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CHILD HEALTH ASSESSMEN T ACT

THURSDAY, SEPTEMBER 8,1977

House of R eprese nta tives,
Subcommittee on H ealth and  the  E nv iron me nt ,

Committee  on Interstate and  F ore ign  Comm erce,
Washington, D.C.

The subcommittee met, pursuant  to notice, at 2 p.m., in Room 
2322, Rayburn House Office Building, Hon. Paul G. Rogers (chair­
man of the  subcommittee) presiding.

Mr. Rogers. The subcommittee will come to order, please.
Today we are  beginning hear ings  on proposals to reform and 

improve the early  and periodic screening , diagnosis, and treatm ent 
program, [EPSDT], which has been pa rt of the  Medicaid program 
since 1967. Although our atte ntio n is primarily  directed to H.R. 
6706, which is the adm inis trat ion’s proposal, we also expect to 
examine closely the alte rnative  proposals suggested by othe r mem­
bers of the  subcommittee and the  full committee.

I would par ticu larly  note the  contr ibutions of Congressman 
Ottinger, who will testify  today, Congressman Maguire, and Con­
gressman Moss of the full committee , an d I commend them  for the ir 
interes ts.

This subcommittee welcomes the  adminis trat ion’s commitment to 
improving Medicaid and making it a more effective vehicle for 
bringing necessary help to the  needy children of this  Nation. 
EPSDT has been a program of g rea t promise but  severely  limited 
effectiveness. Much of the  blame for that  mus t go to the  lack of 
commitment in the  early  years of the  program to its effective 
implementation.

We recognize and acknowledge that  there have been improve­
ments  in implementa tion over the  last  several years, but  we have a 
long way to go. Clearly our experience with EPSDT has indica ted 
that  legislative changes are  necessary, but these  changes  mus t be 
coupled with a strong commitment by the Federal Government, by 
the  States and by our medical care providers, to make a comprehen­
sive hea lth care program for poor children a reali ty.

This subcommittee has long recognized the  impor tance  of preven­
tive hea lth care services, good prenatal and postnatal care and the 
value of assuring good health  services for children . We can make  no 
bet ter  inves tment in the  hea lth  care system.

(l)
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Early detection of hea lth problems in children and early int er­

vention to tre at them can resul t in a payoff of a hea lthier popula­
tion which will justify manyfold the  expenditures we make now.

It is widely recognized that the hea lth sta tus  of poor child ren is 
less tha n that  of children from families with adequate income. 
Their  access to hea lth services is often poor. Medicaid was designed 
to address these issues. I am convinced tha t it can become a  much 
more effective program in serving the  needs of children.

We will welcome the  counsel of witnesses on how to do this.
Without objection the  text  of H.R. 6706, H.R. 7474, H.R. 8401, 

H.R. 8974, and agency repor ts on H.R. 6706 will be prin ted at  this  
point in the  record:

[Testimony resumes on p. 35.]
[The text of the  bills referred to and agency repor ts thereon 

follow:]



95th CONGRESS 
1st Session H. R. 6706

IN  TH E nO USE  OF RE PR ES EN TA TI VES  

April 27,1977
Mr. Rogers introduced the following bill; which was referred to the Com­

mittee on Intersta te and Foreign Commerce

A BILL
To strengthen and improve the early  and periodic screening, 

diagnosis, and trea tment p rogram , and for other purposes.

1 Be  it enacted by the Sena te and  House of Bepresenta-

2 tives o f the United State s of America  in Congress assembled,

3 Th at this Ac t may be known as the “Child Health  Assess-

4 ment A ct”.

5 DECLARATION OF PURPO SE

6 Sec . 2. The purpose  of this Act is to modify the early

7 and periodic screening, diagnosis, and trea tment p rogram and

8 broaden medicaid eligH ’—

9 (1)  to continue and expand the availability of

10 heal th care to children whose families do not have ade-

11 quate resources to cover the  cost of such care and to
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strengthen efforts to assure adequate child health  assess­

ments, diagnosis, treatm ent, and periodic reassessment 

of all eligible children ;

(2)  to increase the number of children eligible 

for such ca re;

(3)  to assure the continuity of care for a period 

after a child would on account of income become in­

eligible for medical care under  title X IX  of the Social 

Security Act;

(4)  to increase immunization levels of children; 

and

(5)  to provide further incentives to States  to ar­

range for and encourage quality  health care for chi ldren.

REQUIREME NT FOR ASSESSMENT AND TREATMENT

OF ALL INCOME ELIGIBLE CHILDREN 

Sec . 3. Section 1902(a)  (13)  of the Social Security

Act  is amended by inserting “an d” at the end of subpara­

graph (E ) , and by inserting after subp aragraph (E) the 

following new  subparagraph—

“ (F ) effective October 1, 1977, in the case of 

any individual under the age of six who is a mem­

ber of a  family who would, on the basis of income 

and resources, be eligible for aid unde r the State 

plan approved under par t A of t itle IV  of this  Act, 

but who is not a dependent child as tha t term is
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defined in section 40 6( a)  of this Act, for the in­

clusion of the care and services specified in section 

1905 (a) (4) (B)  ; and

“ (G) effective October 1, 1977, in the case 

of any individual unde r the age of twenty-one who 

has received his periodic  assessment pursuant  to 

section 19 12 (h) (1 ),  for the inclusion of all care 

and services appropriate for individuals unde r age 

twenty-one (hut  n ot necessari ly including  (i) those 

for the trea tmen t of mental illness, mental reta rda ­

tion, or developmental  disabilities, and (ii) dental 

care when not for the trea tment of conditions dis­

covered during an assessment) for which paymen t 

is available  under  this title, whe ther  or not  und er 

the Sta te plan for the State such care and services 

are provided to individuals who have not  been pe­

riodically assessed pursuant to section 1912 (h) 

( i ) ; ”

MEDICAID ELIGIBILITY OF CERTAIN CHILDREN

UNDER SIX

Sec. 4. (a) Section 19 02 (a) (10) of the Act is 

amended by striking out “a nd” at the end of subparagraph 

(B ),  by redesignating subparagraph (C) as subparagraph 

(D ),  and by adding after  subp arag raph  (B)  the following 

new subpara gra ph:
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“ (C) for making medical assistance available 

to any  individual under the age of six who is a 

member of a  family who would, on the basis of in­

come and resources, be eligible for aid under the 

State  plan approved under pa rt A of title IV  of 

this Act, but who is not a dependen t child as tha t 

term is defined in section 406  (a) of this Act; and .” , 

(b) (1) Section 1902(a)  (10 ) of the Act  is amended 

by inserting “or clause (C) ” after  “clause (A) ”  each place 

it appears  in t ha t section.

(2) Section 1902 (a)  (10) (I ) of the Act is amended 

by insert ing “or pursuant to clause (C)  of this para grap h, 

clause (F ) or (G) of paragra ph (1 3) , or section 1912” 

after “section 1905 (a ) ” .

“chil d health assessme nt program

Sec. 5. Title XIX  of the Act is amended by insert ing 

at the end thereof the following new section—

“child  hea lth  assessment program

“Sec. 1912. (a) Effective October 1, 1977, each State  

with a plan approved by the Secretary  under section 1902 

(b) must  include the provision of child health  assessments 

and prim ary care pursuant  to this section to any individual 

under the age of twenty-one and eligible for such services 

pursuant  to section 1902 (a ) (13) (B ), any individual under 

the age of six and eligible for such services pursuant to sec-
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tion 19 02 (a) (13) (F ) , and any  othe r individual  under the 

age of twenty-one who is elig ible for such services under  the 

State  plan approved under this title.

“ (b) Child health  assessments under this title may be 

provided only by a heal th care provider who enters  into an 

agreement with  the State agency responsible for administe r­

ing or superv ising the admin istrat ion of the State  plan under 

this title to—

“ (1) provide to individuals specified in subsection

(a) period ic health assessments, as required by regu la­

tions of the Secre tary;

“ (2) provide to individua ls assessed a minimum 

range of diagnostic and trea tme nt services (including 

immunization  agains t childhood diseases) as required by 

regulat ions of the Secretary , except tha t in lieu thereof  

(A) during the period beginn ing October 1, 1977, and 

ending September 30, 1978, a State may enter into an 

agre ement with any heal th care provider who agrees to 

refer such individuals for such diagnost ic and trea tment 

services;  (B)  during the period beginning October 1, 

1978, and ending September 30, 1980, a State  may 

ente r into an agreement with any health care  provider 

who has writ ten arrangem ents  for the refen-al of such 

individuals to appropriate providers for such diagnostic 

and trea tment services ; and (C) after September 30,



1980, the Secre tary may, with respect to any  geographic 

area  in a State,  continue to allow agreements pursuant 

to clause (B) if he determines tha t a Sta te has made 

reasonable efforts to assure provider partic ipatio n, but 

the number of providers  who have agreed with  the State 

to provide directly  diagnostic and trea tme nt services is 

insufficient to serve the number of children who are eli­

gible pursuant  to this paragra ph for such services;

“ (3) refer such individuals to appropriate providers 

for any corrective trea tment the need for which is dis­

closed by an assessment but which is not available di­

rectly from the p rovider who has the agreement with the 

State,  and followup to assure the provision of such 

trea tment;

“ (4) take responsibility for the managem ent of the 

medical case of each individual assessed to assure that  

all medical services which are offered under the State  

plan (pur suan t to section 19 02 (a) (13) (0 ) and which 

are found to he necessary pursuant to an assessment are 

made available  in a timely manner and tha t reassess­

ments are performed as required in regulations of the 

Secre tary;

“ (5) be reasonably accessible on an ongoing basis 

to individuals who have been assessed to assure the con­

tinuing availability of medical ca re ; and
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“ (6 ) make repo rts which the Sta te or the Secretary 

may require  to assure compliance with the requirements 

of this section.

“ (c) Any  individual under the age of twenty-one who 

has received an assessment pursu ant to this section shall, not­

withstand ing any othe r provision of this section or the State  

plan approved under  this t itle, rema in eligible for all care and 

services provided unde r the Sta te plan to individuals who 

have been assessed for a period of six months  following the 

date on which the income and resources of his family first ex­

ceeded the eligibility limits specified in the State plan for 

such care and services, or, if the individual was eligible for 

aid to families with dependen t children under  pa rt A of title 

IV  of this Act, for a period of six months following the date 

on which he became ineligible for such aid, excep t tha t in no 

case shall an individual be eligible for such care and services 

by reason of the application  of this subsection (1) who has 

attained the age of twenty-one or (2) who has not  been 

reassessed in a timely m anner.”

ADDITIONAL STATE PLAN EEQUIREME NTS

Sec . 6. Section 1902 (a) of the Act is amended by 

striking out “and” afte r paragraph  (3 5),  by strik ing out 

the period after paragraph  (36 ) and inser ting instead 

and ” and by adding afte r paragraph  (36 ) the following 

new paragraph —

97-633 0  - 77 - 2
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1 “ (37 ) provide tha t the Sta te will encourage par-

2 ticipation by physicians and health care centers in the

3 program described in section 1912 of this Ac t; will as-

4 sure coordinat ion between State  and local agencies par-

5 ticipating in tha t program and community heal th centers

6 funded under section 330 of the Public Hea lth Service

7 Ac t; and will assure the availab ility of appropriate sup-

8 port  services (including case track ing and ou tre ach) , in

9 accordance with  regulations  of the Secretary , to individ-

10 uals and heal th care providers par ticip ating in the

11 program described in section 1912.”

12 FEDERAL REIM BURSEMENT

13 Sec. 7. (a)  Section 1903 ( a) of the Act is amended

14 by redesignat ing paragrap h (6)  as paragra ph (7) and by

15 adding after paragraph  (5) the following new paragra ph­

ic  “ (6) an amount  equal to a per  centum of so much

17 of the sums expended during  such quarter  as are at-

18 tributable to child health assessments performed pursu-

19 ant to section 1912(b)  (1) and to diagnosis, trea tment

20 (other than dental and inpatient ca re ), referra l, follow-

21 up, and medical case managem ent of individuals who

22 have been assessed pursuant to tha t section and regula-

23 tions of the Secre tary promulgated thereunder;  which

24 per  centum shall be equal to one-half of the sum of the

25 Federal  mediral assisfoiuib percentage  (as calculated for
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purposes of paragraph  (1)  of this subsection) and 90 

per  centum or 75 per  centum , whichever  is gre ate r; 

plus”

(b)  Section 1903 of the Act is amended by adding 

at the end thereof the following new subsections—

“ (1) Notwith standing  any  othe r provision of this title, 

beginn ing October 1, 1977, whenever the Secreta ry dete r­

mines tha t a State  does not  have  a program, which  meets 

such standards as he shall specify in regulations, for the pur­

poses of—

“ (1) informing families of children eligible, pur ­

suant to subparagraphs (B) or (F ) of section 1902 

(a) (1 3) , for services under the State plan pursuant to 

section 1912 of the availability  of such services;

“ (2) assuring the provision of child health assess­

ments in a timely man ner in cases where  it is requested 

and required under the State  p lan;

“ (3 ) assuring the provision , in a timely manner, 

of any medical care or service the need for which is 

disclosed by an assessment; or

“ (4) assuring compliance with the terms  of the 

agreements it has with  providers of services unde r sec­

tion 1912;

the Secretary  shall notify the State of such failure and tha t 

the amount otherwise required to be paid to such State
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1 with respect to each succeeding fiscal quar ter following

2 such notification pursuant  to paragra phs  (2 ),  (3 ),  (4 ),

3 and (7) of this section for the administra ting of the State

4 plan shall he reduced by 20 per  centum of tha t amount

5 until the State  shows to the satisfaction of the Secretary

6 that  the failure with  respect  to which the reduction applies

7 has been corrected. Until  the Secre tary is so satisfied, he

8 shall make any reduction referred to in the preceding sen-

9 tence, except tha t if the Secre tary is satisfied tha t the State

10 intends to correct such failure, the Secreta ry may withhold

11 the imposition of the reduction referred to in the preceding

12 sentence for a period  of time, not exceeding six months,

13 to allow the State to fully comply  with  the requirements

14 of this subsection, and where, at the end of any such period

15 he determines tha t the failure with respect to which the

16 reduction would apply has been corrected, he may waive

17 the imposition of the reduction entire ly. Noth ing in this

18 or any other section of this title shall be construed to re-

19 quire the Secretary  to review a Sta te’s activities to assure

20 compliance with this subsection more frequently than he

21 determines is necessary based upon the Sta te’s previous

22 performance in meeting the requirements of this subsection.

23 Each  State  shall cooperate with the Secretary  by providing

24 appropriate documentation of its performance pursuant to

25 this  subsec tion.
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“ (m ) Notwithstanding  any oth er provisions of this title, 

with  respect to any  qua rter  beginning after September  30, 

1977, for which the Secreta ry determines tha t a State  has 

met the crite ria for good performance applicable to the pro­

gram  required by section 1912 which he shall specify in r eg­

ulations pursuant to this subsection, he shall pay, in addition 

to any  other payments he is requ ired to make to the State 

pursuant  to this section, an a mou nt equal to 25 per  centum of 

the remainder  specified in section 19 03 (a) (7 ).  The stand­

ards the Secretary  shall specify for determining good per ­

formance unde r this subsection may  include crite ria such as 

the percent  of children eligible for assessment under the State 

plan who are assessed; the percent  of conditions identified 

durin g an assessment which are treated; and the  percen t of 

children eligible for assessment who are  fully immunized fol­

lowing assessm ent.” .

CONFORMING AMENDMENTS

Sec . 8. (a) (1)  Section 403  (g ) of the Act is repealed.

(2)  The amen dment made by paragraph  (1) of this 

subsection shall be effective with respect to quarters begin­

ning  after September 30, 1977.

(b) (1)  Section 19 05 (a) (4) (B)  of the Social Se­

curity Act is amended to read as follows: “ (B)  child heal th 

assessments, diagnosis, trea tment, referral, and medical case 

management of individuals unde r the age of 21 who are eli-
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1 gible for such services under the State plan in accordance

2 with the requirements in  section 1912 ;” .

3 (2) The amendmen t made by paragraph  (1) of this

4 subsection shall be effective beginning October 1, 1977.

5 (c) Any  individual who has been screened pursuant to

6 section 19 05 (a) (4) (B ),  as in effect prior to October 1,

7 1977, and who meets the crite ria pertaining to age and date

8 of previous screening which the Secretary  shall specify in

9 regulat ions, shall, for purposes of the amendments  made by

10 this Act, be deemed to have been assessed according to scc-

11 tion 19 05 (a) (4) (B ),  as amended by subsection (b) of

12 this section, on the date when he was screened.
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[H.R. 7474, introduced by Mr. Moss on May 26, 1977, and H.R. 8401, 
introduced by Mr. Moss (for himself , Mr. Maguire, Mr. Krebs, Mr. 
Perkins, Ms. Holtzman, Mr. Bedell, Mr. Corrada, Mr. Moffett, Mr. 
Murphy of Pennsylvania, Mr. Hawkins, Mr. Roe, Mr. Lent, Mr. Carney, 
Ms. Mikulski, Mr. Lundine, Mr. Nolan, Mr. Murphy of  New York, Mr. 
Gephardt, Mr. Patterson o f California, Mr. Walgren, Mr. Cornwell, and 
Mr. Gibbons), are identical as follows:]

A  BILL
To amend title XI X of the Social Securi ty Act to improve the 

early  and periodic screening, diagnosis, and trea tment 
program.

1 Be  it enacted by the Sena te and House  of  Tiepresenta-

2 hoes of  the Un ited Sta tes  of  Am erica  in  Congress assembled,

3 INCREASE IN FEDERAL MATC HING FOR EPSDT PROGRAM

4 Sect ion  1. (a) Section 19 03 (a) of the Social Secu-

5 rity Act (42 V.S.C.  139Gb (a ))  is amended—

G (1) by inser ting “ (other than for services described

7 in section 19 05 (a) (4)  (B)  ) ” in paragraph  (1) after

8 “as medical assistance” ; and

9 (2) by redesigna ting para graph (G) as paragra ph 

I—O
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1 (7)  and by inserting after paragraph (5) the follow-

2 ing new pa ragrap h:

3 “ (6) An amount equal to the sum of (A)  90

4 percent of the total amount expended  during such quar-

5 ter  as medical assistance under the State  plan for early

G and periodic screening and diagnosis (described in sec-

7 tion 19 05 (a) (4) (B) ( i) ) , and (B)  100 percen t of

8 the total amount expended during  such quar ter as medi-

9 cal assistance unde r the State  plan for health  care,

10 treatment, and other  measures (described in section

11 1905(a)  (4) (B) (ii) ) for defects and conditions dis-

12 covered through such screening and diagnos is; plus” .

13 (h) Section 19 05 (a) (4) (B) of such Act  (42 U.S.C.

14 13 96d(a ) (4) (B) ) is amended (1) by strik ing out “effec-

15 tive Ju ly  1, 1969,” and inserting in lieu thereof “ ( i ) ” , and

16 (2) by inser ting “ ( ii) ” before “ such health  care, treatment,

17 and other measures” .

18 IMPLEM ENT ATION OF COUPON SYSTEM TO INDICATE

19 SERVICES AVAILABLE UNDER EPSDT PROGRAM

20 Sec . 2. Section 1902(a)  of the Social Security Act

21 (42 U.S.C. 1396a (a ))  is amended (1)  by striking out

22 “and” at the end of paragraph (35 ) ; (2)  by strikin g out

23 the period at the end of paragraph (36 ) and insert ing in

24 lieu thereof and” ; and (3) by insert ing after paragraph

25 (36) the following new paragraph :
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“ (37 ) Provide (in accordance with regulations of 

the Se cre tar y) , in its furnish ing of medical assistance 

under  the early and periodic screening, diagnosis, and 

trea tment program (described in section 19 05 (a) (4) 

(B)  ),  for the distribu tion to those entitled to assistance 

under  the program of coupons which  (A)  identify the 

services for which medical assistance is available under  

the program, and (B)  can be used to indicate a child’s 

entit lement to receive part icular medical services cov­

ered u nder the p rogram .” .

AV AILA BILITY  OF PRO VIDERS  FOR  EPSD T PROGRAM  

Sec . 3. Section 19 02 (a) (37 ) of the Social Securi ty

Act  (added by section 2 of this Act ) is amended (1)  by 

striking out “ (A )” and “ (B )” and by inserting in lieu 

thereof  “ ( i ) ” and “ (ii) ” , respectively; (2) by insert ing 

“ (A)  ” after  “ (3 7) (3)  by strik ing out the period at the

end thereof and insert ing in lieu thereof  and ” ; and (4)  

by adding at the end thereof the following new subpara­

graphs :

“ (B) not less often than  annua lly compile and 

publish a list of providers and institutions tha t are will­

ing to provide medical services under the early  and 

periodic screening,  diagnosis, and trea tment program 

(described in section 1905 (a) (4) (B)  ) ; and
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“ (C) require that  any hospital which offers serv­

ices of the type  described in section 19 05 (a) (4) (B), 
and which receives payment for provid ing any medical 

services under the plan, agree to provide  to the maxi-

- mum extent feasible the services described in such sec­

tion to individuals entitled to receive such services under 

the plan.” .

EFFECTIVE DATES

Sec. 4. (a) The amendments made by section 1 shall 

apply  with respect to medical assistance furnished,  under  a 

State plan approved under title XIX  of the Social Security 

Act, on and after October 1, 1977.

(b) (1) Except as provided in paragrap h (2 ),  the 

amendments made by sections 2 and 3 shall app ly with re­

spect to medical assistance furnished, under a State plan ap­

proved under  title XIX of the Social Secur ity Act,  on and 

after the first day of the first calendar quarter  beginning 

after the date of enactment of this Ac t.

(2) The amendment made by section 3, to the extent 

that  it adds subparagraph (C) to section 1902 (a)  (37)  

of the Social Security Act, shall apply with respect to serv­

ices furnished by a hospital, under  a State  plan approved 

under title XI X of such Act, on and after  October 1, 1977.



19

95th  C ONG RES S 
1st Session H. R. 8974

IN  TH E HOUSE OF RE PR ES EN TA TI VES  

September 8,1977
Mr. Maovire introduced the following hil l; which was referred  to the Com 

mittce on Int ers tate and Fore ign Commerce

A BILL
To stren gthe n and improve the early and periodic screening, 

diagnosis, and trea tme nt program, and for othe r purposes.

1 Be it enacted b>/ the Sena te an d House  of  Jiepresenta-

2 t'wes o f the Un ited Sta tes  of  Am erica  in Congres s assembled,

3 That  this Act  may be known as the “Child Health  Assurance

4 Ac t” .

5 DECLARATION OF PURPOSE

G Sec. 2. The purpose of this Act  is to modify the early

7 and periodic screening, diagnosis, and trea tment program

8 and broaden medicaid eligibili ty—

9 (1) to introduce children, whose families do not

10 have adequate financial resources, into a heal th care

11 system within their  community  tha t will provide the 
I
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children with comprehens ive, continuing , prim ary,  and 

preventive heal th ca re ;

(2) to increase the  number of children eligible for 

such care ;

(3) to assure the continuity of care for a period 

after a child would on account of income became in­

eligible for medical care under title X IX  of the Social 

Security A ct;

(4) to increase immunization levels of children;

(5 ) to meet special health needs of adolescents;

and

(G) to provide further incentives to States to ar­

range  for and  encourage quality health care for children. 

REQUIRE MENT FOR ASSESSMENT AND TREATMENT OF

ALL INCOME ELIGIBLE CHILDREN 

Sec. 3. Section 19 02 (a) (13) of the Social Security 

Act (here inafter in this Act  referred to as the “A ct” ) is 

amended by inser ting “and” at the end of subparagraph 

(E ) , and by insert ing after subparagraph (E) the follow­

ing new subp arag raphs:

“ (F ) in the case of any individual under  the 

age of 21 who is a member  of a  family which would, 

on the basis of income and resources, be eligible for 

aid unde r the State  plan approved unde r part A of
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title IV  of this Act,  but who is not a dependent 

child as tha t term  is defined in section 40 6( a)  of 

this Act, for the inclusion of the care and services 

specified in section 19 05 (a) (4)  (B)  ; and

“ (G) in the case of any  individual unde r the 

age of 21 who has received his periodic assessment 

pursuant to section 19 12 (h) (1 ),  for the inclusion 

of all health care and services appropr iate for indi­

viduals under age 21 for which paymen t is available 

under this title, whe ther or not unde r the Sta te’s 

plan such care and services are otherwise pro­

vided to individuals  who have not been periodically 

assessed pursuant  to such sect ion;”.

MEDICAID ELIGIBILITY OP CERTAIN CHILDREN UNDER

TWENTY-ONE

Sec . 4. (a) Section 1902 (a) (10)  of the Act is am end­

ed by striking out “an d” at the end of subp arag raph  (B ),  

by redes ignat ing subparagraph (C) as subp aragraph (I )) , 

and by adding after  subparagraph  (B)  the following new 

subpara gra ph :

“ (C) for mak ing medical assistance available to 

any  individual under the age of 21 who is a member 

of a family which would, on the basis of income and 

resources, be eligible for aid under the State plan
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1 approved under par t A of title IV  of this Act, but

2 who is not  a  dependent child as tha t term is defined

3 in section 406 (a) of this  Ac t; and

4 (b) (1)  Section 19 02 (a) (10 ) of the  Act is amended

5 by insert ing “or  clause (C) ” after “clause (A)  ” each place

6 it appears in that section.

7 (2)  Section 1902(a)  (10 ) (I ) of the Act is amended

8 by insert ing “or  pursuant to clause (C) of this paragraph,

9 subparagraph (F ) or (G) of para graph (1 3) , or section

10 1912” after “ section 1905(a )” .

11 (3) Section 190 2(f ) of the  Act is amended by striking

12 out “ (10) (C) ” each place it appears and by inserting in lieu

13 thereof  “  (10) (D)  ” .

14 CHILD HEAL TH ASSURANCE PROGRAM

15 Sec. 5. Title XI X of the Act  is amended by insert ing at

16 the end thereof the following new sec tion :

17 “child HEALTH ASSURANCE PROGRAM

18 “Sec . 1912. (a) (1) Each  State with a plan approved

19 by the Secre tary under section 19 02 (b) must include the

20 provision of child health assessments and primary care pur-

21 suant to this section to any individual who is under the age

22 of 21 and who is eligible for such services under  the State

23 plan approved under this titl e.

24 “ (2)  (A)  The Secre tary may  not require a State  plan

25 to provide dental screening  of individuals under the age of
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21 as a precondi tion to the provision of dental trea tment to 

such individuals under  the plan.

“ (B) If a State  plan includes provision for dental 

screening of individuals unde r the age of 21, such screening 

to such an individual shall he considered to he medical assist­

ance for which paym ent may  he made under  section 1903 

(a) only if it has been provided by a registered dental hy­

gienist  or by a dentist.

“ (h) Child health  assessments under this title may be 

provided only by a heal th care prov ider (which term in­

cludes a community health center , headsta rt program, visit­

ing nurse association, and a rural health clinic) who enters 

into an agreement with the single State  agency responsible 

for admin istering or superv ising the administration  of the 

State  plan under this title under which agreement the pro­

vider  agrees—

“ (1)  to arrange or provide to individuals specified 

in subsection (a) periodic h ealth  assessments, as required 

by regulations of the Se cre tar y;

“ (2) to arrange or provide  to individuals who have 

been assessed a t least such minimum range of d iagnostic 

services and trea tment (including immunization against 

childhood dise ases), the need for which services and 

trea tme nt is disclosed by the assessment,  as shall be 

specified by the Secretary  in regula tions, except  tha t in25

I
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lieu thereof (A) during the one-year period beginning 

on the effective date of this section, a Sta te may enter 

into an agreement with any health care provider who 

agrees  to refer such individuals for such diagnostic and 

trea tment services ; (B) during the two-year  period be­

ginning on the day after the end of such one-year period, 

a S tate may enter in to an agreement with any health  care 

provider who has written arrangem ents  for the referral 

of such individuals to appropriate providers for such 

diagnostic and trea tment services ; and (C)  after  the last 

day of such two-year period, the Secretary  may,  with 

respect  to any geographic area  in a State , continue to 

allow agreements pursuant to  clause (B) if he determines 

tha t a State  has made reasonable efforts to assure pro­

vider participation,  hut the number of providers who 

agreed with the State to provide  direct ly diagnostic and 

trea tment services is insufficient to serve the number of 

children who are eligible pursu ant to this paragra ph for 

such se rvices;

“ (3)  to arrange for the referra l of or refer such 

individuals who have been assessed to appropriate pro­

viders for diagnostic services and trea tme nt (beyond 

the minimum range of diagnostic services and trea tment 

described in paragraph (2 ))  the need for which is dis-
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closed by an assessment but which is not direct ly avail­

able from the provider;

“ (4) be accessible on an ongoing basis to individuals 

who have been assessed to assure the continuing avai l­

ability  of health care;

“ (5) to coordinate the medical case m anagement of 

the individuals assessed ;

“ (6) to provide either—

“ (A ) for timely  followup services to assure the

provision of diagnost ic services and trea tment the 

need for which are disclosed by an assessment,  or 

“ (B)  for a writ ten arrange ment with an appro­

priat e State or local public agency or a nonprofit 

community-based organization, which arrangemen t 

and agency or organization meet such standards as 

the Secretary may prescribe, whereby the agency 

or organizat ion provides  for timely followup services 

described in sub para grap h (A) ; and

“ (7) make such repo rts as the State or the Sec­

reta ry may require to assure compliance with the re­

quirements of this section.

“ (c) Any  individual unde r the age of 21 who has 

received an assessment pursuant to this section shall, not ­

withstand ing any  othe r provision of th is section or the State

97-833 0  - 77 - 3
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plan approved under  this title, remain eligible for all care 

and services p rovided under  the State plan to individuals who 

have been assessed for a period of six months following the 

date on which the income and resources of his family first 

exceeded the eligibility  limits specified in the State plan for 

such care and services, or, if the individual is a member of 

a family which was eligible for aid to families with dependent 

children under par t A of title IV  of this Act, for a period of 

six months following the date on which he became ineligible 

for such aid, except tha t in no case shall an individual be 

eligible for such t are and services by reason of the appl ica­

tion of this subsection after lie has attained the age of 21.

“ (d) (1) The Secre tary shall report  to Congress, not 

later  than Feb ruary 1 of each year, on the admin istration of 

the child health assurance program.

“ (2 ) The Secretary shall submit to Congress, with each 

other annual report submitted under paragraph  (1 ),  an 

evaluation of the Secreta ry’s administrat ion of the child 

health  assurance program, which evaluation shall be prepared 

by a panel of experts who are independent  of the Departm ent 

of Health, Education , and Welfare and the admin istration of 

the program and who represent the interests of the  recipients 

of services under the program .” .
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ADDITIONAL STATE PLAN REQUIREMENTS 

Sec. 6. Section 19 02 (a) of the Act is amended by 

striking out “an d” after paragraph  (3 5),  by strik ing out 

the period at the end of paragraph  (36) and inser ting in 

lieu thereof “ ; and ”, and by addin g after  para graph (36) 

the following new p ara gra ph:

“ (37) provide tha t the State will (A)  identify 

and offer contracts to all qualified health care pro­

viders on such terms as will reasonably be expected 

to elicit thei r involvement in the child health  assur­

ance program under  section 1912 ; (B) develop, based 

.on substantial public input,  a State  plan which demon­

strates  how the requirements for such a program will 

be me t; (C) coordinate the services provided under 

such program with any  other federally  funded programs 

in tl ê State  provid ing health care services to children ; 

(D)  assure the provision of outreach and followup 

services, using nonprofit community-based organizations 

whenever possible, in accordance with regulations of the 

Secretary , to individuals and health care providers par ­

ticipating  in such program; (E) taking into account in­

flation, not reduce the per  capita  level of outpatien t 

medical services provided to children unde r the plan
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below the per  capita level provided to children under 

the plan before the date of enactment  of this pa ragrap h; 

and (F ) in conjunction with the health planning  activ ­

ities in the State , identify areas where  eligible children 

are unable to receive assessments and trea tment 

prom ptly under the plan and devise methods of address­

ing these shor tages.” .

g FEDERAL REIMBURSEMENT

9  Sec . 7. (a)  Section 1903 (a) of the Ac t is amended by 

2Q redesignating para graph (6) as paragraph  (8)  and by 

H  adding after  paragraph  (5) the following new paragraph s:

12 “ (6) an amount  equal to the sum of (A)  75 per

13 centum of sums expended  during such quarter  which are

14 attributable to followup services provided by a State  or

15 local public agency under the child health assurance

16 program under section 1912, and (B) 90»per centum

17 of sums expended during such quarter  which are at-

18 tributable to othe r medical assistance (including out-

19 reach and followup services performed by approved

20 nonprofit  community-based organizations and followup

21 services provided by health care providers) provided

22 for the child health assessment program unde r section

23 1912; plus

24 “ (7) an amount equal to 25 per  centum  of the

25 amount  specified -in  paragra ph (8 ),  if the State  meets
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the performance crite ria rela ting  to its child heal th as­

sessment  program specified in subsection (o) ; plus” , 

(b) Section 1903 of the Ac t is amended by adding af­

ter subsection (m) the following new subsections:

“ (n) (1) Whe neve r the  Secreta ry determines tha t a 

State  does not have a program, which meets all such 

standards os he shall specify in regulat ions, including  stand­

ards for— •

“ (A) informing families of children eligible, pur ­

suant to subparagraph (B) or (F ) of sec tion 1902 (a) 

(13) , for services under the child heal th assessment 

prog ram of the State plan of the availability of such 

services under  such pro gram ;

“ (B)  assuring the provision of child hea lth as­

sessments under such program in a timely  manner in 

cases where it is requested and required under the State  

plan ;

“ (C) assuring the provision, in a timely manner, of 

any heal th care or service the need for which is disclosed 

by an  assessm ent; and

“ (D)  assuring compliance with the terms of the 

agreements the State  has with providers of any services 

in the  program,

the Secretary  shall notify the State of such failure and, except  

as provided  in pa ragraph  (2 ),  the sum of the amounts  other-
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1 wise required to be paid to such State, under paragrap hs (2 ),

2 (3 ),  (4 ),  and (8)  of subsection (a) shall be reduced by

3 20 per centum of t hat sum for each quar ter beginning after

4 the date of such notification until the State  shows to the satis-

5 faction of the Secre tary that  the failure with respect to which

6 the reduction applies has been corrected. In lieu of imposing

7 the reduction required under the previous sentence, the Sec-

8 reta ry may bring an action in a court of competent jurisdic-

9 tion to require  the State  to correct  any such failure which the

10 Secre tary has determined, under the previous sentence, exists.

11 “ (2 ) If the Secre tary is satisfied tha t the State  intends

12 to correct such a failure, the Secretary may withhold the

13 imposition of the reduction under par agraph  (2)  for a period

14 of time, not exceeding two quarte rs, to allow the State  to

15 fully comply with the requirements of this subsection. If, at

16 the end of any such period, he determines tha t the failure

17 with respect  to which the reduction  would apply has been

18 corrected, lie may waive the imposition of the reduction

19 entirely .

20 “ (3) The Secretary  shall review  annua lly a Sta te’s

21 activities to assure compliance with this subsection.

22 “ (4) Each State  shall cooperate with the Secretary

23 by providing appropr iate documentation of its performance

24 pursuant to this subsection.

25 “ (o) Fo r purposes  of subsection (a) (7 ),  the Secre tary
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shall specify criter ia for determining good performance of 

a Sta te’s child heal th assessment program unde r section 

1912, which may include criteria  such as the percent of 

children eligible for assessment under  the State  plan who 

are assessed; the percen t of conditions identified during  an 

assessment which are treate d; and the percent of children 

eligible for assessment who arc fully immunized following 

assessment.” .

CONFORMING AMENDME NTS 

Sec . 8. (a) Section 403 (g)  of the Act  is repealed, 

(b) (1) Section 19 05 (a) (4)  (B)  of the Act  is 

amended to read as follows: “ (B)  child health assessments, 

diagnosis, treatm ent, outreach, followup, referra l, and med­

ical case manageme nt- of individuals ? under the age of 21 

who are eligible for such services under  the State plan in 

accordance with the requi rements of section 1912 ;” .

(2) Any individual who has been screened pursuant  to 

section 19 05 (a) (4) (B) of the  Act, as in effect prior  to the 

effective date of the amendments made by this Act, and who 

meets the crite ria perta ining to age and date of previous 

screening which the Secretary shall specify in regulations, 

shall, for purposes of the amendments made by this Act,  be 

deemed to have been assessed according to section 19 05 (a) 

(4)  (B) of the Act, as amended by paragrap h (1)  of this 

section, on the date when he was screened.



32

1

2

3

4

5

6

7

8

9

10

11

EFFECTIV E DATE AND ESTABLISHM ENT OF REGULATIONS 

Sec. 9. (a) The amendments made by this Act  shall 

apply to medical assistance provided, under a State plan ap­

proved unde r title XIX  of the Social Secur ity Act, and to 

calendar quarte rs beginning on and after  the first day of the 

second calendar quar ter that  begins after the date of enact­

ment of this Act.

(b) The Secretary of Hea lth, Education , and Welfare  

shall first prescribe  final regulations to carry out the amend­

ments made by this Act  not late r than  the end of the one- 

hundred-and-eighty-day period beginning on the date of en-

12 actment of this Act .
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DE PA RT MEN T OF  HEALT H. ED UCAT IO N. AN D WEL FA RE

JUL 5 IPT'i

The Honorable Harley 0. Staggers 
Chairman, Committee on Interstate 

and Foreign Commerce
House of Representatives 
Washington, D. C. 20515 

Dear Mr. Chairman:

This is in response to your request for a report on H.R. 6706, 
a bill "To strengthen ahd improve the early and periodic 
screening, diagnosis, and treatment program, and for other 
purposes."

H.R. 6706 is identical to draft legislation submitted by the 
President to the Congress on April 25, 1977. The bill is 
designed to improve health services for children of low- 
income families by strengthening Medicaid's Early and Periodic 
Screening, Diagnosis and Treatment Program (EPSDT) for 
children (which would be redesignated as the Child Health 
Assessment Program (CHAP)).

In his April 25, 1977 message to Congress on health initiatives, 
the President urged enactment of the proposed Child Health 
Assessment Program as a crucial first step toward the improve­
ment of children's health programs. For the reasons stated 
by the President, we recommend that the Committee give 
favorable consideration to the bill.

We are advised by the Office of Management and Budget that 
enactment of H.R. 6706 woujd be in accord with the program of 
the President.

Sincerely,

// b/  Joseph A. Cal ifan o,. Jr .,

Secretary
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EXECUTIVE OFFICE OF 'l l IE PRESIDENT
m  OFF ICE OF MANAGEM EN T AN D BU DG ET' *■** W A S H IN G T O N . D  C . 20 50 3

JUN 1 0 1977

Honorable Harley 0. Staggers 
Chairman, Committee on Interstate 

and Foreign Commerce
House of Representatives 
Washington, D. C. 20515 
Dear Mr. Chairman:
This is in response to your request of May 6, 1977 
for the views of this Office on H.R. 6706, a bill 
"To strengthen and improve the early and periodic 
screening, diagnosis, and treatment program, and for 
other purposes."
H.R. 6706 is identical to draft legislation submitted 
by the President to the Congress on April 25, 1977.
The bill is designed to improve health services for 
children of low-income families and would replace 
Medicaid's Early and Periodic Screening, Diagnosis and 
Treatment Program (EPSDT) for children.
In his April 25, 1977 message to Congress on health 
initiatives, the President urged enactment of the 
proposed Child Health Assessment Program as a crucial 
first step toward the improvement of children's health 
programs. For the reasons stated by the President, we 
recommend that the Committee give favorable considera­
tion to the bill. Enactment of H.R. 6706 would be in 
accord with the program of the President.

Sincerely,

:(6f«n«2) Janes 1.  Frey'
James M. Frey 
Assistant Director for 
Legislative Reference
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Mr. Rogers. Our f irst  witness  today will be our  own dist inguished 
colleague on this  subcommittee, the  Honorable Richard L. Ottinger 
of New York, who has been most interested in this  program.

Mr. Maguire. Mr. Chairm an, may I be recognized for just one 
moment before Mr. Ottin ger begins his statement?

Mr. Rogers. Certainly, Mr. Maguire.
Mr. Maguire. I simply wanted to tha nk you for refe rring  to 

legislation that  I have introduced. I think  it is clear that  t her e is a  
great deal of inte res t on the  part of the  subcommittee and the 
Congress as well as the  adm inist ration in improving the  program 
that  we have had to date,  and I know th at  we all  recognize th e great 
need to provide quali ty health care  to poor children.

We also have, as the  witness list will testify, both today and 
tomorrow, a very distinguished set of p anelists who are experts in 
this field, and who will be making recommendations to us.

I am also cognizant of the cons tant requ irement to be aware of 
fiscal concerns. I know that  these concerns are  ta ken  very seriously 
both by the  adm inist ration and the  subcommittee, but  I also hope 
and expect th at  we will focus very squarely in on the  long-term 
issues of human hea lth and creat ivity  and productivity, which of 
course bring  us benefits  far in excess of money well spent, th at  we 
should appropriate to improve this  program.

I tha nk you very much, Mr. Chairman. I look forward to joining 
with you in addressing ourselves to this  mat ter.

Mr. Rogers. I tha nk  the gentleman.
Mr. Ottinger, we are  pleased to have you. Please proceed.

STATEMENT OF HON. RICHARD L. OTTINGER, A REP RES ENT A­
TIVE IN CONGRESS FROM THE STATE OF NEW YORK, ACCOM­
PANIED BY ELLIOT SEGAL, TASK FORCE DIRECTOR—HEALTH,
OVERSIGHT AND INVESTIGATIONS SUBCOMMITTEE, COMMIT­
TEE ON INTERSTATE AND FOREIGN COMMERCE
Mr. Ottinger. Thank you very much.
I have with me, Mr. Elliot Segal who is the counsel for hea lth  of 

the  Oversight and Investigations  Subcommittee.
Mr. Rogers. We welcome you, Mr. Segal.
Mr. Ottinger. I am appearing  on behalf of both myself and 

Congressman Joh n Moss of California,  who is the  author  of H.R. 
7474 to reform the  EPSDT program.

I am pleased t ha t you have convened h earings beginning today on 
the  very impo rtan t topic of children’s health  u nder Ti tle XIX of the  
Social Security Act—the  Medicaid program. As a member of this 
subcommittee, I am very concerned that  the  program to provide 
comprehensive preventive health care for children—specifically the 
early  periodic screening , diagnosis, and tre atm ent [EPSDT] pro­
gram —has not met the  goals expected by Congress and that  reform 
of the  legislation  is necessary. Hence, I am happy to join with 
Congressman Joh n Moss in sponsoring a new th ru st  to this program.

On October 7 and 8, 1975, the  Subcommittee on Oversight and 
Investigations held hearings, which I chaired, on the  EPSDT pro­
gram en titled “Getting Ready for National Hea lth Insurance: Short-
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changing Children .” Those hearings presented tragic illus trations of 
the  resul ts of children not screened and treated for preventable  
diseases. I personal ly find it inexcusable that  though 88 percent of 
American preschoolers were immunized again st polio in 1964, that  
number had dropped to 63 percent in 1973 and is even lower for 
nonwhite children in the cent ral cities of major metropolitan areas.

During those hearings, the subcommittee received testimony of 
genetic and familia l diseases which could be cured or ameliorated  
by early trea tme nt. For example, we received evidence from a 
fam ily  wh ere  ph en ylke tonu ria  [PKU] was undia gno sed  or 
misdiagnosed for three children. One member of that  family is 
severely retarded  and institutional ized in the  St ate  of Pennsylvania  
at  a cost of more tha n $20,000 a year. PKU could have been 
detected in that  child for less tha n $10. The potential benefits 
obviously far outweigh any treatm ent  costs th at  would have been 
incurred—both in human and monetary terms.

An important issue raised at the  hear ings  and  discussed in the 
subsequent subcommittee report of September 1976 entit led “De­
par tment  of Heal th, Education, and Welfare’s Administration of 
Hea lth Programs: Shortchanging Children” was the  Dep artm ent’s 
failu re to administer the penal ty provisions of the  EPSDT program. 
In that report the  subcommittee determined the re was a need to 
change the emphasis  of the program from a punit ive system to one 
of incentives to screen an d t reat  more children, in effect providing a 
positive reason for States to provide health care  to children.

The proposal of Chai rman  Moss and  myself—as well as othe r 
members of the subcommittee—provides incentives in the  form of 
increased  Federal  partic ipation for the  focus of t he program to be 
on tr eatment of children. Under H.R. 7474, the  Federal share would 
become 90 percen t for screening and diagnosis and 100 percen t for 
trea tment.

Streamlining the  current bureaucratic  morass determining eligi­
bility  is another  innovation. H.R. 7474 proposes a coupon system 
which would identify available services and be indicative of a child’s 
eligibility for EPSDT services.

One explanation  propounded for the  small number of children 
screened and treated under the EPSDT program is the limited 
number of part icipa ting providers in some areas. H.R. 7474 calls for 
an annual compilation and publication  of insti tutions and providers 
willing to provide these  services and requires that  all hospitals 
which receive payments unde r T itle XIX of the Social Security Act 
will agree to provide services under EPSDT to the  maximum exten t 
feasible.

I strongly  urge my colleagues on this  subcommittee to support 
this important proposal. I can imagine few areas of our Nation’s 
hea lth  care system more important tha n providing the care to our 
children necessary  for healthy  and productive  lives.

There  are  basically  jus t three or four differences between our 
legislation and the  administ ration bill, but  I think  they are  very 
important.  The coverage is more extensive. The administ ration bill 
stops at age 6. Our legislation covers children up to age 21. The 
reimbursement is more generous in giving a part icular incentive  for 
trea tment , by having 100 percen t reimbursem ent, with 90 percen t
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for diagnosis. I believe the figure is 75 percent in the administration  
bill.

H.R. 7474 has this  rather innovative coupon system, which I 
think will help to assure  participat ion in the  program. One of the 
things we found in the  earl ier hear ings  is that  a good many of the  
children were ju st not getting the  services that  they were supposed 
to get. Because these programs were costing the  States a good deal 
of money, the  States  felt they didn ’t have adequate incentive to 
reach out to include more children . This proposal envisages that 
there be a  coupon, such as the ir is with  a warran ty on a car. The 
various services, immuniza tions, periodic examinations , and so 
forth tha t are  considered importa nt to a child’s health  would be on 
a coupon and the  child would go to any qualified provider and 
present that  coupon as means of payment for those services.

The legislation drops penalty provisions, as they  apparen tly do 
not work.

I believe those are the major differences. The bill would cost 
substanti ally more. I believe the  e stimate is in  the neighborhood of 
$200 million for the  administ ration bill and $500 million for our 
legislation. I would like to make the  po int very strongly tha t here  is 
a case where clearly an ounce of prevention is worth  a pound of 
care, both in the  hea lth and the  monetary  sense, to the  e xtent that 
we can diagnose early  problems th at  child ren experience.

I am sure that  Dr. Carter , who has a good deal of experience  
directly  in this  field, would agree th at  avoiding tre atm ent lat er in 
life, will save a tremendous  amount of money. I think the  ext ra 
investment  th at  is called for by the  Moss legislation is going to be 
money very well spent, and in the  long run,  will save not only the 
Federa l Government, but the Sta te government a great deal of 
money.

I would hope that  you would consider the  more extensive cover­
ages provided.

Mr. Segal, is there anything  th at  I have left out with respect to 
the differences?

Mr. Segal. I don’t thin k so, Mr. Congressman.
Mr. Rogers. Thank you very much for a  very helpful statement.
Dr. Carter.
Mr. Carter. Thank you, Mr. Chairman.
I want to compliment the  di stinguished gent leman on his presen­

tation here today. I th ink  it is very  a ppa ren t that  p heny lketonuria , 
which you mentioned , actua lly can be diagnosed by a simple urine 
test  at the time that  the child is born, and it should be routine 
throu ghou t ou r country. I tho ught  tha t it was. In most a reas  i t is at  
the  present time, and it is very necessary.

Also I feel th at  periodic screening is very, very necessary.
Sometimes we find hernias and heart  conditions in children 

which can be corrected early. Moreover ther e are so many  children, 
part icula rly poor children , who suffer from dental caries which in 
la te r life can  lead to sig ni fic an t de nt al  problems. Acu te 
bacteriocard itis is often caused by teeth. I th ink  th is early  detection 
of these problems should be a part of any child hea lth  program.

The third thing which you emphasized  is the  lack of mental 
assessment and care provided in the  bill. I believe that  each person,
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whether  child or adu lt should have these  assessments regula rly. 
These periodic assessments should begin with prenatal care, and 
continue with the  b irth  of the  child, postnatal  care, and so on w ith 
examinations at periodic intervals . If we spend the  money that  is 
needed in these areas,  it will be a saving in the  long run  to the  
taxpayer  of the country; and what is more meaningful, it will br ing 
an improvement of hea lth to the indivdiual.

Mr. Rogers. Than k you.
Mr. Maguire.
Mr. Maguire. Than k you, Mr. Chairman.
While we don’t have much time, I do wan t to  ask about outreach. 

I thin k it is clear  that when food stamps are  available , the  cause 
and effect of using them or not using them  is very clear, and I 
wonder if the coupon necessarily is going to work as well in this  
kind of situat ion, and if ther e is some reason  to believe that  it 
might not, then  other impetus  for outreach becomes te rribly impor­
ts t. I would hope the gentleman would join with  me and members 
of the committee in trying to assure th at  we have an outreach 
program, which is r eally  going to be effective and is really going to 
bring people in. This is what  has been wrong with the  existing  
program. I have provided in my piece of legislation some higher 
reimbursem ent rates , e t ce tera. How is the reimbursement expendi­
tures for outreach handled under the  Moss bill?

Mr. Ottinger. Under the  Moss bill, 100 percent of the  treatm ent 
is covered.

Mr. Maguire. Does this  include outreach  and follow-up, apart  
from trea tment?

Mr. Ottinger. Ninety percent would be for screening and out­
reach. The actual tre atm ent would be covered by the  coupon.

Mr. Maguire. I really don’t want to get into all the  detail s but  
simply to signal th at  for me one of th e key issues is outreach as I 
am sure it is for the  gentleman.

Mr. Ottinger. It absolutely is.
Mr. Maguire. In othe r words, you can’t screen somebody unt il 

they  are there.
Mr. Ottinger. Tha t is right.
Mr. Maguire. Or tre at them unti l they  are  there. Tha t is a key 

issue.
Mr. Ottinger. We also had hearings in Californ ia on an HMO, 

prepaid  insurance. We found ther e was a n absolute  incentive there 
for the  hea lth main tenance organizat ion not to see children. They 
did nothing to try  and get more patients  in. They had been paid for 
the ir services and it was the ir incentive to see as few people as 
possible. So we found a high percentage of the children who were 
supposed to be receiving preventive care weren’t getting it at all. 
This bill is an effort to try and create  a n incentive for out reach and 
for actua lly seeing these children.

In response to Dr. Carte r, I would jus t like to say I am told that  
the re are nine States at the present time th at  do not do PKU 
screening.

Mr. Carter. Did you say there are nine th at  do not do PKU 
studies?

Mr. Ottinger. Yes.
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Mr. Carter. Of course th is procedure should be done a t the  b irth  

of the  child. The unusual thing about this condition is that  it 
usual ly occurs in blue-eyed, blond children, but  it can be diagnosed 
at  bir th and it should be.

Mr. Rogers. May I a sk this? States still set the  income limitation  
so th at  a State like New York, you said $4,500, will cover many 
more people tha n coverage, say, in West Virginia,  where they  only 
have $1,900. Yet that  determination  is made by the  State.

Should we have a set level, nationwide, set here?
Mr. Ottinger. My own feeling is that we ought to have a 

minimum, but  th e States ought to be permitted to supplem ent tha t. 
You have always this tremendous problem where you set a national 
level. It generally is too low to cover the actual cost in your high 
cost of living State s like New York.

Mr. Rogers. In other words, if we did th is New York might  want 
to go up to $5,000 or $6,000, and all the money would go in to New 
York, and wouldn’t go anywhere else, not that  you would object.

Mr. Ottinger. You have given a very propitious example.
Mr. Maguire. Not that  t ha t has been a problem in the  past, Mr. 

Chairm an.
Mr. Ottinger. I t hin k th at  c hildren’s needs ought to be attended 

wherever they  are  in the  country.
Mr. Rogers. Yes.
Mr. Ottinger. But there ought to be a recognition.
Mr. Rogers. But if you are  giving 100 percent funding, then  

maybe we ought to set the  entr ance into that  program here.
Mr. Ottinger. I t hin k if you are  giving 100 pe rcent funding, that  

you ought to have national  standards, but I think  the State s ought 
to be allowed to exceed those stan dard s out of t he ir own funds to 
the  extent  that  they  wish to do so.

Mr. Rogers. Than k you very much. Your testim ony has been 
most helpful.

The committee stands in recess for 10 minutes to allow members 
to respond to the quorum.

[Brief recess.]
Mr. Rogers. The subcommittee will come to order, please. We 

now have a panel, Dr. Judso n Force, Director, Crippled Children’s 
Program, Depa rtment of Hea lth and Mental  Hygiene, Baltimore, 
Maryland, on beha lf of the  Association of State and Terr itorial 
Hea lth Officials; and Dr. J. Bre tt Lazar, who is the hea lth  officer of 
Montgomery County, Maryland, on behalf of t he National Associ­
ation  of Counties.

We welcome you gentlemen to the  committee  with your associ­
ates, and we will be pleased to receive your statements. Your full 
stateme nts will be made a part of the record at  this  point.
STATEMENTS OF JUDSON FORCE, M.D., ON BEH ALF  OF THE ASSO­

CIATION OF STATE AND TERRITORIAL HEALTH OFFICIALS,
AND THE ASSOCIATION OF MATERNAL AND CHILD HEALTH
AND CRIPPLED CHILDREN’S DIRECTORS, ACCOMPANIED BY
ERIC FIN E, M.D., DIRECTOR, MARYLAND MATERNAL AND CHILD
HEALTH SERVICES;  AND J. BRETT LAZAR, M.D., ON BEHALF OF
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THE NATIONAL ASSOCIATION OF COUNTY HEALTH OFFICIALS,
ACCOMP ANIED  BY MIKE GEMM ELL, LE GI SL AT IV E
REPRESENTATIVE

Dr. Force. Mr. Chairm an, I am Judson Force, Director of Crip­
pled Children’s Service in  Maryland, and today I speak on behalf of 
the  State  and Territo rial  Heal th Officials and an affiliate  associ­
ation, Mate rnal and Child Health . Also today with me is Dr. Eric 
Fine, Director of Maternal and Child Health Services in Maryland .

This stateme nt has been prepared by a task  force of the  Associ­
ation which repre sents some 97 physician directors and an esti­
mated 1,600 other professionals working in State and territo ria l 
maternal and child hea lth and crippled children ’s services pro­
grams. Professional staf f located in local and regional area s of 
States  who are involved with child health services represen t an 
add itio nal  and  subs tan tia l corps of tra ined  and  experiened  
personnel.

State  and local staf f include public hea lth  nurses , nurse prac ti­
tioners, physicians, dentists, medical social workers, nutr ition ists,  
health educators, audiologists, speech pathologis ts, physical thera­
pists, and occupational  therapists.  Responsibili ties are  such that  
most staff  members provide both administ rative and direct pat ient 
care services.

Therefore, it is appropriate to acknowledge th at  much of wha t is 
presented in this  s tatement reflects the  concern of persons who are 
very close to those for whom this  Act is intended.

The Association of Mate rnal and Child Health, and Crippled 
Children’s Directors of ti tle  V programs support the  purpose of H.R. 
6706 to strength en and modify EPSDT and broaden program 
elibility. Congress in the  past has recognized th at  a special public 
responsibility  exis ts for th e most de pendent and vulnerable citizens 
who require  more care and financial support tha n can be reason­
ably expected of most low-income families. This bill can provide a 
needed opportunity to reinforce previous congressional  inte nt and 
commitments under Public Law 90-248 and the  1967 EPSDT amend­
ments  to Ti tle V and Title XIX of the Social Securi ty Act. Both tit le 
V and titl e XIX child hea lth  mandates need carefu l consideration 
as the language  of H.R. 6706 undergoes fur the r development.

The Child Hea lth Assessment Act is an initiative that  should 
promote healthy  children and prevent unnecessary disease, disabil­
ity, and hospita lization by improving the  oppor tunities for more 
needy children to be identified and provided with a continu ing 
source of quality medical care. A major goal of th is act must  be to 
emphasize the  need and ensure the avai labili ty of necessary pri­
mary, secondary and ter tia ry prevent ive care services through a 
comprehensive and coordinated network of providers. The Associ­
ation  vigorously supports the  inte nt to have every needy child 
introduced and assured a medical program where health needs 
would be periodically assessed, a prevention oriented care plan 
developed and necessary diagnostic, tre atm ent and after care  ser­
vices provided in accordance with that  plan.

The following stateme nts and recommendations are made, then, 
in keeping with what  we believe to be the  basic health care
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provisions that  Congress intends for all»ch ildren  served through 
EPSDT services under titl e V and title XIX and to be fur the r 
amended throu gh H.R. 6706.

A. TREATM ENT COVERAGE

In this country the  prevalence of severe  handicapping conditions 
is grea test among those children served by title  V and titl e XIX 
programs. Section 1905 now requires titl e XIX payment coverage 
for EPSDT services of all eligible persons unde r 21 years  of age 
regardless  of diagnostic category. It is of g reat concern, therefore, 
that  CHAP would amend this  section whereby State titl e XIX 
programs would no longer be required to provide appropriate care 
and services to handicapped child ren with  mental illness, mental 
retardatio n, or developmental disabilities.

This exclusion is contrary  to the  very inte nt of section 1901 which 
state s that  t itle  XIX appropria tions  a re for the  purpose of enabling 
States  to furn ish (1) medical assis tance  on behalf of families with 
dependent children and disabled individuals and (2) rehabilit ation 
and othe r services to help such families  and individuals att ain  or 
reta in capabi lity for independence of self-care.

Some of th e most urgent medical diagnostic  and treatm ent needs 
and opportunities for secondary and ter tia ry preven tion are  in 
those conditions or categories which are  not to be mandated for all 
appropria te care and services. To exclude these  conditions or to 
limit treatm ent where the re is a reasonable expecta tion of eventu­
ally atta ining or reta ining capability for at least  independence of 
self-care may not be in a Sta te’s best fiscal in teres t. Many state s a re 
presently investing subs tant ial amounts of limited program funds 
in developing h eal th care resources  a nd services to reduce the need 
for costly inst itut iona l care.

Also to be excluded unde r CHAP is dental tre atm ent unless the  
need is discovered during an  assessment . Since a large percentage  of 
dental defects can only be detected  after a thorough diagnostic 
examination, it is imperative  th at  ch ildren  receive diagnostic dental 
care on an ongoing regular preventive and curative basis. Fu rth er­
more, the  vast majori ty of needy children are  already known to 
have dental conditions requi ring diagnosis and trea tment . Assess­
men t for disease in this  circumstance is believed to be cost 
ineffective.

We also recommend that  den tal tre atm ent services not be ex­
cluded from the  increased Federal medical assistance reimburse ­
ment  as described in section 7. A mbula tory dental care for poor and 
handicapped children is limited, and inadequate financial incen­
tives will only make it more difficult for States to make these  
needed services available.

B. PROVIDER PARTICIPATION

It is believed that  sa tisfaction with program direction and equita­
ble reim bursement provisions have the  gre ate st influence on 
EPSDT provider partic ipation and practice patt erns. Also of impor­
tance to the  pati ent and provider  is the  organizational structure,

97-633 0  - 77 - 4
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sett ing and atmosphere In which health care services are to be 
delivered. Therefore diversity of choices in delivery systems and 
funding  arrangemen ts should be mandated by sta tute to allow for 
differences in personal  preferences which exist among patients  and 
providers.

We fully support the  CHAP inte nt as expressed in section 1912 to 
require the responsible State administrative  uni t to provide greater 
access to programs and providers which can assure not only peri­
odic assessments  but  also the  necessary treatm ent and continu ing 
follow-up care needs. However, the  Association is gre atly concerned 
th at  the requirements unde r section 1912 could interfere  with a 
Sta te’s ability to deliver EPSDT services through title  V programs. 
Under titl e V local community  providers, including hea lth dep art­
ments, provide services to several million children annua lly. In 
part icular, children and families served by hea lth  departm ent pro­
grams  could be adversely affected by this  section.

Local health depa rtme nts continue to be a major resource of a 
broad spec trum  of he alt h care spec ialties and  disciplines in 
underserved areas throu ghou t the country. Their outreach capabil­
ity in the community is considerable. Depending on local needs, 
care  available throu gh these  community  programs can vary from 
assessment clinics to comprehensive services offered in prim ary 
care, community hospital, and university medical center settings. 
Most local programs have, however, trad itional ly focused on well 
child and primary preventive care; diagnostic consul tation tre at ­
men t and ongoing management services have been provided to a 
lesser extent and mainly  developed for handicapped children fol­
lowed throu gh State titl e V crippled children ’s services. Arrange­
ments have been worked out over the  years to coordinate  assess­
men t services with necessary  diagnostic, tre atm ent and follow-up 
care to assure  comprehensiveness and continuity.

It is imperative that  local programs which have been developed 
and are continuing to meet  community expectations and needs not 
be disrupted but  hopefully reaffirmed and stren gthened unde r this  
section. If this  section is not changed, hea lth  depa rtments could 
only continue assessm ent services in those geographic areas where 
it has been determ ined th at  the State has made reasonable efforts 
to assure  provider participat ion but the  number of enlis ted provid­
ers is insufficient to serve the  number of eligible children.  There  is 
great reservation about the  efficacy of this  provision as presen tly 
developed.

There is the  poten tial for incalculab le disrup tive and damaging 
effects on local hea lth depar tments; i.e., possible elimination of 
many  local h ealt h programs and a decrease in available assessment 
hea lth  services part icularly at a time when the re is expected to be 
an increased demand for such services as  a  resu lt of Public Law 94- 
142, th e Education for the  Handicapped Act, which is to be imple­
mented soon by local education  agencies.

At best  it  is fe lt tha t the  provider requirem ent under section 1912 
would have very litt le beneficial effect on the  fur the r development 
and strengthening  of  pre sent  delivery systems for the  hea lth needs 
of poor children. Most State s would need tota l Federa l funding to 
enable existing health departm ent assessment programs to add the
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required level of diagnostic and treatm ent services. It is conceivable 
that  some hea lth  departm ents  might be inapp ropriately  forced to 
expand into primary care delivery programs; the re is not any 
provision that  would prohibit a local program from taking this 
course of action even if located in an area where the re were a lready  
a sufficient number of diagnostic and treatm ent providers.

Lastly, the  selection of approp riate crit eria to be used for such a 
determin ation  would appear formidable when considering the  many 
geographic, provider  and consumer varia tions that  exist on a na­
tionwide basis.

Accordingly, the  Association recommends that  section 1912(bX2) 
(A), (B) and (C) be deleted except for the stat ement  that  in lieu 
thereof “a State may enter  in to an agreement with any hea lth  care 
provider who has writ ten arra nge ments  for the  refe rra l of such 
individuals to appropria te providers for such diagnostic and tre at ­
ment services.” This change should not have any significant adverse 
effect on the overall inte nt of the  section to reach increas ingly more 
title  XIX children with a full range of appropr iate  and ongoing 
preventive hea lth  services. The change  would eliminate,  much 
ear lier  tha n otherwise, those assessment providers  who cannot 
assure a  minimum coverage of diagnostic and treatm ent services, or 
who have not been successful in affil iating with an appropria te 
hea lth care provider. In addition , it is believed th at  the  logistics 
involved in administe ring the  compliance aspects of section 1912 
over a 3-year phase-in period would be monumenta l.

C. PROG RAM AUTHO RITY

Enabl ing legislation  for titl e V programs is for the  express pur­
pose of extend ing and improving  hea lth  care services to children 
throughout States , especially in under-served and economically 
depressed areas. Title V agencies have been directed by Federal and 
State stat utes to administer or supervise the  adm inis trat ion of the 
State plan for identifying health needs of children and developing 
strategies for meeting those needs including the  provision of direct 
services by the agency when necessary.  Under Public Law 90-248 
Congress fur the r specified and attempted to stre ngthen  titl e V 
author ity to provide for ongoing continuous programs of preventive 
care, by amending title  V Sta te plan  requ irements  to provide 
specifically for EPSDT services: Section 505(aX7) was added which 
provides for the  early  identif ication  of children in need of hea lth  
care and services, and for hea lth  care  and treatm ent needed to 
correc t or amel iorate  defects or chronic conditions discovered 
thereby, t hrou gh provision of such periodic screening  and  diagnostic 
services, and such trea tme nt, care  a nd othe r measu res to correc t or 
amel iorate defects or chronic conditions.

Also, under Public Law 90-248, confirming amendmen ts were 
added to title XIX. These additions were seemingly intended to 
provide the  necessary  funding mechanisms for EPSDT services 
which were to be developed and made availab le under section 
505(aX7) of titl e V. Section 1905(aX4XB) defines EPSDT for the  
purposes of payment and section 1902(aXllXB) requi res the  titl e 
XIX agency to en ter  into reimb ursement agreements with providers
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receiving payments for part or all of the cost of p lans  or projects 
und er titl e V.

The Association submits th at  most of the shortcomings  of EPSDT 
can be a ttrib uted to th e very low priority  th is program has received 
at  the  State  level subsequent to these 1967 EPSDT amendments. 
Pa rt of the failure of title  V and title  XIX agencies to establish 
EPSDT as a priori ty program is believed rela ted to the difficulties 
and delays which surrounded the development of regula tions and 
guidelines. In addition, when regulations and guidance  materia l 
final ly became available in 1972, many States were beginn ing major 
efforts to contain  title XIX costs and were not part icularly  inter­
ested in providing funds for EPSDT program development. In fact, 
as of December 1973, 6 months  after  the  date  for full implementa ­
tion, only about hal f of th e States  had some services  available on a  
statewide basis.

Much of the  initia tive and most of the  techn ical expertise for 
developing EPSDT standard s and assessment schedules has been 
provided by ti tle V agencies. However, the administ rative responsi­
bility  for overall EPSDT program direction continues to reside  with 
titl e XIX agencies. Since titl e XIX is a Federal-State grant-in-aid  
program, a serious constra int to fulfilling the  EPSDT mandate has 
existed whereby States have opted to limit  eligibility, the scope of 
services, and in some instances have even declined the opportunity 
to partic ipate.

Interagency agreements between title V and tit le XIX agencies 
have been tried  as a means to improve EPSDT performance but 
have genera lly proven inadequate  for the  need. It is believed that  
this  administrative  mechanism will fall short of well-intentioned 
hopes and promises because of inherent differences in agency m an­
dates  and goals. Title XIX, being administe red by Welfare, is 
primarily  aimed at income main tenance for families, the  aged and 
disabled. Children’s hea lth  needs are of only secondary  importance 
as a  factor in supporting the  overall stabi lity and functioning of the 
family unit. Title V orien tation , as previously cited, is for the  
express purpose of improving  health services for children and in 
par ticu lar those children from low-incomne families. Cost contain ­
men t unde r title XIX is viewed p rimarily as providing less income 
main tenance for needy families, not as possibly denying a child the 
opportunity for a fair  sta rt in life.

The Association respectfu lly concludes that  if the  desire and 
intent of Congress is to meet  the critica l hea lth needs of Medicaid 
children, then the responsibility for CHAP program auth ority must 
reside in Federa l and State agencies that  have as the ir primary 
objective the  protection  and promotion of children ’s health. These 
agencies must  have the necessary professional capabilities and 
incentives to develop and ensure the  avai labili ty of a  comprehen­
sive, in tegra ted and continuing system of child hea lth  services. It is 
with  regard  to  the issue of program author ity that  provisions of the 
existing title  V child hea lth and EPSDT sta tutes must be specifi­
cally addressed and references made in H.R. 6706. It is essential 
th at  CHAP intent  and language reflect an understanding  of both 
titl e V and title  XIX child health mandates and activities.

Mr. Maguire. Thank you very much, Dr. Force.
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Dr. Lazar, would you proceed with your statement.

STATEMENT OF J. BRETT LAZAR, M.D.

Dr. Lazar. I am Dr. Bre tt Lazar, Hea lth Officer from Montgom­
ery County, Maryland , and Immediate Pas t Pres iden t of the  Na­
tional Association of County Health  Officials (NACHO) on whose 
beha lf I am appearing  today. NACHO is the  public hea lth  affiliate  
of the  Natio nal Association of Counties (NACo) * *. With me today is 
Mike Gemmell, Legislative Representative for both NACHO and 
NACo.

The purpose of my s tatement  is to point out some of th e opportu­
nities and problems local government hea lth  agencies would face if 
H.R. 6706, the  Child Hea lth Assessment Act of 1977, were to be 
passed as presently written.

The Nat iona l Association of Counties rep resent s over 1,500 
county governments which toge ther  m ake up over 90 percent of the 
U.S. population. The vast majo rity of these counties  provide public 
health and medical care to their  citi zen s2. It is also imp orta nt to 
point out for the  record th at  the  Nat iona l Association of County 
Health Officials and the  Na tional Association of Counties have been 
suppor tive of the  goals of H.R. 6706. We have gone on record before 
the  Congress and our cons tituents on the  need to improve health 
services to all children . Our nat ional organization passed unani­
mously a resolution suppo rting the  objectives of H.R. 6706. Tha t 
resolu tion is at tached to th is sta tem ent  [see p. 50].

As you know, the  major purpose of H.R. 6706 is to strengh then  
Medicaid’s early and period screening, diagnostic and treatm ent 
(EPSDT) services by: (1) requ iring  Stat es and counties to provide 
EPSDT to those children not cur ren tly  being reached; (2) providing 
incentives to State s and counties  by increasing the  Fede ral Medic­
aid m atching rate ; and (3) requ iring  tha t all children reached unde r 
the  program be immunized against  childhood diseases. The a ttached 
resolu tion endorses these  goals but  does express concern over how 
these  goals are to be achieved.

As proposed in section 5 of H.R. 6706, the  bill requires th at  all 
federally a ided child assessments be performed through  comprehen­
sive hea lth care centers. This requirement, Mr. Chairman, will 
force many county hea lth agencies cur ren tly providing screening 
and referring  ch ildren  to  qua lified providers, to either  expand the ir 
public hea lth  and disease prevention services to include  medical 
care or be disqualified from the  EPSDT program. The requ irem ent 
will not affect county hea lth  agencies that  are  cur ren tly  providing

1 NACo is the only nat iona l organization  represent ing  county governme nt in America.  Its membersh ip includes  
urban, suburban, and  rural counties joined together  for  the common purpose of st ren gth ening  county government 
to meet the  needs of all Americans. By v itur e of a  county’s membership , all its elected  and  appointed officials 
become partic ipants  in  an organizat ion dedica ted to the  following goals: improving coun ty go vernment; s erving as  
the  na tiona l spokesman for county government; acting as a liaison between th e Nation ’s counties  and o the r levels 
of government ; and, achieving public und ers tanding of the  role of count ies in the  Federa l system.

* Over 75% of the  3000 count ies are  adm inis trat ive ly responsible for provid ing com munity health services. 
Over 68% provide medical assistance, 60% provide menta l health services, 30% operate  hospital s (nea rly ha lf of 
public hosp itals are  county operated), 38% provide emergency medical services, and 26% ope rate  long t erm  care 
facilities. Counties also provide traditiona l public health services: immu nizat ion progr ams,  san itat ion , home 
heal th, school health, V.D. clinics, well-baby clinics, alcoholism and drug  abuse preventio n and tre atm en t, family 
planning,  etc. To a large exte nt, these  services are  financed by local funds Census data shows t ha t counties spent  
$3 billion for hospi tals and $1 billion for com munity hea lth services in 1975. In 1976, countie s spent $1.3 billion 
and  $311 million , respectively.
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comprehensive services under  EPSDT; it will, however, encourage 
many prevention oriented agencies to go into the  medical care 
business  or be disqualified from the program. This would, in many 
cases, re sult in driving up the  costs of county medical care. Counties 
presently finance over 10 pe rcent of the an nua l $17 billion Medicaid 
bill. Coupled with inflation  of hea lth care costs, th is will compound 
the  financial  burden on local government budgets.

Mr. Chairman, before we discuss our major concerns regard ing 
the  bill under  considerat ion today, I would like to add our support 
to the  following provisions:

We endorse the bill’s emphasis on prevention. Prevention has 
long been the  neglected part of Federa l health care poli.->-

We support the increased technical assistance to States a - th eir  
political subdivisions to assist in carrying out the  child assessment 
program (CHAPS);

We support the increases in HEW staff assigned to the program;
NACHO and NACo have long endorsed the  concept of capacity 

building at the  local level. Afterall , successful implementa tion of 
Federal initiatives depends on th e level of expertise  and training at 
the local level;

We endorse the promulgation  of unified standards;
We support the  immunization  requirement, the  expansion of 

services covered, the  increased periodicity of hea lth  assessments 
and the  inclusion of counseling, health education and advocacy;

We support strongly  the  increased financ ial assistance to States  
and counties to improve program performance and administra tion, 
especially the  financial bonus provision for outs tanding perfor­
mance. Providing an increased Federal Medicaid match is a most 
needed incentive to States and counties th at  pay approx imately 40 
percent of the natio nal Medicaid bill;

The extension of Medicaid eligibility to children unde r six, of 
families whose incomes meets State  financ ial requirements  for 
Medicaid but whose family stru cture makes them  ineligible for 
Medicaid, is an excellent provision. H.R. 6706 will help counties 
meet the ir medical care obligations to children who cannot, for 
financial reasons, obtain  the ir health care elsewhere. The bill does 
close one gap in Medicaid, tha t is, financial assistance in providing 
care to the so-called “Ribicoff kids.” We will continue to seek 
Medicaid coverage for othe r gap groups presently  financed by 
county governments—disabled but working persons, the working 
poor, nonresiden t aliens, alcoholics and drug abusers,  among others;  
a id

Finally, we support the  provision providing resource  development 
funds to s tart up comprehensive  h ealth care centers in areas  where 
the re are no othe r existing  heal th care facilities, services and 
providers.

H.R. 6706 does lend itself  extremely well to large urban counties 
opera ting HEW and /or  OEO-sponsored comprehensive hea lth care 
centers . Many of these  cente rs are often run  by county or city 
hea lth  departments which already provide prim ary care for pa­
tien ts screened in the ir EPSDT clinics. H.R. 6706 is also ideal for 
hea lth  maintenance organiza tions (HMO’s) which provide primary 
care but  have lacked resources to involve themselves in the preven­
tion or public health aspects of health care.
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Mr. Chairman, one section of H.R. 6706 th at  will crea te problems 
for county and city EPSDT clinics is the one th at  requires screening 
agencies to provide comprehensive care  within 3 years of enac t­
ment. As such, H.R. 6706 does not lend itsel f well to the  vast 
majori ty of county health departm ents in r ural and suburban  areas. 
In these  area s screening and immunization functions  have been 
carried out by most hea lth  dep artm ents but  the  medical care and 
consul tation  have been provided principally by private pract ition ­
ers. If the bill were enacted  as w ritten, it would tu rn  t he screening, 
diagnosis and treatm ent over to prim ary care providers  who have 
trad itionally neglected prevention. Such a sh ift in existing prac tices 
would be a serious mistake since hea lth  departm ents  went into 
immunization, well baby clinics and most recently EPSDT screen­
ing because the  resources were not available , for w hatever reasons, 
to provide such services to cer tain  segments of the  population.

We predict that  if all screening and immunizations are  left up to 
primary care providers, who a re in most rur al areas overburdened, 
immunization rate s will drop, screen ing will be cut back and the 
cost of care  will be increased.

Most county hea lth agencies provide preventive care and limited 
treatm ent to low income and unsponsored pat ients—tha t is, those 
without Federal or priva te insurance or support for the ir medical 
care. Priv ate  practi tioners, most often, tre at  the  more affluent 
segments  of the community. We strongly question HEW’s assump­
tion that  priva te prac titioners  will assess, tre at  and take  case 
management responsibility for CHAPS eligible children. The rela ­
tively low reimbursement  rat e will hardly overcome the  existing 
pat terns of dual-class care in many  communities. Presently , coun­
ties supplement or pay total ly for the  needed services which the  
Federal and State Governments and third-party  payors choose not 
to pay for. We do not believe th at  und er H.R. 6706 the  priva te 
sector will be willing to assume these  increased costs. More likely, 
children will go unscreened, undiagnosed and not trea ted.

Mr. Chairman,  the CHAPS proposal seems to us as ano ther 
atte mpt by the  Federa l Government to preclude local governments 
from part icipating in federally supported hea lth  programs. We can 
document several examples of th is trend. It started with  the dra ft­
ing and enactment of the  Hea lth Plan ning and Resources Develop­
ment Act a few years ago. As originally proposed, the  bill mandated 
that only private, nonprof it organizations could qualify as hea lth  
plann ing agencies. The trend was repeated the following year with 
the  enactment of an omnibus health bill that  extended the  a uth ori ­
ties for community mental hea lth  centers, neighborhood hea lth  
cente rs and migrant hea lth programs. Recently, HEW has com­
pounded the  problem by administ ratively implementing the urban 
health initia tive. This program has the  same overall effect—to 
discourage local governments from partic ipating.

These programs that  I mentioned all have the  same requiremen t 
that  precludes local he alth  agency sponsorship. It deals simply with 
the  composition of the  governing boards. In each instance, all 
requi re a majori ty of consumer representat ion on the  governing 
board which autom atical ly prevents local governments from becom­
ing direc t gran tees  for federally funded opera tional grants.



48
We have been told that  the reason for precluding local govern­ments  from sponsoring health programs supported by Federal mon­ies is tha t the programs need to be isolated from political pressures.  However, we maintain tha t, in the  long run,  federally  mandated programs initiated  without the support of locally elected officials and the ir appointees and representa tives  are  destined to fail. We have seen numerous examples of this end result.
Systematic changes can occur outside the ir local government struc ture . However, reform and improvement of programs generally occur within  a locally accountable setting.
What assurances do we have that  H.R. 6706 goals and objectives will be achieved by the  private  sector? We are not condemning nonprofit, priva te agencies, Mr. Chairman. Used in a proper  way, they can serve as a sound vehicle to achieve needed Federa l, State and local policy objectives. In most cases, they  can accomplish a great deal. But we recognize that  the re are  few private  clinics and they  do not cover or reach all low-income family children . 

Moreoever, we have serious reserva tions th at  priva te prac titioners will improve the  quality  of care for child ren as proposed under 
CHAPS.

Another flaw in the  approach advocated by CHAPS is that  most private clinics a re only concerned with one aspect of a child’s well­being—that  is, hea lth status. Local hea lth  depa rtme nts are  in a position to deal with health problems on an inte rrel ated basis. Public hea lth agencies can ensure th at  all child hea lth  problems will be folded into a comprehensive community plan that  addresses all the ir needs and problems. Child hea lth  needs and those of th e community should be trea ted as a component of a tota l system 
aimed at solving problems affecting their  heal th. This includes nutri tion,  inadequate housing, education,  lack of social services, counseling and a host of other problems.

If all local health  depar tmen ts are  expected to ge ar up to  provide primary medical care, the  $25 million that  are  proposed for bring­ing present EPSDT screening clinics up to prim ary care standards 
is grossly inadequate. Furtherm ore, there are  not enough doctors being trained  in prim ary care pediatrics to staf f all of the assess­ment clinics proposed under CHAPS. The CHAPS proposal appea rs 
to be based on the assumption that  EPSDT is not working because it does not offer “one-stop” care. This assumption does not ta ke into consideration other findings which identify  such things  as the  lack of outreach and case m anagement services as the  major bar rier s to its sucessful operation. As I mentioned earl ier, the creation of “one- 
stop” care centers to serve one population group may result in increased costs due to duplicat ion of services. We advocate that  CHAPS should provide increased funds for outreach and should 
stress coordination of service and clear delinea tion of provider responsibilities.

Mr. Chairman, although we support the  overall goals of H.R. 6706, we maintain that  the following suggested amendments would strength en the  proposed CHAPS program.
First,  the bill should allow county h ealth d epar tmen ts to continue 

child health screening while at the  same time refer ring patients  to comprehensive hea lth care facilities. This would prevent duplica-
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tion and would maximize effective uti lization of exist ing community 
resources.

Second, we favor the  development of a  comprehensive repor ting 
system that  would ensure prope r screening, diagnosis and tre at ­
ment by responsible public or private providers previously selected. 
Under this  system, agencies would be assigned specific responsibil­
ities. For example, county health departm ents  would educate, advo­
cate, broker,  identify, locate, screen and, where appropriate , diag­
nose and tre at  children. Private prac titioners  would counsel and 
tre at  the  same clients. Mr. Chai rman, we should not debate who 
should provide services. Instead, we should advocate a system in 
which all components have a responsibility  for eith er screening, 
diagnosis and/o r trea tme nt. Each agency, in turn, would be held 
accountable and responsible for carrying  out its assigned functions.

Third, we suggest that  t he subcom mittee  and HEW look into the 
comparative performance of the  N ational Hea lth Service Corps and 
the  hea lth  underserved rural  area s (HURA) programs, both of 
which have more flexible board composition requirements.  We have 
numerous case studies of the  ways in which county governments 
have cooperated with HEW in ensu ring  adequate hea lth  care in 
rur al areas.

Mr. Carter. Mr. Chairman, I hat e to interrupt, but  certainly  I 
have not seen much evidence of this. Although I have supported 
this  p art icu lar  N ational Health  Service Corps very generously over 
the  past  few years, I have seen many  deprived areas. I do not see 
Hea lth Corps officials back there.

Dr. Lazar. We would be happy to provide wri tten  case studies in 
support of that  statement.

Mr. Carter. You would not find very many of them  in Kentucky.
Mr. Rogers. You may proceed.
Dr. Lazar. Final ly we recommend th at  instead of a ttem ptin g to 

phase out local hea lth departm ents  from the  EPSDT program, it 
would make more sense to inves t Federal funds in improving  the 
capacity  in local health departm ents  to carry out their  primary 
mission. Tha t mission, Mr. Chairman,  as you are  well aware, is to 
protec t the  public’s hea lth  through preven tion activities, through 
early  diagnosis of diseases and through  efforts assu ring  access to 
hea lth care  for individuals  without financ ial resources  to acquire 
appropr iate  medical care.

H.R. 6706 should recognize t ha t even wi th e nactment of a compre­
hensive national hea lth insurance program, which we support, a 
system will be needed to address major bar rier s to access of health 
care including lack of in format ion, inapprop riate  or even justified 
fears, need for supporting or ancillary services, and inability to 
underst and  and/o r accept those services.

If county  hea lth  agencies are  to assure access to mainstream 
hea lth  services for children, they mus t have the  flexibility  to be 
eligible for Federal hea lth care  reimbursement or support, not 
simply to susidize the stat us quo bu t to  assist present child physical 
and men tal hea lth  programs to more comprehensively address the 
needs of all children.

We thank the  members for giving us the opportuni ty to comment 
on this child hea lth  assessment proposal. We are  most willing to
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work with your staff  in  seeking enactment of a  bill that  conforms with the  points raised by our testimony.
[The resolution referred to follows:]

WHEREAS, counties are responsible for the bulk of public health 
protection and disease prevention among economically disadvantaged children; and,

WHEREAS, the existing effort to improve health services to poor children (early and periodic screening, diagnostic and treatment) reaches 
only 30 percent of the 12 million children currently eligible for medicaid; and,

WHEREAS, the EPSDT program does not reach an estimated 700,000 
children under six who are in families whose income meets state financial requirements for medicaid but whose family structure (e.g., father 
living in house) makes them ineligible for medicaid and EPSDT; and,

WHEREAS, HEW has proposed a program (Child Health Assessment Program) to strengthen EPSDT by: requiring states and counties to provide EPSDT 
to those children not currently bring reached; providing incentives to 
states and counties by increasing the federal medicaid matching rate to 74 percent; and, requiring that all children reached under the program 
be immunized against childhood diseases; and;

WHEREAS, the proposal requires that assessments be performed through comprehensive health care centers; and,

WHEREAS, this proposal would drive up the costs of county medical care by requiring several county health departments to provide "hands-on" care; and,

WHEREAS, this provision would not complement the Administration's 
cost containment proposal because it would encourage additional health care spending; and,

WHEREAS, this requirement will force county health departments cur­rently providing assessments (screening) and referring children to 
qualified providers to either expand their public health and disease 
prevention services to Include medical care or be disqualified from the EPSDT program.

NACo URGES THAT Congress pass the proposed Child Health Assessment Program Act with the following amendment:

-Allow counties to continue screening and treating children 
or referring patients to comprehensive medical care facilities (this amendment would prevent duplication and would maximize 
effective utilization of existing community resources).

Adopted by General Convention 
July 25, 1977
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Mr. Rogers. Than k you very much, Dr. Lazar.
Dr. Carter .
Mr. Carter. Thank you, Mr. Chairman. Does this  conclude the 

testimony?
Mr. Rogers. Are there any other statements?
Yes, Dr. Carter .
Mr. Carter. Dr. Lazar, I take it th at  you are a county hea lth 

official?
Dr. Lazar. Yes, county health officer, Montgomery County, 

Maryland.
Mr. Carter. What are your duties there?
Dr. Lazar. Tha t is difficult to answer in a shor t time. I thin k 

generally if we categorize health services provided by local health 
agencies into communi ty health,  mental heal th, and environmental 
heal th, the  county health office includes communi ty hea lth  and 
mental heal th. Envi ronmental  health is in a separate agency in 
Montgomery County. However, we include othe r more trad itional  
public hea lth  programs. We also have some t rea tment for children 
as would be included unde r CHAPS.

Mr. Carter. Does your county have periodic screening programs 
for children?

Dr. Lazar. Yes, sir, throughout the  county.
Mr. Carter. At wha t ages?
Dr. Lazar. Through age 21.
Mr. Carter. Through age 21. Is this  program jus t for a certain 

group as determined by the ir financial condition?
Dr. Lazar. No, sir, it is not. We att em pt to provide the  services to 

all those seeking the  tax-suppor ted services in Maryland. Genera lly 
it is tru e a certain segment of the  popula tion takes advantage  of 
those services, but  it is not limited  by income except in the  Silver 
Spring area.

Mr. Carter. In othe r words, you take care of al l of those unde r 
age 21?

Dr. Lazar. Yes, sir. We do have a sliding scale fee.
Mr. Carter. Wha t happens to the  fees which you get?
Dr. Lazar. We are  supported by all thr ee—State, county  and 

Federal funds—and the  funds go back in the  proport ion they  are  
collected on the  basis of the payment. So t ha t if 50 pe rcent of the 
cost is borne by the  State, the  Sta te take s 50 percent of the  fees 
collected.

Mr. Carter. What happens to the  other 50 percent?
Dr. Lazar. The county, if it is county funds.
Mr. Carter. Are you on a salary?
Dr. Lazar. Yes, sir.
Mr. Carter. At what age do you begin screening the  children?
Dr. Lazar. We begin w ith the  fi rst visit following birth , g enerally 

in the sixth  week or so.
Mr. Carter. Is the re a postnata l visit?
Dr. Lazar. Yes, sir.
Mr. Carter. At th at  time wha t do you do besides examine the  

child?
Dr. Lazar. If I may defer t ha t—and I do n ot like to do t his to Dr. 

Hackman, who is going to speak lat er—I believe her  testimony
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more directly addresses what goes on. I was attempt ing to give a 
stateme nt that  was more general.

Mr. Carter. I think we should get to the center of wha t you are 
doing and what  you mean to do and how this legislation  will change 
tha t. Traditiona lly hea lth officials such as yourse lf have been 
people who have practiced preventive  medicine, who have examined 
people periodically, who have given immunizations  over time, and 
when they have found defects, have referred them  to trained  people 
in differen t fields. Crippled children, for instance, are  refer red to 
special types of hospita ls for trea tme nt, isn’t that  correct?

Dr. Lazar. Tha t is true , yes, sir.
Mr. Carter. At the  present time in addition  to your prevent ive 

medicine are you advocating follow-up trea tme nt?
Dr. Lazar. No, sir, we do not, sir. As was mentioned in the 

testimony, in many a reas  local health agencies of necessity in most 
cases have become involved in t rea tment as well as in th e screening  
and diagnoses because of lack of resources in the  priva te sector. In 
Montgomery County, for instance, we have developed wha t we call 
a comprehensive care clinic for children in one area of the county 
because the priva te resources there and the  need in the  population 
was different tha n for the other five-sixths of the  population else­
where. We do not provide the diagnosis and  treatm ent services 
outside the Silver Spring area.

Mr. Carter. But you do provide trea tme nt?
Dr. Lazar. We do in  that  one area of the  county. We do throu gh 

crippled children’s programs for specific segments of the  population.
Mr. Carter. You refer  them, do you not?
Dr. Lazar. Yes, sir.
Mr. Carter. I would not thin k you would have the  trained  

personnel for that  within your depa rtment.
Dr. Lazar. Yes, we do have trained  personnel.
Mr. Carter. I mean orthopedic surgeons and so on.
Dr. Lazar. We have crippled children ’s clinics, consul tative clin­

ics tha t provide diagnosis and follow up. The specific tr eatme nt is 
often provided elsewhere.

Mr. Carter. But you, within  your depa rtment, do not tre at 
crippled children , do you?

Dr. Lazar. As I said, general ly the  diagnosis and the  follow up is 
performed within these  clinics in the  trea tme nt. The treatm ent is 
often done outside the  depar tment.

Mr. Carter. Then do you tre at orthopedic cases within the  he alth  
depar tment?

Dr. Lazar. We do not provide surgical services.
Mr. Carter. All right. Tha t answers the  question very well.
Thank you, Mr. Chairman.
Mr. Rogers. All right,  sir.
Mr. Maguire.
Mr. Maguire. Than k you, Mr. Chairm an.
There  has been some justi fiable  concern with the  record of local 

health agencies, in the  aggregate,  in the past, with respect to 
effectiveness of outreach for example, and I wonder if you could 
describe the outreach program your local departm ent provides, by 
way of example; how effective has it been in reaching eligible 
children under the  EPSDT program?
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We have had problems in various par ts of the  country, including 
my own Sta te. I am jus t wondering if you might have some positive 
examples on the  basis of which we could hope to proceed.

Dr. Lazar. I am not sure  we are doing anything in M aryland  tha t 
is greatly  different from anything available elsewhere in the  coun­
try. Genera lly we partic ipate in the  program, the  prime sponsor of 
which has been the  State.

Maryland’s has been designed to refer all EPSDT children , eligi­
ble children , to local hea lth agencies and sent  out on a statewide 
basis. Each local agency has supplemented what  is available by 
working closely with the  Dep artm ent of Social Services in the 
community, by making sure local media are  available of the  ser­
vices th at are  available . I th ink  probably our Public Hea lth nurses 
are our prim ary agents of outreach  in knowing the  communit ies in 
which they  work and the ir families. They work in the schools and 
are able to iden tify the school-age chi ldren  who might  be eligible for 
the  services a nd not receiving them. They have a close link with the 
practicing physicians in the community and frequently physicians 
will re fer children who might not otherwise get into the  system. So 
there are a number of different ways of reaching out to the  people 
who are  qualified for the services.

Mr. Maguire. What are the  outcomes? What  is your percen tage 
of effectiveness as you look back on the  EPSDT program?

Dr. Lazar. I th ink  you are going to find a grea t deal of variabi lity 
across th e country. I th ink  probably th at  is good. As I mentioned, in 
Montgomery County we have a very diffe rent availability of re­
sources in different par ts of th e county, and you are  going to find 
that  in diffe rent State s and across the  country , so that  in some 
cases the priva te sector is meeting most of the  needs and in jus t 
looking at  the percen tage of children par ticip ating in a local healt h 
agency EPSDT program, it might  give you a  very poor look at the ir 
outreach efforts.

On the other hand, in other agencies where  the priva te resources 
are  not available , the  people a re going to turn  to the  local health 
agency for the  service, and the  percentage  of those  part icipating is 
going to be much higher with or without the  outreach .

Mr. Maguire. I take it t he answer to the  question with respect to 
outcomes is that  Montgomery County does not have anythin g in 
par ticu lar to tell us or to brag about; is that  a fair  conclusion?

Dr. Lazar. Not at the  tip of my tongue, I do not have. I really  
canno t tell you on a comparative basis. Dr. Fine may be able to, 
since he is working with the  program at  the  State level in Mary­
land. I do not know what  our record is compared to others in tha t 
respect.

Dr. F ine. I could not give you specifics for Montgomery County at 
this point. In fiscal 1976 we screened over 85,000 children through­
out the  State of Maryland  exclusively through  local health depart­
ments. Of those, approx imately 25 percent  were medical assistance 
eligible children . We have a policy in the  State of Maryland that  
any child who comes to a local heal th dep artm ent would be eligible 
for the  comprehensive screening  package.

Now, it jus t may be that  children with medical assistance cards 
go to priva te pract itioners or to emergrency rooms and do not
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choose to come to local health  departments. Tha t may be one of the 
problems inhe rent in the carrying  out of this program. I do not 
know if that has really been looked at.

The percentages are somewhat higher in Baltimore City, where 
the re are larger numbers of Medicaid eligible children.

Mr. Maguire. Dr. Lazar, or perhaps Dr. Force, you may wan t to 
comment also. As I unde rstand it, head sta rt now serves some 
175,000 Medicaid eligible children. Do you think  that  other groups 
like head star t, public schools, or community-based, nonprof it orga­
nizations, might be bet ter able to provide the  outreach to bring 
people in?

Dr. Force. I don’t know th at  they would be be tter able but I th ink  
they are certa inly a resource that should be looked at very care­
fully. I thin k that  we can utilize many resources that  up to now 
have not been fully utilized, and I would think that  would fit into 
that  category.

Mr. Maguire. With head sta rt you have the  children there .
Dr. Force. Tha t is right.
Mr. Maguire. And you have follow-up and treatm ent directly  

under your wing, so to speak.
Dr. Force. Outreach is a very expensive proposition in terms of 

the  personnel required to follow some of t he typica l families who 
move around very frequently. They a re not families that  will make 
and keep appointmen ts regularly . Many of them  do not have 
telephones. They have no source of transportat ion.  They are jus t 
very difficult families to reach, and the  number of personnel and 
time commitment that  is required to provide this kind of out reach  
is substan tial. We would like to do it. We would like to do more of 
it. It is going to take  more funding.

Mr. Maguire. Dr. Lazar, would you comment on the head sta rt 
example?

Dr. Lazar. I am genera lly in agreement.  Frequent ly the  head 
star t programs are contracting with  local hea lth  agencies to provide 
the  services provided to the  children. So we already work very 
closely with them. The population served in head sta rt are  receiving 
othe r services throu gh local health agencies, and  we would, as Dr. 
Force referred to, expect to continue  to provide services to this 
captive population.

Mr. Maguire. Dr. Force, what type of provisions do you think 
should be included in legislation, especially for adolescents, or o ther  
special services?

Dr. Force. I would like to defer that  question to Dr. Fine, if I 
could, who actua lly directs  the program in Maryland for the 
adolescent.

Dr. Fine. I would have to say that  at the  present time we are 
reaching adolescents primarily  throu gh local family planning clin­
ics, through venereal disease services, through drug abuse clinics, 
and so on. Hea lth care is not a prior ity with  the  adolescent 
population. We are seeing a good many of them  because of teenage 
pregnancy and they  are  coming in increasing numbers to our 
prenatal clinics.

Insofar as specifically gearing health services toward adolescents, 
I think we have to recognize again that  hea lth  is not a prior ity of
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the adolescent  population. Adolescents are  more in need of ac tivi­
ties and recreation  where hea lth  would be provided as a secondary 
incentive.

I think there is an outs tanding federally-funded program in 
Greenwich Village in New York City which has made extensive  use 
of this model. They are  funded through t itle  X for family planning, 
and also with drug abuse legislation, and they have provided in 
essence a departm ent store sett ing which is p rimarily recrea tional , 
music, crafts,  and so on. Nut ritio n is brought in as a major effort, 
and these children in essence are  referred to the  hea lth  system 
secondarily. In this way they  g et excel lent hea lth  services, but  the 
outreach to adolescents is a tremendous problem.

Mr. Maguire. Thank you, Mr. Chairman.
I could p ursue  a number of o ther avenues of inquiry here, but  I 

see we do have a long witness list. I don’t know how on ea rth  we are 
going to get through everybody today.

Mr. Rogers. I am going to make a suggestion on th at  in a m inute.
Mr. Maguire. I will try  to help.
Mr. Rogers. I tha nk  the  gente lman.
Thank you for your appearance here. It has been most helpful. 

We may be in touch with you as we proceed.
My suggestion is, since we do have quite a number of witnesses 

that  we w ant to t ry  to  h ear  today, and many of them have to make 
airp lane  connections by about 6 o’clock, I would suggest that  the 
state men ts be filed, and then th at  o ral stat eme nts be confined to 5 
minutes , highlighting the point each witness  may desire to make. I 
think  this  would give sufficient  time  to get across the  points, and 
your full stat ement  will be made a part of the  record and gone over 
by members  and staff.

The n ext panel will be a panel of State welfare adm inis trators on 
beha lf of the American Pub lic Welfare Assoc iation : Nancy 
Feldman, EPSDT supervisor, Minnesota Departm ent of Public Wel­
fare; Anne L. Shenberger, coordinator of Interagency Task Force on 
Early Hea lth Screening, Governor’s Office of Pennsylvania, and 
Department of Public Welfare; Dr. Helen Hackman, directo r, Ar­
lington County, Virginia , Departm ent of Human Resources; and 
Gerald Reilly, who is depu ty commissioner, New Jerse y Departm ent 
of Human Services; and I unders tand  th e panel will be accompanied 
by Margo Vignola of the American Public Welfare Association.

We welcome each of you to the  committee.
It would be helpful if stat ements could be filed and will be made a  

part of the record a t this point, and if you could highlight for us in 5 
minutes the  testimony you think  most important for the committee 
to concentra te upon.

STAT EM EN TS OF ANNE L. SH EN BE RG ER , CO OR DINA TO R,
INTERAGENCY TASK FORCE ON EARL Y HEALTH SCRE ENING,
GO VE RN OR S OF FIC E FOR  HUMAN RE SOURCES, COMMON­
WEALTH OF PE NN SY LV AN IA , AC CO MP AN IED BY  JAME S
McKittrick, epsdt project director, Pennsylvania de­
partment  OF PUBLIC WELFARE; NANCY J. FELDMA N, SUPER­
VISOR, EARLY AND PERIODIC SCREENING, DIAG NOSIS AND 
TREATMENT PROGRAM, MINNESOTA DEPARTME NT OF PUBLIC



56

WELFARE; HELEN HACKMAN, M.D., DIRECTOR, ARLINGTON
COUNTY, VIRGINIA, DEPARTMENT OF HUMAN RESOURCES; AND
GERALD REILLY, DEPUTY COMMISSIONER, NEW JERSEY  DE ­
PARTMENT OF HUMAN SERVICES; PANEL ACCOMPANIED BY
MARGO VIGNOLA, AMERICAN PUBLIC WELFARE ASSOCIATION
Ms. Shenberger. Mr. Chairman, I will be start ing.
I am Anne Shenberger from Pennsylvania. I have brought with 

me the EPSDT program director  from the  Department of Welfare 
who is s itting at the  middle of the  table, Jim  McKittrick, who can 
respond to questions rela ted to operation.

I chair a task  force run  out of the Governor’s Office in  the  State 
of Pennsylvania  which is re lated to coordinating EPSDT with othe r 
programs for children.  We have a couple of goals. Our long-term 
goal is to look at  child hea lth services in the  State of Pennsylvania 
and make some recommendations about  where we should be going.

Our short- term goal is to identify specific program areas,  and 
make recommendations of two types: One is to  develop a technical 
assistance tool which can be used by people who are  delivering 
services in the field to children that  would facil itate  coordination 
with the ir program and EPSDT. The other is to look a t State and 
Federal regulat ions rela ting  to these program areas , and make 
recommendations for changes in the  regulations which would facili­
tat e coordination.

So far, since March of 1976, we have looked at  five program areas: 
day care, head sta rt, child health conferences, which are the  t itle  V 
child health programs in Pennsy lvania  and school h ealt h services, 
and the EPSDT program itself.

In each area  we have found regulatory  requirements which work 
against coordination. For example, in titl e XX day care programs, 
our State  day care requirements call for a physical examination, 
tuberculosis test ing and immunizations annually.

Our EPSDT program is based on standards of the  American 
Pediat rics Association which requires that  the  screening  be done 
once every 2 years. The te sting  and the  physical examination on the 
off-years cost the  Medicaid program anywhere between $60,000 and 
$100,000 because we have about 20,000 kids, hal f of whom are 
eligible for EPSDT.

In head sta rt, we have had a simi lar situa tion  where head sta rt 
performance st andards  require  annua l test ing of children for all  the 
same tests  plus a few additional ones that  our EPSDT program 
provides, and it has only been recently , in 1976, that  OCD has 
changed the ir period for head sta rt to conform to the  American 
Academy of Pediatric standards. So th at  head sta rt programs were 
being faced wi th having the ir monitoring staff from OCD come out 
and tell them they  were not in compliance even if they were using 
the  screening program because they still needed to get the  off-year 
examinations performed.

In th e child healt h conferences again, as th e gentlemen before me 
stated , many of the same services are  provided in the child hea lth 
conferences. And in our State, the  children , a third of them, were 
eligible for EPSDT, we were estimating, and yet these children still 
were outreached by our local county assistance offices, although
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they were connected with an ongoing source of hea lth  care, and 
they were receiving services. So that  these  very limited outreach 
resources on the  pa rt of our county  assistance offices were being 
devoted to people who were already receiving services.

Finally, in school heal th, we have  been looking at  ways to involve 
the  provision of school hea lth services and EPSDT, and toward  t ha t 
end we have been looking at developing a demonstrat ion project 
which would look a t ways of uti lizing  nurse prac titioners  as well as 
bringing providers  into school distric ts, into schools, to provide 
EPSDT, and agree to provide diagnosis and treatm ent in the ir own 
practices  in the  community so th at  we could facili tate ongoing care 
within  a school setting.

Those a re the  area s that  we have looked a t in the  past. We have  
some recommendations for changes in H.R. 6706, because one of the  
reasons th at  we are  here today is th at  we feel that  the  issues of 
coordination have really  been neglected in this  legislation.

[Testimony resumes on p. 73.]
[Ms. Shenberge r’s prepared sta tem ent  and attach me nt follow:]

97-633 0  - 77 - 5



STATEMENT OF MEMBERS OF INTERAGENCY 
TASK FORCE ON EARLY HEALTH SCREENING 
OF THE GOVERNOR'S OFFICE OF THE 
COMMONWEALTH OF PENNSYLVANIA ON THE 
CHILD HEALTH ASSESSMENT PROGRAM (HR 670 6)

Statement Presented by Anne L. Shenberger. Task Force Coordinator 

My name is Anne Shenberger. I represent the Governor's Office for Human 

Resources of the Commonwealth of Pennsylvania. The Governor's Office has 

been interested in the implementation of the EPSDT Program and its coordi­

nation with other publically funded programs for children since April, 1975» 

when it organized the Interagency Task Force on Early Health Screening. I

am the Coordinator of this Task Force.

The Task Force has two basic goals. Our long term goal i,s to study existing 

programs to determine alternative ways to provide efficient, comprehensive, 

high quality health services to the greatest number of children, and to work 

for the implementation of these alternative programs at the state and local 

levels. Our short term goal is to recommend administrative policies and 

procedures which will facilitate and institutionalize coordination between 

EPSDT and other publically- funded health, education and social service pro­

grams for children. To meet this short term goal, we have involved a number 

of individuals with varied backgrounds in the work of the Task Force. These 

people include those with authority over program administration, those who 

operate programs and would be affected by policy and procedure changes and 

those with expertise in the field of child health. A membership roster and 

annual report iB attached to copies of my written testimony.

Five program areas have been studied by the Task Force since March 1976: 

day care, Head Start, Title V  maternal and child health services, the school
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health program, and the EPSDT program itself. In each program area studied 

we have tried to develop a technical assistance document which will aid people 

actually delivering health, education or social services to eligible children 

in coordinating and integrating the EPSDT program into their operations. We 

feel strongly that people at the service delivery level should be provided 

with the tools necessary to achieve effective service coordination. Second, 

we have developed and worked for changes in state regulations and policies 

that require agencies to become concerned and active in coordinating their 

services with other health programs. We have been successful in both of 

these areas. These program areas are by no means exhaustive. In the coming 

year, the Task Force will address the areas of mental health and mental re­

tardation, family planning, child welfare, youth services, dental health 

and the WIC program to identify possible areas of coordination with EPSDT 

(CHAP).

I am here today because I believe that the experience that we have had in 

pursuing our goals is fairly unique and will be of some value to the subcommittee 

in its consideration of HR 6706, the Child Health Assessment Act, and because we 

believe that the area of service coordination has been neglected in the proposed 

legislation.

In each program area studied, the Task Force has found policies or conditions which 

prevent program coordination and integration. For example, Pennsylvania regula­

tions governing Title XX day care require that children receive an annual physi­

cal examination, TB test and complete immunizations. Pennsylvania's EPSDT 

program provides a full range of preventive services including, those required 

by day care regulations, but the EPSDT periodicity schedule calls for screening
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once every 2I4 months for children over age 18 months. The EPSLT periodicity 

schedule is based on the American Academy of Pediatrics Standards of Child 

Health Care. Proposed revisions in these day care regulations will remove 

this barrier to coordination by tying day care health requirements to the 

American Academy of Pediatrics Standards on which the EPSLT program is 

also based. Our Task Force has been an active participant in the regula­

tions drafting process.

There are approximately 20,000 children in Title XX day care in Pennsylvania, 

50% of whom are eligible for EPSLT. Therefore, this change could save the 

Medicaid program 160,000-$100,000 in payments to physicians and outpatient 

clinics for physical examinations.

HEW's Office of Child Development has been actively supporting collaboration 

between the Head Start and EPSLT programs since 1971• At the same time, OCD 

has been enforcing Head Start Performance Standards which contain require­

ments which present effective coordination between the two programs. Head 

Start Performance Standards require that a comprehensive range of preventive 

health services, basically identical to those provided by EPSLT, be provided 

annually. In Pennsylvania, the Head Start program serves approximately 

10,000 children, 75% of whom are eligible for EPSLT. The cost of providing 

EPSLT level services to these children annually, as is required by Head 

Start Performance Standards, would be approximately $18O,OOO.

In November of 1975, the Pennsylvania Head Start Administrators had requested 

policy clarification regarding the discrepancy in Head Start Performance 

Standards and EPSLT program requirements. In Ju ly of 1976, OCD issued a 

tentative policy interpretation regarding the periodicity of screening which 

changes Performance Standards requirements to more nearly reflect those of

Pennsylvania's EPSLT program.
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The p re v e n ti v e  c h i ld  h e a l th  s e rv ic e s  fu nded  by  T i t l a  V, c a l le d  c h i ld  h e a l th  

c o n fe re n ces , p ro v id e  a l l  s e rv ic e s  r e q u ir e d  by  P en n sy lv a n ia 's  EPSET prog ram 

ex ce p t u r in a ly s i s ,  an d ro u ti n e  t e s t i n g  f o r  s ic k le  c e l l  an em ia an d le a d  

p o is o n in g . A pp ro xi m at el y 90 ,0 00  v i s i t s  a re  made to  th e  181 b h i ld  h e a l th  

co n fe re nce  s i t e s  in  60 co u n ti e s  a n n u a ll y . The se  v i s i t s  a re  made by  37,33 3 

c h i ld r e n . We e s ti m a te  th a t  a t  l e a s t  1/3  o r 12 ,577  o f  th e se  c h il d re n  a re  

e l i g i b l e  fo r  EPSET. By a t te n d in g  th e  c h i ld  h e a l th  co n fe re n ce , th e s e  c h i ld ­

re n  a re  r e c e iv in g  e s s e n t i a l ly  th e  same s e rv ic e s  as th o se  p ro v id ed  by  EPSET. 

However , in  o rd e r  to  m ain ta in  co m pl ia nc e w it h  F ed e ra l EPSET r e g u la t io n s , 

ea ch  o f  th e s e  c h il d re n  mu st be  o f fe r e d  p a r t i c ip a t i o n  in  EPSET by  th e  lo c a l  

Co un ty  A ss is ta n c e  O ffi c e . I f  EPSET p a id  f o r  th e se  e l i g i b l e  c h i ld re n , th e  

$2l|.9»212 g e n e ra te d  co u ld  be  use d  to  in c re a s e  th e  num ber  o f  c h i ld re n  in  a 

com munity who ca n be  se rv ed  by  th e  c h i ld  h e a l th  co n fe re n ce . A d d it io n a ll y , 

by  e l im in a ti n g  c h il d re n  who a re  e n ro l le d  i n  th e  c o n fe re n ces , v a lu a b le  

o u tr e a c h  tim e ca n be  c o n c e n tr a te d  on th o se  f a m il ie s  who ha ve  n o t u t i l i z e d

h e a l th  s e rv ic e s ."

Our Tas k Forc e has  a c t iv e ly  su p p o rt ed  c o o rd in a ti o n  o f  th e s e  two  pr og rams 

an d was in v o lv ed  in  th e  de ve lopm en t an d im ple m en ta ti on  o f a c o o rd in a te d  

pr og ram bas ed  on an  In te ra g e n cy  Ag ree me nt be tw ee n The  Eep ar tm en t o f H ea lt h  

an d P u b li c  W el fa re  fo r  th e  p e r io d  Ju ne 1976-J u ly  1977 . The Ag ree me nt a l ­

lows S ta te  H ea lt h  E ep ar tm en t p a r t i c ip a t i o n  in  th e  EPSET prog ram as  a 

p ro v id e r  in  a re a s  d es ig n a te d  a s  p ro v id e r  sh o rt a g e  a re a s  by  The Eep ar tm en t 

o f  P u b li c  W el fa re . C u rre n tl y , th e r e  a re  t h i r t e e n  su ch  a re a s . The  Ag ree me nt 

p ro v id es  th a t  The  E ep ar tm en t o f  P u b li c  W el fa re  w il l  re im burs e The  Eep ar tm en t 

o f  H ea lt h  d i r e c t l y  f o r  EPSET s e rv ic e s  re n d e re d  by  p h y s ic ia n s  who a re  under  

c o n tra c t  to  The  E ep ar tm en t o f  H ea lt h  an d p u b li c  h e a l th  n u rs e s  who a re  emplo yed 

by  The Eep ar tm en t o f H ealt h .

The P ennsy lv an ia  P u b li c  Sc ho ol  Code r e q u ire s  th a t  th e  sc hool h e a l th  prog ram
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provide a range of preventive health services, similar to EPSDT, at specified 

intervals.' The school health program in the City of Philadelphia provided 

the mandated services to 35O»OOO children during the 1975“76 academic year 

at a cost of $922,365. 152,000 of the children (1+3%) were eligible for

EPSIT. In Philadelphia, the EPSDT program expends $3 million to provide 

outreach and screening services, which are largely separate from the school 

system.

Our Task Force is currently drafting a proposal for a demonstration project 

in school health/EPSDT coordination which would encourage qualified practi­

tioners from the community to provide EPSDT screening in schools as well as 

agree to provide necessary diagnosis and treatment in their regular offices. 

The project will also encourage the use of nurse practitioners in school 

health programs as providers and coordinators of care.

The examples cited from Pennsylvania's experience are probably not unique.

They show that large amounts of public funds are being expended for outreach 

and screening generally without regard for the key role that community in­

stitutions such as schools and programs such as day care and Head Start 

play in the lives of the families who receive services from them.

Our Task Force works for coordination of services not only to reduce costly 

duplication of service; but also because we believe that coordination of 

EPSDT and the proposed CHAP with other service programs more appropriately 

meets the goal of assuring adequate utilization of health services. It is a 

fact that the current EPSDT program and the proposed Child Health Assessment 

Program are a part of Medicaid. Medicaid is a financing program. It provides 

payment for specific services rendered to specific individuals by specific 

practitioners at a specific point in time. The Medicaid financing system
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does not approach the health needs of a child from a wholistic point of view. 

We believe that through coordination with service programs, whether they are 

health, education or social services, the services paid for by CHAP can be 

used as a part of a comprehensive service package. Further, we believe that 

those institutions and agencies which already interact in a generally positive 

way with families and children should be a focal point for informing fami1i p h  

about this health service and assuring that services are obtained. Aggressive 

outreach will still be needed because there are many eligible families who do 

not routinely interact with community agencies.

We recommend the following changes in the proposed legislation HR 6706;

1. Section 2, Declaration of Purpose, should be amended to add an 
item (6) which should state: to assure optimum utilization of 

existing resources in both arranging for and providing adequate 

child health assessments, diagnosis treatment and reassmentB of 

all eligible children.

This item would incorporate the utilization of existing agencies 

as outreach mechanisms as well as the utilization of existing 

health service programs as providers.

2. Section 1912 (b)(1). We advocate the adoption of flexible word­

ing in the regulations adopted by the Secretary as well as the 

use of standards developed by a national standard setting body 

such as the American Academy of Pediatrics. Regulatory wording 

which uses references to "age appropriate preventive health 

services as recommended by the American Academy of Pediatrics" 

allows for changes in medical knowledge to occur without a 

need for changes in regulations.
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3. Section 6. Section 1902 (a)(37) should be amended to state: 

provide that the state will encourage participation by physi­

cians and health care centers in the program described in

Section 1912 of this Act; will assure coordination between 

state and local agencies administering that program and other 

publically funded health service programs including those 

funded under Section 330 of the Public Health Service Act and 

Title V of the Social Security Act by providing reimbursement 

under Title XIX to these programs for services provided; will 

assure the availability of outreach services which include 

utilization of publically funded health, education and social 

service programs for families and children as well as other 

support services such as caBe tracking in accordance with 

regulations of the Secretary, to individuals and health care 

providers participating in the program described in Section

1912.

These words must be followed up by  action on the part of the Department

of Health, Education and Welfare. HEW action with regard to coordination of

CHAP with existing programs should include several aspects. First, the

Secretary should instruct the various branches of HE W involved with children 
Administration,

and child health, including the Health Care Financing/ to develop procedures 

for coordination and communication among themselves. This may include the 

assignment of specific staff to coordination tasks. Second, regulatory and 

other policy changes should be coordinated with the activities of related 

agencies. Third, guidelines should be produced to provide technical

assistance to sthtes in the area of service coordination. Those at the

service delivery level cannot and should not be expected to deliver services

efficiently while wading through the maze of conflicting and fragmented

regulations to determine the most effective coordination procedure. With

adequate assistance from HEW through coordinated policy and technical 
forassistance, states can develop the most appropriate mechanisms/coordinating 

services locally.
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The Inte ragency Task Force on Ea rly  Heal th Screening was formed in  
A p ri l o f 1975 fo r two purposes. I ts  sh or t term purpose is  to recommend 
adm in is tra tive procedures which w i ll  fa c il it a te  and in s ti tu ti o n a li z e  
co or dina tio n between EPSDT and othe r pu b li ca ll y  funded so cial  se rv ice 
and he al th se rvice s fo r ch ild re n. It s  long term purpose is  to study 
the ex is ting  se rv ice de liv e ry  systems to dete rmine a lt e rn a ti ve  ways 
to  prov ide  fl e x ib le  high  q u a li ty , no n-du pl icat ion ch ild  he al th  scree ning, 
diag no st ic  and treatm ent se rvices to the grea test  number of ch ild re n; 
to recommend such a lte rn a ti ve  systems; and to advocate th e ir  adoption by 
the re leva nt  sta tew ide  a u th o ri ti e s . In order to  meet it s  sh ort  term 
go al , the Task Force has attempted to extend membership to those wi th  
au th o ri ty  over the program opera tions  at the d if fe re n t areas stud ied,  
those  who ad minister  the programs who would be af fe ct ed by program 
changes, and those w ith  ex pe rt ise in  the f ie ld  o f c h il d  he al th . A 
membership ro ste r is  attached.

Fiv e program areas have been analyzed by the Task Force to date .
They are  day care, Head S ta rt , s ta te  Heal th Department funded ch ild  health 
con ferences,  school he al th and EPSDT. In each program are a, the Task 
Force has attempted to do two th ings . F ir s t,  we have tr ie d  to develop 
a document which w il l be useful to  people actu a lly  de live ri ng  services 
to child re n who wish to coordin ate th e ir  program w ith EPSDT. We feel  
st ro ng ly  th at because the EPSDT program is  a complex one, people at  
the se rv ice de liv e ry  leve l should be prov ided w ith  the tech nica l as sis­
tance needed to implement e ff e c ti ve  co ordina tio n procedures. Second, 
we have analyzed exis ting  EPSDT and re la te d program re gul at ions and 
recommended po lic y or  regu la tio ns  which would fa c il it a te  co or dina tio n.
We have ge ne ra lly  been suc cessful in  both of  these areas.  Task Force 
ac tio n w ith  regard to each of  the program areas and the re su lts  of  th is  
ac tio n are ou tli ned  below.

Day Care

A se t of  step by step co or dina tin g procedures have been developed 
by the Task Force to aid  loca l day care program s ta f f  in  securing the 
prev en tive services th a t EPSDT has to o ff e r fo r  those ch ild re n in  th e ir  
programs who are e li g ib le . Co ordin at ion  w ith  EPSDT may no t appear to 
bene fi t those child re n who are no t e li g ib le  fo r  EPSDT d ir e c t ly ,  we have 
found th a t day care  programs can ne go tia te  lower ph ys ician  fees fo r 
s im ila r se rvices fo r these ch ild re n. While these procedures speak spec­
i f i c a l l y  to day care programs, they have been found to  be ju s t as 
useful fo r Head S ta rt  programs. An added advantage in  the Head S ta rt  
program is  the a v a il a b il it y  of  fun ding to pay fo r  pr ovi sion of  EPSDT 
le ve l se rvice s to ch ild re n who are  not  e li g ib le  fo r  EPSDT. Such funds 
are  us ua lly  not  ava ila ble  to day care programs.

The procedures contain in s truc tions fo r a ll  aspects o f the EPSDT 
program: de termin ing  e l ig ib i l i t y  fo r  the se rv ice and ob ta in ing in fo r ­
mat ion about whether or  no t the ch ild  has alr eady  been screened, ob­
ta in in g  screening appointments, ob ta in ing screen ing when a paren t cannot 
accompany the c h il d , ob ta in ing screen ing re su lts fo r the day care health
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rec ord, and ob ta in ing dia gnos is an d/or  treatmen t i f  re fe rr a l is  in dicate d. 
A fte r an in i t ia l  d ra ft  o f the procedures was completed, i t  was c ir c u l­
ated  fo r comment to a wide range of  groups and in d iv id ua ls  involved 
w ith  both the day care and EPSDT programs. These groups and in d iv id ua ls  
inclu de d:  The Pennsylvania As so ciat ion o f Chi ld  Care Adm in is trato rs ,
Ch ild  Care Adm in is trator s As so ciat ion o f Sou theastern Pen nsylvan ia, 
Pennsylvania Head S ta rt  Adm in is trator s Ass oc ia tio n,  D irecto r,  Bureau o f 
Chi ld  Development, DPW, DPW Regional O ff ic e  Day Care Mon ito ring and 
Licensin g S ta ff , EPSDT Pro je ct  O ff ic e r,  DPW, DPW Regional O ff ic e EPSDT 
Co ordina tors, severa l County Board of Ass is ta nct  EPSDT Co ordina tors , and 
EPSDT Adm in is tra tiv e co ntract or s.  These groups and in d iv id uals  provided 
a wealth  o f comments and sugges tions on which fi n a l re vi sion s o f the 
procedures were based. The process of  dev eloping these procedures was 
begun in  March o f 1976. The fi n a l re v is io n  o f the  procedures was pre­
pared September 29, 1976.

The procedures are being adopted as DPW Dol icy by the Bureau of  
Chi ld  Development Programs and the Bureau of  Medical Care Systems 
through the issuance of jo in t  so cial  se rv ice and medical assis tance 
memoranda. These memoranda w i ll  s ta te  the purpose fo r which the pro ­
cedures are to be used, as gu idel ines  fo r  imp lementatio n of  loca l program 
co or dina tio n w ith EPSDT, and w il l re qui re  the two program s ta ff s  to 
develop these plans toge ther .

The Task Force has also  been active  in  the process  of  d ra ft in g  new 
ch ild  day care re gu la tio ns  which would fa c il it a te  day care co or dina tio n 
w ith  EPSDT by e lim in ating severa l ba rr ie rs  conta ined in  the. cu rren t 
re gula tio ns.  Proposed ch ild  care regu la tio ns  were publis hed October 16, 
1976. A se rie s of  public  hea rings were scheduled across the stat e in  
addit io n to a 45/day publ ic  comment pe rio d.  The Task Force organized 
the  pres en ta tio n of  tes timony at a l l fo ur  Regional hearings as we ll as 
the  sta tewide  he ar ing . This tes timony was ge ne ra lly  supp or tive of  the 
proposed re gu la tio ns  sin ce we had been inv olv ed  in  the d ra ft in g  process.  
Some changes were recommended, however. Fina l re gulat ions are expected 
by la te  summer, 1977.

Head S ta rt

As has been noted above, the co or dina tin g procedures  developed by 
the Task Force have been useful to Head S ta rt  as we ll as day care  pro­
grams. They have been endorsed by the Pennsylvania Head S ta rt  Admin­
is tr a to rs  Ass oc ia tio n.

Pennsylvania is  one of fi v e  states  p a rt ic ip a ti n g  in  a fede ra l demon­
s tr a ti o n  pro je c t in  Head Start/EPSDT co ord in at io n.  The O ff ic e of  
Ch ild  Development (HEW) has provided fun din g fo r  the  employment o f a 
sta tew ide  Head Start/EPSDT co or dina tio n f a c il it a to r .  Th is fun ding is  
the second phase of  co nt inuing  e ff o r ts  to  id e n ti fy  e ff e c ti ve  ways in  
which loca l Head S ta rt  programs can co ordina te  w ith  EPSDT. Phase I 
provided small gra nts to Head S ta rt  programs to employ he al th co ordina tors  
who would be resp on sib le fo r  co or dina tio n at the  program le ve l.  There 
was one such gran t awarded in  Pennsylvania - -  Chester  County Head S ta rt . 
Phase I I  pro vides a small gran t to  employ an in d iv id ua l who fu nc tio ns  
on a state wide ba sis . A Head S ta rt  program (La ncaster  County Head'
S ta rt ) ac ts as adm in is tra to r of  the gr ant . This Phase II  e f fo r t  is  
intended to  address, the problems which a ri se  from d if fe r in g  types o f
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ad m in is tra tio n of the Head S ta rt  and EPSDT programs. Head S ta rt  is  a 
fe d e ra lly  and lo c a ll y  funded program in  which gra nts  are awarded to loca l 
programs d ir e c tl y  from HEW's Regional O ff ice o f Ch ild  Development. There 
is  no sta tew ide  adm in is tra tive body. Pennsylvania is  unique in  having 
an id e n ti fi a b le  body, the Commonwealth Ch ild  Development Conmittee, 
which is  charged w ith  the Governor's  Approval fu nction. EPSDT, as a 
pa rt  o f the Medical  Assis tance program, is  a state-ad min iste red program.

The Phase I I  Sta tewide Hea lth Coord ina tor  in  Pennsylvania is  
Paul Phelan. He is  a s ta f f  member of  the Task Force fo r Head S ta rt .
His a c t iv it ie s  have been or iented  toward he lping loca l Head S ta rt  pro­
grams coordin ate w ith  EPSDT through the use of  the procedures developed 
by the Task Force. Other a c t iv it ie s  have inc luded the pla nning  o f two 
conferences fo r Head S ta rt  Co ordina tors, EPSDT adm in is tra tive co nt ra ctor  
f ie ld  repres en ta tiv es  and County Board of  Assis tan ce EPSDT Co ord ina tors.

Paul Phe lan's presence as the  Statewide Health  Co ordina tor has 
pro vided a v it a l communications li n k  w ith  loca l Head S ta rt  programs 
fo r  the pr ov is ion of tech nica l assis tan ce and the cha nnelin g of  problem 
areas to the Task Force fo r act io n.

Department of  Health : Ch ild  Heal th Conferences

In Pennsy lvania,  the State  Department of  Hea lth is  resp on sib le fo r 
the  pr ov is ion of  pu bl ic  he al th service s to ch ild re n in  most counties of  
the  st ate . There are s ix  county health departments (A llegheny, Al len town - 
Bethlehem, Bucks, Chester,  Erie  and Phi lade lphia)  which provides 
th e ir  own in fa n t and preschool he alth service s and do not receive fund­
ing from the Sta te Hea lth Department fo r he al th se rv ices . Most of  the 
coun ties w ith  county he al th departments (Allegheny, Bucks, Chester and 
Phi lade lphia)  pa rt ic ip a te  in  EPSDT as prov ider  s it e s . However, the re ­
main ing counties served by the st at e Hea lth Department in fa n t and preschool 
he al th program (known as ch ild  he al th conferences) have no t been involved 
in  EPSDT. One of  the reasons invo lve d the d i f f ic u l t y  in  reimburs ing  the 
Health  Department fo r prov id ing service s under the Medical Ass istance  
program. On June 3, 1976, a meeting was held  a t which the Secre tary of  
Health  and the Deputy Secre tary of  Public Welfare  fo r  Family Assistance 
agreed th at the st at e ch ild  he al th  conferences should be invo lve d in  
the EPSDT program and approved the  prep arat ion  of an intera gency agree­
ment to  ou tl in e  the ex tent  of  co ordina tio n and the method of  reim burse­
ment to the Department of  He alth.  This  intera gency agreement was dr af te d 
w ith  Task Force inpu t and signed in  September of 1976 fo r the year 
Ju ly , 1976 - June, 1977. I t  allow s stat e Hea lth Department pa rt ic ip a tion  
in  the EPSDT program as prov ider  s ites in  areas des ignated as prov ider  
shortage areas as by the Department of  Public We lfare. C urrently, the re 
are  th ir te en cou ntie s designa ted as prov ider  shortage areas (Beaver, 
Brad ford, Cra wfo rd, .De laware, Fa ye tte , India na, Lackawanna, Monroe, 
Montgomery, Northampton, Pik e,  Washington,  Wayne, Westmoreland.) The 
agreement provides th a t the Department of  Pu bl ic Welfare w i ll  reimburse 
the  Department of  Health  d ir e c tl y  fo r the EPSDT service s rendered by 
physicians who are under co ntract  to the Department o f Health  and pu bl ic  
he al th  nurses who are employed by the Department of  He alth.

The planning process fo r implementation of the agreement began with  
a tr a in in g  meeting  held Ju ly  22, 1976, fo r Hea lth D is tr ic t  d irecto rs  and 
public  health nurses from the th ir te en  coun tie s.  The Task Force prepared



69

a se t o f step by step co or dina tin g procedures fo r  use a t th is  meeting  
and in  the ac tual imp lementation of the  coord ina ted  se rv ice.  The Task 
Force was also  involved  in  planning  fo r  d is t r ic t  by d is t r ic t  implement­
atio n and rec eiv es  pe rio di c repo rts o f the  prog ress  made toward ac tual 
imp lem entat ion . __ . » •

Department o f He alth: School Hea lth

A ft e r stu dy ing  the ex is ting  school he al th program and it s  po ss ible 
po in ts  o f in te rface w ith EPSDT, the  Task Force f e l t  th a t the re is  current­
ly  no c le ar in d ic a tion  of  the most e ff e c ti v e  manner in  which to co ordin­
ate  these two programs on a statew ide  basis  fo r  a va ri e ty  of  reasons.
The School Health  Program is  part  o f the to ta l educational program ad­
min iste red by loca l school d is t r ic ts .  There are  505 school d is tr ic ts  
in  the sta te  of  Pennsy lvania . Contact would need to  be made w ith  a ll  
505 school superin ten dents  and school boards in  orde r to implement coord­
in a tion  w ith  EPSDT on a sta tew ide  ba sis . The Department of  Heal th is  
res pons ible fo r school he al th  program conten t w ith in  the  mandates of the 
Publi c School Code and provides the sta te  reimbursement to school d is ­
tr ac ts  fo r a po rt io n of  th e ir  school he al th program. Because the Depar t­
ment o f Educatio n, the Department o f Health  and the loca l school d is t r ic t  
are a ll  invo lve d with  the school he al th program, program ad m in is tratio n 
is  complex. . . -

There is  one school d is t r ic t  which cu rr en tly  operates a coo rdinated  
school health/EPSDT program. CHAP (C olla bora tiv e Health  Assessment Pro­
gram ), operated by the School D is tr ic t  o f Phi lade lphia in  co lla bora tion 
w ith community based he al th  prov iders and the EPSDT adm in is tra tiv e 
co ntracto r,  provides EPSDT se rv ice s in  se lec ted schools to those e li g *  
ib le  ch ild re n in  grades in  which a ph ys ica l examination is  mandated 
by the Pu bl ic School Code (Ku rl 5, 11). Hea lth prov iders from the com­
munity in  which the schools are loc ate d prov ide  EPSDT leve l se rv ice s to 
a ll  ch ild re n , b il li n g  EPSDT where the  ch ild re n are  e li g ib le  and b il li n g  
the regu la r school d is t r ic t  ho ur ly ra tes where they are no t. The com­
munity  based he al th prov iders als o agree to prov ide  fu rt he r dia gnosis 
and treatm ent a t th e ir  f a c i l i t y  i f  so desired  by the ch ild  and/o r parents. 
Paren tal consent and the c h il d 's  he al th h is to ry  are obtain ed through the 
c h il d . M at er ia ls  are sen t home w ith and returned  by the ch ild . While  
th is  type of program may be fe asib le  in  othe r urban areas,  the Task 
Force f e l t  th a t oth er methods fo r  co or dina tio n of  the two programs might 
also  be e ff e c ti v e , p a rti c u la r ly  in  ru ra l areas o f the sta te  where the re 
are few he al th prov iders who accept Medical Assis tan ce patie nts .

The Task Force decided th a t the gene ration of re li a b le  data reg ard ing  
e ff e c ti ve  methods fo r co or dina tio n through the development o f a demon­
s tr a ti o n  p ro je c t gran t proposal would be the most impo rta nt  con tr ib u tion  
to  be made in  th is  area. A demonstration pro je c t w i ll  al low experim entat ion  
w ith  d if fe re n t methods of  se rv ice de live ry  in  the school se tt in g . Eval­
ua tio n of the e ff ic ie n cy  and ef fe ct iven es s of  the methods w il l pro vide 
useful gu idel ines  fo r the development o f sta tewide  po lic ie s  reg ard ing  
the  co or dina tio n of  these  two programs. A subcommittee o f the Task Force 
has been develop ing a pro je ct ou tl in e . The pro je ct w i ll  focus on a 
ta rg e t po pu lat ion of  ch ild re n ages 12-21 who are  in  school.  Two se rv ice 
de live ry  models w il l be tested . A co ntro l group w i ll  also  be designated .
One se rv ice de liv e ry  model w il l u t il iz e  he al th  prov iders from the commun­
i t y  and designate the County Board o f Assis tan ce as resp on sib le fo r 
case management. The othe r se rv ice model w i ll  u t il iz e  trai ned  school
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nurse pra c ti tioners  ad the prov iders of  se rv ice and case managers. The 
Commonwealth Ch ild  Development Committee w il l serve as the grantee.
With in the Comnittee, a po lic y council  w il l be es tabli shed  includ ing 
repres en ta tiv es  from the Interagency Task Force, Department o f Educa tion , 
Department o f Hea lth and the Department of  Pu bl ic We lfare.

Prospects fo r  fun din g seem reasonably good. The Task Force was . : 
advised to prepare a pro je c t ou tl in e  or concept paper by Be at ric e Moore, 
ERSDT D irecto r,  Medical Services Adm in is tratio n,  HEW, Washington.
Impact on the adolescent age group and co or dina tio n w ith school he al th 
programs are  two of the  p r io r it ie s  fo r research  and demonst rat ion pro­
je c t  funding requested  by the EPSDT program o ff ic e  in  HEW. Pennsylvania 
is  in  a good po sit io n to rece ive  funding  because our EPSDT program is  
conside red one fo  the bes t in  the  country  by HEW.

EPSDT

The Department o f Pu bl ic 'Welfare has accepted co or dina tio n w ith  othe r 
programs fo r ch ild re n as a le g it im ate  fu nc tio n of the EPSDT program. As 
a re s u lt , s ig n if ic a n t re gu la to ry  and adm in is tra tive changes have been 
made. Revised stat e EPSDT regu la tio ns  were publis hed August  14, 1976, 
and adopted f in a ll y  October 9, 1976. The fi n a l re gul at ions inclu de  
co or dina tio n w ith  othe r programs prov id ing se rv ices  to ch ild re n as the 
re sp o n s ib il it y  of  both the County Ass istance  O ff ic e  and the adm in is tra tiv e 
co ntract or.  The County Ass istance  O ff ic e , EPSDT Ope rations  Manual 
dr af te d by the DPW Support ive  Serv ices Unit to accompany the re gula tio ns,  
inc lud es  gu idel ines  fo r  actual imp lementat ion o f co ord in at io n a c t iv it ie s .  
Medical Ass istance  and Public Ass istance  Memoranda w il l be ‘issued 
jo in t ly  w ith  the Socia l Service Memorandum adopting  the co ordiaa tin g 
procedures as DPW gu id el in es.  Issuance through a ll  th ree channels w il l 
assure th a t a ll  those inv olv ed  in  the co or dina tio n process are aware 
of th e ir  re sp o n s ib il it ie s  in  th is  process. A ll  these a c t iv it ie s  have 
been conducted by the Task Force.

Future Agenda

The Task Force has accomplished a grea t deal in  the  two years i t  has 
ex is te d.  However, there are  s t i l l  many un fin ishe d tasks.  With regard 
to  the tech nica l assis tance documents developed by the Task Force 
fo r  day ca re , a grea t need exis ts  fo r  tr a in in g  of  DPW s ta f f ,  p a rti c u la r ly  
the  Regional day care  mon ito rin g s ta f f.  Technical  assis tance provided 
day care  program s ta f f  in  co or dina tin g w ith  EPSDT is  o f l i t t l e  value  i f  
DPW program monito rs in te rp re t re gula tio nsin  a manner adverse to  co ordin­
a tion . A d d it io na lly , w ri tt e n  in s truc tions fo r  the use of the co or dina tin g 
procedures do no t take  the plac e of  tr a in in g .

The school he al th dem ons trat ion pr o je ct is  s t i l l  in  it s  embryonic 
stages. Development of  the pro je c t ou tl in e  and fun ding proposal remain 
to  be completed.

The coo rdinated  ch ild  he al th  conference/EPSDT program is  s t i l l  in  
the  planning  stages.

Head Start/EPSDT co or dina tio n is  supported by the O ff ic e  of  Ch ild  
Development in  Washington through the Phase I I  demonst rat ion pro je ct.
Task Force re la tionsh ip s w ith  OCD need to be strengthened.
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F in a ll y , not  a ll  po ss ib le program areas have been stud ied.  The 
next program area to be discussed by the Task Force w il l be ch ild  wel fa re
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Mr. Rogers. I notice  you make three specific recommendations in 
your sta tem ent  and we will consider those recommendations that  
you have made.

Thank you for a most helpful  statement.

STATEMENT OF NANCY J. FELDMAN

Ms. Feldman. Mr. Chairman, members of the subcommitte: my 
name is Nancy Feldman. I supervise the  early  and periodic screen 
diagnosis and treatm ent program.

I w ant to tha nk you for this opportuni ty to present our views on 
the  proposed Child Hea lth Assessment Act. We have already sub­
mitted a wri tten  pape r [see p. 75]. Briefly I will highl ight our main 
concerns with  the  bill.

Prim arily we a re concerned with  the  section on provider  part ici­
pation. We underst and  th at  a major problem with an EPSDT 
program is the  undue emphasis which has been placed on screening, 
and without subsequent emphasis placed on diagnosis and tre at ­
ment. However, we feel the  way to  solve th is problem—I would echo 
wha t others have said here  today—is not through the  comprehen­
sive provider concept, at leas t not in a Sta te like Minnesota which 
is largely  rura l.

In my sta tem ent  I have outlined a few reasons for feeling tha t.
First,  comprehensive care providers, as the  b ill appears to define 

them —and we are  not exactly sure  what that  definition would be in 
practice—do not exist in most of Minnesota.

I attached a couple of maps to my statement. I would ask you to 
refer to them  briefly.

The firs t map shows areas in Minnesota which have been defined 
as hea lth shortage areas by the  Federal Government. 54 of our 87 
counties or approximate ly 62 percent are  defined as heal th shortage 
areas. These counties lack basic medical resources much less the  
type of comprehensive care provider which is envisaged in the  bill.

The next  map shows the  location in Minnesota and surrounding 
areas in clinics which have 20 or more physicians. We sort of made 
that  as a stab-in- the-dark  guess at  the  size of clinic that  would be 
needed to support the-spec ialties and anci lliary  pe rsonnel needed to 
provide complete screening diagnoses, tre atm ent and medical case 
management . Only 15 clinics in Minnesota and 2 in the surrounding 
areas would qualify unde r this  definition.  In addition  11 of these  
clin ics  ar e loc ated in th e large met ropo lit an  ar ea s of 
Minneapolis /St. Paul,  Duluth , and Rochester.

Based on those resources, we re ally don’t see how we could build 
a statewide program.

Secondly, 20 percent of the child ren screened in Minnesota are  
curr ent ly receiving this service from small screening clinics which 
are  operated  by local nursing services. These are  not hea lth  d epa rt­
ments. They don’t have physicians on staff. They are run  by nurse s 
with usual ly 1 or 2 days a month devoted to the  screening clinic. 
These clinics we feel provide excellent screening services and they  
have thorough mechanisms in place for refe rring  child ren and for 
following up on children who are  referred. We see no reason for 
closing these clinics in over a 3-year period simply because they  do

97-633 0  - 77 - 6
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not provide diagnosis and trea tment. The children  we feel can be 
refer red for that  diagnosis and trea tment.

My final point on providers is t ha t even if small group practices 
and solo physicians were defined as comprehensive  care providers, 
we feel very strongly  most of these clinics would be able or unwill­
ing to provide the  medical case management specified in the  bill. 
We feel this way because we have begun in Minnesota assigning 
especially EPSDT providers with physicians.

We have received some opposition to our sett ing  of State  stan­
dards but a majority  of physicians are signing those agreements. 
However, we have questioned them as we have gone around the 
State about the ir ability  or desire to provide the  medical case 
management and follow-up. We have overwhelmingly heard, espe­
cially from the smal ler group practices or the  solo physicians, that  
they  simply would be unwilling or unable to provide that  aspect.

I thin k we feel that  that  par t of the  program will need to 
con tinue to be a res ponsibil ity  of St ate and  local  welfare 
depar tments.

Very briefly I will touch on the other points.
We feel that  there should be some more specific mention  of 

outreach in the  bill, that  outreach is really the  crucial  part of the 
screening program, and we would like to see, if possible, some sort 
of higher Federa l financial partic ipation for outreach, at least  a 
specific encouragement to the States th at  outreach efforts be 
streng thened.

With the penal ty provision, we very much agree  with the changes 
th at  are  in the  legislation. What we would hope for is clear 
enforcement of the pena lty by Federa l authorities. We thin k that 
has been extremely ambiguous in the  past  and we would hope t ha t 
implementing regula tions would tell the  Stat es more clearly what  
they  were required to do.

The incentive provision is excellent. We feel though tha t a S tate ’s 
tota l effort to implement EPSDT should be included as par t of the  
measurem ent for receiving the  incentive payment .

Finally, screening standards.  We feel that  some specific mention 
of screening standard s should be made in the legislation,  maybe not 
the  specific standards spelled out, but ra ther  some sort of statem ent 
that  States must  develop such standards with consumer and pro­
vider inpu t and have those standards approved by HEW.

Than k you very much.
[Ms. Feldman’s prepared statement and atta chm ents follow:]
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My name is  Nancy Feldm an and I  su pe rv is e  th e  E a r ly  and P e r io d ic  S cre en in g , D ia gnosis  
and Tr eatm ent Program f o r  th e  M inne so ta  Dep ar tm en t o f  P u b lic  W e lfa re . I  wan t to  
th ank you f o r  th is  o p p o r tu n it y  to  p re se n t o u r view s on th e  prop os ed  C h il d  H ea lth  
Assessment A c t.  I wou ld  l ik e  to  beg in  by say in g  th a t  we are  pleas ed  a t  th e  c o n ti n u in g  
empha sis be in g place d on h e a lt h  care  f o r  low income c h il d re n  and th a t  we f u l l y  
suppo rt  a l l  e f fo r ts  to  s tr e n g th en  and im pr ov e th e  EPSDT Prog ram. We have seen 
1n Minn es ota many o f  th e  b e n e fi ts  which  th e  EPSDT Program can b r in g  to  e l ig ib le  
c h il d re n . We w ish to  see  th ese  b e n e fi ts  bro adened  and expanded to  more c h il d re n ,  
w it h  a d m in is t ra ti v e  re quirem ents  kep t to  a min imu m. We are  please d th a t  many p ro ­
v is io n s  o f  th e  C h ild  H ea lth  Assessm ent A c t wou ld  im prov e th e  c u r re n t EPSDT Program. 
However, we a re  a ls o  concerne d th a t some p ro v is io n s  o f  th e  b i l l  wou ld  g re a t ly  
re du ce  o ur a b i l i t y  to  p ro v id e  h e a lt h  s e rv ic e s  to  low  income c h il d re n  in  M in neso ta . 
S ince  we have a lr e a d y  subm it te d  a w r it te n  p o s it io n  pa pe r on th e  b i l l  to  th e  Sub - 
c o m n lt te e , I wou ld  l ik e  to day to  m ere ly  h ig h l ig h t  some fe a tu re s  o f  th a t  pa per.

1 . P ro v id e r P a r t ic ip a t io n : Our g re a te s t co nc er n w it h  th e  b i l l  cen te rs  on th e 
p ro v id e r p a r t ic ip a t io n  s e c ti o n . We unders ta nd th a t  a m a jo r prob lem w it h  th e  
EPSDT Program is  th e  undue empha sis which  has been place d on th e  numbers o f 
scr een in gs perform ed, w it h  l i t t l e  su bs eq ue nt  emphasis p la ced on w heth er o r 
n o t th ose  c h il d re n  re ce iv ed  needed d ia g n os is  and tr e a tm e n t.  However , th e  re ­
s t r i c t io n  o f  program p a r t ic ip a t io n  to  co mpreh en sive  ca re  p ro v id e rs , as de fi n e d  
In  th e  b i l l ,  is  d e f in i t e ly  n o t th e  way to  so lv e  th is  pro ble m , e s p e c ia ll y  in  
a la rg e ly  ru ra l s ta te  l ik e  M in neso ta . F o llo w in g  are  reason s why we fe e l th e 
co mpreh en sive  ca re  conce pt w i l l  n o t work in  M inneso ta .

A.  F i r s t ,  co mpreh en sive  ca re  p ro v id e rs , as th e b i l l  appe ars to  d e fi n e  them, 
do n o t e x is t  in  mos t o f  M in neso ta . The f i r s t  map a ttached  to  th is  s ta te ­
ment shows area s in  M inne so ta  w hi ch  have been d e fined  as h e a lt h  shortage 
ar ea s by th e  fe d e ra l gove rnmen t th ro ugh va ri o u s  h e a lt h  prog rams.  As you  
can se e, 54 o f  M in neso ta 's  87 c o u n ti e s , o r  62%, are  d e fi n e d  as h e a lt h  
short age  are as. These co un ti e s  la c k  bas ic  m edica l re sou rc e s , much le ss  
th e  ty pe  o f  co mpreh en sive  ca re  p ro v id e r  which  th is  b i l l  e n v is io n s . The 
n ex t map shows th e  lo c a ti o n  in  M inne so ta  and su rr ound in g  ar ea s o f  c l in ic s  
ha ving tw enty  o r more  p h y s ic ia n s . We fe e l a c l in i c  o f  th is  s iz e  wou ld  be 
ab le  to  suppo rt  th e  s p e c ia l it ie s  and a n c i l la r y  pe rs on ne l re q u ir e d  to  p ro v id e  
co m plet e d ia g n o s is , tr e a tm e n t and case  management to  c h il d re n  scr een ed.
As you can  se e,  o n ly  f i f t e e n  c l in ic s  in  M inne so ta  and two in  surr ound in g  
ar ea s wou ld  q u a l i f y  un de r th is  d e f in i t io n .  In  a d d it io n ,  eleve n o f  th ese  
c l in ic s  are  lo c a te d  in  th e  m e tr o p o li ta n  ar ea s o f M in n e a p o li s -S t.  P a u l,
D ulu th  o r  R och est er.  We wo uld have l i t t l e  hope o f  deve lo p in g  a s ta te -w id e  
program  base d on th ese  re sourc es.

B. S eco ndly , 20% o f  th e  c h il d re n  sc reen ed  1n M inne so ta  are  c u r re n t ly  re c e iv in g  
th is  s e rv ic e  from  sm all sc re en in g  c l in ic s  which  are  opera te d by lo c a l 
n u rs in g  s e rv ic e s , u s u a ll y  one o r  two days a mon th . These c l in ic s  o ft e n  
are  de ve lope d in  area s where  th e re  a re  in s u f f ic ie n t  p hys ic ia ns  to  p ro v id e



screen ing services or where loc al  physicians are not In tereste d 1n pro vid ing  
th is  se rv ice . The nursing  service screening c li n ic s  do'an ex ce lle nt  job  
of  pro vid ing  a comprehensive hea lth screening and have thorough mechanisms 
in  place fo r re fe rr in g  ch ild ren and fo r fo llo wing up on ch ild ren who are 
re fe rre d.  We can see no reason fo r clo sin g these c li n ic s  simply because 
they do not provide  a range of dia gnostic  and trea tme nt services. In 
additi on,  these nurse -run c lin ic s  prov ide screening services on a s lid in g  
fee basis  to ch ild ren who are not e lig ib le  fo r Medical Ass istance. I f  the 
c li n ic s  were forced to clo se , th is  subs idized service  to low income fa m ili es 
would also not  be ava ila ble.  Of the other providers  cu rrently performing  
screenings in  Minnesota, the larg e m ajor ity  are solo physicia ns or  small 
group prac tic es . Because of  the vas t array of problems found 1n ch ild ren 
who are screened, these screeners would s t i l l  have to re fe r many ch ild ren 
fo r problems uncovered in  the screening,  even i f  they  were def ined as 
comprehensive care pro vid ers.  The refore , re fe rr a l and case management 
requirements would s t i l l  be necessary.

C. Th ird , even 1f  the small group pra ctices and solo  physicians  were def ined  
as comprehensive care prov iders,  we feel  st rong ly  th at most o f these c li n ic s  
would be unable or  unw ill in g to provide- the medical case management required 
in  the b i l l .  This op inio n is  based on actual  exper ience we have had in 
Minnesota in  attempting to def ine what components must be included in  a 
screening and to have screening providers  sign EPSDT Provider Agreements 
in  which they agree to provide a ll  of  those components to ch ild ren they 
screen. We have had strong oppos ition from some physic ians to the se tt in g 
of any screening standards. We can only assume th at th is  opposit ion  would 
be fa r more intense  i f  these provide rs were also required to prov ide case 
management and to  repo rt th is  a c ti v it y  to the state agency. Even physicia ns 
who have signed EPSDT Provider Agreements have indica ted to us that  they 
would not part ic ip ate  in  the program i f  case management re spons ib ili ties  
were added. Since the program is  vo lun tar y on the pa rt o f prov iders,  I 
am most fe arfu l o f a si tu ation developing in  which we are required to 
implement a ch ild  health assessment program on a sta te-wide  basis , but 
with  on ly a handful o f po tent ia l providers  being w il li n g  or  able to part ic ip ate  
because o f lim it s  th at have been set on prov ider  pa rt ic ip a tion . I t  seems 
fa r  preferab le to  allow  as many screening providers  as possib le to p a r t ic i­
pate in  the program and to simultaneously  stren gthen the mechanisms fo r 
re fe rr a l and case management so th at  ch ild ren have access to screening 
services on a sta te-wide  basis and are also assis ted  in  res olvin g th e ir  
health problems.

Outreach: We are puzzled by the b ri e f mention of outreach in  the b i l l .  We 
feel  th at good outreach is  cr uc ia l to the success of  a program li k e  CHAP or 
EPSDT which depends on vo luntary part ic ip ation and which involves a concept 
not understood by many people. Our experience and th at of most oth er sta tes  
has shown th at person-to-person outreach is  the best  way to assure part ic ip ation 
in  the program. A prov isi on  should be added which req uires such outreach e ff o rt s  
and provides higher fed era l fin ancial part ic ip a tion  in  order to encourage the 
employment of  s ta ff  to perform these outreach a c ti v it ie s .

Penalty Prov ision : The pro vis ions fo r  invoking a fi sca l penal ty against sta tes 
which do not implement an adequate ch ild  health assessment program are a gre at 
improvement over  cu rre nt  EPSDT pen alty  prov isi on s.  Giv ing sta tes  a chance to 
co rre ct  th e ir  programs before the pen alty  is  fmposed is  also  a marked improve­
ment over  the cu rre nt  ambiguous requirements. However, i t  is  very importa nt 
that  the penalty requirements be clea r and th at the review standards be sp ec ified



and enforced un ifo rm ly across the coun try . I t  has been our experience th at  
such is  not the case wi th  the cu rren t EPSDT penalty prov isi on s.

4. Incenti ve  Prov is ion: The prov ision  to  increase the fed era l share of Medicaid 
ad min is tra tiv e reimbursement i f  a stat e meets c r it e r ia  fo r good performance 
is  ex ce lle nt . This pro vis ion w il l provide stat e ad minist ra tors with  a real  
ince nt ive  to develop a comprehensive program ra ther  than one th at  simply meets 
fed era l requ irements . However, the en ti re  usefulness of  th is  prov isi on  w il l 
depend on the performance c r it e r ia  which are developed by HEW. We agree th at 
such c r it e r ia  should  inc lude measurements of the percentage of  ch ild ren screened 
and trea ted,  but they  should also inclu de  other state e ff o rt s  at  program imple­
mentation , such as coord ina tion with  othe r ch ild re n 's  health programs, inn ovati ve  
outreach methods, and consumer and prov ider  inpu t in to  the program.

5. Screening Standards: The omission o f a clea r requirement fo r screening standards 
in  the b i l l  appears to us to be a seriou s ov ersigh t. In Minnesota, the develop­
ment of screening standards has been very d i f f ic u l t  and has required much inpu t 
from a ll  in div id uals  wi th  an in te re s t in  the program. Yet we feel  the develop­
ment o f standards is  es se nt ia l. I f  un iform standards do not e x is t,  then ch ild ren 
screened a t one s it e  may receive a fa r  less comprehensive assessment than ch ild re n 
screened elsewhere, and ye t both ch ild re n are "counted" as having been screened.
We would suggest th at the development of standards be le f t  to the in div idua l 
sta tes  with  approval  from HEW requ ire d,  and with  pro vis ion s fo r prov ider  and 
consumer Inpu t sp ec ified .

Again, thank you fo r th is  op po rtu ni ty to explain our In te rp re ta tio ns o f the ef fe cts 
of the Ch ild Health Assessment Act on state leve l program ad minist ra tio n in  Minnesota. 
At  the state and loca l le ve ls , we w il l continue  to work to  br ing  comprehensive health 
care to e li g ib le  ch ild re n. We st rong ly  suppor t a ll  aspects of th is  b i l l  which w il l 
make i t  easie r fo r us to do.
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Mr. Rogers. Than k you for an excellent statement.
Dr. Hackman.

STATEMENT OF HELEN HACKMAN, M.D.

Dr. Hackman. Thank you.
Mr. Chairman and members of the subcommittee:
I am Dr. Helen Hackman of Arlington County, Virginia.
I am the Director of Human Resources, which means I am the  

Director of Public Hea lth and Welfare. I am a pediat rician. I am 
board certified in preventive medicine and a member of the board of 
the  American Public Welfare Association and of the  National 
Association of County Hea lth Officers. I am a member of the local 
State and medical societies and the AMA. I have practiced priva te 
medicine. I have practiced medicine taking care of military depen­
dent children, and in public health. I am also a working mother.

I only mention my credentials because I th ink  th is does give me a 
unique perspective on taking care of children. I am in complete 
accord with the goal of the Child Health  Assessment Act, that is, to 
improve child hea lth services.

I particular ly applaud the  emphasis on prevention, and I endorse  
the  remarks made by Dr. Lazar ear lier  on this  afternoon.

I do want to share with you though  my perspective in terms of 
wha t has gone on in Arlington County, recognizing t ha t othe r a reas  
even in the State of Virginia  and elsewhere don’t necessarily do the 
same thing.

Arlington does not provide screening  per se, but  a complete 
physical examination is given to each child, Medicaid, that  is the  
indigent and medically indigent low income child, six times during 
the  fir st ye ar of life, twice in the secondary, once year ly unt il age 6, 
and then in the  fourth , seventh, and ten th grades.

Immunizat ions are  given routinely and are  required for entrance 
into child care centers and public school in the  State of Virginia.

If I might digress momentarily  to tell you, pe rhaps you have seen 
in the media the big emphasis  that  Arlington has jus t placed on 
immunizations for ch ildren  entering  school. This has been a law in 
Virgina since 1972 but has not been too rigidly enforced.

In this recen t enforcement, I would say 2,000 to 3,000 children in 
Arlington have not been in compliance with the  law. These are not 
low income or medically indigent children because they have been 
unde r the  care of the local health dep artm ent and have been 
immunized. These are children  from middle and upper  income 
families who, for some reason, have not received these  services.

The only difference rendered in Medicaid children and non- 
Medicaid children is th at  for Medicaid we receive a $10 fee. Obvi­
ously it costs a great deal more tha n $10 to do this type of 
examination, somewhere between $40 to $50, but Arlington County 
and the State  of Virgin ia bear the  additional costs.

We do the same examination  whe ther  or not we get the reim­
bursem ent. The only difference is th at  for the Medicaid child ren we 
do fill out the form.

Children are referred for treatm ent when it is indicated. The 
departm ent does not have the sophistica ted diagnostic equipment,
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nor do we take  care of sick children. We do have an excellent 
crippled children ’s program par tial ly funded under titl e V, and 
many children with chronic disabling conditions are taken care of 
in this par ticu lar  program.

In no way could we be considered a comprehens ive child care 
center and the  provisions of CHAP essentially would d isqualify us. 
Our services, par ticu larly  school hea lth  services, would be dupli­
cated if indeed these services existed, but they  do not exist.

I would just like to focus on the  cost of some pr ivate  and noncare  
centers in this area. It will give you an idea of the potential cost 
and I think cost is a tremendous factor of this  whole program.

Under our State local hospi talizat ion program here, locally, this 
is something that  is additional. This is provided for medically 
indigent families. A clinic visi t in  Children’s Hospital at  the present 
costs $52, in Georgetown University  Hospita l we are paying $62.40, 
in Arlington Hospital, $44.58. '

For inpatie nt care curr ent ly it costs us from $236 to $336 a  day, 
the  higher one being in Children’s Hospital. Unless subs tant ially  
more money is appropria ted by the  State legislature, even if 
matched by 75 pe rcent  or 90 percent Federal funds, medical bills of 
this  order of magnitude  cannot be absorbed by Medicaid in  Virginia.

We are already c utting corners to contain the  costs to keep within 
the  State appropriation .

I would like to focus on ano ther issue, because I don’t think  that  
has been emphasized to this point today, and that  is of out reach and 
follow-up.

When patients do not keep appo intments  in out-clinics, a home 
visit is made by a public h eal th nurse. Even when the re is no valid 
reason, two more broken appo intments are  allowed. Tran sportation 
to clinics can be arranged  if th is is a problem. I f the family still fails 
to atte nd the  clinic  then  the  record is temporarily closed. We must 
face the  fact t ha t some mothers simply will no t bring their  chi ldren 
to the  doctor unless they think  they are  ill. Even in school where 
we have a captive audience or a captive group as it were, mothe rs 
or parents will not sign the permission slips to enable  us to do th e 
examinations there. So those are  some of our failures.

Private providers certa inly  will not make the  effort that  local 
hea lth departm ents  do to ge t th e child ren into p rivate care. If we go 
the  private route, I thin k more children will be lost in the  shuffle, 
not less. Children in poor famil ies do have  more sickness and more 
missed school days. They a re hungry.  They are  ill-clothed. They are 
ill-housed. The mothers of these  child ren—worrying about  where 
the  next meal is coming from, t ha t they  don’t have shoes, t he rats , 
that  the gas is going to be turn ed off—cannot be expected to be 
concerned about taking care of the ir well children.  They certainly  
take  care of them  when they  are  sick.

Our new recen t immigran t population, which of it self  is expand­
ing the Medicaid rolls, presents a new and different problem. These 
people have different cul tura l values and do not underst and  wha t 
we are  trying to do or why, part icularly when we talk about 
screening. They simply don’t know what screening means. It is ha rd 
for a working mother to take  tim e off to keep medical appo intments 
for children. I know that from my own experience.
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Our welfare programs are  already paternalis tic. I do not recom­
mend that  we try  to take  away fur ther parental responsibility,  nor 
in fact that  we should be penalized because t he parents  fail to take  
advantage  of these services tha t are offered to them.

I recommend that  States and localities be allowed to continue to 
provide preventive care of children, and to refer  them  and to work 
in coordination with othe r providers of medical care for the  tre at ­
men t services. I ask you not to penalize providers of current 
screening services for circumstances over which they  have no 
control.

I recommend that  you consider the  appropria tions  of additional 
funds to provide the  range  of medical care which is needed to 
improve the  hea lth status of poor children which, afte r all, is the  
goal of CHAP.

If I might add another  recommendation, t ha t there is a g reat deal 
more that goes into providing heal thy child ren tha n any range  of 
medical care and I th ink  i t is a fallacy to  p retend that  medical care 
in itself, even if you had a comprehensive hea lth  cente r or a doctor 
on every street  corner, would do anything to provide for these 
children when every thing else in the ir envi ronment is contribu ting 
to ill health.

Thank you.
[Dr. Hackman’s prepared stateme nt follows:]

AMERICAN PUHLIC WELFARE ASSOCIATION

S ta te m en t o f  Helen  Hackman,  M.D. 
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C crm it te e  on  I n t e r s t a t e  an d F o re ig n  Carm er ce  

U .S . House o f R e p re s e n ta ti v e s

on

H.R . 6706 -  The  C h il d  H ealt h  A ss es sm en t Act

September 8,  1977
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MR CHAIRMAN, MEMBERS OF THE SUBCOMMITTEE, I am Dr. Helen 
Hackman, Director of the Arlington County Department of Human 
Resources, Arlington County, Virginia, Director of Public Health 
and Welfare. I am a Pediatrician, Board Certified in Preventive 
Medicine, a member of the Board of the American Public Welfare 
Association, and a working mother. My career has been devoted to 
helping to meet the needs of deprived families with particular 
emphasis on indigent and medically indigent children. I am in com­
plete accord with the goal of the Child Health Assessment Act, that 
is to improve child health services. I particularly endorse your 
renewed emphasis on prevention. My commentary to you has two main 
themes, one is to point out what may be hazards or pitfalls in the 
Bill as presented and the other to make some suggestions as to how 
to improve the wording. To do this, I should like to share my 
experience with EPSDT. I recognize that other areas within the 
State of Virginia and elsewhere, cannot and may not provide the 
same quantity and/or quality of preventive care for children as 
does Arlington.

Arlington does not provide "screening" per se. A complete 
physical examination or well-child checkup is given six times 
during the first year of life, twice in the second year, once 
yearly until age six, and then in the fourth, seventh, and tenth 
grades, to every indigent or Medicaid child and every child from 
a medically indigent family. Immunizations are given routinely 
and are required for entry into child care centers or public 
school. The only difference in service rendered to Medicaid and 
non-Medicaid children is that for Medicaid, we complete a screening 
form and receive a ten dollar fee. It takes ten dollars worth of 
extra time and paperwork, and on occasion, we do not even bother 
to complete the form. The cost of the physical examination and 
laboratory tests is far more than ten dollars, with Arlington 
County and the State of Virginia making up the difference. Many 
families go on and off the Medicaid rolls, so we are not sure of 
the status of each child at any point in time, nor do we care about
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this. We are already serving a wider range of low-income children 
than is proposed in the Bill. We serve all children in low-income 
families not limiting preventive care to those under six years of 
age or those previously Medicaid eligible. However, the Health 
Division of our Department does routinely receive a copy of every 
new or renewed Medicaid card and every eligible child is offered 
the series of examinations outlined above.

Children are referred for treatment when it is indicated.
The Department does not have sophisticated diagnostic equipment, 
nor do we take care of sick children. We do have an excellent 
Crippled Children's Program partially funded under Title V and 
many children with chronically disabling and debilitating conditions 
are diagnosed and treated in this particular program.

In no way could we be considered a comprehensive child care 
center. The provisions of CHAP would, therefore, disqualify our 
participation in the new program. If feasible, we would continue 
to provide these services albeit with our meager reimbursement 
disallowed. Our services, particularly School Health Services, 
would be duplicative if the comprehensive care centers existed.
The fact is that they do not. I must also mention that with ‘•he 
exception of dental problems for which we do provide treatment, we 
find very few defects which need correction.

Let us look at some of the private providers, those private 
physicians who take care of the non-indigent children, yours and 
mine. Firstly, they choose not to participate in a program with 
minimal reimbursement and massive paper requirements. It is 
actually easier and more cost effective for private providers to 
identify a minor illness and bill for a sick child visit. There 
is little in the CHAP proposal to indicate that sufficient sums of 
money will become available to the states to pay enough to purchase 
private care. For treatment in the non-profit sector, a clinic 
visit in the Washington area currently costs as follows under our 
State-Local Hospitalization Program:

Children's Hospital $52.00
Georgetown University Hospital - $62.40
Arlington Hospital - $44.58
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In-patient care currently costs us from $236 to $336 a day, the 
maximum being at Children's Hospital.

Unless substantially more money is appropriated by the State 
Legislature, even if matched by 75 percent Federal funds, medical 
bills of this order of magnitude cannot be absorbed by Medicaid.

I should like to focus on another issue, that of outreach and 
followup. When patients do not keep appointments at our clinics, 
a home visit is made by a public health nurse. Even when there is 
no valid reason, two more broken appointments are allowed. Trans­
portation to clinic can be arranged if this is a problem. If the 
family still fails to attend clinic?, then the record is temporarily 
closed. We must face the fact that some mothers simply will not 
bring their children to the doctor unless they think they are ill. 
Some parents will not even sign the permission slip for their 
children to be examined in school. We can educate, cajole, per­
suade, but we cannot force them to come to clinic, nor would we 
wish to do so. Under the provisions of the Act, the state would 
be penalized for the failure of the parents. Private providers 
certainly will not make the effort that the local health depart­
ments do to get the children into care. Even more children will 
be lost in the shuffle, not less.

Children from poor families do have more sickness and more 
missed school days. They are also hungry, ill-fed, ill-housed, 
and ill-clothed. They live in an environment which precipitates 
ill health. Yet, the mothers of these children, worrying about 
where the next meal is coming from, that the gas is about to be 
turned off, the rats, the lack of warm clothing, cannot be blamed 
for missing appointments for screening examinations or well-baby 
checks.

Our new recent immigrant population, which of itself is 
expanding the Medicaid rolls, presents a new and different problem. 
These people have different cultural values and do not understand 
what we are trying to do or why, particularly if we talk about 
screening.

It is hard for a working mother to take the time off to keep 
medical appointments for her children. I know that from experience 
too.

Our welfare programs are already paternalistic. I do not 
recommend that we try to take away parental responsibility.

I recommend that states and localities be allowed to continue 
to provide preventive care to children and to refer to and work 
in coordination with other providers of medical care. I ask you 
not to penalize providers of current screening services for circum­
stances over which they have no control. I recommend that you con­
sider the appropriation of additional funds to provide the range 
of medical care which is needed to improve the health status of 
poor children, which is after all the goal of CHAP.
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Mr. Rogers. Thank you so much, Dr. Hackman. We will look a t 
your suggestions.

There is a live quorum.
Is there any member who does not plan to make it so that  

hearings could continue?
Mr. Maguire. I will be glad to run over and back, Mr. Chairm an.
Mr. Rogers. Why don' t we go now then. This is the second call.
The committee  will recess for 10 mintues to allow members  to 

answer the quorum call.
[Brief recess.]
Mr. Maguire [presiding]. The subcommittee will come to order.
Mr. Reilly, would you proceed with your statement .

STATEMENT OF GERALD REILLY

Mr. Reilly. I am Gerry Reilly, Deputy Commissioner of the 
Department of Human Services in New Jersey. We are the  depart­
ment with oversight  responsibilities  for the  medical assistance 
program, which in tur n has responsibility for administe ring the  
EPSDT program.

In addition, for two and a h alf years I was directo r of the medical 
assistance program and had direct responsibility for New Jersey’s 
implem entation of EPSDT.

I will confine my rema rks here to four points that  I would like to 
call your par ticu lar attention to afte r m aking  the  general stateme nt 
that  we are very much in favor of a comprehensive look at  legisla­
tive reform with regard to the  EPSDT program.

We welcome the  CHAP initia tive. We are  concerned, however, 
that  CHAP not scrap the positive lessons that  have been learned in 
EPSDT and ra ther  builds upon the  successes of EPSDT while 
learn ing from its failures.

I thin k th at  the  fact that the program has not been an unmiti­
gated success ought not lead us to  a n overreac tion of losing sight of 
the many accomplishments and sound principles  that have been 
developed through this  program.

We are very much in support of the  expansion of eligibility  to 
cover all children under six regardless of the status of the family 
who are in poverty. However, we would recommend that  this 
coverage be extended to all  children at leas t up to age 18. We don’t 
see the basis for the distinction between a child of six and a child of 
seven.

We also strongly agree with the  notion that  we will extend 
coverage to a child who is in a course of treatm ent following a 
screening by six months afte r eligibility  would have otherwise 
ended.

However, we would recommend that  a similar provision of ex­
tending coverage be provided to all children who are in a course of 
treatm ent and who would have th at  course of trea tment jeopardized 
by loss of eligibility, at least unt il the  completion of the ir course of 
trea tment.

I think this  might be a difficult process administrative ly to deal 
with, but I th ink  i t is within the realm of our capacity. I th ink  it is 
of fundamental importance.
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Our prime criticism of the present proposal involves the  notion of 
the  comprehensive care provider. It seems to me that  we are  in 
danger of putting all of our eggs into a nonex istent  basket.

We simply do not have the  a rray of comprehensive care providers 
th at  the  bill would seem to assume or assume that  we have the 
capacity  of developing over the  next 3 years.

I thin k tha t we have to recognize that  the medical delivery 
system is a plural istic system, and I think we would be bet ter 
advised to find out how we can adequately  tie into the  various 
aspects of that system.

We heard very excellent testim ony today with regard to the role 
of county health agencies. In our  Sta te we use physicians, we use 
well baby clinics, we use hospitals, we use frees tanding clinics, we 
use a varie ty of providers available to us.

To be faced with the  concept of re stric ting  ourselves to essentially  
one kind of provider, a comprehensive care center or a physician 
who was able to assume some of the  responsibilities of such a 
comprehensive care cente r I think is unrealist ic and would not be 
atta inab le, and probably would resu lt in the  diminution of health 
services available  to poor children  and not the ir expansion , which I 
am sure  is the goal of the  legislation.

We are  also concerned th at  the  bill is silen t with  regard to the 
notion of adequate and equiv alent care. As we all know, part icu­
larly  in State s that have been faced wi th severe Medicaid cutbacks, 
resources are  scarce, dollars  are  not available.

A premise in the New Jersey  EPSDT program has to be to 
identify those children who have not received adequate  equivalent 
care, make a special outreach effort with regard to those children, 
and get them into a course of treatm ent to attem pt to avoid 
rescreening a  child who is a lready unde r an appropr iate  regimen of 
care.

The statistics  in New Jersey with regard to screen ing for the 
laste st month  available show th at  we are reach ing about  11.7 
percent of the targ et population. Unless one un ders tand s that  when 
coupled with those children who have been determined to be under 
adequate equivalent care comes up  to 68 percent of the population, 
it seems to be a low figure.

We don’t thin k it is a low figure. We don’t believe th at  we are 
going to go much higher tha n that  over the  course of the  next 
several  years  because of ou r ability through our claims processing 
system to identify those children who are unde r care and avoid the 
necessity of making special outreach efforts to those children, so 
that  we make the most of the  very scarce dollars  that  we have 
available.

I think this  is a concept th at  perhaps ought to be explored as we 
reform the  EPSDT program, to see whe ther  with  th e onset of MMIS 
systems th roughout  the country, th at  more States will begin to have 
the capacity of developing that  kind of tracking  system.

The fourth  and final point I wan t to make is th at  we have not 
addressed in this bill a critical problem of reim bursement for 
ambu latory  care providers. We all talk about  preventive services 
and the ir importance,  and our excessive rel iance  upon inst itutional 
services.
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Yet, the medical assistance program requires that  we pay hospi­
tals  th eir actua l costs, will require that  we pay nursing homes the ir 
actua l costs, but is silen t with regard to the  costs we pay to 
individual practi tioners. We can pay them  wha t the market will 
bear.

Given the difficult fiscal situat ions in many States, what  the  
market will bear has drifted  down to a few cents on the dollar. In 
our State  we are paying about 50 cents on the  dollar of what the  
usual and customary fees are. This is one of the prim ary problems 
in recruiting physicians.

Physicians are the  cur ren t keystone of our hea lth  care delivery 
system. They a re likely to  cont inue to be the  keystone of our hea lth 
care delivery system.

It seems to me if we want  to do someth ing about  providing 
services to children,  we have to do something about providing 
adequate reimbursement  to all pract itioners who are on the  front  
line of ambulatory  care, physicians, dentis ts, so forth.

So in summary it is our hope that  this  legislation  becomes the 
vehicle for genuine improvement in the  current program and not 
take  the tact  of being an overreaction to some of the  more obvious 
shortcomings of the  present EPSDT program.

Thank you.
[Testimony resumes on p. 109.]
[Mr. Reilly’s prepa red statement and attachm ents follow:]
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STATEMENT OF GERALD REILLY, DEPUTY COMMISSIONER

STATE OF NEW JERSEY

DEPARTMENT OF HUMAN SERVICES

I a m Gerald Reilly, Deputy Cccmissioner of the Ne w Jersey Department of 

Human Services. I am here on behalf of the Commissioner of our Department,

Ann Klein and the Commissioner of the Department of Health, Joanne Finley. The 

Early a nd Periodic Screening, Diagnosis and Treatment (EPSDT) program is 

administered by the Medicaid Agency, Division of Medical Assistance and Health 

Services in the Department of Human Services. The Department of Heal th  has 

jurisdiction over many of the medical facilities and programs which are utilized 

in the EPSDT program as well as other components of the health delivery system 

in our State.

I am  very pleased to be here to testify on the proposed Child Health Assessment 

Program (CHAP). As past Director of the Medicaid program, I supervised the 

implementation of the EPSDT program in our State. I consider the EPSDT program 

to be one of the most progressive and beneficial reforms of the Medicaid program 

in that it not only pays for health services but attempts to insure that these 

children receive the needed medical services as well.

We believe that the EPSDT program across the country should be expanded and 

upgraded, but we also believe we have- made considerable progress in the program 

in our State in terms of improving the delivery of health services to eligible 

children. While we agree with  the goals of CHAP and man y of its provisions, 

there are also seme provisions in the bill which would undermind much  of the 

progress we have made in New Jersey and, we believe, interfere with attaining the 

goals of  CHAP. In order to understand our position on this issue it is important 

to understand the EPSDT program in New Jersey.

97-833 0  - 77 - 7
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THE EPSDT PROGRAM IN NEW JERSEY

Reran<;p of the long delay in promulgating final federal regulations for 

the EPSDT program and the subsequent need for State planning, the current automated 

EPSDT program was not implemented in New Jersey until February 1975. Oir interest 

in implementing the program was not  to fragment the health services in New Jersey 

by randomly establishing screening centers, but rather to act as a catalyst in 

educating providers about the EPSDT program and connecting these providers with  

recipients. Since private physicians are our single largest provider resource, 

most of the services under EPSDT are provided by  this group, followed by Independent 

Clinics and Hospital OPD's. (See Table I)

The Division of Medical Assistance and Health Services maintains and routinely 

updates a computerized provider file. Local Medical Assistance Units, in addition, 

seek out providers for participation on a regular basis and maintain current health 

resource files of all health related providers in their locality.

Children under the AFDC and SSI programs as well as children in foster care 

under the State supervision of the Division of Youth and Family Services are 

eligible for Medicaid to age 21. Children under the AFDC category also include 

those children who have a father present in the home. These families were previously 

under Aid to Families of the Working Poor, but have recently been reclassified 

under AFDC in order to receive comparable benefits. It is our understanding that 

these are the same children who would be eligible for services under CHAP to age 6.
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The Division of Medical Assistance and Health Services maintains a complete 

eligibility file including client's ages which is kept current by regular 

additions and deletions submitted by County Welfare Agencies for the AFDC category, 

by the Division of Youth and Family Services for foster care children, and by 

the Social Security Administration for the Supplemental Security Income (SSI) 

program. Persons eligible for EPSDT are readily identified by numbers assigned 

to individual members of eligible families as well as by  age.

All children under Medicaid are eligible for bll health services for which 

Federal Financial Participation is available. These services, including mental 

health and dental care services, are available on a continuous basis whether or 

not they are found to be needed as a result of  a screening. It has been New 

Jersey's position that every child does not need to be screened if they.obtain 

regular preventive and palliative health services. Thus we have concentrated our 

EPSDT program on children not receiving adequate services and have attempted to 

link them up wi th a provider who will service them on a regular ongoing basis so 

they don't need to be screened again and again.

Direct determination of individual applicants' eligibility for medical assis­

tance and the provision o f social services are the responsibilities of the 21 

County Welfare Agencies (CWA's), the District Offices of the Division of Youth 

and Family Services, for those children under the supervision o f the State, and 

the Social Security Administration (eligibility onl y) . The Division of Youth 

and Family Services also monitors the County social service delivery systems and 

offers technical assistance to assure that eligible individuals and families are 

provided with effective social services in accordance with Federal mandates and 

the State Plan for Social Services.
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The Division of Medical Assistance and Health Services arranges for 

outreach to Medicaid eligible children in a variety of  ways. All eligible AFDC 

recipients are informed of the EPSDT program in the initial interviews at the 

CWA's and are issued an EPSDT pamphlet. About 75% of our screenings are a result 

of referrals or eyaminat-inn*; by the providers themselves. The Medicaid Division 

has worked closely with neighborhood health centers, day care centers, community 

action programs, and schools to outreach these children. EPSDT program information 

is included in monthly County Welfare newsletters to recipients. A  bilingual 

brochure explaining EPSDT is mailed to all AFDC families and children in foster 

care annually. We have been provided T.V. spot announcements regarding the EPSDT 

program in addition to having appeared on TV and radio talk shows. The Division 

of Youth and Family Services Monthly Foster Parents Newsletter also includes a 

"Medicaid Memo" which frequently includes information on  EPSDT.

One of the most effective methods we have used  for outreaching those most in 

need and for follow-up is utilization of the EPSDT computer sub-system which generates 

notices for those children in need of these medical services. Monthly review of 

paid claims for Medicaid services rendered to the EPSDT target population provides 

a computer generated notification known as the EPSDT Referral Report Form MC-19, 

(Attachment A) for each individual who is an underutilizer according to the 

predetermined parameters for care adequate to or equivalent to EPSDT. These 

parameters were established by the Medicaid Agency wit h Federal approval.

The screening provider (physician, clinic or hospital) indicates the results 

of the screening examination, including referrals for diagnosis and treatment, on 

the EPSDT Referral Report form. The screening provider sends in the Referral form 

along with  his claim for payment (Attachment B) to the Medicaid Fiscal Intermediary.
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The Intermediary's computerized EPSDT sub-system notes any needed referrals in 

the recipient's file and subsequently sends a copy of the Referral Report form 

(indicating date of screening and referrals which need to be followed-up) back 

to the CWA's or the Division of Youth and Family Services' District Offices for 

timely follow-up by social service staff. These MC-19's for underutilizers are 

sent to the CWA or Division of Youth and Family Services District Office for the 

social service workers to contact the family and explain the value of EPSDT and 

to assist in setting up an appointment with an EPSDT provider. The MC-19 form is 

sent with the patient to the servicing provider. Through required documentation 

in the CWA client case record and log (Attachment C) we are able to determine if 

follow-up was carried through. This system has been very effective; a sample 

study disclosed that services were initiated for about 95$ of children requiring 

follow-up.

Currently the school age population (age 6-16) is not included in the MC-19 

computer generated notification to eligibles; school age eligibles are, however, 

offered EPSDT services through provider initiative, social service contact with 

newly eligible families and through annual mailings. We have surveyed the quality 

of school health services and are attempting to identify and utilize, through 

demonstration projects, those school districts which are able to provide.EPSDT 

equivalent care without additional cost to the taxpayers. It is planned that 

ultimately all school age children for whom the schools do not provide equivalent 

care will be included in the computer generated notification process.

In June 1977, there were 4,349 EPSDT screening examinations, of which 57.6$ 

were given to children between the ages of 6 and 20 (Table 2). More than 42.0$ 

were found to have referrable conditions, with 39.1$ of them under age 6. Almost
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611 of the children with referrable conditions were between the ages of 6 and

20.

About 11.71 of the total eligible children were screened under EPSDT (Table 3). 

Though this figure appears low, if we add the number of children who were 

currently receiving adequate care to the number screened this figure increases 

to 68.71 of the total eligibles. This leaves 31.31 who were in need of screening, 

sane of whom had refused screening or were currently receiving sane degree of 

medical care possibly through other than the Medicaid program.

In conclusion, our EPSDT program benefits the eligible children in our State 

in that emphasis is placed on those children under six who are most in need of 

this service and by making available all services for which FFP is available.

We also feel it is important that we include those children who are included under 

our AFDC program and have a father present in the household. We feel that a 

remarkably high nonber of children who are screened are receiving services as our 

sample study indicated.

Nevertheless, we feel that our program can be improved. We wo uld like to 

increase our screening rate and include those children between the ages of 6 and 

16 within our computer notification system. We would also like to recruit more 

providers, especially those providing comprehensive care. These objectives could 

be met with added Federal support and remedial legislation. CHAP, wi th  appropriate 

amendments, is a start in that direction.
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CHAP LEGISLATION

As mentioned earlier, we agree with the goals of CHAP which are to expand 

the availability of health care, to increase the number of children eligible for 

such care, to assure continuity of care, to increase immunization levels, and 

to provide incentive to states to arrange for quality health care for children. 

Though we do not believe that CHAP as it is now written can meet most of these 

goals, we do support some provisions in the bill which would have a salutary 

effect in improving the EPSDT program.

1. We support the inclusion of children which CHAP describes as income 

but not categorically eligible under Title IV-A. We agree that 

CHAP should not conflict with one of the administration's goals of 

welfare reform, which is to end discrimination against welfare 

families where the father is living in the household.

2. We agree that children under CHAP should be eligible for all medical 

services for which FFP is available. This is our policy in

New Jersey. We should not treat part of the child but the whole 

child. Children are the most valuable resource in our society; 

we should accept nothing less than the highest quality medical 

care for those children who are most in need of this care.

3. We support the six months extension of Medicaid participation 

for those certain children who would otherwise become ineligible 

for these services and have recently been assessed while under 

the program and are involved in an incomplete course of treatment.
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Our turnover rate in New  Jersey for Medicaid recipients is about 

251 per year and it is often important to continue treatment for 

those children who have been diagnosed as in need of care. This 

provision would be extremely difficult to administer, however, 

since each child within the same family would have to be monitored 

separately. We feel, however, that the benefits to these children 

outweigh the costs to the states and Federal government.

4. We agree that the states rather than the providers should be 

responsible for outreach. The states are in the best position to 

provide the social services and coordination whi ch  are necessary 

for this function.

I
5. We support the 754 FFP for services under this program. Given the 

difficult fiscal situation faced by our State, such an  increase 

would be essential to enable us to afford the costs of providing 

services to additional eligible children and currently eligible 

children for a longer period of time.

6. We support the financial incentive to states for good performance. 

The Federal Government has too often relied on negative sanctions to 

enforce its programs. This will not be a viable incentive, however, 

if the standards for good performance are set unrealistically high 

by the Secretary. We  recommend that the standards be set at a 

level where at least 25% of the states would be eligible for the 

incentive.
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Though we approve of the above provisions, there are other provisions in 

this bill which would not only make the goals of CHAP unattainable, but would 

undennine what progress we have made under the EPSDT program as well. Some of 

the more salutary provisions of the bill also need to be expanded in order to 

have a significant impact.

1. We are completely opposed to CHAP's requirements for all providers which 

must be met within a three year period. These requirements could not possibly 

be met by most of the private physicians on whan we heavily rely to provide 

services under the EPSDT program. Even many of the clinics which we utilize 

would have difficulty meeting all of the requirements. It is unrealistic to 

expect that physicians would be willing, even if they were able, to meet these 

requirements since the bill provides no incentive to do so. These children make 

up only a very small percentage of the patients seen by our providers and it is 

very unlikely that they will restructure their entire delivery of service in 

order to serve children for whom they already are being reimbursed at a very 

low rate.

Recruiting adequate numbers of providers is already a problem in our 

State under the current program. If we insist that all providers provide, 

within three years, follow-up, comprehensive care, and reports to the State and 

Federal Government documenting these efforts subject to onsite federal CHAP 

audits, as well as sign a contract to insure that these services will be provided, 

we would have a dramatic decrease in the number of providers willing to participate 

in the program. In other words, this provision would result in a decrease in 

the availability of health care and not an increase. We could not possibly meet
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the requirement until enough comprehensive care providers are established in our 

State and the bill provides no incentive for providers to develop this type of 

service. A  possible remedy is suggested further on in the testimony.

2. We  recommend that the State and not the providers be responsible for 

follow-up as well as outreach. Both of these functions often require social 

services in the field which clinics and physicians are usually unable to provide. 

It is also not productive to separate the outreach and follow-up functions 

since it often results in discontinuity of service. Our hig h follow-up rate, as 

previously explained, supports the inclusion of this function within the stat e’s 

responsibilities.

3. The upper age limit under the CHAP program should be reduced to 18. The 

lowering of the age to 18 would be in conformity with  other local, state, and 

federal laws which use this age for the separation of adults and children.

4. Likewise, those children who are income but not  categorically eligible 

under Title IV-A should also be covered to the same age as the other children in 

the program. A  child clearly should not be discriminated against on the basis of 

age simply because his or her father lives in the home. These children have the 

same medical needs as the other children.

5. CHAP provides that treatment of mental illness, mental retardation, or 

developmental disabilities, and dental care may not be provided by the states if 

these conditions are not discovered during an assessment. We feel treatment for 

these conditions should be made available on a continuous basis as a preventative 

measure. This is currently our policy in New Jersey.

6. The effective date of the legislation should be extended until at least 

one year after the Secretary has promulgated the rules and regulations for CHAP. 

Under EPSDT, the delay in promulgation of rules and regulations resulted in gTeat 

uncertainty in how  the program was to be structured and administered. One year 

after development of final regulations should be sufficient time for us to plan 

the initial phases o f the program.

7. Uniform national standards regarding periodicity should be promulgated 

by the Secretary in accordance with  the latest standards for health care estab­

lished by  the American Academy of Pediatrics.
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A PROPOSAL TO PROVIDE INCENTIVES TO PROVIDERS IN CHAP

The greatest deficiency of the CHAP legislation is that it makes great demands 

on providers to provide comprehensive care but provides no incentives to do so.

This problem is exacerbated by the fact that about 87% of our EPSDT exams are 

performed by private physicians in our State, few of whom could meet CHAP 

requirements for providers. Even under EPSDT, we have been unable to recruit a 

sufficient number of providers who can provide high quality medical care partly 

because of our low reimbursement rate to providers for services rendered to these 

children. Oir current rate is 524 of parity based on UCR  rates as established 

by the Medicare update of July 1, 1977 and we have been unable to increase this 

rate because of  budget limitation.

Low rates of reimbursements to providers is a problem in other states as 

well and is one of the greatest barriers to an effective delivery of service in 

the EPSDT program nationally. These problems are ignored in the CHAP legislation 

as are the additional paperwork problems for providers. Though CHAP provides 

incentive to states for good performance, it does n ot provide incentive to providers, 

which may be even more important.

We are, therefore, proposing a more incremental approach to this problem with 

appropriate incentives to providers. States should be reimbursed by the Federal 

government at a maximum rate of 904 for those providers who meet all of the 

CHAP requirements. This higher rate of reimbursement to states would provide funds 

for states to increase their reimbursement to these providers. The legislation 

could require that rates of reimbursement to these providers be increased, or 

set at an adequate level. The states .-ould be reimbursed at a maximum of 754 for 

those providers who are unable to meet all of the CHAP requirements. These providers 

woul d be reimbursed at the lower, prevailing rates b y the states.
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This provider incentive in our state is necessary in order to develop, upgrade, 

and recruit comprehensive care providers which are necessary before the goals of 

CHAP can be realized. No state can completely meet the goal of comprehensive care 

for every eligible child until those providers have been established and are 

willing to participate in the program.

Pecan<a» of our heavy reliance on private physicians, it is unrealistic to expect 

that these providers can be replaced with comprehensive care centers in the near 

future. It would also be undesirable in that many private physicians can provide 

medical services to these eligible children at a lower rate than canprehensive 

r a r e centers. We also believe that there should be a variety of providers available 

from which the parents or guardians of these children can choose as most appropriate 

to meet the special needs of their children. States should also be allowed to use 

added federal funds to encourage the development of innovative approaches to the 

delivery of health services to these children.

90t FFP for these providers who meet CHAP requirements woul d demonstrate a 

greater coranittment by the Federal government to improve the health delivery system 

in our country. These added funds would not only aid children under CHAP, but all 

children who utilized these canprehensive care providers wh ich were developed as 

a result of this increased FFP.
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CONCLUSION

We feel that we have made considerable progress under the EPSDT program 

and that this program needs to be strengthened and not scrapped in favor of a 

totally new program. This program has only been operational in our State in 

its current automated method for about two and a half years and it would be 

premature to abandon many of the components of this program in such a short 

period of time.

CHAP greatly underestimates the problems of achieving its stated goals.

The EPSDT program is a part of the much larger health delivery system in our 

country and complete reform of the program cannot take place until the larger 

system is reformed as well.

Nevertheless, we do feel the program can be improved and support provisions 

in the bill which would upgrade the program. We have suggested a more incremental 

approach which we feel takes into consideration the complexities and problems 

which face reform of this program. We are confident that if Congress and the 

Administration support the goals of CHAP, practical and effective reform legis­

lation can be enacted that will build on the experiences gained through the 

EPSDT program, and not merely overreact to its more obvious shortcomings.



STATE OF NEW JERSEY  
DEPA RTMENT OF HUMAN SERVICES 

DIV ISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES

EPSDT REFERRAL REPORT

1. PATIENT’S NAME AND ADDRESS ( if  known) SEX

FOR OFFIC IAL USE ONLY

CWB -------------------------------------------------

FIELD OFFICE )»______________,____
SOCIAL W Q R ^R  r

AGE MEDICAID NUMBER 
AND PERSON NUMBER

FULL CASE NAME Last_________________________First________________ MI __________________________________

2. TO BE COMPLETED BY SOCIAL WORKER
If , follow ing contact, the client does not wish to be screened, or  is ineligible, please check the appropria te block and return immediately 
to THE PRUDENTIAL INSURANCE COMPANY. P.0 BOX 1900, M ILLV ILLE . NEW JERSEY 08332.

CURRENTLY RECEIVING CARE FROM
----------- Not Medicaid Eligible (A ) ______ Well Child Conference (G)
----------- Not Able to be Contacted (B) ______ Neighborhood Health Center (H)
______ SCREENING Ref used (C) ______ HeadStart (I )

______ School (J)

f/Faw/adfeS Pa/vnr/Parenr-Penon F 1 '  '
______ Physician _________________________________ (M)

_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  _______________  II  phyncian. Print Name and Addreu
Social Worker Signature Date -----  — ■ ----------- ------------

3. TO BE COMPLETED BY SOCIAL WORKER ONLY IF NUMBER 2 DOES NOT APPLY
The above-named parent (parent-person) has been interviewed and has agreed to  obtain services for  the listed patient. Medical screening 
of this recipient  is approved provided that this  form is presented to  a Medicaid participating New Jersey Physician. Approved Indepen­
dent Cl inic, Approved Well Child Center, or participat ing Hospital Outpatient Department, along wit h a Medicaid iden tification. « rd  
valid at t ime the service is to  be rendered. <

Social Worker Signature and Title Date luued
County Welfare Board-Agency

Parent/Parenr-Perton Signature

4 TO BE COMPLETED BY SCREENING PROVIDER AND FORWARDED WITH CLAIM FOR PAYMENT TO YOUR MEDICAID 
CONTRACTOR. Send two Contracto r’s Copies wi th your claim. You may not screen this patient more than once a year; follow-up 
services to this patient are billed according to established billing procedures. I f the patient is referred to  another provider, please 
print (or type) the provider's name and community, if  known, in the last column below; otherwise indicate the referral w ith  an “ X. ”

[ ] YES NO [ ) H “NO. " leave column below blank. It  “YES." place an "X" ii

PROBLEM AREA NEWLY DETECTED
OR SUSPECTED 

DEFECT
TREATED BY ME 
(THIS FACILITY)

NO REFERRAL 
OR TREATMENT 

NEEDED
REFERRED FOR TREATMENT AND/OR DIAGNOSIS 

-  REFERRAL SOURCE. IF KNOWN

Visual (1)

Hearing (2)

Dental (3)

Lead Poisoning (4 1
Other Problem -  (5)
Indicate Appropriate 
Body System:

1 CERTIFY THAT THE ABOVE NAMED PATIENT HAS BEEN EXAMINED IN ACCORDANCE WITH NEW JERSEY 
MEOICAIO PROGRAM PROCEDURES AND STANDARDS FOR EARLY AND PERIOOIC SCREENING DIAGNOSIS
AND TREATMENT. AND WHEN MEDICALLY INDICATED WAS TREATED BY ME (THIS FACIL ITY) OR REFERRED 
TO AN APPROPRIATE PRACTITIONER OR FACILITY FOR FURTHER DIAGNOSIS AND/OR TREATMENT. AS 
INDICATED ABOVE.

BFEORF S1GSTNG. SEE THE BACK OF THIS FORM FOB THE COLLKCT1VE PROCEDURES THAT CONSTITUTE AN 
EPSDT SCREENING EXAMINATION.

PRINT OR TYPE, Provider N .n . end Addrew
Provider Sl«nature Date of  Service

MC -19  (Rev. 2-77)
Social Security Number or Employer ID Number 

CONTRACTOR'S COPY Medicaid 80385 Ed. 2-77



D E F IN IT IO N  O F E PS DT

Com plete in itial  or interval history
Measurements (properly  recorded), height and weight, head circumference to age 2 5 months 
Physical and mental development assessment
Complete physical exa minat ion  including denta l, vision and hearing screening and blood pressure

determination from age 5 up by physician or nurse practitioner under direct supervision of a physician.
Assessment o f imm unization status and initiation  of  steps to  update immunizations.
Referral of all correctab le abnormalities uncovered or  suspected for further diagnosis and treatm ent.

The following la boratory  procedures may be performed if  m edical ly indicated:

Hemaglobin or  Hematocrit
Urinalysis (no less than fou r test d ipstick )
Tubercu lin
Sickle-cell Test 
O VA  and parasites
Lead Screening for specimen to be sent to  S tate De partm ent of Health  Lab orato ry for lead screening 
Other Lab ora tory tests as m edically indicated.

Lab ora tory procedures performed by a physician fo r his patients in his of fice are reimbursable to  the physician; 
if  pe rformed by outside independent laboratories, the laborato ry must bi ll.  The Medicaid Program does not 
reimburse for d ipstick  test; however, microscopic tests are reimbursable.
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CASZ HO.

CASZ WORKS?.

DATE:
:jed. elig  
TRANS. Y » F  IB" 

PATIENT'S NAME

Rzq.

_PHOMZ H0._ 

DEL.

BIRTH
DATZ

DATZ SERVICE SCREENING
ZPSET RZQ. Yes ~NS"

RZC'D IE 19 FROM PRUD. INS. CO?

"PHSCd
HO.

LOG:
DATE ACTION TAKEN REMARKS

social .-/cssa Eas e
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D ep ar tm en t o f  Human S e rv ic e s  
D iv is io n  o f  M ed ic al  A s s is ta n c e  an d H ealt h  S e rv ic e s  

New J e r s e y  H e a lt h  S e rv ic e s  Prog ram

T ab le  1 Number o f  Exams an d Pa ym ents fo r  
Exams by  Type o f  P ro v id e r , Ju ne 1977

Typ e o f  P ro v id e r Number o f  Exams T o ta l
Perf orm in g  S cre en in g Per fo rm ed Pa ym en ts

T o ta l 4,3 49 $96,1 82.4 9

O u tp a ti e n t H o sp it a l 50 2 ,6 2 7 .2 3

In d ep en d en t C l in ic 495 7 ,9 2 0 .5 0

Physi c ja i 3 ,8 04 85 ,6 3 4 .7 6

T ab le  2 EPSDT S t a t i s t i c a l  R eport  fo r  Ju ne 1977

T o ta l 0-5 6- 20

Pa ym en ts $9 6, 18 2 $4 2, 49 7 $5 3, 68 5

Number Scr ee ned 4,3 49 1, 842 2, 50 7

Number w it h  R e fe r ra b le
C o n d it io n s 1, 85 9 727 1,1 32

P e rc e n t w it h  R e fe r ra b le
C o n d it io n s 42 .7 * 39 .5 * 45 .2 *

Number o f In d iv id u a ls
Scre en ed w it h :

V is u a l pro ble m s 125 38 87
H ear in g  pr oble m s 42 15 27
D en ta l pr oble m s 202 41 161
Lead  p o is o n in g 33 24 9
O th er 1, 62 9 647 982



1
D

e p
ar

tm
en

t o
f 

H
um

an
 S

er
v

ic
es

 
D

iv
is

io
n

 o
f 

M
ed

ic
al

 
A

ss
is

ta
n

ce
 

an
d 

H
ea

lth
 S

er
v

ic
es

 
N

ew
 J

er
se

y
 H

ea
lth

 S
er

v
ic

es
 

Pr
o

gr
am

T
ab

le
 3

 
N

um
be

r 
o

f 
P

er
so

ns
 

S
cr

ee
ne

d 
an

d 
N

um
be

r 
w

it
h

 R
ef

er
ra

b
le

 C
o

n
d

iti
o

n
s

C
ou

nt
y

N
um

be
r 

S
cr

ee
ne

d
N

um
be

r 
R

ef
er

ra
b

le
 

'w
it

h
C

on
d

iti
o

n
s

P
er

ce
n

t 
w

it
h

 
'■ 

R
ef

er
ra

b
le

 C
o

n
d

iti
o

n
s

Ju
ne

FY
TD

FY
TD

 P
er

1,
0

00
 E

li
g

ib
le

s
Ju

ne
FY

TD
Ju

ne
FY

TD
 .

T
o

ta
l

4,
3

49
44

,8
68

11
7

1,
8

59
19

,7
64

42
,7

44
.0

A
tl

an
ti

c
23

3
2,

7
21

14
8

97
90

1
41

.6
33

.1
B

er
g

en
10

1
1,

1
95

14
7

21
28

4
20

.8
23

.8
B

u
rl

in
g

to
n

24
6

2,
7

40
24

4
11

1
1,

1
44

45
.1

41
.8

Ca
m

de
n

42
1

4,
8

00
12

0
28

7
3,

3
96

68
.2

70
.8

C
ap

e 
M

ay
47

39
6

12
5

14
11

7
29

.8
29

.5
C

um
be

rl
an

d
22

9
2,

3
82

22
5

93
87

9
40

.6
36

.9

E
ss

ex
83

1
8,

6
19

88
38

7
4,

3
16

46
.6

50
.1

G
lo

u
ce

st
er

12
0

81
8

11
4

39
31

0
32

.5
37

.9
H

ud
so

n
39

3
1,

9
39

44
74

81
1

18
.8

41
.8

H
un

te
rd

on
27

18
4

16
1

10
59

37
.0

32
.1

M
er

ce
r

40
6

3,
9

74
19

6
27

9
2,

3
66

68
.7

59
.5

M
id

dl
es

ex
23

4
2,

7
00

13
2

85
85

5
36

.3
31

.7

M
on

m
ou

th
27

2
3,

2
98

15
4

63
53

8
23

.2
16

.3
 ,

M
or

ri
s

86
1,

0
24

19
8

27
37

7
31

.4
36

.8
O

ce
an

97
1,

0
31

77
19

26
0

19
.6

25
.2

P
as

sa
ic

26
5

3,
7

79
12

3
12

6
1,

9
87

47
.5

52
.6

Sa
le

m
64

38
1

12
0

31
15

3
48

.4
40

.2
S

om
er

se
t

53
75

8
19

8
9

17
5

17
.0

23
.1

S
us

se
x

41
45

5
19

6
16

16
2

39
.0

35
.6

U
ni

o
n

16
6

1,
5

10
91

61
61

1
3

6
.7

40
.5

N
ar

re
n

17
16

4
78

10
63

58
.8

38
.4



109

Mr. Maguire. Thank you. We only have about 5 minu tes before I 
have to go back for a vote.

Mr. Reilly, New Jersey,  as you well know, showed up very badly 
on the  Child ren’s Defense Fund study, EPSDT performance across 
the  country. You have put  a different inte rpre tation on the  com­
puter tracking  system here,  which attempts to make the  case that  
unde r Medicaid you can make assumptions about how people are 
being covered with respect to receiving hea lth  care.

I am wondering how you distinguish  on a computer between 
somebody who has a broken arm  and comes in to have it fixed and 
somebody who is getting a thorough screening in the  sense that 
EPSDT was in tended to provide, and that  certainly CHAP would be 
intended to provide.

