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This is the final rePort” bl Ulie firets year-evaluation of the Head

O

INTRODUCT LON

Start/Medicaid Barly and Periodic Screening, Diagnosis and Treat-
ment (EPSDT) Collaborative Bffort, a demonstration program that
was initiated by the Office of Child Development (OCD)/UEW in
1974. In dinitiatinyg the program, OCD/HEW se: forth the following

objectives:

. Lo assess the boenefits in terms of increased services
for both llead Start and non-liead Start children

and to establish the dollar value of these services

to determine any barriers which prevent the IHead

start program from making maximum use of Medicaicd/
EPSDT to pay for required health services provided
to Medicaid eligible children in local prograams

. to analyze long-term program and policy issues

concerning Head Start services to young children as
a basis for improving Liose services in llead Start/
Medicaid EPSDT.

This report, which has been prepared by Boone, Young & Associates,
a private consulting firm under contract with OCD/HEW to evaluate
the Head Start/EPSDT Collaborative Effort, presents and analyzes

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

sets forth key policy corsiderations based on study findings.
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In evaluating the collaborative cffort, the report examines the

o
a1}
™
L%
L8
rr
e
r\:
i
o
o
b
w
o]

T the program strategles chosen by par:icipating
projects, and throuch this evaluation, secks to providz: direction

for policy and program planning.

The interim report provided a detailed analysis of the programs

ollaborative aeffort, and included
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in=-depth tabular compilations. The final report
history of lcad Start and BEPSDT only insofar as they have a bearing

on the collaborative effort. Likewise, only those tables and data

L

i
]
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analyses germane to the evaluation, key findings, and policy

|
I

considerations are included here. Reade

] J
\m

s wishing a more compre-
hensive overview of the llead Start and [PSDT programs and a more
inclusive presentation of study data are requested to consult

the interim report. All tables presented in the interim report

are included in the final report as Appendix A.
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OCD staff for its cooperation in implementing the evaluation study
design. We also wish to expressly thank the staff of the funded

projects, without whose cooperation this study could not have
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ORGANT ZNTTON OF 'R FINAL REPORYT

Section I presaonts a summary of the major findings, crucial
problems, and key palicy considerations ascertained from the
study by specific issuo area.

Seretion TT prescents background information on the EPSDT and
Head Start Programs and the Collaborative Efrort.

Section TT1T describes the study methodology employed in the
evaluation.

Secticn 1V discusses the nrganization and operation of tihn
Head Start/LPSDT Collaborative Effort.

Section V examines Medicaid certification results and revicws
prior health care status of participating children.

Section VI analyzes the provision of health services during the
first year of the gllabgfatiVE ceffort.

Section VII otfers an analysis of the state EPSDT plans and
compares these to the Head Start Program Performance Standards.

Séct’@ﬂ VIIL cites the technical assistance nceds of the

section IX provides cost utilization factors related to the
ollaborative effort.

Appendix A - Tables From Interim Report

Data Processing
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Appendix

Appendix C - Profile on IMPD Projects



I: SUAMARY OF MAJOR PITHDINGS, CRUCTAL PROBLEMSG AND KoY
POLICY CONSLIDERATIONS

M

This secsion summarizes the major findings of the first year

,

avaluation of the lead Start/BLshr Collaborative Bilort and
prasents the crucial problems and key policy considerations
for the following issue arcas:

1. Mediecald certification for liecad Start and non-
llead start children

2., PFrevious health care status of llead Start and
non-tlead Start children

3. Receipt of héalth services during the first year

4, LPSDT reimbursable services provided/obtained
during the first year

5, Supportive services provided to non-Head Start
chilldren

6. Comparison of Head Start Program Performance
Standards and State EP5SDT Plans

7. Analysis of Stalbe EPSDT plans and providers'
performance

B. Cost utilization factorsg pertaining to service
delivery
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9. Technical assistance needs of
characteristics.
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ssessing Lhe first year evaluation, soveral conclusions
may be drawn from the first year findings. TFirst of all, the

]

Head Start projects woere reasonably successful in accomplishing
the objectives of Uhe collaborative effort. Many Head Start
children were scrooned during bhe {irst year, cven though thoy
woere not always Medicaid certified. Morever, in the projects

selected for in~depth study, there was much concentrated

effort to assurce the completion of scrvices.

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

munities and among concerned state agencies.

collaborative effort was to increase

m«

The major objective of th
health services to children ages 0-6 through effective utiliza-
tion of the EPSDT program by Head Start. In order to accomplish
this task, OCD awarded supplemental grants to 200 Head Start
projects whose main responsibility would be to devise specifi
program strategies to carry out OCD's objectives. These grants
were awarded on the basis of applications submitted by the pro-
grams which described the potential andractual Medicaid/EPSDT

population within Head Start and the surrounding community, and

ERIC f 10
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their plans for nounting an el foctive collaborative cf{fort.
The projects scelectoed constituted Lhe national sample for the
evaluation study., Thivty of these wesoe selectod for in=depth

analysis.

The projects represented a wide spectrum of the national lead
start program but showed a strong rural bias despite the high
incicdence of Head Start programs in low-income urban areas
generally. Many ethnic, cultural and linguistic groups, includ-
ing blacks, Chicanos, American Indians, poor whites were part

of the national sample. Also, specific Head Start projects--
the Indian and migrant workers' demonstration projects (IMPD)-=
were included. The numbers o children receiving Head Start
gservices in individual projects ranged from 60 to 2,500. 1In
choosing the selected sample of thirty projects, efforts were

made to insurc that the seclected group approximated the charac-

OCD established several priorities for these demonstration
projects during the first yvear. The most important priority

was to provide EPSDT services to as many Medicaid eligible’

=

flead Start children as possible and enroll in Medicaid the

maximum numbers of Head Start children not yet certified by

11
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the medical assistance program. As a sccond priority, Heacl
Start projects were Lo conduck comnunibty-wide rocrulbing for
non-flead sStart Medicald eligible children.,  rFor this population,
abso, Lhe projochs were Lo assure covbificabion of Lhe tledicaild

eligible childyen,

During the first yvear of the collaborvdative of fort, the Head
Start projects veached 129,234 Head start and non-flead Start
children, (This figure was calculated by extrapolating the
total number of children reporbted screcned, 95,997, by 147
projects to the universe of 198 proygrams that had received
supplemental grants.) For children diagnosed or treated, the
extrapolated number for the 198 programs is 26,933 children.

