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HEALTH ASSISTANCE FOR LOW-INCOME
" | CHILDREN '

A

MONDAY, JUNE 25, 1979

y . U.S. SENATE,
: . SUBCOMMITTER ON HEALTH
. - oF THE COMMITTEE ON FINANCE,
o o Washington, D.C.

The subcommittée met, at 2 p.m., pursuant td notice, in room
2921, Dirksen Senate Office Building, Hon. Herman E. Talmadge

(chairman of the subcommittee) gre&.mﬁh
Hl?resent: Senators Talmadge, Bradley, ibicoff, Durernberger, and
eimnz. . R ' :
] }The] press release ahnouncing this hearing and the bill g 1204
ollow: R | . : .

-~ . ‘
SuscommrTTek ON HEALTH Schxourss Heawing on Cﬂlxm Heavrnt

The Honorable Herman E. Talmadge (2{., Ga.); Chairman of the Subcommittee o
Health of the Committee on Finance, announced today that the Subcommittee will
hold a hearing on Monday aftérnoon, June 25, 1979 on & proposal to expand heaith
sssistance for low-income children. S ‘

The hearing will begin at 2:00 P.M., Monday. June 25, 1979 in Room 2221 Dirkken
Senate Office Building. ‘ ' L

Senator Taimadge said, “There are a variety of Federal n?fm‘ms which currently
provide some type of health care services to mothers and ¢ ildren. Howsaver, populs-
tion groupe targeted for assistance by these programs often overlap, resulting in
cgnfusion and duplication. Moreover, many ¢ igible persens are left withgut serv-
1008, j o

“One of the major Federal pm%rsms peoviding child health services is Medicaid's
Early and Periodic Screening. Diagnosis and Treatment (EPSDT) program. Al-

_ though ¢his program is intended to serve all children under age 21 who are eligible
d

for M:éiicai only about 2 million of the Il million eligible children are being -
reached.” : o .

Pending before the Committee is 8. 1204, the Administration’s Child Health Care
Assessment Program (CHAP). CHAP would replace the current EPSDT program
with an expanded program of medical services to a greater proportion of low-facome
children and pregnant women. . .

In addition to testimony on 8. 1204, the Chairman stated that the Subcommittee
would be pleasod to receive suggestions on improvements in and coordination of
existing programs, o N . |

Requests o testify.—Sénator Talmadge stated that witnesses desiring to teetif
during this hearing must makgttheir ":;37 to testify to Michuel Stern, Stag'
Director, Committes on Finance:Rage 2227 Dirksen Senate Office Building, Wash-
ingion. D.C. 20510 not later than MoRday, June' 18, 1978. \

snstor Talmadge said that because a large number of requests to testify are
anticipatéd, the Committes’ will not be able to schedulé all those who request to

, teutify. Those persons ko are not gcheduled to appear in person to present oral

testimony are invited to submit written statements. He emphasized that the views

. presented in such written statements will be as carefully considered-by the Commit-

toe us if they were presented orally. .
All parties who are schéduled ta testify orally are urged {o comply with the
(.

: guidglines below: . .

Y

. T ’ . L '
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Notification of witnesses. -~ Partios who have submitted written roqussts to testify

will be notified as soon us le as to the time they are scheduled to appear. Once .

% Witnows has been advised of the time of his 3ppéarange, rescheduling will not be
permitted. If & witnews 8 unable to tewtify at the timedfe is scheduled to appear, he
n,mcér file & written ftatement for the record of the he ing.

onslidated testimony. ~—The Chairmyn also stated that the Committee urgos all
witnesses who have & common position or with the ssme general interbst to consoli-
date’ their testimony and designate & single spokesman to present their common"

viewpoint orally to the Committee. This procedure will enable the Committee tosg

receive a wider expression of views on the total bill than it might otherwise obtain.
~ Panel groups. —Groups with similar viewpoints but who cannot designate a single
spokesman will be encoliraged to form panels. Ench panelist will be required to
rtrict hig or her comments 10 mo longer than a six-minute summation of the
principal points of the written' statements. The ‘panelists are urged to avoid repeti.
tion whenever posaible in their presentatiens. -

Leguslative Reorganization Act.—The Chairman observed that h‘lggis!ative Re- -

organization Act of 1346, ws amended, requires all witnewses appesring before the
Committees of C to file in advance written statements of their propoeed
tstimony, and to 10mit their oral presentations to brief summaries of their argu-
ment. : ‘ o . -

Senator Talmadge stated that in light of this statute and in view of the large
number of witnewses who desire to appaar before the Committee in the limited time
availablo for the hearing, sll witnesses must comply with the following rules:

(1} All statements must be filed with the Cominittee at least one day in

" udvance of the day on which the witness is scheduled to appear. If a witness is
scheduled to tesfify on a Monday or Tueaday, he must file his written statement
with the Committee by the Friday preceding his appearance. ,

(2 All witnesses must include with their written statements g summary of
the principal points included in the statement, . ‘ ‘

{3) The-written statements must be typed on Lettersize paper (not legal size)
and at least 100 copies must be submitted to the Committee. ‘ ~

(4) Witnewses are not to read their written statements to the Committee, but
are torconfine their six-minute oral presentations to a sunimary of the points
included in the statement. , . :

(5) Not more than six minutes will be allowed -for the oral summary. ..
Witnesses who f2il to comply with these rules will forfeit their privilege to testify.
Writien statements. —Witnesses who are not - scheduled for oral presentation, and-

others who desire to present a statement to the Cam}nittegr. are urged to prepare a

-

hearings. Statements submitted for inclusian in ‘the record should be typewritten

not more than 25 double-spaced es in length and mailed with five (5) copies bg

duly 9, 1979 to Michael Stern, S taff. Director, Commitee on Finance, Room
Dir{sen Senate Office Building, Washington, D.C. 20610,

]
2 .
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To strengthen md xmpm* medicnid sorvices to low-income chddmn sad pmgnam'
¢ ‘women, and for o&h&r purposea. >,

<

»

i\ THE SENATE OF THE UNITED STATES
. MAY 22 (legislative day, MAY 21), 1879 '

Mr. Risicory (fo.r himself, Mr. DANFOKTH, )qu BraoLsy, Mr. Bavcus, Mr.
© HgiNz, Mr. Javyits, and Mr MovyniAN) introduced the following bill;
\shxch was read zvncc and mfenod w the Gommmee B\na.nco

-

\—~

-

i

). | v

+ . 'ABILL
To strengthen and improve medicaid services to-low-income
‘children and pregnant women, and for other purposds
1 Beit enacted by tfze Semzte und House of Representa-

o
"2 tives of fhe United States of America in. Congress assembled,

-

3+ SHORT TTLE; REFERENCE TO ACT
4 SI:.CTION(I CR} This Act may be cited as the “Child
5 Heslth Asqprance Actor 1979” :

I3 .
-

6 (b Whenever in this Act an &mendment or repea] is _

7 expressed in terms of an amendment to, or repesl of, a sec-

8 tion or other provision, the reference shall be considered to

'



&

I . "\ . .

1 be made m & section or oﬁher provmmn of the Social becunty
2 Act. o : . .

‘¢

AR . PURPOSE . )

3
Cog - bhc 2, The purpose uf this Act is to ‘broaden medxcmdv
5 -ehgxbxht_y for children and pi‘egnant women and to xmpmv

3 the delivery of pre\entne and other health caré services to,

N
7, children under medicaid— ‘
8 (1) to increase ‘the numher of .neady children and
9“ pregnant “omen é:gz{{le f medxcmd coverage; C
10 ' of ly and Vperilf)dié creening, di~ ~
1 ‘ ééam.with & strengthened .
. 13 (3) to encour parucxpanon in the medicaid pro-’ .
14 wxihng to assume respunsxbxhty for
15 comptehensivé, cont.mumg primary and preventive
- .18, _health capé of individual chxldren' ‘ ‘
17 . to ‘Yequire more comprehmswe medma:d cov-

~

) 18 era/g! of needed health sérvices for ehg1be chlldren .

19 and , ’ . .
- : LT ’ - N
20 (3) to_provide incentives to States to arrange for
cL 21 and encourage-quality health care for children. .

22 TITLE I—CHILD HEALTH ASSURANCE PROGRAM;
23 MEDICAID ELIGIBILITY OF POOR CHILDREN

24 ,m:nicmn ELIGIBILITY OF POOR CHILDREN ;
25 Sec: 101. (a)1) Section 1802(a){10X4A) is amended— _
g ‘ : | - ‘
s~ 4 ‘




‘ -

. o .
T (A) by inserting the clause éemgnatmn “G)' after

[ T

the clausrci* designation “(A)” nd

3 (B) by adding -at the end tha-fonawmg
¢ (i) for mahng medical assistance syailable
5 to a.ny_mdmdual under the age of 18 (or, at the
o 8 option of the, State, to sny\ individual und_er._t.h;
. \ 7 age of 19, 20, or 21) ‘whose resources (including |
. " 8{ the. resaurces pof his family) meet the resources
9 test uf eligibility for med.mal assm\fmce under the
10 %' State plan spproved ander this title applicable to
11 a family .with dependeﬂt ‘childrep, and whose ‘
12 - income either (I) meets the _i;xcéme test of eligibil-
.13'  "~ ity for medical assistance under such plan applica-
14 - bie to & family with dependen"t children‘o; am
15 . does pot exceed 55 per centum of; the amount es-.
—\ B tabhsixed for an individual or for a s family of that
17  size, as appropnate by the i income poverty gmde-
‘ i 18 lmds for the nonfarm populamon of the Umted ‘
‘,‘ 19 B . States as prescribed by the Office of M&nagem:;xt
\ 20 and .Budget (snd adjusted annually) pursusnt to
- 21 section 625 of the Economio Opporfunity Act of
N 9 T 1964, . ) | o 3

, 23 (2 Sebt(oﬁs 1908(2X1), 1903(H4)C), and 1905(a) are
24 amended by striking out “‘section 19(}2(5)(10)( " and msart-
25 mg instead ‘‘section ;902(8)(10)(A){x)" edch place it appears.

N g

J\
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1

ﬁﬂﬁ) Section 1902(b) is amended by'striking out clause

2 {2) and redengnnmg chuses (8) and (4) as clsusas\(ﬂ.’) and _

3 (8), reSpecnvely . ?

4

(2) Section 1905(a) is amended in clauge (i) by 8tnkmg c

‘5 uut “, except for section 406(aX2),”.

8

4
(c) Section, 1902(aX17) is amended in chuse (B) by in-

7. serting immediately aft,er “&cept for income and resdurces”’

8 the following: *‘or family eomposmon

B
10

11",
12

13
14

5

16
17
18

19 the foBowmg new sectmn

i

‘and inserting instead *; ;and” and !

' CHILD HLALTK ASSURANCE PROGEAM (CHAP) ‘

SEC. 102. () Section 1902(s) is mended—

(1) by striking out “and”’ after parsgraph (39),
(2) by striking aut the period after paragraph (40)

&

Y

(3) by sdding after psragraph (40) the fallowmg |

"' new parsgraph:

“(41) provide for & child health mssurance pm-
gram in accordance with secnon 1918.”. °
() Title XIX is amended by sdding at the end thereof

. P

20 “CHILD HEALTH ASSURANCE PROGRAM <cm;;

21, “Sec. 1913, A child health Aasgurance progrm under
22 this section shall meef the following requirements; v
23 “(aK1) The program must assure the' avmlablhty,

24 each child eligible under section 1902(aX13)ii) to. x‘acewe

25 ~such services, of chﬂd‘health assessments in accordance with

é

[0
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1 ‘this subsection, at such periods and inciudin‘g :{xch services
2 md pmcedums spproprute for an individual of his age as the
3 Secrem‘y shall specify in regulations, in. rorder to detdrmine
. 4 the child's health status snd to identify heslth pmblems.
. 5  ) “ éhild health sssess;ra‘énts may be ﬁfovid‘ed undex:_
6 thu :ubmctmn only by an ehg-xble provxder (as determmed
7 under subsection (e)} whc enters into & written agreement
8 with the smgle State agency (in accordance w1th sm.ndm'ds' .
9 est.nbhshed by the Secret&ry) to do the followmg |
*10 T HA) To provide umely snd sppropmte chxfd'
11 heahh assésamengs to individusls eligible under ,t.he
12 Btate phm to receive such assessments. (héreMer mn
13 this section reforred to as ‘eligible individuals’), '
14  *(BX) To provide directly to eligible individuals
15 whom it has assessed such bssie-i@@qs_ﬁq and treat-
16 . ment services (including immuhizs.tjon ﬁgainst child-
17 -~hood d:seases) &s the Secremry shall spemfy in regula—
18 tions, or
19 “@@XD To refer eligible mdm.duals whom it has
20 assessed prompdy.to other health- care prgvxders for
21 ‘thé pmﬁsion offfit.he hasic ‘diagnostic' and trestment
22 services speciﬁeé in'clalusel (i), and (I) to provide to
23 such ind.ividua.lé followup services to insure the timely
24" and appropriste prov{sion of the services fui: which
25 such_‘ & réferral has been made, or to furnish to the
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10
11

12

13
14
15
16

17

18

19

- 20

22

pRE
24

iiﬁgla State agency such infomtion as that ‘n‘gancyg

demrmges to be necesmy to slluw "followup on the
provision of needed :emées R

g *(C) To make such report .u ’the'single State‘
©T 8 agency and the Secretary may eqmre to assure com-

pliance wn.h ‘the written n.greement and with the re-

‘ quxrements of tlns section.

- assumes responsxhxhty for t.he mmagement of the nedical
.care of each usessed child, mcludmg followup on the provi-
sion of needed care &nd services, and sc‘.{xeduhng for and pm-f '
vision of suhséquent periédic child héalth assessments, q’pless '

the child heslth assensmen: provider or the cununumg care' .

pmvxder has assymed such responsxbxhty
“BX1) The program must provide for parncxpamon in

the program urgler this title by pmvxders of continuing care

for c}nldren in accordance with tlus subsectxon

- (") Continuing care under this subsection may be pm-
vx&ed by & qualified provider (as determined under subsection

{e)) who enters into & written agreement wzth the single

-State agency to do the foll owmg with respect to a specific

elxglbie individual:

; “(A) To provide, child health assessment‘s in ac-

corda.nce with subsection (a){?}(aA)

*
¢

“(3) The pmgmm must assure that the State sgency .

1



{
-2
3.

»

4,
5
6
T
"8
9

10
1t

Y “(3) To pnsﬁdwconnn\ung dxsgnosu and freat-
ment pervxees m accor&ance with subgection (n)(2)(-B')(1),

' and 0 mé&e &li reperts rcqmre& pursu&nt o subsettion

quired by the Secretary in regulations.

GO L o

.
= /

Q) To ‘manage t:he medxcal care af such mdm&-
ual to nssure thst s.ll DOCESSATY medm.&l sefvwes which

&re pmvuied u.nder t.he State plan are made available.
‘in & ume}y manner, and 10 gysure that renssessments

are performed on & txma}y and penod.m busis, as re-

r

-%(D) To provide cont._mumg pnmary and preven-

. , N g -
tive care (including such care and services as the Sec-

remy may specify in regulahons) and to be reason-

_ .sbly available on & contmumg basiz for dehvery ui"

sorviees. -

“(3) States shaﬁ make— paymant.s to contmmng care pro-

viders fqr semces pm\nded pursuant to paragraph (2) in ‘8c-"

cordance thh methods and sta.ndards megting such reqmre-

ments as the Seeretary may by regulation prowde The Sec-

retary. may establish mmnnum remxhursement ievels'(whmh

may be uniforni nationally or may vary by State or reg‘mn)

termined capitation rate, and payment on a periodic basxs,

and may permit or require other payment incentives.

may permit or require payment based on a prospectwely de-



1 *“(c) The pmgx:am must assure that the Sme :_gency (l) - "o ‘. |
o 2 nsumes mspnnsxhxhty for :ssu.nng that ‘all chﬁdren uf whom * |
. - 3 it im kmwledge eligible for services tmd'ar the phn" gre in- * ¢
| o 4 formud uf the need for and svnlabﬂxty of dsntd}rvme: and “
B 5 mreferredtopmv;den of such, cmmdsemces ons
6 timely ind periodic basis, a8d (2 will prepare a list of den-
7 tiats providing Services under the plan, which it shall update

8 regularly and provide at least- aungally to 311\. such children.

9 -“@‘Thapmgrm nrust prbvide far outresch tdihdivid-
- 10 uals.ehgxble for assessments \mder this suhsecuon. Outresch - .
| | Il under this subseenon mciu&es such sctivities as the Secretaty - -

12 may permit or reqmre, but m\xst include idexmfymg and lodat- ., .

13 ing faxmhes of ehglble children and informing t.hex,n of the

14 avmls.hxhty of assessmantx contmumg care, and other child

15 health gervices. L - ‘ T

16 “(e)(l) Providers of child hea.lt.h assessment services . ‘

17 under snbsemon (g) and eontmumg oare sepfxces under sub-

- . 18 section (b) sh;ll include pnmary health care centers funded
o 19 under the Pubhc Health Service Act (includmg eommumty . »~
" 20 heaith centers and migrant ‘health cent@rs), m&term.l and B

21 infant care projects and children a.nd yauth prq;ects ﬁu“; |
'?2 under title V of the Social Secumy Act facilities dehvermg
~ 23 ambulston health services operated by the Indian Health
24 Bervige; State health depurtments and other State ang local . (‘ ‘

25 governmenial entitivs; schools; rural health elinics; health

LY

e
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3 "(0) The Sgge agency shall enter mﬁo a written’ agroe-

10

i1

14
15
16

18
19

20

92

24
95
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mqmtemce érgnmmms physxcums, mﬁ such othu' Ero-~ ,

vxders as my be ipecxﬁed by the Seemtxry m;egulmam

4

ment under subsection (s) or (b) thh &ny prmhder specified .

Ty psfagrnph (1) unless it reasonably -determmes with respect’

to & specific provider, in accordanee with such standards and _

pmeedures as. the Secretary may prescnbe that’ such pm\nd-
er will not ssusixctorﬁy provide the.care 'and gervices re-

quxred under such subsecnon

() The Secretary mny by regulntxon require that s.li‘

pmwders of child heslth assessments and other: ambuiatory
ehdd health c;re semces under t.hls title {or all pmvnfers
within reasonable classxficatxons of such prcmders) subnn:
umform reports and use uniform claim forms.” / S,
REQUIRED COVERAGE FOR. CHILDEEN.
'Sz.c 103. (a} Section 1902(8){13) is amended by insert-
ing 8t the end of olause (A) the followmg new clause:

. “(ii) in the case of apy individual under the

sge of 18, \(D for inclusion of the care md serv-

of . section,’ 1905(z) mtbout limitation on the

_ (ID for inclusion of the -care and services listed in
" clause (4XBXW) which may not be Jess in amount, |
duration and scope than xmmm;xm hxmts "whxch“i(._ ‘

S 1204«—-—2

ices listed i n; clsuses (1),4(2), (3), (4)(3)(1) and (5)-

amount dumuon or scepe of medical assistanch, -

£
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S the Sgcreury may prasm‘m aud (HI) for mclu-

: sxon of uhe carg ami aemees hsted in clause
(4){}3)(11:) of mﬁnon 1905(&) gnd” ‘

reqmmments presenbed thm'em”{ after “sectxon 1905(&)"
(o) Secnon 1905(&)(4){3) is mended to read as follows
*; (B) the following semces for :dmduds unde: the age of

18 (and, where the btate exergisés the option under secnon o

1902(&)(10)(3)(1:) to mdmdusis jer the n.gq-of 19, 20, or

21): (i) child health sssessment ices a.nd'éoﬁtinuing care

services pm\'ided in accordanbe w: ,snctfon 1913, immuni-

zations, presenbed drugs.and insulin, dmgnosxs and treatment

~.of vision and hearing probiems mciudmg hearmg aids md '

e fegissse (ii) ambulatory ment&l health servxces delivered in

centers funded under the Commumty \iantal Health Centers

‘Aet or meetmg standards est&bhshed by q]e Secreta:y in reg-
ulations, and (m) mutme dental care and se\rvwes (wluch shall
include only dmg:mstx\e preventxve mstox?tmn a.né emar-

geney dental servxces) ", - \

iy

L Tthuxﬁ? OF comYMENTs FOR canxxN

bhc 104. (a) Section ISO?{&){M}(A) is gmended by in-

?‘*ftms immediately after “paragraph {10A)” the followingy ..~

N

‘(b) Clwse (I) of section lbﬁ%(a}(ﬁ)) m nmended by in-,
sertm'g ‘and the mskmg av&xlaﬂle of the semces deseribed in .
clguse (iii) af pangmph,(IS)(A? to mdmdush meeting the -

2

"“!‘1-..._
: K
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1" “, or who Am eligibl‘e‘ for medical sssix:tanée under the Stat_e N

2 phm pursyant to paragraph (ﬁ)){A}(u)" .

3 . M By fdding after subpamgmph (B) the falluwxy new
4 mhpamgmph ' .

S

“C) in thre case of individuals under the age

6 . of 18 and individuals eligible ior medxcal aséxst-
7 ‘ance umier the. htate plan pursuant to paragraph
8 .- ' ‘* : '(10)(;\)(11) no emolhnent fea, pmmxu,m, deductxble
) . w_st_sharmg. or similar charge with respect to any
10 af‘ the care &nd s’eryices listed in “section‘
1 .' 1905(aX4)(B) may he,impos.ed under the(plan#”.j
12 ‘ ' CONT}NQAT;‘ONT OF ELIGIBILITY . |
13  Sec. 105. Section‘lﬁ)()?(e) is'a.men'déd-—-— i
14 .‘ o m by inserting ° “(1)7 after “(e)" | . ‘
15 (“) in subscctmn (eX1}, ag redesxgnated by delet—
16 ing *, while ka member of such famxly is employed
. 47 am S _ :
| 18 ) {3) bx addmg at the end thereof the fol}owmg new |
_ 19 pamgraph 5 i
20 “(2) N'om{ xstandxr{g a' ly ot.her pmvxsmn of this mle

a1 each Stafe” plan approved un '_ & shis title must provide that
22 'mv mdmdua} under the a,ge of 18 (or af State ﬂptmm zmy
23  indiv xdu&l undﬁr the age nf 19 20 or 2! wbolecomes meh- .
‘24 gxb!e heusuac of mcres.seé income from empluyment of hxm—

25 se_ifl-up his family, for medical assistance under the State plm_

[y . . *
. o
- . . A lee .
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‘shall, nonetheless, remain eiigible for sli‘xxf;dica}Ams'istance
provided .uindg,r the State plan to such m&mduds until t.he
_ ena of the 4-cnﬂendar month penod beginning with t.he month.
fcllovmg\ the momh ig wkth ‘the * individual | becs.me}

mehgxble "

! FEDERAL EEIMBURSEMENT

bEC 106 (nthtwﬂhst&ndmg any pmvxs.mn of seetmuv

1903 of the Socuu Security Aet, for the fiest caiqndar quarter

beginning at least six menths ,m‘ter enac!ment of t.hls Act, and

for each of the ﬁve suoceeding qum'ters thga Fﬁlderal medxcslyl '

assistance percentagu for anil)uiatory care and semces for

children shall be the Fedgral mcémal assistance pércemsge

as dcﬁned in sect.xcm 1905(b) of that -Act plus 4 percentage' AL

points. . T ... SR T
(b} Sectmn 1903(3) is gmended by redes:gnatmg clatss - :

ﬁ) RS dause (S). s.nd by addmg a.fter clause {6) the followmg _

new elause

-~
~

y

)

. sumsy :nded dunng suﬂa&ter for the costs to
pubhc agencxes (or to private agencies pursuant 0 8
contrsct mth the Smte agency) of. outreach in secord-
‘ance with seeuon 1913(;}{4) " LT

(o) Secnon 1903(&)(1) is amended by delatmg “subgect

o subsmcnum (g) md (h} and msertmg mstead “suh}ect {0 .

subsectmns (g) (h), and (n)". «

L)

(\)‘:n vamm}mt'equ&l to 75 per centum of }th'e" ~



n’q?
i S

(d) Secnon 1953 is l.mended hy sdduxg at the end there-
of the fonawmg new subsectmn , P
"(n}ﬂ) Fm’ the ﬁrs: ctlendar quarter beg'mmng at least

.24 mnn&hs :Itcr ensctmenr. of: the Child Health Assurance -

Act cf 1979, md for e.sch succeodmg quu:ter, the Fadersl .
medwgl umunee percen&ge for &mhuhtory care and serv-
ices for e}n}&ren shﬂl be adjusted as p:‘owded in parsgnphs
2 thmugh (5) of this subsection, ' ,
“(2) The Secretary shall promuigste ‘and may &t appro-

. 10 -priate mterva.ls revise, regnlatmns establishing & formula for

Y
12
13

S 14

15
16

/11

measuring t.he .effectweneis of & State’s child health assur-

ance prograsm, which formula. shall take in account with re: -

spect to «children under the age of ezghmen enrolled in t.he
State's pmgmn ‘under this title (other tha.n chﬂdren whose
ehgxbxhty is based on the cost of medxcal care to themselves
or thexr faxmhes)— ! o
“(A) the percentage of such chx}dren ‘who were
covered under an agreement with a contmumg care':‘“
provider pursuam t.o gection 1913(b){2) and w.ho re-‘
‘cewed,‘ during ‘the_ period under ;ewaw,_- aH«neeesémy
 care and services éﬁVer@ t;idef such’ sgréement; and
“(B) the percentage of such children not cuvered ‘

by 8 contmumg care agreement who
“Q} recexved during t.he period under review,

& timely -child heai;h assessment, and recexved in

-

S ¥ ]
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1. T a timely manner after an as’s;empsnt (as ~speciﬁed
2 by tha Secret;ry in re@}aﬁcns) any’ necessar};
3 : medxc&i care or :reatment for co}\dmons found
. dun‘ an .assessment, or ,
5 v “(ii) were no& due far ;ssessment md* did not
B need treatment for candmans found during an as- .

T sessment

' 8 The formula under tius paragraph shall give greater weigﬁt

9 to the State’s performance as maasured under clause (A) than

10 to its performance as measure;d under clsuse B).

&

11 "(8) The Secretary shsli publish, and may revise :md

12 repubhsh as appmpnate a Eormula for gra.duated ad;ustment :

13 o States Federd medxcal asmt.mce percentages (as deﬁned

14 in secnon 1905(11)) with respcct to_the services specxﬁed in,

15 paragrsph ( E) bssed on States perfprmance with respect ta

16 the smndards estahhshed wider pa:sgraph (2). No State's.
17 hderal medxcsl assistance percentago as adjusted pursuant

18 to this stibsection, shall be Iowsr than 5 percentage pomts

19 “below, or higher than 20 percentage points s.bove (up to s
. 20 fnaximum uf 90 per cen:um) its Federa.l medmal assxstance“

21 percenmge as- defined ig sectlon 19050) ,
22 {4) The Secretary shall evaluste at }esst hmmually, on
28 s sample or ‘other bms each State 8 performance with re-

24 spect o the standards est&bhshed ;mder paragraph (2), and

25 shall report hxs determmahon evalusmng the State’s perﬁorm- R

g
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1 ance to the htste nas later than six momhs aftg‘the end of

after f&nu&ry 1, }‘)7‘}

3
L4

the period rngwed. _
“*(5) The Secretary s_iiu.!l by méulation provide for 4 prot

. ( L~
cedure whereby a State agency may denionstrate to the sat-
-

isfaction of the Secretar), with respect to any period, that it
hay schxe\ eda performance le\el whxch entitles it to ahgher -

Federal medxc&l &ssxst&nce rcentage, pursuant to para-
pe ge, p p

grnph (3), than the percentage determmed by the iaeuetary

'pursuant to pamgraph @.".

hPthTIVh DATE OF AID 'PO BAMILIES WITH DEPENDLN’I‘

(.H!LDBE.N Ph-NALTY hFPF;\L OF PENALTY; ADDLITION .

OF STATE PLAN xsqvmn‘uaw B .
. Skc. 107. (8) No-reductmn in the amount payable to

v o e
States pursuant to section 403(g) of ‘the Act shpll be"made

with respect to- xnv quarter begmmng before the effecme

date of final rcguiatmns pursu&nt te :ecnon 403(g) pubhshed

-

(b) Effectne the first day of the first calendar quarter _

begmmng at least six months after emtment of this Act
section 403(g) of the boc:&i Seumt_'y Au is repealed |
(c) Section 40"(&) is amended by addmg a.fter paragmph
él 6y the foilowmg new pa.rsgraph
‘f(h) ‘provide thiat the State, &géncy shall inform

all families in the State receiving &id to famiii;eé with

dejendent children of the availability of child, bealth as-
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18 ¢
K

surance semcqg under the pian of éuch Sute approved
wader title X1X;" ‘ '

TITLE ~MEDICAID ELIGIBILITY OF PREGNANT

. - . WOMEN N B

" MEDICAID Lmumxmn’ OF PREGNANT WOMEN |

Skc. 201. (s) Section 1902(a)10XA), as amended by
sectxcm 101 of this Act, xs further amended by adding at. Lhe )
end the follnwuag ] |

) - - (i) fczr’ making medical . assismncé
a?ailaidé for care and services provided
during pregnancy and ‘fcr 60 days following

the ferm:'mt.ian of pregnancy to any woman’

- whose resources (including the resources of
her family) meet ’t.he resources te‘s\t. of eligi-
Eiﬁi:y for medieal assistance under the State °
plan approved under this title apphcsb!e tos
family with dependent chﬂdren, éﬁd whose
ineome e‘:ther ‘ff eets the mcoma test of
o eligibility for medxcs.l ass:stance under such

|  plan spphenhle to a family wah depcndent.

: chxldren or (II).. does not- exceed 55 per ,
centum-of the amount estabhshed fnr an indi-
‘vidual or for & famﬂy of that size, as appro-
Ppriate, by the income poverty guideliries for.

_ the nonfarm popu lation of t{ Umtéd Smtes

7
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IS T TR .
“as prescribed by the Office of Management
'. and Bud.gut {and adjusted annually) purmmt
to section 625 of the Eeonmme Gpportumty
g 'Ac:unss-*,\ SRR
* (b) Section 1 a) is amended——
« (L) by smkmg qut “or" at the end of chuse (vi) a
' (B) by inserting “‘or” at the end of chmse (vn)
(C) by msemng after and ‘belmv clause (vn) the
followmg new clause: o t
‘“(\ ili) women dﬁ’nng pragnancy and during the 60‘ :
ds§s following the tgrmination o_f pregnancy,”.
‘BLQU}:&ED co {J,RAGE FOR PREGNANT WOMEN
Sec. 202. Section 1902(3)(13)(8) is a.mended to resd as
foilows | __ | N
" “(B)-in the case of any individual descgibed
in paragraph (10XA), for inclusi_o;i_ of at iéaét}_the
earc;f\&nd services listed in clauses (1) through (5)
of section 1905(a), and”, |

) *
CONTINUATION OF ELIGIBILITY

~

Sec. 203. Section ‘1992(6)(1) as amended b:y sect.ion
105 of this Act, 1s further amended by sdding at the énd
thermf the fonowmg néw p&ragraph ,. |

“(3) Notw:tﬁsmndmg a%other pr(msmn of t.hxs uﬂe .
each State plan spproved under this title must pmvxde tha& |
a.:_xy pregnant woman who is eligible for, has applied for, gnd‘ A
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W O -3

{

| v ‘ ‘ ‘ue - ¢ | & r . - ‘ |
“has reeeived medical assistance under @ﬁt}e and who be-

R ( " v, - A .
comes incligible .for’ such assistance because of increased
income from employment of herself or her family, shall, none-

theless, remain eligible for all such medical assistance pro-

vided under the State plart until the end of the
begmmng on thé'{iate.of the ternfinétion’,qf Hor
| 'i‘;rw_in_EFFECTwE DATES; RE
- EFFECTIVE DATES; REGULATIONS é‘- |

Ssc 301 (aXihxcept as otherwxse axpressly pro-
vxded the amendments made by this Act shall apply to medi-
cal assistance provided, under 8 State plan approved under
title XIX of the Social Secunty Act, on and after the first
day of the first calendar qua.rter begmmxig at least six months

-after enactment of this Abt

(2) Where. the Secretary determmes that State legisla-
tion is necessary to permit amendment of the State plan
under title XIX of the Social Secunty ‘Act to meet the addi-
tmnal requirements imposed by the amendments made by this
Act, he shall not find s failure to comply with the require-
ments of such title solely on the bas.zis_ef such State’s failure
to meet these additional requirements before the first day of
thé first calendar quarter beginning after the close of the ﬁrsf
regular session of the State Ig ggislature that begms after the
date of the enactmeqt of this Act. |

<.
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Senator TaLMADGE. The hearing will be in order.
~ Today we are holding a hearing to consider many present Feder-
al progranms designed to provide or pay for screening, diagnosis and
treatment to low-income mothers and children: .,

- We can all agree on the need for commonsense approaches’ to

“~improved care for methers and.children. But that is efsier ssid

than done.

S

Population groups targeted for assistance by these programs

often dverlap, resulting in confusion and duplication. | -
Moreover, many seligible persons are left without services. For

example, one of the major federal programs providing child health

services is medicaid’s early and periodic screening, diagnosis and
treatment, EPSDT, program. - | it ' , '

Although this program is .intended to serve all children under
age 21 who are eligible for medica®®, only about 2 million of the 11
million eligible children are being reached. :

The question of coordination and evaluation of the existing pro-
grams was unfortunately addressed on only the most limited basis.
during consideration of the adminis{ration's child health assistance
plan during the labt Congress. R s

Following the adjournment of Congress, the staff requested the
Congressional Research Service of the Library of Congress to pre-

" pare a listing of all Fedéral programs involved in the provision and

financing of health care for mothers and children. That analysis
and summary is contained in a committee print which has just
been released. = | . v .

I am pleased that the Departmént of Health, Education, and
Welfare shared our concern over the need to provide effective

“coordination of the existing programs as a pre¢condition to any °
"expansion such as the proposed child health assistance program

which Senators Ribicoff, Danforth, Bradley, Baucus, Heinz, Javits,
and Moynihan are sponsoring. s

The initial summary of overlapging Programs was infdrmally‘-

provided to Secretary Califano last mber. At his direction, the
Department has since that time been working vigorously to develop

~and implement changes necessary to assure reasonable coordina-

.-~ tion and nonduplication of the program for mothers and children.

[ want to commend the Secretary and the Department for those

i' necesgary efforts. a :

I wpuld also suggest that an essential element to avoid duplica-

tion Bf. services is the maintenance in each State of d profile of

~ each chjld or parent receiving services under the existing programs

., or the CHAP plan, if enacted.

The ,profile would indicate which services had or had not been
received by a given individual. The -profile should be available,
gubject to confidentiality 'safeguards, to each "quadified pyovider.
- With respect to both the existing programs pndes
posed programs, I am also concerned that reaiidiad
contro{; be implemented to assure that costs of sezvid®
able and-that the gervices themselves are appropriate. .

.Finally, 1. am concerned over the. prospective costs of the new

.\n“; In w pro_

program. The administration estimates the increased costs of the

CHAP proposal at $700 million’ during the first full year, of which

26 -
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" the Federal share would be over $350 million.’ By @84 new cost.s
: are estimated by HEW to exceed §1 billion. . |
‘[ understand that the Congressional Budget Office estunaces that
‘Federal and State spending wxli be in excess of theevels suggested
. by the administration.

‘Today we have with ‘us a substantial number of witnesses to
testify on both’ the existing programs for mothers and children and
the proposed child health assistance plan. Following the ‘tesnmon;y
of the administration, in accordance with the notice of this hear-

ing, witnesses will be expected to confine their oral presentstions

e .to not more than 6 minutes.

T The committee will, of course, have the benefit of the complete "

statements of witnesses which will be made part of the record of
_this hearmg . .
{The opemng statament of. Senator Baucus follows} 7.

Con T OrENING Srumm or SENATOR Max Bu\ucus

Thunk you, Mr Chairman. J have a brief statement to make. I wan@o express
my- appreciation to you, Mr. Chairman, for uchedulmg hearings "to. consider the
. eritical iseue pf gmproving health servicew for low-income children.

~ 'L . . Our presence:here today represents a eommn.ment mwuds pm:ec:.mg cur mcst'

". valuable resource—our children. .
- I am towponsoring the child health assurance 31 bemuse I belfove it mikes
a ificant.step towards . improving the heal status of millions of American
. children. There are over 17 million peedy children in this country. Six million of
n #these children are not gmgentb' covered under medicaid; only 3 million of those
i o who are covered are eéted by ;he early and’ penndm screening, dmgnosu and
~treatment program.
, The bill under cons:derahon today would. replace LPSD’I‘—medmmd’s ‘curront
~ . ._child health- ‘program—with an xm?l roved pac.ks%_e of on-g - preventive and pri-
7 mnry care services for low-income children, Significantly, focuses on-the need

X' ’ EPSDT system.

rovide .continuing tare as Oppooed to the emphasis on amnent under the

5.

The current EPSDT program faxls to reach mitlions of low-income children be- .

cause’ of categorical restrictions on eligihility. The "proposal sixmmmd by Senator
RibicofY will close these gape in coverage by covering poor children up to eighteen
nggardlm of family struc?‘
t?bihty This reform will broaden medicaid coversge to ng:'iude an additional 2
. lion r children.
F "The CHAP proposal has significant smphumens for rural. ch drenﬁman of
hom are now excluded from coverage under medicaid because of da ri re-
strictions. Sixty percent of rural poor families }ive in two parent households and are

. thus"éxcluded from medicaid coverage; whereas 38 perqeni of poor families in urban

mef.mpohmn areas are gart of two parent familjes.
. Moreover, States with large numbers of non—metropohtaxx poor hade the Iowast‘
.income eligibility levels.” Under the, administrition’s bill the 15 Statdq with the

Iurgest numbers of non- metmpohtan poor will account for T4 percent : all new .

igible children and 62 percent of all new eligible pregnant women. "The effect of
the CHAS* bill' for Montana wx;ll be to broaden coverage to include roughly 8,000

v new eligibles. Of that number appmxxmsmly 2,300 people will actually receive . -

SeTVICEs. -
A key feature of the LHAP propoeal rests with its emphssm on on-going continu-
: ing care for a specific medxcaxd pulation. Enact®ent of CHAP represents an
' ~mve¢tment in preventive car. Study dfter study S8emonstrates that expenditures for
) B revention and basic health care services realizes subsmntml savmgs in the future
venting the occurrence of freatable diseases.
'lgw current’ EPSDT system is marked by low pm\nder participation rates. The

- CHAP pépposal recognizes this weakness and is designed tb assiire the provision of -
e e (mﬁomg mary care services by encouraging providers to participate in the pr& .

N} . mm
- The committee will hear & broad range of comments on the benefits and weak

"l ‘nesses of a child health assurance pmiram Some of the major questions I have °

- Jpclude: The intent and potential of the' outreach provisions; the incentives for
provider pamc:xpatxoﬂ and mxmbumment meemjves

A

ure. Financial’ ressurces wa become the criteria for -
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" The thnmu we will heag from today muy uddm themselves” t.o some of these
- imsues. Ultimutely, I hope we will come away from the hearing with some construc-

N

~+ tive recommendations for improving our capacity to deliver health care 1o law ,

“income children’
Finally, Mr. Chairman, as you know. this committee is comxdermg a number of
propodals designed to expand health insurance coverage for all Americans. Finan,

cial constraints and questions of aﬂordabxhty will influence the shape and scope of . .

whatever bill we embrace.

[ sincerely hope that our efforts to |mpmve the health status for poor children is
not delayed by virtue of the magnitude of developmg mare comprehemwe health
insurance legiglation. :

Is it fair to hold chidren hostage while we continue ta deba‘g the contours of a )
health msui‘unce packuyge? '
: I would hope the committee sgrecs with, me and that we can expaditiously réach
© . ugreement on u program designed to :mpmve the health status of millions of our
most néedicst children.

* Senator TaLmapci. We are pleabed at this time to recognize. Mr. »
Leonard Schaeffer, Administrator of the Health Care Financing
Administration, who will testify on behalf of the Department of
HEW. Mr. Schaeffer, if you will be seated. We will insert your full
_ statement and you can summarize in any manner you see fit.

STATEMENT OF LEONARD. D. SCHAEFFER, ADMINISTRATOR,
 HEALTH CARE FINANCING ADMINISTRATION, DEPARTMENT
" OF HEALTH, EDUCATION, AND WELFARE, ACCOMPANIED: BY
MARY TIERNEY, ACTING DIRECTOR OF OFFL[IE OF - cmm
WELFARE Pl%m,mm

. Mr. SciAgrrer. Thank you, Mr. Chaxrmzm ;
- T am accompanied today py;Dr Mary- T;erney, Actmg Dxrector of
. the Office of Child Welfare Programs.

1 will submit my statement fo /r the record and make bnef com-
.ments.” ¢

‘We feel that S.-1204, the administration’s chxld health assurance
proposal«-—CHAP-—m & unigue opportunity ‘to accomplish two im-
portant goals in a sirgle piece of legislation. -CHAP will effect.
management ifnprovements which will make medicaid work for the
11 ‘millign children’ currently eligible ¥or the program. We feel
those management improvements and changes in the design of the
yrogram are essential to reach ali of the ¢ ldren currerntly ehgx
le. :

In addition, CHAP will make some program expanSxons to insure

-that the neediest childrer have an’ adequate level of basic health
care.

In the 95th- Longress ‘both the Finance Commlttee and House.
Commerce Committee approved child health legislation. This pro-
posal builds on earlier etgorts of the administration and Congress—
wnth significant management and operational improvements.

We are gratified by sponsorship of our bill by members of this -
committee and+we hope all our efferts will culmmate in smf:g
enactment of this bill. :
- I cannoy emphasize sti*cnfly enough the urgency I feel ardmg
- the enactment of CHAP legislation. These children in famil xes

below the poverty level are some of the most vulnerable and
deserving members of our society. Children do not ask to be |

into these situations. They canniot make choices about their dest:my
and they cannot be assured of adequate heaith care thhout our
help. : . . .
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Chxld«'en in these poverty mrcumstanm are more hkely to be in' -

r-health; to develop communicable diseages and to have les&bll-“ SRR

1ties, Studies show poor kids have increased levels of impairment
due tq lead paint poisoning, middle eay infections and-a variety of

problems t;hat mxddie-claw chxldren receive medlca} care for ear}y

oo imlifes
> An mxproved child. health pmgram should be consxdered an in-
vestment in our country's future. Adequate health care for our
‘Nation’s ﬁoor children can save these kids fmn;x what is potentmlly.
_alife of chronic disease and disability.
" CHAP wijll also permit the. Federal quemment and the States
< to manage our child health efforts more effectively. We have made
“  significant strides in improving health care to chlkiren through the'
Departments programs: 11 million children edch year receive phy-
- sician and hospital services through medicaid’s - DT program.
. But EPSDT was originally ‘designed as more than a paymeiit_pro-
. gram. It was enacted specifically to meet the health care needs of
children through eariy~detectxon and treatment and health status
" monitoring. -
. The program has grown dramatmally from one-half million _chil-
-dren assessed in fiscal year 1973 to over 3 million in fiscal ‘year
1978. For thildren who get into EPSDT and are full D%‘ served by the
o . ?rog’ram. the benefits are clear. For many, EPS provides the -
e xrst tHorough physical since birth.
' §roxxmately half of the children receiving assessments are- -
found to have conditions requiring further treatment. Once as- ..

s

. sessed, most kids do receive that additiohal followup treatmgnt. . ‘ )

However, .medicaid and EPSDT have not been-able to go far

*pmgrgalm which’ xmpede our efforts to deliver the best health care
possible :
Eligibility and benefits vary from State to State. Oniy about ‘3
million of the 11 milljon eligible have had up-to-date assessments.
* -Some who are screened do not receive necessary followup care. The
. . whole ' process of delivering care is often fragmented and most
*  important, the cutrent EPSDT program does not provide incentives
‘ for the critical factors in this process: The States, pmvxder& ana the -
.+ beneficiaries themselves.
"~ We are moving to solve those problems which we can admxmstra- ,
_tively. In May we published final EPSDT penaslty regulations
‘ which attempt to fpcus on performance rather than the process.
. - . Mr. Chairman, I believe you know that the Surgeon General and - ;
I, Dr. Richmond and I, are deeply committed to'impro¥ing delivery. .-
of healthscare services ta r kids. We have spent a great deal of
- time reviewing the multiplicity of existing programs that touch on
child ‘health needs, and we have developed & strategy to coordinste
financing mechanisms of medicaid with the service %%hvery -aspects
of other departmental programs, especially’ those of the Public
Health Service.
. We have developed a joint strategy submxttgd to the Secietary. It
has been approved ané HCFA has been:given the lead role in
msurmg that the Department as a wholeé provides care dnd service
uately carries out its responsibility to make good health care
ec&able to poor children.
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) -enough. There are fundamental problems in .the desxgn of the. -«
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~T'think we are doing & great deal to improve our management of
_ this program. | believe, however, we nee'g your help to obtain the
. - management tools' which are in CHAP which will make medicaid
- and its child héalth component work the way itshould. .
- CHAP redem%’ms many of the most significant parts the EPSDT
'g.mgram. It will result in enhanced ability to administer . both
ederal and State level activities and it provides incesntives for

. .

higher participation by States, for providers and for beneficiaries:

/ .., One of the problems in many of our programs is the lack of R

‘ ‘- incentives far all the players—the States and providery—to provide
D -)apgmp'rmte service to peopleinneed. =~ ¢ BT .
P riefly, I will outline sofme of the problems we see and some of
_ . the solitions we propose and then be available for questions. ..
*"« . The most serious.drawback in the current program is thgt there
is no assurance.that a child has one source. of ongoing and continu-
""Vaie, Oug source of primary preventative care. The .medicaid child re- .
‘ - ceives servicés 1A emergency rooms more often than in the middle-
' ~ class child: EPSDT us.carrently in operation focuses on’screening
i ‘and fails to assure the necessary coordination bgtween screening
-and treatment. - : " ) S )
+  From’our point of view CHAP ad and solves thig problem
.. by providing for continuing care provideis. By signing child specific
. agreement';?‘s{xe continuing care provider offers & medical home for.
C each child. This removes the fragmentation between screening and
- treatment. , _ e
~»~  'The program also provides incentives which allow providers to be
‘ ~ paid more for children in ¢ontinuirig care. It asks them to do more
- - and it pays them for that added responsibility. =~ -~ =~ ~
“. At -the current time the program involves. disincentives. There
. ° " .are no positive incentives for States to reach out and agressively
y o . bring children into the program. CHAP does provide incentives for
. impreved participation. There¢ is a,graduated match for ambulatory
- "services to children. The program provides an integrated system of
rewards and sanctions based on a performance standard which
. measures the percent of medicaid children in continuing care or
. assessed and treated. - . S Lo T
- CHAP closes loopholes and inakes States accountable for all
‘ medicaid children, not just those requesting service, and States are
.. given movre credit for children in continuing care, in order to
provide incentives to encourage these relationships. States with
superior performance may receive up to 20 percentage points above
their current matching rates. States below the minimum perform-
arice may lose up'to 5 percentage points of their current matching
- rates. During the irpplementation Eha‘se startup of the program, a
" flat 4 percentage point increase will be available to all States. This
performance standard is designed to theet the same objectives as
the original proposals in the 95th Congress. However, aften review-
ing lust year's proposal, we are convinced that this approach is.
eusier to administer, both for us and the States. v
It will allow States to set performance and financial objectives.
The relationship between increased mgtching rates and State per-
formance is more direct. It is qiite 'simple. The more children the
. Statp takes care of, the more money it will receive in Federal
’ n:mtching. Loe b

¢ . : - .
¢ ' ' - . ¢ 'o
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~In terms of outmch CHAP wxli sncaursge Stat.es to improve
© outyeach- ykmc‘.masm% the.federal match peceent for adminis-
. -trative coets incurred y States for outreach services.
Currently the availubitity and quality of health care to ppor
o - children varies because of State discretion in determining eligibil-
..~ . ity and benefits. Poor children in fact can be- denied care because of
.the accident of his or her State residency. =
CHAP addresses this by mandating a minimum beneﬁt packnges
in addition to the currgnt. required medicaid service which irel
rautine dental care, vision, and hearing service .including hearing .-
o . aids .and eye {:Iasses, immunizations, prescription drugs and msu-
e - lin, and ambu
~ _ .the Community Mental Health Centers Act or those’ that meet
standards set by regulation. -
. < P eliminates assessment as a preqond;;xon to recexvmg these
-« services and removes State mstnctmns on most of the requited
services. . Coest
Ehglbxhty &lsa depends -on the State where a chﬂ& hves CHAP ,
o fills in"gaps in coverage and -insures umform minimum ehgxbdxty o
' by using a national income standard.
-~ CHAP will extend eligibility to all chxldren under 18 with ‘fami-
’hy incomes under 55 per nt of the poverty threshold uriless t.he
- -State standard is higher."

CHAP also removes, the tegoncal restnctmns whxch prevent so- ¥
called Ribicoff children in two-parent famxhes who are othemse
eligible from recewmg needed care.’

ne other point. CHAP recognizes the importance of prenatal

. care. It is essential that mothers receive care during pregnancy.
- CHAP provides eligibility for pregnant women at the same level as
ghilgiren that is 55 . percent of poverty” or the State _standard 1f
er .

r. ({l;axrx;mn, as you know, the CHAP program is not a new

one, but it contains reforms that are absolutely necessary to realize
the potential of the existing EPSDT program. It will correct defi-
ciencies that limit our ability fo administer EPSDT and will allow

us to bétter coordinate with other child health programs.

And CHAP provides care now. Implementation ¢an he very quick
because we build on the existigg program. Mr. Chairman, [ urge a
-speedy and favorable considération of this bit of legislation. . =~ .|

- "As | am sure you are aware, we have met with a variety of
interest ups ‘who will be heard by you today.- We arg very
interested in the outcome of this hearing and ‘I asked Dr. Tierney
to remain so we can get the full beneﬁt of the mmments made to
you. -© o

I will be happy to r Tgond to questions. .

: ~ Senator TAJMADGE. k you.

- Ho Department getting along in its effort to mandate ,

coordination of the many existing programs where we have dupli-
cation now? .
‘ -Mr. Scuarrer. The entire list of child health programs which

* we developed and which your committee requested be developed by '

the reference service has been reviewed inside the Department. We -
have laid ouf all the potential areas for better cooperation gnd for
using such ‘programs as school programs for referring children into

" N

‘A

atory mental health services by clini¢s funded un ) :-,
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. EPSDT programs into
.- would opgrate under Federal standards and guidelines? .

.Mr. ScHArFrFER. Well, I think-it ‘would be one alternative that
" could be investigated. I think our experi¢nce with EPSDT indicates

~think that‘, the singl

- sylvania, and Wisconsin?

N
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-companent in HEW will do to improve coordination. 5

been vested in the Health Finance Administration. .

. Senator TaLmapce. All under one head? _
. Mr. ScHaxrrex. We arejgesponmhle for.'repar‘t_ing‘ to the Secre- .
| "@g&mr;mmmn Won'®it be difficult to expund a program
" that never operated at full effectiveness during its existence? .Do -

.you have the administrative capability, the necessary resources

-

<

" EPSDT.'We Iaid out a(flanﬂmtmdmates what each operating _ -

and the manpowei and facilities out in the field to deal with the

- increased commitment this pro (would take?.
 Mr. Scuaxrrex: I think by better utilizing all the programs in
.+ existence now, fhe variefy of PHS, titles ¥, XIX, and XX, even .
. Office of"Education programs, I think that we can indeed provide
"adequate resources to-address the health care needs of children.
It will take a lot-of good will and cooperative work between our

programs and with the providers, but I think we have" the re-
SOUrces; yes. - v ‘ .. : :

' Senator TALMADGE. . In terms of making -some ‘more sensé out of ;

. the maternal and child health programs under the Social Security

Act, wouldn't it make gense to simply combine the title V and the
/sone block grant grogram to the States which ~

that it is a very complicated ares, especially in terms of assyring

" that gll the providersy both acute care providers and those provid-
~ ers of continuing care, coordinate services and work together.

Our thrust under this CHAP propossl is to reorient the program

from a° purely screenin% meodel to the idea of a medical home. I
_ e block grant program might not be. able to
aecomplish - that. I think “you will hear testimony todsy from a
variety of other groups that will speak to the concept of conti;;uing

care. * . N . v L

I think we need a meshanism guch as we envision unde
in order to get that kind of care delivered to kids. Our gopal is to
assure that pogg children -will have access: and opportunity fé

I do, not think you would get that under the block grant ap-
proach. . ' ‘ T

. Senator, TALMADGE. Given increased emphasis on case findings -
-.and oulreach activities the two bills are intended to stimulate, how
can you estimate there would be no increase in number of recipi-

ents served in such States as California, Hawaii, New York, Penn-

.

Wouldn't the proposal introduce new costs far in excess of those

~ " counseling, treatment, and followthroygh during their early years-
.. by a physician similar to that available to middle-clasg- Children.

you have calculated because of increased spending under the exist-

ing medicaid program for the 5 to 10 million ¢hildren who are now

potentially eligible but not receiving service? . :

Mr. ScHARFFER. It is our feeling, based on the data we have, that
most of the children who are potentially eligible for medicaid are
indeed in the program and do receive some kind of service. The

:‘) . 32 Y ¥
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problem is those servxces are typxcail dehvered when the child :is

An some t;{pe of severe need, actually ill or requires.acute care. ”

The goal of the LHAP‘pmgmm is to create some sort of relation- .

‘ship on an ongeing basis between a child and its family and a-

source of primary care so that some of these problems. can be
treated egrlier in their course while the child is snll h h and
rhaps more intensive treatment more costiy treatm nt not )
necessary later. '
Further, we are yery concemed that the pmventwe health care

be delivered and an understandigg of good health habits be taught, -
- s0 | do mot think a case can be made that more costs will accrue
~aboveé our estimates because more kids will need care.

We will .be bringing those kids % earlier and hopefuily will be

reducing the cost of acute care while increasing service at the right
. point in time, which is early in life. In addxtxon, we wxll be helpmg'
to initiate ood healtl;x habits.

‘Senator TaLmapck. The CHAP. bxn approved by the Fxnance"

* Commmittee last year left States with the option of providing mental ..
health services. The adgministration’s bill would mandate ambula-r-

tory mental health seragggs pmvxded by physicians and by commu—\

_nity mental health'cfinters.

uring the committee hearings on mental -health pmposa.ls serj-
ous disagreement within the mental health pmfessmns was mdxcat- '
ed as to the validity of many of the assumptions and underly
theories involving t%e diagnosis and treatment of those descn
as having menta! health problems. ,

or example, here is what the Natmnal nstitute of . Mentaif
Health stated last year in an evaluation of the community mental :
health center HC programs, prepared for the Secretary of

- HEW;

 Unforfunately, the effects of. (‘\ﬁi(‘s and of other components uf the Nation's
mmml health system. in¢luding the private sector. upon the emotional well- being of
their clients and their cammunities are not known at this time. Questmns about the
effectiveness of basic mental heaith' treatment tools such as psychotherspy remain

. uiiresolyed and scientific assessment of {he effects of the cdmplex orgamzatmn on -

the mental heuith of their clients and their host communities is still in lts infancy.

“How do you ‘reconcile the administration's position to mandste’
mental health. coverage rather than deaving it up to the States’
option in'view of-the testimony I just read? -

Mr. ScHAEFFER. The CHAP ﬁnlf as we recommen& xt to yau, has
a couple of -assumptions and goals in it. One, as you noted, is that
these mental health services are to be dehvered on an outpatxent--
basis.

Segond, States ‘may indeed limit amount and duration and qcaEe

. ci these services so it is not open-ended However, we want to ma

ure that mental health services are available to this particular :

population whxch may indeed be able to benefit from them.

- Although 1 am sure the testimony you cited is accurate and those
points of view are appropriate, the source of our recommendation
flows from the Presx ent's Commiission on Mental Health which
made recommendations on the need for appropriateness and sig-
nificance of this benefit.

Senator TaLMapgse. Thank you very much, Mr Schaeffer and
your<associate for your contribution to our dehberatmn

[The prepnred statement of Mr, Scha&,ffer follows:]

FYEIE TRL S S S AL -~
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Mr. Chuirman ind membars of the subcommittes, [ an delighted £ be hero with ©
.you Roddy to discuss S. 1204, 'the administration’s proposed "Child Health Aséurance. =

Act of 1979"~CHAP. This bill offers & unique opportunity to accomplish two critical

goals for the delivery of health care services to Nation's low-income children in

one piece of legislation: !

It effects management impmv;:men't_s which” will muke m«.’ucsud and its <child -
E "h?a%};‘ Ct::‘imnsnt* ) —really work for the 11 million children currently. -
“aligible, ‘ : : : R

maut serious gabs' in "aﬁgib"ility and benefits b 'vpr(évidi
ure {0 ensure that the neediest Chﬂdren—noymtter :ﬁ.
-receive an adequate lovel of care . '

(‘@)mmits& conside and, approved child hoalth ‘legisiation. -Unfortunately, time
“raf ot before furthér actiqn. could bo taken, After careful reexamination of the

' current EPSOT 'pn by both the administration and the Congrées,.and in

states, providers and consumeis, we have developed the child - .

. health asurance vr:ﬁul before you today. This proposal builds upon the sarlier = ..
ides significunt improvements, eapeciglly in ‘the ares“of prograny - .

. We' re gratified by the sponsorship-of our. bill by Senators’ Ribicoff, Moynihan,

Baucus, Bradley, Danforth, and Heinz of your committee and by the interest shown
by this subconymittee in beginping consideration of the administration proposal. We
ho&e these efforts will culminate in swift enactment <f CHAP. ' :

r. Chair . [ can’t emphasize strongly enough the urgency of enacting CHAP
inluti . 1'have s strong personal: congern for poor children. They

ask to be born into ﬁor families. They cannot make choices about their own
destiny. /And they cannot assured of adequate health care without our help.
Over One-fourth.of children in this country under 18—17.4 million children—live
in:fow/income families—familie¢ which often lack the financial means to provide

- eaengial medical treatment fgr .themseives and their children: The relationshi .
behyéon.,.poverty and inadequate health care Mas been demonstrated in man& stycﬁ
' to geve

op. ..
children .

/ Providing adequate health cars for & poor child—saving that child from what'is .~ .

Poor children are moré likely to be in poor heaith, more Iikeli

from families with higher incomes:-

/ poigntially & lifetime-of chronic disease or disability-—=enables that child to better
use. oppartunities available to him or hér and to beromeé’ & productive, competitive

adult member of society. An improved child health program is an‘investment in this’

country’s future. CHAP provides us the. greans to more efféctively reach and serve
poor ¢hildren. CHAP provided-a chance Yor oyr moet valuable resource—ecur chil-
dren, It is the least we can do. R . ' - . o
We have. already made yreat strides in Smproving the bealth status of children
through the Department's programs, those programs identifisd in a recent report of
the meges&n’onul Rewearch Service. Many of these prograins, howaver, cover chil-
dren with specific conditions, such ss the crippled children’ _program, or those who
live in certain geographical locations, such as the" g)palac 1an or migrant health
programs’ These prz;rsmx‘ are not designed or funded fo care for all poor children.
_,rg?edicaid i8 the primary program that makes health care available and acceesible
topoor children. K sssures pdyment for needed physician and hoepital services to
* approximately {1’ million children a year. Within the broad framework of FedSral
reguistions and guidelines, the states and tercitories have considerable flexibility in

determining medicaid ei_igihility,_paymen:.strgctures and benefit packages. How- -

© ever”fertain basic medical services and required to be provided by the States.

