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logislation have been réfiected in.the
document. - o P

1 $ince the Child Health Assessment Act of 1977 (CHAPY'ls |
_currently pending in Congress, the requiréments of thisnew . | .
inal editing of.this.

<

This 1s one of six information booklets with accompanying training
materials for the Medicaid Early and Periodic Screening Diagnosis
and Treatment (EPSDT) program. These materials were prepared for
the United States Department of Health, Education and Welfare by the
EPSDT Training Materials Development Project at The University of
Michigan. a collaborative effort of the School of Public Health (Depart-
ment of Medical Care Organization and Program in Maternal and
Child Health) and the School of ‘Social Work (Program for Continuing
Education 1n the Human Services). Project co-directors are Eugene
Feingold. Ph.D.. Armand Lauffer, Ph.D.. and Ruben Méyer, M.D. All
products were prepared under grant number 47 P 90036501 from
Public Services Administration, Office ot Human Development, U.S.
Department of Health. Education and Welfare under authority of Sec-
tion 426 ot the Social Security Act. ~
°
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Additional copies of this and other project materials are availabie from
the US Department of Health. Education and Welfare, Health Care
Financing Adminmistration. The Medicaid Bureau. Oftice of Child
Health. Washington. D C 20201.
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NOTE TO THE READER

»

Medicaid programs can vary among states. Each
state establishes.its own criteria of eligibility and defines its
own package of servites within federal guidelines. This
booklet.attempts to discuss some features of the Medicaid

Early and Periodic Screening Diagnosis and Treatment .

program which are common to all states and to illustrate
" same variations in their implementation.
Although the term EPSDT is used throughout the

" booklet, the programs which-provideperiodic child health -

screening, diagnosis, ana treatment may have different
names in different states (e.g., Child Health Assurance
Program—CHAP—ln New York; Medl-Check in Illlnols,
Project Health ln Michlgan. etc.). :

]
.

<



.

INTRODUCTION

This booklet presents a brief history of the development
of Medicaid’s Early and Periodic Screening Diagnosis and
Treatment (EPSDT) program.

EPSDT is one of America's most far reaching publlcly
" financed child heaith programs. Designed to.provide for the
detection and treatment of heaith problems of children and
youth (to age 21) in Medicaid-eligible families, the program
emphasizes outreach, follow-up, and transportation arrange--

ments to make it easier for eligible children and youth to par- _

ticipate.

This booklet is designed for EPSDT workers, their super-
visors, and program administrators. It explains how the pro-
aram developed, discusses some of the_ problems EPSDT has
encountered, and the' course it may foliow in the future.

4
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> THE ORIGINS OF EPSDT.

OVERVIEW OF EVENTS LEADING TO EPSDT

The foliowing timeline highlights key events leading to the
enactment of EPSDT. The rest of this section discusses each
event in detail.
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. A TIMELINE OF MATERNAL ANB
' CHILD HEALTH .
. ACTIVITIES LEADING TO EPSDT
| 1935-1975

. 3
L

1935 The Social Security Act provides cash
assistance payments to families with
dependent children. Title V of this act pro-
vides grants-in-aid for maternal and child
health and crippled children’s programs.

WORLD The Emergency Maternity and Infant

! WARII - Care (EMIG) program is established to
, . meet the maternal and infant vare needs of-
servicemen's dependents

5 | Amendments to the Social Security Act .
' provide federal matching funds to the
» states to help meet thé’cost of medical care

s for publlc assistance recipients. -
-l96_0 . The Kerr;Mills Act provides the first pro-

gram of- comprehenswe medical care for
the aged. The 1960'§ see an expansion of
Title V programs to include federal grants
for local projects.

9 ' Medicare and Medicaid (TitlesXVIII and
: XIX of the Social Security Act) finance
medical care for the elderly and the ehglbxe
poor.
19?7

An Amendment to Title XIX of the Social
Security Act requires states to cover Early
and Periodic Screening, Diagnosis, and
Treatment (EPSDT) services for all Medi-
caid eligibles under the age of 21.

972 ) “States are required to implement EPSDT
. or face a penalty of one percent of the fed-

o eral share of their AFDC budgets for every
quarter in which they have not complied

with EPSDT penalty regulationss

‘“M

s

Z
QC

EPSDT programs are underway and prob-
lems of implementation are being worked
‘ ' out on state and local levels to comply with
federal regulations.
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DE.‘I"AII.S OF THE EVENTS LEADING TOLEPSDT

e

The Social Secutity Act ptovides cash.
5 assistance to certain categories of the needy and
-~ Grants-in-Aid for maternal and child health and
crippled children’s programs. '

Q
.

. In 1935 the Social Security Act established a cash
assistance program for the aged, the blind, and families with

- dependent children. This was the first major fgderal programto °

provide cash payments to indigent and low-Incume people.
‘Somé of these .payments were to be used for medical care.
‘Over the years, amendments to the Social Securlty Act have -
modified the form of payment, the extent of benéfits, and the -
range of eligibility; Medicaid and its EPSDT component are.
among the most recent of these ‘modifications. :

Origir.ally, benefits under the Social Securlty Act were
limited to cash payments ta the person in need. The recipient
decided how to spend this money. While some of the money
was intended for health services, many welfare reciplents never
sought needed medical care because they considered It a jux-
ury. If -no imiediate or visible health problem existed,
recipients of cash assistance tended 4o use all of the money for

basic maintenance needs, rather than keep some funds for . '

health services. In some families with dependent chiidren,
medical care was sought only after children’s health problems -
became severe. Thus, the direct cash method of paying for
medical services did not ens.sre that adequate health care was
sought or obtained. A system of payment for service was need-
ed which would encourage eligibie people to obtain preventive
and routine health cdre as well as treatment for emergencies.
In addition to cash payments, the Social Security Act of
1935 established a program for crippied children which en-
abled each state to extend and improve its services for locating
such children and provide needed medical, surgical, and cor-
rective services. Although the outreach aspect.of these “Title V"
programs was not actively pursued, some health screening
services were provided as part of the registration procedure.
Other steps to provide preventive health care under Titla V in-
cluded supervision of ’rhaternlty clinics and hospitals and the -
establishment of “well child conferences” to pravide a forum for
discussing the issues of maternal and child -health.

3 &
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ww II Emergency Mnternn! and Infant Care (EMIC)o> *
program.

World War il created the need for expanded heaith serv-

~ lce delivery: The families of servicemen who moved to small

towns near army bases placed a strain on avallable chiid health

services IBading to the creetion of the Emergency Maternity'and
Infant Cate (EMIC) program.