For the lecad Start project

i

, the first year of operation for
the collaborative cffort was primarily a developmental period,
E I L

eriences. During this

with many trial and error learning cjy
period, the demonstration projects had to phase in the col-
laborative effort as well as familiarize themselves with the

various forms being used in the evaluation study,

Many did not realize the potential for scervices to non-Head
Start children through utilization of communily resources. In
some cases, too, the projects were stymied by the reaction of
public agencies or the difficulty of intermeshing with the

state FEPSDT system. Reviewing the level of participation in

12




terms of number of children against the generally limited tech-
nical support received by the denonstration projects, the level
of activity--greatly varied among individual projects--is under-

standable and, in some instances;, commendable.

The major findings and policy considerations, as well as crucial

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



1-6

Issue Arca 1l: The extent to which the projects achieved
B Medicald certification for Head Start and
non-liead Start children.

FINDINGS :

. Head Start p:@je:ts were le1sanably
successful in reaching and reviewing
chlldran for Medicaid eligibility,
but the majority of children--both
llead Start and non-Head Start--who
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 successful

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

The projects were highly successful
in obtaining Medicaid certification
for non-Head Start children who had
not been certified prior to entry
into the collaboration (83%, or
10,178 out of 13,277). They were
Jcss,suzcc%qful with the Head Start
population (30%, oxr 14,684 out of
18,912), reflecting p@sglble dis-
crepancies between the eligibility
standards for Medicaid and lead
Start.

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

14




There were wide variations among re-
gions and among selected projects in
the numbers of children—--lead Start
and non-Head Start--for whom Medicaid
certification 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 differences 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 may

.have been unable to accept low-income

children recruited by the Head Start
projects for the collaborative effort.

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

POLICY CONSIDERATIONS:

Systematic planning, including reliable
estimates of the number of children to

be served and information on the type

of supportive scrvices available, would

be likely to cnhance certification efforts
through improved deployment of staff re-
sources.

Local Head Start programs could use stan=-
dardized procedures for assecssing Medicaid
eligibility by Head Start programs so that
the accuracy of Medicaid certification re-
ferrals might be increased. Also, review

15
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'DT E7Lq;bL11ty for Head Start Eﬁfalléec
becaus.: of some states' low=income criteria.

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

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

(ln dallars) tend to be mlnimal betwaen
Medicaid and Head Start, OCD may wish to
review with SRS the feasibility of providing
Medicaid certification to low-income, pre-
school children on the basis of their enroll-
ment in Head Start.

P
o



Issue Area 2: Previous health care status of llead Start
and non—Head Start children. ...

. DNearly all of the previously enrolled
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 reported children--Head
Start or non-Head Start--who received
mental health; medical, and nutritional
services prior to entry into EPSDT.

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

PROBLENS :

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

The similarity in incidence between

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

to EPSDT entry may reflect the concen-
tration by some Head Start programs in
providing family health services rather
than focusing on the needs of the c¢n-
rolled Head Start child, alone. Apparent
emphasis in the projects on supplying
dental scrvices for Head Start enrollecs

may explain the relatively lower ratec of

dental care for non-Head Start children.

17




POLICY CONSIDERATIONS :

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 thg Head Start performance stan-
dards. '

Limitations! in some state plans for Medi-
caid/EPSDT zould be overcome through im-
plementation of national standards for
the provisicn of health services to low=
income, pre=-gchool children.

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

Additional assiscance for lead Start pro-
grams would enable them to become more

aware of the overall developmental health
of pre-school children. Particular stress

could be placed on nutritional and mental
health development.

18




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

FINDINGS :

. There was a fourfold increase in the
number of children SCfEEﬂEd this year
compared to last year., The vast ma-
jority of children screened (86%, or
82,782 out of 95, 997) were lead Start
enrollees. Most of these screenings,
however, were incomplete at the time
of reporting. Although there was an
increase in the number of non-Head
Start children screened, it was ncl
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.

PROBLEMS :

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

The lack of information about the nature
or guality of screening and other health
services provided limits the assessment

about the impact of these services upon

the health status of the children.

19
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. The relatively large number of Head
Start children participating who were
ineligible for Medicaid or of unknown
status means that the Head Start proj-
ects most likely had to pay for services
rendered from their own program resources,
even if the services were available through
the state EPSDT plan.

. As 1in the case of the prev1@ua year,
f dental care was the most prévalﬁnt type

Df health service plDVldEd Therc was
a fourfold increase in the number of
children reported this year.

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

. Nutritional services were again the
least fregquently provided. A greater
number of children receiving thesge
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 cqual to
those who were ineligible or of unknown
status.

POLICY CONSIDERATIONS :

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

20




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

Additional program resources to Head
Start projects would greatly enhance
their capability in providing services
to families of Head Start children.

The parent involvement component could
be particularly useful toward this end.

o1
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Issue Area 4: Extent to which the projects were able to provide/

. + . o s.0btain «directe«EPSDT. redmbursable-sarvices. Fors »
eligible children.

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

PROBLENS :

There was only one contract reported between

a public agency and a Head Start p:Dject.
Relationships were generally qguite. in-

formal, with minimal assistance or support
provided by public agencies to Head Start
projects. In fact, many PijEEES 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 ¢ould be trained to

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

that there can be full integration of the
EPSDT 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.

0Ch might encourage more reimbursement relation-
ships through ensuring that the projects have
available full information on the availability
of EPSDT services in their areas.




Iésue Arpga 5: Extent tc which supportive services were provided
to non-Head Start children.
. -

* -

FINDINGS !

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

PROBLENMS :

. Drevious 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-
lead Start children served. The voluntary
sector proved to be of minimal help to the
projects in delivering supportive services.

.  The non-llead 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-llead Start children
was considerably weaker than - for Head Start
children, possibly the result of a lack of
resources in the projects.

29




POLICY CONSIDERATIONS:

. 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 reim-
bursement for these services provided they
are part of the state EPSDT plan.

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

.~ Head Start programs might be encouraged to
use the parent involvement component to the
fullest extent to ensure that all siblings(-.
of Head Start enrollees become participants
in the EPSDT effort, thereby also expanding
provision of supportive services. .Lfkéwise,
door-to-door contact could be used more exten=
sively as an outreach technique

Requirement of recordkeeping on the provision
of services to non-llead Start children by

the projects would both maximize supportive
service delivery and improve procedural
gquality in all aspects of the collaborative
effort.




