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. B "
Early and Periodic Screening, Diagnosis, and Treatment (EPSDT), ;
one of the least understood and least publicized of the Depurtment of
Health, Edueation and Welfare's (HEW) health care programs, is ex-
pected to serve an estimated 2.2 million children in FY 1977, at a .
Federal cost of about $150 million—a fraction of the more than $10
billion in total Federal Medicaid coats. More Medicaid-eligible needy
children will be served under EPSDT than all the other Federally-
supported health care programs combined. In four years, more than .

3 five million health screening examinations—plus the necessary diag-
nosis and treatment—will have been performed. This reaches & 8.¢d-
nificant portioh of the approximately 11.5 milliomEPSDT-eligible

 children. In the process, EPSDT has made significant observations

* about the health care system of the country—particularly as it im-
pacts ‘on the poor and dependent péople. The anagnitude of the
‘program and the scope of its activities make EPSDT a major ex--
perience in the process of developing a national preventive and com-
prehensive health care system. . '

/.

Yet, even with implementation under way in all but one State
(Arizona has no ‘Medicaid program), basic questions about the
program are qtill raised: Is it a necessary service? An effective one?
Does it set up a system of second-class medicine for the poor?Isit a

manageable program? Is the provision of EPSDT services a reasona-
ble expenditure of public funds? At a reasonable cost to the public?

This paper is an attempt to address these questions. It is-the convic-
~ tion of those who have worked to get EPSDT under way that the
probléims this program faces in implementation and the problems it
has uncovered in the health- care system are problems that must be

faced no matter what the administrative arrangements, the fate of
EPSDT, or the final shape of National Health Insurance.

It is in that spirit that this publicatibn is preaented, PR ¢
ﬁa

.f' 4/ ) c oA

TH, Ak Al
. | M. KEITH WEIKEL, PhD 7
, ) Associate Administrator V2

9. | : (Medica&d) ‘ it b A

®
'




I. Needy Chil(h:e‘n and the Health Care
‘ .+ System

»

* The need for EPSDTﬂs ‘elﬂéar’ frém the statistics on .the health status

of needy children. It is a story that has been told in great detail many
times in the past decade, from the 1966 Program Analysis of Mater-
nal and Child Health' that resulted in the creation of EPSDT, to the
November 1076 report by the Office of Child Health Affafrs (OCHA)?
The details differ, but in 1976, just as in 1966, the available facts
make the same case: that needy children suffer disproportionately
from ill health and yet lack the necessary treatment. The OCHA

reported, among pther things, that. poor children:

- _ guffer 28% more hearing impairment
— do not grow as tall as other children :
— are more likely to.have low hemoglobin values during their

years-of growth . ;
— suffer a highér incidence of impetigo, gastrointestinal diseases,
parasitic diseases, and urinfry tract infections, and those in ur-
ban areas are more often the victims of lead paint poisoning, .
and insect and rodent bites ' ~

Among minority children, the conditions of ill health were found to
be particularly acute. Other studies in recent years have made some

.of the same poinis: the National Nutrition Survey, the reports of the -

National Center for Health Statistics (NCHS), and local studies?® all

" confirm these findings. From the Health Interview Surveys con-

ducted annually by the National Center for Health Statistics and

~ special studies, we also know that poor children are likely to have

twice as many hospitals stays, more days in bed, and more days lost
¢rom school than children who are not poor, as.well as more impair-

- ment from.chronic disease.

Because EPSDT is a program exclusively for needy children, it can be
expected to find these same things—and it does. Among the children
screened through the program, 45% require follow-up referws for
an average of over twg conditions: . ,

—B0% are-found to be inadequately immunized

— 25% are found to have severe dental problems

K
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—10% have vision problems

—12% have low hemoglobins ,

— 8% suffer from upper-respiratory problems

— 7% suffer from genitourinary infections

'—9% in ‘urban areas have elevated blood lead levels ..
— 8% have hearing problems* .
Detailed statistical reports from the States show that roughly 50% of
the screening referrals were for conditions other than vision, hear-
ing, dental, and lead poisoning problems.# Children with previously
undetected conditions as severe as cancer, epilepsy, and congenital
defects are coming’to medical attention through EPSDT, and ave
being started on their way to treatment.® EPSDT, by offering care
that is not readily available to poor children, is identifying condi-
tions not being Jetected otherwise. .

@

- Some needy children simply are not getting any health care and
" others are not getting adequate care. Medical professionals them-
" gelves are learning from EPSDT that even children under a physi-
cian's care sometimes have undetected conditions in’ need of trest-
ment. In Baltimore, for example, physicians from the University of .
Maryland became involved in a project to screen children living close
to the University who had been ‘using its health facilities. Among the
361 children screened, 385 had a total of 331 referrable conditions.
« Physicians in the project found this a ** . . . profound experience in:
preventive medicine. Not one of these conditions would otherwise
have been recognized so early in its course for these children.”
; .

s Specially monitored EPSDT demonstration projects found that

~. fewer than 1% of the 7,426 children screened had had a previous ex-
amifration comparable to what is called for by the EPSDT program.
Sixty to 80% of the health problems found in these children were pre-
viously unknown and untreated, even though 80% were considered to
be chronic® :

* Medical practitioners themselves provide part of the answer to why
this should be so. Dr. Phillip Porter, who trea’s needy children in
Cambridge, Massachusetts, observes that such children. were being
treated only for presenting symptoms and injuries before they were
enrolled in his clinic. Periodic lead poisoning testing, auditory and
visual screening, hematocrits, physical examinations, and develop-
mental assessments had never been done. The services necessary to ,
carry out these tests were not available in the facilities to which the
children had accegs.’ ' -
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Dr. Robert Tidwell of the Amerlc&n Ac;tiem? of Pediatrics’ (AAP)

- Ad Wot Committee on EPSDT and the AAP Council on Pediatric

Education, makes a similar cbservatiorm:,

AY

“Generally, meditine has seemed to look only at the presenting
symptoms. . . The beauty of EPSDT is that ft examines, searches,
and finds problems, while other programs get at the, visible tip of
the problem.™° : e .

Dr.. fftie Ellis, member of the American Medical Association'’s
(AMA) Quality of Life Committes and Co-Director of the Quality of
Life Center of Chicago, commer:ts that many of the Committee’s con-

cerns could be eliminated if the health and medical care normally - °
gvailable to the poor really assessed their overall health status and .

responded to the conditions being found—as EPSDT does."

