stress placed on the demon-
strably successful parent involvement com-
ponent.

Because the income eligibility differences
(in dollars) tend to be mlnimal between
Medicaid and Ilead Start, OOD may wish to
review with SRS the feasibility of providing
Medicaid certification to low-inoonle, pre-
school children en the basis of their enroll-
ment in Head Start.



Issue Area Previou_ health care status of head St

FINDINGS:

PROBLE-S:

and non-Head Start children.

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

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

Non-Head Start children who had received
health services prior to enterig EPSDT
were primarily Kedicaid certified and
siblings o5 Head Start enrollees.

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

The si ila ity 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 Start child, alone. Apparen
emphasis in.the projects on supplying
dtntal_services for Head Start enrollees
m2,,ILLIA_in the relativel _lower rLe of
dental care for_noll-Head Start children.

17



PO ICY CO-SIDE _ TIONS:

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 thç Head Start performance stan-
dards.

Limitation in s me state plans for -di-
caid/EPSDT ould be overeom through im-
plementatior, of national standards for
the provisien of health $ervices to low-
income, pre-chool children.

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

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



Issue Area 3:

FINDINGS:

PROBLEMS:

The extent to which the proj u s provided/
obtained health services for Head Start and
non-Head Start children during the year-

There was a fourfold_incr-ase in the
number of children screened this year_
compared to_last _ear. The vast maT
_fority of children SC or
82,7-82 ou- of 95,997) Start
enrolleos. t4ost 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 nc7
as great.

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

The availability of particular health
services in a given area again influenced
the incidence of their receipt thisyear,
particularly psychological and nutritional
services.

The lacX o_ information about the nature
or quality of screening and other health
sbrvices provided limits the assessment
about the impact of these services upon
the health status of the children.

19



POLICY C

1-12

. The relatively large number of Head
Start children participating who were
ineligible for Medicaid or of unknown
statiis means that the Head Start proj-
ects most likely had to pay for services
rendered from their own program Desources,
even if the services were available through
the state EPSDT plan.

As in the case of the Rrevious
dental care was the ios revaliant type

rviCe_provided. There was
ourfold 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 th
least frequently provided. A greater
number of children receiving these
services were referred for.additional
assessment compared to other health
services.

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

SIDERATIONS:

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 per-
fo man -0 standards.

20



J-13

Further studies re- rding the quality
of health services received eouad 1:)o7
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.
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Issue Area 4: Extent to which the projects were able to provide/
.obtain-direot.EPSDT.retmburs.ablle so.rwices. for...
eligible children.

FINDINGS:

PROBLEMS:

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

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

Many projects relied 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 t ained to
have close familiarity with Head Start program
objectives and health-related matters
that there can be full integration of
EPSOT effort into the overall Head Start program.
The position will benefit in this regard, should
it be made full-time and be placed under.the
supervision of the health services coordinator.

oco might encourage more reimbIrsement Jati n-
ships through ensuring that the projects have
available full information on the availability
of EPSDT services in their areas.
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Issue Area 5: Extent to which supp rtive services were provided
to non-i1ad Start children.

0

1 DINGS

PROBLEMS:

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

I'revious 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
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 .tart children
was considerably weaker than-for Head Start
children, possibly the result of a lack of
resources in the projects.

23



Better coordination between Head Start
projects and public agencies would provide
More consistent and expanded delivery of
supportive services to non-Head Start chil-
dren. The projects might also seek reinl-
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 servioes, 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
of Head Start enrollees become participants
in the EPSDT effort, thereby also expanding
provision of supportive services..Ltre7VIse,
door-to-door contact could be uzda more exten-
sively as an outreach technique

Requirement of recordkeeping on the pr_ IP on
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: Comparison of Head Start rogram Perfor-ance
r

Standards and state EPSDT plans.

FINDINGS:

PROB _E

ICY E

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

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

With the exception of Californ_a, 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 provide rei- bursem nt

even

ivers te on
services.

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

2 r5



--lB

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 vhich might
otherwise have been neglected.

26



issuu Arua 7: Anal sis of Etat,' F,N;UT plans and providets' For-

FINDIN(1,_ _

P_ ROBLE

!-Itate Medic' 1/FHHDT plans wore character
ity their complexity, with disparate de1ev-
Lien of responsibilites to different public
and private agencies at both the state and
local levels.

There was overall failure by the Head t tart
programs to h integrated into the delivery
of Medicaid/EPSDT services at the state or
local levels by achieving vender status.

The col labora -Live effort had minimal impact
on the institutional arrangements of a state
d -aid/EPSDT plan or program.

The format
and often
obscure.

any state plans is complex,
Jrasing is ambiguous or

Variations among state plans concerni-_, thai
reimbursement policies can and do lead to
alienation and frustration among vendor
who apply for reimbursement for services not
sanctioned by the plans.

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

Restrictions in the plans on the awarding
oF ven..or status to community agencies
limits the availability of supportive ser-
vice and the potential for Head Start and
similar groups to become service vendors.
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PoLICY CON:;11WP8TIWN-;

Clear and preeiso ilifotimIti(m on tho opera-
tional and procedural aspects of state HPSDT
plans might be provided to Head Start pro-
grams, as well as Lo other agencies and con-
sumers, in order to increase the efficient
nse of theso resonroes and services.

Mere effective inton of Hcad StlarL
and EPSDT services might be accomplished
through review by SPS of Head Stares pro-
vision of the specific services rendered.
Health liaison specialists may havo au im-
portant role to play in this regard, through
their active intercession between Head
Start programs and local EPSDT/Medicaid
agencies to promote closer and more effi-
cient working relationships.

(Por.considerations on vendor and provider
problems, see Issuc Area 5, Policy Consider-
ations.)



ssuo Area 8: (ost util iziLioii factors per aining to service

FINDINGS:

PROBLE

tIe liv :y.

Al Lliuuqli expen(litures for Head SLart/EPSDT
varied from project to project, the average
cost per child was ass ssed at $45.00.

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

Some programs extended beyo d 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.

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

Most of the time (55%) , payment for 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.

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 services provided.
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POLI Y CONSIE-

1-22

Review could be undertaken by the projects
to cietk,i monies directed towsrd
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
OD the supplemental grant and would also
faciliate service delivery (supportive and

health related) to the target population.

Where such designation is not pos-ible, 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).

3 0
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Issue Area 9: Tchnicni assistance needs of the projects a-d staff

char.actoristics.

FINDINGS:

PROBLEMS:

Techni-al Assista c-

ad Start projeL__ had particular technical
-sistance 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.

State edicaid/EPSDT agencies were usually not
a source of technical assistance to the proj-
ects as had been anticipated.

The agent with the respon ibility 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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LOLICY CRASINERATIONS:

FIN INGS:

PROBLE °.

,24

Administr_tion and planning, an well as d
velopment of coordination and linkages
[he projects and the Medicaid agencies,
potentially fruitful areas for conoentr
of technical assistance during the soc .
ye'7 effort.

The _ le of the health liaison spc2ialist might
be_mor:e clearly et:fined in regard to iLs On-
going technical assistance function and as a
link between the projects and the Medic id
--eneies.

Staff Characteristics

A majority of the EPSDT coordinators were
full-time personnel with some college back-
cfround and several years of previous --

perience in Head Start.

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

Training of health a c ohher staff for the
EPSDT effort was generally limited, and
consisted primarily of OCD workshops.



POLICY CONSIDERAT

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

_ead 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 Start/EPSDT services. This position
might best be utilized were it made full-time
and placed under tbe supervision of the health
services coordinator.
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11. Bilta 'ROUND OF EPSDT PROGPA'.1 AND THE COLLABOR a VE EFFORT

A LEGISLATIVE HI SIB W1 OP EPSDT

The 1967 rnondnionts to the Med

cial Sec

health servi es for low-i come children ages 0-21 thro

visions, Title XIX, of

ct n ndatd a national p.rogrLm of proven-

the Early anci Perindic roonino, Diagnosis and Treatn t (EPSDT)

program. These ame dments WOTO signed into llw on January 2,

1968 to b eorn(.. effective July 1, 1969 and they repr_ ented a

culmination of several years activities on the p ..t of HEW

officials to b _aden the cove-_g__ of health and medical ca

for )oor children by establishing federal standards for co-

ordination and provision of services. Because of the linkage

to public assista ce as a major crite ion for eligibility,

this new and extensive health program was integrated into the

public welfare system -hich carries responsibility for other

income :aintenance and medical assistance programs, including

dicaid.

Until the passage of th? 1967 legislation, federal financing

for child health- services had been provided primarily through

Title V of the Social Security Act which had authorized screen

ing servic - since 1935 through Mat r ity and Child Health

(supervision of preventive services and well-baby clinics) and

Crippled Children services (diagnosis and t ,-atment). In the

3



early 1960's, however, there was an expansion of healt1

services for children at the federl level th ough the pro-

vision of Maternity and Infant Care (1963) , Children and

Youth projects (1965) and other infant care programs.

n --ugh the Eeoiioniic Opportunity Act -r 1964 also, eff rts

were made, to provide health programs for 1 income children

(He d Start) and con inities (neighboihood health clinics).

However, each of these pr gi:ams was unrelated,had different

funding raihanisms; and more critically, each reached only

small numbers of children.

As an effort to bring about coordination of these various:health

services, fede al provisions for EPSDT called for che Title XIX

(Medi- id) agency in each state to enter into agreement, with

the Title V agency (Maternal and C ild Health, usually the

Health Department) so that such agencies might be a provider of

services to be reimbursed through Title XIX. There was also

ressed concern about linkages to other corm nity resources.

In 1955, for instance, it was estimated that only 6.5% of the
children under 21 in the U.S. were reached by Title V programs.
Anne Marie Foltz, Early Periodic Screening, ClariTosis and Treat-
ment (EPSDT): The Develo ment of Ambis Federal Policy.
Yale University School of Medicine, Health Policy Project, HEW
Grant No. 5-R01-HS-00900, June 1974.
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There was eighteen m- th delay, however, bef re regulations

we e prom l ated by HEW for implementation of the EPSDT pro-

gram. Vari us reasons have been cited for this delay, the most

pron nent being the res stance by the ot _e to providing the

extensive screening and subsequont di gnosis and tre tment

called for beca of their cost implicatiols.

Regulations currently in effect were issued by t-e Social and

Rehabilitation Services SRS), the adnLinistering unit in HEW

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

The-e extended the date for full implementation of the EPSDT

program and allowed the states to initiate these oervices by

apportioning the children to be served on the ba,is of age.

The age group to be served first was to include children ages

0-6, with services gradually expanded to include all youth

up to age 21 by July 1, 1973.

Because of increasing public concern about the delay in imple-

menting EPSDT, Congress passed furthr amendments calling for

penalties against any - ate O.% _f the federal shar_ of AFDC

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

full implementat on of the program by the specified time period

*From Michael D. Fdwa s, "The Children Are Still Waiting," The
Nation, September 28, 1974, and the Hearings of Subcommittee on
Oversight and Investigatiens,Committee on Interstate and
Foreign Commerce, Getting Ready_ipr National Health Insurance:
alsIELnaaillaglilcIET-1, October, 1975.
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in Llie SRS regulation. (As c iiqus t 1 74, eight trs*

had I had p: -lties leviec again:Jt them.)

B. n CR I PT1 MN Mt M FIVEPSDT

use F-)SDT is an integral part of Medic '1
/

the rules

regulations that; pertain to the administra ion of that medical

assistance program are applicable to EPSDT as well. iledic id

ran be dose:- as a federal Ttate financed, state adm nistc- d

program with the federal contribution valying from 5W1 to 83°6

cost, depending upon the provisions of an i-dividual state

plan. Medicaid (a d EPSDT) is usually administered on the

state level by the public welfare depart ent under the single

state agency rule of the Social Security provisions.

The

tate.

-cteristics of Medicaid va y greatly from state to

- federal g idelines for the -rogram are broad and

gene al and only certain basic services are mandated. Thus,

states have wid- latitude in defining tie scope and nature of

the services to be provided within their area. Rather than

being vi-wcd as one uniform national program, Medicaid and

EPSDT een best be described as programs which are administered

the bas 49 separate state plans which resemble each

iawaii, Indiana, Minnesota, Montana, New in_ -ico, North Da ota,
Pennsylvania, and California.
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othcr only in their basic mini um re. remen (The state of

Arizona do not pa:ticiplte in the Medicaid program.

Individual state pi ns provide varying deIinitions for Hediecid

and EPSDT service,

1.

sove al are E

Eligibility n- All -tates must serve the categori

cally needy as defined by federal regulations but the

state has the option of setti g definitions for s r inq

the medically indigent, those l- -income families

who are not public assistance recirients.

2 Provide. status: The state can establish criteria for

awarding vendor s atns to providers of medical services

and thus restrict the category of persons or groups to

be reithursed fo- ser -ices rendered t_ the medically

needy. In some states, only licens =d private physi-

are renbursed; while in other , services rendered

by n ighborhood clinics or nurse clin cians are re-

ble al o.*

Benefit structure: Beyond the minimum services required

by regulation, the states have the option of determin-

ing additional benefits if any, to be offered to M_di-

ceid recipients. These benefits can be li ited by

*Potentially, the Health Liaison Specialist of the American
Academy of Pediatrics could influence the selection of
medical provider category.
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utili -tion controls. Fo xamle, California.

Medicaid rocipienLs are permitted two physician

visit- per month xcept for 7,TSDT servie

4. Reimbursem _ Lates: States determine the rate

at which providers are reiMbursed for services

-rendered. Reimburs ment methods range from pay-

ment for "reasonable cost" to a :!lat rate for

specific services which bears little relationship

to the cost of providi g the same service in tl

pri- t= sector.

Billin- and colle tion pro-edu- Billing and col-

lection procedures also vary from state to state

and may affect the submission of bill and the fre-

quency and rapidity of pay ent to providers. For

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

ths betv en the time a se vlce is rendered and

payme t is received by the provider. This factor

trgether with low reimbu---ment rates tend to

reduce the number of providers participating in

the Medicaid Pr g am.



IMPACT UPON THE DEL-VW; oF FFSDT SERVICES

The problems that have been identifi d in the administration of

Medicaid, both in the provision and definition of servic s

well as the overall management, have immediate impact upon the

scope and nature of the EPEDT program and create barri

its effective implementation.

Federal regulations for EPSDT designate the state M dicaid

agency (public welfare unit) as responsible for providing or,

obtaining health services for EPSDT-eligible children. This

responsibility includes such supportive services as outrea h

(locating and informing families with eligible children about

the program) and recruitment of both con umers and providers

of EPSDT services In most instances, however, the emphasis

in program implementation has primarily been upon screening,

reflecting the maj r new service mandated through the authoni

tion of the EPSDT program.

Then too, the availability of providers and community h alth

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

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 admir _tration. Moreover, state

welfare agencies do not perceive that they have a primary role



in the delivery of health services, since most find their

time consumed in the administration of public assistance and

social services. Therefore, they have placed relatively less

priority upon developing and providing a co-prehensive health

care system.

Several questions can be posed regarding the viability of

broad screening programs within the co-text of comprehensive

health care. First of all, is the separation of screening

from diagnosis and treatm nt services medically sound? Then,

how often should screening be provided, and what kinds of sup-

portive services are needed to assure comprehensive care?

Health professionals differ among themselves r-g, ding the

-type of preventive services and screening techniques in rela-

tionship to diag osis and treatment that -hould be universally

available. Moreover, the frequency that such services should

be provided is open to professional judgment. For instance,

Dr. Frederick North, a pediatrician, stated before the House

Subcommittee on EPSDT that "any separation of screening from

the direct context of comprehensive care multiplies the costs

and difficulties of providing preve tive services and of ix

sur ng adeq ate diagnosiS and treatment."

*Hearings V. cit., p. G.
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He pointed out that there is a 30% loss between referral and

appointments kept wh n screening is rendered separately from

the other medical services. Others believe that screening is

a convenient way of sorting out individuals who have some

likelihood of pathology in a given area.

Therefore, the problems of implementing EPSDT at t e state

and local level may reflect the lack of consensus -- public

and professional regarding the construction of a health

car system as well as certain inadequacies in that system as

now operated throughout the U.S. The General Accounting 0Jice,

in its January 1975 report on EPSDTp** cited several facto

impeding the program: inadequate outreach techniques, lack of,

utilization of allied health professionals, inadequate proce-

dures for periodic updating of sc eenings and inadequate follow-

up mechanis -, again reflecting the lack of comprehensive

approacl .s to health care as well as a failure to fully ad ere

to federal standa ds.

*Dr. Frederick Green, former Director, U.S. Children's Bureau,
HEW/OCD. House Subcommittee Hearings, op. cit., p.8.

**Improvements Need9_4I2_1Efillplementation of Medicaid's
Earl and Periodic screeninc Dia nesis and Treatment Proqrarr
Comptroller General of the United States, DHEW, Social and
Rehabilitation Services, Washington, D.C., January 9, 1975.
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Even if EPSDT were fully impleiiented, however, these services

would only reach about one half of the nation's 25 million

children in low-income families. (There are 13 million Medi-.

caid eligible children nationally according to the House Sub-

comm ttee report.) Even most of the children eligible for'

EPSDT are beyond the reach of the health care system because

of its e phasis upon crisis or emergency care.* Yet it is

these children -ho have the highest incidence of correctible

medical problems. The basic challenge of EPSDT, therefore,

- to trigger changes in health care delivery for children as

a first'step towad evolving a truly comprehensive health

program.

D. PROFILE OF HEAD START

H ad Start is a national de onstration program to provide

comprehe _sive developi.ental services to low-income pre-school

children, and in its ten years' existence it has become pre-

eminently identifiel as an effective model for the delivery

of integrated human services. Since its inception, Head Start

program goals have stressed an interdisciplinary approach to

child development in order to assure that the various services,

_-taff functions and sk ils needed to enhance the social fL1c-

tioning of the child and his family might be available.

C News Closeu on Children A Cas- of Neglect. Transcript
of Broad ast over the ABC TeleVision 7qetwork, July 17, 1974.



Head Start was originally conce ved in 1964 within the context

of a community action strategy. The intent at the time was to

demonstrate the e.:ficacy of intervention into the life of the

"disadvantaged child" through a host of education, health and

nutrition, and social services arrayed with the parent and co

munity as partners in the service delivery process. Many of

the early supporters of Head start raised public expectations

about the possibility of long term cognitive gains in pre-

school children that could be translated into school success.

Head Start, as a specific program strategy, however, clearly

emphasized the necessity to deal with the whole child, i.e.,

his physical, mental, nutritional, social and emotional needs,

in order to better prepare him to participate and achieve in

regular school.

The Office of Child Development/HEW, now the admini-tering unit

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

achieving social competency among low-income preschool children

through the issuance of performance standards. These standards,

revised as of 7/1/75, set forth the goals and objectives of

four components Education, Social Services, Parent Involve-

ment, and H-alth -- which must be part of each Head Start PrOgram.

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

*A full discussion of the Head Start Frog am Performance Standards
is presented later in this report.
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Head S art now provides servicts to 350,000 children nationally,

80% on a full-ycar basis, through an annual authorization of

around $475 million.

Head Start has achieved notable success in m-eting specific

goals to improve the health and nutritional status of its

enrollees. The New York Times,in an article dated 6/8/75, is

laudatory in its praise of Head Start efforts to provide

standardized health care to pre chool children in low-income

communities. As of 1973, Head Start has also been vi=ved

as an appropriate community service to recruit and provide

services to handicapped children because of its intensive out-

reach and integrated services approach.

*N.Y. Times, 6 75, "Head Start;
Experiments.
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III. GENESIS OF THE COLLABORAT[ON BETWEEN HEAD START AND
MEDICAID EPSDT

December 1973, the Office of Child Development (0CD) and

1
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 illness, and linkage of
the child and family to an ongoing health system

Both OCD and MSA serve primarily the same clientele--low-

income families--and both agencies are concerned with co tiluity

-f care and health services integration. Thus, this common frame

of reference could serve as a catalyst to generate a wide range

of lo ql collaboration and cooper tion between the two programs

that would help to str ngthen Head Start health components and

also assist state and local agencies in administering and imple-

menting EPSDT programs.

The strategy of the collabrative effort was to utilize local

d St -t progr ms as a mechanism for making EPSDT services

available to Medicaid eligible children 0-6 years.

1.

2

The division with the social and rehabilitation service unit
di-- tly res3onsible for Medicaid and EPSDT.

Memorandum dated pecember 12, 1973 f:om Howard Newman Com-
missioner, Medical Service Administration and Saul Rosoff
acting Dtrector, Office of Child Development to the Social
Rehabilitation Service.



The plan called for Head Start to refer potentially eligible

children to Medicaid for cert -ication. In turn, Medicaid

would supply EPSDT services in accordance with the state

M dicaid /EPSDT plan. Any additional health services for

Head Start children not covered by the state Medicaid plan

but required by the Head Start Performance Standards would

be paid for by local Head Start programs. The Head Start

projects approved for partic pation in the collaborative

effort would assist the Medicaid/ SPSDT agency by providing

health-related support services, including case findings,

transportation, public information, referral and follow-

vices.

The H -d S=art projects were also assu -Id that eligible

children would rec-ive the EPSDT services to which they are

entitled. In addition the collaboration effort called for

=projects to provid- services to non-Head Start children,

including siblings of Head Start enrollees and other poten ial-
*

ly eligible children in the Head Start target area.

Technical assistance was to be provided as part of a national

c ntract with the American Academy of Pediatrics (AAP) which

would- supply health liaison specialists. The specialists were

to as ist the local Hoed Start project in making collaboiative

ariangements with Medicaid agen-ies. They were to also provide

orientation and training s_ sions for the Heal Start health

services coordinato s and assist thorn in plan ing and implement-

ing the demonstration progra
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On December 18, 1973, the Offico of Child Development issued

specified guidelines for the collaboration effort. These

include:

The collaborative program to be ostablished as a
demonstration effort for one 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
demon tration 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 servic
arranging for transportation
aiding famili-s in establishing Medicaid
eligibility
assisting in securing medical appointments
maintaining individual health records to

sist 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 demon-
stration to provide health-related support service-
for Head Start and non-Head Start children recruited
for participation in the EPSDT Collaborative
Effort.

The criteria used by OCD t- select grantees for the collaborative

ffort included: illinqness to participate in the collaboration;

ability to implement health services for children; the state

Medicaid ago )ort of Lhe coil

4 8
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ability and willingness to enroll and serve all Medicaid

eligible,Head Start children. For those projects serving

non-H ad Start Medicaid eligible children, it would be

necessary to identify a significant number of children in

the target area who were age 0-6. Priority was to be given

to programs able to enroll in Medicaid/EPSDT the maximum

number of Head Start children who were not presently served

by Medicaid. A second, b t important, priority consideration

was given to the ability to enroll in Medicaid/EPSDT sub-

stantial nu bers of non-Head Start children who were not

covered by Medicaid.

ethocol Cly

In May 1974 the Office of Child Development announced its plans

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

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

assess the extent to which the collaborative effort had been

successful in achieving its goals and obje-tives by documenting

the outcomes of the demonstration program. Boone Young & Associ-

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

The evaluation of the Head Start/EPSDT Collaborative Effort re-

quired:

4 9
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1 the selection of pro Hcts for in-depth analysis

2 the development of a series of data collection
instruments which constituted the required
recordkeeping system

data collection on all site visits to the selected
projects

4. data processing

5. data analysis.

The relationship between these ele ents is shown in Exhibi

and each is discussed below.

Project Selection

Thirty project e selected from t e universe of 198 demon-

-tration sites funded.for the Head Start/EPSDT Collaboration

Effort for in-depth examination ad analysis. The sites were

chosen within the twelve states designated as target states

by the Office of Child Develop ent for the evaluation. These

states were: Massachusetts, New Jersey, Maryland, Miss ssippi,

Tennessee, Illinois, Ohio, Te-as, Missouri, Montana, California,

and Oregon.

Head Start is a national progran which allows for suff cient flexi-

bility at the local level to be responsive to community needs. Medi-

caid/EPSDT programs also vary at the state and local level in regard

to policy initiatives. Examination of the universe 198 projects

revealed few similarities nq the projects because ef the highly

diversified nature of the e prorramq. It was therefore difficult



EXHIBIT

EVALUATION INDICAT1

(Outreach)

STRUCTURE INDICATORS

Staff Characteristics

Project Characteristics

Institutional

emvironm.entPCF/SV)

111-6

F R HEAD START EPSDT COLLABORATIVE EFFORT

Child/Family

Previous Health StattL

ProviderS

PROCESS INDICATORS

.........5.

lead Start/EPSDT

Services (SV)

(Follow-u )

Medicaid

System

statc/Local

a

Regional

OCD

Washington

OCD

aa, zEr

OUTCOME INDICATORS

Outcomes(DCF SV

Parenthesis in icate sources of information by methodology component:

DCF: Data collection forms

SV: site visits to selected brojects

Data processing is not shown but is applied to develop previous status and outcome indicators



to find a basis of comparison upon hich to draw a representa-

tive sample. In addition to the highly individualized nature

of the projects, the selection process was complicated by other

'factors, including:

the lack of baseline data on the funded projects

the lack of uniformity and completeness of the
available data presented in the grant prop sals

the inability to make contact with local pr jects
to verify and collect baseline data because of
ti e constraints

the necessity of drawing a sample within the
characteristics presented by funded projects.

Therefo_e, it was decided in discussion with OCD that the

priority for selection of the 30 projects would be based upon

an identification of the various network of barriers, both

internal and external, which the local project faced that

might impact upon the outcome of the collaborative effort.

Efforts were directed at exam ning programmatic problems and

possible solutions to deter ine what could realistically be

expected of the local projects.3 Options for po sible solutions

to the probiem were also considered.

The following orite 2 agreed upon as _he basis zo

tion of the thirty projects:

Descriptive information is provided in App ndix
on the Indian and migrant workers projects selected
for in-depth study.



identification of institutional barriers to
the implementation of EPSDT

programmatic aspects of delivery of health
care to children

ru -I/urban characteristics

program size

pro'gram sponsorship

geographic dispersion within the state.

The funded projects exhibit a strong rural bias. For example,

in states that have den:ely populated areas, such as New York

and California, only a relatively small number of rural pro-

grams were funded. Head Start, in general, has a strong urban

focus, and large numbers of Medicaid eligible children are

generally found in densely populated communities. This selec-

tion attempted to compensate for the rural bias by including

several large urban areas. With the exception of Paterson/

New Je ..ey'and Baltimore, Maryland, the only areas which

presented us with the opportunity to study urban areas we e

in Region 5. This explains the -lightly higher concen ration

of -elected projects in this region.

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

be f und in the interim repo t. Exhibit II provides additional

infor ation.
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Data Collection Instruments and Recordkeeping System

A sot of dc, collection forms was designod ffor the study Le

serve two purposes: 1) to obtain information necessary to the

evaluation7 2) to support local pr :ects' recordkeEplug activi-

ties, particularly as related to the health component and the

collaboration between Head Start and state and local agencies

administering EPSDT. Copies of the forms and the associated

instructions were pr vided in Appendix C of the interim report.

The data collection instruments for the study were:

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
Collaboration Effort, at the time he is first
recruited for EPSDT services. It is designed
to collect information regarding:

the child's Medicaid status

, child's status with re lead Start

the child's previous health record for the
twelve monthsprior to the collaboration

Health Care Encounter Form: to be completed monthly
for each child in the 30 selected projects only. it
is designed to collect data cumulatively by child on
the following elements of health care service pro-
vided:

- the type of visit (screening, diagnostic, counsel-
ing referral, or treatment)

the disposition of the case (incLiing follow-up
visits where indicated)

the assessed value of the provided services.
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Health Care Comp ?siLe ViiL Form: to be completed
monthly by project, tor the remaining 170 project:h. IL
records information separately for Head Start and non-
Head Start children regarding:

- the total number of visits by type (screening, dia-
gnostic, counselling/ruferral, or treatment) of
children in the project.: during that month

- the disposition of cases (the number of referrals,
follow-ups, and completed oases).

End of the_ YoarStal_Lport: designed to be completed
cumulatively by project at the end of the year. Collects
information regarding:

the participating children/o Medicaid status

- the amount of turnover the project experienced

the disposition of medical records.

Staff,Profile Form: designed to record information
regarding staffing patterns for the Head Start/EPSDP
Collaboration Effort. Collects information regarding
the staff's:

employment status

duties and responsibilities

educational background

previous employment/experience.

. Time Utilization Form: designed to assess the quarterly
_

dist. bUtion of the Head Start/EPSDT staff ime to the
following categories:

- direct labor

supportive labor

administrative labor.

6 0
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Income Sour-- ; Form ii .1 .gt -1 to be completed once
during the progrim year to identify the extent to which
the Head Start program is making use of available re-
sources.

LnImdLLII:(1=_ZILL-11: designed to be coinpletrd once a year
to collect information on how available resources are
used to fulfi,t1 the requirements of tho Head Start/
HPSOT Collaboration Effort.

Medicaid Profile Form: dc igned to be oompleted.by the
Health Liaison Specialist. Collects background infor-
mation on the Head Start projects regarding its status
and its understanding of EPSDT Medicaid.

Visi

One to two-d- site visits were m de to ,A selected projects. The

purpose of the site visits was to obt in infor ation concern

selected issues surrounding the implementation of the Head S- art/

EPSDT Collabora ive Effort; for example, -tart-up activity, re-

lationships and agreements with state/local Medicaid agencies, pro-

vider arrancements, etc. The interviewer attempted to assess the

pr jeetc-' understanding of the collaborative effort and to identify

which might affec failu.- of efforts (i.e.,

arrangements with health providers, general lack of health provider,

etc.). In addit_on, the site visits were used to check the validity

and the reliability

the data collection instruments.

;nation reported by the projects via

6 1



The field staff received oxc I I nt coc r --)n at the local

level. In all cases, the I Icaid Start pe ronuc-1 were cooper-at ive

and in formative. Medicaid personnel were generally respc uivo,

as were healLh ovider

Data Proc,ess ng

1 - objective of the data-proces 'ng effort has been to provide

mprhenstve and acc ;ate summary data for the analys

Procedures were developed for the processing of enrollment,

Medicaid a d previous care status data from the Intake Forms,

the processing of EPSDT health services data from the Encounter,

a d the Co posite forms, which are the basis for much of the first

report.

There

data:

distinct phases involved in the processing of this

Phase I Prepare Data

Phase II Clean Data and Cre
Disk files

Phase III Write, Debug, and Test Sum
Programs

Phase TV Run Data fc- Reports.

Pertinent aspects of each phase follow:

6 2
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Phase

1 5

Data Pt ration

As the first step in procossini the data forms, checks a d cor-

rections were male by hand as a --e]iminary to a- Lntnated

aration steps. These manual steps included chocks of pro-

gram ID numbers, and logical _ mpletion of significa t items.

The program for t

Lhe proc

.ta from card to disk, as well as

to produce tl- formatted dump, had been writ te

to -ed and debugged prior to the implementation of Phase I. An

ins_ u tion manual was developed for handling problems,

treatment of non-responses.

The checked and corrected forms were then sent to the subc- t lc-

tor, where they were double punched and verified. A temporary

file was created on disk, and a formatted dump returned to Boone,

Young & Assoc_ates.

Phase II Crea ion of Permanent intake Files

The formatted dump created from the temporary file in Phase I

was caLefully checked 'by the Boone, Young & Associates staff

for inconsistencies. Specific variables wer-- selected in each

type of file; for example, in the intake file we ___d status

with r--ard to rleacJ Start.

Status with regard to fead art (Pos 18 on disk
or output field 0 4) should be equal to the number
of participants who received/did not receive pre-
vious screening (Pos 2.2 oh disk or Output Field
0 8)



If the toLals of these two fields are not equal
an appropriate number of zer (no response) must
be identified to account for the differences. A
visual check of the column 0 4 or 0 8 is to be made
to identify these non-responses. If totals for
these fields are still not equal then a check for
incorrect codes is to be made (0 4 or 0 8 0 1 Or 2).

When incorrect codes wore identified, the head Start site was

contacted and the correct responses ascertained At this point,

Boone, Yo -g & Associates' staff completed a new form, coding

ID number and corrected informa_ion only. The e forms wete then

seit to the s bcontractor where the data were keypunched at I verified

and ove 1 yed on the old fields with the new correct data

Once Boone, Young & AsociaLes was satisfied that all corrections

had been made for a batch, the subc
. tractor was instructed to

the new ba_update the Permanent Master Filo

A plip7int-out of the updated master was sent to Boone, Young &

Associates,where the new total was compared to a m -u 1 tape

count (see Exhibit ITT).

Phase III - Write, Debug d Test Programs

Boone, Young & Associates worked with an independent co _ultant

to develop the program. All programs written in RPG II and

were run on an IBM S/3 model 10 or 15. See appcndix for detailed

system and pr-gram description.

6 4
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Phase TV - Run Actual Data for Final Report

This final phase Produced the print-out of the information used

in the analysis. The print-out was examined against several

consistency checks. A sample print-out is included as Exhibit

IV. The ontry codes for transferring these and other data, e.g.,

thoSe from the End-of-the-Year reports, to the tables are out-

lined in Appendix
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Data Analysis

Through the co -e of

111-20

evaluatlon study, a tempts were

made to collect copies of the EPSDT plan of the target states.

For this report, content analysis was Performed on the avail-

able materials pertaining to the EPSDT plans and the Head

Start performance standards in acco d nce with the issue

areas for the study.

As the data coll--tion forms were submitted by the projects,

Boone, Young 6-, Associates staff reveiwed the data for g_ ss

errors and prepared them for data processing. Phone calls

were made the projects to verify or correct inco plete or

inaccurate information. Particular attention was paid to the

coding of responses related to status with regard to Head Start,

Medicaid ,ligibility, and previous health care. Additional

cleaning/editing functions were per form-d through data pro-

ng. The rate of return for each-of the data instruments

is included in Appendix

Desc _p ive statistics, primarily frequency distributions, were

used to an,zlyze data collected. Those hay_ been presented

in tabular form with narrative discussion to describe the

observed relati nsh!.ps.
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IV. ORGANIZATION AND OPERATInN OF EPSDT

Introduction

The head Start EPSDT Collaborative Effort was designed

show replicable models of coordinatinq Head and EPSDT

services to increase the number of iow-incon.o pre-sch chil-

dren receiving EPSDT. The guidelines for the 6em nstz-ation

programs required necessary modifications in qnnition

and operation of the Head Start projects, silt an expanc

role for the health services ,coord nator and povisi

for EPSDT related public information, tra sportation, and

recordkeeping. Modifica ions in programs were made, how-

ever, within the projects' understanding of these guidelines,

their status prior to EPSDT, their relations --ith state and

local agencie., and other factors.

information was gatheied to describe ways in which the

collaborative effort was orga-ized and ope ated by the

demo stration projects during the fir-t year. The selected

projects provided the basis f detailed information on

management and staffing, organization and planning, supportive

services and health service arra demo Ls, the operatiols and

the results of outreach, folio -up and recordkeeping.
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IV-

OCD guidelines for the Head _art/EPSDT Collabor-tive Effort

required that the heal h services coordinator in the individual

Head Start project be responsible for the administration-and

coordination of the EPPDT Col1abor7=tive Effort, and most of

the projects complied with this mandate. Of the 25 selected

projects analyzed, 16 had the health services coordinator

responsible for design, operation and administration of the

demonstration activities. In seven projects, responsibilit,

was shared between the Head Start directors and the coordi-

nators. Directors focused On design, overall administration

and coordination in these instances, and the coordinators on

operations and administrative details. One Head Start

director had total management responsibility as did o

social services director. The primary factor in these

instances was the director's asse- ment of the importance of

the collabora ive effo t and of the respective capabilities

of -taff.
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A. EPSDT COORDINATORS: EDUCATION AND EMPLOYMENT STATUS

1. Analysis of Findings

National

Of the 198 projects cl-:at received a supplemental grant, 133

provided information on the background of the EPSDT coordi-

nator. All projects reporting indicated that their EPSDT

coordinator had at least a high schoo 7ucation. In addi-

tion', in 9 projects, the cooidinator had attended college

(area of specialty unknown) and 11 projects had a coordi-

nator who had attended oraduate school.

EPSDT coo dinators in 79 of the demonstration Head Start/FFSDT

collaboration projects were credeqtialed, either as a register-

ed nurs_ ( 6 ) or a licensed practiral nurse (23). With

resvet to employment status of the EPSDT coordinators, 110

out of 133 projects indicated that their EPSDT coordin tors

were employed full-time.

I _ 24 eut of

.Selected Projects

25 sel te,! projects reporting, the. E.,SDT

cocrdi Itors had at least a high school ed 1- Lion. Sixteen

EPSDT coordinaLors in these projects had attended college,

7 2



seven were college graduates, and one had attended graduate

school. In 11 selected projects, the

a regis

EPSDT coordinator was

_d nurse and, in two projects, this position was

held by a licens-s-,d practical nurse. Staff paid with EPSDT

funds were full-time in 20 out of 24 projects.

A majority of the selected projects, 16 out of 24, used

their supplemental grants to employ full-ti e EPSDT coordi-

nators. Exceptions to this patte-n included one project,

Cleveland, Missism ppi, which employed two full-time coordi-

nators, and one project in which only a part-time staff

person was paid with EPSDT funds. In addition, 10 projects

used their grant to employ other staff or a full-time

basis. For example, three out o f four projncts in this

group employed full-time nures and seven out of 10 hired

full-t -.e health/EPSDT aides. In other instances, nursing

and paraprofessional staff who were paid with supplemental

grant funds were part-time. The Worcester Mass., project

used the EPSDT grant to maintain st ff, including social

service --orkers during the summer months to assist in o -

reach and recruitment.

It should be noted that other 11-:.-d

70 not paid in full or

staff, whose salarie4

part by the EPSDT grant, were

often involved in the collaborative effort. The on-site

visits indicated that center direc --rm and family service

staff were in many in Lances continually engaoed in
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various activities essential to the collaborative eff

e.g., negotiating for EPSDT services to be available to

their project or recruitirig through the Parent Involvement

Component.

Center health staff had received special EPSDT training in

88% of the sele-ted projects and only 76% of other staff

had received training, usually through the efforts of the

EPSDT coordinator, and was limited in amount"J In those proj-

ects where the health staff had received special EPSDT

training, it consisLed only of OCD workshops and of possibly

one state or local training sess _n (limited); in eight cases,

it involved additional sessions under various auspices

-derate); in two cases, it consisted of a large number -f

training opportul tieE (c n iderable). In three projects, no

staff ralber--h,.alth or -t er--, bad received special EPSDT

training. There was some variation among selected

ects regarding the proportion of health staff as compared

to other staff who received special EPSDT training.

2. Conclusions on FPSflT Coorciintcrs: E uca ion.=9.acl_palament
Status

All the solecLed projectsvhad designated as
EPSDT ecordinzLor a person who had at least high
school training. Relatively fewer projects in
the EPSDT effort involved EPSDT coordinators
who had attended college and graduate school.

b. The majority of EPSDT cooAinators had previous
experience in Head Start and, since many of the
projects reported that their EPSDT coordinator
was full-time, tho supplemental grant may have
been,used in nany instances to augment the
salaries of e.-xisting staff.
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c. Because of the limitations of the supplemental
grant and the need for additional staff resources
to implement the demonstration program, some
projects had to utilize non-EPSDT paid Head Start
personnel to carry out certain functions.

d. Training of health and other staff for the
EPSDT effort was generally limited and Con-
sisted primarily of OCD workshops.

3. Policy Considerations on EP DT Cootdinators: Educaton_and,

a. Training of the Head Start staff, particularly
those members who have direct responsibility
for the operat on of the EPSDT collaborative
effort, is crucial, in order that the demon-
stration objectives are understood and
clarified.

Such training might place speci-ic emphasis
upon ways in which all Head Sta-t staff can
support the collaborative effort as they per-
form their regular duties.

Familiarity with Head Start program objectives
and health-related matters should enhance the
capability of the EPSDT coordinator to provide
an effective leadership and training role
in implementing the EPSDT demonstration effort.
Therefore, Head Start programs might be
encouraged to recruit and hire persons with ,

this specific background to be responsible for
coordinating these services. Moreover, this
position should be full-time and under the
supervision of the health services coordinator
to insure full integration of the EPSDT effort
into the overall Head Start health program.
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IV-7

E SDT COO D NATOR: AWARENESS OF EPSDT

1. Analysis of Findin

Coordinators and other involved staff in the 25 selected

projects had varying degrees of a areness, or basic knowledge

about EPSDT and its provisions. In most of the selected

pr jeets (22),.the coordinators knew of the existence ef the

State EPSDT Plan. However, of this group, only 15 had a

copy of the State Plan. In one project, this copy was

determined to be out of date. Two coordinators indicated

that t ey had descriptive materials on the state EPSDT piro-

gram but they were uncertain whether t ese materials actually

con tituted tle State Plan.

Whether the selected project s aff had a copy of the State Plan-

or not they tended to have little kno-ledge about the more

technical aspects of the EPSDT program. Fer_instance, in 19

out_ f 25 Tro'ects staff knew the eligibil_ity_requirements

for c ildren and families ..to partiqte in the EPSDT prog am,

13 knew stpbystep-1fication procedures.

Staff in 15 projects were aware of the rates for reimburseable

EPSDT services, but this may have been a result of activities

associated -ith obtaining specific EPSDT services, including

feedback from providers. A large majority of staff (in 23

-f the 25 selected projects) reled upon their own initiative

to obtain information about the state EPSDT program. Nine-

7 6
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teen cbordinators did st -e, howiver, that th y had also

learned of the program though the OCD Regional Training

Workshops. In addition, 14 projects cited the health liaison

specialist as another source of basic k-o ledge about the

state EPSDT program.

Less than 50% of the projects indicated that the state or local

Medicaid/EPSDT agency or providers of service were sources of

basic information about the program. Of particular importance

was the finding that the state rather than the local Medicaid/

Elagsii_22faater source of informati 14

out of 25 -o ects re orting_a_state agency as a source,

compared to 8 out of 25 reporting a local agency as a source).

This may have been at

unit most responsible

-ibuted to the state agency being the

for th= preparation and dissemination

of formation about the availability of the EPSDT program.

2 C nclusion on 7_SDT Coo 'inater; ,Ireftess of E Lalan,

Being unf_miliar with new EPSDT programs, Head Start
program staff had to rely, to a great degree, upon
their own reseorces to obtain information about the
state EPSDT services. Governmental agencies proved
to be less reliable in this regard. On the other
lland, knowledge about the EPSDT program am(ng Head
Start personnel tended to bc general rather than
specific, thereby limiting their ability to effect
changes in the institutional arrangements of the
program.
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C. PLANNING FOR COLLAB _TIVE EFFORT

1. Analy Findings

jority of the projects-l4-considerr -_ supplementary

g ant proposals to be their EPSDT serv,ce plans. Only two

projects developed more detailed plans. OCD had required

submission of a questionnaire and workbook proposal by all

potential grantees. These provided background data on the

projects as well as an outline of how the demonstra- ion col-

laborative effor_ would be organ zed and operated.

Elements described n luded:

pr_posed management and organization

potential and planned numbers of Head Start
and non-Head Start children to be served
in terms of children eligible and certified
for Medicaid

need in terms of gaps and problems with existing
health service delivery systems

arrangemen, for involving or relating to
health service agencies, provid rs, and other
important resources such as welfare, children's
services, etc.

proposed budget,

7 8



Even where pro -cts considered the question -irc and workbook to

constitute a service plan,

by their proposed service goals or approaches, pa ticularly

th fe pect to non-Head Start children. Various factors

underlay thi- attitude incl ding:

ey oft n did not feel bound

subsequent confuton as to the necessi y and
desirability of serving non-Oead Start children

supplemental gra ts substantially less than
requested

unrealistic estimates of the time and effort
required to establish relati nships with
other resou-ces

imposition of addit
quire: .en s by OCD,
completi-n of the ass

on Plannti

-al administrative re-
the evaluation and
ted forms.

Collaborative Effort

Many projects
EPSDT demonstr
planning for implom-

d been selected for the
f ort had initiated little

ng the program.

Lack of clarity about demontration objectives ---
insufficient staff time augmented by relative-
ly low supplemental grants to hire personnel,
served to crate a climate of confusioa and r-
sIstance in the projects which hampered their
ability to plan effectively.

Ma-y pr worc
inclu ng

procedures,
overburdened

ware of ti-w administrative
imposition of evaluative

ese additic,nal duties may have
1v iiniitcd staff resources.
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Jy Consider tions on Planning for Col aborative Effort

a. OCD could initiate a systematic and detailed
planning process for the implementation of the
EPSDT collaborative effort. Such planning might
include clarification of objectives, techniques
for needs assessment, and surveys of community
resources. Also, OCD might insure that the
demonstration projects have, in hand_, information
about the provision and availability of EPSDT
services in their area.

b. Head Start projects could be assisted in developing
skills that will enhance their ability to make
greater use of their existing staff by employing
tim utilization and manpower development pro-
cedures.
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D. PROVISIONS FOR SUPPORTIVE SERVICES

Analysis o Findings

Both the Medicaid and Head Start programs were obligated to

provide supportive services for non-Head Start children under

the collaborative effort. Information regarding support ve

services for Head Start were not collected as part of the

study because:

Head Start provided such services before the
initiation of the collaborative effort

already existing provisions for supportive
servicesoverwhelmingly based on direct pro-
visions--were not altered.under the collaborative
effort

The H ad Start proje- s were the major pro iders of s Ppo ive

-vices for non-Head Start children. Twenty-one out of th 25

selected projects reported that they provided a variety of

supportive services to this group and in eigh_ instances

Head Start wa- the sole provider of supportive services. The

pportive services most usually provided by the Head Start

oject included publici y, tracking and verification. The

ovision of certific and recordkeepit, -:ord disposition

the second most frequently reported service provided by

I Start.