Issue Area 6: Comparison of Head Start Program Performance
Standards and state EPSDT plans.

FINDINGS :

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

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

PROBLEMS :

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

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

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

. In those states which provide reimbursement
for the entire screenlﬂg packngc, Nead SEaTt,
even 1f 1t achieves vendor status, may not

be ablé ta r2221ve rélmbursement unLeas IL

Sclv;ces

POLICY CONSIDERATIONS :

Development of uniform national standards
for EPSDT plans, by types and levels of
services, and provision f[or reimbursement
might expedite and facilitate the relation-
ship between lead Start programs and EPSDT,

S | 25




Consideration might be given to developing
reimbursement procedures in state plans

which permit payment for provision of specific
services rather than an entire package, since
a provider might be encouraged through this
arrangement to perform procedures which might
otherwise have been neglected.

20
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PROBLEMS

maneies

Arca 7: Analysis of State KPSDT plans and providers' perfor

State Modicaid/EpsnT plang were charactorized

by their complexity, with disparate dologa-
tion of respongibilites to different public
and private agencies at both the state and
local levels.

There was overall failure by the Head Start
programs Lo bhe intograted into Lhe delivery
of Medicaid/Bps5DT services at the stalte or
local levels by achieving vendor status,

The collaborative effort had minimal impact
on the institutional arrangements of a stat
Medicald/EPSDT plan or program.

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

L"!

Variations among state plans concerning their

reimbursement policies can and do lcad to
alienation and frustration among vendors

who apply for reimbursement for services not

sanctioned by the plans.

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

Restrictions in the plans on the awarding
of vendor status to community agencies

limits the availability of supportive scr-
vice and the potential for Head Start and
similar groups to hecome service vendors.
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HIDERATLOMNG

1-20

Clear and precise information on thoe opoera-
tional and procedural aspects of state BEPSDT
plans might be provided to licad Start pro-
grams, as woell as to other agenciesg

and con=-
sumers, in order to increasce the efficient
S Pl v

GOV Lo

e ol voouraes nd
More offoclkive integration of Head Start

and BEPSDT services might be accomplished
t}num;h review by SRS of llead Start's p]fcj*
vision of the specific services rendered.
llealth liaison specialists may have an im-
portant role to play in this regard, through
their active intercession between Head

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

(F'or considerati
problems, sac Issue
ations.)

ons on vendor and provider
ue Area 5, Policy Consider-

28



sue Areca 8: Cost utilization factors pertaining to service

I
] delivery.

@0

PINDINGS:

. Although expenditures for llead Start/EPSDT
varied from project to project, the average
cost per child was assecssed at $45.00.

Akbout 75% of the total EPSDT expenditure

for all regions and IMPD programs originated
from the llead Start/EPSDT supplemental grant.
Contributions from other sources were minimal.

some programs extended beyond the supple-
mental grant to support the collaborative
effort, suggesting that the grant, alone,
was not sufficient to sustain the implemen-
tation of EPSDT/Head Start.

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

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

29



POLICY CONSIDERATIONS:

Review could be undertaken by the projects
to detegsiwrn sy monies directed towerd
meeting the objectives of the collaborative

cffort could be maximized, and how monies
ﬂirected to lower priority areas within the
effort could be minimized.

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

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

For the supplemental grant, monies might be

more effectively distributed according to a

formula that takes into account program size
and other variables.

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

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

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

30



Issue Area 9: Tochnical assistance necds of the projects and staff
' chei.acteristics.,

Technical Assistance Nee ads

PINDINGS :

llead Start projects had particular technical
assistance needs in the areas of outreach
and follow-up. For the former, there was a
need to plan and develop a strategy with the
state and local EPSDT agencies. For the
latter, there was a need to plan and develop
systems which effe€t1vely 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 £fequent type of technical assistance
provided was in the form of workshop and in-

formation provision.

PROBLEMS :

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

The agent with the responsibility for negot-
jation with state/local Medicaid agencies
for vendor recognition was not plnpagntzd

by OCD or regional offices; nor was there
any assistance provided in arranging fiscal
affairs or administrative procedures.




POLICY CONG S IDERATIONS ;

. Administration and planning, as well as de-
velopment of coordination and iinkages between
the projects and the Medicaid agencies,
potentially fruitful areas for concenty . on
of tcchnical assistance during the s
vear cffort.

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

m

” Staff Characteristic

I‘INDIN GG .

A majority of the FPSDT coordinators were
full-time perscnnel with some college hack
ground and several years of previous ex-
perience in llead Start.

. Thﬁ organization of EPSDT, as an additional
esponsibility for the llead Start hcealth ser-
vice components, often placed severe strain
on existing staff.

PROBLEMS :

- Training of health and other staft for the
EPSDT effort was generally limited, and
consisted primarily of OCD workshops.

32
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POLTCY CONSTDERATIONS :

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

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

A. LEGISLATIVE HLSTORY O EPSDT

The 1967 amendments to the lMedicaid provisions, Title XI¥, of
the social Security Act mandated a national program of preven-
tive health services for low-income children ages 0-21 through
the Barly and Poriodic Seveonina s iagnosis and Treatment (EPSD
program. These amendmoents were signed into law on January 2,

1968 to become effective July 1, 1969 and they represented a

r:[w

culmination of several years' activities on the part'af HEW
officials to broaden the coverage of health and medical care
for poor children by establishing federal standards for co-
ordination and provision of services. Because of the linkage
to public assistance as a major criterion for eligibility,
this new and extensive health program was integrated into the
public welfare system which carries responsibility for other

income maintenance and medical assistance programs, including

Madicaid.

Until the passage of the 1967 legislation, federal financing
f@r child haalth"sefv;ces had been provided primarily through
Title V of the Social Security Act which had authorized screcen-
ing services since 1935 through Maternity and Child Health

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

Crippled Children services (diagnosis and treatment). In the

31
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early 1960's, however, there was an expansion of health
services for children at the federal level through the pro-
vision of Maternity and Infant Care (1963), Children and
Youth projects (1965) and other infant care programs.