With the enactment of the Early and Periodic Screening, Diagnosis and Treat-

ment ram (EPSDT), Congress recognized the need to do more than just pay the

hill E was intended to reorient medicaid’s delivery of health care services to
poor children. These EPSDT mqhuirements were added to medicaid specifically to.
meet the health care needs of children through early detection and treatment of
digsease and outreach and health status monitoring. All childrer screened ‘under
EPSDT are provided needed eyeglasses, hearing aids, and other required treatment
for visual and hearing defects, as well as limited dental care. .

In the five years following EPSPT's fullscale implementation, the number of
needy thildren servid bE.ﬁhe rogram has grown dramatically. From fiscal yesr
1973 to fiscal year 1978, PSD’]PhenIth assessmerits increased from sbout 500, to
approximately 3 million annually. . . :

the Findnce Committee as well: as theHouna Commeme'." “

isst, most vulnerable and most deserving members of our society. They<
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.For ch:iidr_'un' who get into EPSDT and are fully served by the program, the
benefits are ci_our\ﬁ,For many poor children, the KPSDT assessment is the fimt
thorpugh physical exam received since birth. Approximately forty-Tive percent of
-the children receiving ESPDT assdednients are fo to have conditions requiring
further treatment. Fifty percent ire imua " iminunized. Nearly ten m

from urban areas are found to have ele bl lead levels. Ten perognt

© have vision problems, thirty percgnt are found to have hearing problems and &

" percent are reterred for trestment of severe dental problems. Once assessed, most
children veceive the treatment they need.” - ' ’

' However, EPSDT and -medicaid have not beén gble to go far enough. There are
- flaws in ¢he duiﬁn of the program which impede our efforta to deliver the best |

health care possibie. K :
Becuuse of Staté discretion in dewrmininf‘ eligibility structure, benefit packages
and reimbursoment rates—accoes, availability and qualify of care are to some
gree an accident of state residency, ‘ AR o

ly 3 million of the 11 million cﬁﬂd}‘en eligible for the EPSDT pmgmm have up-~ -

to-date assomimenta. o . . o :

. Many of'the children acreened do not receive. necessary follow-up ¢are—many
children have no regular and continuing relationship with a health care provider.
© Care received is often fragmented and episodic and in some cases duplicates
screening. . : ' '
~ There are disincentives to participating- for the t.hree.k‘ey sets of actors in the
program, States, providers and beneficiaries: _ '

Expanding participation in the current program increases the financial burden on

States, in some cawses, it is more lucrative and involves less paperwork for providers
to egmvide medicaid services ruther than the full range of DT benefits, and
. medicaid-wligibles must take additional affirmative action to obtain EPSDT, even

after they bocome qualified for medicaid. - _ S

Mr. Chairman, our goals of assuring adequate health care for all r childrén
~snd making needed management improvements can only be realized if new legisla-
tion is enacted. B N e . C

However, we have not waited for legislation to take action—both administrative
and’ regulatory—under current Ruthority to improve children’s health care services..

In. May, we published final EPSDT penalty regulations which—to the extent i
ble under existing law—focus on results rather than process to assure that States

' im&mve the delivery of services to children. - .
~ HCFA 'and the ‘Public Health Service (PHS) togéther have examined every HEW
program that tauches upon the health needs of poor children to determine how best
to coordinate the financing mechanism of medicaid with the care delivery aspects of
other departmental programs. Included in the review were the programs addressed
by the Congressions! Research Service Study. As a .resuli-of our review, we have
'ui’entit'md and are undertaking a series of administrative actions:
-~ We will assure that the department's resources are used as fully as possible by
EPSDT and medicaid: o ) ' .
Medicaideligible children participating-in other HEW x‘ggrams-—such as
AFDC or start—will be identified and provided with %’J DT services, if
they wish to participate. N ,
Providers funded by PHS and other federal programs will be used to provide
- ccnt’muing carg, and other EPSDT medieaid services for children wherever/

_ ible. PHS granteee are already serving many medicaid children, and we will

tncrease the numbers served in the months ahead.

We will make use of all HEW outreach programs to bring eligibles into medicaid
"and to determine the number.of children in continuing ¢are or otherwise assessed
. and treated. - . - '

" in September we will begin demdnstrations on how school systems may channel

childreni tnty continuing care situations—and how, to the extent powsible, they can

also provide covered services.

Both the Surgeen (General. Dr. Richmend, and I are deeply committed to improv- )

ing delivery of health care services to-children. We have spent a great deal of time
reviewing the multiplicity ‘of programs touching child health n and developing

ways to help ratiomalize them to help them function together more harmoniously. -

Mr. Chairman, [ need the help of this Subcommitiee to give HCFA the manage-
ment tools necessary to make our child heaith&rgg%gms work effectively and reach
all eligible children: The current structure of frustrates theé of meeti
child health needs as effectively as ible. The administration’s CHAP proposa

| redesigns the most signiﬁcant parts of the program and will, when enacted, enhance .

‘the ability of both Federal and State Governments to administer the program. It
provides incentives for higher participation by States, providers and beneficiaries.
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CHAP will atiow us to better direct our own efforts a.nd,ﬁwe us the management -~

.controls wi need to make Stutes more accountable, - R .
One of the mowt serious drawbacks to medicaid and its child health c’mponent-—
‘PSDT—is that tHere is no assurance. that a child. has one source of ongoing,

© “primary and preventive care. A medicaid child i3 more likely to receive routine

medical attention in & hoepital emergency room than a middle class child, EPSDT
focuses on screening and often fails to assure the necessary coordination between

scieening and treatment, S : '
CHAP addresses both of these probems by.restructing provider relationships with

- mudicaid children. it shifts the emghuim away from fragmented, episodic treatment

to & single source of preventive and acute cage for each medicaid child. In signing a
child-specific agreement, the continuing care provider agrees to be 8 medical home

. for the child and to provide assessment, treatment and medical case management.
+ - This will ussure one coordinated focyapf care. CHAP suthorizes HEW to provide

“incentives to continuing care providers to refléct the added cost and responsibility
involved in this remhgmhi?. _ ‘ fo . e . ¢
‘Because some children live in communities where initially there will not be

-~ sufficient numbers of continuing care providers, CHAP also requires States to use’
( sgdesmient providers to reach eligible children: These providers will agree to pro-

vide to any eligible child periodic health assessments and a minimum range of

- diagnostic and treatment wervices, with referral for those services they cannot

- quired under medicaid—available as needed without regard to

provide. : . .
Currently, there are no incentives for States to reach out and aggressively bring
‘children into EPSDT. CHAP provides the positive incentives necessary to improve
State participation. CHAP introduces a graduated Federal matching rate for ambu-
latory serviced to childrén as part of an integrated system of rew and sanctions.
It is based on a performance standard which measures the proportiog of medicaid-
enrolled children in continuing care or timely assessed and treated. . = .
- This performance standard is designed Yo meet the same objéctives as in our
prévious bill, but after reviewing last year's proposal; we decided that the proposéd
structure would be easier for us and the States to administer. ‘ .

It closes the {oephole in current law by making States accountable for serving all.

medicaid children not just those why request services. .,
Greater weight 48 given to children under continuing care as an {ncentive to

Stites to encourage these relationships.

A State showing superior performance can receive up to twenty percentage points

added to its current Federal matching rate—with a ceiling of pinety percent—for

. smbulatory services to children.

- Instead of s separate penalty, a State may lose up to five points in its Federal
matching rate for ambulatory sérvices to medicaid children—if its performance falis
below a*minimum standard.

During the implementation phase, each State will receive a four réentage point-

increase in the matching.cate for ambulatory care to children to elp cover costs

due to start up of the program. : : ‘
In-order to help States reach moreseligible children and bring them into rthe

system, CHAP provides a matching rate of seventy-five percent for administrative

" vots to States for outreach performed by private agencies, under contract with the

State. as well as public sgencies. : ,

Under ‘the medicaid program, the availability and quality of health care to r
children varies considerably because of State discretion in program design. Clg?\oP
nddresses this by mandating a minimum benefit package of essential care including
the current required medicaid services-—physician, hospital, lab, X-ray, rural health
clinic and EPSDT—and adding the following new services:

Routine dental cape, diagnostic, preventive, restorative gnd emergency dental
services; vision and hearing services, including eyeglasses. anﬁ?hearing aids; immuni-
zations; prescription drygy and insulin; and ambulatory mental health services,
performed in centers funded under the community mental health centers act or
meeting standards set by the secretary. '

. CHAP eliminates the requirement of an assessment as a precondition to receiving -

these services and makes ntost mandatory services—including those q_lready re-

%taw Jimitations on
amount, duration and scope. Removing the assessment requirement eases the
burden of States and providers in determining which children may be served. In
mandating a8 minimum benefit package and'eliminating State limitations on most

required services, we are moving toward uniform coverage for basic health care

services for all medicaid children. _ ; ‘
-Efigibility for medicaid —-und accordingly for EPSDT—also depends on the State
in which a child lives. CHAP fills the most serious gaps in cqverage for poor

.o
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children, and establishes uniform minimum eligibility in all States by setting a

~ National income standard:

-

CHAP mandates coverage for all children in familiss with income under 55
%::em of the poverty threshold, unless the State income standard is higher.

National income stundard of 55 percent of poverty—or roughly $4,200 for' a
family of 4—helps assure coverage to the poorest of the poor.’ : ‘

.. CHAP removes categorical restrictions which prevent children in' 2 parent

families —*“Ribicoft” chilﬁ'eﬁ-whq are othérwige financially eligible from receiv-

ing medical useistance.-Under this proposal, a poor child is assured coverage
~whether his pareits are together or apart. o . : : :

In mandating eligibility. for pregnant women; CHAP recognizes that good heaith

begins even before birth. It i eesential that a prospective mother receive care

.during pregnancy; 29 percent of the women giving birth ip 1975 did not receive any
‘prenatal care in the first trimester and ¢ percent received none in the first two.

trimestors. Lack of adequate prenatal care increases by threefold the chance that -

_~ the baby will be born with a low birth weight which in turn increases the baby's

chance of dying within the first year or encountering other developmental problems.
CHAP provides eligibility for pregnant women at the same level as C ¢hil-*

dren—35% of poverty or the State income standard if it is higher. It provides

coversge to women who are pregnant for the first time and for women who live in

‘two-purent families.

. Mg Chairman, CHAP does hot create 4 new program; it is an im{portsnt improve-
ment in our current medicaid program. CHAP contains the reforms absolutely
necessary to realize the intent embodied in EPSDT. It pravides us with the manage-
ment tools which will epable us to correct deficiencies that currently limit our
ability to admjnister EPSDT and coordinate with other departmental-child health
ph 3 ams; CHAP will give us a better tool for meeting the health care needs of poor
children. . : N s _

CHAP builds upon the current medicaid program and lays the groundwork for ~
the national heaith plan. But the improvements i:smel‘&m operation and coverage
under CHAP need not wait-for the national heaith plan. CHAP is needed and
should be implemented now.~ 3 , o

‘Mr. €hairman, I therefore urge you to Ponsider and enact the administration

 (CHAP legislation as quickly ‘as possible, We need. this legislation to improve our

_later detection of illness.

programs. Thé peor children of America need this legislation to receive the health
protection; they Jeserve: . S :

Senator TarMapci: Qur next witness is Clifton Cole, chief deputy
director, medical care -services,, Department of Health Services,
State of California. Your entire statement will be included in the
record. Please sufiimarize in no more than 6 minutes. : :

STATEMENT OF CLIFTON A, COLE, CHIEF DEPUTY DIRECTOR,
MEDICAL CARE SERVICES, DEPARTMENT QF HEALTH SERV-

ICES, STATE OF CALIFORNIA

Mr. CoLe. Thank you, Mr. €hairman. .
I am Clifton Cole, chief députy director of medical care services

““in the Department of Health Services of the State of California:

The California Department of Health Services is pleased to have
this, opportunity to present aur comments to the Senate Finance
Committee on the ‘child health assurance program proposed id -

‘Senate bill 1204,

The California Department of Health Services has long support-.
ed the development of a Federal child health assurance program
which will provide States with an effective basis for delivery con-
tinuing ‘primary care to low-income children. The benefits of pre.
ventive health services and early diagnosis and treatment‘are well
documrented, having the potential to not only improve the health
status of our Nation's children but also to decrease the cost of
health services by aveiding more costly treatment associated with'
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. 1974. This program, called CHDP, covers 1.5 million ¢

X 34

California has met the EPSDT requiréments through implemen-
tation of the child health and: disability prevention %r , in

cluding all medicaid eligible children and children whose families
are within 200 percent of the State’s income maintenance levels.
California has been able to offer these 200 percenters a health
assessment at the time of entry into-the first grade. o«

This time was chosen to assist low-income families in complying
with California’s child health legislation which recognizes the berfe-
fits of a school entry health examination and, therefore, requires

~ all children to receive a health assessment- upon entry into school.

~ preschools are also eligible for health screens. This fiscal year, the
* California Department of Health Services child ‘health and disabil- -

In addition, children enrolled in Head Start rograms and State

ity prevertion program provided over 230,000 health screens to
medi-cal eligible children and over 90,000- health screens to chil-
dren in the Head Start program, state preschools ‘and in the 200

. -~ percent groug. Forty-two-percent of these health screens resut in a

referral for

by the screening precedures. .

Senate bill 1204 supports the goills of the CHDP program o -
broaden the availability of child health -services by exémnding the
treatment

population eligible for health screens, diagnesis. an

service. In addition, S.'1204 parallels the California Department of -

Health Services program in many areas, including the coverage of

pregnant gmen,nthe use of comprehensive care providers and the

inclusion &F'a variety of providers in the child. health program.
- §.-1204 regsponds to many of the Department of Health Services

concerns regarding previously proposed CHAP legislation and we.

+ appreciate the changes which have been made in response to €salr

fornia’s concerns. We believe S. 1204 will solve some of the prob-
lems inherent in the current EPSDT program. For example:
‘Expansion of the eligible population will make medical services
available to pregnant women and fow-income children who are in
need of comprehensive care. . , o
The inclusion of ‘low-income pregnant women in the medical

assistance program is a great advantage . toward assuring the’

health of our children. Providing adequate prenatal and postnatal
care should mot only improve the child’s health but sheuld also

provide the oppertunity to explain to the parent the rieed for the .

child to receive preventive child health assessments.
The California Department of Health Services also supports the

' extension of eligibility for Srgggant women but requests that the

language in section 201.an be clarified. It is not clear if the
intent of this language is to extend eligibility to 'those women who

abort or miscarry as well as those who carry a pregnancy to full -

term. The language of the legislation refers to “termination of
pregnancy’ which would seem to cover both cases but it is not
clear. > _ . ' "

The child health program proposed in S. 1204 would also promote
a continuity of care which is absent from the current EPSDT
program. The 4-month extension of eligibility will help assure that

" children receive all necessary treatment which, in many cases, is

not completed due to loss of eligibility.
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The inclusion-of a variety of providers is supported by the Cali-
* fornia, Department of Health Servjces, it allows the delivery of, .-
care in various settings which can be ':S‘apted to local situations.
. The California Department of Health Services also supports the
provision dor incentives to States with good performance' and for
/  incentives' to continuing care providers for increased responsibility
‘ - in case management, diagnosis, ami treatment. ‘ ‘
We slso support the emphasis placed on continuing care provid-
ers and the additional case management responsibilitips placed on
. these providers. This should help to assure that continuity of care
.+ occurs and-that services are not duplicated. ST
= - - Initial estimates of the impact of S. 1204, developed by the De- o
partment of Health Services, indigate that no additional eligible /
persons would be added to California’s medicaid population, as they '
. are currently covered under the State plan. However, based on otir
" + . estimates; the first year of CHAP would result in $4 million sav-
ings to California. If State costs remain at-current levels, subse-
* quent savings based on the receipt of the maximum incentive could
reach $26 million per year. - - I
- . Senator Taumapck. I have'to call time.  Your entire statement
‘will be entered in the récord. = , ' o
. I have some brief questions. =~ % .~ = .
.-From the States point of view now, does 8. 1204 provide for
‘coordination of CHAP and the other federal programs providing e
"©«  heaith careto children? - S , .
© M- Mr Cous: It will-in certain respects hut we feel the bill needs to
‘ - ‘have more outreach mandated and also more community health _
education mandated. U R
. Senator TALMADGE. Should S. 1204 be amended to require dnd
spell out specific coordination requirements? g . )
Mr. Corg. I think it should. T ‘ :
Senator TALMADGE. D you foresee a problem in tying funding of
. the program to performance? Wouldn't some States find it cheaper
to absorb a reduction in the Federal match in mounting an ade-
quate CHAP program? : o ' -
Mr. CoLk. I do not believe the States could absorb a reduction in
the Federal match. California is encouraging increasing the Feder-
a] match to provide incentive to broaden the prograni and {0 follow
up with continuing eare which is something the States. would-have
., to do on their own. - :
Senator TaALMADGE. Would it be better to tie performance penal-
ties to administrative cost? " g
Mr. Core. California is requesting or is advising that we do not
- have performance penalties in the bill. That instead that publiciz-
ing State performance in the State and local community for con-
tinuing Federal financing at established level but diverting a por- K
tion to general revenue sharing rather thap to other purposes that -
the State might prefer would be a better way to penalize.the States
rather than to have penalties which would go to reduction in, the
. amounts that were given for care of the children. ‘
- Senator TALMADGE. Senator Durenberger. = '
‘Senator DURENBERGER. | have no questions but I have a state--
ment I would like to ingert in the record. ;

#
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Senator TALMADGE. Your staterent will be inserted in fall in the |
{The full statement of Hon. David Durenberger follows:}

STATRMENT OF SENATOR Dave DURKNRERGEX

Mr: Chairman, after the education which the Committee has boen etting receat- -
ly in the area of health insurance, today's hearings on child healt represent a
refreshing switch from medical catastrophes to the strateyive of preventing some of
those disasters from ariung. ' :

I'm proud to sy that my home state of Minnesota hus taken considerable initia-
tive in the field of ¢hild health, much: beyond the federall required services. In
addition to Title V and Medical Assistance programs, we have developed.a Pre-
schoal Screeni ngrané lfc‘:r all children in the state, with each schoal district

i uiponaibility. . : : Co . C
developed a network of Early and Periodic Sereening clinics,
n fifty at this time, These are available to Medical Assistance-gligible
children and to all otiers in need, with payment calculated on a sliding-scale basis, -
This entire effort devgloped from the State Health Department's board authority to
- promnote maternal anf-child heaith and relies on dedicated service of the nurses
certified to operate olinics. . o - .- , ]
Our involvement @\ the Early and Periodic Screening, Diagnosis and ‘Treatment
. 'Program un edicaid.took & lot longer to get off the ground, Like other states,
i a8 stalled by the late srrival of ftgleral wlations and by the general
problemwat resching families and involving providers. However, in the last serveral
years we have made progress. Medical organizations have put togsther screeni
standards, defined requirements for gprﬂciputing providers, and specifisd case man)
- Kenient responsibilities, Renewed efforta were made to enlist physicians, with the
mnmlzi that 62% of the primary care phywicians in the state are now enrolled as
providers. . . :
in, a8 in other States, there still remain probleins in meeting the goals of
-child. health care. These fall roughly into twe categories, those problems having to

do with organizational failures and those which concern respect for the privacy of

familios. - ‘ ‘ .

- In the first ca » coordination between and among Federal and State bureaus

i8 arucial. At the Federal level, every new piece of legislation concernin maternal

and child health seems to have pr(guced a distinct and' sutonomous office. I look

~forward to some hopeful comments from Mr. Schaeffer on the Administration's
plans to bring order to the chaoe of child health administration. ,

On the state level, implementation of the various Title V, Title XIX and state-
initiated program can get caught between the least two departments, Health and
Welfare, and at times, & third, the Education Department. The result, which is not
uncommon, is that the left hand does not always know what the right hand is doing.
Yet without good cooperation between gdministrating agencies, the effective diagno-
‘#ig and treatment of children suffers. N _ .

In the second category of lems in child “health are those of the division of
responsibilities between the State and the family. The recently published EPSDT
regulations state clearly that “ . . the Stste has the responsibility to make it

ible for recipients t receive EPSDT services”, st which point “It is then the
amily's responsibility to make use of them if they wish”. This gereral phrasing
coverS _a complica array of decisions which administrator must make about
outreach and continuing care provisions. How does one determine when efforts have
-been sufficient? - ) ’ ’

As unpopular at it may be to raise the subject of cost when it comes to the health

of needy children,"] think we must be frank in our sppreciation of fiscal realities.
"Marian Edelman, one of our witnesses today, recently published a spirited state

ment in the New York Times in which she decried government choice of defense

over preventive health expenditures. Though broadly made, the point that we need -

W take a long, hard look at ‘priorities is well taken. Despite the affluence of the
. United States, it remains true that the best predictor of intant mortality, of chronic

iliness, and of & short life spas is being born poor. The most dismaying statistics an

American health have identified our target population for us: it is children from
Now-income families. . ‘

At the same time, we have the responsibility to demand' that the deservedly high
priority which we set on child health be met by effective and cost-efficient pro-
grams. Our ¢ompassion for the vulnerability of.the young should be balanced by the

- strongly felt obligation te find.the best solutions to the health problems which affect
them . . “ N
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- I look forward to the sssigtance ih meeting thust obligation which today’s wit-
" nessw offer. 4 « - . :
Senator TarMapck. Thank you. - . . .
- Senator Heinz: I do not have any questions. I appreciate your
" --allowing me to sit in on your hearings. . - ' .
Senator TaLmaDpGk. I am delighted. You are a member of the
Finance Committee and you are welcome indeed. RN
[The prepared statemegt of Mr. Coledollows:)

- Sratement or Curron A, Corx, CHizy Deruty DiRCTOR oF MipicAL CArs
Skxvicks, CALIFORNIA DEPARTMENT OF HEALTH SARVICKS

Good afterncon. I am Clifton A Cole, Chief Deputy Director of Medical Care
. Seétvices in the Department. of Health Services o? the State of Califormia. The
~California Department of Health Services is pleasod to have this opportunity to
predent our commients to the Senate Finance Committee on the Child Health
Assurance Program proposed in Schate Bill 1204. : S
The California Department of Health Services, has long supperted the develop-
ment of a federal child heaith, assurance program which will provide states with an*
effective basis for delivering tontinuing primary care to low income children. The ,
benefits of preventive health services and early diagnosis and treatment are well
documented, having the potential to not only improve the health statuseof our
nation's children but also to decreaseé the cost of health serVices by. avoiding more
custly treatment associated with later detection of illness. )
California has met-the EPSDT requiréments through implementation’ of the Child -~
Health and Disability Pre\fentiommm in 1974. This program, called CHDP;
covers 1.5 million children, including all Medicaid eligible children, and children

whose families are within 200 percent of the state's income maintenance levels.. -

Cdtifornia has been able to offer fhese "“200.percenters” a health assessment at the
time of entry into the first grade. This time was chosen to assist low income families
in.complying with California's child heaith legislation which recognizes the berefits
of @ school entryghealth examination, and therefore requires all children to receive
"a health assessnfent upon entry into school. In addition, children enrolled in Head
Start grograms and state preschools are also eligible for. heaith screens. This fiscal
ear, the California Department of Health Services” Child Health and Disability
revention Program provided over 230,000 health screens to Medj-Cal eligible chil-
dren and over 50.040 health screerid to children in the Head Start program, state
preschools, and in 'the “200- percent” group. Fortytwo percent of these health
screens’ cesult in a referral for diagnosis and treatment of suspected conditions
found by thescreening procedures. Senaté Bill 1204 supports: the goals of the CHDP
Program to broaden the availability of child health services by expanding the
pulation eligible for health screens, diagnosis, and treatment services. In addition,
g.o 1204 paraliels the California Department of Health Services’ program in many
“areas, including the coverage of pregnant women, the use of comprehensive care
providers and ﬁ\e inclusion of a variety of providers in the child health program.
S. 1204 responds to many of the Department of Health Services' concerns regard- -
ing previously proposed CHAP legislation, and we appreciate the changes which
have been made in response to Cxﬁifornia's concerns. We believe S. 1204 will solve
some of the problems inherent in the current EPSDT program. For example; "
Expansion of the eligible population will make medical services- available to
p ant women and low income children who are in need of comprehensive care.
The inclusion of low income pregnant women in the mddical assistance program
is a great advance toward assuring the health of our children. Providing adequate
prengtal and postnatal care should not only improve the child’s health, but should
also provide the opportunity to.explain to the parent the need for the child to
receive preventive child health assessmments. The California Department of Health

, = Services also supports the extensjon of 'eliﬁbility for pregnant women, but requests

that the language in Section 201 and 203 be clarified. It ig not clear if the ingent of
this language is tp extend. eligibility to those women who sbort or miscarry as well
as those who carry a pregnancy to full term. “The language of the legislation refers
. to “termination of prégnancy” which would seem to cover both CBS?!
" The'child health program proposed in S. 1204 would also promote a continuity of
care which is absent from the current EPSDT program. The four-month extension of
+ * eligibility will help assure that children receive all necessary treatment which, in

many cases, is not completed due to loss of eligibility. ‘
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The inclusion of a variety of pmvi&m is supported by the California Department

- ‘of Health Servicés, s it allows the deli of care in various settings which can be
‘ &d%gtedtb local gituations. . - R ,
e Call

A fornia Department of Heajth Servicow slso. supporis the provision for
incentives to states with good garfo Eic;e.. and far incentives to continuing care
providers for increased responsibility in management, diagnosis and treatment.
We also support the emphasis placed on continuing care providerw, and the
additional case management responsibilitios placed on these providers. This should
help to wswure that continuity of care occurs, and that serviceu are ndt duplicatede
Initial estimates of the impuct of S. 1204, developed by the Department o? Health

Services, indicate that no itionaleligible persons would be to California’s.,
Medicaid population, we they sre ofirrently covered under the state plan. However,
on our estimates, the finst year of CHAP would result in & $4 ‘million savings

to California. If wtate costs remain at current levels, subsequent suvings based on -

_ the receipt of the maximum incentive could reach $26 million per Year.

The California Department of Health Services appreciates the ! ition_in 8.
1204 thut start-ui)_ time is required.to phwn and implement this co piex program;
edpecially helpful is the provision which delays performance assessments for &
minimum of 24 months from the start-up of CHAP. In addition, Californis supports
the 4 percent increase.in the Federal Medical Assistance Percentage for the first six
%uarters of the program. We believe these provisions should help to avoid many of
the st%m-up problems whi¢h California and other states experienced unde? the

nl. ' ’

However, states will require support from HEW to assure smooth implaﬁmntatinn -

of state programs, and we urge hat federal technical assistance be available ‘to
adequate{y evelop the more difficult sdministrative and program components of
CHAP, including case management methodv, CHAP forgee new territory in the area
of case .munagement of heaith services. Although the value of case management i
unquestioned, health care sygdems and private providers have had little success in
developing case -management ugrtems_exeept under ideal conditions. The eligible
population in Californig is far from ideal—persons move frequentl&_cﬁange living
arrangements and have fluctuati geriods of Medicaid eligibxlity, e Department
of Health Services has exnerienc:g' ifficulties managing thi
current EPSDT program. .
S. 1204 does not clearly address the impotrtant role of health ‘education and

_ outreach in attaining a successful child heaith program. If the program ig to reach
‘its goals, the recipients of services and their parents must be as motivated to receive

child healh services g8 we are to provide these services. We Lope that health
education, the teiching of health related skills which create greater personal re-
spansibility for health care, 44 included in the.definition of outreach. The target

pulation needs the benefit of outreach and health education to sttain the long
F:sting results whichoccur from continuity of health care. ' ‘

The expansion of the eligible population will require innovative and intensive
outreach &nd health education efforts. The variety of providers included in 8. 1204
croates s multitude of settings for the needed education and outreach sctivities.
Past experience indicates that 75 percent FFP is inade%uate to provide effective
outreach services. It would seem that if the Congreas is willing to provide 90 percent
FFP to develop systems which link screening records to trefithent records, there
should be an equal effort to link people with services. We recommend that federal
financial participation for outreacm funded at 80 percent and that health educa-
tion activities be specifically included in the definition of outreach and also receive

" 90 percent FFP.

Finally, the California Department of Health Services has had serious concerns
regarding the penalty provisions in previous CF!AP legislation, and we are pleased
that our concerns have been taken into account in developing S. 1204’s reward-
penalty system. This is & major step towards assuring the success of child health
programs. California fully supports S. 1204's provision to increase féderal participa-
tion when good performance is achieved. But, California believes that the removal
of federal funds from states tends to adversely affect those in noed by reducing the
funds available for services. This tends to compound the problem rather than solve
it. California ho that Congrees will retain the incentives but consider alterna-
tives to ﬁnnnciafxs‘ennmsﬂ such as: Publicizing staté performance in the state and
local communities: or continuing federal financing at established levels but divert-
ing a portion of -general revenue sharing to the program rather than to other
pur the state might prefer. ' .

1 ge interest and consideration shown by Congress and the Administration in
developing CHAP legislation that wil] meet.the needs of children and the needs of

‘ .state progrum administration is greatly appreciated. S. 1204 reflects many of Cali-

is population under the °

<
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fornia’s concerns regarding the practicality and administrative feamsibility of imple-
menting child health programs. We trust that you will carefully conslder the
~ concerns and recomnwndation we have made today. Thahk you ver" much.
’ Senator TaLmapax. Next is Mr. James E. Jollie, djrector, recipi- -
Ent ?1anagement, Department of Social Services, State of South
. Carolina. ‘ . _
We, are delighted to have you here. You may insert your full
st{xtemnt in the record and summarize it in nc;t more than 6
minutes. ' - ' '

e STATEMENT OF JAMES E. JOLLIE, DIRECTOR, -RECIPIENT g{'AN- t o
: AGEMENT, DEPARTMENT OF SOCIAL SERVICES, STATE OF

« - SOUTH CAROLINA : g v »

) Mr. Joruik. Thank you, Mr. Chairmsan and members of the sub- -

© committee. I am Jim Jollie, director of recipient management, - -

_ : .which includes the EPSDT program, for health care financing in

o ‘the South Carolina Department of Social Services, Office of H

. Care Financing. ‘ : | .
. I was director of the EPSDT program from 1973 until Januai ‘

- 1979. I have, since my first contact with the EPSDT prc ,
‘believed in its purpose and I am committed to its survival and _
sticcess. We felt it necessary to speak in support of the bill. ,

' The fact the subcommittee is considering the. CHAP legislation -
gives Ereat hope for this much needed program. I believe that we
must build on the EPSDT program, given all its past ills. It is in
place throughout the country in some form. With the appropriate

' specific leimlation and clear regulations that will follow, those -
. children who are awaiting the much-needed health care can begin

‘ to receive it. _ _ " _ N
The purpose of the gemgram must be set forth and .always main-

tained as the goal t0 be reached. There was never a goal orienfed

approach established with the EPSDT program. This program can
provide the much-needed health care of the target population and

produce gavings in reducing nditures for long term and’con-
tinuous episodic care. h{?& S
When this legislation. passed, HEW must be held accountable
for the administration of the program. However, States must par-~
ticipate in developing the plan to accomplish the legfsiative mgn-
date. The ggtates cannot tolerate or be held responsible for the
negative residuals of delays, inconsistencies, contradictions and .the-
. lack of a national approach to implementation of the progrsa;n.
‘ Our support of this I%gislatian is based on the success of EPSOT
* < #in South Carolina and we believe this will improve overall perform-
ance. . : :
We began rticigatien i™ 1972 providing EPSDT services
statewide, to aﬁaeiigi les under 21 years of age. We conducted a
needs assessment to project future program plans: and require-
. . ments out of which developed a unique scréening, diagnosis and
treatment form, a method of establishing program objectives—a
goal of 35,000 screenings per year. : , .
We have screened over 86 percent of that number each year, the
difference being the no-shows, broken appointments, and those de-
clining the service. _ ,_ .
- We did not have adequate dentists to support the demand. We
began working with the local-dental association and have had for

b
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several years p committee which sddresses the needs of the pro-
gran;l ;Paday we have more dentists and appaintment time than we
can fil}. . . g

The same exists for visual care and hearing providers. Physicians
have not historically supported the EPSDT program in South Caro-
ling but we have solicited their . participation and have very few
referral problems. . - E '

A plan was developed by the EPSDT staff as to the approach
hecessary to accomplish our goals. In each local office EPSDT units
were developed. A method of documentation ‘was developed and the
State EPSDT staff conducted technical assistance for local staff and

, othér agencies. = . o
We literally marketed and sold EPSDT wherever. possible. A
“backup procedure was developed to determine compliance ‘with

State.and Federal requirements. The State central office has field
monitors who pull samples and compile documentation on cases
from initial contact through completion of treatment. -

This system has greatly aided the consistent application of pro-
Kram requirements and we intend to address the CHAP program
with the same intensity. e .

With respect to the bill' being considered here, I submit the
following: . .

First, we believe Outreach is the key to client response and

~  -participation. Outreachs must be provided with latitude for each
State to adopt its own method. An increased match to exceed 75
percent for start-up would add a greater incentive and allow for
the enroliment of as many eligibles as -possible. Outreach must
include followup for treatment. - '

Secand, provider participation® Southern rural States often do
not have the great variety of providers as larger States. However,
CHAP shoéuld require States to identify and have documented the
attempts to enroll eligible providers. ' _
~ Third, financing: The financing of this program must be careful-

‘ ly weighed as States are struggling with shortages. South Carolina
» has experienced budget reductions by the legislature. Being a no- -
deficit State every possible increase in matching percentage points
- would he of immense aid. -
" The 'proposed 4 percentage points over State's current Federal
matching rate for ambulatory care services will not cover the cost
of a program expansion and will not provide sufficient incentives.
The financial incentives tied to performance must be of such
appeal to warrant States to initiate sufficient program changes.
This concept is positive but must be clearly defined as'to the actual’
percenfage applied. ‘ ) : .

Fourth, as to administrative approach, a specific plan must be
applied. The primary emphasis should not be placed on the penal- .
ty. It must be given to the approach of accomplishing the overall
goal, a uniform 'method of administrative application: States would
have with this approach a consistent application of the national
plan with which they could interface. ‘ .

The single State agency which would provide proper information,

~ outreach, case management, followup, transportation and docutmen.
tation is the one consistent approach which works.
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Fifth, Federal enforcement: A clear definition’ of compliance
issues and penalty application must be provided. There must also
be a definition packgge to which the States can refer for clarity
related to implementXjon of policy. | . -

Financial "incentives shed to performance will enhance par-
ticipation and program expansion. The penalty must be applied in -
the same manner. o ' o :

One State should not be required to invoke a procedure not
required in another State. HEW must be uniforyn and consistent; a
hand must be extended im cooperative spirit in addresssing the

. needs of the child; the legislation, regulations and HEW must work
o with and for the Statés in accomplishing this much needed pro-
' gram revision. | S . A

The penalty and compliance must not become primary. Every
effort must be made to assist the Stateg on a consistent basis to
develop and accomplish its performance standard and in so doing
deliver the much needed health care to the low-income children of
this Nation. : ' ‘ : .

Senatof TaLmapae. Thank you, Mr. Jollie. I have two or three

- questions. You- stated CHAP legislation must be more explicit. -
Could you provide an example of your concern with the way the
legislation is drafted? ' o '
o : Mr. Joruik. Yes; I think in the legislation the intent of the
' Congress must be so stated. There must be a direct outline as to,
“or instance, the intent of Qutreach and how it should set up
basically. But we have experienced on a State level problgns in the
past that we have had to address with our reggggentatives from the
regional office through HEW. » S :

This was the iftent of Congress and we believe that if whatever

" intent is meant to be is so stated specifically it would be a greater
aid to the suecess of the legislation. N

Senator TaLMmapcge. Will requirements in S. 1204 be able to
assure effective Staté administration of the CHAP program or,
should S. 1204 require the State plan to be more explicit about
spelling out administrative requirements? In fact, should the legis-
lation require States te set specific outcome standards and goals in
their State plans in order to assure accountability? )

Mr. JoLLie. We have taken this approach of a plan for accom-

. plishing the EPSDT program. We believe that more specifics
should be stated in the State plan to accomplish this type program.
We have developed a plan. We have identified individual entities
as [ stated in the local offices. . '

We have applied consistency based on procedural specificity to”
local entities, to other agencies, interagency agreements, and we

~ feel we hdve made great strides in accomplishing the intent(of
PSDT in our State.

Senator TALMADGE. Senator Durenberger. = . :

Senator DURENBERGER. First, regarding the South Carolina ex-
periment, what is the role of local government in the implemen
tion of the State plan? - -

Mr. JorLik. There is no role, oo -

Senator DURENBERGER. Isn't it a State agency administered pro-
gram? ' ' .
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. Mr. Joiwk There is no role as far as local government other

than sapport #f local governments, but no direct involvement per

., Senator DuninBixcex.. Then is that true ‘of other community -
« health programs in the State-of Sou Carslina; they are all run by -

the State rather than involving local government? .
Mr. Jorux. I would ot want to say directly. I would rather—if

- you need additional informatior, I will be glad to provide that
. specifically.” - . S ' L

. Mr. DurznsErcaR. I understand your State is one. thgt,sta_nds&n‘,
' .. increase subqt&‘nﬁgloly in the number §f eligible benefits under glxe.

‘ HAP program. Do you state your tate is willing to meet the

‘increased costs of this program? . SR ' .
Mr. Jowuk. I think with the financial incentives that, probably

‘we would because there have hot been financial incentiveg in the
past. We lived with the ‘circumstances of do it or be penalized. I .
think as far as the ty based or EPSDT, it has been easy to -

consider the penalty. We are a no-deficit State. We do have tq

budget for whatever we are going to “provide and I think with
- sufficient incentives—I know we have support of the Depart-

ment, the Commissioner of the Department and I think with ade-

- -quate financial incentives the State would support the program.

Senator DurkNserGER. Thank you. . :
Senator TALMADGE. Any guestions, Senator Heinz?.
Senator Hrinz. Just one'guestion, Mr. Chairman.

. What techniques or strategy did you use to get ;‘fo_viders who
might otherwise have been characterized as refuctant providers to
- participate? : . Lk :

o .
'Mr. Jouuik. Senator, we were remiss in that area. We as mem-

“ bers of the buresucracy in the State had not communicated with
.them basically in the past. I found that with staff assistance, we

thought that we knew everythihg best and essentially all alterna-
tives had not. been addressed in relation to provider needs and
inputay ' ' '

e then went to the various associations. We identified the

‘individual committees within the associstions. We have set up,as I .

said, tripartied organization committees of the Department, lodal

- dental associations, fiscal intermediaries to discuss problems and
o

identifg‘aneeds of the t‘gx't)gra.m - . _ _
We have gone to those individual groups to solicit participation
- in the program. o : ’

Senator TALMADGE. Let me ask you the’'same question I asked
Mr, Schaeffer: In terms of making.some sense out of the maternal
and child health programs under the Social Security Act, wouldn't
it make sense to simply combine title V and the E DT gmgrams
into one block grant program to the States which woul operate
under Federal standards and guidelines? “

Mr. JoLux: Senator 'I‘ahn.m%1 .
response to that question. My personal view is that we in our
coordinate these benefits now. %?or the children who are enrolled in
title V and the-other, as stated, overlapping programs, we coordi-
nate with the agencies and exchange information through.the

* interagency agreement concept,.which we are now involv with,

wg are coordinating benefits.

™

, I do not’think I have a very Sgt?;’d ’
te
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- We have scheduled 3 meeting with the Department of Education -

very soon, in the next couple weeks, and we hope to involve the
public health nurses, and some school districts would provide ade--
quate health care delivery systems in further coordination of these
services. | o
.- Senator TALMADGE. Do you think -other States will.coordinate
them as well as South Carolina? ~ " ,

Mr. Joruix. I think that has been a problem. I think coordination
of benefits—I have been in a lot of meetings—when you start
talking about exchange of pieces of paper relevant to health care.
services delivered to individuals as opposed to budgeting processes
by the various entities, it does make a difference. T

I do not think there has been enough coordination. We tried to
take the initiative and we have tried with a couple of departments
for a couple of years. Due to change in administration, we have
gotten in there and we are making greater strides than ever before.

But it is important that the push be up front. That coordination
of benefits is very necessary. We always held that in our State..

Senator TALMADGE. Thank you very much for your cooperation
and your contribution. .

[The prepared statement of Mr. Jollie follows:]

STATEMENT OF JAMKS E. Jorux, DIRRCTOR, RECIPIENT MANAGMENT BrANCH,
Souts CArOLINA DEPARTMENT OF S0CIAL SERVICES

, Mr. Chairman and members of the subcommittee, I am Jim Jollie, diréctor of
recipient managment (which_includes the EPSDT program) for health care financ-
“ing in the South Carolina Department of Social Services. 1 was director of the
EPSDT program from 1973 until January, 1979. I have, since my fifst contact with

the EPSDT program, believed in its purpose and I am committed to its survival and-

success. . : . ‘
The fact that the subcommittee is considering the CHAP legislation gives great
hope for this much needed mﬁrsm. I believe that* we must build on the EPSDT
program, given all its past iﬁs. t is in place throughout the county in some form,
with the appropriate specific legislation and clear regulations that will follow, those
children who are waiting on the much needed health care can begin to receive it.
[ believe that the CHAP legislation will have a greater chance at Buccess if"the
shortcominfcs of the 1967 EPS] leﬁisiatiun and its weaknesses are clearly analyzed
before final preparation of the CHAP legislation and regulations. This new legisla-
tion must be more explicit to the point of detail as to reduce the demand on the
iic?' writer of the requirement of interpreting the intent of Congress in the final
Feogis ation, Congress must assumeR greater responsibility in overseeing this legisla-
tion when passed—its purpose, written or implied intent must be implemented.
The_purpose of the program must be set forth and always maintained as the goal
to be reached. There was never &4 good oriented approach established with the
EPSDT p m. This program can provide the much needed health care of the
target population and produce savings in reducing expenditures for long term and
continuous episodic care. ) '
When this legislation has passed, HEW must be held accountable for the sdminis-
tration of the program. However, States must participate in developing the plan to

accomplish the legislative mandate. The States cannot tolerate or be held responsi- -

ble for the negative residuals of delays, inconsistencies, contradictions and the lack
of u national approach to implementation of the program. It must be administered
consistently throughout the Nation with sufficient flexibility for the States to adapt
the program to its needs.

1 would like to share with you the approach to EPSDT in South Carolina and the

success we_have experienced for which a regional certificate was presented for best
managmentpractices. We began };‘mrticipation in 1972 under a pilot project with
solected county heaith clinics. The State board of health had a very adequate
history of health care delivery in this southern riiral State. The pilot was & success
and in Janusry, 1973, we began providing EPSDT services statewide to all eligibles
under 21 years of age. We began a needs assessment to project future program plans
and requirements our of which developed a unique screening, diagnosis and treat-

-

L] -,

- hY

f
e 4 7 N ‘ -,

R

AR



~

44

ment form, a pT}br approval requirement‘for mandated services, 8 method of estab-
hshing program objectives—a Ez_ml to be screened—the number to be scrgened esch

Xour. Since that time of estab

ishing a goal of 35,000 screenings per. yefr we have

wreened over 86 percent of thdt number each year, The. differenct 1§ the no-
shows/brokewn appeintments and thoge declining the service. : i

We did have sdequate dentists to support the demand. We began. working with

.. the local dental .ussocistion and have had for several years a committée which

~ nddresses the needs of the prpwram —today we have more dentists and a intment

time than we can fill. The same exists for visual care and hearing provides. Physi-.

cians have not histofically supported the EPSDT program, but we have met them

halfway and have very few referral problems. Physicians are fmw beginning to

*participate as screenors.

A plan wus developed by the EPSDT staff as to the approach necessary to

accomplish the program. In each local off

we KPSDT units were develo with no

other assignments. A method of docimentation was developed and the State EPSDT
staff conducted technical assistance in the district and county offices. We literally
marketed and sold EPSDT wherever possible. A back-up procedure was developed fo
determine compliance with State and Federal recquirements. The State cefitral office
has field monitors who pull samples and compile documentation on cases from
initial contact threugh completion of treatment. This system has greatly aided the
consistent application of prt)?‘mm requirements. A similar pmceg:ere must be in-
¢

tluded in the legislation whi
stated goals, nationally.

would provide some uniformity to accamplishing the

- With respect to the present bill being. considered here, I submit the following:

(1) Qutreach - must be provided with latitude for each State to adopt it own
methed. An increased match to exceed 75 reent for start-up would add a greater
incentive, outreach must include follow-up for treatment. - o

(2) Provider participation—southern rural States often do not have the great -

* variety of dpmvides us larger States., However, CHAP should require States to

identify an
© be monitored by HEW consistently.

have documented the attempts to enroll eligible providers. This would
* .

(3 Financing--The proposed four percentage points over State's curret{t Federal
matching rute for ambulatory care services will not cover the cost of a program
expansion and will not provide sufficient incentives. The financial incentives tied to
performance must be of such uppeal to warrant States to initiate sufficient program

changes. This concept is positive but
percentage applied. .

must be clearly defined as to the actual

(4) Administrative approach—A specific plan must be applied. The primary ‘em-
phasis should not be placed on the penalty. It must be given to the approach of
accomplishing the overall goal—a uniforrma’ method of administrative application.

States would have with this a proach &
with which they could interface, The

consistent application of the national plan
single State agency which would provide

proper information, outreach, case manasgement, follow-up transportation and docu-
mentation s the one consistent approach which works. oo
th1 Federal entorcement--A clear definifion of compliance issues and penalty

application must be defined. There mus

t also he s definition package to which the

- Nates can refer for clarity related to implementation of policy.
A minimum acceptable level of performance must be established to be a plied
with such flexibility that States can display a program based on recipient neeés and

available resources

Compliance issues must be applied with consistency and clarity without variation

. and conflicting interpretations, EPSDT
deficiencies,

has. been plagued by these administrative

The penalty must be applied in the same manner, .
One State shuuld not be required to invoke a procsdure not required in another

State outside-that’ particular region. HE
must be extended in:cooperative spirit

W must be uniform and consistent-—a hand
in addressing the needs of the child--the

legislation, regulntions and HEW must work with and for the States in accomplish-
ing this much needed program revision. The penalty - and compliance must not

become primary -every effort must be
basis to develop and accomplish its per

made to assist the States on a consistent
formance standard and in so doing deliver

the much needed health care to the low-income children of this Nations “

Senator TatMapce. Next we

have Marian Wright Edelman, di-

rector, Children’s Defense Fund, accor&panied by Wendy Lazarus,
1

consultant on health issues, and Judi

in health.

ERIC . o488

Aruitoxt provided by Eic:

Weitz, program specialist
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- You miay put your full statement in the record and summarize it
< a8 you see fit. ' o . ' .

~ STATEMENT OF MARIAN WRIGHT EDELMAN, DIRECTOR, CHIL-
" DREN'S DEFENSE FUNP, ACCOMPANIED BY WENDY LAZA-
U RUS, CONSULTANT ON' HEMLTH ISSUES, AND JUDITH WEITZ,
PROGRAM SPECIALIST IN HEALTH ‘

Ms. EpeLman. We are here to state five compellin’rg; reasons why .
we favor immediate and separate enactment of CHAP.

First, we believe the ‘health needs of 13 million eligible children
cannot wait for still another session of Congress. In the 1 year
gince CHAP failed to pass, 3 million medicaid-eligible children have
needed immunizations, 2 million care for vision or hearing impair-
ments, and another 2 million treatment for anemia.

How long will we continue fo deny children the care they so
badly need? For many of the individual children, the effects of

neglect can be life crippling; for taxpayers the long-term cost of '

- nondetection and treatment may be staggering. _

Second, EPSDT is the best pr%%:' “to build on to get needy
children health services swiftly. The program is in place nation-

- wide. No other sources of primary care are available to many of
the poor children CHAP can serve. * .

In fact, other federally funded health programs combined reach

. lesa than one-third of the children medicaid reaches. With relative-

ly straightforward legislative changes, CHAP can move swiftly to

extend high quality primary care to millions of American children

who now receive none. - ‘ ] _ S .

Third the EPSDT program has been thoroughly studied. The
issues have been ai by the public and Congress. There is wide
consensus about the changes necessary te.make the program work. -
And there is strong {‘)artisan support to enact these reforms now.

CDF grappled, aft® finishing our 2-year study of EPSDT, with-
whether it made sense to improve the program. After wide consul-
tation, we concluded that if the goal is to get the m’qu;apgropriate
health care out to the most needy children in the quickest way
possible, it makes sense to build on EPSDT. _ "

Fourth, CHAP is consistent with Congress concern for containing -
health care costs. Indeed, its emphasis on preventative and pri-
mary care is the essence of cost containment. Studies show savings
of roughly 40 percent in health bills for children ‘who recelive
preventative and primary care.

Yes, CHAP involves some new money. But the expense is modest.
CHAP'’s budget is less than 1 percent of the $52.2=billion in the
President's budget for health care and less than 4, percent of the
medicaid budget, most of which goes for care other than primary
and preventative care. . ‘ :

Fifth, no matter what other health reforms you support—cost
containment, medicaid reform, catastrophic coverage or a variety :
of others, CHAP is a crucial and entirely consistent pjece. First, 1t
recognizes and deals with the special needs of low-ineg¢me children.
This is an essential measure by itself or as part of 'any plan t&
reform medicaid or enact a universal health insurance pro%;ram.

Second, its eligibility and benefit policies are consistent wit the

~_ changes which medicaid reform would bring for people of all ages.
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Third, CHAP’s administrative structure is tailored to reach out
and bring children into a system of care, foster provider participa-

- tion and achieve outcome standards, all of which mesh with the

administrative structures envisioned in other. medicaid reforms.

Fourth, CHAP lays important groundwork for subsequent re- -

- forms in medicaid or more far-reaching national health insurance

proposals. It builds a system of providers and an administrative

structure’ through which future ‘Programs can operate. It is for
these reasons that President Carter's national health plan assumes

CHAP's passage. . . . _
With respect to S. 1204, the administration’s CHAP proposal is a

significant improvement over its previous version and contains

many provisions which' are . fundamental. to effective EPSDT
reform. We have appended to our written testimony a thorough
analysis of S. 1204, including modifications to strengthen the bill.
We would' like ask that this document become -part of the
, ttee’s consideration. However, if making these
odifications would |delay CHAP's passage this year, we would
rge the committee/to report out S. 1204 immediately in its pro-
posed form as a separate bill in the interests of making CHAP
available in fiscal year 1980 to children who will otherwise receive
no or little health care. ' : '

We recognize that although CHAP is an indis nsable first step,
é’e §

it will not remove all of the barriers stdnding between children and

the health care they need. Ouyr written . testimony recommends a

national children’s health agenda beyond CHAP and highlights the

need for a sound national health program, . o
We are heartened that children are beginning to be paid atten-

tion to in the health insurance debate and that a common feature,

. in the proposals of President Carter, Semators Kennedy, Long, and
. Ribicoft is prenatal, delivery and infant care. We would like to

bmit for the record CDF's letter to President Carter on national
}sljéllth insurance from a children’s perspective. B

In considering the many suggestions before you, we hope you will
use this document as a children’s checklist and focus' your delibera-
tions on the provisions most crucial for children. :

In the meantime, let us take an immediate and important first
step to do something now of critical importance for American
chinren'and families. Do not let CHAP get delayed or lost in the
‘NHI debate. ‘ ‘ .

If we are serious about containing costs, insuring the health and
stability of American children and families, this gongre.ss and ad-

‘ministration must begin to put in place now specific measures to

help children grow up healthy. CHAP is an opportunity to do that.

At least six of your committee -members agree to the extent of
sponsoring CHAP, and we hope others will join them. Low-income
children who were not yet born when EPSDT wis enacted are now
nearly 12 years old. These children must not go still longer without
the chance to grow up whole. ‘

- Ispesak as a professional child advocate and as a mother of three

sons. I cannot think of anything that parents are concerned about
more than making sure they are able to provide good health care
for their thildren. I think ‘this Congress has the opportunity to
‘provide that through CHAP. : _
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Senator TALMADGE. Do you have any specific suggestmns on how
to coordinate existing health care programs for poor children?

Ms. Epeisan. [ will refer to Ms. Lazarus. _

Ms. Lazarus. It is a complicated question. There are a number of -
programs out there whose missions seem to be similar. We. are in
the process of taking a look at the range of programs and we are
not alone in doing this.

I would like to point out that a select el on child health care,
which was established -by last year's &.n is studying this

-probleni and in 18 months will submit to Congmss a report on the
matter. Similarly, CHAP provisions in bills now before the Huuse
call for specific local coordination. a
- Once the facts are in—and we believe they are not m—acnon '
can be taken, and passing CHAP now will not preclude lat/ar taking
those necessary steps.

Senator TALMADGE. Any questmns, Senator Durenberger'?

Senator DURENBERGER. Yes. I understand there was a published
study of EPSDT in 1977. Did the study have any impact on the

. program or prevent any unrelated changes in the program? -
Ms. EpeLMan. We think it has had an impact. We followed it up
with discussions with HEW and we are making teal headway im-
proving sensitivity and awareness of why the program is not func-
tioning. There have been administrative changes. And we are
working with State officials to make sure this program works- the
way it is supposed to.
And it has had a pubhc education effect on unmet health needs
of children.
~ Senator DureNBERGER. How do you suggest provxder perform
ance be monitored? ’
. Ms. Lazarus. We believe that much can be done by setting out
clearly, for the first time, exactly what providers aréd expected to do
under. this program. The 'CHAP bill before this committee goes 8
long way in setting out ¢hose expectations.
We believe further that through careful provisions where HEW
review teams monitor State performance and where States have a
responsiblity for actually monitoring the agreements between pro-
viders and the State agency would result in a workable vehicle to
assure quality. But the must important thing is to be clear with
providers.
- When we were out in the field talkmg with providers, we found a
number who were simply confused about what they were supposed
to be doing. A lot can be done by opening those lines between the
providers, State agencies and HEW in what is expected.
Senator DURENBERGER. That is not at the State level.
) Ms. Lazarus. It certainly has to be a combination. We are con-
o vinced there has to be Federal guidance given to States and that
should be in the legislation itself. But additionally States must
work out agreeable fee levels, agreeable reimbursement arrange-
‘ments with providers. The terms are best arranged by the provid-
ers and the 5 te agency. _

Senator DURENBERGER. And the monitoring as well?

Ms. Lazarus. The monitoring as well, again with some Federal

review. We recommend a twice-a-year review in which HEW actu-
&
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ally goes out,into. the States and monitors rformance. So it is
both: States and HEW. ' ‘ pe . S

Senator DURENBERGER. Personnel from HEW going into the 50
States twice a year. : ' s . S

Ms, Lazarus: This is the procedure that has been used under
EPSDT in the past. When the genalty -provisions of EPSDT were
gassed in 1972, they called for the Department to actually monitor
‘State performance on'a quarterly basis. In fact, there were HEW
review teams out. of the regional offices which visited every State, -

“They visited a selected number of counties. If such an approach

is carefully designed, it can be done without inordinate manpower,
strain or burden to providers as well. . ‘ .
tJge‘?natm' DurenNBErGER. Do you have an idea of the cost of doing
Ms. Lazarus. I think the Department could supply figures on the
stafl they used and the staff required to do this in the past. We do
not have these figures today. _ : S
Senator TALMADGE. Senator Ribicoff. N .
- Senator Risicorr. Mr. Chairman, I want to thank you very
~deeply for holding these hearings. Under your leadership, I am
confident this bill will pass this session. You were kind enough to
hold ‘this meeting at 2 o'clock today. Because I had to swear in
Judge Newman for the Second Circuit Court of Appeals, we had
arranged my flight schedule.so that I would be here in time. But
the Governor called a meeting of the congressional delegation to .
take care of the problems of the gas shortage in the State of
Connecticut. -~ - - S : _
S0, I had to take 4'later plane. My apologies to you and all these
“supporters of this legislation for my being late.

