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CHILD HEALTH ASSESSMENT ACT AND INCREASED
MEDICAID FUNDING FOR PUERTO RICO

MONDAY, AUGUST 14, 1078

U.S. SENATE,
SuBcoMMITTEE oN HEALTH
oF THE COMMITTEE ON FINANCE,
Washington,D.C.

The subcommittee met, pursuant to notice, at 9 a.m. in room 2221,
Dirksen Senate Office Building, Hon. Abraham Ribicoff presiding.

Present : Senators Ribicoff and Dole.

[The press release announcing this hearing and the bills H.R. 9434
and S. 1392 follow:]

[Press Release])

U.S. SENATE, COMMITTEE ON FINANCE,
SUBCOMMITTEE ON HEALTH,
August 1, 1978.

SUBCOMMITTEE ON HEALTH ANNOUNCES HEARINGS ON: S. 1392—CHILD HEALTH
ABSSESSMENT AcT AND H.R. 9434—INCREASED MEDICAID FUNDING FOR PUERTO
Rrco

The Honorable Herman E. Talmadge (D., Ga.), chairman of the Subcommittee
on Health of the Committee on Finance, announced today that the subcommittee
will hold a hearing on the Child Health Assessment Act (S. 1392). S. 1382,
introduced by Senator Abraham Ribicoff (D., Ct.), is intended to improve the
administration of and benefits under the Medicaid program for screening and
treatment of children.

The Health Subcommittee of the Interstate and Foreign Commerce Committee
i)fetlhe House of Representatives has completed action on a companion bill (H.R.

3611).

The hearing on the Child Health Assessment Plan will begin at 9:00 A M.,
Monday, August 14, 1978, in Room 2221 of the Dirksen Senate Office Building.

The Subcommittee will hear initially, beginning at 8:30 A.M., from the
Administration and the Resident Commissioner of Puerto Rico regarding H.R.
9434, a bill to increase Federal Medicaid funding for Puerto Rico, the Virgin
Islands and Guam.

Requests to testify—Chairman Talmadge stated that witnesses desiring to
testify during these hearings must make their requests to testify to Michael
Stern, Staff Director, Committee on Finance, Room 2227 Dirksen Senate Office
Building, Washington, D.C. 20510, not later than the close of business on Tuesday,
August 8, 1978,

Witnesses will be notified as soon as possible afte- this date as to when they
are scheduled to appear. If for some reason the witness is unable to appear at
the time scheduled, he may flle a written statement for the record in lieu of the
personal appearance,

COonsolidated testimony.—Chalrman Talmadge also stated that the Subcom-
mittee strongly urges all witnesses who have a common position to consolidate
thelr testimony and designate a single spokesman to present their common view-
point orally to the Subcommittee. This procedure will enable the Subcommittee
to receive a wider expression of views than it might otherwise obtain. All
witnesses were further urged to exert a maximum effort to coordinate their
statements,

1)
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Additionally, because of the extensive hearing record established by the House

Interstate and Foreign Commerce Committee on the Child Health Assessment-

Act, witnesses are asked not to repeat that testimony since the House record
will be carefully reviewed by the Committee on Finance.

Legislative Reorganization Act.—The Legislative Reorganization Act of 1946
requires all witnesses appearing before the Committees of Congress to *“flle in
advance written statements of their proposed testimony and to limit their oral
presentations to brief summaries of their argument.” In light of this statute,
and the number of witnesses who desire to appear before the Subcommittee, and
the limited time available for the hearings, all witnesses who are scheduled to
testiry must comply with the following rules:

1. A copy of the written statement must be filled by noon the day before
the witness is scheduled to testify.

2. All witnesses must include with their written statements a summary of
the principal points included in the statement.

3. The written statements must be typed on letter-size paper (not legal
ls)lze)i and at least 75 copies must be submitted before the beginning of the

earings.

4. Witnesses are not to read their written statements to the Subcommittee,
but are to confine their 10-minute oral presentations to a summary of the
points included in the statement.

5. No more than 10 minutes will be allowed for the oral summary.

W;gnesses who f3il to comply with these rules will forfeit their privilege to
testify.

Written statements.—Persons not scheduled to make an oral presentation, and
others who desire to present their views to the Subcommittee, are urged to pre-
pare a written statement for submission and inclusion in the printed record of
the hearings. These written statements should be submitted to Michael Stern,
Staff Director, Senate Committee on Finance, Room 2227 Dirksen Senate Office
Bulilding, Washington, D.C. 20510, not later than Monday, August 21, 1978.

-
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IN THE SENATE OF THE UNITED STATES

FeBruary 8 (legislative day, Fesruary 6), 1978
Read twice and referred to the Committee on Finance

AN ACT

To amend the Social Security Act to increase the dollar limita-

® A O L R W D M

tions and Federal medical assistance percentages applicable
to the medicaid programs of Pucrto Rico, the Virgin Is-
lands, and Guam.

Be it enacted by the Senate and House of Representa-
tives of the United States of Ame-arica in Congress assembled,
ADJUSTMENT OF DOLLAR LIMITATION ON MEDICAID PAY-

MENTS TO PUERTO RICO, THE VIRGIN ISLANDS, AND

GUAM

SecTION 1. (a) Subsection (c) of section 1108 of the
Social Security Act (42 U.S.C. 1308(c)) is amended to

read as follows:
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“{(c) The total amount certified by the Secretary under -

title XIX with respect to—
“(1) the fiscal year ending September 30, 1978,
for payment—
“(A) to DPuerto Rico shall not exceed
$50,000,000, ‘
“{B) to the Virgin Islands shall not exceed
81,600,000, and
“(C) to Guam shall not exceed $1,475,000;
“(2) the fiscal year ending September 30, 1979, for
payment—
“(A) to Puerto Rico shall not exceed $60,-
000,000,
“(B) to the Virgin Islands shall not exceed
$2,000,000, and
“(C) to Gudm shall not exceed $1,800,000;
and
“(8) each subsequent fiscal year, for payment to
Puerto Rico, the Virgin Islands, and Guam shall not
exceed the amounts specified in subparagraphs (A),
(B), and (C), respectively, of paragraph (2) in-
creased by a percentage equal to the percentage increase

in the Consumer Price Index (published monthly by

-J
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the Burean of Labor Statistics of the Department of

Labor) between October 1, 1979, and the first day of

such fiscal year.”.

(b) The amendment made by subsection (a) shall
apply to fiscal years beginning after September 30, 1977.
ELIMINATION OF SPECIAL LIMITATION ON THE FEDER.AL

MEDICAL ASSISTANCE PERCENTAGE FOR PUERTO RICO,

THE VIRGIN ISLANDS, AND GUAM

SEo. 2. (a) The first sentence of section 1905 (b) of the
Social Security Act (42 U.S.C. 1396d(b)) is amended—

(1) by striking out “(1)”, and
(2) by striking out “, and (2)” and all tHat
follows through “shall be 50 per centum”.

(b) (1) Except as provided in paragraph (2), the
amendments made by subsection (a) shall apply with re-
spect to care and services provided, under a State plan
approved under title XIX of the Social Security Act, in a
calendar quarter beginning after September 30, 1978.

(2) Each of the agencies administering or supervis-
ing the administration of the State plan, approved under
title XIX of the Social Security Act, for Puerto Rico, the
Virgin Islands, or Guam may elect not to have the amend-

ments made by subsection (a) apply to any care or
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1 services provided in its jurisdiction to an individual over a
2 period of time beginning before October 1, 1978, and ending
3 after October 1, 1978.
Passed the House of Representatives February 6, 1978.

Attest: EDMUND L. HENSHAW, JR.,
Clerk,

3/
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IN THE SENATE OF THE UNITED STATES
ArriL 28 (legistative day, Freruary 21), 1977

Mr. Risicorr (for himself, Mr. Hatnaway, and Mr. KeNNepy) introduced the

following bill; which was read twice and referred to the Committee on
Finance ‘

A BILL

To strengthen and improve the early and periodic screening,

10
11
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diagnosis, and treatment program, and for other purposes.
Be it enacted by the Senate and House of Repregenta-
tives of the United States of America in Congress assembled,
That this Act may be known as the “Child Health Assess-
ment Act”.
_ DECLARATION OF PURPOSE
SEc. 2. The purpose of this Act is to modify the ecarly
and periodjc screening, .diagnosig, and treatment program and
broaden medicaid eligibility—
. (1) to continue and expand the availability of
health care to children whose families do not have ade-

_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, 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 ineligible 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
arrange for and encourage quality health care for

children.

. REQUIREMENT FOR ASSESSMENT AND TREATMENT OF ALL

_ INCOME ELIGIBLE CHILDREN
SEc. 3. Section 1902 (a) (13) of the Social Security
Act is amended by inserting “and” at the end of subpara-
graph (E), and by inserting after subparagraph (E)
the following new subparagraph—

“(F) effective October 1, 1977, in the case of
any individual under the age of six.who is d mem-
ber of a family who would, 611 the~basis of incomé
and resources, be eligible for aid under the State plan
approved under part A of title IV of this Act, but
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"who is not a dependent child as that term is

defined in section 406 (a) of this Ac., for the inclu-
sion of the care and services specified in section
1905 (a) (4) (B) ; and ‘

. “(@) 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 necessarily including (i) those

for the treatment of mental illness, mental retarda-
tion, or developmental disabilities, and (ii) dental
care when not for the treatment of conditions dis-

covered during an assessment) 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 periodi-

cally assessed pursuant to section 1912 (b) (1) ;”.

MEDICAID ELIGIBILITY OF CERTAIN CHILDREN UNDER SIX

SEo. 4. (a) Section 1902 (a) (10) of the Act is amended

by striking out “and” at the end of subparagraph (B),

" by redesignating subparagraph (C) as subparagraph (D),

" and by adding after subparagraph (B) the following new
subparagraph: ' o

“(0) for making medical assistance available



o I O I ) o S S O L
mﬁwwwgcmqmm»wwuo

W MO eI D A B W O ke

10

4
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 part A of title IV of this
Act, but who is no! a dependent child as that term is
defined in section 406 (a) of this Act; and”.

(b) (1) Section 1802 (a) (10) of the Act is amended
by inserting “or clause (C)” after “clause (A)"’ each place
it appears in that section, -

(2) Section 1902 (a) (10) (I) of the Act is amended
by inserting “or pursuant to clause (C) of this paragraph,
clause (F) or (G) of paragraph (13), or section 1912”
aft;r “section 1905 (a) 7.

CHILD HEALTH ASSESSMENT PROGRAM

Sec. 5. Title XIX of the Act is amended by inserting at
the end thereof the following new section

“CHILD HEALTH 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 primary 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-

tion 1902 (a) (13) (F), and any other individual under the
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' 5 .
age of twenty-one who is eligible for such services under the
State plan approved under this title.

““(b) Child health assessments under this title may be
provided only by a health care provider who enters into an
agreement with the State agency responsible for administer-
ing or supervising the administration of the State plan under
this title to—

“(1) provide to individuals specified in subsection
(a) periodic health assessments, as required by regula-
tions of the Secretary;

“(2) provide to individuals assessed a minimum
range of diagnostic and treatment services (including imn-
munization against childhood diseases) as required by
regulations of the Secretary, except that in lieu thereof
(A) during the period beginning October 1, 1977, and
ending September 30, 1978, a State may enter into an
agreement with any health care provider who agrees
to refer such individuals for such diagnostic and treat-
ment services; (B) during the period beginning Oc-
tober 1, 1978, and ending September 30, 1980, a State
may enter into an agreement with any health care pro-
vider who has written arrangements for the referral
of such individuals to appropriate providers for such’
diagnostio and treatment services; and (C) after Sep-

tember 30, 1980, the Secretary may, with respect to any
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geographic area in a State, continue to allow agreements
pursuant to clause (B) if he determines that a State
has made reasonable efforts to assure provider participa-
tion, but the number of providers who have agreed with
the State to provide directly diagnostic and treatment
services is insufficient to serve the number of children
who are cligible pursuant to this paragraph for such
services;

“(3) refer such individuals to appropriate providers
for any corrective treatment the need for which is dis-
olosed by an assessment but which is not available direct-
ly from the provider who has the agreement with the
State, and follow-up to assure the provision of such
treatment; N

“(4) take responsibility for the management of the.

| medical'ca,se of each individual assessed to assure that all.

medical services which are offered under the State plan
(pursuant to section 1902 (a) (13) (G)) and which are
found to be necessary pursuant to an assessment are
made available in a timely manner and that reassess-:
ments arc performed as required in regulations of the.
Secretary ;

“(5) be reasonably accessible on an ongoing basis

to individuals who have been assessed to assure the con-

25 ¥ tinuing availability of medical care; and " ca



13

7
1 “(6) make reports which the State or the Secretary
raay require to assure compliance with the requirements
of this section.
“(c) Any individual under the age of twenty-one who

has received an assessment pursuant to this section shall, not-

2

3

4

5

¢ withstanding any other provision of this section or the State
7 plan approved under this title, remain eligible for all carc
8 and services provided under the State plan to individuals who
9 have been assessed for a period of six months following the
10 date on which the income and resources of his family first,
11 exceeded the eligibility limits specified in the State plan for
12 such eare and services, or, if the individual was eligible for
13 aid to families with dependent children under part A of title
14 IV of this Act, for a period of six months following the date
15" on which he became ineligible for such aid, except that in no
16 case shall an individual be eligible for such care and services
17 by reason of the application of this subsection (1) who has
18 attained the age of twenty-one or (2) who has not been
19 reassessed in a timely manner.”.

20 ADDITIONAL STATE PLAN REQUIREMENTS

21 SEC. 6. Section 1902 (a) of the Act is amended by strik-
99 ing out “and” after paragraph (35), by striking out the
o3 period after paragraph (36) and inserting instead “; and”-
94 and by adding after paragraph (36) the following new

95 paragraph—

34-464 0 -79 -2
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“(37) prm'ride that the State will encourage par-
ticipation by physicians and health care centers in the
program described in section 1912 of this Act; will as-
sure coordination between State and local agencies par-
ticipating in that program and community health centers
funded under section 330 of the Public Health Service"
Act; and will assure the availability of appropriate sup-
port services (including case trécking and outreach), in
accordance with regulations of the Secretary, to individ-
uals and health care providers participating in the pro-
gram described in section 1912.”.

FEDERAL REIMBURSEMENT

8Ec. 7. (a) Section 1903 (a) of the Act is amended by

redesignating paragraph (6) as paragraph (7) and by add-

ing after paragraph (5) the following new paragraph—

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

of the sums expended during such quarter as are at-

tributable to child health assessments performed pursuant
to section 1912 (b) (1) and to diagnosis, treatment
(other than dental and inpatient care), referral, follow-
up, and medical case management of individuals who
have been assessed pursuant to that section and regula-
tions of the Secretary promulgated thereunder; which

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

25 ' Tederal medical assistance percentage {as calculated for
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e purposes of paragraph (1) of this subsection) and 90
per centum or 75 per centum, whichever is greater;
plus”.

(b) Section 1903 of the Act is amended by adding at
the end thereof the following new subsections:

“{(1) Notwithstanding any other provision of this title,
beginning October 1, 1977, whenever the Secretary deter-
mines that a State does not have a program, which meets
such standards as he shall specify in regulations, for the
purposes of—

“(1) informing families of children eligible pursuant
to subparagraph (B) or (F) of section 1902 (2) (13),
for services under the State plan pursuant to section 1912
of the availability of such services;

“(2) aésuring the provision of child health assess-
ments in a timely manner in cases where it is requested
and required under the State plan;

“(3) assuring the provision, in a timely manner,
of any medical care or service the need for which is dis-
closed by an assessment; or

’ “(4) assuring compliance with the terms of the
agreements it has with providers of services under sec-

. tion 1912;
the Secretary shall notify the State of such failure and that
the amount otherwise required to be paid to such State
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with respect to each succeeding fiscal quarter following such
notification pursuant to paragraphs (2}, (3), (4), and (7)
of this section for the administration of the State plan shall
be reduced by 20 per centum of that amount until the
State shows to the satisfaction of the Secretary that the

failure with respect to which the reduction applies has been

- corrected. Until the Secretary is so satisfied, he shall make

any reduction referred to in the preceding sentence, except
that if the Secretary is satisfied that the State intends to cor-
rect such failure, the Secretary may withhold the imposi-
tion of the reduction referred to in the preceding sentence for
& period of time, not exceeding six months, to allow the
State to fully comply with the requirements of this subsec-
tion, and where, at the end of any such period he determinés
that the failure with respect to which the reduction would
apply has been corrected, he may waive the imposition of the

reduction entirely.  Nothing in this or any other section of

-this title shall be construed to require the Secretary to review

. & State’s activities to assure compliance with this subsec-

tion more frequently than he determines is necessary based
upon the State’s previous performance in 'meeting‘ the re-
quirements of this subsection. Each State shall cooperate with
the Secretary by providing appropriate .documentaéion of its-

performance pursuant to this subsection. -
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“(m) Notwithstanding any other provisions of this title,
with respect to any quarter béginning after September 30,
19717, for which the Secretary determines that.a State has
met the criteria for good performance applicable to the pro-
gram required by section 1912 which he shall specify in
regulations pursuant to this subsection, he shall pay, in ad-

-dition to any other payments ho is reqiired to make to the

State pursuant to this sectior, an amount'equal to 25 per
centum of the remainder specified in section 1903 (a) (7).
The standards the Secretary shall.specify for determining

_ good performance under this subsection may include criterid

such as the percent of children eligible for assessment under

the State plan who are aisessed; the percent of conditions
identified during an assessment which are treated; and the
percent of children eligible for assessment who are fully im-
munized following assessment.”.
CONFORMING AMENDMENTS

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

(2) The amendment made by paragraph (1) of this
subsection shall be effective with respect to quarters begin-
ning after September 30, 1977.

(b) (1) Section 1905(a) (4) (B) of the Social Se-
curity Act is amended to read as follows: *(B) child health

assessments, diagnosis, treatment, referral, and medical case
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management of individuals under the age of twenty-one who
are eligible for such services under the State plan in accord-
ance with the requirements in section 1912;”,

(2) The amendment made by paragraph (1) of this
subsection shall be effective beginning October 1, 1977.

(o) Any individual who has been screened pursuant to
section 1905 (a) (4) (B), as in effect prior to October 1,
1977, and who meets the criteria pertaining to age and date
of previous ecreening 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 sec-
tion 1905 (a) (4) (B), as amended by subsection (b) of

this section, on the date when he was screened.
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Senator Risicorr. The committee will be in order.

The first matter before us is H.R. 9434. The Honorable Balasar
Corrada and Robert Derzon.

You may proceed, sir, I understand you have a summary, but your
entire statement will go into the record as if read.

STATEMENT OF HON. BALTASAR CORRADA, RESIDENT COMMIS.-
SIONER FROM PUERTO RICO; ACCOMPANIED BY DR. JAIME
RIVERA-DUENO, SECRETARY OF HEALTH, PUERTO RICO

Mr. Corrapa. Good morninﬁ, Mr. Chairman and members of the
committee. I am accompanied by Dr. Jaime Rivera-Dueno, Secretary
of Health for the Commonwealth of Puerto Rico, and it is a pleasure
for me to appear before you today.

This bill provides for an increase in the ceiling of Federal expendi-
tures for the medicaid pro%ram in Puerto Rico, Guam, and the Virgin
Islands. It is a very simple and I believe noncontroversial piece of
legislation. As you-probably know, this bill passed the House under
suspension of the rules, which means that a two-third majority was
reﬁired for its passage.

r. Chairman, one of the priorities of Governor Romero’s adminis-
tration is to provide the best possible health care to the people of
Puerto Rico, but unless we are afforded a better treatment under the
medicaid program, most of our efforts will be seriously hampered.

The medicaid lgrogram was designed to provide medical care to those
in our society who are medically indigent. By placing ceilings and re-
strictions on the applicability of the program in Puerto Rico, we have
been seriously constrained in carrying out the spirit of the law.

The public health care system in Puerto Rico 1s a very extensive one
and it provides services to approximately 1.8 million persons who are
eligible for medicaid and an additional 400,000 persons who receive
services at 100-percent State cost. To keep this expensive system oper-
ating at adequate standards and servicing this large clientele, the
Government of Puerto Rico spends around 10 percent of its total
budget for health care.

For example, in the 10-year period from 1965 to 1975, the Govern-
ment of Puerto Rico’s appropriations for health care were increased
from $37.8 million to $109 million or by 188.4 percent. For fiscal year
1977-78, this figure was increased to $141.2 million.

During this same period, the municipalities of Puerto Rico increased
the health care costs from $24.2 million to $53.8 million for an increase
of 122 percent. Governor Romero-Barcelo in his testimony before the
House Subcommittee on Health assured the members of that subcom-
mittee that the dollar commitment to the improvement of health care
in Puerto Rico will continue to increase and that no reductions will be
made in the health budget if we receive additional Federal funds under
the medicaid program. I would like to make that same pledge to this
subcommittee.

Attached to my testimony, you will find table A, which I make part
of this testimony, and I request that it be made part of the record,
showing the constant increase in the local appropriations.

Puerto Rico has also invested heavily in physical facilities. Approxi-
mately $210.5 million have been spent during the last 6 years from
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local funds for the construction of diagnostic and treatment centers to
provide services to the medically indigent.

When Congress established in 1965 the medical assistance program
through title XIX of the Social Security Act, Puerto Rico was
included in the same manner as the States except that the matching
formula applied to the island was 55 percent. But in 1968, Congress
established an annual ceiling of $20 million for the program and
reduced the Federal share to 50 percent. In 1972, the ceiling was raised
to $30 million, which is still the applicable celling for medicaid ex-
penditures in Puerto Rico.

Title XIX of the Social Security Act, as it applies to Puerto Rico,
does not entirely fulfill the intent of Congress o heI{)ing low-income
families in the Nation to avail themselves of high-quality medical care
-on an equal basis with those who can afford to pay for it. The con-
straints 1mposed by the inflexibility of the statutory limitation of $30
million and the requirements that the island comply with virtually the
full range of legislative and administrative conditions for the receipt
of these funds, as they apply to the States, are the key factors that limit
the full implementation of the program in Puerto Rico.

The medicaid program in Puerto Rico has to provide the same serv-
ices to welfare and health clients, and to engage in various administra-
tive actions as required from the States, despite the statutory financial
limitation to the island. ’

The range of required services includes medical and hospital serv-
ices; early and pernodic screenings; diagnosis and treatment for chil-
dren; home health services; nursing home services; family planning
services; and reimbursement for certain emergency and other health
services provided in other States to participants while traveling in the
mainland. These service requirements alone imply costs far in excess
of the available State and Federal financing.

To aggravate the problem, we find that the government of Puerto
Rico has been sued in court by the Puerto Rico Legal Services, Inc.,
which is funded by the Federal Government, because we are not able
to comply with Federal regulations under the medicaid program. One
of the main reasons, Mr. Chairman, that makes it difficult for us to
com})ly with these regulations is that we do not receive adequate fund-
ing from the Federal Government. Certainly we are anxious to provide
more and better services.

Mr. Chairman, as I mentioned before, the public health care system
in Puerto Rico is quite extensive. Due to the severe limitations of funds
we are providing only in a very limited scale nursing home services
and we are unable to reimburse other States for emergency and other
services provided to the residents of Puerto Rico.

During the last few years, most of the Federal legislation related
to the delivery of health services to the medically indigent population
has been based on the third-party reimbursement concept. In the
United States the main source of third-party reimbursement for these
I[;rograms is medicaid. This is obviously not true in the case of Puerto

ico and, therefore, any program depending on third-party reimburse-
ment is doomed to failure.

This is so because most of these programs provide only for “seed
money” with a phaseout schedule providing the projects enough time
to become self-sufficient through third-party funds. In Puerto Rico,
we cannot foresee that this will ever be feasible because of the absence
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of third-party payors, especially medicaid. If this trend continues, the
medically indigent in Puerto Rico would not be able to benefit from
any of the new legislation their counterparts in the United States are
benefiting from.

Although Puerto Rico has made efforts of its own to expand the
health budget it has been unable to effectively upgrade the quality and
exggnd the services to our indigent popl)]ulation.

ost of the increases in funding have been offset by the annual
increase in population, the high cost of living, and inflation in health
care costs.

As T have stated before, approximately 17 million persons in Puerto
Rico are considered to be medically indigent, 57 percent of these, or
975,000, are children. This low-aged group places increasing demands
on the financial resources of the Government of Puerto Rico if we are
to provide them all the health care services they need. '

The cost of living in Puerto Rico is higher than in most areas of the
United States. As a matter of fact, the U.S. Civil Service Commission
has established a 12.5-percent cost-of-living allowance for Federal
employees working in tﬁe San Juan metropolitan area, and 5 percent
for those working outside the metropolitan area. A recent report for
the Puerto Rico Department of Labor shows that there has been a 67-
percent increase in the cost of living in Puerto Rico over the past 8
years. This same report indicates a cost-of-living index for medical
care of 190.7 percent.