Are we kidding ourselves?
Mr. Reilly. N o. First of all, with regard to th e Child ren’s Defense 

Fund, that  was an extremely excellent , fine report. The difficulty 
with New Jersey is that  it was dealing with data from 1975 and 
perhaps some 1976 dat a—I think  we were runn ing less—several 
hund red screens  per month. We are  now 4,000 per month.

Tha t aside, I think it is possible in selecting appropr iate  param­
eters  in your screening system, your compu ter system, th at  you are  
sure  that  the  children that  you select ought not to have been 
outreached, have in fact come under adequate equivalent  care.

It is not one visit to the doctor pe r year. It is a series of visits, it  is 
certain kinds of procedure codes.

Mr. Maguire. And all of th at  can be programmed in?
Mr. Reilly. Oh, yes. The other thin g about  the  screen—it has 

always been our assumpt ion th at  the  screens  could be raised over 
time, that  we had a constantly more ambitious definition of what  is 
an adequate equivalent set—course of tre atm ent or regimen of care, 
and that  over time you can raise  those screens and then you 
gene rate more children to be outreached.

I would point out, Mr. Chairman , tha t this outreach effort in New 
Jersey is over and beyond all of t he requ irements  of EPSDT. This 
computer generated  outreach through the  county welfare agencies 
for the  preschool children is not a requirement. It is an embell ish­
ment, it is something that  we do th at  we don’t have to do.

We do in tend  to extend that  concept to the  school age population 
as well. But, it is not a requ irem ent of th e program. It is an extr a 
outreach effort.

Mr. Maguire. I thin k this  will requ ire some fur the r discussion, 
which we don’t have time for righ t now.

Ms. Shenberger, does the Sta te of Pennsylvania Medicaid office 
reimburse pediat ric nurse  prac titioners  for EPSDT services?

Ms. Shenberger. Not directly.
Mr. Maguire. Do they do it indirectly? What does not directly 

mean?
Mr. McKittrick. We allow pedia tric nurse  prac titioners  to par ­

ticipate in the  screening room, b ut the ir work has to be under the 
supervision of a licensed medical physician. Tha t physician would 
sign the  invoice, the  bill would go to  him. We do not allow nurse  
prac titioners  to invoice on the ir own.
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Mr. Maguire. Is that  a policy which you think might usefully be 
reviewed?

Mr. McKittrick. It is under  review righ t now. We feel by this 
October we will be allowing pediatric nurse  pract itione rs to bill 
directly  for Medicaid services.

Ms. Shenberger. One of the  problems with this  legislation, 
though, is that  in relat ion to our school hea lth initia tive we are 
beginning  to question whether that kind of service provided by a 
nurse  p racti tioner would be reimbursible under this  program at  the 
increased reimbursement rate. If not, there would be very littl e 
incentive for the  State agency to parti cipa te in a program where 
nurse  prac titioners were the main providers.

Mr. Maguire. C learly it is a resource which is being inadequately  
used at this time.

Ms. Feldman, on medical case management . If we are talk ing 
about continuity, and we want people to get comprehens ive preven­
tive care, and so on and so forth,  who is going to be willing to do 
case management? How are we going to get them to do it?

Ms. Feldman. In Minnesota, local welfare agencies curr ent ly do 
it. I thin k they could do a bett er job of it. But I think having it 
centralized at least  at the  county level, th at  kind of case manage­
ment would be fa r preferab le to having that  responsib ility on every 
individua l provider of service in the  State.

In othe r words, righ t now local welfare-----
Mr. Maguire. In other words, they would not do the case manage­

ment  even if somebody else was doing the  trea tme nt?
Ms. Feldman. Tha t is what the bill appears to say to me, tha t if 

they  refer  a child this  provider would need to provide the  medical 
case management to th at  child that  they  referred out. Our feeling 
very strongly  is that  most of those providers  would not be able or 
willing, it depends on your definition, to do tha t.

Mr. Maguire. Okay. I very much r egret the  problem of time here. 
We a re having a lot of quorum calls and votes this  afternoon. We 
will be in touch with you for fur ther questions, if we have anything  
futh er to discuss. I f you have any additional points you would like 
to make, please be in touch with the  committee.

We stand in recess for 10 minutes.
[Brief recess.]
Mr. Rogers. The subcommittee will come to order, please.
The next panel will be made up of Marian Wright Edelman, 

Director and Wendy Lazarus, Hea lth Specialis t of the  Child ren’s 
Defense Fund; Helen K. Blank, Executive Director, American Pa r­
ents Committee on behalf of members of the  Hea lth Cluster  of the  
Coalition of Chi ldren and Youth; and William Scheutz, who is the 
staf f attorney  of the National Health Law Program.

Your statements will be made a part of th e record in full and it 
would be helpful to the  committee if you could make your remarks  
in the 5-minute period of time.

STATEMENTS OF WILLIAM SCHEUTZ, STA FF ATTORNEY, NA­
TIONAL HEALTH LAW PROGRAM; MARIAN WRIGHT EDELMAN,
DIRECTOR, CHILDR EN’S DEFEN SE FUN D, ACCOMPANIED BY
WENDY LAZARUS, HEALTH SPECIALIST; AND HELEN K. BLANK,
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EXECUTIVE DIRECTOR, AMERICAN PARENTS COMMITTEE, ON
BEHA LF OF THE MEMBERS OF THE HEALTH CLUSTER OF THE
COALITION OF CHILDR EN ’AND YOUTH, ACCOMPANIED BY
DONNA BROWN, DIRECTOR

Mr. Scheutz. Mr. Chairman, I am William Scheutz. I bring a 
rat he r unique  perspective to this  hearing  in the  sense that  I work 
for the  National  Hea lth Law Program, which is a program whose 
purpose is to assist legal services programs in br inging the  lit igation 
on beha lf of low income persons.

For the  past 3 years  the  National  Hea lth Law Program has 
helped legal services a ttorneys in bringing l itigat ion which has been 
aimed at implementing EPSDT programs in those State s which 
have been reluctant  to do so on the ir own.

For the last year, I have done work of this sort myself, and over 3 
years  ago I participated in litiga tion of this  sort.

There  have been many problems over the  course of the  last  10 
years  which have prevented EPSDT from being properly  imple­
mented. It is the  position of our Program that  the  new CHAP bill 
mus t rectify these  problems, or we cannot support the bill.

However, we do feel also that  th e problems with the bill a re those 
that  can be easily rectified through the  use of clear and well 
thought out language.

Overall, the re are two problems with  EPSDT. One is that  there 
are  too few requirements, and the  second is that  many of the 
requirements  which exist are in a form which are  very clouded and 
unclear and uneasy  to underst and  and to implement.

Specifically, in EPSDT there  a re these  five problems. There  is no 
screening package; t ha t is to say, S tates are  not required to provide 
certain types of screening. It is simply t ha t screening mus t be early 
and periodic, it must be for men tal and physical ailments.

By implication HEW has said it mus t be for hearing, vision and 
dental , since the re must be tre atm ent for those items.

Treatm ent  is also very limited. It is limited to the Sta te plan and 
to hearing, vision and dental problems.

Perhaps most impor tantly , the re are very ineffective require­
ments  regarding the  involvement of eligibles in  th e program; that  is 
to say, those things that  we normally refer to as follow up or 
outreach are  not set forth  in the  kind of language th at  makes it 
clear  to State s wha t they are  to do.

There  are  no achievement criteria . Instead , State s are  told that  
they  should make this  atte mpt or th at  attempt , cert ain efforts to 
achieve certain things. But they  are  not told they  must  screen a 
certain percen tage of children, they  are not told they mus t diagnose 
a certain percentage  of children or must  tre at  a certain percentage 
of children.  I feel that  achievement crit eria of this  sort is def initely 
needed.

There  is very limited and ineffective enforcement. Basically, 
there is a  reduct ion in the gra nt for the  failu re of Sta tes to follow 
certain limited penal ty provisions. There is not another  type of 
enforcement as throu gh injunctive relief. The type of enforcement 
which exists is subject to the  reconsiderations process, and it is 
limited stric tly for violations of the  pena lty provisions.
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The question then  becomes w hether or not  CHAP rectifies any of 
these  problems. •

I would like to sta rt out by saying that though we unde rstand 
th at  CHAP is not a comprehensive  heal th care program for chil­
dren, the  CHAP preamble itself  stat es th at  it is simply  to 
strength en and improve the  EPSDT program.

We have nothing against limited goals in  this  respect. However, 
we feel that  any bill which undertakes to improve ano ther  piece of 
legislation  should at least accomplish those ends.

Especially in this case where there is increased eligibility  and 
perhaps increased services, States are already somewhat reluctant 
to provide EPSDT as it cur rently stands. They need to be clearly 
told w hat is expected of them with regard to an increased program.

Quite the  contrary, however, CHAP does not clearly  set forth 
what  is required.

The two problems with CHAP overall is th at  the re is a lack of 
definition of terms. Perhaps this  can be solved with  regulations.

Secondly, there  is a  lack of conformity between terms. The most 
obvious example of this is th at  the legislation requi res primary care 
and assessment, but does not define either term.

Mr. Rogers. Would you like to have a concluding sentence?
Mr. Scheutz. Yes. Simply this —that these  term s need to be 

conformed, terms  such as appropria te care and services, minimum 
diagnosis and trea tme nt, outreach, follow-up, case management , 
case tracking. Those kinds of term s need to be clearly  defined.

There  needs to be conformity among the  diffe rent provisions 
with in the  act to make sure when we talk about case track ing in 
one place we are talk ing about case management in another.

When we are talking about  primary care, we are talking about 
diagnosis anu trea tme nt, or we are not talk ing about it.

Mr. Rogers. May I suggest to you too tha t the  committee  would 
be pleased to receive suggested language.

Mr. Scheutz. Yes, we would be willing to provide that .
Than k you.
[Mr. Scheutz prepared stateme nt follows:]
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STATEMENT
OP

THE NATIONAL HEALTH LAW PROGRAM 
TO

THE SUBCOMMITTEE ON HEALTH AND THE ENVIRONMENT 
COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE 

ON
THE CHILD HEALTH ASSESSMENT ACT OP 1977, S. 1392 

SEPTEMBER 8, 1977

Mr. Chairman and Members of the Subcommittee:
My name is William Schuetz. I work as a staff attorney 

for the National Health Law Program in Santa Monica, California.
The National Health Law Program, or NHeLP, is a California 

non-profit corporation funded by the Legal Services Corporation 
to provide technical and legal assistance to legal services 
attorneys nation-wide whose low-income clients have encountered 
difficulty in obtaining needed health care. During the last 
five years NHeLP has helped many of these attorneys with much 
of the litigation which they have brought to compel States to 
implement their Early and Periodic Screening, Diagnosis and 
Treatment (or EPSDT) programs for children on Medicaid.

We on the staff have observed first hand the many problems 
encountered in implementing or enforcing the law as it is 
currently written, and we have formed some opinions regarding 
the resolution of these problems. Similarly, we have followed 
with interest and concern the President’s proposal to strengthen 
and improve the EPSDT program through the Child Health 
Assessment Act, or CHAP, and we have formed some opinions 
regarding the effectiveness of this effort. We appreciate 
this opportunity to share these observations and opinions with 
you.

The Problems with EPSDT:
Ten years ago, when It was first enacted as part of 

Medicaid, the EPSDT program was regarded as a great advance 
in providing health care to low-income children, for it 
Included two elements missing in the provision of Medicaid 
generally: first, it stressed preventive care; and second, 
it obligated States to take an active role in helping children 
to obtain needed care. Five years later, in 1972, Congress 
became disturbed with the failure of States to establish active 
EPSDT programs and enacted the so-called penalty provisions. 
These provisions empowered HEW to reduce reimbursement for 
APDC expenses to States which failed to take certain measures 
to assist children in obtaining EPSDT. Now another five years 
has passed, again without much change. Necessarily, this 
legislative body must ask the question, "Why?"
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Generally speaking, there are two problems with EPSDT: 
first, it does not clearly establish what is required of 
States; and second, it does not require enough. Statutory 
provisions are couched in broad language that necessitates 
extensive administrative interpretation. Administrative 
interpretation, while more specific, is often unclear or 
only suggestive, and sometimes contradicts itself. Specifically, 
this lack of clear and sufficient requirements is manifested 
in five ways:

First, The Lack of a Screening "Package": States are 
not required to administer certain screening examinations, 
nor are they required to administer them at certain intervals.
The original statute simply requires that screening be early 
and periodic, and that it detect both mental and physical 
defects. Administrative guidelines recommend, but expressly 
do not require, certain minimum examinations. Instead, they 
leave it to States to establish the exact content and frequency 
of examinations through consultation with experts.

Second, Limited Treatment: Although States are required 
to conduct whatever diagnosis is needed to definitively 
evaluate possible conditions discovered during screening, 
they are generally permitted to limit treatment to that 
normally covered by their State Medicaid plans, although 
they must offer visual, hearing and certain dental care in 
any case. Administrative discretion has caused treatment to 
be limited to the State plan in this way.

Third, Ineffective Outreach and Follow-up Requirements: 
Although both legislative history and administrative pronouncements 
make it clear that States are to actively assist children in 
obtaining needed services, States actually are mandated to 
do very little in this regard. Specifically, the penalty 
provisions require them to take certain steps to inform AFDC 
eligibles about the availability of services and to arrange 
for screening whenever it is requested and treatment whenever 
screening indicates that it is needed. These provisions are 
limited in scope, and the administrative provisions which 
interpret them are, for the most part, difficult to understand 
and implement.

Fourth, A Failure to Measure Performance by Results:
States are not required to achieve results; they need only 
make an effort. To put it another way, all program requirements 
are geared to input (or effort), rather than to output (or 
achievement).
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Fifth, Ineffective Enforcement: HEW Is restricted to a 
limited and cumbersome means of compelling States to comply 
with their obligations. In essence, if a State fails to 
comply with the penalty provisions, HEW may reduce its 
reimbursement for AFDC expenses by 1%. HEW may not impose 
this penalty where a State fails to comply with non-penalty 
provisions, nor may it resort to other remedies, such as 
injunctive relief. Furthermore, this remedy is subject to 
the State's right to invoke a lengthy reconsideration process, 
which in practice has delayed the imposition and effect of 
the penalty.

How to Resolve the Problems with EPSDT:
To resolve these five problems, any new law must:
One: establish the required content and frequency of 

screening examinations;
Two: require treatment for all conditions definitively 

Identified during either diagnosis and screening;
Three: describe in detail the measures which States

must take to help children to obtain screening, diagnosis 
and treatment;

Four: require States to achieve results from their 
efforts, such as generating a minimum percentage of requests 
or providing a minimum percentage of services; and

Five: provide for remedies other than a cutoff of 
funds, which HEW can employ whenever States fail to comply 
with any program requirements.

How CHAP Addresses These Problems:
In analyzing the CHAP proposal, the members of this 

Subcommittee must determine whether or not it corrects these 
problems encountered in EPSDT. NHeLP has concluded that the 
proposal does address these problems in part, and commends 
the Administration for its efforts in this regard. However, 
several problems still deserve attention in order to make 
CHAP effective.

First: Although the CHAP proposal does not establish 
the required content and frequency .of screening examinations, 
it instructs HEW to do so. However, it fails to offer HEW



any guidelines in this respect. This is particularly 
disturbing since treatment under the CHAP proposal is to 
some extent more limited, and consequently HEW can be expected 
to limit screening in a similar manner. (Specifically, 
the CHAP proposal requires States to provide "child health 
assessments," a term which it never defines, except indirectly by establishing that such assessments may be provided only 
by providers who provide "periodic health assessments," as 
required by the Secretary.)

Second: The CHAP proposal does require that States provide 
to all children who have received a "periodic assessment," all the "care and services" appropriate under Medicaid, without 
regard to State plan limits. However, it then makes two 
exceptions for 1) mental and developmental treatment, which 
apparently States must provide only if their Medicaid plans include it or they opt to include it under CHAP, and 2) dental 
care, which States must provide only for dental conditions 
discovered during an assessment. It is not clear whether or 
not the phrase "appropriate care and services" encompasses diagnosis, as well as treatment. It is clear that the extent 
of required diagnosis is not established elsewhere. Thus it 
would appear that CHAP has narrowed the scope of required 
diagnosis. In any case, these two exceptions clearly could cause States to exclude much of the treatment which they now 
provide under EPSDT, especially since HEW could conceivably 
define "assessments" not to Include examinations, or to Include 
only cursory examinations, for mental, developmental or 
dental conditions.
, (Specifically, the CHAP proposal requires that States
provide "primary care," in addition to "assessments," but it never defines that term, except Indirectly by requiring 
"appropriate care and services" for individuals who have 
received a "periodic assessment." Similarly, the CHAP proposal 
requires HEW to establish a "minimum range of diagnostic and 
treatment services" which providers of assessments must provide 
to children whom they have assessed, but it never establishes 
(or requires HEW to establish) the extent of diagnosis that States must provide generally.)

Third: The CHAP proposal does address more comprehensively 
the State’s obligation to assist children in obtaining needed 
services. It imposes requirements upon assessment providers 
concerning "referrals," "follow-up," "medical case management," 
"reassessments," "continuing accessibility" and "compliance reporting." It also requires States, under the threat of a 
penalty, to "inform" children of the program, to "assure" 
the "timely" provision of services and to "assure" that 
providers comply with their obligations. In addition, it 
requires States to "assure" the availability of "support 
services," including "case tracking" and "outreach." However,
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these provisions may cause more problems than they 'cure.

For one thing, the division or overlap of responsibility 
between the State and assessment providers is very unclear.
For another, the proposal never defines such terms as 
"follow-up," "medical case management," "case tracking," 
"outreach," and others that are open to numerous Interpretations. 
Instead, it leaves it to HEW in many, but not all, instances 
to establish, without any guidance, the parameters of these 
obligations. Lastly, the proposal specifically does not 
require States to "inform" the medically needy.

Fourth: The CHAP proposal does not require States to 
achieve any results in order to comply with their normal 
obligations or avoid the penalty. It does permit HEW to 
establish achievement criteria as one basis for awarding a 
financial bonus, but it provides no guidance in this regard, 
and HEW could base the bonus strictly upon input criteria.

Fifth: The CHAP proposal offers no new means for
compelling States to comply with program requirements. It 
simply substitutes a new financial penalty and a new set of 
penalty provisions. The new penalty still is subject to a 
lengthy reconsideration process and can not be imposed for 
failure to comply with non-penalty provisions. Furthermore, 
the CHAP proposal expressly permits HEW to withhold or waive 
the penalty under certain circumstances and to even avoid a 
compliance review altogether.

What CHAP Needs to Do:
The CHAP proposal clearly must do more to resolve these 

problems. To make CHAP effective the proposal must:

One: Either establish the content and frequency of 
child health assessments, or provide guidance to HEW to 
ensure that such assessments detect mental, developmental 
and dental, as well as physical, conditions;

Two: Require States to provide a) all diagnosis 
needed to definitely evaluate all possible conditions discovered 
during an assessment, and b) all treatment considered appropriate 
under Medicaid, without regard to State plan limits;

Three: Describe in detail exactly how States must 
assist children in obtaining needed services through outreach, 
follow-up and case management, and delineate the division or 
overlap of responsibility between the State and assessment 
providers concerning these functions;
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Four: Either establish that States must achieve 

certain results as a part of program requirements, or provide guidance to HEW and require it to establish such achievement criteria; and
Five: Authorize HEW to take remedial measures other than the imposition of a penalty, such as obtaining injunctive relief, and to invoke any remedial measure for any failure to comply with any program requirement.

Conclusion
On behalf of NHeLP, I thank you for the opportunity to share our observations and opinions. If the Chairman or any members of this Subcommittee wish me to elaborate upon any of my comments, please do no hesitate to contact me at your 

convenience.

STATEMENT OF MARIAN WRIGHT EDELM AN
Ms. Edelman. Mr. Chairm an, I am Marian Edelman. Wendy 

Lazarus  is here to answer difficult questions you may have.
We very much appreciate  the opportuni ty to testify.
The Children’s Defense Fund is a national  child advocacy organi­

zation which is dedicated to uncovering problems faced by large 
numbers of American children and seeing they  are  corrected. One 
of our priorities is children ’s health .

We have spent  the  last 2 years studying the  EPSDT program, 
through a  five-State study. We want  to shar e some of these  findings

♦ with you.
We are very grate ful th at  you have taken the  time to hold these  

hearings, knowing how pressing your legislative agenda is. We are  
also very pleased with the  congressional inte res t expressed in 
impro ving thi s program, par ticula rly  your  bill, Congressman 
Maguire, which we think will add strength to many  of th e CHAP 
provisions.

We welcome your initia tive, and are pleased to see th at  Congress­
man Moss has also taken a keen inte rest  in this program.

I want  to do several brie f things  in oral testimony.
We th ink  CHAP is a very good step forward, and we a re pleased 

at  the  adm inis trat ion’s initia tive in this.
There are many of its provisions th at  we support strongly. We 

think  ther e are some serious omissions—many of which are ad­
dressed by Congressman Maguire’s efforts—which we thin k need to 
be included if the  bill is going to be effective in serving the  children  
th at  so much need the service.

Some of the detailed amendments  which we propose in our 
testimony will require no new money. Some of i t will require some 
new money, but  we don’t thin k it is going to be inordinately 
expensive.

If this committee sees fit to include a main tenance State effort 
provision, proposed amendments we set  forth  in our testimony will
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cost an additional $75 million. If t his committee does not  see fit to 
do tha t, we estimate  the  cost for the  amendments that  we think 
would strength en CHAP to be around $13 million.

Even with this, the  a mount of money we are  talking about would 
cons titute  less tha n 1 percent of the  Medicaid expenditures , and we 
certa inly  thin k our children ’s hea lth is worth  this.

I want  to imp art two things today. One is the  sense of urgency 
which we feel about  e nactment of this  program righ t away. We are 
committed firmly to action this  year, and we hope this comit tment  
will be reflected in this  committee’s ac tion and by the  adm inis tra­
tion ’s when they  come to testify  tomorrow in getting this bill 
through.

Childhood is a very fleeting, irrep laceable time which often dic­
tate s adult  outcome. I don’t think that  poor children who don’t have 
hea lth  care now should be asked to endure anymore suffering, or to 
go through handicapping conditions which are  undetected and 
correctib le eith er medically or dentally when we have the  means 
and ability  to correct it.

Second, we thin k th at  no thing is more emotional , nothing is more 
basic tha n hea lth  care to any pare nt, and to the ir children.

Third, we think  tha t the unmet hea lth  care needs of th is program 
attempts to address  are  very well known but  rema in a very urgent 
problem. Natio nally  in fiscal year 1976 for every thre e children 
screened, two conditions were found needing  follow-up care.

Between 60 and 80’ percent of these  problems were previously 
unidentified or cared for. Fewer tha n 1 percent of the children 
screened in EPSDT had received a complete physical exam.

The Congressional Budget Office suggests or estim ates that  ther e 
are  3,200,000 children on Medicaid who need immunizations in this 
country. I th ink  that is a shame on Americans. There  are 2,184,000 
Medicaid children who need treatm ent for anemia . There  are  an­
othe r 2,210,000 children who need vision and hear ing impairm ent 
help. We thin k that  these  child ren’s hea lth  needs should not wait 
for another  session of Congress.

We think that  this program should be enacted  because it is going 
to save money in the  long run. Prevention  is always less expensive 
tha n cure.

We also thin k an added argu men t for it s immed iate enactment is 
the fact it is doable. It is a 10-year old prop"am. There is a high 
degree of consensus about  wha t is wrong with it, and also a high 
degree of consensus about  wha t will make it work. We think  this 
committee  has it in its power to improve this  program and provide 
needed services without delay.

In addition, we think  that enac ting CHAP now will help lay 
valuable groundwork for national hea lth  insurance by helping to 
create a delivery system.

In the remaind er of this I want to  address several  th ings—wha t is 
in CHAP now we th ink  should be changed and, second, what is not 
in it that  ought to be added.

Before I do th is, I would simply sta te two things. We th ink  that 
CHAP is not the  answer to childre n’s health needs. Nothing short of 
a national hea lth  insurance program is going to adequately  meet 
the needs of children and mothers.
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Second, the  resource development problem—there  is a grea t need 

for resource development because ther e are many communities 
which do not have services but where children have great health 
needs.

An estimated 16 percent of AFDC chi ldren now live in counties 
designated as medical shortage areas. There is a great need for 
more attention to the  resource development issue.

A brief word about the  substance  of our recommendations.
Firs t, the issues in the  bill that we th ink  ought to be changed or 

strengthened—we think the re is inadequate provision for public 
education  about services and assistance in using them—outreach.

Many of the  witnesses today have attested  to tha t. We think 
outreach is one of the  most imp orta nt things that  mus t be 
streng thened. CHAP must include provisions for involving o rganiza ­
tions located in the targ et communities, known and trus ted by 
target  communities if this  program is going to be effective.

Third , we thin k the re has to be more atte ntion to the  lack of 
providers who are allowed or willing to provide care to children 
unde r this program. CHAP m ust require  States to take affirmative 
steps to identify qualified providers and to encourage  the ir partici­
pation by assur ing reasonable rates of reimbursem ent, prompt 
payment of claims and the  like.

CHAP should also include provisions which see that  the  assess­
ments and needed t rea tment s get to children . It is tim e to es tablish 
outcome standards which State s and HEW should be expected to 
meet, standards which measure performance in enrolling a reason­
able proportion of eligible children  in the  program and providing 
them with needed assessments and trea tme nt.

The subcommittee  must  set a benchmark  against  which program 
progress can be monitored. Otherwise, the re are  no guarantees that 
this  program’s dismal performance to date  will not be repeated or 
will not persist.

Finally, we feel very s trongly  tha t it is time, as you work to build 
in appropria te incentives  and bonuses for good performance, to 
consider imaginatively how to get children the  services they  need 
and are  entitl ed to in instances where States do not meet congres­
sional mandates.

In our writ ten testimony we recommend a measure which we 
think  is an important supplement to the  financ ial penal ty for 
noncompliance already in the  CHAP bill. It would allow th e Secre­
tary to require State s to meet the congressional  mandates, and 
allow him to seek th at  enforcement when it is failed by States in 
court.

Much has been learned during early screenings’ 10-year history 
about  the program’s deficiencies and how to correc t them. I have 
been struck even today, Mr. Chairman, and Dr. Carter, by the 
amount of testimony which seems to say let the  States  do it.

I think the  chief focus of this subcommittee has to be services to 
children . The States have had 10 years to do it. I think our prime 
obligation and our prime objective has to be gett ing needed health 
care to children  who don’t have it.

This is the  only program t ha t can reach them immediately. Their 
needs cannot wait. We hope that  stren gthened amendments which
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are  needed to improve this  program in the ways it should be 
improved will be given serious and prompt consideration by this 
subcommittee.

[Testimony resumes on p. 182.]
[Ms. Edelm an’s prepared stateme nt and atta chm ents follow:]

TESTIMONY OF THE CHILDREN'S DEFENSE FUND 
ON THE CHILD HEALTH ASSESSMENT ACT 

OF 1977: II.R. 6706
BEFORE THE SUBCOMMITTEE ON HEALTH AND THE ENVIRONMENT 

OF THE COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE 
UNITED STATES HOUSE OF REPRESENTATIVES

September 8, 1977

Chairman Rogers and Members of the Subcommittee: the Children's 
Defense Fund appreciates the opportunity to appear before this Sub­
committee to express our views on H.R. 6706, the Child Health Assess­
ment Program (CHAP): "a bill to strengthen and improve the Early and 
Periodic Screening, Diagnosis and Treatment program and for other 
purposes." There is no proposal currently before the Congress which 
nas greater significance for the health of children in this country. 
This important bill deserves prompt and careful consideration by the 
Subcommittee.

TheChildren's Defense Fund (CDF) is a national, nonprofit, child 
advocacy organization created in 1973 to gather evidence about the 
conditions of and to address systematically the needs of American child­
ren. We have issued reports on specific problems faced by large 
numbers of children in this country, in the areas of health care, 
education, juvenile justice, and foster care. We seek to correct 
problems uncovered by our research through federal and state policy 
changes, monitoring, litigation, public information and support to 
parents and local community groups representing children's interests.

CDF has recently published an in-depth report of the progress 
and problems of the Early and Periodic Screening, Diagnosis and Treat­
ment (EPSDT) program. EPSDT: Does It Spell Health Care For Poor Child­
ren?. issued in June, 1977, describes the way the program is operating, 
documents the extent to which it is failing to meet the basic health 
needs of poor children, and sets out the concrete steps needed to make 
EPSDT work better. Attached to this testimony is a copy of Chapter 1 
from the report. It summarizes what we found and what we conclude 
should be done. (See Appendix I.)

Because many of the necessary reforms require legislative 
changes, CDF is delighted that the Administration has proposed a plan 
for modifying EPSDT. We believe it represents a very constructive 
beginning. We are pleased, too, that members of the House have taken 
an increasingly active interest in the important question of how to 
improve the EPSDT program. We appreciate the willingness of the Sub­
committee to schedule these hearings at a time when the Congress is 
confronted with a full agenda of pressing issues, and we are standing 
by to help^in any way we can to expedite consideration of this legis­
lation. This increased interest in EPSDT is reflected not only in 
the scheduling of the hearings, but in the work of Representatives 
Moss and Maguire who have actually developed and introduced legislative

97-633 0  - 77 - 9
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p r o p o s a ls .  We w o u ld  be p le a s e d  t o  wor k w ith  th e  S u b c o m m it te e  an d 
a n y  o t h e r  i n t e r e s t e d  mem be rs  o f  th e  Hou se  t o  sh a p e  a l l  o f  t h e s e  
p r o p o s a ls  i n t o  a  b i l l  w h ic h  ca n  b e  e n a c te d  t h i s  y e a r .

D u rin g  th e  c o u r s e  o f  t h i s  t e s t im o n y  we w i l l  re co m m en d c h a n g e s  
in  H .R . 67 06  w h ic h  a r e  c r u c i a l  t o  make th e  p la n  e f f e c t i v e .  We u r g e  
t h i s  S u b co m m it te e  t o  a c t  e x p e d i t i o u s l y  t o  am end  t h e  b i l l  a c c o r d i n g l y .

P o o r C h i l d r e n 's  Im m ed ia te  Nee d f o r  B e t t e r  H e a lt h  C a r e

A s EPSDT h a s  d o cu m en te d , c h i l d r e n  i n  lo w  in com e f a m i l i e s  h a v e  
a h o s t  o f  un m et  h e a l t h  n e e d s . N a t i o n a l l y  in  f i s c a l  y e a r  1 9 7 6 , f o r  
e v e r y  t h r e e  c h i l d r e n  s c r e e n e d , tw o c o n d i t io n s  w e re  fo u n d  n e e d in g  
f o l lo w - u p  c a r e .  B etw een  60 an d 80 p e r c e n t  o f  t h e s e  p r o b le m s  w ere  
p r e v i o u s l y  u n i d e n t i f i e d  o r  u n c a re d  f o r .  F ew er t h a n  1 p e r c e n t  o f  
c h i l d r e n  s c r e e n e d  in  EPSD T had  e v e r  r e c e iv e d  a  c o m p le te  p h y s i c a l  
e x a m in a t io n . S c r e e n in g s  u n c o v e r e d  su ch  c o n d i t i o n s  a s  in c o m p le te  
im m u n iz a t io n s , d e n t a l  p ro b le m s , lo w  h e m o g lo b in s , v i s i o n  a n d  h e a r in g  
d i s o r d e r s ,  h ig h  l e v e l s  o f  le a d  in  th e  b lo o d , g e n i t o u r i n a r y  an d 
r e s p i r a t o r y  i n f e c t i o n s ,  p a r a s i t e s  an d s k in  d i s e a s e s .

M os t o f  th e  p ro b le m s u n c o v e r e d  b y  EPSDT c a n  b e  c o r r e c t e d  o r  
a t  l e a s t  e a s e d  b y  p r o v id in g  c h i l d r e n  w ith  b a s i c  h e a l t h  s e r v i c e s .  Th e 
c o n s e q u e n c e s  o f  n o t  d o in g  so  a r e  m on um en ta l.  C h i ld r e n  s u f f e r  n e e d l e s s  
p a in ;  t h e y  e n c o u n te r  d i f f i c u l t y  in  s c h o o l an d -in j o b s ;  an d  s o c i e t y  
e x p e n d s  b i l l i o n s  o f ' d o l l a r s  t r e a t i n g  p ro b le m s w h ic h  c o u ld  h a v e  b e e n  
p r e v e n t e d .

" A r c h ie  D o u g la s "  i s  a c h i l d  now  l i v i n g  i n  t h e  D i s t r i c t  o f  
C o lu m b ia . H is  s t o r y  sh ow s th e  f r e q u e n t  r e s u l t s  o f  in a d e q u a t e  h e a l t h  
c a r e .

A r c h i e  D o u g la s  i s  no w e i g h t  y e a r s  o l d  an d  h a s  
a l r e a d y  f a i l e d  t h e  f i r s t  g r a d e  t w i c e .  He  h a s  
a lw a y s  a v o id e d  g o in g  t o  s c h o o l  w h e n e v e r  p o s s i b l e .  
L a s t  y e a r  h i s  t e a c h e r  r e p o r t e d  t h a t  w h en  i n  c l a s s ,  
h e  h ad  a  s h o r t  a t t e n t i o n  s p a n , m is b e h a v e d  f r e ­
q u e n t l y  an d w a s g e n e r a l l y  d i s r u p t i v e .  A f t e r  tw o  
y e a r s  o f  f i r s t  g r a d e  i n s t r u c t i o n ,  h i s  la n g u a g e  
s k i l l s  a r e  t h o s e  o f  a  f i v e  y e a r  o l d .  T h i s  i s  
t r u e  d e s p i t e  t h e  f a c t  t h a t  h e  e x c e l s  i n  t h e  
n o n v e r b a l  p o r t i o n , - o f  s t a n d a r d iz e d  i n t e l l i g e n c e  
t e s t s .  A r c h i e  co m es  fr o m  a  s t a b l e ,  i n t a c t ,  
lo w e r - in c o m e  f a m i l y .

A r c h i e  w a s  a  f u l l —te r m , n o rm a l h e a l t h y  b a b y ,
He r e c e i v e d  h i s  h e a l t h  c a r e  d u r in g  i n f a n c y  fr o m  
a  c i t y  c l i n i c .  When h e  w as 1 8  m o n th s  o l d ,  h e  
had  a  f e v e r  an d an  e a r a c h e .  H is  m o t h e r ,  r e l y i n g  
on  h e r  m o t h e r 's  a d v i c e ,  r o c k e d  h im  t o  s o o t h e  
h i s  c r y i n g  an d e a s e  A r c h i e 's  p a i n ,  g a v e  h im  h a l f
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a n  a s p i r i n  e v e r y  fe w  h o u r s  a n a  u s e d  a  c o m m e rc ia l 
e a r - d r o p  p r e p a r a t i o n .  W h il e  r o c k in g  h im , h i s  
m o th e r  n o t i c e d  t h a t  so m e f l u i d  b e g a n  d r a i n i n g  
f ro m  h i s  e a r .  A r c h ie  seem ed  l e s s  d i s t r e s s e d  a f ­
t e r  t h e  f l u i d  d r a i n e d ,  a n d  h e  r e c o v e r e d  com­
p l e t e l y  w i t h i n  a  fe w  d a y s .

T h r e e  m o n th s  l a t e r  t h e  f e v e r  a n d  t h e  e a r a c h e  r e ­
c u r r e d .  T h i s  t im e  b o t h  e a r s  w e re  a f f e c t e d .
Home r e m e d ie s  b r o u g h t  no  r e l i e f  a n d  A r c h i e  w a s  
t a k e n  t o  t h e  c l i n i c .  T he d o c t o r  d ia g n o s e d  
b i l a t e r a l  o t i t i s  m e d ia . T h i s  i s  a  co mm on  c h i l d ­
ho o d  i l l n e s s ,  e a s i l y  d ia g n o s e d ,  a n d  e a s i l y  a n d  
e f f e c t i v e l y  t r e a t e d  b y  a n t i b i o t i c s .  M rs . D o u g la s  
w as a b l e  t o  p a y  $ 1 5  f o r  a n t i b i o t i c s  o n l y  b y  
d e f e r r i n g  h e r  r e n t  p a y m e n t.  B e c a u s e  A r c h i e  se e m e d  
t o  r e c o v e r  i n  a  fe w  d a y s ,  h i s  m o th e r  d i s c o n t i n u e d  
t h e ' m e d ic a t i o n  p r e s c r i b e d  b y  t h e  d o c t o r  b e f o r e  t h e  
f u l l  a n t i b i o t i c  re g im e n  w as c o m p le t e d .  W i th in  
a  m o n th , t h e  c o n d i t i o n  r e t u r n e d ,  a n d  t h i s  t i m e  
r o c k i n g ,  e a r  d ro p s  and  a  fe w  l e f t  o v e r  a n t i b i o t i c  
p i l l s  w e re  a d m i n i s t e r e d  a n d  A r c h ie  s e e m e d  t o  r e ­
c o v e r .

W it h  t h e  e x c e p t io n  o f  t h e s e  i l l n e s s e s ,  A r c h i e  w as  
a  h e a l t h y ,  a c t i v e  c h i l d .  O th e r  t h a n  v i s i t s  t o  
t h e  c l i n i c  f o r  im m u n iz a t io n s ,  h i s  m o t h e r  w a s  
g r a t e f u l  t h a t  h e  n e v e r  n e e d e d  t o  s e e  a  d o c t o r .

T h i s  y e a r  A r c h ie  h a s  a  ne w f i r s t  g r a d e  t e a c h e r .
On h i s  re c o m m e n d a ti o n , A r c h i e 's  m o t h e r  to o k  h im  
t o  a  s p e e c h  an d  h e a r i n g  c e n t e r  f o r  a n  e v a l u a t i o n .  
T h e y  fo u n d  t h a t  A rc h ie ; h a s  a  b i l a t e r a l  h e a r i n g  
l o s s  t h a t  p r o b a b ly  r e s u l t e d  fr o m  h i s  e a r l y  b o u t s  
w i t h  o t i t i s  m e d ia . He  h a s  s l i g h t l y  m o re  h e a r i n g  
i n  h i s  l e f t  e a r  (3 0  dB ) t h a n  i n  h i s  r i g h t  ( 4 5  dB)_.

A r c h i e 's  h e a r i n g  l o s s  i s  c o n s id e r e d  s i g n i f i c a n t .  
He  h a s  f r e q u e n t  d i f f i c u l t y  w i th  n o r m a l  s p e e c h  
s o u n d s ,  and  h i s  d i f f i c u l t y  h a s  p r o b a b l y  b e e n  
t h e  c a u s e  o f  h i s  s c h o o l  p r o b le m s .  A r c h i e ' s  
h e a r i n g  p ro b le m  c a n  b e  a l l e v i a t e d  b y  a  h e a r i n g  
a i d ,  b u t  a t  t h i s  p o i n t ,  h e  a l s o  n e e d s  r e m e d i a l  
e d u c a t io n  and  h i s  m o th e r  n e e d s  c o u n s e l i n g  a n d  
s u p p o r t .  E ven  w i t h  h e l p ,  i t  w i l l  b e  d i f f i c u l t  
f o r  A r c h ie  t o  o v e rc o m e  h i s  i n i t i a l  i m p r e s s i o n s  
t h a t  s c h o o l  i s  in c o m p r e h e n s ib l e ,  t h a t  h e  c a n n o t  
k e e p  u p  a n d  t h a t  h e  i s  a  f a i l u r e .
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Archie could have been spared much of his suffering through a program of early screening and follow-up care. While it is un­likely that screening could have identified his ear infection when it first developed (unless his screening appointment happened to be scheduled when he was sick), screening within the next year or so 
would have identified the hearing loss much earlier, when he was two or so years old, long before it seriously affected his language skills.Once his problem was identified, Archie could have gotten a hearing aid and services in school suited to his special needs.

Millions of children like Archie need the basic health care which they currently do not get. According to projections by the Congressional Budget Office, among Medicaid-eligible children in one year alone, 3,200,000 need immunizations, 2,18'»,000 need treatment for anemia, and 2,210,000 need care for vision or hearing impairments.If the health problems of children who are poor but not eligible for Medicaid were considered, the numbers would, of course, become much larger.

Why Improve EPSDT?

Numerous reports, experts, and other organizations have pointed up the shortcomings in the performance of EPSDT. In nearly every respect, this program has failed to realize the promise which many believed it held for poor children when it was enacted back in 1967.Our own findings have convinced us that the only way poor children will receive truly effective health care is through a national health insurance program designed to assure comprehensive care to all Americans. The enactment of such a program is our principal goal. However, poor children cannot go without basic health care until national health insurance is enacted. Experts agree that even if national health insurance legislation were introduced immediately, it would be at least four years until services become available. This delay is due to the time required to legislate, plan and implement a major new program.
The first reason to improve EPSDT now is that, over the next four years, there are no other sources of health care to which many poor children can turn for primary care services. Other federally-financed health programs for children —  including Community Health Centers, comprehensive programs under Title V, and Migrant and Indian Health programs —  reach only a fraction of the children on Medicaid. In 1975, these programs were estimated by HEW to have reached 1.7 million children. This compares to an estimated 13 million children certified for Medicaid.
These programs have been effective and their expansion is necessary to fill the gaps in the delivery system through which EPSDT
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and national health insurance operate. Therefore, we urge that they 
he expanded immediately. However, it is unrealistic to expect them to 
gear up to meet the needs during the next year or two of the millions 
of children who do not presently have access to their services. As 
new resources are being developed, reforms in EPSDT can bring improved 
services to poor children now. Thus, we do not hesitate to recommend 
an increased investment in EPSDT, despite our clear awareness of its 
limitations.

The second reason to improve EPSDT is that, in the process of 
making EPSDT function more effectively, we will confront and help to 
resolve some of the key problems that any program of national health 
insurance will have to address in order to be effective. If we are 
not to duplicate the mistakes of wasteful, piecemeal and inadequate 
health care programs of the past, we must (a) develop effective ways 
to reach out to families currently outside the health care system;
(b) establish standards for complete, quality care and methods to 
monitor and enforce these standards; (c) involve more doctors and 
clinics as providers in publicly-financed programs; and (d) provide 
incentives to develop health resources where they currently do not 
exist— in urban centers and remote rural areas. Reforms in the EPSDT 
program will strengthen the foundations on which a new universal 
program can be built.

The urgency of children's health needs and the business of 
laying groundwork for a system of national health insurance cannot 
wait. And because, we believe that much of this Subcommittee's 
attention next year should be devoted to the issue of national health 
insurance, it is essential that needed reforms in EPSDT be made 
before the Congress recesses this year.

The Adequacy of H.R. 6706 For Improving EPSDT
H.R. 6706 includes certain significant improvements in EPSDT 

and forms a basis on which additional legislative changes can be 
made. More specifically, we support the following features of CHAP:

• Inclusion in Medicaid of the estimated 760,000 additional 
children who would qualify as. "income eligible" children 
under age 6.

• Provision of a clearly defined, comprehensive health assess­
ment, rather than a screening.

• Provision of complete health services to children who have 
been assessed (except to children with specified conditions—  
a provision which we believe is very damaging and which we 
will take up later in our testimony).
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• Extension of a child's eligibility for Medicaid to 
help assure that needed followup care is received.

• Defining providers' responsibilities under the program.
• Encouragement for providers to offer routine forms of 

treatment as well as assessment, within a reasonable 
period of time.

• Increased federal share of CHAP costs.
• Financial bonus to states which provide assessments, 

treatment, and immunizations to an especially high pro­
portion of eligible children.

• Withholding 20% of states' administrative costs under 
Medicaid for failure to meet program requirements.

While we endorse the many good provisions listed above, none­
theless we believe that the CHAP bill lacks other crucial elements 
without which the package will not be nearly as effective as it could 
and should be. During EPSDT's ten-year history, a great deal has been 
learned about how best to meet the needs of children and in what 
respects the current EPSDT program is deficient. These lessons should 
certainly be applied to the design of CHAP.

Summary of Recommended Amendments to H.R. 6706

Some of the needed amendments require only nominal increased 
costs. The costs of others are slightly greater but extremely modest 
in the context of Medicaid as a whole. In fact, according to our 
projections (see Tab A for projected costs), the changes we believe 
are necessary would cost only an additional $135 million (or, if 
states kept their current level of financial commitment in the program, 
only $75 million) —  less than 1% of last year's Medicaid expenditures. 
Our children are worth that.

Below is a summary of CDF's recommended amendments to CHAP, 
followed by a discussion of each recommendation.

r .  Am en dm en ts Wh ich  I n v o lv e  No C o st  o r  M in im a l C o sts

A.  E n c o u ra g in g  A l l  Q u a l i f i e d  P r o v id e r s  to  P a r t i c i p a t e  i n  CHAP
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* CHAP s h o u ld  r e q u ir e  s t a t e s  to  i d e n t i f y  q u a l i f i e d  
p r o v id e r s  ( in c lu d in g  d e n t a l  p r o v id e r s ) an d t o  e n c o u r a g e  
t h e i r  p a r t i c i p a t i o n  in  CHAP by o f f e r i n g  a d m i n is t r a t iv e  
a rr a n g em en ts  ( in c lu d in g  re im b u rsem en t r a t e s  an d pro m pt 
pa ym en t o f  c la im s )  i h i c h  ca n be e x p e c t e d  t o  e l i c i t  t h e i r  
in v o lv e m e n t . HEW s h o u ld  be ch a r g e d  w ith r e v ie w in g  s t a t e  
p e r fo r m a n ce  on  an  a n n u a l b a s is .

• Th e c r i t e r i a  in  th e  b i l l  d e f i n in g  a CHAP p r o v id e r  s h o u ld  
be  m o d if ie d  t o  make c l e a r  t h a t  p r o v id e r s  (su c h  as  p h y s ic ia n s  
in  gro u p  p r a c t i c e  an d He ad S t a r t  prog ra m s) i h i c h  ca n  ta k e  
r e s p o n s i b i l i t y  f o r  a s s u r in g  t h a t  c h i ld r e n  r e c e i v e  CHAP 
s e r v i c e s ,  even  th ough th ey  do  n o t  p r o v id e  ev e ry  s e r v i c e ,  
s h o u ld  q u a l i f y .

B.  A s s u r in g  t h a t  CHAP S e r v ic e s  G et t o  Heedy  C h i ld r e n .

•  As a pr og ra m  r e q u ir e m e n t , CHAP s h o u ld  e s t a b l i s h  o u tc o m e  
s ta n d a r d s  whi ch  s t a t e s  a r e  e x p e c t e d  to  m e e t.  Th e s ta n d a r d  
s h o u ld  m ea su re  p e r fo r m a n ce  in  e n r o l l in g  a r e a s o n a b le  p r o ­
p o r t i o n  o f  e l i g i b l e  c h i l d r e n  in  th e  pr og ra m  an d p r o v id in g  
them  w it h  n e e d e d  a s s e s s m e n ts  an d tr e a tm e n t .

•  CHAP s h o u ld  r e q u ir e  t h a t  th e  S e c r e ta r y  g a t h e r  d a ta  to  
a s s e s s  s t a t e s '  p e rfo r m a n ce  in  e n r o l l i n g  e l i g i b l e  c h i l d r e n
i n  CHAP an d in  p r o v id in g  a r e a s o n a b le  p r o p o r t io n  o f  e l i g i b l e  
c h i l d r e n  w ith h e a lt h  a ss  e ssm e n ts  an d n e e d e d  tr e a t m e n t .

• CHAP s h o u ld  be m o d if ie d  to  r e q u ir e  t h a t  s t a t e s  m ee t a l l  
pr og ra m  r e q u ir e m e n ts  an d t h a t  th e  s a n c t io n s  a v a i l a b l e  t o  t h e  
S e c r e ta r y  be u sed  f o r  an i n f r a c t i o n  o f  any pr og ra m
r e s p o n s i b i l i t y  .

•  CHAP s h o u ld  r e q u ir e  t h a t  th e  S e c r e ta r y  r e v ie w  e v e ry  
s t a t e ' s  pr og ra m  a t  l e a s t  o n ce  a n n u a ll y  . 1h e D ep a rtm e n t s h o u ld  
c o m p le te  i t s  r e v ie w  by th e  en d o f  th e  q u a r te r  f o l l o w i n g  t h e  
q u a r te r  u n d er r e v ie w . I f  th e  S e c r e ta r y  d e te r m in e s  t h a t  a 
s t a t e  i s  n o t  m e e ti n g  CH AP’s  pr og ra m  r e q u ir e m e n t s ,  h e  m ust  
le v y  th e  f i n a n c i a l  p e n a lty  o r  r e q u ir e  th e  s t a t e  t o  ta k e  
n e c e s s a r y  s t e p s  to  m ee t th e  C o n g r e s s io n a l m an d a te . B e fo r e
any o r d e r  o f  th e  S e c r e ta r y  be co m es  e f f e c t i v e ,  th e  s t a t e  
ca n  s e e k  j u d i c i a l  r e v ie w  on  t h e  a p p r o p r ia te n e s s  o f  th e  
S e c r e t a r y  's  f i n d i n g .  Th e p r o c e s s  f o r  r e v ie w in g  a s t a t e ’ s 
a p p e a l s h o u ld  be c a r r ie d  o u t  e x p e d i t i o u s l y .

C. D e v e lo p in g  S t a te s  ' C a p a c it y  To D e l iv e r  CHAP S e r v i c e s .

•  Und er  CHAP, s t a t e s  s h o u ld  s u b m it  p la n s  to  HEW w hi ch  sh o w  
ho w  t h e  r e q u ir e m e n ts  o f  CHAP a r e  m et  an d i h i c h  d e m o n s tr a te  
t h e  c a p a c it y  to  ca rry  them  o u t  as  d e s c r i b e d .  T h e r e  s h o u l d
be s u b s t a n t i a l  p u b l i c  in p u t  in  th e  d e v e lo p m e n t o f  th e  p l a n .
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* CHAP s h o u ld  r e q u ir e  t h a t  M ed ic ai d,  a g e n c ie s  in  c o n ju n c t io n  
w it h  H ea lt h  P la n n in g  an d T i t l e  V M a te rn a l a nd  C h il d  H e a lt h  
pro gr am s i d e n t i f y  s h o r ta g e  a rea s  f o r  c h i l d r e n  an d d e v e lo p  a 
s t r a t e g y  f o r  b u i ld in g  th e  n e c e s sa r y  r e s o u r c e s .

D. B u i ld in g  A c c o u n ta b i l i t y  in  HEW's A d m in i s t r a t io n  o f  CHAP.

* H .R . 67 06  s h o u ld  s p e c i f y  t h a t  C ongre ss  e x p e c ts  SO p e r c e n t  
o f  e l i g i b l e  c h i ld r e n  to  be e n r o l l e d  in  th e  p rogra m , f i v e
y e ars  fo l lo w in g  CHAP's e n a c tm e n t.  On an  a n n u a l b a s i s ,  th e  
S e c r e ta r y  s h o u ld  r e p o r t  to  th e  C ongre ss  on  th e  D e p a r tm e n t’s  
p r o g r e s s  in  r e a c h in g  th i s  g o a l.

* H .R . 67 06  s h o u ld  r e q u ir e  th a t  w i th in  s i x  m on th s o f  
CHAP'8 e n a c tm e n t,  th e  S e c r e ta r y  i s s u e  f i n a l  im p le m e n ti n g  
r e g u l o t i o n s .

* H.R . 67 06  s h o u ld  e s ta b l i s h  t h a t ,  on  a b i e n n ia l  b a s i s ,  
an in d e p e n d e n t e v a lu a t io n  o f  HEW's a d m in i s t r a t i o n  o f  th e  
pro gr am  be c o n d u c te d  an d s u b m i t te d  to  th e  C ongre ss  by an  
o u ts id e  p a n e l o f  e x p e r ts  re p r e s  e n t in g  th e  i n t e r e s t s  o f  
r e c i p i e n t s  .

I I .  Am en dm en ts  Wh ich  I n v o lv e  A d d i t io n a l  C o st s

A.  A s s u r in g  E f f e c t i v e  O utr ea ch

•  CHAP s h o u ld  r e q u ir e  s t a t e s  to  a l l o c a t e  a c e r t a i n  
mini mu m p o r t io n  o f  fu n d s  f o r  p u b l i c  e d u c a t io n  an d f o r  
e f f o r t s  to  e n r o l l  c h i ld r e n  in  th e  pro gra m . Th e e x a c t  am ou nt  
s h o u ld  be in  p r o p o r ti o n  to  th e  p e r c e n t  o f  e l i g i b l e  c h i l d r e n  
n o t c u r r e n t l y  e n r o l l e d  in  CHAP. N o n p r o f i t  o r g a n iz a t i o n s  
lo c a te d  i n  th e  t a r g e t  co m mun ity as  w e l l as  p u b l i c  a g e n c ie s  s h o u ld  
q u a l i f y  f o r  re im b u rse m e n t to  p e r fo r m  o u tr e a c h .

» Fo r o u tr e a c h  p e rfo rm e d  by n o n p r o f i t  o r g a n iz a t i o n s
lo c a te d  in  th e  t a r g e t  com m un it y , s t a t e s  s h o u ld  r e c e iv e  90 p e r c e n t  
f e d e r a l  r e im b u rse m e n t f o r  th e  e x p e n se s  o f  e n r o l l i n g  new
c h i l d r e n ,  up  to  a re a s o n a b le  l e v e l  f o r  th e  c o s t  o f  ea ch  
c h i l d  e n r o l l e d .

• S ta t e s  id iich  f a i l  to  a t t r a c t  to  th e  pro gra m  a r e a s o n a b le  
p r o p o r t io n  o f  e l i g i b l e  c h i ld r e n  s h o u ld  be r e q u i r e d  to  d e v e lo p  
a new  o u tr e a c h  pro gra m  e m p h a s iz in g  th e  u se  o f  o r g a n iz a t i o n s  
lo c a te d  in  th e  t a r g e t  com m u n it y .

B.  C o ve r in g  H e a lt h  S e r v ic e s  F o ll o w in g  An As s es s m e n t

• Th e la n g u a g e  in  H.R . 67 06  s h o u ld  be c l a r i f i e d  to  ma ke  
e x p l i c i t  CHAP's i n t e n t :  th a t  c h i l d r e n  in  th e  pr ogra m  ( i . e . ,  
who h a v e  bee n a s s e s s e d )  r e c e iv e  h e a l th  c a r e  n e ed e d  f o r  p ro b le m s  
fo u n d  d u r in g  th e  a ss  e ssm en t as  wel l  as  f o r  p rob le m s iJ ii ch  
a r i s e  in  betw ee n th e  ti m es  th ey  a re  a38 e s s  e d .
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•  Th e p r o v i s io n  e x e m p ti n g  s t a t e s  fr om  t r e a t i n g  c h i ld r e n
w it h  "m e n ta l i l l n e s s ,  m e n ta l r e t a r d a t i o n ,  o r  d e v e lo p m e n ta l 
d i s a b i l i t i e s "  s h o u ld  be  e l im in a te d .  CHAP s h o u ld  p r o v id e  
h e a l th  s e r v i c e s , i n c lu d in g  m e n ta l h e a lt h  s e r v i c e s ,  f o r  a l l  
c o n d i t io n s  fo u n d  d u r in g  an  a ss  e s s m e n t and s h o u ld  r e f e r  c h i l d r e n  
as a p p r o p r ia te ,  f o r  n e ed e d  e d u c a t io n a l  and s o c i a l  s e r v i c e s .

C. P r o v id in g  D e n ta l C are .

» Th e d e n ta l  p r o v i s i o n  in  CHAP s h o u ld  be r e p la c e d  by a
r e q u ir e m e n t th a t  s t a t e s  p r o v id e  su ch  d e n ta l  c a re  as  i s  
n e c e s s a r y  f o r  r e l i e f  o f  p a in  and i n f e c t i o n  an d f o r  r e s t o r a ­
t i o n  o f  t e e th  and m a in te n a n c e  o f  d e n ta l  h e a l t h .  S t a t e s  s h o u ld  
be  d is c o u r a g e d  fr o m  p r e d i c a t in g  d e n ta l  c a re  on  th e  r e c e i p t  o f  
d e n ta l  s c r e e n in g .

» “• S t a t e s  s h o u ld  be e x p e c te d  to  p r o v id e  n e ed e d  d e n ta l  c a re
to  an  in c r e a s in g  p r o p o r t io n  o f  e l i g i b l e  c h i l d r e n  each  y e a r  
s o  t h a t  BO p e r c e n t  o f  e l i g i b l e  c h i l d r e n  r e c e i v e  s u c h  d e n ta l  
8 e r v i c e s  f i v e  y e a r s  a f t e r  th e  e n a c tm e n t o f  CHAP.

t  Th e l e v e l  o f  f e d e r a l  re im b u r se m e n t f o r  d e n ta l  c a re  u n d e r
CHAP s h o u ld  be  m o d i f ie d  to  ma ke  i t  th e  sa me as  f o r  o th e r  
h e a l th  s e r v i c e s .

D. M a in ta in in g  S t a t e  E f f o r t  i n  th e  Pro gra m .

e Th e $60 m i l l i o n  i n  th e  f e d e r a l  b u d g e t f o r  CHAP td ii ch
r e p la c e  s t a t e  d o l la r s  s h o u ld  be  u sed  f o r  ne w  b e n e f i t s  f o r  
c h i l d r e n .  E i th e r  s t a t e s  s h o u ld  be e x p e c te d  to  m a in ta in  
t h e i r  c u r r e n t  l e v e l  o f  f i n a n c i a l  com m it m en t f o r  M e d ic a id  
o u t p a t i e n t  s e r v i c e s  f o r  c h i l d r e n  o r  th e  C ongre ss  s h o u ld  
a p p r o p r ia te  a d d i t i o n a l  f e d e r a l  fu n d s  w hi ch  w i l l  r e s u l t  in  
pro gra m  exp ans i o n .

E. E x te n d in g  M e d ic a id  to  "I nco m e E l i g i b l e "  Y o u th , Age d 6 -2 1

» M e d ic a id  e l i g i b i l i t y  s h o u ld  be e x te n d e d  to  th e  e s t im a te d
I ,1 4 0 ,0 0 0  m i l l i o n  c h i ld r e n  an d y o u th  b e tw een  th e  ages o f  
6 an d 21 th o  m eet  s t a t e s  ’ in com e q u a l i f i c a t i o n s  f o r  w e lf a re  
b u t do  n o t p r e s e n t l y  q u a l i f y  f o r  M e d ic a id  b ecause  th e y  f a i l  
to  m eet o th e r  w e l fa r e  r e q u ir e m e n ts  ( e . g . ,  th e y  a re  po o r  bu t 
l i v e  in  i n t a c t  f a m i l i e s ) .



Rationale for CDF's Recommended Amendments
Our EPSDT report includes extensive justification for the 

changes we recommend in the program. Here we will describe briefly 
why they are necessary.

1. Encouraging All Qualified Providers to Participate in CHAP
CHAP's clear intent is to make sure that poor children have 

ready access to CHAP services by involving the range of provid­
ers who are acceptable to poor families and qualified to give 
needed care. These include Community Health Centers, Children 
and Youth programs, Head Start programs, solo and group practice 
physicians, outpatient departments of hospitals and the like. 
While we strongly support this goal, we believe that CHAP, as 
it now stands, lacks adequate provisions to attract all quali­
fied providers' participation.

Medicaid law presently calls for EPSDT programs to make the 
maximum use of existing resources. However, the intent has not 
been carried out because the language is too general and the 
federal monitoring has been too lax. As a consequence, for 
instance, last year, 19 states relied primarily on county health 
departments, at the exclusion of other qualified providers, to 
screen eligible children. CDF found that in other states, 
qualified providers are effectively excluded from participating 
in EPSDT due to low reimbursement levels or inappropriate stan­
dards for certifying providers. Thus, children are denied 
access to comprehensive health centers and other providers which 
are often best suited to attend to their needs. During these 
hearings, the Subcommittee will hear the testimony of providers 
who have encountered first hand the barriers or disincentives 
to providing EPSDT services.

Although H.R. 6706 currently requires states to "encourage 
participation by physicians and health care centers," this pro­
vision can be expected to be no more effectual than the-simi­
larly vague requirement under EPSDT. Based on what is now known 
about the reasons qualified providers do not participate in EPSDT 
a more explicit provision can and should be written. Therefore, 
we have recommended that H.R. 6706 give states specific responsi­
bilities that wi|l encourage participation by qualified providers 
and that HEW be required to monitor state performance in this 
regard. We recommend, too, that the definition of a CHAP pro­
vider be written to include the range of providers who can per­
form or arrange for CHAP services.
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2. Assuring Effective Outreach
When the Congress enacted EPSDT in 1967, it recognized 

that "organized and intensified casefinding procedures" were 
among the essential first steps in getting basic health care to 
needy children. Since then, nearly every study of EPSDT has 
concluded that outreach (as public education about services 
and assistance in using services are called) is most effectively 
carried out by community residents who are known and trusted by 
the target population.!/ Although H.R. 6706 charges states with 
"assuring the availability" of outreach, it fails to include a 
means for states to support the most effective form of outreach—  
that which is community-based.

The outreach provisions under EPSDT currently, including 
the financial support available, have not been sufficient to 
properly inform the majority of eligible children and assist 
them to get health care. CDF found that EPSDT outreach usually 
consists of sending welfare recipients a written notice (which 
families often cannot understand or read) and sometimes having 
a welfare caseworker explain the program to the family during 
certification or recertification for welfare benefits. We 
found no organization other than the welfare department reim­
bursed by Medicaid for EPSDT outreach.

The results have been poor. In fiscal year 1976, for the 
13 million children who were eligible, EPSDT provided only 
about one-quarter of the screenings children needed, according 
to minimum standards set by the American Academy of Pediatrics. 
Unless provisions for community-based outreach are included in 
the CHAP program, the same inadequate situation can be expected 
to prevail: although CHAP will pay for essential services, few 
children in need will receive them.

Therefore, we recommend that states be expected to earmark 
at least a certain portion of the program budget for outreach, 
totaling approximately $5 million nationwide; that non-profit 
organizations located in the target community (e.g., community 
clinics, Head Start programs and churches) qualify for reimburse­
ment; and that states receive a financial incentive for 
community-based outreach, with federal reimbursement at 90%, up 
to an amount of approximately $6 per child enrolled. If, how­
ever, with this incentive, states do not attract a reasonable 
proportion of eligible children into CHAP, they should be 
required to establish a new outreach program emphasizing the 
use of community-based organizations.

1/ See EPSDT: Does It Spell Health Care for Poor Children?, p. 90 
and following.



132

3. Covering Health Services Following An Assessment
According to HEW staff who developed the proposal, CHAP seeks to provide comprehensive health services to children who are in a program of ongoing health supervision. Thus, H.R.

6706 calls for providing to "any individual under the age of 21 who has received his periodic assessment...all care and services 
appropriate for individuals under age 21..." We strongly sup­
port the principle underlying this provision— that states should 
make available to children basic health services as needed. The fact that some states currently opt not to cover needed treat­ment services and primary care services (as is the case under EPSDT) is unconscionable. After all, the purpose of preventive 
and ongoing health care for children is to provide them with the services needed for the problem found.

While we strongly support CIlAP's thrust regarding coverage of health services following an assessment, we find H.R. 6706 deficient in two major respects. First, the bill must make 
explicit that CHAP entitles children in the program (i.e., who 
have been assessed) to receive health services needed for pro­blems found during the assessment as well as for problems which arise in between the times they are assessed, regardless of 
what services are covered under the state plan. Eligible child­ren can, of course, receive other Medicaid services as well.
In sum, CHAP provides children with a range of essential health services for needs which occur while they are in the program.This concept is clearly a step forward from EPSDT's narrow con­cept of a program which screens and assures treatment only for 
problems found during screening. Therefore, we recommend that the change be clearly reflected in the language in H.R. 6706.

Second, we oppose the provision in CHAP which allows states to avoid providing treatment for children with "mental illness, mental retardation, or developmental disabilities." Such an exemption runs counter to the coverage for children with all other conditions and is unacceptable for several reasons.
A significant proportion of children in CHAP will be denied important health services. As data on health conditions found through EPSDT screening show, roughly 20 percent are related 

broadly to growth or development. In our view, this exclusion may signal to states that one acceptable way of dealing with new financial demands of an expanded EPSDT program is to limit treat­ment coverage in these areas. As a result, states which opt to 
cut back on Medicaid coverage are likely to cut out the services needed by millions of children.



133

Writing an exclusion based on a particular health condition 
is extremely damaging to recipients. That approach requires 
that one determine the reason a child needs a particular service. 
Does, for example, a mentally retarded child need a medical and 
dental service as a result of the mental retardation or for some 
other reason? Because it is usually impossible to determine the 
cause, we fear that states will simply decide not to provide 
most health care for children who have the specified conditions. 
In addition to discriminating against children with certain kinds 
of special needs, an exemption tied to etiology encourages 
labelling and overclassification of children (with the excluded 
condition) in order to avoid payment for services.

We can find no acceptable rationale for denying needed 
health care to children with developmental conditions. While 
it is true that several other federal programs provide services 
to handicapped children (e.g., Developmental Disabilities, 
Crippled Children), they reach only a small portion of the child­
ren in CHAP who need such services. For instance, the largest 
program of health care for handicapped children, the Crippled 
Children’s Program, serves roughly one-half million children each 
year. Yet of the 13 million children on Medicaid, a projected 
2.6 million require health services for developmental needs.

The cost considerations, which in large part dictated 
establishing this exclusion, can be accommodated in other ways. 
First, if CHAP is amended to clarify that it provides for needed 
health care (as we recommended above), CHAP will not be required 
to pay for related services, such as educational and social serv­
ices, which children with handicaps may need. (However, because 
children need comprehensive services, CHAP should retain the 
responsibility to refer children to other existing programs which 
can assist with related services, e.g., the Education for 
All Handicapped Children program and Title XX Social Services).
In addition, there is considerable evidence that cost considera­
tions can be accommodated by instituting careful quality control 
standards and peer review. Such measures must be established 
and enforced vigourously before we would find it acceptable to 
consider limiting coverage for essential children's services.

We therefore urge that the service exemption now in H.R.
6706 be dropped. Needed health services, including mental 
health services, must be provided. EPSDT, as well as other 
sources of data about children, show that mental health ser­
vices constitute a vital part of health care for some children. 
They can be helped immensely by relatively inexpensive and 
short-term mental health interventions, mental health services 
which must be covered at the very least.
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4. Providing Dental Care
Dental care represents one of the few respects in which CHAP is potentially a step backward from present practice in the states under EPSDT. EPSDT requires states to provide the den­tal services available under the state's Medicaid plan and "at least such dental care as is necessary for relief of pain and 

infection and for restoration of teeth and maintenance of dental health. "1/ States have interpreted this regulation 
flexibly with the result that some pay for needed dental care for children who have not had a dental screening while other states predicate coverage of dental care on being referred during an EPSDT screen. Under EPSDT, the federal government reimburses states for EPSDT dental care at the same level as for other medical services.

CHAP's provisions for dental care are inappropriately restrictive on two counts: (l) CHAP would reimburse states for dental care at a lower rate than for other CHAP services, thereby demoting the importance of the services; and (2) 
states would be required to pay only for treatment of conditions discovered during an assessment. This is a narrower requirement than under present law. Coupled with the lower federal match and the fact that dental services are viewed as relatively expen­sive, we fear there will be minimal provision of dental care in the states. This is unacceptable.

There is wide consensus that children need routine dental care to avoid pain and subsequent problems, including the development of speech impairments and malnutrition. Because of the almost universal need for dental care, experts agree that it is unnecessary to screen children for dental problems but imperative that routine dental care be provided. Routine dental care for children should include an emphasis on the pre­ventive measures which are known to be effective.
Based on the needs of children, the most sound dental policy under Medicaid would be to require states to cover routine and emergency dental care. While certainly it would be more costly than the dental portion of EPSDT currently, we believe the cost would not be as high as HEW has projected, largely because if all eligible children were entitled to such care, the experience under EPSDT suggests that a smaller portion than

1/ C.F.R. 249.10 (a)(3)(iv)
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a l l  th o s e  e l i g i b l e  w ou ld  u c t u a l l y  u s e  t h e  s e r v i c e s  ( p a r t i c u l a r l y  
d u r in g  th e  f i r s t  few y e a r s  o f  th e  p ro g ra m ) . I n  a d d i t i o n ,  th e  
c o s t  p e r  c h i l d  w ould  d e c l i n e  a s  mor e c h i l d r e n  r e c e i v e  d e n t a l  
b e n e f i t s  an d t h e i r  d e n ta l  h e a l t h  im p ro v e s .

G iv en  th e  s h o r tu g e  o f  d e n t a l  r e s o u r c e s  f o r  c h i l d r e n  an d 
c o s t  c o n s i d e r a t i o n s ,  i t  may t a k e  s e v e r a l  y e a r s  u n t i l  CHAP i s  
a b le  t o  p ro v id e  c o m p re h e n s iv e  d e n t a l  c a r e  to  a l l  e l i g i b l e  c h i l d ­
r e n .  H ow ev er , a s  a p ro gra m  to  s t r e n g th e n  and  im pro ve  EPSUT,
CHAP m ust  p ro v id e  d e n ta l  c a r e  t o  a  g r e a t e r  p r o p o r t i o n  o f  n e ed y  
c h i l d r e n  th a n  d o e s  EPSDT. T hus, we reco mmen d m o d if y in g  th e  
d e n t a l  s e r v i c e s  c o v e re d  u n d e r  II .R . 6706 , s e t t i n g  a  s t a n d a r d  f o r  
p ro g ra m  e x p a n s io n  (a  15% a n n u a l i n c r e a s e  i n  th e  nu m be r o f  c h i l d ­
r e n  r e c e i v i n g  d e n t a l  c a r e )  t h a t  w i l l  le a d  i n c r e m e n ta l l y  to  a 
c o m p re h e n s iv e  p ro g ra m  f o r  a l l  c h i l d r e n ,  and" m a tc h in g  d e n t a l  
e x p e n d i tu r e s  a t  th e  sam e l e v e l  a s  o th e r  h e a l t h  s e r v i c e s  u n d e r  
CHAP.

5 . A s s u r in g  T h a t CHAI' S e r v ic e s  G et  To Nee dy  C h i ld r e n

Th e C o n g re ss  e x p re s s e d  i t s  d e s i r e  t o  ma ke s u re  t h a t  c h i l d ­
r e n  g e t  EPSDT s e r v i c e s  by  e n a c t in g  th e  EPSUT p e n a l ty  p r o v i s io n  
i n  1 9 7 2 . Th e e x p e r ie n c e  w it h  th e  EPSDT p e n a l ty  p o i n t s  up  th e  
in a d e q u a c ie s  o f  c u r r e n t  e n fo rc e m e n t a c t i v i t i e s ,  c e r t a i n  o f  w h ic h  
a r e  n o t  c o r r e c t e d  by  11.R.  6 7 0 6 .

E x i s t i n g  p r o v i s io n s  h av e  n o t  g u a ra n te e d  t h a t  c h i l d r e n  
r e c e i v e  a s s e s s m e n ts  an d t r e a t m e n t .  CUE fo u n d , f o r  e x am p le , t h a t  
d u r in g  th e  f i r s t  q u a r t e r  th e  p e n a l ty  was  i n  e f f e c t ,  20  s t a t e s  o r  
t e r r i t o r i e s  w h ic h  met  th e  r e q u i r e m e n ts  u n d e r  th e  p e n a l ty  p ro ­
v i s i o n s  p e rf o rm e d  fe w e r th a n  o n e - t h i r d  o f  th e  s c r e e n in g s  r e q u i r e d  
a c c o r d in g  to  th e  AAP 's s t a n d a r d s .  The n a tu r e  an d a d m i n i s t r a t i o n  
o f  th e  p e n a l ty  r e q u ir e m e n ts  have  l e d  to  t h i s  f a i l u r e  t o  a c h ie v e  
C o n g re s s io n a l  i n t e n t .

One  e le m e n t w hic h  m ust  be  b u i l t  i n t o  CHAP i s  a  r e q u i r e m e n t  
t h a t  s t a t e s  m eet min imum outc om e s t a n d a r d s :  e n r o l l  a  r e a s o n a b le  
p r o p o r t io n  o f  e l i g i b l e  c h i l d r e n  in  th e  p ro g ra m  an d p r o v id e  th em  
w i th  n e ed e d  a s s e s s m e n ts  an d t r e a tm e n t .  II .R . 67 06  i n c lu d e s  s u c h  
s ta n d a r d s  a s  th e  b a s i s  f o r  g iv in g  s t a t e s  a  bonus f o r  go od  p e r f o r ­
m an ce ; ho w ev er,  u s in g  p e rf o rm a n c e  s ta n d a r d s  f o r  t h i s  l i m i t e d  p u r ­
p o se  w i l l  n o t  a s s u r e  t h a t  a l l  s t a t e s  p e rfo rm  a t  a  s a t i s f a c t o r y  
l e v e l .  B ecau se  o f  th e  b u i l t  in  f i n a n c i a l  d i s i n c e n t i v e  t o  p e rfo rm  
a s s e s s m e n ts  (u n d e r  CHAP, once  c h i l d r e n  a r e  a s s e s s e d ,  s t a t e s  h a v e  
an  o b l i g a t i o n  t o  t r e a t  t h e i r  p ro b le m s an d g iv e  th em  p r im a r y  
c a r e  s e r v i c e s — a l l  s e r v i c e s  f o r  w h ic h  t h e  s t a t e  b e a r s  a  p o r t i o j i  
o f  th e  c o s t ) ,  t h e r e  m ust  b e  min imum  e x p e c ta t io n s  r e l a t e d  to  
o u tc om es f o r  c h i l d r e n .  Th e e x a c t  s ta n d a r d  may v a ry  f o r
e ac h  s t a t e  b u t i t  s h o u ld  r e p r e s e n t  a  r e a s o n a b le  i n c r e a s e  o v e r  
p e rfo rm a n c e  e ac h  y e a r .  Th e S e c r e t a r y  s h o u ld  be  s p e c i f i c a l l y
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a u th o r iz e d  to  g a th e r  d a ta  to  a s s e s s  s t a t e s ' p r o g r e s s .  U n le ss  
t h e r e  a r e  su ch  s ta n d a r d s  w hic h  a r e  m o n it o re d  an d a p p ly  a s  
min imu m e x p e c ta t io n s  o f  a l l  s t a t e s , i t  i s  p r e d i c t a b l e  t h a t  
man y w i l l  c o n t in u e  to  f u n c t io n  a t  t h e i r  c u r r e n t  u n a c c e p ta b le  
l e v e l .

We a r e  p le a s e d  t h a t  II .I t.  67 06  in c lu d e s  i n c e n t i v e s  f o r  
s t a t e s  to  m ee t s t a n d a r d s .  In  a d d i t i o n ,  t h e r e  m ust  b e  m e a su re s  
c a p a b le  o f  e l i c i t i n g  c o m p li a n ce  wh en  s t a t e s  f a i l  t o  do  s o .
The f i n a n c i a l  p e n a l ty  e s t a b l i s h e d  in  H .I t.  6706 i s  a n  im p o r ta n t  
t o o l .  H ow ev er , b a se d  on  an  e x a m in a ti o n  o f  El ’SD T 's  e n fo rc e m e n t 
h i s t o r y , 1 /  we h av e  c o n c lu d e d  t h a t  th e  f i n a n c i a l  p e n a l t y  i s  n o t 
a lw ay s  th e  m ost  a p p r o p r i a t e  re m ed y a n d , in  some  c a s e s ,  i s  n o t 
a n  e f f e c t i v e  o n e .

T hus,  we rec om me nd  t h a t  th e  S e c r e t a r y  be  g iv e n  an  a d d i t i o n a l  
e n fo rc e m e n t t o o l :  to  r e q u i r e  t h a t ,  so  lo n g  a s  s t a t e s  r e c e i v e  
f e d e r a l  fu n d s  f o r  CHAP, th e y  ta k e  s t e p s  t o  m ee t C o n g re s s io n a l  
m an d a te s  .£_ /

We re co m m en d,  t o o ,  t h a t  th e  s a n c t io n s  a v a i l a b l e  to  th e  
S e c r e t a r y  be  u sed  wh en a n y  re q u ir e m e n t o f  CIIAP i s  n o t  m e t.
Eac h o f th e  r e s p o n s i b i l i t i e s  g iv e n  to  s t a t e s  u n d e r  CHAP i s  
e s s e n t i a l  to  c a r r y in g  o u t an  e f f e c t i v e  p ro g ra m . T h u s, w h il e  we 
s u p p o r t th e  f o u r  r e q u ir e m e n ts  w hic h  a r e  th e  o n ly  b a s i s  f o r  
a s s e s s i n g  th e  p e n a l ty  u n d e r II .I t.  6706 , th e y  s h o u ld  be  w r i t t e n  
a s  p ro g ra m  r e s p o n s i b i l i t i e s  an d an y  p ro g ra m  i n f r a c t i o n  sh o u ld  
be a  p e n a l ty  i s s u e  in  CHAP.

F i n a l l y ,  f o r  th e  s a n c t io n s  to  p ro m ote  c o m p li a n c e  w it h  CHAP 
r e q u i r e m e n ts ,  a p p l i c a t i o n  o f them  m us t w or k m or e e x p e d i t i o u s l y  
th a n  i s  th e  c a s e  u n d e r  EPSD T. B ecause  o f  t h e  cu m be rsom e p ro ­
c e s s  w hic h  now e x i s t s  f o r  a p p e a l in g  a f i n d i n g  o f  n o n -c o m p li a n c e , 
no  fu n d s  have  y e t  bee n w it h h e ld  fr om  a n y  s t a t e  e v e n  th o u g h  th e  
p e n a l ty  p r o v i s io n  h a s  been  i n  e f f e c t  f o r  m or e th a n  t h r e e  y e a r s .  
S t a t e s  sh o u ld  h av e  th e  r i g h t  to  a p p e a l HEW's f i n d i n g  o f n o n -  
c o m p li a n c e , b u t  th e  C o n g re ss  s h o u ld  s e t  t i m e t a b l e s  to  a s s u r e  
p ro m pt a p p l i c a t i o n  o f  th e  s a n c t io n s .

1 /  F o r d i s c u s s i o n ,  s e e  C h a p te r  2 o f  ESl'DT: Docs I t  S p e l l  H e a lt h  
C ar e F o r P oor C h i ld r e n ?

2 /  F o r a d i s c u s s io n  o f  how t h i s  m easu re  w ould  w ork , s e e  reco mmen ­
d a t io n  9 , on  p .  75  o f EPSDT:  Docs I t  S p e l l  H e a lt h  C are  F o r 
P oo r C h i ld re n ?
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6 .  M ain te n a n c e  Of S t a t e  E f f o r t

Th e p r im a ry  p u rp o s e  o f  H .R . 67 06  i s  t o  e n c o u ra g e  s t a t e s  
to  s t r e n g th e n  and  expan d t h e i r  EPSDT p ro g ra m s . Y et f u l l y  
o n e - t h i r d  o f  CH AP 's $18 0 m i l l i o n  f e d e r a l  b u d g e t w i l l  go  to  
r e p l a c e  s t a t e  d o l l a r s  a l r e a d y  in  o r  e x p e c te d  to  be  i n  th e  p ro ­
gra m . T h is  r e s u l t s  fr om  th e  f a c t  t h a t  CHAP w i l l  i n c r e a s e  th e  
f e d e r a l  s h a r e  o f  p ro gra m  c o s t s  w i th o u t  r e q u i r i n g  t h a t  s t a t e s  
m a in ta in  t h e i r  c u r r e n t  l e v e l  o f  f i n a n c i a l  co m m itm en t t o  th e  
p ro g ra m . A lt h o u g h  we do  n o t op p o se  f i s c a l  r e l i e f  t o  s t a t e s ,  we 
c a n n o t a c c e p t  i t  a t  th e  e x p e n se  o f  a n  im p ro v ed , ex p an d ed  p ro g ra m  
w h ic h  c h i l d r e n  v i t a l l y  n e e d .

T h e r e f o r e ,  we reco mmen d t h a t  th e  $6 0 m i l l i o n  i n  CHAP w h ic h  
a r e  c u r r e n t l y  re p la c e m e n t d o l l a r s  be  u se d  f o r  new  b e n e f i t s  f o r  
c h i l d r e n .  T h is  c an  be  a c c o m p li s h e d  e i t h e r  by  r e q u i r i n g  s t a t e s  
to  m a in ta in  t h e i r  c u r r e n t  l e v e l  o f  f i n a n c i a l  co m m itm en t f o r  
M ed ic a id  o u t p a t i e n t  s e r v i c e s  f o r  c h i l d r e n  o r  by  a p p r o p r i a t i n g  
a d d i t i o n a l  f e d e r a l  fu n d s  w h ic h  w i l l  r e s u l t  i n  p ro g ra m  e x p a n s io n .

7 .  E x te n d in g  M ed ic a id  To"I nco m e E l ig ib l e "  Y outh  Aged 6 -2 1

W hil e  CHAP ta k e s  a  muc h n e ed e d  s t e p  by  m akin g c h i l d r e n  
u n d e r  a g e  6 who l i v e  in  e x tr e m e  p o v e r ty  e l i g i b l e  f o r  M e d ic a id , 
i t  f a i l s  to  in c lu d e  c h i l d r e n  i n  th e  same f a m i ly  who a r e  o l d e r .  
HEW e s t i m a te s  t h a t  t h e r e  a r e  a b o u t 1 ,1 AO,000  y o u th  b e tw e e n  th e  
a g e s  o f  6 and  21 who m ee t s t a t e s '  in co m e q u a l i f i c a t i o n s  f o r  
w e l f a r e  b u t do  n o t c u r r e n t l y  q u a l i f y  f o r  M e d ic a id  b e c a u s e  th e y  
f a i l  to  m eet o th e r  w e l f a r e  r e q u i r e m e n ts  ( e . g . ,  th e y  a r e  p o o r 
b u t l i v e  i n  i n t a c t  f a m i l i e s ) .  The y a r e  i n  d e s p e r a t e  n eed  o f 
h e a l t h  c a r e .  As EPSDT d a ta  sh ow , c h i l d r e n  and  a d o le s c e n t s  aged  
6 -2 1  hav e  a s  h ig h  o r  h ig h e r  r a t e s  o f  p ro b le m s fo u n d  i n  s c r e e n in g  
an d a r e  a s  much in  n eed  o f  b a s i c  h e a l t h  c a r e  a s  y o u n g e r c h i l ­
d re n . i n  o r d e r  to  r e a c h  th e  m ost  n e ed y  p o o r c h i l d r e n  and  to  
a v o id  d i s c r i m i n a t i o n  am ong c h i l d r e n  o f  d i f f e r e n t  a g e s  i n  th e  
same f a m i ly ,  we rec om me nd  t h a t  M e d ic a id  e l i g i b i l i t y  be  e x te n d e d  
to  a l l  c h i l d r e n  in  f a m i l i e s  w h ic h  m eet th e  s t a t e ' s  in com e b u t 
n o t  w e l f a r e  r e q u i r e m e n ts .

8 .  D e v e lo p in g  S t a t e s ' C a p a c it y  To D e l iv e r  CHAP S e r v ic e s

U n li k e  o th e r  M ed ic a id  S e r v i c e s ,  CHAP c h a r g e s  s t a t e s  w it h  
p u t t i n g  in  p la c e  a h o s t  o f  s e r v i c e s  and  s e e in g  t h a t  c h i l d r e n  
r e c e i v e  th em . T h is  c a l l s  f o r  a  d i f f e r e n t  k in d  o f  p la n n in g  an d 
a d m i n i s t r a t i v e  c a p a b i l i t y  fr om  o th e r  M ed ic a id  p r o v i s i o n s .
I I .I t.  670 6 does  n o t a d e q u a te ly  a d d r e s s  th e s e  a f f i r m a t i v e  a s p e c t s  
o f  th e  p ro g ra m ; n o r  d o es  EPSDT a s  i t  i s  now a d m in i s t e r e d .

97-633 0  -  77 - 10
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To c a r r y  o u t a n  e f f e c t i v e  CHAP p ro g ra m , s t a t e s  m ust  s e t  
o u t a  s t r a t e g y  c a p a b le  o f m e e ti n g  pro gra m  g o a l s ,  b u i l d  a 
s t a t e w id e  sy ste m  f o r  d e l i v e r i n g  th e  s e r v i c e s ,  an d  g a in  b ro a d  
b a se d  c o o p e r a t io n  fr om  a ra n g e  o f p e rs o n n e l who w or k w it h  c h i l d ­
r e n  an d fr om  M ed ic a id  f a m i l i e s .  U nd er  EPSD'J’, th e r e  li a s  been  
l i t t l e  a n d , i n  som e p l a c e s ,  no  a t t e n t i o n  to  th e s e  a c t i v i t i e s .
We t h e r e f o r e  reco mmen d t h a t  s t a t e s  d e v e lo p  a n  a n n u a l s t a t e  
p la n  d e m o n s t r a ti n g  th e  c a p a c i ty  to  m ee t p ro g ra m  r e q u i r e m e n ts .
We u r g e ,  to o ,  t h a t  t h e r e  be p u b l ic  h e a r in g s  a s  w e ll  a s  o th e r  
m ec han is m s n eed ed  to  a s s u r e  s u b s t a n t i a l  p u b l i c  in p u t  i n  th e  
d e v e lo p m en t o f  C1IAP p la n s .

ClIAP m ust  a l s o  b e g in  a d d r e s s in g  p ro b le m s o f  th e  in a d e q u a te  
nu m be r o r  th e  i n a p p r o p r i a t e  k in d s  o f h e a l t h  p r o v id e r s  f o r  
c h i l d r e n .  W hil e  M e d ic a id , w it h  i t s  re im b u rse m e n t a p p ro a c h , ,  
c a n n o t s i n g le - h a n d e d ly  a d d r e s s  r e s o u rc e  p ro b le m s , i t  c an  do  a 
l o t  to  h e lp  i d e n t i f y  s h o r ta g e  a r e a s  an d w or k w it h  o t h e r  h e a l t h  
d e l i v e r y  an d h e a l t h  p la n n in g  p ro gra m s to  b e g in  t i l l i n g  g a p s .
CHAP s h o u ld  r e q u i r e  t h a t  M ed ic a id  a g e n c ie s  i n  c o n ju n c t io n  w it h  
H e a lt h  P la n n in g  and  T i t l e  V M a te rn a l an d C h il d  H e a lt h  p ro g ra m s 
i d e n t i f y  s h o r ta g e  a r e a s  f o r  c h i l d r e n  and  d e v e lo p  a  s t r a t e g y  f o r  
b u i ld in g  th e  n e c e s s a r y  r e s o u r c e s .

9 .  B u i i d in g  A c c o u n t a b i l i t y  i n  HE W's A d m i n i s t r a t i o n  o f  ClIAP

As t l i i s  S ubcom m it te e  i s  w e ll  a w are , th e  h i s t o r y  o f  EPSDT 
li as b een  c h a r a c t e r i z e d  by  fo o t d ra g g in g  a t  t h e  f e d e r a l  an d 
s t a t e  l e v e l s  and a  p ro n o u n ced  f a i l u r e  by  HEW to  p r o v id e  th e  
n e c e s s a r y  s u p p o r t and  l e a d e r s h i p .  We have  ap p en d e d  to  t h i s  
te s t im o n y  a c h ro n o lo g y  o f  HEW's d is m a l 1 0 - y e a r  r e c o r d  i n  im p le ­
m e n ti n g  EPSDT. (A ppendix  I I ) .  We a r e  e x tr e m e ly  h o p e fu l t i i a t  
t h i s  A d m in i s t r a t io n  i s  co m m it te d  to  v ig o ro u s  a c t i o n  t o  s e e  th a t  
c h i l d r e n  r e c e i v e  th e  b e n e f i t s  to  w hic h  CHAP e n t i t l e s  th em . At 
th e  sam e t im e ,  we b e l i e v e  i t  im p o r ta n t f o r  th e  C o n g re ss  to  
i n s t i t u t e  c e r t a i n  m in im a l fo rm s o f a c c o u n t a b i l i t y .  CHAP, a s  
p r e s e n t l y  w r i t t e n ,  d o e s  n o t in c lu d e  su ch  m e a s u re s .

Had EPSDT in c lu d e d  bench m ar ks a g a i n s t  w h ic h  th e  C o n g re ss  
c o u ld  m o n it o r  th e  p r o g r e s s  in  p r o v id in g  c h i l d r e n  w i th  n e ed e d  
c a r e ,  EP SD T's p o o r  p e rf o rm a n c e  w ou ld  n o t h a v e  p e r s i s t e d  th e s e  
t e n  y e a r s .  We b e l i e v e  i t  e s s e n t i a l  t h a t  th e y  be  e s t a b l i s h e d  
u n d e r  CHAP. T h e r e f o r e ,  we rec om me nd  a s  a  t a r g e t  t h a t  80?S o f  
e l i g i b l e  c h i l d r e n  be  e n r o l l e d  in  th e  p ro g ra m  w i th in  f i v e  y e a r s  
o f  e n a c tm e n t.  We u r g e ,  t o o ,  tw o m e asu re s  t o r  k e e p in g  th e  
C o n g re ss  a p p r i s e d  o f  th e  D e p a r tm e n t' s  p r o g r e s s  i n  m e e ti n g  th e s e  
g o a l s .  I n  a d d i t i o n ,  we reco mmen d th a t  CHAP in c lu d e  a  d e a d l in e  
f o r  th e  S e c r e t a r y  to  i s s u e  f i n a l  pro gra m  r e g u l a t i o n s .



Be yo nd  El’SDT lit ;for m

Ou r w or k h a s  c o n v in c e d  u s  t h a t  c h a n g e s  i n  El’SDT c an  
b r in g  r a p id  and  w id e s p re a d  p a y o f f  l o r  p o o r c h i l d r e n .  B ut  
b e c a u s e  o f  b u i l t - i n  l i m i t a t i o n s  i n  w hat M e d ic a id  c a n  a c c o m p li s h , 
m e a su re s  bey ond re fo rm in g  El’SDT a r e  c a l l e d  l o r .  One c r u c i a l  
m easu re  i s  th e  d e v e lo p m en t o f  new h e a l t h  c a r e  p r o v id e r s  i n  th e  
ma ny a r e a s  w here  c h i l d r e n  do  n o t  h av e  s o u r c e s  o f  c a r e  c l o s e  b y . 
B as ed  on  p r e l im in a r y  u n a l y s i s  by  HEW, a n  e s t im a te d  16% o f  c h i l d ­
r e n  on  AFDC l i v e  i n  c o u n t ie s  d e s ig n a te d  a s  s h o r ta g e  a r e a s ;  th e  
p e r c e n t  i s  s l i g h t l y  h ig h e r  whe n a i l  c h i l d r e n  a r e  ta k e n  i n t o  
a c c o u n t .

We aT e e x te rm e ly  p le a s e d  t h a t  $2 5 m i l l i o n  in  th e  CHAP 
b u d g e t h a s  b e en  a l l o c a t e d  f o r  th e  p u rp o s e  o f  d e v e lo p in g  r e ­
s o u rc e s  i n  u n d e rs e rv e d  a r e a s .  But  w h i le  i t  s i g n a l s  a t t e n t i o n  
to  a  v e ry  im p o r ta n t p ro b le m , $2 5 m i l l i o n  c a n n o t b e g in  t o  p r o ­
v id e  a s s i s t a n c e  i n  ma ny o f  th e  c o m m u n it ie s  a c r o s s  th e  c o u n t r y  
i n  n e ed  o f  i t .  We hope t h i s  S u b c o m m it te e  w i l l  s e e  f i t  to  
u n d e r ta k e  a  s i g n i f i c a n t l y  e xpanded  p ro g ra m  o f  r e s o u r c e  d e v e lo p ­
m en t to  ma ke a v a i l a b l e  s t a r t  up  f u n d s , t e c h n i c a l  a s s i s t a n c e ,  
and  c o n t in u in g  s u b s id i e s  a s  n e ed e d  i n  s h o r ta g e  a r e a s .

F i n a l l y ,  c e r t a i n  o f  th e  i n h e r e n t  f la w s  i n  M e d ic a id  f o r  
c h i l d r e n  c a n  be  re m ed ie d  o n ly  th ro u g h  a  p ro g ra m  o f  co m p re h en ­
s i v e  n a t i o n u l  h e a l t h  i n s u r a n c e .  B ut  n o t a n y  p ro g ra m  o f  n a t i o n a l  
h e a l t h  i n s u r a n c e  w i l l  a s s u r e  t h a t  c h i l d r e n  r e c e i v e  th e  ty p e  an d 
q u a l i t y  o f  h e a l t h  c a r e  th e y  n e e d . B ecau se  sound  p o l i c y  fo rm u la ­
t i o n  i s  d e p e n d e n t on  th e  n a tu r e  o f  th e  b a c k g ro u n d  w o rk , we 
b e l i e v e  i t  i s  c r u c i a l  t h a t  th e  o p t io n s  c o n s id e r e d  by  th e  A dm in i­
s t r a t i o n  and  th e  C o n g re ss  in c lu d e  th o s e  w h ic h  go  beyond p r e ­
s e n t l y  p r e v a l e n t  p r a c t i c e s  an d  c o n v e n t io n s  a b o u t how c a r e  i s  
b e s t  o rg a n iz e d  an d p a id  f o r .  We h av e  s h a re d  w i th  th e  C hai rm an  
o f  th e  A d v is o ry  C om m it te e on  N a t io n a l  H e a lt h  I n s u r a n c e  I s s u e s  
o u r  s u g g e s t io n s  f o r  a n a l y s i s  w h ic h  sh o u ld  be p a r t  o f  th e  b a c k ­
g ro u n d  w or k c u r r e n t l y  b e in g  u n d e r ta k e n .  A t ta c h e d ,  a s  A ppend ix  
I I I ,  i s  a  c opy  o f  o u r l e t t e r  w h ic h  we hope w i l l  be  u s e f u l  a s  you 
c o n s id e r  th e  s t e p s  be yond  EPSDT re fo r m .

Th an k y o u .



APP EN DIX  I
Chapter 1

, What Have We Learned 
and

Where Do We Go From Here?

■ «■- ■ •
Archie Douglas is- now eight • 1 
years-old and has-already 
failed the first grade twice- 
He has always avoided going to 
school whenever possible. Last 
year* his teacher* reported that 
when in class, he had a short 
attention span, misbehaved 
frequently and was generally- 
disruptive. After two years 
of first grade instruction, 
his language skills are those 
of a five year old. This is 
true despite the fact chat he 
excels in the nonverbal por­
tions of standardized intelli­
gence tests. Archie comes 
from a stable, intact, lower- 
income family.
Archie was a full-term, normal 
healthy baby. He received his 
health care during infancy 
from a city clinic. When he 
was 18 months old, he had a 
fever and an earache. His 
mother, relying on her mother's 
advice, rocked him to soothe 
his crying and ease Archie's 
pain, gave him half an aspirin 
every few hours and used a 
commercial ear-drop prepara­
tion. While rocking him, his 
mother noticed that some fluid 
began draining from his ear. 
Archie seemed less distressed 
after the fluid drained, and 
he recovered completely within 
a few days.
Three months later the fever 
and the earache recurred. This 
time both ears were affected.

Home remedies brought no re­
lief and Archie was taken to 
the clinic. The doctor diag­
nosed bilateral otitis media. 
This is a common childhood 
illness, easily diagnosed, and 
easily and effectively treated 
by antibiotics. Mrs. Douglas 
was able to pay $15 for anti­
biotics only by deferring her 
rent payment. Because Archie 
seemed to recover in a few 
days, his mother discontinued 
the medication prescribed by 
the doctor before the full 
antibiotic regimen was com­
pleted. Within a month, the 
condition returned, and this 
time rocking, ear drops and 
a few left over antibiotic 
pills were administered and 
Archie seemed to recover.
With the exception of these 
illnesses, Archie was a 
healthy, active child. Other 
than visits to the clinic for 
immunizations, his mother was 
grateful that he never needed 
to see a doctor.
This year Archie has a new 
first grade teacher. On  his 
recommendation, Archie's mother 
took him to a speech and hear­
ing center for an evaluation. 
They found that Archie has a 
bilateral hearing loss that 
probably resulted from his 
early bouts with otitis media. 
He has slightly more hearing 
in his left ear (30 dB) than 
in his right (45 dB). Arc hi e’s



hearing loss i3 considered 
significant. He has frequent 
difficulty with normal speech 
sounds, and his difficulty has 
probably been the cause of his 
school problems. Archie's 
hearing problem can be allevia­
ted by a hearing aid, but at 
this point, he also needs 
remedial education and his 
mother needs counseling and 
support. Even with help, it 
will be difficult for Archie 
to overcome his initial im­
pressions that school is in­
comprehensible, that he cannot keep up and that he is a. fail-

Archie could have been spared 
much of his suffering through 
.a program of early screening 
and. follow-up care. While-it 
i»-unlikely that screening<- 
could have identified him-ear 
infection when it first devel­
oped (unless his. screening ?- 
appointment happened t o b e , ’’ 
scheduled when he was sick), 
screening within the next year 
or so would have identified 
the hearing loss much earlier, when- he was two or so years 
old, long before it seriously 
affected his language skills. 
Once his problem was identi­
fied, Archie could have gotten 
a hearing aid and services in 
school suited to his special needs.

program. Although the language 
of the EPSDT amendment was extreme­
ly general and the legislative 
history sparse, the outlines of the 
program Congress intended were ; 
quite clear. Children eligible for. 
Medicaid— estimated then to be  . M  
approximately 6.5 million and  
about 13 million— were to receive.-** 
complete physical examinations and.'̂  
other screening procedures such as-:/ 
tests for vision and hearing deyjgjpj 
ficiencies, for high levels oJCXead 
in the blood, for nutritional 
ficiencies, for dental problems and, 
for other problems that could. im^PXa 
pede their normal growth and devel^ 
opment. These screening procedures* 
were to start early, preferably 
soon after birth, and were to be-v/* 
repeated periodically until the ? 
child reached age 21. Following :?■ 
screening, children were to rec ei ve - 
the diagnostic and. treatment ser­
vices indicated necessary during 
their health assessments. Xt was . 
hoped that this system of early 
detection and follow—up would con­
trol most chronic disorders suf­
fered by poor children before they\ 
did permanent and costly damage.

EPSDTs Origins and Promise ••

Late in 1967, Congress amended 
Medicaid to require states to pro­
vide "early and periodic screening, 
diagnosis and treatment" (EPSDT) to 
all children under the age of 21 
who were eligible for the Medicaid

. -
i '

42 O.S.C. $1396d(a) (4) (B). Congress en— i.-
acted at the same time an amendment to  the  
fed eral Maternal and Child Health Program . 
(T it le  V of  the So cial  Securit y Ac t) , 
call in g for  ea rly id en ti fica tion o f c h il ­
dren in need of  health care and treatment 
to correct  th ei r health problems. (42 
O.S.C. $20S(a) (7 ,. )  These were part of the  
Child Health Act of  1967.
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The backdrop for EPSDT’s enact­
ment included three critical devel­
opments during the 1960s. First, , a 
growing public concern for the poor 
led to the creation of Great Soci­
ety anti-poverty programs, which 
tried to break the cycle of poverty 
by improving the lives of poor 
children. Second, a number of 
categorical health programs as well 
as Medicaid and Medicare became-, 
law, creating a precedent for* fed­
erally-subsidized health services- ..

Finally, the-striking prevalence 
of chronic, handicapping conditions 
in children was being brought to-- 
the attention of the public- AS--- 
Selective Service study found that 
more than 15 percent of 18 year 
olds examined for military duty ' 
were rejected because of conditions 
including dental, eye and ear prob­
lems; orthopedic problems; internal 
conditions such as heart disease; 
and a large percentage of emotional 
and developmental disorders? Based 
on a review of medical literature, 
a group established by HEW estim­
ated that 62 percent of the serious 
conditions found by the Selective 
Service were preventable or correcfc-

These p m lljlmry data ware based on re­
jection ratas in Selective Service exam­
inations of 18-year-old, non-college bound 
youth from July 1964 to December 1965 
under the "Conservation of Manpower" pro­
gram. See Bernard Karpinos, Office of the 
Surgeon General, Department of the Army, 
cited in "Maternal and Child Health Cara 
Programs," (Washington, D.C.s Office of 
the Assistant Secretary, for Program Co­
ordination, HEW, October 1966>, Table 2.7.

able through comprehensive and con­
tinuous health care. Thirty-three 
percent were estimated to be pre­
ventable or correctable through 
periodic screening and treatment.3 
The group also found that disabling 
conditions and inadequate care were 
far more common among poor childrec

Two-thirds had never been to a 
dentist; 60 percent of those 
with chronic conditions were 
not being treated. Physician 
visits were less frequent,*al­
though there was nearly- twice 
as much hospitalization, as 
among higher-income children.
Compared to more affluent chil­
dren, the prevalence of heart 
disease was three times as 
great. Seven times as many 
low-income children had visual, 
impairments, six times as many 
had hearing problems, and five 
times4as many had mental ill­ness.

It was to deal with these problems 
early— and cost effectively— that 
EPSDT was established.5

3 "Maternal and Child Health Care Programs," 
p. II.8.
4Task Force on Human Resources, Congres­
sional Budget Office, "Prospects for 
Meeting Health Cara Needs of Children El­
igible for Medicaid Under EPSDT," Working 
Papers on Major Budget and Program Iss ue s 
in  Sel ec te d Health Programs  (Washington, 
D.C.s Cotsssittee on the Budget, O.S. House 
of Representatives, 10 December 1976), 
p. 119.
5For more detailed analysis off the history 
and development of EPSDT during this 
period see, for example. Task Force on  
Human Resources, Congressional Budget 
Office, "Prospects for Meeting Health Care 
Needs of Children Eligible for Medicaid 
Under EPSDT," pp. 117-136; Anne-Marie 
Foltz, "The Development of Ambiguous Fed­
eral Polleys Early and Periodic Screening,



EPSDT held a great deal of pr o­
mise. First, it could begin to fill 
-in the major gaps in the health 
care poor children received. And 
the need was great. Poor children 
suffered disproportionately from nu­
tritional deficiencies, hearing and 
vision impairments, dental problems^ 
parasite* and skin diseases such as 
impetigo. 6 They suffered not only 
from poverty, substandard housing 
.and nutritional deficiencies that 
caused or aggravated their health 

-.problems, bu t from the lack of-. ,
,health care to attend to them.- The 
national'immunization rates for ' 
polio and'for other childhood di­
seases— good indices of whether 
children were receiving the most 

•basic preventive care— were espe­
cially low for children living in 
poverty areas. In 1975, 47 percent 
of children under one year of age 
.living in large metropolitan areas 
designated as poor had not received

any polio vaccine; 58 percent of 
poor infants below age one in large 
central cities had not received 
shots for diphtheria, tetanus or . 
whooping cough. 7 One study noted * 
that poor children were more in reed - 
of medical care when they finally-, i, 
saw a doctor, even though they 3aw,-.
physicians less often than more af_
fluent children.8 Another showed

A”*. •/»that poor families in a central
city area received medical serviceisS
only 15 percent of the tim e ths ic .^ S
symptoms indicated they needed .<£^3 

a vJg-care. Not surprisingly, poor chil—  
dr an suffered the consequences 
inadequate health care. They 
twice as many hospital stays, spenfc^ 
more sick days in bed and lost ao r»? 
days of school than non-poor chil— ^j 
dren.1 0 7‘

Diagnosis and Treatment (EPSDT),” Milbank 
Memorial Fund Quart erly (Winter 1975); and 
Joseph A. wholey, The Absence o f  Program 
Ev alua tio n As An Obs ta cle to  E ffe c tiv e  
Program Expen diture P o li cy : A Cas e Study 
o f  Child Health Cars Programs (Washington, 
D.C.s Urban Institute, 1970).
6For summaries of evidence on the health 
problems of poor children see, for ex­
ample, Office of Child Health Affairs, "A 
Proposal for New Federal Leadership in 
Maternal and Child Health Care in the 
United States,” (Washington, D.C.: HEW, 
November 1976), pp. 9-10, 15 (draft); and 
Doctors and Dollars Are Not Enough (Wash­
ington, D.C.s The Children’s Defense Fund, 
1976), pp. 10-11.

Center for Disease Control, United  States 
Immunization Survey: 1975, (Washington,
D.C. s HEW, Publication No. (CDC) 76-8221, 
June 1976), Tables 4, 4c, 5, 5c, pp. 25,
28-29, 33, and 36-37. ‘• . r- *8 Data froa the Health Interview Survey, '< 
cited in John A. Butler, "Improving the 
Delivery of Primary Medical Care Services 
for American Children" (Cambridge, Mass; 
Harvard Child Health Project, September 
1975, unpublished and unpaged draft re—  - 
port). ”
9 1Alpert, et al., cited in Butler, “Im prov— 
ing the Delivery of Primary Medical Care 
Services for American Children.” •’■- ?1 0 Medical Services Administration, "EPSDT: 
The Possible Dream” (Washington, D.C.: '
Social and Rehabilitation Service, HEW - 
(SRS-FY 77-24-973) , February 1977), p. I. 
(Mimeo.)
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Second, EPSDT represented 
the first major commitment in this 
country to reach large numbers of 
children in desperate need of 
basic health care. Prior to EPSDT, 
only a few federally-financed 
health programs provided health 
services to poor families and chil­
dren, but these programs reached.;: 
only a very small percentage of.the 
poor children who needed them-iĈ is- 
Medicaid^.which reached a g reater 
number of:poor families, paid, fo r?? 
treatment:for acute medical prob—-» 
lens or emergencies^ Rarely were.- ' 
its resources used to- prevention:; ? 
treat children's health problems^ 
early in  their course.. .

And finally, not only did.EPSDT 
focus on preventive services.for an 
extremely large number of children, 
but it placed an affirmative obli­
gation on the state agencies admin­
istering Medicaid to take steps to 
ensure that eligible children 
actually received the services they 
needed. States were to inform eli­
gible families about the availabil­
ity of EPSDT and about the value 
of preventive health care so that 
families could take advantage of 
the program. In addition, states 
had the responsibility to see that 
there were enough providers in the 
program so that, all eligible^ chil­
dren who wanted to use EPSDT ser­
vices were able to receive them 
promptly. These affirmative obli­
gations drastically altered the 
passive role which states had 
assumed previously in the Medicaid

program— a role which had resulted 
in children's minimal, receipt of 
preventive health care and in the 
absence of services in many parts 
of the country where providers had 
chosen not to participate in the 
program.

In short, to carry out EPSDT, 
state Medicaid programs had to sx>ve 
beyond their limited role of pay­
ing bills for health care to the 
more important and difficult role 
of seeing to It that health ser­
vices were actually provided.

CDF Study

He had been ranoerrad Sac a. number 
of years with, health services far 
children in general and with the 
development and improvement of 
EPSDT in particular. In 1975, 
after pressing HEW for several 
years to implement .the EPSDT pro­
gram more fully, we decided to look 
at how well EPSDT was fulfilling 
its promises. We wanted to know to 
what extent it was providing poor 
children with the health care we 
believed they needed;11- what im—

The pr in ciple*  w» beli eved necessary fo r 
eff ect iv e health care for  chi ldren are 
ar tic ulated  in our f ir s t  report on ch i l d 
hea lth. Doctors and Dollar s Ars Not 
Enough (Washington, D.C.s Ch ild ren's  De­
fense Fund, 1976) .
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prove ments  were ne ce ssa ry for EPS DT  
-to serve th em properly; and what  
J^ssons could be lear ne d from EPSD T 
for design ing a progra m of nati on al  
hea lth insu ra nc e th at woul d me et 
th e needs  of chil dr en  an d families. 
Specifically, we w ant ed  to kno w ho w 
EPSD T m eas ur ed  up aga in st  six cri­
teri a th at are basic t o pr ov idi ng 
“quality heal th  care- to chi ldren, 
whether thr ou gh  EPSDT o r t hro ug h 
an ther programs:

1 ..  Was- th e  pr og ra m a d m in is te r ed  
and e n fo r c e d  in  su ch -a  way  t o - a s -„ J'<*v

W u r e  ch i l d ren  th e  b e n e f i t s  t o  whic h  
tXPSDT e n t i t l e d  them ? -

2 . To  wha t e x t a n t  w as EPSDT ‘r

am ea ch ing c h il d r e n  who n ee ded  i t s  
s e r v i c e s ?  -r '

3. Here chi ldren 's  health prob­
lems being iden ti fi ed  by screening?

4. Here the nece ssa ry  diagn os es  
and  trea tm en ts  b eing pro vi de d?

5. How was the de ve lop me ntal  
as se ss ment  p art of th e pr ogr am 
worki ng and was it finding and 
helping  c hildr en with devel op me nt al
weeds?

6. Has E PSDT li nking chil dr en  
to sources of co ntinui ng  health 
care?

To answe r thes e questions, we 
stud ie d five states' pr og ra ms  in 
va rious parts of  the country and 
focused on one county in  each 
state: Es sex County (Newark), Ne w 
Jersey; Florence County, Sout h 
Carolina; Gene se e County (Flint), 
Michigan; Oktibbeh a County, Mi s­
sissippi; and Suffol k Co un ty  (east­
ern Lo ng Island), New York. Thes e

pr og ra ms  pres en te d a variety o f ad­
mi ni st ra ti ve  appr oa ch es  an d de signs 
for im plementing EPSDT, and the 
area s re pr esented a wide spectrum 
of  ethnic, de mographic, and g eo­
gr ap hi c di ff ere nc es .1 3 Al so , all 
of these prog ra ms  h ad been i mple­
me nt ed rela ti ve ly  early in  the  b is— - 
tory of EPSDT and, we hop ed , were ’■$ 
fa r en ou gh  adv an ce d to  have inf o r —  ---xj 
mation. on  t he q ue st io ns  we asked --<= 
an d to shed ligh t o n the problems •• 
other EPSD T pro gr am s would face 
after they mov ed be yo nd the initials' 
st ar t- up  s tage _ : . ..

He collec ted  whatever data e x­
isted from ou r stu dy  s ites as well. 
as for the program nationwide.1*
>He r evi ew ed  laws, re gu la ti on s,  
gu id el in es ,a nd  fe de ra l and s tate 
po li cies gove rn in g how EPSDT was

Sea Appendix C for summary information 
on how EPSDT requirements were carried 
out in each of our study sites. Note t - h a t  
in New York State the EPSDT program is 
called CHAP, but for the sake of consis­
tency in our report, we refer to it as 
New York's EPSDT program.
1 3 For more discussion of how we chose our 
study sites and a description of them, 
see Appendix A.
14Information from our study sites we m 
currant as of the time of our  visits, 
which were made between September 1975 
and February 1976. Where more  recent 
national data were available, we have 
collected it. It should be noted, how­
ever, that there were few reliable qu an ­
titative data about EPSDT, which was one  
of the most serious shortcomings of the 
program and which made it necessary to 
collect and use other kinds of information 
in assessing the program.



supposed to work, and we looked 
closely at the local policies and 
practices in our study sites. We 
visited each county and talked with 
parents, program administrators, 
physicians, dentists, state and 
county Medicaid agency personnel, 
staff at neighborhood health centers, 
hospital outpatient clinics, welfare 
agencies, schools, Bead Start and 
other child care centers and vari­
ous community organizations.1 6 .

While the- examples, stories and. 
judgments-come from five counties,, 
we believs-the lessons we have-

• r -learned from them illustrate the : 
progress and problems of EPSDT " 
across the country.

Summary of CDF Findings

Have EPSDT*s promises for health 
care for poor children been ful­
filled? We found that they had 
been, but for very few children.
We found that EPSDT had certain 
built-in limitations preventing it 
from being the best answer to chil­
dren’s health needs. Many of these 
deficiencies, however, can be cor­
rected. We found too, that many of 
the changes needed to make EPSDT 
serve children better can be accom-

1 5 New York  was  th e  o n ly  s t a t e  in  whi ch  we 
d id  n ot v i s i t  th e  s t a t s  o f f i c e s .  We d id , 
ho wev er , co nduct  s e v e r a l te le p h o n e  in te r ­
v ie w s w it h  s t a t e  ag en cy  p erso n n e l.

l^ por a co m ple te  l i s t  o f  p eo p le  in t e r ­
view ed  in  ou r st udy'  s i t e s ,  s e e  Ap pend ix B.

plished within existing law. As  we 
have found, the health, needs of 
children make it imperative that 
these improvements be made.

Our findings are summarized be­
low. In Chapter 2 we look more 
closely at administration and en­
forcement question^ and in Chapters 
3 through 7 we set forth detailed 
findings from our study as well as 
recommendations for each of the - 
issues we looked at in the perfor­
mance of EPSDT.

-
1. Many needy children were not 

reached by EPSDT screening. 7
First, because it is tied to 

Medicaid eligibility criteria, EPSDT 
reached only a portion of children 
living in families too poor to pay 
for health care. Of the 23 million 
children living in families earn­
ing 150 percent of the poverty 
level (an income of about $7,500 for 
a family of four, covering only 
the necessities, with none left to 
pay for major medical expenses), 
only 13 million, or 56.4 percent of 
them,were eligible for Medicaid and 
EPSDT. The rest of the needy chil­
dren remained out of EPSDT’s reach.

But even among the 13 million 
children who were eligible, too 
few received EPSDT*s services.
While the screening rates increasal

1 ? The b a se s  fo r  and  fu rth er  d is c u s s io n  o f  
th e s e  f in d in g s  are  in  Chapter 3 .
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steadily between fiscal 1973 (when 
500,000 screenings were done) and 
1976 (when 1.7 million screenings 
twere done), these numbers still 
■■mean that only a fraction of eli­
gible children who should have been 
screened were reached. Using the 
American Academy of Pediatrics' 
(AAP) screening schedule as a base 
for calculating expected screening 
rates, to date EPSDT has performed 
5.4 percent of the screenings need- 
■ed by eligible children. In 1976,
* it provided only 25.8 percent of 
assessments children needed that 

„year.- Actual performance varied 
greatly from state to-state-^Zn..- 
our study states, rates ranged - from 
a low In New Jersey which failed to 

sc ar ry  out almost 19 out of every 20 
^screenings required to meet the 
AAP'3 standard, to a high in South 
Carolina,-where 2 out of every 5 
needed screenings were done.

According to our survey, there 
-were a number of important reasons 
why so few poor children were ac­
tually being screened through 
EPSDT: - a o : -

— Large numbers of eligible fam­
ilies were not adequately Informed 
about EPSDT because the outreach 
methods adopted by the states were 
ineffective. States relied on 
written notices and conversations 
at welfare offices to inform fam­
ilies about the program, even 
though the evidence is clear that 
these forms of outreach alone are 
not successful. Methods proven to 
be effective, namely, personal out­

reach by people or organizations 
serving the community, seldom were 
used.

— Children who are in need of 
screening remain unreached because, 
in an effort to target outreach 
efforts on those most in  need, 
states erroneously assumed some t 
children were receiving "equivalent 
care,” and therefore did not need 
J1PSDT services. -As one person pufc~ 
it, "They are spending mo re money •» 
trying to prove that particular 
children don't need care than, to 
serve them." . - - ^3

— Even when  outreach wa s effec­
tive, some children did not get • • 
EPSDT services because sufficient 
screening providers often were not - 
available to serve all families.
In many places, because of the • 
state's reluctance to use  all avail­
able providers, particularly neigh­
borhood clinics and other trusted, 
community-based organizations, pro­
viders that were used were incon­
veniently located or unacceptable 
to families.

— Even though assuring needed 
transportation to and from EPSDT 
services is required by law, many 
families were unable to obtain the 
necessary transportation to bring 
their children to the screening 
site.

— Not only have many nee dy  chil­
dren never been screened for the 
first time, CDF's survey shows that 
almost no children were rescreened 
periodically, as Congress intended. 
Frequent changes in eligibility for



Medicaid have resu lt ed  in a turnover 
rate of ap proximately 30 pe rc en t of 
children each year. Th is  mean s that 
about 34.7 perc en t of children eligible 
during the year d rop out  of the pro­
gram  before they can be screened or 
rescreened. For those w ho re ga in  
eligibility or stay in the program, 
few states have deve lo ped  systems 
allowing staff to  kee p tra ck  of and 
rescreen children at the prop er times.

2. Whil e scree ni ng  uncov er ed  a 
host  of unmet he al th need s,  screens
were  often incomplete and  inade—

. la  . - .guate. •
EPSDT screenings ha ve found many

unmet heal th  pro blems in poor chil­
dren. National ly  in fisc al  year- 
1976, for every three screens, two 
conditions wer e found ne eding fob- 
low-up care. Betw ee n 60 and 80 -
perc en t of these pr oblems were
previously uni de nt if ie d or  uncared 

19for. Fewer than  1 pe rc en t of 
children screened in EPSD T ha d 
ever received a comp ar ab le  physical 
examination. Screenings uncov­
ered such problems as incomplete 
immunizations, dent al  problems, low 
hemoglobins (indicating iron de-

19The bases Cor and further discussions of 
these findings are in Chapter 4 .
19Harry W. Martin, et al., EPSDT Demon­
stration Projects: An Interim Evaluation, 
April 1974-March 1975 (San Antonio, Texas: 
Health Services Research Institute, Univ­
ersity of Texas Health Science Center, 
January 1976), p. iv.
20 , „Martin, et al., EPSDT Dem onstrat ion Pro­
je c ts :  An In te rim  Ev alua tio n,  A pri l 1974 - 
Parch 1975. P.  v.

ficiency anemi a), vision and h ea r­
ing problems, hi gh levels of le ad  
in the blood, genitour in ar y and 
respiratory infections, pa ras it es 
and skin diseases.

But alth ou gh  EPS DT  was find in g 
these problems, CD F found that 
screening in EPS DT programs was fre­
qu ently not c arr ie d o ut thor ou gh ly . 
We  found great variations in the  
incidence of conditions found from 
pr og ra m to  program and state to 
state. Thes e diffe re nc es  were t oo 
large to be ex pl ained so le ly b y ­
differences in  the he alt h of chil ­
dren  in various places. For ex am­
ple, in  Okt ib be ha  County, Mi ssi s­
sippi, for e ve ry 2 screenings, 3 
cond it io ns  we re found, w hile in 
Florence County, Sout h C arolina, 
for ever y 5 screenings, 1 co ndition 
was found. Rather, we found a 
va riety of inadequacies in  th e w ay 
screening was  performed:

— Health histories, which pr o­
vide the information for id entify­
ing the majo ri ty  of children’s 
health problems, were in ad equate 
or wer e sometimes not ta ke n at all . 
Be cause parents we re  not  en co ur age d 
or w er e unable to accom pa ny  the ir  
chil dr en  durin g the hours sc re en in g 
was performed, they oft en cou ld n ot 
give or supplement he alt h hist ory  
information.

— Certain essential p rocedures 
were  omitted from  the s et of ser­
vices states de cid ed  to offe r.  In  
practice, even procedu re s that  were 
included in states* scre en in g pack­
ages were omitted, part ic ul ar ly



•vision and hearing testing and den­
tal referrals.

— The special needs of adoles­
cents were not taken into account 
when designing or implementing 
states* screening services^ most of 
whose procedures are relevant to 
young children.

— Qualified personnel (including 
health aides and physician ex­
tenders) were frequently not used 
«to perform screening and, con­
versely r some of the persons who 
-were screening children were not 
^sufficiently trained or supervised.

3. Many children did not receive 
ftfche diagnoses and treatment they
ywere found to need. 2*

Despite a statutory requirement 
that indicated diagnosis and treat­
ment must be available within 60
<xlays after screening, only about 
60 percent of referred conditions
.ever received follow-up care. Thus, 
of the approximately 1.1 million 
conditions referred for follow-up 
care in fiscal year 1976, about 
half a million conditions were not 
treated. CDF found a variety of 
reasons for this failure:

— The 30 percent turnover rate 
among eligible children meant that 
many children dropped out along the

The bases for and further discussion 
of these findings are in Chapter 5.

path between screening and diagnosis 
diagnosis and the start of treat­
ment, or start to finish of treat­
ment.

— In spite of the clear Con­
gressional intent for EPSDT to 
treat all problems found in screen—  
ing, federal regulations allowed ' 
states to limit the services they-'^ 
covered in their Medicaid plan andjrj 
as a result, certain treatment, ser-^ 
vices indicated by screening were rjS 
not paid for. For example,. in-some?J 
places, speech therapy, orthopedic^^ 
•choes, mental health counseling 
eyeglasses for certain needy chil— <5 
dren, dermatological services and. 
certain kinds of dental care were 
not covered. ’

— We found, too, that many  prob—*?
lems uncovered in screening called v
for the combined skills of social ’■workers, health educators, coun­
selors or others whose services 
were not covered under Medicaid.

— EPSDT*s separate screening 
and treatment components, often 
provided at separate locations and 
at different times, meant many 
children were lost in the treatment -4 
maze. Even basic services such as 
immunizations or topical medica—  •• 
tion for a rash often were not pro—  • 
vided at the time or in the same \ 
place as screening. '• -'v

— We found, too, that there were? 
too few or the wrong kinds of pro— 
viders for diagnosis and treatment,, 
and states had not taken adequate ' 
steps to encourage providers to 
participate in EPSDT or to arrange
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for needed care. In some of our 
study sites, we found shortages of 
general pediatric care; in others, 
there were too few resources for 
dealing with children’3 special 
needs (cardiac, dental, dermatolog­
ical, developmental). When we ran­
domly called half of all the den­
tists in Florence County, only one 
took Medicaid patients without re­
strictions. ■'S*'

— With few exceptions^ state* had 
not set up adequate-case management 
systems capable of following chil­
dren to assure that needed treat­
ment was received.

4. The capacity of EPSDT to 
find and help children with develop­
mental problems was limited.2 2 

Congress originally mandated
that screening be dona for "mental" 
(later defined as "developmental") 
as well as "physical" defects. The 
need for such services clearly ex­
ists. Large numbers of children 
suffer from perceptual, motor and 
cognitive difficulties that impair 
their growth and development. But 
disagreement among professionals 
regarding the suitability of a 
medical screening program and the 
appropriateness of available instru­
ments for finding children with 
such problems has hindered the 
development of this part of the 
EPSDT program. In addition, we

The ba ses foe and fu rt he r di sc us si on  
° f  these findin gs  are in  Chapter 6.

found that the ways the program was 
operating further limited its ef­
fectiveness in finding and assist­
ing children with developmental 
problems:

— Parental involvement was min­
imal. Scant information was given 
to parents about the developmental 
assessment component of th e program. 
In most place* we visited, parents 
were not asked about their child's 
development. And in the rush to get 
basic procedures done, informing 
and counseling families about 
screening results and the next 
steps to take to follow up sus­
pected problems often were omitted.

— Twenty—seven states report 
using the Denver Developmental 
Screening Test (DDST) even though 
its norms were not based o n a pop­
ulation of children like those eli­
gible for EPSDT and it is useful 

, „ 23only for a narrow age range.
— Many of the people doing 

screening and counseling did not 
have adequate training to find chil­
dren's developmental problems and 
to counsel families.

23p .. l  iT.ln.r y  an aly si s o f  an HEW surve y 
shows th a t, o f 38 sta te s  repo rti n g, 27 
use th e DDST alon e or w ith o th er te s ts  to  
id e n ti fy  ch ildr en  wi th  developm ental  pro b­
lems. (Med ical Se rv ic es Adm in istr at io n,  
"Developmental Assessment in  th e  EPSDT 
Program: Po si tion Paper" (W ash ing ton .D.C.s  
S o cia l R ehabil itation S ervic e, HEW, 19 76 ),  
p.  4 ).)  For an eva lu ation o f th e DDST, 
see Oscar Krisen Buros, (e d .) , The Seventh  
Mental Measuremente Yearbook.  (Highland  
Park, N .J .i  Gryphon Pre ss , 19 7 2 ),  pp - 733— 
735.
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— Few p la c e s  h ad  t r e a tm e n t  
r e s o u r c e s  a v a i l a b l e  i n  th e  nu m ber s 
o r  k in d s  n eed ed  t o  h e lp  c h i l d r e n  
i d e n t i f i e d  a s  n e e d in g  th em . F u r -  
th « :r m o re , c o o r d in a t i o n  w it h  o th e r  
f e d e r a l ly - f u n d e d  p ro g ra m s d e s ig n e d  
t o  s e r v e  c h i l d r e n 's  d e v e lo p m e n ta l 
n e e d s  was  m in im a l.

— I n  some  p l a c e s ,  t h e  k in d s  o f  
s e r v i c e s  an d p e r s o n n e l  c o v e re d  -• 

•u nder  M e d ic a id  im ped ed  p ro v id in g  
n eed ed  s e r v i c e s  to  c h i l d r e n  w ith
Odevelopmental problems.

— I n  som e s t a t e s ,  M e d ic a id  p o l i ­
c i e s  e n c o u ra g e d  s c r e e n e r s  t o  l a b e l

■ e c h il d re n  b y  m ak in g a  d i a g n o s is  on  
’Ethe b a s i s  o f  a  s c r e e n .

t5 . EPSDT r a r e l y  l i n k e d  c h i l d r e n
-toM tn  o n g o in g  s o u rc e  o f  p r im a ry

24h e a l t h  c a r e .
Eve n i f  EPSDT w ere  f u l l y  im p le ­

m e n te d  i t  w ou ld  n o t  c o n s t i t u t e  co m- 
• p re h e n s iv e  c a r e  f o r  p o o r  c h i l d r e n .  
T a rg e te d  on  s c r e e n in g  an d  f o l lo w in g  
up  on c o n d i t i o n s  fo und  d u r in g  
s c r e e n in g ,  EPSDT d o e s  n o t  p ro v id e  

r r o u t in e  c a r e  f o r  s o r e  t h r o a t s ,  e a r ­
-a c h e s  and  o t h e r  common c h il d h o o d

i l l n e s s e s .  H ow ev er , EPSDT s e r v i c e s  
c o u ld  l i n k  p o o r  c h i l d r e n  t o  a  s y s ­
tem  o f  o n g o in g , co m p re h e n siv e  c a r e  
by  p u t t i n g  th em  i n  to u c h  w it h  o r  
p r o v id in g  EPSDT s e r v i c e s  th ro u g h  
co m p re h e n siv e  p r o v i d e r s .  U n fo r­
t u n a t e l y ,  EP SD T's p o t e n t i a l  r e ­
m ain s muc h g r e a t e r  th a n  i t s  p e r -

The bases for and further discussion of 
these findings are in Chapter 7.

fo rm an ce . The  r e a s o n s  w e re  s e v e r a l :
— Many s t a t e s  f a i l e d  t o  u s e  p ro ­

v id e r s  i n  t h e i r  EPSDT p ro g ra m s  t h a t  
c o u ld  o f f e r  o n g o in g , c o m p re h e n s iv e  
c a r e  t o  c h i l d r e n .  H a lf  o f  t h e  
s t a t e s  i n  t h e  c o u n try  e l e c t e d  t o  
p r o v id e  s c r e e n in g  p r i m a r i l y  
th ro u g h  l o c a l  h e a l t h  d e p a r t m e n t s , . . ^  
w h ic h  a lm o s t  n e v e r  h ad  e i t h e r  t h e  4 
s t a f f  o r  t h e  m andate  t o  p ro v id e -  
r o u t in e  h e a l t h  c a r e  on  a  e o n t - i  n n t n ^  

b a s i s .  I n  f i s c a l .  1 9 7 5 , t h e s e  . ■-YJ? 

h e a l t h  d e p a r tm e n ts  a c c o u n te d  forr^ -Sn 
o v e r  5 8 .8  p e r c e n t  o f  a l l  s c re e n in g s *  
p e rfo rm e d  th ro u g h  EPSDT.  '

— I n  th e  re m a in in g  h a l f  o f t h e ^ t  
s t a t e s  t h a t  a ll o w e d  a  v a r i e t y  of -A -- ' 
p r o v id e r s  t o  do  EPSDT s c r e e n in g —  
t h e o r e t i c a l l y  w ith  g r e a t e r  p o t e n t i a l  
t o  l i n k  c h i l d r e n  to  c o n t in u in g  c a r e  
— fe w er c h i l d r e n  an d a  s m a l l e r  p ro ­
p o r t io n  o f  e l i g i b l e  c h i l d r e n  w ere  
s c re e n e d  th a n  i n  s t a t e s  u s i n g  
h e a l t h  d e p a r tm e n ts .’. P ro g ra m s u s in g  
a  v a r i e t y  o f  p r o v id e r s  w e re  m or e 
co m ple x t o  a d m in i s t e r  an d  t o o k  
lo n g e r  to  im p le m en t.  F u r th e rm o re , 
v a r io u s  M e d ic a id  p o l i c i e s  s u c h  a s  
lo w  r a t e s  o f  re im b u rs e m e n t an d  
f a i l u r e  to  u s e  c e r t a i n  q u a l i f i e d  
p r o v id e r s  hav e  d is c o u ra g e d  o r  ex ­
c lu d e d  many p o t e n t i a l  c o m p re h e n s iv e  
c a r e  p r o v id e r s  fr om  p a r t i c i p a t i n g  
i n  EPSDT an d s e r v in g  t h e s e  c h i l d r e n .

— F a m il ie s  w e re  r a r e l y  t o l d  t h e  
r a n g e  o f  o p t io n s  th e y  c o u ld  c h o o s e  
fr om  i n  s e l e c t i n g  a  M e d ic a id  p r o ­
v i d e r  f o r  EPSDT s c r e e n in g  o r  t r e a t ­
m en t,  an d  th e y  w ere  r a r e l y  e n c o u r ­
aged  to  u s e  s o u r c e s  o f  o n g o in g  
h e a l t h  c a r e .  Nor  w er e th e y  re fe rr ed .
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at the time of screening or treat­
ment to a source of regular health 
care if they did not already have 
one.

6. Federal support and leader­
ship in implementing EPSDT have 
been minimal. Federal enforcement
has not been effective in assuring
eligible children get the benefits
to which they are entitled. 25

Particularly given the ambitious 
nature of EPSDT, the states* lack 
of experience in mounting a pro­
gram of its kind and the reluctance 
of some states to implement EPSDT 
fully, explicit program standards 
were vitally needed. Needed, too, 
were technical assistance, incen­
tives and remedies capable of as­
suring that states complied with 
the law. HEW failed to provide 
adequate leadership, guidance or 
assistance. It did not set appro­
priate standards, review care­
fully states * performance or use 
effective sanctions to make sure 
EPSDT was implemented properly.

— Federal regulations were not 
issued until two-and-a-half years 
after EPSDT became effective. Even 
then, they defined the adequacy of 
states* programs by what steps 
states took toward compliance ra­
ther than by the extent to which

^Furth er  discussion of these findings is 
in Chapter 2.

children actually received ser­
vices. As a result of the' lack of 
specific outcome or performance- 
oriented criteria, during the  first 
penalty review period, 20 states 
and territories were found to be in 
compliance even though they per­
formed fewer than one-third of the 
screenings they should have accord­
ing to the AAP*3 standards.

— Because of the slowness of im­
plementation, in 1972 Congress en­
acted a penalty for nancompliance:
1 percent of the federal share 
of a state's AFDC funds. Although 
the EPSDT penalty requirements were 
clearly meant to supplement and not 
to replace broader requirements of 
the program, the existence of two 
sets of program requirements led to 
confusion. States have interpreted 
their obligation as having to com­
ply with the far narrower penalty 
requirements; HEW has not taken 
steps to enforce the broader regu­
lations. The result is that cer­
tain requirements essential to 
EPSDT's implementation (such as 
informing all eligible children 
about EPSDT and using all existing 
qualified providers) frequently are 
not met.

— Federal enforcement has not 
been vigorous. HEW has completed 
penalty reviews only through Sep­
tember 1975. And although HEW has 
found 9 states out of compliance 
with EPSDT requirements, to date no 
funds have been withheld..
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“Why Should We Care About 
improving EPSDT?

Given this less than impressive 
record of achievement, why do we 
care about EPSDT? Why not el imi nate 
it? Chalk it up as a bad experi­
ment and reallocate the money spent 
on it? We  know that the Medicaid 
system with its inherent imperfec­
tions will never reach all needy 
children, ensure quality care, con­
tain costs or eliminate a two- . 
■track system that results in -->■■■ - 
rsecond-class care for the poor— .; 
»Why tinker with this small piece of 
-it, then? - ... .

There are two important reasons. 
tThe first is that the millions of 
gpoor children who need better and 
/more accessible health services 
now ca n be helped by relatively 
^simple improvements in the EPSDT 
jprogram. According to projections 
by the Congressional Budget Office, 
among Medicaid-eligible children, 
3,200,000 need immunizations, 
2,184,000 need treatment for ane­
mia, and 2,210,000 need care for 
vision or hearing impairments .26 An 
improved EPSDT program can realis­
tically be expected to do much 
toward meeting these and other 
pressing health needs.

And uhile we are oonvineed that 
the only way poor children vill

26Task Farce on Hu man Resources, Congres­
sional B udget Office, "Prospects fo r Meet­
ing Health Ca re Needs of C hildren Eligible 
for Medicaid Under E PSDT," p. 128.

receive truly effective health care 
is through a national health insur­
ance program designed to assure 
comprehensive care to all Americano, 
it ie clear that poor child ren’s 
health needs cannot go unmet until 
such a program is enacted. Expert-*/ 
agree that even if national heal 
insurance legislation we re  intro— 
duced immediately it would be at..j 
least four years until services be— ;- 
came available because of the time, 
required to legislate, plan and. 
plement a major new pro gram—

In the meantime, there is  no- 
other federal health, program which.-- 
can be built on with an equally 
rapid and widespread payoff for* '.■J* 
poor children. The other ma jor 
federally-financed health, programs 
for children— including Community 
Health Centers, con^rehensive pro—  
grams under Title V, and Migrant 
and Indian Health programs— have 
been effective and we support their 5? 
expansion. However, it is unreal—  £ 
istic to expect them to gea r up  -•'-'-4 
during the next year or two to meet -̂ 5
the needs of the mi 1 T -i n n «  of chil—  *.4-Jdren who do not now have access to •• 
their services. In 1975, these pro—  ; 
grams were estimated by HEW to have -/<•
reached 1.7 million c h i l d r e n . This j?

27Office of Child H ealth Affairs, "A Pro­
posal for New Fe deral Leadership in Mater­
nal and Child Health Ca re in the United. 
States" (Washington, D.C. t Office of the 
Assistant Secretary for Health, HEW, 
November 1, 1976,, p. 31.

97-633 0  - 77 - 11
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compares to an estimated 13 million 
children certified for Medicaid. 
While new resources are being de­
veloped through expansions of these 
programs, the more rapid reforms 
that can be made in EPSDT will 
result in improved services for 
poor children. Thus, we do not 
hesitate to recommend an increased 
investment in EPSDT, despite our 
clear awareness of its limitations. 

The second reason to improve - 
EPSDT now is that, in the process 
of making EPSDT function more  ef­
fectively, we will confront and' 
help to resolve some of the key 
problems that any program of na­
tional health insurance will have 
to address in order to be effec­
tive. If we are not to dupltcate 
the mistakes of wasteful, piece­
meal and inadequate health care 
programs of the past, we must (a) 
develop effective ways to reach 
out to families currently outside 
the health care system; (b) estab­
lish standards for complete, 
quality care and methods to moni­
tor and enforce these standards;
(c) involve more doctors and 
clinics as providers in publicly- 
financed programs; and (d) provide 
incentives to develop health re­
sources where they currently do 
not exist— in urban centers and 
remote rural areas.

EPSDT has already taught us val­
uable lessons for the design of an 
effective national health insur­
ance program. (The Postscript at

the end of thi3 chapter describes 
the most important of these.) The 
reforms we recommend for the EPSDT 
program will strengthen the founda­
tions on which a new universal pro­
gram can be built.

Despite its slow and difficult 
beginning, EPSDT has benefited many 
children who otherwise would not 
have received basic health services. 
Much has been learned about how to 
improve it. There/ore, ue reeomeerri 
th at EPSDT ra form  ba un da rta ka n a t  
on et,  a t  th a  a an a tiata aa p la n n in g  

fo r  n a ti o n a l h aalt h  in au ra ne a goaa  
forw ar d. Because the overriding 
purpose of EPSDT reform is to bring 
more needed health care to poor 
children now, w e do not recommend 
a total overhaul of EPSDT. Rather 
we recommend changes that can be ’ 
implemented quickly and will bring 
immediate benefits to children.
Below are our broad- recommendations 
for EPSDT reform. Following each 
chapter are our more detailed rec­
ommendations, setting out the 
specific steps which must be taken 
by the Congress, HEW, state and 
local administering agencies, pro­
viders, health advocates and 
parents.

We recognize that many of our 
recommendations will not be easy 
to implement, and will require con­
siderable will, creativity, cooper­
ation and effort on the part of 
administrators, physicians and a 
range of others who work on behalf 
of children. Nevertheless, we



believe these recommendations will 
move EPSDT in the direction of 
providing better health services 
ttonore children.

Major Recommendations

1. The focus of EPSDT should be 
Shifted, away from ‘screening* to
a program providing regular, com­
prehensive health assessments to v. 
children eligible for Medicaid.
The language in Title,XIX to screen 
for "physical and mental defects" 
should be replaced by  language re­
quiring states to assure compre­
hensive, regular health assess­
ments according to a  child's needs. 
On the basis of consultation with 
health professionals and consumer 
groups, federal regulations should 
be issued defining what constitutes 
an assessment, the frequency with 
which children of various ages 
should be assessed and the pro­
cedures necessary at each visit.

2. Complete health services fol­
lowing an assessment should be pro­
vided. At a minimum, federal reg­
ulations should be amended to ex­
pand states* obligation to provide 
all health care indicated by an 
assessment and needed outpatient 
health services following an assess­
ment. In addition, regulations 
should make explicit that where 
special educational and child devel­

opment services are indicated by 
an assessment, states must nt least 
arrange for them (as opposed to 
provide them directly).

3. Routine as well as emergency ? 
dental care should be provided as '£ 
needed to children eligible for
Medicaid. The existing regulation- 
should be clarified to assure that^S 
any eligible child can receive '.'•■3 
needed dental care regardless 
whether the child has received 
dental screening or has been referred-  ̂
by a provider of an assessment. jggj

4. There must be one clear s e t : ^
of regulations governing EPSDT.2~>»£fc»j
The original EPSDT regulations and -̂ **
the subsequent penalty regulations
should be consolidated. Th e com— -^2
bined regulations should include
explicit federal standards dealing - ^
with program performance, adminis—
tration, and quality of care against ?
which states' progress in imple—  ..Cl 

■ ' -  *denting EPSDT can be measured.
Performance should be measured . ; 

by criteria based on the extent to 
which services are provided to £
children. For example, outreach 
and the provision of assessments 
should be measured by comparing the 
number of children who receive .3
assessments to the number who 
should have received them; treat-;: 
ment by the number of children who 
receive follow-up care compared to 
the number who need care, p ro ­
vider participation by the propor­
tion of qualified providers who - :**- y*deliver EPSDT services.

In addition, specific procedures,'1

’2 3
•7 '■?5
‘I S
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should be mandated for informing, 
assessing and providing follow-up 
care, for assuring that the use of 
services is voluntary and for using 
qualified providers. (These are 
detailed in recommendations in Chap­
ters 3-6.)

5. Maximum use must be made in 
EPSDT of all qualified providers.
Title XIX should be amended to make 
the coverage of services provided 
in primary care clinics, which meet 
states* certification criteria, 
m a n d a t o r y  rather than optional.--In 
addition, primary care services,... 
when provided by physician ex- • > 
tenders, nurses and paraprofes­
sionals licensed in accordance with 
state law and working in organized 
clinic settings, should be reim­
bursed as clinic services.

Federal regulations should be 
revised to make explicit that stats 
must use all qualified providers 
who want to participate in EPSDT 
for assessment and follow-up care 
(including community-based organi­
zations such as neighborhood clinics 
and multi-service clinics) and must 
offer reasonable reimbursement rats  
for their services. In addition,
HEW should enforce vigorously the 
existing Medicaid requirement that 
states establish reimbursement rats 
sufficient to assure that recipients 
have access to services to the same 
extent as do others in the com­
munity.

6. Congress should establish 
immediately a major program to
develop needed resources for pro­

viding health assessments and 
needed primary care. Federal funds 
and technical assistance mu st be 
available to assist organized pro­
viders of limited services (e.g., 
screening programs) to expend their 
services so that children can  re­
ceive assessments, routine treat­
ment and other primary health ser­
vices from the same provider. In 
addition, federal funds and  assis­
tance must be available to help 
communities develop new resources 
for providing general medical and 
specialty care where, due t o scar­
city, children currently are unable 
to receive services promptly.

7. Eligibility for Medicaid 
should be extended to individuals
under age 21 who qualify on the
basis of family income, and every
child should remain eligible for
Medicaid for at least one year fol­
lowing an assessment. Title XIX 
should be amended to require states 
to make eligible for Medicaid in­
dividuals under age 21 who meet the 
state’s financial eligibility stan­
dard but not necessarily its other 
welfare requirements. In addition. 
Title XIX should be modified to 
allow any child who would otherwise 
lose eligibility to remain eligible 
for all Medicaid services for  at 
least one year following a n assess­
ment.

8. EPSDT outreach must be 
strengthened considerably. In ad­
dition to maintaining the federal 
reimbursement arrangements for out­
reach services performed by public



agencies, there should be financial 
incentives for outreach to be done 
■by private, nonprofit, community- 
based organizations (e.g., Head 
Start programs, community clinics). 
Title XIX should be amended to pro­
vide a national average of 90 per­
cent federal reimbursement (the 
exact federal shares among the 
states would vary as they do now 
"for medical services under Medi­
caid) for outreach services per- 
SCormed under contract by these-or-* 
«a niz ations.  <

9. Developmental assessment 
ea(spuld be performed within the con­
text of the comprehensive health 
assessment. Federal regulations 
triefiniag the assessment should not
*tdnegle out the developmental com— 
rjnanent. Rather, HEW should define, 
.in consultation with professionals, 
administrators and consumer groups, 
tow the comprehensive assessment 
.should review selected aspects of 
■children's development.

10. Every state's Medicaid plan
"Should include a complete explana­
tion of how EPSDT requirements will 
be carried out. There should be
wide public participation in devel­
opment of the EPSDT part of the 
plan. Title XIX should be amended 
to require that Medicaid state plans 
address how EPSDT provisions will 
be carried out (see, for example, 
recommendation 3 in Chapter 2 of 
this report) and that the planning 
process include meaningful public 
involvement. In addition, HEW 
should issue guidelines immediately.

indicating those aspects of EPSDT 
programs for which states are en­
couraged to establish program devel­
opment plans. The guidelines shnnl^ 
identify important program features 
which have been most difficult to 
implement properly and should en—  ' 3 
courage states to set out  steps to 
be taken during the year to address 
these problems. . . .

11. Federal EPSDT reporting re— ■*'* 
guirements should be revised to in— -
elude: (a) services provided to chil— 
dren by the age groupings 0- 3,
7-12 and 13—21,’ (b) assessments* 
according to whether they are 
tial, second, third or  more; 
more detailed breakdowns of  the type-t j? 
of conditions found; and (d) infor—-iiJ 
mation on whether and w hat treat— - 
ment was provided to chi Irirgn for -̂ ’-.5? 
problems found in an assessment*. ■<"" 
Reports and state record keeping 
systems should collect and provide J 
information on the basis of chil—  -I 
dren (e.g., they should report 
the number of children screened and 
not number of screenings performed) - :

12. States and localities should
receive financial assistance to 
improve the administration and pro— ?
gram performance of EPSDT. Title 
XIX should be amended to* increase 
the federal match to states for . *•£" 
EPSDT administrative services, com— d 
munity-based outreach services, 
assessments and outpatient care fol­
lowing assessments to a national 
average of 90 percent (the exact 
federal shares among the states 7
would vary as they do now for medi—



158

cal services under Medicaid). To 
assure that increased federal as­
sistance leads to a strengthened 
EPSDT program, states must be re­
quired to maintain their current 
level of financial commitment.

13. At the state and county 
level, one person should be desig­
nated responsible for EPSDT. In 
addition, each state and county ad­
ministrator should appoint a pedi­
atric and a dentai advisor whose 
job is to encourage cooperation and 
support of providers and to lend 
technical expertise to the program 
administrator.

14. Considerable technical as­
sistance should be made available 
to states to improve EPSDT programs.
HEW must increase immediately its 
capacity to provide technical assis­
tance. »

15. HEW must use a range of en­
forcement tools capable of assuring 
that EPSDT reaches its intended
beneficiaries. HEW should conduct 
regular reviews of state compliance 
with EPSDT requirements by eval­
uating the adequacy of state plan 
material related to EPSDT and by 
making site visits to randomly se­
lected counties in each state. As 
a supplement to the Secretary’s 
authority to cut off a state’s Medi­
caid funds. Title XIX should be 
amended to require the Secretary to 
use one of two remedies when, fol­
lowing the opportunity for an ad­
ministrative hearing, violations in 
a state’s EPSDT program are found. 
The Secretary should (1) haye the

authority to withhold -20 percent 
of the federal share cf the state’s 
administrative costs for the Medi­
caid program; and (2) have the au­
thority to issue an order for the 
state to provide the requisite 
services. In the latter instance, 
the state should have a 30-day 
period during which to appeal the 
finding of noncompliance to a 
United States Court of Appeals. If 
the state does not appeal within 
30 days or if the Court does not 
disagree with the Secretary’s de­
cision, then the order is enforce­
able through the courts. Strict 
timetables which guarantee that 
compliance reviews, citations for 
noncompliance, administrative hear­
ings and consideration of appeals 
are carried out expeditiously must 
be established. These provisions 
should in no way interfere with the 
right of recipients .to initiate 
private litigation to enforce their 
rights under the EPSDT program.

16. Parents and advocates must 
take an active role at the local,
state and federal levels to plan
EPSDT services and to monitor their
implementation. EPSDT advocacy 
groups should be formed to carry 
out these functions as well as to 
help inform parents of their rights 
under the program and to help them 
use the EPSDT services to which 
their children are entitled.
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Postscript: Lessons For the Design 
xjfrNrrtional Health  Insurance

The EPSDT experience is a rich 
one. It has provided new informa­
tion about what health problems 
families bring to providers, how 
families use or do not use health 
services, what features of health 

are crucial to its effective- 
ness and what policies and prac- 

:* ttices have failed dismally. It 
v would be foolhardy to design a. new 

^program of. national health insur—  
-fence without drawing on the lessons 
EPSDT has-taught us. Based o n our 

.< review of the EPSDT experience,.we 

. are convinced that any program of 
jctbional health insurance mu st  
MinBL the following characteristics:

Eligibi lity for National Health 
Insurance Must Be Universal

EPSDT’s— and Medicaid’s— eli­
gibility policies have taught us 
three things:

(1) Eligibility requirements 
atetsed on criteria like income, em­
ployment or welfare status result 
in large numbers of people losing 
and regaining eligibility during 
the course of a year. On-again, 
off-again eligibility can never 
result in health services of high 
quality. Under these conditions, 
health providers are limited to 
providing episodic interventions; 
they are unable to establish con­
tinuing relationships with fami­
lies; they cannot draw on accrued 
knowledge about their pafifents, J r,

their conditions, and the social 
and environmental circumstances of 
their lives; and they are hampered 
in educating families about the 
most effective use of services.
Both providers and patients find 
health care delivered in this way 
inefficient and unacceptable.
Many in both groups choose not to 
participate.

(2) Determining eligibility—  
especially when it is based on cri­
teria that are complex or difficult 
to verify— is time-consuming and -
^expensive. In EPSDT, welfare case­
workers spent so much time doing 
eligibility certification that 
there was almost no time or per— 
>sonnel left for adequate outreach, 
explanation about the program or 
provision of support services. This 
time-consuming task of determining 
eligibility eats up dollars better 
spent on services.-

(3) Eligibility policies that 
restrict a program to poor people 
narrow the program’s constituency 
and political base to such an extert 
that its ability to deliver effec­
tive health services is ultimately 
undermined. Witness EPS DT ’s rec­
ord: no regulations issued for five 
years; crippling limits on staff 
in the federal office to administer 
the program; and continuing cut­
backs in benefits. While vigorous 
national leadership supporting 
programs serving the poo r may have 
had some short-run successes (as 
did the 0E0 programs of the mid—
.sixties), and while targeting re—



sources on the most needy may be a 
necessary interim step, programs 
for the poor alone will not work 
in the long run. Unless the par­
ticipants in the program come from 
many strata in society, there is 
little assurance that the program 
will continue or that a double 
standard of services will not pre­
vail, discriminating against the 
poor.

For all these reasons, eligi­
bility for national health insur­
ance should be universal.. Nothing 
short of that will alleviate the 
two-track system Medicaid has en­
gendered. If national health'in­
surance is implemented in stages, 
the only acceptable way to phase 
in group* is to cover groups that 
are easily identifiable and whose 
status does not change frequently, 
such as all children under a given 
age. Neither income nor welfare 
nor employment status should be 
criteria for eligibility.

A National Health Insurance Program 
Must Cover Comprehensive Health 
Services, Including a Range of 
Health-Related Support Services

Children need comprehensive 
health services. EPSDT has shown 
conclusively that in order to deal 
effectively with children's health 
problems, a variety of services not 
typically included in conventional 
definitions of medical care must be 
provided. Iron deficiency anemia, 
parasites, learning difficulties—

all commonly found in children 
through the EPSDT program— call, 
for example, for counseling; col­
laborative work among health pro­
viders, parents and other institu­
tions caring for children; and put—  
ting families in touch with a va—  
riety of resources in the eommunit 
to help solve problems related 
their children's health. These 
health-related support services? 
must be provided in close couji 
tion with needed medication or: 
medical procedures. For example,'^ 
a physician can give iron sup ple^S ? 
ments for anemia, but nutrition 
counseling may be necessary to pri 
vent a recurrence of anemia. S 
ilarly, while lead paint poisoning*^ 
can be treated with medication,'-.? 
children will have high lead li 
in their blood again unless the 
family’s apartment c m  be  rid of ' 
lead paint. A health p rog r am must 
have staff to help families find 
this needed help.

Attempts to short-cut the pro­
vision of comprehensive care have- 
not worked in the past; n or  is 
there reason to believe they will 
work in the future- EPSDT was 
based on the assumption that the 
nation could save money and that- - 
children could be well-served by 
providing targeted, limited ser­
vices which had high payoffs for 
finding costly, crippling illnesses. 
This assumption has proven to be ..r 
false. While screening and selec-- 
ted treatment services were, in . /
theory, highly cost-effective, the -

js

’-1
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difficulty of actually finding, 
identifying and ameliorating serious 
conditions within the constraints 
of a program that does not deal 
with all the health needs of a 
child ha3 produced ineffectiveness 
and waste. Health professionals 
are ill-equipped at a one-time 
screening to discover any one of 
myriad conditions that reveal them­
selves over time. And families do 
not Al ways want the services such*, 
as screening which professionals- 
have labeled as important or cost- 
-effective. They use providers who 
can respond to the health needs 
that the family considers important 
The EPSDT experience has confirmed 
findings from other sources that 
providing a full range of health 
services is more effective than 
complicated computerized case man­
agement systems (coordinating a 
host of disparate services) to
make sure children get the health 

20care they need when they need it.

A National Health Insurance Program Must 
Make Maximum Use of Providers of 
Comprehensive Care; Where Such 
Providers Do Not Exist, the Program Should 
Provide Incentives for Their Development 

While EPSDT has demonstrated

See, for example, evidence cited in 
Do ctors and D ollars  Are  Hot  Enough,  
PP- 12-13 and 65.

beyond doubt that children need 
comprehensive care, it has also 
shown that the professionals and 
arrangements to provide it are 
lacking in many communities. EPSDT 
has shown, too, that simply making 
money available to reimburse pro­
viders, as does Medicaid, does not 
encourage providers to expand the 
services they offer; nor does it 
create comprehensive services where 
they are needed. National health 
insurance must be designed to rem­
edy these problems.

First, policies governing re im ­
bursement levels and methods, cer­
tification of providers and report­
ing must be carefully designed to 
encourage all qualified providers 
to participate in the program. 
Policies must be not only reason­
able, but consistent with one sm­
other. Currently, they often un­
dermine each other. For instance, 
the National Health Service Corps 
attempts to attract qualified young 
physicians into rural areas, bu t 
Medicaid compensates them at a 
lower rate than young physicians 
starting in practice in the cityr 
the federal government sponsors 
physician-extender clinics in is­
olated rural communities, but  in 
most states, Medicaid will not re­
imburse for services provided by 
physician extenders; HEW and pri­
vate foundations encourage the es­
tablishment of primary care clinics 
in health-deprived areas-, but many 
of these clinics do not qualify far 
Medicaid reimbursement.



Beyond underscoring the need to 
correct these sorts of problems, 
EPSDT has shown that in order for a 
sufficient number of providers to 
participate in the program, reim­
bursement rates must be competitive 
with going rates in the community. 
Otherwise, many providers simply 
will choose not to be involved, and 
beneficiaries will be left with 
too few providers or with an array 
of providers that does not match 
their needs.

Universal coverage would avoid 
these problems. But short of that, 
a federally-supported health in­
surance program must take steps to 
protect its beneficiaries from dis­
crimination and scarcity. It 
should, for instance, require that 
physicians who participate in any 
federally-financed health program 
participate in all such programs 
(e.g., a physician could not par­
ticipate in the federal employees 
health benefits program but not in 
Medicaid; or in Medicare but not in 
a health insurance program for all 
mothers and children). The fed­
eral government might also require 
that in return for the federal sub­
sidy that is involved in educating 
medical students, when the students 
graduate, they have an obligation 
to take care of patients whose 
bills are paid from a federally- 
supported health insurance program.

But even if all or most existing 
qualified providers participated in 
the program, there would still be 
a need to develop new and better

sources of health care. The EPSDT 
experience has demonstrated that 
organized settings where health and - 
related support services can be pro- i 
vided together are lacking in most 
places. It is difficult for physi­
cians practicing alone to provide 
all the health services children 
need. Comprehensive care requires 
a variety of personnel working to­
gether— a mode of care that is no
amply available. The EPSDT experi­
ence has also shown that not any 
source of care will do. Services , 
often go unused unless providers 
trusted and accepted by the f
who rely on them. Organized pro ­
grams must be located in the com­
munity to be served and have strong?; 
ties to the people they aim  to 
reach.

The need for modifications in 
the health delivery system is clear. 
National health insurance must be 
designed to bring these changes 
about, and to support the operation 
of a system that has the capacity 
to deliver appropriate services. 
Therefore, national health insur­
ance must develop resources in
shortage areas, and it must develop «  
the kinds of providers that EPSDT 
and other experience have shown 
to be effective. For example, 
there is much evidence that organ­
ized providers such as Neighbor-
hood Health Centers, Children and '*S

. -isYouth centers and some Health Main—  <4•astenance Organizations have per— 
formed these functions well and Ag  
should be replicated. In addition,
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s m a l l e r ,  lo w - te c h n o lo g y  p r im a r y  
care centers— attached to community 
orograms such as child care centers 
which emphasize easy physical and 
psychological access— must be de­
veloped. Solo practitioners and 
other providers offering a narrow 
range of services should be able to 
obtein help in expanding the ser­
vices they can deliver.

A'major federal commitment is— . 
needed to assist professionals and 
consumer groups in local communi­
ties to establish and operate these 
axganized programs. Specifically, 
this means: •?*

- technical assistance and
Start-up funds for provider
-groups serving underserved 
areas;

- subsidies for health-rela­
ted support services and for 
services designed to make health 
care accessible to people in 
underserved areas and to groups 
with special needs;

- the adoption of payment 
methods (including provisions 
to facilitate annual per capita 
payments and other alternatives 
to fee-for-service) which are 
simple to administer and which 
provide incentives for using 
the most appropriate services 
and personnel;

- suitable standards and 
methods of certifying providers 
and provider organizations, ad­
ministered in ways that do not 
discriminate against any class 
of qualified providers or pro­

vider groups (be. they physician 
assistants, nurse-midwives or 
neighborhood health centers) .

National Health Insurance Should Include 
Periodic Screening as a Supplement 
to Comprehensive Care

As the EPSDT experience has 
shown, it has proven exceedingly 
cumbersome to build a. program to 
meet major unmet health nee ds  on 
the narrow foundation of screening. 
When children do not have access to 
ongoing, comprehensive heal th care, 
a program of screening and follow­
up is a poor substitute. But given 
a comprehensive national health in­
surance program where children are 
assured access to continuing care, 
would there be a need or a  useful 
role for screening? We believe 
there would.

Screening under such circum­
stances would be very different 
from that mandated by EPSDT. Se­
lected tests such as those for 
anemia, vision or hearing problems 
would be performed at a few speci­
fied intervals: for example, once 
during infancy, once before enter­
ing elementary school and  once be­
fore entering junior high school. 
Such screening would provide a 
check on the adequacy of the  care 
being provided to children and 
would assure that at least those 
conditions which one-shot screening 
can reliably detect would, not go 
unnoticed. In addition, screening 
for certain conditions such as



anemia could identify children who 
still are outside the system of 
health care and could enable efforts 
to be made to link them to sources 
of continuing care.

There have been promising ex­
periences abroad using screening 
as a supplement to comprehensive 
care (e.g., in Sweden). Health 
professionals and HEW, in consul­
tation with consumer groups, should 
identify what screening tests can 
usefully be provided as a supple­
ment to comprehensive carer at what 
stages of lif* they should be given; 
under what auspices; and how- their 
findings could most effectively be 
used to assure the provision of 
necessary follow-up diagnostic and 
treatment services to link children 
to ongoing health care.

A National Health Insurance Program Must 
Assure That Outreach, Transportation, and 
Other Access Services Which Help People 
Make Effective and Timely Use of Primary 
Health  Services Are Provided

The EPSDT experience documents 
again that removing financial bar­
riers is not enough to make health 
care accessible. Even though Medi­
caid paid medical bills, too many 
eligible children did not get needed 
care because EPSDT failed to pro­
vide information, transportation 
and other kinds of needed assistace 
in ways families used. EPSDT has 
also shown that not every measure 
labeled "outreach" will do. Per­

sonal outreach, done by community >* * imembers known and trusted by par— 
ents, clearly is the method t h at<^ 
best achieves its goals.

In the past, many have thought 
that such services are frills, 
the evidence continues to mount.:; 
that, in fact, these services are 
indispensible to making health 
accessible to those who most  
it. National health insurance-”; 
include provisions for outreach/a 
other access services such 
portation. At a minimum, nat 
health insurance should make '̂t 
sidles for these services availabl 
to qualified, organized px 
(including primary care centers,^ 
community clinics, group prac 
Health M aintenance Organizations 
and hosptial outpatient clinics)/.-'? 
serving areas with large numbers of 
persons who need them. Legislative*-'' 
authority and a. funding mechanism- 
for such services must be explicltLu

IA National Health Insurancs Program Must' *  
Take Measures Io Assure That Rea sonable^ 
Standards of Quality of Care Are Met

One of EPSDT*s most vivid lesson* 
is that minimum standards of qual— 
ity are not met unless they are- ■ 
clearly stated, monitored and e n — 
forced. Children who were screened^ 
through EPSDT often received in— 
complete health assessments. EvenTjr. 
states with good administrators, 
relatively prosperous economies 
reasonable amounts of resources
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r. o t ■ n e c e ss a r il y  a s s u r e  h ig h  q u a l i t y  
s e r v i c e s .

A n a t i o n a l  h e a l t h  in s u r a n c e  p ro ­
gr am  m ust  e s t a b l i s h ,  m o n it o r  an d 
e n fo rc e  s t a n d a r d s  o f  c a r e ,  e s p e ­
c ia ll y  in  th o s e  a r e a s  o f  p r a c t i c e  
whe re  o p ti m a l p r o c e d u re s  a r e  w id e ly  
a g re e d  up on w i th in  t h e  m e d ic a l p ro ­
f e s s io n .  W it h o u t a t t e n t i o n  t o  
th e s e  m echan is m s,  q u a l i t y  w i l l  be 
l e f t  u n g u a rd e d , f r a u d  o r  a b u se  w i l l  
c o n ti n u e  u n d is tu rb e d , an d  t h e  i n f l a ­
t io n a r y  t r e n d s  i n  h e a l t h  c a r e  w i l l  
s o a r  w e l l  abo v e  o u r  a b i l i t y  t o  p a y .

C e r ta in  fu n d a m e n ta l s t r u c t u r a l  
ch an g es i n h e r e n t  i n  a  n a t i o n a l ,  i 
h e a l th  in s u r a n c e  p ro g ra m  w ould  p ro ­
v id e  a  c o n s id e r a b ly  m or e p r o p i t i o u s  
c l im a te  f o r  u p g ra d in g  q u a l i t y  o f  
c a r e .  F i r s t ,  by  in c lu d in g  t h e  en ­
t i r e  sp e c tr u m  o f  in co m e g ro u p s  i n  
th e  s o c i e ty  an d  g iv in g  t h e  m id d le -  
c l a s s  an d t h e  a f f l u e n t  a  s t a k e  in  
how w e l l  th e  p ro g ra m  i s  r u n ,  a 
n a t i o n a l  h e a l t h  in s u r a n c e  p ro gra m
w i l l  hav e  ta k e n  t h e  m o st  im p o r ta n t 

29s te p  to w ard  s a fe g u a rd in g  q u a l i t y .
S econd , wh en  su ch  a  p ro g ra m  i s  

e n a c te d  fo l lo w in g  w id e s p re a d  p u b l ic  
i n t e r e s t  an d  p a r t i c i p a t i o n  (w hi ch  
was n o t  t h e  c a s e  w i th  EPSD T), 
c i t i z e n  an d  p r o f e s s i o n a l  p r e s s u r e s  
to  im pro ve and  m a in ta in  q u a l i t y  
te n d  t o  o p e r a t e  m or e e f f e c t i v e l y ,  
le a v in g  a  s m a l le r  nu m be r o f  i s s u e s  
o f  q u a l i t y  t o  b e  d e a l t  w i th  th ro u g h  
gover nm en t e n fo rc e m e n t m ec han is m s.

29,Anne R. Somers and Herman H. Somers,
"A New Framework for Health and Health 
Care Policies," Inquiry (June 1977, 14:2.

T h ir d , t o  th e  e x t e n t  t h a t  i t  en ­
c o u ra g e s  g ro u p  p a a c t i o e s  a n d  r-oi m - 
b u r s e s  by  m et hods o th e r  t h a n  f e e -  
f o r - s e r v i c e ,  n a t i o n a l  h e a l t h  i n s u r ­
a n c e  w i l l  p ro v id e  s e t t i n g s  m or e
c o n d u c iv e  t o  th e  p r o v i s io n  o f  q u a l -  

30l t y  c a r e .
And  f i n a l l y ,  way s m u s t b e  d e ­

v e lo p e d  th ro u g h  w hic h  t h e  h e a l t h  
sy s te m  t a k e s  r e s p o n s i b i l i t y  n o t  o n ly  
f o r  t h o s e  who  com e th ro u g h  t h e  d o o r  
s e e k in g  c a r e ,  b u t  a l s o  f o r  t h o s e  who 
f a i L  t o  e n t e r  t h e  sy s te m . Some 
e x i s t i n g  p ro g ra m s , in c l i n i n g  HMD’ s

Evidence of the advantageous effects on 
the quality of health care of group prac­
tice combined with capitatinn reimburse­
ment  can be found in the following studies* 
Sam Shapiro, Louis Weiner and Paul Dense, 
"Comparison of Prematurity and Peri.natal, 
Mortality in a General Population and in 
the Population of a Prepaid Group Prac­
tice, Medical Care Plan," American Journal 
of Public Health, Vol. 48 (February 1958) , 
pp. 170-85; Mildred Morehead, Rose Don­
aldson and Mary Seravail!, "Comparisons 
between 0E0 Neighborhood Health Centers 
and Other Health Care Providers of Ratings 
of the Quality of Health Care," American 
Journal of Public Health, Vol. 61 (July 
1971), pp. 1294-1306; Avedis Donahedian, 
"Ap Evaluation of Prepaid Group Practice," 
Inquiry, Vol. 6 (September 1969) pp. 3-27; 
Joy G. Cauffman and Milton I. Roemer, "The 
Impact of Health Insurance Coverage on 
Health Faye of School Children," Public 
Health Reports, Vol. 82 (April 1967) pp. 
323-328; Institute of Medicine,"HMD's: 
Toward a Fair Market Test," (Washington, 
D.C.: National Academy of Sciences, 1974), 
p. 52; Milton I. Roemer and wi i n »» 
Shonick, "HMO Performance: The Recent 
Evidence," Milbank Memorial Fund Quarterly 
(Summer 1973), pp. 271-316. The last two 
of these studies also point out the haz­
ards of underservicing in prepaid group 
practice, and emphasize the necessity of 
appropriate public monitoring to guard 
against new and different causes of dimin­
ished quality.
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and Neighborhood Health Centers, 
have demonstrated the feasibility 
of assuming responsibility for a 
defined population (defined either 
through enrollment or place of 
residence). Such a defined popula­
tion makes possible monitoring and 
assessments of performance which 
can have an enormous positive im­
pact on quality of care. This 
concept must, however, be expanded 
beyond isolated groups of persons 
who are linked to a certain pro­
vider or  group of providers. It is' 
only when mechanisms are developed 
through which everyone becomes part 
of a defined population for purposes 
of planning and accountability (if 
not for purposes of delivering ser­
vices) that we will be able to 
assure that required health ser­
vices are available and accessible 
for the entire population.

A National Health Insurance Program Must 
Provide More Than Financial Protection.
It Must Include Strong Federal Leadership 
and Authority To Create and Maintain a 
Health System That Will Meet the Health 
Needs 01 All American Families

Planners and administrators of 
a national health Insurance pro­
gram must demonstrate their com-

3 1 Rashi Fein, A R ig h t  t o  H e a lt h (New York: 
John Wiley and Sons, 1976).

mitment to a quality health cate 
system. They must recognize that 
every decision about whether, how 
much, and under what circumstances '<~ 
to pay for a health service has- 
direct impact on whether and 
what circumstances that
be available. An exclusive 
occupation with narrow 
and cost considerations,
taking into account how people 
actually use health care, 
ately will lead to a program 
will not be effective in 
children or saving money.

The goals of EPSDT were  
compromised by  an overempha 
financing considerations
suited in placing EPSOT in the 
text of welfare with all its 
bility requirements, its
second-class services an d its 
highly vulnerable constituency. 
Similarly, the health purposes 
national health insurance can 
subverted by an exclusive prec 
cupation with paying medical 
A national health insurance 
must do more than provide
protection against the high 
of illness and remove financial 
barriers to needed care. For 
be effective, it must encourage 
support the creation of a 
health services that will meet 
needs of families who use the 
vices. Since family members 
best what kinds of services 
will use, they should be 
in the planning process.

The need is not to keep
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away from the health system, and 
not a matter of narrowing the ser­
vices offered or erecting barriers 
to their use. Rather, parents must 
be given the opportunity, the in­
formation and the support to func­
tion as collaborators with health 
professionals in maintaining and 
restoring health. The fundamental 
question that the EPSDT experience 
raises for planners of national

health insurance is whether we can 
harness an increasingly complex 
health system to serve simple human 
needs, or whether we are going to 
let it get away from us to the point 
we are fast approaching— where we 
pay increasingly enormous sums of 
money for services that are les3 
likely to meet the most fundamental 
needs of children and families.



Z

168

APPENDIX II

A Chronology

Date
December 15,

1967
January 2,1968

July 1, 1969V

Congressional or Federal Action
- Congress passes the law estab­lishing EPSDT.
President Johnson signs EPSDT into law, to be effective July 1,- 1969.
HEW publishes "basic regula-- tions."z These simply repeat the vague language of the statute, giving HEW no con­crete requirements to enforce and giving states no real guidance.
Until final regulations are published, states are con­sidered complying with EPSDT requirements if state Medicaid officials indicate in the state plan that they will carry out program requirements once further regulations are established.

Progress in Implementing EPSDT in the States

End of 1969 Two years after the law's enactment and 6 months after its effective date, no more than five states are reported to be 
screening children.

December 11, 
1970

October 1971

HEW publishes proposed regula­tions which elaborate on the "basic regulations." The public is given a 30-day comment period, after which HEW is to issue final regula­tions.
After almost a year's delay in publishing proposed regulations and after many meetings to try to prod HEW to issue them, the

Washington Research Project(the parent organization of the
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p a te

O ct ober  1971  
(C o n t' d )

P ro g re s s  in  Im p le m en ti n g  
C o n g re s s io n a l o r  F e d e ra l A c ti o n  EPSDT in  th e  S t a t e s ______

Children’s Defense Fund) and -the 
National Health Law Program, 
files a lawsuit calling for pub­
lication of final EPSDT regula­
tions.

November 9, 
1971

December 22, 
u 1971

January 1972

HEW issues final regulations, to 
become effective February 7,
1972, two-and-a-half years 
after the effective date of the 
law. Under severe pressure from 
the states, these regulations 
limit required treatment ser­
vices to only those otherwise 
covered by the state’s Medicaid 
program, plus treatment for 
vision, hearing and dental prob—  ' 
lems. • .y-
Under continuing pressure to 
explain the regulations further, 
HEW publishes ’’Interim" Guide­
lines for EPSDT, to  be effective- 
February- 7, 1972.' These give 
states an additional year and a  - • 
half— until July 1, 1973— to —  - - 
provide EPSDT services to all 
age groups of eligible children 
(as of February 7, 1972, states 
need screen only children up to 
age 6 years).
HEW begins monitoring EPSDT com­
pliance. Essentially, EPSDT en­
forcement becomes part of the 
regular compliance program con­
ducted by SRS.2 States' failure 
to implement EPSDT is to lead to 
a cutoff of all Medicaid funds.

The SRS compliance program assures that state plans and practices for welfare programs 
comply with federal requirements. Its main purpose is to detect technical violations 
easily discovered— on the basis of state plan material or reports about state practices 
which lend themselves to a simple determination of whether or not they are in compliance. 
Cnder the system, each quarter, staff in HEW's ten regional offices prepare a short re­
port identifying regulatory requirements for which there may be a violation— for example: 
Do state requirements for eligibility meet federal requirements? Is there a State Medi­
cal Advisory Committee?

To determine compliance, SRS uses a "preprint": a form which lists Medicaid provisions 
with which states are expected to comply. A staff person from the regional office checks 
off whether or not the state meets the requirement. If there are questions of compliance, 
regional office staff must "clarify the situation and get the facts promptly..." and no ­
tify the state about the questions. (See, SR S Com pl ia nc e Ma nual (Washington, D.C.: HEW, 
August 1971), Chapter II, p. 6.)

97-633 0 - 77 - 12
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F e b ru a ry  7 , 
19 72

P ro g re s s  i n  Im p le a e n t i - J
C o n g re s s io n a l o r  F e d e ra l A c ti o n  EPSDT in  th e  S t a t e s

Nine states are known 
have an operating EPSD*- 
program. Fifteen stater 
have submitted Medical,^ plan amendments, statf^S they are in compliances 
with EPSDT requirements-  ̂
SRS reviews
that 34 of the 45-3tatw2 
on which compliance.'] 
views were conduc
were out of compliant 
For the first fourtca 
endax quarters aft 
EPSDT regulations^! 
effective, 41 stat cited fox noncompl 
In only one was 
ing recommended,-" a
further action waau taken- 3 ;2T

■ :
HEW Secretary Richardson writes -is;a letter to Senator Mondale say- ' <i
ing that HEW lacks information
to determine whether eligible • i
children are receiving EPSDT 
services.

March 23, 1972

April 1972

June 1972

June 28, 1972

The Senate Finance Committee, 
concerned about the cost of im­
plementing EPSDT, proposes pro­
visions which would give states 
additional time to implement 
EPSDT fully.
The Congressional Black Caucus 
holds hearings on "Government 
Lawlessness,” including failure 
to implement EPSDT.
HEW issues "Final" EPSDT Guide­
lines which have far more detail 
than the "Interim" Guidelines.

July 1972 - 
June 1973

500,000 screenings hava^ 
been performed nation-^ 
wide. ,'

2 (Cont'd) _5><After a maximum of six months of negotiations, the Commissioner in the HEW regional ,̂-,
office is required to recommend to the Administrator of SRS that a formal compliance hearing be initiated, or, alternatively, to file a memorandum justifying why the Admin-<5 
istrator should not initiate formal proceedings. If HEW finds a state out of compliance»jj 
after a hearing, it has the authority to cut off all Medicaid funds. ;

the Legal Coraittee of the National Welfare Rights Organization to Hoo3=» 
larger. Secretary of the Department of Health, Education and Welfare,-30 March 1973. ;38

Memorandum from 
able Caspar Weinberger 
"EPSDT of Medicaid Eligible Children



Date
August 9, 
J 972

October 1972

October 1, 
1972

XMUober 30, 
1972

November 10, 
1972

July 1973 - 
June 1974

December 19, 
1973

P ro g re s s  i n  Im p le m en ti n g  
C o n g re s s io n a l o r  F e d e ra l A c ti o n  EPSDT in  th e  S t a t e s ______

HEW initiates use of status re­
ports (first serious attempt to 
collect information on the 
operation of states* EPSDT pro­
grams) .

HEW begins collecting monthly 
statistics from states on the 
number of children screened and 
referred for various health 
problems.

HEW compliance reviews 
find 43 states out of 
compliance wit h at least 
one EPSDT reqii-i rement<
No funds are withheld.

In response to continued failure 
to implement EPSDT, Congress 
enacts the EPSDT penalty pro— ’ 
vision. Effective June 30,. 1974, 
states are to be taxed 1 percent 
of the federal share of AFDC 
payments for failure to: inform 
AFDC eligible children at least 
once annually and in writing 
about EPSDT; assure that screen­
ing is available within 60 days 
of a request; and arrange for 
necessary treatment normally 
within 60 days of the time of 
screening. These "penalty re­
quirements" supplement the obli­
gations states have under the 
regulations issued in November 
1971.

HEW requires that each state not 
in compliance with EPSDT require­
ments submit a plan, by December 
15, explaining how services will 
be made available by no later 
than February 1, 1973.

1.3 million screenings 
performed nationwide out 
of 6.5 million screenings 
that should have been 
done among the 9.75 
million eligible chil­
dren this year.*

HEW publishes proposed regula­
tions for EPSDT penalty pro­
visions.

For an  ex p la n a ti o n  o f  how th e se  numb ers wer e d er iv ed , s e e  Ap pendix H.
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P ro g re s s  i n  Im p le m e n ti n g
D ate  C o n g re s s io n a l o r  F e d e ra l A c ti o n  EPS D T'in  th e  S t a t e s

June 30, 1974 HEW begins quarterly reviews of 
states’ programs to determine 
compliance with EPSDT require­
ments established by the penalty 
provision. For each subsequent 
quarter, regional office staff 
are to conduct reviews of the adequacy of states* programs.5

July 1974 - 
June 1975

January 9, 
1975

1.5 mill ion screenings 
performed nationwide out . 
of 6.. 65 million screen­
ings that should have • 
been done among the 9.98 ;4 
million eligible children 
this year. - - . _ ... —
The General Accounting  
O ff ic e (Comptroller Gen­
e ral of the United Stated 
issu es  rep ort  cit in g  
de lay s in  implementing 
EPSDT.

June 2, 1975 HEW cites seven states (Indiana, 
Montana, North Dakota, Hawaii, 
Minnesota, New Mexico, Penn­
sylvania) for noncompliance 
with EPSDT penalty requirements 
for the quarter ending September 
30, 1974. In July, California 
is added to the list, and in 
October, New York is cited for 
noncompliance. (States have 
appealed these decisions and, 
to date, no funds have been 
withheld.)

June 1975 - 
July 1976

1.7 million screenings 
performed nationwide, ou t 
of 6.85 million screen- - 
ings that should have 
been done among 10.3 
million eligible chil­
dren this year.

"Penalty reviews" of each state's program are conducted by regional office staff each 
quarter. A review consists of a description of how the state fulfills the penalty re­
quirements for informing, screening and treating eligible children and a small sampling 
of case records in six randomly selected sites in the state to determine whether the re­
quirements for the prompt provision of screening and treatment services have been met for 
eligible children. Based on penalty reviews, the Secretary of HEW cites states found to 
be out of compliance. Before,the 1 percent tax can be withheld, states may request re­
consideration: a formal, leg^lfprocetsT spelfed out in regulation (45 C.F.R. $201.14).
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Date
A ugust  20 , 

1975

October 7-8, 
1975

$ January 12, 
• M M

February 20, 
1976

P ro g re s s  i n  Im p le m en ti n g  
C o n g re s s io n a l o r  F e d e ra l A c ti o n  EPSDT in  th e  S t a t e s ______

HEW proposes a second set of 
regulations to clarify states’ 
obligations in complying with 
requirements of EPSDT's penalty 
provisions. To date, final re­
gulations have not been issued.

The House Subcommittee on Over­
sight and Investigation holds 
hearings on child health, with 
specific sessions on EPSDT, 
calling attention to failure by 
the states and. HEW to implement 
EPSDT.~

Pennsylvania is cited as out of 
compliance with EPSDT penalty 
requirements for quarter ending 
December 31, 1974. On July 7,
1976, Hawaii is cited as out of 
compliance; and on December 14,
1976, HEW cites four more states 
(California, New Mexico, Indiana,
New York) for noncompliance with 
EPSDT penalty requirements for 
the same quarter. No funds have 
been withheld yet.

HEW revises procedures for penal­
ty reviews to require that they 
be done every two quarters for 
states which are found in compli­
ance during the past quarter. -.
For states found out of compli­
ance, penalty reviews are to be 
conducted each subsequent quarter.

This chronology shows that more 
than four years after the program's 
enactment, and more than two years 
after its effective date of imple­
mentation, HEW had not promulgated 
regulations so critical in guiding 
states to begin EPSDT programs.
Final regulations and guidelines 
eventually were published, but they 
deferred requiring full implementa­
tion for yet another year and a 
half. HEW did not conduct reviews 
of state programs until two-and-one-

half years after EPSDT*s effective 
date. Once having conducted such 
reviews, HEW failed to act on its 
findings. And to date, HEW has not 
issued final regulations to clarify 
states* obligations in complying 
with the requirements of EPSDT's 
penalty provisions.

What does this history teach us, 
both about improving the EPSDT pro­
gram and about designing and imple­
menting other child health programs?
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A P P E N D IX  I I I

C II IL D H C N ’S  DLFEM SE FUN D
of Tho \7 ASIIir«*T^U h’.'ZAItCH I’ llOJt'Cr.- If.c.

1520 t IFW ». • MJ-ih lMi A VC.. N V/.
WASHINGTON. D C. 23015

(202) <so-i«ro

Aug us t 23 , 1977
Hon or ab le  Hale  Cha mpion , U nd er se cr et ar y-
D ep ar tm en t o f H e a lt h , E ducati on  and  W el fa re
Cha irm an , A dv isor y Co mm ittee on N ati o n a l H ealth  In su ra n c e  Is su e s  
W as hi ng ton,  D .C .,  20201

De ar  H al ei

T h is  i s  in  re sp o n se  to  yo ur  in v i ta t io n  to  members o f  th e  
A dv isor y Comm itte e to  comment on th e  " a n a ly ti c  wo rk p la n "  v/h ich  
o u t l in e s  th e  to p ic s  th a t  a re  to  be an al yzed  by th e  n a t io n a l  h e a lt h  
in su ra n ce  s t a f f  o f th e  O ff ic e  o f P la nnin g  an d E v a lu a ti o n .

I foun d i t  d i f f i c u l t  to  v is u a li z e  how th e  d e ta i le d  o u tl in e  
would  be t r a n s la te d  in to  m a te r ia l th a t  co uld  for m th e  b a s i s  f o r  
judg m en ts  and d e c is io n s  ab out  c r i t i c a l  i s s u e s . Much o f  th e  work 
th a t  I b e li e v e  i s  im port an t in  t h i s  connecti on  may be conte m pla te d  
by th e  o u t l in e , and may in  f a c t  be un de r v.ay.  S in ce  I  b e li e v e , 
ho wev er , t h a t  sou nd p o li c y  fo rm u la ti o n  in  t h i s  a r e a  i s  so  s i g n i f i ­
c a n tl y  de pe nd en t on th e  n a tu re  o f th e  ba ck grou nd  wor k,  I  w i l l  ta k e  
th e  r i s k  o f bein g  re dundan t and su ggest  c e r t a in  a r e a s  wh ere  I 
b e li e v e —from  my p a r t i c u l a r  p e rs p e c ti v e —c a re fu l s t a f f  wo rk i s  
e s p e c ia ll y  im p o rt an t.

I am mos t co nc er ne d t h a t  th e  s t a f f  work done  d u ri n g  th e  n e x t 
s e v e ra l mon ths in c lu d e  th e  ac cu m ula tion  and p re s e n ta t io n  o f d a ta , 
f a c t s ,  and  experi ence  ba se d on a wide ra nge o f a ss u m p ti o n s,  goin g 
beyond  p re s e n tl y  p re v a le n t p r a c t ic e s  and  c o n v e n ti o n s , ab o u t how 
c a re  i s  b e s t o rg an iz ed  and  p a id  fo r , i t s  a v a i l a b i l i t y  an d a c c e s s i ­
b i l i t y  mos t e f f e c t iv e ly  a ssu re d , and  i t s  q u a l i ty  an d re sp o n s iv e n e ss  
max im ized . More s p e c i f i c a l ly ,  t h i s  means in c lu s io n  o f th e  fo ll o w ­
in g  in  th e  work to  be undert aken  by th e  s t a f f :

A. E sti m a te s  o f c o s ts  and  u t i l i z a t i o n  th a t  a re  base d  on  a v a r i e ty
o f ass um pti ons,  s p e c i f ic a l ly  in c lu d in g  m aj or  sy st em s re fo rm s, 
such  a s  s u b s ta n t i a l  d e p a rt u re s  from fe e - f o r  s e r v ic e  p r a c t ic e  
and from so lo  p r a c t ic e ,  and  impro ved a c c e ss  t o  o rg an iz ed  
pri m ar y  c a re . - •

B. E sti m a te s  o f a d m in is tr a ti v e  c o s ts  and t o t a l  c o s t s  base d on  a 
v a r ie ty  o f a d m in is tr a ti v e  ar ra ngem ents , in c lu d in g  man da ted 
co ver age, in su ra n ce  c a r r i e r  p a r t ic ip a t io n  a s  in  M ed ic ar e,  and 
metho ds  o f re im bu rs em en t o f p ro v id e rs  ba se d on  o th e r  th an  
u su a l and cu stom ar y charg es and n e g o ti a te d  f e e s  fo r  s e r v ic e .
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C. Analysis of various options for administering national health 
insurance (i.e. role of insurance companies, states, federal 
government, etc.) in relation to:
1. Potential for assuring availability and receipt of needed 

and appropriate services.
2. Potential for assuring high quality services.

3. Potential for acceptability to professionals and to 
consumers.

4. Potential for controlling -costs.
D. Analysis of a variety of methods to monitor and assure quality 

of care, including the effect of structural factors such as 
group practice and various methods of reimbursement, on quality 
of care.

E. Development of a clear definition of effective health-related 
support services, and an analysis of options for delivering 
and paying for these services.

F. Analysis of various staging alternatives in the implementation 
of national health insurance, in relation to projected effects 
on costs, and on the organisation and functioning of the 
system.

G. Analysis of methods of assuring appropriate utilization, including:

1. Financial incentives aimed at consumers and at providers.

2. Professional peer review.
3. Other methods of review aimed at controlling utilisation 

once a person is within the system (e.g. a team assessment 
of the need and best methods of providing long-term care 
of an aged or mentally handicapped person; use of non­
physician personnel in various capacities to help people 
make optimal use of the health system).

b. Impact of structural factors (including ease of access, 
form of organization) on utilization.

H. Projections of alternative methods of financing and organizing 
health services in relation to. their comparative effectiveness 
in meeting the health needs of special groups, including:
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1.  Po or  c h il d re n .

2 . The c h ro n ic a ll y  i l l .

3.  P re gnan t women a t  hig h s o c ia l r i s k .

4 . A d o le sc en ts .

5 . The m en ta ll y  i l l .

6.  The ag ed .

? . P ers ons l iv in g  in  r u r a l  a re a s .

8.  P ers ons in  b ig  c i ty  g h e tt o s .

I .  A n a ly si s o f  d a ta  re g a rd in g  th e  c u rr e n t use  o f n o n -p h y s ic ia n  
p ro fe s s io n a l h e a lt h  p e rs o n n e l,  in c lu d in g  c u r re n t p a t t e r n s  o f  
re im burs em en t,  ass ess m en ts  o f t h e i r  e f f e c ti v e n e s s  in  d e li v e r in g  
s e r v ic e s , and a d e s c r ip ti o n  and  a n a ly s is  o f  b a r r i e r s  ( l e g a l ,  
a d m in is tr a t iv e , consu me r a c c e p ta b i l i ty , p ro f e s s io n a l a c c e p ta ­
b i l i t y ,  f i n a n c ia l ,  e t c . )  to  th e i r  o p ti m al u t i l i z a t i o n .

J .  A n a ly si s o f  th e  k in d s o f fe d e r a l a c ti o n  ( i n  th e  form  o f  te c h ­
n ic a l  a s s is t a n c e ,  s t a r t - u p  fu nds,  s u b s id ie s , re im burs em en t and 
c e r t i f i c a t i o n  p o l i c i e s ,  ex pan si on o f N a ti o n a l H ea lt h  S e rv ic e  
C orp s,  e t c . )  t h a t  would be re q u ir e d  to  a s s u re  u n iv e r s a l a v a i l ­
a b i l i t y  o f h ig h  q u a l i ty  pri m ar y  car e s e r v ic e s .

The re  i s  a seco nd  ca te go ry  o f is s u e s , on  wh ich  I  b e li e v e  
e x te n s iv e  ba ck gr ou nd  in fo rm a ti o n  i s  a ls o  nee de d, b u t whe re  th e re  
i s  c o n s id e ra b ly  le s s  ex p eri en ce  to  draw  on . I t  may be  d i f f i c u l t  
f o r  p re s e n tl y  a v a il a b le  s t a f f  to  p ro v id e  co m pr eh en sive  ba ck gr ou nd  
p a p e rs  on th e s e  is s u e s  un de r e x is t in g  tim e c o n s t r a in t s .  N evert he­
l e s s ,  i t  seem to  me im p o rt an t to  make p la n s  to  a d d re ss  th e s e  is su es*
A. A n a ly si s o f  o p ti o n s  th ro ugh  wh ich  p ro v id e rs  o r a d m in is tr a t iv e  

e n t i t i e s  (p u b li c  h e a lt h  depart m en ts , h e a lt h  p la n n in g  d i s t r i c t s ,  
e t c . )  would  ta k e  r e s p o n s ib i l i ty  fo r m o n it o ri n g  c a re  to  d e fi n ed  
p o p u la ti o n  g ro ups.

B. A n a ly si s o f  th e  l im i ta t io n s  o f e x is ti n g  outco me  m easu re s,  and  
o f  a v a il a b le  exp e ri en ce  w ith  th e  a p p li c a ti o n  o f m easu re s o f 
outcome  wh ich  a re  more d is c r im in a ti n g  and more s e n s i t i v e  th a n  
m o rb id it y  and m o r ta l it y  d a ta ; an  a n a ly s is  o f th e  p ro s p e c ts  o f 
develo p in g  and a p p ly in g  more s e n s it iv e  outco me  m easu re s.
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H on or ab ie  Hale Champion 
Aug us t 23 , 1977  
Page  Fo ur

C. A n a ly s is  o f  a v a il a b le  e x p e ri e n c e , and th : p ro s p e c ts  f o r  im­
p ro v in g  on a v a i la b le  e x p e ri e n c e , w ith  th e  de ve lo pm en t an d 
a p p l ic a t io n  o f e f f e c t iv e  metho ds  to :

1.  E nab le  co ns um ers to  m on it o r t h e i r  own c a re  an d t h a t  o f  
fa m il y  me mb ers , in c lu d in g  mak ing more w id el y  a v a i la b le  
b e t t e r  in fo rm a ti o n  abou t d e s i r a b le  s ta n d a rd s  o f c a re , 
wh ere  th e s e  a r e  c le a r ly  ag re ed  upon  by a p re pondera nce 
o f  p ro f e s s io n a ls .

2 . He lp co ns um er s make more e f f e c t i v e  us e o f h e a lt h  s e r v ic e s .

3.  Kak e th e  h e a lt h  sy stem  mo re e f f e c t i v e  in  h e lp in g  i n d i v i ­
d u a ls  an d fa m il ie s  to  im prov e p e rs o n a l h e a lt h  b e h a v io r .

4 . In vo lv e  co ns um ers a s  e f f e c t i v e  p a r t i c ip a n t s  in  p la n n in g  
h e a lt h  s e r v ic e s  and in  in f lu e n c in g  d e c is io n s  a b o u t th e  
comm itm ent  o f h e a lt h  re s o u rc e s  a t  a l l  l e v e l s .

One f i n a l  p o in t .  I am un de r th e  im p re ss io n —on th e  b a s is  o f 
s ta te m sn ts  by th e  P re s id e n t and HEW o f f i c i a l s —t h a t  a d e c is io n  has  
a lr e a d y  be en  made t h a t  any n a ti o n a l h e a lt h  in su ra n c e  pr og ram p ro -  
pose d  by t h i s  A d m in is tr a ti o n  would  be  ba se d on  u n iv e r s a l co vera ge , 
w ith  a un ifor m  s e t  o f  b e n e f i ts ,  and w it h  no q u a l i f i c a t i o n  f o r  
e l i g i b i l i t y  ba se d on inco me,  a s s e t s ,  o r emplo yment  s t a t u s .  I  t r u s t  
th a t  my im p re ss io n  i s  c o r r e c t and t h a t  th e r e f o r e , ba ck gr ou nd  work 
on t h i s  is su e  i s  n o t re q u ir e d  to  a s s i s t  in  th e  d ec is io n -m ak in g  
p ro c e s s  fo r  d e s ig n in g  an  A d m in is tr a ti o n  pro gr am . N e v e r th e le ss , 
su ch  ba ck gr ou nd  work may be u se fu l in  p ro v id in g  docum enta ti on  to  
su p p o rt  th e  pr og ram th e  A d m in is tr a ti o n  p ro p o ses , and  I  th e r e f o r e  
b e li e v e  i t  wo uld  be  a p p ro p r ia te  to  as se m ble  a v a il a b le  d a ta  re g a rd ­
in g  a d m in is tr a t iv e  c o s ts  an d b a r r i e r s  to  re ady  a c c e ss  an d e f f e c t i v e  
us e o f s e rv ic e s  t h a t  a re  a s s o c ia te d  w it h  pr og ra m s who se co vera ge 
i s  c o n ti n g e n t on p ro o f  o f in adequa te  f in a n c ia l  means  o r la c k  o f  
em ployme nt .

I  ho pe  t h a t  you  ar.d yo ur  a s s o c ia te s  w i l l  fi n d  th o se  reco m­
m endat io ns u s e f u l.

You rs  s in c e re ly

L is b e th  Ba mb erg er S cho rr

LBS/mg
cc i D r.  J u l i u s  Richmond  

D r.  Karen  D av is
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TAB A:  Im p ac t o f  CD F's  Re comm ended Amen dm en ts 
to  CHAP: A d d i t io n a l  C h i ld r e n  R e c e iv in g  
S e r v i c e s  an d A d d i t io n a l  C o s ts

A d d i t i o n a l  C h i ld r e n  S e rv e d  b y  CDF 
P ro p o s a ls  Ab ov e T hose  S e rv e d  U n d er 
t h e  A d m i n i s t r a t i o n 's  CHAP.

U n d er CD F's  P r o p o s a l :  D u rin g  th e  F i r s t  F u l l - Y e a r  o f  P ro g ra m  
O p e ra t io n

Th e Nu mber o f  C h i ld r e n  E l i g i b l e  
f o r  M e d ic a id  N ot  P r e v io u s ly  E l i g i b l e 1 ,1 4 0 ,0 0 0 c h i l d r e n

Th e Nu mber o f  C h i ld r e n  E n te r in g  
M e d ic a id  Who W ou ld N ot  Hav e E n te re d 4 1 0 ,0 0 0  c h i l d r e n

Th e Nu mb er  o f  C h i ld r e n  R e c e iv in g  
H e a l th  A s se s sm e n t Who Wou ld Not  
Have Bee n A s s e s s e d

Jtio- •
The -N um be r o f  C h i ld r e n  R e c e iv in g  More 
C om ple te  T re a tm e n t F o ll o w in g  A sse ssm e n t

1 ,2 6 0 ,0 0 0  c h i l d r e n

3 4 0 ,0 0 0  c h i l d r e n

Th e Nu mb er  o f  C h i ld r e n  R e c e iv in g  
D e n ta l C a re  Who Wou ld N ot Ha ve  R e c e iv e d
I t  , 4 8 0 ,0 0 0  c h i l d r e n

T o ta l  A d d i t io n a l  F i r s t  Y ea r C o s ts  
( F i s c a l  Y ea r 1978) o f  C D F's  P ro p o s a l
O ver  t h e  A d m i n i s t r a t i o n 's  CHAP

A d d i t io n a l  
F e d e r a l  C o s t 

( i n  m i l l i o n s )

A d d i t i o n a l  
S t a t e  C o s t 

( i n  m i l l i o n s )

A d d i t i o n a l  
T o ta l  C o s t 

( i n  m i l l i o n s )

A d d i t i o n a l  C o s ts  in  
F i s c a l  1 9 7 8 , A f t e r  Ad­
j u s t i n g  F o r  S t a r tu p
Ti me $ 1 3 5 .0 $ 6 2 .2 $ 1 9 7 .2

A f t e r  A d ju s t in g  F o r  
S t a r tu p  T im e,  A d d i t i o n a l  
C o s ts  in  F i s c a l  19 78 I f  
M a in te n a n c e  o f  E f f o r t  
W er e E x p e c te d  o f  th e  
S t a t e s ; - $ 7 5 .0 . $ 1 2 2 .2 $ 1 9 7 .2

A d d i t i o n a l  C o s ts  F o r  a 
F u l l  Y ea r o f  P ro g ra m , Not  
A d ju s te d  f o r  S t a r tu p  Time $ 2 1 6 .5 $ 9 0 .2 $ 3 0 6 .7
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Assumptions Behind Projections of 
Additional Children Served and Costs

1. We assume an assessment rate of 28 assessments per 
100 eligible children in fiscal 1978. This rate 
approximately equals the rate assumed by HEW under 
the CHAP proposal. We assume that, in the absence 
of CD F’s proposed outreach component, the rate of
28 assessments per 100 eligibles would also apply to 
newly eligible children included in CHAP ("income 
eligible children" under age six) and to newly 
eligible youth aged 6-21 included by CDF’s eligibility 
extension. (The actual screening rate in fiscal 1976 
was under 18 screenings per 100 eligible children.)
The new "income eligible" children are likely to be 
harder to reach than the currently eligible group, 
largely because almost none of them have any evi a t . i n g  
relationship with AFDC caseworkers. We assumed that 
screening costs are $21 per child screened.

2. Except where noted below, we assume that all costs are 
subject to 75 percent federal reimbursement.

3. We assumed that outreach would contact 20 percent of 
the eligible children not previously assessed during 
each full year of program operations. Outreach would 
take 2 hours per family contacted, at an average cost

. of $4.00 per hour, with an average of 2.5 eligible 
children per family. Of the children contacted, we 
assume that 55 percent would enter the system for assess 
ment(and for other Medicaid services, if not currently 
on Medicaid). Thus, the assumed outreach costs are 
$3.20 per child contacted and $5.82 per child entering 
the system as a result of outreach. The number of 
children entering the system in the first full year of 
program operations would be 850,000. Thus, the total 
costs of performing outreach would be $4,947,000. We 
assume that this direct cost of performing outreach 
would be subject to 90 percent reimbursement by the 
federal government.

4. There are about 10 million presently eligible children
, at any one point in time. The CHAP proposal would add

760,000 children as potentially eligible. Our eligi­
bility extension would add another 1,140,000 children.
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N e ith e r  th e  760,0 00 new c h i ld r e n  u n d er 6 n o r th e  
1 ,1 4 0 ,0 0 0  new c h il d r e n  o v e r 6 a re  c u r r e n t ly  on 
M ed ic a id . We assume t h a t  th e  28 p e rc e n t o f th e s e  
ne wly  e l i g i b l e  c h il d re n  who a re  b ro u g h t in to  th e  
sy st em  w it h o u t o u tr ea ch  wo uld e n t a i l  t o t a l  c o s ts  o f  
$4 00  p e r  c h il d  p e r  y e a r  o f  M ed ic ai d c h a rg e s , w hic h  wo uld 
be  re im b u rs ed  a t  a  65 p e rc e n t r a t e  by  th e  f e d e r a l  
govern m ent.  (S e rv ic e s  p ro v id ed  su b seq u en t to  an  a s s e s s ­
ment wou ld  be  re im burs ed  u n d er CHAP a t  75% by  th e  
f e d e r a l  gover nm en t.  O th er M ed ic ai d  s e r v ic e s  wo uld be  
re im b u rs ed  a t  55% by  th e  f e d e r a l  gover nm en t.  The se  
a r e  c h a rg e s  e x c lu s iv e  o f o u tr e a c h , a s se ssm e n t,  an d 
a s s e s s m e n t- re la te d  tr e a tm e n t c o s t s . )  T h is  i s  a p p ro x i­
m ate ly  th e  same p e r  c h i ld  c o s t  a s  assume d by  HEW f o r  
th e  CHAP p ro p o s a l.  We a ls o  as su me t h a t  th e  ne w ly  
e l i g i b l e  c h il d r e n  b ro u g h t in  by  s p e c ia l  o u tr e a c h  e f f o r t s  
wo uld ha ve lo w er  annual  M ed ic ai d c h a rg es  — $2 60  p e r  
c h i ld  p e r  y e a r , a g a in  re im b u rs ed  a t  a  65 p e rc e n t r a t e  by  
th e  f e d e r a l  go ve rn men t —  b ecau se  th ey  a r e  l e s s  l i k e l y  
to  be  a f f l i c t e d  w it h  known and c o s t ly  c o n d it io n s  th an  
a re  th o se  who e n te r  w it h o u t o u tr e a c h .