" Impact of Medicald Eligibility L

For many needy children getting care at all depends on their..

eligibility for Medicaid. Yet Medicaid is not universally available to.

the poor. Many States set their income eligibility for Medicaid well
below the poverty line, and Medicaid coverage is not availalle for
children whose families are-not eligible for welfare. In some States,
that automatically. excludes the children with two parents who work
but remain poor. In the South, where poverty is widespread and medi- *
cal resources are particularly scarce, it has been estimated that only
24% of poor children receive Medicaid services.'* Until EPSDT went
into effect, even Medicaid-eligible children received only sickness
care and in many States only the minimum of required seryices,

When o comprehensive study was made in Rochester, New York, of
the impact of Medicaid on child health, it was found that even in the
late sixties and early seventies poor tamilies were still likely to get
less care and have a higher proportion of illness-related, rather than
pre\ientive,medical contacts.'® ' B

“ FY 1975 Medicaid data suggest that many Medicaid-eligible children

had only about two physician visits per year—and about two-thirds
of those encounters occurred among children who were already
hospitalized.'4 Since routine examinations of infants account for a
substantial portion of ph ssician-child encounters, this suggests that
care for needy children over one year is likely to be inadequate.

3
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* The patchwork of other existing Federal programs is hmfly the

answer. The total espacity of 4l other Federal comprehensive care

- programs is 1.7 million children, aboyt 40% of whom are Medicaid .
eligible.'® ' ' . '

> 9 ’
Some areas have medical resqurces, but they are not available to
poor children. In some States as few as 30% of physiciqnsparticipate

‘in Medicaid, and nationally only about half of all physicians are par-
. ticipating a8 Mediceid providers.'® In cities across the South

© - (Raleigh, Jackson, Mobile, Jacksonville, and New Orleans) it is still

L

common for physicians to refuse to take Medicaid patients.'? Just

_41%’of dentists will see Medicaid patients. Even these figuresmay be

overestimations, since & single Medicaid billing is often sufficient
for a provider to be counted as “pgrticipa.ting.” For poor people,
though, available doctors have never been the only issue, As the re-
cent report of the Children’s Defense Fund so ably demonstrates,
“Doctors and Dollars are Not Enough.”'® To make the medical care

" gystem work, people need a range of health-related support gervices,
_which poor people usually are not able to provide for themselves.

Most middle-class people can provide their own tranéport;ation and

. their own “foljow-up.” They are more likely to understand how the
health system works and have generally been able to use it, For the’

most part, this is not true about the poor;they often lack cars, do not

understand how to make the system work for them, have had Bad ex-

periences in their attempts to get health care and nieed the support of

others to try to use it once again. Without gervices that both support
thehealth care system by mgking it more accessible, and support the

- individuals by making it easier for them to use the system, many poor

people go without care until a crisis oceurs, - °

For the poor enrolled in EPSDT, support services are proving to be
critical. Two Texas counties which had been exceptionally low in
enrolling eligible children became two of the most effective after &
transportation service was put in place.'® Personal contacts with
outreach workers were responsible for 75% of the children screened

during & three-year period, in one Pennsylvania county.®® South
Carolina, which has enrolled 85% of its eligible children, sees its

transportation contract with the locul Community Action Program

as a major factor in its high rate of participation.*! In Maine, 1200
people were contacted over 8 three-month period. With personal con-
tacts, only 1% refused EPSDT services; without outreach workers to
explain the value of the program, service refusals jumped to 16% .** A
review of the States that make up Region V concluded that “personal
outreach and case management increase implementation levels.’
For poorgpeople particularly, good care means more than the
availability of doctors or a way to pay the bills.

4 .
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II. EPSDT May Be the Answer
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Given the unmet needs of many poor children and the'failure of the
existing system to respond, clearly something different must bedone -

to improve the health of this vulnerable group. No other Federal

. effort has been able to provide in a single program what needy
"1 children require to make the health care system work for them. What -

* \ is required is a program that will take responsibility for reaching the

_- | childzen, for explaining to their parents why healtli care can make a

| difference béefore there is a crisis, for making no assumptions about
/  carethey might be getting elsewhere, and for causing the many parts
of the system to work together to see that treatment is provided -
when needed. . : '

A .

EPSDT screening may be the first thorough physical examination

many needy children have had sigee.birth, and EPSDT is the first -
program actually to take steps to see thiat they get the diagnosis and
treatment that the findings of the examination warrant. Moreover, -

it links together for the first time a mandate to find all eligible poor .

~ children in need of care, the responsibility to make the thedical ‘care.
- gystem respond to the needs of those children, and the Medicaid dol# -
.. lars to pay for the service, No.other program is so far reaching.

The Status of EPSDT . >

In the four years since EPSDT got under way in 1972, some 5 million

health screening.examinations have been performed for Medicaid-

- _eligible needy children. In the early years of the program when few

— V' gtgtes had begun to implement thelaw,the number of screenings an-
nually was measured in the hundreds of thousands. By FY 1976, 1.95
million screening examinations were being performed across the
country. And, with a pregram operating in every State but one, there
will be ar estimated 2.25 million screening examinations in FY 1977.

This levet of program growth, however, reflects only a small part of

EPSDT activity gince scPeening is only the entry-point to the

program. Getting children to the screening centers involves the

. mobilization of a wide range of outreach, transportation and other

health support gervices, as well as the cooperation of medical care
resources. Once children are screened there is all the activity that

: follows from referrals for diagnosis and, where needed, for treat-

- ment. Understood in those terms 7.25 million screening examinations

in five years will represent no small accomplishment.

- Q. 5
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Thisisa mix:(l}l??ﬁi, however, oxi‘two counts. The first involves {ixe

recognition by EPSDT program staff, as well as by its critics, that -
parti¢ipation in the program could be much higher isi faany States,
and that real.program growth has been stalematedin some. The se-
cond cautionary note concerns the figures themselves, There is no
straightforward way to measure program success against the num-
ber of children eligible for its services

choose not to take advantage of it 48 it operates in their State, it can

never be assumed that all the‘children eligible for EPSDT at any-

point in time would be mgking thefr way through its system. -

¢

1t should also be naged thiat not all of the 115 million EPSDTeligible
children areto beScreened each year. The program would be reaching

the effectivetarget population at a level of about 5.8 million screen- .

ing examinations per year. This is based on an average of.States’
periodicity gchedules and assumes that about 1.3 million eligible
children are cared fox by providers giving care equivalent, to EPSDT
services, and that roughly 20% will refuse service for their own

_ - reasons. In this context, then, EPSDT programs in FY 1976 were. |

serving approximately 30% of the target population nationally.

The actual volume of. EPSDT activity is largely a function of’
State interest in the program. This is reflected in the great variatio

between States in the participation of.eligible children. States have
not moved equally fast or equally well in getting'heir projrams
under way and in getting the program’s ‘benefits to’eligible children.
Some States claim to-have reached 76% of their eligible children. On
the other hand, New York has only reached.14% and California
hovers near the bottom of the list with less than 8% of eligible
children enrolled. Because these two States—New York and Califor-
nia—account for 28% of the eligible children in the nation, their
relatively poor performance influences the national participation

rate. The problem is apparent'y not a matter of size; Texhs,
* Michigan, and Ohio all have large populations and large urban cen-
" ters with concentrations of* Medicaid-eligible children, yet ‘their

enrollment rates are much higher. If New York and California were
to match the performance rate of Michigan, which has 26% of its
eligible children coming through the program.yearly, another 625,000
children would be added to the program each year.