8 1
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In some instanceS where joint ef_ were reported, the Head

Start projects concentrated their s ppo tive services on the

iblings of Head Start enrollees or non-Medicaid certifieu

children, while the public agency focused upon the Medicaid

eligible population whi-' tended to be Head Start children.

In other instances, the Head Start project performed some

aspect of tracking not done by the public agency.

The supportive s_rvices provided by public agencies were

pri arily in the area of follow-up, although only in a sigt

ficant minority -f cases, i.e., 20% across the three follow-

p ser icestracking, verifiCation, recordkeeping/record

disposition. This would suggest that the public agency as

a rule was less conc.rned _th recruiting new participants

into th- EPSDT prog_am than they were in following up on those

children already enrolled.

There was minima]. involvement of voluntary ayenci s either

sole oroviders or in concert -ith other agenci s ch

as Head Start. A voluntary agency provided babysitting ser-

vices in one case. Some voluntary agencies cooperated with

Head Start in pr viding publicity _ d transportetion. The'

relatively low level of involvement of the volun.--y sector

is probably attributable to:
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. perceived level of program agency effort re-
qulred For solicitation of voluntary agency

. lack of voluntary agency resources and/or
knowledge to support involvement.

Tho least, frequently provided supportive service to non-

Head Start Children was babysitting. Undoubtedly this is a

reflection of the 10, )f available resources, i.e., ad-

ditional funds.

2. Conclusions on Supportive Services

a. The Head Start projects were the major provider
of supportive services to non-Head Start chil-
dren which suggests that there was a general
appreciation of the requirement and intent of
the EPSDT collaborative effort.

b. Public agencies tended to focus their sup-
portive services on follow-up rather than
out ach activities. ,The voluntary sector
pro d to be of little resource to the Head
Start projects in providing supportive ser-
vices.

Policy Considerations on Supportive Services

a. Specific attention might be given to
developing ways in which Head Start and public
agencies can work jointly in providing sup-
portive services to non-Head Start children
so that their efforts ar better coordinated.

U. The Head Start programs could pursue arrange-
ments for reimbursement as a new resource of
those suppoftive services, provided they are
part of the State EPSDT Plan.

8 3



c. Head Start programs couid utilize resources
plat_ m,-Ay ho available in the voluntary sector
j)articularly in the arca of outreach.

d. Comprehensive health services for low-income
preschool children could. include provision
Lor bahysitLing services to insure that
families will take advantage of the program.

8 4



E. ARR'NCiEMENTS FOR PROVISlot: uF HEALTH SERVICES

1. Analysis ot Findings

One objeetive ot the Head tart/EPSD": Collaborative Effort was

to Supplant Head Start provision of health services -Mich

Head Start provides eiLher directly or throu,a reimbursed

or contributing health practitioners. The goal was to make

greater use of Medicaid reimbursemen-: tl practitioners or

directly to Head Start by treating the program as vendor.

Head Start projects served as providers across all screening

categories as well as for dental, mental health, and nutritional

treatment services for-Head Start children,and to a somewhat losser

extent for non-Head Start children, i.e., not at all in the case

of der force_ing or dental and mental health treatment

and with less Frequency in other categories.

Head Start as the sole provider was the most predominant

arrangement in the cas, of nutriti_lal screening for Head

Start children (nine out of 2r projects, with vendors being

the second most prevalent in seven projects). Head Start

was the _cend most prevalent provider for nutritional

services. This arrangeme t also prevailed in the case of

non-Noad Start children, although thc f_requ(_ncy was not as

grcat.
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3. Conclusions on Arrangement:J.,: !La- Provision of Health Services

a. Various factors underlie fhe pattorn (A Head
as providor, including the lact: of

a!Aernati.r- community resourceti ihe
Atailed in obta.ining the cooperation

of privaLe practitioners. This situation con-
front' projects particularly in areas where
there tro minimal health services. The
ccoiu anco of general health practitioners to
fine-dotaN screening, because of tho time and
cffort: entailed, as well as their perception
of minimhl benefits to he gained, are also
factors cited by number of selected projects.
Head Start:. became a provider, and remains one,
to offset these circumstances.

It. Because of these factors, there was a tendency
to place greater reliance on providers, probably
reflecting either the prevalence of specialists
in these fields who are not vendors, or the

prevalence -)f: resources withi.n institutional
entities which are not vendors, e.g., school
districts, student-staffed clinics, Ac.

'eadStart.projects tended_Loroly on proven
resources rather than attempt to identi-ry now

.

reciources. AL least in osme rrniects, non-
.

!(_ad S-tart children were servcd by vendors,
whereas hoad Start children wo77n served by the
project itself or another provider. Some of Lhe
projects indicated, however, that Uneyguestioned
the mcdical screening provided by vendors
but,did not have the resources to bring all
children witMn the gamut of their preferred
approach to provider arrangements for fine-
detail screening.

An interesting pa",:t-tern is vcesentd in the case
of selected 'MN-) projectsreliance on a combi-
nation of vendors and providers. In the case of
the Indian projects, this tendency reflects the
important role of the Indian Health Service;
whereas in the case oE Fresno, it rotIctets tho
availability of migrant health program resources.

81)



Overall, provider arrangements [or Lho Head Start/
ErSDT effo/ wore dominated by vendors, but
Head StarL as a non-reimbursed direct provider,
and other providers, continued to play an importan
role. Vendors wore particularly predominant in
the case of non-Head Start children for whom
services were more likely not to be applicable.

Policy Cons[derc.,tions on Arrangements for Provision of Health
Services

a. Head Start programs could be provided specific
assistance in pursuing strategies to obtain
reimuursement for special services they
provide which can be paid by the EPSDT program.

b. Head Start program: could be encouraged to continue
using public health resources in their communit
as a means of offsetting the limitations of the
EPSDT program.

c. The success/failure of the EPSDT program rests
quite clearly on the acc...-2.ssibility and availability
of a full rango of health services. Therefore,
OCD might, work very closely with SRS to strength,
the legislative and regulatory basis for the
program as the first step in bringing about a moro
equitable allocation of local health resources.
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F. OPERATION OF OUTREACH AND V(U,h00-HP

1. Analysis of Eindings

Ontrpach

sfileeted projects used a variety of outreach methods to

recruit non-Head Start children into the EPSDT collaborative

ofi.L.L. Outreach to non-head Sta:t children was 00000ntrotod

on siblings of Head Start enrollees. Nineteen selected proj-

ects reported participation 4 non-Head Start childron on

intake forms. Mut- projects indicated that siblinqs 6.,:counted

for 10(ri of the non-Head Start population, Iu S

proj-cts, siblings acceun'_ed for 91 to 99% of non-Head

Start children reached. Three pro=1,,ets--Leominster, Worcester

anc! Paltimore--eNhibited au oriost pattern.

Two of the selected project5 did not report reaching any

non-Head Start children. At Part Peck, this situation resulted

from the refusal of the local welfare office to provide a

list of Medicaid sLblings, and their active discouragement

of Head Start outreach to non-Head Start children. The Dan-

ville proic!ct (lid not feel they had the time or resources La

serve rJn-Head Sf:,-1rt children.

8 8



Also, there was confusion in some Head Start projects as to

the requirement to servo non-Head Start children. The intake

data did not reflect any participation by non-Hoa] Start

children, including siblings, in the Toms Pivor project,

for instance. This project did serve a small number of rhis

population, but the percentage could not be calculated from

available information. y Jimilar situation existed for the

Blackfoot Tribe.

The success of the selected projects in reac!hing non-Head

Start children who had been previously certified for Medicaid

varied greatly acol:ss projeLLs. Of the total number of non-

Head Start children (4,389) reached by the selected projec

the collaborative effort, 711, or 16% of the non-Head Stal

children, had been previously certifie

The largest number of previously cortifiad non-Head Start

children reached Hi a single project was 1A43 in Paterson; in

contrast, the smallest number of non-Head Start children in the

category was 0 in the Blackfeet Tribe.

The variation by percentage of non-lead Start children who

were Medicaid certified La the total non-Head Start children

participating in the collaborative effort was, however, mare

noteworthy. Theprojects reaching the highest percentage



of such children were Lubbock ai! 1:1!'- wlth :111L!

Lubbock only involved ono child. Cook County =nJ MedFo-c..t

reached t.he lowest tlereentcjes Of previousl children,

17-, and respectively. The median for the seventeen selected

pr,ojects for which percentages could be calculated was 59v..

In reviewing this data, it appeared that those projects.c ic:

reported large percentages of Medicaid eligible children

actually recruited non-Head Start children whom they knew to

eligible. On the other hand, those projects with low per-

centages undoubtedly recruited in the general community.

Twelve projects reached non-English speaking children. The

other thirteen were located in predominantly English speaking

areas. It was interesting that all of the projects in Region I

reached such children as did those in Region VI and IX, the

latter being located in Texas and California, respectively.

Of the nine different outreach methods used by selected proj-

ects, the use of the P,:lent Involvement Componopt, was the

most frequently reported (21 of 23 projects) and was per-

ceived to be the most effective Lethod by thirteen projects.

This method was the only form of outreach for non-Head Start

chLdren used by six projects. Through the Parent Involve-

ment Component, Head Start projects were able to bring to

bear existing program resources in the implementation of

a
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the EPSDT offort. They we:e ato to c ssemi ate information

trough the Pare t Policy Council and through some activel:

-n-- the outreach activity. Parentengaged them elves

involvement staff, t their dail- ble

to encourage parents to enroll the siblings of ilea( Start

childr,-,- into the EPS1')T procram.

The second most frequently used method. for outreach was door-

to-door-contact. (12 of 23 selected projec and was perceived

te be most effective by out each methods 75% of the selected

projects using this method. Other methods such as mass media,

literature, community organizations, -tc., tended to be used

less frequently. Two project- rep_rted that they did not

provide for any outreach to no! Head Start children

All piojocts scAing to recrui English spr,aking non-Head

Sta:J: children used bilingual outreach ds. ;d,inguo_1

appr-oaches were used by at least tio r-
oj-=1 every type

of outreach. In addition, eight projects repert(E-A that they

used at least no bilingual outreach method. Overall, the

fectiveness of the.:e methods wore perceived to be similar

a proportion Le ba i,)to methods described as -bilin ual.

Mr:LT- media, -ommulity o JiL izations and the telephone wore

the les,s frequently ' for bilingual outreach.
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Fol_fir.71,1p

Both the SRS guidelines for EPSDT and the OCD guidelines for

the collaborative offort reflectod the importance of Lwo

components of a successful proyram. These two comp _lents were:

Tracking, i.e., identifying se:
against requirements with both
treatment by child

receiVed
'ng and

Verification, i.e,, insuriag that services re-
.-

quired by each child are received.

c)ple differences wore reported between the tracking ser-

vices provided for Head Start and non-Head Start populations

based upon observations of recordkeeping systems and infor-

mation obtained during the site visits. Head S-,art was the

responsible agency for tracking Head Start children in 20 of

the 25 selected projects. In the other five projecfs, the

Head Start program was responsible for activities in con-

junction with a public agency.

The adequacy of tracking for Head Start children was found

to be good or excellel, In 80% of the projects ,:nd adequa_te

in the remaining 26%. In those instances where the public

agency coope'_ated in providing tracking services, the proj-

ects tended to rate this service good for Head Start

children and adequate or poor for non-Head Star hildren.
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In the case of non-Head Start (..:hildren, generally, tracking

was four-'. to he cdood or excellent in 40t ot the projects where

it was ,vided, adequate in about 25, and poor in 357:, of the

proj, . 'Lhough 'lead Start was also the dominahl -,!monsible

age- H 'h, im-ltances, its role was loss frequeni out

of co.i)ared to the tracking provided to Head St:art:

There was more frequent involvement of public agencies

in providing tracking services for non-Head Start children

compared to the Head Start group. Four projects indica4:,ed the

o_iblic agency as the sole responsie agency for tracking and

three others stated that the public agency provided th:s ;w21-7-

vice t- conjunction with the Head Start program.

For verification of services receivaa, the responstble agency

and adaacy wrejdentif:led. Data also was obtained on

'ocords r,-ecoived and on control over non-Head

Start providers of services. ',1no exis -nce of controls was

differehtHated by screening Ind treatment for both He-'1 Start

-and non-Head Start children,

Head Stor,-, War tile solo responsible ,-,,gency F07 vecificotiou for

Head Start children in 80% oE the sielecte prolectS and si-:ed

this responsibility with a i:ablic agency in the tomaining

prDjects. The public agency was the responsible provir

of ver_fication for non-head Start children for seven proj-

ects and shared responsib,lity with selected Head Start

projects in three instances.
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Head Start remained Lhe dominaal responsible agency for veri-

fication in II of 21 projects. The adequacy of verification

was also sililar to the pattern for tracking with the ser-

vices provided to Head Start children again rated higher,

i.c., 84% of the projects provided qood or e_xcellent verifi-
.- _

cation for Head shaft children and 16% were adequate, as

compared to 428 of the projects providing good or eu ellent

verification for non-licad SLart children, 21% providing

adequat(!, services, and 373 providing poor .services.

That boLr,or verification was provided for Head Sf%:Lt chil-

dren th for non-Head Start children also held wiTh respect

to whether -7..ords of services wore received by the responsible

agencies or ,.ontrol exercised over the providers of screening

and treatr, %ervices All selected Head Start projects

reportedly 1.ord of rervices received, and also

exercised controls over other service providers in the case

of Head Start children. Records of services received by non-

Head Start chiln were not obtai ed in three projects and

controls were not exercised over treatment in tWo projects

where some activiies were known to have occurred. For both

record of services received and existence of controls,

there was a substantial namber of occurrences of "dot Applicable"

cr "No Information" (for instance, in Danville, Worcester,

Amarillo, Appleton, and Springfield), probably indicating that

minimal, if any, controls were exercised over non-Head Start

children.
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A comparison of the number of children parti ipatin0 in each

project--Head tart and non-Head Startwith the various

follow-up services seemed to indicate that program size bore

no relationship to the adeqi-acy of tracking and verificatic-

services provided.

2. Conclusions on Operation of On!--,reaci4

a. The Head Start Parent Involvement Component
was found to be the most effective outreach
method by the Head Start projects for re-
cruiting ron-Heal Start children. Through
the use of parent involvement, ,the projects
.lere able to utilize eNisting program resources.
Many projects also perceived door-to-door con-
tact to be effective in rcaching non-Head Start
children.

b. The projects wore highly successful in ob-
taining Medicaid certification for !)on-Head
Start children who had not beon cerLified
prior to entry into the collaborati()IL. They
were relatively les successful with the Head
Start population, reflecting possible dis-
crepancies between the eligibility standards
for McJeald and Head Start.
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Policy consluorations on Ope r;ition of Outreach

Because of the dem nstrated success of the
Parent Involvement Component in outreach,
Head Start, programs should be encouraged
to fully utilize this resource in
order Lo insure that all siblings of Head
Start enrollees become participants in the
2.PSDT effort. Parent involvement staff as
well as the Parent Policy Council should be
provided specific training in this regard.

Door-to-door contact as a specific outreach
method for EPSDT should be fully exploited,
particularly during the period when the Head
Start staff is recruiting children for en-
rollment in the Head Start program.

OCD might review with SRS the feasibility
of providing Medicaid certification to low
income pre-school children on the basis of
their enrollment in the Head Start program.
Because the income eligibility differences
(in dollats) tend to be minimal between
Medicaid and Head Start, the designation
of Head C, :art enrollment as a specific eligi-
bility standard for Medicaid/EPSDT could
facilitate the certification of a particular
group of low-income pre-school children for
comprehensive health -ervices.

Conclusions on Operation of ollow-Up

a. All Head Start children involved in the
EPSDT Collabor,Itivo Effort received follow-
up services: both tracking and verification.
The Head Start project was usually the re-
sponsible agency for tho provision of these
services, and most projects deuwid them
adequate or better. The non-Head Start
child was less likely to receive follow7up
services, particularly verification.

h. The relatively low incidence of public agencies
providing tracking and verificaticn services
suggests the lack of a systematic approach by
state Medicaid/EPSDT agencies to the delivery
of EPSDT in accordance with the federal regula-
tions.
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iDr Dariieipaiinti in LIM)T

hD,)LLDDpinq Yai;

nij rtodo Hii; on non chi 1-

ih rDeenniiion oi a(:ciDid-,aLHliLy DI HILnrnaLivo!.i.

Pf'eDrd;pin(; mddn by LIID srileLod project!ei W(,li-"

cwt'inuLLy csmtwt, whiTh ident-ified whothor
:;olocLod prDjoH:s r:hined records for Hood

!=fthrt rma non-Rod Start children c_11-.. the ond of
1,11.J progr,m var, and ol!lo to whon rocnrds woro
Lrwisreored HJ lho caF.;e c3f Head ';l:,art_ children

impact (If the FI":.;ln ()Hort on recordkeQping,
whOThor cotlabc,rotive

offort: :-.;LimoHLod greatQr uso of pro-existing
Dr dovcicpinont or unw one:s

cnaliiy of Yecirdliiumpinc_i au refloctod in the
condition or Ivcords maintained by Lilo projeciLs

About 75''. tho sfAectod projecLF; rotained hoalLh rocords

'L'or wherea only 52':. :ich Yec-

ord for nr-Jn-Ho,H Slarr children involved in Lho collahonoLivo

c?.ffort, tho prnjocts Lransfetred rocoids, tho recipi-

of-11s woro sc:hools (seven tines); combinaLion of school and

parents (six Limos); parertLs only (two times); and comhina-

tion of E;chool, parents, and provider (ono Limo)
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ot iho chid.d's health roeords. lh - h .1w pro)octs metil LHI

and trawa ,rrino records nn wh ioh in [(him.) t wd!:-, (-Ica i U-th r)

!)i or !,,ro jpc,io, trans! ,-, rrod then! Lc)

o r I iot-() r Ir. r-T( 1 11, .111

o child': -,chf )r) ; :and cine I 1 pos:;i 1,1 ,., roc d .

only ol the i solocted projects oh wh'ich (1.ALa

old t' ilIf.))11 1 LI i ne71-f,L r.ko 1r Lp.-= f nruv.;

had heen 1 n;0(1 prey ions I y M)r Head SLart

Mitssissip;

Idren. Lirld

plfsided addi;losal training t-OF tilt) conter porson-

nel rosponsibLe For reeoldkeeping and stronuthonind super-

vision or tholr oft7:orts; hanvilLe, Illinois (smphasi,ied more

detailod :and comprhonhive compLetion oL their OKi.S1:_j11(j

Sin ot7 rho -.)coie,cts on wh)ch inFormotion was availablk)--

2Ts--devoLopod new, individholisod Corms For Head Stort chii-

drei due LO tho crJ11;11. L Ivo Lort. A 1 --ror percentage--25--

developed such Forms for non-dood Start= children. Projects

did, howeYnr, use various typos of aggrecato reports or

recor(ss, acQordinu to site visit= data. =!,1any of Lhese reports

wore copies of those supplied by the responnihio local acjency

wiLh all tiler) inadequacies or variations therooF.

The contrast between the quality s project records maintained

for Head Sbart and non-Head Start children was striking. For

Head Start children, rccords were observed to be of good quality
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(.)1 Li.`=(.) 1)(101 (. u .1,!(!l-

record='. inr nn-He:Id :Mart. children were observeJ

to 1-p.J geod 1
, n

prop (11- )

ive Porviceu w,,r0 provided Fo r i iciron

(!=;oven el clght posihte services) 1.11 II1W-3L of hhe projoct.--, (21

and Head r:-t.ari played a major role as the direct provider

n! suoh .;ervices.

Conclusion on Operation of Record),.ceping_

Recordkeoping for non-Head Start. children was
considerably weaker than that for Head Start
children. Thi.s condition is typical of the
status of other supportive services for non-
Head Start children as previously discussed.
This pattern may reflect of rosourees, a
factor noted in the slLe visits. No selected
project, however, appears to have attempted to
secure reimbursement for such services. Of
equal interest is the minimal impact of the
collaborative effort on Head Start projects'
recordkeeping.

3. Policy Consideration on Operation of Rocordkeepinq

OCD might soriously consider requiring that
records be kept on the provision of services to
non-Head Start children comparable to those
maintainod on Head Start chilfton . Those
would provide documentation oF the medical care
and Eollow-up received by these.children and
provide a basis for further study and comparative
analysis between the two groups oF children,
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V. CHAPACTHI:T1C1.1 Arll) Nam (.7\1M P0PTI(..1!Id.T11

TH1) 1WAD 77APT 1:Pf1H1' .1,1*10RATIV l'TPflflY

(:1111,1)1,; PAia1(1111,1,":11Nr=1 rn COLLAk1JHRTIV Ercup,T

1. AHal7 h or Fin(!in,c;

inim,11.1n on Lhn (-)1 Lin,i Lhn (-)1-

1,:uotivn pt-(.nLci in ihu LnLenim repurL (1(.J(.1

Tai)In:; 1 InJ

T1J oh partic:oation was hased on the experience of L20

prHact. (eihtLen or which wore delected projects) Lhat sub-

hcJh ,11d Fin-1 -or-the Y(1n1Ir Statun 1.1orm.:1 Thco:rl'Ai-

c;111r, intako and cumulativil participatiol data should have been

cHual; however, many proect,11 (both selected and other) did not.

5uLmit intake torms for cach particiirting in the colial)ora-

Live otf-ort. T.1 mch inst±Inds, cumulative participation, i.e.,

total rm .1)er ofl ..--;orved durina the year was interpreted

to incliwie all chi,:drQn witii whom the project had made contact.

Nationally, tho HeaJ Start projects provided services during the

year to 74':, of the planned service population. The selected

projects showed a similor pottern as they reached of lheir

planned'participaLion. There is some fluctu-tion in thin

pattern at the regional level, which most likely reflected dif-

Forences attributable to the way in AThich the projects developed

their projections. Further analysis i_.-iicated that 738 of

the children sorved had completed the intake process.
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Linty( the varjous regjon: !ellcir:Led Miu; paLLoru o%ctpl_

IL2(j1,)11:: I -11-,(1 [II, whore there wo_i h hioalor evidence

non-nead Sc«rL chi_i-,rn nerved.

There wa:-; ilatd.enal tlirMOVIT)r or drop-otL ;Ipliroximabily

9,791, t)/ fn nu:abut: of .Jdrou :lerved (Head

StarL and on-iie.pd Thin pattern ntld true re(prdloss

of onrollimont iilatun, for Ru91ons IV and -L:'! whore the

Lornover rnto war; ltss 'Jinn IV. However, ln thh rilso or non-

Start children pai7tern probably inclicate,--1 the Eailure

of many projects to maintain or track this pairLicuiar group of

children through all aspects of screening, diagnos and treatment.

Eight of the selected projects reported service Le more

children than planned; anc'l Lherc, wav, or.:-!nLor con,_!rence

betveen those served during the year and tho rate of intake

completion.

However, in one inst,_nce, Leominster, only 15 intake forms Nepntr:

submittod, yet there was a report of 335 children having been

served s0Mntimo during the year. This project reported at the

site visit that ail fload :rtart children wore receiving services

comparable to EPSDT, and that, according to the granL application,

they were restricting the tarvt arca to one small rural

commun The project was advised of the necessity for

completing intaLe forms on all [toad Start children served by EPSDT.
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iu roportiug pity- t 1.1".01 : c! , tit 0,/trsi L ..11!CLC'd

projects reported ihore sL:n:vico Lo non-Head children than

piznnod. kowever, in all cases, cor:rahlo 11111111S of intaLa

forms were nol suhrjtfed. And im One cnse--'::or(:ester--sorvico

Lo nm-l'ead :Lart children nonsistd oF simply inormjng thc

Head Stal:L parc.vd:, I. home intrviows, that, siblings wero also

eligible r.or LN7',W. Thin project did not complete iutal:e forms

or identirli or non-Hoad itart children who parLicipatod

at intahe, nor die it attempt to insuro linkage or follow-ne

for tho non-l!ead Start child. :ledt7ord reported serving 1,650 non-

head SLart children but only submit:Lod 45 intake forms for this

group,

pictx.;=3:icm or) ParticipotJon

There aro several possible ey=planations for the variations noted in

estimation and eel:vie° totals for participating children.

InEormatien oxtracted from grant applications, telephone

inquiries, and sic roports suggested the importance of the

following:

Ttw projects eid not receive eleor instructions tr0111
their respective rectional offices as to the priorities
and objectives of the Col1aborative 7,ffort.

Nany project sa,:: their function as providing public
infozmotiod. ratherthan providing or arranging for
direct services, 'w,hich required additional manpower.
Pnterson,- New Jersey is an e:mnple of a project with a
large planned goalnearly 5,000which redefined its
re:$Tonsibility for service and submitted intake fbrms
on only 152 children.
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The porf:'eption of tho roject staCf pijor c:Tori.ence in

preparinq (JraL appli '-:,Loas and proposalL; may Imve
C_TIQ viay the utltintated for planned palAicipa-

Lion. Che estiuotos do not seem to have been
an invortaitt, fi-::Jet'7w in fuudin(t for the cellaborativ
effort 3oolc proectJT,; prev)nted low outroca:th c=imaLer-:1
of-. service (10-V, childron, For e;:an;)10) and oLill
received fundime

'.jeaknQse .-eme of th;e applicatlons anothet-

C'actor. project,;7; reportal that they tjero prepared
hastily. ::knie projc_cts deFined clearly |x1 w their
ostioltuc vforu ohLainedfrom census information, welnire
rates, eLc.--and carefully detailed their outreach
sfrateTios, be: many proposals gave no rationale Cor how
1-.1)0 Ltimate deLormiHed. In many eaL-_,
a-iDeat-ed that ProjecL!=1 eithor misunderstood their roles
or failed to understand what the planned scirvJce.
entailed.

As the tablec; reglect, the service estimates for ilead
childt:on v:as more realistic then for tho non-

Head art: population. Thi2 pattern is logical lincallo
most projects simply reported their funding level.
);ever, mamy prolccfs had difficulty in mal:ing assess-

lAehLs of the number of non-head Start children in need of
service. Many ptoposals limited planned non-head Start
service Lo siblings. OLhers gave estimates of the number
of chilaron on tvolfarc in the commulity but did not appear
La have Lo serve or roach all these children.

Projects that recorded conJervativc estimates in their

proposals appeared to oouz closer to meeting their goals as

measured by the rate of cumulativo/planned participation than

projects that planned ca::tensive participation. But the

underestimate-Ts should not necessarily be considered more

effective in achieving thcir -10re linited
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nuring thc 1711: yoar of th,-.7 collaborctLivc efforL, thc
Ncad L;LJor., de!IpL:e.,Lration projects werp rolcALivel.y
ficcessful in achicing Lhe primary goal involving
Hond ond non-HQad M:Arl:. children in lUflDT. Grater
!ACCe.., Wj:1 dcLsorded Lhu recruitment cAJorL
H-,(1 t';torL childron and their siblings becauso theso
children were easily accessiblQ to ±bo head SLort
staff. Ch7eater difficulty was e;:pOriQncled in reach-
ing non-ficad StorL, non-sibling children unssihlv
licouse of limitod staff resources as well as the

pf Mout the degree to Head t'lLart
staff should he recruiting these childion in the first.
instance.

b. The rote of luznover aplong the children served is
coliTarable with other comrmnlity program serving prn-
mhool children. Allowing for the probability that: the
age of the child and family circumstances may have limited
participation over time, IL con still bo conelnd(!d
that sLafF esourcos wore net fully in mintain-
ing children in the program.

c. Projects wore loss successful in carrying out their
responsibilities to complete intake forms on participa-
ting children. This lack of information on individual
children may limit the scope of the evaluation study
by reducing the number of children for whom an assess-
ment can be made rognrding the impact of EPSDT on their
health care status.

3. Policy Conideratiou; on Participation

a, Systematic planning should be initiated ns tha first
step in the development of a comunity health service
program which iriVOiVOS major outreach activities. 'Ma
service staff need to know how many children can
raalistically be served, whore they are located, and
the kind of suoportive services needua so that they
can properly deploy their staff resources.

b. If the Head Start: program is to oxpand its responsibility
to includo the non-Head Start child, then there must be
a definition of service's to be provided to this
particular pooulation. Expectation that c:tisting staff
ean extend their responsibility to include an expanding
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HUMLLF (-)F JuJIIIILOry)rOdUCL1V and can lead
Lo a chhninttLion of sor-icus ro all Me children, head
St:aTa: and non-N-end St-

head StcicL proTrams as a roahter of policy should ho
mandated !ro inclne the siblings of (lend. StarL children
in the nr-loing assesmeht of the health service needs.
This popuintion is readily accessible Lo the Hoad Start
staff and should bo ,.:.7onsidored an integral part of tho
prograft rarticipnts. Siblincis, for purposes of the
duad sonLd noL only include lhose
childrcin who havo blood relationships to the Head Start
child bul also I.:hose who live within the household
and arc part of Ole family structure.

J. POI: Future provInion of sorvices, Intake Forms should be
devolopod that are ensi.ly administored to incrc-as
likelihood thar the ead Start staff will obtain tho
kind of hcalth care history hocessarv in order to
insure groaLcr uLilixation of El'SDT services.

1 0 5
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I, Andlv:1i ()F Findinin;

tliun na,). t ) !.) L11 ntilithe r oL cn I. d

any during ot Lho collahorM:iv() oltol't1

reporLo'.1 oc Modicid and 1r-A in

hor the uuloctod projects the rate was 33?;, an0 all other

projectr reported 37h. This overall levet or eligibility k..!0!;

ihcroacd ChlritN the progralA year, to 49?, eligible at the

end or tno yar.

Comoarisen of aliollAlithi at or intake re_!veals that,

nationwide, 377, of the 11c,aa V,tart children and of the non-

tioad ftart: cthildren WQ17C Hedicald repard t_()

,atus at tho ond of L veer, 37V';

Head Start children and of ne non-Head 1:..art children

were :Toportc!d to bc nodicaid nationwide-

There rszo variation also at iegioral love' relative Le

percentaoe or Head Start children eligible for ic8teai(1.

compared to participation at any time during the year.
a-

regional variability in both parLicipation at any tino

the year ald at intake could have refl(2cted several Factorc,:

1 0 6
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diLlorchoe hf-1:.wovn (;1- huLfonul puivorvy
4hich Lhe incomo l,m.lx Col=
participatin in Hood Start and 11-.he Modicad

1 C" =I' I t 1'1 imil-nt:4 1:14 ^ -

and medically needy; the variation in sl-ato Modicold
rouy ho rcflectod horc

dirforoncos amond pri_HrAmi; in rocruilini
Lo chi]drom; s()ipo

Any child wiLhio Lho hovcrLy quidoiino:i or Lho

Addi.Lin into their prodrariu-;, othor:=1 did noL.

SLutds Cumdiutivc/Hnd et Yor
. _

A compaison of ,leclieaid eligibility during And at Lhc ond of

thc your showe(1 a deercano ln the number oF Modicald eligible

children. This reCloef,'d, in part, tho turnover rate within the

projociLs and the probaility eli(jihility was

a hici-hly unt.)le status. In Fact, many projoets repoited

that the nudicaid eligibili_y status of their children shirted

several Limos durinq tho course of the ',var. This chan(jo in

eligibility sti-Atus crated barriers for the elLeeLive delivurv

of services. Por instance, a child was deteri.,Illied cliuible for

EPSDT and referred for screcnin(j; _y the time treatment wa'.?;

needed, the child was ineligible ror Ncrviee. TL should he

clear, however, 'chat no!: all of the children bolicved to

elicjiblo at intake were stib:-;equently certiCied for Nedicaid,

thus, their status us viewed by the project changed over the

year from eliible buL not certified to nen-cligible.

* in addition to the variatimoo state to state, in some ftaLes

eligibility determinations are made on the county level, and

the income levels may differ between counties within one state.



A o'ompvHon 01 oLl(o. 01-

in0itg11)10),ot L(.) on(1 of yor, for Hoad

fThowod. (-214.T,N.:0 in 1ho la.-.!wirLi-h(j of "Wo!wr" (HigibiThy

Tho not-Jorh' L ioLalh at- .'..11L.lho .Aloct-d ^ hi0H hhkiher in LhQ

"unknown" ) ot "o1hor" awl a io,:;or nuA)or

in LI-10 non -iolioiblo (7affoloiv. Tho rovarsu hold Lrue tor the

(ond of thc2 yodr, with a dre,.-JLor nuobcr io t.110 non. -01igiht0 cat0-

;',2-Y CO 'c-hith .

Hy! ,

childrc:n in Lho uhhtlwn

d (iecrivt(..! in I-1w

iucrodu in ninhor of non,oligihlo.

and a corruhondinq

pltLorn rof1oct.e6 thlt at inLa1;e .1 child's

eligibility lAmileav; huL, arFl 'c.ho pr-oin)sriod,

detemiliatLions %%ate ma,71 .3(J -tnh Lho r,!act: staL-.us oE thn child

waLl known. Thcl "unhhoT411" caLogory inLahc iitay have also

reClctuii a prOJect'L; procodurc2s in dc:Lerriinig

at intakc. Somn proje ..lecopLed thQ sLatcmcriL of (=he poront

regarding his financ:ial !,-Lattis 11116 othcrs conDared iuoono

informltion Lo -.;tato quidolincr.) and nada n rInro t7lloroncth

assessment.

The diffeehec hetwon planned z-ind nolual flarticiT),atinn vas thon

.;:aminert rclaLive La !load, Start and non-Iftrad r4-art children.

The data indicated Lliat, in gcnoral, thic projccts woro much moro
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tionally and in the selected rojects eve

ad StaTt icLiicalci eligible childr-r

Head Start .chi Tn both COSos,

th, non-

int ke were siblings

vast majority of the -on-

Head Stait children iere actual card carriers Vledicaid

c rtified) rat hot than rotentially eligible.

2. Conclus

a. Less tham 0110 half of the children par ici.a
nationally in the collaborative effort over the _ear
were eligible for Medicaid. It would appear that the
Head Start program had little appreciable impact in
changing the Kedicaid eligibility status of partic-
ipating childreniHead Start arid non-Head Start alike.
There is wide regional variation in this area, which
Drobably reflects tho 5aitiativo of individual projec
in detormining the status of their.participati g

rate8 oC cumulative participation and Nedicaid
eligibility tend to be higher, probably reflectinq
the relative case of u c of the reporting instruments
for this data

on.

'rho dtFercnces J._ eligibility standards for iodicaid
and 'Lead Start services may have affected the number
of children who wore found to be Hedicaid eligible by
the projects. Those states with relatively low
Medicaid standards may have boon unable to accept
lov-incomo children recruited by the head Start projects
for the collaborative effort.

d. The_data sugclests by the decrease in the number of
Medicaid oligiblo children at the ond of the year that,
allowing for turnover rates, many children experience
change i7n thoir f1odicaid status ovor Llul year. Flue-
tu,:lti<ms in the iledicaid eligibility statun of in-
dividual children may have a dotrimontal impact ivon
the continuity of health care provided.

1 0
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The r irkod change, in the Other Eliciibili L Status
for Head Start childy,:ii from inLake te the end of
the year suggests a major effort by the projects
to determine the Medicaid elidibilitv status of
their partictpating children.

Policy LonsideratLons on Heclicaid T1ic ibjljL v

Dead Lart health care personnel should have a thorough
knowledge of the Iledicaid eligibility standards in
their state. 7his might 'aid in improving eligibility
determination at intale and expedite the delivery of
LPSDT services.

dicaid/EPSDT el icj.t bility dote roinetion could be
made early in the program yoar so that 1edicaid can
pay for health services rendered, if approprJate, and
the Head Start prodram can provide for follow-up.

c. Corollar) to this, OCD ràuicl issue standardized nro-
ceduros for assssing n?,dicaiii eligibility by Head
Start programs, to increase the accuracy and apPropria
ness of referrals for Medicaid certification.

d. There cculld be periodic redoteminations, possibly
every si; months, of Medicaid eligibility status by
the !lead Start programs,to maintain cOrrent, up-te-
date Lnformation on the family's circumstances and
minimize the probability that ,rvices will be cut
off or deluyod.

Head Start procTrains might estahli: orking relation-
ships with local EPSDT agencies to speed the ckter-
mination and certification proc ss of a referral
child.

On a national level, there could be an in-dept
rovim: of the eligibility levels problem that cNists
in many states which creates barriers to EPSDT
services for low-income children, partic larly 1 ad
Start on ()noes.

ill



C. DIC\ D CERTITTCATI_ON_STATUS pF ARTICIPANTS

Anal -r; is of FirLdinqs

Medicaid status wa- then analyzed through an earniriation of the

certification patterns of the Alildren Categorized as Medicaid

eligible. (See bles III and III-A in Appendix A.) Certifica-

tion referred to the status _f each child deemed to be eligible

1edicaid recipient by the state agency designated to authorize

certification. Certification differed from eligibility in that it

referred only to those children actually enrolled in Medicaid bmt

not thos- who were potentially eligible though not yet certified.

Only B8r6 o_ the children believed to be N dieaid eligible were

actually certified at any Lime during the program year. Of the

total number of Melicaid eligible children in the selected

projects, 90% were certified at som- point d riag the year, while

88% of the eligible children in the other projects were certified.

Ther ariatlon aL the regional level with respect to

the relotio of certification to eligibility in the 1L--d StaL

and non-Head Start populations. This variation may have reflected

either differences among projects in their eligibility crccnin

and certification procedure; or their k - of the state

Medicaid bility req irements. Some projects may hay_ reported

as Medicaid eligible -.-_ly those children certified at the-ti o of



intake; whereas oLhers might have reported -il u certified

children b lieved to be eligible but later found to be ineligi-

ble. Addi ionally the idiosyncraci s of certification pro-

cedures most likely hampered and complicated certification and

may have

Medicaid.

aged potentially eligible children fpnia applying for

An analysis -f Certification and Total Partic4&1L4_on date s

that 49% of all children partici-lting in the collabci=ltion

Lie Medi aid certified. At the regional level, the pereenta

of cumula ive certification to t tai participation ranged from

24% (Region VI) to 77% (Reg on X

Me tifica-
,

us Prior

A comparison of Medicaid certification status Eri<2E to intake in-

to the program and Medicaid eligibilit_r at intake revealed LhaL

92% of children de- ed eligible at intake had been certified prior

to the program 91% in the selcLcd projects and 92% in all other

projects) . This relatively hi1i incidence of prior certification

was found in all regions. With r ga d to Head Start children,

97% of all those eligible at intake had been certified pr or to

entering the program This pattern also held across all regions.



15

---dieaid Certification Status at the End of the Year

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

program jt the e d of the year, 44% were Medicaid certif.'

There was a high degr e of variation a- oss regions ranging

from a certification rate of 19% in Region VI to 72% in Region X.

,ad Start population,_ thetrange was from 1

This variation might have refle-ted differential regional sor

VILO_ patterns regarding the proportion of N- icaid eligible

aildren served by the Head Start projects.

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

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

rollees. For the selected projects, the

Start childrel

,ort i of non-ir,

_ were siblings of Head Start enrollees incrcasedW 0

to 71%. Notable differences existed in Regions I, III aid IMpp

prolects where tle greater proportion of nol-flead Start child

consisted of n:

Conclusions on Medi aid Certification

a. Head Start projects were reasonably succes f 1

in reaching and screening children for Med
eligibility, parLicularly in the case of n
Head Start children.

1 14



It should be noted that the projects' outreach
techniques to non-Head Start children, in many
cases, emphasized the recruitment of siblings
of Head Start enrollees already certified,
rather than siblings in Head Start families
believed to be eligible but not yet certi-
fied.

It is also possible that some p- ojeets waited
until certification was.secured before selec-
tion. Those regions which reported lower non-
Head Start certification rates may have been
more effective Ln outreach.

Based upon oriservations made on the on-site
visits the parent involvement component was
generally useful in providing for outreach,
screening, and establishing Medicaid eligi-
bility, particularly with the siblings of
Head Start enrollees.

3. Policy Considerations on Medicaid Certification

a. Head Start projects could be provided assis-
tance in placing greater emphasis on develop-
ing outreach teehniques that can bringmore
potentially eligible but not necessarily
already certified children into EPSDT. In
order to fully implement such a strategy,
however, available staff resources must be
consider,d.

Because of the demonstra ed success in reach-
ing siblings the Parent Involvement Component
in the 'lead Start program could be given even
greater stress in its role to ensure that
community resources are made available to all
mralers of Head Start familes.
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D. PREVI-US HEALTH CARE! SCREENING OF HEAD START PARTICIPANTS

1 Analy Fi lings

Data was obained to describe the previous health care, both

screenincj and treatment, that had been received by participating

Head Start and non-Head Start _hildren, prior to their entry

into the collaborative -ffort. This information served as the

basis for measuring the impact of the collaborative effort as

shown by ti-.e extent that health

program year.

The health screening status of -1

-:ived during the

children prior to

entry into the EPSDT Collabora Efort (Table IV a d IV-A in

Appendix A.) was collected froni the intake tor:- completed by

the projects, which requested information on screening obtained

within the year prior to entry. The data reported were directly

related to the parental ability to recall the child's health care

histerr,

On the national level, 22 of t ehildren had_been

enrolled )1: vions1-_ 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 Hoad Start children had

beep_previously _enrolled. Carryover of children was less pre-

valent in Region IX, where less than l(:) of the children had

been enrolled in Head Star. previoliqly.

116
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The status of prior enrollment _ad StaLt was importan

revie ing screening services received prior to the collaborative

effort as the head Start program is r sponsible under the OCD

Perfor_ 'nee S andards for providing health screenirg to all

ats enrollees. In general he role of Head Start as a

tive supplier Ji health scree-i

higher level of such screening a ong previousli enrolled tie

Or a national basiq, 921 i the childreal:_orticipating at intake

-Who-had been previously enrolled in Read Start had also rec ived

sorening,as compared to 63% of _21-1.ilsd

who _had_been _screened. Although the trend is less strong among

the s lected prejects,at 791) to 45%, prior enrollment in 1

Star=t a peared to be most closely related to prior receip_

ing servic

The principal deviation from this trend appeared in the IMP-

EE21LatIt_Epere oal 56Z of the chik

had been screened eomLared to 522

children roc

_ formerly_in

ot 1)a- vious

Start

_lied
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o- 1 -ior Screening Servie

At the time o- intake, 41% of thu Head Start children partiri-

patincj in the EPSDT Collaborative Effort

fled, 3% were cla- ifi c. as not certified

dicaid certi -

"other"

(not eligible or MedIcaid eligibility unknown. ) . Although it

was expected that Medicaid certified children would be better

able to obtain heaLth servic-s and be screened more frequently

than the uncertified children, a child's status regarding

Mediccid (rtification did -ot in fa- t, have a strong influe

on receipt of scree --- services over 11.

On a natior 1 level, thc p_oportion of Head Start ---ildren who

had rec-nived scree ing was nelrly identical in both insta

71 of the Medicaid certified and 70% or the not Medicaid

certified. Such finding is to be expected because the Performance

Standards r q ire ninci of all Head Start enrollees.

In the selectec project, the prevalence oE prior screening among

the previously enrolled population was gonerall, --in f vo

Pr cots, 100% of the previously

hac been screened prior to in Lake.

lloa Uod Start children

there were also

marked deviations From thIs pattern. In Lubbock, only 20% of

the --eviously enrolled had boon screen d prior to in take; and

in East St. Louis, only 3GL

1 8



The Medi aid certification Status of Head Start children screened

va-i-d a ong the ._, lect d Of the pro jcts re-

porting children who had re eiv,d prior screening s rvices,

12 stat d that over 7O oJ the entire Medicaid cert fied group

had been screened b fo the 1974-1975 Head Str

program year. On the other hand, one project repoited -o Head

Start children who had been screened we , Medicaid certified.

There was some difference between the prevalence of screening

ved by Head Start children classified as "Other" withir

selected project

averaged 6

OS) and on the natio al level, where it

Conclusions on Previous health C: Screcninj of Head
Start Participants

a. Relativel, children were ea ried
over from the previous program year as reflected
in the naLonal average of 22%. It appeared that
most children enrolied in Head Start only have
ono year's experience except for such spec alized
Head Start programs as IMPD.

b. Por those children enrolled, the Head Start pro-
gram had been highly successful in obtaining
screening services w ich suggests significant
compliance with OCD rformance Standards,a1-
though the exact nture and extent of screening
services obtained -re unknown.

Less than 50 of the Head Start children :

Ling were Medicuid certified, which sugg
-t Head Start pro jams relied to a great extent

..pon their own prcxjrafli resources to provide
screening services
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d. The cztde variation in Medicaid certification
amo g the selected projects most likely re-
flects local conditions, such as the avail-
ability of community health resources, flexi-
bility- n the provision of Medicaid services
-ithin the state, and the initiative on the

t Of the individual project to utilize
imunity resources.

Since most children enrolled in the Head Start
program benefit from these services for only

year, every effort should be made to ensure
that all enrolled children receive screening
services early in the program year so that
adequate follow-up can be made. High priori y
might be assigned by OCD for monitoring in-
dividual programs for compliance with the Per-
formanee Standards in this regard.

b. Head Start programs could be provided assis-
tance to ensure greater utilization of com-
munity health resources for the provision of
screening services to augment their own pro-
gram resources. This objective of the EPSDT
Collaborative Effort as a specific program
strategy appears to have much merit.