F am most appreciative, Mr. Chairman. I ask unanimous consent
that my statement o is legislation appear in the hearing record
in its entirety at the ropriate place. . -

Senator TALMADGERWithout objection, it will be inserted in full
in the record. o . :

[The full statement of Hon. Abraham Ribicoff follows:]

INTRODUCTORY REMARKS OF SENATOR Rimicorr - ) e

Mr. Chairman, as the principal Senate sionsar.of the Administration's Child
- Health Assurance legislation. I want to than you for scheduling this hearing, By
- taking the leadership on this key issue and providing the Committee opportunity
. to hear a full list of witnesses on_this importantxﬁegisiation, the ﬁu work 18
- being laid so that the Finance Comimittee in the coming weeks can decide whether
it wants to again recommend CHAP legislation to the full Senate. :
Last' year the full Senate did not have time to agt on the CHAP legislation -
reported by the Finance Committe. It-is my hope that with the leadership of.
© Senator Talmadge and the broad bipartisan su which this pro 1 has on the
. Finance Committee, we will be able to report %‘3 legislation early this session of
- Congress. The relevant House Committee is prépared to begin its markup of similar
legislation #his week. Both the House and genate Budget Committees allowed for
some expenditure for CHAP in their basic assumptions underl{ing the first budget
resolution. The President has strongly supported this legislation and provided
maney in his Fiscal Year 1980 budget for its implementation in Fiscal Year 1980. A .
consensus is developing that the Early and Periodic Screening Diagnosis and Treat-
ment program should be replaced with a strengthened Child Health Assurance
“program. At the same time, it is appropriate to extend Medicaid coverage to 2
million of the nation's rest children and pregnant women who are not now
covered by the cdtegorical eligibility requirements. . '
The Child Health Awsurance Act of 1979 tries to draw on the recommendations
and improvements which- were developed during House and Senate committes” con-
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sideration of last year's CHAP fugisiatim. The Sill I introduced this ymr’is an
improvement over the legislation which HEW submitted last year. It is also an

* - improvement over the bill the Senate Finance Committee ended to the full

 Senate: [ know that the members of this committee will want tolmake additional

improvements and changes. 1 look forward to the testimony of the exceptionally

mmm group of wisnnln which the Committee has the paivuoge'otPhwins
y. . )

Senator TaLMapck. Senator Heinz. o | ' ‘
~ Senator Huinz. Thank you, Mr. Chairman. Ms. Edelman, les me

ask, do you think there should be some performance standards for |

gtau; participation in terms of minimum portion of eligible chil-
"dren” . o o
Ms. EpEuMan: Yes, we do. Again, I will defer to' Wendy because
" gshe has done a detailed study of this,. - = |
Ms. Lazarus. From our look at the program, what became clear
was: Based on past performance it should be possible fo project
what can be accomplished, the portion of eligible kids who can be
brought under a system of ongoing care, assuming you provide
them the kind of support that families need. That suppert includes
very thorough measures for explaifing what the program is and
why it is important, helping these families actually find a clinic or .
doctor, and helping them get to it. - . - -
We have consulted with people in an attempt to arrive at nu-
merical figures about what is reasonable. We certainly recognize

that each. State is operating at-a very different level of perform- -

ance right now, and any performance standard ought to take the -
current level into account but should at the same time have, say, a
5-year target which makes sense. We are recommending that-
within 5 years after enactment of this program, if"is reasonable .
that 80 percent of eligible children be enrolled in some ongoing
system of care. - o
Sendfor HEinz. What about Dutreach? I believe in part of the
testimony it is suggested that there be a State earmark for Out-
reach, but do you want & Federal guideline regulation or legislative
standard? What is your thinking? . :
Ms. Wirtz. We have recoinmended States be required to earmark
a certain portion of program funds for Outreach. It is not in the
best interest of the State to find children because, unless you have
100-percent-Federal reimbursement, the more children in the pro-
“gram the more costs the State will incur. . ! - ‘
We have not£stablished what that level should be for the States.
- Senator Heinz. It seems to me if what you say ig true that it is
not in the States’ interest to spend money on this; it is going to cost
them money when they find the children: It would strike me the
logic comes to some kind of standard set by the Federal Govern-
ment for. a State minimugp set-aside for Outreach. . :
. Ms. EpeLMaNn. We clearly favor a strengthened Outreach provi-
sion because we need to say it is ing)ortant and people are aware of
it and the support service is provided to get people into it and
expectations or the purpose is to get service to children. :
gg?therefore.tin order to do that you have to build in stronger
Outreach provisions. We have suggested some of those in the ap-
pendix to our testimony. .
Senator TALMADGE. genator Bradley. . .
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Senator BrapLey. Ms. Edelman, why do you think that HEW will

do better under CHAP than it has done under EPSDT? :
Ms. EpkiMAN. We have had 10 years of water-under the dam,
Senator Bradley, and because I think we have a much stronger,
more well informed outside constituent group that does monitor |
HEW more effectively. In the Secretssy .of HEW now we haver - g

. someone committed to making this program work for.children. -

- 'Third, out‘in communities all over the country we have more
public awareness of the needs of children and more attempts to
make this program work. Because we have had 10 years of experi-
ence, because we have done studies and we know specifically why

~the program does not work and how it might be improvec{ this*

-experience and knowledge combined with stronger local constituen-
cies gives us a better chance of getting service to these kids. :

- Ms. Lazarus. The extensive airing of the CHAP issues is leading
to a much more ex%hcit piece of legislation. This was not the case .
when HEW was charged 10 years ago with administering the
EPSDT program and what might be called a vague charge has also
been an excuse for the Department—that it does not know what

o
‘.

the g 1 of the program is nor how to carry it out. : v
C TP would Certainly correct those and specify very clearly the
Department’s role. - " Ny
: nator BrApLEY. At the local level, say I am a consumer in
N Newark, how will CHAP be different than the present program,
~ from my perception? o a , '
Ms. ﬁ:\mnus. Hopefully, you will hear more about it. Hopefully

“the stronger outreach provisions will get the word out. Hopefully
‘the bill will deal with the provider ‘Froblems so a significantly
greater percent of providers will be willing to see his/her children
under this program. - : ' : ,
In addition, there will be an emphasis on making sure that the
first step, which is the assessment, is not a one-shot%usiness which
ends without treatment but that you will be directed to a clinic or
provider who can not only find out the children’s problems but give *
them treatmént and call them back in on a regular basis.
Ms. Werrz. I would add, more children will be eligible so a lot of
r families who have not been able to get care will be able to.
'The whole point of the program is to get treatment for the prob-
lems found, but that has been a problem historically because of the
benefit package available to families. The administration’s bill goes- :
some way toward correcting that problem. : .
. Senator Brabpiiy. Thank you Mr. Chairman.
Senator TaLmapce. Thank you very much.
[The prepared statement of Ms. Edelman foll(iws:]

STATEMENT OF THE CHILDREN'S Derensk!Funp

1. INTRODUCTION

. i

Chairman Talmadge and Members of the Subcommittee; \T‘he Children's Defense
Fund appreciates the opportunity to appear before this Subcdmmittee to express our
views on the Child Health Assurance Program (GRAP): “A bill to strengthen and
improve Medicaid servives-to low-income childrdh and pregnant women, and for
other purposes.” There is ho resource as precious as healthy children, and no
proposal currently being acted on by the Congress has greater immediate signifi-
cance for the health of children in this country than CHAP. This important bill
deserves prompt and careful consideration and positive actioh by the Committee.

P
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Theé Children’s Defense Fund {CDE) is & national public-charity creatoed to provide

a systematic voice to improve the lives of children and place their needs higher on |
the nation's public policy agenda. Since«1973, CDF has conducted thorough resesrch/

on major problems affecting millions of American children-in-its five program are
of child health, education, child welfare, child care and fumily support, and juveni
justice. Thiz research has formed the basis for a seriee of CDEyrepom, ofich of whi¢h
contains specific recommendations for change at the federal, state, and local lévels
and in the public and private sectors. These reports also form the basis for/ CDFs
Action Program which includes corvecting the problempy uncovered through federal
and state policy changes, monitoring, litigation, public information and support to
parents and local community groups representing children's interesta. '

CDF has published two major*reports on primary and preventive health care for
children; " Doctors and Dollars Are Not Enough: How to Improve Health Services

. for Children and Familiea” and “EPSDT: Does It Spell Health Care for Poor Chil-

dren?” The first describes the major obstacles in health care delivery that rob
millions of American children of basic health. care services, and presents working
examples of quality child health programs around the country. The second is an in-
“depth evaluation of.the progress and problems in EPSDT, the largest federal pro-
rram . which provides health care to poor childien, and the program which S. 1204 is*
aesjgned to improve. Qur EPSDT report describes the way the program is operating,
documents the extent to which it is failing to meet the basic health needs of poor
children, and sats out the concrete steps needed to make EPSDT work better.

We apprecigte the Subcommittee’s willingness to set sside time to consider the - ‘

health needs of the nation's children and mothers. No groupe in this society are so
vulnerable or so poorly covered by current programs. One out of every seven
children-—+an sstimated 10 million—ﬁa& no known regular sburce of primary heaith
_care. Oneé out of every three childeen under 17 (more than 18 milliom) has never
seen a dentist. : : : : .

Chairman Talmadge and Senator Ribicoff are to be particularl ~comménded for -

their leadership in again placing CHAP before this Subcommittee. We know that, in
light of the Committee's careful and deliberats consideration of CHAP during the
last session of Congress, completion of work on a new CHAP bill this year should be
a relatively swift and simple task. We also applaud Senator Chiles for addressi
the \;itg&l\disSue of how existing child health services can be properly coordinated an
developed. ’

This testimony addresses three crucial issuesfirst, th’ CHAP should be
immediately; second, un analysis of the current CHAP legislation pending before
this Subcommittee; and finally. priorities beydnd CHAP in the health agends for
children. BUREE ‘ _—

. Ny ! s
il. QUESTIONS FREQUENTLY ASKED ABOUT CHAP

In our meetings with membe'rs of Congress and their staffs, some have questioned

the value and timeliness of CHAP. Thetr questions raise good, tpugh issues which

* can and must be answered. These are indeed questions which we ourseives faced

after completing our EPSDT study, and Qur work has produced the following posi-
tive responses: N .

A. Why should EPSDT be improved by passing CHAP? C

Probably the most difficult issue we faced after completing our EPSDT study was
whether it made sense to improve the program. In nearly every senseé, EPSDT has
failed to realize the promise which many believed it held for-poor children when it
was enacted in (96770 _ .

Qur own findings Hgve convinced us that truly effective health care for children.
can be best guarahteed through a national health pm?mm designed to assure
comprehensive care to all Americans. The enactment of>such a.program is our
principal goal. However, poor children cannot go without basic health care until a
comprehensive hational health program is enacted. Experts agree that even if such
‘legislation were passed immediately, it would be several ygars until services become
available. This delay is due to the time required to]PInn and implement any major
new program Improvements in the cugrent EPSDT program are therefore neces
wary at.this time. ' -

. 'I?;xe first reason to improve EPSDT "&nmediatel is that, until 8 new nationsl
~ program is in placy there are no other sources of health cafe to which many poor
children can turn for primary cure services. Other federally-financed health pro-
© grams for children- -inc?uding_(hmmunity Health Centers, comprehepsive programs
under Title V..and the Migrant and Indian Health programsé—reach only a fraction
of the children on Medicaid. According to recent figures, these programs were

3
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estimated by HEW to have reached 1.7 million children. This compares to an
eetimated 13 million children certified for Medicaid. . : , :

anr have been effective and we therefore urge this Subcommittee’s.
contin 5 rt of these endeavors. It-is unrealistic, however, to pelieve that
:hm*dpmgmnm- alone can meet the needs of ull children, since milliohs of young-
sters do nut have acvess to their services. EPSDT reform will result in expanded angl
snproved services for- sl eligible children) and we therefore do not mit&w to
recominend an increased investment in EPSDT. N ‘

‘During the next fqw years, EPSDT can provide servicés which many poor children
have not und will not receive unless provided through EPSDT. Data show that most
children reached by EPSDT hgd never received comparable seivicos elsewhere. For
instance, the EPSDT Demonstration Projects fouhd tﬁgt fewer than 1 percent of the
almost 7,500 children screened had had a_previous examination comparable to that
which is required under the progtam. Sixty to &0 percent of the health problems
found in these childrén were ,@mviously unknown' and untreated, even .though 80
percent were chronic. ' '
~ In another vase, physicians affiliated with the University of Maryland screened
361 children. Of these, 335 had referrable conditions. In the physicians’ opinion,
“not one of these conditions would otherwise haves been recognized so early inv its
coune’’ without EPSDT. - < .

The second reason %o str¢ngthen the p am is that' EPSDT cannot only improve
the health status of childreh reached but also reduce the amount of money spent ap

eaith care. Studies have irepeatedly shown that primary care sgervices lead to

‘healthier children and dramatically reduced costs. In North Dakota, total expendi-
- tures under Medicaid were dpmpared for children who had been screened ‘and for

those who had not. Pér capi expenditures, were 36-44 percent lower for those -

screened than for the junscreened children. Expenditures for in-patient hospital
services were 47-58 pe{lcent lower for those who had been screened. In Michigan
wherv children are oy the second cycle of EPSDT screening, diagnosis and” treat-
* . ment, the rate of referrals for health problems found through screening has dropped -
significantly for those returning for rescrecning. The referral rate his dropped
overail by 14 percent. The most significant reductioh is found in-the rates of referral
for immunizations (from 26 to 18 percent), as a result of ph;'sical assessments (from

42 to 31 pereent), and review of health histories (from 10 to percent). :

The third reason to improve EPSDT is that, in the process .of making EPSDT
function more efféctively, we will confront and resolve some of the key problems
that any national health program will have to address in ordér to be effective, 1f we -
are not to duplicate the mistakes of wasteful, piecemeal and inadequate health care

“programs of the past, we must: (a) Develop e fective' ways to reach-out to families
currently outside the health care system; (b) establish standards for complete,
. quality care and methods to monitor and enforce these standardg; (¢) involve more
“doctors and clinies as providers in publicly-financed programis; and (d} provide
incentives to develop health resources where they currently do not exist, especiallg

1
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in urban centers and remote rural areas. Reforms™in. the EPSDT program w
strengthen the foundations on which a ngw universal program can be built.

B. Is there uny assuruce that CHAP will be administered adequately?

‘We behieve that it can and will be, . '

First, inedrafting the current CHAP legislation, there ha$ béen & much more
extensive examination of the problems of mounting & program such as CHAP than
there was when EPSDT was ‘enacted.

Second, as u result, the legislation will include more explicit language on the
program’s purpose and how it will be achieved. HEW will have neither an ambigu-
ous charge nor the excuse of a vague legislative mandate,

Third, there is & much more informed constituency. People eligible for services
are more aware of the program and the benefits to which they are entitled. There
are more outside groups interested a monitoring and promoting imp!omentaticn
than before, ‘

Fourth, HEW has gained considerable experience Frfﬂ,m its administration of the

 EPSDT program We have worked closely with the Department for a number of
vears in order to assure more effective implementation of the program, and we
believe that HEW now has the expertise which will Be necessary to implerent

CHAP ' .
' We do not desire a pyrrhic victory:for children. In our judgment, HEW can mage.
CHAP & meaningful program for children and mothers, ‘ -

C Can Cpngress justifv'a new spending program now? i
CHAP is not a new program. It constitutes a careful attempt {o resolve specific

deficiencies in a program which has m(w been in existence more than 10 yedys and
o
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which has the potentisl to save much more money later on. CHAP's goals, while
absolutely crucial, are modest: (1), To modify EPSDT to enrali all needy low income
.. children i a system of health care which assures them complete preventive services
. snd nwessary subsequent card; and (2) to correct the most serious inequities in
eligibility and benefit policies for children and youth under Medicaid. These goals
€gn be nchieved through relatively simple leyislative and administrative changes.
CHAP does involve modest new spending®for primary and preventive services.tﬁe:t
the expense is entirely justified given both the ultimate cost savings cited above and
the critical physical and emotional. reliel which children will derive.. The issue is
~whether to invest small sums now or pay substantially more later when reventable
childhpod handicaps become permanent and adute conditions that result in expen-
sive treatment, institutionalization and loss of productivity. : '
__The several hundred million dollurs required for CHXF is. less’ than 1% of the
$52.4 billion in the President’s budget for health care. These billions pay for expen-
sive and sophisticated treatment which could be avoided or reduced by bolstering
* the system of preventive and primary care, especially for children. Similarly, the
CHAP budget is less than 4% of the Medicaid budget which is spent primarily on
the most expensive types of medical care and services. ) ,

- D Shouid Congress enact CHAP befory it considers the whole range of child health
programs and develops legislation to improve or expand-them? ‘

There are several compelling reasons why action on CHAP should not be post-
poned until related legislation is acted on. {‘irs&. the issues have been theroughly
aired, und there is consensus an the necessary changes to make EPSDT work for

r children. Second, children cannot and need not go any longer without the basic
vilth services CHAP would provide. Third, passage of CHAP does not' preciude
action on other health care programs affecting children. Not only will CHAP's aims
be fortfied by new and improved programs, but additionally the CHAP reforins will _
rovide u coherent groupdwork, as described above, for future child health efforts.
ndeed, the Medicaid reform’ provisions of the Administration’s national health:
- program assume enactment'of CHAP.. . _ :

- ‘ . : Lo - .

1. ANALYSIS OF §. 1204 '
S . .
A (reneral - L C )

We believe that § 1204, the Administration's new CHAP bill, contains many of
the necessary reforms which wethave recommended in the past. Among the features
== we particularly support in the bill are the following;: R R

Inciusion in Medicaid of additional children who do not eurrently receive finan-
cigl assistance but who would qualify if income alone were the basis of eligibility;
: Inclusion in Medicaid of additional low-income pregnant women; :
. Establishment of a national minimum income level for determining the eligibility
of children and pregnant women; a
Provision of a ¢learly defined, comprehensive health ussessment, rather than a
health sereening; ' ‘

L Provision of an expanded pagkage of healthmservices, including routine dental
care, to all Medicaid-ligible children regardless of whether they have received
health, assessments; 3

Ilimination of cost sharing for Medicaid-eligible children for CHAP services;

Prohibition against limitations on the availability of most CHAP service;

ixtension of a child's eligibility for Medicaid to {xeip assure that necessary follow-
up care iy received: . ] ‘

Extension of a pregnant woman's eligibility for® Medicaid to help assure that
needed prenatal and podtnatal care is received; -

(learly defined provider and State agency responsibilities under the program;

Ineentives to states to encourage providers to offer routine forni® bf treatment and
primury care, as well as assessments; '

Increuse in the federal share of costs for ambulatory care services for children,
and far outreach, :

While we would be happy to provide this Committee with more information on
any of these provisions, we will focus our remarks here on the key provisions now
included v 8 1204 which are of particalar concern-to members of the Committee.

8 Medicaid vlyability for children ages séro to 18 years : "
Last vear, the Finanee Committee reported.out a CHAP bill whiin took the much
needed step-of making eligible for Medicaid extremely impoverished children under
6 years of age The bill failed to ihclude older children, however, many of whom are .
i the same families. 8 1204 would cover children and youth up to the age of 18
whe meet 4 national income standard, a provision we strongly support.

Q ' . | - 57 .
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EPSDT data show that childrew und adolewcenta aged 6-18 have as high or higher
rates of problems found in screening as children under age 6. They are as much in
need of basic heaith care as younger childreri. Their typical heaith problems includ-
ing, for instance, obesity. venereal disease, and hypertension) differ from those
found among younger children. Early detection and treatment of theee silments can
avoid needless suffering and complications which ultimately require imore expensive

treatment. CHAP therefore must cover children and youth to age 18.

C. Utilization of a nativnal income floor

Using income as the sole basis for Medicaid eligibility for children and youth will
+ help rémove the barriers standing between the neediest children and basic health
services. However, the excoedingly low income standard used to determine eligibil-
ity in some states will still exclude some of the poorest children in the country from
the program. In 1977, in ten stateé or territories, childred in four-persofd {amilies
with annual incomes of $3,000 would not qualify for Medigaid. c )

We believe that CHAP should establish & standard minimum ineame floor which
states must meet. The level recommended in 8. 1204—55 percent of the poverty
level or'$4,125 for u family of four—is realistic and would substantially rectify one
, of the-current inequities in Medicaid. According to HEW's projections; the provision

would entitle approximately 2 million additionai children and youth to gdedicaid
SETVIces. . A : "

We alsé urge the CHAP require states to allow families to qualify b meeting the
incomne standard outright or by "spending down” to meet the established level. The
intent of an income-based eligibility standard is to reach those children least likely
to receive necessary care because of inadequate family income. Thus, & child-in a
family earning slightly more than $4,125 but faced with large medical bills is as
needy (in terms of income available to meet the child's health needs) as children in
families with income below the national floor. The failure to nize incurred
medical expenses in determining available income results in the exclusion of some
of the neediest youngsters in the more than 20 states which do not cover “the
medically needy” for Medicaid services, -

We strongly suppgrt thé provision in'S. 1204 which would extend Medicaid cover-
age to-low. income women during theé terms of their pregnancy and Tor two month _
following its termination, Currently, only nine states pmvidecidedimid coverage to
low intome pregnant women who have no children. While these women are likely to
qualify for Medicaid as members of fainilies with dependent children once the child
is born, they are unable to.receive prenatal care through Medicaid during their first,
pregnancy. . ) o

Statistics show that coverage of prenatal care for gll low income pregnant women
would huve, a significant and positive effectgn the health of children and would
bring considerable future cost savings:

N Prenatal care helpd™prevent fetal and neonatal health problems and prema-
turity, conditions strongly associated with birth defects, mental retardation, and
later health and developmental problems. For example, one extefisive study
found that prematurity rates among mothers who made their first prenatsl
vigit in the first trimester averaged 6.5 pdrcent while prematurity rates aver-
aged 23.6 percent among mothers who made no visits at all o

Adequate  prenatal care reduced the particularly high incidence of problems
associated with teenage pregnancy, including toxemia, premature labor, and
low birth weight. These’ conditions are responsible for a variety of health
problems found in infants and children, .

Despite the dramatic benefits of prenatal care, women who are most likely to
: have complications in their pregnancy are the least Iikelﬂy to receive early prenatal

care. For example, seven out of ten mothers under 15 years of age receive no

- grenatal care during the first trimester, while one-fourth never receive any prenatal

care or delay receiving it until the end of pregnancy.

D. Medicaid elutb@y for \I&Lus'nmnw pregnant women .

Additionally, minority women, many of whom are low-income, go without neoded *

prenatal care. During 1975, while 69.4 ?ercent of all United States women began
prenatal care in the first trimester, only 538 percent of all black women began
prenatal care during the first trimester. Furthermore, 5.8 percent of all women- in
the Inited States received no care or received care only in the final trimester while
3.4 percent gf all black women were in this category.

' 'The followin data dre derived from materials prepared by the Institute of Medicine for its
_ Conterence on Prevention, February 1978 TN ' :

<
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The. impact of ndeqil{at:- pmnata} care on the future health of a child is ungques-
tionable. Mandatory Madicaid eligibility for all low income pregnant ‘women will’

help ussure the good health of yet-unborn children. .
E Dental care ‘ ' .

5. 1204 includes significantsimprovements over the Administration’s bill of last
yeuar with regpect to dental care. It requires mvemge‘&wtine'dental care for
Maedicaid eligible children and reimburses states for dental care at the same level us
g:hie):: L:xqabulatory medical services. We strongly endorse thewe dental provisions in

There is consensus that children need routine dental care toiavoid pain-snd
subsequent problems, including the development bf speech impairments and nialnu-
trition. Because of the almost universal need for dental care, experts agree that it is
unnecessury to gcreen children for dental problems but imperative that routine
dental care be provided. Routine dental care for children should inclide sn empha-
sis on the preventive measures which are known to be effective. : . '

Based on the needs -of children, the most ‘sound dental policy under Medicaid
would be to require states to cover routine and emerge -é:)nml care. While this
policy will bé more costly than the dental portion ofng

were entitled to routine dental care, the experience under EPSDT. and Medicaid
sugrvsts that a relatively small portion of those eligible. would actually use the
services (particularly during the first few years of the program). In ition, the

cost per child would decline as more children receive dental benefits and their °

dental health improves. . P X
¥ Suggestions for strengthening the administration’s bill = ' :
We believe that the Administration's CHAP bill contains many. provisions which

are fundamiental to effective EPSDT reform. We'urge the Committee to act immedi-

ak&y and report out the bill in its proposed form. .
e have also included for this Committee's consideration a ‘‘Brief Analysis of the
Administration's CHAP Pro 1" (Appendix A). The Analysis includes modifica-

tions in S. 1204 which would, if the Committée chose to incorporate them, further

strength the bill in the following areas: Provider participation; financing; outreach;
developing States' capacity to deliver CHAP services; health services covered; dental
_ cire; maintenance a stabé'eﬁort;bgederal enforcement;, and building accountability
into HEW's administration of the Program. - ’

s ‘ . o
" {v. HEYOND CHAP: A NATIONAL HEALTH AGKNDA FOR CHILDREN®

CDF recognizes that although CHAP is an indispensable first step, it will not
remove all of the barriers standing between children and the health care they need.
_Extensive' experience over the past decade with both successful and unsuccessful
children’s programs underscores the need for further action. To cite only two
examples, measures must be taken to remedy the shortage of available and appro-
priate health care resources and to.unify the various child health programs in-order
to guarantee that every child is in a system of ongoing, comprghensive care.

hese changes canrge
money if it i spent to harness and leverage the roughly $31 billion presently, and

often ineffectively, spent on health care for children. For instance, by altering"

reimbursement methods, mandating benefit packages which emphasize primary
care, and encouraging use of non-physician personnel to supplement hysicians’
work. the existing pot of money could be redirected to cover most, if not a I, the care
“which children and pregnant women need but do not presently receive. v
Bevond CHAP, we recemmend two priorities for action. lgi
enactment of a sound mational health program. In considéring the many suggestions
which will. come before you, we urge you to focus on provisions which are most
cfucial from a children's perspective-—namely, comprehensive benefit gackages, and
methods of payment and other srrangements to assure children access to compre-
hensive primary care. Furthermorye, by shifting the emphasid away from specialized,
in-patient and “high-technology services. these .refarms represent the most potent
coet containment method of a)¥ Catastrophic coverage without provisions for prima-
ry ciare services 46 unsdumd. We would like to submit for the record a letter to
President Cartgf (Appendix B) which develops these points in more detailand can
be used as :
Second,
to agaure

e must learn more about how existing programs can be besb.coordinated
elivery of the most services in the most efficiént manner to the most

children. Tt is essential to develop an administrative structure which res that

all children and pregnant women receive appropriate care. Senator Chil¢s' amend-

~

h
- O

3 PSDT currently, HEW's . ‘
estimatew show that such-additional costs are indeed modest. If all eligible children

accomplished thr8ugh a modest sum of new child health

rst: on the uéen;ia is

Nildren's checklist in your deliberations on national health proposals.
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ment to ®HAP introduced last session, which proposes setting up a system of “lead
agengies’ to coordinate and develap child health services at the local level, repre-
sents @-beginning point for discuseing vishle ’pprouches. o

In 1967 this Subcommittes, by enucting EP&&‘, committed itself to improviag the
health of the nation's pourest children. Despite your effort and - dedication, the

rogram has {uiled te live up to its promise. Given the ronsensus on what needs to
be done to reform EPSDT, we urge you to take the simple yet crucial step which

-passing the CHAP lagisiajion represents.

~
low income children who were not yet born when EPSDT was enacted are now
nearly 12 years old These children must not go still longer without basic health
cure. . ’ s '
Thank- you.

Tus CHILW KRALTH ASSURANCE ACT oF 19797 A Brigr ANALYSIS OF THE
- ADMINISTRATION'S CHAP ProrosaL

On May 10, 1979, President Carter sent Congress a new* proposal to strengthen
and improve the Early und Periodic Screening, Diagnedhs, snd Treatment YTAMm
(EPSDT), and to broaden Medicaid eligibility for children. The bill, called the hild
Health Assurance Program (CHAP), is & revision of tie one submitted to Congress
by Presidemt Cagter in April, 1477, D . C

While, both tﬁe Holse Interstate and Foreign Commerce Commi%tee and the

* Senate Finance Commitjee reported out CHAP bills last session, Congress adjourned

. before finul action ¢ould be tsken. As a result of last year's efforts, however,

interést in and momentudn for getting legislative reform of EPSDT s strong. Presi-
dent Carter has listed passage of the new CHAP bill as one of the Administration's
top priorities and only initiatives in health this year. Furthermore, u broad range of
outside interest groups support CHAP legislation and CHAP has bi—pusjtisan support
in Congress : ' ' ‘ )

Thd new GHAP proposal -makes a variety of changes in EPSDT and Medicaid
which affect individualy” under age eighteen including changes in: eligibility; bene-
fits covered; finuncing of services: and the administration of the EPSDT prtg‘ram.
We endorse many of the goals and provisions in the Administration's new CHAP
bill und we believe it is a significant improvement over the Administration’s. bill of
last year. -~ _

Specifically, the Administration's revised CHAP proposal would:

luclude in Medicaid additional children who are not currently on- welfare but

. would yualify if income™ulone were the basis of eligibility. S

fnclude in Medicaid additional low-income pregnant women.
~ Establish a national minimum i‘ncunee level for determining the eligibility of
children and pregnant women. : : : :

Pruvide for a clearly defined, comprehensive health assessment, rather than a
health screemng, . . _
Provide an eéxpanded package of health services,. including routine dental care, to
) Medicaid -eligible cililldmn. regardloss of” wheéther or not they have received
health assessments. o A

Eliminate cost sharing tor Medicaid- eligible children for CHAP services.

Prohibit limity on the quantity of most CHAP services. ‘

Extengd a child's eligibtlity for Medicaid to help assure. that necessary follow-up
care is received, ‘

Extend a pregnant woman's eligibility for Medicaid to help ussure that needed
prenatal and postnatal care is received.

, Clearly define providers’ and States’ responsibilities under tRe program.

vaicf; incentives to States to encourage providers to offer routine forms of
treatment and primary care as well ds assessments.

Increase the federal share of costs for ambulatory care services for children, and
for nutreach. ’ o

Despite these subwtantial tnprovements, however, we believe that this new pro-
posial lacks certain elements witholit which the reforms will not be s effective as
they shouid be. For instance, this propesal does not assure development of effective

Oufreach wervices by States s that families dnderstand what services they can

Q
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recetve through CHAP  And, it s questionable whether the S{;St&’m of financing
provides sufficient incentives for program exp?nsion or that the monitoring and
compliance procedures will be effective, :

MAIN FEATURES OF NEW CHAP BILL

The Admimstration's revised CHAP bil] would make the following modifications:



Require States to extend Medicaid eligibility to ehildren under eighteen years of
age in families with incomes below fifty-five pprcent of the Federal poverty meastire
or the State’s income standard for Medumr a family with dependcnt Lhddmn
‘whichever is higher. : <

{HEW wstimates that this would make appruximately two million new ch:idn,n
eligibile for Medicaid). ,

) uire States to extend Medicaid eligibility to pmgnant women thh incomes
- below fifty-five percent of the Fuederal poverty measure or the State’s income crite- -

' ria for Medicaid to a family wigh dependent children, whichever is higher, for the

" duration of the pregnancy and for au:tv days foiluwmg the terminaton of the

pregunancy.
(HEW estimates that this would extend Medicaid eligibility to- appmxmmmly
100,600 more low-income women). L

D Re«éuxm ‘States to expand coverage of services for Medxcmdﬂhgxble chx}dmn by
including, in addition to those services covered under the @tate Medicaid plan.
routine dental pare. immunizations. ‘vision and hearing services, prescribed &F

- and insulin, and ambulatory mental health services delivered in Community Mental .
Health Centers and bv other pmvndem wha meet standards established by reguia«

, tion.
' Extend Medxcmd eligibility m chﬁdn&n for four months following the date on
) whichbthe incame and resources of the family would otherwise make the child
. eugl le E

Set specific standards with wh:ch providers of adsessments must comply and
require that providets enter into written agreerfients with the State. Regulur provid-
ers would be required to: provide peyiodic assessments; provide or refer children for
basic disgnostic and treatment services; follow-up on referrals to insure the provi- -
sion of services, or furnish ‘the State with information to do follow-up; report to the
State as required. Continuing care providers would be required to: provide periodic
health assessmonts; provide mntmumg diagnostic and treatment services; provide -
“continuing preventivé and i)nmary care; take responsibility for the ‘medical case
management of edch child including pmvxdmg reassessments as needed; report to
the State as required.

Increase the federal match to States. During the first eighiteen months, the
federal mat&hmg rate for the costs of anibulatory care services for children would
increase dver & State's current rate by four percentage points. Subsequently, the
federal matching rate for such services vqo d be graduated for tach State in
relation to. the State’s performance in g children, providing care for condi-
tions found. and providing continuing care. No State's federal matching rate would
go higher than ninety percemt or twent percemage points sabove its current level
nor lower than {ive percentage points below its current level.

Increasé the federal match for outreach services to seventy-five percent. (Current®
1y, the majority of these services are relmbursed at a fifty percent federal matching
mte y

Waive the upphcatmn of the existing financial penalty for non-ompliance (one

srcent of the federal share of States , AFDC paymenty) for all quarters before
Yetober 1, 1978 Repeal the exxstmg penaity provision six months after enactment of
( HAE’ .

‘MAJOR DEFICIENCES IN-THE NEW CHAP PROPOSAL

During the decade EPSDT has been in place, a great deal has been learned about
the problems of the program and what is needed to make it work best for children.
These lessons should be applied to the design of CHAP. We urge the following .
ghortcomings in the Administration's pmposai be addressed by Congress as it con-
siders CHAP Ieg}slatmn ,

Provider participation

“ CRAP's clear intent 18 to make sure that poor children have ready access to
. CHAP services by mvuhmg the range of providers who are acceptable to
“familivs and qualified to give needed care. Medicaid law presently calls for E}’g%)f
programs to make the maximum use of existing resources. However. the intent has
not h('en cafried out because the language is too general and the federal monitoring
too lax As a um%quenco for instance, many states rely primarily on county health
. departmenty, ‘to the exclusion of other qualified providers, to screen eligible chil-
dren. In other states. qualified providers are effectively excluded from }J&rtmpﬁtmg
in EPSDT due to low reimbursement levelg dr inappropriate standards for certifying
pfoviders. Thux, children are denied access to comprehensive health centers and
other providers which are often best “suited to attend to their needs.

o
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To remedy this problem, CHAP should require States to offer provider agree-
ments to all qualified providers. These should include community health clinics, solo
and: group practice medical practitioners, day care or Head Start programs, rursl
health clinics, public health depa_rtnmnw‘l maternal and child health centers, and

o . @ny other entity that van meet responsibilities assigned to CHAP providers. CHAP |

- should explicitly require States to identify all qualified providers, including dentists,
snd to encoursge their participation in the program by offering administrative
arrangements (including adequate reimbursement rates and prompt. payment of
claims) which can he expected to elicit their involvement. I*iE‘v\;;2 should be charged
with monitoring state performance in this regard and with reporting to Congress on
provider participation in @HAP and’the steps being taken to use all qualified
providers in the program. - ’ ‘ .

Onie of the main reasons providers have been reluctant to participate in EPSDT is
that- administrative responsibilities under the program are demanding. Many pro-
viders d0 not have staff to provide support services such as follow-up on referrals to
#e that nesded care s received. Under CHAP, the responsibilities of providers are
‘@ven greater. Yet in CHAP, the federal share of costs for case management and
follow-up remains at the current level (generally at a fifty percent matching rate).
To induce providers to participate ajg to develop the badly needed case manage-

~ ment capabilities, it s essential thft incressed federal reimbursement be made
avaiiable to States specifitally for thin purpose and that States cover the costs of
- follow-up in the reimbursement rates they negotiate with providers. . :

~ Mnancing ‘ -
. Incmasini{the federal share of expenditures for ambulatory care for children,
including CHAP services, is a badly needed incentive for States to provide impor-

“tant basic care to children. We have, however, several concerns about the Bpproach
in the Administration’s proposal. First, it is doubtful that the flat increase of four
percentage points over States’ current federal matching rate for ambulatory care
services will cover the cost of an expanded p and provide the means or

§  incentive to carry cut necessay program changes. nd, while tying the financing

‘ of & program to performance is important, because the precise relationship of
performance to financing is not spelled out in the bill, the impact-of this approach is
unclear. It is impossible to tell whether this system will be an incentive to States to
mount effective programs or will even adequately cover the costs of performing st

any ‘given level. Nor is it clear whether the performance standards will be set at a

+ level which indicates adequate performance. To the extent they do not measure
program adequacy, CHAP will provide increased t'ed&sal support for an inadequate

rogram. -
P ese details must be spelled ‘out in CHAP in a manner which guarantees a
workable and efficient system of financing :

Outreach , -
| Currently, States are required to inform families with Medicaid-eligible children
. about the program and to éncourage and help them uses services. However, few

States use the method of outreach. proven to must effective—persorial contract
with Medicaid families by membeys of their own community. Inadequate outreach is -
reflected in the extremely low rates of participation in EPSDT. Currently, only
about onewguarter of the screens needed E; eligible children are provided. Unless
provisions for effective outreach are included, as in the past, few of the eligible -
children in need ofN\CHAP services will actually get them. ‘ o :
The Administration’s propesg! includes a higher federal’match than is generall

" available for outreach services. But a4 the ¢urrent program has shown, mere avail-
ability of federal funds does not lead States to institute effective outreach programs.
While we support flexibility for States to design programs specific to their needs, we
believe certain minimal guarantees are essential to achieve the program’s purpose. ™
Therefore in addition” Stutes should be expected to earmark at least a certsin
purtion of the program budget for gutreach and; States which do not reach (ie.,
assess] a reasonable proportion of eligible children who need assessments should be
required to develop new outreach programs emphasizing the use of organizations
located in the target pommunity. :

Developing States ' capacity to deliver CHAP services ,
Unlike other Medicaid services, CHAP charges States with putting in place many
services and seeing that children receive them. This calls for a kind of planning and
- adminwstrative capability different from other Medicaid provisions. CHAP does not
adequately address these affirmative uspelts of the program; nor does EPSDT as it
is now administered. : [ ‘ :
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To carry cut an effective-CHAP program, States must set out a strategy capable .
~ of meeting program goals, building & statewids system for delivering the services, -
. and gaining broad-based cooperation from & fange of p(monnax":io work - with
L children. Under EPSDT. there hak been little it some places no attention to
these activitiew. Provisions should be added to strengthen State plan requirements.
States should develop (with sybstantial public input) an annual State plan demon-
strating the capucity to meet program requirements. =~ '
Health services ' ' ' .
« CHAP sooks to inkke amihbl’_c to children preventive and primary health serv-
ices. The Administration’s CHAI proposal includes a significantly improved benefit
package for Medicaid-eligible children. However, many children, pesticularly chil-

« dren with handicapping conditions, will still.go without needed care because States
© ‘can opt not to cover a range of hesith services (eg. phywical therapy, speech
L therapy, prosthetic devices, and some clinic services). In addition, States are allowed

to place limitations on the amount, duration, or scope of routine dental services, and
m)hulamry mental health services provided by clinics (unlees preciuded by mini-
 mum service requirements set by the Secretary), and all optio Moedicaid services.
, * The pur of & pri ' care program s to prevent or treat sarly on children’s
. “  health problems. For CHAP to .identig‘ea child's health needs but not provide the
i services to treut the problems defeats purpose of the program. Furthermore, the
wervices unavailable through CHAP cannot necessarily be gotten through other
- programa. Other federally-funded programs reach only a'small portion of the CHAFP
children who need their services. And, many .of these programs are dependent ¢n,
third-party reimbursement through Medicaid for financing. o v '
Allowing limitations on the amount, duration, or scope of basic services is incon-
sistent with the goals of CHAP. First, one of EPSDT’s most immportant departures.
* “from Medicaid was that it overrode State plan requirements in some treatment
./~ ' areas, including dental care, by calling for coverage of necessary treatment. CHAP
is intended to build on this concept by expanding the scope of services to cover all
needed care. Allowing limits in amount, duration, or scope undermines the receipt
of necessary care and moves CHAP in some inatances s step backwards. Second, in
the case of mental health servicesand some clinic services, such limitations would
. be applied to Services provided by organized care groviderg. These limitations will .
function as digincentivee for health centers and clinics to icipate in the pro-
- gram. Yet, these are the providers most likely to provide children ongoing heslth
_care and mental health services at the least cost. :

v

Bﬁcau;fthe cost of adding these few servicee to the mandatory benefit package is
A
cai

" modest, because the need for a full range of primary health care services is
?mt, CHAP should include at & minimunt coverage of ail needed ambulatory care
g for Medicaid-eligible childrpn without limitations in the amount, duration, or scope
) of theee services. : ’ .

Dentg[l services

There is a wide consensus that children need routine dental care. Including .
. coverage of routine and emergency dental care as & Medicaid benefit for children is
~ an important improvement in the new CHAR proposal. Despite this ex ion of
benefits, however, Medicaid-eligible children will still go without n dental
services because of severs! serious de{xlciencies in CHAP. v
' The Administration’s proposal requires States to inform all eligible children of *.
the need for and availsbility of dental services. States must additionally réfer
children to dental providers onm a timely and periodic basis. Under this scheme,
there.is no requirement that States muke maximum use of gualified denta! provid-
ers, or develop methods of reimbursement and administration which assure the
statewide availability of dental providers. The Administration’s proposal fails to.
assure the availability of resources to deljver covered services. ‘
~ Furthermore, under CHAP, responsibility for referring children or following up
‘ on the referrals is misplaced on nonexistent. No agency or provider is responsible
. for followsup to see that needed dental care is sctually received. Responsibility for
' referrals is given fo the State agency. To be most effective and efficient, however,
reforral must be an integral part of the health assessment. - s ‘
States should be required to assure the availability of dental providers, make
‘ maximum use of all.qualified dental providers, and actively encoura%e participation
of uthers by offering atfractive administrative arrangements. CHAP should make
direct referral to & dentist a provider responsibility and specify responsibility for
" follow-up on such referrals t6 assure that children -are getting the care for which
they were referred. s ' ‘
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Maintenunke of Stute ¢ffort = ’ ‘ ‘o
The primary purpose behind increasing the fudepal share of CHAP expenditures
8 to encouruge States to strengthen and expand their programs. Yet; a significant
portion of CHAP's $285 million federal budget will g0 to increased foederal matchin
for CHAP servicvs for children who are currently eliible. In order for the inepemieg
federal share to result in program improvement and expangion, States must main.
tain their current level of financial commitment. Otherwise, the new foderal dollars
will simply replace Stute funds and will not result in benefits for .new children.
CHAP should require States to maintain their current level of State Medicaid
expenditures tboth total amd per capita) for out-patient services for the under-21
population. o > ' o

[}

Federal enforcement - :
While we support using incentives to get States to implement the CHAP program

and provide primary care to children, when States do not meet stand IEW
should have ways of uccom%hshed compliance with the law. . : '
In the Administration's bill, enforcement is accomplished through the financing

system. The “penalty” is u graduated adjustment ‘of the Federal matching rate for
ambulatory cure to children no fower than five percentage points below a State’s

current federal matching rate.

The effectiveness of any compliance mesasure depends on the level of performance
which triggers 'the enforgement mechanism and the impact of the penalty for not
performing adequately. It is doubtful the Administration's approach will have suffi-
cient émpact to bring about compliance. Iy some States it ‘iirili)be cheaper to absorb
the reduction than mount an adequate CHAP program. Second, since the reduction
in the federal mateh is applied to expenditures for ambulatory care services to
children which comprise a fraction of overall qosts (a8 op .to in-patient care,
which mukes up the bulk of state expenditures), it is less ikely to have an impact
vn State performance. Third, since the reduction is applied to service-related funds,
it 18 likely to be harmful to program beneficiaries. ’ L
¢ CHAP sHould establish & minimum acceptable level of performance for purposes
of detarmining whether a financial penalty should be applied. States not meeting
this level should receive a substantial reduction in the federal share of Medicais
administrative costs. . L

Butlding accountability in HEW's administration of CHAP v

~ The history of EPSIYT has been characterized by foot dragging at the federgl and
state levels und a pronpunced failure by HEW to provide the necessary support and -
leadership' We are extremely hopeful that this Administration is committed to
Vigorous action to see that children receive the benefits to which CHAP entitles
them. At the same time. we bélieve it important for the, Congress to institute
certain minimal forms of accountability. Cg)Ai’. as presently written, does not
include-such measures, : .

" Had EPSDT included benchinarks against which the Congress could monitor the
progress in providing children with needed care, EPSDT’s poor pesformance would
not have persisted these ten years. We believe it essentfal that they be established
under CHAP. Therefore. we recommend as a target that %0%. of eligible-children be
enrolled 1n the program within five years of enactment. In addition, an independent
evaluation of HEW's administration of the program should be conducted and sub-
mitted to ('ongress on a biennial basis by an outside panel of experts representing
the itrferests of revipients. Finally. in addition to the charge already in CHAP to

© review overall state performance on a biannual basis, HEW shduld be charged with

monitoring state performance regarding provider erticipation and with reporting

to Congress on provider participation in .CHAP an the'sto(ps being taken to use al

qualified providers in the program.

: : CuiLbreN's DevENse Funb,

Washington, B.C, April 18, 1979,

The PRESIDENT, ~

The White House,

Washington, D.C . N . ,
Pras Mr. Priypent: As you complete your proposal for national health insur

" ange, | want,to s€fout CDF's views on the indispensable features from she stand-

Q

ERIC

Aruitoxt provided by Eic:

- poift of children gid families. We are strongly committed to passage of CHAP this

yeat gs the singlé 'most immediate and doable health priority. But wé also believe
the nation’s chudren and families urgently need a tightly designed, comprehensive

PSee CEPSDT Does It Spell Health Care For Poor Children™” pp. H4-59 ——
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national health program, structured to contain skyrocketing costs and responsive to
the basic needs of American families. , - ‘
We ure extremeély troubled that much of the national health insurance discussion
- und several of the propoved plans iﬁ?:,m principles fundamental to adequate care
* for American children and Yamilies. Primary care, which comprises the vast major-
ity of services children need, has received minimal. attention. Any plan for cata-
strophic coverage without provisions for primary care services 18 unsound and
ungacceptable. Equally unacceptable is any plan which fails to provide significantly
better services for children and pregnant women. ‘ .

COMPELLING STAKK OF CHILDREN INGNATIONAL HEALTH INSURANCK

‘ ' The 64,000,000 children ‘and youth under 18 are nearly a third"of our popula-
' tion and all of our future. Their health care affects thirty-eight percent (38 percent)
of households with children living in them and additional households with parents
or relatives responaible for children. . '

2. Children and pregnant women are covered particularl rly by the present
mix of pubhc progmms and private insurance, in spite 01‘: &):‘ known value and
modest expe of child health- services. Many of the millions of Americans who -
have no h verage whatsoever are children, youth or young pregnant women:

low in v {umilies constitute over half of the uncovered group. any are poor

+ families with Thildren who do not qualify fof public programs because both parents
live at home. Another 20 bercent are young people Eetween the agey of 19 and 24,
an age group {requently in need for maternity-related services.

Only 15 percent of employment-based insurance plans cover children’s eyegldsses,

4 percent preventive care, and 32 percent children’s dental care. - .
: gﬁore than half of private insurance plans exclude pre-natal care; 45 percent post-
natal care; 90 percent'family planning; and about 50 percent leave major gaps in
newborn coverage during the first days of life. Under the Medicaid program, 17
. states do not cover maternity care for women duging their first pregnancy.
Seventy-five percent of American children are covered through private insurance
- for hospitalization, but less than 30 percent are covered for out of hospital, physi-
cian sits.
- Ten million children in the United States get no gular primary health care; one
out of three children under fifteen years of age has never been to a dentist;
Infant mortality rates are 50 percent higher for residents of poverty areas than.
non-poverty areds; poor children spend more days in bed and lose more days from
school than children who are not poor. ‘ .
3. Childhood is the time when health care Has its greatest preventive pay-off. It
would beé wasteful to enact a nationgl health insurance program which does not
'+ emphasize preventive services for children and pregnant women. Simple, inexpen-
sive interventions often make the difference between fulfilled and preductive citi-
zens and disabled, often publicly subsidized adulis. An HEW study found that 62
L pereent of the serious conditions found in a teenage population were preventable or
correctable. CDF's reports have documented countless stories of children who never

/ learn to read, develop hearing loss or become chronically disabled because they

never got routine. simple health. care which could have prevented or eased their -

handicap. , o : .

Pm'idiPng necessary services during childhood also benefits society. It saves billions
of dollars in treating preventable complications later on: L. .
Children have spent 40 percent fewer dayain the hospital when complete preven-
ve and follow-up care were provided. ~
' An investment of $180 million in the measles vaccine program saved an estimated
$1.3 bittion 1in medical care and long ‘term care {by preventing conditions such as
deafness and retardation), ‘
Children on Medicaid who received preventive care cost the program roughly 40
percent less in total medical bills than childred who did not.: ,

What should be done?

Bevond CHAP on the children's aienda is a universal national health insurance
program incorporating the following key elements: ’ ’

1. Universal eligibility . ‘ .
2. Clear authority at the federal level for the basic design and goals of the .
program. . ‘

§
3. Standards for providing health services, defined and promulgated at the
fodernd level. . _
1. Uonsumer or parent participation built in at every level of resource alloca-
tion, policy formulation, and health services delivery. '
lg:cgn*&sive financing.

- LG5
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. of children’s care is modest and predicta
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6. In each geographic area, one entity clsarly designated to make sure that all
beneficiaries, especially children and pregnant women receive needed care.
1. Benefit pac methods of payment and other arrangaments to assure
. . children access to comprehensive primary care (See below). o _
The firet six elements are ewsential not only from a children’s point of view but
for all Ame The seventh is the most crucial element from a children’s
pemipective. - - ‘ S ST
‘ AN
FKIORITY PROVISIONS YOR CHILDREN IN NJJIONAL HEALTH INSURANCE
A strong, coherent system of primary care which encourages appropriate use of
primary care services would alldviate suffering and prevent illness; include the
overwhelming majority of health services n by children; and close the gap
where the most striking disparitiee remain between the affluent and the poor in
access 0 and quality of services. Incentives must be shifted away from an uneritical
reliance on high cost technology. in-patient settings for care, and an over-emphasis
on specialist's services. : .o
Five provisions are crucial: ‘
1. The program must include an adequate bénefit package for children, youth and

pregnant women. - )

e range of essential services for children and p ant women must be covered.
At & minimum, appropriate benefit packages for newborn care, comprehensive care
for children up to an age level to be determined, pre-natal care, care surrounding
childbirth, post-partum care, and female reproductive care (e.g., pap smears, family -
planming) must be influded. In addition to traditional madn:n?ﬁl procedures, it is
crucial that health-related support services such as nutrition education, outreach
and health counselling be covered. L . .

For children and youth, heaith support services are often indispensable to enable
families to use health services and for medical procedures to be effective.. For
instance, counselling & parent carefully in how to follow a penicillin regimen can
make the difference in whether the treatment cures the child's strep throat. Simi-
I’a;ﬁv. support services are sometimes more’ éffective treatment than traditional
medical measures. Proper treatment for learning difficulties may not require drugs
but rather health professionals to wark with teachers or parents to change practices
in the school or home.' - ' ) ' . .

By defining health support services precisely and paying for'them in circum-
scriged ways, comprehensive care cam pravided to ¢ ’!‘ﬁren economicilly and .

effectively, If well designed, the total cost of comprehensive care for children is _

roughly $250 per child each year. This compares to $737. presently spent for each

. American through our inefficient and often ineffective “non m'": To work prop-

erly, the support services we advocate should be reimbursed through a combination
of special purpose grants and reimbursement to providers which meet specified
standards. Appendix A sets out in.more detail our recommended benefit packages
and suitable methods for reimbursing benefits.. : o

2. If there are direct financigl costs for health services, these must not be imposed
at the time services are needed. They must be in proportion to the family’s ability to
pay. No deductibles or coinsurgnce n{\ould be applied to children’s services, pre-natal
care, or {family plannir;%. ' :

No family should suffer financial hardship a8 a result of health care payments, If
cost sharing is inciuded through premiums, coinsurance or deductibles, it must be in
propertion to the family's ability to pay. We would opFose‘any fee at the time a
child or pregnant women walks in the door of a hospital or clinic for services. Such
palicies often keep families from seeking needed care in the first place and lead to
many families being rejected for necdessary care. " '

We oppose coinsurance and deductibles for children’s care, pre-natal care, and
family pming Neither unnecessary use of services nor high program costs are
serious problems in children's services, pre-natal cdre, or family planning. The cost

gle, and there is no evitfence that overuse of

services results when children have access to free care. Imposing coinsurance and
deductibies would harm children’s health because the bulk of services children need
would reinain uncovered. The total cost of child health services often weuld not
exceed the deductible, but m'fht nevertheless kgep families from obtaining the
services. Using coinsurance and deductibles for children _places precisely the wrong
financial incentives in the ?rogram. ‘ "~ ‘

8. The program must include measures which make available the proper kinds of
providers to all beneficiaries. - , ‘

The mix of health providers and p ms in this country leaves millions of
children without access to primary care. For the {9 milliqn Americans who live in

£ v
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madically underserved areas, a program which simply pays bills will not buy their

children primary caré. The program must correct resource shortages» B
i It .is vesential that a fixed proportion of national health insurance funds by
-+, applied to develop resources—to provide tochnical assistance; start up funds, and
continuing subsidies if needed for qualified provider groups serving underserved
areas. TQ: first priority should be to create a nationwide network of primary care

SETViCes. . )

Methods tor doing business with providers must support this network of primary
care services. First, there must be suitable certification standards which guarantee
that all qualified providers can participate in the program. It is outrageous that
public programs currently discriminate against and frequently exclude entirely the
very providers best able to serve children—for example community health centers
and primary care clinics staffed by physician extenders. Secony, arrangements for
paying providers should encourage primary care rather than more.expensive spe-

. + cialists or inpatient services. Adequate reimbursement levels for primary care serv-
ices a:x;ii attractive payment m?&ods. such as annual per capita payments, are
easential. . ot :

4. National healthgspsurance muat support a range of perso
organized settings. ’ . oo ’ .

- *Maore and more of the health services children and youth need cannpt be runderad
by’ physicians working along. Conditions like anemia, dyslexia, aldoholism, and
a{lu ies call for the skills of a nutritionist, or a mental health cougpsellor,'or a
social worker in conjunction with a medical expert. It is increagingly clear that
hoalth aides and other wrapm}'essianals provide crucial services mast: effectively

1.

el wo;king in

" and inexpénsively. These facts argue conclusively for supporting these
organi settings where they <an work as teams. Yet services of some of the most
eftective primary care practitioners are still not reimbursed through private injur-

" ance and public programs: Rei‘xdnbursement through national health insurance st
‘pay for (Ee_ services of qualified physician extenders and paraprofesaionals who

: "+ work in clinics and other group settings. . ' . |
i . 5. If the national health program iu‘imﬂemenwd in phases, any first phase must
en‘whasize primary care and must be th® base on wﬂjch later phases are built.
hile we believe a universal program can and should be enacted at one time, if it
- proves necessary to implement the program in stages, the priority should be to
provide primary care to the largest possible population. We strongly oppose cover-
age of catastrophic care without baic benefits. gta results would be devastating for
many children and their families, and indirectly for all Americans. because of its

- inflationary impaet. ‘ :
~ Any first phase must create the structure into which subsequent phases of the
program are placed. It would be unacceptable, for example, to begin & program for
the poor or for children which would be separate from the program through which
the remainder of the population is covered later! To guard against a two-tiered
.?’ystem, program administration and reimbursement methods must be the same in

irst and subsequent phases, ‘

We believe that high quality, affordable health care can become a universal
reality and that the only effective way to put a lid on costs is to enact a plan which -
contains these principles. We are eager to work with you, :g)ﬁmgriate staff and
appropriate members of Congress for immediate enactment of CHAP and to fashion

- a sound national health program as quickly as possible.

Sincerely, )
MariAN WRIGHT EDELMAN,
Director, Children'’s Defense Fund.

APPENDIX A — ESSENTIAL AMBULATORY f‘jvxcl:s ¥OR CHILDREN AND MOTHERS '
‘K

A SERVICES TO BK INCLUDED IN THE RASIC P AGE TO BE REIMBURSED WHEN RENDERED
BY.ANY PROVIDER OF HEALTH SERVICKS MEKTING SPECIFIED STANDARDS

I. Care of pregnant women B ‘ '

{a! Prenatal Services: The first visit, irrespective of when it occurs, should include:
Health history, including family history; Physica’examination; Laboratory exami-,
nations; and Counseling regarding nutrition, smoking, use of alcohol, use o medica-

[

"The wrvices listed gnd their categorization are intended ay an illustration of how the
*question of benefits for mbthers and children should be approached, as well as a guide to specific
services The services histed are adapted from recommendations of the American Public Health
Association (1974 the American Academy. of Pediatrics (1974), the American College of Obstet-
rics amid Gynecology (1974, and a-study of the insurance system and fertility control funded by
the Ford ' Ruckefeller. Foundation Population Policy Research Program (1977),

. R )
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- tidns, signs of abnormal. pregnancy, and in nesponse to concerns expressed By
i

pmsmtqve‘ parents. ,
Subsequent visits should occur: Once each month, through 28th week of pregnan-

ey, once each two weoeks, 28-36th weeks of pregnancy; and once each week after

36th week'of pregnancy. o .

© Su uent visits should include: Laboratory tests and physical examination as
neaded; Counseling in response to concerns and conditions existing in the counse of
pregnancy, counseling regarding :le for labor and delivery, and Yor infant care:
Amniocentesis for women over 35 and for those with genetic indications; and vita-
win and iron supplements and medication as needed. _

(&) Care Surrounding Childbirth: Necessary services associated with giving birth
in an accredited hospital or other accredited institution; Group or individual super-
vised bedside instruction to the mother on self care and infant care, including breast
feeding; and Family planning counseling and services. _ :

(¢) Postpartum Care: Home visit by a &xblic health nurse, or other qualified
health provider, within the first two weeks after discharge from the hospital in
order: To assist with implementation of home care, and infant feeding, and ‘to
pm\ridel advice and counseling on parenting and To sssess service needs and make
referrals. . '

One office or clinic visit for routine examination and for: Advice and counseling;
Laboratory procedures as indicgted; Follow-up family planning services; and Help
with meeting nutri\jisl needs of mother and child.

2. Child Care _* ' R

(a) Health visit'within 10 days of birth, including: Physical examination, Counsel-

ing. . . . :
(b) Pre-schoa! health checks: ¢ to 6 visits during the remainder of first year, 2to 5

visits between ages 2 and 6. ‘
These visits should include: Pi‘gsical examination and appropriate laboratory
tests; Developmental assessment; Counseling and anticipatory guidsfice regarding

‘nutrition, ‘accidents, hygiene, and child development; Immunizations against diph-

theria, tetanus, pertussis, measles, mumps, rubella, pdlio, according to the schedule
recomniended by tHe Commgittee on Infectious Diseases, American cademy of Pedi-

atrics; Fluoride supplements as indicated; and Vision and hearing tests, by observa-

ion and,resxsrt: . :
(¢) School-age health checks: Visits at ages 7, 10, 13 and 15 for purgoees of’
luding nec-

- Maintaining immunizations; Pl;gical -and developmental evaluations, inc
n

essary laboratory work: Cou
smoking, and drug abuse, as indicated, and in response {0 parent's or child's con-
cerns; and Provision of contraceptive services when indicated. ,

(d} Diagnosis and treatment of Disorders of growth and development; Acute
illness; and Chronic illness including rehabilitation and management of physidal,
mental, congenital and acquired abnormalities. .

(¢} Short-term counseling, consyltation 8nd referral as necessary for children and.
their parents around specific health problems like handicapping and other chronic
conditions, learning disabilities, acute illness like venereal disease, and develop-
mental and behavior problems. ‘ N

i) Routine dental service, from age 3 on, to include: Annual pral examination’
with judicious use of* X-rays; Semi-annual topical fluoride applications; Fillings,
adhesive sealants, space maintainers. ‘ F

3. Female Reproductive Care: ? :

-{a) All women within the reproductive a?;es should receive periodic: Breast and
pelvic exapminations; Papanicolau ‘smears (for cervical cancer); and G.C. cultures
(test for gonorrhea). - J .

(b) In addition, covered fertility-related services should include: Al} methods of
fertility control; Care of involuntary fetal loss; Treatment of infertility; Genetic
counseling and-{ollgy=tpis indicated; Pregnancy testing, and Contraception coun-
seling. '

B SERVICES TO BK INULUDRD IN THE RASIC BENEFIT PACKAGK, WHEN PROVIDED IN &

AN ORGANIZED HEALTH CARE SETTING M®KTING SPECIFIED STANDARDS p

1 Mental health services, . & .
2. Health education services, group and individual instruction to: Assist individ-
uals to develop health-promoting behaviors and to adhere to a prescribed health

- s

*Female reproductive carv s intluded in this list of recommended services, because by
prawentiog disease of the reproductive system, and by allpwing women to have the ‘desired
number of children when they want them, these services can be expected to improve the health

of children .
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regimen, as indicated, Aussisl consumers to utilize services most appropristely,
Leasen risks leading to hedith problems, minimige the effects of illness, and avoid its
~ recurrence;, and Assist pregnant women fo obtain information on nutrition, ﬂuonde
nugpiement& family planmng, self ﬂm"aehvery and parenthood.
Hom@ health care: M xgai nursing, dietary, rehabilitative, educational serv-
- ices in the home to mothers and children whe are recently duqharged from the
: hospital, il or disabled
-Homae: vigit by a public health nurse, or other. quahﬁed health mvxder to a
pregrant woman for purposes of helping to® P Jmm the home and family for the
ubltr;i;ce of the mother durmg contmement ‘and for &he care of the infant after-
wa
4. Homemaker services: Assistance in routine household responsibilities for fami-
hes in whsch there iy iliness or disability. | . d

) ¢ snvum WHICK WOULD BE FINANCED THROUGK umm T™O OR ((mmm's W;ITH
- m«..«mnn PROVIDERS OF CARE MEKTING SPRCIFIND STANDARDS

Ehgxbie ‘providers .would include schools, day care. center, teen centers, ete., as
well as organized providers of comprehensive ambulatory health services such as
hospitals and health centers, organized providers of. categorical health'services such

" as family planning programs, and official health agencies: *' 1. Immunizations; 2.
' Family planning services and counseling: 3. Mental health services; 4. Preventwe
- dentistry, inclu mg topical application c:fﬂuondes 5. Vision and heﬂrmg screemng '
, and fulkm,up 8. Genetic counseling and follow-up; 7." Venereal disease testing an
follow-up; and 8. Demonstrations of improved methods of dehvermg primary uiire in
non-traditional settmgs .