' EPSDT has been underway long enough now to be able to judge its

performance in terms of more than numbers enrolled. Since more
than half the children screened are found to be.in need of diagnosis
and treatment (7 States reported from 70% to 95% ), referrals are
also proving to be more significant than was originally expected. A

6
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 setent study in 8 Statesand one jurisdigiion revealed that 78% of the '
-children found to have pp em(s) reaciijd tieatment for at leastope -
problem,'a?d 79% for 411 problems found. These 9-jurisdictions sur- '

. veyed between Octolbier and March 1977 included 4% of the program- 71

o _eligible‘clﬁldre; n the United States.

"+ " Even mor ignificantly, the problems found are being corrected. For
¢ ¢ example, in.Michigan ‘the rate of referrals for treatment from +
'« ~'resgréening dropped fyom 62% to 49%. According to the Michigan
péport, “Although more-time is needed before conclusions can be
% - %, dtawh, st this point it appears thit EPSDT is a wise investfnent fi- -
.-« nancially andis ameffective intervention in conditions that in many

377

7t cases would otherwige result invirretrievable health impairment and

E suffe}"ing for many young peoplé.”®

1
‘-

SimilaFly; parents of.needy children are becoming convinced of the
program’s value. In‘Maine, 85% are making sppointments for the .. .
. next screening examinations as they come through the system; and '
in Pennsylvania, 86% of the rescreenifig appointments are being \
= kept. In the’nine States studied, the show rate for treatment re. °
. flected a high degree.of perental !nterest.“ ' '
" With time and program growth, many of the States are changing
théir Programs to reflect the realities of their experience. Minnesota
has assigned EPSDT health district coordinators to cover the State;
. Texas, Washington, and Vermont, have hired additional outrgach
. " workers to explain the program to eligible families and to provide
.  %health education for them; Colorado is' planning total program
. reorgsnization for increased effectiveness; and geveral States have
‘begun to look-at new arrangements for the involvement of @ mix of
p‘pblfc and private care proyiders: The next year or two is expected to
_see some important shifts in arrangements with medical care
resources based on this experience. Increasingly, .there is in the ’
. States an ,g;mOsphere of exploration, momentum, and growth..

Vi pe
Ve

// 2, .I B
* .-{The Effectiveness of Screening

EPSDT is demonstrating the value of screening when incorporated
into the total health care process. The use of screening for the pre-
vention and detection of child health nroblems has long been an ac-
cepted part of medieal practice, and over the past 50 years criteria
for the uses of screening have been developed. Screening received -
official shnction as national policy in 1985 in the Title V section of

711
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*the Sociul éeeu\;i_ty Act|

‘. for Jocating . . . children who are crippled or who are

. . suffering from conditions which lead to crippling .. ™ - .

0 Po 'ident:ify.such’ childre:;," some type 'og -gereening was neéded.

Because the program was never funded sufficiently to permit States
'to carry out its broad goals, States Timited themselves to developing

"« registries of crippled children. Nonetheless, the overall goal of Title -

_~ policy through Title LALLM

¢ V,to “promote ‘the health of mothers and children,” was always |
understood to mean the promotion of well.child activities.: Thus,
screening for two purposes—well ‘@lild care and the development of
crippled childrén fegistries—became part of Federal Ehild‘"ﬁ?hlth

Ové'r"the years, hoyever, the limited availability of Title V services,
. an She lack of a professional commitment tv preventive health ser-
vices generally, resulted in there being no broad agreemeyt on the °,

need for sgreening as a regular part of care. .
In Canada, where a full hea]th.insuranée system is ip@l—a'ce, screen-
ing is included in routine care in the form of periodic health ex-

" amjnétions:3:6 suth examinatiops in the first year of ]ife; vision and
. hearing assessments at:least inthe second and fourth years of life;

which established the Crippled Children’s v
" ' program to extend and improve programs: - o .

»

»”*

L)

/

-and every three to-five years for otherwise asymptomatic in- .

" " dividuals?® .
» ,s . . o [ . .- ] N s ) ~
In this couhtry, where large numbers of children go'witBout needed
caré, the uses of & screening program’ are quite different. Most
recommendatigns for screen'ing schedules, or in favor of particular
screening: procedures, assamie that gross medical conditions are ®
being dealt with'elsewhere—that children who are sigk or otherwise
in need of care have it or will get it, and that screening procedures .

will be-used ouly to turther identify conditions that would ot}xerwi’se

o ¢ ‘e

“~ g0 unnoticed. EPSDT is proving those assumptions.to be unrealistic.

EPSDT screening is not so ynich a matter of applying sophisticated
techniques to the detectiof of subtle, unrecognized medical condi: - °
tions, as it is the only way in which the overail health condition of .
many needy children witl be assessed. T
. When EPSDT-presented the need: for a “streening package,” there
was little difficulty in reaching agreement among the pediatric com-
_ munity. Generally, child health experts can agree on the procedures

that are most appropriate for preventive, ambulatory pediatric care. *

L (Pree hundred and ninety ”experts“'——half of whom were clinicians

81,2



and half of whom were academicians—were 85% in sgreement on the

major aspects of screer ing that need to be carried out.’° When a sam-
ple of over 1800 practicing primary care physicians was asked to vali-
date the criteria of the “experts,” they, too, were found to be in sub-
stantisl agreement.’! S .

- Asignif cant level of dental, vision, and hearing problems could have

been predicted from what is known about:the present health care
system3* The findings of the program in its operatior. to date also
support the need for screening needy children for health problems,
since almost half of the children screened are referred for diagnosis
and treatment, many of them for serious and potentially disabling
conditions. ' S

For the present, it is still too early to assess the tinal impact of
EPSDT on child health status and the reduction of disabling condi-
tions. While the ~rogram iscstill being implemented, it has. been

Jnecessary to rely on “process” measures, like the number of children

screened, and tracked through to trestment. Moré sophilticated

I 74

evaluation of EPSDT will only be possible as the program becomes i

\ - more fimlvubmned. Some States dre already taking stepstodo

this. South\Carolina, for example, is completing work on & set of

management reports on all major aspects of EPSDT, Minnesots is L

evaluating its program, and Michigan has conductdd its own review
of how well the program is achieving its goals. T

The Design of EPSDT

EPSDT isa State-administered program with considerable variation
from State to State and latitude so broad thagsutes can cover all
optional Medicaid treatment services under EPSDT or only those
otherwise covered for all Medicaid eligibles under their State plans.
This has resulted in a prograin of uneven quality. Where State ad-
ministrators support the concept and have been aggressive in enlist-

" ing the’support of the medical community, the program is not only

working, it is generating enthusiastic support among clients, pro-
viders, and the community at large. Where there is little suppert for,
the idea or a reluctance on the part of State administrators to take
up the challenge posed by EPSDT, the program is floundéring—links
to treatment remain unsatisfactory; outreach and support services
are poor; enrollment figures are low. These variations:might be ex-
pected in any program in which Federal authority is limited by law to

the setting of minimal standards while specific administrative and

programmatic components are left largely to each State. However,

913
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the penalty statute and the monitoring it requires help assure that .
even weak programs will meet minimal standards.®

Under the circumstances, there is & surprising degree of uniformity
in the program. For the most part, the EPSDY guidelines for what
constitutes an acceptable screening procedure have been universally
accepted so-that virtually all States’ screening packages include
reviews of health history; immunization status; dental, hearing, vi-
gion, and developmental assessments; an unclothed - physical ex-
amination; necessary laboratory procedures, and tests for sickle cell,

_ lead levels, and parasite examination, where they may be relevant. -

States are urged to use the advice dof relevant professional groups,
_ but they are permitted to define their own periodicity schedules.