T her e a re  no a d d i t io n a l  M ed ic ai d c h a rg es  in c u r re d  f o r  
th o se  c h i ld r e n  a lr e a d y  on M ed ic ai d  who a re  b ro u g h t in  
f o r  a sse ssm en t by  th e  o u tr e a c h  e f f o r t s .

5 . We as su me th a t  th e  tr e a tm e n t c o s t s  a re  p r e s e n t ly  (a nd  
wo uld re m ain  u nder th e  CHAP p ro p o s a l ) :

a . M ed ic a l:  50 p e rc e n t o f  a l l  a sse ssm e n ts  wou ld  
le a d  to  a m ed ic al  r e f e r r a l .  Of th o se  r e f e r r e d ,
80 p e rc e n t wo uld  r e c e iv e  tr e a tm e n t a t  a c o s t
o f  $55 p e r  c a s e .

Im pr ov em en t: CDF p ro p o se s more co m ple te  t re a tm e n t  
s e r v ic e s  w it h  th e  r e s u l t  t h a t  th e  a v e ra g e  c o s t  
p e r  t r e a te d  c a se  wo uld be  r a is e d  to  $50. T h is  i s  
ro u g h ly  th e  e f f e c t  o f  ass um in g t h a t  20 p e rc e n t  
o f  th e  c h il d re n  t r e a te d  wo uld r e q u ir e  an  a v e ra g e  
o f  $1 10  p e r  c h i l d ,  w h il e  th e  re m ain in g  80 p e rc e n t 
o f c h il d r e n  t r e a te d  wo uld c o n ti n u e  a t  $55 p e r  c h i l d .

b . D e n ta l:  25 p e rc e n t o f a l l  a sse ssm e n ts  o f  c h i ld r e n
.  o v e r th e  ag e o f 5 wo uld le a d  to  r e f e r r a l .  Of th o se

r e f e r r e d ,  75 p e rc e n t wo uld in c u r  t re a tm e n t  c h a rg e s  
o f  $9 0 p e r  c a s e .

' »
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Im pr ov em en t: CDF p ro p o se s  t h a t  d e n ta l  pr ogra m s
be  ex pa nd ed  so  t h a t  d e n ta l  c a re  i s  ex te n d ed  to  th e  
nu mber o f c h il d r e n  eq u a l to  40 p e rc e n t o f  th o se  
a s s e s s e d  o v e r th e  age o f  3 (a n  a d d i t i o n a l  15 p e r ­
c e n t  o f  th e  a s s e s s e d  p o p u la t io n ) .  Th e c h i ld r e n  
t r e a te d  wo uld n o t n e c e s s a r i ly  be  draw n from  th e  
gro up who a re  a s s e s s e d .

In  a l l  c a s e s , we as su me t h a t  d e n ta l  a s w e ll  a s 
m ed ic a l tr e a tm e n t c o s t s  wou ld  be  re im b u rs ed  a t  a r a t e  
o f  75 p e rc e n t  by  th e  f e d e r a l  govern m ent.

We as su me t h a t  in  th e  f i r s t  f i s c a l  y e a r  o f  o p e ra t io n  
u n d e r CD F's  p ro p o s a l,  o n ly  p a r t  o f th e  f u l l  ann u al c o s t s  
wou ld  be  in c u r r e d .  In  p a r t i c u l a r :

a .  We as su me t h a t  th e  f u l l  c o s t  o f  ad d in g  th e  6 to  21 
y e a r  o ld  ag e gro up wo uld be  in c u r re d  in  th e  f i r s t  
f u l l  y e a r  o f  o p e r a t io n .

b . We as su me t h a t  th e  c o s t  o f  mo re co m p le te  t re a tm e n t  
(b o th  m ed ic al an d d e n ta l )  wo uld be  in c u r re d  o n ly  
in  th e  l a s t  h a l f  o f  th e  f i r s t  f i s c a l  y e a r  ( t h a t  i s ,  
o n ly  h a l f  th e  f u l l  an n u al c o s ts  wou ld  be  i n c u r r e d ) .  
T h is  a ss u m p ti o n  p r im a r i ly  r e f l e c t s  th e  ti m e nee ded  
to  d evelo p  and  p ro m u lg a te  p o l i c i e s  f o r  more co m ple te  
t re a tm e n t  s e r v ic e s  an d th e  ti m e  need ed to  i d e n t i f y  
new p ro v id e rs  an d ex pa nd  th e  s e r v ic e s  o f  e x i s t i n g  
p r o v id e r s .

c .  We as su me t h a t  new o u tr e a c h  w i l l  be  perf o rm ed  o n ly  
in  th e  fo u r th  q u a r te r  o f th e  f i r s t  f i s c a l  y e a r  
( t h a t  i s ,  o n ly  on e f o u r th  o f t o t a l  c o s ts  w i l l  be  
in c u r re d  in  th e  f i r s t  f i s c a l  y e a r ) .  T h is  a ssu m p ti o n  
r e f l e c t s  th e  f a c t  t h a t  th e  k in d  o f  o u tr e a c h  in  o u r 
p ro p o sa l i s  a new fu n c ti o n  r e q u ir in g  b o th  new s t a n ­
d a rd s  and new p r o v id e r s .  F u r th e r  th e  c h ie f  c o s t  o f 
o u tr e a c h  i s  n o t th e  d i r e c t  c o s t  o f  p e rf o rm in g  
o u tr e a c h  b u t th e  i n d i r e c t  c o s t  o f a s s e s s in g ,  t r e a t ­
in g , and p ro v id in g  M ed ic ai d  s e r v ic e s  to  c h i ld r e n  
p r e v io u s ly  n o t p a r t i c i p a t i n g .  Tho se  c o s t s  o c c u r  a 
nu mber o f  mon ths  a f t e r  th e  c h i ld  i s  f i r s t  c o n ta c te d  
by  o u tr e a c h .
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Mr. Maguire. Thank you.
Ms. Blank?

STATEMENT OF HELEN K. BLANK

Ms. Blank. I am Helen Blank, Director of the  American Parents 
Committee. I am accompanied by Donna Brown, Director of the 
Hea lth Cluster of the  Coalition for Children and Youth.

The Coalition for Children and Youth, former ly the National 
Council of Organizations for Children and Youth, is an  umbrella for 
over 1,300 national, State and local organiza tions and individuals  
who are  concerned with Federa l policies affect ing the  quality  of life 
of our Nation’s children. The Health Cluste r is a subgroup of the 
coalition which devotes itsel f to advocacy for ma tern al and child 
health problems, and which represents a broad range  of interests  
and expertise. The following views on H.R. 6706, the  Child Health 
Assessment Act, have been endorsed by the  following He alth Clus­
ter  members:

American Foundation for the Blind, American Parents Commit­
tee, Association of Medical School Pediatric Department Chairmen, 
Association of State and Terr itorial Materna l and Child Health and 
Crippled Childrens Directors, Board of Church and Society, United 
Methodist Church, and Citizens Committee for Children of New 
York, Inc.

Commonwealth Child Development Committee, Pennsy lvania  
Governor’s Office of Hum an Resources, Cystic Fibrosis Foundation, 
Family Heal th Service Division, Colorado Department of Health, 
National Association of Children and Youth Programs, and Na­
tional Easter Seal Society for Crippled Children and Adults.

The Heal th Cluster has monitored the  early  and periodic screen­
ing diagnosis and treatm ent (EPSDT) program since 1974, and in 
1975 conducted a demonstration project in Baltimore to explore the 
potent ial of the part icipation in EPSDT of voluntary groups. We are 
glad to see an effort to improve the early and periodic screening, 
diagnosis and  t rea tment  program, which has long been riddled with 
problems.

However, we believe that  no revisions will be sufficient  to enable 
it to achieve our goal—assurance that  all child ren receive compre­
hensive, continu ing hea lth care and supervision. We hope that the  
proposed child hea lth  assessment program will be jus t one admit­
tedly small step toward th at  goal. With that  in mind, we offer the 
following comments on H.R. 6706, which we believe can help it 
become a more productive first step.

QUALITY OF CARE

The quality of care under EPSDT would certainly be enhanced by 
CHAP’s uniform Federa l requirements for the  content of health 
assessments and the  frequency with which children should receive 
them. We believe that  th e recommendations of the  American Acad­
emy of Pediat rics with respect to these issues should be imple­
mented. This is part icularly  important to ensure that  children 
receive immuniza tions at  the appropriate  intervals. Currently, out
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of 52 million American child ren under the age of 15, some 20 
million—almost 40 percent—are not immunized against one or 
more of th e childhood diseases for which safe and effective vaccines 
are available.

Additionally, the  program should be designed to ensure that 
newborns receive complete assessments, and that  pregnant teen ­
agers are  able to receive adequate  prenatal care to help minimize 
the  increased  risks of ma tern al and infant  death, low bir th weight, 
and toxemia and anemia that  are  associated with adolescent  preg­
nancies. The need for p renatal  coverage is la rge among the  EPSDT 
eligible population—72 percent of the mothers who fi rst gave b irth  
at ages 15 to 17 are receiving welfare  benefits.

TREATM ENT COVERAGE

The proposed req uirem ent th at  S tates provide al l age-appropriate  
care and services to children  assessed under CHAP recognizes t ha t 
assessing a child without treating  the  problems thereby uncovered 
is purposeless. The extension of elig ibility for tra tm en t for a mini­
mum of 6 months following an assessment is equally sensible.

However, we believe that  the exclusion from mandatory coverage 
of treatm ent for menta l illness, men tal reta rdat ion,  and develop­
mental disabilit ies is both unwise and inequitable. These exclusions 
deny coverage to over 17 percent of the  child population, which 
includes those children who are  men tally  reta rded  and those with 
seizure disorders, neuromotor disabilities, school learning problems 
and emotional disturbances.1

Exclusions defined in te rms  of diagnostic category may encourage 
the inte rpre tation that children with those conditions need not be 
covered for any tr eatme nt rela ted to such conditins . C urre nt regula­
tions require state s at least to provide for corrective tre atm ent by 
referral; the  CHAP proposal does not assure even refe rral  for 
children classified unde r these  categories. Futhermore, such chil­
dren can benefit  from some services which some State Medicaid 
plans do cover presently, such as speech therapy, physical therapy 
and psychia tric services.

These proposed exclusions dep art not only from the  previous 
practice of lim iting types of services  that  can be covered, but also 
from the  intent  of the  Medicaid program, as stated in Section 1901 
of the  Social Security  Act. Here it is stated that  a purpose of 
medical assistance is to enable each State to fu rnish  “rehabil itation 
and other services to help such (eligible) families and individuals 
att ain  or reta in capability for independence or self-care.”

We believe, therefo re, that  the phrase “but not necessarily includ­
ing those for the treatm ent  of m enta l illness, mental reta rda tion or 
develop me nta l di sa bi lit ie s” sho uld  be deleted, to foste r 
nondiscrimination again st handicapped children and to conform 
vdth existing  practice evidenced by current regulations cited above.

1 William K. Franken burg  and A. Frederick  Nor th, "A Guide to Screening for EPSDT Program  Under 
Medicaid,” Social and Rehabili tation Service, USDHEW, June, 1974, p. 141).
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DENT AL CARE

The provision excluding from mandatory coverage “dental care 
when not for the  treatm ent of conditions discovered during an 
assessment” should also be deleted. Tying dental care to a refe rral  
from an assessment would preclude receipt  of routine preventive 
services and of treatm ent  for acute conditions arising at another  
time. We know that  near ly all poor children need routine denta l 
care. Dental screening as a prerequisite to such care is thus both 
inappropr iate and uneconomical.

EXPANSION OF ELIGIBILITY

Expanding Medicaid eligibility to include children under age 6 
who qualify on the  basis of financial eligibility recognizes th at  these 
children have the same hea lth needs as those who are categorically 
eligible. However, denying coverage to equally  needy children, ages 
6 to 21, makes an arb itra ry and unjustifiable division. Sixteen 
State s already cover all children  under  21, on the  basis of financial 
eligibility alone. The inappropriateness of an age restriction  bcomes 
even more app aren t when one ponders a situation in which a five- 
year-old has access to Medicaid benefits  and the  eight-year-old 
sibling does not. Such a divisive family policy is surely  not the  
int en t of CHAP. Eligibility for Medicaid should, we therefore be­
lieve, be extended to financial ly eligible children of all ages.

OUTREACH

The provisions of Section 6 of the Child Hea lth Assessment Act 
would require  State s to encourage physicians and hea lth care 
cente rs to parti cipa te in CHAP, to assure coordination between 
State and local agencies partic ipating in CHAP and community  
hea lth centers, and to assure the availability  of appropriate  support 
services, including case track ing and outreach.

These rather brief provisions strike at some important problems 
of the cur ren t EPSDT program: reluc tance  of providers to part ici­
pate; poor coordination among availab le child health resources; 
inadequate outreach to ensure that  children receive hea lth assess­
ment; and poor monito ring to determine  whe ther  children  receive 
needed treatm ent  or subsequent reassessments.

The magnitude of these  problems warrants  sta tuto ry attentio n 
more specific tha n is provided by this bill, especially because we 
know that the  problems are  not insoluble.

The importance of outreach to bring  children into a system of 
regu lar hea lth care is well accepted and examples of successful 
outreach have been documented by community  health centers and 
children and youth projects, as well as by EPSDT demonstration 
projects.

Crucial steps in negotiating the hea lth  care system include estab­
lishing Medicaid elgibility; understand ing the nature and purpose of 
the  screening program, transportation to screening, diagnostic and 
treatm ent centers; and, effective refer ral for discovered conditions. 
Recent data  indicate the potential impact  of a successful outreach 
program. In fiscal year 1976, of those children eligible for EPSDT
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services, 75 percent received no screening services and of those with 
discovered conditions 40 percent received no t rea tment  or corrective 
care. 2

It is clear that  successful outreach  must go beyond informing 
families in writing about a program, as is required by the cur ren t 
program, to personalized, suppor tive contact with the  family. Low 
income families have many problems claiming the ir immediate  
atten tion; the  tasks  of meeting a child’s daily needs can become all- 
consuming. Par ent s are much more likely to seek preventive health 
care for thei r children if the reasons  have been carefully explained 
in understandab le terms and if assistance in negotiating the health 
care system to obtain it is provided.

Effective outreach is so crucial to the  success of CHAP that  we 
believe its importance should be explicitly emphasized and that 
children will benefit from Federal requirements  that  States use all 
agencies and organizations with existing outreach capabi lity in 
the ir CHAP programs.

COORDINATION AND PROVIDER PART ICIPATION

Section 6 also requires that  States assure  coordination between 
public agencies participating in CHAP and community hea lth cen­
ters  funded under Section 330 of the Public Health Service Act. The 
inte nt of this provision should be to ensure that  not only commu­
nity  hea lth  cente rs are included in CHAP, but all federally  funded 
health care programs, and par ticu larly those child hea lth  programs 
funded by title V of the Social Secur ity Act.

In fiscal year 1975, provider  part icipa tion in screening under  
EPSDT was defined by State policies to be accomplished through 
hea lth depa rtme nts primarily  in 25 States,  by private physicians 
primarily  in 8 States, and by a range  of providers  in 20 other States. 
The full range  of qualified providers  should be involved in CHAP in 
all States. Additionally, it should be noted that  such coordination 
cannot be fully accomplished by States without back-up from the 
Department of Heal th, Education, and Welfare consistent with tha t 
objective. Federal policies for adm inis tration of heal th service pro­
grams should enable and encourage  cooperative relationsh ips 
among them  at the  State and local levels.

The success of the CHAP program clearly is dependent on the 
willingness of providers to part icip ate  by agreeing to the  responsi­
bilities that  would be required of them. The language of section 6 
requiring  States  to “encourage” physicians and hea lth  care centers 
to partic ipate does not address specifically possible ba rrie rs to thei r 
partic ipation, such as reimbursement rate s insufflcent to cover the 
cost of providing both the required medical and case management  
services, and the  additional required reporting.

Because CHAP increases the  responsibi lities of providers in these 
areas substantia lly beyond those that  the y a re cur rently required to 
fulfill unde r EPSDT, States  should be required to offer providers 
reimbursement  that  can reasonably be expected to elicit the ir 
partic ipation. For some types of providers, capitation and/o r pro-

’ Chi ldren’s Defense Fund,  EPSDT: Does It Spell Health  Care For Poor Children? Washington, D.C., 1977.

97-633 0 -  77 -  13
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spective reimbursement may well be the  most satisfactory method 
of reimbursing for the  package of services required by CHAP. 

STATE CHAP PLA NS

Implementing CHAP effectively will clearly  require a creative 
effort from the States, and it can be expected th at  the methods by 
which States  carry  out its various aspects will differ. However, we 
feel it is important that  in order to maintain accountability along 
with flexibility, State s can be required to file with the Secre tary a 
State CHAP plan detail ing how each of CHAP’s require ments will 
be implemented. This is important both to en sure  tha t the responsi­
bilities of the numerous entities in a State working togther in 
CHAP are clarified and mutua lly understood, and to ensure public 
accountability. The Secretary ’s evaluation of a S tate’s fulfillment of 
its CHAP plan might  then be the  basis for the  application of 
financial penalt ies and bonuses.

FEDERAL FIN AN CIAL  PART ICIPATIO N FOR CHAP

The increased rate of Federal financial  participa tion for CHAP is 
the  principa l incentive  to States to emphasize  good child hea lth 
care in the ir Medicaid programs. However, the method proposed in 
this  bill will have different impacts on diffe rent States. States 
which currently  receive t he minimum match of 50 percent have the 
most to gain—an additional 25 percent. These tend  to be the more 
rich and populous States, and include many which have the  most 
generous possible Medicaid benefits, and which already extend 
those benefits to financially needy children.

However, 17 States receive a  Federal  percen tage of 66 percent or 
grea ter, and could gain only a 12 pe rcent or less increase. These a re 
the  more poor, rural States, which tend to offer minimal Medicaid 
benefits, and to res tric t eligibility to the  categorically needy. These 
States , which under CHAP would generally have to expand the ir 
programs more drast ically  than richer States , would also receive a 
much smaller proportiona te increase in Federal funds.

A Federal reimbursem ent rate  of 90 percent for all State CHAP 
expenditures would alleviate this inequity by giving all States  a 
uniformly  high rate.  Medicaid currently reimburses 90 percent of 
State expenditures for the  insta llation of mechanized Medicaid 
management information systems, and for family plann ing services 
and supplies.

This precedent of set ting  higher rate s of Federal  reimbursem ent 
for activities  of high priori ty could appropria tely be applied to 
CHAP, if indeed prevent ive child health care consti tutes such a 
priority.  We believe that it should.

Furthermore, increased Federal funding of CHAP should be ac­
companied by a requirement that States  maintain the ir cur ren t 
financial effort, adjusted for inflation. Otherwise, the  possibility 
remains that Federa l funds will simply replace State funds, rat he r 
tha n resul t in program improvement and expansion.

We commend the Subcommittee on H ealth and the  Environment 
for its attention of the  CHAP proposal and are glad to cooperate 
fur the r in any way we can.
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We urge you to ac t very quickly. We agree with witnesses that  we 
have learned much from the  EPSDT program in the past 10 years. 
We are not asking for a major overhaul of the  system, and we hope 
that  you can mark up a bill as soon as possible.

Mr. Maguire. Than k you very much, Ms. Blank. I must  say I 
take  some satisfaction  in your points that  mental  disabilities, dental 
care, should be included, and the  age restrictions  ought to be 
eliminated.

I also very much appreciated  Ms. Edelman’s comments on my 
bill, and simi lar points she made. I wondered, however, in view of 
your strong  poin t about th e necessity  of addressing children and not 
the  prerogatives of States, given this  is a Federal-Sta te program, by 
definition, and given that we are  going to have some sort of 
penalties, hopefully augmented by your proposal, how does one in 
the meant ime, as t he program proceeds, insure accountability from 
States? I see that  as a very difficult problem.

Ms. Edelman. I am going to defer to Wendy Lazarus,  who ha 
thought a lot about  how we get this  program operational.

Ms. Lazarus. Firs t of all, the re are  ex isting  EPSDT requirements 
on the  books right  now, which if enforced vigorously by HEW would 
go a  long way toward reaching many of t he goals people have set 
out today.

For instance , using the  range of qualif ied providers is something  
on which we could make progress righ t now, and for which we could 
hold State s accountable. But addi tionally we believe very strongly  
that  service outcome is wha t we ought to be talk ing about, and that  
that  is the  best single way to make sure  that  benefits  get to the  
children.  Tha t is why we urge strongly that  outcome standard s be 
included in new legislation.

Mr. Maguire. Okay. Again, I wish we had more time. I have 4 
minutes to make it to the floor.

We stand in recess for 10 minutes .
[Brief recess.]
Mr. Rogers. The last  panel for the  evening will be Dr. Walt er 

Campbell, Executive Vice Pre sident and founder of the  Community  
Health Foundat ion; Ruby Duncan, Chairwoman, Operat ion Life, 
Las Vegas, Nevada; and Nancy Spears, Association Director, Ala­
bama Council on Human Relations, and Director, Lee County Head 
Sta rt Program.

Dr. Campbell will be accompanied by Paul Allen.
We welcome you to the  committee. We apologize for the  lateness. 

We appreciate  your patience. Each of your statements will be made 
a part of the record, and you may proceed as you desire. It will be 
helpful if you confine your remarks  to 5 minutes . You might  
identify yourselves for the reporter.

STATEMENTS OF WALTER D. CAMPBELL, M.D., EXECUTIVE VICE
PRESIDENT AND FOU NDE R, COMMUNITY HEALTH FOUNDA­
TIO N, ACCOMPANIED  BY PA UL  AL LE N, M.P .H.;  NAN CY S.
SPEARS, DIRECTOR, LEE COUNTY HEAD START PROGRAM, AND
ASSOCIATION DIRECTOR, ALABAMA COUNCIL ON HUMAN RE­
LATIONS; AND RUBY DUNCAN, CHAIRPE RSON, CLARK COUNTY
(NEVADA) ECONOMIC AND WELFARE  RIGHTS ORGANIZATION
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Dr. Campbell. Mr. Chairman and members of the  subcommittee ,

I am Dr. Walt er Campbell, a pediatrician,  a faculty member at 
Northweste rn University Medical School and  Executive Vice Presi­
dent of Community Hea lth Foundation. Appearing with me, as  you 
indicated, is Mr. Paul Allen, who is an experienced public hea lth 
planner and manager.

Our reason for being here, sir, is that  we have for the  past  27 
months been working intensely  with 12 States in the ir efforts to 
implement EPSDT programs. We wish to express our apprec iation 
for an opportunity  to provide you with some observations  and 
recommendations.

We would like to cong ratula te the  auth ors of th e legislation  for 
recognizing the  need to expand title 19. Indeed, much has been 
writ ten about this and the rising cost of hea lth  services and the  
need for assistance  in financing th e cost of such services, especially 
as they rela te to children. We feel chi ldren have very special needs 
and deserve special consideration.

We do not wish to prolong your afternoon, so we will abbrev iate 
our comments. We have  four major area s of concern, and these  a re 
predicated on the  assumpt ion that  the  CHAPS program is indeed 
intended to strenghten EPSDT and would not delete some desirab le 
aspects of it. Therefore we do not wish to reemphasize positive 
contributions that  EPSDT has already made.

We would stress  firs t the  need to broaden and standardize the 
eligibility crit eria  for the citizens who migh t part icipa te in this 
program.

Mr. Rogers. I hope you will give us some specific suggestions in 
your testimony. If not, we will appreciate  receiving a supplementa l 
statement with suggestions.

Dr. Campbell. We have. Second, we feel a profound need for 
EPSDT to be coordinated  with other federal ly supported child 
health programs that  have been in effect for some time. This point 
has been made repeatedly but it certainly is to be stressed.

Third, we feel the re are problems with provider partic ipation in 
EPSDT, CHAP and child health services in general.  Tha t problem 
area  needs to be addressed in the  legislation.

Four th, we feel the re is a very significant problem with program 
management  in the  cur ren t EPSDT program. We do not wish to 
focus exclusively on any one level but  feel this  is a program that  is 
poorly managed from Federal throu gh State and par ticu larly  a t the 
local level.

If I might, I will make some bri ef comments about each of these 
areas.

We pointed to the  fact that children have special health needs 
which, if overlooked, can resu lt in lifetime handicaps. Unfo rtu­
nately, many low-income children  do not now qualify for health 
care services unde r EPSDT, and as a resu lt the  hea lth needs of 
these children go unattended.  Therefore, a critical need exists to 
broaden and standardize  the eligibility crit eria  for child health 
services under the proposed legislation  so that  additional children 
would be covered and thei r care would not be interrup ted,  regard­
less of changes in family composition or income. The health of 
children  is a valuable national resource in need of additional 
protection and improvement.



189

Currently, EPSDT has the  dis tinction of being the  la rgest  Federal  
child hea lth program. The proposed CHAP program would be even 
larger. Yet, one of t he grea test  potential  stimulan ts to the  expan­
sion and improvement of EPSDT has not been addressed in the 
proposed CHAP legislation. That is the  need of one child hea lth 
care program to take  the lead in this  area of service.

There are  currently severa l child hea lth care programs which 
overlap with EPSDT and result  in duplicat ion of services and 
unnecessary administ rative expense.

Examples of this  might  well be in some respects titl e V, head 
sta rt programs, certain day care programs, and the like.

We the refore believe that  the  time has come when Federal child 
hea lth care programs must be consolidated at all levels. The child 
hea lth  assessment program has the  poten tial for being the  lead 
child hea lth  program in this  country . Eligible children and provid­
ers of heal th care services should be encouraged to view CHAP as 
the  resource for the first dolla r of support when personal resources 
are  inadequate.

I will fur the r abbreviate my comments.
On the ma tter of provider participation,  the re are  problems. The 

legislation  suggests that  the re is a need for comprehensive care 
providers. Currently  ther e are  severa l levels of capab ility among 
providers. We envision there will be an expanded need for compre­
hensive hea lth care providers.

In the  case of protecting physicians,  if you anticipate increasing 
the ir participation in the program, there are certainly  going to have 
to be some a rrangem ents  made for providing them with  a competi­
tive level of reimbursem ent for the services th at  you are  requesting 
they provide.

On th e ma tter of those who can not cur rently provide comprehen­
sive care services, ther e is indeed a need, not to discourage those 
people from continuing to part icipa te, but  to provide some arra nge ­
ments  and some appropriation for the ir combining their  activit ies 
with other organizations who toge ther  could then become compre­
hensive care  providers, pa rti cu lar ly  in inn er city  and  ru ra l 
underserved areas.

The last  problem that  I mention , Mr. Chairman, has to do w ith 
program management , and indeed this  problem exists, as I indi­
cated, at  all levels.

At th e Federa l level program leadership has been slow in  develop­
ing, and I think the record will bear  that  out. At the  State level, 
there has been inadequate capability and relegation of program 
adm inist ration to  a level of obscurity  and  low levels of  authority.  At 
the local level adequate adm inis tration within a framework of 
direction from State and Federa l levels has been missing.

We are  firmly convinced th at  these deficiencies must be corrected 
if CHAP is to be even par tial ly successful.

Thank you.
[Testimony resumes on p. 200.]
[Dr. Campbell’s prepared sta tem ent  follows:]
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TESTIMONY ON CHILD HEALTH ASSESSMENT ACT OF 1977 
Presented by

Walter D. Campbell, M.D. and Paul Allen, M.P.H.
Community Health Foundation 
Evanston, Illinois 60201

To the Interstate and Foreign Commerce Committee, Subcommittee 
on Public Health and Environment

Honorable Paul L. Rogers, Chairman
September 8, 1977

Mr. Chairman, Distinguished Members of the Subcommittee:
I am Dr. Walter D. Campbell, a pediatrician, a faculty—

member at Northwestern University Medical School and Executive 
Vice President of Community Health Foundation. Appearing with 
me is Mr. Paul Allen, an experienced public health planner and 
manager. For the past 27 months, the Community Health Foundation, 
a non-profit organization dedicated to improving the delivery 
of child health services, has been working intensely on assisting 
twelve states with implementing their Title XIX Early and 
Periodic Screening Diagnosis and Treatment efforts. We wish 
to express our appreciation to the Subcommittee for this oppor­
tunity to present our concerns and recommendations related to 
the proposed Child Health Assessment Act of 1977.

We congratulate the authors of this proposed legislation 
and the Subcommittee for recognizing the need to improve and 
expand the Title XIX Early and Periodic Screening, Diagnosis 
and Treatment program. Much has been written and said about
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the rising cost of health services. We recognize the general 

need for assistance in financing the cost of such services, and 

we feel that the special needs of children demand special con­

sideration.
Children have special health needs which, if overlooked, 

can result in lifetime handicaps and reduced productivity. 

However, children are usually born of young adults who may not 

have reached their full earning power and thus cannot always 

adequately provide for their - families' needs. Unfortunately, 

many children of such low income families do not now qualify 

for health care services under EPSDT and, as a result,- the 

health needs of these children go unattended. There is a 

critical need to broaden and standardize the eligibility 

criteria for Child Health Services under the proposed legisla­

tion so that additional children would be covered and their 

care would not be interrupted, regardless of changes in family 

composition and/or income. The health of children is a valuable 

national resource in need of additional protection and improve­

ment.
EPSDT has the distinction among federally supported 

child health care programs of having the largest target popula­

tion and receiving the largest amount of dollar support. The 

scope of the proposed Child Health Assessment program is to be 

even greater in terms of the number of people served, volume 

of services rendered and amount of dollars spent.

Yet, one of the greatest potential stimulants to the 

expansion and improvement of EPSDT has not been addressed in
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the proposed CHAP legislation. That is, the need for one Child 
Health Care program to take the lead in this area of services. 
There are currently several Child Health Care programs which 
overlap with EPSDT and result in duplication of services and 
unnecessary administrative expense. Mr. Chairman, we know that 
federal and state resources for child health care services are 
limited. We know that many more children need services than 
are now receiving them. And, we know that services from a 
regularly available comprehensive care provider are most 
desirable. We, therefore, believe that the time has come when 
federally supported child health care efforts must be con- -- 
solidated at all levels. The Child Health Assessment Program 
has the potential for being the lead child health care program 
in this country. Eligible children and providers of child 
health care services should be encouraged to view CHAP as the 
first dollar of support when personal resources are inadequate. 
The proposed legislation should mandate and provide for this 
coordination and consolidation of health care programs because 
of the need for increased efficiency, effectiveness, economy 
and quality of health care services.

Providers of EPSDT services are extremely variable in 
terms of their capabilities and the spectrum of services they 
have been providing. Some do screening; others do screening, 
diagnosis and treatment; still others do EPSDT plus episodic 
acute and chronic care. Unfortunately, large numbers of phy­
sicians who are capable of providing the full range of services 
are not willing to participate in the EPSDT program. The
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proposed CHAP legislation requires the increasing use of 

providers who provide on-going comprehensive services.
There are two major problems associated with implement­

ing this intent. First, where physicians in private practice 
are the source of CHAP services, it will not be possible to 
obtain their participation as providers unless full and com­
petitive reimbursement is offered for services rendered. 
Secondly, in areas where there are inadequate numbers of 
practicing physicians, it will be important that providers 
who are not prepared to provide comprehensive care not be 
eliminated. In this regard it is important -that the CHAP 
legislation provide incentives to health care institutions in 
underserved areas, which cannot provide comprehensive care 
independently, to enter into working relationships with other 
providers in order to qualify as providers of comprehensive 

pediatric care.

The proposed legislation should explicitly address 
these problems in conjunction with the intent of the legislation 
to utilize Comprehensive care providers. -We believe it would 
be inappropriate to pass this responsibility on to the program 
administrators for development and implementation. The legis­
lation should clearly provide for the possibility that the 
elements of comprehensive care may be provided by a network 
of two or more agencies, if such an arrangement provides for 

more effective delivery of service.
Program management has been a major problem in the 

EPSDT program. Inadequate resources have been devoted to
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program management on all levels.
On the federal level, program leadership has been slow 

to develop. On the state level, there has been inadequate 
management capability and relegation of the EPSDT program to 
a low level of authority and responsibility. In EPSDT, and
we anticipate the same might easily be true for CHAP, adequate..
local administration within a framework of direction from 
state and federal levels has been missing. We are firmly con­
vinced that this EPSDT deficiency must be corrected-if CHAP is 
to be even partially successful.

If CHAP is to be successful, this program must be 
responsive to local administrative needs and constraints. At 
the state level, there must be a stable level of effort and- 
program management which is capable of providing knowledgeable 
direction to the local programs. At the federal level there must 
be adequate advance planning and development before program 
implementation is undertaken at the state level. We strongly 
recommend that the proposed CHAP legislation take these admini­
strative needs into account.
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SUMMARY OF RECOMMENDATIONS

1. The current proposal should be revised to provide strong 
supports for coordination between CHAP and other child - 

health programs.
2. The legislation should explicitly provide for strong- —  

enforcement of the requirement that the Medicaid dollar 
be the first dollar for reimbursement of federally

financed health care.
3. The legislation should include a maintenance of effort

clause. —
4. The legislation should provide .for reimbursement for.-

diagnosis and management of developmental problems dis­
covered during child health assessments. .,---

5. The legislation should provide strong sanctions requiring 
that states provide transportation assistance to EPSDT —77 

clients.
6. The legislation should assure adequate resources are 

provided for program management.
7. Eligibility criteria should be broadened and standardized 

to maximize continuity of coverage. —

In closing, Mr. Chairman, we support the intent of the 
proposed legislation and offer you these suggestions and 
recommendations for improving the Child Health Assessment Act

of 1977.
Thank you.



RECOMMEN DATIONS

1. Integration of Child Health Programs
Although the proposed legislation has the potential to 

substantially strengthen the EPSDT program, fundamental problems 
remain in the delivery of health services to children. In the 
long run, some of these problems will require broader legislative 
action than is within the scope of the current proposal.

There are 58 pieces of federal legislation covering 
106 programs which are related to maternal and child health.* 
Ultimately, the goal of federal child health policy should be — 
to develop a unified child-health program funded by one appro- - 
priation and administered by a single agency. Until such a_ 
unified child health program is developed, new legislation 
should encourage the coordination of existing programs.

Existing programs should be mandated todevelop:— --
1. Compatible child health standards including 

standards for frequency of visits and procedures
to be administered.--

2. Procedures for inter-agency exchange of informa­
tion including appropriate safeguards for confi­
dentiality.

•Draft report, "A Proposal for New Federal Leadership in Child and Maternal Health Care in the United States," Office of Child Health Affairs, Office of the Assistant Secretary for Health, February 23, 1977.
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3. Uniform reporting requirements.
4. Outcome-oriented reporting requirements which 

facilitate accountability and program management.
There is substantial duplication between the proposed 

CHAP program and the 105 other federal child health programs. - 

Eligibility requirements and benefits overlap; and program 
requirements are broadly divergent. For example, one child 
might conceivably receive similar services through the Maternal 
and Child Health program, Head Start, Child Find, and CHAP.
Yet the procedures required, the frequency of visits, the 
referral criteria, and the reporting requirements mightrdiffer 

for each program.----
The proposed legislation calls for coordination between 

agencies participating in the CHAP program and community health 
centers funded under section 330 of the Public Health Service 
Act. However, no mandate is created for coordination with-other 
child health programs such as Maternal and Child Health,
Crippled Children's Services, Child Find, Head Start, etc.

Given the current proliferation of programs, structures 
for coordination should be required on all levels of program 
management: federal, state, county and municipal.

There should be a federal inter-agency group including 
representatives from the major programs providing health ser­
vices to children. This group should be charged with developing 
federal regulations which facilitate and mandate coordination
at the state and local levels.

The federal government should provide financial incentives
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for the state9 to coordinate child health programs. Such in­
centives might include funding for staffing a state Office of 
Child Health which would be responsible for coordinating state 
child health programs. Coordination of existing programs might 
also be established as one of the criteria for good performance 
referred to in the amendment to section 1903.

The state Office of Child Health should be closely 
integrated with the state Health Planning and Development 
Agency and should provide leadership and staff for an Inter- 
Agency Council of State Child Health Programs. - The Office of 
Child Health and the Inter-Agency Council should be responsible 
for assuring that the policies and procedures of the various 
state programs are compatible and facilitate coordination of the 
delivery of service at the local level.

2. Maintenance of Effort
We recommend-that a maintenance of effort clause be 

added to the proposed legislation to discourage states from 
decreasing the absolute size of state funding in response to 
the increase-in federal funding.

3. Developmental Screening
Given the lack of professional consensus on the appro­

priate role of developmental screening in national child health 
programs, we recommend that developmental screening not be 
required as a part of the CHAP program. However, the legisla­
tion should provide for reimbursement for the diagnosis and 
management of developmental problems identified during the
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course of child health assessments.

4. Transportation
The current EPSDT regulations require that the state 

provide transportation assistance to EPSDT clients. However, 
some states have made no provision for transportation services 
to EPSDT clients in their state Medicaid plan.

We recommend that stronger sanctions be imposed in 
support of this requirement r

Mr. Rogers. Can you give us any specifics to improve the 
management?

Dr. Campbell. I certa inly will.
[Testimony resumes on p. 218.]
[The following let ter  and attach me nt were received for the 

record:]
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Chairman
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Dear Mr. Rogers:
Enclosed is an expanded version of the testimony related to the Child Health Assessment Act which we presented to your subcommittee on September 8, 1977. Please note that the recommendations on pp. 11-12 are relevant to the questions which you raised related to program management and eligibility criteria.
Also enclosed are our comments on the Child Health Assurance Act of 1977 introduced by Representative Andrew Maguire.
Thank you for the opportunity to present our concerns and recommendations. If we may be of further assistance, please feel free to contact us.

Sincerely,

Paul Allen

PAskd
cc: Karen Nelson

Dr. Walter D. Campbell 
Representative Andrew Maguire Jeff Sachs

Enc. (2)

"intbltt r-f imjil t 'trfttirulinn to  enhance the  de liv ery nf health ra re  In chi ldr en a nd  i hn r families  ihrt^i^h re^earr h. demon stratum , tech nica l a ss is ta n t e and  e va luat ion programs'*
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TESTIMONY ON CHILD HEALTH ASSESSMENT ACT OF 1977 
Presented by

Walter D. Campbell, M.D. and Paul Allen, M.P.H.
Community Health Foundation *,
Evanston, Illinois 60201

To the Interstate and Foreign Commerce Committee, Subcommittee 
on Health and the Environment

Honorable Paul G. Rogers, Chairman

September 8, 1977

Mr. Chairman, Distinguished Members of the Subcommittee:
I am Dr. Walter D. Campbell, a pediatrician, a faculty

member at Northwestern University Medical School and Executive 
Vice President of Community Health Foundation. Appearing with 
me is Mr. Paul Allen, an experienced public health planner and 
manager. For the past 27 months, the Community Health Foundation, 
a non-profit organization dedicated to improving the delivery 
of child health services, has been working intensely on assisting 
twelve states with implementing their Title XIX Early and 
Periodic Screening, Diagnosis and Treatment programs. We wish 
to express our appreciation to the Subcommittee for this oppor­
tunity to present our concerns and recommendations related to 
the proposed Child Health Assessment Act of 1977.

We congratulate the authors of this proposed legislation 
and the Subcommittee for recognizing the need to improve and 
expand the Title XIX Early and Periodic Screening, Diagnosis 
and Treatment program. Much has been written and said about

97- 633  0  -  77 - 14
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the rising cost of health services. We recognize the general 
need for assistance in financing the cost of such services, and 
we feel that the health needs of children demand special con­

sideration.
Children have special health needs which, if overlooked, 

can result in lifetime handicaps and reduced productivity.
Most children are born of young adults who, in many instances, 
may not have reached their full earning power and thus cannot 
always adequately provide for their families’ needs. Unfortunately, 
many children of low income families do not now qualify for 
health care services under EPSDT and, as a result, the health 
needs of these children go largely unattended. Therefore, a 
critical need exists to broaden and standardize the eligibility 
criteria for Child Health Services under the proposed legisla­
tion so that additional children would be covered and their 
care would not be interrupted, regardless of changes in family 
composition and/or income. Mr. Chairman, the health of children 
is a valuable national resource in need of additional protection 

and improvement.
EPSDT has the distinction arttong federally supported child 

health care programs of having the largest target population 
and receiving the largest amount of dollar support. The scope 
of the proposed Child Health Assessment program is to be even 
greater in terms of the number of people served, volume of 
services rendered and amount of dollars spent. Yet, one of the 
greatest potential stimulants to the expansion and improvement 
of EPSDT has not been addressed in the proposed CHAP legislation.
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This is the need for one Child Health Care program to take the 
lead in this area of service.

There are currently several Child Health Care programs 
which overlap with EPSDT and result in duplication of services 
and unnecessary administrative expense. We know that federal 
and state resources for child health care services are limited. 
We know that many more children need services than are now 
receiving them. And, we know that services from a regularly 
available comprehensive care provider are most desirable.
We, therefore, believe that the time has come when federally 
supported child health care efforts must be consolidated at
all levels.

The Child Health Assessment Program has the potential 
for being the lead child health care program in this country. 
Eligible children and providers of child health care services 
should be encouraged to view CHAP as the resource for the first 
dollar of support when personal resources are inadequate. The 
proposed legislation should mandate and provide for this 
coordination and consolidation of health care programs because
of the need for increased efficiency, effectiveness, economy__
and quality of health care services.

Another problem associated with the EPSDT program in­
volves the providers of EPSDT services who are extremely 
variable in terms of their capabilities and the spectrum of 
services which they have been providing. Some provide only 
screening; others provide screening, diagnosis and treatment; 
still others provide EPSDT plus acute and chronic episodic
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care. Unfortunately, large numbers of physicians who are 
capable of providing the full range of services have not been 
willing to participate in the EPSDT program. The proposed 
CHAP legislation requires the increasing use of providers who 
provide on-going comprehensive services. There are two major 
problems associated with implementing this intent.

First, where physicians in private practice are to be 
the source of CHAP services, it will not be possible to obtain 
their participation as providers unless full and competitive 
reimbursement is offered for services rendered.-

Second, in areas where there are inadequate numbers of 
practicing physicians, it will be important that providers 
who are not prepared to provide comprehensive care not be 
eliminated. In this regard it is important that the CHAP 
legislation provide incentives to health care institutions in 
underserved areas, which cannot provide comprehensive care 
independently, to enter into working relationships with other 
providers of selected services in order to qualify as providers 
of comprehensive pediatric care.

The proposed legislation Should explicitly address these 
two provider problems in conjunction with the intent to increase 
utilization of comprehensive care providers. We believe it 
would be inappropriate to pass this responsibility on to the 
program administrators for development and implementation.
The legislation should clearly provide for the possibility that 
the elements of comprehensive care may be provided by two or 
more sources who coordinate their activities if such an
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arrangement provides for effective delivery of comprehensive 
service.

Program management has also been a major problem in the 
EPSDT program. Inadequate resources have been devoted to pro­
gram management on all levels.

On the federal level, program leadership has been slow 
to develop. On the state level, there has been inadequate 
management capability and relegation of the EPSDT program to 
a low level of authority and responsibility. And, on the 
local level, adequate administration within a framework of 
direction from state and federal levels has been missing.
We are firmly convinced that these EPSDT deficiencies must 
be corrected if CHAP is to be even partially successful.

CHAP must be responsive to local administrative needs 
and constraints. At the state level, there must be a stable 
level of effort and program management which is capable of 
providing knowledgeable direction to the local programs. At 
the federal level there must be adequate advance planning and 
development before program implementation is undertaken. We 
strongly recommend that the proposed CHAP legislation take 
these administrative needs into account.
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RECOMMENDATIONS

These are our specific recommendations, based on our 
extensive experience working with EPSDT at the state and local
levels.

1. The current legislative proposal should be revised to
provide strong supports for coordination between CHAP
and other child health programs.

Although the proposed legislation has the potential 
to substantially strengthen the EPSDT program, funda­
mental problems remain in the delivery of health ser­
vices to children. In the long run, some of these 
problems will require broader legislative action than 
is within the scope of the current proposal.

There are 58 pieces of federal legislation covering 
106 programs which are related to maternal and child 
health. Ultimately, the goal of federal child health 
policy should be to develop a unified child health 
program funded by one appropriation and administered 
by a single agency. Until such a unified child health 
program is developed, new legislation should encourage 
the coordination of existing programs.

Existing programs should be mandated to develop: 
a. Compatible child health standards including

standards for frequency of visits and procedures
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- to be administered.
b. Procedures for inter-agency exchange of infor­

mation including appropriate safeguards for 
confidentiality.

c. Uniform reporting requirements.
d. Outcome-oriented reporting requirements which 

facilitate accountability and program management.
There is substantial duplication between the pro­

posed CHAP program and the 105 other federal child health 
programs. Eligibility requirements and benefits overlap; 
and program requirements are broadly divergent. For 
example, one child might conceivably receive similar 
services through the Maternal and Child Health Program, 
Head Start, Child Find, and CHAP. Yet the procedures 
required, the frequency of visits, the referral criteria, 
and the reporting requirements might differ for each 
program. --

The proposed legislation calls for coordination 
between agencies participating in the CHAP program and 
community health centers 'funded under section 330 of 
the Public Health Service Act. However, no mandate is 
created for coordination with other child health pro­
grams such as Maternal and Child Health, Crippled 
Children's Services, Child Find, Head Start, etc.

Given the current proliferation of programs, 
structures for coordination should be required on 
all levels of program management: federal, state,



county and municipal.
There should be a federal inter-agency group 

including representatives from the major programs 
providing health services to children. This group 
should be charged with developing federal regulations 
which facilitate and mandate coordination at the state
and local levels.

The federal government should provide financial 
incentives for the states to coordinate child health 
programs. Such incentives might include funding for 
staffing a state Office of Child Health which would - 

_ be responsible for coordinating state child health 
programs. Coordination of existing programs might 
also be established as one of the criteria for good 
performance referred to in the amendment to section-
1903.

The state Office of Child Health should be closely 
integrated with the state Health Planning and Develop­
ment Agency and should provide leadership and staff 
for an Inter-Agency Council of State Child Health 
Programs. The Office of Child Health and the Inter- 
Agency Council should be responsible for assuring that 
the policies and procedures of the various state pro­
grams are compatible and facilitate coordination of 
the delivery of service at the local level.

2. The legislation should explicitly provide for strong
enforcement of the requirement that the Medicaid
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dollar be the first dollar for reimbursement of federally
financed health care.

Current regulations require that Medicaid funds 
be used first when clients are eligible for both Medicaid 
benefits and other federally funded health benefits. 
However, several states still will not provide Medicaid 
reimbursement for EPSDT services delivered by projects 
which are federally funded by other programs such as 
Title V. (The requirements for state matching funds 
are higher for Medicaid/EPSDT than for other federally 
funded child health programs. Consequently^.an in­
centive exists for states to minimize the expenditure .... 
of Medicaid/EPSDT funds.)

A substantial portion (one third or more) of the 
children served by other federally funded programs 
are also eligible for Medicaid benefits. If Medicaid 
reimbursement is not provided for services delivered 
to children eligible for Medicaid, the amount of ser­
vices available to other low-income children is reduced.

The revised legislation should require that states 
develop appropriate policies and regulations to assure 
that Medicaid benefits are exhausted before federal 
funds from other programs are used to provide child 
health services.

3. The legislation should include a maintenance of effort
clause to discourage the withdrawal of state funds
when additional federal funds become available.
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4. The legislation should provide for reimbursement for
diagnosis and management of developmental problems
discovered during child health assessments.

Given the lack of professional consensus on the 
appropriate role of developmental screening in national 
child health programs, we recommend that developmental 
screening not be required as a part of the CHAP program. 
However, the legislation should provide for reimburse­
ment for the diagnosis and management of developmental 
problems identified during the course of child health
assessments.

5. The legislation should provide strong sanctions requiring
that states provide transportation assistance to CHAP
clients.

The current EPSDT regulations require that the state 
provide transportation assistance to EPSDT clients. 
However, some states have made no provision for trans­
portation services to EPSDT clients in their state 
Medicaid plan.

We recommend that the CHAP legislation require 
states to include in the state Medicaid plan provisions 
for the transportation of clients in relationship to 
CHAP services. The state Medicaid plan should be 
required to provide for the reimbursement of non­
profit community-based groups for transportation 
services provided to CHAP clients. States should also 
be required to make transportation services readily
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available to clients by:
a. Notifying all clients eligible for CHAP 

services of the availability of transportation.
b. Making convenient administrative arrangements 

for clients to request and receive transporta­
tion services.

These requirements should be supported by strong 
sanctions for non-compliance.

6. The legislation should assure that adequate resources
are provided for program management.

On the federal level, expertise should be.available 
in each of the major functional program components:

Identification and notification of eligibles.
Outreach

Child health assessment and supervision. - ---
__  Case management.

Program management.
Data systems.
Program evaluation and planning.
Resource development 'and interagency coordination.
On the state level, there should be a minimum of 

one full-time person in each state responsible only 
for the administration of CHAP. Incentives for in­
creased support for program management might be 
created by providing for 90 to 100 percent federal 
match for state administrative personnel.

The state should be required to develop a pl^n
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specifying criteria for the geographic allocation of 
resources within the state. Possible dimensions for 
the development of criteria might include number of 
eligibles, geographic dispersion, penetration rates, 
service backlogs, etc. The plan should also specify 
indices for evaluation of program performance at both 
the state and local levels.

7. Eligibility criteria should be broadened and simplified
to maximize continuity of coverage.

As a minimum approach to broadening and simplifying 
eligibility criteria, all children enrolled in programs 
designed specifically to serve low-income children 
(e.g., Head Start, Community Coordinated Child Care) 
should be defined as eligible for CHAP services. 
Evidence of enrollment in such a program should be 
considered evidence of eligibility without further 
eligibility determination.

Alternative approaches which would even further 
minimize loss of coverage due to eligibility turnover
are: \

a. Provide CHAP eligibility to all children who 
meet the income and resource requirements for 
the current federal medically needy category.

b. Provide CHAP eligibility to all children who 
meet the current Community Services Administra­
tion poverty guidelines.
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SUMMARY OF RECOMMENDATIONS

1. The current legislative proposal should be revised to 
provide strong supports for coordination between CHAP 
and other child health programs.

2. The legislation should explicitly provide for strong 
enforcement of the requirement that the Medicaid dollar 
be the first dollar for reimbursement of federally
financed health care.

3. The legislation should include a maintenance of effort - .
clause to discourage the withdrawal of state funds when 
additional federal funds become available. ____  ... ___

4. The legislation should provide for reimbursement for 
diagnosis and management of developmental problems 
discovered during child health assessments.

5. The legislation should provide strong sanctions requiring 
that states provide transportation assistance to CHAP clients

6. The legislation should assure that adequate resources are 
provided for program management.

7. Eligibility criteria should be broadened and simplified 
to maximize continuity of coverage.



214

COMMENTS ON THE CHILD HEALTH 
ASSURANCE ACT OF 1977

Introduced by 
Hon. Andrew Maguire

in the
House of Representatives 

September 7, 1977
Comments Prepared by 

Community Health Foundation
2650 Ridge Avenue 

Evanston, Illinois 60601

The Child Health Assurance Act of 1977 includes several 
excellent provisions which are not present in the Child Health 
Assessment Act of 1977.'= "We feel the provisions listed below 5—  
should be included in the final form of the legislation.— --

1. Ninety percent federal reimbursement for outreach 
and follow-up services delivered by non-profit community-based 
organizations is included as an incentive to increase the 
utilization of community-based-resources. <Community-based_~~ 
organizations are frequently the most effective providers for 
outreach and support services. However, most states have made 
little use of these resources in their EPSDT programs.)

2. The bill encourages private providers to provide 
follow-up services by establishing a 90 percent federal reim­
bursement rate for such services.

3. Diagnosis and treatment is provided for all con­
ditions discovered during assessment with 90 percent federal
reimbursement.
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4. States are required to coordinate services with 
other federally funded child health programs.

5. States are required to identify all qualified 
health care providers and to offer contracts on terms which 
can reasonbly be expected to elicit provider participation.

6. The Secretary is required to provide an annual 
report on the administration of the program.

7. An annual evaluation of the program by independent 
experts who represent the interests of recipients is required.

8. The bill requires states to develop a state plan 
based on substantial public input which demonstrates how 
program requirements will be met.

9. The bill specifies a schedule for development of 
final regulations.

10. The Secretary is given authority to bring court 
action to require states to correct any failure to comply 
with regulations which the Secretary has identified.

The following points require clarification, elaboration 
or change prior to inclusion in the final form of the legis­
lation.

1. Dental Screening. The Child Health Assurance Act 
refers to dental screening (Page 5, Section 1912(a) 2). Screen­
ing is usually viewed as a procedure which precedes diagnostic 
tests and procedures. Screening is a low cost method of 
separating apparently healthy individuals from individuals who 
require more expensive diagnostic procedures. Screening is a 
useful procedure only if a substantial portion of the population



does not require diagnostic examinations.
Since approximately 90 percent of the EPSDT popula­

tion are found to require some dental treatment, dental 

screening is not a cost-effective approach, unless the 
benefit coverage for dental treatment is severely restricted 
(e.g., restricted to treatment of infections and conditions 

causing pai n) .
Unless benefit coverage for dental treatment is severely 

restricted,- children should be referred directly for routine 
dental examination and care. The legislation should guard 
against the possibility that dental providers may bill for —  
both dental screening and routine dental examination-for the ■ 

same visit.
2. Definition of health care providers (Section 1912(b) 

Perhaps school health programs^should be mentioned as possible 
providers. It should be clear that child health assessment
may be provided'in the schooli even though on-going care ’-is t? ?-=. 
provided in another setting. This approach can substantially- - 

decrease outreach costs per child assessed.- —
In general, the language'used in definition might be 

revised to "includes but is not limited to."
3. Date of implementation. It may be desirable to 

postpone implementation at the state level until the final 
federal regulations are published. This would provide the 
opportunity for the states to plan for program implementation 
with full knowledge of the program requirements and constraints.

4. Comprehensive care requirements. The provisions

of Section 1912(b) (2) (A, B, C) are in conflict with the 
provisions of Section 1912(b) (1) and the remainder of Section 
1912 (b) (2). Clauses A, B, and C of Section 1912 (B) (2)
should be eliminated.
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STATEMENT OF NANCY S. SPEARS

Ms. Spears. Mr. Chairman, I am Nancy Spears and I am going to 
make this  very shor t and to the  point due to the  essence of time.

You will find in my w ritte n testim ony that  I strongy support the 
previous panel.

As the  head s tart director for the past  12 years , I wish to direct at 
least three comments. Those are  provider partic ipation, outreach , 
and follow-up. However, before I address  these  matters directly, I 
should review three key factors about  head star t.

First,  head sta rt is a comprehensive child development program 
that  provides high quali ty health,  nutritio n, education,  and social 
services to children and families  in the ir own community.

Second, the  majori ty of child ren served by head star t are  eligible 
for EPSDT.

Third, head sta rt, a program with strong parent  participation in 
all activities, is absolutely essentia l.

Through our involvement with parents, we became aware  of a 
burden on poor families. They h ad to b ring the ir head star t child to 
us for medical screening and services, and take  their othe r children  
elsewhere for the  same service. Consequently  it became obvious 
that  head sta rt should become an EPSDT provider  offering coordi­
nated services for all the  children in each family.

Our experience as a provider  has told us that  provider  participa­
tion on all private, nonprofit, community-based hea lth  cente rs is 
essential for qual ity medical care. Therefore, I urge to you to see 
that  CHAP insures that  S tates  identify  all qualified providers, tha t 
CHAP builds an incentive for nonprofit providers, and that  CHAP 
requires States to solicit the ir partic ipation.

Nonprof it providers a re par ticu larly effective because they  un der­
stand t he  necessity of community  outreach and because the ir s trong  
community ties enables them  to perform outreach work. We know 
the  people. They respond to them  and get the  job done.

Therefore , I urge you to see that  CHAP provides Federal reim­
bursement to States for outreach work performed by the nonprofit 
organizations. This reimbursement should cover outreach, expendi­
ture s for both initial and for follow-up.

Let me just  say with tha t, and eligibility, I think  we could serve 
the  poor children of this  country.

[Ms. Spear’s prepared stat ement  follows:]

97-633 0  - 77 -1 5
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TESTIMONY
OF

NANCY S. SPEARS
DIR ECT OR OF  LEE  COUNTY HEAD START

&
ASS OCIAT E DIR ECTOR 

OF  THE
ALABAMA COUNC IL ON HUI 9JI REL ATIONS  

BEFORE THE
SUBCOMMITTEE ON HEALTH AND ENVIRONMENT 

OF THE HOUSE COMMITTEE 
ON INT ERSTA TE AND FOR EIGN COMMERCE

SEPTEMBER 8 , 197 7

Cha irman Rog er s and members o f  th e Su bc om m itte e,  I am Nancy S . 

S p ea rs,  D ir e c to r  o f  Lee  County Head S ta r t  in  Auburn,  Ala bam a, and 

A sso c ia te  D ir e c to r  o f  th e Alabama C ounci l on  Humcn R e la t io n s . On

b e h a lf  o f  Head  S ta r t  and th e Alabama C o u n c il , whi ch  serv e  as  non ­

p r o f i t  p r o v id e rs  o f  Ear ly  P er io d ic  S c r ee n in g , D ia gr. osi c and T re at­

m en t, I a p p r e c ia te  th e p r iv il e g e  o f  t e s t i f y i n g  h ere  on th e ad mini­

s t r a t io n  -  pro pose d Chi ld  H ea lth Ass es sm en t Ac t o f  197 7 (H .R.

67 06  & S . 1 3 9 2 ).

F ir s t ,  I  vri sh to  commend th e a d m in is tr a ti o n  on i t s  e f f o r t  to  

improve  h e a lt h  care  s e r v ic e s  fo r  ne ed y c h il d re n  and to  commend th is  

committee  fo r  i t s  se ri O ns a tte n t io n  to  l e g i s l a t i o n  to  th a t en d.  

A d m in is tr a ti v e  re co m m en da tio n? be fore  yo u make im po rt an t m o d if ic a ti o n s  

o f  th e  p r e se n t EPSDT program,  bu t yo u can ad dre ss  a d d it io n a l Im po rtan t 

pr ob lem s and th ereb y  make th e program  more  e f f e c t iv e  in  m ee ting th e 

ne ed s o f  c h il d r e n  who l i v e  i o  fa m il ie s  to o  po or  to  pay  fo r  p r e v en tiv e , 

much le a s  c o r r e c t iv e ,  h e a lt h  ca re . To sp ea k to  th e p o in t on th ese  

pr ob le m s,  I  w i l l  d iv id e  th e remain de r o f  my rem arks in to  f iv e  su b­

se c t io n s  in  th e fo ll o w in g  or der :
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(1) e l i g i b i l i t y ,  (2) h eelt h  b e n e fits , (3) fe der al  sta nd ar ds  and 

enforcem ent, (4)  ntc te  standa rds c«'d r e s p o n s ib il it ie s , and (5)  matters 

fo r Speci al  erap hesic.

1.  ELIGIBILITY —— The b i l l  shou ld expand e l i g i b i l i t y  to  co ve r a l l 
in d iv id u als  under age tw en ty-’. ne t;hy neet 6 ta te s ’ fi n a n c ia l 
c r ite r ia  fo r v e lf a r e  but not ot he r welfa re  requ ire me nts.
These ch il d ren , ad ole sc en ts , and ve ry  young ad ults should 
remain e l i g i b l e  fo r nt le a c i ere ye ar  fo ilow in g a h ealt h  
assessm ent re ga rd le ss  of chengcs  In fam ily  sta tu s or  income.
A sh or te r pe riod  of e l i g i b i l i t y  ris ks the he al th  o f our young 
peo ple  and in v it e s  ad m in is tr at iv e lo g Jams end in e ff ic ie n t  
op er at io n.

2. HEALTH BENEFITS —— The h i l l  sho uld provide not on ly  fo r re gu lar 
hea lth assessmen t bu t al so  fo r t o ta l  he al th  care fo llow in g that 
asses sm ent. Tota l he al th  cer e in clud es  de nt al  needs and 
trea tment of such developm ental diso rd ers as mental i l ln e s s ,  
mental re ta rd at io n and lear ni ng  d is a b il it ie s .  CHA? sho uld  
require  pro vi si on of  a l l  medical care in di ca te d by assessment 
d ir e ctl y  through the program or by arrangement with othe r 
community servic es at  no co st to  the fa m ilie s in vo lv ed.

3. FEDERAL STANDARDS AND ENFORCEMENT —  The h i l l  sho uld  e sta b li sh  
one cle ar set of minimum fe dera l program performance standr ads  
fo r EPSDT with  enforcement power re si din g wit h the Sec re ta ry  of 
Health , Ed uc ation,  and Welf are. The b i l l  should e s ts b li c h  
the se sta ndards on the basi s o f the per cen tag e o f e lig ib le  
ch ild ren asse ss ed  and tr ea te d fu ll y  arc adequatel y w ithin  .-my 
given s ta te . I t  should provide the Se cr etar y of  HEW not  on ly 
with the  power to impose fi n an cia l penal ti es ag ai nst  sta te s 
fa ili n g  to  att ain  minimum standard s but al so  with the au th or ity  
to  d ir ect a ota te  to  att ain  minimum standards through wha tever 
remedial ett su res are ne cessary. HEW should monitor sta te  
programs on on annual basis .

4. STATE STANDARDS AND RESPONSIBILITIES —  The h i l l  should
req uir e sta te s  to develop sta te  pla ns demonstratin g th e ir  a b il ity  
to  car ry out ar. e ff e c ti v e  program of  assesnment and follo w-up 
care. Pr ov isions  for publ ic  i n put Into the for mu lation  o f st ate  
plans is  e sse n ti a l.  Stater, should be req uired to  ma intain
th eir  curre nt le v e l of fi n an cia l commitment to allow the increa sed  
fe de ra l shore to expand and improve the  quali ty  of se rvic e s.
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5 . MATTERS FOR SPECIAL EMPHASIS —  As a Head S ta r t program d ir e c to r  
fo r  th e  p a s t tw e lv e  y e a r e , I  v l s k  to  d ir e c t  iny co n c lu d in g  
remarks  to  th ro e  m att er s o f  s p e c ia l  In te r e s t  and co n cern . The se  
th ree  ar e (e )  p rov id er  p a r t ic ip a t io n , (b ) outr ea ch  and  ( c )  fo ll o w ­
up . Ho we ver, b e fo r e  I  addre ss  th e se  ac tt .e .rs d i r e c t ly ,  I  
sh ou ld  rev ie w  th ree  ke y f a c t s  abou t Head S ta r t :  F i r s t ,  Head 
S ta r t i s  a co m pr eh en sive  c h il d  deve lop men t progr nw th a t  p ro v id es  
hig h q u a li ty  h e a l t h ,  n u t r i t i o n ,  ed u ca ti o n , and a o c ia l  s e r v ic e s  
to  c h il d ren  and f a m ili e s  in  t h e ir  coarn unity . Sec ond, th e  
m ajo ri ty  o f  c h il d r e n  se rv ed  by  Head S ta r t r.re e l i g i b l e  fo r  EPSOT. 
T hir d, Head S ta r t  i s  a progr am  in  wh ich  st ro n g  paren t p a r t ic ip a ­
t io n  in  a l l  a c t i v i t i e s  i s  e c c e n t ia l .  Through ou r in vo lv em en t 
w it h  p a r e n ts , tie  became eware o f  a burde n on po or  f a m i l i e s :
They had to  b r in g  t h e ir  Head S ta r t  ch il d ren  to  us  f c r  m ed ic a l 
sc reen in g  and s e r v ic e s  end to  ta ke th e ir  o th er  c h il d r e n  e ls ew h ere  
fo r  th e sa ne s e r v ic e s .

C on se quen tly, i t  became obvio us th at Head S ta r t  sh ou ld  become  
an EPSDT - pro vi der  o f f e r in g  coord in ate d  s e r v ic e s  fo r  a l l  ch il d re n  
in  ea ch  fa m il y . Our ex p erie n ce  as  a provid er h as ta u g h t us  
th a t provid er p a r t ic ip a t io n  by  a l l  p r iv a te  n o n -p r o f it  comm un ity - 
ba se d h e a lt h  c en ter s  i s  e s s e n t ia l  fo r  q u a li ty  m ed ic al care  to  
ne edy c h il d r e n . T h erefo re , I  ur ge  you to  se e  th a t  CHAP in su r e s  
th at s ta te s  id e n t i f y  a l l  q u a l if ie d  p r o v id e rs , th a t CHAP h u ll d 9  
in  in c e n t iv e s  fo r  n o n -p r o fit  prov id er  p a r t ic ip a t io n , and  th a t  
CHAP req u ir es s t a t e s  to  s o l i c i t  co n tr a cts  w it h  n o n -p r o f it  
p ro v id ers .

K on-p ro fi t p ro v id ers ar e p a r t ic u la r ly  e f f e c t iv e  b eca u se  th ey  

un de rs tand  th e n e c e s s i t y  o f  community outr ea ch  and becau se  t h e ir  st ron g  

community t i e s  en ab le  them to  pe rfor m o u ts ta n d in g  outr each  wor k:  S ta f f  

members from su ch  gr ou ps  en te r  th e  homes n ot as  s tr a n g e rs  b u t as  

old  fr ie n d s and th us op era te  e f f i c i e n t l y  th e mo st pr ov en  outr each  

te ch ni qu e — pe rs on  t o  per so n c o n ta c t.  T h erefo re , I  ur ge  yo u to  see  

th at CHAP provid es fe d e r a l reimbu rsem ent to  s t a t e s  fo r  ou tr each  work  

per formed by n o n -p r o fi t o r g a n iz a tio n s . Thi s re im bu rsem en t sh ould  

co ve r ou trea ch  exp en d it u res fo r  both  i n i t i a l  screen in g  and fo r  

fo ll a u -u p  h e a lt h  ca re  s e r v ic e s .  At t h is  p o in t , I  sh ou ld  n ote  th a t
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t h e  C o n g re ss io n a l Bud ge t o f f i c e  h as r e p o r te d  t h a t  l a s t  y e a r ’s 

c o s t  o f  f o l lo v - u p  r e f e r r a l .  o n ly  $10 .4 0  p e r  c h i l d .

Ch ai rm an  Ri-ge. rs en o mtmb ero  o r  t h s  S u b c o -n x lt te e , I  c a rn o t 

o'> er- en>phesii .e.  th e  ii p o it a n c fe  o f  p ro v id e r  p«z» ;. ic ip a- ;l o .\ , o f  o u tr e a c h , 

and  o f  fo ll o w -u p . W ith  th e s e  in g « e d ie n c o  a r c  w it h  sO sc v e te ly  ex pa nd ed  

e l i g i b i l i t y  s tf -n e a rd s , C3A1 ca n n o ta b ly  im pro ve th e  h e a l th  o f o u r 

c h i. ld ra n  sn n f i ic h le  th em  to  bc cx 'i ii  '.nor i o io n v c v J v j,  w*r<* e f i e c t l v o ,  

an d h a r .p ie r  c i t i z e n s  o f  e e r  c o u n tr y . In  o th e r  w o rd a , in v es tm en t i n  

a co m pre hen si ve CHAT i s  ? hie .^ ne in v es tm e n t i n  n u n  I de moc racy  f o r  

th e  f u tu r e .  Onc e a g a in , I  a p p r e c ia te  th e  o p p o r tu n it y  o f  t e s t i f y i n g  

b e fo re  yo u an d w i l l  b e  ha pp y to  e n t e r t a i n  any q u e s t io n s  yo u r,iay a sk . 

Th ank yo u.

Mr. Rogers. Thank you so much for a very concise and helpful statem ent.

STATEMENT OF RUBY DUNCAN
Ms. Duncan. Mr. Chairman, my name is Ruby Duncan and I am 

from Las Vegas, Nevada and I appreciate having a chance to come to talk  with you today.
I must say that  I am not a doctor. I am not a nurse. I am not a 

heal th professional, and I am not a welfare bure aucrat or a health 
depa rtment employee. I am Ruby Duncan, and I am the  mother of 
seven ch ildren and the  chairwoman of Clark  County Economic and 
Welfare Rights Organization in Las Vegas, Nevada.

My message is simple in that  the  administ ration, mostly the  
health profession, has overlooked it. The message is “Don’t make 
another  program for us without us.” With us, with poor women, 
with welfare m others  actively involved in operat ing the child health 
assessment program, you will have a success. Without us, you fail, 
but unfo rtunately  the only ones that would lose would be our children.

I furtherm ore want to say th at  we have heard that  13 million 
children were eligible in this country for early  periodic screening. 
Only 1 million have been screened. They said many screens were 
incomplete or poorly done. They also sa id many children  who were 
screened and found to have medical problems were never treated. 
But instead of working on ways to improve the program, they spend most of the ir time trying to blame some others.

It became c lear to me and the women in Welfare Rights that  ou r 
children  would never be screened if it was left up to those people. 
We, of course, did not have the college tr ain ing  or al l th e others. We
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didn’t have medical degrees and God knows we didn ’t have any 
money. But we did have some things, common sense, love for our 
children and a desire to see this program work. We said our 
children would not be shortchanged, so we learn ed about the 
program. We talked with others about it, how to make it work.

Basically we saw th at  to have a successful program, you need four 
things. Those are:

Every eligible child partic ipating; quality screening; diagnosis and 
trea tme nt; and follow-up.

Now each of you on the  committee must understand tha t welfare 
departments don’t have a good reputation  in our community. Wel­
fare recipients have had too many bad experiences with welfare 
workers. Therefore it had to be identified as our program—a com­
munity-based welfare right s program. Once people w ant to part ici­
pate, you have to provide them the support to partic ipate . This 
means transpor tation, babysitting, and whatever help the family 
needs, to be able to partic ipate . This led us to the  conclusion that 
we, welfare mothers, had to see tha t screening was done in the 
community, a friendly environment. We had to do th e outreach . We 
had to provide transportation, and we had to provide babysit ting 
and other support.

Then we had to deal with quali ty screening. We met  with doctors, 
dentis ts, nurses, and othe r health workers. We explained EPSDT 
and the  despera te hea lth needs of our children . Most of these 
people, afte r hearing of the problem, were eager  to help. The health 
people offered and did tra in welfare mothe rs to perform much of 
the screening. We now had built-in quality  and sensitiv ity control.

Diagnosis and treatm ent  was the next issue. No doctors practiced 
in our community and many Las Vegas doctors did not tre at 
welfare recipients. We went out and talked to physicians, dentists,  
eye doctors, and clinics. We d idn’t yell, scream or call names. We 
jus t talked about the  g reat hea lth care needs of our  children. Most 
all of the hea lth professionals agreed to take  refe rrals  from us. 
They said our request was more human tha n the  welfare division.

We then  developed a record keeping system to insure follow-up 
for treatm ent and rescreening.

What I have jus t described in 5 minutes took 9 months to put 
together. It wasn’t easy. The Nevada State Welfare Division offered 
resistance instead of assistance. What we did was in spite of, and 
not because of, the Sta te Welfare Division. Money for outreach was 
denied. The State was conten t to do a mailing  once or twice a year.

I guess what  I am saying is that  the State would only mail out 
littl e cards twice a year, and if they  call that  outreach, I th ink  i t is 
ridiculous.

They created red tape  to effectively deny tran sportat ion and 
babysi tting support. They refused to provide  technical assistance to 
our staff.

We operated in spite of this. Programs were coordinated.
We got volunteers  in, CETA workers, Vista  workers. We provided 

transportat ion in making  sure  that babysi tting was affordable. We 
made doctor and d enta l appointments. We reminded people of the ir 
appointmen ts and gave them transportat ion to get  there. Whenever 
necessary, we changed the program to meet people’s needs rat he r 
tha n trying  to change people to meet the  program’s needs.
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Did it work? Were we able to do it? Within 18 months we 
screened 80 percent  of the  eligible children  in our community. 
Nationwide less than 4 percent were being screened. Eighty  percent 
of the  children screened resul ted in denta l refer rals. For over 50 
percent this was the firs t time they had ever seen a dentist. 
Detection of visual problems was very high. Almost none of the 
children screened had ever had eye care. Hundreds of o ther  very 
serious health problems were detected and trea ted.  We think we 
made the program work.

I guess we have to say we do support the  previous panels on 
child ren’s health. We know it is very important.

I wan t to suggest a few things to you.
Encourage  community-based programs. We hope that  Congress 

does this.
Require the  States  to cont ract  with community organizations to 

do screening.
Provide adequate money for community groups to do outreach 

and provide transpor tation, babysit ting, and suppo rt services.
Provide developmental assistance so we can continually improve 

our program.
I would like to say to you th at  government has to work on. The 

ball is now in your lap. You have to give the  directions.  When I 
started out I said that we, the poor, canrt do it alone. I also said you 
can’t do it  alone. Most importantly, I said that  toge ther  we cannot  
fail. We will do our part . The question is: Will you do yours?

[Mrs. Duncan’s prepa red sta tem ent  follows:]
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TESTIM ONY OF RUBY DUNCAN

CHAIRPERSON

CLARK COUNTY ECONOMIC AND WELFARE RIG HTS ORG ANIZATION

MR. CHAIRMAN. HONORABLE MEMBERS OF THE COM MITTEE.

I  AP PR EC IATE  HAVING T H IS  OPPORT UNITY TO TALK WITH YOU

ABOUT A CRIT IC AL IS SU E —  THE HEALTH OF POOR CH ILDR EN . I  AM

NOT A DOCTOR, A NU RSE, A HEALTH PR OF ES SI ON AL , A WELFARE

BUREAUCRAT OR A HEALTH DEPARTMENT EMPLOYEE. I  AM RUBY

DUNCAN, THE MOTHER OF SEVEN CHILDREN AND CHAIR PER SON OF THE 
£c«non<C.

CLARK COUNTY/\ WELFARE RIG HTS ORG ANIZAT ION IN  LAS VE GA S, -  .

NEVADA.

MY MESSAGE IS  VERY SIM PLE, SO SIMPL E IN  FACT THAT

WELFARE DEPARTMENTS, H .E .W .,  THE AD MI NISTRA TIO N AND MOST

HEALTH PROF ES SIO NA LS  HAVE OVERLOOKED I T .  THE MESSAGE IS

T H IS : DO N'T  MAKE ANOTHER PROGRAM FOR US WITHOUT US.  WITH

U S, WITH POOR WOMEN, WITH WELFARE MOTHERS ACTIV ELY INVOLVED

IN  OPERATING THE CH ILD HEALTH ASSESSMENT PROGRAM, YOU WILL

HAVE A SU CC ES S. WITHOUT U S, YOU F A IL , BUT UNFORTUNATELY YOU

ONLY LOSE INDIRE CT LY  WHILE OUR BA BIES  AND CHI LDREN LOSE

DIRE CT LY . THAT I S  WHY I  AM HERE TODAY, BECAUSE THOSE CHILDREN

ARE TOO PRECIOUS TO ME TO LOS E TO D IS EA SE . I  BE LIEV E THEY

ARE ALSO THAT PR EC IOUS  TO YOU. THE POOR CANNOT DO IT  ALONE;

NO ONE CAN DO IT  ALO NE, BUT TOGETHER WE CAN DO I T .

MY EX PERIE NC E WITH EP SD T GOES BACK S IX  YE AR S. I  HAVE

BEEN TO LEGAL SE RVIC ES  SE MIN AR S, H .E .W . CO NFEREN CES, WELFARE
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DEP ARTMENT  M EETIN G S, AND HEALTH DEPARTME NT S E S S IO N S — ALL  ON

E P S D T . THE M EE TI NGS ARE SO D E P R E S S IN G . I  HEAR D THAT

TH IR T EE N  M IL L IO N  CHIL DRE N WERE E L IG IB L E  BUT  ONLY  A L IT T L E

OVER ONE M IL L IO N  WERE SC REE NED. THEY SA ID  MANY SC REE NIN GS

WERE IN CO MPL ET E OR POO RLY  DO NE . THEY AL SO  S A ID  MANY CHIL DRE N

WHO WERE SC RE EN ED  AND FOUN D TO HAVE M ED IC AL  PROB LEMS  WERE

NEVE R TR EATED . TH E SAD PA RT  OF ALL  T H IS  WAS L IS T E N IN G  TO

AL L TH OSE  SMART PE OPL E SOUND SO H E L P L E S S . THE Y AL L AGREED

TH E PROGRAM WAS F A IL IN G . BUT IN ST EAD OF WORKING ON WAYS TO

IM PR OV E THE PRO GRA M, THEY SP EN T MOS T OF  T H E IR  TIM E TR YIN G TO

BLAME SO ME ON E. AT ONE M EE TI NG I T  WOULD BE H .E .W . TH AT  WAS

TO  BL AM E, OR TH E WELFA RE DEPART ME NT S OR TH E HEALTH DE PA RT ME NT ;

SOME WOULD SAY I T  WAS TH E DOCTO RS AND OT HE RS  WOULD PO IN T  TO

THE L E G IS L A T IO N . EVE RYO NE WAS VER Y D E F E N S IV E . AL L OF THEM

SEEMED TO BE TR YIN G TO PR OTE CT  T H E IR  OWN L IT T L E  JO B  OR

AGEN CY OR P R O F E S S IO N .

I T  BECAME CL EA R TO ME, AND TH E WOMEN AT  WE LFAR E R IG H T S ,

THA T OUR CH IL DREN  WOULD NE VE R BE SC RE EN ED  I F  I T  WAS LE FT UP

TO TH OSE  PE O P L E . WE OF CO UR SE D ID  NOT HAVE TH E CO LL EG E

T R A IN IN G  OF AL L TH E OTH ERS. WE D ID N 'T  HAVE MED IC AL DE GR EE S

AND GOD KNOWS WE D ID N 'T  HAVE ANY MO NEY. BUT WE D ID  HAVE

SOME T H IN G S : COMMON SE N SE ; LOV E FO R OUR C H IL D R EN ; AND A

D E S IR E  TO SE E T H IS  PROGRAM WORK.

WE SA ID  "O UR  CHIL DREN  W IL L NOT  BE SH ORTC HANGED ." SO  WE

LEARNED ABOU T THE PROGRAM AND TALK ED WITH ONE AN OTHER ABOUT

HOW TO MAKE I T  WORK. BASI CALL Y WE SAW THAT TO HAVE A SU C C ESS­

FU L PROGRAM , YOU NEED FO UR  T H IN G S . THEY A R E:
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(1 ) EVERY E LIG IB LE  CH ILD PA RTI CIP ATI NG

(2 ) QUA LITY SCR EENIN G

(3 ) DIAG NO SIS AND TREATMENT, AND

(4 ) FOLLOW-UP

WE THEN SET OUT TO MAKE THOSE FOUR THING S WORK. F IR S T ,

WE KNEW THAT CHILDREN WOULD NOT PA RTIC IP ATE UNL ESS TH EIR

PARENTS REAL IZE D THE PROGRAM WAS A GOOD PROGRAM. NOW EACH

OF YOU ON TH IS  COMMITTEE MUST UNDERSTAND THAT WELFARE DEPART­

MENTS DO N'T HAVE A GOOD REP UTATION  IN  OUR COMMUNITY. WELFARE

RECIP IE N TS HAVE HAD TOO MANY BAD EX PE RIEN CE S WITH WELFARE 

WORKERS. TH EREFORE, IT  HAD TO BE ID EN T IF IE D  AS OUR PROGRAM—

A COMMUNITY-BASED WELFARE RIGH TS  PROGRAM. ONCE PEO PLE WANT

TO PA RTIC IP A TE, YOU HAVE TO PROVIDE THEM THE SUPPOR T TO

PA RTIC IP A TE. T H IS  MEANS TRAN SPORTA TIO N, BA BY SIT TIN G AND

WHATEVER HELP THE FAMILY NEEDS TO BE ABLE TO PA RTIC IP A TE.

T H IS  LED US TO THE CON CLUSION  THAT WE— WELFARE MOTHERS —  HAD

TO SEE  THAT SCREENING  WAS DONE IN  THE COMMUNITY (A FRIE NDLY

ENVIRONM ENT ); WE HAD TO DO THE OUTREACH: WE HAD TO PRO VIDE

TRAN SPORTATION  AND WE HAD TO PRO VID E BA BY SIT TING  AND OTHER

SU PPOR T.

THEN WE HAD TO DEAL WITH QUA LITY SC RE EN ING.  WE MET 

WITH  DOCTORS, D EN TIS TS, NURSES AND OTHER HEALTH WORKERS. WE 

EX PLA INE D EPS DT AND THE DES PER ATE  HEALTH NEEDS OF OUR CHILDREN 

MOST OF THE SE PE OPL E,  AF TE R HEARING OF THE PROBLEM, WERE

EAGER TO HE LP . TOGETHER WE DEVELOPED A QUA LITY SCR EEN ING 

PACKA GE. AS IMPORT ANT LY, THE HEALTH PEOPLE OFF ERE D AND DID
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TRAIN  WELFARE MOTHERS TO PERFORM MUCH OF THE SC RE EN ING.  WE

NOW HAD B U IL T -I N  QUALITY AND S E N SIT IV IT Y  CONTROL.

DIAG NO SIS AND TREATMENT WAS THE NEXT IS S U E . NO DOCTORS 
LtoVttyiS Do ctor s

PRAC TIC ED  IN  OUR COMMUNITY AND MANYA DID NOT TREAT WELFARE 

R E C IP IE N T S. WE WENT OUT AND TALKED TO PH Y SIC IA N S, DEN TIS TS,

EYE DOCTORS, AND C L IN IC S . WE D ID N 'T  YE LL , SCREAM OR CALL

NAMES. WE JU ST  TALKED ABOUT THE GREAT HEALTH CARE NEEDS OF

OUR CH ILDR EN . MOST ALL OF THE HEALTH PR OF ES SIO NA LS  AGREED TO

TAKE REFERRALS FROM US . THEY SA ID  OUR REQUEST WAS MORE

HUMAN THAN THE WELFARE D IV IS IO N .

WE THEN DEVELOPED A RECO RD -KEE PIN G SYSTEM TO ENSURE '* '.'

FOLLOW -UP FOR TREATMENT AND RE SC RE EN ING.  '

WHAT I  HAVE JU ST  DE SC RIBE D IN  FIV E  MINUTES TOOK NINE

MONTHS TO PUT TOGETHER. IT  WA SN'T EA SY. THE NEVADA STATE

WELFARE D IV IS IO N  OFFERED RE SIS TA NC E INS TEAD  OF ASS IS TANCE.

WHAT WE DID WAS IN  S PIT E  O F, AND NOT BECAUSE O F, THE WELFARE

D IV IS IO N . MONEY FOR OUTREACH WAS DE NI ED . THE STA TE WAS

CONTENT TO DO A MA ILING ONCE OR TWICE A YEA R. TO THEM, THAT

WAS OUTREACH. THEY CREATED RED TAPE TO EF FE CT IV EL Y DENY

TRA NSPORTATIO N AND BA BY SIT TIN G SU PP OR T.  THEY REFUSED TO

PROV IDE TECHNICAL AS SIS TA NC E TO OUR STAFF .

WE OPERATED IN  S PIT E  OF T H IS . PROGRAMS WERE COORDINATE D.

CETA SLO TS AND VIS TA  PO SIT IO N S WERE CREAT ED.  WE TRAIN ED

WELFARE MOTHERS AS OUTREACH WORKERS. WE PRO VID ED TRA NSPORTA­

TION  AND BA BY SITT IN G.  WE RECRUIT ED HEALTH PR OFE SS IO NALS,

TttCY TRA INE D WELFARE MOTHERS TO WORK WITH THEM IN  THE SCR EENIN G
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CENTER. WE MADE DOCTOR AND DENTAL AP POINTM EN TS. WE

REMINDED PEO PLE OF TH EIR  APPOINTMENTS AND GAVE THEM TRANS­

PORTATION TO GET TH ER E. WHENEVER NECESSARY WE CHANGED THE

PROGRAM TO MEET PE O PL E 'S  NEEDS RATHER THAN TRY ING TO CHANGE

PEOP LE  TO MEET THE PRO GRA M'S NEE DS.

DID  IT  WORK? WERE WE ABLE TO DO IT ?  WI TH IN 18  MONTHS

WE SCREENED 80% OF THE ELIG IB LE CHILDREN IN  OUR COMMUNITY.

NATIONWIDE LESS THAN 4% WERE BEING SCR EENED. EIGHTY PERCENT

OF THE CHIL DREN SCREENED  RESULTED IN  DENTAL REFERR AL S. FOR

OVER 50% TH IS  WAS THE F IR S T  TIM E THEY HAD EVER SEEN A DENTI ST .

DETEC TION OF VISU AL  PROBLEMS WAS VERY HI GH . ALMOST NONE OF

THE CHILDREN  SCREENED HAD EVER HAD EYE CA RE. HUNDREDS OF

T11BS& VERY SE RIOU S HEALTH PROBLEMS WERE DETECTED AND TRE ATE D.

WE THIN K WE MADE THE PROGRAM WORK.

A 1 9 7 5  H .E .W . REPORT SHOWED THAT NEVADA LED THE NATION

IN  SCREEN ING . NEVADA SA ID  OUR CENT ER ACCOUNTED FOR 80% OF

THE SCREENING IN  THE ST AT E.  THE PO INT IS  THAT WITH US CHAP

CAN BE A SU CC ES S. BUT DO N' T LET US STRUGGLE ALO NE. WHILE

WE WORKED TO MAKE THE PROGRAM GO, THE WELFARE D IV IS IO N  DID

EVERYTHING IN  THEI R POWER TO PREVENT IT  FROM WORKING. IN

1 9 7 6  THE NEVADA STA TE WELFARE D IV IS IO N  TOLD H .E .W . THEY WERE

GOING TO TERM INAT E NEVADA’ S PA RTI CIP ATI ON IN  EP SD T.  I  WILL

NOT GO INTO THE DE TA ILS OF TH EIR EFFORTS TO K IL L THIS  PROGRAM,

BUT I  PO INT IT  OUT TO SHOW YOU THE HO ST ILE SE TT IN G WE OPERATED

IN . CAN YOU IMA GIN E THE SUCCESS WE WOULD HAVE HAD WITH

SUPPO RT?
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MEMBERS OF T H IS  COMMITTEE SHOULD SUP POR T CHAP. BUT IT  

NEEDS SOME CHANGES . THE B IL L IN  IT S  PRESENT FORM DOES 

NOTHING TO STRENGTHEN OUTREACH AND COMMUNITY-BASED INVOLVEM ENT.  

IT  IS  ANOTHER ATTEMPT TO DO SOMETHING. FOR US WITHOUT U S. I

SUGGEST THAT THE B IL L SHOULD:

(1 ) ENCOURAGE COMMUNITY-BA SED PROGRAMS

(2 )  REQUIRE THE STA TES TO CONTRACT WITH COMMUNITY

ORGANIZATIONS  TO DO SCREEN ING

(3 ) PRO VID E ADEQUATE MONEY FOR COMMUNITY GROUPS TO DO 

OUTREACH AND PRO VID E TR AN SPOR TA TIO N, BA BY SIT TING

AND SUP POR T SE RV IC ES

(4 ) PRO VIDE DEVELOPMENTAL AS SIST AN CE  SO WE CAN CO NT IN­

UALLY IMPROVE OUR PROGRAM.

WE CAN PUL L OURSELVES UP BY OUR OWN BO OT STRA PS, BUT WE

NEED THE BOOTS!

IT  WOULD BE A CRIME FOR CONGRESS TO ALLOW TH IS  PROGRAM

TO F A IL . YOU MUST DEMAND INN OVATION FROM H .E .W . DO N'T GO 

ALONG WITH A PROVEN FA IL URE.  REQUIRE  A PLAN FOR SUCCESS

WHICH MUST INCLUDE US .

THE BEN EF IT S ARE GRE AT.  GOOD HEALTH FOR LIT TLE CHILDREN

IS  THE PRIMARY B EN EFI T. BUT WE HAVE SEE N OTHER B E N E FIT S.

TRAINED COMMUNITY RE SID EN TS  WORKING AT THE SCREENING  CEN TER

PRO VID E NEW ROLE MODELS FOR CH ILDR EN . CHI LDREN HAVE NEW

DREAMS OF WHAT THEY WANT TO BE . THE WORKERS THEM SELVES

DEVELOP NEW SK IL LS AND A PO S IT IV E  SE LF-IM A G E. FOR MANY

COMMUNITIES  SUCH AS OURS IT  I S  THE F IR S T  TIM E THAT ANY
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HEALTH CARE HAS EV ER  COME TO THE COMM UNITY. I T  I S  E X C IT IN G —

PE OPL E R E A L IZ IN G  T H E IR  OWN PO TEN TI AL AND A B IL IT Y  TO TURN OUR

CO MMUN ITIES AR OUND . I T  I S  NOT ONLY THE  HEA LTH  OF CH ILDRE N

BUT THE  HEA LTH  OF A COMMUNITY.

THAT I S  WHAT GOVERNME NT HAS TO WORK ON . THE BA LL I S  

NOW IN  YOUR L A P . YOU HAVE TO G IV E TH E D IR E C T IO N S . WHEN I  

ST AR TE D OUT I  S A ID  THAT WE,  THE  PO OR, C A N 'T  DO I T  ALO NE.  I  

A*LSO SA ID  YOU C A N 'T  DO I T  AL ON E. MOST IM PO RT ANTL Y, I  SA ID  

THA T TO GE TH ER WE CANNOT F A IL . WE W IL L DO OUR PA R T. THE  

QUES TI ON I S :  W IL L YOU DO YOURS ?

THANK YO U.

Mr. Rogers. Thank you so much, Mrs. Duncan, for a very helpful 
statement . I th ink  i t is important  for everyone to cooperate. I th ink  
your point is well made.

Mr. Maguire.
Mr. Maguire. Thank you, Mr. Chairman.
I ju st wanted to say to Mrs. Duncan that  I am very glad I was 

here  to hea r her statement.
Ms. Duncan. Thank you.
Mr. Maguire. I would commend your atte ntion to the legislation 

which I have introduced  which does assist community-based organi­
zations to participate in the  program, and increases the level of 
reimbursement . These a re proposals tha t I hope we can work into  a 
final bill before this committee.

I thin k it is inspir ing what  you have managed to do in your 
community, and it jus t demonstrates the  tru th , that people who 
have a stake  in the  results are the  ones who, if given the proper 
opportuni ty, should be able to put the  program together. Without 
that  kind of inspira tion, I am afraid we are going to be shuffling 
papers and bureaucracies.

I appreciated your stateme nt very much.
Thank you, Mr. Chairman.
Mr. Rogers. Thank you so much.
If th ere  is any additional information we need to get, we will be 

glad to receive it.
Thank you for your presence here  today.
Tomorrow we will move to a different room 2167, and the hear­

ings will begin at 9 o’clock with Secre tary Califano as the  first 
witness.

The comm ittee  stands  adjourned un til 9 o’clock tomorrow 
morning.

[Whereupon, at 6:10 p.m., the subcommittee was adjourned, to 
reconvene at 9 a.m., Friday, September 9, 1977.]



CHILD HEALTH ASSESSMEN T ACT

FRIDAY, SEPTEMBER  9, 1977

House of R epresenta tive s,
Subcommittee  on H ealth  and  the  E nviro nm ent,

Committee  on I nterstate  and F oreign  Comm erce,
Washington, D.C.

The subcommittee  met, pur sua nt to notice, at 9 a.m., in Room 
2167, Rayburn House Office Building, Hon. Paul G. Rogers (chair­
man of the subcommittee) presiding.

Mr. Rogers . The subcommittee  will come to order, please.
We are continu ing hearings on the adm inis trat ion’s proposal for a 

child health assessment program, and I am pleased that  th e admin­
istra tion has brought forth a proposal to give atte ntio n to the  
problem of health among youth and infants. Mr. Secretary, I 
commend you for your leadership and efforts. Too many  young 
people do not receive public h ealt h care and still others receive no 
care at all. I think we are all very much concerned about this, and I 
question whe ther  we really have a sufficient natio nal goal in this 
area,  and I do thin k we need a realistic one.

I am also concerned that one of t he main  problems has been, I 
think, the  lack of centralization  of leadership and responsibility.  I 
am not sure that  th is is rea lly recommended in the  legislation. It is 
my unde rstanding  that  ther e are  some 56 programs in 5 depart­
ments, 15 agencies and 45 bureaus  dealing with children. Of course, 
not all of these deal solely with heal th, but  all touch on hea lth in 
some degree.

There is a  question, I presume, whe ther  there should be a single 
office for mothers and children just below the  secretar ial level. 
Most countries , I understand, have such a prior ity on m aterna l and 
child care. I believe the Office of Materna l and Child Hea lth is 
about four layers removed from the  Secretary. On the welfare side, 
the  Children’s Bureau is about three layers  from the  top In the  
CHAP proposal I am not sure we are  adequa tely dealing with the 
problems of first-time mothers; we need prenatal care. So I hope 
tha t we can  look a t th is and make sure  tha t as we design a program 
we include proper  pren atal  care too.

We are anxious  to hear from you, Mr. Secretary, to have your 
testimony and your thinking, and we a re very anxious to try  to be 
cooperative and helpful in this area.

Dr. Carter.
(23 1)
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Mr. Carter. Thank you, Mr. Chairman. It has often been said 

that  the children of our Nation are its greates t p otential resources, 
and I strongly concur with this statem ent.

However, I regret that  the  performance of our hea lth programs 
for children has not adequately reflected that  conviction. Even 
though  we enacted a program specifically designed to be a preven­
tive effort for child ren’s h eal th—the EPSDT program—we find its 
record to be very disappointing. Of the  13 million children eligible 
for EPSDT, only about one-quarter actua lly received screening 
services, and only about 60 percent of those Identified as needing 
treatm ent  actua lly received any. Thus about hal f a million condi­
tions went untreated.

Mr. Chairman, I share your commitment and t ha t of the adminis­
tra tion to improving the  health of our Nation’s children,  and I 
strongly  support the  goals of the CHAP legislation. I have long 
advocated the importance of th e preventive approach to medicine, 
and have introduced a preventive  health services package as part  of 
a comprehensive national hea lth insurance program. I am looking 
forward to hear ing our witnesses this morning and I especially 
would like to welcome Secre tary Califano.

Mr. Rogers. Mr. Secretary, we are honored to have you.
STATEMENT OF HON. JOSEPH  A. CALIFANO, JR., SECRETARY,

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE, AC­
COMPANIED BY KAREN DAVIS, PH.D., DEPUTY ASSISTANT SEC­
RETARY FOR HEALTH PLANNING AND EVALUATION
Secretary Califano. Thank you very much. Dr. Carter, tha nk 

you. I realize that  you and this subcommittee have for years been 
leaders in the  child hea lth area  and in protecting America’s chil­
dren, and I believe that  th e program the a dministr ation has recom­
mended will take  some additional steps in that  direction.

I apprec iate the  oppor tunity to testify before you today on H.R. 
6706, the adm inis tration’s proposed Child Hea lth Assessment Act.

We consider CHAP a vita l piece of legislation  for three reasons:
Nothing is more precious tha n our children , and nothing is more 

precious to our children tha n the ir health;
CHAP will correct several  serious weaknesses  in the way we 

discover and care for the health problems of poor children unde r 
Medicaid today. And no segment of our population is in greater 
need of preventive hea lth  care, and less able to afford it, tha n the 
children of the  poor.

The enactment of CHAP will also serve as a  loud and clear signal 
that  health care for our children,  born and yet-to-be born, will be 
one of our top priori ties unde r National Hea lth Insurance .

This program is poised again st a sta rk backdrop: our Nation is 
currently divided into two popula tions—those who receive adequate  
hea lth  care, and those poor who do not.

Among those in America who do not receive adequa te hea lth 
care, millions of poor children should cause us  the g reatest concern. 
That so many impoverished children receive inadequate health care 
in the  riches t Nation on God’s ear th shames our Nation’s con­
science. It scandalizes our social policy.
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We must seek to g uara ntee  tha t a ll children in America are given 

the oppor tunity  to grow up healthy: immunized, as many in our 
generation were not, against childhood diseases; educated, as many 
in our generation were not, about  the  serious implications of ciga­
ret te smoking, excessive drinking, and other controlable lifestyle 
hazards which can kill or severely damage the ir heal th; protected 
by a rational, comprehensive, equitable system of n ational hea lth 
insurance, pvoviding services accessible to all, in settings that  are 
both effective and efficient.

To be sure, a number of sign ificant gains in the  hea lth  stat us of 
children have occurred in recent years, Mr. Chairm an, unde r your 
leadership and, I might add, that  of th is subcommittee . For exam­
ple, the rat e of deaths caused by cert ain communicable diseases in 
early  childhood has dropped dramatical ly. The death rat e for chil­
dren from influenza and pneumonia declined from 150 per 100,000 
in 1925 to 6 per 100,000 in 1973.

Mortality rate s for the  early  childhood years  have shown a 
greater  decline since the turn  of the century tha n for any o ther  age 
group.

But despite those gains, the re can be no cause for joy in the 
cur ren t hea lth status of child ren in America today.

Despite i ts decline, the infa nt mor tali ty rat e in the  United  States  
is higher tha n in 11 other indus trializ ed nations.

More tha n one-third of children between ages one and four are 
not protected aga int polio. One-third of th e children in that  group 
have not had measles immunization,  and we have seen a large 
increase  in outbreaks of measles. Some of those outbreaks  might 
even be characterized as epidemics, as in Los Angeles, for example, 
last  summer.

When children enter school, 17 percent have defective vision, 
often not corrected. By age 11, 27 percent have defective vision.

In 1974, the last year for which we have good numbers, there 
were 11,500 cases of gonorrhea repor ted in children under 15 years 
old.

Moreover, as you might expect, the  burden of these problems in 
our hea lth  care system falls disproportionately  on the  children of 
the  poor.

I will give you some numbers we are  developing in connection 
with this  work in the work of gath ering data for national hea lth 
insurance alternatives.

Twice as many children in families earn ing under $5,000 have a 
history  of chronic kidney disease as in families earn ing $10,000 or 
more.

A recently  released study indicates th at  th e infant mor tality rate 
for urban poor children is more tha n 50 percent higher tha n for 
nonpoor children.

Children in families earn ing less than $3,000 are  four times more 
likely to be reported  in poor or fair  he alth  than  children in families 
with incomes of $15,000 or more.

Poor children are bedridden 25 pe rcent  more tha n nonpoor chil­
dren—an average  of 5.4 days per year, while the  nonpoor spend 4.2 
days in bed.

97-633 0  - 77 - 16
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The Department of Health , Education, and Welfare currently 

undertakes a variety of efforts to improve health care for chi ldren. 
Through research, education and prevention—and through the pro­
vision or support of health care services in programs such as 
community hea lth centers, materna l and child health, and Medic­
aid, more tha n $2 billion a year is spent directly  on the health 
problems of America’s children.

Moreover, we are committed to upgrading the  quality  and avail­
ability of health care each and every one of those programs provide.

In April of this  year, for example, the Pres iden t launched an 
unprecedented initiative  to immunize an additional 20 million chil­
dren under the  age of 15 in this country again st childhood diseases 
such as polio, measles, rubella, diphtheria , teta nus  and whooping 
cough.

In this immunization program, we seek to accomplish two princi­
pal goals: by December, 1979, to increase  from 60 to 90 the percen t­
age of children under  15 who are  properly immunized; and to 
develop by that  time a permanent system, so t ha t every child will 
have access to comprehensive immunization services early in life.

Because of the  urgency of that  program, I have brought tha t 
office directly unde r me, at least in the  early stages.

But despite these child heal th programs and services, we are  both 
here today because we perceive serious shortcomings in our health 
care system for children. In part icular, we are concerned with 
shortcomings in the  way poor child ren receive—or do not receive— 
adequate health care services unde r Medicaid.

The Medicaid program in general is primarily  a payment pro­
gram—it assures eligible persons that  when they need health care, 
the bill will be paid. A different focus, however, underlies a part of 
the Medicaid program which is designed to meet the health needs of 
children. Known as the  EPSDT program—for early and periodic 
screening, diagnosis and treatm ent—this  program operates as a 
health outreach and hea lth status monitoring system.

Under  EPSDT, th e state s are required: to make a positive effort 
to inform parents t ha t the ir children are  eligible for th is service; to 
offer the service to them at appropria te interva ls; to regularly  
assess the  hea lth stat us of eligible children, and diagnose the ir 
part icular hea lth  problems; and to assure  that  needed and re­
quested followup treatm ent is provided.

The underlying principle is not simply to pay the  bill, but  to 
arra nge  every stage of the care, but  it does not work.

Despite our hopes for this program and our conviction that  it is 
vitally necessary, the re have been a number of serious problems 
with EPSDT: not all poor children  have in fact been eligible for 
EPSDT; even among children  reached by the  program, large num­
bers never show up for appointments, and State systems to improve 
this  aspect of the program have never been adequately developed; 
even among children who keep the ir appoin tments , well over half  
are  seeing a physician or h ealth care prac titioner for the first  time 
in the ir lives, making effective assessment  a far more difficult and 
time-consuming task; even of the problems detected by screening, 
more th an 25 pe rcent are  not being treated;  penalt ies again st States  
fai ling to rea ch elig ible  child ren  have been too rigid and
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unenforceable; and of 12 million children eligible for Medicaid, 
EPSDT is reaching only 2 million each year.

I would also note tha t as far as our own house is concerned, my 
own judgment  is we have not done our job well at HEW. We are 
conducting a top-to-bottom exam ination of the whole EPSDT oper­
ation, the way it is organized, how it sits, how it is run. I hope to 
have that examination completed and to act within 30 days to do 
what we can administratively, because we have not done a good job 
over the last few years a t HEW. So the problem lies not  simply with 
the States  in this area.

The CHAP proposal seeks to assist  Sta tes to rectify these deficien­
cies in a number of ways:

CHAP will require States  to  cover all children unde r the age of 6 
whose family income meets AFDC eligibility  standards,  for both 
screening and trea tme nt, regard less of w heth er they are  categori­
cally eligible unde r AFDC for Medicaid. In other words, CHAP 
would also serve  children  in 2-parent families among those who are  
poor.

CHAP will provide added assistance and incentives for States to 
assure  comprehensive  assessment and trea tment . We will pay 
States  a higher Federa l m atch—a minim um of 75 percent instead  of 
the cur ren t average  of 55 percent—for all screening under EPSDT. 
We will also pay the higher match for all ambulatory followup 
medical care, including care in physic ians’ offices, clinics, and 
outpatient care in hospitals. And we will also pay a State a higher 
Federal match for general adm inis trative costs—75 percent rather 
tha n 50 percent—if the  State meets certain stan dard s of good 
performance.

CHAP will requ ire States  to be responsible for manag ing the 
medical care of each child assessed to assure continuity  of tre at­
ment  and to assure availab ility of support and follow-up services. 
The program will guarantee 6 months of continued eligibility for 
followup care for children  who have been assessed, even if the ir 
eligibility for assistance otherwise terminate s.

CHAP will also inst itute more ratio nal and enforceable  perfor­
mance crit eria  for the  States. Currently , the  penalt ies th at  m ust be 
assessed under EPSDT are both too rigid and overly harsh. Any 
failure whatsoever by a  State, no ma tter how minor or temporary, 
resul ts in assessm ent of a pena lty of 1 percent of all Federal AFDC 
funds. For example, cur ren t regulations  could be read to requi re 
assessment of pena lties against States failing to notify every single 
eligible or potent ially eligible child of the  availability of the  pro­
gram —a fine goal, but rat he r unrealist ic if missing just one child 
requires a Federa l penalty. Under CHAP, there will be considerably 
more flexibility in establishing and enforcing peformance crite ria. 
States will be given ample oppor tunity and encouragement to 
correct the ir deficiencies before a prospective penalty is assessed.

Moreover, the  penal ty itsel f will be levied again st Medicaid ad­
ministrat ive funds, rat her tha n all AFDC funds, or again st the 
funds for children in CHAPS. In addition  to seeking these  changes 
in the  penal ty provision, I have also asked Congress to repeal the 
cur rent penal ty clause retroac tively  when the  changes proposed in 
CHAP are  enacted, so that  no penal ties need be taken under the 
cur ren t regulations.
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Mr. Chairman,  I strongly urge the Congress to act quickly on the 

adm inis trat ion’s CHAP proposal. The cur ren t EPSDT program is 
badly in need of th is overhaul, and we are  shortchanging one of the 
weakest, most vulnerab le groups in our society un til we make these 
improvements.

In addition to CHAP, Mr. Chairman, this subcommittee has 
already demonstrated  a wide range of inte rests  and leadership this 
session. You have clearly demonstrated that  you possess the  skill, 
the  insight, and the dedication to become one of the great hea lth 
Congresses. From your work early this year  on the  1-year extension 
bill we requested, down through your ti reless efforts to mold legisla­
tion on fraud and abuse, clean air, DNA, clinical labs, and rur al 
physician extender clinics, you have already bui lt an impressive 
record.

Yet, despite your s ignal accomplishments to date,  I think you will 
agree with me that  equally significant work still  lies ahead.

The President  asked me to spend two minutes, if I may, on a 
subject of gr eat  importance to him, the  hospital cost containment 
legislation he discussed with the House leadership yesterday. In 
th at  regard, we are pleased tha t your subcommittee  will take up th e 
cost conta inmen t legislation next week.

I cannot overemphasize the  vita l importance of your work in this 
area . Since the adm inis tration’s bill was introduced, the  cost of a  
hospita l stay has already increased $100, from an average of $1300 
to $1400. Hospital costs continue  to rise at an annual rate  of 15 
percent a  year. The longer we wait to enact a  simple, tempo rary cap 
on these runaw ay costs, the  more it costs the American taxpayer  to 
feed the excessive appe tite of obese American hospitals.

The a dminist ratio n’s cost conta inmen t bill will, over a  period of 5 
years, result in a savings  to  th e Government and to the taxpayer  of 
$45.5 billion. Tha t repre sents  $18.1 billion in Medicare and Medic­
aid savings to the Federal  Government, $1.8 billion in savings to the 
States,  $2.5 billion in othe r governmenta l programs,  and $23.1 
billion savings to the  priva te sector. Think  wha t could be done for 
the  health of children  of America with jus t a small portion of those 
funds.

Those figures are staggering, Mr. Chairman—stagger ing for w hat 
they  te ll us about the  tremendous waste in our present health care 
system—and stagger ing in the ir implications for the  many vital 
goals we might realize if we stopped feeding the  insat iable  Ameri­
can hospitals.

Every single day of the  year hospita l costs inflate by over $24 
million, Mr. Chairman. If Americans receive exactly the  same 
amount of care today that  they received yesterday, they will pay 
$24 million more for it today. In the  hour since I left my office to 
come over to this  hear ing room, the country has paid near ly $1 
million more for hospital care than they would have paid for the 
very same care the  hour before.

Once our cost con tainm ent program is in place, we expect  to save 
at  least $10 million of that  daily $24 million inflation.

I commend you for your plan to move ahead  swiftly on cost 
containment , Mr. Chairman. It shows that you sh are  with me—and 
with the President—the conviction that  something must be done to 
deal with cost conta inment this year.
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The other major administ ration initiative  is CHAP. And again, I 
strongly urge you to take  up the  CHAP legislation  as quickly as 
possible—both because CHAP is a vital program itself, and because 
a tremendous volume of oth er new and expiring  health legislation 
will soon follow.

I look forward to working with you on this  vast array of cu rrent 
and futu re hea lth legislation, Mr. Chairman,  members of t he sub­
committee. Because of the  great  he alth  care leadership and commit­
ment you have dem ons tra ted—in cost con tainm ent—in child 
hea lth—and in all  other  aspects of our Nat ion’s health care policy— 
I trul y believe we can succeed in our effort to realize a common 
goal: to produce a rational, efficient hea lth  care  system for America, 
responsive to the  needs of all Americans, not jus t those who can 
afford to purchase the ir health care from the  hea lth care industry .

Mr. Rogers. Thank you very much, Mr. Secretary, for a very 
clear  and helpful statement.

Mr. Maguire.
Mr. Maguire. Than k you, Mr. Chairman.
Mr. Secretary, I want to express my enthusiastic  support for the  

proposal in its basic outlines  th at  you and the  adminis tration are 
making and to tha nk you for the  leade rship  you have given us not 
only on this  issue but on a series of major hea lth issues in the very 
shor t period of time since you assumed the  Secretaryship.  I thin k 
this committee  feels that  the  rigorous kind of leadership you are 
giving us is not only overdue but essen tial if we are  going to address 
the complicated problems of heal th, and I do not thin k the re is any 
area in which the  problems are  more complicated.

Many aspects of the  program before us have been in effect unde r 
the EPSDT program for about 10 years and the re are  some who 
believe tha t while levels of funding have been inadequate that  
funding is only part of the problem; many of t he problems really  
are  of ano ther sort, and they are  going to continue to bedevil us 
even if we immediately adopt improvements.

I wan t to address  a couple of questions in a littl e more dep th. You 
have commented on th e problem of accountability  of Sta tes and you 
have devised a more flexible approach to penalties . I think that  is 
helpful. But outreach seems to me to be still a critica l problem. If 
we do not find people and get them  in, they can nei ther be assessed 
nor treated.

What  do you think about community-based nonprofit organiza­
tions as eligible providers? We had some testimony yeste rday from 
Ruby Duncan, who has headed such a group in Las Vegas, which 
has been a most effective group. In my own State, in Newark,  New 
Jersey , a tri-citizens union, which has had an excellent innovat ive 
program, but they also have not been reimbursed and would not be 
reimbursed unde r the  proposal, as I understand it.

Would you comment on that  par ticu lar  difficulty.
Secre tary Califano. Mr. Maguire, let me tha nk you very much 

for your introductory comments and let me ju st note that  you hav 
been one of many members of the  subcommittee who have also 
provided a tremendous  amount of leadership in this  area.

With respect  to your specific question, I believe that  our legisla­
tion—and if it is not clear, it should be drafted more clearly—
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reaches out for community-based nonprofit support as an avenue of 
outreach in provision of these services. I t seems to me you have put 
your finger on one of many very difficult problems in this area. We 
must  reach these children. The most successful immuniza tion pro­
gram in the country is in Arkansas. Betty Bumpers, Senator Bump­
ers ’ wife, literally went out and organized everything in the  State. 
She used the National Guard  to reach children, she used all kinds 
of pr ivate  organizations to reach children, she got doctors to volun­
teer,  and unquestionably, in the past few years, as a resu lt of th at  
activity, they have the  best immunization program in this country.

As we go on with our immunizat ion program, if the  experience of 
just a few months is any indication, we have to have enough 
flexibility in this  legislation to provide reimbursement  and assis­
tance and work with all kinds of organizations to reach these 
children , because there are  different ways of reaching children  in 
the  urban ghetto  th an  in the  rura l a rea. There are  special problems 
of reaching children that are in farm families, and migrant  families 
in Florida, for example, as the chairman  well knows.

We would want the  flexibility, and I would agree w ith w hat is the  
thrust of your question, Mr. Maguire.

Mr. Maguire. It would be your hope and inten tion, then,  such 
groups should be involved in this program?

Secretary Califano. Tha t is correct.
Mr. Maguire. As we all know, a person-to-person mere kind of 

outreach is most effective.
Mr. Rogers. Dr. Carter .
Mr. Carter. I certa inly support the intent  of your proposal. In 

fact, we have a different one, which we hope will be helpful.
It has been brought to my a tten tion  that  if we could jus t cut the 

average length  of s tay in the hospital by one day throughout our 
country, our hospital costs would be contained.

Now with regard to the  bill we have before us, I believe the 
chairman mentioned the  pren atal  and postnata l care. Should these 
services be included?

Secretary Califano. The  CHAP program we have proposed does 
not deal with prenatal care. We have developed within  HEW a 
proposal to cover low-income mothers regardless of whe ther  they 
are categorically eligible under Medicaid for prenatal care. Person­
ally I believe strongly that  coverage should be provided in that  area.

Mr. Carter. Wouldn’t this  be a n ideal way to get these children 
on the rolls and to record the ir names?

Secretary Califano. As far as I am concerned, it would be an 
ideal way.

Mr. Carter. Within  the  first few weeks of the youngs ters’ lives 
they are given t he ir firs t immunizations. Star ting  immunization at 
that  time is very impor tant.

Secretary Califano. Dr. Carter,  I might  note in line with what  
you are  saying, I spent a hal f day in  the South Bronx several weeks 
ago in a school in  which every child was on welfare—1,600 children. 
I asked the guidance counselor and the  principal at the  end of the  
day, if we jus t had a few thousand dollars more, what would you do 
with $30,000 more? They said the first thing  they would want  would 
be a nurse  about hal f time, so that  as soon as a woman became
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pregnant  they could put that  woman into some kind of adequate 
prenata l care, because so many of the children in that  school were 
suffering from problems that  were precipitated by inadequate care. 
So I feel strongly that you are  righ t about this.

Mr. Carter. We could extend our screening and examination  
through head sta rt and preschool and school. Tha t would be an 
ideal place to get the children,  and see that  they  do appear at the 
examination and have the ir immunizations at that  time. Is th at  not 
correct?

Secretary Califano. It is, Dr. Carte r. One of t he things we are 
discovering, there are many States in this country in which the 
head star t program is much more effective in getting children 
immunized than the  schools are , because often school laws are not 
that stric tly enforced, although they  are  being stepped up quite a 
bit this September.

Mr. Carter. Many S tates requ ire immunization  before e ntry  into 
school. Certa inly I thin k periodic examinations are  very necessary, 
followed by refe rral  to the hea lth  officials or those who can correct 
such defects as they find.

Thank you, Mr. Chairman.
Mr. Rogers. Mr. Preyer.
Mr. Preyer. Than k you. I wan t to commend you also, Mr. 

Secretary , for your leadership in this area . I th ank you for the work 
you have provided.

In some of the  bills we have been taking up recen tly like the 
rural hea lth clinic bill, it has been brought very forcefully to our 
attention, as you mention in your testimony, how many millions of 
poor people are denied Medicaid elig ibility for categorical reasons. I 
would hope that  this CHAP bill will take  the  lead in tryin g to 
equalize the  situa tion for all the  poor people.

Do you have any figures on how many poor people are  categori ­
cally ineligible for Medicaid?

Secre tary Califano. We es tima te about one-third, overall, of the  
people who are poor in this country, in the sense of being below the 
poverty line, are  presently ineligible for Medicaid. It probably 
would be about comparable with children.

We th ink  in the  age group of zero to six the  additional children 
we would b ring in if we cover all low-income people—and that  still 
might not get everyone up to the  poverty line—would be 700,000 
that  are presently not eligible for this  program.

Mr. Preyer. Do you thin k the  CHAP bill can extend  assessment 
for all poor people, Medicaid eligible or not, up through the  age of 
21?

Secre tary Califano. Mr. Chairman, obviously the  legislation 
could do tha t. Our legislation does not do that . In all candor, that  
was a  budgetary decision. With limited  resources, we p ut our focus 
on children 0 to 6.

In te rms of the children  to whom we extend coverage, I thin k tha t 
is a judgm ent for you to make.

Mr. Preyer. Do you have any thoughts on when budgetarily it 
might  be possible to extend it to all children up to 21?

Secre tary Califano. The cost of covering all child ren from 7 to 
21, as best as we can estimate it, is about $75 million. I do not have
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the  final say on how budgets are made. I thin k I would answer it 
th at  way. I would think certainly this would be a  very  high prior ity 
in the cur ren t budget process which we are  just beginning for fiscal 
1979.

Mr. Preyer. If we pass the Hospital Cost Conta inment Act, we 
can probably pick it up in a few hours.

Secreary Califano. Tha t is correct.
Mr. Preyer. In the testimony yesterday there were some sugges­

tions made of changes th at  could be made that  would not cost very 
much. One of the suggestions was th at  HEW would be mandated to 
set out company standard s as final goals or realist ic goals for Sta tes 
to shoot at. There  was a suggestion that  States be required to 
identify qualified providers. Do you have any comments on tha t?

Secretary Califano. With respect to the  setting of goals, one of 
the  problems that  pervades HEW is that  we do no t have a system­
atic  apparatus which sets goals, par ticu larly  goals which can be quantif ied in te rms of reaching and providing care . We are trying to 
develop quarter ly opera ting plans for all of our regions, which 
would go out every 3 months, so each quart er they would know 
wha t they should be focusing on and measure performance in 
different a reas  in those regions as to wh ether th ey meet those goals.

I have asked Mr. Derzon, who runs the  Hea lth Care Financing Administration and this program, to include goals for the  EPSDT 
program in th e opera ting plans we establish. Those goals will be set 
State by State  within each region. I suppose whether we are 
mandated to set goals or not is really a function  of legislative 
language. I think goals should be set in this  area. It is a measurable 
area. We need yardsticks in a large organization.

So long as it did not include a  massive reporting  apparatu s, which 
is both aggravating to the States  and which I discover more and 
more often produces report s nobody in HEW reads, I th ink  it  would 
be fine.

With respect to making up lists of available providers, again we 
are  trying to do this. We thin k this should be done. The provider 
problem is a very difficult problem. Increas ingly in Medicaid it 
affects this area.  It costs more than $6, for example, to do the  first 
workup on a poor child, but in some areas that  is wha t we are paying.

We have to find a way to deal with the  provider problem on a 
large scale. I would think  of all the  activities of the  medical 
profession, of all the  ac tivities  the doctors could engage in in terms  
of volunteering time or efforts or taking a litt le less money they 
would otherwise,  you would th ink t ha t dealing with children  would 
give them the  grea test  personal rewards and the  grea test social 
rewards. I hope that  more doctors would do more of th is. But we 
have to solve the  provider problem, and I am not sure myself of exactly the way to do it.

Mr. Preyer. Thank you, Mr. Secretary.
Mr. Rogers. We are pleased to have the chairman  of the  full 

committee  this morning. We welcome you and wonder if you might have some comment on the question.
Chairman Staggers. Thank you. I am delighted to have the 

opportunity  of welcoming our distinguished witness this morning.
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I would like first to thank the  subcommittee for the job they are 
doing. We are going to have the  full meeting this morning. This is 
one of the busiest subcommittees, I expect, in the  House, and they 
do a good job. I do want  to congratulate you on the  job you are 
doing.

What are we doing in America to teach preven tion of disease, to 
teach  prevention of anything happening? Are we doing anything  in 
the  schools in the first  grade right on through? I think it is the 
grea test  opportuni ty we have to teach hea lth care in every grade of 
school, instead  of waiting  unt il something happens, then they have 
to get  a  doctor, and so forth. I th ink  we can use h eal th personnel to 
do this. I do not know whether you have thou ght  of this  or brough t 
out any suggestions on i t or not, but it has occurred to me t ha t we 
can do a grea t good here by starting righ t at the  first  grade or 
kindergarten.

Secretary Califano. Mr. Chairman, it is a privilage  for me to 
have you here, and let me respond to your question. I th ink  you a re 
absolutely right. One of the  most incredible things I discovered 
when I got to HEW was tha t the re was virtua lly no communication 
between the health people and the education people, despite the 
tremendous networks  they each have at the ir disposal to  do exactly 
what  you are talk ing about. The immunization crisis of children in 
this count ry is in large measu re attr ibutable to the  fact that  the 
Public Health people and the  health people do not talk  to the 
education people in Washington and in the  States. We are  now 
actively working to try  to develop a program to do exactly w hat you 
are  suggesting. I think  it is one of the most importa nt things we 
could do.

If it is done well, not only can we teach hea lth  care to children  
but we can bring some of th at  health care back into the  home 
through those children. It is the  most important time of life to teach 
it, so we are looking at  that  aspect as well. I hope that  we will be 
coming forward with proposals early, very early  in the  next session, 
to the  extent we need legislation  to move in that  area.

I think  ther e is no bet ter  way to spend money.
Chairman Staggers. I had thought about  it. I certainly  thin k it 

would be a great way not only for th e hea lth of America but to save 
money and everything else if we could teach  proper food, the  proper 
way of taking care of the body, and so forth, that  we could certain ly 
improve the hea lth of this land, much more than by jus t waiting for 
somebody to get sick and curing them.

I believe it would cost far  less and would be of far grea ter 
advantage to everyone in the land. I hope th at  you do th ink  about i t 
a little bit and maybe you can work out someth ing that  would be 
practical to use some of our people in teach ing in our schools the 
ar t of prevention.

Thank you, Mr. Chairman, for allowing me to intervene for a 
moment.

Mr. Rogers. We appreciate your suggestion. I think  it is excel­
lent. As a ma tter  of fact, this  committee has passed a bill which 
gives auth ority to the Depa rtment to do exactly this, the Heal th 
Promotion Act. I t really has not been properly  implemented, and I 
would thin k that  the Secre tary could look at that  and, I believe,
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sta rt a very effective movement. It really was th e inte nt to bring a 
proper program of education to the  American people.

Mr. Carter. Mr. Chairman, I am happy to have introduced  that  
bill. U nfortunate ly it was not funded unti l this year for th e follow­
ing year.

Mr. Rogers. Mr. Waxman.
Mr. Waxman. Than k you, Mr. Chairman.
Mr. Secretary, I am also pleased to have you before us and to 

have your proposal presented to us. I have a few questions.
One is rat he r parochial, if you will excuse my concern about the 

State  of California, in regard to the CHAP program.
In California we use nurse  prac titioners ostensibly in the  health 

screening programs in the school and CHAP requires th at  nurse  
pract itione rs be phased out and be replaced by more costly provid­
ers such as physicians. This has been disruptive in my own State  
which has led the way in preventive hea lth  programs for children.

I would like you to explain why CHAP excludes nurse  p racti tion­
ers, what the ir policy reasoning was t ha t it must  be applied nation­
ally, not jus t in the  State of California.

Secretary Califano. Let me say, Mr. Waxman, there is no inten ­
tion to exclude nurse  practit ioners . In fact every thrust that  we 
have taken has been to put them more and more into the  world of 
medicine. Our  physician extender program for rura l hea lth  and the 
demonstration projects in urban areas which this committee has 
moved forward on is designed to move nurse  prac titioners into the 
maintstr eam of health care.

If ther e is any implication or anybody can read any of the 
language in our legislation to exclude nurse practi tioners, we will 
correct it and make it clear.

The legislation would phase out over time, over a 3-year period, 
those centers t ha t simply do screening, and don’t do any  tre atment.  
Tha t has created some concern on behalf of some of the  public 
health people throughout  the  country , in terms of States in which, 
by reason of prac tice or tradit ion, or because of the  medical associ­
ation, they are  permitted only to do a screening and then must 
refer the  children to doctors. We would like to get  it  al l done in one 
place, to the  exte nt we can get it done in one place.

Our inten tion was to look at the  whole network  that  we have 
available, to try  and reach and tre at  these  children , and get more 
and more comprehensive centers going, which will provide both the 
screening and the trea tme nt. I thin k it may simply be a ma tter of 
confusion as far as nurse  prac titioners are  concerned, and to the 
extent that  it is, we will correct it.

I unde rstand your concern in that  area.
Let me say to you while I am here, how much we appreciate the 

hearings you held in California on the  immunization program 
during the recess. They were a great help in that  area.

Mr. Waxman. They were very d ramatic  hearings, serious dangers  
of epidemics not jus t in the L.A. area but throughout the  country  
which were dramatical ly pointed out. They were  excellent hearings. 
I know the State of California will be relieved to know that  the 
nurse prac titioner will still  be able to part icipa te as a provider. The 
CHAP program though does not require the  States  to provide
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mental health care, diagnosis of men tal reta rdation  or certain 
denta l services.

What is the reason for these  exclusions?
Secretary Califano. We did not require the  States to expand 

the ir present efforts in the areas . We don’t requi re that  they do so. 
However, States  can provide these  specialized services if they  in­
clude them in the State  plan. We did tha t, again, for a combination 
of reasons here. It was not simply our budget. It was the  State 
budgets, to the extent which the  States  would ac tually  provide these 
services or are equipped to provide th at  kind of care. We don’t 
prohibit  it. We just leave it  up  to the State , e ither for al l recipients,  
or jus t those unde r 21. But we do not mand ate it.

Mr. Waxman. A ren’t we really providing for a false economy i f 
we don’t have these  kinds of things taken care of a t an early  age 
where they can be trea ted more easily and more successfully, 
rat her tha n wait unti l the problem becomes more aggravated?

Secre tary Califano. You are  absolu tely righ t about tha t. There  
are othe r ways. We have other programs available , such as mater­
nal and child heal th, community  hea lth  centers, and some commu­
nity mental hea lth centers, to t reat  some of these  problems. We did 
not include it in the CHAP program. We had to make a choice of a 
series of prioritie s, as we did in terms of children 7 to 21. It is a 
series of budgetary  decisions. This one, however, I know is compli­
cated by the  way States  are equipped and trad itionally tre at  this, 
and at least  for the  time being i t may be well to leave each of them 
as not a mandated service as far  as States are  concerned. If we are 
unsuccessful in the  next couple of years in treatin g more and more 
of this through Qur other programs, then  we should probably 
mandate that  the States  do it through the  CHAP program.

Mr. Waxman. Even if we don’t m anda te it, shouldn’t we provide 
the same reimbursement  rate that  we provide for the  kinds of 
services t ha t the  States  will provide? Let the  State decide whether 
it wants to have mental hea lth and dental services, and if they so 
choose, reimburse at the same kind of rate?

Secre tary Califano. Our proposed reimbursement rate s a re again 
a function of budget priorities, if you will, and our function  of 
selecting those things we felt were the  most important and most 
urgent in the  context  of those priorities .

Mr. Waxman. Thank you very much.
Secre tary Califano. Obviously the re is no distinc tion in terms of 

the need for the  care or the  impor tance  of the  care.
Mr. Rogers. Mr. Secretary , the re was a report from HEW which 

suggested that  a Deputy Assis tant Secre tary for Child Hea lth Af­
fairs be established. I think you do have an Assistant to the  
Assis tant Secre tary for Health .

What is your thinking  on upgrading child hea lth programs in the  
Department?

Secretary Califano. Mr. Chairman,  we are looking at how the  
Public Health Service should be organized a t this time. It is the last  
portion of the Departmen t in which I have looked a t the  organiza­
tion. We went through the large organiza tion to get  the five ope rat­
ing divisions in functionally coherent shape, and we have been 
through four of the  five operat ing divisions individually. I note t ha t
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in the area  of the  Office of Human Development Services, we have 
taken all the child ren’s programs of a social natu re, and all the 
family programs of a social nature , and we created a new Adminis­
trat ion of Family and Children; so th at  in the social arena , I thin k 
we have pret ty much brought these programs together, to the 
extent that we have the  power to do so without legislation.

I will be happy to and will look at  this  as we look at how we 
reorganize the health area,  because we are looking at that  righ t 
now, and we will reorganize within the  Public Health Service in the 
future.

Mr. Rogers. I think it does wa rrant your atten tion, even the 
Pres iden t’s attention, when you think that  ther e are  some 56 
programs in 5 departments, 15 agencies and 45 bureaus. We have 
found tha t the Departmen t has always been shorthanded as far  as 
health personnel, devoting the ir time to EPSDT, and many of the 
States  need technical help, which we simply have not been able to 
provide, mainly because of a shortage of people.

I wonder how many people would be assigned to CHAP. What is 
the  thinking?

Secretary Califano. Let me make a couple of points here. You 
are  absolutely righ t about our failure to provide technical assis­
tance, and we will put togethe r an adequate number of people to 
provide that .

Mr. Rogers. I thin k it would help.
Secretary Califano. We are  presently, in terms of this  year, this 

moment, under very severe personnel ceilings. These have been 
applied to every departm ent in the  Government, of which we are 
jus t one. Obviously, if we didn’t have those ceilings, I would have 
more people in the program today, bu t as we go with CHAP, and as 
we move out, we have got to provide techn ical assistance to the 
States  and counties to make this program work.

Mr. Rogers. Yes, but  I think this is th e th rust of the adm inis tra­
tion, and we commend you for it and the  Pres iden t as well as you, 
Mr. Secretary.  But i f it is an administ ration goal, it doesn’t do much 
good to ta lk about it unless we then are going to do something about 
it, and I am sure you share  that  feeling.

Now we would like to have for the record the organizationa l se tup 
for CHAP. I th ink  i t would be good to have a listing of the positions 
by grade and location going to the  office here  as well as in the 
regional offices so that  we will have some idea of what we can anticipate.

Secretary Califano. I would like to add to tha t, Mr. Chairman, if 
I may, some of the  other programs that  also affect children in 
HEW, so you get a sense of where we might hope to come out in 
terms  of reaching these children.

[Testimony resumes on p. 268.]
[The following information was received for the  record:]
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Attached is  a fac t sheet on the reor ganizati on of the Public Health 
Service as approved by the Secretary and announced September 30, 1977, 
The es sent ia l purpose of the reor gan izat ion was to strengthen the 
adm inis trat ive capacity of the Office  of the Ass ista nt Secretary  for 
Health by reducing the number of  un its  repo rting di re ct ly  to him.

The reorganizati on places the Office  of Child Health Aff air s within 
the newly created  Office of the Deputy Ass ista nt Secretary  for 
Health Programs.

Attention  is inv ited  to th is  statement on page 6 of the attached 
fac t shee t:

"A major pr io ri ty  for the Deputy Assis tan t Secre tary 
for  Programs wi ll be to coord inate  a ll  PHS hea lth ac tivit ie s 
directed  toward chi ldren.  Improved chi ld hea lth is  a major 
obj ect ive  of the Ass ista nt Secretary for  Health and the 
Sec reta ry."

Thus, under the reorganiza tion , inst ead  of the Office  of  Child Health 
Affair s being more or less iso lat ed  from othe r of fic es  and bureaus of 
the Public Health Service that  af fe ct  ch ild  health, i t  wi ll be 
integr ated into a system whereby ASH and his  pr inc ipa l deputy can 
command th ei r resources and th eir  at tent ion.

It  is  working th is  way: The newly created  Office of the Deputy 
Assist ant  Secretary  for Health Pol icy,  Research, and S ta ti st ic s,  
working closely with the heads of the Office of  Child Health Affairs  
and the Bureau o f Community Health Services, in the Health Services 
Administra tion, develops in it ia ti ves  in chi ld hea lth . The newly 
crea ted Office of the Deputy A ssistant Secre tary for  Specia l Health 
In it ia tive s is  developing a ch ild  immunization program, which is 
a high pr io ri ty  of the Secretary. The Deputy A ssistant Secretary for 
Programs oversees the agencies that  de liv er  the servic es.

Beyond str uc ture , the Subcommittee should be aware of the commitment 
of the pr inc ipals . The Secretary has repeatedly emphasized the high 
pr io ri ty  he personally places on maintaining and improving the hea lth 
of chi ldren.  The Ass ista nt Secretary for  Health is a pediat ric ian 
who has both the determination and the experience to carry out the 
Secre tary's  commitment. The Deputy A ssistant Secre tary for Programs 
is a physic ian and the mother of three chi ldren,  and she has been a 
professo r of preven tive medicine and the di rec tor  of the Il linois  
Sta te Department of Health.

Attachment
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FACT SHEET ON REORGANIZATION OF

U.S. PUBLIC HEALTH SERVICE

Secretary Joseph A. Califano, Jr., Secretary, Department of Health, 

Education, and Welfare, has approved the reorganization recommendations 

of Dr. Julius B. Richmond, Assistant Secretary for Health and Surgeon General 

of the U. S. Public Health Service, to streamline the operations of the 

Puhiic Health Service (PHS) and improve the management and delivery of its 

health programs.

THE PUBLIC HEALTH SERVICE TODAY

COMPONENT
BUDGET FY 1978 

(Million)
NUMBER OF 
POSITIONS

1. Office of the Assistant
Secretary for Health

24 624

2. Health Agencies

Alcohol, Drug Abuse, and 
Mental Health Administration

1,010 6,163

Center for Disease Control 211 3,912

Health Resources 
Administration

830 2,135

Health Services
Administration

1,696 18,787

National Institutes of
Health

2,825 11,545

Food and Drug Administration 283 7,829

3. Regional Offices (39) (1,233)

TOTAL 6,879 50,995
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THE REORGANIZATION

The goal of this reorganization is to strengthen PHS and the leadership 

role of the Assistant Secretary for Health (Surgeon General) as the nation’s 

chief health officer. The Assistant Secretary for Health constantly faces 

problems of vast size and complexity, seme requiring rapid action to protect 

the public's health. To cope with these problems and also provide day-to-day 

leadership, he must delegate major responsibilities as fully as possible to 

the agency heads and to a small group of deputy assistant secretaries and 

key policy assistants.

The present and new organization for PHS are depicted in Exibit I, page 3.

The reorganization has four objectives:

A. To simplify program functions of the Office of the Assistant Secretary 

for Health (OASH) by assigning major leadership roles to three deputy 

assistant secretaries— one for programs and population affairs, one for 

special health initiatives, and one for national health insurance. At the 

present time, program management and oversight is a collection of separate 

activities and ill-defined lines of responsibility.

B. To  link health services research and health statistics activities 

directly to policy analysis, planning and evaluation functions under a fourth 

Deputy Assistant Secretary.

C. To consolidate management activities under the PHS Executive Officer 

and to redefine selected staff functions to help the Assistant Secretary better 

manage the PHS and work with outside organizations.

D. To make the PHS regional offices more effective instruments in 

helping states and local communities develop more equitable and efficient 

health care systems. The regional offices will also be realigned to conform 

with other HEW reorganizations.
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A description of each of these major objectives follows:

A. Simplify the program functions of the Office of the Assistant

Secretary for Health.

Today the Assistant Secretary has an overall Deputy Assistant Secretary

and 10 other assistants dealing with program matters. Despite this large

staff, he lacks the flexibility to delegate the most important continuing

programs responsibilities with which his office is faced.

PROGRAM ACTIVITIES NOW REPORTING
TO ASSISTANT SECRETARY

REVISED STRUCTURE REPORTING
TO ASSISTANT SECRETARY

1.

2.

Deputy Assistant Secretary

Deputy Assistant Secretary for
Quality Assurance

1. Deputy Assistant Secretary 
for Health Programs

3. Office of Quality Standards

. HMO Qualification and Compliance 

. Health Care Standards Policy

4. Deputy Assistant Secretary for 
Population Affairs (Office of 
Population Affairs)

5. Office of Child Health Affairs

6. President's Council on Physical 
Fitness and Sports

7. Special Assistant for
Immunization

2. Deputy Assistant Secretary
for Special Health Initiatives

8. Project Manager
St. Elizabeths Hospital

9. Special Assistant for
Hazardous Substances

(Transfer to the Center for
Disease Control)

10. Special Assistant for
Dental Affairs (Chief Dental
Officer, PHS)

(Transfer to the Health Resources
Administration but remains
Special Assistant for Dental
Affairs to the Assistant
Secretary for Health)

11. Special Assistant for National
Blood Policy

(Transfer to NIH)
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Not Carrently Provided

National Health Insurance 3. Deputy Assistant Secretary
for National Health Insurance 
(and Special Assistant to the 
Secretary)

The Deputy Assistant Secretary for Health Programs/PopulationAffairs 

is the principal deputy to the Assistant Secretary and acts for him in 

his absence. This Deputy, in addition to assuming responsibility for the 

functions indicated above, will be responsible for two new objectives assigned 

by the Secretary:

1. Create a health practices assessment capability to complement 

the review of health care standards and regulations developed by

the Health Care Financing Administration. It will inform doctors and other 

health professionals of the results of biomedical research and studies 

of the efficacy of drug and medical procedures and it will integrate 

scientific and technical findings with ongoing quality assurance activities.

2. Revitalize the Secretary's conmitment to Health Maintenance

Organizations (HMO) programs as a major health service delivery and

cost containment innovation. In addition to administering HMO qualification 

and compliance activities currently located in the Office of Quality 

Standards, the Deputy Assistant Secretary for Health Programs will 

give direct oversight, for the present, to HMO funding activities 

located in the Health Services Administration.

The Deputy Assistant Secretary for Health Programs will also serve as

Deputy Assistant Secretary for Population Affairs, overseeing the activities 

of the Office of Population Affairs and the implementation of population 

affairs policy throughout the Department.
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A major priority for the Deputy Assistant Secretary for Programs will be 
to coordinate all PHS health activities directed toward children. Improved 

child health is a major objective of the Assistant Secretary for Health and 

the Secretary.

The establishment of the new post of Deputy Assistant Secretary for 

National Health Insurance is a key step in the development of a National 

Health Insurance System. This is a major objective of the Administration's 

domestic policy, and the President has pledged to recommend a plan to the 

Congress in 1978. Developing HEW recommendations for the President's considera­
tion will be a department-wide effort, involving the Office of the Secretary, 

the Assistant Secretary for Planning and Evaluation, the Public Health Service, 

the Health Care Financing Administration and other elements of the Department.
When it becomes clear that the Congress will enact a health insurance 

plan, the Public Health Service will play a lead role in meshing the new 

plan with the existing health care delivery and financing systems. Toward 

this end, the Secretary has appointed a Special Assistant for National Health 

Insurance (NHI) who will also serve as a Deputy Assistant Secretary for NHI in 
the Office of the Assistant Secretary for Health. He will coordinate the 

present Department-wide effort to develop NHI reconmendations for the President, 
and then will be charged with developing plans for integrating NHI with 

the present system.

Finally, this reorganization initiative provides for the establishment 

of a Deputy Assistant Secretary for Special Health Initiatives who will 

provide the capability for immediate, concerted handling of pressing special 

health initiatives as they arise— such as immunization and the St. Elizabeths 

Hospital improvement initiative.
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B. Link health services research and health statistics

activities directly to policy analysis, planning and evaluation

functions under a new Deputy Assistant Secretary for Policy,

Services Research and Statistics.

Problems and issues in health are taking on social and economic 

considerations of ever expanding magnitude. Decisions by the Secretary 

and the Assistant Secretary for Health significantly affect the quality 

of life of the Nation's people. Decisionmaking requires policy analysis 

and evaluation support that not only reflect knowledge of the issues but 

ready access to timely research data, health statistics, and to analytic 

capability by which these issues are understood, addressed and resolved.

An Office of Policy, Services Research and Statistics (OPSRS) headed by 

a Deputy Assistant Secretary will provide this capability.

The National Center for Health Statistics (NCHS) and the National Center 

for Hearth Services Research (NCHSR) are transferred from the Health Resources 

Administration (HRA) to OPSRS, thereby aligning health policy, statistics, 

and services research functions under a single official reporting to the 

Assistant Secretary for Health.

The existing Office of Policy Development and Planning is also transferred 

to OPSRS, as is the present Office of Health Information and Health Promotion, 

to provide a close relationship between health strategy and health policy 

functions, and health information and health promotion functions.
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In addition to the advantage of sharpened decisionmaking, elevating 

NCHS to OASH will result in more effective use of NCHS as the agent responsible 
for the collection and analysis of general purpose health statistics and for 

coordinating those statistics that involve cooperation with State and local 

agencies. Health data collection efforts will become more systematic and 

uniform and PHS ability to rapidly obtain data needed for policymaking 

and to resolve data policy issues will be enhanced. The Director, NCHS, will 

also serve in a dual capacity as Deputy Director, OPSRS.

Similarly, NCHSR's cross-cutting responsibilities as the primary source 

of technical and professional assistance in the area of health policy research 

and in the development of a national health strategy can be best realized 

by locating the Center within the principal GASH policy analysis staff. This 

action will also promote NCHSR as the PHS focus for health services research.

The organization for the Office of Policy, Services Research and Statistics 
is depicted in Exhibit 2.
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DEPARTMENT OF HEALTH, EDUCATION AND WELFARE

PUBLIC HEALTH SERVICE

ORGANIZATION  FOR 
OFFICE OF POLICY, SERVICES 
RESEARCH AN D STATIST ICS

•  Hea lth Services Research •  Health  Data Po lic y’
and Ev alu at ion *

’ Formerly functions o f the Office of  Policy  Development and Planning

EX HIBIT 2
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Realignment of Health Resources Administration (HRA).

Elevating the health services research and statistics functions to OASH 

will allow HRA to focus its efforts on its primary mission of resources 

development and health planning.

HRA will concentrate on carrying out legislated programs for assuring 

a health manpower supply adequate to the nation's health care needs and for 

minimizing geographic and other inequities in the distribution of health 

professionals. The Assistant Secretary for Health's special assistant 

for dental affairs, and his staff, will be transferred to HRA in order to relate 

more closely to dental manpower training activities. The special assistant, 

however, will retain his title and continue to advise the Assistant Secretary

on broader dental health issues.

HRA will also accelerate its efforts to achieve the objectives of the 

Health Planning and Resources Development Act of 1974, which seeks to assure 

that adequate health care is available to the Nation's people, while 

containing increases in the costs of health care, through operation of a 

nationwide network of local health planning agencies.

HRA will have significantly more people to operate these two vitally 

important programs. Sane will be assigned to programs from the Office of 

the Administrator, HRA. Others will be recalled to the Bureau of Health 

Manpower from the regional offices, consistent with recentralization of health 

manpower programs ordered by Congress.
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In  the  he al th  planning  ar ea , HRA w il l work more cl os el y with  the PHS 

reg ion al off ic es than i t  has be fore . As part  of  the reorga niza tio n,  Regional 

Heal th Adminis tra tor s w il l al so  serve  as  the ch ie f fe de ra l he al th  planne rs 

in  the regio ns . They w il l become the li nk  between HRA's Bureau of  Heal th 

Planning and Resources Development and s ta te  and loca l governments, st a te  

and lo ca l he al th  plan ning agencie s, and the p ri vat e  he al th  se ct or .

The new orga niza tio n of  HRA is  depic ted  in  Ex hib it 3, page 12.
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DEPARTMENT OF HEALTH, EDUCATION AND WELFARE 
PUBLIC HEALTH SERVICE

NEW ORGANIZATION FOR 
HEALTH RESOURCES AD MINISTRA TIO N

EXHIBIT 3
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C. Consolidate management activities under the PHS Executive Officer

and redefine selected staff functions to help the Assistant

Secretary manage the PHS and work with ontside organizations

The remaining functions in the Office of the Assistant Secretary after 

reorganization will consist of a small number of special staffs and 

an Office of Management.

1. Special Staffs

The Senior Advisor for External Relations will be responsible for liaison 

with professional groups and associations and will provide advice and 

counsel to the Assistant Secretary for Health relative to matters of mutual

concern.

A reconstituted Office of International Health will be established as 

a special staff office. International collaboration and cooperation, now 

emerging as methodologies for the future, require strengthening in PHS.

This need can best be met through expanding the prestigious John E. Fogarty 

International Center for Advanced Study in the Health Sciences at the National 

Institutes of Health. Consequently, most operational functions (e.g., AID, 

Special Foreign Currency, country assessment and progress reports) now 

in the present OASH Office of International Health, will be reassigned 

to the Fogarty Center where they will contribute more effectively to the overall 

international effort. The OASH international health activity will then 

focus on policy development and guidance for PHS and policy coordination 

with the various Federal and international organizations, including multilateral 

and bilateral health programs between the U.S. and foreign countries.
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The othe r sp ec ia l s ta f f s , as  a t pre se nt , ar e the  Offi ce  of  Hea lth 

Leg is la tion , the Offi ce  of  Pu bli c A ff ai rs , and the Offi ce  of Equal 

Employment Oppor tunity (OEEJO). OEEO w il l conti nue as a sp ec ia l s ta f f  Of fic e 

pending completion of the stu dy  of  EE)O a c ti v it ie s  being  conducted by 

the Of fic e of  the Se cret ar y.

2. Offi ce  of  Management

An Of fic e of Management (OW), to  be headed by the PHS Executive  O ff ic er ,

w il l be es ta bl is he d. I t  w il l co nsol idate the ad m in is trat iv e management 

a c ti v it ie s  of the ex is ting  Off ice of  Ad mi nistr ati ve  Management; the le g is la ti v e  

planning  implementation syste m, op erat iona l plan ning system,  PHS regu la tio ns  

coord ina tio n and review pr oc es se s, and the ex ecut ive  se c re ta ri a t func tio ns  of the 

ex is ting  Of fice of  Program Implementation; and, the op erat iona l li a is on  and 

managerial co ordina tio n and sup port fu nc tio ns  fo r PHS region al off ic es from 

the  ex is ting  Of fic e of Regional Op era tions.

D. Rea lign  PHS Regional O ff ic es .

PHS reg iona l o ff ic es w il l be reo rganized pursu an t to  the S ecr et ar y 's  ‘ 

d ir ec ti ve  to  c la r if y  and re vi se  reg iona l re sp o n si b il it ie s and or ga ni za tio ns .

This reorga niza tio n in it ia ti v e  w il l pr im ar ily str en gthe n Fed era l sup port 

of  S ta te  and lo ca l he al th  plan ning e ff o rt s  by de sign at ing the Regional Hea lth 

Admin istr ator as the ch ie f fede ra l he al th  pla nne r in  the region , and est ab li sh ­

ing an Of fic e of  Regional Hea lth Planning  (ORHP). ORHP w il l be res po ns ible
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for support of State and local health planning efforts, Cooperative Health 

Statistics System (CHSS), health facilities planning, operational and strategic 

plans within the regional office, and evaluations of the effectiveness 

of regional health programs. Additionally, the regional health administrator 

will work with PHS agency heads to assure that PHS funded health delivery 

projects are compatible with local services and needs. This is a major 

Secretarial initiative. Concurrent with this action, health manpower authorities 

and functions will be recentralized to HRA, to continue implementation 

of the Health Professions Educational Assistance Act of 1976.

A significant result of this reorganizational initiative is the reallocation 

of support positions to regional program functions.

Exhibit 4 depicts this reorganization initiative.
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PUBLIC HEALTH SERVICE

NEW ORG ANIZATION FOR PHS REGIONAL OFFICES

EXHIBIT 4
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Accomplishment of the reorganization initiatives will result in a 

simplified PHS organizational structure. The reorganization will:

. Streamline OASH organizational structure.

. Realign OASH functions and clearly define responsibilities 

vested in four Deputy Assistant Secretaries, as follows:

- Deputy Assistant Secretary for Health Programs, responsible

for health programs development and oversight, including two new 

initiatives to create a health practices assessment capability and 

revitalize the Secretary's ccmitment to Health Maintenance 

Organizations Program.

- Deputy Assistant Secretary for Special Health Initiatives, who 

will provide the capability for immediate response to urgent 

issues and problems.

- Deputy Assistant Secretary for National Health Insurance, who 

also serves as Special Assistant to the Secretary, on transition 

to National Health Insurance.

- Deputy Assistant Secretary for Policy, Services Research and

Statistics, responsible for health services research and health 

statistics activities consolidated with policy analysis, planning 

and evaluation functions in a new Office of Policy, Services 

Research and Statistics which includes the National Center 

for Health Statistics and National Center for Health Services 

Research.
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. Enable the Health Resources Administration to concentrate its

efforts on Congressional mandates for assuring an adequate and 

equitably distributed health manpower supply and effective 

planning by State and local agencies for meeting health care 

needs in their respective jurisdictions.

. Consolidate management activities under the PHS Executive Officer 

and redefine selected staff functions, including the post of 

a Senior Advisor for external relations and a reconstituted Office 

of International Health, to assist the Assistant Secretary in 

PHS management and external relations nationwide.

. Continue essential staff functions for health legislation, public 

affairs, and equal employment opportunity.

. Realign PHS regional offices and redefine the role of the Regional 

Health Administrators pursuant to the Secretary's directive to 

clarify and revise regional responsibilities and organizations.

IMPLEMENTATION

These changes and functional transfers will be implemented within the 

current PHS manpower ceiling and will result in significantly improved 

utilization of scarce manpower resources, particularly through reduction 

of overhead positions and their reallocation to programs. Highlights of 

personnel reallocations are as follows:

. 60 positions in OASH reallocated to PHS programs.

. 180 positions in PHS regional offices reallocated to BHM, HRA.

. 27 overhead positions in PHS regional offices reallocated to

regional program functions.
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. 887 NCHS and NCHSR positions in HRA transferred to CASH in support

of research and statistics.

. 25 overhead positions in HRA reallocated to BHM and the Bureau

of Health Planning and Resources Development, HRA.

This reorganization will significantly reduce the number of persons 

reporting to the Assistant Secretary for Health. At the present time, the 

Assistant Secretary for Health works directly with 37 persons in administering 

PHS. The new organization will reduce this number to 16.

The Public Health Service reorganization will impact many employees.

However, no reductions in force involving separations of personnel are anticipated. 

Maximum use will be made of the recent Civil Service Commission policy regarding 

the moratorium on downgradings as well as the normal range of administrative 

remedies, especially concerning a mandatory placement program.

Secretary Califano has directed Dr. Julius B. Richmond, Assistant 

Secretary for Health (Surgeon General of the U.S. Public Health Service), 

to implement the headquarters reorganization effective October 30, 1977.

It is anticipated that the new PHS regional structure should be in place by 

January 2, 1978.

97-633 0  - 77 -  18
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Mr. Maguire. Will the  gentleman yield?
Mr. Rogers. Certainly.
Mr. Maguire. I think the  question of coordination with existing 

other agencies within the  Deparmtent and programs which you, 
yourself, alluded to ear lier  is critical, and I wonder if we could 
expand the  question to give us some indication of how you are going 
to rela te to the Public Heal th Service, the Heal th Care Finance 
Administration, head start, immunization program, rural health 
clinics, family planning, et cetera.

Secre tary Califano. Absolutely.
Mr. Maguire. May we do that?
Mr. Rogers. Certainly.
Mr. Maguire. What about mate rnal and child heal th, for in­

stance? We are concerned that  you ought to be more involved in 
this  whole area. It ought to be, it seems to us, bet ter  coordinated.

Secre tary Califano. Actually, Mr. Chairman,  you sound like me. 
Yesterday in looking at this, and talking  about  this, I raised this 
very issue. When I said we were looking at  the  EPSDT progTam, 
and how it is run, and that  we would hopefully be finished within 
30 days with all we can do administratively, I should  have spoken a 
littl e more clearly. We are  looking a t all the  programs that  re late  to 
the  hea lth  care of children, including that program, and they will 
all be folded into this study, and I would hope to be able to take  
some actions in about 30 days and have a repo rt back here to this 
subcomittee.

Mr. Maguire. I thin k the  committee would welcome that and 
would look forward to working with you in tryin g to bring about 
bet ter coordination.

Mr. Carter. Mr. Chairman.
Mr. Rogers. And I think this  is true at the  State level as well.
Yes, Dr. Carter.
Mr. Carter. If you will yield.
Over the years I have seen the  Public Hea lth Services in  at least 

some of the States  degenerate because of the lack of funds, because 
the  Federa l Government was unable  to pay physicians  to be health 
officers in differen t area s and districts. At one time I remember 
poor mothers came to the  hea lth departments for care, prenata l 
care, and then  postnatal care, and the children were looked afte r 
from there on up. I r egre t t ha t we haven’t continued this  effort over 
the  years. I would hope we can improve and upgrade our public 
hea lth  departments and the services they  provide through this 
legislation.

Then, if we have a child with spinal bifida or other developmental 
disabilities,  he could immediately be referred for trea tme nt.

Does the CHAP program include comparable payment for screen­
ing and trea tment  of developmental disabilities?

Secre tary Califano. Doctor, there are two pa rts to your question.
One, we permit the States to pay for treatm ent of developmental 

disabilities , if the State plan includes it, in the context of CHAP. 
We do not mandate coverage of developmenta l disabilitie s in the 
CHAP program. We do mandate developmental disability  assess­
ment, but  not trea tme nt. We leave treatm ent to the  State  plan.
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With respect to the  firs t part of your question, we do expect to 
use the National Hea lth Service Corps program more vigorously in 
this  area, and we do expect next  year to  be coming up with requests 
for expansion of th at -----

Mr. Carter. Mr. Chairman, if you will yield for ano ther  ques­
tion—

Se creta ry  Califano . [contin uing] To get  more doctors to 
underserved areas.

Mr. Carter. Tha t is one thing that  has really  gone awry, as I see 
it. The National Health Service Corps was developed, as I under­
stand it, to provide physicians to deprived areas,  in both urban and 
rur al medically underserved  areas. Right now the  administr ators of 
our universities are not perm itted  to g ran t these  scholarships. The 
decision to the  scholarship applicants  is made here in Washington. 
Many of these people come back in to the Public H ealth Service, and 
are  not sent out into rural  areas , as was the  int en t of th is legisla­
tion to begin with, Mr. Secretary.

Am I not correct in this? You are  using it to increase t he number 
of people in the Public Hea lth Service at  t he present time, as I see 
it.

Secre tary Califano. Well, I will have to look at  specific numbers. 
I would hope t ha t is not the  case. I would hope th at  th ey are going 
to the p rivate rura l and u rban a reas, because t ha t is where  they a re 
supposed to go.

Mr. Carter. Yes, sir.
Secre tary Califano. It is a  relatively new program, and we have 

had a relatively small number of graduates , a handful so far.
Mr. Carter. We doubled the  authorizat ion last  year . I believe the 

appropriation was doubled too.
Secre tary Califano. I underst and  th at,  but it takes t ime for them 

to work through the mill before they  are  ou t there  as a doctor. But I 
will look at  this and look at the  numbers , and I will get the 
numbers to you on this.

Mr. Carter. Yes, sir.
[The following information was received for the  record:]
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Public Health and National Health Service Corps 
Scholarship Recipients Providing Obligated 

’ Service in PHS Facilities

Section 225 of the Public Health Service (PHS) Act, under which the

PHS and NHSC scholarship program was established and from which the

NHSC draws personnel, allowed scholarship recipients to fulfill their

.scholarship obligation by serving internships and residencies in

facilities of the PHS, such as PHS hospitals.

With the passage of P.L. 94-484, which restructured the scholarship 

program the provision for fulfilling scholarship obligations through 
internship̂  and residency'in PHS facilities was removed except for 

periods of internship and residency served before September 30, 1976.

Because many individuals had accepted scholarships with the under­

standing and written agreements that they could fulfill their obli­

gation through internships and residency in PHS facilities, the

congress found it necessary to amend the PHS act (P.L. 95-83) to

allow those individuals who had received a scholarship before enact­

ment of P.L. 94-484 on October 12, 1976 to fulfill their obligations

through PHS internship and residency. However, if an individual

received a scholarship for the first time from fiscal year 1977

funds, the individual would only receive credit against that one

year of scholarship support if he later serves a PHS internship or

residency.

Since all internship and residency positions are filled through a 

national matching system, and since many of the PHS facilities are 

considered less desirable for internships and residencies by medical 

school graduates, PHS scholarship recipients who elect PHS internships 

and residencies as their first choice, are usually matched to them.
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.Each y e a r  under th e  S e c ti o n  225  s c h o la r s h ip  pr og ram  an  a l l o c a t io n  o f 

a v a i l a b le  g ra d u a te s  ha s be en  made  be tw ee n th e  NHSC, th e  In d ia n  H ealt h  

S e rv ic e  (IH S)  and th e  PHS f a c i l i t i e s . .  T h is  r e s u l t s  in  a num ber  of 

in te r n s h ip  an d re s id e n c y  p o s i t io n s  b e in g  a v a i l a b le  in  PHS f a c i l i t i e s .
X *

Un der th e  S e c ti o n  225 s c h o la r s h ip  pro gra m , th e r e f o r e ,  n o t a l l  o f th e  

g ra d u a te s  wer e a v a i la b le  f o r  NHSC ass ig n m en t as w i l l  be  th e  case  un de r 

th e  r e v is e d  s c h o la rsh ip  pr og ra m .

I t  sh o u ld  be  no te d  th a t  w heth er  th e  o b li g e e s  a re  r e c e iv in g  in te r n s h ip  

a n d /o r  re s id e n c y  t r a in in g  in  PHS f a c i l i t i e s  o r e ls e w h e re , th ey  wo uld  

n e v e r th e le s s  be  u n a v a il a b le  fo r  p ro v id in g  h e a l th  s e r v ic e s  d u ri n g  t h i s  

p e r io d  o f  t r a in in g .  The r e a l  l o s s  r e s u l t s  from  th e  e li m in a t io n  o f 

t h e i r  o b l ig a te d  s e rv ic e  fo r  t h e i r  p e ri o d  o f  i n te r n s h ip  an d re s id e n c y . 

T li is  w i l l  ch an ge  over th e  n e x t 3 to  4 y e a rs  under th e  l e g i s l a t i v e l y  

im po se d c u r ta il m e n t  o f t h i s  p r a c t ic e  and w it h  in c r e a s in g  nu mbers o f 

o b li g e e s  be coming a v a i la b le  under th e  PHS and  th e  new NHSC s c h o la rs h ip  

pr ogr am s more g ra d u a te s  w i l l  be  a v a i l a b le  fo r  s e r v ic e  in  r u r a l  un d er­

se rv ed  a r e a s .  The fo ll o w in g  i s  a h i s to r y  and s h o r t  p r o je c t io n  of th e  

de pl oy m en t o f  s c h o la rs h ip  o b l ig e e s . I t  sh ould  be  n o te d  t h a t  th e se  

nu mbe rs  a re  i n  a d d it io n  to  th e  v o lu n te r  pr og ram  f i e l d  s t r e n g th  o f 

750 p e rs o n s  (490  p h y s ic ia n s  and 260  n u rs e  p r a c t i t i o n e r s ,  d e n t i s t s  and 

o th e r s )  who a re  p re s e n t ly  a l l  s e rv in g  in  p re d o m in a te ly  r u r a l  u nder­

se rv ed  a r e a s .

S c h o la rsh ip  g ra d u a te s  
a v a i l a b le

PHS in te r n s h ip  
and r e s id e n c ie s

In d ia n  H ea lt h  S e rv ic e

NHSC pr og ra m

1975 1976 1977 1978 1979

44 156 240 455 _535

28 57 51 3 5 35

16 79 69 70 • 90

- ‘ 20 120 350 410
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Mr. Rogers. Mr. Maguire, you have a question?
Mr. Maguire. Than k you, Mr. Chairman.
Mr. Secretary , with respect to the question of outcomes, setting 

targets, seeing where we are afte r given periods of time,  I wonder if 
you could te ll me what you t hin k a realist ic utiliza tion rate  under  
the  program might be at  the end of the first  or second yea r and at 
the  end of 5 years?

Secre tary Califano. I can give you the  projections we have as we 
project out over 5 years with what  were last  Janu ary’s budgetary 
projections for the 5-year period.

We would like to reach  3 million children, this  is of a population 
of 12 million; 3 million in 1978, 4.5 million in 1979, 5.9 million in 
1980, 7.4 million in 1981, and about 9 million in 1982.

Mr. Maguire. So a 75 percent  rate  at the  end of 5 years is your 
target.

Secretary Califano. T hat  is about w hat it is under  the budgetary  
assumptions, and none of those decisions have been made beyond 
fiscal 1978 by th e administ ration under the  assumptions we had in 
Janu ary  or February  of this year.

Mr. Maguire. Thank you.
When you quoted the  $75 million figure ear lier  for increased 

costs, were all  children up to 21 to be included? Was that  based on a 
75 percent utilization rate or some other figure?

Secre tary Califano. T hat  is what  it would cost to reach  a total  of 
1.5 million children. Tha t is the first year  of reaching 1.5 million. 
We estimate ther e are  slightly more tha n 1 million such children,  
and that  is the  first  year cost of reaching them.

Mr. Maguire. The first  year cost.
Secre tary Califano. Right.
Mr. Maguire. Mr. Secretary, you also made reference  in your 

sta tem ent  to national hea lth insurance and to your hopes t ha t child 
hea lth could be an imp orta nt par t of any approach to national 
hea lth insurance.

Does tha t mean that  we can antic ipate that outreach assessment, 
case management and all of these things we have been talkin g 
about  today, to assure that  poor children  receive the  diagnosis, 
trea tme nt, and preventive approaches, th at  all of that will be 
included in any approach to national hea lth  insurance?

Secre tary Califano. I think  it is a  fair assumption, yes. A lot of 
that  is included in th is program now. There seems to be widespread 
agreement that  it is very important to reach children , and the 
younger the bette r, as one of the most effective things we can do, 
both in terms  of people as human beings, and also with regard  to 
the  preventive point that  Dr. Carter has made.

Mr. Maguire. Congressman Moss and some other members of 
this  committee have introduced a bill which relies on a coupon 
system for services. I wondered if you might  have had a chance to 
look at tha t, and whe ther  you have any comment on that  as a 
device.

Secre tary Califano. I th ink  we would ra ther  not go to the coupon 
route. There are  some portions of the Moss bill th at  make a grea t 
deal of sense to us, and we th ink  would improve our bill. There are
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some portions that  we disagree with. I th ink  the most effective way 
might be if I submit ted something, an analys is of t ha t bill for the record, if I could do that .

Mr. Maguire. Surely. We would apprecia te that .
[The following information was received for the  record:]

Analysis of H. R, 7474

H.R. 7474 would:

increase the Federal match to 90% for screening/diagnosis.

increase the Federal match to 100% for treatment of defects and 
conditions discovered through screening/diagnosis.

provide coupons which identify EPSDT services for which medical 
assistance is available and which will indicate a child's entitle­
ment to receive EPSDT services.

require an annual compilation and publication of a list of 
providers and institutions that are willing to provide medical 
services under this program.

The bill has been reviewed by the Department and the following comments 
are offered:

(1) Separating screening and diagnosis from treatment for a distinct 
matching rate (90%) is contrary to the thrust which the Department 
is urging through the CHAP initiative— that is, providing compre­
hensive care, including assessment, through a primary care provider.

(2) The proposed 100% match "federalizes" Medicaid treatment, but only 
when it is related to EPSDT screening. Under CHAP, the Federal 
government would pay a higher match (but not 100%) for all 
subsequent treatment of an assessed child, except dental or 
inpatient, regardless of where or how conditions are diagnosed.
It would be extremely difficult administratively under H.R. 7474 
to determine which treatment would be eligible for the higher 
Federal match. In addition, federalization of the program (and 
termination of Federal/State partnership in setting standards, 
fees, etc.) should be considered on its own merits, not as an 
adjunct to CHAP.

(3) A coupon system such as that proposed in the bill would be 
extremely complex and costly to administer, and would give no 
assurance of delivery of required services. The State of Illinois 
tried such an approach in 1973 and found that the system was 
costly (printing alone cost about $1 per book) and not easily 
understood by recipients.
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(4) Publication of an inventory of resources is an excellent idea, 
but does not require new legislation. It should be pointed out 
that States are required by current EPSDT regulations to make 
available to recipients the names of providers of services.

(5) We estimate the Federal cost of this bill in the first year at 
$468 million above the current EPSDT program, and $288 million 
above the CHAP program.

Mr. Maguire. Ju st a concluding comment, Mr. Chairman.
I wonder if maybe sometimes the  language we use is indica tive or 

should be indicative of our emphasis, and I would like to see us 
change the title  of this  legislation  from ‘‘assessment” to “assu r­
an ce /’ because I think what we are all about  he re today is assuring 
hea lth among our children , an d tha t means that  we have got to deal  
as seriously with treatm ent as with the screening aspects.

Thank you.
Mr. Rogers. Good thinking.
Mr. Secretary , I have a few questions.
We do have a roll call. I know you need to get away.
What did you say our infant mortality  rat e was in this Nation? 
Secretary Califano. We are  11th among the  indust rialized  na­

tions of the world, although we are the  weal thies t nation in the 
world.

Mr. Rogers. Tha t is an unexplainable figure, isn’t it?
Secre tary Califano. Unbelievable.
Mr. Rogers. Shouldn’t we really do something about pren atal  

care? Should we ju st pass it by?
Secre tary Califano. Oh, no.
Mr. Rogers. Should we provide prenatal care for first-time 

mothers?
Secre tary Califano. Mr. Chairman, my own view is that  we 

should absolutely tre at  fi rst-time mothers. Pre nat al care is critica l.
Mr. Rogers. If we are really  going to get at this  problem, we 

really ought to do it properly. Prenatal care is where we should 
begin, should we not?

Secretary Califano. Yes, Mr. Chairman , and we should begin for 
all low income people.

Mr. Rogers. Yes.
Secre tary Califano. We should not limit  it to categorical ly eligi­

ble mothers.
Mr. Rogers. Yes, because I unde rstand that  of about 3 million 

births, 250,000 are low bir th weights, and 60,000 of those will die, 
main ly because the  mothers have not had prenatal care, advice, 
counseling, proper food—60,000 deaths, and it seems to me we 
migh t as well recognize this  problem and do something about it.
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Wouldn’t this  program be a good vehicle to use?
Secre tary Califano. Mr. Chairman, I can speak only for myself 

on that  at this  point in time.
Mr. Rogers. I understand.
Secre tary Califano. I th ink  th e sooner we deal w ith the  problem, 

the  be tter. The sooner we cover prenatal care, the  bette r off we will 
be from every vantage point, both in terms of dealing with the 
children, in terms of individual hum an beings, and in terms of the  
long-run cost implications.

Mr. Rogers. But the Robert Wood Johnson Founda tion did a 
study in one area of New York City, an area incidentally  serviced 
by four hospitals. They found in 1975-1976 registered mothers , those 
seeing a physician or g etting  c are from a clinic or the  hospital had 
an infant death rat e of 23.9 per 1,000, which is very high, but the  
unregistered mothers, those th at  had not had prenatal care, had an 
infant dea th rat e of 43.1 per 1,000. I think  even more shocking in 
the  study, the  Harlem Hospital showed that  in 1956 the  registered 
infant mor tality rat e was 18.4 compared to an unregiste red mor tal­
ity rate of 156 per 1,000.

Now th at  is a national disgrace, to have an infa nt mor tality rate 
of 156 per 1,000.

Mr. Carter. Mr. Chairman, I have to agree that  96 percent of 
women would have the ir youngs ters normally.  Only 4 percent 
would have  difficulty according to  th e figures that  I have been told. 
This is an extremely abnormal incidence of death.

Mr. Rogers. There  is no excuse for this  to occur in this  Nation.
Secre tary Califano. Absolutely. I agree with that  100 percent.
Mr. Rogers. We will try  to address  it in this legislation. I think 

we will expand this  program to cover prenatal care for first-time 
mothers. I am sure, if we can get the  Office of Management and 
Budget to look at it, they will go along.

I don’t believe they will recommend that  the  Pres iden t veto.
We must  recess.
I do have jus t a few questions and I will come back and we will 

finish.
The committee stands in recess for 10 minutes.
[Brief recess.]
Mr. Rogers. The subcommitete will come to order, please.
Mr. Secretary, shouldn’t we have a requ irement th at  States 

maintain at  leas t cur ren t efforts?
Secre tary Califano. Mr. Chairman, I have no objection to includ­

ing a main tenance of effort provision in this  legislation. I do think 
we should reta in some of th e bonuses we provide for good perfor­
mance here, and I do think we should make  sure we get a ratio nal 
penal ty structure. I don’t know t ha t the  penalty struct ure  that  we 
now have at  HEW works.

As you know, because you have been tryin g to stra igh ten  out the  
long-term care penal ty provisions in the  Medicaid program, that  
penal ty certainlv  doesn’t work, and here  we are again assessing 
ano ther  quarter s worth of utiliza tion control penal ties that  keep 
accumulating.

Mr. Rogers. It jus t seems th at  we should require a State,  if we 
give them more money-----
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Secre tary Califano. I have no problem with tha t, Mr. Chairman.
Mr. Rogers. I thin k we will include such.
Now also I don’t see anything  in the bill that  requires provider 

participa tion in delivering assessment and treatm ent services for 
Medicaid children.

Would you agree that  we ought to do something to get better 
provider participation?

Secre tary Califano. We need be tter  provider inpu t and p artic ipa­
tion, not only here but  in  o ther  Medicaid services as well. I am not 
sure  I know the righ t answer to th at  problem, quite candidly. I do 
think  one of the provisions, for example, in the  Moss bill that 
makes sense to us, that  we would suggest you might  want  to 
include, is the  provision requiring the development of lists of 
eligible providers and publication of those lists.

Mr. Rogers. I think Dr. Car ter has some feeling that  we should 
build upon public health.

Mr. Carter. I certa inly do. I feel tha t we should have more public 
hea lth  officials throughou t the country,  and they should be assisted 
by nurse practi tioners, so tha t approp riate  periodic screening can be 
done. When disease conditions are  found, including poor dental 
conditions, the children  can be referred to practitioners . Really, the 
public health system is not that  bad as fa r as tha t is concerned, but 
we are  going to have to build around the Public Hea lth Service 
Corps, as I see it, to do the examination  and the  screen ing, and refer 
the  children to physicians and treatm ent for correction of defects 
and so on.

Thank you, Mr. Chairman.
Mr. Rogers. We will look a t tha t, and I would hope you would as 

well.
Secre tary Califano. We will.
Mr. Rogers. And that your people will give us  some th inking on 

that  before we write  the  bill.
Secre tary Califano. All right , Mr. Chairman.
Mr. Rogers. Also shouldn’t the re be some minimum standards for 

reimbursement? Shouldn’t you also have some authority  where you 
could make some judgment on tha t, for instance, a State like 
Mississippi vis-a-vis New York?

Secre tary Califano. Mr. Chairman, this goes again to th e general 
and one of the  serious problems with providers. I guess I have to say 
in all candor I am not sure  of the  best way to deal with this 
problem. What you are suggesting is one way. I would like an 
opportuni ty to reflect on that  a little, and come back to the 
committee with some suggestions, because the  problem goes beyond 
the  CHAP program and beyond dealing with children in this area.

Mr. Rogers. In other words I don’t think we can really get into 
this  program unless we have given some th ought to tha t, to have 
requirements  and standards for minimum reimbursement while 
allowing some discretion to the Secretary.

Secre tary Califano. There is no question but  that  some States  
are  not paying enough  for the  services provided under  any 
standard .

Mr. Rogers. Some pay-----
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Secretary Caufano. But I would like to come back to you with a 
special suggestion in that area if I may.

[The following informat ion was received for the  record:]
Provider Problems

We propose to deal with a portion of t he  prov ider  problem thr ough the  addition al 
resource development funds  requ ested to in iti ate and expand com mun ity healt h 
centers. These organ izations provide th e type of continu ing prima ry care which 
CHAP emphasizes.

The reluctance of priv ate  providers to particip ate  in  CHAP is, of course,  one  aspect 
of th eir  p arti cipatio n in Medicaid general ly. Effective solut ions for CHAP must deal 
with  the  larger  issue, and  the  Departm ent  is working on proposals in connec tion 
with  nat ional healt h insu rance plan ning .

Consideration was given to the  adoption of a min imu m fee for assessme nts, but 
was abandoned.  There  is wide varia tion in ra tes  curre ntly paid. To set a fee high 
enough to at trac t rel uc tan t prov iders  would, a t the  same time cost more  for se rvices 
now available at  a lower rate .

A conference, to be sponsored by the Insti tu te  for Medicaid Management in m id - 
December, will develop model Sta te act ion plans to encourage more  provider par tic i­
pation in Medicaid.

Mr. Rogers. What I w ant us to do, Mr. Secretary, is assure tha t 
we develop an effective program.

Now what about requiring the  State s to use all qualified provid­
ers who are willing to participate?

Secre tary Caufano . I have absolu tely no problem with tha t. I 
also think, Mr. Chairman, as I mentioned, in addition  to the 
provider problem, I think we should  make sure that  ther e is plenty 
of flexibility to use every avenue available along the  lines Mr. 
Maguire was suggesting, to reach these  children , to identify them, 
get out and reach  them. There  are  some lessons we are  learn ing in 
the immunization area that  make  it important that  we have some 
flexibility here.

Mr. Rogers. Also what  would be your timetable  for regula tions 
on CHAP? You know the re were continual delays in EPSDT 
regulations.

Secre tary Caufano. It was intolerable, a delay of a few years  
actually.  Tha t will not happen here. I hope to announce next  week 
a whole new process for hand ling all  HEW regulat ions, and I think 
when you see tha t, you will recognize that  we will get them  out.

Mr. Rogers. Tha t is encouraging. We congratulate you on tha t.
Now the bill requires  S tates  to cover all needy children und er the 

age of 6, even i f they are  not  in  a n AFDC family. Quite a few States  
already cover children, as you know, up to 21, who are  not in 
broken families. If they continue that  coverage, and I assume they 
will, would they receive the  higher Federa l match  on the  CHAP 
services?

Secre tary Caufano . Yes, they  would.
Mr. Rogers. They would.
Now what I want to do is assure that  they  are  covered as well, 

but I jus t wondered under your proposal if th at  was your thinking.
What about paperwork? Can’t we get some of these forms down 

where it is not such a burden?
Secre tary Caufano . Mr. Chairman, we are trying to do that 

everywhere. We have had some success in the  education area . One 
of the  reasons for combining Medicare and Medicaid in the  Health
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Care Financ ing Administra tion was to reduce paperwork, and I will 
look at it specifically in this area.

Mr. Rogers. I th ink  tha t would be helpful to the committee. Also 
I th ink  we are finding that  uneven rates  discourage priva te doctors 
from coming in. We ought to  look at  th at problem. I would hope you 
would address that  too. Maybe we real ly ought to set national goals.

Would i t be helpful to have a group come together to set this  up 
or do you thin k it is sufficient to do it in the  legislation with a 
commitment by the administra tion?

Secre tary Califano. Mr. Chairman, I thin k there are  goals that 
have to be set in a host of areas, and this is one we can measure. 
We know the  number of children. We can identify  them by State. I 
think this  is essent ially a management problem of setting up a 
qua rter ly operational plan in advance as to the numbers of children 
that  should be reached. I intend  to do this  as part of a general  
setting of specific goals for a lot of operational activit ies of HEW, 
beginning with the  next quar ter, I hope, or certainly  no late r than 
the  first  qua rter of calendar 1978.

In the  sense in which you are think ing about  the  possibility of 
mandating goals here, or mand ating  tha t we se t goals, since we are 
doing it anyway, I have no objection to your doing tha t. I don’t 
think we need a commission or group to look at  that. I th ink  we can 
monito r it and report on it. My only hope would be th at  if t ha t is 
mandated, in line with your ear lier  question, th at  we do it in a  way 
which doesn’t create a lot of paperwork.

Mr. Rogers. Yes.
Finally , I thin k the  administ ration has testified in the  Senate 

reco mmending Medica id coverage for hard -to-plac e adoptive 
children.

Secre tary Califano. Absolutely.
Mr. Rogers. I don’t thin k we have had much comment on this 

side. I wonder about your feeings on that .
Secre tary Califano. We proposed in our legislation,  which was 

based on proposals that  were being made in the  Senate and here, 
that  such coverage should be provided. We think  it is preposterous 
that  a  family that  has a foster child, takes in a foster child that  is 
on AFDC, and loves that  child enough to adopt it, instant ly has the 
funds cut off for th at  child, and has the ir e ligibility for Medicaid cut 
off. That makes absolutely no sense.

Mr. Rogers. Once a pat ien t sta rts  t rea tme nt, the re ought to be a 
follow-up; would you agree on that?

Secre tary Califano. Yes, Mr. Chairman.
Mr. Rogers. Tha t is not limited to a 6-month period.
Secre tary Califano. We put  6 months in. The question we had 

was the  administrative  difficulty of going case by case, but  I am 
certa inly  willing to look at that  again.

Mr. Rogers. I hope you would and let us have your thinking.
Secre tary Califano. I will.
Mr. Maguire. Mr. Chairman, jus t two very quick questions.
In reference  to  the proposal, Mr. Secretary,  that  entit les children 

to hea lth care subsequent to receiving a hea lth  assessment, am I 
correct  in assuming tha t you also intend t ha t problems which arise 
in between the times that  a child is assessed should also be covered?
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Secretary Califano. Absolutely.
Mr. Maguire. And on dental care, as I understand it, some 90 

percent of children are found to need some kind of care.
In view of that  fact, is it not more efficient and practical and 

sensible not to require assessment, and to allow them to go directly 
to referrals  and trea tment?

Secre tary Califano. T hat  is fine as far as we a re concerned and I 
would hope they can do that  under these  circumstances.

Mr. Maguire. Thank you.
Mr. Rogers. Mr. Secretary, tha nk you.
Your testimony has been helpful. I believe it is constructive. We 

commend you on the  vigor with which you are  pursu ing this 
program and the runn ing of your  Department.

Secre tary Califano. Thank you, Mr. Chairman.
Mr. Maguire. I concur in that,  Mr. Chairman, and express my 

apprecia tion.
Mr. Rogers. The subcommittee will be in recess while the  mem­

bers answer the quorum.
[Brief recess.]
Mr. Rogers. The subcommittee will come to order.
Mr. Maguire.
Mr. Maguire. Thank you, Mr. Chairman.
The next panel is a  distinguished  panel of experts in the  field of 

dentistry who have come to testi fy on the  need for denta l coverage 
for poor chi ldren unde r CHAP. I shar e w ith t ha t a great  concern for 
the  hea lth  and futu re of these  children . Too often we hea r that  
dental services are  too expensive to provide. These stateme nts are 
often made by individuals who receive the  finest care in the country 
and in the  world; they  are pa rt of the  10 percent of Americans who 
consume two-thirds of all den tal appointmen ts made in this  
country.

Those of us who receive regular care often view dental  disease as 
an interm itte nt annoyance t ha t can be d ealt  with  as problems arise. 
Dental  care is actually the most common disease in th e country and 
like othe r diseases it varies in its virulence. Many of th e children 
who now qualify for EPSDT have the  most violent  forms of the  
disease. They walk around  with infections in the ir mouths that  
often spread into the  bone and through other tissues like muscle 
and skin. Their teeth break off, the ir bre ath  is foul, and they often 
are  not able to eat  much at all.

These same children often sit in school in  pain, with the ir faces 
swollen, and they, not infrequently,  suffer from malnutr ition . How 
much educational achievement can we expect from these  kids? And 
if education is trul y the  way to lift onself out of the  depths of 
poverty, do we believe that  an individual whose appearance is 
compromised by broken stumps and empty  spaces where teeth 
should be, will actua lly be competitive in the  employment market? 
Hardly.

Dental disease is an ugly, physically and mentally  debi litating 
disease. Perhaps those who question  the provision of dental  services  
under CHAP can go home, look in the  mirror, smile, go eat a good 
meal and convince themselves th at  dental services are not really 
essentia l. But this is no answer for the  millions of child ren who
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desperately need the help that  comes almost autom atical ly to those  
who are not poor.

These distinguished panelists have traveled from all over the  
count ry to express the ir concerns. I tha nk them for coming, 
Mr.Chairman, and I look forward to the ir testimony.

Mr. Rogers. I am sorry, we are having votes on rules. I see 
ano ther  vote is in progress. Rather than begin the  panel, we will 
vote and then  come back. So the committee will stand in recess 
ano ther  10 minutes.  We apologize to those who are waiting to 
testify. Perhaps the panel could get set up.

[Brief recess.]
Mr. Rogers. The subcommittee will come to order.
We have a distingu ished panel of dental care providers.
Welcome to the  committee.
Dr. Theordor C. Levitas, past president , American Acamdemy of 

Pedodontics, on behalf of the  American Denta l Association.
I might say I am part icularly  glad to welcome Dr. Theodore C. 

Levitas here. His brother  is a distinguished Congressman and a 
good friend of th is committee, so we are  very pleased to have you 
with us.

Dr. Max Schoen, Professor and Chairm an, Preventive Dentis try 
and Public Health  School of Dent istry, University  of California, Los 
Angeles; Dr. Louis Ripa, Professor and Chairman, Department of 
Children’s Den tistry, School of Denta l Medicine, State Univers ity of 
New York at Stony Brook; and Ms. Jeri Yunker, who is the 
Chairperson, Government Relations, American Dental Hygienists 
Association; and Marilyn  Katz, Connecticut Legal Services.

We welcome each of you to the committee.
Your statements  will be made a part of the record in full, and you 

may proceed as you desire. It would be helpful to the  committee if 
you could capsule your remarks  in about  5 minutes, if that  is 
possible. You may proceed as you desire.

Dr. Levitas.

STATEMENTS OF THEODORE C. LEVITAS, D.D.S., ON BEHALF OF
THE AMERICAN DENTAL ASSOCIATION; LOUIS RIPA, D.D.S., M.S.,
ON BEHA LF OF THE AMERICAN SOCIETY OF DENTISTRY FOR
CHILDREN; MAX H. SCHOEN, D.D.S., DR. P.H.,  PRO FESSOR  AND
CHAIRMAN, PREVEN TIVE DENTISTRY AND PUBLIC HEALTH
SCHOOL OF DENTISTRY, UNIVERSITY OF CALIFORNIA, LOS AN­
GELES; JERI YUNKER, R.D.H. CHAIRPERSON, GOVERNMENT RE­
LATIONS, AMERICAN DENTAL HYGIENISTS ASSOCIATION, AC­
COM PANIED BY BEN MILLER, WASHING TON CONSULTANT,
ADHA; AND MARILYN KAPLAN KATZ, COUNSEL, CONNECTICUT
LEGAL SERVICES

Dr. Levitas. Mr. Chairman, I am Ted Levitas of Atlanta, Georgia, 
and I tha nk you for your kind remarks .

I might take  this  opportunity to assure you that  my brother 
reciprocates the  high regard for you that  you hold for him.

I have had the privilege of speaking to large dental organizations 
all over th is country and abroad, and I must confess that I am a bi t 
more anxious and nervous at this time tha n stand ing before 800
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people, and it is probabaly a good thin g t ha t I am sitting down righ t 
now.

I am engaged in the  practice of pediatric  den tistry in Atlanta« I 
am past president of the American Academy of Pedodontics which 
is the organization of specialis ts in pediat ric den tistry and I have 
been active in the American Society of Dent istry for Children.

Today I am here on behalf of t he American Dental  Association, 
which represents more tha n 110,000 denti sts from throu ghou t the 
country.

As I believe this committee is well aware, the  American Dental 
Association has trad ition ally  placed its highest prior ity on the 
denta l care of children. The development during childhood of effec­
tive regimens of diet, professional trea tment , and home care is the 
foundation for a lifetime of sound oral health.

Denta l ca re for the  children  of indigent families and families that 
are  minimally self-susta ining is frequently  neglected. This occurs 
for several reasons, but  certainly severely limited finances is a 
significant factor. Because of this  si tuat ion the  Association has long 
advocated the inclusion of dental  services in hea lth  care programs 
aimed at  these children and also has promoted the  introduction of 
sepa rate  legislation to the  same effect.

These efforts have been reviewed in the prepared statement 
which has been submitted.

The present situa tion is histor ically  unique for us because it is 
the  first  time we have been faced with a bill th at  proposes incen­
tives to reduce the minim al den tal care benefi ts curr ent ly being 
offered to poor children . In the  past our testimony in support of 
children ’s denta l hea lth  bills has been directed  toward  improving 
the  status quo. Today it appears that  we are  struggling jus t to 
mainta in a status quo th at  everyone admits is grossly deficient.

Before getting into the  specifics of our objections to certa in 
provisions of H.R. 6706, I wish to make clear  t ha t we recognize the 
importance of all hea lth  care needs of children and support the 
broadening of the definition of the  dependent child.

Mr. Chairm an, unde r the  existing EPSDT law and regula tions 
States are  required  on paper  at  least, to provide “at  least  such 
dental care as is necessary for relie f of pain and infection and for 
resto rations of teeth and main tenance of den tal health. . .”

Section 7 of CHAP in prac tical effect would repea l this  provision 
by the  following language which requires “. . . the  inclusion of all 
care and services appropriate for individuals  und er age 21 (but not 
necessarily including. . .denta l care when not for the treatm ent of 
conditions discovered during an assessment).”

As Mr. Maguire pointed out ear lier  this  morning, we have cited 
the  s tatis tics showing the need for an effective de ntal  care program 
I would mention again that  some 97 percent of children  examined  
were found to require den tal care  before age 6.

According to data  gathered  by the Congressional Budget Office, 
only 25 percent of children projected to be screened may actually be 
refer red for dental care, because some States are  re luc tan t to  “find” 
dental problems they would be required to treat. This unfo rtun ate 
sta te of affai rs will become the  rule  unde r H.R. 6706 because ther e 
is no requ irement that  persons trained  in the  detection of denta l
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disease part icipa te in the  child assessment program, an omission 
that  is compounded by the  failure to recognize that  much dental 
disease will occur and remain unt reated during the intervals  be­
tween assessments.

Fur ther , we know th at  much treatm ent  will not even be found by 
a visual only assessment program examination.

It is for these and other reasons that  the dental profession has 
repeatedly urged State agencies to conserve resources and get to the 
business a t hand by foregoing dental screening  in favor of automatic 
refe rral  to a dentist for diagnosis and trea tme nt. This is the  most 
cost effective way of meeting the dental hea lth  needs of the eligible 
children and we strongly urge that  the  bill be amended to this 
effect.

One of the most serious defects in H.R. 6706, and perhaps of more 
long-range detr iment tha n any othe r to the  provision of needed 
dental care for poor children, is the exclusion of denta l care from 
the  higher Federa l matching contribution provided in section 7 of 
the  bill. Under existing law the Federa l contribution for dental and 
othe r health services ranges from 50 to 78 percent and averages  55 
percent. As we understand the proposed formula unde r H.R. 6706, 
services “othe r tha n dental and inpatient care ” would henceforth 
be matched at  a rate between a minimum of 75 percent and a 
maximum of 84 percent.

This, of course, is an  open invita tion to the State s to reduce even 
fur the r the  inadequate  level of d enta l care now provided to poor 
children and an encouragement to them  to refrain from broadening 
coverage of such care  in the future . Although it would seem difficult 
to take  a step backward from the  present EPSDT program unde r 
which only one in five eligible children receives any service, the 
administration  has succeeded in designing one of giant-size propor­
tions, insofar as access to dental care is concerned.

The Association s trongly  recommends that  section 7 be amended 
to include denta l care in the higher Federal contr ibution rate that 
is proposed.

We are pleased to  note that  Congressman Maguire has introduced 
a bill that  addresses itself  to these  specific problems. His choice th is 
morning of the word “as surance” is a welcome one, par ticu larly  if it  
will help assure  dental health.

In the message and press releases that  accompanied th e t rans mis ­
sion of H.R. 6706 to  Congress, there is strong language in support of 
the  prevention of illness and part icularly  immunizations  which of 
course, we support wholeheartedly.

Dental caries has been said to be the  most preva lent disease 
afflicting man. Yet no mention is made of community  water 
flouridat ion which has been recognized for nearly four decades as a 
safe and effective method of preventing  dental disease. For a modest 
investment in authorizing  grants on a  volun tary basis to communi­
ties wishing to adjus t the ir water supplies, millions of people could 
be benefited and millions of dollars could be saved.

I would commend Congressman Waxman for his comments on the 
need to include dental care.

Finally, Mr. Chairman, based upon a considerable number of 
years  of experience,  we of ADA anticipate th at  the  Depa rtment of
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Health , Education, and Welfare will atte mpt to defend the  exclu­
sionary dental care provision of H.R. 6706 on the basis of budgeta ry 
considerations . In this  regard, the  Dep artm ent’s e stima tes of costs 
as reported to us are based upon unrealist ic assumptions and are  
significan tly inflated. We would be glad to provide our cost projec­
tions for the record. In any event, the  government should be willing 
to make a reasonable, hum ani tar ian  commitment to the  improve­
ment of the dental hea lth  of poor children, for general hea lth  and 
denta l health are inextricably inter twined. Let me assure  you t ha t 
denta l care is too expensive not to be provided.

Most of all, Mr. Chairm an, you can see we have some serious 
concerns with this  legislation. At the  same time, we support the  
basic philosophy of the  bill which is to  improve hea lth care for low 
income children.  We have prepared  amendmen ts that  would rem­
edy the deficiencies we have described and we would be pleased to 
submit these and work with the  com mittee  toward fur the r improve­
ments in the  bill.

In conclusion, let me ju st comment th at  the  philosopher Goethe 
said “Little  can be done for grownup people. The inte lligent man 
begins with the  child.”

The American Society of D entis try for Children  has adopted this 
as its motto. We would urge you to adopt this  same motto, and to 
begin realistical ly with dental care  for children.

Thank you for your time and consideration.
[Dr. Levitas’ prepared stat ement  follows:]

97-633 0  - 77 -1 9
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STATEMENT OF
THE AMERICAN DENTAL ASSOCIATION 

ON H.R. 6706
THE CHILD HEALTH ASSESSMENT ACT 

BEFORE THE
SUBCOMMITTEE ON HEALTH AND THE ENVIRONMENT 

COMMITTEE ON INTERSTATE AND FOREIGN COMMERCE 
UNITED STATES HOUSE OF REPRESENTATIVES 

SEPTEMBER 9, 1977

Mr. Chairman, I am Dr. Theodore C. Levitan of Atlanta, Georgia 
where I am engaged in the practice of dentistry specializing in 
Pedodontics. I am a past-President of the American Academy of 
Tjedodontics and have been very active in the American Society of 
O«ntistry for Children. I am here today on behalf of the American 
Dental Association which represents more than 110,000 dentists fror 
throughout the country.
I am pleased to have this opportunity to present the views of the 
Anerican Dental Association on H.R. 6706, the Child Health Assess­
ment Act.
As I believe this Committee is well aware, the American Dental 
Association has traditionally placed its highest priority on the 
dental care of children. The development during childhood of 
effective regimens of diet, professional treatment, and home care 
5s the foundation for a lifetime of sound oral health.
Dental care for the children of indigent families and families that 
are minimally self-sustaining is frequently neglected. This occurs 
for several reasons, but certainly severely limited finances is a 
significant factor. Because of this situation the Association has 
long advocated the inclusion of dental services in health care pro­
grams aimed at these children and also has promoted the introduction 
of separate legislation to the same effect.
With the indulgence of the Committee, I would like briefly to review 
some of these efforts:

In 1964, when the Association testified on Medicaid, we urged 
that if resources would not permit coverage of all needy 
persons, at least dental care for children should be man­
dated. Such a provision was adopted by the Senate but was 
dropped in a House-Senate conference with cost cited as the 
reason.
In 19.67, at the urging of the Association, the then Admin­
istration submitted to Congress a bill authorizing
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among other things pilot dental projects under Title V of 
the Social Security Act. The bill was passed but no funds 
were allocated for such projects during fiscal years 1968,
1969 or 1970. In 1971, $500,000 were allocated to seven 
dental projects serving about 10,000 children. The next 
year about $860,000 were allocated and by the terms of the 
law the program was merged into other Title V projects.

The Association vigorously supported the 1967 amendments 
to the Social Security Act which established EPSDT and 
included dental care among the mandated benefits. The 
program languished for more than 2 years until a lawsuit 
was brought to require HEW to carry out its provisions.
Even then and up to the present, progress has been painfully 
slow, which of course is one of the reasons we are gathered 
here today.

In 1971, following a comprehensive hearing in the Senate, 
a Children's Dental Health Act introduced by Senator Warren 
G. Magnuson and strongly supported by the Association was 
passed by the Senate by a vote of 88 to 1. It provided grants 
for children's dental health care projects, fluoridation 
grants on a one-time voluntary basis, dental health education 
and other programs to develop effective preventive dental 
programs for children. The bill was not considered in the 
House.

In 1975 Senator Magnuson introduced a revised version of 
the Children’s Dental Health Act, again with the Association's 
support which was designed specifically to augment the floun­
dering EPSDT program by authorizing dental project grants 
for dental care and services for children of pre-school and 
school age who qualify for Medicaid. The bill passed the 
Senate as an amendment to the National Consumer Health Infor­
mation and Health Protection Act of 1976 but was not included 
in the final bill reported to the floor of the House.

That brings us down to the present, Mr. Chairman and the situation 
is historically unique for us because it is the first time we have 
been faced with a bill that proposes incentives to reduce the minimal 
dental care benefits currently being offered to poor children. In 
the past, our testimony in support of children's dental health 
bills has been directed toward improving the status quo. Today, 
it appears that we are struggling just to maintain a status quo 
that everyone admits is grossly deficient.

Before getting into the specifics of our objections to certain pro­
visions of H.R. 6706, I wish to make clear that we recognize the
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importance of all health care needs of children, none of which 
should be neglected. Tie therefore support the broadening of the 
definition of "dependent child" and the assurance of continuing 
care for children whose families' income increases beyond the level 
of eligibility as provided in Section 2(3) of the bill. The 
increased emphasis on immunization also is desirable and necessary.

The provisions for outreach appear much improved over EPSDT with 
federal matching reimbursement tied to these efforts as well as 
case tracking and follow-up. In this connection, it is our view 
that inadequate case tracking and outreach are major causes of 
deficiencies in the EPSDT program. At present there is no infor­
mation system, no way to identify in a timely manner which children 
received treatment as a result of referral and as a consequence, no 
timely way of tracking patients within the system. The new penalty 
provisions in Section 7(b)(1) appear to be an improvement, but we 
believe Congress should continue to seek methods of assuring 
compliance without reducing a state's health care funds. The 
monetary incentive for good performance also is an important inno­
vation. VThile Section 6 speaks vaguely to encouraging participation 
of providers in Medicaid under regulations of the Secretary, the 
crux of this matter lies in the unrealistic reimbursement schedules 
that are in effect in many areas, an issue that should be addressed 
directly.

To turn now to our specific concerns with H.R. 6706, Mr. Chairman, 
it is our opinion, with all respect to those in the Administration 
who drafted the bill, that its preamble would more accurately 
describe its provisions related to dental care if it said "To weaken 
and emasculate the early, periodic screening, diagnosis and treat­
ment program".

Although the EPSDT program in many respects has been seriously 
deficient because of faltering and indifferent implementation and 
underfunding, its weaknesses do not lie in its underlying intent 
or in the scope of its benefits. CHAP, on the other hand, repre­
sents a step backward, if that is possible, in its exclusion of 
benefits, its disincentives to the provision of comprehensive care 
and its reliance upon delivery settings that do not exist in many 
areas or do not lend themselves effectively or economically to 
meeting the total health needs of the children to be served.

Mr. Chairman, under the existing EPSDT law and regulations States 
are required on paper at least, to provide "at least such dental 
care as is necessary for relief of pain and infection and for 
restorations of teeth and maintenance of dental health..." (CFR 
239.10(b)(3)(IV)).
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Section 7 of CHAP in practical effect would repeal this provision 
by the following language which requires "...the inclusion of all 
care and services appropriate for individuals under age twenty-one 
(but not necessarily including... dental care when not for the 
treatment of conditions discovered Muring an assessment)."

This provision is wholly unrealistic unless its purpose is to deny 
needed dental care to most of the Medicaid-eligible children in 
the country. Had the Administration's authors of the bill taken 
the time and effort, and perhaps they did, to review the infor­
mation available from their own and other independent sources, they 
would have discovered from a report on the health status of children 
of low income families in the Maternal and Child Health Program that 
in 1969 dental patient visits for all children from families with’ 
incomes of $7,000-$10,000 was four times that of children from 
families with incomes of $3,000-$5,000; that only 40 percent of 
children under age 17 from low income families had ever been to 
a dentist; that 97 percent of such children were found to require 
some dental care before age 6. From a report of the American Academy 
of Pediatrics on the Delivery of Health Care to Children they would 
have read that "Dental Disease is nearly universal in children and 
50 percent of preschool children have one or more decayed teeth. 
Poverty intensifies neglect so that children from low income 
families have five times as many untreated decayed teeth as the 
average child". From another report they could have found that 
when black teenagers' health status was examined in Harlem in 1972, 
dental disease was found to be overwhelmingly the most common problem

Further they would have found from their own records that in the 
early days of the Headstart program significant amounts of money 
were ill-spent, or wasted by requiring dental screenings which 
many times produced a well-intended chart that collected dust 
instead of resulting in needed follow-up dental treatment. They 
also could have found from more recent experience under EPSDT 
that in states requiring screening by non-dentists as a prerequisite 
to dental treatment only a small percentage are actually referred 
for care and those often include only children with the most visible 
or gross conditions, usually involving severe pain. According to 
data gathered by the Congressional Budget Office only 25 percent 
or 500,000 of the 2,000,000 (children) projected to be screened may 
actually be referred for dental care because some states are 
reluctant to "find" dental problems they would be required to treat. 
This unfortunate state of affairs will become the rule under H.R.
6706 because there is no requirement that persons trained in the 
detection of dental disease participate in the child assessment 
program, an ommission that is compounded by the failure to recognize 
that much dental disease will occur and remain untreated during 
the intervals between assessments.
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This litany of the easily discoverable and obvious could be continued 
to include notice to the Department of Health, Education and Welfare 
that children with seriously diseased mouths do not perform well in 
school or in work, that oral disfigurements are handicapping to 
youths seeking employment, that thousands of man-hours of work per 
year are lost because of oral disease, and, perhaps most importantly 
that dental disease is among the most preventable of all maladies.

It is for these and other reasons that the dental profession has 
repeatedly urged state agencies to conserve resources and get to 
the business at hand by foregoing dental screening in favor of 
automatic referral to a dentist for diagnosis and treatment. This 
is the most cost effective way of meeting the dental health needs 
of the eligible children and we strongly urge that the bill be 
amended to this effect.

In this same connection it should be emphasized that the reliance 
placed in H.R. 6706 upon the utilization of health care centers for 
assessment and treatment is particularly inappropriate and probably 
unworkable for dental care since more than three quarters of all 
dentists practice alone in a private office setting. The American 
Dental Association believes that the Medicaid eligible population 
should have the same access to care as the population in general. 
Emphasizing a delivery mechanism not widely used by the public serves 
to set the Medicaid eligible children apart, clearly an undesirable 
effect.

One of the most serious defects in H.R. 6706 and perhaps of more 
long-range detriment than any other to the provision of needed 
dental care for poor children is the exclusion of dental care from 
the higher federal matching contribution provided in Section 7 of 
the bill. Under existing law the federal contribution for dental 
and other health services ranges from 50 to 78 percent and averages 
55 percent. As we understand the proposed formula under H.R. 6706, 
services "other than dental and inpatient care" would henceforth 
be matched at a rate between a minimum of 75 percent and a maximum 
of 84 percent.

This, of course, is an open invitation to the states to reduce even 
further the inadequate level of dental care now provided to poor 
children and an encouragement to them to refrain from broadening 
coverage of such care in the future. Although it would seem difficult 
to take a step backward from the present EPSDT program under which 
only one in five eligible children receives any service, the Admin­
istration has succeeded in designing one of giant-size proportions, 
insofar as access to dentil care is concerned.

The Association strongly recommends that Section 7 be amended to 
include dental care in the higher federal contribution rate that 
is proposed.
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In the message and press releases that accompanied the transmission 
of H.R. 6706 to Congress, there is strong language in support of 
the prevention of illness and particularly immunizations which 
of course, we support wholeheartedly. No mention is made, however, 
of community water fluoridation which has been recognized for 
nearly four decades as a safe and effective method of preventing 
dental disease. For a modest investment in authorizing grants on 
a voluntary basis to communities wishing to adjust their water 
supplies, millions of people could be benefited and millions of 
dollars could be saved. Although the present and previous Adminis­
trations have given a great amount of lip-service in support of the 
water fluoridation procedure, it is regrettable that they all have 
joined in the groundswell of timidity that has prevented substantive 
federal action.