' EMIC was the largest public health undertaking . in
America up to that time. It was completelv funded by federal
monles given to the states to provlde preventive and treatment
services for wives and children ‘of lower rank servlcemen
,Altheugh EMIC was not continued after the war, it demon-
~ strated the feasibility of federal-state coeperation . In health
- service delivery. o

Social Security amendments provide federal
1 95 matching funds for medical care. - ' _
During the late 1940’s, the federal government was under
pressure to provide states with funds to directly reimburse
health care providers for their services to public assistance
reclplent& In 1950, the Social Security Ac' was amended to
provide féderal matching funds to states for medical care pay-
ments to providers on an individual case basis. Between 1950
and 1956 only twenty states -adopted tnis form of payment, but
in: 1956 benefits were expanded, the percent of tfederal
matching increased, and administrative procedures were
modified, making it easier for the states to participate. ‘Because
of these changes several states took the opportunity to begin
subsidized medical care to publlc assistance recipients while
other states expanded their existing programs. in 1958, the
federal government made furids for medical care available to
the states for all federally eligibie weifare recipients regardless
of whether they actually received such care. This simplitied ad-
ministrative procedures, increased the amount of money
available to the states, and was a further inducement for states
to broaden their subsidized medical care benefits. '

-g‘ ' 4 9
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Expanded ptogmns for chlldren #nd medical
1 960 ~ assistance for the aged are established -
The 1960’'s saw the development of-a number of federally
funded healith programs fgr children. Established under Title V -
. of the Soclal Secufity Aét, the programs were expanded to In-
clude federal grants for local projects in. maternity.and Infant
' care(1963), children and youth (1965), and dental and intensive
- ~infant care (1968). Loca| health services were also provided un- -
der the auspices of the e Office’ of Economic Opportunity (OEO)
which funded neighborhood health. centers and services for -
children under the Headstart ‘program.

By 1960, discussion of .the need for comprehenslve
health services focused on.the plighit of the aged. Congres-
sional“concern for older- Amerlcans unable to afford adeqﬁate
health care was high, and the debate about how to finance’
health care for the aged led i0 the enactment of the Kerr-Mills
amendments to the Social Security Act. While-Kerr-Milils did not

8 provide medical care benefits.to all older Americans, it did
create a new public assistance category: Medical Assistance
‘for the Aged (MAA). In gtates choosing to enaét MAA programs, .
older persons whose incomes were too high to qualify for cash
assistance payments under public welfare, and too low for them
~ to afford adequate medical care, were eligible for some federal
~ subsidization of their medical expenses.

Response to the Kerr-Mills Act was:only lukewarm. A
number of states feared the drain it would put on their
treasuries, and many of the aged who qualified for the program
did not participate because they were uncomfortable with the

. red tape involved in proving eligibility. Nevertheless, the Kerr-
Mills Act gstablished a precedent of providing comprehensive
heaith services to a population in need and laid the foundation
of a medical assistance program which was the model for
Medicaid and its EPSDT component.

Amendments to the Social Security Act es-
tablish Medicare for the aged, and Medicaid for
public assistance recipients. )

L

in 1965, Congress passed a set of amendments to the

Social Security Act. Title XVIIl of these amendments estab-

- lished-a program to provide healith insurance for the aged. This.
5 ?
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.program (commonly known as Medicare) was to be. ad--'

ministered through the Social Security system. Title XIX of the
Soclal Security Act established another new program called
Medicaid~an extension of. the Kerr-Mills Act—to provide
"+ 'heaith ‘services to certain categories of the poor. Medicaid is
the “parent” program.of which EPSDT is a part;.a clear picture
-of Medicaid can help you understand EPSDT.

. ' (

‘WHAT IS MEDICAID?

Medicaid-is a cooperative federal-state program provndmg "
- payment of medical expenses. for eligible persons.. Elféxlﬁﬂﬂy in- .+
cludes persons whose incomgs are low enough to meet eligibitity *
ruqulrements set by the states and who are over 65, &lind, other-
wise disabled, or members of a family with dePendent children.
jFederal legislation specifies the content ‘of the. minimum benefit
package Medicaitl must provide. The federal government also
_Kontributes to the cost of as many of the specnﬁed optnonal
( medical services as the state is willing to include in’its benefit.
package. Medicaid is jointly financed by the federaj and state
governments from general revenue fands. Impleméntation varies ,~
, from state to state: some. states have mare-elaborate and costly’
* 1 . sets of benefits than do others. in some states. local governments

- share m the cost . S \% :
A . \ L v

Medncand is administered on\the federal )evel by The Medlc-
aid Bureau (MMB) of the Department of Health, Education and .
Welfare's Health Care Financing Administration, and by depari=-
ments of public welfare or social services on the state level In
some stdtes the program may be lodged in a department of health
or in a comprehensive human service agency. .

r’ﬁ

“

The federal government réqdires all state Medicaid plans to
cover weltare (AFDC) recipients and most Supplemental Security
income tSS1) recipien . apd reimbyssesstates for a share of the
cost of their health care. The federal government will also reim-
burse states tor a share of the cost of health care for some other
groups of peonle the states choose to cover under their Medicaid

{plans, e.g.. other SSI recipients and membgrs of families with
.dependent children who.,do not qualify for cash assistance but
s+ " whose incomes.are too low for them to purchase adequate medica}
care. (These people are sometimes referred to,as “medically in-
digent” or “medically needy.”') Because ofthis federal-state
relatipnship, the Medicaid program r.ects both federal
regula&mns and the results of action taken by the states to 1mple-
ment them. States establish eligibility criteria, the kind and extent




of beneﬁts. and the admlmstratlve mechanism for the program. "
The federal government issues re gulauons and guidelines for state .
programs, reimburses states, and monitors state programs to be
sure they .follow federal regulations.

< | WHO IS ELIGIBLE FOR 'MEDI(.AID"

Llaglblhty tor Medicaid varies from state to state. but it
always includes persons who are rec¢iging  public assistance
payments frem the Aid for Dependent Children. (AFDC) program
and most of the dged blind, and disabled aduits who receive
N Supplemental Seeumy Income (SSI) or a state supplement to » °
* that program. A few states, however, have: mure stringent
‘ chyl;lhty standards for Medicaid than the federal eligibility stan-

“dards set*for SSI. ‘ .
1 ' In addition, some states include the “medically indigent” or .
R medically needy” in their medical assistance plans. These are
. people whose incomes or assets are too high for them to receive -
. .+ cash assistancé, buf,who cannot afford to pay their medical ex- ©
€ " | - penses. Each sgate d{ermines the maximum ihcom= and resource
' level at which persons quality for cash assistauce and Medicaid.
\ + . In addition, states may choose to pay for Medicaid services
for other persons_not eligible for federal assnstanc\e In that case, :
the state. must pay the enuricost .
-4
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| ' ~ Social Security amendments establish EPSDT:
" 6 _~ an expansion-of Medicaid services for children.
’ In 1967, Congress passed additional amendments to the

Social Seclrity Act setting up a program of early and periodic
health screening, diagnosis. and: treatment for Medlcald eligi-
° ble children.

Unlike prewous federal medlcal assistance programs.

EPSDT is more than a program which simply pays .for health

care that eligible individuals seek when they are sick. EPSDT
provides-for preventive heaith care that can i¢entify problems,
before they become, severe. Furthermore, under EPSDT,
! preventive services and necessary follow-up, diagnosis, and-
treatment must be provided periodically as long as the in- -
dividual is elig‘bte for Medicaid. EPSDT also provides suppor-.

’ ti services which make it easler for clients to take part in the

rogram.
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. States are required to Implement EPSDT or
l 74 . 1a.:¢ paying a penalty equal to one percent of the
federal share of their Ald for Dependent Chil-
. dren (AFDC) budget for each quarter in which
they are not In compliance with ledeul EPSDT

penaity regumlo?s.