[y

Most have adopted some variant of the full schedule recommended by -
the American Academy of Pediatrics 3 States are also urged to offer
support and outpeach gervices in addition to the minimal require-
ments for notifying eligible families of the.service and helping them
use it. The currently proposed EPSDT revised penalty regulations re-
quire specific actions of States in support of service delivery. <

Although EPSDT is administratively linked to State welfare depart-

ments and most EPSDT eligibles are AFDC recipients, EPSDT

health services are a:?ally carried out by health, no( welfare,
t

professionals, Eight Stsites rely entirely on private physicians for

screening’as well as treatment under EPSDT, Twenty-two States use
a mix of health department facilities, special screening clinics, and
private physicians to carry out their programs, Twenty-three States
have arranged contracts with State and local health departments to
carry out the seréening portion of the program. Whether it relies on
the private or the public health sector or a mix of the two to carry
cut its mandate, EPSDT has had to use existing mélical care
resources in new ways that make them more responsive to the

o problems of needy children.

States have always been urged to use comprehensive care providers
whenever possible and programs are not permitted to consist just of
screening. However, preventive screening procedures were 8 new ele-
ment in many piaces and the screening requirement alone has made a
critical gifference. Where there were not enough physicians to carry .
out the screening, or where & scarcity of Medicaid physician
resources made using them for screening seem inéfficient, special

. gervices have been developed. In the process, EPSDT has broadened

the use of specially trained physician extenders to carry out many of
the screening.procedures and has facilitated the cooperation of

‘physicians and other kinds of _health professionals)

_.1014



In careful studies, physician extenders have been found to providé
heslth-care of comparable quality to that provided by physicians. In
one comparison of the quality of care givento 100 1ow-income infants
by a pediatric nursepractitioner with the care given to 100 middle-in-
come -infants by pediatricians, the nurse practioners performed. a8
well as the pediatricians in carrying out the needed tests, and their
patients were pleased with the care they received.* Tn another study,
child health interns compared favorably with pediatricians in their
disgnostic ability and competence,® and public health aurses have
iween found to achieve significant of fectiveness in caring for patients
in an acute care clinic’’ '

EPSDT is not only demonstrating the value of these new health

professionals at & time when highly-trained physicians must be used

more efficiently, it may also be showing that high quality carecan be’
made available for needy children where health care resources have’
not existed before. ‘

Inter-agency Relationships

The existence of EPSDT as a program which involves the use of new

torms of delivering child health services but {s technically part of the -

welfare programs administered by HEW, has resulted in’changes in
the ways that tederal programs for children relate to one another.
State Medicaid agencies are required by federal regulations to make
maximum use of Title V programs operated by the Public Health Ser-

. vice (PHS)—for example, the Maternal and Infant Care and Children
and Youth Projects, and the Crippled Children’s Services Programs—

in the delivery of gervives called for by EPSDT. As & result, in some
States agreements have been made between these programs and the
local Medicaid agency for the use of Title V.funded health care
resources in delivering or arranging for EPSDT services. In many

, States, however, jssues related to reimbursement policies and the

scope of services that are provided have made substantial coopera-
tion difficult. In one state, which relies on the 7,000 physicians par-
ticipating‘in,_Medicaid tor all of its EPSDT services, one-third of all
the children seen in the Title-V well-child clinics are Medicnid eligi-
ble,but cannot have their care paid for by Medicaid because of a atate
regulation that forbids reimbursement for services performed in a
free-standing clinic. By contrast, in another State the capacity of the
Crippled Children’s Services program has been averloaded by EPSDT
referrals.

E
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“not eligible for Medicaid.'
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To promote better coordination between federally-sponsored child
health programs, teams from the ‘Office of Maternal and Child
Hedlth sqd EPSDT have been visiting States to prumote ‘agreements
between the appropriate State agencies. A conference on Title Vand
EPSDT programs was held in January by the University of
Michigan School of Public Health, and a joint issuance on appropri-
ate and effective cooperative arrangements in the delivery of EPSDT
services is being developed..In addition, proposed new penalty

" regulations, recommendations for “positive incentives” to the States
* to improve their programs, and State program improvement plans all

emphasize the use of comprehensive care providers, particularly
those under Title V and other agencies of the PHS. Still, with
cooperative arrangements with all child health programs under the
PHS, the full service capacity of these programs will be limited to
less than 8 million children—and these are programs which are
already heavily utilized by needy children including many wh%are

Q

In a similar fashion, agreements have been signed with the Head
Start program under the Office of Child Development (OCD). Head
Start programs serve many Medicaid-eligible children, and often
have active outreach components. Although not usually thought of as
health programs, Head Start programs are required to provide or ar-

* range for health services for the children they serve, including

follow-up dnd support gervices much like those required under
EPSDT. To facilitate the coordination of efforts and avoid duplica-
tion, a demonstration project involving 200 Head Start projects and
EPSDT services was funded and has recently been completed. The
Office of Child Development subsequently made grant money
directly available to support- Head Start Coordinators who work in
several State capitals and whose job it is to link their projects more
effectively' with EPSDT programs. | .

A more effective relationship between EPSDT programs and public
schools has been actively pursued because of the obvious advantages
of reaching eligible children, especially older children. There are out-
standing examples, most notably in New Orleans and Philadelphis,
of how case-finding, screening, referral and follow-up can be effec-
tively coordinated in and through school settings. Also, linkages with
services available under Title I of the Elementary and Secondary -
Education Act are being explored in some States. These relationships

. must be specifically explored in éach locality, howevér, because ad-

ministrative problems and confidentiality and reimbursement ar-
rangements can be very complex. The health service capacity &nd in-
terest of local school systems in EPSDT varies widely. Further, in-
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creasing emphasis on the provision of comprehensive ser’viées_ in
EPSDT programs msy limit the likelihood of involvement with most

'+ school health programs as they now exist. -

R;léted Program Benefits

The existence of EPSDT has meant that new gervices are being pro-
vided in many States. Far from delivering second class care—as some
have charged—in some States EPSDT has meant that a full range of
comprehensive health care services is being made available for the
first timefﬂl‘ié the many new services attributable to EPSDT:

— Georgis, Pennﬁylvania and Kentucky now have audiometric

: testing equipment L . :
© __Texas has purchased seven dental vans staffed by teams headed
. by dentists and working full time in underserved areas -

~ —Vermont, Minnesota, and Wisconsin are now ‘offering EP
screening services to the generalpublic on a fee-schedule basis.
In. Minnesota, 60% of those screened are paying for the service
privately K
— Ohio refers all Me¢ icaid children over three years old to dentists
— Weast Virginia has introduced preventive dentistry for Medicaid

children

— California introduced counselling to adolescents and families .