- . SKRVICES WH!( H WOULD BE FINANCKD THROUGH GRAN'I'S Td OR CONTRACTS wiTh
ORGANIZED PROVIDERS OF CARE MEETING SPECIFIED STANUDARDS AND SERVING AREAS
WITH SIGNIFICANT UNMET HMLTH NEEDS

1. Qutreach and community educstmn

2 Transportation as needed. ' :

3. Provision for temporary chid care as needed ’ -

4. Nutrition couhseling and services: Planning and advising on breast feeding,
formula preparation, food purchase and preparation, routine dietary needs and
special diefs.
p(:ssxstm}ce in obtammg'fuod supplemeénts through WIC pmgrams hnused in health
centers and through referrals to uther food adsistance agencies (such as food stamp

. office).

5. Environmental éducation snd services; Education on rectifying hcusmg "and
sanitary condjtions which can lead to accidents, acute infections, and chronic dis-
eases like lea poisoning: Assistance in using ath‘ér commumty resources to xmpmve
these conditions,

- 6 Provisien of help or referral for problems which are not miedical but which mav
have serious health implications, mcludmg unsnet huusmg, employment, welfare,
d\xld care and legal ne«s)s

Senator TALMAD(..E Next we have Dr. Nancy Stone and Nancy
Porter-Moorill, on behalf of the Degelo.pmental Disabilities/Mental
Héalth CHAP coalition. .

You may insert your fuil statement in the record and summanze
it as you see fit. , ,

STATEMENT OF NANCY ST()NE AND NANCY P()RTER MORRILL,
~ ON BEHALF OF THE DEVELOPMENTAL msAmLmEs/
. MENTAL HEALTHCHAP COALITION

Dr. Stong. Mr. Chairman, I am Dr. Nancy Stone. I am spesaking
this morning for a coalition of consumer ang service provider orga-
nizdtions concerned with mental health and develdopmental disabil-

~ {ties. I am speaking on behalf of the groups listed on the front of.
... our statement. I ask all their names appear and be mciuded in the .
* official record with our full statement. ‘

: Seme ni these sqrvices should be funded us part of basic benefits as well as through Krants or
contracts, and therefore appear in thxx cate gory ns well as in catgories A or B,

Q \ ' . 69 ‘ S
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As a coalition, we support full and equal coverage 'of service for
~.mentally ill and disabled children. The proposed CHAP legislation
is intended to replace the current medicaid EPSDT Pprogram and it
can correct the inadequacy of original EPSDT legislation in provid-
ing & competitive health service system for children. , ' ,
- We believe, however, to be truly colmpetitive it must mandate
treatment for all diagnoses, be they developmental, emotional, or
physical. To do-otherwise would be discriminatory to the more than
12 million low-income children it is designed to serve.

Diagnosis and treatment of developmental and emotional ill-
nesses are the first line of prevention, one of the stated purposes of
CHAP. This can be one of the most cost-effective ways of dealing:

. with the health of children. Perhaps. the most critical questions
arise when full cost coverage of mental health service reduces
utilization of other health services and in fact reduces the total
¢ost of health care. : ' ' N
- A-report of one of these studies is appended to our testimony. In
this study there was a 36 percent decrease in number of medical

visits by children with an average of only 4.9 mental health treat:

. “ment sessions. The control group in this study who received no
mentdl health treatment actually -increased their medical visits
during the study by 30 percent.- -

* . There-are a number of other studies described in. our testimony
' on pages 5 apd 6, each of which have shown similar findings,
© The groups supporting this statement yrge the committee to
~build upon the legislation pending before it as follows: One, provide
coverage without limits on amount, duration, and scope for orga-
nized. care settings meeting the Federal definition of community
K mental health centers and for other organized care settings meet-
;o ing standards prescribed by the Secretary. L R
- One advantage of covering organized care. settings under CHAP
" is accessibility. These programs are only available within rural and .
. intercity areas. To limit services covered in organized care settings
discriminates against the children. C
, - . Recommendation two is, to authorize coverlwin—patient psy-
]

é fa

* chiatric benefits in accredited mental health Is and residen:
-tial treatment centers as well as' in genera ospital psychiatric
. units which have been appropriately accredited. Most emotionally

disturbed children will not require in-patient treatment.

However, legislation should allow the children who do require
this environment which in-patient treatment permits to be cared
for in a setting appropriate for their needs. Accreditation should

. insure appropriate service regardless of the setting, the facilify in -

« which they are provided. L . Yy
Recommendation Ng. 3 is to m ate: thal HEW insure realistic

. renbtirsements for” qualified’

- mental health providers. Undéﬁ@icaid many States reimburse

Y

rates as well as timely” medicaige

providers at rates subStapd®RIY below cost. This is a barrier to
proviSton of quality €fré. S N : -
-Senator . Ribticoff % ted, in the foreward to “Crisis in Child
. v Mental-Heéalth Challenge of 1870 : /
RN 1:“ Ambrican public faces double challenge, a challenge of caring for a child already
‘ﬂ‘““‘%‘&ick and in need of help dand a challenge of preventing sickneds by fostering healthy
’A‘.‘ Nl
-
" d

L
- \ . . .

growth Societies can be judged on how they care for their childten.
- b o C - :
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" Mr. Chairman, 10 years héve m:;mce Senator Ribicoff made L

- that statement. It is time to'act. you. . ‘

If I wmight have just &« moment more; I finished my prepared

. statement, but I ses Senator Durenberger is here. I have just come
" back from, visiting & number'of EPSDT sites across the Nation and
I want to say a word for the caunty nurses in Minnesota who do a
sugrier job. o '

nator TaLMADGE. Do );ou have comments, Ms. Porter-Morrill?

Ms. PorTer-MorriLL. It is a privilege to represent the coalition,

the organizations concerned with developmental diseases of chil-

dren. We thank you for this opportunity. - :

I spesk not as a parent or professional with any personal experi-
ence with developmentally disabled children but as a committed

volunteer who cargs about_people, good health, and improving our
health care system. ‘ ‘ - \

- " You have our testimony. I will only highlight the main points

'gxx}éimay I add we know the Senate has a very busy agends, but we

follow this hearing very soon. . . - .

We are pleased that S. 1204 ;Aas-ex ded-the number of services
covered by medicaid for eligible children by including prescription
drugs, immunizations, vision and hearing services, and dental care.

" However, S. 1204 fails to mafidate coverage of other optional medic-
aid services that are essenti] for a developmentally disabled child.
" Many of the health services a developmentally disabled child
needs may not be included under a State’s medicaid plan. In fact,
 many States have chosen not to cover these optional services or
cover anly a few of them. Consequently, the avaitsbility ¢f health

. service variés considerably from State to State. .-

Wg would like to emphasize that for a developmentally disabled
child, optional smedicaid services such as physical therapy, speech-
language pathology servicgs, orthopedic devices, mental health
care, and other screening, ffreventative, diagnostic, and rehabilita-
tive services are essentia® to his or her health and well being.

It is important that developmentally disabled children have .

access to the kinds of medical services that are appropriate to their
needs. We therefore encourage that the broadest possible coverage
for all elighle children be provided under CHAP.

Cutrent regulations permit States to sét certain limits on health

services. While developmentally disabled children share the same

needs for basic health care as other children, in some cdses their
special problems require different kinds of treatment. .

To allow limits to be placed on the delivery of health services

. undermines the receipt of necessary care and virtually assures that

* the children who need services the most will be made to suffer.

Untreated: disabilities do not ‘disappear. Without necessary

verg ‘hopeful markup-and favorable action on this bill will
t L

health care most disabling conditions become worse and thus more

costly to treat. | . : .
. Early intervention and followup can prevent the development of
some forms of developmental disability, can dramatically reduce

the severity of the disability, can compensate for disability pro- -

duced impairments, and can reverse symptoms.
Also, severely mentally retarded or developmentally disabled

" children eligible for medicaid as SSI recipients or as AFDC chil-, "
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dren will in most cases become eligible for medicaid as adults on

the basis of their disability. ‘ :
If these children are not reached in_childhqod, when the possibil-

ity of reversing or reducing disability is greatest, the long-term cost

to medicaid will be dramatically increased. _

- We endorse the CHAP proposal for including coverage for preg-

" nant women. Adequate medical care during pregnancy. can prevent

needless disability. We also are” pléased that S. 1204 will allow
children to receive certain health services regardless of whether or
not they have gotten a formal health assessment. -

Senator TaLmapck. Will you suspend just a moment pfoase? |
~have another vote on the Senate floor. Senator Ribicoff, if your will
. preside momentarily. I will, rush over and vote and rush right back
and maybe we can keep the HKearing going without interruption.

Senator Risicorr. | ‘will be delighted. Senator- Durenberger, do
you want to vote or ask a question? - . . ‘

Senator DURENBERGER. I do have a question. | :

. _First, [ would like to asspciate myself with the position of the
Coalition and also with your recommendation, particularly about
the’ need to amend this bill to expand coverageé in' the area of
~ mental health services. But I do have a couple of questions,

One, are you in favor o psychologists, as well as psychiatrists,
being reimbursed? S <
.Dr. Stong, I think that is a question the whole Coalition can
answer rather than I as an individual. I would like to have this
Coalition have an opportunity to answer that. ; :

Ms. Fine. F'am Teddy Fine, with the America Psychiatric Asso- -
ciation, speaking on behalf of the Coalition, which represents orga-
~ hizations representing psychologists, social wbrkers, and psychia-

“trists. It is one issue which we have not appled with simply
because we feel mental health care per se for the children is more
important at this level when we are working g a coalition than to

get into internal fights as to who should get rejmbursed.
» 8enator DURENBERGER. | appreciate that dgswer. One of your
recommendations is to provide coverage wit limit -oq the
amount of duration and scope. I do not know how practical that is.
I am wondering if there would be any way to clarify the appropri-
+ atgness of the length of mental health treatment that might be
available to,children? © . o - ,

Dr. Stonk. I think the length varies both with the condition and.
- with the time in which it is discovered. I think this is one of the
" strong arguments for early discovery. I do not think we have the
data that states such and such a number of sessions are necessary
for this cohdition. L

One of the strongest arguments is the studies that are reported
in our testimony that, indeed, in the HMO's, who looked at total
health of the child, the case is this actually reduces the total cost of.
health care. o :

"~ Senator DURENBERGER. Basically, the Answer to that is we are

. left with the judgmental question and Jjudgmental answer as far as
duration, . ‘

" Dr. Stone. I cannot give statistics if that is what you are asking

. for,

G



69

Senator Risicory. I know that all of ﬁou represent a very impor-
- tant group of organizations Many of these organizations do excel-
‘lent voluntary work. Physicians who would serve as providers

under CHAP have expressed deep concern about signing a written.

_‘agreement making them responsible for case management.

The child actually gets followup and' referral services needed
which involve phone calls, personal visits, and other efforts to
make sure the child gets the needed care. Now doctors feel—and I
teel rightfully so—that they are not equipped to do this. '

Isn't there a way that community groups such as yours could
assist physicians with this followup task. If you give them all of
this administrative work it is going to bog down. How about your
groups helping the physicians on the phone calls, visits, and other

~ efforts to make sure the child is getting the care?

Ms. Porter-MoRRILL.-[ think I can speak on_behalf of Coalition
members when I say we believe health care of our children is a
partnership etfort and must be between the public and the private
- sectors. There are an enormous number of services that the organi-
zations that have joined this Coalition can provide, and we would
like and would offer I am sure the opportunity for CHAP to
become a reality, to work gith providers and parents to see that
. this partnership becomes a reality so that the concern that you
have expressed would be met. ‘

We would certainly offer oyr services. .

Senator Risicorr. So you feel that your organizations ™ could
remove this question, this doubt from doctors by working out ar-
rangements with medical societies to take some of those burdens
oft their shoulders? .

Ms. Porter-MorriLL. The first step is to talk about it certainly,
but I am sure there is an enormous amount of good will and
cummi%enb on the part of coalition groups to do this.

Senator Risicorr. This is a question that Senator Talmadge left
with me for Dr. Stone. I will read the question. Certainly no one
could be opposed to appropriate treatment for properly diagnosed
mentally ill children. And certainly many of those who support
mandatory unlimited health benefits have the best of intentions.

As you know, last year the Finance Committee held a hearing on
the general subject of coverage of mental health under medicare
and medicaid. :

That hearing indicated serious disagreement within the mental

health professions as to the validity of many of the assumptions

and underlying theories involving the diagnosis and treatment of
those described as having mental health problems.

You are proposing unlimited mental health benefits. In the inter-
est of protecting de?enseiess children, my questions are these:

One: Exactly who would be qualified to diagnose mental illness?

Dr. Stone. {think that the answer that was just given for the
coalition related ito the fact some of these are internal decisions
that [ think the coalition has not come to agreement o but there
are a number of people who are qualified providing the general
terms of social work, psychology, and psychiatry at this point in
time, but I think this is a position that perhaps the coalition should
give you an answer on rather than my giving you a personal
Aopinion. ' . -

‘3
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e ' :
Senator Risicorr. If you people don’t knewﬁgho should do the job
and who is qualified, are we going to be able to name who is
ualified, if you have doubts in your qwn minds—if you don’t have
© answer, and you don’t have 1t? o - _
Two: Exactly what diagnoses would be considered reasonable and
what diagnoses considered unreasonable? ' :
Dr. StoNg. I am not sure I understand the question. :
Senator Riricorr. I did not write the questions so I don’t know.
Exactly what diagnoses would be considered reasonable and what
diagnoses considered unreasonable? . :
- Dr. StoNk. I am not clear enough sbout the question to answer.
Senator Risicorr. When Senator TRglmadge comes back he will

aify it or maybe staft could clarify it.
- "Oenator HuiNz. Let me take this moment to welcome the panel. I
. am

. icularly pleased Ms. Morrill is here, a Pennsylvanian of
‘ preat experience. It is also nice to see Dr Stone here. As somebody
: ho has taken a forced 2-year leave of absence from health con-

cerns—I used to serve on the Health and Environment Committee
in the House of Representatives for 4 years—I now have a chance
to be active again 1n the Finance Committee and this subcommit-
tee, although I am sitting in at Senator Talmadge's and Senator
. Ribicoff's sufference. : ‘
It is good to be back on Health and Mental Health. I wanted to
get those good words on the record before I had to leave. .
* ..°_Senator Risicorr We will stand in short recess until Senator
Talmadge returns and I will return. _ - '
g:: brief recess was taken.] - ' :
nator TaLMADGE. We will be in order. Dr. Stone, I understand
- Chairman Ribicoff started askipg one of my questiong and that
‘there was' some confusion over one of them. I will read them to

you. . ‘ .
Who 'would be qualified to diagnosis mental illness? Exactly what
- diagnoses would be considered reasonable. and what diagnoses
. would be considered unreasonable? Exactly who would be qualified
to treat children and what modes of treatment would be deemed
acceptable? In -view of the potential for improper or unjustified
diagnosis of mefithl illness in a child, exactly what procedures are
established for independent personal examination of a child by
- qualified people other than the person making the decision?

I will send these questions to you, if you don't mihd, and ask that

you respond to them in writing for the record. ' )

. [The following was subsequently supplied for the record:]

e NATIONAL ASSOCIATION OF PRIVATE PSYCMIATRIC Hosprrats,
: oo Washington, D.C., July 9, 1979
Senator HerMAN TALMADGE, . '
. Chairman, Senate Health Subcommittee, -
INrksen Senate Office Building, Washington, D.C. v
Dgax Suna Tawmapcs: During the recent Senate Finance Committee hearings
*  on the Child mlth Assurance Program, you asked certain questions of the mentsl
health witnees, Nancy Stone. M.D._The following is the response from several
* organizstions, who in consulations wilh Dr. Stone, have prepared this answer. We
wish to have it printed as partof the official recordings of the hearing.
“ The mentally ill ¢hild must be considered as a whole human being. He/she must
have dAccess to a comnplete range of health and mental services, including treatment
furnished in the most appropriate wettings, and furnished by a team of mental
health professionals. Controls on the quality of these services should be established
through appropriate professional reviéew and’evaluation..

~
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Children have unique mental health needs. Therefore, the methods of interven-
. tion are different from those for adults and réquire differences in diagnostic meth-

ods, - treatment techniques, truining of clinicians and the nature of institutional
arrangements. It is importani to remember that children are not little adults.
Human developmant consists of three components: {he biological, the peychologi-

cal, and the social. In children, & opposed to-adults, the three levels of development

are intertwined in very complex ways. The fact that many of these symptoms occur
in the normal child who does not need mental hesith intervention complicates
disgnostic procedures. Sympioms for referral for diagnosis and treatment should
constitute & major interference of normal development and functioning of the child.
Particular attention must be paid to symptoms that persist and interfere with
everyday functioning. . . , ' "

The important thing is to assure pmmgt and proper diagnosis. Proper diagnosis is
an objective of all hewith professionals. Ensuring focus on kil aspects of the child’s
devéiopment Wwill assure the availability of dppropriate treatment.

Suboet:guently a treatment plan must be Sevelo fer each child and services
furnished in accordance with that treatment plan. This may require the services of .
highly trained specialists, in variety of ‘appropriate settings. In a recent Supreme
Court decision. concerning commitment of minors (Parham v. J:L<J.R) in Georyia,

t

the Court held that while the diagnostic decision-making process for physical and °

mental illness may or may not be error-free, nevertheless, independent decision-
making process, which includes a thorough investigation followed by additional
periodic review of a child’s condition, will identify children who should and should
not be treated for physical and/or mental illnesses. The child should have access to
appropriately trained qualified professionals, licensed or accredited in their special-

“ty. As Roy Menninger, M.D). stated before this Committee last A\ﬁ‘ustls during the

hearings referred to on mental health coverage: “Psychiatry and‘the issue of mental
illness are too complicated to assume that oné person has all the answers. We (at,
the Menninger Foundaticn) rely very heavily on the services of the members of a
team.” . R
Utilization of a team of professionals permits each spesialty to be used in the

- most effective manner. This takes advantage of the different educations, knowledge,

and skills each profesaion brings with them. . v
We share the Committee's concern that chiidren, both mentally and physicaily ill,

‘should not be improperly diagnosed or treated. This issue is best addressed by .

ensuring that services are providéd by appropriately trained clinicians in appropri-
ate settings. As Dr. Menninger sutlined in last year's hearings: “Ql;iahty i a
function of putting together tRree things: what the problem is, what the oltcome
should be, and what the approactshould’be . . . To address all of these with a

simple definition of diagneeis will do s great injustice to a great many patients.” |

hat is needed, [Ir. Menninger pointed out, is & system to determine, within
reasonsble measures, what a particular patient needs. For this, he urged a syStem
of peer review. Such a system would have rigid requirements to ensure quality of

care, appropriate length, of stay and treatment, and appropriate, setting. Where ,

appropriate. second opinions are, as Senator Talmadge suggests, most valuable,

’Fhe first question asked of the witness seemed to ask what are the relative
competencies of the several mental health disciplines and which has the greatpst
diagnostic- ability? The answer is that each-has areas of special competency which
ideally leads to team approach to treatment. Any single sm of any discipline’ can.
be matched or duplicated another. Mental ilinesses are complex and require a

, multifaceted diagnostic’ apprassal. The question, e.g, whether the psychologist or the

peychiatrist is the most knowledgeable is comparable to asking whether the anato-

~ . mst of the ghysiuiu&iat has & better understanding of the human body. Unfortu-

nately, in spite of the rhetorie, the real issué being asked and being debated is one
of status and compensation rather thaun competence and skill. The Congress and
much of the public are aware of this being asked ss the principal issue and we
would be foolish not to acknowledge it. .

In the second question, we believe we are bging asked to make a distinction
between a documentable illness and a social or environmental problem—or can we
be more precise” These djstinctions cannot be made on diagnosis alone, but can. be
best judged by response to treatment or intervention. If there is a limitation of
service based on diagnoeis alone, practitioners could be expected to fit the diagnosis
to the need. With g multidimensional problem, emphasis is placed on the area
where resources are available. This does not constitute an inability to make an
accurate diagnosis. It is based on a desire to hefﬂp. T

In the third question, we are asked as to ideal mbdalities of treatinent. Agasin,
treatment is not limited to one element of providers. With any patient, after an
initial screening the aPpmpriate modalities and treatment settings would: be estab-
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lished. Given the fact that peychiatric care is 8o individualized, the issue is to sssure

that all factors be taken inte uccount at the initial screening. These issues-—social,

»

economie, familial, community resources, severify of the patient's illness would be
weighed in corguncuon with the acuity of the illness and &n appropriate treatment
lan would be drafted which would assure the appropriate utilization of resources at
und. To specily ahead of time what modalitivs should be used.'denies the patient
accelis to all possible medalitios and settings. One model perhape that should be -
luoked at is the Joint Commission Accreditation Standards for Pyychiatric Facilities.
These standurds describe settings, staff delinéations, case management, patient

- mghts, ete. They take iqtd account all the factors needed to assure sound, quality .

patient care, : P N
In the fourth and final question, we were asked what procedures exist to assure
froper diagnosis and treatment. Emphadis on the team approach in the develgp
wient of a diggnosis und treatment Plan offers the greatest sssurance of appropriate’
chre. When one profession or one individusl makes all decisions without onsulta. .

 lion or assistance, the gpportunities for mistakes increase. Ultimate responsibility

should not be confused with sole responsibility.
There are several uvenues available for assuring proper diagmosis and treatment.
For -example, the PSRO program. provides criteria for admission and discharge
praveduresd. The Jomt Commission standards for psychiatric programs delineate v
stafl privileges, utilization review, caze management, etc. Public Law 95~142, Educa-
tion of the Handicapped, leaves to state option the choice of setting and provider.
There are muny avenues from which to choose the various lternatives available to
unswer the question. However, no legislative body should endeavor to determine the
modalities and treatment settings available, Such decisions must remain in the
hands of the professionals. : '
We kook forward to working with you as you deliberate. We welcorhed the oppaor-
tunity to respond. . ‘ .
. Sincerely, . . .
- - Nancy Stone, M.D.,
: . Washington, D
© Joy MinmaN,
‘ National Asvociation
of Private Psyehiatric Hospitals.

.. . -+ Curis Kovynaai, e

National Council Community
Mental Health Centers.
3 IsanrL BRENNER,
X Lupie WaiTe,

e Mental Health Association.

) WiLtiam Srone, M.D.,

L ) American Association '

’ . of Psychiatric Services for Children.

. AMERICAN PSYCHIATRIC ASSOCIATION,
) . : , Washington, D.C, July 186 1979

Hon, HerMAN TALMADGE, . '
Charrman, Subcommuttee on Heglth, Senate Finance Committee,
Dirksen Senate Office Bailding, Washington, 1).C

DrarR MR CHAfRMAN: On behalf of the American PsychiatNe Association, a medi-
cal specinlty society representing over 25000 psychiatrists nationwide, 1 would like
to respond to the yuestions you posed during the recent hearing on the Child Health
Assurance Act to the GHAP Coalition, an informal group of national mentsl health

‘care consumer and provider organizations of which the APA is o part,

Q

ERIC

Aruitoxt provided by Eic:

While we agree with many of the concepts enunciated in the response submitted
to you by several members of the Coalition, we are concerned that such response
way not sufficlently directed to the precise questions propounded. We hope to
provide further clarification in the follawing specific responses. oo

We assume that the questions asked of the CHAP Coalition menty! halth witness
are restricted to childrean’s “mental health problems” in particular.

Question | Bxactly who would be qualified to diagnose mental iliness? .

Response While we do not wagt to denigrate psychologists, or any other trained
non-physicians who engage in %&{treutmmt of mental illness, it is critical to
recopnize that diagnosis should bé made by psychiatrists. The psychiatrists. as the -
result of his or her medical training, isenot only trained to do psychotherapy, he or
she is also tramed to make differential disgnoses, to prescribe medication, and, if

~
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Co - i
need be, to hmgitaiize a patient for trestment. Medical psychiatric skilis are not
“substitutable” by those of non-physician mental heajth professionals in‘'diagnosing
mental illness. . . ‘
‘As a recent Federal Court decision found: “It iy .trjwe that both peychologists and
. paychiatrists professionally render psychotherapy to patients. But in the treatment
- . of nervous and mental disorders, psychiatrists are capable of providing a full range
of treatments not just psychotherasy. In addition, as medical doctors, peychiatrists
may render medical treatment and diggnosis. It is undisputed that clinical psycholo-
Kusts are not gualified to disgnose aevvous and mental disorders and to decide from
what source these digordery stem, " (emphasis added), :
The ability to provide a diffefential diagnosis, a skill resulting form a peychia-
trist's medical training, is of paramount impartance since only such a diagnosis wiil
determine if @ profjgm is the result of a physical or mental iliness and

oreover, the medical differential diagnosis is equal! portant in its a
uutlu positive diagnosis of physical illness as the etiology of & psychologically |
problem., ’

Question 2 Exactly ‘what diagnoses would .be ‘considered reasoﬁable and what 7

diagntwes considered ynreasonable?

« - Response. We refer you to the Diagnostic and Statistical Manual II, or its more /'/‘

recent new draft, III, the document utilized by psychiatry and the medical profes-
3 sion to establish diagnoses of mental; nervous or emotional disorder. We believe that
diagnoses established in accordance with either DSM II or III, which spell out
; specific criteria for diagnostic decision-making, are “reasonable’” diagnoses. S
We assume the use of the word “reasonable” was carefully chosen and’ our
response does not address, therefore, issues of “preciseness,” “reliability,” “correct-
ness,”’ or “appropriateness’’of diagnosis. o .
A February 3, 1979 article in Lancet, entitled “A Reappraisal of Americafi Psychi-
atry” notes that realism is replacing the exeggeratid claims which wepe made of
psychiatry’s ability to produce personal, social and even political change. The diag-
Jostic criteria established under DSM III reflect such reahsm«—denmn;}gng a constﬁ-
lation of criteria to be met before a di&gnmu may be reached and treatment
outcome predicted. - /
We were pleased by the ﬁmitive appraisal of U.S. psychiatry in the sbovemen-
‘o tioned article. We agree with the article’s praise for the scientific advances in U.S.
t:ychiatry but realize the need for increased empirical research to provide an even
tter answer to this question. ‘
Question 3 Exactly who would be qualifed to treat children, and what modes of
treatment would be deemed acceptable? ‘ ’ )
Response. The psychiatrist’s role and function remain those of a physician espe-

cially trained to administer to the needs of patient$ suffering from nervous or «

mental disorders. Child peychiatrists, through speciglized training beyond the 4-year
' peychiatric residency brning such specialized skiﬁest;o the diagnosis and treatment of
children’s mental disorders. Non-physicians rendering treatment for mental disor-
ders can bring other, non-medical skills to such 4reatment, '
Historically, psychiatry has recognized and regarded favorably the growing trend
to work collaboratively with other physicigas and non-madical professionals in. the
delivery of many services to the mentally ill, once a medical diagnosis has been
‘,v\ re&mh({d. The help of such non.medical, professionals is most valuable jn providing
specialized skills and wervives in such greas as clinical testing, casework, administra-

tion and bugic research; many are al§o trained to do other than medical psychother- -

a . . '

p{inwwer, it .is critical to emphasize that the psychological and physical compo-
nents of an illness are intertwined; at any point in the disease process, psychiatric
symptoms of an illness may give rise to, substityte for, or run concurrently with
physical symplams; the reverse may also occur.

Therefore. because of ytch intermeshing of physical and mental illnesses and the
“growing concern about ‘the maintenance of quality of services to the public—a
concern shared by peychiatrists, other physicians and many leaders of the non-
medical professions—the APA believes that while the development of a treatment
an for certain tentally 1 may be collaborative, while some treatment may be

apdropriately ponducted by other than a psychiatrist, and while a team approach to

treatment is6ften vaiuable, such treatment plan should be developed and treatment
~ rendered yrider the medical case management of a psychiatrist.

Insofar ay the “modes of treatment which would be deemed acceptable” are
concerned. we beheve that all medicglly necessayy treatment services (i.e, drug
therapy. psychotherapy, psychiatric hospitalization, and others) are “acceptable”

medes of treating specific, dmﬁnosed mental illnesses.

-
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A Owrifying analogy ‘may help make the distinction between those treatments
which we believe are medically neceesary snd thereforg reimbursible, and those
which wre not clear. The physician of a football player who exercises rggularly to
keep fit would not be providing a medically necessary treatment services to that
football player by encouraging such exercise. A physician who conducts with that.
same football player a regimen of exercise after t player has undergone knee
surgery i providing appropriste, medically necessary treatment for the elimination
of & disorder., : / : .

Question §. In view of the potentisl for improper or unjustified diagnosis of
mental illness in & child, exaétﬁrowhat procedures are established for independent
-pensonal examination of a child by qualified people other than the person making
the diagnosis? oot r

" Response: Since psychiatry, ag all medieine, is not entirely a precise science but to

4 significant degrée an art, there is a potential for misdiagnosis. Indeed, as noted in

the Textbowk of Medicine' “Medicine is not & science, but a learned profession

deeply rooted in a number of sciences and charged with the obligation to apply
them for man's benefit. | . Thus. the naibility of medicine (is) . . . to ju
the moral and ethical propriety of each medical sct t directly affects another

buman being." . : .

- "Improper” or “unjustified” diagnoses, if the imputstion of premeditation is in-
tended, stand in opposition to the proper practice of medicine, and are unethical per
To avoid the inhppropriate labeling of a child as mentally ill—whether as the
-result of misdiagnosis or purposive “improper or unjustified diagnosis’—the APA
has long supported, and indeed been in the forefront of peer review, We are-
particularly. sensitive to such issues, since, regrettabiy, mental illness remains a
stigma. We would support the concept of second opinions to assure that a child is

not inappropriately stigmatized with the label of mental illneds, just-as we would .

~. support similar activities across all medical diagnoses of consequence. Othey helpful
efforts might include utilization review and greater support for peer review and
ph&sicinn continuing education. ' * A

e hope you will make this.response part of the hearing record. .

Sincerely, | ) )
MzxiviN Sassuin, M.D.,
: Medical Director,

NATIONAL AS80CIATION OF
StaTE MENTAL HEALTH men%n: DirRs(gORS,
: Washington, I.F.. July 19, 1979,
Senator HeRMAN B TALMADGE, ,
Chairman. Health Subcommittee, Senate Finance Committee, -
Dirksen Senate Office Building, Washington, D.C. o,

DrAR SENatOR TALMaDGE: This is in response to the four questions ‘you to
the coalition of mental health organizations durfng the recent Senate Finance
Committee Hearings on the Child Health Assurance Program—S8. 1204 (June 25,
1979 - . '

The directors of state mental health services for children and yagth have re-
viewed those questions and on behalf of the state mental health program directors
submit the attached response. ,

These answers to your questions are submitted for the present and future record
even though the Finance Commitfee -has already reported out the CHAP bill.

The issues you raise are valid and will be relevant for a long time whether or not

CHAP pecomes law and whether or not mental health coverage for children under

CHAP 15 good, bad or indifferent.
For this reason we want you and your staff to have the po\ﬂtion of .the state
government mental health programs. -~
Sincerely, .

Hagrry C. SCHNIBBE,
Executive Director.

!

. CoveraGk UNpkr CHAP

NASMHPD Rrsronss 10 SkNATE FINANCE ComMiTrEr ON MENTAL Huun-?
A coalition of mental health organizations presented testimony before the U.S.

Senate on the child health assurance program. At the conclusion of the oral state-

ment Senator Tulmadge posed ¢ tough questions relating to the scope of mental

/
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health coverage under “CHAP.” The coalition witness deferred from pr«@nﬁng an
answer preferring the M.H. organizations confer and prepare a written response.
U.S. Sgnate Finance Committee asks: ‘Exactly who would be qualified to difgnose
mental illness?’ | ' ‘ - _ : - i
NASMHPD, responds: - ' : S
(1) The final diagnostic decision on & mentally ill/peychotic child should Ee"the

responsibility of a peychiatriat (or uny other professional certified as qualified to-

treat mentatly ill children by state statute or by the State Title XIX plan) providing
the ps{lchiatnst and/or other certified professional meet the following qualifications:

ave an M.D. or a graduate degree in a mental health specialty from an .

accredited educational inatitution, as & minimum

have at least two years of demonstrated, superviséd mental health expériancel

following. graduste degree .

be desigiated as a qualiﬁ'edprofessiahal through an apkroved vélidaﬁanf

. program developed and administered under the auspices of the appropriate
- nattonal professtonal organization - . ‘ ;
be licensed/statutorily certified in state . S .
be relicensed/stututorily recertified as required by the state. Mect /state re-

quirements for maintenence and improvement of professional competence (con-

, tingent upon demonstrated, comgtent practio§ and continuing education ac-
, cording to established standards developed by the national profession organi-
zation). _ : .
~(2) Diagnosis also should be a composite decigion which is derived from input from
a team of qualified mental health profeséionals, and may include input frmfx peychi-

© atrists, peyshologists, peychirtric social workers and nurses,
- HUs Sevate Fins

nate ance Committee asks: “Exactly what diagnoses would bﬁa consid*

ered reasonable and what diagnoses considered unreasonable?"’ o

. . NASMHPD responds: “Reasonable diagnoses” would be. those cnntaineh in" the

American Puychiatric Association's “Diagnostic and Statistical Manual II” or other
dizﬁmo&tic manual(s) that a state deems to be equivalent. :

-U.8. Senate Finance Committee asks: “Exactly who would be qualified to treat
children and what modes of treatment would be dsemed acceptable?”’

.NASMHPD responds: ‘. .
+ (1) Of equal importance to identification of specific treatment personnel| is the

" development of an “individualized plan of treatment” with appropriate professional

input and review. '

(2) Professionaly Memed qualified to carry out the objectives of the “individusi-
ized plan of treatment’” are peychiatrists, psychologists, social workers, nurses and
other disciplines as might be designated in state statute or the Title XIX plan
providing they met the following criteria:

have an M.D. or a graduate degree in a mental health specialty from an
accredited educational institution, as &4 minimum :

following the graduate degree | . .
be designated gs a qualified professional through 'an approved validation
program developed. and sdministered under the suspices of the appropriate
national professional organizatibn A
be licensed/statutorily certified in state

be relicensed/statutorily recertified as required by the state. Meet state re-

have at least two years of demonstrated, supervised mental health experience -

quirements for maiatenence and improvement of professonal competence (con-.

. tingent, upon demonstrated, competent practice and continuing education ac-
cording to establighed stundards developed by the national professional organi-
zation). o - . -

i3) Modes of trestment would include individual, group and/or family therapy in
the most appropriate (leagl.''restrictive’) getting and include periodic peer review.
U.S. Senate Fixance Committee Asks: "In view of the potential for improper ar
unjustified diagn&& ‘
established for independent personal examination of a child by qualified people
other than the person making-the diagnowis?'"

NASMHPDYesponds;. : .

+1) Requires states to establish and implement state and local (facility) level
utilization and .diagnoetic review procedures. Such requirements are already in
place in facilities accredited/certified for pgrticipation in the Title XIX program for
inpatient peychiatric services forchildren vhder age 21. ‘

{2) Option to build a “second opinion” into the CHAP program particularly if the

" {nvolved choice of treatment includes placeriient in a “restrictive setting” (inpatient

facility)
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ARSOCTATION-FOR THE ADVANCEMENT OF PSYCHOLOGY,
o Washington, D.C., July 16, 1975.
Senator HRRMAN E. TALMADGE, ‘ :
Chairman, Senate Finance Health Subcommittee, .
- US Senate, Washington, D.C. L . : )
Drar Sknaros TALmaboy: We are responding to four -questions concérning S.
1204, the Child Heaith Assurance Act of FS?’TS ’I‘?m estions were posed by you to
an ad hoc CHAP coalition during hearings on dune 20, 1979 '
These answers are submitted for the record thou%{h Tendered moot by the Commit-
tee's procipitous resurrection and reporting out of the 1978 Senate bill which was .
not supported by one ii'ngle witness in the course of the Committee’s hearings this
year. ‘ ‘

Fallowing are the questions and our responses: : . ,
1 Exactl{v who would be qualified to diagnose mental ilinkss?

2. Exactly whgt diagnoses would be considered re le and what diagnoses
considered unmauonagt:‘? : : ‘ ,

3 Exactly who would be q)ualiﬁed to treat children, and what modes of treatment
would be deemed acceptable? . : -

4. In view of the potential for improper or unjustified diagnosis of mental iliness
in & child, exactly what procedures are established for independent personal exami-
nation of a child by quaﬁliﬁad people other than the person making the diagnosis?
L. Proper diagnosis is the key to determining the most effective treatment for
both physical and emotional iliness. This. is rticularly true in cases of the latter, .
where similar s‘rmptoms may be manifegted f%:- a variety of problems. Children with
emotional problems often use physical symptoms as an outlet. This circumstance _
sometimes makes it difficult fgr parents or teachers 1o recognize the emotional.
nature of the child's difficulty. Moreover, while physicians are trained in medicine,
they are not required to havy any education, training or expertise in dealing with
human behavior, particular}y mental and emotional problems. In order to avoid
inappropriate diagnosis—and more important, ensuing. improper treatment—the
chif must have access to a/qualified mental health diagnostician who has received |

his or her_training under rigorous standards. ' :

We can speak only for peychelogy in this question. Clinica%;mychologists must
fulfill extensive educational requirements, including a mini of four years of
study plus a clinical internship. Professional peychological training is designed to
develop in practitioners the ability to understand another person's difficulties far

- more f{)xily than any but the most unusually intuitive and sensitive nonprofessions.
This training also provides techniques for communicating this understanding in

¢ ways the other person can comprehend and accept. The more extensive the training
the more flexible he or she can be in employing the most appropriate help for esach
individual and each condition. For this reason, the professional standards for pey-
chologists demand extensive study of the different theories, diagnostic tools and
tréatment approaches which have proven successful.

Because of this extensive training, child peychologists are egpecially altuned to
the needs of younger people. Children's mental h needs differ greatly from
those of sdults und children require a qualified practitioner such us a olinical
psychologist to recognize and diagnose their particular emotional problems. ‘

2. Although there are existing disgnostic guidelines for mental illness, we serious-
ly yuestion the wisdom of adoptin¥ them as federal standards. The DSM manuals
and the GAP manual all are highly controversial. Few mental health professional
orgunizations., including both the  American Psychological Association and the
American Psychiatric Association. have adopted the GAP instrument. and although
the DSM I currently is being considered, one of the major poinis of controversy is
in the area of labeling children’s behavioral and emotional conditions.

The risk of assigning a permanent incorrect label to an individual increases
dramatically when the DSM or GAP or other such methods are used. It is our belief
that the most appropriate and effoctive diagnosis is one that is based on a function-
nl wsspssment c:?the child's problem, rather than attempting to conform the child's
condition to some predetermined category set forth in one of the diagnostic
manualis.

We recommend that (THAISinclude a provision similar to the definition of devel-
opmental disability contained in P.L. 95-602, which describes a condition that: {D

" results in substantial functional limitations in three or more pf the following areas
of major life activity: (1) self-care. (i) receptive and expressive langusge, (iii) learn-
ing, iiv) mobility. (vi self-direction. . . . . )

3. Within each of the four core mental health professions—peychologists, psychig-
trists, psychiatric social workers and psychiatric nurses—there ‘are amply qualified
practitioners who offer a wide range of treatment services. By including all four

4
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- groups, CHAP will asiure access to *a‘mmpmhemﬁve. and ‘thmi moet effective,
. .

mental health program.

In recent years. the frequency of hoapitalization for mental iliness has decreased
s it has been shown that ambulatory facilities are effective settings for Providing
treatment. Particularly for children, because their problems are identified early in
life, when the problems are perhaps not yet so thoroughly entrenched as to require
residential care. outpatient fgcilities such as CMHC's are ideal settings for CHAP to
cover. The requirement for inpatient care among the CHAP age group is not
statistically identified, but we believe that there are some severe conditions for
which CHr{P should cover inpatient services. .

4. A peer review system is the most effective method of reducing the potential for
improper’ or unjustifed diagnoses of mental illness in a child. A review panel
consisting of representatives from the four core mental health profesaions would

* ingure integrity and reduce the margin of error in diagnosfic procedures. .- :
Thank you, Mr. Chairman, for the opportunity to respond to these questions. If we
can be of furtliler pssistance, please do not hesitate to contact us. . »
ncerely, . - c
. §x ‘ ' CLARENCE J. MARTIN,
- Executive Director and
‘ Greneral Counsel.

Senator TALMADGE. ‘As you know and as I pointed out earlier
people in the mental healtg professions disagree on what is accept-
‘able and what is not acceptable. I have only one other question.
you know of any mental health centers where unqualified person-
nel are providing service? ' ‘

Dr. StoNg. From my personal knowledge, no, I don't.

Senator Talmadge. Thank you very much. I appreciate the con-

A

_tribution you have made to our dehiberations and if you will re-

spond to my other questions for the record I will grateful.
-[The prepared statement of Dr. Stone follows:] . ' :

-STA'INMKNT or NANCY STONE, M.D.. MH Corcerns, AND NaNcy Porter-Morgrivs,
DD Concerns, oN Beoarr o tax DD/MintaL Heartd CHAP CoAuTion

ORGANIZATIONS CONCRRNED WITH DEVBLOPMWAL DISABILITIKS
s P )

American Speech-Language—Hearing Association. <
Epilepsy Foundation of Amerfch. v
National Association for Retarded Citizens, -
Nationul Association of State Mental Retardatior Program Directors, Inc.
National Easter Seal Sogiety for Crippled Children and Adults. P
National Society for Autistic Children. A

_ United Cerebral Palsy Association.

MENTAL HEALTH ORGCANIZATIONS

American Academy of Child Psychiatry,
« Association for the Advancement of Paychology.
American Association of Children’s Residential Centers.
American Puyschiatric Asfciation. : J
American Psychological Association- _ ‘
Mental Health Association. .
Nationa! Assiation of Private Psychiatric Hospitals. ,
National Association of State Mental Health Program Directors.
National Council of Community Mental IHealth Centers. . *
National Congress of Parents and Teachers. '
American Association of Psychiatriec Services for Children.

SUMMARY

PART B—DEVELOPMKENTAL DISABILITIES ! , : o

1. Mentally ill children need a full range of services to g&wure adéquate treat-
ment. . : ' |
2 Mental health services are cost effective, }' . .
3. The CHAP Coalition is opposed to any limits on amount, duration and scope of
inpatient and outpatient services. .

81
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4. Recommendations: S. 1204 should be amended to:

{a} provide coverage without limit on amount, duration and scope for services

furnish orgsnized care settings meeting the fuderal definition of 8 commu-
;xitg,mm health center or stan ‘established by the Secretary;
(b}

authorize coveragee of inpatient peychiatric benefits in accre&iwd‘nie;nml, '

hoepitais and residential treutment centers as well as in genernl hospital pay-
chiatric units' which have been appropriately sccredited; :

- (c) mandate that HEW insure realistic” Medicaid -reimbursement rates for
qualified health and mental health providers. . g

PART B~—DEVELOPMENTAL DISARILITIEN. ‘

1. Developmentally disabled children require the full range of services, without
limitations on amount, duration or wope of such services.

2. Early intervention does save money. -

4. Coverage for pregnant women can prevent disabilities.

-

” make services more accessible. f . . \

5. Effective oUtreach is essential to ensure that children get health services.
- 4, State pldns for CHAP should require consumer participatin‘ in the develop-
ment pf thefplan. : _ . o N ,

7. Reimbprsement rates should be adequate and structured in such a way as to
encourage provider participation. - ‘ 4 T

&. Bepalties for non-compliance should be levied on prégram administrative -costs.

8. Recommendations: S. 1204 shouldjbe amended ‘o: . :

amount, duration and scope, including tripatient care;
{(b) strengthen requirements for wn effective outreach program; :
. () pm&%e for consumer participation in the development of a CHAP plan;
(d) mandate that HEW inwure realistic.and appropriate reimbursdment rates
for qualified health and mental-health care providers; . ‘

{e) levy penalties for non<onmpliance on“ ndministrat;#e costs—not service

dollars. X _ .
‘ - STATRMENT 3 'aﬁ‘ .
Mr. Chairmagn; | am Nanc{‘ Stone, M.D,, child psychiatrist, project director of two
projects concerning mental health velopment of rgresc infants and pre-
- school children. One deals with recomiméhdations rega
- sessment component of EPSDT and the other mental health primary prevention

effort of Head Start. [ formerly served as director of retardation services, Gulf Coast

" Regional Mental Health/Mental Retardation Center and served as asfociate profes- ’
sor in the departinent of communijty peychiatry at the University of Texag ical..

- Branchi. Prior to that time, [ was in private practice and sarved at one time as an
v instructor in the de ment of peychiatry at Louisiana Stafe University School of
Medicine in New Orleans, where 1 was a resident in both pediatrics and psychiatry.

Today I am representing a coalition of consumer and service provider organizé-
tions concerned with mental health and developmental disabilities. I am speaking
on behalf of the groupe listed on the front of this stutement and ask that al]l their
names appear and be included in the official record with our full statement. These
groups have been working for more than 8 year in an ad hoc CHAP coalition to
improve health and mental hawlth’ @are for our children. As a coalition, we support
full and equal coverage for mentally ill and developmentslly disabled' children. We
are opposed to limitations in the Administration’s bill, S. 1204, on amount, duration
and scope of hqalth and mental health sérvices: © °

«

The first part of thig statement addresses mental health concerns and the second

part developmental disabilities msl}?s -

PART A - -MENTAL HEALTH

Nine years ago the Joint Commission on Mental Health of Children stated in its
report: ‘One :? our major thrusts must be identification of mental and physical
disorders in the earliest stages of lifee—ages 1 through 5. We must detect and treat
malfunctioning before it freezes into severe disurder. Failure to provide new and

reordered resources will most‘certainly"resuit in another generation of children'

. with large numbers not able to ‘make it’. , :
Unfortunately these findings are still valid. As many as &6 million children suffer
from varving degrees of emotional problems, and less than 1/ percent of ¢hildren
with such’ problems are receiving adequate hel% Three limes as many children
committed suicide last year as did ten years ago. The US. Ca".'vil Service Commission

‘3 . .
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4. Remaving requirements for a formal health aseessinent prior to.treatment -

(a) provide all optional services to disabled children, with no limitations on

ing the developmental as-*
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on Civil Rights reported that children are receiving mental health sorvices at one
-third the rata of the 22-44 age group. "

%o children . yho suffer from mental iliness and developmental disabilities have
il too often been relegated to wecond clase citizenship in programs in which chii-

dren themselves are _wrthouﬁhtu. appended to larger health programs. The Child
, ) "HAP) cguld provide a first step'to ensure that dével-] -
opinentally disabled and mentally il children do not suffer from discriminatory

Health Assurance Program (C

provisions."

1riagnosis and treatmont-of mental, dévelopﬁwntalf d emotional illnesses among :
. children are the first line of prevention—qne of thﬁ,‘;{:&

A tod, pm?xnes of CHAP. We
wish this committee to understsind an impodtant conseguence o delayed treatment.

A child suffering from 2 gental disorder will have. concomittant developmental

preblems, If hiv disorder FO@I Untreated, the developmental lag Wwill be significant
:wenough to bevome a problem ip and of itself. In treating a four-year-old peychotic
child, .a clinician must deal not ohly with the peychosis, but algo ‘with tg:y conse-
quences of 4 significant petiod of time when development has been stopped, re-
“Rrossed, or retarded. The committed should further realize that to a four-year old,
‘even six months is a-signi{icant period of time—it is one-eighth of a child's lifetime.

. Exmienge Indicates that failure to provide p full range of treatment o portuni-
tiece ] .
effect in, future ydars. However, if a%child's mehtal or emotional illngss is atte
"to. ¢ Near W pﬁikﬂle to its inception, the result will be nfore narmal dévelagiment
thruughlchiidh and a.fargetter chance for-later ‘entry into society as a produc-
‘tive adult. ¢ - . : . .

Conversly witholt varly tréatoibnt such.children often do not succééd academical-,

ly, often drop out of scigol, spde often becotne a burdgn within either the social
service or juvenile justice system. We cannot begin to dstimate the numbers of such
children who might hgve " béen dive from yewrs of inappropriate
institutignalization or from the*criminal justice system if they had been agle to
receive early diagnoeis’ a-timely care. It should be realized that early and appropri-
ate’ intervention can safagu@‘h:{ againgt the-irdoeption of*a chronic mental illness.
*The poncept of early scredning ﬁ?’gnosis and treatment is perhape one of the mast
coet-effective ways of dealing with the heatth, both physical Mentat, of children. Not
cmi{ is it less' costly to deal with both physical'and tional problems in their.
early

~- . whp ean.be productive in our society: Failure to provide tre ent for the child
- vdiggnosed as mentally ill, of developmentally disabled, while saving dollars initially,

will clearly coet thHe Federal government more in the long-run, whethe¥in future,

hiﬁ‘her heaith care cbeéls or. in.social ‘service or juveiile justice system dollars.
he proposed CHAP legisigtion is intended fo replace the current Medicaid/

EPSDT program Fhe declared purpose of the EPSD’IP

was to provide health checKups and subSeqfuent treatment to gpproximately 13

millien children and youth undes 21 whose families could not afford basic health

, care. It had the potential to provide the services so-<vital to the weN-being of

children. Qur physital and mental well-being are certainly completely interrelated.
+ However, phe progrim today. by the Adminjstration’s own eétimates, reaches only
30 percent fof fhose currentlyé-tligible children. Moreover, 22 percent of thosé
screened and found to be in need of treatment do:hwt receive the kinds of services
required to ygneliorate the physical or mental problems identified.

It has been widely recognized that the EPSDT program has not been working;
that data are not available with regard, to the scope, quality and extent of treatment
provided; and that programs vary in q@ility fram state to state based upon what ig
in the state plan. @ : . d

Buch unfortunate problemy with _EPSD’T‘h&ve partieularly significant for the

- mentally il ¢hild. ‘

.
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The proposed Child Health A':ssessment program can vary well correct the inade-
yuscies and inequittes of the original legisiation by addregsing the need of providing
a .comprehehsive héalth service. system for children. This system will not or;&y

provide heaith care but assures health assessments; diagnosiggtreatment and peri

" 1c reassessment tvall eligible children. We believe, however fto be sruly comprehen-
© sive it-must niihdate treatmens for !all -diagnoses,” be it mental, emotional, o -

physical. To do otherwise is disériminatory. B anl
I} major heaalth. problems are compounded by poverty and the CHAP legislation -
has & real opportunity to raise-the level of phxmv_:%l and mental health of children
who could not afford care otherwise: - : I
. The Administration's’ bill (8. 1204) ‘sponsored bfr Senater Ribicoff, who was so
deeply involved in the Joint,(‘amn;i:ﬁun‘ on Mental Health of Children, is a signifi-
cant improventent over previoug legidlation. S 1204 does not discriminate against
. . ‘ e _
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alrendy had sévére cohsequendds- and, will continue to have a damaging -

stages, but it is also perhaps one of the bedt ways uce heaithy adults -

legislation, eracted in 1967, -
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% mentally il children, but vet does not mandate inpatient services in mental hospi-
tals und nllow® for limits on the amount, duration, and scope of mental heafth
services. We appreciate this move forward but hope that this committee will go
+further und adopt the recommendation of the Joint Commission and the President's,
Commussion on Mental Health to give full and equal coverage to mentally il
children. ' ot ) :
“'*(‘Tuwnw« of ambulatogy servsces )

The singling out of mental health clipics in the Adminietratign’s bill for limita-
tions oh covered services provided to mentally il children is particularly puzeling.
Third-party reimbursements, inciuding Medicaid, are critical to the long-term sur-

€® vival of these programs. A redent GAO report concluded that “State, loeal, and
“third-party revenues (client fees, private insurance, Medicare and Medicaid) must
increade so that existing centers may become fikancijally viable."” ,
Although state, local and federaily-funded community programs provide substan-
tial services to children, thure is still a serious shurtgaﬁ nationwide between the
newd and the services these programs are able to provide, There are many reasons
fk};{iéhis. Some programs have failed to give sufficient attention to the needs of

. children, :

Reimbursement programs, including Medicaid, tend to impact upon.the type of
service which can be provided. Under Medicaid, for instance, 13 states have elacted

* mnot to provide clinic services from their Medicaid plans. Certain mental 'health

services dre also often excluded under Medicaid plans, including’ one which is

warticularly important for children-~day treatment (excluded in 1975 in Alabama,.
kmmc. Maryland, Virginia aad other stoles). Advance review and approval are
sometimes required of. mental health services but not of other Medicaid services.

- Servigp~turm by non-physician professionals is not reimbursable, fometimes

everrwhen fur,nishafunder the supervision of physicians. ‘

he Federal government has'alteady invested more than $1.5 billion in the

current community mental health center (CMHQ) program and in those same

centers the state, local and coupty governments have invested $2 billion on top of
that. . “ : ‘

- Existing CMHCs. state and local community based programs, the proposed new
agencies, and other mental health service orginizations offer many advantages in
dealing ‘with the mentally ilk child. Through these local: organized care settings,

v compirehensive servicey are made available—including prevention, consultation and

edugation. various ambulstory care services such as emergency, outpatient and

partind hospitalization, and inpatient care. ) .

One sidvantage of covering organized. care settings under CHAP is accessibility.

- Fregyuently these programs are the only services available within rural or inner-<ity
aress - To limit wervices covered in organized care gettings further discriminates
against shose children lLiving in apeas with fow, if any, readily accessible health
NOTViICes *

‘Thus, coverage of ambulatory care services in organized care settings, would
mceredse’ the avatlabidity of appropriate serviges for these chijdren.

P

“

A

Cust effectiveness” .. . .

Perhaps the most critical question which arises when full coverage of mental .
health services is proposed 15 cost. However, nupmherous studies have demonstrated
that coverage of mental health services reduces utilizetion of other health services
and in fact reduces the total cost of health care. | . B

A study specifically concerning children, “Effects of Psychological Treatment on -
Medicul Utihization in Multi-disciplinary Health Clinic 'for Low Income Minority
Children™ is appended to our testimony. This study identified how treatment for
mental health problgms can significantly reduce medical care utilization tosts. This
study broke new ground for children as it was in a completely subwidized setting.
There was & 36 percent decrease in the numbgr of medical visits by those children
who had mif average of 49 mental health treatment sessions. The matched control
group who received no mental health treatment increased their medical visits by 30
percent. o B !

Other studies have showa similar findings: S -

. In Télas, a longitudinal study (1973-1977) demonstrated that access to needed
treatment Ypr mental iliness resulted ip a reduction in mean !m;;ths of stay in
inpatidnt facilities from 111 days to 53 days. This halving of hospits stayg resulted
i a cost reduction of more than $1.1 million. - '

2. Group Health Association of Washington indicated that patients treated by
mental health providers reduced their mm-psirchiatric physician usage within the
HMUO by 30.7 percent in the year after referral for mental health care comphred to
- the previous year Use of laboratory and x-ray services declined by 29.8 percent.
- '

*
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3. Kaiser Plan in California estimated that the subsequent savings for each
patient receiving peychiatric treatment were on the order of $250 per year.

4. Blue Uross of Western Pennsylvania assewsed the medical/surgical utilization of
4 group of subscribers who used a8 peycho-therapyoutpatient benefit in community
mental health centers with a comparison group of subscribers -for whom such
services were not made available, The fitlings showed that the medical/surgical
ytiRzation rate was reduced significantly for the gmisp which used the peychiatric

© benefits. The monthly cost per patient for medical services was more than halved -

dropping fr8m $16.47 to $7.06.-

5. A study by Rosen and Wiens at the Medical Psychology Outpatient Clinic a,
the University of Oregon Health Science Center studied. both children and adults
uving o contrel group! ahd Yound significant group effects for changes in the
number of medical outpatient visits, pharmaceutical prescriptions and dlagnmtm
services. For each of these three measures, those receiving mental health services

cod their use of medical outpatient services by 41 percent. Data indicated that
this change was taking place thh all patients, not just high-utilizers of medu,al':
ncr\mes - .
- ‘ . .
(mwuqm of inpatient services

The . specific. exclusion for inpatient psychmtnc benefits in settings other than
general hospitals continues to be discriminatory uud ignores the wide range of
quality services availablé.

The nttached Medicaid chart, md;cates 20 States und 2 territories do not opt to
providé care for children under 2In psychiatric hospitals. As CHAP attempts to
formea comprehensive delivery system for a specific target popuiation, it should not
continue the delivery care patterns of Medicaid.

Children should nut be channeled into only limited types of psychiatric care. They
should have ﬁxsuﬁm all effettive modalities which, depending upon the age and
individual nee the child, may ba more effective and appropriate. It should be
nofed that most emotionally disturbed or developmentally disabled children will not
require inputient treatment. Only the most disturbed children with obvious severe
behavioral disorder of long standing duration and those in need of immediate
intensive services for crisis intervention will require highly structured concentmted
treatment.

- Legislation must allow such children to be cared for in the inpatient environment
which & more appropriate to the individual child’'s need, and must not limit access
to only inpatiens units of general hospitals.

Thus, we propose that when inpatient treatment is necessary, any psyuhmtnc.
fucility including children residential {reatment centers and freestanding psychiat-
ric hospitals. whith are -iub_)t\t to the children and adolescent psychiatric standards
of the Joint Commission dn Accreditation of Hospitals, be included as
ble setting of treatement under CHAP. :

Therefore. we propose that inpatient psychiatric services under CHAP.
ed 1 any setting which 15 accredited under the appropriate standards of the Joint
Commission on Accreditation of Hmpxtah (JCAH). Specifically, this would mean
that a general hospital offering such services to children or adolesdents would be
aceredited programmatically according to the children and adolescent psychiatric
program standards of the JCAH Accredijation Program for Psychiatric Facilities.
Sinulnrly, the same criteria would apply™o private and public psychiatric hasp:tulb
or residential treatment centers for children. N

The bottom line is that appropriate accreditation assures sophistkcated treatment
planmng. admission triage, treatment review, discharge planning, and follow-up.
This care and treatment should be consistent regardless of setting. . e

Iu rembursemaents
Under Medicid, the rumhurwment rate for treatment is generally so low that

‘there ¥ no incentive to treat any child and certainly no incentive to treat the

emotionally disturbed or developmentally disabled. Fof example, in 1975, Virginia
reimbursed $7 per hour for group therupy Many States-reimburse clinics at rates
substantially below cost The GAO repori cites such problems; including reimburse-
ment rutes sot ten vears ago and never increased. Arbitrary limits are set on the
length of treatment, either through limits on numbers of vxsxts or through a mtm‘
reitnbursement himit to any one program.