Finally, Mr. Chairman, based upon a considerable number of years 
of experience, we anticipate that the Department of Health, Education 
and Welfare will attempt to defend the exclusionary dental care 
provision of H.R. 6706 on the basis of budgetary considerations.
In this regard, the Department's estimates of costs as reported to 
us are based upon unrealistic assumptions and are significantly 
inflated. We would be glad to provide our cost projections for 
the record. In any event, the government should be willing to make 
a reasonable, humanitarian commitment to the improvement of the •
dental health of poor children.

Mr. Chairman, as you can see we have some serious concerns with 
this legislation. At the same time, we support the basic philosophy 
of the bill which is to improve health care for low income children.
We have prepared amendments that would remedy the deficiencies 
we have described and we would be pleased to submit these and 
work with the Committee toward further improvements in the bill.

Thank you for your time and your consideration.

Mr. Rogers. Thank  you very much, Dr. Levitas, for a very helpful 
statement.

There  is again  ano ther  call. I think  the re are going to be two 
more a fter  this. You will have to  bear with us. We will recess for 10 
minutes.

I might say for the  convenience of othe r panelists , this will be the 
last panel before lunch. We will come back at 1:30 to begin the 
other panels.

[Brief recess.]
Mr. Maguire. The subcommittee will come to order.
Dr. Ripa, I believe your testimony is next.

STATEMENT OF LOUIS RIPA , D.D.S., M.S.

Dr. R ipa. Mr. Chairman and members of the  subcommittee: I am 
Louis Ripa, professor and chairman  of the  Department  of Chi ldren ’s 
Dentist ry, School of Dental Medicine, Sta te University of New York 
at  Stony Brook.

I appreciate the oppor tunity  to appe ar before you today. I am a 
member of national  organizations promoting denta l service, re­
search, and education , including the  American Association of Den-
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tai  Research, and appear here today with the  support of the  
American Society of Denti stry for Children.

I wish to provide the  committee with an overview of the  magni­
tude  of the problem of dental disease, specifically denta l caries, in 
American children  and adolescents. I ask permission to submit for 
the  record a longer referenced and illustra ted version of my stat e­
men t [see p. 290].

The principal disease affecting children  and adolescents is dental 
caries. Dental decay sta rts  early in life, and few individuals are 
immune. A study of a group of preschool children residing in 
flouride-deficient midwes tern communities  revealed that  even be­
fore the full eruption of the  deciduous teeth , teeth were already 
decaying. In  this group of 1 to 3-year olds, one thi rd of the  children 
were diagnosed as having cavities involving 25 percent of the ir 
teeth . By age 5, t he percentage of children affected by denta l decay 
rises to 75 percent.

A description of caries activity in children is fu rther compounded 
by the  eruption  of the perm anen t dentition, so tha t, during  the 6- to 
12-year-old period, both deciduous and pemanent teeth are  present 
together in the mouth. The first perman ent tee th to erupt, at age 6, 
are  the first  molars. They are believed, by many, to be the most 
caries susceptible teeth in the mouth. The first  perm anent molars 
are  the perm anent tee th which are  most frequently  extracted 
because of decay. The prem ature loss of a  tooth, especially a first  
perm anent molar, usual ly leads to orthodontic complications.

It is general ly acknowledged that  in fluoride-deficient communi­
ties, children  average about  0.75 new lesions a year. Thus, data 
from the National Hea lth Survey shows that  the  average 12-year- 
old child has four carious perm anen t teeth, while the  average 17- 
year-old has 8.78. Our own data  obtained in 1975 on children in our 
local Long Island community, are consistent with these  figures. 
Since each tooth has five surfaces, the  number of decayed surfaces, 
as opposed to decayed teeth,  which must  be restored is considerably 
higher tha n represented by these figures.

By early  adulthood, few individuals  enjoy a caries-free status. 
Only three of every 1,000 new Navy recruits  ente ring  the  Grea t 
Lakes Naval Training  Center  are caries-free.

The treatm ent of den tal caries is e ither resto ration or extrac tion 
with possible rep lacement. The magni tude of the dental care prob­
lem in th e young adult  is expressed in statistics  on treatm ent needs 
of new United States Army recru its in 1969. The minimum dental 
needs resulting from caries, per 1,000 recru its, were:

8,500 tooth surfaces requiring dental restoration , 205 crowns, 582 
fixed or removable dentures, and 1,008 tooth extractions.

For these needs, the Army allocates one den tist per 600 to 800 
recruits .

It must  be emphasized, however, th at  th e receipt of dental care  is 
not uniform throu ghou t th e population. While th e caries prevalence 
of high versus low socioeconomic groups is comparable, the amou nt 
of dental  care th at  these groups have received is not. The highes t 
number of carious teeth is found among children in low-income 
families, and the  highes t number of restored teeth is found among 
children  of high-income families.
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Suggested approaches to the national  problem of dental  decay in 

children include examination, prevent ion, and trea tme nt. It must 
be strongly  emphasized that  mass, rout ine denta l inspections; i.e., 
dental screenings, in children  is unnecessary. As discussed earl ier 
in this presen tation , denta l decay is a  pandemic. It is, therefore,  a 
waste of resources to conduct mass screenings on a population  
known to be susceptible to the  disease and in which the  disease is 
demonstrably high. Allocation of resources must  be directed toward 
treatm ent  of existing lesions and prevention of fu ture  ones. Treat­
ment is necessary, since neglect will lead to pain, infection, and a 
deterioration of the  normal denti tion through tooth loss. This, in 
turn , can be reflected in absenteeism from school or indus try, and 
often limits the  possible potential of the  child or adolescent.

A course of t rea tme nt, however, will not suffice to both resolve 
the existing dental needs of our children and accommodate the  ones 
that  develop each year on so large a scale. The unm et needs of 
approximately  24 million child ren in the  United States , aged 6 to 
11, include 12 million unt rea ted decayed perm anent tee th and 33 
million unt rea ted  deciduous teeth .

Dental caries, however, is a preventab le disease. It can be con­
trolled by the widespread application of safe and effective proce­
dures. Prevention is a realistic approach in children since the decay 
process sta rts  at an early  age. In addition,  it is generally more 
economical to prevent a disease tha n to tre at  it.

The primary agent for the prevention of car ies is fluoride. As of 
Jan uary 1976, 49.4 percent of t he U.S. population was consuming 
optimally fluoridated drinking water , with an expected caries re­
duction of approximately 50 pe rcent. The fluoridation of community 
wate r supplies, however, will not reach  the  enti re popula tion since 
approximately  23 percent of U.S. res idents are not served by cent ral 
water supplies. Thus, other methods of providing fluoride to chil­
dren on a communitywide basis have been sought. Reductions of 
between 20 percent and 50 percent can be expected from a daily 
regimen of fluoride table ts or from fluoride rinsing. Topical fluor ide 
trea tme nts  in the denta l office, the  application of sealants  to the 
occlusal surfaces by dentist s or trained  ancillaries, and the  routine 
use of approved fluoride-containing dentifrices have been shown to 
fur the r reduce the  number of decayed teeth.

Currently, two diffeent school-based caries-preventive demo nstra ­
tion programs have been initiated  in  th e United  Sta tes. One, funded 
by the National Inst itute of Dental  Research, involves approxi­
mately 80,000 school children  in the  supervised weekly rinsing of a 
0.2 percen t sodium fluoride solution. The other,  under the  auspices 
of the American Fund for Denta l Hea lth and suppor ted by the 
Robert Wood Johnson Foundat ion, involves several different thera­
peutic regimens within the schools. This program was initially 
designed to involve 20,000 elem enta ry school children . I am in­
volved as project director or Dental  Examiner in both of these 
projects. These programs a re expected to serve as models for futu re 
community  caries preventive programs

There is a very definite need to provide secondary care for 
children  and adolescents in order to restore normal function  to 
diseased mouths. However, prim ary care throu gh appropr iate  pre-
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ventive  modes must be encouraged since it is an unrealist ic expecta­
tion that  denta l needs can ever be totally met by t rea tment alone.

Legislation designed to provide dental care for the  underprivi­
leged must  provide, at  a minimum, a level simi lar to that  already 
available throu gh EPSDT.

[Testimony resumes on p. 318.]
[Dr. Ripa’s prepared stateme nt and atta chm ents follow:]

STATEMENT OF LOUIS W. RIPA  ̂ D.D.S., M.S. 

v • TO THE 

HOUSE OF REPRESENTATIVES
INTERSTATE AND FOREIGN COMMERCE COMMITTEE 
SUBCOMMITTEE ON HEALTH AND ENVIRONMENT

REGARDING
CHILD HEALTH ASSESSMENT ACT 

(H.R. 6706)

Mr, Chairman and members of the Subcommittee, I am 
Louis Ripa, Professor and Chairman of the Department of Children's 
Dentistry, School of Dental Medicine, State University of New York 
at Stony Brook, I am a member of national organizations promoting 
DENTAL SERVICE, RESEARCH, AND EDUCATION* AND APPEAR HERE WITH THE 

SUPPORT OF THE AMERICAN SOCIETY OF DENTISTRY FOR CHILDREN. I WISH 
TO PROVIDE THE COMMITTEE WITH AN OVERVIEW OF THE MAGNITUDE OF THE 
PROBLEM OF DENTAL DISEASE, SPECIFICALLY DENTAL CARIES, IN AMERICAN 

CHILDREN AND ADOLESCENTS,

MEMBER, AMERICAN DENTAL ASSOCIATION 
MEMBER, AMERICAN SOCIETY OF DENTISTRY FOR CHILDREN 
MEMBER, NEW YORK STATE SOCIETY OF DENTISTRY FOR CHILDREN 
FELLOW, AMERICAN ACADEMY OF PEDODONTICS
DIPLOMATE, AMERICAN BOARD OF PEDODONTICS
MEMBER AND FACULTY DELEGATE, AMERICAN ASSOCIATION OF DENTAL SCHOOLS 
MEMBER, INTERNATIONAL ASSOCIATION FOR DENTAL RESEARCH 
MEMBER, AMERICAN ASSOCIATION FOR DENTAL RESEARCH
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In the interest of time, I ASK permission to submit for the
RECORD A REFERENCED AND ILLUSTRATED VERSION OF MY STATEMENT.

V,

Dental Caries Prevalence
The principle dental disease affecting children and adolescents 

IS DENTAL CARIES. ALONG WITH THE COMMON COLD, IT IS THE MOST 

PREVALENT DISEASE WHICH AFFLICTS THE AMERICAN POPULATION. DENTAL 

DECAY STARTS EARLY IN LIFE AND FEW INDIVIDUALS ARE IMMUNE. A STUDY 
OF A GROUP OF PRE-SCHOOL CHILDREN RESIDING IN FLUORIDE-DEFICIENT 

Midwestern communities revealed that even before the full eruption 
of the deciduous dentition, teeth were already decaying.1 In this 
GROUP OF 1- TO 3-YEAR-OLDS, ONE-THIRD OF THE CHILDREN WERE DIAGNOSED 

AS HAVING CAVITIES INVOLVING 25% OF THEIR TEETH (TABLE 1). As 
DETERMINED IN A REVIEW CONDUCTED FOR THE NATIONAL ACADEMY OF 

Sciences, by age 5, the percentage of children affected by dental 
DECAY RISES TO 75%.2

Statistics on dental disease in children is well documented after 
AGE 5, WHEN THE CHILDREN ENTER SCHOOL AND ARE AVAILABLE FOR EXAMINATION. 

Data from the National Health Survey shows that at age 6, the mean 
NUMBER OF DECAYED OR FILLED TEETH IS 3 .5 .’ WHILE THE TOTAL NUMBER 

OF DECAYED OR FILLED DECIDUOUS TEETH BECOMES LESS DUE TO THE 

NORMAL SHEDDING OF THE DECIDUOUS TEETH, THE PERCENTAGE OF DECAYED 

AND FILLED DECIDUOUS TEETH REMAINS CONSTANT THROUGH AGE 12*
(Table 2).
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A DESCRIPTION OF CARIES ACTIVITY IN CHILDREN IS FURTHER 

COMPOUNDED BY THE ERUPTION OF THE PERMANENT DENTITION, SO THAT, 
DURING THE 6- TO 12-tYEAR-OLD PERIOD, BOTH DECIDUOUS AND PERMANENT 

TEETH ARE PRESENT TOGETHER IN THE MOUTH. THE FIRST PERMANENT
TEETH TO ERUPT, AT AGE 6, ARE THE FIRST MOLARS. THEY ARE BELIEVED,\
BY MANY, TO BE THE MOST CARIES SUSCEPTIBLE TEETH IN THE MOUTH.

The f ir s t  permanent molars are the permanent tee th which are 
MOST FREQUENTLY EXTRACTED BECAUSE OF DECAY. THE PREMATURE LOSS OF 

A TOOTH, ESPECIALLY A FIRST PERMANENT MOLAR, USUALLY LEADS TO 
ORTHODONTIC COMPLICATIONS.

I t is  gen erall y acknowledged that in fl uo ride - d ef ic ie n t  
COMMUNITIES, CHILDREN AVERAGE ABOUT 0.75  NEW LESIONS A YEAR.’
Thus , data from the Nation al Health  Survey shows that the average 
12 -ye ar - old ch ild  has four carious  permanent te et h, whil e the 
aver age  17-year - old has 8.7 s (Tabl e 3). Our own data obta ined  
IN 1975 ON CHILDREN IN OUR LOCAL LONG ISLAND COMMUNITY, ARE 
CONSISTENT WITH THESE FIGURES (FIGURE 1). SlNCE EACH TOOTH HAS 

FIVE SURFACES, THE NUMBER OF DECAYED SURFACES (AS OPPOSED TO 
DECAYED TEETH) WHICH MUST BE RESTORED IS CONSIDERABLY HIGHER THAN 

REPRESENTED BY THESE FIGURES.

C ^ equence.s jj f J w ’a l Xar le s.
By ea rly adulthood, few indi vidu al s' enj oy a c a r ie s- fre e st at us . 

Onl y three  of ever y 1,000 new Navy re cr ui ts  ent ering  the Great  Lak es  
Nav al  Tra ining  Cente r are ca r ie s- free . 7
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The treatment of dental caries is either restoration or 
extraction with possible replacement. The magnitude of the dental 
care problem in the young adult is expressed in statistics on 
TREATMENT NEEDS OF NEW UNITED STATES ARMY RECRUITS IN 1969. THE 
MINIMUM DENTAL NEEDS RESULTING FROM CARIES., PER 1,000 RECRUITS,
WERE:8,5 00  TOOTH SURFACES REQUIRING DENTAL RESTORATION 205 CROWNS582 FIXED OR REMOVABLE DENTURES1,0 08  TOOTH EXTRACTIONS
For these needs, the Army allocates one dentist per 600 to 800 
RECRUITS. '

It must be emphasized, however, that the RECEIPT OF DENTAL CARE 
IS NOT UNIFORM THROUGHOUT THE POPULATION. WHILE THE CARIES 

PREVALENCE OF HIGH VERSUS LOW SOCIO-ECONOMIC GROUPS IS 

COMPARABLE, THE AMOUNT OF DENTAL CARE THAT THESE GROUPS HAVE 

RECEIVED IS NOT. THE HIGHEST NUMBER OF CARIOUS TEETH IS FOUND 

AMONG CHILDREN IN LOW INCOME FAMILIES, AND THE HIGHEST NUMBER OF 

RESTORED TEETH IS FOUND AMONG CHILDREN OF HIGH INCOME FAMILIES 
(Figure 2 ).
AEP-RQACHES TO THE CARIES PROBLEM

Suggested approaches to the national problem of dental decay in 
CHILDREN INCLUDE EXAMINATION, PREVENTION, AND TREATMENT. It MUST BE 
STRONGLY EMPHASIZED THAT MASS, ROUTINE DENTAL INSPECTIONS; I.E.,
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dental screenings, in children IS UNNECESSARY.9 As discussed earlier 

IN THIS PRESENTATION, DENTAL DECAY IS A PANDEMIC. It IS, THEREFORE, 
A WASTE OF RESOURCES TO CONDUCT MASS SCREENINGS ON A POPULATION 

KNOWN TO BE SUSCEPTIBLE TO THE DISEASE AND IN WHICH THE DISEASE 

IS DEMONSTRABLY HIGH. ALLOCATION OF RESOURCES MUST BE DIRECTED 

TOWARD TREATMENT OF EXISTING LESIONS AND PREVENTION OF FUTURE ONES. 

Treatment is necessary, since neglect will lead to pain, infection, 
AND A DETERIORATION OF THE NORMAL DENTITION THROUGH TOOTH LOSS.

This, in turn, can be reflected in absenteeism from school or 
INDUSTRY, AND OFTEN LIMITS THE POSSIBLE POTENTIAL OF THE CHILD 

OR ADOLESCENT.

A COURSE OF TREATMENT,' HOWEVER, WILL NOT SUFFICE TO BOTH 

RESOLVE THE EXISTING DENTAL NEEDS OF OUR CHILDREN AND ACCOMMODATE 

THE ONES THAT DEVELOP EACH YEAR ON SO LARGE A SCALE. THE UNMET 

NEEDS OF APPROXIMATELY 24 MILLION CHILDREN IN THE UNITED STATES,
AGED 6 TO 11, INCLUDE 12 MILLION UNTREATED DECAYED PERMANENT 

TEETH AND 33 MILLION UNTREATED DECIDUOUS TEETH.’-'”

Dental caries, however, is a preventable disease. It can be 
CONTROLLED BY THE WIDESPREAD APPLICATION OF SAFE AND EFFECTIVE 

PROCEDURES. PREVENTION IS A REALISTIC APPROACH IN CHILDREN SINCE 

THE DECAY PROCESS STARTS AT AN EARLY AGE. In ADDITION, IT IS 
GENERALLY MORE ECONOMICAL TO PREVENT A DISEASE THAN TO TREAT IT.
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The primary agent for the prevention of caries is fluoride.
As of January, 1976, 9 9 .AZ of the U. S. population was 
consuming optimally fluoridated drinking water,11 with an
EXPECTED CARIES REDUCTION OF APPROXIMATELY 50% (TABLE 9). THE\
FLUORIDATION OF COMMUNITY WATER SUPPLIES., HOWEVER/ WILL NOT 

REACH THE ENTIRE POPULATION SINCE APPROXIMATELY 23% OF U. S. 
RESIDENTS ARE NOT SERVED BY CENTRAL WATER SUPPLIES. THUS,

OTHER METHODS OF PROVIDING FLUORIDE TO CHILDREN ON A COMMUNITY­

WIDE BASIS HAVE BEEN SOUGHT. REDUCTIONS OF BETWEEN 20% AND 50%
CAN BE EXPECTED FROM A DAILY REGIMEN OF FLUORIDE TABLETS 

(Table 5A and B) o r'from fluoride rinsing (Table 6).1 1' 1 ’

Topical fluoride treatments in the dental office (Table 7A, B,
AND C), THE APPLICATION OF SEALANTS TO THE OCCLUSAL SURFACES BY 

DENTISTS OR TRAINED ANCILLARIES (TABLE 8), AND THE ROUTINE USE OF 

APPROVED FLUORIDE-CONTAINING DENTIFRICES (TABLE 9A AND B) HAVE 
BEEN SHOWN TO FURTHER REDUCE THE NUMBER OF DECAYED TEETH.’*>1 5 16

Currently, two different school-based demonstration programs 
HAVE BEEN INITIATED IN THE UNITED STATES., ONE, FUNDED BY THE 

National Institute of Dental Research, involves approximately 
80 ,000  SCHOOL CHILDREN IN THE SUPERVISED WEEKLY RINSING OF A 0.2 Z 
SODIUM FLUORIDE SOLUTION. THE OTHER, UNDER THE AUSPICES OF THE 

American Fund for Dental Health and supported by the Robert Wood 
Johnson Foundation, involves several different therapeutic 
REGIMENS WITHIN THE SCHOOLS (FIGURE 3). THIS PROGRAM WAS INITIALLY 

DESIGNED TO INVOLVE 20 ,000  ELEMENTARY SCHOOL CHILDREN. (I AM
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INVOLVED AS PROJECT DIRECTOR OR DENTAL EXAMINER ON BOTH OF THESE 

projects.) These programs are expected to serve as models for 
FUTURE COMMUNITY CARIES PREVENTIVE PROGRAMS.

There is a very definite need to provide secondary care to 
CHILDREN AND ADOLESCENTS IN ORDER TO RESTORE NORMAL FUNCTION TO 

DISEASED MOUTHS. HOWEVER, PRIMARY CARE THROUGH APPROPRIATE 

PREVENTIVE MODES MUST BE ENCOURAGED SINCE IT IS AN UNREALISTIC 

EXPECTATION THAT DENTAL NEEDS CAN EVER BE TOTALLY MET BY

TREATMENT ALONE.

Legislation designed to provide dental care for the under- 
PRIVILEDGED MUST PROVIDE, AT A MINIMUM, A LEVEL SIMILAR TO THAT 

ALREADY AVAILABLE THROUGH EPSDT.
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Demonstration Program.
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T A B L E  I

Caries Prevalence in Preschool Children

Age of 
children 
(yrs.)

Nur±>er 
of • 

children

Percent
with
caries

def teeth 
all

children

def teeth 
children 

with caries

1 48 . 8.3 0.13 1.50
2 708 35.3 1.36 3.85
3 159 57.2 2.66 4.65

TABLE 2

.>  .**' MEAN  ANNUAL CARIU IN CII IEN CI!  RATES (NEW DECAYED ANO TILLED SURFACES) PER 100 PRIMARY TOOI1I SURTAC1S AT RISK

Age  7 -9 Age  8 -1 0 Age  17-11 A ge 10 -1 2 All  age s

M P M F M F M F M f ;
Up pe r

Se co nd  molar 3 -4 2 8-2 J 6 1 1 7-5 0 6- 52 7-3 9 6-9 0 J - 12 6- 18
1

7- 07 )
First molar 4 8 0 4-7 9 3- 78 4'7 8 3 83 4 -8 5 2-9 9 0  99 4-01 4- 62
Can ine 1- 67 0  93 1- 66 0  81 0- 74 0 62 1- 58 0- 53 1-42 0- 79 -

L ou er
1

Se co nd  molar 7 0 2 6 '5 9 6-2 1 4- 85 7-5 2 6- 65 7- 82 2- 73 6-91 5 561
First mo lar 3- 71 3- 85 2- 62 2-41 2- 04 1 1 4 2- 91 1- 54 2- 87 2-721
Can ine 0 -9 0 1 0 0 0- 57 0 16 1-44 1-50 0 0 0 78 0 671

All tee th 3 -6 7 4- 45 3- 39 3- 60 3- 65 4 0 6 3- 87 2 -3 2 3- 59 3-8 9
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TABLE 3

Average number of decayed (D ), missing (M), and filled (F) teeth per person among youths 12 17 years, with standard errors 
of the estimates, by age. sex, and race. United States. 1966-70

Age and sex
All DMF teeth D teeth M teeth f  teeth

Total* White Negro Total' White Negro Total* White Negro Tota l' White Negro

Both $e»es Number of teeth

12 -17y e a n .. - V I I 6.3 5.6 1.7 1.5 3.2 0.7 0.6 1.3 3.8 4.2

12 years.................. 4.0 4.0 3.7 1.2 1.1 2.3 0.4 0.4 0.7 2.3 2.6 I
)3  y e a n .................. 4.7 4.8 4.4 1.5 1 3 2.6 0.5 0.4 1.0 2.8 3.1 0 E
14 years.................. 5 3 5.9 5.6 1.8 1.5 3.3 0.6 0.6 1.2 3.5 3.8 1.2
15 years.................. 7.0 7.1 6.0 1.9 1.6 3.5 0.8 0.8 1.4 4.2 4.7 1.1
16 y ea n .................. 7.4 7.4 '  7.2 1.9 1.6 4.0 0.8 0.7 1.7 4.6 5.1 1.4
17 y ea n .................. 8.7 8.9 7.4 2.0 1.7 3.8 1.1 1.0 13 5.6 6.2 1.7

Male

12-17 y ean.  . 5.8 6.0. 5.2 1.7 1.5 3.0 0.7 0 6 1.4 3.5 3.8 0.8

12 years.................. 3.6 3.6 3.6 1.2 1.0 2.3 0.4 0.3 0.7 2.1 2.3 0.6
13 ye ars.................. 4.4 4.5 3.8 1 3 1.2 2.2 0.5 0.4 1.1 2.6 2.9 0.5
14 y ears.................. 5.5 5.6 5.1 1.8 • 1.6 3.1 0.6 0.5 13 3.1 3.4 0.8
15 years.................. 6.6 6.7 5.5 1.8 1.6 3.0 0.8 0.7 1.7 4.0 4.4 0.8
16 years.................. 7.0 7.0 6.7 1.9 1.6 4.0 0.9 0.8 1.7 4.2 4.7 1.1
17 y e a n .................. 8.6 8.8 7.1 2.2 2.0 3.8 1.2 1.1 13 5 3 5.7 1.4

Female

12-17 years. . 6.5 6.6 6.0 1.7 1.4 3.4 0.7 0.6 1.2 4.1 4.5 1.4

12 years.................. 4.3 4.4 3.7 1.3 13 2.4 0.4 0.4 0.6 2.6 2.8 0.7
13 y ea n .................. 5.1 5.1 5.0 1.6 1.4 3.0 0.5 0.4 0.8 3.0 3 3 1.1
14 y ea n .................. 6.3 6.3 6.1 1.7 1.4 3.4 0.7 0.6 1.0 3.8 4.2 1.6
15 ye ars.................. 7.4 7.5 6.6 2.0 1.7 4.0 0.9 0.8 13 4.5 5.0 1.4
16 y ea n .................. 7.8 7.8 7.6 1.8 1.5 4.1 0.8 0.7 1.7 5.1 5.6 1.7
17 ye a n .................. 8.8 9.0 7.7 1.8 1.4 3.8 1.0 0 9 19 6.0 6.6 2.0
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TABLE 4

• COMPARISON OF DMF TEETH* PER CHILD BEFORE AND 
AFTER FLUORIDATION**

Comm un it y Age DMF Teeth % Di ff ere nc e

Brantford, Ont ar io
Be fo re F., 1944-45 8 2.4 54.2
Af ter F., 1955 8 1.1

Newburgh, New  York
Befo re  F., 1944-45 9 3.1 51.6
Af te r F., 1954 9 1.5

Gr an d Rapids, Mi ch igan  
Be fo re F . , 1944-45 10 4.9 53.1
Af ter F., 1954 10 2.3

Marshall, Texas
Before  F., 1945 10 4.3 67.4
After F . , 1956 10 1.4

Evanston, Illinois
Be fo re  F ., 1946 12-14 9.0 48.9Af te r F., 1959 12-14 4.6

* *
DMF teeth includes pe rm anent teeth decayed, mi ssi ng or filled 
Adap te d from Unit ed  States Public Hea lt h Service statistics
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TABLE 5-A

C ari e s- P re ven ti ve  E ffe c ts  o f  F lu o ri de  T ab le ts  on Dec iduo us T ee th : A Summary

Study

\

F Com­
pound

Dai ly
Dosage

(mg)

I n i t i a l
Age o f 
Subje ct s 
In  Yea rs

No. of 
Sub je ct s

Years
o f F 
In ta ke

C ar ie s
Red uc tio n

Arno ld e t 
a l .  1960

NaF 0.5 -1 B ir th -6 121 1-12 "Co mparable  to  
w at er  F" (d e ft ) r*i

Pol ia k
1960

NaF+V* 1 3 100 2 80% (dr af t) [3]
NaF+V 1 4 111 2 20% (draft) (3)

Ziem now icz-
Glowaka 1960

NaF 0.8*
(4 x0.2 )p

3 139 2 26% (drafs) [1]

Lutom ska 5 
Konins ka 1962

NaF 0.6
(3 x0 .2 )

3-4 154 2 "No s ig n if ic a n t 
e f fe c t" f 31

Kamocka e t
a l .  1964 NaF 0.75

(3 x0 .25)
3 64 3 0% (dr af t) P l

NaF 0.75*
(3x0 .25)

4 79 3 0% (dr af t) [2]

Leon ha rd t
1965

NaF+V
(l iq u id )

r 3 T 2 38% (draft) (31

NaF+V
(l iq u id )

r 4 T 2 30% (draft) (31

Hennon e t 
a l .  1966,
1967 , 1970

NaF+V
NaF+V

0.5 -1
0.5 -1

B ir th - S j
B ir th -5

85
.5 4

3
4

63% (drafs)
68% (dm fs)

Hl
[1]

NaF+V 0.5 -1 B ir th -5  £ 60 5 66% (dm fs) P l
M argo lis  e t 
a l .  1967

NaF+V 0.5 -1 B ir th 91 5 70% (d e ft ) [31

Hoskova
1968

NaF 0.2S -1
(1 -4 x0 .2 5)

P re na ta l 78 4 93% (d e ft ) Hl
NaF 0.2S -1

(1 -4 x0 .2 5)
B ir th -1 151 4 54% (d e f t) Pl

K a il is  e t 
a l .  1968

NaF
NaF

T
T

Pre na ta l
B ir th

SO
92

4-6
4-6

82% (d e ft )
56% (d e ft )

[11
[11

S to lt e
1968

T 1 3 130 . 3 11% (draft) [31

P ri ch ard
1969

NaF
NaF

7
T

P re na ta l
B ir th

176
282

6-8
6-8

70% (d e ft )
40% (d e f t)

Pl
111
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\ TAB LE 5 -A  (CONTINUES)

C ari es- P re ven ti ve  E ff ec ts  o f Flu ori de Tab le ts  on Decidu ous  Tee th : A Summary

Study
F Com­
pound

Dai ly
Dosage

(ng)

I n i t i a l  
Age o f 
Subj ec ts  
In  Yea rs

No. o f 
Sub je ct s

Yea rs 
o f F 
In ta ke

C ar ie s
Re ducti on

Hamberg
1971

NaF+V
(d ro ps )

0. 5 B ir th 342 3 57% (de cay ed 
te e th ) [3]

NaF+V
(d ro ps )

O.S B ir th 342 6 49% (de cay ed 
te e th ) P l

Hennon e t 
a l .  1971

NaF+V 0. 5 -C l 458 3 78% (d ef s) [3]

Kraem er
1971

CaF2

CaF2

1

. 1

4

5

170

82

2

2

22% (dm f t )

18% (draft)

[3)

[3]
Schutzmann- NaF 1 Pre nata l 100 < 1 13% (dr aft) [1]sky  1971 NaF 0.2S -1

(1 -4 x0 .2 5)
P re nata l 100 9 30% (draft ) [1]

NaF 0. 25 -1
(1 -4 x0 .25)

B ir th •• 100 9 14% (draft) [1]

Hennon e t NaF+V 1 l£ -3 182 1 57% (d ef s) [1]a l .  1972
NaF 1 l f 3 165 1 55% (d efs ) [1]

NaF+V 1 i£-3 95 2 66% (d efs ) [U
NaF 1 91 2 63% (d ef s) [11

Aasenden 5 
Pee bl es  1974

NaF+V** 0. 5- 1 B ir th 87 8-11 80% (d fs , 2nd 
m olar s) [11

t V=V itamins [1]  S t a t i s t i c a l l y  s ig n if ic a n ti f  A NaF+V co mbina tio n was gi ve n up [2] Not s t a t i s t i c a l l y  s ig n if ic a r.to  3 year s o f ag e.  Beyond th is  ' [3]  No s t a t i s t i c a l  t e s t  re port edage  some ch il d re n  re cei ved  NaF+V
w hi le  o th e rs  re cei ved  on ly  NaF. .

* T ab le ts  give n on ly  on sc ho ol  da ys .
<S Fo ur  0 .2  mg. F ta b le ts  gi ve n d a il y . \
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%

TABLE 5-B

C ar ie s-
\

-P re ve nt iv e E ff ec ts  o f F lu ori de  T ab le ts  on Perm anen t Tee th : A Summary

Stud y ,
F Com­
pound

Dai ly
Dosage

(ng)

I n i t i a l  
Age o f 
S ub je cts  
in  Years

No. o f 
Sub j ec ts

Years 
o f F 
In ta ke

C ar ie s
Re ducti on

Ston es  e t 
a l .  1949

NaF 1.5 6-1 4 125 2 04 (c a ri e s  in ­
te n s i ty ) [2]

Bibby  e t 
a l .  19SS

NaF
( p i l l )

1 5-1 4 133 1 T en ta ti ve  find in g 
no re duction  (new 
car io us a re as )

r
[3]

NaF
(lo ze ng e)

J 5-1 4 119 1 T en ta ti ve  fi nd in g : 
p o ss ib le  re duc tion  
(new ca ri ous 
are as) (31

N ie de nt hal
19S7

NaF 1* <
(2 x0.S )p

6-7 251 3 224 (DMFT) (3J

Krzodek
1959

NaF
NaF

1
•

1
6-9
6-9

8381
13585 ’

3
4

214 (DMFT)
224 (DMFT)

[3]
[3]

Arnold e t 
a l .  1960

NaF 0. 5- 1 B ir th -6 121 1-15 "Compa rable to  
w at er  F" (DMFT)

[31K ru sic
1960

CaF2 7 8-1 5 480 1-3 704 (7)

Poli ak
1960

NaF+V* 1 6-7 300 2 384 (DMFT) [3]

Ziemno wicz- 
Gloua ka 1960

NaF 0.8 *
(4x0 .2 )

3-6 704 2 334 (DMFS) [1]

NaF 0.8*
(4x0 .2 )

5-6 204 3 284 (DMFS) [1]

Jc z
1962

CaFj 7 7-11 7200 04 (7) [3]

K ry ch al sk a-  
Karwan 5 
Laskowska 1963

NaF 7 grammar
sc ho ol

134 4 54 (DMFS) [3J

Minoguchi e t 
a l .  1963

NaF+V 0.25 B ir th -6 75 6 364 (DMFT) [3)

Bi nd er
1964 , 1967

NaF
•

1 6 7 4 354 (DMFT) [3]

Grissom  e t 
a l .  1964

NaF
*

1 6-11 178 2 344 (DMFS) U1
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TABLE 5-B  (CWI'INUED)

C ari es- P re ven ti ve  E ff ec ts  o f F lu ori de Tab le ts  on Permanen t Tee th : A Summary

Stu dy  \
F Com­
pound

Dai ly
Dosage

(■g)

I n i t i a l
Age of 
Sub je ct s 
in  Years

No. of 
Su bje ct s

Years  
o f  F 
In ta ke

C ar ie s
Red uc tio n

Kamocka e t 
a l .  1964

NaF 0.7 5*
(3x0 .25)

3 64 3 17% (DMFT) [2]

NaF 0.75*
(3 x0 .25)

4 79 3 60% (DMFT) [1]

Le onhardt NaF 1 6 398 4 32% (DMFT) [3]
1964 NaF 1 7 429 3 25% (DMFT) (3J
Hippch en
1965

7 1 6 500 3 32% (DMFT) [3]

Schutzmann-  
sky 1965

NaF '0 .7 5 *
(3x0 .25)

6 580 4 25% (DMFS) [3]

NaF 0.75*
(3x0 .25)

6 197 6 27% (DMFS) [3]

Berne r e t 
a l .  1967 ,
1968

NaF 0. 5- 1* 5-7 105 3 84% (DMFS, ex ce pt
1s t mo lar)

33% (DMFS, 1st
molar ) [3]

NaF 1* 7-9 158 4 16% (DMFT) [3]
NaF 1 7-9 160 6 20% (DMFT) 13)
NaF 1* 7-9 109 7 24% (DMFT) (51

DePao la 6
Lax 1968

APF
*

1 6-8 130 2 23% (DFS) (1 )

G ir a rd i-  
Vogt 1968

NaF 1 1st  gra de 7 3 31% (? ) . [3]

S to lt e
1968

7 1 3 150 3 69% (DMFT) (3)

M ar th al er
1969

NaF 0.5 -1 *
(2 -4 x0 .25)

6-7 450 1-8 36% (D’iFT)
47% (D.-1F s i t e s )

Hamberg
1971

NaF+V
(d ro ps )

0.5 B ir th 342 7 70% (de cayed 
te e th ) J ? )

Schutzraann- NaF 1 Pre nata l 100 -=.1 6% (DMFT) [2]
sky  1971 NaF 0.2S -1

(1 -4 x0 .25)
P re na ta l 100 9 43% (DMFT). (1)

NaF 0.2 5- 1 B ir th 100 9 39% (DMFT) (1)
(1 -4 x0 .25)
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TABLE 5- 3 (COtr’INUED)

Car ie s-Pr ev en tive  Effec ts  of  Fluo rid e Ta blets on Permanent Teeth : A Summary

Study
F Com­
pound

Dai ly
Dosage

(“g)

I n i ti a l  
Age of  
Su bjec ts 
in  Years

No. of  
Subjec ts

Years 
of  F 
In tak e

Ca rie s
Redu ction

i
I

Aasenden e t 
•1 . 1972

APF
(l iq uid )

•
1 8-11 109 3 30% (DFS) U]  j

NaF
(l iq uid )

1* 8-11 114 3 - 27% (DFS) 1 1 1 !

Pla ss ch ae rt  6 
Konig 1973

NaF '  1 7 190 2 32% (DMFS) i n !

Aasenden 5 
Peebles. 1974

1

NaF+V** 0.5-1 Bi rth 100 8-11 80% (DFS, a l l  
te e th )

77% (DFS, 1s t 
mo lars) [i ]1 D ri sc oll  et  

! a l.  1974
APF

*
1 6-7 202 6% (DMFS) (2)

APF 2 6-7 197 27% (DMFS) [1]

♦ V=Vitamins
♦f A NaF+V com bination was give n up to  

3 ye ar s o f age . Beyond th is  age 
some ch ildr en  rece ived  NaF+V whi le 
oth er s rece ived  only NaF.

* Tab le ts  giv en only on school  d a y s .. 
i i> Two 0. 5 mg. F ta b le ts  given dai ly .

[1] S ta t is ti c a ll y  si gn if ic an t
[2] Not s ta t i s t ic a l ly  si g n if ic an t
[3] No s ta t i s t ic a l  te s t repo rted

SELF ADMINISTR ATION  OF TOPICAL
TABLE 6

FLUORIDE BY MOUTH RIN SIN G

S tu d y

I n i t i a l
Ag e

A g e n t
A p p l i c a t i o n s /

D u r a t io n
% R e d u c t io n

DMFS
95T o r r e l l  & E r i c s s o n 11 0. 05%  NaF D a i l y / 2  y r s . 49

9 6H o ro w itz  e t  a l .

11 0.2%  NaF 2x  m o n th /2  y r s . 21

6 0.2%  NaF l x  w e e k /2 0  mo. 16

F r a n k l  e t  a l . ^ 7

11 0.2%  NaF l x  w e e k /2 0  mo. 44
14 APF(0.02% F ) , 

pH 4 .0
D a i l y / 2  y r s . 25

R a d ik e  e t  a l .^ ® 8 -1 3 0.1%  SnF 2 D a i ly /2 0  mo. 3 3 ,4 3 *

2 i n d e p e n d e n t  e x a m in e r s



TABLE 7-A

STUD IES EMPLOYING TOPICAL NaF IN PER MANEN T TEETH: 
NON FLUOR IDE AREAS

Study

oco
O
U, <3 .■»- ~  

x-" <

5  -2 *5

'£ Reduction
S.
u,

Q

IS)
t*4

Q

Bib by*  ............................... . .  10- 13 0.1 3 1 45 .9
6 2 27 .6

C ala gan  & KnutsO nc . . . . . .  7- 15 2 2 1 21 .7 13.5
• 4 1 40 .7 33 .7

6 1 41 .0 28 .3
Be rgman* .......................... . . .  11-12 2 4 3 43 .0
L aw  e t al. ’ ........................ 7- 13 2 4 1 35 .2 35 .8
Torc-11 & Erics so n’ . . . . . . .  10 2 4 2 19.8

TABLE 7-E

STU DIES EMPLOYING TOPICAL SnF- IN PER MANEN T TEET H: 
NON FLUORID E AREAS

Study

o
•<

co
O
£
cco

5
-2
cSJ

o  =■ Y
em

 A
fte

r 
In

iti
al

c

a

"2.c.
<

% Reduction
S,
fc.
-5
Q

JO
**>
s

M er ce r & M uhl er ’* ............ . . .  6-14 8 1 1 50 51
Gish e t al .”  .......................... . . . 7 8 1 8 mo s. 21* 26*
G is h et  al .“  .......................... . . . 7 8 1 1 59* 56*
G is h et  al .1* ........................ . . . 7 8 1 1 31 * 31 *

7 8 2 2 17* 24*
7 8 3 3 35 * 39*
7 8 4 4 32 t 30 t

G ish et  al .a  . . . . . ’ .............. . . .  7 8 2 2 28 * 26 *
7 8 3 3 30* 23 *
7 8 4 4 2 0 t 251
7 8 5 5 30t 35 t

Pet er so n & W ill ia m so n3  . . . . 9-13 8 2 2 26 .2 24 .2
H ar ri s3  .................................... . . . .7- 12 8 6 3 23 .3 —
L aw  e t al .’ ............................. . . .  7- 13 8 1 3 23 .6 — .
C art w ri g h t e t al .”  .............. . . .  6-19 8 4 2 — 37
H oro w itz & L ucy e”  .......... . . .  8-10 8 2 2 8 8
W el lo ck  et  a l. "  ................... . . 8- 12 8 1 1 9 0

1.232 (N a F  + H F ) , 1 1 55 71
Sal te r e t al .3 .......................... . . .  6-7 8 1 1 64 .7 55 .8

2 1 29 .4 29 .5

•  = C om par ed  to  4 ap pli ca tions  of  2«  NaF .
t  = C om par ed  to 2 se rie s of  4 ap pl icat io ns  of  2% N aF  sp ac ed  at  3- yr . in te rv al s.
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TABLE 7'-C

*
STUDIES OF TOPICALLY APPLIED ACIDULATED 

PHOSPHATE-FLUORIDE SYSTEMS IN PERMANENT TEETH: 
NONFLUORIDE AREAS

Study

<3
t f l

3 c
Si 6

-2 S  
*3o ^* 

•*»

3  *

S
*5 

*3 5 x: c.
4  - c

% Reduction
E-.
U.
s

CZ5
U,

Q

Wellock & B rude void3  .

Pameijer et al.3  ..........

. 8-11

. 4-10

1.23% (N aF  + H F)
0.1 M HiPO», 
pH approx. 3
2% N aF,
0.15 M H>PO», 
pH 3.6

1 1
2 2

4 3-15
mos.

55
67

71
70

51 *

Wellock et al.3  ........ . 8-12 1.23% (N aF  +  HF )
0.1 M HsPOi, 
pH 3.0-3.5

1
2

1
2

44
44

46
52

Cartwright et al.3 ........ . 6-9 1.23% (N aF  + HF )
0.1 M HUPOi, 
pH 2.8

4 2 49

Muhler et a l .* * .............. . 6-13
z '

8% SnFj + 8% 
NaHJPO,, pH 3.0
3.6% Na F + 1.8% 
K: HPO«, pH 6.0

2

2

1

1

65.5

51.2

67.0

51.5

Averill et al ."  . ........ . 7-11 2% NaF, 0.1 NaHJPO. 
+ H;PO,, pH 4.4

4 2 11.6 +2.3

Cons et al.*3 ................... . 6-11 1.23% (N aF  + HF )
0.1 M FLPO,, 
pH 3

3 3 16 +1

Ingraham & Williams** . . 6-10 1.23% (N aF  + HF )
0.1 M HJ>O., pH 3

2
2

2
2

18.2
23.91

10.9
13 .lt

Horow itz" ................... . . 10-12 1.23% (N aF  + HF )
0.1 M H JO ,,  pH 3

1
2

1
1

17.0
28.3

22.4
27.1

Horowitz" ................... . . 10-12 1.23% (N aF  + HF ) 
0.1 M FLPO, pH 3

2
4

2
2

25.7
32.9

33.0
35.9

Horowitz*0 ................... . . 10-12 1.23% (N aF  + HF ) 
0.1 M FLPO,, pH 3

3
6

3
3

26.8
40.3

30.0
42.6

De Paola et a l . " ........ . . 6-8 1% NaF, 0.1 M
H-.PO., pH 3.8

3 1 23 21

0.25% NaF, 0.03 M 
FLPO,, pH 3.8t

6
9

2
3

6
1

11
3

•  Compared to half-mouth treatments with 2% NaF . 
t Agent changed during 2nd and 3rd years of study.
t Acidulated  phosphate fluoride solution applied in rubber trays with paper 

liners.

97-633 0  - 77 - 21
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TABLE 8

RE SULT S OF CLIN IC AL SEALANT STUDIED

I n v e s t i g a t o r ( s )
T im e 

(m o s .)
1 R e t a in e d

S e a l a n t *  ** w in
4 C a r i e s  

R e d u c t io n *  *

A u t o p o l y n e r i z i n g  S y s t e m s
W il s o n  e t  a l . 1 3 7 6 74 73

R o c k  ̂ 3 12 52 81
T h v l s t r u p  & P o u l s e n ^ 12 73 70

R o c k 1 4 0 24 5 2 65

U l t r a v i o l e t  L i g h t  P o l y e r m i z e d
S y s t e m s

L uoia a  e t  a l . 1 4 1 6 99 92

B u o n o c o r e 1 4 7 12 99 100
M cC un e e t  a l . 1 4 3 12 83 8 1 - 8 5 *
R o c k  J-4 4 12 54 65
R o c k 1 3 8 12 86 100
G o u r l e y 1 4 5 12 87 65
R i s a g e r  & P o u l s e n 1 4 ® 12 69 §
S t i l e s  e t  a l . 1 4 7 12 51 &

M eurm an  e t  a l . 1 4 8 18 95 88

B u o n o c o r e 1 3 5 24 87 99
H o r o w i t z  e t  a  I . 1 4 9 24 73 67
R o c k 1 4 0 24 80 99
G o u r l e y 1 5 0 24 78 58
B u r t  e t  a l . 1 3 6 24 27 14
H i g s o n 1 5 1 24 3 23

R o c k 1 5 7 36 70 68
G o in g 1 5 3 36 56 47

H o r o w i t z  e t  a l . 1 3 4 48 50 41
L e a k e  & M a r t i n e l l o 1 5 4 48 20 21

* c o m p l e t e l y  c o v e r e d  t e e t h  o n l y
**  p e r m a n e n t  t e e t h  o n l y

* tw o  i n v e s t i g a t o r s

5 c a r i e s  d a t a  n o t  p r e s e n t e d  i n  a  m a n n e r  t h a t  a l l o w s  t a b u l a t i o n
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TAB LE 9 -A

DEN 1R IH CE  STUDIES USING STANNOUS FLU ORIDE WITH A COMPATIBLE CALCIUM PHOSPH ATE ABRASIVE 
SYSTEM (NO RTH AMERICAN STUDIES ONLY)

Stu dy Denti frice In it ia l Age Su perv liio n Du ratio n
T Redu ct ion

D M FT D.MFS

Muhler e t ah" SnF eCa.PO. 5-15 No 6 mos. 53.4 71.5
Muhler et ah" SnF-Ca.P .O, 5-15 No 1 yr. 50.6 49.3
Muhle r et ah* SnF,-CaJ>.O, 5-15 No 6 mos. 45.4 41.7

1 yr. 33.9 36.0
Muhler et ah* Sn Fe Ca JX h 17-36 No 6 inos. 55.0 50.4

1 yr. 53.7 41.6
Muhler et al.“ SnFeCa-PX), 17-36 No 24 mos. 30.0 34.0
Muhler" SnF-Ca.P.O :, Sn-PXJ, 6-18 No 6 mos. 42.2 25.8

1 yr. 28.2 18.5
18 mos. 31.4 24 3
2 yrj. 24.5 19.2
3 yrs. 23.7 22.4

Cish and Muhler* SnFeCaJP;O,.SnJ>X>,» 6-14 No 12 mos. 15.8 38.3
(28 .6)* (31.1 )*

Cish and Muhler* SnF VCa,P.O,,SnJ ,0,' 6-14 No 24 mos. 23.1 35.4
(25 .7)« (29.5 ,*

.Muhler" SnFeCa^PX),, So.P.O, 5-17 No 6 mos. 37.1
12 mos. 33.0

Kyes et al.* SnFr-CajP.O», Sn : P;Or 17-24 No 1 yr. +31 3
2 yra. 14 14

Zacherl and McPhail*’ " SnFr-Ca»PfOr, Sn»PiO» Approx. 6- 8 No 10 mos. 36 3 39.2
18 mos. 36.4 42.1
30 mor. 35.5 40.4

Approx. 11-13 No 10 mos. 22.7 34.1
18 mos. 34.8 38.7
30 mos. 37 3 43.5

Horowitz et al." SnFr-Ca»P,Of, Sn.PtOr 6-10 No 1 yr. +8.8 +5.1
2 yrs. 9.1 2.1
3 yrs. 16.7 16.9

Supervised
lx/ day in 1 yr. 10.8 9.9
school plus 2 yn . 13.1 11.8
unsupervised 
home brushing

3 yrs. 163 20.9

Joidon and  Peterson* SnFeCa-PAI,, SrnPO, 8-11 Supervised 
lx/ day in 
school plus 
unsu per vised 
home brushing

1 yr. 35.5 33 9

Jordon and  Peterson" SnFr-Ca-PiO.-, Sn>PiOv • 8-11 Supervised 
lx/ day in 
school plus 
unsupervised 
home brushing

2 yrs. 15.8 20.5

No 2 yrs. 15.9 12.4
PefHey a nd Muhler* SnFrCaaPjOi, Sn: PiOr 10-19 Semisupervised 5 mos. 103 58.4

3x/d ay in 
military school

10 mos. 93 57.0

Dixlcr and Muhler* SnFrC. ’IsPtOr, SnjPiOr 11-18 Seinisupcrvised 8 mos. 55 52
3x/day in (46)* (38)«
military school

(Continued on next page)
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TW 5L E 9 -A  (C ON TI NU ED )

? Redu ct ion

Stu dy De nt ifr ice Ini lia t A ge Super vision Durat ion D M F T DAfFS

Bixle r an d Muld er- SnF«-CajP iOr, SntP»O> 11-23 Sem isuperv ised
8 mos.

60
3x /day  in 54
milita ry and 
boarding  schools

19 mos.

Thom as an d Jamison - SnF rN aF O .,  Ca HP O, 7-1 6 Sem isupervis ed 
2-3 x/da y in 
orp hanages 24 mos. 38 .8 30 .6

SnFr -Ca,P=O,. Sn:P :O, 7-1 6 Sem isupervis ed 
2- 3x /day  in 
orp hanages 24 mos. 22 .8 30.4

•  ■ 2 examiners , 
t « Fl uo rid at ed  com mu nity.
SnF» * Stannous fluor ide.
Ca sP»O» =» Calcium py rop hospha te.  
SnjPiO i = Stannous pyrop hospha te.  
Ca HPO . = Dicalcium phosph ate.

TABIT 9- B

DEN TRIF IC E STUD IES US INC SO DIUM  MON OF LU OR OP HO SPHA TE  
AS THE AC TIVE  TH ER APE UTI C A GE NT

Stu dy De nti fri ce

---------- — -- -------------------------------

Durat ion
2 Re duction

In iti al  Ag e Sup erv isio n D M FT DAfFS

Merg ele” MFP-IM P-SN LS
Sn Fr Cnt Pi O ,

9-1 3 No 3y r» . 8.8
6.4

17.4
13.2

SN LS -CaHPO .* +1.0 3.5

Na ylo r & E msl ie” MFP-CaH PO .-SNL S
S nFrl M P

11-1 2 No 3yrs . 8.4
13.9

14.5
18.1

Fa nn ing e t al.” MF P-I MP-SN LS
S nFrl M P

11-1 3 No 2 yr*. 20 .2
21 .9

MpUc r et  ah " MF P-I MP-SN LS 10-1 2 lx /d ay 30 mos. 18.9

Th om as A Jam ison - " “ MF P-I MP-SN LS \  8-18 2x/d ay 2 yr*. 37.1 34.1

Merg ele - MF P-I MP-SN LS
S nFrl M P

7-21 3x/d ay 22 mos. 19
12

21
9

• F  a rea (H ou sto n,  1 ppin F).  ' , .
MFP -IM P-SN LS  » sod ium  nionofluoro phosp hate, inso lub le sod ium  metaphospha te,  sodium  N-lauroyl  sar cosm ale . 
MFP -CaH PO .-S NL S « sod ium  mo nofluorophosphate , dic alc ium  phosph ate, sod ium  N-lauroy l sar cos ina te. 
SnF?-CajP»O» »  stannous fluorid e, calcium pyrop hosph ate .
S nFrl M P  » stannous fluo ride , insoluble sodium meta phosphate .
SN LS -C aH PO . » sodium  N-lauroyl sar cos ina te, dicalc ium  phosphate .
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FIG UH E 2

Figure Aveng* number* of fi ll e d  end of  decayed 
primary and permanent teeth  per ch ild , by family 
I neon*.

FIG UR E 3

PPE VS 'JT TV E PRQCEDUPES USED E l  THE 
NATEJtU 'L  PPEV ETTV E EE TW ST OATIC fi  P P O O W

F ir s t,  second, and f i f t h  grade ch ild ren w il l receive  var ious  

combinations o f fi ve  proven preven tive  procedures:

• Ap pl icat ion o f fluoride  by several d if fe re n t methods 
to pr ot ec t the  tee th from decay.

•  Removal o f plaque by brush ing and floss ing to  prevent 
disease o f gums and bone supporting teeth.

•  Ap pl icat ion o f sea lants to the chewing surfaces o f new 
permanent teeth to  protec t them from decay.

•  Mod ifica tio n o f school lunch programs to reduce the  
consumption o f sugar.

• Education to  improve hea lth knowledge and ha bits .

Mr. Maguire. We will proceed with Dr. Schoen’s stateme nt afte r 
a brief recess. We will be back shortly.

[Brief recess.]
Mr. Rogers. The subcommittee  will come to order, please.
Dr. Schoen, you may proceed.

STATEMENT OF MAX H. SCHOEN, D.D .S., DR. P.H.

Dr. Schoen. Thank you, Mr. Chairman. My name is Max Schoen 
and I am Professor and Chairm an of the  Section of Preventive 
Dent istry and Public Hea lth of the UCLA School of Dentistry. I am 
also Assistant Dean for Academic Affairs. The bulk of my 34 year 
professional career has been spent as a practic ing dent ist who has 
participated in the  design of dental care programs and the  adminis­
tra tion of group practice. My testimony today represents  my indi­
vidual views.

As you have heard, the  vast majority of children in the United 
State s suffer from dental caries. This disease, if untreated, causes
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considerable pain and suffering and eventually  tooth loss. In addi­
tion, aside from the  hazards of unt rea ted  infection, the re may be 
untoward effects on nutri tion, learning  and appearance, leading to 
personality problems. Par ticu larly tragic is the  fact th at  much 
caries is eith er directly preventable  or that  once star ted  its even­
tual  harmful effects can be eliminated or minimized by early 
trea tment.

The legislative proposal being considered by this  committee unfor­
tuna tely  considers dental care as an optional benefit  not subject to 
the improved Federal cost sharing availab le for compliance related 
to most other hea lth  care. Presumably, one major reason for the 
omission of den tistry as a mandated  benefi t is concern for cost. 
However, in fiscal year 1976 d enta l expenditures under Medicaid— 
including EPSDT—were only 2.7 percent of the  total,  while for the  
general population they  were 6.2 percent of hea lth  costs. Per  capita  
general medical care costs for Medicaid recipients were simi lar to 
that  for the  tota l population, but  den tal expenditures were much 
less. The current proposal would continue and actua lly tend  to 
increase  this  inequi ty by shortchanging attent ion  to a disease cate­
gory where prim ary and secondary preven tion have proven to be 
effective.

In addition, because of its high prevalence and continuous atta ck 
rate the  usual screening or assessment process and proposed inter­
vals are not applicable to dental decay. The disease can and must  be 
dealt  with, but  not in the  same manne r as many other health 
problems.

It is not my purpose to discuss legislative specifics but ra ther  to 
present the  broad outlines, with supporting  data,  of a workable 
program to control this disastrous disease enti ty at a not unreason­
able cost.

The plan should include two concurrent and inte rdependent 
components: one for prevention and the  other for therapy.

PREVENTION

The prevention portion, in order  to reach  the  maximum number 
of chi ldren should be carried out in the schools for grades kinder­
gar ten throu gh twelfth grade. At present, the most cost/effec tive 
service, other tha n fluoridated water , is a regu lar weekly fluoride 
mouth rinse  which can be performed by the  chi ldren under supervi­
sion of non-dental personnel. Since it  would be bo th imprac tical and 
illogical to  provide such service only to eligible children , all school 
children should be encouraged to part icipa te on a voluntary basis. 
However, those whose family incomes were above the  economic 
limits of the  CHAP program would be required to pay for the  
service.

In addition, an ann ual  prophylaxis should be provided by eith er 
an expanded function assi stan t or a den tal hygienist, depending on 
the age of the  child and the  presence  of calculus. This service 
should be coupled with radiographs as necessary. Each child shall 
receive an epidemiologic examina tion by a  dental hygien ist and all 
children shall  be referred to a den tist of th eir  choice for definitive 
diagnosis, tre atm ent planning and therapy. Any radiographs  shall
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be forwarded to the  dent ist after  reten tion of a  duplicate set with 
the  child’s school dental health record.

At the time of th e prophylaxis, individual oral health education 
shall  be provided to each child as a personalized supplement to 
ongoing classroom and pare nt centered programs throughout the 
year.

Preschool child ren and those between 18 and 21 years of age—not 
in high school—could participate volunta rily.

The regulat ions must  be flexible enough to encourage changes in 
the  prevention package as studies reveal the  various techniques and 
combinations which are  most cost/effective. For example, the Rob­
er t Wood Johnson Foundation has funded a large scale project to 
measure the cost/effectiveness of several different combinations of 
school based prevention programs.1 However, some recen t work by 
Lindhe and Axelsson in  Scandinavia has not been included.2 Their  
research indicated that  a frequent prophylaxis accompanied by 
topical fluoride may reduce the incidence of periodonta l disease and  
denta l caries to almost zero. I f these resu lts can be repl icated in the 
United  States, and if the approach is cost effective, t his legislation 
and the ensuing  regula tions should not become barrier s to the 
changed techniques.

THERAPY

No fees should be payable to denti sts for those services available  
at  the schools—applicat ion of prevent ive agents, prophylaxis and 
radiographs. However, payment of a fee for diagnosis and treatm ent  
planning should be allowed once a  year if performed. Comprehen­
sive services, including orthodontics  for major handicaps, should be 
covered.

Medicaid and othe r welfare programs tend  to pay the  dentis t too 
littl e for resto rative  care. The CHAP program must provide a 
mechanism for payment of a reasonable fee, preferably a negotiated 
fixed fee for each type of service.

It also should encourage alte rna te forms of delivery and payment 
for denta l services such as a group practice capitation or an HMO 
type of approach. Where resources are  lacking governmental  and 
consumer cooperative agencies should be encouraged. However, 
since dent istry  has been historica lly a separate segment of the 
health delivery system, it should be perm itted  to make separate 
arrangemen ts for these  alte rna te delivery mechanisms, as well as 
the  conventional ones. This does not mean that  join t ventures 
should be discouraged.

EVALUATION

My experiences  as a consu ltant and evaluato r of denta l care and 
dental care programs—currently as an audi tor of the California 
Dental Services’ performance under Denti-Cal—have convinced me

1 American Fund for Dental Health. National Preventive  Dentist ry Demonstration Program, Information and 
Guidelines for Sponsoring Agency. The Fund, Lexington, 1976.

’ Ahlberg, J.  The Lindhe, Axelsson, Tollskog Study: “The Effect of Proper Oral  Hygiene on the  Oral  Hea lth of 
School Children.” Presented at  Colloquium” Inte rna tional Dental Care  Delivery Systems” May 6, 1977. Washing­
ton, D.C. Sponsored by LOM and PAHO.



321

that adequate quali ty and performance control cannot  be accom­
plished by claim form review alone. The previously mentioned 
annu al epidemiologic examination  of chi ldren by dental hygienists, 
followed up by the staf f dentists as aberrat ions  are noted, can serve 
as a relatively ideal monitor ing mechanism for both technical 
quality  and the  discovery of fraud. It could also evaluate the 
effectiveness of the  prevention program. Costs would be minimal 
since the professional contact with each child would be a routine  
par t of the  ent ire  plan —not just a special audi t visit.

COSTS AN D UTILIZAT ION

At present the California Denta l Service is the  agency which 
administer s the  program for most of the Medi-Cal children in the 
State. It is now in the  fourth yea r of its contrac t. The child ren’s 
program is quite comprehensive, covering virtually all dental ser­
vices except orthodontics. Average ann ual  costs per user for chil­
dren throu gh age 20 have been $82 in 1974, $75 in 1975 and $77 in 
1976. The costs of the  preventive and diagnostic component have 
ranged  from $22-$27 per user of such services—28-32% of total 
costs—while those for the resto rative component have ranged  from 
$71-$72 per user  of such services (53-56% of to tal costs). All other 
services account for about  15% of costs.

Since CDS has admin istered  the program, average  annual utiliza­
tion of one or more services has been estim ated to have risen to 35- 
40 percent of eligibles3. Ear lier studies had shown use rates of 
under 20 perce nt* *.

California is a good model for this  crude estim ate since it repre­
sents about 10 percent of the  population, has a comprehensive 
child ren’s dental program, represen ts the  high side of fees for 
service, has large populations not covered by fluoridation and has 
good data. Therefore, use of i ts stat istic s is not likely to yield low 
estimates . For example, Dr. Naham Cons, Director of the  Bureau of 
Dental Health of New York State, estim ates that  the  average 
annual cost of denta l care per Medicaid child in New York City, 
which has had fluoridated water for 12 years, would be about  $60 
afte r a 30 percent upward adju stment of grossly inadequate  fee s5.

A 5-year treatm ent program in an area around Chattanooga, 
which provided care to children  age 5-15, averaged $55.80 per child 
per year®. Costs tended to decrease over the  5-year period despite 
inflation, probably due to increased main tenance care.

California has a number  of fluoride rinse, examination and denta l 
health education  programs which range in cost from $1.43 to $8.55 
per child per yea r depending on age, location and the  mix of 
components. The average cost is $3.81 per child. Even with the 
addition of an  annual prophylaxis  and appropria te radiographs, at 
an estimated cost of $6 per child, tota l cost per child for the 
preventive  component would not exceed $10. More tha n this

’ Personnel communications from California Dental Service and California  Dep artm ent of H ealth admin istra­tive personnel.  Based on average monthly eligibility.
‘ Cali fornia  Dep artm ent  of Hea lth Care  Services. Medi-Cal Repor t No. 68-7. Sacramento. December  1968.
• Cons, Naham . Personnel Communication.
• Doherty . Neville and Sandra Vivian.  Expenditu res for the den tal  care of indigent  chi ldren in the Chat tanoo ea Project. 1971-1975. J. of Pub  Hlth . Dent. 37:209-216. Sum mer  1977.
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amou nt would be deducted from the $22-$27 cu rren t preventive and 
diagnostic costs incurred by payment  to dentis ts for p reventive and 
diagnostic services, although increased use rates would balance out 
these savings.

The savings in therapy are difficult to estimate, but would be 
considerable. If it is assumed that  the national average increment  
of new decayed teeth per year  in children is 0.75, a one-third  
reduction would decrease the number of t eeth requiring  restorative  
care by 0.25. Since fillings do not last indefini tely and untreated 
caries leads to increased need for endodontics, extract ions, space 
main taine rs and bridgework, the  savings may be doubled by elimi­
nation  of some of this additional therapy . At $15 per resto ration per 
tooth, at  least $7.50 per child per year would be saved. If uti lization  
for resto ratirve services would reach 50 percent of the eligible 
children after  a few years, and 14 million were eligible, the  therapy 
savings alone would be over $50 million per y ear based on conserva­
tive estimates. Savings derived from use of fluoridated wate r are 
easier to project and several studies are available.

ADM INISTR ATIVE CONSIDERATIONS

The administrative  agency for the preventive and evaluation 
component should be the  best governmental  agency or agencies 
available in each State. For large schools, perm anent personnel 
could be stationed at each site. Mobile teams could be used for 
smal ler schools. Space availab ility would determine  whether fixed 
insta llations or mobile tra iler s would be used.

The therapy component could be administered directly by the 
State,  by a service corporat ion or an insurance  company.

Where necessary, Federal legislation might  have to override State  
denta l practice acts, although many State s now include the sug­
gested functions for auxiliaries.

Projects and studies both recen t and those conducted many years  
ago have demonstrated the  acceptabil ity of school-based programs, 
even where they include trea tment, so this  should create no real 
problems.7, 8

SUMMAR Y

This testimony has proposed t ha t dental care be included as one 
of the basic services covered by the CHAP program. Since screen ing 
or assessment procedures are  not applicable in the  usual sense, 
regu lar ongoing treatm ent should be covered. In order to be cost 
effective, a combinaion of two inte ract ing components has been 
suggested. One, a school-based preventive and evaluation plan, 
utilizing non-professional and auxil iary dental personnel in the  
main; and two, a treatm ent component to be performed by dentis ts 
in private practice if avai lable and accessible. These joint programs 
administered  by appropriate local and State, public and private

’ Waterman, George F. and John W. Knutson. Studies on den tal care  services for school chi ldren—third  and 
fou rth  treatm ent series. Richmond Indiana. Public Heal th Repor ts 69:247-254. March 1954.

' Jenny,  Jo ann a et al. Measuring satisfaction and denta l hea lth  s tatus  to  assess Quality in dental care  delivery  
systems.  Presented at  the Annual Meeting of the  American Association for Denta l Research,  Las Vegas, Nevada. 
Ju ne  24, 1977.
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agencies unde r stric t Federa l guidelines and/o r regula tions can 
control this major disease problem in the  eligible population at a 
cost which will have but a small impact upon tota l costs.

In o rder to bolster my sta tem ent  I have submi tted to th e commit­
tee several repr ints  of da ta [may be found in subcommittee’s files] 
and have included several refe rences 9 with this testimony so you 
can see what studies have been covered in this and in other  
countries.

I thank  you very much for allowing me tim e to present my views. 
[The following tables were attached to Dr. Schoen’s statement:] 

TA BLE I

DENTI-CAL SERVICES, COSTS AND USE 

Ages 0-2 0 

1974-19 76

1974 1975 1976
No % No % No %

T o ta l pd 0-2 0 34, 586,9 58 100% 34,5 00 ,5 93 100% 36,1 21,0 99 100%
pre v & dia g 10 ,9 12 ,881 31. 6 9,7 21,8 39 28. 2 9 ,9 90,1 99 27.7
re s to ra t iv e 18,2 70 ,3 37 52.8 19, 198 ,8 40 55 .6 20,2 36,9 78 56.0

T o ta l number  o f  us ers 422,061 100% 45 9,24 4 100% 467 ,2 13 100%
pre v & dia g 40 6,87 7 96.4 43 7,26 6 95 .2 442 ,6 53 94.7
r e s to ra t iv e 25 4,77 4 60.4 26 8,59 7 58 .5 284,231 6 0 .8

T o ta l c o s t per us er 82 .0 8 75 .1 3 77 .31
pre v & d ia g * 26 .8 2 22 .2 3 22.6 5
r e s to ra t iv e * 71 .8 2 71 .4 8 71.2 0

Sou rce:  U np ublis hed , Data p ro v id e d  to  C a li fo rn ia  Depar tmen t o f  H ea lth  by C a li fo r n ia  
De ntal  S e rv ic e

♦Th ese  fi g u re s  a re  f o r  th e  us er s o f  th e  p a r t ic u la r  s e rv ic e , and n o t f o r  a l l  use rs  
o f  any  s e rv ic e .

• Add itio nal General References:
Carlos, Jam es P. (Ed) Prevention  and Oral  Health.  Foga rty Internatio nal  Center Series on Prevent ive 

Medicine. Volume I. DHEW Pub. No (NIH) 74-707 U.S. Govt. Print. Off. Washington, D C. 1975.
National Ins titu te for Denta l Research, U.S. Departmen t of HEW. Preventing Tooth Decay: A guide to 

implementing self-applied fluoride programs in schools. DHEW Publ. No. (NIH) 77-1196. U.S. Govt. Pri nt.  Off. 
Washington, D.C. 1977.
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Mr. Rogers. Thank you very much. We appreciate your state­
ment, which is excellent.

Ms. Yunker.

STATEMENT OF JERI YUNKER, R.D.H.

Ms. Yunker. Mr. Chairman, I am Jer i Younker, a registred 
denta l hygienist from Dallas, Texas, and currently the  Chairperson 
of the Committee on Governmen tal Relations  of the  American 
Dental Hygienists’ Association. With me is Mr. Ben Miller, the 
Association’s Washington consultan t. On behalf of the members of 
ADHA, may I thank you for the  opportuni ty to part icipa te in this 
denta l panel discussion and to present testimony of ADHA on the 
“Child Health Assessment Program .”

The Association certa inly supports the  emphasis which the  bill 
places on the  importance  of establ ish ing  Sta te child health 
asessment programs, but  withou t den tal care the  program is 
unacceptable to our members. We believe th at  a much higher 
priori ty should be placed on preventive  children ’s dental health 
programs and that  the dental components of State health assess­
ment programs should receive the  same average of 75 percent 
Federa l match ing funds which are recommended for othe r health 
care services.

Dental  disease is the problem which affects more of the  school-age 
population  tha n any othe r health problem. Studies among children  
have indicted that  the most effective solution to meeting this 
problem is throu gh preventive dental care: regu lar examinations, 
cleaning, fluoride trea tme nts  an d dental education. We have shared 
responsibility of seeing that  such care reaches our children, espe­
cially those from needy and disadvantaged families.

A poverty study among third-grade children conducted in a Mid­
western city revealed that  those from low socioeconomic status 
families were more likely to have incurred cavities tha n children 
from higher  status . Furtherm ore,  few of these children received the 
necessary treatm ent to ha lt the  cause of th e disease. The implica­
tions for the ir futu re is obvious; denta l disease is not something  
outgrown. This fact is substan tiated by published reports from a 
New York City study which showed that  audi ts from low-income 
areas lost more teeth , had higher levels of untreated decay and 
periodontal disease. It cannot be overemphasized th at  providing 
denta l care at an early age is a lifetime benefit  to the  individual  
who receives it. Preventive dental care can be expected to pay 
dividends in the  long run,  not only in bet ter  health for more 
members of society but also in reduced expenditures in the  total  
area of oral health.

The Association recognizes that  concerns over costs to include 
dental care in early  periodic screening, diagnosis and treatm ent 
programs have been a major factor in the  slow establish ment of 
dental programs for children. However, the  fact is that  preventive 
denta l ca re is reach ing children th roug h innovative programs which 
have proven effective both in terms of cost and care.

Dental  team concepts, full roles for denta l hygienists,  broad 
delivery settings—all have been successfully put  into practice by
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individuals in government and the dental profession who are ac­
tively committed to improved oral health . One State program in 
Vermont has collected da ta to show that initia l cost per  pati ent for 
preventive denta l care declines as much as 21 percen t in the second 
or thi rd year  of the program. While time permits only c iting a few 
examples of dental hea lth programs, in general they consist of two 
major components: delivery of preventive  dental care inspections, 
fluoride tre atmen ts,  cleaning,  and  de ntal he al th  edu cation 
activities.

The importance of regula r dental inspections was c learly demon­
stra ted  by a compara tive study of two school systems in Denver 
with differing approaches to dental health . The bet ter  oral heal th 
conditions of s tudents in one system was attr ibu ted  to sequential 
dental hea lth programs, which included inspections and educational 
projects, that had been conducted by the program’s denta l hygien­
ists. A study by the Indian Health Service has  determined that  a 1- 
year  recall program to be th e most effective for prevention of dental 
diseases of children  ages 5 to 9.

In North Carolina  it was determined that  two-thirds of the 
population  did not receive dental care. All in the  denta l community 
cooperated to implement a statewide  10-year program  to turn  these 
statistics  around. As found in other cost-effective programs, the 
success of the North  Carolina project is considered to be in the 
combination of th e dental consu ltant  team and teachers. One goal 
of the 10-year program is to have at least  one dental hygienist  in 
each of the  100 counties of North Carolina to work with teachers in 
inst ruct ing the ir pupils on routine home care.

Lastly, I would like to cite  one more example to dem onstrate that 
cost and  care effective programs do not have to be on such scales or 
involve large  staffs. The city of Englewood, New Jersey, determined 
that  i ts citizens were in the highest 5 percent of the  Nation in need 
of de ntal trea tme nt. The city health department, in an atte mpt to 
serve the tota l comnmunity, insti tuted  a city-wide prevention pro­
gram aimed at  th e school population. Employing a  part-t ime denta l 
hygienist, the program enables  children to receive regu lar inspec­
tions, cleaning and dental hea lth instruc tion, as well as any neces­
sary fur ther treatm ent through local part icipa ting dentists.

The programs which I have briefly cited and which are discussed 
in the  writ ten testimony th at  is being submi tted will demonstrat e 
to the  subcommittee that  cost-effective, quality prevent ive care can 
be provided to children. We urge t ha t the  “child hea lth assessment 
program” be amended to include support for dental care programs 
at pari ty with othe r hea lth services identified in this legislation. 
Today’s children  canno t accept responsibil ity for the  oral health of 
tomorrow’s adults—we must.

Mr. Chairman, with your permission I would like to submi t for 
the  record a list of references perta ining  to my oral statement.

[The list referred to follows:]
List of References

1. Effect  o f Preventive Program on Dental Plaque, Gingivitu s and Caries. 
Gothenberg; Sweden. Journa l o f Cl inical Periodontology. Volum e 1, pp. 126-138,1974.
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2. Impact o f Teacher-Student Dental Hea lth Education.  Fre idman,  Lawrence A., 
DDS; Journ al o f School Health . Volum e XLIV, Number 3, March 1974.

3. Comparison o f Three Methods o f Teaching Oral Hygiene to School Children . 
Koch, Douglas M., DDS; Koch, Gorann, DDS; Tynelius, Gunill a M. Jou rna l o f Denta l 
Educat ion, March 1970.

4. Preventive Dental Behavior in Children. Bra gramia n, Robe rt A., DDS, DR. PH; 
Gochman,  David S., PhD. Journa l o f Mich igan  Dental Associa tion. Volum e 55, 
Ja nu ary 1973.

5. Oral Hygiene Performance o f Elemen tary  School Child ren Following Den tal 
Hea lth Educa tion.  Podshadley,  Arion G., DDS; Shannon, Je an  H., BA. Journa l o f 
Denti stry for  Children. Volume 37, pp. 298-300, July -August  1970.

6. Comparative Findings in School Systems  With Diff erin g Approaches to Den tal 
Health Education. Meyer, Sharon,  RDH, MPH; Downs, Robert A., DDS, MSPH. 
Journa l o f School Health. Volume 38, pp. 604-610, November 1968.
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[The AD HA’s pr ep ared  st at em en t follows:]

A m eri can  D e n ta l  H y g ie n i s ts *  A s s o c ia t io n

" S ta te m e n t  on  C h i ld  H e a l th  A s se s sm e n t P ro gra m " (H .R . 6 7 0 6 )

t o  t h e

S u b co m m it te e  on  P u b l ic  H e a l th  an d  E n v ir o n m en t

o f  t h e

C om m it te e on  I n t e r e s t a t e  an d F o re ig n  Comm erce

U n ite d  S t a t e s  Hou se  o f  R e p r e s e n t a t i v e s

S e p te m b e r 9 , 19 77

97-633 0  - 77 -  22
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I n t r o d u c t io n

The  A m eri can  D e n ta l  H y g i e n i s t s ' A s s o c ia t io n  i s  p l e a s e d  t o  su b m it  

a r e c o r d  s t a te m e n t  t o  t h e  H ou se  S ubco m m it te e on  P u b l ic  H e a l th  an d 

E n v ir o n m e n t s t a t i n g  i t s  v ie w s on  th e  C h il d  H e a l th  A s se s sm e n t P ro gra m  

(CHAP) (H .R . 6 7 0 7 ) , a s  p ro p o s e d  b y  th e  C a r t e r  A d m in i s t r a t i o n .  In  

i t s  p r e s e n t  fo rm , t h e  A s s o c i a t i o n  w ou ld  n o t  b e  a b le  t o  s u p p o r t  

t h i s  l e g i s l a t i v e  p r o p o s a l  b e c a u s e  o f  t h e  lo w  p r i o r i t y  a s s ig n e d  

t o  t h e  p r o v i s i o n  o f  d e n t a l  s e r v i c e s  f o r  p o o r  an d n eed y  c h i l d r e n .

The  t h r u s t  o f  t h i s  s t a te m e n t  w i l l  s u g g e s t  t h a t  p r o j e c t s  f o r  d e n t a l  

h e a l t h  o f  c h i l d r e n  an d  y o u th  sh o u ld  b e  in c lu d e d  in  t h i s  b i l l ,  and  

t h a t  d e n t a l  c a r e  n e e d s  o f  c h i l d r e n ,  who se  p a r e n t s  a r e  e l i g i b l e  f o r  

c a r e  u n d e r  T i t l e  XI X,  M e d ic a id  sh o u ld  b e  on  p a r i t y  w i th  o t h e r  h e a l t h

c a r e  n e e d s .

F o r t h e  S u b c o m m it te e 's  in f o r m a t io n ,  an d f o r  p u b l i c a t i o n  in  

t h e  r e c o r d  o f  i t s  S ep te m b er 9 . 19 77  h e a r i n g s ,  a b r i e f  s ta te m e n t  

d e s c r i b i n g  t h e  d e n t a l  h y g ie n e  p r o f e s s i o n  an d th e  d e n t a l  h y g i e n i s t s  

r o l e  i n  t h e  d e l i v e r y  o f  o r a l  h e a l t h  c a r e  i s  ap p en d ed  t o  t h i s  

s t a te m e n t  (S ee  E x h ib i t  I ) .

G o a ls  o f  T i t l e  V o f  t h e
S o c ia l  S e c u r i t y  A ct

I t  i s  t h e  A s s o c i a t i o n 's  u n d e r s ta n d in g  t h a t  t h e  C h i ld  H e a l th  

A s se s sm e n t p ro g ra m  (H .R . 6706) i s  in te n d e d  by  t h e  A d m in i s t r a t io n  

t o  b e  th e  s u c c e s s o r  p ro g ra m  t o  T i t l e  XIX, M e d ic a id , E a r ly  P e r io d ic  

S c r e e n in g , D ia g n o s is  an d T re a tm e n t (EPSDT) p ro g ra m , a d m in i s te r e d  

b y  t h e  D ep a rt m en t o f  H e a l th ,  E d u c a ti o n  an d W e lf a r e . Th e EPSDT 

p ro g ra m  was  i n i t i a l l y  a u th o r i z e d  b y  C o n g re s s  i n  1 9 6 7 , f o r
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im p le m e n ta t io n  in  1 9 6 9 . B e tw een  th e n  an d  no w,  im p le m e n ta t io n  a t

f e d e r a l  and  s t a t e  l e v e l s  o f  EPSDT p ro g ra m s h a v e  b e e n  d i s a p p o in t i n g

t o  th o s e  who  p r o v id e  d e n t a l  c a r e .

S in c e  t h e  A d m in i s t r a t io n  h a s  f e a t u r e d  CHAP a s  a d i r e c t  d e s c e n d e n t

o f  t h e  EPSDT p l a n ,  and  a s  an  im p ro v e m e n t o f  t h i s  p la n  a s  w e l l ,  t h e

A s s o c i a t i o n  c a n  l o g i c a l l y  ass um e t h a t  H .R . 67 06  a l s o  i s  in te n d e d

a s  a p ro g ra m  w h ic h  w i l l  f u l f i l l  th e  g o a l s  o f  T i t l e  V o f  t h e  S o c ia l

S e c u r i t y  A c t , 1  w hic h  r e a d  a s  f o l lo w s :

To  p r o v id e  q u a l i t y  h e a l t h  s e r v i c e  f o r  p r o s p e c ­
t i v e  m o th e r s , i n f a n t s  and  c h i l d r e n ,  p a r t i c u l a r l y  
in  u rb a n  a n d /o r  lo w  in co m e a r e a s  w her e a c c e s s  
t o  q u a l i t y  c a r e  i s  o th e r w is e  l i m i t e d .

In  i t s  b e l i e f  t h a t  t h e  d e n t a l  h y g ie n e  p r o f e s s i o n  h a s  a v i t a l  

r o l e  t o  p l a y  i n  t h e  d e l i v e r y  o f  o r a l  h e a l t h  c a r e ,  t h e  A m eri can  

D e n ta l H y g i e n i s t s ' A s s o c i a t i o n  19 76 H ou se  o f  D e le g a te s  h a s  

r e p e a t e d l y  a f f i r m e d  i t s  a g re e m e n t w i th  A m eri can  D e n ta l  A s s o c i a t i o n  

p o l i c i e s  on  t h e  d e v e lo p m e n t o f  p ro g ra m s w hic h  w ould  p r o v id e  com ­

p r e h e n s iv e  d e n t a l  s e r v i c e s  f o r  c h i l d r e n .  Th e A s s o c i a t i o n  b e l i e v e s  

t h a t  su c h  c o m p re h e n s iv e  d e n t a l  h e a l t h  p ro g ra m s— e s p e c i a l l y  f o r  

c h i l d r e n  w ho se  p a r e n t s  a r e  e c o n o m ic a l ly  d is a d v a n ta g e d — s h o u ld  h a v e  

t h e  h i g h e s t  p r i o r i t y  among a l l  f e d e r a l l y  s u p p o r te d  d e n t a l  h e a l t h  

p ro g ra m s  w h ic h  may  e v e n t u a l l y  b e  e n a c te d  i n t o  la w  b y  th e  C o n g re s s .

T he  c u r r e n t  A s s o c i a t i o n  p o l i c y  on  c h i l d r e n 's  d e n t a l  h e a l t h

p ro g ra m s  re co m m en ds  t h a t :

A l l  c h i l d r e n  who h a v e  h ad  an  i n i t i a l  y e a r  in  
a n a t i o n a l  h e a l t h  p ro g ra m  s h o u ld  b e  r e -e x a m in e d  
d ia g n o s e d , an d t r e a t e d  i f  n e c e s s a r y ,  on  a t  
l e a s t  an  a n n u a l b a s i s  i n  s u b s e q u e n t  y e a r s .  In  
a d d i t i o n ,  th e  i n d i v i d u a l  o r a l  h y g ie n e  h a b i t s
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o f  t h e s e  c h i l d r e n  s h o u ld  b e  r e - e v a l u a t e d ,  w i th  
p r e v e n t iv e  s k i l l s  b e in g  r e i n f o r c e d .  Q u a l i f i e d  
d e n t a l  h y g i e n i s t s  s h o u ld  b e  u t i l i z e d  t o  c a r r y  
o u t  th e  p e r i o d i c  r e - e x a m in a t io n s  and  re v ie w  o f  
p r e v e n t iv e  p r a c t i c e s ,  r e f e r r i n g  t o  a d e n t i s t  
who se  p a t i e n t s  w it h  t r e a tm e n t  n e e d s  beyond  th e  
c a p a b i l i t y  o f  th e  h y g i e n i s t .

P r o j e c t s  f o r  H e a l th  o f  C h i ld r e n  an d Y outh  

Ir r A p r i l ,  1975 , th e  A s s o c i a t i o n  s e n t  a s t r o n g l y  s u p p o r t i v e  

s t a te m e n t  t o  t h e  HEW A s s i s t a n t  S e c r e ta r y  f o r  H e a l th  on  p ro p o s e d  

am en dm en ts  t o  t h e  co d e  o f  F e d e r a l  R e g u la ti o n s  in v o lv in g  "M a te rn a l 

an d  C h i ld  H e a l th  and  C r ip p le d  C h i l d r e n 's  S e r v i c e s  p ro g ra m s an d  

P r o j e c t s "  (S u b p a r t A o f  p a r t  5 1 (a )  o f  T i t l e  4 2 . CFR ).  Th e p ro p o s e d  

am en dm en ts  t o  t h e  19 75  Co de  w ere  d e s ig n e d  t o  e n c o u ra g e  s t a t e s  t o  

im p le m en t d e n t a l  h e a l t h  c a r e  p l a n s  f o r  d i s a d v a n ta g e d  c h i l d r e n  in  

c o n n e c t io n  w i th  t h e i r  i n - p l a c e  EPSDT m e d ic a l p ro g ra m s .

We c a l l  t h e  S u b c o m m it te e 's  a t t e n t i o n  t o  t h e  T h u rs d a y , N ov em be r 20 , 

1975 F e d e r a l  R e g i s t e r  (Volu me  4 0 , No . 225 , p p . 5 4102-5 4107  i n c l u s i v e ) ,  

t o  a s s i s t  C om m it te e m em be rs  i n  r e c a l l i n g  t h a t  t h e  D e p a rt m e n t o f  H e a l th ,  

E d u c a t io n  and  W e lf a r e  d i d ,  in  f a c t ,  p u b l i s h  R u le s  and  R e g u la t io n s  

r e l a t i n g  t h e  d e v e lo p m e n t o f  d e n t a l  h e a l t h  p ro g ra m s f o r  c h i l d r e n  b y  

t h e  s t a t e s ,  a s  an  a d d i t i o n a l  e le m e n t o f  t h e i r  EPSDT p ro g ra m s . T h ese  

R e g u la t io n s  s u g g e s t  p ro g ra m s w h ic h  a r e  s i m i l a r  t o  t h o s e  w h ic h  t h e  

A s s o c i a t i o n  u r g e s  t h e  S u b co m m it te e  t o  ad d t o  t h e  " C h il d  H e a l th  

A s s e s s m e n t A c t" ,  t o  m ak e t h i s  l e g i s l a t i o n  m or e a c c e p ta b le .  In  o u r  

v ie w , t h e  D e p a rt m e n t o f  H e a l th ,  E d u c a ti o n  an d W e lf a re  a l r e a d y  h a s  

d o n e  i t s  ho mew or k i n  p la n n in g  t o  in c lu d e  c h i l d r e n s  d e n t a l  h e a l t h
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p ro g ra m s i n  s t a t e  p l a n s .

In  an  A p r i l  2 , 19 75  s t a te m e n t  t o  t h e  HEW A s s i s t a n t  S e c r e t a r y

f o r  H e a l th ,  t h e  A s s o c i a t i o n  co m m en te d , i n  p a r t ,  a s  f o l lo w s :

Th e A s s o c i a t i o n  c o n c u r s  w it h  t h e  c r i t e r i a  in  
t h i s  s e c t i o n  re co m m en de d b y  t h e  A s s i s t a n t  
S e c r e t a r y  f o r  H e a l th ,  s p e c i f y i n g  t h a t  
p ro g ra m s o r  p r o j e c t s  f o r  t h e  h e a l t h  o f  
c h i l d r e n  an d y o u th  s h o u ld  p r o v id e  f o r r  
1 m e d ic a l and  d e n t a l  c a r e ,  in c lu d in g  
s c r e e n in g ,  d i a g n o s i s ,  p r e v e n t i v e  s e r v i c e s ,  
t r e a t m e n t ,  c o r r e c t i o n  o f  d e f e c t s  and  a f t e r ­
c a r e  m ust  i n c lu d e  th o ro u g h  m e d ic a l an d 
d e n t a l  e x a m in a t io n s  and  i n d i c a t e d  l a b o r ­
a t o r y  t e s t s  an d s p e c i a l t y  e x a m in ia t io n s ;  
t r e a t m e n t  m ust  i n c lu d e  s e r v i c e s  o f  m e d ic a l 
an d d e n t a l  p a r a m e d ic a l  p r a c t i t i o n e r s . '
In  a d d i t i o n ,  t h e  A s s o c i a t i o n  s u p p o r t s  t h e  
A s s i s t a n t  S e c r e t a r y 's  re c o m m e n d a ti o n s  t h a t  
s t a t e  p l a n s  p r o v id e  a s s u r a n c e s  ' t h a t  
s c r e e n in g ,  d i a g n o s i s  and  p r e v e n t i v e  
s e r v i c e s  s h o u ld  b e  a v a i l a b l e  w i th o u t  
c h a rg e  t o  a l l  c h i l d r e n  an d y o u th  w i th in  
th e  a r e a .  '3

G e n e ra l Co mm ents

Th e A s s o c i a t i o n  h a s  s t a t e d  p r e v i o u s l y  t h a t  i t  d o e s  n o t  s u p p o r t  

H .R . 6 7 0 6 , a s  in t ro d u c e d  by  t h e  S u b co m m it te e  c h a ir m a n . On th e  o t h e r

h a n d , t h e  ADHA i s  u r g in g  t h a t  t h i s  b i l l  s h o u ld  b e  m o d if ie d  t o  

i n c lu d e  p r e v e n t i v e  d e n t a l  c a r e  p ro g ra m s f o r  c h i l d r e n .  N ot o n ly  

w ould  su c h  a c h a n g e  in  H .R . 67 06  make th e  b i l l  m or e a c c e p ta b le  t o  

th e  d e n t a l  p r o f e s s i o n ,  b u t  a l s o  t o  th e - g e n e r a l  p u b l i c  and  t o  t h e  

A d m in i s t r a t i o n  a s  w e l l .  Th e A d m i n i s t r a t i o n 's  a d v a n c e  p u b l i c i t y  on  

CHAP s t a t e s  t h a t  t h i s  p ro g ra m  w i l l  c u r r e n t l y  e x te n d , and  e v e n t u a l l y  

r e p l a c e ,  t h e  fo rm e r  EPSDT p ro g ra m  o f  t h e  p r i o r  a d m i n i s t r a t i o n .  

A p p a r e n t ly ,  t h e  A d m in i s t r a t io n  a l s o  b e l i e v e s  t h a t  t h e  d e v e lo p m e n t o f
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c o m p re h e n s iv e  h e a l t h  a s s e s s m e n t  c e n t e r s ,  w it h  an  i n c r e a s e  in  f e d e r a l  

m a tc h in g  fu n d s  fr om  an  a v e ra g e  o f  55 p e r c e n t  t o  75 p e r c e n t ,  w i l l  

s u b s t a n t i a l l y  im pro ve  t h e  e x i s t i n g  EPSDT p ro g ra m .

Th e A s s o c ia t io n  m ig h t a g r e e  w ith  t h i s  p u b l i c i t y ,  i f  a d e n t a l  

c o m p o n e n t,  p l a c i n g  d e n t a l  c a r e  in  p a r i t y  w ith  t h e  m e d ic a l c a r e ,  

c o u ld  b e  added  t o  t h e  " C h il d  H e a l th  A ssessm en t p ro g ra m ."

As  p r e v io u s ly  n o te d ,  t h e  A s s o c ia t io n  s u p p o r t s  t h e  g o a l s  o f  

T i t l e  V o f  t h e  S o c ia l  S e c u r i t y  A c t . The  A s s o c i a t i o n  a l s o  s u p p o r te d  

HEW r e g u l a t i o n s  (F e d e r a l  R e g i s t e r , T h u rs d a y , N ob em be r 1 0 , 1 9 7 5 ) , 

w h ic h  m o d if ie d  t h e  T i t l e  XI X,  EPSDT p ro g ra m s an d  e n c o u ra g e d  

d e v e lo p m e n t b y  s t a t e s  o f  d e n t a l  h e a l t h  p ro g ra m s f o r  d is a d v a n ta g e d  

an d n e e d y  c h i l d r e n .  T he  A s s o c i a t i o n  p o l i c y ,  w h ic h  p l a c e s  t h e  h i g h e s t  

p r i o r i t y  on  d e v e lo p m e n t an d  im p le m e n ta ti o n  o f  c o m p re h e n s iv e , p r e ­

v e n t i v e  d e n t a l  c a r e  p ro g ra m s f o r  c h i l d r e n ,  e s p e c i a l l y  c h i l d r e n  fr om  

n e e d y  an d d is a d v a n ta g e d  f a m i l i e s ,  i s  s t i l l  i n  e f f e c t .  How ev er  

i n e f f e c t u a l  t h e y  ma y h a v e  b e e n  in  e n c o u ra g in g  s t a t e s  t o  d e v e lo p  

EPSDT d e n t a l  p ro g ra m s , t h e  HEW r e g u l a t i o n s  a r e  a l s o  s t i l l  in  e f f e c t .

E s t im a te d  C o s ts  o f  an  EPSDT D e n ta l  P ro gra m

The  A s s o c i a t i o n  r e c o g n iz e s  t h a t  e s t im a te d  c o s t s ,  t o  i n c lu d e  

d e n t a l  c a r e  i n  s t a t e  EPSDT p ro g ra m s , h a v e  b e e n  a m a jo r  d e t e r r e n t  

am ong m an y s t a t e s  t o  s lo w  t h e  p r o c e s s  o f  e s t a b l i s h i n g  d e n t a l  h e a l th , 

p ro g ra m s f o r  c h i l d r e n .  A c c o rd in g  t o  t h e  C h i l d r e n 's  D e fe n s e  Fu nd  

S tu d y , "EP SDT : Doe s i t  S p e l l  H e a l th  C a re  f o r  P oor C h i l d r e n ? " ,4  

e s t im a te d  c o s t s  o f  v a r io u s  EPSDT s e r v i c e s  in  s t a t e  p l a n s  w ou ld  

a p p ro x im a te  t h e  t o t a l s  p r o v id e d  in  T a b le  1 b e lo w .
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T a b le  1

E s t im a te d  C o s t s  o f  EPSDT

C om pone nt

O u tr e a c h

S c r e e n in g

F o l lo w -u p

T re a tm e n t  - 
( I n c lu d e s  

d i a g n o s i s  a n d  
Immun i z a t i o n )

•—M e d ic a l

D e n ta l.. V -

P e r  c a p i t a  C o s t  o f  co m p o n en t T o ta l  p r o j e c t  c o s t

$ 1 .0 0  p e r  e l i g i b l e  c h i l d  $ 1 3 ,0 0 0 ,0 0 0
*-•' e_- (FY 19 76 C o s t) . —

$ 2 1 .0 0  p e r  c h i l d  s c r e e n e d  $ 4 2 ,0 0 0 ,0 0 0

_$ 10 .4 0 p e r  c h i l d  w i th  r e f e r r a l  $ 1 3 ,0 0 0 ,0 0 0

$ 3 5 .0 0  p e r  c h i l d  t r e a t e d
. ___  t

$ 9 0 .0 0  p e r  c h i l d  t r e a t e d

TOTAL

$ 2 1 ,0 0 0 ,0 0 0

$ 2 7 ,0 0 0 ,0 0 0
(3 0 0 ,0 0 0  c a s e s ,  FY 19 7

$ 1 3 6 ,0 0 0 ,0 0 0  ‘

$ 7 4 ,8 0 0 ,0 0 0
E s t im a te d  F e d e r a l  
S h a re  a t  55%

A v e ra g e  C o s t  P e r  
C h i ld  in  EPSDT

As  f a r  a s  t h e  A s s o c i a t i o n  c a n  d e t e r m in e ,  t h e  $ 9 0 .0 0  p e r  c h i l d  

e s t i m a t e  f o r  d e n t a l  t r e a t m e n t  w as  s u p p l i e d  t o  HEW b y  t h e  C o n g r e s s io n a l  

B u d g e t O f f i c e .  W h il e  t h i s  e s t i m a t e  u n d o u b te d ly  r e f l e c t s  a c t u a l  c o s t s  

f o r  e x i s t i n g  s t a t e  p ro g ra m s , i t  d o e s  n o t  p r o v id e  a n a l y s i s  o f  a g e  and . 

in com e g r o u p s ,  e s t i m a t e s  o f  " c o v e re d  p o p u l a t i o n "  an d  " u t i l i z i n g  p o p ­

u l a t i o n . "  F u r t h e r ,  t h e  CBO (HEW) f i g u r e s  d o  n o t  show  c o s t - p e r - p a t i e n t  

and  t o t a l  d o l l a r  c o s t s  t o  b e  s h a re d  b y  t h e  f e d e r a l  and  s t a t e  g o v e rn m e n ts

U s in g  1975  d a t a  p u b l i s h e d  b y  t h e  A m eri can  D e n ta l  A s s o c i a t i o n 's  

B u re a u  o f  E co nom ic  R e s e a rc h  an d  S t a t i s t i c s ,  t h e s e  d i f f e r e n t i a t i n g



f a c t o r s  c a n  b e  s u p p l ie d  (S ee  T a b le s  2 an d 3 b e lo w ) .5

T a b le  2

A g e/I ncom e C o v e re d  P o p . U t i l .  P op . C o s t / P a t i e n t  
C la s s

C o s t o f
P ro gra m

2 -1 7
(u n d e r  $ 5 ,0 0 0 ) 1 0 .9 4 .0

T a b le  3

$ 6 5 .0 0 $ 2 6 0 .0 0

(7 5 -2 5 )
F ed . S t a t e

(7 5 -2 5 )
F e d . S t a t e

2 -1 7
(u n d e r  $ 5 ,0 0 0 ) 1 0 .9 4 .0 $4 9 $1 6 $1 96  $64

CBO (HEW) t o t a l  d o l l a r  c o s t  f i g u r e s  in  T a b le  1 ($ 2 7 ,0 0 0 ,0 0 0 )

v a r y  s h a r p ly  an d on t h e  lo w  s i d e ,  co m par ed  w i th  T a b le  2 ADA e s t im a te s

( $ 2 6 0 ,0 0 0 ,0 0 0 ) . H ow ev er , th e  d i f f e r e n c e s  c a n  b e  e x p l a in e d ,  a s  f o l lo w s

1 . CBO (HEW) f i g u r e s  u s e  $9 0 a s  t h e  c o s t - p e r - p a t i e n t  u n i t

an d  r e f l e c t  an  a c t u a l  u t i l i z i n g  p o p u la t io n  o f  3 0 0 ,0 0 0 ; an d

2 . ADA f i g u r e s  u s e  $65  a s  a c o s t - p e r - p a t i e n t  u n i t  and  as su m e

a u t i l i z i n g  p o p u la t i o n  o f  4 m i l l i o n  (a n u n r e a l i s t i c a l l y  h ig h

u t i l i z a t i o n  r a t e ) .

T h u s , a v a i l a b l e  p r i c e  an d  c o s t  d a t a  a r e  c o n f u s in g  and  m is le a d in g .  We 

a r e  c o n f r o n te d  w i th  an  " p e a c h e s  an d  a p p le s "  c o m p a r is o n , so  t h a t  

q u a n t i f y in g  t h e  c o s t  o f  c h i l d r e n s  d e n t a l  h e a l t h  p ro g ra m s  a p p e a r s  t o

be  h a z a rd o u s  a t  b e s t .

The  A s s o c i a t i o n  b e l i e v e s  t h a t  e f f o r t s  t o  q u a n t i f y  u t i l i z a t i o n

r a t e s  an d  d o l l a r  c o s t s  s h o u ld , i f  p o s s i b l e ,  b e  r e a l i s t i c a l l y  s t a t e d .  

From  t h e  a v a i l a b l e  d a t a ,  i t  d o e s  n o t  a p p e a r  t h a t  t h e  i n i t i a l  c o s t

o f  p r o v id in g  d e n t a l  c a r e  w i l l  b e  lo w . H ig h  i n i t i a l  c o s t s  c a n  b e
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e x p e c te d , b e c a u s e  th e  e l i g i b l e  p o p u la t i o n  w i l l  in c lu d e  a m a jo r i t y

o f  c h i l d r e n  who h a v e  n e v e r  r e c e iv e d  d e n t a l  c a r e  o r  c a r e  f o r  em er­

g e n c ie s  o n ly .  R a th e r , th e  im p a c t o f  i n i t i a l  d e n t a l  t r e a tm e n t  f o r  

t h e s e  c h i l d r e n  m u st b e  v ie w ed  "d ow n th e  l i n e "  so m ew her e— p o s s i b l y

i n  t h r e e  t o  f i v e  y e a r s .  P r e v e n t iv e  p ro g ra m  c o s t s ,  h o w ev er h ig h

th e  i n i t i a l  c o s t - p e r - p a t i e n t  may b e ,  c a n  b e  e x p e c te d  t o  d e c l i n e

a f t e r  r o u t i n e  d e n t a l  t r e a tm e n t  i s  p r o v id e d .

B e tw een  19 74 an d 1 9 7 6 , t h e  s t a t e  o f  V er m on t im p le m e n te d  a 

t o t a l l y  s t a t e  s u b s id i z e d  T o o th  F a i r y  P ro g ra m  (T FP )— a  C h i l d r e n 's

C o m p re h en s iv e  D e n ta l H e a l th  P ro g ra m — f o r  t h e  c h i l d r e n  o f  lo w  an d

m id d le  in co m e f a m i l i e s .  An e v a l u a t i o n  o f  t h e  V er m ont  TFP h a s  b e e n

p u b l i s h e d  b y  t h e  V er m on t P u b l ic  I n t e r e s t  R e se a rc h  and  E d u c a t io n  

F u n d .6  Co mments an d q u o t a t i o n s  w h ic h  f o l lo w  r e f l e c t  e x p e r ie n c e s  

and  f i n d in g s  p r e s e n t e d  in  t h i s  T o o th  F a i r y  E v a lu a t io n  r e p o r t .

I t  i s  s i g n i f i c a n t  t h a t  t h e  t o t a l  c o s t  o f  t h e  V er m ont p ro g ra m

was  $ 4 8 0 ,0 0 0 , $ 4 5 0 ,0 0 0  o f  w h ic h  r e p r e s e n t e d  paym en t t o  d e n t i s t s  

f o r  d e n t a l c a r e  (8 0 ,0 0 0  s e r v i c e s  f o r  1 2 ,0 0 0  c h i l d r e n ) .  O n ly  $ 2 0 ,1 7 3

was  s p e n t  f o r  p ro g ra m  a d m i n i s t r a t i o n .  Th e t o t a l  a n n u a l  c o s t  o f

t h e  TFP w as  e q u a l  t o  0 .3  o f  o ne  p e r c e n t  o f  th e  s t a t e  b u d g e t .

The  p ro g ra m  wa s c o n s id e r e d  s u c c e s s f u l  b y  t h e  f a m i l i e s  o f

e n r o l l e e s  (9 7 p e r c e n t  re co m m en ded  c o n t i n u a t i o n  o f  t h e  TF P)  an d

a l s o  b y  V er m ont d e n t i s t s  (88 p e r c e n t  p r o v id e d  s u p p o r t ) .  In  a s t a t e

w i th  a p r e p o n d e ra n c e  o f  r u r a l  to w n s an d  v i l l a g e s ,  t h e  n e e d  f o r

d e n t a l  c a r e  was  s u b s t a n t i a l  (48 p e r c e n t  o f  th e  e n r o l l e e s  h ad  n e v e r  

r e c e iv e d  d e n t a l  c a r e  o r  h ad  e x p e r ie n c e d  o n ly  em erg en cy  c a r e ;  32 

p e r c e n t  o f  t h e  e n r d l l e e s  h ad  n e v e r  r e c e iv e d  d e n t a l  c a r e ) .



C o s t - B e n e f i t s  o f  t h e  TFP

Th e p ro g ra m  d e m o n s tr a te d  t h a t  d e n t a l  e x p e n d i tu r e s  d e c r e a s e  

a f t e r  th e  i n i t i a l  y e a r .  In  t h e  TF P,  t h i r d  y e a r  e n r o l l e e s  co ns um ed  

an  a v e ra g e  o f  §5 4 i n  d e n t a l  s e r v i c e s .  Th e same g ro u p  u se d  $6 9 in

d e n t a l  s e r v i c e s  i n  t h e  p r e v io u s  o r  se c o n d  y e a r  {an a v e ra g e  o f  21 

p e r c e n t  r e d u c t i o n  o f  e x p e n d i tu r e s  a f t e r  tw o y e a r s  e n r o l lm e n t  in  

t h e  T F P ). F u r t h e r ,  t h e  p ro g ra m  d e m o n s tr a te d  t h a t  t h e  r a t e  o f  s c h o o l

r e f e r r a l s  d e c l in e d , fr om  4 0  p e r c e n t  in  1 975 , t o  l e s s  th a n  20  p e r c e n t

i n  1 9 7 6 ,

19 75

$ 8 0 .1 4

6 2 .5 0

3 4 ;0 0

T he f o l lo w in g  t a b l e  fr om  th e  E v a lu a t io n  r e p o r t  p r o v id e s  a

s tu d y  o f  a n n u a l , c o s t - p e r - p a t i e n t  o f  d e n t a l  t r e a t m e n t  i n  th e

V er m ont p ro g ra m .

A v era g e  A nnual  c o s t s *

G ro up
19 74

G ro up A (m ost  n eed y  $ 6 8 .6 9
f a m i l i e s )

G ro up B (m id d le  5 2 .5 4
in co m e 
f a m i l i e s )

S t a t e

19 76

$ 5 8 .8 9

5 1 .0 0

3 0 .0 0

55 p e r c e n t  o f  t h e  c la im s  fr om  G ro up  A; 45  p e r c e n t  o f  t h e  c la im s  
fr om  G ro up B

The  E v a lu a t io n  r e p o r t  a u th o r s  make t h i s  o b s e r v a t i o n  a b o u t c o s t -

b e n e f i t s  o f  a c o m p re h e n s iv e  c h i l d r e n 's  d e n t a l  h e a l t h  p ro g ra m , su ch

a s  t h e  V er m ont TF P,  w h ic h  i s  q u o te d  b e lo w ;
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I n i t i a l l y  h ig h  c o s t s  f o r  d e n t a l  c a r e  in  th e  
e a r l i e s t  p e r io d  o f  a new T o o th  F a i r y  P ro gra m  
e n r o l lm e n t  a r e  fo l lo w e d  b y  s i g n i f i c a n t  d e c l i n e s  
i n  c o s t s ,  a s  t h e  b a c k lo g  o f  un m et  n e e d s  a r e
r e m e d ie d ............... I n i d i v i d u a l  p a t i e n t  c o s t s  go
down  a f t e r  m a jo r  n e e d s  h a v e  b e e n  m e t.  But  
t h e  b e n e f i t s  f o r  t h e  c h i l d  w i l l  l a s t  a l i f e ­
t i m e . W it h  b r o a d ly  c o n c e iv e d  s t a t e  p ro g ra m s 
i n  p r e v e n t iv e  h e a l t h ,  unm et  n e e d s  w i l l  a t  
some p o i n t  s t o p  a c c u m u la t in g  and  t h u s ,  l a r g e  
i n i t i a l  c o s t s  w i l l  b e  l e s s  f r e q u e n t .

The  V erm on t T o o th  F a i r y  P ro g ra m  E v a lu a t io n  r e p o r t  o f f e r s  e v id e n c e  in

s u p p o r t  o f  t h e  v ie w  t h a t  i n i t i a l  c o s t s  o f  a c h i l d r e n 's  d e n t a l  c a r e

p ro g ra m  s h o u ld  n o t  b e  a d e t e r r e n t  t o  t h e  s u p p o r t  and  im p le m e n ta t io n

o f  su c h  p ro g ra m s . As  w i l l  b e  n o te d  l a t e r  in  t h i s  s t a t e m e n t ,  i t  i s

a p p a r e n t  t h a t  t h e  V er m ont  TFP may b e  u s e d  a  m od el  f o r  a s  ma ny  a s

30  o t h e r  s t a t e s  t o  e s t a b l i s h  and  im p ro v e  t h e i r  c h i l d r e n 's  d e n t a l

p ro g ra m .

R eco m m endat io ns

The  A s s o c i a t i o n  b e l i e v e s  t h a t  c o s t s  o f  c h i l d r e n 's  d e n t a l  c a r e

p ro g ra m s  c a n  b e  h e l d  t o  r e a s o n a b le  l e v e l s ,  i f  t h e  f o l lo w in g  p r a c t i c e s  

and  p r o c e d u r e s  a r e  in c lu d e d  d u r in g  t h e i r  p la n n in g  an d  im p le m e n ta t io n :

1 . i n i t i a l  s c r e e n in g  r e s p o n s i b i l i t i e s  s h o u ld  b e  a s s ig n e d  

o n ly  t o  d e n t a l  o r  d e n t a l  a u x i l i a r y  p e r s o n n e l ,  a s  d e te r m in e d  b y

e a c h  s t a t e r

2 .  d e n t a l  h y g i e n i s t s  s e r v i c e s  s h o u ld  b e  f u l l y  u t i l i z e d  in  

b o th  s c r e e n in g  an d  t r e a t m e n t  o f  CHAP p a t i e n t s ;  p h y s i c ia n s  and  

n u r s e s  a r e  n o t  a p p r o p r i a t e l y  t r a i n e d  o r  e x p e r ie n c e d  t o  s c r e e n

o r  t r e a t  e l i g i b l e  d e n t a l  e n r o l l e e s ;
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3 . E xpan ded  F u n c t io n  D e n ta l A u x i l i a r i e s  (E FD A's)  s h o u ld  b e

u t i l i z e d  on  b o th  s c r e e n in g  an d t r e a tm e n t  o f  e l i g i b l e  p a t i e n t s ,  wh en 

p e r m i t t e d  b y  t h e  s t a t e  d e n t a l  p r a c t i c e  a c t s  o r  s t a t e  b o a rd  r e g u l a t i o n s ;

(2 41 6 d e n t a l  h y g i e n i s t s  h a v e  a l r e a d y  r e c e iv e d  e x p an d ed  f u n c t i o n  t r a i n ­

in g  } r  an d

4 _  s p e c i a l  d e f i n i t i o n s  o f  " s u p e rv is io n '* ' by  t h e  d e n t i s t  o f  

h y g i e n i s t s  an d EF DA 's s h o u ld  b e  d e v e lo p e d  f o r  re m o te  an d  d e n t a l

m an pow er  s h o r ta g e  a r e a  p ro g ra m s;-  i f  n e c e s s a r y , d e n t a l  p r a c t i c e  a c t s

an d  s t a t e  d e n t a l  b o a rd  r e g u l a t i o n s  sh o u ld  b e  a p p r o p r i a t e l y  m o d if ie d  

t o  ac co m m odat e l o c a l  an d  r e g i o n a l  n e e d s  f o r  d e n t a l  c a r e .

S t a t e  EPSDT D e n ta l  P ro g ra m s

Th e A s s o c i a t i o n  w ould  l i k e  t o  p o i n t  o u t  t h a t  s t a t e  d e n t a l  h e a l t h

d e p a r tm e n ts  an d  d e n t a l  o r g a n i z a t i o n s  a r e  a c c e p t in g  t h e  c h a l l e n g e

u n d e r  T i t l e  XIX , M e d ic a re  t o  e s t a b l i s h  EPSDT p ro g ra m s . As  mem be rs  

o f  t h e  S u b co m m it te e  may  kn ow , h o w e v e r , t h e r e  h a s  b e e n  a  s i g n i f i c a n t  

r o a d  b lo c k  i n  t h e  d e s ig n  o f  t h e  i n i t i a l  s c r e e n in g  o f  EPSDT e l i g i b l e  

r e c i p i e n t s  f o r  d e n t a l  c a r e .

In  p a r t  a t  l e a s t ,  an  o b s t a c l e  p r e v e n t in g  EPSDT d e n t a l  p ro g ra m

s t a r t - u p s  may b e  e x p la in e d  in  t h e  q u o ta t i o n  b e lo w , t a k e n  fr om  A G uid e

To  D e n ta l  C a re ,  E PS D T -M ed ic a id .7

S c r e e n in g  p e r s o n n e l  a n d  M eth ods

S c r e e n in g  f o r  d e n t a l  d e f e c t s  s h o u ld  b e  a p a r t  
o f  t o t a l  h e a l t h  s c r e e n in g  an d t h e  p e r s o n n e l  
s h o u ld  b e  t h o s e  in v o lv e d  w it h  t h e  o v e r a l l  
r e s p o n s i b i l i t y  f o r  s c r e e n in g  f o r  h e a l t h  
d e f e c t s .  As  i n d i c a t e d  b y  t h e  p r e v io u s  
s e c t i o n ,  t h e  s c r e e n in g  p e r s o n n e l  may v a ry  
w i th  t h e  ag e  o f  t h e  c h i l d .  In  t h e  y o u n g e r
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y e a r s  t h i s  s h o u ld  b e  d o n e  b y  t r a i n e d  h e a l t h
p e r s o n n e l  su c h  a s  p h y s i c ia n s  o r  n u r s e s .

B e t t e r  th a n  o t h e r s ,  mem be rs  o f  t h e  S u b co m m it te e  c a n  a p p r e c i a t e  

t h a t  t h e  e x c lu s io n  o f  d e n t i s t s  o r  d e n t a l  h y g i e n i s t s  in  t h e  i n i t i a l

s c r e e n in g  p r o c e s s  o f  EPSDT— M e d ic a id  r e c i p i e n t s  d o e s ,  i n  a l l

p r o b a b i l i t y ,  l e a d  t o  fe w  r e f e r r a l s  o f  M e d i c a i d - e l i g i b l e  c h i l d r e n

t o  d e n t a l  o f f i c e s .  D e s p i te  t h i s  d e t e r r e n t ,  h o w e v e r , s e v e r a l  s t a t e

d e n t a l  h e a l t h  d e p a r tm e n ts , in  c o o p e r a t i o n  w i th  t h e  s t a t e  d e n t a l  

s o c i e t i e s ,  h av e  e s t a b l i s h e d  s t a t e  EPSDT d e n t a l  p ro g ra m s.®

A la b am a. In  O c to b e r , 1 9 7 2 , t h i s  s t a t e  s t a r t e d  o u t  t o  p r o v id e  

c a r e  f o r  e l i g i b l e  c h i l d r e n  u n d e r  a g e  1 2 . R e m ain in g  ag e  g ro u p s  w ere  

p h a s e d - in  a s  b u d g e t s  p e r m i t t e d .  A t t h e  o u t s e t ,  d e n tc i l  p r o c e d u r e s  

in c lu d e d  i n  t h e  s t a t e  p la n  w ere  l i m i t e d ,  b u t  new p r o c e d u r e s  h av e  

s i n c e  b e e n  a d d e d . Of  2 4 0 ,0 0 0  e l i g i b l e  r e c i p i e n t s  in  t h e  s t a t e ,  

som e 3 5 ,0 0 0  o r  a b o u t  16  p e r c e n t  h a v e  r e c e iv e d  d e n t a l  t r e a t m e n t .

The  d e n t a l  EPSDT p ro g ra m  c o s t  o v e r  a  p e r io d  o f  29  m o n th s , was  i n

e x c e s s  o f  $3  m i l l i o n .

M ic h ig a n . T h is  p ro g ra m  w as  i n i t i a t e d  in  1 9 7 3 . M ic h ig a n  

e s t a b l i s h e d  a  $2 5+  m i l l i o n  b u d g e t  t o  s e r v e  t h e  4 5 0 ,0 0 0  e l i g i b l e  

p o p u l a t i o n  i n  t h e  s t a t e .  W it h in  i t s  f i r s t  y e a r ,  M ic h ig a n  d e n t i s t s

s c r e e n e d  a l l  e l i g i b l e  c h i l d r e n  an d  t r e a t e d  g r o s s  d e n t a l  d e f e c t s .

New Y o rk .  The  s t a t e  p o p u la t i o n  o f  e l i g i b l e  r e c i p i e n t s  was  

e s t im a te d  a t  1 .4  m i l l i o n  c h i l d r e n .  O nly  t h r e e  p e r c e n t  o f  t h i s  

p o p u la t i o n  h a d  b e e n  s e rv e d  b y  1 9 7 5 , a l th o u g h  th e  p ro g ra m  w as  i n i t i a t e d  

in  1 9 7 2 . In  1 9 7 5 , t h e  s t a t e  d e n t a l  h e a l t h  d e p a r tm e n t  was  c o n s i d e r i n g

a r e o r g a n i z a t i o n  o f  t h i s  p l a n .
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O th e r  S t a t e s . Th e I l l i n o i s  D ep art m en t o f  D e n ta l  H e a l th  r e p o r t e d  

c h i l d r e n  h a v e  b een  s e r v e d ,  b u t  t h e  I l l i n o i s  p la n  i s  s t i l l  i n  an  e a r l y  

s t a g e  o f  d e v e lo p m e n t.  W is c o n s in , O re gon  an d M in n e so ta  a r e  in  th e  

a c t i v e  p la n n in g  s t a g e s  o f  e s t a b l i s h i n g  EPSDT p ro g ra m s .

T he  f a c t  t h a t  m or e s t a t e s  h a v e  n o t  i n i t i a t e d  EPSDT p ro g ra m s c a n

b e  a t t r i b u t e d  t o  a  v a r i e t y  o f  r e a s o n s ,  b u t  t h e  p r i n c i p l e  r e a s o n s  f o r

a l e s s —th a n —im p r e s s iv e  b e g in n in g  o f  d e n t a l  p ro g ra m s , am ong  th e  30

s t a t e s  w hic h  in c lu d e d  som e d e n t a l  c a r e ,  w ere  c o n c e rn s  a b o u t  c o s t s ,

i n e f f e c t i v e  s c r e e n in g  an d  n eed  f o r  l i a i s o n  b e tw e e n  s t a t e  m e d ic a l

and  d e n t a l  d e p a r tm e n ts ;  i . e ._ ,  t h e  e x t e n t  t o  w h ic h  s t a t e  d e n t a l

h e a l t h  d e p a r tm e n ts  w e re  in v o lv e d  in  t h e  d e s ig n  and  p l a n n in g  o f  th e

p ro g ra m  and  in v o lv e d  d i r e c t l y  in  th e  s c r e e n in g  p r o c e s s .

The  A s s o c i a t i o n  b e l i e v e s  t h a t  c o n t in u in g  e f f o r t s  b y  t h e  s t a t e s  

t o  i n i t i a t e  EPSDT d e n t a l  p ro g ra m s  sh o u ld  n o t  b e  a ll o w e d  t o  l a n g u i s h .  

D e n ta l  h y g i e n i s t s  a r e  p r o f e s s i o n a l l y  q u a l i f i e d  t o  s e r v e  a s  a  v a lu a b l e  

r e s o u r c e  t o  s t a t e s  in  p la n n in g  and  a d m in i s te r in g  su c h  p ro g ra m s . Th e 

A s s o c i a t i o n  s t r o n g l y  s u p p o r t s  a p la n  t o  e x te n d  EPSDT p ro g ra m s i n t o  

t h e  CHAP, p r o v id e d  t h a t  d e n t a l  c a r e  i s  v ie w ed  a s  an  e s s e n t i a l  com ­

p o n e n t  o f  m e d ic a l c a r e — w h ic h  i t  a c t u a l l y  i s  i n  m o s t o f  t h e  s t a t e

p l a n s  w hic h  h a v e  r e c e n t l y  b eg u n  t o  f u n c t i o n .

C o n c lu s io n

An in f o rm a l  s u rv e y  c o n d u c te d  by  t h e  s t a f f  o f  t h e  V er m on t T o o th  

F a i r y  P ro g ra m , in  S e p te m b e r , 1 9 7 6 , in c lu d e d  f i f t y  s t a t e  h e a l t h

d e p a r tm e n ts . F o r ty  r e s p o n s e s  w er e r e c e iv e d  w h ic h  a f f i r m e d  t h a t  30

s t a t e s  o f f e r  EPSDT d e n t a l  s e r v i c e s  u n d e r  T i t l e  XI X,  M e d ic a id . A
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m a j o r i t y  o f  t h e  s t a t e s  o f f e r e d ,  o r  p l a n  t o  o f f e r ,  a r a n g e  o f  d e n t a l  

s e r v i c e s  c o m p a ra b le  t o  th o s e  in c lu d e d  in  t h e  V er m on t p ro g ra m . I t

a p p e a r s  t h a t  a l l  s t a t e s  u se  a m ix  o f  s t a t e  and  f e d e r a l  fu n d s  a s

d e te rm in e d  b y  t h e  EPSDT r e g u l a t i o n s .  Some s t a t e s ,  n o t a b ly  T e n n e s s e e ,

T ex as an d N o r th  D a k o ta , a r e  c u r r e n t l y  p l a n n in g  t o  ex p an d  t h e i r  

c h i l d r e n 's  d e n t a l  c a r e  p ro g ra m s .

The  CHAP b i l l  p r o p o s e s  t h a t  t h e  f e d e r a l / s t a t e  m a tc h  f o r  d e n t a l  

p ro g ra m s n o t  b e  in c r e a s e d  fr om  an  a v e ra g e  o f  55 p e r c e n t  t o  t h e  

7 2 -2 5  p e r c e n t  fo rm u la  re co m m en de d f o r  m e d ic a l  p ro g ra m s . I f  t h i s

p r o v i s i o n  re m a in s  u n c h an g ed  a s  t h e  CHAP b i l l  re co m m en ds,  t h e r e  i s  

a s t r o n g  l i k e l i h o o d  t h a t  an  a l r e a d y  e f f e c t i v e  s t a r t - u p  o f  d e n t a l  

p ro g ra m s u n d e r  EPSDT w i l l  b e  a d v e r s e ly  a f f e c t e d .  E i t h e r  p ro g ra m s  

w h ic h  a r e  now  in  o p e r a t i o n  o r  p la n n in g  w i l l  n o t  b e  e x p a n d e d , o r  

ma ny  may e v e n t u a l l y  b e  d i s c o n t i n u e d .  C o n g re s s  c a n n o t  e x p e c t  t h a t  

a l l  s t a t e s  w i l l  e m u la te  t h e  V er m ont m o d e l,  w h ic h  d o e s  n o t  t h u s  f a r

u s e  T i t l e  XXX M e d ic a id  f u n d s . The  A s s o c i a t i o n  i s  c o n f i d e n t ,  h o w e v e r , t h a t

C o n g re s s  w i l l  w an t t o  c o n t in u e  t o  e n c o u ra g e  a l l  s t a t e s  t o  d e v e lo p  

o r  m a in ta in  an d  im p ro v e  e x i s t i n g  c o m p re h e n s iv e  p r e v e n t i v e  d e n t a l  

h e a l t h  p ro g ra m s  f o r  c h i l d r e n .

The  A s s o c i a t i o n  u rg e s  t h e  S u b co m m it te e  t o  g iv e  s e r i o u s  c o n ­

s i d e r a t i o n  t o  t h e s e  re c o m m e n d a ti o n s  a n d  t o  r e v i s e  H .R . 6 7 0 6 , o r  t o  

p r e p a r e  a new b i l l  w h ic h  w ould  en co m p ass  d e n t a l  p ro g ra m s , a s  w e l l  

a s  o t h e r  t y p e s  o f  h e a l t h  c a r e  p ro g ra m s and  s e r v i c e s .  I f  o n ly  f o u r  

p e r c e n t  o f  t h e  13  m i l l i o n  e s t im a te d  EPSDT M e d ic a id  e l i g i b l e  c h i l d r e n  

h a v e  b e e n  t r e a t e d — an d p r o b a b ly  l e s s  th a n  tw o p r e c e n t  o f  t h e s e  h av e  

r e c e iv e d  d e n t a l  c a r e — th e  new  " c h i l d  H e a l th  A ss  e s sm e n t p ro g ra m ”

♦
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s h o u ld  bec om e a f o c a l  p o i n t  t o  make a s u b s t a n t i a l  o v e r a l l  im pro vem ent

i n  t h e  h e a l t h  o f  o u r  d i s a d v a n ta g e d  c h i l d r e n .

Th e A s s o c i a t i o n  i s  p r e p a r e d  an d w i l l i n g  t o  ma ke i t s  r e s o u r c e s  

a v a i l a b l e  a t  b o th  s t a t e  an d  f e d e r a l  l e v e l s  t o  p r o v id e  d e n t a l  h e a l t h

c a r e  an d  t r e a tm e n t  t o  a l l  M e d ic i a d - e l i g ib l e  c h i l d r e n  who  n eed  and

d e s e rv e  su c h  c a r e .  The  A s s o c i a t i o n  b e - li e v e s  t h a t  t h e r e  i s  s u f f i c i e n t

d o c u m e n ta t io n  a t  h an d  w h ic h  e s t a b l i s h e s  t h a t  e a r l y  p r e v e n t iv e  h e a l t h

m e a s u re s  w i l l  p ay  s i g n i f i c a n t  d iv id e n d s  in  t r e a tm e n t  s a v in g s  o v e r

a p a t i e n t ' s  l i f e  s p a n . Th e p r e s e n c e  o f  d e n t a l  d i s e a s e  ( c a r i e s )  in

t h e  m outh  o f  a c h i l d  i s  n o t  s e l f - c u r i n g ,  a s  many c h i ld h o o d  s i c k n e s s e s

ma y b e .  D e n ta l d i s e a s e  i s  c u m u la t iv e . U n te n d ed  d e n t a l  c a r i e s

bec om e l a r g e r  an d  m or e s e r i o u s  in  t im e .  No d o l l a r  v a lu e  c a n  b e

p l a c e d  on  t h e  l i f e t i m e  b e n e f i t s  t o  t h e  c h i l d  who r e c e i v e s  p r e ­

v e n t i v e  d e n t a l  c a r e  wh en  h e  m o st n e e d s  t o  h a v e  i t .
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Ai r*-i- ica n D e n ta l  H y g ie n is ts * *  A s s o c ia t io n

The- A m eri can  D e n ta l H y g i e n i s t s ’ A s s o c ia t io n  i s  t h e  o f f i c i a l  
a g e n c y  o f  t h e  d e n t a l  h y g ie n e  p r o f e s s i o n  i n  t h e  U n it e d  S t a t e s .  
D e n ta l  h y g i e n i s t s ,  u n d e r  t h e  d i r e c t i o n  o f  t h e i r  d e n t i s t  e m p lo y e rs , 
p r o v i d e  i m p o r t a n t  p r e v e n t iv e  p a t i e n t "  c a r e  and  o r a l  h e a l t h  
e d u c a t i o n  s e r v i c e s  t o  t h e  p u b l i c .  I n  19 7 7 , t h e  A s s o c ia t io n  i s  
com pose d  o f  3 0 .0 0 0  m em b ers .,  a  t o t a l  w h ic b  i n c l u d e s  a p p r o x im a te ly  
9 ,8 0 0  s tu d e n t"  m em bers .

T h e  A s s o c ia t io n  p a r t i c i p a t e s  i n  t h e  p ro g ra m  o f  t h e  C om m is si on  
o n  A c c r e d i t a t i o n .  o f~ D e n ta l  an d  D e n ta l A u x i l i a r y  E d u c a t io n a l  
p r o g r am s- o f  t h e  A m eri can  D e n ta l  A s s o c ia t io n ,  i n  ad m in i s t e r i n g an  
e d u c a t i o n a l  sy s te m  w h ic h  i n c l u d e s  183 a c c r e d i t e d  d e n t a l  h y g ie n e  
p ro g ra m s  i n  c o l l e g e s  and  u n i v e r s i t i e s  th ro u g h o u t t h e  n a t i o n .
Upo n c o m p le ti o n  o f  s t a n d a r d i z e d  e d u c a t io n a l  r e q u ir e m e n ts ,  th e  
g r a d u a t e  d e n t a l  h y g i e n i s t  m u st s a t i s f a c t o r i l y  p a s s  b o th  n a t i o n a l  
an d  s t a t e  b o a r d  e x a m in a t io n s  i n  o r d e r  t o  o b ta in  a  l i c e n s e  t o - , 
p r a c t i c e  d e n t a l  h y g ie n e .

T h e re  a r e  c u r r e n t l y  i n  e x c e s s  o f  3 4 ,0 0 0  f u l l - a n d  p a r t - t i m e  
d e n t a l  h y g i e n i s t s  i n  p r i v a t e  d e n t a l  o f f i c e s  an d p u b l i c  h e a l t h  - 
a g e n c i e s ,  s c h o o l  s y s te m s , i n  t h e  f e d e r a l  an d m i l i t a r y  d e n t a l  
h e a l t h  s e r v i e s , '  and  r e s e a r c h .  Th e A m eri can  D e n ta l  H y g i e n i s t s ’ 
A s s o c i a t i o n  c o n d u c ts  i t s  ma ny  a c t i v i t i e s  in  f u l l  c o o p e r a t i o n  
w i th  t h e  d e n t a l  p r o f e s s i o n  a n d  s h a r e s  t h e  common g o a l s  o f  .
p r o v i d in g  d e n t a l  h e a l t h  s e r v i c e s  t o  m ee t t h e  e v e r -g ro w in g  
dem ands,  o f  t h e  A m eri can  p e o p le -  f o r  a d e q u a te  o r a l  h e a l t h  c a r e .

T h e  A s s o c ia t io n  h a s  c o o p e r a te d  i n  d e v e lo p in g  a c c r e d i t a t i o n  
o f  d e n t a l  h y g ie n e  p ro g ra m s , a c h ie v e m e n t and  a p t i t i d e  t e s t i n g  
p r o c e d u r e s ,  l i c e n s u r e  i n  a l l  S t a t e s ,  an d  n a t i o n a l  b o a rd  exam ­
i n a t i o n  i n  d e n t a l  h y g ie n e .  W ork in g r e l a t i o n s h i p s  h a v e  b e e n  
e s t a b l i s h e d  w i th  t h e  A m eri can  D e n ta l  A s s o c ia t io n ,  A m eri can  
D e n ta l . A s s i s t a n t s ’ A s s o c ia t io n ,  an d  many o th e r  r e l a t e d  o r g a n i ­
z a t i o n s ,  t h e r e b y  s t r e n g th e n in g  t h e  r o l e  o f  t h e  d e n t a l  h y g i e n i s t  
o n  t h e  o r a l  h e a l t h  c a r e  te a m .

The  c o n c e p t  o f  p r e v e n t iv e  d e n t i s t r y  i s  n o t  a new  i d e a .  
D e n t i s t s  h a v e  a d v o c a te d  and  t a u g h t  e f f e c t i v e  o r a l  h y g ie n e  
h a b i t s  t o  p r e v e n t  t o o th  d e ca y  s in c e  t h e  in v e n t io n  o f  t h e  t o o t h —.

N A T IO N A L  H E A D Q U A R T E R S  •  211 EA ST  C H IC A G O  A V E N U E . C M i r a n r ,
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b r u s h , ' b u t  t h e  i d e a  o f  t u r n i n g  o v e r  t o  a  d e n t a l  a u x i l i a r y  t h e  
p r im a r y  r e s p o n s i b i l i t y  f o r  m a in te n a n c e  an d  i n s t r u c t i o n  o f  o r a l  - 
h v g ie r .e  f o r  p a t i e n t s  was  n o t  f o r m a l iz e d  u n t i l  t h e  e a r l y  1 9 0 0 ‘ s .

- T o d a y , d e n t a l  h y g i e n i s t *  a r e  t r a i n e d  f b r  a mini mu m o f  2 
y e a r s * ,  a n d t- a ir e -e n g ag e d  in  muc h m ore  th a n  t h e  p o l l s h i n g  and  -- —
c l e a n i n g . o f  t e e t h , a l th o u g h  i b i s  r e m a in s  one  o f  t h e i r  p r im a r y  
d u t i e s .  T ^ e y  j r r e p a r e  d e n ta i_ X - r a y s ..  j l n d ~ i n s t r u c t  p a t i e n t s ,  j n .  _ 
p ro p e r"  t e c h n i q u e s ^ f o r  " th e  d e w i n g  o f  t e e t h *  ‘gu m  tr e a tm e n t* 1 
a n d  - t h e r o l e  ~of n u t r i t i o n a l ! * o f a l  h e a l t h ,  Bp - r k j n g -u nder t h e - i i / '  . 
s u p e r v i s i o n o f  d e n t i s t s ^  man y d e n t a l  h y g i e n i s t s  h a v e  e x p a n d e d  
t h l e i r  f u n c t i o n s  i n '  .t h a _ t r e  af-merrE pP T- rndn ntnt -d tK -naf -O . .
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Mr. Rogers. Thank you for your excellent statement.
Ms. Katz.

STATEMENT OF MARILYN KAPLAN KATZ

Ms. Katz. Thank you. I apprecia te the  opportunity to testify 
before you today. I am not a provider and do not represen t a 
provider group. I represent, as an attorney, the  intended beneficia­
ries of this act, the low-income children and the ir parents who look 
to you to provide them with bette r hea lth care. In this  capacity I 
have become fami liar with the EPSDT program as it operates on 
the  local level in Connecticut.

In its cur ren t form, the  dental portion of t he CHAP legislation  
aspects, would be very detrimenta l to the  inte rests of my clients in 
two ways. First, it is important to know tha t children and parents 
care about denta l care. It is im portant to them. It is one of the  few 
universa l services that  al l my clients and the ir children can benefit 
from. There are many very highly specializd items that  are being 
considered in the screening and treatm ent package. It is certa inly 
important for the one child who may suffer from a rare disease to 
have tha t discovered in time. But dental care is something each and 
every one of them can benefit from and appreciate  it. It is the kind 
of thing , as Congressman Maguire said, th at  most Americans  take  
for granted but  that  they  cannot.

Secondly, from a legal point of view as an atto rney  try ing to help 
clients achieve the ir goals in this area,  the  CHAP proposal would 
make our legal position worse tha n it now is under th e cur ren t law. 
It would remove the  support we now have to build on in order  to 
make the cur ren t requirement for this  a reality .

Dealing first with the  problems of my clients, in the ir nonlegal 
aspects, you have heard that a denta l assessm ent is unnecessary 
because nearly  all children  will need dental care at any rate . I 
would suggest to you it is really more tha n unnecessary. An 
assessment can be a significant barrie r to receiving care. We have 
seen this happen in Connecticut in two ways.

Firs t of all, you lose children in the  process between the  assess­
ment and the trea tme nt, between the  diagnosis and child care and 
the  referral. The rat e of children who complete each step goes 
down. Given the difficulties of transportat ion and the  difficulties of 
knowledge and communication, I think that  the  simpler we can 
make the  program, the  fewer stops, and the  fewer different provid­
ers the children get shut tled to, the greater  the  chance of success.

Secondly, the assessment process as it now operates in Connecti­
cut leads to very, very few children being referred for denta l 
problems. The late st HEW stat istics show th at  only 6 percent of the 
children  screened were identified as having denta l problems, and 
presumably were referred on to a dentis t. This is very serious. Not 
only for the dental problems bu t for the  other health care problems 
that  these children have. For many of th em a dent ist may be the 
only real primary care provider that  they see. Unfor tunate ly, 
despite EPSDT most of our  children  rely on emergency room care 
for their  physician services. This means that  many of the ir genera l 
health conditions are never looked at by a medical doctor.
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I have had two clients ju st in th e last year who had serious hea lth 
problems that  were first detected by de ntists. One was a boy about 
16 years old who was observed in a dental office to have a smell of 
acetone brea th, ram pan t cavities and unexplained abcesses in his 
teeth.  The dent ist learned that he had frequ ent urinatio n at night.  
Suspecting a medical problem the  den tist refer red the  boy to a 
doctor. The child had juveni le diabetes, which can be very serious 
and dangerous. It might  well have not been detected if the boy had  
not seen a dentist.

Another child we had was an 11-year-old girl who was observed 
by her dent ist to have a large swelling in her  jaw that  was not 
painful to her  and that  she had not noticed. The den tist refer red 
her to a surgeon who removed a gian t cell. Without this  inte rven ­
tion she would have sufffered a broken jaw.

These cases and the  s tatistics on the low number of children now 
receiving care are  not a reflection of lack of concern on the part of 
parents. Par ent s recognize th at  t he ir children need dental care but  
often have great difficulty in getting it.

One of my clients  called 25 dent ists and was unable  to find one 
who would tre at  her  child. This is a combinat ion of inadequate fee 
schedules and, I think, lack of education on the  part of the  State 
about the  availability  and need for den tal care.

Mr. Rogers. Than k you so much.
Ms. Katz. I have one othe r thin g to say. Shall I continue?
Mr. Rogers. Yes.
Ms. Katz. I would like to point out that  the  legal difficulties we 

are tryin g to overcome now are to get the  fee stru ctures  raised and 
to get adequate referrals. We think  th at  under the  current law, 
which m andates at leas t what den tal care is necessary for th e relie f 
of pain and infection and to mainta in teeth, we might  be able to 
make some progress. In fact, just last  year we were able to use the  
cur ren t provisions to stop some intended cutbacks  in the  dental 
program in Connecticut  by pointing out these  were mandatory 
services the  State had to deliver. I am afra id unde r this  CHAP bill 
as now proposed we would not have that  much to build on. We 
would have to limit  ourselves to children who had been assessed 
and then  only to those conditions found in the  assessment.

Given th e irra tion ality the dent ists have told us is in herent  in  a n 
assessment predica ted system, the re would be some equal protec­
tion problems that  I do not th ink  the Congress would want to create  
in such legislation.

I was jus t made aware of the  bill that  Congressman Maguire  
introduced yesterday. I thin k the  provisions in his bill would take 
care of our concerns. Firs t of all, as I read the  bill, it would 
eliminate  the  exception of den tal care from required services. 
Second, it would provide that  an assessment need not be required 
before denta l treatm ent is covered; and third, it would provide that  
when a dental assessment is made part of a State plan it must  be 
done by trained  dental personnel.

I would like to strongly  urge you to repo rt the  Maguire dental 
proposal instead of the cur ren t CHAP proposal.

[Testimony resumes on p. 358.]
[Ms. Katz prepared stateme nt follows:]
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STATEMENT OF MARIL YN KAPLAN KA TZ , CONNECTICUT LEGAL SE RV IC ES

My name is Marilyn Katz. As an attorney for 
Connecticut Legal Services, I represent low income 
children and their parents in efforts to secure better 
health services for children. In this capacity I have 
become familiar with the Medicaid program and with the 
Early Periodic Screening, Diagnosis and Testing (EPSDT) 
program as it operates at the local level in my state.

I appreciate the opportunity to testify before 
you today.

I would like to briefly comment on the proposed 
Child Health Assessment (CHAP) Act of 1977. Although 
there are many aspects of the bill which deserve close 
consideration, I would like to confine my remarks today 
to those provisions which affect dental care.

First I would like to invite you to look at 
dental care from the perspective of my clients. Every­
one is concerned about rising Medicaid costs. I am 
sure this concern is shared by your committee, as it 
looks at the types of services that could be covered 
in a preventive care program for children. The reaction 
to the testimony you have heard thus far today may be: 
"Surely dental care can be useful to children, but there 
are more crucial items to be covered, such as tests
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which will discover debilitating diseases and make their 
treatment possible.” From our clients’ point of view, 
it is of course important to discover any condition 
that may affect a particular child, even if that child's 
malady is rare. However, my clients are most concerned 
about getting the very basic health services - what most 
people in this country take for granted.

This includes dental care. For example Connecticut 
has a $300 million dollar a year Medicaid program. All 
but $25 million of this goes to institutions, nursing 

homes and hospitals. Therefore each person on Medicaid 
averages only about $125 a year for all non-institutional 

medical care. This is a very small amount and the dental 
portion is even smaller - less than 17. or $10 per person 
average per year.

Our clients believe that the already small amount 
spent for their basic health and dental needs should not 

be eliminated in moves for cost control. Our clients 
care about dental care. One client of mine called 25 
dentists in and around the town where she lives, trying 
to find one who would treat her children under Medicaid. 

She was unable to find one dentist who would see them.

It is not lack of parental concern but other prob­
lems which account for the small amount of dental services
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currently provided poor children. The problems for 
our clients are learning what care is available and 
convincing someone to treat them despite the low fees 
that will be paid for the services. We are relying on 
the law in its current state to try to correct these 

problems.

Current law requires the states to provide for the 
treatment of conditions discovered in screening child­
ren as long as such treatment is one of the services 
ordinarily provided by the state under its state plan 
(the state may be providing the service because it is 
required by the Medicaid Act or because the state has 
chosen it from the list of optional services covered 
by Medicaid). In addition the states are required to 
provide "at least such dental care as is necessary for 
relief of pain and infection and for restoration of teeth 
and the maintenance of dental health, whether or not 

otherwise included under the state plan..." 45 C.F.R. 
§249.10(a)(3)(iv). This regulation has been read in a 

rational manner by many states including Connecticut 
to require dental care within the limits of the defini­
tion for all Medicaid eligible children regardless of 
whether or not they have undergone what is formerly 
called "an assessment" under EPSDT. Thus in Connecticut, 
less than 67. of the Medicaid eligible children who 
receive screening assessments under EPSDT were identified
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as having dental problems. Yet approximately 207. of 
all Medicaid eligible children - including many unscreened 
children - receive dental services under Medicaid because 
of the present EPSDT program requirements.

The sources of these statistics provides another 
illustration of the effect of the present law. They were 
learned through discovery in the case of Robinson v. Maher 
where I was counsel. The lawsuit grew out of an attempt by 
Connecticut to cut back on services. The state was going 
to withdraw dental care services from adults but not from 
children because of its understanding that the EPSDT regu­
lation required them to provide dental services to all 
Medicaid eligible children. We are now relying on the 
present requirement in an affirmative effort to make the 
requirement more meaningful. We are urging the state to 
inform our clients of the availability of dental care 
through personal and mail contacts and to insure the 
availability of the care by setting reasonable fees.

The current law which requires certain dental services 
to be provided regardless of whether the child has been 
assessed embodies a recognition of two unique aspects of 
dental problems: one, their incidence, i.e., the fact 
that all children need dental treatment; and two, the 
difficulty of detection, i.e., the fact that one cannot 
usually identifycavities just by looking in a child's 
mouth.
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As HEW has stated in its own Medical Assistance 
Manual for the states, "Unlike other health needs, dental 

problems are so prevalent that most individuals will need 
diagnostic evaluation and some treatment. This examination, 
diagnosis and treatment planning must be the responsibility 
of legally qualified dental practitioners and their auxiliary 
personnel." Medical Assistance Manual, §5-70-20 F(4).

Thus, on the one hand, HEW has itself stated, you 
cannot expect ordinary dental problems to be discovered 
in a regular screening process. The Connecticut statistics 
referred to previously illustrated this: less than 6 per­
cent of the children who received screening assessments 
were identified as having dental problems. On the other 
hand, we know that all children need dental treatment and 
in Connecticut - even with the lack of information and the 
low fees - 20 percent of all Medicaid eligible children 

get such care.

The situation I have described is the reason we are 

opposed to the dental care provision of the proposed CHAP 
bill. This bill has been introduced "to assure that more 
low-income children receive regular high-quality primary 
and preventive care," (from President Carter's message of 
April 25, 1977, announcing the legislation), and Section 
3(G)(ii) of the bill broadens the responsibilities of the 
state to provide other kinds of care whether discovered
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in an assessment or not. However, this section makes 
an exception for dental services by requiring only ’’the 
treatment of conditions discovered during an assessment.’’ 
Especially without a concurrent provision which would 
mandate a professionally conducted dental assessment, 
this language if enacted could virtually eliminate the 
treatment of dental problems for poor children. For with 
out such a proper dental examination by a dentist or 
equally trained professional, not even conditions such 
as simple cavities will be discovered by a person simply 
looking into a child's mouth.

There are other dangers to interposing an assessment 
before a child is examined by a dental professional. I 

have had several clients within the past year who had 
other serious health problems that were first detected by 
dentists. One, a 16 year old boy, was observed in a 
dental office to have a smell of acetone breath, rampant 

cavities, and unexplained abscesses in his teeth. When 
the dentist questioned him he learned that the boy had 
frequent urination at night. The dentist referred'him 

to a physician and the expected diagnosis of diabetes was 
confirmed. Juvenile diabetes can be a very serious and 
dangerous disease and it might not have been detected 

until the boy had to be hospitalized were it not for his 
visit to the dentist. Another child we had, an 11 year
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old girl, was observed during a routine dental visit 

to have an unexplained hard lump swelling in her jaw.

The dentist referred her to a surgeon who removed a 

giant cell. Without the dentist’s finding she would 

have eventually suffered a broken jaw.

Perhaps under a very thorough and effective child 

health assessment program, these symtoms might have been 

recognized by trained personnel without the dentist’s 

participation. However, the health care provider for 

many of the children who are our clients is an emergency 

room where only the grossest disorders are diagnosed 

and treated. Thus a regular dental examination may be 

the best chance they have for their general health as 

well as that of their teeth.

Therefore, an ’’assessment’’ to be meaningful must be 

done by a dental professional. Ordinarily what is now 

done is that a child goes to the dentist’s office and 

"the assessment" is done by the dentist in the course 

of his examination prior to treatment. Such an assess­

ment might also take place through the services of a 

trained dental hygienist who could do the preliminary 

examination, cleaning, and X-rays at another location, 

possibly the school, and then refer the children to the 

dentist for further treatment.
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However, this points up the other problem with 
the bill as currently drafted. If a provision is added 
to the statute or imposed by regulationfor a specific 
dental assessment to be carried out by a trained dental 
professional, then all conditions will be "discovered 
during an assessment" and the purpose of the language 
as a limitation on treatment would have no meaning. We 
believe that given its importance to clients and its 
proven effectiveness as a cost control item of preventive 
care all dental services should be included,as all medical 
services will now be included,under the proposed act. But 
if limitations on dental services are to be imposed, they 
should be ones rationally related to the efficacy and need 
for the services, which the language of the current regu­
lation recognizes and mandates, not to some artificial cut 
off point.

As an attorney, I would also ask the committee to 
give its attention to the possible additional legal con­
sequences of enacting the bill as it now reads. I believe 
that the program being proposed which would provide for 

dental treatment to be provided to children only after 
an assessment, when that assessment would clearly not 
lead to the discovery of situations to be treated, is 
wholly irrational. I cannot believe that the Congress 
would want to enact a program that would raise such
serious equal protection problems.
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Therefore, we would urge you to amend the bill 

to make clear that dental care services are to be covered 

regardless of whether or not they are "discovered during 

an assessment." In the alternative, we would urge you 

to amend the bill to require meaningful professionally 

conducted dental assessments. Thirdly, if dental care is 

tied to assessments, we would urge you to require that 

such assessments be made for all children every year.

Without such changes , we would urge you not to enact 

the current proposed language on dental care but to leave 

the situation as it presently exists so that the regulation 

pertaining to dental care which currently discriminates 

between the required and non-required dental services 

based on their need and efficacy can remain intact.

Mr. Rogers. Thank you so much.
We will have to ask you to bear w ith us once more. We will recess 

for ten minutes.
[Brief recess.]
Mr. Rogers. The subcommittee will come to order.
Why is denta l care always considered more expensive tha n jus t 

medical care? Is ther e any validity to tha t?
Dr. Schoen. I will take  it, if I may, Mr. Chairman.
It isn’t more epxensive than medical care, because in the  United 

States in fiscal 1976, I believe in all medical care, $139 billion was 
spent and in dental care $8.6 billion was spent. So while $8.6 billion 
is a considerable sum of money, it represen ts a rat he r small 
proportion of the  tota l expenditures.

Mr. Rogers. Yes, but  did you t reat  all the  people who needed it? 
Dr. Schoen. No, but even if we-----
Mr. Rogers. What would it have been if you had done that? 
Dr. Schoen. If we had trea ted all of the  people?
Well, if you tre at  them all at once, and this is a wild guess, it 

might have gone up to maybe $16 billion or $20 billion, but you 
never have 100 percen t ut ilization  on anyth ing, and some of us have 
estimated that  if you would get a ll people to  a regular level, the  cost 
would not be any higher tha n $8.6 billion.

Mr. Rogers. How did you dentis ts ever let it get to the  stage 
where when people talk  about medical care, denta l care is never 
included?

Dr. Schoen. Do you want to take  that?
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Dr. Levitas. Mr. Chairman, I don’t think  anyone can give you an 
answer as to how it  got that  way, but so much of dental care is an 
elective procedure, or has been put  in the  viewpoint of being an 
elective procedure. A lot of it is of a technical, and if you will 
permit me, mechanical natu re, not taking anything  away from the 
scientific applica tion of very sound principles that go into that . 
There is a g reat cartoon t ha t shows a  lady looking in her mouth and 
says “$350 for something you can ’t even see.”

Well, this  is the  atti tude that  the  public has had, and unfortu­
nately I thin k that  perhaps pa rt of the  blame for the very thing 
that  you have asked about must be placed on my dear good close 
friends and some of my best friends  are  physicians. I feel that  they 
don’t have the  understanding  and  the apprec iation  of the inte rtwin­
ing and the  very complete relat ionship of dental care as related to 
medical care.

Mr. Rogers. You know you can go get your ears looked a t, your 
eyes looked at, your nose, but  not your teeth . It has all got to be 
separate. I would think the  Denta l Association ought to star t a 
drive to include denta l health as a part of the  hea lth  care of 
everybody.

Dr. Schoen. I th ink  we have, Mr. Chairman, but  we a re educated 
in different shools with different degrees, and that  separa tion, 
which started  in about 1840 or  so, seems to have perpetua ted itself, 
so th at we are considered a  separate  and distinct profession, rat he r 
tha n a specialty  of medicine.

Ms. Katz. Could I say someth ing to that?
Mr. Rogers. Yes.
Ms. Katz. Addressing your first  point about the  cost of dental 

care, if we look a t the Medicaid budget in a State like Connecticut 
we see the  evidence that  recipients don’t have a lot of inpu t into 
what  kinds of care are provided.

The inst itutions do frankly, the  nurs ing homes and the  hospitals, 
and to some extent the  physicians. Three qua rter s of the Connecti­
cut Medicaid budget goes for inst itut ional care for a very small 
portion of the Medicaid population. The amount spen t on dental 
care in Connecticut is less than  2 percent of the  tota l Medicaid 
budget. Tha t is less tha n $10 per person, and that  is not even 
distributed equally. The children don’t get as much of t ha t as the 
adul ts do. The adul ts get unfortu nate ly the  more extensive care, 
because we are  correcting years of neglect. The children get an 
almost infln itestimal amount. So even i f in a S tate  like  Connecticut 
we trip led the expendi tures, it would s till be less than  3 pe rcent  of 
the budget, and very small amounts of money in dollars compared 
to the  whole thin g amou nt—less tha n $10 million.

Mr. Rogers. Dr. Levitas, you have something further?
Dr. Levitas. I do.
I was going to  make the observation, because I have believed th is, 

and I say this  in keeping with the stat ement  that  you have jus t 
made about  examinations, if the  pedia trician were to require a 
dental examination of every child at a proper  age level, before he 
would sign a health certificate for that  child, I believe that  this  
would do as much as anything else that  we could possibly ins titu te 
to first  help correct, and most important and secondly, to prevent
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dental problems in children, because parents, the mothers particu­
larly, place a tremendous degree of confidence and tru st in the ir 
pediatricians , and would take  the children, if the  pediatr icians 
insisted  upon this type of examination.

Mr. Rogers. Maybe we should require denta l screening before 
payment is made. We need to do something, and I thin k you have 
brought to the committee a great many facts about cost. Any 
additional statis tics you have, and I thin k you said you had some, 
Dr. Levitas, would be helpful to the committee.

Also, if  you could state  for us what services ought to be covered, if 
that  is possible, so th at we do what should be done to improve the 
hea lth of young people, I think that would be helpful to the 
committee.

Mr. Maguire, I wonder if you could take  over the  committee?
Mr. Maguire. Thank you, Mr. Chairman.
Mr. Rogers. Thank you for your presence.
Mr. Maguire, [presiding]. Thank you very much.
Dr. Levitas, I thought your statement was excellent. I want  to 

compliment you on it. It was extremely thoughtful. You didn’t 
hesi tate  to challenge assumptions that  you felt were faulty, and I 
am gratefu l, as I know the whole committee is, for your offer to 
provide your own cost estimates, which I think  we will need as we 
proceed.

Clearly, this is going to be a  key issue, and if you could supply at 
your conv enience those est imates, it  would  be very  much 
appreciated.

Dr. Levitas. I am sure that  the ADA office he re will see th at tha t 
is made available to you.

Mr. Maguire. Thank you very much, sir.
Doctor, the question of adequate participat ion by potential provid­

ers has been touched on by a number of witnesses in  these 2 days of 
hearings, that is partic ipation in the Medicaid type of program, 
specifically in this case, of course, the  child hea lth  assessment 
program.

How can we promote more provider partic ipation?
Dr. Levitas. I am speaking  of course as a priva te practi tioner , 

and can give you my impressions. I am involved in Medicaid in tha t 
I see Medicaid children and I am happy to be able to do so and I 
make no bones about it. I have seen them since the inception of the 
program at home.

There are three factors that  it is my experience most of my 
colleagues take exception to. One is the  tremendous  amount of red 
tape  involved in trying to get cases approved, treatm ent  plans 
approved, prior to actual trea tment.

To take  jus t a moment of your time, I have a case righ t now that 
is pending of a severely retarded young girl who is waiting for 
trea tme nt, who is to listen to her mother , in severe pain. This has 
been going on for weeks and weeks, simply trying to cut  thro ugh red 
tape in the Medicaid program to get an okay to render her 
trea tment.

The second factor I thin k is the laund ry listing, or the tendency 
to eliminate and not permit the doctor to do comprehensive dental 
care, but to say you can’t do this, you can only xdo that.  You can’t 
use these things and you must use tha t. Tha t is resented.
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And, of course, then,  to be very mundane about it, is the mat ter 
of fees, where in almost all instances in most States,  denti sts who 
are  part icipating in these programs are  asked to take  reduced fees 
for the ir services. I t seems peculiarly stran ge to me that  people in 
other fields are not asked to take  reduced fees to const ruct hospitals 
or roads or school buildings or whatever it is, and yet the  profes­
sional in heal th care, in den tistry certain ly, is asked to take  a 
reduced fee to tre at children, and adult s for that  mat ter, in the 
Medicaid programs. I think  it is those three things.

Mr. Maguire. Do you think  the re is a basis in some instances to 
make a distinct ion between what would or would not be permitted 
and covered.

Dr. Levitas. I do. It is a very tough question to answer.
Mr. Maguire. Could a bet ter  job be done, or is it intrin sically a 

situa tion which is not amenable to being ameliorated?
Dr. Levitas. In dent istry , den tal services, and I hope these 

gentlemen and ladies will take  issue i f they disagree with me, the re 
are  many ways to render certain types of trea tme nt.

What has happened is tha t, to use a phrase,  Cadillac denti stry 
has been provided for people who could not afford Ford dentis try, 
and perhaps this is where some of the  monies have gone. So to 
answer your question, and maybe you had bet ter  put all this down 
as just  pla in old me speaking and not the ADA because I don’t know 
how they feel about this, but I am jus t talk ing for myself.

Yes, there  probably should be some restrict ions on how things are 
done, but  the  dent ist must  have the  leeway to render needed 
services without having to half way tre at  a mouth, to tre at  an 
individual, to tre at certain teeth .

Mr. Maguire. Tha t is very helpful. I wan t to again express my 
apprec iation  for your fine statement, part icularly  points that  you 
have made about the cost effectiveness, diagnosis and treatm ent  
approach as opposed to a screening approach. And the fact that  the 
administration  bill as at least presently drawn  appears to invite 
States to reduce the ir effort in this area.  I think those are ex­
tremely important points and I am glad that you under lined them 
in your statem ent.

Dr. Ripa, what  comments might you have on the  effect if we 
proceed as the administ ration recommend, of t rea ting children up 
to age 6 but not beyond age 6?

Dr. Ripa. Well, one of the main problems with that  approach is 
that  t he perm anen t teeth do not begin to erupt unt il age 6, and so 
by limiting care to only child ren from birt h to 6, we would really 
eliminate any treatm ent to the  perm anent denti tion at  all. Cer­
tain ly one can say the  same thin g about providing preventive care 
to chi ldren from bir th to 6. While we could provide some systematic 
flouride benefits, even these  benefits would slowly dissipa te if we 
stopped that  part icular care at age 6, so it  seems to be an inappro­
pria te age to stop dental care.

Mr. Maguire. Than k you.
Dr. Schoen, your testimony is most thought-provoking in its 

laying out of an a lternative approach to  what is usually  assumed to 
be the way tha t people a re going to  be trea ted,  and the  use of the  
schools in par ticu lar it seems to me is thoughtfu l and innovative. I

97 -633  0  - 77 - 24
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am wondering though  about the denial of payment to dentis ts for 
cert ain kinds of services, for example, fluoride rinsing, et cetera.

Can you expand on that  a little  bit, as to why you make that  
recommendation?

Dr. Schoen. Mr. Maguire, I had made the  recommendation be­
cause for a dent ist to conduct a fluoride rinse program would be 
almost impossible since it has to be repeated at a regular interval. 
And the only way t ha t such a program can be cost effective is to do 
it for the vast majority  of the  children on a regu lar basis, and the  
only way th at  you can get to those children on a  regular basis is in 
the  schools.

Also it  is the type of a service which can be provided Or super­
vised by nonprofessionals, teach ers’ aides, teachers  and so on, who 
can be trained to supervise  the provision of this service. It then 
becomes extremely inexpensive.

If this is done, that  would provide the  bulk of the  benefit. If 
someone volun tarily  then  wished the ir dent ist to apply additional 
fluoride, I th ink  they could do so, but would have to pay for it. But 
when the denti st does it  in the dent ist’s office, it becomes a rat he r 
expensive procedure because the prophylaxis  and fluoride together 
as we found in head start, for example, and as in the  f igures I gave 
here, the prophylaxis-fluoride-X-ray diagnosis chews up around  $20 
to $25, and that  can be done for a  much smaller rate at the  schools, 
with the dentis ts doing restorative care. Again this approachis 
much more cost effective. The dentis t only sees a fraction of the  
children anyway.

Mr. Maguire. What  about  X-rays?
Dr. Schoen. Well, the  X-rays. I am now a consu ltant or an 

audi tor for the State of California reviewing dentists ’ performance 
unde r Medicaid, and  the level of the qual ity of the  X-rays leaves a 
lot to be desired for possibly, and this is a guess, close to 50 percen t 
of the X-rays. And also in many of the  situat ions, ther e are  too 
many X-rays taken . In othe r situat ions the re are too few X-rays 
taken .

Mr. Maguire. And it is easier to control that  in a school 
environment.

Dr. Schoen. It is easier to control it in a school environment 
where par t of the  system would be to take  th e X-rays and then  send 
them  to the  dentist . In an emergency situa tion, obviously the  
dent ist could take  the X-ray for th at emergency, and in addition the 
keeping of a copy of the  X-ray in the  school environment would 
perm it one to evaluate the  success of the  program very easily, 
which now is an impossible problem in auditing.

Mr. Maguire. Dr. Levitas, would you care to comment on those 
points, first with respect to the rinsing, and second with  respect to 
the  X-rays?

Dr. Levitas. What was the second part?
Mr. Maguire. Second, with respect to the X-rays.
Dr. Levitas. The rinsing program is probably a very fine adjunct  

to an overall preventive concept of dentis try. The thing that  dis­
turb s me is that  most children do not ent er school un til they are 6 
years  old, and, if that  is the case, they are not going to get the 
benefi t of this type of thing.
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Mr. Maguire. Although head sta rt or othe r preschool programs 
could, I think , operate tha t?

Dr. Levitas. Right; if they had the  people t rain ed and willing to 
take th e time that needs to be done. I th ink  tha t would probably be 
a fine adjunct to this type of program.

As to the ma tter of X-rays—I rela te to it as a priva te prac ti­
tioner—I have a little difficulty. I thin k the  taking of X-rays 
part icularly  for young ch ildren  a t times can be difficult. To do it on 
a mass production basis with a lo t of kids around and with someone 
who is not for the most p art  probably exquisitly t rain ed in the  field 
of dental radiography and of making some judgments as to the 
effectiveness of the pictures th at  have been made, I would be 
inclined to feel this should be a function of the den tist in th e denta l 
office. I am not altogether  sure  about the importance of keeping 
records in the  school of den tal X-rays. If they  wanted to get 
informat ion, the  films could be duplica ted and sent out from the 
priva te offices. I feel that  pa rt probably should be reta ined  at the 
dental office.

Mr. Maguire. Thank you.
Ms. Yunker , what  type of role can the  hygienis ts play in 

underserved rural areas? Would you expand on that? It is a subject 
which keeps coming up. How do we deal with the underserved area? 
How do we provide the services?

Ms. Yunker. The denta l hygienist can perform many functions in 
all sorts of set tings. In most Sta te practice acts the re is a special 
clause that  allows the  dental hygien ist to work in community 
settings , in rur al settings, school settings.

The hygien ist can do a ll of the  p rima ry preventive services which 
would be the  trad ition al duties, the  prophylaxis, the  cleaning, the 
X-rays. Also to add t ha t den tal hygienis ts do meet all accreditation  
stan dard s set by the  ADA to take  X-rays and settings.

The hygienis t can do the  fluoride trea tme nts,  can do numerous 
procedures that  would be an adjunct to the  preventive trea tments.  
Some can do sealants. So it is a very wide amount  of  functions  tha t 
can be performed. They can also be in an administ rative role, in an 
educational role.

Mr. Maguire. What does your sta tem ent  imply when you say 
some can and some cannot? What are  the crite ria?

Ms. Yunker. The cri teria would be what the  State practice act 
allows the dental hygienist to perform. There  is a great deal of 
varia tion from State  to  State. In many S tates  ther e is a  wide range 
of trad itional  functions performed by all dental hygienists. There is 
a varied amount of functions  performed in other States.

Mr. Maguire. Thank you.
Ms. Katz, I very much apprecia te your statement. I am wonder­

ing, though, if you were hit  with what  is admittedly a difficult 
question of hav ing limited resources, what kind of ca re you would 
feel ought first  to be provided to children if we actually face that 
dilemma and we canno t do everything?

Ms. Katz. As I indicated, I th ink  that,  represent ing all my clients, 
I would have to go for those kinds of care th at  are  the  most 
universal and the most desired  by them . Those are  th e p rimary care 
and preventive care functions. It ju st hits everyone th at  way, that  a
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lot of other services do not, dental care and primary physician care. 
Those are things  my clients lack more tha n anything  else.

Mr. Maguire. Are you saying you would include dental care and 
sacrifice some other things?

Ms. Katz. I thin k I would have to say yes.
I would have to place it near the very top of the  list of what  

should be provided unde r CHAP. I ment ioned that  dental care is of 
universal applicability. Even more impor tant, preventive care is 
one of the most universally  effective hea lth services. The proven 
benefits  of routine dental care contrast with the  unfor tunately less 
certain efficacy of many other medical trea tments.

Not only does denta l care cause a measurable improvement in 
childrn’s health, but it is a n improvement  which is immediate and 
visible. The children—and the ir parents—directly experience the 
value of teeth which look and feel bet ter and they  can readily 
unde rstand the  connection between the treatm ent and the benefit. 
This experience is a good thing  in and of itsel f and is also an 
excellen t lesson in the  value of regular hea lth  care  in general.

The lesson continues because dental  care involves the  recipients  
as active part icipa nts—and in a way tha t is within the ir resources 
to perform. Many necessary medical treatm ents are  adm inistered to 
children and others  which require  partic ipation are  unfor tunately 
beyond the means of my clients. For example, I curr ent ly have a 
clien t whose child is suffering from muscular dystrophy. Because of 
this ailment the child needs a special formula for food which costs 
almost  $20 per week. This is beyond the  financ ial resources of he r 
family to provide. Ironically because of the inability to secure this 
$20 a week diet tr eatment, the  child is cur rently in th e hospital at a 
far greater  costs which will be borne under Medicaid. O ther kinds 
of medical treatm ent  simila rly tax the  resources  of our clients 
beyond the ir abilities  in both financial  and non-flnancial ways, 
including special living arrangemen ts and regular appoin tments  
which require  tran sportat ion and time.

But denta l care requires only inexpensive and easily performed 
acts on the part of our  clients. A toothbrush and some dental  floss 
are the  only tools necessary and, afte r proper  instruction,  they can 
be used by a child.

All of these aspects make dental treatm ent  the  ideal service to 
include and emphasize in any child hea lth program interested  in 
comprehensiveness of coverage and in prevention.

If I may comment on one question you asked before in terms of 
engaging providers, I think there are several things in the  cur ren t 
regulat ions and sta tute s that  could be useful. The subcommittee 
might  want to consider e ithe r keeping or expanding such provisions 
to elicit more provider participation  in the  program.

I think the current regulat ion that limits denta l care to those 
items which are necessary for the relief  of pain and the mainte­
nance  of dental  hea lth is a good place to start. It may be you want  
more par ticu larity about which services meet this  definition, but  I 
think  that is a good definition that would exclude most elective 
work.

We have been tryin g to work within that  definition to get certa in 
items  that are now excluded on our State laundry list, as Dr.
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Levitas said, included, because we th ink  they are  services which go 
to prevention and maintenance of dental health. I would like to see 
that  language  either kept or expanded.

Secondly, prior authorization is responsible for some of the red 
tape he was talking about. But the  regula tions provide that  prior 
authorization cannot  be used to unduly burden the  provision of 
services. It  is not to be used as a dodge to deny services. A couple of 
things that  can be done in th at  regard are to have a certa in 
monetary limit where, for example, anything unde r $50 does not 
require  pr ior authorization by the State , so there is no red tape and 
tha t dollar amount is the Sta te’s safeguard to getting things done.

In the cavities, ther e is some question of wh ether or not X-rays 
can show or not show whe ther  the work was needed to be done. 
Then it will probably be authorized anyway. We could have the 
situat ion, though, where the  dentist  assumes the  risk. This is 
something we are  working on in Connecticut. There  is no prior 
authorization but  if on a double check it seems the work cannot be 
done, the  dentist  assumes the risk  of having done t ha t work and not 
being compensated. I think as a trade off many denti sts would be 
willing to put up with the  fact  the y might not be reimbursed once in 
a while in ret urn for the fact they  would be able to do the work for 
the ir clients  while they are  there.

If you have someone in the  den tist ’s office and you tell them “I 
will call you in 6 weeks; maybe I will get to tre at you but maybe I 
won’t,” a lot of clients are lost and never receive trea tme nt.

Mr. Maguire. Are there any dent ists on the panel who agree with 
that statement?'

Dr. Schoen. In Cal ifornia, even though I am critica l of some parts 
of the program, for most of the Medicaid dental services for chil­
dren—and they are quite comprehensive—there  is no prior auth ori­
zation and the costs over 3 years  were actua lly a litt le lower in  the 
third year  tha n the first year so there was no inflat ion that  took 
place. The utilization rate had gone up. So the re is an example 
where prior authorization was not necessary.

Ms. Katz. The thir d point I wanted to make concerns fees. The 
regula tions now provide that  the  fee levels have to be set by the 
States  so as to elicit the participation of a sufficient number of 
providers so tha t a recipient gets the  same services as the  general 
population. The fees a re too low in many instances to insure that 
sufficient numbers of providers partic ipate.  I am not an advocate of 
high fees from a provider point of view. I am interested in keeping 
the costs down so more people can get more care.  But it does crea te 
a second-class system if you only have $6 to pay for a dental 
cleaning  because that is w hat the Medicaid rate is th ough dentists 
regularly receive $12 from those who can afford to pay. I would 
suggest we look to a s tand ard that  is not whatever the dentist would 
charge but something like the  reimbursement rat e used by Blue 
Cross or othe r medical insurance systems that would more closely 
approx imate the real cost tha n what is now being charged.

Dr. Levitas. Mr. Maguire, would it be fair for me to ask you a 
question?

Mr. Maguire. You could try.
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Dr. Levitas. Suppose in this same program you had a question of 
fees or availability  of funds, as you have raised the issue. Would you 
go to the  physicians and say, “We have only x numbers of dollars. 
What are  we going to eliminate from your treament  of these 
children?” That  is what you a re asking us. We have  only so many 
dollars so we are  going to say we cannot tre at everything, but  what 
would you like us to trea t? I do not thin k that question would be 
put to a group of physicians. You cannot tre at  that  rash  or sore 
because we have only x number of dollars.

We must  be given the privilege of rendering  comprehensive 
denta l care to children  who need it. Certa in types of cosmetic 
dent istry  might be as important to the well-being of an individual 
as anything else t ha t could be done for a par ticu lar patient. Yet, if 
there are  stric t limita tions put into law, th en the re is no way tha t 
we can do it unless we go about it doing it for free, which other  
people are not asked to do—and plenty of us do for free  anyway, as 
I am sure  you are aware.

I thi nk it is wrong to ask  us what would we eliminate.  We want to 
do comprehensive denta l care for children so that  we elimina te 
future needs which will become of even gre ater  expense to the child 
and apparently to the Federal Government.

Mr. Maguire. Thank you.
Are the re any additional comments?
Dr. Ripa. Obviously the prior ity in terms of care gets down to the 

costs involved, and again obviously to reduce the  costs one has to 
initia lly preven t the disease. Tha t is why all of us have really 
emphasized prevention, because denta l caries, which is what  we are  
primarily  talkin g about in children,  can be p revented, and commu­
nity  approaches  to prevention are  the most cost effective. That  
ratio nale  is what does lead us into the community fluoride rinsing 
programs, which can be done almost enti rely  with lay personnel 
and teachers, which, as Dr. Schoen has indicated, can significantly 
reduce the  cost per recipient.

In addition, for head star t ch ildren, while they may not be able to 
use a rinsing technique, certa inly they would be able to use a 
fluoride tablet to gain systemic fluoride preventive benefits. Ulti ­
mately one should have a reduction  in denta l costs by these commu­
nity approaches to the  problem.

Mr. Maguire. Thank you very much, members of the panel. We 
apprciate  your testimony very much.

We will recess and reconvene at 1:30.
[Whereupon, at 1:10 p.m., the  subcommittee recessed, to recon­

vene at 1:30 p.m. of the same day.]

AFTER RECESS

[The subcommittee reconvened at 1:45 p.m., Hon. P aul G. Rogers, 
presiding.]

Mr. Rogers. The subcommittee will come to order.
Our next panel will consist of Dr. C. Arden Miller, past President 

of the  American Public Health Association; Dr. Fred Seligman, 
Director of Division of Comprehensive Heal th Care, Associate Pro­
fessor of Pediatrics, University of Miami Medical School, Miami,
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Florida; Georgia L. McMurray,  who is Director, Department of 
Public Affairs, Community Service Society; Anne-Marie Foltz, Asso­
ciate in Research, Yale School of Medicine, New Haven, Connecti­
cut; and Rebecca Andrade, who is Executive Director of the Tri-City 
Citizens Union for Progress, Newark , New Jersey.

We welcome each of you to the  committee, and your statements 
will be made a par t of the  record. If you can confine your remarks 
to about 5 minutes, it will help the  committee. We are delighted to 
welcome you.

STATEMENT S OF C. ARD EN MILLER, M.D., PAST PRE SIDE NT,
AMERICAN PUBLIC HEALTH ASSOCIATION; FRED SELIGMAN,
M.D., M.P.H., ON BEH ALF OF THE ASSOCIATION OF CHILDREN
AND YOUTH PROJECT DIRECTOR S, A ND THE AMERICAN PUBLIC
HEALTH ASSOCIATION; ANNE-MARIE FOLTZ, M.P.H. , ASSOCIATE
IN RE SE AR CH , YA LE SCHO OL OF ME DICINE ; REBECCA
DOGGETT ANDRADE, EXECUTIVE DIRECTOR, TRI-CITY CITI­
ZENS UNION FOR PROGRESS; AND GEORGIA McMURRAY, DI­
RECTOR, DEPARTMENT OF PUBL IC AFF AIRS, COMMUNITY SER ­
VICE SOCIETY

Mr. Rogers. You may proceed.
Dr. Miller. Thank you, Mr. Chairman.
I am Dr. C. Arden Miller, represen ting the American Public 

Hea lth Association.
It has been my privilege to listen to your hear ings for the  past 

day and a half, and I have found much in them th at  is reassuring .
I am par ticu larly  reassured by many of the comments  and ques­

tions that  have come from you and your committee. I am reassured 
by Dr. Carter’s inte rest  in strength enin g hea lth  departm ents  and 
the  publ ic h ealt h capabili ty within this  program. I am reassured by 
your inte rest  in wishing to place the  whole EPSDT and CHAP 
endeavor in a broader context of matern al and child hea lth and 
prenatal services. I am reassured by Mr. Maguire’s inte rest  in 
wanting to make this a program that  assure s services ra ther  than 
provides only assessments.

In the  testimony that the  Association has prepared, we deal with 
a number of issues that  have been deal t with I think  to good 
advantage previously, and I won’t repe at tha t. These issues include 
extension  of eligibility to 21 years  of age, providing for broader  
definitions and continuity of eligibility, inclusion of dental care, 
inclusion of children suffering from m enta l disabilitie s, and improv­
ing th e Federa l match of funds. What  I do wish to dwell on at  some 
length are  two issues; one having to do with the  principle of 
assur ing services, and the  other having to do w ith wha t Secretary 
Califano referred to as the  provider  problem.

In regard  to assuring services, I am aware, as I think  all  of us are,  
that  i t is curren tly an official part  of th is government’s policy to be 
concerned about human rights.  We applaud that  concern and be­
lieve tha t it is a domestic issue as well as a  foreign one. I think it is 
a domestic issue that  is repre sente d in consideration of CHAP.

We construe that  EPSDT provides poor children of this country  
with an entit leme nt; an ent itlement to screening, an ent itlem ent to
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accurate diagnosis and to accura te trea tment. I thin k that  it is 
government’s responsibility not only to define t ha t ent itlem ent and 
th at  right but to fulfill it. It is in tha t spir it that  I wish to address 
the  whole matter  of assurance of services.

Mr. Califano this morning  expressed an inten tion to assure  ser­
vices to 75 percent of all eligible children within  a 5-year period. I 
must  say I am disappointed at the limita tion of th at  objective. The 
same Department plans to immunize 90 percen t of children within 
a much shorter period of time, and I submit that  the  outreach 
efforts for immunizing 90 percent of children are  not vastly differ­
ent  from the  outreach problems of screening those same children 
for dental disorders, anemia and problems of hea ring  and vision. I 
think we can do bet ter about assurances.

I am especially concerned tha t the  cons train ts on providing 
improved services and incorporating more children with expanded 
eligibilities and benefits are all fiscal const raints. What concerns 
me about th at is th at  it is really  a measly amount of money that  we 
are  talkin g about. A very modest increase  in money would ex tend 
eligibility and would extend benefits. The problem is that  it is so 
easy once again to neglect children. They don’t complain very 
much. We spend vast sums of money on other kinds of programs 
where the complaints are  louder. I hope this  is an instance where 
we do extend eligibility and benefits to the  maximum. I thin k we 
must provide assurances that  the ent itlement for the  health of 
America’s children  are fulfilled.

The provider problem. I agree with statements that  many people 
have made t ha t CHAP should be written in such a way as to allow 
and encourage a full range of providers  and th at  contracts should 
be written with providers w herever  they  are qualified and wherever 
they  are willing to offer these services. But I submi t that  among 
those providers, th ere  is one tha t is unique, and that  is the provider 
th at  has the  responsibil ity to assure services to those children  who 
are  not reached by anyone else. Those are  the hea lth depar tments.

I think that this country does not possess the models whereby it 
is possible for government to regula te priva te a nd voluntary provid­
ers in such a way tha t we can assure that  they can equitably fulfill 
enti tlem ents  to services.

The one delivery  system th at  we can regulate , t ha t we can control 
sufficiently to guarantee that everyone can be reached, are the 
official agencies of health, State and local hea lth depar tments. 
Regret tably enough they are  not all highly qualified either, and I 
submit that it should be a component of th is bill to see to it that  
they  are qualified.

A word about health departments . I know that  you are aware  
that  they are the  only provider availab le for large numbers of 
children. There are census trac ts in this  country,  par ticu larly  in 
inner cities, where as many as 80 percent of all children  make use 
of medical care and health services as provided by health dep art­
men t clinics, school clinics. In our own Sta te it is es timated  that  50 
percent of all children, insofar as they get any medical care at all 
except at the time of illness, get it from the ir local hea lth  
depar tments.

The record of EPSDT, in relation to local hea lth depar tments, is 
interesting.  Local health departmen ts are  responsible for 60 percent
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of all the assessments that  were done, and those States that  relied 
on hea lth departments for doing the  assessments succeeded in 
reaching larger proportions of children tha n those States  which 
used mix providers.

There  is no evidence that  those States that  used hea lth depa rt­
ments  as the  providers were any less successful in providing diagno­
sis and treatm ent tha n those who used mixed providers.

I th ink  t ha t health departm ents  can do a good job. Many of them 
are  doing an excellent job. We have recently completed a survey of 
all hea lth depa rtments in the  country , and those resul ts soon will 
be published.

I was reassured at the many departm ents  which have potent ial 
for reaching  la rge numbers of children and for providing them with 
primary care services. Right now one out of four Americans  is 
reached  by some di rect personal hea tlh  service that  is provided by 
local hea lth depar tments. I suggest that  that  is an access system 
that  we can’t ignore when w riting legislation about  personal health 
services.

Furtherm ore,  i t is perhaps worthwhile to point out that  a number 
of times, at  least three that  I can count readily  within re cent  years, 
it has been a ma tter  of national policy to establ ish some kind of 
provision for broad personal  hea lth  services with  the  inten tion of 
reaching everyone. Tha t was tru e of family planning services. It 
was true of immunizations for swine influenza, and though  that 
program had many problems which I won’t dwell on, it was an 
expecta tion that  u ltima tely fell as a responsibility of hea lth  depart­
ments. Tha t was also tru e of EPSDT.

I th ink  t ha t insofar as those programs have failed, they represen t 
failures of logic and thinking  th at  those hea lth  departm ents  can 
expand the ir services without also expanding the ir resources and 
facilities. I think it is necessary, in o rder for CHAP to be adequately 
implemented for the hea lth departments  to be improved.

One of the speakers this  morning, perhaps yesterday, emphasized 
that  CHAP should be wri tten  in such a way th at  we emphasize 
outputs. I subscribe to th at  empahsis. But I would remind the 
committee  and others, th at  if we have learned anything in this 
country about  improving h eal th services, it should be tha t we don’t 
improve outpu ts necessarily by adding to incomes. We improve 
outputs by improving services, and I think services need to be 
expanded and improved in  the sense that  h ealt h departm ents  serve 
as the  residual gua ran tor of all essent ial hea lth  services for a 
population.

I have some specific recommendations about  the CHAP proposal.
No. 1, I would propose t ha t the re be specific pass-through financ­

ing of Federa l funds to local hea lth  departm ents  wherever those 
departments  are not adequate to provide services, and wherever 
other providers either are not qualified or are unwilling to provide 
mandated services.

No. 2, I would like to say a word about the penalt ies th at  should 
be imposed for States who do not meet specified outputs. The new 
proposal I think is an  improvement over EPSDT, in that  i t attacks 
administ rative costs ra ther  tha n funds available to poor people. 
And yet I recoil at the idea that  when States don’t provide services
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th at  are mandated, we really  penalize the  States by withdrawing 
money from poor people’s programs.

I would suggest that  a good place to look for penalizing th e States  
is to withdraw part of t hei r revenue shar ing money. Tha t money 
was provided to States at a time when we were cutting back many 
Federal initia tives for health services specifically earm arked for 
poor people. Pa rt of the justifica tion for curtailing those programs 
was that the State s would now take  care of them and Federal 
Government would give them the money to do it throu gh revenue 
sharing.

Insofar as t he States  haven’t done tha t, shared revenue  seems to 
me a fair targ et for penalities.

The third emphasis  t ha t I would like to make is the requirement 
that  within  a 3-year period, all providers provide comprehensive 
care. I am an enthu siast ic subscriber to the  concept of comprehen­
sive care, but I really  thin k in this instance it is ret rogressive. It is 
retrogressive in the  sense that  I see no likelihood that  all children  
within  the 3-year period can be provided all of th e services under 
one roof.

In fact, it imposes an unfa ir penal ty on hea lth  departments to 
require this, because no one expects other providers, such as pri­
vately practicing physicians to take care of the dental , the  ear 
problems and  the  eye problems all under one roof. They use refe rral 
systems too. They assure access to services and I thin k that  the 
same ass ura nces can be provided by a ma jor ity  of he al th  
departments .

A fourth item is the desirabi lity th at  the  program be adminis ­
tered  not by welfare agencies but  by hea lth  depar tments. It is a 
health service program, and even though the re are  income factors 
associated with eligibility, it seems to me it ought primarily to be 
administered  as a health service program.

My las t point is that wherever there are  populations of chi ldren 
who could qualify for services as defined by the C&Y and the  MIC 
projects which demo nstra te so effectively a cost effective model of 
comprehensive care, then I certa inly thin k States should be re­
quired to expand the ir programs of special projects to provide new 
projects for such eligible populations.

Let me conclude by saying that I am aware  that  the re are a 
number of people who look upon CHAP and EPSDT as something 
that  we need to do u ntil  national hea lth  insurance comes along. I 
really thin k it is much more important tha n that .

I think it may be possible to write national  hea lth  insurance  in 
such a way tha t children won’t benefit substantially. The record is 
very good that  when children are thrown into financing and service 
programming along with the ir elders that children get pushed to 
the  end of the line, and I think unless we put  in place a solid health  
delivery service system for chi ldren before we have national health 
insurance, I think they  will suffer terribly.

Thank you very much, Mr. Chairm an.
[Testimony resumes on p. 384.]
[Mr. Miller’s prepared stateme nt follows:]
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Thi s te st im ony i s  p re se n te d  on b e h a lf  o f th e  Am erican  P u b li c  H ea lth 

A sso c ia ti o n . I am Dr. C. Arden M il le r , a p e d ia t r ic ia n , and  P ro fe sso r  o f 

M at er nal  and C hild  H ea lth  a t  th e  Sc hool o f  P ub li c  H ea lt h , U n iv e rs it y  o f  

Nor th  C a ro li n a ; I sp ea k fo r  th e  A ss o c ia ti o n  as  a p a s t P re s id e n t.  The 

A sso c ia ti o n , w ith a f f i l i a t e s  in  a l l  50 s t a te s ,  co m pr ises  a to t a l  member­

sh ip  th ro ug h th e  N ati onal A sso c ia ti o n  and i t s  a f f i l i a t e s  o f  ab ou t 50 ,000  

peo p le . Most o f  them a re  h e a lt h  p ro fe s s io n a ls : n u rse s , p h y s ic ia n s , 

s o c ia l w ork er s,  e n v ir o n m e n ta li s ts , a d m in is tr a to rs , n u t r i t i o n i s t s ,  h e a lt h  

e d u c a to rs , p o d i a t r i s t s ,  te c h n ic ia n s , and a number o f  new p ro fe s s io n a ls  

such  as  h e a lt h  a id es  and  community ou tr ea ch  w ork er s.  Con sum ers a re  welcom e

members o f  th e  A sso c ia ti o n .

Al thou gh  I ta ke  r e s p o n s ib i l i ty  fo r th e  co n te n ts  o f  t h i s  te st im o n y , I 

wi sh  to  ac kn ow led ge  im port an t a s s is ta n c e  from  st a te m e n ts  th a t  we re pre par ed  

by th e  C h il d re n 's  Def en se  Fund,  th e  C o a li ti o n  fo r  C h il d re n  and  Yo uth, th e  

Am erican  Academy o f P e d ia t r ic s , and co ll eag u es in  th e  Am erican  P ub li c

H ea lth  A sso c ia ti o n .

Sin ce  November o f  1976 a s tr o n g  theme fo r  ou r n a ti o n  ha s emerged in  

defe nse  o f  human r i g h t s .  The Am eric an P u b li c  H ea lth  A sso c ia ti o n  ap pl au ds  

th a t  em ph as is and  in vo ke s i t  to da y in  c o n s id e ra ti o n  o f  th e  C hild H ea lth 

As sessmen t Ac t o f  1977 (HR6 706/S 1392).

Pro gra ms  th a t  add re ss  th e  ne ed s o f po or  peo ple  a re  pr ed om in an tly 

ad d re ss in g  th e  ne ed s o f c h il d re n . The m a jo r it y  o f  poo r peo ple  in  th e  

U ni te d S ta te s  a re  c h i ld re n , and th e re  a re  more  o f  them  ra is e d  in  pover ty  

to day  th an  in  1970 .(1) About f o r ty  p erc en t o f a l l  m in o ri ty  c h il d re n  and 

ab ou t f i f t e e n  p e rc en t o f  a l l  w hit e c h il d re n  a re  ra is e d  in  p o v ert y . T hei r
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r ig h ts  to  h e a lt h  s e rv ic e s  ha ve  be en  w el l d e fi n ed  fo r  n e a r ly  a de ca de  un de r 

th e  e n ti tl e m e n ts  o f  th e  E ar ly  P e r io d ic  S cre en in g  D ia gnosi s and Tre at m en t 

Program o f  th e  M ed icaid amend ments . M ed icaid e l i g ib l e  c h il d re n  a rc  

e n t i t l e d  to  s e rv ic e s  th a t  sc re en  fo r  h e a lt h  pro ble m s,  and  a re  f u r th e r  

e n t i t l e d  to  a c c u ra te  d ia gnose s and  tr ea tm en t o f  any  pr ob le m s th a t  a re  

id e n t i f i e d .  Th ese e n ti tl e m e n ts  - -  th e se  human r ig h ts  — ha ve  be en  up he ld  

re p e a te d ly  in  l i t i g a t i o n  th a t  ha s a tt en d ed  im ple m en ta tion  o f EPSDT.

The ne ed  fo r  such  a program  i s  g r e a t . More th an  h a l f  o f th e  c h il d re n  

who ha ve  be en  sc re ened  ha ve  been  fou nd  to  s u f f e r  one o r more h e a lt h  p ro ­

bl em s.  On ly ab ou t f o r ty  p e rc en t o f  th o se  pr ob lem s ha ve  be en  t r e a te d  ev en  

thou gh  th e  most co nsp ic io us o f them - d e n ta l d is e a s e , n u t r i t i o n a l  an em ia , 

h ea ri n g  d is o rd e r  and  v is u a l d e fe c t - a re  r e a d i ly  c o r r e c t ib le . T hi s c i r ­

cu msta nc e i s  e s p e c ia l ly  t r a g ic  be ca us e w it hou t tr ea tm en t a l l  o f  th ese  

c o n d it io n s  can  be ex pec te d to  le ad  to  l i f e lo n g  d i s a b i l i t i e s .  But , most 

t r a g ic  o f  a l l ,  ab ou t th re e  out  o f  ev er y  fo u r c h il d re n  who a re  e n t i t l e d  to  

th e  s e rv ic e s  of EPSDT ha ve  no t be en  re ac hed  by i t .

Po or  c h il d re n  a re  th e  most v u ln e ra b le  and  per ha ps th e  mo st n eg le c te d  

peo ple  in  our s o c ie ty . T hei r r ig h ts  to  h e a lt h  ca re  co n ti n u e  to  be  la rg e ly  

u n f u l f i l l e d .  The f u l l  scop e o f  c h i ld r e n 's  h e a lt h  prob lems i s  su p e rb ly  

doc um ented  in  th e  f i r s t  tw en ty  pa ge s o f , "A Pro posa l fo r  New Fed er al  

L ea der sh ip  in  M at er nal  and  C hil d  H ealt h  in  th e  U .S ." , O ff ic e  o f  C hild 

H ea lth  A f fa i r s , O ff ic e  o f A s s is ta n t S e c re ta ry  fo r  H ea lt h , DHEW, November  1,

1976 .

The p ro bab le  ad ve nt o f  n a ti o n a l h e a lt h  in su ra nce  in  th e  y ea rs  imm edi­

a te ly  ah ea d r e q u ir e s  th a t  p r io r  a t t e n t io n  be  gi ve n to  s tr e n g th e n in g  h e a lt h  

s e rv ic e s  f o r  c h il d re n . Unl es s s p e c ia l p ro v is io n  i s  made fo r  c h i ld r e n , th ey
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w il l  ge t pu sh ed  to  th e  end  o f th e  queue when th ey  a re  in c o rp o ra te d  in to  

s e rv ic e  o r fi n an c in g  sy st em s al ong w ith th e i r  e ld e r s .

But more th an  d ela y  i s  in vo lv ed ; th e  n a tu re  and  sc op e o f  h e a lt h  

s e rv ic e s  th a t c h il d re n  re q u ir e  a re  d i f f e r e n t  from  what t h e i r  e ld e r s  ex pec t 

and  r e q u i r e . (2) «

The experi ence  o f  o th e r  n a ti o n s  i s  r e le v a n t.  When u n iv e rsa l h e a lt h  

in su ra n ce  was in tr oduced  in  Qu ebe c, th e number o f p h y sic ia n  v i s i t s  per  

per so n ea ch  year remaine d c o n s ta n t but  were s h if te d  fro m th o se  in  hi gh  to  

th o se  in  lower  inco me gro ups.  But d is tu rb in g ly  eno ugh  th e re  was a d e c li n e  

o f ab ou t se ve n p e r cen t in  p h y sic ia n  v i s i t s  fo r  ag es  un der  17 y e a rs . 

E n te r li n e  co nc lu des  th a t  th e  d e c li n e  "may r e f l e c t  i n a b i l i t y  o f  th e  age gro up  

to  comp ete  fo r  s e rv ic e s " .( 3 )  C hil d re n  in  an o th er p ro v in ce  o f  Canada 

(New fou ndlan d and  Lab ra do r)  we re p ro te c te d  from  such  crow ding  o u t.  A 

c h i ld r e n 's  h e a lt h  se rv ic e  was e s ta b li s h e d  th e re  in  195 8. L a te r when a 

h e a lt h  in su ra nce  pro gram  was e s ta b li s h e d  fo r  a l l  ag es , sp e c ia l b e n e f i ts  fo r  

c h il d re n  were r e t a i n e d . (4)

Re cent  experi ence  in  B r it a in  i s  eve n more co m pel li ng . When th e  

N ati onal  H ea lth S erv ic e  was en acte d  in  1948 p re v e n ti v e  s e rv ic e s , c o n s is ti n g  

mo st co nsp ic uousl y  o f pr im ar y h e a lt h  ca re  to  m othe rs  and  c h i ld re n , were 

s e p a ra te ly  m ai nta in ed  un de r th e  Lo ca l H ea lth A u th o r it y . A much admire d 

f e a tu re  o f t h i s  se rv ic e  was th e  work o f  s p e c ia ll y  t r a in e d  n u rse s , known as  

H ealt h  V is i to r s . In 1974 a l l  h e a lt h  s e rv ic e s  we re merge d un der  a u n if ie d  

a u th o r i ty  fo r  th e  sa ke  o f  in te g ra t in g  p re v en ti v e  and  c u ra t iv e  m ed ic in e 

and  p ro v id in g  a s in g le  do or  o f  access  th ro ug h th e  o f f ic e s  o f genera l p ra c ­

t i t i o n e r s .  A re p o r t p u b li sh ed  in  Decemb er, 1976 by a governmen t co mmittee  

on Chi ld  H ea lth  S erv ic es s t a te s  th a t  s in c e  u n i f ic a t io n  " . . .  f a m il ie s  w ith
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young c h il d re n  ha ve  had  le s s  th an  t h e i r  p re v io u s sh are  o f  th e  h e a lt h  

v i s i t o r 's  ti m e,  and  th i s  i s  a de ve lo pm en t we sh ould  li k e  to  se e r e v e r s e d " .( 5 ) 

S pec ia l p ro v is io n  must be  fo r  h e a l th  s e rv ic e s  to  c h il d re n ; th e  r e p o r t  urg es  

th a t  th o se  p ro v is io n s  be made on ce  ag ain  in  B r i ta in .

In th i s  co untr y  we a re  o b li g ed  to  de vel op  sy stem s of ca re  th a t  

le g i ti m a te ly  d e ri v e  ou t o f Am eri can  i n s t i t u t i o n s ;  bu t we a re  no t ob li g ed  

to  re p e a t th e  m is ta kes  o f  o th e rs  nor o f our own p a s t . S p ec ia l p ro v is io n

mus t be  made fo r  h e a lt h  s e rv ic e s  to  c h il d re n .

The CHAP pro gram  as  c u r re n tl y  pr op os ed  i s  no t an ad eq uat e re sp onse  

to  th e  h e a l th  pr ob lem s o f  c h il d re n . The APHA su p p o rt s th e  co nc ep t 

underl y in g  CHAP; th e  mos t ti m ely  avenue  fo r  im pr ov in g h e a lt h  se rv ic e s  to  

c h il d re n  r e s t s  w ith ex te nd in g  and  im pr ov in g EPSDT. I t r e p re s e n ts  a po wer fu l 

e n ti tl e m e n t fo r c h il d re n . I t s  f a i l u r e s  o f  im pl em en ta tion  a re  c o r re c ta b le  

un de r s tr o n g e r  fe d e ra l su p p o rt , te c h n ic a l a s s i s ta n c e , st a n d a rd  s e t t in g  and

en fo rc em ent.

CHAP sh ou ld  s t a te  e x p l i c i t l y  th a t  i t s  pu rp ose  i s  s tr o n g e r  th an  h e a lt h  

asse ss m en t;  i t  sh ould  se ek  to  in tr o d u c e  ev er y c h il d  in to  a commun ity ba se d 

h e a lt h  ca re  sy stem  - p u b li c  o r p r iv a te  - th a t  w il l p ro v id e  co n ti n u in g  

pri m ar y and  p re v en ti v e  h e a lt h  c a re , and acce ss  to  a f u l l  ra nge o f  d ia g n o s­

t i c ,  c u ra ti v e  and r e h a b i l i ta t iv e  h e a lt h  s e rv ic e s  as may be  re q u ir e d .

CHAP eases some e l i g i b i l i t y  re qu ir em en ts  now e x is ti n g  und er  EPSDT fo r  

c h il d re n  un de r s ix  y ears  o f ag e,  bu t d is c r im in a te s  a g a in s t th e  sc hool age 

p o p u la ti o n  and  f a i l s  to  co ve r m ed ic a ll y  ne ed y c h il d re n . We urg e th a t  

e l i g i b i l i t y  be m odif ie d to  in c lu d e  a l l  c h il d re n  and yo ut h up to  21 y ears  o f 

age who meet th e  f in a n c ia l  re qu ir em en ts  fo r  ca sh  a s s is ta n c e . C h il d re n  

sh ould  not be  ex cl ud ed  i f  fa m il y  income f a l l s  w it h in  th e  le v e ls  o f  w e lf a re
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e l i g i b i l i t y  even i f  th ey  f a i l  to  meet o th e r  s t a te  w e lf a re  re qu ir em en ts . 

E l i g i b i l i t y  on ce  ac h ie ved  sh ou ld  be  co nti nued  fo r  a t  le a s t  tw el ve  months  

a f t e r  a h e a lt h  ass es sm en t.  Even w ith th ese  r e v is io n s  e l i g i b i l i t y  i s  s e r ­

io u s ly  li m it e d ; p la n s sh ou ld  be  la id  to  exp and  e l i g i b i l i t y  to  th e  23 

m il li o n  c h il d re n  l iv in g  in  f a m il ie s  th a t  a re  su pport ed  a t  le s s  th an  150 

p e rc en t o f povert y  le v e ls . And eve n th i s  s te p  sh ou ld  be  re gard ed  as  an 

in te r im  me asure to w ar ds  th e  e l i g i b i l i t y  o f  a l l  c h il d re n  and youth . The 

h e a lt h  ne ed s o f  a l l  peo ple  ove r 65 yea rs  o f ag e,  re g a rd le s s  o f t h e i r  ec on o­

mic re so u rc e s , were ad dre ss ed  un de r M ed icar e;  c h il d re n  a re  th e  nex t popula ­

ti o n  grou p whose h e a lt h  ne ed s sh ou ld  be  met und er  p u b li c  r e s p o n s ib i l i ty .

The b e n e f i ts  p ro vid ed  un de r CHAP, as  i t  i s  now p ro pose d , ex cl ud e 

c e r ta in  k in ds o f  tr e a tm e n t,  and ex cl ud e care  fo r  c h il d re n  s u f fe r in g  from  

c e r ta in  d ia g n o ses,  nam ely  m en ta l i l l n e s s ,  m en ta l r e ta rd a t io n , and dev el op­

m en ta l d i s a b i l i t i e s .  T re at m en t fo r  th ese  d is o rd e rs , as  w e ll  as  a l l  appro ­

p r i a t e  p re v en ti v e  h e a lt h  se rv ic e s  in c lu d in g  p re v en ti o n  o f  d en ta l c a r i e s ,  

sh ou ld  be re s to re d . D en ta l ca re  sh ou ld  be  p ro v id ed . E f fo r ts  to  d is q u a li fy  

c e r ta in  c o n d it io n s  o r  d is e a se s  w il l f o s te r  c ir cum venti ons in  some 

in s ta n c e s , and  d is c ri m in a to ry  p r a c t ic e s  in  o th e r s , and w il l  imp ose  ex pen si ve  

and  u n n e c e ssa ri ly  co m pli ca te d  a d m in is tr a ti v e  c o n d it io n s . Many c h il d re n  

w il l s u f f e r  n eed le ss  n e g le c t.  U n sa ti s fa c to ry  e a r ly  experi en ce  w ith  admin­

i s t r a t i o n  o f C ri pp le d  C h il d re n 's  se rv ic e s  in  some s ta te s  th a t  re q u ir ed  

e l i g ib l e  c h il d re n  to  be  " o f  sou nd mind" is  r e le v a n t . When e l i g i b i l i t y  

re qu ir em en ts  we re l i b e r a l iz e d ,  th e  "a d ju s tm en ts "  o f  I. Q . sco re s beca me le s s

u rg en t.

Th ere sh ould  be  no l im i t  on th e  number o f  m ed ic a ll y  in d ic a te d  v i s i t s ;  

d a ta  do not su pport  an e x p e c ta ti o n  th a t  c h il d re n  w il l v i s i t  h e a lt h  se rv ic e  

p ro v id e rs  u n n e c e s sa ri ly .
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Un ifo rm  fe d e ra l s ta n d a rd s  o f  ca re  sh ou ld  be ad opte d , s im i la r  to  th ose  

wh ich  ha ve  be en  recom mended by th e Am erican  Academy o f  P e d ia t r ic s . P er­

form ance s ta n d a rd s  sh ou ld  be  ad opt ed  to  a s su re  th a t  a re a so n a b le  p ro p o rt io n  

o f  e l i g ib l e  c h il d re n  in  each  s t a t e  a re  re ac hed  by s e rv ic e s  th a t  co nform to  

d efi ned  s ta n d a rd s . A s t a t e 's  f a i l u r e  to  me et st a n d a rd s  o f  pe rf or m an ce  with 

m in im al ly  a c c e p ta b le  ou tco me s sh ou ld  be  p en a li zed  not  as  now pro pose d, by 

w it hho ld in g  fu nd s th a t  a re  s p e c i f i c a l ly  id e n t i f ie d  w ith se rv ic e s  to  po or  

peo p le , bu t by w it hho ld in g  a p o r ti o n  o f  th e  s t a t e 's  re ve nue  sh a ri n g  fu nds.  