. for obesity and high blood pressure
. —the number of AAP State chapters with EPSDT committees is up
- from 16 to 49; 22 State Medical Societies have EPSDT committees
—JIn Mississippi, phonocardio scans and audiometers are now
available at all screening gites S ’
— Oregon—100 children received previously unavailable orthodon-
tia through EPSDT ‘
— Pennsylvania and Kentucky have clements of quality control,
‘and can wdecertify” screening providers '
~ —Kansas and Missouri are developing quality control systems
__ Texas lab turnaround time reduced from months to one week

1L’ Making the Program Work

Implementing 8 progfam as demanding as EPSDT is a major under-
taking. Setting up 8 management structure for the program and

13 1?
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creating s usable reporting system have been tasks yet to be com-
pletely mastered. ¢ - C o
‘While EPSDT was never intended to be just a screening program, the )
_ statistics available from the program have sometimes given that im-

pression, due largely to ‘Medicuid's data and reporting problems.

When EPSDT was beginning, the screening component was recog-

nized as the new service and the clement on ‘which data collection

coulc most easily be focused. That sefthed a reasonable choice ét the

time, for the States were expected to be moving directly to establish-

ing sophisticated Medicaid Management Information Systems

(MMIS) that would collect and report all the EPSDT program data’

relating to diagnostic and treatment gervices. Since States have been

slow to establish MMIS data capabilities, EPSDT has been left with -

only screening data and & need to answer charges that it was “just a

screening program.” - S

Medicaid programs had also neyer before been required to track reci-
pients through a health care sequence and assure individual case.
management for a range of services to any population, least of all to’
one the size of the EPSDT population. Before EPSDT, Medicaid’s pri-
mary -function was to process claims. In fact, no public agency,
whether Federal or State, health or welfare, has had a management
_und reporting task of this magnitude before, Title V projects are only
. expected to serve as many chiidren as live in their project area or as
many as they are capable of serving, and-are not required to keep
* records in ways that would link a variety of services for each in-
dividual child..Thus, with or without MMIS, it was-not surprising
that States should have found the EPSDT management requirements.
difficult to meet. ' ' .-

Now, however, after a variety of falsestarts and several trying years,
the worst of the difficulties are in the pést. Twelve States already - B
Kave information systems with'the capability of assuring that the .
.. positive screening findings are referred for treatment, and they will
soon be ablé to process the necessary records through the full deliv-
ery of treatment and through periodic screening as well. South
Carolina has developed a billing system that shows EPSDT-related
treatment separately by the simple device of & multi-part bill. As
", claims work their way through the Medicaid system, South Carolina
now knows whether to attribute them to conditions discovered in the
course of an EPSDT sc: eening. Ohio has developed a system which
relies on manual sorting of EPSDT-related treatment at the county
level, where the numbers are manageable. Pennsylvania has
developed its own version of multi-part billing, as has New Jersey.
With the experience of a variety of models to chooee from, the move
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to better reporting of EPSDT»relate& services is expected to oceur

much more rapidly in the remaining States. With some 20 States in

‘various phases of establishing 8 management capahility which will

incorporate an EPSDT *module,” full case management capability is .

. no longer a distant possjbility.

' At & minimum; the requirements of EPSDT are forcing & healthy _ B
" cooperation between State health and welfare agencies and between '

L

the public and private sectors involved in the delivery oi care. The

.. fact that 23 States implement their
“elusive involvement of the States’ public health systems, and another

EPSDT programs with nearly ex-

22 rely on public health departments to a significant degree, has

made an important impact on those programs. While eight States
rely solely on private practitioners for EPSDT, physicians are inte-
grally involved in all States, especially for the essential diagnosis

and treatment services. -

States’ Role in Implementation - -

]

This .pattern of, implementation serves to aid the integration of
heaith and welfare services that is_ultimately necessary it needy
children are to get comprehensive care. In part, this has been possi-
ble becayse EPSDT has permitted the States wide latitude in the im-
plementation of their programs. Federal regulations prescribed a set
of actions that must be taken in relation to each child: informing the

_ family, screening and giving treatment in a timely manner, provid-

ing for re-screening, and the provision of wecessary related support
gervices. EPSDT does not specify who will be responsible for these
functions, or how they will be carried out. Those critical details hdve

to suit their own conditions and

- heen-left-to the State to determine,and the States h&veehoseg—eachw-----;j----'~---

needs—what the administrative

structure of the program will be, how public and private health care
providers will be involved, and what the data collection and report-  _ _
ing mechanisms for the program will be. ' . :

Ideally, there should have been exténsive Federal planning and
demonstration activity to precede the implementation of such a de-

" manding new program. At the t

ime the program was enacted,

however, it was assumed that adequate provider and management

capabilities were available and in

place. Few anticipated that the

significantly new requirements of EPSDT would be initially beyond
the management capabilities of many States. ' .

Given the flexibility permitted the States in their implemekfatioé of

the program, and the management

. 1B

<

capabilities that have had to be

o
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developed in many places, each State has, in effect, become its own
wdemonstration” program. States1 e Michigan have developed their
. own internal management incentives to operate's successful and
. well-managed program—in part by negotisting screening targets be-
- . tween both the Medicaid agencies and the public health agencies at
State and local levels. Both departments have been effectively in-
volved in performing,program work and each has positive incentives
to mionitor their own and the other department’s activities with
respect to EPSDT. In addition, Fideral EPSDT staff is exploring -
ways to provide positive incentives to States.?* . o
EPSDT's experience in managing and reporting on the outcomes of
. its processes is providing invaluable experience for the task that lies
__ahead if an even bigger undertaking like National Health Insurance
is to be effectively managed. : E

3

The Cost and Quality of EPSDT Services

Evidence of the program’s cost-effectiveness is already beginning to

come in. In a recent study of the costs of the EPSDT program, it was

found that in one State the children served by the EPSDT program

. used 55 percent fewer hospital days and 26 percent fewer physician
. visits (other than uffice visits) than those children not sgreened.*’

In Portsmouth, Virginia, a package of EPSDT-type services produced
- dramatic results. Even with the added expense of transportation and
g;;,.__..ﬂ,___-QmetmmmwmmiﬂBHWhg had received the
- comprehensive, EPSDT-like services were found to have Medicaid
costs that were more than one-third lower than recipients who used
Medicaid but not the EPSDT-style services. The screened group also
- spent one-third less time in the hospital than their unscreened coun-
terparts, had about half as many physician visits, and drug cosis of

. about one-half."! : .,

13

Adults, who receive far more institutional eare than children, have
* always been the more expensive recipients of Medicaid services—
. over $800 per Medicaid adult served v. under $200 per Medicaid child
in FY 1975, due in large part to long-term care for the agedst In FY
1976, States carrying out active screening programs spent less than
one percent of their Medicaid funds on EPSDT screening and ad-
' ministration. Texas, which has’a particularly active EPSDT program

- and high enrollment rates, has seen the number of children receiving - .

care under Medicaid go up by 77% between 1972-76. Expenditures for
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that cquﬁ rose 18% . Diring the same period, expenditures fqt adults

~ rose 21% —though the number served went up by a mere 7% . In all
~ States less than 25% of cheir Medicaid funds was spent for all types

t;f ;hildren"s gervices; in some States this proportion is as Jow as
4% 4 . . . .