E. PREVIOUS HEALg CARE: TREIkTMENT RECEIVED BY HEAD START
PARTICIPANTS

A profile of treatment received by Head Start children during

the y

projects in Tabl V (see Appendix A) . Treatment included

Medic 1, dental, me tal health and nutritional ser ices. The

treatment eategot es were stratified by the Medicaid certifi-

cation status ef the children, .e., children who are Medicaid

certified, children not certified but eligible, and "other"

(cl ld_en whose Medi-aid eligibility was unknown or who were _ in

ior to enrollment was provided for all demonstration

fact, igible), Information was not obta* ed garding pr

vious hec th care in relation to diagnosis. Et was assumed

that, in those i. Lanccs

ceived, diagn-

Ana

at t had act-ally boon re-

would have, of necessity, b on made.

of Findings - National samplo

. _ .

Medical Services

arI_Luilpi_5_,Z0 (10% oE the

ived _medical treatmerit_the_ eLar_.-.)yior

the total national

Lpatinj _;_epulation

to ollmeht. In the regions, the proportion of children who

had received prier medical care ranged from 8% to 267i. Plior



receip_ of medical trel Lment was nearly evenly divided betwee

those children who ledi -id certified or eligible but not

certi d (2,641) nd those classified as "oth (2,759). The

child' st tus in this regard did not appear to have play d

any role the receipt of medical car

There was, howeve- regional riatioa in the receipt of medical

t- tient by the hild's certification -tatuS In Region IV,

only 31% -f the ildre_ qho had received medical treatment

were Medicaid certified or eligible, _rias in Regions 1, II,

and VII approximately 70%-, f the children ho had received

dical treatment ere NedicaLd certified ex not certified but

eligible. One factor that may have been op _atiag that

State Medicaid Plans differed the availability of t- atment

Vices. The differences then govern th- receipt of

servi y the Medicaid certified.

c-

1-11221:21,a4-2-21-YL2LIL_PL-11_threa Start received

dental scn7Q2LlirecItcnt.Fpx to tile co] braLvo c -2ffprt.

Region VIII's Head Start popula ion had Lilo cjrcatcst propo tion

of children who had prior dental services (5 At the lower

range of the scale, only 23% of the children in Regions I and V

had received treat-me t.
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The nuiluer oE chiblren who had received dental, screening/treat-

ment and who were classified as "other," i.e., ineligible for

Medicaid or of unknown status (0,204) exceeded the number of

Moaicid dm! (4i1ihin hut nriL (:erti.rind (5,019) ry-

ceivinq such coru. The major devir trom this pattern occured

in Region IV where only 703 of the Medicaid certified or eligible

children received dental SQ1W1COS but 1,589 (1/2 ratio) in the

"other" category received such care.

Mental hea

MonLcil HcaLth .;orvices

services were r-:_:eived by a far lower proportion

of children than received medical and dental care. Only 6% of

the children participating in the Head Start/EPSDT effort re-

ceived such services in the preceding year. The lowest incidence

of mental health services prior to enrollment in the collabora-

tive effort occurred in Regions I where of the 1,882 Head

Start population participating received orvicos, comp.ilred Lo the

highest rote of 2n servIcos receivod in the iMPO projects,

Again, Medicaid certification did not appear to play 'a major role

in receipt of mental health services. Nationally, 1,090

children who were Medicaid certified or eligible for such

status received services and 1,149 children who were eligible

or of unknown status also received care.
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Servic(

Nutritional services wore received by only 3t of the Head

Start population, and was therefore Lho least frequently oh-

tained type of previous health care. notable dev.kufion

occurred in the 1MPD iffojects where 24% of the children had

ri:coived nutritional care before enrollment in the collabora-

tive offort. This diffel-eree apparently reflected the avail-

abili_ of rt)::;ourcos For nutritional care in these communities.

In addition, it may have reflected a more nutritionally defici-

ent environment for children entering Head Start in these arcas.

Analis of Findings - Selected Projects

Previous mudiaf, dental, mental health, and nutritional services

received by Head Start Children for the year prior to entry

into the collaborative effort for 18 selected projects was also

identified. (Seo Tahle V-A of the Interim Report) within each

area of service the children are differentiated by their Medicaid

certification status.

In the selected projects, a_ average of 10% of the children

entering the program had received medical treatment within the

previous year and was consistent with the national average, A



wide

V e 2 6

Alen t in the inecIiri l :reatmen irticipation

ratio; for ins _a- little or no childr,n had been treated in

ms River, East:. St. Louis, Lubbock, hluckfrot and Fort Peck,

but 46 out of 132 children had received such care in Medfo-1

Or( Because the profiles of the pr th low inci-

niodical service% received differ greatly, it was di-fi-

cult to surmise easons fir this varyin- behavior .

Medicaid Certified a d eligible but

the selected projects received medical treatment to a g

ext nt than those in the "other" category: 338

certif.ied children in

In the selected projects, approximately one quarter of the chil-

dren re-eived dental screening/tr-tmen- services . The mae
in t1-, receipt of these services was b -d: from 2 out of 231

children in Lt bock to a high of 118 out of 119 in Springfield.

The receipt of mental health services by children in tie sel cted

projects occurred at a rate of 50%. The rate varied from no

children in Leominster, East St. Louis and Eugene to all children

enrolled in tAe Springfi-ld Head Start pr ject. Although the

IMPD projects had a hiyh proportion of children who had received

mental heaA_Lh services (24%) , the average r te of receipt in the

selected IMPD projects was les th

lack of reso rces in these areas.

1% Aich may reflect the
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Prcvicius receipt Dr _lal services art c-hi ldrcn in the

elected projects was at the rate of n, even less frequent

than on the national level. Nine selected p -je-ts reported

that none of their Head Start childr-n had received nutritiDnal

selvices prior Lo entering the program. The IMPD regional data

snowed a significantly higher receipt of nutritional serv---

the IMPD selected prects. The lack of provision for

nutritional servi es in the M ntana State Plan may have bee

important contributory fa tor to the less frequant -- oipt

of such servi- s- since two of the thre- IMPD -rejects are in

that state.

Con-lusions on Previous Health Care: Treatment

Greater proportions of Head Start children
received dental Sereening/treatment than
any other service. The higher incidences
of dental screening/treatment service re-
ceived may reflect the impact of the OCD
Performance Standards

b. Only 10% of the Head Start children had
received medical treatment prior to entry
into the collaborative effort. Medicaid
certification or eligibility appears not
to be a factor related to whether such ser-
vices had been received. To the extent that
regional variations existed, this probably
reflected differences in the availability
of medical services under the State Medicaid
Plan. The receipt of nutritional and mental
health services prior to entry was far
less common among all reporting projects.
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The ei'7.,Terencc, in the incidence of various
health services received may reflect the
availability of these services in the par-
ticular area, either through Medicaid or
private health resources; priorities set
by the prolects themselves regarding the
relative importance of these services and/
or actual needs.

Policy Consid- Lions on Previous Health Care: Treatmer

a Head Start programs might be provided assistance
in gaining greater awareness of overall develop-
mental health needs of pre-school children with
particular stress upon mental health and nutri-
tion.

OCD could press for national standards for the
provision of health services to low-income pre-
school children, thereby avoiding the dearth of
service provisions triggered by limitations in

individual state plans for Medicaid/EPSDT.
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F. PREVIOUS HEALTH CARE STATUS OF NON- EAD START CHILDRE

Arlaly!,1

Of the 6,002 fran-He

Lionel Sample

children wlo completed intake, 73%

of this group we e Medic id erLified an- 2 out of 3 of these

Aings of Head Sta-t enrollees.

Screeninc Services

Out of the total non-Head Start children participating, 6 had

been screened prior to co ing into contact with the EPSDT Collabora-

tive Effort. There was variation in the proportion of screened

to participating children across regIons. The percentage of

children who had received screening ra ged from a low -)f of

non-Head Start children in Region VII to a high of such

.children in Region IX.

On a national basis, a majority of non-Head Start children, 75%

who had been screened were -rtified ot cer-ified eligible

for Ned caid, compared to 71% of the Head Start opuiaton. This

Itpatter -_ was consistent with the data for Head Start child

-uld be n ted th t sibli gs of Hoad Start children accounted

for over 50% of the Medicaid certified population that had been

screened.
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The certification profile for Lin, non-Head Start child who had been

screened varied by reqion from 462 to 99,:, of the non-Head Start

population. In Regions I, III and the IMPD projects, more non-

siblings Lhan siblings had been screened who were Medicaid cerLified.

Medical Troat-mcmL

H,,,tionally, ono in fivi, non-Head ',Lart children had received medical

treatmeaL within [he yoar prior Lo the involvomenL with the collabora-

tive effort. 8V, of those receiving this L-reatment were Medicaid

cerLifind and, wiLh respect to sibling status, about half

were siblings of Head Start children. This pattern of high incid,:!nce

of Medicaid certified non-Head Start children receiving Lreatm,Tht

prio 1:o the collaborative effort held true across all regions.

Five .;egions reported that they had mere non-siblings than siblings

who had received such services however.

Dental Services

Among Lhu non-Head Start children, one out of five also received

dental screeninc treatMent as compared to one out of three Head

Start children. The highest incidence of receipt of dental ser-

vice; occurred in Region VIII whore 41?, of the children had received

denLal services prior to the collaborative effort. This region had

the highest proportion of Head Start children receiving dental

service:- also. The lowest incidence of such services received

was reported_ in RQ(Jiehs IV and VII at 112. However, most of the
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region applf);.:imafed Lhe national_ ,Iverii(jc.

85'1 of the non-Head :Aor1 children who had received dental services

were Medicaid certified, and over SO?, of these (621 out of 1,101)

were siblings of Head Start children. Of the not Medicaid certi-

fied groue, snyhSly more than 51r; wore non-siblings. This pattern

held true across ell re joris wiSh an increase in Regions V and VII

where almost all the non-Head Start children receiving dental ser-

vices were Medicaid certified. In reviewing the sibling dental

services, Regions, I, III, V, and the IMPD projects reported that

the greater number of non-Head Start children who were Medicaid

c'ertified were n-siblings.

Mental Health Services
0

On the national level, 13,1 of the non-Head Start children had re-

ceived mental health services within a year of eiLering the colabor-

ative effort compared So the national average of 671 for Head Start

:hildren. The INPU projects deviated more sharply from this

avera ith 11% of these children having teceived mental health

care prior to involvement with the collaborative effort. Region

I had the next highest proportion of non-Head Start children re-

ceiving mental health services at 10?J. In four regions, or

less of the non-Head Start children had received mental health

services. In each region, nearly all of the non-Head Start chil-

dren receiving mental healSh :ervices prior to entry were Medicaid
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The high ir

children recei i=ng mr health se vice differs markedly from

the Hood Start dation where Medico d certification was not

a distinguishi-- iftor omang those children who had received

mental health so rvices irior to entry into the program.

most of Chum wore siblings of Head Start enrollee.

--, or Medicaid certification nong non-Head

had re

fluLrf t: oil rervice

n-Heod Start, -hildrer participating i take, 4 of them

nutritional services prior to entry. Again,

the non-Head Start popniation, the receipt of such service

appeared to be relat d to Medicaid status: more th-

fourths of the children receiving nutritional services were

eitt,r certified or igible.

As with the )re i.us categories of health services, the maj i

61% in the case of nutritional servi -,-., of the ncnHoad Start

Iedicaid ce tified participants were siblings of He d Start

enrollees. In Pegion III, V, VI and the IMPD projects, there

yi

was sonic deviation from this pattern with a higher m nber of non

sib! inq or otherjunknownr-; being recorded.
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2. Analysis of Findings - Solecod Prc.lects

The total number ot non-Hond population who completed in-

take within the setectod project was 783 or 13% of the national

total. Of: the 18 selected projects undel review, fourToms

River, Danville, Blackfoot and F(-t Pockdid not report any

intake oC non-Head Start children.

822 of the non-Head Start children participating in the remain'ing

14 projects -werc Medicaid cortified and 757, of those were siblings

of enrollees. Of the non-Medicaid certified group, none were

non-siblings. 482 of the non-Head Start children in the selected

projects had boon medically screened within a year prior to en-

rollment as contrasted to 59% of non-Head Start children natiolally

who had received such services. Of the medically screened

in the selected projects, 52cL; were Medicaid certified. Most of

the selected projects that served children who had received screen-

ing prior to entry reported a higher incidence (over 5C-n) than the

average. However, East St. Louis and Amarillo reported one child

or less in this category, thereby skewing the average.

Of the non-Head Start children screened, 9IN were Medicaid certified

and MOVQ than halC v)cro slhlings of ourolloos. This pattern holds true

in all projects except Baltimore where almoFt all non-Head Start Medicaid
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certified children screened were non-siblings. F,altimore also

reported three noL Medicaid certified non-siblings screened,

but indicated no non-siblings at intake This inconsistency

most likely reflected the project's failure to submit the appro-

priate number of forms (LnLake and Ucalth Encounter) for eac,:h

non-Head Start child served.

Among the 74 projects reporting non-Head Start children partici-

pating in the program, 8? oE thee children had received mediCal

treatment within a year of enrollment. This was a lowerratio

than that for the national sample, one out of five non-Head Start

children in receipt of such services. The highest incidence of

previous medical treatment received--49--occurred in the Medford

project. Siz projects reported that none of the non-Head Start

children participating at intake had received medical treatment.

80% of the non-Head Start: children who had received medical

treatment were Medicaid certified as well as siblings of Head Start

enrollees.

Nearly one out of four of the non-Head Start children received dental

screening/t_eatment in the selected proje_ts. In contrast, one

out of five non-Head Start children had received dental services

in the total sample. The overwhelming majority of the non-Head

Start children in this group were Medicaid certified and siblings
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f head Start enrollees, excepL Haltimc-e whoro all oE Lhe

non-Heal art children receiving dental services were non-s1

lingo. In six projc2cts, none of the non-head Start children re-

ceived dental service

In another area, mental health services,

children in the sole-ted proce -

Lo 3 11 of children on a national basis. Medicaid certifi-

ot the non-head Star

1 rece'-ed such services compared

c Lion oE non-Head Start children selected projects may

have influenced the receipt of mental health services, since 56

out of 58 of the non-Head Start children were Medicaid certified

'or eligible. This rate was some .hat nigher than the national pattern

(shown in Table VI - Appendix A ) for non-Head Stc

f the 58 non-Head Start children vho had received mental health

services

and nearly all of Lhese were Medicaid certified and

Head Start enrollees. Eleven-projects, on the other 'hand, indi

rt ehildren. 55 out

p-rted to be participants in the Paterson project,

cated that no their non-Head Start children had rec ived mental

health services prior to entry and one project had only one child

who had received mental -1th services

Si ilarly, only -1 7ee projects reported that their no -Head Start

children had received nutritional servi

Paterson again reported the mayrity-of

56 non-Head Start children--so reported.
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services nearly all of the childr.?- in the Paterson .31.7 °et

were Modica d certified and siblings of Head Start enrollees.

Concluni( ProNious Health o: No ildren

Tho majority of the non-lIcad Start children par-
.
Licipatinq in the collaborative effort as evidenced
by the cempletio_ of intake forms, were Medicaid
certified and twe out of three children were siblings
of Head Start enrollees. It would appear, therofore,
that the Head Start,projccts primarily recruited non-
Head Start participants for the collaborative effort
from the Head Start families currently enrolled.

59% of the non-Head Start children as compared to
69% of the Head Start children had received screen-
ing services prior to entry into the collaborative
effort. This similarity in incidence, accounting
for sampling bias, may reflect concentration by
some Head Start projects in providing for family
health services rather.than focusing upon the
enrolled Head Start child only.

Relatively few, approximately 20% of the non-Head
Start children, received medical treatment Ser-
vices prior to entry into the program, but most
of these were Medicaid certified.

d. The.incidencc of dLntal servic . receiv, 1 was lower
for non-Head Start children th_n Head Start children--
one out of five compared to one out of three. This
difference most likely reflects the priority placed
in the Head start projects upon providing dental
services for it- enrollees.

There were some differenceo in the receipt of mental
health and nutritional services between H ad Start
and non-Head Start populations nationally Ilowever,

because of the relatively low number of participant
receiving these services, no conclusions should be
drawn. It is interesting to note, however, that
ost of the non-Head Start children receiving mental
calth and nutritional services were Medicaid certified.
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e. Uor Lhu selected proje-rH, the distribution of non-
head Start children by 'ervice category, Medicaid
certification, and sibling status is similar to the
pattern presented nationally. Baltimore, which served
more non-siblings than siblings is a notable exception.

f. Prior mental health and nutritional services are
virtually nonexistent for non-Head Start children ex-
cept in the case of Paterson. The fact that this
particular project was able to be garner such services
for its noh-Head Start children may reflect the avail-
ability of resources in the communitv, including liberal
Tledicaid standards, and the initiatives by the project's
staff to secure services for all its participants.

4. Policy Considera
Start Children.

ions on Previc-s Health Care f Non-Held
_

a. Head Start programs should be encouraged to arrange for
family health services, thereby ensuring that all
family members, including the children, have compre-
hensive health care. Such.program initiative, however,
must take into account limited staff resources.

b. if the EPSDT collaborative effort is to be effective,
Head Start projects should be assisted in defining
their responsibility for recruiting participants beyond
the immediate Head Start family. Within this context,
OCD should clarify with the Social and Rehabilitation
Services unit the extent to which Head Start programs
should be responsible for recruiting participants in
the general community.



VI. INDICATORS OF EPSDT PERFORr

DIWAIzLian

The Head Start projects sought as a major priority to provide or obtain

EPSDT services for children participating in the collaborative

effort. They were co cerned, moreover, with ensuring access to a

continuity of medical services fo- -hildren who were found to be

in need of such care.

A significant task for the evaluation study, therefore, -,as to

ascertain.the effectiveness of the projects _n obtaining EPSDT

reimbursable cervices for A dicaid certified children, both Head Start

and non-Head Start. In addition, for nonMedicaid eligible -hildre

there was particular inte-e-t in deter ining the extent to which

health services were provided or obtained in relation to the children'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 which children received various health and medical

services this year co pared to the numb--- who received such services

prior to the collaborative effort; and (b) the relationship, if any,

between the numbe reported and Medicaid certification and Head

Start enrollment status. These indicators were based upon
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the asumption that incre-ses in Lnu numbers of children receiving

health services, particularly through EPSDT, can be attributed to

the collaborative effort.

This -ection, therefore, presents data on the extent to -hich

Head Start and non-Head Start childr-n received medical, dental,

mental health and nutritional services according to their Medicaid

certification and previous enrollment in Head Start. The following

tables are included.

Medical Services - Screening by Aggregate Totals

Medical Service - Screening of Head Start and
non-Head Start Children by
Selected Projects

Medi- l Services - Diagnosis and Treatment by
Aggregate Totals

Medical Service,' - Diagnosis and Treatment
of Head Start and non-Head S a t
Children by Selected Project

Table XVI-A

Table XVI-Al

Table XVI-B

Table XVI-E1

D n al Services by Aggregate Totals Table XVI-C

Dental Services - of Head Start and non-Head
Start children by Selected
Projects

138

Table XVI-C
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Mental Health Services - by Aggregate Totals Table XV

Mental Health Services of Head Start and non-
Head Start Children by
Selected Projects Table XVI-D,

Nutritional S= vices by Aggregate Totals Table XVI-E

Nutritional Services - of Head Start and non-
Head Start by Selected
rejects Table XVI-E

1

The data for those tables related to aggregate totals was c liected

from the Compositive Visi_ and Health Care Encounter forms submitted

by the Head Start projects. There were 147 projects sub-' ting

such data, representing an i crease of 21% from the number of

projects (120) which were reported on previously.

For the selected projects, data on the health services received by

individual children was reported on the Health Ca e En -ounter form,

and a total of 23 projects submitted these; a gain of five from

the previous reporting p 7iod. (See Intri- Report Tables I - VI-A

in Appendix A.)

Note: In many of the tables_ the figures in the various categories
(crosswise ) will not agree with the totals shown in Column 1
because of a "no response" by the respective demonstration
project to the specific category area. Also, the tables
mentioned above will be included at the end of each major
discussion section.
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MEDICAL SERVICES SCREEN WELES XVI-A,

Defi ition o_ Terms

The aggregate number of children who actually received screening

services during the program year is identifie_ by Head Start

enrollment and Medicaid certification stat6s for both the national

sample and selected projects in Table XVI-A, Data pertaining to

the receipt of screening services in individual selected projects

is presented in Table XVI-A1 for Head Start children and non-

Head Start children.

Cu ula ive Par icipa ion refers t- the total number of children

served by the projects during the year as refl_eted in Table

and IA. (See Appendix A.)

Children Previously Screened refers to the total nu ber of children

whom the projects reported as receiving screening services prior

to their entry into the collaborative .effort. This data has been

car ied for ard from Tables IV and IVA. (Appendix A).

Children Screened During Program Year refers to the total nr_mber

of children reported as receiving -- eening services during first

-year
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Children Completely Screened During Program Year refe-- to the

total number of children who received the complete package of

screening services that was recommended by the Health Advisory

the local Head Start project

Screening Incomplet /F 11 w-up Re uired refers to the total number

of children who did not receive the complete package of screening

service- or needed further screening or diagnostic evaluation.

ases R- refers to children sent to other sources for further

assessment and/or treat ent.

Cases Comp1eLd refers to children who received the complete

range of needed services.

1. Findings of Analy-is

Children Screened During Program Year (C)

Aggreqate Totals

total number of children sel ened increased fourfold from the

t_eive- o-th period immediately prior to the Head Start/EPSDT

Collaborc ive ffort as reported by 147 projects participating



nationally. Of the 95,997 children --re--,d, 86% were enroll-,' in

the Head Start program itself, compared to 90% previously. For the

23 selected projects submitting data, there were 7,424 childre

reported as screened, compared to 2,616 previously--an increa,,e of

3 to 100and 9 -6 of these were head Start enrollees.

All re ions except Region eported increases in the total

number of children screened that, when co pared to the previous year,

`were comparable or greater than the national ratio of 4 to 1.

Most o:f the percentage incre se in the number of non-Head Sta t

children screened this year can be accounted for by the gai s in

Regions IV and VI.

1 Projects

Twenty- -o out of the 24 selected projects participating in the

collaborative effort submitted information regardi g the receipt

of screening services for individual children. This information was

coded by Head Start enrollment (current and prior) and Medicaid

cLxtification status.

Laredo and Black7-,,t subnitted the required h alth related _orms

for analysis, bu.. -ach failed to properly indicate the progran and

child ilcntification number. This made linkage of infornition

betw en the Health Care Intake Form and the Health Care Encounter Form--

re: -ica d status, previous and current health se vices received,

otc --virtually impossible. Ecconciliation was not feasible through
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telephone co tact with the pro ecLJ and would have involved an

excessive amount of time for the projects the s Ives to correct.

Unfortunately, this information could not be included as a part

of the evaluation study.

There gas a threefold increase (6,883/2,616) in the total number of

Head Start children screened this year in the selected projects as

compared to the number previously screened (22 projects o ting).

The largest number of Head Start children screened wa 'reported

by Cleveland, Mississippi (2,456). For proje ts that had reported

previously, the greatest percentage increases were in Cook County,

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

other hand, three projects--Baltimore, Springfield and Eugene--

reported the same or a decrease in the number of children screened

this year.

Only 34% (2,427 out of 6,883) of the Head Start children screened

during the Year had, however, been previously enrolled in the program.

This ilcidence was higher than the 29% of previously enrolled Head

Start children who had been screened prior to the.collaborative

effort (See Table 1V-A, Appendix A). Baltimore, on the other hand,

reported that almost 50% of its Head Start children who were screened

this year had been previously enrolled. Seven projects, howeve.

Leominster, Worcester, To s River, Dayton, Lubbock, Fort Peck and

Eugenelad le s than 5% of their Head Start children previously en-

rolled.
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There is no clear indication whether Medicaid c--tification

had any bearing on the total number of Head Start children

screened since 50% of these children (3,470 out of 6,883)

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 po sibly received such services

through the EPSDT

Sixteen projects (compared to 22 reporting screening of --ad

Start children) submitted data on the screening of non-Head

Sta t children. This represents a gain of four projects from

the previous repo:ting period (see Table 1V-A in Appendix) . Projects

not submitting data besides Laredo and Blackfeet, included Tom- River,

Danville, Lubbock, Fort Peck, Fresno and Euge e. It is interesting

to note that Laredo and Eugene had reported non-Head Start children

as receiving screeni g services prior to the collaborative eff rt.

On the other nand, Toms River, Danville, Lubbock Fort Peck,

Blaekfeet and Fresno did not report for either period.

Of the projects reporting, there was 541 non-Head ,-tart children

screened this year, an increase of less than 50-o from those

reported scr ened prior to the collaborative effort. (Table XVI-Al

The highest c-tual n nber of non-Head Btart children screened

occurred in Cleveland (252). The next highest was Paterson, witl



52. The majority of the non-lead Start children screened

were siblings,- and for 7%, their kinship relationship to Head Sta -t

children wa "other" or not known.

Most of the non-Head Start

had not been previously en

reported a majority of its

25) as pre-iously enrolled.

children screened (500 out of 541)

olled in Head Start. Only Medford

non-Head 'tart children (16 out of

A greater proportion of the non-Head Start children (82%)

were Medicaid certified, as compared to the inciden e reported

for Head Start c ild en. Of the Medicaid certified group,

majority (62% ) were siblings -f Head Start enrollees. Thus,

Medicaid certification may have been a factor in the receipt

screening services for non-Head Start children this year,

with the likelihood that such services were EPSDT reimbursable.

Children Completely Screened (D)

Aggreqa e Totals

Nationally, 30,540 out of 95,997 children screenedHead Start a d no

Head Startor 31- received the complete package of screening services

a recommended by th- local Head Start Health:Advisory Committ,le (Table

XVI-A). For the selected projects, the percentage of children whohad

complete screenings was n ch higher at 70% (5,288 out of 7,4 4

1



Either selection bias or

VI-10

sonsi i.vity of the projects to

mpleting the sc eenings because of their special status may

have accounted for this wide variation, Head Start children were by

far the majority (81%or 24,884 out of 30,540) of thos- children reported

completely screened. However, only 29% of the Head Start children

screened nationally had the complete package--24,884 out of 82,782.

At the regional level, only four regions exceeded the nation-1

average of 31% of children co pletely screened--Regions V, VI, IX

and the IMPD projects with 35%, 33%, 34% and 38% respectively.

Three regions--VIII, IX and

greater proportion of their

screened compared to :he na

respectively. Two regions

and Region VII at 10%.

The proportion of non-[ead

the IMPD projects--r_ o-ted a

Head Start children completely

ional totals-37%, 40% and 34%,

ere much lowerRegion II at 16%

tl_t children who had c- Iplete

screenings nationally was slightly higher

Regions II, VII, and X-- greatly

50%, 55%, and 50%, re----tively.

ed Projects

The Head Sta t child en enrolled in the selected

received complete scre-, ings, representing 73% -f

at 34%. Three regions--

exceeded this percentage at

o ects usually

totl screc

(Table XVI-A.) Lioreover, 17 of the 22 projects reporting

dicated ev jr ter proportions of complc

146

scree

in-

neCk

-C Start



children t

VI-11

average cited above, th Amarillo stating t at

all of its 626 child/en were in this category and Springfield,

114 out -f 117.

Approximately 37 of the Head Start children completely screened

had been previous_y e- olled in the program. In Cleveland,

however, the
.

vast majority f such children had been in Head Start

during the prior year, and in Fresno, all 56 children completely

screened had been in the program before. The majority of the

projects, however, reported greater numbers of Head Start children

completely screened as not previously enroll-d. One-half of the

Head Start children completely screened were Medicaid certified;

th- other half were mostly coded as ineligible or status unknown.

For non- e d Start children, 73% (398 out of 541) had complete

screenings, and nine of the sixteen projects reporting indicated

that a majority of their Head Start children had been completely

screened. In Paterson, for instance, all non-Head Start

children were co pletely screened. Three out of four of

these children were siblings, and over 95% had not been previously

enrolled in Head Start. For Medicaid, 89% (331 out of 398)

were certified and the majority of these childr (283 out of 331)

were sibli gs. It should be noted that Cleveland accounted for

211 of these children (Tlble XVI-A
1
).
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VI-12

Scre-ling Incomplete P llow-up Required (E)

Aggrec ate 'rota:

Folio -up ser ices were r quired for the majority of child

screened nationally (6 because screening had not been

completed. The data is insufficient, however, to determine the

nature of sc _ening services still needed. Also, there is no

information regarding the relationship between the availa-ility .

of a f-ll range of screening services and exte t of completion,

or the impact of program management (length of time required to

complete s- -ening and subsequent preparation of forms, etc.) . On the

other hand, only 29% -f the total children screened in the selected

projects required follow-up ser 'ces. Most of the regions followed

the national pattern, with Regions I and VII reporting even higher

pe -entages of inco plete screenings at 77% and 81%, respe tively,..

The proportion of inco plete screenings for Head Start c 'ldren

compared to tot l number screened was higher than the national

average at 69% (57,898 out of 82,782). Three regionsI, II, and

VII--were even higle at 79%, 83% and 82%,rrespectively. The

lowest rate was reported by Region IX, 59%.
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-a-_e of incomplete screenings %,..!,s much lower f-r nor

Head Sta-t children nationally at 49% (7,559 out of 13,218).

Four regionsI, III, VIII and IX- were much higher a

77%, 55%, 57% and 73%, respectively. Interestingly,

the IMPD projects -eported only 1% of their non-Head Start clildren

as having incomplete screenings.

Selected Projects

About 28% (1,993 out of 6,883) of the Flead Start chi dren screened

in the selected projects required follo -up service- Sixty-nine per cent

these children (1,381 out of 1,993) haa not been previously enrolled

in Head Start and 53% were 1ec1icajd certified.

Eleven projects reported substantiaill lower proportions of Huad Start

children receivi-g incomplete screening, co_ pared to the overall

average of 28%. Amarillo, for example, reported that none of

its Head Start children required follow-up, and ..pringfield

indicated that only th_ e of its 117 children were in this rate ory.

For hose projects reporting relatively low nu b--s of children with

incomplete scr entngs, the majority or all of their head art children

requiring follow-up had not been previotrsly enrolled. In this instance,

their behavior did not differ from other projects who had greater

numbers of Head Start children needing foil up.
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Medicaid certification status app ars not to have been a

factor in the extent to which the projects were able to

complete screenings of Head Start children. Eight out of

11 projects with relatively few Head Start children needing

follow-up indicated that a majority of th m w-re Medicaid

certified. In Cleveland, however, over half (505 out of 940)

of the HeacLStart children with incomplete screening were either

inelig ble for Medicaid or of unknown status.

Only 26% of the non-Head Start children screened required follow-

up services, and most of these (136) had not been previously

enrolled in Head Start. Nine of the 16 projects repo ting

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

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

requiring follow-up we e siblings of Head Start enrollees and,

of the total number of non-Head Start children in this category,

82% were medicaid certified.
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VI-

2. Concjuioas on ccdpL o services - ni

a Pour times as many children were screonod nationally
thio year, compared to the incidence reported prior
to the introduction of the EPSDT Collaborative Effort.
The overwhelming majority (867,) of children screened
werc currently enrolled in the Head Start program,
nis finding indicates that ho projects made a
vecdal effort to ensure th t their Head Start childr--
ere promptly screened and reported.

roe Head Start projectS were less successful in en-
st,Iring that complete screenings were provided, since
ohl-; 31% of the children were reported in this category.
TYlis low incidence, however, may have been the result
of a time lag in the reporting, or an indication of
tile availability accessibility of a full range of
sereening servic /providers.

Of tile Head Start children screened in the selected
pl'.ojects.only 34% had Leen previously enrolled. Thus,
-Ile projects primarily screened children who had not
beer known to Head Start previously and who, therefore,
were unlikely to have previous screening.

d. No conclusions can t- drawn regarding the impact-of
Medicaid certification upon receipt of screening services,
snce the number of children certified vs. those whose
eJigibility vas unknown or ineligible was about equally
d=ivided,

e. TM number of non-Head Start children screened in the
selected projects increased by less than 50%, compared
to those previously screened. This increase was not

dramatic as that reported for Head Start children,
however. The projects may have concentrated their
efforts on screening (and reporting) Head -tart en-
rollees as an ongoing program function.

The vast majority of non-Elead Start children screened
h6d not 1)0en previously enrolled, and most_were siblings.
Therefore, this finding shows that the projects made a
concerted effort to provide services to the families
of Head start children, rather than an unrelated group.
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3. Policy Consjdoi ons o °-reeninc

a. Moro definitive information is needed regarding the
content of the screening package in local Head Start
projects and the time frame in which children are
screened (at admission, during the program, ete.)
in order that an evaluation can be made about the
consistency and quality of screening services provided.
Also, there is need for information about medical prob-
lems that may be discovered during the screening -nd
provision for follow-up on these.

Head Start projects can better utilize EPSDT services
to provide screening if adequate technical assistance
is available to aid in accessing Medicaid funds, thereby
relie-Jing the Uead Start program of paying for all

' health services.

c. Further, if greater priority is given to ensuring that
all children are completely screened as soon as possible,
then the likelihood is greater that Medicaid certified
children can receive diagnosis and treatment, if needed,
as a reinbursable service. Such priority is important
because Medicaid eligibility tends to fluctuate over
time.
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INDICATORS OF EMT PERIORMUCE: MEDICAL SERVICES-SCREENING

BY AGGEGATED TOTALS

Table WI-A

CHIIMIN PARTICIPATING

CUMULATIVE

CHILDR2N

PREVIOUSLY SCREENED

CHILDREN

SCREENED DURING

PROGRAM YEAR

1 3

TOTAL HS NHS TOTAL HS .' NHS

,

TOTAL MS NHS

NAT11.--1

TOTALS 52,189 38,912 13 277 26,010 22,426 3 584 95,997 82,782 13 215

5EIZOTED

PROJECTS 91561 5,691 3,970 2,616 2,240 376 7,424

38,573

6,883 541

DTHR

PRO7ECTS 42,628 33,221 9,407 23,394 20,186 1,208 75,899 12,674

IT

4,566

4,368

2,444 2,122 2,272 1,565 707

.51B

7,189 5,204 1,985

2,636 1,7 2 2,716 2,198 _,418 8,007 1,411

271III

IV

2,810 2,416

7,373.

394 1,931 1,668 263 21265 1,994

9,44 2,047 5,151 4,4 6 685 27,122

10,462

23,66_5_

91549

;457

913V 7,196 5,194

12,178

2,002

941

3 f:?. 4 .4

7,248

2
I
890

_,8 9

354

359VI 13,119 231103 20)7_52_

VII 1893

4,674_

1:652

3284

567_

-._.41

1,_390

127

677 620 57 3,636 3,462

.2,351

174

VIII 1,539

,

4214 325 7 549_ 6 667_

_662_

882

551

26]

IX

X.....

*IMPD

158 94

, ,

64 1-213__694

3 44;

1,8 7

-16 2 281 1 074 -22 '252_j...2.1-12-41

.89 3,736 3,4751,1 748 444 355

*Not included in total. Mounts are, however, reflected in 'vericus regional a

1

VI-17
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Tdde XVI-A

(Continued)

PRC,ECTS

INDICATORS OF EPSDT PERFORMANCE: MEDICAL SERVIcES-SCREENING

BY AGGREGATED 'TOTALS

CHILDREN

COVLETELY SCREENED

DURING PROGRNI YEAR

301540

5,288

25,252

iv

V

Vi

VII

I X

1;586

2,067

723

1
8,75.

3,317

H5

SCREENING INCMPLE'E

FOLLOW-UP REQUIRED

1

TOTM,

24,884 5,656 65,457

4,890 398

19,994

offlffiraiww~telwmillmt

57-898 7,559

2,137 11993 144

55,905 7,415

447 5,603 4,065 1,538

711 7,351 6,651 700

121 1,542 1,392 150

1,727 18,372 16,637 1,735

8,674

664

2,855

417

1,487

1,44:

275 7,145 61507 628

14,429 13;195 1,234

96 2,972 2,894 78

2,477 378 41694 4,190 504

391 405

3 2,553 1,976 577

* Not included in totals. Amounts are however, reflected in the various regional totals.
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INDICATORS OF EPSDT PERFORMANCEz
MED_CAL SERVICES - SCREENING OF HEAD START AND NON-I-MAD START CHILDR-

BY SELECTED PROJECTS

Table XVI-Al SELECTED
PROJECTS

BY

STATE

CHILDREN
PARTICIPATING
CUMULATIVE

HS NIIS

TOTA1,, FOR

_ELELECTED_ZROJZCI5_,_ 691 3,870

MASSACHUSETTS (I):
Leominster 264 71

Worcester 464 279

NEW hiR.SEY II .

Trpnto_ _,
282 102

Toms River 129 40

Paters-_ 190 210

ARYLAND (III ) :

Baltimore 488 137

USSISSIPPI (IV):
__Cleveland

TENNESSEE (IV):
Kin :--. n 167 94

LLINOIS V
_Cooks CoUnty 499 407

East St. Louis 458 155

Danville 282 -0-

IlTO (V):

Cincinnati

Dayton
TEXAS (1,I):

L ock 112

Amarillo 896 45

Laredo (IMPD)
MISSOURI (VII):

Springfield 515 106

Apple_t -_

MONTANA 11).

Billings 147 20

Fe Foe IMPD) 344 C)-

Blackfeet T 174 450

CALIFORNIA X

El Centre

Fresno IMPB)

OREGON (X

±I

Eugene

521edtor- 1,650

128 101
1 kr/



INDICATORS OF EPOT PERFORRANCE:

MEDICAL SERVICES SCREENING OF HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

Tan__ XVI-A1 nt'd)

ETIOUnLY.

TOTAL

(1) (2)

CHILDREN PREVIOUSLY SCREENED

NDT

PREVIOUSLY

EWLI2D

3)

:1EDICAID

CERTIFIED (4)

Nan-HS
a b

H QH Ii
rn

NOT

!EDICia

CEPITFIED 5

a b c

OTHER

(6)

Non-HS

H 0 .1 4_

r_n

7,71771) -
11:15L

NEW jEP.SEY (II):

1 363 228

5. 1

263 -0-

90 27

-0- -o- -n-

Tons

727

2

114

-0- 23

-0- 24

_0-

t ;r2on
_

MARYL'il2 (III):

3,11'jmor

13SI33IPPI (IV):

Cieveland

TENNE3SEE (IV).

ildnq:7to:1

ILLINOIS (V):

EaSt St. LQuis

! Davi 1] e 152

OHIO (V):

CInClnnatl

; Dayton

-0- 77 N A 75

-0- 77

-0- 123

-0- 6

, 55

CODE: N A Information not available

VI-20 159



Table NI-Al
la 4 EJ +a, a

INDICATORS OF EPSDT PERFORMANCE:
,

MEDICAL SERVICES - SCREENING OF HEAD START AND NON-flEAD START CHILDREN

DY SELECTED PROaCTS

. . . .

Lfl

:

Fi!_11171

('"?D)

f,IX)

_
Fr (1PD)

Fano

TOTAL

])

116

117

-o-

-0-

8 N/A

38 21 5 N A

-0- N/A

40 -0- 20 N A

61 14

89 82

1,a7iD8SLY

(2)

NHS

N A

N/A

160

CHILDREN PREVIOUSLY SMEENED

'X')T

'1',SRDLLF,D

(3)

7 N/A

53 N A

109 N/A

CEIcAIO

(.7aTIFT2 (4)

..=4 a 4 a

HS

14

CSTriED (5)
PnR

(6)

Non=Hs

a b c

H 0 AI -LJ

n r'!

-o- -a-

-01 -0- -0-,

N/A 25 -0- 10 -0-
_

-0- N/A -0-_
26 N/A

30

86

N A 41

N/A 67

5 5

-0-

Non-ES Non-HS

h c
-i-------

a
-,----

A

12 -0- -0-

-0-

90 -0- -0-

-0- -0- -0-

-a-

-o-

77 1 -a-

CODE: N/A . Iformation not available

VI-21

-1- -0= a a I

-a- -a-

"0"

a-

0- -0-

-0- 20

-o- 19

161



INDICATORS OF ERSDT PERFORMANCE:

MEDICAL SERVICES - SCREENING OF HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

Table XVI-A1 (Cont'd)

Ic:77w)--r))11 :,y,:),_)T::

).-,.,...),,,

Ly:))77ir

NEW .J1),i'..-.7)EY (Li):

Pa';)77,n

'/=:)M):),)))):, (

)33),),i7)r(-2

)1:2S5IPiI (1r4:

CHILDREN SCREENED DURING PROGFAM YEAR

TOTAL

1)

POIIODSLY PREVIOUSLY

nrof,:a

115

6,5831

13

:1EDICAID

CERTIFIED (4)

Non-5
a b c

S

T 7 T

`.,EACAID

CEFTIFIED (5)

Non-HS

a b c

1.1

r

Oar.:R

(6)

Non-HS

a b

HS 4
0 .

541 2,427' 4

20

383

171

13

8

-0- 13

61 52 14

421

2,456

rl'UEE (IV):

Kir).,)73ton 148_ _

CocA5 CJunty

Eat St. Dijis

621

204

252

200

1,619

11

438 500

13

379

22

158

13

264

19

=0-
122 -0-

52
59

-0-

1

30 -0-

169

24

Danvillx-2 2051

OHIO (V))

Ciricinnati

162

310

-a-

-0-

219

4 7 336 3,236

4 4 -t

828 , 251

116

450

T-.

301

45

2

114 -0-

1,294

110

230 -0-

2 1 7

12

V1-22

20
1

4 -(

-0-

_c--

-0-

115 -0- -0- -0

122-0- 3
2
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INDICA7ORS OF MDT PERFORMANCE:

MEDICAL SERVICES - SOREENINg OF HEAD START AND NON-BEAD START CRILDREN

BY SELECTED PRDJECTS

Table VI- ( nt'd)

M-1,3rwRI (gITI:

Ann

MU,,i7i,,,MA

rias

CHILDREN SCREENED DURING PROGRAM YEAR

PREVIOUSLY

TOTAL ENROLLED

(I) (2

PREVI01613-

ENROL1ED

( )

MEDICAID

CHTIFIED (4)

!DT

CERTIFIED (5
OTTER

(5)

Nori-HS

a b c

)::18 HE
=1

215 -D-

626 6 65 -0-

Fon, _
J;TD)

CAL:17'_-ii 11.g

El
_

160

150

1

6 51

-D- -0-

11

35 7

148 -0- 96

103 15 21

ao (I 32 -0-- 31 -0-
ORECOIN) (X):

Mcdord 129 .25

ne

it

16

VI-23



INDICATORS OF EPSDT PERFORMANCE:

MEDICAL SERVICES - SCREENING OF HEAD START AND NON-MEAD START CHILDREN

BY SELECTED PROJECTS

Tab]. XVI-A1 (Coned)

2ELELTED

JECTS

3Y

STATE

CHILDREN 0 MPLETELY SCREENED DURING PROGRA14 YEAR

TOTAL

(1,)

i'REVIOUSLY

E :: 7 ILLED

( 2 )

NOT

PREVIOUSLY

ENROLUED

3 )

MEDICAID

CERTIFIED (4)

NOT

U'DIMID

c7,RTIFN (5 )

OTHER

(6)

HS

2,401283

Non-liS

a b c

1.1S

117

Non-HS

a b c

HS

Non-liS

a b

HE

_, _O

NHS , S

1,8 6

flS

_1

HS

-. C)55

NHS

367---777:-:=7-

L

7-

V 4

48

g
. ,

-0-

L

2

a ,Q

2

:

---2,357 -.

-1';.,

777 70 NOJETTS

',..17.iSEHL'HUS (1 :

Lortnster 12

_r= .. --... ''''-' -77 .--._-,

---

,-,

12

_

2 - -

_

1 - - L

-0-

.

-

-0-

, 4

95

2

-0-

_- -

3

Worc,,2stcr 320 13

6

2 11 317 2 219

16

-0-

3

-0- 0

-

_

.

-0-18 = -0- 18 -0- - -

1 Rivu 162 U 13 -0- 149 -0- 116 -0- - 3 2 -0- - 43 - ---

Patrson 56 52 13 43 52 54 4
_ ,

-0-

1-0-
:EYLD (ITI):

Baltimom

_ ..

173 24 85 0 86 24 118 -0- 22 -0- -0- -0- - - 2 O 1 -

ISSIPPI (..