Through the Economic Opportunity Act of 1964 also, efforts

{Head Start) and communities (neighborh@@i health clinics).
lHowever, each of these programs was unrelated, had different
funding mechanisms; and more critically, each reached only

mall numbers of children.*

iy

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

DT called for the Title XHIX

[0
ﬂ

services, federal provisions for EP
(Medicaid) agency in cach state to enter into agreements with
the Title V agency {(Maternal and Child Health, usually the
Health Department) so that such agencies might be a provider of

services to be reimbursed through Title XIX. There was also

expressed concern about linkages to other community resources.

*Tn 1055, 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, Diagrosis and Treat-

ment (EPSDT): The Development of Ambiguous Federal Policy.
Yale Un;verolty School of Medicine, Health Policy Project, HEW
Grant No. 5-RO1-HS5-00900, June 1974.

35



=

=
i

[

There was an cighteen month dclay, however, before regulations
were promulgated by HEW for implementation of the EPSDT pro-
gram. Various reasons have been cited for this delay, the most
prominent being the resistance by the states to providing the
extensive screening and subsequent diagnosis and treatment

called for because of their cost implications.*

Regulations currently in effect were issued by the Social and

Rehabilitation Services (SRS), the adninistering unit in HEUY

o

for EPSDT, in November 1971 to be effective February 1972.
These extended the date for full implementation of the EPSDT
program and allowed the states to initiate these services by

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

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

w

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 further amendments calling for
penalties against any state (1% of the federal share of AFDC

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

full implementation of the program by the specified time period

*From Michael D. Edwards, "The Children Are Still Waiting," The
Nation, September 28, 1974, and the llearings of Subcommittee on
Oversight and Investigations, Committee on Interstate and
Foreign Commerce, Getting Ready for MNational Health Insurance:
shortchanging Children, October, 1 N i

1975.
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in the SRS regulation. (As of August 1974, eight states*

had had penalties levied against them.)
B. DESCRIPTION O MUEDICAT FS/' EFSDT
Because LEPSDT 1s an integral part of lledicaid, the rules and

regulations that pertain to the administration of that medical

aid

[}

gssistance program are applicable to EPSDT as well. Jiedil
E J 3

-
s

can be described as a federal-state financed, state administered
program with the federal contribution varying from 50% to 83%

of cost, depending upon the provisions of an individual state
plan. ledicaid (and EPSDT) is usually administered on the

state level by the public welfare department under the single

state agency rule of the Social Security provisions.

The characteristics of lledicaid vary greatly from state to
state. The federal guidelines for the program are broad and
general and only certain basic services are mandated. Thus,
states have wide latitude in defining the scope and nature of
the services to be provided within their area. Rather than
being viewed as one uniform national program, Medicaid and
EPSDT can best be described as programs which are administered

on the basis of 49 scparate statec plans which resemble cach

*Hawaii, Indiana, Minnesota, Montana, lew Mexico, North Dakota,
Pennsylvania, and California.
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other only in their basic miniwum requirements. (The state of

Arizona does not participate in the Medicaid program.)

Individual state plans provide varying definitions for Medicaid

DT services 1n several arecas.

r

and EPS

1

1. Eligihility level: All states must serve the categori-

cally needy as defined by federal regulations but the

i
I

state has the option of setting definitions for serving
the medically indigent, i.e., those low-income families

who are not public assistance recipients.

2. Provider status: The state can establish criteria for

awarding vendor status to providers of medical services
and thus restrict the category of persons or groups to
be reimbursed for services rendered to the medically
needy. In some states, only licensed private physi-

| oW eePlans are relfmbursed; while in others, services rendered
by neighborhood clinics or nurse clinicians are re-
imbursable also.*

3. 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 Medi-

caid recipients. These benefits can be limited by

*Potentially, the Health Liaison Specialist of the American
Academy of Pediatrics could influence the selection of
medical provider category.
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IT~G
utilization controls. TFor cxample, California
Medicaid recipients are permitted two physician

visits per month (except for IPSDT services).

Reimbursement rates: States determine the rate

at which providers are reimbursed for services
rendered. Reimbursement methods range from pay-
ment for "reasonable cost" to a flat rate for
specific services which bears little relationship
to the cost of providing the same service 1n the
private sector.

Billing and collection procedures: Billing and col-

lection procedures also vary from state to state
and may affect the submission of bills and the fre-
quency and rapidity of payment to providers. For
instance, in many states, there is a lag of several
months between the time a service is rendered and
payment is received by the provider. This factor
together with low reimbursement rates tend to
reduce the number of providers participating in

the ledicaid program.

o
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IMPACT UPON THE DELIVER: OF EPSDT SERVICES

[

The problems that have been identified in the administration of
Medicaid, both in the provision and definition of services as
wall as the overall management, have immediate impact upon the
scope and nature of the EPSDT program and create barriers for

its effective implementation.

Federal requlations for EPSDT designate the state lMedicaid
agency (public welfare unit) as responsible for providing or
obtaining health services for EPSDT-eligible children. This
responsibility iﬁ:ludes such supportive services as outreach
(locating and informing families with eligible children about
the program) and recruitment of both consumers and providers

of EPSDT services. In most instances, however, the emphasis

in program implementation has primarily been upon screening,
reflecting the major new service mandated through the authoriza-

tion of the EPSDT program.

Then too, the availability of providers and community health
resources is uneven around the U.S. Thus, the development of

a linkage system whereby eligible children can be routinely
referred for a whole range of EPSDT services has created a
major problem for planning and administration. MNMoreover, state

welfare agencies do not perceive that they have a primary role
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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 comprehensive health

care system.

o

everal questions can be posed regarding the viability of
broad szﬁeening programs within the context of comprehensive
health care. First of all, is the separation of screening
from diagnosis and treatment 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 regarding the
‘type of preventive services and screening techniques in rela-
tionship to diagnosis and treatment that should be universally
available. Illoreover, the frequency that such services should
be provided is open to professional judgment. For instance,
Dr. Frederick North, a pediatrician, stated before the lHouse
the direct context of comprehensive care multiplies ﬁhe costs
and difficulties of providing preventive services and of in-

suring adequate diagnosis and treatment."*

*Hearings Op. cit., p. 96.