Although legislation authorizing the EPSDT program was
.enacted in 1967, the program was not put into effect for several
years. Some states thought the program placed an additional . -
burden on alfeady overworked social scrvices staffs, and that
_ health care resources were inadequate to meet the needs of all
EPSDT-eligible persons. Weltare rights and welfare recipient
+, groups hélped get EPSD\'\T underway when they brought suit in
.. court against state and federal governments for failing to begin
»  EPSDT. '
' " Federal regulations for EPSDT were published in 1971,
They were designed to help the states estabiish EPSDT
.. programs by allowing them to begin with services for children
.. under six years of age and later phase in older children and
youth up to age twenty-one. In 1972, amendments were added
to the Social Security Act specifying that any state that failed to -
inform all AFDC families about EPSDT, failed to provide
screening services when requesteq, or failed to provide neces-
sary follow-up diagnostic and treatment services would be penal- -
_ized one percent of the federal share of its AFDC budget for any .
_ quarter in which the state was not in compliance.

~
\ .

EPSDT Programs are uuderway.. The problems
N of implementation are being worked out on the
state and local level.

Following the clear Congressional mandate to implement
EPSDT represented by the penality regulations, the Department
of Health, Educatior and Welfare (HEW) has taken -a more
vigorous. approach to promoting implementation of EPSDT.
The strong position taken by HEW in support of EPSDT has led

)
RIC ! 3 _ .
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. the states to find mnovatlve ways to carry out this program, to
provide prevefitive and comprehensive heaith services to eligi-
_ ble children and youth, and to facilitate their use of those serv-
" ices by providing transportation, heaith education, and follow-
up servlces in aupport of EPSDT

-
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WHAT MUST THE STATES DO
TO IMPLEMENT EPSDT? = °

In order to implement EPSDT, a state must comply with
federal EPSDT regulations. It must organize services, conduct
outreach, provide reimbursement for health service costs,

process information, conduct program evaluation, and co-

ordinate EPSDT with other services.

- COMPLY WITH EPSDT REGULATIONS

EPSDT penaity regulations require that each state make
certain that. .

e All AFDC families are informed at least once a year
'in writing of what services are available arfd how and
where to obtain them. ‘

¢ Screening is provided within 60 days of when a fami-
ly requests it. *

o Clients'needing follow-hp diagnostic and treatment
' services receive such services normally within 60
days of scre_enlng.

o All eligibie families are provided with transportation,
if necessary, to make it easier for them to participate.

ORGANIZE SERVICES

To effectively impiement EPSDT, the states must design
an appropriate package of screening services and decide how
such services are to be delivered. EPSDT services can be
provided by private physicians, in hospitals and clinics, or

through pubilicly funded facilities such- as the local heailth -

department. Any one or a combination of these providers may
be used. Whatever the source of service, the state must ensure
provision of the fuli package of screening services and must
provide or arrange for diagnosis and treatment where needed,

!
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CONDUCT OUTREACH . .

Outreach activities are a key to the success of EPSDT.
They consist of all efforts to identify, inform, and involve eligible
children and youth in EPSDT While mailing information about

-EPSDT with welfare checks is a part of outreach, it is seldom
enough. A more successful approach involves personal contact
between EPSDT. workers and potential participants. Phone -
calls are usually more eifective than letters, and personal visits -
are generally more effective than phone calls. The time and ef- -

-fort EPSDT workers put into outreach and case contact ac-
tivities can mean the difference between the success and
failure of the program. - *

PROVIDE ASSISTANCE IN OBTAINNG EPSDT SERViCES

Outreach alone is not enough. EPSDT workers must
assist participants in finding providers of health service
(physicians, dentists, clinigs, health departments, etc.) to meet
their needs. Assistance should be provided in scheduling ap-
pointments with these providers and in helping clients to keap
these appointments through provision of transportation,
assistance with child care arrangements, etc. If appointments
are missed, EPSDT workers should foliow up with the clnents to
arrange new appointments.

PROVIDE REIMBURSEMENT FOR PROGRAM COSTS

Providers of health service (physicians, dentists, clinics,
health departments, etc.) should be encouraged to participate
and are reimbursed by the state for their services. A reimburse- .
ment sysiem whereby providers record information specifically
related to EPSDT service delivery at the same time and on the
same form as requests for reimbursement may make follow-up
and evaluation easier and more effective. T

"PROCESS INFORMATION:

Records of each participating child should be maintained
to permit follow-up and ensure that the individual child receives

11 lg
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‘a continuous and coordinated set of sérvices. Records also .

permit evailuation of program effectiveness, health service

- -deivery, and payment processing. EPSDT recordkeepinig may _

be complicated by the fact that over-time families may shift in
and out of eligibility. Accurate records, howsver, must be main-
tained to document complianc¢e-with federal reguiations &nd to
assess and plan for the health maintenance and treatment
needs of participating children and yoquth.

CONDUCT PROGRAM EVALUATION

Criteria for evaluating EPSDT services are being
developed as the program grows. While the initial emphasis
has been on screening as many children as possible, state
programs have begun to concentrate on ensuring provision ofa
wide range of treatment services. As states develop more ef- :
ficlent reporting systems, attention can be shifted from merely
increasing numbers of participants to a focus on improving the
outcomes of EPSDT services. Programs can then be rede-
signed or modified to maximize their positive impact on the
health of eligible children and youth.

. .COORDINATE EPSDT WITH OTHER CHILD SERVIOES

Thare are a number of other chlld health and welfare ser- '

" vices that exist in the states. To avoid duplication and to pro-

vide comprehensive services to the child, EPSDT must'be co-

" ordinated with the activities of these programs. This meansthat

administrators of EPSDT programs and their. staffs should
know about other child heaith and welfare services in their

.community (maternal and infant care programs, children and

youth programs, neighborhood heaith centers, etc.)—what they
do, and whom to contact and work with to plan for coordina-
tion of services. '

12
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SECTION i -

_ ISSUES FACED BY EPSDT  °

A number of issues have emerged as EPSDT has
developed. While some of these issues involve problems which
are beyond the power of local EPSNT workers to solve, they do
highlight some of the factors which may shape the future of the
EPSDT program. °

* EPSDT was developed at a time when the federal
government was expanding its support for health
service programs. If money for heaith service pro-
grams becomes tighter, those who hold the purse-
strings may develop more controi over service

. delivery programs such as EPSDT. This could mean
that program priorities will be determined more by
financial concerns than client needs.

* Limited availablility of health services, particularly
preventive health services for chiidren, makes such
services difficult for Medicalid eligible familles to ob-
tain. The pattern of health care in the United States is.

' based largely on private physicians and hospitals.
Avallable services may be either inadequate for the
increased demand produced by Medicaid, or not
located in areas convenient for Medicaid recipients.

* Financing is not automatically linked to appropriate
or effective organization, delivery, and utilization of
' services. EPSDT programs bring providers of health
services, their clients, and providers of funds
together'in one program. Health services providers
are often unhappy with the amount of reimburse-
ment and delays in reimbursement for their serv- -
ices; agencies who pay the bills want to keep costs
down, enforce standards for providers, and
gliminate fiscal fraud. Clients want the best avalil-
able service and the least amount of trouble ob-
taining it.
EPEDT needs to reconcile these various goals,
- ensure accountability by health service providers,

13
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and maintain good relations between providers and
their clients. This is complica@d by the fact that ad-
ministrative and fiscal responsibility for EPSDT is
shared between federal and state government, while

with the state which coordinates local pngram im-
. plementation.