Cle71and 11516 225 1,262 249 , 224 710 218 1 0- lr! -0- -0- - T -

TENNESSEE (IV):

Kir,ston 96 1 24 -0- 72. 1 24 -0- 2 - - 70 -0- -

ILLInIS (V):

Cook Courity 466 1 131 335 1 285 - 0 I 2 - - - 172 -0- -0-

Ean St, Louis 71 1 17 - 54 1 43 - - - - 3-0- -0-

Danvillo

OHIO (V):

Cincinnati

21 °
66 - - 153 -0- 135 - - 1 -0- -0- -0- SI -0- -0- -0

Davton 294 15 1 4 293 11 177 2 5 0 - -0- - - - 115

vt-24

166
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INDICATORS OF EPSDT PERFORMANCE:

MEDICAL SERVICES SCREENING OF BEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

Table XVI-A1 (Cont'd)

,;

1 f)

Lare,d7) (:!TD)

An1eoon

RONTANA

Fort Pk (11.1'.0)
_

CHILDREN COMPLETELY SCREENED DURING FR GRAM YEAR

TOTAL

1)

207

626

-0-

PI;EVIOUSLY

ENROLLED

NELS HS

1

ES

NOr

PREMUSLY

KLLED

(3)

HS NHS 1-1S

NEDICAID

,CERTIFIED (4)

4 -0-

114 1

77

139

.00 -0-

Blact (IXM-,----.-.
CAL,:nRN:A (1X):

El CQntN

n:Nno (Mil)

n.Luw A);

y,cdf..3rd

Eugene

37

27

104

56

67 -0-

-0- -0-

-0-

203

559

41-

106

70 1

134

22

42

Non-HS

a b c

,M 0.0
r'''P

50-0-

-0-

114

36

-0- -0-

-0- -0- -0-

:DT

MED:CAID

MTIFIED (5)
OTHER

(6)

Non-HS Non--

a b _c. a b

HS o x Hs
n

_.,,

, "1 0 EH 4 ',. 0
^n 7

-0-

45

-0-

1 -0-

-o-

22 86 1 11

,a- 49

-0- -0-

29

75

7 13

11 71

166

-0- -0- 531 -0-

-0- -0- -0-

5

-0- -0-

-0- -0- -0- -0- -0-

-0- 41 -0-

-0- 53

-0- -0- 51

-0- 10

-0- 0-

-0- -0-

- 17 -0-

23 -0-

-0-

-0-

-o-

-0-



Table XVI-Al

3Y.

TOTALS FOR

1993SPL;:rTPD PROJECTS

WISSA(aUSETTS (I):

Leor yJ5 ter

INDICATORS OF ERSDT PERFORMANCE:

MEDICAL SERVICES SCREENING OF HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

Cont'd)

TOTAL

(1)

WorL'oster

NEW JEP.3EY (II):

Tms River

Paterson

:.:ARYLAND

Ba1timor

'.,1SSISSIPPI (IV):

Cleveland

TENNESSEE (IV):

Kinsston

ILLINOIS (V):

Cooks County

tast St, Louis

Danville

OHIO (V):

Cincinnati

NHS

144

SCREENING INCOMPLETE FOLLOW-0P REQUIRED

wousLy
EOLLED

(2)

1LS NHS

10

1

63 -

4 2

5 -0-

248 58

940 27

52 1

155 1

133 7

6 =0-

13 -0!

1 -0-

-0-

-0-

1 -0-

115 -0-

357 -0-

-0-

Dayton

170'

16 1

NOT

PREVIOUSLY

ENROLLED

MEDICAID

CERTIFIED (4)

Non-HS

a b c

OS

1,381,

NHS

136

HS

1,068

In

5

c, 4

0 'H
7Fr

10 4 -0-

62 -0- 45 0- -0-

2 3 -0= -0-

-0- 6 -0-

4 -0- 5 -0- -0- -0-

133 183 52

579 27 409

12

94

27

1
-0. -0.44'

115

126

1

1 a -0- -0-

7 114 -0- -0-

64 -0- 51 9 -0-

16 1 1 0- -0-

VI-26

NOT

MEDICAID OTHER

CERTIFIED (5) (6)

OS

3

Non-11S

a b c

.c HS
,r Ol IJ

M M

4

Non-HS

a b

881 2

r 4

Z 0

14

4.

1

-0-

-0-

-0-

-0-

23

-0-

2

0-

0
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MEDICAL SERVICES

T ble XVI-A (Cont'd)

INDICATORS OF EPSDI PERFORMANCE: ,

CREENING OF HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

SEL TED

PROJECTS

ST.7'.TE

OREFNING INCOMPLETE FOLLOW-UP REQUIRED

Ta-0 (VI):

LS:tock

inn

TQTAL

(1

HS NHS 15

-0- -6-

-0- -o-

PREVIOUSLY

ENROLLED

(2)

NHS

LarcAo (IMPD)
_ _

M:SSOURI (VII):

NOT

PREVIOUSLY

ENROLLED

HS NHS

NIEDICAID

CERTIFIED (4)

NOT

YLEDICAID

r- TIFIED (5)

OTHER

(6)

.0-

Non-HS

a b c

HS Q

n

2

Non-HS

b c

HS

-0- -0-

Non-HS

a b c

z
0 Ti 4-)

0
7mc

-0- -0-._

-0- -0-

-0- -0-

- 0- _0-

. . =0- -0- -0-

Annleon
-_

MTANA (VIII):

Billings

'Fort PecR (IMPD)
_ _ _=

BlackteQt (IMPD)

CALIFORIA (IX):

El Centro

Fresno (IMPD)
.._. _ _ _

OREGON (X):

Madford

83

11

Eu ene

24

33

172

7 2

19 oo.

=0- -0-

28- 0-

-0- -0- -0- -0-

-0- -0- -0- -0- 4 -0-

1 -0- -0- -0- 19 .0.

-0- -0- -0- 0- -0- -0-

53 1- 19 15 -0-- 2 = - 45 -0- -0- -0.

*0' -0- .0-

21

32

14-

28 -0_ -0-

-0- -0- lc

1 -0- 4-0. IC VA

V1-27
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M DI AL SERVICES DIA .0S S AND TREATMENT

Many chi dren once scr ened needed diagnostic evaluation because

evidence of a possible medical problem had been detected. Treat-

ment services -ere to be prescribed as necessary and obtained

as part of the continuity of medical care envisioned in the

collaberaAve eort.

The data presented in Tables XVIBr and X2I-E
1
describe the extent

to which diagnostic and treatment service- were actually reeei ed

duri g the program year. The information is categorized by current

Head S.art enrollment nationa_ly. For the selected projects,

Table XVI-B the data is further.1, nged by Head 'Start enroll-

ment prior to the collaborative effort, Medicaid ceitification,

and -ibling relatio ship to Head Start enrollees.

Defji

Chi esPd aluat d to the total number of

children who re- ived specific diagnostic or evaluative exami-

tion by trained medical personnel to determine the presence of

a medical nroblem for which tcatm

Chilc rcrEcrs to

should be prescribed.

'Jer of childrenal

ly recioved medical Lreatm -t by trained medi 1 )erson
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Unit of Service refers to the frequency

with which specific treatment services were provided:

Acute/chronic refers to .treatment services
provided medical problems which were
episodic or ongoing in nature but did not
require sur ical intervention or corrective
devices.

72,21.Lc2a2siLiE refers to the application
of surgical procedures (in or out-patient) or
prosthetic devices (eyeglasses, hearing aids,
orthodedio appliances) to alley ate a medical
problem.

Other refers to treatn t services provided
but not covered under the above two categories.

Childr-n .Requirinollow-up refers to those children dia ed

or treated for whom the n

ated.

follow-up servi - lad been in-
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1. Analysis of Findi gs

Children Diagnosed/tv 1 ated B)

414,5s232 e Totals

There were 9,197 children who ceived di gnostic or evaluati n

services during the program year, of which 85% (7,906 out of

9,197) were currently enrolled in Head Start. For the sel cted

projects 1,890 were repoited to have received these services

and 94% of these were Head Start children,

infor-ation is available to determine whether the diagnostic

services received as a result of the screening. However, if

such assumption can be made, then less than 10% of children

scree ed nationally were also diagnosed; and for the selected

proj-cts, this percentage rose to 25%. however, caution should be

exercised in considering this data since th re is no evidence of a

sequential relat onship between screening and diagn_. is.

According to recent hearings before the House Subcornrnitte

on Ov --ight and Investigatio- A0otober, 1975)3 only 15%

cit

176
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(1.9 n' lion of the 13 million chilc1en eligible f-r EPSDT)

had been sc ed by 1974. Of the .,.. nearly o half were

found to need'additional di cIosis and treatment services.

Therefore, the Head Start projects appear to be below the

national experience in this regard. All regions, except Regions III,

VI and VII, which reported much lower percentages at 4%, 7%,

and 4% respectively, followed the natior 1 pattern in relation

to the proportion of children diagnosed compared to those screened.

Selected Projec

Twenty-one projects ubiititted dat- regarding the receipt of diag-

nostic/evaluative seLvices by Head'Start children thi- year.2

Of the children scr e -d, (1,791 out of eived diag-

nostic services,

(975 out of 1,791), Seven projects--L minste_

land accounted for o er 50% of this group

Trenton, Baltimo,

Amarillo, Springfield, and Fort Peck--h d less than 10% of their

Head Start children diagnowd who had been screened, Three projects,

ho ever -Torry' River, Lubbock and Medford-- -e-e closer to the average

for all selected pro ects,

(2) East St. Loui.5 not report any chi a e gory.
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Of the Head Start children diagno, 89 had been previously

enrolled in the program. The majority of the projects indicated

that very fow of their diagnosed Head Start children had been

in the program previously. On the other hand, Fresno reported

all children in this category as previously enrolled, and in

Fort Peck, 10 out of 19 were.

Less thal half (471/4) the total number, of Head Start children

who reeeived diagnostic services were Ledicaid. certified, ,ihich

means that the cost for those services : --,' most liely borne

by the family or by the program itself. ;lany of the projects

individually reported greater proportions of Head Start children as

Medicaid certified. For esample/ three projects--Trenton, Paterson

and Springfieldstated that all their HeLd Start. children

receiVing diagnostic services were Medicaid certified, and eight

others indica i that over 70 were in this category.

Only nine projectsLeominster, Worcester, Paterson, Baltimore:

Cleveland, Dayton, Appleton, Billings and Medfordreported

non-Head Start children being diagnosed, as c 1 Erod to the 21

pr-:e-ts reporting Head Start. children in this category. A total

of 99 non-Head Start children were diagnosed among the nine projects,

with the highest number (69) being located in Cleveland. Three

projectsBalLimore, Applet A, Billingshad one child each and

Medford had two.
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Of the 99 non-Head SLart children, 90% had not been the pro-

gram previously. Worcester did state, however, :Lim ,x ouL of

eight of its non-Head Start ohildren diagnosed had been in the

program prior to the collaborative effort. Almost all (94) of

Lhu non-Head Start children diagnosed were Medicaid certifi.f:d.

Aggregate Totals

Children Treated (C)

On the national level, 10,799 childre_ were reported as treaLed

during this year. This represents almost 11% of those screened;

but again there is no evidence that such services wore rendered

as a .:;- of screening or TIosis. Moreover, there is a

gre.at(. ,.:)er of children

evaluated. This finding most likely .,Jflects tradi ilal medi-

cal pratlices rather.than inacCurate reporting, si dical

personnel tend to consid(7 diagnosis and treatment as one ser-

vice, with the greater emphasis upon tteatment. and since both

are usually provided at: the same time.

'Id as treated than diagnosed/

Also, :c is probable that many children, -artie larly those

with acute symptoms (colds, stomach ailments, fractures, etc.

were referred directly for treatment without an antecedent

diagnostic examination. Telephone inquiries to a few projects

substantiated that they did, indeed, refer children directly

for treatment without screening or diagnosis services being

provided, either because the medical prJblei s were acute or
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because the condition ivla been diagnosed and/or under Lcuctmuni

prior to the collaborative efEorT.

Of thc children roporTed an treaLed, however, 8,802, qr

were Head Start. enrollees. For tho solectod projects, 2,103

children were treated, of which over 96? w2re enrolled in

Head Sta ±: at that time.

Regionally, thero were several areas -lich exceeded the

national rate of screened children who ',:ore treated, with

Region registering the highest at 20'!,. The next highest

wet-0 the 1= projects at 19,. The lowest percentage rate

was in Region Tit (4).

Selected Pro ects

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

of those scroonL(1,nro reported in receipt of treatment ot

services, with 21 projects reporting. Eugene, which had

indicated That 15 Start children were diagnosed, reported no

Head Start children treated. Cleveland's Head Start popuiation

(1,324) constituted the majoritv of the children treated; the

next hihest was Amarillo with 148.

Over half of the Head St_art children were )reviously enrolled

in the program, but most of this group came from the Cleveland

project. Most of the projects (16 out of 21) reported chat

the majority of the Head Start children treated had not-been

in the program pLevion.Jy.
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The majoriLy (567) of Head Starr children treated were,

however, either ineligible for :edicaid or their status was

unknown. The Cleveland and Amarillo projects accounted for

most of these children, list RTingston, l,ubbock, Appleton and

hi Centro alsG Torted more chLldren as Medicaid ineligible

or status unknown. Most, of the prcdocts reported the

maJerity : their Head Start children as Medicaid cerL.ficd,

As was the case with diaynostic 2iervices received, there

were few (95) non-Head Start children r6ported as treated,

and these constituted of the total non-Head Start popula-

tio- screennd this year. There was an increase to 13 for

The numbel: of projects reporting non-Head Start children in

this category compared to those reporting diagnostic services

(9). Clevelarri again accounted for the majority (58) of the

no lead Start children treated. Leominster was next highest

with 9. Most of the non-Head Sj==.art ohilth-en (91 eut of 95)

had not previousLy be(l enrolled in Head Start. The majority

of the non-Head Start children (84) were Medicaid certiried

and most of those (67) were siblings of Head Start enrolless.

Children Treated by Type of Unit Service WO

Aggregate JI-b..tais

There wore 23,655 units of treatment services provided to

children nationally. dullng the year, which would suggest
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that on the average each child .roatcd received 2.6 units of:

services.

28,65t,(frroal.J.mont units)

16,799-(chi1dron treated)

treatment units per child)

Acute/chronic treatment was by far the most predominant type or

service provided at of the total (24,015 out of 28,65S).

Surgical/corrective treatont was the least prevalent service

provided during the year 2,149 units of service. For- jther" units

2,491 s-ch 9nrvices wero repo:7tPd.

Most (84':,) of the acute/chronic troatment units, were

to Head Start children. AL the selected project level, an even

greater propoftion (95::,) of thoso services was (iivon to Head

Start children, Regim fV hal the highest number of acct, /c!hr_lic

iirvices provided: 10,657, or 40 or the national total.

he lowest incidence was in Region ITT, with 261 units reported.

Interestingly, Region F provided a greatei number of these

units to non-Heal Stnrt children, 54?; or 1,294 out of 2,397 units

reported.

The majority (28''1) DE the s_urgical corrective units and

"other" treatment units (79%) were also provided to Head

Start children. This pattern he true for the selected
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projects and al, the regional :oyol.

Seloced Projects

There were 10,189 aniLs of treallment services provided to Head

Start children in the selected projects during the year. Using

the formula cited above, this means that each Head Start child

treated in the selected projects received 5.6 units of service,

or double the national rate. Acute/chronic services were again

Lho most prevalent (95', ) oE the total units provided. Only

730 surgical/corrective units and 182 other were reported

for Head Start: children. Nineteen projects submtLii_cLd data

in this category. Fresno, while reporting Head Start

children, provided no inFormation on units of service.

Cleveland accounted For '1.-or !7w,- '-hirds of the acute/chronic

provide(1, and Amarillo oas next with 639. Trenton

reported the least, 15. The majority (59r) oC Lhese wits

wont to Head Start children who were previously enrolled in

the program. Five projectsLeominster, Worcoster, Trenton,

Dayton and Lubbockreported no acute chronic treatment

units provided to previously enrolled Head Start children.

oF the acute/chronic units were provided to Hoed

Stat childron Wh6 wore eilhcr ineligible for Madicaid or

whose status was unknown. Nosh of these were provided I

Heed Start uhildruo in Cleveland, Amaril., Applton,

and Lubbock. The majority of the reillaining projects, 13 out-

183
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of 19, indicated that the greafest proportion of these

units wont. to Medicaid certified Head Start children.

Fifteen projects reported a total of 730 surgical/corrective units

of service being given to Head Start children (1,eominstec, Wor,cester,

Baltimore, and Dayton did not roport in this category.)

Over half (54T) of these units wont_ to previously enrolled

Head Start cildre%, most of which wore in Cleveland. Like

acute Alroni'c services, the majority of surgical -orroctive

units went to Head Start chilth-en reported as Medicaid

OLLifr , with Cleveland contributing the largest number to

this group (222 out of 361). Nine out of 14 projects

provided the majority of those tinis to Medicaid

Head 3ta-r,.: ohildron.

Eighteen projects reported a total of 182 Other treatmw,

units hoing received by ;Had Start children, Eight out of

the eighteen projects had no previously enrolled Head Start

child receiving Other treatment units. The majority of ths.,.

children in Cleveland, on the other hand, were previously.

cnrolled in the program. The majority (99 out of 182) oF

the Other treatment services went to Medicaid certified Head

Start childrn.
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A total of 448 units of treaLIT,,LI ^ .rov1,1,:d

Start children at a :-.-ate of 4.7 pr c ild,slignt,:

lower than the rate for Head Ft:art child much highcr

than the notion; average for all children. Acute chronic

treatment again constituted the mojor uni,_ with a frequency

of 95%. This was comparable to the rote rep ,rt(N1 for Head

Start children. Only two units c surgiral corrective

s(_?rvices and ninoLeen OLhor treatment unit- w,nt to non-up-td

StarL children.

rL :Loon projects did not report any acute/chronic servicen

being provided to nen-Head Start children; and fivcWorcestor,

Cook County, Ningston, Lubbc..1k, and El Centrohad five

or fewor children in this group. Nearly all (96%) of the

non-Head Start children receiving this kind of treatment had

not been in the program previously. A majority (84M

the non-hood Start children wore Medicaid ce7Lified, and a

preponderant number (333 out of were siblings of Head

Start enrollees. Only two projectsLeominster and Appleton--

teported acue/chrolie units of servi-, being received by

non-Medicaid certified children not currently enrolled in

Hoed Start. In this group oC 33 children, 18 were siblings

of Hc.ad Start children. It should also he noted that for

theJe two projects the majority of treatment services wont

to non-Hoad Start children.
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Appleton was the only proThcf- reperting surgical orructive

services being provided to non-Head Start children. These

services were provided to Medicaid certified children not

previously enrolled in Head Start, and neither was a siblin

of a Head ';;Lart e.nrolloe.

Five projectsLeominster, Cleveland, Appleton, Billings and

Medford--reported a total of nineteen units of Other treatment

services fol: nr)n-Had Start children. Medford was the highest

with eigh: units. Seventeen of the nineteen units were given

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

The majority of these Sarvices went to Medicaid certified child-

ren, if which over 7U3 were reported to be sibLings of Head Start

children.

Children Requiring Follow-l_q- (E)

Aggregate To!=la151

Less,than half (416 .or 0,290 out of the 19,996) of the children

diagnosed or treated nationally required follow -dp services.

.a vast majority (89Z) were enrolled in Head Start in the selected

projects, and 4r, of the children diagnosed or treated dur:.ng the

year needed further 2c-Irvica. Regionally, there was gene-al ad-

herence to thr nationai pattu:n oxe,',bt in Reqi,Jn VIT, which had a

much lawer children needing follow -nt,. (23%), while

acgion Id repe.J7teci its chilt_en in this ci..tegor:....



Selected Projects

3,799 Head Start children in twenty-two selected projects

reportinc_ received diagnostic or treatment services otrinq

thi:=1 pro,jrum year part of the collaborative olforl.

thee, 1,813 or 477; required tel ser,,,iees. The

highest nim!ber of lildren requiring services occurred

in Cleveland (992). The next highes Janville with 182.

Eight projects reported greater propor_.ons of children

needing follow-up than the average rate [or the se]ected

projects. Medford and Eugene, on the other hand, indicated

that most or all o' the Head Start children diagloscd or

treated did not need follow-up

Most (6,L) of the fled Start cialdren neeLing follow-up hod

not been in the program previously. Of the ty-two

preject, five had no previous enrollees among Head Slat

_hildren needing folio -up. Fort Peck was the only project

with a Ozcutuc proportion previously enrolled Head Start chil-

dren among this g,:oup. 1,0,v, than half of the Head Start children

EiE5:2 out of 1813) were Medicaid certified, although most of

the projects repor that over 50Y. oF their Head Start

children needing follow-up wore certified.

Only 287, 55 out of 194) of the non-Head Start children diagnosed

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

the fourteen projects reporting ,.zin-liead Start children

diagnose.A or truated, fiveBaltimore, Cook County, Dayton,
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Lubbock and LI Centrostated LL-11. none of the cai,dren needed

follow-up.

of the 56 non-Head Start children in this group had

the program previously. A majority out of 56)

id certified and siblings oF Head Star

os 56).

_
2. Lone Lt.J3 ons on Receipt of Di,:ignostic and Trcotmont Servic_

a. Pc:2w children were diagn sed or treated compared to
the number of screenings reported. Data un-
available on the natureof the scrcenin(js or redical
findings, so no conclusion can l)e drawn about the
reason Eor such a low incidence, i.e.', whether such
data reflects a healthy child population or short-
comings in the health care system.

b. Head Start children constitute an overwhelming
majority both of children diagnosed (85) and
',.rcated (315) nationally. This may be attributed
Lo their accessibility to continued health care
through their participation in Head Start, since Llis
incidence exceeds .!he -/zN of Head Start children
participing in the collab-rative effort overall
(Table 1-Appendi% A).

c. Acuto/chronic LI-:atment services
prevalent type of service
ncin-Head Start children
true both at the national ,
selected projects level,

were by far the
i to Head Start and
lis pattern held
1;he individual

s- than half of the Head Start Thildron in the
selected projects receiving diagnostic or treatment
services wore Medicaid certified. The creater pro-
portion was either ineligible or of unknown status,
which may reflect administrative lad. large
number of children in Cleveland tended, hol-,.rer
to skew the data per--.aining to the behavior of in-
dividual selected projects.
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e. On the other hand, the ;-ijority of non-Head Start
children diagnosed or Lroated wore l-ledicaid certified
and siblings of Head start enrollees. This finding
again highlights the need for the participating
projects to assign priority to delivering EPSDT
riAmbursable services families of Head Start
children rather than to the goneral community.

Approximately ono half of the head Start childrinn
nationally and in the selected projects required
follow-up services. There was a much lowor incidence
(28':;) of such need among non-Head Start children.
i\gain, duo to insufficient data no conclusion can
he drawn regarding the relative health status of the
two groups.

NAicy Considrations Receipt of Diagnos:ir And
Tratitentof Scrvice3

a. THe focus on this evaluation study is on The operational
c..tiveness of the Head Start EPSDT Collaborative

thus data pertaining to the natljre and quality
-alth sorvico provided was not obtained. however,

studies can provide difinitive Information on the
status -)f Head Start enrollees and their siblings,
ent. th7:': medical srvices are provided/obtained,

of such services.

b. Study ,,,ata indicate that there aro no linear relation-
ships between screening, diagnosis and treatment as
received by children in the ptogram. FurLher studies
can pinpoint the efficacy of broadscale screening, parti-
cularly a preventive health measure, if there is
not a('.4-'4uato provisions for diagnosis and treatment.

c. Th,- prevalence of acute/chronic treatment as a unit
of servi:es can serve as an indicator of tho kind of
medical care arrangement that can be most feasibly
provided/obtained by Head Start. Several factors, such
as available program-resources; availability accessi-
nility to commun.:_ty health services; or provision of
DPSDT services. A review of state. IIPSDT plans can
identify areas for Dolicy change that will allow for
additional treatment services to assure continuity of
care. A first step is enlarging available resources.
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Continued medicaid can be a critical
factor in determining whether children can be
ensured continuity of health care, particularly
in those instaneeE whero there is need for treat-
ment of a medical problem detected during screening.
Additional information would greatly assist
considerations of policy, since it would be helpful
to Iznow how many children actually failed to reccivo
adocluato diagnosis or tr.latment services because their
Medicaid eligibility had lapsed.
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MEDICAL SERVICES: DIAGNOSIS AND TREATMENT

NV AGGRECATED TOTALS

Tabl).! XV1-13

(MHO PUTICIPATW

CUMULATIVE

LUNEN CHILDREN

DIUUD/EVALUATED 'HEATED

N111 `PM

,
3- 91'2 13,277 9 97 71 _11 I1 79 JJ92 14_SELL

9,561 5,61)1 3,H7u ,0890 1,791 99 2,103 2,00A 95

42,628 33,221. 9,470 7,307 0,115 1,192 8,69E1 6,794 1,902

4,566 2,444 2,14 729 384 345 11209 524 685

4,368 2,636 1,732 1 052 775 277 1,323 658 465_

2,810 2,416 394 103 84 19 106 99

9,421 7,371 2,047 3,042 2,653 389 3,468 3,0E31 387

1,190 5,194 7,002 1,020 966 54 701 674 27

13,119 12,178 941 1,605 1,505 40 1,897 1,771 126

1,893 1,652 241 ,178 162 16 792 786 6

_

04 3,284 1,390 960 925 35 8 6 714 172VI 11

694 507 127 90 94 4 143

449 1 1,68

* Not included in totals. Amounts are dispersed throughout regional totals.
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Tablu XVI 11 (Continuod)

J1,11;AL

MOM SERVI(LI: DIAGNOM AND TREAMIT

BY AMRECATED TOTW

I)

cam) 0 l THATED BY TYPE (3F 011110 Or TRIITCF:

(1)

A07: YvoNic

1

241015TOTA1::,

SUECMJ

PROJE
9,704

ct;
_

OTHEK

PR0JFrT 14, 1 1- 1

2, 397

2,539

261

10,657
IV

V

-T7-T-71I1)
MI:CAL/CORRECTIVE OMER

CHURN

UQUIRalr;

rummir

1 1 1 2

TCVV, 01i Torn, NU MTN, 10;

20,231 3,764 2,149 1,903 246 2,491 1,981 SDI 9,290

_

0,355 g35

9,277 427 712 730 2. 201 192 19 1,691 1,617 56

10,954 3,357 1,417 1,173 244 2,290 1,799 491 7,421 6,42 679

1,103 1,294 170 97 73 406 111 205 1,064 757 307

1,724 815 284 230 54 229 162 67 1,011 H4 5 114
_ --

259 2 14 11 3 28 27 1 85 81 4

9,737 920 643 629 14 246 235 13 2,779 2,501 278

1,424

2,406

10942
VII

1,182 42 230 223 7 74 55 19 1,209 1,167 42

20197 209 278 257 21 1,040 1,029 11 1,408 1,334 74

1,917 25 141 138 3 11 10 1 229
_ _._.._ =

1,262 317 283 223 60 322 272 50 1,063 1,032 31

262 56 16 14 2 6 5 1 143 140

388 104 90 81 9 127 75 52 291

1,579
VIII

X

318

492

*acl.

225 4 .

273 18

*It4T.p. 778 1 G 97 9 140 104 5

*Not included in totals. Amounts are 4ispersed throughout the various regional totals.
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'MEDICAL SERVICES!

DIACINOSTS AND TREATMENT FOR HEAD START AND NON-HEAD START CHILL

BY SELECTED PROJECTS

Cut d
.4.113451
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MEDICAL SERVICES:

DIAGNOSIS AND TREATMENT FOR HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

Table XV1-B1 (Oont1(1)

SELECTED

PrJrcTs

BY

tTE

CHILDREN D 0NOED & EVALUATED

TOTil

(1)

PREVIONSLY

ENROLLED

MOT

ITEVIOFIY MEDICAID

ENROLLED CERTIFIED

(3)

MEFICAID

CLnIFISD OnFR

(0
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HS NHS 11S NHS

rixot VI):

Lubbock

Amarillo

Lam() (1MPD)

r1SS0NRI (VII):

Springfield

101 -0- rO°

-0-

-0- 113 0- -0- 83

-0- 34

-0- -0- -0- -0- -0- -0- -0- -0-

1 -0-

_
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3 1.

-0-
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15 -0- 16 -0-

61

0° -0-

-0- 28 1 -0-

30 1 20 1
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MUICAL SERVICES

DIAGNOSIS AW TREATMENT POR HEAD START AID NO

TN SELECTED PROJECTS

Tab,lo XV1-111 (Corft'a)
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37
1

4

56

.34

SO

-0-
_ ..

4

1,324 58

59

20

14

2

1

1 14

1 PO

20

-0-

7

9 0

4

-0- 28

17

301

38

39

-0-

57

-0-

13

14

VI-50

6

25

3

41

32

42

581

33

1

13

-0-

-0-

-0-

;';;;,:;:

h c

n ,

3 -0-

-0- 1

-0-

-0-

-o=

-0-

-0- 1

-0- 2

55

-0-

=0-

-0-

-a-

-0=

-0-

-0-

-0-

1

-0-

(6)

ft:Y:1'11'j

)) b c

C.; :I 1:
0 0 '' 1) ',I 4,)

' r th

-0- 2

-0- -0- - -0-

-0=

1

=0=

=0=

5

2

=0-

-0=

-0-

-0-

=0-

0-

-0-

1

-0=

0-

0-

=0=

-0=

12

1

2

7

737

0- 1

-0- -0-

2

-0-

-0- -0-

.0. .0.

-0-

,0- -0_

22

1

-a=

0

-0-

-a- -07-

201



MidICAL SUMS:
DI1I4DS p.AND TITATINENT FOR HEAD 37141.AND 4C1,11EA1) srA1 CT1

-Di SELECTED TN:ACT's

1,51 (Con 'cl)

IEL5CTF1
CHIWRIN 'IV, TED

PRF-21,17.'/ PF(EVT0i1_.?

7.NICL LED

12) (3)

NE2

c5its'F: (4)

t-Io3-11S

TE r

ANL-

Lor0 lc) t,ft'cli, '5)

oliS5OLI dVir

.r=r_211,o_pi t)r--1

inv.;

24

d 12

IVA tIon-FIS

h c

4
1 4-) a

1 71

'0' O

10
13 '0' -8- 0. 111 41.0

48

33

Port Pcc.:,i ( 71!,111c) it

a lar
(

_21Fri

CALIFOBi;trk,

El

r mo DIPC)

WOriirr

Etlene

-0

27

-0-

43

-0-

VI-51

203



Table XV1EL Cont'd)

MEDICAL SERVIOESI

DIAGNOSIS AND TREATMENT FOR READ START AND NON-HEAD SUM CHILDREN

BY SELECTED ?ROHM

TOTAL

PJOTc7t,v7Tr)

) .

S'Ll,!:CTED

n
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(1)
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table W1-B1 (Coned).

SELECTED

PROECTS

BY

STATE

TEXAS,(Vt);

Lubbock
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MEDICAL SERVICES:

D1AGOSIS AND TREATMENT FOR HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

CHILDREN TREATED BY TYPE OF UNIT OP SERVICE
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MEDICAL SERVICES:

DIAGNOSIS AND TREATMENT FOR HEAD START AND NON-HEAD START

BY SELECTED PROJECTS

Table XV1-81 (Cot d)
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MEDICAL SERVICES:
DIAGNOSIS AND TREATMENT FOR HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

,Tab-_ 1 1 (Cont'd

2E7E0
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STATE
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MEDICAL SERVICES:

DIAGNOSIS AND TREATMENT FOR HEAD $TART AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

Table XV1-B1 (Cunt d)

SELECTED

PF.1:ECTS
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STATE

TOTALS,FOR

HILI=TED PROJECTS
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DIA

Table XV1-131 (Cont'd)

SELECTED

PROLCTS
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STATE
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MEDICAL SERVICES

D TREATMENT FOR HEAD START AND NON-HEAD START CHILDREN
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Table XV1-B1 (Cont'd)

SELECTED

PROJECTS

STATE

MEDICAL SERVICES:

DIAGNOSIS AND TREATMENT FOR HEAD START'AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS
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Table XVI-n1 (Cont'd)

f$1),nTri
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MEDICAL SERVICES:

DIAGNOSIS AND TREATMENT FOR HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

PREVIOUSLY

ENROLLED
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C. RECEIPT OF DENTAL SERVICES

1. ,7.1121.Y.!4!_2E_E4nllalf_'

Children Receiving Dental ScLvice: (C)

L1gregate Totals_

Nationally, 48,897 children were reported to have received

dental services during this year. This total represents a four-

fold increase over those reported to have received such services

prior to the collaborative effort (See Table V in the Appendix.)

The Head Start projects undoubtedly made a major effort to

ensure that children involVed in the program obtained dental

care. This concentrated effort can be -ttributed primarily to

two factors: compliance with Head Start Performance Standards,

and a heightened sensitivity to obtaining health services for

children, which the projects viewed as, the major objective of

the collaborative effort.

Of the total group of children receiving denta_ services, 87

or 42,365, were Head Start enrollees. For the selected projects,

there was an even greater (five-fold) increase (6533 this year,

from 1253 previously) of children receiving dental servic s. Of

these, 93% were in the Head Start program at that time.
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At the reg onal level, the greiLost increases from the

previous reporting period oc urred in Regions I, IV, & V with

ratios of seven to one, six to one, and six to one, respectively.

In Region III, on the other hand, there was a 19% decrease from

the previous year in the number of children re eiving dental

services.

Selected Pro ects

Twenty-two projec_- reported a total of 6,167 Head Star-

children receiving dental services this year As noted above,

this is a five-fold increase from the previous year (nineteen

projects reporting at that time) . Cleveland again had the

highest number of children (2,284,and Amarillo was ne t with

609.

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

services had not been previously enrolled in the program. Two

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

Start children were previously enrolled, while three

projects--Baltimore, Cleveland and Fort Peck--reported that the

majority of children had been enrolled in Head Start prior to the

collaborative effort.

One half (50%) of the Head Start children were Medicaid

certified, but an almost equal numb- were either ineligible for

221.
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Medicaid or of unknown status. Fifteen projects _eported

a majority of the Head Start children receiving dental services

as Medicaid certified, with Springfield stating that all its

children were certified (in Paterson, all but one was certifie-

Seven projects had a majority of their Head Start children

recorded as Other, with Fresno indicating that all of its children

were in this category. Most of the 130 Head Start child:en not

Medicaid certified came from Cleveland and ka- .11o.

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

ren redeiveing 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

increase for Head Start children or the national average. The

ighest number of non-Head Start children in this category

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

St. Louis were the lowest with two each.

Of the 16 projects reporting, eight stated that none of

their non-Head Start children had been in t e program previously.

In fact, no previously enrolled children were included among

the vast majority of non-Head Start children receiving de_tal

services (339 out of 366).
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About 901, of the non-Head StarL children in this category were

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

were siblings of Head Start enrollees. Seven proj cts reported

that all non-iead Sta t children receiving dental services

were Medicaid certified and the majority or all of them were

siblings in the case of Baltimore, however, all of its Medicaid

certified non-Head Start children were not siblin

Childrer Treated By Types of Units of Servi.e (D)

The projects were asked to indicate the frequency by wlich

children participating in the Collaborative Effort received

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

and treatment services. Nationally, the total units of dental

services provided were 53,683, of which assessme t constituted

the greater proportion, 56%. However for the selected

projects, the total units provided were 15,073, of which

56% were treatment services. There is no information to

account for this difference except the probability that the

selected projects may have placed special priority on obtaining

treatment services under the assumption that these had greater

health significance. All the regions except Region IX reported

that the number of assessment services provided exceeded

treat ent, but in three Regions IV, VII; and IX the margin

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

great compared to the medical -Trvices average. Nationally,

each 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.

Head Start children received the vast majority, (89) of the

assessment services provided nationally. The largest number of

units given in a region occurred in Region IV with 9,375

units reported (33% -f the national total) , but Region III

had the greate t p_ portion of assessment units being

provided to Head Start children (1,060 out of 1,066). Region X

meanwhile provided more dental ass- s ent -ervices 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,

9,026 or 40% of the total 22,156, while Region III had the largest

number of units relative to Head .Start children. Five other

regions--I, V, VII, IX and the IMP') projectsalso indicated that

the overwhelming ma ority of dental treatlent services went

to Head Start children. Region X again had the greater proportion

of the-- services being provided to non-Head Start children.
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The twenty-two projects repor stated that a total of 14,066

units of dental services were provided during the year to Head

Start children at a rate of 2.3 per child. For the total

group of children, treatment services were more prevalent.

However, nine projects did r,-)ort a greater proportion of

dental assessment, rather than treatment services, b ing

provided to Head Start children.

Of the 6,117 dental asse: ment services provided, 62% 853)

went to Head Start children not previously enrolled in the

program. Thre- projectsLeominster, Trenton, and Eugene--

reported that none of their Head Start children were previous

enr ilees. Four others, howeverBaltimore, Cleveland, Fort Peck

and Fresno--repored previous e-r llees in the majority.

One half (50%) of the Head Start children receiving dental

assessment were Medicaid certified, and the rest (2,960

out of 6,117) were primarily Medicaid Other. Four projects--

Trenton, Paterson, East St. Louis, and Springfield--had 80% '

or more of their Head Start children listed as Med caid certified.

Lubbock, Cleveland, Kingston and Amarillo had Medicaid Other in

the majority.
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Cleveland ad the largest number of dental t eatment services

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

The majority of these services were provided to children not

previously enrolld in Head Start. However, in Cleveland, 76%

of the children in this category were previously enrolled.

Less than half (49%) of the dental treatment services went to'

Medicaid certified Head Start children. In two projects--

Pater Al, and Springfield--all of the Head Start

children receiving dental treatment services were Medicaid

certified. On the other hand, five projects--Cleveland, Kingston,

Lubbock, Amarillo and El Centro--indicated that a greater number

of the Head,Start children were either ineligible for Medicaid or

of unknown status.

NonHead Start children were provided with 1,007 units of dental

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

of 2.1 per child. Treatment, as in the case of Head Start

children, was again the most predominant service provided. But

for non-Head Start children, the percentage rate was higher at

70% than that reported for Head Start enrollees.

Of the 364 dental assessment_ services provided, 93% we

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

Sixteen projects reported dental assessment provided and nine of

them stated that none of the non-Head Start children receivirg
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such services were previous e'r ilees. Worcester and Medford

did, however, have a greater number of these children previously

eniolled.

A gieat majority (86%) of the dental assessm nt services went

to Medicaid re-.tified non-Head Start children, and the majority

of these were siblings of Head Start children. Most of the non-

_blings were also Medicaid certified, but the majornty of non-

Head Sta t who were Medicaid Other either had no kinship

relation hip to Head Sta_t children or were of unknown familial

relationship.

Eleven projects reported a total of 643 dental treatment services

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

previously enrolled. 'Seven projects stated that none of the

non-Head Start children

previous enrollees.

receipt of dental treatment Iere

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

Start children who were Medicaid certified (603 out of 643).

More than three-fourths of these (79%) were siblings of Head

Start evollees. Cleveland accounted for 455 of the Medicaid

certified non-Head Start children, of which 4 I were siblings.
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Cases Co Icted E)

Aggregate Totals

Only 40% of the children receiving dental services .(20,042 out

of 48,897 ) had completed services. Of these, 90% or 18,104

were Head Start children. For the selected projects, a much

greater proportion of cases (91% or 5948 out of 6533) was re-

ported as complet d. Two regions had r-tes of completion which

far exceeded the national average--Region III with 89% and

Region IX with 60%. T-o other reg ons had relat vely low per-

centages of completed cases7-Region I, 26%, and the IMF') pr jects,

37%. All regions reported that most of the completed cases rep-

resented Head Start children.

Selected Pro'ects

All 22 projects reported cases of dental services completed, for a

total rate of 90%, or 5591 out of th- 6167 Head Start children

receiving such services. Of these, 38% or 2156 of the children

were previously en- lled in Head Start (Clevela:d accounted,

for 1,597 of this group). Twenty-one of the22 projects however,

had as a majority Head Start children who were not previously en-

rolled,_and in three-Leominster, Trenton and Eugene-none wera

previously enrolled.
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Less than half, (49%) of the cases completed were of Medicaid

certified Head Start children. However, 15 projects reported

a majority of the children as Medicaid certified. Amarillo and

Fresno, however, had a greater number of Medicaid Other.

Almost all the non-Head St-rt children receiving dental services

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

of Head Start children. For the completed group, a majority (328)

were n_t previous enrollees. Eight projects, however, reported

a majority of previous enrollees. Again, a major portion (87%)

the non-Head Start children with completed cases were

Medicaid certified and the majority of these were siblings

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

part of the Head Start program and they were Medicaid Certified.

Ca es Requiring Folio- -Up (F)

Aggregat- Totals

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

or -28 908 out of 48,897. Of these 8 were Head Start children.

For the selected projects, 9%, or 638 out of 6,533 children re-

ceiving dental services needed further assistance. Three regions

exceeded the national averageRegion I at 73%; Region 11 at 67%;
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and Region VIII at 60%. Region III, on the other hand, listed

only 10% of its total children receiving dental services as being

in need of follow-up.

Selected Projects

Few of the Head Start children, 10%, or 613 out of 6,167 receiving

dental services in the selected projects needed follow-up.

The largest number of Head Start children reported in this

category occurred in Dayton (176. ), with the next highest being

Fort Peck (122). Interestingly, Cleveland, which had the highest

number of Head Start children treated (2,284), stated that none

needed follow-up.

Four out of five children needing follow-up had not been e-

viously_enrolled in_ Head Start. This pattern held true for

all projects except Baltimore and Fort Peck, where the majority

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

rollees. Approx ately 60% of the Head Start children who needed

further services were Medicaid certified. In Cook County,

Billings and Fort Peck, the number of Head Start children

Medicaid certified and the number of Medicaid Other were al-

most equally divided
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So e projects reported a total of 25 non-41ead Start children

needing follow-up. This was less than 1% of the total number

of such children receiving dental services. Of this group,

20 were not previou ly enrolled and 17 out of 25 were Medicaid

certified. The projects reporting in this category were Trenton,

Paterson, Kingston, East St. Louis, Dayton, Appleton and

Eugene..

2. Conclusions on Receipt of Dental Services:

Head Start projects were markedly successful
in obtaining dental services for children
participating in the collaborative effort
this year, as eVidenced by the fourfold increase
from the period just prior to the program. The
selected projects and all regions except Region
III had increases conparable or better than the
national average. The increase was not as
dramatic for non-Head Start children, however.
Again, it is clear that the projects made an
intensive effort to provide dental services for
participating children eVen if they had to pay
for the services out of Head Start funds.

Dental assessment rather than treatment tended
to be the type_ of service provided more frequently,
although the situation was reversed in the selec-
ted projects for both: Head Start and non-Head
Start children. The selected Projects undoubtedly
concentrated their activities on providing,treat-
mente which they may have perceived as a better
way of meeting the requirements both of the Perfor-
mance Standards and the EPSDT Collaborative'Effort.

Less.than half of the children receivinc, riental
services nationally had their cases completed,
while in the selected projects the overwhelming
majority of dental cases for Head Start and non-
Head Start children were completed. The experi-
ence of selected project- most likely reflects the
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impact of the collaborative effort on the projects.
Because of their selective status these projects
were aware of being under intensive review Since
individual child data was being compiled they had
.greater sensitivity to the need for expediting
health care for participating children.

The majority of Head Start children receiving dental
services, including assessment and treatment, were
either ineligible for Medicaid or of unknown status
while non-Head Start children were primarily Medicaid
certified. As noted in similar instances, this data
may reflect delay by the projects in securing certi-
fication for Head Start children and may also indicate
a concentration on providing services to the siblings
of Medicaid certified Head Start families.
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DENTAL SERVICES BY AGGREGATED TOTALS

Table XVI-C

4

CHILDREN PAPTICIPATING

CUMULATIVE

L

CHILDREN RECEIVING

PREVIOUS DENTAL CAPE

CHILDREN RECEIVING

DENTAL SERVICES

1

TOTAL HS NHS TOTAL

-,01ftwwwwwm

HS NHS TOTAL HS NHS

lATIONAL

TOTALS

,

521189 38 912 13,277 12 537 11,2431,294

_
48,897 42 365

-!. _.
532_

SELECTED

PROJECTS 9,561 5,691 3,870 1,253 1,066 187 61533 6/167 366

OTHER

PROJECTS 42,628 33,221 9,407 11,284 101177 11.107 42,364 36,198 6,166

REGION:

I 4,566 2,444 2,122 589 444 145 3,535 2,232 1,303

II 4,368 2;636 1,732 970 772 198 41741 3,584 1,157

III 2,810 2,416 394 823 744 79 670 580_ 90

i%1 . 9,420 7,373 2,047 2/556 2,292 264 13,959 12,128 1,831

V 7,196 5,194 2,002 1,242 1,059 183 6,640 6,160 300

VI 131119 12,178

-1
941 4,101 3,964 137 111234 101483 751

VII 1,893 1,652 241 477 460 17 2,090 2,082 8

VIII 4,674 3_,284 1,390 1,223 1,053 170 3,807 3,316 491

IX 694 567 127 84 74 10 441 386

3,449 1,168 2,281 472 381 91 1)960 1)414 546

*IMPD 1,887 1 13- 74 388 360 28 2 368 2,183185

* Not included in totals. Amounts are dispersed throughout the various re ional totals.
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DENTAL SERVICES BY AGGREGATED TOTALS

Table XVI-C (Continued)

,

NATIONAL

TOTALS

--------

CHILDREN TREATED BY TYPES OF UNITS OF SERVICE

COMPLETED

CASES

REQUIRING

'FOLLOW-UP

I

ASSESSMENT

(II)

TREATMENT CASES

1 2 3 1 2 3 1 2 3 1 2

TOTAL

_3_1,102

HS

'271873

NHS TOTAL HS

20 301

NHS TOTAL HS NHS

1 938

TOTAL

26 855

HS

24 261

'NHS

3-229 22-581 2,280 20-042 4 594

SELECTED

PROJECTS 61481 6,117 364 .8,592 71949 643 5f946 81591 357 585 576

OTHER

PROJECTS' 24,621 21,756 2,865 131989 12,352 1,637 14,094 12,513 1,581 28,270 230685 41535

REGION:

_

1,651 11435 216 922 881 41 '928 761 167 2,607 1,471 1,136.