_ Despite protestations by States that they cannot afford the addi-
_ tional costs of EPSDT, screening and treating the diagnosed condi-
tions of children heve potential dramatic longterm cost savings

while adding little to immediate ¢ost increases. The report of the
Sub-Committee on Oversight and Javestigations of the Committee on

. Interstate and Foreign Commerce, House of Representatives, in urg-

ing fullest implementation of the EPSDT program, estimates that &

" complete preventive child health care program through age 16 would
_only cost $1,000 per child—an amount comparable to just two weeks
in a hospital at current prices.* In most States,a full EPSDT health

assessment costs less than $80¢¢ . .

By preventing acute iliness and redqéing the ﬁéed for expensive in- :

atitutional care, preventive programs like EPSDT represent the
long-term advantages of removing from the State the fiscal burden
of caring for severely handicapped people, as well as improving the
quality of life for those individuals whose health future is protected,

Administering EPSDT

Given the direct health status implications of EPSDT fur the
children it serves, there is nd question that it should be administered
as a health care program and as part of overall DHEW health policy.

.

That it is not is a necessary part of the program’s history, but need

not be part of its future. EPSDT began as the ultimate anomaly: &

health delivery program attached to & reimbursement mechanism

within the welfare system. Yet, despite the obvious difficulties that

guch an administrative arrangement suggests, and its health care im-
plications, it is by no means clear-that moving EPSDT to another

.agency would be advantageous.

Two miscéncépt{ons accompany most diséussions of moving EPSDT.

‘The first is that moving EPSDT would be like moving a conduit to the
.money represented by Medicaid—almost as though Medicaid funds

would automatically become available for the addition of skilled

staff, organization of supportive services, and case management and

other quality innovations in a way they are not available now. The
second is that the existing health agencies are the best or only ap-

17
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| propriate gnnnager; of health programs and that moving EPSDT .
- would somehow eliminate its problems. That position suggests that -5 .

EPSDT somehow faces problems of its own making, or at least_
directly related to where it is located. What that overlooks is that
EPSDT faces major problems relating not.to who is administering it,

_but to what it has been charged to do within the available resources ,

and the existing hbalth services structure.

o

EPSDT does face some special ﬁrob_Le_ihs because it is related to the
categorically-based welfare system., That welfare system has not
been the raost hospitable climate for a program Which actively advo-

 cates its services and seeks to have therr more widely used. Welfare
* programs have never been actively promoted, the eligible poor have

never been urged to sign up for welfare, and generclly welfare agen-
cies do not judge program success by how many people are receiving

_ benefits, It is also true that cooperation with other health care

programs wouid no doubt be improved if EPSDT were recognized for
what it is—a health care delivery program. In terms of personnel,
EPSDT has been a health program; actual ‘services have been pro-
'vided by health care professionals using existing health resources—
health departments, local clinies, hospitals, and private physicians.

. There is a need, however, for technical assistance teams from the

PHS and the Medical Services Administration (MSA) as & regular
part of the Federal resources available to assist States and programs

gerving the health needs of poor children.

Whether a transfer of EPSDT and Medicaid to another agency would |

solve any problems or result in a more effective program remains an
open question for some, Nonetheless many existing gaps revealed by

*EPSDT programs occur in areas where other agencies already have

responsibility, and some of the services needed to improve program

quality such as quality assurance activities, health manpower

development, and expanded dental services for children have always

been “Health” activities, but remain inadequate, Further, the law
governing Medicaid would not be changed by ddministrative
maneuvering. State Medicaid.agencies will.be no more responsive to

other agencies than to MSA in matters of resource allocation, in-

teragency coordination, enrichment of gervice, improved fee
schedules, simplification of bureaucratic requirements, more effi-
cient reimbursement, and all those details, large and small, which

affect the quality and availability of services. Many of those deci- .

sions lie, in any case, in State legislatures and governors’ budget
offices—certainly outsjde the control of State Medicaid or health
personnel, and outside the control of the administering agency,
wherever it is located.
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_ Region’s programs concludes:

o ™\

L \“Glients who have been-through the program strongly advocaté

IV. EPSDT and the People It Serves

.o ) o

miimately, 'Y pr'oiram must be judged by its ability to provide a
needed service to those who are entitled to it. If the EPSDT reci-
pients in Region V are any indication, then, as the report of that

"« .. the edtremely poditive feelings of clients toward the

program’ are not, to be discounted.”” -

The summary of tlmt.g ?eport notes:

.,

_ cagse management. Many of them even feel that EPSDT should
be required as a condition of eligibility (for AFDC).™®

For the most part, clients like the program because they are receive.
ing & service that was.not available to. them before. Even to the
seasoned eyes of an AAP representative: :

_ “There has been less duplication of services than was expected; -
few screening exams are as comprehensive as the EPSDT
exam.™® :

 'The Reciplent Subcommittee of the Blue Ribbon Task Force for the

Evaluation of Medicaid in Texas unanimously recommended ‘that
“,..the EPSDT program should be expanded to cover all children
from poor families. Preventive health measure (sic), like those pro-
vided by the BPSDT program , will improve the guality of health for

" children, and avoid the more expensive treatment when illness is

neglected in its early stage.”?

Eligibility

There:are, however, problems that arise for the people using EPSDT.
Eligibility for EPSDT depends in most States on eligibility for

_ welfare benefits, and health care needs do not necessarily correspond

to welfare status, Estimates of yearly turnover in welfare rolls vary.

. It has been found to be as low as six percent of the population in

some places, but has been as much as 80% in some States at times. In
Connecticut, 94% of the AFDC tamilies who were eligible for
Medicaid in January of 1978 had been on the rolls for more than two -

18
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yéarb.“ A recent study by New York City authoﬁﬁes also indicated
that & majority of AFDC families were on the rolls for an extended

‘period of time.** The 1978 AFDC study indicated that only 2% of the.

families studied were discontinued during that year?