¢ Program outreach, essential to the effectiveness of
EPSDT, may strain the capacity of many ad-
ministering agencies. Because part of EPSDT’s mis-
sion is to improve the way clients use medical serv-
ices, the program needs to develop effective out-
‘reach mechanisms. Many peopie need help in learn-
ing how to utilize health care services. Prospective .
patients and their families should receive clear, per-
sonal, and relevant health education and heip in get-
ting to ahd using health services. Since this may in- |
crease the responsibiiities of existing staff, federal
matching funds are available at a rate of 75 percent
for local wbrkers providing EPSDT health-related
support services. If states do not take advantage of’
these matching funds to expand staff, there may not
be ‘enough staff to do the job of providing effective
EPSDT services.

* Follow-up to ensure that needed health services are
obtained is necessary for effective service delivery.
Satisfactory follow-up is difficult to guarantee. Some
ERSDT clients may not seek needed treatment, and
for many clients, the problems of case management
are compounded because services must be ¢oor-
dinated among a number of-health care providers.

14
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SECTION IV

THE FUTURE OF EPSDT

EPSDT is now being implemented. Initial reoorts indicate
that it is effectivepoth in finding children in need of health care,
. and ensuring that they receive it. For the most part, screening is
.. proceeding well and more and more states are turning their
attention to making sure that treatment and follow-up are
provided. Problems .in getting families to keep appointments. .
‘and obtain needed follow-up care for their children are com-.
mon. In some areas, recruiting treatment providers who accept
EPSDT clients is also a probléem. Some providers are not at-
tracted by the levels and methods of reimbursement; others
already have a full practice and do not'want additional patients. _
¥ Rural areas present particularly. difficult problems of avail- ]
- ability and accessibility of providers of EPSDT services. Ob-
taining dental care has beeh especially difficuit because of
limited numbers of participating dentists in locations where
they are needed and because of the high cost of dental care.
Some states have found it difficult to develop an effective
system for information. retrieval, storage, and utilization, es-
. pecially when the shifting eligibility of some families makes_it _

difficult to maintain updated records and to assure continuation
of necessary care and periodic services. However, many states

have shown that a variety of innovative solutions to serve de-
livery problems can be found by staffs which are committed to
the EPSDT program. From the experience of EPSDT so far, it
seems clear than an emphasis on prevention will continue to set
the tone of health services for children.

S
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'SECTION'V
QlUESTIO"NS.AND ANSWERS

EPSDT workers may be asked to provide information
about the program. The following questions are typical of some
of the things people might want to know about EPSDT. Short
answers to these questions, and references to sections in this
bookiet where the answers are discussed in greater detail
appear on pages 18-19. 5

QUESTIONS ABOUI, EPSDT

‘1) What is “new” about EPSDT?

2) What is Medicaid? Whom does it serve?

,3) How is the EPSDT program related to Medicaid?

L ]

4) What are seven things the state should do to implement an
EPSDT program?

L4
4

5) What are four issues which have been highlighted by EPSDT

programs?

\\\ 17 21 : ¢
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A_NSWERS

1) EPSDT is new becausd’

—it'focuses on comprehensive and preventive health care;
—it provides .heaith support services, including health
education, transportation, and case management.

(It you could not answer this question, refer back to page 8-9 in the tooklet.)

2) Medicaid is a state/federal program providing financial
assistance for health care services for certain !ow income
pérsons.

{It you could not answer this question, reter back to pages 6-7 in the bookiet.)

/4

3) EPSDT is a required service under the Medicaid program.
its focus is on providing periodic preventive health care to
children and youth (to age 21) -from ellg(ble low income
famihes

(it you could not answer thls question, refer.back to page 1 of this booklet.)

. 4) To implement an EPSDT program, each state needs to:

(1) comply with EPSDT regulatlons
(2) organize services;

(3) conduct outreach and ensure that screening,
: diagnostic, and treatment services are available;

(4) provide reimbursement to health service providers for
program costs,; ,

(5) record, store, and process information;
(6) coordinate with other child services;
(7) conduct program evaluation.
(it you could not answer this question, refer back to pages 10-12 in the booklet.)

5) Issues highlighted by EPSDT include the foliowing:

(1) Financing of EPSDT services does not automaticaily
lead to appropriate or effective utilization and delivery
of health care.

(2) it is administratively complicated.

(3) Health services, particulatly comprehensive preventive
services for children, are unevenly distributed and

18
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sometimes difficult for low income people to locate or
obtain. g .

(4) EPSDT may place a strain on already overworked social B
services staffs unless states take advantage ‘of federal

. 75 percent matching funds to hire, train, and supervise

“EPSDT workers. ' '

(it you could not answer this question, refer back to pages 13-14 in the bookle}.)

o ’
g\
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NOTE TO THE READER

Médicaid programs can vary among states. Each
state establishes its own criteria of eligibility and defines its
own package of services within federal guidelines. This _
- booklet attempts to discuss some of the features of the
" Medicaid Early and Periodic Screening Diagnosis and

Treatment program which are common to all states and to
illustrate some variations in its implementation. .
. - Although the term EPSDT is used throughout the

booklet, the programs providing periodic child health
screening, diagnosis, and treatment may have different
names in different states (e.g9. Child Heaith Assurance
Progrtam—CHAP—in New York; Medl-Check in lllinois; .
Project Health in Michigan etc.).




" INTRODUCTION -

This booklet describés the distribution of ‘administrative. - .

' responsibility for the Medicaid Early and :Periodic Screening,
Diagnosis, and Treatment (EPSDT) program. Written for
EPSDT workers, their supervisors, and administrators, it
provides an overview of EPSDT as a hational, state, and local
program, and describes some of the agencies and programs

" with which EPSDT cooperates. o S
’ ¢

| @SECTION |

1

EPSDT—THE NATIONAL LEVEL

WHO IS RESPONSIBLE FOR EPSDT? e

1

The ultimate responsibiiity for EPSDT rests with ‘the
President and the Congress. Together they define national ~
. policy and set priorities for federal programs. While Congress
‘passes legisiation and allocates funds to establish and imple-
- ment programs such as EPSDT, the President supports or dis-
-courages action taken by 'Congress and by administrative
agencies. ' * o
. EPSDT is administered by The Medicaid Bureau (MMB).
Until 1977, MMB was part of .the Social and Rehabilitation Serv-
ice; now, it is part of the Health Care Financing Administration
-(HCFA), a division of the Department of Health, Education and
Welfare (HEW). HCFA issués guidelines and regulations to the
states on the scope of various components and on methods fo:
operating their EPSDT programs, monitors state proarams to
gssure compliance with federal regulations, and provides them
with technical assistance.

WHAT GROUPS ARE INTERESTED IN EPSDT?

A number of organizations are concerned with EPSDT.
Within HEW, the Public Health Service and the Office of Child

1 37
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Development carry on EPSDT-related activities. Citizen groups -.
which support the rights ot weifare recipients and the interests
~ of children” have successfully brought suit in court to hasten
EPSDT's implementation, and have maintained their interest in
"the program. From the outset, professional associations of
" health care providers have participated in the dévelopment of
the program and have been asked to collaborate in the
s preparation of gurdes on impliementation of various aspects of
’ EPSDT.

o

v

" WHAT ARE THE LESSONS OF EPSDT FOR OTHER
PROGRAMS?