Il 2,818 2,569 249 1,409 1,298 111 1,565 1,449 116 3,167 2,135 1,041'

III 581 512 69 327 323 4 601 543 58 ,69 37

IV 9,375 8,112 1,263 9,026 7 885 1,141 6,188 5,417 771 7,771 61611 1 060-

4;337 41084 253 24O7 21048 59 2,494 21424 71, 3,966 3,736 229.

VI 7,612 7,031 581 41486 4,114 372 40573 4,292 281 6,661 6191

I

470

VII 11066 1,060 1,003 994 9 883 876 5 1,207 11204

VIII 2,121 1,916 205 1,450 1,312 138 11489 1,297 192 2,318 21019 299

IX 243 223 2C 218 192 26 268 248 20 173 138 38

1-298 931 367 1,533 1,254 279 _1,053 ., 79 257 907 618 289

*IMPD 230 1,179 51
....,

0 781 27 686 E 04 2 1, 45 1 7

* Not included i totals. Amounts are dispersed throughout the various regional totals.
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DENTAL SERVIOES FOR HEAD START AND NON-HEAD SirART CHTLDREN,
BY SELECTED PROJECTS

rable WI-C1

r SELECTED
PROJECTS

BY
STATE

A

CHILDIIZEN

PARTICIPATING
CUMULATIVE

HS NHS

TOTALS FOR
_SELE-_ 5,691 3 870

SSACHUSETTS '(I):

Leominster 264 71

Worcester 464 279

NEW JERSEY II):

Trenton 282 102

Toms River 129 40

Paterson 190 210
RYLAND (III):
Baltim -e 488 137

ISSISSIPPI (IV
Cleveland

TENNESSEE V
_Kinqston 167 94

LLINOIS (V :

Cooks_ County_ 499

458

407

155East St. Louis

Danville_ 282

OHIO (V),:

Cincinnati

D-- on
TE_ S, (VI):

Lubbock 112

arillo 8 96 45

_Laredo (IMPD)
4ISSOURI (VII ).

§.2_;ITali21d_
515 106

A. 1_ on
ONTANA (VIII ):_._
Hil1ings 147 20

Fort Peck (IMPD) 344 -0-

_Hlackfeet (IMPD) 174 450

CALIFORNIA (IX):
El Centro

resno_AIMPD
OREGON (X):

Medford 152 10650

Eugene _
128

I
101

VE-75



DENTAL SERVICES FOR HEAD START ANDNON-HEAD START CHILDREN

BY SELECTED PROJECTS

Table XVI-C1 (Coned)

SELECTED

PROJECTS

BY

STATE

CHILDREN RECEIVING PREVIOUS DENTAL CARE

TOTAL

(1)

PREVIOUSLY

ENROLLED

(2)

NOT

PREVIOUSLY

ENROLLED

(3)

MEDTCAID

CERTIFIED

(4)

N T

MEDICAID

CERTIFIED

(5)

OTHER ,

(6)

a

HS

b

NHS

a

HS

b

NHS

a

HS NHS

a

HS

b

NHS

a

HS NHS

a

HS NE--

TOTALS FOR

SELECTED PROJECTS 11066 187 N/A 41/A N/A N/A 659 175 13 2 394

MASSACHUSETTS (I):

Leominster 4 -0- NJA NJA N A 2 -0, -0- -0- 2 -0-

Wormter

.

59 2 N/A N/A N/A 26 2 1 -0- 32 2

NEW JERSEY (II):

Tyr:I'vl
5 , N/A N/A N/A N/A 4 -0- - -0- 1

Toms River 2 -0- N A N/A N/A N A 2 . -0- - - -0- . . -

,

Patorson .

3 68 N/A N/A N/A N A 3 66 2

MARYLAND (III):

Baltimore 183 18 N/A _ N/A_ NJA 126 '17 -0- - - 57 -0-,

MISSISSIPPI (IV ) :

Cleveland

TEZESSEE (TV):

Kingston
91 28 N/A N/A N/A N/A 29 28 1 -0-

-0-

61

80

-0-

-0-

ILLINOIS (V):

Cook County
195 -0- N/A N/A N/A N/A 115 -0- -0-

:East St Louis
22 -0= N/A N/A N/A N/A 20 -0- -0- -0- 2 -0-

Danville

ONI_ V):
.

Cincinnati

57 - - N/A N/A N/A N A 40 -0- -0- -0- 17 -

Dayton

N/A . Information Not Availane

VI-76
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DENTAL SERVICES FOR HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

Table XVI-C1 Cont'd)

SELECTED

PROJECTS

BY

STATE

CHILDREN RECEIVING PREVIOUS DENTAL CARE

TOTAL

(1)

PREVIOUSLY

ENROLLED

( )

NOT

PREVIOUSLY

ENROLLED

(

MEDICAID

CERTIFIED

( )

N 1.

MEDICAID

CERTIFIED

(5)

OTHER

(6

a b

NliS

ab
HS NHS

ab
NS NHS

a

HS

b

NHS

a

HS

b

NES

a

HS

b

r!S

TEXAS, (VI):

Lubbock 2 , -0- N/A N A N A - - - - - 0 2 - -

Amarillo 65 - - N/A N/A A N 10 - - 46

Laredo (IMPO)

MISSOURI VII):

Spr::-.: leld 118 4 N/ANA ANA118 4 . . .0= _

Appleton

MONTANA (VIII):

Billings 48 3 N/A N/A N A N A 28 3 0 20 -

Fort Peck (IMPD) 122 -0- NJA N A N A 74 47 -0-

Blackfeet (IMPD) 10 . .NA NA NA N/A

_

- - -0 -0- -0-

El Centro ,

Fresno (IMPD)
,

OREGON CO:

Medford 48

32

7

57

N/A

N A

N/A N/A

N A

31

25

4

53

1 - -

- -

11

7
_

Eugene N A_ ,-0-

N A = Information Not Available
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T4b1e XVI-C (Cont'd)

SELECTED

PFOJECTS

BY

STATE

TOTALS FOR

5 IFCTED PROJECTS

DENTAL SERVICES FOR HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

CHILDREN RECEIVING DENTAL SERVICES DURING PROGRAM YEAR

TOTAL

(1)

PREVIOUSLY

ENROLLED

MEDICAID

CERTIFIED (4)

Non-ES

a b

OTHER

(6)

Non-BS

a b c

NHS HS WAS HS NHS

MASSACHUSETTS (I):

Leominster

yorcoster

NEW JE3SEY

Trerlton

Toms River

Paterson

,:ARYLAND (III):

Ba1tim

6 167 366

10

39

24 8

161

4 14 133 -0- 2975

1-0- 1-0- 3-0- 1

256 -0-

20
_

115 -0-

62 5 -0-

140 -0

4 -

-0.

-0- -0- -0-

_IS I -1 (IV):

Cleveland

TENNESSEE (IV

Kingston

ILLINOIS (V):

Coas County

2,284 225 1,581 1 694 224 1 22 37 -0- - - .0.

27 31 5 2 -0- -

East St. LouiS

Danville

OHIO (V

Cincinnati

Dayton

242

49 -0- 4 -0-

85 1 - 11 -0- -

178 -0- 3

VI-78
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Table XVI-

PROJEcTS

FY

EXAj 111)

Lubbock

(Cont'd)

Lared') (WD)

MISS:-::,f (VII) :

117 -0-

DENTAL SERVICES FOR BEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

CHILDREN RECEIVINQ DENTAL SERVICES DURING PROGIUM YEAR

CHILDREN

RECEIVING
PRVIDUM

ENROLLED
DENTAL SERV,

(1) (2)

195

60.9

MEDLc?Ip

CERTIFILT

NOT

V,EDICAID

CERTIFIED (5)

(31

Non-HS

a b c
r

Hs
Q

(6)

Nc.

3

NHS NHS

7

37 -CL._

542

-0 -0- -0-

A_.91)1.e_ton

MONTANA (VLII):

EU linos

Fort Pe_0: (INPD)

R1ackfea (IN'D)-
'LIT:17,1A (D:):

El Centto

Fres*:) IIMPD)
_ .

OREM (X):

Modford

Eugene

159

136

144

147 70 -0

-0- . .0. .0.

-0- 4- 14 -0= -0- -t

B2

V1-79
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Table XVI-C1 (Cont'd)

(YCZiTS

3LIL

TOTALS

SEIrTED FF.IE7TS

TOTAL

(I)

DENTAL SERVICES FOR HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

CFILDREN RECEIVING UNITS OF DENTAL SERVICES BY TYPE OF UNITS OF SERVICE

(ASSESSMENT)

Puvuo:LY

Eno:LED

NOT

PRVIOUSLY

ENFZLED

3)

KEDICAID

CERTIF{ED (4)

NOT

4EDICAID Or-'ER

CERTIFIED (5) (6)

1AS5ACTS (I):

Leo5in5ter

is NsHS
uc

NH5 HS NSS US

Non-P,S

a b c

L117t _364_ 2/249_ 2i_ 1,353 .33a L,012 r7.9 -07 129

7

-0-

Toms Riser

PeAr5on

wiLAm
13

Mn-HS
b c

4 T, HS

-0- 2 -4- 16_1

, 7
1 4 1 -0- -0-

7
365

-0- 25

24 20 4

0- 149
-0- 114

No

a

f

-0- 43 -

0- 50

Baltircr

(IV):

C1eve1ond

TEINILE (LV):

KinIT,ton
_

ILLIroIs (v):

ccoR3 county

225 14579 1

80

693

62

25 139

, 224

5 -o-

-0- 23 -a-

1,031 220 -0-

126 4

Ea5t St, Louts

I Danville

! OHIO (V):

C in cinna ti

Dayton

582 2

26 -a- 100 31

-a-

412 49

104

261

287

2

-o-

15

12

74 -o-

92

187

85

159 -a-

37

2

4

11

-o-

o-

- - 1 -0-

1

0-

-o- 9 -9-

-0- 1/210 -0- =,!."

-0- a- -0- 93 -0-

0 -0- 223 -0-

-0 -0- -0- 7 1

-0 -0- 99 -0- -1-

286
1 1 173 5 -0- 112 5



Table XVI-C1 (Cont'd)

SELCIED

PPOJECTS

BY

TEXA OIL) ;

Leio?p

Pt: aril lo

Laredo (ND)

DENTAL SERVICES FOR HEAD START AND NON-HEAD,START CHILDREN
BY SELECTED PROJECTS

TOTAL

(I)

CHILDRPN RECEIVING UNITS OF DENTAL SERVICES BY TYPE OF UNITS OF SE VICE

(ASSESSMENT

PREVIoum

EU ROILFD

(2)

NOT

PREViMLY

ENROLLED

HE NS HS NUS US

VIEDIOAID

CERTIFIED ( )

Ntn-fiS

OT:i2

(6)

Non-U5 Nor,

-a-
M:ZI (VII);

=1=0
AnplAon

MONTAA C/Iii);

Bill iNs
_

15

_134. 4

Fort Prk (IS)
144

Blact (IMPD)

CAL:FOR_ZA

El Centro

Fresno (I'M)

REGX (X);

Medford

Eugene

0-

4

248 VI-81

249



Table XVI-C1 Cont'd)

BY

S77,77:

TOTAL

SE1,77TED PPljECTS 7,949 Aim
14-____-___-

MASSACEUZETTS (I):

Leomin5tor

DENTAL SERVICES FOR HEAD START AND NON-HEAD 'START CHILDREN

BY SELECTED PROJECTS

CHILDREN RECEIVING UNITS OF DENTAL SERVICES BY TYPE OF SERVICE

(TREATMENT)

TOTAL

1)

PRZVIOUTi

EI:RN,LED

(2)

NOT

PREVICULLY

EMOT_LED

(3)

MEDICAID

CERTIFIED (4)

NOT

KEDICAID

CERTIFIED (5)

Worcostf?.r

NEW Jr,?!:ZY (IT):

1H

24

313

-0- 4 .24 4

6 -0-

Toms River 274 -0- 24

Pat(Iron

:iRYLD (III

Baltimore

16 -0- 41 -0-

:-..ISSISSIPPI (IV):

Clevland

TENNESiE

Kinqqon

ILLINOIS (V):

Cooks County

East St. Louis

107
yes

3,692

-0- 59

455 2,849

Danville

OHIO (V):

Cincinnati

Dayton

263 14 53

147

-0- -0- -0-

428 135

32

250

??

-0-

506

_18

250

12

48

830

210

93

-0-

293

Non-P.S

a b c

Ncr:-PS

ilS

OTHR
(5)

Na:

,34603_ 97.),

4 -0- -0--

-0-

-0-

75-0-

455 1,627 451

14 42 14

4

16

-0-

12

134 -(

0- -0-

0- -0-

6

-0-

-0-

34

- 0- 1=0= 6

-0-

-0-

94-0- 4

-0-

-0-

-0- 215

-0- -

-0- -(

-0
237 -0- 12

32

VI-82

24 -0- -0-
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Table XVI-01 Cont'd

sEaTE,

PKJJECTS

'37TE

DENTAL SERVICES POR HEAD START AND NON-EEAD .START CHILDREN'

BY SELECTED PROJECTS

TOTAL

(1

CHILDREN RECEIVING UNITS OF DENTAL SERVICES BY TYPE OF SERVICE

PRFVIOLMY

ENROLLED

(2)

NOT

PREvIUELY

:NiMLED

(3)

CERTIFIED (4)
CEF,TIFI50 (5)

HS NHS

Non-HS

a b. c

0

TEXA-.3 (v1);

Lubcx:k
48 -0- -0- -0-

:

Acaleton_

MOM'2. T-1, (VIII);

_

323

207

175

-0- -0-

-0-

(6)

HS

- 0 -0-

,H5

383

Nor

, 1

2 Ir.

0- -(

508 -0= 4

- -0- -0- -0- -0-

-0- -0-

-0- 4 -0- 92 -0-

108 -0- 2 -0-

Fort Peck (-0:PD)

B1act (1:PD)

CAL (IX):

El Centro

Fresno

OREGON (X):

Medford

Etigen

252

-0- -0- -0- -0-

-0-

0- -0- 0-

0- -0 0-

VI-83

256 104 -0-

-0-

12

0- -0-

-0--

-0-

-0-

-0-

2

0-

0- 4 -0- 108

12 -0- .0- -0- 56

253

-0- -0,



DENTAL SERVICES FOR HY START AND NON-HEAD START CHILDREN
BY ,ECTED PROJECTS

Table XVI- (Cont'd

CASES CONPLETHO

PRRVIOUSLY

ENMUED

NOT

PREVIOUSLY

ENROLLED

2DICAID

CERTIFIED

NOT

MEDICAID

CERTIFIED

TOTALS FOR

AUCTED PROJECTS

MASSACHUSETTS (I):

LeominsLer

1 Worcester

EW ,1EEi ±71h

1 Toms River
_

Paterson

MARYLAND (III):

Baltimore

ISSISSIPPI (IV):

Cleveland-----
TENNESSE (1V):

Kingstou_
ILLINOIS (V):

Cooks County

East St, Louis

Danville

OHIO (Vii

CinCinnati

Dayton

(ifiS NS NHS

5591 357 2156 2

10 12

368 10 3 10

23 7 0- -0-

166 13 -0-

57 11

172 110

2293 226 1577

128 27 -0-

553 21 161 -

ENS

328 2678

115

272 33 0 130

Non-HS

rn m

OTHER

Non-HS

US A
0

is) Q

2771 3

364 -0- 253

1-0- 1 -0-

1C8 -0-

23

153

46

61

-0- 118 =0 -0- 3 -0-

_

57 3 0-0- -0-

,4 1

-0=1 10

45 -0-

-0-

-0- 23 -0-

707 226 1037 221 1 -0- 39 -0- -0- -0

57 -

-0- -0-

I -0-

1214 -0- -0- 6

96 -0- -0- -0-

209 -0- 2

91 -0= -0- -07

1 -0- -0- 1 -0-



Table XVI-C1 (Colt d

DENTAL SERVICES FOR HEAD START AD NON-HEAD START CHILDREN
BY SELECTED PROJECTS

RCTED

;'1,0JECTS

BY

TATE

CASES COMPLETED

NOT

PREVIOUSLY PREVIOUSLY

ENROLLED TARO=

NENCAID

CERTIFIED

NOT

MEDICAID

CERTIFIED

OMR

Mon-BS

NHS IS NHS HS HS

Non-HS

TDAS (VI):

Lubbock_

Amarillo

186

586
7

Luedo (IMPO)

MISSOURI (VIT):

A.P2_10-t.on

MONTANA (VIII ) :

Billings

-0-

117

128

112

Fort Peck (IMPD)
=--

Blackfeet (IMPD)

CALIFORNIA (IX):

El Centro

22

-0-

183
1

42

-0-

0-
- -0- -0-

4

-0- 12

-0-

Fre3no (IMPD)

OREGON (X):

Medford

Eugene

256

30

4 -0- -

VI-85

-0-

44

-0-

-0-

-0-

0

-0-

-0-

14

0- -0-

-
153

0-

-0- 499

-0-

Nen-HS

r;) X

'.9rn 461

-0-

-0--0- -0- - -0-

-0-

-0- -0- -0- 43 6 -0-

-0- -0- 4 -0- -0- -0-

-0- -0- -0- -0- -0- -0- -0-

2 -0-

57 -0- -0-

-0- -0- 22

- -0- 37 =0

-0- -0- 10 -
a



DENTAL SERVICES FOR HEAD START AND NON-HEAD S7AR7 CHILDREN

EY SELECTED PROJECTS

Table XVI-C1 (Coned)

SELECTED

PROJECTS

BY

STATE

PREVIOUSLY

ENROLLED

CASES REQUIRING FOLLOW-UP

NOT

PREVIOUSLA

ENROLLED

MEDICAID

CERTIFIED

E T

MEDICAID

CERTIFIED OTHER

(4) 5

69 17 8 -0- 232

-0- -0- -0- -0-,
-o- -0- 0-

-0- -0- -0- -0-

-o- -0- -0-

ILLINOIS (V):

Cook County

East St, Louis

Danville

OHIO (V);

Cncinnati

-0. 14 -0-

U-86,

268



NUTRITIONAL SERVICES FOR HEAD START AND NONHEAD ,START CHILDREN

BY SELECTED PROJECTS

Table XV 1-El (Cont d)

iE LECE Ii

pkwi;,ci's

DY

TE

T ;

Iklikock

Aniard1 lo

Laredo ( IOU)

'MPSGLIRI CVIT

111.1

CASES COMPUTED

TOTAL

PREV IOU SLY

ENROLLED

NOT

PREVIOUSLY

ENROLLED

MEDICAID

CERTIF IED

NOT

MEDICAID

CERTIFIED

Non -HS

OTHER

Non-11S

HS MIS NHS

_Appl eton

MONTANA (VIII ):

Bill incs

Fc.qt Pock (-11u

BlacYfeet (WPC)

CA LIFORNIA Od:

El Centro

TroM0 (INPD)

01101\1 (X) ;

ligiford

Aqwe

38 V1-138 339



NUTRITIONAL SERVICES FOR HEAD START AND NON-HEAD START CHILDREN

BY SELECTED PROJECTS

Tabie (Coned)

SEL7CTED

FECjECTS

TOTP,LS FLA

SELF:cTFT PROMS

TOTAL

MVIODZY

EMLLED

(2)

CASES

NOT

PREVIOUSLY

NNROLLED

(3

NUS HS NHS

45

1 1

-0-

HS

54

MASSACHUSETTS (I):

Leominster

Worcestor

NEW JEF:,EI

7 [

Toms,River

Pater5on

ARYLA2 (III) :

Baltimore

:.:ISSISSIPPI (IV);

Cleveland

TENNESSEE (IV):

Kingspn

ILLINOIS (V):

1 COOk5 County

! East St, Louis

1 Danville

OHIO (V):

Cincinnati

Dayton

340

US

uIRING FOLLOW-UP

1 -D-

-0-

-o-

-0- -0- -0- -0-

MEDICAID

CEF,TIFIED (4

NOT

KEDICAID

CERTIFIED (5)

E'ER
(6)

HS

20

Non-ES
a h c

r
0 H

-0-

- 0.

- 0

- 0-

- -0

- 0-

- 0-

- 0-

-0-

- -0 -0-

-0-

-0-

-0-

-0-

.0- 0-

Mjn-HS

a b

31 -0-

-07 -0-

-0-

-0.

0-

VI-139

0- -0-

-0- -0- -0- -O.

-0- -0- - 0- -0,

3 -0- -0-

15 -0-

5 -0- - 0-

=0- -0-

-0- -0-

-0- -0-

-0-

.0. _0.

341
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Table XVI-E1 (Cont'd)

SEi,ECTED

PROJECTS

BY

TEXAS, (U.) :

Lubbock

Laredo (In

missoM

Amleton

tIONTANA (VIII):

Billings

Fort Peck (131D

Blackfeet (IUD)

CALIFORNIA (IX):

El Centro

NUTRITIONAL SERVICES FOR HEAD START AND NON-HEAD START CHILDREN
BY SELECTED PROJECTS

TOTAL

(1)

PREVIONLY

ENROLLED

(2)

CASES REQUIRING FOLLN-0P

NOT MEDIUR

PREVIOUSLY CERTIFIED (4)

ENROLLED

(3)

US NUS HS

NOT

MEDICAID
OTHER

CERTTFIED (5) (6)

Mon-HS

a b c

NUS ES ,a g
0 '*i

Non-NS Non-RS

b C b r,______r_,__

HS :0 4 HS
sH 0 .r1 LI A 0 I =

7 Hr r
_V)

;r,

Fresno (10PD)

OREGON (X):

Medfprd

Eugene

342r

3

5

0-

-a-

o-

3 -0-

.0_

.0

o-
-0- -0- -0- 00m

V1-140



VII. HEAD START/EPSDT RELATIONS WITH LOCAL, STATE, AND FEDERAL
AGENCIES AnD ANALYSIS OF HEAD START PROGRAM PERFORMANCE
STANDARDS AND STATE EPSDT PLANS

Introduction

This section presents a comparative analysis of the re ra7ionships

between the Head Start program performance standards and state

.EPSDT pla s as well relationships between the selected projec

and local, state and federal ag leies within the context of the

EPSDT institutional framework. The analysis that was presented

in the Int-rim Report on state EPSDT plans and providerstattitude

summarized,and those tables are included in Appendix A.

The comparative analysis of the performance standards and the

EPSDT plans of the target states is shown on Table X-Aof this

repor-

NOTE: Data in Table X has been further analyzed since the
interim report. The results of this further analysis
are shown in the table included in Appendix A of this
report.
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VII -2

A. COmPARISON OF HEAD START PERFORNANCE STANDARDS AND STATE
EPSDT PLAN (TABLE X-A)

This section pr sonts a comparative analysis of the Head Start

Performance Standards and the EPSDT plan of each of the targat

states.* The guidelines of the collaborative effort otipulated

that the Head Start projects were required to provide certail

minimum he lth services in accord nee with the Performance

Standards r gardiess of the scope of state EPSDT plan. An

analyti- task for the evaluation was,therefore, to take into

account the extent to which services required of Head

were provided/obtainable under the various state plans.

In order to measure the cost imnact of the de-onstra:' n program,

docu entation regarding the extent to which services required

by Head Start were in fact EPSDT reimbursable was need d, as we l

as whether any limitat ons were placed against the provision or

reimbursement of these services. A comparison of the Head

Start Performance Standards and the state EPSDT plans by the

provision of servic-s (Head Start and EPSDT), reimbursement

available th-ough EPSDT, and limitations is presented in Table

X-A.

The presentation of the findings is based on the analysis of
the plans of all target states except Maryland for which
we were unable to obtain written policy regardipg the health
services package.
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Background

VII-3

Head Sta t P ce Standards

In 1973 the Office of Child Development is-ued the -T ad

Start Performance Standa ds as a measure of strengLhening

the quality of s rvices provided to children and families

served by Head Start. The standards est blished national

criteria for performance and built upon seven years'

experience of the Head Start program as a demonstrati n

effort.

OCD, and provided for quality control in the provision of

ey reflected the programmatic concerns of

comprehensive servi es for children to attain optimal

e otionaL s cial and physical growth.

Alth ugh local init ative has been encouraged, Head Start grantees

are requi ed,as a condition of funding, to meet the mi imum

sta dards set forth in education, social services, parent

involvement, and h alth services including medical, dental,

mental health and nutrition.

*In June 1975 the Office of Child Development published the revised
Performance Standards WhiCh became effective-July 1, 1975.
However, the standards in'effect during the first year of
the collaboration were those set forth in DCD Notice
N-30-364-1=00. It is this series that was used for the
comparison with the state plans.
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Requirements o d/E- T Plans

The regulations issued by SRS in November 1971 for EPSDT

mandated state 1ec1ic aid plans to provide screening and diagiosis

services, and treatment of -edical oblems thus detected,

within the limits a-d scope of the state plan. Fu thermore,these

ervices were to be available t_ all eligible individuals under

21 years of age. However SRS regulations for EPSDT only set forth

recommended standards for the screening programs a d did n_t

specify screening procedures. The state Medicaid plan was

required to specify the content of the screening package and

maintain written evidence of such specification. In addition,

the Federal regulations allowed states to define "early" and

"periodic" thus affecting the f equency by which children rec ived

services. During the first year of the collaboration

minimum package of screening procedures was nat Aandated. SRS,

however, has been conducting a series of consultations with

child health authorities to de ermine whether a minimum package

f screening procedures should actually be required.

The F_ DT regulations do not se:- e as n_ ional standards for

child h--lth services. Rather they, allow for standard-setting

at the state level. Enforcunent therefore is limited to the

provision of services specified in the state plan. Even when

individual states specify particular screening units, there is

often-a wide variation in the type of service rendered due to

lack of specification of screening Instruments and proce-

dures.
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Requirements o dicaid/E r Plans

The regulations issued by SRS in November 1971 for EPSDT

mandated state 1ec1ic aid plans to provide s reening and diagiosis

services, and treatment of medical problems thus detected,

within the limits and scope of the _tat plan. Furthermore,these

ervices w re to be available to all eligible individuals under

21 years of age. However SRS regulations for EPSDT only set forth

recommended standards for the screening p_ograms and did not

specify sere ning procedures. The state Medi-_aid plan was

required to specify the content of the screening package and

maintain written evidence of such specIfication. In addition,

the Federal regulations allowed states to define "early" and

"periodic" thus affecting the frequency by which children received

services. During the first year of the collaboration, a

minimum pa kage of screening procedures was not Aandated. SRS,

however, has been conducting a series of consultations with

child health authorities to determine whether a minimum package

f screen ng procedures should actually be required.

The E :DT regulations do n_t se:- e as national standards for

child health services. Rather they, allow for standard-setting

at the state level. Enforcement therefore is limited to the

provision of services specified in the state plan. Even when

individual states specify particular screening units, there is

often 'a wide variation in the type of service rendered due to

la -k of specification of screening Instruments and proce-

dures.
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VII-5

ad Start Performance Sta ds prese_. rd:

eiplinary appr_a- to health servi es as a m eane of improv-

ing the phys_cal, mental and nutritional status of

school children. Moreover, the st ndards require that the

local Health Advisory Committee,composed primarily of parents

f Head Start children,be established to assist in planning

and evaluating the health prog am. However, the Policy Council

(the parent involvement body) must approve the program.

As part of the meth d logy used in t e comparative aialysis of the

Head Start Perf-rmance Standards and the state rpsin plans,

a re- iew was made of the standards to establish categories

of service provisions most applicable to the actual delivery

of health services. Standards calling for such activities

as the Health Advisory C amittee and the Health Program Assess-

ment Report w re.not used to assess comparability,for these

were assumed to be program responsibilities unique to Head

Start. Related categories to those activities, howev- r, were

established such as provisions for recordkeeping and consu

parent involvement.

In addition, certain activit_es were clu tered and r- defined.

For example, since Head Start staff are involved with children

on a daily basis, some required activities differ from those

expected of a provider whose contact is on an intrrnitLsnt basi
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The requirements of the nutriL:hna1 program are illustrative,

for not only are programs required to perform nutritional

assessments and educatiol_l activities,but also, they must

provide nutritional meals and snacics daily. Therefore for

the purposes of a- lysis, the nutr tional program was cluster d

into activities of nutritional ass s ment and nutritional

education.

Thus, establishing the Head Start Performance Standards a a

baseline, the EPSDT plans for the target -ta es were examined

to determine their c mpar-bili th these standards.

The analysis concentrated on writ-en policy either in the

form of manuals or an actual state plan; the rationale being

that such documents represented t e formal policy to %-hich

agencies such as Head Start might have greater access because

f their a ailability as public records. In addition, the

presentation of the written policy will help Head Start pro-

grams become familiar with the EPSflT services that should be

available and thereby press for actual provision.

Although Montana had not published a state plan, information on

the operational aspects of the program was abailable in the for

of the EPSDT Penalty Reporting Form, and the written contl'ets

between Montana's State Departm- -t of Social and Rehabilitation

Services and the State Department of lealth and Environmental

Sciences, and the health departm nt.'s subcontractors.
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These documents describe the requirements of the screening

packages, and it is in this form that Montana's data is

presented.
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Afltl sisofFindin

Health Services

Histo ry (medical and developmental). All eleven states required

that a history of the child be obtained. However, the type

and level of spe_ificity varied with -tate requirements,

ranging from recommending that a "brief history" b gathered to .

requiri g detailed histories with specification on thQ

permanent medical record. Texas, for example,required hat a Com-

plete history for birth, prior hospitalization, allergi

bedwetting bowel habits be recorded. On the other hand,

Montana required only that a medical hi tory be obtained and

1ississippi and Ne- Jersey required that a h: t ry with no

differential be- en medical and developmental infor ation.

The implicaticns of the vz-c:i ce is that sta es in whicl ite ized

hi Aories were required, particularly If completion of this

detailed hIstory were required on the reporting form, insur d

that the provider was obtaining a oomprehehsive history on the

child. This in turn might have better enabled the provider

to assess the child's current health and identify possible medical

problems. States which requi -d.onlY a'"brief history" allowed the

practitioner to deter ine which if any aspects of the child's

history would be obtained. Therefore different levis and

quality of care most likely were rendered relative to. the

.profe- ional concern of the attending praatitioner.
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VII 9

saxning. The Head Start Performance Standards presented a

list of scr ening te ts and procedures to be given to all

children in order to assess each child's mental --d physical

healt:h. All the states provided for the basic screening

s _rvi.ces of growth assessment, vision and hearing testing,

aad assessment of immunization status. Bowever, the pro-

vision of many of the other screening tests was affected by

the jmclusion of.some procedur .

as opti-nal or recommended

orily 1if indieateduin several states. In New Tersey,Nissouri-

mad Clio or example, a tuberculin test vas not required and

this precedure was performed only if indicated. In addition,

Ohio md New Jersey required herrioglobin/hematocrits only if

ihdicmted, and New Jersey did not require urinalysis except

lhera indicated. The conditions vhereby these procedures

le be indicated were not specified. Again, this failure

to secify allo-ed a great deal of discretion to local

p -titioners to include such procedures.

E--amimaticm of the provisions.for vision and hearing tests

Ilealed an interesting pattern. Only Tennessee, Mississippi,

Pta-ma, Texas and Oregon stated the specific screening pro-

cedur.es to be used (e.g., titinus Telobinocular, or Pure Tone

audiometer) . The other states merely specified that vision

amd rlearing tests be per-Eorned, which might vary froL visual

inspection of tl e eyes to a comprehensive exa ination. All

states,except Montana, required sickle cell screening, with

Neg Oersey, Ohio and California qualifying that the scren±nq
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be p- ormed "as indicated."

Other areas of sel cted screenings were: six states required lead

p-isoning screening, and three additional states (California,

Oregon and New Jersey) required it only if indicated, Two -tatesr

Mi sissippi and nontana, made no.provision for lead pois ingr

screening. Four -tates, New Jersey, Mississippi, Tennessee and Ohio,

melte provision for intestinal parasites screening where ind cated.

This pattern may, however, have reflected the prevence rates of

such problems in various regions. Oregon, Montana, Tennessee,

Ohio and Texas made provision for the identificati, of speech

problems. Calif° nia was the only state which specified the

identification of handicapped children. Massachusetts reporte-3

exploring the possibility of using its Department of Public

Health as an outreach mechanism for those Nedicaid eligible

children with special needs.

E1tyE4222_f_12a. 'The ite ization of the physical exam-

ination required in the Perfor ance Standards varied from one

state to another. For example, New Jersey and Montana required

only a physical examination while in Mississi and Cali-

forniat_the_phy2.isnlination .mandated was identical to -he

Head Start Performance_Standards. Of the remaining states,

the most c.mmonly mentioned items -ere examination of ears,'

eyes, nose and throat.
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Immunizations. All states required an updating of uniza-

tions. Neither Missouri, Massachusetts nor New Jersey,

specified the required immunizations. Mississippi required

these services pursuant to the polic es of the Board of Health,

but such policies are not specified. Two states, Tennessee

and Illinois, did not reimburse for immunization against mu ps

Ohio, Texas and Massachusetts did not specify immunizatiOns in

the narrative of the state plan, but they are reflected in the

reporting form and other documents included in the plan.

Nutritional Assessment. All the states with the ex_eption of

New Jersey and Illinois made some provision for nutritional

assessments. This ranged from a state plan recommending

examination of the skin, " which may be of nutritional signifi-

cance," or anemia testing, to requirements for a detailed exami-

nation of a child's dietary habits. No states except Mississippi

specified plans for nutritional educa ion ounseling.

Dental Screening. All states provided for dent l screening

which varied between states in the level of specificity. Some

states merely r quired a "dental screening" or an examination

of teeth and gums, whereas others called for thorough examina ions,

eluding bite-wing x-rays and prophlaxsis. For dental care, the

general pattern was to categorize ser ice- into the areas of

p eventive and emergent/therapeutic. Many states did not require

t at the dental screening be performed by a de tist, and in so e
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states such as Tennessee, a child had to be screened through

the Medicaid program before a referral could be made for dental

treatment. None of the states exc pt Tennessee defined the

dental screening package identical to the Perfo mance Standards.

Rather, many states provided only a dental sc een ng under the

EPSDT state plan. If treatment was required, the child was

referred and additional se1victs were covered under the general

Medicaid program. New 3ersey and Massachusetts did not outline

a treatment program; but Massachusetts reported it was in the

process of developing sound dental referral mechanisms. Cali-

fornia only mentioned that children be.I.e.es. ed for therapeutic

attention. A prevalent trend in the area o1 dental services

was the requirement of prior authorization for dental treat e

although this was not true r de tal diagnosis and furth

assessment in Oregon, Missouri (for some services), Tennessee

and Mississippi.

The periodici y of dental services differed among state plans.=

Massac, ettS and Ohio provided for dental screenings every

six months. Texas performed dental screening every three

years unie!7: otherwise requested by the parents.

Dental reimbursement Patterns varied and many states did not

specify the billing procedure or reimbursement rate. Others
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specified maximum limi s (i.e., Mississippi $100 child/year)

and Tennessee required prior authorization for treatment plans

totaling more than $60. States, such as Texas, reimbursed acc rding

to usual and customary fees. Oregon's plan contains a fee

schedule. A complete analysis of the dental reimbursement and

treatment provisions was not possible because most of the state

plans failed to indicate specific treatment and reimbur-ement

procedures.

'reatment. Examinatio- of provision for treatment require-.

ments revealed no uniform pattern. In part, this reflected

of the organization and administration of the State EPSDT plan.

Por example, in Illinois, the s reening package wes provided

for under the Medicheck proor A (with separate billing and

recordkeeping requirem-Ints). However, if treatment was deemed

necessary, it was provided for and billed ti the general Kediceid

program. Although this was an administrative divi ion of labor

and responsibilities, it complicated the procedure for providers

and organizations such as Head Start in their understanding of

the program. In addition, states which provided screening

through screening clinics(i.e., Texas) referred patients to

other providers for diagnosis and treatment, (i.e., traditional

providers such as private practitioners). In this case billing

and reimbur = eme was adminIstered t!-:_:-ough the current

health insurance contract between the Departme t of Public
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Welfare and Group Hospital Services. Texas and Ohio

only states which listed the porvisions of their trea menz

package;however, this was in a general manner. Most of the EPSDT

plans did not iterize the benefit package for trea wlent services.

California's Child Health Disability Prevention Pr gram was

.1i ited to screening and th se children in need of treatment

were referred to the Medi-Calprogram. This new program

supplanted the EPSDT program in the state andyrovided for

early and periodic screening of all Medi-Cal ell ible children

as well as those enter ng the first grade whose oss annual

family income was at or below twice the AFDC minimum base.'Ho -ver,

Medi-Cal recipients in need of diagnostic and treatment services

were referred to the state Medicaid program. The details of the

treat ert package were not itemized.

P -ovisi n for Annual As ess e t. All states except Mississippi

mentioned provision fo periodic assessment, although the definition

of this term differed greatly. Several states called for annual

assessments regardless of age(New Jersey, Missouri and Illinois).

Tennessee, Oregon, Cal f- nia and Massach-__etts developed
--

a visit schedule by age of intervals when a child should be

screened. As another,example, Massachusetts provided for

visits at 2-6 weeks, 8-10 wr7lks, 4 months, 6 months .9 months

1 year 1 1/2 years, yearly 2-6, 8 years and 10 years.

Ohio authorized screening at ages 1, 4, 7, and 16.



Texas provided for annual assessment for children under six and

every three years from 6-21. mississippi did not specify.a plan

for periodic assessment.

Mental Health Consultation, Al hough many of the states men-

tioned the importance . of uncovering physical and mental defects,

only the following specified some provision for the availability

of mental health consultation.

Oregon is the only state which made provision for mental health

referral/ reatment and prior authorization was needed before

treatment could begin. California provided for referral for

"mental health conditions " (such as mental retardation)

uncover d in screening. Illinois provided space for mental

development ass ssment on the billing form; however, the manu 1

text did not detail the provision of such services. Moreover,

it seemed likely that this service c uld be interpreted as a

develwmental assessment and as such is not reflected on the

table. Mississippi mentioned that mental health facilities were

available for neurological/developmental referrals. Montana

provided for psychological testing if indicated. Within the

area of mental health an interesting trend was observed. All

of the states made provision for develop ental assessments.

Texas, Oregon, California, and Montana all recommended that the

Denver Developmental Screening test be the instrument f

evaluating the children.
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Supportive Services and Other Related Activities

In general, the specif cation for supportive services seemed

to be the least well defined. Although many state plans

stated the impo tance of providing servi es such as healt

education, they did not set forth the particular aspects f r

such a progra_

Health Education. Provisions for health education ac ivi_ies

were generally limited. In most instances, health ed-. ation

was not identified as a distinct program activity; rat erl

t was included as a component o_ outreach and recruitment.

These activities wer- generally limited to orienting and

educating the parents to the availability and value of

screening and other preventive measures as a part of recruit-

ment for EPSDT pa ticipants. Generally such activities were

the responsibility of the public

California, Tennessee, Ohio, and

health education provisions. In

aspects of the program were lim

leaflets and public broadcasting

welfare case workers.

Texas made:such recruitment

many cases, the operati nal

ed to flyers, recruitment

spots. However, other

states such as Ne- --rsey used similar recruitment procedures

but did not categorize the activity as health-education. As

such, this is not reflected in the table. California sp cified

that health education not be limited to simple no ificat on,

but should be designed to enable eligibJs to participate as in-



formed consumers. Illinois Suggested a health education program

in the areas of preventive heale.l care, physic l and emotional

development, and accident and poison prevention. In addition

some states required that families he coun eled, and that

test results be interpreted to the parents.

R co dkeeping. The provision for recordkeeping and the accessi-

bility of information on the health status of individual children

was another issue area for analysis. All states made some

provision for recordke ping, with specif c r ference to the

maintenance of records by individual cnild. A common pattern

was to require a record of screening procedures and/or results

on the invoice or billing form (Texas, Ilan is, Missouri,

New Jersey, Ohio and Oregon) . This procedure aided states

in complying with federal reporting requirements.

The requi ed level of detail in reporting, however, varied.

Some reporting forms pro ided space to indicate that he atocrit

had been measured. Other for s required actual reporting of

the specific level. In addit on, some states required that

the individual units of s reening performed be reported to

the state. Others only required providers to report that

screening had been pr vided and to itemize the conditions

uncovered. Some reporting systems required that records be

maintained by pr viders without specification regarding t

form that records should be maintained. No state made provision

for forwarding the ch d's record to a school system. Many
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d that the child's parents be informed of the test

results and in some states parents were given a copy of the

screening and immunization record.

State policies regarding the recording of health information

and its release may have presented difficulties I-or Head

Start projects, because data,was not always retrievable or

available in a form suitable to Head Start. In st tes -here

individual p o iders maintained the child's record, negotiations

uld have been nece sary to se ure release of information. Tn

states with cent alized records on each child, recordkeeping

procedures or requests for information might have been less

cumbersome .

tiali y. All states except Mississippi and Illinois

add_ ssed the importance of confidentialty. Most attempted to

sensitize staff and providers to the importance of this issue,

and encouraged respect for the privacy of the client.

Parental Consent. All st-tes did not specifically address the

sue of parental consent although it seemed that Such provisions

would have been covered under other state laws r-l-ting o the pro-

vision of treatment to minors. Califo nia, Montana, Ohio, Texas

and Tennessee did make specific reference to this issu How-

ever, parental consent was not specifically addressed in the

remaining plans.

3 6 I



VII 9

Parent Involve ent Consumer ParticipatiQn. California is the

only state which provided for parent inv-ivement in the

local child health services system.

The regulations for the development of the local Child

Health and Disability Program p ovided for non-professional

.
consumer involvement and parent representati-n on local

advisory boards. The functions of this board included review

of the community's child health needs, adequacy of health

care providers, and rev ew of the child health and dis-
.

ability plan. The board could advise the governing board,

and establish committees as it deemed necessary to fuilfull its

purpo,es. Due to the ra her liberal eligibility requirements

of the program, parents of children who were eligible for the

child health disability prevention çrogram but not

could also serve on the board.

Staff xamination. None of the EPSDT plans made provision

for health examinations and periodic check-ups of staff

members. This finding highlighted, the difference between

the responsibilities and,,level of involvement of Head Ste t

personnel who h-d daily contact with the children and sta e

and local welfare, special services staff and pro ider

whose contact was intermittnt.

3 2



.2t.aff rien ation (Including program vendors' prov d

.five states included provision for staff or provider

training/orientation in the state plan. In general, this

seemed to be limited primarily to basic orientation of the

staff on the purpose and details of EPSIDT in order that they

would perform their outreach/recruitme t functions m re

effectively. Some states provded orientation only through

physicians(e.g., letters and other descriptive material

to enlist their cooperation in the program),.

New Jersey set forth the most specific staff training

program, which consisted of a series of sessions on the

complexities of the EPSDT program &d its purpose and value,

the recordkeep_ng and referral systems, procedures for eligi-

bility determinati:)n and L. tion of professional staff

responsibilities. In additio'J, some of the state manuals

or plans served as instructional documents in themselves

because they detailed the screeni g package and provided "how-

to" instruction on perfo--- ing cert.in procedures. In some

states, the majori y of training focused on the administra-

tive procedures of case-finding, bilyling procedures and data

collection/_et- eval. Some states Texas, for example) required

the training of personnel who performed spacific procedures,

such as vision and auditory screeqing.
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The i portance of adequately trained staff highlited

by the finding of the compliance review of EPSDT in Mcx1tana*.

It as reported that staff responsible for recruitment and

outreach lacked an unders anding of the screening program, and

that many believed it was a one-time activity, while others

felt it was a program of the State Health Depart ent.

Provisioñ for Coordination and Linka e The level and degree

interagency agreement for providing EPSOT services

in coordination with ot community agencies was a

critic 1 area for analysis because of its significance

to the collaboration effort. The predominant mode of

coordination existed among levels of state or local units

of government rather than agreements with oth r community

agencies. (Table XII describes these various levels of

agreement).

Several states stressed the importance of linkage and coordi

n with existing commu ity resources. Specifically, Mass-

achusetts and New Jersey m ntioned the OCD demonst ation effort

and the potential for co laboration and Ohio mentioned the possi

bility of using existing resources, such as Head Start f r the.

delivery of EPSDT services. Califi nia mentioned the value of

*Source: Early and Periodic Screening, Diagnosis and Treatmont
Penalty Reporting Foriu, Montana, November 12, 1974.



coordination because it did not wish to supplant ecistirig

sources. The Montana BPSDT cornplia -eview reported that

differences existed b-tween p(Jicies of the Indian Health.S rvice

and county welfare staff and recommendations were made that the

two programs explore coordination of their activities.. Missouri

reported that the state was using outpatient department and 0E0

.clinics, and was exploring the possibility of using data generated

from Health Start health records. Negotiations were reported to

be underway with existing maternal and child health proniarns.

Oregon did not specify activities for coordination and linka e.

However, lts vendor eligibility requirements allowed for the

involvement of a wide variety of community resources such as

Head Start. Mississippi referred children to existing community

agencies and suggested Head Start as a potential referral for

certain services such as psychological testing. Ho ever the

specificity of su h arrangements and the levels of resp nsibility

were generally not discussed. Thus the provision for linkage

and coordinati n was presented as a recommendation rather than

as a d tailed, well organized plan.

The Head Start Performanc6 Standards provided for linkage and

coordination to enable children and their families to b aware

f and utili2e all resources which might be available to

ar- this was to insure that parents were aware of ot
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resources so that they could continue to receive services after

the child had left the Head Start program. As Table XII reve ls,

state agencies tended to make the greatest number of contractual

or cooperotive arraljeme Ls in the area of health s Tvices.