As an example, Mr. Chairman, the average annual medicaid pay-
ment per eligible recipient in 1972 was $21.21. In 1975, that was equal
to $12.85, an effective drop of $8.40 due to the decrease in the purchas-
ing power of the dollar.

As you can see, the $30 million ceiling, unfair as it is, becomes more
burdensome because of inflation and the high cost of living in medical
care.

In conclusion, Mr. Chairman, it is unfortunate that after 9 years, in
spite of a considerable State effort, Puerto Rico has not been able to
reach the commendable goals set by medicaid legislation due to insuf-
ficient funding. In order to prevent further deterioration of the serv-
ices and to treat as equal the medically indigent U.S. citizens residi
in Puerto Rico, we urge this committee to recommend the lifting o
the $30 million ceiling for medicaid expenditures in our islanﬁ. I
believe that the House-passed bill takes a sensible approach and I ho
that this committee will concur with the House on this matter. Mr.
Chairman, I have provided the subcommittee with a series of tables
containing data relative to my testimony and I would appreciate it if
th%y could be made part of the record.

enator Risicorr. Without objection.
[The material referred to follows:]

TABLE A.—STATE AND LOCAL APPROPRIATIONS FOR HEALTH IN SELECTED FISCAL YEARS

Appropriations (millions)

Soyrces Fliscal year 1965  Flscal year 1975
Puerto Rico (State). ... .. . i eeeecm——e 7.8 A
Municlpal. (..) .......................................................... ’:2’4. 2 ,msg. g

L SN 62.0 162.8
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(a) Hospitalization at regional hospitals: Admissions—100,000 per year; cost
per unit®—$702 (average) per patient; total cost—$70,200,000; and medicaid
estimate (86 percent of total cost), $46,332,000.

(b) Out-patient care at regional hospitals: Visits—900,000 per year; cost per
unit *—$37 (average) per patient ; total costs—$33,300,000 ; and medicaid estimate
(66 percent), $21,978,000.

1(0) Services at area hospitals: 1976 experience—$16,555,747; and medicald
estimate (66 percent), $10,890,000.

(d) Services at health centers: 1976 experience—$24,691,886; and medicaid
estimate (66 percent), $16,236,000.

(e) Services provided by the San Juan Health Department: 1976 experience—
$26,000,000; and medicaid estimate (66 percent), $17,160,000.

(f) Services provided by other municipalities: 1976 experience—$12,000,000;
and medicaid estimate (66 percent), $7,920,000.

Total estimate of medicaid funds required, $120,516,000.

1 Includes all services rendered during patient'’s stag, until his discharge.
2 Includes all services rendered during patient’s visit.
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Puerto Rican estimated average annual expenditure for a family of 5 members,
summary table:® 1970

Item Average annual expense
Food e $1, 954. 68
Clothing and other personal items_ . ______________________________ 1,179. 76
Housing, equipment, electricity, water, gas___._______________________ 1, 556. 13
Transportation . e 447. 00
Recreation, schooling, and printed material . ______ _________________ 213. 00
Other consumption expenditures. . e 114. 00
Insuranee e 139. 00
Donations and presents. .. - . e 99. 00

Total e 6, 702. 57

1 Basic Needs of the Puerto Rican in 1970 Division of Planning Research and Evaluation.

Considering a rate of inflation of 7 percent annually, during the last 7 years,
the level of medical indigency should be raised considerably. Rate of inflation of
medical care exceeds other items.

BEST COPY AVAILABLE
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PERCENT OF ELIGIBLE MEDICAID PATIENTS BY TOWN

Town Population  Percent eligibles
20, 240 61.9
33, 300 78.4

, 660 59.5
21, 800 62.6
23, 200 7.4

, 060 §3.1
86, 690 65.3

, 580 74.8
13, 220 63.7

9,920 ..o ..
24, 840 68.0
183, 580 42.0
29,740 60.2
109, 370 57.8
21, 410 74.6
5,030 58.8
140, 950 36.7

, 150 4.0
42,290 8.2
12,940 40.2
16, 570 66.5
25, 520 88.3

, 320 82,2

1,250 68.8
30,310 66.7

870 (... o.......
23,570 50.3

, 080 38,
16,270 62,

, 600 63, 4
19,970 72.
76,810 51,
20, 760 73,
23,620 89.
12,500 44,
41,550 58,
35,390 67,

Jayuya. .. 14,120 79.

Juana Diaz_ . 43,950 68,
24, 060 70.
18,980 54,
29,080 70.3
10, 890 51.7
20, 340 60.4
11,230 66. 8
33,420 64.2
6, 650 59. 6
10, 690 86.7
99,010 43.6
29,870 68.3

8,530 83.5

, 320 63.4

, 300 74.2

, 460 89.9
19,770 76.1

, 380 63.0
175,690 56.1
17,310 60.5

ncon 10,570 70.9
Rio Grande.... 26,610 52,0
Rio Piedras_ ... , 060 21.8

18, 470 64.0
, 360 62.8
5, 090 66.2
1147, 890 73.8
34,390 78.2
37,470 62.1
17,670 63.3
25,150 66,3
60,910 351
40, 280 52.9
39,470 64.4
27,780 55.9
37, 600 72.6

9,040 ___..._........
19, 320 82.3
36.210 56.7
37,640 69.0
18,370 45.0

3, 120,900 56.1

1 Includes San Juan I, 11, ill, and IV.
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Mr. Corrapa. These tables and charts show the State and local ap-
propriations for health in selected fiscal years, hospitalization, indi-
vidual costs.

They also show State and municipal funds, appropriation for health
services in Puerto Rico for fiscal year 1967 through 1977 ; total vendor
payment under title XIX for fiscal years 1971 through 1976; unem-
ployment rates in Puerto Rico through the years 1968 through 1977;
and general consumer price index and medical care index, Puerto
Rico, 1972 through 1977; Puerto Rico estimated annual expenditure
for a family of five members; and a summary table; percent of eligible
medicaid patients by island municipalities. All this information will
be of help to the subcommittee.

Further, Dr. Rivera and I will be glad to answer any questions you
may have.

Senator Risrcorr. Thank you very much.

Mr. Derzon ¢

STATEMENT OF ROBERT DERZON, ADMINISTRATOR, HEALTH
CARE FINANCING ADMINISTRATION, DEPARTMENT OF
HEALTH, EDUCATION, AND WELFARE

Mr. DerzoN. Thank you very much, Mr. Chairman. I am Robert
Derzon, Administrator of the Health Care Financing Administration,
and to my right is Mr. Richard Heim, Director of the Medicaid Bu-
reau. We are pleased to be here today to strongly support the objectives
of H.R. 9434, increasing Federal aid to the territories.

I think it is self-evident from the testimony you have already heard
that [an] extraordinary increase in inflation and health care costs is
taking place in Puerto Rico, Guam, and the Virgin Islands, as it has
throughout the rest of the United States. The ceilings on Federal
assistance have not been adjusted since 1972, and we strongly concur
that adjustments need to be made so that, in fact, we can have a fair
program for all citizens of the United States, wherever they might be.

I simgly want to strongly urge the committee’s support of the
thrust of H.R. 9434. We wouf'd like the effective date to be after Octo-
ber 1 of this year so that we can make proper provisions within the
budget of the President, and we would like future increases in the ceil-
ing to be tied, as they are in the proposed bill, to the Consumer Price
Index so that there can be adjustments each year, without going
through an additional legislative process.

The administration’s proposal transmitted to Congress June 7,
would increase the proportion of Federal matching from 50 to approxi-
mately 75 percent. This seems more reasonable for these territories,
where the per capita incomes are very low, than the approach proposed
in HLR. 9434.

I think that summarizes pretty fully our statement. We would be
pleased to answer any questions.

Senator Risrcorr. Does the administration support adding the Mari-
anas to this bill?

Mr. DerzoN. Qur draft bill would also extend the medicaid program
to the northern Marianas, and would permit Federal financial partici-
pation in medicaid costs of up to $1,500,000 per fiscal year. As is pro-

for Puerto Rico, Guam, and the Virgin Islands, the match rate
would be established at 75 percent.

Senator Risicorr. Thank you very much, gentlemen.
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[The prepared statement and letter of Mr. Derzon follow :]

STATEMENT oF ROBERT A. DERZON, ADMINISTRATOR, HEALTH CARE FINANCING
ADMINISTRATION

Mr. Chairman, I am pleased to share with you and the committee the Depart-
ment’s views on H.R. 9434, which would increase Federal Medicald funding for
Puerto Rico, Guam, and the Virgin Islands.

The Department is sympathetic to the problems which this legislation sceks to
allevidte. Medicaid was enacted to help all low-income U.8. citizens to have access
to quality medical care, and these territories, which have a high poverty level
and substantial unemployment, rely on that commitment.

The ceilings established by the Congress on Federal medical axsistance to
Puerto Rico, Guam and the Virgin Islands have not been adjusted since 1972, I
need not remind this committee of the change in henlth care costs since that time.
The price tag of the Medicaid program alone has nearly tripled iu six years.
Although this legislation could be vicwed as contributing to this trend, we do not
believe that low-income recipients of medical care should be penalized hecause of
widespread infiation in the health care field, intoleralile as that inflation s,

In this connection, I am pleased to note that Governor Romero-Barcelo of
Puerto Rico has stated that the public health care system serving the indigent
population of Puerto Rico has built-in controls on expenditures to keep costs
down, He can be proud of a system which is predominantly ambulatory and which
ll:aslt:aﬁ:ifted its focus from acute care to a preventive approach to assuring good

ealth,

I believe it is also appropriate this morning to nole that the Commonwealth
has invested heavily in maternal and child health cure.

The Department supports the objectives of H.R. 9434. The fiscal 1979 bhudget
included a proposal to provide fiscal relief to these jurixdictions along the lines
of H.R. 9434, The Department formally transmitted this proposed legislution to
Congress on June 7, 1978,

Because funds are not included in the fiscal year 1078 budget, hiowever, we
would urge you to ensure that the changes made by this legislation do not take
effect until after October 1. H.R. 9434 provides for incrensed expeditures hegin-
ning in this fiscal year, which could result in unbudgeted increases of %21 million.

Our recommendation to double the ceiling in fiscal year 1979 conforms to the
House bill. In future years we propose, as does IL.R. 9434, to tie the increases
in the ceiling to the Consumer Price Index. Accordingly, the impact of the bill
on budget outlays is within the amounts projected in the President's budget for
the next five years.

We also propose increasing the Federal match raie from 50 to 75 percent. We
view this as equitable and preferable to the provision in H.R. 9434 which would
set the Federal share in the same manner as is determined for the 50 States.
These jurisdictions are exempt from Federal income taxes; they are exempt
from the usual Medicaid requirement that recipients be given their free choice
of qualified providers, and they are exempt from the ceiling on income levels for
the medically needy. These arrangements reflect the specinl status of these juris-
dictions and the special nature of their health care systems. We helieve o flat
percentage Federal share, as well as the ceiling on funding, is consistent with our
recognition of this unique system and tbe need to preserve a certaiu amount of
flexibility. '

With the changes mentioned above, we would be pleased to support the bill.

Thank you.

DEPARTMENT OF HEALTH, EDUCATION, AND WELFARF,
August 14, 1978.
Hon. RusseLL B. LoNnag,
Chairman, Committee on Finance,
U.8. Senate,
Washington, D.C.

DEAR MR. CHAIRMAN: This is to follow up on and provide a formal response
to Senator Ribicoff's question during this morning’s hearing on H.R. 9434, The
Senator asked for the Department’s views on exieuding the legislation (o the
Northern Marianas.

As you are aware, the Trust Territory of the Northern Mariana Tslands has
not previously participated in the Medicaid program. The Department’s draft bill
to provide increased funding to Puerto Rico, Guam, and the Virgin Islands, which
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the Secretary transmitted to the Congress on June 7, 1978, would also extend the
Medicaid program to the North Marianas. This amendment {s required by section
502(a) (1) of Public Law 94-241, the Joint Resolution to approve the covenant
to establish a Commonwealth of the Northern Mariana Islands in political union
with the United States. The Department’s draft bill would permit Federal
financial participation in Medlcaid costs of up to $1,500,000 per fiscal year and,
as Is proposed for Puerto Rico, Guam, and the Virgin Islands, the Federal match-
ing rate would be established at 75 percent.
Sincerely, :
RoBerT A. DERZON,
Administrator,
Health Care Financing Administration.

Senator Riprcorr. We will now go to S. 1392, the Child Health
Assessment Act.

The first witness will be Ms. Wendy Lazarus. Without objection,

your opening statement will go into the record, as if read.

STATEMENT OF WENDY LAZARUS, HEALTH SPECIALIST, CHIL-
DREN’S DEFENSE FUND

Ms. Lazarus. Thank you, Mr. Chairman. My name is Wendy
Lazarus, and I am representing the Children’s Defense Fund. I di-
rected CDS nationwide study of the EPSDT program. I am grate-
ful to have the opportunity to comment on 1392, the CHAP bill.

No proposal currently being acted on by Congress has greater sig-
nificance for the health of chi%dren in this country. We appreciate the
willingness of the subcommittee, and the leadership exhibited by you,
Mr. Ribicoff and Chairman Talmadge, to schedule these hearings at
a time when Congress is confronted with a full agenda of pressing
issues. We are joined by a number of other organizations who are
committed to passage of a strong CHAP bill this year, and we are
pleased the Senate is taking action.

The Children’s Defense Fund is a national, nonprofit, child ad-
vocacy organization created in 1973 to gather evidence about the
conditions of American children and to address their needs systemati-
cally. We seek to correct problems uncovered by our research through
Federal and State policy changes, public information, and a variety
of other means,

S. 1892 contains many good and extremely important provisions.
Although, we will not use limited time this morning to discuss them,
I do want to underscore our support for the administration’s efforts
to make legislative improvements in EPSDT. We are submitting
today extensive written testimony on the bill that sets forth the value
of CHAP, the provisions we support in 1392, the amendments we
helieve are essential to make CHAP effective and the rationale for
each. We request that this be submitted into the record.

Senator Risicorr. Without objection, the entire statement and ex-
hibits will go into the record asif read.

Ms. Lazarus. I will summarize briefly here why a strong CHAP
bill should be passed now, and which changes in S. 1392 we consider
unexpendable.

For 2 years, between 1975 and 1977, we studied the operation of
EPSDT. In addition to reviewing statistics and reports of the pro-
gram nationally, we went out and looked at programs in a number of
localities. Unfortunately, we saw far too many instances where chil-

34-464—78——3
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dren were simply not getting EPSDT services. The consequences are
extremely severe.

Archie Douglas is now 8 years old and has already failed the first
arade twice. His problem is a hearing loss which developed as a result
of an ear infection he suffered when he was 2 years old. Archie would
have been spared much of his suffering had he received EPSDT serv-
ices within a year after he had his infection. The hearing loss could
have been identified much earlier, 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 poor children like Archie cannot do without health
services. For every three screenings done through the EPSDT pro-
gram_ nationally, two health problems requiring followup care are
found. A vast majority of these problems have never been found or
treated. vet, they are the kind of troubles that interfere with a child’s
ability to learn in school, eat properly, and lead a productive life.

For instance, vision and hearing disorders, serious dental needs,
and a lot of anemia are found. A1l you have to do is see firsthand what
EPSDT can do for children to become convinced that if it can be
made to work better, that it must be done.

To make this happen requires relatively simple legislative and
administrative changes. I would like to emphasize that CHAP is not.
a major new program. It is an attempt to face squarely and resolve
the deficiencies in a program which has been in existence more than
10 years.

CHAP's goals, while abhsolutely crucial, are modest. No. 1, to modify
EPSDT so it will enroll all needy low-income children in a system
of health carve which assures them complete preventive services and
necessary subsequent care. No. 2, to correct the most serious inequities
in eligibility and bencfits policies for children and youth under
mediecaid.

Certain modifications in S. 1392 are necessary to accomplish these
two purposes. Most of them are administrative changes which are
doable and which cost no money at all. The remainder do require funds,
but only a modest increase, particularly given the evidence that pre-
ventive care actually brings costs savings when properly provided to
children.

Let me begin discussing the changes that would require no. or mini-
mal, new funds. These amendments ave intended to deal with the sad
fact that only a small portion of medicaid children now receive
EPSDT services.

We found, for instance. in 1976 only one-quarter of the number of’
screenings needed by eligible children were provided. Three of the
major reasons for this inadequate record are not addressed sufficiently
by S. 1392, and we nrge that they be corrected.

First, few States have set up the kind of public education or out-
reach program, which properly informs eligible families about
EPSDT and how to secure its services. Obviously, this is the first cru-
cial step in the program, and if it is not done effectively, no children
will benefit from CHAP, regardless of how good the rest of the

rogram is.
P Like EPSDT, S. 1392 fails to promote the methods of outreach that
have been shown to work best gy every serious study of this pro-
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gram. To be effective, CHAP must shift outreach activities in a state
away from heavy reliance on welfare agencies. It should promote
cominunity organizations that employ trained paraprofessionals who
are known and trusted by medicaid families,

Second, few States have involved the full range of providers quali-
fied to offer EPSDT services. As a result, in some places, children
wait as long as 6 months for an appointment for screening or treatment
services. Often, too, children cannot receive EPSDT services from the
providers which can meet their needs best. At the time of our study,
19 States relied primarily on country health departments to the ex-
clusion of a host of other qualified providers. S. 1392 does not correct
this problem. Provisions must be added setting out explicitly the
%tateis]; responsibilities to actively solicit provider participation in

HAP.

Third, EPSDT program standards and the mechanism for insuring
adherﬁnce to them are inappropriate and weak. S. 1392 is deficient here
as well.,

We have, therefore, recommended that several administrative
changes be made: that outcome-oriented standards be used for deter-
mining penalties as well as bonuses, that CHAP implementation plans
be developed by States, and present loopholes in Federal compliance
procedures be eliminated. Lastly, we urge that States be required to
maintain at lcast their current eligibility and services policies for the
under-21 population so these new Federal funds expended by CHAP
result in strengthened and expanded health services.

We. and many others, know that EPSDT shortcomings have been
due, in part, to the very poor peformance by HEW in administering
this program. While many of the failures occurred in past administra-
tions, the performance of this administration has been unimpressive
as well, Screening levels are not increasing as they should. Badly
needed new regulations and reporting requirements have been -under
review for a year and a half and have not been issued yet. -

In light of the Department’s commitment to cut medical costs, it
is all the more intolerable that it has made little progress to improve
this preventive care program for children, which does save money
in the long run.

EPSDT and CHAP can be administered well, but it will require an
understanding by the Health Care Financing Administration of the
program’s uniqueness, and a Federal commitment and leadership
which EPSDT simply has not, and still does not, enjoy.

We urge Congress to bui.d in certain assurances of constructive
Federal leadership.

First, we recommend that Congress ask the Secretary to submit an
annual report on the progress made by States in enrolling children
in CHAP and providing them with high-quality services.

Second, we recommend that CHAP be administered by an identi-
fiable unit. The office should have clear authority and sufficient staff
to set programs standards, devise reporting requirements, work with
States to promote proper implementation, and monitor program

uality.
1 It i'sy not acceptable to spread these functions through various parts
of medicaid. CHAP’s charge requires a special focus in the agency,
as well as support from the highest levels in carrying out ite unique
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mission, The reason is that it is unlike other parts of medicaid and
medicare, CHAP is concerned not only with financing, but also with
setting up a delivery system to actually reach a targeted population
with a standard of care.

I would like to summarize the changes we urge which do entail
additional costs. Qur written statement contains the rationale and
implications of each,

We recommend coverage of routine dental care for all medicaid
youngsters., In addition, a CHAP health assessment should include
2 referral to a dentist for any child not receiving routine dental care.

No. 2, we recommend coverage of all health care for which medicaid
payment is available for each child enrolled in the CHAP program.
If cost considerations dictate any limitation on care subsequent to
an assessment, these limitations should be confined to expensive serv-
ices affecting the least number of children.

Three, we recommend expansion of medicaid eligibility to all chil-
dren under age 21 in families which meet State income requirements,
which should be at least set at an established minimum.

No. 4, we recommend extension of medicaid eligibility to low-income
pregnant women who meet income requirements.

The total package of our amendments to S. 1392 would cost roughly
£300 million in fiscal year 1979. This may sound like a lot of money in
these times, biit CDF believes the expenses are entirely justified, given
the cost savings which will acerue to taxpayers eventually and the very
real physical and emotional relief that children will derive. We believe
it would be shortsighted and mistaken to enact a package which
excludes any of these amendments.

EPSDT has a track record by now, and hard data are coming in
which demonstrate cost savings. It is very interesting, Mr. Chairman,
that in North Dakota, for instance, Federal medicaid expenditures
were significantly lower—36- to 44-percent lower—for children who
were in the EPSDT program than for those who were not. Expendi-
tures for in-hospital services were 47- to 58-percent lower for those
who had been screened.

In conclusion, I would like to talk for a moment about a legislative
matter related to CHAP. Based on conversations with congressional
staff and other persons interested in child health, we have become
aware of a growing interest in considering changes this year in title V,
maternal and child health programs.

CDF agrees that title V warrants serious examination. After more
than 40 years of program operation, it is time to reassess what title V’s
foeus should be and how to accomplish it best. But the issues are com-
plex. and we believe it is unlikely that the fundamental kind of reeval-
uation needed can be done before Congress adjourns.

While certainlv title V and CHAP are related in some ways, we
believe the CHAP program we have recommended should be enacted
this year and that title V should receive consideration by the 96th
Congress. Children need the benefits of CHAP now. Low-income chil-
dren who were not yet born when EPSDT was enacted in 1967 are now
nearly 11 years old.

The proposal we have just deseribed is justified, and has broad
support. We urge you to pass CHAP before adjournment in October so
that these children do not go any longer without basic health services.
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Senator Risicorr. Thank you very much, Ms. Lazarus. Staff will
submit some questions to you, and you may answer them as soon as

possible.
[The prepared statement and attachments of Ms. Lazarus follow.

Oral testimony continues on p. 47.]

STATEMENT OF THE CHILDREN’S DEFENSE FUND

Chairman Talmadge and members of the subcommittee, the Children’s Defense
Fund appreciates the opportunity to appear before this Subcommittee to express
our views on the child health assessment 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 being acted on by the
Congress which has greater significance for the health of children in this country.
This important bill deserves prompt and careful consideration by the committee.

The Children’s Defense Fund (CDF') is a national, nonprofit, child advocacy
organization created in 1978 to gather evidence about the conditions of and to
address systematically the needs of American children. We have issued reports
on specific problems faced by large numbers of children in this country, in the
ureas of health care, education, juvenile justice, and foster care, We seek to cor-
rect 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 Treatment (EPSDT) program.
EPSDT: Does It Spell Health Care For Poor Children?, issued in June, 1977,
describes the way the program is operating, documents the extent to which it
is falling to meet the basic health needs of poor children, and sets out the con-
crete steps needed to make EPSDT work better. !

Because many of the necessary reforms require legislative changes, CDF
is delighted that the Congress is developing a plan to modify EPSDT. We are
pleased, too, that members of the Senate have taken an increasingly active inter-
est in the important question of how to improve the EPSDT program. We appre-
clate the willingness of the subcommittee 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.’
legislation. This increased interest in EPSDT {is reflected not only in the
scheduling of the hearings, but in the work of Senators Chiles and Cranston who
have actually developed legislative proposals. We would be pleased to work with
the Subcommittee and any other interested members of the Senate and House
to shape all of the proposals into & bill which can be enacted this year.

During the course of this testimony we will summarize briefly the principles
we support in 8. 1392 and the amendments to it introduced by Senator Cranston.
We will devote the remainder to setting out our views on the issues which are
treated differently by S. 1392 and the House bill, H.R. 13611, as reported out of
the Committee on Interstate and Foreign Commerce. Our recommendations on
these unresolved issues are crucial to make the plan effective,

We urge the Committee to act expeditiously to amend the billaccordingly.
Children need the benefits of CHAP now. And because we believe that much
of the Committee’s attention next year should be devoted to other issues of
national health policy, it is essential that needed reforms in EPSDT and
Medicaid be made before the Congress recesses this year.

POOR CHILDREN'S IMMEDIATE NEED FOR BETTER HEALTH CARE

As EPSDT has documented, children in low income families have a host of
unmet health needs. Nationally in fiscal year 1976, for every three children
screened, two conditions were found needing follow-up care. Between 60 and 80
percent of these problems were previously unidentified or uncared for. Fewer
than 1 percent of children screened in EPSDT had ever received a complete
physical examination. Screening uncovered such conditions as incomplete immu-
nizations, dental problems, low hemoglobins, vision and hearing disorders, high
levels of lead in the blood, genitourinary and respiratory infections, parasites and
skin diseases.

Most of the problems uncovered by EPSDT can be corrected or at least eased
by providing children with basic health services. The consequences of not doing
g0 are monumental. Children suffer needless pain; they encounter dificulty in
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school and in jobs; and society expends billions of dollars treating problems
which could have been prevented.