Though a relatively new program ESPDT, provldes
lessons useful for consideration in the shaping of future health
service programs :

o The importance of careful plannlng before begin-
ning large-scale service delivery programs is evi-
dent from some of the early difficuities encountered
by EPSDT. Its subsequent history, however, shows
that creative program implementation can solve
problems and minimize the chanceé of their
.recurrence. - . o ’

g

s Close federal, state, and local cooperation are es-
sential for the success of such programs.

« Citizen's groups can’ be infiuentlal in promoting
~surh programs through legisiative, judicial, and ad- -
ministrative channels. . '

« Obtaining a high rate of client participation requires
outreach and follow-up - activities in Realth- care
programs for low income clients.

« Data collection, storage, and retrieval-systems are
needed to handle the data processing tasks of large *®
scale health service programs.

v 32




SECTION II

EPSDT: THE STATE LEVEL

ADMINISTRATIVE MODELS OF EPSQT IN THE STATES

EPSDT is a component of the Medicalid program. The law ¢
requires that a single state agency.be responsible for ad-
ministering Medlcaid although it can contract with other agen-

- cles to carry out some of the program'’s functions. The séope of
the Medicaid program in each state determines the iimits ‘of
eligibility, coverage of services, and the methods for reimbur-
sing providers of health services to Medicaid clients in that
state. Within federal minimum requirements, each state's
program can differ in-the services it offers, but each state Is
responsible for monitoring and evaluating program implemen-

. tation at the local level. While Medicaid programs differ from
state to state, three distinct organizational models can b® iden-
tified. the program may be administered by the state welfare
department; by the state health department; or by an agency
con;bming both health and welfare functions. . :

The Welfare Model: in most states, EPSDT is administered by
the weifare department. This department usually provides
casefmdmg transportation, and case management services,

and subcontracts the provision of health care services to other
public agencies, voluntary organizations, prlvate groups, or in-
“dividual providers. For example, a state. welfare department
may contract with the state health department for providing the
screening component of EPSDT, since the hea'th department
has the facilitie3 and expertise to furnish this service. Another
frequenrtly subcontracted task is reimbursement of proviuers.

Private insurance companies such as Blue Shield which have
the equipment and trained staff may be engaged by the state to
perform this task. ’

The Health Department Model: In some states, the state
department of health is responsible for administering EPSDT.
The job ot determining eligibility, however, rests with the
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welfare department since etlgtbmty for: EPSDT is dependent on
eligibility for pubtic assistance.

- ¢

The Combined Health and Welfare Model: Where states.have

- . included “health and welfare departments under one

organizational umbrella, EPSDT is administered by this com-
bined agency. While the functions of healith and welfare may re-
*main in separate units,.the comblned structure makes it easier
to coordinate their activities without compticated in-
terorganizatlonal relattonshtps

CENTRAL & DECENTRALIZED ADMINISTRATION OF EPSDT
Generally, Medicaid is administered from a central office.

’ - Because centrally administered programs mdy not be sensitive
to the special service requirements of diverse client pop-

ulations,.regional and local offices in some states have been
given responsibility for adapting programs to meet the needs of
local populations. Such locally administered programs are like-
ly to be more effective than centrally administered programs.
Some may encompass a number of counties, particularly in
sparsely populated rural areds, while in more crowded urban
areas a region may consnst of only one city or even part of a city.

STAEFING PATTERNS IN EPSDT

In states where few people are directly invoived in im-,
plementing Medicaid and EPSDT, the job of identifying and In-

" forming eligibles is handled by eligibility workers in the welfare

department. This is usually a task which must be done in addi- -

tion to their other duties and leaves them littie time to offer sup-

portive services which would faciliiate client participation.
Since the emphasis of EPSDT has shifted from informing

‘eligibles to actively reaching out to them and promoting par-

ticipation, this staffing pattern is not adequate. Expanded staff
and a revised administrative structure are needed. Therefore,
staff assigned especially to EPSDT are being hired at the iocal
level in a number of states. They are responsibie for assuring
that adequate arrangements are made for needed heaith care
and that such care is provided.

34




éeventy-ﬁve percent of the salary for such staff and the

- .cost oktheir training, travel, and supervision can be reimbursed

from fegeral matching funds.
THE STATE AS A SERVIOE PROVIDER

States may provide screening services but state health

departments usually are not equipped to operate large scale

diagnosis and treatment programs. These aspects of EPSDT
are usually carried out by other public and private health ser-
vice providers. . " :

) Even if a state has no direct part in ‘providing health ser-
vices it still remains responsible for’ensuring that all eligible -

. children receiVe the complete range of EPSDT services.
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wa IS EPSDT ORGANIZED IN YOUR STATE

We have described several organizational models of
. EPSDT. On the following chart you can fill in notes and
comments about the EPSDT program in your state.

-

1. Who nas admmistrauve responsnbillty for EPSDT in
your state? ‘ .. :
- J

.
S

2.What agencies cooperate in the operation of EPSDT?

A3

3 With whom does your state subcontraqj for EPSDT
servnces? .

’4_. Who provides EPSDT services in your state?

\

5 How is EPSDT administered at the local level in your
state? In your local community?

6. What are the names of people in other agencies with
whom you work on EPSDT?

NAME: AGENCY: . ~

N\,
N
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SECTlON ]

. EPSDT: THE LOCAL stsh

The local EPSDT agency is responsnbl,e for case iden-.

. tification and management. By having direct-contact with clients
-and handling the paperwork enfailed in these interactions, the
local agency helps clients and- providers establish an.ongoing
relationship. Such a relatlonshnp can help ensure continuity of
care and preventive as well as remedial health services for

. eligible_ children. While some state EPSDT agencies carry out .
: soreenmg at the local level, few, it any, directly pravide_treat-

ment. The EPSDT program mandates that ongoing treatment
-be available and that Medicaid pay for it whether it is received
. from pubilic or private sources. The intent of the program is that
Medicaid-eligible children obtain comprehensive®initial health

care and have access to continuing care asjrieedéd. EPSDT .
collaborates with the public and private sectors so that all ellgi- '

ble children can receive needed heaith services.

In many communities, there*are a number of

. orgamzatuons agencies, and programs furnishing services to
EPSDT sligible clients., Since EPSDT workers . may have to

coordinate service delivery- activities with these agencies, they -

sholid know about them. Some are pubilicly supported from tax
revenues, others are private. Some provide heaith services,
some provide social services, and some provide a mixture of
health and social services. Most of the programs concentrate

"their activities in selected .geéographic areas or with specific

client populations. it 1s important to know where these pro-
grams operate and who they serve.

puaucn.y-suwoﬁ'réo HEALTH PROVIDERS

_ Publicly supported providers of health services may
receive tffeir funds from federal state, or local governments.

hitdren and Youth Programs (C & Y): Programs established
0 provide cynprehensivg health care for a limited number of

e et
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children and youth furnish a variety of services ranging from
diagnosis and treatment to nutritional and psychological
. counseling. Dental-and nursing care are also provided, as are
the ?Zeciallzed services of a number of health and mental
“health consultants. Services to children and youth in these .
programs are either centrally located in a clinic or hospital or
© are provided through a network of satellite ofﬂces

‘Maternal and Infant Care Programs(M & I): These programs -
provide care for eligible expectant mothers and their .infant
children. They are often coordinated with C & Y programs. Sup-
ported by federal funds allocated .under Title .V of the Soctal
Security Act, C & Y and M & | programs serve clients in low in-""
. _come ares. The clients of these programs are likely to. include -
people eligible for EPSDT. . : :

Community Health Centers: Community heaith centers include
neighborhood heaith centers, part of the services originally
offered by the Office of Economic Opportunity (OEO), and fami- .
ly health centers established under more recent federal public
health programs. They provide health care to members of low-
income and Medicaid-eligible families in selected areas.