There were many fower arrangcments for supportive services.

Possibly, programs such as Head St rt a e viewed by state EPSDT

agencies as providers or -uppor,:tve rather than medical services,

and thus states have

Rei bur ment and Limita

fully explored their potential.

The restr Lons on vendor status

in the overall Medicaid program and further liiitations or re-

qui ements imposed by the EPSDT plan are presented later in

the report. (See Tables XI-D and XIII.) The implications of

these policies fo_ Head Start, in terms of receiving vendor

status are discussed. For purposes of tnis analysis, the data

was review d in relation to the extent that EPSDT rei bursoment

policies impact on the ability of Head Start programs or their

providers to receive reimburse ent for services provided either

directly or indirectly, i.e., Medicaid reimburSing Head Start

or Medicaid paying for services required by the performance

standards.

Most states reimbursed at a fixed fee for the total scree ing

package, as in Missouri, Tennessee, Mississippi and Montana.

Tennessee provided additional remuneration for diagnostic vis
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while Missouri provided a fixed fee for lab tests and i -uniza-

tions. California, 0-egon and ssaohusetts reimbursed 'xed

fee for the health vi it and as essment, but, in addition, reim-

bu sed for the individual units of screening a-d additional tests.

In Mass chusetto pra titioncrs wore not reimbursed for immuniza-

t_Lon, tuberculin tests or vision screening,for these elements

were included in the fee of. $15 for the comprehensive visit.

However, other tests and procedures such as hematocrit, hearihg

test by audioçjcam, urinalysis, and all laboratory tests and op-

tional exams such as Denver Developmental, blood lead, sickle

cell, and puretone audiometer were reimbursed. New Jersey

reimbur ed specialists and generalists at different rates with

a comprehen ye fee and in additio- reiMbursed the practitioner

for certaLl ratory tests perfr d in the office. Since

biologicals ,,L.!re provided by the cal.., no reimbursement was

made for i unization.

The Ohio state plan provided no info_ ation on its reimbursement

policy. Texas claimed to pay actual costs through a contractual

arrangement with the state health department but details of such

arrangerrientr were not presented. Therefore, no information is

presented on the table for th--e states. Montana contracted

with the Department of Health and Environmental Sciences on a

capitation bbsis a d this agency in turn ubcontracted health

assessments at $10 child. Mil s restricted reimbursement for
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specific services--vision and hearing--for they were pr vided

by the Illinois Board of Health and rermblr-ement m s not granted

to anyother provider. In addition, some states restricted the

provi ion of some sorvi,es, for example, only reimbi_--ing for

sickle cell scree ing once In New JeIsey reimbursement was

provided for a microscopic urinanly,is but not for a 4-test

dipstick. Oregon required prior authorization Lor treatment of

dental conditions, psychotherapy and speech therapy.

The above findings suggest that when providers are reimbursed for

individual pr -edures, the children are more likely to receive

all services, some of which are ignored when --actioners are re-

imbursed for a package.

In terms of any future attempts by Head Start projects to receive

direct reimbursement, Head Start projects might not be able to

receive vendor -tatus unless' they could provide the entire

screening pack-ge, particu arly in those states which pay for

orly the entire screening package. Ho ever, in states that itemize

payment for specific serv c--, Head Start projects might possibly

be able to negotiate for payment of services they provide, such

as Denver Developmental screening tests, vision and hearing, tuber-

cular tet anL1 immunizations. In addition, many projects reported

performing various aspects of the screening package (for example,

TB test, growth assessment, medical history, vision, hearing tests,



developmental assessment, c ) for the practitione , possibly

Head Start could be reimbursed for services pr videG for providers.

Analysis of the plans sucrgests tha.L _:her restrictions and regula-

tions, such as prior thorization, might complicate or prevent

Head Start from F ximi7ing on the resources of EPSDT or obtain-

g third party imbursement for services rendered to their
eligible childre- during the progra- year.
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Concl sions on head ctarb ] i:forrnance Standards a d St t EPSOT
Plans

a. In general the performance standa ds and the state plans
cover the same basic provisions. However, there is a
st)bstantial non-conformity in the level of specificity
for such services. For example, although all states
provide for a basic physical examination, onlv_two status
recuire the exact same level rof detail as do the .rfom-

r = _

ance StaneardL4 and 3 of the states do not snecif- the
.

required immunizations.

Although treatment was provided under all pians
specification of the benefit pacJage was not un form,
and often was not presented in the state plans.
Head start requires treatment for all detected
problems. However, given the nature of Head Start
as a multi-disciplinary child development program
a high level of detail on the comnonents of the
treatment package was not expected. The EPSPT plans,
which are specifically concerned with child 'ealth,
tended to focus more Oil the provision of screening
services and did not itemize treatment; rather,
they promoted screening children through access to
the Medicaid program or treatment through the EPTIT
screening. This complicates the collaboration
cess for an agency such_as Head Start and nee:,L9S
a state by state analysis of treatment provisions

Dental services were generally defined in general
terms and categorized around preventive and
emergent/therapeutic services. Even in states
with detailed plans the dental services were not
well specifiea and the operational aspects of
the program were not fully presented.

The content of state EPSDT plans tended to focus on the
administrative aspects of the program (billing procedures,
eligibility requirements, fiscal arrangements) rather
than upon.support'services such as health education,
staff training, or coordination of community resources.
This pattern is reinforced by the reimbursement policies
which do not reimburse for such services,but rather
reimburse for specific medical or dental servdces.
Other conclusions in the area of support services are:



VII-'8

There is no unit em1 .ty in the maintenan_- of
records across ,;tatos. In addi.tim,. the data
collection and reporting systems required by
the states might not be comPatible with Head
Start's data needs.

The lack of provision for consumer participation
in the state plans is an example of the discrepancies
between the respective mandates of Head Start and
UPSDT agencies. Head Start insists on involving
program recipients in the planning and monitoring
of the program. Only one state, California,
makes provision for consumer involvement.

As reflected in the state plans,health education
activity is more directly tied into the outreach/
recruitment aspects, rather than an ongoing
program of health education activities.

c. Only five of the plans I1ientlon provision for lin age and
coordination with other community resources, and
this was presented in general terms. States did not
.resent formal,detailed plans or guidelines on how
coordination or linkage of Projects for efficient delivery
of services might be operationalized.

3. Policy_ _onsiderat o s on Head Start Perfornance Standards
and State/EPSDT P

a. The differing levels of specificity and precision in
defining the benefit packagee across state plans will
probably limit Head Start's ability to entrust provision
of roaired services to the EPSDT program, for the
programmatic concerns of each program differing. In
addition, there are differences across states in the
services mandated and the delivery modes employed.
This is.not surprising because the EPSDT plans do not
reflect national standards. In qenoral child heal=h
programs have no uniform or minimum enforceable
standards. Children who access'into the
health 0J11'erv system from various points recsive
dif:fcrnt types of services. A policy of minimum
11.iinal standards for all child health programs,
regardless of the point of acess,might be taken into
consideration.
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Child human service programs do not always provide
for consumer participation mechanisms to allow the
consumers a say in the planning and development of
services designed for their benefit. Study might be
undertaken to examine the importance and effect of
consumr involvement in child health programs.

c. A lack of provision for coordination and linkage
is evidenced in many of the state plans, and is
symptomatic of the limited development and explora-
tion of such arrerreements between MediCaid agencies
and provider and ,ser agencies in the respective states.

d. Policy analysis'might be undertaken to investigate ways
to bettcr impThment mechanisms for coordination and
linkage agencies serving similar target groups.

Con - on State EPSDT Plan tor Target States

a The states' definitions of service tended to provide
for those functions which are particular to the EPPfl'
program, i.e., early, periodi,;!, screening. Those
functions which are more traditional or universal:
provided by health and social service systems sue
Jiagnosis, treatment Eupportive services and ortre,:.
were generally not clearly defined by the states.

All states except Montana provided for follow-up
recordkeeping. In the majority--five of the states--
the EPSDT unit retained operational responsibility
for this function. Pour states delegated operational
responsibility tor followup recore.keeping to a govern-
mental agency other than the EPSDT unit, and one state
utilized the services of a private insurance company.
Eight states had computerized recordkeeping systems
and three, including Montana, maintained th ir data
manually.

*These conclusions are based on data from Table X, which is included
in Appendix A.
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TABLE X-A VTI-30

HEAD START PERFORMANCE
STANDARDS

Ma

A. / _,ALTH SERVICES

History

medical

N

3 1

dev1opmenta1

Screening

grow n assessment

vlsion !

hearing te -ing

homoglohin-hematocr

tuberculin

urinalysis

assess immunizationr;

Y CF

CF

Y R

Y R

CE

Y IL

Y CF

Y CF

Y OF

f appropriate)

sickle coil

lead poisoning

intestinal parasites

I.D. of speech problems

I.D. of leeds
. .

Physical Ex mination

a-- Ica

ear

skin

eyes

nose

thrOOL

heart

9roin

Completion

CF

TAPCIFT STATES

1

of Irmmunizatio

diptheria

pertussis

tetanus

CF

polio

measles

SEE NEXT PAGE FOR CODES

Cr

Y 7IF Y CF

CF

YCF f OF

Y F Y CP

YCF V CF

YCF Y CF

YCF Y CF

Y TF Y CF

Y F iTT

Y CF

Y 7F

y F

CF

CF

OF V CF

Y CF V CF

Y CF

OF

Y CF

CF

Y C

CF

:F

CF

3

Y CF

Y CF

Y RR Y

I NR y

Y R

YR
Y R

Y CF

Y

Y CF

CF

CF

CFI

Y CF

CF



TABLE X-A (Cont'd.)

HEAD START PERVORMANCE o

-STANDARDS

german measles

mumps

Nutritional Assessment

Nutritional Counseling/Education

N.J.

T ARCM s s

1 )

Md. Miss. Tenn.
. .

2 3 1 2 ] 1 .2

Y CF

CF

Ns

Dental Screening:

prophylaxis & oral hygiene educatiov

fluoride applicati,,--

Dental Treatment

restoration

pulp therapy

extractio

emergent serl.,ices for pal:I/infection

Medical Treatment Y NS

Annual Health Assessment

Mental Health Consult- (if necessary

B. SUPPORTIVE SERVICES

,P.11 EducatiOn

MaintainOd for EJAch (and

for parent's copy

Parent Consent

Parent/Consumer Involvement

Staff Examination

Staff Training/Orientation

Provision for Coordination a Linkage
Mffm.OW-

PA

Y NS

CU)ES

1 - Written provision for services. 2 - Reimbursement. 3 Ljmitations/Restrictions.

CF - part of comprehensive fee
II - if indicated
N - no provision

NR - not reimbursable

NS - aOt BOOci[iod
PA - periodic assessment
R reimbuttiable

- yes

*Procedur( Jrates for reimbulemAnr not specified in plan.
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'TABLE X-A (Coned.)
11- 3 2

I .:AD START PERFORMANCE
STANDARDS

A. HEALTH SERV10E S

'stor

medical

developmental

Screening

TARGET STATES

growt1- assessment

vision teSting

rin

homoglobi

titherenlin

urinaiysis

assess immunizations

t appropriate)

sickle cell

lead poisoning

intestinal

TeXas

1 3

Yl F

Mont.
I CaLif. Ore.

2 3 1 2 3 1

CP

CF

Y CF

CF717 CF

-2F Y P

:17 R_ v

Y

R

R-21?

72F_Y_

CP CF

spee ms

110. Of needs of

Physical Examintion

eat-

skin

eyes

nOse

throat

heart

the handicapped NS

LT

CF

CF

CF

CF

CF

-F

Y R

Y R

R

Y R

groin

Completion ci Incnunizat-

diptheria

petUssiS

tetanus

pOlie

measles

SEE NEXT PAGE FOR C_DES
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TABLE X-A

HEAD START P R 1.'ORMANCE TARGET STA

STANDARDS

,F.Inrman mcas1us

mumps

ritional Assessm

01- Mo. Mont. Ce_lif.

1 2 -3

_Ore

2

CF

Nutritional Conn

Dental Screenit .:

prophylaxis

fluoride appil

Dental Treatment

Y CF

- education

restoration

pulp therapy

extractions

Y CF CF

R

emergent services for pain. i

Medical Trentment

Annual Health Assessment

Mental Health Consult. (if necess

B. SUPPORTIVE SERVICES

th Education

Record Maintained F,rt. Each Chi_

pro:J0 n for c1 t s cop,

Parent Cunsent

Parent/Consumer Involvement

Staff Examination

Staff aining/Or

Provision

PA Pi

Y F

PA

1 - Written provision for services.

CF - part of comprehensive fee
II - if indicated
N - no provision

NR - not reimbursarie

CODES

7,19W

- Reimbursement. 3 - _Lintitatiois/RestrictiOns.

NS - not'specified
PA - periodic assessmnt

- reimbursable
' yes

*Procedures/rates for reimbursement d in plan.
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reet TABLE X-A (Cont'd )

HEAD STAkT BEkrOMAHCE
STA:;DARDS

HEALTH SERV1C/:-,

History

medical

developmental

eeni

growth assessm('ni

V(1-34

-

TOTALSFOR TARGET STATES

vision testing

iearing testing

hemeglolo_n-.1ematocrit

tuberculin

urinalysis

assess immunization

f appropriate)

sickle cell

lead poisoning

intestinal
-----
TD, of speech prohlew;

BY; 311

10Y:

5CF; 2R; INR

4CF 5R 1y_

7Y; 311
6y; 311

IaD. of needs Of the hlot
WWW,MM,

Physicai Examination

skin
eyes

CF; 5_c

2CF; 5R

2CF, IR

INS

throat

heart

groin

6CF

3CF

6CF

6CF

6CF

,5CF

3CF

Completion of Immunizatons

noria

-tussisi

tetanus

polio

easlos

SEE NEXT PAGE FOR CODES

SY CF; 2R

CF;

3CF; 2R

7? 3CF; 2R
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TABLE X-A (Comt.'d.)

HEAD START PRkroRMANCE
LiTANDAPD

german measles

mumps

Nutritional AssossmnL

'V11-'5

TOTALS F_ORTARGET STATES_

C-7:7177a Counling/Education

Dental Screening:

prophylaxis & oral hygiene educat'-

fluoride application

rwital Trr.atment
---

restorciLion

7

1NS

-CF,

2R

1CV; 1NSJ

lflF;

pulp thorapy

11Y

2Y

5Y

SY

4?

extractions

emergent services for pain/infectio

Medical Ti'eaLment

Annual ilealth Assessment

Mental. Health Consult. (if necessary

B. SUPPORTIVE SERVICE':

'Health EducEltion

1---((!ords Maintainod f(T EAch Uilj

provision for parol,t's copy

Confidentiality--
Parent Cement:

Parent/CuHsuMei: Involvment

(fl

Staff Training/Orientation

1 S 2R

4NS; 6R

Provision fcr CoordinaLion & Linkage
Ammwmwmooftma

1 Jritten provision for services.

CF part of comprehensive fee
]1 - if indicated
N - no provision

NR - not reimbursable

6

5?

CODES

- Reimbursement, 3 - Limitations Restrictions.

NS - not specified
PA - periodic asessment
R - reimbursable
? - yes

*procedur/ratc, for reimbursement nee specified in plan.
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B. STATE MEDICAIU PL?i PdiILd tR TARGET STATES

The written EPSDT state plans did not, in many instances, en-

co1,4?ass all aspects of the associated Medicaid plan d the

-ovisions under which the staLe Title XIx agency actu lly

operated specific EPSDT functions.

t_o state public welfarn agency retained or totally delegated the

management of all four fun-tions under review. Ileever, in

Misouri and Oregon, the state welfare agency retained'greater

responsibility for three out of four functions, and only partially

:-.1egated the management of supportive services. On the other hand,

the state public welfare agency in Illinois pa:tially delegated

all functions except fiscal, while the Massachusetts agency retai -d

administ -tio-1 but paLtially delegated all others Californi

however, tot=lly delegated all functions except fiscal, which it

partially i legated to another agency. In summary, the health

function was most frequ ntly "totally dele- ted"--eight out of 12

tcte public welfare agencies reviewed, or 67% overall---o pa ed

the other functions. This patteln is to be expected since the

manage -nt of the health fun_t on requires - ecial expert

health service de ivery.

C. in



Thu function most frequently reLAI.ued by the state public

wc1fare ucjeney, le-w1.ver, as fiscal management. Administration

and support services wurc partially delegated to a greater extent

other funciion;;. The diffusion of rusponsihility for man-

aging varie s functions pertling to IT:',DT =1.-; net surprisinu

given the history of The implementation of anvo Py the

states generally. Mare has boon a marked tendency for health-

related fuuctinuo to be performed by public health rather than

welfare agencies. However, many public welfare agencies have

retained responsibility for fiscal management because of Title XIX

requirements, but shared th operation of other administrat

and support services. Because of the relatively low freAluency with

which the taryeL state agencies retained the fiscal functi. , even

though it was most often cite_ as being retained, it might he

intrcsiling to determine the extent to which this pattern cor-

relates to the national trend.

This delegation of functions often underlies difficulties in Co-

ordination and poses problems to external entities,such as Head

Start, which attempt to gain access to or influence the system.

SRS permitted the states to define eligibility for fledicaid in

terms of either persons who are defined as categorically needy

" 8 0



cnly (roc finan p id Eor in part by federal

funds) or those who are, categorically aad m-dically needy (which

may include Lcrons with spe,ial nceds for assistance regard

health services beLrue of lower in- irenents for

xt riLldvo 1 11th care). iiysis of the tates EPSDT plans iidicated

that six statesNew Jerscy, Mississ as, Missouri,

1--provided 'qed caid, and therefore EPSDT ser ices nly

fo Lhose persons who wre categorically needy. .NassachusPtts,

Marylad, Tennessee, Illinois, Montana, a I Califorlia- on the

other hand, have more Aberal eligibility criteria for MAioaid

and ,include the medically n Information obtained in the on-

site visits indicated that these differe ces had an important

bear irig.

It ha impossible, to date, to obtain complete information

on the frequency with which -tates requirnd redetermination of

Medicaid eligibil ty. Redetermination is defined to mean personal

interaction of the clint with the responsible public agency in=

eluding presentati_n of supporting do-umentation required to con-

tinue nedicaid eligibility as oppos d to internal review of status,

etc., by the agency. According to available informat on, five

st-tus, Maryland, Mississippi, Illin-is, Tol<as, and Missoui

specify that eligibility determination is to be don' at 6-month

intervals. Since information is not available on the other seven

ates, no analy.i- of this dimension is provid d in this repo t.
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SRS latioa were explicit thi the state EPSDT use

as mny differ-1 : types of jrovtders as possible in the Inple-

mentation of -the EPSDT progr m. SkS also one-ur-ged efforts

Lo 1-- L 1; for Lhe

and L 1ro '-ro rnimLursement [or services they reader. Tho

state plans were reviewed to determine L-- ty -s of providers

deemed eligible for vendor sta us under Medicaid. All of the

-ariew; commu ity provirThrr;

rgot states deemed hospi als, private physicians den

and oth health practitioners to be eligible vendors. The

provisions for elig bility of other health practitioners varie

extensiv7.1, with categories such as chiropractors and optometrist-

being frequently in-luded. California, did, however, include 1

number of the more recently re ognized health practitioners within

its definitions of mligible vendor All states e:iicept flissouri

included public h,alth agencies, and Tennessee was the only state

to include private 'oluntarv clinics.

1_ general, most if not all, s--te EPSDT plans provided for tradi-

tional providers of m di al and health services to be eligible ven-

dors. There was a much lpwer freql2fna,_only, 59% of:the_states,

of lans whi-1 allowed communit agencies to achieve similar status.

_abil4ty of the communit- EPSDT acenc- to mo

382
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ive infor tion,
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t-eac: and scroenin program. ,,,:Qnvorsely, this situation may

impede Head Thart efforts to obtain reimbursement for services

it can providG more effectively. One alternative not e:iplicitly

identified by the table iJ joint vendor :itatus, which is provided

by :lissouri. in LhLs ease, a emxnunity ac,iency call bc a vendor in

concert with a !Aare traditional provider. Yho Springfield project

io scheduled to become a vondor under Lhi,J provision,ii concert

with a local, and ERipportive, physician.

o

383
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C. STATE °CAL EPSDT ORGANIZATI -LBILITY IN
TARGET STATES

Because of tdie

urju i.i r4aLic)n I i:e s n:J S LI i. L nd c ia Liu.

in the f5LILI' meaLicnot.1 tev ioisly, add L L tonal infori itic 1 via:3

collected during the site visi L in an Lemot to amplify theoe

materials. Infornotion was 5oltcitO1 from selected Head Start

projeots, oublic agencies, nd commun ty agencies-incl'.
providers of rvicacprdincj their knowledqe of and c:1Deriences

with the ongoing operation of EPSOT. Their com ents and insights

helped broad-n the picture of the organizational and operational

in infonnation and lack cf specir iLy

LOC LL)ci

aspe ts of the EPSDT general, ho ever, their knc

ledge was limited to theii expe iences. In addition, materials

pertai in to EPSIOT that had been distributed by state or local

agencies wore collected and revie ed.

Pxnalysas of Pin

In alalyz±ng the t p- of relationships that existed at the tate

i terageney level, we found that the _elationship was defined

throug.a a cort_tual agreement in 14 instances. Only one state,

llassachusetts, had an inf rmal agr-ement at this levelin this

instance between tho public welfare and health agency. In New

Jersey, the different state level a encies involved in EFSDT

were structured so that they were ultimately responsible to the

tate public welfare agr1cy, but functioned as semi-autonomous

units.
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In reviewing the 12 target sbaLs, we found thc most frequently

cited* parties to ilLeragency relationships to be the public

welfare and public health agencies (eight.out of twelve status).

The second most frequently cited iuteracjency relationship in-

volved the p_lic welfare agency and a private insurance carrier.

The frequency of welfare and health agency involvement is to

be expected because of the requirements Of Medicaid EPSDT. It

is of,particular interest, however, that at least 50,16 of the

target statcs--six out of twelvc--contracted with a non-gove

mental entity, namely, a private insurance carrier such as Blue

Cross, to be r-sponsible for the fiscal management of EPSDT.

The public welfare agency was most frequently cited (ten out of

28 times ) as having organlzational responsibility for specific

EPSDT functiox The 1.1xt_ most frequently cited agency was the

public health agency, eight out of twenty-eight times.

*It is assumed that the public welfare agency is a party to

,the contractieven where it is- not specifically cited, be-
cause of Title XIX requirements.

3



Tle medical function was

.VT-1 4]

fr-,Ljuently found to b, accomplished

thr ugh an interagency agreement, thirteen times as compared

to o-ce for isporba tion. The states usually chose health-type

units t

ith
unit .

comprehensive healt

for the

:usponsililo f- Lbc ruedical functic- e.g., public

ment, ota Lu health aucn y, or a medical assis tal -0

welfare agen xely aavo the res urces to provide

i services it is nOr sary for them to contract

of such serv

In examining state arid local governmeatal agency relationshi

we found that ten out of tw-nty-two relationships involved the

local welfare boarl. In seven stat s, however, the local board

was a decent alized unit of the state public welfare agency.

In such states, the local welfare h aril has considerable atite

and policies and procedure., niay v -y from locality to locality

consequent confusion for agencies and individuals having to in

act with them.

The fact that EP,SDT was pri

Y,

with

maintained as a -tate administered

progran %as reflected in the relati_nships between state and local

agencies. In thirte-- out ty-tvo such relationship- cited,

the r lationship involved an organizational unit that was part of

the s ate administrative system. In six instances, the unit w s

under local authority and the number of contracts needed and used

to define the relationship b--

drastical reduced:

-en s ate and local u its was

3 8 6
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Again, as in the case oE s LaLo inLeragency relatio ships, LI

medical IiuncLioiz was tound t- most frequently delegated

Lween state &nd ILoeii ncies---tA lve out of -1 lty-two

delegati

prinl -y fa tors

his nn t th cies wore the

level. A iarcjo degree of responsl

bility w,- also given Le LOC -] uniL for follo -up and rec d-

keepi sporLation, ahd notification of

public information.

igi le , including

2. Conclusions_ on S a Local_2L9aniational IThnjnsibiii

a The rasp_ sibility for EPSDT is diffu ed over
many agencies and levels of government. Although
the limits of the varioUs operational responsibilities
(where ono agency's responsibility ends and the other
begins) were hot specifically analyzed, it is apparent
that the operational aspects of Medicaid/EPSDT are
complicated. One agency certifies eligibles, another
finds providers, and another services, sometimes from
the state level and, in other cases, at the local leve_.
Identifying which agencies are responsible for various
aspects- of the program is often difficult since there
are few clear patterns across functions and activities.

Responsibility for support services seems to be v sted
in local governmental agencies. For instance in seven
states the local welfare board has responsibility f*r
follow-up. The site visits indicated that in many
areas, local welfare staff felt overextended with
their regular caseloads and the additional responsi-
bilities that EPSDT required made them feel even more
overextended.

3 7
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Ten Les made provision : for transportation,
pximar ly assigning it Le local welfare boards.
Information obtained in the site visits indicate
that. many EPSDT recipients have diCficulty even
in these states in securing EPSDT sponsored trans-
portation, although theoretically they are entitled
to this service. This example is only one of many
illustrating the difficulties that occur when
responsibilities are diffused among many units in
different ways. Moreover, the paucity of forma ized
relationships tends Lo frustrate the efforts of
-mmunity agencies such as Head Start to gain access

to and recognition by this system.

1. y ConsidcraLions On State/L c:_al_2s9apizational

Information on the operational aspects of EPSDT
should be provided to consumers and agencies (such
as Head Start) interested in making affective
use of these services.



D. PU V ROVISI

An important issue for

V11-46

ATTITO[H;S 5Y SELECTED PROJECTS

1 menttion of the E SOT program

was the extent to which £ircvidcrs of EPSDT sorviccs including

Head Start mgc could hiuvu vendor statu .

1 Analysis Firdings

It was found that nine out of

restrictions on the vendor status of providers of edicaid

target SLates placed

serv Only three states, Ohio, California, and Or gon,

inposed no such restri tions, although all.vendors cannot provi

all types of services. A- Table XIII indicates .(5ee Appendix A

sone states impose additi nal Te::frictions. for EPSDT services.

Ava lable inf _ma ion 1. ana yzed to determine whe

there were linitations which specifically restricted the avail-

ability of providers/vendors to supply sc

servic _ for children eligible f r EPSDT. There were proportion-

ally fewer restrictions on providers/vendors treating EPSDT chil-

dren. Only one state, Miss ipi, reportedly iniposes restrictions

on treatment vendors, whero.as four state --mississlppi, Tennessee, Illinoi !

and treat ent
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An important issue for

V11-46

VTITUDLS ZECTED JvcTs

l me nta tion of the EPSDT program

the extent to which providers of EPSDT sorvicos including

Head Start agencies, could love ve status.

1 Analysis Cf.

It was found tlat ni

restrictions

services. Only

inposed no such

all types of s-

out of twelve of

the vendor

three

restr

-ices .

tates

u$ of provid

Ohio Californi

tions, although all.vendo

As Talile XIII indicates

SLates placed

Medicaid

d Oregon,

nnot provide

Appendix A),

tates impose additiona1 restrictions. for EPSDT services.

Available information

there were limitations

al0 analyzed to determine whether

which specifically restricted the avail-

abilit:x of providers/vendors to supply screening and treatment

ser ices f

ally fewer restrictio

dren. Only one state,

on treat' ent -e dors, where

hildren eligible for EPSDT. There were proportion-

on providers/vendors treating EPSDT ehil-

pp ,
reportedly inposes restrietio s

ur totes--Mississippi, T- -nessee, IllInois
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a d Texas--place restricti on ..!ndors of screening servi

In Maryland, thor were no legal restrictions as to v ndors

screening EPSDT objidren. Many physicians have refused to

c mplete cial set of EPSDT forms required by the state

ause they conidL.r them ,u duplication of effort; thus they

are not considered EPSDT providers. however, since Maryland

made prov sion foi preventive screning under its M dicaid p

providers are performing screening services comparable to EPSDT,

although these services are not recorded as such. In Illin

ere there were restrictions, physicians not only found the f-- ms

t- be unacceptable but aLso disliked the bureaucratization o

governmentally-funded medical services.

Three states reguired that providers complete an EPSDT parti-

cipation

tw.../ of the e states

screen or treat eligible children. In

and Illinois, this iolicy

cable only to clinics. Vwo states had a pr fer -ce for ag s--

again for cli

A number of states,

d two had no such regu ation.

provided for accountability measures

regarding reimbursement procedures. Eleven of the twelve target

states required separate billing on reporting forms for EPSOT.

The rate system for reimbursement, however, allowed for much

flexibility. For instance, only one state, lassachusetts, had

a fixed fee for general gedi aid services, and four target states

Pe Lted phy s eir usual or custo

390

ry



V1--48

Tie L ive select- project:J v..ero asked their per-eptio-q

t provi,der attitiad zi toward E'- T r atos and prac tiees. Sn

assessing the attitudes of public provi

only twelve o t of the twos ty-fivo pro

eases,.

or Were

projects tound

of 1PSYP servi

rospinded

viders %gore no- iisa by the projects

eluded under the state plan. Five of these 12

-blie providers to be either pesitive or e

tive in ther attitudes. Four projects indicated that there wore

no services avilable fron tho p uic sector.

There was a mti011 higher response egar i-g the attitu

of p.ivate provid vith t;enttwo out of twenty-five selec -d

pr ect, provici ng infoation in this area. Moreover, maiy

pr

the

crilod in dQtail their perceptions of providers from

sco2ter. all, Eort respo ses were recorded.

By and large, tne proj ots percieved the private providers as

negative in their attitude toward t:PSDT. For instance, nine

project. _d that the rates were Lola ce- able to the p. vate

sector aria eight cited the forms as a sour-- of contention,

1,1391
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seven projects indicated th.at tho private providers With whom

they had contact refused k were reluctant to serve Medicaid_

patients . Only three pro je ts round private provider s to be

positive or cooperative Lii their attitude. Of irterest, though
is the fact that only one p)xoject felt that the rivate provider s

we e uncooperative and fo-ur stated that the providers ir their
area were opposed to the state policy.

Comments from the e1ecte d projects reflected prcvidex opposition

to specific aspects DE the EPSDT pr- gram (rates, forms, service

de itions). The overall pattern bias one of general resistance

to EPSIDT and to Med oaid. 'The role played by the state or local
rdeclicaid/EPSDT agency in ov rooming attitudinal barriers on the'

part of providers frQrn the private sector is unc leer . s

no question, h.oweverr that such barriers severely impact on the
availability amd accessibility of EPSDT services for children

eligible for this pr

The sele

less cri
of EPSDP

-ted pxojects Ohio az d Texas were nifo

ical ef the atti tudes of public and private providers
services. rurtfter analysis needed to determine wh

the pattern of EPSOT service delivery in these tliree states
more effective ti-ian that in. the other target states.



E. SELECTTD PROJECTS' REL1TDNS WITH STATE AND LOCAL MEDICAID/
EPSDT AGENCIES

The guidelines for the Head Star_ EPSDT Collaborative Effort ex-

plicitly called for Head Start to establish relationships with

state and local Medicaid/EPSDT agenc es in order to inplement

the demonstration effort.

1. Amaly_sis of_Findings

There was wide variation in the degree to which selected projects

had initiated relationsh ps -ith a state as opposed to a .local

Medicaid/EPSDT agen y.

The findings indicatej that the He-d Start program was usually

respo_-ible for init_a ing the relationship with the Medicaid/

EPSDT agency. In about half (59) of the selected projects, the

relati nships established with the loc 1 Medicaid/EPSDT agency

had beer initiated by the Head Start project alone. Co ever,

the health lia son specialist or the local Medicaid/EPSDT agency

did share the responsibility -ith the project for initiating the

reLatiorship in other cases.



V

There were several factors which nay have contri uted to the

narked difference in the natur- and approach to relationships

that Head Start projects developed with the state as compared

to the local Medieaid/EPSDT agency. First of all, if

the Uead Start project perceived that maximum utilization -f

Bedicaid resou. rces wa- a means of increasing the range of ser-

vices available, the project may have pursued this objective

by initiating contact with_the most readily accessible Medica d/

EPSDT agency. The project would be most likely to contact a

local unit rather than searching for the unit through which

policy changes could be negotiated. Moreover, many state agencies

which were responsible for the Med id/EPSDT program either had

decentralized program operations or had delegated part of all

of the program functions to another agency at the local level.

In either event, however, the responsibility for making policy

and setting MedicaidJEPSDT standards was.usually retained at the

centralized Lev 1. Therefore, the type of agreement to be estab-

lished between the local Medicaid/EPSDT agency and the Flead Start

program regarding the delivery of s xvices could be, at beet,

only informal with little impact upon the institutional arrang

nents for the delivery of Medicaid/EPSDT services. In order for

institutigagl_ghslEges to c2.2mILL, there would have had to be involve -

nent or approval of the state unit with ultimate_responsibility

for_the Medicaid/EPSDT program.

394
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nsc Relationship with State Local -dicaid/

a. The data indicate that there was an overall inability on
the part of the Read Start program to be fully inte-
grated into the delivery systen of Nedioaid/EPSDT
services at the state or local level. NO Project re-
ported that it was able to. bereimbursed for either a
limited or full range of the EPSDT related services

it may have provided, and only the project in
Eugene, Ore., achieved vendor status under the state

Medicaid/EPSDT program

b. The Head Start/EPSDT Collaborative Effort had minimal,

if any, impact upon the institutional arrangements of

state Medicaid/EPSDT programs. It is highly unlikely

that an individual Head Start project would have the

power or influence to effect institutional change
in the bureaucratic organization of state Medicaid/

EPSDT services without external support from higher

levels of government.

Polc. Consideration on Relationshi -ith State/Local

Major responsibility for establishing Head Start

as an integral part of the delivery system for
Medicaid/EPSDT services, therefore, would appear

to reside at the tederal level. SRS, for instance,

could review the utilization of Head Start in providing
certain specific services rendered where appropriate.
Moreover, as a demonstration effort, OCD regional
personnel, particularly the health liaison specialists,
could be moreactively involved in initiating and
following through on contacts to insure that formalined
relationships between-the Read Start projact and the
appropriate state or local Medicadd/EPSDT agency are
established and maintained.



VIII. TYPES AND ADEOLJACY OF TECUNICAL ASSISTA CE FOR SELECTED
PROJECTS

In asses_ ng the adequacy of technical assistance received from

various sources, 56% (14 out of 25) of the selected pr-jects

found that help given by the health liaison specialist -as

nore useful than that available fro_ state c)x. local Me i aid/

EPSDT agencies. Five of the projects also indicated that the

technical assistance from the public agencies was equally

sufficient.

The state Medicaid/EP DT agency was more frequen ly cited than

other agencies as not having provid d any technical assistance,

and one project, Toms River, N. J., stated that it had not re-

ceived assistance from any sou- e.

The selected projects were also asked about t specific type of

technical as istance they had received and the source. The type

of technical assistance assume d to be available ranged from meeting

Lnformation and communicati n needs to improving program and admin-

istrative functioning. Moreover, it was expected that the

health liaison specialist would be pri arily involved in serving

Informational/communicative functions a d the state or local

agency would be primarily responsible for assisting in those

areas which required specific program expertise.
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The most frequent type of technical assistance provided was in

the form of workshops and informatio_ provision; fourteen proj-

ect7 -:eported that they bad received technical assistance in

improving their relationship with the EPSDT agency. It should

be noted that.in one proj:-t--E1 Centro, California--SRS was

the source of assistance. At the other extreme, no project had

recei-ed any assistance an improving its fiscal arrangements

and only six had received any help in improving their supportive

services.

The health liaison spe ialist was most frequent_y cited as the

source of technical assistance. The major type of technical

assistance provided by the health liaison specialist was through

workshops and information provision. The health liaison special-

ists were relatively active in improving relationships with the

EPSDT age_ cy.

The minimal amount'of technical assistance provided by various

sources beyond workshops and information strongly suggests the

reason why Head Start programs failed to change institutional

arrangements in their relationship with EPSDT agencies.

397
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A substantlal proportion ( 4 ) of the selected project- found the

h alth liaison specialist to be sufficient providing techni al

a-sistance. Yet, the major type of assistance provided by the

specialist was at the inf rm-tional level. This attitude -ay heo7

reflected a hesitancy to criti ize the specialist. It may also be

attributable to the fact that either the Head Start programs-had

very little understa_ding of the objectives of the collaborative

effort particulalqy regarding their r les; or there was a lack

awar-ness about the technical assistance that could be obtained

from the health liaison specialist or other sources.

Of equal significance w-s he minimal role played by the state and

local Medicaid/EPSDT in p_ viding technical assi tance. Most,

state plans specifically called for technical assistance activity

by the EPSDT agency ranging fro: improving outreach and supportive

services to enhancing the capacity of providers to deliver hard

services. It is conceivable that the state and local EPSOT

agenci_ did not appreciate the role to be played by Head Start

programs in the Medicaidin3SDT program and therefore exercised

little initiative in offering technical assistance.

As part of the evaluative s udy, the evaluation staff sought

identify the technical a tanco needs of the selected projects

during the on-site visits. This aspect of the site visits was

not -pecifically addressed as such with the pr jects, and the



VIII-4

assessments represent the judgment of the staff as to the overall

operation of the collaborative effort and the information needs of

the projects as viewed by responses to specific questi ns, famil-

iarity with the EPSDT objectives, and observations of _he various

procedures set up to implement the effort.

Twenty out of 25 projects were found to need worksiiops and in-

formation. Of these 20 projects, 19 stated that they iiad received

this type of technical assistance, which suggests that there was

need for additio al help. Of even greater 4ignificance was the

fact that 11 of the 20 stated that the workshop and information

had been provided by the health liaison specialist. Further, they

had found the specialist to be sufficient. One may conclude,

therefore, that the projects had low expectatio _s for the conduct

of the workshops a-d provision of information.

The evaluation staff also found that a large majority, 21 out of

5 selected projects, needed technical assistance in improving

their planning and administration, and an even greater number needed

help in improving their supportive services.

Conclusions on Types and Adeguac of Technical Assistance

a. Head Start projects indicated that the technical
assistance which they received for implementing
the EPSDT effort tended to be less than adequAte.
To the degree that any source was helpful, the
health liaison specialist was more frequently cited.
State Medicaid/EPSDT agencies, on the other hand,

were usually no source of technical assistance at
all.

9 9
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The most frequent type of tchriical assistance pro-
vided was in the form of worRshop and information
provision. _No project, however, received assistance
in making fiscal arrangements and few indicated that
they had been assisted in implementing other adminis-
trative procedures.

Policy Considerations on T es and Ade uac of Technical
Assistance

OCD might initiate a specific program_of training
and technical assistance to enable all Head Start
programs to carry out the EPSDT Collaborative
effort more effectively. Adninistration and plan-
ning, as well as the development of coordinative
linkages with state EPSDT agencies, would be areas
of conoentration.

b. The role of the health liaison specialist might
be more clearly defined in regard to its ongoing
technical assistance function atd as a liaison
between the Head Start projects and the state
EPSDT agencies.

409



. COST/REVENUE IMPACT OF THE uEAD START/EPSDT COLLAI3OPIVE
EFFORT

Introduction

A major task for the evaluation of the Head Start EPSDT oliaborative

Effort was to assess the cost impact of the program on the partici-

pating demonstration projects. Attention was also to be gi to

the quantifiable outcomes of the collaboration regarding reimburse-

ment revenues and the particular revenue sources obtained by the

various projects to support the effort well as the assessed-

value of services received by the participating groups (selected

projects only) . The foll wing tables therefore, analyze inf a-

tion germane -L.-

progra

co-t/revenue aspects of the demonstrat

Table XVII - Revene Sources Used to Support the
Head tart/EPSDT Collaborative Effort

Table XVIII - Head Start/EPSDT Expenditures by Scarce

Table NIX - Head Start/EPSDT Expenditures Re: Direct
Supportive and Administrative Costs; Cost Per C 'ld

Table XX - Medicaid Involvw4it in the Payment
EPSDT Services for Medicaid Certified Participants.



IX-2

The instriirnents used to collect ta presented in the above

tables were the ilead Start/EPSDT Income Sources Form, the Head

-are Encounter Form.Start_ EPSDT _Expenditure Form and the Hea

The r7s-onse rate of the demonstration projects to the afo_

mentioned instruments was relatively low. As of this report,

total of 46 (23%) -f the 198 participating projects submitted

the Income Sources Form. Eight of these pxojects ere lected

projects. Even f wer projects responded to the Expenditure Form.

Only 45 pr 3 cts (21%) of all the projects fo arded information

via this instrument. Of these projects, five we e selected p ojects,

Repeated efforts were made during the course of the evaluation

btain the requisite information. In each instance, those

jects net responding were co ta t d and requested encouraged

to complete and return the forms as soon aS possible. The projects

were advised of the import nce of their reapon,e relative to the

validity of the evaluation study. These effor s, however, had

material imp ct on the response rate. IL should be noted that

completion of these forms came at the end of the year. It was,

therefore not possible to persi t in seeld, g this information

since man' projects were closed, and staff was not available.
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The primary reason for the

been the lack of c operation the health coordinators rec ived

frcm the fiscal officer* of the program. Without assistance

from this -t ff person, many health coordinators felt at a loss

to -ttempt completion of the forms themselves. Moreover, many

p: ects did not understand the information being requested and

failed to inquire. Nonethele$s because of the low response rate

p nse rate m y have

to both forms, any definiti statements

tables al=2_9nly_relati

Speculation as to tho revcnUc-/cot impact of the co:

can only be advanced concerning the balance of p

porting.

-Jin. the daea

reporting.

horative ef' rt

jects not re-

It should fur her be noted that the information reported by these

projects was not sub ect to aUdit and, therefore, was taken at

face value.

indivzdu l was designa d_r sponsibility to assls
the health coordinator in c orcp1eting the Income Sources Form
and the Expenditure Form.
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REVENUE SOtJRCEB
SUPPORT THE . OL

TNINED BY THE DEMONSTRATION PROJECTS TO
ORA7IVE EFFORA

A profile of revenue sources obtained by the various demonstrati n

projects to support the Head Start/EPSDT Effort i- provided in

Table XVII. Inorxnation was taken fro- the Income Sources Fo

and arrayed by region, state, and program to indicate the extent

to which each gion, state ald program made maximum use of all

aVailable resources regar1ing the implementation of ad Start/

EPSDT.

This t-ble outlines six possible sources of revenue t at may have

been used by the demonstration projecti in support of the collabora-

t ve effort. These

-n - amount of monies received/
earned through federal, state and local gran--
in connection with the Head-Start/EPSDT
Collatorative Effort .

Third Party Psyors - amount of monies received/
earned through tna d-party payors such as Medi-
caid Title XIX) and other purchase of service
agreements that have been reached.

Direct aient Painerits - amount of dollars
received earned tInough direct payments made by
families on behalf of children,participating in the
collaborative effort.
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cash ibu amount of unearned income from
y contributions, e.g., foundations, endow-

s, etc.

Donated Services and Materials - the assessed value of
in-hind support from non-cash donations, e.g., volunteer
personnel servi es, materials and other contributions
of a non-cash nature which are incremental to program
services

Othe ue - amount of any other revenue from income--
earning efforts such as sales, interest, etc.--not
previously Listed.

As a point of r ference, none of the 198 demonstration pr jec parti-

cipating in. the He d tart/EPSDT Collaborative Evaluation (with the

exception,of Eugene, Oreg -) had reached agreements with state/local

Medicaid agencies for direct third-party reambuxsement. This,

4/ever, was not a priority objective -f the first year effort. It

is anti ipated th_t the sec nd year evaluation will _lace more

emphasis on the demonstration projects securing direct third party

monie- throujh purchase :f service agreements with state/loCal.

agencies. Thus, nonies in rab1 <VtI as Title XIX/Medioaid

did not const1t4te vemi status* -n belialf of the project. Rathert

data from this tabLe repre ented the projects' estimate of Title XIX monieE

obt-ined by health providers for services rendered to Medicaid eligible

children (ci the respeQtive projects) participating in the'collabora-

tive effort.

*Ven reco- ized as a prcvidec of health servic
(for which TLtle KIX monies can be received) by the state
Medicaid ageacy.
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Cash Contribution amount of unernec1 income from
voluntary contributions, e.g., foundations, endow-
men s, etc.

Donated Services and Materials - the assessed value of
in-hind support from non-cash donations, e.g., volunteer
personnel servi es, materials and other contributions
of a non-cash nature which are in remental to program
services

Othe- Revenue amount of any other revenue from income---
earning efforts such as sales, interest, etc.--not
previously li5ted.

As a point of r ference, none of tile 198 demonstratio:_ pr jects parti-

cipating in. the He d tart/EPSDT Collaborative Evalu tion (with the

exception,of Eugene, Oreg -) had reached agreements with state/local

Medicaid agencies for direct third-party mbuxsement. This,

er, was not a priority objective of the first year effort. It

is anticipated th_t th- sec nd year evaluation will _lace more

emphasis on the demonstration projects securing direct third party

monies throujh purchase :f service agreements with state/loCal.

agencies. Thus, monie in rab1 <VtI as Title XIX/Medioaid

did not const1t4te vend st-tu on belialf of the project. Rather,

data from this tabLe repre eat d t e projects' estimate of Title XIX monies..

obtained by health providers for services rendered to Medicaid eligible

children (ci the respeQtive projects) particit ting in the'collabora-

tive effort.