41



He pointed out that there is a 30% loss between referral and
appointments kept when screening is rendered separately from
the other medical services. Others believe that screening is
a convenient way of sorting out individuals who have some

likelihood of pathology in a given area.¥*

Therefore, the problems of implementing EPSDT at the state

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

and professional -- regarding the construction of a health

care Systeﬁ'as well as certain inadequacies in that system as
now operated throughout the U.S. The General Accounting Office,
* &

in its January 1975 report on EPSDT. cited several factors

'_.I\-

mpeding the preogram: inadequate outreach techniques, lack of

utilization of allied health professionals, inadequate proce-

dures for periodic updating of screenings and inadequate follow-

up mechanisms, again reflecting the lack of comprehensive
approaches to health care as well as a failure to fully adhere

to federal standards.

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

**Tmprovements Needed to Speed Implementation of Medicaid's
Farly and Periodic screening, Diagnosis and Treatment Program.
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 implenented, however, these services
would only reach about one half of the nation's 25 million
children in low-income families. (There are 13 million ﬂeﬂi%
caid eligible children nationally according to the House Sub-
committee repart;) Even most of the children eligible for -
EPSDT are beyond the reach of the health care system because
of its emphasis upon crisis or emergency care.* Yet it is
these children who have»the highest incidence Df correctible
medical problemsz.,** Thé basic challenge of EPSDT, therefore,
is to trigger changes in health care delivery for children as

a first step towad evolving a trulv comprehensive health

program.
D. PROFILE OF HEAD START

Head Start is a national demonstration program to provide
comprehensive developmental services to low-income pre-school
children, and in its ten years' existence it has become pre=
eminently identified as an effective model for ﬁhe 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,
staff functions and skills needed to enhance the social func-

tioning of the child and his family might be available.

*ABC News Closeup on Children: A Case of Neglect. Transcript
of Broadcast over the ABC Television lletwork, July 17, 1974.
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Head Start was originally conceived in 1964 within the context
of a community action strategy.* The intent at the time was to
demonstrate the eificacy of intervention into the life of the
"disadvantaged child" through a host of education, health and
nutriﬁi@n, and social services arrayed with the parent and com-
munity as partners in the service delivery process. NMany of
the early supporters of Head start raised public expectati@ns
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 emcti@nal'needa
in order to better prepare him to participate and achieve in

regular school.

The Office of Child Development/HEW, now the administering unit
for Head Start, has reinforced the program's priority goal of
achieving social competency among low-income preschool children
th:@ugh the issuance of performance standards. These standards,
revised as of 7/1/75, set forth the goals and objectives of
féur components —-- Education, Social Services, Parent Involve~-

ment, and Health -- which must be part of each Head Start Program.**

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

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

around 5475 million.

Head Start has achieved notable success in meeting specific
goals to imgzavé 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 preschool children in low=-income
communities.* As of 1973, Head Start has also been viewed

as an appropriate community service to recruit and provide
services to handicapped children because of its intensive out-

reach and integrated services approach.

* N.Y, Times, 6/8/75, "llead Start; Ten Years 0ld and Planning
kxperiments,




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

In December 1973, the Office of Child Development (OCD) and
the Medical Services Administration (MSA) 1 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 continuity
of care and health services integration. Thus, this common frame
of reference could serve as a catalyst to generate a wide range
of lé:al collaboration and cooperation between the ﬁ&@ programs
that would help to strengthen Head Start health components and
also assist state and local agencies in administering and imple-

menting LPSDT programs.

The strategy of the collabrative effort was to utilize local
Head Start programs as a mechanism for making EPSDT services

available to Medicaid eligible children 0-6 years.

! The division with the social and rehabilitation service unit
directly responsible for Medicaid and EPSDT.

Memorandum dated pecember 12, 1973 from Howard Newman Com-
missioner, Medical Service Administration and Saul Rosoff
acting Director, Office of Child Development to the Social
Rehabilitation Service.
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children to Medicaid for certification. In turn, Medicaid

would supply EPSDT services in accordance with the state

[t

Medicaid /EPSDT plan. Any additiqnal 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 participation in the collaborative
effort would assist the Medicaid/ EPSDT agency by providing
health-related support services, ingluding case findings,
transportation, public information, referral and follow-up

services.

The Head Start projects were also assured that eligible
children would receive the EPSDT services to wﬁich they are
entitled. 1In addition the collaboration effort called for
Pprojects to provide services to non-Head Start children,
inzluding siblings of Head Start enrollees and other potential-

£

ly eligible children in the Head Start target area.

Technical assistance was to be provided as part of a national
contract with the American Academy of Pediatrics (AAP) which
would supply health liaison specialists. The specialists were
to assist the local llead Start project in making collaborative
arrangements with Medicaid agencies. They were to also provide
orientation and training sessions for the Head Start health
services coordinators and assist them in planning and implement=

ing the demonstration program.
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On December 18, 1973, the Officeo of Child Development issued

specified guidelines for the collaboration effort. These

include:

The collaborative program to be established 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
demonstration effort.

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

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

- informing families about EPSDT services

- arranging for transportation

- aiding families in establishing Medicaid
eligibility

- assisting in securing medical appointments

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

- arranging for follow-up and referral.

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

The Head Start programs selected for the demon-
stration to provide health=-related support services
for Head Start and non-Head Start children recruited
for participation in the EPSDT Collaborative

Effort.

The criteria used by OCD to sclect granteces for the collaborative
effort included: willingness to participate in the collaboration;
ability to implement health services for children; the state

Medicald agency support of the collaboration; the project's

ERIC 48
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ability and willingness to enroll and serve all Medicaid
eligible Head Start children. For those projects serving
nonﬁHeéé'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
numbér of Head Start children who were not presently served
by Medicaid. A second, but important, priority consideration
was given to the ability to enroll in Medicaid/EPSDT sub-
stantial numbers of non-Head Start children who were not

covered by Medicaid.

Study Methodology

In May 1974, the Office of Child Development announced its plans
to provide for an evaluation of the Head Start/EPSDT Collaborative
Effort. The purpose of the evaluation, according to OCD, was to
assess the extent to which the collaborative effort had been
successful in achieving its goals and objectives by documenting
the outcomes of the demonstration program. Boone, Young & Associ-

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

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

quired:

49
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1. the selection of projnects for in-depth analysis

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

%]

3. data collection on all site visits to the selected
projects

4. data processing

5. data analysis.

The relationship between these elements is shown in Exhibit 1

and each is discussed below.