Crippled Children’s Services: Supported by Title V funds and
administered by the state health. department, crippled
children's services focus on handicapping conditions including
vision, speech, and hearing loss. Services may be provided ina
hospital out-patient department, rehabilitation center, or
through private non-profit organizations. In this program,
‘children are referred to sources of care by a physician, and

funds are provided on a federai-state matching basis. ’

2

. Public Hospitals: Public hospitals, including municipal or coun-
ty hospitals, provide care both for inpatients (those who remain
in the hospital overnight) and for outpatients (those who visit
the hospital to receive care but stay at home). Subsidized by
public revenues, they provide services free to the indigent but
are reimbursed for Medicaid eligible patients. While public
hgspitals remain a major health service resource in the com-

8
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‘munity, they often do not have sufficient resources to meet the
extensive demand for their services. '

-« School Health Services: School health services usualily consist °.
“of vision, hearing, and speech’ screening. If a handicapping
condition is severe, the schools usually refer children for treat-

-+ ment which can be paid for by the crippled children’s program.
The schools aiso offer remedial and speoial educatuon classes
and counseling services. - .

" PRIVATE HEALTH Paowbeas | ‘

- Private Practitioners: The majority of, health services in the -

" United States are- provided by private, practitioners working

alone or in groups. They are" usually pard a separate fee for
each service they provide. :

-
+ B

Private Hospltals: Private hosrpitals may be profit-making or
Wnon profit. Most private hospitals, like public hospitals, provide
both inpafient ind outpatient care. Private hospitals operate on
a fee-fqryservice basis and are reimbursed by Medicaid for
eligible patients. People unable to pay for hospital services are
often referred to a public-hospital. Some private hospitals
receive [or have received funds from public and private
_organizgtions; as a result, they are enabied or requrred to
“provide|/care for low-rncome ‘people.

" Health |Maintenance Organizations: The health maintenance :.
organization (HMO) provides comprehensive health services.,.
including basic or primary services and some specialized or
secondary services. Some HMOs have their own hospital. Like
neighborhood health centers, they serve people of all ages
Cllent{;pay a fixed monthly fee regardiess of how often they use

- the HMO. When Medicaid clients sign ‘0p with an HMO ?
Medicaid will not pay for medical services received from other -
‘sources.

Medical Foundatlons: Medical foundations, a variation of
HMOs, are crganized by physicians who are usually paid a
separate fee by the foundation for each service they

s 39
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provide.Clients have a wider choice of physicians aéa’iiabie than
they have in the prepaid group practice version of the HMO.

University Prognmo. A pablic or private university may offer
special health services for some children. University research
programs also sometimes provide services for children with
selected heaith problems. Medical ‘schools and university .
hospitals offer services simiiar to those of other private health
providers.

SCCIAL SERYICE PROGRA& >

_ Since a child's health is seldom an isolated area of neeﬂ
. an EPSDT client may require a variety of other services. While
the primary focys of the EPSDT worker's job is heiping eiigibie
clients receive EPSDT services, the worker should know about
other available services. :

Public providers of non-healith services include the schoois
which " maintai.. ' counséling and some special. education™
programs; municipal' recreation departments operating a
number of activities for children and youth of all ages; public -
libraries and museums which offer sfecial educational and
cuitural programs for children; and the cpurts and police which
have special services designed to prevent delinquency and to
help children and youth who have trouble with the law. State
departments of welfare or soc al services offer protective ser-
“vices which focus on neglect and child abuse, homemaker ser- -
vices to help a family during periods when additional help in the

" home is needed, day care programs providing supplementary
child care during part of the day, and substitute or foster care
when an alternate home environment is needed. ,

Privately sponsored social service programs include church
organized activities, ethnically oriented service agencies,
recreational and community centers, special private schaois,
rehabilitation services. service agencies funded by non-public
sources such as the community chest or red feather agencies,

.10®_
40




- T o
.« and voluntary organizatnons which have programs: for chlld(
and youth.

. ‘A number of programs focus on the special service
™ needs and problems of children and youth. They inciude crisis
centers, counseling for ‘'unmarried mothers, and programs for
runaway youth. These may be ongoing programs or may be es-
tablished to meet the needs of a specific situation and dissoived
when their task is completed. They may focus on a specific

. client g@oxzp or problem and offer limited services, or offer a

multipiteity of services to a'variety of clients. The EPSDT agency -

should keep an lipdated file on service programs and the
assistance they provide, and EPSDT workers shoul [keep files
_on their own contacts wnth these programs ',

’ , /
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\ SECTION Iv

hat

QUESTIONS AND ANSWERS c-

The tcliowing questions and answers highlight informa-
tion about the organization of EPSDT. Answers are provided to
the questions referring to information presented in the bookiet.
You must furnisi: the answers to questions about EPSDT in
ycur state. Your supervisor or the state EPSDT coordinating
agency can help.

QUESTIMNS

1. Wit role do the president and Congress play in EPSDT?

2. What fad.ral agency ‘has over-all administrative respon-
"« sibility tur EPSDT and all other health and welfare
‘programs .

o

3. What agenrcy administers EPSDT?

o

T -

4. What role have citizens groups played in helping get EPSDT
' underway?

o

5. Which ;g@cies in the state are responsible for EPSDT?
' &




10.

11.

{

. Néme three public and three private kinds of health service

providers.

. What agency has administrative responsibility for EPSDT in

your state?

. With whom and for what does the EPSDT administering

agency subcontract in your state?

. Name three public and three private kinds of provuders

commonly used by EPSDT in your state.

Is your state EPSDT program uniformly admmlstered or
doas it vary locally?

Whom could you consult to find out more about EPSDT in
your state?




ANSWERS

1. The president and Congress set national priorities and are
ultimately responsible for EPSDT. The Congress passes

- legislation and allocates funds for program implementation.

' . The president encourages or discourages action by
Congress and administrative agencies.

1 1] gou could not answer this question, refer back to page 1 of this booklet.) .

2 The U S Department of Health, Education and Welfare. ¢

{1t you coutd not answer this question, refer back to page 1 of this booklet.)

3. Health Care Financing Administration.

{If you could' not answer this question, refer back to page 1 of this booklet.) -

4. Citizens’ groups have helped promote such programs
through legisiative, judicial, and administrative channels.

{It you could not answer this question. refer back to page 2 of this booklet.)

5. Public weifare, public health.

' (It you could not answer this question. refer back to page 3 of this booklet.)
[

6. Public . ) Private

(a) Matarnal and infant (a) Health maintenance
care programs organizations

(b) Chiildren and youth (b) Private hospitals
programs " (c) Private practitioners

(c) Crippled children's .~ (d) Medical foundations
programs (e) University programs

(d) Community health
centers

(e) Municipatl and county
general hospitals
¢ (f) School health
screening

(If you could not answer this question, refer back to pages 7-10 of this booklet.)

XE RN Y
'7-11. These questions refer to EPSDT in your state. Answers -
M

can be found in the chart you compieted about the EPSDT .”
organization in your state. Refer back to this chart on page 6.

.
15 '4 | ) )

!