“Archie Douglas” is a child now living in the District of Columbia. His story
shows the frequent results of inadequate health care.

Archie Douglas is now eight years old and has already failed the first grade
twice. He has always avoided going to school whenever possible. Last vear his
teacher reported that when in class, he had a short attention span, mishehaved
frequently and was generally disruptive. After two years of first grade instruc-
tion, his language skills are those of a five year old. This is true despite the
fact that he excels in the nonverbal portion of standardized intelligence 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
goothe his crying and ease Archie's pain, gave himn an aspirin every few hours
and used a commercial ear-drop preparation. While rocking him, his mother
noticed that some fluid began draining from his ear. Archie seemed less dis-
tressed 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 relief and Archie was taken to the
clinic. The doctor diagnosed bilateral otitis media. This {s a common childhood
illness, easily diagnosed, and easily and effectively treated by antibiotics. Mrs,
Douglas was able to pay $15 for antibiotics only by deferring her rent payment.
Because Archie seemed to recover in a few days. his mother discontinued the
medication prescribed by the doctor hefore the full antibiotic regimen was
completed. Within a month, the condition returned, and this time rocking, ear
drops and a few leftover 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 immunization, 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 hearing center for an evaluation. They
found that Archie has a hilateral 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 hisright (45 dB).

Archie’s hearing loss is 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 alleviated by a hearing aid,
but at this point, he also needs remedial education and his mother needs coun-
seling and support. Even with help, it will be difficult for Archie to overcome
hig initial impressions that school is incomprehensible, that he cannot keep up
and'that he {s a failure.

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,
2,184,000 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 pro-
gram has falled 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 program designed to assure comprehensive care to
al} Amerlcans. The enactment of such a program is our principal goal. However,
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poor children cannot go without basic health care until a national health pro-
gram is enacted. Experts agree that even if national health 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
any major uew program.

The first reason to imnprove EPSDT now is that, until a new national program
is in place, there are no other sources of health care to which many poor children
can turn for primary care services,.—Other federally-tinanced 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. According to recent figures, 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 aud a national health pro-
gram operate. Therefore, we urge that they be 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,

During the next few years, EPSDT can provide services which many poor chil-
dren have not and will not receive unless provided through EPSDT. Data- show
that most children reached by EI'SDT had never received comparable services
elsewhere. For instance, the EPSDT Demonstration Projects found that fewer
than one percent of the almost 7,500 children screened had had a previous exam-
ination comparable to what is called for by the program, Sixty to eighty percent
of the health problems found in these children were previously unknown and un-
treated, even though 809, were chronic. In Baltimore, physicians from the Uni-
versity of Maryland screened 361 children ; 335 of them had referrable conditions.
In their view, “not one of these conditions would otherwise have been recognized
so early in its course” without the program.

The second reason to strengthen the program is that EPSDT can improve the
health status of children reached and reduce the amount of money spent on
health care—In North Dakota, total expenditures under Medicaid were com-
pared for children who had been screened and for those who had not. Per capita
expenditures were 36-44 percent lower for those screened than for the unscreened
children. Expenditures for in-patient hospital services were 47-58 percent lower
for those who had been screened. In Michigan where children are on the second
cycle of EPSDT screening, diagnosis and treatment, the rate of referrals for
health problems found through secreening has dropped significantly for those
returning for re-screening. The referral rate has dropped overall by 18 percent.
The most significant reduction is found in the rates of referral for immunizations
(from 26 percent-18 percent), as a result of physical assessments (42 percent-
31 percent), and review of health histories (10-7 percent).

The third reason to improve EPSDT {s that, in the process of making EPSDT
function more effectively, we will confront and help to resolve some of the Key
problems that any national health program will have to address in order to be
effective.—If we are not to duplicate the mistakes of wasteful, plecemeal 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; (e) involve more doctors and clinies as providers in publiely-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 pro-

gram can be built.
PROVISIONS CURRENTLY IN CHAP WHICH CDF SUPPORTS

S. 1392, including the Cranston amendments to it, includes certain significant
improvements which CDF supports : .

Inclusion in Medicaid of additional children and youth aged 0-21 who are not
currently on welfare but would qualify as “income eligible” children.

Inclusion in Medicaid of low income pregnant women.

Provision of a clearly defilned, comprehensive health assessment, rather than a

screening.

.
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Provision of an expanded package of health services to children who have been
asse

Extension of a child's eligibility for Megdicaid to help assure that needed fol-
lowup care I8 received.

Defining providers’ responsibilities under the program to include provision of
health assessments and provision or at least arrangement for followup care.

Encouragement for providers to offer routine forms of treatment as well as
assessment, within a reasonable perlod of time.

Increased federal share of CHAP costs.

Provision of a financial bonus to states which provide assessments, treatment,
and immunizations to an especially high proportion of eligible children.

Withholding a share of states’ Medicaid administrative funds rather than of
AFDC payments for fallure to meet program requirements (assuming Congress
includes a financial penalty for non-compliance).

While we endorse the many good provisions listed above, nonetheless we believe
other crucial elements must be added, without which the package will not be
nearly as effective as it can and must 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 s deficient. These Iessons should cer-
tainly be applied to the design of CHAP.

SUMMARY OF CDF RECOMMENDATIONS ON KEY UNRESOLVED ISSUES IN OHAP

Some of our recommendations require only nominal increased costs. The costs
of others are slightly greater but extremely modest in the context of Medicaid as
a whole. According to projections by HEW, the total federal program cost for
these changes would be roughly $265 million over the cost of the administration’s
bill and within the medicaid budget authority approved by Congress for fiscal
year 1979; $235 million represents less than 2 percent of last year's medicaid
expenditures.

Below is a summary of CDF’s positions on key unresolved issues, followed by
& discussion of each recommendation.

1. AMENDMENTS WHICH INVOLVE NO COST OR MINIMAL COSTS

A. Encouraging all qualified providers to participate in CHAP

CHAP should require states to identify all qualified providers (including dental
providers) and to encourage their participation in CHAP by offering adminis-
trative arrangements which can be expected to elicit their involvement. These
include adequate reimbursement rates and prompt payment of claims.

The criteria in the bill defining a CHAP provider should be modifled to make
clear that providers which can take responsibility for assessing children and
assuring that they receive complete CHAP services should qualify. Thle Hsting of
such providers should explicitly include community health clinies, private prac-
titioners, day care or Headstart programs, rural health clinics, public health
departments, maternal and child health centers and any other entity that can
meet the responsibilities assigned to providers.

B. Assuring that CHAP gervices get to needy children

As a program requirement, CHAP should ‘establish outcome standards which
states are expected to meet. The standard should measure performance in enroll-
ing a reasonable proportion of eligible children in the program and providing
them with needed assessments and treatment.

CHAP should require that the Secretary gather data to assess states’ per-
formance in enrolling eligible children in CHAP and in providing a reasonable
proportion of eligible children with health assessments and needed treatment.

CHAP should he modified to require that states meet key program require-
ments including outcome standards, and that the “penalty sanctions” be used
by the Secretary for an infraction of program responsibilities.

CHAP should require that the Secretary review every state’s program at
least twice annually. The Department should complete its review within
6 months of the close of the quarter under review. If the Secretary determines
that a state is not meeting CHAP’s program requirements, he must levy the
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financial penalty and require the state to take necessary steps to meet the
Congressional mandate. Before any order of the Secretary bécomes effective,
the state can seek administrative review on the appropriateness of the Secre-
tary’s finding, The process for reviewing a state’s appeal should be carried out

expeditiously.
C. Developing States’ capacity to deliver CHAP gervices

TUnder CHAP, States should submit plans to HEW which show how the re-
quirements of CHAP are met and which demonstrate the capacity to carry
them out as described. There should be substantial public input in the develop-
ment of the plan.

CHAP should require that Medicald agencies report to the Health Planning
and Title V Maternal and Child Health agencies identified health shortage
areas for children so a strategy can be developed for building the necessary

resources.
D. Building accountability in HEW’s administration of CHAP

S. 1392 should specify that Congress expects 80 percent of eligible children
to be enrolled in the program five years following CHAP’s enactment. On an
annual basis, the Secretary should report to the Congress on the Department’s
progress in reaching this goal,

S. 1392 should require that within 6 months of CHAP's enactment final
implementing regulations should be in effect.

S. 1392 should establish that, on a biennial basis, an independent evaluation
of HEW'’s administration of the program be conducted and submitted to the
Congress by an outside panel of experts representing the interests of reciplents.

IL AMENDMENTS WHICH INVOLVE ADDITIONAL COSTS

A. Assuring effective outreach

CHAP should require states to allocate a certain minimum portion of funds
(.2 percent of total Medicaid expenditures or 5 percent of CHAP expenditures)
for public education and for efforts to enroll children in the program. The
exact amount should be in proportion to the percent of eligible children not
currently enrolled in CHAP. Nonprofit organizations located in the target
community as well as public agencies should qualify for reimbursement to
perform outreach.

For outreach performed by nonprofit organizations located in the target
community, states should receive 90 percent Federal reimbursement for the
expenses of enrolling new children, up to a reasonable level Yor the cost of
each child enrolled.

States which fail to attract to the program a reasonable proportion of eligi-
ble children should be required to develop a new outreach program emphasizing
the use of organizations located in the target community.

B. Covering health services following an assessment

The language in 8. 1392 should be clarified to make explicit CHAP's intent:
that children in the program (i.e., who have been assessed) receive health
care needed for problems found during the assessment as well as for problems
which arise in between the times they are assessed.

The provision exempting states from treating children with “mental illness,
mental retardation, or developmental disabilities” should be eliminated. CHAP
should provide health services, including mental health services, for all con-
ditions found and should refer children, as appropriate, for needed educational
and soclal services,

C. Providing dental care

The dental provision in CHAP should be replaced by a requirement that
states provide such dental care as i{s necessary for rellef of pain and infection,
for restoration of teeth, and maintenance of dental health. CHAP should not
allow the receipt of dental care to be predicated on medical or dental screening.

The level of federa] reimbursement for dental care under CHAP should be
modified to make it the same as for other health services.
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D. Maintaining State effort in the program

The federal CHAP expenditures should pay for expansion of services beyond
what is currently provided under EPSDT. To accomplish this, states should
be expected to maintain at least their current services and eligibility levels
for children,

E. Extending medicaid to “income eligible’ youth, aged, 0-21

Medicaid eligibility should be extended to children and youth between the ages
of 0 and 21 who meet income qualifications for welfare but do not presently
qualify for Medicaid because they fail to meet other welfare requirements (e.g.,
they are poor but live in intact families). States’ income criteria for eligibility
should meet & minimum national floor.

The criteria for eligibility should allow children to meet the income standard
by deducting the family’s out-of-pocket payments for medical care.

SUMMARY OF IMPROVED BENEFITS CHAP PROVIDES

Medtlcald eligibility for approximately 2.5 million low income children and
youth.

Provision of medicaid services for approximately 64,000 low income pregnant
women aged 22-44."

Provision of health assessments to 600,000 more children in fiscal year 1979
than would receive them through EPSDT.?

Coverage of a comprehensive treatment package of benefits for an estimated’
4.1 million children, projected by HEW to be up to date on health assessments,
fiscal year 1979,

Coverage of routine dental care for all medicaid eligible children.

Increased federal share of the cost to states of providing expanded benefits
and eligibility.

Financial bonus to states for good performance in CHAP.

RATIONALE FOR CDF’S RECOMMENDED AMENDMENTS

Our EPSDT report includes extensive justifications for the changes we recom-
mend 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 cervices
by involving the range of providers who are acceptable to poor families and
qualified to give needed care. These include Community Health Centers, Chil-
dren 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 qualified providers’ participation.

Medicaid law presently calls for EPSDT programs to make the maximum
use of existing resources. However, the intent has not heen carried out because
the language is too general and the federal monitoring has heen lax. As a con-
sequence, 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. qunalified providers are effectively
excluded from participating in EPSDT due to low reimbursement levels or
inappropriate standards 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. Hopefully during these hearings the Subcom-
mittee will hear the testimony of providers who have encountered first hand
the barriers or disincentives to providing EPSDT services.

Although S. 1392 currently requires states to “encourage participation by
physiclans and health care centers,” this provision ean be expected to be no
more effectual than the similarly vague requirement under EPSDT. Based on

1 According to vrojections by HEW, office of the Deputy Assistant Secretary for Planning
and Evaluation/Health, Assumes coverage for children and youth aged 0-21 and a natfonal
minimum income standard for $4200 for a family of four.

3 According to projection: by HEW. office of the Deputy Assistant Secretary for Planning
:nd"llvafh}aﬂon/ﬁealth. Assumes a national minimum income standard for $4200 for a

amily of four.

3 According to projections by HEW, office of the Deputy Assistant Secretary for Planning:
and Evaluation/Health.



39

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
recommend that language be added requiring states to offer provider agreements
to any qualified provider. These should include community health clinics, dentists,
solo and group practice medical practitioners, day care or Headstart programs,
rural health clinics, public health departments, maternal and child health cen-
ters, and any other entity that can meet responsibilities assigned to CHAP
providers. CHAP should explicitly require states to identify all qualified pro-
viders and to encourage their participation in the program by offering admin-
istrative arrangements (including reimbursement rates and prompt payment of
claims) which can be expected to elicit their involvement. HEW should be
charged with monitoring state performance in this regard and with reporting to
Congress on provider participation in CHAP and the steps being taken to use
all qualified providers in the program.

2. Assuring cffective outreach.—When the Congress enacted EPSDT in 1967,
it recognized that “‘organized and intensified casefinding procedures” were among
the essential first steps in getting basie health care to needy children. Since then,
nearly every study of EPSDT has concluded that outreach (or public eduecation
about services and assistance in using services) is most effectively carried out by
community residents who are known and trusted by the target population.?
Organizations which frequently perform outreach in this manner are community
clinics, Headstart programs, church groups and the like. Although S. 1392
charges states with “assuring the availability” of outreach, it fails to include
provisions which guarantee that sufficient funds and effective methods of out-
reach will be employed.

The outreach provisions under EPSDT currently, including the financial sup-
port available, have not been adequate to effectively inform the majority of
eligible children and assist them to get health care. CDY 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 recertifica-
tion for welfare benefits. We found no organization other than the welfare
department reimbursed 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 ahout one-quarter of the screenings chil-
dren needed, according to minimum standards set by the American Academy of
Pediatrics. Unless provisions for effective 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.

While we Dbelieve states need flexibility to design outreach programs suited
to particular needs in the state, we believe CHAP must contain certain minimal
guarantees for effective outreach. Therefore, we recommend that states be ex-
pected to earmark at least a certain portion of the program budget for outreach,
totaling approximately .2¢% of total Medicaid expenditures or 5 percent of
CHAP expenditures; that non-profit organizations located in the target com-
munity (e.g., community clinics, and Head Start programs) qualify for reim-
bursement, and that states receive a finaneial incentive for outreach activities
known to be effective (90 percent Federal reimbursement for outreach Ly non-
profit organizations located in the target community, up to an amount of approxi-
mately $6 per child enrolled.) If with this incentive, however, states do not
attract a reasonable proportion of eligible children into CHAP, they should Le
required to establish a new outreach program emphasizing the use of organiza-
tions located in the target community.

3. Covering health services following an assessment.—According to HEW staff
who developed the proposal, CHAP seeks to provide comprehensive lLealth serv-
ices to children who are in a program of ongoing health supervision. Thus, S.
1392 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 twenty-one . . ." We strongly support the principle underlying this
provision—that states should make available to children basic health services
as needed. The fact that sowme states currently opt not to cover needed treatment
services and primary care services (as is the case under EPSDT) is unconscion-
able. After all, the purpose of preventive and ongoing health care for childrea
is to provide them with the services needed for the problems found.

1 8ee “EPSDT : Does It Spell Health Care For Poor Children?” p. 80 and following.
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While we strongly support CHAP’s thrust regarding coverage of health serv-
ices following an assessment, we find 8. 1392 deficient in two major respects.
¥irst, 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 hetween the
times they are assessed, regardless of what services are covered under the State
plan. It make no sense for Medicald to pay for penicillin only if a child is found
during a health assessment to have strep throat, but not pay for the drug if the
child comes to the pediatrician with strep throat twe months later. (Eligible
rhildren can, of course, receive other Medicaid services as well.) In sum, the
language should make clear that CHAP provides children with a range of essen-
tial health services for needs which occur while they are in the program. This
concept is clearly a step forward from EPSD7T’'s narrow concept of a program
which screens and is concerned with treatment only for problems found at the
time of screening.

Second, we oppose the provision in S. 1892 which allows states to avoid pro-
viding treatment for children with “mental illness, mental retardation, or devel-
opmental disabilities.” Such en exemption runs counter to the coverage for chil-
dren with all other conditions and is unacceptable for several reasons.

A significant proportion of children in CHAP will be denied important health
rervices, As data on health conditions found through EPSDT screening show,
ronghly 10 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 ont the services needed by millions of children,

Writing an exclusion based on a particular health condition is extremely dam-
aging 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 {s 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 ecer-
tain kinds of specal needs, an exemption tfed to etiology encourages labelling
and overclassification of children (with the excluded condition) in order to avoid
payment for services.

We can find no ncceptable rationale for denying needed health care to children
with developmental conditions. While it is true that several other federal pro-
grams provide services to handicapped children (e.g, Developmental Disabil-
ities, Crippled Children), they reach only a small portion of the children 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 chil@ren currently on
Medicaid, a projected 2.6 million require health services for developmental needs.

The cost considerations, which in large part dictated establishing this exclu-
sion, 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
services, which children with handicaps may need. In addition, there is consider-
ahle evidence that cost considerations ecan be accommodated by instituting careful
quality control standards and peer review. Such measures must be estahlished
and enforced vigourously hefore we would find it acceptable to consider Hmiting
coverage for essential children’s services.

We therefore urge that the service exemption now in S. 1392 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
services constitute a vital part of health care for some children. They can be
helped immensely by relatlvely inexpensive and short-term meatal health inter-
ventions, mental health services which must be covered at the very least. If
cost considerations dictate some limitations on care subsequent to an assessment,
limitations should be conflned to expensive services affecting the least number
of eligible children (e.g., services in a psychiatric hospital).

4, Providing dental care.—Dental care represents one of the few respects in
which the CHAP requirement is potentially a step backward from present prac-
tice in the states under EPSDT. EPSDT requires states to provide the dental
services avallable under the state’s Medicaid plan and “at least such dental care
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as is necessary for relief of pain and infection and for restoration of teeth and
waintenance of dental health.” * 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 others predicate coverage of dental care on being
referred during an EPSDT screen. Under EPSDT, the federal government re-

____imburses states for EPSDT dental care at the same level as for other medical

services.

CHAY's provisions for dental care are inappropriately restrictive on two counts:
(1) 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 or on referral to a dentist at the time of an assessment. Coupled with
the lower federal match and the fact that dental services are viewed as rela-
tively 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
maloutrition. 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 it
would be more costly than the dental portion of EPSDT currently, HEW's esti-
mates show that the costs are modest because if all eligible children were en-
titled to such care, the experience under EPSDT and Medicald suggests that a
relatively small portion of those eligible would actually use the services (par-
ticularly during the first few years of the program). In addition, the cost per
child would decline as more children receive dental benefits and their dental health
improves. Therefore, we support coverage of routine and emergency care as Medi-
caid benefit for children. Children not receiving routine dental care should be
referred to a dentist as part of the health assessment. Dental expenditures shiould
be matched at the same level as otlier health services under CHAP.

5. Assuring that CHAP services get to meedy children-—The Congress ex-
pressed its desire to make sure that children get EPSDT services by enacting the
EPSDT penalty provision in 1972, The experience with the EPSDT penalty
points up the inadequacies of current enforcement activities, certain of which
are nct corrected by S. 1392,

Existing provisions have not guaranteed that children receive assessments and
treatment. CDF found, for example, that during the first quarter the penalty was
in effect, 20 states or territories which met the requirements under- the penalty
provisions performed fewer than one-third of the screenings required according
to the AAP’s standards. The nature and administration of the penalty require-
ments have led to the failure to achieve Congressional intent,

One element which must be built into CHAP is a requirement that States meet
minimum outcome standards; enroll a reasonable proportion of eligible
children in the program and provide them with needed assessments and treat-
ment, 8. 1392 includes such standards as the basis for giving states a bonus for
food performance; however, using performance standards for this limited pur-
pose wiil not assure that all states perform at a satisfactory level. Because of
the built in financial disincentive to provide care under medicaid (for every
service the state provides, including CHAP, the state bears a portion of the cost)
there must be minimum expectations related to outcomes for children. The exacE
standard may vary for each state but it should represent a reasonable increase
over performance each year, until an acceptable level is met. The Secretary
should be specifically authorized to gather data to assess states’ progress. Unless
such standards are penalty issues which are monitored and apply as minimum
expectations in each State, it is predictable that many will continue to function
at ‘t‘heir currlent ugafeptgbl;aslgzvel. .

‘e are pleased that S. includes incentives for states t
standards. In addition, there must be measures capable of elxcﬂu?éeifnﬁﬁfﬁﬁﬂg
when states fail to do so. The financial penalty established in S. 1392 is an im.
portant tool. However, based on an examination of EPSDT's enforcement history,!

145 C.F.R. 249.10(a) (3) (v).

Chlilr;roel'nglscuss£on' see Chapter 2 of “EPSDT: Does It Spell Health Care for Poor
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we have concluded that the financial penalty alone is not always effective in
bringing about the desired improvements in the program.

Thus, we recommend that the Secretary be given an additional enforcement
tool : to require that, so long as states recelve federal funds for CHAP, they take
steps (set out by HEW and agreed to by the state) to meet Congressional man-
dates. More specifically, i1f the Secretary determines that a state is not meeting
CHAP program requirements, he should issue a notice of non-compliance and
an order which sets out the outcomes the state is expected to meet and the
corrective steps to be taken to bring the state into compliance. States should
have the option of entering into a binding agreement to meet the terms of the
corrective order within an agreed upon period of time or of seeking administra-
tive review of HEW'’s finding of noncompliance. If at the end of the correction
period or the administrative review, the state is found not to be in compliance
with CHAP requirmeents, the corrective order is immediately enforceable, A
portion of Medicaid administrative funds could be withheld as an additional
{nducement for states to take needed remedial action.

Finally, for the sanctions to promote compliance with CHAP requirements,
application of them must work more expeditiously than is the case under EPSDT.
HEW has taken an unjustifiably long time to complete compltance reviews of each
state’s program. In addition, because of the cumbersome process which now
exists for appealing a finding of non-compliance, no funds have yet been withheld
from any state even though one penalty provision has been in effect more more
than four years. It is essential that Congress set timetables to assure prompt
treview of state programs, appeals by states, and application of the sanctions.

8. Maintenance of State effort.—The primary purpose of CHAP is to encourage
states to strength and expand health care for poor children. Because current
state expenditures are minimal in relation to the amount necessary to
fill the unmet needs of children, we believe that federal CHAP dollars should be
programmed to expand services beyond what is currently provided. Although we
do not oppose fiscal relief to states, we cannot accept it at the expense of an
improved, expanded program which children vitally need and are not now
receiving.

‘We recommend that a state maintenance of effect provision be added to CHAP.
After examining various proposals, we have concluded that the most effective
approach is to require that states maintain at least their current services and
eligibility levels for the under 21 population. Such a provision would help assure
that new federal funds contribute to services for children not now served and
that Medicaid services currently covered for children are maintained.

1. Medicaid eligibility for “income cligible’” youth aged 0-21..—While S. 1392
takes a much needed step by making children under age 6 who live in extreme
poverty eligible for Medicaid, it fails to include children in the same family who
are older. Yet, as EPSDT data show, children and adolescents aged 6-21 have as
high or higher rates of problems found In screening and are as much in need of
basic health care as younger children. In order to reach the most needy poor
children and to avold discrimination among children of different ages in the
same family, we recommend support for the amendment tn 8. 1392 which extends
Medicald eligibility to all children (up to age 21) in families which meet income
but not welfare requirements.

Using Income as the sole basis for Medicaid eligibility for children any youth,
aged 0-21, will go a long way in removing the barriers standing between the
neediest children and baslc health services. However, the exceedinzgly low income
standard used to determine eligibility 1n some states will still operate to exclude
from the program some of the poorest children in the country. In 1977, in ten
states or territories, children in families of four persons where the family income
is only $3,000 would not qualify for Medicaid. To bring state standards up to an
acceptable level, we belleve that CHAP should establish a standard income floor
which states must meet at the very least. We find the level recommended by the
House hill—$4200 for a family of four—acceptable. According to HEW’s projec-
tions, the provizion would entitle approximately 2.5 million additional children
and youth to Medicaid services.