R a ti o n a le  can  be dev el op ed  fo r  th i s  a c ti o n  on th e  b a s is  th a t  a num ber o f  

f e d e ra l ly  fi nanced  pr og ra m s,  many o f them  ta rg e te d  as  h e a lt h  se rv ic e s  fo r  

po or  p eo p le , we re c u r ta i le d  in  fa v o r o f re ven ue  sh a ri n g  in  e x p e c ta ti o n  th a t 

s t a te s  would ass um e and  ex te nd s e rv ic e s  th a t  had  p re v io u s ly  be en  sp on so re d 

by fe d e ra l go ve rn m en t. Where h e a lt h  s e rv ic e s  a re  dem ons tr ab ly  d e f ic ie n t  th e  

s t a te s  may r i g h t f u l l y  be  con sid ere d  to  ha ve  f a i l e d  an o b li g a ti o n  th a t  was 

im p lic i t  in  th e  p r in c ip le  o f re ven ue sh a ri n g .

CHAP sh oul d p ro v id e  90 per cen t fe d e ra l re im bu rsem en t o f  s t a t e  ex pen di­

tu re s  fo r  s e rv ic e s . P re ce den t fo r  t h i s  le v e l o f  m at ch in g d e r iv e s  from some 

o th e r  a sp e c ts  o f M ed ic ai d.  A d d it io n a l f e d e ra l fu nd s sh ou ld  be made a v a i l ­

ab le  to  dev el op re so u rc es  th a t  a re  re q u ir e d  to  im ple me nt CHAP.

The Am erican  P ub li c  H ea lth A s s o c ia ti o n 's  g r e a te s t  em ph as is w ith  re g ard  

to  CHAP co nce rn s re so u rc e  de ve lo pm en t,  e s p e c ia l ly  in  th e  ag en c ie s of  

go ve rnmen t a t th e  lo c a l le v e l th a t  c a r ry  g r e a te s t  r e s p o n s ib i l i ty  fo r  

im plem en tin g th e  pr og ram . N ea rl y 60% o f  a l l  h e a lt h  asse ss m en ts  th a t  we re 

pe rfor m ed  under  EPSDT we re  re nder ed  by lo c a l h e a lt h  dep art m en ts . Those  

s t a te s ,  25 o f them in  19 75 , which  r e l i e d  e x c lu s iv e ly  on h e a l th  dep ar tm en ts  

fo r  sc re e n in g  re ac he d a h ig h er p ro p o rt io n  o f  e l i g ib l e  c h il d re n  th an  th o se
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s ta te s  th a t  r e l ie d  on m u lt ip le  p ro v id e rs .( 6 )  Many c h il d re n  who we re fou nd 

to  ha ve  h e a lt h  pr ob lem s by EPSDT sc re en in g s we re not  su bse q u en tl y  e n ro ll e d  

in  prog rams o f ad eq uat e d ia g n o s is  and tr e a tm e n t.  Ev iden ce  ha s not  be en  

p re sen te d  to  su ggest  th a t  th e se  f a i l in g s  occu rr ed  any more  commonly a f t e r  

sc re en in g  in  h e a lt h  dep ar tm en ts  th an  in  p r iv a te  p h y s ic ia n s ' o f f ic e s  o r in  

h o s p i ta l  c l i n i c s .

C e rt a in ly  any  c h il d  who re ce iv es  h e a lt h  ca re  from a q u a l i f ie d  p ro v id e r - 

be  i t  ne ighb or ho od  h e a lt h  c e n te r , p h y sic ia n , o r s p e c ia l p ro je c t  o f T i t l e  V - 

sh ou ld  no t have  th e  ca re  in te r ru p te d  in  o rd er to  p a r t i c ip a t e  in  th e  s e rv ic e s  

o f  a h e a lt h  dep ar tm en t c l i n i c  where  th e re  ha s be en  no p re v io u s c o n ta c t.  But 

la rg e  num bers o f  po or  c h il d re n  re ce iv e  no s e rv ic e s , and t h e i r  ca re  u lt im a te ly  

f a l l  as  a r e s p o n s ib i l i ty  o f  th e lo ca l h e a lt h  d epart m en t.  R egula to ry  mo del s 

sim ply do no t e x is t  to  a ssu re  th a t  p r iv a te  and  v o lu n ta ry  p ro v id e rs  can be  

made e q u it a b ly  to  ho no r th e  e n ti tl e m e n ts  o f  a l l  c h il d re n  to  h e a lt h  s e rv ic e s . 

The f u l f i l lm e n t  o f  th o se  e n ti tl e m e n ts  - th e  g u a ra n te es th a t  human r ig h ts  

w il l be  ho no red - f a l l s  u lt im a te ly  as  an o b l ig a ti o n  o f  go ve rn men t. In 

m a tt e rs  o f  h e a lt h  se rv ic e  th a t  o b li g a ti o n  i s  b e s t f u l f i l l e d  by th e  p u b li c  

h e a lt h  se rv ic e  ag en cy  th a t  fu n c ti o n s  c lo s e s t  to  most peo p le  - lo c a l h e a lt h  

depar tm en ts .

At le a s t  th re e  tim es  w it h in  re c e n t y ears  f e d e ra l go vernme nt ha s 

at te m pte d  to  implem en t m as sive  pro gram s o f  p e rs o n a l h e a lt h  se rv ic e  w it hout 

dev el opin g th e  re so u rc e s  o f  im ple m en ta tion . Fa mily  p la n n in g , im mun izat ion 

a g a in s t in f lu e n z a , and h e a lt h  sc re en in g  fo r  c h il d re n  a l l  made a p p ro p ri a te  

and ex te n s iv e  us e o f  p r iv a te  and  v o lu n ta ry  p ro v id e rs . But u lt im a te ly  th e  

g u ara n to r fo r th o se  s e rv ic e s  - th e  ass u ra n ce  th a t  ev er yo ne  wou ld be  re ac he d 

- re s te d  w ith lo c a l h e a lt h  dep ar tm en ts . In  a l l  o f  th e s e  prog rams h e a lt h  

dep ar tm en ts  c a r r ie d  th e  g r e a te s t  bu rd en  o f s e rv ic e . In so fa r  as  th e  prog ram s 

f a i le d  th e  f a i lu r e s  sh ou ld  be  a t t r ib u te d  to  a f a l s e  ex p e c ta ti o n  th a t  lo c a l
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h e a lt h  dep ar tm en ts  can  expan d per fo rm an ce  w it hou t ex pa nd ing f a c i l i t i e s  and 

s t a f f .  In ag g re g a te  h e a lt h  depar tm en ts  re p re s e n t th e  p o te n t ia l  fo r  an e f fe c  

t iv e  h e a lt h  s e rv ic e  in f r a s t r u c tu r e  th a t  can  a s su re  th a t  ev er y per so n i s  

re ac hed  w ith  e s s e n t ia l  pr im ar y c a re .

In  an  e x c e l le n t  re c e n tl y  p u b li sh ed  book on pr im ar y h e a lt h  ca re  (L ew is , 

Me chanic and Fei n) th e  st a te m en t i s  made th a t  ad eq uat e f i r s t  c o n ta c t ca re  

r e q u ir e s  a t  a minimum: in su r in g  n e cessa ry  im m un iz at io n,  p ro v id in g  p re n a ta l 

and c h i ld  c a re , and  m onit ori ng  o v e ra l l  h e a lt h  nee ds.  Th ese re qu ir em en ts  

a re  w el l w it h in  th e  c a p a b i l i ty  o f a t  le a s t  <4 o f  t h i s  n a t io n 's  1,70 0 lo c a l 

h e a lt h  d ep a rt m en ts .( 7 )  CHAP sh ould  be us ed  as  a dev ic e  fo r  re so u rc e  

de ve lopm en t th a t  wou ld en ab le  o th e r  h e a lt h  dep ar tm en ts  to  de ve lo p such  a 

c a p a b i l i ty  whe re ve r th e re  a re  c h il d re n  who a re  no t ad equate ly  se rv ed  by 

e x is ti n g  h e a lt h  ca re  p ro v id e rs .

Some d a ta  on h e a lt h  s e rv ic e s  fo r  c h il d re n  i s  ti m e ly .

- In  1975 one ou t o f  ev er y fo u r Am erica ns  re ce iv ed  some p ers o n a l 

h e a lt h  s e rv ic e  from lo ca l h e a lt h  d epart m en ts . By f a r  th e  la rg e s t  popu la ­

ti o n  se rv ed  was c h i ld r e n . (8)

- In  some ce ns us  t r a c t s  as  many as  80% o f a l l  c h il d re n  re c e iv e  t h e i r  

p e rs o n a l h e a lt h  ca re  from  w el l c h il d  s t a t io n s  o r sc ho ol  h e a lt h  c l i n i c s  th a t  

fu n c ti o n  as  prog rams o f  lo c a l h e a lt h  d ep a rt m en ts .( 9 )  In a t  l e a s t  one s t a te  

50% o f  a l l  c h il d re n  re ce iv e  w hat ev er  h e a lt h  ca re  th ey  g e t,  ex ce p t a t  tim es  

o f h o s p i ta l iz a t io n  which i s  r a re  among c h i ld r e n , a t th e  c l i n i c s  o f  lo ca l 

h e a lt h  d e p a rt m e n ts .( 10)

Al thou gh  th e  a v a i l a b i l i t y  o f  M ed icaid re du ce d th e  eco nomic b a r r i e r s  

be tw een po or  peo p le  and  h e a lt h  ca re  - and  in c re ase d  th e  number o f  t h e i r  

v i s i t s  to  h e a lt h  ca re  p ro v id e rs  - i t  d id  no t s u b s ta n t i a l ly  a l t e r  th e  so u rc es 

o f  h e a lt h  ca re  fo r  c h i l d r e n . (11 )
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- Only ab out 30% o f p ra c t ic in g  p h y si c ia n s w il l  se e M ed icaid p a t i e n t s (6 );  

in  a t  le a s t  one s t a te  fo r  which a re cen t re p o rt  i s  a v a i la b le  60% of 

p e d ia t r ic ia n s  re fu s e  to  se e M ed icaid e n ro ll e d  c h i ld r e n . (12)

- The most e f f e c t iv e  p u b li c  i n i t i a t i v e s  d u ri n g  th e  p a s t two de ca de s 

fo r  im prov ing h e a lt h  s e rv ic e s  to  c h il d re n  we re in cl uded  in  th e  Ne igh bo rhoo d 

Co mprehensiv e H ea lth  C ente rs  and  in  th e  C hil d re n  and You th and  M at er na l 

and  In fa n t Ca re  p r o je c ts  o f  T i t l e  V. The De pa rtm en t o f HEW ha s c u r ta i le d  

th e grow th o f  th e  ne ig hb or ho od  h e a lt h  c e n te rs  and  ha s re a ss ig n e d  th e  

C hil d  and You th and  M at er na l and  In fa n t Ca re p r o je c ts  to  th e  s t a te s  fo r 

in c lu s io n  in  th e i r  Program s o f S pecia l P ro je c ts . By a l l  a v a i la b le  mea su res 

th e s e  prog rams ha ve  aff ir m ed  th e i r  e f fe c ti v e n e s s  in  m ain ta in in g  h e a lt h  and 

in  re duci ng unnec es sa ry  h o s p i ta l iz a t io n ,  su rg e ry , la b o ra to ry  t e s t s  and 

x - ra y s . The p e r c a p i ta  co s t o f  such  pro gram s o f  co m pr eh en sive  c a re , in ­

c lu d in g  a l l  a d m in is tr a ti v e  c o s ts , i s  s u b s ta n t ia l ly  le s s  th an  more t r a d i t i o n a l  

fr ag m en te d forms o f  h e a lt h  s e rv ic e . Th ese p ro je c ts  re m ain l i t t l e  more  th an  

to ken  dem onst ra ti ons o f what might  be  don e to  im pro ve  h e a lt h  s e rv ic e s  to

c h il d re n . In  1974 an e s ti m ate d  55 0,00 0 c h il d re n  we re se rv ed  by th e  C hil d re n  

and Youth p r o je c ts , and  an e s ti m a te d  7 ,0 00 ,0 00  a d d it io n a l c h il d re n  would 

ha ve  q u a l i f ie d  fo r  su ch  co m pr eh en sive  c a r e . (1) S im il a r ly  in  1975 on ly  an 

e s ti m ate d  14 5,00 0 ou t o f  t o t a l  ne ed  o f 50 0,00 0 we re se rv ed  in  th e  M at er na l 

and In fa n t Care p r o j e c t s . (1) The c o n s tra in ts  were fi x ed  by p o li c y  and 

fu nd in g a t  th e  f e d e ra l le v e l o f  go ve rnmen t.

Fo r most o f  t h i s  cen tu ry  th e  p re v a il in g  p u b li c  p o li c y  fo r  impro vem ent  

o f  h e a lt h  s e rv ic e s  ha s bee n to  de ve lo p a t  p u b li c  ex pe ns e th e  re so u rc es  th a t  

a re  in co rp o ra te d  in  p r iv a te  and  vo lu n ta ry  h e a lt h  s e rv ic e  sy st em s.  Th ese 

re so u rc es  in c lu d e  h o s p i t a l s ,  te c h n o lo g ic a l de ve lo pm en t,  t r a in in g  o f manpower
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in c lu d in g  p h y s ic ia n s , and d i r e c t  re im bu rsem en t fo r  s e rv ic e s . The b e n e f i ts  

o f  t h i s  em ph as is ha ve  be en  en ormou s; i t  r e p re s e n ts  a com mitmen t th a t  ne ed s 

to  be  co n ti n u ed . But a t  th e  same tim e our n a ti o n  ne ed s to  s tr e n g th e n  and 

expand  th o se  agencie s o f h e a lt h  s e rv ic e  th a t  pe rf or m  in  th e  p u b li c  se c to r  

and  which  a re  o b li g a te d  to  f i l l  th e  ga ps  in  our p ie ca -m ea l l a i s s e z - f a i r e  

sy st em  o f h e a lt h  ca re .

P ro v id e rs  o f pers o n a l h e a lt h  s e rv ic e s  und er  p u b li c  a u th o r i ty  a re  

im port an t fo r  c h il d re n  and  a re  im port an t f o r  th e  whole  sp ec trum  o f  m at er nal  

and c h il d  h e a lt h  s e rv ic e s . The im por ta nce  i s  most c r i t i c a l  fo r  c h il d re n  

and  fa m il ie s  who a re  in  g r e a te s t  nee d:  m in o ri ty  gr ou ps  and povert y  le v e l 

f a m ili e s . The p o p u la ti o n s  fo r  whom p u b li c  p ro v id e rs  re n d e r ex te n s iv e  

s e rv ic e s  p re s e n t a d is p ro p o r ti o n a te  bu rd en  o f d is e a s e s , d i s a b i l i t y  and 

n e g le c t.

As sumption th a t  a l l  h e a lt h  ca re  now pro vid ed  un de r p u b li c  a u th o r it y  

ca n be  t r a n s f e r re d  to  p r iv a te  p ro v id e rs  i s  no t j u s t i f i e d .  Mod els fo r  

re g u la ti n g  p r iv a te  and  v o lu n ta ry  p ro v id e rs  a re  not  a v a i la b le  to  r e a ss u re  

th a t  m a ld is tr ib u ti o n  w il l  be  c o r re c te d  o r  th a t  e n ti tl e m e n ts  w il l  be  e q u i t ­

ab ly  ho no re d.  Many ad van ta ges  o f h e a lt h  ca re  un de r p u b li c  a u th o r i ty  are  

no t t r a n s f e r r a b le  to  p r iv a te  sy st em s.  Fo r ex am ple,  th e  v a lu a b le  work  o f 

new p ro fe s s io n a ls  is  most c o n sp ic io u s ly  de ve lo pe d in  p u b li c  ag en c ie s .

Sup por t sy st em s such  as  o u tr e a c h , c o u n s e ll in g , ed u ca ti o n  and t r a n s p o r ta t io n  

more  r e a d i ly  c h a ra c te r iz e  p u b li c  sy st em s o f ca re  th an  p r iv a te  one s.  E f fo r ts  

to  fo rc e  a l l  po or  peo ple  in to  p r iv a te  and  v o lu n ta ry  h e a lt h  ca re  sy st em s,  

w h il e  r e ta in in g  p u b li c  r e s p o n s ib i l i ty  fo r  t r a n s p o r ta t io n  and  o u tr e a c h , w il l 

r e s u l t  in  ev en  g re a te r  fr ag m en ta ti o n  o f  prog rams and w il l  p la c e  u n fa ir  

bu rd en s on c h il d re n  and  on a l l  h e a lt h  ca re  ag en c ie s and p ro v id e rs .
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C r i t i c s  o f p u b li c  p ro v is io n  o f h e a lt h  s e rv ic e s  so meti mes r a i s e  th e  

s p e c te r  o f a m ono li th ic  p u b li c  prog ram. We ru n a co n tr a ry  ki nd  o f r i s k  - 

s a c r i f i c in g  th e  w e ll -b e in g  o f  c h il d re n  to  a m o n o li th ic  h e a lt h  se rv ic e  sy stem  

th a t  a s su re s  p r iv a te  p ro fe s s io n a l p re ro g a ti v e s . So long  as  a s u b s ta n t ia l  

p o r ti o n  o f our  p o p u la ti o n  li v e s  in  p o v ert y , I su bm it Ji ha t we must pro v id e 

th e  sp e c ia l su pport  sy st em s th a t  im po ve ris he d peo ple  r e q u ire . Argum ents 

in  fa v o r o f  a s in g le  sy st em  o f h e a lt h  care  - a su b s id iz ed  p r iv a te  one  which 

m in im izes  p u b li c  h e a lt h  p ro v id e r sy stem s - mon op ol izes  r e so u rc e s , fa v o rs  a 

sp e c ia l p r iv i le g e ,  and  f o s te r s  a na rro w co nc ep t o f  h e a lt h  c a re .

The c r e d e n t ia ls  o f  p r iv a te  and  v o lu n ta ry  h e a lt h  se rv ic e  d e li v e ry  

sy st em s a re  s tr o n g  in  th e  i n t e r e s t  o f c h i ld r e n 's  h e a l th . They des er ve to  

be  f u r th e r  s tr e n g th e n e d , bu t i f  concurr en t e f f o r t s  a re  n o t made to  

s tr e n g th e n  h e a lt h  s e rv ic e s  wh ich  a re  re nd er ed  by o f f i c i a l  ag encie s o f  go ve rn ­

men t, th en  an o th er g en e ra ti o n  o f c h il d re n  w il l s u f f e r  b li g h te d  h e a lt h .

I t  i s  u rg en t th a t  CHAP be s tr en g th en ed  as  a dev ic e  to  p ro v id e  fe d e ra l 

fu nds,  f a c i l i t i e s ,  te c h n ic a l a s s is ta n c e , and s ta n d a rd s  to  a s s i s t  o rg an iz ed  

p ro v id e rs  o f  li m it e d  s e rv ic e s  in  o rd e r th a t  th ey  may do a more ad eq uat e 

jo b  o f  as se sm en t,  d ia g n o s is  and  tr ea tm en t o f a l l  c h il d re n . Lo cal  h e a lt h  

dep ar tm en ts  re p re s e n t th e  g r e a te s t  need and  g r e a te s t  p o te n t ia l  fo r  ex pa ns io n 

o f  h e a lt h  p ro v id e r sy st em s on b e h a lf  o f  c h il d re n . CHAP sh ou ld  in c o rp o ra te  

p ro v is io n  fo r  pas s th ro ugh  fu ndin g of fe d e ra l money fo r  lo c a l h e a lt h  

dep ar tm en ts  to  de vel op  th e  s e rv ic e s  n ecess a ry  to  implem en t CHAP ac co rd in g 

to  un ifor m  n a ti o n a l s ta n d a rd s . Federa l fu nd s th a t  pas s th ro ug h s t a te  and 

lo c a l go vernme nt fo r  su pport  o f lo c a l h e a lt h  dep ar tm en ts  sh ou ld  not  su b­

s t i t u t e  fo r  p re se n t fu nd in g fro m lo c a l so u rc es . Under  th e se  p ro v is io n s  

lo c a l h e a lt h  dep ar tm en ts  wou ld no t be p la ce d  un de r fe d e ra l a u th o r i ty ;  th ey
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would be  st re n g th en ed  in  o rd e r e q u it a b ly  to  ach ie ve  s p e c if ie d  n a ti o n a l 

h e a lt h  g o a ls  and  o b je c t iv e s .

Th ese  reco mmen da tio ns  sh ou ld  no t in v i t e  c r i t ic i s m  th a t  lo c a l h e a lt h  

d epart m en ts , o r a p u b li c  sy stem  o f c a re , w il l su pp la n t p r iv a te  p ro v id e rs  

o r comp ete  u n f a i r ly  w ith the m.  Where c h il d re n ^ a re  ad eq u a te ly  se rv ed  by 

q u a l i f ie d  p ro v id e rs  - o r where  th a t  p o te n t ia l  e x i s ts  - c o n tr a c ts  sh oul d be 

w r it te n  as  now recommended by CHAP to  co n ti n u e  and  ex te nd  th a t  c a re . But 

g r e a te s t  co nce rn  a t ta c h e s  to  th e  many c h il d re n  where  th e re  a re  no p ro v id e rs , 

o r wh ere  th e re  a re  few who w il l se e po or  c h i ld re n . For th o se  c h il d re n  ou r 

p u b li c  sy st em  o f  pri m ar y h e a lt h  ca re  ne ed s to  be  impro ved and  ex pa nd ed ;

CHAP sh ould  p ro v id e  th e  f a c i l i t i e s ,  s t a f f  su p p o rt,  and te c h n ic a l a s s is ta n c e  

fo r  th a t  im port an t pur po se .

In lo c a le s  wh ere  p o p u la ti o n  gro upin gs and  o th e r  c ir cum st ances arc  

co nduci ve,  p ro v is io n  sh ou ld  be made to  expand  a s t a t e 's  Pro gra m o f  S pec ia l 

P ro je c ts  ac co rd in g  to  w el l known mo dels o f  co m pr eh en sive  h e a lt h  s e rv ic e  

(c om pr eh en sive  ne ig hb or ho od  h e a lt h  c e n te rs  and  sp e c ia l p ro je c ts  o f  T i t l e  V 

o f th e  S o c ia l S e c u r it y  A ct ).

We urg e th a t  a d m in is tr a ti o n  o f  CHAP be e s ta b li s h e d  in  S ta te  H ea lth  

D ep ar tm en ts . Al thou gh  e l i g i b i l i t y  fo r  th e  prog ram i s  t ie d  to  e l i g i b i l i t y  

fo r  w e lf a re  su pport  th e  pro gra m is  in  f a c t  a h e a lt h  s e rv ic e , pre dom in at el y  

im plem en ted  even  now th ro ug h h e a lt h  depart m en ts .

T i t l e  V o f  th e  S o c ia l S e c u r it y  Ac t p ro v id ed  a u th o r iz a ti o n  f o r  go ve rn ­

ment to  re sp ond to  th e  unmet h e a lt h  ne ed s o f  c h il d re n . In  th e  in te rv e n in g  

fo r ty  y ea rs  many c h il d re n  b e n e f it e d  from th i s  a u th o r i ty , bu t many were 

m is se d, due  la rg e ly  to  th e  wid e d is c r e t io n  a llow ed  s t a te s  in  im ple m en ta tion  

o f T i t l e  V. EPSDT in  p a r t c o r re c te d  th i s  c ir cum st ance  by un if o rm ly  p ro v id ­

in g poo r c h il d re n  w ith  a s tr o n g  e n ti tl e m e n t to  h e a lt h  s e rv ic e s . CHAP sh ou ld  

now f u l f i l l  th a t  e n ti tl e m e n t by p ro v id in g  th e  ma ndate  and  th e  re so u rc e s  to  

a ssu re  th a t  ev er y  c h il d  in  th i s  coun tr y  p a r t i c i p a t e s ,« un de r p u b li c  au sp ic es 

to  th e  e x te n t th a t  may be n e c e ssa ry , in  a prog ram  o f h e a lt h  ca re  th a t  

em ph as iz es  pri m ar y  and p re v e n ti v e  se rv ic e s  and  access  to  a c c u ra te  d ia g n o s is  

and tr ea tm en t as  in d iv id u a ll y  r e q u ir e d .

C. Arden  M il le r , M.D.
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Mr. Rogers. Dr. Seligman.

STATEMENT OF FRED SELIGMAN, M.D., M.P.H.

Dr. Seligman. Thank you, Mr. Chairman.
It is a pleasure to be here  from Florida. I am Dr. Fred Seligman, 

Associate Professor of Pediatrics and Psych iatry at  the University 
of Miami Medical School. I hold a masters degree in materna l and 
child health from the  University of California  at  Berkeley. I am 
also Director of the  University of Miami Comprehensive Health  
Care Program,  a children and youth project, financia lly supported 
by Title V of the  Social Security Act.

I am speaking on beh alf of the  Association of Children and Youth 
Project Directors of which I am immediate past president, and also 
on behalf of the American Public H ealth  Association of which I am 
an Action Board Member. The responsibil ity for this  testimony is
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mine alone. However, I have received important inpu ts from the  
Children’s Defense Fund, the  Coalition for Children  and Youth, and 
colleages of the American Academy of Ped iatrics, American Public 
Health Association, and the  Ambulatory  Pediatric Association.

CHAP IS A FIRST STEP

The CHAP proposal is an improvement over current Medicaid 
legislation. The proposal, however, is only a first  step, and is not 
adequa te as now proposed. It does address the needs of our N ation’s 
young and poor, and for this,  my colleagues in the field are grate ful 
because all too often our Nation’s young do not receive the priori ty 
of health and social needs they  so rightfully deserve and infre­
quent ly atta in.

It does not, however, clarify the  issues that  have made the 
cur ren t Medicaid program for children a failure. It still reinforces 
the concept that  the  hea lth of our children is welfare oriented and 
primarily  under the  auspices of welfare ra ther  than  st ipulating t ha t 
our children ’s hea lth  services must be unde r the  leadership  of 
health adm inis trato rs and hea lth  professionals.

It does li ttle  to clarify the  interagency relat ionships between the 
administ rators of tit le XIX and  title V, and may in fact compound 
the  already existing  rivalry. It was not unt il about  1973 th at  the 
Medical Service Administra tion was clarified as the  agency to 
administer th e Medicaid program, thereby forcing the maternal  and 
child hea lth service, once the leader of our hea lth  programs to our 
Nation’s young, to assume a consultative and secondary rela tion­
ship to the  Medicaid program.

TITLE V IS THE  FRAMEWORK OF A NAT IONAL HEALTH POLICY FOR 
CHILDREN

As a resul t, the title XIX program today tries to serve more 
children less effectively and at  greate r cost tha n does the  titl e V 
program. Yet the  lat ter  program, the  titl e V program, is the 
framework upon which a national  hea lth service and a national 
hea lth policy for children can and should be built.

STATE HEALTH DEPARTMENTS SHOULD  BE THE  RESPONSIBLE STATE 
AGENCIE S

As such, the State  health departm ents  should be the  responsible 
State agency to administe r the CHAP program. A qualified pediatri ­
cian w ith an M.P.H. should be th e State director. There should be a 
State advisory committee which includes consumers.

C & Y AND OTHER COMMUNITY BASED PROGRAMS SHOULD BE MORE 
EFFECTIVELY UTILIZED

Since the  middle 1960’s, title V programs have developed in all 
States effective comprehensive programs for mothers and children. 
I am part icularly  re ferring to the  MIC programs, and especially the 
children and youth projects. The accomplishments of these  pro­
grams have been well documented elsewhere. They are cost effec-
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tive, preventively-oriented primary care centers for children that 
emphasize comprehensiveness and continuity of service.

I have run one for 9 years  now, and I can assure you, Mr. 
Chairm an, tha t these programs work.

They are the types of cente rs this legislation addresses. I urge  you 
to expand this concept, and specifically include language in the 
legislation specifying children and youth projects as the  prototype 
program this Nation is tryin g to develop.

Fur ther, I urge you to include language so that  these  programs 
and similar community-based programs are utilized by the  States  to 
accomplish the goals which CHAP seeks.

COORDINATION OF CHAP

Section 6 should be modified so that the coordination be not only 
with the  community health programs of section 330 of the Public 
Heal th Service Act, but  also with a ll Federal, Sta te and local health 
care programs, part icula rly titl e V formula grants.

RESTORATION OF EXCLUSIONS FOR MEN TAL ILLNESS, ME NTAL RETARDA­
TION, AND  DEVELOPMENTAL DISABILITIES

I am particularly concerned with the provisions in section 3, 
which exclude care for mental illness, men tal reta rdat ion,  and 
developmental disabilities. For too long these diagnostic categories 
have been separa ted from physical health. This provision only 
perpetuates the notion that  those in these categories  are  not enti ­
tled to the  same treatm ent  as others.

As a medical educator—and I am sure Mr. Chairman, th at  in 
some of your conversations with Dr. Manny P apper you have talked  
about this—I have spent  so much of my time trying to convince 
trainees and g raduate hea lth professionals to assess th e whole child.

Now Congress supports legislation  that tells hea lth  professionals 
that  he or she evaluate and tre at  only the physical side of a child 
because only this is reimbursable.  Yet 85 percent of a pediatric ian’s 
time is spent in managing and guiding the psychological and devel­
opmental aspects of a child’s well-being. You are telling health 
professionals to evaluate and care for th e problems they  rarely see 
and exclude those conditions that  confront them daily; namely, 
developmental problems, learn ing disorders, troubled behavior, 
mental reta rdation  and neurological malfunctions.

I submit  to the distinguished members of this  subcommittee tha t 
pain and suffering, par ticu larly  of menta l illness and mental re tar ­
dation, is as grea t or greater  tha n the pain of any  physical disabil­
ity. My Hippocratic oath tells me to alleviate pain and suffering 
whatever the cause.

This definition of exclusions in coverage by diagnostic category is 
open to the inte rpre tatio n that  children  with the  above mentioned 
conditions need not be covered for any treatm ent rela ted to such 
conditions. This provision will provide States  a financial incentive 
to label and over classify children in these categories  as a cost 
saving device.
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The grea test  disability among our Nat ion’s young, other  than 

dental  problems, is mental illness and mental retardation. This is 
part icula rly the case among our poor, impoverished children.

In Miami I am working with  the  State Medicaid program in 
attempting to develop improved methods of screening for menta l 
and developmental disabilities. We are  using a screening device that 
is currently identifying  about 45 out of every 100 inne r city children  
as suspects for these categories.

Recently I personally  evaluated  45 suspect children from a total  
of 100 that  were screened. My clinical judgment was that  20 
children  fell in the diagnostic categories  described above. Of these 
20, 10 were mentally retarded, 7 had adjustment reactions , 5 had 
significant sleeping disorders, 4 were suffering  various  degrees of 
depression, 3 had evidence of bra in disfunction, and 2 had poten­
tially  serious psychiatric problems. All these  children are at high 
risk. These are the children  who, in the  future,  I can assure  you will 
fill our  N ation’s prisons. This is the popula tion of children who will 
be drug pushers and the perpetu ator s of violent crimes.

I thought I should share this  inform ation with you, which is 
sponsored by current  title  XIX monies, and let you decide whether 
these categories should be excluded.

RESTORATION OF DENTAL EXCLUSIONS

The provision which only allows for denta l resto ration based on a 
prior screening is another  mechanism to exclude from coverage 
denta l pathology, which is the  most common health defect in our 
Nation’s young. Experience in my own program in Miami is such 
that  75 to 80 percen t of child ren seen by a den tist for screening 
requi re dental care and the  rema ining  20 to 25 percent require  
preventive dental services. For this reason dental screening as a 
prerequisite  to dental care is unnecessary and uneconomical. Tying 
dental care to a  referral from an assessm ent is needless  duplication 
of effort and precludes prevent ive dental services and treatm ent for 
acute conditions that may arise  following screening.

CHILDREN RARELY OV' ?T'. UTILIZE HEALTH SERVICES

If exclusions a re required for v.st control, exclusions should be on 
the basis of the  type and qual ity of services which State s may not 
be required to pay for. However, it has been well substan tiated that  
there is rare ly overusage throu gh abuse in regards to children ’s 
services. I f anything,  the reverse is true, that  in a freely competing 
system utiliza tion by children decreases at  th e expense of increased 
utilization by othe r age categories.

STANDARD SETTING

I endorse the  concept in section 5, whereby Federal regula tions 
will define th e conten t and  frequency of periodic assessments . These 
standards should be the same in all child hea lth programs. The 
minimal standard of care should be tha t of the  Academy of Pediat­
rics, and the  periodicity schedule should tie in closely with the 
required immunization schedule.
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Fur ther , the periodicity schedule should be defined in time inter­

vals, recognizing t ha t the population served is frequently difficult to 
motiva te to entry into the  hea lth care system, a system that  often 
has not been responsive, atten tive, empathic  nor knowledgeable of 
the needs and concerns of young families who must cope with the 
environmental stress  of poverty and who often evidence unique 
race-ethnic atti tude s to health care when interfacing  with the 
orthodox often foreign American medical system.

INC ENT IVE S SHOU LD BE PARTICULARLY CON SUM ER ORIENTED

My descriptive language  of the service population has been inten­
tional, because we must take  into account the  demographic charac­
teris tics of the population to be served. The legislative language  
emphasizes bureaucratic organization including penal ties to State 
providers for noncompliance, penalties  which are  u ltimately  passed 
on in one way or another  to the consumer. I advocate increased 
focus on consumers by deemphasizing penalties which are  fre­
quently not enforced anyway, and emphasizing instead incentives, 
not only to State agencies and providers, bu t p articularly  incentives 
to consumers.

I would have you consider a universa l system of incentives  to 
families, whereby a family would receive a bonus for each depen­
dent  child who successfully completed a h eal th screening and whose 
immunizations was up to date. This could be in the  form of an 
increase  in the  income tax  deduction for the dependent or 
alternat ively  a health bonus allowing the  family additional health 
service benefits. I would submi t that  such a system would more 
effectively deal with reca lcit rant States  and ineffective providers 
and reduce the  number of so-called unmotivated families.

THE SECRETARY SHOULD HAVE MULTIPLE TOOLS OF ENFORC EME NT

At the same time, however, the Secre tary must have multip le 
tools to assure  State compliance, part icularly  explicit auth ority to 
take  appropriate  remedial actions when compliance is lacking.

CONC LUSION

In the brief  time allotted to me for the  oral testimony, I have 
attempted to emphasize certain portions of the  proposed legislation 
whereby meaningful improvements can be achieved. Consumer- 
oriented incentives, stan dard  setting  taking the characteris tics of 
the  population  into account, realistic  enforcement, technical assis­
tance, bureaucratic responsibi lity residing with hea lth professionals 
who are expert in child health services, focusing State responsibility  
within State  health depar tments, including  the private sector as 
viable providers, assuring a Federal mandate  for minimal reim­
burse ment  by States, and stronger Federa l support, part icularly  so 
that  programs can provide comprehensive health services, will 
minimize previous failures and will more closely achieve the pur­
pose of the  CHAP program, which is to introduce the  child and his 
family into a health care system that  will provide the child with 
comprehensive  continu ing primary and prevent ive health care.
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I have additional writ ten comments which concern seven points.
First, that all children under age 21 who fall below 150 percent of 

Federa l poverty guidelines should be included.
Second, that  there should be resource allocation and standard  

setting for adolescent heal th, including pregnancy management, 
screening for V.D., and unwanted  parenthood. Adolescents really 
get left out of our hea lth care system.

Three, loss of Medicaid eligibility is effectively considered in 
CHAP now.

Four, because of the impor tance of a newborn visit a single home 
visit at 10 to 14 days of age should be included in the  minimum 
standard  schedule.

Five, that  public hea lth departm ents  should not expand to be­
come primary providers of care since this  compromises th e s tandard 
setting and enforcement functions.

Six, priva te physicians should be encouraged to part icipa te as 
CHAP providers.

Lastly, that  reimbursement  rate s should be realistic.
[Additional comments of Dr. Seligman follow:]



ADDITIONAL COMMENTARY:

Medically Needy Children Should Be Included
Section 3 does not go far enough in including all 

children under age 6 years who are AFDC eligible. Since 
health care is most meaningful when family focused, all 
children under age 21 years who are members of such families 
should, at a minimum, be included. This section does not 
address the medically needy, who are frequently the children 
with most difficulty in obtaining health services. Section 
3 should therefore be expanded to include all children under 
age 21 years who are members of families who fall below 150% 
of federal poverty guidelines.

Resource Allocation and Standard Setting for
Adolescent Health

Specific resources should be allocated for the development 
of comprehensive primary care programs which focus special 
attention in providing preventively oriented pregnancy 
coverage to women under age 21, including aggressive outreach, 
case-finding, and health education. Standard setting in 
regards to health screening of adolescents must include 
assessment of risk to VD, treatment of VD, health education 
to prevent VD, and methods of case-finding which include 
outreach. Adolescent health screening should include 
assessment of the risk of unwanted parenthood for all 
teenagers, and methods of primary prevention instituted 
including health education and the provision of contraceptive 
materials where desired.

Loss of Medicaid Eligibility
Section 5 addresses a problem frequent under current 

EPSDT; namely, loss of Medicaid eligibility during health 
assessment Or before treatment can be completed. The 
increase of eligibility to 6 months after loss of eligibility 
is a good one.

Standards Should Include Newborn Visit and Home Visit
The standards set for periodicity of visits should be 

considered as minimal, recognizing that in many instances it 
is appropriate and necessary for more frequent visits. The 
initial assessment should be conducted at the same time as 
the newborn exam since this is the time that early problems
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may be detected. It is also a time when the family is most 
highly motivated to the health needs of their infant. A 
single home visit at 10-14 days by a professional nurse or 
other health visitor under the aegis of a physician, or 
health department, should be part of the schedule, since 
this is a time that the home environment can be optimally 
assessed, and an effective time for the infant to enter the 
health care system. Each of our Nation's infants deserve by 
right an assessment that his environment meets minimal 
requirements for his development.

Public Health Departments Should Not Become Expanded
Primary Care Providers
While I have stressed the need for State health department!

to have administrative control for CHAP, I do not support

the concept of public health departments expanding to become
primary providers of health care, except in medically
underserved areas. The major role of local health departments
is consultative. Health departments should set standards
and enforce them. In far too many instances, health department
have their standard setting and enforcement abilities
compromized when they themselves operate programs, frequently
of necessity, that only marginally meet standards. In some
instances, health departments attempt to be primary care
providers as a means of generating profits which can subsidize
their standard setting and enforcement functions. Health
Departments should be assured of adequate federal finances
to support their standard setting and enforcement functions 
and not have to depend on financing from direct primary
care.

Private Physicians Should Be Participants

Technical language should be strenthened in Section 5 

to assure that physicians in private practice may participate
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as CHAP providers. I am sure that the Chairman of this 
Subcommittee, Congressman Paul Rogers, knows that private 
physicians cannot now be EPSDT providers in Florida. There 
must be federal assurance that this does not repeat.

Reimbursement Rates Should Be Realistic
Further, reimbursement rates must be realistic. My own 

Title V program in Florida receives $8.00 for each'EPSDT 
screening which barely covers the cost of the laboratory 
work. We participate in this program and lose money for 
each child screened. Removing the financial contraints to 
practitioners would help, but there must be more elaboration 
regarding the steps that will be taken to remove obstacles 
to participation by physicians in private practice.

Mr. Rogers. T hank  you very much, Doctor. Your suggestions will 
be gone over carefully  by the  committee.

Mrs. Foltz.

STATEMENT OF ANNE-MARIE FOLTZ, M.P.H.

Mrs. Foltz? My name is Anne-Marie Foltz., a research er at the 
Yale School of Medicine.

My testimony is based on the  research my colleagues and I have 
carried out since 1972 on Federal  child hea lth  policy, particularly 
Medicaid and title  V.

I have with me some of th e publications which have come from 
our project. In doing this research I have had the  opportunity to 
talk  with Federal, State, local and regional officials charged with 
the implementation of EPSDT and with other materna l child 
health services.

It is reassuring that  so much attention at this  hearing is being 
paid to child health. When the EPSDT amendments were consid­
ered back in 1967, they were only part of the  social security  
amendments, which amounted to some 3,000 pages of testimony of 
which only 8 pages were devoted to child health.

The inte nt of EPSDT was to make availab le preventive health 
services to needy children  eligible for Medicaid. Prior to 1967, only 
seven States  paid for such services.

EPSDT, however, as others  have said ear lier  in the  hearings, was 
ambiguous in intent, and never clearly defined. Therefore, it be­
came a screening program rather than comprehensive  preventive 
care program.

EPSDT is a case in which during the past 10 years  the political 
environment really became inhospitable to the congressional laws.

Medical care for children costs far less than  for adults, and it is a 
very small amount of Medicaid expenditures.  Even in States  where 
the  most active and successful EPSDT programs, preventive care 
expenditures for children comprise less than 1 percent of all State 
Medicaid expenditures.
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The EPSDT program, passed near ly 10 year ago has  been dubbed 
a failure by the press, by another  congressional subcommittee, and 
by the  States. I do not shar e this  opinion.

I think the program has been enormously  successful, perhaps 
unintentionally , in two ways. First,  it has documented, as has no 
other program in American history , the  hea lth needs of poor 
children. Second, it has uncovered the  present system’s inabili ty to 
provide comprehensive and preventive care to poor children, even 
when a financing mechanism is provided.

The reasons for this failu re can be attr ibuted to four major 
problems which are  mainly  adm inis trative and are remediable . I 
shall discuss each of these, and show how new legislation  can 
remedy them.

The first  problem has been the  inabi lity of Federal and State 
agencies to monito r and follow children under care. After  10 years, 
adequate case m anagement  systems are  still lacking in most areas.

EPSDT was a new type of program. It required HEW to monitor  
quality  and q uantity of care. Th at requires major staffing. However, 
that  program, both in HEW and in the  regional offices, has been 
continuously understaffed.

I was g lad to hear  the chairman request ju st such information on 
how a new CHAP program would be staffed, because that  has been 
one of the continu ing problems in monitoring the  present program.

The present legislation does not address directly the  need for 
bet ter informat ion, for bet ter  repo rting  systems from the  States, 
and for staffing. It also includes a p aragraph requiring  medical case 
management . T hat  is in section 1912(bX4), and this  is a very narrow 
definition  of wh at we would expect every comprehensive care pro­
vider to provide. I concur with Dr. Seligman’s rema rks, that  chil­
dren should be followed in the ir whole and a ll of thei r development, 
not jus t for the ir medical care as narrowly defined.

The second problem in the  hea lth  system has been the  Federa l 
inabil ity to enforce its own regulat ions in the  States. Unlike Medi­
care, Medicaid is a State responsibili ty. Eligibility levels and ser­
vices vary from State  to State.

The Federa l matching rate s to the  States were designed to en­
courage poorer States  to provide federally-mandated services, but  as 
I have shown in a table  accompanying my formal testimony, when 
States were unde r Federa l man date  to provide preven tive health 
services, only some States  such as Michigan and South Carolina 
increased the ir financial commitment to children compared to 
adults.

The grea test  danger with this  legislation, as with any EPSDT 
legislation, is that  States  required to carry out new services will 
compensate by decreasing services. Between 1972 and 1976, one 
large western State decreased by 9 percen t the  children receiving 
dental services while increasing by 81 percent the  adul ts seeking 
denta l services. The child ren’s services were mandated, but the 
adu lt’s services were not.

If the  present laws or if the  new legislation  is to encourage States 
to increase  services, it should require the  State s to maintain the ir 
effort in children ’s Medicaid expenditures in ambulatory care, at 
least at the  levels of fiscal 1975.

97-633 0  - 77 -  26
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The third problem in administra tion is confusion among Federal 
and State  agencies as to which of them is responsible for child 
heal th. This problem has been amply t reated by others earlier . Let 
me jus t say that the provision of 6-month extension in eligibility 
following screening is a small improvement, but  a yea r’s grace 
period, although more costly, would provide more continuity of care. 
The issue of coordination begins a t the Federal level, and a Federa l 
agency charged with coordinating the care should be mandated 
ra ther  than leaving it up to the States to sort things  out for 
themselves.

The fourth  problem has been unwillingness of public and private 
hea lth professionals to partic ipate. We should note  th at  par ticularly  
in the  matt ers of outreach, follow-up and coordination, private 
providers have already said that they have trouble handling those 
services unless they are  going to be paid for them. The present law 
does no t specify what kind of payment will go to the  providers for 
these  services.

I want  to comment on Congressman Maguire’s proposal which 
solves some of these problems. It does increase eligibility up to the 
age of 21. By broadening the  scope of acceptable providers, it 
provides greater continuity of care and handles some of the out­
reach  problems, par ticu larly  i f the community  organizations will be 
reimbursed for providing outreach and follow up.

Since we a re shor t of time, I will leave the  res t of my remarks, 
which have been submit ted formally, to the  record.

[Testimony resumes on p. 434.]
[Mrs. Foltz prepared stateme nt and atta chm ent  follows:]
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STATEMENT OF  AN NE -MAR IE FO L TZ, M .P .H . ,  RESEAR CH ER,
YALE UNIV ER SI TY  SCHO OL OF  M ED IC IN E 

My name is Anne-Marie Foltz. I am a researcher at the Yale 

University School of Medicine. My testimony on H.R. 6706, the Child 

Health Assessnent Act (CHAP), is based on the research my colleagues and 

I have carried out since 1972 on federal child health policy, particu­

larly Medicaid and Title V. In doing this research I have had the 

opportunity to talk extensively with federal, regional, state, and 

local offTrials charged with implementation of EPSDT and other maternal 

and child health services, as well as with the health care providers.

The present CHAP legislation before you is based an the Early and 

Periodic Screening, Diagnosis, and Treatment (EPSDT) amendments of 1967.

The intent of the EPSDT legislation was to make available pre­

ventive health services to needy children eligible for Medicaid. Prior 

to 1967, only seven states provided such services in their Medicaid 

programs. In other states, poor children received care only when 

acutely ill. No funds were provided for the basic immunizations and 

check-ups which are considered a routine part of normal pediatric care.

The EPSDT legislation was however, ambiguous in intent, as noted 

in my article on the EPSDT program, "The Development of Ambiguous 

Federal Policy," which I am submitting for the record. The contribution 

of H.R. 6706 would be to clarify and dispel seme of these ambiguities.

The EPSDT program, never clearly defined, became in many states, 

a screening program rather than a comprehensive preventive care program. 

HEW, faced with the prospect of administering over 50 jurisdictions, was 

unable to demand the type of information that would enable it to evaluate 

not only the screening component, but also the child's entry into the
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health care system. Hence the screening canponent became the largest 

part of the program. If the program sought to provide full preventive 

care, it would liave to enroll every child with a canprehensive care 

provider who would have responsibility for overseeing such care. Then, 

care would not be episodic as it is now, with screenings carried out 

by one group and treatment by another. The H.R. 6706, with its 

emphasis on comprehensive care providers, goes at least part way to 

meet this need and to improve on the EPSDT program.

The cost of prevention is low and the returns are high. Medical 

care for children costs far less than care for adults. In 1975 Medicaid 

expended over $1000 per elderly recipient, while it expended less than 

$200 per child.

The issue then is to put a relatively snail amount of money into 

preventive care for children. The amounts requested for canprehensive 

child health care are extraordinarily small, amounting to less than 

25 per cent of the Medicaid budget. At present, even in states with 

the most active and successful EPSDT programs, preventive care 

expenditures comprise less than one per cent of state Medicaid 

funds (see Table 1).

As a member of a  municipal legislature in Connecticut, I, like 

you, am constantly reminded by my constituents that there is no free 

lunch. The challenge, then, is for the Congress to set priorities and 

put our money, however limited, where it will do the most good. In this 

case, that good is for preventive care far poor children under an ex­

panded CHAP program.
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Table  1. Hea lth se rv ices  unde r Medicaid in  se lect ed  st a te s 

dur ing pe rio d of EPSDT implementat ion.

South
Michigan Texas Ca rol ina Cal ifor ni a Ind iana

EPSDT expend itu res  as a 
percentage of  to ta l 
Medicaid expen dit ure s
1976

0.6 0.1 0.4 0.05 0.8

Percent change in  ad ul t 
Medicaid expen dit ure s
1972-1976

112.6 216.8 207.8 76.2 92.2

Perce nt change in  ch ildre n 's  
Medicaid expen dit ure s
1972-1976

215.5 189.1 400.3 29.6 4.7

Percent change in  ad ul t 
Medicaid re ci p ie nts  
1972-1976

Percent change in  ch ild  
Medicaid re ci p ie n ts  
1972-1976

60.9

112.6

6.8  199.8 -22.2

77.2 192.7 -18.0

10.7

10.0

Source: Na tion al Center fo r So cial  S ta ti s ti c s , Department of  Hea lth , Education and

Welfare
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The EPSOT program passed by this Congress nearly ten years ago 

has been dubbed a failure by the press, by another Congressional ccmnit- 

tee, and by the states. I do not share this opinion. Unintentionally, 

it has been most successful in two significant ways. First, it has 

documented, as has no other program in American history, the health 

needs of poor children. The EPSOT program, by bringing Medicaid- 

eligible children into early screening and into contact with providers 

of care, has revealed, for example, that half of those children were 

inadequately immunized and one quarter of them had  severe dental prob­

lems. In demonstration projects, more than half the cases discovered 

were previously unknown and untreated.

EPSOT's second signifScant contribution in the field of child 

health has been to uncover the present health system's inability to pro­

vide comprehensive and continuous health services for poor children, 

even given a financing mechanism. The reasons for this failure in our 

present health system are mostly administrative and are remediable. The 

proposed H.R. 6706 before your oarmittee help6 remedy a number of these 

failures.

Specifically, the administrative f a i l u r e s  can be attributed to 

four problems. I shall discuss each of these under the present EPSOT 

program and will show how the H.R. 6706 solves these problems, or can 

be amended to solve them.

The first problem has been the inability o f federal and state 

agencies, health as well as welfare departments, to monitor and follow 

the children under their care. Adequate case management systems are
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still lacking in most areas ten years after EPS DT ’s passage.

EPSCT was a new type of program. It was not a pure Medicaid 

vendor-payment program. HEW had to monitor the quality and quantity 

of care. Effective monitoring requires major staffing in both the HEW 

central offices and the regional offioes. However, this new type of 

program has been continuously understaffed. A program overseeing 

potentially two billion dollars of child medical care was for many years 

operated by a staff of less than ten persons. For example, when states 

fail to report data, like one northeastern state which by mid-1977 had 

still not filed its fiscal 1975 reports, HEW rarely can spare the staff 

to follow-up.

H.R. 6706 does not address directly the need for better informa­

tion systems. It does provide, hcwever, incentives for good management. 

States will only put such systems into practice if better financial 

incentives can be provided for installing these systems.

The second problem has been federal inability to enforce its own 

regulations in the states. Unlike Medicare, Medicaid is a state re­

sponsibility. No state in the history of the program has lost funds for 

failure to comply with federal regulations.

The federal matching rates to the states were designed to ease 

the burden on the poorer states of providing federally mandated services 

and to encourage them to participate. However, they have not worked as 

intended. Typically, under Medicaid, poor persons in rich states were 

favored to the detriment of poor persons in poor states. In 1970, for 

example, federal Medicaid grants were $281 per poor person in Massachu-
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setts compared to only $7.50 per poor person in Mississippi. Under 

II.R. 6706, statec such an Mississippi would be required to add new 

eligible children to their rolls, the needy children under six, as well 

as to expand services for those already eligible. The present legis­

lation should be amended to decrease this discrepancy and provide 

special incentives for the poorest states.

As Table 1 shows, during the period 1972 to 1976 when states 

were under federal mandate to provide preventive health services to 

Medicaid recipients, only seme states, such as Michigan and South 

Carolina, increased their financial commitment to children compared to 

their ccrmitment to adults. In other states, such as California and 

Indiana, expenditures for children did not even keep pace with 

expenditures for adults.

The greatest danger, however, with this legislation as with the 

earlier EPSDT legislation, is that states required to carry out new 

services w i n  compensate by decreasing their services and expenditures 

in other non-nandated areas, or they nay decrease services in mandated 

areas if they are not closely supervised. For example, even though 

EPSDT mandated dental services for children under 21, states did not 

always comply. Between 1972 and 1976 one large western state decreased 

by 9 per cent the children receiving dental services while increasing 

by 81 per cent adult dental services which were not mandated. H.R. 6706, 

by increasing federal matching payments, will permit states to maintain 

the same level of services as before while spending less of their own 

funds. The new legislation should do more. It should encourage the
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states to increase services. Therefoi'e, it is essential that the 

legislation specifically require the states to maintain their effort 

in children's Medicaid expenditures in ambulatory care at at least 

the levels of fiscal 1975. This maintenance of effort should apply 

both to the level of expenditures and to the numbers of recipients.

The third problem is confusion among federal and state agencies 

as to which of them is responsible for child health. The lessons of 

EPSDT indicate that it is difficult, if not impossible, to coordinate 

equal agencies without sufficient financial incentives. Both the 1965 

and 1967 Medicaid amendments required cooperation and agreements among 

state health and welfare agencies, but states reported that, a l t h o u g h  

agreements were signed, little coordination took place. In one state, 

the Office of Child Development-Head Start personnel refused to have 

anything to do with EPSDT programs. In other states, health and wel­

fare were unable to coordinate their EPSDT services. The program was 

basically one of health services but it was usually administratively 

assigned to a welfare agency. Part of the problem lies in the fact that 

health and welfare agencies have different ideologies, goals, clientele, 

professionals, and structures which tend to increase tensions between 

the two agencies. Within the states a single agency can be responsible, 

but it then must also be given the f i n a n c i a l  authority to buy the 

cooperation it needs.

Hie conflict between health and welfare is underlined by the 

statement of  an exasperated health worker who said, referring to M e d i c a i d  

children: "What do we do? Catch them when they're eligible?" The can-
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plex Medicaid eligibility laws thwart the orderly process of main­

tenance of health care. The ultimate solution is to make these health 

services available to all children regardless of inccme. Meanwhile, 

the best we can do is catch them when they are eligible. The H.R. 6706 

provision of a six month extension of eligibility is an improvement 

over EPSOT. However, a year's grace period, although more costly, 

would provide more continuity of care and might be more workable 

administratively.

The issue of coordination, however, begins at the federal level. 

Only a strong federal agency for child health services which has the 

full backing of the Congress and the President can lean on other health 

and welfare agencies. Such an agency could be

located in the health services financing agency of HEW, but must be 

given sufficient authority to command cooperation.

The fourth problem for EPSOT and Medicaid has been the unwilling­

ness of public and private health professionals to participate in a 

public health system unless adequate financial incentives are provided 

and bureaucratic disincentives are removed. In many states Medicaid 

payments lag behind established fee schedules of other third party 

payers. Lack of providers has been a continuous problem in ghetto and 

rural areas.

The purpose of H.R. 6706 is to nake one person o r organizaticn 

responsible for the continuous health care of a child. Clearly, it is 

unreasonable to require that such a comprehensive care provider furnish 

ail services which might be desired for the maintenance of the health of
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the child. The experience of EPSDT indicates that the crucial element 

is not so much whether or not the provider has the ability to deliver 

the necessary services, but whether the child who needs those services 

actually is brouflit to the right place, and then whether all the 

appropriate and available services are in fact provided. This task 

of follcw-up and coordination, as well as outreach, has already proved 

to be more than most private physicians can handle. Both private 

practitioners and clinic supervisors have told me that under EPSDT the 

coordination, outreach, and follcw-up is a massive administrative job 

whose cost is not met under present Medicaid-EPSET fee schedules.

Thus, such administration to monitor child care must be Nearly stated 

as part of state agency responsibility, which may be delegated, but for 

which the person who carries out the work is reimbursed.

If Congress still means what it stated in the EPSDT legislation 

in 1967, then the issue is to establish the administrative networks and 

financing to deliver services to the needy children already identified. 

EPSDT premised much to poor children; it has delivered little. It has, 

however, provided a foundation for more effective legislation. The 

present H.R. 6706 builds upen this earlier foundation. EPSDT has shown 

that merely providing laws does not provide services. Strengthened 

administrative provisions in CHAP can help get health care to those 

children who need it most.
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The Development of 
Ambiguous Federal  Pol icy:
Early and Period ic Screening ,
Diagnosis and Tre atm ent  (EPSDT)

AN NE-MAR IE FOLTZ

This paper examines why Congress 's fir st major program for comprehensive 
health care to needy children took five years to begin even partial operation. An 
examination of  the 1967 program's legislative history reveals that Congress paid 
little attention to EPSDT s implications: it was left ambiguous  whether health tTi­
tle V) or welfare (Title XIX) would administer: costs were never clearly stated: 
eligibility and scope of  services to be provided were left vague. Despite pressure 
from welfare rights interest groups, these ambiguities delayed the preparation of 
regulation and guidelines which never did succeed in resolving the question of 
overlapping jurisdiction and costs. In addition, many sta tes' resistance to paying 
for  the program further  held up implementation.

The paper  concludes that: (I) Congress s and HE W s unwillingness to face  up 
to the real costs  o f health programs threatens long-term public and state support 
for  such programs: (2) division of  responsibility between health and welfare 
lessens the impact of  a program: (3) grant-in-aid programs give states the power 
to distort the intent o f federal health policies; and (4) where states fail  to imple­
ment such policies, initiatives may pass to consumer  advocacy groups.

In late 1967, the United States  Congress passed the Early  and 
Periodic Screening Diagnosis and T reatme nt (EPSDT) programs of  
the Social Secur ity Act, potentia lly the most comprehensiv e child 
health care  program the government had ever undertaken.  How­
ever, this program was not implemented immediately;  regulations 
emerged from the Departmen t of Health, Education, and Welfare  
(HEW) only in November 1971; final guidelines were issued in 
1972, and full implementation was defe rred until July 1973. Even 
before that date , it was clear  that  most states would not comply 
with HEW’s regula tions and gu idel ines ,1 and as  of December 1973, 
HEW (1974) r epor ted that only half the stat es could be said to be 
implementing the program state-w ide without problems.

'For  example, in March 1973. the National Welfare Rights Organization in a le tter 
to Caspar Weinberger. Secretary of  HE W.  cited "Massive non -compl iance." 
based on HEW s own reports. See also Tolchin  (1973) and Georgetown Law 
Journal (1971: 976l.
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This paper will ana lyze what went on at the federal level to e x­
plain why these federal initia tives took so long to be carr ied out. Is­
sues such as the cost o f the program, the adm inister ing agency, and 
the extent of services and child ren to be served were not clarified 
in the legisla tion. The result ing ambiguities left the Depa rtment of 
Health, Education, and Welfare with the difficult, if not impossi­
ble, task of drawing up a set of  regulations and guidelines which 
could satisfy  administ rators, state officials , interest groups, and 
Congress.

Background: Health  Care for Children 
Through Gov ernm ent Programs

Part of  the ambiguity  lay in the almost reluc tant  way in which the 
federal governm ent had gotten  into  the business of  providing health 
services to children. Programs had gradual ly been added to the 
federal responsibility  and they varied greatly according to their em ­
phasis. Some were conc erned with preventive serv ices , othe rs 
with com prehensive care , still o thers with diagnosis  and t reatm ent 
of specific cr ippling di seases.

As Schlesinger (1967) has noted the first federal program to 
provide care  for mothers  and children through grants -in-aid  to the 
states was the Sheppard-Tow ner Act of 1921. Its broad provisions  
for “ promoting the welfare and hygiene of maternity  and infancy" 
did not clarify what services were to be provided. Meanwhile  the 
states and localities had deve loped  on their own p reventive care to 
limited groups of children through well-child conferences  run by 
both vo lunta ry and public agencie s.

Screening as a federal policy goal appeared in the 1935 Social 
Security Act Title V legislat ion establishing a program for Crippled 
Children (CC). It sought to enab le each state to extend and im­
prove:

such state services for locating crippled children, and fo r prov iding  
medica l, surgical, correct ive, and other services and care, and 
facilitie s for diagnosis, hosp italization, and aftercare, for children 
who are crippled o r who are su ffering from conditions which lead to 
crippling. . . . (Section 511)

To locate  such children , some sort of screen ing procedure is im-
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plied. Loca ting crippled ch ildren or children with condit ions which 
might lead to crippling could have taken one of two forms: either a 
broadly conce ived interpretation to set up state-wide  screen ing 
procedures, or a more narrowly defined one to set up regis tries of 
crippled children. The former,  today known as “ outre ach,"  was 
not a ttempted  by the states under this program. With the enc our­
agement of the Children’s Bureau, which administered the CC pro­
gram, each state  created  regis tries of crippled children to de­
monst rate how many had been found. These regis tries proved to  be 
more activ ity repo rts than reports on the health status of children 
and eventually  most states dropped the regis tries.

Preventive  care and screening were implicit in an equally im­
portant section of Title V, Maternal and Child Health Services, 
which was a successor to the Sheppard-Towner Act. In many 
state s the legisla tion’s goal of “ promoting the health of mothers 
and chi ldren"  was understood to mean not only the supervision of 
maternity cl inics and hospitals, but also the p romotion  of well-child 
conferences . Thus, two types of screening developed from Title V: 
through MCH, the well-child confe rence; and through CC, re­
gistries  of c rippled children. Prevent ive care was provided by the 
MCH serv ices  through supervision of mate rnity  clinics , through 
consultat ions  with local health  officials, and through the e stab lish­
ment o f well-child confe rences. Diagnosis and t reatmen t were pro­
vided by the crippled chi ldre n's program. However , by 1955 only 
6.5 percent o f the nation’s children  under 21 were  reached by these  
programs (refer to Table 1).

During World War II, the Emergency Maternity and Infant 
Care program (EMIC ) gave the states funds to carry out both 
curat ive and preventive  services for wives and children of a rmed 
forces personnel in the lower pay grade s. The well-child con­
ferences  of  the Title  V programs were expanded to care for the ad­
ditional m others and chi ldren. Despite the p rogram’s apparent suc­
cess , it was nonetheless abandoned after the war with all the o ther  
emergency wartime  programs  (Sinai and Anderson. 1948).

The sixties saw the burgeoning of federally funded health pro­
grams for children  as well as other age groups. The Title V pro­
grams were expanded to include federal grants  for local projects : in 
1963 the Matern ity and Infant Care Projec ts provided funds for 
localities to carry out comprehensive mate rnity  and infant care;  in 
1965 the Children and Youth Projects  provided similarly to
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TABLE  I

Child ren Served by T itle  V Materna l and Child  Health 
and Crippled Chi ldren's Programs and the T itle  XIX  Program 

as a Percentage of U.S. Population Undtfr  21. •
1940. 1955. and 1970

(based on data drawn from sources cited  below,

Percentage o f U .S Population Under 21

/94O 1955 1970

Maternal and Child  Health 3.0 5.8 6.9
Crippled Children ,5a .4 .6
Total T itle  V Programs 3.5 6.2 7.5
Tit le X IX  Program — — 9.4b

a Daia are fo r 1939 since s tatis tics  were not collected for 1940.

^Ch ildren served by this program may also have received services through Ti tle  V programs

Source HE W (1957:7; I97la :7; 1971b: Tables 7-9. I I ;  1972c: 11; U.S.  Department o f Commerce (1940: Table 
2; 1956: Table 19; 1970: Table 50); U.S. Department o f Labo r (1941 40).

selected locali ties for comprehens ive health services for children 
and youth; in 1968 dental care and intens ive infant care  projects 
were also  authorized. Localities were also helped to estab lish 
health serv ices  through the OEO programs which funded neigh­
borhood health centers  and provide health services for head start  
programs.2

Medicaid, or Title XIX of the Social Security Act, although 
not a program aimed specifically at child ren, rapidly becam e their  
largest public medical program afte r its e stabl ishment in 1966. By 
1970, expenditures  for children  under Title XIX were $968 million 
compared to $328 million spen t by the Title V programs (Coo per 
and McGee, 1971: 9). Title XIX of the Social Security Act reim­
bursed the states for providing  health care  to welfare recip ients  
and, i f the states  elec ted to have such a program, to those who were  
“ medically needy.” Each state  set its own standards for medical 
need just as it set standards for eligibility for welfare, but it was in­
tended to include those  who were categorically eligible and who

2 For a list o f federal, state, and local government health programs for children in 
1966. see HEW (1966: Table A-l) . Health services adminis tered by the federal 
government in 1972 are presented in Minnesota Systems (1972; 3-10).
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faced high medical expense s although they were not poor enough  
to receive  welfare paym ents.  Children under 21 could also be in­
cluded in any sta te’s Medicaid program regardless  of categorica l 
eligibility, but only 17 states chose  this option . Serv ices provided 
under the 1965 T itle XIX legislation included inpatient  and outpa ­
tient hospital  serv ices , and physician’s and oth er remed ial ser­
vices. Preventive care or screening services were not spelled out in 
the leg islation (Social Security Act, Section  1905a). They c ould be 
provided , bu t in prac tice , most states  did not reimburse  for them.

Admin istration of the federal programs were  assigned to dif­
ferent federal agencies. All the Title V programs had been assigned 
to the Chi ldren’s Bureau and although this burea u moved from one 
federal agency to another  over the years, it r emained intac t until 
1969. In the states. Title V programs were usually  administered by 
health officials. Title XIX, which becam e the major  federal pro­
gram for health  services for ch ildren , was adminis tered by a divi­
sion within the Bureau  of Family Services which grew into the 
Medical Services Administra tion (MSA) o f the Social and Rehab­
ilitation Service (SRS).3 Most states placed  the administ ration of 
the program in the ir welfare departm ents , although Mississippi set 
up an independent  agency and  five stat es placed  it in the health  de­
partment (HEW, 1970: 395-398).

All federal programs were to be directed  toward children who 
did not have access to regular medical serv ices . In the Title V 
legislation of 1935 this took the form of direct ing aid to areas suf fer­
ing from “ economic dis tress, ’’ or to rural areas where no medical 
care was availab le (Section 511). The prov isions of health  services 
through Title XIX (Medicaid) of the Social Secur ity Act which 
were expanded  by the 1967 amendments to include EPSDT, were 
directed  only to those children eligible through  the AFDC Program 
(Title IV), or  classified as “ medically nee dy"  by the state s (Sec­
tions 401-410 and 1905). At no time was the federal law in terpreted  
as having legislated health services for all children. When Congress  
discussed the Emergency Maternity and Infant Care (EMIC) Act of 
1943, it rejected  the Children 's Bureau’s first request for funds

’Str ictly  speaking. MSA does not admin ister Tit le XIX . It is considered to be a 
federally assisted state-administered program. However. MS A’ s duties of  
moni toring the states' programs and sending policy  d irectives make it look as if  it 
is admin istering the program, even though states have in the past ignored some ot 
the direc tives w ithout  losing federal funding
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because “ there was no requirement of lack of financial ability as 
prerequisi te to the benefits ” U.S. Congress, House of Represen­
tatives, Report of Committee on Appropr iations, February 24, 
1943:6, as cited in Sinai and Anderson (1948.: 113).4 Only when 
Congress was reassured that the program was restr icted to needy 
children  did it appropria te the funds. This federal decision to focus 
programs on poor children rath er than on all children was to co m­
plicate the admin istrat ion and implementa tion of health programs, 
because it establ ished a two-class  system o f health care: private for  
the haves and public for the have-nots, even though well-child c on­
ferences had traditionally been open to anyone who wanted to use 
them wi thout  a means  test. 5

The Beginnings of EPSDT

By 1967 hea lth services for needy children were being carr ied out 
by many different federal, sta te, and local agencies, as well as by 
voluntary groups and pare nt-teacher associations.  Standards were 
set by those agencies as well as by the American Academ y of 
Pediatrics, comm ittees  of state medical socie ties, and the 
American  Public Health Association. The time was ripe for a com­
prehensive  plan for preventive  health services which would include 
screening and treatment for children, most parti cular ly those who 
did not receive care through the private  sector.  Evidence  had been 
accum ulating  for years that preventiv e services would decrease in­
fant and child mortali ty and lessen the likelihood of crippling dis­
eases, but no government program had yet attem pted  to provide 
these services in a comprehensive fashion.

The establishment  of a program of preventive  serv ices  for 
children  confronted the federal government with four major  ques-

4Various other proposals have been heard from time to time. For example, in 1972. 
Senator Ribicoff of Connecticut was considering a "kid dycare"  bill which would 
have provided national health insurance for all children the way that Medicare pro­
vided a national health insurance for those over 65 regardless of need. Several 
other members of Congress during its 93rd and 94th sessions were known to have 
child health insurance bills "in the wings."

'The "Bureau  o f Child Hygiene has been opening child heath centers in various 
parts of the sta te w here children of all classes may be brought for free monthly ex­
amination and inspection” (Ingraham. 1926: I 15). Emphasis added.
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tions which had to be resolved in the course of legislat ion, ad ­
minis tration, and implementa tion of the program. These ques tions  
were: (1) Which child ren were to be reach ed? (2) What would be 
the extent  and quality  of health services offered? (3) How much 
could or  should be spent  on the program? a nd (4) Through what a d­
ministering agency was the program to be implemented? The cost 
would, of course , a ffect both the extent  and quali ty o f care  and the 
numbers  of children to be reached. These four ques tions do not 
seem to have been addressed in an orderly or exhaus tive  fashion by 
those planning the program. As a resul t, the program that has 
became known as EPSD T created  considerably more controversy  
during the five years afte r it was signed into law by President 
Johnson in 1968 than it did during its e ight-month legislative  gesta ­
tion.

The idea for federally sponsored  period ic screening for low- 
income children first appe ared  in 1966 in a program analysis pre­
pared in the S ecretary’s Office of HEW. The ca se finding was to lift 
a burden from the population by saving children  from handicapping 
conditions . Three  possible programs for the screening and treat­
ment of low-income children were suggested: one program would 
serve an estim ated one million newborn children in health-de­
pressed areas at a c ost of nearly $30 million; ano ther would serve  
five million children including newborns and those aged one, five, 
and nine who live in health-depressed areas at a cost  of $150 
million; and finally the third would serve all the nat ion 's 104,000 
premature infants at a  cos t of a mere $5.3 million (HE W, 1966: 111, 
22). This was the first and last time a federal document put a spe­
cific price tag  on a specific  na tionwide sc reening or p reventive  care  
program for specified  child populations . As for the administra tion 
of this program, it was  suggested that “ it could be organized as an 
extension of the present Crippled Children’s Program. Funds  for 
such a  program could come through  the Title  XIX Medicaid' pro­
gram. . . .’’ (HEW , 1966: III, 18), with the sugges tion that Title 
XIX be amended to include diagnostic exam inations. The seeds of 
administrat ive ambiguity were thus planted in this first report .6 The

hTit le XIX  was barely under way at the time the Program Analysis was w ritten, 
and its authors  may have wanted to hedge their bets since its scope, administ ra­
tion.  and di rect ion were unclear. At least one author has said that it was the ir in­
tention that the program should be administered by Ti tle  V with  Tit le XIX acting 
as a pass-through mechanism (personal communication. George A. Silver. M l) ..  
June 3.1974,
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scope of  services was  not discussed  in any deta il.
Pres iden t Johnson,  in his add ress  to Congress on the Welfare

of Children on February  8, 1967 (U. S. Congress,  1967a) reco m­
mended tha t increased funds for the care  of needy children be 
doubled to a total o f $221 million. He also ask ed that the number of 
needy child ren being seen and trea ted under the Crippled Chil­
dren’s program be doubled to one million. Whether these increased 
appropriations and expanded  legislat ion were aimed at the same 
populations was not c lear from the  President’s message.

EPSDT Legislation— H.R. 5710

Some clari ficat ion appea red eight days later  when the President ’s 
ideas were  incorporated in legislation introduced by Rep rese n­
tative Wilbu r Mills. The Social Security Amendments of 1967, or 
H.R. 5710, p rovided broad- ranging changes in the Social Security 
Act p rograms, of which the child health provis ions formed only a 
small par t. When the House Ways and Means Comm ittee invited 
comment from interested  part ies, the bill was  descr ibed as includ­
ing “ revisions in the Old-Age, Survivors and Disability Insuranc e; 
provisions relating to health care  for the aged and others  (Title 
XVIII and Title XIX); provis ions relating  to public assi stance; tax 
provis ions relating  to senior citizens,  et c. ” (U. S. Congress,  
1967b). Only those who already knew that nearly half of those eligi­
ble for care under Title XIX were under 21 would have noticed that 
the hear ing cou ld have  anything to do with children.

The provis ions for Early and Periodic Screening, Diagnosis 
and Treatment  (EPSDT) of needy children cons isted  of three  
amendments: two to Title XIX and one to Title V, of the Social 
Security  Act. The major amendment to Title XIX (now frequently  
referred to  as the EPSDT amendm ent) was worded as follows:

. . . effective July 1. 1969, such early and periodic screening an 
diagnosis of individuals who ar eligible under the plan and are under  
the age of 21—to ascertain their physical or mental defects,  and 
such health care, treatment, and ethe r measures to correc t or 
amelio rate defects and chronic conditions discovered thereby , as 
may be provided in regulations of the Secretary. [Sec. 301 (b)(1)]

The in tent  of  this legislation was to encourage staes to extend  their 
coverage of care  for children  to preventive ervices.  At the time.
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only seven stat es specifically provided for this care  in their  state  
plans (HEW, 1967:44).

The oth er amen dment to Title XIX called for coop eration 
between the Title XIX and the CC and MCH programs of Title V. 
This a mendment provided for the state Title XIX agency to e nte r 
into ag reements  with a ny agency receiving payment for part or all 
of its costs under Title V; that  it use such an agency in furnishing 
care and services; and that it make provision for reimbursing such 
an agency for the care and services furnished. This agreemen t of 
cooperation was not new to Title XIX. When Medicaid  was  passed 
in 1965, it had included a provision for the s tate  Title  XIX agencies 
to enter into ag reem ents  with the state agenc ies responsib le for ad­
ministering or supervising health services and vocational re­
habilitation. The novelty was that the Title V agenc ies were 
specifically mentioned,  the agreement  was to include reim burse­
ment and the Secretary of HEW would write regulations c larifying 
the scope o f the r elatio nship  [Sec tion 1902 (a) (11) (A) and (B); (A) 
was the original sta tem ent ; (B) was the 1967 addit ion] .

The third am endm ent, an amendment to Title V, said tha t sta te 
health plans with regard to the Crippled Children ’s program must:

. . . effective July 1, 1967, provide for early identification of 
children in need of health care and services, and for health care and 
treatment needed to correc t or ameliorate defects  or chronic condi­
tions discovered  thereby, through provision of such periodic 
screening and diagnostic services, and such treatment , care, and 
other measures to correc t or ameliorate defects or chronic condi­
tions as may be provided in regulations of  the Secreta ry. [Section 
301 (a)(2)]

This mandate  to carry out preventive  care repla ced the weaker 
langage in the earli er Crippled Child ren’s provisions for locating 
crippled  children. Authoriza tions  for the program were to be in­
creased from $55 to $65 million (U. S. C ongress, 1967b: 93). In its 
expla nations of the ac t’s provisions , HEW said that the amend­
ment to Title XIX plus the ’’proposed increase  of $15 million [sic] 
in the authorization for ‘Crippled Chi ldren's Services’ and the re­
quirem ent . . . that  such services include period ic screen ing and 
diagnosis would great ly stren gthen the nat ion 's programs for chil­
dren” (U. S. Cong ress,  1967b: 26). HEW had not ment ioned  how 
the program was to  be administered or how many ch ildren were to 
be served.

These  three  amendm ents  con stituted what has become known
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as EPSDT, the Early and Periodic Screening,  Diagnosis and T rea t­
ment Program. EPSDT went through three  phases in its leg islative 
history: as H.R. 5710 when it was d iscussed in hearings before the 
House Ways and Means Committee in March and April 1967; as 
H.R. 12080 when in August it emerged from the Ways and Means 
Committee Repor t; and still as H.R. 12080 in hearings  before the 
Senate Finance Comm ittee during August and September of the 
same year.  During each phase, the issues of program cost  and ad­
minis tration  were  taken up while  the quest ions of scope of services 
and eligible popula tion were more frequen tly ignored.

The Fir st Public Disc ussion— H.R. 5710 Hearings

Hearings on H.R. 5710, held before  the Ways and Means Commit­
tee d uring  March and early April 1967, extended for nearly  3,000 
pages o f tes timony o f which child health amendments formed only 
a small part . More individuals or organizat ions  co mmented on the 
costs of the program than on any of the other three  issues  that 
would de termine the shape o f the future program. However , those  
testifying were  confused as to who was to foot the bill, Title V or  
Title XIX. HEW had suggested $100 million extra for Title XIX 
earmarked for children and $15 million e xtra  for Crippled Children 
under Title V. Some of the Title XIX money (or  perhaps much of it) 
was sup posed to go toward encouraging  sta tes to expand their pro ­
grams to include any kind of  serv ices to children, not just the pre ­
ventive  ones (U. S. Congress, 1967b: 125-126). George Meany 
welcomed the Pres ident’s proposals  for “ an increase of $100 
million in federal financial participat ion for needy chi ldren,” but 
added that the amoun ts authorized for child health were the 
“ absolute minimum require d” (U. S. Congress, 1967b: 584-585). 
The American Parent s Comm ittee (U. S. Congress,  1967b: 2006) 
and the American Academy of Orthopedic  Surgeons (U. S. 
Congress, 1967b: 2351) supp orted the $10 million increase (pre ­
sumably for crippled children), which would pay for additional 
case finding and increased medical costs . Other organiza tions  were  
less ce rtain  that the amounts asked for would be adequate to ca rry 
out the additional case finding and payment for increasing  medical 
costs. The American Cereb ral Palsy Association  (U. S. Congress,  
1967b: 2237) said that $18 million extra  was needed . The Founda-



414

tion for the Blind (U. S. Congress, 1967b: 2242) and the State  of  Il­
linois Commission on Chi ldren (U. S. Congress, 1967b: 2416) both 
objected that  CC is c losed-ended funding and would limit the kinds 
of services that could be provided . Title XIX funding is open- 
ended. The strongest request for additional support  for the  CC pro­
gram came from those who administered it, the Association  of 
State and  Territoria l Health  Officers. Under a 1965 law the CC pro­
grams would have to pay “ reasonable co st”  for hospital  services 
and without  the  provision o f additional federal funds, this “ greatly 
increased cost  is working a tremendous hardship  on these  pro­
grams. . . . There is every possibility  that  they will result  in a re­
duced am ount  of care g iven” (U. S. Cong ress,  1967b: 2263).

The concern s for the funding of this new program stemmed 
from confusion ove r whether it was a Title V or Title XIX program, 
or rather, whether it was a health or a welfare  program. At the 
federal level, Title XIX was administered by the Medical Services 
Administration  (MSA) of the Social and Rehab ilitation Service 
(SRS); Title V by the Children’s Bureau, which a t the time was part 
of SRS but  was  soon to be dismantled an d transfer red to the  newly 
created Health Services and Mental Health Admin istration 
(HSMHA). This separation  was paralle led at the s tate  level, where 
the Ti tle XIX program s were usually adminis tered by welfare de­
partments and Title V program s by health departm ents. The con­
fusion was not clarified in comm entary on the administra tive 
framework for the program. HEW Secretary John  Gard ner (U.S. 
Congress, 1967b: 98) called  for agreements between the Title XIX 
and Crippled Children (Title V) agencies. Martha M. Eliot (U. S. 
Congress, 1967b: 2267), former head of the Children ’s Bureau , 
“ hearti ly” approved of this relation . The American Nursing As­
sociation (U. S. Congress, 1967b: 2229) felt that the purpose o f the 
legislation was to broaden the base of the Chi ldre n's Bureau Title 
V programs, and ignored the role of the Title XIX agency. 
Representative James A. Burke (U .S . Cong ress,  1967b: 1964) of 
Massachuse tts was  the only one to comm ent on the ambiguity , say­
ing: "i t is a program that should be administered by the Depa rt­
ment of Public Health. . . . It is not a welfare  program. It is a health 
program.”  The issue of whether health or welfare should imple­
ment a health program for welfare  children was not  reso lved during 
these or subsequent hearings; it has continued to plague all those 
charged with implementing the program.
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The issue of which children were to be served or which ones 
were e ligible for the proposed program also received scan t att en­
tion and produ ced conflicting points of view. Secretary Gardner 
(U. S. Cong ress,  1967b: 190), like the President , had suggested that 
500,000 additional children  would be screen ed furing the first year 
of opera tion , and within three to five years, the program would ex­
tend to five million children .7 Whether these were children to be 
served under the CC or  the Title XIX program was not clear . The 
American Parents Committee (U. S. Congress, 1967b: 2007) also 
picked up this 500,000 children figure and assumed the ca se finding 
for these low-income or medically indigent children would take 
place within the context of the CC program. Not only was there 
question of how many ch ildren would or could be se rved , but who 
would be eligible for the new program. There was pressure  to ex­
pand stat e CC services to include children with vision or hearing 
problems and there was concern  that  specia lized services not 
available through the private  sector  would no longer be available to 
middle-income families if the present program were carr ied out. 
Under the Title XIX program economic eigibility was the only 
criterion. The repercuss ions of this unresolved conflict  would be 
felt down to the implementation of the programs within the s tate.

Except  for the comment that  vision and hearing screening 
should be included, no one testified a t t hese  or  at later hearings on 
the scope  or exten t of screen ing or preventiv e care to be carried 
out in the proposed program.  These  detail s were to be prescribe d 
by the Secretary.

Phase 2—Same Provision;  New Bill

The three EPSDT amen dmen ts remained essen tially  unchanged 
when the Social Security amendments of 1967 were incorporated  
into H.R. 12080, which was reported out of the Ways and Means 
Commit tee in August 1967. The many major changes which af­
fected the rest  of  the Social Securi ty Act a ffected EPSDT only  in-

7During 196# before EPSDT. the CC program served 475.000 child ren uh ile  
Medicaid served 5.574.(MX) children. The CC program had been serving over 
400.000 chi ldren since 1964 No data are available on the chi ldren served by 
Medicaid dunng its first two years. 1966 and 1967 (HEW . 1971a: Table I: HEW.  
n.d.: Table 2).
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di rect ly.8 One o f the changes was to consolidate all the funding for 
Tit le V into one author iza tion of  $250 m illion , of  wh ich ha lf was to 
go for  Maternal and Child  Heal th and Crippled Children  s Services 
combined. If  the shares were divided equally , the CC program 
would  receive an author izat ion of $62.5 million , a few mi llion 
dollars  less than had been proposed in H .R. 5710.9

The date on which screening was to  become effe ctiv e, July 1, 
1967, was removed from  the EPSDT amendment to Ti tle  V be­
cause the date was already past. July 1, 1969, remained as the ef­
fective date for  the program in the T itle  X IX  amendment. With  the 
EPSDT amendment to Ti tle  V wr itte n into a new consolidated  Ti tle  
V, the two EPSDT amendments to Ti tle  X IX  were called  “ con ­
form ing amendm ents .10

The ques tion of  adm inis trat ive au thor ity  was imm edia tely  
raised in the Ways and Means Comm ittee’ s report  which em­
phasized that  the EPSDT prov isions were to bring about more ag­
gressive case-finding by the CC programs; h oweve r, the com mit tee 
then obscured its in ten t: (U.  S. Congress, 1967c: 127)

Organized and intens ified case-finding procedures wi ll be carried 
out in well baby clinics, day care centers, nursery schools. 
Headstart centers in cooperation with the Off ice of  Economic Op­
portunity, by periodic screening of  child ren in schools, through 
fol low-up  visits by nurses to the homes of  newborn infants , by 
checking  b irth  ce rtifica tes for the reporting o f congenital malforma­
tion and by related activ ities . T itle  X IX  (M edical Assistance) would

**One major issue debated throughout the 1967 Social Security Amendments was 
whether the eligibility levels for medically needy should be limited to 133 VS per­
cent of the public assistance levels under the categorical programs. Both the states  
and the federal government were anxious to cut Medicaid costs by limiting the 
number of people who would be eligible for the medically needy category. 
Congress decided to apply this limitation only to the AFDC program. Conse­
quently the number of children eligible for EPSDT through Title XIX was 
curtailed by this action.

yln fact, the MCH and CC shares, as they were allocated by the HEW Secretary,  
were not quite equal. The CC program received slightly more than the MCH pro­
gram.

10SRS administ rators later, when writing regulations for Title XIX. wondered 
whether the Title V amendment took precedence because the Title XIX amend­
ments were 'conforming.”  They were reassured by HEW General Counsel that 
juridically this had no meaning and they could proceed with regulations for Title 
XIX.
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be mod ified to conform to this requirement under the formula grant 
program.

The legislat ive mandate was only for the CC and Title XIX pro­
grams, but the committee was suggesting that all othe r federal, 
state, and local programs be asked to coopera te as well, with 
neither the funding nor the administrative  framework provided for 
them. Much of the screening work around the country was at the 
time being supported  by the MCH program, but it was not men­
tioned in the comm entary .

Although adminis tration  was to be in the hands of the CC pro­
gram, case finding would also be ca rried  out by the  Tit le XIX pro­
gram. A dual system of administra tion was being proposed, with 
the Title XIX agency expected to provide reimbursemen t to the Ti­
tle V agency (U. S. Congress, 1967c: 195). CC’s funding for this 
massive expanded  program was limited to about $7.5 million more 
than its previous authoriza tion,  while there  was no mention of the 
funding to be availble to Title XIX for the program. Thus the pro­
gram was not likely to open the way for increased services by the 
MCH and CC programs (usually the health depa rtments)  in the 
states.  The open-ended funding of Title XIX gave that program 
grea ter flexibility.

Finally , the committee did not mention the number of child ren 
to be helped by this expanded program nor the ex tent  of serv ices to 
be provided.

When H.R. 12080 passed the House in August and was sent to 
the Sena te, the cost  o f EPSDT, the eligible population,  the extent 
of care and how the program was to  be administered, had not been 
clarified. The latte r two questions were left for the Secretary of 
HEW to prescribe  in regulations. Presumably, the Senate hearings 
would provide insight into the intent of the legislation, but this was 
not to be.

Phase 3—Senate Hearings and Passage

Hearings were held before the Senate Finance Commit tee during 
August and September  1967. The EPSDT provisions were un­
changed from the hearings before the Ways and Means Committee 
on H.R. 5710, so most of those who testified did so on other con ­
trovers ial issues  without reference to EPSDT. No special mention
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of EPSDT was made by ei ther HEW Secretary  Gardner or Unde r­
secreta ry Wilbur Cohen. Nor did senators  ra ise questions. Among 
the hund reds of witnesses  and communications  that were in­
corpo rated  into these hearings, only one witness, Dr. Donald C. 
Smith o f the American  Academy of Pediatrics, stres sed the need 
for preventive health measures in childhood and asked that the 
high quality  of CC programs be maintained. He therefore reco m­
mended an amendment that would require cooperation between 
state agenc ies administering Crippled Children’s Programs and 
those adm iniste ring Title XIX programs (U. S. Congress, 1967d: I, 
201). No such requi remen t was added.  Congress retained the more 
ambiguous wording of  the amendment that state  Title XIX agencies  
provide for “ enter ing into agreements”  with Title V and othe r 
agencies.

H.R. 12080 was a complex bill with titles  rela ting to Public As­
sistance, Medicare, Medicaid, and Child Welfare . The Child 
Health Act o f 1967 was only eight and a half of  the 112 pages, and 
EPSDT took up only the three parag raphs  descr ibed earlie r. 
Provisions on AFDC stimula ted the  most comment. Early periodic  
screening  and trea tment, if not ignored,  at  least was not uppermost 
in people ’s minds. In retrospect, this lack of concern seems odd 
because so much time and energy during these  hearings  were de­
voted to restr ictin g the c osts  of Medicaid. This new program would 
greatly increase  Medicaid costs . Perhaps those who proposed the 
program were aware  of its high potentia l cost and also of the 
jurisd ictional dispu te it would engender and therefore delibe rately 
underplayed financing and administration.

The three  amendments  which became known as EPSDT 
passed the Senate unchanged from the House version . After a 
Senate-House confe rence, they then passed the two houses as part 
of the Social Securi ty Amendments of 1967 or PL 90-248, and were 
signed into law by President Johnson on January 2, 1968.

The United  State s had ju st enacted its first policy mandat ing 
preventive health services for needy child ren, a kind o f health in­
surance  for the poor. All states with Title XIX programs11 would 
have to  provide such services for all eligible children . In addi tion, 
the Crippled Child ren' s Program would a lso have to carry  out early 
periodic screening for those who were eligible under its plans. Yet, 
despite the broad  mandate, during its eight-month legislative his-

"By 1970. this would include all states but Alaska and Arizona. .
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tory, EPS DT's detail s were scarcely  touch ed on. The scope  of 
screening and the eligible population  were hardly mentioned.  
Estimates of cos t were applied  sep arately for the CC and Title XIX 
programs with no public discussion on how these costs would be 
worked out.  Nor was it di scus sed whether  health  o r welfare agen­
cies were to be responsib le for this health-wel fare program. Thus , 
the Secre tary’s office was faced with a formidable task in un­
ders tanding legislative inten t when it came  to writing regulat ions.

Development of Regulations and Guidelines12

Although the EPSDT provisions had becom e law in January 1968 
with the  s tipulation that they be implem ented  by July  1, 1969, final 
regula tions and guidelines did  not appe ar for four and a half years. 
Proposed regula tions  were issued  in D ecember 1970; af ter lengthy 
discussions final regulations appeare d in November 1971 and final 
guidelines in June 1972. Meanwhile, the final im plementat ion date 
for all age groups had been defe rred  until July 1, 1973. This four- 
and-a-half-year period was filled with discussions within HEW as 
to what direction rule making should take.  Many people were in­
volved—ad ministra tors  and planners for the Title V and Title XIX 
programs in Washington, senator s, repr esenta tive s, Congress  as a 
whole, the state Title XIX and Title V agencies, which were for the 
most part  welfare  and health departm ents, the HEW regional of­
fices, the National Welfae Right Organizat ion (NWRO), the 
Medical Assis tance  Advisory Council (MAAC), and professional  
groups such as the American Optom etric  Association . The law was 
interpreted and rein terp reted; the scope  of services under EPSDT 
was broadened , narrowed, and then broaden ed again. Opposing 
forces used HEW as a b attleground for i ssues  which had not been 
resolved during the prog ram’s legislative  histo ry. The adm inis tra­
tive framework, cos ts, eligibility, and scope  of  the program all had 
to be clar ified before regulations and guidelines could be published 
and the program implemen ted.

12I am grateful to the many officials of the Social and Rehabilitation Service and 
the Maternal and Child Health Services who generously gave of their time to pro­
vide much of the information upon which the following pages are based. Their 
generosity should not be confused with responsibility for the way their  information 
has been used.
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Regulations and  Guide lines—Adminis tering  Agency

Congress had given EPSDT both to Title XIX and to the CC pro­
gram of Title V, wi thout clarifying which agency was to administer 
the progrm.  The CC program which was administered by the 
Maternal and Child Health Services (MCHS) was not asked by 
HEW Secre tary  Wilbur  Cohen to develop regulations, even though 
the legislation called for them. This charge  was giveninstead to 
Medical Services Administration (MSA) in the summ er of 1968.13 
Even though MSA wondered at first what the implication was of 
the dual administra tion in the legislation, it worked out a draft 
whereby the state  agencies would make firm ag reements  with one 
another, and this approach was coordinated  with Dr. Arthur 
Lesser , the director  of MCH Services . MSA proceeded to draft 
regulations and assume its role as the adminis trator for the EPSDT 
program, while using MCHS as consultants.

After proposed regulations for the EPSD T program were 
published in December 1970, states began to quest ion how this 
cooperation would work. 14 The Medicaid program was to provide 
for(U . S. Federal Register, 1970b: 18879):

. . . identification of those eligible individuals who are in need of 
medical or remedial care and services furnished through Title V 
grantees, and for assuring that such individuals are informed of such 
services and are referred to Title V grantees  for proper care and 
services, as appropriate.

In most stat es, Title V agencies were in health departments  while 
Title XIX agencies were in welfare depar tments.  The g reatest con-

,3 Writing regulations was a new procedure for M SA. Prior  to 1968. T itle  XIX  pro­
grams had provided all guiding material to the states through its Handbook of  
Medical Assistance—Supplement D. Since these guidelines gave no way for the 
public or interested parties to be heard, and since several diffe rent  agencies had 
been placed together during the 1968 reorganization of  HE W,  their policies were 
standardized and regulations had to be written. H R. 12080 required that regula­
tions be wri tten for use of  ski lled nursing homes as we ll as for  EPSDT. and both 
these regulations were several years aborning

'■•Proposed regulations for cooperation between Ti tle  V and Title XIX agencies 
had been published ear lier th.it sear but had elic ited litt le comment from the states, 
possibly because the states did not know what the scope o f the program wou ld be 
(U. S. Federal Register. I97(hi: 8664»
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cem was duplication  of effort between the two agencies, but one 
state official pointed  out that  this relation would resul t in more 
competition and misunderstan ding  between the programs than 
already exis ted. Neither Congres s nor HEW had taken into ac ­
count that  these two agenc ies might not work well together  on the 
state level. The MCHS pressed for grea ter detai ls on the rela­
tionship  in the guidel ines, while state  and regional officials asked  
why oth er agencies, such as Visiting Nurses Associations and 
home hea lth agencies, had not been mentioned.

The ques tion of reimbursement provided the major  conflict  
and source of confusion for the Title XIX and Title V agenc ies. 
Early in 1970, MSA had received the legal opin ion that  the regula­
tions ca lled for total  r eimbursement  for all Title V serv ices  and the 
Title XIX agency would have no control over the numbers  of 
children sc reen ed, or the amount o f reimb ursement except as these  
items might be covered in the written a greemen ts, nor could  reim­
bursement be limited to children refer red by the Title XIX agency . 
But the confus ion pers isted , perhaps because the state  Title XIX 
agencies were not happy that  they would be paying for Title V 
services which hitherto had been free to recip ients. The following 
year MSA had to issue  another  cla rifica tion, slightly weakened by 
this time, that Title XIX payment could include both diagnostic and 
treatmen t services “ as app rop ria te.” It noted that responsibilities 
for payment  were program decisions r ather than those of legal pre­
rogative. MSA was trying to force the stat es to work out their  own 
relat ionsh ips, but the s tate  Title  V and Title XIX agencie s kept ap­
pealing to their  respective  HEW  agenc ies for supp ort. The next 
year ano the r memorandum reiterat ing the previous position was 
sent out.  The reimbursement issue was parti cular ly difficult be­
cause in many states the Title V programs provided the major 
public scre ening services  through child hea lth conferences, and the 
major public diagnostic and trea tme nt serv ices  through the Crip ­
pled Children's program. How ever , th eir funding had not increased  
and consequently they had troub le maintaining the ir programs.

Between 1968 and 1972, MSA gradually clarified  its role as the  
sole adm inis trator of the EPSDT program, while MCHS took a 
more and more consulta tive ro le .15 MSA’s involvement in its new

■’ Regulations for the Ti tle V EPSDT amendment were finally  issued in 1974 (U .S. 
Federal Register. 1974).
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role of providing for health  services was so strong  that by 1973 it 
was letting con trac ts for EPSDT program evaluations and for the 
development  of  screening  s tandards. These contrac ts, which were 
part of MSA’s surve illance and evalua tion responsibi lity, did not 
differ much from con trac ts which were  let by MCHS for evaluation  
of its programs. Meanwhile, the MCHS were not entirely pleased 
to see MSA moving into the field of health services. This tension at 
the federal level was reflec ted within the state agencies, eith er 
because of the exis tence of an MSA and an MCHS encouraged 
their state  counterparts to square  off agains t one ano ther , or 
because the two federal  agencies could not  contro l them. One MSA 
administra tor wondered at the time whether  MSA had a policy of 
encouraging interagency relations, because the guidelines did not 
reflect this. The issue always  came to a head ove r whether Title 
XIX would reimburse Title V for its serv ices . State s were hard hit 
by inflation and were looking for ways to avoid spending money . 
When these issues had to be settled , Title V agen cies (usually  the 
health department)  and Title XIX agencies (usually  the  welfare de­
partment) would buck the issue up to the federal level. The ad­
ministrative  issue had been resolved  in one sense, but as soon as 
the states began implementing the p rogram,  all the tension between 
a health agency and a welfare  agency which was running a health 
program erup ted,  and this ambiguity continued  to plague all those  
charged with implementation .

Regulations and G uide lines—Costs an d Fund ing

The ad ministra tive decision which made EPSD T a Ti tle XIX pro­
gram resolve d the issue of who was to pay for it. Title XIX reim­
burses from 50 to 83 percent of sta tes ’ cost s. Theoretica lly no 
limits existed for the development of  the EPSDT program,  but ex­
perience with Title XIX had shown that general ly state s like 
California and New York took advantage of the program, while 
smaller, poorer states did not.16 As Stevens and Stevens noted 
(1970: 365-378), when states did spend a great  deal of money, as 
New York and California did in the early years of Medicaid, then 
Congress got upset because costs were too high.

,h ln 1969. these two states alone accounted for 45 percent of Medicaid expen­
ditures (HEW. 1972b: Table 7).
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During the first two years  of regulation  draf ting, cost  estimates 
were not made because,  acco rding  to MSA and state  officials , 
available  data  were so poor. How ever , by August 1970 someone 
had come up with a first-year cos t of $45 million. This large sum 
must have alarmed  HEW, for by December  of that year  it had ad ­
vised the Sena te Finance Commit tee that it had delayed issuance of 
regulat ions for EPSDT because of the “ grea t c os t” it would entail 
for both the federal and state governm ents . HEW then asked  
Congress for legislation to phase in the program slowly (U. S. 
Congress, 1970: 169), but Congress refused. Meanwhile , Senator  
Abraham Ribicoff and the Medical Assistance Adviso ry Council 
(MAAC) cont inued to press for regulations.

When proposed regulations were published in Decemb er 1970, 
the s tate s responded vehement ly and very rapidly  on the ques tion 
of cos t. Eighteen out of the 22 s tates responding said the program 
would place a financial burden  on the state beyond its ca pac ity.  In 
case HEW  should miss the point , one southern state  had its entire  
congressional delegat ion send letters of alarm. Part of the reason 
states  cou ld not es timate costs was that  the federal guidelines were 
still not ava ilable .17

During the spring of 1971, the Nixon administ ration had com ­
mitted itsel f to a reduct ion of federal Medicaid  cost s for fiscal 
1972,18 and by May HEW, following suit,  decided it would allow 
states to implement the program in phases starting first with 
children under six in order  to soften  the financial impact on the 
states. The softened financial impact  on the federal gove rnment 
was implic it. Costs continued to concern  HEW; one official 
estimated EPSD T would cost $400 million by 1973 and this would 
create  a sizable drain  on the Tre asury.  HEW decided to narrow  
the scope  of services and also to con cen trat e on slowly phasing in 
children  by age g roups . In September, HEW decided that  the pro­
gram would cost only $25 million the f irst year.  When this sum was 
approved by the Office of Management and Budget in the fall o f 
1971, the final regu lations  could be pub lished.

,7One small midwestern state which had looked more carefully at costs than others 
estimated they would have 15 to 20 children eligible for kidney dialysis at $30,000 
each.

,8The administ ration was at the time proposing the ill-fated Family Health 
Insurance Plan (FHIP). and EPSDT was held up while HEW studied how they fit 
together. Officials in the se creta ry's office even considered getting legislation to 
eliminate EPSDT altogether.
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The stales through their concern  for their own costs had 
managed to  stave off  for nearly three years the implementation  of  a 
law passed by Con gress.19 The power of the states in this case il­
lustrated  the limitations of federal aid program s. Since the incen­
tive was not great enough , and since financial needs were suffi­
ciently pressing, the states did what they could to hinder  im­
plementation. HEW was caught between the congressional  groups  
which had favored EPSDT and the state  welfare agencies who 
were its clients. HEW deferred making a choice  by offering the 
states a few yea rs’ respite by phasing in the  program slowly. This 
respite was only temp orary , and eventually the state s would have 
to come to terms with the financial burden of EPSDT, unless they 
could convince Congress to repeal it completely.

Regulations and Guidelines—Eligibil ity

The eligibility issue was also resolved when EPSDT became solely 
a Title XIX program. Under Title XIX any child who was eligible 
under the state plan was eligible for EPSDT. However, state plans 
varied considerably. By 1971,48 states had  Medicaid programs un­
der which all children receiving  AFDC welfare  payments were 
eligible. In addit ion, 25 states offered Medicaid services to any 
low-income child who fell within the income guidelines  (HEW, 
1971c: 2-3). Arizona and Alaska had no Medicaid services.  How­
ever, states varied cons iderably in their eligibility requirements.  
For example,  in 1968 while New York was providing  medical pay­
ments for 206 children per 1,000 inhabitants , South Carolina was 
providing for only two per 1,000 (HEW, n.d. : Table A). In all it was 
estimated that approxim ately  10 million children would have been 
eligible for EPSDT, o r 12 percent  of the United State s child popula­
tion of 80 million.

During the development of regulations and guidelines  res tric­
tions on eligibility arose  from the need to cut back costs and one 
way to do this was to cut down on the eligible population and to al­
low states  to serve first children under six y ears and not serve older 
children until 1973. This phasing-in app roach met at first with some 
skepticism from the HEW general counsel, but it was finally ac-

'T u n  slates. Virg inia  and Mississ ippi. were exceptions and had supported the 
program and were implement ing the program before bebruarx 1972.
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cepted . The eligibility rest ricti on was supp osed  to be temp orary  
but states were in fact slow to  phase in the  over-six  population.

Regulations and  Guide line s—Scope  of  Serv ices

From the earli est draft s of the regulations, MSA understood that 
the amount,  durat ion, and scope  of services was to be com­
prehensive and this thinking was reflected in the  proposed  regu la­
tions published in 1970 (U. S. Fede ral Register, 1970b: 18879; em­
phasis added) .

Effective January 1, 1971 (or earlier at the option of the State), that 
early and periodic screening and diagnosis to ascerta in physical and 
mental defects, and treatment of conditions discovered regardless 
of  the limits otherwise imposed under the State plan on the type and 
amount of such care and services. . . . will be available to all eligible 
individuals under 21 years of age.

In the 48 states with Medicaid  programs at the time,  state plans 
were by no means compreh ensive. All stat es included the five 
basic serv ices : inpatient care, outpatient care, labo ratory and X- 
ray servi ces , skilled-nurs ing home serv ices  for those over 21, and 
physician serv ices , but here the similari ty ended. One stat e, Min­
nesota , provided the full range of services avai lable ; others like 
Kansas , Nebraska, North Dakota, and New York provided all but 
one or two services; still othe rs like Mississippi and Missour i of­
fered only three  additional services . Eighteen states did not pro­
vide den tal services and 18 did not provide  eyeglasses; eight states 
did not provide prescribed drugs (HEW, 1971d). In fact, in five 
states the content  of Medicaid programs was dete rmined by state  
statutes, and since screening for eye defects or prov ision  of eye ­
glasses , as well as oth er se rvic es, were not included, the above reg­
ulation would requi re a change in law. Thus to be compreh ensive 
any federal regula tion would have to go outside the boun ds o f state 
plans.

The stat es objec ted vigorously to p roviding  unlim ited amounts 
of services for unlimited periods regardless  of the limits o f the state 
plan. They  said the regulations were contrary to the inten t o f Title 
XIX and federa l-state  grant  programs because they took away 
from the state  control over the scope of  their p rograms. Some state  
officials also said that  the state simply did not have the medical

97-63) O -  28
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manpower to carry  out such a comprehens ive plan, implying that 
government should not try to provide services to low-income peo­
ple until resources are available. Another state  official suggested 
more direc tly that period ic screening was an outmoded  concept 
largely abandoned by public health and the medical profess ion.

Strong support for the regulations came from the director  of 
the National Legal Program on Health Problems of the Poor, who 
also lobbied effectively with other groups, particularly  welfare 
rights groups, to support the EPSDT program. He asked that the 
regulations specify the types of care included , such as eyeglasses  
and hearing aids , and dental fillings.

During the  long period between  the proposed  and final regu la­
tions, state  and federal concern for EPSDT c osts  was rising. The 
result  was that MSA regretfully curtailed  the scope of services re­
quired of the states under  EPSDT. The final regulat ions asked  the 
states to provide EPSDT “ within the limits of  the s tate  plan on the 
amount, durat ion and scope of care and services” (U. S. Federal  
Register, 1971: 21410). This constituted a major  blow to the com ­
prehe nsiveness o f the treatmen t segments of the EPSDT se rvices. 
As ment ioned  before , states were uneven in their provisions for 
treatment. The welfare rights lobby had had some effect, however, 
for the regula tions included three trea tmen t services which had to 
be included by stat es regardless of the limits of sta te plans:

. . . eyeglasses, hearing aids, and o ther kinds of treatment for visual 
and hearing defec ts, and at least such dental care as is necessary for 
relief of pain and infection and for restoration of teeth and main­
tenance of dental health. . . .

These three  trea tment services , plus ear ly and period ic screen ing, 
thus became the EPSDT program as it emerged from the federal 
regulations.

In writing guidel ines, MSA tried to help sta tes develo p as com­
prehensive a program as possible . The MCHS which ove r the years  
had deve loped  a body of information on quality  health services for 
children provided valuable consultation. Other groups like the 
American Optom etric Association , speaking in the interests of its 
own profession, asked specifically that visual screening and 
restorative services be included. The final guidelines reflected 
these interests , and deta iled the case-finding p rocedure s, screen ing 
tests to be performed,  and diagnosis , trea tment, and therapeutic 
services to be made available to eligible children (HEW , 1972a).
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All these services , however , had to be carr ied out within the limits 
of the sta te plan.

To those who had viewed EPSDT as  a major innovative com ­
prehensive health program for needy children , the regula tions  were 
a disappoin tmen t. Treatment  was not com preh ensive. To those  
with a “ toe- in-th e-door”  philosophy  of federal  policy making, it 
was an encou raging  first step  for the care  of child ren. Certa inly 
more poor  children would get more types of care  under this pro­
gram than they had before. In one sta te, where the scope  of the 
program had the potential of being co mprehen sive , an  official com­
mented wryly that the same serv ices  were not available to middle- 
income chi ldren .

Conclusion

The advent  o f EPSDT legislat ion provided the Unit ed State s with 
the first major federally  spon sore d program for compreh ensive 
health serv ices  for 12 p ercent  of Am erica’s children. It could have 
been a prototype for health insurance for all children , but con ­
gressiona l intent  for the program was so ambiguous t hat conside ra­
ble energy  had to be exe rted  to resolve the quest ions  it posed . Dur­
ing the development of regulations and guidelines inte rest  groups 
used what leverage  they could to accomplish thei r ends . These 
conflicting in teres ts used HEW as a battlegrou nd and compounded 
the task o f program implementation. Some individuals and groups, 
such as community organiza tions, the MAAC, and the National 
Legal Program on Health Problems gave fair ly steady, general sup ­
port to the program, but factions tended to c lust er arou nd par ticu ­
lar issues: administ ration, c ost s, and scope of serv ices .

MSA emerged as the adm inis trator of the EPSD T programs  
and found itself providing for health services for children , some­
thing that had been the province of MCH serv ices . The factions 
within HEW managed to adjus t to these  new roles , but implemen ­
tation of the program would create  new tensions betw een health  
and welfare agencies a t the sta te level. Ambiguity in legislative in­
tent gave no one federal or state agency full responsibility for c ar­
rying out the program. Thus, the administer ing agencies were una­
ble to build a bureaucrat ic constituency  behind the program. 
Responsibility  was divided  betw een health and welfare agencies
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with most going to the l atter . On the federal level, MSA showed yet 
greater commitmen t than MCHS. In the states, neith er health nor 
welfare agencies could become committed- and build up the 
solidarity needed to carry  out the program.

Costs were another  issue which brough t severa l factions into 
conflict ove r a program variously described  as costing anyw here  
from $15 to $400 million. President Nixon had pledged not only to 
reform the welfare system, but also to cut cos ts, yet he had in­
herited one of  the most far-reaching health programs the nation had 
ever unde rtaken. Congress, although also committed to lowering 
welfare cos ts, and particularly Title XIX costs, managed to live 
with its ambivalence toward  the EPSDT program and mandated its 
implementation  while attempting to cut back on othe r programs. 
The s tates were the hardest hit by the program 's staggering poten ­
tial (though never defined) costs . During the development of 
regulations and  guidelines they tried to discourage HEW from ask­
ing them to carry out the program, and when they had to imple­
ment, they moved very slowly. States  were angered by the heavy 
costs and lack of lead time they had been given. One state official 
suggested that  stat es should have been given the same amount of 
time for implementa tion as HEW had had to write regulations.

While most of those  who grouped aroun d the issue of costs 
wanted to  cut  back  or el iminate  the program, those  concerned with 
the e ligible population and scope of services strongly  favored the 
program’s development. County and national  welfare rights or­
ganizat ions, with the support of MCH serv ices , had shown their 
strength by the well-thought-out  and comprehensive array  o f tes ts 
and screening mechanisms that became available to low-income 
children (at least those  eligible for Title XIX under state plans). 
However, the states and federal government in their concern for 
costs succeede d in cutt ing back the scope  of  services available  un­
der the program.

The absence of discussion surrounding  EPSDT’s intent is not 
unique in the history  of federal health policy. Title V when pre­
sented to Congress  in 1935, received scant no tice because attention 
was drawn to the major provisions of the Social Security  Act. 
EPSDT’s predecessor  and umbrella program, Medicaid, slipped in­
to the 1965 Social Securi ty Amendments to fill the gaps left by 
Medicare. When it was  passed , it was called the “ slee per" of the 
Amendments because no one had foreseen that  the costs of this
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program would rise from $2 billion to nearly $9 billion in a few 
years and th at by 1971 it would be serving nea rly 20 million people.

The experience  of Title V, Medicaid and EPSDT exemplify 
the toe-in-the -door p rocedures of federal  policy making. Congress 
seems to assum e that  once a worthy policy is passe d, its implica­
tions can  be worked out late r, and the program expanded when 
necessary o r desirable. This had not always been  the case. Title V 
was never expa nded . Its funds were increased ove r time, but the 
program never became a national program for child heal th ser ­
vices. Since the sixties oth er prog rams such as Head Sta rt and 
Neighborhood Health Cen ters  and , of  course, EPSD T have been  
added to supp lement Title V rath er than  integ rated. Medicaid was 
viewed as a stop-gap measure for those  not eligible for Medica re. It 
did expand, but its unexp ected high co sts  did little to endear  to the 
American public the principle o f public ly financed medical care . To 
compound the problem of poorly thought-out policy, EPS DT was 
added to Medicaid before its imp licat ions  were  studied.

Wha t can  one learn about ambiguous toe-in-the -door policy 
making from the exper ience  of EPSDT and its four-and-a-half-year 
delay in implementation? Firs t, that  Congress  and the executive 
agencies are unable or unwilling to come up with reliable cos t 
estim ates  for health  and welfare  programs.  One wonders  whe ther  
accu rate  cos t estim ates  were actua lly unavailable to Congress  or 
whether no one in Congress  o r HEW was willing to  face the cost s 
the program would entail.  At any time Congress  or HEW could 
have gone back  to  the 1966 Program Analysis and discovered that 
the cost of sc reening five million child ren was $150 million. It may 
be true  tha t no politician can sell an expensive health  program to 
his co nst itue nts , but unrea listic  costing leads to a public that may 
become increas ingly disen chan ted with federa l health  programs 
which cannot  live up to the expecta tion  placed on them by Con ­
gressional and Execut ive rhetoric .

Second, ambiguity in adminis trative assignment lessens bu­
reaucrat ic solida rity and ther eby  a program’s chances for s uccess.  
Had Congress given responsibility  for EPSDT to one single agen­
cy, it would have been eas ier  to build bureaucrat ic solidarity 
behind the program to smoo th its implementation . The division of 
responsibili ty between health and welfare  split the program be­
tween agencies with differing philosophies and  goals.

Thi rd, establishing federal child health  policies through the 
mechanism of federa l-state  grant- in-aid programs inc reases the am-
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biguity of  the final policy. Medicaid and EPSDT are officially s tate 
programs. And the states can put up formidable barr iers to their  
implementa tion. They can protest vigorously to HEW as they did 
when the proposed EPSDT regulations were issued. In addition, 
they can refuse  to implement the program at all; they can limit 
eligibility; o r they can  limit the  scope of the state  plan. Since state s 
in fact have used all of these ways to limit the economic impact  of  
the Medicaid and EPSDT programs, it is not an encouraging prece­
dent. Even the threat o f lawsuits and federal penal ty have failed to 
move some states.

Finally,  the role of health and welfare inte rest  groups in urging 
HEW to carry out EPSDT should be noted . The welfare rights 
groups lobbied to get regulations to emerge from HEW. The con ­
tinued role of  these groups in bringing lawsuits against state s for 
failure to implement EPSDT ind icates that such g roups may be t ak­
ing the leadership which states have been unwilling to exercise in 
implementing federal  policy.

Congressional intent in EPSDT legisla tion, as in much legisla­
tion which is bom in compromise,  had resulted in ambigui ty. If 
Congress was ambiguous in its intent  for EPSDT in 1967-68, it con­
tinued to be so. While try ing to cu t welfare and Medicaid costs on 
the one hand, in 1972 it reaffirmed its intent to maintain the EPSDT 
program by adopting a  penalty for sta tes which failed to carry out 
the program. This ambiguity encouraged many groups to work for 
the program ’s early demise.  Compromises  made during the de­
velopment of regula tions and guidelines placated , at least tem­
porarily, the states, inte rest  groups, and administering agencies, 
and thereby assured the program of  a continued, albeit tenuous and 
unsa tisfactory  existence .

Anne-Marie  Fol tz, M.P.H 
Yale University 
School of  Medicine
Department of Epidemiology and Public Health
60 College Street
New Haven, Connecticu t 06510
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Mr. Maguire. Thank you very much.
We will have another  bell, and I thin k rat he r than beginning 

your testimony at this point, Ms. Andrade, we will recess briefly 
and come back, if we may impinge upon your time.

We stand  recessed for 10 minutes.
[Brief recess.]
Mr. Maguire. The committee will come to order.
Our next stateme nt will be from Dr. Andrade, Excutive Director, 

Tri-City Citizens Union for Progress, Newark, New Jersey. 

STATEMENT OF REBECCA DOGGETT ANDRADE

Ms. Andrade. Thank you, Mr. Chairman. My name is Rebecca 
Doggett Andrade. I am Executive Director of Tri-City Citizens 
Union for Progress, which is a private, non-profit community devel­
opment organization in the  city of Newark,  New Jersey.

In 1972 we added a health component to our child care program 
to ensure  that  each child was physically capable of learning .

Tha t component was expanded into a neighborhood child health 
sta tio n to serv e the 3,000 fam ilies in our 12-square block 
neighborhood.

I am probably here today because our organization was drawn 
into heal th advocacy as a result of trying  to provide health care for 
all of the children in our neighborhood.

We learned about EPSDT through a child hea lth  project run  by 
the  Rutgers Newark Law School. They had started to look into  New 
Jersey’s EPSDT/Medicaid program and had some alarm ing facts. 
These statist ics became a ll the more real to us as our organization, 
as well as other child care centers  in Newark, tried to b ring hea lth 
care into our communities by way of EPSDT.

For example, the  community groups reques ted that  outreach 
services be a reimbursable  expense under EPSDT.

OUTREACH

Statistics showed that  less than 5 percent of the  Medicaid chil­
dren were receiving EPSDT care.

However, community  recommendfat ions for community-spon­
sored outreach to be a reimbursable expense unde r Medicaid were 
denied.

Already overworked caseworkers in the county welfare systems 
were expected to do outreach to clients.

PROVIDER SHORTAGE

Figures showed th at a large number of private  physicians in the 
State did not participa te in the Medicaid program.

Pedia tric clinics at hospitals charged under the  regu lar Medicaid 
program at the  highes t possible rates.

City or county health departments were all not involved in the 
EPSDT program. In fact, many of th em had not heard  of EPSDT 
either.

Local public schools were not involved in EPSDT although the 
Medicaid program declared that eligible children were getting 
equivalent care.
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Neither communi ty health cente rs nor potential community 
health centers were reimbursed at a reasonable rate.

Our recommendations were that a full-scale effort be launched to 
recruit more providers at all levels (1) by offering a reasonable rate, 
(2) by providing sta rtu p funds in cases where non-profit organiza­
tions were involved, and (3) by streaml ining the  certificate of need 
procedure in the  departm ent of health,  and (4) by providing tech­
nical assistance to willing community organizations.

QUALITY OF CARE

There did not appear to be a mechanism for colleting data  on 
whether or not the  full range of EPSDT services were performed 
before providers were reimbursed.

Advocates recommended a per-child rate with the  fu ll package of 
services required.

The Regional Office of HEW publicly admitted that  New Jersey 
has met stat uto ry requirements but has never been in program­
matic compliance with  the s piri t and purpose of EPSDT coordintion 
with existing hea lth agencies.

Before our advocacy work began, few pr ivate  or public providers 
had ever heard of EPSDT. T here was no public education effort nor 
attempts to orient providers as to wha t the ir service responsibilities 
were.

City and county health depa rtme nts were not recru ited as p art  of 
the delivery system. No attempts were made to upgrade those 
services.

Public school hea lth programs had been surveyed and were 
known to provide less tha n 50 percent of the  EPSDT services 
required. However, the  Medicaid ch ildren  were deemed to be receiv­
ing “equivalent  care .” Therefore, no outreach efforts were done 
throu gh public schools nor was the re any atte mp t to upgrade the 
public school hea lth program.

The net  re sults of our efforts have been relatively minor. A State 
advisory committee was established but it has no prospects of 
creative  work because there is no Federal mand ate or requ irement 
for programmatic compliance.

We support the  Congress’ attempts to improve on child health 
with the  passage of CHAP. I am very glad to see that  the  name of 
the program is now being proposed to be Child Hea lth Assurance  
Program. In that  regard we would like to make the  following 
recommendations and comments:

1. Incentives should be included for upgrading public school as 
well as city and county child hea lth programs. EPSDT service 
standards are  comprehensive  and should be the  model for child 
health .

2. Incentives should be included for increas ing the  number of 
providers available to clients.

3. Start -up funds for community-based non-profit corporations 
should be authorized .

4. Outreach programs sponsored by community groups should be 
reimbursable a t 90 percent FFP. The 10 percen t should be provided 
with State funds.
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5. A comprehensive State plan should be prepared. Some compo­

nents  of tha t plan should include:
(a) Public meetings and comment period be required.
(b) Identification  of EPSDT services  in the total Medicaid 

package.
(c) Plan for recruitm ent of providers in underu tilized  areas.
(d) Plan for coordination and upgrading of child health services 

with all responsible State agencies (i.e. State  depar tmen ts of educa­
tion and health).

6. Some CHAP funds should be set aside for innovative projects 
tha t will promote higher levels of parent  participation , provider 
recru itment or public education.

We thin k there is a  g reat deal more effort that  can be done at a 
local level but ther e will have to be some level of funding and 
incentive for that  to take  place.

7. Administrative orders or directives from the HEW Secretary 
should be used before penalties  are imposed.

8. Penal ties should cover all areas  of compliance, not ju st repo rt­
ing requirements.

9. The penalty proposed by CHAP will be a more effective and 
fair measure  tha n the present EPSDT legislation  proposes.

10. CHAP must  permit services to children with developmental 
needs. Without this component, the  whole impact of preventive 
heal th care is lost. This is especially c rucial in light of the fact that 
low income women give birth to children with more developmental 
deficiencies and risks.

11. Public school aged children—ages 7-18—must also be included 
under CHAP.

12. Dental care needs are at crisis proportion in the  poverty 
communities. A comprehensive program of dental education—pre­
vention—and treatm ent is crucial.

Screenings are  only effective if they are part of an educational 
and orientation  program for parent  and child.

Our own experience in community hea lth is tha t local people 
need a grea t deal of resources at the ir disposal.

We presently do not have a delivery system for preventive health 
care in this country. We are  trying to use a  delivery system that  is 
designed for sick people to meet the  demands of keeping people 
well.

Our hope is that this  is ju st a first  small step in providing our 
nation’s children with everything they  need to grow.

Mr. Maguire. Thank you, Ms. Andrade. I might say I am very 
proud as a  R epresentative  of the State of New Jesey to have in our 
own State  the  kind of leadership th at  you have shown in the 
Newark case. I t gives us a case study which will cer tainly  help  us to 
draft  Federal legislation. I want to compliment you on your state­
ment, not only its analyt ic quality in terms of identifying where 
problems arose, but  also the very specific and lengthy list of 
recommendat ions which will be very helpful to the committee.

Our next panel ist is Ms. Georgia L. McMurray, Director, Depart­
ment of Public Affairs, Community Service Society, New York.
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STATEMENT OF GEORGIA L. McMURRAY

Ms. McMurray. Thank you, Mr. Chairm an. My name is Georgia 
McMurray. I am Director of the Dep artm ent of Public Affairs of the  
Community Service Society.

I have a long history of professional and personal  concern with 
children, having served as Commissioner of the  Agency for Child 
Development of the  city of New York and in ano ther  capacity, 
having directed an evaluation of the head  star t/EP SDT  collabora­
tive effort for HEW in 1976. The Community Service Society has for 
nearly 130 years of  its history, represen ted the inte rests of the poor 
and disadvan taged of New York City. I am here today represent ing 
the position of the CSS Committee on Health in regard  to the Child 
Health Assessment Act—H.R. 6706—the  Carter adm inis trat ion’s 
proposed replacement of the  EPSDT program.

The EPSDT program originated in 1967 when the  Social Security 
Act was amended to  require States to provide for ear ly and periodic 
screening diagnosis and treatm ent for a ll Medicaid eligible children 
unde r the  age of 21. After 10 years, 15 lawsuits, ano ther amend­
ment  to t he Social Security Act to strengthen  EPSDT enforcement, 
and the  promulgation of numerous regulations, only 16 percent of 
the  eligible children nationwide have been screened. Of those 
screened who required  treatm ent , 22 percent did not get care (U.S. 
DHEW, FY-76 National Stati stica l Summ ary EPSDT). In New York 
State,  t he performance record is even worse. We have 11 pe rcent  of 
the  N ation’s Medicaid eligible children, yet only 12 percent of these 
1.4 mil lion children—60 percent of whom live in New York City— 
were screened as of 1976.

The proposed Child Health  Assessment Act (CHAP) is a n atte mpt 
to improve the  EPSDT program. However, it is our opinion that  
CHAP, whi le appearing to offer improvements to the  existing law, 
in fact reta ins the  same structural defects and would nei ther 
improve the  hea lth  care of poor children nor remedy the  flaws 
inherent in EPSDT. Even HEW estim ates that  CHAP would only 
increase  screening of Medicaid eligible children from the current 16 
percent to 22 percent by the end of 1978. We believe th at  there are 
important lessons that  have been learn ed from the  EPSDT pro­
gram. Before formulating  any plans to improve the  hea lth  care of 
poor children, we should consider some of the following points.

1. A dual system of care should be avoided.
CHAP would maintain a separate  program for the  poor, which we 

oppose because of the means tes t requ irem ent and associated ad­
ministrat ive costs. The old axiom th at  “medicine for the  poor is 
poor medicine” is too often still  tru e and is substan tiated by the 
small percen tage of providers partic ipat ing in EPSDT and the  abuse  
documented in Medicaid mills. In addition, the  nea r poor—those 
beyond the  expanded eligibility requirements  of CHAP—are still 
excluded. This  is partic ular ly serious in New York City. Due to the 
fiscal crisis, severe cutbacks in services provide by city child health 
stations and pediatric clinics have cut off the  source of care for 
those who cannot afford to pay out-of-pocket. Most critica lly, the 
comprehensive scope of “free” benefi ts—those not usual ly covered 
under private insurance—for the poor will surely incu r middle-class
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resentment. Unless th ere  is a  broad base of constituent  and political 
support, there will not be the  leadership at all levels of government  
needed to make the  program work. CHAP reta ins the  2-track 
system of care by focusing on the very poor and thus eliminates the  
possibility of any such broad-based support.

2. A health program should be administra tively  workable.
Maero Systems, Inc., studied the implementa tion of EPSDT in

selected counties in New York State for HEW in 1976 and found 
th at  in each county, administra tive costs were greater tha n eith er 
screening, diagnosis, or trea tment. In one county, administ ration 
was 410 percent of screening costs. This is largely  due to the  
administra tively  complex problems associated with  identifying and 
recertifying eligible child ren. (The turnover in eligibility is about 30 
percent per year.) The cost-effectiveness of the program is under­
mined, as much of the screening is done on children who are  
already in the m ains tream  of heal th care, ra ther  th an  those in most 
need. Case management and tracking is also complex and costly, 
and these procedures raise serious questions  about  safeguarding 
individual privacy, especially when they  are  only used for poor 
populations. As a “welfare medicine” p rogram, CHAP does not, and 
probably cannot, simplify this administrative  complexity.

3. A health program should not be tied to a welfare system.
In New York and numerous States, EPSDT is part of an already

overburdened welfare system which lacks exper tise in delivering 
hea lth  care. A health program should be independent from consid­
erations of eligibility. CHAP does not address this  problem.

4. Organized resources must  be in place to serve the  healt h needs 
of children.

A major stru ctual defect in EPSDT was the  implicit assumption 
that  the delivery system had the capacity and willingness to serve 
the  health needs of poor children. Such a system was not then  in 
place and is not in  place now. A recent finding of CSS Committee on 
Health demonstrates the insensit ivity of the  system to the  hea lth 
needs of th e poor. In order  to get free immunization  throu gh the  
skele tal remains of city child health stations, we discovered that  
Chinatown residen ts had to take  the ir children two long bus rides 
across M anha ttan.  Throughout the city, th ere  are many low-income 
neighborhoods where more th an 40 pe rcent  of the  chi ldren have not 
been adequately immunized.

A massive commitm ent to integrated  health and related services 
(e.g. tra nspo rtation, community-based outreach, hea lth  education) is 
needed to make care available  and accessible. There should be 
incentives  to encourage providers to accept other than fee-for- 
service reimbursem ent that  is a ppropriate  to required s tandards  for 
participation . We acknowledge tha t the  CHAP proposal recognizes 
the  need for resource  development. However, the  to tal amount—$25 
million—proposed nationwide  would hardly meet the needs for New 
York City alone.

CHAP does not contain  the  necessary ingred ients to trigger the  
structural changes in the  heal th care delivery/financing system 
which would make it responsive to the  health needs of poor chil­
dren. Fur ther , the program is limited in population  coverage to low- 
income children. Isolated categorical programs do not aggregate
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sufficient health care dollars and constituent support to move the 
system in desired directions.

CSS proposes th at  a natio nal system of mate rnal  and child health 
services be substi tuted  for the  CHAP proposal now being considered 
by this subcommittee. Rather  tha n attempt ing to refashion the 
EPSDT program, which has been both wasteful  and ineffective, we 
advocate adopting a program for pregnant mothers and children 
which would serve as a f irst stage in incrementally implementing a 
comprehensive national hea lth  care program for al l the  population.

Dr. Eveline Burns, the  eminen t economist consultan t to CSS, 
testified before this  body at  its hearing  last  year  on the  Scheuer 
bill.1 While pointing out the weaknesses in that  bill, Dr. Burns cited 
many good reasons for th e United State s to establi sh a hea lth care 
program for children as a first  step for a national comprehensive 
program serving all age groups.

Despite th e advances in medical knowledge and technica l capabil­
ity, we know th at  the  health needs of ch ildren  in this  country are 
not being met. High per inatal mor tality and neo-natal death rates  
indicate  the need for medical interven tion during  pregnancy and at 
birth . For example, in New York City the infant mor tality rate per 
1,000 live birth s was 19.3 in 1975, b ut for non-white babies it was 
almost 50 percent greater  tha n for white  babies.

But infa nt mortality  rate s tell  only part of the  story. Even if 
children survive, ther e is no gua ran tee  that  they  will receive 
adequate hea lth care eith er for prevention or for trea tme nt.

In a 1965 study of 18 year olds rejected  by the  U.S. Selective 
Service it was found that 15.2 percent were rejected because of 
chronic handicapping conditions  and th at  33 pe rcent  of those condi­
tions could have been preven ted or corrected if discovered before 
the individual  reached age 9.

A re cent  report of the  Medical Services Administration  of HEW 
indicated that  between 20 pe rcent and 40 percent of children in low 
income families suffered from one or more chronic conditions and 
that  only 40 percent of the conditions were being trea ted.

HEW has also reported  that  while 97 percent of children under 6 
require some denta l care, only 40 percent of children under age 17 
in low income families have ever seen a dentist.

Of all children from age 6 to 11, 10 percent have vision problems 
but only 40 percent of the  children with such problems in low 
income families in t ha t age bracke t have had the ir vision handicaps 
corrected.

Clearly the  unmet health needs of children must  be addressed 
aggressively and thoroughly. The children cannot wait.

To devise a program which selects children as the initi al category 
to be covered is both logical and in the  public interest. This 
represen ts an inves tment  in our Nat ion’s future ; hea lthy  children 
are likely to become heal thy and economically productive adults. 
Also implicit in such a public policy objective is the  potential 
savings to be realized in lowered medical care expenditures for a 
population which has benefited from prevent ive hea lth care. Early

1 In Ju ne  1976 on H.R. 12937, the Mate rnal and  Child Hea lth Care Act, introduced by Representative Jam es 
Scheuer.
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detection and treatm ent  of illness, augmented by hea lth education 
for mothers and children to promote good health  habits in regard  to 
smoking, alcohol consumption and nutrit ion, should help to avoid or 
alleviate many future health complications.

The costs of directing such a program largely to chi ldren would be 
relatively low. Expenditures for personal health care are far lower 
for persons under age 19 than for persons 65 or older or even for 
those in the intermediate age group.

The costs of directing such a program largely to chi ldren would be 
relative ly low. Expenditures for personal hea lth care are far lower 
for persons under age 19 tha n for persons 65 or older or even for 
those in the intermediate age group. In 1975 the  average health 
care bill for the aged was $1,360; for those 19-64 years old, $472 and 
for the  young, $212. Clearly children  in general requi re the least 
costly care of the age cohorts. They are less like ly t han the  aged to 
have chronic illnesses or require costly hospitalization or long-term 
care. The average amount spen t for different types of he alth  care 
varies  widely with age. For example, in 1975 of the  total health care 
dollar for children  under 19, only 33.6 percent was expended for 
hospital care and 1.5 percent for nursing  home care. In contrast , the 
19-64 age group spent 48.7 percent for hospitalizat ion and 2 percent 
of the average health care bill of $472 for nurs ing home care. For 
persons 65 years and over, 69.5 percent  of th eir  health care dollar 
was spent  for hospitalization (44.3 percent) of nurs ing home care 
(25.2 percent).

We believe that this country has the necessary hea lth resources. 
Given the  less expensive hea lth needs of children and youth, we can 
implement the first phase of a national hea lth program with a 
relatively small inves tment and provide incentives to redis tribute 
and bett er use existing resources.

Launching a program with this population focus will provide the 
opportunity to finance needed heal th care for children. Such an 
approach will also build a foundation and test  a system which has 
potent ial for expanding to the  whole popula tion. The present h ealth 
care delivery system is costly and unresponsive to the needs of 
many people. We have a maze of public and priva te financing 
mechanisms for meet ing h eal th costs, costs which have been contin­
ually escalating. A federally financed maternal and child health 
program can provide the  financial leverage to create  an  a dminist ra­
tive framework that  might begin to control the  unprecedented 
increase in the costs of health  care. At the same time, this program 
could reshape the health care delivery system and gear it to 
prevention  rather tha n trea tment.

Finally, I welcome CHAP’s in tent  to improve a program that has 
been frought  with problems since its  inception. However, ins tead of 
trying to correct EPSDT, an unsuccesssful program, I urge this 
subcommittee  to consider developing a new far-reaching materna l 
and child health program, embodying the essential principles that 
are  truly needed if we are to address the  struct ura l defects in our 
hea lth care system. These principles are: service benefits without 
cost sharing; universal ent itlem ent for covered population; compre­
hensive and continuous care; emphasis on delivery of care through 
groups of providers with capacity to directly or indirec tly—through
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referral—provide full range of services; strong incentives for 
capitat ion arrangem ents  with the  Government; strict public ac­
countability—fiscal and perform ance—through Government admin ­
istrat ion; funding for development of new resources, and redis tribu­
tion of existing resources should be determined in conjunction with 
State and local hea lth planning bodies.

In the months ahead our Committee on Hea lth will be developing 
a detailed  proposal for a maternal  and child hea lth program. We 
look forward to working with members of this subcommittee and 
staff.

Mr. Maguire. Than k you very much.
The bill to which you refer red is a bill which I co-sponsored. I 

very much endorse the  overall approach that  you have outlined  as 
an ideal way that  we ought to be proceeding. Unfo rtuna tely, we 
sometimes have to do something less than that in order  to  actual ly 
move a piece of legislation th at  involves obviously a need for 
support both at  the  executive offices and here  in the  Congress. 
Therefore, while I agree with many of the  points th at  you have 
made so forcefully in your statement, I t hin k we ough t to recognize 
that  we now have this proposal which I hope we can make a good 
proposal. We are not, unfor tunately,  likely to get that  objective of 
yours and mine met as quickly, so perhaps we can take  a step 
forward here. Nevertheless I apprec iate very much your comments.

Mrs. McMurray. On the community services side we certa inly 
recognize the  political realities. We thought the re should be a 
stateme nt before the Congress of our concern t her e is a need to  look 
toward this  as far as our children are  concerned.

Mr. Maguire. I agree with tha t. We a re very gratefu l to you for 
asserting  that  very worthy objective.

Dr. Miller, I was not here when you read your sta tem ent  but I 
have since read it and I want to compliment you on what I th ink  is 
a most humane and learned contr ibution to the discussion, part icu­
larly  th e comparative data  with respect to wha t has been and what  
has not been accomplished in other countries and wha t the part icu­
lar  need of our  own coun try ought to be. It  is a very helpful addition 
to the  record. We will rely on it very heavily. Your repu tatio n, of 
course, precedes you, so it was no surpr ise to members  of the 
subcommittee that  we had such testimony.

You indicated that  health departm ents  are one useful way to 
serve the  children we are tryin g to reach. There  are other people 
who have expressed the view th at  local hea lth departm ents  have 
not done such a terrif ic job by and large. I wonder if you could te ll 
us of any part icularly  successful programs that  you may know of 
that  have been implemented by local hea lth  d epartme nts and what 
would be the  basis for your hope that  the  general record might  be 
transfo rmed.

Dr. Miller. I thin k that  is a fair  question and fair  observation. 
Everybody knows dismally inadequate  local health departments. It 
may seem it requires an act of f aith  to program that  local health 
departments  can serve as the gua ran tor  of services on behalf of 
everyone. But I thin k the tru th  is there is pathe tical ly little 
information availab le about local health depar tments.

97-633 0  -  77 - 29
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I might point out, to my knowledge the governm ent does not even 
maintain a central depository of informat ion concerning local 
hea lth depar tments, has no registry of them, no knowledge of where 
they are. There was such a registry until  1971 when in an economy 
measu re in HEW the regist ry was discontinued.

I think there are some local health depar tments. Congressman 
Preyer  comes from a distr ict where there is one of the  best. It is an 
area  in which the local director of health asserted again st much 
opposition ther e were 18,000 children in that  community receiving 
no care  whatsoever, and a project  was started to provide care and it 
has been done superbly.

I thin k some studies are beginning to emerge from the State and 
Terr itorial Heal th Officers and from research  groups, including our 
own, tha t will soon publish information about  local health depart­
ments. I thin k there is much in those studies  that  can be found to 
be reassuring. Under congressional mand ate a group is at work now 
attempting to establish minimal performance s tand ards  for a ll local 
health depar tments, which I think is actually essentia l. Hopefully 
within a year  those can be made available or can be made 
operative.

I jus t r eite rate  that , as poor as they are in many areas,  I think in 
many others  they are excellent. They represen t the  only device I 
know by which it is possible for government to guarantee that  
certain services will be delivered. I thin k the re are  not the  regula­
tory models th at  ex ist that  you can redi stribute priva te and volun­
teer services in such a way to guarantee entitl ements.

Mr. Maguire. Than k you.
I notice our chairman is here.
Mr. Rogers. I agree this has been a very helpful panel to the 

committee.
Dr. Seligman, you suggested, I think, funding  go directly  to the 

department of health of the  State?
Dr. Seligman. Let me clarify tha t. Yes, th e State health depart­

ment should have administrative  author ity over these programs. 
Now, I also did make a point regarding hea lth depa rtme nts and I 
wan t to clarify it. In regard  to health departm ents  being service 
providers, I was saying public health departm ents  should not ex­
pand as primary providers of care. This is a touchy issue. In the  
children and youth projects one third of the  programs have been 
operated by medical schools, one-third by hospitals and one-third by 
hea lth  depar tments. There  has been extensive  dat a done on this  to 
see the performance standards among the  three groups. Although 
the re have been some different character istics  among the three , 
basically they have all been pretty equal in performance,  which 
does suggest if hea lth departments opera te programs that  have 
adequate funding they  can do as good a job as voluntary  hospitals 
and medical schools. I thin k sometimes all too often health depart­
ments  are not supported adequately with funds and they have to 
try  to operate  service programs with reduced funding, and I thin k 
th at  this ultimately  gets some health depa rtme nts a poor service 
reputation and also compromises the ir ability to enforce service 
standard s when they themselves are  func tioning at  reduced 
capacity.
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Mr. Maguire, [presiding]. Dr. Carter .
Dr. Carter. Thank you, Mr. Chairman.
I am part icula rly glad to see this  panel and Dr. Miller who took 

care of me in a debate in Miami sometime ago. I am very than kful  
to see him here.

I am sympathetic  to greater  funding of our Public H ealth Service. 
Actually, I believe that  th e major portion of this program should be 
carried out so far as the  screening is concerned, by the  different 
health depa rtments and the ir assis tants , nurse practi tioners, dental 
hygienists, and so on. It is so necessary  that  we find and tre at  the 
difficult incipient diseases that  many of our youngsters have. Of 
course, one of th e problem areas which we should focus on is dental  
caries. Menta l illness is another.  When we see it in youngsters it is 
usually  r ath er intra ctib le in many cases. I hope that  we do not find 
too much of that. It would be part icularly helpful to spot and tre at  
these problems early, especially for children who have dyslexia.

Do you agree, Dr. Miller?
Dr. Miller. Yes. I think the re is every reason to be optimistic 

that  early  care will be helpful.
Mr. Carter. Do you know what part of our prison population now 

is composed of dyslectics?
Dr. Miller. No, I do not know that.
Mr. Carter. No less than 10 percent. If we could find these 

youngsters who go to school and cannot read or learn and then  
become “turn ed of f’ and drop out and become criminals, perhaps 
we could help them. If we diagnose this condition in the early  stage, 
and then  could teach  these youngs ters slowly and patiently, we 
would not only produce bett er citizens but  also lessen the  popula­
tion within  our criminal institutions .

Do you agree that  the health departm ents  througho ut our coun­
try  should be the  core of this  program?

Dr. Miller. I am sympathetic to that  view. The expression I use, 
they need be the guarantor for the  program. I think it is approp ri­
ate that  all kinds of qualified and willing providers be utilized if 
they are available and if they are  willing, but if not, there is a 
subs tanti al core of children that  I think are  served in no other  way than health depar tments.

Mr. Carter. You do have an organization that  has been weak­
ened over the  years from lack of funds. I have seen the  number of 
health officers drop in my State from 120 to perhaps 20 or 30. We 
have nurse  practitioners  who ar e very helpful, but we do not have 
enough of them. Do you thin k you should do most of the screening? 
Perhaps it should sta rt with prenatal care. Head sta rt could also 
assist in screening any child, whe ther  he is poor or not, and in 
giving immunizations  as early  as possible.

Dr. Miller. Yes. I subscribe to your views in this  ma tter and, 
further,  would suggest that obligations continue during the  school 
years. I th ink  any child who experiences school problems, a failure, 
truancy, whatever they may be, deserves a very careful and thor­ough health evaluation.

Mr. Carter. When you evaluate them,  then  you might want to 
refer them to o ther hea lth professionals if you though t i t necessary; is that  correct?
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Dr. Miller. Yes, indeed.
Mr. Carter. As a health official, does your program have vene­

real disease clinics?
Dr. Miller. Indeed.
Mr. Carter. You do give trea tments in many cases for venereal 

diseases; is that correct?
Dr. Miller. Tha t is true.
Mr. Carter. It is extremely helpful that  you do that . You have 

this capability. In othe r areas they may not have the capacity, but 
at least you can detect the disease and refer the  pati ent to othe r 
people for trea tment.

Dr. Miller. Tha t is true.
Mr. Carter. If we depend only upon pract itioners throughou t our 

country—and of course I have been one of them—it would be very 
difficult to cover all of the youngsters in our country,  even those in 
the poverty group; is that  not true?

Dr. Miller. I think that  is true. I think it is going to take  many, 
many different systems of service to make sure  we reach all 
children.

Mr. Carter. Yes, sir. I feel that you are  the  “finders” and 
“preventers .” You should give the immunizations, and so on, and 
then  perhaps the system which has been mentioned by Mr. Maguire 
and also by the gentleman from California,  probably should be 
considered. Certainly as I see it, I believe that  our Public Health 
Service must  be rebuilt. We have let it go down too long over a  long 
period of time.

Thank you, Mr. Chairman.
Mr. Maguire. Thank you, Dr. Carter.
Ms. Andrade,  I wonder if you can explain a l ittle more for us how 

your outreach program actual ly operates and what percentage of 
children  you succeeded in reaching  in the area that  you addressed 
yoursel f to. Outreach again and again in this testimony comes up as 
the  absolutely necessary but illusive goal, and I wondered if you 
could elaborate on that  having worked effectively in your area in 
tha t.

Ms. Andrade. Yes. In our part icular program we have a 12- 
square-block targ et area on which we work, which covers about 
3,000 families. Through private foundation  monies we were able to 
hire  six part-time community people whom we call health block 
workers, who do door-to-door visitation, talk  with parents about 
whether or not the  children have immunizations, whether they 
have had an a nnu al checkup, if  the chldren  have any o ther  kinds of 
health problems.

We feel this door-to-door contact or person-tope rson contact  is 
very much needed because the majority  of preschool-age children in 
part icular are not enrolled in any  organized program. There  is head 
sta rt, there is child care, but in the city of Newark, for example, 
less than 10 percen t of the children unde r the  age of 6 are enrolled 
in any kind of organized program, so th at  most of th e preschool-age 
child ren—this is the age group when we talk  about prevention is 
most crucia l—are at home with the ir parents  or someone else. So 
you really need a system that will reach the  parent or care giver at 
home.
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Mr. Maguire. Were the  health community workers, persons who 
came themselves from the community?

Ms. Andrade. Yes, these  are persons who live in that  part icular 
neighborhood. In our proposal to the  Medicaid office we proposed 
that par ticu lar functions be reim bursed u nder  EPSDT, but  th at  was 
denied. We have been able to finance that  through a private 
foundation for 3 years.

Mr. Maguir e. Do you hav e any st at is tica l me asures  of 
effectiveness?

Ms. Andrade. We have  to measure effectiveness in severa l ways 
in ou treach because outreach is more tha n ju st contact. Outreach is 
also a determ ination as to whether that  person that  you talk ed to a t 
the door actually came to our clinic or some othe r clinic and 
actua lly got the  hea lth checkup including immunization done.

Also in child hea lth  to ge t a complete checkup for a child requires 
more tha n one visit to a hea lth  stat ion or to an office, so that  
outreach also has to be willing to do followup to make sure  that 
parents bring  the children back for two or three or five or six visits, 
especially if th e children are in the  process of being immunized, so 
that  we have found, for example, that  at the  present time our 
effectiveness in terms of the  numbers of people who are contacted, 
who make appointments and actua lly show up on th e first  v isit are 
about 70 percent.

We do not consider that to be effective. It is only 70 percen t 
effective. Tha t means 30 percent of the people in that  neighborhood 
have not shown, and that requires second visits, sometimes as many 
as four and five visits because we are talk ing about prevention 
primarily under EPSDT.

Mr. Maguire. It is only about five more times effective tha n the 
program nationally, so by some relat ive criter ion it ought  to be 
deemed effective.

Do you use the  health communi ty workers  also for the followup?
Ms. Andrade. Yes, they do followup. People who miss appoint­

ments  are revisited. We have an ideal situa tion because these  are  
people who live in the  neighborhood, so they even catch people on 
the  street or supermarket. It is very hard to escape them.

Mr. Maguire. Do they feel the ir civil r ights are being violated as 
a resu lt of this  close observation?

Ms. Andrade. No. I thin k because we are not a welfare case­
worker or someone tied to the ir chance of gett ing a check. We find 
that  the response is getting bett er, that  this year  we had more 
pare nts come in  for the  annual checkup on the ir own than we did 
last year. We have not been able yet to really  collate the exact 
statis tics on it.

The other indices we use are whe ther  or not people will respond 
to the reminder  postcard that we send that  it  is t ime for th e ann ual  
checkup and whe ther  they come in on th eir  own in response to t ha t 
card or whe ther  it does require a personal  contact, a phone call or 
visit.

We think outreach is also public education, that because we are  
talk ing about  children who are  probably well and most of us are 
crisis oriented, we do not see a doctor unt il there is an ache or pain, 
that  it is very  difficult to convince people i t is important to get an
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annual checkup. Unfor tunately, most parents wait unt il it is time 
for children to go to public school and immunizations are required 
before they will actua lly bring the child to a physician or a clinic 
for any kind of checkup.

Mr. Maguire. I have a number of questions I want to try  to deal 
with very quickly since we have other  panels waiting.

Do you use pediatric nurse  practi tioners in your clinic?
Ms. Andrade. Yes.
Mr. Maguire. Will you tell us quickly how that  works.
Ms. Andrade. Yes. Unfor tunate ly, New Jesey does not reimburse 

them. We also have a consulting  physician, M.D. The pediatric 
nurse  practitioner does the complete physical checkup, is certified 
to do immunizations, also does the  counseling of parents on any 
par ticu lar mat ters  tha t come up, they are bilingual,  they  explain to 
parents what kinds of te sts and examinations  they are giving the 
children.

If th e problem is detected in any of the examinations we do, th at 
child is referred to a physician for diagnosis and trea tme nt. The 
prac titioner is a person that  we feel is a legitim ate par t of the 
preventive health care system because they are  RN’s, in our case, 
who receive specialized tra ining in pediatric hea lth care. Their 
whole orientation is towards counseling and compliance on the par t 
of paren ts, so that  we thin k under  CHAP and EPSDT pediatric 
nurse  pract itione rs are key persons on the  health care team.

I might  also add that  we feel a nutr itionist  is a very key person 
on a hea lth care team, especially in our community in Newark, 
where iron deficiency is very high, high blood p ressure is very high, 
and other nutri tion- related problems are very high in an urban  
community. We thin k ext ra counseling and assistance is needed for 
families in terms  of the ir par ticu lar hea lth problems.

Mr. Maguire. Thank you.
Mrs. Foltz, what will happen to medically needy individuals 

unde r the  proposed legislation? Do you read the  legislation as 
including them or not?

Mrs. Foltz. The legislation proposed both the  administ ration bill 
and your bill, does not make any mention  of medically needy. 
Therefore, it would be the  same as in the  present medication 
legislation, that  is it is optional with the States as to whether 
medically needy persons are included. At present medically needy 
are included in the State plans in 32 jurisdict ions and they would 
continue to be covered. In the  other 18, medically needy children 
would not be covered.

Mr. Maguire. You mean we should cover them?
Mrs. Foltz. Yes. The implication is that  families with a sudden 

high medical expense or continuing high medical expenses, but  are 
not eligible for Medicaid even though they may spend down to the 
level of eligibility. Therefore, children in those families would not 
be eligible for preventive care or trea tment.

Mr. Maguire. Dr. Seligman, I am wondering how you thin k the 
provisions will respond to a standard-setting  exercise by the Gov­
ernment which you indicated was extremely important.  How are we 
going to get enthusiastic cooperation from professionals?

Dr. Seligman. I think okay. I referred  to the  standards of the 
American Academy of Pediatrics, and cetainly in the  professional
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fields for children this is very widely accepted as an acceptable 
standard  not only among pedia tricians but nurses and all other 
people who serve children.

Mr. Maguire. Mrs. Foltz, how would yo suggest providers insure 
follow-up care when they themselves canno t do it or cannot assure  
the followup?

Mrs. F oltz. If the providers cannot assure followup care, then it 
will have to be unde rtaken by ano ther organization; for example, 
the State  would have to be responsible for providing the  followup 
care. Providers would refer, but if providers cannot assure the 
followup has taken place, th en ano ther administrative  o rganizat ion 
should assure the re has been followup.

Mr. Maguire. Thank you all very much for very helpful 
testimony.

The next panel is composed of Dr. Morris Dixon and Ms. Donna 
Nativio and L. Jerom e Ashford.

Let me again remind  the p anelists we have a tim e problem and to 
the  ex tent  you can summarize your te stimony it will be he lpful. We 
will include, of course, the ent ire wri tten  text  in the record, but  we 
will try  to limit  everybody to 5 minutes .

STATEMENTS OF MORRIS S. DIXO N, JR., M.D., ON BEH ALF  OF THE
AMERICAN ACADEMY OF PEDIA TRICS; DONNA NATIVIO, R.N.,
MEMBER OF EX ECUTIVE  COMM ITTEE,  MATER NAL CHILD
HEALTH DIVISION OF PRACTICE, AMERICAN NURSE S’ ASSO CI­
ATION; AND L. JEROME ASHFORD, EXECUTIVE DIRECTOR, NA­
TIONAL ASSOCIATION OF COMMUNITY HEALTH CENTERS

Dr. Dixon. Mr. Chairman, I am Morris Dixon, Jr. , Assis tant 
Professor of Pediatric s at Case Western Reserve University  School 
of Medicine in Cleveland, Ohio, today I am represen ting the Ameri­
can Academy of Pediatrics.

The Academy has long recognized the  importance of EPSDT as 
the  la rgest program for preventive child care in the country , and in 
fact formed a committee in 1972 addressed specifically to the 
EPSDT program. I was chairman of th at  committee for 3 years. The 
Academy’s State chapters have also had EPSDT committees which 
have met with a mixtu re of success and failure in working with the 
EPSDT programs.

Through that  mechanism I have also been a consulta nt to the 
Ohio EPSDT program since 1972.

Congress should be commended for its farsightedness in passing 
the legislation making  EPSDT possible. Tha t was EPSDT’s finest 
hour. The implem entation of EPSDT at  the  Federa l level and in 
most States, however, has been a disaste r. The Secretary  this 
morning  reaffirmed this judgment.

One of the chief  reasons  for its downfall is t ha t a clear  direction 
was not given that  the purpose of EPSDT should be to develop a 
source of comprehensive and continuing preventive and primary 
health care for all eligible children.

The absence of a clear purpose has led to much confusion and has 
led commonly to an overwhelming am ount  of at tention  to screening 
and increased fragmentat ion of care. This mistake must  not be



448
repeated if CHAP is enacted. The purpose must  be clearly spelled 
out by Congress so that  Federal and State  administ rators unde r­
stand  the intent  of the  law.

The proposed CHAP program is a heal th care program for chil­
dren and requires medical leadership. Again we need to learn  from 
the experience of EPSDT and make sure that  ther e is health 
direction in its administration.

We recommend that  a medical di rector be appointed who under­
stands the de livery of health  care and who can o rchestrate outreach 
health care and outcome measures to make CHAP a successful 
program for the  health care of eligible children. In the enti re 
Medicaid program, not j ust  EPSDT a t the  Federa l level, the re has 
been only one physician, and that physician has been on loan as a 
consultant. Consequently MSA has been unable to give technical 
assistance to the  States, and its major effort in recen t years  has 
been to write penal ty regulations and check for fraud.

CHAP is a huge health care program and requires the  combined 
efforts of all  possible providers, both public and private. The CHAP 
proposal addresses this  by stating that  the  State will encourage 
partic ipation by physicians and health care providers.

The Academy urges Congress to give stron ger direction to the 
Secretary of HEW, and through him to the  Sta tes, to make sure th is 
is required  in each State plan. The adm inis trato rs of CHAP must 
not only encourage the  participation  of private physicians, but 
investigate why they may not be part icipating, if that  is the case.

The Academy conducted a survey for MSA in 1976 which demon­
stra ted that private pediatricians  did not part icipate in EPSDT 
screening in many States because of the degree and quali ty of 
communication between them and the  responsible administration  
as well as problems with forms and fees. It  is disappointing to note 
that there has not been one move of corrective action by the 
Department as a resu lt of this report.

In this report , the Academy identified 22 States which do not 
provide for the  utiliza tion of private providers for screening exams. 
In o rder that eligible children  under  this program receive appropr i­
ate care, the  Academy recommends that  the  Secretary of HEW 
establish a broad-based national child hea lth  advisory board, with 
representat ives of major health provider groups as well as govern­
ment bodies to oversee and insure  a coordinated approach to CHAP.

We fur the r recommend tha t each State be required to have a 
child h ealth board to advise them on the administration  and imple­
menta tion of this program. Such a board could address the more 
controvers ial issues which are best handled at the local level. Such 
issues might include alternat ive care planning  for children with 
menta l illness or developmental disabilit ies not covered unde r a 
CHAP program, assurances that children are  not intentionally 
receiving f ragmented care, and maximizing the  use of existing local 
heal th care resources.

There is an absolutely indefensible si tuation at present. Programs 
having existed at this level of expenditure throu ghou t the Nation 
are literally  devoid of data  with which to prepare plans for this  new 
legislation, or to engage in an appropria te discussion with facts. 
Thus more delibe rate attention must  be given to data  collection, 
and an inform atin system on an ongoing basis.
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Funds should be ea rmarked  in this  program for a formal evalua­
tion of th e program, and less atte ntio n, less emphasis being given to 
fraud control as the only ap parent  or ienta tion tha t is now receiving 
preeminence.

Congress may wish to formulate or d irect the Secre tary to formu­
late desired outcome measures for CHAP, both quantitative and 
qualita tive, upon which the  Secretary  should respond annually. 
Such measures should include the  number of children actively 
enrolled in CHAP-sponsored primary care, the hea lth  outcome as a  
resu lt of t ha t care, and the number of children unserved and the 
reasons why they are  unserved, as all such measures are  essential 
to its evalua tion and cost effectiveness.

In conclusion, the American Academy of Pediat rics, in purs uit of 
its objective tha t all children receive comprehensive hea lth  care of 
high quality , recommends that  a ny revision of the  EPSDT program 
receive careful scrutiny by this  committee and the  Congress. The 
issues I have raised  today a re essential ingred ients of a hea lth  care 
program for children.

If it is in fact the  inten tion of the Congress to provide for such a 
program, the  Academy pledges its continued cooperation in its 
efforts to improve the quality  of programs for children.

Mr. Chairman, I have deliberate ly made this  testimony brief. 
Many important issues of outreach  eligibility  and program content 
are  in my writ ten report, and I shall  be glad to discuss them with 
you.

[Testimony resumes on p. 460.]
[Dr. Dixon’s prepared sta tem ent  follows:]
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Presented by Morris S. Dixon, Jr., M.D.

Mr. Chairman, I am Dr. Morris S. Dixon, Jr. here today representing the 
American Academy of Pediatrics, in response to H.R. 6706, the "Child Health Assessment Act." You and members of your Committee are to be 
commended for your efforts toward revising EPSDT from its current emphasis 
on screening to a more extensive comprehensive health care program for children and the Academy is pleased to have this opportunity to offer 
comments and suggestions on the various aspects of this bill.

Historical Backdrop to the EPSDT Program

EPSDT had its origin in the 1967 Amendment to Title XIX of the Social 
Security Act, and required that each state ensure minimum, basic health care to all children eligible to receive assistance under the federal 
Medicaid program. Its intent was to stress the importance of preventive health services, along with early detection and treatment of disease in 
Medicaid-eligible children from birth to age twenty-one. The program's services were mandated to consist of "no less than early and periodic screening" for potential and existent health problems, appropriate 
diagnostic and follow-up treatment services for all eligible children on 
a voluntary basis.

At the time the EPSDT legislation was passed, the following observations characterized the relationship between the health status of poor children and the existing nature of the Medicaid program:

• The Medicaid program was largely reaching only those who were 
already ill. With the exception of children covered under Medicaid 
by virtue of recieving Aid to Families with Dependent Children or 
as members of families covered under other categorical assistance 
programs, the eligibility guidelines for Medicaid required that one prove "medical neediness" in order to be eligible for the program. 
Thus, non-categorical eligibility rested upon both financial and 
medical need.

• Medicaid, as a health care financing program based on the presumption 
of illness, did little to encourage the seeking of preventive 
health care for children.

• There existed unevenness in both the quantity and quality of health 
care received by children In low-income families throughout the 
country.
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• I t  co u ld  be  as su m ed , ba se d on th e s e  f a c to r s ,  th a t  p o te n t i a l l y
h and ic app in g  c o n d it io n s  among low Inco me c h i ld re n  wer e undoubte dly  
goin g u n n o ti ced  and  u n tre a te d .

As a re sp o n se  to  su ch  w ea kn es se s in  th e  M ed icaid p ro g ra m 's  re sp o n se  to  
th e  h e a l th  nee ds o f  c h i ld r e n , EPSDT co uld  be  vi ew ed  as a f i r s t  m aj or  
co m pr eh en sive  f e d e ra l  h e a lt h  p o li c y  fo r  c h il d re n  in  nee d. By d e s ig n , 
i t s  in te n t  has bee n bo th  f i s c a l  co ver ag e and  th e  p ro v is io n  o f min im al  
s ta n d a rd s  o f p re v e n ti v e  h e a l th  c a fe  fo r  c h i ld r e n .

C urr en t A ss es sm en t o f EPSDT

To d a te , th e  EPSDT prog ram ha s n o t ad e q u a te ly  f u l f i l l e d  i t s  o b je c t iv e  of  
in tr o d u c in g  c h i ld r e n  in to  th e  m ed ic a l c a re  sy st em  e x is t in g  in  t h e i r  
co m m un it ie s to  p ro v id e  fo r  t h e i r  Im med ia te  and  fu tu re  h e a l th  n eed s . I t  
i s  d i f f i c u l t  to  de te rm in e  th e  ad eq ua cy  of h e a l th  c a re  p ro v is io n  to  
e l i g i b l e  c h i ld r e n  w it h in  th e  s t a t e s ,  a s  th e  d a ta  d e ri v e d  fro m EPSDT 
f re q u e n tl y  p ro v id e s  coun ts  by  nu mb ers  o f sc re e n in g s  pe rf or m ed  and  c o n d it io n s  
r e f e r r e d  o r  re a c h in g  tr e a tm e n t,  r a th e r  th an  nu mbers o f c h i ld re n  sc re ened  
and  re c e iv in g  tr e a tm e n t fo r  r e fe r r e d  pr oble m s;  th e  two ty p es o f d a ta  do 
no t t e l l  u s  th e  same th in g . E st im ate s su g g e st th a t  th e  numbers o f c h il d re n  
sc re ened  under  th e  e x is t in g  prog ram v a r ie s  en or m ou sly by  s t a t e ,  he nc e 
p o in ti n g  to  th e  in e q u i t i e s  be tw ee n s t a t e s  in  o u tr e a c h  and fo ll ow -u p  
e f f o r t s  an d p ro v is io n  o f s e rv ic e s . N a ti o n a l e s t im a te s , ta k in g  in to  
c o n s id e ra ti o n  th e  p e r io d ic i ty  sc hedu le  fo r  sc re e n in g  c h il d re n  acco rd in g  
to  ag e , su g g e st th a t  30Z o f e l i g i b l e  c h i ld r e n  ha ve  be en  sc re ened  a t  one  
tim e o r a n o th e r . The pr og ram , ho w ev er , has  f a i l e d  to  e s ta b l i s h  g o a ls  to  
in c re a s e  i t s  e f fe c t iv e n e s s  ea ch  y e a r , e i t h e r  in  reg a rd  to  in c re a s in g  
p r a c t i t io n e r  p a r t i c ip a t i o n  o r In c re a s in g  th e  p ro p o rti o n  o f e l i g i b l e  
c h i ld re n  a c tu a l ly  r e c e iv in g  s e rv ic e s .

The Academy h as en dea vo re d fo r  many y e a rs  to  c o o p e ra te  w it h  and  a s s i s t  
th o se  re s p o n s ib le  fo r  th e  EPSDT Prog ram and  th e  h i s to r y  o f ou r e f f o r t s  
w i l l  do cumen t ou r good f a i t h .  However , a t  t h i s  p o in t in  tim e we on ly  
su m ar iz e th e  pr og ram  su c cesses  a s  be in g  p h il o so p h ic  ac h ie vem en ts : th e  
b a s ic  r e c o g n i t io n  o f  th e  v a lu e  o f p re v e n ti v e  h e a l th  c a re  fo r  th e  fu tu re  
o f c h i ld r e n ;  v e rb a l  homage to  th e  n o ti o n  o f c o n t in u i ty  o f  c a re  w hi ch , i f  
p r a c t ic e d , wo uld im m ea su ra bly im prov e th e  h e a l th  s t a tu s  o f c h i ld r e n ;  
re c o g n it io n  o f  th e  n e c e s s i ty  o f o u tr e a c h  a c t i v i t i e s  to  in fo rm  and  a s su re  
a cce ss  to  c a re  to  a p o p u la ti o n  un ac cu stom ed  to  mak ing us e o f p re v e n ti v e  
h e a l th  r e s o u rc e s .

From th e  M ed ic ai d pr og ram  wh ich d id  n o t ad d re ss  c h i l d r e n 's  n eed s , to  th e  
EPSDT Pr og ram whi ch  has no t f u l f i l l e d  i t s  o b je c t iv e , we now tu rn  to  
CHAP, a pr og ra m  desi g n ed  to  mod ify  and im prov e th e  EPSDT Pr og ra m . I f  
CHAP i s  to  make a s i g n i f i c a n t  im prov em en t in  EPSDT, th en  th e  go a l and 
pur pose  o f CHAP mus t mo re c le a r ly  s t a t e  th e  p ro g ra m 's  i n te n t  to  in tr o d u c e  
t h i s  n a t i o n 's  poo r c h il d re n  in to  a h e a l th  ca re  sy st em  w it h in  t h e i r  
co m m un it ie s th a t  w i l l  p ro v id e  th a t  ea ch  c h il d  w it h  co m pre hen si ve,  co n ti n u in g  
p re v e n ti v e  an d p ri m ary  h e a l th  c a re .

In  a d d i t io n , th e  fo ll o w in g  conce rn s and  re co m ne nda tion s r e f l e c t  Is s u e s  
p e rc e iv ed  by  th e  Amer ican  Academy of P e d ia t r ic s  a s r e q u ir in g  f u r th e r  
i n t e r p r e t a t i o n ,  c l a r i f i c a t i o n  o r r e v is io n  in  th e  l e g i s l a t i o n .
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I .  I s s u e s  o f E l i g i b i l i t y

I t  i s  recommended  th a t  th e  fo ll o w in g  gr ou ps  re c e iv e  p u rp o se fu l 
a t t e n t io n  in  th e  CHAP pr og ram:

A. A tt e n ti o n  sh ou ld  be  fo cu se d on p re gnan t te e n a g e rs  who becom e 
e l i g ib l e  fo r  M ed icaid and  th e  CHAP Prog ram on ly  a t  th e  b i r t h  
of t h e i r  c h i ld r e n . E xcl usi on  o f th e  " p r e - e l ig ib le "  p re gnan t 
te en ag e r may be  a co s t- co n ta in m en t m ea su re , b u t i s  in te n a b le  
in  l i g h t  o f th e  in c re a se d  r i s k s  to  th e  you ng m ot he r and th e  
fe tu s- n ew b o rn . The I n f a n t 's  ne ed  fo r  h e a l th  c a re  beg in s 
b e fo re  b i r t h ;  p re v e n ti v e  ca re  ca nn ot  b eg in  w it h  e x t r a -u te r in e  
l i f e .

Young te e n a g e rs  ex p eri en ce  h ig h er r a te s  o f o b s t e t r i c  co m p li ca ti o n s 
d u ri ng  pre gna nc y and  d e l iv e ry , h ig h e r r a t e s  o f pr em at ure  
d e li v e ry  and a re  a t  g r e a te r  r i s k  o f g iv in g  b i r t h  to  low b i r t h -  
w ei ght in f a n ts  th an  a re  women in  any o th e r  ag e g ro up . They  
r e q u ir e  c lo s e r  m ed ic al  a t t e n t io n , y e t 70Z o f g i r l s  un de r 15 
g e t no p r e n a ta l  ca re  a t  a l l  o r d e la y  c a re  u n t i l  th e  end  of  
pre gn an cy . Low b ir th -w e ig h t I n fa n ts  a r e  a t  h ig h  r i s k  of  
se n so ry , n e u ro lo g ic a l , de ve lo pm en ta l and p h y s ic a l d is o rd e r s  
and  th e  a s s o c ia t io n  be tw ee n r e c e ip t  of  p r e n a ta l  ca re  and  
p o s i t iv e  h e a l th  ou tco mes fo r  bo th  m ot he r and  In fa n t ha ve  be en  
w e ll  do cu m en ted.

C u rre n tl y , tw en ty -t w o s t a te s  do n o t c o n s id e r  low income women 
e l i g i b l e  fo r  p u b li c  a s s is ta n c e  u n t i l  a f t e r  th e  b i r th  o f th e  
c h i ld .  T h is  has  a c te d  a s  a d e te r re n t  to  th e  r e c e ip t  o f ad eq uat e 
p r e n a ta l  c a re  and  ca sh  b e n e f i t s  n e c e ssa ry  to  o b ta in  n u t r i t i o n a l  
su pp le m en ta ti o n  fo r  many po or  a d o le s c e n ts  n o t l iv in g  in  AFDC 
house h o ld s.  A pp ro xi m at el y 25 0,00 0 g i r l s  se ven te en  and under , 
13 ,0 00  of whom a re  l e s s  th an  f i f t e e n ,  g iv e  b i r t h  ea ch  y e a r . 
Pr es um ab ly  a sm a ll , bu t unknown, p ro p o rt io n  of  th e se  a re  no t 
a lr e a d y  e l i g i b l e  fo r  c a re  un de r M ed ic ai d.

I f  th e  f a c t  o f pr eg na nc y wou ld e n t i t l e  a po or  a d o le sc e n t to  
ca re  unde r th e  CHAP pr og ram , sh e would  be  more l i k e ly  to  come 
in to  e a r ly  c o n ta c t w it h  th e  h e a lt h  c a re  sy st em  capab le  of  
p ro v id in g h e r  and h er in f a n t  th e  ne ed ed  c a re  fro m e a r ly  s ta g e s  
o f p re gnan cy ; t h i s  in c lu s io n  would  ap p ly  th e  re so u rc e s  o f th e  
CHAP pr og ram  in  a t r u ly  p re v en ti v e  fa s h io n .

B. As pro pose d c h il d re n  ag es  7 to  21 y e a rs  who a re  l iv in g  in  
f a m ili e s  f i n a n c ia l ly  e l i g i b l e  bu t ex cl uded  fro m M ed icaid by  
re aso n  o f n o t m ee ting  o th e r  w e lf a re  prog ram c r i t e r i a  a re  to  be 
in c lu d ed  in  CHAP a t  th e  o p ti o n  o f in d iv id u a l  s t a t e s .  T hei r 
e x c lu s io n  fro m man da ted s e rv ic e s  ap p ears  to  be ba se d on eco nomic 
re a so n s , and ca nnot be  de fe nd ed  on e i t h e r  a b io lo g ic a l  o r 
s o c ia l  b a s i s .  The f a c t  th a t  th e  recommende d p e r io d ic i ty  of  
exam in ati ons may be  l e s s  fr eq u e n t fo r  c h il d re n  ag es  7 to  21
by no me ans  le s s e n s  th e  li k e li h o o d  of t h e i r  ne ed  fo r  h e a lt h  
c a re  o r t h e i r  e s s e n t i a l  ne ed  fo r  c o n t in u i ty  o f c a re .

The p ro g ra m 's  pr op os ed  ex c lu s iv e  fo cus on c h il d re n  s ix  y ea rs  
and  yo un ge r may in  f a c t  se rv e  to  fr ag m en t th e  p ro v is io n  of
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health care to young families. Inclusion of 7 to 21 year olds 
would increase the ease of program implementation, as record­
keeping and tracking are frequently done on a family basis, 
including all children in a family, rather than"attempting to 
reach individual children, and impose upon families the difficult 
task of maneuvering multiple separate health systems for their 
children, dependent upon age, other health services for which 
this age group may be eligible, such as school health services, 
are not intended to be health care programs, and thus will not 
provide care for children when ill.

C. Children with a diagnosis of mental illness, mental retardation 
or developmental disabilities which are frequently poorly 
defined, appear to be excluded from services beyond the initial 
assessment. The apparent concern has been that CHAP not become 
responsible for the expensive and often life-long financing of 
the total care for such children. States must be obligated, 
nontheless, to assure that arrangements for all care these 
children need following assessment be met, rather than simply 
doing nothing, as the current language seems to allow. By 
labeling children with such ill-defined diagnoses, states may 
conceivably exclude them from the care program. The states 
must be required to refer these children to the appropriate 
programs designed to meet their particular needs. Medical 
advisory bodies should oversee the coordination of all available 
health resources to assure comprehensive care for these diagnosed 
children. As writen, H.R. 6706 fails to address alternative 
care planning or the assurance of adequate program funding to 
guarantee care. It must be clarified whether Medicaid is to 
be the first dollar spent to provide care to these children.

II. Issues of Program Content and Coverage

There is a need to spell out in the program's regulations the 
minimum range of diagnostic and treatment services that will be 
required to be available in all states.

A. Periodicity and Content of Examinations

Each child eligible for the CAHP program must receive an
initial comprehensive examination as spelled out in the 1972
guidelines. One of the major commendations of the Academy is
that the initial assessment be conducted at the time of the
newborn examination for children entering the program from
birth. The periodicity schedule and procedures for continued
preventive health care are stated to meet the Academy's "Recommendations
for Preventive Health Care of Children and Youth." This
represents the best opinions and information available in this
country at this time as to minimal care needs. The ages
suggested for visits are based on characteristics that make
health care at these specific times more important. It should
be emphasized that this minimal scheduling and content of care
guldllne may require that services needed by a given child be
given with greater frequency or Intesity, as determined by
his/her health care provider's assessment of the child's
individual needs.
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B. D en ta l Ca re

The re qu ir em en t th a t  c h il d re n  be sc re ened  fo r  d e n ta l c a re  I s  
In a p p ro p r ia te , as th e  ne ed  fo r  d e n ta l c a re  among th e  CHAP- 
e l i g l b l e  p o p u la ti o n  ca n be a n t ic ip a te d  to  be  p r a c t i c a l l y  
u n iv e r s a l . The r e a l i t y  I s  th a t c h i ld re n  In  th e  ag e grou p bei ng  
se rv ed  accru e  d e n ta l ne ed s th a t  r e q u ir e  a t t e n t i o n  in  th e  
In te ri m  be tw ee n ass essm en ts , wh ich  may be  sp ac ed  a s f a r  a p a r t 
a s ev ery  th re e  y e a rs . Rou tine  d e n ta l c a re  sh ould  be  view ed  as  
p a r t  o f any co m pr eh en sive  h e a lt h  pa ck ag e fo r  c h il d re n .

C. D ura ti o n  o f E l i g i b i l i t y  fo r  Care

I t  I s  recommended th a t  th e  p ro v is io n  in  th e  l e g i s l a t i o n  to  
p ro v id e  a s ix  month  p eri od  In  wh ich  a s se sse d  c h il d re n  who 
become f in a n c ia l ly  I n e l ig ib le  fo r  CHAP co n ti n u e  to  re c e iv e  
ne ed ed  s e rv ic e s  be ex te nd ed  to  one y e a r . I t  i s  f u r th e r  recommended 
th a t  th e  s t a t e  p la n  re q u ir e  an  a d m in is t r a t iv e  ar ra ng em en t 
be tw ee n T i t l e  XIX and  T i t l e  V ag en c ie s to  a s su re  th e  co n ti nuan ce  
o f c a re  fo r  c h il d re n  d e lc a re d  f in a n c ia l ly  I n e l i g ib l e  fo r  CHAP.
I t  i s  n e c e ssa ry  th a t  a fe d e ra l r e p o r t in g  mech anism  be  c re a te d  
to  d e l in e a te  th ose  c h il d re n  go ing o f f  CHAP and  docum ent  p la n s  
fo r  t h e i r  on go ing c a re .

I I I .  P ro v id e r I ss u e s

T his  prog ram i s  to o  la rg e  to  ove rl oo k an y so u rc e  o f h e a l th  c a re , 
e i t h e r  p u b li c  o r  p r iv a te . A tt a in in g  th e  pro gr am ’s g o a ls  n e c e s s i ta te s  
th e  mo re a c t iv e  p a r t i c ip a t io n  o f a l l  h e a l th  r e s o u rc e s , bo th  a t  th e 
le v e l  o f a d m in is tr a ti v e  Invo lvem en t and in  th e  p ro v is io n  of  h e a l th  
c a re  a t  th e  com munity  l e v e l .  Th ere a re  some 20 ,0 00  p e d ia t r ic ia n s  
c a r in g  fo r  c h il d re n  in  t h i s  coun tr y ; and  th e y , al ong  w it h  g en e ra l 
p r a c t i t io n e r s  and  fa m ily  p r a c t ic e  p h y s ic ia n s  who c a re  fo r  c h il d re n , 
mu st be  vi ew ed  a s  p o te n t ia l  p a r tn e rs  in  th e  a c t iv e  p ro c e sse s  of  
p ro v id in g  th e  c a re  ma nd ate d by th e prog ram and  in  p la n n in g , a d m in is te r in g  
and  e v a lu a ti n g  th e  p ro gra m 's  e f f o r t s .

B. P ro v id e r P a r t ic ip a t io n

I t  i s  f e l t  th a t  th e  r e l a t i v e ly  po or  p a r t i c ip a t i o n  by p r iv a te  
p r a c t i t io n e r s  in  th e  c u r re n t EPSDT Prog ram sh ould  pr ov ok e mu st 
s tr o n g e r  la ngu ag e and  in c e n ti v e s  th an  a re  foun d in  th e  c u r re n t 
b i l l .  The re  a re  c u r re n tl y  22 s t a te s  in  which  p r iv a te  p r a c t i t io n e r s  
do  n o t p la y  a ro le  in  th e  sc re e n in g  a s p e c t o f EPSDT. In  
f a c t ,  s t a t e s  a re  c o n s c ie n ti o u s ly  ex c lu d in g  p r a c t i t io n e r s  in  
p r iv a te  p r a c t ic e  fro m p a r t ic ip a t in g  in  th e  sc re e n in g  of  c h il d re n . 
S ta te s  sh ou ld  be re q u ir e d  to  show ca use  fo r  n o t ha vi ng  p r iv a te  
p ro v id e r  p a r t i c ip a t i o n .  The ab se nce  o f one p ro v id e r  s e c to r  
ru n s th e  gra ve r i s k  o f la b e li n g  t h i s  h e a l th  c a re  sy stem  as  one  
fo r  poo r c h i ld r e n , th u s p e rp e tu a ti n g  a s e p e r a t l s t  sy st em .

The l e s s  th a n  ad eq uat e a tt em pt to  in c lu d e  th e  p r iv a te  p ro v id e rs  
ap p ears  to  be  r a t io n a l iz e d  on th e  b a s is  o f a p e rc e iv ed  need  to  
dev el op a d d i t io n a l  p ro v id e r s e t t in g s  a c ro ss  th e  co u n tr y .
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States are developing comprehensive clinic arrangements, often 
without regard to whether their need is addressed to populations 
where providers do not exist or may exist but have failed to 
participate in the program. Nothing in the bill appears to 
address the reasons that private providers do not currently 
participate in the program. The bill's lack of attention to 
these issues leaves us concerned that the program has an 
inplicit purpose of institutionalizing publicly sponsored and 
operated clinics for poor children. The Academy is most 
Interested in seeing that private providers participate in 
CHAP.

A nationwide survey of pediatricians by the Academy has revealed 
that major deterrents to effective provider participation in the 
current EPSDT program are the degree and quality of communication 
between private physician providers and the responsible state 
agencies, and the issues surrounding forms and fees. With 
regard to communication, all provider input to the program should 
be viewed as essential and originating with the planning of policy, 
procedures and development of regulations, with continuing 
involvement imperative if Increased provider participation and 
expansion of provider resources to the program are desired.

At present, forms vary in content and complexity from state to 
state. This lack of equivalence between states with regard to 
records and paperwork Impedes continuity of care. Attention must 
be directed to the development of guidelines for medical records 
and reimbursement-reporting forms. The Academy is on record 
with the Department regarding our availability to assist in the 
development of forms and record guidelines.

B. Provider Agreements with States

All providers, whether individuals or Institutions, will be 
required to enter into agreements with the state agency responsible 
for the program's administration. The content of these anticipated 
agreements must be elaborated upon. The agreement obligates providers 
to responsibilities for patient advocacy, outreach, follow-up, 
as well as for direct care services. All of these are to be 
regarded as elements of quality health care and are vigorously 
endorsed by the Academy, but details of how resources will be 
made available to finance and support of such services are not 
addressed in the bill. To date the Administration has been 
unable to identify the nature and content of these agreements.
Such requirements appear, again, to foster institutionalized 
arrangements for the provision of health care to poor children 
and may mediate against participation of all care providers.
We must reiterate our concern that lack of private provider 
participation promotes the development of government run clinics 
as the sole mechanism to provide health care to the poor, and 
runs counter to the concept of a pluralistic system of health 
care involving multiplicity of provider resources and freedom 
of choice for the consumer as to his/her provider of care. The 
reality is that all providers are necessary to accomplish the 
task. We can assure the Subcommittee that there is no resistance 
on the part of the majority of members of the Academy to participate



with the government in the care of children through programs which 
focus on the health of children, adopt administratively sound 
procedures, and provide for reasonable and timely reimbursement 
for services.

C. Reporting Uncovered Services

It is recommended that Congress receive from the Secretary of 
DHEW an annual report of care and services needed by children 
under CHAP which are not covered financially under the program; 
e.g., prosthetic devices for amputees, medications. This is 
necessary information which would be essential in subsequently 
amending CHAP.

VI. Issues of Outreach, Tracking and Supporting Services

The lack of outreach services or the existence of ineffective means 
of outreach has been one of the greatest downfalls of the EPSDT 
program. Under the present proposal, the state is permitted but 
not sufficiently obligated to develop adequate services to complement 
those likely to be found at present in the private provider sector. 
There is clearly a need to define and develop an intensive system of 
outreach and tracking support services. Simple written notification 
as to the availability of services has repeatedly proven to be an 
Ineffective means of reaching a population; outreach requires manpower. 
Tracking requires an organized data system. Aggressive outreach and 
support services are viewed as antithetical to welfare programs and 
without the mandatory inclusion and financial support for such services 
there is no basis for expecting their achievement. The anticipated 
increase in matching funds should, in part, be directed toward adequate 
outreach and follow-up staffing to assure comprehensive follow-up.

V. Issues of Administrative Organization of CHAP

The proposed CHAP program is a Federal-State shared funding approach 
to health care of children with the Federal share being reasonably 
open-ended to accommodate the percentage of contribution of the 
various states. A single state agency is proposed to administer 
the program, but Interagency agreements encourage that state health 
agencies administer the definitive services.

The Academy is concerned that CHAP, as a health care program, has not 
been assigned to the Health Administration portion of DHEW or under 
the Assistant Secretary for Health. Several arguments have been 
offered as rationale for not assigning CHAP to a Health Administration: 
There is a difference in funding arrangements between this health 
program and existing programs found within the PHS, which use a more 
traditional categorical approach to eligibility; secondly, the role 
of the Health Administration is perceived as being restricted to 
resource development, innovation in health delivery methods, standards 
development and research in health care.

The Academy is persuaded, however, that CHAP should be administered by 
a health-oriented agency for the following reasons:



a. It remains a health care program regardless of its method of 
funding.

b. A primary orientation in financing or welfare orientation does 
not reflect adequate familiarity with health care providers and 
accessibility to their services.

c. Cost containment methods run the risk of permitting health care 
practices under the present agency to be compromised; e.g., 
discontinuity of eligibility, elimination of critical components 
of health cares, such as prescription medications and prosthetic 
devices or physical therapy.

d. There appears to be preoccupation under the present agency 
with fraud and penalty arrangements, and lack of attention to 
efforts to evaluate the value of the program.

e. The record of poor participation by the private provider sector 
promotes the development of a series of government-run state 
and local clinics. This, in turn, risks the possibility that 
poor children will be deprived access to a more pluralistic 
system of care involving the range of provider groups.

f. Recruitment of health care professionals to administer the 
program is impeded under the current arrangement. At present, 
only one physician, at a consultant rather than a line function, 
exists in the Medicaid program.

g. A welfare-oriented agency has little experience with outreach, 
as this concept is antithetical to the welfare program. In 
contrast, outreach and follow-up are familiar and critical 
elements of a health care program, particularly if attempting to 
provide services to a population generally unfamiliar with the use 
of organized and preventive health care systems.

h. MSA has done little to address or correct these obstacles.

For the above reasons, it is our conviction that CHAP absolutely 
requires a health mentality In its execution. VThat we fail to see 
in the proposal is any delineation of the role of the Assistant 
Secretary for Health who is the person to whom health providers 
relate on the issue of health care programs.

Issues of Health Input to CHAP and Technical Assistance

A. Adequacy of Health Expertise in the Program

A high level of technical talent is needed at the Federal an 
Regional levels to offer administrative expertise to the 
program and consultation to the states. The use of consultants 
on an ad hoc basis, lacking line authority, impedes formulation 
of program regulations that will be responsive to the needs of 
both health care consumers and providers. Obstacles must be 
eliminated which limit access to the necessary expert health 
talent, whether they be in those of authorization, budgetary 
allocation for positions or perceived availability of those
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with appropriate skills. Traditionally, there has been minimal 
involvement of health experts in formulating and/or reviewing 
regulations before they are issued. Review in this sense, has 
usually been conducted with the help of staff or consultants 
Inside DHEW, with less reliance on outside expertise.

B. Technical Assistance to the States

Attention and technical assistance to the staffs drawing up 
the plans are needed to determine areas that need specification 
or new legislative approaches. State plans remain very general 
in scope, paralleling what is contained in the EPSDT legislation 
and regulations. It has not been required that state plans 
address the issue of how to screen the never-screened eligible 
children into the program. There is clearly a need for more 
assurance than is apparent in the CHAP proposal that competent 
and adequate technical assistance to all states be made available 
through this program.

C. Medical Advisory Boards

Nationally, as well as the state levels, advisory boards are 
not required beyond the mandated advisory body required under 
the generic Title XIX legislation. The Academy proposes, 
however, that advisory bodies are necessary to ensure that 
state program content and implementation include appropriate 
translations of regulatory requirements and maximum use of 
existing local health care resources.

It should be within the purview of a state's advisory board to 
determine if a facility providing care is the best that can be 
attained in the state or locale at the time. The advisory 
board is seen as the mechanism with which to address the 
reasons for the existence of non-comprehensive care providers 
in an area or the lack of care resources.

A state's Child Health Advisory Board would be responsible for 
the review and approval of program regulations, assessment of 
long-range planning needs for the state, mediation of state- 
local jurisdiction disputes, and advisement of the governor as 
to the conduct of the program. The board is suggested to 
consist of approximately nine members providing expertise from 
various discipline; Including local health officers, pediatricians, 
other physician practitioners, nurses, representatives of a 
child advocacy organizations and parents of CHAP-eligible 
children.

VII. Penalties

The emphasis on penalties in the program, particularly as would be 
passed upon those attempting to implement the program, can only be 
viewed as destructive. Other techniques that might be recommended 
to encourage adherence to guidelines and achievement of program 
goals are: 1) orders of the Secretary; 2) program audits (not 
neccessarily financial) or other means of conducting surveys of 
program activities.
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VIII. Resource Development

Provisions of the bill addressing the resource development Issue are 
painfully meager. Attention should be given to the fact that aggressive 
and comprehensive development of resources must be directed toward 
all potential sources of health care.

IX. Data Collection, Evaluation and Research Issues

A striking paucity of data characterizes the present EPSDT program 
situation, making it difficult to develop plans for this new legislation. 
Appropriate data is urgently needed to evaluate the current program 
in on-golng fashion and prepare for the future legislative changes.

Ongoing evaluation of the effectiveness of CHAP In attaining Its 
goal of providing a "medical home" for this nation's population of 
poor children requires not only that the plan for evaluation be 
developed prior to the program's Implementation, but more Importantly, 
that the orientation and approach to evaluation encompass sound 
scientific conceptualization and methodologies which can be clearly 
set forth in formal field research proposals. Evaluation must be 
viewed as an ongoing process, requiring methods for periodic assessment 
of health impact once the program is in progress.

Assessment of the program's Impact should provide for carrying out 
baseline studies, Including baseline health assessments on representative 
samples of children, current medical use patterns among assessed 
children, current costs and factors influencing current use patterns. 
These baseline studies would provide a basis of comparison with 
ongoing assessments, once CHAP is Implemented, to permit determination 
of the health and economic Impact of the program. It is essential 
that efforts to distinguish the merit and benefits of the program 
be clearly separated from monitoring and surveillance activities 
whose purposes are to assure conformity to regulations and detect 
fradulent or abusive practices.

Annual Medicaid expenditures for children total approximately $3 
billion, with the estimated combined federal and state cost for 
EPSDT being about $250 Million. We need to identify Medicaid 
monies going to support women for care during pregnancy; and Medicaid 
expenditures for children need to be broken down into specifics of 
care and providers. At present, it is not always possible to distinguish 
numbers of children from numbers of screenings in the data, nor to 
identify program efforts for children by age and conditions.

A. We strongly urge the allocation of some percentage of funds 
for a formal and ongoing evaluation of the EPSDT Program, with 
less emphasis being given to fraud control as the orientation 
being given attention in attempts to assess the program.

B. Data gathering, system development and analysis must be federally 
funded activities.
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C. States should be required to set outcome standards and goals 

in their state plans, and should further be required to report 
their progress in relation to their goals to the Congress.
What we seek from the state in such a requirements is a data 
base, providing not only gross numbers of children assessed 
and treated, but an accounting of what happened to those 
numbers in the program system. This then becomes a means of 
state accountability.

D. We further urge a provision in the law requiring the Secretary 
to report to Congress on the progress of the program, annually. 
Such a report should contain data of a nature entailing cost- 
effectiveness, analyses of program components, assessment of 
program goal-attainment, and clarification of problems inherent 
in the program. This requirement would allow revisions and 
changes to improve the program, eliminate problems and pave 
the way for future child health legislation.

E. We are told that computer monitored tracking systems to assure 
follow-up diagnosis and treatment after screening, are to be 
installed in every state. While the data base to be forthcoming 
from this system has not been specified, information as to 
utilization patterns and costs that can be derived from this 
system are required for the development of any future financing 
plans.

X. Financial Incentives

The Academy supports the financial incentive as proposed by H.R. 6706 
but must express doubts as to whether it is sufficient to expect a 
meaningful increase in state participation in the program. Other 
fiscal problems faced by a state may remain as constant, underlying 
determinants of participation. The legislation must clarify further 
whether the higher match was intended for care relevant to conditions 
detected at the screening examination, or whether it is to be 
provided for all ambulatory services to an assessed child.

Mr.
Ms.

Rogers. Thank you, Doctor. 
Nativio.

STATEMENT OF DONNA NATIVIO, R.N.

Ms. Nativio. Thank you.
I am Donna Nativio, a pediatric nurse prac titioner working a t th e 

Univers ity Heal th Center in Pittsburgh, Pa., and I am here today 
representing the  Executive Committee of the  Materna l Child 
Health Division of Practice of the American Nurses’ Association.

Our national association represents near ly 200,000 professional 
nurses.

Thank you for the  opportunity to present the  views of the  
American Nurses’ Association on H.R. 6706.

In the interests of preserving your time, I will submit a detailed 
writ ten statement for the  record and just  present the highlights at 
this  point.

We support your efforts, as evidenced in this  legislation, to 
continue  and to expand programs of hea lth  care for children.

We have a number of comments and suggestions which we believe 
would help to assure  access to the primary care services included in



461
this proposal. I will comment specifically on several aspects of the bill.

The first of those is eligibility. As proposed, H.R. 6706 covers 700,000 children whose families meet State financia l income re­quirem ents for welfare but not other welfare requirements . Chil­dren in these  families from 7 to 21 years  of age are not included. Therefore  for these  children the re is the  abrupt inte rrup tion  of health care services after  age 7 years. This not only means d iscrimi­nation in care among children of different ages in  the same family, but it tends to nullify the effectiveness of care received in the  early years.
We believe these health services should be available  throu gh age 21. The proposal would allow a 6-month extension of Medicaid services beyond cessation of eligibility. We believe a more realist ic time frame would be at least  1 year.
Section 3(G) state s t ha t services may not necessarily  include those individuals  unde r age 21 with men tal illness, mental reta rdation  and developmental disabilities  from trea tme nt. An estimated 30 percent of children entering  first  grade have identified behavioral and emotional problems. We strongly urge that  provision of men tal health services be mandatory.
H.R. 6706 should provide for regular hea lth assessments at  t imes or intervals  defined by the regulations.
Twenty-five percent of th e children screened in the  EPSDT pro­gram had severe denta l problems. H.R. 6706 only covers denta l treatm ent  for condi tions diagnosed during an assessment. Instead of improving and expanding, it would cut back on dental benefits. Prophylactic dental care as well as emergency dental care should continue to be covered.
The American Nurses’ Association shares the  concern expressed in this bill to increase  immunization levels of children. We believe ther e should be a national program of childhood immunization. A copy of ANA’s position sta tem ent  on this  issue is attached.Under  “outreach ,” financial incentives should be provided to encourage State s to provide personalized  outreach. Records show that with personal  contacts, only 1 percent refused EPSDT services. Without outreach workers to explain the  value of the  program, service refusals jumped  to 15 percent.
An evalua tion of the  EPSDT program conducted by the Office of the  Regional Director-HEW, Region 5, recognizes that  “personal outreach and case management  improve implementa tion levels.” In othe r words, when procedures such as notification, screening ar ­rangem ents, refe rral appointments and treatm ent  follow-ups are performed personal ly by agency staff, screening percentages are subs tant ially  higher. We strongly believe outreach incentives  are a n essent ial part of this  program.
Item 4 und er “Providers,” the proposal requires States to encour­age partic ipation by physicians and hea lth care centers. Providers of child hea lth care assessments and primary hea lth care systems should include nurses at all levels of their  expertise. In most cases today it is the  public heal th nurses practic ing in clinics, schools and in the field who obtain the complete hea lth  history, perform the  visual, hear ing and anemia tests, measure heigh t and weight, do
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physical evaluat ions and assessments of oral heal th. Community- 
based nurses are the  ideal professionals to do case finding and 
follow-up care. School nurses and  school nurse  practitioners are in a  
strategic place to deliver the  care called for in H.R. 6706.

These nurses  frequently are the child’s first  contact with the  
hea lth care system. The school nurse or school nurse  prac titioner 
has daily access to the children  who will be recipients of hea lth  
services under this bill. H ealth education, counseling, and guidance 
are  aspects of the  comprehensive continuous care for children 
called for. The delivery of this care can best be facilitated by 
utilizing an existing stru cture—the school system.

The nurse  prac titioner can be utilized in her  area  of expertise. 
The nurse  practi tioner, as defined by the American Nurses Council 
of Family Nurse Prac titioners  and Clinicians, is a primary care 
provider prepared to give continuous, personalized care to the  
patient-clien t a t the  point of entry  into the hea lth  care system, and 
to continue as the individual’s care provider.

Nurse pract itione rs are prepared to provide pren atal , postna tal, 
and well-child care; guidance regarding nut rition and immuniza­
tion; assistance in coping with illness and crises throughou t the 
developmental cycle; supervision of treatm ent ; and physical and 
psychological comfort.

Mr. Rogers. May I inte rrup t, and I hate  to do this, but  there are 
people who do have planes tonigh t and I am going to try  to hea r 
them  all. So if you could help us by maybe summarizing the  
additional points on page 6.

Ms. Nativio. I have perhaps 2 minutes left.
The EPSDT legislation held the potential for becoming one of the  

most comprehensive and ambitious  hea lth  care programs the gov­
ernment has ever undertaken but it was severely hampered by 
delay in implementation.

We urge inclusion in the  proposal of a realis tic date  for ths 
program to be implemented by the States.

Federal  standards should require  the  States  to include a quali ty 
assurance program. The program should set it to assure  quali ty of 
care by qualified providers whose services are reimbursable by the 
States.

We had several recommendations for changes in terminology 
which are in the complete report.

Finally  we would like to take a moment to acknowledge Congress­
man Maguire’s proposed amendments to the  Child Health Assess­
men t Act. These would address many of the  concerns that  we have 
presen ted today.

Thank you.
[Testimony resumes on p. 471.]
[Ms. Nativio’s prepared state men t and atta chm ent  follow:]
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STATEMENT OF

AMERICAN NURSES* ASSOCIATION

TESTIMONY PRESENTED

BY

DONNA NATIVIO

MATERNAL CHILD HEALTH DIVISION OF PRACTICE 
AMERICAN NURSES' ASSOCIATION

I  an  Donna N a ti v io , a member o f  th e  E xecu ti ve  Co mm itte e o f  th e  

M ate rn al  C h il d  H ealt h  D iv is io n  o f  P ra c t ic e  o f  th e  Am erica n N u rs es’ 

A s so c ia ti o n . The Am erica n N urs es'  A s so c ia ti o n  i s  th e  n a t io n a l  p ro fe s s io n a l  

a s s o c ia t io n  o f  r e g is te r e d  n u rs e s  w it h  a mem be rsh ip  o f ap p ro x im ate ly  20 0, 000 .

Thank  you fo r  th e  o p p o rtu n it y  to  p r e s e n t  th e  vi ew s o f  th e  Am erican  

N u rs es ' A s so c ia ti o n  on  HR 67 06 , a  b i l l  to  s tr e n g th e n  and im prov e th e  e a r ly  

and  p e r io d ic  sc re e n in g , d ia g n o s is , and  tr e a tm e n t pr og ra m . We se e t h i s  

l e g i s l a t i o n  a s  one s te p  towar d a n a t io n a l  h e a l th  p o l ic y  c a l l in g  fo r  

co nq sreh en sive  h e a l th  c a re  s e rv ic e s  fo r  c h i ld r e n .

We su p p o rt  you r e f f o r t s  to  c o n ti n u e  and  ex pa nd  th e  a v a i l a b i l i t y  o f 

h e a l th  c a re  to  c h i ld r e n , to  in c re a se  th e  num ber s o f  c h i ld re n  e l i g i b l e ,  to  

a s su re  c o n t in u i ty  o f  c a r e , to  in c re a se  im m un iz at io n l e v e ls  o f  c h i ld r e n  and  

to  p ro v id e  f u r th e r  in c e n ti v e s  to  s t a te s  to  a rr a n g e  fo r  and en co ura ge q u a l i ty  

h e a l th  c a re  f o r  c h i ld r e n .

"H ea lt h  ca re "  i s  n o t synonymou s w it h  "m ed ic al  c a r e ."  Whil e th e  te rm  

"m ed ic al  c a re "  em ph as iz es  th e  c u r in g  o f  i l l n e s s ,  th e  te rm  " h e a lt h  ca re "  

in c o rp o ra te s  th e  meaning  o f  m ed ic al  c a re  and  a ls o  em ph as iz es  th e  p re se rv in g  

w e ll n e s s . "H ea lt h  c a re "  r e q u ire s  th e  p la n n in g  and  s e rv ic e s  o f  a v a r ie ty  

o f  h e a l th  p ro v id e rs  -  th e  c o l la b o ra t io n  o f  a v a r ie ty  o f  h e a l th  c a re
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practitioners. Nurses work collaboratively with the physician and other 

health care practitioners to provide improved quality care more economically.

Primary health care is defined in the report of the HEW Secretary's 

Committee to Study Extended Roles for Nurses, Extending the Scope of Nursing 

Practice, as having two dimensions, "a person's first contact in any given 

episode of illness with the health care system that leads to a decision of 

what must be done to help resolve his problem; and the responsibility for 

the continuum of care, i.e. maintainance of health, evaluation and management 

of symptoms, and appropriate referrals." Implied in this definition are 

services by professionals capable of recognizing illness, deciding what must 

be done, and assuming responsibility for helping clients prevent illness and 

maintain health. The Child Health Assessment Act includes primary health

care services.
We suggest the following changes in HR 6706 to help assure access to 

primary health care services.

1. Eligibility: As proposed, HR 6706 covers 700,000 children whose 

families meet state financial income requirements for welfare but not other 

welfare requirements. Children in these families from 7-21 years of age are 

not included. Therefore for these children there is the abrupt interruption 

of health care services after age 7 years. Children from birth through 21 

years of age who meet state financial requirements for welfare should be 

eligible for HR 6706 for adequate health care services in order to reach 

the most needy poor children and avoid discrimination among children of 

different ages in the same family.
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The proposal will allow a six-month extension of Medicaid services 

beyond cessation of eligibility. This is an arbitrary and unrealistic

limitation of a course of treatment and recovery. A more realistic time

frame is one year.

Section 3(G) states that services may not necessarily include those

individuals under age twenty-one with mental illness, mental retardation and

developmental disabilities from treatment. An estimated 30* of children

entering first grade have identified behavioral and emotional problems.

Their growth and development would be hampered by this provision. We 

strongly urge that provision of mental health services be mandatory.

2. Coverage (benefits): In addition to statements already discussed 

concerning primary care coverage, H.R. 6706 should provide for regular health 

assessments at times or intervals defined by regulation.

Twenty-five percent of the children screened in Early Periodic Screening, 

Diagnosis and Treatment had severe dental problems. Prophylactic dental care 

as well as emergency dental care should continue to be covered. H.R. 6706 

only covers dental treatment for conditions diagnosed during an assessment.