Ven recognized as a prcvidec of health services
(for which Title KIX monies can be received) by the state/local
Medicaid a eacy.
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I:t

Analys L Findings

Table XVII shoW9 that al ove -helming majority of the demonstration

projects reporting were very much dependent upon the supplerrvnital

grant provided by the fodral government for SuppOrt of the Head

Start/EPSDT effort. Project jrant- ranrjed from ?500 to $16,500

as rep -ted by Jackson County Child Development Centers of M dford,

Oregon and Prairie Opportunity, I c. of Starkville, Mib_issippi

speetively. Monies generated through other soure,s ere minima-

by comparison and in some categories no monies were reported at all.

It appears tha± there was no direct relationship between the

number of children enrolled and/or participating in the Head Star /

EPSDT Collaboration, by pro ect, and the amount of monies allocated

by proj _t, for the implementation of the collaborative effort.

For example, the South Middlesex Opportunity Cou eil of Farmingham,

Massachusett,' indi ated it planned to serve 250 children for which

it received $10,000 in sup- lemental monies. In contrast, the

Paterson Task Force for Community Action of Patc son, flew Jersey only

received $8 000 from the federal govern ent -ith a planned population

of over 5,000 to be served. Thus the rationale for th distribution

of supplemental funds was not clearly discernible.
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HEAD START EPSDT COLLABORATIVE EFFORT
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VEUE SOURCF3 USED TO SUPPORT TEE

HEAD START/EPSDT 'COLLABORATIVE EFFORT

Table XVII (Cont'd)
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:TVMJ17, .AJ2(7 UM 70 rUPPCRT THE

OLLnOPLAT7V EFFORT

Table XVII (Coned)
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IX-12

REVUE SOURCES USED TO SUPPORT THE

rT/17,PSDT MELAPATIVE EFFORT
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Table XVII (Cont'd)

IX-13

REVENUE bOURCES USED TO SUPPORT THE

HEAD START/EPSDI, COLLABORATIVE EFFORT
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A total of $586,188 was obtained/generated for the collaborative

effort among the 46 projects reporting. Exhibit V illustrates

the percentage distribution of this amount between the respective

revenue categories. The distribution shows that federal funds

(supplemental grant) -of $431,798 far out-distanced the other cate-

gories as the major contributor to the Head Start/EPSDT effort

and accounted for 73.7% of all monies generated. In addition,

monies generated through Medicaid/Title XIX ($61,925/10.6% of total)

and Donated Services and materials ($55,094/9.4- -f total) combined

to represent 20% of the total funds available to support the

collaborative effort. These categories, together, became the

second largest supporter of the collaboration. Exhibit V also

indicates that very few dollars were provided th ough state and

local governments, cash colt ibutions, etc.

The data supports, as previously indicated, a streng reliability

the supplemental grant for maintelance of the demonstration

program. Table XVII shows that eleven (24%) of the 46 projects

reporting rely solely on supplemental grant dollars for support.

'These programs are identified in the table by an asterisk

placed next to their names. Analysis also reveals , _odest dependence

on Donated Services and Materials. It is interesting to note

that five projects indicated financial supp rt in this area,

ranging from 20rt to 36% of the total of all monies received.

Reference Exhibit VI.
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EXHIBIT V

PERCENTAGE ALLOCATION OF MONIES RECEIVED I
SUPPORT OF COLLABORATIVE EFFORT

CATEGORY AMOUNT

Federal Government $ 431,798

State Government 6,886

Local Government 1,887

Medicaid (Title XIX)

Other

Direct Patient Payments

Cash Contributions:

Foundation

Endowments

private

5

73.7

1.2

.3

10.6

,725 3.2

530

F

-0-

-0-

25

Donated Services and Materials:

Services'

Materials

Other

370

7,724

9 318

Totals $ 586,188,

* Other monies obtained through third party Sources.

Other income earning efforts in suppo-t of the collabor-
ative effort such as sales, interest, etc. not previously
recorded.
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EXHIBIT VI

COMPARISON OF FINANCIAL SUPPORT

Head Start/EPSDT
Project

Total All Monies
Received In SupPort
of Effort

Total Monies
Received-Donated
Services & Materials

Percentage
Relation-

shi

0
South Middlesex
Opportunity Council

Framingham, Massachusetts 32,500 12,000 36%

Thames Valley Council
ewitt City, Connecticut 14,000 4,000 28%

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

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 Services and Materials. These amounts, however, were

not significantly large and wou d not greatly i pact on support

of the collaborative effort.

What is obvious from the data is that few projects had financial

commitments from sources other than the federal, state, and local

governments. Contributions from the private sector (foundations,

endowments, individuals, etc.) were simply non-existent. This,

however, is not surprising as most programs were not engaged

'in a community-wide effort to solicit money from private sources
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to support the Head Start/EPSDT pr-g- am. 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 among the regions

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

Form was also experienced in this region with 50% (10'out of 20)

f the programs submitting.the requisite information. This, of

course, contributes significantly toward the amount indicated and

suggests that other regions may have fared as well or better

depending upon their response rates. Region III, on the other

hand, reported obtaini g $775--the least among the regions and

IMPD programs. The response rate in this region was very poor

with only one of the ten affiliate projects reporting. Again,

the poor response rate is directly attributable to the minimal

amount reported. The variations in responses among the regions,

therefore, preclude making objective comparisons regarding the

amount of monies received.
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Conclusions on.Revenue Sources jbtained t- Support the

Collaborative Effert

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

To a very large e'tent, most of the demonstration
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 showne immediate alternative method
of financing.

C. Despite the reliance by the demonstration projects on
the supplemental 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 informatiomwere available
on the balance of projects not reporting, it would
have little influence on the above conclusions
reached, particularly regarding the diStribution of
the supplemental grant monies and dependence on same
for support of the collaborative effort.
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Policy_Considerations on Revcnue Sources Obtained to Support
The Collaborative Effort

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

b. Programs could be encouraged to begin soliciting
sources other than the supplemental grant for support
of the collaborative effort. Suggestions 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.

where provider recognition is not possible,
programs may be encouraged to reach agreements
with local health providers (which are recipient
of third party revenues) to share in any monies
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, ilyls ability to pay .

solicitation at the loal community level to
attract monies from the private sector, e.g.,
sponsorships, contributions, loans, -tc.
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B. SO RCE OF EXPENDITURE FOR HEAD START/EPSDT COLLABORATIVE
EFFORT(TABLES 'Will AND :J=)

The expenditure form was used to collect information on the amount

of monies expended by the demonstration projects in support of

the collaboration effort. The form was also designed to assess

the per child cost of screening and treatment and related suppor-

tive and administrative services. Information reported was for

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

There was wide disparity in reporting among the demonstration

projects regarding the expenditure form as compared to its counter-

part--the income form. It appears that most projects did not

understand that the amount of monies reported as available for

the collaborative effort (reference. Table XVII) was directly

related to the amount of monies that could be expended on the

effort. In fact, many projects reported _ore monies expended

than were actually available.

Because o_ the lack of data and, in some instances, its unrelia-

bility, it was .ylot po 'ible to uhdertake the kind of analysis

anticipated. Therefore, no conclusions can be drawn relative to

the cost impact of the Head Start/EPSDT Collaborative Effort for

the universe of 198 projects. However, for those proje.cts re-

porting, the available data on the dispersion of these costs are

Summarized in Tables XVIII and XIX. Conclusions and recommenda -

tions.as to the findings also follow, but are limited to the

universe of projects reporting.

427



IX-21

Infor ation.by region, state and pro ect concerning the source

of expenditure for the collaborative effort, e.g., Head Start/

EPSDT ( upplemental grant), cash contributions, in-kind contri-

bution, etc., is presented in Table XVIII. The table further

summarizes the total amount of e penditure _ om all sources for

each region, state and project.

Monies expended by the demonstration projects on the collaborative

effort (including EPSDT payments to providers, as esti_ ated by

the projects) are categorized into three major groupings in

Table XIX:

Direct Costs

Supportive C st

Administrative Costs

This table further provides the per child cost of EPSDT services,

by dividing the universe of children served into the to -al cost

of all services rend-:ed.
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Definition of Ter s

Direct Costs refers to those costs which are directly attributable

to services rendered .to children and their families a --i a in

in the Head Start EPSDT prp5ram, e.g., wages paid to sta

sonnel directly involved in administering medical-services cost

of supplies (prostheties, pharmaceuticals, etc.) used in the

course of rendering health services, etc.

Supportive Cos s refers to those costs which are necessary to

ensure quality and ongoing services to children and their

families e.g. , wagf_a_psons who are not directly

involved in EPSDT medical treatment, but who perform functions

which induce better or continuing patient services, such as

outr ach EPSDT staff training, etc. The cost of providing

transportation to and from the clinic setting would also be

germane to this category.

Administrative Costs refers to those costs which support overall

Head Start/EPSDT operations, b t which are not associated with

direct medical services to the collahoration_part1ci2211t,

e.g., wages paid to Head Start/EPSDT administrative staff, cost

of transportation, materials, etc., which are attribritable to

EPSDT administrative functions.
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Projects reported that they spent a total of $656,383 on the

collaborative effort. As expected, the majority of thee

monies, $496,087 06% came from the Head Start/EPSDT supple-

mental grant Other federal dollars in the amount of $68,591*

paid for 10% of health and related EPSDT services provided to

children, thus representing the second largest expenditure source

in support of the collaboration. Contributions from other sources

were significantly less. Exhibit VII provides data on the amount

of contribution by expenditure source and its distribu ion as a

percentage of the total.

I terestingly, EPSDT Medicaid -a_ rarely a source of funds used re-

garding health serviceS to all Head Start/EPSDT participants. Figures

show that only 6%, $41,858, was used for health and related services

from this source. This may have been a result of under-reporting by

the projects. However, Medicaid's participation as a funding source

increases relative to Medicaid payments for services rendered to

Medicaid c- tified children--both Head Start and non-Head Start. This

will be explained in next section. For exa ple, projects report

*This amount appears unusually high,and may be the result of mis-

interpretation. That is, some programs may have inadvertently
reported expenditures from the supplemental grant under the
"Federal" category as opposed to the "Head 'Start/EPSDT" expendi-

.-ture category.
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EXHIBIT VII

SOURCE OF EXPENDITURES FOR HEAD START/
EPSDT COLLABORATIVE EFFORT

Ex.enditure Source

Head Start/EPSDT

Non-Cash In-Kind
Contributions

Cash Contributions

Federal (Other than
Supplemental Grant

State

Local

EPSDT/Medicaid

Other

TOTAL

Con fbutfon
Amount By Source

$496,087 76%

32 062

69

68,591 10%

5,743 1%

4,529 1%

41,858 6%

7,445 1%

$656,384 1.00%

NOTE: Information is based on a total of 45 projects reporting,
which represents 23% of the 198 projects participating
in the Collaborative Effort.
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SOURCE OF EXPENDITURE POP. HEAD START/EP
COLLABORATIVE EFFORT

Table XVIII

Head Start,
EM:liDT Ex-

penditures

Non-cash
In-kind
contri-

buttons

Cash
,

contri-

butions

Federal StatoProjeeLs by PoilIon/State

REGION T

Massachusetts:
Glotio:tstc,:. ' 11,325

._

Pittsfield 19,322
-

Greenfield 2,046 319
v......0.--.....1.A.

Total $ 32,693 , 319 $ 40

__ ______ --------- ----
Vermont:

Newport $ 10,150

Winooski 10,000 .,--------
,

__

Total , 20,150

Connecticut:
Danielson S 0,684 $ 141 $ 13,661

dewett City 0,886 $ 4,000

Total $ 10,570 4,141 13,661

Regional Totals y 72,413 $4,460 40 5 13,661

REGION II

-At-1

New York:
3 Watert n 8,102 $ 1,135



Table XVIii

ProjQW:, by Ngioll tar2

HUM I

MassachgettS:

GIOUCI-2.5tC!:'

rithfield

Guonfield

Total

Vermont:

Newport

WinooSd

Total

Conflectiolt:

Danielgon

SION, OF EXPENDITURE FOR TAD STAR/EPSDT

COLLABORATIVE MORT

Non-ca'A

Head Start: in-ktod

EP5DT F,x-

penditure5 .bWoon

Can

coari- Podoral

butions

State 'peal

EPSDT

Vicaid

Title Xn

Total

HS/EPSDT

Expend.

From All

sourcos

$ 11,325

19,322 40

2,046 $ 319

$ 32,693 5 319 $ 40

$ 190 $ 1,131

$ 190 $ 1,131

11,325

19,362

3,746

$ 34,41

$ 10,150

10,000

$ 20,150

$ 10,150

10,000

$ 20 150

Jewett City

Total

Regional Totals

REGION 11

$ 9,684 $ 141 $ 13,661

9,06 $ 4,000

$ 19,570 4,141 13,661

$ 72,413 4,460 40 13,661

$ 2,146 $ 25,6 2

$ 8,102 $ 1,135



SOURCE OF EXPENDITURE FOR HEAD START/EPSDT

COLLABORATIVE EFFORT

Table XVIII (Cont'd)

Non-cash

Head Start In-kind Cash EPSDT

Prot hy Kogion/state EMT EN- oOntri- contri- Federal State Local Medicaid

penditures hutions bution5 Title XIX

REGION II (CONT)

Hew Jersey;

Orange

_pgional Totals

REGION III

Nary]and:

salisburg

Vest Virginia:

Roanoke

Regional Totals

5,278

$13,330

$10,000

$ 5,567

$15,567

REGI0N IV

Mississ pi:

Starkeville $ 8,240

Yazoo 12,300

1,135

225

225

$ 5,649

somukamitil.W.

Total $20,540

Tennessee:

Kingston

Alabana

Anniston $ 7,976

24

$ 5,649

5'

50

800

191

$ 3,991

334 120 715

Total

HSOSIR

ENpend.

Other From All

Sources

$10,7'75

$ 5,567

16 42

12,040

,21,520

,560

$ 8,063

_

$ 7,976

435
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SOURCE OF EXPENDITURE FOR HEAD START/EISDT

COLLABORATIVE EFFORT

Tabln XVIII (Cont'd)

Pl=ojINA by R(!qion/Stilte

Dad Start

MUT Ex-

pendituru

Non-cm',1

In-kind

contri-

butions

Cash

contri-

butions

Federal State Lflcal

,

EMT

Modicaid

Title XIX

___...-...-.....----

Othor

Total

USAPSDT

Expend,

From All

Sources

$ 13,239

REGION IV (CONT.)

Georgia:

Monticello

Gainesville

Total

$ 100252
........,

130000

$ 23,252

$ 16,000

$ 74,634

$ 489
.

$ 10513

$ 1,513

$ 7,162

640
. .

' 320

m.-

300

$ 31714

640

760

320

,.,..

13,300

$ 26,539789

$ 4,000

$ 40812

25

!" 29

Kentucky:

.prinkfort

...____-_: .......

5,026

$ 200000

$ 96,138Regional Totals

REGION V

Illinois:

Cook County

Waukegan

Total

$ 30,016 $ 3,173
_...

30254
-

$2,746 $22,2 $ 61,419

151035 6,100
. _

21811 23,946

$ 45,051 $ 9,273 3,254 $20746 $22,230 $ 21811 $ 85,365

Wisconsin:

Wisconsin Rpds. $ 51000

.

.-:." _.._.

$ 5,000

Superior

Total

5,503

6,-.........".........

$ 10,503

$ 55,554

..

5,503

9,273

. _.

$ 3,254

.

$2,746 $ 21811

$ 10,503

$ 951868
Regional Totals

$22,230

436
._

4 7
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SOURCE OF EXPENDITURE FOR HEAD STAFT/EPSOT

COLLABORATIVE EFFORT

Table XVIII (Cont'd)

Head Stan

rt,IJT Fx=

penditurc::

Non-cash

In-kiod

contri-

I-intim-1,J

Cash

contri-

butions

react-A State Local

MOT
Medicaid

Title XIX

Other

Total

H5/EPSDT

Expea

From All

Sources

Proje(:t by Re(jien SIdt-

REGION VI

Texas:

Witchita Falls $ 3,951 98 404 3,494 7,947

Sun Antonio 5,904
5,904 _

Amarillo 5,000 900 $ 2,653 $ 1,000 9,553

Total $ 14,855 $ 998
,

$ 2,653 $ 1,000 404 $ 3,494

,..............1

$ 23,404

Arkansas:

Hot Springs $ 21,909 $ 3,070 $ 24,979

Louisiana:

Alexandria 9,3B7 5,000 14,387

New Mexico:

Carlsbad 6,509 $ 1,995
_ . .- _. ._

504

Oklahoma:

Chickasha $ 37,242 $ 37,242

,

Regional Totals $ 80,902 $ 6,063 $ 7,653 $ 1,000 404 $ 3,494 1 516

ii.p.moin
. .

REGION VII

Missouri:

Joplin $ 6,175 $ 6,175

Kirkville 5,102 525 5,627
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SOURCE OF EXPENDITURE FOR HEAD START/EPSDT

COLLABORATIVE EFFORT

Table XVIII (Cont'd)

Pv,j,,., t .v,, ,...2

HA SLIri

1...,1YDT E::-

Non-ca211

in-kind

mtri-

bution

Cash

Con tr

butic.w

Fudural. Snto Local

EPSOT

iddiMoca___. __

Title XIX

Other

Total

85/EFSDT

Expend.

':-I'm All

Sources

,

REGION VII (CONT,)

Appleton City $ 5,000 $ 5,000

Total $ 161277 $ 525 $ 16,802

4.7...,........................-: _ .. __., - ,...._
,. _,...._ ....

Kaman;

Horton 5,148 $ 51148

Girard 421894 $ 825 $4,502 $ 48,221
.. _ ,,,,.

Total 4 4810,12 825
$41502 $ 53,369

Regional Totals $ 64,319 825 $50027
._.. 4MOMOWW!!77

5 70,171

urn.rraikift
._

_-_. ._ :- .- . _.
_ . ... . ._._. .

REGION VII1

Colorado:

L3 Junta ,,, 4,950 , 852 $ 4,400 429 $ 10,631

Pueblo 4,825 30

.

10,000
_

141855

Trinidad 5,000 618 31422 642 $ 1,920 11,602

Total $ 141775 $ 1,500 17,822 429 642 1,920 $ 37,088

,

_

Regional Dtals $ 14,775 $ 1,500 429 642 y 1 920 $ 37,088

4 41
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REGION IX

jiawaii:

440. Kauai " 81826 $ 9,140 $ 1,029 $ 16,995

Regional Totals , 2 9440 1,929 16 995



SOURCE OP EXPEMITI
. FOR HEAD START/EPSOT

COTLABOI NE EFFORT

Table XVIII (Cont'd)

PI viyA ler4

Mon-cmh

(Hd tltni In-Und

EYAT Ex- contri- contri"

hltions he0,0n1

EPSFIT

Fedoral Stote Lueal, Medicaid

Title XIX

Other

Total

HS/EPSOT

rxpen1

From All

Sources

REGION X

Oregon:

La Grande

Eugene

Salem

Clatskanie

Total

Regional Totals

$ 11,939
$ 11 939

46,630

15,599

15,361

~atia.T.gitm,limmax*mowoolowomiosmiAtai

43,280 ,350

5,700

13,331 418

$ 74,250 $ 3,768

IMPD PROGRAMS

$ 89 529

Minnesota:

White Earth

Montana!

Flathead

45

2,654 $ 11,152

Neb "aska:

Santee Sioux $ 5,924
5,2_

IMPO Totals $ 14,467

SUMMARY TOTALS $496,087 $32,062 5,743

$ 17 121

$ 70445 $656,_384

4 43
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$61,925 in Title XIX monies available for the c llaborative effort

through revenue sources. It, therefore, s-- s reasonable that

this amount would have been expended. On the other hand, a sub-

stantial portion of the various screening tests, uSually performed

by the health providers, may have bee- administered by the Head

Start/EPSDT staff itself. This would have, of course, p ecluded

Medicald/EPSDT reimbursements and contributed to a lower per-

centage of Medicaid/EPSDT expenditures. The lack ,of Medic "d re-

imbursements for all EPSDT health and suppor-ive 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 cannot be dismissed

that projects may have reached beyond the revenue sources re-

ported t- sustain the implementation 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 ihich

were not specifically ear arked for Head Start/EPSDT, but which

were, n netheless, used for this purpose. This would suggest

that in certain cases prbjects were willing to sacrifice other

program objectives or activities to ensure maintenance :f 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 collabora-

tion effort incurred beyond the supplemental grant monies available.

4 44
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Other analysis shows that Region VI exp nded $108,515 on the

collaborative effert--the most reported among alJ regions and

IMPD programs. Regions I, IV, V, and X all reported EPSDT expendi-

t res in the range of $90,000. Region VII reported somewhat

less at $70,171, with Region VIII following at $37,088. Regions

III, IX, and the IMPD projects indicated expenditures fr $16,000

to $17,000. The least amount reported wa- in Region II - $14,516.

Of Course much of this relates directly to the number of projects

reporting. It is, therefore, not clearly discernible whether

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

port d.

Individ ally, Cook County of Chicago. Illinois reported spending

$16,419 on th collaborative effort. This was highest among the

demonstration p -cts. On lo ccher hand, Ne t Lake, Minnesota

repor%ed a nominL1 amount of $45--low st among all projectl'il.

2. a1-sof Findings i'uole XIX

Table XI: indicates that 4 $316,399) o all monies spent by the dem-

onstration projects on the collaborative effort was attrib.table to di-

rect costs. This indicates that nearly fifty cents of every dollar went

to sa aries of staff directly involved in EPSDT medical services; t-

the c- t of supplies used in the course of providing direct health
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HEAD ETART/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADNINISTRATIVE COSTS; COST PER CHILD

T'aUe ,1CM

Ttal
All

_ Eira , 5 _1: 7,--rt,rit, , _ min.

T0. Of
Children
1,-T-v-1

Cast
Per
_

REGION 7

Gla,ncoster

Pitffi1d
Cr,n1i1d

TotAI

Ve orlon t :

1\10,,,-/poxt

Wirro,lki

VOtat

$11,325.00

19,361.97

3,740.39

S 9,62600

9,214,77

2,866,41

,250.00

8,522.71

633.

1

5,62 49

2.

213

160

317------

$ 53.00

121.00

12.00
-__ -- _- _--

$34,433,16

$10,150.00

10,000,00

$20,150 Ot----

_-----
513,707.19

:---

$10,406.36

$ 7,226.96

1,000.00

$ 6,310.92

_

683 $

41.00

5 2,000.00

4,736.10

5,736.10

7,139 11

1,015.00

$ 923.0,1

4,263,90
em.ir=,ffeq*".f,±AP.....

181

242

$ 49_00

$162.00

52.00

9

,r.

.99

S 1 8.09

7 _

$ 10.09

s 10. .

-----

5 8 , 22G . 96

$ 9,148

0_00

$ 5,186,94 423

$ 9,344,19 150

4,262.00 268

$13,606,10 426..........=-,.......-...=...........=:

$25,112 ,V) 1,532

,.----,----,-----..-------
Contucticut ;

Oarii1an

ctt y

Roaiona 1 Tot ai s

$25,632.21

13,886,00

Q 8,153.311 517,757.70

532,597.50 $36,391,12

_$39,518.21

$94,101,57

REGION II

_ Y_ lc z

Wate oiri

thiw J ,Oy :

Orangt

Reg io na 1 Tot .-.1=,-.

$ 9,217.39

S ,5,278,

$14,515.77

sl 0,775, ou

5,567, 20

7 5,567.20
z-

.k:,10, i42, .8)

.

5 2,319.19

$ -0-

$ 2,310,19

5 2,971.72

5,567.20

$ 5,5r..7,29
..---

e H, .-Ltp.. -)

$ 866.63

$ -0-

$ 8,66.6 A

$ 3,115.7 5

-0-

I -0-------

$ 6 051.,5

$ 5,27E1,31

111,329,9P

$ 1,1$9.35

-0-

5 -0----

216

302

516

317

553

-------.._

I216101) Ji T

)ory13nd I

sal.i a 17(j

Virgini., t

Roai o

ToLli ----[ ------
Roqiona 3 Totals

4 46



EL-34

HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Tabie XIX (Cont'd)

Total
All

_. s SuLmortiv,

Oo. Of

Chil en

Co4t
Per

Chi .

REGION IV

_,:v1Lan.

Miss'_ss t :

5tarkcvil1 e $12,04 ,228.00 $ 3,30.e? S 2,92: 0 413 $ 29.00

Yazoo 21,520.00 18,427.00 3,093. 1 447 48.00

Tota $33,560.00 $23,655.00 $ 6,08. ' s -- .4,-,-,_ ! $ 39. 4

-

Tennm5s

Kingston $ 8,062 4 $ 4.149,17 ' 1,579.6:' 226 1 S 3r._-
----- .------

Alabama:

--

Carrollton $ 7,975.70 $ 7,L09.70 $ 866.0 -0-
---.--

Georgia:

Monti c 4513,230-01 $11,580 1 $ 1,439.00 - 68 5195.00_110

Gaine8ville 13,300-00 2,77200 5,977.00 4,551.00 900 35 00=
Total $20,539.01 $14,352.01 $ 7,416.00 $ 4,771. q 96B 27.00

Kentucky:

Frankfoit $20.000.00 $17,583.0 1;252.0C $ 1,185.00 1,530 13.00

Regional Totals $90,137.17 515,376.FIFI $18,850.67 S10,457.62 6.11 .

-----_- ____---------.-
REGION V.

liii

Cook County $61,419.00 $450312.00 _, 42.00 $ 7,265.00 652 4 0

Waukegab 23,946.00 7,617.0 9,248.00 7,031.00 226 106.00
.--....."--

Total $95,365.00 29,00

r

$17,640.60 514,296.00

----
878 $ 07.00

W1scom:in:

Madif_.0;1 $ 5,000.00 $ 1,160.00 S 3,700.00 5 120.00 508 S 10.00

Surerior, 5, -0- -i-. 5,c01.00 S57 in.00

Total 10,503.00 $ 1,190.00 $ 3,700.00 S 5,823;1 1 mr, t 10.0n
--- -------- _------- ---,------------------- --------_t_---- 1--1..----_

Regional Tet,aln $95,8C,9.00 054,609.00 $21,310.00 s 40.80
,-1-

_,..f2L920.0.j___L43
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HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PER CHILD

Tablu XIX (:'4)

TOtal
All

CoSt Suei.ortuFa Anmin.

No. Of

Children
Chil I

11EGION vI

Tvxas:

WiLuto.ta Fa11$ $ 7,946.57 S 4,436.92 1; 994...16 S 2,515.19 204 S 3-.00

Zan 72-.t3nio 5,904.05 5,000.00 797.55 106.50 732 8.01

Amarillo 9,553.110 5,000.00 2,108.91 2,145.00 712 13.e9
R,.Sf3,,,,sa.A.,=,.t.......- _-_ ...........-

ToCal, $21,403.62 $14,436.92 s 3,000.01 S',Or:rJ.G 1,672 5 14.30

Arkan!...e:

Hot Spr-ing.F 024,978.84 S 8,252.10 0 115.00 S113,(1,11.t,.9 130 $184.010

-----------_ --.-==---.. .....,

Loutsiana:

Alexandria S14,397.00 510,588.00 $ 550.00 S 3,751.00 741 $ 17.3

New Mexico:

CarlsLad S 8,501-71 S 5,000.56 C 2,200.15 S 1,99,00 189 S 41.90

Okl,th0m.1!

watcnga

. _

$12,242.00 S 5,_800.00 $ 8,050.00 524,192.00 141

Peq!en:11 TotalL": $108.515.17 $43,275.64 S14,823.1e,

kECION VII
,

Mtsseuri:

Joplin S 6,175.00 5 2,013.97 $ 4,157.13 3.90 128 $ 48.00

Kirkvillo 5,827.00 627.00 3,148.00 1,854.00 137 41.09

Appleton 5,000.00 12.00 4,777.70 210.21 ISA

Tot.0 S 16,02.00 5 :',IA2,87 $12,080,02 S :1,01:9.11 438

KAnsa:

Porti..,:t - $ 5,149.35 $ 40.00 S 4,374.32 S 734.01 269 $ 19.00

Uir,!rd 42,221.00
---

27,n02.0.) 2',1 '14.0,, 2 ,.i 0,, nn 599 _ ..._
------

TotAL f.1 11'22,702.00 $27,71.32 3,11-...03 RAF,

P,.:gien,31 Tr-ital., $ 70,171.35

.

r73`.5,151.07 $3'90..09,,4 r 5,207.14 1.314

-----
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HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE,. AND ADMINISTRATIVE COSTS; COST PER CHILD

Table XIX n id)

Total
All

REMON Vili

0-.11orado:

La Junta

Pueblo

TrIlu dad

Total

131 Tota_

Div-----------__

$ 10,L31.00

14,855.00

$ 07.0s:3.00

S 37,080.N

o. Uf

GhiAdron
Cost
Pwr

10,498,03

10,0,00.00

5,901

143.00

3,900.00

4,032.00

075.00

9,075_

-0- $ 52.00

955.00

)9.40

' 554.40

5 2,5°4.40

RECION Ix

Haw-ii :

Kauai S Ib,995 6,626,00 502 0

42.00

707

707

1,87.00 $10r,.0(

1,567.00 I 159Regional Totals ,095 $ 6,626.00

La G P

Eugo c 46,629.65

Salem 15,599.00

15,101.00

Total 2 89,528.59

Ecgional ToLal

iNPD PROCwAHS

Whitt

Nont

,523.59

8 0,...00

-0- $ 261 25 512,777.58 49

15;782.65 11 601.00 19,245.00 222

5,500.00 9,175.00 924.00 326

,,60 3,1:5 -0- 151

,458.55 924,122.75 $11,047.69 749

458.65 ,172,5 ,9-17.61) 748

Plat 11,15:

o

1(1,73.) .03 j IMOO

r

Tota1 JMPU 17,120.65

OHAM-) TOTAL 9r5,383,,1 0=7=7

2 5,706.00

16,142.00

2R,.60

-0-

0-

-,)

48.00

1Z $'j .0,

19P,72 -17A 14
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services; and to other areas directly ascribable to health ser-

vices rende ed to EPSDT participants. This finding suppor s a

previous st tement relative to the project staff administe ng

direct health services and thereby, contributing to the low per-

centage in the use of Medicaid/EPSDT dollars.

Further analysis sh ws that a considerable share of menies spent

was for supportive and ad inistrative activiites--$176,414 and

$163,570 respectively. Thus, 27 cents (27%) of every dollar was

spent on suppor iv6 activities and 25 cents (25%) of every dollar

went toward admfnistrative functions.

It see s that adequate monies uere cienerally provided by the project

toward the objective of having Nead Str_u:t assist the'EPSDT pro-

gram in delivering health-related supportive services to Medicaid

eligible children in the community. Administrative costs, however,

se m t_ be disproportionately high when considering the major

objective of the program: to reach and provide EPSDT services

to as many Medicaid eligible children as possible. .This may be

the result of requisite start-up activities for the program, e.g.,

staff orientation to EPSDT, meetings between Head Start staff and

local Medicaid/EPSDT agencies, familiariz tion with and completion

of data stir- ey instruments, CLC. by comparison, there wru, of

course, difference among re-Lons and IMPD programs regardin- the
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distribut on of direct supportive, and administro ive costs and

its proxi ity to the aggregate distribution of the universe

(reference Exhibit VIII). For. example, Region II reported that an

inordinate amount of -onies, approximately 75 cents of-every

dollar, was spent on ad inistrative tasks, leaving very few

monies for other services. Conversely, the IMPD projects ildi-

cated that nothing was expended for administrative activities.

Rather, 96% of all expenditures were for direct services, with

the remaining 4% going to supportive services. In this instance,

it must be assumed that there is soflLe error in reporting, since

it is hi-hly improbable that such a low percentage of administra7

tive expenses would have been incurred.

A high incidence of direct services exp nditures was al o preva-

lent among Regions IV, V, and VIII-70%, 75% and 71%. Region I

r ported a low of 16% for direct services. The remaining regions

averaged around 40%.
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EXHIUTT VIII

DISTRIBUTION OF HEAD START/EPSDT EXPENDITURES RE;
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS

e ion
Total

x end.-H.S.EPSDT Direct supportive Admihistrative

I 94,101 32,597 36,391 25,113
Distri u ion 100% 35% 39% 26%

II 14,515 2,318 867 11,330
Distribution 100% 16% 6% 79-

III 16,342 8,438 3,156 4,748
Distribution 100% 52% 19% 2 -0

IV 96,138 66,830 18,851 10,457
Distribution 100% 70% 20% 10%

V 95,868 54,609 21,340 19,919
Distribution 100% 57% 22% 21%

VI 108,516 43,277 14,823 50,416
Distribution 100% 40% 14% 46%

VII 70,171 25,355 39,609 5,207
Distribution 100% 36% 56% 8%

VIII 37,088 26,449 8,075 2,564
% Distribution 100% 71% 22% 7%

Ix 16,995 6,626 8,502 1,867
Distribution 100% 39% 50% 11

X 89,529 33,459 24,122 31,948
Distribu ion 100% 37% 27% 36%

IMPD 17,121 16,442 679
% Distribut' n 100% 96% 4%

Aggregate Total 656,384 316,400 176,415 163,569
Distribution 100% 48 27% 25%

N TE: Infor a ion is based on a total of 45 proj cts re_ ing.
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EXHIDIT VII

DIST'RIBUTION OF HEAD START EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS

Region
Total

Expend.-H.S.EPSDT Direct supportive Administrative

I 94,101 32,597 36,391 25,113
Distribution 100% 35% 39% 26%

II 14,515 2,318 867 11,330
Distribution 100% 16% 6% 79-

III 16,342 8,438 3,156 4,748
Distribution 100% 52% 19% 2 -0

IV 96,138 66,830 18,851 10,457
Distribution 100% 70% 20% 10%

V 95,868 54,609 21,340 19,919
Distribution 100% 57% 22% 21%

VI 108,516 43,277 14,823 50,416
Distribution 100% 40% 14% 46%

VII 70,171 25,355 39,609 5,207
Distribution 100% 36% 56% 8%

VIII 37,088 26,449 8,075 2,564
% Distribution 100% 71% 22% 7%

_

IX 16,995 6,626 8,502 1,867
Distribution 100% 39% 50% 11

X 89,529 33,459 24,122 31,948
Distribu ion 100% 37% 27% 36%

IMPD 17,121 16,442 679
% Distribut' n 100% 96% 4%

Aggregate Total 656,384 316,400 176,415 163,569
% Distribution 100% 48 27%

nn c

75%
cl..N.., Plt-4,r.Ablib-SPl->

N TE: Infor a ion is based on a total of 45 projects reporting.
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In the supportive cost category, Region VII was highes , 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 service expendi-

tu e with only a 6% allocation and Region VII was moderately

low at 14 Other regions expended 20% or more for supportive

service activities.

Administrative-expenditures outside of Region II ranged from

.7% to 46%. Region VI reported 46% while Regions VII, IV, and IX

indicated considerably lower percentages at 8%, 10%, and 11%.

An average of 28 cents for every dollar was spent by the re_a n-

ing regions, I, III, V and X, on administrative duties.

The average annual per child cost among all regions and IMPD pro-

grams was reported at $45.00. This figure appears to be extremely

low since the national annual per child cost of health services

to AFDC Medicaid recipients was assessed at $165 per child* Again,

one can speculate that the low average may be attributable to

under reportlrigby the de onstration projects of monies used to

support the collaborative effort. This, of course, bears directly

on the per child cost of health and related services.

*This figure was taken from Health Start: Final Report of the
Evaluation of the Second Year Program, December 1973. pg.

VII-14. The calculation based on information from
"National Health Expenditure, 1969-1971, ",q22Al_ecuritz
Bulletin, January 1972.
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Reporting among prc sots regarding per patient cost varied con-

siderably. Data from Table XIX,shows that per child cost of

health and related services for Head Start EPSDT ranged from

eight dollars to $264.00 among the various projects. These amounts

were reported by Opportunities Development Corporation of San.

Antonio Texas and Opportunities, Inc. of Watonga, Oklahoma, re-

spectively. Both these Projects are Region VI affiliates.

The IMPD programs indicated the highest per child cost at $132.00.

Regions X and IX folio ed, re orting $120.00 and $108.00, respec-

tively. The lowest per child cost was reported by Reg on III -

$18.00

Data from Table XIX also shows that considerably low per child

costs were reported by Regions IV and II - $25.00 and $28.00 The

remaining .regions (I VI, VII, and VIII) -reported amounts closer

to the overall average per child cost.

Conclusic s fi

a. Expenditures for Head Start/EPSDT varied from project
to project; about 75% of the total l]t'SDT expenditures
for all regions and IMPD programs originated from
the Head Start/EPSDT supplemental grant. Contributions
from other sources were minimal
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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

Medicaid/EPSDT expenditure

c. Analysis 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 st.fficient to sus-
tain the implementation of Head Start/EP$DT.

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

Projects allocated adequate monies for supportive
services to satisfy the objective of soliciting as
many Medicaid eligible children as possible for
participation in the program. But it appears that
more discretion could have been exercised regarding
the relatively high cost of administrative services,
in view of the overalLobjective of reaching and
serving .as_many children as possible.

Per child costs flu tuated considerably among the

projects. The average per child cost, howeve
was assessed at $45.00.

Polic Considera ions

The demonstration projects.could begin to take a
serious look at where they are spending money
relative to fullfilling the objectives of Head

Start/EPSDT. Certainly if one of the primary objec-

tives of the program is to reach and provide support-
ive services to Medicaid eligible children, then

programs must identify, within the total program
-oncept, the monies needed to accomplish this ob

jective. Thus, it is likely that more should be

spent in this area. Expenditures in other areas

of less priority could, by contrast, be held to

a minimum.
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b. Programs could begin to become more cost conscious.
They could dpnsider alternative ways of. monitoring
EPSDT expenditures other than by line-items ex-
penditure,, particularly in light of emphasis (in
the second year program) on projects qualifying as
vendors for third-party reimbursements. In negoti -
ting EPSDT purchaseof.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 costsris reqtwAted. 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 begins to meet this:need,. Such a system not
only provides a means for identifying costs
for reimbursement requirements, .but can also
be useful as a management tool for budgeting and
planning purposes. Moreover, it provides management
with the requisite information as to dollar'spending
relative to program objectives and further establishes
the parameters necessary for any decision-making as
to the most cost-effective approach for reaching
these objectives.

In light of the uncertainty of future collaborative effort
funding, stronger emphasis will be placed on programs to
take full advantage, wherever posSible, of all Medicaid/
EPSDT reimbursable.services. Programs could also be
encouraged to make every attempt to secure vendor re-
cognition.

d. Because of the unreliabi ity of t/revetAue data
more emphasis could be p aced on the retrieval of this
information in the proposed second. year evaluation,
particularly in light of the programs poor response
rate and apparent misunderstanding of what was re-
quested. A closer look at the impact of EPSDT Medicaid
dollars on the collaborative effort might be a key
consideration.
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LVEMENT IN THE PAYMENT OF EPSDT SERVICES
TO MEDICAID CERTIFIED PARTICIPANTS

Data from table XX presen s information concerning

Medicaid's involvement in the payment for EPSDT services

received by Medicaid cert fied participants. Information is

arrayed by the particular health service category for Head

Start and non-Head Start enrollees. Reporting is ba ed on

formata n obtain-d from the Health Care Encounter Form

relative to the 24 selected projects. No attempt was made,

h re,to assess the dollar value of Medicaid payments, as this

formation could not be retrieved from the aforementioned for

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

by Medicaid certified participants in which Medicaid was involved

a payme t sourc. This finding i then expressed as a

percentage 'c.o units of health services rec i ed which

paid for bv edicud, in whole or part.

sisofFindins

Data indi ated that_ _% of all health services received by the

Lledicaid certified population--both Head Start and non-Head

Start participa ts--among the selected projects was paid for,

n whole or part, by Medicaid. .Surprisingly, non-Head Start

chiidren had a greater percentage (63%) of their health

services paid for by Medicaid than did Head start children (50%).
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Table

MEDICAID INVOLVEMENT IN THE PAYNENT OP UNITS OF EPSDT SERVICES

FOR MEDICAID CERTIFIED PARTICIPANTS BY HEALTH SERVICE

Aripmmiuromplamiriirmi*

Total

nits of

Health ervices

Servic.? acelved

-y Mcd.

eitifie(t

hildren HS

Units of Service

Received by Med,

Cert. Children

Units of Service Paid for

by Medicaid,

Fi

alS Yes

'nrage

% for

NHF

Medi:al

Dental

Healta

Nutritional
3,430 3 001

Total 12,056 10 801

458

N TE: Figures do not rovesent numbers of Medicaid

children receiving health services. Rather,

they represent the units of health iervices

recoived (within each category) by Medicaid

certified participants.
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This followed throughouL each of the major cat gories of h all

service, with the exceptLon of nut -ional se: ices. It is

speculated that this trend was a result of less contact by the

programs lith the non-Head Start certified children regarding the

full range of EPSDT mandated service and/or the probability of

needed follow-up t- atment. Medicaid in many instances does not

eimburse ::or the full range of health services. flecause Head

Start Medica tJ childlen are more likely to be the recipients

of total health services aJ- opposed to non-Head Start Medicaid

certified childr n, the greater the possibility becomes for

Medicaid not to be involved I ie pay ent process.

Data also indicates that Medicaid was -ost responsive in

participating in the payment for medical a -1 dental services

administered to Medicaid certified children. Medicaid's

-ted

85 and M, respectively. On the other hand, edicaid

nvc.H,,ement as a pavn_-t source in these areas

involvement in the payment for mental and nutritional, health

services was considerably low at 15% and 4%.

2. Conclusions

While the effect' veriess of EPSDT Medicaic in terms of
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 pcament of reimbuisable services
in accordance with their respective EPSDT State Plans.

b. _.PSDT Medicaid as T) viable source for the payment
Medical and Dental services appears adequate, but
falls Considerablv short for the payment of mental
health and nutritional services.
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3. Polic- Considera ions

Head Start projeeLs could be encourac , wherever
possihle, to maximize their efforts to involve Medicaid
in the payment of EPSDT services, particularly where
such servico are.reimbursable according to the EPSDT
State Plan

h. Projects could also be encouraged to negotiate with
state/local Medicaid agencies for reimbursement rates
which more reasenably.reflect the actual costs or the
going community rate for providing EPSDT scivices,
This could possibly increase the number of Medical
providers willing to participate in the USW effort
who were reluctant to do so before because of low
remunerati, .11 (from Medicaid) for service's rendered.

c. Projects could beLencouraged to negotiate
with state/local Medicaid agencies for reimbursement
for the full 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''L be reorogrammed for other priority
considerations lative to the collaboration.
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D. ASSESSED VALUE OF HEAD STA1,T/EPSDT HEALTH SERVICES FOR
SELECTED PROJECTS

Infor ation obtained applicable to the asr,essed value o[ c. ;-vices

regarding medical, dental, mental health, nutritional srvices,

etc., proved to be uuzuIiable. Most projects experienced dif-

ficulty in providing this information. There was apparent con-

fusion among the demonstration projects as to the exact meaning

f assessed value of services.

To ]ighlight this confusion in this area, one project reported

the assessed value of all services received at over $4,000,000.

This was more than the total amount reperted by all other selected

projects combined. Other projects alo reported unreasonable

amounts.

Information germane to is arca obtained from the Health

Care Enccuh'Ler Form for the selected projects. The assessed

value of services was to be reported as the cost that would

normally be incl!rred by Head Start for the provision of EPSDT

health services to Medicaid certified children. This amount,

which would presumably exceed the total amount of monies paid

h- medicaid tor reimbursable EPSDT s_ vices, would constitute

the additiona1 dollars needed from Medicaid to support the col-

laborative eff -t.
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Conclusions

'

With the apparent confusion/difficulty most of the selected

projects ha in gathering information on the assessed value of

Head Start/EPsDT services, there were no discernible conclusions

reache on this aspect of the study.

Po] icy Con i d era iono

a. Because of the apparent confusion caused by the
use of such terminology as "assessed value of
services", it is suqgested that this phrase be
dropped for purposes of the proposed second year
evaluation. Rather, it seems only necessary to
request the 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 serve to indicate
the total amount of monies needed frcm Medicaid to
fully support the collaborative effort relative to
the Medicaid certific , population.

b. While most projects do not maintain their accountiuu
recora, in this manner, it should not be difficult
to collect this 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 via the proposed revised End-of-Year-
Status Form.

C. Where site visits are made, a more intensive look at
the recordkeeping systems and the respectivereimburse-
ment plans could be conducted to retrievL this infor-
mation.
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As a

)X-5

Cash ibu amount of unearned income from
y con

s, etc.
butions, e.g., foundations, endow-

D0n3ted Services and Materials - the assessed value of
in-hind suppor n-cash donations, e.g., volunteer
personnel services, materials and other contributions
of a nen- ash nature which axe incrernental to program
services

Qher Revenue - amount of any other revenue from income--
earning efforts such as sales, interest, ete.--not
previously list d.

of reference, none of the 198 denonstration projeCts parti-

cipating in. the Ilead -t/EPSDT Collaborative Evaluation (with the

exoeption.of Euge e, Or had reached agreements with state/local

4edicaid agexlcies for direct third-party _re2in1buxsemert. This,

ever, vas not a priority objective of the first year effort. It

is anticipated that the =Id year evaluatioa will place more

emphasis on the d

monies throujh purchase of service agreem

agencies. Thus, nonies shown in liable )(VI

nstration projects securing direct third party

a

did not const t4

ts with state/loCal.