Finally, we urge that the income standard be applied to allow familles to
qualify by meeting it outright or by spending down to meet the established level.
The intent of an income based eligibility standard is to reach children most
unlikely to get needed care because their family lacks adequate income. Assume
a standard of $4.200. A child {n a family earning slightly more than $4.200 but
with large medical bills is far more needy (in terms of income available to meet
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the child’s health needs) than children in families based on income alone. Not
taking into account the cost of medical care incurred, as well as basic income
results in excluding some of the neediest youngsters in the more than 20 states
which do not cover “the medically needy” for Medicaid services.

8. Medicaid eligibility for low income pregnant women.—We strongly support
the amendment to 8. 1392 which would extend Medicaid coverage to low income
women during the term of their pregnancy and for two months following its
‘termination. Currently, only nine states provide Medicaid coverage to low income
pregnant women who have no children. While these women are likely to qualify
for Medicaid as members of families with dependent children once the child is
born, they are unable to receive pre-natal care through Medicaid during their
first pregnancy.

The inclusion of coverage of prenatal care for low income pregnant women by
all state Medicaid programs would have a significant and positive effect on the
health of children and would bring considerable cost savings in the long run.!

Prenatal care helps prevent fetal and neo-natal health problems and pre-
maturity, conditions strongly associated with birth defects, mental retardation,
and later health and developmental problems. For example, one extensive study
found that prematurity rates among mothers who made their first prenatal visit
in the first trimester averaged 6.5 percent while prematurity rates average 23.6
percent among mothers who made no visits at all.

Adequate prenatal care reduces the particularly high incidence of problems
associated with teenage pregnancy : problems such as toxemia of pregnancy and
premature labor as well as low birth weight. These are responsible for a variety
-of health problems in infants and children.

Despite the dramatic benefits of prenatal care, women who are most likely to
‘have complications in their pregnancy are the least likely to receive early pre-
natal care. For example, seven out of ten mothers under 15 years of age receive
no prenatal care during the first trimester while one-fourth never receive any
prenatal care or delay receiving it until the end of pregnancy. Low income women,
particularly, go without needed prenatal care. During 1975, while 69.4 percent
of all U.S. women began prenatal care in the first trimester, only 53.8 percent of
all Black women began prenatal care during the first trimester. Furthermore,
5.8 percent of all women in the U.S. received no care or received care only in the
final trimester while 9.9 percent of all Black women were in this category.

The necessity of adequate prenatal care for the future health of a child is
unquestionable, Including an eligibility provision for low income pregnant women
in S. 1392 would help to insure that no important omission has been made in the
attempt to assure the continuing health of all low income children.

9. Developing States’ capacity to deliver CHAP services—Unlike other Medi-
caid Services, CHAP charges states with putting in place a host of services and
seeing that children receive them. This calls for a kind of planning and adminis-
trative capability different from other Medicaid provisions. S. 1392 does not
adequately address these affirmative aspects of the program; nor does EPSDT
asit is now admiunistered.

To carry out an effective CHAP program, states must set out a strategy
capable of meeting program goals, build a statewide system for delivering
the services, and gain broad based cooperation from a range of personnel who
work with children. Under EPSDT, there has been little and in some places
no attention to these activities. We therefore recommend that states develop an
annual state plan demonstrating the capacity to meet program requirements.
We urge, too, that there be public hearings as well as other mechanisms needed
to assure substantial public input in the development of CHAP plans.

CHAP must also begin addressing problems of the inadequate number or
the inappropriate kinds of health providers for children. While Medicaid,
with its reimbursement approach, cannot single-handedly address resource
problems, it can do a lot to help identify shortage areas and work with other
health delivery and health planning programs to begin filling gaps. CHAP
should require that Medicaid agencies report to the Health Planning and
Title V Maternal and Child Health agencies identified health shortage areas
for children so a strategy can be developed for building the necessary resources.

10. Building accountability in HEW’S administration of CHAP.—As this Sub-
committee is well aware, the history of EPSDT has been characterized by foot
-dragging at the federal and state levels and & pronounced failure hy HEW tn

1 The following data are derived from meterials prepared by the Institute of Medicine for
its Conference on Prevention, February, 1978.



4

provide the necessary support and leadership.! We are extremely hopeful that
this Administration is committed to vigorous action to see that children re-
ceive the benefits to which CHAP entitles them. At the same time, we belleve it
important for the Congress to institute certain minimal forms of accountability.
CHAP, as presently written, does not include such measures.

Had EPSDT included benchmarks against which the Congress could monitor
the progress in providing children with needed care, EPSDT’s poor performance
would not have persisted these ten years, We believe it essential that they be
established under CHAP. Therefore, we recommend as a target that 80 percent
of eligible children be enrolled in the program within five years of enactment.
Our summary of recommended amendments includes two measures for keep-
ing the Congress apprised of the Department’s progress in meeting these goals.
In addition, we recommend that CHAP require the Secretary to issue final pro-
gram regulations within six months of passage.

BEYOND EPSDT REFORM: ADDITIONAL LEGISLATIVE CHANGES

1. Resource development funds.—Our work has convinced us that changes in
EPSDT can bring rapid and widespread payoff for poor children. But because
of built-in limitations in what Medicaid can accomplish, measures beyond re-
forming EPSDT are called for. One cruecial measure is the development of
new health care providers in the many areas where children do not have
a[Emprlate sources of care close by. Based on a preliminary analysis by
HEW, an estimated 18 percent of children on AFDC children live in ecounties
designated as shortage areas; the percent is slightly higher when all children
are taken into account.

We are extremely pleased that the roughly $25 million in the original CHAP
budget was allocated for the purpose of developing primary care resources in
underserved areas. But while it signals attention to a very important problem,
$25 million cannot begin to provide assistance in many of the communities
across the country in need of it. We hope the Congress will see fit to under-
take a significantly expanded program of resource development to make available
start up funds, technical assistance, and continuing subsidies as needed in
shortage areas.

2. Reforms in title V.—We belleve that Title V, the Maternal and Child Health
provisions of the Social Security Act, provides an excellent vehicle through
which a variety of needed changes in health care delivery for children can
be effectuated. However, carefully thought out legislative revisions would be
needed for Title V to function in this way. We are in agreement with the
growing number of groups and organizations which suggest that a serious
consideration of Title V reform is needed. We believe that consideration of
legislative changes in Title V should be a high priority, and we are strongly
committed to a thorough examination of the problems and remedies as soon
as possible.

One of the biggest deficiencies in the program is that there is no administra-
tive apparatus (operating between the federal level and providers of service
at the community level) which is capable of assuring that high quality care
is provided to all needy children. Improvements should be considered for key
aspects of the program including: the mandate of Title V, allocation and pro-
gramming of funds under Title V, and methods of assuring accountability for
program funds. Changes In these aspects of Title V must be taken into account
in designing an efficient administrative structure to carry out Title V's charge.

We believe it is unlikely that the kinds of fundamental reform needed in Title
V can be made before Congress adjourns this year. The changes are complex
and inter-related. Major reviews of Title V are underway currently by HEW,
the Congress, and non-governmental organizations. With information gained
from these studies, Title V reform can and should be placed at the top of next
year’s legislative agenda in the area of health.

'‘An amendment to 8. 1392 proposed by Senator Chiles (Amendment No. 1028)
would modify Title V to set up a system of “lead agencles” to coordinate and
develop child health services at the local level. We strongly support setting
up an administrative structure capable of remedying the gaps and inequities
in health resources for children. Medicaid and CHAP currently lack the capacity
to create a rational delivery system (to develop services where needed, coordinate
existing fragmented services, ete.) The function is an essential one, and until
it is performed properly, many children will not receive needed care even though
CHAP entitles them to it. While legislative changes in Title V geem to us a

1See “EPSDT'' : Does It Spell Health Care for Poor Children?' pp. 54-59.
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logical means to define and assign the needed responsibility, in our view the
proposed “lead agency” proposal is unlikely to fulflll its intended purpose.

We find the proposal to be deficlent in several respects :

Tead agencies lack staff and funds to assess what the problems are and
provide technical assistance to remedy them.

Lead agencies lack the power to bring about necessary change. They lack
the ability to review the allocation of funds and to reprogram funds going into
the area. In addition, they have no new funds to 311 gaps.

Lead agencles have no leverage to elicit from providers in the area neces-
sary information regarding funds spent and services delivered.

Lead agencies are given neither the authority nor the charge to monitor the
quality of care given children and assure that acceptable standards are met.

The proposal iacks necessary clarification of the lead agencies’ powers in rela-
tion to other entities with a similar charge, such as HSAs.

It would be a serious mistake to embark on a new administrative scheme
which {s likely to fall, Particularly at this time when there is publie skepticism
about new federal directives, it is essential that changes made be workable
and effective in meeting agreed upon goals. For this reason we oppose passage
of amendment No. 1020, and recommend instead that the “lead agency” issue
be taken up next year as part of a broad reform of title V.

We look forward to working with all interested parties to examine and
improve the Title V program.

Thank you.

CHILDREN'S DEFENSE FUND,
Washington, D.C., August 15, 1978.
Senator HERMAN TALMADGE,
Chairman, Subcommittee on Health Finance Committee, Russell Senate Ofice
Building, Washingion, D.C.

DEAR SENATOR TALMADGE : As you know, the Children’s Defense Fund prepared
extensive testimony on S. 1392 which we submitted to the Committee, and also
had the opportunity to present oral testimony. However, we would like to add for
the record our support of a provision in the House CHAP bill, as reported out of
the Interstate and Foreign Commerce Committee, related to Medicaid eligibility.
This is the provision in H.R. 13611 which allows states to extend Medicald eligi-
bility to children who have been in foster care and who are hard-to-place because
of a condition requiring medical care and services.

It is estimated that at least 100,000 children are lingering in foster care who
have not been adopted because of their special needs. A large number of these
children have handicapping conditions—often multiple handicaps—swhich require
continuing care and treatment. Although often eligible for Medicaid while in
foster care, these children frequently lose such eligibility when adopted and may
be ineligible for coverage under the insurance policies of adoptive parents because
their handicaps constitute a pre-existing condition. The absence of Medicaid
coverage for such children following placement for adoption serves as a fiscal
disincentive to finding permanent adoptive homes for these children and keeps
them in foster care at public expense. The purpose of covering hard-to-place
adopted children under Medicaid is to encourage and factlitate adoption of these
children with specjal needs.

For this reason we would appreciate your careful consideration of and support
of this amendment to S. 1392,

Yours sincerely,
WENDY LAZARUS.
Health Specialist.

QUESTIONS SUBMITTED TO MS. LlAZARUS BY SENATOR RIBICOFF AND IIER ANSWERS
T0 THEM

Question No. 1. In order for any screening and treatment program for children
to succeed. qualified providers must participate. This has been a problem with
EPSDT. What are your recommendations for overcoming this problem in CHAP?

Answer, Medicaid law presently calls for EPSDT programs to make the maxi-
mum use of existing resources. But the intent of this general language has not
Leen carried out in the program. Although S. 1392 requires states to “enconrage
participation by physicians and health care centers.” this provision can he
expected t.: be no more effectual than the similarly vague requirement currently
in EPSDT. Unlike EPS8DT, CHAP must require states to solicit actively the

34-4064—78——4
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cooperation of providers. This will involve informing providers about the pro-
gram, urging their participation in it and working out contractual terms which
are acceptable.

We therefore recommend the following changes in 8. 1392:

(1) Language should be added requiring states to offer provider agreements to
any qualified provider. Qualified providers should specifically include community
health clinics, dentists, solo and group medical practitioners, day care or Head-
start programs, rural health clinies, public health departments, maternal and
- child health centers, and any other entity that can meet responsibilities of CHAP
providers.

(2) States should explicitly be required to identify all qualified providers and
to encourage their participation in the program by offering administrative
arrangements (including reimbursement rates and prompt payment of claims)
which can be expected to elicit thelr involvement.

(3) HEW should be charged with monitoring state performance in this regard
and reporting to Congress on provider participation in CHA? and the steps being
taken to use all qualified providers in the program.

Question No. 2. EPSDT has reached only a small fraction of eligible children
with services. Why? Do you think that the provisions in 8. 1392 are adequate to
solve this problem?

Answer. 1n fiscal year 1976, for the 13 million children who were eligible,
EPSDT provided only about one-quarter of the screenings children needed. Poor
showings such as these are explained by three critical problems which plague the
EPSDT program :

First, the outreach provisions under EPSDT including the financial support
available, have not been adequate to effectively inform the majority of eligible
families about the program and assist them to get health care. CDF has found
that EPSDT outreach usually consists of sending welfare recipients & written
notice (which families often cannot understand or read) and sometimes having
a welfare case worker explain the program to the family during certification or
recertification for welfare benefits. These have proved to be ineffective measures.
CDF found no organization other than the welfare department reimbursed by
Medicaid for EPSDT outreach.

Second, EPSDT programs have failed to encourage the participation of a range
of providers despite the f- °t that Medicaid laws calls for EPSDT programs to
make the maximum use o. existing resources. As a consequence, for instance, last
vear 19 states relied primarily on county health departments to the exclusion of
other qualified providers. to screen eligible children. CDF found that in other
states qualified providers are effectively prevented from participating in EPSDT
due to low relmbursement levels or inappropriate standards for certifying pro-
viders. Thus, children are denied access to comprehensive health centers and other
providers which are often best suited to attend their needs. Often, too, they wait
as long as six months to get an appointment for screening or treatment.

Third, throughout the history of EPSDT, the federal government has failed to
provide the necessary support and leadership to assure that children receive the
bhenefits of the program. A chronology of federal action in the implementation of
EPSDT shows that more than four years after the program’s enactment. and
more than two years after its effective date of implementation, HEW had not
promulgated regulations so eritieal for guiding states to begin EPSDT programs.
Final regulations and guidelines when eventually published, deferred requiring
full implementation 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. Onee 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
complring with the requirenients of EPSDT’s penalty provisions.

Without a number of amendments, S. 1392 will not overcome EPSDT's failure
to reach eligible children with services. CDF recommends that S. 1392 be amended
to address directly the problems of ouitreach, provider participation., and federal
leadership.

(1) Although 8. 1392 charges states with “assuring the availability’” of out-
reach it fails to include provisions which guarantee that sufficient funds and
methods of outreach be emploved. We recommend states be expected tn earmark
at least a certaln portion of the program budget for outreach, totaling approxi-
mately .2 percent of total Medicaid expenditnres or 5 percent of CHAP expendi-
tures: that non-profit organizations located in the target community (e.g.. com-
munity clinics, and Head Start programs) qualify for reimbursement: and that
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:states receive a financial incentive for outreach activities known to be effective
(90 percent Federal reimbursement for outreach by non-profit organizations
located in the target community, up to an amount of approximately $6 per child
enrolted.) If with this incentive, however, states do not attract a reasonable
proportion of eligible children into CHAP, they should be required to establish
& new outreach program emphasizing the use of organizations located in the
target community.

(2) Although 8. 1392 requires states to “‘encourage participation by physicians
«nd health care centers”, this provision can be expected to be no more effectual
than the similarly vague requirement under EPSDT. The explicit provisions we
have included in Question 1 above should be added to S. 1392.

(3) We believe it essential that benchmark’s be established against which the
-Congress can menitor CHAP'’s progress in prvoiding children with care. 8. 1392,
as presently written, does not include such measures. Therefore, we recommend
as a target that 80 percent of eligible children be enrolled in the program within
five years of enactment, The Secretary should report to Congress on an annual
basis the Department’s progress in meeting these goals, In addition, we recom-
mend that CHAP require the Secretary to issue final program regulations within
6 months of passage.

Question No. 3. Why @do you think it s important for Congress to act on
S. 1392 this year rather than wait for a total overhaul of the title V MCH
program?

Answer, First, the health needs of poor children cannot wait. An estimated 13
million children now on Medicaid could get vitally needed health services over
the next few years through CHAP. As our testimony explains in greater detail,
most of these children have not and will not receive basic health services unless
provided by an improved EPDST program.

Second, there is wide consensus about how EPDST can be made to work better.
Numerous studies have pointed to the same deficlencies. These can be corrected

- through relatively simple legislative and administrative changes. And there is
broad politcal support to make these changes now.

Third, overhaul of Title V need not be done at the same time as CHAP. Al-
though the two programs are related in some ways, any necessary conformities
can be made through Title V later. In addition, to decide whether or not and
how to overhaul Title V will take considerable time to do properly. In the mean-
time, many children from low income families will remain without access to or

. ability to pay for necessary health care which CHAP can provide.

Senator Risicorr. Ms. Katz, please.

STATEMENT OF MARILYN K. KATZ, CONNECTICUT LEGAL
SERVICES, INC.

Ms. Karz. Thank you, Senator. My name is Marilyn Katz and I am
an attorney with Connecticut Legal Services. In that capacity, I repre-
sent the people who are the intended beneficiaries of the CHAP legis-
lation, poor children and their parents who want health care for them.

There are many aspects of this bill, as Ms. Lazarus has pointed out,
which deserve close consideration, but one of the greatest concerns to
my clients is dental care, for three reasons. .

First, it is an inexpensive service that all children need and want,
and they invariably suffer if they do not get the care. It has proven
results. Parents and children see the benefits of dental care immedi-
ately, as well as over the long run. It is something that the children and
their parents can partici{)ate in directly. It is within their ieans.

Unfortunately, this bill that is now in front of your committee fails
to recognize the importance of such care to my clients. It does not in-
clude dental care as & mandatory service. Rather, it requires that an
assesment be provided before children can get dental care.

Ther is less reason to predicate dental care on a prior assessment
than there is with most services, because we know all children need the
. service.



-

-

48

An assessment can serve a useful purpose, however. It can be the
opportunity to refer children to a dentist who might not otherwise
get there on their own.

Before covering each of these goints in a little greater depth, I would
like to ask you to look at the medicaid program from the point of view
of my clients,

Most of them ﬁet very, very little care under medicaid, even though
the medicaid budget grows—as does the rest of the health care sys-
tem—phenomenally every year. In Connecticut, we have a $300 million
medicaid program. Only $15 million of that program goes to the
noninstitutional care.

That is less than 5 percent, or $75 per recipient.

Of course, it is important that people who need institutional care get
it, but that covers very few individuals. In Connecticut, 7 percent of
the medicaid recipients get 50 percent of the medicaid dollars for nurs-
ing home care. This leaves very little for all the children and all the
parents for preventive care.

Most institutional services are provided to people, not by choice, but
because they have reached the end of the line; they have no choice.
They are compelled by the necessity of their condition.

Unfortunately many of the services are of dubious efficacy. Studies
done by your sister subcommittee, the House Subcommittee on Health,
have uncovered abuses in surgical techniques and nursing home care.

But dental care is something that is of virtually universal applicabil-
ity. Almost every single child needs dental care, and those who qualify
for medicaid need it most.

As a Legal Services attorney, I am astonished by the number of
clients I see as young adults who have lost teeth as lack of dental care.
This loss is tragic because it is completely unnecessary. Preventive
dental care is one of the most universally effective health care services.

Not only does it result in improvement in children’s health, but it is
one that the children and their parents can see immediately and can
appreciate. They can understand the connection between the dental
care they get and the results. This experience is & very good one in
itself. and 1t is also important as a lesson in regular health care.

This lesson continues because dental care involves mv clients in a way
that they find within their resources to perform. Unfortunately, there
are many necessary medical treatments that simply are bevond the
means of my clients to participate in, that require special living ar-
rangements, regular appointments. transportation.

But dental care, between two regular visits a year, requires only a
simple toothbrush and some dental floss. A child can be taught to care
for himself.

Al this makes dental treatment the ideal service to include and
emphasize in a child health program devoted to comprehensiveness and
prevention. But rather than enconraging dental care as a cornerstone
of a child health care program, the administration treats dental care
like a stepchild.

Section 8(@G) (i) "of the bill broadens the responsibility of the
States to provide most health services, whether the condition neces-
sitating the service is discovered in an assessment or not. However, this
section makes an explicit excention for dental services by requiring
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only “the treatment of conditions discovered during an assessment.”

S’;nator, this is a fundamentally mistaken approach to dental care.
It just makes no sense to require an assessment before preventive dental
services are provided, just as we would not screen children before we
give them vaccinations. Dental care should be considered a public
health measure. Dental disease is just not like diseases where the inci-
dence is limited and unpredictable and where you have to have mass
screening in order to single out the children who are afflicted so that
they can be treated.

Moreover, when dental assessments are not done by dental profes-
sionals very few children are assessed as needing dental care. In
Connecticut, less than 8 percent of the children who received screen-
ings under EPSDT were identified as having dental problems, though
we know that 95 percent, by HEW’s own figures, need dental care.

To predicate the receipt of dental care on an irrelevant assessment
is simply irrational and the effect can only be to reduce the number
of children who get the care they need.

However, such assessments, CHAP assessments, can serve a useful
purpose. They can be an opportunity to further increase the number of
children getting dental care.

Simply requiring reimbursement if the child finds his way to a
dentist 1s not enough. In Connecticut, our experience proves that
without referral and followup, many children still do not get care.
Connecticut is one of the richest States in the Nation. It provides one
of the broadest ranges of medicaid services, including coverage of
all dental care without the requirement of a prior assessment. Yet,
less than 20 percent of medicaid-eligible children received any dental
care this past year.,

The administration approach does not respond to this problem
either. It does not require that children who do receive a screening
package under CHAP are automatically referred to a dentist for
examination and treatment and followups to see that care is received.

Instead, the current bill includes that meaningless assessment I
talked about as a part of a regular screening process. The administra-
tion is now proposing an amendment to the hill which will allow a
State to have a child who has been assessed for other conditions
referred to a dentist, but would not require a State to follow this pro-
cedure. This “choice” makes no sense. :

But if limitations on dental services are to be imposed, if Con
is worried about costs, do not attempt to control costs by putting arti-
ficial barriers, meaningless assessments, in the way of children getting
care. Instead, choose which dental care services you want to cover by
considering the need for and the efficacy of each service,

I would suggest to you that the current definition in the medicaid
regulations is a good one, and this is one that I notice Senator Childs
used primarily in the amendment he offered before your committee
to the administration bill. Another good definition related to need
and efficacy is found in the House bill.

After specifying coverage in such a definition T would then pro-
pose that vou amend the bill to include dental care as defined in the
definition in the list of required medicaid services.
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In addition, the bill should be amended to require that assessed
children be referred automatically to a dentist and CHAP followed
up to assure that treatment is received.

On behalf of my clients, who are low-income children who depend
on your decisions for their future dental health, I respectfully request
your careful consideration of these recommendations.

Senator Risicorr. Thank you, Ms. Katz. The staff will submit some
questions and we would appreciate your responding to them at your:
earliest convenience.

[The following was subsequently supplied for the record.]

ANSWERS TO QUESTIONS SUBMITTED TO MARILYN KATZ, ATTORNEY WITH
CONNECTICUT LEGAL SERVICES

Question 1. Ms Katz, you obviously believe strongly in the need for basic and’
comprehensive dental coverage under CHAP. Cost estimates for mandating this
coverage range widely. What has been the Connecticut experience? What is the
reimbursement rate for dental providers? How is their participate rate?

Answer: Total expenditures are, of course, based on the cost of the services
per child times the number of children using the service. The Administration
has estimated a total expenditure of $78 million for the first year of mandatory
comprehensive dental coverage and automatic referrals of CHAP-screened
children. This total figure is based on a cost estimate of $107 per child and a
user estimate of 35% of eligible children being screened under CHAP and referred
to dentists and half of these actually receiving treatment and of 25% unscreened
children receiving dental care.

The House Budget staff came up with a lower total estimate for the initial
year, $21.5 million, based on a similar cost per child estimate ($100), but pro-
Jecting only 6 months of operation and lower (and we believe unfortunately,
more realistic) user rates. The House estimate of $88 million for fiscal 1950
is more similar to the Administration’s projection for the initial year. It depends
on using the $100 per child annual cost for each child receiving dental treatment
for the first time and $40 per child annually for each child after his or her initial
year.

The assumption of the House Budget staff that costs will decrease once years
of neglect are corrected and preventive maintenance is instituted is supported
by recent experience in Connecticut. Connecticut’s state plan provides coverage for
dental services for all Medicaid eligible children, regardiess of whether they
have undergone an EPSDT screening. Yet because the State was trying to control
costs by excluding certain preventive services from coverage and by maintain-
ing unreasonably low fees, very few children were receiving care and the number
was declining.

Just this past year, the false economy of such a policy was manifested. From
fiscal 1976-1977 to fiscal 1977-1978, total expenditures for children's dental care
in Connecticut increased only slightly from $1.3 million to $1.6 million. However,
beeause the number of children receiving care declined 209 from 20.000 in 1976-
1977 to 16,000 last year, the average cost per child receiving dental care rose
from $65 to $100. There was also a significant change in the types of services
rendered: for the first time expenditures for the most expensive restorative
services exceeded the expenditures for preventive care and routine work such as
simple fillings.