To pre‘wn( the sanw situation from occurring ander CHAP, the legislation should
mandate HEW to insure realistic Mé&dicaid reimbursement rates for qualified health
and mental health providers,
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Schools as ,z.xr:m'uﬁem

We are concerned with the designation of schools or schdul systems us providers.
For the -purposes of outreach, -schovls are exdellent; they are frequented by both

childresi and their ‘imrcnts and provide a fumiliar, nonthreatening setting at which:

CHAP services could be delivered. However, if schools are to be deemed eligible
providers, we recommend the legislation be amended to provide that medical serv-
e delivered in such settingy -must be administered by qualified health and mental
health professionals, or that contructual srrangements between schools and quali-
fiad health and mental heslth providers be mude and honored. Safeguards must also
be provided to assure that any child reveiving mental health services in a school,
through CHAP, will not be stigmatized because of his emotional illness. The fact

that he.or she needs and/or is receivingsuch services must be kept confidential as

must all records of the health or mental health servigws with which the child is
provided. : '

Confidentiality

Provisions to protect the confidentiality of children receiving services through
CHAP must be included in the legislation. Also, as data are collected for reporting

Furpmﬂs. rovision must be made to assure gonfidentiality for children and their
amilies No patient dentifiers should be tncluded as data is collected.

Recomuendations . .

The proposed CHAP legislation could de much to increase sccess to a full range of
mehtal health services by children of low-income families. The groups supporting
thi statement urge the committee to build upon the legplation pending beforé the
committee by l‘ ‘

Providing coverage without {imits: on amount, duration and sc¢ope for orga-
nmized care settings meeting the Federal definition of community mental health
center and for other organized care settings meeting standa prescribed by
the Secretary. : , i

Authorizing coverage of inpatient psychiatric benefits in aceredited mentgyl
hospitals and residential treatment centers, as well as in general, hospital
paychiatric unity which have been appropriately aceredited under péychiatric
standards '

Mandating that HEW insure realistic Medicaid reimbursement rates for -

yualified mental health providers. :

~ Since children are our greatest resvurce and our future, the investment needed to
mandate u full range of mental health services for children seems small compared
to soviety's costs incurred by shildren denied early and appropriate screening,
disgnosiseand treatment. . ¢

As Senutor Ribicoff stated in the foreword to the 1969 publication “Crisis in Child
Mental Health' Challenge tor the 1970 ", Thus the merican public faces a
double chatlenge - -the challenge for the caring of the child who is already sick and

30 ‘need of help. and the challenge of preventing sickress by fostering healthy
T growth soctetios can be judged on how they care for their children. The Joint
’ lommission usks us to judge ourselves and sct upon our verdict.” . \

Mr Chairman, 10 vears has passed since Senator Ribicoff made this statement. It

Yo time to act

Q
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PART B ng‘.vxmr-mm*u. DISABILITIES >

Mr Chairan and members.of the Subcommittee, the organizations concerned

with developmentally disabled children participating in the CHAP Coalition would

fike to commend the Subcommittee for its keen interest and*concern for the health
of our nation’s children The Child Health Assurance Act (S 1204) sponsored by
Senator Ribicoff and other distinginshed members of this body, will ensuze that no
disabled child goes without necessary care and treatment : .

The Child Health Assurance Program will help to “fine tume” the Medicaid Early,
Periodic, Screening, Diagnosis and Treatment program (EPSDT), which has thus far
failed to réach many of the children who are desperately in neéd of health care. We
know for a {act that there are children in our country who go without the basic
preventative care and treatment which can mesn the difference between suffering
and disability and u healthy impairment-free life . .

It has been well documented that disabling conditions occur with greater frequen-
cy ameng the lowancome children which EPSDT is designed to serve. Such condi-
tions often first appear during infancy or the preschool years. Without immediate

and ongoing therapeutic intervention, these conditions will become permanently

disabling It s partin‘umrlyi,im;x)rmm that children with conditions specifically
. LI ’

& N . -
LY ] "
,

o

-
-
.

[P



83 | '.

reluted % problema of growth and development. including sutisin, cerebral palsy,
epilepsy knd mental retardation, be eligible to receive a full range of health services
B0 ad to ensure the amelioration of their condition before dumuge or degeneration.
becomas irreversible. ; ' , -

SERVICE/ RLIGIRILITY CONCKRNS

CHAP servives for developmentally disabled children

We are pleased that Mr. Ribicolt's CHAP pm;l)oau‘l 8. 1204) has expanded the
number of services covered by Medicaid for eligible children by includin prescri
tion drugs, immunizations, vision apd hearing services and dental care. However,
1204 fails to mandate coverage of other aptional Medicaid services that are essential
for a developmentally disabled child. - . ' ‘ ‘

It is important to be aware that many of the health services a developmentally
disabled child needs may not be inc¢luded™under a state's Medicaid plan. In fact,
many states have chesen not to cover these “optional” services or cover only a few
of them. Consequently, the availability of health service varivs considerably from
state to state. ‘\#e have attsched a chart to this statement showing which optionsl
‘services states covered in 1978, As.you can see, there is s considersble disparity
between the tty of services offored in each state.

We would iE:‘ to emphasize that for a developinentally disabled child, optional
Medicaid services such as physical therapy, speech-langusge pathology services,
orthopedic devices, mental health care and other screening, preventative, diagnostic
gnd rehabilitative services are ewsential to his or her health and well being. For
example, it is estimated that almost three-fourths of the persons with epilepsy have
multiple handicaps. This means that, in‘ many cases, bringing a chird's seizures
under control wil] solve only half the problem if other services such as speech
therapy or rehabilitative programs are unavailable. Moreover, it does not .make
sense to provide a child with cerebral palsy or other crippling conditions withYbasic’
health and dental care while ignoring his or her need for physical therapy.

[t is impertant that developmentally disabled children ﬁave access to the kimds of
medical services that are appropriaté to their needs. We therefore envourage that
the broadest poesible coverage for all eligible children be provided under CHAP.

Current regulations state that Medicaid services gmvided by a state must he
sufficient in amount, duration, and scope to reasonably achieve their purpose. In
other words, states have been allowed to set certaim limité on health services. It is
. important to note that while developmentally dissbled children share the. same

needs for basic health care as other children, in some cases their special problems
require differeht kinds of treatment. For example, some states place strict limits on
the kinds snd/or amounts of drugs covered under the Medicaid program. Yet 71
percent of all children with epilepsy uire two or more drugs, some of which s
state may not make available, to control their seizures. While the annual cost of
this mgdication averaged only $18R per year in 1977, it is essential that these
children, have access to all the types of drugs they need. with no restrictions, to
prevent the recurrance of uncontrolled seizures, ; i

To allow limils to be placed on the delivery of health services undermines the
. receipt of necessary care and virtually assures that the children who need services

the most will be madeé to suffer. ‘

We ure adamantly opposed to a limitation on inputietf®'care, and we must ques-
tion whether basing that limitation on a specific fhundig]x‘i]p {mental iliness or mental
retardation) 18 not in fact a viclation of section 504 of Title V of the Rehabilitation
Act. Once again, we realize the motivation is to limit costs but we would like to
paint out that the majority of mentally retarded and mentally ill children do not
require costly, long-tetm, inpatient care. For most, no inpatient services are re
quired; for othérs, struc‘turﬂrltwent -four ‘hour intervention for & relatively brief
period Yhot a lifetime) cam mean the difference between being able to function in the
community and being relegated to custodial care in an institution —another instance
of when the costs of “saving” meney are incalulably high. o

[et me give you an example. Zandy, a youngster with autism, was in & twenty-
four hour program in a near-by state; We are rot identifying the state because its -
service problems are not unique to it, mor are they entirel% its fault. :

Zandy's program was only partially paid for gg public money, the education
compogent was covered by state and federal fund® but not the medical costs. His

wrents had health insurance, but like most policies, its mental health coverage was
imated. They were billed for the difference, could not pay it all, and ran up a debt
to the state of several thousand dollars. Zandy was trapsferred to a less costly, and.
much.less apprgpriate facility. His new program was for less handicapped children;
ity staff/patient ratio was too low and its program tptally inadequate. Within a
manth, Zandy was dead. He had wandered away intola near-by woods during an
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_and treatmont has ssved thousands of medical doilars
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uutdmx:“i)!uyﬁme {autistic children are notricus for their ability to disa pes:r

unnatiosd and walk for miles): after two days of wandering, he became mi in &
muddy swamp where, after another twenty-four hours of misery, he died—not of

suffocation, but exposure.
3 -

Wrmxn: does save money - :
Untreated disabilities do not disappear. Withougnecessary health care most dis-
ubling conditions become worse, and thus more coslly to treat. ‘ .

Farly intervention and follow-up can prevent the development of some forms of

developmental disability (such as’ mental retardation caused\hy inborn errors of
metabolismi;, can dramatically reduce the severity of the disability (as in many
seizure di:ordgcs which, if untreated, can significantly ipcrease in frequency and

the case of children with cerebral palsy who, with appropriate therafy, can be
helped to reduce or compensate for communication and motor difficuities and can

-inteénity of occurrancer, ¢an tumpensate for dimhﬂity-pmd{med'impuimkgg {a 'in

‘reverse symptoms s in the case of thowe autistic children whose cognilive and

behavioral functioning has improved significantly as a result of neurological inter-
vention). For example, the availubility of neonatal intensive care and follow-up
services to low-income highrisk newborns has reduced the incidence of spastic
diplegia (8 severe manifestation of cerebral palsy) from 80 per 1,000 to 10 per 1.000
within the past few years. Such a reduction through appmé)riste' early intervention

and untold costs in human
suffering. .

Expenditures for special _aducatiog can also be reduced by providing early and :

. approprinte care for a disabled child The Congressionally Mandated Commission for

“"’

the Contro] of Epilepsy and Its Consequenced estimated that 80 to 90 percent of all
children with a'pilepsxy could attend regular school in lieu of more coutly special
education if giver\early treatment.

In assessing cost it must also be remembered that severely mentally retarded ‘or

-developmentally dizabled children eligible for Medicaid as 88! recipients or as

AFDC children will in most cases Become eligible for Medicaid as adults on the
basis of their disability. Nondisabled AFDC &hildren, in contrast, will generally ldse
eligibihtf for Medjcaid when ghey reach their majority. Thus the disabled Medicaid
child will also be Medicaid's responsibility ss an adult. If these children are not
reached in childhood—when theeéxmibilitly of reversing or reducing disability is
yreatest —the long-term codt to Medicaid will be dramatically incre .

Coverage for pregnant women L

Of il child population groups, low-income children are at greatest risk of experi-
encing developmental disability or delay as' the result of inadequate prenatal care,
pour niutrition, environmenty] hazards such as lead poisoning and mercury toxicity.
and and above all, lack of or msufficient use of health services. . :

We endorse the CHAP proposal to mclude coverage for pregnant women. HEW
extimates that some 2500 women with incomes below the poveg level are not
covered by Medicaid. The chances are good that these women are not receiving
ndequate prenatal care. Injury, infection, or systemic iliness of the mother during
pregrancy can cause an otherwise healthy baby to be born disabled. In addition,
teenuge pregnancies present a growing concern since children from such pregnan-
cies huve n greater chance of developing a handicapping condition. It is a fact that
the number of mentally retarded children born to teenage mothers is seventeen

times as heh as the national average. Adequate medical care during gregnnncy can

prevent needless disability. Moreover, it is important that this most ic aspect of
preventiqn, good ppgnatal care, be available to all low-income women regar of
the family structure or the fact that it is tho first pregnancy.

}{Fz(!f; GRFCRETICN LS : v : | .

would like to note that Mr. Ribicoff's CHAP proposal will eliminate a signif-
cant barrier to the geceipt of services for all children, including the developmentally
disabled. §,71204* will allow eligible children to receive certain health services
regardless of whetherror not they have gotten a formal health assessment. Since
only a fraction of the eligible children are being assessed through the EPSDT
program, many are not receiving preventative or routine health care. It is impor-
tant that childreti not be required to wait for a health asgessment before seeking
health or dentu] services, The requirement that a child receive a formal assessment
prior to recetving care virtually assures that there will be a significant gap between’
e onset of the illness or disability and treatment Moreover, such delays can
aggravate the conditfon making it more costiy-to treat, and increase the likeljhood
that th:e'ohi\&d will not be returned for treatment at all, i C
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ADMINISTRATIVE CONUCENNS

Outrauh . ‘ -

Only about ene-quarter of the eligibleAhildren are scroened under the EPSDT
program. We believe that effective outrefich s essential if CHAY is to actually resch
the women and children it s designed to serve, Increasing the Federal share u&
outreach costs will offer states anr incenftive to develop outreach programs, Howéver,
- certain minimal guarantees are neces to ensure that states design and imple-
ment ettective outreach programs. States Aeed to be required by law to identify and
provide treatment for a reasonable propbrtion of the elygible wemen and children in
therr jurisdiction )
First, w encourge more ¢ifective ullilization of the present service delivery system
‘with stronger requirements for indijdual personal contact. In testimony before a
House Subcomimittee last month, S&retary Califano announced that beginning
unmedintely, eligible children dentifpd 1n other health, education, and welfare
programs would be autdmatically. endolied in EPSDT. We believe this approach
should be mworparated as, g -smandatory provision of whatever CNAP lcgish’ I8,
enancted. : : ’ : :
Second, we enfourdyge the use of community based organizations including non-
profits for the provision of outreach and follow up services. Community organiza-
Alons often have established information networks that are fumiliar and comfortable
to neighborhood residents Such orgunizations can be an invaluable resource for
informing and inducing famihies to take advantage of CHAP services Moreover, the
use of community based vrganuations ofters a desirable alternative to strict reliance
on large, distaut, and often impersonal state and/or welfare agencies for providing
fumithes with information about CHAP and assuring that these families do in fact
IECeIve services. ) - :

State plan requirements !

We enthusiasticilly endorse the inclusion of provisions in the CHAP legislation.
thit would strengthen state planning requirements by providing for substantial
public -input in the development of the state plan. Advocates for developmentally

. disabled children both parents and professionals, should be encouraged to become
’ part of the planming process for CHAP services. These individuals are a vgluable
respurce for informing the community about the availability of CHAP services. In
addition, parents and professionals who understand the special needs of disphled
children will help ensure that a state develops and effectively implements a CHAP,
program that wiﬁl meet the needs of deVelopmentally disabled children. For these
Teasons, we strongly support the stafe plan requirenients in the Waxman/McGuaire
CHAP biil, HE 281, . ‘ s
i

Rermbursemernt rles . & . . ‘

Because states, under CHAP, will be riquired to provide mare services (we hope!
to more children if s éssential that they receive adequate federal support. We
ernderse the mitngl § percent increase ailled for inall three bills and the concept of
an ncveased match based on subsequent performance However, requirements for
miintenunce of stage effort must be built into the program, so that the increased
federal share swill not result in the same level of service at less cost to the¥tates. In
addition, we would ,urge Yht'giuptmn of incentives in 8. 1204 to equourage the

-

participation of continuing cayg providers and allow such providers to be compen-

sated for essential services s#8h as case mumagement. Moreover. reimbursement
* rates should not be rigidly set by service, but shbuld reflect the actual costs involved
in fueawbing o particular service.

Penulties for rmr‘xmmpim nee - g

y . ~ ¥ .
Penaities for noncomplinnee or substandard performance should penalize the

purty 4t fault. not the victim Mr RibicofT's bill would do the Jatter by withholding,
service dollars from populations already inadequntely served; the state would be no
more than a conduit for this meguity. We urge the adoption of the methods called
for tn Mr Carter s HR 20% and Mr. McGuire's (tHR 24610 bills: a reduction in the
[federal sharm of admimgtrative cost. That, coupled with strong maintenancd of effort
fangudge. will prevent subversion of the intent of this legisiation.

-

Crrent Federal programs do not meet the health needs of disabled children .
Unfortunately, the few federal programs providing some medical or, threlated
services to children with mental retardation and developmental disabyfties are so
frugmented, condition‘region specific, and hedged with varying eligatfility require.
§h ments and ﬂpphmtmn procedures that tracking appropriate services within such a
“nnpvsyste'm' becomes o canfusing and frustrating process: and it goes almost with-

f/ *
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out suying that under these conditions cuntinuity of services is impossible to guaran- -
foe ) . .

- Uripplod Children’s Services are a case jn point. States’ must provide evaluations

but muy select which services they will provide and which disabilities they will

cover For example, some states have elected to restrict the type und duration of

restorative services they will provide for anemtally impaired children, even though

those children may be eligible because of w physical handjcap.- Then there is .tte

sdditional restriction of income eligibility, which vuries from state to stute. -In our

mobile society, 1t 15 well withinTthe realm of probability that a child receiving

needed care could, by virture of his family's moving to another state, lose all those
medical services even though the family's income rewmained the same. .

Another example of our half-hearted approach to health care are the restrictions
written int dection 16158 of Title XVI The intent of the program, to habilitate
low-income: disabied children. is excellent; however, services (medical and habilita-
tivel are himited to S8]-children six yeam old and younger (with some excegt_ians) on
the assumption that children above that age are in school. snd therefore fully.
served. Yet, the regulations for P’.{u. 94-142 specifically- prohibit the provisiop of
medical services with education dollars. These services are glso reserved for chil-
dren who will have the best chance as for selfwufficiency as adults; translated, that
of courSe means the least impaired. In our legislating for human need, we have
acquired a remarkable ability to disqualify those most in need, while giving the
upgxmruncu of responsible beneficence. . :

‘urt of the problem is that we are not fully comfortable with spending monies
from one poteto reduce expenditures from another. Many children with epilepsy
could attend regular school, thus saving thousands of education dollars per ciil  af
theit seizures were controlled through the expenditure of relatively modest amounts
of heaith dollars Yet, when a state does not cover prescription drugs, or requires a
co-payment for them, or discontinues payment due to a modest inérease in the
fumily’s income or-aworse yeot - -because the seizures are controlled, it believes it iy
saving money, No one ever seems to look beyond his immediate area of responsibili-
Ly ter assems the real costs of an apparent “saving.” , :

CHAP. on the other hand, assures that a uniform package of health services, will
be made available to all children. Moreover, since eligibility criteria and mandated
services will be exactly the same throughout the country, a streng Child $eaith
Assurance Program will prevent disabled childen from “falling through the cr%ks'n’
in our present health care system, b e

In conclusion we urge approval of legislation which: '

makes all necessary care and services available to developmentally disabled
children, . ) .

removes Linutations on the amount. duration and scope of such services,
including inpatient care, :

includes coverage for pregnant women, P

mandates that HEW nsure reimbursement rates that encourage providers to

+ treat disubled children, o

assures an effectjive nwnch program,

meludes provisions (& public participation in the development of a CHAP
state plan,
" levies penalties for noncomplignee on administrative costs.

Prevention and good intervention. as early as possibley will reduce the long-term
cost te soclety - Failure 1o intervene will guarantee thyd total social and financial
dependence of people who could be at least g&xrtizzlly sef-sufficient as adults, many
of them potential mx&swelrs Not gll of the help they will require as adults is the
responsibility, of this Subcommittee, but the costs of their programs will fall with
equal weight upon the taxpayer, who pays for them without regard to categorical
responsibility. The only valid economic principle for CHAP ix this: the disability
which s prevented costs nothing to treat; the disability which is mitigated costs {ar

loss $0 treat thao the one which 1s wnored,
Thank you '
‘ . | _ . \

e : . * » ; .



BN ME’D&CA!D(SERV!CES
STATE BY STATE,

87

TRARE AU AT B 40 SR MY R LS 8 arry e g ot g e o ¢ ety M e %o e o v

NN g e Y G et At Msted oAt e e St Aera ¥ iarn  etter
Eaabe 2 WL LT N TN A“m“‘—ﬁv'-.“‘-ﬂd-ml‘-ﬂf'n-‘-
Sty Mo ey e ey, e Seramn e o © T L e e Ll ol o

Tl A o € v ey S o e o (s M s g o By ey A

(A T Ml Y i e e % et v e | e mavanmia Fa 0 i g
SR Ny N Sy et darerd N atverye! At ca—— Yy SRS § et
—— .

: s
¢ JUNE 1, 1978 )
. Bt it o et At AR e Ry 4 g g it ¥ ot e Sag 1y af prv g vy oy
< N T e ngd 4 o et T [ e el W as Sy et Moo = e Drey 4 e e mand iy
~ F ' - o fesne Wit syere—— .
- .v"-ﬁ'ﬂﬂ -
et P TIT g vavn
LY e a—ea
RN
aax<t . ‘
AEURSHED .
POVeE, L2467 ALE)
* -
- < v
- ¥ !
. I §
Y * R
SERANES r ]
i R % i ‘
+ &
RIEED % -
. . I :
+ T + 18T F L
. .
. — L 5
LN - el LN
-7 * [ " N
e - - * 5 + z
. s Al ot '3 v <l
o e - - - . + 3 -
9 . @ L - .“ L] % ‘
v ela CRE P 1
] o by st 13 M
- - i e FEREES « | * Py X
- - = . coed -4 . ¥
’ cae T B e 2 i S @ 3
4 tad S T4 LBK] > 13 3 -
K , RS N - e RS 5
Lo . Py \'t + T e &« I e e e Iy 3
. NEDEE S S S ERES: : 4.3 <
H * - « T £ e - .
. X e WS IV R D BRI S e L I 3 -
s 1T e LA USRS S SR S S ‘-l :
P e N T * R RN - 8 AU S RN - -
. &Y - t e [ ] + ) L » }
h BRI A RSN NI X, [+
\ A e "'--W#@f - Ic‘Lo Py ] é!
b . (B 2N, A& B & . # 3
) S * b TR S WL b $2
L. * BN S-S I N X (v - ]
o T3 el gl al b I - [ ;
; SO TN SR ST S S SR K3 U 94 4
' ETI EEE VIS SOOI A e P¥i7e s I
AT T QN NN L A e ) I > -» * (‘ ! * + 2 :
[ S G S S Ry B i'“"“'%" R L
' LD N A I N . Lo il
. i " . eiela “lw i
: Beguiie A Tel; L3y s )
Sadvim g * | - at
- e it v o
L v e W @ T T T . P
. R Ll T t » - s} .
T ; . K T ..
. i LR { 0
. - - - » |+ £ 5
- ‘ |+ o V. 2!
LI * ] . - [CEY
. . el TTe RERS S
ARSI UK U e 30 R BN B Y i1
- N v 0 ) Y re \) !
el J¥F] el 2T x . .
R, o LR ; .
- P 7d RAEIBES LR RN IR L]
. Y] IR ol dlielnl almin
M 1 .
. ] W KRR inlfe] nlTala .
' W v Segera M i v 1 e VAt @ M s M N ) S IR e e . —h
F NNt e A et el e e A e T PSS A A A Nt | nt o Apoast -
¥~ a.x.:‘r Rl R L Y N i R T T T .
NE Tasew 4 Ro ey S e Breg o T e AN AT WO d N et e ey s o et .
T e 6Kt S WL A et e g e ke TITE e o ey X 7S are
'Y R F ey v S—— e Y e oty B . - <
. URETEDY 5701 e g g WA e E 1k As fe § A
- _- - N e . . ) . -
&l e T T e
3 ) .
] . N *
L t -
N . ; ‘ 4
. " . .
.ot h B . . te
N 2 ‘ - [} '
. 14 . ' '
. » L ' i
. . : . .
. .
R .
& - -
B
' . . . g, e
A3
¥ ' 9 1 ' ¥
. -
: ' R ‘ \ . -
. . -
) ™ . . - »
© — * o B
ERIC ' ' ‘
B . ;
A e
. 5 -
¢ . . ale




¢

+ . 88 3
7 £ AFPENDIX 4
. ,

©oiExcerpt tpages A 349 and A-401 from an April 1975 Southw;;ptern Psychological
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Asgociution Moeting Study?

12 Minority Children Study: Richard Graves snd Janice ‘Hastrup, “Effects of -

PsveHologics! Treatment on Medical Utilization in a Multidisciplinary Health Clinic

- faglow Inecome Minority Children,” paper presented at the April, 1478 Southwest-

ern Puychological Association Meeting (New Orleans) ]

) Aimvof Study To determine whether medical care utilization by children and
ndolescents decreases subsequent to psychulogcul referral and treatment in a com-
pletely subsidized health care plan : }

(by Setting: A comprehensive neighborhood health clinic in a mgjor mutlwestern
city. '

maticadly qualified for completely subsidiced outpatieng health care. Mental health
therapy was primarily behavioral in approach wittran emphasis on changing ‘dys-
t'x}mlctiuml family interaction patterns that maMitained problematic behaviors in the
children. . £ :

(d» Study Population: The 21 chijdren and youth whoe were referred to and had
receivid treatment from the psychological eqmponent of the clinic during the eight
mounth period from Qctober of 1975 through WMay of 1976 and for whom the clinic
had medical records for one year before afd ufter the referral. Thirteen of the
treatment group were mule and sixteen, Mexican-American. The treatment
group bud s mean psychologicn] distress se 3.1 on a scale conceptually similar
t the}jﬁ;\é fLsed by Fodette and Cummings. T &s werk based upon the somatic

~

complghits noted in the children’s medical reco an age was &5 years.
iel ‘Fypes of Therapists: Two Ph D psychologists. :
1 Time Spun: One year before and one year after referral.
g Comparison (Groups: Two other groups were studied: ,

L. Matched Control Group 21 clinic registrants who were matched to the
treatment group subjects according to nge, sex, ethnicity, psychological distress,
and medical utihzation. The mean paychological distress score was 4.1, slightly
lower than that of the treatment group. '

2 Random -Coptrol Group: 21 clinic registrants who were, matched to the
trestment group only according to uge, sex, and ethnicity. The mean psychologi-
cal distress score was 22 - h

(h) Findings Table A 19 records the study's findingg.

TABLE A 15 MEAN QUTPATIENT MEDICAL CARE UTILIZATION | YEAR BEFORL AND AFTER REFERRAL 10

PSYSHOTHERAPY OR STUDY ENTRY DATE

< . ‘ '

» . Hedca ',““m- Peecent

Ho : R Betore Alter . change
Treatment group 58 37 36
Mdtched controd growp - » S , 47 61 ¢ 30
Random cantrot group _ . 23 21 §

Soutce Derwd T G awes it Hailtg £ N 'M:urﬂ,‘ !' .

Only the chunge in medical care utilization by the treatment group was found to
he statistically significant Also, those in thetreatment group were significantly
hikher utilizers of medical services before referral to psychotherapy than were those
in the random c¢antrof group.[Hoy‘vsrve-r, after referral, the treatment group were still
higher utilizers but no tonger significantly so. ‘
odAvesage leagth of menthl health treatment for the 21 subjects was 4 9 sessions.

© Nine of the 21 subjects received only one or two sesswons of therapy. |

The study also ruled out the possibility that the study group's drop in utilization
wits due to their families having reduced involvement with the clinic after psycho-
Iqgical treatment The study determined this by checking whether the children had
beeRriught into the clinic for their routine health maintenance appointment
during the year following psychological referral. Nineteen of the tredtment group
had kept these appointments. This compared with 20 for the matched control group
and 14 for the random control group.

ik Critigue This study broke new ground by injecting the elements of studying
children and using a setting where the care, was completely subsidized. The major
himrtations of the study were its extremely small sample sizes and its short time

vy

-

tel Benefit: Children and adolescents living in the clinic's designated area auto-,
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span. However, a good- attempt wias made to develop a matched comparison group.

Such a group s, nonetheless, open to many of the same criticisms that have been

made of the Follette and Cummings comparison group. The study itself mentioned a
Couple possible improvemegts. One would be to determine whether there are any
consistent patterns in the types of somatic complaints which decreased in the period

{

followin peychological treptment. The other would be to look for similat reductions -

in madical care utilization among other high utilizers in the families of the treat-
went group. Finally, the study could also be improved by including utilization of
hospital und uncillary serwices and by estimating the net cost of the psychotherapy
provided " v ! _

Senator TarMapce. The next witness is Dr. William'C. Felch,
chairman, council-on AMA's Council on Legislation. Dr. Felch, will
you submit your statement and summarize it.

STATEMENT OF WILLIL&M-(‘. FELCH, M.'D.. CHAIRMAN OF THE
' AMA’S COUNCIL ON LEGISLATION '

. Dr. Feuen. My name is William Felch and [ am a practiéing
physician from Rye, N.Y. I currently serve as the chairman of

AMA's Council on’Legislation: With me today is Ross Rubin, assigt- -

“ant director of our legislative department.

We are pleased to submit the views of the American Medical
Association on 8. 1204, the administration’s child health assurance
program—CHAP.

+ The program that is presently in effect was designed to respond’

“to health care needs of chjldren by affording them access to health

ussessments and care and treatment for conditions that were diag-

nosed in such assessments. Unfortunateg' more than 22 percent of
the children screened under, EPSDT and found to nged treatment

do not receive the required treatment. It is clear that there must

he more attention paid to the need for followup care, and that
EPSDT should be improved if the program is to meet its objectives.

The legislation before the committee would replace EPSDT, how-
ever. It seeks to‘meet the objectives of EPSDT by changes in the
medicaid 1w, and tn doing so would establish within medicaid, for
one group of beneficiaries, a specigl set of benefits, a special defini-
tion of providers and conditions of provider participation and spe-
cial rules of medicaid payment to providers and Federal payments
{0 States.. - ‘ -

“» There is no, generally accepted understanding of the reasons for

the partial fuilure of EPSDT, and no.base of experignce as to what

effect thet changes proposed in CHAP might have dn medicaid and

on the provision of care for children. o .
We know of no well-conducted studies that establish any guide-
lines for program development. Yet this legislation would introduce

a major new program with dstinctive needs and numerous adminis-
trative requirements into a medicaid pgogram already beset w{xth .

complex problems, . ‘ X
The shottcomings of EPSDT should not be addressed through a

major restructuring of medicaid, in the face of the magnjtude of -

the difficulties implicit in‘an undertaking within medjcaid to mesh

- and adminjster- two segarate and distinct programs. Moreover; in

our viéw, the féaturgs of EPSDT contributing to its difficulties and
shortcomings are not overcome in the proposed legislation.

We ' do not believe that partial failure 0} a program to meet all of
its goals should outweigh its partial success and ledd to total re-

93

placement. Rather. we feel it appropriate to build on the sg\ccesses '
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and correct current errors, rather than starting from scratch with
" a brandnew and untried approach. '

The Federal Government is already deeply involved in a'large
‘number of health care programs, each addressed to a particular
segment of the population in a targeted approach to meeting the
health care needs of our citizens. For example, there are two '’
special programs devoted to assuring maternal and child health—
the maternat and child health care provisions under title V of the
Soctal Security Act and the current EPSDT program under title
XIX of the Social Security Act. v : "

While these two programs are complementary, they are also to
some extent duplicative. Each of these programs has a fuhction
. that we believe should be strengthened and retained to assure
. Quality health care to eligible children and their mothers. Neither-
- was intended to, nor can it, reach all deserving potential beneficia-
ries. We urge that the two programs be reconsidered and viéwed
-together in seeking an answer to the problems of, reachigg the
children and otheérs in need of health assessment and treatment.

We would like also to call-attention to certain specific features of
S. 1204 that we view with concern. These are digcussed in detail in

our prepared statement. They center around such administrative
matters as the contractual agreements, the requirement that pro- -
vides access to followup service, reimbursement mechanisms and
reporting requirements. : .

As we have expressed earlier, we fully support the provision of
health care services as are envisioned under the present early and
“periodic screening, diagnosis and treatment program. The program
should be improved, but changes should be made so as not to
discourage full opportunity of patients to have access to care, and
.should be made in conjlinction with an evaluation of other related
- ‘programs. We are concerned, as is the subcommittee, with health
- care costs, with efficiency in health care delivery, and with the
quality of health care services provided. It-is with these concerns in
mind that we raise these isgfes with respect to the creation of the
new CHAP program as proposed in the legislation. ,

We urge that, in developsng modifications of the current EPSDT
- program, consideration should be given to the availability of mater-

nal and child health cdre under title V of the Social Security Act.

The title V program would be expanded under legislation intro-
duced by Senator Dole (8. 1430) that was developed with the coop-
eration of the American Medical Association, the American Acade-

my of Pediatrics~and {he American College of Obstetricians and
Gynecologists. . : :

We do not believe that the CHAP program as proposed should be
enacted. The”effect of such legislation would be to add further
confusion to an already heavy burden of administering medicaid
laws. Different sets of rules, provider benefits, reimbursement and

_ cost-shitring would add to the already major problems that States
" have in administering medicaid. ‘ ‘

In support of the current EPSDT program,-this program is par-
tially fulfilling a vital need and providing certain health services to
children of low-income families..We suspect that many of the basic
problems with the EPSDT program may not be -in the scope of
benefits but rather in the administration of the program. Y

[]
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We urge that the subcommittee consider modifications consistent
with our specific conerns with the proposed legislation. While we
* support the general concept embodied in the child health assuranee ..
program legislation, we urge that the subcommittee not adopt&his N
pro legrislation as it is presently constituted. - R : ‘
SenatonTaLMADGE. I have only two questions:
You mentioned in your statement title V. in the EPSDT pro-
gram, complementary and to some extent duplicative. You. also
stated the child health program is distinct and should not be
- imposed on the medicaid program further.
Are you suggesting these programs be combined and adminis-
. tered independently of the medicaid program? oY ~
' Dr. Frice Yes. In our amendment proposals for title V, we
suggest that there be an office in HEW that would coordinate all
existing maternal and child health programs. _
Senator TALMADGE. Dr. Schaeffer said he already has done that. -
Did you hear his response? - - , '
Dr, Furcn. 1 did hear it. We think the role of such an office could
be differend than what Mr Schaeffer suggests. It should set guide- .
lines that would be helpful to the States in determining what they
should include in théir programs. It could receive monitoring re- - .
ports yearly, and that sort of thing. : , CoL
Senator TALMADGE. What is your view concerning mandating
ambulatory and inpatient mental health benefits under CHAP?
Dr. FeLcH. We have a general policy that psychiatric services
should be_ treated at parity with other health care sepvices or =~ .
/services delivered by other providers. o ‘ ;
Certainly, in any legislation that we have considered we have
/" included psychiatric services at parity with other services. '
/ Senator TALMADGE. Any. questions, Senator Durenberger?
Senator DURENBERGER. Yes, thank you. Sl ' o
Doctor, I have not had a chance to read ym‘ntire statement.
You did talk about the need to correct errors in the EPSDT pro- .
gram. On page 9 you refer to problems with EPSDT which may not
be within the scope of benefits but in the administration. Would
you .give me some illustration of the current problems with the
administration of EPSDT and would you also illustrate what you. .
mean by making the program more attractive to providers? - Y
" Dr. Feicn. A simple instance is the matter . of reimbursement . &
schedules for physicians under medicaid programs. In my office,
which is by no means a Cadillac office, it is prgtty efficiently e

/

operated, our accountants tell us it costs nearly $10 % patient visit
now, including ail of our overhead costs. . ‘

When our State medicaid reimbursement formula percent
of that. that—to use the jargon of the day—is a disincentive for
providers to participate in such programs.

Senator DURENBERGER. Are there any others? ‘

Dr. FercH. When we do get paid under medicaidy it often comes
: in months‘later than the bills are submitted, so that our cash flow
.. position may not be as advantageous as that of the State.

- ‘Senator DURENBERGER. So in summary your statement is, we

would not have problems with physician participation in this pro-
gram if there were adjustments made to the reimbursement? -

. ) Lo o ! “\_
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Dr. FireH. It is not just the reimbursement: there are other
. adrbinistrative problems, to be perfectly honest, there is a certain
frustration factor in dbali with these State medicaid agencies
 tha cannot be quantified. lowever, if these problems, including
reimbursement, could be remedied, there would be g£reater incen-
tives to participate in the rogram. o
Sentor DugensercEr, Thank you very much. ' '
[The prepared statement of Dr. Felch follows:]

Staremunt or Winpiax ¢ 'Frien, MD., AMEkicAN Mubicar ASSOCIATIQN.

Mr, Chairman and members of the committee;, my name is William C. Fefqh. MD.
and T am a pr:zwtic:i%r physician from Rye, New York. ] currently serve as the | .
- Chatrman of AMA’s Coundil on Legislation. With me today is Harry N. Peterson, S
"Direétor of our Legislative Department, ' . - o
.We are pleased to submit the views of the American Medicy) Association on S,
1204, the Aciministrutiun‘s Child Health Assurance Program (CHAP). This legisla-
tion would increase the number of ahildren and pregnant women eligible for Medje- :
tid and replace the current Early and Periodic Sereening, Diagnosis and Treatment. .
(EPSDT) program under the Sovial Security Act. .

-

3

BACKGROUND ON THK PROPOSKD LEGISLATION

¥l 7 This proM legisigtion would amend Rtle XIX tMedicaid) of the Social Security L
,  Act to provide for y Child Health Assurance Program. By, these. changes, many = ., %
children in low income famihiess who are inaligible currentiy for Medicald: becdyse - L5 '
they Are members of jntact families, would come unger Medicaid, In- uddition, . - -
eligibility for Medicaid would be extended to cover ‘prgnasit: women with low
indomes who do not presently qualify because they do not have dependent child
living with them. e ‘ - ’ L -
Children covered the CHAP provisions would be persons under the age of 18 Ce
tand States could eledNto inglude children between 18 and 21).. They would be = - :
entitled under Medicaid tO™NwHiodic health assussthents and a broad range of health
services. Pregnant womeg covered under the extesided Medicaid proviions would be
- “entitled under Medicaid to care and service during pregnancy and for 60 days’.
~ followtng the ternunation of pregnancy. . ST R T
I \ For children, mu tory services (that is, servies that a State must. provide
: " Nunder Medicaid! wodld include, in addition to hospital and physician services and
; skilled nurKine ' services such. s routine dental care and vision and hearing
services MgrpOver, services-other Lthan mental health care and’dental care could
not be timi $ to amount, duration or scope,
- CHAP sérvices could be provided by a variety of providers, among them: physi-
cifns, community henlth centers and migrant health centers, projects fungded by . .
Title V. {ndun-Henlth Service tacilitios, Stato and local government health depart-
ments, aud schools. . ,
. In advunce of performing services under CHAP, a provider would have to become
an eligible participant This would entail entering into a written agreement with
v . the State agency responsible for ddministering “Medicaid whereby the prdvider
would ugree to provide to eligible children services including periodic health assess-
ments, diagnostic and treatment services: to those assessed, apd when indicated, - X
referral to appropriate providers for needed treatment. The provider would ualsa, -
undertake patient follow up to ensure the provision of rvices for which g referr.:f
has been made, or furnish ollow-up information to the, appropriate State agency,
S 1204 creditef o class o providers designated as"“continuing care’” providers,
wjth only the “gontinuing care” provider assuming the responsibility for th@ man-
dgement of the Rredical care of the assessed child - ’ .

oo Payments to a State for services of “continuing care” providers would be made in *
. accordunce with dmethods ‘and- standards prescribed by the Secretary. Under thig

¢

- nuthority, the S(‘;r'rerary (:Quldﬂ'eg minimum reimbursement leyels (nationglly or by
< arew) and could permit or requite payment based on a prospectively determimned

N capitation rate with payment ori a periodic basis The Secretary would also have,
- = authority to permit or uife payment incentives to “continuing care” providers.
ca The extent of foderul cost-sharing under the Medicaid program for services under

. CHAP would depend upon a State meting federal levels of rrformange, T

~Uhe effectiveness of the State program. would be medsure under & formula which
is biked on assessments, eape M treatmient provided® to children, with added Weight
being wiven tdhchildren whio recnived. services under agpeemnents with “continuing

. *
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<are” providers. Applying the formula, the State’s federal medical assistance per-
centage otherwise'determined under the Medicaid law could be reduged by assmuch .
ailhve percentage points or incgeased by as much as 20 percentage points (to a
nfaximum of 90 percent). i T .
— v ey - .
— . COMMENTS

: " The Early and Periodic Screening, Diagnosis Aand Treatafent (EE D’I'z)(!mgmm
. . that is presently in effect was designed to respond, o heglth cire n children.
by affordidg them access to health asgessments and care and treatment for condi-
. tions that were diagnosed in such essnents. Unfortunately, 22 percent of the
children screened under EPSDT and fpund ta need treatment do aot; receive the
servicds required. It is clear that there must be more attentipn paid to the need for
follow-up care. Improvement in EPSRUL i surely needed if the program is to meet
. -its objectives. ’ ‘ : ‘ .
The legislation before the Committee would replace EPSPT, however. It seeks to
_medt the obj&ctives of EPSBT By changes in the Medicaid law, and in deing so
‘would establish within Medicaid, for -ome group of. beneficiaries, a special set of
benefits. a special definition of providers and conditions of provider participation;
- special rules of Medicaid payrhent to providers and federal payments to States
| At this time, there appears to bé no clear understanding of the. Yeasons for the
failure of EPSDT. and no base of expetience as to what effect the pr;l‘;)oscd changes
< might have on Medicaid and the provison of care for the children, We know of no
\ - well<onducted stuydies that establisH any guidelines for program development. Yet
this legistation would introduce a major new program with distinctive needs and
copious administratives requirepients in a. Medicaid program already .beset with
complex problems. .~ T . e
In assessing the shortcomings of EPSDT, it should be remembered that that
‘ program is even now ingsadministered through Medicaid. We do not believe that
it is appropriate to estublish broadly expanded Medicaid involvement bgfore added
study and better understanding can be combined to recognize’and meet the prob-
lems. While there.are wenknesses in the present EPSDT program, that is fulfilling a .
« needed service and geserves support to sccomplish its objectives. Madification of
EPSDT to address®Bentified problems would be appropriate. The shortcomings of
EPSDT should not be hddressed through a major restructuring of Medicaid, in the
face of the magnitude of she difficultigs implicit in an undertaking within Medicdid
to mesh and administer two separate and distinct programs. Moreover,in our view,
- the Yeatures of EPSDT contributing to its difficuities and shortcomings are not®
overcome in the propesed legislation. « . - ) ¢
Fi “We do not believe that partial failure of a program to meet all of its goals should -
outweigh its partial sucoesg and legd to total replacement. Rather, we feel it appn&
N

priate to build on the successes nd correct current errors, rather than startir
from scratch with a brand-new and untried approach. ;

-, The federal government_ is already deeply involved in a large number of health
care programs, each addgessed to a particular segindnt of ,the population in a
targetind approach to meeting the health care needs of ourscitizens., For example,
there are two special programs devoted to assuring maternal arfl child health-~the
Maternal and Child Health Caré provisions under Title V of the Rocial Security Act
and thggcarrent EPSDT program under Title XIX of the Social S&urity Act. White
these @0 programs are complementary, they are also to some ‘eftent duplicative.
Fach 1ese programs ffas a function that we believe should be frengthened and
retaing » assure quiligy health care to eligible children and the\y mothers, Nei-
ther wasStended to, nor can ity reach all deserving potential beneficiaries, We urge
that the two programns be reconsjdered aad viewed together in secking an’ answer to
the problems of reaching the children and others ikneed of health assessment and
treatment. | , ' : . _

We would like also to call attention to some of the specifid features of 8. 1204 that

. we view with concern..

‘e Child health assessments under the program could be provided only by a health

N care provider who entered into a specific agreement with a State Medicaid agency.

This provision is highly undesirable and could result 10 differences in the availabil
ity and level of healthZare available to CHAP, beneficiaries, as compared to health-

: < services uvui)ab!gﬁtum'Mwidvr agreement requirement could result in

. © reduced provider*participation, R shy narfowing the availability of CHAP serv-

ices. The resultant contentration of the provision of CHAP services in a limited

range, of providers. quite possibly special "CHAP clinies,” would be a disservice to -

CHAP benefitiarnes. It would -opérate to retrict the medical resoyrees available,

thereby impinging on the patient’s ¥acht of .wivftion of physician orghther health

.
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care provider, and impﬂc(t.adverseiy' on the scope and quality of care available to f

© CHAP benefisiaries. .,

Aruitoxt provided by Eic:

‘responsibility for assuring that a patient received follow-up treatment. The phygi-

-
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“ Another problem concerns” the responsibility of the provider to assure that all
necessary miedical services that are provided under the ng&e Medicaid plan are”
made available in a timely manner, and to assure that reasséssihents are péfformed -
on a tisely and periodic basis, as required by regulations of the Secretary. .
‘While it is desirable for a patient to huve a primary physician on whom that
patient may rely for coordination of his medical care, we take strong eXception to .
any specification in the law thalywould require the health care provider to assume

!

cian-patient relationship is a voluntary one, and the physician’ majntsins no control -,
over whether a patient will return for follow-up treatment and/or consultation, or e
even follow the physitian’s advice. To mandgte by iaw that a health care provider is
responsible for a patient over whom the provider ‘has na. control is at best a
gratuitous requirement incapable of fulfijlment; at worst, it is-a condition that may
well deter physician pasticipation in a program because of practicaWifficultivs and .
ostensible legal implicutions. : - - -
Adding to the discouraging aspects of the CHAP legistation, from the standpoint |
of physician participation, are tﬁix limitations on mmursement for services that
are built into the progrem. Payment for setvices under CHAP, as an integral part of
Medicaid, would be gaver%d by Medicaid rules and, accordingly, would be restricted :
in many states to insufficfent levels. Uglder Medicaid laws, no reimbursement scan
exceed what Medicare would pay (alregdy at arbitrarily set levels), and Medicaid :
rates of puyment are genérally even lower. Retention of the ‘artificially redtricted .
payiment levels under Medicaid will adtentuate current problems fating the Medic- . — ¥
aid program. This impedimeant to: physivian participation should be rempwved if the
CHAP program is to provide full access by individuals to the intended bencfits of
the program. 5. 1204 woyld allow the Secretary unilaterally to egtablish a schedule
of fees fixingereifbursement levels. 'We would urge.as an apprdpriate jtandard,
thal' customary mgd reasénable reimbursement be made {dr physician/ sepvices. -
T’g{:viderﬁ participating in CHAP would also have the added-burden of making .
reposts, such ag the State or, the Sécretary might require, to agsure compliance with - '
the requirements of the program. Na specific guidance is provided, however, with °
respect to the contént of these reports nor the extent of the data that nust be
furnished. Reasonable bounds as to the scope of such reporting and the material to’
be provided should be described in the legislution. We also ask that careful consider-
ation be given, in the development of the report requirementd, to the burdensome
gapetwork and administrative tasks that will be éreated as'well as the confidential- *
ity of patient medical records * - i '

CQNCLUSION . 2

As we hawe =expregsed earlier, we fully support the provision *6f health- care
servicks as are envigioned under the present Early and Perigdic Screening, Diagno- .
sis and Treatment program. The program should be improved, but changes should v, .
be made so as not to discourage full opportunity of patients to have acdess to care,-
and should be made in conjunction with an evaluation of other reldted programs.
We nre concerned,ns iy the Subcommittee, with health care costs, with ef{ciency in |
heajth care delivery, and with the quality of health care services provided. It is with +

thes¢ concerns in mind that we raise these isfuey with respect to the creatidn of the

pew CHAP pragramn as proposed in the legisiation. . .
Werurge tSmt..in developing modifications of the ¢drrent-EPSDT program, consid-

eration should be given to the availability of maternal and child heg®th care under

regional programs, has leng beett a promigent and.effective source of health care for

underserwgd children and yvouth. Fetablished in 1935, this program curretitly affords

health. sefvices to mothers and. children who, for econgmic reasans, have difficulty

in ohfaining the services they Yieed. The Title V program would be expanded under

legislation recently developed'in a joint effort of the American Medical Association, :

the American Academy of Pediatrics and the Anierican Colidge of Qbstetricians and =

Gynecologists, so as {d address more fully the-spirit and intent of Ahat program in -~ .

megting the national needs of mtaternal and child care and giving aldded emphasis to -

special health service needs of prospective mothérs and the ‘developing fetus, the

needs 0f the infan¥in its first vear vf life, und the need for treatment and counsel-

ing far conditiohs awoviated with pregnancy. venereal disease, drug agldiction and

mental health! A draft of (Be lewiglation is attached, and we commend i to the -

attention of this Subcommittee. # : ‘ ’

We do not believe that tkjﬁ; CHAP program as proposed_shoald be enacted. Nl"
[$]

on

effect vf such legislation is $ add further confusion, to an &lrsrady.}'}euvy burden
administering Medicaid law). The CHAP program is designed specifically tg meet

- ¥ .
* N

Py
-
' '.'l (5) . ‘g.";'
N ‘ -~

" ., . " .
“, ' ’ "’ . ¢ ’ . Al



t

Y

P

5 the pngoing coverage will take place.

h medical ‘needs of ‘children; and is add

. may not be in the scope of benefits but rat

" will nofdd to the quality of care and se

_«<hildren born prematurely gnd
support this partieular provision as well as, the whole_concept of ~

bec;
[ B

' to .this segment of the.population,
dxst§nct from the general population that y_be qﬁveh.xj under Medicaid at the -
present time. Different ‘sets of rules, provider “benefits, reimbursement and cost-

-sharing would add to the already major probjems that States havigin administering
Medicaid. Child heajth programs are distingt and should not ‘be imposed upon the -

Medicaid program any furiher.
- In support of the current EPSDT progra
-and providing certain health services to chi
‘we support the present EPSDT program, w
viewed as addressing the total heaith care
pointed out earlier, EPSDT wervices are

Medicaid plans. Yef. EPSDT services have
byneficiaries. We suspect that many of the

. this ;Srogm}rx ig fulfilling a vital nped
dren. of low-income families. Yet, while

rodblenis of our nation’s children. As we

ot beén g vided to all eligible Medicaid
ic problems with'the EPSDT program .
er in the administration of she._program.
For uptimal gare fof children within the
attractive tq providersy with the necessa skills. The proposed provider agreement |
ices td™be performped, but will disconrage

provider participation thit could sharpiyfréduce access by beneficiaries to partici-

pating providers with the nepded skilly for performance of the highest quality of

services in the implementation of the program. o ‘ (

We urge that the Subcommittee considpr modifications consistent with our specif-
ic concerngwwith the proposed-legislatign. While we support the general cohcept
embedied in the Child Health Assuranpe Program legislation, we urge that the
Subcomntittee not- adopt this proposed legislation as it is presently constituted.

- Shnator Tarmavce. Next, Df. Birt Harvey on behalf of the'”

American YWéademy of Pediatrics. - ‘

believe that this Program shoutd not be .
ired to be provided under existing State. .-

-scope of §. 1204, the progmm ‘must be

*

You may-insert ydur. full stdt mgnt"m thé record and summarizsx ‘

it. /- . ;
' %TFIMENT OF BIRT HARYEY, M.D., ON BEHALF (&THE

_ ) AMERICAN ACADEMY QP(I PEDIATRICS c

- Dr. Harvey. Thank you, Mr. Chairman. Lo e
Mr. Chairman, SenatorDurdnberget, we appreciate the opportu-
nity to testify before you toc&gxy n S.:.1204 -, ’ .

" The American Academy,of Ppdiatrics ippotts the basic concepts
of this biil. We support better{ coverage of more children and we
support sncept of getting dhildren into continuing care. '

We like the idea of coveragg of anmarried, low iricome, adoles-

_cént pyegnant women. Now in|many States they are not eligible;

“be - eligible during the *pregnancy
rn, In this way we foresee fewer
rn with congenital defects; so we'

undes this program they will
rather than after the child §s

-broader coverage. : _ .
. There are several areas of cqverage this bill does not address
that we would appreciate your €o sideratiog:

I3

Migrant farm workers are not included. Incarcerated juveniles:

are not included., These groups both ‘need inclusion. Forinerly, the
bill coptinued coverage for. 6 months coverage after the child
me ineligible. 1t has been reducedito 4 months. We feel that in
any circumstagces this will not give care as long as for necessary
td,complete tréatment. ' ' :
e would ask consideration of a different concept, that once a
cbild has been screened and referred for p ysician treatment the
doverage continue until that 'd-iagmgs)& und t{c&\xtment be completed

" or until the title 13 agency who is adminisfering this has made

arrangerhents with title V, or with othdr Stafe agencies to se¢ that

- . V4 Ce
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.’ - ‘} Once a child begm es ineligible for this am, he is not auto-
matically wealthy; he may not automatically be able to afford the™
* . -.care that is necessary for continuation of treatment that y be
* " started under this/bill arment Thal mpy be |
-+ We would ask you to address this problem. v : :
- One of the mgjor problems, as you -have brought up repeatedly,
; Mr. Chairman, 'to’ pedple who have testified, is the question of the
~ coordiation of this program-with the title V program and with
other child health programs. '
*  Senator TALMADGE. Speaking extemporaneously, would ycﬁx/maké)
- specific recommendations as to how we can improve that? ‘
Dr. Harvey. We believe there needs to be a child health agency
designated within HEW and it should be in’the. Department of
B Health, not%in HCFA, to address the problems of child heaith.
" HCFA has payment as a primary overstation; the Health Depart-
"\ ment’ is primarily orinted toward providing of medical care and
~_ has medical expestise. oLt e L
- . We would like to say a few words about provider participation
. that we think needs to {;e addressed in this bill:. _

' " . The bill as; presently written sdays there-should be 'a written
agreement between the State and the prdvide&:ho participate in
this program. We feel d written agreement wi® be a barrier to

- 3 - “previder participation. Providers are not used to having written

F agreemends which require that they insure that the child gets to
places for followub, and requires that they assure the thildren
return for periodic examinations, . _ .

Iifsterad of getting more private providers involved, this will get
4 less nongovernmental providers and will make it a State program,
- That is one of our chief concernss ' : -

We believe when a provider signs a billing form, this Initself
assures that the provider has performed the services that are man-
dafed in this program by the regulations of the State and that .

. nothifig further beyond that should be necessary. :

If the State government wishes to have a writtens.agreement for
providers,-this may be appropriate. If the provider is going to do
capitationi care he would then sign a wrjtten agreement commit-
ting himself to development case management facilities within his
group or office to provide followups but under ordinary circum-
stances in’d fee-for-sérvice setting mgst providers are not able to
_offer this kind of service. o . - . :

We believe that the definition given of “comprehensive care pro-
viders” is poor. It defines comprehensive care, providers by the

; * location at which they provide care, by the type of sérvice they
S “offer, or by disciplinary training. These cannot define a comprehen- .
sive care provide; a comprehenstve care proyider should be defined
' by his seryices. If he gives comprehensive services, he should be ~ -

. eligible. Vé have listed in our testimony a nutnber of things that
could be used to..determine who prqvi.g:‘zs comprehensive care.
There~are many prowders who can't do that. There are nonlisted

* -providers who can. It should logically be decided on this type of » .
basis. . - ‘

We think States heed|to be more accountable, they heed to be

accountable for what techniques they use to achieve outreach goals

how successful they, are in reachingithe goals in the same way

£ ¥
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followup Shol%d be very carefully monitpred and States should be
réport on the€) means they use to achieve atiequate
followup and how successful the followup efforts are. ‘
In the same way States should ‘be required, to show how they are
‘recruiting and removing barriers to encourage private providers
and other nongovernmentﬁﬂ groups to'participate in this p ram.
" Mr. Chairman, thank you very much for giving me the oRportu-
nity to testify. ’ - o ‘ . .
Senator TaLMADGE. Thank you. -~ - . ' :
You addressed yourself to all three issues that I wanted to ask
you’ questions about,-so I will pass those. - . N .
.Sepator Durenberger? - .
Senator DURENBERGER. He covered my concexias well.

Senatof* Risicorr. You were here Were you when I asked a
question of Dr. Stone and Nancy Morill about the problems and
responsibilities doctors would have doing the administrative follow-
up? I understand that you object to that responsibility? -

Don't you think it would be possible to draft written agreements
requiring the doctor to lay out the course of treatment and what
followup would be needed, and then let one of these voluntary
agencies do the followup for you, so\you would not have all the
administrative work? o .o v,

Don’t you think you could work something out that way? o

"Dr. ‘Harvey. I think that might be an acceptable alternative.

My envisioning of followup is that it becomes the State’s respon-
sibility to see that effective outreach for periodic examinations and
folloWup occurs. .+ . o

The State could contract. with the providet for this servicé if he
has the facilities and the ability. It could contract with volunteer
agencies_to perform this function. It could be done in a number of
different ways, sir. o : )

Senator RipicorF. I would be hoping that in this type of followup "
work we could have a.deeper involvement of the volunteer agen-
cies. 1 think in many ways if you could de that, it would hgve a .

softer,gpproach. Since you are dealing with childden, I think there

are many people, certainly many women who do/volunteer work,
have time and would be in a-good position with ¢hildgen and their
the mogfgrs, to see to it that these efforts are coordinated. .

Dr. Harvey. I'would agree with you, sir. 1 think, the main thing’

is, it has to ‘tr)ﬁ spelled out asgfo who is going to do this, and they
umesthe responsibility and accountability for seeing it
does\get done. : _

Sen picorr. It is your feeling that if we put the burden of
followup services on -the doctors, the dgctors would probably be
unhappy and unwilling to undertake this type of service-if they
had these administrative responsibilities? :

"Dr. HarvEy. We are trying to get more g
participate. Now, 83 percentof the pedia
of the academy see children on medicaid,
will accept new patients. _— ] ‘

We want this to go up more. We-are afraid if the bill passes as
written, participation will go dowhy not up. !

SeNator.Risicorr. I think.that is a weakness and 1 am sure that
mittde could work something out. To do it this way on this

\d more pediatr&ians fo '
icians who are members
thirds say they
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stri(:f type of rule would be self-defeating on this program, both for

the” doctors and the children and the communities as a whole.

Dr. HARvEY. Thank yop. ' :
Senator TALMADGE.PHank you very much, Doctor. We appreciate
r contribution. B

“[The prepared statement of Dr. Harvey follows:] e

STATEMENT OF Birr H@vsv, \;ﬂ‘) F.AAP, AHER}CAN.ACADSHY oF PEDIATRICS
Mr. Chairman, I am Birt Harvey, M.D., a practicing trician from Pale Alto,

California, here today representing the American Acadesfy of Pediatrics. The Acad-

emgmis an international medical assoctation and children’s advocate representing
20,000 physicians dedicated to the care of infants, children'and adolescents.

" The American Academy of Pediatrics supports in principle the basic concepts
embodied in 5. 1204—that all children in this country deserve the opportunity. to
have greventive miedical care, that defects and diseases should be discovered early,
and that remediation shouldsoccur promptly. We believe that all children deserve

an ongoing source of medicalkcare and have "testified in the past in support of these

ideals. Our chief concerns have been that the ramifications and problems associated

with past legislation were not thoroughly studied béfo passage. This has resulted
- in & failure of EPSDT to properly function. Inadequag€ and inefYecti t adminis-
tration has only further compounded a {lounderin§ program. We have noted the
recent efforts on the part of the Departni®nt of Mealth, Education and Welfare -to
improve the pdministration of EPSDT, and we will continue to work with them in
an effort to resurrect the program. But we do believe that marked changes are
necessary in several areas of the proposed legislation to avoid compounding several
existing problems and to avoid creating another set of difficulties.

FEDERAL CHILD HEALTH ACTIVITIES

Before entering into a discussion of specifies that need attention in this bill, we
would like to point out that CHAP needs to be considered in broader contogt. CHAP
will focus solely on children meeting eligibility requirements an8 ‘cannot be seen as
a health program for all children in a community. In fact, this is only one of the
myriad of federal programs directed toward improvement of the health of this
nation's children. A primary problem shared by this myriad of federa!l programs is
‘the fragmentation of effort with resultant gaps and inefficiency. As such they are
representative of -incompletely developed approaches to meet the health needs of
mothers, ¢hildren and adolescents. The effect is that they promise far more than
they can deliver or they act as devisive efforts in a community by competing for
inadequatP manpower and facility resources. .