. Whatevér the numbers, howevér, for those families whose welfare

. eligibility lapses before their health cpre needs are met, the problem

is & serious one. Some children screened and diagnosed' as having
treatment needs may find their eligibility for Medicaid is gone before

their treatment is completed. EPSDT reconfirms the need for a more .

continuous and comprehensive method of assuring the right to treat-
ment for-people whose incomes often vary widely from month to
month, -

, Conﬁdeniiafl_itya

, . Other questions have been raised concerning clients’ records and .
freedom of choice. Confidentiality requirements under AFDC and .
. Medicaid are not a barrier to providing services. Medicaid agencies

may release names.and health data to other agencies providing ser-
vices in EPSDT when the release of the information is directly con-
nected with the administration of the program, eg., to providing

megdical and health-related support services. Parental consent must
- be.obtained, as in most matters concerning children. :

The sxistence of a bank of health data has been a worry to some, This

problem is an inherent part of a modern, complex society, and is cer-
tainly not confined to the EPSDT program. As with Medicaid data

generally, most States seem to have adequate safeguards for confi-

dential data at present. However, this issue will arise in the larger

“context of a universal program under National Health Insurance,
and for adults as well as children. | )

’ ¥

Freedom of Choice

A

The size and scale of the EPSDT program has raised another ques-

tion in those areas where States have elected to provide the screeming

services exclusively through public health departments. Some physi-
cians and those concerned with the issues implieit in large-scale
government health programs have worried that EPSDT recipients

will not have sufficient freedom of choice in health care providers.
For poor people whose only previous choice has been to have no care.

20
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- at all, the issue may be largely moot; they are pleased to participate
c in EPSDT because it does represent a choice—namely, health care. It
. isthecase, however, that under Medicaid regulations recipients may
geek EPSDT screening from their own physicianz. Some States,4n

~ their efforts to organize. services in manageable and economical

" 'ways, have not provided for this possibility. This is a program issue
which needs closer attention through Medicaid compliance monitor-

ing.

* . Questions are also ofteu raised about recipient apathy. Most of the
children are. dependent children in their' younger years, and
relatively few are over 18. Thus, we peed to recognize certain respon-.
sibilities for child health-that might not be readily recognized nor at-
tainable by the families of «EPSDT children,” especially for those

. where the parents’ education imthe need for preventive health is
integral to the program. The most binding part of the EPSDT regula-
tions on States are those assuring supportive gervices; the need of the

_ poor for these is ‘demonstrated nationwide. As indicated above,
parerits are enthusiastic about EPSDT when the purpose of the
program is explained to them and they understand it. '

°

EPSDT, by helping improve child health, is one way to break the
poverty cycle and reduce unnecessary dependency. It.is not depen- °
dency-creating, since the focus is on improved accesd and better.
.utilization of health care, not on “gpoon-feeding” people with un-

_ needed medical care. o ' '

a
[ 4

V. The 'Botto"m Line

3

EPSDT represents the first time a government agency—State or
Federal—has undertaken & comprehensive health care program for 8
© . vast number of needy children, whatever their health neéds,
. whatever the available resources, wherever they are. Many of the
problems EPSDT taces reflect problems in the system: of access, of
resources, of vnwillingness to deal with the problems of treating
Medicaid children, and sometimes of an inability to recognize the
value of preventive care. EPSDT, whether managed out of “welfare”
or “health,” will still have to try to buy services from the system that
failed poo® children in the past, or try to improve the way it serves
; them. . . -

- 8till, however important EPSDT is in the lives of individual needy
children whose futures have been re-written by the program, an
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- equally significant point may lie in the leasons. it is providing. For. _
many years the Congress and a widevariety of special health interest - L
_ groups have been discussing first whether, and more recently how, © . °
the United States should adopt a national health insirance program. , -
_ Much of that discussion has been theoretical; we simply do not know .- .

+  how many of the lessons learned in other Western countries will
' __prove applicable 'to the United States, But since 1965, when the -
Medicaid and Medicare programs were enacted, we have had the op- e

. ’

portyfhity to learn what a limited form of national health care reim- |
. hursement would entail. With-EPSDT in place,-we are beginningto - -
£ill in some of the troublesome details aboug health service delivery as
well, Whether EPSDT remains as & program or not, the insues it.is.
grappling with and the dervices it is-attempting to provide will have
to be dealt with if National Health Insurance is going to serve any of

us—but particularly the poorest among us—well. .- -

w Those lessons can be briefly summarized. EPSDT is confi&bn?ing—-in ‘
many instances for the first time 11: any extensive federal health care

program: . . .

— the role of public health departments in a system that Yelies -

* largely on the private sector for the actual provision of care - ' -
—the value of preventive care, particularly for children ‘
—the critical importance of health-related support services
—the role of health education in fostering appropriate use of

health care resources - - -
— the shortage and maldistribution of private health -care pro-

: viders , LT a

— the importance and difficulties of establishing a reporting and
billing system that can follow a patient from problem iden- .
tification through treatment ’

—the resistance that can develop when private providers are

. asked o give proof of the kind and quality of the sérvices being™ -

given . )

— the inadequacies of “means-tested” medical care IR _
—the difficulties of tying medical care eligibility to welfare \
eligibility standards ‘ . 0

— what may be expected if critical decisions about services or
reimbursement policies are left to the States for even part of the
participating populasion.. -

Whatever may be said about its ambiguous beginnings, the planning
tailures, the gaps in service, and the unevenhess of its implementa-
tion, EPSDT is making critical observations about the existing
health care system, and particularly about its ability to serve the
poor, and is doing something about it. '
22 T

ERIC o 26




e s i . , ‘
r
- L4

- ... 'Ry having to confront what is in place, and trying to make it more: -
: responsive to the poor, EPSDT is coming to grips with fundamental
problems in the ways in ‘which our. health care is provided. The

- manageridl and programmatic gains of the program should be built

., upon and strengthened in the future, and not lost as we move toward
new forms of health care delivery. The experience of thé program, . ——
which indicates the need for de‘veiopmenf'ﬂ'iiréiféhtive health ser-
vices, health support gervices, and real management of health care

LX)

. delivery, should be carefully considered in National Health In-~ |
_*___ surance proposals. s
[ . Qf
e ' .
A
A \
. ~
S~ ) )
-
»* “ - . ,
A
,‘ : X \-. . ‘ '
;




NOTES TO THE TEXT

. Office of the Assistap$ Secretary for Program Coordina-

tion, HEW, Maternal and Child Health Care Programs,
‘Washington, D.C,, Octgber, 1966.

Office of Child Health Affairs, HEW, “A Proposal for New

~ Federal Leadership in Maternal and Child Health Care in the

United States,” Washington, D.C. In draft, Novemt .r, 1976, pp.

- 9-10, 15. .

. Chase, Helen C,, "A Study of Risks, Medical Care, ahd Infant

Mortality,” Americar. Journal of Public Health Vol. 63, September
Supplement 1973, Infant Death: An Analysis by Maternal Risk
and Health Care, and Kessner, David M., et al., Contrasts in
Health Status, Vol. I, Washington, D.C.: Institute of Medicine,
National Acadamy of Sciences, 1973. :

_Internal EPSDT document. Material developed for briefing of

the Under Secretary of HEW, August, 1976.

. Developed from Quarterly Statistical Reports forwarded by

States to the Medical Services Administration for fiscal year
1976. '

Based on EPSDT internal survey of States for specific condi-

tions included under “Other” category in Quarterly Statistical
Reports. Additional detail available.