H.R. 6706 instead of improving and expanding, would cut back on dental benefits. 

What is the rationale for discontinuing a service which meets a documented

need?

The American Nurses' Association shares the concern expressed in this 

bill to increase immunization levels of children. We believe there should be 

a national program of childhood immunization. An immunization program is an 

integral part of comprehensive health care. A copy of ANA's statement on this 

is attached.
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3. Outreach: Financial incentives should be provided to encourage states 

to provide personalized outreach. According to Early Periodic Screening, 

Diagnosis and Treatment, The Possible Dream, published by HE W ,

"Personal contacts with outreach workers were responsible for 75* of the

children screened during a three year period in one Pennsylvania county.

South Carolina* which has enrolled 85* of its eligible children, sees its 

transportation contact with the local Community Action Program as a major 

factor in its high rate of participation. In Maine,1200 people were 

contacted over a three month period. With personal contacts, only 1* 

refused EPSDT services; without outreach workers to explain the value of 

the program, service refusals jumped to 15*." An evaluation of the EPSDT 

program conducted by the Office of the Regional Director, HEW, Region V, 

recognizes that "Personal outreach and case management improves implementation 

levels." In other words, when procedures such as notification, screening 

arrangements, referral appointments and treatment follow-up are performed 

personally by agency, staff, screening percentages are higher... Personal 

outreach was felt to be a major positive factor affecting implementation, 

local programs indicated that when they adopted this approach, both higher 

screening and treatment levels resulted.

4 . Providers: Many states have not used the full range of qualified 

providers in their health care delivery programs. The proposal requires 

states "to encourage participation by physicians.and health care centers." 

Providers of child health assessments and primary care systems should include 

nurses at all levels of their expertise. In most cases today it is the Public
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Health Nurses practicing in clinics, schools and in the field, who obtain 

a complete health history, including a developmental history and a history 

of immunization; performs vision, hearing and anemia tests; measured 

height and weight; does a physical evaluation; and an assessment of oral 

health. Community based nurses are the ideal health professionals to do 

case finding and follow-up care.

School nurses and school nurse practitioners are in strategic places 

to deliver the care called for in H.R. 6706. These nurses frequently are 

the child's first contact with the health care system. The school nurse 

or school nurse practitioner has daily access to the children who will be 

recipients of this bill. Health education, counseling and guidance are 

aspects of the comprehensive, continuous care for children called for in 

H.R. 6706. The delivery of this care can best be facilitated by utilizing 

an existing structure - the school system.

The nurse practitioner can be utilized in her area of expertise. The 

nurse practitioner, as defined by the American Nurses' Council of Family 

Nurse Practitioners and Clinicians, is a primary care provider prepared to 

give continuous, personalized care to the patient/client at the point of 

entry into the health care system, and to continue as the individual's care 

provider.

Nurse practitioners are prepared to provide prenatal, postnatal, and 

well-child care; guidance regarding nutrition and immunization; assistance in 

coping with illness and crises throughout the developmental cycle; supervision 

of treatment; and physical and psychological comfort.
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A nurse practitioner's preparation consists of a specialized program 

of study beyond that required for R.N. licensure. It must meet the American

Nurses' Association's Guidelines for Short Term Continuing Education

Programs and a certification mechanism to insure quality of care to the 

consumer by the provider. To date more than one thousand nurses have

initiated the certification process. The process includes a peer review

mechanism.

5. Implementstion s The EPSDT legislation held the potential for 

becoming one of the most comprehensive and ambitious health care programs 

the government had ever undertaken. However, HEW did not issue regulations 

until July, 1973. Five years elapsed from the time legislation was passed 

until the program was implemented. This delay lessened the potential

effectiveness of the program. We urge inclusion in the proposal of a

realistic date for the program to be implemented by the states.

6. Federal Standards: Federal standards should require the states

to include a quality assurance program. This program should set standards 

to assure quality of care by qualified providers whose services are

reimbursable by the state.

7. Changes in Terminology: Much of the care needed by this population 

does not need to be given by a physician. Statistics from Wisconsin state 

that only one out of every 5 children screened in the EPSDT program required 

referral to a family physician. If 80% of the children served in the EPSDT

program did not require medical care, it seems illogical to make physicians



the only care provider identified in the bill. We suggest the following 

changes:

a. Sec. 4(A), Section 1902 (a) (C)s strike out "medical assistance" 
and replace with "health services."

b. Sec. 5, Section 1912B (4): "medical care" should be changed to 
"health care," and "medical services" should be changed to 
"health service."

c. Sec. 5, Section 1912B (5): change "medical care" to "health care.

d. Sec. 6, Section 1902 (37): should read "provide that the state 
will encourage participation by physicians, nurses, and health 
care centers in the program."

e. Sec. 7 (a), Section 1903 (b)(3): should have "medical care" 
changed to "health care."

In summary, the American Nurses' Association would support H.R. 6706 

with the recommended changes. To do less would be a denial of meeting the 

known needs of the children who qualify for services under the Medicaid 

program.

We appreciate the opportunity to appear here today- We will be 
happy to supply any additional information and assistance that would be 

helpful to the committee.

9/8/77
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AMERICAN NURSES* ASSOCIATION

DIVISION ON COMMUNITY HEALTH NURSING PRACTICE 
AND

DIVISION ON MATERNAL AND CHILD HEALTH NURSING PRACTICE

STATEMENT TO NATIONAL IMMUNIZATION CONFERENCE

BETHESDA, MARYLAND

APRIL 4, 5, 6, 1977

The Divisions on Community Health and Maternal Health Nursing Practice 
of the American Nurses' Association are aware of the need for a national 
program of immunization against communicable diseases for all children.

A childhood immunization program is an integral part of comprehensive 
health care. In order to reach the greatest population effectively, a 
variety of sources should be utilized for administration in the immunization 
process. However, whenever possible the immunization process should be 
either a component of a continuing primary provider-client relationship or 
the entry to such an ongoing relationship.

Nursing has long manifested a strong commitment to primary preventive 
care. Today, because of their practice with children and families in a 
variety of settings, nurses are in a key position not only to contribute 
to planning for childhood immunization, but also to engage in identification 
of populations at risk, provision of services, follow-up care, control and 
surveillance activities which are essential components of a sustained 
childhood immunization program.

Because the need for such a sustained childhood immunization program is 
crucial, varied approaches to education for health care providers and the 
public must be developed, promoted, and implemented. The program should be 
easily accessible to families and should not be a financial burden to individuals. 
The costs of vaccine administration and follow-up care should be met by 
existing public and private sources of reimbursement. A uniform immunization 
record keeping system should be developed and utilized by all states.

Provision should be made for the compensation of those clients who may 
demonstrate vaccine-related injuries. Professionals and health personnel 
who administer vaccines should not be held liable for adverse reactions 
which occur through no fault of the procedure.

The Divisions on Community Health Nursing and Maternal Child Nursing 
Practice of the ANA believe adults must share the responsibility for 
immunization of children against preventable communicable diseases. Both 
the public and health care providers must learn to expect, demand, and provide 
an efficient system for a sustained immunization program for all children in 
the United States.
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Mr. Rogers. Thank you so much.
I am going to ask witnesses, if they will summarize in 5 minutes. 

We got off t rack  for a while here, and I think we are  going to have 
to get back on track  i f we are  to  give everyone an opportunity  to be 
heard. People have come here from all over the  United  States  and 
are entit led to be heard.

Our next witness is Mr. L. Jerom e Ashford.

STATEMENT OF L. JEROME ASHFORD

Mr. Ashford. I am L. Jerome Ashford, Executive Director of the  
National Association of Community  Health Centers.

Mr. Rogers. It is good to see you back before the  committee.
Mr. Ashford. It is a pleasure to be here.
We represen t more than 800 community and migrant  health 

programs serving more tha n 10 million citizens in urba n and rural 
communities across the United States.

As the  principal provider of prim ary hea lth care services to 
American Citizens, especially its medically underserved and medi­
cally indigent, we are  deeply concerned about  the  hea lth of our 
Nation’s most valuable resource—our children.

We know, Mr. Chairman, th at  you and your fellow subcommittee 
members shar e this concern and we commend you for your expedi­
ent  action on this  important legislative proposal.

The administ ration has made it clear that  community and mi­
grant hea lth cente rs are expected to play a major role in providing 
continuing primary and preventive hea lth  care, through the  pro­
posed CHAP program, to medically unserved and underserved  chil­
dren throu ghou t the United States . Accordingly, the re are  some 
recommendations and concerns I would like to share with the 
subcommittee for your consideration .

RECOM MEND ATIONS

A. Eligibility.
1. The proposed legislation would require States to provide Medic­

aid coverage for all children unde r 6 years  of age whose families 
meet the States  income test for AFDC, b ut whose family stru cture 
currently makes them ineligible for AFDC. There is ample evidence 
which demo nstra tes that  older children, ages 7-21, are  often found 
to have as many, if not more, hea lth problems tha n younger 
children. Therefore, we would support inclusion of all individuals  
unde r age 21 who meet the established financial need crite ria.

2. With respect to the  migrant farmworker, we have supported for 
some time now, legislation th at  would remove State ‘ intent to 
reside” requirements . This would enable migrant  farmw orkers  and 
the ir dependents who a re otherwise eligible for medical assistance 
under titl e XIX to receive such assistance in the  State in which 
they are physically located a t the  tim e medical assistance is needed. 
The present situa tion is total ly unfair to the  migrant population  
who by nature of the ir employment are mobile.

It is my understanding  the  administ ration is considering recom­
mending legislation that would remove State “in ten t to reside” 
requi rements for migrant families.
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Mr. Chairman, we recommend that at this time you consider an 
amendm ent th at  would allow children und er 21 of migra nt 
farmworker families to participate in the CHAP program. Other­
wise, most of these children,  who are in deep need, will be excluded 
from CHAP.

For the 27 States which include “medically needy” in the ir 
Medicaid program and in which migrants work and reside during 
the  year, 24,000 infants,  children and youth—under 21—would 
potent ially benefit by removal of existing “intent  to reside” restr ic­
tions imposed by many States. Such action is p referab le to forcing 
these  families in to a situa tion whereby they are eith er forced to lie 
or suffer.

3. The proposed legislation extends Medicaid eligibility for all 
children who have been assessed, for 6 months  following the  date 
when a family no longer qualifies for welfare.

We feel eligibility for a ll children  should be ex tended for a t least 
1 year  following a hea lth assessment or unt il such time as a 
condition is found and corrected. Hea lth cente rs serving largely 
indigent populations encounter  numerous administrative  problems 
with families who are  eligible one month  and not the  next. More­
over, the time lag between initia l screening  to diagnosis and tre at­
men t of a health  problem, including broken appointments,  may well 
exceed the 6-month period. Also, there are  conditions, scoliosis— 
curvatu re of spine—or a seizure disorder, for example, which may 
take  6 months or longer to bring to an optimal state of manage­
ment. Our concern here is that the child receives the  care and 
treatm ent he or she needs.

B. Health Benefits Covered.
1. We strongly agree that  h ealth  assessments at  regular intervals 

should be provided rat he r tha n periodic screening. With respect to 
estab lishing standard s, a uniform nat ional health assessment 
should be required by regulation. The assessment guidelines pro­
posed by the  American Academy of Pediatrics are  quite good and 
should serve as the basis for a uniform assessm ent procedure. A 
developmental assessment should be included—not separa te.

2. Complete hea lth  services should be provided following an 
assessment. As you know, State limitations in coverage are often 
defined in terms of the scope and amount of services such as 
limiting the  number of v isits, specific types of procedures, or the 
reimbursement  rate. The end resul t could be exclusions from tre at­
men t coverage.

For example, in North Carolina, a screening visit is covered, but 
if eyeglasses or corrective lenses are needed, they  are not covered. 
In this instance, we can only hope the Commission for the  Blind can 
come through. In Mississippi, dental services are limited to $154. In 
many instances, this is adequate, however, a number of the children 
we see have severe conditions with all teeth rotten to the gums and 
secondary infection of the  gums and bone tissue. Obviously, $154 
cannot cover the cost of treatm ent  in this case.

Therefore, we would argue  tha t no limitations should be placed 
on coverage of the  tr eatme nt needed by child ren. Quite frankly, Mr. 
Chairman, we would favor federalizat ion of th e Medicaid program 
so that  it  would be uniform throughout and  hopefully would include
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all financially needy children without regard  to categorical qualifi­
cation or limitat ion on trea tme nt.

3. Routine as well as emergency dental care should be provided. 
Screening for den tal problems should not be a mandatory prerequi­
site for trea tment. The objective of th is program is to correct health 
problems. Between the time of initi al screening and trea tme nt, a 
child may well develop another cavity or gum infection tha t was not 
present at the  time screening was conducted. Does this mean the 
additional work should not be done, or the individual be recycled by 
fur ther screening  at additional cost?

4. Outreach.
Mr. Chairman,  if this  p rogram is to be effective, I canno t overem­

phasize the importance of o utreach in terms of both case finding 
and case tracking . I feel that  community and migrant  programs 
have amply demonstrated  the  importance of effective outreach 
efforts. Moreover, I feel the  experience  of the  EPSDT program 
de ary indicates  the  need for more out-effective outreach .

An effective outreach program must  include the capacity for 
extensive and continu ing personal  contac t between the  provider of 
services and the targ et population. To bring previously unserved 
children into the  proposed service delivery program will require 
substantia l modification to existing  personal behavior patt erns , as 
well as the development of ongoing relat ionships with othe r private 
and public instituions  in the community such as schools, churches, 
et cetera. None of this can be accomplished without adequate 
outreach components.

Billings must  be made through the  individua l physician and 
signed over to the heal th center.  We find this  an unacceptable 
situa tion and encourage the subcommittee to rectify this  problem 
throu gh whatever legislative mechanisms.

I will dispose the  remainder  of my comments and will submit the 
balance of the  tex t for the record.

[The text  referred to follows:]

97-833 0  -  77 - 31



474

"  BA LA NC E O F M R.  A SH FO R D 'S  PR EP AR ED  STA TEM ENT

o We feel very strongly that outreach services should be a reim­

bursable service when performed by public or private 
non-profit community-based organizations. This is 
especially important in light of decreasing federal support 
for such services under sections 330 and 319. Moreover, 
reimbursement should be reasonably related to cost and in­
clude costs for both case-finding and case-tracking. I 
would hope the Subcommittee realizes the importance of out­
reach for this program to be effective.

5. Transportation

The problem of transportation is especially significant for 
the poor in rural areas— and if a child is screened but can­
not receive treatment, what does the program accomplish? 
Transportation should be a reimbursable service for public
or private non-profit community-based organizations.

C. Provider Participation

As I believe you are aware, Mi. Chairman, there still exist 
today State Medicaid programs that do not recognize community 
and migrant health centers as providers of health care. In 
those instances, billings must be made through the individual 
physician.

We feel the proposed legislation is weak in that it "encourages" 
participation by physicians and health care centers and to 
"monitor" contracts with providers.

This language should be strenghtened as follows:
1. States should be required to indentify 

and offer contracts to all qualified 
providers, and

2 . States should have an obligation to 
arrange for and provide reasonable 
contracts with providers of CHAP ser­
vices.
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7. With respect to reasonableness, criteria should be estab­
lished by regulation. However, as a minimum, we would 
strongly urge report language or an amendment that would 
spell out such "reasonable contracts" include an adequate 
rate of reimbursement related to actual cost' and timely 
payment of claims.

D. Administration
We feel there should be established one clear set of require­
ments for the program including "minimum" federal standards 
dealing with program performance, administration and quality
of care. One measure of performance should be outcome 
measures of the extent to which children are provided 
assessments and follow-up care.

In addition, reporting requirements should be kept 
relatively simple. The New York program, I am told, 
has experienced difficulty in this area, as a^result, 
many providers are discouraged from participating in 
the program. While reporting is essential to the
evaluation and monitoring of program activities, it 
should not be burdensome or too costly.

E. General

Additional points addressed by other groups with which we 
concur are as follows:

1. States should at least maintain their current 
level of financial commitment in the program.
The proposed bill includes no maintenance effort 
provisions.

2. States should be required to include as part of 
their Medicaid plan, a complete explanation of 
how CHAP requirements will be carried out.

3. Public participation in development of the CHAP 
part of the State Title XIX plan should be required.

4 . With respect to enforcement, we would urge the 
Secretary be given authority to issue an order 
for the State to provide requisite services.
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Mr. Chairman, on behalf of the Members of the National 

Association of Community Health Centers, I thank you for 
this opportunity to share with you our thoughts on this 
proposed legislation. I assure that the community and 
migrant health centers of this nation strongly support 
this proposal and stand ready to exert every possible 
effort to make it successful once it is implemented.

Thank you, Mr. Chairman. If you have any questions,
I shall be pleased to respond to them at this time.

Mr. Rogers. Thank you for your helpful stateme nt and the 
committee will check into these  points raised.

Might I ju st ask this, Dr. Dixon? Do you think that  the  private 
physicians will part icipa te in this program?

Dr. Dixon. Yes, they  are part icipating now, Mr. Chairman.
Mr. Rogers. But at a rat he r low level, are  they  not?
Dr. Dixon. We don’t know what  level. We really  don’t know at 

what  level there is participation.  We do know however, that  ther e are 22 States  which discourage private prac titioners  from parti ci­
pating and that  there really  are barrier s for partic ipation in the 
screening process. For instance, barriers might be refusal to pay for 
the screenings. This is documented information in our study for MSA last year. So I th ink w ith encouragement,  with dialogue, wi th 
the  thr us t toward a comprehensive care program, private prac ti­
tioners will participate.

Mr. Rogers. Do you think it is wise though  to direct the funding 
to public health units?

Dr. Dixon. Yes. In my test imony I s tated  t ha t we need all health 
resources, and I think all resources that  can give quality  care for 
children should part icipa te in this program.

The thing that has bothered  me during these  hearings is the  
misconception of the words “screening” and “assessment.” This bill 
is a child health assessment program, and yet in the testimony 
commonly screening and assessment are  used interchangeably. I 
think  this is a mistake. We screen for disease. We assess children.  
We in tegra te the whole process in the assessment, and I th ink  this 
needs to be clarified in the  minds of the  committee.

Mr. Rogers. Thank you so much.
We are grateful to each of the panel members for being here. 

Your testimony has been helpful, and the  committee will carefully 
consider what  you have said. Thank  you for your presence today 
and for your patience.

The next witness will be Una Haynes, who is a consul tant, 
pediatric nursing, on beha lf of United Cerebra l Palsy Associations, 
Inc., The Epilepsy Foundaton of America, The N ational Association 
for Retarded Citizens, The National Society for Autistic Children.



We welcome you and your associates to the  table. We also 
apprec iate the  fact that  one spokesman can speak for those who 
have similar interests  and so we salute you.

STATEMENT OF UNA HAYNES, CONSULTANT, PEDIATRIC NURS­
ING, ON BEHALF OF THE EPILEPSY FOUNDATION OF AMERICA,
THE NATIONAL ASSOCIATION FOR RETARDED CITIZENS, THE
NATIO NAL SOCIE TY FO R AUTIS TIC  CH ILDR EN , AND  THE
UNITED CEREBRAL PALSY ASSOCIATIONS, INC.; ACCOMPANIED
BY VINCENT GRAY, EXECUTIVE DIRECTOR, THE NATIONAL AS­
SOCIATION FOR RETARDED  CHILDREN; AND LAURA LEVINE,
ASSISTANT DIRECTOR, GOVERNMENTAL AFF AIRS, UNITED CE­
REBRAL PALSY ASSOCIATIONS, INC

Ms. Haynes. Thank you.
On my left is Mr. Vincent Gray, the  Executive Director of The 

National Association for Retarded Children here in Wshington, 
D.C., who will be available  to answer such technical questions as 
may arise; and on my right , Lau ra Levine, who is the  Assistant 
Director of United Cerebral Palsy, Governmenta l Affairs, here in 
Washington.

We are  deeply concerned about  the exclusion of the  retarded and 
developmentally disabled children in the  CHAP proposal because 
the lack of service early  on, as I am sure  you know, may very well 
exacerbate wha t is original ly a disabili ty into a tru e handicap by 
the time they  are  adults.

Another point that  is germane I think to our interests is that 
these individuals will indeed be candidates for Medicare when they 
reach the ir majority, and there fore it would seem patent  that 
neglecting the ir health needs as littl e children will make them 
much more severely disabled and they will need much greater 
services when they grow older.

It has been my personal experience in the  past 6 years to be the 
directo r of a  collaborative infant project in which we have served 
10,000 disabled babies in the  0 to 3 age range  in 65 centers 
sponsored by various agencies located in 26 differnt States , includ­
ing Hawaii. And I can testify  to you that  the ir hea lth  needs are 
there,  and they are great,  and many can be resolved without the ir 
becoming so desperatey ill in the  fi rst place or so severely disabled.

While many individuals  erroneously assume that  the  menta lly 
retarded and the  developmentally disabled children will get these 
health services tha t they need throu gh othe r auspices, such as those 
of the  developmental disability, this  is not necessari ly so, and this 
does not mean that DD is not a good program in itself. It is merely 
that in some instances the State s are  choosing, and often wisely, to 
use these monies for good, astute, long-range planning. The monies 
are not there for delivering  services when they are  needed.

The same thing is t rue  with crippled children services. They are 
there. They are  extremely useful. I don’t know how they  would do 
without them, but the eligibility requirements for crippled chil­
dren’s services are quite different from one State to another.

I was interested  to hea r that  the re was a public hea lth  nurse  
speaking  here about the role of the public health nurse , and I would
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like to submit to your attention that in one of our units, for 
instance, I will cite the  one in Stockton, California, 40 percent  of 
the  babies referred to the program had been found by the  screening 
of the public health nurses.

I was thinking  what will happen to these public health nurses 
and the  families who share  the concerns for a child who is not 
developing normally, is at the Medicaid level but is distinctly 
excluded th en from receiving the kind of assessment that  he or she 
would need. The concern is a grea t one.

Unfortuna tely human beings being w hat they are, the pressures 
of finance being what  they are, it is unfo rtunately  possible that 
there may be a tendency to label children  as mentaly retarded 
and/o r developmental ly disabled when they come to attention for 
the  purpose of taking advantage of the possible exclusion that is 
available through this  testimony. It is unfo rtun ate to say this out 
loud but I thin k it does happen.

It also goes agains t what I think all of us and I think you very 
particular ly, Mr. Chairman, have done, to stop disabling by the 
label as it were, but  we will categorize these children almost 
immediately as eith er retarded or d isabled with in the  broad group 
within which they may fall, because it may be a littl e easier to 
avoid the services to them.

We would like to avoid the categorical approach. I feel proud of 
the  agencies which I am here representing , th at  they have not 
fought in a chauvinistic way only for the population which is th eir  
primary concern but rat he r for all children.  We must remember 
that  th e disabled children  overall do have major needs b ut it is not 
necessarily so. As a ma tter  of fact, our data a re beginning to suggest 
from the baby programs, if these  disabled children are  provided the  
services they need, they do not require  long-term insti tutio nal care.

Of the first 500 babies we served, only four needed care out of 
the ir homes. This was not really  due to the  dep th of disability of the 
children,  but  I hate  to say some of the mothers of these  babies are 
only 15 and not able to be parents of a child, much less tha n a 
disabled child. Foster care paren ts are much more willing to take  
on the  care  of a child when they know the  services are there to help 
them.

We have read ear lier  the  bill submit ted by Mr. Maguire. We 
thin k within the provisions therein some of our concerns will be 
resolved. I feel th at  I have been very short. If I have failed to 
present the depth and the  exten t of our concern, it is a personal 
failure really and not the  lowered level of the ir needs.

[Ms. Haynes’ prepared statement follows:]



STATEMENT

ON BEHALF OF

1
THE EPILEPSY FOUNDATION OF AMERICA

THE NATIONAL ASSOCIATION FOR RETARDED CITIZENS

THE NATIONAL SOCIETY FOR AUTISTIC CHILDREN

UNITED CEREBRAL PALSY ASSOCIATIONS, INC.

Introduction

The four national voluntary agencies representing persons with developmental 
disabilities have been historically supportive of comprehensive health care programs 
for children as a primary mechanism for preventing and reducing the incidence of 
these handicapping conditions. Programs such as the Early and Periodic Screening, 
Diagnosis and Treatment (EPSDT) initiative provided under Medicaid have been welcomed 
by our organizations as major federal commitments to assuring and increasing the con­
tinuity, quality, and availability of such efforts.

The Child Health Assessment Program (CHAP) is another such potentially valuable 
tool for implementing a national strategy of health promotion and prevention for low- 
income children, a population statistically at high risk for long-term, permanently 
disabling conditions. For this reason our organizations are particularly distressed 
by the flagrantly discriminatory categorical exception made in providing treatment 
services to mentally retarded and developmentally disabled children under Section 3(G) 
of the proposed legislation. By rendering the provision of care and treatment services 
to mentally retarded and developmentally disabled children optional under each state's 
Medicaid program. Section 3(G) effectively excludes such children from receiving those 
same health services available on a routine basis to their nondisabled peers, services 
which they unquestionably require and to which they would otherwise be entitled by 
virtue of their financial status.

Need for Early Intervention

Of all child population groups, low-income children are at greatest risk of ex­
periencing developmental disability or delay as the result of inadequate prenatal care, 
poor nutrition, environmental hazards such as lead-based paint poisoning and mercury 
texicity, and, above all, lack of early diagnosis and treatment of various disorders 
due to insufficient utilization or availability of health services.

In his address to the White House Conference on the Handicapped on May 23rd of 
this year President Carter enunciated his administration's commitment to insuring the 
health of financially disadvantaged children:
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As I look across this tremendous auditorium, with many 
different kinds of handicaps represented here, I know 
that many of them could have been prevented in your 
early life...within just a few years we will multiply 
five times the number of poor, young children who have 
a chance to see a doctor early in their lives so their 
potential handicap or affliction might be prevented or corrected.1

This preventive emphasis has already been endorsed by this committee and by the 
Congress as a whole in such legislation as the Health Promotion and Disease Prevention 
Act of  1976 (P.L. 94-317) and the Health Professionals Educational Assistance Act 
(P.L. 94-484), which seek to insure the adequacy and availability of preventive ser­
vices and primary care professionals to deliver them. We are thus particularly dis­
mayed at the exclusion from such services of precisely that population which has a 
demonstrable need for them: mentally retarded and developmentally disabled low-income children.

It has been abundantly documented that disabling conditions occur with greater frequency among the low-income population which Medicaid is designed to serve.2 Those 
disabling physical and mental conditions which are not the result of prenatal problems 
often first manifest themselves during infancy or the preschool years. Without im­
mediate and ongoing therapeutic intervention these conditions can become permanently 
disabling. With many low-income children in need of treatment for medical conditions 
related specifically to problems of growth and development, it becomes particularly 
essential that individuals so identified be eligible to receive the full range of re­
ferral, treatment and follow-up services available under Medicaid auspices, so as to 
insure the amelioration of their condition before damage or degeneration becomes ir­
reversible.

Current regulations tinder EPSDT require states to arrange for treatment of condi­
tions discovered during routine screening, either by providing such services themselves 
or by referring children appropriately. There is little doubt that the de facto ex­
clusion under CHAP of mentally retarded and developmentally disabled children from 
even this basic referral function will create even more severe impediments to attain­
ing appropriate services than these children already face as the result of inadequate 
parental information or preventive education, and the inherent difficulties which lay 
consumers— and particularly the poor— continually experience in attempting to access 
health services.

Moreover, the few federal programs providing some medical or health-related ser­vices to children with mental retardation and developmental disabilities are so frag­
mented, condition/region specific, and hedged with varying eligibility requirements 
and application procedures that tracking appropriate services within such a "non­
system” becomes a confusing and frustrating process; and it goes almost without saying 
that under these conditions continuity of services is impossible to guarantee.

In 6hort, it had been our understanding that the Child Health Assessment Program 
was designed to expand, not restrict, the scope of the EPSDT mandate. Clearly the 
new program as drafted contravenes that goal as articulated in Section 2 of the p ro­
posed legislation (Appendix).
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Exclusionary Rationale: Fact and Fallacy

Cost. The Administration's failure to require follow-up treatment services for 
mentallyretarded and developmentally disabled children appears to be motivated pri­
marily by a concern that the cost of providing such services will be prohibitive to 
states. An unstated but Implicit assumption appears to be that mentally retarded 
and developmentally disabled children are at high risk for long-term institutional 
care.

Such an assumption is not warranted. The overwhelming number of mentally retarded 
and developmentally disabled children do not require institutional care. Even among 
the more severely involved institutional care is only rarely called for and need not 
be long-term. Equally important is the recognition that early intervention and follow­
up can prevent the development of some forms of developmentally disability (such as 
mental retardation caused by inborn errors of metabolism), can dramatically reduce 
the severity of the disability (as in many seizure disorders which, if untreated, can 
significantly increase in frequency and intensity of occurrence)s can compensate for 
disability-produced impairments (as in the case of children with cerebral palsy who, 
with appropriate therapy, can be helped to reduce or compensate for communication and 
motor difficulties), and can reverse symptoms (as in the case of those autistic children 
whose cognitive and behavioral functioning has improved significantly as a result of 
neurological intervention). Early intervention, in other words, is a significant fac­
tor in reducing the need for long-term institutional care among the mentally retarded 
and developmentally disabled child population, and any legislation inhibiting the pro­
vision of Buch care as early as possible not only fails to save money, but virtually 
assures additional public expense throughout the life of the child, expense which 
might otherwise have been avoided.

In assessing cost it must also be remembered that severely mentally retarded or 
developmentally disabled children eligible for Medicaid as SSI recipients or as AFDC 
children will in most cases become eligible for Medicaid as adults on the basis of 
their disability. Nondisabled AFDC children, in contrast, will generally lose eligi­
bility for Medicaid when they reach their majority. Thus the disabled Medicaid child 
will also be Medicaid's responsibility as an adult. If these children are not reached 
in childhood— when the possibility of reversing or reducing disability is greatest—  
the long-term cost to Medicaid will be dramatically increased.

The Developmental Disabilities Act. A second and equally specious rationale for 
excluding mentally retarded and developmentally disabled children from the program is 
the putative availability of treatment services for them under the Developmental Disa­
bilities Act (P.L. 94-103). The legislative mandate of P.L. 94-103 is that of plan­
ning and coordination of services, and not service delivery. P.L. 94-103 1b equipped 
to provide neither the funding nor the administrative apparatus necessary to deliver 
services, except as the provider of last resort in certain limited instances. Even 
then, current appropriations ($30 million) could not possibly absorb the burden of 
providing in full those referral and treatment services currently available to men­
tally retarded and developmentally disabled children und^r the EPSDT mandate. Clearly 
it is unrealistic to expect that, given its current structure and funding levels,
P.L. 94-103 could provide the scope and volume of services which the Medicaid apparatus 
is already organized to deliver.

Consequences of Exclusion

Perhaps the gravest danger inherent in the exclusion of mentally retarded and de­
velopmentally disabled children from services under CHAP is the very real likelihood of



its acting as an incentive to states to reclassify many otherwise eligible children 
as mentally retarded or developmentally disabled in order to lessen state financial 
involvement in the provision of screening, referral and treatment. Such a response 
on the part of the states will delay or deny treatment to many children for whom im­
mediate therapeutic attention is critical if permanent damage is to be avoided. Yet 
it is evident from the preliminary response by many states to programs such as P.L. 94- 
142, the "Education for All Handicapped Children Act," that additional state adminis­
trative and/or fiscal commitments to comprehensive new programs, even with the incen­
tive of a matching provision, tend often to be viewed in terms of the most expedient 
rather them the most equitable implementation route.

In the case of the CHAP program categorical exclusion is regressive as well as 
obstructive. During the past few years Congress has been moving away from defining 
basic social needs such as health in categorical terms, preferring to emphasize func­
tional capabilities and the specific types of services an individual might require in 
order to optimize his/her physical and mental competencies. At the same time there 
has been a trend toward the individualization of services provided under many federal 
programs, and a concentration upon developing programs whose balance of components re­
flects each person's unique needs. In this context it becomes readily apparent that 
a policy of blanket categorical exclusion is at best outdated, at worst insensitive, 
and in any event contradictory to the health needs of low-income mentally retarded and 
developmentally disabled children.

Finally, such a policy is clearly incompatible with Medicaid's long-standing re­
luctance to authorize a more circumscribed set of services to one group of eligible 
recipients than to another on the basis of diagnosis (Section 190 2(a)(10).

The EPSDT system was originally conceived as a mechanism for coordinating referral 
and treatment services for all eligible children under a centralized administrative 
rubric. By providing clients with a central locus through which they could be assured 
of receiving treatment, the program was to minimize the haphazard and discontinuous 
service delivery which generally characterizes an individual's attempts to receive 
health care from more than one agency or program. The EPSDT model is, of course, only 
a model; and many flaws exist in the way the system currently operates. But despite 
its many failures of implementation, we believe that the philosophical underpinnings 
of the program— the provision of centralized, comprehensive health care to all low-in­
come- children, including those mentally retarded and developmentally disabled— remain 
sound and ought to be perpetuated.

We therefore urge you to remove from the CHAP proposal as drafted that language 
which denies to mentally retarded and developtnentally disabled children their right to 
receive the health care necessary to insure their maximum participation as adults in 
American society. To this end we respectfully suggest the following revision of Sec­
tion 3(G):

"effective October 1, 1977, in the case of any individual 
under the age of twenty-one who has received his periodic 
assessment pursuant to section 1912(b)(1), for the inclusion 
of all care and services appropriate for individuals under 
age twenty-one (but  not  neo ooea e i l y in c l ud in g— (i)— th o se  
for- th e  - tr ea tm en t—o f  m e n ta l- i ll n e s s - ,—m en ta l—r e te r d a t ie n  —or-

•t h e - t r e a t ment  o f —e e n d i t i o ne —d i s c o v e r e d d u r i ng  an a s s e s s me n t )
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for which payment is available under this title, whether 
or not under the State plan for the State such care and 
services are provided to individuals who have not been 
periodically assessed pursuant to section 1912(b)(l)jH

Thank you for permitting us this opportunity to express our concerns. We look 
forward to the day when we can unreservedly express our support for a revised and 
expanded program of comprehensive health care for all low-income children. To that 
end we will be happy to cooperate with your staff in providing any further informa­
tion or assistance the Subcommittee may require.

NOTES

1. "President Carter Gives Hope to Handicapped Individuals," Congressional 
Record, Vol. 123, No. 99, Juno 9, 1977, pp. H5690-1I5691.

2. e.g, , National Center for Health Statistics, HRA/PKS/DHEW, Selected Vital 
and Health Statistics in Poverty and Nonpoverty Areas of 19 Large Cities, 
United States, 1969-71. (DHEW Pub. No. (HRA) 76-1904); The Children's “ 
Defense Fund, EPSDTi Does It Spell Health Care for Poor Children? (Washington, 
D.C.s The Washington Research Project, Inc., June, 1977).

3. Children's Defense Fund, op. cit., p. 109.
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APPENDIX

H.R. 6706

DECLARATION OF PURPOSE

SEC. 2. The purpose of this Act is to modify the early 
and periodic screening, diagnosis, and treatment program and 
broaden medicaid eligibility—

(1) to continue and expand the availability of 
health care to children whose families do not have 
adequate resources to cover the cost of such care 
and to strengthen efforts to assure adequate child 
health assessments, diagnosis, treatment, and periodic 
reassessment of all eligible children;

(2) to increase the number of children eligible 
for such care;

(3) to assure the continuity of care for a period 
after a child would on account of income become ineli­
gible for medical care under title XIX of the Social 
Security Act;

(4) to increase immunization levels of children;
and

(5) to provide further incentives to States to ar­
range for and encourage quality health care for children.

Mr. Rogers. Thank you. I thin k you have expresed very deep 
regard  and concern.

In your exper ience  how many of the  chi ldre n had to be 
institutionalized?

Ms. Haynes. We would be glad to submit some written testimony 
from our stat istia l data. I can say only in th e first group t ha t a little 
over 500. They were not insti tutions as such. I would be glad to 
submit this.

Mr. Rogers. I think that  would be helpful if you could submit it 
for the record.

[The informat ion requested was not availab le to the subcommit­
tee at the time of printing.]

Mr. Rogers. Can we find out for our own interests how the 
developmental disabilities are  funds being adminis tered?

Mr. Gray. Firs t of all, I thin k in considering the  Development 
Disability Act as a potent ial resource for these youngsters that 
would be excluded under this  program, we need to return  to the 
real inte nt of the act. Tha t is essentially plann ing and coordination 
and, to some extent , to protec t the rights  of developmentally dis­
abled citizens. We look, for example, at the  financial  resources 
coming into the Distric t of Columbia, and the  ent ire act provides 
only $150,000 for the  ent ire population.

Forty thousand dollars of tha t money is used for planning staff, 
which leaves about $100,000 to $110,000 for projects in the District 
of Columbia. Without going into a grea t deal of explanation, it is
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pretty c lear that is meager and certa inly would not nearly meet the 
needs of developmentally disabled citizens of the  District.

The enti re inte nt of the  act is to pull together a service delivery 
system from a planning point of view that  would bring togethe r 
services that  would meet the  myriad  needs of developmentally 
disabled citizens. I think to saddle the  DD program with that kind 
of responsibility  would be c ontrary to the intent  and far beyond the  
resources that  would be availab le under the  development disabil­
ities program.

Mr. Rogers. I jus t wondered how it was being applied here. 
Thank you. Your suggestions are helpful and we certa inly  will 

consider them. We are grate ful to you for being here.
We now have a panel of Dr. John B. Nelson, President, American 

Association of Psychia tric Services for Children; Dr. A llan Barclay, 
Departmen t of Psychology, St. Louis University, on behalf of the 
American Psychological Association and the  Association for the 
Advancement of Psychology; Dr. Joseph D. Noshpitz, Pas t Presi­
dent, American Academy of Child Psychia try; Jonas V. Morris, 
Governmental Affairs Consultant, National Council of Community 
Mental  H ealth Centers; and Ms. J uli a Oliver, D epar tmen t of Public 
Welfare, Member, Board of Directors, Mental Hea lth Association.

It is my understanding Dr. Barclay has to catch a plane, so if  we 
could le t him go fir st—may I say that  each of your statements will 
be made a part of the  record in full without objection and if each 
could make his or her remarks  in five minutes it would be 
appreciated.

STATEMENTS OF ALLAN G. BARCLAY, Ph.D., ON BEH ALF  OF THE 
AMERICAN PSYCHOLOGICAL ASSOCIATION, AND THE ASSOCI­
ATION FOR THE ADVANCEMENT OF PSYCHOLOGY, ACCOMPA­
NIED BY CLARENCE J. MARTIN, EXECUTIVE DIRECTOR AND 
GENERAL COUNSEL, ASSOCIATION FOR THE ADVANCEMENT OF 
PSYCHOLOGY; JULIA OLIVER, MEMBER, BOARD OF DIRECTORS 
AND COMMITTEE ON LEGISLATION AND SERVICES, MENTAL 
HEALTH ASSOCIATION; JOHN B. NELSON III, M.D., PRE SIDE NT,  
AMERICAN ASSO CIATION  OF PSYCHIATR IC SERVICE S FOR 
CHILDREN , ACCOMPANIED BY DEBORA KRAMER, EXECUTIVE  
DIRECTOR; JOSE PH D. NOSHPITZ, M.D., ON BEH ALF OF THE 
AMERICAN PSYCHIATRIC ASSOCIATION AND THE AMERICAN  
ACADEMY OF CHILD PSYCHIATRY, ACCOMPANIED BY VIR­
GINIA Q. BAUSCH, EXECUTIVE DIRECTOR, AMERICAN ACAD­
EMY OF CHILD PSYCHIATRY; AND JONAS V. MORRIS, GOVERN­
MEN TAL AF FA IR S CO NSU LTANT, NATIO NAL COUNCIL  OF 
COMMUNITY MENTAL HEALTH CENTERS

Dr. Barclay. Thank you for the  courtesy of offering first. Mr.
Chairm an, members of the House Subcommittee on Hea lth and the 
Environment of the Inters tate  and Foreign Commerce Committee, I 
wish to express my apprec iation  for the  opportuni ty to be here 
today to testify on the proposed child hea lth assessm ent program 
(CHAP) on behalf of the American Psychological Association and 
the Association for the Advancement of Psychology. My name is 
Allan G. Barclay, I am Professor of Psychology at  St. Louis Univer-
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sity and Director of the Child Development Center, St. Louis U ni­
versity School of Medicine. I am accompanied here today by Cla­
rence Martin , Executive Director and General Counsel of the 
Association for the Advancement of Psychology, an  advocacy group 
for psychologists concerned with public issues and the ir impact on 
psychology and the government.

I would like to offer my writ ten statement for the  record and, 
with the  permission of the chair and for the  sake of brevity, 
summarize my statement .

We support the  spir it of the CHAP bill in its atte mpt to 
strength en and improve the previous program, early  and periodic 
screening, diagnosis and  tr eatment (EPSDT). The provision of “com­
prehensive, continuing primary and preventive hea lth  care ” is a 
commendable goal, one with which we wholehearted ly agree. The 
insufficiencies of the EPSDT program have been extensively and 
thoughtfully  documented by the report  of the  Child ren’s Defense 
Fund, and need not be reite rated in our testimony.

The cur ren t bill, however, may consti tute a step backward even 
from the  currently existing EPSDT requirements, which obligate 
States  to at  least arrange  for, but not necessa rily pay for, all 
treatm ent  following assessment. If the aim of the proposed CHAP 
bill is to establish a comprehensive, coordinated, high quality pro­
gram for poor, high risk and disadvantaged children, it fails seri­
ously in this respect by excluding obligatory tre atm ent for “mental 
illness, menta l retardatio n, and the developmental disabil ities.” We 
must recognize th at the  problems of these  children are  often more 
psychological and behaviora l than medical in na ture and medical 
treatm ent  alone may simply be wasted if we do no t get to the  root 
cause of the problem.

“The difficulties existing unde r the current EPSDT program in 
terms of linking together the  assessment, screening and treatm ent  
process has been thoroughly documented, and we believe the CHAP 
bill would present even more significan t difficulty in this respect. 
We strongly believe th at  it is both a professional as well as an 
ethica l responsibility to provide treatm ent  resources for develop­
mental problems identified throu gh screening and assessment.

A second major area of concern for us, as psychologists, is the 
developmental screening aspect of the bill. Screening is a poor term  
for t he complicated process involved in separating those experienc­
ing problems from those with normal development. Assessment, or 
developmental review, would be a term  more reflective of the 
complexity of the process. As has been reit era ted repeated ly by 
professionals involved in this  area, recognizing the  cultural  and 
ethnic diversity of our plural istic society, no single inst rum ent  can 
be used for developmental assessment for all ages and all functions, 
or in all environments. A varie ty of assessm ent procedures, of 
adequate reliabi lity and validity are available, depending upon the 
age of the child and the  dimensions to be assessed. However, few of 
these  instruments have been developed and standardized with the 
population  of children  in question; that  is, high risk, poor and 
disadvantaged children, especially those from minor ity populations.

The American Psychological Association stands firmly behind the 
concept of prevention of emotional and developmental disorders,
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both from a hum ani tarian point of view and from a concern for 
reducing the increasing large sums of money which we Americans 
pay for medical care. In Missouri, for instance, we estim ate a 
mentally retarded or severe ly emot ionally disturbed child or adoles­
cent who must  be institu tional ized will cost the State in excess of 
$13,000 for each year  he rema ins institutionalized.

The concept of assessment of developmental problems, and the ir 
treatm ent at an early stage, holds considerable promise, but  is an 
extremely complicated undertaking. The state of the ar t is such 
that  fully adequate inst rum ents for this  kind of assessment a re only 
in rudimen tary  stage of development. Certainly , as a first step, a 
high prior ity for this program should be the funding of research 
with the  prim ary aim of development techniques for, to name only 
a few areas , t he assessment of psychosocial, cognitive, emotion, and 
linguistic  functioning in children from cultu rally  and socially di­
verse backgrounds.

In summary, the CHAP bill has enormous poten tial for improving 
the  hea lth  and welfare of poor and disadvantaged children in our 
count ry and holds promise in the long run  for minimizing the  cost 
of more extensive interventions at a later point in the individual’s 
life. The s tated i ntent of the program and many of its provisions are 
extremely hopeful. Provisions should, however, be buil t in to the bill 
which allow for thorough evaluation  of the  effectiveness of the 
program in behavioral, observable terms.  The American Psychologi­
cal Association supports the  gradual phasing-in of a comprehensive, 
high-quality health assessm ent and treatm ent program for all  Med­
icaid chi ldren which includes concern for social, emotional, intellec­
tua l and developmental functioning . We offer our resources and 
expert ise to assist in any way possible to insure th at  a significant 
national hea lth program of assessment and treatm ent for high-risk 
poor and disadvantaged child ren can be developed and effectively 
implemented.

[Testimony resumes on p. 496.]
[Dr. Barclay’s prepared sta tem ent  follows:]
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Testimony of

Allan 6. Barclay, Ph.D.
American Psychological Association

ACCOMPANIED BY

Clarence J. Martin
Executive Director and General Counsel

Association for the Advancement of Psychology

Mr. Chairman, Members of the House Subcommittee on Health 
of the Interstate and Foreign Commerce Committee, I wish to 
EXPRESS MY APPRECIATION FOR THE OPPORTUNITY TO BE HERE TODAY TO 

TESTIFY ON THE PROPOSED CHILD HEALTH ASSESSMENT PROGRAM (CHAP)

ON BEHALF OF THE AMERICAN PSYCHOLOGICAL ASSOCIATION AND THE 

Association for the Advancement of Psychology. My name is 
Allan G. Barclay, I am a Professor of Psychology at St. Louis 
University and Director of the Child Development Center, St.
Louis University School of Medicine. I am accompanied here today 
by Clarence Martin, Executive Director and General Counsel of the 
Association for The Advancement of Psychology, an advocacy group 
FOR PSYCHOLOGISTS CONCERNED WITH PUBLIC ISSUES AND THEIR IMPACT 

ON PSYCHOLOGY AND THE GOVERNMENT.

The American Psychological Association represents over 45,000
PSYCHOLOGISTS THROUGHOUT THE NATION --  MANY OF WHOM SPECIALIZE IN

DEVELOPMENTAL PSYCHOLOGY, AND CLINICAL CHILD PSYCHOLOGY, AND 

WHO ARE ACTIVELY INVOLVED IN CLINICAL SERVICE, CLINICAL RESEARCH 

AND BASIC RESEARCH WITH CHILDREN. AMONG THE MANY ROLES OF PSYCHO­

LOGISTS, TWO PRIMARY ONES ARE: 1) THE DEVELOPMENT AND USE OF IN­

STRUMENTS DESIGNED TO ASSESS DISORDERS OF SOCIAL/EMOTIONAL, 

INTELLECTUAL, LEARNING, AND NEUROPSYCHOLOGICAL NATURE; AND 2) THE 

DEVELOPMENT AND IMPLEMENTATION OF HIGH QUALITY REMEDIAL AND THERA­

PEUTIC PROGRAMS FOR OPTIMAL GROWTH AND DEVELOPMENT OF THE CHILD.
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The purposes of the A P A  Division on Child and Youth Services 
ARE 1) TO PROVIDE A RECOGNIZED/ MAJOR ORGANIZATIONAL ENTITY 

within the American Psychological Association to be concerned 
SPECIFICALLY WITH CLINICAL AND SCIENTIFIC ISSUES RELATIVE TO 

SERVICES/ AND SERVICE STRUCTURES FOR CHILDREN AND YOUTH AND 

2) TO DEVELOP PREVENTIVE AND CORRECTIVE MEASURES TO DEAL WITH 

THE DEVELOPMENTAL PROBLEMS OF CHILDREN AND YOUTH.

We support the spirit of the CHAP bill in its attempt 
TO STRENGTHEN AND IMPROVE THE PREVIOUS PROGRAM/ EARLY AND 

Periodic Screening/ Diagnosis and Treatment ( E P S D T ) .  The provi­
sion OF "COMPREHENSIVE/ CONTINUING PRIMARY AND PREVENTIVE HEALTH 

CARE" IS A COMMENDABLE GOAL/ ONE WITH WHICH WE WHOLEHEARTEDLY AGREE. 

The insufficiencies of the E P S D T  program have been extensively 
AND THOUGHTFULLY DOCUMENTED BY THE REPORT OF THE CHILDREN'S 

Defense Fund/ and need not be reiterated in our testimony, It is 
CLEAR THAT THE INTENT OF AN ACT/ AND ITS ACTUAL IMPLEMENTATION/

ARE TWO VERY DISTINCT ISSUES/ AND THAT MUCH NEEDS TO BE DONE WITHIN 

the Medicaid program to improve the assessment and treatment of 
NEEDY CHILDREN. TESTIMONY OF THE CHILDREN'S DEFENSE FUND/ THE 

American Association of Psychiatric Services for Children/ the 
American Orthopsychiatric Association/ and the Coalition for Children 
and Youth has thoroughly specified changes which would be advisable 
IN THE CURRENT PROPOSAL TO MAKE IT A MORE OPTIMALLY FUNCTIONING

SYSTEM.

97-633  0 -  77 - 32
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AS MENTAL HEALTH CARE PROVIDERS, WE ARE PARTICULARLY CONCERNED 

WITH THOSE ASPECTS OF THE PROGRAM WHICH DEAL WITH THE ASSESSMENT 

OF children's BEHAVIORAL, EMOTIONAL, MENTAL, AND DEVELOPMENTAL 

PROBLEMS, AND THEIR TREATMENT. THE REPORT OF THE CHILDREN'S DEFENSE 

Fund in June 1977, on the EPSDT documents the fact that developmental 
PROBLEMS ARE AMONG THE MOST COMMON CONDITIONS THAT AFFECT CHILDREN —  

PARTICULARLY, POOR, HIGH RISK AND DISADVANTAGED CHILDREN. THE 

Report states that "the combined group of mentally retarded,
SEIZURE DISORDERS, NEUROMOTOR DISABILITIES, SCHOOL LEARNING 

PROBLEMS AND EMOTIONAL DISTURBANCES EXCEED 17% OF ALL CHILDREN 
A PERCENTAGE THAT IS HIGHER THAN MOST OTHER CONDITIONS SUCH 

AS ANEMIA, OR TUBERCULOSIS" (WILLIAM K. FRANDENBURG AND A. FREDERICK 
North, A_£ujuie_lo_5cre.eiiin&_fqr EESDI BfiOGfiAti_UtmERjlEiiiCAii2,PRE 
PARED BY THE AMERICAN ACADEMY OF PEDIATRICS, WASHINGTON, D.C.,
Social and Rehabilitation Service, U.S. Department of Health, 
Education and Welfare June 1970, P. 101).

The Report of the Children's Defense Fund also cites data 
GATHERED BY HAGGERTY, ET.AL., WHICH STATES THAT "THE MOST PROMINENT 

OF THE CHILD HEALTH PROBLEMS THAT HAVE EMERGED IN THE PAST DECADE 

OR TWO ARE THE BEHAVIORAL AND SCHOOLING PROBLEMS FOUND IN CHILDREN 

OF ALL AGES. BETWEEN 20-30% OF CHILDREN ENTERING FIRST GRADE 
HAVE BEEN IDENTIFIED AS HAVING BEHAVIORAL AND EMOTIONAL PROBLEMS. 

(p.95) The prevalence of pre-school behavioral problems in various 
POPULATIONS VARIES FROM 8-50% (P.99); AND 10-30% OF SCHOOL CHILDREN 
EXPERIENCE SIGNIFICANT LEARNING PROBLEMS OR BEHAVIORAL DIFFICULTIES." 

(Robert Haggerty, et.al., Chllil Health and the Community, New York 
John Wiley & Sons, 1975, p.101).
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Candidly, however, the present provisions of the proposed 
BILL WOULD HAVE AN ADVERSE EFFECT FROM OUR POINT OF VIEW. It 
HAS been clearly documented that a large proportion of children
HAVE EMOTIONAL, BEHAVIORAL, AND PHYSICAL PROBLEMS RELATED TO 

GROWTH AND DEVELOPMENT, AND THAT THERE EXISTS A GREAT NEED FOR

TREATMENT AVAILABILITY AND FOLLOW-UP TREATMENT FOR THESE DEVELOP­

MENTAL PROBLEMS. The CURRENT BILL, HOWEVER, DOES NOT OBLIGATE 
STATES TO PROVIDE FOR THE TREATMENT OF THESE DISORDERS. THIS IS 

A STEP BACKWARD EVEN FROM THE CURRENTLY EXISTING EPSDT REQUIREMENTS, 
WHICH OBLIGATE STATES TO AT LEAST ARRANGE FOR, BUT NOT NECESSARILY 

PAY FOR, ALL TREATMENT FOLLOWING ASSESSMENT. If THE AIM OF THE 
PROPOSED CHAP BILL IS TO ESTABLISH A COMPREHENSIVE, COORDINATED,

HIGH QUALITY PROGRAM FOR POOR HIGH RISK AND DISADVANTAGED

CHILDREN, IT FAILS SERIOUSLY IN THIS RESPECT BY EXCLUDING OBLIGA­

TORY TREATMENT FOR "MENTAL ILLNESS, MENTAL RETARDATION, AND THE 

DEVELOPMENTAL DISABILITIES." WE MUST RECOGNIZE THAT THE PROBLEMS 

OF THESE CHILDREN ARE OFTEN MORE PSYCHOLOGICAL AND BEHAVIORAL THAN

MEDICAL IN NATURE AND MEDICAL TREATMENT ALONE MAY SIMPLY BE WASTED

IF WE DO NOT GET TO THE ROOT CAUSE OF THE PROBLEM.

"The difficulties existing under the current EPSDT program 
IN TERMS OF LINKING TOGETHER THE ASSESSMENT, SCREENING AND TREAT­

MENT PROCESS HAS BEEN THOROUGHLY DOCUMENTED, AND WE BELIEVE THE 

CHAP BILL WOULD PRESENT EVEN MORE SIGNIFICANT DIFFICULTY IN THIS 

RESPECT. WE STRONGLY BELIEVE THAT IT IS BOTH A PROFESSIONAL 

AS WELL AS AN ETHICAL RESPONSIBILITY TO PROVIDE TREATMENT RESOURCES

FOR DEVELOPMENTAL PROBLEMS IDENTIFIED THROUGH SCREENING AND ASSESS­

MENT.
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Concern has also been expressed that the CHAP bill will 
PROVIDE INCREASED INCENTIVE FOR DIAGNOSING CHILDREN IN THESE 

CATEGORIES, WHERE THE PROVISION OF TREATMENT IS NOT OBLIGATORY, ’

IN ORDER TO SAVE STATE FUNDS. THIS IS A HIGHLY UNDESIRABLE AND 

POTENTIALLY VERY DESTRUCTIVE SIDE EFFECT OF THE CHAP BILL AS IT 
NOW STANDS. THE PSYCHOLOGICAL LITERATURE IS REPLETE WITH 

EXAMPLES OF THE EFFECT OF CLASSIFICATION AND LABELING UPON 

FUTURE BAHAVIORS OF A CHILD AFFECTING THE PERCEPTIONS OF OTHERS,

SUCH AS PARENTS AND TEACHERS. EXPECTATIONS CREATED BY THE LABELING 

PROCESS ITSELF, WITH OR WITHOUT TREATMENT RESOURCES BEING MADE 

READILY AVAILABLE, ARE BAD ENOUGH AND A SOURCE OF CONCERN TO 

US —  BUT WITHOUT MANDATED TREATMENT TO ACCOMPANY SUCH LABELING 

WE MUST STRENOUSLY OBJECT TO THIS ASPECT OF THE CHAP BILL.
The goal of providing prevention, and early detection, of 

EMOTIONAL AND DEVELOPMENTAL DISORDERS IS A LAUDABLE ONE. WE KNOW 

THAT THE EARLIER A DISORDER IS TREATED, THE MORE SUCCESSFUL THE 

OUTCOME AND THE LESS LIKELIHOOD THAT IT WILL CAUSE OTHER PROBLEMS 

IN THE DEVELOPMENT OF TVlE CHILD. HOWEVER, THE CHAP BILL SHOULD 
GO FARTHER, NOT ONLY OBLIGATING THE STATE TO PAY FOR THE TREAT­

MENT FOR DISORDERS DISCOVERED UNDER THE CHAP PROGRAM, BUT ALSO 
PROVIDING FOR ADDITIONAL FUNDS FOR THE DEVELOPMENT OF TREATMENT 

RESOURCES IN COMMUNITIES WHERE SUCH RESOURCES ARE LIMITED OR 

NONEXISTENT AT THIS TIME. THIS, AGAIN, IS ANOTHER DOCUMENTED PROBLEM 

OF THE IMPLEMENTATION OF THE EP SD T PROGRAM. THE PROVISION IN THE 

CHAP BILL WHICH PROVIDES FOR A CONTINUITY OF CARE AND CONTINUATION 
OF NEEDED TREATMENT FOR 6 MONTHS AFTER A CHILD HAS LOST MEDICAID 

ELIGIBILITY IS A SIGNIFICANT STEP TOWARD REMEDIATING SOME OF THE 

PROBLEMS OF THE EP SD T, ALTHOUGH WE WOULD URGE CONTINUED TREATMENT
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UNTIL THE PROBLEM IS REMEDIATED.

A SECOND MAJOR AREA OF CONCERN FOR US, AS PSYCHOLOGISTS, IS

THE DEVELOPMENTAL SCREENING ASPECT OF THE BILL. SCREENING IS 

A POOR TERM FOR THE COMPLICATED PROCESS INVOLVED IN SEPARATING 

THOSE EXPERIENCING PROBLEMS FROM THOSE WITH NORMAL DEVELOPMENT. 

Assessment, or developmental review, would be a term more reflec­
tive OF THE COMPLEXITY OF THE PROCESS. As HAS BEEN REITERATED RE­

PEATEDLY BY PROFESSIONALS INVOLVED IN THIS AREA, RECOGNIZING THE 

CULTURAL AND EHTNIC DIVERSITY OF OUR PLURALISTIC SOCIETY, NO 

SINGLE INSTRUMENT CAN BE USED FOR DEVELOPMENTAL ASSESSMENT FOR 

ALL AGES AND ALL FUNCTIONS, OR IN ALL ENVIRONMENTS. A VARIETY

OF ASSESSMENT PROCEDURES, OF ADEQUATE RELIABILITY AND VALIDITY 

ARE AVAILABLE, DEPENDING UPON THE AGE OF THE CHILD AND THE DIMEN­

SIONS TO BE ASSESSED. HOWEVER, FEW, OF THESE INSTRUMENTS HAVE 

BEEN DEVELOPED AND STANDARDIZED WITH THE POPULATION OF CHILDREN

IN QUESTION -- THAT IS, HIGH RISK, POOR AND DISADVANTAGED CHILD­

REN ESPECIALLY THOSE FROM MINORITY POPULATIONS.

The American Psychological Association stands firmly behind
THE CONCEPT OF PREVENTION OF EMOTIONAL AND DEVELOPMENTAL DISORDERS,

BOTH FROM A HUMANITARIAN POINT OF VIEW AND FROM A CONCERN FOR RE­

DUCING THE INCREASINGLY LARGE SUMS OF MONEY WHICH WE AMERICANS 

PAY FOR MEDICAL CARE. In MISSOURI, FOR INSTANCE WE ESTIMATE A 

MENTALLY RETARDED OR SEVERELY EMOTIONALLY DISTURBED CHILD OR

ADOLESCENT WHO MUST BE INSTITUTIONALIZED WILL COST THE STATE IN 

EXCESS OF $1 3,0 00  FOR EACH YEAR HE REMAINS INSTITUTIONALIZED.

The concept of assessment of developmental problems, and their
TREATMENT AT AN EARLY STAGE, HOLDS CONSIDERABLE PROMISE, BUT IS
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AN EXTREMELY COMPLICATED UNDERTAKING. THE STATE OF THE ART 

IS SUCH THAT FULLY ADEQUATE INSTRUMENTS/ FOR THIS KIND OF ASSESS­

MENT ARE ONLY IN RUDIMENTARY STAGE OF DEVELOPMENT. CERTAINLY/

AS A FIRST STEP/ A HIGH PRIORITY FOR THIS PROGRAM SHOULD BE THE 

FUNDING OF RESEARCH WITH THE PRIMARY AIM OF DEVELOPING TECHNIQUES FOR 

TO NAME ONLY A FEW AREAS/ THE ASSESSMENT OF PSYCHOSOCIAL/

COGNITIVE/ EMOTIONAL/ AND LINGUISTIC FUNCTIONING IN CHILDREN 

FROM CULTURALLY AND SOCIALLY DIVERSE BACKGROUNDS.

Given the state of the art as it now exists/ the assessment 
OF MENTAL ILLNESS/ MENTAL RETARDATION/ AND DEVELOPMENTAL DISABILITIES 

IS A COMPLEX TASK/ REQUIRING THE SENSITIVITY AND JUDGMENT OF A 

TRAINED PROFESSIONAL. WHILE MEDICAL SCREENING AND TREATMENT FOR 

MEDICAL DISORDERS LENDS ITSELF TO A UNIDIMENSIONAL SCREENING TEST 

WHICH CAN BE READILY ADMINISTERED BY A TECHNIC-IAN WITH A PASS/FAIL 

OUTCOME/ SCREENING FOR DEVELOPMENTAL PROBELMS PRESENTS A QUITE 

DIFFERENT PROBLEM. SECURING THE INVOLVEMENT AND COOPERATION 

OF THE PARENTS/ EFFECTIVELY INTERVIEWING AND/ WHEN APPROPRIATE/ 

TESTING THE CHILD/ AS WELL AS OBSERVING THE CHILD IN THE NATURAL 

ENVIRONMENT/ ARE ALL PROCEDURES WHICH MAY BE REQUIRED AS PART OF 

THE DEVELOPMENTAL REVIEW AND/OR ASSESSMENT/ AND WHICH REQUIRE THE 

ABILITIES OF A HIGHLY SKILLED PROFESSIONAL. ALTHOUGH THERE MAY 

BE SOME FUNCTIONS WHICH COULD BE PERFORMED BY A PARAPROFESSIONAL 

UNDER THE SUPERVISION OF A PROFESSIONAL/ THESE WOULD NEED TO BE

DETERMINED ESPECIALLY IN LIGHT OF THE SERIOUSNESS OF DECISIONS 

MADE FROM SUCH DATA/ BY THE NEEDS OF THE APPROPRIATE RESEARCH.

The procedures to be used in each case must be determined by the
NEEDS OF THE INDIVIDUAL/ AND CONCLUSIONS DRAWN MUST BE TEMPERED
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BY A KNOWLEDGE OF WHAT IS NORMAL FOR THE CHILD WITHIN THEIR

OWN CULTURE' AS WELL AS AN UNDERSTANDING OF THE EMOTIONAL AND 

MOTIVATIONAL CONDITIONS AFFECTING THE ASSESSMENT' AND THE AV­

AILABILITY OF SUPPORT FROM THE FAMILY AND COMMUNITY STRUCTURE.

These are most difficult judgements to make' and most critical 
ONES' SINCE LABELING THE CHILD AT AN EARLY AGE MAY ADVERSELY 

AFFECT SUBSEQUENT DEVELOPMENT FAR INTO THE FUTURE. MOREOVER'

THE ABILITY TO INVOLVE THE PARENTS AND SCHOOLS' AND ENLIST THEIR 

COOPERATION' IS CRITICAL TO THE OUTCOME OF ANY ASSESSMENT OR 

TREATMENT PROCEDURE' SINCE A CHILD MUST FUNCTION WITHIN THE HOME

AND SCHOOL ENVIRONMENTS AND ANY MEANINGFUL CHANGE TO HELP THE

CHILD MUST OCCUR IN THE CONTEXT OF SUCH ENVIRONMENTS.

We further suggest that funds be made available for the 
TRAINING OF PROFESSIONALS AND PARAPROFESSIONALS FOR APPROPRIATE 

UTILIZATION IN THIS DEVELOPMENTAL ASSESSMENT PROCESS. EPSDT HAS 
BEEN HAMPERED BY THE LACK OF ADEQUATELY TRAINED PERSONNEL AS WELL 

AS BY THE LACK OF TREATMENT RESOURCES. As THE SITUATION EXISTS 

AT THIS CURRENT TIME' THE ABILITY AND SENSITIVITY OF THE PERSON 

PERFORMING THE ASSESSMENT IS MORE CRUCIAL THAN THE SPECIFIC INSTRU­

MENTS USED.

IN SUMMARY' THE CHAP BILL HAS ENORMOUS POTENTIAL FOR IMPROVING 
THE HEALTH AND WELFARE OF POOR AND DISADVANTAGED CHILDREN IN OUR 

COUNTRY AND HOLDS PROMISE IN THE LONG RUN FOR MINIMIZING THE COST 

OF MORE EXTENSIVE INTERVENTIONS AT A LATER POINT IN THE INDIVIDUAL'S 

LIFE. The stated intent of the program and many of ITS PROVISIONS 
ARE EXTREMELY HOPEFUL. PROVISIONS SHOULD'HOWEVER' BE BUILT INTO 

THE BILL WHICH ALLOW FOR THOROUGH EVALUATION OF THE EFFECTIVENESS
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OF THE PROGRAM IN BEHAVIORAL, OBSERVABLE TERMS. THE AMERICAN 

Psychological Association supports the gradual phasing-in of a 
COMPREHENSIVE, HIGH-QUALITY HEALTH ASSESSMENT AND TREATMENT PRO­

GRAM for all Medicaid children which includes concern for social, 
EMOTIONAL, INTELLECTUAL AND DEVELOPMENTAL FUNCTIONING. We OFFER 
OUR RESOURCES AND EXPERTISE TO ASSIST IN ANY WAY POSSIBLE TO INSURE

THAT A SIGNIFICANT NATIONAL HEALTH PROGRAM OF ASSESSMENT AND

TREATMENT FOR HIGH RISK POOR AND DISADVANTAGED CHILDREN CAN BE

DEVELOPED AND EFFECTIVELY IMPLEMENTED.

Mr. Rogers. Than k you very much, Dr. Barclay. We understand 
you do have to go. We will excuse you at  this time.

Mr. Mart in is here and can answer any questions. We welcome 
you, Mr. Clarence Martin, Executive Director and General Counsel 
of the Association for the Advancement of Psychology. Also the 
committee is pleased to have Mr. Jay Cutler, who for so many years 
worked on legislation so effectively.

I understand  Ms. Oliver has a t ime problem on transportation. Is 
there anyone else?

Ms. Oliver, we would be pleased to receive your statement . It will 
be made a part of the  record.

STATEMENT OF JULIA OLIV ER

Ms. Oliver. Mr. Chai rman and members of the subcommittee: My 
name is Ju lia  Oliver and I reside  in Tal lapoosa County, Alabama. I 
am appear ing today in behalf of the  Menta l Hea lth Association, of 
which I am a member of the Board of Directors and on the 
Committee on Legislation and Services. In addition, I am a social 
worker who has worked in Bryce Mental Hospital. I am the  former 
Commissioner of Public Welfare in Alabama and am now an admin­
istr ato r in the  Depa rtment of Pensions and Security  and I am 
fami liar with the administ ration of the  early, periodic screening, 
diagnosis, and treatm ent (EPSDT) program.

The Mental Health Association is th e national citizens’ voluntary 
organization, with membership approaching one million, represen t­
ing consumers of mental health services. Our goals a re to work for 
improved methods in the  research,  prevention, detection, diagnosis 
and treatm ent  of m ental illness, as well as the promotion of good 
mental health .

Mr. Chairman, we are  very grateful for this  opportunity to 
pre sen t our views to the Subcommit tee on Health  and the  
Environment.

The Mental Hea lth Association believes that  it is jus t as impor­
tant  for CHAP to provide trea tment  for the  menta lly ill as for the 
physically ill. We, therefore, urge the  House Subcommittee on
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Heal th and the  Environment to delete the discriminatory and 
inequitable language in H.R. 6706 tha t states: “...but not necessarily 
including those for the treatm ent of  mental illness, mental retard a­
tion, or developmental disabilit ies.” This language is contained on 
page 3, section 3, subparagraph  G, lines 9, 10, and 11 of th e Child 
Heal th Assessment Act (CHAP).

The Mental Hea lth Association has consistent ly been an advocate 
for improved programs and services for menta lly ill children. The 
Association believes that a tota l system of care must  be available  
for children suffering from mental illness, and treatm ent programs 
for children from all income levels are  essential . The CHAP pro­
posal clear ly discrim inates against low-income mentally  ill children  
and will be ano ther  bar rier to equal opportunity  for trea tme nt.

Unless CHAP mandates the  tre atm ent services for the  menta lly 
ill, many children will be deprived of these necessary and important 
services. This discrim ination would compound an existing practice 
whereby the  Medicaid program has consistently and arb itra rily  
discrim inated against one segment of the  population—the menta lly 
ill people: only 29 States, as of Jun e 1, 1976, were providing the  
Medicaid option to cover care for patients  under 21 in psychiatric 
hospitals. Not all States  provide outpat ient care.

To mandate the screening and diagnosis of eligible children and 
then  not make provisions for the  recommended treatm ent seems 
inconsistent with the  goals of H.R. 6706. Those stated goals are to 
stren gthen and improve the  EPSDT program for children whose 
families do not have adequate resources to cover the cost of such 
care and to provide fu rthe r incentives to S tates  to arrang e for—and 
encourage—quali ty heal th care for children. Authorizing treatm ent  
for physical but not for mental illness is rat he r like saying that  
under  CHAP children can be trea ted  from the neck down but not 
from the  neck up. Why is it  necessary to make this unfair, arb itra ry 
distinction?

Gentlemen, one example of the  value of early  diagnosis and 
treatm ent  is t he story of a child with whom we have had a personal  
experience who did not  come to the attentio n of authoriti es unti l he 
was 12 years of age. All of his life he exhibited behavioral problems. 
Because of his acting  out behavior his mother was unable  to cope, 
placed him in foster care and immedia tely deserted. His fath er 
refused to accept responsibil ity for his son’s behavior. Although 
some t rea tment was given while in foster care this was shortlived. 
His behavior  finally culminated in expulsion from school and he 
eventually went on the stre ets—drugs led to institutionaliz ation  
and late r his criminal behavior  resulted in being imprisioned. 
Perhaps early  diagnosis and treatm ent would have helped this  boy 
and he would have led a useful life.

Mental illness affects a t l east 10 percen t of our population  includ­
ing children and youth and it has been said by the  American 
Medical Association to be the country’s number one hea lth prob­
lem. Yet there still remains discrim ination, inadequate  financial 
support, and stigma for those who suffer from mental illness. 
Par tial ly because of recent successful court  cases of litigation , 
especially in right to treatm ent  cases, and legislation, such as the 
Education for All Handicapped Children Act—Public Law 94-142—
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the historical neglect of mentally ill persons is changing. Surely 
treatm ent  services for the mentally ill children  should be included 
in such an important health program as envisaged in H.R. 6706.

The incidence of menta l illness is increasing, and services that  
focus on prevention, early  detection, and treatm ent are  essential . 
Children who are menta lly ill are grossly underserved. In a 1976 
U.S. Office of Education report, it was es timated tha t 55 percent of 
the  Nation’s 7.8 million handicapped children  are  served by educa­
tional programs. The emotionally disturbed children were t he most 
unserved; only 13 percent of those suffering such handicaps  were 
served. The CHAP proposal is continuing to view mentally ill 
children  as ones who will be served only afte r the needs of others 
are  met.

Delay in treatm ent  compounds the problems of the menta lly ill 
child and increases the chances that long-term, expensive hospital­
ization will be necessary for them. In addition, treatm ent  for 
emotional problems is inter relat ed with physical health. Some 
studies, including the 1975 California Psychological Health Plan, 
have shown low costs for the treatm ent of physical illness when 
adequate menta l health services are  available. According to Kaiser- 
Perm anen te and othe r studies, more tha n ha lf the complaints  in 
doctor visits have a significan t psychological basis or component.

It seems logical and cost effective to invest in services that focus 
on prevention, early  detection, and t rea tment for high-risk children. 
These services could help increase futu re earn ing capability, pre­
vent institu tional ization, and prevent chronic dependency. The 
CHAP program has potent ial for being an important means of 
prevention. The treatm ent  services could prevent the  problems 
from being compounded and made more complex. These services 
could help a child develop to his /he r maximum potential.

By not mandating  coverage of critica lly needed treatm ent  ser­
vices, progress will be fur ther delayed in meeting the  needs of 
children whose menta l and physical he alth  is adversely affected due 
to the effects of poverty. The Joint Commission on the  Mental 
Health of Children in 1969 listed some facts th at  indicated a need 
for priority  attention to physical and mental hea lth needs of poor 
children. These facts included:

“Analysis of head sta rt children showed that  at least  10 percent 
were judged to be crippled in the ir emotional development by the 
age of 4 years. In some cities, this figure is estimated at 20 to 25 
percen t.”

“The early resul ts of cur ren t study of men tal and emotional 
disorders among children in Man hattan show t ha t rates  are  much 
higher for poor children and for children who are members of 
oppressed minor ity groups.”

Trea tment of mentally ill children  is not more expensve than 
many of the  conditions covered in CHAP. In 1973 Blue Cross-Blue 
Shield Federal high option had only 2.7 percent  of its admissions for 
menta l conditions for patients unde r 18 years  of age. Without 
adequa te diagnosis and trea tme nt, the  costs of menta l illness to 
society a re great , because the highest proportion of the  cost is due 
to decreased productivi ty because of mental  illness—not treatm ent  
costs. Of the [NIMH, 10/75, Division of Biometry and Epidemiology]
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$37 billion estim ated costs, $14$ billion is for direct care, and $19 
billion is because of decreased product ivity and related indirect 
costs. All of which could have been decreased if services had been 
available to individuals  at an ear lier  age.

The CHAP proposal will not resolve the  serious lack of programs 
serving the children who have—or could—potentially have emo­
tional problems. The actions taken regarding the treatm ent of 
menta l illness in this  legislation could have a major impact on how 
national insurance proposals are  drafted.

Community Menta l Hea lth Centers canno t continue to serve 
children  and youth  unless other Federal programs such as CHAP 
become part of the case of continued financ ial support created by 
the Federa l seed money for these  centers.

Mr. Chairm an, with the cur ren t wording of the legislation, the 
rights  and prior ities of the mentally  ill, mentally retard ed, and 
developmentally disabled continue to be neglected. The Mental  
Heal th Association believes that  this  capricious and arb itra ry dis­
crimination  again st low-income men tally  ill children can—and 
should—be el imina ted by strik ing lines 9, 10, and 11 of Section 3, 
subparagraph  G of H.R. 6706 . Under the  provisions as they now 
exist, there is a  possibility that  Some s tates would label child ren— 
menta lly ill, developmentally disabled, or mentally reta rded—as a 
means of avoiding providing otherwise mand ated services. You are 
able to remove the  obstacles put forth  in the  legislation  and allow 
all of these children to have an equal oppor tunity  to receive 
assistance  in overcoming th eir  handicaps at an early  stage in the ir 
growth and development. We thus urge you not to allow these  
children  to go without treatm ent  and that  you mandate  this  tre at ­
ment for mentally ill as well as physically ill children.  Without 
prevention  and treatm ent  the costs are  high—in terms of human 
life, usefulness to society—and in extrem ely high fiscal costs.

Mr. Chairman, some children who a re mentally ill will eith er be 
relieved from the ir pain or the ir suffering will continue. Thei r fate 
rests largely in your hands and the  action by this  committee.

Thank you for the  opportunity  of presenting the  views of the 
Mental Heal th Association.

Mr. Rogers. Thank you for a most helpful sta tem ent  and  for your 
presence here. We understand your time element and we will 
excuse you. Than k you for your presence.

Dr. Nelson.

STATEMENT OF JOHN B. NELSON III, M.D.

Dr. Nelson. Mr. Chairman, the  hour is late and fatigue  is setting 
in.

Mr. Rogers. I underst and  you are  accompanied by Debora 
Kramer, who is Executive Director of your Association. We welcome 
you.

Dr. Nelson. I will make a very short sta tment  in recognition of 
the lateness of the  hour.

We wan t to cover five areas that  we believe require attention. 
The f irst is the  inclusion of mental hea lth trea tme nt; the  second, an 
effective outreach component in the  program; third , increasing
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initiat ives for partic ipation of qualified providers; fourth, man dat­
ing State performance criteria; and fifth, developing the  Sta tes’ 
capacity to deliver CHAP services.

We will be submitting testimony and data  t ha t will support these 
areas. Thank you.

[Testimony resumes on p. 594.]
[Dr. Nelson’s prepared statement and appendixes follow:]

STATEMENT OF JOHN B.  NELSON I I I ,  M .D .,  PRESIDENT

AMERICAN ASSOCIATION OF PSYCHIATRIC SERVICES FOR CHILDREN

Mr . C hai rm an , d i s t i n g u i s h e d  c o ll e a g u e s ;

I t  i s  in d e e d  a  p le a s u r e  to  a p p ea r b e fo re  yo u to d a y  to  p r e s e n t  ou r v ie w s

on  so  im p o r ta n t a p ie c e  o f l e g i s l a t i o n  a s  HR 6706 , th e  C h il d  H e a lt h  A ss ess m ent

Act  o f 197 7.  My name i s  Jo hn N e ls on . I  am a  c h i l d  p s y c h i a t r i s t  by  t r a i n i n g ,

th e  m e d ic a l d i r e c t o r  o f th e  B ro o k li n e  M en ta l H e a lt h  C e n te r in  B ro o k li n e , M ass .,

an d th e  c u r r e n t  p r e s id e n t  o f  th e  Amer ic an  A s s o c ia ti o n  o f  P s y c h ia t r i c  S e rv ic e s  

f o r  C h il d re n . Acc om pa ny ing me to d a y , i s  M rs . D eb ora  K ra m er , E x e c u ti v e  D ir e c to r  

o f  AAPSC. As th e  l a r g e s t  o r g a n iz a t io n  o f c h i l d r e n 's  m e n ta l h e a l th  s e r v i c e s  in  

th e  c o u n tr y , The  AAPSC, whose mem ber s e r v ic e s  em pl oy  o v e r 8 ,0 0 0  c h i ld  m en ta l 

h e a l t h  p r o f e s s i o n a l s  fr om  a l l  th e  d i s c i p l i n e s ,  w is h e s  t o  commend th e  s t a t e d

i n t e n t  o f t h i s  l e g i s l a t i o n .

I t  i s  u n n e c e s sa ry  f o r  u s to  r e i t e r a t e  th e  d e c l a r a t i o n  o f p u rp o se  c o n ta in e d  

in  Sec. 2 o f  th e  B i l l .  We c e r t a i n l y  a g re e  on  th e  g o a l o f  m ak in g q u a l i t y  h e a l th  

c a r e  a v a i l a b l e  to  th o s e  c h i ld r e n  who se  f a m i l i e s  do  n o t have  su ch  c a r e .  In  many

r e s p e c t s  th e  CHAP b i l l  does im pro ve  and ex pa nd  up on  th e  E a r ly  P e r io d ic  S c re e n in g  

D ia g n o s is  an d T re a tm en t pro gra m . In  f a c t  th e  l e g i s l a t i o n  a p p e a rs  to  be  re s p o n s iv e  

t o  many o f th e  c r i t i c i s m s  t h a t  hav e be en  le v e le d  a g a i n s t  EPSDT In  th e  few y e a r s  

i t  h as  been  o p e r a t i o n a l .  I t  adds  to  th e  M edic aid  an d EPSDT e l i g i b l e  p o p u la t io n ,  

th o s e  c h i ld r e n  u n d e r th e  ag e o f s i x  (a lt h o u g h  we w ou ld  l i k e  to  s e e  t h i s  am ended  

a l s o  to  in c lu d e  c h i ld r e n  from  6 to  21 ) wh ose fa m il y  s t r u c t u r e  p r e s e n t l y  ma ke s 

them  i n e l i g i b l e  fo r  s e r v i c e s .  I t  sp eak s  to  th e  i s s u e  o f  c o n t in u i ty  o f  c a re

by  c o n ti n u in g  e l i g i b i l i t y  f o r  m e d ic a l a s s i s t a n c e  f o r  s i x  m on th s a f t e r  th e  fa m il y  

i s  no  lo n g e r  M edic aid  e l i g i b l e  b e ca u se  o f h ig h e r  in co m e.  I t  i n c r e a s e s  th e  f in a n ­

c i a l  i n c e n t iv e s  fo r  th e  S ta te s  by  augm enting  th e  F e d e ra l m atc h . I t  a tt e m p ts

t o  im pr ov e up on  th e  q u a l i t y  an d c o n t in u i ty  o f c a r e  by  a s k in g  th e



501

S ta te s  to  e n t e r  in to  a g re em en ts  w it h  c o m p re h en si v e  c a r e  p r o v id e r s  f o r  h e a l th  

re s o u rc e  develo pm ent in  a r e a s  w it h  a s h o r ta g e  o f.  co m p re h en si v e  c a r e  p r o v id e r s .

And i t  m andate s  tr e a tm e n t f o r  a l l  c o n d i t io n s  fo und in  th e  a s se ssm e n t o f  c h i ld r e n  

w it h  c e r t a i n  n o ta b le  an d s h o r t s ig h te d  e x c e p t io n s ;  nam ely , m e n ta l i l l n e s s ,  m enta l 

r e t a r d a t i o n ,  d e v e lo p m e n ta l d i s a b i l i t i e s ,  an d f o r  c e r t a i n  k in d s  o f  d e n t a l  c a r e .

1• N on -M an da to ry  C over ag e o f T rea tm e n t f o r  M en ta l I l l n e s s  

The  l i m i t a t i o n  on  th e  t r e a tm e n t o f  m e n ta l i l l n e s s  p o se s  an  o b v io u s  p ro ble m  

to  th o s e  o f  u s en gag ed  in  th e  p r o v is io n  o f  m e n ta l h e a l th  s e r v ic e s  to  t h i s  gr oup 

o f  p a r t i c u l a r l y  v u ln e r a b le  c h i l d r e n .  The  b i l l  a s  w r i t t e n  in  f a c t  ta k e s  a r e g r e s ­

s iv e  s te p  from  th e  o r i g i n a l  e n a b l in g  l e g i s l a t i o n  f o r  EPSDT, w h ic h , a lt h o u g h  n o t 

m an d a ti n g  f e d e r a l  f i n a n c i a l  p a r t i c i p a t i o n  in  th e  t r e a tm e n t o f  m en ta l i l l n e s s ,  

d id  m andate  r e f e r r a l  f o r  tr e a tm e n t s e r v i c e s .  As th e  p re s e n t  l e g i s l a t i o n  r e a d s ,  

o n ly  tr e a tm e n t s e r v i c e s  p r e s e n t l y  a v a i l a b l e  in  th e  in d iv id u a l  S t a t e 's  M edic a id  

p la n s  wou ld  be  c o v e re d  by  CHAP. S in c e  i n p a t i e n t  s e r v i c e s  a r e  now a S t a t e  o p t io n ,  

a s  a r e  c l i n i c  s e r v i c e s ,  m e n ta l h e a l th  tr e a tm e n t s e r v i c e s  w i l l  n o t be  a v a i l a b l e  

to  th e  CHAP c h i ld r e n  in  th o s e  s t a t e s  t h a t  do  n o t in c lu d e  c l i n i c  an d i n p a t i e n t  

s e r v ic e s  in  t h e i r  M edic aid  p la n s . Only 29  S t a t e s  p r e s e n t l y  in c lu d e  I n p a t i e n t  

s e r v i c e s :  42 In c lu d e  c l i n i c  s e r v i c e s ,  b u t n o t a l l  o f  th e  42 in c lu d e  m e n ta l h e a l th

c l i n i c  s e r v i c e s .

The  AAPSC has q u e s ti o n e d  many o f  th e  DHEW o f f i c i a l s  who p a r t i c i p a t e d  in  

th e  d r a f t i n g  o f  th e  HR 6706. We w er e to ld  t h a t  th e  e x c lu s io n  o f m e n ta l h e a l th

tr e a tm e n t s e r v i c e s  from  th e  m andato ry  p r o v is io n s  o f  th e  B i l l  wa s du e to  th e  la c k  

o f  a v a i l a b l e  d a ta  on c o s t  an d u t i l i z a t i o n  o f  m e n ta l h e a l th  tr e a tm e n t s e r v i c e s  by 

p e rs o n s  u n d er 21 y e a r s  o f a g e . We f in d  t h i s  r e a s o n in g  u n te n a b le .  In  f a c t ,  we 

wou ld  l i k e  to  s u g g e s t th a t  i t  p la c e s  u s in  a "C atc h  22 " s i t u a t i o n .  AAPSC has 

a tt e m p te d  to  g e t d a ta  from  th e  M ed ic a l S e rv ic e s  A d m in is tr a ti o n  ab o u t th e  c u r r e n t

e x p e r ie n c e  w it h  m e n ta l h e a l t h  s e r v i c e s  to  I n d iv i d u a l s  under 21 in  th e  T i t l e  XIX
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pro gra m  f o r  many y e a r s .  We have a sk e d : "How many c h i ld r e n  a re  b e in g  se rv ed  

in  th e  i n p a t i e n t  pro gra m  an d wha t a r e  th e  c o s ts ?  How man y c h i ld r e n  a re  b e in g  

s e rv e d  on  an  o u tp a t i e n t  b a s i s  th ro u g h  c l i n i c ,  o u t p a t i e n t ,  h o s p i t a l ,  an d i n d i ­

v id u a l  p ro v id e r  s e r v i c e s  an d w hat  a re  th o se  c o s t s ? "  What  we hav e been  t o ld  in  

th e  p a s t i s  t h a t  HEW d o e s n 't  kn ow , t h a t  th e  d a ta  a re  n o t b ro k en  down t h i s  way .

Up u n t i l  J u ly  o f 197 7,  we w er e a l s o  to ld  t h a t  HEW d i d n ' t  c a r e  a b o u t c o l l e c t i n g  

su ch  d a ta ,  t h a t  th e r e  w er e to o  man y o th e r  c o n c e rn s  a b o u t th e  o p e r a t io n  o f  th e  

M edic aid  pro gr am  to  b o th e r  w it h  ta k in g  a lo o k  a t  th e  e x p e r ie n c e  in  th e  m e n ta l 

h e a l t h  a r e a .  When th e  i n p a t i e n t  o p ti o n  be came  la w  we e v en  s u g g e s te d  to  th e  

D epar tm ent , t h a t  i t  w ou ld  be r e l a t i v e l y  s im p le  to  c o l l e c t  th e  i n p a t i e n t  d a ta  

on  m e n ta l h e a l th  s e r v i c e s  to  i n d iv id u a l s  u n d er th e  age o f  21 a t  th e  ti m e  o f th e

i n i t i a l  im p le m e n ta ti o n  o f th e  p ro gra m , b u t o u r r e q u e s t s  a lw ays f e l l  on d e a f  e a r s .

In  J u ly ,  19 77 , we re c e iv e d  fr om  th e  a c t in g  d i r e c t o r  o f th e  M ed ic aid  B ure au , 

w r i t t e n  a s s u ra n c e  t h a t  th e  c o l l e c t i o n  o f o u tp a t i e n t  c o s t  an d u t i l i z a t i o n  d a ta  wou ld  

becom e a h ig h  p r i o r i t y  in  T h e ir  FY '78 E v a lu a ti o n  p la n . T h is  a s s u ra n c e  come s a

l i t t l e  l a t e  f o r  u s to  an sw er  HEW's I n s i s t e n c e  t h a t  th e  re a s o n  f o r  th e  e x c lu s io n

o f  m en ta l h e a l th  tr e a tm e n t i s  th e  f a c t  t h a t  so  l i t t l e  i s  known ab o u t th e  c o s t s

o f  t r e a t i n g  m e n ta l i l l n e s s  in  c h i ld r e n .  A c tu a l ly ,  n o t a  g r e a t  d e a l o f d a ta  a re  

a v a i l a b l e ,  b u t t h a t  i s  o n ly  b e c a u se  no on e h a s  been  i n t e r e s t e d  in  fu n d in g  s tu d i e s  

t h a t  wou ld  p e rm it  th e  c o l l e c t i o n  o f  su ch  d a ta .  A p o l ic y  p a p e r p re p a re d  by  a

P u b li c  H e a lt h  A n a ly s t on  th e  s t a f f  o f th e  A s s i s t a n t  S e c r e ta r y  f o r  P la n n in g  an d

E v a lu a ti o n  c i t e s  th e  la c k  o f  r e s e a r c h  r e s o u rc e s  a s  on e o f  th e  p ri m ary  re a s o n s

f o r  th e  s c a r c i t y  o f  p re v a le n c e  s tu d i e s  in  th e  a re a  o f  c h i l d r e n 's  h a n d ic a p p in g  

c o n d i t io n s  (J ohn Dem psey , "H an dic apped  C h il d re n  an d D i s a b i l i t y :  A P o li c y  O ve rv ie w  

P a p e r ," O c to b e r  1 9 7 6 ).  In  f a c t ,  t h i s  same p a p e r s t a t e s  t h a t  th e r e  i s  v e ry  l i t t l e  

a c c u r a te  d a ta  on  th e  e n t i r e  p o p u la ti o n  o f  h an d ic ap p e d  c h i ld r e n  in  th e  n a t i o n ,  

b u t th a t  d a ta  in  th e  a re a  o f  th e  m e n ta ll y  i l l  a r e  m os t la c k in g .  One ca n ta k e
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the argument outlined in Dr. Dempsey’s paper one step further: there have been 

no resources available for the collection of prevalence data and there have

been no resources available for collecting cost and utilization data.

The AAPSC has attempted to gather, both from its own membership and from 

other sources known to us, what prevalence and cost/utilization data we could,

given the resources we could muster to collect it. What we have found are

contained in the tables appended to this statement. What little is available

does confirm what we have been saying for many years based on our own humanitarian 

instincts, namely, that emotional disabilities are widespread among the high risk 

children served by the EPSDT program, that the bulk of these children can be 

served by relatively short term intervention, and that for the very small per­

centage who need the lengthier and more costly inpatient and residential care, 

the utilization and cost experience in the small sampling of States participating 

in the program, does not merit HEW's decision to remove treatment of mental ill­

ness from the mandatory provisions of the Bill (see Appendix I).

In fact, we would suggest to the distinguished members of this Committee, 

that HR 6706 as presently constituted provides an incentive to those States who 

are not presently participating in the inpatient and clinic options to place 

children who have been assessed by the program in the diagnostic categories where 

States need not be financially responsible for treatment. This categorical 

approach to what is heralded to be a program promoting "more comprehensive, 

continuing primary and preventive health care," is contradictory to the stated 

purpose of the legislation. It would appear to us that it would be far more 

rational to consider the CHAMPUS (Civilian Health and Medical Program of the 

Uniformed Services) experience of limiting costs through quality assurance 

measures such as peer review and standard setting, rather than artibrarily 

delegating the health services relative to emotional disabilities as unnecessary
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and too costly components for inclusion in a comprehensive health care program.

The exclusion makes no sense to us either from a humanitarian or from a cost

effective point of view.

Our experience in the field, our participation in preventive as well as

diagnostic and treatment activities have led us to conclude that for any illness

it is far more costly in the long run not to treat it when it is first uncovered 

through screening assessment and diagnosis. Good mental health is a part of 

good comprehensive health care. To consider it as a separate and distinct entity 

from the entire spectrum of health is to contradict what has become a truism 

today: that in dealing with prevention, primary and comprehensive health care 

for any individual, you must deal with the whole person. To be a little facetious,

this Bill attempts to separate the head from the body. Our experience has demon­

strated the devastating impact emotional disability in a family member has on an

entire family. If the resources were made available to collect such data, we

would be able to demonstrate that mental illness in a child leads to loss of

productivity in an entire family. Parents miss days from work because school

systems cannot deal with disruptive children and someone must be home to super­

vise the child.

Untreated disabilities can lead to severe acting out problems in the 

adolescent years, problems which can tie up the juvenile justice system for 

months, even years on end. The average cost of a one year's stay in a juvenile 

detention facility in the State of New York is $20,000 a year. Society is bearing 

the cost of those placements, now. Many future placements could be avoided if 

the children were given access to treatment resources at an early age.

We pay a lot of lip service to the fact that children are our most precious

resource and that the guardianship of their health is one of the most important

activities we as a society can pursue. To say then, as this Bill as presently
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written appears to say, that we don't care about their mental health, is 

tantamount to saying that we care about our most precious resource only so long 

as we don't have to deal with the uncomfortable fact that we may have to channel 

some of our fiscal resources in new directions if we are to Insure the future

health of our nation.

We would suggest, then, that this Committee drop the present exemptions 

for mandatory treatment services from this legislation. We would like to see 

Federal reimbursement available for all health services for problems uncovered 

through screening and assessment.

There are several other areas of the Bill to which we would like to call

your attention.

2. Strengthening the Outreach' Component of the Program

Our own experience in providing services to the low-income population has 

taught us that an effective outreach program is one of the most important pieces 

in insuring access to care. Currently, States must inform families with Medicaid 

eligible children about EPSDT and encourage and help them to utilize services. 

However, inadequate outreach is demonstrated by the extremely low rates of parti­

cipation in EPSDT. Approximately 25 percent of eligible children were screened 

in the last year. Few states use the method of outreach known to be most effective 

in reaching low-income facilies: personal contact by those people in their communi­

ties known and trusted by them. For a relatively small cost, the CHAP program 

could be greatly strengthened by: a) establishing performance standards for 

outreach which require States to assess a reasonable proportion of eligible 

children; b) providing financial incentives for outreach by increasing the Federal 

match to 90 percent to States for outreach services performed by private, non­

profit organizations or individuals with strong community ties (e.g. Head Start 

programs, community clinics, etc.); c) requiring States to earmark a small

97-632 O-77-S3
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p ro p o rt io n  o f  fu nd s fo r  p u b li c  ed u ca ti o n  and  fo r e f f o r t s  to  e n r o l l  c h il d re n  

in  th e  pr og ram . Those S ta te s  which  f a i l  to  a t t r a c t  to  th e  prog ram  a re aso n ab le  

p ro p o rt io n  o f  e l i g ib l e  c h il d re n  sh ou ld  be re q u ir e d  to  dev el op a new o u tr each  

prog ram th a t  man da tes th e  us e o f  w or ke rs  an d /o r o rg a n iz a ti o n s  fro m th e  lo c a l

co m m un it ie s.

3.  Enc ou ra gi ng  Q u a li fi ed  P ro v id e rs  to  P a r t ic ip a te  in  CHAP

One of th e  pr ob lems id e n t i f i e d  in  th e  s tu d ie s  o f th e  o p e ra ti o n  o f th e  EPSDT 

prog ram i s  th a t  many o f th e  q u a l i f ie d  p ro v id e rs  ha ve  ch os en  n o t to  p a r t i c ip a te  

in  th e  pr og ram. The re a so n s  fo r  t h i s  a re  v a ri e d  but  HR 6706  as  w r i t te n  p ro v id es 

few  in c e n ti v e s  to  p a r t i c ip a t io n .  The AAPSC recom mends th a t  CHAP be  amended to  

r e q u ire  S ta te s  to  id e n t i fy  q u a l i f ie d  p ro v id e rs , in c lu d in g  c h il d  m en ta l h e a lt h  

p r a c t i t io n e r s  and  to  en co ur ag e th e i r  p a r t i c ip a t io n  in  CHAP by o f fe r in g  s a t is f a c to r y  

a d m in is tr a ti v e  ar ra nge m en ts  su ch  as ad eq uat e re im bu rsem en t r a t e s  and  pro mp t cl ai m s 

pa ym en t. We would u rg e th a t  th e  S e c re ta ry  be  re q u ir ed  to  re vie w  ea ch  S t a t e 's  

pe rf or m an ce  in  t h i s  a re a  on an  an nual  b a s i s .

The c r i t e r i a  in  th e  b i l l  d e f in in g  CHAP p ro v id e rs  sh ou ld  be m odif ie d  to  

c l a r i f y  th e  f a c t  th a t  p ro v id e rs  su ch  as Head S ta r t  pr og ra m s,  m en ta l h e a l th  c l i n i c  

pr og ra m s,  e t c .  wh ich  can a ssu re  th a t  c h il d re n  re c e iv e  CHAP s e rv ic e s  do q u a l i fy , 

ev en  thou gh  th ey  th em se lv es  do n o t pro v id e a l l  s e rv ic e s .

4.  R equir in g  Per fo rm an ce  C r i t e r ia

CHAP sh oul d be amended to  e s ta b l i s h  pe rfor m an ce  c r i t e r i a  th a t  S ta te s  

be  ex pec te d  to  m ee t. The c r i t e r i a  sh ou ld  In c lu de  th e  en ro ll m en t o f a re aso n ab le  

p ro p o rt io n  o f e l i g ib l e  c h il d re n  in  th e  pro gram  and th e  p ro v is io n  o f th e  re q u ir e d  

ass es sm en t and  tr ea tm en t s e rv ic e s . The S ec re ta ry  sh ou ld  be  re q u ir e d  to  g a th e r 

d a ta  on an  an nual  b a s is  in  o rd e r to  a s s e s s  S ta te s ' pe rf or m an ce  in  e n ro l l in g  

e l i g ib l e  c h il d re n  in  CHAP and in  p ro v id in g  a re aso n ab le  p ro p o rt io n  o f e l i g ib l e  

c h il d re n  w it h  h e a lt h  as se ss m en ts  and  tr ea tm en t s e rv ic e s . CHAP sh ou ld  re q u ir e



507

that all States meet all program requirements and that the sanctions available 

to the Secretary be used for any lapse In program responsibility.

5. Developing State's Capacity to Deliver CHAP Services 

The CHAP provisions of Title XIX can be distinguished from the rest of 

the Medicaid program by the fact that States are charged with seeing that 

children are served by the program. If the program Is to be effective, then 

States must see to it that the requisite services are In place for the children 

in need. This requires a planning and administrative component which is not 

adequately addressed In HR 6706. States should be required to submit to HEW 

an annual plan, developed with the opportunity for substantial public Input, 

that indicates how the requirements of CHAP are to be met. It should be 

required that this plan be utilized by the State Health Planning Agency to 

facilitate the Integration of planning for adequate health services for children 

with the planning for the State population as a whole.

We realize that Medicaid in general and CHAP in particular are reimburse­

ment mechanisms and not what are usually considered to be health service programs 

Nevertheless, we submit that with this requirement, CHAP can become an effective 

vehicle for identifying shortage areas, and with proper and adequate administra­

tive support and monitoring can be utilized in conjunction with other health 

delivery and health planning programs to aid States in identifying and filling 

gaps in the delivery system.

We would like at this point to call the Committee's attention to an 

already identified gap in the service delivery system, and that is in the area 

of children's community mental health services. If the Congress should accept 

our recommendation that mental health treatment services be a mandatory component 

of the program, then it would be wise to bear in mind that a greatly strengthened 

children's mental health program must be part of the Community Mental Health
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C e n te r s ’ re n e w al l e g i s l a t i o n  t h a t  w i l l  be  c o n s id e re d  by  t h i s  C om m itt ee  l a t e r  

t h i s  y e a r .

We w ou ld  l i k e  to  c o n c lu d e  o u r s ta te m e n t by  a f f i r m in g  o u r s u p p o r t f o r  th e  

i n t e n t  o f  th e  CHAP l e g i s l a t i o n .  As on e o f th e  p a r t i c i p a n t s  in  th e  AAPSC C o n fe re n ce  

on  D evelo pm en ta l S c re e n in g  an d A ss ess m ent in  th e  EPSDT pro gra m  o b se rv ed  in  a 

w ork in g  p a p e r p re p a re d  f o r  th e  C o n fe re n c e , on e o f  "E PS DT's s i g n i f i c a n t  c o n t r i ­

b u t i o n ^ ]  to  th e  f i e l d  o f  c h i l d  h e a l th  h as  been  to  u n c o v er th e  p r e s e n t  h e a l th  

s y s te m 's  i n a b i l i t y  to  p ro v id e  co m pre hensi ve  an d c o n ti n u o u s  h e a l t h  s e r v ic e  f o r  

po o r c h i l d r e n ,  even  g iv e n  a  f in a n c in g  m echan is m ."  (A nne- M ar ie  F o l t z ,  "T he  P o li c y  

Di lemma, S c re e n in g  an d C o s t - E f f e c t iv e n e s s ,"  Feb . 1 9 7 7 ).  Many o f  th e  re a s o n s  

f o r  t h i s  f a i l u r e  can  be  d e a l t  w it h  i f  th e  Com m itt ee  a c c e p ts  o u r s u g g e s ti o n s  fo r

m o d if ic a t io n  o f  HR 670 6.

As AAPSC h a s  em phasi zed  in  th e  P ro lo g u e  to  i t s  r e p o r t  on  D evel opm en ta l 

Re vi ew  in  th e  EPSDT p ro g ra m , a co py  o f  w hi ch  i s  appen ded  to  t h i s  s ta te m e n t 

(A ppen dix  I I ) ,

"T he  l e g i s l a t i o n  a u th o r iz in g  EPSDT (CHAP) mak es  i t  n a t i o n a l  p o l ic y  t h a t  

th e  devel opm en t o f o u r c h i l d r e n ,  o u r f u tu r e  c i t i z e n s ,  be  s a fe g u a rd e d  so  

a s  to  in s u re  t h a t  e ac h  c h i ld  re a c h e s  m a tu r i ty  f u n c t io n in g  a t  a maximum 

l e v e l  o f  d ev e lo p m en t.  T h is  g o a l i s  mo re th a n  th e  f i n d i n g ,  th e  s tu d y , 

an d th e  tr e a tm e n t o f  d i s e a s e .  The  g u a rd ia n s h ip  o f  th e  h e a l t h  o f  c h i ld r e n

i s  in  th e  n a t i o n a l  i n t e r e s t  a s  w e ll  a s  in  th e  i n t e r e s t  o f  th e  i n d iv id u a l s ;

t h i s  i s  th e  e s s e n c e  o f  EPSDT (CHAP). "

Mr . C hai rm an , t h i s  C om m it te e h a s  th e  o p p o r tu n i ty  to  t r a n s l a t e  t h i s  

s ta te m e n t i n t o  r e a l i t y .  I t  i s  o u r ho pe t h a t  yo u w i l l  do  so  on  b e h a l f  o f  a l l

c h i l d r e n  an d y o u th  in  n e e d . Th an k yo u v e ry  much.
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A P P E N D I X

I

TI TL E XIX STATE INPA TIEN T DATA

W is consi n

S ta t e  an d C oun ty  M en ta l H e a lt h  I n p a t i e n t  $ ' s  (1 97 6)

T o ta l Federa l

I n c r e a s e  C oun ty  H o s p i ta l s 1 ,6 0 0 ,0 0 0 960 ,0 00
S ta t e  H o s p i ta l s 1 ,5 3 1 ,7 0 0 9 19 ,0 20
P r io r  P la n 3 ,7 6 6 ,2 0 0 2 ,2 5 9 ,7 2 0

T o ta l  T i t l e  XIX 6 ,8 9 7 ,9 0 0 / 4 ,1 3 8 ,7 4 0

P e n n s y lv a n ia

12 S ta te -o w n e d  an d o p e r a te d  h o s p i t a l  (1 s p e c i f i c a l l y  f o r  c h i ld r e n  an d 
a d o le s c e n ts )

Ma rch , 1977 -  30 0  c h il d re n  and a d o le sc e n ts  in  th e  h o s p i ta ls  p ro je c te d  an n u all y  
$6 ,5 00 ,0 00 F e d era l a s s is ta n c e  ($ 2 1 ,6 6 6 .6 7 /c h i ld )

E aste rn  S ta te  H o sp it a l (T re vo se ) -  av er ag e le n g th  of s ta y :

3 mo nth s -  1 y e a r:  25Z 
1 - 2  y e a rs : 50Z 
2 + y e a rs : 25Z

R ef er en ce: Cor re sp on de nc e to  
AAPSC from S ta te  Dep ar tm en ts  
o f P ub li c  W el fa re
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AAPSC SURVEY OF MEMBER SERVICES (197 5 STATISTICS) 
(D at a Based  on 70 R es po nd en ts )

C hi ld re n Seen

S e t t in g
T ota l
Number

X By Sex X By Age

Bo ys G ir ls 0 -5 6 -1 3 14-1 8

O u tp ati en t 43 ,7 07 6 2 .1 37 .9 9 .9 5 4 .7 3 5 .4
P a r t ia l Hosp/Day Care 2,0 01 6 9 .1 30 .9 2 6 .2 6 2 .5 1 1 .3
R e s id e n t ia l Care 704 7 7 .8 22.2 .5 5 5 .1 4 4 .4
I n p a t ie n t  Care 1 ,6 21 6 1 .3 38.7 3 .7 3 4 .6 61 .7

T o ta l 48 ,0 33 6 2 .6 37 .4 1 0 .2 5 4 .4 35 .4

INCOME OF CASELOAD (by  P ercen t)

P erc en t
$ 3 ,0 00  & Under 1 6 .8  
$3 ,0 01 to  $ 7 ,0 00  2 3 .9  
$7 ,0 01 to  $10 ,0 00  2 1 .9

P ercen t
$10,0 01 to  $ 13 ,0 00  1 6 .8  
$1 3,0 01 to  $2 0 ,0 0 0  1 3 .1  
More th an  $2 Q,000  7 .4



AAPSC Survey (c on td .)

Number o f V is it s  Req uire d fo r  D ia gn os is

1-4  6 5 .3Z 
5-8 3 3 .3Z 
9+ 1.4Z

A. O ut pa tie nt

B. Daycare

Length o f Treatment

Hours
Z Served In Z Terminated  A fter

1-6 20 .2 20 .2
7-1 2 20 .2 40 .4

13 -30 26 .7 67 .1
30-90 25 .2 92 .3

90+ 7.8 10 0. 0

Months
0-3 11 .0 11.0
3-6 12 .2 23 .2
6-12 37 .4 60 .6

12-24 32 .2 92 .8
24+ 7.2 10 0. 0

C. In pati en t 
H os pital Weeks

0-1 11 .3 11 .3
1-3 25 .4 36 .7
3-1 2 29 .9 66 .6

12+ 33 .4 10 0. 0

D. R esi d en ti a l 
Cen ter Months

0- 3 10 .0 10 .0
3-6 13 .6 23 .6
6-1 2 23 .5 47 .1

12-24 44.0 91 .1
24+ 8.9 10 0. 0

Needed Serv ic es  (In  dec re as in g orde r)

A ll  Ages

R esi d en ti a l 1 
Day Trea tment 2 
Paren t Education  3 
H os pital  4 
Sp ec ia l Education  5 
O ut pa tie nt  6

0- 5 0- 12  13 -18

1 1 1  
2 2 2
4 4 3
3 3 4
5 6 5
6 5 6
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AAPSC Survey (contd.)

Concerns (Top 5 in decreasing order)

1. Finances
2. Program Evaluation
3. Quality Assurance
4. Staff Salaries
5. Training

Sources of Funds to Agencies
Percent

Voluntary (United Way, etc.).....................  12.0
Fees: Patient, self pay..........................  9.7

Patient, Insurance ........................ 12.2
Fees: Contract for Services (Consult. 6 Ed. etc.) 9.5
Local Tax Levy..................................... 9.5
State Allocation..................................  26.1
County and C i t y ..................................  3.0
Federal Funds:....................................

Staffing Grant ............................  3.3
Part F, Children's Services...............  2.1
Research..................................  .7
Title XI X..................................  1.5
Title X X ..................................  .4

Endowment F u n d s .................................. ’ 1.9
CHAMPUS...........................................  1.8
O t h e r .............................................  6.3

Allocation of State Monies
A) Directly 351* *

Via Local Government Body 75X

B) Difficulties with restrictions placed on funds

Yes 58Z
No 42X

*Some get monies both ways, hence percentage totals greater than 100
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Reed - Table 13

Blue Cross/Blue Shield Federal, High Option (1973)
Hospital Care for Mental Disorders as Z of Care for all Conditions

All
Conditions Mental

Mental as
Z of all

0-18 50.5 1.3 2.7Z Admission rates/1000
all 118.5 4.9 4.2Z

0-18 249.4 34.4 13.8 Days of Care rate/1000
all 926.3 86.9 9.4

0-18 $25.33 2.42 9.6Z Covered Charges/person
all 89.61 5.95 6.6

Reed p.2
X

Blue Cross/Blue Shield-Federal (1974)

High option-basic
5.9 Clalms/1000 covered population for mental disorders 
1.7Z of total claims
benefits paid $1.45/person covered (3.6Z total benefits)

High option-supplemental (non-member hospitals)
1.2 clalms/1000 population 18.3Z total
$1.28/covered persons 65.2Z total

High option-supplemental (physicians)
20.8/1000 (18.7Z total)
$3.75/per 53.4 total (after deductible and coinsurance)

Reference: Louis S. Reed, Ph.D 
Coverage & Utilization of Care for 
Mental Conditions under Hea1th Insurance 
Various Studies, 1973-74 
American Psychiatric Association, 1975
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TABLE 12

Blue Cross end Blue Shield Flan for  Federal Employees, High O ption , 1973 
Basic Inpatient Hospital  Benefits for Mental Disorders, 

by Ape and Sex (in General Hospitals and Member Mental Hospitals)

A«. Male Female Tc-el Male Female Total

Ad mittK tnt- Rata par 1.00 0 Aaara ja «.a- gth  o f Stay ID ay l
Under 19 1.3 1.4 1.3 27Z of 27 .3 23 .8 2X5
19-34 7.1 9.2 X 3 21 .0 17.7 19.9
35-44 X 3 1X 7 c.6 1X 6 1X8 15.1
45-54 7.6 1X1 s-9 rate 13.6 16.4 15.2
55-64 6.7 6.9 €. 8 15.0 18.1 16.5
65 and over 3.6 4. 0 XB 17 J 1X 4 17.9

All agea 4.2 X 6 A S 17.6 17.7 17.6

D a y  ot C ara-Ra ta par 1.00 0 Aaaraga Co aa ne O arg at par Coaarad Parton
Under 19 34.7 34.1 31.4 40% of 82 .39 82 .46 82.42
19-34 149.4 163.3 157-2 1X 47 11.62 11.11
35-44 86.4 169.6 1 3 - 0 avg. 6.82 11.46 X77
45 -54 103.4 16X7 13 4.7 rate 7.08 11.39 9.24
65-64 100.0 126.6 11 X 5 6.90 9.18 8.00
65  end over 6X 9 74.4 6 X 0 2.66 2.7 5 2.71

All egee 73.3 10X1 •M 4.96 6. 90 6.95

145%

41%

TABLE 14

Blue Cross and Blue Shield Flan fo r Federal Employees, 
High Option, 1973

Basic Hospital Outpatient Benefits for 
Mental Disorders, by Age and Sex

TA BL E IB

Blue Cross and Blue Shield Flan fo r Federal Employees, 
High Option , 1973

* Basic Surgical Medical Benefits fo r 
Mental Disorders, by Age and Sex

Ags Male Female Total

Under 19  
19-34  
35-44  
45 -54

Adm lttlont  - Rata par 1,000

0 2  33% o f u
1.1 1.0 
i. e  a v 8 *  1.1 
i.B rate

In-Hoip lta l Madlcal Clalrm par 1,000

Under 19
19-34
35-44
45 -54
55-64
65 and over

0.9
X 7

All egee 0.4 X8 0.6 All agea

Coaarad Charget par Covered Parton
Under 19 • a a Under 19
19-34 80.02 80.03 8X 02 19-34
35 -44 0.02 0.04 0.03 35-44
45 -54 X02 0.04 0.03 45 -54
65 -64 0.01 0.03 0.02 55-64
65 and over 0.01 X01 0.01 65 and over

All agea X0 1 0.02 0.01 All agea

•teas than one half of one cent.
Under 19

1.3 
7.7 
6 6
7.4
6.4  
3.3  
4.2

24.6
10 X7

7X4
76.8
7X 4
3X 7
5X7

45 -54 
55-64  
65 and over 

All agea

1.6
9.7

11.6
11.4

7.9
4.3
X 2

Vl tlt  D a y  par 1,000
2X 2

12 X9
131.4
12 X7
94.4
51.6
7X1

14
6.0
9.3
9.4
7.2 
3.8
6.2

2X 4
I IX D
102.4
101.3
87 .3
44.1
64 .6

Banafltt Paid par Covarad Parton 

$0 .46 60 .50 6X 47
2.14 2.62 2.38
1.39 2.72 2.09
1.4 9 2.61 2.06
1.36  1.85  1.60
0.50  X72 0 6 2
1.02 1.52 1.78

Reference: Loulo S. Reed, PhD
Coverage & U tl ll ia tl o n  of  Care for Mental
Conditions under Health Inaurance Various
Stud ies, 19)3-1^
American Ps ychia tri c Assoc ia tio n,  1975

27%
of avg. 

rate

39%
of  avg. 

rate

37%
of avg. 

rate
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TABL E 16

Blue Cross end Blue Shield Plan for Federal Employees, High Option, 1973 
Supplemental Benefits for  Mentel  D isorder!, by Age end Sex

Aee Total Males Fam alee Total

Under 1® 
19-34 
35-44  
45 -54 
55-64  
65 and over 

All age*

Hotplta l Catat par 1.000 Population

0.8 0.6 QJ
2.9 2.4 2.6
1.2 2.1 1.7
1.2 2.2 1.7
1.1 1.6 1.3
0.8  1.0 0.9
1.2 1.4 1.3

SAX Of 
avg.

Hotpita! Chargat par Parton Corarad

$0.98
3.76
0.92
1.02
1.02
1.02
1.34

$0.74
2.28
1.55
1.92
1.60
1.29
1.38

1.25
1.47
1.30
1.16
1.35

Under 19 
19-34 
35-44  
45 -54 
55-64  
65 and over 

All ages

Pbytictana' Sa rvk at- Ca tat  par 1.00 0 Population
7.1

44 9
32.7
17.3
8.7
3.2 

16.1

Phy in  tana' Char gat par Parton Covarad

4.8
59.1 
44 0
26.3
13.7
5.7

2 1 J

6.0
52.8 
38.6
21 .8  
11.1
4.5

19.0

$1.61
13.85
9.38
X78
1.62
0.37
4.26

$1.10
15.96
10.64
5.50
2.70
0.53
5.27

$1.38
15.02
10.04
4.65
2.15
0.46
4.77

Total Supplamantal Banafitt Paid by Program par Parton Coaarad

Under 19 
19 -34 
35 -44 
45 -54 
55 -64 
65 and over 

All ages

Melee Fam alee Total

$2 45  
1501  
8 78 
4.14 
2 3 3  
1.42  
4 90

$1.71 
15 80  
10.77  
6 83 
39 1 
2 30  
5 93

$2 0g 
15 46 
9 82 
54 9  
3 10 
1 88 
5.42

38X Of 
avg.

TABLE 17

Blue Cross and Blue Shield Plan for Federal Employees, 
High Option.  1973

All Benefits Paid for Mental Disorders per 
Person Covered, by Age and Sex

Male Female Total

Under 19 $5.2 9 $4.67 M 9 8
19-34 27.63 29.96 28.93
35 -44 16.01 24.99 20.71
45 -54 12.73 20.87 16.82
55-64 10.6 0 14.95 12.73
65 and over 4.59 5.79 5.22

All ages 10.91 14.37 12.67

Reference: Louis S. Reed, Ph.D 
Coverage & Utilization of Care 
for Mental Conditions under Health
Insurance Various Studies, 1973-74 
American Psychiatric Association, 1975
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DATE FROM QUEBEC HEALTH INSURANCE BOARD

T A B L E S

Num be r and Cost of Ps ychia tric Services 

per 1,0 00 Beneficia ries, by Ape and  Sex. 1973

Number Coat Number Com Number CoM

0-1  4 $45
1-4 10 120
0-9  27 396

10-14  36 551
15-24  96 1.435
25-34  190 3,16 0
35 -44 180 2.871
45 -54 164 2.446
55 -64 144 2.048
65+ 83 1.092

3 $45
6 84

17 225
25 373

154 2.549
37 3 6,37 9
361 5,834
285 4,207
215 2,957
127 1,633

Total 110  $1,700 191 $3,030

3 $45
8 103

22 313
30  464

125  1.987
281 4,770
270 4.35 2
226  3.345
181 2.521
106 1.401
161 $2,370

Number
Avg: ages 0-14 - 16
Avg: ages 0-24 - 38

Cost
Avg: ages 0-14 - $231.00
Avg. ages 0-24 - $582.00

T A B L E  7

Ave rage Cost o f Psychiatr ic Service 
(Cos t per Service),  by Age and Se x, 19 73

Total

0-1
1-4
5-9

10-14
15-24
25-34
35-44
45-54
55-64
65+

$109 9  
11.85 
14 53 
15.27 
14.94 
16.63 
15.92  
14.87 
14.23  
13.16

$16 57 
13.31 
13.14
15.12  
16.53
17.12  
16.17 
14.77 
13.76  
12.63

Total 15.30 15 83

$13.17 
12.39  
14.01 
15.21 
15.91 
16 95  
16.09 
14.61 
13 93 
12.94 

15.67

Age 0-14 Avg: $ 13.70
Age 0-24 Avg: $ 14.14

Reference: Louis S. Reed, Ph.D. 
Coverage 4 Utilization of Care for
Mental Health Conditions under Health
Insurance Various Studies, 1973-74
American Psychiatric Association, 1975
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C H A M P U S

1) less than 2* utilization of mental health services for past 3 years
(1.82* in PY*75)

2) per user/per year cost for mental health services in PY'75 “ $1,181 less
coinsurance and deductible

on per capita basis: mental health services/person - $20.90
3) mental health services used 17.7» of total health benefit fund

Average duration of hospital stay (all conditions) « 8.6 days
childhood behavior disorder: Average duration “ 47.4 days
personality disorders: all age average duration “ 20.4

age 5-14 average duration “ 53.

diagnosis of schizophrenia and aged 1-14 
4* of all admissions in diagnosis 
18* of hospital days (58. days average 1-14)

(12.1 days average all ages)

Personality Disorder
Admissions

Age 5-14 12*

All ages 100*

Hospital Days Average Stay
31* 53

100* 20.4

R ef ere nce : D ra ft  of  Pa pe r by H er be rt  Do rken. PhD 
La ng ley  P o r te r  I n s t i t u t e ,
U n iv e rs it y  of  C a li fo rn ia  
San F ra n c is co , CA 94143 
2/ 10 /7 7



Statistical Note 192

Patient Care Episodes, 1971 - All Facilities

Inpatient outpatient

I X rate* 1 X rate* 1 1 X rate*

All Ages 4,038,143 100 1967.8 1,721,389 42.6 838.8 I 2,316,754 57,4 1)29.0

under 18 771,874 100 1090.6 139,658 18.1 197.3 632,216 81.9 893.3

* rate per 100,000 total population

Reference: Statistical Note #92 
DHEW/ Public Health Services ADAMHA/NIMH 
Dlv. of Biometry & Epidemiology 
Survey & Reports Branch
Rockville, MD
August, 1973, DHEW Pub. # (ADM) 73-158
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S t a t i s t i c a l  N o te s 86 . 126
DH EW /Pu blic H e a lt h  S e rv ic e  
D lv . o f  B io m et ry  & E p id em io lo gy  
ADAMHA/N1MH -  R o c k v i ll e .  Mb 

COMMUNITY MENTAL HEALTH CENTERS J u n e , 1973 &
197 6:  DHEW Pu b.  I  (ADM) 76-1 58

1971 (S am pl e o f 69  CMHC'a)

38 .4 42  o f  t o t a l  p o p u la t io n  in  69 ca tc h m en t a r e a s  a re  u n d e r 20  y e a rs  
p a t i e n t  a d d i t i o n s  u n d e r 20  a r e  2 6 .1 2  o f  t o t a l  a d d i t i o n s

0 .6 1 2  o f  t o t a l  p o p u la t io n  un d er 20  a r e  a d d i t i o n s  
0 .9 0 2  of  t o t a l  p o p u la t io n  a l l  ages  a r e  a d d i t i o n s

0 -1 9  A ll  Ag es

P o p u la ti o n  3 .6 0 9 ,0 4 7  (3 8 .4 2 )  9 ,3 8 8 ,6 1 9  (1 002)
P a t ie n t  A d d i t io n s  2 1 ,9 2 9  (2 6 .1 2 )  84 ,1 9 2  (1 00 2)

A ll  C e n te rs  -  1 971 :

Age gro up  u n d e r 20  fo rm  2 7 .4 2  o f  t o t a l  a d d i t i o n s  (1 1 8 ,7 4 8 /4 3 2 ,6 4 0 )

0 -1 9  I A ll  Ag es
2 x I •x

A ll  S e rv ic e s 118 ,7 48 100 4 3 2 ,6 4 0 100
I n p a t i e n t 10 ,4 13 8 .8 7 5 ,9 0 0 17 .5
O u tp a ti e n t 102 ,6 69 86 .4 335 ,6 4 8 77 .6
P a r t i a l 5 ,6 66 4 .8 21 ,0 9 2 4 .9

1973 (2 61  C e n te rs )

P o p u la ti o n  u n d e r 15 I s  2 8 .6X o f  
o f  p a t i e n t  a d d i t i o n s

P o p u la ti o n  u n d e r 25  i s  4 6 .8X of

t o t a l  c a tc h m en t p o p u la t io n  an d fo rm s 1 6 .7X

ca tc h m en t p o p u la t io n  an d fo rm s 4 3 .7X o f p a t i e n t  a d d i t i o n s

Cat ch m en t Po p. CMHC a d d i t i o n s Add. a s  X o f t o t a l  po p

A ll  ag es 3 9 ,1 7 2 ,2 2 2 419 ,1 07 1.0 7
u n d e r 15 1 1 ,2 6 4 ,6 0 6 7 0 ,0 0 4 .6 2
u n d e r 25 1 8 ,3 4 3 ,6 6 9 182 ,9 85 1 .0 0

97-831 0 -  77 - 34
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NUMBER AND PERCENT DISTRIBUTION OF PATIENT CARE EPISODES 
UNDER 18 YEARS BY TYPE OF MENTAL DISORDER, BY TYPE OF 

PSYCHIATRIC SERVICE, UNITED STATES 1971

Ty pe  o f  M en ta l D is o rd e r
T o ta l— A ll  

P s y c h ia t r i c  
Serv ic es®

T o ta l
X I n p a t i e n t  

S erv ic es®

T o ta l
X O u tp a ti e n t  

S e rv ic e s
X

T o ta l  A ll  M enta l D is o rd e r s .  . . 743 ,2 37

M en ta l R e t a r d a t io n ......................... $5 ,2 64
O rg an ic  B ra in  Sy nd romes

( e x c l .  a lc o h o l  6 d r u g ) .  . .  19 ,1 28
S c h iz o p h re n ia  ..................................  42 ,0 3 5
D e p re s s iv e  D is o rd e r s

( p s y c h o t ic  4 n e u r o t i c ) .  . .  24 ,2 5 0
O th er P s y c h o ti c  D is o rd e r s  . .  2 ,4 0 8
A lc oho l D is o rd e r s  ......................... 2 ,3 7 3
D is o rd e rs  A sso c , v /d ru g  abuse  13 ,0 72
A ll  O th e r D is o rd e r s  .................... 584,7 07

100 111,0 21 100 632 ,2 16 100

7 .4 5 ,8 3 5 5 .3 49 ,4 2 9 7 .8

2 .6 3 ,6 4 9 3 .3 15 ,4 79 2 .4
5 .7 21 ,3 41 19 .2 20 ,6 94 3 .3

3 .3 8 ,6 57 7 .8 15 ,5 93 2 .5
0 .3 1 ,1 9 9 1 .1 1 ,2 0 9 0 .2
0 .3 870 0 .8 1 ,5 0 3 0 .2
1 .8 7 ,3 5 7 6 .6 5 ,7 1 5 0 .9

7 8 .6 6 2 ,1 1 3 55 .9 522,5 94 82.7

® In c lu d es  s t a t e  an d c o u n ty  MH, PMH, GHIPU, CMHCs; e x c lu d e s  VA h o s p i t a l s  an d r e s ld e n -
t l a l  t re a tm e n t  c e n te r s  f o r  e m o ti o n a ll y  d i s tu r b e d  c h i l d r e n .

NUMBER AND PERCENT DISTRIBUTION OF DISCHARGES UNDER 18 YEARS 
BY TYPE OF MENTAL DISORDER, BY TYPE OF PSYCHIATRIC SERVICE,

UNITED STATES 1971

I n p a t i e n t O u tp a ti e n t
Ty pe  o f  M en ta l D is o rd e r P s y c h ia t r i c X P s y c h ia t r i c  X

D is c h a rg e s D is c h a rg e s

T o ta l  ..................................................................................................... 70 ,0 85 100 293 ,4 74 100

M en ta l R e t a r d a t io n .................................................................... 4 ,4 2 7 6 .3 23 ,7 78 8 .1
O rg an ic  B ra in  Sy nd ro mes  ( e x c l .  a lc o h o l  & d r u g ) . 2 ,1 7 0 3 .1 6 ,8 2 0 2 .3
S c h iz o p h re n ia  ............................................................................. 9 ,8 3 5 1 4 .0 8 ,5 22 2 .9
D e p re s s iv e  D is o rd e r s  (p s y c h o t ic  4 n e u r o t i c )  . . b ,5 $ 3 9 .4 5 ,8 47 2 .0
O th e r P sy c h o ses  ........................................................................ 723 1 .0 382 0 .1
O th er N e u ro se s ............................................................................. 4 ,2 7 7 6 .1 8 ,8 61 3 .0
P e r s o n a l i t y  D is o rd e r s  .............................  ........................ 6 ,3 5 / 9 .1 23 ,7 72 8 .1
A lc oho l D is o rd e r s  .................................................................... 750 1.1 275 0 .1
D is o rd e rs  A s s o c ia te d  w i th  Drug A buse ........................ 3 ,7 4 3 5 .3 2 ,0 92 0 .7
T r a n s ie n t  S i t u a t i o n a l  D is tu rb a n c e  ............................. 16 ,9 26 24 .2 89,3 37 3 0 .5
A ll  O th e r D is o rd e r s  ............................................................... 14 ,3 24 20 .4 123 ,7 88 4 2 .2

R e fe re n c e : S t a t i s t i c a l  Not e I  90  
DHEW /Public  H e a lt h  S e rv ic e  
ADAMHA/NIMH
D lv . o f  B io m etr y , Sur ve y & R ep o rt s  Br . 
R o c k v i ll e ,  MD
J u ly  19 73 , DHEW Pub . No.  (ADM) 73 -1 58
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R e s id e n ti a l Tr ea tm en t C en te rs  fo r C h il d re n  (19 73)

As o f Ja nuary , 1974 :

The re  were 340 RTC’s w/ 19 ,023  be ds

27. 9 RTC be ds  per  10 0,000 p o p u la ti o n  un de r 18

1973

29 ,7 26  c h il d re n  re ceiv ed  c a re , am ou nt ing to  6 ,3 37,9 26 da ys  

av er ag e re s id en c e /d a y  -  17,6 24,  a t  end o f 1973 , 17 ,697  in  re s id en c e  

12 ,0 29  d is c o n ti n u a ti o n s , 12 ,179  a d d it io n s

av er ag e o f 9 2 .6Z be ds  occ up ie d d a ll y

E xpend it u re s : T o ta l:  242, 34 8, 00 0 (a pp ro x)
$38 per  p a ti e n t day 
$2 0,3 89  per  d is c o n ti n u a ti o n

R ef er en ce : S t a t i s t i c a l  Note #130 
DHEW/ P u b li c  H ea lth  S erv ic e  
ADAMHA/N1MH
Dlv . of  Bi om etry  & Ep idem iol ogy 
Su rvey  & R ep or ts  Branch  
R o ck v il le , MD
A p ril , 1976, DHEW Pub. # (ADM) 76 -15 8



Table 1. Comparisons of selected data on residential treatment centers and 
psychiatric hospitals for children: United States, 1973

Selected Measures for 1973
Residential Treatment 

Centers
(N-340) . _ (.N’26)

Predominant Type of Ownership......... Private Nonprofit State and County
Average (mean) Size (In beds).... ..... 56 90
Most Frequent Minimum Admission Age.... 6 years . 6 years
Most Frequent Maximum Admission Age.... 18 years 18 years
AveraRe Caseload per Facility—
Annual Additions...................... 36 84
Annual Discontinuations............... 35 85
Resident Patients as of December 31, 1973 52 79

Addition Indices
Additions per 100 Beds...... ......... 64 94
Additions per 100 Average Res. Patients 69 107
Additions per 100 Discontinuations..... 101 99
Additions per 100,000 U.S. Resident 

Population Under 18 Years............ 18 3
Full-Time Equivalent S t a f f p e r  100 

Residents
Total Patient Care Staff........ ..... 77 143

Professional......... ............. . 50 67
Other......................... . 27 76

Expenditures
Annual Total Expenditures per Facility. $712,788 $ 2 ,2 0 8 ,7 2 4
Annual Salary Expenditures per Facility $425,847 $1,870,902
Percent Salaries are of Total......... 60 percent 80 percent
Average Total Expenditure per

Patient Day......................... $38 $82
Average Total Expenditures per

Discontinuation.................... $20,389 $25,561

R ef er en ce : S t a t i s t i c a l  No te #130 
DHEW/ P ub li c  H ea lt h  S erv ic e  
ADAMHA/NIMH
Dlv. of Bi om etry & Ep idem iology  
Surev ey  & R ep or ts  Branch 
R o ck v il le , MD
A p ri l,  1976 , DHEW Pub. # (ADM) 76-158
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Tab le  2 . Com parisons o f  se le c te d  dat a on r e s id e n t ia l tr ea tm en t cen te r s:  U ni te d  

S ta te s , 1971 and 1973

S e le c te d  Me asu res . • 1971 1973
Pe rc en t Change 
1973 v s . 1971

Number o f  F a c i l i t i e s .............................................. ..
Av era ge (mean) S iz e  (I n  b e d s) ............................

Averag e Caselo ad  pe r F a c i l i t y —̂
Annual A d d it io n s. ...................... ..
Annual D is co n ti n u a ti o n s ..............
R es id en t P a ti en ts  a t End o f  Year.............. ..

Add it io ns  IndI ces—
A ddit io ns pe r 100 B e d s . . . ................................
A ddit io ns pe r 100  R es id en t P a t ie n ts ..........
A ddit io ns pe r 100 D is co n ti n u a ti o n s ............
A ddit io ns pe r 10 0, 00 0 U .S . C iv il ia n  

Po pu la tion  Under 18 Yea rs^C......... ..

F u ll - TIme E quiv al en t S t a f f  pe r 100  Av erag e
D all y  R es id en ts ^
T ota l P ati en t Care  S t a f f ..................................

P r o fe s s io n a l. ....................... ..
Oth er ..................................................................

Exp en di tur es
Annual Tot al  E xp en diture s pe r F a c i l i t y . .  
Annual Sal ar y E xp en diture s pe r F a c i l i t y .
Pe rc en t S a la r ie s  ar e o f  T o ta l............ ..
Av era ge Tot al  E xp en diture s pe r

P ati en t D a y . . . . .............................. ................. ..
Av era ge Tot al  E xp en diture s pe r

D is con ti n u ati on .............................................. ..

344 340 -  1 .2
57 56 -  1 .8

32 36 +12.5
29 35 +20 .7
51 52 + 2 .0

56 64 +14.3
63 69 + 9 .5

110 101 - 8 .2

16 18 +12 .5

64 77 + 2O;3
38 50 +31.6
26 27 + 3 .8

$5 73 ,0 00 $712,7 88 +24 .4
$3 48 ,0 00 $425,8 47 +22.4

611 60 1 + 1 .6

$ 31 $ 38 +22.6

$ 19 ,6 54 $ 20 ,3 89 + 3 .7
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Tab le  1 5. Number and p ercen t d is tr ib u t io n  o f  e x p e n d it u re s , r e s id e n t ia l  tr eatm en t c e n te r s , 
by ty p e o f  ex p en d it u re  and s iz e  (b as ed  on  number  o f  b ed s):  U n it ed  S t a t e s ,  1973

O per ati ng E xp en d it u res
S iz e  (b as ed  on  
number o f  b ed s)

T o ta l
E xp en dit ures T o ta l

O per ati ng
Exp en dit ure s

S a la r ie s
Other

O per ati ng
E xp en d it u res

C a p it a l
E xp en dit ures

A ll  S i z e s ......................
Annual E xp en dit ure  

, $242 ,3 48  1 $222 ,5 50
s In Th ou sand s o f  D o ll a rs  

$144,7 88 $77 ,7 62 $19 ,7 98
Le ss  Than 25 Beds 21 ,3 6 6 20 ,8 62 13 ,8 01 7,0 61 504
25 -4 9 B ed s............... 57 ,3 49 52 ,5 49 3 5 ,7 3 0 16 ,8 19 4 ,8 0 0
50 -7 4 Bed s............... 52 ,0 67 50 ,0 94 32 ,4 15 17 ,6 79 1,9 73
75 -9 9 Bed s............... 24 ,8 12 23 ,7 07 14 ,7 2 6 8,9 81 1 ,1 0 5
100 Beds  & O v er ,. 8 6 ,7 5 4 75 ,3 38 4 8 ,1 1 6 27 ,2 22 11 ,4 16

A ll  S i z e s ...................... 1 0 0 .0
Per ce n t D is tr ib u t io n  o f

9 1 .8  5 9 .7
E xp en d it u res

32 .1 8 .2
Les s Than 25 Bed s 1 0 0 .0 9 7 .6 6 4 .6 3 3 .0 2 .4
25 -4 9 B ed s............... 1 0 0 .0 9 1 .6 6 2 .3 2 9 .3 8 .4
50-7 4 Bed s............... 10 0 .0 9 6 .2 6 2 .2 3 4 .0 3 .8
75-9 9 Bed s............... 1 0 0 .0 9 5 .5 5 9 .3 3 6 .2 4 .5
100  Beds & O v er .. 100 .0 8 6 .8 5 5 .4 3 1 .4 13 .2

Tab le  16 . Ave ra ge  e x p en d it u res  pe r p a t ie n t  da y and  per  d is ch a rg e  In  r e s id e n t ia l
tr eatm en t c e n te r s ,  by ty pe  o f  e x p en d it u re  and s iz e  (b ase d  on number o f  b ed s):  
U n it ed  S t a t e s ,  1973

O pera ti ng  E xp en d it u res
C a p it a l

E xp en d it u resnumber o f  b eds) E xp en d it u res T o ta l
O per ati ng

E xp en dit ures
S a la r ie s

Other
O per ati ng

E xp en dit ures

A ll  S i z e s ..................
' ~ s > Av er ag e E xp en dit ures par  

$3 5 $23
P a t ie n t  Day

$12 $ 3
L es s Than 25 Be ds 45 30 15 1
25 -4 9 Bed.................. 39 36 24 12 3
50-7 4 Bed s............... 39 37 24 13 2
75 -9 9 Bed s............... 34 32 20 12 2
100 Beds  & O v er .. 38 33 21 12 5

A ll  S i z e s .................. • $ 2 0 ,3 8 9 >
Av erag e E xp en d it u res pe r D is c o n ti n u a tio n  

$18 ,7 95 $12 ,1 98  $6 ,5 97 $1 ,5 9 4
L es s Than 25 Beds 18, 34 1 17 ,9 32 11 ,8 34 6 ,0 9 8 409
25 -4 9 Bed.................. 18, 922 17 ,4 2 0 11 ,8 17 5 ,6 0 3 1 ,5 0 2
50-7 4 Be ds ............... 17 ,0 88 16 ,4 76 10 ,6 34 5 ,8 4 2 612
75 -9 9 Bed s............... 13 ,4 37 12 ,8 72 7 ,9 7 4 4 ,8 9 8 565
100  Beds & O v er .. 31 ,1 3 3 27 ,2 39 17, 35 1 9 ,8 8 8 3 ,8 9 4
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#130Table 17. Dist ribu tio n of re si den tial treatment centers by respon se to sp eci fi c  
Items on the 1973 Inven tory of Mental Health  F a c il it ie s —'

Data Item and Croup
Number

of
RTC's

Surveyed

Response Nonresponse
Number

of
RTC*«

Percent
Number

of
RTC's

Percent

Number of  Beds.........................
RTC's by Geographic Region — . . . .

340 314 92.4 26 7.6
340 314 92.4 26 7.6Type of Ownership............................... 340 314 92.4 26 7.6

Type of  Service Modes
By Bed S ir e ........................................... 340 314 92.4 26 7.6By Ceographlc Region......................... 340 314. 92.4 26 7.6Region I._........................................... 41 37 90.2 4 9.8Region I I ......................................... 36 33 91.7 3 . 8. 3Region I I I ......................................... 24 24 100.0 •

Region IV........................................... 15 15 100.0 •
Region V . . . ....................................... 104 97 93.3 7 6.7Region VI........................................... 22 20 90.9 2 9.1Region VI I......................................... 20 18 90.0 2 10.0Region VIII ....................................... IS 15 100.0
Region IX........................................... 47 41 87.2 6 12.8Region X............................................. 16 14 87.5 2 12.5

Pet tent Movement 6 Volume of
Ser vice

By Bed S ir e........................................... 340 292 85.9 48 14.1By Ceographlc Region..................... 340 292 85.9 48 14.1
Region I ............................................. 41 32 78.0 9 22.0
Region I I ........................................... 36 29 80.6 7 19.4Region I I I ......................................... 24 21 87.5 3 12.5Region IV........................................... 15 15 100.0 •
Region V........................................... . 104 92 88.5 12 11.5Region VI.......... ................................ 22 20 90.9 2 9.1
Region VII ......................................... 20 17 85.0 3 15.0Region VIII....................................... 15 13 86.7 2 13.3Region IX........................................... 47 40 85.1 7 14.9Region X............................................. 16 13 81.3 3 18.7

Number of  Sta ff  & Hours Worked
By Bed S ir e .......... ........................... .. 340 312 91.8 28 8.2
Expenditures
By Bed S ir e ........................................... 340 285 83.8 55 16.2By Ceographlc Region......................... 340 297 87.4 43 12.6Region I ............................................. 41 36 87.8 5 12.2

Region II ........................................... 36 31 86.1 5 13.9
Region I I I ......................................... 24 24 100.0
Region IV........................... ........... .. 15 14 93.3 1 6.7
Region V......................................... .. 104 92 88.5 12 11.5Region VI........................................... 22 18 81.8 4 18.2Region VII......................................... 20 s 18 90.0 2 10.0Region V II I...................................... 15 14 93.3 1 6.7
Region IX........................................... 47 37 78.7 10 21.3Region X............................................. 16 13 81.3 3 18.7

Expenditures per Pa tie nt  Day & 
per Discontinuatio n

By Bed S ir e ....................................... 340 285 83.8 55 16.2
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FY '7 6 : 48Z o f M ed ica id e l ig ib le s  under 21; 1 8 .4Z ex pen dit ure s fo r
s e r v ic e s  to  under 21*s .

Mental Hea lth  S erv ic es

1.  28 S ta te s  cu rren tl y  co ve r ch il d ren  under 21 fo r  In pati en t ps y­
c h ia tr ic  care . 24 pr ov id e oth er  s e r v ic e s , e . g . ,  c l i n i c ,  out­
p a t ie n t , ev a lu a ti o n s.

2.  In FY 76 , 11 .1  m il li o n  ch ild re n  under 21 rece iv ed  se r v ic e s  under 
M ed icaid.  I t  i s  es ti m ate d th at  on ly  7, 00 0 receiv ed  co ve re d
s e r v ic e s  in  menta l h o s p it a ls . (.063% re ce iv ed  ser v ic e s  in  me nta l h o s p it a ls .)

3. Chi ld re n r e c e iv in g  in p a ti en t p sy c h ia tr ic  ca re  in  me ntal h o s p it a ls  
ac co un ted fo r  an es ti m ate d 6.4 Z o f a l l  r e c ip ie n ts  o f me ntal hos ­
p i t a l  ca re  und er Medica id in  FY 76.

4.  In FY 76 , $503 m il li o n  were exp end ed fo r  menta l h o s p it a l care ; I t  
i s  est im ate d  th at $45. 8 m il li o n  (rou gh ly  9Z) was exp end ed on c h i l ­
dren under 21 .

97-633 0  -  77 - 35
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E X E C U T IV E  SUMMARY

I . PROLOGUE

Develo pmenta l as se ssmen t is  an e x tr a o rd in a r il y  complex to p ic , but 
one  which ho ld s enormous prom ise  fo r  a l l  ch il d re n . Atte mpt ing to  make 
reco mm end atio ns abou t de ve lopm en ta l as se ssmen t pe rh ap s ap proa ch es  th e 
le v e l o f a He rcu lean  ta sk .

In view of th e  work ahead of th is  group I am rem ind ed o f a 
st o ry  which ap pe ared  in  th e Wash ington Po st  su pp lemen t. The 
st o ry  was s e t  on an an cie n t Roman g a ll ey  and th e H o rt a to r,  
th e one who ban gs on th e drum to  keep th e  oarsmen in  ca de nc e,  
says  - " I go t some good news and some bad  news! You a l l  
ge t st eak s to n ig h t! "  "Yea! " "Yea!" from th e row ing  be nc he s.
"And now th e bad  - th e  Cap ta in  wants  to  go w at er  sk ii n g  
tom orrow!" I get  th e fe e li n g  th a t th e o rg an iz ers  o f th is  
co nf er en ce  are  av id  wat er  sk ie rs . (H ur t, 1974)

The Ear ly  and Peri od ic  Sc re en in g,  Diagn os is  and Tr ea tm en t Program 
(EPSDT) became a mandated se rv ic e  un de r th e Me dic aid  Program th roug h 
an amendment in  1967 to  th e Soci al  S ecuri ty  Ac t, T i t le  XIX, Sec tion  
19 05 (a )( 4)( B ).  E ff ec ti v e  Ju ly  1, 1969, i t  re qu ir ed

.. .s u c h  e a rl y  and p e ri o d ic  sc re en in g and d ia gnosi s o f in d i­
v id uals  who ar e e li g ib le  un der th e p la n o r a re  un de r th e 
age o f 21 to  a sc e r ta in  th e i r  physi ca l and mental  d e fe c ts , 
and suc h h ea lt h  care , tr ea tm en t,  and o th er measures  to  co r­
re c t o r am elio ra te  d e fe c ts  and ch ro ni c co n d it io n s dis co ver ed  
th er eb y as may be pr ov id ed  in  reg u la ti o n s  o f th e S ec re ta ry .

We recommend th a t a ma jor s h i f t  in  em phasi s and con cep tu a li za ti o n  
be  made with  re fe re nce  to  EPSDT and de ve lopm en tal  is su e s . These recom­
me ndations flow from a co n si d era ti o n  of a wide  v a r ie ty  o f s a l ie n t  p o in ts , 
th e  most basi c  o f which i s  th a t  dev elopment  i s  not a d is ease  which  y ie ld s  
a judgme nt of p re se n t or abse n t.  We ar e b a s ic a ll y  co nc erne d w ith  th e
co nc ep t o f competence - how wel l has a ch il d  me t, and how wel l doe s he
now me et,  th e  expec ta ti ons im p li c it ly  and e x p l ic i t ly  se t by  h is  so c ie ty  
fo r  an in d iv id ua l o f h is /h e r  age  and sex group.

The le g is la ti o n  au th o ri z in g  EPSDT makes i t  n a ti o n a l po li cy  th a t th e 
dev elo pm ent  of ou r c h il d ren , ou r fu tu re  c it iz e n s , be sa fe gu ar de d so as  
to  in su re  th a t eac h c h il d  re ac hes  m at uri ty  fu nc ti on in g  a t a maximum le ve l 
o f deve lop me nt.  Th is go al  i s  more th an  th e fi n d in g , th e st udy , and th e 
tr ea tm ent of d is ease . The guar dia nsh ip  of th e h e a lt h  of  ch il d re n  i s  in  
th e n a ti o n a l in te r e s t  as  wel l as  in  th e  in te re s t  o f th e in d iv id u a ls ; th is  
i s  th e es se nc e o f EPSDT.

i
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Par en ts  must be ac ce pte d as  f u l l  p a rt n e rs  with  th e  p ro fe ss io n a ls  
who p la n  and  s t a f f  th e  se rv ic e s  pr ov id ed  fo r  c h il d re n . I f  re sp o n si b le  
pa rent ho od  is  to  be en co ur ag ed , th en  pa re nt al  invo lvem en t mus t be fo s te re d  
No si n g le  de pa rtm en t o r u n i t  o f th e Fe der al  gov ernment no r o f lo ca l 
gove rnme nts , and no s in g le  p ro fe ss io n , ha s "t h e  key" al on e to  prom ot ing 
c h il d re n s ' deve lopm en t. Only th ro ug h co ord in at ed  se rv ic e  d e li v e ry  as  
prop osed  h e re in  i s  th i s  p o ss ib le .

We mus t de ve lop a syste m o f h e a lt h  ca re  th a t t r e a t s  th e  pe rs on  
ra th e r  th an  th e d is ease  o r d y sf unc ti on . We a re  urg in g th e  devel opme nt 
o f a syste m fo r  th e p ro te c ti o n  o f c h il d  de ve lopm en t, a syste m o f deve ­
lopm en tal re vi ew .

No s in g le  t e s t  o r in st ru m ent i s  recommended be ca us e none  co ul d 
p o ss ib ly  be used  fo r  th e  ad eq ua te  acc om pli shme nt o f  a de ve lopm en ta l 
review  fo r  a l l  ages and fu n c ti o n s . Each review  mus t in cl ude m u lt ip le  
as se ss men t pr oc ed ur es  t ie d  to  th e  age  o f th e c h il d  and th e  dimen sio ns  
to  be ass ess ed .

Any syste m o f review  must be  p red ic a te d  upon p a re n ta l and  c h il d  
invo lvem en t in  th e  re vi ew .

Any review  must be  o ri en te d  to  th e  d is co ver y  o f  de ve lo pm en ta l 
s tr e n g th s  as  wel l as  wea kn es se s,  not to  th e  exclu si ve  se ar ch  to  ru le  
in  o r ru le  ou t pa th ol og y.

Every at te m pt  must be made to  v o lu n ta r il y  eng age  and u t i l i z e  
p a re n ts  in  th e  e n ti re  p ro ces s o f c o n ti n u it y  o f  car e  and de ve lopm en ta l 
review .

We recommend th is  syste m fo r  a l l  ou r c h il d  c i t iz e n s .  We en courag e 
th e  re co g n it io n  th a t th e cu rr e n t law as  s p e c if ic a l ly  w rit te n  i s  in ad e­
quate , u n d esi ra b le  and alm os t im poss ib le  to  im ple me nt,  but i f  th e  wel ­
fa re  of c h il d re n  i s  th e  go a l,  th is  prop osed  sys tem  sh ou ld  be s e t  in  i t s  
p la ce .

Th ere  must be an in te g ra ti o n  in to  th e EPSDT pro gra m o f  paymen t fo r  
a l l  se rv ic e s  which ar e needed  by a ch il d  or fa m ily as  a r e s u l t  o f de ve ­
lopm en ta l re vi ew , in cl ud in g  sp e c ia l educa tion c o s ts .

Our b asi c  message  is  th a t  de ve lopm en ta l review  i s  much more co mpl i­
cat ed  th an  i t  ap pe ar s when i t  is  la bele d  "d ev elop men ta l sc re en in g" bu t 
yet th e syste m of de ve lopm en ta l review  ho ld s ou t enormous  pr om ise? We
a re , xn th is  pro gra m,  a t  a p o in t o f c r i s i s ;  i t  i s  in s t ru c t iv e  to  note
th a t  th e word c r i s i s  in  Ch inese c a ll ig ra p h y  i s  th e b le nd in g  o f  th e  two 
symbols  fo r  da ng er  and o p p ort un it y .

i i
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Nat iona l and in div id ual in te re s ts  may or may no t co in ci de  in  a 
sc re en in g oper at io n; ind eed  they  may sometimes be in  c o n f li c t , bu t they 
w il l always co in ci de  wi th  re ga rd  to  th e gu ar di an sh ip  o f the deve lopment 
o f our fu tu re  c it iz e n s . Thus the is su es ar e  more co mpl icated  and more 
re le van t to  bo th nati ona l and in div id ual  in te re s ts  th an  th e c r i t i c a l  in c i­
dent  st y le  of as sa yi ng  or an alyz ing fo r sp e c if ic  fi x ab le  d e fe c ts . The 
is su es  ar e more in  th e rea lm  of  a peri od ic  rev iew  of  a pro ce ss , th a t of 
development . They ar e re le van t to  a l l  ch il d re n . Furt her,  they  ar e more 
re le van t to  a sy nth es is  of fu nct io n , su pport s,  and deve lop me nta l needs 
tha n to  anal ysi s and frag m en ta tio n.

Once th is  de par tu re  from the form er co nc ep tual  model is  ac ce pt ed , 
we can go on to  th e d e ta i ls . To s ta te  i t  most concr e te ly , we be liev e 
wi th re fe re nce  to  devel opme nta l and psy ch ol og ic al  is su e s , th a t th e nat io nal  
mandate fo r EPSDT may b e tt e r  be st a te d  by a chan ge in  name to  EPRDT; the  
"R" re pre se nting  a devel opme nta l rev iew  ra th e r  than  a sc re en . The func­
ti o n  of th e rev iew  i s  to  as se ss  the ways in  which  develop men t i s  oc cu rin g,  
the form th a t i t  i s  ta kin g.

I t  then  fo llo ws th a t n a ti ona l and in d iv id ua l needs and p r io r it ie s  
w il l de ter mi ne  th e pro ce ss es s to  be used fo r  th e rev iew  and th e re so ur ce s 
avail ab le . The pr oc es s and the re so ur ce s w il l in  tu rn  de ter mi ne  the le ve l 
o f revie w,  th e ages se rv ed , and the backup tr ea tm en ts  to  be made a v a il ­
ab le . I t  is  a t th is  f in a l le vel  of conce p tu a li za ti on  where sp ec if ic  
methods of  rev iew  may be su gg es ted,  and sp e c if ic  ways of de li v e ri n g  se r­
vic es  invo lve d in  th is  rev iew  may be pro po sed.

I t  is  ap pa rent  th a t th e pre se nt le g is la ti v e  lan guage, which S ta te s 
th a t th er e sh a ll  be sc re en in g " . . . f o r  me nta l d e f e c t . . . " ,  is  c le a rl y  
in ap pro pri at e . The pr op er  empha sis , in  ou r op in io n,  i s  upon a proc ess 
of dev elopmental revie w,  with  the obje ct  be in g to  id e n ti fy  st re ng th s and 
competencies as wel l as wea knesses  and d e fe c ts .

I t  is  assumed th a t the le g is la ti v e  in te n t o f th e EPSDT Program was 
to  e s ta b li sh  a n a ti ona l po li cy  such th a t th e  dev elop ment of th e ch ild  be 
safeg ua rded  in  or de r to  in su re  th a t,  as with  any o th er nati ona l re so ur ce , 
th e re so ur ce  is  av ail ab le  to  the nation . To th a t end, i t  is  assumed th at  
the ra ison  d 'e t r e  fo r th e program must be th e hus banding  of ou r ch ild  
re so urc es , from bo th  a hu man ita ria n and an economic po in t of  view, and 
th a t th e EPSDT Program must no t have a nar row  focus upon d e fe c t, bu t 
must look as we ll toward th e opt im iz at io n o f th e develop men t of  the ch il d .

The poli cy  su rro un ding  th e f u l le r  im plem en tatio n and developm ent of  the 
Ea rly  and Per io dic  Sc re en in g,  Di agnosis  and Treatme nt Program sho uld  be 
bas ed on th re e  p ri n c ip le s :

1. a nati ona l commitment to  th e w el l-bei ng o f a l l  ch ildre n
2. a fo st e ri n g  o£ pare n ta l inv olv em ent
3. a po ol ing of p ro fe ss io nal  and p a re n ta l knowledge .

A policy  fo r ch ildre n  must giv e p ra c ti c a l re co gnit io n  to  the fa c t th at
the y ar e the c it iz e n s  of  th e fu tu re . The ir  dev elop ment de term ines  the  
fa b ri c  of  tom orrow 's so c ie ty . At a tim e when re so urc es  ar e li m it ed , 
th er e  is  a cas e fo r conce ntrat in g them where th ey  can  do the most good, 
in  the ar ea  of  w el l-be in g o f ch ild re n  and fa m il ie s.
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I I . RECOMMENDATIONS

A. Our f i r s t  recommenda tion is  th a t the EPSDT mandate be bro ade ned  to
app ly to  a ll  ch ildre n  in th is  co un try  so th a t a sys tem  of  develop me nta l
rev iew  and pro te c ti on  migh t be planne d fo r com prehen sive im plem en tatio n.
I t  i s  al so  urg ed th a t funds be made av a il ab le  fo r th e develop men t of 
heal th  ca re  re so urc es , in cl ud in g manpower, f a c i l i t i e s ,  and re se ar ch  and 
development .

B. In the in te re s t  of po ol ing re so urc es,  conso li dati ng  e f fo r ts , and 
e ff ec ti n g  maximum impact,  we recommend th a t th e cu rr e n tl y  ex is ti n g  
ex te ns iv e ov er lap in  fu nct io is  and go al s of ex is ti n g  Fe de ra l prog rams be
elim in ate d . The Ma ternal and Ch ild  Hea lth  program, th e Educa tion fo r  All
Hand icapped Ch ild ren Act (PL 94 -1 42 ), and o th er  program s spo nso red  by 
NIMH, NICCHD, BEH and OC D/Children 's Bureau  have  s ig n if ic a n t duo li cati on  
of e f fo r t wi th  EPSDT; a tho rou gh revie w o f ex is ti n g  prog rams and ag en cies  
se rv in g ch il d re n  sho uld  be und er ta ke n,  with  th e goal of e ff e c ti n g  such  
mergers as would improve ou r se rv ic es to  ch il d re n  and reduce  d u p li ca ti on .

C. The es ta bl is hm en t of  an EPSDT Coo rd in at in g O ff ic e a t th e lo ca l le ve l
i s  recommended; th e fu nc tion  of th is  lo ca l coord in ato r w il l be to  in su re
th a t the revie w,  r e fe r r a l,  tr ea tm en t,  in fo rm at io n di ss em in at io n and 
fo llo w-up re so ur ce s of the community be u t il iz e d  in  car ry in g  ou t th e 
go als of the "merged'*, co or di na ted EPSDT program. Also recommended is  
the es ta bl ishm en t of  EPSDT Community Co or dina tin g Co un ci ls to  in cl ud e 
th e scho ol s and a l l  se rv ic e ag en ci es , as we ll as  re p re sen ta ti v es  of  
par en ts  and se rv ic e  pro vid er s.

D. These su pp or t syste ms ar e be ing recommended in  ord er  to  en ab le  and 
f a c i l i t a t e  pl an ning  on the lo ca l le v e l;  id e n ti f ic a ti o n  of gaps  and needs 
in  th e se rv ic e  re so ur ce s;  coord in at io n and st im u la ti on  of se rv ic es r e le ­
va nt  to  ac hi ev in g go al s of  EPSDT, and co op er at io n and con tr ib u ti o n  to  
the ex te rn al  ev al uat io n  of  EPSDT. We c le a r ly  a re  recommending m ult ip le  
models of  se rv ic e  delivery  dep end ing  on th e c h a ra c te r is ti c s  o f in d iv i­
du al s and ag en cies  avai la b le  as su pp or t syste ms.

E. We recommend a new app roac h to  th e  dis co ver y of  "h an dica pp ing con­
d it io n s"  o r "mental d e fe c ts ".  Develo pmenta l rev iew  i s  see n as  th e f i r s t  
st ep  in  engag ing  childre n  and pare n ts  in  an ongoing concern  wi th  th e i r  
heal th  and w el l-be in g.  We see i t  as  a way of  prom oting s tr e n g th s , as a 
way of eng aging par en ts  wi th  th e i r  ch il d re n , of st re ngth en in g th es e 
p a re n t/ ch il d  t i e s ,  and of re du cing  th e  an xie ty  so p re val en t in  ou r so ci et y  
today re ga rd in g is su es in 'p a re n ti n g  and ch il d  re a r in g . Th is is  a tr u e  
syste m of  heal th  ca re  ve rsus  sp e c if ic  me dic al c a re .

F. As th e in div id ual wi th pr im ary re sp o n s ib il it y  fo r  th e ca re  of th e 
ch ild  and fo r th e f a c i l i t a t io n  of develop me nt,  i t  is  v i ta l  th a t th e

Sare n t or  o th er  ca re giv er  be mea ni ng fu lly  invo lve d in  the pr oc es s o f 
evelo pm ental  review .
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G. Such devel opme nta l rev iew  sh ou ld , to  th e maximum ex te n t p o ss ib le , 
avo id co ercion  such as mandating th a t th e de ve lop mental  revie w be a 
co ndit io n fo r a su rv iv al need such  as a w el fa re  paymen t. Vigorou s 
e f fo r ts  shou ld  be made to  in su re  volu nta ry  p a r ti c ip a ti o n  by th e par en t 
in  th e devel opme nta l rev iew .

H. Such devel opme nta l review shou ld , to  th e maximum ex te n t p o ss ib le , 
prov ide s ig n if ic a n t b enefi t from p a r ti c ip a ti o n , in  th e form of a b e tt e r  
un de rs tand in g of  th e ch il d , wi th th e aim be ing to  pr ov id e a ss is ta n ce  to  
th e par en t in  coping wi th dev elo pm ent al is su e s , and f a c i l i t a t in g  fu tu re
developm ent .

t .  Such develop me nta l rev iew shou ld , to  th e maximum ex te n t p o ss ib le , 
re co gn iz e,  re sp ec t and in co rp or at e e th n ic , c u lt u ra l,  so c ia l and l in -
g u is ti c  d if fe re n ces th a t e x is t in  a p lu r a l i s t ic  and c u lt u ra ll y  and
e th n ic a ll y  div er se  nat io n such as th e Un ited S ta te s .

In  a f re e , p lu r a l i s t ic  so cie ty , th ere  ar e c le a r  bo un da ries  on th e
scope  o t  le g it im ate  in qu iry in to  pe rs on al  and fa m il ia l co nce rn s. Th ere­
fo re  a mass government fin anced sc re en in g program shou ld be lim ited  t o :

1) th os e measure s of  orga nic fu nctionin g and b a s ic , ad ap tiv e 
copin g s k i l ls  which en joy  a high  de gr ee  o f co nsensus w ith in  
th e healt h  pr ofe ss io ns and e ff ec te d  comm unities , and

2) thos e be ha vi or al  fa c to rs  e sp ec ia ll y  ass oc ia te d  with  le a rn in g , 
language and speech developm ent , motor s k i l l s  and per ce ptu al  
a b i l i t i e s .

Specif ic  assessm ent of em otiona l and beh av io ra l ad justmen t and p a re n t/  
ch il d  in te ra c ti o n s  sho uld  be l e f t  to  p a re n ta l i n i t i a t iv e  and se n sit iv e  
c li n ic a l ob se rv at io n (Stage  Three  as here in  pr op os ed .)

As an in te g ra l p a rt  of  the i n i t i a l  ou trea ch  phase  o f a dev elo pm ent al 
rev iew  e f fo r t , pare n ts  should be prov ided  in  th e  language most ap pr o­
p r ia te  to  them, a w ri tt en  d esc ri p ti on  of th e nat ure  and purpo se o f the 
pro posed pr oc ed ur es , in clud ing ad equa te  as su ra nc es  of i t s  q u a li ty , con­
f id e n t ia l it y  and ben efi ts  to  the ch il d  and fa m ily.  At. th e time  th e 
par en t pers onal ly  ap pe ar s,  he or she  shou ld  be v e rb a ll y  info rmed o f 
the natu re  and pu rpose of  a l l  develop me nta l revie w pr oc ed ur es , and should 
be n o ti f ie d  th a t se le c ti v e  p a r ti c ip a ti o n  i s  p o ss ib le . A re fu sa l to  
auth ori ze  any given pro cedure must not je opar diz e th e c h il d 's  ac ce ss  to 
any o th er  as pe ct s of  the prog ram. P are n ta l co nsen t shou ld then be 
ob ta ined  fo r  each proc edure and fo r any prop osed  tr a n s fe r  o f re co rd s 
or in fo rm at ion upon comp let ion  of  th e deve lop me nta l review . Each ch ild  
be ing se rved  shou ld be informed o f th e na tu re  and pu rpos es  of  the p ro ­
cedu res and th e i r  re su lt s  to  the maximum ex te n t poss ib le  co n si st en t 
wi th  h is  o r he r le ve l of  in te ll e c tu a l and em oti onal m at uri ty .

Any tr a n s fe r  o f developm ental in fo rm at io n betw een and among systems 
is  recommended on ly  when the in fo rm at ion would be h e lp fu l in  id en ti fy in g
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th os e co ndit io ns un de r which a ch il d  fu nctions b e s t,  so as  to  en ab le , 
fo r  example, op tim al  sch ool pl acem en t. I t  is  ou r reco mmendations th a t 
on ly d ia gnost ic  (S tage  Thr ee)  in fo rm at io n th a t is  p e r ti n en t to  educa­
ti o n a l p re sc ri p ti o n  fo r th e ch ild  be communicated to  th e sc hools , sub­
je c t always to  inform ed pare n ta l co ns en t.

J .  I t  i s  st ro ngly  recommended th a t no si n g le  in st ru men t fo r developmen t 
assessm ent be mandated n a ti o n a ll y . The re is  no one si ng le  in st ru m en t,  
in ve nt or y or assessme nt  to ol th a t i s  to ta l ly  s a ti s fa c to ry .

Any in st ru m en ts , m ate ri a ls  and methods fo r  develop me nta l rev iew  
w ithi n th e EPSDT program must be normed fo r th e  m in or ity group with  
whom they  ar e to  be us ed . They must a ls o  be in te rp re te d  by pe rson s 
who ar e fa m il ia r wi th  th e economic and c u lt u ra l background of th e popu­
la ti o n s  be ing ass ess ed .

K. The sys tem  fo r devel opme nta l rev iew  must be c le a r ly  re co gn ized  as 
a syste m, no t a pie ceme al appro ach.

We recommend re se ar ch  and dev elop ment o r de mon st ra tio n p ro je c ts  to  
deve lop  measurement and ev al uat io n st an dar ds appro pri a te  to  th e a sse ss ­
ment o f ch ild re n  and th e i r  envir on ments.  There  shou ld  a ls o  be re se ar ch  
in to  th e methodology o f devel opme nta l rev iew  with  emphasi s on a v a r ie ty  
o f assump tio ns  and th eo ri es re la te d  to  age and e th n ic it y .

The re must be th e deve lopm ent o f s t ra te g ie s  fo r th e sim ul tane ou s 
se le c ti o n  o f measurement vari ab le s and th e id e n ti f ic a ti o n  o f prog ram 
ne ed s,  fo r th e es ta bl is hm en t of re se a rc h , dev elop ment and ev al uat io n  
p r io r i t i e s .  There must be an emphasis on th e  ov er lap betwee n re se ar ch  
and consumer p r io r i t i e s .  In ad d it io n , th er e  must be p ro vis io n  fo r 
ta ki ng  in to  accoun t family  needs and va lu es  in  th e conce p tu a li zat io n  
o f measurement re la te d  problem s, and in  th e develop me nt,  se le c ti o n  and 
ap p li cati o n  of  any measurement  or  o th er in st ru m en ts . Par en ts  and 
th os e d ir e c tl y  re sp onsi b le  fo r the w el fa re  o f th e ch il d re n  must be 
invo lved  in  a l l  dec is io n  making pro ce ss es  in  th is  ar ea .

The focu s in  in te rp re ta ti o n s  Of as se ssmen t must alw ays  be on in d i­
vid ua l d if fe re n ces th a t w il l lead  to  appro pri a te  in te rv en ti o n  fo r  each 
sp ec if ic  ch il d , as  opposed to  a focus on grou p d if fe re n ce  and comp ar iso ns .

There  shou ld be a co ll ec ti o n  of m ul ti -m ea su re , mul ti- do mai n,  m u lt i­
fu nct io n measures  from which in st ru m en ts  may be se le c te d  a t a lo ca l 
le v e l,  by lo ca l op tio n fo r Sta ge Two and Stage Thre e re vi ew s.

L. Adequate devel opme nta l rev iew  would in cl ud e fa c to rs  from th es e
a re a s :

1) b io lo g ic a l dim ens ions
2) ps yc ho lo gi ca l dim ens ions
3) fami ly  dim ens ions
4) env ir on m en ta l/ so c ia l/ cu lt u ra l ele ments

vi
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M. The rev iew  sho uld  be carr ie d  ou t in  th re e  s ta g e s :

1) Sta ge One

a.  The b io lo g ic a l dim ensions would be rev iew ed w ithi n the 
framework of  th e p e d ia tr ic  physi ca l ex am inat ion,  which would 
be expanded to  includ e an opportunity fo r  th e ch il d  and 
family  to  d is cuss , i f  they  so wish , any s tr e s se s  or problems 
with  which th ey  would li ke  hel p, or  to  id e n ti fy  st re ng th s and 
supp or t sys tem s th a t cou ld be engaged to  pr ov id e fo r fu rt h eri n g  
development .

b.  An assessme nt  of the c h il d 's  fu nct io nin g would be done 
bas ed upon th e p are n ts ' re port  in  th e are as  of developmen t
of  s k i l l s  and em otional and be hav io ra l s ta tu s .

2) Stage Two

D irec t obse rv at io n of  the c h il d 's  fu n c ti o n in g , u t il iz in g  a 
v a r ie ty  of br oa de r dev elo pm ent al sc re en in g in ven to ri es  or  
in st ru m en ts .

3) Sta ge Three

This st ag e o f dev elo pm ent al rev iew  would in cl ud e d e ta il ed  
as pec ts  of th e fo ur  domains:  b io lo g ic a l,  psy ch olo gic al , 
fa mily , and en vi ro nm en ta l/ so ci al  c u l tu r a l . The psy cho­
lo g ic a l domain would includ e a wide v a r ie ty  of  fu nct io ns - 
cognit iv e  dev elopment , cop ing  s t r a te g ie s , so c ia l de ve lop­
men t, em oti onal development , langua ge and speech  de ve lop­
ment, au ditory  per ce ption, v is u a l perc ep tion  and physi ca l 
fu nct io ns.

Th is ex te nsi ve rev iew  of a c h il d 's  devel opme nt,  th is  c li n ic a l ass ess ­
ment, must be done wi th  gre at  c li n ic a l s e n s i t iv i ty  by pe op le  hi gh ly  sk il le d  
both in  ch il d  deve lopm ent and in work ing wi th p a re n ts .

N. I t  i s  c le a r ly  ne ce ss ar y th a t we develop  appro pri a te  in st ru m en ts  in
.o rd er th a t a l l  st ag es  of developm ental rev iew  be ca rr ie d  out most ad e­
quat el y . There i s  no t a t th e pre se nt tim e a s in g le , u n iv ers a ll y  ac ce p­
ta b le  to ol fo r dev elo pm ent al rev iew  al th ou gh  th ere  is  a m u lt ip li c it y  of  
such  in st ru men ts  appro pri at e in  d if fe ri n g  s it u a ti o n s  and fo r d if fe r in g  
devel opme nta l pro blems .

I t  i s  st ro ngly  recommended th a t th e Med ical  Se rv ic es  Adm in is tra tio n 
take  a le ad er sh ip  ro le  in  e st ab li sh in g  ta sk  fo rc es  and de mon stra tio n
pro je c ts  to  devel op fu rt h e r rev iew  pr oc ed ures  re la ti v e  to  a cc ep ta b il it y ,
st andar d iz a ti on  norms , in st rumen t r e l i a b i l i t y ,  in st ru men t v a li d it y , con­
cu rr en t v a li d it y , use  by para p ro fe ss io n a ls , cost  e ff ec ti v en ess and ava iT-  
a b il i ty . In deve loping  par en t q u est io nnair es,  co nc erning  th e ir  c h il d '#
development , i t  is  obvious th a t th e quest io nnair es  must no t be t r i v i a l ,  
must have devel opme nta l im pli ca tions,  and must have c ro ss -c u lt u ra l 
v a li d it y .
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O. I t  is  a ls o  recommended th a t a se para te  ta sk  fo rc e be ap po in ted 
to  supp ly a l i s t  o f te s ts  cu rr en tl y  a v a il a b le , wi th in fo rm at io n on
how we ll they  meet th es e c r i t e r i a  (s ecti on  N above) o f appro pri a te ness , 
and in  what ar ea s o f psy ch olo gic al , family  and envir on men ta l re vi ew .

In co nn ec tio ns  wi th th is , i t  i s  st ro ngly  recommended th a t th ere  be 
const ru ct iv e  use  made of da ta  al re ad y av a il ab le  from past  p ro je c ts  such  
as the  co ll ab o ra ti v e  s tu d ie s , in  ord er  th a t we may become much more 
so p h is ti ca te d  about is su es  of lo ng it ud in al p re d ic ti o n .

A ft er  two year s,  no st an dar diz ed  pr oc ed ur e sho uld  be u t il iz e d  in  
th e program u n t il  i t  has  been app rov ed pu rsua nt  to  re g u la ti o n s adopted  
by the Secre ta ry . In th e in te ri m  p e ri o d , th is  Task Fo rce sh a ll  rev iew  
st an da rd iz ed  proc ed ures  cu rr en tl y  in  use to  de term ine th e i r  com plianc e 
with  th es e above mentio ned  c r i t e r i a ,  and sh a ll  recommend appro pri a te  
re gu la ti ons to  th e Sec re ta ry .

P. I t  i s  recommended th a t a se para te  ta sk  fo rc e be de ve lop ed  th a t 
would c o ll a te  and make avail ab le  to  lo ca l communities  th e va ry in g models
o f par en t bas ed "t re at m en t"  program s th a t have been de ve lo pe d,  and a ls o
make av ail ab le  th e wealth of  par en t ed uc at io n m ate ri a ls  th a t c u rr en tl y  
e x is t in  many sc a tt e re d  p la ce s.  Th is p a r ti c u la r  use  of  par en t ed uc at io n 
m ate ri a ls  ho lds w ithi n i t  a tr u ly  ex c it in g  and in novat iv e appro ach to  
healt h  ca re  in  th is  co un try .

Q. Any devel opme nta l rev iew  sys tem  in it ia te d  under EPSDT shou ld c le a r ly  
r e f le c t  the im po rta nt  d is ti n c ti o n  betwee n th e d is eas e  re co gnit io n  and 
pr ev en tion  model, and the c u lt u ra l d iv e rs it y  model. Sc reen ing may le g i ­
tim ate ly  u t i l i z e  the "d is ea se  model" du ring  th e ye ar s of in fa nc y and 
earl y  ch ild ho od  deve lopm ent when th e c h il d 's  pr im ary so c ia l group i s  th e 
family ; in  doing so , however, deve lopm en tal  rev iew  must foc us  p ri m ari ly  
on the c h il d 's  "p hysi o lo gic al " develop me nt.  Co nv erse ly , as ch il d re n  
en te r th e mandated sch ool sys tem , when th e i r  be ha vi or  i s  eval uat ed  with  
re fe re nce  to  th e ex pec ta tions of th e  so c ia l gro up , deve lopm en tal  a sse ss­
ment n ecess a ri ly  encom passes beh av io ra l measures, and p o li c ie s  must th e re ­
fo re  be fo rm ulated  w ith in  th e no rm ative framework of  th e "c u lt u ra l 
d iv e rs it y "  mode l.

.R. I t  i s  recommended th a t sp e c if ic  gu id el in es  co nc erning  program 
ev al uat io n  be devel oped by a ta sk  fo rc e of ex per ts  who have sp e c if ic  
compe tency in  th is  ar ea . We ca uti on th a t th is  must be done q u it e  soon, 
so th a t ele me nts  co ns idered  e s se n ti a l to  pr op er  program ev al uat io n  be 
in clud ed  in  th os e programs now in  th e pr oc es s of im plem en ta tio n.  Ev al­
uation  o f EPSDT sho uld  be 'do ne  in  re la ti o n  to  sp e c if ic , pr ed etermined  
pr oc es s and outcome measurements.

One of  th e most im po rta nt  is su es in  ev al uat io n  must be th e in c lu ­
sion  of a search  fo r poss ib le  p o s it iv e  and ne ga tive  si de  e f fe c ts  of  
any system of devel opme nta l rev iew  on ch il d re n  and th e i r  fam il ie s .
This would in cl ud e an in v esti g a ti o n  of any prob lems ass oc ia te d  with  
p o te n ti a l " la b e ll in g "  as a consequen ce of th e adm in is tr at io n  and im ple­
men ta tio n of  any o f th e as pe ct s o f develop me nta l rev iew  her ei n  recommended.

v i i i
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Res earch must be se t up to  pr ov ide answers to  cost  is su e s , and to  
develop ap pro pri at e sys tem s fo r c o ll e c ti o n  of  data  to  es tim at e cost s 
and ben efi ts  of p u b li c ly  fina nc ed  ch il d  heal th  pro gra ms .

S. The pr op er  imple me nta tio n of EPSDT ac ro ss  the co un try  w il l re qu ir e  
the developm ent of tr a in in g  programs in  ord er  to  in cr eas e  th e so ph is ­
ti c a ti o n  of p ro fe ss io nals  in  the ar ea  of normal dev elo pm ent , de ve lop­
mental revie w,  and opport un it ie s fo r th e develop me nta l p ro te c ti o n  of  
ch ild re n . The re fo re , we recommend th a t th ere  be an ex pans ion  of e x is ti n g  
sources of fun din g so th a t tr a in in g  prog rams ne ce ss ar y fo r ex is ti n g  pr o- 
fe ss io na ls  who w il l con tr ib u te  to  th e ach iev em ent  o f th e  go al s o f EPSDT 
be made av a il ab le . We in clud e in  th e group of e li g ib le  p ro fe ssi o n a ls : 
physi ci an s,  nurs es , te achers , p sy cholo g is ts , so c ia l wo rkers, school 
co un se lo rs , and spe ech  pa th o lo g is ts  and au d io lo g is ts . T ra in in g pr o­
grams shou ld be ca rr ie d  ou t by ex is ti n g  accre d it ed  tr a in in g  re so ur ce s 
and in s t it u t io n s  (f o r exam ple,  u n iv e rs it ie s , s ta te  co ll eg es,  community 
co ll eges) . Tra in in g co uld be off er ed  in  th e form o f workshop s, co urs es , 
semina rs,  and in se rv ic e  tr a in in g  pro gra ms . We a ls o  recommend th a t 
tr a in in g  funds fo r par ap ro fe ss io nal  pe rson ne l be made av a il ab le  on the
assumptio n th a t Sta ge One and pe rhaps Stage Two o f th e develop me nta l 
rev iew  pr oc es s w il l be c arr ie d  out by suc h pers onnel , and on th e assump­
ti on  th a t a g re at  de al  o f th e par en t su pp or t work w il l a ls o  be carr ie d  
ou t u lt im ate ly  by para pro fe ss io nals .

We urge  in cr ea se d e f fo r t to  se n s it iz e  h ealt h  p ro fe ssi o n a ls  to  the 
problems of p a re n ts , to  th e is su es  of e th n ic  d iv e rs it y  w ithi n th is  
p lu r a l i s t ic  so c ie ty , an.', we urg e th a t h ea lt h  p ro fe ssi o n a ls  be tr a in ed  
to  o ff e r in cr ea se d su pp or t and co un se lin g to  a l l  fam il ie s .

In ord er  to  acheve  th e go als o f EPSDT, sp ec ia l re so urc es  fo r dev e­
lopm ental rev iew  need  to  be cr ea te d to  supplement th e kind s o f a ss ess ­
ments ty p ic a ll y  done by physi ci an s.  The na tu re  o f th es e sp ec ia l re so urc es  
ar e la rg e ly  sp ec ia ll y  tr a in ed  per so nn el . Such pe rson ne l shou ld have 
ex te ns iv e s k i l l s  in  us in g devel opme nta l ev al uat io n  te ch niq ues , sho uld  
know som ething about  th e ar en a in  which physi ci an s oper at e and s im il a rl y  
sho uld  have  some fa m il ia r it y  wi th  th e natu re  and re qu irem en ts  of e ffe c ­
ti v e  ed uc at io na l s e tt in g s . They must a ls o  know ab ou t p a re n ts , about 
fa m il ie s,  th e i r  e th n ic  and economic d iv e rs it y  and th e r e a l i t i e s  in  which 
they  li v e  in  ou r so c ie ty .
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RATIONALE AND ELABORATION

1. What is  Dev elopmen tal Review?

I t  is  ev id en t th a t th e dev elopment  o f a ch il d  i s  a p ro ces s,  
re qu ir in g  peri od ic  rev iew  to  in su re  th a t develop men t is  proc ee ding  
ad eq ua te ly . Thus th e term "s cr een in g",  wi th  i t s  co nn ot at io n of  
se ar ch in g fo r a d e fe c t,  i s  le ss appro pri a te  than  i s  th e term "d ev elop ­
me nta l review " which im pl ie s a pr oce ss  o r ie n ta ti o n  ra th e r  th an  a 
sim ple c ro ss-s ec ti o n a l view.  While i t  may be d i f f ic u l t  to  change th e 
p re se n t le g is la ti v e  lang ua ge , i t  i s  urged th a t th e pr oc es s o f de ve lo p­
me nta l rev iew  be st ro ngly  encourag ed , and th a t th e co ncep t o f de ve lop­
me nta l sc re en in g, which i s  more appro pri a te  to  medica l or di se as e 
o ri en te d  co nc ep tual  models, be av oide d.

Dev elop men tal rev iew  in  th e co nte xt o f a h ea lt h  prog ram ha s th re e  
goal s:

1. The pro mo tion o f st re n g th s o f a ch il d  and family  to  cope 
with  th e va riou s ta sk s o f li v in g

2. The pr ev en tion  of sp e c if ic  deve lop me nta l d i s a b i l i t i e s

3. Ear ly  case  fi nd in g .

At th is  tim e we ar e recommending an e n ti re  re co n cep tu a li za ti on  o f 
deve lop me nta l assessm ent w ithi n the EPSDT program . Th is "O pe ra tio n 
Re thi nk " demands the ac ce pt an ce  o f new id eas.  I t  i s  appro pri a te  he re  
to  qu ote th e va riou s st eps a new id ea  must go th ro ug h:

Ev olut ion of Re actio n to  a New Ide a

1. in dig nan t re je c ti o n
2.  reason ed  obje ct io n
3. q u a li f ie d  op posi tion
4. te n ta ti v e  ac ce ptan ce
5.  q u a li fi ed  endorsemen t
6.  ju d ic io us m od if ic at io n
7.  cau ti ous ad op tio n
8. im passioned es po us al
9.  pro ud pa ren tho od

10. dogm atic pr op ag at io n.  (Lade,  196S)

1



The ele me nts  of Op erat ion Rethin k invo lve a re as se ss m en t of  what 
"menta l defe c ts " ar e;  what menta l heal th  and develop men t are ; the 
ro le  of  the family  in  ch il d  dev elop ment; th e o r ie n ta ti o n  of  a sc re en in g, 
dia gn os is  and tr ea tm en t program around  th e in te g ra ti o n  o f th e fam ily  
w ith in  th e sys tem ; and f in a l ly , how one produces deve lop me nta l ga ins 
v ia  va riou s su pp or t syste ms .

Under th e pro posed  sys tem  of conce p tu ali zat io n  th ere  is  no way in  
th is  f ie ld  to  id en ti fy  p re cis e  te s ts  to  d is ti n g u is h  between "norma l" 
and "abnormal" ch il d re n ; th er e  ar e dozens of c ru c ia l fu nct io ns subsumed 
under the concep t of dev elopment , sinc e develop men t is  no t one th in g . 
Developmental rev iew  would thus  con si st  of an assessme nt  of th es e fu nc ­
ti o n s ra th e r  th an  th e sp e c if ic  d ia gnost ic  of  a co ndit io n . A fu nctional  
as sessmen t, a p ro f il e  of st re ngth s and we akn ess es,  or  a sse ts  and l i a ­
b i l i t i e s ,  desc ri bes th e tr an sac ti o n s between th e ch il d  and th e wor ld 
around him in  terms  o f th e ta sk s ask ed of him and th e pe op le s ig n if ic a n t 
to  h is  l i f e ,  in  th e co nt ex t of  th e p a r ti c u la r  se tt in g s  in  which  th e c h il d  
i s  found  and a t th e p a r ti c u la r  time o f ev ery deve lop me nta l review . The 
ou tl in e  of  a ss e ts  and l i a b i l i t i e s ,  st re ng th s and we akne sses , i s  c le a r ly  
no t re la te d  so le ly  to  th e  fu nc tio ni ng  of th e ch ild  bu t i s  de fin ed  
sp e c if ic a ll y  in  re la ti o n  to  th e ex pec ta tions of th e  im po rtan t peop le 
and in s ti tu ti o n s  in  a c h il d 's  l i f e :  fa m ily,  sc hool,  fr ie n d s , wh ate ver is  
un iq ue ly  and in d iv id u a ll y  im po rta nt  to  any one p a r ti c u la r  ch il d .

The e f fe c ts  of e a rl y  l i f e  ex pe rien ce s as wel l as  th e e f fe c ts  of  
re ce nt ex pe rien ce s such as  a divo rce in  th e fa m ily,  the lo ss  of a pare n t 
or  o th er  s ig n if ic a n t pe rso n v ia  dea th , s it u a ti o n a l is su es such as  a fe a r  
o f th e pr oc ed ur es , a l l  have  a powe rfu l e f fe c t on th e  a b i l i ty  of a ch il d  
to  demo ns tra te th e q u a li ty  o f h is  fu nct io ns du ring  any sp ec if ic  review . 
Developmental rev iew  would thus  assume th a t th e ch il d  and h is  env ironm ent  
(i nc lu di ng  s ig n if ic a n t car eg iv er s)  ar e a u n it  and ar e no t d iv is ib le .
One does  no t e x is t with ou t the o th er.  One cann ot  be rev iew ed ad eq ua te ly  
with ou t consi der ation  of the o th er.  Dev elop men tal rev iew  concern s i t s e l f  
wi th  what goes on betw een the ch il d  and th is  env ironm ent  on the b io lo g ic a l,  
psy ch olo gic al , so c ia l and c u lt u ra l le v e ls .

I t  i s  ju s t  as  fo o li sh  to  search  fo r a si n g le  method o f ob se rv in g a 
c h il d 's  develop men t as  i t  is  to  t e l l  a physi ci an  th a t he must use on ly  
one method (u sing  a st et ho sc op e ve rs us  usi ng a the rmom ete r ve rsus  v is u a l 
in sp ect io n , fo r exam ple)  to  com ple te an e n ti re  physi cal  ex am inat ion.  
However, i t  i s  obvio us th a t a comb ina tio n o f methods w il l all ow  th e obse r­
vat io n  of a s e t of  s ig n if ic a n t fu ncti ons.  I t  must be st re ss ed  re pea te d ly  
th a t development  i s  no t a d is ea se  which  y ie ld s a judgment of p re se n t or 
ab se nt . We ar e b a s ic a ll y  conce rned wi th  th e concep t o f competence - how 
we ll has th is  ch il d  me t, and how wel l does he now me et,  th e expec ta tions 
im p li c it ly  and e x p li c it ly  se t by h is  so c ie ty  fo r an in div id ual of h is /h e g . 
age and sex  group?

Th is app roa ch ra is e s  a ho st  of ques tions and is su es . To be ad dr es se d 
ar e such consi der ati ons as th e d if fe re n ce  betw een medic al and ps yc ho lo gi ca l 
sc re en in g,  dia gnosi s and tr ea tm en t;  th e d if fe re n ce  betw een an in d iv id ual 
problem of a ch il d  and th e m at rix o f so c ia l problem s th a t mig ht be 
re fl e c te d  in  a c h il d . Also to  be ad dr es se d ar e is su es such as  pr im ary
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pr ev en tion  as  th e dete ct io n  o f d is eas e  in  non-sym ptomatic pe rson s 
ve rsus  th e newer concep t o f pro mo ting st re ng th s and pro mo ting h ea lt h . 
One must a ls o  co nsi der  heal th  ca re  in  ge ne ra l ve rs us  me dic al car e ; th is  
is  a p a r ti c u la r ly  pro minent is su e  si nce  EPSDT is  e s s e n ti a ll y  a me dic al 
ca re  sys tem .

With a l l  th e fo rego ing in  mind, we recommend a new app roa ch to  th e 
di sc ov er y o f "h an dica pp ing condit io ns"  or  "mental d e fe c ts " . We do no t 
see deve lop me nta l sc re en in g on ly  as a qu ick,  sim ple  proc ed ure to  id en ti fy  
th os e in  need o f fu rt h e r stud y bu t ra th e r we see i t  as th e f i r s t  st ep  
in  a way o f eng agi ng ch ild re n  and pare n ts  in  an ong oing concern  wi th  th e i r  
h ealt h  and wel l be ing.  We see i t  as a way o f pro mo ting st re n g th s , as  a 
way o f engag ing  par en ts  wi th  th e i r  ch il d re n , of st re ngth en in g th es e 
p a re n t/ c h il d  t ie s  and o f re du cing  th e an xi et y so pre val en t in  ou r so c ie ty  
toda y re ga rd in g is su es o f par en ting  and ch il d  re a ri n g . Th is is  a tr u e  
sys tem of h ealt h  ca re  ve rs us  sp e c if ic  medic al car e .

We run th e danger w ithi n deve lop me nta l rev iew  of  th e fa ll a c y  of m is­
pl ac ed  co ncr et en es s.  There has been  in  th e past  an alm ost ob se ss iv e 
concern  with  th e number o f fa ls e  p o sit iv e s  and fa ls e  neg at iv es  th a t each 
sp e c if ic  t e s t  y ie ld s . This i s  no t t ru ly  th e is su e ; the is su e  is  what a 
pare n t th in ks o f h is  ch il d , how he per ce iv es  th e c h il d , and how th e ch il d  
th in ks of h im se lf /h e rs e lf . In add it io n  i t  must be no ted th a t th is  obse s­
si ve  conce rn makes i t  sound as  i f  th e re  were a magica l tr ea tm en t av a il ab le  
once th e ca se  i s  "d iagn osed" ac co rd ing to  th is  si n g le  a l l  po we rfu l in s t ru ­
men t. Tha t th is  i s  no t th e ca se  w il l be rev iew ed in  th e fo llo wing sec ti o n . 
Aga in, we see th e sc re en in g pr oc es s and th e d ia gnost ic  pr oc es s them se lves  
as  th e f i r s t  ord er  "t re atm ent" , throug h th e engagement  pr oc es s by he lp in g 
a par en t th in k abo ut th e c h il d 's  em ot iona l and deve lopm en tal  s ta tu s  in  a 
new way, in  th e co nt ex t of a re la ti o n sh ip  wi th  a he lp in g pe rson , a h ea lt h  
p ro fe ss io nal in  the br oa de st  sense who is  in te re s te d , who c a re s , is  
su pp or tive  and li s te n s .

Engaging th e Pa re nt s

In ord er  to  accomp lish  th e go al  o f ass ess in g  a c h il d 's  gro wth, 
st re ng th s and we akn ess es,  one must as a p re re q u is it e  engage  th e co op er ­
a ti o n  of h is  pare nt or  care g iv er.  Although lo g ic a l,  th is  pr oc es s is  a t 
tim es  ig no red.  This leav es  the par en t non-e ngage d, v i r tu a l ly  sa bo tagi ng  
any co op er at iv e e f fo r t  on the p a r t o f an "o u ts id er"  to  ass ess  th e fu nct io n 
of a c h il d . In actu al p ra c ti c e  th is  a ls o  lead s to  a ve ry  low number of 
re tu rn  v i s i t s  fo r di ag nosi s and tr ea tm ent,  when r e fe r r a l  is  made with ou t 
pare n ta l engagement.

The par en t i s  th e on ly  tr u e  ob se rv er  of. a c h il d 's  ra te  o f growth 
from b ir th  u n t il  school,  a ge . He al th  p ro fe ssi onals  ar e no t p re d ic ­
ta b ly  in vo lved  in  any con si st en t manner. When th e ch il d  en te rs  
sc ho ol , a new ob se rv er  is  id e n ti f ie d , th e te ach er.  Ther ef or e,  th e 
par en t must be engaged earl y  in  th e in fa n t 's  l i f e  in  ord er  to  
u t i l i z e  h is  obse rv at io nal  s k i l l s  in  a devel opme nta l review . The 
te ach er likew is e can be a val uab le  ad ju nc t wi th  p a re n ta l ap prov al  
to  gi ve  in fo rm at io n about th e ra te  of growth th e ch il d . The 
ex cl usi on, however , o f th e par en t when th e te a c h e r 's  obse rv at io ns 
ar e so ug ht , can lea d once ag ain in to  a sabo tage  of fu tu re  at te m pt s 
to  ass es s th e ch il d .

#7-633 0  - 77 -  36
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Al l p a re n ts , wh eth er si ng le  or  "c ou pled ",  have some fe ars  abo ut 
ou ts id ers  ob se rv in g th e i r  c h il d , and in d ir e c tl y  th e i r  "p ar en ti ng".
These fe ars  can be st a te d  as  a " fe ar of  la bel in g: good par en t - bad 
par en t"  with  a fu rt h e r ex tens io n of  such , "good ch il d  - bad, d e fe c ti v e  
ch il d " . Sinc e par en ting  i s  fr eq uen tly  f i l l e d  wi th am biva len t fe e li n g s 
o f whe ther or  no t the " e f fo r t is  enough", th e fe ar of in tr u s io n  from an 
ou ts id er i s  const an t.  On th e o th er  hand, the ass is ta n ce  and c la r i f i c a t i o n - 
of ar ea s o f concern  ar e g re a tl y  welcomed and in v it ed .

A fu rt h e r fe a r is  th a t i f  any def ec t is  dis co ve re d,  th ere  w il l be 
in  fa c t no a ss is ta n ce  or  trea tm en t fo r th e corr ec ti on  of  such . With 
th es e co nsi dera ti ons,  th e fo llo wing su gg es tio ns  fo r engagement ar e made:

1. Every at te mpt  shou ld  be made to  v o lu n ta ri ly  engage th e 
pare n ts  and th e ch il d . Coe rcion by manda ting  an exam, 
or  by a tt ach in g  th e exam to  a su rv iv al need (money from 
w elf are ),  imme dia tely ra is e s  re s is ta n c e  and an ge r.

2. In ord er  to  have  th e par en ts  co oper at e,  th ey  must un de rs tand  
th e b e n e fi ts  of p a r ti c ip a ti o n . A model al lo win g fo r pare n ts  
to  eval uat e th e ch il d  f i r s t  (p ar en ta l in ve nt or y)  with  the 
opport unity  to  dis cu ss  ar ea s of  concerns  as  we ll as st re n g th s , 
al lo ws pare n ts  to  look forward to  a ss is ta n ce , ra th e r  th an  to  
fe a r " c r it ic is m ."

3. The pr oc es s o f engagement sho uld  fo llo w th e st ag es  of th e 
p a ren ts ' as sessm ent of  th e ir  c h il d 's  devel opme nt,  and th e 
p a re n ts ' p a r ti c ip a ti o n  wi th  a healt h  worker  to  ta lk  abo ut 
ar ea s of concern.  (Th is al so  o ff e rs  th e opportunity  fo r 
d ir e c t obse rv at io n .)  I t  would,  in  ad d it io n , be im po rta nt  
a t th is  st ag e to  have a hea lt h  worker who i s  b ic u lt u ra l and 
b il in g u a l.

4. Although th er e  may be a pe rio d o f time from th e i n i t i a l  
co nta ct  to  th e d e f in it iv e  "d ia gnosi s" , th e pr oc es s o f 
engagement with  par en ts  w il l en ab le  the rev iew  to  pr oc ee d.
The fa il u re  to  fo llo w th is  engagement pr oc es s could  ne ga te
th e opportunity  to  pro cee d to  th e d e si ra b le  go als of tr ea tm en t,  
re m ed ia tio n and f a c i li t a t io n  of  growth and dev elopment .

5. The d e f in it iv e  d ia gnosi s,  even though  con firm ed by c r i t e r i a  
and norm s, must be share d with  th e pare n ts  by a heal th  pr o­
fe ss io n a l with  high  s e n s i t iv i ty , ex p ert is e  and knowledge of th e 
p a re n ts .

6. The e a r l ie r  th e engagement pr oc es s ta ke s p la ce,  th e e a r ie r  i t  w il l 
be to  have an ac cu ra te  assessm ent of  the ch il d . Once ra pport  has  
been est ab li sh ed  a t an earl y  age, id e a ll y  b i r th , th e rev iew  can  
ta ke  pl ac e with  ea se .

4
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2. Some Con side ra tio ns  in  Developmental Sc reen ing,  Di agnosis  and Tr ea tm en t:
Stren gt hs  ve rs us  Weaknesses

We must th in k ve ry  c le a r ly  abou t th e im pli ca tions of th e d if fe re n ce  
in  concep t betw een sc re en in g o ri en te d  to  promotion  of  st re ng th s and 
pr ev en tion  of d is o rd e rs , and sc re en in g ori en te d  to  d e fe c ts , damage, dy s­
fu nction , il ln e s se s  and we aknesse s. We se le c t te s ts  p a r t i a l ly  on th e 
b asi s o f what use i s  going to  be made o f th e r e s u l ts . The empha sis on 
d e fe c ts  and weaknesses lead s to  many e th ic a l,  so c ia l and ps yc ho lo gi ca l 
prob lem s. In or de r to  be concern ed  with  su cc ess ra th e r than  f a il u re , 
we need  to  e s ta b li sh  a non-p at ho lo gi ca l model. As Braze lto n (1976) has  
sa id ,

A new model i s  need ed in  p e d ia tr ic s  - a no n- pat holo gic al  
model. With such  a model th a t id e n ti f ie s  th e st re ng th s 
o f pare n ts  and ch il d re n , th e p ed ia tr ic ia n  would p re se n t 
h im se lf  as an advo ca te ra th e r  than  a la b e le r.  The Hawthorn 
e f fe c t would be g re at - ex pec ta tions th a t th ey  would suc ceed  
mig ht re in fo rc e  th e i r  se ns e of  d ig n it y , of th e i r  own copin g 
c a p a c it ie s , in st ea d  of th e kind o f ex pecta ncy to  f a i l  whi ch,  
too o ft en , th ey  fi nd  now.

Th is view po in t is  e sp ec ia ll y  im po rta nt  i f  we ar e to  sc re en  fo r menta l 
re ta rd a ti o n  where , wi thou t ig no ring  pa thol og y,  we must be co ncern ed  wi th  
p o s it iv e  adap ti ve,  cop ing  c ap a c it ie s  and no t ju s t wi th  "d e fe c ti v e" sc or es  
o r fa il u re s  on formal I.Q . te s ti n g .

The Nature of In te ll ig en ce  and th e Concept of Development

A ra d ic a l re d e f in it io n  of in te ll ig e n ce  is  emerging from 
a growing number of  s tu d ie s th a t re ga rd  th e sp e c if ic  
c a p a b il it ie s  measured by I.Q . t e s ts  as  an im po rtan t, bu t 
tr a in a b le , p a tt e rn  o f in te ll e c tu a l s k i l l s .  These s tu d ie s lead  
to  th e co nc lusion  th a t I.Q . te s ts  do no t measure  in nat e  i n te l ­
le c tu a l ca pac it y , bu t ra th e r  a group of lear ne d s k i l l s  th a t can 
be ta ug ht  in  th e cla ss room  or  in  th e home. (Whimbey, 1974)

The tr a d it io n a l assum ption is  th a t me nta l re ta rd a ti o n  is  a ch ro ni c 
ha nd ica p th a t e x is ts  in  a pe rso n as an in d iv id ual c h a ra c te r is ti c , 
unre la te d  to  th e ci rcum stan ce s o f th a t in d iv id u a l' s  l i f e .  There  ar e 
two mo del s, th en , of re ta rd a ti o n : th e path o lo g ic al and th e s t a t i s t i c a l .  
The pa th o lo g ic a l model is  ba sed on a d is ease  model th a t views menta l 
re ta rd a ti o n  as  a b io lo g ic a l dy sf un ct io n ty p if ie d  by p a r ti c u la r  b io ­
lo g ic a l symptoms. The s t a t i s t i c a l  models s ta te s  th a t a pe rson  is  
abnormal  i f  he f a l l s  in to  th e t a i l s  of th e s t a t i s t i c a l  d is tr ib u ti o n  of 
th e popul at io n on wh atever measure  is  be ing used fo r d ia gnosi s.  Both 
models imply a r e la ti v e ly  sim ple  co nc ep tio n of  a de ve lo pm en ta lly  con ­
s ta n t and per vas iv e fa c to r o f ge ne ra l in te ll ig e n c e , ye t th is  co nc ep tio n 
i s  no long er  te nab le  as a model fo r "m en ta l" develop me nt.  A st at em en t 
by Mercer (1972a) is  p a r ti c u la r ly  ap t he re :

S



F ir s t , we con cluded  th at a one dime nsion al dia gn os is  
fo r re ta rd a ti o n  in  which only an in te ll ig e n c e  sc or e is  
sy st em ati ca ll y  use d as th e bas is  fo r ev al uat io n  is  no t 
equ it ab le  fo r pe rso ns  from non-Anglo backg rounds . There 
i s  a re a l need fo r a st an da rd ized  measure o f ad ap tiv e 
be ha vi or . Second, we con clud ed th a t p lu r a l i s t ic  a ss ess ­
ment pr oc ed ures  which take  the so c io -c u lt u ra l c h a ra c te ri s ti c s  
of th e in d iv id u a l' s  background in to  account when ev al uat in g 
th e meaning of  a p a r ti c u la r  in te ll ig en ce  t e s t  sc ore or  ad ap tiv e 
be ha vi or  sc ore , would produce g re a te r conve rge nce  between 
cl in ic a- l d ia gnosi s and so c ia l syste m d e f in it io n s . Such 
pr oc ed ures  would el im in at e the e th nic  d is pro port io ns which 
re s u l t  from pre se nt c li n ic a l pr oc ed ur es .