Your attention s directed specificaily to the Maternal and Child Health programs
under Titje V, of the Social Security Act —the dominarit legislative expression of this
country's cofiMitment to health care for the maternal and child population over the
<past foyr/decades. For the Congress to address revisions in Title }?IX separate and
apart fragm Title V would yesult in a failure of this Congress to fully utilize
resources; at hand to provide complete care to as/many children as possible. The
Title V,program also needs to be refocdsed legislatively and its purpose redefined to
develop Both a.generi¢ appraach to health care for materttal and child populations
and & cdpacity to respond with special, focused efforts to insure a coordinated,
comprehensive program for all mothers and children. Such s proposal was intro-
duced inf the (,‘ongress ast year by Spnator Dole and we would urge that it be
considered by the 96th Congress. This_proposal has been supported by the American
College of ‘Obstetricians and (ynecologists and the American Medical Association.
. odusing on both Title V and Title XIX, the intent of this legislation éan be
fully regalized. We would point out that the potential benefits to bé derived from

peration between Title V andthe CE?XP program include: . . . promotion

of continuity of care, sharing of scarce expertise, avoidance of unnecessary duplica-

" tion, éfficient allocation of financial resources, and achievement of greater account-
ability. /In short, more effect utilization of existing resources and development of

more extensive, health care resources.” (Operational Guidelines for Interagency

-

Agreenjents, praceedings of the National Conference on EPSDT and Title V Pro-

grams, Hanuary, 1977, p. viii.) Therefors, it is recommended that S. 1204 be modified
to ipclude a new section which will require that the Secretary shall evaluate and
submit] to Congress a report on a) the cobrdination,and integration of health care
serviced to children under Titles V and XIX of the Social Security Act and by on
actiony undertakén and recommendations for actions that shoyld be taken by the,
states and the Federal government to f{mprove tm cmrdinatim‘; and in}eg’ratign of
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child health services provided under thesé titles and services provided under other
federslly funded programs substantially ifvolved in the provision of health services
to children. (Similar language is found in Section 11 of HR. 2461)) * :
In addition, it would improve the efficiency, lower governmental costs, and better
‘serve the health needs of children wnd adolescents were al? programs administered
by one agency. We believe that the Department of Health, Education and Welfare’
should centralize responsibility and authority for all child health programs at a
high administrative level. Competent’ staff at both central and regional offices
capable of developing and implementing coordinated approaches to the delivery of

authorized programs need to be developed. .

ELIGIBILITY o :

‘The Academy i8 s‘portive of the improvements in eligibility and financing that
this legislation will bring. The inclusion of women who are pregnant for the first
time who would otherwise n eligible until after delivery will result in improved
prengtal care and, consequently, healthier newborns. Infants who may realistically

-~ _have problems with young, unmarried adolescents for mothers are less likely to

have the further dissdvantages of ill hea)th,.smail size, congenital aromalies or
‘many other’ problems. Includi such women applies the CHAP resources ima truly
preventive manner,. _ ) ' ' o

“We are further pleased to note requirements states must reach on the amount,

" duration and scope of services in order to be eligible for federal matching assistance.

This expansion of eligibility*for CHAP services should help provide mdre. complete
preventive care to_a significant segment of underserved and nonserved children.

Proposed change in this section should’ include mandatory rather than opfional
coverage in the 18-21 age group. Since Title XIX covers this group, it would be

wrong to deny them servites merely because the State has decided not to include -

after the loss of eligibility is
n bill. The process of diagnosis

them. The continuation of coverage for six mont
preferable fo the four months in the Adminigtr
and treatment after examination is comple _ ‘frequ}ntly-require gix months.
The bill might be more approprié&telg amen  require goverage until diagnosis
and treatment are completed should a child ome ineliSible after screening or

examination is performed. Alternatively, the State plan could be required to estab-

lish an administrative arrangement between the Title XIX and Title V agencies to
assure continuanee of care for children declared financially ineligible. Modifications

. should be made for coverage for children of migrants and incarcerated children.
S _

.

PROVIDER PARTICIPATION

We applaud the stated purpose of the mﬁ)osed legislation, namely to introduce
children ifto a continuing comprehensive health care system within their communi-
ty. Giving a child a “medical home'" provides the famly with a feeling of security
gnd support when medical need arises. Families with a medical home or”personal

phfysicism are less likely'to deiag secking care, imence iliness can bé treated earlier,
. be Su

org it becomes catastrophic. Subsequently, families gain confideénce in the source
of their caregand are more inclined to seek preventive care. Thus an ongoing source
of health cafe for each child avoids unnecessary duplication, fragmentation, episodic
and incomplete cgrg, as well as being less costly and more humanitarian, and
imms-usumgly improves the health status of children. Unfortunately, language in
this bill fuils to effectively iniplenient its stated purpose. To give as many children
as possible a medical home requires the utilization of all types of comprehensive,
continuing care providers, The g)rivaxte sector has under EPSDT been systematicHlly
excluded from participation in 22 States, and certain sections of this-bill will erect a
further barrier {o thi large segment of continuing care providers. Section 1913 of
the Administration bill requires written agreements with providers in which they
insure that follow-up service iy received on a timely basis and assure that child
health assessments are performed on a timely basis. Those physicians in private

practice may ot have the properly trained personnel to perform the tasks set forth .

under the “fritten agrwmem’s." These responsibilities have been left in most
instances to the families and in certain circumstances to the county and city health
departments with appropriste expertise and experience. This is riot to say that case
management is not important, but that accountability should lie with governmental
agencies unless the provider hpd the ability and desire to assume this function.
Physicians assume responsibility to provide care but cannot under ordinary circum-
stances assume the responsibility to see that the family utilizgs available sprvices.
While such regquirements tith written agreements may be appropriate for private
{xmvidcrs who contract for care on a vapitation basis, details of how resources will

, be made available to finance apd support such services.arg not addressed. a

. - SR |
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Our greatest concern lies with the deﬁnitfon,of heslth ciire provider as outlined in

Section 1913(eX1) of S: 1204. As defined, these providers lare to deliver continuing,
comprehensive ongojng care for children. The i{le'ntiﬁcation of who can provide such
care cannot be made categorically, simply by Misting types of providers. Rather a
listing of specific requirements for any individual or groyp who may wish to qualify
must be developed. At the request of the. Administrator of the Heslth Care Financ-
ing Administration, the Academy has grepared g definition of a comprehensive
continuing care provider {see Appendix I). There will be private practitioners, day
care centers or others listed who do not qualify. Conversely, there may be groups
not listed wha can well provide such care. The important criteria are not the sedting
or the-title of the group, but the services it can offer to meet the needs of children.

We would suggest the following amendment to this section:’ :

The term “com@ehensive continuing health care provider” applies to an .

» individual or group who provides: (1 initial and periadic health examinations,
{2).treats conditions amenable to treatment, if possible, or refers for -appropriate
cdre; t3) accepts continuing responsibility for providing care to maintain physi-
cal, %fsn.tui and social health, (4) coordinates all medical services the child
receivs and interprets the processes and-findings to the child and/or, family, ()
‘maintains and has available whenever needed, health recopds of the child,.(6)-

" provid®s® anticipatory guidance and health education for the child and/or
family, (7) provides day and night, weekday and weekend availability for advice
and acoess to care of acute and emergent problems.’ .

The bill gt present—stipulating written arrangemMents for insurance of follow
through angf assurance of appearante for periadic exafinatjob and listing of quali-
fied comprehensive continuing health care providers D category-only—will foster
institutionalized arrangements for the provision of care to poor children by mediat-
ing against involvement by nen-governgiental providers. This will promote govern-
ment-run clinics as the sole mechanism tg grovide health care to the poor; it runs
counter to the concept of a pluralistic syN®nt of health care ipvol¥ag a multiplicity
of previder resources and freedom o {f\d{_ﬁﬁéfcr the consumer l‘zo chQose a provider wf

care. The reality is that all providers must be involved to accothplish this task. *

While it is our desire, as it is jsgy;*s, to help all children find a source of
comprehensive continuing health care, we realize that it i§ unrealistic to believe
this can be accomplished at this time. There are many pockets in this country. both

" rural and urban,{here the supply of cemprehensive continuing health care provid-

ers is not equal M the demand. Howgver, thig should not offer States an excuse to
funnel'as many children as possible® into screening clinics, nor to set inadequate
standards for such clinics. The Administration must not rely on numbers of screens

"as an indication of success when such screens often pay omly lip service to the

objectives of this program while not effectively even really screening the children.
Thus there heed to be criteria for assessment providers just as we have recommend-
ed for criteria for comprehensive can‘tinugng health care providers. These criteria
should include competency of staff, standards of, recessary equipment, a reasonably

~=fail-safe plan to refer children to an appropriate comprehensive heaith care provider’
+ for & nveded disgnosis and treatment in situations beyond the capacity of the
screening provider, and a sensitivity to the emotionsl needs of the families of the -

childrén screened. ‘ L Y ) .
" N . ' -
3 \ CLAIMS FORMS

At present the reporting and billing forms vary in conterit and complexity from

4

State to'State. The lack of equivalence between States with regard to redbrds anﬂ‘

paperwalk impedes the continuity of care. We support the Administration's efforts,
to develdp a uniform reporting system and a uniform claims form. These *could
prove a#vnntageous in dimplifying the system and thus improving provider involve-
ment. -y : -

i

- T MINIMUM REIMBURSKMENT

The ipadequatg fee structure in many States has been the deterrent in participa-
tion by, many provider groyps. We approve in principle the Administration’s plan to
develop,a basic, minimal, national fee structure o make reimbursement rates more
consistent with current practices; but believe ‘it must be flexible and based on

. regiona] and State differences. We would like to- see fees negotiated separately in

Q
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each State but with a floor established by the Secretary at a level that would permit
;mrt?(‘ip‘ﬂti(m of comprehensive continuing health care providers. '
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-  PENALTY PROVISION

L)

The development of financial, incentives to stimulate, involvement of more r.
children in screening and in cd?nprehénsive continuing health care is an excellent
idea. For too long the mentality of.the program has been punitive. Rather than
attempting to' help States develop viable, eflective programs, the primary involve-’

‘ment was to see if penalties were'in order. As a consequence, _the attitude of most

States has been directed toward avoiding penalties rather thafi toward serving the

health needs of children. It has become a numbers game rather than-a health

improvement game. . ‘ - -, T,
) i | . B } Y K
’ v . STATE ACCOUNTABILITY : .

State accountabilitytfor an effectively functioning program is a serious shortcom-

ing of this biil. Rex}'m;i_ng state plans to inform and attract gll eligible families in 8 - ’
. timely manner,‘to facili{ate obtaining comprehensive or screening‘examinations and
)

to see that necessary follow-up is achieved is an -important objective. While the
Administration's proposal to provide incentives to involve children in a continui
card system are excellent, states should be required to report ‘on methods an

techniques used to achieve this objective. They should be required to disclose meth-

ods used for facilitating involvement of all potential Jocal health care resources for
the program and to show cause if there is-no .private provider participation. A
description of state provider outpeach, adequacy of fee structure .and mechanism of
provider input into the program should be inciuded. Since a major objective of the

_ program is to have-all children enter a continging health care system, it is the -

responsibility of the state to j stify the use of assessment providers. Such an
dpproach should be used only when comprehensive continuing health care providers
are unavailable. - - ‘ . '
The intent of Congress to see Biat all children should eventually have a perma-
nent medical home needs to be clearly sglled out so\that states will not stop at
putting childrex through screens but will be compelled to find medical homes for all
children in this program. We must recognize that ai'lsessmem.s represent a temp
rary and inferior health care, and that each state which finds it necessary at gg;

time to have some eligible children served only by. assessment providers, should

submit as part of the state plan steps and time ablés to move aggressively to have
all children in continuing comprehensive care se tings. If it is not made ciéar that
assessment is a temporary expedient, we will find some using assessment providers

almost exclusively. States should be required to set outcome standards an goals in

their state plans and should further be required to report their progress in relation
to their goals. What we seek. from the state in.such a requirment is a data base
providing not only gross nypmbers of children examined and treated, but an account-
ing of what happened to those children in the program’s system. By the same token,
goals and progress reports covering practitioner participation should be required
each year. '

Sinie the essence of the program is ndequate fullow-up to achieve remediation of
potential defects o dideases discovered in the examination, state or provider efforts
to see that successfull follow-up is achieved emerge the critical facets of the
program. That success capnot be pssessed in numbers alone but requires a detajled
reperting system, so that the true effort_expended to help these children can be
deterthined. We do not believe that this bill is presently written to achieve the
objective of making the states truly accountable and effectively evaluating their
offorts to improve the heaith of eligible children or facilitating their ehtrance into 8
continuing caré system. States should be required to disclose -methods used for
informing families, what plans are being developed to expand the percentage being
informed, and what their annual goals are. States should be réquired to report on
the number, of children examnined by comprehensive continuing care providers as an
indicator of entry into a system of continuing care as-well as to show plans for
increasing the nyimbers assessed and the numbers entering continuing care-and to
show what efforts they are making to implement these plans. ‘The numbers and

percentuges of different types of comprehensive care providers involved in each

state should be reported. States should akso be required to show what plans they
have deycloped and what efforts they are making to increase the inyolvements of a
variety of different comprehensive, continuing care previders. Amnual goals for
incressed provider participation should be required. States should report not only
the provision of medical care for diagnosis and therapy. but what techniques are
used to obtain thmk*are —how adequgte it is, what plans are being made to expand
availability of suchtare and whi\efforts are being made to implement these pians.
Finally, provisions should e ‘made\to require that the Secretary report to Congress
annually on the performance of the program. We believe this to be of utmost
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importance, particularly in view of the sorry state .of this program after so many
years. Recent renewed interest in- the” program by the Health Care Financi

Administrationis to be commended, but is no substitate for ongoing congressiona
surveillance and requirements-” for accountability for successful implementation on
the part of the Segretary. Such a report should contain data on cost effectiveness,
analysis of the program’s components, assessment of the program goal attainment,
und clarification of the problems inherent to the program. The requirement sRould

allow changes to improve the program, eliminate problems, and pave the way for

future child health ie_gisl&ticn.

’ . L
. EVALUATION AND _RESEARCH

! . ~

S. 1204 does not give appropriate attention fo fhe collection of meaningful data on
the CHAP program. The number of children screened and ther number of examina-
tions performed tells us nothing of the value of the ram. Similarly, the number
‘of defects found. referrals made or treatments completed are meaningless. The
defects might be as insignificant as a birth mark or as catastrophie as a congenital
heart defect. The disease might be as unimportant as diaper rash or as significant
as leukemia. Funds must be provided {o accumulate meaningful data on the impact
of CHAP on the health of children. Without those funds. we will not know if thge
entire program is cost-effective or if certain aspects are particularly beneficial or
particulgrly valueless. We would not be able to identify the most gppropriate
expenditure of funds, where more should be ajlotted and where less,

After all the {ime -EPSDT has been in place, wb are at a loss to determine hat, if
any, value it has. This should not. be the fate of CHAP. When another {ongress
.decides further revisions are in order in five or tenyears, it should not be faced

- with the same problems of attempting fo evaluate an ongoing program and aufho-

rizing significant changes without adequate information. ‘

**We should urge the allocation of:some percentage of the funds for formal, ongoing
evaluation of CHAP. Data gathering, system development and analysis should be
federally funded programs in a manner similar to ongoing research in this dhpor-
tant program. The research requires sound scientific concebtualization and’method-
ology which cap be clearly set forth in formal field research applications through
the data evaluation and research arm of CHAP, .

) COMPREHENSIVE CARE PROVIQER PERSONAL PHYSICIAN
r

A Comprthensive Care Provider/Personal Physician can be defined Ry the follow-
?

ing eleven points: ‘

. Provides initial and periodic health assessment services which inclyde: (w) a
complete history which encompasses prenatal, birth and perinatal history, growth
and developmental history. dietary history, family and genetic history, history of
past illnesses, mjuries and bospitalizations, review, of identified allergiés and symp-
toms of orgin systefn, immunization history, family history of disease, medically
‘relevant social history: names of other current providers of care, summary or
records of current chronic disease conditions. identity of medications or tredtments
currently used, history of any present illness; (b a medical evaluation (including an
unclothed physical’ examination) which assesses: general physical status, growth and
development. intluding learning, vision and Hearing status. status of “mental and
social health; fv) screening and diagnostic tests appropriate for age and population
groups; «d) ixy nunizations apfopriate for age and health history.

2. Treats gonditigns that are amenable to therapy and to the extent that they are
within hiscapability. otherwise, refers to another provider who is able to provide
appropriate treatment services. - ‘

3. Accepts tontinuing or longitudingl. responsibility ferthe whole child in health
and in disease, and provides cobstantly available access to.care and contihuing
guidance regarding acute and chronic problems of physical, mental and spcial
healtH {see 111 ‘ ‘ : :
~ 1. Coordinates medical services which are provided by others, interprets medical
care processes and findings to the child and his or her parents, assists parents in
communicating about the child's healtiestatus and nesds to other physicians,
schools and community agencies, and guides the parents in continuing supervision

~of the okild's healgh

h Maintains records of the findings, corrective measures, and othér health serv-
ices received by the child

i Provides anfticipatory guidance and health education services appropriste o the ”

child's developmental status, acute and chronic health problems, and family Social
condition. - . : :

&
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'I.*Educates the family as to the benefits of preventive care and informs them and
~ assists them in scheduli -preventive services of appropriate type and time. _

8. Cooperates with {he icaid program, or other designated agency, with appro-
 priate previously obtained parenta permfssion, if particular childgen have missed
. : several appointments and are not able to be contacted.
¢ 9. Submits reasonable reports, previously agreed upon, and witho

confidentiality of physician-patient contract, as required by the state.

10. Continuing medical care of children is provided by physicians whose ifterest,
training and experience appropriately prepare them to provide a broad spectrum of
health services to infants, children and youth, and by nurses, physician extenders,
and allied health personnel appropriately prepared and working under supervision
§f such physicians. =~ « - e

11. Provides 24-hotr, 7 day per week, availability for advice and access to care of
acute and emergent problems. . ,

Where comprehensive care provide?s/ personal physicians meeting the above defi-
pitions are Aot available in a given servic«g:f_*a. the Medicaid program should

“identify disincgntives which prevent provideds—{rom locating in that area, propose
and develop ihcentivesdwhich. will correct such deficiencies, and u{jlize providers
havimg lesser qualifications only on & temporary basis until, comprehensive provid-
ers/personal physicians are available. . -

“Outreach.—All Medicaid agencies should directly, or by contract with other agen-

cies or providers, provide outreach services to all families of Medicaid-eligible chil-
dren. These outreach services should include:
Information regarding recommended preventive, acute and ¢hifd health care
e .services. ’ ' g .
14 Assistance in obtaining medical history and records, .
¢ Assistance in arranging appointments and follow-up on missed appointments.
Transportation assistance wheh needed. : ' - :
Arrangements for care of other children when needed.
The Medicaid agency, as a part of its outreach effort, should also cooperate with

i compfehensive care providers/personal physicians in assuring that there is avail-

ability in each community o sorvices for family counseling, nutritionsl guidance,
and child developmental educition. -

violating the
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N ' . OUTLINE OF MAJOR POINTS

I. Need for-better. cooperation and coordination between Title V (Maternal and
CHild Health) and Title XIX (Medicaid) of the Social Security Act. Comments will
point to the benefits of such an arrangement as well as point to the neced for
centralization within HEW ofall child health programs. ‘ : *

1. Barriers to partictpation™f private physicians. The “written agreement’ provi-
sion will be highlighted as well as thg definition of a health care provider. Recom-
mendations will be made to modify these sectipns. . :

~ . 111, State Accountability, Discussion will focus on state responsibilities for the
implementation of CHAP. Recommendations will be made for annual reports by the
states and by the Secretary. . ‘

V. Fvaluation and Research. Comments will address®he need for the collection of
meaningful data and will urge the allocstion of federal funds for formal, Opgoing
evaluations. '~ . ' :

Senator TALMADGE. The next witness is Dr.. William E., Sllen,
chairman, Council on Legislation, American Dental Association.’
Dr. Allen, you may insert your full statement in the record and’

summarize 1it.

| ='  STATEMENT OF WILLIAM E, ALLEN. D.D.S.. CHAIRMAN, COUN-
. CiL, ON LEGISLATION, AMERICAN DENTAL ASSOCIATION, AC-
’ COMPANIED BY HAL CHRISTENSEN, DIRECTOR, WASHINGTON

OFFICE, ADA

Dr. ALLeEN. I have with me Mr. Hal Christensen, director of our
Washington office.

The American Dental Association urges the enactment of this
CHAP legislation which we feel is necessary because the medicaid
and early and periodic screening, diagnosis, and treatment pro-

Q -
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* ‘grams which are in existence today and not met the dental health
care needs of children from low-income families. T

Denta] care for children of indigent families and families that -

are mimmally self-sustaining is frequeritly neglected. This occurs
for several reasons, but certainly severely limited finances is a
«significant factor. .o : ‘ .

-~ We have three major recommendations we would like tounake’
today, Mr. Chairman: ' . R

One is the mandating of dental care under CHAP, to insure the
compliance of the States We belteve,this can only be accomplisted
by plading dental care at the" same level'of matching Federal funds
that are available for othier jnandated health services. =~ - o

‘A% a corollary, therg needs to be appropriate penalties to the
States for failure to comply. The administration bill fails to provide
these A1 for mandated dental services, ™

The Finance Committee last year recognized the need for this
compliance and we would urge the committee to enact similar
provisions so that these penalties against the noncomplying States
are applied tg the administrativé”budgets rather than against the.
funds available for neé¢ded dental care for children. : -

Our next recommendation is that there be direct referral of
children to the dentist. All guthorities ag the need is obvious -
and predictable and the screening appointmt is-unnecessary and
placed additional administrative burdens on both the patient and

+ the provider. ‘ A o o

We believe the direct referral to a dentist, as provided in the
language of -S. 2104, is the most effective manner for assuring the
availability of necessary dental care for children, and it is impor-
tant that the legislation mandate this direct referral. Without- this
emphasiy of the specific referral, we are concerned that potent ally
"large numbers of eligible children will not get to the dental office. -

Although the administration’s bill does include a dental referral
provision, we believe the gurrent structure of the bill contains no

. satisfactory enforcement authority or sanctions for those States

" which do not fulfill these dental requirements and, therefore, we

. would urge that these provisions be mandated into this legislation.

« The third recommendatign is that we -believe it is essential that

the reimbursement and mé&hod of payment be sufficient to attract
practitioners to participate in the program , ‘

It has been our observation that when the available funds pro-
vide for reasonuble fees in relation to the usual and c¢ustomary fee
in"the area, we have good participation by providers.

I would like to cife to you the experience in Cglifornia with the
dental program administered under medicaid through.service cor-
porations. In 1974 we had 8300 participants, and in 1977 we had
12,500. We believe this is evidence that the dentists in this country .
are willing to take the medicaid children into their practices wheme\
they are set up to treat them and provide the same level of dental |
care as they would for all their other patients.

Those are our three recommendations. . _

We certainly would be glad to try and answer any questions.

. Senator TarmapGe. Thank you. Any questions, Senator Duren-
- berger? ’ ‘ '
*Senator DURENBERGER. No.

- 3(,/8.
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Senator Risicorr. Would you briefly state the role proper- dentdl
.+ care has in the overall health of the child? . i
4 Pr. ~fwill be glad to try, Mr.-Ribicoff. e
feve there are two\factors at Jeast that are influential r}n the
] care of the child: Oae is the ability to eat the prope foods
d nutrition and to have a,pleasant smile and all of the things  °
ecessary; -but I think the psychological effect on a child who has
, g&xﬂ‘a gregtydea} of denital cirjesis certainly one we can't overlook.”
N y an [

large yol can see quite a transformation in a child who has . '

. had rampant dental cariés when you can restoré hims to- normal.

‘Yealth and appearances. We have had school systems and teashers - .
_ tell us the benefit of this for“thesé children because it seems to
. " -thaige their perdBnalities, a great many of them overnighu~ :
« dcthink ‘the health and the psychological impact are the mdin-
. factors ine(‘é)i'oviding these kimds of Sérvices, particularly ‘to the
underserved children., . ’ ; -
©,  Senato? RIBICOFF. \&at are the statistics as to the dental<oger: ° .,
age, dental care and fatiure to have derital care of children? ~ :

. e,

Dr. ALLeN. As you krow,.the EPSDT program-has not provided.aA‘ . .

large amount of Pe¥rative service. A lot of the funds that went . -
into that program were for. administrative use, and on the ‘screen-,
~ - ing which did not really get-into the restorative care, so that I
~ +don't know thdt 't.heze‘hre nationwide statistics available at this
» 'point. Hal, doyou know )
" " "Mr. CHRISTENSEN. We’

. .
h
«

.

have never séen a dentist. The President of*the United  States
referred to that in his comments of the International Year of the .. -
Child. Part of the responsibility for that is that we have not had a
‘program under Medicaid to reach thewe children, or, even try to do
.- a good job. The statistics on the extent of dentad disease amohg
those children, and the numbetr who have not seen a -dentist, the
number who need dental care, we can give you a precise figure, but,”
I can tell™®u it is a bad.record for us and; we. think, for the
Yovernment. LT T e _ ‘ . _
“Senator RiBICOFF. It is my experiénce that poor children, chil-
dren on welfare; dnd minorities, are probably the most neglected ,
segment of the whole healyh profession. They are neglegted. Dental”
problems really affect the“entire body, not just losing™@ tooth, but it . -
drains down your whol€ system. .~ - .

Mr. CHRISEENSEN-TOTe are a number of studies precisely on
minorities and other groups in the low-income greas that'substanti-
ate ex¥ctly what you are saying. We would” be glad to build a= "
record on that. < A . &

*  Senator Risicorr. Would you please supply that for the record? ¥ -

Senator TaLmapce.-Thank you, Doctor. v ‘

[The px_ﬁared statement of Dr. Allen follows:] = ™

>

]

N R . . . A‘
TAL INFOKMATION, AMERICAN DENTAL AsscCIATION, TESTIMONY ON -
: Ny R 1204 - {

-

o
SUPPLEM

traordinary necd of children” from Jow income families for dental care. -Statisticd”
developed from experience under the Maternal und Child Health Program indicate
that only 0 percent of children ‘under the age of 17 who are from low incomb
families have ever been to a dentist and that 47 percent of such children require
some dental care before the age of 6. A report of the American Academy of

. - R s - '
Statistics have been dvvc-lnjx*d from o variety of sources to demonstate the ex-,

1'1‘
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‘ now _a‘large numt;ir, pefhap‘s more ti)}% e
‘half, of the children from these income groups we are talking a -
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o Pediatricg states that “de;‘ﬂal disease is nearly universal in childpen and 50 percent
. of preschoel children have one or more decayed teeth. Poverty intensifies mz:iect so <
- that children from low income families have five times as many untregted delayed S

“teeth as the average child.” . . .

A study of the health status of black teenagers in HMarlem in 1972 showed that

- 'dental disease was overwhelmingly the jnost commop health probldn. These and . u
numerous other similar statistics are compelling evidence for the essity of mig-

- nificantly improving the efforts of tHe federal government to provideldental care to

this population group. - - . ) o . - ' )
. ‘ N 3 . - e . -
3 _ ) STATEMENT OF THK 'AMERICAN DinTAL Assocx.xvnox . , .
\ Mr. Chairmad and members of the subcommittee, I am Dr. William BN\Allen of N .

Pasadena, California where I am engaged in the practice of dentistry ag a
tist. I serve as Chairman ,of the Council.on Legislation sof the Aygrerican De .
‘ Association and am pleased to have this opportunity to present the views of th -
* Associgtion 9n the necessity to improve our nation's commit®ient to providing | .
health care to children of low income familjes. ' - T 2
- . As | believe this Committee is well aware, the American Dental’ Association has
" traditionally placed its highest priority on the dental careiof cHildren. Development -
during childhood of effective regimens of diet, professional atment, and home
. cgre is the foundation of a lifetime of saund oral health. P e ' .
. . Dental care for the children of indigent families and families that are m‘inimally ‘
self sustaining is frequently neglected. This occurs for several reasons, but certainly
severely himited finances’is a significant factor. Because of this situation, the Associ-
ation has long advocated the inclusion of dengal services in health care programs
aimed at these children and also has pmmotequction of separate legisla- -
tion to the same effect. S e : v '
" The record of last year's hearin%;; before this Subsommittee documents the Associ-
ation's long-standing support of efforts to improve medicaid coverage of dental care
for needy children. This includes the Awmiociation's original and continuing support
. for the intent and purpose of the existing ‘Early and Periodic Screening, Diagnosis
and Treatment (EIPS } Program as a mechanism for addressing the dental and -
overall health care needs of lew income children covered by medicaid. Unfortunate- -
ly, as made clear by the need. for these hearings, that program has not been
effective in meeting the needs of poor children particulurly with respect to Sental
SETVICES. . : -

Included in the regulations promulgated under EPSDT is a requirement that each
state provide “at least such dental cmre as is necessary for relief of pain and
infection and for restorations of teeth and maintenance of dental health” (CFR
233, 10xbXdXIV). While this would.appear 40 .be a clear cut directive.and commit-
ment to the states, for one reason or another its implementation®has been far:less

= - than satisfactory* in assurin{z the availability of needed dental care”for eligible

children. Statistics compiled by the Congressional Budget Office indicate, for exam-

ple, that. only 25 percent of the children who are screened may actually be referred

| for dental care because some states are reluctant to “find” dental problerns they

would be required to feeat. Even this statistic is somewhat misleading, in that only

2 ;Ki!linn of the approximately 11 million children who are eligible f%r EPSDT afe
Screened. ” . . © .

The other compelling statistics are that only 40 percent of children under the age

of 18 whe are from low incomg families have ever been to a dentist and that 97
> percent of such children have been found te require some dental care before the age
.~ of 6. The need is-clearly there: An improved mechanigm for adequately addressing
- that need must be developed. We believe this.can be done through the CHAP \
legislation which is before you. e .o '
There are several areas which we fe€l are of ¢ritical importance if CHAP legisla- .
. tion is o result in a satisfactory program ol health cure for low income children. In =~ .
PO fhe course’gf our statement we will be commenting on the Administration’s new '
- Child"Health Assurance Proposal, 8§ 1204, However, we ‘glso would like to refer to
the Child Health Assurance legislation which this Committee approved last iemf fs

-

)

part of HLR, 94134, ° . ,

With regard tg the general provisions of 5. 1204 and last year’s Finanf
tee bijl.we support efforts to base eligibility for the program on income and rot ¢n
other fictors such as the presence of the father in-the home. We also believe that in

- arder for the program ty ix effective elidbility should at least be through age 17 as -+
Fpﬁs‘f)mposed in S, 1204 . ‘
would also like to comment on the. provisions of new section 1813bX3) as
proposed - in §. 1204, This section would allow the HEW Secretarv fo establish. .
minimum reimbugsement ‘Ieve!s for continuing care providers and would give the

[
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Secretary various other broad authorities relative to mimbu%ﬂ(t under the
program. As [ am sure you are awire Ongy the major current deﬁg}&lcia in the
overall medicaid pm%ram“and in EPSDT is The inadequate reimburseptant provided. -
: , The emphasis in this new legislatiog should be placed on finally assuring agcess
e to the mainstream of the health care system for low income children. Reimburse-
e ment levels must be improved bat the.establishment of single levels or impdsing
o rother’ reimbursement requirements which apply only o one population group—low
‘ income childreri—can only encourage a two level system of health care. ..
I would now like to address several major areas of this legislation which we think
are of gi‘tcial impertance if in fact the program is to effectively make the changes -
+ which dre rideessary to make dgnu)i- care available to eligible children. -
. . . AN . - g
T : DENTAE WENLKFITS ° .- T
The Admifistration's proposal and the bill apprqved by the Finance Committee
... last year recognize the necessity for providing dental care to children by mandating
“this care as a medicaid benefit for low income children and by including dental care
.~ under CHAP. We arg pleased that neithet of the proposals weuld require » dental
Ca . screening prior torallowing a child to receive meeded dental care. As we haVe stated

.

the extent of neefl ig so predictable- among these poor childrén that an initial
e , scréening step is simply unnecessary and thepefore not cost effective. Direct referral + |
> to a dentist as provided in S. 1204 is" the ‘most effective manner for assuring the
5 *availability of necessary dental care for assessed children. * 0 .
: - We would urge that if the structure of the Fihanve Committee approveds bill of
last year is again followed by the Committes, direct referral to a dentist be included
+ as a CHAP requirement. The committee bill last year would have required the.
provision of routine dental care directly to eligible individuals or giving individuals
who have been assessed a list of dentists who are participating in‘the program. We
—firmly believe that all eligible, children should be assured of sgéing s dentist. This
“can be done through the direct provision of dental care by the assessing pmvid‘ér;or, -
*  .without significant burden on that provider, threugh direct referral to 2 participat- .
ing dentist. Without 'this em hasis of a specific referral we are concerned ‘that
potentially large numbers of e{i) ible children will not in fact get to the dental office. &

o If the structure proposed in the Administration’s bill is followed we strongly urge
* modification of (tyi\e dental provisions so that the state and fedmm.%itment 9
¥y the fame as for-other required health services. As currently written the Administra-
R tion bill appears to mandate referral to a dentist but includes no satibfactory
- enforcement authority or sanctions for those states whick’ d§,not fulfill the dental *

requirements. It is importuant tat dental care be included among all those health
o servides which must be provided under the legisiation and which are included-in the
e performance standards. formula which determines the extent of feder atching
) . assistance to the states. Withoyt a significant m ification in the current provisions

- the Administration’s proposal could result in no improvement whfatsoever, and per-

. haps a step buckward in the level of dental rare provided to low income gchildren.
We believe that the development of lists of participating dentists can help to

- reduce the administrative burdens fon providers who perform assessments. We -
would suggest th}:?t the lists be of deftists in the irea of the sssedsing provider and

<7 not of dentists in the whole state as r uired under 8. 1204. . r

FEDKRAL MATCHING ASBISTANCE e ‘

We favor the approach of last year's Finance Committee bill relating to the
federal level of matching assistance for care provided under CHAP. We believe it is
important that there be a significant increase in federal indéntives and that the '
increase be definite in gmount in order to allow the states to-appropriatety plan and * |
carry out this program. That bill meots both objectives. We would point out however .
that it is wnperative that the level df assistanc ‘provided to thé statésefor the.
provision of dental care under UHAP be at the ?ighcr matching rate in grder to
provide adéquate incentives to the states to carry out this d¢ntal aspect. '

t~ S 1204 on the other hand, would appear to give the stitds an indefinite commit-
' ment of matching sup rt b{med‘ugaon an after the fact evaluation of compliance
: with performance stung:?rds. It would seem to us that in order for the program to be-
o succeessful the sthtes should know with certainty from the outset the specific level
of matching funds that gvill be provided for. the services to be delivered, In other
N words, it is our opinion that bonuses or penalties based u;xmdpcrfarmance standards
should relate to administrojiee efficiencies or deficiencies and should not reduce the

funds available for the care heedy beneficiaries, ‘ :

We have noted that the Committee bill would not provide'the higher CHAP level

of federal matching gesistance fof dental care. As indicated previously mujor

\ -

we N -




. other covered servic

? with reasonable :accountability. We

statement in-the record and summarize it. Doctor,
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concern of the dental profession is that all medicaid children be.eligible for Yental
care whether of nat the have been’ assessed. However if this program is to be
“effectiye there must by a xleiir indication o the gtates that the federal government
is in fact cqmmitted he provision of dental care. This commitment is lacking
uniass the federal CH Fé(matching for dental’care is gt the same level as it is for
. We also would suggest that the federal matching for all
dental care provided to dligible children be at the'higher CHAP percentage with the

added requirement that each dentist inquire as to whether or not a child has been -
- assessed. It the child Ras ‘not been assessed the dentfst would so inform the state’

agency gThis approach would utilize an’ additional possible point of entry into the

| health chre system, the dentist, as 4 source for-assuring that eligible children
receive assessments. In addition, it will provide needed added emphasis on the
s admportance of dental care and should provide a’needed incentive- to the states to

ei:py out appropriate dental care progranis. ’ ‘ g

i
»

PROVIDER PARTICIPATION .

; ¢

;o v . ‘ o
p&g Successful implementation of the EPSDT prograln has been Rindered by the series

of burdens pladed upon practicters who are willing and able {o participate in the

program. One of these; of course is the gemerally inadequate level of reimhursement
provided under the miedicaid program in the various stutes. Another is the often

inordinate delay in receiving reimbursement. Added to these, of COUrse, are excesy

sive paper work and other questionable requirements. While all of these problems
cannot be eliminated, it ds in all of our best interesés and articulatly the interests

* of the beneficiaries that such burdens be kept«go the absolute minimum cansistent
I%e!ieve it 15 appropriate to include provisions

which seek to attract sufficient participating practitioners ta rendey the required

services particylarly through reasonablé reimbursement levels and prampt payment

requirements ) .

At the same time we suggest that there be very careful consideration or any
requirements which can become burdensomp on participating providers and upon
the states. Most practitiongrs who would provide assessments under this program
already make referrals as necessary and would not view this as a burden. %Assist-

ance such as providing a list of local gentists who participate in the program-to such

‘providers weuld help thHem cary aut this actity. In order for the program to be
successful some folloWw up activities also will be necessary. However, in developing
this'pm%{mm great care should be taken so that recordkeeping and similar require-

§ mens relating to follow up activities do not become so burdensome and so restrictive

" as to potentially reduce the number of providers whoewill be able”to purticipate,

‘In summary while both bills are well intended. the indefinite nature of many af
‘the major provision® of the Administration bill could result in a program which s

fo better and perhaps a step. backward from the curent  KPSDT program with

- respect to the provision of dental care for’poor childyen, We believe the Committee's -
¢ bill from last year, ‘with certain necessary_ chasfies, would establish ‘g nluch more

effective basis for a successful program td"mpluc‘v EPSDT. As a finul comment, |

wotlld emphasize agaip that the investment we can make in the children covered by

this legislation will bring them greatly iinproved health for their lifetimes and will
save untold milliong of dolars in health care costs in the futiire.

Mr Chairman, on behalf of the ADA [ wish to ix*rsonu“y thank vou and.the other

members of the Subcammittee for the very,

ent efforts your have made on
~behalf of this legislation. , )

Senator TaLMancs. The nexs witness is Dan Blumenthal of W.T.
Broaoks. Clinic, Departmant of Preventive Medicine and Community
‘Hgalth, and Department of Pediatrics, Emory University of School
of Medicine, Atlxanta:(}a. : . SR L.

Dr Blumenthal, T have read your statement in full and I notice
you gPe assoclated with the Emory University School of Medicine,
Grady Memorful Hospital, arid Fulton-County Health Department,
so you ought to know whereof you speak on this particular prob-
1&m. e N

I have read your statement in full. I am going to have to leave
momentarily’ for an important appointment. Senator Ribicoff will
chair in my absénce*‘- , ' . '

[ welcome you here as a congtitutent. You may insert your full

.
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.07 . STATEMENT' OF DAN BLUMENTHAL, MD. W. T. BROOKS
o CLINIC, DEPARFMENT. OF PRWENTIVE MEDICJNE AND CON-
L .MUNITY 'HEALTH, DEPARTMENT. OF PEDIMRICS, EMORY -,
o UNIVERSI®Y 'SCHOOL OF MEDICINE, ATLANTA, GA. .
S Dr- BLusMsNTHAL. Thank you, Senator Talmadge. I do appreciate
. .- the opportunXy to be here and testify on CHAP, which'is a pro-
h . gram. which Teope and. which I think will improve the preventive
* *  and early dete¥fion service we provid to léw-income children. - ‘o
- I thitg that foreventive services are really at the heart of pediat- -
rigs; th e serviges which can make an impact on health status
. and that Ty not an opportunity thgt we get very often. . T

. You ressed a.concern earlier with the.potential cost of this
) program. I would like to say that I think this-is one area in which
we can truly deliver cost effective service. It is an ares in which we. * -
_ can take some kids who héve not become productive members of -
* . society and turn them into people who wi]l be productive members®"
. of society, rather than ple who will be dependerit upon society.
. _ I think it is obvious that we can immunize thousands of kids
o . aghinst the polio, or screen thousands of kids for lead poisening, for -
| the cost of rehabilitating a:single child who falls victim to one L
%" these diseases. - . s, S
EPS™ has failed to delivey/the kinds of preventive service we
would Mke to have delivered/and it fids failed because of several
- . barriers which Mr. Schaeffer has alluded to previously, barriers o+ .

which stand between kids and the services we are trying to bring -

+

barriers include fragmentation of servige, both within the -
care-delivery system and without the health care delivery '
systen That is. EPSDT is one of many services we try to provide.
‘ people, including food stamps, title XX service and so
on. _ T .
. There is lack of continuity of providers in the EPSDT program.
, This. has béen pointed: out-by others. Children have no medical
v _ . home. There is a lack of physicians who accept medicaid and this
.has constituted -a barrier to‘providing service to Kids. o
.. * ' There is a lack of knowledge by eligible recipients of the services
that are available, and a lack of knowledge of the importance of-~
Tl ] hese services. S . . ’
I think Senate bill 1204 will Rercome many of these burriers. It
. is, I think, a good bill and should be passed. ‘
There -are a few ways in which it could be strengthened, and 1.
would like to mention those: . :
; , - - First, with.respect to providing/ continuity and eliminating. as"
§ : much as possible fragmentatidn, ould like to see the bill encour~
; ‘ age the provision of services thkough public eomprehensive care ‘
. ~ centers, neighborhood- health centdeg, BCHS facilities, public hospi-
tal satellite clinics, -and similar facilities, and 1 would like to en-
courage these over individual practitioners. ° .
: I thinkewe have heard it said several times today that individual
. ~ practitigners- are reluctant to take on the respensibility of coordi-
nating services. They, are certainfy not ablg to provide the kind of
_— comprehensive servicgs some of these public facilities can provide. I
.~ ¢ -think that this kind of reluctance- will perpetuate the fragmenta-

o g
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“tion we ha‘ge now if these individual’ practitioners become LHAP
. providers.

‘In thase éa‘ in whi\‘ch uiﬁwndual practitioners arg wﬂhng to

tdke on. that reeponmbxhty, are clearly able to demonstrate they
can do that, I would be in- favor of thoge practitioners becoming
part' of the program. )

Second, | would like to see the encouragement of public health
departments which currently providg EPSDT screening services to
* become- primary care providérs. I t ink thls will help” allevxate
shor'tages of providers jn rural areasg

nd, again, will helgincrease
. ,continuity and comprehensiveness where we can encour ealth :

‘departments to take ori this role. *
Third, I am very, mucll in favor qf. pr Ar ion’ of outreach services.
I think that should be strgnigthened.-A%I read-the bill, the oat-

reach services specified dg not mtlude outreach with tespect to

foilowup Outreach services are intended under the bill. only to
reeruit kids into the program. I would like to see outreach” wer

also play a role in inguring that the children receive followup are.
I.would like to see outreach services provided as much as: possx- '

ble through community groups.'I think these nonprofit community.

organizations have shown the ability to provide effective outreach

service. ,
Senator RIBICOFF. Have ﬂgx haﬂ ixperience with these coni'mu'ni—
ty groups in your,work? ) ' ' /

Dr'BLuMENTHAL. Yes, | have. * e

Senatur Risicorr. How do you dpprmse their abxhty to dd-the .

responsibility on the shoulders & a docto

owup ‘work that a doctmﬂgﬂj require instead of placing this
Dr. BuuMenTHAL. I think community groups have that capabili-

ty. I think that many community groups have demonstrated excel- -
* lent ability to do that. I think it works best for the community

group that is affiligted with the provider of services; that is, where
you have a health center,with a community board, if it is also
responsible for the outreach that becomes a eommumty a(‘txvxty
rather than a professional activity.

Senator Risicorr. Would you rather have outredéh be the respon-
sibility of voluntary,agencies- rathez than-a State welfare agency?

Dr. BLuMmeENTHAL: When ypu say ‘‘voluntary agency,” I think of

something like the Cancer Society or the Ameritan Heart Associ-
ation or something gike that.. That is not what I had in mind.
Senator RIBICOFE.

groups appearing here. .aim looking at the list here: The American

Speech, Language, Hearing Epilepsy, National Asseciation of Re--

tax‘d(,d Children, Easteg Seal, National Autistic (/erebral Palsy, a
" riumber of these orgammtmné‘;.s

Dr. BuuMeNTHAL. That is nofithe sort of communjgy oﬁ{ammtmn
I hd(i in mind. Those dre »é“ry dxseabe«epeuﬁc_ organizations and

tion.

I was‘thmkmg more of the kind of prganization that xs\&gpreqent—
»d in my area. Atlanta has reached out and has grassroots area
blocks on- many levels. I would like to see. these local, broad-based

‘community organizations bexinvolved in followup and in outreach.

a

.h“.“\

r, Easter Seal. There are representative

using them in followup” wou i&f*sun in perhaps g:eater fragmenta- -
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These are. organizations which ‘involve the people to ‘whom the"
service is supposed to be provided. ’ R
" The. Easter Seal Foundation is not an organization of poor"
people, and CHAP is a program which is intended to- reach poor
people. This is not & knock ort the Easter Seal program.
Senator Risicorr.” Wotuild you bie willing to sggpl the committee
" Dr. BLUMENTHAL. Definitely. - A
- [The information tcg be furnished follows:] * . . ‘
Typis oF Cmnmmn: ORGANIZATISN‘S THAg dem Provipk QUTREACH SERVICES
o : . NDER CHAP . .

E "1 Community Bosards.—Most federaﬂf—s nsored facilities are gdvemed by com-

munity boards or community corperations. ere properly constifuted, these
represent the pppulation served by the facility. nderally-sponsored comprehensive-
factilities are pften ideally suitetl tb become CHAP continuing care pmyiders;

¥

and their sporisdring boards or corporations are ideally suited to providg outreach.

»

‘The board should hire outreach workers from the community whose children are to

be served b&%{&P In this way, outreach services will be closely linked to medical
gervices. R . . - g
2 CAP Agencies.—Most cities-and many rural areas have Community Action
Programis which are supported by a grass-roots community strucure. In Atants, the
agency is known as Economic Ogportunity Atlanta, and it is supported by a struc-
ture which reaches the neighborhood level through Area Block Clubs. These ageny
cies have a long history of working in low-income communities, and could in many ,
cases do an excellent job of providing,outreach for CHAP. ;
J. Other organizations 6f low-income people.—Tenants’ associations, -neighborhood
organizations, Welfare Rights Organizations, and other “free-standing” .community
organizations are in close fouch with the population CHAP is intended to serve and

~could provide effective outreach. -~

. . . 5 )
"4 Aduvocady Groups.—In Georgia, the Georgia Citizens' Coalition on Hunger is &
group which has provided effective food stamp outreach. Similar _organ'mations could

" provide oufreach for CHAP. . N

Dr. BLUMENTHAL. I did have one more point I wanted to make as

" a recommendatlon, and that is, the eligibilty ceilirg should be

raised. -

I think 55 percent of, poverty is very low. I think particularly
with respect to pregpaflt women who are-often not eligible for -
medicaid until after delivery, that the 'eiigi;ibility ceiling should be -
raised so these women can receive prenatal care under the auspices -
of this program. . o

Senajor DURENBERGER. I take it, Doctor, what you are talking
about, in terms of outreach, is geared more to yme of these organi-
zations that are. working with the poor and disadvantaged, for’
example, Model Cities programs in urban areas, than trying to deal
with %o’w to meet housing, help with educational and-transporta-
tionr needs? o o ' C

" . Dr. BLUMENTHAL. [ thinkxtﬂe ﬁn'eét example I an‘x‘ familiar with,
- gecondhand, is’a group called “Operation Life” in Nevada—I think

Las Vegas, perhaps Reno—that assumed control of the EPSDT
program there that-was previously being run by the medical soci-

"ety, and the medical society was reacMing only a small perce'nta%e

of the eligible children. When the community group welfare moth-
ers took over as the sponsors of the program, almost all the chil-
dren.were reached. ‘ .

I think this is'a function of communty trust and involvement in

_the grganization that is providing the outreach, and an understand- |

ing by the organization of the people they are trying to reach.
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". Senator, DUrENBERGER. Now, | am getting confused as to your, °

“definition of “outreach.” T what degres could the organizations

that Senator Ribicoff has been suggesting be more involved, actual- "
‘ly proyided services other thah identifying people in need and then

' identiféz_ic}g, as you and others put it, medical homes for these

people PR S . & ) . '

Wr. BLUMENTHAL. 1tenvision an Organization using community
workers whe- live in the ‘neighboghoods involved, ‘who reach the
people in those neighborhoods that have eligible children, who
explain the program to them, éxplain_the importance of thb pro-
gram-and help them get their kids to the place wheresthe program
is. being provided:. Then if problems are discovered in%he course of

_ the screening, problems @hat .are going to require referral else-

. » where, or will require the involvement of other agencies or pro-'
gramspthesé community workers would- again act as the patient's
advo&ﬁ&e and make sure he or she got pluggewcise programs or .
services. , Lo .
. -Senator DURENBERGER. We are takingajt through the screening
problem when you miove beyond eare? -

Dr. BrymeNnTHAL. Right; that is why | say outreach should not
just be involved in recruiting kids, but also followup, making sure
the kids got treated for problems that were discovered. i

Sengtar DurRenNBerGER. | was happy to, see your reference to -
HMO's, but do we'have other ways in the private sector as well as -
public sector, do we have very adequate medical homes outside of
private practitioners in most areas of the country’ : .

Dr. BrumenTtHAL. My ‘concern hgre is that there are facilities,
suth as my own, that have developed a lot of experience in caring:
for the poor. We understand it is important to be able to certify
kids for WIC when they are seen for their ¢heckup. It may be
important to -provide transportation. It is important: to have a
social worker or other trained person on hand who can very active-
ly cobrdinate the other services, not all of which are medical, that,

. the child is going to need. : _ e o

"~ Private practitioners who deal with middle class kids don’t have
that experience, don't have those kinds of people on hand. T have
heard it said here several times, they are not very gnxious to take
on the responsibility of coordinating thHese activities. -

So I am saying, if the private practitioners don't want this re-- -
sponsibility, [ don't'want to push it on them; I don't think they will
do a very good job of it if we compel them to take on this responsi-
bility; and I am afraid we will again have fragmentation and poor
followup, and we will have kids not getting services they require.
So that ‘is why I am saying we should eficourage those facilities

. that can. provide comprehensive service, where those facilities are
available, as providers of CHAP services. To be sure, there.are
rural areas and other areas where there are only individual private .-
pructitioners, and I think we should encourage those private practi;

_ tioners to attempt to provide the services that are needed, and we

» should also encourage the Bureau of Community Health Services

~to establish new projects in areas{whgre such services are lacking.

Senator DUrReNBERGER. What 1 heard was—to make it more at-
tractive for the financial provider,-he can meet the demands placed

* on him by EPSDT or some other program—what I heard you say is ..

.
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‘that theresare other services beyond just the kinds gf health care
N service that would be provided by the physician that are important -
? " to the child health care particularly? . g S -
Dr. BLUMENTHAL. Absolutely. I think health care is much more , .
¢ than medical eare. I.think low-income kids are particularly in n L

*  of the whole spectrum of services that encompass health ‘care, and O
I think it is important that CHAP pe able to get the’kids plugged L
- «into the services they need. Cor . ‘ : '
- Senator DURENBERGER. Thank you. L ! T
-+ Senator RissicoFr.'Thank you. - - , : RN :
[Prepared statement of Dr. Blumenthal follows:] - = - AR
. o . StATeMaNT o Dantir S. BruMminTtHAL, M.D, A‘n.AN'x:A, GA. E f

' Mr. Chairman asxm;i members of the committee; I am Daniel S. Blumenthal, M.D., |
a practicing pediatrician. I am on the faculty of the Departments of, Predentive
‘Medicine and Community Health and Pediatrics at the Emory University School of .-
g(edicu'ne. and am medical coordinator at & Grady. Memorial Hospital and Fulton

'odnty Health Department satellite clinic which provides primary care to a low-
incomne population. However, I am not representing any of tieﬁe institutions toddy, —
o " and my opinions do not necessarily reflect those of Emary University, Grady Memo- -
') rial Hospital, or the Fulton County Health Departrhent. o C

: I will not review :here the statistics and indices of health wtatus which demon-

. strate that low-income children in the Upited States often do not receive adequate

" health care. I will, however, point out that éhildren are our most valuable resources,

a resource which we as a society have an ?bliga'tion to protect. ‘
"~ We bave not protected this resource sufficiently, despite programs such as Medic- .
aid and its EPS%T component. EPSDT was designed to provide preventive services =
for low-income children and to detect problems in their garly and treatable stages.
Yet, of some 12 million children eligible for these services under EPSDT, only abeut
a tédarter have actually receivegd them. Of these children screened and found to need
referral for treatment. only about 60 percent have, in fact, been treated.
The Congress is now considering & CHAP bill which would extend preventive and
diagnosiic services to many additional children. Yet, unless it corrects the defects
which have led to the fsijure of the EPSDT program, the enrollment of additional
- children will only mean additional undelivered services. ) :
‘ " EPSDT has been unsuccessful because of the barriers which stand between eligl-
dle children and access to the proggam. Among these barriers are:

'1. Fragmentation of services.to the poor. EPSDT is one of a vast array of i
disconnected programs upon which the poor depend fgr survival. These programs ;
include AFDC, food stamps, WIC, CAP agency services, Title XX services, Medicaid,
Medicare, etc. The EPSDT program itself is fragmented: a single screening per-

e formed by one provider may result in several referrdls to several specialized provid-

<+ ers of treatment services. The need to negotiate this labyrinth clearly represents a
barrier to obtaining any given service, particularly.a service, such as preventive
health care, which does not.meet an immediate and pressing need. ,

2 TLack?of continuity in health care. The EPSDT program as established in

Georgip and in ‘raany other states does not allow"a chi d to secure a medical

. home." Preventive services are provided by the health department; treatment
services are providedsby any nuinber of private and public sources-of care. The lack
of opportunity for the fumi{y to establish a relationship with a single primary care
provider discourages use of the system. ) : :

3. Absence of participating..providers. Many physicians still refuse to accept
Medicaid; this is particularly a problem in rural areas, where there are no altebaa- ..
tive sources of care. Screening is obviously uselegs if treatment:for any problems’ . "
discovered is unavailabla, : _ ‘ S .

. 4 Lack of knowledge and understanding of the program. Many low-income par-
e . ents are unaware of the importance ©f preventive healtk care; others are simply”
" unaware of the EPSDT prggram and its provisions. - -

The administration's CHAP bill goes far toward alleviating most of these barriers.
1t is overajl a good bill, und, I would urge its passage. I have however, several
suggestions which 1 feel would strengthen it

1. CHHAY attempts to alleviate the barriers of fragmentation and lack of eontinu-
ity by providing for “continuing care providers” who will contract with the state to
provide both preventive and treatment services. However, it must be recognized
that some providers are more continuous than others. In general, individual private
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prac,tztmners are not able to provide or coordmage the range of&c\mfaﬁ that low- L
Income patients require. While.they provide narrowly-defined medical services at a
_single location, they do not usually relate to the many ether services that cle}zr}y
“impact on the health of the poor. The public secter, on the other hand, often’
provides social services, WIC certification, trangportatijon, uutreach efc., as a uni- .
fied, or at least coordiriated, service.

CHAP should- therefore encourage the use Sﬁ;exghﬁmrhmd health centers, BCHS
facilities, public hospital satellite clinics and the like as continuing care providers
wherv these are availablee In the privise sector, the use of HMQs should be encour-

s

» aged because of their relative comprehensiveness and cost-effectivenegs. The use of

‘individual private practitioners should be discouraged except for these practic-

tioners who can demonstrate the abxhty to provide comprehensive services. The

becremry Sf IEW should set standards in this regard, much as the admzmstratmn

bill requires.the Secretary to set standards for mental health servicés. Exceptions,

of ceurse, would have to be made for locules (particularly rural) where no sources of

contiprehensive care exist. . €
2 Similarly, health de rtments wh:eh now pgovide screening under EP%DT

'shuuld be encouraged to develop complete primalty c¢are services and become con-

tinuing care providers under (‘HAP This wxll at least partmliy alleviate the lack of
providers in many ureas.

3. Outreach is very important m tegching low-income: parents the importance of e
preventive health care and informing them about’ the avmiabledpmgmmq S. 1204y
specifies that outreach services must be available to bring children into the pro-
grarh; it should also mandate outreach services n insuring adequate follow-up.

Moreover, it has been shown that outreach.is most effective when done by a lqcal
community organization. CHAP qhou!d encourage the provision.of outreach services
through approved npnprofit-community-based organizatidns.

4. C HAS will male more children and pregnant women. eligible than did EPSDT,
but many uf those, most. ‘™ need of services may still be omitted. The proposed
ceiling of 55 percent of poverty is clearly too”low. This is parmula true with
respect to pregnant women, who may not qualify for Medicaid until after delivery
and who are facing a relatzve!y large medical expense. .

The administration bill should be particularly commeéuded for its melusmn of -
mental health services in its program. With the decline of infectious disease as the
most important part of pediatrics, behavioral problems and emotional disturbances .
have become more' significant. Upwrage for these problems should be included in-
auy child health plan.

JAgain, T would encourage you to strengthen the Child Health Assurance Plan and
vofe its passage. 1t iy clearly a move in the right direction. CHAP can be 2 success,
but it must be more than simply an enlarged EPSDT. .

Senator Ripicorr. Qur final thne%s is James T. Speight.

STATFMEN’I OF JAMES T. HPFI(:H’I EXECUTIVE l)IRF(‘T()R ‘
EAST OF THE RIVER HEALTH ASSOCIATION. ON BEHALF OF
THE NATIONAL ASSOCIATION OF COMMUNITY 'HEALTH CEN-
TERS, INC. y

Mr. SeeigaT. Mr. Chairman, committee members, I am James T.

ty Health Center, located in Washington, D.C. .

" I have been *@ked to testify on behalf of Mr. Louis Garcia, who is
president of the National Association of (/ommumty Health
Centers.

We are very happy to have this opportumty to represent this
organizatipn before you, and ive urge your support agd quick-action {
on the thd health assurance program, referred to as CHAP. T

On bahalf of the National Association of Community Health L
Centers, I would like to spend & brief moment describing the orga- =" .
nizafion. It represents. over 600 commumty-bdsed ambulatory

derserved populations.