The Department of Social Services which administers the medicaid and cyr-
rent EPSDT Programs in Connecticut shared our concern that the cost per child
was going up while the number of children being served was declining. They
concluded that limitations on preventive services and the fee levels for covered
services which had become increasingly too low were causing dentists to refuse to
provide preventive dental care. When children did not get the preventive care
they needed, their dental health worsened. Those who finally did get to the dentist
came in an advanced stage of dental disease, often when pain had become un-
bearable, and usually then required more extensive, expensive restorative work.

It was the decision of the Department of Social Services, aided by consultation
with myself and other attorneys from Connecticut Legal Services and with
representatives of the Connecticut Society of Dentistry for Children, to raise
the fees and add coverage for the necessary preventative services.
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The following chart summarizes the changes in the program:

Before After

Service May 1978 May 1978

1. PrOpPhYIaXIS. oo eeneicieeciiaicicecaineiacrtsmrerasasereneansnraanaaanen $6
oy

e Wings._.o.o.o...oooe.. 5

Additional front teeth 11

3, Examination .. _....... 6

4. Topical fluoride . 3

5. Single flllng. oo ececiaeeaciaraeneecaccraacnanacceaarsaacaransene s

1Upto $3,

Thus the average cost for a child who is being seen for the first time {s now
between $23 and $27, plus additional fees for any necessary fillings. The second of
the two annual visits which would include only the cleaning and x-ray service
costs $11 to $14, plus any necessary fillings.

Along with the additions to services and fees, the Department has added ahout
30 EPSDT outreach workers in its District offices who provide direct referrals
to children and their parents from & list of dental providers in each geographic
area and who follow up to see that the services are received. The districts are
just beginning their reporting system so no statistics are available yet. However,
the Department expects total expenditures to rise initially as more children are
reached for the first time, and then to level off as more children need only pre-
ventive and maintenance care, and the incidence of the more expensive restora-
tive work declines.

Connecticut’s recently increased fees and expanded services should help ex-
pand the availability of dental providers for poor children. The State reports that
more dentists have expressed an interest in participating in the program and
have signed up as providers to receive direct referrals from the State. Currently
only 1.600 of the 4,000 dentists in Connecticut submit claims for medicaid reim-
bursement and it is not knon how many of these providers do not see children,
More significantly, although 1,600 had at least one claim for dental care reim-
bursement under medicaid, only about 800 dentists submitted over $2,500 worth
of claims. (An amount one would expect to be billed if all medicaid eligibles
were recelving care and all dentists were seeing such patients In equal numbers).

Of course, it is unrealistic and unnecessary for adequate care to be available
for every dentist to treat medicaid eligible children. And medicaid fees do not
have to equal fees for Private patients (in Connecticut the current fees are less
than one-half the Blue Cross rate). But the State medicaid agency should be
required by explicit Federal regulations, if not by statutory language, to devise
a proper fee structure and to affirmatively enlist a sufficient number of pro-
viders to adequately serve poor children under CHAP.

In conclusion, even assuming the Administration’s estimate of $100 annually
per child is correct, dental care is a relatively low cost service compared with
other child health care services. One vsiit to an emergency room can cost more
than a year of dental care. Furthermore, as Connecticut at least has begun to
recognize, foregoing these preventive services will lead to increased direct costs
later for more expensive restorative care.

And a total cost of $78 million for dental care coverage for all the medicaid
eligible children in our nation for a year is also a very, very small amount of
money. It is less than the amount spent annually for only 7.000 adults receiving
nursing home care in a small state like Connecticut, It is less than one week’s
worth of care for hospitalized medicaid recipients in this country. It is surely a
small investment for the possible returns in health care for our children.

Question 2. Anytime a new service i{s added to a federal health program on a
fee-for-service basis, we hear horror stories about fraud. There would seem to be
some potential for abuse if dental services were mandated without safeguards.
Could you address this question?

Answer: As your question indicates, the cost-effectiveness of any service can
be diminished by fraud and abuse. Fraud usually refers to a provider's claim for
reimbursement for a service which has not actually been performed: it can also
include duplicate billing for the same performed service. Abuse on the other -
hand, usually refers to a claim for reimbursement for a service which was ac-
tually performed but which was unnecessary.
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Fortunately, preventive dental care is one of the health services least sub-
ject to abuse, Like innoculations, the need for the service is universal; all chil-
dren need a dental examination, x-rays, cleaning, topical flouride application and
instruction. For simple restorative work such as fillings, the fees are generally
low enough that there is no incentive to do unnecessary work, According to
Steven Press, the Director of the Connecticut Medicaid Program, a dontist will
not spend half an hour of his valuable time doing an unnecessary filling for a
small fee, Connecticut has concluded that it is not cost-effective to use abuse-
prevention procedures such as prior authorization for preventive or simple re-
storative work.

Connecticut used to require dentists to submit requests for prior authorization
for all dental services; the submission ordinarily included x-rays in support of
the request. Earlier this year, a study was undertaken which demonstrated that
no abuse of simple restorative services was being uncovered by the prior au-
thorization system, but it was costing the State a significant amount to pay den-
tal consultants to examine all the requests. Such a system was also unduly bur-
densome to dentists and patients who would have to walt weeks for approval;
many patients became so discouraged they never returned for treatment,

Therefore, Connecticut first eliminated prior authorization for all dental serv-
ices under $50 and subsequently (as of July 15, 1978) extended that exemption
to all services under $100. The dental consultants continue to require requests
for prior authorization (supported by accompanying x-rays) for more expensive
serivees where it is also more appropriate to have a second opinion from the
client’s point of view, e.g., extensive bridge work, dentures, ete. Of course, x-rays
are generally available in a patient’s file if the State wants to check that routine
restorative work was indeed necessary.

Dental care is also one of the health services where the detection, and there-
fore the deterrence, of fraud 18 easlest. Unlike many services, dental services
produce a visible, identifiable resnlt. Paid dental consultants and x-rays can be
used to check that work for which relmbursement is claimed has indeed been
performed.

Connecticut is currently programming its computer system to institute HEW's
Project Integrity. Project Integrity is based on programming a state's com-
puter to supply the names of providers who have a higher than average number
of services billed per patient. The State can also detect double billing by checking
the service codes on the bills to see ff more than one claim for reimbursement
has been made for more than one filling claimed in the same part of a patient’s
tooth.

The State will then run audits on providers for whom :}ehas questionable pro-
files. Part of the audit will include the examination of patient files and x-rays
and part will consist of requesting the patients to submit to open-mouth examina-
tions. It will be easy for a dental consultant to tell if the clalmed wotk has ac-
tually been performed and whether it has been done satisfactorily. It is esti-
mated that the majority of states have the computer capability to run the Project
Integrity programs. Even without pin-pointing particular providers, a state conld
economically conduct an effective number of spot checks on dental providers,
especially if the number of sighificant providers iy limited as it is in Connecticut,

In conclusion, I submit that our expertence in Connecticut demonxtrates that
neither considerations of cost or of abuse and fraud control weigh against manda-
tory comprehensive dental care for poor children under Medicaid and automatic
referrals to dentists of children screened under CHAP.

Senator Rsicorr. Senator Dole? .
Senator Dotk. I will follow the same procedure if I have questions.
Senator Risicorr. Dr. Barber, please.

STATEMENT OF DR. JESSE B. BARBER, PRESIDENT, NATIONAL
MEDICAL ASSOCTATION, ACCOMPANIED BY DR. ROSELYN
PAYNE EPPS, NATIONAL CHAIRMAN, NMA PEDIATRICS SEC-
TION; AND DR. GERTRUDE T. HUNTER, PROJECT DIRECTOR,
NATIONAL IMMUNIZATION PROGRAM OF THE NMA

Dr. Bareer. Senator Ribicoff, Senator Dole. T am Jesse Barber,
M.D., president of the National Medical Association, which represents
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approximately 8,000 black physicians in our Nation. Our organization
has traditionally been concerned about the health care of all children
but particularly about that of the low income, minority, and other
underserved population,

We are pleased to have this opportunity to present testimony on
Senate bill 1392, Child Health Assessment Act. With me today are:
Dr. Roselyn P. ]iz,pps, chairman of the pediatric section of the National
Medical iation and Dr. Gertrude T. Hunter, project director, na-
tional immunization program of the National Medical Association.

By virtue of our traditional and historic role in the urban and rural
communities, we view the enactment of this legislation as having a
potentially ({)ositive impact for improving the health status of the
children and youth who will be entitled to benefits under this act.

We have reviewed the companion bill H.R. 13611 and endore sev-
eral improvements over the original bill. We believe that the follow-
ing should be included in the final legislation; namely:

0. 1, the assurance that appropriate prenatal and postpartum care
be made available for needy pregnant women ;

No. 2, efforts be made to increase immunization levels of children
which is consistent with National Medical Association’s immunization
projects;

No. 3, the inclusion of adopted children with special needs as partici-
pants;

No. 4, provision for routine dental services; as defined in 13511;

No. 5, removing some of the financial barriers to participation in the
program;

No. 6, no enrollment fee, premium, deduction, cost sharing or
similar charge with respect to any of the care and services will be
imposed under the plan; and

No. 7, study and demonstration projects on provider participation.

There are other areas about which we have concerns, and it is to these
issues we now wish to speak.

No. 1, continuity of care. Although the bill speaks to comprehensive-
ness of care, there is no assurance that fragmentation, duplication, and
omission of services will not continue. For instance, there is no provi-
sion for continuity between assessment, diagnoses, treatment, and
followup. In order for these activities to occur with continuity provi-
sions for education for recipients and providers, outreach and tracking
are essential.

No. 2, nutrition. The National Medical Association was struck by
the glaring omission of nutrition as an identifiable component of this
legislation. Although it may be implied in the term “preventive health
care,” for persons defined as “low-income,” nutrition-education and
appropriate food services are absolutely essential for growth and de-
velopment, maintenance of health prevention of disease and recovery
from illness. We would strongly urge that provision for nutrition
services be included in this act.

No. 3, utilization of all health resources. Although the act permits
participation by all health care providers—public and private—there
1s no assurance that they will be utilized or will be able to participate
in the program. Deterrents to full utilization of all health resources
include State regulations that prohibit participation by some pro-
viders, unrealistic reimbursement for costs of health care delivery, and
exclusion of malpractice premiums as a factor in determining reim-
bursable costs.
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These factors are critical to providers in underserved areas with
large concentrations of low-income fasilies. Some providers are un-
able to absorb these additional costs and are forced to relocate—further
contributing to the maldistribution problem. Prior to passage of this
bi}l, consideration should be given to this problem and remedial action
taken.

No. 4, eligibility for services. Although provision is made for eligi-
bility for services from the prenatal period to age 21, in reality numer-
ous restrictions and qualifications exist which can interfere with ade-
quate health care at the many crucial periods for this high-risk popula-
tion. In reality, the act does not reflect appreciation for the life long
consequences of poverty and inadequate health care and the dynamics
of growth and development.

The National Medical Association believes that any individual who
becomes eligible for this program at any point in time prior to reaching
age of majority should remain eligible without restrictions until the
age of 21. Only then can we effectively break the cycle of disease and
poverty and raise the overall health status of the citizens of the United
States reflective of the level of which we are capable and of which we
can be proud.

Thank you for the opportunity of appearing before vou.

Dr. Epps and Dr. Hunter, would you like to add anything?

Dr. Erps. We would answer any questions yon mav have.

Senator Risicorr. I have no questions at this time. We might submit
some questions to you and we would appreciate a response at your

-earliest convenience.

Senator Dole?

Senator Dork. I will do the same.

I want to agree with the second point you made on nutrition. As a
member of the Nutrition Committee, we have been having some suc-
cess, finally, in the food stamp program and the school lunch program
of getting some nutrition component. I think that is an excellent point,

-and T will eertainly focus on it.

We have spent. 850 a year for driver training for children and 30
cents for a child for nutrition education.

Senator Riercorr. I wonld say to my distinguished colleaone, if we
would transfer the nutrition program to the Department of Education
instead of Agriculture, we might maybe be in a position to do some-
thing about education in the field of nutrition. but it is going to be a
tonoh road to hoe over Senator Dole’s opnosition in the Senate,

Thank you very much. We may have some questions to submit to you.

Dr. Noshpitz?

Dr.Tevitas?

Dr. Levrras. Senator Talmadge asked me to express his personal
regrets that he could not be hera this morning. The President asked
the Senator to be with him in Missouri todav, so he is accompanying
President Carter to Missonri. Senator Talmadgee has informed me that,
you are the hrother of Congressman Elliott Levitas who represents
Georgia’s Fifth Concressional District.

- “;o welcome you here today, and are pleased to have your testimony,
octor,
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STATEMENT OF DR. THEODORE LEVITAS ON BEHALF OF THE
AMERICAN DENTAL ASSOCIATION

Dr. Levitas. Thank you, Senator. T accede to the President’s priority
over my Senator being here, and I respect Senator Talmadge’s decision
to accompany him,

Senator Risrcorr. I do not know if that is always wise.

Dr. Levitas. Mr. Chairman and members of the committee, T am
Dr. Theodore C. Levitas of Atlanta, Ga., where I am engaged in the
practice of {)ediatric dentistry. I am here today representing the Amer-
ican Dental Association, the American Aecademy of Pedodontics, of
which T am a past president, and the American Society of Dentistry
for Children.

Tt is a privilege to appear before you, and I am acutely aware of the
personal, significant contributions to the American governmental prog-
ress that both you distinguished gentlemen have made.

In view of thio constraints upon the time of the committee, T will be
as brief as possible in summarizing our problems with S. 1392 the
Child Health Assessment Act as proposed by the administration. A
longer, more detailed statement, has been submitted for the record.

First, T would like to point out that it probably would not be neec-
essary for us to appear here todayv if the House of Representatives
had been willing to adopt an amendment proposed by Senator Ribi-
coff in 1963 which would have mandated dental care benefits for poor
children under the original medicaid legislation.

At that time, Senator Ribicoff. you made an eloquent plea for the
amendment and concluded with the statement that: “The need for
inc%uding dental care as one of the required benefits for needy children
is clear.”

Senator Rinrcorr. Doctor, what contribution does dental care make
to the overall health of a child ?

Dr. Leviras. I think that it would be fairly obvious, Senator, that
the omission of dental cave is going to produce severe pain for chil-
dren who ave susceptible to dental disease. Statistically, we know that
an excess of 95 percent of the population of America has some type
of dental disease. There is nothing more painful than secing a 3-year-
old. as I see on a fairly regular basis, who is suffering from dental pain.

If yvou extend this, perhaps, into the school-age period, a child who
is suffering from dental disease simply cannot concentrate on his
studies. Aside from that, it can lead into other medical problems by
‘becoming a serious physical ailment, serious disease processes.

The difficulty, or the most important thing to me, is that dental
«disease is preventable No. 1: and correctable, No. 2, relatively easy, if
we see the children at the right age.

Senator Risrcorr. What are the consequences of the failure to pro-
vide dental care at an early age? You say that dental disease is pre-
ventable and you can check it. but what are the consequences for the
person if it is not provided at an early age?

Dr. Lrvrras. There can be serious problems resulting from infection,
abscessed teeth, that will extend to other areas of the face and neck
and other parts of the body. This should be obvious.
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It means a premature loss of primary teeth, and even permanent
teeth. This can cause develagin maloclusions that ultimately can have
a psychological effect on a ¢ ilcf if he presents an unsightly appearance
to his classmates and, as he gets older, when he goes out to seek
employment.

trange as it may seem, the mouth is one of the first things that is
scen by a person appraising a candidate for a job, and decisions can be
made not on the person’s ability to work, but on what his %hysical
appearance may look like. So this is going down the road a bit.

enator Risicorr. Taking preventive dental care, if you fail to un-
dertake this at an early age, what are the monetary consequences, the
cost in later life, to try to remedy or to correct a bad dental situation
that could have been corrected in early years?

Dr. Levrras. At the moment, I do not have the exact figures. These
can be supplied to you, I am certain, by our association.

Senator Risicorr. Would you do that ¢

Dr. Levrras. Yes,sir, we certainly will.

[The following was subsequently supplied for the record :]

The cost savings attributable to a sound, preventive dental health program
for children are difficult to establish in precise dollar amounts, It is not difficult
to establish the fact, however, that such savings are substantial. Bringing a
generation of children to adulthood with good oral health is far less expensive
than attempting to repair or restore the consequences of years of neglect.
Statistics compiled by the Armed Bervices indicate that for every 100 recruits,
12% i;egfﬁigary to perform or supply 500 fillings, 80 extractions, 25 bridges, and

Most of these conditions can be prevented with proper diagnosis, care and
dental health education with significant monetary savings in the cost of re-
medial treatment,

Dr. Levrras. I would follow up on your comments by saying that,
in any instance, ﬁreventive care is going to be less expensive to the
Government, to the country, to the individual, than corrective proce-
dures at a later time, so that it makes sense to devote our energy and
our expense of the moneys that are available to providing preventive
glerllj:;,l care as opposed to worrying about corrective procedures later
in life.

Senator Riercorr. You may proceed, Doctor.

Dr. Levrras. Senator Ribicoff was absolutely correct at the time of
that statement, and the need is equally clear today.

In our written statement, we have recounted the association’s sup-
port of that amendment and subsequent efforts by the Senate to im-
prove dental care programs for poor children.

When the EPSDT program was adopted in 1967 with the support of
the American Dental Association, dental care was to be included as
a mandated benefit, but the program languished for more than 2 years
until a lawsuit was brought to require HEW to carry out its provi-
sions. Even today, it is characterized by indifferent and faltering
implementation and the regulations, seemingly requiring dental care,
are applied on a piecemeal, fragmented basis, if at all.

That brings us to S. 1392, and the situation is historically unique for
us because 1t 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 behalf
of children’s dental health bill has been directed toward improving the
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status quo. Today, it appears that we are struggling to maintain a
status quo that everyone admits is grossly deficient.

Preliminary to outlining our objections to certain sections of S. 1392,
I would like to say that we recognize the importance of a health care
needs of children and support provisions of the bill broadening the
definition of dependent children as well as the emphasis in the bill on
immunizations and other necessary services.

Mr. Chairman, under the existing EPSDT law and regulations,
States are required, on paper at least, to provide:

Such dental care as is necessary for relief of pain and infection and for
restoration of teeth and maintenance of dental health.

Section 3 of S. 1392 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
21, but not necessarily including dental care when not for the treatment of con-
ditions discovered during an assessment.

Senator Risrcorr. One of the problems and one of the objections
to covering preventive dentistry is the potential for abuse, and there
have been some abuses. How do you monitor this to assure that there
are not abuses—overchange, care that is not really necessary in cer-
tain localities. How would your organization handle that situation?

Dr. Levitas. Senator, you ask a loaded question, as I am sure you
appreciate. There are abuses in every facet of life that involves human
people, individuals, and to a large degree the responsibility must be
placed upon the shoulders of the person involved. That notwithstand-
ing, however, there will be people who will take advantage of situa-
tions and who will abuse them,

We would like to think that the professional peer review committees
that are existent in all types of organizations, perhaps, are the best
ways of monitoring these abuses, by calling them to the attention of
the peers of the professionals, the fellow professionals, and having
these particular situations examined.

Frankly, I am not a Solomon to give you specifics as to how to con-
trol an individual who would choose to violate the law, or to take
advantage of a situation.

It has been a problem in our profession, and every profession, includ-
ing these hallowed halls in which I sit today, and I respectfully sug-
gest that it is something that we, as humans, will have to struggle
with, perhaps until the end of time, because it involves individuals
as opposed to ones who would attempt to do the right thing, and frank-
Iv, I am very pleased to tell you that the vast majority of practitioners
do subscribe to honest methods of treating their patients and submit-
ting their claims for fees.

Senator Risicorr. When you are talking about dentistry and young
children, the difficulty of getting them downtown or in the neighbor-
hoods to the dental office looms large. How about the clinies in schools
where the children are anyway and where they can be examined? What
about a time allotted for dental care with private practitioners coming
in early in the morning or at a certain designated time to do the work
under supervision in the schoolhouse

Dr. Levrras. It has been my experience that this is simply not the
way to do mass dental treatment for the children. I practice in an
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area removed from downtown Atlanta, that is removed from the resi-
dential areas where the majority of the medicaid patients might be
expected to live.Yet I see large numbers of medicaid children in my
private office who come to me by bus or by private car.

I firmly believe that where there is a will, there is a way for patients
to come to the offices. Just as some patients who are able to pay their
own way in dental oflices or for dental care choose not to accept dental
treatment, there will be a certain number of medicaid patients also who
will not accept it.

The prospect of treating in clinics, first of all, I think you have to
understand-—as I will mention a little bit later—that perhaps three-
quarters of the dentists in this country practice in private offices. I
go to a clinic for indigent children on a regular basis in Atlanta to
provide services. These are children who are not eligible for medicaid
and children who are not eligible for any other type of assistance, so
through our local welfare agencies there is a private clinic where we
provide free services for the children.

But I feel that the practice of dentistry should be in the hands of
the private practitioners in their oftices where they are able to sce more
patients because they are following the daily. normal reutine proce-
dures. To do it in the school setting simply does not seem to me to be the
place where dental treatment should be offered.

Senator Risicorr. Where you have a situation—where it is Atlanta,
New York, Washington—where vou have poor children who have
little motivation, or a lack of knowledge by the parents or themselves,
and the difficulty of getting to a dental oftice, but they are in the school-
house, are not o many children going to miss preventive dental care
by having to go to a dentist’s oflice ?

Most dentists I know are very busy men and women.

D, Liveras. T choose to think they can get that care. T give that
care, if I may be so bold to interject.

Senator Risicorr. Do you think you are the norm?

Dr. Levrras. T would certainly like to think so. I am sure there arve
people who would question whether T am the norm, or normal, but
that is beside the point. T would like to think that T am.

Perhaps my vision is clouded a bit because of my concern in this
matter,

I think if yon separate the two things yon mentioned a moment ago,
preventive and instruction in contrast to treatment, if vou are talking
about instruction, home care procedures for preventive care, proce-
dures for instructing children Liow to take care of their teeth; perhaps
this very well could be done in a school setting by auxiliary personnel
who are trained in dental offices or in dental schools to provide this
type of instruction.

I think perhaps there is a way to do that. The administration of
fluoride mouth rinses could be done in these places. But T am not sold.
in my own mind. on the idea of trving to create clinies. The amount of
monev that would be spent in establishing a dental clinic in enough
schools—how many schools are you going to provide a dental clinic in?
Avre you going to establish a dental office in every school in a medicaid
neighborhood, for example ?

Senator Risicorr. If you were reallv going to make it work, the
answer is “Yes"—by the local health departments, the State, or the
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localities. I am trying to think of the different dentists I have gone to
in my lifetime, personally, and I am trying to envision those dentists
tilking a lot of poor kids from the ghettos o% our big cities and treating
them.

To be very, very frank with you, I could see almost all of these den-
tists whom I know, going to a schoolhouse and spending an hour or
two early in the morning, 8 to 9 or 8 to 10, I could see them doing
that in cooperation with the local dental society.

I think you have a very big problem,

Dr. LeviTas, Senator, we in the dental profession are aware of the
fact that we have a major problem. There are some dentists—and 1
am not saying this in a critical sense at all—there are some dentists
who simply choose not to see children, and this I respect. There ave
certain physicians who choose not to see children, for whatever their
reasons. It may be their training or personalties or desires. It can be a
lot of things.

I believe if some of the redtape. if some of the hassle that is :ziven
to the providers in the profession were eliminated, there wouid be a
lot more private practitioners who would be willing to see patients
within the walls of their private oftices as opposed to having to make
a trip across town, for example. which is not just one hour from 8
to 9, as you put it, but it very well could involve 2 or 3 hours of time
away from the oftice where they might be productive in seeing other
patients.

Senator Risicorr. You may proceed.

Dr. Leviras. I was saying, inclusion of section 3 of S. 1392, in prac-
tical effect, would repeal this provision by the language which re-
quires the inclusion of all care and services appropriate for individuals
under age 21, but not necessarily inclnding ({;ntnl care, when not for
the treatment of conditions discovered during an assessment,

Parenthetically, Nenator, just call up a dental supply man or a detail
man and ask him what it would cost to establish a reasonable dental
oflice in a clinical facility. It hecomes astronomiecal; it is incredible.
The amount of money, if we are talking ahout cost effectiveness in dol-
lars, we are getting into an entirely different ball game, if you are
going to build clinies throughout the country in schools.

The provision just mentioned is wholly unrealistic unless its purpose
is to deny necded dental care to most of the medicaid eligible children
in the country.

Had the administration’s anthors of the bill taken the time and
effort to review the information available from their own sources—
and perhaps they did—they would have discovered studies that show,
for example, that as many as 97 percent of poor children examined
were found to require dental care before age 6. Further. they would
have found that in the early days of Headstart. significant amounts
of money were ill-spent or wasted by requiring dental assessments or
sereenings without followup treatment.

QOther, more recent data show that only a small percent of children
who are assessed actually are referred for needed treatment.