The me dic al model i s  tr a n s c u lt u ra l. I t  assumes th a t so ci o­
c u lt u ra l fa c to rs  ar e ir re le v an t to  d ia gnosi s and th at si m il a r 
p a tt e rn s  of symptoms w il l appea r in  pe rso ns  of a l l  cu lt u re s .
I f  so c io -c u lt u ra l fa c to rs  ar e co ns idered  a t a l l ,  they  tend  to  
be st ud ie d  in  an e ti o lo g ic a l (c au sa l)  co nt ex t as  fa cto rs  pr o­
ducin g th e  or ga ni c pa tholog y.  Implied in  a medical pat holo gic al  
c la s s if ic a ti o n  sys tem is  th e ass umptio n th a t th e sympyoms ar e 
b io lo g ic a ll y  de ter mi ned and th a t act io n  to  pre ven t,  am el io ra te , 
or cu re  a pa tholog y w il l be foc used  on tr e a ti n g  the b io lo g ic a l 
org anism . I t  i s  assumed th a t di ag nosi s and trea tm en t can pro cee d 
with ou t re fe re nce  to  the in d iv id u a l' s  so c io -c u lt u ra l bac kground.

The tr a n sc u lt u ra l assum ptions of  th e  medic al pat holo gic al  model, 
when dea li ng with  b io lo g ic al c h a ra c te r is ti c s , ar e no t an is su e 
in  th e d is cuss io n . A ch il d  wi th a chromosomal anomaly, such as 
Down's Syndrome, can be id en ti f ie d  and la be le d in  any c u lt u ra l 
se tt in g . His so c ia l m ili eu  is  no t re le van t to  c la s s if ic a ti o n .
For  th is  re as on , th e dis cu ss io n in  th is  pa pe r ad dr es se s only 
thos e ca se s in  which th er e  ar e no b io lo g ic a l si gn s of  devia nce 
and c la s s if ic a t io n  re s ts  e n ti re ly  on be ha vi or . In my op in io n,  
i t  i s  th e c la s s if ic a ti o n  of  the "normal- bo died" ch il d  which is  
th e c en tr a l prob lem fa cing  th e com mitt ee and the cen tr a l is su e 
in  th e curr en t co nt ro ve rs y.  (Meier , 1973)

The t ra d it io n a l s t a t i s t i c a l  model assumes th a t th er e  is  one 
norm al cu rv e and th is  si ng le  d is tr ib u ti o n  can be use d to  c la s ­
s if y  a l l  ch il d re n . This one 's ta ndar d  norm' i s  based  on th e 
be ha vi or  of pe rson s in  the Anglo-American mains tream and , con ­
se quen tly , prod uces re la ti v e ly  ac cu ra te  p re d ic ti ons co ncern ing  
th os e who w il l 'succ ee d ' in  th a t ma ins tream , i t  in s t it u t io n ­
a li z e s  th e  cu lt u re  o f th e Anglo mainstream as  th e si n g le , 
mon ocul tura l frame of  re fe re nc e fo r 'n o rm al' . (Meie r, 1973)

In te ll ig en ce  i s  c le a r ly  a m at te r of  basi c  endowment, hea lt h  s ta tu s , 
en vironm ental  ex pec ta tions and ex pe rien ce , le ar nin g and d e f in it io n . The 
pa th olo gic al model f a i l s  when one re fe rs  to  ps yc ho lo gi ca l fu nct io ns:  
deve lopmen t i s  no t a d is eas e  th at y ie ld s a judgm ent of  pre se nt or ab sent 
There is  an enormously  wide ran ge of  what is  "norm al"  or  "a ve rage" in
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develop me nta l pro ce ss es , and an eq ual ly  wide range in  th e v a ri an t 
ra te s  a t which d if fe re n t fu nct io ns devel op in  d if fe re n t ch il d re n .
One fr eq uentl y  wi shes  th a t th is  were no t so , bu t i t  must be s tr e ss ed  
th a t "developm ent  is  no t a si ng le  un fo ld in g of more co mpl icated  be ha vi or  
from in fa nc y to  m at uri ty , bu t a pr oc es s of le ar nin g and in te ra c ti o n ."  
(B oe lsc he , 1969)

The Model o f Med ical  Sc reen ing ve rs us  Developmental Assessment

The nat ure  of develop me nta l phenomena di sc us se d above lead s to  
ve ry  d if fe re n t mode Is  of sc re en in g and as se ssmen t.

Medical sc re en in g is  a so ph is ti ca te d  co nc ep t; such sc re en in g i s  
u su a ll y  simple,  qu ic k,  ca pa ble o f "pass or f a i l "  in te rp re ta ti o n ; i t  is  
ap pli ed  once to  each su b je ct  to  minimiz e no n- co op er at io n,  and lend s 
i t s e l f  to  ev al uat io n  in  terms  of s e n s i t iv i ty , sp e c if ic it y  and rep ea ta ­
b i l i t y .

Dev elopmen tal assessm ent o f ps yc ho lo gi ca l fu nct io ns on th e o th er  
hand , is  a c li n ic a l proc ed ure to  which "p as s or  f a i l "  in te rp re ta ti o n  
sh ou ld  no t be appli ed , re pea te d exam inat ion s ar e e s se n ti a l and i t  i s  no t 
amenable to  d e ta il ed  q u a n ti ta ti v e  eval uat io n  (Rogers , 1971). The es se n­
t i a l l y  c li n ic a l  na tu re  of deve lopm en tal  assessme nt  must ne ve r be ov er ­
look ed ; sc re en in g can no t be a "o ne -s ho t"  at te m pt  on a pa rameter  th a t 
i s  de ve lopm en tal.

Developmen tal assessme nt  in vo lv es  a d esc ri p ti o n  o f th e  c h il d 's  
adap tive fu nct io nin g in  th e ma jor  ar ea s of deve lopmen t o f s k i l l s  
(m oto r, lan gu ag e, se lf -h e lp , e tc .)  and ad ju st m en t, in cl udin g beh av io ra l 
and em otiona l c h a ra c te r is ti c s . Such desc ri p ti o n  o f dev elop ment and 
ad justmen t may be based  on pare n ta l re p o rt , c li n ic a l  obse rv at io n and 
p o ss ib ly  d ir e c t te s ti n g  of the ch il d .

Pr el im in ar y in te rp re ta ti o n  of fu nc tion in g in  re la ti o n  to  th e 
ex pe ct ab le  ran ge fo r ch ild re n  o f th e same ag e, sex and c u lt u ra l group 
th en  defi nes a develop me nta l p ro f il e  of th e c h il d 's  st re n g th s and 
we aknesse s. This develop me nta l p ro f il e  may be use d to  defi ne  nee ds 
fo r  fu r th e r  ev al uat io n or  o th er in te rv en ti o n .

The re ar e marked d if fe re n ces in  th e pe rson ne l re q u ir ed , a ls o , fo r 
med ical and devel opme nta l sc re en in g: fo r me dic al sc re en in g t e s t s ,  
su it a b le  tr a in in g  in  proc edure is  ne ce ss ar y bu t no pr ev io us  c li n ic a l  
ex pe rien ce  is  ne ce ss ar y o r even d es ir ab le . Dev elopmen tal as se ss men t, 
on th e o th er han d, sho uld  on ly  be per formed by pe rson ne l havin g bro ad  
ex pe rien ce  in  the ch il d re n  of th e age be ing as se ss ed , and havin g sp e c if ic  
tr a in in g  and ex pe rien ce  in  th e £ ie ld .

I f  one us es  th e analo gy o f sc re en in g oranges fo r s iz e  as  an ap pro­
p r ia te  one fo r me dic al sc re en in g, then  i t  is  ea sy  to  see th a t th e  ap pro­
p r ia te  method fo r sc reen in g i s  th e use  of some so r t of si ze  so rt in g  
equ ipment  - sc re en s wi th p ro gre ss iv ely  f in e r  mesh.
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Of co ur se  th ere  may be numerous ot he r st an da rd  char­
a c te r i s t ic s  agai nst  which any given orange  must be as se ss ed , 
such as  ju ic in e s s , sw ee tn es s,  re si st ance  to  b ru is in g , co lo r,  
th ic knes s of  sk in , pee ling ea se , ge ne ra l e s th e ti c  appearance , 
e tc . Some of  th es e c h a ra c te ri s ti c s  ar e more d i f f ic u l t  to  
mec ha nica lly  sc re en  and as se ss  tha n o th ers , thus  re qu ir in g  
th e inf orm ed, re la ti v e ly  su bje ct iv e assessm ent of  tr a in ed  
in te rp re te rs  to  d i f f e re n ti a te  and c la ss if y  them. (Meier, 1973)

Th is seems an ap pro pri at e analo gy to  dev elo pm ent al sc re en in g and asse ss­
men t. Because we use th e same word - "s cr ee ni ng " - we seem to  have con­
fu se d th e co ncep ts o f medical sc reen in g fo r th e pr es en ce  or  absenc e of  
d is ease  with  devel opme nta l sc re en in g,  which mig ht more appro pri a te ly  be 
ca ll ed  revie w of deve lop me nta l s ta tu s .

The d is ti n c ti o n s  betw een th e two models co mpl ica te  th e ge ne ra tion  of  
a com pre hen sive, na tio n- wid e sc reen in g sys tem . The da ng ers  of  ov er -g en e­
ra li z in g  a model which may be r e la ti v e ly  sa ti s fa c to ry  in  one rea lm to  
o th er,  in ap pro pri at e  rea lms cannot be overs tr es se d .

The App ro pr ia te  Ta rget  fo r Sc reen ing:  Socie ty /f am il y /c h il d

The is su e  to  be co ns id er ed  he re  is  wheth er to  sc re en  on th e b asi s of  
po pula tion s t a t i s t i c s  to  id en ti fy  hig h r is k  gro ups  or  wh eth er to  sc reen  
th e in d iv id u a l.  In ad d it io n , we can not  over-em phasi ze th e im portance  of  
as se ss in g  no t on ly  th e  in d iv id ual ch ild  bu t a ls o  th e co nt ex t w ithi n which 
he is  growing and de ve lo pi ng , in  or de r to  a rr iv e  a t a co nte xtu al  and th e re ­
fo re  more v a li d  p re d ic ti on  of whether or  no t th e ch il d  stan ds  some r is k  of  
develop me nta l d i s a b il i ty .

I f  we re a ll y  mean pr ev en tive hea lt h  c a re , we ar e fo cu sing  on family  
is su es , no t ju s t  th e ch il d . Med ical  ca re  and h ealt h  car e  ar e no t synon­
ymous. We th ere fo re  must look a t th e is su es  of  pr ev en tion of  d is a b i l i t i e s  
in  ch il d re n  by h ealt h  ca re  and n u tr it io n a l prog rams fo r the moth ers , who 
have  been completely l e f t  ou t of  the EPSDT program , fo r  exam ple. I f  p re ­
ven tion  is  re a ll y  th e goal , why no t sc reen  pr eg na nt  women and he lp  them 
with  th e many v ira l  and n u tr it io n a l dis ea se s th a t may lead  to  seve re  menta l 
re ta rd a ti o n  in  th e i r  ch ild re n?

In ad d it io n , p a re n ta l m ot iv at io n to  take  ad vanta ge  of  "i n te rv en ti o n  
o p p o rt u n it ie s" e ffe c ts  th e outcome of th at tr ea tm en t/ in te rv en ti o n  wi th 
th e ch il d . The sc re en in g shou ld th er efo re  be done on th e par en ts  as we ll 
as  th e ch il d , i f  one fo llo ws th is  model.  A host  of e th ic a l is su es ar e 
in vo lved  her e.

Sc reen ing fo r ch il d  ab use,  as has  fr eq uen tly  been su gg es te d,  al so  
im pl ie s th a t abuse is  pure ly  an in div id ual  is su e . The qu es tion s of  
ext rem e vio le nce  dep ic te d on TV and the encouragement of abuse in  our  
so c ie ty  must a ls o  be di sc us se d in  term s of  "s cr ee ni ng  the so c ie ty ".  Pr e­
ven tion  of abuse may d ic ta te  a to ta l ly  d if fe re n t app roach in  th is  ca se .

8



Not on ly  might pare n ts  (and fa m il ie s in  ge ner al ) be " ta rg e ts ” fo r 
sc re en in g, bu t pare n ts  mig ht wel l do the f i r s t  le vel  sc re en in g.
Par en ta l quest io nnair es  have pro ven  hi gh ly  e ffe c ti v e ; a sim ple  ques tion 
of  th e type  "do you th in k  a l l  i s  wel l? " re le ase s to r re n ts  of  in fo rm at io n. 
" I f  physi ci an s could  app roa ch a prog ram li k e  EPSDT with  an a tt it u d e  to  
pare n ts  o f 'wh at do you th in k you and your baby ne ed ?’ , th e ph ysi ci an  
could  then  o ffe r  h is  ex p ert is e  in  p re d ic ti ng  to  th e c h il d 's  fu tu re  
p o te n ti a l and de term ine with  th e par en ts  how 'we' can best  work to geth er 
to  he lp  th e i r  ch il d  re a li z e  i t . "  (B ra ze lto n,  1976)

Problems o f De terminin g Ca usat ion

A c ru c ia l is su e  on tr ea tm en t app roa ches is  th e fr eq uentl y  made, bu t 
alw ays  in co rr ec t assum ption th a t sc re en in g or  de te c ti o n  give s ev iden ce  
o f cau sa ti on . Tre atm ent prog rams ar e fr eq uen tly  de sign ed  on th e b a s is  
o f th es e  assumpt ions . As Fr ie d la nd er  (1975) has  commented in  terms  of 
lan guage sc re en in g,

I know o f no e x is ti n g , v a li da te d  in st ru men t by which  i t  is  
po ss ib le  to  make a re as on ab ly  cl ea n d if fe re n ti a ti o n  betw een 
c e n tr a l in te g ra ti v e  dysf unct io n, low ad ap tiv e in te ll ig e n ce  
and in ad eq ua te  en vironm en ta l supp or t fo r lan gua ge le ar nin g 
in  th e ca se s o f ch il d re n  below the age of fi v e  whose lan gua ge 
deve lopmen t i s  d is appoin ti ng .

The same mig ht be sa id  fo r  th e v ast  m aj ori ty  o f ps yc ho lo gi ca l fu nctions 
in  young ch il d re n .

S ta te  Beh avio r

The physi o lo gic al  and ps yc ho lo gi ca l s ta te  of th e in fa n t and ch il d  a t 
th e tim e o f te s ti n g , th a t i s ,  th e degree  of wak eful ne ss , a le r tn e ss , 
anxie ty  and a tt e n ti o n  is  an im po rta nt  confounding fa c to r  in  a l l  sc re en­
ing and assessme nt  e f fo r ts  and fr eq uently  has  been ov er look ed . Thus i t  
i s  p o ss ib le  th a t a low sc or e on some sc reen in g or  as sessmen t pr oc ed ur es  
may not be a fu nct io n o f some defi c ie ncy , bu t ra th e r  a fu nct io n of th e 
ch il d  be ing in  a s ta te  in ap pro pri at e  fo r th a t assessme nt  a t th e tim e.
The is su e  o f th e st ra nge su rrou nd ings  must a ls o  be c a re fu ll y  co ns id ered  
in  r e la ti o n  to  th e c h il d 's  de gree  o f comf or t, and th ere fo re  te s t- ta k in g  
a b i l i ty .

Develo pmenta l Is su es

Sc reen ing can not be  a on e- sh ot  te s ti n g  se ss io n  on a pa rameter  th a t 
i s  de ve lopm en ta l. The re is  a g re at  de al  of m isun de rs tand ing about 
de ve lop mental  is su es in  ch il d re n , and about th e co nst an t change in  th e i r  
de ve lop mental  c a p a c it ie s . In ad d it io n , in fa n ts  and ve ry  young ch il d re n  
ar e d i f f ic u l t  to  sc re en  and as se ss  d e f in it iv e ly  because o f th e wide ran ge 
o f normal  in te r- an d  in tr a - in d iv id u a l v a ri a ti o n s  as  th ey  ra p id ly  grow and 
de ve lo p.  ,
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Lack of P re d ic ti ve  V ali d it y

Developmen tal sc re en in g in  th e tr a d it io n a l sense can no t be use d to  
p re d ic t fu tu re  p o te n ti a l,  becau se of  the nat ure  o f " in te ll ig e n ce " , 
because of th e lim it ed  number of  item s on such sc re en in g dev ic es , and 
because of th e d i f f ic u l ty  of st andar diz ation  us in g d if fe re n t e th n ic , 
soc io- econom ic and ed uca tional  back grounds of ch ild re n  and fa m il ie s.
Such pr oc ed ur es  sho uld  be used on ly as obse rv at io nal  d e sc ri p ti o n s,  
by thor ou gh ly  tr a in ed  exam ine rs,  which would then  lea d to  pl an s fo r 
ed uc at io na l and. reme dia l in te rv en ti on  fo r each c h il d . S ta b il it y  of  
in te ll e c tu a l fu nct io ns i s  ve ry  prob ab ly in  la rg e p a rt  a fu nc tio n of  
envir on men tal s t a b i l i ty ,  and in  no way may one p re d ic t how an in div id ual  
might do when th e environm ent  is  ra d ic a ll y  mod ified  tow ard  g re a te r 
en ric hm ent or  d ep ri va ti on . The p re d ic ti v e  v a li d it y  o f dev elo pm ent al 
sc re en in g de vi ce s is  thus  ve ry  po or , based on is su es o f environme nta l 
st im ula ti on  or in te rf e re n ce .

Problems of Pe rso nn el

Since ch il d re n  o f pr e- sc ho ol  age ar e fr eq uently  shy  with st ra n g ers , 
in  a new se tt in g  and wi th st ra ng e ta sk s,  th e s k i l l  o f th e examin ers is  
an e sp ec ia ll y  im po rta nt  is su e . In many ca se s,  b il in g u a l competence 
w il l be c ru c ia l,  as  w il l be a tho rou gh knowledge of  th e ex pe ct at io ns  
o f eac h e th n ic  group fo r th e i r  ch il d re n . Programs to  develop pe rson ne l 
wi th  suc h s k i l l s ,  and to  t r a in , r e - t r a in , do peri od ic  pro fi ci en cy  checks 
and const an t su pe rv is io n ar e ex tre me ly c o stl y .

The "T re at m en t" /in te rv en tion  System

The basi c  ques tion o f havin g a de te ct io n  system when no "t re at m en t” 
i s  av a il ab le  must be face d.  I f  sc reen ing and then  f u l l  sc al e asses sm ent 
do no t gu ide  some form of "t ea ch in g"  pr oc es s or  in te rv en ti on  sys tem , why 
do i t ?  Improvement in  th e hea lt h  s ta tu s o f poor ch il d re n  re quir es  me eting  
a la rg e volume of unmet need fo r hea lth  ca re  as we ll as  changes in  en vi ­
ronm en tal , so c ia l and o th er  fa cto rs  th a t a ffe c t h ea lt h  s ta tu s , bu t are  
outs id e  th e sco pe o f a reimbursement and su pp or t sys tem re la te d  so le ly  
to  heal th  se rv ic es d e li v e ry . This is  a c ru c ia l p o in t,  p a r ti c u la r ly  in 
th e are a  o f '•mental d e fe c ts " . Many devel opme nta l "d efe c ts " ar e so c ia l,  
ed uca tiona l or  n u tr it io n a l . Unf or tu na te ly  the re quir ed  se rv ic es are  not 
e li g ib le  fo r reimbursement  under the cu rr en t Medica id syste m. The Fe de ra l 
ap pro pri a tion  fo r Med icaid does  no t in cl ude,  and S ta te  Medicaid  agencie s 
do no t ha ve , fun ds th a t can be d ir ec te d  toward deve lopmen t of  hea lt h  
ca re  re so urc es,  wh eth er manpower, f a c i l i t i e s ,  or equipme nt, or  toward ~ 
re se ar ch  and de mon stra tio n e f fo r ts , sp e c if ic a ll y  fo r th e purpo ses 
of EPSDT.

When a s a ti s fa c to ry  compreh ensive devel opme nta l sc reen in g system 
has  bee n f ie ld  te s te d  and thorou gh ly debu gged , i t  i s  on ly use fu l i f  
i t  plug s in to  p ra c ti c a l in te rv en ti on  program s. The imple me nta tion of 
earl y  ch ild ho od  in te rv en ti on  through EPSDT has  enormous p o te n ti a l fo r 
imp act  on th e h e a lt h , menta l hea lt h  and wel fa re  of  th e en ti re  co un try .
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Yarrow (1975) s ta te s  th a t cognit iv e  - m otivat io nal  c h a ra c te ri s ti c s  
in  in fa nc y and earl y  ch ild ho od  ar e s ig n if ic a n tl y  in fluen ce d by th e 
earl y  environme nt and in  tu rn  ar e re la te d  to  la te r  in te l le c tu a l  per­
formance .

A c ru c ia l is su e wi th  re ga rd  to  in te rv en ti on  prog rams is  
poin te d  up by ou r fi nd in gs.  The is su e is  no t sim ply  
wh eth er we can in cr ea se  th e c h il d 's  in te ll ig e n c e  quoti en t 
o r cap aci ty  to  make per ce ptu al  d is cri m in ati ons,  bu t whether 
we can  modify th e c h il d 's  bas ic  ar ou sa l le vel  so th a t he 
becomes and co nt in ue s to  be more re ce p tive  to  st im ula tion  
and le arn s to  respond  adap ti vel y  to  peop le and obje cts  
in  h is  environme nt.

Any so r t of at te m pt  to  do th is  im pl ie s an "e co lo gic al in te rv en ti on" - 
"a ma jor  tr an sf orm at io n of th e environm ent  fo r th e ch il d  and the perso ns  
p r in c ip a ll y  re sp onsi b le  fo r h is  ca re  and dev elopment" (Bronfenbren ne r, 
1975).

3. An Approach to  Developmental Review

Given  th a t th e pr oc es s o f develop me nta l rev iew  i s  more appro pri at e 
th an  th a t o f sc re en in g,  i t  becomes ap pa rent  th a t such develop me nta l 
re vi ew er s mys’t ,  of  n ecess it y , engage th e par en t or o th er car eg iv er as 
a s ig n if ic a n t as pec t of th e rev iew  pro ce ss . Thus , in  ord er  to  acc omplish 
th e go al  o f rev iew ing th e deve lopmen t o f the ch il d  and th e concom itant 
st re n g th s and we akn ess es,  th e a ss is ta n ce  of th e p a re n t,  or  o th er  care ­
g iv er must be engaged. As th e  in div id ual wi th pr im ary re sp o n s ib il it y  fo r 
th e ca re  o f th e ch ild  and fo r th e f a c i l i t a t io n  o f devel opme nt,  i t  is  
v i ta l  th a t th e pa re nt  or  o th er  car eg iv er be mea ni ng fu lly  invo lve d in  
th e pro ce ss  o f developm ental review . Any such rev iew  pr oc es s must make 
vigo ro us  e f fo r ts  no t on ly  to  engage th e ca re giv er  in  th e rev iew  pro ce ss , 
but must a ls o  be a le r t  to  th e ps yc ho lo gi ca l dynamics  o f the rev iew  
pro ces s,  such as the n a tu ra l amb iva lence to  in tr u s io n  in to  th e  fami ly  
and co nsequent con cer n abo ut adequacy  as  a par en t or  care g iv er.  In 
ord er  to  pr ov id e some ar ea s o f d is cuss io n  re la ti v e  to  th e "engagem ent"  
o f  th e pare nt o r car eg iv er  in  the devel opme nta l rev iew  pro ces s,  i t  is  
f e l t  th a t th e  fo llo wing po in ts  must en te r in to  any consi der ati on  of 
th e  deve lopm en tal  rev iew  pro ce ss :

1. Such devel opme nta l rev iew  sh ou ld , to  th e maximum ex te nt 
p o ss ib le , avoid  co er ci on, such  as  manda ting  th a t the de ve lop­
mental  rev iew  be a co ndit io n fo r a su rv iv al ne ed , such  as a 
w el fa re  payment. Vigorous e f fo r ts  sho uld  be made to  in su re  
volu nta ry  p a r ti c ip a ti o n  by th e par en t in  th e devel opme nta l 
review .

2. Such devel opme nta l rev iew  sh ou ld , to  th e maximum ex te nt 
p o ss ib le , prov ide fo r s ig n if ic a n t b en efi t p a r ti c ip a ti o n  
in  th e form of  a b e tt e r  un de rs tand in g of th e c h il d , wi th 
th e aim being  to  pr ov id e a ss is ta n ce  to  th e par en t in 
copin g wi th  develop me nta l pro ble ms , ra th e r than  th e 
an ti c ip a ti o n  of  c r it ic is m  fo r  inad eq ua te  pare n ti ng .
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3.  Such de ve lo pm en ta l re vi ew  sh ould , to  th e  maximum ex te n t 
p o s s ib le , re co g n iz e  th e  e th n ic , c u l tu r a l ,  s o c ia l ,  and 
l i n g u i s t i c  d i f fe re n c e s  th a t  e x is t  in  a p l u r a l i s t i c ,  and 
c u l tu r a l ly  and  e th n ic a l ly  d iv e rse  n a ti o n  such  as  th e  
U nited  S ta te s . The de ve lo pm en ta l re vi ew  p ro c e ss , 
e s p e c ia l ly  th e in te r p r e ta t io n  o f  th e  f in d in g s  o f  such  a 
re v ie w , mu st make a v ig or ous  e f f o r t  to  in su re  th a t  such  
d if fe re n c e s  a re  re cogn iz ed , re sp ec te d  and  in co rp o ra te d  
a p p ro p r ia te ly  in  th e  t o t a l  de ve lo pm en ta l re vi ew  p ro cess .

4 . Such de ve lo pm en ta l re vi ew  sh ould , to  th e  maximum ex te n t 
p o s s ib le , in su re  th a t  th e re  i s  ad eq uat e p ro v is io n  fo r  an 
in te r p r e ta t io n  and  re vi ew  o f th e  fi n d in g s  o f  th e  dev el op­
m en ta l re vi ew  to  th e  p a re n t,  ta k in g  in to  ac co unt th e  
s t r e n g th s , as  w ell  as  th e  w ea kn es se s,  o f  th e  c h i ld , and 
in su r in g  th a t  th e  in te r p re ta t io n  i s ,  to  th e  maximum e x te n t 
p o s s ib le , o f  p r a c t ic a l  b e n e f it  to  th e  c h i ld  and p a re n t in  
th e  f a c i l i t a t i o n  o f  fu tu re  de ve lo pm en t.

Th us , th e  p ro cess  o f  p a re n t "eng agem en t" i s  vie we d as  a pr im ar y p re re q u i­
s i t e  f o r  any ad eq uat e de ve lo pm en ta l re v ie w , and as a s in e  qua  non  of th e  
ad eq ua te  im ple m en ta tion  o f  such  a pr og ram.

Dev elop men ta l Review

Giv en an ex te n s iv e  re vi ew  o f  c u r re n tl y  a v a i la b le  m a te r ia ls , i t  i s
s tr o n g ly  recommended th a t  no s in g le  in st ru m en t fo r  de ve lo pm en ta l a s se s s -
ment be ma nd ate d na t i o n a l ly . Th ere  i s  no one s in g le  in s tr u m en t,  in v en to ry ,
o r as se ss m en t to o l th a t  i s  t o t a l l y  s a t i s f a c to r y . Any in st ru m en ts  use d 
mu st me et th e  c r i t e r i a  d is cuss ed  be low. At th e  c u r re n t tim e th e re  is  
no one  in st ru m en t th a t  me ets  such  c r i t e r i a .  The re  a re  a number o f  a s s e s s ­
ment  to o ls  th a t  might  se rv e  t s  p ro to ty p e s  o f ap pro ac he s to  th e  ad eq ua te  
co nd uc t o f  a de ve lo pm en ta l re vi ew , and th e  c r i t e r i a  fo r  such  ex em plar s 
a re  d is c u sse d  in  th e  fo llow in g  se c ti o n . I t  i s  a ls o  s tr o n g ly  recommended 
th a t  th e  sy st em  o f de ve lo pm en ta l re vi ew  h e re in  d is c u sse d  be  c le a r ly  
re co gniz ed  as  a syste m fo r  de ve lo pm en ta l re v ie w , n o t sim pl y a pi ec em ea l 
ap pro ac h. We s tr o n g ly  urg e th a t  t h i s  sy stem  o f  re vi ew  be  ad op te d and 
im plem en ted,  and  th a t  a p p ro p ri a te  g u id e li n e s  and  re g u la ti o n s  be  de ve lo pe d 
fo r  i t s  im ple m en ta tion .

In  es se nce  th e  sy stem  o f de ve lo pm en ta l re vi ew  pro pose s th e  fo ll ow ­
in g . An adeq uat e re vi ew  would in c lu d e  f a c to r s  f o r  th e se  a re a s :

1.  b io lo g ic a l  di m en sion s
2 . p sy c h o lo g ic a l dim en sion s
3. fa m il y  di m en sion s
4. e n v ir o n m e n ta l/ s o c ia l/ c u lt u ra l e le m en ts .

The re vie w  sh ou ld  be  c a r r ie d  out  in  th re e  s ta g e s :
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Stage One

The b io lo g ic a l dim ensions would be rev iew ed w ithi n th e 
framework of th e p e d ia tr ic  physi ca l exam inat ion . The b as ic  
sam pling  from th e b io lo g ic a l domain would be conduct ed as 
se t fo rt h  in  the guid el in es  fo r the p e d ia tr ic  exam ination  of 
th e American Academy of P e d ia tr ic s . I t  is  fu rt h e r pro po sed,  
however, th a t th e p e d ia tr ic  exam ina tio n be s li g h tl y  expanded 
to  in cl ude an opp or tu ni ty  fo r th e ch ild  and family  to  d is cuss , 
i f  th ey  so wish, any c h a ra c te ri s ti c s  of th e family  s it u a ti o n  
th a t th ey  id en ti fy  as  ca us ing s tr e s s  and pro ble ms , as we ll as  
to  id e n ti fy  st re ng th s and supp or t systems  th a t a s s i s t  the family  
in  i t s  copin g beh av io rs . Some sample qu es tion s th a t migh t 
be added in  th e co urse  o f th e p e d ia tr ic  ex am ina tio n and heal th  
h is to ry  are :

Who i s  in  th e family  u n it ?

How ar e th e key re la ti o n sh ip s  fu nct io nin g (p a re n t/ c h il d , 
co up le , ch il d /c h il d )?

Are th ere  heal th  and/oT so c ia l or  em oti onal problems th a t 
ar e o f con cer n to  th e fami ly?

Th is open ing  of an oppor tu ni ty  to  rev iew  problems and as se ss  
st re n g th s and supp or t sys tem s with  th e heal th  pe rson ne l all ow s 
fo r  fu r th e r  engagement and ch il d /f am il y  dev elopment .

The second  ar ea  to  be cover ed in  Stage One rev iew  is  an ass ess ­
ment o f th e ch ix d 's  fu nct io nin g based upon th e p a re n t' s  re p o rt . 
Th is would prov ide an oppor tu ni ty  fo r th e pa re n t,  alon e or  in  
in te ra c ti o n  wi th  the healt h  per so nn el , to  comment on th e c h il d 's  
de ve lop mental  pr og re ss  and on is su es re la ti n g  to  be ha vi or al  
ad ju stm en t, temperamen t, cop ing  c ap ac it ie s  and th e li k e . Th is 
would invo lv e two su b-s ec tions:

1. A par en t re p o rt  (i nte rv ie w  or  in ve nt or y)  o f th e 
c h il d 's  develop men t of  s k i l l s  (motor, lang ua ge , e tc .)  
th a t would pr ov ide a devel opme nta l p ro f il e  of the  
c h il d 's  fu nct io nin g.

2.  A p a re n ta l re p o rt  (i nt er vi ew  o r in ve nt or y)  o f  the 
c h il d 's  ad jus tm en t and em oti onal and beh av io ra l 
s ta tu s .

* Both o f th es e re p o rt s may, ac co rd ing to  lo ca l op tion , be 
deve lop ed  as  st ru c tu re d  in ven to ri es  which would pe rm it rev iew  
of cha nge s ov er  time as  th e ch il d  is  fol low ed in  th e heal th  ca re 
sys tem . The use of st ru c tu re d  in ven to ri es  would a ls o  allow  
para pro fe ss io na ls  a key ro le  in  ga th er in g th is  in fo rm at io n.
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Sta ge Two

On th e  b a s is  o f th e  in fo rm al  o b se rv a ti o n s o f  th e  pe rs on  
do in g th e  h e a lt h  ex am in at io n,  and on th e  m a te r ia l from  th e  
p a re n t q u e s ti o n s , th e  pare n t in v en to ry  co ver in g  de ve lo pm en ta l 
a re as and th e  p a re n t in ven to ry  co ver in g  b eh av io r,  i t  wou ld 
be  deci ded  i f  th e re  wer e a nee d to  r e f e r  a s p e c if ic  c h i ld  to  
Sta ge Two. In Sta ge  Two th e re  wou ld be  d i r e c t  s tr u c tu re d  
o b se rv a ti o n  o f  th e  c h i ld 's  fu n c ti o n in g . T hi s might  be 
ac co m pl is he d u si ng  a v a r ie ty  o f  b ro ader de ve lo pm en ta l sc re e n ­
in g  in v e n to r ie s  o r  in st ru m ents  th a t  a re  c u r re n tl y  a v a i la b le . 
P a ra p ro fe s s io n a ls  might  th en  be tr a in e d  to  ad m in is te r th ese  
sc re e n in g  in v e n to r ie s , i f  in te r p r e ta t io n  o f  r e s u l t s  and 
co n s ta n t m onit o ri ng  o f  r e l i a b i l i t y  were th e  r e s p o n s ib i l i ty  
o f  more h ig h ly  t r a in e d  p ro fe s s io n a ls .

Sta ge  Thr ee

Based on th e  f in d in g s  from  St ag e Two a c h il d  might  be  r e fe r re d  
to  a S ta ge  Th ree as se ss m en t o f fu n c ti o n in g . T hi s s ta g e  of  
th e  dev el op m en ta l re vi ew  would in c lu d e  a sp e c ts  o f th e fo ur 
doma ins  l i s t e d  ab ov e:  b io lo g ic a l , p sy c h o lo g ic a l,  fa m ily  and 
e n v ir o n m e n ta l /s o c ia l /c u l tu r a l .

In  th e  b io lo g ic a l doma in, one might  en v is io n  a c h il d  
be in g  r e f e r r e d  fo r  c a re fu l n eu ro lo g ic  as se ss m en t,  o r fo r  
an  e x te n s iv e  p h y sic a l ex am in at io n and  re vi ew  o f  h e a lt h  
h i s to r y .  The h e a lt h  h is to ry , as  s p e c if ie d  in  th e  g u id e li n e s  
o f  th e  Am erican  Academy o f P e d ia tr ic s  w il l a ls o  y ie ld  a g re a t 
d ea l o f  p e r t in e n t  in fo rm at io n  on de ve lo pm en t.

In  th e  p sy cho lo g ic a l doma in, th e  rec om menda tio n i s  
th a t  an  ad eq uat e de ve lopm en ta l re vi ew  co ve r beh av io r 
r e p re s e n ta t iv e  o f  a wide v a r ie ty  o f  fu n c ti o n s :

C ogn it iv e  Developm ent

C ogn it iv e  S k i l ls
Jud gm en t and  re as on in g  p ro cesses  (a s op po sed to  out com e)
Memory
I n te r e s t  and s k i l l  a t  g a in in g  in fo rm ati on
In fo rm at io n  ab ou t th e  wor ld
In te g ra t io n  and  o rg an iz a ti o n
A tt e n ti o n , p e rs is te n c e  

Coping S tra te g ie s

C h a r a c te r i s t i c  p a tt e rn s  o f  d ea li n g  w it h  ta sk s
M oti vat io n

S o c ia l Developm ent

R e la ti o n  to  a d u lt s
R e la ti o n  to  c h il d re n
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S elf -h e lp  ad ap tiv e s k i l l s
Conce pts  o f re sp o n s ib il it y  and moral d ic ta te s  

Emo tional Development

A ffec t ex pr es sion  and contr o l
S elf -c oncep t,  s e l f  esteem
Body image
Se pa ra tion
Concept of competence 

Language and Speech Development

Re ce pt ive lan guage; langua ge comprehension
Ex pr es sive  lang uage
A rt ic u la ti o n
Fluency

Au di tory  Pe rc ep tio n

Discr im in at io n
Aud ito ry  memory 

V isua l Pe rc ep tio n

Visua l
Visua l motor
Vis ua l memory
Visua l in te g ra ti o n
Visua l seq uenci ng and re as on in g 

Ph ys ic al  Func tio ns

Movement, m ob il ity
Gross motor
Fine  motor

In th e  fami ly  domain, one mig ht use any number of  cu rr en tl y  
av a il ab le  family  s tr e s s  in ve nt or y o u tl in e s . One would, in  add it io n , 
be in v es ti g a ti n g  the is su e of  what fa m il ia l fa c to rs  ar e avail ab le  
to  su pp or t th e heal th  develop men t o f th e c h il d . One would li k e  to  
know abou t par en ting  is su es such  as : do th e pare n ts  fe el th ey  un de r­
stan d th e ch il d , do they  ac ce pt  th e ch ild  as he i s ,  do th e par en ts  
fe e l in  co n tr o l of  th e ch il d  or is  he "beyond" th e i r  co n tr o l,  and 
do th ey  e s se n ti a ll y  t r u s t  th e ch il d . A v a ri e ty  of econ omic, 
h is to r ic , and human re la ti o n sh ip  is su es  migh t be rev iew ed fo r th e ir  
st re n g th -g iv in g  as pe ct s in  ch il d  development .

I t  must be emphasized th a t th e id e n ti f ic a ti o n  of em oti onal and 
beh av io ra l d i f f ic u l t i e s ,  and problem s wi th so c ia l developmen t on 
p a ren t/ c h il d  in te rac ti o n , sho uld  be l e f t  to  p a re n ta l or  ch il d  
in i t i a t i v e  and se n sit iv e  c li n ic a l obse rv at io n. C li n ic a l in quiry 
as  i t  i s  no rm ally carr ie d  ou t wi th par en ts  and ch ild re n  by a
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skilled professional must be employed at this stage. The 
use of a systematized standardized procedure inquiring into 
these issues is ethically unacceptable.

In the environmental/social/cultural area, one is 
essentially again looking for the factors to support the health 
development of a child and family. Particularly pertinent here 
would be the support of community institutions such as schools, 
hospitals, churches, recreational facilities, and the entire 
childcare/day care system.

It should be emphasized that at every point in the develop­
mental review, the orientation is toward the child's competencies 
and forces which are facilitating or could facilitate the child's 
development. The basic questions which must be added to the center 
around the areas of significant problems in development, manifested 
in social, emotional or intellectual functioning at home, in school 
or in the community. What are the biologic, familial, social and 
intra-psychic roots of the difficulties, and what maintains them?

Is Intervention Necessary?

The final question, of course, is "is intervention necessary?".
The entire developmental review is a process of attempting to understand, 
in successively finer terms, the situation of the child and family that 
would lead to positive action.

Developmental advances and irregularities are under­
stood as the result of forces that are internal (generic, 
physiologic, and psychologic) and external (familial, 
educational, and communal). Or, more precisely, the child 
is seen as a "psychosomatically integrated" person - a 
member of a complex ecologic system whose endowment and 
physiologic experiences are in constant interaction with 
environmental provisions. (Cohen, 1976)

Numerical results of test items are only one very small part of the 
picture. The process by which a child arrives at a result is crucial.

One must observe with all clinical skill issues, such as working 
method, attitude, motility, interest span, curiosity, how a child under­
stands his environment, those around him and his own relationships to 
them. The ethical dilemma of reviewing a child's development, without 
reviewing the parent/child totality when this is intrusive, but crucial 
to adequate investigation, must always be raised. It is in this area 
that some of the basic disagreements of the group were raised. What is 
clear, is that this clinical assessment must be allocated to people 
highly skilled both in child development and in working with parents, 
having a very high sensitivity to what is appropriate and what is 
inappropriate with any specific person. It is for this reason that 
any extensive review of a child's development must be done by someone with
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gre at  c li n ic a l  s e n s i t iv i ty . A tr u e  comprehension  of  what th e 
c li n ic a l pr oce ss  is  must be conv eyed  to  a l l  pe op le  invo lve d 
in  deve lopm en tal  rev iew  so th a t a ve ry  c le a r  un de rs tand in g o f th e 
d if fe re nce  between Sta ge One and Stage Two m at eri a l as  con tr ast ed  
wi th  Stage Th ree,  th e us ua l d ia g n o sti c  st age, is  av a il ab le .
"S creening " i s  not ju s t f a s te r  and si m pl er ; i t  in vo lv es  an e n ti re ly  
d if fe re n t pro ce ss  of un de rs ta nd in g.

As w il l be note d, no sp e c if ic  l i s t  o f t e s ts ,  in st ru men t or  
obs er va tion  schema have been in cl ud ed . I t  was the fe e li n g  of the 
group th a t no suc h l i s t  sho uld  be made avail ab le  sinc e i t  would 
auto m ati ca lly  s ig n if y  to  pe op le  se ei ng  th e re port  th a t th es e in s tr u ­
ments  were "a ccep ta b le ".  Two p o in ts  need to  be made: f i r s t ,  th a t one 
of  th e basi c  a re as of di sa gr ee men t cover ed the use of in st ru m en ts  
acknowledged to  be in ad eq ua te , sim ply  to  have an in st ru m en t,  and 
sec ond, th a t i t  i s  c le a rl y  nec es sa ry  th a t we do deve lop  in st ru m en ts  
in  ord er  th a t th e devel opme nta l rev iew  may be carr ie d  ou t most
ad eq uat el y . The re cu rr en t theme in  re p o rt s and d is cuss io ns is  th a t
wh ile  i t  is  e a rn e s tl y  desi re d  th a t th ere  be a un ifor mly  ac ce pt ab le  
se t o f rev iew  pro ce du re s,  r e la ti v e  to  psyc hometr ic v a li d i ty , norms , 
c u lt u ra l/ e th n ic  v a li d it y , e t c . ,  th ere  sim ply  is  no such se t o f pr o­
ce du res c u rre n tl y  av a il ab le . I t  i s  th e hope th a t such a se t o f pro­
ce du res might be de ve loped,  and i t  i s  st ro ngly  urg ed th a t th e Medical  
Se rv ic es  A dm in is trat io n take  a le ader sh ip  ro le  in  e st ab li sh in g  ta sk  
fo rc es  and de m on st ra tio n p ro je c ts  to  do ju s t th a t.

I t  has  been no ted e a r l ie r  th a t wh ile  th ere  is  n o t,  a t th e pre se nt 
tim e,  one si n g le  fu ll y  ac ce pta ble  to o l fo r develop me nta l rev iew  of  th e 
ps yc ho lo gi ca l domain": of cognit io n , em oti on , pe rc ep tu al -m ot or  fu nc ti ons,  
or  pare n ti ng , th ere  ar e pr oc ed ur es  th a t have  re as on ab le  u t i l i t y  to  
se le c te d  as pect s of th e de ve lop mental  rev iew  pr oc es s and ar e ac ce pta ble  
in  c e r ta in  s i tu a ti o n s . Any to o l must meet ac ce pt ab le  c r i t e r i a  fo r use.  
The fo llo w in g c r i t e r i a  ar e pro posed fo r in st ru m en ts  to  be used  in  the 
d if fe re n t st ages  of th e develop me nta l rev iew  pro ce ss , wh eth er th e rev iew  
is  d i r e c t,  with  th e ch il d , o r in d ir e c t,  thr ough  th e par en t or care g iv e r:

1. A ccep ta b il it y  o f th e in st ru m en t,  and i t s  con te n t,  to  
p a re n t,  ch il d  and p ro fe ss io n a ls ;

2.  S ta ndar diz at io n  norms appro pri a te  to  th e pop ul at io n to  be 
revie we d;  to  in clud e a t le a s t th e fo llo win g:  ag e,  se x,  
ra ce , soc io-econom ic s ta tu s , and ge ograp hic  are a ;

3.  Demo nst rated in st ru m en t r e l i a b i l i t y ;

4.  Demonst rated in st ru m en t v a li d i ty , tho rou gh st an da rd  
c o rre la ti o n  te ch niq ues , and thr ough fa ls e  p o s it iv e /f a ls e  
negat iv e ra te s  fo r fu nctions as se ss ed ;

5. Demonst rated co nc ur re nt  v a li d it y ;

6.  Am en ab ili ty  of th e in st ru m en t to  adm in is tr a ti on , and 
sc ori ng , by tr a in ed  para p ro fc ss io na ls ;
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7. Cost  e ff ec ti v en ess ;

8. In st ru men t must be pu bl ishe d,  and widely avail ab le .

Given th a t th e  in st ru m en ts  to  be used ar e in  co nformity  wi th  th es e 
c r i t e r i a ,  and with  ap pro pri at e co ns id er at io n fo r c u lt u ra l,  e th n ic , 
r a c ia l , and socio-econom ic fa cto rs  th a t may in fluen ce  in te rp re ta ti o n  
of th e fi nd in gs from th e developm ental rev iew  pro ce ss , th is  pro posed 
system of deve lopm en tal  rev iew  has the fo llo wing d esi ra b le  char ­
a c te r i s t ic s :

1. I t  does .n ot a tt ach  a la b e l,  or  cat eg ori ze,  a ch ild  
p r io r  to  a much more extended revie w,  re fe rr ed  to  
as a Sta ge I I I  developm ental rev iew ;

2. I t  makes a de di ca te d e f fo r t to  engage the pr im ary  
care g iv e r,  th e pare n t,  as a co ll ab o ra to r in  th e de ve lop­
menta l pro ces s,  and at tempts to  in su re  th a t th e in te r ­
p re ta ti o n  of  th e fi nd in gs  of th e develop me nta l rev iew  
ar e c u lt u ra ll y  re le v an t,  as we ll as psy ch olo gic al ly  
soun d;

3. I t  e s ta b li sh e s  d e f in it iv e  c r i t e r i a  fo r any de ve lop­
me nta l rev iew  in stru men t to  be us ed , re co gn iz in g th a t 
th e p re se n t s ta te  of  th e a r t does  no t admit o f a si ngly  
u n iv e rs a ll y  ac ce pt ab le  instr um en t th a t is  appli ca ble
to  a l l  o f th e c u lt u ra ll y  d iv er se , and p lu r a l i s t ic ,  
popula ti ons invo lve d in  th e EPSDT prog ram, some twelv e 
m il li on  American ch ildre n;

4. I t  at te m pts  to  e st ab li sh  a b r ie f , workable sys tem of  
deve lop me nta l review , th at  is  fu nc ti onall y  e ffe c ti v e , 
bo th  in  term s of co st  and b e n e fi ts , w ith,  hopef ully ,
a re as on ab le  gu aran tee of  a cc ep ta b il it y  to  bo th  par en ts  
and p ro fe ssi o n a ls ; and

5. I t  re co gn iz es  th a t th er e is  no t,  a t th e p re se nt tim e,
a s in g le , u n iv ers a ll y  ac ce pt ab le  to ol fo r devel opme nta l 
review , wh ile  a t the same time poin ting  ou t th a t th er e 
ar e a m u lt ip li c it y  o f such in st ru m en ts  th a t have  p ra c ti c a l 
u t i l i t y  in  d if fe r in g  s it u a ti o n s , o ri en te d  toward rev iew  
o f in d iv id ua l and sp ec if ic  devel opme nta l fu nctions.

I t  shou ld be const an tl y  emphasized  th a t eve ryo ne is  st ro ngly  opposed 
to  any e f fo r t to  a tt ach  " la b e ls " , or  to  make a di ag nosi s of  th e ch ild  du ring  
th e f i r s t  two st ages  of developm ental review . The pu rposes  of  th e i n i t i a l  
rev iew  ar e to  engage th e par en ts  in  a co ll ab o ra ti v e  e f fo r t to  ass es s th e 
pr oc es s o f th e  ch il d , and to  id en ti fy  ar ea s in  which pr oc es s has  been  
pe rhap s pr ob le m at ic  o r,  a lt e rn a ti v e ly , to  id en ti fy  ar ea s of sp ec ia l g i f t s  
th a t might be enhanced thr ough  f a c i l i t a t e  e f fo r ts . The f i r s t  two st ages  
o f rev iew  would no t at tempt  to  ca te gori ze  or  " la b e l"  ch il d re n ; ra th e r , 
th e sys tem  o f develop me nta l rev iew  would be devoted  p ri m ari ly  to  d e te r ­
min ing  wh ethe r, in  f a c t , th er e  is  cau se fo r concern  and i f  so , what
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fu rt h e r e f fo r ts  must be made to  de ter mi ne  whether th e concern  is  
v a li d  or  merely re f le c ts  tr a n s ie n t and not co nt in ui ng  prob lem s.
Given th is  o ri e n ta ti o n , th e ques tion o f fa ls e  p o s it iv e s /f a ls e  
neg at iv es  i s  moot.

The re le v an t qu es tion  mig ht be posed as fo llo w s:  " Is  th er e  
s u ff ic ie n t consensus betw een the devel opme nta l re vi ew er , the 
pare n t,  and th e ch il d  (i n  th e ca se  of o ld er  ch il d re n) th a t th er e  
is  need fo r fu r th e r  rev iew ?"  I f  th e  answer is  a ffi rm a ti v e , then  
th e recom mendatio n would be th a t o f re fe r ra l fo r Sta ge Three revie w.
I t  i s  to  be no ted th a t th e ass um pti on  is  th at Sta ge One rev iew  (o th er  
than  th e hea lt h 'e xam in at io n  in  some lo ca tions)  w il l be done by par a­
p ro fe ss io n a ls , wh ile  Stage Two would be most li k e ly  a comb ina tio n of  
p ro fe ssi o n a l/ p ara p ro fe ssi o n a l e f fo r ts , i .e .  the adm in is tr at io n  but  
no t th e in te rp re ta ti o n  of  th e devel opme nta l rev iew  in st ru m en ts  w il l 
be conduct ed by para pro fe ss io nal pe rson ne l a t th is  st ag e . Sta ge 
Thre e must be carr ie d  ou t by ex pe rie nc ed  and sk il le d  p ro fe ss io nal  
c li n ic ia n s . On a co nc re te  le v e l,  i t  i s  recommended th a t whenever the 
pe rfo rm ance o f a giv en ch il d  a t Stage Two dev ia te s by more th an  20% 
e it h e r  above  or below what would be expecte d fo r ch ro nolo gic al  age 
norms fo r  th a t p a r ti c u la r  de ve lop mental  rev iew  in st ru m en t,  th en  the 
fi ndin gs from the devel opme nta l rev iew  fo r th a t ch il d  sho uld  be 
as se ss ed  to  de term ine wh eth er a Sta ge Three r e fe r ra l shou ld be made, 
or in  th e  ca se  of  a ch il d  who has  sp ec ia l g i f t s ,  to  make sp ecia l 
e f fo r ts  to  a s s i s t  par en ts  in  seek ing ou t means to  f a c i l i t a t e  the 
sp ec ia l t a le n ts . I t  i s  to  be s tr e ss ed  th a t th is  pro posed  method of  
id e n ti f ic a ti o n  of  ch ild re n  who may be a t ri sk  fo r devel opme nta l 
d i f f ic u l t i e s  is  bo th  em pir ic al  and ob je c ti ve , and doe s no t " la b e l"  or  
diagno se  a ch il d . Rathe r, i t  sim ply  in d ic a te s th a t optimum de ve lop­
menta l pr ogre ss  is  e it h e r  no t oc cu rin g or  i s  oc cu rin g a t an acc el e ra te d  
ra te . Thus, th e system of develop me nta l rev iew  as propose d reco gn izes  
th a t th ere  may be st re ng th s as wel l as weakn ess es,  and mo der ate s the 
se ar ch  fo r pa tholog y th a t i s  th e ha llm ark of  otheT sys tem s o f de ve lop­
me nta l review .

I t  shou ld be po in te d ou t th a t the ar ea s of  bas ic  disagree men t were 
fo ur:

1. Any revie w of  th e adeq uacy of par en ting s k i l l s  was an 
an x ie ty  pro vokin g ar ea  fo r many. Th is is  dis cu ss ed  in  
f u l le r  d e ta il  in  th e se cti on  on le gal  and e th ic a l con­
s id e ra ti o n s .

2.  Usin g in st ru m en ts  th a t ar e acknowledged to  be in ad eq ua te , 
sim ply  to  have an in st ru m en t,  was a fu rt h e r ar ea  of d i s ­
agree me nt.

3. The ab so lu te  need no t to  be make up l i s t s  o f "approv ed"  
te s ts  was f e l t  st ro ngly  by many. I t  is  su gg es te d,  however, 
th a t i t  would be poss ib le  to  sup ply  a l i s t  o f t e s ts  cu rr en tl y  
av a il ab le  wi th in fo rm at io n on how th ey  meet th e c r i t e r i a  of  
appro pri at en es s rev iew ed above. A se par at e ta sk  fo rc e cou ld 
do th is  in  a b r ie f  tim e,  making the poin t always th a t th a t 
s it u a ti o n  is  much more comp lic ate d than  many pe op le b e li eve.

97-633  0  -  77 -  37
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4. In terms  o f th e co nt en t of  sc reen ing in st ru m ents , the
ques tion of wheth er we ar e ready to  move from sm all  sc al e 
to  co un try -w ide on any avail ab le  in st ru men ts  was an is su e . 
The v ast  so c ia l im plica tions of  what we do were const an tl y  
bef or e us .

4. The Role of th e Pa ren t

C le ar ly  un de rlyi ng  th e app roac h to  develop me nta l rev iew  
sugg es ted here in  is  th e pre mis e th a t a c h il d 's  cognit iv e  and 
em oti onal fu nct io ns do no t dev elop in vac uo.  Although th is  appears 
to  be a tr u is m , i t  i s  unfo rt unat el y  al so  tr ue  th a t th is  "t ru ism " 
ra re ly  informs  th e deve lopm ent of  program.

He alt h ca re  i s  o ft en  del iv er ed  wi thou t the inv olv em ent  of 
th e p a re n t.  Our b e li e f  in  th e impor tan ce of th e "eng agemen t" of  
th e par en t in  th e  sys tem , in  th e use of  in fo rm at io n from the 
par en t in  th e devel opme nta l revie w,  and in  th e inv olv em ent  of  
th e par en t in  th e fu ll - s c a le  trea tm en t programs  sho uld  be 
st re ss ed .

R el at io nsh ip s betw een par en t c h a ra c te r is ti c s  *„
ch il d  h ea lt h  and ch ild  development and th e g re a te r 
long -te rm  e ff ec ti veness of  par en t ce nt er ed  as con ­
tr a s te d  to  ch il d -c en te re d  earl y  ed uc at io n programs 
su gg es ts  th a t ch il d  hea lt h  programs sho uld  have a 
ma jor  go al  o f su pp or tin g fami ly  ca re  of th e  ch il d .
A com par ison of major c h a ra c te ri s ti c s  of p a re n ta l as 
con tr ast ed  to  pro fe ss io nal  in te ra c ti o n  wi th  the 
c h il d —p r io r it y , dura tion , co n ti n u it y , amount, 
e x te n s it y , in te n s it y , pe rv as iv en es s,  co nsi st en cy , 
re sp o n s ib il it y , and in te rf am il y  v a r ia b il it y --su g g e s ts  
th e need fo r a major foc us on the ro le  of th e par en t 
in  th e EPSDT prog ram. T ra d it io n a ll y  pare n ts  have  had 
pr im ary re sp o n s ib il it y  fo r the in te g ra ti o n  of  sc re en­
in g, d ia gnosi s,  and trea tm en t se rv ic es fo r th e ir  
ch il d re n . Par en ta l co op erat io n wi th  heal th  worke rs is  
e s s e n ti a l in  or de r to  make EPSDT se rv ic es av ail ab le  
to  th e i r  ch il d re n . The re fo re , a major  component in  
pl an ni ng  S ta te  and lo ca l EPSDT programs  w il l be to  
de ve lop communica tion and co ll abora ti on  with  par en ts  
and w ith par en t gToups.

To ac hi ev e th e need ed co ll abora ti on  betw een heal th  
and w el fa re  p ro fe ss io nal s and pare n ts  w il l re qu ir e  
tr a in in g  of bo th  pa re nt s and p ro fe ssi o n a ls . He alth 
and w el fa re  p ro fe ss io nals  sho uld  un de rs tand  th e ro le  
o f th e family  in  ch il d  heal th  and should  have s k i l ls  in 
st re ngth en in g and supp or tin g as we ll as sup ple me nting  
fa mily  ca re  of  th e ch il d . Workshops and in se rv ic e  
tr a in in g  programs fo r hea lt h  and wel fa re  worke rs on 
th e co nce p tu ali zat io n  of  fami ly care , on v a ri ab le s
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tha t inf lue nce  fam ily car e, on the re lat ions hips  
of par ent al care  to ch ild  hea lth and ch ild  deve lop­
ment, and on new methods by which profess ion als  and 
parap rof ess ion als  can strengthen and support parental 
car e of the ch ild  are needed. The programs should 
motivate  increased colla bo ratio n with parents in pro­
vid ing fo r the needs of  ch ild ren.  Programs tha t train 
and motivate pare nts to become invo lved with review 
of developmental progres s and with dia gno sis and 
treatm ent through outreach programs, followup pro­
grams and continuing  home vis it o rs  programs are 
es se ntial  to insure ea rly  and continuing  care of  
the ch ild. (Schaefer,  1974)

It  is  of in te re st  to note that in the extens ive  National Infant 
Co lla bo ra tiv e Pr ojec t, the pare nts are seen as ast ute at  understanding 
th eir  in fa nts ; they  in tu it iv e ly  fe el  when th ei r ch ild  is  not developing  
normally . "Parents may we ll be the bes t obser vers and diagnosers  of 
ea rl y problems. This p o ssib il it y  sugg ests  tha t pr ofessio na ls need to 
li ste n  ca re fu ll y  and with respect to what parents say about th ei r 
in fa nt" . (Meise l, 1974)

There is  at the current  time only  one fu ll -s ca le  health scre en­
ing program in pla ce in another coun try, th is  being  the screening 
program for four year  old children  in Sweden. In th is  program informa­
tion  on the ch il d 's  mental development is  obtained in three ways: 
a parent quest ion naire , a nurse intervie w,  and obs erva tion  by the 
scre ening s ta ff . A se ries  of questions  in the parent que stionna ire 
inq uires as to  the ch il d 's  leve l of  general development, speech 
development, le ve l of  play and coo rdinat ion , independence in dress ing , 
ea tin g,  washing, et c.  and to il eti n g  a b il it ie s . While i t  had o ri g in all y  
been intended tha t a ll  four yea r olds  in Sweden have an id en tica l 
nurse inter vie w,  th is  plan has been modified by exp erienc e. In 
Uppsala an an alys is  based on data  gathered in 1969 and 1970 showed 
th at  93% of  the chi ldr en considered to need fur ther con sulta tio n 
because- of mental problems could have been id en ti fied  on the ba sis  
of  the que stio nnaire and screenin g s ta ff  observat ion . This obser va­
tio n and que stio nna ire approach is  id en tica l to what is  being recom­
mended here as Stage One of  the developmental review. The ph ys ici an s' 
obs ervatio ns include the ch il d 's  behav ior during his  examination, 
a b il it y  to  undress and dress s e lf , a b il it y  to follow in stru ct io ns , 
a b il it y  to concentrate  and pay at tent ion.  Again in the Swedish study, 
informatio n on the ch il d 's  emotional development, inc luding  the po ss i­
b i l i t y  of beh avi ora l d if f ic u lt ie s , is  als o obtained vi a parent que stio n­
na ire  and observatio n by the screening s ta ff . A se ries  of  question s in 
the paren t que stio nna ire inq uires int o the ch il d 's  behavio r: an xiety, - 
sleep d if f ic u lt ie s , lack of  independence, aggre ssi ven ess , lack of 
con cen tra tion, ove ra ct iv it y,  d if fi c u lt ie s  in in tera ct in g with  others 
and li s tl essn ess . -The parents are asked to rate any beha vior  problems 
li s te d  as minor or major, and they  are als o asked i f  they  fe e l that  
out sid e help  is  needed. The ch il d 's  emotional and beh avi ora l deve lop­
ment is  observed by the screening s ta ff . These observa tions include:
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level of security of the child during the examination (secure 
and certain, apprehensive and tense or negativistic, very anxious); 
level of activity of the child during the examination (calm and 
collected, fidgity with lack of concentration, very fidgity, 
divided attention, confused or apathetic). (Wagner, 1975)

In developing a parent questionnaire, it is obvious that the 
questionnaire must not be trivial, must have developmental impli­
cations, but most importantly, must have cross-cultural validity.
There are in the United States a number of such parent questionnaires 
currently being used.

A second area of important contribution of parents to develop­
mental review is the review of the family environment. The purpose 
of this is to describe the characteristics of the family and the social 
and economic circumstances in which it finds itself, in order to 
identify the stresses and the strengths and support systems available 
to the child. Some questions which might be added to the physical 
examination have been discussed in Stage One screening. In addition to 
this there is the possibility that, with parental approval, a local 
group might choose to add considerations of a more extensive sort in 
understanding the family support system. Under these circumstances, 
an approach such as that suggested by Mercer in discussing measures 
of sociocultural modality might be accepted:

1. family structure
2. Anglization
3. occupation of head-of-household
4. family size
5. parent/child relationship
6. sense of efficacy
7. source of income
8. urbanization
9. community participation.

Some local areas may choose to focus on a "problem list" such as 
economic stress, marital discord, parent depression, and the like.
There are several family stress questionnaire currently available.

It is clearly essential that parents understand their children's 
abilities and assets as well as their disabilities and deficiencies. 
What a child can do is far more important than what a child cannot do. 
Parental involvement in every step of developmental review is essential 
The dialogue which brings parents and children into a true health care 
system is vital. We must also think seriously about developing parent- 
based treatment models right at the beginning of the programs. This
crucial aspect of health care is frequently Ignored. Treatment in
this area of development frequently involves educational programs for 
parents on how to work with their children, and educational materials 
about life styles and health impact on family organization. "Treat­
ment" may be education of the parent to support the child's strengths.
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A re cen tl y  publ is he d rev iew  o f in te rv en ti on  s tr a te g ie s  fo r 
high  r is k  in fa n ts  and young ch ild re n  (Tjossem , 1976) rev iew s an 
e n ti re  s e r ie s  of pare nt p ro je c ts . In ass es si ng  th e a v a il a b il it y  
o f trea tm en t re so urc es  in  lo ca l com muniti es, most fr eq uentl y  th e 
most obvio us re so urc e is  om itt ed  - th e  pare n ts . I t  is  poss ib le  
to  he lp  pare n ts  le arn  to  work wi th  th e i r  own ch ild re n  in  a way 
th a t has bee n h ig hly  pr od uc tive  no t on ly fo r th e childre n  bu t a ls o 
fo r th e pare n ts  th em se lv es . I t is  recommended th a t a se par at e 
ta sk  fo rc e be deve lop ed  th a t would c o ll a te  and then  make avail ab le  
to  lo ca l com munities th e va ry ing models of  pa re nt  based  "t re atm ent” 
prog rams th a t have  been de ve loped,  and al so  make avail ab le  to  th es e 
lo ca l com munities th e wea lth  of  par en t ed uc at io n m at er ia l th a t 
cu rr e n tl y  e x is ts  in  many sca tt e re d  p la ces . This p a r ti c u la r  use  of  
par en t ed uc at io n m ate ri a ls  ho lds w ithi n i t  a tr u ly  excit in g  and
in no va tive  appro ach  to  h ealt h  ca re  in  th is  co un try .

5.  The Del iv er y System

Our f i r s t  recommendation is  th a t th e EPSDT mandate be broadene d
to  ap ply to  a l l  ch il d re n  in th is  co un try  so th a t a system of
deve lopm en tal  rev iew  and of devel opme nta l p ro te c ti o n , migh t be
planned fo r compreh ens ive  im plem en tatio n. This w il l undoub ted ly
re qu ir e  th e es ta bli sh m en t of  guid el in es  fo r e l i g ib i l i ty  of  fa m il ie s 
who w il l q u a li fy  to  re ce iv e  th es e se rv ic es pa id  fo r by Fe de ra l fun ds 
and fo r  s li d in g  fe e sc a le s fo r o th er fa m il ie s,  bu t we be li eve  th a t 
th e se rv ic e  d e li ve ry  sys tem s co n tr ib u ti ng  to  th e go als of EPSDT 
ought  to  se rv e th e needs  of a l l  ch il d re n  in  ou r so c ie ty . Primary 
pre ven tion and earl y  in te rv en ti o n  programs sho uld  be av a il ab le  to  
a l l  ch il d re n  and yo uth.  The id e n ti f ic a ti o n  of  EPSDT as be ing 
av a il ab le  on ly  to  poor ch il d re n  is  det ri m en ta l to  th e poor and non- 
po or  a li k e , as  wel l as to  th e long -te rm  v ia b i l i ty  o f th e prog ram.
I t  a ls o  d e tr a c ts  from th e p o te n ti a l o f our e f fo r ts  to  co ns erve  ou r 
most val uab le  re so urc es  fo r th e fu tu re  - ou r ch il d re n .

The re is  ex te nsi ve ov er lap in  fu nc tion s and go al s o f se ver al
e x is ti n g  Fe de ra l pro grams . In th e in te re s t of  po ol ing re so urc es,
conso li da ti ng  e f fo r t s , and e ff e c ti n g  maximum im pa ct,  we recommend
th a t such ov er la p be e lim in ate d , poss ib ly  thr ough mandated merge r.

I t  i s  prem ature to  say  wh eth er ac tu a ll y  merg ing programs is  
p o ss ib le  or  d e s ir ab le , or  wh eth er EPSDT sho uld  have the key 
coord in at in g  ro le , des cr ib ed  belo w. We need to  know a g re at  de al  
■ore abou t how each o f th es e prog rams opera te s,  how they  ar e 
ad m in is te re d, what se rv ic es they  can pro vi de , to  whom, and in  
what kind  of s e t ti n g , which ar e most ac ce pt ab le  to  fa m il ie s and 
can  best  re ac h them, e t c . ,  be fo re  any dec is io n  can be made 
re gar din g th e most r'e ason ab le  and e ff e c ti v e  re la ti o n sh ip  of each 
to  th e o th e r.  Non et he le ss , in te nsi ve  e f fo r ts  a t coord in ation , 
co ll ab o ra ti o n  and lin ka ge s must be conti nu ed  and st re ng th en ed  
im med iat ely .

23



574

S p ec if ic a ll y , the Ma ternal and Child Health  program and the Ed uca tion 
fo r All  Hand icapped Ch ild ren Act (PL 94-142) ar e prog rams hav ing  
s ig n if ic a n t d u p li ca ti on  of e f fo r t wi th EPSDT. A tho rou gh rev iew  of  
ex is ti n g  prog rams and ag en cies  se rv in g childre n  sho uld  be un de rta ke n,  
wi th  a go al o f e ff ec ti n g  such  mergers  as would improve ou r se rv ic es  
to  ch ildre n  and reduce  dup li ca ti on . Added to  such a rev iew  sho uld  
be programs spon so red by NIMH, NICCHD, BEH and OC D/Children 's Bureau. 
Care must be ta ke n,  however , th at ex is ti ng  se rv ic es prov ided  by cu rr en t 
Fe de ral prog rams must no t be lo st  i f  and when a co nso lidation  of  
e f fo r t shou ld oc cu r.  For example, i t  would be unfo rt unat e i f  the 
se rv ic es  now funded  by Crip pled  C hildre n 's  Se rv ices  were lo s t in  the 
"merg er" .

In te rf ace  of the Medical  and Educa tio na l S ett in gs fo r Ach iev ing  the
Goals of  EPSDT (h e re a ft e r EPSDT re fe rs  to  a merged program)

In or de r to  f a c i l i t a t e  th e in te rf ace  o f medic al and ed uc at io na l 
se tt in g s  and , as w ell , so c ia l se rv ic e de li very  sys tem s fo r th e pu r­
pose of  ac hi ev in g th e  go al s o f EPSDT, we ar e recommending the 
es ta bl is hm en t o f an EPSDT Co ordina tin g O ff ic e a t the lo ca l le vel  to  
be s ta ff ed  by an EPSDT lo ca l Co ordin ato r and su pp or tin g pe rs on ne l.
I t  w il l be th e fu nct io n  of th e Co ordina tor to  in su re  th a t th e sc re en­
in g,  d ia gnosi s,  r e f e r r a l ,  tr ea tm en t,  in fo rm at ion dis se m in at io n, and 
fo llo w- up  re so urc es  o f th e community be brou gh t to  bea r upon carr y ­
ing  out th e go al s o f EPSDT. I t  w il l be th e fu nct io n of th e Coo rd inator  
to  re la te  to  th e m ed ic al , educa tional , and se rv ic e  agency  se tt in g s  so 
th a t each co n tr ib u te s i t s  competence in  pr ov id in g devel opme nta l rev iew  
and pro te c ti on  fo r a l l  ch il d re n  in the community and fo r in div id ual  
ch ildre n  who need  sp ec ia l se rv ic es.

Developmen tal rev iew  and pro te c ti on  of th e ch il d  be gins  du rin g 
th e p re nat al  peri od . Pre gna nt teen ag er s and pr eg na nt  no n- teen ag er s 
need to  be pr ov ided  wi th  a heal th  delivery  sys tem th a t o ff e rs  bo th 
med ical  and ed uc at io na l se rv ic es.  Through in fo rm at io n di ss em in at io n 
and by re la ti n g  to  th e sc hools , ph ysi ci an s,  c li n ic s , county hea lt h  
o ff ic e s , w el fa re  ag en ci es , and in div id ual  fa m il ie s,  th e EPSDT lo ca l 
co ord in at or shou ld work to  in su re  th a t ev ery pr eg na nt  woman is  en te re d  
in to  the healt h  d e li v e ry  sys tem as soon a f te r  th e on se t of pre gna ncy  
as  poss ib le .

I n i t i a l  deve lop me nta l rev iew  becomes p o ss ib le  in  th e f i r s t  few 
days of l i f e  in  th e h o sp it a l s e tt in g . Because of p re se n ti ng  co nd i­
ti o n s , some in fa n ts  w il l be c la s s if ie d  as hig h r is k  fo r  normal de ve lo p­
ment, some w il l be c la s s if ie d  as su sp ec ted r is k , and some as  normal.  
Developm ental  de la y and d is ord er may be expecte d from a l l  o f th es e 
grou ps in  the d if fe r in g  pe rc en ta ge s.  The normal p e d ia tr ic  exam needs 
to  be supplemented by an add it io nal  sc reen in g in st ru m en t.  None p re ­
se n tl y  e x is ts  th a t can be co nv en ient ly  implemented. However, we ar e 
recommending th a t ,  su b je ct  to  par en ta l co ns en t, each newborn in fa n t 
in  a community or de si gn at ed  EPSDT d i s t r ic t  be en te re d on to  a b ir th  
re g is tr y  and s la te d  fo r per io dic  home v i s i t s  by an EPSDT home v is i to r .
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The home v is i to r  would be ex pe cted  to  make co nta ct  with  the par en ts  
p r io r  to  the in f a n t 's  dis m is sa l from th e h o sp it a l,  to  conduct or  
ar rang e fo r sub sequ en t metab ol ic  an d/ or  blo od sc re en s th a t can  be 
done in  th e home a t 10-14 day s and to  o f fe r  th e pare n ts  p e rt in en t 
in fo rm at ion co nc erning  e a rl y  ch il d  deve lopm ent and re so urc es  
a v a il ab le  in  th e community in cl udin g c la r if ic a t io n  o f th e fu ll  
range of se rv ic es av a il ab le  from th e EPSDT Program. I f  de ve lop­
menta l problems ar e ob se rved  by th e home v is i to r  (as th e re s u l t  
o f ge ne ra l obse rv at io ns,  pare n ta l co nc erns , or  th e ap p li ca ti o n  
of a Stag e Two de ve lop mental  sc re en in g te s t)  r e fe r r a l  to  ap pro­
p r ia te  me dic al o r de ve lop mental  se rv ic es fo r Sta ge Three ev al uat io n  
would be mad e- if th e pare n ts  ar e ag re ea ble . With pare n ta l co ns en t 
th e home v i s i to r  would f a c i l i t a t e  comm unica tion with  th e c h il d 's  
physi ci an  i f  th e ch il d  i s  be ing se rved  by a ph ysi ci an  or would r e fe r  
th e ch il d  and h is /h e r  fa mily  to  appro pri a te  se rv ic e s . Home v i s i to r s ' 
work shou ld be un der th e su per vis io n of the EPSDT Coo rd in ator  and be 
as sign ed  in  acco rdance  with  neighb orh ood  or community EPSDT d i s t r i c t s .  
However, f l e x ib i l i ty  in  program requ ire men ts  shou ld  be m aint aine d;  
i f  lodg ing th e home v i s i to r s  wi th  an ex is ti n g  community se rv ic e  
agency  ra th e r  than  in  th e o ff ic e  o f the Coo rd in ator  makes more 
se ns e fo r a p a r ti c u la r  community or neigh borhood, such ar rangem ents 
shou ld  be per m it te d .

The fre qu en cy  o f v i s i t s  would be de ter mi ned by a needs  assessme nt  
by th e home v i s i to r .  V is it s  to  th e  home w il l co nt in ue  u n t il  th e ch il d  
ha s engaged  a h ealt h  ca re  sys tem  th a t pr ov id es  h ealt h  car e  ov er  tim e.  
The home v i s i t o r 's  ro le  would se rv e ed uc at io na l goals , perm it ti ng  
develop me nta l rev iew  to  ta ke p la ce; would f a c i l i t a t e  re fe r r a l  and 
fo llo w-u p.  At any tim e,  upon pare n ta l re quest , th e home v i s i t s  would 
be di sc ontinued .

Pu bl ic  healt h  nurs es,  p e d ic a tr ic  nu rse a s s is ta n ts , deve lopm en tal  
psy cho lo g is ts , and o th er  p ro fe ssi o n a ls  wi th sp ec ia l tr a in in g  mig ht 
se rv e as  home v is i to r s  fo r th e pu rpose of pr ov id in g sp ec ia l se rv ic es 
to  th e family  ( e .g .,  home based develop me nta l prog rams fo r young 
in fa n ts ) .

At th e  end of th e pr es ch oo l per io d  and ju s t  p r io r  to  en tran ce  
in to  th e publi c  sc ho ol , th e ques tion  of th e in te rf ac e  with  th e 
pub li c  sc ho ol s fo r pu rposes  of in fo rm at io n tr a n s fe r  w il l need to  be 
fa ce d.  Chi ld re n id e n ti f ie d  by th e EPSDT program as  havin g been 
re c ip ie n ts  of se rv ic es may o r may no t be served  by havin g in fo rm at io n 
communicated to  th e publi c  sc hools . I t  w il l be th e re sp o n s ib il it y  
o f th e EPSDT Coo rd in ator  to  ar ra ng e fo r se rv ic e  agen cy pe rson ne l 
pr ov id in g se rv ic es to  th e ch il d  to  meet wi th  th e pare n ts  o f th e  ch il d  
fo r  th e pu rpose o f making a dec is io n  co ncern ing  in fo rm at io n tr a n s fe r . - 
Such deve lop me nta l in fo rm at io n tr a n s fe r  is  recommended on ly  when th e 
in fo rm at io n would be, h e lp fu l in  id en ti fy in g  th e condit io ns un der 
which a ch il d  fu nct io ns b e s t,  so as  to  en ab le  op tim al  scho ol  p la ce ­
men t. I t  is  ou r recomme ndat ion th a t on ly d ia gnost ic  in fo rm at io n 
th a t i s  p e r ti n en t to  ed uca tional  p re sc ri p ti o n  fo r th e ch il d  be 
communicated to  th e sc hools , su b je c t,  alw ays, to  inform ed pare n ta l 
co ns en t. We ar e assu ming th a t normal med ica l in fo rm at io n ty p ic a ll y

25



576

re quired  by scho ol  sys tem s a t the  time of  public scho ol  en tran ce  
fo r a l l  ch ild re n  would co nt in ue . As th e ch il d  moves ac ro ss  sys tem s 
o r w ithi n syste ms, in fo rm at ion tr a n s fe r  sho uld  on ly oc cu r when the 
par en t and se rv ic e  pro vid er  ag ree  th a t i t  is  in  th e best  in te re s ts  
o f th e c h il d . With due co nsi der at io n of age and m at uri ty  th e c h il d 's  
co nsen t shou ld be includ ed  as a co nd it io n fo r in fo rm at ion tr a n s fe r .

During th e ye ar s in  which th e ch ild  i s  enro ll ed  in  the pu bl ic  
sc ho ol , the te ach er and par en t ar e always th e f i r s t  li n e  of inf orm­
ation  fo r develop me nta l rev iew . Sp ec ia l tr a in in g  programs  w il l be 
recommended which w il l enhance the devel opme nta l su rv e il la n ce  and 
p ro te c ti on  ro le  o f the te ach er.  I t  is  in  re la ti o n  to  the en tran ce  
in to  publi c scho ol  th a t th e recommendation fo r th e cl ose  co ll ab ­
o ra ti on  or  merge r o f PL 94-142 and EPSDT is  most re le v an t.  This 
"merger"  of th e man dates of PL 94-142, Ma ternal and Ch ild  Health 
and EPSDT w il l maximize th e re so ur ce s av a il ab le  fo r devel opme nta l 
p ro te c ti o n  of ch il d re n  du rin g the sch ool year s.  We recommend 
leav in g to  each S ta te  th e imp lem entatio n of go als o f th es e "merged" 
man date s v ia  in te ra gen cy  agre eme nts and lo ca l co ord in at io n of 
se rv ic es and ag en ci es . Such imp lem entat ion  sho uld  re s u l t  in  
develop me nta l rev iew  and pro te ct io n  o f ch il d re n  throug h the sch ool 
ye ar s me eting  th e American Academy of P e d ia tr ic s ' st an da rd s fo r 
peri od ic  h ea lt h  su per vis io n (t h is  in cl ud es  physi ca l as we ll as 
ps yc ho lo gi ca l develop me nta l su rv eil la nce  wi th due consi der at io n  
o f th e dev elop ment of  l i f e  st y le  hab it s th a t fo s te r  h e a lt h ).  
Id e n ti f ic a ti o n  of in div id ual  ed uc at io na l needs shou ld be p a rt  of 
an ongoing  pro gra m,  to  be fol low ed up by th e p ro v is io n  o f re le van t 
se rv ic e s . During the ad ol es ce nt  yea rs , ed uca tional  or d ir ec t 
ex pe rien ce s which con tr ib u te  to  devel opme nta l re ad in es s fo r p a re n t­
hood and adul thoo d sho uld  be made av a il ab le .

In an at te mpt  to  in su re  th at se rv ic es  ar e made av a il ab le , s ta te s  
sho uld  be re qu ir ed  to  ou tl in e  a ph as ing  pl an  fo r EPSDT imple me nta tion 
be ginn ing wi th  ou trea ch  and coverin g s t a r t  up and ac ti v a ti o n  of th e 
f u l l  ran ge  o f EPSDT se rv ic es and pr ov id ing fo r m ult ip le  entr y  
p o in ts . Loca l EPSDT Co ordina tin g Council s sho uld  be est ab li sh ed  wi th 
re p re se n ta ti o n  from th e sc ho ol s,  heal th  se rv ic es and o th er  appro pri at e 
ag en ci es ; p a re n ta l re p re se n ta ti v es must a ls o  be in cl ud ed .

Recommendations Con cerning Suppor t Systems fo r EPSDT

Two ma jor  su pp or t sys tem s were men tion ed in  th e  prec ed ing 
se c ti o n . Recommended is  th e cr ea tion  of an EPSDT Coo rd in ator ,, 
and EPSDT o ff ic e  and su pp or t pe rson ne l fo r EPSDT d i s t r i c t s .  Where 
fe a s ib le , th es e d i s t r i c t s  should  be formed to  be co in ci den t wi th 
lo ca l scho ol  d i s t r i c t s ,  or  to  be la rg e r or sm al le r than  ex is ti n g  
scho ol  d i s t r ic t s  depen ding upon po pu la tio n d ensi ty . Also recommended 
i s  th e es ta bl is hm en t o f EPSDT Community Co or dina tin g Council s (as  
no ted above) to  in cl ud e the scho ols and a l l  se rv ic e  ag encies  as 
wel l as  in cl udin g re p re se n ta ti v es of  par en ts  and se rv ic e  pro vid er s.

These su pp or t sys tem s ar e being  recommended in  or de r to  en ab le  
and f a c i l i t a t e  1) pl an ni ng  on th e lo ca l le v e l;  2) id e n ti f ic a ti o n  of
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<aps and needs  in  th e se rv ic e  re so urc es;  3) coord in at io n and 
st im u la ti on  of se rv ic es re le v an t to  ac hi ev in g go al s of EPSOT; 
and 4) co op er at io n and co n tr ib u ti o n  to  the ex te rn al  ev al uat io n 
o f EPSDT.

As i s  ob vio us  from th e fo rego in g recommenda tion s, th ere  is  
an ab so lu te  n ecess it y  to  examine any lo ca l s it u a ti o n  p r io r  to  
in it i a t in g  a program. Qu es tio ns  invo lved  in  a heal th  needs 
as sessmen t o f  a community would gi ve  answer s to  "who i s  th ere  to  
do i t " ,  "what ar e th e su pport iv e in s t it u t io n s " , and "what f a c i l i t i e s  
are  av a il ab le  to  work with  pare n ts  in  deve loping  the fu l le s t  
tr ea tm en t pro gram s".

The manpower is su es invo lved  in  tr a in in g , con su lt a ti o n , and 
te chn ic a l a ss is ta n ce  ar e pr im ar y.  To be ca re fu ll y  rev iew ed , ag ain 
in  each lo ca l s it u a ti o n , ar e is su es of q u a li f ic a ti o n s  o f pe rson ne l 
invo lved  in  each st ag e o f deve lop me nta l review , c u lt u ra l ap pro­
p ri a te n ess  o f th es e per so nnel , and th e i r  tr a in in g  and ed uc at io n.
Each n a tu ra l sys tem  on a lo ca l le ve l would in cl ud e no t on ly  th e 
p ro fe ssi o n a l sys tem  bu t th e h ig hly  va lu ab le , and indeed  c r i t i c a l ,  
so ur ce s o f in fo rm at io n and su pport , th e pare n ts . The ch ar ac ­
t e r i s t i c s  o f each n a tu ra l sys tem  need  to  be de fine d fo r  each 
lo c a li ty . We c le a r ly  are  recommending m ult ip le  models of  
se rv ic e  d e li v e ry  dep end ing  on th e c h a ra c te r is ti c s  of in d iv id ua ls  
and ag en cies  av a il ab le  as su pp or t syste ms. The lo ca l co ord in at in g 
co unci ls  may de cide  on re so urc e cen te rs  wi th tr an sp o rt a ti o n  to  
th es e  cen te rs , on th e use o f mo bile  u n it s , on th e use of community 
co ll ege per so nnel , on a m ult itude o f o th er  raechansims fo r obta in in g 
se rv ic e s . Aga in, improvement in  th e healt h  s ta tu s  o f childre n  
re q u ir es me eting  a la rg e volume of unmet needs  fo r healt h  ca re  as  
wel l as  fo r changes in  en vi ro nm en ta l, so c ia l and o th er  fa c to rs  
th a t c le a r ly  a ffe c t healt h  s ta tu s  bu t ar e ou ts id e  th e sco pe of a 
reim burseme nt and su pp or t sys tem  re la te d  on ly to  h ealt h  se rv ic es 
d e li v e ry . For  th is  re ason  ou r emphasis on co ord in at io n of  program 
and payment mechanism must be take n se ri o u sl y .

Exis ting  programs which  ho ld enormous p o te n ti a l ar e no t 
ad eq ua te ly  me eting  th e needs  o f Am er ica's  ch il d re n  and fa m il ie s.  
Fe de ra l prog rams ar e sc a tt e re d  among dozens of depa rtm en ts and 
ag en ci es .

Th is fr ag m en ta tio n c re a te s problems of  co or di na tion  
a t b e st  and c o n f li c t among prog rams a t wor st . At th e 
s ta te  and lo ca l le v e l th e s it u a ti o n  is  even more con ­
fu se d.  A wide range o f se rv ic es to  fa m il ie s and ch ildre n  
i s  c u rre n tl y  be ing pr ov ided  in  an e s se n ti a ll y  hap haz ard  
fa sh io n from many d if fe re n t government ag en cies  and 
p ri v a te  o rg a n iz a ti o n s .. Des pi te  th e sp or ad ic  at te m pt s 
a t community and re g io nal pl an ni ng  and co ord in at io n , 
th e r e s u l t  has been in ad eq ua te  cov era ge in  many 
lo c a l it ie s  and d u p li ca ti on  of e f fo r t in  o th ers .
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C ate gori ca l,  si n g le  st ra te g y  pro gra ms , wh ile  e ff e c ti v e  
in  me eting  some o f the sp ec if ic  nee ds of many fa m il ie s 
have fa il e d  to  pr ov ide the supp or t re quired  by many 
fa m il ie s wi th  m ult ip le  needs. In ad d it io n  to  programs 
sp e c if ic a ll y  d ir ec te d  toward fa m il ie s and ch il d re n , 
publi c  p o li c ie s  in  many ar ea s have  e f fe c ts , bo th posi ­
ti v e  and negati ve , on the wel fa re  of fa m il ie s.  De spite  
th is  fa c t,  l i t t l e  e x p li c it  a tt e n ti o n  is  given to  the 
imp act  on fa m il ie s and childre n  o f w el fa re , h ealt h , 
ho us in g,  tr an sp o rt a ti o n , en vir onmental  re g u la ti o n , 
cr im in al  ju s t ic e , re cre a ti o n , consumer p ro te c ti o n , and 
o th er  pro gra ms , bo th  old and new. (Toward a Na tio na l 
Po licy  fo r  Chi ld re n and Fa m ili es , 1976)

The Pa re nt  and Suppo rt Systems

To be emp hasized re pea te dly  in  th is  appro ach  tow ard  co ord in at io n 
of se rv ic es a t  a Fe de ra l and lo ca l le ve l i s  the ro le  of th e pare n t.

Support  no t in te rv en ti on  fo r pare n ts  o f young r is k  
ch il d re n  has emerged as th e most prom isi ng  avail ab le  
appro ach  fo r prod uc ing  develop me nta l gain s.  Find ings  
show th a t pare n ts  ar e e ff e c ti v e  te ac her s o f r is k  ch ild re n  
i f  give n appro pri a te  su pp or t. Thei r su cc es s in  enh anc ing  
th e i r  c h il d ’s deve lopm ent re s ts  la rg e ly  upon th e ir  
m otivat io n, involv em ent  and ac ce pt an ce  of re sp onsi ­
b i l i t y .  The e a rl y  re la ti o n sh ip  est ab li sh ed  betw een 
mother and in fa n t is  giv en  as a fundame nta l de term in an t 
o f th e c h il d ’s l a te r  co ur se . With ac ce pt an ce  of  th es e 
p ri n c ip le s  and th e fam ily  as th e obje ct fo r  su pp or t,  
communities  can  or ga ni ze  su pp or tive  se rv ic es th a t en ab le  
fa m il ie s to  enhance th e ir  ri sk ed c h il d 's  dev elopment .

Id ea ll y , th e appro ach  be gins  in  th e  newborn nurs er y.
Here, bo th  physi ci an s and nu rses  ar e a le r t  to  sounds of  
e a rl y  r is k  and show con cer n fo r th e c h il d 's  devel opme nta l 
w el l-bei ng as  wel l as  hea lt h . In th e i r  ap p ra is a l,  sign s 
o f r is k  in  th e  e a rl y  m ot her -i nfa nt re la ti o n sh ip  ar e no t 
ig no re d.  With ev ide nce o f r is k  and need fo r su pp or t,  
mo ther and ch il d  ar e di sc ha rg ed  with  an accompanying  
r e fe r r a l  to  be community hea lt h  se rv ic es fo r nu rse  supp or t 
and ob se rv at io ns in  the home.

In her home v i s i t ,  th e nu rse f i r s t  gi ve s ex pr es sion  of 
th e community’ s in te re s t and su pp or t fo r th e fu tu re  
w el l-bei ng o f th e r is k  in fa n t and fa m ily . While 
ob se rv an t o f to ta l  fami ly  nee ds as  we ll as  th e hea lt h  
o f bo th  mother and ch il d , th e nu rs e is  su pp or tive  of  
th e m oth er 's  b en efi c ia l ch il d  ca re  beh av io rs . She 
co nt in ue s her peri od ic  v i s i t s  u n t i l ,  a f te r  exchanges 
wi th th e  c h i ld 's  physi ci an , det er m in at io n is  made th a t no 
r is k  or co nt in ue d r is k  is  p re se n t.  With th is  de term in­
a ti o n , she m ai nt ai ns  her  v i s i t s  and re la ti o n sh ip  wi th the 
r is k  ch il d  and family  and te rm in at es  se rv ic e  to  th e ch ild  
and family  th a t ar e doing  w el l.
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In th e co nt in ui ng  su pp or tive  re la ti o n sh ip , th e nu rse  
ex ten ds  he r knowledge of ch il d  ca re  and tr a in in g  to  
th e ch il d  thr ough the mothe r. For family  and ch ild  
requ ire men ts  beyond her command, she  draws upon he r 
knowledge of  community or ar ea  re so urc es  to  br in g them 
in to  family  se rv ic e . In th is  manner, re fe r ra l of  th e 
family  i s  made to  th e com munity 's ed uca tional  re so ur ce  
upon ev ide nce of th e r is k  c h il d ’s nee ds fo r ed uca tional  
a ss is ta n ce  in  mas tering  th e develop me nta l ta sk s of 
ch ild ho od .

The tr a n s it io n  from nu rse and ph ysi ci an  to  ed uc at ion 
se rv ic es brings wi th  i t  a com prehensive  un de rs tand in g 
of th e  c h il d 's  h ealt h  and deve lop me nta l s ta tu s  and 
the fa m il y 's  needs and st re n g th s . Upon ed uc at io na l 
ev al uat io n  and ac ce pt an ce  fo r  se rv ic e , th e ch ild  
and family  en te r in to  th e  home-base d tr a in in g  pr o­
gram off er ed  by th e educa tional  re so urc e . The 
in d iv id uali zed  tr a in in g  prog ram is  implemented by 
th e pare n ts  with  th e gu ida nce and su pp or t of th e 
ed uca to r.  Co nt inuing , as  neede d, in to  th e pre ­
scho ol  year s,  the ed uca to r mon ito rs th e fa m il y 's  
and c h il d 's  needs fo r adju nct iv e community se rv ic es 
and a s s is ts  in  bri ngin g th e i r  su pp or t to  th e fa mily .

The par en t app roach ou tl in ed  in  th e fo rego in g is  
bu t one of many models a community mig ht devel op 
to  pr ov id e se rv ic es to  r is k  ch il d re n . To th e ex te nt 
th a t o th er models ca ptu re  th e basi c  p ri n c ip le s  in vo lv ed , 
they  sho uld  be e ffe c ti v e  programs . These  p ri n c ip le s  
re s ta te d  ar e:

1. su pp or tiv e se rv ic es ar e in i t ia te d  earl y
2. ar e off er ed  on th e b asi s o f pe rceive d 

r is k  and ne ed , no t dia gn os is
3. ar e family  o ri en te d
4. supp or t and enhance th e m ot he r-ch ild in te ra c ti o n  

sys tem , and
5. ar e su st a in ed .

The requ ire men ts  o f th e basi c  prog ram ar e modest and 
can be met. They e x is t as  m ed ical , nurs in g , and e a rl y  
ed uc at io na l se rv ic es pr ov ided  in  most com muniti es, o r,  in  
th e i r  ab senc e,  can be de ve lop ed  throug h ex is ti n g  agency  
o rg an iz at io ns.  The re so urc es  and tec hn olog y are , or can 
be , av a il ab le . The ta s ’ . w, i s  to  make them work. 
(Tjossem, 1976, pp . 24-7*

6.  Payments and E li g ib il i ty

The co ord in at io n o f se rv ic es and prog rams di sc us se d in  the 
pr ec ed in g se cti on  ob vi ou sly d ic ta te s  co ord in at io n of payment and 
e l i g i b i l i t y  is su es.  I t  i s  a st ro ng  recom mendation o f th is  group  th a t
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th e "merged" EPSDT Program be avai la b le  to  a l l  ch ildre n  
and fa m il ie s in  th e Un ite d S ta te s.  I t  is  a ls o  urg ed th a t 
fun ds be made av a il ab le  fo r deve lopm ent o f healt h  ca re  
re so urc es,  in cl udin g consi der ations o{ manpower, f a c i l i t i e s ,  
and re se ar ch  and devel opme nt.

In th e cu rr en t s it u a ti o n , EPSDT tu rn ov er  in  e l i g ib i l i ty  
ne ga te s th e peri od ic  as pec t of EPSDT and may deny trea tm en t found 
ne ce ss ar y as  a r e su lt  o f developm ental review , th ere  ar e la ps es  
in  e l i g ib i l i ty  and th es e la ps es  ar e a c le a rl y  demo ns tra ted  pro blem.  
P a ti en ts  may no t be e li g ib le  fo r se rv ic es  long enough to  re ce iv e 
tr ea tm en t fo r id e n ti f ie d  dev elo pm ent al problem s, or th e i r  t r e a t ­
ment may be in te rr u p te d  on th e bas is  of e l i g ib i l i ty  is su es.  
C urr en tly , e l i g ib i l i ty  fo r  EPSDT depends in  most s ta te s  on 
e l i g i b i l i ty  fo r wel fa re  se rv ic es,  and heal th  ca re  needs do not 
n ecess a ri ly  co rre spon d to  wel fa re  s ta tu s . EPSDT re co nf irms th e 
li m it a ti o n  of "m ea ns -tes ted med icine", and th e need fo r a more 
co nt inuo us  and com prehen sive method of as su ri ng  th e  ri g h t to  
tr ea tm en t fo r pe op le whose incomes oft en  va ry  widely from month 
to  month.

7. E th ic al  and Lega l Con side ra tio ns

General  E th ic al /L eg al  Pre mis es

In devel opme nta l review , e th ic a l ev al uat io ns must be viewed  
ag ain st  th e backd rop  of two d if fe re n t norm ative  models : 1) th e 
d is eas e  re co gnit io n  and pr ev en tion  model and 2) th e  c u lt u ra l 
d iv e rs it y  model The forme r emp hasizes  id e n ti f ia b le  or ga ni c 
pat holo gie s which imply some typ e of  me dic al tr ea tm en t.  Within 
th is  mode l, th e basi c  assum ption is  th a t fa ls e  p o sit iv e s  car ry  no 
r is k  as id e from thos e ass oc ia te d  wi th fu rt h e r d ia gnost ic  pr oc ed ur es , 
whi le  fa il in g  to  d e te c t pa tho logy  could  lea d to  se ri ous and po ss ib le  
ir re v e rs  ib 1e cons  equence s .

On th e o th er han d, th e  "c u lt u ra l d iv e rs it y "  no rm ati ve  model 
fo cu se s on be ha vi or s which dev ia te  from th e ex pec ta tions o f the 
so c ia l gro up . In th is  ca se , the bas ic  ass um pti on  is  th a t fa ls e  
p o sit iv e s  ar e more se ri ous than  fa ls e  neg at iv es  in  sc reen in g because 
la beli ng  a ch il d  as dev ia nt tend s to  tr ig g e r  so c ia l respon ses such 
as  la b e li n g , tr ac k in g  in to  sp ec ia l pro gra ms , in s t it u t io n a l iz a ti o n , 
chan ged per ce ptions and expec ta tions,  e t c . ,  which in the ms elv es may 
hav e ir re v e rs ib le  conseq uenc es . For th is  re as on, emerging  law in  
th e ar ea  o f menta l re ta rd a ti o n  and ju ven il e  ju s ti c e  c le a r ly  r e s ts  
on th is  assump tio n.

Thus, any deve lop me nta l rev iew  sys tem in it ia te d  under EPSDT 
shou ld c le a r ly  r e f le c t  th is  im po rta nt  d is ti n c ti o n . In ou r view , 
sc re en in g may le g it im a te ly  u t i l i z e  the "d is ea se  model" du rin g th e 
yea rs  of in fa nc y and ea rl y  ch ild ho od  develop men t when th e c h il d 's  
pr im ary so c ia l group i s  th e family  in  do ing  so , however, de ve lop­
me nta l rev iew  must focu s p ri m ari ly  on th e c h il d 's  "p hysi o lo gic al " 
dev elo pm ent . Co nv erse ly , as  ch ildre n  en te r th e mandated sch ool
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syste m,  when th e i r  be ha vi or  is  ev al ua te d wi th re fe re nce  to  
th e expec ta tions o f the so c ia l gro up, dev elo pm ent al assessm ent 
n e ce ssa ri ly  encompasses beh av io ra l measures , and p o li c ie s  must 
th ere fo re  be form ula ted  w it hin  th e no rm ative  framework o f the  
"c u lt u ra l d iv e rs it y "  model.

The Scope o f Developmental Review

In a f re e , p lu r a l i s t ic  so c ie ty , th ere  ar e c le a r bo un da rie s on 
th e  sco pe of le g it im ate  in qu ir y  in to  pe rson al  and fa m il ia l co nc erns . 
The re fo re  a- mass goverment fina nc ed  sc re en in g program shou ld be 
li m it ed  to  1) thos e mea sure s of or ga ni c fu nc tion in g and b asi c , 
ad ap tive copin g s k i l ls  which en joy a high  de gree  of conse nsu s w it hin  
th e h ea lt h  pro fe ss io ns and a ff ec te d  com muniti es,  and 2) thos e 
behav io ra l fa c to rs  e sp ec ia ll y  ass ocia te d  wi th le arn in g , lang uage 
and speech  development , mo tor  s k i l l s  and per ce ptu al  a b i l i t i e s .  
Spec if ic  assessme nt  of em ot iona l and be hav io ra l ad justmen t and 
p a re n t/ c h il d  in te ra c ti o n s  sh ou ld  be l e f t  to  pare n ta l in i t i a t iv e  
and se n s it iv e  c li n ic a l obse rv at io n (S tag e I I I  as her ei n pro po se d) .

R el at io nsh ip  Between Dev elopmen tal Review and th e Remainder of
th e He al th  Care De liv ery System

1. Programs sho uld  no t be in s ti tu te d  wi thou t care fu l 
a tt e n ti o n  to  th e i r  pla ce  in  th e f u l l  se rv ic e 
d e li v e ry  sys tem : coord in at io n of se rv ic es as 
recommended in  Se ct io n E is  v i t a l .

2.  A top p r io r it y  is  th e id e n ti f ic a ti o n  of gaps in  
d ia gnost ic  and tr ea tm en t se rv ic es in  each community
as  an in te g ra l p a r t o f healt h  se rv ic es needs  as se ssmen t.

3.  The re must be some mechanism fo r as su ri ng  th e q u a li ty  
and eq uiva lenc y o f a l l  deve lop me nta l rev iew  and t r e a t ­
ment se rv ic es in  th e community.

R el at io nsh ip  Between Developmen tal Review and U n av ail ab il it y  of
Fol low -up  Se rv ices

I t  is  no t e th ic a ll y  manda tory  to  li m it  th e scope o f rev iew  
by pre cl udin g a sp ec if ic  review  proc ed ure because tr ea tm en t is  
unavai la b le  fo r th e id e n ti f ie d  condit io n . Th is i s  tr ue  wheth er 
o r no t th ere  be known trea tm en t a t a l l ,  or trea tm en t i s  no t 
av a il ab le  in  th e community, or i f  a v a il ab le , i s  to o c o s tl y . 
Reasons o ff ere d  fo r th is  p o sit io n  in cl ude:

1. with ou t such da ta , th e need fo r th e developm ent 
o f trea tm en t c a p a b il it ie s  may ne ve r become 
appar ent;
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2. th e in fo rm at ion may be use fu l to  th e pr ov id er  
in  co un se lin g the pa re nt  about managing the 
pro ble m,  and in  deve loping  par en t o ri en te d  
tr ea tm en t prog rams;

3.  tr ea tm en t may la te r  become av a il ab le .

However, in  many in div id ual  ca se s,  i t  i s  li k e ly  th a t th e cost  o f 
Sta ge Three  rev iew  would be u n ju s ti f ie d  by i t s  li k e ly  b en efi ts  to  
th e ch il d .

Inf orm ing  Pa re nt s o f Res ul ts  o f Scree nin g

I f  th e  dev elo pm ent al rev iew  program su gg es ts  th a t th e ch ild  
i s  in  deve lopm en tal  d i f f ic u l ty , th e heal th  p ro fe ss io nal sho uld  
inform  th e  par en t of  the ge ne ra l ar ea  of co nc er n,  be ing  care fu l to  
av oid ar ou sing  undue pare n ta l anx ie ty , bef or e recommending re fe r r a l  
fo r d ia gnost ic  (St age I I I )  ev al uat io n . I f  th e  dia gn os is  i s  p o s it iv e , 
th e c li n ic ia n  shou ld info rm th e pare n ts  fu ll y  of the c h il d ’s de ve lo p­
me nta l s ta tu s  and di sc us s the tr ea tm en t a lt e rn a ti v e s . I f  trea tm en t 
(o r pe rh ap s even d ia gnost ic ) se rv ic es ar e no t av ail ab le  in  the 
community, then  th e diagno sin g c li n ic ia n  shou ld counsel th e 
p a re n t,  u t i l i z in g  h is /h e r own c li n ic a l judgm ent in  de term in ing 
what in fo rm at io n to  d is c lo se . I t  i s ,  of co urs e,  a ls o  im po rta nt  
to  inf orm pare n ts  when no in d ic a ti o n s of  d i f f ic u l ty  ar e found du ring  
any o f th e  st ag es  of  devel opme nta l review .

C r it e r ia  Governing Use of  St an da rd ized  Pro cedures

1. We ac ce pt  the view th a t American so c ie ty  is  
he te ro ge ne ou s.  The re fo re , st andard iz a ti on  of  
a l l  pr oc ed ures  used in  sc re en in g or di ag no si s 
which  ar e corr e la te d  with  so c io cu lt u ra l fa c to rs  
must be done wi th ap pro pri at e so c io cu lt u ra l norms , 
and a l l  te s ti n g  must be ad m in is te re d in  language 
ap pro pri a te  to  the langua ge spoken by th e ch il d . 
Furt her  c r i t e r i a  fo r ap pro pri at en es s of in s tr u ­
ments ar e sp el le d  ou t in  Se ct io n 3.

A ft er two yea rs , no st an da rd iz ed  proc ed ure sho uld  
be u t il iz e d  in  th e prog ram u n ti l i t  has  been 
appro ved  pu rsua nt  to  re gu la ti ons adop ted  by the 
Secre ta ry . In th e in te ri m  peri od , a ta sk  fo rce 
ap po in ted by the Medica l Se rv ices  Adm in is tra tio n 
sh a ll  rev iew  stan da rd iz ed  pr oc ed ures  cu rr en tl y  
in  use , wijth the ad vice  of ap pro pri at e p ro fe ss io nal  
and consumer groups , to  de term ine wh eth er they  ar e 
c o rr e la te d  wi th so c io cu lt u ra l fa c to rs .
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2. Each st an dar diz ed  proc ed ure sho uld  have p re ­
d ic ti v e  v a li d it y  fo r th e be ha vior  or  co ndit io ns 
which th ey  pu rp ort  to  measu re.  They must have  
p re d ic ti v e  v a li d it y  fo r ch ild re n  of  each  o f the 
so c io cu lt u ra l groups  with  whom th e proc ed ure is  
to  be used . A ft er  two year s,  no st an da rd iz ed  pr o­
cedure sho uld  be u t il i z e d  in  th e program u n t il  i t  
has  been approved pu rs ua nt  to  re gu la ti ons adopted  
by th e Sec re ta ry . In th e in te ri m , the ta sk  fo rce 
ap po in ted by th e Medical Se rv ices  Adm in is tra tio n 
sh a ll  rev iew  th e p red ic ti v e  v a li d it y  of st and­
ar di ze d proc ed ures  c u rr en tl y  in  use  fo r com plianc e 
wi th th is  st an dar d.

The E th ic al  Relevance  of Cost

Cost becomes an e th ic a l is su e  when governmen t, wi th  lim it ed  
re so urc es,  must fina nc e se rv ic es fo r la rg e  numbers of ch ild re n  
and must choose to  what ex te n t which ch il d re n  can and w il l be 
se rv ed .

Although re li a b le  cost  est im ate s ar e p re se n tl y  no t av ail ab le  
fo r sc re en in g, di ag no si s and tr ea tm en t fo r  EPSDT ch il d re n , i t  is  
c le a r  th a t such pr oc ed ur es  shou ld  be as low cost  as  poss ib le  wi th 
th e h ig hes t re tu rn .

Co ns ider ing  th es e pr em ises , we su gg es t th e fo llo wing guid el in es  
fo r  p r io r i t i e s  fo r th e EPSDT Program:

1. P ri o ri t>  fo r ca re  shou ld  be ta rg e te d  to  th e 
p re n a ta l,  in fanc y and ea rl y  ch ild ho od  pe riod s 
u n t il  th e ch il d  re ac he s th e mandated school 
en tr y  age .

2. Sta ge I and Stage II  rev iew  proc ed ures  sho uld  be 
as qu ick,  b r ie f  and sim ple as p o ss ib le  wi thou t 
sa c ri f ic in g  q u a li ty  so th a t as hig h a pro port io n 
of funds as p o ss ib le  can  be pu t toward tr ea tm en t.

Informed Consent

1. Pa re nt s

a.  As an in te g ra l p a r t of th e i n i t i a l  ou trea ch  phase  
o f a deve lop me nta l rev iew  e f fo r t , pare n ts  shou ld be 
prov ided  wi th  a w ri tt en  d esc ri p ti on  of th e nat ure
and purpo se of th e pro posed pr oc ed ur es , in cl ud in g
adequa te as su ra nc es  o f q u a li ty , c o n fid e n ti a li ty
and b en efi ts  to  th e ch il d  and fa m ily. Any w ri tt en
n o ti f ic a ti o n  sho uld  in clud e in fo rm at ion in  a la n­
guage ap pro pri at e fo r  th at p a r ti c u la r  family .
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b.  At the tim e the pa re nt  per so nal ly  ap pe ar s,  he 
o r she sho uld  be verb al ly  informed o f the 
nat ure  and purpose o f a l l  develop me nta l rev iew  
pr oc ed ur es , and sho uld  be n o ti f ie d  th a t se le c ti v e  
p a r ti c ip a ti o n  is  p o ss ib le . A re fu sa l to  au th ori ze  
any giv en  procedu re must no t je opar diz e the c h il d 's  
ac ce ss  to  any oth er  as pec ts  of the prog ram.
Par en ta l conse nt sho uld  th en  be ob ta in ed  fo r 
eac h proc edure and fo r any pro posed  tr a n s fe r  o f 
re co rd s or  in fo rm at ion upon co mple tio n of the 
dev elo pm ent al rev iew .

2. Inform ing  th e Ch ild

Each ch il d  being se rved  shou ld be inform ed of th e 
natu re  and purpo ses of  th e pr oc ed ur es  and th e i r  re su lt s  
to  th e maximum ex te nt  poss ib le  co n si st en t wi th h is  or  
her le vel o f in te ll e c tu a l and em otiona l m at uri ty .

Records and C onfi den ti al ly

Al l p a ti e n t re co rd s sho uld  be cre ate d  and maintaine d in  accord 
with  th e cus tom ary  p ra cti ces of  the h ea lt h  p ro fe ss io ns.  Confiden ­
t i a l i t y  shou ld be care fu ll y  pr es er ve d and no in fo rm at io n sho uld  be 
re le ase d  with ou t pare n ta l co ns en t.

At th e tim e of th e mandated scho ol  en tr y  sc re en in g, a l l  re co rd s 
o f e a r l ie r  devel opme nta l rev iew  at tim e of  b i r th , du rin g in fa nc y,  or  
a t  tim e o f pre -s ch oo l en tr y  would be conso lidat ed  by the EPSDT Coor ­
d in a to r.  I t  w il l be th e re sp o n s ib il it y  of th is  Coo rd in ator  to  ar ra ng e 
fo r  se rv ic e  agency pe rso nn el  pr ov id in g se rv ic es to  th e ch il d  to  meet 
wi th  th e pare n ts  of th e ch ild  fo r th e purpo se o f making a dec is io n  
co ncerning  in fo rm at ion tr a n s fe r . Such de ve lop mental  in fo rm at ion 
tr a n s fe r  is  recommended only when th e in fo rm at io n would be hel pfu l 
in  id en ti fy in g  th e co nd it io ns  under which  a ch il d  fu nct io ns be st  
so as  to  en ab le  op tim al  sch ool pl acem en t. I t  i s  ou r recom mendation  
th a t on ly  d ia gnost ic  in fo rm at ion th a t is  p e r ti n e n t to  ed uc at io na l 
p re sc ri p ti o n  fo r th e ch il d  be communicated to  th e  sc hools , su bje ct  
always to  info rme d pare n ta l co ns en t.

1. Under no cir cu mstan ce s sho uld  Stage One and Stage Two 
in fo rm at io n be tr an sfe rr ed  to  th e scho ol  sys tem .

2. "M edica l" in fo rm at ion from th es e re co rd s may be 
d is c lo se d  to  au th or iz ed  pe rson s in  th e ed uc at io na l 
sys tem  wi th  pare n ta l co nsen t in  accord with  us ua l 
pro ce dure s.

3. "S cr ee ni ng •inf or m at io n"  per  se  sho uld  no t be d is cl ose d 
a t a l l .

4. A dd iti on al  in fo rm at ion from th e re co rd s may be d is cl ose d 
to  au th ori ze d pe rso ns  wi th p a re n ta l co nsen t on ly  a f te r  
th e  EPSDT Coo rd inator  has  co ns ul te d with  th e par en t and
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th ey  have made an ind epen dent  de te rm in at io n 
th a t th e d is c lo su re  is  in  th e c h il d 's  best  
in te re s ts . With due co nsi der ation  of  age and 
m at uri ty , the c h il d 's  co nsen t sho uld  be includ ed  
as  a co ndit io n o f in fo rm at io n tr a n s fe r .

E th ic al  As pects  o f Develo pmenta l Review and Assessment After
Mandated School En try

Many o f th es e e th ic a l and le ga l concern s about th e purpo se and 
scope o f deve lop me nta l as se ss men t, info rmed co ns en t, pare n ta l and 
ch il d  ro le s  and c o n f id e n ti a li ty  of  re co rd s ar e e sp ec ia ll y  ac ut e a f te r  
th e ch il d  ha s en te re d th e school sys tem . Th is com mit tee reco gn izes  
th e scho ol  as  a major  po in t o f imp act  on the c h il d 's  develop men t at  
th is  st ag e o f h is  l i f e .  We a ls o  re co gn ize ou r mutual  con cer n with 
th e c r i t i c a l  as pec ts  o f a c h il d 's  deve lopm ent a t th is  p o in t,  sinc e 
much o f th is  develop men t a f fe c ts  scho ol  ad justm en t and le ar nin g 
a b i l i ty .  There ar e some sa fe gu ar ds  b u i lt  in to  th e ed uc at ion syste m 
to  ad dr es s ou r concern s fo r sa fe gu ar di ng  th e c h il d 's  ri g h ts  (such as 
th e Buckley admendment) and more w il l doubtles s come wi th implement­
a ti o n  of PL 94-142 . Non et he le ss , th e EPSDT Program sho uld  not 
abdic at e no r d e le g a te * it s  re sp o n s ib il it y  fo r th e childre n  becau se 
th ey  have en te re d th e ed uca tional  sys tem . I t  re qu ir es in st ea d  
th a t th e c r i t e r i a  ou tl in ed  in te rfa c e  wi th  th e sa fe gu ar ds  in  th e  
ed uc at io n sys tem , and b u tt re ss  i t  when th ere  ar e ga ps . In fa c t,  
th e  "merged"  EPSDT wi th  i t s  concern  fo r th e o v e r- a ll  hea lt h  and 
w el l-bei ng o f th e ch il d , shou ld fe e l th a t i t s  re s p o n s ib il it ie s  
may supe rced e th e re qu ire men ts  o f th e  ed uc at io n sys tem  whenever 
sa fe gu ar ds  fo r th e c h il d 's  r ig h ts  in  th es e pro ce ss es  ar e concern ed.

The Dangers o f Labeling

" I t  would be un co nscion ab ly  myopic to  e n ti re ly  ov er ­
look some of  th e  la rg e r so c ie ta l is su es in her en t in 
any nati ona l massive  sc re en in g sys tem . The le gal  
e th ic a l and e th nic  ra m if ic a ti o n s o f la bel in g  
humans ar e to  be c a re fu ll y  co ns id ered  and re sp ec te d , 
e sp ec ia ll y  in  li g h t of th e recom mendations for thcom­
ing from th e 1971 P re s id e n t' s  Commission on Mental 
R et ar da tion  in  Monte Corona , C ali fo rn ia  which 
se ver el y  c r it ic iz e d  cu rr en t la bel in g  p ra c ti c e s  
and th e i r  subseque nt  dehuma nizing e f fe c ts . For 
example, th e det er m in at io n o f c u to ff  po in ts  se para ti ng  
normal develop men t from abnormal  deve lopm ent is  
ex tre mely co n tr o v ers ia l and th e Boston co nferen ce  
focu sed  »uch d is cu ss io n  and de ba te  on th is  c ru c ia l 
is su e  (PCMR, 19 73 .)"  (M eie r, 1973)

In a work ing pa pe r pr ep ared  fo r the Na tio na l Advisory  Committee 
on C la ss if ic a ti o n  o f Exc ep tio na l Chi ld re n,  Mercer ad dr es se s th is  
no rm al ity  is su e:

"The c la s s if ic a ti o n  o f ex ce pt io na l childre n  ha s become 
a c r i t i c a l  so c ia l problem  because those e th n ic  and c u lt u ra l
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gro ups  disadv an tage d by pre se nt c la s s if ic a ti o n  
sys tem s ar e p ro te s ti n g  th e ta ken-f or- gra n te d  
va lu e frame w ithi n which psy cholo g is ts , ed uca to rs , 
and t e s t  makers have  been opera ting . The c la s s i ­
f ic a ti o n  of  ex ce pt io na l childre n  di d no t become 
an is su e  bec aus e psy ch olo gis ts , ed uc at or s and medic al 
p ra c ti ti o n e rs  were d is s a ti s f ie d  wi th  th e pre se nt 
sys tem . This fa c t has  gre at  importance  to  the 
d e li b e ra ti o n s  of th is  com mit tee . Tt s ig n if ie s  
th a t th e c en tr a l is su es  ar e co nc ep tual  and e th ic a l 
ra th e r  than  te chnic al and em pir ic al.  I t means 
th a t b asi c  assum ptions ar e be ing ch al le ng ed . The 
com mit tee must be w il li ng  to  examine basi c  assump­
ti o n s  and to  ad dress th e fun dam ental va lue of 
ques tions be ing ra is ed  by thos e who take  is su e 
w ith  p re se n t p o li c ie s  and pr oc ed ur es . I f ,  in st ead , 
th e com mit tee tr e a ts  i t s  ta sk  as  merely se tt in g  
gu id el in es  fo r est ab li sh in g  th e r e l i a b i l i t y  and 
v a li d i ty  of  measurement tech ni qu es  in  th e i r  
t r a d it io n a l se ns e,  i t s  work w il l have  l i t t l e  
re le va nc e to  the cu rr en t co nt ro ve rs y because 
i t  w il l have  mi sunders too d th e nat ure  o f th e co nt ro ­
ver sy . The va lue is su es  must f i r s t  be c la r if ie d  
and th e  im plica tions of ad op tin g a p a r ti c u la r  
va lu e frame explo re d."  (Me rcer, 1972b)

We would c a ll  a tt en ti o n  to  th e c ru c ia l na tu re  o f th is  st atem en t 
fo r  imple mentin g th e pro vi si on s of  EPSDT, fo r beyond th e e th ic a l 
is su es l ie  th e  dangers  of le gal  ac ti on . Te st  r e su lt s  ar e used  
fo r  making fa r- re ach in g  de ci si ons about ch il d re n . In re ce nt yea rs , 
a growing co nt ro ve rs y re ga rd in g th e use o f te s ts  has  blos som ed.  It  
has become in cre asi ng ly  ap pa rent  th a t th e la rg e sc a le  use  of  te s ts  
fo r p la ci ng pe rson s in  so c ia l,  ed uc at io na l and ecomoraic n iche s has 
se ri ous so c ia l conse quenc es,  p a r ti c u la r ly  in  li g h t of the growing 
re a li z a ti o n  th a t st an da rd iz ed  te s ts  ar e u n fa ir  no t on ly to  the  
c u lt u ra ll y  d if fe re n t and th e so ci o- ec on om ic al ly  di sa dv an tage d,  bu t 
a ls o  to  th e b ri g h t uno rtho dox  pe rso n and th e na iv e in div id ual who 
lack s ex pe rien ce  in  taki ng  them. The re ar e p o te n ti a ll y  b ia si ng  
e ffe c ts  of  e th n ic it y , language, socio -ec onom ic le v e l,  and co nd it io ns  
o f te s t  adm in is tr at io n  on te s t  pe rfo rm ance . "I ncr ea si ng  so cia l 
demands seek to  modify ex is ti ng  us es  o f te s ts  th a t ar e inap pr o­
p r ia te  and u n fa ir , p a r ti c u la r ly  wi th m in or ity  group ch il d re n .
Soc ia l p re ss ure  in  th is  rega rd  take s var io us for ms , and p r in c ip a ll y  
in cl udes  l it ig a t io n ,  ac tion by pro fe ss io nal and o th er  type s of  
o rg an iz ati ons,  and le g is la ti o n ."  (Laosa and Oak land, 1974)

The messages th a t a ch ild  re ce iv es about h im se lf  from h is  
env ironment  de term ine to  a g re at  exte nt h is  fe e li ngs about who 
he i s ,  what he can do,  and how he shou ld behav e. Thus , i f  par en ts  
o r te ac her s per ce iv e childre n  as d if fe re n t in  some way, th ey  w il l 
t r e a t  th e ch il d  d if fe re n tl y  and may th er eb y enc our ge him to  become 
as  he i s  per ce iv ed . Tea che rs giv e th e le a s t acce ptan ce  and supp or t
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to  ch ild ren they  perce ive  as having  the  le as t promise and the 
le ast  backing from pa rent s. Teacher co ntac ts with "low as se ss - 
»ent"  ch ild re n tend  to  be si gn if ic an tl y  more d ir ecti ve and d is ­
couraging of  in it ia ti v e  and spon tane ity . When ad ul ts  be lie ve  
a ch ild to  be incompe tent , they may pr ot ec t him from exposure 
to  exp eri ences from which he may learn gr ea te r competence. 
Learning is  heav ily  invo lved  with the  expecta tion th at one is  
ab le to  lear n.

Sp ec ifi c Min ority Issu es

There is  a pr ev ai lin g a tt it u d e , based on economic cons iderat ions  
in  many minority groups, th a t one ign ore s a ll  cond itio ns which do 
not cause pa in . One of  the  major iss ue s in any comprehensive system 
of  developmental review is : what form of  out reach must 'oe designed  
and employed which w il l impact upon the pa tter n of  he al th  fa c il it y  non­
u ti li z a ti o n  which is  so firml y es ta bl ishe d wi thin poor minority  
fa m il ie s,  and which in te rf er es  wi th the  ea rly de tect io n of fa ct ors  
which may po te n ti a ll y  lead  to  poor in te ll ec tu a l and emot ional func­
tio ni ng . '

Again, the issu e of  pa ren t and teac he r expe cta tio ns  is  c ru cia l.
In the  pa st  many programs fo r the  "dis adv antaged" are  re all y  programs 
th a t have re ta rded  a c h il d 's  development, even though they were 
des igne d to  overcome the  de pr iv at io n.  Because "l ess " is  expec ted 
from them "l es s"  is  observed to come from them.

I t must be repeate dly  st re ss ed  th at  any ins tru men ts,  mater ia ls 
and methods fo r developmental review  wi thin the  "merged” EPSDT 
program must be normed fo r the  minority group with  whom they are 
to  be used. They must al so  be in te rp re te d by pers ons  who are  
fa m il ia r with  the  economic and cu lt ura l background of  the populat ion  
being ass essed.

Why Our Fears Will Not Be S ti ll ed

The perhaps re peti ti ous in si st en ce  on the ap prop ria ten ess of 
ins trume nts  and the  inap prop ria ten ess of  labe ls  comes from the 
exp erienc e throughou t the  country of  harm th at  has been done to 
ch ild ren under  the  guise  of  "doing good". Chi ldren have been 
tra cked  and lab ele d,  excluded from sch ool, on the  ba sis of  the  use 
of  psy cholo gic al ins tru me nts . In ad di tio n to  th is , the  issu e of 
pa re nt al  and tea ch er expecta tio n is  a da ily co ns iderat ion.  Children 
taun t each othe r,  and g u il t and anxiety  3re  ea si ly  aroused in both 
ch ild ren and fa m ili es . The basic  ri gh ts  of  ch ild ren must be 
considered in any program of developmental review. The motto must 
always be " f i r s t  do no harm". In the  EPSDT system, there is  the 
pote nti al  fo r enormous good. -----
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8. Eva luat ion

Program ev al uat io n  is  a hi gh ly  sp ec ia li zed  f ie ld ;  i t  is  
recommended th a t sp e c if ic  guid el in es  co ncerning  program ev al uat io n 
be devel oped by a ta sk  fo rce of  ex per ts  who have sp e c if ic  competency 
in  th is  are a . We ca ut io n th a t th is  must be done q u it e  soon, so 
th a t ele me nts  co ns id ered  e ssen ti a l to  pr op er  program ev al uat io n  be 
includ ed  in  th os e programs now in  the pr oc es s of  im plem en tatio n.

Ev alua tio n o f EPSDT sho uld  be done in  re la ti o n  to  sp e c if ic , 
pred etermined  pr oc es s and outcome mea sure men ts. An e f fo r t should  
be made, however, to  in su re  th at the ev al uat io n  of th e dev elo pm ent al 
rev iew  segm ents  o f EPSDT does not i t s e l f  become th e co n tr o ll in g  fa c to r 
in  th e oper at io n  of th e EPSDT program where such contr o l would d e fl ec t 
th e prog ram from ac hi ev ing i t s  go al s.  Any eval uat io n  program to  be 
imple mented must be done so wi th a minimum of paperwork and wi th the 
le a s t d is to r ti o n  or  in te rf ere nce  in  th e oper at io n  of th e program.

Pr oc ess ev al uat io n  would be r e la ti v e ly  easy  to  implemen t sinc e i t  
in vo lves  such  m at te rs  as u t il iz a t io n , cost  is su e s , volume o f se rv ic e 
and so fo rt h . Outcome ev al ua tio n is  much more d i f f ic u l t  and more 
demanding,  bu t must be done sinc e the is su e  of  long -te rm  p re d ic ta ­
b i l i t y  o f any as pe ct  of dev elop men tal revie w is  one th a t is  c ru cia l 
fo r th e fu tu re  o f th e ch ildre n.

9. Cost E ff ec tiven es s

Any pub li c ly  fina nc ed  heal th  program be gins  wi th  th e assumptio n 
th a t i t  pr ov id es  b en efi ts  which ar e an adequa te re tu rn  on th e 
investm en t o f publi c fund s. Ot he rwise , th e government need  no t 
in s t i tu te  a program a t a l l .  I t could  le t  the marke t pl ac e re gu la te  
heal th  ca re  with ou t in te rf e re n ce . Dur ing th e past  fo rt y  ye ar s in  
th e Un ited S ta te s th e government has  gra dual ly  in cr ea se d i t s  share  
of payment fo r pe rson al  heal th  se rv ic es.  In ch il d  h ea lt h , th e govern­
ment pa id  ou t 3.5  b i ll io n  do ll a rs  in  1973 fo r w el fa re  rec ip ie n ts  and 
th e med ic al ly  needy , which has  ther eb y become th e major  governm enta l 
ch il d  h ea lt h  program in  bo th numbers of re c ip ie n ts  and d o ll a rs  
expe nded.

The h is to ry  of th e fe dera ll y  and s ta te  fin an ce d Ea rly  and 
Per io dic  Sc re en in g,  Diagn osi s and Treatme nt Program of Medicaid  
in d ic a te s th a t i t  was est ab li sh ed  on th e overa ll  ass umptio n th at 
earl y  d e te cti on  and tre atm en t of di se as e w il l sav e li v e s , save 
su ff e ri n g  and sav e th e co st s of li fe - lo n g  c ri p p li n g  co ndit io ns.  
Furt her , i t  was assumed th a t sc re en in g and earl y  dete cti on  of  
d is eas e  can a l t e r  th e natu ra l h is to ry  and co ur se  o f a d is ea se  and 
th a t th e b e n e fi ts  o f th is  a lt e ra ti o n  can be q u an ti fi ed  in  d o ll a r 
amou nts. These co st- b en e fi t ass um ptions were ne ve r fu ll y  documented 
so i t  i s  d i f f ic u l t  to  know p re cis e ly  what were Con gr es s's  ex pe cta­
ti o n s when i t  pa ssed  th e law in  1967 (P.L, 90 -248 ). Thus, an 
eval uat io n  o f the program based on co ng re ss io na l go als i s  not 
poss ib le  sim ply  because th es e go als were ne ve r c le a r.
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In ac tu a l fa c t,  d esp it e  th e gr an di os e t i t l e  of th e prog ram, 
i t  was planned and implemented  in  such a way th a t pr ev en tion  and 
sc re en in g have been the fo cu s,  wh ile  d ia gnosi s and tr ea tm en t have 
bee n seco nd ary i f  no t neg le ct ed . Continuity  o f ca re  has remaine d 
a d is ta n tl y  hoped fo r go al .

I t  was hoped th a t th e burde n o f hand icap ping  condit io ns would 
be removed by pr ov id in g pre ven tive car e  se rv ic es fo r ch il d re n . The 
Department o f  Hea lth , Ed ucation  and Welfare  th er eb y th ru s t i t s e l f  
in  th e midst  of a major  de ba te  in  th e  f ie ld  of  me dic ine  and publi c 
h ealt h  which has  been des cr ib ed  as m ed ic in e’ s g re at  sch ism : p re ­
ve nt io n ve rsus  cu re .

Not on ly  has  th ere  been  no d is cuss io n  of exac tly  what was to  
be pr ev en te d thr ough  th e new program, th ere  was no commentary on 
how e ffe c ti v e  a pre ven tive program might be . Given th is  impre ­
c is io n  o f pu rp os e,  i t  is  no wonder th a t cost s of th es e programs 
were  even le s s  c le a r ly  s ta te d .

One way of co n tr o ll in g  cost s in  im plem en tatio n is  to  li m it  th e  
ex te n t o f se rv ic es th a t s ta te s  ar e re qu ir ed  to  pro vi de . In mon ito r­
in g th e prog rams in  th e s ta te s , HEW de cide d to  foc us  i t s  a tt e n ti o n s  
on EPSDT and no t to  look a t th e o v era ll  ca re  re nd ered  un de r Me dicaid  
to  w el fa re  and m ed ic al ly  nee dy ch il d re n .

The e ff ic acy  o f d is eas e  management through sc re en in g r e s ts  on 
th re e  nec es sa ry  cond it io ns:  a knowledge o f the na tu ra l h is to ry  of  
th e  d is ease ; th e e ff ic acy  o r e ff ic ie n c y  o f th e tr ea tm ent;  and 
agreem ent  on a la rg e number o f so c ia l and in div id ual b e n e fi ts  which 
may ac crue  from th e sc re en in g pr oc ed ur es . For sc re en in g to  be 
e ffi c a c io u s , th ere  must be a co nsensus on th e so c ia l and in d iv id ual 
b e n e fit s  o f th e tr ea tm en t pr oce dure s,  and i t  is  he re  th a t the 
deve lopm en tal  sc re en in g as pect s ar e most vuln er ab le .

Few cost  es tim at es  have been made of the deve lop me nta l sc re en in g 
components  of th e  EPSDT program,  p a r ti c u la r ly  in  re la ti o n  to  b e n e f it s . 
In  the p a s t,  th e is su e  of  q u a li ty  o f ca re  as measured  by appro pri a te  
u t i l i z a t io n  has  been co n st an tl y  co nfused  wi th  th e is su e  o f c o s ts . 
Sometimes cost s ar e ev al uat ed ; some times  cost s ar e no ted on ly in  
terms  o f th e su b s ti tu ti o n  o f ex pe ns ive se rv ic es fo r le s s  ex pens ive  
se rv ic es in to  co n tr ast in g  o rg an iz at io ns o f  healt h  care . Co sting  
ou t th e EPSDT program and ass ess in g  cost  e ff ec ti v en ess has  re ce iv ed  
f a r  le s s  a tt e n ti o n  than  st u d ie s fo r th e Med icaid  pop ul at io n as a 
who le. As in  th e  ca se  of de ve lop mental  sc re en in g, th e s ta te  of th e 
a r t  o f cost  e ff ec ti v en ess i s  not fa r  adv anc ed.  Almost  no work has  
bee n done on co st  e ff ec ti v en ess  fo r  any sys tem  o f develop me nta l 
re view ; cost  e ff ec ti v en ess i t s e l f  may no t be hig hl y re le v an t i f  th e ”  
go al  i s  to  pr ov id e ch il d re n  with  re le v an t and pro mo tive ac ce ss  to  
h ea lt h  care . A "merg ed" EPSDT, seen  as a com prehensive  ca re  pro gram , 
pr ov id es  a basi c  package o f h ealt h  se rv ic es which shou ld  be av a il ab le  
to  any ch il d  in  th e Un ited S ta te s re g ard le ss o f h is  economic s ta tu s .
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One does  no t need  co st  b en efi t an alys es  to  pro ve th a t poo r 
ch il d re n  sho uld  have ac ce ss  to  th e same heal th  b en efi ts  as  ri ch  
on es . Nor does or  shou ld  one need co st  b e n e fi t an alys es  to  
de cide  th a t childre n  with  c ri p p li n g  co nd iti on s de se rv e care . The 
an al yse s become u se fu l,  however , when, giv en li m it ed  re so urc es,  
po li cy  makers must de cide  how much of  what so r t of ca re  can  be 
given to  how many pe op le .

EPSDT's s ig n if ic a n t con tr ib u ti on  to  th e f ie ld  o f ch il d  heal th  
ha s been to  uncov er th e pre se nt hea lt h  sy st em 's  in a b i l it y  to  pr o­
vi de  com prehensive and conti nu ou s hea lt h  se rv ic es fo r poor ch il d re n , 
even  given a fi nan ci ng mechanism. The re as on s fo r  th is  fa il u re  ar e 
d iv ers e:

1. The s ta te  of th e a r t  o f pr ev en tiv e h ea lt h  se rv ic e s,  
p a r ti c u la r ly  with  re fe re nce  to  develop me nta l rev iew : 
dis ag reem en t among healt h  p ro fe ss io nals  as  to  what is  
re quir ed  and what i s  nee ded .

2. The in a b i l it y  o f or ga nize d systems  ( s ta te  h ealt h  or 
w el fa re  de pa rtm en ts)  to  mo nitor and fo llo w a l l  
ch il d re n  under th e i r  ca re : th e lack  o f ca se  
management syste ms.

3. The un w il ling ne ss  o f p ri v a te  heal th  p ro fe ssi o n a ls  to  
p a r ti c ip a te  in  a publi c  hea lt h  sys tem unle ss  adequa te 
fi n an c ia l in ce n ti ves ar e pro vid ed  and bure aucra ti c  
d is -i n cen ti v e s ar e removed.

4. Con fusion  among fe dera l and s ta te  ag en cies  as to  
which grou p is  re sp onsi b le  fo r ch il d  h ealt h  (f o r 
exam ple,  Ma ternal and Ch ild  Hea lth , Medica l Se rv ices  
Adm in is trat io n,  th e Off ic e of  Ch ild  Development, e t c . ) .

Re sea rch  must be co nt inue d to  prov ide answers  to  cost  is su es,  
and to  develop  ap pro pri at e sys tem s fo r c o ll e c ti o n  o f da ta  to  
es tim ate  cost s and b e n e fi ts  of  publi cl y  fina nc ed  ch il d  h ealt h  
pro gra ms . The goal i s ,  ob vi ou sly,  to  de term ine th e most econ om ica lly  
fe a s ib le  methods to  d e li v e r se rv ic es  with ou t s a c r if ic in g  q u a li ty .

The f ie ld  o f po li cy  is  ex tr ao rd in a ri ly  im po rtan t. I f  Congress 
meant  what was s ta te d  in  th e EPSDT le g is la ti o n , to  make comprehen­
si ve  ca re  av a il ab le  fo r every  po or  ch il d , th en  i t  must fo llo w 
th roug h on i t s  prom ise s and abandon co st  e ffe c ti v e  appro aches which 
su bver t th e in te n t o f th e po li cy .

10. T ra in in g, Research  and De monst rat ion  P ro je ct s

The pr op er  im ple me nta tio n of EPSDT ac ro ss  th e co un try  w il l 
re q u ir e  th e deve lopmen t o f tr a in in g  programs in  ord er  to  in cr ea se  
th e  so p h is ti ca ti o n  of p ro fe ssi o n als  in  th e are a  o f normal deve lop-

40



591

ment , devel opme nta l revie w,  and opport un it ie s fo r the 
deve lop me nta l p ro te c ti o n  o f ch il d re n . The re fo re , we recommend 
th a t th ere  be an expans ion  o f e x is ti n g  so ur ce s o f fund ing so 
th a t tr a in in g  programs  ne ce ss ar y fo r ex is ti n g  p ro fe ssi o n a ls  who 
w il l co n tr ib u te  to  th e  ach iev em ent  o f th e  go al s o f EPSDT may 
be made a v a il ab le . He in cl ud e in  th e group of  e li g ib le  p ro fe s­
s io n a ls : physi c ia ns,  nurs es,  te ach ers , p sy cholo g is ts , so c ia l 
wo rkers, sc ho ol  co unse lo rs , and spe ech  pa th o lo g is ts  and au di o­
lo g is ts . Tra in in g prog rams sho uld  be carr ie d  ou t by e x is ti n g  
acc re d it ed  tr a in in g  re so urc es  and in s t it u t io n s  (f o r example, 
un iv ers it ie s-,  s ta te  co ll eg es,  community co ll eg es).  Tra in in g 
co uld  be o ff er ed  in  th e form o f workshop s, co urs es , se m inar s,  
and in se rv ic e  tr a in in g  programs . a ls o  recommend th a t tr a in in g  
fun ds fo r para pro fe ss io nal pe rson ne l be made av ail ab le  on th e 
assum ption th a t Sta ge I and pe rhap s Stage II  o f th e develop me nta l 
rev iew  pr oce ss  w il l be c a rr ie d  ou t by such  per so nnel , and on the 
ass um pti on  th a t a g re at de al  o f th e par en t su pp or t work w il l a ls o  
be c a rr ie d  ou t u lt im ate ly  by pa ra p ro fe ss io n a ls .

He urge  in cr ea se d e f fo r t to  se n s it iz e  physi ci an s and o th er  
h ealt h  p ro fe ssi o n a ls  to  th e problems of p a re n ts , to  th e problem s 
o f e th n ic  d iv e rs it y  w ithi n th is  p lu r a l i s t ic  so c ie ty , and we urg e 
th a t h ea lt h  p ro fe ssi onals  be tr a in ed  to  o ffe r  in cr ea se d supp or t 
and co un se lin g to  a l l  fa m il ie s.

I t  i s  a ls o  c ru c ia l th a t members o f d if fe re n t p ro fe ss io nal 
gro ups  be se n sit iz e d  to  th e ways th a t th e i r  co llea gues  in  o th er  
p ro fe ss io ns view th e wo rld . The tr a in in g  of any "b ridge"  pe rso n 
must in cl ude knowledge no t on ly  of th e pr oc ed ures  used  in  th e 
var io us  p ro fe ss io ns th a t ar e be ing br id ge d,  bu t a ls o  th e i n s t i ­
tu ti o n s  in  which  they  ar e embedded andath e 'p ro fe ss io na l cu lt u re  
th a t su rrou nd s them. Some of th is  can  be ac qu ired  by exposure 
to  o th er p ro fe ssi o n a ls  bu t th e  un de rs tand in g of i t  th a t i s  
e s se n ti a l to  e ff e c ti v e  co ll ab o ra ti o n  pr ob ab ly  dep end s on a more 
e x p li c it  exam ination  o f i t  du ring  tr a in in g .

He w il l ga in  l i t t l e  i f  we e s ta b li sh  new b u re aucra ti c  s tr u c ­
tu re s with ou t care fu l consi der ati on  of  th e q u a li t ie s  of th e pe op le  
who w il l make up th a t s tr u c tu re .

In o rd er to  ac hiev e th e go al s o f EPSDT, sp ec ia l re so urc es  fo r 
deve lop me nta l rev iew  need to  be cr ea te d to  supplemen t th e kin ds  
o f as se ssmen ts  ty p ic a ll y  done by physi c ia ns.  The natu re  o f th es e 
sp ec ia l re so urc es  ar e la rg e ly  tr a in ed  per so nn el . Such pe rson ne l 
shou ld  hav e a ve ry fir m gro undin g in  normal ch il d  devel opme nt,  
shou ld  hav e exte nsi ve s k i l l s  in  us in g develop me nta l ev al uat io n  
te ch niq ues , sho uld  know som eth ing  abou t th e ar en a in  which 
physi ci an s opera te 'a nd s im il a rl y  sho uld  have some fa m il ia r it y  
with  th e natu re  and requ ire men ts  o f e ffe c ti v e  ed uca tional  s e tt in g s . 
They must a ls o  know about p a re n ts , about  fam il ie s , th e i r  e th nic  
and economic d iv e rs it y , and th e  r e a l i t i e s  in  which they  li v e  
cu rr e n tl y  in  ou r so c ie ty .
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Data  Ava ila bl e

I t  i s  st ro ng ly  recommended th a t th er e  be const ru ct iv e  use  
made of  dat a a lr ead y avail ab le  from past  p ro je c ts  such as th e 
co ll ab o ra ti v e  st u d ie s , in  or de r th a t we may become much more 
so p h is ti ca te d  abou t is su es of lo ngitudin al  p re d ic ti o n .

As has  been no ted re pea te dly  in  th is  re p o rt , we recommend 
re se ar ch  and development  or  de mon str at ion p ro je c ts  to  deve lop  
measurement  st an dar ds ap pro pri at e to  th e assessm ent o f young 
childre n  and th e i r  en vir onments.  There sho uld  a ls o  be re se ar ch  
in to  the method ology of developm ental rev iew  of  young ch il d re n  
wi th  emphasis on th e v a ri e ty  of  ass um ptio ns and th eo ri es re la te d  
to  age and e th n ic it y .

There must be th e deve lopm ent o f s tr a te g ie s  fo r th e 
sim ult an eous  se le c ti o n  of  measurement v a ri ab le s and th e id e n t i ­
f ic a ti o n  of  prog ram ne ed s,  fo r th e es ta bl is hm en t of  re se arc h , 
deve lopmen t and eval uat io n  p r io r i t i e s .  There must be an emphasis 
on the ov er lap betw een re se ar ch  and consumer p r io r i t i e s .  In 
ad d it io n , th ere  must be  pro vis io n fo r ta kin g in to  accoun t family  
needs and va lu es  in  th e  co nce ptu al iz at io n  of  measurement  re la te d  
pro ble ms , and in  th e  development , se le c ti o n  and ap p li cati o n  of  any 
measurement  or o th er in st ru m en ts . Pa re nt s and thos e d ir e c tl y  
re sp onsi b le  fo r th e  wel fa re  o f th e ch ild re n  must be invo lved  in  
a l l  dec is io n  making pr oc es se s in  th is  are a .

The foc us  in  in te rp re ta ti o n s  o f ass essm ent must always be on 
in d iv id ual d if fe re n ces th a t w il l lead  to  appro pri a te  in te rv en ti o n  
fo r each sp e c if ic  ch il d , as opposed to  a focus on group d if fe re nces 
and comp arison s.

Any in st ru m en ts  th a t ar e develope d must des cr ib e c a p a b il it ie s  
and li m it a ti o n s  fo r which some form of in te rv en ti o n , in cl udin g par en t 
ed uc at io n,  may be pre sc ri bed , as opposed to  t e s ts  or  in st ru m en ts  th a t 
ar e in te rp re te d  on ly  in  normative  ter ms.

There shou ld be se le c ti o n  of  a m ul ti- mea su re , mul ti- do main,  m u lt i­
fu nct io n c o ll e c ti o n  of measures from which in st ru men ts  may be se le cte d  
a t a lo ca l le v e l,  by lo ca l op tion .

One o f th e most im po rta nt  is su es in  ev al uat io n must be th e 
in cl usi on  of a se ar ch  fo r poss ib le  p o sit iv e  and ne ga tive  si de  
e ffe c ts  o f any sys tem  of dev elo pm ent al rev iew  on childre n  and 
th e i r  fa m il ie s.  Th is would in clud e an in v esti g a ti o n  of  any problem s 
as so cia te d  wi th  p o te n ti a l " la be li ng" as a consequence of th e 
adm in is tr at io n  o f any of the as pe ct s of devel opme nta l revie w her ei n 
recommended.
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Mr. Rogers. Tha t is very helpful and very concise.
Let me ask the  whole panel this. Does anybody know what the 

costs are  for delivering  ambulato ry mental hea lth  care to children? 
What is an estimated cost of delivering ambu latory  care?

Ms. Kramer. Mr. Chairman, if you will refer to the  29 pages of 
tables which accompany the writ ten stat ement  the  AAPSC is sub­
mitting for the record, you will see the re are  several statements 
which speak to estimates of ambulatory  cost. A survey we have 
done of our own membership, based on 70 responses of child mental 
health services, most of which are ambulatory  services, some of 
which also provide inpa tien t care, indicates that bet ter  tha n 60 
percent of all the  children seen by community  child mental hea lth 
services can be served in under  30 outpat ient treatm ent  hours.

There are a varie ty of cost figures that  can be attached to these 
30 hours but the  30 hours is the bet ter  tha n average number of 
treatm ent  hours required for intervention with the mentally ill 
child on an ambu latory  basis.

Mr. Rogers. Than k you so much.
Dr. Noshpitz. The American Academy of Child Psychology also 

has made a study in which colleagues in a committee  have gone to 
private p ractit ioners in th e community and tried to find out w hat it 
costs to deal with a p articular diagnosis on an outpatient basis. The 
figures are not all in. I f the  comnmittee  is interes ted, we will t ry  to 
get this for you.
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Mr. Rogers. It would be most helpful to have those figures and 

the  committee would be grate ful if they could be supplied.
Dr. Noshpitz, if you would like to give your statement, please 

proceed.

STATEMENT OF JOS EPH  D. NOSHPITZ, M.D.

Dr. Noshpitz. Thank you, Mr. Chairman and members  of the  
subcommittee. My name is Joseph D. Noshpitz, M.D. I am past 
President  of the  American Academy of Child Psychia try, and I am 
here to present the  join t testimony of the  Academy and the  Ameri­
can Psychiatric Association regarding H.R. 6706.

I am here  with Mrs. Virginia Bausch, the  Executive Director of 
the  Academy.

Mr. Rogers. We welcome you.
Dr. Noshpitz. There  is a clause in this  bill limiting the  need to 

make, provisions for menta l illness, mental retardation, or develop­
mental disabilities. Unless that  clause is deleted, both of these  
organizations oppose H.R. 6706.

Mr. Rogers. May I get that  ultimatum  once more?
Dr. Noshpitz. Yes. Unless the  clause is deleted, the  p aren thet ical  

statement that  it is optional to the  States—I believe the  language 
state s “except that .” Since the  chai rman has indicated that the 
statements will be included in the  record, I would like to make the  
rest  of my rema rks merely a summ ary of the writ ten statement.

Mr. Rogers. Tha t would be fine.
Dr. Noshpitz. These are jus t a few points I would like to make. 

One, the  language of the bill as much as encourages State s not to 
provide treatm ent to cases of men tal illness, mental reta rdation  or 
developmental disabilities. Two, it does so while mandatin g assess­
ment  of these children.  If this  mandate  is indeed carried out, the  
consequences bring us to point three, that  pare nts will have the ir 
children evaluated , they will be told—and we are talk ing of millions 
of cases—“Your child has been found to have problems, no State 
services are  available, the rest  is up to you.”

I predict  they will not be happy, and with good reason. The pain 
associated with the  identifying of such conditions is a dreadful  
thing. When you a re poor and  deprived, it does not make it easier.

Four, the  notion that  someone else will care for this, like the  
community  mental health center program or the  developmental 
disabilities  program, is a cop-out. What has happened in this bill 
happens elsewhere. No one wants  to pay for or deliver the  care to 
this group of children. The real question is this . If you do decide to 
mandate these  services to such children as we request, will you put 
the language in terms strong enough so tha t th e services will indeed 
be forthcoming?

Essentia lly, the bill deals with prevent ive mental heal th. One of 
the most staggering  burdens  we face in this country is the  conse­
quence of inadequate  prevention. This is parceled out among the  
education  system, the  welfare system and the penal system. The 
cost is in billions, tens  of millions every day, and the  mass of pain, 
frus trat ion and depression among the  people involved beggars de­
scription. This program should offer trea tme nt, and if that  trea t-



ment did no more than prevent 1 child in every 10 served from 
becoming a social burden and a troubled  human being as a youth 
and adult, it will more than  have paid for itself.

In fact, I think we can do a g reat  deal bet ter tha n tha t, and at a 
very small fraction of the late r cost.

In the light of these considerations I plead with you: Delete the  
paren thetical statement tha t makes such treatm ent  optional. State, 
and with vigor, that trea tme nt of mental illness, reta rdation  and 
developmental disabilities is mandated . The children, the  families, 
and the country  need it.

[Dr. Noshpitz’ prepared statement follows:]

American Psychiatric Associa tion
1700 Eighteenth Street, N.W.,  Washington , D.C. 20009 • Telephone : (2 02 ) 797-490 0

Testimony of the
AMERICAN PSYCHIATRIC ASSOCIATION 

and the
AMERICAN ACADEMY OF CHILD PSYCHIATRY

on H.R. 6706
The Child Health Assessment Act

Before the
Subcommittee on Health and the Environment 
Committee on Interstate and Foreign Commerce 

United States House of Representatives

by
Joseph D. Noshpitz, M.D.

Mr. Chairman, and members of the Subcommittee, my name is Joseph D. Noshpitz,

M.D, I am past President of the American Academy of Child Psychiatry, and am here 

to present joint testimony regarding H.R. 6706 on behalf of the Academy and the 

American Psychiatric Association.

Unless the clause limiting the need to provide mental illness, mental retar­

dation. or developmental disabilities is deleted from the bill, both of these or­

ganizations oppose H.R. 6706.

We all know that children tragically afflicted by mental illness, mental

retardation or developmental disabilities are difficult to treat. They have been 

traditionally excluded from service programs. In the past, however, discrimina­

tion has taken place regrettably through an act of omission. But this bill is 

unconscionable. The legislation explicitly authorizes the denial of treatment 

to children suffering with mental illness, mental retardation, or developmental

disabilities.

Let there be no mistaking what the provision authorizing optional treatment 

for these children in this legislation means. It is tantamount to exclusion. 

Historically, optional coverage for mental illness has meant no coverage.
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While the bill's declaration of purpose says one thing, the legislation per 

se is to the contrary. The bill says if you are a poor child whose health assess­

ment is mentally ill, mentally retarded, or developmentally disabled, care and 

services need not be provided.

This bill represents a confusing message from the new Administration and a 

strange departure from its heralded leadership in the fight against mental illness. 

It's OK to treat mental illness but not mentally ill or mentally retarded children! 

And, if the Congress accepts these provisions, it will reverse its leadership role 

and the sensitivity to the needs of these special children.

Under existing law many states presently feel constrained to provide treat­

ment for these disabilities. Yet this legislation explicitly makes this coverage 

optional. H.R. 6706 states, in effect, that a 3-year-old will be treated for 

diabetes or kidney disease, while he will be labeled and not treated for psycho­

sis, neurosis, or depression.

Failure to diagnose and treat mental and emotional illness among children, 

the first-line of prevention, will have severe consequences in future years. If 

mental and emotional illness, mental retardation, and developmental disability 

is attended t o  as close to its inception as possible, the result will be thou­

sands more who will be able to function in society as productive adults. Neglect 

this early age is not only unconscionable. It is also counterproductive from 

the standpoint of a healthy and productive society.

We as a society are presently underserving our mentally ill children. There 

are approximately 88 million children in the United States, constituting about 

40% of the population, and if one uses the commonly acknowledged figure of 10% 

of the population requiring services for mental or emotional illness, we would 

estimate that close to nine (9) million children have demonstrable psychiatric 

problems, only about 10% of this population, or about 900,000 children, receive
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any treatment at all. The number of Medicaid eligible children is dramatically

lower than that.

This program offers the potential to Congress to provide a system of active 

treatment to these children who are presently being seriously neglected.

Proponents of this bill are operating under the delusion that these children 

are adequately served through other programs, such as those in Community Mental 

Health Centers. One can only seriously question child advocates who offer this 

as a solution. The CMHC system is a service plan that has historically omitted 

children's services entirely, or phased them in only after a Congressional mandate 

(P.L. 94-63). Regrettably hereto it has been very sporadic and in a disorganized

fashion.

The CMHC catchment areas serve 40% of the population. The Mental Health 

Association has estimated consertively that there are at least 5 million disturbed 

children in this country; 2,000,000 of them fall within catchment areas. In 

1975, however, only 300,000 children were seen in the CMHC systeip. The rest were 

not seen because of lack of staff, lack of funding, not enough specifically 

trained clinicians, inappropriate facilities, etc. From these figures, it is 

all too obvious that the program does not serve the children in need.

Another argument given by the Medical Services Administration of DHEW is 

that there are no adequate cost controls and that treatment is too costly. This 

fallacious argument is a strange reason to deny treatment to mentally ill and 

mentally retarded children.

Fallacious because the National Institute of Mental Health statistics show

a sever under-utilization of services compared with estimates of need and we ask

how •■•.•ere these conclusions arrived at? In point of fact, MSA has stated repeat­

edly it does not have data on the cost of treatment of the mental or emotional

disturbances of medicaid children.

The American Academy of Child Psychiatry and American Psychiatric Association
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urge the Congress to eliminate all language that makes such treatment optional. 

In addition, we strongly recommend that the CHAP program be charged specifically

with assessing child health and mental health needs, and then mandating all sub­

sequent active treatment that may be necessary.

I hope that the Committee will favorably consider our recommendation to

delete the limitation on providing active treatment services for mentally ill,

mentally retarded, or developmentally disabled children. I respectfully request

that the attached article, "Toward a National Policy for Children," be included

in the record. I will be pleased to answer any questions,

Mr. Rogers. Thank you very much, Doctor.
What would be your thinking  i f where it now says “ . . . but  not 

necessarily  including those” we inser ted “ . . . inst itutional ser­
vices for the  treatm ent  of men tal illness, mental reta rdation  or 
development disabi lities”?

Dr. Noshpitz. Right offhand th at  sounds to me like it might be 
ambiguous. I would worry about the  language and have it rat her 
precise as to what  is, and what  is not included.

Mr. Rogers. Did you have a comment? I was thinking of the 
concept. I thin k that  very expensive inst itut iona l services is what  
has been the  concern.

Ms. Kramer. Inst itutional  services are  indeed expensive, but  if 
you will examine the  d ata that  we have been able to obtain from a 
selected number of Sta tes who do have inpa tien t services available 
for the title XIX population under 21, it is very clear  that  the 
increased Federal costs are not overwhelming.

For instance, in  th e S tate of Pennsylvan ia t here were  in 1976, 300 
children in S tate and county m enta l institutions . The Federa l share  
for the care of those children amounted to $6 million. The costs are  
very high but, as Dr. Noshpitz says, it is a  very small percen tage of 
children. It is only 300 children in one of our major urba n States.

We have data,  inpa tient data, from the  State of Wisconsin. The 
Federal shar e for approximately 200 children in the State of Wis­
consin is $4 million. The data that  we have from the  Medical 
Services Administration  estimates that  6.4 percent of al l Medicaid 
recipien ts of mental hospital care were children u nder the age of 21, 
and only 9 percent of costs for mental hospita l care was expended 
on children.

Approximately 27 States  do cover i npa tien t services for children , 
and only 9 percent of the costs are  going for those 27 states.

Mr. Rogers. Thank you. Tha t is very helpful.
I share your concern regarding classifying illness as not being a 

heal th problem. This seems to indicate, that  mental hea lth is no t a 
health concern. So I have concern about  that  too. Thank you.
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Now you have another  old friend of the  committee, or I will say 
young friend, Jonas Morris.

STATEMENT OF JONAS V. MORRIS

Mr. Morris. I have nothing to add at  this time to the  stateme nt 
that  I will submit for the record on beha lf of the National Council 
of Community Mental  Health Centers.

[Testimony resumes on p. 609.]
[Mr. Morris’ stateme nt and attachm ent follows:]

NATIONAL COUNCIL OF COMMUNITY MENTAL HEALTH CENTERS 
22 33  W is consin  Ave nu e,  N.W., W as h in g to n , D.C . 20 007 

S ta te m e n t C oncern in g  C h il d  H ealt h  A ss ess m ent Pro gr am

P re s e n te d  to

H e a lt h  an d Env iron m en t Subc om m it te e

Com mitt ee  on I n t e r s t a t e  an d F o re ig n  Comm erce

U .S . House o f R e p r e s e n ta ti v e s

by

Jo n as  V. M o rr is , G over nm en ta l A f f a i r s  C o n s u lt a n t,  NCCMHC 

Sep te m ber  9 , 1977

T h is  s ta te m e n t i s  p re s e n te d  on  b e h a l f  o f  th e  N a ti o n a l C o u n c il  o f Com mun ity 

M en ta l H e a lt h  C e n te r s , r e p r e s e n t in g  686 mem be rs , 609 o f  whom a re  com pre hensi ve  

comm unity  m e n ta l h e a l th  c e n t e r  p ro gra m s o r a g e n c ie s  d e v e lo p in g  su ch  p ro gra m s 

o r  h a v in g  a d i r e c t  i n t e r e s t  in  comm unity  m e n ta l h e a l th  s e r v ic e s .

Th e A d m in is t r a t io n 's  p ro p o s a l to  r e v is e  th e  E a r ly  P e r io d ic  S c re e n in g , D ia g n o s is  

an d T re a tm en t p ro gra m  an d r e p la c e  i t  w it h  a C h il d  H e a lt h  A ss ess m ent Pr og ra m  

c o u ld , i f  e f f e c t i v e l y  im ple m ente d , ha ve  a s i g n i f i c a n t  e f f e c t  on im pro v in g  th e  

h e a l th  o f M e d ic a id -e l ig ib le  c h i ld r e n .  By th e  A d m in is t r a t io n 's  own e s t im a te s  

EPSDT re a c h e s  o n ly  30 p e rc e n t o f th o se  c u r r e n t ly  e l i g i b l e  an d ab o u t 222 of  

th o s e  s c re e n e d  an d fo und in  need  o f  tr e a tm e n t do  n o t g e t th e  s e r v ic e  th e y

r e q u i r e .

U n fo r tu n a te ly , th e  CHAP p ro p o s a l w i l l  n o t hav e th e  e f f e c t  o f  im pro v in g  th e  

m en ta l h e a l th  o f th e s e  c h i ld r e n  a s  i t  i s  c u r r e n t ly  d e s ig n e d . U n li k e  EPSDT, 

th e  A d m in is t r a t io n 's  CHAP p ro p o s a l wou ld  s p e c i f i c a l l y  e x c lu d e  t r e a tm e n t fo r  

n ^ n ta l  I l l n e s s ,  n ^ n ta l  r e t a r d a t i o n ,  an d d ev e lo p m en ta l d i s a b i l i t i e s  from  th e
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re q u ir e m e n t t h a t  s e r v i c e s  fo und needed  by  th e  s c r e e n in g  pr og ra m  m us t be  

p ro v id e d .

The r a t i o n a l e  f o r  e x c lu d in g  tr e a tm e n t fo r  th e  m e n ta ll y  i l l  i s  a p p a r e n t ly

tw o fo ld : c o n ce rn  ab o u t u n c o n t r o l le d  in c r e a s e s  in  c o s t s  o f s e r v ic e s  an d th e

f a c t  t h a t  th e  ne tw ork  o f  f e d e r a l ly - f u n d e d  co mmun ity  m en ta l h e a l t h  c e n t e r s  

i s  a v a i l a b l e  to  p ro v id e  th e  n e c e s s a ry  s e r v i c e s .

In  te rm s o f  c o s t s ,  th e r e  hav e b een  nu m er ous  s t u d i e s  o v e r r e c e n t  y e a r s  w hic h

a l l  d e m o n s tr a te  th e  p r a c t i c a l i t y  o f  c o v e r in g  m e n ta l h e a l t h  s e r v ic e s  under 

in s u ra n c e  p la n s  an d c l e a r l y  show t h a t  a s  a p e rc e n ta g e  o f  th e  t o t a l ,  th e  

c o s ts  o f  m e n ta l h e a l th  s e r v ic e s  an d th e  u t i l i z a t i o n  r a t e s  f o r  m e n ta l h e a l th  

s e r v i c e s  do  n o t be come e x c e s s iv e . T h is  C om m itt ee  i s ,  o f c o u rs e , f a m i l i a r  

w it h  much o f  t h i s  d a t a ,  which  h a s  been  c o l l e c t e d  from  th e  F e d e ra l Em pl oy ee s 

P ro gra m , from  U n it e d  Aut o W or ke rs  p la n s ,  th e  C anad ia n  H e a lt h  In s u ra n c e  Sys te m  

an d o th e r  m a jo r p la n s .  A sum mary o f som e o f  th e s e  d a ta  i s  a l s o  a t t a c h e d  to

t h i s  s ta te m e n t .

F u r th e rm o re , th e r e  a re  s t u d i e s  fr om  b o th  H e a lt h  M ai n te nance O rg a n iz a t io n  

s e t t i n g s  an d from  in s u ra n c e  p la n s  w hic h sho w t h a t  p ro v id in g  m e n ta l h e a l t h  

s e r v ic e s  h as  a p o s i t i v e  b e n e f i t  on  th e  c o s t s  o f  o th e r  s e r v i c e s .  Many i n d i ­

v id u a ls  in  n eed  o f  tr e a tm e n t f o r  a m e n ta l h e a l th  p ro b le m  be co me f r e q u e n t  

u s e r s  o f  m e d ic a l s e r v i c e s ,  b u t on ce  m e n ta l h e a l t h  s e r v ic e s  a re  a v a i l a b l e  

t h i s  use  i s  d r a s t i c a l l y  c u t b a c k , sh ow in g  o v e r a l l  s a v in g s  to  th e  pro gra m  

ev en  a f t e r  a ll o w in g  f o r  th e  c o s t  o f  th e  new m e n ta l h e a l t h  b e n e f i t . *

I t  i s  a l s o  im p o r ta n t to  r e a l i z e  th a t  w it h  CHAP we a r e  t a l k i n g  a b o u t p ro v id in g  

tr e a tm e n t s e r v i c e s  to  c h i ld r e n .  Thes e s e r v i c e s  t h e r e f o r e  c o u ld  p re v e n t many 

m e n ta ll y  I l l ,  m e n ta ll y  r e ta r d e d  o r  d e v e lo p m e n ta ll y  d is a b l e d  y o u n g s te r s  from

♦ H e a lt h  Model a s  E n tr e e  to  Human S e rv ic e s  Mo del  in  P s y c h o th e ra p y , C um ni ng s,  N ic h o la s ,
P s y c h o lo g is t ,  F a l l  19 75 : an d E f f e c t s  o f  O u tp a t ie n t  P s y c h ia t r i c  

P a . D e c .1 9 7 6  C h e  C ° S t S  ° f  P r o v f d i n g  T h i r d  P a r t F C o v era g e , Bl ue  C ro ss  o f  W est ern

97 -63 3 0  -  77 -  39
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gro w in g up i n t o  s e r io u s ly  h an d ic ap p e d  a d u l t s .  T h is  in  i t s e l f  can be  c o s t 

e f f e c t i v e  fo r  s o c i e ty ,  a s  w e ll  a s  e x tr e m e ly  im p o r ta n t to  th e s e  c h i ld re n  an d

t h e i r  f a m i l ie s .

The c o n cep t t h a t  CHAP n eed  n o t r e q u ir e  p ro v is io n  o f s e r v ic e s  an d th e re b y  

e n su re  fu n d in g  fo r  su ch  s e r v ic e s  th ro u g h  M ed ic a id , b e ca u se  th e  comm unity  

m e n ta l h e a l th  c e n t e r s  a re  a v a i l a b le  i s  ver y  d i s tu r b in g  to  NCCMHC. A lr e a d y , 

th e  CMHCs a re  f in d in g  th e m se lv e s  caugh t in  a squeeze  p la y  i n  a tt e m p ti n g  to  

c o l l e c t  a p p ro p r ia te  f e d e r a l  fu nds fo r  s e r v ic e s .  PL 94 -6 3  s p e c i f i c a l l y  

r e q u i r e s  c e n t e r s  to  c o l l e c t  a l l  a v a i l a b le  t h i r d - p a r t y  paym ents , an d m en ti ons 

in  th e  law  c o l l e c t i o n s  from  M ed ic aid  an d M ed ic a re . As CMHC g ra n ts  a re  

re d u c e d , an d now as  th e y  a re  te rm in a ti n g  fo r  many p ro g ra m s, th e s e  pa ym en ts  

a re  c r u c i a l  i f  th e  c e n t e r s  a re  to  s u rv iv e . Yet  th e  f e d e r a l  s t a t u t e s  f o r  

M edic aid  an d M ed ic are  s e t  up b a r r i e r s  to  th e  c o l l e c t i o n  o f  th e s e  pa ym en ts  

to  CMHCs. NCCMHC h a s  been  t r y i n g  f o r  th e  l a s t  s e v e r a l  y e a r s  to  a tt e m p t to  

r e c t i f y  t h i s  s i t u a t i o n  so  th a t  M ed ic ar e an d M edic a id  w i l l  n o t wo rk  a t  c ro s s  

p u rp o se s  to  th e  CMHC A c t,  b u t to  d a te  we hav e n o t b een  v e ry  s u c c e s s f u l .  

A lthough t h i s  Com m itt ee  an d th e  Ways an d Means Com mittee  hav e j u s t  re p o r te d  

a b i l l  to  a u th o r iz e  a d e m o n s tr a ti o n  p r o j e c t  to  t e s t  th e  f e a s i b i l i t y  o f 

c o v e r in g  CMHC s e r v ic e s  under M ed ic a re , th e r e  h a s  b een  no  a c t io n  ta k en  to  

e n su re  th a t  c e n t e r s  a re  a b le  to  c o l l e c t  a p p r o p r ia te  re im b u rs em en ts  fro m

M ed ic aid .

Thus th e  CHAP p ro gra m , by  p ro v id in g  a s p e c i f i c  e x c lu s io n  f o r  s e r v ic e s  to  th e  

m e n ta ll y  i l l ,  i s  m ak in g a v e ry  d i f f i c u l t  s i t u a t i o n  w ors e  f o r  th e  CMHCs.

U n le ss  am endm ents a re  made to  e i t h e r  th e  f e d e r a l  t h i r d - p a r t y  pa ym en t pr og ra m s 

( e i t h e r  by  ch an g in g  M ed ic are  an d M ed ic ai d  o r  by  c o v e r in g  CMHC s e r v ic e s  under 

a new n a t io n a l  h e a l t h  in s u ra n c e  p la n )  th e  nu mbe r o f CMHC pr og ra m s v i r t u a l l y

fo ld in g  up; r e v e r t in g  to  o f f e r in g  o n ly  th o se  s e r v ic e s  f o r  w hi ch  re im burs em ent



603

- 4 -

l s  a v a i l a b l e ;  o r  c u t t i n g  b ack  in n o v a t iv e  s e r v i c e s  su ch  as o u t r e a c h , C&E, an d

da y c a re  so  t h a t  a l l  t h a t  i s  a v a i l a b l e  in  th e  co mm unity  a re  th e  s e r v ic e s  w hic h  

wer e in  p la c e  b e fo re  th e  CMHC wa s e v e r  I n i t i a t e d ,  w i l l  In c re a s e  y e a r  by  y e a r .

D at a a l r e a d y  show t h a t  c e n t e r s  in  t h e i r  l a s t  few  g ra n t y e a r s  b e g in  to  sho w 

a ch an ge in  th e  p a t i e n t s  th e y  t r e a t ,  w it h  a g r e a t e r  em phasi s  on th o s e  a b le  

to  pa y o r  in  th e  lo w -inco m e ra n g e  ( e l i g i b l e  fo r  re im b u rs em en t th ro u g h  p u b l ic  

p ro g ra m s).  T h is  t r e n d  i s  d i s tu r b in g ;  c l e a r l y  in d iv id u a l s  w it h  no  c o v era g e  

an d w it h o u t th e  a b i l i t y  to  pa y f o r  s e r v ic e  a re  th e  v e ry  p e o p le  who mos t need  a 

p ro gra m  su ch  as  a CMHC in  t h e i r  co m m un ity .

T hus,  NCCMHC i s  g e n e r a l ly  s u p p o r ti v e  o f  th e  c o n c e p t o f CHAP, b u t o n ly  i f  th e  

d is c r im in a t io n  a g a in s t  th e  m e n ta ll y  i l l ,  m e n ta ll y  r e ta r d e d ,  an d d e v e lo p n ^ n ta ll y  

d i s a b l e d  i s  remov ed  an d  tr e a tm e n t s e r v i c e s  f o r  th e s e  c h i ld r e n  a re  r e q u i r e d  to  

be  p ro v id e d , a s  i s  th e  c ase  f o r  o th e r  s e r v i c e s .
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THE COSTS OF
COVERAGE OF MENTAL HEALTH CARE UNDER INSURANCE PROGRAMS

With n new emphasis on community based treatment, particularly outpatient and 
other services which are less Intensive than 24 hour Inpatient care, the 
feasibility of covering mental health services under health Insurance programs 
has Increased.

A study by Louis S. Reed, to be published shortly by the American Psychiatric 
Association* Includes data from several health Insurance plans which Indicate 
the feasibility In terms of costs of covering extensive mental health services, 
particularly outpatient care and other alternatives to hospitalization. Cited 
below are data from this study, which reviewed the following plans:

* Federal Employee Blue Cross/Blue Shield High Option Plan
* United Auto Uorkers health Insurance plan
* Canadian Health Insurance System

Blue Cross/Blue Shield for Federal Employees: Considerable data is now available on 
the federal employees high option plan, which covers about 4.5 million people and is 
the largest private health insurance plan in the world. This plan provides extensive 
benefits: full coverage for 365 days per admission is provided for hospital care; 
physicians' in-hospital charges are covered in full; under supplemental benefits the 
plan pays 80Z of physicians outpatient charges, subject to a $100 deductible.

As the high option plan for mental health benefits was initiated, utilization 
rates increased. This could be expected in any program as new benefits are added.
However, over recent years the rate of utilization has stabilized at around 7Z
of all benefits under the plan.

FEDERAL EMPLOYEES HEALTH 
BASIC BENEFITS,

Benefits

(See table below)

1 BENEFIT PLAN —  BLUE CROSS/BLUE SHIELD
HIGH AND LOW OPTIONS COMBINED

Percent
Paid for 
llsorders Total Benefits PaidMental I

1960-65 $40.2 $1,040.4 3.9
1966 13.2 277.2 4.8
1967 18.1 336.8 5.4
1968 24.8 405.0 6.1
1969 30.4 480.9 6.3
1970 41.1 601.9 6.8
1971 49.1 698.9 7.0
1972 54.3 760.4 7.1
1973 61.6 848.2 7.3
1974 70.1 979.1 7.2

SOURCE: Office of the Actuary, U.S. Civil Service Commission (9/12/74).

Data from this plan also reveal that 80Z of persons receiving inpatient care 
for nervous and mental disorders were released within 30 days, and accounted 
for 45Z of the total charges. The 89Z who were released within 45 days accounted 
for 62Z of charges, the 97Z released within 90 days accounted for 84Z of 
charges and the 99Z released within 120 days accounted for 91Z of the charges.

* Louis S. Reed, "Coverage and Utilization of Care of Mental Conditions Under Health 
Insurance: Various Studies", American Psychiatric Association, 1975.
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With regard to outpatient care, In 197] persona with claims for K ntal illness 
constituted 0.62 of the total covered population. Of all persons Incurring mental 
health charges, 62.2Z had charges of less than $400 and their charges amounted to 
15.32 of the total. Another 28.52 had charges of between $500 and $1,999, their 
charges amounting to 38.32 of the total. Another 7.22 had charges between 
$2,000 and $5,000 during the year, their charges amounting to 29.IX of the total. 
Finally, 22 had charges of over $5,000, amounting to 17.42 of the total.

UAW Plan: The United Auto Uorkers plan provides up to $400 a person a year in 
outpatient mental health coverage, and 45 days of Inpatient care. There are no 
deductibles, and provided the patient receives care from an accredited group 
facility there is no copayment.

A recent study of utilization of UAW members In Baltimore,* shows the cost per 
enrollee increased from $2.71 in 1967 to $5.41 In 1970, but was less than 50c per enrollee per month.

The study compared utilization rates between those who visited a private 
practitioner and those who visited the Johns Hopkins clinic. The hospitalization 
rate was much higher among the patients seen through fee-for-service financing (522 of patients) compared with those using the clinic (42).

Canadian Health Insurance Programs: The Reed study included a review of the 
Canadian federal-provincial programs of hospital and medical insurance, which 
provide care for mental conditions to the same extent as for other conditions.

In 1971, hospital separations with a diagnosis of mental illness comprised 3.72 of all separations, and patient days for mental illness were 5.72 of days for 
all conditions.

In 1971, 1972 and 1973, payments for outpatient psychiatric services ranged from 43c to $3.15 per covered person and constituted 1.42 to 5.42 of total payments 
for all medical services.

Finally, the Reed study shows the extent to which employees in a cross section of 
American industry are covered for mental illness under their employee health plans.

Data provided by the Department of Labor’s Digest of Selected Health and Insurance Plans, shows in 1974, that 682 of plans studied provided the same hospital benefits 
for mental conditions as for other conditions, the remaining 322 had reduced benefits. 412 of the plans provided the same outpatient care, 452 had reduced benefits for 
mental conditions, 82 had no outpatient coverage for either mental or other 
conditions and 52 provided greater benefits for mental than other conditions.

Other data on costs of inpatient and outpatient mental health care under a wide 
range of plans are shown in the following tables extracted from Health Insurance 
and Psychiatric Care: Utilization and Cost**

* H. R. Spiro, G. M. Crocettie and I. Siassi: ”Fee-for—Service Insurance versus 
Cost Financing: Impact on Mental Health Care Systems", American Journal of 
Public Health 65: 139-143, February 1975.

** L. S. Reed, E. S. 
Psychiatric Care: 
Washington, D.C.

Myer, and P. L. Scheldemandel: Health Insurance and 
Utilization and Coat. American Psychiatric Association,

1972



HOSPITAL CARE FOR MENTAL ILLNESS —  COST RATES BY BENEFIT PERIOD. 1968-1969

Benefit Period

Cost per 
covered person 
(mental illness)

Percent of 
cost for all 
conditions

Average
length of 
stay (mental)

Less than 30 days
CHI (NY) Federal. Low Option (10 days) !
Croup Health Assn. Federal (10 days ♦)
Raiser Hawaii (20 days)
N.Y. City Blue Cross (21 days + 9 half days)

30-31 days
Hawaii Medical Service, Federal 
Tennessee Blue Cross
Federal Blue Cross-Blue Shield, Low Option 
New York (Syracuse) Blue Cross 
Postmasters Benefit Plan 
CHI (NY) Federal, High Option 
Kentucky Blue Cross
Connecticut Blue Cross
Maryland Blue Cross
Western Pennsylvania Blue Cross
Philadelphia Blue Cross
National Assn, o f  Letter Carriers
National Postal Union
St. Louis Blue Cross

45-50 days
Kaiser Oregon (45 0 80X) Federal 
Washington Physicians Service (45)
Kaiser Southern California (45)
Mall Handlers (45)
Rural Carriers (45)
United Federation of Postal Clerks 

(50 days/lifetime)

70 days and over

HIP Federal, Low Option (70)
Delaware Blue Cross (120)
Ohio (Cincinnati) Blue Cross (70+)
Federal Blue Cross/Blue Shield, High Opt (365) 
HIP Federal, High Option (365)
American Federation o f  Govt. Employees (200) 
Virginia Blue Cross (70)
Covt. Employees Hospital Assn. ($2,000 + BOX 

thereafter)

$0.34 0.8Z 4.3
0.65 1.2 12.5
0.74 2.3 2.7
1.47 3.0 16.3

0.40 1.1 7.9
0.89 1.6 10.5
1.11 3.5 10.7
1.60 3.8 13.4
1.70 2.2 75.3
1.74 2.6 11.1
1.81 4.2 11.8
1.84 4.4 12.7
1.93 3.0 14.1
1.94 2.8 10.8
1.98 3.1 15.2
2.14 4.2 20.3
2.18 3.2 15.8
3.42 6.5 14.5

0.17 0.5 4.3
00.89 2.8 7.5
1.36 3.1 15.4
1.73 3.5 17.5
1.93 3.7 17.9

2.23 3.3 18.9

1.22 2.5 5.8
1.45 3.2 23.6
2.64 4.5 16.0
3.23 5.0 16.3
3.43 6.2 24.7
3.63 4.0 22.6
3.96 5.8 18.5

5.70 6.9 31.0
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(v)

HMO Experience

Studies of group practice organizations demonstrate that mental health services 
can he provided without utilization rates and costs becoming excessive (S per 
cent of HMO premiums for mental health services). Further HMO studies indicate 
that patients treated by mental health providers reduce their non-psychiatric 
physician usage within the HMO by a significant percentage and that providing 
mental health services through the HMO results in savings in subsequent years 
up to $240 per case or 20c per enrollee per month.**

Conclusion

The cost of mental illness is now conservatively measured as around $30 billion per annu 
the direct cost of services (including the expense of pre-payment through insurance) 
is $10.4 billion, equivalent to 14Z of all health care expenditures in the nation.

Data indicate the feasibility of covering mental health services under insurance 
plans without severe restrictions or limitations:

* The costs of essentially unlimited mental health coverage in the 
Federal Employees Program has plateaued at around 7Z of all health 
benefits

• HMOs estimate five per cent of their premium for the provision oi limited 
mental health services

• in CHAMPUS program, which has been crltized for escalating mental 
health costs, «h costs constitute 19Z of all health benefits (high 
because CHAMPUS covers care not available in military hospitals, 
which most prominently excludes mental health services)

* More than two-thirds of the employees in the plans studied by Louis 
Reed have nondiscriminatory inpatient coverage, and more than two- 
fifths have nondiscriminatory outpatient coverage —  large groups of 
American workers clearly already have substantial mental health coverage 
where utilization rates and costs have not proved to be a problem

»♦ Goldberg, Irving D. et al "Effect of a Short-term Outpatient Psychiatric Therapv 
Benefit on Utilization of Medicare Services in a Prepaid Group Practice Medical 
Program" Medicare Care 8:419-428 (September-October 1970) and Follette, William 
and Cummings, Nicholas A. "Psychiatric Services and Medical Utilization in a Prepaid Health Plan Setting" Medical Care 5: 25-35 (January-February 1967)
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Mr. Rogers. Thank you.
We will look at any othe r figures you may have for us. It will be 

apprec iated because it is difficult for us to get estimated costs in 
these areas from HEW, and yet they  continue to say it is too 
expensive. Anyth ing you can do to help us in that regard will be 
appreciated.

I believe this completes the  panel. Than k you for your patience. 
We are sorry we had such a difficult day with so many roll calls. 
Your testimony has been helpful. The committee plans to take  
action on this bill.

The committee stands  adjourned.
[The following lette rs and statements were received for the 

record:]
LIN DY (MRS. HA LE) BOGGS, M C .

• to District, Louisiana

coMMrrrcs.
AP PROP RIA TIO NS

Congress of tfje (Hniteb State s 
|?ous(t of Representa tives  

Washington, 9.C . 20515

WASHINGTON OmCl,  
1524 Longworth BmuoiNO 
Washington, D.C . 20915

BARBARA RATH I  
AOM INI ST RATI VS ASSISTANT

November 11, 1977

Honorable  Paul G. Rogers 
Chairman,Subcommittee on 
He al th  and the Environment 

2415 Rayburn Build ing 
Washington, D. C.

Dear Mr. Chairman:

I understand th a t yo ur  Subcommittee conducted hea rings 
on September 8 and 9 on H.R. 6706,  the  C hi ld  Health  Assessment 
Act .

I have rece ived a le t te r  from  the Honorable  Edwin Edwards, 
Governor o f the  State o f Lo uisian a, commenting on the  posit io n  o f 
the  State w ith  regard to  CHAP. In  view o f the  concerns expressed 
by the  Governor, I would ap prec ia te  yo ur  in cl ud in g th is  le t te r  
in  the he aring  reco rds.  I hope th a t you and the  Subcommittee 
s ta f f  w i l l  c a re fu ll y  co ns ider  the po in ts  expressed by Governor 
Edwards in  yo ur  mark-up sessions on th is  le g is la ti o n .

My kind es t regards and be st  wis hes.

S in cere ly ,

Lin dy  (Mrs. Hale) Boggs, M. C.

LB:nm
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E d w in  E d w a r d s  
G o v e r n o r

November 3, 1977

o f  ^ f o u t s t a n a

E X E C U T IV E  D E P A R T M E N T

^aioit ?Luiigr

Honorable Lindy Boggs
1524 Longworth House Office Building 
Washington, D. C. 20515
Dear Congresswoman Boggs:

RE: Louisiana's Position on Child Health Assessment Program 
(CHAP) H.R. 6706

The Department of Health, Education and Welfare has proposed 
the expansion of the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program of Title XIX by adopting the 
Child Health Assessment Program (CHAP). Prior to this Program s 
adoption, I feel it is vital to inform you of the Program s intent and the problems which state officials foresee with 
its enactment.
Attached for your review and consideration is a position paper 
on the Child Health Assessment Program.
Thank you for your time and cooperation.

Sincerely,

EE:bsa
Attachment
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THE STATE OF LOUISIANA’S POSITION ON 
THE CHILO HEALTH ASSESSMENT PROGRAM (CHAP)

H.R. 6706

The Department o f He alth,  Education,  and Welfare  (DHEW), through the 
gu idel ines  advocated by the Ca rte r Adm in is trat ion,  proposes to improve health  
se rvices fo r poor ch ild re n by expanding the ex is ting  program under T it le  XIX, 
th at is ,  the Ear ly  and Pe rio dic Screening, Diagnosis and Treatment (EPSDT) 
Program. DHEW's proposal is  the Ch ild  Health Assessment Program (CHAP). The 
Adm in is trat ion antic ip ate s that  the new program cou ld broaden Medicaid e l ig i ­
b i l i t y  and strength en EPSDT in  several  ways:

(1) I t  emphasizes comprehensive he alth care  by increa sin g the federa l 
matching ra te  to sta tes from an average o f 55 percen t to  75 per­
cent fo r  health assessments and ambulato ry se rv ices  provided by 
comprehensive he alth care  centers,  or  by p ri va te  phy sic ians w i l l ­
ing  and able to assure comprehensive care.

(2) I t  emphasizes preven tion  by assuring immunizations fo r a ll  e li g ib le  
ch ild re n.

(3)  I t  pro vides fo r a na tiona l ra te  fo r costs o f he al th  assessments 
and assures fo llo w  through treatm ent fo r at  le as t one year a ft e r 
id e n ti fi c a ti o n  o f problem, reg ard less o f continued e l ig ib i l i t y .

(4)  A cap ita tion  ra te  w il l be ava ila bl e to primary care pro viders
who are  w il li n g  to become comprehensive care prov iders fo r fa m ilies  
choosing a single source o f care. The inc reased  matching ra te  and 
the cap ita tion  fee are intended  to encourage the  use o f comprehen­
sive  he al th care cen ters  and pro vid ers where the fu l l  component o f 
he al th care can be provided - the assessment, dia gnosis and tr e a t­
ment. I t  is  expected th a t th is  w il l s h if t  care from more cost ly  
emergency rooms and ho sp ita ls  to primary care se tt in gs .

(5) There w i ll  be an increase in  expenses to $180 m il li o n  in  the fi s ca l 
year 1978 fo r the new prov is ions  o f the prop os al.  This increase 
w il l be in  ad di tio n to the an tic ip at ed  expend itu re o f $165 m il lio n  
under EPSDT in  th a t yea r plus  $6 m il li o n  fo r  imm uniz ations.

Furthermore, the Ca rte r Adm in istra tio n fe els  ju s t if ie d  in  it s  recommenda 
tion  of expanding and improving the cu rre nt  medical se rv ices  rendered to it s  
e li g ib le  child re n because of  in eff ic ie nces th a t have developed in  the e x is t­
ing  EPSDT Program.

(1)  There are 12 m il lio n  ch ild re n curr ently  e li g ib le  fo r  Med icaid ;
EPSDT reaches on ly 30 percen t o f these ch ild re n.

(2) There are an estim ated 700,000 child re n under s ix  no t reached by 
EPSDT because th e ir  fa m ili es have incomes which meet st at e 
fi nanc ia l requirements fo r  Medicaid but  th e ir  fa m ily  st ru ct ure
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(f a th e r being pre sent,  fo r example) makes them in e li g ib le  fo r 
Medica id.

(3) There are 1.1 m il li o n  health  problems id e n ti fi e d  annually during 
screen ing bu t on ly 60 percent rece ived fo llo w-u p care and as • 
many as 500,000 co nd itio ns  remained un tre ated .

(4) Ch ildren  w ith developmental problems were ra re ly  helped even 
though large numbers were found to have pe rc ep tu al , motor and 
cog ni tiv e d if f ic u lt ie s .

(5) Hal f o f the states  chose to provide screening through health depa rt­
ments. Prov iding  rout ine care to ch ild re n on a co nt inu ing  basis is  
d i f f ic u l t  fo r  he al th departments because of inadequate s ta ff  and 
improper fa c il it ie s .

Because o f the pote ntia l fo r a measurable increa se in  T it le  XIX expendi­
tures 1f th is  Program is  adopted, i t  is  important fo r us to po in t ou t that  
th is  proposal has met with  unfavora ble re ac tio n.  The State  of  Lou isiana feels 
th a t the fu tu re  success o f CHAP was based on assumptions by DHEW th at cannot 
be to ta ll y  ju s t if ie d .  More s p e c if ic a lly , they are :

(1) DHEW assumes th at comprehensive care prov iders are re ad ily  av ai lable 
in  the st at e in  s u ff ic ie n t numbers to e ff e c ti v e ly  ca rry  out  our 
program. In Louis ian a, the loca l he al th departments have taken
the load  o f prov id ing screening services w hile  the bu lk o f diagnosis 
and treatm ent has been provided by the pri va te  se ctor .

(2)  The demand fo r EPSDT has been met through the  e ff o rt s  of  Sta te 's 
Medical Soc ie tie s,  the Medical Ass istance and the Soc ial Services 
Programs o f the O ffi ce  of  Family Se rvices, and the Health Depart­
ment o f DHHR. I t  would be un re a lis ti c  to p ro je c t th at the m ajor ity  
o f these he al th un its  could be expanded to q u a li fy  as comprehensive 
care pr ov ider s.  The State Medical Pract ice Act could fu rt her pro ­
h ib it  he al th  departments from prov id ing dia gnos is and trea tme nt 
se rv ice s in  some areas o f the State.

(3) Uhat w il l happen to  our loca l health departments i f  such centers  are 
developed? I f  comprehensive health care  centers  cannot be es tabli shed , 
i t  seems li k e ly  th a t the program would crea te  a s itua tion  more d e tr i­
mental to  the ch ild re n who need to be screened and re fe rred. S ta rt ­
ing  ove r w ith  a new program would delay prog ress  th at improvements
on EPSDT have ju s t rece nt ly  secured.

(4) The antic ip at ed  cooperation of private  physicians as possible  
comprehensive care  providers  is  very  s li g h t .  Priv ate  physic ians 
would have to be w il li n g  to become case managers. This  would 
invo lve extens ive  paper work which is  alr eady  the main compla int 
o f the  physicia ns currently  prov id ing se rv ices . Rec ru itin g and 
maintain ing  prov ide rs fo r medical services are time consuming 
jobs fo r  states  a t the present tim e.
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(5)  Louis iana is  basi ca lly  a ru ra l state  and these ru ra l areas are 
esp ecia lly  lim ited  in  pr ivat e ohys ician  reso urces.  The inade­
quate number o f part ic in a ting  prov ide rs ava ila ble  fo r  screening 
is  a primary reason fo r co nt ract ing w ith  the Hea lth Department. ’
I t  is  h ig h ly  recommended th at  the problem o f lack  o f adequate 
medical resources throughout the st ate  should be addressed before 
we attempt to  impose a CHAP system.

(6)  V io la tion  of the fre e choice of  the prov ider  is  another  issue 
re fu ting  the implementation of CHAP. Requiring c lie n ts  to 
rece ive  dia gn os tic  and treatment se rvices a t the screening s it e  
is  in  disagreement wi th  the pro vis ions  reg ard ing  fre e choice  o f 
prov ider  under 45 CFR 249.20.

Whi'fc Louis iana supports the ov eral l goal of  CHAP, improving health care 
fo r poor ch ild re n , we cannot  fu ll y  support  the program as proposed fo r the reasons 
c ited above.
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A R L A N  S T A N G E L A N D  
•7th D irrm cr.  M wwcmta

GO VE RN ME NT  OPERA TIO NS  
PUBL IC WORKS  ANO 

TR ANSPORTATIO N
Congress of tlje ®tuteb &tatea 

%oM t of Mepretfentatibetf 
Washington, B.C. 20515

Ju ly  26, 1977

OPFICCS:
IBIS L omowomtm Houu  Office Bu l o w  

Waamiwuton, O.C. 209IB 
(202) 229-21 99

M W F B lU M  
403 CCMTKN AVENUE 

Moonhead. M innesota 99590
(219) 233-863,

Honorable Harley 0.  Staggers 
Chairman
In te rs ta te  and Foreig n Conmerce 
2125 Rayburn House O ff ic e  Build ing 
Washington, D. C. 20515 

Dear Chairman Sta gge rs:

I rece ive d the  enclosed m ate ria l from  the  Minnesota Department o f 
Pub lic  We lfare rega rd ing  H.R. 6706. I would ap prec ia te  your making 
th e ir  conments a part  o f the  reco rd  on th is  le g is la ti o n .

With bes t wis hes, I am

S ince re ly ,

Ar lan  Stangeland 
Member o f Congress

Enclosure
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STATE O F M IN NESO TA
D E P A R T M E N T  O F  P U B L IC  W E L F A R E  

C E N T E N N IA L  O F F IC E  B U IL D IN G  

ST.  P A U L , M IN N ES O TA  5 5 ,5 5

Ju ly 7, 1977

Honorable Arlan Stangeland 
House o f Representatives 
1610 Longworth Offi ce  Bu ild ing  
Washington, D.C. 20515

Dear Congressman Stangeland:

Attached is  the Minnesota Department o f Pub lic We lfare's  response to the 
Child Health  Assessment Act which has been introduced in the House (H.R. 6706) 
and is  being heard by the Subcommittee on Health and the Environment of 
the In te rs ta te  and Foreign Commerce Committee. The b i l l ,  which would 
rep lace  the Ear ly and Per iod ic Screening,  Diagnosis  and Treatment Program, 
con tains many provis ions which we fee l would stren gthen and improve the 
cu rre nt  EPSDT Program. However, the b i l l  also  con tains pro vis ion s which 
would have a serious impact on our a b l i t y  to admin ister a comprehensive 
ch ild  assessment program in  Minnesota.  We are es pe cial ly  concerned with 
the sectio ns re la ting  to screening prov ide r part ic ip a tion  in  the program.
I t  is our opinio n th at,  i f  these sectio ns remain unchanged, few curre nt  or 
po te ntia l screening providers  in  the state  would be w il li n g  or  allowed to 
provide screening services to ch ild ren e li g ib le  fo r Medical Assistance .

Your cons ide rat ion  of our response to the b i l l  wculd be most appreciated 
as would any e ff o rt s  you can make to see that  our concerns are re fle cted  
in  the b i l l ' s  fi n a l form. We w il l be happy to  supply  any ad di tio na l 
inform at ion  you may des ire on Minnesota's EPSDT Program. Thank you fo r 
your attention to th is  matter.

Very tr u ly  yours

Vera J. Likins  
Commissioner

VJL/NJF/ld

Attachment
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MINNESOTA DEPARTMENT OF PUBLIC WELFARE RESPONSE TO

PROPOSED CHILD HEALTH ASSESSMENT ACT

Being the single state agency which administers both the Medical Assistance and 
the Early and Periodic Screening, Diagnosis and Treatment Programs in Minnesota, 
we have reviewed the proposed Child Health Assessment Act with great interest. 
While the CHAP Program incorporates many features which Minnesota EPSDT staff 
have been advocating for some time, it also contains provisions which, if im­
plemented, have grave implications for the future of the program in the state.
In order to explain our position more fully, a secfion-by-section analysis of the 
bill follows.

1. Eligibility

We are very pleased that eligibility will be expanded to children who are 
currently not covered under the EPSDT Program. However, Minnesota and other 
states which currently provide coverage under the Medical Assistance-only 
provision will be unaffected by this change since coverage is already 
provided to these children, up to the age of 21. While the expansion of 
coverage is commendable, it only begins to attack the problems of health 
care for children of the working poor who cannot afford preventive health 
care and who do not qualify even under this expanded coverage.

2. Covered Services

The extension of covered treatment services also would not affect Minnesota's 
Program since these services are covered under the current Title XIX State 
Plan. In states where coverage is not so broad, the requirement for expanded 
coverage is good. We do feel, however, that there are problems with the lim­
itations included in this section.

A. The exclusion of treatment for mental illness, mental retardation and 
developmental disabilities does a great disservice to children found 
to have problems in these areas. States should either have to provide 
treatment for children with such problems or arrange for such treatment 
as the present EPSDT regulations require. Unless such a requirement 
exists, either problems will be found for which no treatment is offered, 
or states will stop rqquiring that these problems be screened for, in 
which case the comprehensive nature of the program will be seriously 
undermined.

B. Treatment of dental problems should be required, regardless of whether 
the condition was or was not discovered during an assessment. In Minne­
sota, as is probably true in many other states, in-depth dental screening
is not done during the assessment and "conditions" are not usually uncovered. 
Rather, a cursory examination is made for gross dental abnormalities.
For children who have no such gross abnormalities, referral for dental 
care is made routinely for those children who have not seen a dentist 
within the past year. This pcflicy is followed because of numerous studies 
which have shown that from 90 to 95% of all children need some dental 
care before the age of 5. The current EPSDT regulations which require 
"at least such dental care as is necessary for relief of pain and in­
fection and for restoration of teeth and maintenance of dental health" 
are far preferable to this revision.
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3. Provider Participation

Our strongest objections relate to this section of the bill. If the require­
ments for provider participation are implemented, the net effect in Minnesota 
would be to virtually eliminate all of our screening providers. Proposed 
Section 1912(b)(l)(2) would eliminate our nurse-run screening clinics which 
currently serve approximately 15% of the Title XIX children who are screened. 
Proposed Section 1912(b)(3)(*t)(5)(6) would likely cause the vast majority 
of our private providers, who screen the remainder of the Title XIX children, 
to decline participation in the CHAP Program. These sections would likely 
ensure, whatever our intentions, that we could not implement a screening program 
for Title XIX children in Minnesota. He will deal with the issues affecting 
each type of provider separately.

A. The requirement that screeners provide a minimum of diagnosis and treat­
ment services within three years would eliminate the nurse-run screening 
clinics which are currently operating in Minnesota under the approval and 
supervision of the Depart*';*', t of Health. These clinics are usually 
operated by a county nur.' service or health department and provide 
comprehensive screening services through a limited schedule of clinics 
held three or four times monthly in a county. These clinics provide 
needed services in areas around the state where physicians are not avail­
able or do not want to participate in the EPSDT Program. The clinics 
also operate in areas where they are a supplement to physicians who are 
participating in the EPSDT Program. The clinics refer all children who 
need diagnosis and treatment to the proper sources and follow them up to 
ensure that needed services have been obtained. He do not understand
the necessity of limiting the screening portion of the program to providers 
who can provide some unspecified minimum range of diagnosis and treatment 
services. Nurses have been authorized by the Minnesota Legislature to 
provide screening services to Title XIX children and we have found that 
they have both the ability and desire to do so. He feel it is not only 
appropriate for nurses to provide screening services, but that such a 
policy allows for the most sensible use of scarce and expensive health 
care resources. He also do not understand what would constitute a minimum 
range of diagnosis and treatment services. Children who are screened 
may require a vast array of services including physical, dental, optometry, 
audiology, psychiatry, family counseling, physical rehabilitation, nutri­
tion counseling, and services for developmental disabilities or mental 
retardation. Only a small fraction of the health care providers in Minne­
sota can begin to provide this variety of diagnosis and treatment services. 
Because of this fact, good referral and follow-up procedures will be re­
quired regardless of which providers do the screening. Nurses who provide 
screening services in Minnesota are specially trained in referral pro­
cedures, including the community resources available. He therefore feel 
that limiting the sources where children may recieve screening services 
will not solve the follow-up problem and will seriously impede our ability 
to provide screening services on a statewide basis.

B. The requirements that providers perform follow-up and medical case 
management for children who are screened would virtually guarantee that 
the vast majority of private providers who currently screen Title XIX 
children would not participate in the CHAP Program if such participation 
were voluntary. He make this -strong statement based on actual experience in Minnesota. As a result of a lawsuit brought by Legal Aid of Minneapolis

97-633 0 - 77 - 40
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against this Department, an out-of-court settlement was signed. One 
of the provisions of this settlement was that the Department would sign 
EPSDT Provider Agreements with all screening providers and that such 
agreements would require providers to meet minimum screening standards 
and to use a separate EPSDT billing invoice. These requirements fall 
far short of the follow-up and case management responsibilities included 
in the CHAP legislation. Nevertheless, we have had some extremely vocal 
opposition to even these requirements. The attached letter from the 
Hennepin County Medical Society is an example of how some physicians feel 
about having even minimum requirements placed on their participation in 
the EPSDT Program. It should be pointed out that Hennepin County is 
the largest county in Minnesota and contains approximately U0% of the 
physicians in the state. Of course not all physicians in Hennepin County 
or around the state agree with the position of the Hennepin County Medical 
Society. He have received letters from physicians all over the state 
supporting our development of screening standards and EPSDT Provider 
Agreements. However, if these physicians were required to provide follow­
up and case management services along with the medical screening components, 
it seems likely that a substantial percentage of them would choose not 
to participate in the progran. Instead, physicians would continue and 
expand their current practice of seeing Title XIX children for preventive 
health care and billing these services on the regular Medical Assistance 
Practitioner Invoice with no notification to the EPSDT Program that 
these children have been screened. If these requirements are not changed, 
then some provision must be added that would require physician participation 
in the CHAP Program in order to receive Medicaid reimbursement for other 
patients. If such a requirement is not added, the state will be placed 
in the untenable position of being required to operate a CHAP Program 

. on the one hand and being unable to secure provider participation in the 
Program on the other hand. If such a situation develops, Minnesota will 
be unable to implement the CHAP Program.

*». Extension of Eligibility

The provision to extend Medical Assistance eligibility to children who 
have been screened for six months after grant status terminates is a great 
improvement in the program. The limitations to the program because of its 
tie-in to welfare eligibility would still exist, but this provision would at 
least lessen some of the negative impacts.

5. Additional State Plan Requirements - Section 6

A. Our ability to encourage participation by physicians and health care 
centers will be extremely limited if the requirements for physician 
provision of follow-up and case management are adopted. See section above 
on Provider Participation.

B. He are puzzled by the brief mention of outreach in this section and through­
out the entire bill. He feel that good outreach is crucial to the success 
of a program like CHAP or EPSDT which depends on voluntary participation 
and which involves a concept not understood by many people. A state can 
have an excellent "on paper" program and still screen very few children 
because few people choose to participate. Our experience and that of most 
other states has shown that person-to-person contact is the best way to 
assure participation in the program. A provision should be added which 
requires such outreach efforts' and then provides higher Federal Financial
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Participation in order to encourage the employment of staff to perform 
•these outreach activities. No matter how it is done, some strengthening
of outreach requirements should be included in the legislation.

6. Increased Federal Financial Participation for Medical Services

Increasing the FFP for medical services provided under CHAP is an improvement 
since it could provide an incentive for states to screen more children.
Determining which children are receiving medical services because of screening 
will continue to be a problem. Even with MMIS, (Medicaid Management Infor­
mation System), we have been unable to devise a system which will accurately 
tie diagnosis and treatment invoices received to a previous screening.

7. Penalty Provision

The provisions for invoking a fiscal penalty against states which do not 
implement an adequate child health assessment program are a great improvement 
over current EPSDT penalty provisions. Penalizing Medicaid administrative 
funds instead of AFDC grant funds is an improvement since the loss will occur 
in the Medicaid Program and will penalize administrative instead of grant funds. 
Giving states a chance to correct their programs before the penalty is imposed 
is also a marked improvement over the current ambiguous requirements. However, 
it is very important that the penalty requirements be clear and that the review 
standards be specific and enforced uniformly across the country. It has been 
our experience that such is not the case with the current EPSDT penalty pro­
visions. At the present time we do not know what standards our program is being 
measured against or what specific failures we may be penalized for. It has been 
our experience that review standards change from review to review and that we 
do not receive a clear statement after the reviews on whether or not our program 
is in compliance with federal regulations. Also, the documentation requirements are 
very important and should relate directly to the health status of children in 
a given state. Current documentation requirements relate strictly to process 
rather than outcome and rely almost completely on case record entries. We have 
found that it is entirely possible for a state or county to operate an EPSDT 
Program which fulfills all the paperwork documentation requirements and which 
still screens almost no children. A state's success or failure in program 
implementation should be measured by the program's goal— are Title XIX children 
in that state receiving needed health care?