Title XIX/Medicaid

vendor status- on behalf of the project. Rather,

data from this tabLe represented the projects' estimate of Title XIX monies

obtained by health providers for services rend red to Medicaid eligible

childr (of the respeQtive pr jects) partieLp ting in the'collabora-

tive effort.

*Ven - recognized as a prcvidec of healt
(for which Title KIX monies earl be received) by t
Medicaid agency.
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1. Analys Findings

Table XVII

project

I:t

9 tiat a 1 overwhelming majority of the demonstration

Ling we - very m-ch dependent upon the supplerrvniLal

grant provided by the fedeLal government for support of the Head

Start EPSDT effort. ProjecL grants ranged from 500 to $16,500

as rep -ted by Jackson Courty Child Development Centers of Medford,

Oregon and Prairie Opportunity, I c. of Starkville, Mi -issippi

speetively. Monies generated through othe_ sources were minimal

by comjarison and ir som- categories no monies were reported at all.

It appe that there .as no direct relationship between the

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

EPSDT Collaboration, by project, and the amount of monies allocated

by project, for the implementation of the collaborative effort.

For example, the South Middlesex Opportunity Cou cil of Farmingham,

Massachusetts indi at-d it planned to serve 250 children for which

it received $10,000 in supple ental monies. In contrast, the

Paterson Task Force for Community Action of Paterson, New Jersey only

received $8,000 from tiie federal government with a planned p pulation

of over 5,000 to be served. Thus the rationale for th distribution

of supplemental funds was not clearly discernible.
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READ START EPSDT COLLABORATIVE EFFORT
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REXENE SOURCES USED TO SUPPORT THE

HEAD START/EPSDT COLLABORATIVE EFFORT
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REAtUE SOURCES USED TO SUPPORT THE

HEAD START EPSDT COLLABORATIVI EFFORT
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$wtriGo y
t 1!

j,-.)

4,802

4,502

5,N7 s Lin

75

75

$ 110

790

,.,......----

$ 750

g 90

$ 5,000

$10,327

$15,327

$27,027

$14450

6,123
------

Btto

11tard

'I',..)L3i

8 5,000

9,0A

$10,000

'

i.,.,,:irJeal T1ta7 5
71.5 ,c,o3

_. _..

REIM MI,

colfirA!

Puoblo

Ttinidd

ToL11

Utah!

Salt Lake City

F,mnal Main

$ 1,70Q

5,000 ___.------ 612

642

$10,000

$10,00

,

481

81

8 250

251 $20,273
5 0,900

550,020

$59,S20

_........ : _. -- . -
642 $10,000

5 0,000

$ 8,000

8 100 $5),020

_

S 581 250

----

$79,n3
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Table XVII (Cont'd)

Projc:t.; ly

Regicaal

iViOn

POderli St:jfo

IN-12

RETZE SOURCES USED TO SUPPORT TEE

HET r,7T1I17,PSDT MLLABOMrVE EFFORT

Tflin LX

001or

Nrc?,

Party

pirat

F01.111d-

Krp:nts MnL

$ 9,979

.:

Sciviv,osu

3,00 L =

I.

Grrd

$13311

14,5kfl

1,612

WrIford 500 13,003

gsL

Sllo 5,700

RE0,1111 12,130 1 1,932

Totil 16,504

Regional Wats $46,247 S16,504

rndowuntn

Priv*

oritr:011-

tioq

Donaoc, Lcinathi

a1=

150

221

2040,

417

25 I 243

10 503

1

%5,361

14,307

1C),850

5,700

19,1%

3,211 $ 5,103 ' 743 1 ;I,SU

3,211 s 5,183 5 743 $7148
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REVENUE SOURCES USED TO SUPPORT THE

HEAD STT/EnDT aLLABORATIVE EFFORT

Table XVII (Cont'd)

ri..... _---

Projects 8y

Region/State Federal

3,400

8,400

. 6,600

$ v3,49a

5 5,900

Red

r1

Loc'l

T

Title XiX

i40

2,340

1,180

Other

Third

Party

1,230

$1,2n

Di ect

Patient

Payments

Found-

dtions

Endownentg

Private

Contribu-

tions

Donated

Services

584

:wad
mIterials other

-----

Total All

Revenue

mrces

I

S 3,460 1

.11,1$2

8,940

'l

IMFD PROMS

:. Montana:

81ackfeet

i'ldthead

Fort Peck

Total
$ 584

-1

.1

5,000..:i

Neshrhka:

Pntee Sioux

npn Tm.11giAw&-.L 7 -

'.. Pegional Totals 5 26,398 $ 3,160 $ 1,230
584

S 29,392

yilatat
SWAT? TOTAB

-,3c.2-1"0400,0-auttko4,274,z

,

akUraPAa.

5 431,795

-1447yiiiiLi

$ 6,886

clv,:st,i,;4i-l=iilo`Aiitia

NI.atar

1,00

.

tIZASAttAilfikiA14,5440;,01,441P

$01025 $10,725lhatillilLig,IUSIiri.-=',530

--WIAN

-0-

__---..
sa,.ffiEraleimetikTSe.E1=

1344.4~i1
-0-

IIVI02±14i46&40

$ ' 25

,_

kaloikaiLf',:-"*".:.

.....-...A

1
-..701itA,14t0r4M.4441,j4

$47,370

ailli=4.4L
$ 7,724

4,V4;i===1=
9,118 $586.,188.-1

''''''A.';4:4 .:_

1
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A total of $586,188 was obtained/generated for the collaborative

effort among the 46 projects reporting. Exhibit V illustrates

the percentage di tribution of this amount between the respective

revenue categories. The distribution shows that federal funds

(supplemental grant) cf $431,798 far out-distanced the oth cate-

gories as the major contributor to the Head Start/EPSDT effort

and accounted for 73.7% of all monies generated. In addition,

monies generated through Medicaid/Title XIX ($61,925/10.6% of total)

and Donated Services and materials ($55,094/9.4- of total) combined

to represent 20% of the total funds available to support the

collaborative effort. These categories, together, became the

second largest supporter of the collaboration. Exhibit V also

indicates that very few dollars were provided through state and

local governments, cash contributions, etc.

The data supports, as previously indicated, a strOng reliability

the supplemental grant for maintenance of the demonstration

program. Table XVII shows that eleven (24%) of the 46 projects

reporting rely solely on supplemental grant dollars for support.

These programs are identified in the table by an asterisk

placed next to their na-nes. Analysis also reveals a modest dependence

on Donated Services and Mater als. It is interesting to note

that five projects indicated financial suppo-t in this area,

ranging from 20% to 36% of the total of all monies received.

Reference Exhibit VI.
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EXHIBIT V

PERCENTAGE ALLOCATION OF MONIES RECEIVED IN
SUPPORT OF COLLABORATIVE EFFORT

CATEGORY AMOUNT

Federal Government $ 431,798

State Government 6,886

73.7

1.2

Local Government 1 887 .3

Medicaid (Title XIX)

Other

Direct Patient Payments

Cash Contributions:

Foundation-

Endowments

private

925 10.6

725 3.2

530

-0-

-0- -7

25

Donated Services and Materials:

Services 43,370 8.1

Materials 7,724 1

9 318 1.5

Totals $ 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, e c. not previously
recorded.
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EXHIBIT VI

X-1(7,

COMPARISON OF FINANCIAL SUPPORT

Head Start/EPSDT
Project

Total All Monies
Received In Supiport
of Effort

Total Monies
Received-Donated
-Services & Materials

Percentage
Relation-

shi
----....----.-

36%

South Middlesex
Opportunity Council

Framingham, Massachusetts 32,500 12,000

Thames Valley Council
kewitt City, Connecticut 14,000 4,000 28%

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

Lake County C.A.P.
Mraukegan, 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 Services and Materials. These amounts, however, were

not significantly large and would not greatly i pact on support

of the collaborative effort.

What is obvious from the data is that few projects had financial

commitments from sources other than the federal, state, a-d local

governments. Contributions from the private sector (foundations,

endowments, individuals, etc ) were simply non-existent. This,

however, is not surprising as most programs -ere not engaged

'in a community-wide effort to solicit money from private sources
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to support the Head Start EPSDT pr-g- am. 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 among the regions

and 1MPD progra s. The best return rate of the Revenue Sources

Form was also experienced in this region with 50% (10'out of 20)

f the programs submitting.the requisite information. This, of
_

course, contributes significantly toward the amount indicated and

suggests that other regions may have fared as well or better

depending upon their response rates. Region III, on the other

hand, reported obtaining $775 -the least among the regions and

IMPD programs. The response rate in this region was very poor

with only one of tne ten affiliate projects reporting. Again,

the poor response rate is dire tly attributable to the minimal

amount reported. The variations in responses among the regions,

therefore, preclude making objective comparisons regarding the

amount of monies received.
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Conclusions on.Revenue Sources jbtained t- Support the

Collaborative Effort

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

To a very large extent, most of the demonstration
projects depend upon the supplemental grant for
support of the effort. For every dollar generated
in 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 shownd immediate alternative method
of financing.

C. Despite the reliance by the demonstration projects on ,
the supplemental 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 informatiomwere avai able
on the balance of projects not reporting, it would
have little influence on the above conclusions
reached, particularly regarding the diStribution of
the supplemental grant monies and dependence on same
for support of the collaborative effort.
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Policy_Considerations on Revcnue Sources Obtained to Support
The Collaborative Effort

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

b. Programs could be encouraged to begin soliciting
sources other than the supplemental grant for support
of the collaborative effort. Suggestions 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.

where provider recognition is not possible,
programs may be encouraged to reach agreements
with local health providers (which are recipient
of third party revenues) to share in any monies
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, ily's ability to pay .

solicitation at the leal community level to
attract monies from the private sector, e.g.,
sponsorships, contributions, loans, etc.
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B. SOURCE OF EXPENDITURE FOR HE,AD STARt EPSDT COLLABORATIVE
EFFORT(TABLES XVIII AND XI=7)

The expend ture form was used to collect information on the amount

of monies expended by the demonstration projects in support of

the collaboration effort. The form was also designed to assess

the per child cost of screening and treatment and'related suppor-

tive and administrative services. Information reported was for

the period July 1, 1974, to June 3_, 1975.

There -as wide disparity in reporting among the demonstration

projects regarding the expenditure form as compared to its counter-

part--the income form. It appears that most projects did net

understand that the amount of monies reported as available for

the collaborative effort (reference Table XVII) was d_re tly

related to the amount of monies that could be expended on the

effort. In fact, many projects report_d _ore monies expended

than we e actually available.

Because of the lack of data and, in some instances, its unrelia-

bility, it was..not possible to uhdertake the kind of analysis

anticipated. Therefore, no conclusions can he drawn relative to

the cost impact of the Head Start/EPSDT Collaborative Effort for

the universe of 198 projects. However, for those projects re-

porting, the available data on the dispersion of these cos-- are

pummarized in Tables XVIII and XIX. Conclusions and recom- enda-

tions.as to the findings also follow, but are limited to the

universe of projects reporting.
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Information.by region, state and project concerni g the source

of expenditure for the collaborative effort, e.g., Head Start/

EPSDT (supplemental grant), cash contributions, in-kind contri-

bution, etc., is presented in Table XVIII. The table further

summarizes the total amount of expenditure from all sources for

each region, state and project.

Monies expended by the demonstration project- on the collaborative

effort (including EPSDT payments to providers, as estimated by

the projects) are categorized in o three major groupings in

Table XIX:

Direct Costs

Supportive Cost

Administrative Costs

T.his table further provides the per child cost of EPSDT services,

by dividing the universe of children served into the total cost

of all services rend red.
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Definition of Terms

Direct Costs refers to those costs which are directly at ributable

to services rendered to.children and their fa ilies a --i a in

in the lead Start EPSDT _program, e.g., wages paid to staff per-

sonnel directly involved in administering medicalservices, c st

of supplies (prostheties, pharmaceuticals, etc.) used in the

course of renderi g health services, etc.

Supportive .cos_s refers to those costs which are necessary to

ensure quality and ongoing services to children and their

families, e.g., va2g_§_22Ad11_22spons_who.are not directly

involved i- EPSDT medical treatment, but who perform functions

which induce better or continuing patient services, such as

outreach, EPSDT sta f training, etc. The cost of providing

transportation to and from the clinic setting would also be

germane to this category.

Administrative Costs efers to those costs which support overall

Head Start/EPSDT operations, b t which are n t associated

direct_medical services to the collaboration_partici22ats,

e.g., wages paid to Head Start/EPSDT administrative staff, cost

transportation, materials, etc., which are attribritable to

EPSDT administrative functions.
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älyof Findin (T b XVIII)

Projects reported that they spent a total of $656 3 on the

collaborative effort. As expected, the majority of thee

monies, $496,087 06% came from the Head St_ t/EPSDT supple-

mental grant.. Other federal dollars in the amount of $680591*

paid for 10% of health and related EPSDT services provided to

children, thus representing the second largest expenditure source

in support of the collaboration. Contributions from other sources

we e significantly less. Exhibit VII provides data on the amount

of contribution by expenditure source and its distribution as a

percentage of the t tal.

Interes ingly, EPSDT Medicaid was rarely a source of funds used re-

gard ng health services to all Head Start/EPSDT participants. Figures

show that only 6%, $41,858, was used for health and related services

from this source. This may have been a result of under-reporting by

the projects. Ho ever, Medicaid's participation as a funding source

increases relative to Medicaid payments for services rendered to

Medicaid certified children--both Head Start and non-Head Start. This

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

*This amount appears unusually high,and may be the result of mis-

interpretation. That is, some programs may have inadvertently
reported expenditures from the supplemental grant under the
"Federal" category as opposed to the "Head 'Start/EPSDT" expendi-

.-ture category.
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EXHIBIT VII

S URCE OF EXPENDITURES FOR HEAD START/
EPSDT COLLABORATIVE EFFORT

Ex.enditure Source

Head Start/EFSDT

Non-CaSh In-Kind
Contributions

Cash Contributions

Co t ibution
y Source

$496,087

Federal (Other than
Supplemental Grant

State

Local

EPSDT M dicaid

Other

TOTAL

68,591

5,743

4,529

41,858

$656,384

NOTE: Information is based on a total of 4
which represents 23% of the 198 proj
in the Collaborative Effort.

431
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SOURCE OF EXPENDITURE FOR HEAD START/E
COLLABORATIVE EFFORT

Table XVIII

Head Start,
EPSDT Ex-

penditures

Non-ea:ill

In-kind
whirl-

buttons

Cash
contri-
botions

Fodo1a1 StateProject::t by Peqlon/State

REGION I

Massachusett:
Uouctstc,:. c 11,325

Pittsfield 19,322 40

Greenfield 2,046 319

Total $ 32,693 319 $ 40

Vermont:
Newport 10,150

Winooski 10,000
-__ -.---__

,

Total $ 20,150

Connecticut:
Danielson 9,684 , 141 13,661

-------,_ _ ,.

Jewett City 9,886 $ 4,000

Total $ 19,570 4,141 $ 13,661
- .

Regional Totals $ 72,413 $ 4,460 40 $ 13,661

REGION II

3 4I-6

New York,:
Watert van 8,102 1,135

.
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SOURCE OF EXPENDITURE FOR HEAD STA T EPSDT

COLLABORATIVE EFFORT

Table NV111 (Cont'd)

Head Start

asDT EY-

penditures

Non-cash

In-kind

contri-

butions

Casb

contri-

butions

Federal State Local

EPSDT

Medicaid

Title XIX

Other

Total

BS/EPSDT

Expend.

From All

SourceS

Projea by RogionAtate

REGION II (CONT)

New Jersey:

Orange 5,278
$ 50273

Regional Totals $13380 $ 1,135 .$14/515

REGION III

,

Maryland!

S;tlisburg $1000 225 9 550 $10,775

West Virginia:

Roanoke $ 51567 $ 51567

-......--

Regional Totals $15,567 9 225 550 1 3:

REGION IV

Mississippi:

Starkeville $ 8,240
=-

3 800 12,040

Yazoo 12,300 51649 $3,380 191 .21,523

-------w-A

Total $201540 $ 5,649 991 $33 560

Tennessee:

Kingston $6,066 $ 24 9 4 334 120 715 $ _f063

_

Alabana

Anniston $ 7 7_ $ 7,976

3i
___________ .1=77:27777- --: -7
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SOURCE OF EXPENDITURE FOR HEAD START/EPSDT

COLIABORATIVE EFFORT

Talc XVIII K:ont'd)

ProloJ:t by Iqiun

Wad Sta

EMT Ex-

numliture

Non-cosh

In-kind

Ontri-

:otions

Cash

contri-

butions

Ecderal State 14)ca1

MDT
Mpdicaid

Title XIX

Other

Total

11S/EPS0T

Expend.

From All

Sources

Gainesville 13,000

Total

489

300

799

$ 1513 $ 1 239

1 ,300

$ 26,539

Kentucky:

:rankfort 16,000 $ 4,000 $ 20,000

Regional Totals

RECION V

74,634 7,162 $ 3,714 6,138

Illinois:

Cook County

Waukegan

Total

30,016

15,035

45,051

$ 3,173

6,100

$2,746 2?,230

$ 3254

Wisconsin:

Wisconsin Rpds.

Suprior

Total

Regional Tota13.

5,000

5,503

10 503 $ 10,503

$2,746 $22,230 $ 2,811



1X-23

SOURCE OF EXPENDITURE FOR HEAD START EPSDT

COLLABORATIVE EFFORT

Table XVIII (COhL'd)

Iffiad Star

EMT EK=

pciditulv;

Non-cmh

In-kind

contri-

butions

Cash

contri-

'Aldan

FeCxral Stato

-

Local

EPSOT

Medicaid

Title XIX

Othcr

Total

115/EPS0T

Expend.

From All

Sources

Proje(:t liy Regiu/SLit,:

REGION VI

Texas:

Witchita Palls

Sun Antonio

Marino

Total

Arkansas:

Hat Springs

3 951 98 $ 404 3,494 $ 7,947

5,904
5,904

5,000 900 $ 2,653 $ 1,000 91553

y 14,855

$ 21,909

$ 998

3,070

$ 2,653 $ 1,000 404 $ 3,494 $ 23,404

24/ 979

1

Dalt siana:

Alexandria $ 9,387 $ 5,000 14,387

New Mexico:

Carlsbad 6,509

$ 37,242

11995
_ _ ..

.

. ._. .

/504

$ 37,242

Oklahoma:

Chickasha

Regional Totals $ 89,902 $ 6,063 $ 7 65 1,0 0 404 494

_ _

$108 516

milloommimis

REGION VII

Missouri:

Joplin B 6,175

-----..,..
525

$ 6,175

Kirkvillo 5,102 51627
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SOURCE OF EXPENDITURE FOR HEAD START. PSDT
COLLABORATIVE EFFORT

XVIII (Cont'd)

;ki Stdrt

ittAre!:

Nen-cash

In-kind

ccntri-

bnLionr;

Ca:sh

contri-

buL hun

Fcder-1 State Thcal

EPSDT

Mcdicald

Title XIX

Other

.ata1

0 EMT
ENpond.

iy -n All

Sources

VII (C _NT..

rpleton City $ 5,000 5,000

Total $ 16,277 y 525 $ 16,802

s;

ortoh , 5,148 $ 5,148

irard 42,894 825 $4,502 $ 48,221

TO 1 825 $4,502

,Y52,.71,-,MI - ...1,..1.6

$ 53,369

- . . - _ -----.----,----,e.g._-

L Tocalz 64,319 825 ---------==._
$5,027 $ 70:171

. _

iIII

ido:

3 Junta 4,950 852 4,400 429 $ 10,6 1

letde 4,825 30 10,000 14,855

rinidad 5,000 618 3,422 $ 642 $ 1,920 11,602

Total $ 14,775 1,500 17-822 429 642 1,920-------------$ 37,088
-- -----,

1 Totals 4 14,775 $ 1,500 $ 17,822 429 642 1,920

441LX

auai 6,826 $ 9,140 $ 1,029 $ 16,995

L Totals , 2_ 9,140 1,029



Table XVIII Wont'd)

Prjoct

SOURCE OF EXENITr FOR HEAD START/EP T

COLLABO, NE EFFORT

Non-cash

i1J f,tari Tfl-Und

ion r;Aat:Q EIOT cohtri- contri-

Tricld if:Aires titjOn5 hutjOnS

Fedoral Statc Local

USTI

Medicaid

Title XIX

Other

T tal

HS EMT

Expend.

From All

Sourcos

REGION X

Oregon:

La Grando 11,939
11,939

Eugene 43,280 $ 3,350

Salem

Clatskanie 13,331 418

46,630

Total $ 74,250 $ 3,768

Regional Totals

NED PROGRAMS

4 3,760 $ 9,0

Minnesota:

White Earth

Montana:

Flathead

Nebraska:

Santee Sinux

8,498
$ 11,152

IMPO Totals $ 14,467

SUMMARY TOTALS $496,087 $32,062
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$61,925 in Title XIX monies available for the collaborative effort

through revenue sources. It, therefore, seems reasonable that

this a ount would have been expended. On tte other hand a sub-

stantial portion of the various screening tests, uSually performed

by the health providers, may have been adminis ered by the Head

Start/EPSDT staff itse f. This w uld have, of course, precluded

Medicaid/EPSDT reimbursements and contributed to a lower per-

centage of Medicaid/EPSDT expenditures. The lack ,of Medicaid re-

nibu_:sement- for all EPSDT health and supportive services should

also be e nsidered.

As previously indicated, expenditures exceeded the revenue sources

available to support the collaborative effort. While this strongly

suggests error in reporti_g, the possibility cannot be dismissed

that projects may have reached beyond the revenue sources re-

ported to sustain the implementation of the Head Start/EPSDT

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

(in the Income Sources For -nies spent on the effort which'

were not specifically ear. arked for Head art/EPSDT, but which

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

that in certain cases projects were willing to sac:'fice ot;lor

program objectives or activities to ensure maintenance of the

effort. It can be speculated that many of the demonstration

projects used monies normally associated with the categorical

Head Start grant to meet the financial obligations of the pllabora-

tion effort incurred beyond the supplemental grant monies available.

4 44



IX-

Other analysis shows that Region VI expended $108,515 on the

collaborative effort--the most reported among all regions and

IMPD programs. Regions I, IV, V, and X ail reported EPSDT expendi-

tures in the range of $90,000. Region VII reported somewhat

less at $70,171, with Region VIII following at $37-088. Regions

III, IX, and the IMPD projects indicated expenditu' s f:-- $16,000

to $17,000. The least amount reported w's in Region II - $14,516,

Of dourse, much of this relates directly to the number of projects

reporting. It is, therefore, not clearly discernible whether

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

port d.

Individually, CoOk County of Chicago. Illinois reported sp nding

$16,419 on the collaborative effort. This was highest among the

demonstration projects. On flo ccher hand, Nett Lake, Minnesota

repor%ed a nomini amount of $45lowest among all projects.

2. L112- of Findings =Cable XIX)

Table XIX indicates that 4 $316,399) onies spent by the dem-

onstration projects on the collaborative effort ws attributable to di-

rect costs. This indicates that nearly fifty cents of every dollar went

to salaries of staff directly involved in EPSDT medical services;

the cost of supplies used in the course of providing direct health
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HEAD ETART/EPSDT EXPENDITURES RE:
DIRE T, SUPPORTIVE, AND ADNINISTRATIVE COSTS; COST PER CHILD

TaUe N=LX

Ttal
All

rr-,-, 5urvort,I.A.s A ci:n i n .

Z; o Of
children
S.:,-rved

Cast
Per
rhi 3d

REGION /

q

Gio r

Pins fi -1.(1

Or :eid

Tot.41

Ve mon t :

Newpoxt

Wirvoski

V 0 t 4 1

$11 325.00

19,361.97

3,746.39

S 9,626.00

9,214.17

2, E36-6,41

250.00

8,522.71

633.

$ i1o.oc

5,62 49

216.3

213

160

310

51.00

121.00

12. nI

534,433.113

$10,150.00

10,000.00

17,7lJ7.l0 $10,406.36

$ 7,226,06

1,000.00

5 0-J,31Q.82 683

181

242

S 90. col-..-......--

41.00

923.04

4,263 . n

5 2,000.00

,7313,i0
.......--,,...-

$20,150.00 S 6,730.10 5 8,226.96
em.ir

$ 5,186,94

Tme,...
023 $ 48.00

Connec ticut ;

D1riie1_son

Jeveet t City

Igsexeen

$25,632.21

13,896,00

$ 7,139.31

1,015.00

$ 9,148

8,609.00

$ 9,344,19

4,262.00

;..m L.,[ia

150

268

.

52.

_$39,518.21 $ 8,154.31 $17,782.80 $13, 606,10 426 s c'13 .10.---...

Roaionm 1 Tot ajs 594,101.57 532,597,50 $36,391.12 525,110.80 1 ,!.32

216

302

...

,_-.

90

s 13.01

R1:0108 II

New York z

Water to,oin

Nciw Jo rsoy :

Oran 0

Region:a 1 l'ot-.)1r..

$ 9,237

5 ,5,278.31

.

_ 9.19

-0-

$ 866.63

$ -0-

$ 6 51..5

$ 5,27F3,31

$14,515.70

0 0,775, a)

5,567,20

S 5,567.20

$ 2,319.19

5 2,071,02

5,507.20

13,54:1,21

S 8,666.61

$ 3,155.75

-0-

1

$I 1,370,8'

$ 4 4 2_

-0-

5 -0-

516

357

553

_

5 21. 09

$ 10.60

5 10. .

- --,

Ith:O10i1 Ji 1

Mryland I

SA 1 i -Al 17(f

Virgfl I

Roo w-:: ko

rot.11

1,1'0%.7q
, IRegional Tot. a1 s , i,12,20

4 46
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HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COS7S; COST PER CHILD

Table 'XIX (Cont'd)

Total
All

Di re--'t Suuort i., ., Arinl ti,

00. Of
Chil en

Cost
Per
Ch ilrl

REGION 1 V

:, z

Starkcvillc $12,04 0 , 2.28..0 0- 413 $ 79.00

Yazoo 21,52 00 18,427.00 3,093. 447 44.00

Total $33,560.00
--

$23,655.00 $ 6,98l . 5 :_-," $ 39.0,7, 4.----- --
Te nessce :

Kingston $ 8,062.46 S 4.14917 7 2,33.c7 $ 1,579.6. 226 $ 36

Alabama:

Carrollton $ 7,975.70 $ 7,109,70 $ 866.0 -0-

Georgia:
--

Montic110 230.01 $11,580,01 $ 1,439.00 5 22".00 68 5195.00

Ga1nesvi1le 13,300.00 2,772.00 5,877.0 4,551.00 o00 35.00....
Total $20,539.01 $14,352.01 $ 7,416.00 $ 4,771.00 968 27.00-------

Kentucky:

Frankfort $20,000.00 $17,563.00 $ 1;252.00 $ 1,185.00 1,530 $ l3.01----- _ -- -- ------, ---------
Regional Totals 585,828.8,$86,137.17 $18,850.67 510,457.62 1041

-- -,, --.L.--- _- -,_ ----r---, - --- --
----,,r,----r._.=__--

REGION V-

'nois:liii
Cook County $61 ,119.00 545,1312.0U _, 42,00 5 7,265.00 652 4 _00

Waukegan 23,9 11 0 7,597.00 9,298.00 7,031.00 226 106.00
r ------ ..--.......r.

Total $45,365.00 $53,428,00 $17,64 514,246.00 478 5 r)7.66..,......... ..sm s,=,a,...=.m.asim. ...a... amair

Wiscorn: in :

$ 5,000.00 $ 1,160.00 5 3,700.00 120.00 500

Sui_crior. 5,, -0- -1-- 5,%(11.00 557 10.00

Tola 1 $10,503.40____ ----- --. ----- $ 1,190.00 3,700.5 1.20------- _, .00s 562', I-- .----1,065
, ----

Reg iona3 Total!: $85,463.00I $54,609,00 .1,340.00 S19 ,918.0c) i 1 ci,i 3 $ 4.1 nn
_ .. --------_--...--.=z- ,
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HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS; COST PEa CHILD

Tabiu XIX (:1.1-'4)

-

Total
All

cow- id Sunwrt12.5., Amnin.

No. of

Children

CexL
Pei

Chil 1

LlEGION vI

Texas:

WiLutaia rall_ii $ 7,946.57 $ 4,436.92 S 994..16 $ 2,515.19 208 S 35.20

Zan 72Lt_onio 5,904.05 5,000.00 797.55 106.50 732 8.01

Amarillo 9,553.110 5,600.00 2,108.516 2,145.00 712 13.09
R,.3,,,,sa.A.,=,.t.

Tocal, 523,403.62 514,436.92 s 3,900.01 S',05:6.6 1,677 5 14.90

ArkatixaL.: .

Hot Spr-ing.F $24,278.84 S 8,252.15
--------

0 115.00
__ _

S16,61.1.69 136
----=-----

5184.00
_ ....-,

Louisiana:

. Alexandria S14,397.00 $10,586.00 $ 550.00 S 3,251.00 741 $ 17.3

New Mexico:

CarlsLad S 9,503.71 $ 5,000.56 C 2,2013.17 S 1,95.00 190 S 45-70

Oklahoma:

Watenga $17,242.00 S 5,600.60 $ 8,050.00 524,192.00 141

Pecnonl Totalc S109.515.17 $43,275,64 $11,873.16 $50,416.37 ,-o 'i 7:1.no

AEOION %ill.
,

Missnurii

Joplin S 6,175.00 5 2,013.97 $ 4,157.13 3.90 128 $ 48.00

Kirkville 5,627.00 627.00 3,146.00 1,851,00 137 41.00

Apple-Lon 5,000.00 12.00 4,777,79 2113.21 ISA 29,no--
Tat,a s IS,o2.00 5 2,652.97 5 12,089.02 S 2,959.11-,,, 416---

Kinsa:

11nricn - 5 5,149.35 5 40.00 0 4,374.12 5 721.01 269 $ 10.80

Ulcird 45,221.00 7 2 , 662 . 0,) 2', 1 ',,I .P,) 2 .1 il', nn !=i'v'J

-- --a
Tca L A L S t, 3 , 3; 9. -; 1..22, 7r)2,00 $ 27 , r."...`7i .3 ' 3,11,...0 3 Pri;;;

P,iginnl Trilol, $ 70,171.15 725,354.97 $39,6,111),24 S 5237.14 1,314 .: :-.4 ,,
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HEAD START/EPSDT EXPENDITURES RE:
DIRECT, SUPPORTIVE,. AND ADMINISTRATIVE COSTS; COST PER CHILD

Tabie XIX n Id)

Total
All

Di roc-----------__

Cost

ch'

REGI 4/1

Colorado:

La Junta

Pueblo

1in
Total

$ lO,3l.O0

14,855.00

$ 27,081.00

s 37, osd -a

357

145

$ 52.00

42.00

REGION Ix

Hawaii:

Kauai 6,626 .00 02.00

Regional Totolo 395.00 6,628.00 8,502.00

1,857.00

1, 807. 00

$ I

155

Oregon:

La Grande

Eugene 46

Sal oiri 15, 589.00

I 5 , 3C-1

Total 2 528.59

Regional

:4.LPO C) P

M

FAt

F11:I t 111-

tiabliarta:

e

-0- $ 16

15,782.55 11 601.00

5,500.00 8,175.00

CO 3,1:35.00

,458.55 $24, 122.75

33,458.55 $7.1, 122,

69

924.00

-0-

,047.60

4 9 I $244 .00

222

48 .00

4,1.05

11 , ,1 3,1 0:1

TOLa I 71-10r) 11.12,1,65

OB..11;1-) TOTAL J $06,1113,10

:1 1 Ft . 00

-0-

- $

_15

)

S1:6,1011.12

449
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services; and to other areas dir-etly ascribable to health ser-

vices rendered to EPSDT p--ticipants. This finding supports a

previous statement relative to,the project staff administering

direct health services and thereby, contributing to the low per-

centage in tle use of Medicaid/ERSDT dollars.

Further analysis sh ws that a considerable share of menies spent

was for supportive and administrative activiites--$176,414 and

$163,570 respectively. Thus, 27 cents (27%) of every dollar was

spent on supportiv6 activities and 25 cents (25%) of every dollar

went toward administrative functions.

It seems that adequate, monies -ere cienerally provided by the project

toward the objective of ha ing Nead StrL assist the' EPSDT pro-

gram in delivering heal h-related supportive services to Medicaid

eligible children in the community. Administrative costs, however,

se la to be disproportionately high when considering the major

objective of the prograM: to reach and provide EPSDT services

to as many Medicaid eligible children as possible. .This may b-

the result of requisite start-up activities for the program, e.g.,

staff orientation to EPSDT, meetings between ad Start staff and

local Medicaid/EPSDT agencies, familiarization with and cpmplotion

of data survey instruments, ecc. by comparison, there w3ro, of

course, difference among regions and IMPD programs regarding the
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dis -ibution of dire-t, supportive, and administr,Aive costs and

its proximity to the aggregate distribution of the un verse

(reference Exhibit VIII). For. example, Region 11 reported that an

inordinate amount of monies approximately 75 c_ ts of-every

dollar, -a- spent on ad-inistrative tasks, leaving very few

monies for other services. Conversely, the IMPD projects indi-

cated that nothing was expended for administrative activities.

Rather, 96 of all expenditures were for direct services, with

the remaining 4% going to supportive services. In this instance,

it must be assu-ed that there is some error in reporting, since

it is highly improbable that such a low percentage of administra7

tive expenses would have been incurred.

A high ircidence of direct services exp nditures was also preva-

lent among Regions IV, V, and VIII-70%, 75% and 71%. Region I

reported a low of 16% for direct services. The remaining regions

averaged around 40%.
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EXHIDIT VII

DIST'RIBUTION OF HEAD START/EMT EXPENDITURES REz
DIRECT, SUPPORTIVE, AND ADMINISTRATIVE COSTS

e ion
Total

x end.-H.S.EPSDT Direct supportive Admihistrative

I 94,101 32,597 36,391 25,113
Distri u ion 100% 35% 39% 26%

II 14,515 2,318 867 11,330
Distribution 100% 16% 6% 79-

III 16,342 8,438 3,156 4,748
Distribution 100% 52% 19% 2 -0

IV 96,138 66,830 18,851 10,457
Distribution 100% 70% 20% 10%

V 95,868 54,609 21,340 19,919
Distribution 100% 57% 22% 21%

VI 108,516 43,277 14,823 50,416
Distribution 100% 40% 14% 46%

VII 70,171 25,355 39,609 5,207
Distribution 100% 36% 56% 8%

VIII 37,088 26,449 8,075 2,564
% Distribution 100% 71% 22% 7%

IX 16,995 6,626 8,502 1,867
Distribution 100% 39% 50% 11

X 89,529 33,459 24,122 31,948
Distribu ion 100% 37% 27% 36%

IMPD 17,121 16,442 679
% Distribut' n 100% 96% 4%

Aggregate Total 656,384 316,400 176,415 163,569
Distribution 100% 48% 27% 25%

,4,,AlliNEMIENZSZ771r>

N T Infor a ion is based on a total of 45 projects reporting,
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In the supportive cost category, Region VII was highes , with

expenditures amounting to 56% of the total. Region IX and I

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

f IMPD progra- , Region II was lowest in support service expendi-

ture with only a 6% allocation and Region VII was moderately

low at 14%. Other regions expended 20% or more for supporti- e

service activities.

Administrative-expenditures outside of Region II ranged from

.7% to 46%. Region VI reported 46% while Regions VII, IV, and IX

indicated considerably lower percentages at 8%, 10%, and 11%.

An average of 28 cents for every dollar was spent by the remain-

ing regions, I III, V a'nd X, on administra ive duties.

The ave a-e annual per child cost among all regions and IMPD pro-

grams was reported at $45.00. This figure appears to be extremely

low since the national annual per child cost of health services

to AFDC Medicaid recipients was assessed at $165 per child* Again,

one can speculate that the low average may be attributable to

under reporting by the de-onstration projecta of Imonies used to

support the collaborative effort. 'This, of course, bears directly

on the per child cost of health and related services.

*This figure was taken from Health Start: Final Report of the
Evaluation of the Second Year Program, December 1973. pg.

VII-14. The calculation based on information from
"National Health Expenditure, 1969-1971, "Social Security
Bulletin January 1972.
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Repor_ing among prc ects regarding per patient cost varied con-

siderably. Data from Table XIX shows that per child cost of

health and related services for Head Start/EPSDT ranged from

eight dollars to $264.00 among the various projects. These amounts

were reported by Opportunities Development Corporation of San

Antonio, Texas and Opportunities, Inc. of Watonga, Oklahoma, re-

spectively. Both -hese projects are Region VI affiliates._

The IMPD programs indicated the highest per child cost a 132.00.

Regions X and IX foLlo ed, re orting $120.00 and $108.00, respec-

tively. The lo est p r child cost was repo ted by Region III -

$18.00

Data from Table XIX also shows that considerably low per child

costs were reported by Regions IV and II - $25.00 and $28.00 The

aining.regions (I, VI, VII, and VIII)-reported amounts closer

to th- overall average per child cost.

C nolusio s

a. Expenditures for Head Start/EPSDT varied from project
to project; about 75% of the total l]tIlDT expenditures
for all regions and IMPD programs originated from
the Head Start/EPSDT supplemental grant. Contributions
from other sources were minimal
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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
Medicaid/EPSDT expenditure-

c. Analysis 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 st.fficient to sus-
tain the implementation of Head Start/EPSDT

d. Overall, 48% of all dollars e2tpended by the demonstra-
tion projects for the EPSDT program was for direct
health services, with 27% and 25% attributable to
supportive costs and administrative costs, respectively.

e. Projects allocated adequate monies for supportive
services to satisfy the objective of soliciting as
many Medicaid eligible children as possible for
participation in the program. But it appears that
more discretion could have been exercised regarding
the relatively high cost of administrative services,
in view of the overallobjective of reaching and
serving as-many children as possible.

f Per child costs flu tuated considerably among he

projects. The average per child cost, however,
was assessed at $45.00.

4. Pol_icy Cons idera ions

The demonstration projects.could begin to take a
serious look at where they are spending money
relative to fullfilling the objectives of Head

Start/EPSDT. Certainly if one of the primary objec-

tives of the program is to reach and provide support-
ive services to Medicaid eligible children, then

programs must identify, within the total program
concept, the monies needed to accomplish this ob

jective. Thus, it is likely that more should be

spent in this area. Expenditures in other areas

of less priority could, by contrast, be held to

a minimum.
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b. Programs could begin to become more cost conscious.
They could dpnsider alternative ways of. monitoring
EPSDT expenditures other than by line-items ex-
penditure,, particularly in light of emphasis (in
the second year program) on projects qualifying as
vendors for third-party reimbursements. In negotia-
ting EPSDT purchaseof.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 costsris 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 begins to meet this,need,. Such a system not
only provides a means for identifying costs
for reimbursement requirements, .but can also
be useful as a management tool for budgeting and
planning purposes. Moreover, it provides management
with the requisite information as to dollar'spending
relative to program objectives and further establishes
the parameters necessary for any decision-making as
to the most cost-effective approach for reaching
these objectives.

In light of the uncertainty of future collaborative effort
funding, stronger emphasis will be placed on programs to
take full advantage, wherever posSible, of all Medicaid/
EPSDT reimbursable.services. Programs could also be
encouraged to make every atte pt to secure vendor re-
cognition.

d Because of the unreliability of cost/reveriie .dat
more emphasis could be placed on the retrieval of this
information in the proposed second. year evaluation,
particularly in light of the programs poor response
rate and apparent misunderstanding of what was re-
quested. A closer look at the impact of EPSDT Medicaid
dollars on the collaborative effort might be a key
consideration.
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ICAJD IWIJOLVEMENT IN THE PAYMENT OF EPSDT SERVICES
TO MEDICAID CERTIFIED PARTICIPANTS

Data from table XX presents information concern-ng

Medicaid's involvement in the payment for EPSDT services

received by Medicaid cert fied participan.s. Inf- mation is

arrayed by the particular health service.category for Head

Start and non-Head Start enrollees. Reporting is ba ed on

informati. n obt-in d from the Health Care Encounter Form

relative to the 24 selected projects. No attempt was made,

here,to assess the dollar value of M dicaid

formation could not be retrieved from the aforementioned form.

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

by Medicaid certified participants in which Medicaid -as involved

paynent sourc. This finding i then expressed as a

percentage w t-

payments as this

units of health ser_ices received which

were paid for by Medicaid, in whole or part.

Data indicated tlat 51% _ of all health services received by the

lledicaid certified populationboth Head Start and non-Head

Start participants--among the selected projects was paid for,

ri whole or part, by Medicaid. .Surprisingly, non-Head Start

children had a greater percentage (63%) of their health

services paid for by Medicaid than did Head Start children (50%).
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Table

Health

Servica

MEDICAID INVOLVEMENT IN THE PAYMENT OP UNITS OF EPSDT SERVICE

FOR MEDICAID CERTIFIED PARTICIPANTS BY HEALTH SERVICE

Total

dts of

'irvioes

,OceiYed

Medi.

Certifi t

-hildren

Units of Services

Received by Mod.

Cert. Children

Hnits of Service Paid for

'by Medicaid.

Average

% for

HS & NH:

NHS Yes NPS

Medical

Dental 3 298

iiat21

Healta

1428

Nutritional 3(4 0

Total 12,056 1 1801 1,255

458
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NOTE: Figures do not repiesent nurnbcr of Medicaid

children receiving health servic s. Rather,

they represent the units of health s'ervices

recaived (within each category) by gedioait

certified participants.



This followed thioughouL each of the major oatogorie5 of healti

service, with the exception of nutritional se: icus. It is

speculated that t is trend was a result of less contact by the

programs with the non-Head Start certified children regarding the

full range of EPSDT mandated services and/or the probability of

needed foliew-up tre tme-t. Medi-aid in AI _y instances does not

reimburse Jr the full range of health services. Becau Head

Start Medica'd childi:en are more likely to be the recipients

of total health services as opnosed to non-Head Start Medicaid

certified ehildr n, the greater thP possibility beeemes for

Medicaid not t- be i volved I ie payment process.

Data also indicates that Medicaid was -ost responsive in

participating in the payment for medical a -1 dental services

administered to Medicaid certified children. ledi.caid's

invovement as a naym_ t source in these areas was reported at

85% and 76%, respectively. On the other hand, Medicaid

involvement in the pavrent for mental and nut -;i.tional, health

servi-s was considerably low at 15% and 4

2. Conclusions

a. While the effect:Lveness of EPSDT Medicaid in terms of
_ts 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 piament of reimburzable services
in accordan e with their respective BPSDT State Plans.

b. EPSDT Medicaid as a viable source for the payment of
Medical and Dental services appears adequate, but
falls Considerablv short for the payment of mental
health and nutritional services.
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3. Polio- Considera ions

Head Start projeoLs c_ ld be encourac , wherever
possible, to maximize their efforts to involve Medicaid
in the payment of EPSDT services, particularly where
such servico are.reimbursable according to the EPSDT
State Plan

1). Projects could also be encour jed to negotiate with
state/local Medicaid agencies for reimbursement rates
which more reasonably. reflect the actual costs or the
going community rate for providing EPSDT seivies.
This could possibly increase the number of Medical
providers willing to participate in the EPSPT effort
who were reluctant to do so before because of low
remunerati Li (from Medicaid) for -erviceS rendered.

c. Projects could beLencouraged to negotiate
with state/local Medicaid agencies for reimbursement
for the full 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 '',. be renrogrammed for other prio -ity
considerations lative to the collaboration.
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D. ASSESSED VALUE OF HEAD STA1,T/EPSDT HEALTH SERVICES FOR
SELECTED PROJECTS

Information obtained applicable to the asr,essed value or o.rricoo

regarding medical, dental, mental health, nutritional srvices,

etc., proved to be unreliable. Most projects experienced dif-

ficulty in providing this information. There was apparent con-

fusion among the demonstration projects as to the exact meaning

assessed value of services.

To ighlight this confusion in this are;A, one project reported

the assessed value of all services received at over $4,000,000.

This was more than the total amount reperted by all other selected

projects combined. Other projects al-o reported unreasonable

amounts.

Information germane to thie arca -a obtained from the Health

Care Encoua'Ler Form for the selected projects. The assessed

value of services was to be reported as the cost that would

normally be incl!rred by Head Start for the provision of EPSDT

health services to Medicaid certified children. This amount,

which would presumably exceed the total amount of monies paid

h- medicaid tor reimbursable EPSDT s_ vices, would constitute

the additi_. al dollars needed from Medicaid to support the col-

laborative eff
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Conclusions

'

With the apparent confusion/difficulty most of the selected

projects ha in gathering information on the assessed value of

Head Start/EPSDT services, there were no discernible conclusions

reache on this aspect of the study.

Policy Considerations

a. Because of the apparent confusion caused by the
use of such terminology as "assessed value of
services", it is suqgested that this phrase be
dropped for purposes of the proposed second year
evalual-on. Rather, it seems only necessary to
request the 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 serve to indicate
the total amount of monies needed frcm Medicaid to
fully support the collaborative effort relative to
the Medicaid certific , population.

b. While most projects do not maintain their accountinu
recora, in this manner, it should not be difficult
to collect this 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 via the proposed revised End-of-Year-
Status Form.

e. Where site visits are made, a more intensive look at
the recordkeeping systems and the respectivereimburse-
ment plans could be conducted to retrievL this infor-
mation.
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