Health Care Financing Admtnlstrauon o AR R "
)Unizad States Depanment of Health. Educaﬂon and Weuare

(e o}
= |
X/,



. <

- Since the Child Heaith Assessmient Act of 1977 (C‘H-AF{) is
currently pending in Congress, the requirements of this new

legislation have been reflected in the final editing of this -
document. ' ‘ -
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NOTE TO THE READER

Medicaid programs can vary among states. Each
- state establishes its.own criteria of eligibility and defines Its
own package of services. This booklet attempts to discuss
.-some of the features of the Medicaid Early and Periodic
Screening Diagnosis and Treatment program which are
common to all states, and to’ nllustrate some variations in
their implementation. .

Although the term EPSDT-is used throughout the
booklet, the programs-providing periodic child health
. screening, diagnosis,:and treatment may have different.
names in diffarent states (e.g. Chiid Health Assurance Pro-
gram--CHAP—in New York; Medi-Check in ljlinois; Proj-
ect Healith in Michigan, etc.).




. ’ '

INTRODUCTION

This bookiet; concerning the clients of Medicaid's Early .
and Periodic Scréening Diagnosis and Treatment (EPSDT)
program, furnishes some basic information about the lifestyle

_ typical of many EPSDT clients and somie of their experiences:

with health services. The booklet, designed to orient EPSDT
workers to issues affecting client participation, can help these

~.workers provide outreach and follow-up services, anticipate

clients’ problems, anc help them derive.the most benefit from
the program.

SECTION | -

\\ ? R
LOW INC\OME FAMILIES
\Np HEALTH SERVIQES

WHO ARE ruexglams OF EPSDT?
: \

The clients of EPSDT are children -from low Income
Medicaid eligible families. Their living situations are often
characterized by substandard housing, crowded conditions,
poor nutrition, lack of money, and limited opportunities for
economic advancement. These chlidren face a greater risk of

"heaith problems than children from more affluent families. In

some sections of the United States, children from such iow in-
come families have five times more emotional problems, six
times more hearing defects, and saven times more visuai prob-
lems than children from wealthier homes. Aimost two-thirds of
the children from low income families in the United States have
never been to a dentist and almost half of them have not been
fully immunized against preventable diseases.

Despite the heaith care needs of these children, their
parents are not usually oriented to the idea of preventive heaith
care and often do not seek medical or dental services unless a
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.'child has obvious symptoms of a problem. It is, however, these
children who might benefit most from the preventive health
care offered by EPSDT. . =~ .

RESISTANCE TO SEEKING HEALTH CARE

The reasons for under-utilization of heaith care services
by low income families are complicated. Lack of funds to pay
for heaith services is not necessarily the only explanation: even
when a program such as EPSDT subsidizes health care serv-
" ices, low income families may not take advantage of such serv-
ices. It is the life situation of these families, their lack of knowl-
. edge about the importance of preventive health care, and their
previous expenences with health care services that may explaln .
why they find it difﬂcult to participate fully in EPSDT.

The life situation of low Income tamilles. Low ihcome
families lack resources. While they must make do without many
of the things that more atfluent families take for granted, their
lack of resources has consequences which go beyond depriva-
tion and a iower material standard of living. People in low In-
come families often live in a state of insecurity. The first to be
~laid off from the job, they cannot plan for the future because
they do not know what the future wiii bring. Thus their orienta-
tion is directed toward the here and now, toward solving im-
mediate problems and meeting immedidte needs. -

The idea of preventive heaith care—obtaining medical
and dental examinations when there are not obvious symptoms
. of probiems and- obtaining treatment for minor problems:
. before they become serious—runs counter to this orientation.
These families may be uniikely to keep-up with a program of
regular periodic health examinations if no heaith problems are
discovered. Ongoing health education is therefore needed to
reinforce their understanding of the value of preventive care.

Low income families may aiso face a dilemma with regard
to supportive services. On the one hand, they may need, and
are entitled to, the services which can help them through some
of their difficulties and which can help to assure their children
the opportunity for a healthy productive life. On the other hand,
some low income families have had experiences with pro-
- grams which were supposed to _heip them or their chiidren, but
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which had little positive effect on their situation. Consequently
they may be skeptical about the EPSDT program's effective-
ness. Some of them may feel that EPSDT workers are using the
program as an excuse to carry on investigative activities and
may view the workers’- efforts with suspicion or cynicism.
EPSDT workers must try to-allay these feelings and promote a
_positive image of the program based on an.understanding ofits - -
- services. . | 'l A

&

The experience of low income families with heaith serv-
lces. Even in the best of circumstances, a visit to a’physician,
dentist, clinic or hospital can be upsetting. Lack of under-
standing about one's health care needs and uncertainty about
the result of such a visit can only contribute to a patient's anxie-
* ty. One way for a patient to reduce fear and anxiety about health
problems is to try to establish ‘a friendly personal relationship
with the physician, dentist, or heaith care worker. Modern
medicine, however, often organized or practiced in ways which
do not facilitate such a relationship, can leave patients and their.
tamilles confused and alienated. A family may see more than
one health service provider over time; several doctors, nurses,
and technicians may attend a patient during a single visit, and it
may be impossible to get to know any of them. The comings
and goings of these men and women in white may confuse both
children and their parents, and this confusion can only increase
when they do not fully comprehend what is happening. Not
knowing what questions to ask or not wanting.to seéem ignorant,
low income families may not seek further explanation of
matters about which they are uncertain. If health service
providers assume that silence indicates understanding, the
patient and family may never have their questions answered .

o and may leave more confused and more anxious than before

they arrived. Such experiences build up resistance to health .
. services and may lead to avoidance of ‘professional care until.
. problems become so severe that they cannot be ignored.

The experience of heaith service providers with low in-
come famliles. While low income families are often confused or
put off by health service providers, the provider rnay be just as
confused or put off by low income patients. It is helpful for
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EPSDT workers to understand the sources of such annoyance
and frustration in order to help providers apd cnents -avoid
potential problems.

‘For-the:most part, low income patients and health serv-
ice provlders come from very different backgrounds if there is -
a lafguage difference, the provider may not understand.what
the patient is saying and vice versa. Even if they speak the same
language, the experiences, ‘life situations, and lifestylé of the-
patient and provider may be greatly dissimilar, providing still
another source of potential discomfort. .

‘ - People working in the health professions have certain ex-
pectations which many patients, and especialty<low income
patients, may not fulfill. they expect patients to keep ap-

-pointments on time; they ténd to maintain professional dus\(ance
between themselves and their patients; they expect
medications to be taken as prescribed and recommendations
about heaith care to be followed. Further, they expect patients
to be able to describa their symptoms and to raise questions
when unclear about the provider's instructions or explanatlons

When a health service provider, physician dentist, nurse, -
etc., encounters a iow income patient, there is a good chance
that these expectations will not be met. Low income patients
" often seek service on a walk-in basis, expecting serwge without
prior -appointment. When they do make appointme they
may be late or may not show up at all. Often, they do not
the background to clearly describe symptoms. Their lifestyles
and situation may be considered unsanitary or unhealthy by
providers who are used to serving more affiluent patients.