Project Selection

Thirty projects were selected from the 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 Development for the evaluation. These
states were: Massachusetts, New JéfSéy, Maryland} Mississippi,
Tennessee, Illinols, Ohio, Texas, Missouri, Montana, California,

. and Oregon.

Head Start is a national program which allows for sufficient flexi-
bility at the local level to be respansivelio community needs. Medi-
cald/EPSDT programs also vary at the state and local level in regard
to policy initiatives. Examination of the universe 198 projects
revealed few similaritiecs among the projects because of the highly

diversified nature of these programs. It was therefore difficult
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EXHIBIT I
EVALUATION TNDICATORS FOR HEAD START/EPSDT COLLABORATIVE EFFORT
Child/Family
o ___ Previous Health Status o
" (Outreach) \ (Follow-up) )
%TPUCTURE I‘DlLAmDRS ﬁOCESS INDICRTDRS OUTCD@E IVDICATDRS
Stafﬁ Charactﬂvlstlcg **%““E“’*“—“ﬁead Sta /EPQDT B Qutc@mes Qf/ﬂv |
Project Characteristics Services (SV) |
Institutional a
environment (DCT/SV) *
W N _ _ _ . e e _ — J' _
|
|
— 4 - i
Providers Medicaid |
Systen |
State/Local ‘
. |
| —_— 1
|
y 1
l l
I
|
|
|
1 I
| |
| |
I |
: ” / N z
! Regional I _ Washington :
l 0CD | - och |
51’ ’ e — R i
e I

Parenthesis indicate sources of information by methgdal@gy component:
DCF:  Data cellection forms
SVi  site visits to selected projects

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

ERIC
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to find a basis of comparison upon which to draw a representa-
tive sample. In addition to the highly individualized nature
of the projects, the selection process was complicated by other

factors, in:ludingﬁ

. the lack of baseline data on the funded projects

the lack of uniformity and completeness of the
available data presented in the grant proposals

the inability to make contact with local projects
to verify and collect baseline data because of
time constraints

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

Theréfgré, 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.
Effarks were directed at examining programmatic problems and
possible solutions to determine what could realistically be
expected of the local pr@jects.B Options for possible solutions

to the problems were also considered.

The following criteria were agreed upon as the basis for selec~.

tion of the thirty projects:

Descriptive information is provided in Appendix L
on the Indian and migrant workers projects selected
for in-depth study.
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identification of institutional barriers to

' the implementation of EPSDT
. programmatic aspects of delivery of health

care to children
. rural/urban characteristics
. program size

program sponsorship

. geographic dispersion within the state.

The funded projects exhibit a strong rural bias. For example,
in étates that have densely populated areas, such as Ngy York
and California, only a relatively small number of rural pro-
grams were funded. Head Start, in general, has a strong urban
',chs, 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 Jersey:and Baltimore , Maryland, the only areas which
presented us with the opportunity to study urban areas were

in Region 5. This explains the slightly higher concentration

of selected projects in this region.

A profile of the projects selected for an in-depth analysis can
be found in the interim report. Ixhibit II provides additional

information.
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Data Collection Instruments and Recordkeeping System

A sot of data collection forms was designoed for tho study Lo

Lﬂ

serve two purposcs: 1) to obtain information necessary to the
evaluation; 2) to support local projects' recordkeeping activi-
ties, particularly as related to the health component and the
collaboration between Head Start and state and local agencies
administering EPSDT. Copics of the forms and the associated
instructions were provided in Appendix C of the interim report.

The data collection in

\Lﬂl

truments for the study were:

Health Care Intake Form: a form to be used by
cach funded project and completed once for each
child participating in the llead Start EPSDT

Collaboration Effort, at the time he is first

recruited for LEPSDT services. It is designed

to collect information regarding:

-  the child's Medicaid status
—~ the child's status WLth regard to llead Start

- the child's previous hcalth record for the
twelve months prior to the collaboration

fealth Care Encounter Form: to be completed monthly
for cach 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 (including follow-up
visits where indicated)

- the assessed value of the provided services.
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llealth Care Composite Visit orm: to be completed
monthly by project for Lhw remaining 170 projects. Ik

records lnfnxanlﬂn 3ﬁparnLﬁ1y for Head Start and non-
Head Start children regarding:

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

U“

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

ru

Ind of the Year status Report: designed to be completed
cumulatively by project at the end of the year. Collects
information regarding:

- the participating children's 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 lHead Start/EPSDT

Collaboration Effort. Collects information regarding
the staff's:

- employment status

— duties and responsibilities

= educational background

- previous enployment/experience.

Time Utilization Form: designed to as éhé quarterly

g1c sess
distribution of the Head Start/EpPsDT Etaff wime to the
following categories: -

- direct labar
= supportive labor

- administrative labor.
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Income Sources Form: deosigned to bhe completed once
during the program year to identify the extent to which
the Head Start program is making use of available re-
sources,

Expenditure Form: designed to be completed once a year
to collect information on how available resources arc
used to fulfill the requirements of the Head Start/
BEPSDT Collaboration Bffort,

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

One to two-day site visits were made to 24 selected projects., The

iy

purpose of the site visits was to obtain information concerning

selected issues surrounding the implementation of the Head Start/

il
by
W

EPSDT Collaborative Effort; for example, start-up activity, re=
lationships and agreements with state/local Medicaid agencies, pro-
vider arrangements, etc. The interviewer attempted to assess the
projects' understanding of the collaborative effort and to identify
barriers which might affect the success or failure of efforts (i.e.,
arrangements with health providers, general lack of health provider,
etc.). In addition, the site visits were used to check the validity
and the reliability of the information reported by the projects via

the data collection instruments.
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Aruitoxt provided by Eic:

III-14

The field staff received oxcellent cooperation at the local

level. In all cases, the Head Start personnel were cooperative

and informative. Medicaid personnel were gencrally responsive,

as were health providers.
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rocessing

The objective of the data-processing effort has been to provide
comprehensive and accurate summary data for the analysis.
Procedures were developed for the processing of enrollment,
Medicaid and previous care status data from the Intake Forms,

the processing of EPSDT health services data from the Encounter,
and the Cenposite forms, which ave the basis for much of the first

report.

There were four distinct phases involved in the processing of this

data:
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Aruitoxt provided by Eic:

LI -15

Phase [ - Date Preparaltion

rections were made by hand as a preliminary to automated prep-
aration steps. These manunl steps included checks of pro-

gram ID numbers,; and logical completion of significant items.