This unfortunate state of affairs would become the rule under S. 1392
because there is no requirement that persons trained in the detection
of dental disease participate in the assessment program. This will as-
sure that only the most gross conditions will be found. This omission



60

is compounded by the failure to recognize that much dental disease
will occur and remain untreated during the period between assessments.

This approach is cost-ineffective but more importantly, it ignores the
long-range health benefits to be gained by continuing preventive dental
programs during the formative years of childhood. ]

We strongly recommend that the bill be amended to provide for di-
rect referral gor dental care and otherwise correct the deficiencies we
have noted.

Another serious defect and perhaps of more loni-range detriment
than any other is the exclusion of dental care from the higher Federal
matching contribution provided in section 7. As we understand the pro-
posal, services “other than dental and inpatient care” would hence-
forth be matched at a rate between a minimum of 75 percent and a
maximum of 84 percent as compared to the current range of 59 to 78.

This, of course, is an open invitation to the States to reduce even
further the inadequate level of dental care now provided to poor chil-
dren and an encouragement to them to refrain from broadening cover-
age of such care in the future. Although it would seem difficult to take
a step backward from the present EPSDT program under which only
1 in 5 eligible children receives services, the administration has suc-
ceeded in designing one of giant-sized proportion.

We strongly recommend that section 7 of the bill be amended to
include dental care in the higher contribution rate that is proposed.

We also must disagree with the reliance that is placed in S. 1392 upon
the utilization of so-called health care centers for assessment and treat-
ment., This is particularly inappropriate and probably unworkable for
dlental care since more than three-quarters of all dentists practice alone
in private office settings. Qur organizations believe that the medicaid
popula}tion should have the same access to care as the population in
agenerati.,

i Emphasizing a delivery mechanism not widely used by the public
serves to set the medicaid eligible children apart, clearly an undesir-
able effect and we would urge corrective amendment.

Based upon considerable vears of experience, we anticipate that
HEW will attempt to defend the exclusionarv dental care nrovisions
of S. 1392 on budgetary considerations. We believe their estimates can
he shown to be high, but in any event, we think the Government should
be willing to make a reasonable humanitarian commitment to the im-
provement of the health care of poor children, for general health and
dental health are inextricably intertwined. T.et me assure you that
dental care is too expensive not to be provided.

As you can see, Mr. Chairman, we have some serious concerns with
this legislation. At the same time, we strongly support the purpose of
improving health care for children of low-income families. We have
prepared amendments that would remedy the deficiencies we have
mentioned and we would be pleased to submit these and work with the
committee toward further improvements.

We are pleased with the support given us by the Children’s Defense
Fund and the Connecticut Tegal Services, and we are appreciative of
the amendments already introduced by Senator Childs which are
directed toward the same objective. We subscribe to the theory that the
Iack of dental treatment is too expensive not to provide it for those less
fortunate than we,
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The American Saciety of Dentistry for Children has, as its model,
the words of the philosopher Goethe : “Little can be done for grown-np
people. The intelligent man begins with the child.”

Mr. Chairman, members of your committee, 80, too, should we begin
with the child.

Thank you for your time and consideratien.

Senator Rmicorr. Thank you very mueh,

[The prepared statement of Dr. Levitas follows.]

‘STATEMENT 6 THE AMBRICAN DENTAL ASSOCIATION

Mr. Chairman, I am Dr. Pheodore C. Levitas of Atlanta, Georgla where I am
engaged in the practiee of dentistry specializing in Pedodontics. I am also repre-
senting the American Academy of Pedodontics, of whieh I am past president, and
the American Bocisty of Dentistry for Children.

I am pleased to'have this opportunity to present the views of these organizations
on 8. 1892, the Child Health Assessinent Act.

As I believe this comnittee is wel aware, the American Dental Association has
traditionally placed ite highest priority on the dental care of children. The
development during childhood of effective regimens of diet, professional treat-
ment, and home care s the foundation for a lifetime of sound oral health.

Dental ¢are for the children of indigent families and families that are mini-
mally self-sustalning is frequentlv negiected. This occurs for several reasons, but
certainly severely linited findnce: is'a significant factor. Because of this situation
the Assoecidtion: has long advoocatad the inclusion of dental services in health care
programe afmed a¢ these children and also has promoted the introduction of
separdte legisiation'to the same eflect.

With the indulgence of the committee, I would like briefly to review some of
these efforts :

In 1964, when the association testifled on reedicaid, we urged that if resources
would not permit coverage of all needy persons, at least dental care for children
should be mandated. Such an amendmenat was introduced by Senator Ribicoff,
and was approved by this Committee and passed by the Senate. Unfortunately, it
was dropped ihthe House-Senate conference on the bill,

In 1967, at the urging of the Association, the then administration submitted to
Congress: a bil} duthoriving among otheér things pilot dental projects under Fitle V
of the Social Security Act. The bill was passed but no funds were allocated for
such projects during fiscal years 1008, 1069 or 1970. In 1871, $500,000 were allo-
cated to seven dental projects serving about 10;000 cliildren. The next year about
£868,000 were allocated and by the terms of the law the program was merged into
other title V projoets.

The assoclation vigorously supported the 1867 amendments to the Social Secur-
ity Act which established EPSITD and included dental care among the mandated
benefits, The program languished for more than 2 yegrs until a lawsuit was
brought to require HEW to carry .out its provisions. Eveti then and up to the
present, progress has been painfully slow, which of course {8 one of the reasons
we are here today.

In 1971, following a comprchensive hearing in the Senate, a Children’s Dental
Health Act introduced by Sendtor Warreh G. Magnuson and strengly supported
by the Association was passed by the Senate by a vote of 88 to'l. It-provided grants
for children’s dental health care projects, fluoritiathen  grants om & -ohetime
voluntary basis, dental health edudation and other prograxes ‘to-develop effhuetive
preventive dental programs for-ehildren: The bill was not considered in the House.

In 1976, Senator Magnuseh introducéd a revised version of the Children's
Dental Health Act, again with the Association’s: support, which wak: destgred
specifically to augment the floundering BPSDA program by authorizing dental
project grants for dental care 'abd services for clitidren: of- pre-sehool and school
age who qualify for Medicstd. ThebHill paszed: the Senate as ah:amendment to the
National Consumer Health Information antl Health Protetthon Aot of 1070 but
was not.in¢lided in the final-bill reported to the floor of the Hohbe.

That brings us down to the present,: Mr. €bairman dnd-the situntton is:his-
torically unique £or us because it is the first: time we have hoen-feced with & biil
that proposes: ineeutives to redace the minhhil dental osire bemefits cunrently
belng offered to poor children. In the past, our testimony in support of children’s
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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 deficlent. .

Before getting into the specifics of our objections to certain provisions of S.
1392, I wish to make clear that we recognize the importance of all health care
nieeds of children, none of which should be neglected. We therefore support the
Lroadening 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 the bill. The increased emphasis on immunization also is desirable
and necessary. .

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 innovation. While section 6 speaks vaguely to
encouraging provider participation in Medicaid under regulations of the Secre-
tary, the crux of this matter lies in the unrealistic refmbursement schedules that
are in effect in many areas, an issue that should be addressed directly.

To turn now to our specific concerns with §. 1392, Mr. Chairman, it i{s 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 and periodic screening, diagnosis
and treatment program”. :

Although the EPSDT program in many respects has béen seriously deficient
hecause of faltering and indifferent implementation and underfunding, its weak-
nesses do not le in its underlying intent or in the scope of its benefits. CHAP, on
the other hand, represents 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 re-
quired 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)).

Secfion 3 of the CHAP legislation 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
during an assessment).” ‘

This provision is wholly unrealistic unless its purpose is to deny needed dental
care to most of the medicald-eligible children in the country. Had the adminis-
tration’s authors-of the bill taken the time and effort, and perhaps they did, to
review the information 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 $7,000-210.000 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 Leen 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 over-
whelmingly 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 1ll-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 nondentists 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



63

n. Aceordlng to data gathered by the Congressional Budget Office only 25 per-
223": or BO0,000gof the 2,0gO0,000 (children) projected to be screened may 'f'xctually
be referred for dental care because some states are reluctant to “find 'denFal
problems they would be required to treat. This unfortunate state of affairs will
become the rule under S. 1392 because there is no requirement that persons trained
in the detection of dental disease participate in the child assessment program,
an omission that is compounded by the failure to recognize that much dental
disease will occur and remain untreated during the intervals between assessments.

This litany of the easily discoverable and obvious could be continued to incl}ule
notice to the Department of Health, Education and Welfare that children w ith
seriously diseased mouths do not perform well in school or in work, that oral dis-
figurements are handicapping to youths seeking employment, that thousands of
man-hours of work per year are lost because of oral disease, and, perhaps most.
fmportantly 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 agencles to conserve resources and get to the business at hand by foregoing:
dental screening 1n 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 eligible children and we srongly urge that the bill be amended to this effect.

In this same connection we strongly object to the requirement in §, 1392 for
utilization of comprehensive health care providers for assessment and treatment.
This requirement is particularly inappropriate, and aimost certainly unworkable,
for dental care since more than three quarters of all dentists practice alone in a
private office setting. Provisions which result in restrictions on the types of pro-
viders which can participate in the CHAP program run totally counter to the
basic intent of this legislation. One of the key elements which will determine
the success of the CHAP program is the ability to attract providers who are
willing to participate in the program. A réliance on a single type of entity, par-
ticularly one which is not generally available and certainly is almost unavailable
in dentistry, will inevitably limit the number of providers who participate.

The American Dental Association believes that the medicaid eligible population
should have the same access to care as the population in general. Emphasis upon
a delivery mechanism which is not widely used by the public serves to set medic-
aid eligible children apart, clearly an undesirable effect. The Association believes
it is imperative that all providers be eligible to participate in the program and to
provide care to eligible children,

One of the most serious defects in S. 1392 and perhaps of more long-range detri-
ment 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 pro-
vided 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 53
percent. As we understand the proposed formula under §. 1392, services “other
than dental and inpatient care” would henceforth be matched at a rate between
a minimum of 75 percent and a maximum of &4 percent.

'T'his, 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 en-
couragement to them to refrain from broadening coverage of such care in the
future. Although it would seem ditlicult to take a_step backward from the present
EPSDT program under which only one i ‘e fotigible children receives any
service, the Administration has succeeded 'in Aigning one of giant-size pro-
portions, insofar as access to dental care is concerned.

Mr. Chairman, our association has some specific recommendations for amend-
raents which should be made to S. 1392, Initially we believe that the medicaid
program must be amended to clearly mandate dental care for eligible children,
This is an amendment which was introduced by Senator Ribicoff and agreed
to Ly the Senate in 1965 when the medicaid program initially was enacted.
Adoption of that amendment very likely would have eliminated the necessity
for our discussion today of the inadequacies of the medicaid program in provid-
ing dental care for children. I am taking the liberty of appending Senator
Ribicoff's statement in behalf of that amendment which is as appropriate today
as it was then. Establishment in the law of a requirement that all state
medicaid plans provide dental care for children will be a significant step
toward finally assuring that these children receive necessary dental care.

We also believe strongly that it is time to formally eliminate requirements
that there be a dental screening as part of the assessment process. As we have
stated. the needs of low-income children for dental care are so widespread
there must be direct referral to a dentist fo rnecessary diagnosis and treatment.
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Inclusion of 2 direct referral requirement as part of the CHAP program will
belp assure this.

Third Mr. Chairman we believe that there would be a tremendous incregse
in the inceutives to the Btates to see that deatal care is provided to eligible
children if the Federal level of matching to the States for this care for chlidren
who are In the CHAP program is at the higher level proposed for other forms
of health care. Unless the states are shown that the Federal goverpment Is
finglly committed to assuring the avaijability of dental care through its offering
of the higher matching level of assistguce for this care, there will be a eon-
tinuing threat.$hat the States will.not develop this priority on their own.

Our fourth recommendation for amendment to 8. 1392 is to elimipate the
restrictions on the types of praetiee in which proyiders of care must engage
in order to participaie In the program. AU practitioners, no matter what their
forin of practice, shopld be gble to participate in the program. As we have
#aid this is the way to help assure the maximum leye) of practitioners’ participa-
tion, @ tevel which must be jncpeased in order to have a syccessful effort.

Sepator Chiles has imtroduced ap amendment to S. 1392 to hejp correct the
dental deficiencles in this bjll. ¥We are most gratefnl for his concern. We would
he more than pleased to work with the Committee and staff in developjng
the gpprepriate additional language to aecomplish oypr suggested amepdments.

Finglly, Mr. Chalrman, hased upon a comsiderable number of years of ex-
perience, we anticipate that the partment of Hea)th, Education and Wel-
fare wil) attempt to defend the exclusionary dental care provisions of S. 1392
on the basis of budgetary considerations. In this regard, the Department's
estimates of costs as reported to us appear to be based upon questfonable as-
sumptions and are signjficantly inflated. We would be glad to analyze the De-
?artment’s latest projections and provide our cost estimates for the record.

n any event, the government should be willing to make @ reasonable, human-
itarian commitment to the improvement of the dental health of peor ehildren.

Mr. Chajrman, as you can see we have some serious concerps with this legis-
lation. At the same time, we support the basic philosophy of the bill which
is to improve health care for low-income children. ‘We hope that a final bill
can be developed which will impreve the availabitity of dental care for tow
income children without overburdening the administrative aspects of the

gram or increasing the regulatory burdens asseciated with {t, We would
ike to assist in this development. '

Thank yor: for your time and your consjderation.

[Congressional Reeord, Wuhm_gton. D.C., Tyesday, May 18, 1965}
AMBYPMENTS Now. 189 Axp 190

Mr. RisicoFr. Mr. President, I submit, for appropriate reference, two amend-
ments to H.R. 6675, the Sacial Security Amegdments of 1985 now before the
Finance Committee.

The first amendment extends equal treatment under the bil to the dentists
of the Nation. As written, the bill would deny the right of a patient to select
an oral-suzgeon to form oral surgical procedures that would be covered. if
performed by a physielan or an osteopath.

Now, many degtists who have completed internahips and residencies in oral
surgery regularly remove oral tumors, take biopsies, reduce jaw fractures, and
perform other services not involving what might be described as routine dental
work. Throughout the country, there are hundreds of dentists admitted to
hospial practice. Nearly 40 percent of the Nation’s hospitals have formalized
deptal seryices and virtually all hospitals permit dentists to admit patients
for orgl surgical services. AN contracts under the Federal Employees Health
Benefits Act recognize the rights of dentists in this regard as do other private
4nsurance plaps.

1t is qnly stmple equity to allow patients to have their oral surgery performed
by qualified oral surgeons, and that {s what this amendment would accomplish.

The second amendment relates to dental care for needy children under
part 2 of title I, grants to States for medieal assistance.

* Inits present form, the bill reqnires State plans to include five kinds of services
for persons eligible for medical assistance in order to qualify for Federal
partielpation. Dentgl care is not one of these flve services. I belleve strongly
that in the ease of needy chiidren it should be.

Not too long ago the Director of the poverty program described the care
received by a youngster from one of the great cities of this Nation who joined
the Job Corps. During the first days he was there, the boy simply refused to
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eat, The officials of the center were, naturally, concerned and did their best to
tind out what caused the boy to act in this way. They belleved, I suppose, ag
most of us would have, that the boy was apprehensive or lonely or confused
by the changes that had taken place in his life. The dxplanation was simpler
than that—simpler but in many ways more tragic. The boy wouldn't eat because
it hurt him to eat. His mouth was so diseased, his teeth so riddled with cavities
that it pained him to eat nourishing food.

What a sad story. Even sadder, I believe, are the studies which show that
this boy's problem fs shared by many others. Just a few statistic document
this. For example, 60 percent of the children between the ages of 5 and 14 who
are members of families whose income is below $2,000 a year have never seen
a dentist. Even if you go up the income scale as high as $4,000 a year, there
are still 40 percent of the children who have never received dental care.

And irrespective of income, 24 percent of urban children between the ages
of 5 and 14 have never seen a dentist; nor have 29 percent of the same age group
in rural nonfarm families or 42 percent of those in rural farm areas.

Think of the huge sums spent on dentifrice advertising. Yet bundreds of
thousands of our children are without dental care. A society that can afford
toothpaste ads can afford a dental care program for needy children.

The need for including dental care as one of the required benefits for needy
children is clear. In his health message of January 7, President Johnson asked
Congress to adapt the Kerr-Mills program “to permit specific Federal participa-
tion in paying costs of medical and dental care for children in medieally needy
families.” I believe we should honor the President’s recommendation and the
amendment I am submitting would do so.

1 ask unanimous consent that the amendments be printed at this point in
the RECORD.

The ActiNe PRESIDENT pro tempore. The amendments will be received, printed,
and appropriately referred; and, without objection, the amendments will be
printed in the RECORD.

The amendments were referred to the Committee on Finance, as follows:

AMENDMENT NO. 189

On page 127, line 17, after "“State plan” insert ‘‘(except to the extent required
by Clause (A) (ii) of paragraph (13))".
page 129, line 7, strike out “clauses (1) through (5)” and insert in lieu
&hereof( ;(()r) clauses (1) through (5), and (i) in the case of dependent children,
ause )

AMENOMENT NO. 180

On page 64, lue 18, strike out “Association” and Insert in lieu thereof “As-
sociation, or, in the case of am intern or resident-in-training in the fleld of
dentistry, aPproved by the €Council on Dental Edtication of the Ametican Dental
Associgtion”,

On page 82, line 2, immediately after the period insert “Such term. when
applied to professional services performed by a geontist, shall be limited fo
dental services and oral surgery of the following types: (A) prompt repair of
accidental injury to natural teeth, (B) reduction of fractures of the Jaw or
facial bones, (C) removal of stones from salivary ducts. (D) exaaision of oral
cysts- or tumeors, torus platinus. and leukoplakia, and (B) other cutting surgery
on tissues of the mouth, other than gums, whex not performed in connection with
the extractlon of teeth.”

On page 82, line 8, after “surgery” insert *, or de.itistry.”.

On page 83, line §, after “(8)” insert “(A)".

On page 83, line 7, strike out “and’,

On page 88, between lines 7 and 8, insert the fellowing:

“(B) dental prostheétic deviced, but only wndér circumstances when such
devices are required for the prompt repair of aceidental injury; and”.

On page 88, line 21, strike out “or".

__.On page 88, line 24, strike out the period and insert in lieu thereof a semicolon
followed by the word “‘or”.

On page 88, between lines 24 and 25, insert the following :

“(12) where such expenses are for dental services other than those described
in the second sentence of gection 1861 (q).”

Senator Risicorr. Dr. Noshpitz ¢
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STATEMENT OF JOSEPH D. NOSHPITZ, M.D., PROFESSOR OF PSYCHI-
ATRY, GEORGE WASHINGTON UNIVERSITY MEDICAL CENTER
ON BEHALF OF AMERICAN ACADEMY OF CHILD PSYCHIATRY,
AMERICAN PSYCHIATRIC ASSOCIATION, NATIONAL ASSOCIA-
TION OF PRIVATE PSYCHIATRIC HOSPITALS, AMERICAN ASSO-
CIATION OF PSYCHIATRIC SERVICES FOR CHILDREN, MENTAL
HEALTH ASSOCIATION AND ASSOCIATION FOR THE ADVANCE-
MENT OF PSYCHOLOGY

Dr. Nosnperrz. Mr. Chairman and members of the subcommittee,
my name is Joseph D. Noshpitz. I am past president of the American
Academy of Child Psychiatry. I am here to present the joint testimony
of the academy, the American Psychiatric Association, the National
Association of Private Psychiatric Hospitals, the American Associa-
tion of Psychiatric Services for Children, the Mental Health .\ssocia-
tion, and the Association for the A dvancement of Psychology on S.
1892, the Child Health Assessment Act.

I am accompanied here by Miss Ludie White, president of the North
Carolina Mental Health Association, and a member of its National
Committee on Childhood and Adolescent Mental Health.

We wish to address the clause in section 3 of this bill which limits
provision of treatment for those children who have been screened and
diagnosed as being mentally ill, mentally retarded, or developmentally
disabled. Specifically, we refer to lines 10 through 12 on page 3 of S.
1392 as introduced which read: “(but not necessarily including (1)
those for the treatment of mental illness, mental retardation, or devel-
opmental disabilities . . .” The result of this parenthetical clause is
the exclusion of such treatment altogether. The failure to mandate
such services for these children is disturbing to the membership of each
of the organizations I represent. -~

We know how difficult it is to treat children afflicted by mental ill-
ness, mental retardation, or development disabilities, Much time, much
money, much skill and human effort are entailed. The paradoxical out-
come has been that traditionally, these children were excluded from
service programs. In the past. such discrimination, regrettable as it
may be, has taken place through an act of omission. However,this bill
is unconscionable. The legislation explicitly authorizes the denial of
treatment to this entire group of children in need.

Such a deliberate omission stands in direct contradiction to the
recommendations of the Report of the President’s Commission on
Mental Health. Stating that “helping children must be the Nation’s
first priority in preventing mental disability,” the Commission recom-
mends that :

A perlodic, comprehensive, developmental assessment be available to all chil-
dren with consent of parents and with maximal parental involvement in ail
stages of the process.

In its explanation of this recommendation, the Commission ex-
plicitly mentions the child health assessment program. Noting that,
at present :

The Early and Periodic Screening. Diagnosis and Treatment Program of
Title XIX of the Soclal Security Act does not include the avaiflahility of treat-

ment and service provisions to cover mental 1llness, mental retardation, and
developmental disability when these conditions are diagnosed—
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The Commission states that :

The proposed child health assessment program should mandate that these
services be available,

Asit stands now, S. 1392 excludes mandatory treatment for children
diagnosed as mentally ill, mentally retarded, or developmentally dis-
abled. The implications of this provision need to be clearly faced.
Optional treatment is tantamount to exclusion. There is a history to
this, and the sum of its teaching is that optional coverage for mental
illness means no coverage.

This stands in radical contrast to the bill's declaration of purpose:

To continue and expand the availability of health care to children whose
fanilles do not have adequate resources to cover the cost of such care and to
strengthen efforts to assure adequate child health assessments, diagnosis, treat-
ment, and periodic reassessment of all eligible children.

That statement of purpose says one thing: the language in which
legislation is couched says something quite different. In essence,
the bill states that if you are a poor child whose health has been as-
sessed, and you are found to be mentally ill, mentally retarded, or
developmentally disabled, then care and services need not be provided.

In effect. S. 1392 declares that a 3-vear-old diagrosed as having
diabetes or kidney disease will be treated while that same child found
to havle psychosis, neurosis, or depression will be labeled, but not
treated.

We have received conflicting messages from the administration in
this area. The President’s Commission on Mental Health has been a
very visible force in advocating treatment of mentally ill children.
At the same time, the Secretary of the Department of Health, Educa-
tion, and Welfare is on record as supporting optional coverage for
children with mental illness, mental retardation, or developmental dis-
abilities. We look to the Senate to assert its leadership role in bringing
the necded services to these special children,

Diagnosis and treatment of mental and emotional illnesses among
children are the first line of prevention. Experience indicates that the
failure to do so has already had severe consequences and will continue
to have a profound effect in future years. However, if a child’s mental
and emotional illness, mental retardation or developmental disability
is attended to as nearly as possible to the time of its inception, the
resnlt will be more normal development throughout childhood and a
far better chance for later entry into society as a productive adult.

Neglect at this carly age is not only wicked, but from the standpoint
of a healthy and productive society. it is also stupid. The early treat-
ment of emntional and intellectual disorders benefits not only the
individual and the family, but also society as a whole. More than that,
the cost of treatment at an carly age is far less than the cost of lifelong
disability. social services. unemployment or delinquency.

The fact is that America is presently underserving its mentally ill
children. There are approximately 88 million children and youth in
the TTnited States, who constitute about 40 percent of the population.
If one uses the commonly acknowledged figure of 10 percent of the
ponulation reauiring services for mental or emotional illness, we would
estimate that close to 9 million children have demonstrable psychiatric
problems. Only about 10 percent of this population, or about 900,000
children, receive any treatment at all.
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Thus, this program offers Congress the potential to provide a sys-
tem of active treatment for children in need who are presently being
seriously neglected.

The proponents of optional coverage advance the argument that
children diagnosed as mentally ill, mentally retarded or develop-
mentally disabled are adequately served through other means, such as
the community mental health centers program. Omginalg, most of
the CMHC system omitted children’s services entirely: Later, they
were phased in only after a congressional mandate.

Regrettably, the pattern of such service delivery has been very
sporadic and disorganized.

Senator Risrcorr. It is obvious that the administration does not
want to go as far as you think that they ought to go.

I would like to go far. I am not so sure that a majority of Congress
is willing to face up to mandating complete coverage of mental health
problems and developmental disabilities.

If that is the case, would you have a suggestion as to a midway point,
a big step forward, if we cannot get it all?

I would like to get it all, but I happen to think that I am in the
minority.

Doyouhavea step that you would recommend that we take?