I believe most of you are aware that we are an organized health
care setting for b mxlhon peup{e who reside m/(lrbanland rural ‘
) 2 .
3
) ) ’ o .
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‘ arbas. The quality of care arid effectiveness of this. program is well
: / documented by current data we have submitted to the committee
" previously, and I would like to point out most centers have demon-
J ¥ strated capacity to meet at least the 90 percent immunization fou
their patient care populgtion. ) ; .
Mr. Chairman, we support the administration’s version of CHAP,
"H.R. 4053, but would suggest-some modifications: - : .
Eligibility: The national CHAP income standard should be set at
- tworthirds of the nonfarm official poverty line, as defined by OMB,
and revised annually in accordance with section” 624 of the Eco-
" nomic Opportunity Act: One of the biggest problems with medicaid
. . from its inception was that it, did not cover a]l needy people unless
they were categorically qualified. Even at 66 percen¥ of the poverty
~ level, a famjly income qf$4,800 is very low, if not total poverty, in’
, today’s market and mapy areas. . ; _
e ~ Services: We strongly support the administration’s provision
which makes the expanded package of serviceg available to all
medicaid-eligible children, regardless of whether or pot they have
received a ‘health assessment. . - T
. . But CHAP should include, at a minimum, coverage of all needed
( ambulatory care, including outpatient mental heglth services, for
., CHAP-eligible children without limitations on,the amount, dura- ’
S tion or scope of services. o : ' : . -
Dental services: Routine denfal care should certainly be a re-
quired service to include at & mininfum diagnostie, preventive,
restoration, and emergency dental services. -’
CHAP providers should be required by written agreement either
to provide routine dental care or provide direct referral and case
management’ for dental services to assure treatment is received:
- " Provider definition: It should be clearly stated that CHAP pro-
viders shall include, “Community and Migrant Health' Centers,
Rural Health Clinics, HMO's, Indian Health Services Clinics, Ma-
* ternal and Infant Care projects and Children and Youth projects.”
No State should be 'able to exclude these Federal programs which
clearly were intended to provide access to this’ population group.
Clearcut discrimination against these programs as experienced in
the past, cannot be allowed. } : :
: Ongoing care providers: A-special category should be created for
../ .“Ongoing care providers,” ‘who agree to take the responsibility for -
both the assessment, cqontinuing care and case management of |
CHAP children. v » : , .
These providers should be required to sign a written agreement
for each child under hig care in which he agrees to provide preven- .
tive and general acute’medical care to the child as needed. The -
ongoing primary care provider would be responsible for notifying
' patients and making appointments for all assessment, followup
- visits, and referrals as-a result of the agreement to serve as a
_ source of ongoing-care.. The provider is responsible for notifying the - -
" .~ ‘medicaid agency if the child is no longer under care and the case,
* management functions for that child then revert to the State.
K e Incentives for ongoing care providers: As an incentive to encour-
' age providers to agree to serve as an ‘ongoing source of preventive
- and primary care to CHAP children, the Secretary of HEW should
be given the authority to mandate the types and levels of reim-

: * 3
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‘bursement that must be offered to the ongoing care prmnder for

continuing care and case management services. These ongothg care

reimbursemernt levels could be uniform nationally or varied by

State or regiopal jurisdictions. Reimbursement could be determined

- by a fee schedule for preventive and ongoing services, ;an all-inclu-

sive rate for. preventive services, ad3usted by age; apr’ all-inclusive

‘rate for ambulatory services; or some combination.:

- The reimbursement arrangements and levels woulg be deter-
riined-by the Secretary in regulatmns 2 ’
States may use a prospective, capitation rate to rexmburse on-

going care providers, or may submit alternative payment arrarge-

ment to the Secretary for approval.
Providers would be required to submit 1temlzed bills for each

patient contact; howewer, ongoing care payments could be made bn-

periadic basis, with a higher. final payment at the end of a com-

- plete series of assessment visits within a year.

Continuation of eligibility: The bill should requxre that chxldren
- who have becomé eligible under the program remain eligible for 6
months foliowmg the point at which the individual or his'family
- become ineligible because of irtcreased income from employment.

Not only would this be better for continuity of care §gt the -

patient but also it would reduce administrative burdens forthose
families who continually go on and’ off qua]xﬁcatxon because of
temporary, seasonal or marginal employment.

Outreach: We recommend including in any CHAP bill the provi-

sion in H.R. 2461 which reguires States to earmark a portmn of the .

program budget for outreach services.

~If this program is to succeed, you must reco ize the importance
of outreach and provide ddequate funding to dothe job, both case
finding and followup. The higher Federal match for outreach serv-
ices~is important; however, the availability of Federal funds does
not lead State institute ‘effective outreach programs. Since each
child broughe into the program represents an. expenditure for the
State. it is not in the State’s financial interest, déspite higher
Federal reimbursement rates, to bring additional children into the
program.

. Further, CHAP should require States to develop outreach pro-
grams emphasizing the use of organizations located in the target
community.

CHAP must also build in ways of shifting outreach activities
away from the-heavy reliance on wdfare agencies. It should pro-
mote the use of community organizations and health centers which
employ tmmed pdraprofesqxondls who are from the target commu-
nity.

TA

" shifted awgy from a heavy reliance on welfare?

. Mr. Sredsur. Primarily because of the- way that the agencies

tend to be viewed. They tend to be viewed—while they may help
some pe*ople~a.s regwators or enforcers, and what you are talking
about is health care whxch is personal and tends to be treated
personally, when you talk about ‘{))emg able to influence a person to

obtain service even if the servme i1s not in 5our particular commu-

_nity or health center.
. ~

Senator Rieicorr. Why do you state that Outreach shoul‘d be

-
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. Senator Risicorr. Would parents be reluctant to send, their chil- *
- dren for this care if it were understood that thes»are under the
control of welfare agencies? - ' o -

Mr. SpricuT. You are not talking about public health clinics
when you make that quéstion,are you? Dd you have reference to
public health clinics? . R

Senatgr Risicorr. No.- You say that welfare agencies are enforc-
ers and that many would be reluctant to use services from them. Is-
that what you are saying? ... * ' : . o '

Mr. SegicHT. Right. The staff from welfare departrents, while
‘some may have personal contacts and be able to persuade some
individuals, generally they are viewed as enforcers 'or people who
ride herd on_you to determine when your eligibility ends. T

It goes back.to the man in the house rules and all those things.
So they oftentimes are not very persuasive outreach types to get
_people to come in and use a particuldr service such a8 this patient
is suspicious. . - ) . -

Senator Risicorr. Will you give me examples of what you consid-
er to be the types of community organization which ‘would be able
to do this task? Give me some examples. : T ’

Mr. SpriGHT. There are several types: First, I would like to start
with the community health centers. They are organized in a fash-
ion that lends themselves to this kind of activity. There are com-
munity action agencies (primarily funded by the Community Serv-
ices Administration), sometimes referred to as neighborhood devel-
opment programs, that have been set up in various communities,
and these people operate at grassroots levels. They are good at this
kind of outreach. Voluntary service agencies, some are often
funded through United Way. Those out of that category of volun-
teer service agencies best suited for outreach tend to be the ones
that are community or neighborhood bhased, and/or in the target
area. . . : : - . .

‘So these organizations are the kind that tend to make the great-
est impact in outreach. ' ‘

Senator Risicorr. Do you confine youf recommendations to com-
munity orguanizations that are not publicly fundeds or would you
include publicly funded community organizations as well?

M. SpricuT. Yes; community organizations that are not publicly
funded. There are community organizations that tend to be viewed "
as quasipublic, that is, they are outreach programs that were set
up through -for example-~the Community Services Administra-
tion, and some through HUD when they were doing model cities
activity. These quasipublic organizations that have heavy involve
ment-on-the part of the target area cfMhmunity tend to be able to
do this kind of butreach effectively. o .

Senator Risicorr. Would vou give us a sampling of hoth types of

“organizations that you think could do this vutreach task and do it
well? T don't expect vou to go through the whole country,but a few
samples of*both types of agencies throughout the country. ‘

Mr SericoHt, You want me to name specific—-—

Senator Risigorr. Not now, but provide it for the record.

Mr. Sertcrr. L will be happy to do that. o /-

{The information requestéd followss} v - '

t -
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- 4D Oommumty Health Centers, (29-Community Action Agencxes (gmanly estab-
* lished by CSA and HUD), (8) Settlement Houses, (4) Day tions, (5) Local

Boys Clube, (6) Boy_Scouts and Girl Scout.s {local), and () 4H Cles and New.
Farmer¥ of America.’

It iy important that the focus be ondocal organizations mstead of namm&l eoum

terparty as this a%emach would be more cost effective and productive.
Choices should be dependent upon what is svaxlahle in local communities. .. -

Senator DURENBERGER. Two questions: ¢ i

I see you drew the line on mental health semc& for outpaments )

Was that done deliberately?

. SpeiGHT. In part. We are promoting outpatients. That -}s not"

- to say that the inpatient.may not be~needed, but most of our group

felt it we dt a minimum could deal with outpatients—particularly -

since we are talking about children—we might head off a great
need for inpatient serf ce in t.he later ages; young adults or ﬂxe
teenage bracket. -

Senator Du gERGER It is not to say' inpatient services are nat

‘ﬂneededancf ad by the podr?

Mr. SeeiduT. No. By. no means, that was net to suggest -that
inpatien \gg_i‘vmes are not needed by the poor. We do see today—
. not on this day, but in today’s time—in some of our recent -meef-

ings where commumty health centers have congregated, we see the

~ need increasing for outpatient Service ;in mental health, and I
. think we all know - ‘someg of the reasons why, but it seems to be
increasing dramgtically.

_.Senator DUureNBERGER. From bhe issue of i income ehg'xbxhty, what
would you think of a sliding scalewf copayments?

Mr. SpricHT. Now, with regard to the sliding scale, practically all
the community health centers do use a sliding s®le, or we provide
" the service free. If you are talking about copayment, you mean the
patient pays the difference, and to that extent we do use the
sliding fee scale and we use CSA department guxdehnes to develop*
that scale.

Community health centers do charge those patients who can pay
according to family income as measured by the CSA poverty index.’
Those whose income is above the povertir level but- below twice the
poverty level pay on the basis of a sliding fee:

&
-

We try to keep that up to date, so the patient pays somethmg if

- _they are able, but that it is not a deterrent to receiving the care.

Mr. VaN CoverbeN. I am acting executive director of the Nation- -

al Association of Community Health Centers.

We suggest that a sliding fee may be imposed to families above
66 percent of the poverty level, but not below that.

Senator DUurReNBERGER. You cut it off at 66 percent? -

- Mr. VAN COVERDEN. At whatever point. there mxght be no copay-
ment required.

Senator DURENBERGER. I am- Just wondering- about the conce,g; of
the use of a copayment, will that discourage people or not? Judging
from what you say, the other service is being. rendered by - the
commumty health centers. It does not neécessarily dxscnurage par-
ticipation m-the program?

;' Mr. SeriguT. No. It does not. Those centers that’ admmxster this
sliding fee scale tend to get pretty good response from it. Basically,

'_people are willing to make some contribution to obtam services and
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- would™ like to be able to-pay for all the services. That_is the
experience we have had. Rt
“We.want to be sure the sliding fee scade-or any copayment is not
a barrier to treating the kid. .~ . o« .
Senator Risicorr. Thank you very much. - o
. X’P}_xe prepared statement of Mr. Speight follows:] ‘

- - STATEMENT oF JanEs T. Semieit, ExgcuTive DIRECTOR, Bast of ™ River CoMMU-
07 U nrry Heaurh CENTRR, - ON BEHALF oF Lotns S, GARcia, PRESIDENT, NATIONAL '~
o : :

Q.

. AbsotiaTroN oF COMMUNITY HeALTH CRyTRRS - -7
. Mr. Chairman, my name is James T. Speight. I am Executive Dirdctor of the East
S ol the River Health Center here in Washington, D.C. - ’ :
e v 7. 1.am here today to'urge yaur su&port and quick’ action on the Child Heslth
L Assurance program, referred to as CHAP. ' Co

) On behalf of .the National Association of Community Health Centers, which
| - represents over 600 community-based ambulatory health programs.providing health
“services to medically underserved populations, f would urge your support and imme-
© .. .diate action on this important legislation. - - T v ? oo
% BTN 1 beliéve most of you are aware of the Community and Migrant Health Center
' Programs. Currently, there are 824 centers providing pfimary health servites ip an » »
organized setting to five million people who rgside in urban and rural medically -
‘ ~ underserved areas. . D T o .
T "The guality of care and effectiveness of these. pm?rams is well documented by .-
‘ “eurrent data. For example, most centers ure in compliance with mdicators that 90
percent of all children served by a center are completely immunized, Centery are:

required to screen children for vision and hearing. The health cénfers have been . S

e : shown to-reduce hospitalization in areas they serve.-bﬁ 28-34 percent, ’ despite~,
N substantial federal and state reporting requirements hdve uced nistrative
Y costs to 22.percent.of total operating coets. The annualized cost per pemg served
— last year at a Community Headth Center was $157 which compgres to & cog of $298.
per capita costs for comparable services for all US. patients. - ™ L
Mr. Chairman, we ere fully supportive of the A inistration’s’ version of CHAP,”
H.R. 4053, but would suggest some modification:” R T
. EHgibility.—The national CHAP income standard should be sef at two-thirds of
A pthe non-farm offi¢ial poverty line, as defined by OMB, and revised annually in
‘ acdordance with section 624 of the Economic O portunity Act. SRR '
| One of the biggest problems with Medicaid from its inception was that it did fot
_cover all needy people unless they were categorically qualified. Even a /6 percent
of the poverty lgvel, a family income of $4.800 is very low, if not total poverty in
todays mgxrket and many areas. -7 ’ . . . -
Servicen. —We strongly support the Administration’s provision which makes the
expanded package of services available to all Medicaid-eligible children, dless -
of whether or not they have received a héalth assessment. T
But CHAFP should include, at a ¢ tinimum, coverage of all needed ambulatory caffe’
(including outpatient mental heaith services) for CHAP-eligible children without .
limitations on the amount, duration, or scope of services: ' "
" Dental services.—Routine den(@?c‘:are should certainly be a required service to
* include at a minimum diagnostic, preventive, restoration, %nd emeigency dental
services. « ‘ . , .
CHAP providers. should be required by written agreement either fo provide rou-
_tine dental care or provide direct referral and case_management for:dental services
) <0 desure treatment is received. LT

o © Provider definition—It should be clearly stafed that CHAP p:bviders shall in.. '

 clude “Community and Migrant Health Centers, Rural Heaith Clinics, HMOs,
. ‘Indian Health Services Clinics, Maternal and:Infant Care Projects, and Childrén
- ‘wnd Youth Projects.” No state should be able to exclude these federal programs
; which clearly. were intended to provide access to this population group. Clear<ut
S discrimimation agsdinst these programs as experiénced in the past cannot be allowed.
~ ¥ On-going care. providers.—A special category should be created for on-going care
' providers who agree to take the responsibility for both the assessment, ¢ontimuing~
caro and case management of CHAP children. These providers should be required to
sign a written agreement for- each child under hig care in which he agrees to
+ provide preventive and general acute medical care to. the child as needed. The
> ongoing primary care provider would be -responsible for notifying patients and
making appointments for all assesstnent, followup visits, and referrals as o result of
the agreemert to serve as a sdurce of ongoing care. The provider is responsible for -
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notifying the Medicaid agency if the child is no longer under care and the case > '

management functions for that child then reveit to the State,

Incentives for ongoing care providers.—As an incentive to encourage providers ta,
agree to serve as an onﬁoinf source of preventive and primary care to CHAR
children, the Secretary of HEW should be given the authority to mandate the types
and levels of reimbursement that must be offered to the ongoing care providey for
continbing care and case management services.

- These ongoing care reimbursement levels could be uniform nationally or varied
by State -or regional jurisdidtions. Reimbursement could be determined by a fee

schedule for preventive and ongoing services; an all-inclusive rate for preventive ..
services, adjusted by ape; an all-inclusive rate for ambulatory services; or Sefig
combination. The reimbursement arrangements and levels would be detern)lned'hy :

the Secretary in regulation. = N : .
States may use a prospective, capitation. rate to reimburse ongoing care providers

or may submit alternative payment agyrangements to the Secretary for approval. >

Providers would be required to submit itemized bills for each patient, congact.
However, ongoing care payments could be miade on a perjodic basis, with a higher
final payment it the end of n complete series-of assessment visits within & year.

Continuation of eligibility —The bill should require that children who iave'
become etigible under the program remain eligible for six months following the
point at which the individual or his family become ineligible becuuse of increased
income from employment, o ‘

" .Not only would this be better for continuity of care for the patient, but it would

reduce administrative burdens for those families who continually go on 8nd. off

qualification because of temporary, seasonal, or marginal employment. o
Outreach. —We recommend including in any CHAP bill the provision in H.R. 2461

© which requires Stites to earmpark a portion of the program budget for outreach
h P ,

e

services.

- If this program is tJ succeed, you must i‘ecogn'fzo the importance fmlztreachyand '
provide adequate funding to do thé job. both case finding and follow-up. The higher -
federal- match for outreach services is important. However, the availability of feder-

af funds does fot lead States to institute effective outreach programs’ Since each
.child brought imte+he program represerits an expenditure for the State, it is not the

State's financial interest, despite higher federal reimbursement rates, to bring addi- -

tionél children into the program. ‘

Further, CHAP should require States to develop outreach programs emphasizing.
the use of organizations located in the target community. .
- CHAP must also’build-in ways of shifting outreach activities’away from the Reavy
réliance on welfare agehcies. It should promote the use of community organizations
and health ceptérs which employ trained para-professionals whu are from the target
rommupity.’ . : p o :

Mr. Ghairman, there arfe a number of other key issues which need to be ad-

-~

dressed. such as financing and, performange standards, but we do not have the time

here. -

- - ‘r . - .
. cAgaing 1 othank you for this apportunity and urge your consideration of our

»

~

reécommendations. [ would be pleased ta respond to any questions. ;
_ Thank you. ot B . :
- Senator Risicorr. On behalf of Senator Baucus, I ask unanimous
consent that his statement be placed inethe hearing record at the
beginning of these hearings. e, : '
~« I want to take this opportunity on behalf of ‘Senator Talmadge
and the committee to thank the excellent panel of witnesses-that
we have today who have testified on behalf of this most important
piece of legislatian, e SR ‘
~~This concludes the hearing and’ the comumittee ‘willg stand ad-
journed. : " oL ‘

[Whereupon, at 4:40 p,m. thevhearing was concluded. ]

{ By direction.of the chairman the following communitations were
made a part E)f' the hearing record:] ©

TESTIMONY OF THE AMERICAN UOLLEGE OF QBSTETRICIANS AND GYNECOLOGISTS o

: . . :

The American’ College of Obstetricians and Gynecologists commends the Finange*
Commmittee for its r&'c?gnitinn pf 8 need, and support for efforts to provide compre-
hensive hoealidy care td jow-income children and low-income eligible women. Current-

N ‘ ' )
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ly, federal progriuns designed Lo support health services for this population are
fragmented and poorly coordinafed at both the Federal pnd State level as has been
documented by recent Congressional- investigation. Congress addressed this. issue
~and successfully moved through legislation to establish the -Splect Panel for the

T Promotion of Child Health which was realized by enactment into P:L. 85-626- We

applaud this action-und look forward to the Panel meeting its goal of developiong a

national policy’ for the heatth care of mothers and children which will serve to
dissemble and eliminate overlap and administrative duplication among federal pro-

SErgms.c o

- During this Congress' considerition of Jthe Child Health Assurance Program
(CHAP) proposals submitted” thus fur, the American College of ‘Obsgetrician_s and
Gynecologists strongly feels that this streamlining process can begin before the
tompletion of the Select Pinel's task. - . ’

Amony the Federal programs created “to improve the health of this nation’s
women and children, the Title Y Maternal and Child Health Program stands out as
the first effort to attend to these needs by inptiating; at the state level, a distinct
administratives unit. to promote the health of the maternal and child population.
(Tearly, the mandated intent of Title V, when it was enacted in the original Social
Security Art, 'was to provide grants to States for planning, assessment, and coordi:
nation of the existing health services resources present at the community, county
and state level. To assure this function, each state was required to submit a state-
wide, plan defongtrating the state's commitment and attention to all of the above
concerns. Congress éxtended the mandute: of Title V and in the 1960's authorized
additional “nontes for development of special projects to address maternity and
ipfant care, the health of school-age and preschool children, as well as the dental
health of these children. We.strongly support such demonstration - projects in the
states and feel fhat establishment of such projects in remote and underserved dreas |
of a state is a sensible and worthwhile upgmuc‘h -to the promotion of heaith for
residents of that area, Hpwever, we caution Congfess to bear in mind that operation
of such projects and provision of personal health services is not the primary objec-
tive of the Title V.program. If Congress looks first to Title V programs to account
for this numbers of women and children served per state by such projects, the State
may risk losing focus on its original mandate to coordinate and assist in the
administration of existing projects which can combine to supply the comprehensive
services for the population” in- need. Title Vo mandatés timm the state program
directors, who are ultimately responsible for coordination of these medical services,
will be physicians and that there will be sufficient medical and health grofessional
staft af the state level to assure the wood quality and comprehensiveness of the state
cprogram We feel that this is a sound basis from which to build o state program.

-Contrast this structure with the Title XIX mandate to serve as a health care
financing mechamsm for the dctual provision of health services for low-income
individuals and it becomes apparent that any Child Health Assurance’ Program
enacted by Comgress, which will atilize Title X1X medicaid monies for the provision
of comprehensive preventive medied care for mothers and ¢children, is not conflict.
ing with Title V oprograms but instead will compliment Title V activities, To this
end. we urgt Congress t revigw these programs together. ‘ :
The spectalty of obstetrics hind gynecology has as its primary goal excellence in

a the provision of maternity care for women dnherent i this objective is the desire

Q
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for quadity health care available to all women regardless of age. marital or family
status, or financial resparees ‘ .

The combination of sxastun programs, health professtonals working in the deliv
evy svstern, and lenskitors working to reform ineguities, are making valuable
efforts to attnn this ebjective hy supporting changes o policy and byhavier of
foalth protessionals. s well as their patients, which will remedy problems resalting
trom back of aceess, aceeplance and Dinancal assistance. The Amerimn College of
Obstetpetans and Gynecologists srongiy supports the proposed extension contaned
i CHAP tor Medicrnd ehgibidity to Al fow-income pregnant women meeling pro-
posed ineome requirements or the state “mvome standards, whichever s higher

The Department of Health, BEducation, and Welfare has estunated that because
some states have linuted Medicaid eligitihity tor pregnant womer?, approximjtely
100 00 worken o withdiat essential prenatsl and postaatal care at a critical time
tor hoth mother ands chihd Az the organization of physicigns who are best qualified
ta provide maternitv o care for women, ACOG feels that these estimates of women
who carry o pregmaney to term without ever coming inte contact, or having Hmited
contact, withappropriate headth professiogals are indeed vabid and synificantly
demonstmite the sound argument e favor of hifting exisfing financiad barridrs
Remainmg burrsers wineh tontribute to the number of dnattended  preghancies
must st be addressed  Geographie maldistrittition of approprinte health profes
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sions is clearly a factor and needs to be approached by the profession and others,
inside of Congress and dut,.who can work to assure quality programs in all regions
of this country. In the interim, we urge Congress to reSs and support this
extension of Title. XIX which can have immediate impact upon- a significant prob-

»

- lém facing thousands of pregnant women in néed of health services. |

This provision of the CHAP Igslgtion. supported by the Administration, is not
new to Cor . Revision of Medicaid eligibility for pregnancy has been rogmed
many times f’ Sensator Alan Cranston, Chairman of the Subcommittee on d;lﬂ and
Human Deve a&ment, as an effective first step in assuring the quality of health of
our children. We urge that the Committee support this contained provision in
CHAP and sepamtelgr intfoduced &n the form of S, 1211, in ofder to allow enactment” - |
during this session of Congress. : Tk ) -, o

We suggest that, during consideration of CHAP and Title V revision, the subcom-
mittee examine and consider the recommended revision§ contained in a bill intro-

" duced "in the 95{) Congress bgeeCongredman B&;iem and Congressman Tim Lee
Carter (H.R. 10704) which has been supported by the Ameriean College of Obstetri-
cians and- Gynecoldgists, the American Academy of Pediatrics, and the American
Medical Association. As major organizations representing physicians and.the speci-
alities responsible for the health care of thée maternal a.m{“ child ‘population, we
consider their health concerns deserving of a centr%lifmd administrative office re-
ceiving high-level priority within the Department of! Health, Fducation, and Wel-
_fare. By mandating this reorganization ant creation of a central Office of Maternal
and Child Health, Congress will establish a unit able to implement the policy

% recommendations submitted by the Select Panel for the Promotion of Child’ Health.
New (or perhaps it would be more appropriate to say renewed) emphasis should be

- placed on the development of the stateé plan. Over the recent years, regulations have
weakened and, in fact, dismissed the requirement for states to snnually submit

their state plan for Title V activities. Wé strongly recommend that this requirement '

be reinstated in the Title V mandate and that a state plan be submitted yearly to*
the Central Office for Maternal and Child Health which includes a state's survey of -
needs, present capabilities, and intentions to address the individual state’s needs for .
sdditional health services for women and children, o
We appreciate this opportunity to comment and contribute to your deliberations.

. RS

Preraffn StatiMeNT oF DaviD Axiikon, MLD., ComuissioNsRr, New YORK STATE .
: - *DeraRTMENT OF Hrart . ' .

- .

e . MAJOR POINTS ' - N

. . . . - . .
1. Draft bill wilk have relatively. little impact on child health initiatives in New
~ York State. -’ S R :
2. Support: (a) Increased coverage of pregnant women, (b) incentives for outreach,
(¢} ndditional aid for ambulatory heaith services, and (d) greater involvement of
schooks in health delivery. L N . '

3. Oppose: (a) Giving authority to Secretary to Set minimum reimbursement :
leveld - ' ' ' .
Mr. Chairman and members of the Committee, T am pleased to have the opportu-

nity to appear before you today and convey the New Yark' State Health Depart-

ment's support of the Administration’s Child Health AssuranogProgram. . -

Nowher€ do we stand a better opportunity of improving the heslth of the Ameri-
can pegple than through the delivery of comprehensive preventive health care to
fow-iftome c¢hildren and pregnant wemen. Qur children arg our most precious
humgn resource. Through them, their safe and healthy birth and upbringing, and
their/ knowledge, adoption and life-long pursuit of good health practices, we age

. presented with the best possiblg chance of realizing our cherished goals of shealth
" betterment. A ’ - ¥

Lot this be the year that Congress gives the nation's c¢hildren the most beneficial

" birthday gift s toncerned and respohéible society can present: a strong CHAP bill.

In his 1979 State of the Health Message, Governer Hugh Carey said (quote) we (in
New York State).intend to set the standard for the nation in showing that c}uality
pre-natal care is a basic rpalizable . . . right. The most basic right fér an infant is
the right to be healthy, ahd 1 shall spare no effort to corregt the terrible wrong of
inadequate or even no prenatal care in minority communities. (end quote)

As the father of a large family, Governor Carey promised to lead the fight for
passage of CHAP this year. [ am his emissary in this unpertant mission.

Mr. Chairman, we believe CHAP is an important and forward stride in the
rocess by which we in government seek to remove the barriers that limit access to
{xe-alt.h services for low-income children an}d pregant women. Passage of this legisla-

- i

F RIS
146

b

F.



LA

L 1 N
- . . - . &

123

tion, wi}l bring more bausic health services to more_of the people who need them
most. Yhis bill also holds the promise that every child born ip America will be given
pportunity to reach her or his fullest human tential. - '
. . In saying this, may I add that the proposed legislation will have a relatively small. -
inrpact ofi New York State, in large part because Govetnor Carey and the State
islature have built within Medicaid a CHAP program in New York which offers -
a full range of child health sbrvices, inclyding preventive measures. Qur CHAP

e . yrogram covers all Medicaid-eligible children in the Public Assistance, AFDC, and
~ - Home Relief categorioa. , S , . ,
..+ 1do wish to comment on some of the bill’s specific provigions. 8

We are p&rticularlg pleased with the increased coverage of ant women
called for in Section 201 of the draft bill. This wik provide Medicais
many poor women, regardless of family composition, and will fill a serious gap in-
service that currently exists. ‘ -

: Section 1903 of the act would be amended to authorize Federal payment of 75
. percent of the cost to the State agencsy of outreach activities designed to increase
N \ eligible childrén's access to Medicaid. Such federal incentives are particularly desir- -

‘ able in New York State, sin®€ they will free State funds which were committed to
..+ ¢~ that very purpose last year. : .

: The draft bill will increase federal matching aid to all childrén rather than the

» number of children assessed. This also is an improvement, since it is extremely

: difficult to keep track of assessed individuals and totals. _

We are enthused about the plan to increase brfour rcentage points the State's
federal medical assistance percentage for ambulatory E‘;alth care services for chil- |
dren. However, with the annual costs of children's ambulatory services now pe
at $150 million in New York State, an increase of four pergent will provide only $6
mitlion in additional support, mld this is far too little to provided better fees and
other incentivls. ‘ .

. We are concerned usbout whit scems to bé a precedent under Section 1813,

wherein the Secretary is authorized by set minimum reimbursement levels. This.

has always been a sfate prerogative in what is largely a state-run and finan
program.-We oppose this stib-section of the draft bill. »

o And we have constantly lobbied for simplified guidelines that permit schools to
become CHAP providers in those areas where traditional health servives ahd provid-
ors are lacking. We believe the school is a perfect setting for the deltvery of

. *  preventive health services. T . . -
“ . In summary, the new federal CHAP legislation would have minimal impact en
New York State's present emphuasis of prowding a full range of health care services,
including preventive measures, for children. The federal CHAP bill would, howeves, -
rive us new financial incentives to expand delivery of services since it would permst
YS to receive increased federal matching funds. Higher Medicaid reimbursement
4o physicians and other health care professionals who agree to provide continuing
health care services to children would also be possible as incentives for greater
participation in Medicaid by such prc)\;'iders. . ‘

PR

-

/STATKMENT oF AMERICAN Nyryus' ASSOCIATION

The. American Nurses Association believes that 8. 1204, the Child Health Assur-
ance Program. is an important first step towurd a fintional health policy of compre-
hensive health services for all chilgren. We support the purpose of this legislation
to: expand the availability of health care to low-income women and children, assure
continuity of care, and increase the numbers of those eligible, and provide incen-’
tives to states to design and implement more effective assessment and treatment
programs. 8. 1204 contains many of the reforms needed to ensure that all eligible
women and children arxe properly assessed and trested. L
We do, however, believe that there are several problems with 8. 1204 us presently
wrjtten, and we suggest the following chanpges: (
*
o : A. PROVIDERS '
" If CHAP is to work. S. 1264 must expangd its concept of the types of care and the
types of providers eligible under the &)ropcx;ed legislation. - .
A recurreat failure of the EPSDT Program has\ggen in ensuring that providers—
o both in the public and private sectors—participate sufficient numbers to screen
and treat uﬁ eligible. women and children. Past ex ience has showi that the
complexity of the EPSDT Program, as well ay currenWMedicaid reimbursement
_rates, discourage eligible providers from-participating in si{ficient numbers for the
program to be at all successful. Given the expanded scgeénig and services package

ﬂ ;.37 |
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of 8. 1404, xmd given the ‘xxddxtmnai ¢ nmnag‘em .l.é;,i}*mhe( m;xmsxbxhtxes
imposed on proWders, it simply is. niot tic to e at t,hm iegxslatmn will
encourage incréased pamcx;mtmn of eimtﬁe providers. :

Nurses have been intimately invelved: in the EPSDT program,’ and: thany of, the -
. types of screening and health care services' authorizegd by S. 1204 are currently *
provided by nurses. Muth of*the hedlth care services needed by fow-mcome women
‘and childresr need nof be given by a physician. The required services Yall within the |
scope of nursing practice. For example, statistics from the state of Wxsconsm show
that only one of every five children ‘servened in the EPSDT program required
referral to a physiciah. Nurses, furthermore,“occupy a ¢entral position i the health.
delivery system, a position where it seems élogmaiiand cost effegtxve——-tc place the

case-management responsibilities dgxumed n Sec. 102b) of the Act.
ANA thegefore recommends that Sec. 102(e) of S. 1204, defining eligible pmwdars :

B of ‘assessm@nt and continuing care services, be arfmended to read: physicians,"

~ physiciag assistapis. nurse practitioners (including nurse mxdwxves) ‘and such other, -
pmvxdvns as may be Qpemﬁed by the%euemry in regulations:” leewme all refer-

ehces to “medical care” whereve'r thp nigy appear; m this-Act; should be agnended T

to read "‘health care.'
ANA s concerns that the school syStem be mtegmted into t‘HAP appears to have
been addressed by listingwhe ‘'school as an ehglble prpv 1der m Sec. mﬂe :

P ., . P

B hkRVl( EN

.

}’rum and prezwttm’ 8. 9204 should codify a nnmmum preventive service
}chkage tl*gt must be provxde-d by state programs. Experience has shown that
eaving the identication of services to the discretion of the Secretary results in slow
and unsatisfactory process as.demonstrated by HFW% truck record m developing
EPSDT ﬂ‘gumtluns

2 Assessmient -Wad treatment services.i=The troatment service kxig@ should
match the assessment service package. For examgle, it makes little sense, and is
also costly, to provide hearing testing if speech thetapy is not an aflowable service.
Sonte thought shoidld be given to mandating hnkngm to services avmluble thmu;,h
existing programs other than Title V,

Currently the EPSDT. program creates duphmtmn of services, gnaps in wrvum
.and mnd(-qudtt- reporting. Thils is not cost effective and makes the additian of any
new services, such as recommended in the legislation, prohibitive in terms of cost.
Patients do not benefit from this dpproack¥indeed, the present system is underuti-
lized. Existing MCH sérvices sho d be consolidated und coordinated ‘before new .
services are added. The majority of federally finunced hewlth progrifus sre provider.
based and not based ofi the health needs of the population. fn order td assure cost
cffectivefiess and yuality of care, the legislation should provide for derm)nbtmtmn
projects brased on a thumugh assessment of community needs. Coe

ANA supports S, 1204's provision of ambulistory mental health services to eligible
children. An estimated 30 percent of children entering first grade have identified
bohavioral and emotional problems, ahd their growth and development ggould be
hampered by gny limits placed on mental ‘health services. We recommend thet

imp.mt it mental health services, in addition to ambulatory services,

be made-availdble under CHAP without limits on the amount, dumtmn ‘and scope
of such services. !
~. 3. Case Management! Responsihility, The identified provider, whvther i, sghool
systém, individunl practitioner, heaith department, or other, should be accolinfuble
for confnuity of care This does not mean that the provider must be able tofftovide
all wun w5, but that the provider must “accept responsibility for seeing that the

jent sives required services as well as_followup care However, provision o
1 ,N«'s\nwnf and tros ignent services by the same provider should be encouraged
ot anly for program efficiency but to prevent the confusion and incanvenience to
Jatients of being shuffled from one provider to another. Likewise, ANA supports
.mwndmg.hu 102 of the. Act to encourage, wherever possible: the prmlsmn of
txylh asessment de treatment -v&r\xu»s at the same site. *

. nm‘m-:A{'H

We endorse 8 12045 provision of financial incentives for intensified state out
reach programs. However, to ensure that an acteptable number of eligible women
and children are reached, the increased federal matching rate for outreach should
specify & mintmum performance level For example, any increased federal financial
incentives coudd only be triggered by state which had reach o specified percentage of
all eligihle childrenih the state
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"~ $o provide specific,time- limita”foredetermining the -pereentage of eligible children
~ that have been assessed and treated: ie, assesging within six monthe those children »
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State outresch jefforts should be penianlized. Statistics indicate that the more , _ . |

~

" personalized the outreach, the greater the participation rute in the program. Ac e
-7 cording to E&%P&rioﬂic Screening, Diaghosig and Treatment, the Possible' Dream, . !

~

ublished by HEW, “personal contacts withi‘outreach warkers were responsible for - . - -7
5% of the children screened during & three year ‘period in one Pennsylvania Yo
. county. South Carcling, which has enrolled 85% of ity gligible children, sees its =
‘transpartation contact with the local Community-Action Program as & major-factor ™ -
in its high rate of ﬁ&rtici;g;;il?n‘ In Maine, 1200 people were contacted over & three.
month period, With ‘personal contacts. only 19 refused EPSDT serfices: without o
?ume ‘workers to explain' the value of the program, service refisals jumped to : o
5%_" - . I I LIS . . . B -
ANA recomménds that SL$ 102(b),of the Act be amended to read: “The program
must provide, for personali: outreach . . . Qutreach under this subvegtion must
include identifying and lecating fumilies- of eligible ghildren and personilly.informy-l - . W
ing them . . . with this personalized oatreach to take, such form as prescribed by, ..
* the Secretary in regulntions.” . o o
' - D FINANGING ' 0 C ¢

We 'a‘gree‘with the approach, outlinéd in Sec. 10&d), t—ying.thg,feaeral matchin;%f T

o,
<

rate,to performance levels of state préﬁmm&. What constitutes'ah. acceptable lev

of performance is not, however, detailed in the formula. Such-things as & minimum ©

percentage of eligible children whg must be assessed gnd {reated before Tnereased .. .

fedpral support would be forthcoming should be specifitd, Section 106 does not & = -

adequately. factor in overall program success in wrmmnﬁquukitg‘:f care und timeli- © - ..«
. nees in providing needed setvices. We would suppott amending Sec. 106(d) of the At~ o )

covered by an agreement, providing within six months all treatments found qeced-
m&'in the assessment, etg. < e 4 e : ,
“Section 106 also provides that during the first I8 manths of the pr&rn ; the L
federa! matching rate for services to eli ible children would be 44 higher than &, R
state’s current rate. We mist question w‘gethgr this provision will provide gufficient = = .
Tinancial’ incentive to encourageithe exténsisg sfute program changes nedégsitry to . 40N
. make .CHAP work. Recent history with, EPSDT has showp, that. stronger federal - - o
. g‘;ns?ciai_ineentives may be necessary for effective imp)eme’%ﬁtiqn ‘on the state =~ °R. g
evel. ’ . . . L A 4 B CoFn @ L

<00

‘ " ‘ E. gx.xc:m's'x.iﬁ‘u L r o . A
~ F’f[ig}iiiiii{ is closely related to the fiscal aspect of S, 1204, Orle tonsistent, eriticistn” :
of both Title VMCH services und EPSDT has, been underutifization of the services .

by the eligible population. Services are viewed us second class ‘heiilth care for second

class.citizens. and are, therefore, shunngd: The non-medicaid populatian should be =

-allowed tq.-participate in CHAP on n feedor service busis: This-Wotld provide an .«
additional source of financing for the program. particularly at: thé state level as well
s ‘improvinﬁ"pu'bﬁc' perception of the presgram. . = .. IAETE LT

. Section 104 (21 of the Act will allow a 4 month extension of services beyond the”
original eligibility perfod, This 1s an arbitrury and unrealistic’ limitation of & course -
JOof treatment ‘and recuvex%f. We support @ one year extensipn of services as a mgee
realistic time frame. A similar provision should be added for pregnant women . =005
(currently set at 60 days after termination of pregnancy). Likewise, Sec. 101 () th
(B (i) and related sections of 8.71204 should expand the age limit for eligible
individuals from I8 to 21 : ‘ g oL L

F. REPORTING

. . LY

~ Patient records, preserving confidentiatity, should be readily avatfuble and deces- Lo
“ gible’ ta the various Federal health programs without regard to the service under
~which the record originated: Duplication of services -is rampant bednuse of the

difficulties encountered in transferring from one program to another: ‘ .

Integrated reporting systems should begin. at entry into the system whether the )

entry. peint be putreach or treatment. utcome must documented at each, stage of ‘ .

¢ process. Experierice hay shown that this is one of the weakést.points in the
.g;stem There is currently no uniform way of detprmi;rin"g the outcome of services. <
Therefore, systemymonitoring for effectiveness 1% impossible A ‘

In summary. the American Nurses' Association w\nylﬂ support 8. 1204 withy the
chunges recomnwended nbove. We will be happy to sUpply any additional inforina
tion and assistance that would be helpful to t{w committee. o
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T o B WISCONIN an.ﬁi ,Cuh Rxvixw, Inc.,
Y . Madison, Wis., June 21, 1979, .
MicHAEL STERN, . C s . R
Staff Director, Committee on Finance, - - N\

‘Dirksen Senate Office Building, Washington D.C° . T . '
Dxar.Mz. SteRn: This letter is it response to the Unifed States Senate, Caminit-
{ee o§ Fiﬁmge. Sub-Cotimittee on" Health Press Release, date June 7, 1979, publica-
. tion No. .—,‘\‘-,“ .~ R ‘ T el e
. Thig_letter is in ljew of a request for oral presentiton at & hearing to be held on
June 25, 1979 in the Dirksen Senate Office Building. L K _
_ The-problem for which Senator Talmadge is convening the above stated ‘moeting
i8 stated us the inability of govérnment to target public funds for assistance to
entitlement ?rograms, E U in this' case, to- assure that such programs do not

* overlap, resulting confusion and duplication of benefits, and most importantly leave
" out eligible persons who could be receiving. needed services.

I wish to comment_ on those issues of aceessibility and detection of eligible chil-
dren for Title 19 program (EPFSDT) (CHAP). . = -, \_ :
If in the past accessibility to EPSDT has reached only 2 of the total population of
11 million eligible children then: I'suggest the following as one course of action: -
. 1. Offer undér'terms’of competitive bidding o the private sector, the administrs-
tive and provider service functions using ss a payment formula: (a) administrative
cost—x" dollars per eligible child ‘screened, and () provider services——capitation
yiments through HMOy (closed panels, staff/group or IPA models), or w ere no
MO is available, or pmg:;red Y offer services ona prepaid basis, an annually
negotiated fee Schedule with, various provider gmugs eligible for services, .| .-
t-is simply a fact in Wisconsin that for those who adminiater Title 19 finds have
no incentive either in-terms of federal matching funds or in terxis of state heslth
autharity priorities, to prqvide the extraordinary efforts needed to serve-those who
.are eligible for Title 19 benefits. Using the Medicaid program, as an example one
could cynicall]y believe that one means of cost containment used is to assure a
‘sizeable/eligible population who are unaware of the benefits that they are entitled
to receive. ’ L o . . v
I would 4ee in Wisconsin as ohe possibility a demonstration nt to test this
hypothesis to assure that all children that are eligible for the Title 19 program are
screengd and secondly, a ‘determination made as to.the nacessity, type and quality of -

I am most ugpreciative of the opportunity to provide my thoughts to the Senate
" Committee on Finance. . N ,
. Sincerely, - : . : " _
, ‘ ‘ CamaroN G. BrowN,
Executive Djrector.

..

|

; ' L Y.
STEMENT OF DonaLp P. CroucH, Exkcurive DikkcTox, AMERICAN SoCiap
: ' HEALTH ASSOCIATION

The American Social Health Association is a national non-profit ‘organization
founded in 1912, and is the only such group singularly focused on the prevention,
control, resfarch and eventual elimination of epidemic ¢énereal disease in the
United States. Through a combined program&f intramural and extraftural activi-

.

ties, the association directly engages in biomedidal research, behavioral research,’

. educational materials development, policy analysis, professional training, pilot dem-

onstration prujects, aud public awareness programming with respect to sexually

transmitted diseases. with a particular em'flhasis on”young people. We appreciate

the opportunity to present testimony on 8. 1204, the Child eaitL Assurance Act of

1979. , .

An estimated 10 million cases of sexually transmitted diseases occurred in t
U8, in 1977—34 percent of these cases were among adolescents, 86 percent among
people 15.to 20 years of age. That means that one out of every seven adolescents in
this country now suffers from a sexually transmitted disease.”More than two-thirds
of all cases of gonaorrhiea occur in the 15 to 24 age group. This year gonorrhea slone -,
will cause young women to miss more than one million school days.

* Thewveal tragedy of venereal disease is not in the stafistics o incidence, stagger-
ing us they are, but in the consequences of the diseases. ‘ N
enereal discase is now the single greatest cause of unintended sterility among

-women. of child-bearing age, and tgis year 100,000 young.women will be pathologi-

Jcally sterilised by VD, at least 18,000 of them adolescents. Perhaps more tragically,

_ K ) o
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rétardation or déath to these offspring. - : _ ,
Nongonococcal urethritis (NGU) is more difficult to detect_and treat than gonor-
rhea. While the medical eohse?]u’ences for wonen are similar to those of gonorrhea -
(that is, sterility and pelvic inflammatory disease) it isnow known that NGU has
serious ' conséquences -for males as well, including sterility and-proatate disease.

Genital herpes, unlike any bacterial venereal disease,~cannot be cared.. The reser- - -

voir of infection is estimated at 10 million persons. Aside from the distress of this

recurrent painful disease, female victims beéar an-. inordinately increased risk of

developing cervical cancer, or of passing the-virus to “Sheir babies during birth,

resulting in death or brain damage in 7 out of 10 infants. ‘
Mr. Chairman, to term this an epigemic is clearly a understatement.

represents one of the most serious ealth problems of adolestents today. Itis ™

. others will puss along the diseases to their unborn babies, causing severe nfm&l

therefore imperative that the program authorized by this bili, which will ‘provide ' |

services to young people up to the age of 18 or highey, provide adequate venereal
. The bill's provision of “such.services and procedures appropriate for-an individual
of his age” provides for these services, and we call on the Committee to include
strong reportjlanguage directing the Secretary to directly gddress the issue of
adolescent vengreal disease by requiring through regulation that venereal disease

i

services be offered by providers or that adequate referral agreements be made.

~ We are concerned that the current program has thus far been strongly directed
towand services for infants and very young children. It is most important that states
begin to aggiessively expand their pr m services to include adolescents, whose

health needs are unique, and too often fail through the cracks of the various service

programs. : . : » . el

In terms of venereal disease, young people are particularly likely to delay treat-
ment and thus run greater risk of serious complications from the diseases for
several reasons. First, they lack accurate information about ‘the symptoms, treat-
ment, and transmission of the diseases. Second, eight out of fen women experience

LI

no symptons, and thus are unaware anything might be wrong. Finally, young peaple %

mistrust te existing medical system, which is geared either toward aduits or to the
very young. There 18 nowhere they can go where they feel comfortable that their
needs are understood, and most importantly, where they feel sure their confidential-
ity will be preserved. In almost every state minors can be treated for venereal

" disease without parental consent. . . ..
The Child Health Assurance Program could provide a va‘ugble‘ opportunity to

screen 'young people and thereby collect important data regarding adolescent vene-
real disease as well as to detect and prevent disease. Such figures would assist in
determining need for venereal diséase éducation programs and- assess effectiveness
of those programs which may already exist. o .

We recommiend that report langusge also direct the Secretary to require careful

‘coordination with the venereal disease division of the Center for Disease Contrpl

with respect to services and data collection in this program. .
Too little attention has been paid to incorporating the needs of adolescents into
health programs, coordinating the care adolescents receive, or, devéloping programs
whi¢h actively encourage young people’to use a broad range of preventive health
care services, We are aware that such a new emphasis will require increased funds
and a number of reforms in legislation and regulation. But we urge you to begin to
address this need and to develop inventives for states to dp likewise. Teenagers
should be expressly mentioned jn the legislation as a populations whose needs are &

" priority.

.8 N
Venereal disease among teenagers, and in even younger children some of whom.

N

may be the victims of sexual sbuse, is a problem which hus reached staggering ..

- populations. We cannot afford to miss & single opportunity to provide screening and

treatment to young people who are too often uninformed, misinformed, or afraid.
For it is this population which is at the highest risk. of contracting a venereal 2
disease. o ' e

The epidemic of venereal disease is a public health' issue which warrants and
commands the collective attention and resources of society. The Child Health Assur-’
ance Program- which will provide services to medicaid-eligible youngsters could
provide a very important component in the nation’s effort to combat teensge vene-
real disease. *

We urge this committee to-assume the leadership necessary to carry out this task
and stand ready to offer whatever assistance 'might be necessary.

Thank you very much for this opportunity to express our views,’ T

.
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STATEMENT oF JacQUELYN ‘D, Bats, CHAIRMAN, CHILD ADVOCACY PROGRAM, ¥OR
THE ASSOCIATION ofF Juniog’ Leacuss, Inc

. The Association of Junior Leagues is submitting this written testimony to affirm -

Its support for an effective Child Health Assurance Program (CHAP) which would

expand and strengthen the Eurly and Periodic Scpeening, Diagnosis and Treatment

(EPSDT) program and strengthen and improve, Medicaid services to low -income

children and pregnant women.

" The Association of Junior Leagues’is a non-profit organization with 229 &ember
" Leagues with approximately 125,000 individual members in the United States. Its
three-fold purpose is: To promote voluntarism; To develop the potential of its mem-
bers for voluntary participation in community affairs; and To demonstrate the

effectiveness of trained volunteers.

Our. commitment to effective training is reflected in the requirement that evéry
Junior .League member must participate in a training program before she begins
work in her'community. The majority of Junior League members continue to take
tmminf courses throughout their years of Active League membership. In addition,

every

unior League member must make a commitment to a volunteer position

during her Active years. A substantial number of Junior League members today sit
‘on the boards of other voluntary organizations throughout the nited States be-
cause of the leadership training which

given them.

.

“Juhior. League volunteers have been

volunteers: have provided- & variety of dirget services to chi

fi™ir community volunteer experience has
L . ) . b

S
o

. . )
THE ASSOCIATION OF JUNIOR LEAGUES AND ADVOCACY FOR CHILDREN .
.o A

Our commitment to the in;provempnt of services for children is long standing, |

: providing services to children since the fivst-"" .
, Junior League was founded in New York in 1801. Through the {gam' Junior League. -+ -

ren, including the

establishment’of settlement houses, emergency shelters, child health and well baby
clinies and have Served in a variety of -positions such as tuters, case aides and

counselors.

In the early 1970's, The Association of Junior Leagues ‘became in(:t:easingly aware
that its services ceuld reach only a frgx' ctien of those-ih need. In addition, league

volunteers identified many unmet n

s amory those children they served. A deci-

sion was made to supplement the Leagues' services by broadening the Assaciation's
activities to include advocacy on behalf of the children. As a first step in its
advocacy, efforts, the "Association in 1975 de&?lopcd a study to be' conducted by
- Junior Leagues in their own comimunities to determine the state of children's needs
" and the services availuble to meet them. Comniunity surveys were conducted in 214
communities by League members trained in interviewing techniques and educated

i the five focus areas chosen for the Association’s Child Advocacy Program: child

“hv}'{hh,.chii_d‘\wvlfaré, special education, day care and juvenile justice. In the areas of
perinatal care and child health, the survey results revealed aneed for every woman
to seek perinatal care, including good medical care and nutritiona) guid‘;mee‘. In
addition. the surveys revealed a lack of facilities for monitoring high risk pregnan-
cies. The survey also idehtified many inadequacies in the Farly and Periedic Screen- «
ing; Diagnosis.and Treatment Program (EPSDT), a preventive health fare program
for Medicaid eligibbe children under 21. Qutreach for the program was inadequate
or non-existent in many areas.. A great number of needy children were not resched
by the program either because they and their families did not know aboutsthe
Lprogram or_ because they did not meet®heir states’ eligibilify requirements for.
Medicaid. As a result of the surveys, several Junior Ieagues became involved with.
the EPSIDT program in thdir own eofnmunities. For instance, a survey conducted by
the Junior League of Fargo-Moorhead in 1976—nearly 10 years after the éractment
of the BSDT progrum - -revealed that the program in North Dakota had not passed
beyond the developmental stages. League members identified a number of problems
that had prevented the state agency from moving ahead on the program. Policy
formation, organizational restructuring and personnel g_hzm;f'es all contributed to the |

“delay in implementation,

‘More than 1,000 of the some 10,00

{

youngsters eligible for the- EPSDT. program .

lived in the Fargo area, but there was no record of the number of the children who
Jwere actually served by the program Members of the Fargo-Moorhead Teague
* concluded that many eligible i@cipients were unaware of theprogram. Deciding that
an adequate information program about the EPSDT would increase the program's
Leffectiveness, the Junior League of Fargo-Meorhead chose EPSDT outreach as a

project. '

Awire that many low income parents tend to use crisis or emergency care’ rafher
than long-term preventative care {or their children, League researchers concluded

>
¥ ¢ . .

¢
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- that to be successful, an outreach prg'am must do more than simply locate thg
+ parents of children eligible for the EPSDT program; it must educht® the parents
about -the. value of early detection and medica] treatment for each child. Proposals
", - for ible projects were drafted and presented to the Cass County Social Services
: of North Dakota. , . o ' { ]
‘After more than a year of meetings with state and county personnel, the Junior
League of Fargo-Moorhead and ihe Cass County Social Services signed a contract for
.. the development of an outreach program in which Junior League volunteers serve
as mandated agents of the soeial services zigenc%. League members partiticpating in’
- the program sigh personnel contracts, roceive 1.D. cards and when requested, attend
. staff conferences and state méetings concerning EPSDT procedural revision. The’

- client's right to confidentiality is protected by having League members serve ay
o , -mandated county agents with the responsibility of ebserving the standands set for
f : © county agents.’ volunteer is responsible for a number of clients. If a client doé§ - -
: - not respond t6 an informational letter about. the EPSDT program, the volunteer

- “ “follows up with & phone call or home visit to explain the benefits of the program
s and encourage a screening appointment. The- volunteers take the health and social -
‘ histories of each client a week before the sereening occurs and keeps detailed-time -
logs on each client. If the screening reveals a need for medical treatment, the
D volunteer checks to see-that appeintments are kept and provides transportation if it
is needed. When the outreach program hegan in 1978, there were ‘only twd.to three
scx'eeniggs a week in the Fargo area. By 974, the screenings averaged more than 50
a month, . - : T :
The Association’s pmgmm ‘of advocacy for children was formally launched -in
1976, at which time 440 delegates from 223 Junior keugues and representatives from
15 other organizations avtended a four-day Institute on Child Advocacy co-spansored
" by the Association of Junior Leagues and the Junior League of Baltimore, Mary-
P land. With technical gssistance from the Association, individual Leagues launched a
- variety of -wdwocacy programs ranging from the design of parenting courses and
R educational campaigns on child - abuse working for legislation -for subsidized
- . " adoption and foster care review systems. he experiences of individual Leagues in' > ¢ E
, their advodacy programs made them aware of the need to move for reform’ at the
federal level. For instance, many of ‘the difficulties in obtaining health care. for’
 negdy ‘youngsters and perinatal-care for low income pregnant vomen stemmed from
federal fiscal policies that allowed states to determine eligibility on other than-a -~
. strictly financial basis. In many states, financially needy children were not eligible
forMedicaid because they resided in two-parent families. Many neady preghant
. women were denied access to perinatal care because ‘they were not eligible for
AFDX. Especially Bard hit by the limitation on perinaial caye were teenagers and
' young women, groups with whom Junior Leagues have traditionallyvboen involved.
Moreover, aside from the factual data gathered by the surveys, Junior League
members, alf of whom are women und the majority of whom are mathers, have a
special interest &n . obtaining adequate medical csre for ¢hildren and pregnant
. women. Theg-kpow {rom first hand experience the importance of providing good ...
health care for children and obtaining adequate perinatal care, gspecially during
the first pregmancy when serious problems often arise. . .
The growing awareness of the need for changé in federal policies led the delegates
to the Association's 1978 Annual Conference tv vote that the'Association should
“advocate to see that . . . opportunities and services essential for the optimal
physical, mental and social growth of children are provided.” Recently, the Associ-’
ation moved to fulfill this mandate by voting suppert of legislation in child welfare
reférm and child health and establishing a legisﬁative network to secure passage of
legislation in these areas, To.date, 86 Leagues and 4 State Public Affairs Commit-
tees have joined this network. ' .0

PRIORITIES FOR (HILD HEALTH

o As a first step toward obtaining adequate health care for children, the Assoct-
ation's board voted to suppart passage of legislation such as the Child Health
K ‘ Assurance Program (CHAP) introduced in the last session of Congress. Wea are
leagéd that CHAD legislation has been introduced in this session of Congress and
ope that the Subcommittee on Health of the Senate Finance Committee will
recommend . strong CHAP fegislation that will include the three priorities estab-
N lished by the Association: Strengthen ‘and expand the EPSDT program. - including
A . the development of an adequate outreach program: Provide medical coverage for all
* financially e igrible children, regardless of family composition; and Proxide medical
PO ~coverage to all financially needy pregnant women. . ,
S ¥ We._are confident that such legislation would both improve lives und save dollars
We believe it is both inhumane and fiscally irresponsible to deny children access to




* medical, care because their parents are unisble to provide it. To deny & needy SRLN

- 10

" pregnant woman perinatal care because. gshe does not fit intd the category-

-

-threatens both her life and the life of the unborn child. Sick] y children grow up to
- -be sickiy-adults who cannot becogne productive citizens. o R

We appreciate this opportunity to submit this testimony and look fnrwaird ta.
working -with. you to ensure passage of sound CHAP legislation during this session -
STATEMENT OF, CLyDE E. SHOREY, JR,, Vick PResiDENT Fox PUBLIS AFFAIRE, THE
S NamionaL FouNpaTioN—MARCH OF Dimxs .
| PRENATAL AND IMMEDIATE POSTNATAL CARE UNDER MEDIGAID (5. 1206
The National Foundation—March-of Dimeé urges Congress fo amend the Medic-
aid program to include a provision for prenatal and immediate postnatak.care to all
low income women. Such an amendment has been propoeed by the Agd‘rminist.rst:ion‘ _
and included in Title II of S, 1204, the Child Health Assurance act of 1979.- I
Elligibility for health benefits under Medicaid is left up to the States in accord-
ance with-broad guidelines. In order to be eligible for Meg)icaid, a patient must algo

~ be pligible for Aid to Families with Dependent Children (AFDC). At.the Present

time, 18 states plus Puetto Rico and the irgin Islands have taken the position that

a pregnanat woman; during her first ancy, does not have s famil'y until the

child is born. Therefore, 18 states and 2 territories'do not provide Medicaid coverage -

for prensatal care. - , - ' - N
This matter is of major concern to the Foundation and other organizations whose™ -,
rincipal focus is preventing birth defects and, improving the outcome of pregnancy. ..

n striving to achieve this, the March of Dimes, through its msng: pmf;mms and

volunteer wctivities, seeks to assure that there is some meéans for al Jpregnant - .

women to receive early quality prenstal care. Th¥ failure of 20 jurisdictions to

. provide this coverage 15 an extregely serious foes in attempting. to achieve this

ab%%ctive. . :

000 babiey are threatened each year by miskedly low birthweight. This is the = '+

cause of the greatest number of dedths in the first year of life and is the major

caust of disability in childhood. These dangerously small. infants weighing 4 Ibs. 6 .~ % -

oz or iess often have severe problems with breathing, heart action, and control of

temperature and blood suian Unless thes¢ difficulties are controlled, they may

cause brain damage or death. - | B POtERR : .
Learning - disahilities, accompanied by emiotional and beéhsavioral problems are

ofterta life timedgurden f6r-the baby born too soon or too small;

* Structural de -oceur O times a8 much among those babies born with extremely

N

“low birthweight.

Prenatal care which includes proper. nutrition is & major factor influencing -birth-
weight. Récent studies prove conclusively that low birthweight and infant death ¢
rates for babies born of mothers in all age groups are markedly higher for those
‘who ‘had no¢ prenatal care. These results are particularly -applicable to teenage
mothers. .o . e - I

The poor-are the least likely to receive.‘prghaml care unless payments for these
services are provided by some outsids source” For many with their first {émgnancy,
Medicaid is-the only source. This is particularly trye of pre%'nsmt adolescents. -

The failure of 18 states apd. 2 territorigs to provide prenatal ‘care and proper
nutrition through Medicaid can only result in the continued high rate of US. infant .

- mortality and no real reduction of birth defects, mental retardation or low birth-

weight babies.. It is vitally ml;l.)ortant for Congress to make this change in the
Medicaid provisions so that all Jow income women jn this county will now be

eligible for prenata] care. We urge adoption of Title II of S. 1204,

STATES AND TERRITORIES WHICH DO NOT MAKE PAYMENTS UNDKR MEDICAID FOR
e PRENATAL CARE

Alaska, Arizona, Arkansas, Counecticut, Georgia, Illinois, Indiana, lowa, Ken-
tucky, Maine, Mississippi, Missouri, New Hampshire, New Jersey, North Carolina,
Oklahoma, Texas, Virginia, Virgin Islands, and Puerto Rico. _— \

STATEMENT OF THE AMERICAN DENTAL HYGIENISTS' ASSOCIATION'
The American Dental Hygienists’ Association is pleased to submit a statement on

8. 1204, the Child Health Assurance Act, presently being considered by the Stitmom- '

mittee,

,
<
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~Associatiors’ g:)licy has long encouraged " the. enactment '0f federal health care
ildren which include comprehensive dental health care. Of course,
_ &?eh direct health care to”children of .low
< e to receive Meditaid assistance. However, the Associatipn
believes that any such program should include dental care as-an integral part of
total health care. ) N A
The effects of -inadequate dental health care on children are- often overlocked.