The program for transferring data from card to disk, as well as
the program to produce the formatted dump, nad been written,
tested and debugged prior to the implementation of Phase I. An
instruction manual was developed for handling problems, e.q.,

treatment of non-responses.

The checked and corrected forms were then sent to the subcontrac-
tor, where they were double punched and verified. A temporary
file was created on disk, and a formatted dump returned to Boone,

Younyg & Associates,

Phase II Creation of Permanent Intake Files

The formatted dump created from thé temporary file in Phase I
was carefully checked by the Boone, Young & Associates staff
for inconsistencies. Specific variables were selected in each

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

with regard to Head Start.

Status with regard to Head #&art (Pos 18 on disk
or output field @ 4) should be equal to the number
of participants who received/did not receive pre-
vious screening (Pos 22 on disk or Output Field

g 8).



If the totals of theso two fields are not equal

an appropriate number of zeroes (no response) must

be identified to account for the differences. A
visual check of the column 4 4 or # 8 is to be made

to identify these non-responses. If totals for

these fields are still not equal then a check for
incorrect cgodes is to be made (§ 4 or # 8 # @, 1 or 2).

When incorrect codes were identified, the llead Start site was
contacted and the correct responses ascertained. At this point,
Boone, Young & Associates' staff completed a new form, coding

ID number and corrected information only. ‘Thege forms were then

sent to the subcontractor wheré the data were keypunched and verified

and overlayed on the old fields with the new correct data.

Once Boone, Young & Assoclates was satisfied that all corrections
had been made for a batch, the subcontractor was instructed to

update the Permanent Master File with the new batch.

A print-out of the updated master was sent to Boone, Young &
Associates, where the new total was compared to a manual tape

count (see Exhibit TT1I).

Phase IIT - Write, Debug and Test Programs

Boone, Young & Associates worked with an independent consultant
to develop the program. All programs were written in RPG II and
were run on an IBM $/3 model 10 or 15. See appendix for detailed

system and program description.
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Phase IV - Run Actual Dala 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 entry codes for transferring these and other data, e.qg.,
those from the End-of-the-~Year reports, to the tables are out-

lined in Appendix
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Data Analysis

Through the course of the evaluation study, attempts were

made to collect QDpiES.Df the EPSDT plan of the target states.
For this report, content analysis was performed on the avail= ﬂ
able materials pertaining to the EPSDT plans and the Head
Start performance standards in accordance with the issue
;.areas for the study.

As the data collection forms were submitted by the projects,
Boone, Young & Assoclates staff reveiwed the data for gross
errors and prepared them for data processing. Phone calls

were made to the projects to Qerify or correct incomplete or
inaccurate information. Particular attention was paid to the
coding of responses related to status with regard to Head Start,
Medicaid eligibility, and previous health care. Additional
cleaning/editing functions were performed through data pro-

cessing. The rate of return for each of the data instruments

is included in Appendix B.

Descriptive statistics, primarily frequency distributions, were
used to analyze data collected. These have been presented
in tabular form with narrative discussion to describe the

observed relationships.

69



IV. ORGANIZATION AND OPERATION OF EPSDT

Introduction

The Head Start/EPSDT Collaborative Effort was designed to
show replicable models of coordinating Head &tart and EPSDT

services to lncrease the number of low-inccwme pre-school chil-

Lixd

dren receiving EPSDT. The guidelines for the demonstcation
programs required necessary modifications in ~rganization
and operation of the Head Start projects, such as an expand-
ed role for the health services coordinator and provisions
for EPSDT related public information, transportation, and
recordkeeping. Modifications in programs were made, how-
ever, within the projects' understanding of these guidelines,
their status prior to EPSDT, their relations with state and

local agencies, and other factors.

‘Information was gathered to describe the ways in which the
collaborative effort was organized and operated by the
demonstration projects during the first year. The selected
projects provided the basis for the detailed information on
management and staffing, organization and planning, Eupgértive
services and health service arrangements, the operalions and

the results of outreach, follow-up and recordkeeping.

70



OCD guidelines for the Head S5tart/EPSDT Collaborative Effort
required that the health services coordinator in the individual
Head Start project be régpaﬁsibla for the administration.and
coordination of the EPSDT Collaborzative Effort, and most of
the projects complied with this mandate. Of the 25 selected
projects analyzed, 16 had the health services coordinators
responsible for design, operation and administration of the
demonstration activities. 1In 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

rations and administrative details. One Head Start

op

[iv]

director héd total management responsibility as did one
soclal services director. The primary factor in these
instances was the director's assessment of the importance of
the collaborative effort and of the respective caﬁébilitias

of staff.
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A, EPSDT COORDINATORS: EDUCATION AND EMPLOYMENT STATUS

1. Analysis of Findings

Napigﬁa;

Of the 198 pr@ject% that 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 schuol = lucation. In addi-

et

tion, in 9 pr@jecL§; the coordinator had attended college
(area of specialty unknown) and 1l projects had a coordi-

nator who had attended graduate school.

EPSDT coordinators in 79 of the demonstration Head Start/EPSDT
collaboration projects were credentialed, either as a register-
ed nurse (56) or a licensed practical nurse (23). With

resprct to employment status of the EPSDT coordinators, 110

out of 133 projects indicated that their EPSDT coordinators

were employed fuli-time.

Selected Projects

In 24 out of the 25 selecte:! projects reporting, the EPSDT
cocrdinators had at least a high school education. Sixteen

EPSDT coordinators in these projects had attended college,
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seven were college graduates, and one had attended graduate
school. 1In 11 selected projects, the EPSDT coordinator was
a registered nurse and, in two projects, this position was
held by a licensed 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 supplemenﬁal grants to employ full-time EPSDT coordi-
nators. Exceptions to this pattern included one project,
Cleveland, Mississippi, which employed two full-time coordi-
nators, and one project in which only a part-time staff
person was paid with EPSDT funds. 1In addition, 10 projects
used their grant to employv other staff on a full-time
basis. For example, three out of four proijects in this
group employed full-time nurses and seven out of 10 hired
full-time health/EPéDT aides. In other instances, nursing
and paraprgfegsianal staff who were paid with supplemental
grant funds were part-time. The Worcester, Mass., project
used the EPSDT grant to maintain staff, including social
service workers during the summer months to assist in out-

reach and recruitment.