The combination of the providers’' expectations about
what constitutes a “good” patient, coupled with the likelihood
that low income families will not meet some of these expec-
tations, means that some providers are not eager to\treat fow
income patients. In addition, some providers may be preju-
diced against low income people,.or against the -ethnic
minorities who comprise a disproportionate number of the low
income population. If these feelings intruéie into the provider's’
manper. the patient and family, already sensitive and anxious
about unf@miliar health services, may be-further put off and
may feel that they are getting less than adequate care. If this
has happened before a family is offered a chance to take partin
EPSDT, the family may refuse to participate. If it happens after
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" . an individual has begun the EPSDT pfogram broken appoint- .

_ ments and resistance to the program can result.
The EPSDT worker must be sensitive to possibie bfeak-
downs in communications between patient and provider, and

possible problems on both sides of the relationship. In this way -

the worker can spot developing problems and ‘help both health
care providers and low income famities avoid situations which
can undercut the effectiveness of the EPSDT program.
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SECTION Il

HEALTH PRACTICES OF FAMILIES
FROM VAaiOUS&‘CULT RAL BACKGROUNDS

Because modern medical services may be unfamiliar or
uncomfortable to some low.income families, they may use the
services of indigenous nonprofessional medical practitioners.
These health service providers a fteryan integral part of the
client's community, and EPSDT workers should understand the
role they can play for low income families.

A folk healer who has an intimate knowledge of the
culture and orientation of the patient could be a helpful ally of a
program like EPSDT by. helping the outreach worker gain the

. confidence of the community. Where the definitions of heaith
and iliness differ between the health care provider and patient,
an indigenous folk healer could be a valuable bridge between
two cultures. This can be especially helpful when health care
providers try to offer preventive care for a well person in the
form of immunizations and eariy treatment of iliness but are
frustrated because the patient does not understand or refuses
these services. Indigenous folk healers can explain the value of

‘these services and can help make preventive services seem
more reasonable to the patient. Gaining their cooperation, how-
ever, may be difficult as they may have a vested interest in

'\ resisting modern medicine. By respecting the role of folk
healers and trying to work with them or at least recognize their
place in the community, EPSDT workers may reduce some of

~ this resistance. The following illustrations highlight the role of

such providers in their communities. .

HEALTH PRACTICES OF LOW INCOME
MEXICAN-AMERICANS

First or second generation Mexican-Americans may ap-
proach white or “Anglo” health care institutions with suspicion.
While many upper and middle class Mexican-Americans have
abandoned folk medical practices in favor of professional
medicine, newly arrived immigrants and the poor of the barrios
may f%vor the folk system over ‘“scientific medicine."”
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The major folk practitioner in a Mexican-American com-
munity is the curandero (curandera in the case of a woman). A
good curandero shows great warmth and concern for both the

_patient and the family, offering advice, giving treatment, but
.requesting no fee. If the treatment proves successful, thie family
is expected to offer payment, but if the fteatment fails, nothing
'is expected, @nd, in fact, the curandero may refuse to treat a .
patient who cannot be cured or who has a low chance of
- recovery. The family's turning to the,'Anglo" doctor or hospital
may indicate that the patient brought in for “scientific medictne”
is afraid of dying or has a serious disability (otherwise he or she
_could have been cured by the curandero). '

Some of the diseases on which a curandero focuses are

. those recognized by the more sclentific medical community.
There are, however, other kinds of ilinesses which fit into the
folk system of belief and practice, and it is for these illnesses
that the curandero is most likely to be consuited. These dis-
eases take the form of hot and celd imbaiance, dislocations of
internal organs, illnesses of magical origin, and |||nesses of
emotional origin. /

HEALTH PRACTlCES OF LOW INCOME
NATIVE AMERICANS

Unm recently there has been a tendency to discourage
and downgrade the Iindian medicine man and herbalist. Yet, for
many years, these folk practitioners were the major source of
medical service ayailable for native Americans. in recent years
increased federal monies for Indian medical care and the ex-
pangion of medical facilities for Native Americang have led to"
remarkable impsrovements in Indian health. However, the
effects of poverty, loss of status, high rates of aicoholism, and
tuberculosis are still prevalent in Indian populations.

Cultural and communication,barriers continue between
heaith care workers and native Americans, but the most
successful of these workers recognize the importance of the in-
dian medicine man, and try to cooperate with rather than op-
pose him. Cooperation with the medicine man and recognition
of his role for his peopie has paved the way for Indians’ agcept-
ance of “scientific medicine.” However, when an advprsary
relationship marks the boundary between the white map’s and
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. the lndians medicine, complete acceptance of publlc health
programs is.a slow process. Today more.and more ingligenous -
health workers have helped the Indian develop a more favor- |
' able view of Western medicine, and clearly the success of dis-

ease treatment with the methods of “scientific medicine” has

- done much to allay the Indians' suspicions. Among the Navaho, -
for. example, a factor in changing long-term suspicion into "
tavorable support has been syccess in the treatment of tuber-
culosis. Until such a treatmefit was developed, all that Western
. medicine could offer was palliative therapy which was no more
" effective than that of the medicine man. In fact, the medicine
man was seen as more beneficial because he treated infected

persons at home instead of sending them off to the hospital to
idie. The lesson is clear: only when the péople could see that d
medical program wasactually doing some good ‘did they begin
to believe in its merit. This suggests that a program like EPSDT
must be seen as clearly beneficial in order to overcome client.

.suspicion and reS|stance
3

HEALTH PRACTICES OF LOW INCOME
BLACK AMERICANS

: 'Because of the difficulties in obtaining good medical

care, many low income black people have tended to rely on folk
medicine. The referral system for people seeking medical care
in the black community begins when a person asks friends for
advice and home remedies. This usually happens before the in-:
dividual turns to a physician. The chief distributors of folk
remedies in the black community are older women who have
gained knowledge through long experience. Even when pro-
fessional heaith care is sought, it is likely to be sought from
black doctors. By keeping the search for medical care within
the local community, poor black people reduce their fear of dis-
crimination and their .distrust of large impersonal “whlte"
hospijtals.

EPSDT workers shouid be aware of the effect that long
years of discrimination have had on black peoples percep-
tions of social and-healith service programs. Though their dis-
trust may not be openly expressed, it may influence them to
drop out or not participate, and only by building a personal
relationship of trust with the clien(, can the EPSDT worker allay

such -suspicion. y
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S - SECTION i

EPSDT OUTREACH AND FOLLOW-UP
~ WITH LOW INCOME FAMILIES

" Awareness of the life situation of EPSDT clients, their ex-
perience with health services, and their tendency to use non-
professional as well as professional services can help EPSDT
worqus with outreach and follow-up tasks. The special needs
“of low income families make it especially important for them to
understand the vaiue of preventive health care and trust EPSDT
workers and the program they represent.

There may be instances where an EPSDT worker will be *
frustrated and annoyed with a client who appears apathetic or
repeatedly breaks appointments. By understanding some of
the reasons behind such behavior, EPSDT workers will be in a
better position to work with their clients and ensure full utiliza-
tion of EPSDT services. ] )

EPSDT workers do' not face an easy job. They seek to
modify long-standing patterns of health care utilization and
should realize that there will be resistance. Building a close per-
sonai relationship with clients will help but it is not enough. The
families taking part in EPSDT must realize and believe in the
benefits of this program. They and the workers who serve them
must struggle against the anxiety and unfamiliarity which often
surround heaith care. By gradually shifting the emphasis from
remedial to preventive care. the EPSDT worker can help
parents of eligible children move toward fulfiliment of the pro-
gram goals of early detection and treatment of health problems.