8. Incentive Provision

The provision to increase the federal share of Medicaid administrative reim­
bursement if a state meets criteria for good performance is excellent. This 
provision will provide state administrators with a real incentive to develop 
a comprehensive program rather than simply to meet minimum federal requirements. 
However, the entire usefulness of this provision will depend on the performance 
criteria which are developed by HEW. We agree that such criteria should include 
measurements of the percentage of children screened and treated, but they 
should also include other state efforts that are not so easily measured.
Efforts by state to coordinate with other programs, to seek consumer and pro­
vider input into the program, and to develop innovative outreach methods should 
also be included as measurements of superior efforts at program implementation.
Also, states like Minnesota which have implemented a Medicaid Management Infor­
mation System are currently receiving 75% FFP for a large percentage of Medicaid 
administrative costs. These states will not receive a comparable incentive 
to states not having MMIS. We feel that the incentive FFP for states with 
MMIS should be higher so they will receive a benefit comparable to non-MMIS 
states.

9. Implementation Date

We are assuming, even though the bill specifies an implementation date of 
October 1, 1977, that a phase-in schedule will be developed fo” th e various 
requirements. Some of the provisions, (i.e., the requirement for the signing 
of Provider Agreements) will take some time to implement.

10. Screening Standards

The omission of a clear requirement for screening standards in the bill appears 
to us to be a serious oversight. In Minnesota, the development of screening 
standards has been very difficult and has required much imput from all individuals 
with an interest in the program. Yet we feel the development of standards is 
essential. If uniform standards do not exist, then children screened at one 
site may receive a far less comprehensive assessment than children screened 
elsewhere and yet both children are "counted" as having been screened. We 
would suggest that the development of standards be left to the individual states 
with approval from HEW required, and with provisions for provider and consumer 
input specified. In this way, some guarantee will exist that all children screened 
receive the service which was promised to them.
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HENNEPIN CO UN TY  MEDICAL SOCIETY 
Suite 40 1,20  Washington Avenue South 
Minneapolis, Minnesota 55401 
612/333-3231

June 14, 1977

Nancy J. Feldman 
EPSOT Supervisor 
Department of Public Welfare 
Centennial Office Building 
St. Paul, Minnesota 55155

Dear Ms. Feldman:

we are writing in response to the recently drafted EPSOT Screening Standards and EPSOT Provider Agreement. We would like to take this opportunity to cement on 
the organizational concept of the EPSOT program, as well as the specific materials 
distributed from your office on April 13, 1977.

First, with regard to the organizational structure for implementation of the EPSOT program, we would call your attention to the HEW publication - "A Guide to Screening/ 
EPSOT-Medicaid: (p. 29)*:

"Ideally, each child should receive all of the screening services he re­
quires as an integral part of continuous preventive health maintenance 
and illness care. The ideal setting is in a physician's office or clinic 
which provides comprehensive health care for children regardless of their 
economic situation or their source of care."

The authors of the publication cited above further note (pjp. 19-20) that:

"The effectiveness of an EPSOT program will depend as much o n how the 
oemponent activities are organized into a total program as on hew well 
each separate activity is performed." Several "priorities" for EPSOT 
program development are suggested by the authors:

1. The organizational plan should ensure that all health problems 
discovered through screening receive treatment. Unless treat­
ment is ensured, all other activities...becane largely worthless.

2. Arrangements must encourage and support the continued participa­
tion of physicians...in the EPSOT program.

* "A Guide to Screening/EPSOT-Medicaid", U.S. Department of Health, Education, and 
Welfare in cooperation with the American Academy of Pediatrics, by William K. 
Frankenburg, M. D. and A. Frederick North, Jr., M. D., 1974.
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3. Hi e activities should be organized in a manner that keeps total 
program costs, not just costs of the screening program, to a 
level that is compatible with an effective program.

4. Hie organization of activities should support and contribute to, 
rather than oonpete or interfere with, good patterns of compre­
hensive health care.

In striving for a single standard of excellence in the medical care available to 
all children, we ooncur totally with the organizing framework suggested in the HEW 
publication. Utmost attention nust be given to the development of systems which 
promote continuity of care, and which, conversely, avoid fragmentation of services 
(and records) or the disruption of existing relationships between patient and physi 
cian. Optimally, Minnesota's primary care physicians will comprise the nucleus for 
providing EPSOT services.

With regard to the proposed EPSOT Screening Standards and Provider Agreement, we of 
fer the following comments and suggestions:

1. We feel strongly that the types of procedures to be included in screening 
exams, and the schedule or frequency for performing such procedures, 
should be left bo the discretion of the attending physician. To quote 
again from the HEW publication on EPSOT screening (p. 53):

"The precise age at which each visit is scheduled and each pr o­
cedure is carried out is not critical. It is more inportant 
that the general pattern of screening...be incorporated into a 
pattern of preventive and therapeutic health care that is appro­
priate to the needs of each individual child.”

We suggest instead that the EPSOT Screening Standards be relabeled as 
Screening Guidelines for reference and use by the attending physician 
as appropriate. Rather than adopt a rigid schedule applicable to all 
patients, which may not be cost effective, EPW should monitor the scope 
of care actually being rendered and institute educational efforts or 
corrective action as deficiencies are documented.

2. We are also concerned that you are proposing yet another form to be filled 
out by the physician's office - the EPSOT Invoice (EPW 1973-10/75). More 
specifically, we are concerned that the scope of this "invoice" extends 
far beyond the reporting necessary to ccnpute reimbursements for health 
services rendered. The proposed invoice has taken on the farm of a quasi- 
med ical record, asking for definitive information on pulse, respiration, 
blood pressure, etc., as well as an indication of whether there are de­
velopmental or medical problems in over forty areas (e.g. heart, lungs, 
nutrition, hemoglobin).

Again, in the interest of cost consciousness, we would suggest an alter­
native to the EPSOT Invoice. The existing Practitioner Invoice (EPW 1497- 
6/74), now in general use by physician's offices throughout Minnesota, 
should be considered an acceptable means of reporting EPSOT screening 
exams, and for reporting follow-up care and treatment.

If it is felt that the Practitioner Invoice will not provide sufficient 
information to assess the actual scope of screening completed during exams
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or to determine referral patterns for suspected medical picbltrns, 
then supplemental studies should be corpleted using a sampling of 
physicians. The El’SO T Invoice should not be adapted as part of the 
protocol for the EPSOT program.

3. Last, we disagree with the need for an EPSOT Agreement, separate and 
distinct fran the regular Title XIX Agreement signed by physicians.
The proposed schedule of procedures to be performed during screening 
exons and the additional burden and cost of conplying with new repor­
ting requirements may well make it untenable for many physicians to 
sign this Agreement. Moreover, you nay place many primary care physi­
cians in a "catch 22", where, due to their reluctance to sign the 
El’SOT Provider Agreement, they will be unable to participate in early 
periodic screening, but as a participating Title XIX physician can 
serve the same children for diagnosis and treatment upon referral.
No one will be well served by creating such a dilenma.

We request in conjunction with the other suggestions in this letter, 
that the Department of Public Welfare accept any licensed physician 
who has submitted a Title XIX Agreement, as eligible to participate 
fully in the EPSOT program. The objective, of course, is to expand 
the base of qualified persons eligible to provide needed services to 
children, not further restrict it.

Our carmen ts are interred to be constructive, as cur interest is truly in achieving a 
single s ta n d a r d  of excellence in the medical care available and rendered to the chil­
dren in Minnesota. We hope you will carefully consider our reccnmendations, and would 
look forward to exploring ways of mobilizing the resources available through the physi­
cian mothers of the Hennepin County Medical Society in both implementing and operating
an effective El’SOT program.

Sincerely yours.

Frank E. Johnson, M. D. 
President

Mothers of the Hennepin County Medical
Society Ad Hoc EPSOT Comnittee

William D. Bevis, M. D.
George W. Lund, M. D.
Stuart V. Thorson, M. D.
Walter L. Wilder, M. D.

cc: Minnesota State Medical Association Duane L. Ora, M. D.
Ramsey County Medical Society
Hennepin County Welfare Department 
Minnesota Department of Health
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1*19 Lowowwr™ House O rn es Ik  

W am m o to n . D .C . 20919

A R L A N  S T A N G E L A N D

Confess of ti)t  ®niteb states
(202)229-2199

#ouse of Mepregentatibeg 
Slatington, 3B.C. 20515

M -F  Builexmo 
409 Csw m* A vsmus

(111) 23 3-M 31

August 22,  1977

Honorable Ha rley 0.  Staggers 
Chairman
In te rs ta te  and Foreign Conmerce 
2125 Rayburn House O ff ic e  Bu ild in g 
Washing ton, D. C. 20515 

Dear Chairman Sta ggers :

I rece ive d the  enclosed  le t te r  from Mrs. Helen E. Benshoof, D irecto r 
o f the  M ul ti- Cou nt y Nursin g Ser vice , D e tr o it  Lakes,  Minne sota,  rega rd ing 
H.R. 6706. I would ap prec ia te  yo ur  making he r comments a part  o f the  
rec ord on th is  le g is la ti o n .

With  best  wishes , I am

Sin ce re ly

Ar lan Stangeland 
Member o f Congress

P.S. Enclosed also is  a copy o f a le t te r  from  Dr. Warren R. Lawson, 
Commissioner o f Hea lth , Minnesota Department o f Hea lth , and I 
would ap pr ec ia te  yo ur  g iv in g  his  comments every  consi dera tion.
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Multi-County Nursing Service
Mahnomen County 
County Bu ild ing , Box 227 
Mahnomen. Minnesota 56557 
Phone 935 ® «  2 5 2 7

Hwbh.ma Becker County .  518  Summit
eu rthm i.—. 2 » :M *« ’:E H»r  lSK. Box 701
B a iK ft n p ii l;' M i..... .  W47S De tro it Lakes. Minnesota 56501
r»inL TUT y M t7 7 l , 7 Phci .e 847 9237

August 8, 1977

The Hon orab le A rl an  S ta ng el an d 
House of R ep re sen ta ti v e s  
1518 Lon gworth  House O ff ic e B u il d in g  
Was hing ton,  D. C.  20515 

De ar H r.  S ta nge la nd :

I under st and  th a t  a new pro gra m— Co mp reh ensiv e H ea lth  Asses sm en t and  
Pr im ar y Care f o r  C h il d re n  Program  (CH AP)--which  w i l l  mo di fy  and  expa nd  th e 
E arl y  and  P e rio d ic  S cre en in g , D ia gnosi s and  Tre at m en t Prog ram  (EPS/DT) i s  
to  be consi de re d  in  Con gr es s so on .

We hav e an  e x c e ll e n t E arl y  and  P e ri o d ic  S cre en in g  Program  (EPS)  c u r re n tl y  
fu n c ti o n in g  in  our ag ency . Because  of  t h i s ,  I  hav e some co ncer ns ab ou t th e 
CHAP pr og ram. Our pro gram  i s  nurs e ad m in is te re d  w it h  c lo se  t i e s  to  th e  fa m ily 
p h y s ic ia n . We pro vid e o u tr e ach , sc re e n in g , in te r p r e ta t io n /e d u c a t io n , r e f e r r a l  
and  fo ll ow -u p  to  a s su re  d ia g n o s is  and tr e a tm e n t.  We f e e l  th a t  we have  a ve ry  
compr eh en sive  h e a lt h  s e rv ic e  program  f o r  c h i ld re n .

Bas ed upon  ou r e x p e ri en ce , I would l ik e  to  o f f e r  f o r  your co n s id e ra ti o n  
my comments on th e  CHAP pro posal and th e  way s in  wh ich  i t  w i l l  s tr e n g th e n  
th e  EPS/DT pr og ra m .

E xte nsi on  of  E l i g i b i l i t y :  I  s tr o n g ly  suppo rt  th e  e x te n s io n  o f e l i g i b i l i t y  
to  in c lu de  c h il d re n  from fa m il ie s  below povert y  le v e l w hich  do no t q u a li fy  
f o r  Med icaid f o r  re aso n s  o th e r  th an  inco me. I  b e li e v e  t h a t  t h i s  ex te n s io n  
p ro posal a f f ir m s  an  in te n t  to  improve th e a v a i l a b i l i t y  of h e a lt h  s e rv ic e s  
fo r  low income c h i ld re n .

Comp reh ensiv e Care C en te rs : I am p le ased  w it h  th e new , s tr o n g e r  em ph as is  
on compreh en sive  h e a lt h  c a re .  C e r ta in ly , th e ad eq uat e p ro v is io n  fo r  d ia g n o sis  
and  tr e a tm en t i s  an  e s s e n t i a l  com ponent of  an  e a r ly  id e n ti f i c a ti o n /p r e v e n ti o n  
pr og ram . In  p ro posi ng  th a t  CHAP fa vo r h e a lt h  c e n te r s  and p r iv a te  p ro v id e rs  
th a t ca n a ssu re  co m pr eh en sive  c a re , th e d e f in i t i o n  of "c om pr eh en si ve " must be 
c a re fu ll y  co nsid e re d  and  de ve lo pe d w it h  maximum f l e x i b i l i t y  to  in su re  th a t 
th e e n t i r e  sp ec trum  of h e a l th , s o c ia l s e r v ic e s , and  s p e c ia l educa ti o n  s e rv ic e s  
ca n be ar ra nged  a s  n ecess a ry  to  se rv e th e ne ed s of th e in d iv id u a l . Sin ce  
v i r t u a l l y  no ag en cy  o r p ro v id e r d i r e c t l y  p ro v id es  th e e n t i r e  a rra y  of nee ded 
s e r v ic e s , th e l e v e l  of  co m pr eh en si ve ne ss  assu re d  to  th e c h i ld  i s  de pe nd en t 
upon th e  q u a n ti ty  and  q u a l it y  o f ar ra ng em en ts  made w ith  numerou s o th e r  agenc ie s  
and  p ro v id e rs . In  no rt hw este rn  M inneso ta we a re  ve ry  f o r tu n a te  in  th e  r e ­
sou rc es  we have  a v a il a b le  to  u s . From experi ence  I know th a t  o th e r  a re a s  a re  
not so  f o r tu n a te . I  wou ld suggest  th a t in  th e B i l l  c o n s id e ra ti o n  sh oul d be 
gi ve n to  lo c a l p u b li c  h e a lt h  agencie s wh ich  have  dev el ope d ap p ro p ria te  li n k ag es  
th ro ug h th e y e a rs .
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The Hon orab le A rl an  S ta ng el an d 
Au gus t 8 , 1977 
Page 2

Ex tend ed  E l i g i b i l i t y  fo r  T re a tm ent:  The assu ra n ce  th a t prog ram  e l i g i b i l i t y  
w il l be m ain ta in ed  u n t i l  th e com ple tion  o f d ia g n o s is  and  tr e a tm en t i s  a s i g n i f i ­
ca n t im pr ov em en t. I  hav e be en  co nc er ne d f o r  th e c h i ld re n  who a re  scr ee ned  in  
EPS b u t were remo ved from  T i t l e  XDC e l i g i b i l i t y  b e fo re  t h e i r  d ia g n o s t ic  and  
tr ea tm en t s e rv ic e s  co ul d be co m ple te d .

E v a lu a ti o n : From wh at I 'v e  re ad  o f th e  CHAP p ro p o sa l,  i t  doe s n o t ap pear 
th a t pro gram  e v a lu a ti o n  ha s be en  in c lu d e d . I  b e li e v e  th a t  prog ram e v a lu a ti o n  
mus t be add re ssed  in  th e  p o li cy  fo rm a ti o n  p ro cess  fo r  CHAP. E v a lu a ti o n  of 
CHAP pr og rams mu st ad d re ss  ou tco me s as  w e ll  a s  p ro cess  and  o u tp u t.  U n ti l and 
u n le ss  an  e v a lu a ti o n  mechan ism i s  e s ta b li s h e d  wh ich  mea su re s ou tcom e, we w in  
no t be ab le  to  a s s e s s  th e  va lu e of t h i s  p re v e n ti v e  h e a lt h  se rv ic e  d e li v e ry  
sy stem  in  te rm s o f th e e f f e c t  on th e  h e a lt h  6 ta tu s  o f c h i ld re n  o r i t 6  c u r re n t 
e f f e c t iv e n e s s . T h is  wou ld d e fe a t one o f th e  purp ose s o f CHAP, wh ich  i s  to  
fo cu s th e  n a t io n 's  a t te n t io n  on th e  val ue o f  p ro v id in g  co m pr eh en sive  h e a lt h  
as se ss m ents  and  pr im ar y ca re  f o r  c h i ld r e n . I  th ank you  fo r  your c o n s id e ra ti o n  
o f my comments and co ncer ns in  f u r th e r  CHAP p o li c y  deve lo p n en t.

S in c e re ly ,

(M rs .)  He len E. Ben sh oo f,  PHN 
D ir e c to r
M ul ti -C oun ty  N ur si ng  S erv ic e  
D e tr o i t Lak es , M inne so ta

HEB:alh



minnesota department of health
717 se. dela ware st. minneapolis 55 440

A ugust  10 , 1977

The  H onora b le  A rla n  S ta n g e la n d  
Ho use o f  R e p r e s e n t a t i v e s  
15 18  Longw ort h  O f f ic e  B u il d in g  
W ash in g to n , D.C . 20 51 5 

Dea r H r.  S ta n g e la n d :

The  p u rp o se  o f  t h i s  l e t t e r  i s  to  in fo rm  yo u o f  th e  p o s i t i o n  o f  th e  
M in n eso ta  D ep art m en t o f  H e a lt h  r e l a t i v e  to  l e g i s l a t i o n  p ro p o se d  f o r  
a new C h il d  H e a l th  A ssessm en t Pro gr am  -  CHAP. The  Cl'-AP l e g i s l a t i o n  
i s  in te n d e d  to  r e p la c e  E a r ly  an d P e r io d i c  S c re e n in g , D ia g n o s is  an d 
T re a tm en t (EPS DT) an d p ro p o se s  to  e x te n d  e l i g i b i l i t y  t o  expand  th e  
p r o v is io n  o f  p r im a ry  c a re  by  u t i l i z i n g  ’'c o m p re h en s iv e  c a re  p r o v id e r s " .  
W hi le  we a re  c e r t a i n l y  s u p p o rt iv e  o f  co m p re h en si v e  p r e v e n t iv e  c h i l d  
h e a l t h  s e r v i c e s ,  we ha ve  some s e r io u s  c o n c e rn s  r e g a r d in g  th e  CHAP 
l e g i s l a t i o n .  We ha ve e x p re s s e d  th e s e  c o n c e rn s  t o  Dr.  K e i th  W e ik e l,  
D i r e c to r ,  c d i c a l  S e r v ic e s  A d m in is tr a t io n , D ep art m en t o f  H e a lt h , 
E d u c a ti o n  an d W e lf a re , an d a re  a t t a c h in g  a co py o f  o u r  c o rr e sp o n d e n ce  
to  Dr. W eik el f o r  y o u r  c o n s id e r a t i o n .

R e c e n tl y , th e  R eg io n  V O f f ic e  o f  H e a l th , E d u c a ti o n  and  W e lf a re  co nven ed  
two m e e ti n g s  in  H in n e s o ta  w i th  p a r t i c i p a n t s  fr om  s t a t e  an d lo c a l  w e lfa re  
h e a l t h  an d e d u c a t io n  a g e n c ie s ,  co u n ty  c o m m is s io n e rs  and  some p r iv a t e  
p r o v id e r s ,  t o  d i s c u s s  an d com ment on  CHAP. The  c o n c e rn s  e x p re s s e d  a t  
th e s e  m e e ti n g s  w er e e s s e n t i a l l y  th e  same a s  th o se  e x p re s s e d  in  o u r 
l e t t e r  to  D r.  W e ik e l.

We ho pe  t h i s  t r a n s m i t t a l  w i l l  be  h e lp f u l  to  yo u a s  you d i s c u s s  an d 
c o n s id e r  th e  CHAP b i l l .  I f  yo u need  a d d i t i o n a l  i n fo r m a t io n ,  we w i l l  
be  p le a s e d  t o  be  o f  a s s i s t a n c e .  P le a s e  f e e l  f r e e  to  c a l l  up on  H rs . 
S h e i la  Sw aiman , S u p e r v is o r , C om pr eh en si ve  C h i ld  H e a l th  S c re e n in g  U n i t , 
( 6 1 2 /2 9 6 -5 2 8 6 ).

W ar re n R.  La wso n,  K.D . 
C o n tn is s io n er o f  H e a lt h
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A pri l 19 , 1977

M. K ei th  W elk el,  Po. D ., D ir ec to r 
Me dical S erv ic es A dm in is tr at io n  
Dep iirtmea t o f H ea lt h , Edu ca tio n and Welf are 
Wa shington , D.C. 2C2D1

Dear Do ctor  lYc lke l:

The Minne sota Depor tme nt of  H ea lth was p le as ed  by th e  o p p o rt u n it y  to  
review  you r re c e n t l e t t e r  to  th e  S ta te  Med ica l A osl et an ce  Pro gr na  

' A dm in is tr at o rs  and i t s  necompanyln" In fo rm at io n memorandum re .;a rd iC 5 
tli e pro po sed Ccn pr eh ea slve  h e a lt h  Assessm en ts end Pr im ary Ca re fo r  
C hildr en  Pr c. r.i m  (CHAP), which w il l  mo dify and expa nd th e  Ear ly  and 
P eri o d ic  Scr ee nin g, D iagn os is  and Treatmen t Pro gra m (KP3D?).

ffe hav e co nsi dera b le  lu te -r es t and e x p e r ti se  in  th io  re gar d th ro ug h cu r 
Ear ly  and P e ri o d ic  Scr ee ning  Pro G n-m (H?S) which  was de ve lope d co ll ab o ra ­
ti v e ly  w ith th e S ta te  T it le  XIX SEA A,,vncy,  in  p a r t  to  s e c t  m e r e q u ir s -  
sx n ts  o f  th e  Po de ru l E.SD7 Program and a ls o  to  meet ta o  ne ed s c f  a l l  
Kl nn oc ota ch ll d re .:  by ex te nd in g se rv ic e s  to  r.c n- m ed ic al  a s s is ta n c e  
e l ig ib le  c h il d re n , The Minn esota  De partm ent c-f H ea lth  ap prov ed  pro gra ms  
a re  p ri m a ri ly  nura e-o dn in io te re d  lo c a l sc re en in g  a c t i v i t i e s  w it h in  a 
coun ty p u b li c  h e a lt h  nurs in g  se rv ic e  c r  lo c a l h e a lt h  d e p i r t ie n t .  The 
lo c a l EPS pro gram com bines th e a c t i v i t i e s  o f o u tr each , cc rc cn ir .g , 
in te rp re ta ti c n /e d u e a ti c n , r e f e r r a l  and fo llow -u p to  assu re  d ia g n o s is  and 
tr ea tm en t,  in to  a ' com pre hen sive h e a lt h  se rv ic e  pro gr.ua  fo r- ca il dre .m .

g Based upon ou r ex per ie nce  in  M inne sota no o f fe r  f o r  yo ur  co n s id e ra ti o n  
ou r comments on th e C.’iAP pr op os al  end  th e ways in  which i t  w i l l  s tr en g th en  
th e EPSD? Program .

i
Ex pans ion o f Sl i p l b i l i ty
We su pport  th e prop osed  exp anoio n o f e l i g i b i l i t y  to  in cl ude c h il d re n  
from fa m il ie s  below po ve rty le v e l which do not  q u a li ty  f o r  Med ica id 
fo r  re as ons o th e r th an  inco me. We b eli eve  th a t  th i3  ex pa ns ion 
pr op os al  a ff ir m s an  in te n t to  improve th e  a v a i l a b i l i ty  o f h e a lt h  
se rv ic es fo r  low income c h il d re n . However, th e  prop osed  ex pa ns io n w il l 
not a f fe c t  M inne so ta , as  th es e c h il d re n  a re  a lr ead y  e l ig ib le  fo r  EPSD? 
se rv ic es  in  th in  S ta te  u- .d -r th e ''M ed ical  A ao lo ta nc e" on ly " ca te gory  
which i s  no t t ie d  to  o th e r c a te g o r ic a l e ld s .

Co qp rehcne lve Care Cen te rs
We ar e p le as ed  w ith th e na*  st ro n g e r empha sis  on comprehensiv e h e a lt h  
ca re . C e r t; in ly , th e ad eq ua te  p ro v is io n  fo r  d ia g n o sis  ftr.d tr ea tm en t 
io  r. i e s s e n ti a l component c f  an  e a rl y  id e n t i f ic a t lo r /p r e v c n t ic n  prog ram .
In  pr op os in g th a t  C.-A? fa vo r h e a lt h  cen te rs  end p r iv a te  p ro v id ers  th a t 
car. un su re  comprehensiv e ca re , th e  d e f in it io n  o f "com preh en siv e"  must
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be  c a r e f u l ly  c o n sid e re d  fund devel oped  w it h  nn .x lr.ua  f l e x i b i l i t y  to  n rs u re  
t h a t  th e  e n t i r e  sp ec tr um  o f  h e a l th ,  s o c ia l  s e iv lc c o ,  an d c p c c ln l ed uc a­
t io n  s e r v ic e s  can  be  a rr an g ed  ao  n e c e ssa ry  to  s e rv e  th e  need s o f  th e  
in d iv id u a l .  S in c e  v i r t u a l l y  no  nc cn cy  o r p ro v id e r  d i r e c t l y  p ro v id er,  th e  
e n t i r e  a r ra y  o f  ne ed ed  a e rv ie c c ; th e  le v e l  o f co r. p ro hcnciv encss  a ssu re d  
to  th e  c h il d  I s  depen den t up on  th e  q u a n ti ty  an d q u a l i t y  o f  n rr a n ^ c n e n ts  
made w it h  nu merou s o th e r  t£ ;e ncl c3  and  p ro v id e r s . iVe aeo um c th a t  th e  
nuaber  o f com pr eh en si ve c a re  c e n te r s  find p ro v id e rs  t h a t  can  a c h ie v e  t h i s  
to n l  Is  q u i te  l im i t e d ,  " a c r e f o re ,  i t  w i l l  bo n e c e ssa ry  a l s o  to  c o n s id e r  
th o se  lo c a l  p u b li c  h e a l th  a g e n c ie s  which  ha ve  e x te n s iv e ly  devel oped  th e  
a p p ro p r ia te  li n k a g e s  ti ir o u jh  a c t iv e  e f f o r t s  in  r e c e n t  y e a r s .  Pe b e li e v e  
th a t  o u r lo c a l  EPS pr og ra m s ha ve be en  q u i te  s u c c e s s fu l in  t h i s  re ja rd ..  end  
th ro ugh  th e  u se  o f  o u r tr u c k in g  sy st em ,w e a re  a b le  to  a s s u re  t h a t  r e f e r r a l s  
f o r  f u r th e r  e v a lu a ti o n  an d tr e a tm e n t o rc  c o o p le te d  ca  p lr n r ic d .

Cur  EPS pr og ra m s have c-lno be en  in c re a s in g ly  c u c c tn c fu l ir . e s ta b ll c .- ii ^ ; 
li n k a g e s  w it h  o c h co ln . T h is  l i a i s o n  v.h ich  canno t be  a t t  li ned  by  n a ry  
tf c n lt h  c e n te r s  an d p ro v id e rs  i s  an  im p o r ta n t one . S ch o o ls  ha ve  a 
un iq ue a c c e ss  to  a l l  c h il d re n  and  hence , a re  a lm o s t id e a l  f o r  a s s i s t i n g  
v .i th  o u tr e a c h . Th ey  ha ve  a c c e s s i b i l i t y  to  th e  c h il d  p o p u la ti o n  t!iroxq.;h 
th e  sch o o l cen su s  an d p re sc h o o l sc re e n in g  p ro g ra m s.  lu c re  a c in g ly , th e y  
w i l l  be  in vo lv ed  in  sc re e n in g  a c t i v i t i e s  arid  tr e a tm e n t s e r v ic e s  du e to  
th e  m an da te  o f  PL 9 4 :1 42 . In  t h i s  re g a rd  s c h o o ls  i r e  p n r ii c ix la r ly  
In vo lv ed  ir . th e  p la n n in g  cr.d p ro v is io n  o f dev el opm en t s c re e n in g  s e r v ic e s ,  
which  c t  t i l l s  t i n e  ; rc  p o o rl y  dev el oped  in  many h e a l th  s e t t i n g s .  Thu s,  
th e re  sh ould  be  a p la n  to  in te g r a te  t: .e  tv.o p ro v id e r  s e t t i n g s  v ia  f o i r t i l  
li r> :o g es  wh ere th io  i s  p o s s ib le .

jl a tl o n o l C ost  :1  ixire
We s t ro n g ly  su p p o rt  th e  p ro p o sa l f o r  n a t io n a l  g u id e l in e s  f o r  c o o t o f  h e a l th  
o ra ess m en t e.s a f o r  co re  e q u it a b le  sa d c o o t e f f e c t iv e  c y o te n  f o r  e f f e c t i v e  
p ro v ld e rc  o f  c c r v lc e o . I t  a l s o  i s  to  a s s u re  p re g ra n  c o s t  c o n t in u i ty .  

A tt en ded  S li g i b i  11 ty  f o r  T re a tn e n t
The a ssu ra n c e  t h a t  pr og ra m  e l i g i b i l i t y  w i l l  be  m a in ta in e d  u n t i l  th e  
com ple ti on  o f  d ia g n o s is  an d tr e a tm e n t,  io  u s i g n i f i c a n t  im pr ov em en t. b'e 
ha ve  bee n s ig n i f i c a n t l y  co nce rn ed  f c r  tr ie  ch il d rc -n  who w er e sc re en ed  in  
E?SDT b u t were rem oved from  i i t l e  XIX e l i g i b i l i t y  b e fo re  t h e i r  d ia g n o s t ic  
and tr e a tm e n t s e r v ic e s  could  be  co m ple te d .

Evalu at io n
We wo uld  l i k e  to  d i r e c t  y o u r a t t e n t i o n  to  an  im p o r ta n t a r e a  w hi ch  has 
a p p a re n tl y  n o t been  a d d re ss ed  in  th e  p ro p o sa l f o r  C u rp rc h e n s iv t H e a lt h  . 
A ss es sm en ts  end P ri m ary  Care f o r  C h il d re n  Pro gr am . E v a lu a ti o n  o f  th e  
pr og ram oecra  n o t to  hav e bee n in c lu d e d . We b e li e v e  t h a t  pr og ra m  e v a lu a ­
t io n  m ust  be  a d d re sse d  in  th e  p o li c y  fo rm u la ti o n  p ro c e ss  f o r  CiiAP. 
E v a lu a ti o n  o f CiiAP Pr og ra m  m us t a d d re ss  ou tc om es  a s  w e ll  a s  p ro c e ss  en d 
o u tp u ts . U n le ss , and o v a l c a t io n  c tc ii a n la n  i s  e s ta b l i s h e d  -..h ich  m easu re s 
ou tc om es , we w i l l  n o t be  a b le  to  a s s e s s  th e  v a lu e  o f  t h i s  p re v e n ti v e  h e a l th  
s e rv ic e  d e li v e ry  sy st em  in  te rm s o f  i t s  e f f e c t  on  th e  h c u l th  s t a t u s  o f 
c iH o re n , o r  i t s  c o s t  e f f e c t iv e n e s s .  T h is  wo uld  d e f e a t  or.e  c f  th e  p u rp o se s  
o f  C.IAP, .whic h io  to  fo c u s  th e  n a t i o n 's  a t t e n t i o n  on  th e  v a lu e  o f  p ro v id in g  
co m pre he ns iv e h e a l th  a s s o ss n e n tu  an d p ri m ary  c a re  f o r  c h i ld r e n .

We th ank yo n f o r  y ou r c o n s id e ra ti o n  o f  o u r c e m e n ts ' an d c o n ce rn s  in  
f u r th e r  CHAP p o li c y  devel opm en t.  V.'e a r c  p le a se d  to  hav e th e  o p p o rt u n it y  
to  comment  on th i s  new c n i ld  h e a l th  i n i t i a t i v e .

S in c e re ly  y o u ro ,

C ar re n  E.  la - s o u ,  II.D.
Com missio ne r o f  H e a lt h  

3 S /d j
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J  Joseph  Garrahy
Governor

State  of Rhode Island and Providence Plantation s
executive chamber prcm dencf

Septem ber 23, 1977

The Honorable Paul G. Rodgers  
Chairman
Subcomm ittee on Health and the 

Environment
House Interstate and For eign Com merce 
2407 Rayburn House Office Building 
Washington, DC 20510

Dea r Congressm an Rodgers:

On behalf of the National Go ver nors' Assoc iat ion , I welcome your 
invitation to pre sen t my views on the Presi dent' s Child  Health A s­
ses sment Act (CHAP) proposal.

This proposal  rep resents an admirable and worthwhile attempt to 
improve the leve l and ava ilab ility of health ca re  to eli gib le child ren 
and to broaden the coverag e to include additional children  inel igible 
for the exi stin g Medicaid program. Th ere  is no question about the 
advantages to be derived  by the individual and socie ty as a whole 
from  the util ization of pro per  medical ca re  throughout the childhood 
ye ar s. While the bene fits are  recogn ized, pit fal ls in establ ishing 
and adm inisterin g such a program  must als o be examined and avoided 
wherever  possible .

The propos al, which would requ ire the extension of eli gib ili ty  for  
the Ea rly  and Periodic Screening,  Dia gno sis,  and Treatment Program 
(EPSDT) to all children  under six  ye ars who meet  the income and 
resour ces eli gib ili ty  requ irem ents, but do not po ss es s the federal 
Aid for Dependent Chi ldren (AFDC) ch ar ac te rist ic , has me rit.  Inas­
much as sta tes  are curre ntly straining to meet curren t comm itments 
to provide exi stin g Medicaid se rv ic es , we welcome the proposed in ­
cr ea se  in matching paym ents. However,  we question whether these 
funds will adequately support the high er co sts of the pro pos al, which 
will obviously inc rea se program costs  by mandating not only expanded 
eli gibi lit y,  but also more compreh ensive and extens ive  se rv ices  for
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all eligib le children. To simply mandate this as an extens ion of 
the exist ing Medicaid program would place an unfa ir fiscal burden 
on the sta tes .

In a state  such as Rhode Island,  which has voluntarily extended the 
EPSDT prog ram to include not only AFDC recipien ts but also all 
Medicaid eligib le recip ients  under 21 years  of age, the proposed 
increas e in the Fed era l Financia l Participation under this Act is 
indeed welcome. However, ra the r than adherence to the complicated 
formula envisioned to determine  the exact percentage of federal  fi ­
nancial par ticipation, it is recommended that the prog ram be funded 
by 90 percent federal monies.  The re is preceden t for  establish ing 
such a federal reimbursement rate ; currently, the sta tes  are  re im ­
bursed for  ninety perc ent of all expenditu res incu rred  for  Family 
Planning Serv ices . It cannot be denied that medical ca re  for those 
child ren born is of at leas t the same or  gr ea te r importance.

The provis ion of a bonus for  good performance under  the Act is an 
excel lent method of inducing sta tes  to comply fully with the program. 
The use of positive stimuli such as an inc rea se from 50 percent to 
75 perc ent in federal  reim burseme nt for general sta te administ rative 
cos ts for the Medicaid program should help to make full compliance 
a priori ty goal.

The proposed Child Health Assessm ent Act also  contains a provision 
for fiscal sanct ions for noncompliance. I feel this section should be 
examined care fully. Fiscal sanct ions have often proven to be coun ter ­
productive,  as in the area of Long Term Care.  When a sta te is 
penalized and loses money, it very often is forced to reduce  service s 
in orde r to compensate for the loss of federa l funds. The patient, 
the refo re, is penal ized. In lieu of penalizing a state for noncom­
pliance, we recommend giving a state a specif ied amount of time to 
co rre ct spec ific defic iencies before  a penalty would be imposed.

Rhode Island has long enjoyed high physician part icipa tion and exce l­
lent rela tionship s between the Medicaid agency, rec ipie nts , and private
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physicia ns. Children who are elig ible for  the EPSDT program and 
who are  having the ir ongoing medical needs met by private phy si­
cian s are  receiv ing the same high quality ca re  that is available to 
priv ate pati ents . We take pride in the fact that over 70 percen t of 
EPSDT eligible children do, in fact , receive  their  medical ca re  from 
physicians  in private pra ctice .

This  excel lent relationship  will be severe ly stra ined by the Act as 
it is currently written. 1 ser iou sly  question  the wisdom of prop osal s 
to require priv ate physicians  to take increasing responsibil ity for  
providing a "minimum range of diagnostic  and trea tment service s, 
(including immunization against childhood diseases)  as requ ired  by 
regulations of the Se creta ry ," assume case management responsibil ity,  
and make rep ort s as require d. Such require ments  would be placing 
an onerous and unnecessary burden on the private pra cti tioner and 
will indeed have a det rimental effect on continued avai lability of 
health car e for  EPSDT eligible  children. Fu rth er , it would prevent 
needed state flexibility to mold the program to paro chia l needs.

In or de r to der ive maximum benefits from this prop osal  and to 
avoid some of the many prob lems cre ated by the EPSDT program,
I strongly recommend that this  section (Section 19, 12b) be made 
more flexible in orde r to allow each of the var ious sta tes  to de te r­
mine where the respon sibiliti es for these  areas most  proper ly be ­
long in the int ere sts  of adm inis trat ive efficiency and the assurance  
of quality health care for the child ren to be served.

The concept of the Child Health Assessm ent Act is an exce llen t one. 
However, unless changes are made in the proposal, 1 fear  that the 
resu lts  will be detr imental  not only to the sta tes  responsible for 
administering the program, but also , and more  importan tly, to those 
children  it is designed to help. I strongly hope such changes  will 
assure  the flexibili ty which will allow each of the sta tes  to utilize 
innovative approaches in or de r to assure  that neces sary medical  
ca re  is available. It is the prevail ing feeling that this lack of 
fede ral flexibil ity and its unrelenting adherence to the implementation 
of stereotyped programs and act ivi ties  in the are a of EPSDT have 
served  as a negative force  in the effect ive organization  and imp le­
mentation of the programs.

Sincerely ,
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Se ptem be r 16 , 1977

Congres sm an Pa ul  G. R oger s,  Chairman 
Su bcom mittee  on H ealt h  and  th e  Env iro nm en t 
House Co mm itte e on T n te r s ta te  and  Fore ig n  Commerce 
21*19 Ra yb urn House  O ff ic e  B uil d in g  
W as hing ton D.C . 20515

De ar  Co ngres sm an R og er s:

I  wo uld  l ik e  to  ta k e  t h i s  o p p o rt u n it y  to  exp re ss  t.o you  some o f  my con­
cern s re g a rd in g  th e  pr op os ed  CHAP l e g i s l a t i o n .

Ha vin g sp e n t th e  l a s t  2y  y ea rs  a3 EPSDT C o o rd in a to r in  Ramsey Cou nty,
I  have  become in c re a s in g ly  aw are  o f  some o f  th e  pr ob le m s on th e  lo c a l  
le v e l  wh ich I  w i l l  sh a re  w it h  you in  th e  hope  t h a t  th e  CHAP l e g i s l a t i o n  
can be  des ig ned  to  p re v e n t prob lems which  ha ve  be en  id e n t i f i e d  as s r e s u l t  
o f  EPSDT. (Th e t o t a l  p o p u la ti o n  o f  Ramsey Co un ty i s  50 0, 00 0 and  S t.  Pau l 
a lo ne  has  a p o p u la ti o n  o f  300 ,0 00 .)

Ramsey Co unty H ea lt h  P ro v id e rs , p u b li c  an d p r iv a te , ha ve  worked ver y  har d  
a tt em p ti n g  to  c o o rd in a te  v a r io u s  sc re e n in g  pr og ram s in c lu d in g  th e  C hi ld  
Find (PL 9 l<-1 i ,2 ) , M ate rn al  I n fa n t  P ro je c t ( T i t l e  V ),  th e  Fa mily  P la nnin g 
Program  ( T i t l e  X) and  Head S ta rt , S cre en in g . A ll  o f  th e s e  pr og rams o f f e r  
morr  o f  th e  same co mpo ne nt s, many o f  which  are  f o r  e a r ly  i d e n t i f i c a t io n  
o f  pr oble m s,  as th e  EPSDT Pro gra m and a re  o f te n  re a c h in g  th e  same c l i e n t e l e

We ha ve  become d is coura ged  bera use  th e re  a r e n 't  e q u iv a le n c ie s  fro m one  
prog ram to  th e  n e x t.  C oord in ati on  bec omes n e x t to  im p o ss ib le  e s p e c ia l ly  
w ii h  th e  money’ f o r  th e prog rams coming fro m d i f f e r e n t  F ed e ra l prog rams 
and  th e r e g u la t io n s  d o n 't , al lo w  fo r  th e  f le x ib i l i ty ' ne ed ed  to  co o rd in a te  
l o t - i l l '- ,  th us e f f o r t s  and  s e rv ic e s  o r p a r t s  o f  s e rv ic e s  a re  d u p li c a te d . 
E q u iv a le n c ie s wo uld d ec re ase  th e d u p li c a ti o n  c o n s id e ra b ly .

E arl y  d e te c ti o n  i s  ex tr em el y  im port an t f o r  a l l  age g ro ups,  b u t th e  d ia g ­
n o s is  and tr e a tm e n t mus t be  a v a il a b le  and  a c c e s s ib le . Why f in d  a pr ob lem  
and n o t be  ab le  to  tr e a t,  th e  prob lem ? The re  mus t be  money a v a i la b le  l.o 
low  income (w or ki ng  po or)  f o r  the- d ia g n o s is  and tr ea tm en t. . I  would  lik e-  
t.o se e th e  e l i g i b i l i t y  expand ed  t.o in c lu d e  more wor ki ng  poor.  Man o f  th en  
pe op le  ha ve  co ver ag e th ro ug h t h e i r  e-mplorsnent. wh ich cover s only  acu te  
m ed ic al  pr ob le m s ( In -H o s p it a l C ove ra ge ).  The M in ne so ta  D ep t. o f  H ea lt h , 
th ro ugh  P u b li c  H ea lt h  a g e n c i 's ,  has  im p le m ute d  sc re e n in g  f o r  a l l  c h il d re n  
on a s l id in g  f e e . Many o f  th e  c h il d re n  se en  d o n 't  pa - an y th in g  be ca us e 
th e fa m il y  g ro ss  inc om e i s  so  low, b u t v o t a re  abov e M ed ic ai d e l i g i b i l i t y .
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The e x c lu s io n  o f  tr e a tm e n t f o r  m en ta l i l l n e s s ,  m en ta l r e ta r d a t io n  and  
dev el opm en ta l d i s a b i l i t i e s  cau ses  g re a t,  co nce rn . Ther e a r e n 't , n e c e s s a r i ly  
pr og ra m s f o r  th e se  c h i ld r e n . We a rc  f in d in g  a f a i r  numb er o f  c h il d re n  w it h  
b e h av io r pr obl em s.  The pr ob le m s a r e n ’ t  sev ere  eno ugh f o r  h o s p i t a l i s a t i o n ,  
y e t th ey  ne ed  c o u n s e ll in g . C h il d re n  w it h  o th e r  hand ic app in g  c o n d it io n s  a ls o  
ne ed  s e rv ic e  when th e  d i s a b i l i t y  i s  i d e n t i f i e d .  The sc h o o ls  in  M in ne so ta  
a re  re sp o n s ib le  f o r  fo u r  y e a r o ld s  on up , b u t wha t ab out th e  ? o r  } year 
o ld  w it h  C o ngen it a l H ip , C ere bal P a ls y , e tc .

E xcl udin g d e n ta l i s  a n o th e r w ea kn es s in  th e  pr op os ed  pr og ra m . So many 
c h il d re n  a re  in  d i r e  ne ed  o f  d e n ta l  s e rv ic e s . D en ta l pr ob le m s ca n ca us e 
so  many more pro ble m s,  po or  n u t r i t i o n ,  in f e c t io n s , e tc .

I t  seems  to  me, i f  we  a re  s e r io u s  ab ou t p re v e n ti v e  h e a l th  pr ogr am s,  we 
ha ve  to  in c lu d e  sc re e n in g  d ia g n o s is  an d tr ea tm en t as in  th e  EPSDT Pro gram .

One s e c ti o n  o f  th e  CHAP Prog ram which  nee ds s e r io u s  c o n s id e ra ti o n  i s  th e  
s e c t io n  on p ro v id e r  p a r t i c ip a t i o n .  I f  we lo ok  a t  th e  c l i e n t  and  th e  
co m pre he nsi ve nes s o f  th e h e a l th  sc re e n in g , we m us t lo ok  a I. more  th an  
p h y s ic ia n s  a s  co m pr eh en sive  p ro v id e rs . Co mpreh en sive  p ro v id e rs  a re  no n­
e x i s te n t .  Com preh en sive  p ro v id e r  m us t mean th e  wh ole sy st em  -  P u b li c  
H e a lt h , ed u ca ti o n  sy st em , p a r t i c u l a r l y  S p e c ia l E du ca ti o n , m en ta l h e a lt h  
c e n te r s , s o c ia l  w ork ers , n u r s e s , d o c to rs  and  n u t r i t i o n i s t s .  The pr ob lem s 
which  a re  b e in g  i d e n t i f i e d  a re  o f te n  in a p p ro p r ia te  r e f e r r a l s  to  a p h y sic ia n  
su ch  as  a sp ee ch  pr ob lem which  mus t be  d ia gnose d and  t r e a te d  by  a 3p ee rh  
p a th o lo g is t ,  th e  ne ed  f o r  n u t r i t i o n a l  c o u n s e ll in g  r e f e r r e d  to  a n u t r i t i o n ­
i s t ,  a b eh av io r pr ob lem may be  r e f e r r e d  to  th e  sc h o o l,  P u b li c  H ealt h  N urs e,  
s o c ia l  w ork er , p sy c h o lo g is t -  de pen din g on th e  m ag ni tu de  o f  th e  pr ob le m .

M in nes ota  has  n u rs e  ru n c l i n i c s .  N urs es  a re  s p e c ia l ly  tr a in e d  to  do the 
sc re e n in g  co mpo ne nts. C h il d re n  a re  th en  re fe r r e d  f o r  d ia g n o s is  and t r e a t ­
m en t.  The  c h i ld  h e a l th  c l i n i c s  in  Ramsey Co un ty  were con v ert ed  to  EPS 
C l in ic s . I f  co m pr eh en sive  p ro v id e r  means  p h y s ic ia n , t h i s  w i l l  wip - o u t 
th e n u rs e  ru n  c l i n i c s  and th e  s c re m in g  whieh  i s  p r e s e n t ly  be in g  don e 
by n u rse s  in  th e  sc hool sy st em s.  Hav ing P u b li c  H ealt h  N urs es  t r a in e d  to  
do sc re e n in g  make th e  s e rv ic e  mor e a c c e s s ib le  to  c l i e n t s .  The P u b li c  
H ea lt h  Nur se  in  aw are o f  th e  a p p ro p ri a t. e re so u rc e s  a v a i la b le  fo r  r e f e r r a l  
and  ca n c e r t a in ly  a s s i s t  th e  fa m il y  in  u s in g  th e  re s o u rc e s . Ca se  manage­
ment i s  ex tr em ely  im p o rt an t ro  peo p le  d o n 't  g e t d is co u ra g ed  and g iv e  up  
t r y in g  to  ge t. th ro ugh  ou r comp lex  h e a l th  "sy oi-em ".

One o f  th e pr ob le m s w it h  EPSDT i s  t h a t  i t  was  p la ced  i n  th e  w e lf a re  s -st em . 
T h is  i s  a pr ob lem in  a s t a te  l ik e  M in nes ot a wh ere we ha ve  lo c a l  c o n tr o l 
an d ”e t  d o n 't  have  P u b li c  H ealt h  D ep art in 'n ts  in  eve r.”  l o c a l i t y .  Ha ving  
a h e a l th  prog ram ad m in is te re d  by  w e lf a re  i s  d i f f i c u l t  be ca us e w e lf a re  
ag en c ie s sim pl ; do n o t u n d ers ta n d  h e a l th  pr og ra m s,  e s p e c ia l ly  p re v e n ti v e  
pr og rams and  c o n ti n u i ty  o f  c a re . The re g u la t io n s  ha ve  n ev e r be en  con­
ce rn ed  w it h  th e  q u a l i ty  o f  th e  sc re e n in g , wha t co mpo nents must, be  g iv en , 
was  d ia g n o s is  and  tr ea tm en t,  e v e r re c e iv e d  and  was i t  s a t i s f a c to r y .  The 
r e g u la t io n s  ha ve  be en  co nc er ne d w it h  th e  p ro p e r n o t i f i c a t i o n  a n d 'a s s i s l -
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an ce . T h is  c e r t a in ly  i s  n ecessa ry  and  im p o rt an t,  e s p e c ia l ly  o u tr e a c h , ; ( in d iv id u a l c o n ta c t w it h  c l i e n t s )  b u t th e  q u a l i ty  o f  th e  sc re e n in g  s e rv ic e  
and  th e  d ia g n o s is  and  tr e a tm e n t i s  eq u a ll y  as  im p o rt an t.  I t  i s  a ls o  ne c­
e ssa ry  to  ha ve  enou gh  p ro v id e rs  o f  sc re e n in g  s e rv ic e s  a v a i la b le . We had  
to  s u b s ta n t i a l ly  in c re a s e  th e  num ber  o f  c l i n i c s  as  we be ga n a p e rs o n a l 
o u tr each  e f f o r t  to  a l l  th e  c l i e n t s  who re q u e ste d  EPSDT.

The f e a r  I  ha ve  i s  t h a t  ev en  thou gh  we ha ve  o u tr e a c h , t r a n s p o r ta t io n  and  
ne ig hb or ho od  c l i n i c s ,  many c h il d re n  who r e a l l y  need  sc re e n in g  a r e n ’t  
g e t t in g  i t ;  We ha ve  a "n o- sh ow ’’ r a te  in  c l i n i c s  o f  3D -  50 #. The c l i e n t  
i s  al w ay s c a l le d  th e  da y b e fo re  th e  c l i n i c  ap poin tm en t an d y e t th e re  i s  a 
h ig h  "no-show " r a t e .  O bv io us ly  th e re  i s n ' t  any  in c e n ti v e  f o r  th e  c l i e n t  
t c  a cce p t sc re e n in g  and  th u s  fo ll ow  th ro ugh  w it h  n ecessa ry  d ia g n o s is  and  
tr e a tm e n t.  I  r e a l l y  have  no  an sw er  o r  su g g e sti o n  on how to  re ach  th e  h ig h - r is k  c l i e n t .

In  lo o k in g  a t  h e a l th  and  human se rv ic e  pro gr am s,  I  p r e f e r  to  lo ok a t  a 
fa m il y  o r  com mun ity and b u i ld  th e  sy st em  to  mee t th e  f a m ili e s  nee ds r a th e r  
th an  th e  pr ob lem  wc ha ve  n m  in to  w it h  s p e c i f ic  c a ta g o r i. c a l pr og ra m s.

Tha nk you  f o r  your  co noe m  f o r  th e  h e a lt h  and  w e lf a re  o f  th e  n a ti o n s  p eop le .

S in c e re ly , .

E la in e  S a li n e  
EPSDT C o ord in ato r

E S /j a l
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AM ER ICAN
ASSO CIAT IO N
OF  DEN TA I 
SC H O O IS

1625 MASSACHUSETTS AV EN UE , N W  
W ASHIN G TO N , D C  20 0J 6

202/6 67 -9433

S ep te m b er 19 , 19 77

Th e H o n o ra b le  P a u l G.  R o g e rs  
C h a ir m an , S u b com m it te e  on  H e a l th  

an d E n v ir o n m en t
24 15  R ayburn  H ou se  O f f i c e  B u i ld in g  
W a sh in g to n , D .C . 20 51 5

D ea r Mr. C ha ir m an :

Th e A m er ic an  A s s o c ia t io n  o f  D e n ta l  S c h o o ls  w ould  l i k e  to  
r e c o r d  i t s  s t r o n g  o p p o s i t i o n  t o  c u r r e n t  A d m in i s t r a t iv e  
e f f o r t s  t o  w ea ken  th e  d e n t a l  h e a l t h  p r o v i s io n s  o f  th e  
E a r ly ,  P e r io d ic  S c r e e n in g , D ia g n o s is  an d  T re a tm e n t P ro gra m  
(EPS DT ). T h ese  e f f o r t s  a r e  c o n ta in e d  i n  HR 6706 , "T he  C h i ld  

H e a l th  A ssessm en t A ct  (CHAP)", now b e f o r e  y o u r  S u b co m m it te e .

We h a v e  re v ie w e d  th e  t e s ti m o n y  o f f e r e d  on  t h i s  s u b j e c t  by  
t h e  A m er ic an  D e n ta l A s s o c ia t io n  on  S ep te m b er 9 , 1 977 . We 
s t r o n g l y  s u p p o r t  t h i s  t e s ti m o n y  and  th e  am en dm en ts  w h ic h  
t h a t  A s s o c ia t io n  h a s  d e v e lo p e d  t o  im pro ve  d e n t a l  h e a l t h  
c a r e  f o r  lo w in co m e c h i l d r e n .

M r.  C ha ir m an , we r e c o g n iz e  t h a t  b u d g e ta r y  c o n s i d e r a t i o n s  a r e  
a lw ay s  im p o r ta n t  c o n s i d e r a t i o n s .  H ow ev er , we a l s o  th in k  t h a t  
t h e  c h il d h o o d  d ev e lo p m en t o f  e f f e c t i v e  re g im e n s  o f  d i e t ,  p r o ­
f e s s i o n a l  t r e a tm e n t ,  an d  hom e c a r e  i s  th e  f o u n d a t io n  f o r  a 
l i f e - t i m e  o f  so u n d  o r a l  h e a l t h .  To t h i s  en d we th i n k  t h a t  
d e n t a l  h e a l t h  p ro g ra m s f o r  c h i l d r e n  -  p a r t i c u l a r l y  lo w  in co m e 
c h i l d r e n  -  s h o u ld  b e  s t r e n g th e n e d ,  n o t  w eak en ed .

Tha nk  you f o r  c o n s id e r in g  o u r  p o s i t i o n  on  t h i s  i s s u e  and  we 
r e s p e c t f u l l y  r e q u e s t  t h a t  t h i s  l e t t e r  b e  ma de a  p a r t  o f  th e  
h e a r in g  r e c o r d  on  HR 6 7 0 6 .

S in c e r e ly  y o u rs

E x e c u t iv e  D i r e c to r
D.S

HW B/jf
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-----------Tb s A m m ® ------------------------------------------------------
A s s © o a ^ 5 © ^ 9 I b c .

September 20, 1977

The Honorable Paul G. Rogers 
Chairman, Subcomnittee on Health 

and the Environment 
Conmittee on Interstate and Foreign 

Conmerce
2415 Rayburn Office Building 
United States House of Representatives 
Washington, D.C. 20515

Dear Mr. Chairman:

The American Occupational Therapy Association is pleased to submit this 
statement on H.R. 6706, the "Child Health Assessment Act," which strengthens 
and improves the early and periodic screening diagnosis and treatment program 
(EPSITT).

For 60 years this association has represented independent health pro­
fessionals who specialize in alleviating the suffering and increasing the 
independence and productivity of the aged, the physically or mentally disabled, 
and the economically or culturally disadvantaged. Occupational therapy 
practitioners are trained in curricula involving developmental psychology, 
anatomy, neurophysiology, and the social sciences. This training is followed 
by field work experience in areas such as psychiatry, rehabilitation, develop­
mental disabilities, and gerontology.

Occupational therapists are among the few non-physician mental health 
professionals who are trained in the medical and biological sciences. They 
provide services in general and psychiatric hospitals, nursing homes, comnunity 
mental health and mental retardation centers, rehabilitation agencies and home 
health settings, and public and private school systems.

Of the occupational therapists engaged in direct service to clients, 
twenty-five percent work exclusively with persons under the age of twenty.
Many of these therapists perform developmental screenings, such as the Denver 
Developmental Screening Test, on children up to age six to discover any develop­
mental deficits which could hinder their performance in school or at work. The 
Association and the 23,000 members which it represents, therefore, have a direct 
interest in legislation which inproves the provision of screening, diagnosis and 
treatment services to Medicaid-eligible children.

The Association is pleased that H.R. 6706 expands the eligibility of 
children for Medicaid services and provides incentives to the states to encourage 
the provision of quality health care services to eligible children within those 
states. However, we believe that there remain several problem areas in the Child 
Health Assessment Program (CHAP) which need to be addressed before this legisla­
tion is enacted.
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The Assoc iat ion  is  concerned th at  H.R. 6706 gives st a te s the op tio n of  
inc lud ing  or  excluding care and se rv ic es , fo r indivi du als under  age twen ty-on e, 
fo r the  "trea tm en t of mental il ln e ss , mental re ta rd at io n , or  developmental 
d i s a b i l i t i e s ,. .. "  We be lie ve  th at  i f  the  coverage fo r the se  se rv ices  remains 
op tio na l and not mandatory, many st a te s w il l not  provide treatm ent se rv ices  fo r 
the se in divi du al s.

The As socia tio n str on gly be lie ves th at  the growth and development of  
Med ica id- eli gib le ch ild ren w il l su ff er  i f  problems discovered by the screen ing  
of the  developm entally di sa bled , menta lly re ta rd ed , and emo tional ly distu rbed  
ar e not tr ea te d  or  a t le ast  re fe rr ed  fo r tre atmen t. There fore, we recommend 
the  de le tio n of the  follo wing underlin ed wording in  H.R. 6706, Section  3(G):
"bu t not  ne ce ss ar ily  inc lud ing  (i ) tho se fo r the treatm ent of  mental il ln e ss ,
mental re ta rd at io n, or  developmental d i s a b i l i t i e s ,. .. "

The expansion of  M ed ic ai d- el ig ib ili ty  to  ch ild ren under si x  years  old 
whose famili es  meet the  s ta te 's  income te s t fo r Aid to  Fam ilies  with Dependent 
Childr en (AFDC) but whose fami ly st ru ct ure  make tha n in el ig ib le  fo r AFDC, is  
a noteworthy prov isi on  of CHAP. However, indivi du al s aged 6-21 who meet the 
same c r it e r ia  are eq ually  in  need of  coverage fo r he al th  se rv ic es . Many 
ch ild ren in  th is  age group need fu rthe r tre atm en t a ft e r scr een ing  and would be 
a rb it ra r il y  denied th is  treatm ent based on the cu to ff  a t age si x . The 
As socia tio n reconmends th at e li g ib il it y  fo r Medicaid should be extended to  
AFDC fi nan ci al ly  e li g ib le  ch ild ren under 21.

The As socia tio n is  al so  concerned th at  the  proposed b i l l  does not add ress  
in  su ff ic ie n t d e ta il  the problems of  ou treach  programs fo r ch ild ren e li g ib le  
fo r screen ing,  dia gnosis and treatm ent se rv ic es . The smal l percen tage of  
Med icaid -e lig ib le  ch ild ren screened under  the  EPSDT program is  a t le a s t p a rt ia ll y  
due to  the  ex is ting  problons  of  inform ing famili es  of  e li g ib le  ch ild ren of the  
ava il ab il it y  o f such se rv ices  and as su rin g th at  th es e ch ild ren tak e advan tage of  
such se rv ic es .

The prov ision s of  H.R. 6706 or  i t s  re gu la tio ns  should re qu ire  the  develop ­
ment of community edu cat ion  programs which noti fy  the pu bli c of  the av a il ab il it y  
of  EPSDT se rv ices  and expla in the  neces sary ro le  the se  se rv ices  pla y in  id en ti fy  
ing pres en t he al th  problems and pre ven ting fu tu re  ones . These requ irem ents 
should also  mandate, i f  po ss ib le , incre ased  one -to-on e co ntac ts regarding  the  
av a il ab il it y  of  se rv ices  between he al th  o ff ic ia ls  and Medicaid fa mili es . Unless 
the  famili es  of  e li g ib le  ch ild ren ar e ac ti vel y invo lved  in  the screen ing  and 
treatm ent programs fo r th e ir  ch ild re n,  follow-145 tre atm en ts and continuing  
prevent ive  measures may not  m ater ia liz e fo r ch ild ren covered under CHAP.

The As socia tio n be lie ve s th at  regu la tio ns  which prov ide fo r the implementa­
tion of  CHAP should al so  address  the  accessi b il it y  of treatm ent se rv ices  once 
a ch ild has been ass essed under th is  program. Under the  cu rre nt  EPSDT program, 
ch ild ren are of ten assesse d fo r sp ec if ic  he al th  problems a t one ph ysica l 
loca tio n but re fe rr ed  to  one or  more d if fe re n t loca tio ns  fo r treatm en t.
Follow-143 and treatm ent  se rv ices  may be discou rage d or  un de ru til ized  i f  
ch ild ren and th e ir  famili es  ar e rou ted  to  many d if fe re n t lo ca li ti e s  in  orde r 
to  take advantage of  the se  se rv ices . CHAP re gu la tio ns  should provide fo r a 
system of  as su rin g assessment  and treatm en t se rv ices  in  an e ff ic ie n t manner 
with  the  par ti ci pan ts  e3q3eriencing a minimum of  bu reau crat ic  enta nglemen ts.

I t  is  the  understanding of  the As socia tio n th at  Mr. Andrew Maguire has 
re ce nt ly  int rod uce d H.R. 8974, the  "Ch ild Health  Assurance Act ," which add resses  
many of  our concerns with the  CHAP b i l l .  We encourage the  Subconmittee to  
examine Mr. Mag uire 's b i l l  clos ely and inco rporate tho se prov isions which assure 
the de liv ery of  qu al ity assessment  and treatm en t se rv ices  fo r ch ild ren.

The Assoc iat ion  ap prec iates th is  op portu nit y to  submit our  conments on the  
Child Health  Assessment Program and stands ready to  o ff er  our as si st an ce  in  the  
implementation of  th is  much needed le g is la ti on .

Sinc erely,

-/flames J . Ga rib ald i 
/ '  Executive Di rec tor

JJG:RSWI:j lr



A m e r ic a n  S p e e c h  a n o  h e a r in g  A s s o c ia t io n
IO B OI ROCKVI LLE PIKE  

ROCKVIL LE M ARYLA ND 2 0 8 5 2  
I 301  I 8 9 7 .3 7 0 0

Se ptem ber 22 , 1977

The Hon or ab le  Pa ul  G. Ro gers 
Ch air man , Su bcom mittee  on H ea lth 

and th e  En vironm en t
House I n t e r s t a t e  and For ei gn 

Commerce Com mit tee
2415 Ra yburn  House O ff ic e  B u il d in g  
Uni te d S ta te s  House o f R e p re sen ta ti v es 
W as hing ton,  D.C . 20515

Dear Mr. Rog ers:

Thank you  fo r  p ro v id in g  us th is  o p p o rt u n it y  to  comment on H.R . 67 06 , 
l e g i s l a t io n  wh ich  we co n s id er to  be  of  th e ut m os t Im po rtan ce  in  p ro v id in g  
th e  des er ved fe d e ra l  comm itmen t to  th e  EPSDT pr og ram .

We commend you  and  th e  A dm in is tr a ti on  fo r  in v ig o ra ti n g  su ch  a com­
me ndable prog ram, and  hope th a t  th e Subcom mittee  w i l l  pr oc ee d to  mark up 
th e  l e g i s l a t i o n  in  th e  n ear fu tu re .

Du rin g m ark-up , we r e s p e c tf u l ly  re q u e s t th a t  th e  Sub co nm it te e co n s id e r 
a b i l l  by  ano th er o f i t s  members,  Rep. Andrew M ag ui re ’s  H.R.  89 74 . Th at  
b i l l  would  r e ta in  th e  man da to ry  p ro v is io n  o f s e rv ic e s  un de r EPSDT to  th e  
m en ta ll y  r e ta rd e d , m en ta ll y  d is tu rb e d , and  develo pm enta ll y  d is a b le d . Mr. 
Ma guire  b e l ie v e s , and we a g re e , th a t  de ny in g th e se  c a te g o r ie s  of  c h il d re n  
ne ed ed  h e a lt h  and su pple m enta l s e rv ic e s  wou ld , in  many c a se s , le ave  them 
w it h  no o th e r  prog ram  fro m wh ich to  re c e iv e  h e lp . Removing th ese  c a te g o r ie s  
o f c h il d re n  from th e  EPSDT program  wo uld  d im in is h  th e  s ig n if ic a n c e  o f th i s  
l e g i s l a t i o n .  O th er  p ro v is io n s  o f Mr. M aguir e' s b i l l ,  e s p e c ia l ly  th o se  a s­
su ri n g  ad eq uat e fo ll ow -u p  and fe d e ra l m on it o ri ng  a re  la u d a to ry  and  dese rv in g  
o f th e Su bc om m itt ee ’ s c o n s id e ra ti o n  du ri ng  m ar k- up .

The EPSDT pro gram  ha s alwa ys  be en  one o f g re a t p ro m is e.  Your l e g i s ­
la t io n  ren ew s th a t  p ro m is e.  We would  hope  th a t  th e  Su bc om mitt ee , duri ng  
i t s  c o n s id e ra ti o n  o f th e  f i n a l  v e rs io n  o f th e  b i l l ,  w i l l  ren ew  th a t  pr om ise 
to  a l l  th e  c h i ld re n .

A ttac hm en t:
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The  A m er ic an  S peech  an d  H e a r in g  A s s o c ia t io n  e n d o rs e s  th e  i n t e n t  o f  

HR 6706 , th e  C h il d  H e a lt h  A ss e ssm e n t A c t,  t o  in c r e a s e  th e  e f f e c t i v e n e s s  

an d a c c e s s i b i l i t y  o f  th e  E a r ly ,  P e r i o d i c ,  S c re e n in g  D ia g n o s is  an d T r e a t ­

men t (EPSDT) P ro g ra m . We m ust  do  t h i s  w it h  r e s e r v a t i o n ,  a s  we a r e  oppose d  

to  th e  p r o v i s io n  in  HR 67 06  w hic h  w ou ld  e x c lu d e  m e n ta ll y  r e ta r d e d  an d 

d e v e lo p m e n ta ll y  d i s a b l e d  c h i ld r e n  fr om  needed  t r e a tm e n t .  We w ould  a l s o  

r e s p e c t f u l l y  r e q u e s t  a d d i t io n  o f  a  t r a c k in g  m echan is m , t o  e n s u r e  a d e q u a te  

d ia g n o s i s  and t r e a tm e n t ,  by  c a te g o r y  o f  d i s o r d e r ,  an d to  e n s u r e  r e f e r r a l  

f o r  t r e a tm e n t  t o  th e  a p p r o p r ia te  h e a l t h  p r o f e s s i o n a l .

We a r e  th e  n a t i o n a l ,  s c i e n t i f i c ,  p r o f e s s i o n a l  an d e d u c a t io n a l  

a s s o c i a t i o n  o f  2 6 ,0 0 0  s p e e c h - la n g u a g e  p a t h o l o g i s t s  an d a u d i o l o g i s t s .

Ou r s p e e c h - la n g u a g e  p a t h o l o g i s t s  r e n d e r  t h e i r  s e r v i c e s  in  a  w id e v a r i e t y  

o f  h e a l t h  and e d u c a ti o n  s e t t i n g s  t o  c h i l d r e n  an d a d u l t s  w it h  sp e e c h  o r  

la n g u a g e  d i s o r d e r s .  Ou r a u d io lo g i s t  mem be rs  d e te rm in e  th e  e x te n t  o f  h e a r ­

in g  l o s s  an d  wor k w it h  th e  h e a r in g  im p a ir e d  to  m ax im iz e r e s i d u a l  h e a r in g  

i n  p e o p le  o f  a l l  a g e s .  T o g e th e r , o u r mem be rs  c o m p ri se  th e  n o n p h y s ic ia n  

h e a l t h  s p e c i a l i s t s  who wor k m ost  c l o s e l y  w it h  th e  c o m m u n ic a ti v e ly  h a n d ic a p p e d .

In  G e n e r a l . On th e  w h o le , th e  A m eri can  S peech  an d H e a r in g  

A s s o c ia t io n  e n d o rs e s  M r. R o g e rs ' l e g i s l a t i o n  an d hope  t h a t  t h i s  l e g i s l a ­

t i o n  s i g n a l s  a re new ed  co mmitm en t w it h  th e  D ep art m en t o f  H e a l th ,

E d u c a ti o n  and W elf a re  to  im ple m ent EPSDT.

D e v e lo p m en ta l D i s a b i l i t i e s . We a r e  p a r t i c u l a r l y  h e a r te n e d  by  Mr.

R o g e r s ’ c o n c e rn  f o r  th e  0 -6  age c a t e g o r y .  We b e l i e v e  t h i s  a c c u r a t e ly  

r e f l e c t s  th e  p u rp o s e  o f  th e  EPSDT p ro g ra m , t o  p r o v id e ,  to  th e  g r e a t e s t  

e x te n t  p o s s i b l e ,  a p p r o p r i a t e  h e lp  w i th  h e a l t h  p ro b le m s f o r  th e  n a t i o n 's
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poor children. The provision in Mr. Rogers’ bill to increase availability 

of EPSDT to the 0-6 age bracket can only reflect a philosophy that these 

children can be helped most by getting help to them as soon as possible.

The sooner health problems are addressed and ameliorated, the sooner the 

child can get on to a normally developing life and education. This is 

particularly true with communicative disorders, since communication forms

the basis for our educational system.

Therefore, we cannot support the language in Section 3(G) of HR 6706,

which would make discretionary a state's use of EPSDT funds in treating 

children with developmental disabilities.

One must take care when drawing lines between covered and uncovered

services that one does not create a chasm. Some of those we call the

communicatively impaired are in danger of falling into the chasm that 

Section 3(G) would create. There are 20 million children and adults who 

are communicatively handicapped. Of these, 8.5 million are hearing 

impaired. Approximately 5 million children and adults have significant 

speech and language difficulties generally unrelated to learning disorders. 

Another 3 million have learning disabilities severe enough to interfere 

with communication and the development of speech and language. Speech 

and language problems also frequently accompany other primary disabili­

ties, such as mental retardation, emotional disorders, neuromotor 

defects, perceptual handicaps, epilepsy and learning disabilities.

Regardless of the source of the problem, children in these groups 

are communicatively handicapped. Regardless of the source of the problem, 

these children will need help of a 6peech-language pathologist and, if 

they are hearing Impaired, an audiologist as well.
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Which  of th e s e  c h il d re n  w i l l  n o t r e c e iv e  s e rv ic e s  un de r EPSDT be ca use

of a d e f in i t io n ?

We r e s p e c t f u l ly  su bm it  th a t  th e  e x c lu s io n  o f  de ve lopm en t d i s a b i l i t i e s

fro m EPSDT wo uld  be  d i f f i c u l t  o f a d m in is t r a t io n , would  v io l a t e  th e

n o n d is c ri m in a ti o n  on th e  b a s is  o f d i s a b i l i t y  p ro v is io n  o f EPSDT, and  would  

im pair  th e  a b i l i t y  o f some c h il d re n  to  r e c e iv e  th e  su pp le m enta l h e a l th  

s e rv ic e s  o f  EPSDT which  ca n h e lp  them to  le a d  a no rm al , h e a lt h y  l i f e .

A p p ro p ri a te  Scr een in g  M ec ha ni sm s. Altho ug h no t in  th e  nu mb ers  in

which  th ey  e x i s t ,  c h i ld re n  w it h  h e a r in g  im pa irm en t a re  be in g  d is co v ere d  
z  k

d u ri n g  sc re e n in g  and a p p ro p r ia te ly  r e f e r r e d .  U n fo rt u n a te ly , we ca nnot 

make th e  same s ta te m e n t fo r  c h il d re n  w it h  sp eec h or la ng ua ge  d is o r d e r s .

One pr ob le m  i s  t h a t  th e  EPSDT prog ram do es  no t use  a t e s t  des ig ned  to  p ic k  

up sp ee ch  o r la nguag e d is o rd e r s ;  th e  De nv er  D ev elop m en ta l Scr ee n in g  T e s t,

a d m in is te re d  in  th e  0- 6 ag e b ra c k e t has  some c a p a b i l i ty  to  un co ve r sp ee ch  

o r la nguag e pro b le m s,  bu t m in im all y . M ic higa n has  re c e iv e d  fu nd in g  fro m 

th e  Bu reau  of Community H ea lt h  S e rv ic e , D iv is io n  o f M ate rn al  and C hi ld  

H ea lt h , to  use  e x p e ri m e n ta ll y  a n o th e r sc re e n in g  in s tr u m e n t,  th e  

P h y s ic ia n ’s Dev el op m en ta l Qu ick  Scr ee n fo r  Sp eech  D is o rd e rs  ( th e  PDQ), which  

ta k e s  f iv e  m in ute s to  a d m in is te r  and  i s  re p o r te d  to  ha ve  a f a l s e  n e g a ti v e

r a t e  o f on ly  3%. We ha ve  a tt a c h e d  an  a r t i c l e  ab out  t h i s  sc re e n in g

te ch n iq u e  to  t h i s  te s ti m o n y  fo r  you r in fo rm a ti o n .

You ca n be  a s su re d  th a t  we w i l l  w at ch  w it h  i n t e r e s t  th e  num ber  of

c h il d re n  in  M ichiga n foun d to  ha ve  sp eec h o r la ng ua ge  pro ble m s,  and th e

fo ll ow -u p  tr e a tm e n t th ey  r e c e iv e .

Dat a C o l le c t io n . T his  le a d s  d i r e c t l y  in to  our nex t p o in t :  The re  i s  

no  adequate  d a ta - c o l le c t io n  ta k in g  p la c e  w it h in  HEW to  m onitor th e
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disabilities uncovered by the EPSDT screening, nor a method of ensuring 

referral to appropriate health professionals for treatment. As EPSDT 

increases its use of nurse practitioners to screen and refer children, it 

is essential that they not only have the proper screening tools to identify 

disorders, but that they are aware of the health professionals most able 

to help children with the problems they uncover.

Therefore, we respectfully request the Subcommittee to consider the 

addition of a section in HR 6706 which would require the Medical Services 

Administration in the Department of Health, Education and Welfare to 

collect data on disorders uncovered through EPSDT screening which track 

diagnosis and treatment by disorder.

We thank the Subcommittee for this opportunity to express our views 

on HR 6706, and our members look forward to working with the Department 

of Health, Education and Welfare in implementing EPSDT to the fullest

extent of its promise.
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Special Reports

SCREEN ING FOR  SPEECH  AND  LANGUA GE DISO RDERS:

A TR AINING  PROGRAM FOR  PHYSICIANS AND  ALL IED HEALTH PRO FESSION ALS

Physicians  are  freque ntly the  first professionals to 
see ch ildren with  comm unicative diso rders (C ou rt and  
Harri s, 1965a; Co urt  and  Harris, 1965b; Godfrey  and  
Ward, 1962; Lig ht and Wolski, 1969; Mul lendore,  
1965: Richardson, 1964; Schaye and Ruben, 1971; 
Shank, 1964) . T hey are  in crit ical  posit ions  for ide nti ­
fyin g and  referr ing  such chi ldren to speech pat holo­
gists for furth er  evaluat ion . It  is highly des irab le, 
therefore, to edu cate medica l studen ts abo ut the need 
to screen  chi ldren for speech and language diso rders 
and  to equip them with  the  abil ity to perfo rm such  
scre ening functions.

During  the pas t few years , the med ical school clin­
ical curr iculum  has  been  co nde nsed and att enuated  by  
such trends  as increas es in class size and  decreases in 
the  leng th of clerksh ips  (Coop er,  1973; Levine, 1973; 
Ta lbe rt and  Bishop, 1973) . These changes  offer an 
ext raordin ary  cha llenge  to speech patholog ists based 
in teaching hospita ls to mak e use of the  most effect ive 
and  efficient tea ching  methods to edu cate the  most 
studen ts reg ard ing speech and  language disorders.

This  Special Repor t describ es how a system of in­
stru ctio n (F igur e 1) is emp loyed in the  De par tment  
of Ped iatr ics at  Th e University of Texas Medical 
Bran ch at Galves ton to teach medica l studen ts, resi­
den ts, pract icin g phys icians, and  allied hea lth pro­
fessionals to screen for speech and  lang uage  diso rders 
(Kible r, Barker, and Miles, 1970; Le vine  c t al., 1974).

F icc he  1. Instructional model.

SHA RO N C. K U L IC , Ph.D., assistant professor in the De ­
partment of Pediatrics at Th e University  of Texas Medical 
Branch at Galveston and communicative disorders director of 
the Chi ld Development Division; KATH RYN ANN BAKER, 
M.A., speech pathologist on the stall of the Child Development 
Division at The Univers ity of Texas Medical  Branch at Calves- 
ton. and HAROLD C  LE V IN E . M.P.A. , director of the Office 
of Research in Medical Education and associate professor in 
•he Department of Preventive Medicine  and Community Health 
at The University  of Texas Medical Branch at Calveston pre­
pared this Special Report.

The mode l of instruction on which this app roach 
to med ical educat ion  is based  has long been endor sed  
by  educat ional speciali sts (K ible r et al., 1970). It is 
emp loyed to make  certa in tha t dep artme nta l resources 
for  lea rning are  coordin ated  an d ma de ava ilab le to 
studen ts throug h the  most effect ive means.

Four steps in the  planning of instructio n are  dif ­
fere nti ate d in this  approac h: (1 ) sta tin g edu cat ional 
objectives in terms of the  behaviors  to be  dem on­
strate d by  the  stu den t following instruc tion , (2 ) ap ­
pra isin g how fa r the student  has al ready moved tow ard  
acc omplish ing each  of the obje ctives, (3 ) select ing  
various p roce dures for accomplishing t he  des ired  le arn ­
ing, an d (4 ) ga the ring information from the  student,  
which enables  him to dem ons trate tha t he has reache d 
the objectives (Lev ine  e t a l., 1974) .

D E F IN IN G  EDUCA TIO N A L OBJ EC TIVE S

Educa tional  object ives tell the  lea rner wh at he  will 
learn  to do and  how  well he mus t learn to do it 
(Johnson and  Johnson, 1973; Lev ine et al., 1974). 
Object ives  may relate  to the acquis ition of know ledge, 
att itu des, or skills (Johnson and  Joh nson, 1973; Le vine 
et al., 1974). They usually  range in level  of abstr ac ­
tion from gene ral goals  to rat he r speci fic descrip tion s 
of actua l behaviors . The process of arr iving at  the  
specific  behavio rs desi red,  based on the  overall  in­
stru ctio nal  goals of the  educational  ins titu tion, is diffi­
cu lt an d tim e consuming  bu t ext remely  valuab le in 
assu ring  student learning.

Tea che rs typically teach cognitive  edu cational ob jec­
tives (Jo hnson and  Johnson, 1973) ; tha t is, teache rs 
are  mos t often concerned with  obje ctiv es rel ate d to 
thinking  and  analyzing.  It was, the refore , not difficult 
for the speech patho logis ts of the  Ch ild  Dev elopme nt 
Divis ion to agre e on the  typ e of fac tual knowledge  of 
speech and  language disorders  tha t sho uld  b e dem on­
strate d by  a med ical stu dent ro tat ing  through  the 
De par tment  of Pedia trics.  Fo r exam ple, it  was  de ter­
min ed tha t the  learner  wou ld be  able to list five 
cate gories of communicative diso rders.

Consensus  was similarly  ach ieve d on the  selection 
of att itu din al objec tives . Th e medica l stu den t's pre­
occupa tion  with acu tely or chro nically  ill chi ldren,  
for example, is well b iow n and  unde rstandable . T he re­
fore, inculcatin g a willingness in the  med ical stu dent
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to adop t s|»eech and language screening as a rou tine  
heal th maintenance procedure was selected as a spe­
cif ic al titud inal  objec tive.

Once the facts  and atti tudes needed by the student 
were defined, it  became possible to define how the 
student slio uld  com bine  these into observab le behav­
io rs  tha t cou ld serve as performance  object ives re­
lated to speech pathology. It  was decided that as an 
in it ia l goal, the med ical student sliould  be able to 
screen chi ldre n aged six mont lis to  six years fo r speech 
and language disorders. This goal was furth er  refined 
throug h field  tes ting  to  state tha t medical students 
should iden tif y w ith 90S ac c u ra c y , chi ldren (aged  six 
montlis to six years) in need of  addit ional evaluation 
bv a speech pathologist .

ASSESSMENT OF THE LEARNERS 
PRIOR KNOWLEDGE

Assessment of  the learner’s pr io r knowledge was 
next considered. Civen the nature of  the knowledge 
and skills  to  be taught , most clin icians agreed that 
med ical students  did not possess appreciab le previous 
know ledge of  speech and language disorders. Discus­
sion w ith dep artm ental residents and a survey of  the 
curricu lum  underscored the fac t tha t the average stu­
den t’s prev ious course work and clinic al experience 
wo uld  contr ibu te li tt le  to his ab ilitx ' to screen for  
speech and language disorders .

The subject of  speech and language disorders  has 
been accorded less pr io rit y in the medical school cu r­
riculum because of  the overw helming amount of 
know ledge and skills  that must be acqu ired thro ugh 
the student's und ergraduate medica l education. A l­
though  it was certa inl y conceivab le that the student's 
previous encounters w ith pediat ric  patients mig ht 
have helped him  to establ ish rapport w ith  chi ldren, 
even so, i t was anticipated  tha t not  al l students would  
possess such skills.

EST AB LIS HIN G SPECIFIC: 
PERFORMANCE OBJECTIVES 

The deve lopment of  specific performance objectives 
wh ich  wo uld  pro vide evidence tha t the goal was 
being achieved was the  four th  step undertaken in 
planning  the educationa l experience It  was decided 
that fo llo wing  instructio n, the student should be able: 
(1 ) to determine if  the  language of chi ldren aged 
six months to six years is significantly dev iant ; (2 ) to 
dete rmine if  the ar ticula tion of  chi ldren aged six 
months to six years is significantly dev iant ; (3 ) to 
relate  such factors as denti tion, tongue mob ilit y,  res­
pira tion, and pala tal fun ction  to speech produc tion; 
and (4 ) to  determine if  the ch ild ’s voice  is sig nif i­
can tly dev iant  in regard  to pit ch , intensi ty,  o r quali ty.  
In  a dd ition, it  was determined tha t the student should 
lie  able to discuss nonftuency in chi ldre n aged 19 to 
47 months whose parents voluntee red concern about 
"stut ter ing ."

SELECTION OF INSTRUCTIONAL METHODS

The  selection of  ins tructional methods was the next 
decis ion to l>e made. Co mpletion of  a self- instructional  
package and practice in clinic al  situa tions were the 
act ivit ies  chosen to enable learners to achieve the  
stated performance  objectives.

Self-instru ction can be defined as teaching oneself 
in the absence of an in stru cto r ( Holcom b and Sandifer, 
1972). Self-instructional  techniques can be improved 
greatly by lis tin g specific objectives and prov id ing  
practice opportunit ies  with in  the teaching device.  An 
especially  designed screening test, Tire Physic ian's 
Developmental  Qu ick Screen for  Speech Disorders 
(th e PD Q) (K u lig  and Baker, 1973a), a programmed 
text. Screening for Speech Disorders in Pediatric Prac­
tice (K u lig  and Baker, 1973b), and a videotape cas­
sette (K u lig  and Baker, 1973c), comprised the mult i- 
med ia sel f-instruct ional package (F igure 2)  designed 
for this lea rnin g experience.

F ig u r e  2.  A n  especia lly desig ned screenin g test, *  pro ­
gram med  text , an d a vide ot ap e cassette comp ris ed  the m ult i-  
media se lf- instruct iona l packag e desig ned fo r the lear ning  ex­
perience.

The PDQ is a screening instrument designed for 
use with  ch ildren  aged six months to six years. Dis­
orders invo lvi ng  language, arti cu lat ion , voice, rhv thm  
of  speech, and the speak ing mechanism are considered 
by  the test. The 10 age-graded PD Q test forms arc 
se lf-inst ruc tion al for admin istratio n and scoring. The 
PD Q k it  also conta ins stimulus  and parent counseling  
mater ials. The PDQ is predica ted on the  assumption 
tha t unless a screening device can be adm inis tered 
comfortably and qu ick lv in office practice, it  w il l not 
be employed bv  allie d hea lth professionals as a rou­
tine heal th maintenance procedure.  Average adm inis ­
tra tion tim e fo r the PD Q is five minutes.
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VA UD AT IOX OF THE PDQ

The PDQ was validated at three sites on the Gal­
veston campus of The University of Texas Medical 
Branch: the Child Development Division, the Pedi­
atric Outpatient Clinic, and the Division of Family 
Medicine.

Children between the ages of six montlis and six 
years were eligible to participa te in this study. One 
hundred and five subjects were obtained in three 
ways: (1)  They' were volunteered by their parents 
in response to local newspaper articles which de­
scribed the project and invited participation  at no 
cost; (2)  Thev were patients of the Pediatric Out­
patient Clinic; or (3)  They were patients of the Di­
vision of Family Medicine of The University of Texas 
Medical Branch at Galveston.

The non-speech-pathologist screeners who partici­
pated in this project by administering the PDQ were 
representative of a number of disciplines. Pediatric 
and family medicine residents administered 25 PDQs; 
medical students, 27; physician assistant trainees, 10; 
registered nurses, 14; licensed vocational nurses, 5; 
pediatric  nurse practitioners, 1; and social workers, 23. 
The speech pathologists who used tlie battery of back­
up instruments were clinicians with master’s degrees.

Each subject received two screening evaluations of 
the adequacy of his speech and language skills. The 
initial screening involved administration of the" PDQ 
by a nonspeech pathologist. The second speech and 
language screening was conducted bv a speech pa­
thologist who was unaware of the results obtained 
through PDQ testing.

RE SULTS AN D IMPLICA TIO NS

Statistical analysis revealed agreement between non­
speech-pathologist screeners using the PDQ and 
speech pathologists employing a battery of back-up 
instruments in 90S of the 105 children tested. Chi- 
square analysis revealed this agreement to be signifi­
cant beyond the 0.001 level of confidence (Table 1). 
The validity of the PDQ is implicit in this finding.

The overreferral rate was 7% and the underreferral 
rate was 3?. Tins finding was in the hoped-for direc­
tion.

Tai»lc I. Agr eement and  disagreem ent  bet ween speech  pa­
tholo gists  an d non -speech path olo gis ts on ade quacy of spee ch 
an d lan guage skills of 105 children.

Speech Pathologiits

Medical Personnel
No of

Subjects Passed
No. of

Subjects Failed
Number of  subjec ts passe d 78 7
Nu mb er of sub ject s fa iled 3 17

X* «  49.842. 
p <  0.001.

Ninety percent agreement existed between non- 
speech patliologists and speech clinicians on the area 
of language (p  <  0.001), 100? agreed on rhythm of 
speech (p  <  0.001), 94? agreed on articulation (p  
<  0.001), 98? agreed on speaking mechanism exam­
inations (p  <  0.005), and 91? agreed on the screening 
of voice (p <  0.005).

The efficacy of non-speech pathologists employing 
the PDQ with children aged six months to six years 
is supported by tlie foregoing study. Additional studies 
regarding the validity and reliability of each form of 
the test  are  currently in progress.

Tlie physician who employs the PDQ in his prac­
tice can expect to miss no more than 3? of the speech 
and language problems exhibited by his pediatric pa­
tients under the age of  six. Tlie screening instrument 
is now being used by faculty, house staff, and allied 
health professions of the University of Texas Medical 
Branch at Galveston (Figu re 3).

Ficu ax  3. Ped iatr ician Bobby* Rouse adm ini ste ring the PD Q 
to an 18 month old  whi le speech pathologists Sharon Kulig an a 
Kath ryn Ann Balter observe.

TH E PRO GRAM MED TE XT

The stated intention of the programmed text is to 
introduce the non-speech pathologist to screening for 
speech and language disorders using the PDQ. Op­
erational definitions of language, the rhythm of speech, 
articulation, voice, and the speaking mechanism are 
presented by relating these concepts to the manner 
in which they are considered by this screening in­
strument.

For example, the studen t is told in the text that 
deviant articulation, as considered by the PDQ, in­
volves misproductions or omissions of the sounds of 
the language and decreased intelligibility in running 
conversational speech. Tlie student is cautioned to 
view deviations in articulation in light of develop­
mental milestones, and he is assured that norms for



articula tory performance are built  into each of  the 
age-graded test forms.

Feedback concerning  the student ’s learning is ob ­
tained bv  presentin g him  with  questions to wh ich he 
is asked to  respond in w ri tin g in the programmed text. 
For  example, several fill -in -the-bla nk  questions arc d e­
signed to rein force the student’s understanding of  the 
majo r categories of  com municative disorders: “The 
seven-vear-old ch ild  who typica lly  says ’wed’ fo r ‘red ’ 
may e xhibit a disorder o f __________ .* ( ar ticula tion, .

While the PDQ  and the programmed text are the 
prima ry informa tion carrie rs of  the self- inst ructional 
package, a videotape enables the learn er to pract ice 
his clin ica l judgment o f speech and language disorders. 
The teaching  tape permits the student to see and hear 
chi ldre n wlro  illustrate  normal and disordered speech 
and language skills.  Tire use of  videotape also con­
tributes to the learning experience wha t has been de­
scribed as “a sense of  the imm ediate  ( ’th is is happen­
ing now’ )”  (Eng el , 1972).

Observation of  the  videotape is furth er  guided by 
the narra tive  of  the  programmed text.  As the video­
tape shows a prac tic ing  phys ician  adm inis tering the 
PDQ, the student is asked to record on the test form  
reproduced in his prog ram med text his own impres­
sions of  the simu lated pat ient. Tire  student is then 
provided imm ediate feedback as to the extent of 
agreement between his clinic al judgment  and that of  
a speech patho logist  as the text prov ides him wi th  the 
speech clinic ian’s wri tten  impressions of  the same 
chi ld. The  student is then asked to record any dis ­
crepancies between his impressions and those of  the 
speech pathologist  presented in his text.  He is en­
couraged to discuss such discrepancies subsequent ly 
with  departmenta l speech patholog ists fo llowing  his 
complet ion of  the packet.

The student is simila rly  taught  by  text and video­
tape to counsel parents of  ch ild ren ranging in age 
from  19 to 47 months when the  parents voluntee r con­
cern tha t thei r youngster "m ight  be stu ttering."  The 
student is taught  tha t he migh t elect to send home 
with  such parents the PD Q handou t entitled  "No rma l 
Nonfluency—Another Stage in Cr ow ing Up ," to make 
this developmental phase of  the  language learning 
process less anxie ty arous ing for parent  and ch ild . 
The student is caut ioned, however, tha t refe rral  of  
such cases to a speech pathologist fo r fol low -up is 
ind icated  shou ld parental concern in this regard per ­
sist beyond six weeks despite his counseling. Students 
are encouraged to refer  all ch ildren  48 months of  age 
and older to speech patholog ists fo r furth er  evaluation  
whenever a parent vo luntar ily  expresses concern 
about "stut ter ing ."

EVALUATION

Evalu ating  the successfulness of  the self -ins truc ­
tional package in accomplish ing the educational ob ­
jectives was the final step undertaken. Firs t, data were

gathered concerning  students’  impressions of  the ade­
qua cy of the instruction.

Those data were gathered by  asking groups of  stu­
dents to complete  a s truc ture d eva luat ion form . The y 
were asked to record their  impressions o f the ins truc­
tiona l methods employed according to  19 bipola r 
scales (f o r example, objec tives inapprop ria te/ob jec - 
tives app ropr iate, questions he lpful/questions  dis ­
trac ting, assumed info rmatio n I didn ’t kn ow /w rit te n 
at mv leve l).

In  designing the materia l, several students served 
as a tri al  group. Th eir  reactions were gen era llv qu ite  
posi tive.  Fu rth er  adminis trations to students have 
eli cited  continual highly  pos itive  responses. Some sug­
gestions offered by  those reviewin g the materia ls w il l 
be ut ilized  in  subsequent editions o f the  ins tructional 
materia l.

CONCLUSIONS

The creation of  a spec ially  designed sel f-instruc­
tiona l package resulted in the deve lopment of  a 
screening test of  speech and language suf ficiently eco­
nom ical in admin istratio n tim e to be emploxed by 
physic ians and allie d heal th professionals as a rou tine  
hea lth maintenance procedure. Students were  taught  
to screen child ren aged six months to six vears fo r 
speech and language disorders w ith  90? accuracy.

Advantages of  the sel f-instruct ional approach ac­
crued to  departm enta l speech patholog ists as we ll. 
Student perceptions of speech patholog ists’  teaching 
as we ll as their consultative roles were enhanced 
( Lev ine, 1973).  Tim e was freed to pe rm it speech pa­
thologists  to  work more frequen tly  w ith med ical stu ­
dents on an indiv idua l basis ( Ho lcomb and Sandifer, 
1973).
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state O f California—health an d welfare agency

DEPARTMENT O F HEALTH
714- 744  P STREET 
SACRAMENTO. CA LIFORNIA  95814 

(916) 322-4780

EDMUND G BROWN JR . Governor

September 28, 1977

Honorable Paul G. Rogers 
The House of Representatives 
Rayburn House Office Building, Room 2407 
Washington, DC 20515

Dear Mr. Rogers:

I would like to commend you for offering new legislation, HR 6706, to 
improve the Early and Periodic Screening, Diagnosis, and Treatment 
(EPSDT) program. The provisions of the legislation take important steps 
toward meeting some of the deficiencies of that program. The increased 
federal financial participation provided by your bill should increase 
the availability of the program. Even more important, children who start 
in the program will have six extra months to get treatment after screening 
if the family is found ineligible for the Medical Assistance Program.

Although your bill provides coverage for additional children in other 
parts of the country, we are already including this group in California.
We are concerned that this is not enough to bring early and continuing care 
to all poor children. The California Health and Welfare Agency is study­
ing the need for and feasibility of extending these services beyond the 
group covered in your bill and would like to share with you the findings 
of this study when it is ready. In general, it can be said that to meet 
the needs of poor working families, greater participation in their care 
by the Federal Government is needed. With the rising cost of food and 
shelter, the health needs of these children are being neglected.

As the Child Health Assessment Program (CHAP) bill is now presented, there 
would be problems in implementing it in California. I urge you to consider 
the following amendments so that maximum program development will be assured. 

1. Child Health Assessment Program

Section 5, Section 1912 (b)(2), should be amended by striking out 
"during the period beginning October 1, 1977 and ending September 30, 
1978" in subparagraph (A) and all of subparagraphs (B) and (C).

The bill, as now written, implies that periodic assessments with 
follow-up to diagnosis and treatment by another provider comprises a 
second class service and will not be allowed or get 75 percent support 
after 3 years. These are the services that are given throughout 
California by the public health departments and also by public schools, 
both of which provide outreach and follow-up by trained nursing 
personnel. The public health clinics have been encouraged for years 
and supported by Title V public health money. It is well known that 
this is the only way to reach many hard-to-reach families. If the



649

CHAP program is to be successful in its declared objective of reach­
ing hard-to-reach families, this provision should be changed so that 
all assessment programs with adequate outreach and follow-up are 
supported to the same extent as comprehensive care providers.

At present in California, only about three percent of the eligible 
population is being given EPSDT services by comprehensive care 
providers. There is no area that could adequately serve the children 
without using public health and school programs. In addition, it 
should be recognized that these programs which use trained nurses 
and other support persons to reach out into the community are more 
expensive than services to people who will come in and get them from 
a private doctor or centrally located clinic. Since these programs 
are also more successful in reaching hard-to-reach children, they 
should receive the higher federal financial participation.

2. Federal Reimbursement

Section 7 (a), Section 1903 (a), Paragraph 6, should be amended by 
striking out "other than dental and inpatient care", thereby giving 
at least 75 percent federal reimbursement for all diagnostic and treat 
ment services indicated by the assessment.

The increased federal reimbursement is needed to assure maximum admin­
istrative support in all the states for expanding this program to all 
children. The most needy children will be the ones who have serious 
problems. Dental care is a most neglected service and one which with 
Increased support may become more available.

3. Penalty Assessment

Section 7 (a), Section 1903 (b) (1), should be amended to change 20 
percent on page 10, line 4, to 10 percent. In a cooperative venture 
between the federal and state governments, it is better to have a 
penalty more reasonably and fairly applied. This penalty of 20 
percent of administrative monies for Title XIX is actually twice as 
severe for California as the present penalty.

To eliminate previously imposed EPSDT penalties, Section 8 of the 
bill should be amended to change the repeal date of Section 403 (g) 
of the Act from September 30, 1977 to July 1, 1974. This will remove 
the statutory basis for the earliest penalty and, therefore, all 
penalties.

California is very concerned about the prosecution of the penalties 
assessed over two years ago. They are taking up much professional 
time of state program personnel to research and prepare documents 
for reevaluation and appeal. At the same time much progress has 
been made throughout the State in meeting the goals of the program.
If the repressive nature of the penalty system is to be removed, 
the states must be given credit for the changes that have taken place.

97-633 0  - 77 -4 2
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4. Other Changes Recommended

a. Section 2 (3), page 2, line 7, compared with Section 4, Section 
1912 (c), page 7, line 10 -- Clarify whether eligibility would 
be based on income only or income and resources.

b. Section 4, Section 1912 (b) (4) —  Allow the provider to work 
cooperatively with the state program to assure adequate follow-up. 
In this manner in California the private physician is assisted by 
workers in the health and welfare departments to keep in touch 
with hard-to-reach families.

c. Other penalty concerns:

Section 7 (a), Section 1903 (b) (1)

Page 10, line 12 -- Six months should be the minimum period allowed 
for program changes to bring about compliance. For more serious 
problems a longer time should be allowed.

Page 10, lines 17 through 22 —  Department of Health, Education, and 
Welfare should not be allowed to concentrate their audits on some 
states and not audit others. Either a random sample should be 
selected or all states audited.

A provision for the penalty process to follow "due process should 
be added.

Finally, I would like to assure you that the Administration in California 
fully supports adequate health care for all children and youth on Medical 
Assistance and that the Child Health and Disability Prevention Program, in 
cooperation with the State Division of Social Services, is expanding services 
to these families as rapidly as possible.

Therefore, I urge you to continue your efforts to improve this program, 
and I am certain that the changes suggested here would help to provide 
a better and more effective program in California.

Sincerely,
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cAAMD
FOUNOtD  18’6

AM ER IC AN ASSO CIA TIO N ON  M EN TAL  D E FIC IE N C Y

5101 Wisconsin  Avenue. N W . Wash ington. D C 20016 

20 2/68 6 5400

September 30, 1977

The Honorable Paul Rogers
Subcommittee on Health and the Environment
2415 Rayburn Building
Washington, D.C. 20515 

Dear Congressman Rogers:

I am writing to express AAMD's position on the CHAP proposal.
As you nay knew, AAMD is the only interdisciplinary professional 
and scientific organization dedicated to meeting the needs of persons 
who are mentally retarded.

A key provision of this legislation would act to reduce services 
to children who are developmentally disabled or mentally ill.
By making certain services a matter of discretionary decision­
making for each state this provision represents a giant step 
backwards under the current law. All states are required at a 
minimum to arrange for treatment of conditions discovered during 
routine screening. By making even these services optional in the 
cases of developments 11 y disabled children the new proposal 
effectively denies them even the most minimal benefits under 
the new program.

The position of AAMD is to maintain the mandatory treatment for 
developmentally disabled children discovered during routine screening 
I hope this position is favorably considered during the subcommittee 
mark-up of H.R. 6707.

Your cooperation will be greatly appreciated.

AJB:lt
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STATEMENT OF

THE AMERICAN SOCIETY OF DENTISTRY FOR CHILDREN

The Am erican  S o c ie ty  o f  D e n ti s tr y  fo r  C h il d re n  i s  p le a se d  to  p re se n t 

t h i s  te s ti m o n y . Dur ing i t s  f i f t y  y ea rs  o f e x is te n c e , th e  S o c ie ty  ha s 

s t r iv e n  to  prom ote  d e n t i s t r y  fo r  c h il d ren  to  e le v a te  th e  le v e l  o f d e n ta l 

h e a lt h  o f  th e  yo unges t segm en t o f  our p o p u la ti o n .

In  i t s  e a r ly  h i s to r y ,  th e  S o c ie ty  so ug ht  t o  re q u ir e  th e  te a ch in g  

D e n ti s tr y  fo r  C hil d re n  as  an in te g r a l  p a r t o f  th e  cu rr ic u lu m  o f  a c c re d it e d  

sc hoo ls  o f  d e n t i s t r y  in  th e  U nit ed  S ta te s . S in ce  t h a t  su c c e ss fu l e f f o r t  

ASDC has  spawne d o th e r  s ig n i f ic a n t  a c t i v i t i e s  to  pr om ote more and  b e t t e r  

d e n ta l s e rv ic e  to  our c h il d re n . We fi rm ly  b e li e v e  in  th e  p ro v is io n  o f  th e  

h ig h e s t s ta n d ard s o f  c are  to  be  a  la rg e  d e n ta ll y  n e g le c te d  p o r ti o n  o f ou r 

p o p u la ti o n .

I t  may be  re dundan t to  s t a t e  d e n ta l d is e a se  has  an acc um ula tive  e f fe c t  

on th e  h e a lt h  o f  c h il d re n  and  a d u lt s . The ra vages o f  th e  d is e a se  to  th e  

h a rd  and s o f t  t i s s u e s  o f  th e  o ra l  c a v i t ie s  o f  fc hildre n c a r r i e s  over  in to  

th e  pe rm an en t d e n t i t io n  c re a ti n g  a fa v o ra b le  en vi ro nm en t fo r  th e  co mpl et e 

lo s s  o f  te e th  n e c e s s i ta t in g  expen si ve  p r o s th e ti c s  d e v is e s . P ri m ari ly  

fo r  t h i s  re aso n  we su p p o rt  a prog ram <rtiich re co g n iz e s  th e  ne ed  t o  em ph as ize 

d e n ta l care  a t  an e a r ly  age fo r  th e  c h il d re n  in  our s o c ie ty . We do su pport  

th e  in te n t  o f  H.R . 6706 to  in c lu d e  c h il d re n  in  th e  l e s s  fo r tu n a te  so c io ­

eco nomi c seg me nt o f  our s o c ie ty  not now e l i g i b le  fo r  s e rv ic e s . We do th in k ,  

ho wev er , th e  pro pose d l e g i s l a t i o n  re q u ir e s  m o d if ic a ti o n  i f  t h i s  i s  to  be

e f f e c t iv e .

We se e th e  C hild  H eal th  As sessmen t Act  as  a s te p  ba ck ward fro m th e  

d e n ta l b e n e f i ts  now a v a i la b le  un de r th e  E arl y  and P e r io d ic , S cre en in g ,
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D ia gnosi s and Tre at m en t Pro gram  (EPSD T). Under  th e  c u rre n t EDSDT l e g i s l a t i o n  

c h il d re n  e l i g i b le  fo r  th e  prog ram may re c e iv e  a b ro ad er ra nge o f se rv ic e s  

th an  pro pose d in  H.R . 67 06 . On th e  one ha nd  th e  b i l l  a tt em p ts  to  perm it  

more  c h il d re n  to  be  cover ed  b u t on th e  o th e r  hand  th ey  w i l l  be  r e s t r i c t e d  

in  th e  s e rv ic e  th ey  may r e c e iv e . T his  ap pr oa ch  appea rs  to  be  in  c o n f l i c t  

w it h  Sec . 2 ( l )  in  th e  D e c la ra ti o n  o f  Pu rp os e wh ich  s t a t e s  th e  purp ose  o f  

th e  prog ram i s  " to  co n ti n u e  and ex pa nd  th e  a v a i l a b i l i t y  o f  h e a l th  care  to  

c h il d re n  who se fa m il ie s  do no t ha ve  adeq uate  re so u rc e s  to  co ver  th e  co st  

o f  su ch  c a re  and t o  s tr e n g th e n  e f f o r t s  to  a ssu re  adeq uat e c h il d  h e a lt h  

a ss ess m en t,  d ia g n o s is , tr e a tm e n t,  and p e r io d ic  re ass essm en t o f  a l l  e l i g ib le

c h i ld r e n ."

By c o n tr a c tu a l ar ra ng em en t th e  Am erica n S o c ie ty  o f  D e n ti s tr y  fo r  

C hil d re n  was p le a sed  to  dev el op th e  d e n ta l g u id e li n e s  fo r  EPSDT fo r  th e  

De pa rtm en t o f  H ea lt h  Educa tion  and W elf are . A cop y o f  th e se  g u id e li n e s  

i s  a tt a c h e d  as  an ap pe nd ix  to  t h i s  te s ti m o n y . We ta k e  th e  p o s i t io n  th e  

g u id e li n e s  a re  s t i l l  u se fu l and  m ea nin gfu l fo r  a prog ram o f  q u a l i ty  

d e n ta l c a re  fo r  c h il d re n . Aga in , we se e  a s h i f t  to  th e  d e n ta l com pon ent  

o f  th e  CHAP prog ram as  a ba ckwa rd  s te p  in  th e  d e n ta l care  fo r  e l i g ib le  

c h il d re n .

By l im i t in g  tr ea tm e n t only  to  th o se  d e n ta l c o n d it io n s  d is co v ere d  a t  th e  

sc re en in g  p e r io d  th e r e  i s  a cu t ba ck  in  s e r v ic e s .  A d d it io n a ll y  th e  sc re e n in g  

i s  not re q u ir e d  to  be  ac co m pl is he d by anyone  w it h  a know led ge  o f  d e n ta l 

c o n d it io n s . We wo uld  su pport  th e  u t i l i z a t i o n  o f  sc re e n in g  pers o n n el 

kn ow le dg ea bl e in  d e n t i s t r y  and  wo uld  s tr o n g ly  urg e a c o n ti n u i ty  o f  se rv ic e  

by  p e rm it ti n g  th e  re n d e ri n g  o f  n e ce ssa ry  tr e a tm e n t be tw ee n sc re e n in g s  fo r  

th o se  a lr e a d y  e l i g i b le  who ha ve  bee n t r e a te d  in  th e  pr og ram .
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We in  ASDC fe a r  th e  prog ram fo r  d e n ti s t r y  as  su ggest ed  in  H.R. 6706  

w i l l  be  p e rc ie v ed  by o th e rs  as  a " q u a li ty  prog ram" as  im p li ed  in  Sec . 2 (5 ) 

o f  th e  D ecla ra ti o n  o f Pu rp os e when in  fa c t  i t  i s  n o t.  We urg e yo u to  main ­

t a in  th e  le v e l  o f  se rv ic e s  now p e rm it te d  un de r th e  EPSDT pr og ram .

One o f  th e  key co nce rn s ab out th e  c u rr e n t h e a l th  ca re  d e li v e ry  sy stem  

i s  th e  e f f ic ie n c y  w it h  which  c a re  i s  p ro v id ed . We in  ASDC a re  aw are  o f  th e  

ne ed  to  make care  a c c e s s ib le  and t o  p ro v id e  i t  in  th e  mos t e f f i c i e n t  

man ne r. The re qu ir em ent l im i ti n g  d e n ta l tr e a tm e n t to  t h a t  d is co v ere d  duri ng  

an ass es sm en t appea rs  t o  in te rp o se  an a d d it io n a l o b s ta c le  fo r  th o se  e l i g ib le  

who se ek  co n ti n u in g  ca re  and  who re q u ir e  a d d it io n a l  access to  th e  prog ram. 

Under  th e  c u rre n t wor di ng  sh ould  a c h il d  ha ve  an em ergenc y pr ob le m , th a t  

c h il d  would  not be  e l i g ib le  fo r  c a re  u n le ss p re v io u s ly  a sse ssed  fo r  th a t  

pro ble m , and  r e fe r r e d  fo r  tr e a tm e n t.  Such  a re qu ir em en t wo uld  ap pea r not 

to  be  in  th e  b e s t  i n t e r e s t  o f  th e  p a ti e n t  o r th e  pr og ram .

We a ls o  s tr o n g ly  urg e th e  F ed era l re im bu rsem en t fo r  d e n ta l care  to  

be  d e a l t  w it h  on an  e q u a ti b le  b a s is  w it h  a l l  o th e r  p a r ts  o f  th e  h e a lt h  care  

pr og ra m . I f  th e  purp ose  o f  th e  Act  i s  "To p ro v id e  f u r th e r  in c e n ti v e s  to  

th e  S ta te s  to  a rr ange  fo r  and  t o  en co ur ag e q u a li ty  h e a l th  ca re  fo r  c h il d re n ,"  

i t  appea rs  w orthw hile to  c re a te  an en vi ro nm en t t o  a s su re  th e  d e li v e ry  o f  

th e  c a re . By re im burs in g  on e segm ent o f  th e  h e a l th  c a re  o f  c h il d re n  

d i f f e r e n t ly  from th e  o th e rs  appea rs  to  im ply i t  i s  no t im port an t and th e r e ­

fo re  a " d is in c e n ti v e "  i s  c re a te d . Such a p la n  a ls o  im p li es  th a t  i s  th e  

way a " q u a li ty "  pr og ram sh ould  e x i s t .  On t h a t  p o in t we ta k e  is su e  fo r  

d is e a s e  in  one p o r ti o n  o f  th e  body i s 'a s  im p ort an t to  t r e a t  as  d is e a se  in  

an y o th e r  p o r ti o n  o f  th e  bo dy . We a ls o  se e t h i s  as  s e t t i n g  up a fr ag m en t-
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a ti o n  o f  se rv ic e s  to  c h il d re n  vner eb y c h il d re n  in  more a f f lu e n t  s t a te s

re c e iv e  more co m pr eh en sive  c a re . Thus i s  s e t  up  a  pr og ram w it h o u t un iform

b e n e f it s  among th e  S ta te s .

F in a ll y  we wo uld  l ik e  to  em ph as ize th e  ne ed  f o r  th e  p re v en ti o n  o f  

d e n ta l d is e a s e . C le a r ly  th e  p ro pose d  C hil d  H ealt h  Asses sm en t Act  re co g n iz es 

th e  im port an ce  o f  p re v en ti o n  as  th e re  i s  a s p e c if i c  re fe re n c e  to  in c re a se  

im m un iz at io n le v e ls  o f  c h il d re n . In  our Manual fo r  C h il d re n 's  D enta l Care 

Prog rams (s e e  Ap pe nd ix) we c le a r ly  s t a t e  our p o s i t io n  on th e  ne ed  fo r  

p re v en ti o n  w it h  em ph as is  on th e  f lu o r id a t io n  o f  p u b li c  w ate r su p p l ie s . I f  

we a re  to  p ro v id e  a fa v o ra b le  en vi ro nm en t fo r  our c h i ld r e n 's  d e n ta l h e a lt h  

a more  b e n e f ic ia l  me tho d ca nn ot  be  fo und. Th ere a re  a ls o  p o s s i b i l i t i e s  

fo r  sc hoo l w ate r f lu o r id a to r s  in  th o se  co mmun iti es  wh ere  i t  i s  not f e a s ib le  

to  f lu o r id a te  a common w ate r su p p ly . A d d it io n a ll y  th e re  sh ould  be  a p la nned  

program  o f  d e n ta l h e a lt h  ed u ca ti o n  in  th e  cl as sr oom s fo r  a l l  c h il d re n  co uple d 

w it h  th e  to p ic a l  a p p li c a ti o n  o f  f lo u r id e s .  Your c o n s id e ra ti o n  fo r  in c e n ti v e s  

to  u t i l i z e  th e s e  me tho ds  to  dev el op a p o s i t iv e  im pa ct  on th e  d e n ta l h e a lt h  

o f  c h il d re n  would  be  welco me d. Suc h an in c e n ti v e  pr og ram wo uld  n o t on ly  be  

s e n s ib le  from a p re v en ti v e  p o in t o f  vie w , b u t wo uld  lo wer  pr og ram c o s ts  in  

th e  lo ng  vi ew .

We in  th e  Am erican  S o c ie ty  o f  D e n ti s tr y  fo r  C hil d re n  a re  p le a se d  to  

su pport  th e  C hild  H eal th  Asses sm en t Ac t w it h  th e  m o d if ic a ti o n s  su g g est ed .

We a re  fo r  more and b e t t e r  d e n ta l c a re  fo r  th e  c h il d re n  o f  o u r n a ti o n .

We s in c e re ly  ho pe  yo u w i l l  ke ep  th e  d e n ta l p ro v is io n  o f  th e  EPSDT pr og ram 

in  H.R . 6706 by  ma kin g th e  a p p ro p ria te  amendments  to  th e  A ct .

We th an k  yo u fo r  th e  o p p o rtu n it y  to  p re s e n t t h i s  te s ti m o n y .
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STATEMENT

o f the

AMERICAN MEDICAL ASSOCIATION

Submi t t ed  to  th e
Subco m m itt ee  on H ea lt h  and th e  E nv ironm ent 

Com mittee  on In te r s ta te  and  F o re ig n  Commerce 
U n it e d  S ta te s  House o f  R e p re s e n ta ti v e s

Sep tembe r 23 , 1977

Re: H. R. 6706 - The C h il d  H e a lt h  Ass es sm en t A ct

The Am eric an M edic a l A s s o c ia t io n  ta ke s th is  o p p o r tu n it y  to  subm it  i t s  

v ie w s on H.R.  67 06, le g is la t io n  th a t w ould  m o d if y  th e  c u r re n t  E a r ly  and 

P e r io d ic  S c re e n in g , D ia g n o s is , and Tre a tm ent (EPSDT) pro gra m  un der th e  

S o c ia l S ecu ri  ty  A c t.

DACI-.GROUND ON PROPOSED LEGISLATION

T h is  pr op ose d le g is la t io n  wou ld  amend T i t l e  XIX (M e d ic a id ) o f th e  

S o c ia l S e c u r it y  A ct to  p ro v id e  fo r  a C h il d  H e a lt h  Ass es sm en t Pro gram .

The s ta te d  pur pose s o f  e n a c t in g  th is  new C h il d  H e a lt h  Ass es sm en t Prog ram 

a rc  to  m o d if y  th e c u r re n t EPSDT pr og ra m  and  to  ex te nd  M ed ic a id  EPSDT 

e l i g i b i l i t y  to  th ose c h il d r e n  whose fa m il ie s  a re  o f  low  incom e b u t who do 

n o t o th e rw is e  q u a l i f y  fo r  M ed ic a id  beca us e o f  fa m il y  s t r u c tu r e .

H.R . 6706 w ou ld  re q u ir e  s ta te s  to  o f f e r  th ro u gh  t h e i r  M ed ic a id  pr og ra m s 

th e  p ro v is io n  o f  c h i ld  h e a lt h  as se ss m en ts  and p r im a ry  ca re  to  a l l  c h il d r e n  und er 

s ix  years  o f  age  whose  fa m il y  me ets  th e  s ta t e 's  incom e te s t  fo r  A id  to  F a m il ie s  

w it h  Dep en de nt  C h il d re n  (AFD C) , bu t whose fa m il y  s t r u c tu r e  makes them in ­

e l i g ib l e  fo r  AFDC. In  a d d i t io n ,  th e  s ta te  w ou ld  be re q u ir e d  to  p ro v id e  c h i ld  

h e a lt h  as se ss m ents  and p r im a ry  ca re  to  c h il d r e n  under th e  age  o f  tw e n ty -o ne
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whose fa m il ie s  are re ce iv in g  a id  o r ass is ta nce  under c e r ta in  s ta te  w e lfa re

pr og rams.

An in d iv id u a l under the age o f tw en ty -o ne who has re ce iv ed a h e a lth  

assessment under the C h il d  Health Assessment Program wo uld  con tinue  to  

be e l ig ib le  fo r  med ical  ca re  fo r  s ix  months a f te r  e l i g i b i l i t y  fo r  me dic al 

ass is ta nce wo uld  o th erw is e  te rm in a te  because h is  fa m il y  exceeded th e e l ig ib ­

i l i t y  l im i ts  to  con tinue  in  the Med icaid prog ram.

C h ild  h e a lt h  assessment cou ld  be pro v id ed on ly  by a he a lth  ca re  

p ro v id e r who ente re d in to  an agreem ent  w it h  the s ta te  agency re spons ib le  fo r  

a d m in is te ri n g  the s ta te  Med icaid pro gra m to  p ro v id e  to  e l ig ib le  c h il d re n  

se rv ic es in c lu d in g : p e ri o d ic  h e a lth  assessmen ts , a minimum ran ge o f d ia g n o s ti c  

and trea tm ent s e rv ic e s , and when in d ic a te d , re fe r r a l to  a p p ro p ri a te  p ro v id e rs  

fo r  needed tr ea tm en t.

To be e l ig ib le  to  p a r ti c ip a te  in  the pro gra m a h e a lth  ca re  p ro v id e r wo uld  

have to  assume re s p o n s ib il it y  fo r  th e management o f the me dic al ca re  o f 

each in d iv id u a l assessed to  assu re  th a t a i l  med ical  se rv ic es which  are  o ff e re d  

under the s ta te  pl an and whic h are fou nd to  be ne ce ssary pu rsua nt to  an 

assess ment are  made a v a il a b le  in  a ti m e ly  manner and th a t reassessme nts  are 

pe rfo rm ed  as re qu ired  in  re g u la ti o n s  to  be pr om ulga ted by the S ecre ta ry .

As an in c e n ti ve  to  s ta te s  to  e n ro ll  e l ig ib le  c h il d re n  w it h  h e a lth  ca re  

p ro v id e rs  p a r t ic ip a t in g  in  the  prog ram, the fe d e ra l match ing c o n tr ib u t io n  

would  be in cre ase d. For any s ta te , th is  in c e n ti v e  ra te  wo uld  be 1/2 o f the 

sum o f the s ta te 's  cu rre n t Med icaid match ing ra te  and 90? (b ut no t le ss  than  

75?) fo r  sums expended du ring  each q u a rt e r which  are a t t r ib u ta b le  

to  c h il d  h e a lth  assessme nts, d ia g n o s is , tr e a tm e n t,  fo ll o w -u p  and med ical  

ca re  management o f in d iv id u a ls  who have  been assessed under an approved 

c h il d  h e a lth  assessment pro gra m.



Fe dera l re imburse me nt un der the  Med icaid program wo uld  be con tingen t 

upon a s ta te  mee tin g such stan da rd s as the S ecre ta ry  may de te rm ine fo r  the 

purpose o f (a )i n fo rm in g  fa m il ie s  o f ch il d re n  e l ig ib le  under the pro gra m o f 

the a v a il a b i l i t y  o f c h il d  h e a lth  asse ssment se rv ic e s ; (b ) assu ring  the  

p ro v is io n  o f c h il d  he a lth  assessments  in  a ti m e ly  manner; (c ) assu ring  the 

p ro v is io n  o f any med ical  ca re  o r s e rv ic e , the need fo r  which  is  d is c lo sed  

by assessme nts ; and (d ) assu ring  compl ianc e w it h  terms o f agreements  i t  

has w it h  p ro v id e rs  o f se rv ic es und er a s ta te 's  c h il d  h e a lth  assessment 

progra m. F a ilu re  to  com ply w it h  the se s ta te d  re qu ire m en ts  wo uld  sub je c t 

the  s ta te  to  a 20% re duction  in  the  fe dera l match ing ra te  under the Med icaid

pro gra m.

In a d d it io n , where the Secr e ta ry  de te rm ines  th a t a s ta te  has met the  

c r i t e r ia  (p ur su ant  to  re g u la ti o n s ) fo r  good pe rfo rm an ce  under the C h ild  

Hea lth  Assessm ent Progra m, a 25% fe dera l match ing ra te  "b onu s"  fo r  admin­

is t r a t io n  o f the progra m wo uld  be made to  the s ta te .

COMMENTS

The American Med ical A ssoc ia tion  expres se s i t s  s tr o n g  su ppo rt  fo r  the 

goal o f expa nd ing th e a v a i la b i l i t y  o f q u a li ty  h e a lt h  ca re  to  

c h il d re n , p a r t ic u la r ly  tho se  ch ild re n  fro m m e d ic a lly  in d ig e n t fa m il ie s  who sh ou ld  

b e n e fi t most fro m h e a lth  ca re  serv ic es such  as tho se  c u r re n t ly  pro vi ded under 

the EPSOT program.  P hys ic ia ns , perhaps more tha n anyone e ls e ,a p p re c ia te  the 

impo rta nc e o f adequate h e a lt h  assessmen t and ca re  fo r  our young pe op le . I t  

is  in  the fo rm a ti ve  ye ar s o f grow th and deve lop me nt o f the in d iv id u a l,  bo th  

p h y s ic a ll y  and in te l le c tu a l ly ,  th a t such se rv ic e s  are  the  most c ru c ia l.  The 

impo rta nc e o f adequa te he a lth  asse ssment and ca re  ca nn ot  be emphasized to o 

s tr o n g ly , and th e me dica l p ro fe ss io n  is  most plea se d to  su pport  the fo rm u l-
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a ti o n  o f le g is la t io n  to  expand access to  A m erica 's  he a lth  ca re  d e li v e ry  

sys tem to  meet more ad eq ua te ly  the needs o f our n a ti o n 's  c h il d re n  and 

young pe op le .

The e a r ly  and p e r io d ic  scre en in g , d ia g n o s is , and treatm ent (EPSDT) 

program has come under in c re as in g  s c ru ti n y  re c e n tl y . There  is  l i t t l e  question  

th a t imp rovement  in  the  EPSDT program  is  needed. In P re s id ent C a rte r 's  

he a lth  in i t ia t iv e s  message to  the Congress  la s t s p r in g , he po in te d  ou t 

th a t the EPSDT pro gra m reach es on ly  30% o f th e 12 m i ll io n  c h il d re n  c u r re n t ly  

e l ig ib le  fo r  M edic aid ; th a t appro x im ate ly  22% o f the c h il d re n  sc reened  under 

EPSDT and fou nd to  need treatm ent do no t re ce iv e  th e se rv ic e  re q u ir e d ; and 

th a t the pre sent progra m does no t reach an estim ate d  700,0 00  c h il d re n  under 

s ix  ye ar s o f age who ar e in  fa m il ie s  whose income meets s ta te  fi n a n c ia l 

re qu ire m en ts  fo r  Med icaid bu t whose fa m il y  s tr u c tu re  makes them in e l ig ib le  

fo r  M edi ca id .

W hi le  we re co gn ize the weaknesses o f the pre sent prog ram, we b e lie ve  th a t 

the EPSDT program  under the Med icaid law is  f u l f i l l i n g  a needed se rv ic e  and 

de se rves  co ntinued su ppo rt  bu t o n ly  w it h  a p p ro p ri a te  m o d if ic a ti o n . How ever, we 

ar e concern ed  th a t th e m o d if ic a ti o n s  proposed  by th is  le g is la t io n  would  

d e tr a c t fro m assuring  f u l l  access  to  q u a li ty  ca re .

F i r s t ,  the fe d e ra l government  is  a lready de ep ly  in vo lv ed  in  a la rg e  

number o f h e a lt h  ca re  prog rams , each ad dressed to  various segments o f the 

p o p u la ti o n . A cco rd in g ly , the ap proa ch  to  mee tin g the h e a lth  ca re  needs o f 

ou r c it iz e n s  has o ft e n  been fragm enta ry . For exam ple , in  a tt em p tin g  to  as su re  

materna l and c h il d  h e a lt h , two spe c ia l programs e x is t ,  the Mater na l and C h ild  

Hea lth  Care p ro v is io n s  under T i t le  V o f the S ocia l S e cu ri ty  Act  and the  

c u rre n t EPSDT pro gra m under T i t le  XIX o f the  S ocia l S e cu ri ty  A c t.  W hi le  

the se  two programs are in  many in sta nces comple me nta ry, th ey  are  a ls o  

d u p li c a ti v e  in  o th e r in sta nces. We b e lie ve  th a t each o f the se  programs
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has a fu n c ti o n  and sh ou ld  be re ta in e d , and in  many re sp ect s exp anded, to  

as su re  q u a li ty  he a lth  ca re  to  e l ig ib le  c h il d re n  and th e ir  mothers-. Y et,  

we wo uld  urg e th a t the se  programs must be viewed to g e th e r.  N e ithe r program 

was in tend ed  no r can rea ch a l l  de se rv in g p o te n ti a l b e n e fi c ia r ie s .

Ano ther  reason  why we be lie ve  th a t the le g is la t io n  as i t  is  proposed 

is  not an adequate ap pro ach to  assu ring  f u l l  acc ess to  the  he a lth  needs o f 

ou r n a ti o n 's  c h il d re n  is  th a t th e C h ild  Hea lth  Assessment Prog ram would  

con tinue  to  be adm in is te re d  under the  pr es en t Med icaid prog ram. Under 

pre se nt law , a s ta te  ha ving a Med icaid program is  re qu ired  to  pro v id e  EPSDT 

se rv ic e s  to  a l l  c h il d re n  e l ig ib le  fo r  M edica id , ye t the program  has fa il e d  to  do so. 

We re co gn ize th a t the proposed le g is la t io n  does p ro v id e  incr eas ed  in cen ti ves  

to  a s ta te  to  p ro v id e  c h il d  h e a lt h  asse ssment s e rv ic e s . N evert he le ss, we 

f a i l  to  un de rs tand  how increa se d in cen ti ves  alon e w i l l  p ro v id e  assu ran ce 

th a t the  he a lth  se rv ic e s  w i l l ,  in  fa c t ,  be pro vid ed under the re spec ti ve  s ta te  

Med icaid programs . The Med icaid program has l e f t  gaps in  the p ro v is io n  o f 

"man da ted " serv ic es  by the re spec ti ve  s ta te s , and the b i l l  wo uld  no t e lim in a te  

th is  p o te n ti a l fo r  le av in g  gaps.

Fu rth er mor e,  the C h ild  Health Assessment Prog ram does no t address the  

he a lth  needs o f pr eg na nt  women and mo thers o f young c h il d re n  who -are them­

se lv es no t e l ig ib le  fo r  M edic aid . C e rt a in ly  the h e a lth  o f  the unborn and the 

newborn cannot be se par at ed  fro m the hea lth  o f the mot he r.  I t  is  fo r  th is  

rea son th a t we emphasize  the  co n ti n u in g  need fo r  a progra m to  pro v id e  no t 

on ly  fo r  the he a lth  o f young c h il d re n , bu t as w e ll  fo r  pr eg na nt  women and 

mo the rs o f very  young c h il d re n .

As to  s p e c if ic  p ro v is io n s  o f the C h ild  H ealth Assessm ent Program, we have 

se ve ra l strong co nc er ns . F ir s t ,  we no te the re qu ire m en t under the  b i l l  th a t 

c h il d  he a lth  assessments under the program may be pro vid ed on ly  by a he a lth  

ca re  p ro v id e r who en te rs  in to  an agreem ent w it h  the s ta te  agency re spons ib le
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fo r  a d m in is te ri n g  o r sup e rv is in g  th e a d m in is tr a ti o n  o f  the s ta te  Med icaid 

p la n . Th is  p ro v is io n  is  u n des ir a b le , and cou ld  re s u lt  in  

the re c e ip t o f le v e ls  o f he a lth  ca re  fo r  thos e in d iv id u a ls  re c e iv in g  ca re  

under th e CHAP program d if fe re n t  fro m thos e in d iv id u a ls  re c e iv in g  ca re  

th ro ug h o th e r h e a lt h  ca re  p ro v id e rs . To re q u ir e  a he a lth  ca re  p ro v id e r to  

e n te r in to  a h e a lt h  ca re  agreem ent  is  no t o n ly  onero us  fo r  the p ro v id e r , bu t 

co u ld  tend  to  concentr a te  CHAP b e n e fi c ia r ie s  around a li m it e d  range o f p ro v id e rs , 

such  as in  spec ia l CHAP c l in ic s .  This  p ro v is io n  in  i t s e l f  co u ld  lea d to  

c u r ta il m e n t o f the  in d iv id u a l fa m il y 's  r ig h t  to  s e le c t a p h ys ic ia n  o r o th e r 

h e a lth  ca re  p ro v id e r and may in  fa c t  e f fe c t iv e ly  deny a b e n e fi c ia ry  desired  

med ical  a tt e n ti o n  by r e s t r ic t in g  th e med ical reso urce s a v a il a b le  to  such 

CHAP b e n e fi c ia ry .

By re q u ir in g  on ly  he a lth  ca re  p ro v id e rs  th a t have con tr ac te d  w it h  the 

s ta te  Med icaid agency to  be p e rm it te d  to  p ro v id e  CHAP serv ic es  co u ld  re s u lt  

in  the evolve men t o f  spec ia l " c l in ic s "  fo r  the p ro v is io n  o f CHAP se rv ic es 

and thus  pre clu de any p a r t ic ip a t io n  by h e a lt h  ca re  p ro v id e rs  o r phys ic ia ns 

who m ight  o th e rw is e  d e s ir e  to  p ro v id e  such s e rv ic e s . Th is  co u ld  re s u lt  

no t on ly  in  seve re ly  r e s t r ic t in g  the a v a i la b i l i t y  o f me dica l se rv ic es 

bu t fa i lu r e  to  take  advanta ge o f th e bro ad ran ge o f med ical  se rv ic e s  now 

re a d il y  a v a il a b le  th ro ug h the  p r iv a te  he a lth  ca re  se c to r.  The e s ta b li s h ­

ment o f a "m in i- h e a lt h  d e li v e ry  sy stem " an alo go us  to  a government  h e a lth  

se rv ic e  under an expanded EPSDT pro gra m w i l l  l im i t  access to  many o f  the 

a v a il a b le  med ical  re so ur ce s in  our pre sent syste m and may w e ll  l im i t  the 

scope and q u a li ty  c f  se rv ic es to  CHAP b e n e fi c ia r ie s .

In a d d it io n , un de r the b i l l  a h e a lt h  ca re  p ro v id e r p a r t ic ip a t in g  in  the 

C h ild  H ealth Assessm ent Program wo uld  be re qu ired  to  ta ke  re s p o n s ib il it y  

fo r  the management o f  the med ical  ca re  o f each in d iv id u a l ass essed  to  

as su re  th a t a l l  med ical  serv ic es  which  ar e o ff e re d  under th e s ta te 's
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Med icaid program ar e made a v a il a b le  in  a ti m e ly  manner and the re as se ss ­

ments are pe rfo rm ed  as re qu ired  in  re g u la ti o n s  to  be issu ed  by th e S ecre ta ry .

The p ro v id e r would  be re qu ired  to . r e fe r  in d iv id u a ls  to  o th e r ap­

p ro p ri a te  p ro v id e rs  fo r  any c o r re c ti v e  tr eatm ent which  is  no t a v a il a b le  

d ir e c t ly  fro m the p a r t ic ip a t in g  p ro v id e r.  The h e a lth  ca re  p ro v id e r would  

be requ i red  to  fo ll o w -u p  th is  re fe r ra l to  as su re  the p ro v is io n  o f such

tr e a tm e n t.

W hi le  i t  is  d e s ir a b le  fo r  a p a ti e n t to  have a prim ary  phys ic ia n  on 

whom th a t p a ti e n t may .r e ly  fo r  the co o rd in a ti o n  o f h is  med ical care , we must 

take  s tr ong exception  to  any s p e c if ic a ti o n  in  the law th a t re qu lres  the  

h e a lth  ca re  p ro v id e r to  assume re s p o n s ib il it y  fo r  assu ring  th a t a p a ti e n t 

re ce ived  s p e c if ic  fo ll o w -u p  tr ea tm en t.  We need on ly  p o in t out th a t the ph ys ic ia n  

p a ti e n t re la ti o n s h ip  is  a vo lu n ta ry  one and as such a ph ys ic ia n  m a in ta in s 

no c o n tr o l ov er whe ther  a p a ti e n t w i l l  re tu rn  fo r  fo ll o w -u p  tr eatm ent and/o r 

c o n s u lt a ti o n . The p h ys ic ia n  cann ot  command the p a ti e n t to  re tu rn  fo r  fo ll o w ­

up tr e a tm en t,  even though he re a li z e s  th a t such fo ll o w -u p  is  ne ce ssary to  

in sure  th e e ff e c ti v e n e s s  o f e a r l ie r  tr e a tm e n t.  To mandate by law th a t a 

he a lth  ca re  p ro v id e r is  re spons ib le  fo r  a p a ti e n t ove r whom the p ro v id e r has 

no c o n tr o l once th a t p a ti e n t lea ves the  o f f ic e  o r in s t i t u t io n  is  a t be st  

a g ra tu it o u s  re qu ire m en t in ca pab le  o f f u l f i l lm e n t ,  but a t i t s  w o rs t,  is  a 

co n d it io n  wh ich  may w e ll  d e te r p a r t ic ip a t io n  by phys ic ia ns  in  the program  be­

cause o f o s te n s ib le  le ga l im p li c a ti o n s .

We b e lie ve  th a t the re qu ire men t in  the b i l l  th a t the he a lth  ca re  p ro v id e r 

fo ll o w  up sucli  re fe r ra ls  to  assu re  the p ro v is io n  o f the in d ic a te d  treatm ent 

is  in a p p ro p ri a te  fo r  anoth er reas on . When a p a ti e n t is  re fe rr e d  to  a 

s p e c ia li s t  fo r  tr e a tm e n t,  the me dic al s p e c ia li s t  is  re spons ib le  fo r  the 

p a t ie n t 's  sp e c ia li z e d  ca re . A cco rd in g ly , the p ro v is io n s  as s ta te d  in  th e

b i l l  sh ou ld  be m od if ie d  to  r e f le c t  the a p p li c a b le  law.
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The b i l l  wo uld  re q u ir e  a p a r t ic ip a t in g  h e a lt h  ca re  p ro v id e r in  the 

C h ild  H ealth Assessm ent Program to  p ro v id e  to  in d iv id u a ls  re c e iv in g  b e n e fi ts  

under the pro gra m "a  minimum ra ng e"  o f d ia g n o s ti c  and tr eatm ent s e rv ic e s . 

However , no fu r th e r  d e f in i t io n  is  p ro v id ed fo r  what s p e c if ic  se rv ic e s  w i l l  

be deemed "m in im um ."  Because the  success o f th e C h ild  Health  Assessm ent 

Program w i l l  depend in  la rg e p a rt  on the scope o f se rv ic es made a v a il a b le  to  

b e n e fi c ia r ie s , we b e lie ve  th a t i t  is  c ru c ia l th a t any le g is la t io n  not l im i t  

acc ess to  ph ys ic ia ns .’

We b e lie ve  th a t th e use o f the ph rase  "a  minimum ra ng e"  co u ld  be 

co nst ru ed in  such  a manner as to  p re c lu de phys ic ia ns  and o th e r h e a lt h  ca re  

p ro v id e rs  who may no t have s p e c if ic  equip me nt and f a c i l i t i e s  in  t h e ir  o f f ic e s  

fro m p ro v id in g  c e r ta in  se rv ic es (e .g . ,  la b o ra to ry  s e rv ic e s , c e r ta in  d ia g n o s ti c  

eq uipm en t, o r c e r ta in  treatm ent f a c i l i t i e s ) .  A la ck o f such  f a c i l i t i e s  

does n o t,  however, in  any manner n e c e s s a ri ly  a f fe c t  an in d iv id u a l p h y s ic ia n 's  

a b i l i t y  to  p ro v id e  the a p p ro p ri a te  assessment and ca re  needed fo r  b e n e fi c ia r ie s  

un de r the C h ild  H ealth Assessment Pro gra m.  A s t r i c t  d e f in i t io n  cou ld  thus  

remove ready acc ess to  such assess ment and ca re  and sh ou ld  not be encoura ged 

no r p e rm it te d  under the b i l l .

Our co nc erns  ov er the  use o f the ph rase  "a  minimum ra ng e"  ar e even 

s tr o nge r when we cons id er o th e r language o f the b i l l  in  re la t io n  to  "h e a lt h  

ca re  c e n te rs ."  The b i l l  would  re q u ir e  th a t a S ta te  pl an fo r  med ical  ass is ta nce 

must p ro v id e  th a t a S ta te  w i l l  encourag e p a r t ic ip a t io n  by ph ys ic ia ns  and 

he a lth  ca re  cen te rs  in  the  C h ild  H ealth  Assessm ent Program. Success o f the  

progra m w i l l  o f ne cess it y  re qu ir e  wide  p a r t ic ip a t io n  by ph ys ic ia n s . As 

the p r in c ip a l h e a lth  ca re  p ro v id e r , the p h ys ic ia n  p ro v id es , and w i l l  con tinue  

to  p ro v id e , the bas ic  s tr u c tu re  around  which  any C h ild  Health  Assessment Program 

must be fa sh io ned .

To re q u ir e  th a t a s ta te  encoura ge p a r t ic ip a t io n  by "h e a lt h  ca re  c e n te rs "
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in  th e C h ild  H ealth Assessm ent Program ra is es se vera l questions w it h  re sp ec t

to  assu ring  f u l l  acc ess to  q u a li ty  h e a lth  care . The p r in c ip a l purpose o f the

CHAP program is  to  in cre ase acc ess to  care . However, re q u ir in g  "h e a lt h

ca re  c e n te rs "  un du ly  emphasize s a p a r t ic u la r  p o in t fo r  re c e iv in g  he a lth

ca re  and overlooks  the he a lth  ca re  a v a il a b le  to  most  c h il d re n  a t o th e r than  ce n te rs .

No d e f in i t io n  is  pr ovi ded o f wha t w i l l  c o n s ti tu te  a "h e a lt h  ca re  c e n te r ."

The undesirab le  re fe re nce  to  "h e a lt h  ca re  ce n te rs " sh ou ld  be removed.

We see the  d e s ir a b i l i t y  fo r  Cong ress to  ex pres s i t s  co nc ern ov er  the 

scope o f b e n e fi ts . I f  done th ro ug h an exp re ss io n in  Com mit tee re p o rt s , 

g re a te r f l e x i b i l i t y  would  re s u lt  w it h o u t fr e e z in g  in to  s ta tu to ry  lang ua ge'  

the s p e c if ic  scope o f b e n e fi ts  d e s ir ed . At  the same tim e , un less  some 

s p e c if ic a ti o n  is  p ro v id ed , a mere le g is la t iv e  s h e ll  may be cre a te d  w it h o u t

su bs tanc e.

An othe r co ncern we have w it h  the le g is la t io n  is  th a t th e re  is  no p ro ­

v is io n  to  assu re  fu l le s t  p a r t ic ip a t io n  by phys ic ia ns  in  the CHAP program.

P re se n tl y  the EPSDT progra m is  un der the Med icaid program  and reim burse me nt 

is  de term ined  under th a t prog ram.  However, re imbursem en t is  re s t r ic te d  in  

many s ta te s  to  in s u f f ic ie n t  le v e ls . Whil e under th e s ta tu te  no reimb urseme nt 

can exceed wha t Med ica re would  pay ( i t s e l f  se t a t an a r b i t r a r y  le v e l) ,

Med icaid is  g e n e ra ll y  lo w er.  R ete ntion o f such  le v e ls  w i l l  ac ce nt ua te  

c u r re n t pro blems  fa c in g  th e Med icaid program and w it h  an a r t i f i c i a l l y  

re s t r ic te d  payment mechanism phys ic ia ns w i l l  be di sc ou ra ged  fro m p a r t ic ip a t in g  

in  such  programs . Any such imp edime nts  to  phys ic ia n  p a r t ic ip a t io n  in  the 

pro gra m w i l l  pr eve nt f u l l  acc ess by in d iv id u a ls  to  in te nd ed  b e n e fi ts  o f the 

prog ram. To encoura ge f u l l  p a r t ic ip a t io n  and ac ce ss , re imbursem en t sh ou ld 

be a t usua l and custo mary le v e ls .

The b i l l  a ls o  re qu ir e s  th a t a h e a lth  ca re  p ro v id e r re ndering se rv ic es 

un de r the C h ild  Hea lth  Assessment Program must make such re p o rt s  as the s ta te
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or  the Se cretary o f HEW may requ ire  to  assure compliance  w ith  the re q u ir e - ' 

ments o f the program. However, no s p e c if ic  guidance  is  pro vid ed  w ith  

respect to  the  conten t o f these  re po rts  nor  the  ex te nt  o f data which might  

be requ ire d in such re ports.  Again , w hile  we do belie ve  th at the law 

shou ld not spe ll ou t a ll  d e ta il s  as are no rm al ly under taken in re gu la tions, 

we do be lie ve  th a t the  law should prov ide reasonable guidance to  the  agency 

resp on sib le fo r draw ing up s p e c if ic  guid elin es or  re gula tions fo r the 

adm in is tra tion  o f the program. Th er efore,  we would urge th at gr ea te r 

in fo rm at ion be prov ide d w ith  res pect to  m at eria l th a t would be required- 

to  be Inc luded in such re po rts as well as under what circum stance s such re po rts  

would be requ ire d to  be made. At the same tim e,  the Subconvnit tee should 

weigh c a re fu ll y  the cr eation o f burdensome paperwork  and adm in is tr a tive  

impediments de te rr in g  program p a rt ic ip a ti o n .

Trie concerns expressed above w ith  res pect to  s p e c if ic  pro vi si ons in 

H.R. 6706 should no t be taken  as an ove ra ll c r it ic is m  o f the proposed le g is la ­

ti o n . On the con tra ry , as we have expressed e a r li e r ,  we fu ll y  support  the 

pro v is io n o f he alth  care se rv ices  as are  en vis ione d under the pre sent ea rl y  

and pe riod ic  sc reen ing,  diag nosis ,and  tre atmen t program. Our major concern 

is not  th at the program should not  be improved, but ra th er th at any changes 

be made so as not to  discoura ge f u l l  opportun ity  o f patients  to  have access to 

care and th at any changes be made in  co nju nct io n w ith  an ev alu atio n o f oth er  

re la te d programs. We are concern ed,  as is the  Subcommittee,  w ith  he alth  care  

co st s,  w ith  e ff ic ie n c y  in he al th  care d e li ve ry , and w ith  the q u a li ty  of 

he al th  care se rv ices  prov ided . I t  is  w ith  these concerns  in mind th at we 

ra ise these issues w ith  res pe ct  to the expans ion o f the EPSDT program as 

proposed in H.R. 6706.

We belie ve  th a t any re -e va lu ation and re v is io n  in  the cu rrent EPSDT 

program requ ire s a conc ur rent  re -e va lu ation o f the matern al and ch il d

97-833  O -  77 -  43
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health  care program as pro vid ed  in T it le  V o f the So cia l Secu ri ty  Act . In 

fa c t the American Medical Ass ociatio n, In co njun ct ion w ith  the American 

Academy o f P ed ia tr ic s and the American Colleg e o f O bst e tr ic ia ns and 

Gyn ec olog ist s,  is  deve lop ing  re vi si ons in the Matern al and Chi ld  Health 

program th at  would expand the program to address more adequately the s p i r i t  

and in te n t o f pro vidin g matern al and ch ild  he al th  care se rv ic es.  A ft e r 

comp let ing  fi n a l development o f these amendments we would be pleased to . 

share w ith  you our  recommendations fo r amending the M at ern il and Ch ild  

He alth program.

CONCLUSION

In conc lusio n we would li k e  to  poin t ou t th a t in  add it io n  to  needed 

changes in T it le  V o f the  Socia l Sec ur ity  Act and to  changes in the Chi ld  

He alth Assessment Act , some o f the issues of access, free  ch oice , and q u a li ty  

care would w ith  gre ate r e ff ic ie n c y  and cost e ffective ness be handled through  

a comprehensive he alth  insurance  proposal such as is se t fo rt h  in H.R. 1818-- 

a hea lth  insurance  program th at the AMA su pp or ts . One o f the

advantages to  be gained by such le g is la ti o n  is  th a t the he alth  care  o f a ll  

members o f fa m il ie s o f a ll  economic le ve ls  is  taken  in to  account, no t ju s t 

the he al th  care o f a p a rt ic u la r  member o f ce rt a in  fa m il ie s . As you might 

w ell agree,  of tent im es  the he alth  o f one fa m ily  member has a s ig n if ic a n t 

bearing  on the he al th  o f o th er  fa m ily  members. Acc ord in gly , co nsidera tio n must 

not be lo s t of  a h o li s t ic  approach as the most appro priate  manner o f assu rin g 

q u a li ty  he al th  care  to  a ll  needy in d iv id ua ls .

We wish to  re it e ra te  ou r support  fo r the cu rrent EPSDT program. We 

be lie ve  th at th is  program is  f u l f i l l i n g  a v it a l need and pr ovidin g certa in  

he al th  se rv ices  to  ch ild re n  o f low income fa m il ie s . Ye t, while  we support

the pre sent EPSDT program, we be lie ve  th at  th is  program should no t be viewed
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as addressing the to ta l he al th  care  problems o f our na ti o n 's  ch ild re n . As 

we po inted ou t e a r li e r ,  EPSDT se rv ices  are  re qu ire d to  be pro vid ed  under 

e x is ti n g  sta te  Med icaid pla ns . Ye t, EPSDT se rv ices  have not been prov ide d 

to  a ll  e li g ib le  Med icaid b e n e fi c ia ri e s . We suspec t th at many o f the basic  

problems w ith  the EPSDT program may no t be in the  scope o f benefi ts  but  

ra th er in the adm in is tra tion  o f the program. Th er efore,  we do not belie ve  

th a t the refo rms  suggested in th is  proposed le g is la ti o n  would accomplish 

the achievement o f e ff e c ti v e ly  pro vid in g Inc reased  q u a li ty  he al th  care

se rv ices  to  ch ild re n .

We urge th a t the Subcommittee co ns ider  our  s p e c if ic  concerns w ith  the 

proposed le g is la ti o n  to  modify  the current EPSDT programs.  Wh ile we support  

the gen era l concept embodied in the Chi ld  He alth Assessment Program le g is la ­

ti o n , we urge th at the  Subcommittee no t adopt th is  proposed le g is la ti o n  w ith  

ou t m od if ic a tions re fl e c ti n g  our  con cerns .
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Joint Statement of the

Blue Cross Association

and

Blue Shield Association

Mr. Chairman and Members of the Subcommittee, the Blue Cross Association and 

Blue Shield Association appreciate this opportunity to share with you our 

thoughts on H. R. 6706 related to improving the health of financially needy 

children.

We support the intent of this Administration proposal to strengthen the Early 

and Periodic Screening Diagnoses and Treatment (EPSDT) program.

We share your hope that states will find the proposed increases in federal 

reimbursement rates attractive enough to significantly expand their present 

level of activity in child health assessments. We also agree that the expan­

sion of benefits to Include all services paid for by Medicaid and the extension 

of eligibility requirements makes eminent sense, as does the revision of existing 

penalty provisions.

MEDICAID IN A NATIONAL HEALTH PLAN

Both of our organizations have long supported strengthening and improving the 

Medicaid program. We have testified to that effect at numerous Congressional 

hearings. Specifically, we have recommended that an essential step toward a 

rational and efficient national health insurance system should be improvement 1n 

the delivery and financing of health care services for the poor and near-poor.

We still support that approach.

As major national organizations with a signficant stake 1n the health status of 

the country, we find 1t difficult to rationalize the uneven patterns of avail­

ability of Medicaid health services and the uneven levels of program effective­

ness that currently exist. We share your concern with the shortcomings in the
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present way children of the poor get health care under Medicaid. It is no 

revelation that the health of our poor and near-poor children is all too often 

being neglected. The result 1s that many times ailments which could have been 

avoided with early diagnosis and treatment become serious and require expensive 

long-term care. -

PROBLEM OF ACCESS TO CARE

After reviewing the provisions of H. R. 6706, we believe this legislation will 

help significantly 1n reducing the uneven patterns of care which characterize 

the current EPSDT program. The bill appears to go a long way toward eliminating 

some of the inequities under EPSDT which came as a result of poorly coordinated 

provisions and complex Medicaid eligibility standards.

We would, however, like to offer an observation regarding Section 5 of the bill 

which describes the phas1ng-1n of agreements with health care providers. The 

definition of health care provider might be clarified. It appears to be directed 

only to clinics. It does not seem to address practitioners and other types of 

providers nor does 1t deal with the question of what happens if there aren't any 

providers who are willing to enter into agreement with the state.

While the CHAP proposal recognizes that in some areas there won't be enough pro­

viders to extend adequate care to eligible children 1t does not come to grips 

with that problem. Removing the financial barriers to care and enrolling children 

1n the program, unfortunately, will not result 1n either improved quality of 

care or improved accessibility to health care. The problem in many states, as we 

see it, 1s not so much to Identify and enroll children in the program, but to co­

ordinate the provision of the different services through a variety of sources 

and providers. We believe that the CHAP proposal may fall short of its intended
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mark unless 1t Includes pro vis ion s to insure that  the fa c il it ie s  and providers  

are avai lable at  the loca l conmunity lev el to dispense appro priate  care . The 

u ti li z a ti o n  of  community no n-p ro fit  groups, nurse pra cti tioners  where approp ria te, 

and pu blic hea lth service fa c il it ie s  as proposed by several members of  the Sub­

committee appears to us to  be a reasonable ad di tio n to  the b i l l .

At th is  po in t, we would li k e  also to express our agreement wi th  the view, as 

stated by Subcommittee Chairman Rogers at  the recent hearings on the CHAP proposal, 

th at child re n' s hea lth care be ne fits  should begin at  conception and continue 

throughout the forma tive  years. The Chairman's suggestions to  prov ide pre -na tal 

be ne fits under the program would in  our view be we ll advised.

HEALTH EDUCATION NEEDS EMPHASIS

A fu rt her suggestion, emphasizing the preventive aspects o f care, would be to 

Include as an added be ne fit  hea lth education di rected  at  both the ch ild  and his 

fam ily  to help bu ild  good health  prac tices . There is  a growing awareness that  

the goals of  be tte r hea lth must be sought not on ly through Improved access or 

finan cin g of  care fo r the 111 or Injured  but through susta ined programs aimed 

at  persuading and motiva ting indi vidu als to accept re spons ib il it y  fo r th e ir  own 

health and pro vid ing  the Info rmation they need to  stay we ll.  Improving hea lth 

care serv ices and health education fo r ch ild ren has the grea test  po tent ia l fo r an 

ul tim ate pa y-of f. The success o f the CHAP program might  we ll depend on educating 

not only  those e li g ib le  fo r the serv ices but also on making ch ild ren and th e ir  

parents aware of  the need fo r the serv ices and the advantages of  mainta ining 

good hea lth ha bit s. Some po si tiv e steps toward th at goal might inc lude:

. improving Inmunizat ion programs

improving preven tive  te st in g of  hearin g, visi on  and denta l

care
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. improving n u tr it io n  and d ie t through improved subsidies 

to luncheon programs

. of fe rin g more Inform ation and counseling on the 

ef fe cts of  alcoho l and mood-inducing drugs.

SUMMARY

Health care fo r ch ild re n,  es pe cial ly  ch ild re n li v in g  in  poverty , is  an issue 

of ten clouded by emotion. We must not lose sig ht  of  the fa c t th at hea lthy  

ch ild ren cannot be obtained merely by pro vid ing  adequate medical services. The 

c r it e r ia  fo r judgin g re su lts  and compliance wi th fed era l regu lations  should not 

be merely the number of  ch ild ren served bu t ra ther  whether the health  of  ch ild ren 

has improved. Improving the qua li ty  of  health  services or adding more hea lth 

services should not  be viewed as a panacea. Rather, we must con tinue to  s tr iv e  

fo r a long-range so lu tio n which goes beyond medical care and recognizes housing, 

n u tr it io n , income, etc . as major determinants of health . Provid ing more hea lth 

care services wi tho ut looking at  underlying factor s ignores the basic problems 

of  health care .

The Blue Shie ld and Blue Cross org an iza tions share the goals  of  the Ch ild ren's 

Health Assessment Program and support the expansion of  hea lth care services fo r 

fi n a n c ia ll y  needy ch ild re n.  We emphasize the need to begin loo king at  a ll  

determinants of hea lth (hous ing, n u tr it io n , income, environment) as we ll as the 

need fo r Improved hea lth educa tion programs. The CHAP In it ia t iv e  w il l f a ll  sho rt 

of  reso lving  the hea lth problems facin g our nation  today, but when viewed as a 

step toward NHI, and blended wi th  oth er Congressional in it ia t iv e s ,  i t  is  a worthy 

beginning. We thank you fo r the op po rtu nit y to  share our views on th is  important 

subje ct.
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STATEMENT OF ANDREW J. BIEMILLER, DIRECTOR, DEPARTMENT OF LEGISLATION 
AMERICAN FEDERATION OF LABOR AND CONGRESS OF INDUSTRIAL ORGANIZATIONS 

SUBMITTED TO THE HEALTH SUBCOMMITTEE OF THE
HOUSE INTERSTATE AND FOREIGN COMMERCE COMMITTEE 

ON THE CHILD HEALTH ASSESSMENT ACT 
H.R. 6706

September 13, 1977

The AFL-CIO appreciates the opportunity to present its views with respect 

to H.R. 6706 the Child Health Assessment Program (CHAP), the Administration proposal 

to improve the Early and Periodic Screening, Diagnosis and Treatment (EPSDT) 

program which was included in the amendments to the Medicaid program in 1967.

Among the weaknesses of the EPSDT Program are:

* Because of the categorical nature of current welfare programs, including 

Medicaid, some poor children are not eligible for screening.

* For the 13 million children who are eligible, EPSDT has provided only 

about one-fourth of the health assessments needed and very few children have had 

a periodic rescreen as Congress intended.

* Only about 60 percent of the health problems identified through screening 

have received follow-up care. Often, if treatment was instituted, it was not 

completed because more than one-third of the children lost eligibility after 

treatment had begun.

* EPSDI rarely has helped children with developmental problems such 

as perceptual, motor and cdgitative difficulties.

* The EPSDT has made little progress in dealing with mental health 

problems of children because emotional disorders are difficult to screen and 

because of the program's limitations in informing and counseling families.

* A major defect is that the screening rarely linked children to an

ongoing and continuing source of primary care.



673

The A d n in ia tr e ti o n '8  b i l l  addresses some, but no t a l l ,  o f these problems.

I t  would  re qu ire  the  st ate s to  pr ov ide Me dicaid  coverage fo r  a l l  ch ild re n  under 

s ix  years  o f age whose fa m il ie s  meet the  s ta te 's  income te s t fo r  A id  to  fa m il ie s  

With Dependent Chi ld re n (AfD C). Th is is  a ma jor improvement  ove r presen t law 

sinc e e l i g i b i l i t y ,  based on an income te s t , is  extended to  a l l  ch ild re n  under 

s ix  rega rd less  o f fa m ily  s tr u c tu re . Those pre v io usly  no t covered under EPSDT 

bu t now e li g ib le  under CHAP in c lu de, m ain ly , ch ild re n  in  poo r fa m il ie s  under 

s ix  w ith  two pa rents whether working or no t.

On the  oth er hand, ch ild re n  up to  the age of 21 may now be covered under 

Me dicaid  a t the  op tion of the s ta te . Many sta te s have chosen to  do so. A ll  

ch ild re n  need the  care  CHAP would pr ovid e. Th erefore,  the  AfL-CIO fa vo rs  

co ve rin g under CHAP a l l  ch ild re n  under 21 who meet the  s ta te s ' fi n a n c ia l 

c r i te r ia  fo r  AfDC.

H.R. 6706 extends e l i g i b i l i t y  fo r  Medicaid  bene fi ts  to  ch ild re n  who 

have been screened fo r  s ix  months fo llow in g  the  date  when a fa m il ie s ' income 

exceeds the  s ta te 's  income te s t and the fa m ily  becomes in e li g ib le  fo r  Me dicaid .

The AfL-CIO s trong ly  urges th is  period be exte nded to  one f u l l  year in  orde r 

to  assure  th a t tre atmen t which  has been in it ia te d  w i l l  be cont inue d w ithout . 

in te rr u p ti o n .

He alth Benefi ts

The CHAP program proposes to  pr ov ide more comprehensive health assessments 

fo r  ch ild re n  than has been done in  the past.  Screening has been su cc es sful  in  

de te ct in g many phys ic a l problems. However, i t  is  no t always po ss ib le  to  ac cu ra te ly  

diagnose a c h il d  who is  hy per ac tiv e, d is tu rb ed or  re ta rd ed  by re la t iv e ly  sim ple  te s ts . 

Such problems re quire  a ph ys ic ian to  p u ll  to get he r in fo rm ation from screen ing,  

phys ic a l exam ina tio ns , he al th  h is to ry , ob se rvat ion of the  c h il d  and consulta tion 

w ith  the  pa re nt s.
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Surprisingly, while H.R. 6706 provides all health services following 

a health assessment, it does not necessarily require treatment of mental 

illness, mental retardation, developmental disabilities or dental care when 

not for treatment of conditions discovered by an assessment. A toothache 

hardly needs an assessment; it needs to be treated.

Therefore, CHAP should provide all necessary health, mental health 

and dental care services whether discovered through assessment or not.

Provider Participation

States are required to encourage participation by physicians and health 

care centers in the program. After the first year of the program, a screening 

agency would be required to have a formal agreement with a provider for 

treatment. After the third year, the provider's responsibility would include 

assessment, diagnosis and treatment of problems, referral for specialized 

care and either undertaking or arranging for case management.

While Section 6 of the bill specifically mentions Community Health 

Centers as potential participants, it does not specifically mention HMDs. In 

particular, the prepaid group practice form of HMOs would be an ideal participant 

in the program since such plans assess and treat all patients, rich or poor, 

with a single medical staff thereby assuring continuity of care. Priority 

consideration should, therefore, be required by the states to promote partici­

pation in CHAP of HMOs as well as other organized settings such as maternal 

and child health centers and multispeciality group practice clinics.

Payment to such organized settings should (to the maximum extent 

possible) be by capitation to assure continuity of care, effective case

management and efficiency.
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Resource Development

The bill would increase the fiscal year 1978 authorization for 

resource development of the Community Health Center Program by about $25 million. 

Resource development funds should also be made available for the initial develop­

ment or expansion, not only of Community Health Centers, but also for all 

organized settings such as prepaid group practice plans and maternal and child 

health clinics which should be used in the CHAP program. The authorization for 

resource development should be substantially increased.

Federal Standards

The bill provides that standards for an assessment and standards of 

performance will be defined by regulation. Minimum federal standards should 

uniformly deal with program performance, administration, quality of care and 

eligibility.

Financing

CHAP would increase federal assistance to states and localities for

the cost of medical and other services given by providers, but not for state 

administration costs except for the states that perform especially well. The 

AFL-CIO believes that increased financial assistance should be provided in order 

that all states may improve their program performance, particularly in their 

outreach activities to enroll all eligible children. One weakness of the bill 

is that it does not require any maintenance of effort by the states. The primary 

purpose behind increasing the federal share of the screening and treatment of 

children should be to encourage the states to strengthen and expand their

programs.

But in order for the increased federal share to result in program 

improvement, states should maintain at lea3t their current level of financial 

commitment. Otherwise, the new federal money may only result in replacing 

state funds rather than increasing benefits for children.

Conclusion

The AFL-CIO strongly endorses the CHAP Program, particularly if the 

improvements we have suggested are included in the bill enacted by Congress. 

Improved health services for children should be an important element in 

creating a health system that will meet priority health needs. They also 

constitute an important step toward a comprehensive national health insurance 

program for all of the American people as a matter of right.
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STATEMENT OF HENRIETTA MARSHALL 
CHAIRMAN, PLANNED PARENTHOOD FEDERATION OF AMERICA

On behalf of the Planned Parenthood Federation, I would like to extend 

our appreciation for the leadership and concern that members of the Subcom­

mittee have demonstrated in developing legislation to strengthen and im­

prove the Early and Periodic Screening, Diagnosis and Treatment program.

We have been pleased and encouraged by the efforts to establish a more 

specific legislative framework that will make the states, the Administra­

tion and the health care system accountable to the goal Congress established 

ten years ago of identifying and treating conditions which, when left un­

recognized, endanger the health, social development, education, future 

productivity and happiness of young Americans.

We have been particularly interested in the program because of its 

potential for upgrading health care for adolescents— many of whom are no 

longer under the care of a pediatrician but have not yet located a point 

of entry to the larger health care system. Organized family planning 

programs, including Planned Parenthood, constitute one of the largest networks 

currently serving as such an entry po in t, providing more than one million 

adolescents with routine health services each year, Including physical examina­

tions, venereal disease tests, gynecological diagnosis and treatments, cancer 

screening, family planning services, counseling, blood pressure and sickle 

cell anemia tests, medical and other referrals.

Almost one-third of the organized family planning caseload is under 

the age of 20. So we appreciate the opportunity to offer suggestions 

based on our experience and knowledge.

We have found that the extent to which serious health risks go un­

recognized snd untreated among adolescents is, at the very least, sober­

ing. Young persons from poor families a r e  particularly likely to have seriouB,.un 

met medical needs. Despite this, a significant number of these young­

sters are ineligible for Medicaid services simply because they live in
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families that are "categorically" Ineligible, meaning that both parents 
are living at home, for example, or that the family head is not disabled or 

blind. As a result, young persons not able to afford private medical ser­

vices still are not able to benefit from the Medicaid program.

We certainly want to commend the Chairman and the members of the Sub­

committee who have recognized the Inequity and the long-term damage 

resulting from this situation. We strongly support efforts to expand 

eligibility to include all persons 21 and under who would qualify on the basis 

of financial need. We agree that expanded eligibility ought not be 

confined to youngsters under age six, as the Administration suggests.

Evidence from the present EPSDT program indicates that as many, if not more, 

older youngsters are in need of treatment following a health assessment as

are small children.

In short, expanded eligibility for youngsters of all ages is essential.

As beneficial as such a change would be, however, the record of the old 

EPSDT program demonstrates that additional changes are also required if 

teenagers are to be reached and served adequately'.

However delinquent EPSDT has been on an overall basis, it must be empha­

sized that the program's response has been particularly dismal and discourag­

ing in regard to teenagers. EPSDT has been mandated, since its

inception, to serve Medicaid-eligible persons up to age 21. But there 

has been a pervasive tendency among child health advocates, physicians,

DHEW personnel and the responsible state officials to view EPSDT as a pro­

gram for Infants and children. Although lip service is given to improved 

health care for adolescents— and Chairman Rogers and the Subcommittee should 

certainly be commended in recognizing this as an essential obligation of 

the program— almost no progress has been made toward encouraging appropriate 

outreach, requiring necessary services, or involving health care providers



with special experience and knowledge of teenage needs. The federal

regulations Implementing the EPSDT program are inexplicably silent about 

contraceptive screening, services and supplies. Program guidelines for screen 

ing omit mention of pregnancy tests, contraceptive services or medical

assessments and referrals for pregnant adolescents.

A further indication of the program’s indifference to adolescents' 

needs is the continued failure to produce any guidelines specifically con­

cerned with EPSDT providers' responsibilities toward teenagers. For more 

than two years, such guidelines have been under preparation, but there 

is no identifiable timetable nor any apparent priority on their completion.

A draft of the proposed guidelines was circulated in DHEW this fall. Un­

fortunately, they seemed to us to be so inappropriate in their tone, so 

misleading in various factual areas and so contradictory in the guidance 

provided that we have, in fact, viewed the present delays— as counterpro­

ductive as they are—  to be preferable to immediate action.

In view of the nonleadership among administrators at the federal level, 

perhaps it is not surprising that we simply do not know just how poorly 

EPSDT is serving adolescents. EPSDT statistics are not collected

for any age group within the category "children over six." This age 

grouping includes youngsters with vastly different kinds of medical needs, 

and it tends to blur the inadequacy of services to older youngsters. In 

South Carolina, a state where more detailed information is available, a 

recent study of the Children's Defense Fund reported that youngsters 16 

and over received about 43 percent fewer screening services than the 

state's screening schedule had targeted. Screenings for youngsters aged 

b1x to 15 exceeded the state target by about 34 percent. When both age 

groups are lumped together, the variations cancel each other, of course, 

and hide the fact that adolescents are not getting help they need.
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F a il u re  to  re ach  a d o le sc e n ts  r e s u l t s  fro m two pr ob le m s a t th e  lo c a l 

le v e l .  F i r s t ,  o u tr e a c h  e f f o r t s  a re  co nd uct ed  p r im a r il y  th ro ugh w e lf a re  

o f f i c e s ,  f re q u e n tl y  w it h  n o ti c e s  sen t to » th e  fa m il y  head . T ee nag er s a re  

not ap pr oa ch ed  d i r e c t l y  nor in fo rm ed  th a t  sc re e n in g  and  tr e a tm e n t i s  a v a i l ­

a b le  fo r c o n d it io n s — lik e  v e n e re a l d is e a s e , dr ug ab us e or pr eg na nc y— th ey  

a re  p a r t i c u la r ly  co nce rn ed  ab o u t.  Se co nd , th e  prog ram ha s no t in vo lv ed  

p ro v id e r agen c ie s  experi enced  w it h  a d o le sc e n ts  and  eq uip ped  to  se rv e  the m.  

Fa mily  p la nn in g  a g e n c ie s , h ig h  sc hool h e a l th  c l i n i c s ,  dr ug ab us e c e n te rs  

and o th e r f a c i l i t i e s  se rv in g  la rg e  numb ers  of te e n a g e rs  a re  se ldom  even  

consi d e re d  when s t a t e  EPSDT pr og rams a re  be in g  p la nned .

C o rr e c ti n g  th e  sh ort co m in gs of th e  o ld  EPSDT prog ram re q u ir e s  us  

to  c o n sid e r th e  n a tu re  of  a d o le sc e n t h e a l th  need s . For  th e  mo st p a r t ,  t h e i r  

ne ed s a re  sh a rp ly  d i f f e r e n t  th an  th ose  o f sm all  c h il d re n . The th re e  le a d ­

in g  cau se s o f d e a th  among te e n a g e rs , fo r  ex am pl e,  i r e  a c c id e n ts , ho m ic id e 

and s u ic id e . W hi le  b a b ie s  and g ra d e sc h o o le rs  re q u ir e  im m un iz at io ns  and  e a r ly  

tr e a tm e n t fo r  h e a ri n g  pr ob le m s and c o n g e n it a l d e fe c ts ,* ” * a d o le s ­

c e n ts  a re  more l ik e ly  to  re q u ir e  p ro fe s s io n a l a t t e n t io n  to  s o c ia l  o r en­

v ir o n m en ta l r i s k s .  Unwan ted pre gnan cy , dru g abuse , v e n e re a l d is e a s e , 

a lc oho li sm  and  smoking  a re  t r a g ic a l ly  common among ju n io r  and se n io r  h ig h

sc hoo l s tu d e n ts .

The  A d m in is tr a ti o n  and  th e  Am eri can p u b li c  a re  r i g h t f u l l y  co nc er ne d 

by un wa nte d te enag e c h il d b e a r in g  wh ich a f f e c t s  m il li o n s  of f a m il ie s  in  a l l  

p a r ts  o f th e  c o u n tr y , e s p e c ia ll y  '  't h o s e  w it hou t adeq uate  m edic al  c a re .

I t  i s  in c re a s in g ly  d i f f i c u l t  to  Ig nore  th e  f a c t  th a t more cases  o f go norr hea

a re  re cord ed  ea ch  year by  th e  P u b li c  H ealt h  S e rv ic e  th a n  a l l  o th e r re p o rt e d  

comm unica ble  d is e a s e s  co mb ine d. L ik e pr ob le m s r e s u l t in g  from d ru g s , 

smoking and  d r in k in g , th e se  a re  pr ob lems th a t  p ro f e s s io n a ls  tr a in e d  to  

t r e a t  c h il d re n  a re  o f te n  n o t p re pare d  to  m ee t.
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I f  th e  onl y c h il d  h e a lt h  as se ss m en t c e n te r In  a commun ity I s  lo c a te d  

In  a H ead s ta rt  C en te r,  th e re  i s  l i t t l e  r e a l i s t i c  ho pe  th a t th e  pro gra m 

w i l l  be  a b le  to  a t t r a c t  o r to  adequate ly  se rv e  te e n a g e rs . I f  ou tr each  

I s  aimed s o le ly  a t  m oth er s and Ig no re s  th e  s p e c ia l conce rn s o f a d o le sc e n ts , 

in fo rm ati o n  ab out th e  p ro g ra m 's  b e n e f it s  sim pl y can no t be  expec te d  to  re ach

te e n ag e rs .

U n fo rt u n a te ly , th e se  c ir cum st ances a re  ty p ic a l  un de r EPSDT. And i t  

i s  s a fe  to  p re d ic t th a t  su ch  p o l ic ie s  w il l p e r s i s t  u n le ss  th e re  i s  s p e c if i c  

l e g i s l a t i v e  a t te n t io n  to  th e  ne ed s o f te e n ag e rs .

In  o rd e r to  a d eq u a te ly  se rv e  low -in come  te e n ag e rs  unde r th e  CHAP 

pr og ra m , we b e l' .e ve  th e  l e g i s l a t i o n  mus t:

1. Expand M ed ic ai d e l i g i b i l i t y  to  in c lu de  a l l  y o u n g s te rs  un de r 21 

who q u a li fy  on th e b a s is  of f in a n c ia l  ne ed . De ny ing  cover ag e to  ne edy 

a d o le sc e n ts  be ca us e th ey  do n o t me et a " c a te g o r ic a l"  re qu ir em en t i s  a r ­

b i t r a r y  and  s e l f - d e f e a t in g .

2.  Expand M ed ic ai d e l i g i b i l i t y  to  in c lu d e  low -in co me  women e x p e r i­

en ci ng  a f i r s t  pre gnancy . This  ch an ge  i s  p a r t i c u la r ly  im p o rt an t fo r  a d o le s ­

c e n ts  bec au se  many of th o se  c u r re n tl y  ex cl ud ed  fro m cover ag e a re  un de r th e  

ag e of 21 . Wha teve r h e r age,  ho wev er , i t  i s  c o n s is te n t w it h  CHAP's g o a ls  

and  th e  p ro gra m 's  com mitment to  im pro ved  in fa n t h e a l th  to  make a l l  lo w- 

income  women e l i g ib l e  fo r  m edic al  care  du ri ng  a f i r s t  pre gnan cy .

3.  Req ui re  th e  S e c re ta ry  to  e s ta b l i s h  re g u la ti o n s  s e t t i n g  a p p ro p ri a te  

s ta n d a rd s  fo r  h e a lt h  s e rv ic e s  pr ovid ed  to  a d o le sc e n ts  a s  d is ti n g u is h e d  

fro m s ta n d a rd s  a p p li c a b le  to  b a b ie s  and c h il d re n . Many h e a l th  agenc ie s  

would  be  a b le  to  f u l f i l l  bo th  s e ts  of s ta n d a rd s , b u t o th e rs  would  no t

and  sh ould  no t be  ex pec te d  to  do so . In  a d d it io n  to  com munity  h e a lt h  ce n­

t e r s  and  c h il d -o r ie n te d  a g e n c ie s , f a c i l i t i e s  s e rv in g  la rg e  numb ers  of  

a d o le sc e n ts — in c lu d in g  fa m ily  p la nn in g  c l i n i c s ,  dr ug ab use  c e n te r s  and 

h ig h  sc hool h e a lt h  c l i n i c s — sh ould  be id e n t i f ie d  a s  e l i g i b l e  p ro v id e rs .
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4. Provide incentives for outreach to adolescents, especially by 

people and organizations who have rapport with young persons.

5. Require the states to offer providers reimbursement that can 

reasonably be expected to elicit the participation of those capable of 

serving adolescents. Payments to clinics and other nonhospital pro­

viders should be sufficient to cover the cost of the medical services

and education provided.

6. Provide for the preservation of patient privacy in regard to 

highly personal services such as venereal disease screening and treatment, 

pregnancy-related services, drug and alcohol abuse treatment and mental 

health services. H.R. 3, "The Medicare-Medicaid Anti-Fraud and Abuse 

Amendments," wisely addresses this problem by prohibiting the mailing of 

patient statements on such sensitive services. Enactment of such a pro ­

tection is particularly necessary for protecting adolescent patients under

CHAP.

7. Identify family planning as a minimum treatment which, like 

immunizations for children, providers must be able to deliver at the time an 

adolescent is screened. Perhaps more than any other preventive service, 

contraceptive care for sexually active adolescents has great potential

for reducing the need for long-term medical and social service support.

A pelvic examination, necessary laboratory tests and a thorough medical 

history are already viewed as integral parts of a health assessment for a 

sexually active girl . Federal legislation should be revised to require 

the immediate provision of needed contraceptive services where appro­

priate. Such an approach not only eliminates delays and inconvenience 

for the teenager, it avoids duplicative examinations and interviews at 

another clinic or office.

Mr. Chairman, it is important that the law be deliberate and un­

ambiguous in addressing the needs of adolescents. Currently, the EPSDT 

program is falling our young persons and it shows no real hope of changing.

Your Subconmittee has a chance to reverse this situation and to direct

the CHAP program toward substantive action. Your actions would contribute 

enormously to the health and welfare of young Americans and their pro­

spective offspring.

97-633 0  - 77 - 4 4
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S ta te m en t

By
J u d i th  K e ll o g g  B arb er 

S o c ia l  S e rv ic e s  D ire c to r
Combined Comm uni ty C h il d  Dev elop m en t S e r v ic e s ,  I n c .

S t a r k v i l l e ,  M is s is s ip p i

We a p p r e c ia te  t h i s  o p p o r tu n it y  to  e x p re ss  o u r  c o n c e rn s  

r e g a rd in g  th e  C h il d  H e a lt h  A ss es sm en t Act  S e c ti o n  3 . EPSDT 

and CHAP a re  th e  mos t im p o rta n t h e a l th  r e s o u rc e s  a v a i l a b l e  t o  

p o o r  c h i ld r e n  a t  t h i s  ti m e b ecau se  th e y  fo c u s  on  p r e v e n t iv e  

c a r e  and on i d e n t i f y in g  m in or h e a l th  p ro ble m s b e f o re  th e y  p ro ­

d u ce  p a in  an d c r ip p l i n g  c o n d i t io n s .  The CHAP p ro p o s a l  ma kes a 

v a r i e t y  o f changes in  EPSDT and M ed ic ai d w hic h a f f e c t  in d iv id u a ls  

u n d e r  th e  ag e o f  21 ——— chan ges in  e l i g i b i l i t y ,  b e n e f i t s  c o v e re d , 

f in a n c in g  o f  s e r v i c e s ,  and  in  th e  a d m in i s t r a t io n  an d en fo rc em en t 

o f  th e  EPSDT pro gra m . W hi le  th e r e  a re  many f e a t u r e s  o f  CHAP 

w it h  w hi ch  we a r e  c o n ce rn ed , su ch  as th e  b ro a d e n in g  o f  e l i g i b i l ­

i t y  to  c h i ld r e n  u n d e r ag e 6 who a re  n o t c u r r e n t ly  on  w e lfa re  

b e ca u se  th e y  hav e two p a re n ts  a t  hom e, we hav e ch o se n  to  fo c u s  

on  d e n ta l  c a re  o u t o f  o u r many M is s is s ip p i  e x p e r ie n c e s  w it h  un met  

d e n ta l  n e e d s . We a re  v e ry  conce rn ed  w it h  th e  CHAP p r o v is io n  

w hic h l i m i t s  d e n ta l  c a re  to  c o n d it io n s  d is c o v e r ed d u r in g  an

a s se s s m e n t.

N e arl y  a l l  p o o r c h i ld r e n  ne ed  r o u t in e  d e n ta l  c a r e .  T h e i r  

t e e t h  h u r t ,  th e y  av o id  an y n u t r i t i o u s  fo od t h a t  i s  d i f f i c u l t  to  

ch ew , and th e y  c an n o t c o n c e n tr a te  in  sc h o o l w h il e  th e  m ain f a c t  

o f  t h e i r  l i v e s  i s  p a in .  In  sc h o o l,  we don’ t  ev en  know th e y  

h u r t .  We c a l l  them  i n a t t e n t i v e .  Much to o th  d ecay  i s  n o t e v i ­

d e n t fro m a n u r s e 's  v i s u a l  in s p e c t io n .  Many c h i ld r e n  g e t  l o s t
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in  a  maze o f  s t a t e  ag en cy  s c re e n in g  p o l i c i e s ,  l i k e  th e  on e t h a t  

i s s u e s  ap p o in tm en ts  a lp h a b e t i c a l l y .  Mos t c h i ld r e n  m ust  w a it  

many m on th s f o r  a  d e n ta l  tr e a tm e n t  a p p o in tm e n t.  D u ri n g  t h a t  

ti m e  t h e i r  d e n ta l  r e f e r r a l  s l i p s  may e x p ir e  o r  th e y  may lo s e  

t h e i r  M ed ic a id  s t a t u s  i f  t h e i r  m o th e r g e ts  a  jo b  o r  t h e i r  f a t h e r  

come s hom e.

As a  s o c i a l  w ork er w it h  a day  c a r e  p ro gra m  i n  O k ti b b eh a  

C ounty , M is s i s s ip p i  w hic h s e rv e s  150 c h i l d r e n ,  I  am k e e n ly  aw ar e 

o f  th e  p e r s o n a l  p ro b le m s o f  f a m i l ie s  se e k in g  h e a l t h  c a r e  f o r  

t h e i r  c h i l d r e n .  In  O k ti b b eh a  C ounty , o v e r  h a l f  o f  o u r  f ami H p <i  

a r e  p o o r . O nly  44% o f  th e  c h i ld r e n  bel ow  th e  p o v e r ty  l e v e l  a r e  

M edic aid  e l i g i b l e ,  ar ound 3,0 00 c h i l d r e n .  1 ,0 1 4  o f  th e s e  c h i l d r e n  

r e c e iv e d  EPSDT s c re e n in g  l a s t  y e a r  w i th  75 2 o f  th em  r e c e iv in g  

d e n ta l  r e f e r r a l s .  L es s th an  h a l f  o f th e  c h i l d r e n  r e f e r r e d  w ere  

t r e a t e d  by a  d e n t i s t  f o r  re a so n s  w hi ch  ra n g e  fr om  la c k  o f  p ro ­

v id e r  p a r t i c i p a t i o n  in  M ed ic ai d  to  r i g i d  ty in g  o f  d e n ta l  t r e a t ­

men t to  s c re e n in g  a s s e s s m e n ts .

R e c e iv in g  D en ta l Car e Und er  CHAP

We a g re e  w h o le -h e a r te d ly  w it h  th e  C h i ld r e n ’ s D e fe n se  F und’s 

re co m m en dat io n  t h a t  "R o u ti n e  a s w e ll  a s  em er gen cy  d e n ta l  c a r e  

sh o u ld  b e  p ro v id e d  a s ne ed ed  to  c h i ld r e n  e l i g i b l e  f o r  M e d ic a id , 

a t  l e a s t  to  th e  sam e e x te n t  u n d e r  CHAP as  now a v a i l a b l e  u n d e r

EPSDT." D e n ta l s e r v ic e s  sh o u ld  be  m at ch ed  a t  t h e  same l e v e l  a s

a l l  o th e r  s e r v ic e s  u n d e r CHAP. E x is t in g  r e g u la t i o n s  sh o u ld  be
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c l a r i f i e d  t o  a s s u r e  t h a t  an y  e l i g i b l e  c h i l d  c a n  r e c e i v e  d e n t a l

c a re  r e g a r d le s s  o f  w h e th e r th e  c h i ld  has re c e iv e d  d e n ta l  s c re e n ­

in g  o r  been  r e f e r r e d  by  an  a ss e ss m en t p r o v id e r .

I  am t ro u b le d  by  wha t CHAP has  to  sa y  a b o u t th e  ty in g  o f

d e n ta l  t r e a tm e n t  to  sc re e n in g  b ecau se  o f  th e  many p e r s o n a l  

e x p e r ie n c e s  I  hav e ha d w it h  c h i ld r e n  who have h ad  to  w a i t  a  lo n g  

ti m e  f o r  s c re e n in g  an d th e n  an  ev en  lo n g e r  ti m e  f o r  t r e a tm e n t  

when i t s  o b v io u s to  th e  c h i l d  and h i s  f a m il y  t h a t  he  h u r t s  an d 

n eed s im m edia te  tr e a tm e n t  w it h o u t th e  d e la y  o f  s c r e e n in g .

In  M is s i s s ip p i ,  s in c e  Ju n e -19 76 , a l l  c h i l d r e n  o v e r  th e  age  

o f  th r e e  have r e c e iv e d  d e n ta l  r e f e r r a l s  base d  on  e x p e r ie n c e  t h a t  

sho we d a lm o st u n iv e r s a l  ne ed  f o r  d e n ta l  c a r e .  P r i o r  to  t h a t  

ti m e  r e f e r r a l s  w er e o n ly  g iv en  when c a v i t i e s  w e re  i d e n t i f i e d  

d u r in g  s c r e e n in g .  Only l / 3  o f e l i g i b l e  c h i l d r e n  in  O k ti b b eh a  

C ou nt y a r e  sc re e n e d  a n n u a ll y  an d th u s  r e c e iv e d  r e f e r r a l s .  Th e 

375 c h i ld r e n  who d id  r e c e iv e  some  t re a tm e n t  s u rv iv e d  a  m ajo r 

o b s ta c le  c o u r s e . I  know o f  30 c h i ld r e n  who w a i te d  *»-6 mon ths 

f o r  a d e n ta l  a p p o in tm en t.  10 o th e r  c h i ld r e n  had  EPSDT r e f e r r a l  

s l i p s  w hic h e x p ir e d  w h il e  th ey  w er e w a i t in g ,  d e s p i t e  v a l i a n t  

a tt e m p ts  b y - t h e i r  s o c i a l  w ork er to  g e t them  mo ved  up  th e  l i s t .  

Now th e y  m us t w a i t  t h e i r  tu r n  a t  th e  h e a l t h  d e p a r tm e n t f o r  

r e - s c r e e n in g  b e fo re  th ey  ca n a g a in  go on  a  d e n ta l  w a i t in g  l i s t .  

When a M edic aid  m oth er p la c ed  c a l l s  to  a l l  s i x  l o c a l  d e n t i s t s  

from  o u r o f f i c e ,  fo u r  d e n t i s t s  to ld  h e r  to  c a l l  th e  o th e r  tw o . 

One d e n t i s t  gav e h e r  an  ap p o in tm en t f o r  f o u r  m onth s fr om  now.
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The o th e r  s a id  he wou ld  p u t h e r  on th e  w a i ti n g  l i s t ,  w hic h  we 

know ta k e s  from  5 -6  m onth s.  When I  c a l l e d  th e  sam e d e n t i s t s ,  

as a m id d le - c la s s  c l i e n t ,  I  co u ld  r e c e iv e  d e n ta l  s e r v i c e  i n  

5 w eek s.  I t  i s  th e  r i g id  p o l i c i e s  l i k e  r e q u i r i n g  t h a t  th e  

p ro b le m  h as to  be fo und in  s c re e n in g  b e fo re  c h i l d r e n  can  g e t

d e n ta l  c a r e  t h a t  s ta n d  bet w ee n th e  c h i l d  an d t h e  t r e a tm e n t  he

n e e d s . • _ .

One O k ti b b eh a  Cou nt y s o c i a l  w o rk e r ha d t h e  f o l lo w in g  ex­

p e r ie n c e .  Sh e h e lp e d  on e m oth er who r e c e iv e d  d e n ta l  r e f e r r a l s  

f o r  h e r  f o u r  c h i ld r e n  to  g e t ap p o in tm en ts  a f t e r  a  fo u r-m o n th  

w a i t .  The day  o f  th e  a p p o in tm en t,  th e  s o c i a l  w o rk e r was  con­

ta c t e d  by th e  m o th er an d In fo rm ed  t h a t  two  o f  th e  c h i l d r e n  ha d 

t e s t s  a t  sc h o o l an d c o u ld n ’ t  go to  th e  d e n t i s t .  Th e d e n t i s t ,  

when c a l l e d ,  to ld  th e  s o c ia l  w o rk er to  b r in g  t h e  o th e r  two 

c h i ld r e n .  When th e y  a r r iv e d  a t  1 1 :0 5  f o r  an  1 1 :0 0  a p p o in tm e n t,  

th e y  w er e t o ld  t h a t  th e  d e n t i s t  ha d an  em er gen cy  an d b e c a u se  th e y  

w ere  l a t e ,  he  had l e f t .  When th e  s o c i a l  w o rk e r r e q u e s te d  a n o th e r  

a p p o in tm e n t,  sh e  wa s to ld  t h a t  th e  d e n t i s t  ha d se en  a l l  o f  th e  

M edic aid  p a t i e n t s  d u rin g  t h i s  p e r io d  t h a t  he c o u ld  an d th e  

fa m il y  c o u ld  n o t hav e a n o th e r  a p p o in tm en t f o r  a n o th e r  f o u r  m on th s 

(b y  w hic h  ti m e  th e  r e f e r r a l  s l i p s  w i l l  hav e e x p i r e d . )  2 0 ,5 4 0  

M is s is s ip p i  c h i ld r e n  who wer e r e f e r r e d  to  a d e n t i s t  l a s t  y e a r

n e v e r  re c e iv e d  t r e a tm e n t .

P r i o r  to  m andato ry  d e n ta l  r e f e r r a l  f o r  a l l  c h i l d r e n  o v e r  

ag e th r e e  in  M is s i s s ip p i ,  some  c h i ld r e n  p a sse d  th ro u g h  c u r s o r y
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r e f e r r a l s  b u t l a t e r  w er e d is c o v e re d  to  ha ve  d e n ta l  p ro b le m s.

I f  CHAP r e q u i r e s  t h a t  t r e a tm e n t  be  t i e d  to  c o n d i t io n s  i d e n t i f i e d

d u r in g  s c re e n in g , many c h i ld r e n  l i k e  C a rl o s  w i l l  hav e to  w a it

a  f u l l  y e a r  o r  more to  be  r e -s c re e n e d  b e fo re  th e y  c an  be  e l i g i b l

to  w a it  i n  l i n e  f o r  t r e a tm e n t.

C a r lo s , who was b o rn  in  De cember 19 71 , e n te r e d  o u r  day  c a r e

p ro gra m  in  A ugust  o f 1972 . As a r e s u l t  o f a  g ro up  day  c a re  

a p p o in tm e n t,  he  re c e iv e d  h i s  f i r s t  EPSDT s c re e n in g  i n  No vember 

197 1*, a  s e r v ic e  he  sh o u ld  r e c e iv e  a n n u a ll y . H is  d e n ta l  e v a lu a ­

t i o n  was  marke d "OK ." In  Ja n u a ry  1976 , he  wa s r e f e r r e d  by  h i s  

day  c a re  te a c h e r  to  a  l e a r n in g  r e s o u rc e  c e n t e r  a t  t h e  s t a t e  

u n i v e r s i t y  f o r  a  sp eech  e v a lu a t io n  o f  h i s  " fu n n y  s p e e c h .” The 

l e a r n in g  c e n t e r  i d e n t i f i e d  th e  sp e e ch 'p ro b le m  a s  c au sed  by  an  

"o pen  b i t e "  d e n ta l  p ro b le m . The  l e a r n in g  c e n t e r  p a id  f o r  an  

e v a lu a t io n  by  a  c h i l d r e n 's  d e n t i s t .  The  d e n t i s t  v e r i f i e d  th e  

p ro b le m  an d r e f e r r e d  th e  c h i ld  to  th e  c o u n ty  h e a l t h  d ep art m en t 

f o r  EPSDT sc re e n in g  an d d e n ta l  r e f e r r a l ,  b e c a u se  th e  l a s t  s c re e n ­

in g  d id  n o t show d e n ta l  pro ble m s and th e r e f o r e  M ed ic a id  c o u ld  

n o t  be  b i l l e d .  In  F e b ru a ry , th e  co u n ty  h e a l t h  d e p a rtm e n t gave 

an  ap p o in tm en t to  th e  c h i ld  to  see  th e  h e a l th  d e p a rtm e n t p h y s i­

c ia n .  The s o c i a l  w ork er was  to ld  t h a t  no  r e - s c r e e n in g  c o u ld  

be  do ne  a s  th e  c h i ld  had bee n sc re e n e d  w ith in  th e  y e a r  b u t t h a t  

anyw ay  M edic aid  $oes n o t pay  f o r  w ir e s  on a  c h i l d ' s  baby  t e e t h .  

N o th in g  wa s done. In  M ar ch , th e  c h i ld  was  x - r a y e d  a t  a  d e n ta l
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h y g ie n e  c l i n i c  ( a t  th e  m o th e r 's  e x p e n s e .)  C a v i t i e s  w ere  fo u n d .

F o r t r e a tm e n t  o f  th e  to o th  d e ca y , th e  c h i l d  m ust  be  r e s c r e e n e d  

a t  th e  c o u n ty  h e a l t h  d ep art m en t an d r e f e r r e d  to  th e  d e n t i s t  by  

EPSDT. He w i l l  th e n  ha ve  to  w a i t  a t  l e a s t  f o u r  m onth s f o r  

tr e a tm e n t  o f  c a v i t i e s .  By th e  ti m e  he e n te r s  f i r s t  g ra d e  t h i s  

f a l l ,  n o th in g  w i l l  hav e bee n do ne  on  e i t h e r  o f  h i s  p ro b le m s .

CHAP m us t a d d re s s  th e  d e n ta l  n eed s o f  c h i ld r e n  by  n o t  t y in g

t r e a tm e n t  r i g i d l y  to  c o n d it io n s  d is c o v e re d  d u r in g  an  a s s e s s m e n t .

M is s i s s ip p i  h a s  made g r e a t  im pro vem en ts  i n  i t s  d e n ta l  p ro ­

gr am . CHAP c o u ld  se e  t h a t  a l l  c h i l d r e n  have d e n ta l  e l i g i b i l i t y  

w it h o u t s c r e e n in g .  M is s is s ip p i  now g iv e s  u n iv e r s a l  d e n ta l  

r e f e r r a l  to  a l l  c h i ld r e n  who a r e  s c re e n e d . I f  t r e a tm e n t  i s  

l im i te d  t o  c o n d i t io n s  w hi ch  can  be  i d e n t i f i e d  v i s u a l l y  by  a  

p u b l ic  h e a l t h  n u r s e ,  o u r  pro gra m  w i l l  s u f f e r  a  m a jo r s e t - b a c k .

A ssu rin g  T h a t D e n ta l Car e I s  A v a i la b le

By m ak in g t h i s  on e ch an ge  in  CHAP, yo u w ould  go  a  lo n g  wa y 

to  mak in g c o n d i t io n s  b e t t e r  f o r  c h i l d r e n ,  b u t  t h e r e  s t i l l  r e ­

m ai ns th e  p ro b le m  o f  g e t t in g  t r e a tm e n t .  In  1976 , 58  o f  82  M is s i s ­

s i p p i  c o u n t ie s  w er e c o n s id e re d  c r i t i c a l  d e n ta l  s h o r ta g e  a r e a s .

A r a t i o  o f  more th a n  4 ,0 00  p a t i e n t s  to  on e d e n t i s t  i s  th e  

d e f i n i t i o n  o f  a  s h o r ta g e  a r e a .  10  M is s i s s ip p i  c o u n t i e s  ha d a  

p a t i e n t  r a t i o  i n  e x ce ss  o f 1 :1 0 ,0 0 0  f o r  d e n ta l  c a r e  an d t h r e e  

ha d no  d e n t i s t  a t  a l l .  I t ' s  h a rd  f o r  ev ery o n e  t o  g e t  d e n ta l  

c a re  in  r u r a l  a r e a s ,  b u t i t s  m ost  d i f f i c u l t  fo r  Med ica id rh ii d re n .
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I l  we ta k e  C a rlo s  to  th e  n e x t se m i- m on th ly  M ed ic a id  s c re e n ­

in g , he w i l l  g e t  a  m an dat ory  d e n ta l  r e f e r r a l  s l i p ,  b u t we have no  

a s s u ra n c e  t h a t  he  w i l l  g e t t r e a t e d .  CHAP wou ld  m ere ly  "e n co u ra g e  

p a r t i c i p a t i o n  by  p h y s ic ia n s  and h e a l th  c a re  c e n t e r s . "  The w hole  

q u e s t io n  o f a s s u r in g  p ro v id e r  p a r t i c i p a t i o n  i n  t h e  t r e a tm e n t  

a s p e c ts  o f  EPSDT need s c a r e f u l  a t t e n t i o n .  T h e re  h as b een  l i t t l e  

fo c u s  on g iv in g  s t a t e s  e x p l i c i t  r e s p o n s i b i l i t y  f o r  i n s u r in g  t r e a t ­

m en t.  S t a te s  hav e to o  o f te n  ha d re im burs em ent r a t e s  an d p ro c e d u re s  

t h a t  d is c o u ra g e  p a r t i c i p a t i o n  by p r o v id e r s , o r  t h a t  a t  l e a s t  g iv e  

p r o v id e r s  an  dxcu se  f o r  l im i t i n g  t h e i r  s e r v ic e  t o  M ed ic a id  r e c i p ­

i e n t s .  S ta te s  c o u ld  d ev e lo p  pro gra m s o f re im b u rs em en t f o r  

s e r v i c e s  e i t h e r  on  an  in d iv id u a l  ne ed  b a s i s  o r  th ro u g h  c o n t r a c t in g  

f o r  b lo c k s  o f  ti m e  t h a t  wo uld mak e i t  a t t r a c t i v e  f o r  p ro v id e r s  

to  p a r t i c i p a t e .  In  d is c u s s in g  th e  b lo c k -p u rc h a s e  o p t io n  w it h  a  

S t a te  H e a lt h  D epar tm en t A d m in is tr a to r  i n  M i s s i s s i p p i ,  we hav e 

become  co n v in ced  t h a t  a l l  s t a t e s  ne ed  to  c r e a t e  su ch  an  o p t io n  i s  

a m an dat e from  C ongre ss  to  e s t a b l i s h  a p la n  f o r  a s s u r in g  t h a t

d e n ta l  c a re  i s  a v a i l a b l e .

M is s is s ip p i  le a d s  th e  l i s t  o f s t a t e s  i n  d e n ta l  r e f e r r a l s  b u t 

h as a  lo n g  way  to  go in  a t t r a c t i n g  enou gh  d e n ta l  s e r v i c e  to  m ee t 

th e  n eed s i d e n t i f i e d .  D e n t is ts  g iv e  many r e a s o n s  f o r  n o t  p a r t i c i ­

p a t in g  in  M edic aid  in c lu d in g  to o  much p ap erw o rk , b ro k en  a p p o in tm e n ts , 

d e la y e d  re im b u rs em en t,  and low  fe e  s c a le s .  We do b e l i e v e  t h a t  i t  

i s  im p o r ta n t to  e n fo rc e  th e  f e d e r a l  law w hic h r e q u i r e s  s t a t e s  to  

e s t a b l i s h  re im burs em en t r a te s  h ig h  enou gh  to  a s s u r e  s u f f i c i e n t
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p r o v id e r s  in  th e  pro gr am  so  t h a t  e l i g i b le - p e r s o n s  can  r e c e iv e  

s e r v ic e s  to  th e  sam e e x te n t  t h a t  th e y  a r e  a v a i l a b l e  t o  th e  

g e n e ra l  p u b l i c .  The S e c r e ta r y  o f  HEW sh o u ld  re v ie w  w ha t s t a t e s  

a r e  d o in g  a b o u t a c c e p t in g  th e  r e s p o n s i b i l i t y  f o r  s e t t i n g  r e a s o n a b le  

f e e  l e v e l s ,  a t t r a c t i v e  en ou gh  t o  p r o v id e r s  to  p ro m o te  t h e i r  

p a r t i c i p a t i o n .

A s su r in g  a d eq u a te  f e e  l e v e l s  w i l l  h e lp  a c c o m p li sh  CHAP’s

i n t e n t ,  D u r in g - th e  p a s t  fo u r  y e a r s ,  M is s i s s ip p i  h a s  h ad  t h r e e

up ward r e v i s io n s  o f  i t s  fe e  s c a le  and now h as th e  h ig h e s t

re im b u rs em en t r a t e s  i n  th e  S o u th e a s t . Maximum paym ents  f o r  on e

c h i ld  p e r  y e a r  h as moved  from  $ 5 ?  to  $1 00  to  $1 50  to  $ 2 0 0 .

I n d iv id u a l  f e e  s c a le  c o s t s  sho w an  in c r e a s e  f o r  a  o n e - s u r f a c e

am alg am  from  $7  to  $1 0 to  $12 . D e n ta l f e e s  now a p p e a r  to  be

c o m p e t it iv e  w i th  th e  p r e v a i l i n g  m a rk e t.  T h is  h a s  a c h ie v e d

im p o r ta n t g a in s  f o r  c h i l d r e n .  W hile th e  t o t a l  nu m be r o f  d e n t i s t s

who do som e M edic aid  wo rk  has o n ly  moved up  s lo w ly  i n  f o u r  y e a r s

from  335 to  418, th e r e  has bee n a  d ra m a ti c  in c r e a s e  i n  th e

nu mbe r o f  d e n t i s t  r e c e iv in g  o v e r  $ 1 0 ,0 00  p e r  y e a r  i n  M ed ic a id

p a y m e n ts .. . fr om  a  t o t a l  o f  4 i n  1973 to  86  in  19 7 6 . Those

d e n t i s t s  who do p a r t i c i p a t e  in  th e  p ro gra m  have fo und  t h a t  i t  i s  
«

good  b u s in e s s .  M i s s i s s ip p i ’ s f e e  s c a le  i s  c e r t a i n l y  one f a c t o r  

in  en co u ra g in g  t h e i r  p a r t i c i p a t i o n .  And y e t  i n  O k ti b b eh a  C ounty  

w her e C a r lo s  l i v e s ,  o n ly  two o f  s i x  d e n t i s t s  p a r t i c i p a t e  i n  th e  

M edic a id  p ro gra m . We ne ed  a  b e t t e r  s e r v i c e  d e l i v e r y  sy s te m  i f  

we a r e  e v e r  to  m ee t th e  EPSDT tr e a tm e n t  n e e d s . P o s s i b i l i t i e s

m ig ht in c lu d e  m o b il e  van s manned by  p u b l ic  h e a l t h  s e r v i c e  den­

t i s t s ,  p u rc h a se  o f  b lo c k s  o f ti m e  from  a  d e n t i s t  s e v e r a l  ti m e s  

a  m onth , o r  p re -p ay m en t p la n s . S t a te s  sh o u ld  be  c h a rg e d  w it h  

co m in g up  w it h  a  s t a t e  p la n  to  m ee t th e  d e n ta l  n eed s o f  c h i l ­

d re n , re c o g n iz in g  t h a t  c o n d it io n s  v a ry  from  co m m un ity  t o  com m unity . 

We m us t a l l  l e a r n  t h a t  i t  pays to  ta k e  c a r e  o f  a l l  c h i l d r e n ;  t h a t  

a l l  c h i l d r e n  a r e  o u r  c h i l d r e n .  ***'

[Whereupon, at 4:25 p.m., the  subcommittee adjourned.]
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