It should be noted that other lead Start staff, whose salaricas
were not paid in full or in part by the EPSDT grant, were
often involved in the collaborative effort. The on-site
visits indicated that center directors and family service

staff were in many instances continually engaged in
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on

various activities essential to the collaborative effort,
e.g., negotiating for EPSDT services to be available to
their project or recruiting through the Parent Involvement

Component.

Center health staff had received special EPSDT training in
88% of the selected projects and only 76% of other staff

had received training, usually through the efforts of the
EPSDT coordinator, and was limited in amount: In those proj-
ects where the health staff had received special EPSDT
tfainingfiit consisted only of OCD workshops and of possibkly
one state or local training session (limited); in eight cases,
it involved additional sessions under various auspices
(moderate); in two cases, it consisted of a large number of
training opportunities (considerable). In three projects, no
staff member--health or other--, had received special EPSDT

training. There was some variation among selected proj-

i

ects regarding the proportion of health staff as compared

to other staff who received special EPSDT training.

2. Conclusions on EPSDT Coordinators: FEduscation and Timployment
Status - '

a. All the sclectod projects®had designated as
EPSDT coordinacor a person who had at least high
school training. Relatively fewer projects in
the EPSDT effort involved FPSDT coordinators
who had attended college and graduate school.

b. The majority of EPSDT coordinators had previous
experience in Head Start and, since many of the
projects reported that their EPSDT coordinator
was full-time, the supplemental grant may have
been used in many instances to augment the
salaries of existing staff.
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c. DPBecause 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 ¢on-
sisted primarily of OCD workshops.

T
w

Policy Considerations on EPSDT Coordinators : Education_and .
Emplovment ¢ ]

a. Training of the Head Start staff, particularly
those members who have direct responsibility
for the operat on of the EPSDT collaborative
effort, 1s crucial, in order that the demon-
stration objectives are understood and
clarified.

b. Such training might place specific emphasis
upon ways in which all Head Start staff can
support the collaborative effort as they per-
form their regular duties.

c. 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 tnese services. Moreover, this
position should be full-time and undev 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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EPSDT COORDINATOR: AWARENESS OF EPSDT

o

1. Analysis of Findings

projects had varying degrees of awareness, or basic knowledge
about EPSDT and its provisions. In most of the selected
projects (22), the coordinators knew of the existenge of the
State EPSDT Plan. However, of this group, only 15 had a
copy of the State Plan. 1In one project, this copy was
determined to be out of date. Two coordinators indicated
that they had descriptive materials on the state EPSDT p%cs
gram but they were uncertain whether these materials actually
constituted the State Plan. |

@
Whether the selected project staff had a copy of the State Plan
or not, they tended to have little knowledge about the mcre‘

technical aspects of the EPSDT program. For instance, in 19

out of 25 projects, staff knew the eligibility requirements

for children and families to participate in the EPSDT program,

but only 13 knew the step-by-step certification procedures.

Staff in 15 projects were aware of the rates for reimburseable
EPSDT services, but this may have been a result of activities
associated with obtaining specific EPSDT services, including
feedbank from providers. A large majority of staff (in 23

of the 25 selected projects) rel'ed upon their own initiative

to obtain information about the state EPSDT program. Nine-
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teen coordinators did state, h@&gver, that they had also
learned of the program th.ough the OCD Regional Training
Workshops. 1In addition, 14 projects cited the health liaison
specialist as another source of basic knowledge 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/

EPSDT agency proved to be a greater source of information (14

out of 25 proijects reporting a state agency as a source.

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

This may have been attributed to the state agency being the

unit most responsible for the preparation and dissemination

of information about the availability of the EPSDT program.

2. Conclusion on TPSDT Coordinator:

Being unfamiliar with new EPSDT programs, Head Start
program staff had to rely, to a great degree, upon
their own resouarces to obtain information about the
state EPSDT services. Governmental agencies proved
to be less reliable in this regard. On the other
~hand, knowledge about the EPSDT program amv ng Head
Start personnel tended to be general rather than
specific, thereby limiting their ability to effect
changes in the institutional arrangements of the
program. W
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C. PLANNING FOR COLLABORATIVE LFFORT

1. analysis of Findings

A majority of the pz@jéct5*§14—éc@nsidarrﬂ “heir supplementary
grant proposals to be their EPSDT service plans. Only two
projects developed more detailed plans. OCD had required
submission of a questionnaire and workbook proposa. by all
potential grantees. These provided background data on the
projects as well as an outline of how the dem@nstgatlan col-

laborative effort would be organized and operated.
Elements described included:

proposed 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

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

proposed budget,
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Even where projects considered the questionnaire and workbook to
constitute a service plan, they often did not feel bound

* by their proposed service goals or approaches, particularly
with respect to non-Head Start children. Various factors

underlay this attitude including:

. subsequent confusion as to the necessity and
desirability of serving non-lead Start children

supplemental grants substantially less than
regquested

unrealistic estimates of the time and effort
required to establish relationships with
other resources

imposition of additional administrative re-

quirements by 0OCD, i.e., the evaluation and
completion of the associated forms.

2. _ggnclusiqﬁsﬂqnié;ggn;ng,fgfﬁ@gll@b;ra;iverEff@f;

a. Many projects that had been selected for the
EPSDT demonstration effort had initiated little
planning for implementing the program.

h. Lack of clarity about demonstration objectives, and
insufficient staff time augmented by relative-
ly low supplemental grants to hire personnel,
served to croate a climate of confusion and ro-
sistance in the projects which hampered their
ability to plan effectively.

Many projects were unaware of the administrative
detail, including the imposition of evaluative
procedures, and these additicnal duties may have
overburdened already limited staff resources.
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>« i"ostoy Considerations on Planning for Collaborative Effort

¥

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

rr

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

Both the Medicaid and Head Start programs were obligated to
pfaviﬂe supportive services for non-Head Start children under
the collaborative effort. Information regarding supportive
services for Head Start were ﬁot collected as part of the

study because:

. Head Start providéd such services before the
initiation of the collaborative effort

. already existing provisions for supportive
services--overwhelmingly based on direct pro-
visions—-=-were not altered.undcr the collaborative
effort.

The Head Start projects were the major providers ;f supportive
services for non-licad Start children. Twenty-one out of the 25
selected projects reported that they praviaea a variety of
supportive services to this group and in eight instances
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