Dr. Nosupirz. Well, there is a curious emphasis on hospitalization
as coverable versus outpatient treatment as less worthy, or less neces-
sary or less immediate.

Senator Rinicorr. Persanally I am for more and more outpatient
and home-patient care in every phase of the health eycle, but again,
you are talﬁing to one who is very sympathetic to your point of view.

By now, we have to face the realities, both from the exeeutive and
the legislative branches. Do you have any suggestion of where we
ceuld go meaningfully if we cannot go all the way%

Dr. Nosuprtz. Iet me address two points. In the legislation as it
stands, a provision is made for coverage of hospitalization of children
in general hospitals that have psychiatric units. This is a curious
paradox.

If one looks at the actual figures, it costs more to treat the children
in general hosgitals than it does in the private, psychiatric hospitals.
You can check this out with Children’s Hospital right here in the
District of Columbia.

Second, the general hospital’s psychiatric division does not have to
meet the standards for psychiatric facilities set by the Joint Commis-
sion on Accreditation of Hospitals, JCAH. That standard does not
have to be met by the psychiatric division of a general hospital. Tt
does have to be met by all psychiatric hospitals.

So that is one illustration of where careful attention to some of the
kinds of details of service delivery can make a difference in the cost
of these things, as well as in the efficiency.

The second point that T would like to underline is that there are
many, many ways of building outpatient services. One can do it via

: ’s,one can do it in a variety of ways.

I Imow the outpatient services at Children’s Hospital where I am
a full-time staff person now, right here in the District : the outpatient
servica expenses for an hour of psychiatric time, my time, are greater
than I would charge as a private practitioner sitting in my office.
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If I were in just plain private practice, no connection with the hos-
pital, my charge per hour is less than what is billed for a medicaid
patient there,

Senator Risicorr. In other words, what you are saying your charge
for a private patient in your office ig less than a hospital charges tﬁe
medicaid patient for the same service ?

Dr. Nosuprrz. That is correct. Less by over $12 an hour.

Senator Risrcorr. That is a very interesting figure.

I would suggest that you or your colleagues at your mutual con-
venience might have a conference with Mr. Constantine of our staff
about whether or not we can find a middle ground to achieve some
of these objectives.

Dr. Nosuprrz, We would be delighted to do so. We will work on
making the arrangements.

Senator Risicorr. This is one of the great problems in all health
care, the mounting costs. The costs are really what keep us from ge’-
ting more and more into the whole health care field. And I think we
should be examining more and more how to lower overall health
costs. This is the basic argument now between President Carter and
Senator Kennedy over the impossibility—in an inflationary period—
of fﬂovering all the health costs when you have skyrocketing health
needs.

I see that the Secretary just walked in, and Mr, Seeretary, Dr.
Noshpitz was just saying that the amount of money he charges for a
patient in his office is $12 less than a general hospital will charge to
medicaid for the same service.

You have this basic problem where you avoid certain treatment and
pay more money under the regulations. I think this is an ongoing
problem to which we have to address ourselves.

I understand the President’s point of view, and what he is trying
to achieve, and the Secretary’s point of view, but I think we do have
the problem of examining all the delivery of health services and de-
termining why a hospital charges more for a medicaid patient than
you—and look at your credentials; you are a professor of psychiatry
at George Washington University. You appear hers on behalf of the
American Academy of Child Psychiatry, the American Psychiatric
Association, the National Association of Private Psychiatrie Hos-
pitals, the American Association of Psychiatric Services for Chil-
dren, the Mental Health Association, and the Association for the
Advancement of Psychology. So I am assuming that yon have reached
a status among your peers as a leader, and here a private patient
comes to vou and vour charge is less to them than the charge under
medicare and medicaid in a general hospital. That is hard to take.

The staff has asked me to ask you, is it generally true that the
professional service that the average psychiatrist charges is less than
the charge—the prefessional charge—in a hospital for the same type
of psychiatric service ?

Dr. Nosiprrz. T would like to look into the generality of that. T
know it is true in a number of instances. Whether it is generally true
in the sense of surveying everv general hospital in the country—-

Senator Risrcorr. Let’s take the one you know.

I would say that would probably be the norm, generally, around the
country. It is similar, but here you are in Washington. You are a pro-



70

fessor of psychiatry, but you are also allowed to see private patients?

Dr. Nosurirz. The patients pay the hospital, but I am allowed to
see private patients.

Senator Risicorr. That is an interesting point.

I would hope that members of your association might sit down with
Mr. Constantine and I would suggest that probably while the Secretary
is here, that he assign a member of his staff to sit in on that conference.

I know what the Secretary is trying to achieve; he is trying to get
the best service that we can give in the health field at the lowest cost.
He recognizes the difficulty that we are all under, but this is a very
challenging thing that you have just said, and I think that we ought to

pursue it.
I ghink the Secrctary walked in in time to get the interchange. Did
rou
’ Secretary Cavrraxo, I did, Mr. Chairman.

Senator Rinicorr. Thank you very much for being with us. Your en-
tire statement will go into the record as if read.

The fact that you have dropped in here is of importance and I am
very pleased that the Secretary is with us, and the staff, so we can
pursue it. Thank you very much, Doctor.

[The prepared statement of Dr. Noshpitz and the American Associa-
tion of Psychiatric Services for Children follows. Oral testimony con-
tinues on p. 177.]

STATEMENT OF THE AMERICAN ACADEMY OF CHILD PSYCHIATRY, AMERICAN
PSYCHIATRIC ASSOCIATION, NATIONAL ASSOCIATION OF PRIVATE PSYCHIATRIC
HoSPITALS, AMERICAN ASSOCIATION OF PSYCHTATRIC SERVICES FOR CHILDREN,
MENTAL HEALTH ASSOCIATION AND THE ASSOCIATION FOR THE ADVANCE-
MENT OF PsycHoLocY, JosepH D). NosupriTz, M.D., AMERICAN ACADEMY OF
CHILD PSYCHIATRY

Mr. Chairman, and members of the subcommittee, my name is Joseph D.
Noshpitz, M.D. I am past President of the Amercian Academy of Child Psy-
chiatry, and I am here to present the joint testimony of the Academy, the Ameri-
can Psychiatric Association, the National Association of Private Psychiatric
Hospitals. the American Association of Psychiatric Services for Children, the
Mental Health Association, and the Association for the Advancement of Psy-
chology on 8. 1392, the Child Health Assessment Act.

We wish to address the clause in Section 3 of this bill which limits provision of
treatment for those children who have been screened and diagnosed as being
mentally ill, mentally, retarded, or developmentally disabled. Specifically. we
refer to lines 10 through 12 on page 3 of S. 1392 as introduced which read: *(hut
not necessarily including (i) those for the treatment of mental illness, mentatl
retardation, or developmental disabilities * * *.”” The result of this parenthetical
clause is the exclusion of such treatment altogether. The failure to mandate
such services for these children is disturbing to the membership of each of the
organizations I represent.

We know how difficult it is to treat children afflicted by mental illness, mental
retardation, or developmental disabilities. Much time, much money, much skill and
human effort are ent..lled. The paradoxical outcome has been that traditionally.
these children were cicluded from service programs, In the past, such discrimina-
tion, regrettable as it may be. has taken place through an act of omission. How-
ever, this bill is unconscionable. The legislation explicitly authorizes the denial
of treatment to this entire group of children in need.

Such a deliberate omission stands in direct contradiction to the recommenda-
tions of the Report of the President’s Commission on Mental Health. Stating
that “helping children must be the Natlon's first priority in preventing mentatl
disabilits.” the Commission recommends that “A periodic, comprehensive, devel-
opmental assessment be available to all children. with consent of parents and with
maximal parental involvement in all stages of the process.” In its explanation
of this recommendation, the Commission explicitly mentions the Child ITealth
Assessment Program. Noting that, at present, “The Farly and Periodiec Screen-
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ing, Diagnosis and Treatment Program of Title XIX of the Social Security Act
does not include the availability of treatment and service provisions to cover
mental illness, mental retardation, and developmental disability when these
conditions are diagnosed,” the Commission states that “The proposed Child Health
Asse{‘s:)n ent Program should mandate that these services be available.” (Emphasis
added.

As it stands now, 8. 1392 excludes mandatory treatment for children diagnosed
as mentally ill, mentally retarded, or developmentally disabled. The implications
of this provision need to be clearly faced. Optional treatment is tantamount to
exclusion. There is a history to this, and the sum of its teaching is that optional
coverage for mental illness means no coverage.

This stands in radical contrast to the bill’s declarations of purpose: “to continue
and expand the availability of health care to children whose famiiies 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 perindic
reassessment of all eligible children.” (Emphasis added.) That statement of
purpose says one thing: the language in which legislation is couched says some-
thing quite different. In essence, the bill states that if you are a poor child whose
health has been assessed, and you are found to be mentally ill, mentally retarded,
or developmentally disabled, then care and services need not he provided. In
effect, $. 1392 declares that a 3-year-old diagnosed as having diabetes or kiduey
disease will be treated, while the same child found to have psychosis, neurosis,
or depression, will be labeled, but not treated.

We have received conflicting messages from the Administration in this area.
The President’s Commission on Mental Health has been a very visible force in
advocating treatment of mentally ili children, At the same time, the Secretary
of the Department of Health, Education, and Welfare is on record as supporting
optional coverage for children with mental iliness, mental retardation, or devel-
npmental disabilites. We look to the Senate to assert its leadership role in bringing
the needed services to these special children.

Diagnosis and treatment of mental and emotional illnesses among children
are the first line of prevention. Experience indicates that the failure to do so has
already had severe consequences and will continue to have a profound effect in
future years. However, if a child's mental and emotional illness, mental retarda-
tion, or developmental disability is attended to as near as possible to the time
of its inception, the result will be more normal development throughout child-
hood and a far better chance for later entry into society as a productive adult.
Neglect at this early age is not only wicked, but from the standpoint of a healthy
and productive soclety, it is also stupid. The early treatment of emotional and
intellectual disorders benefits not only the individual and the family, but also
society as a whole. More than that, the cost of treatment at an early age is far
less than the cost of lifelong disability, social services, unemployment, or
delinquency.

The fact is that Ameriea is presently underserving its mentally ill children,
There are approximately & million children and youth in the United States. who
constitute about 40 percent of the population. If one uses the commonly acknowl-
edged figure of 10 percent of the population reauiring services for mental or
emotional illness, we would estimate that close to 9 million children have de-
monstrable psychiatric problems. Only about 10 pevcent of this population, or
about 960.000 children, receive any treatment at all.

Thus, this program offers Congress the potential to provide a system of active
treatment for children in need who are presently being seriously neglected.

The proponents of optional coverage advance the argument that children
diagnosed as mentally {11, mentally retarded, or developmentally disabled are
adequately served through other means, such as the Community Mental Health
Centers Program, One can onlv seriously question those who advocate this as
a solution. Originally, most of the CMHC system omitted children’s services
entirely ; later, they were phased in only after a Congressional mandate (Publie
Taw 04-63). Regrettably, the pattern of such service delivery has been very
sporadic and disorganized. Indeed, the Task Panel Report on “Mental Health
and American Families,” which accompanied the Report of the President’s Com-
mission on Mental Health, noted that the CMHC program has failed to meet
children’s mental health needs. It stated: “Part F of the CMHC Act, which began
to provide discrete services for children, is being dismantled. In many centers,
identifiable children’s programs are not evident; and children and adolescents
with serious mental health problems are being inadequately serviced.” (See “Task
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Panel Reports Submitted to The President’'s Commission on Mental Health,”
Yolume 111, Page 827.)

The statistics speak for themselves. The CMHC catchment areas serve 40
percent of the population. Several years ago, the Mental Health Association
estimated, very conservatively indeed, that of the disturbed children in this
country only 2 million fell within catchment areas. In 1975, however, only
300,000 children were seen in the CMHC system. The rest were not seen because
of lack of staff, lack of funding, not enough specifically trained clinicians, inappro-
priate facllities, etc. From these figures, it is all too obvious that the program does
nto adequately serve the children in need.

But it 1s not just this one system that fails these children. Today, only 29
states provide Medicald options to cover the care of child patients in psychiatric
bospitals. In 1976, the Office of Education, DHEW, suggested that only 55 percent
of 7.8 million handicapped children were served by educational programs. More-
over, the same study noted that only 13 percent of emotionally disturbed children
are ever reached.

Another argument for refusing to mandate these services is advanced by the
Medical Services Admindstration (now the Health Care Financing Adminlistra-
tion). According to thelr view, there are no adequate cost controls and the
treatment is too eostly. In point of fact, this same MSA bas stated repeatedly it
does not have data on the cost of treatment of the mental or emotion disturbances
of Medicald children. Hence the argument is fallaclous to hegin with; in any
cgfle(i it would be a sorry reason to deny treatment to ill, retarded, or disabled
[ ren.

The American Academy of Child Psychiatry, the American Psychiatric Asso-
clation, the National Assoclation of Prlvate Psychiatric Hospitals, the American
Assoelation of Psychiatric Services for Children, the Mental Health Association,
and the Assoctation for the Advancement of Psychology urge the Senate Finance
Committee to ellminate all lanenage that makes it optional for the states to
extend treatment to the mentally ill, menally retarded, or developmentslly dis-
abled child. In addition, we recommend strongly that the CHAP program be
required specifically to assess all child health and mental health needs, and then
40 provide all subsequent active treatment that may be necessary.

The Honge Committee on Interstate and Forelgn Commerce has taken a first
major step: it has mandated treatment for children screened and diagnosed with
mental illness, mental retardation, or developmental disabllity for all but in-
patient treatment in psychiatric hospitals. We hope that the Senate Committee
will go beyond this to insure that all treatment modaliles are available on a
mandatory basls, and that exclusion by diagnosis or type of treatment will be
eliminated in the legislation. i

I respectfylly request that the article, “Toward a National Policy for Children,”
be Included in the record of this hearing. I will be pleased to answer any ques-
tions you may have, and wish to thank you again for the opportunity to testify.

TowaBd A NATIONAL Poricy ror CHILDREN
(By Joseph D. Noshpitz, M.D."

The most obvious thing abont our national policy for children {s the fact of ity
absence. This is a phenomenon that has troubled many child psychiatrists for a
long time. I would ke to share with you some of the ways in which I and other
colleagues have thought abont it, and some suggestions that we have gradually
developed. I plan to present these views in two parts: first, to explore how it comes
about that we have no stated national policy for children, and to review briefly
gome of what we have and have not done for our young; and second, to suggest
in an experimental way what we can try to do.

Curiously, the major hazard in approaching this topic is a knowledge of history.
Santayana was probably quite right when he cautioned that we would repeat
history if we would not remember it: in this instance, however, as a nation, we
geemed compelled to redo it in spite of remembering.

When it comes to our children, we are a singular people. Onr best known cradle
song is Bock-A-Bye Baby, and our first prayer, Now I Lay Me Down To Sleep.

1 Dr. Noshpitz is President of the A%nerkcqn Academy of Child Py:fu? and delivered

ing of the Academy, October 1073, jn Wash » D.C.

tmﬁesl:-ehe:ctg ﬁaﬁe‘ lchmeate:l!e rofn the auther nt,s?ft sith %t.. LW., Washl on, g.c.
20003.
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‘Thus, before our child is 214 we have thrown him out of a tree every day, and
killed him off every night.

Here in Washington we have also managed to kill off our Children’s Bureau,
and seem to be In the process of dismantiing the Office of Child Development.
About five to eight years ago our nation invested in a very major effort, the Joint
Commission on the Mental Health of Children, and more recently still, we held
a White House Conference on Children and Youth. We walt in vain for their
many explorations-and recommendatlons to appear in tlie form of new ageneies,
or new legislation, Could we say, conservatively, that there appears to be a certain
ambivalenee in our relationsbip with our children?

Let us stay with Santayana a bit and look at our history. Back around the
turn of the century Freud’s work first came lirto view. Clifford Beers wrote “A
Mind That Found Itself” (1908), the first Juvenile Court was establighed in
Chicago, and the mental hygiene movement was launched in America. Within
the same decade Theodore Roosevelt called together the first White House
Conference for Children, and, in large measure because of its recommendations,
the Children’s Bureau was established {n Washington.

Thereafter, the press of history, the first World War, the stock market crash,
and the Great Depression sucked up the energies of our nation, and: attention
turned away from programs-for children. The White House Conference continued
to meet every tenth year, and the 1930 Conference produced a set of recomumienda-
tions that could readily have been transformed into a national policy, which
indeed could still serve in. that way., But no one listened, and tliereafter the
White House Comferences seem to have functlomed as gratifylng. encounter
groups, and little else. On the other hand, the Depression produced its own
demands, the Social Security Act was passed; and welfare legislation in the
form of Aid to DNependent Children did become established. ‘

The Supreme Court decisfon of 1954 opened the floodgates on the racial issue,
and the long pent-up torrent roared forth. In its wake came a host of concerns
with the minority child: the impaet of poverty on development, the many
questions ahout ‘‘cultural deprivation,” and the significance of different educa-
tional variables on how children grew and learned. &1l this was associated with
a postwar baby boom that successively inundated the schools, the soctal agencies,
and the correctional institutions with myriads of youngsters needing, well. just
gbout everything, shattering categories, disrupting the established ways of
doing things, and sharpening the sense of social need and social response. To
make matters worse, people poured out of the farmlands and into the cities,
and-out of the cities and into the suburbs, so that the very fabric of social rela-
tionskip, of rootedness in place, of unity of family, of ongoing connectedness
with a matrix of practice, value, and tradition—all these were rent asunder and
swept away as the numbers of people grew and as they changed their site and
mode of life. And television came. .

It should come as ne gseat surprise that children felt much. of the brunt of
all this: there were so many more of them than ever before, and no one was
quite ready for them. The family was forever on the move, soclety was far more
unsettled than before, and grandpa and grandma no longer came over, comforted
¥you, and baby-sat. Rather, you talked to them on the phone, long distance.

Everywhere there was social ferment and an. effort to deal with the huge new
problems, all manner of theorles were advanced, and all manner of legislation
passed, every cabinet department in the U.S. federal system developed some
program to try to do something for children, and each of them. focused on a
different group of children in a different way. Presently a ragged, crazy-quilt
pattern of patchwork services and agencies came into being. All types of things
were to be done for children, but often the programs clashed and. jostled
against one another; they overlapped in some areas, or failed in.their totality to
cover other areas. Somehow they. often did not reach children aud families who
needed their services, or they did reach needy people whom they could not serve
because of some quirk in legislation or in regulations. And there was chaos
in the land.

his stae of affairs in turn heralded he etstablishment of ‘the Joint Commission
on the Mental Health of Children. That is not quite accurate—ornte could devote an
essay to the peculiar impact of the individugl variables of. great men on the
establishment of children’s legisiation, In this case, Kennedy's contribution carhe
bizarrely enough through the mauner of his death, and tlie Congressional bitl
which created the Joint Commission was actually nicknamed the Oswald’ bifl,
As Rexford (1869) has noted, some of our legislation for children seems to
happen because we want to defend ourselves against them.
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In any case, the Commission worked for three years and produced a set of
recommendations which, under the basic rubrics of child advocacy, community
services, research, and manpower and training, covered a very wide range of
areas and activities. Superficially, it would seem that such a statement could
have served as a nucleus around which to build a national policy. In fact, however,
it did not, and perhaps it i{s worth pausing for a moment and considering why
things took the course they did.

The first, and clearly the most important of the recommendations of the Joint
Commission, was for advocacy. This word has become both a rallying point and
a target: it remained undefined and, perhaps for that reason, multidefinitional,
and it continues to be an uneasy, oft-quoted, suggestive, evocative, but elusive
idea in the fleld. It generates much ferment, and several advocacy proposals
and offices of advocacy were initiated ; somehow, however advocacy never moved
off center, it did not quite catch on. For one thing, the advocate was supposed to
mnify the activities of the several fractionated services and agencles dealing
+with children, to find where they were, and what they were, learn what they
<ould do, and then coordinate them and bring them to bear on the children
and families that needed them—a logical mission, even a noble one, but one of
considerable complexity.

I remember a presentation by Edward Zigler, a former Director of the Office
of Child Development, in which he describes his experience when he came to
Washington. He had been given to understand that he was to be the advocate
for children in the federal government, that it was to be his task to coordinate
the activities of the several agencies which had established children’s programs
or which contributed in some way to meeting children’s needs. He soon discovered
that to career civil servants; when someone came up to you and said@ he was
going to coordinate your activities, it means that he was going to take away
your money; thus he encountered a rash of broken appointments, delegations
of meetings to underlings, and cold receptions, when he set about trying to
advocate and coordinate programs for children. Logically, advocacy is a good
idea ; politically, it is hard to make it work,

Another problem aspect of advocacy was described in & Group for the Advance-
ment of Psychiatry Ad Hoc Committee Report (Noshpitz et al, 1872). It can
also be seen in the history of advocates of the past. Let us look at the Juvenile
Court Judge. He, too, is an appointed advocate of children, chosen to see to it
that they are protected from the punitive aspects of law and that they are
viewed instead as misguided individuals in need of treatment, protection, super-
vision, nurture, education, and training and gutidance. The judge’s task is to
decide how much of each is necessary, and to assign the services to the child and
family, however it went, and another soul would be saved. The problem was and
still is: where are all these therapists protectors, supervisors, educators, trainers,
and guides to be found? The answer comes mostly: “Nowhere.” The probation
personnel attached to the court, be they ever so skillful, soon had far, far too
many cases to handle; the foster placements which were implicit in such a
mission did not exist; and the back-up agencies such as the training school,
hospitals, or treatment centers were destructive, regressive, or full. The result
we know : the court became a well-intentioned agency which worked ineffectively,
often hopelessly, against impossible odds, and succeeded chiefly in producing a
bigh level of professional discontent and client recidivism.

YWhose fault was it? Whose fault is it today? Well, nobody's exactly, or, more
precisely still, everybody’s. The System. Overtly we set up a good program,
covertly we make it fail. We. You and I. Everybody.

I believe that this 1llustrates an essential part of the problem which will face
any child-serving agency, one which a national policy must address. All of the
money, all of the good work of any one part of the system will come to naught
1f there are not the necessary elements present to handle the full range of proh-
lems which arlse. Or, if in this imperfect world not the full range, then the large
bulk of the needs, for if these are not met, then the untreated case sits among
us. Some child, some family in the midst of us. proclaims his or her need, perhaps
by plteous pleas, perhaps by delinquent assault, but saying through his presence
and his suffering that “things” are not working, that something more has to be
done, and this will act as a small focus of demoralization and dismay for neigh-
bors and relatives, for professionals and agencles, for everyone who contacts the
situation, and it will cast its cloud on all the good work done about it. Given
many, many such Instances, given, in short, the state of affairs in the total fleld
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of child care today, the whole system falls under the shadow of disquietude and
uncertainty and begins to question its worth. The result, often enough, is chronie
demoralization and high staff turnover, or a regrouping on a lower level of ex-
pectation, where failure 1s the expected outcome of one’s efforts, and the worker,
or the team, or the agency is sustained only by the uncertain reassurance that he
and others are doing the best they can, that they are helping some children. And
indeed, there is always the occasional and unpredictable success that comes from
God alone knows where.

Such unhappy systems are, alas, not uncommon. In addition to the court, they
include the more backward state hospital programs for children, some of the
institutions for the retarded, most of the training schools for delinquents, quite a
few public schools in poverty areas, many a special education class and, in sum,
all too many of our child-serving agencies.

How are we ever to deal with all this need and with our system? No easy an-
swer is currently available. In fact, we do not know how to solve the basic prob-
lem, and one symptom of our ignorance is that we spin so many theories, and
offer so many answers. The system will not respond to further patching: it really
needs redoing, conceptually and empirically. Unless it is approached that way,
with a certain total overview in mind, it is very doubtful if it can be made to
work well. That is not to say that it will not work at all, It works today, for
example, sloppily, inefficlently, and inadequately, but it does work: quite a few
youngsters are seen and moved about, and some of them are helped. Many, many
are not, and all too many end up more hurt than otherwise by their education,
their institutionalization, or their unfortunate unsupervised placement. In so
many of these Instances it seems that neither the youngster nor the system can
win. The only genuine choice i3 among different ways of losing—one can make
some decisions there.

What would 1t take for a system to work? First of all, I believe that it needs
an idea: an axiomatie idea, no proof available, but an idea that everyone sub-
seribes to. This is peculiarly important. Frem the idea we can generate a policy.
And from the policy can flow technique and method. But unless there is some
sort of underlying, unifying concept, it is diff.;ult to create a really workable pol-
icy. In one White House Conference after another, in the report of the Joint
Commission on the Mental Health of Children, and in many other areas, ringing
formulations have been advanced about our children's needs, our children’s rights,
our stated ethics, and our cultural responsibilities. Sad to relate, none of this
seems to accomplish very much. Maybe it is my personal scotoma, or perhaps it
is a very American reluctance to accept ideologies of whatever kind, I do not
know. Perhaps it is simply that these ethical {mperatives enter too directly into
our areas of cultural ambivalence.