. Colvin, Ralph W., “An Initial Experience in EPSD;!/))/ a Univet-

sity Medical Center,” A Report, p. 3. November, 1976.

Health Services Research Institute, Demonstration Projects

Report, January 1976. ~

_ Personal communication with Beatrice Moore, Director, EPSDT

Division, MSA;, HEW, November, 1976.

. Ibid.

24

28



11. Ibid.

'S

12. National Council of Organizations gor Children and Youth,
America’s Children 1976, Washington, DC, NCOCY, 1976, p. 45.

H

. 18. Haggerty, Robert J. et al., Child Health and the Community, New
York, John Wiley & Son, 1976.

14. Developed from material reported by States t0 MSA on NCSS
Form 2080 for F'Y 1975. '

15. Material developed for briefing of the Under Secretary, HEW
August, 1976. ' -

16. MSA/HEW, “Professional Provider Participation,” material
developed for internal use from State Medicaid Agency data for
~ 19378-75. .

17. Southern Regional Council, “Medicaid for the Young—The
EPSDT Program in the South,” Atlanta, Georgis, October, 1976,
pp. 4-25. - '

18. Children’s Defense Fund, op, cit. ’

19, Activities reported result from information gathered through on-
gite reviews by Federal EPSDT program staff, as well as infor-
mation relayed by State and local EPSDT program staff to
Federal officials, 1976.

20, Ibid.

21. Ibid.

R

Ibid.

238. Friedman, Richard E., “Evaluation of the EPSDT Program in
Region V,” Chicago, INinois, October 28, 1976, p. 12.

24. “Review of Shows for Treatment, EPSDT in a Niné\State
Survey,” Health Services Research Institute, March 1977, p. L.

05, “EPSDT—Is Early Periodic Screening Diagnosis and Treatment
Achieving its Goal?” Michigan Department of Public Health and
Social Services, October 1976.

25

ERIC . | ‘9




26.

217.

29.
30.

31.

32.

35.

36.

317.

Health Ser\;ices Research Institute,'%cit.

Social Security Act. of 1935, as amended, Section 501(2).

. Foltz, Anne Marie, “The Development of Ambiguous Federal

Policy: EPSDT,” Millbank Memorial Fund Quarterly, Health and
Society, Winter, 1975, pp. 35-64. ‘

Spitzer, Walter O, and Bruce Brown, “Unanswered Questions
About the Periodic Health Exam,” Annals of Internal Medicine,
Vol. 83, August, 1975, p. 261.

Thompson, Hugh C,, and Charles E. Osborne, “Development of
Criteria for Quality Assurance of Ambulatory Child Health
Care,” Medical Care, Vol. 12, October, 1974, pp. 807-827.

Thompson, Hugh C,, and Charles E. Osborne, “Quality Assurance
of Ambulatory Child Health Care Opinions of Practicing Physi-
cians About Proposed Criteria,” Medical Core, Vol. 14, January,
1976, pp. 22-38. ‘

Kessner, David M, et al.,, Contrasts in Health Status, Vol. IIT ~
Assessments in Medical Care for Children, Washington, D.C. In-
stitute of Medicine, National Academy of Sciences, 1974.

_ Section 408(g), Social Security Act and implementing regulations

in 45 CFR 205.146(c).

_ Social and Rehabilitation Service Administration, in cooperation

with the American Academy of Pediatrics, “A Guide to Sereen- .-
ing—EPSDT——-Medicaid," Washington, D.C., 1974, pp. 54-55.

Chappell, James A., and Particia A. Drogos, “Evaluation of In- -
fant Health Care by a Nurge Practitioner,” Pediatrics, Vol. 49, No.
6, June, 1972, pp. 871.871. , -

Fine, Louis L. and Henry K. Silver, “Comparative Diagnostic
Abilities of Child Health Associates, Interns and Practicing
Pediatricians,” Journal of Pediatrics, Vol. 83,"0.2, August, 1973,
pp. 332-335, 'and Machotha, Pavel, et al., "G mpetance of Child
Health Associates,” American Journal of Piseases of Chaldren,
Vol. 125, February, 1973, pp. 199-203.

Fink, Mallory, et al, “Effective Patient Care in the Pediatric
Ambulatory Setting: A Study of th. Acute Care Clinic,”
Pediatrics, Vol. 43, June, 1969, pp. 927-935.

% 90



39.

40.
41.

.42,

45.

46.

47.
48,

49.

. Activities reported result from information gathered througﬁ on

site reviews by Federal EPSDT program staff, as well as infor-
mation relayed by State and local’ EPSDT program staff to
Federal officials, 1976. ; ’

Admin{strator, SRS communications to the Secretary, ;'Positive
Incentives for the Early and Periodic Screening, Diagnosis, and
Treatment Program (EPSDT),” March 81, 1975 and November 11,
1976. ] .

Applied Management Sciences, “Agsessment 6f EPSDT Practices
and Costs—Report on the Cost Impact of the EPSDT Program,”
Silver Spring, Maryland, December 10, 1976, pp. 23, 28. '

Buttery, GM.G., “Preliminary Report—The Use of Health Care
Aides in & Medical Aggistance Program.” unpublished, transmit-
ted Febr&}ary 4,1974,p. 1 of Appendix. :

Developed from unpublished State-submitted data to the Na-
tional Center for Social Statisti¢s, Form 2082, for selected States
and years. ' '

. Ihid.
. Ibid.

Subcommittee on Oversight and Investigations of Interstate and
Foreign Commerce, U.S. House of Representatives, “Department
of Health, Education, and Welfare's Administration of Health
Programs Shortchanging Children,” A Report, U.S. Congress,
September, 1976, p. 4. B

Developed from material gathered by the Program Monitoring
Section, EPSDT Division/MSA based on telephone survey of the
States. .

Friedman, Richard E., op cit., p. 20.

Larsen, Dan, “Major EPSDT Issues,” Internal memorandum
dated November 15, 1976, p. 5.

American Academy of Pediatrics, “Increased Professional Pro-
vider Participation in State and Local EPSDT Programs” Final
Contract Report to SRS, June 30, 1976, p. 55.

27

31

k1



. -~
™ » .~

50. Blue Ribbon Task Force for the Evaluation of Medicaid in Texas, A
Recipient Subcommittee Report, Work Sheet II, 1D No. 518, v —=
March 1, 1977. ' .- . :

51. Applied Managemént ‘Selences, "A Stydy of Selected State
Medicaid Programs,” June, 1975, Figure b. : :

52. Kihss, Peter, Article, “Most on 'Welfare Here Listed as Long-
Term Cgses,” New York Times, December 14, 1975, p. 74.

53. National Centef for Social Statistics, “Findings of the 1978
AFDC Study,” Government Printing Office, Washington, D.C.,
1974. ‘ - : .

#U.5. GOVERNMENT RINTING OFFICE: 1978 O—620-010/4003 REGION 3-1

t,

U.S. DEPARTME.NT OF HEALTH, EDUCATION. and WELFARI
HEALTH CARE FINANCING ADMINlSTBATlON '

(HCFA) 77-24973.

28
32