. Children with dental diseases often ‘have systemic infections that are traceable to

- dental disease. Premature loss o&&rimsry teeth frotn decay and meglect can be

- _seriously deterimenatal to the grov nane

~of teeth means. potential for facial disfigurement which can be socially and peycho-

_ logically damaging to a child. Children with dental disease and missing teetit cannot .

" chew food properly which may result in digestive problems as well as poor nutrition -

 habits. Furthermore, improper care can mean that e young child must cope with

"'dentures to maintain normal chewing anddiet. ...~ . . : ce
. Yet, deptal disease is tlearly preventable,- Routine preventive dental care and

. treatment of children cah stave off tooth decay and periodontal disease which can. ..

and quality of a child’s permanent teeth. Loss

.become painful, debilitating and ‘expensive-to treat if left unattended. This last . -

. point_cannot 'he overemphasized: preventive dental care is known to'be a cost-

v

. effective- health service. Illustrating this point is the Children's Comprehensive’

Dental Health Prog“ram;implemen and funded by .the State-of Vermont between

- .1974 and 1976 Thid program, &ptly ‘named the Tooth Fairy ‘Program (TFP), was - -
o directed toward children of low and middle-income farnilies. An evaluation report of

" “for 12,000 children. Only $20,1

this progran has how beex;égthished and the findings are-significant:

"The report notes that the total cost of {he Vermont - program was $480,000.

$450,000 of which represented ;my;gx_ent to dentists for dental care (80,000 services
3 was spent for- program adminis{ration. The- total

annual cost of the TFP was equal ‘to 0.3 of ome .percent of the state budget.

"+ The program was considered successful by the families of enrollees (37 percent

_ recgmmended.continuation of the TFP) and also by Vermont dentists (88 percent

provided support). In a state with & preponderance of rural towns and villages, the
need for dental’ care was substantial (48 percent of the enroliees had .never received

. dental care or had experienced only emergency gare; 32 percent of the enrollees had
" never received dental care). e ' . T
= The evaluation réport further states that the Tooth Fairy Program demonstrated

. that dental expenditures decrease after the initial year of treatment. In the TFP,
thitd year enrollees consumed an dverage of $54 in-dental services. The same group

used $69 in dental services in the previous or second year (an a'ver%e of 21 percent . -

reduction of -expénditures after iwo years enrollment in the TFP). Further, the

program demonstrated that the rate of schoo] referrals declined frot 4@ percent in

1975, to less than 20 percent in 1976.. o _
ADHA members believe that it is extremely important. for federal programs such
as CHAP to include adequate provisions and financial .support for oral health care

and -services. The current Early Periedic Screening, Din%\osis and Trestment Pro- |
il

gram which provides health care for Medicaid-eligible children, has been sluggish in

 providing dental care and grossly undérfinanced. We gre pleased that dental care is

- 'mandated in the bill now beinge reviewed by the Subcommittee although, we feel

"~ strongly that incentives to state@to improve existing chilgren’s preventive dental

care should be at parity with other health care services, included "in the CHAP, -

. Furthermore, we support the position of the -‘American Dental. Association, Chil-

dren's Defense Find and other groups which have testified on S. 1204, that reim-" ~

bursement sanctions and incentives should affect only those funds earmarked for
administrative costs, rather than those for outreach, assessment and continuing
care services. ‘ -

“In addition, while we applaud the Administration’s proposal to standardize eligi- -

bility requirements and base them solely on income thus allowing children of two-

parént homes to become eligible for care, we support ap income. standard at {wo-
thirds the level of the non-farm income poverty line as established by the Office of
Management and.Budget. A : . #

We would like to make a final peint on the importance of the outreach portion of

. the Child Health Assurance Program and how members of our profession could be

implemented at-this critical stage. Again citing the Vermont Tooth Fairy example,
the evaluation study of the program showed that projects which exhibited the

following features had the greatest patient participation: Convenient location; flexi-

" ble hours; outreach and follow-up programs; pleasant atmosphere; and seriously

“ evaluated goals and objectives.

s wouid hope any implementing rules and regulations.would require that pro- ‘

.vider applicants be evaluated on the basis of staff gnd equipment as well as these

-

’
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. © ' improyed child health care and increased program 'participation. .
: A primary conicern of Agsociatior members®™h advocating a pro Child Health
Assurance program is that all children eligible for services under the Act will be

- reached. One of the weaknesses of the DT program is the complicated and

unwieldy eligibility standards. We are pleased thaf these -standards have been
significantly,simplified in the Child ’He&dtﬁ
- 'mjtt__f;e., . cer 1‘ o p B , .
- i "~ . dAnother weakness of the  présént EPSDT “program is that all health screenings
" aré“done by physicians and nurses.who, despite their knowledge and training, are
- not oral health experts. ADHA endorses the direct referral concept in each of the
_bills that requires state health officials to maintaim lists of participating dentists
¢ ... who will provide CHAP services. : e

P

" ta.the problem of access to dental care—they are academically prepared and li-

Ve “Registered dental hyglenists,sho;dd‘be considered as ;p.éu-t of the patential solu‘tibﬁl n

- -censeéd to provide preventive caregnd therafpeutic services, Therefore, they are av

unique manpower resource in the dental profession and are qualified to work with

ol dentisls in providing the highest level of preventive dental care to Medicaid-eligible.
' children. Since many states authorize hygienists to perform preventive and thera- -
»spitals, penal institutions and nursing homes, it would

<. pautic services ane sch

é‘z lofrical trangiggh to in rate hyg’iﬁnists in an innovative outreach program "

. ) undep~ g . . e o - .. o
S It 1vthe Association’s opinioh_that the publiq heslth policy view encompassed in

. the CHAP proposals, which bolds that dental care and preventive oral health -

o ‘services are an integrgl part @&-the total health care of the nation's children, is a .

- ¢ sound poliey. 1t is'a policy whith we believe will be endorsed by the Congress.. We

Lo .. believe thaf the investmegtAS public funds .in.a total preventive health sare pro-

gram for disadvant:
health of the next
A}
.'- ‘ L e &
- PrRupARED STATEMENT 0F FAYE WATTLETON, PRESIDENT, PLANNED PARENTHOOD
L ‘ FEDERATION OF ANERICA ) -

L

+ children is cost-effective insurance.for the future good
neration of Americans. o ' . S

Mr. Chairman and members of the siibcommittee, I am’Fave Wattleton, President
of the Planned Papenthood Federation of -America. Faunded moere than 60 years ago

by Margaret Sanger,” whose centennial ' birthdiay is being celobrated this year,

Hlanned Parenthood is the nation’s oldest and ~preest yoluntary family planning

[N organiZation. In 147K, its 186 affiliates in 43 states and'the District of «Columbia
=Y provided family planning education, counseling and medical serVices to 1.2 millign

Americans, including 445,000 teenagers.
v, We beli¢ve the knowledge apd experience acquired by public and private agencies,
ipcluding our own, in successfully, providing family ' planning services to over a

million adolgscents each yéar can help chart broader programs to shegt the health
needs of our nation's younyg people. Accordingly, the fi :us of our statement will be
y and Périodic Screening, Diagnosis and -

orf services for adolescents through the Farl:
Treatment Program/Child Health Assurance Program (EPSDT/CHAP).
. Mr¢ Chairman,.40 percent of the 53 million Americans under the dge of 2 are in
their teens, that is 20.5 million teehagers.! If we are serious in our desire to promote
i preventive health care. there is no more important group in our population than
' these young people-who-are forming life-long health care habits.
Adolescents, as you know, Are a generally healthy group. The leading sauses of
death among them dare accidents, homicide. gnd suicide 2 é’o
that they have no need for health care. For example: o
1+ mitlion young women aged 1519 are sexually active and in ne®& of
eontricepttve cate to avoid an‘unwarranted pregnancy; ? D .
I millton young women becorpe pregnant each. year and require pre- and post-
natal ¢art or abortion services: ¢ ! .
PUR Bureau of the Census: Population estimates and projections. Current FPopulation Reports,
Series P50 Ko R43US Gavernment Printing Office, January 1977 i :
» - P UN Bepattment of Health, Bdueation and Welfare, Public Health Service, Health Services
Admimstration, Bureaw of Community Health Services, Approcehes fo Adolescent Health Care

ty the 1970% 1S Government Printing Office, 19757

Yoy G Dryfoos and Tont Heler, "Contraceptive Services for Adolescents: An Overview,'

Famly Planning Pergpectives. Vol 10, No 4: pp i Ly ‘ . ]
*Chrstopher Tictze, "Trenage Pregnancies: Lovking Ahead to 1984, Famfy Planning Por
sixetive, Vol 10 No 4, pp. 205 207 : . A

~ ! . ! o
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ukmv_&inéntidned criteria which so contribyted to the success of the Tooth Fairy .
'Program. Such a comprehiensive evaluation of provider applicants would help insure-

Assurance‘pggposakg efore the/,Sufx:‘om-.'_-
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" at least 2.7 million teenagers need treatment for venereal disease; *
between 2 and 3 million teenagers have alcohol roblems; ¢ . -
according to the President’s Commission ‘on Mental Healtl, thé need for

mental health services is

disproportionately high among adolescents, yet they
-

are one of the most underserved populdtion groups.” .
And, more than any other age-group, they need health education -and encourage-
ment to use preventive health care services. However, left to their own devices,

adolescengs seek ofily those kinds of care they absolutely need and wart. Part of the -

. reason for this is'that the special needs of youth are, to a great extent, neglected in

aur nation's health programs.

Federal health programs—and EPSDT is no excep-

tion— have ‘traditionally focused either on adults or on young children, failing to

recognize that adolescenits have unique health needs. The result is that relatively -

few young people receive.care.
Although the EPSDT progra

treatment for Medicaid-eligible children snd youth up to age 21, in. practice "the "

m is designed to prdvide regular screening and héélth

rogram has been oriented toward infants and small ¢ ildren. Some of the reasons

E)t does not effectively resch adglescents are: that the pr

and treating potentially serious health problems is at odds with adolescent health

needs; treatment is provided primarily in comprehensive gettings, whereas adoles

cents tend to gravitate toward

programs whiclt provide the specific services they are

seeking; providers who are already serving adolescents, such as fa ily.-plannri)r’llg
.. clinics, drug treatment centers, eic., do nét, on the whole, participatd in S

outreach conducted through families rather than directly to young peof) e is unlike;
ly to elicit participation in. EPSDT by adolescents who are generally

concerned

- about confidentiality for the kinds of ‘servicées they need and want; and rental
consent is reggxsimd. Furthermore, federal regulations and guidelines provide scant

- guidance to

DT providers on reaching and serving adolescents.

It is impossible to determine accurately to what extent EPSDT is actually serving
adolescents gince satistics are not collected for any group of children six or
_ over. However, 1975 datg from South Carolina (where more detailed infermation

- about age is collected) showed
for ‘older adolescents.® South

Fof any CHAP bill to meet the needs of adolescents, it would have to ensure that,’

that the program fell far short of its screening target
Carolina -is probably not atypical in this respect.

_‘stesminimum, the following conditions would be met: .
Because of the confidential nature of many of the services sought by adolescents,

"c;uriffdentia!ity would have to be,guaranteed. Every effort should always be made to .
éncourage young people to communicate with their families about any care they feel

they need or about services they are actually réceiving. However, services cannot be
contingent upon parental consent or even parental notification where this toight
s€rve as 8 det:{-rent to meeded services, information must be held confidential and

reledsed only

ith the young person's consent, and confidentiality must be protected
in establishing¥ees, billing for services, and notifying families of serviges provided;

Outreach woilld have to be targeted toward young-peoplé themselves, rather than
just their families, in order to encourage teenagers to seek many kinds of needed
y & .

Care; -

Subsidized servites would have to be available based on the young persop's own
income when he/she is unwilling or unable to have family income taken into
account in determining eligibility. Requirements for decumentation of family
income (e.g. by asking a parent for a paycheck styb or other evidence of income) are
as effective in deterring adolescents from seeking care as are parental consent

requirements;

here would have to be incentives for a wide range of providers, especiaily those
ich are already serving large adolescent caseloads (e.g. i'amili,' planning and VD
!

‘ clinics, drug treatment
for providers of comprehensive
and potentially serious health
ning and drug abuse .or VD tr

enters, etc.) to participate in CHAP. T

ore is a clear role
care to conduct screénings and treatment for serious
problems However, for services such as family plan-
eatment, teenagers tend o gravitate toward agencies

" which provide the specific service they are seeking raMier than comprehensive care.

Thug, to geet the full range o

f adolescents' needs effectively, all types of providers,

including, hospitals, health departments, free-standing glinics, etc., would need to

participate.

Ediication and counseling would have to be reimbursable services, since adoles-

certts often need detailed infor

mation to understand their situaton and to appreciate

the principles of preventive heaith care; .

-

» American Social Health Association, personal communication.
«~& Third Report on Alrohol and Health, Office of the Secretary of DHEW, June 107K~
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Provigion should be made for gervices to be provided in age-specific settings where
this is possible. Young people feel isolated and out of place’in pediatric settings as
-well as facilities which serve-the sick and ailing._ . o ‘

‘Based on the necessit{:f complying with these “threshold conditions” in order to
attract substantial numbers of adolegcents to the program, you will appreciate, Mr.
Chairman, that 8. 1204 will not result in any significant increase in service levels
between EPSDT.and CHAP as far as adelgscents are concerned. Meeting the needs
of this population would require extgnsive revisions in the bill. In 'order not to
jeopardize passage of this important pzogram by-emMbarking on such radical reforms, -
we do not recommend” action to strengthen CHAP with regard to “services for
adolescents at this time. We do, however, have three recomméndations for action by

_ this, subcommittee: ‘ ¢ ' : .

We urge you to acknowledge in report language that adolescents’ needs will not
be substantially pfbt through THAP. Such language would lay the foundation fos
future action through (‘HAgP and/or other programs t¢ improve services to teen-

agers; : .
"~ We recommend that the rovisifn uiring all states which participate in thé
Medicaid program to provide coverage for firs! pregnancies be adop this year.
Currently 20 states do fot provide such coverage#® While this provision yould
: bgneﬁt & great many poor women of all ages, it would be particularly important for -
adolescents, most of whom are pregnant for the first time and, all;too often, have
very limited financial resources. Giyen the importance of eafly and fegular prenatal
care in improving maternal dand infant health, this provision could have a signifi-
cant impact on the ouscome of pregnancies to adolescents who constitute a particu-
larly high-risk population. We take this opportunity, however, to voice. our concern
about the contihuing stringent restrictions placed on Medicaid funding for abortion
in the annual Labor-HEW Appropriations %ill. The so-called "Hyde Amendment"”
has a particular]y harsh impact on adolescents who, prior 1o enforcement of restric-
ticns, had obtained a third of all “abortions nationwide. Sinte teenagers are less
experienced than adults in the effective use of contraception, they are more likely
than older women to need abortion services and, because of their general lack .of
independent financial resougces, they are disproportionately dependent on public
financing. Any public policy which does not allow individuals in conjunction with
-their physicians, to make L\,A'ee choice with respect to childbearing is both cruel
and myopic. When the individuals affected are very young, the impact.is especially
- severe. The adverse consequences of early childbearing—health risks for mother-and
-.infant, the likelihood of curtailed educational opportunit and welfare dependency,
etc.—may effectively jeopardize a young person’s life chances for many years to:
come. v ~
We also suggest that. CHAP providers and DHEW be required to collect and
compile data about services provided to adolescents. The current data system which
places all young people age six and over in a single category is entirely inadequate
when one considers the many developmental stages which occur, between' ages six
and.21. We would suggest the following age bréak-down as the minimum acceptable
standard: ages 6-12, 13-15, 16 and 17, and ages 18-21. . . ,
Mr. Chairman, KPSDT/CHAP is but one example of a program which purports to
provide for a broad range of the health care needs.of children, inciuding the older
agegroup, but, when’scrutinized more ck)seliy. turns out to be directed almost
‘entirely at very ybung children. The Maternal and Child Health and Community
Health Centers programs are two otheg cases in point. Adolescents have been short-
changed long enough. We urge this subcommittee to turn its attention to the
comprehensive health care needs of teenagers as a priority in 1980. We will be glad
to assist in that endeavor in every way we can. ! o '

Derta DENTAL PLANS ASS0CIATION,

_ . Chicago, 111, July 5, 1979

Hon. Herman E: TALMADGE, : . - :
Chairman, Subcommitiee on Health Scnate Finance, ‘ . ‘
Russetl Senate (ffice Building, Washington, D.C. - “ ‘
DeAr SENATOR TALMADGE: Abs it was not possible for the Delta Dental Plans
Association to give testimony at the recent Senate Finance Committee hearings on
8-1204, The Child Health Assurance Act of 1979, I am taking this opportunity of
providing you with a copy of the statement that was prepared by Dr. F. Gene Dixon,

president of the Delta Dental Plans Association. .

 Office of Family Assistance. SSA. DHEW, personal communication
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May I particularly call your atterition to the enclosed s iral-bound mate hich

describes a unique and successful p

‘dental care benefits

ram in the state of California which prov

to 2.8 million Title XIV Meditaid recipients. The p
¢ Delta

which is undetwrittén and administered by California Dental Service, th

Dental Plan of California, has been in effect for five years and has successfully
blended the feesfor-service system with HMO cost containment incentives. .

am as it is known has been responsible for the delivery of
. dental care to both children and adults on a sibi

The “Denti-Cal” p

ity to dental providers for eligibles

per beneficiary  receiv

" per of the pregram'’s
It is our contention

know. )
Sincerely,

ing care. The Californi

broader basis, has increased accessibil-

and, at the same time actyally jpwered the cost-
a Delta Plan administrative rate is 5.5

total dollars, 8 remarkably low rate for a dental program.

that any national program that rovides health care benefits
for poor ple should include & dental component. The Delta systemn has demon-
strated that an effective, cost-controlled; qualit gmgram can be provided to the
_poor. through a partnership of government dy t

. close- exshmination of this material and its potential in proposed pational legislation.
If you or your staff would like any additio

P

and the private sectar. We urge your

nal informatiop or data, please et us

-

: Jasmis BonNk, - -
Vice President, DDPA Affairs.

b

"
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STATEMENT OF YHE DiiLTA DENTAL PLANS ASSOCIATION S

Mr. Chairman, I am Dr. F. Gene Dixon,

of San Mateo, California. i am President

‘of the Delta_Dental Plans Association with headquarters in Chicago, Illinois. I
here representing the Delta Dental Plans
agency for the country's not-for-profit dental
rovides prepsid dental cars programs pn a group basis to 15 million subecribers in
th the ?rivate and ;{ubiicly funded sectors. -
ans Association stropgly subscribes to the gosls of this legisia-

The Delta Dental P

our particular area of

Association, the national coordingting
service corporation system which y

tioh. A national investment in the health of children who are in need is long
overdue. Our statement will deal with those provisions of the Iegislatiq" which are’
competency and éxperience, deptal care. '

The dental profession in the United States and in most other countries of the

world has long recommended that, because of the special nature of dental diseases,

the development .of a

nation's resources. It is gen
diseases in the younger sge grou

dental program for children should have & priority call on &

erally accepted that the prevention and control of dental
ps represents the most significant contribution to

long term oral health as well as the most effective long range use of economic
resources in terms of treatment cost.

In the second part of my statement starting en page 5, I have includéd some ‘

details and history_of the Delta Dental Plans and their 25 year experience as the
originators of pre-paid dental care in America.
'Mr. Chairman, though as we will indicate

ing dental benefits to

several million Americans under various

, the Delta Plans are @rdesently rovid-

eral and state

governniend programs, we wish to discuss the program in California because of its

special relevance to the legislation before you. At present, the California Delta Plan, -

is providing dental benefits to 2.8 million needy persons under Title 19 of the Social

Security Act. This five years experience indicates the potential of the Delta ap-

proach. Accompanying my statement is a d

ence which is called Denti-Cal. You will see the impressive growth }r(the number of

dentists whogare rendering care under the grogram. Need% children seek and
hrougho

receive den care in the private offices of

width of that state

. provided to childrén. During t
children received dental care.

# istration, and the ot

ocumentation of the Calornia experi-

entists t ut the length and

Note - particularly, the figures on the sincréasf In services

het accomplishinents

he first three years of the program, 1.2 million needy
The quality, assurance program, cost effective admin-

of the program are set forth in the

attached document. This actual record of ex;])crience‘should recommend itself to the
Congress as a desirable means for & sompli

before you. To achieve the goal of ass

program for®children

1. A provider agree

ishing the purposes of the legislation

ing a comprehensive-preventive dental care

. the experience of the Delta system recommends that the
program should have the following major elements:

ment

. such as the participating deptist agreement that exists

* between member dentists and their Delta Plans, In the Delta, system, a participat-
ing dentist is a licensed dentist who *has signed a service agreement with Delta.
Under this agreement, the participating dentist agrges to provide stipulated services
to eligible subscribers. He also agrees: to

-

prefile in advance his individual fee

.
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schedule with theIPI.‘zm. and té permit verificit®n of these fees; to be bound by

established methods of determining fee ranges and to accept payment as payment- ..

. in-full for services rendgred to eligible subscribers; to complete and submit treat-

ment planning forms, when appropriate, for predetermination procedures and for

contract benefit determination; and to coogerate with state gr l%li‘peer review

committees or with consultants designated by the Plan to rewiew %he appropriate-
: \ N

ness and adequacy of care provided. . )
2. A comprehensive scope of benefits including full diagnostic, preventive, emer-

¢+ -

" gency and basic operative care. Any limitations or exclusions placed on the scope of

“benefits should be a reflection of generally accepted dentai practice standards. The
following benefits, identified through Delta experience over the years, are suggested:

. Diagnostic and preventive benefits including examinations, radiographs, prophylaxis

and topical fluoride applieations, emergency care for the relief of acute conditions
and pain, spgee miintainers. Oral surgery services. Restorative services including:
amalgam and plastic synthetie porcelain fillings; stainless steel or acrylic jacket
crowns to be provided when teeth cannot be restored with above materials. Endo-

~ dontio services,

ERIC

Aruitoxt provided by Eic:

All other services would be authorized only when professional evaluation of the
radiographs or other documentation substantiated the necessity of the service.

3. The administration of the program should assure the quality of the service .
provided. and at the same timne, provide cost-effective controls. These procedures
would include the routine checking of fee profiles of individual . providers, the

_examination of all treatment plans and their documentation to establish the neces-

sity of service and the utilization of computer edits to compare previous patient
history with current treatment to identify duplicate or incompatible dervices. ’

The data base of gental treatment should be used to generate profiles of provider
patterns of care. Cross checking of these profiles should make possible identifieation
of any instances of provider or patient abuse of the program. In addition, quality
assurance and cost containment goals can be served through a utilization rewiew
system that would provide routine clinical examination of a representative patient
sample before and after treatment. These examinations shcu&,be performed by
practicing dentists serving as review consultants in the communily where the
‘patient lives. The results of these clinical examinations would, in eftect, represent a
‘second opinion" on special cases regarding treatmeat and would produce valuable
information to determine the necessity and/or quality of services.

4. The fourth. major element should be the employment of a provider reimburse-
ment system which would be consistent with the program’s goals of accessability,
single level of care. quality of service and containment of program cost including
treatment and administration. Through. the use of a reimbursement system based
on individual.provider fee schedules developed from the collectioneof verified pre-
filed fee listings, a vosteffective as well as accessible delivery system can be operat-
ed. The fee paid to a participating provider as payment in ({l“ should not exceed a
prevailihg level of fees filed for providers of similar training and experience in a
given geographic area. Such an allowance level would ensure broad provider partici-
pation and concommitant wide patienf accessibility to service, while at the same
time stabilizing the fiscal integrity of the program.

!
PROPOSED PROGRAM ADMINISTRATION

A program of dental care for Medicaid eligible chiidren, based on the unique .
administrative methods developed hy CDS--Delta Dental Plan of California, over
the past five years in their succegsful Denti-Cal proggum could be made available in
all states-under the auspices of the Delta Dental Pland Association.

The program envisioned would involve an interplay between four discrete entities:

“the federal government; a designated state governmental agency, the Delta Dental

Plans Association and the state Delta Dental Plan. the broad general responsibil-
ities of each of the entities described above would be as follows:

Federal Guuernment.~~The role of the federal government under the proposed
program would be T develop appropriate legisiative and adininistrative guidelines
for the program to ensure the uniformity of all aspects of the program nationwide.
This would' slso include oversight responsibilities to assure that the state agencies -
are carrying out the functions and detailed administration as described in the
legislation . ’

The federal government would contract with the Delta Dental Plans Association
directly to serve as national coordinator for the prggram. DDPA would, in turn,
serve as the acerediting and approval agency, to assure that the appropriate stand-
ards and guidelines for program administration were being adhered to by its
member Plans, - ‘ :

4
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State government.—A designated state governmental ag’enc)‘-?*under the oversight
of the federal government and subject to appropriate federal regulations and guide-
lines, would sdrve as the disburser of funds allocated for ‘treatment costs and
administration of the program to the state Delta Plan. . S :

State Delta Plan.—The role of the state Delta Plan would be to sdminister the
program and provide the approved dental benefits to eligible children within its
area of operation under the guidance of applicable guidelines, regulations and
membership standards of the federal and state governments and its national associ-
ation respectively. The state Delta Plan would maintain its contact and relation-
ships with its member and participating dentists and provide appropriate periodic
reports as specified to the state, federal and association agencies involved. ‘ :

Delta Dental Plans Association.—The role of the national Delta orgafization
would be to serve as prime contractor with the federal government on behalf of the”
member Plans of the Delta system, and to serve as national coordinator for the-

‘.A

program. - , : : .
DDPA would also serve as the accrediting sgency and approval body for its:
member Plans in order to assure that government guidelines and association mem-
bership standards are being followed and complied within the administration of the .
program. DDPA would maintain direct contact at the federal level and provide all’
necessaxi? data, reports and records required for the administration of the program
nationally. .Y : ) ' L

RECOMMKNDATIONS ' ' ,

We urge that the legislation be structyred so that it gives consideration to the
major elements we have outlined and which we belikve are essential if the purpose
. . -

PART [I.—DELTA DENTAL PLANS, THRIR HISTORY AND EXPERIENCE

. The Delta Dental Plans Association is the national.coprdinating agency for the
country's not-for-profit dental service corporations. It was incopporated in 1866 in
the State of Iilinois as a riot-for-profit trude association. . .

The object of the Delta Dental Plans Association as defined in its bylaws and
membership standards iy “to increase the availability of dental services to the
public by encouraging the expansion of dental prepayment programs administered
through nonprofit dental service corporations, and providing the means for active or
nssociate members to cooperate with this Corporation in providing multistate and
national group coverage.” .

More than 25 years ago, the American Dental Association and individual state
dental societies, aware of the massive needs of the Agegican public for dental
treatment, began encouraging the formation of dentgl séMice corporations to pro-
vide group programs fin the various states. Since then, dental societies in nearly -
every state have taken steps to incorporate and activate dental service Plans.

These Plans, formed iir 47 states and the District of Columbia which adopted the
“Delta Dental Plan” name and symbol, are presently underwriting or administering
dental care programs for an estimated 15 miliion Americans under both private an
publicly funded programs in all- 50 states. The Delta sgstem annual premium
volume has been projected to reach $640 million during 1979.

While formed and supported by the organized profession, Delta Plans are separate
prepayment organizations under the jurisdiction or regulation of state insurance
commissioners or attorney generals. As such, Deita Plan boards of directors are
highly cognizant of their multiple responsibilities to program purchasers and sub-

«seribers in addition to the providing dentists who have contracted to deliver care
under the tedms of Plan programs. Evidence of this concern can be seen in the

composite Delta Plan boards, all of which include significant consumer repre
sentation. ) , . a .

Delta Dental Plans, as a result of their support by the dental profession and their -
unigue contractual relationships with private dental practitioners, provide "service”’
benefits to covered®subscribers, in contrast to indemnity dollars or fee schedule
payments to cover the cost of care. o . '
" Delta Dental Plans design their programs to provide maximum dental care berie-
fits to subscribers at reasonable cost. No portion of the Delta income dollar is held
for dividends to share holders. All funds received by Delta Plans are used to pay for
services rendered to covered subscribers and their eligible dependents and for ad-
ministration of the program. - - ‘

Moreover, the Delta system successfully pioneered such innovative cost contain-
ment and quality asstrance procedures as a lee concept based on filed and verified

Jf‘-. ) . C : -
\ . - > -
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fee profiles of individual participating dentmts, “predetermmahon of proposed
treatment and pre- snd post-treatment review of pmposed or completel cases,

Delta -Plan admmmtratxve techniques, which have evolv er?m. a first-hand
gwareness of the “elective” character of most dentsl trea t.fembody a cost-
containment philosophy most visible in the determination o oovemd benefits by

- Plan dental .directors and consultants. Basing their claims, processing poligies on
professionally accepted standards of dental care, Plan professional supervision per-
sonnel are able to cgutrol effectively areas of program over-utihzatmn, non-essential

- and repeat services and areas of potential abuse, exerc;smg a level of cost,-effecnve

~ Dess not presently available from other carrier entities,

These characteristics of the Delta Dental Plan system have captured the mt.erest
and attention of informed purchasers in private industry, organized labor, as wqi}.;ﬂ
governmental agencies at the local, state and fedéral levels. The Delta system
presently provides group coverage for more than one of every four Americans with

\ prepaid dental benefits and is‘the lgrgest single carrier system for dental coverage

in the United § - ‘

In addition t&%ﬁnng millions of Amencans under prwate programs for corpomte
employees, uni&™members and their dependents, the Delta system has also :
responsible for the administration and delivery of care to eligible recipients o R
public assistance under g variety of tax supported health care programs.

For many years, the Delta system has been the fiscal intermediary for numerous
publicly funded programs throughout the country, These programs administered by
state Delta Plans have made possible the delivery of dental ogre to the medically
indigent, particularly the child population, on an efficient and cost-effective basis, in -

" the private office setting. These }amg'rams have demonstrated the ability of, a non-
governmental system to deliver 'needed health care services to this sector of the
public, with provider involvement and cooperation, without necessitating the ex-
.penditure of tax dollars for the constructmn of cpetly clinical facilities by faderal or |
state government.

Delta Dental Plans in some 23 states are presem}y covering neariy 5 million
Amerijcans for dental benefits under federal and state programs includink over 3
million under Title XIX Medicaid, and others under Veterans Administration pro- ,
grams, the Indian Health Service, Projftt Head Start, migran worker programs. .

" Job Corps, state employee programs and host of others. .

In addition to providing benefité under publicly funded programs, the Delta
system, nationally, covers an jimated 10 million , American under private pro-
grams, mc!udmg more than one milion United Auto Workers and their dependents,
hourly and salaried employees in the Aerospace, Tire and Rubber, meatpacking, and

~other major industries. Delta subscribers constitute a cross section. of Americans

‘ from all walks of life, and fields of endeavor as employees of major c:orporatmns or
N . medium or small companies or servise organizations, -

- Over the past quarter century the Delta Dental Plan system has been the chmce

of a number of major corporations and international labor_organizations as the

underwriter and administrator of group dental programs for their employees and

members. These programs, many of which evolved through the collective bargaining

process, incorporate benefit designs, cost and quality assurance mechanisms, and

pther admitiistrative procedures pioneered by the Delta system over the years.

¢ An outstanding example of a successful dental program covéring a large number

of subscribers is that which was negotiated in the auto industry in 1973 by the

. United Auto Workers. Today, well over a million UAW members and their families

receive dental benefits under Delta programs purchased by General Motors Corpora- .
‘tion and Chrysler Corporation in the states of Michigan, Misgouri and California.
The UAW-Auto Program has become a prototype for similar dental programs in a
number of major industries and has been respxmmble‘for\elevatmg the level of oral
health for literally millions of Americans.

Other major corporations and unions that have lected Delta prdgrams fhelude
chkwel | International, Kaiser Steel, Lockhead Corporation, McDonnell uglas
Corporation. Armour & Company, Western Greyhound Lines, Northrop Corporation,
Crown Zellerbach Corporation, Goodyear Tire and Rubber Company, the Interna-
tional Association of Machinists, the Unitéd Rubber Workers, Oil Chemical and
Atomic Workers and others. '

The Delta Dental® Plans Association appreciates the opportunity to présent our
views and recommendations in Yespect to this legislation. We ask that our state-
ment be included in any published documentation of this hearing. We would be
pleased to be of any further assistance to the commit®e and the staff.

*
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. ' STATEMENT OF THE CHILD ‘Wmmllm_mm OF AMERICA
The Child Welfare League of America has long been toncerned with the welfare

" ¢ of children. We, therefore, welcome the aggortuniti to comment on S. 1204, the
e than

Child Health Assurence Program (CHAP). the Subcommittee on Health

for your consideration of this bill. At present, the health needs of 11 million 3&9:
ir

ct;ildren are in question. The provisions in CHAP will begin to improve:
situation. _ L ,

The Child Welfars League of America, etablished in 1920, is the national volun.
tary organization for child welfare agencies in North America. It is a privately
supported organization devoting its eftorts com4pleteiy to the improvement of care
and services for childref. There are nearly 400 child welfare agencies directly

. affiliated with the e, including representatives from all religious groups as
‘well as non-sectarian public and private non-profit agencies.

"~ The League's sctivities are diverse. They include the activities of the ‘North
American Center on Adoption; a specialized foster care training program; a research

_division; the Hecht Institute which focuses on Title XX and related services; the -

Office of Regional, Provincial and State Child Care Associations—which represents
a potential of more than 1,000 additional child and fa{x’ﬁ'}y serving agencies in this
Nation; and the American Parents Committee, which lobbieg for children’'s ipterests.

In 1977, the American Parents Committee, which has a special interest in CHAP,

- merged with the Child WeHare ue of America and became an advocacy division

within the League. The American Parents Committee, founded in 1947 by George
Hecht, is the oldest Washingtop group lobbying exclusively on behalf of federal
legislation for children. .

As an organization which has historically attended to legislation’ for children, we
support tht basis purpose of CHAP. CHAP will strengthen and broaden the Early
and Periodic Screening, Diagnosis and Treatment Program (EPSDT). T

In 1967, EPSDT was added to the Medicaid law as a required service. The original
focal point was to detect chronic disabling conditions and serve handicapped chil-
dren or those with potentially handica conditions. However, HEW statistics
show that only onethird of the 11 million Medicaid eligible children have been
screened under EPSDT, and of this one-third, 30 percent did not receive treatment

. for the disgnosed condition.

The Child Welfare League of America considers CHAP a legislative initiative
which will hapefully meet the health needs of impoverished children in a more
CHAP waulg maintain the eriginal purpose of EPSDT but alsa: .

‘1. Expand eligibility to children who are not presently on Medicaid but whose
families cannot afford ‘basic hesith care; : : :

2. Extend dental, vision, hearing, prescription drugs, and ambulatory mental
health benefits to all Medicaid children;

3. Improve the administration of the program so that a greater proportion of
eligibz;ai children would actually receive the health care to which they are
entitled; oo - I ‘

4. Institute a performance-based system of graduated incentives to states
based on the number of children in continuing care as well 8s the number of
children screened and in treatment; ' S

5. Increase the share of program costs paid b{ the federal government,

In addition, CHAP, coupled with the Adolescent Health Services legislation will
significantly expand prenatal health care to young. low-income pregnant women.
&We would tike to comment on specific CHAP provisions. .

'MINIMUM ELIGIBILITY LEVEL = -

As currently stated in S. 1204, children in a family with an income at fifty-five
percent of the national poverty line would be eligible for CHAP services.

The League believes this is too low. We favor an eligibility- level at two-thirds of
the poverty line which would be adjusted on a scale according to the annual rise in-
the cost-of-living. HEW estimates tHe higher eligibility level would add approximate-
ly 2.6 million more medically needy children to CHAP than are presently eligible
under Medicaid's EPEDT law. . ‘

COVERACK OF HARD-TO-FLACE CHILDREN -

There is no provision in S. 1204 which would allow States to provide Medicaid
coverage to children who are available for fidoption but who also have a handicap-
ing condition making them ‘hard-to-plage” in an ado{ptive« home. Under current
aw. an adopted child isn't Medicaid eligible unless the family in which the child is
placed is covered by Medicaid. : , ‘
. 143
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The League supports a pmviéion to S. 1204 that would require all states to cover
“hard-to-place” adopted/adoptive children under Medicaid. This action would en-
courage potential adoptive émrents' who are reluctant to adopt a child with a
-handicapping or medical condition. We believe expenditures for foster ¢are would be
Teduced if moré families were given this incentive to adopt. '

. CHILDREN IN FOSTER CARE

" In its present form, 8. 1204 does not include universal Medicaid coverage for
foster children. Current Medicaid law holds that a foster child is not Medicaid
elj’%;]ble unless he or she has been removed from an AFDC-Medicaid eligible family.

e League believes in-the principle that all children should have access to
adequate medical care. We also support the concept that the naturgl parents,
whenever possible, should finance their own child’s health care when the child has -
been placed in foster care. Howevet, if a family cannot do'so, snd, if the family isn’t-
Medicaid eligible we be{'jve there should be a provision for medical care for these
children. We urge that i states be required to extend Medicaid eligibility to foster
chifldren whose medical nebds are not met in any other program or thmugh their
parents. CHAP coverage of all foster children would help close the éligibility gape
which currently exigt. ot . ' K

COVERAGE OF CHILDREN IN INSTITUTIONS ' ~

S. 1204 does not include coverage for children in public or private r;onproﬁt group.
 homes or halfway houses: Under current Medicaid law, states ‘may ot receive
Federal matching reimbursement for children in institutions utless that institution
is a public vne and for medical purposes. _ , . ’ '
The Child Welfare League urges the Subcommittee to adopt a measure requiring
© states to cover Medicaid éligiﬁe children in public and private non-profit group
homes, halfway houses and residential “treatment cen®ers. This provision would -
allow the treatment of child’'s medical or emotional illness without limiting the
available,care to that offered by a public medical institution. - ‘

COVERAGE OF ADOLESCENTS UNDKR CHAP

~ « The current EPSDT program and S. 1204 allow coverage for low-income children
under the age of 21. s ’ o .
We recommend that statutory g8report language cite the particular heaith needs

of adolescents, recognize current inadequacies in services to adolescents, arfd suggest -

that adaptation-in the administration of CHAP expand inh outreach and new ap-
proaches to treat older children and young people more effectively. .

In practice, EPSDT has primarily served infants and young children. Medical
personnel emphasize peddatria care. Qutreach occurs through traditional adult chan-
nels, and the particylar characteristics of adolescence are not scen as health-related.
Adolescents need regular comprehensivé medical care. Thié includes nutrition infor-
mation, dental examination, viSion and hearing testing, up-todate immunization,
and heaith education. Statistics on adolescent, suicide, alcohol and drug use, preg-
nancy, venereal disease, and mental and emotional problems reveal that for many
adolescent, health care and health education came too iate. .

ELIGIBILITY OF PREGNANT WOMEN * - ‘

Title If of 8. 1204 allows CHAP eligibility of’ low-income pregnant women at fifty-
five percent of the national poverty line. . '

The Child Welfare League urges the Subcommittee to set this at eighty percent of
the national mimimum poverty level in order to include more low-income women.

The HEW report, Health—United States—1978, revealed that "Sow birth weight
infants are at a greater risk of future health problems than are other infants.” In
1976, HEW reported that 7.3 percent of all infanis were born with low birth
weights. Providing low income pregnant women with prenatal health care can be a
preventive health measure as well as a cost-effectve strategy. This provision, in
combination with the Adolescent Pregnancy Prevention, Treatment and Care act,
would ensure comprehensive prenatal care for pregnant adolescents. .

COVERAGE FOR MENTAL HEALTH SERVICES

The proposed S. 1204 includes coverage for ambulatory mental I*)eéxlth services in
community mental health centers and inpatient coverage for chiidren in general
hospitals and would allow states to limit the amount, duration and scope.

'
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The Child Welfare League supports these provisions. However, wet do not agree
that states should have discretion regarding the amount, duration and scope of
these services. The League supports some inpatient treatment for emotionally dis-
turbed children. In addition, we strongly encourage the coverage of outpatient
“mental health services without regard to amount, duration and scope and wauld
support this as a requirement of all states in implementation obtheir CHAP plans,

Of the million low-income children in this country, 15 percent suffer from mental
illness that could.severely impair their normal development and functioning.

In order to identify and treat these children, we recommend CHAP include a

~

component to strengthen the outreach done by community mental health centers. -

Community mental health centers presently serve a minority of children and ade-
lestents. Yet, this is the population that could benefit most from early detection and

e [Tt

treatment of emotional problems. . :

v COVERAGE FOR CHILDREN WITH ?RVELOPMRNTAL DISABIUTIES

‘The present Sepate CHAP bill makes no assessment and ambulatory or inpatient
treatment for a developmental disability. . .
The Leugue would welcome & preventive CHAP measure to cover the diagnosis

and treatment of children with developmental dissbilities without regard to

amount. duration and scope. This type of treatment is generally long-term and too
costly for parents to finance, Furthermore, screening and treatment of a develop-
mental disability early in a child's life can prevent more serious and costly interven-
tion later. :

© OUTREACH . . . .
Undee the Senate CHAP legislation, the state would be. required to pmvide.

- outreach services to children and pregnant women eligible for assessment and
" treatment. ! '

~ We recommend the legislation be specific as to who may gctually do this outreach.
it has been common knowledge in the field of social work that some recipients of
services will respond more favorably to peer contact than to professionals. The
legislation should support efforts to identify. those who can be be reached by

‘initial outreach, there will bé some follow-up.

" SUMMARY

. The following provisions need to be included in% S. 1204 in"8rder to make iy
eligib }
i

genuinely useful to this nation’s 11 million CHAP le children and their {ami-
lies. These features are: , - v )

1. A minimum eligibility level at 66 percent of the national poverty line. .

2. CHAP eligibility for all children wha are ready for adoption but have a
condition making them "harg-jo-place” in an adoptive home.

3. "Universal and mandatdgil Medicaid coverage of all foster children, when par-
ents cannot finance their mad®al care and when the fumily they came from was not
AFIXC eligible. - ‘ . S : | o

4. CHAP coverage of all Medicaid eligible children in public as well as private
non-profit institutions such s group homes, halfway houses and restdential treat-

ment centers. : ) ..
5 That statutory language cite the particular needs of adolescents, recognize the
iy uacies of services to adolescents and require expansion of approaches to treat

YThis older population of children.

£ An chyibility level established for low-incomeé pregnant women at 8(QUpercent of
the national minimum poverty level. ' . .
7 Unlimited coverage for ambulatory mental health services and some inpatient
treatment for emotionally «isturbed children. .
8. Assessment and treatment of children for developmental disabilities without
regard to amount, duration or scope. .
4§, Legisiative support avhich would allow the appropriate urapﬂessiona!s and
others to offer outreach services to those who are CHAP eligible, .~ , '
Wi support the passage of CHAP to correct the problems encolintered upder
EPSDT This legislation provides an opportunity for -us to’invest in our most
syaluable resource: children While other groups may be able to advocate for their

Cown medical needs, children can not. Thereforg, we appreciae your consideration of

nur E'&'("()ﬂlﬂ](‘nd ations,

. paraprofessionals and other alternative approuaches and to ensure tha after the

-]
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. STATEMENT OF THE AMiRICAN HOSPITAL ASSOCIATION _ .
The American Hospital Association, which représents over 6,100 member hospi~

* tals and health care institutions, as well as more thah 30,000 personal members,

appreciates this opportunity to present its views on legislation to establisl a pro-
gram designed to meet children’s health needs. ' ‘
We would like to address S. 1204, the Administration’s Child Health Assurance
Program (CHAP) proposal, which was introduced by Sen. Abraham Ribicoff (D-
Conn.) and which is under consideration by this Subcommittee. This measure seeks
to improve the health status of over 12 million children whose families or guardians
have low incomes by providing for a program of regular health assessment and

follow-up treatment. In addition, we would like to call to the Subcommittee’s atten- -

tion some of the provisions of H.R. 2461, a CHAP %ro introduced in the House
of Representatives by Rep. Andrew Maguire (D-N.J.). The AHA wholeheartedly

-supports such efforts to éncourage preventive care and early medical intervention

on behalf of children. :

Hospitals have made significant efforts to provide primary care through the -
. expansion of outpatient and ambulatory clinic ;;lmgrams. The AHA has expressed

its support for various legislative progrgms which would narrow the gaps in heslth
insurance coverage for low income groups through the standardization of eligibility
and benefits under the Medicaid program. Efforts to imgrove access to comprehen-

We believe, however, that any program to impmvé the health of children should
consideg_the full range of issues which will ¢onfront the patents and providers
involved. Previous federal legislative activities to improve child health have been

. hampered by difficulties in implementation which have frustrated the original
otP these difficuities include: In terms of program -

intent of such efforts. Some

jugisdiction, fragmentation of and conflict among different levels of related govern-

tal, as well as private, agencies; failute to provide sufficient financial incentives

to encourage provider participation in federal programs; failure to target specific
populations; and lack of adequate data collection for program assessment.

n the context of our concern for addressing the full spectrum of these and:other

on both.8. 1204 and H.R. 2461.

- ’

PROGRAM CONCERNS
Eligibility

Criticism of the existing Medicaid program 'has been directed to the fact that

significant numbers of economically disadvantaged persons have been left without
adequate health care services -due to the uneven eligibility and varying benefit
packages of the states. Among the most disadvantaged are children, for whom
proper diagnesis of adolescent conditions, dental care, immunizations, nutritional
counseling, and health education could prevent a substantial amount of chroni¢ and
debilitating disense in later life. We support the intent of each of the proposals to
standardize eligibility requirements among the states so that- children of intact
families, as well as of single paf}em households, wquld be covered under the pro-
ram. . . . ‘

The AHA urges the Sublommitfee to adopt H.R. 2461’s income standards for
eligibility, which®*will bring the" benefits of ‘basic medical servites to & greater
number of children. The extra costs associated with broader eligibility will, we
believe, be returned manyfold: in the savings from reductions in hospitalization,
chronic medical care, and Iyast work tipe in future years. '

Comprehensive services ‘

The AHA strongly supports the screening of eligible children in settings which
provide a full range of comprehensive diagnostic services. Such settings should also
provide for necessary treatment in a timely manner, since screening programs are
of little value uriless timely follow-up care 1s assured. We feel the overall approach
of H.R. 248 ) is preferable to that of 8. 1204: the former bill, in contrast to the latter

ineasure, requires state plans to assure the availability of appropriate support
.services and places 8 primary responsibility on all CHAP providers to (1) assure

necessary corrective treatment, (2) take case management responsibility for assessed
individuals, and (3) maintain continuing accessibilxtF/ to participants. Assuranceg of

medical care’which m% become necessary whan medieal conditiens reach an emer-

gent or acute stage. We believe this to bé one important means of controlling
medical care costs over the long run. .

<44

ildren are consonant with -

" issuef, we would like to offer the following specific comments and recommenda_t.ions '

for more expensive modes of -
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_We realize, however, that not all health care providers have the full range of
diagnostic and treatment services in a comprehensive Realth center. This is particu-
larly true in sparsely populated rural areas. In such circumstarices, it is appropriate
that local public agencies assist providers in the accomplishment of follow-up activi-
ties. It is logical that community agencies will be able to perform this g.mct.ion :
effectively since they generally possess more detailed know e of their service
areas than state agencies. We therefore support the language of H.R. 2461, which
would allow participating providers to furnish information necessary for follow-up
actions to local public or nonprofit community  health agencies, as well as the
designated state agencies. : C .

Finally, in regard to comprehensive services, we are deeply concerned that S. 1204
does nof specifically include hospitals within the definition of “provider.” As we
indicated at the outset, many hospitals have well organized outpatient departments
and clinical programs designed to provide primary care services to their communi-
‘ties. Indeed; in urban areas, where the shortage of private physicians has become
especially acute, hospital putpatienit departments are often the only -source of con-
tinuing primary care. Since our common goal is to develop a more rational syutem-
. of health care in this country, there should be no question as to the eligibility of

'~

-this major segment-of primary care providers to participate in the program.
Prenatal and postnatal care ‘

The success of any program to improve child health will depend greatly upon the
adequacy of efforts to ensure proper prenatal and postnatal care for low income
expectant mothers. By including screening and appropriate follow-up care for expec-
tant mothers in this program, Congress will be taking necessary steps toward the
goal of improving the health status of children and reducing further the nation’s
infant mortality rate. : .

Studies have shown that many environmental and social factors, such as poor

. housing and the lack of proper nutrition, prevalent among the low income popula-
tion, are directly linked to a high incidence of physical and mental disabilities in
infants. In addition, the frequency of alcoholism :{1d drug abuse in low income
groups makes it imperative that expectant mothers\be screened so that high risk
pregnancies can be promptly identified. The identification and treatment of high
risk pregnancies is a priotity concern of many hospitals, physicians, and "health
planners. We believe the C}{AP approach to be well suited to the alleviation of
these concerns. . Co. , ‘
- We therefore support the expanded coverage of low income pregnant women for
basic Medicaid services proposed in both 8. ?%04 and H.R, 2461. AHA slso supports

- the provision in both bills that will help reduce infant deaths and disability by

providing coverage for infants at birth, in contrast to some current state Medicaid
programs that begin coverage at six months of age.

Dental care .

The AHA believes that adequate dental care is an important component of a child
health program. The problem of dental neglect, and its long-term consequences,
cannot be overestimated. We firmly support the inmtention of both proposals to
include dental care for children in a manner comparable to other medical services
under the Medicaid program. '

Health education

Health education strategies should be an integral part of the CHAP approach.
* Since public awareness will be an essential element of the program's success, we
suggest that the proposals be expanded to provide funds for both national and local
promotion of public health education. In addition to traditional health education
functions, this activity also could-reduce the burden on provider resources by
instructing parents on the approptiate use of services. ) ,

The health education strategies should target information to both the parent and
‘the child. It is important that the parent receive information relating to the child’s
growth, development, and health care, in order to provide a more healthy environ-
men for the child. Moreover, facts should be made available to assist the child in
making sound health decisions, thereby reducing dependency on the system. ‘

An excellent time to provide appropriate health education information is during
the periodic sereening of the child: Incremental education models could be designed

for implementation by a number of different health professionals. In addition, .

health education should also be a part of any_ continuing medical care that is
provided. . , . o L e

Hospitals have traditionally conducted inpatient edugation activities. With in-
creased comymunity emghasis on outpstient and preveritive care programs, a large
number of ifistitutions have extended their educational programs beyond the hospi-

. L4
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tal, with the result that a substantial capability in program design and administra-
tion’ no‘\v/_('gcxsts in cominunity hospitals. It is appropriate that these health educa-
tion .actdvities, as well as those traditionally provided by governmental and tolun-
t(fl}?}‘ geakh agencies, be integrated into the comprehensive services provided under
Immmunization efforts ‘ . .. .

- 8. 1204 and H.R. 2461 would creste a national child immunization effort by
including immunizations among the required assessment services. We believe this
effort to be important and hence worthy of congressional support. However, we

- would point out that the immunization program may be jeopardized by its failure to
provide patients and. providers with adequate indemnification for vaccine-associated

injury, whichi is a predictable risk of any widespread vaccination effort. In light of
the serious economic and legal implications of malpractice actions. providers may
require assurance of indemnification as a condition of participation in the program.

\

Regulatory authority ‘
.8 L?@kand H.R. 2461 would grant significant rulemaking authority to the Secre-
tary of HEW for the implementation of the program. This authority pertains to,
among other things, the specific terms of the child health assessmenf and the
definition of other required services. AHA believes that it is essential' that the
Secretary seek broad input from providers, including hospitals, in the development
of these regulations. Without careful consideration of the effect of the programs on
other provider responsibilities, some provider disincentives may be created.

For example, if the assessment period is too long, providers may be discouraged
from performing other primary care services, such as school or summer camp
medical reports for their CHAP patients. If the providers relies.on dated assessment
information, malpractice Jability. could arise if a new disease or injury is subse-
quently discovered. On the other hand, if the provider performs a new assessment
for these purposes, reimbursement may be denied, sincé the examination would not

* be "timely” in accordance with the regulations. To avoid such situations, we urge

the .Subcommittee to direct the Secretary to consult with provider groups prior to
the publication of proposed rules for the programs. :

- ADMINISTRATIVE CONCERNS

Financing and payment svstem-provider incentives

Experience with the financing and payment system utilized by the Medicaid
program is of serious concern to hospitals. While the entitlement to health benefits
for low income individuals has resulted in their access to needed health services, the
unevenness of eligibility requirements and variations in payment methodologies
among the states often have led to {ailure of the program to meet the full costs of
providing high quality care. .

The existing Medicaid progra
incurred in. rendering services.
limitations, and partial payme
and third-party payers have, |

permits some states to pay less tHh the full costs
s,.a consequence of Medicaid rate freezes, beneftd
under some state plans, other hospital patients
Hoct, subsrdized the costs of services renderéd to
Medicaid beneficiaries. Buch 1 itable circumstances could make it difficult for
providers to participate 1§ CHAP. We would like to point out that it has long been a
policy of both providers and the government to avoid a “two-tiered” health delivery
system, which may result if o significant number of providers are discouraged from

“serving beneficiaries. ¢

U‘
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Moreover, we strongly support the state plan requirement of H.R. 2461, whj?h
specifies that agreements with providers must include “terms of prompt payment
angd high revmbursement.” o

Moreover, the method of payvment must recognize the full costs actually, incurred
by these Medicaid patients, Arbttrary tee schedubes, which :xremmmn& used by
the states under some Medicaid programs, do not assure providers that their full
costs will be met as inerease invdemand and changes in the costs of resources
tincluding new technology! oceur. We recommend that agreements with providers
specify that the full reasonable costs of services prm'idvd for program ‘bem'f'ici;xrif*s

be paid. : _

Increased demand for pediatric services will inm’iM result from a broad sereen-
ing effort. It has been estimated that only about Onewsixth of the over 12 million
children eligible for screening services under the current early periodic sereening
and diagnostic treatment program actually have been screened. The increased case

load upder a new and expanded program would come from three sourcess (1) 4

patients not previously eligible for, or taking part in. the existing screening pro-
prram; 2 patients referred to qualified providers with the necessary diagnostic and

~
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Q . . . . .
treatment services to meet medical care needs; and (3) the provision®of additional ~
services to current participants as a result of more thoreugh and comprehensives -
screening and follow-up requirements. . . .

Although the logg-run effect of screening and treatment ﬁﬁmms.may be a net
decrease in. i)cdiatric inpatient utilization, it must be recognized that an increase in
inpatient volume will also occur from two sources: (1) the treatment in the hospital
of serious conditions discovered in the initial screening of program rticipants; and
(2) a demand for follow-up diagnostic and corrective procedures which can only be
performed ori an inpateint basis. ‘While the former component can befexpected to
diminish over time, the latter cannot. .

We are pleased to note that both S. 1204 and H.R. 2461 recognize the need to
provide adequate financial resources for the program by authorizing an increase in
the federal matching rate for CHAP services. These additional resources will help
the states address the demand and payment issues which will alse affect provider

: participation. . : ‘ o

4 ) In this regard, we believe the approach of HR. 2461 to be the most effective. ]
o -would authorize a federal matching rate of 90 percent. of expenditures for outpatient
- services under the program. S. 1204, the Administration's proposal, would add

percentage points-to existing.state assistance levels." However, in those states in
e whith Medicaid reimbursement is already seriously inadequate, the addition of four
' to-twenty-five percentage points to the state matching level mhy not.be sufficient to."
moeet the increased number of eligible children. Experience has shown that when
state resources are limited, beue?:ns are maintained at the expénse of provider
reimbursement levels. Many providerss may not choose to participate if it is per-
ceived that state resources will be inadequate to meet the costs of providing the
inereased volume of services. . -

In order to encourage support from those providers offering comprehensive serv- - -
jces, there must also be assurances that the additional costs attributable to the
inpatient component will be adeqliately reimbursed. For this reason, we urge the
; Subcommittee to provide an appropriate amount of additional federal matching for

J : inpatient services under this program. We strongly support the intent of H.R. 5461,

which specifically provides an increase of 10 percentage points in the federsdl medi-
cal assistance level {up to 90 percent) for mmounts expended for necessary inpatient
services under CHAP. . N ,

As we noted in our discussion of outpatient service reimbursement above, howev-
er, this incremental approach may not be sufficient in states with already’ low
reimbursement levels. Yxe incremental approach may result in uneven treatment,
and therefore uneven participation, of providers in different states. We therefore
urge the Subcommittee to consider the’ alternative of establishing a uniform federal
matching level for inpatient CHAP services. We beleive that the level of assistance
must adequately reflect the need in all states to meet- the costs of inpatient care

: : - provided as a result of the assessment program. ) '
k“,/ Both proposals would provide T percent matching for the costs of outreach
services. We believe this to be an important provision and wholeheartedly support
its inclusion in the legislation. Especially ip rural settings, outreach programs {in
which providets or community agencies take the initlative in making contact with
the patient) fare frequently the only means ol assuring that these populations are’
served. Jieve that outreach activity should be a required component of state
CHAP plang and we specifically support the language of H.R. 24681 which empha-
cizes the uSe~of community-based nonprofit organziations for this purpose. As we
noted earljer in this statement, we Believe the familiarity of local’institutions with
their service nrea will assure more effective.outreach services.

Finally, based on our foregoing comments, the AHA also supports the provision in
HLR. 2461 which requires the Secretary of HEW to study provider participation in
C(‘HAP and methody for improving that participation. We believe both providers and
program beneficiartes will benefit greatly from such a study. : R

Allted health pf'c)/'gtssmpgls

In-order to encourage efficient and economical provision of zier\*"ues under the
program, the AHA believes that the legislation should specifically m&’)gmm the role
that nurse practitioners and physician extenders can play i some screening and
follow.up activities, We suggest t?ugt‘ the state plans encourage, to The extent permis-
sible undv,x state law. the participation of allied health personnel in CHAP. :

t | . .
’ . Coordintation with other programs o N
. A number of programs receiving federal support provide related services for
children, amonyg them various health, nutrition, apd social services. The AHA -
helieves that the legislution should provide for the administratives and clinical
coordination-of CHAP and other federal programs fors the provision of health and

* -
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reldied sacxal servweq.% children: Such coordmaﬁmn would maasurshfy increase the
combined impact of :he services on t.he target population and decrease administra-
 tive gpsts.

To that end, we support' the pmmxons of H.R. 2461 which require the states to
assure such coordination and mre Secretary of HEW to reg:)rt to the Con-
gress on the coordination of CHAP, Medicaid, the matérnal and chi
grams, and other federal programs. A ! :

. . ' . . - . .

We appreciate the op rtumty to present our views on S. 1204, a§ well as HR.
2461, the intent of whuﬁo we support. We will be pleased to provxde any addmcmal
information or assistance thé Su ommxttee requests.

\_ ) . . . 9.6‘7:'
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