I would therefore like to propose a rather simple formulation which T will call
the Principle of Conservation of Development Potential. This principle states,
in brief: a culture succeeds or fails in direct proportion to the way it enhances
or impedes the development of its children. In other words, a culture that encour-
ages, protects, and furthers development will do better than one that does not.
.\ culture can conserve developmental potential, or waste it. If it does conserve it,
it will make more money, produce more inventions, achieve higher artistic levels,
provide its children better parents, be more just to its citizens, fight better wars
it it has to, and have more solldarity as a people. More than that, as individuals,
its people will know more joy.

This, then, is the underlying principle, the philosophical set. I think of it as.
a pragmatic principle, the fruit of observation and a basis for action. It is a
principle with admittedly parochial origins; to the child psychiatrist, develop-
ment I8 the heart of his work. He knows how complex development is, with its
many critical dimensions. He knows that there is a universe of discourse covered
by this one word, and that we are a long way from being able to realize all its
implications. Nonetheless, he also knows that we do know something about it, and
that it should be our national business to design our civilization so as to give the
maximum stimulus, support, and opportunity to the development of each in-
dividual, The policy which emerges from this prineciple is that it should be the
stated commitment of the United States Government to endeavor by every means
at its command to preserve the developmental potential of every child in the land.

As we observe children, we can see that each stage of childhood is comprised
of a set of moving elements that form a complex wave front, All in all, develop-
ment is a dynamic movement of intricately patterned interrelated sequences that
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advance together, now fo enhance, now to confuse, and occasionally to cancel
each other out. But the larger resultant of all their varied interactions is growth,
& progressive unfolding, all through the life cyele so that yeu and I too are not
statlc, never cross sections, we grow always, and we shall continue to do so until
we arrive at what may be the greatest growth step of all, the moment we die.

At no time, however, is the rate of such growth, and its vulnerability to insult,
80 great as in chlldhood. And this in tura begets the need for societal concern,
societal protection, socletal help, to see to it that within our children those deli-
cate, intangible, fragile, weblike processes unfurl with all their richness and
complexity preserved, and that each stage builds securely on the health and
integrity of what has gone before.

This Is society’s task, and from this viewpoint then must flow program, method.
and practice. How does one go about conserving developihent? Please note the
language usage here—to ‘‘conserve.” I employ this verb advisedly, because I seek
liere to ally myself with the conservationists rather than the educators, or the
soclologists, or even the therapists. I do so for two reasons, The first is that I
think of the potentials of our children as an inunense wellspring of uniquely
precious quality, a realizable asset that {s peculiarly buman in character; that is
not primarily economie, although it undeubtedly has extraordinary economic
implications; that is all too easily and quite typically wasted, exploited, or
destroyed ; that i8 given much lip service and insufficlent support; and that wiil
reap us an abundant harvest if nourished, preserved, and protected. In effect, I
am trying to slip the preservation of child development past our culfural ambiva-
lence. I might add that this approach has an interesting preeedent. It may be
apocryphal, but it is an oft-quoted story out of American history that over a
century ago there were-several attempts to bring brutal parents to book for mis-
treating children, but they were all failures. In those days, no statute could Le
written that would interfere with & parent’s right to correct his offspring; no
matter what a parent did, he was within the law. Finally, a case of child abuse
was brought in under a then-existlng code that decreed humane treatment for
fanimals. The court ruled thdt children were indeed animals and so came under
the protection of the statute. Ounly then could some of theése abuses be approached.

Today, there is a series of events unfolding in the country which, while different
in character, are nonetheless reminfscent of this same style of approach. Here-
tofore, there has been no way to force a state to educate or to treat its young.
Currently, however, a group of inspired and determined young lawyers is opening
up a whole new battlefront with the culture over the question of children’s rights.
In effect, these attorneys are using the advetsary approach that is so deeply
rooted in our legal mores to challenge the culture, saylng, in effect: if our pro-
fessed standards and legal codes state that people have cerftain inglienable rights,
what about the rights of our children to humane care, to treatment, to education?
Again, please note, the plea is not for children qua children; it is for civil rights
of a particular group as a legal matter. If you stop to think of it, there’s some-
thing schizophrene about the fact that a state would have to be taken to court to
give children these baslce sypports to their development; from the point of view
of the student of societal ambivalence toward children, one can only sigh. Q.E.D.,
and all hail to our lawyers.

So I feel I aimn in line with established precedent svhen I focus on conservation.
And indeed, where children are concerned, we have something very important to
conserve, We know that there are critical intellectual capacities that are failing
to unfold, multipotential stages of emotional development that are not being
achieved, boundless capacities to grow both physically and emotionally that are
not being realized, towering levels of psychosexual maturity that are not being
attained, and capacities to love and work that are being stifled and atrophied. We
have but to look abount us and we see all manner of snuffings out and suffocatings
of the conceptual, the creative, and the humane in our developing youngsters, with
resnitant withering of some portion of thetr potential humanity. All this because
of our failure to throw the full weight of our efforts and energies into the kind of
work necessary to protect and preserve these nascent and unachieved fruitions!
I take it for granted that dehind any conservation program there is likely to de
a good deal of love. a measure of genuine caring for what is preserved; or if not,
then there should be at least some seif-tove, an enlightened self-Interest that can
see beyond the immediacies of cost and expense. It is self-evident that children
who are hetter able to love are golng ot make for a better soclety; childten who
are hetter able to learh, to remember, and to work are going to make for a more
prodnctive society; children who are better able to control thelr fmpulses and
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keep their emotions in check are the long-range answer to our comwmon yearning
for a safe society ; and children who are able to develop tenderness, compassiou,
and feeling for other people will surely make for a happler society. I propose #
problem to our economists, If you could raise the average 1Q level of our soclety
twe 1Q points; what would be the effect on our gross national product? My predic-
tion is that it would be considerable. More to the point, however, is the fact that
while children as entities are not rare, full psychosocial maturity is so uncommon
that we are not Iikely to meet more than two or three truly fully mature, com-
pletely integrated human: beings in a lifetime: the potential for such an outcome
is within us all, but most of us never approach it. I am talking here of conserving
something that is in fact infinitely precious.

The seeond reason for invoking the concept of conservation is that it is an
action-oriented idea ; it speaks to things to do, of tasks and programs and chan-
nels for endeavor. Certainly that is exactly what we do need now. We need a
policy that will lead to action. How, then, do we begin? How, to repeat the ques-
tion, does one go about conserving development? Well, to conserve it, we have to
worry about it. We have to consider its vagaries, its vicissitudes, its multiple
potentialities in the face of inherent difficulties. We have to devise preventative
methods to avoid trouble, growth-enhancing tactics to maximize potential, and
therapeutic and rehabilitative practices to cope with troubles that do appear.
We have to pay attentlon to details,

As I see it, there are two levels at which the work of conservation must go on.
One is the conservation of family potential; the other, of individual capacity.
Family potential implies a host of action programs: housing, income protection,
legal services, community orgaunization, rat control, disease prevention, nutrition,
population control, city planning, coping with racism, women’s rights, adult edu-
cation, marital counselihg, and a whole universe of adult services that protect
family function, enhance family feeling, and ptevent family disruption. It implies
that we teach parents parenting, that we cope with child abuse, that we teach
corporations to think twice before they move families around, that we teach hos-
pitals how to maintain dignity in walting rooms, that we teach police how to
approach faimnily difficulties, that we teach politiclans what they lose when they
vote down family-support legisiation—and so on and on for an immense variety of
programs.

Today, however, we want to look more closely at the other level, the level of
the individual child, and to talk about how society can cup its hands around each
young grower, and preserve and protect and enhance this fledgling till he or she
reaches his fullest stature, his most fruitfui being.

From the moment of conception to the moment of death, we are all of us woven
about with the living strands of our culture, fibers that can become wings with
which we may fly, or manacles to hobble us, or a noose to destroy us. It is our
burden, then, and our mission to strive tn shape our culture to our larger ends.

T.et me repeat the three dimensions of care with which soclety must approach
each stage in the life cycle of each developing child : it must seek to prevent what-
ever harm can be prevented. to enhance whatever capacity is there, and to
straighten and heal whatever hurts.

During the work of the Joint Commission on the Mental Health of Children, the
question of service delivery models commanded a great deal of attention. Dane
Prugh developed an initial model which a Group for the Advancement of Psy-
chiatry Ad Hoc Committee on the Report of the Joint Commission on the Mental
Health of Chldren later elaborated into a mental health grid. I was a member of
that committee, and I would like to repeat something of what was in that Group
for the Advancement of Psychiatry report. This concept of service delivery was
built on a notion of plotting the child’s age against his levels of functional com-
petence, so that for each age there was a buflt-in statement of what services he
would need.

In effect, we can begin by drawing a diagram. We draw a line, the line of
growth, Along its length we mark a serles of points. These points each represent
a moment of development: they could be labeled: pregnancy, infancy, the tran-
sitional child, toddler, pre-schooler, early latency, prepuberty, puberty, mid-
adolescent, and young adult. This, the ordinate.

Next, we draw a line at right angles to the growth line. What shall we plot as
our second dimension? Clearly, childfen are many things, joys and problems,
talented and tetarded, average and deviant—how shall we regard them most use-
tully so that we can plan for them? The proposal is that we think of a spectrum
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with two end points. At one extreme is the child with unusual talents. He is
musical, or has an extraordinary memory, or is cognitively precocious, or a mathe-
matical marvel, or whatever. At the other end is a group I would call the tragic
children, the severe organic retardate, the lifelong nuclear schizophrenlie, the vic-
tim of massive brain trauma, the child whom we can ease, but whom we cannot
otherwise help. In between there is & wide range of possibilities, and I propose
we list them as a series of closely demarcated categories in order of decreasing
competence and increasing need for help.

This, then, becomes our abcissa ; its points: gifted child, competent child, vul-
nerable child, stressed child, troubled child, disturbed child, and tragic cbild.
Now we take out our rulers and draw lines from each point, lines vertically and
lines horizontally, and lo, we have a grid, a checkerboard of intersecting lines.
Our assertion is that wherever these lines meet and cross, a set of appropriate
social institutions must be created to provide the tripartite response that is neces-
sary for that age group with that level of need.

A few examples should illustrate how this grid works. Let us consider the early
latency child and the services he would need. We follow along our grid line for
this age group, and the first point we come to is the gifted child. What does such
a gifted 7-year-old require? Since unusual talents expose children to novel stresses
and unique social pressures, there may be need for parental counseling to help
the parents protect the child’s emotional development. Often enough, the pres-
sures are felt most keenly within the child’s own family. Along with this, the
school would have to have an array of special adaptations for the precocious or
exceptional youngster. For some children these would include specific talent-
enhancing programs such as special tutoring; for others, it might mean a planful
avoidance of special training, a minimum emphasis on difference. In short, talent
needs carefully designed educational and emotional supports for its full conserva-
tion.

Now let us extend our early latency line across to the next point, where we
encounter the competent child. The great socializing and facilitating agency for
this youngster is the primary school, and our culture has indeed addressed that
{ssue: most of our children do get an exposure to that level of education. What
is lacking, however, and what we hope we are approaching but have not yet
achieved, is a sort of quantum jump in how to teach, a beginning appreciation
that all learning is a cognitive-affective process, and not just a matter of rote,
or conditioning, or compliance, or intellectual mastery. Our schools and our
teachers are grasping this slowly today, and precious capacities in our children
that could have been kept open and preserved are still being shut off and aborted
by the failure of our educators to address the affective component of the learning
process.

What we also are only beginning to deal with it the fact that every competent
child may shift columns on our grid and become a vulnerable one. A parental
illness, a serious medical or surgical challenge to the child himself, the all too
common experience of family breakdown, a move to a new and more demanding
environment—a variety of factors can transform a youngster who is growing well
into one who is at risk. A series of social responses in depth can help and preserve
the growth potential here: the presence of a guidance counselor or a mental
health professional on the school staff; the preparation of the family doctor and
the pediatrician to recognize the impact of emotional stresses on the developmental
processes and to know how to intervene; the availability of mental health con-
sultation to families and to agencies serving the competent child, such as camps,
and playground personnel, and training programs for scout leaders, and librarians
and various kinds of neighborhood workers ; the use of adult education techniques
to sensitize and inform parents about children’s needs; and so on, for a wide
range of problems,

Let us advance another point on the grid, from the vulnerable child to the
stressed child. He or she is having some trouble. Minor neurotic symptoms or
predelinquent behavior are beginning to be evident. Here is the nrime site of
action for short-term play therapy, for family intervention, for belief group-
activity therapy. Major aids can come from the police athletic league, the foster
grandparent program, or the Big Brothers. In some areas these youngsters need
probationary or supervisory support. These may be backed by properly designed
group involvements, along with a whole host of reaching-out patterns like neigh-
horhood workers and special camp programs. In the schools, mental health classes
can be of help with additional tutorial or special education approaches and
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with opportunities to maximize the child's available skills or to find channels for
his or her interests—in short, to do the work of preremediation or early remedia-
tion necessary for youngsters at this level of disequilibrium.

If we proceed to the next point, the troubled child, we encounter the need for
intensive psychotherapy, pharmacotherapy, child analysis, day care, or group
home care. The disturbed child would, in turn, require long-term residential treat-
ment or other forms of institutional care. Finally, we come to the tragic child
with the speclal lifelong settings he or she requires. At each point in our grid
there is a need for providing the patterns of intervention and support which that
stage of child development needs at that level of function.

For contrast, let us jump up to mid-adnlescence and see what happens along
that grid line. First, we encounter the ialented adolescent. It is a challenge
worthy of any great culture to provide for the special abilities of gifted young-
sters so that their talents are known, channeled, refined, and rewarded. It
strengthens both the individual and his society when such a youth grows and
fluorishes in his or her areas of competence and obtains the richest fruit from
his endowment. All types of specialized and advanced training, tutorial programs,
work opportunities, specific camp and school settings, a chance to meet and work
with leaders in their flelds, along with emotional supports when and as needed
(l.e., an open-ended group the youth could attend if he wished to, in which
coping with talent is the focus of the work, and with the back-up of individual
therapy or psychoanalysis, if indicated) : all of these would be at least part of
the picture.

To proceed to one more point on the line, the competent teenager might need
a puberty rite, along with his education and his social experience. Many young-
sters seek out such events, for instance, by jolning a gang, or getting a driver's
license, or getting into a particular college, or starting to work, or through a
first heterosexual encounter. They experience enormous anxiety and tension
about this initial event, and they get profound symbolic as well as realistic
satisfaction because they have endured the ordeal. Instead of letting the puberty
rite just happen, there might well be a planned cultural response in keeping with
this adolescent need, e.g., a year of preparation for the driver’s license, with
courses in social behavior, dating in & car, temptation and control on the highway,
and all sorts of associated topics which would bring a youngster into contact with
social mores and practices via the ceremony of becoming a driver. The ceremony
itself could be made a rich and rewarding experience taken very seriously by the
whole soclal structure.

These are a few illustrations taken out of the grid. One basic characteristic
inherent in this pattern is that of assigning a child to a particular eategory which
has nothing to do with his diagnosis, merely with the level of treatment required.
This is clearly a medical decision and should be made by the child psychiatrist.
Thus, a child with school phobia can be classified as “vulnerable” and require
some brief therapy, consultation to school, and work with the guidance counselor,
or he or she can be diagnosed as “disturbed,” and be a candidate for institutionali-
zation. Such distinctions are important for planning service delivery programs
and computing the economics of care; it could help insurance companies plan
coverage in terms of functional level. Hopefully, it would make the whole social
management of a given child clearer and more consistent. The point of this grid
is that it can be superimposed on any community and the hard questions can then
be asked: in terms of our policy, what services for children are present and what
absent? What more is needed, what is potentially available, what needs yet to be
striven for?

Often_enough, we are told we must make choices, determine priorities, get first
things done first. Sometimes this has taken the form of which age group needs
the most help. At various times in the past, the focus of public interest has been
on adolescence; not long ago, the emphasis fell on the preschool child; more
recently still, it has been on the first three years of life.

But one cannot emphasize any one point in development and say, “That’s it—
we'll protect that!” There is plenty of evidence that such a course simply does
not work. For better or for worse, all the stages of development are fmportant,
and they all need maximum support.

Let us take an example, A few years ago, one of the most creative and imagina-
tive programs yet to be devised to help this nation’s children was organized by
Julius Richmond and his colleagues. It was called Head Start. Richmond recog-
nized that there was a whole universe of preschool children who lacked an
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adequate supply of many ingredients essential for development. He devised a
pregram that brought these chidlren a goodly diet of prevention, enrichment,
stimulation, and education. Many of the children who were entered into this
program responded beautifully and began to make evident and measurable
progress. By the time they were ready to enter school, they were doing well,
working at a relatively good level. The investigators conuected with Head Start
waited a year and retested the ehildren along with a group of controls, children
who had not Liad the benefit of Head Start. Lo and behold, by the end of the year
all the initial gain of the Head Start children had been lost ; the two groups tested
alike.

The response to this was twofold. One form took the direction of seeking to.
continue enrichment and stimulation into first grade. Evidently, the gains needed
to be given continuous suppert if they were to be maintained. The other took the-
tack of throwing the weight of help and research into the earlier years of life..
the infancy and toddler periods. In other words, the attempt to deal with one point
in development gave only limited success, and the efforts then spilled over into
both collpterals, both the stage ahead and the stage behind.

As I see it, there is a cruclal need to support development all up and down the-
lne. There i8 no one phase that is THE one, the critical one. Or, if you like, each
phase Is critfeal in a different way. If your priority.ds to prevent the most serious
organically.based disturbances, then you must concentrate on gemetie, intrauter-
ine, apd neonatdl events, for ost such children are formed in that set of
crucibles. If you wish to deal with the severe narcissistic problem, the borderline
child, or certain formgs of psychosis, then it is the first year of life with its un-
differentlated, autistic, symbiotic, narcissistic preobject and early object forma-
ttong that must become the focus of your efforts. If, on the other hand, it is
delinquency and the Impulse disorders you would avoid, concentrate on the anal
phase; the toddler is thre father of the delinquent, and the delinquent so often
reglly an outsize 2-year-old. Aggin, to prevent or ease the burden of the neurotic,
or to try to head off so many charactet problems, the focus of the work shifts to
the oedipal perlod when thls set of disorders is forged. Or, if it is work difficulties
that concern you, learning problems, peer relationship disturbances, and habit-
training disorders, the latency child is your proper target . . . and so on and on.

But it seems to me it makes little sense to clioose in this way. On the contrary,.
it would be the counsel of wisdom to develop a model for a pattern of services,
a matrix, that would begin to meet the needs of families and children at every
level.

There has been a good deal of thinking about how to do this. The authors of
advocacy in the Joint Commission drew up a master plan involving multiple-
levels of government and a bureaucracy that extended from the Whit: House to
the community. There were careful descriptions of advocacy councils at every
level. Unfortunately, one did not hear much response to this idea. Other overall
approaches have been contemplated, and today perhaps the most widely touted
long-range answer to needed services is the concept of national health insurance.
This may be an answer of sorts. It seems to be based on the presumption that if
money is available to pay for services, and people want services, why, services
will spring up. And, indeed, they might, probably will, but I must confess this
kind of thinking worrles me. It is like saving, if we want housing, and people can
afford it, builders will come forth and build it. That, in fact, is just what hap-
pened, and that is how we obtained the worst features of polluted suburban
sprawl. I wonder if something similar is not happening in response to Medicare?"
Many people are receiving many services, and new arrangements for service
delivery are springing up. But it remains to be seen if the emerging patterns are
optimal. One hears that waiting around the corner may be kiddicare, where a
similar system for funding services for maternal and infant care will be enacted.
Well, it is good to know that patterns of financing are being thought through and
are reaching fruition. But that does not necessarily mean that the best pattern
of services will thereby emerge, any more than it did with housing in suburbia.
Indeed, even though most people wha wanted houses and could afford them were
able to buy them, many questions remain about the quality of the houses and of
the community life that ensued.

- It is noteworthy, I think, that even {n the housing area our culture is trying a
new approach. Here and there we have started planning, designing, and building
new towns, planned communities. We are not just using money; we are using-
our ability to create. We are doing a little looking ahead, a bit of tldnking through
before we build. I submit that if we were interested In conserving developmental .
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giotential, some such thinking might well go into our approach to services. Insur-
ance can do a great deal to help people get services, but it 48 not the only answer,
and perhaps not the best answer. Alongside the coverage, we had better do the
hard job of thipking through who needs what services and how we dellver theme
"This is the direction I would see our future thinking go.

In recent years, there has been an attempt to think this way about mental health
services for the entire country. The Community Mental Health Centers were
Alevixed in order to do just that. Unfortunately, they were never given a chance to
expand to the planped-for coverage, and, more to the point, they left out the
services for children. Up until today, no one knows quite how to put the children
back in. In each place which elects and-engages in such a progrnm, however, I
would build in a grid completely : all the necessary services and their missions
to conserve developmental potential, I would hope that each such site would
become a catalyst for quickening the interest and exciting the desire for emula-
tion in adjacent areas. Each community will eertainly be an experimental site, &
sociological research project, wherein to study linkages, overlaps, social impact,
and long-range implications. Given adequate backing and support, a lot of effort,
aud a lot of luck, such an idea can take root, can survive, and ean grow. Basically,
it means that one has to sell an idea; if that can be accepted, the pattern of serv-
ices and thetr implementation will follow.

But, when all {s said and done, this notion of a grid of services for children and
families is only one model, perhaps a poor one. Surely, there are many ways of
approaching the matter of conserving developmental potential.

The basic point here, however, is that as a culture we need to ind some way
to do this. It is worth soclety’s efforts and energies to try to devise such a way.
Indeed, to strive toward such a goal should be an urgent governing mission
of a culture such as ours; to achieve it would be one of our proudest and most
magnificent accomplishments.

Perhaps this is an ephemeral vision 1 spin for you out of the cobwebs of my
own mindsubstance. Nonetbeless, I can only state that I firmly believe that locked
away in most of us are very considerable riches, a wealth of creativity, and love,
and constructive energy that in fact are never fully realized. To strive to unlock
this and allow these potentials their maximal realization are goals fully worthy
of our common humanity.
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STATEMENT OF THE AMERICAN ASSOCIATION OF PSYCHIATRIC SERVICES FOR CHILDREN

Mr. Chairman, distinguished colleagues, as the largest organization of chil-
dren’s mental health services in the country, the American Association of Psychi-
atric Serviees for Children, whose member services employ over 8,000 child mental
health professionals from all the disciplines, wishes to commend the stated intent
of this legislation, S. 1382.

It is unnecessary for us to reiterate the declaration of purpose contained Iin
section 2 of the bill. We certainly agree on the goal of making quality health care
available to those children whose families do not have such care. In many re-
spects the CHAP bill does improve and expand upon the early perlodic screening
diagnosis and treatment program. In fact, the legislation appears to be responsive
to many of the criticisms that have been leveled against EPSDT in the few years
it has been operational. It adds to the wedleaid and EPSDT eligible population,
those children under the age of 6 (although we would like to see this amended
also to include children from 6 to 21) whose family structure presently makes
them ineligible for services. It speaks to the issue of continuity of eare by con-
tinuing eligibility for medical assistance for 6 months after the family iz no
longer medieaid eligible beeause of higher income, It inereases the financial in-
centives for the States by augmenting t'ie Federal mateh. It atterapts to improve
upon the quality and continuity of eare by asking the States to enter Into agree-
ments with comprehensive eare providers for health resource, develepment in
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areas with a shortage of comprehensive care providers. And it mandates treat-
ment for all conditions found in the assessment of children with certain notable
and shortsighted exceptions; namely, mental illness, mental retardation, develop-
mental disabilities, and for certain kinds of dental care.

1. Nonmandatory Coverage of Treatment for Mental Illness.—The limitation
on the treatment of mental illness poses an obvious problem to those of us
engaged in the provision of mental health services to this group of particularly
vulnerable children. The bill as written in fact takes a regressive step from the
original enabhling legislation for EPSDT, which, although not mandating federal
financial participation in the treatment of mental illness, did mandate referral
for treatment services. As the present legislation reads, only treatment services
presently available in the individual State's Medicaid plans would be covered hy
CHAP. Since inpatient services are now a State option, as are clinic services,
mental health treatment services wiil not be available to the CHAP children in
those states that do not include clinic and inpatient services in their medicaid’
plans. Only 29 States presently include inpatient services: 42 include clinic serv-
ices, but not all of the 42 include mental health clinic services.

The AAPSC has questioned many of the DHEW officials who participated in
the drafting of the S. 1392. We were told that the exclusion of mental health
treatment services from the mandatory provisions of the Bill was due to the
lack of available data on cost and utilization of mental health treatment services
by persons under 21 years of age. We find this reasoning untenable, In fact, we
would like to suggest that it places us in a “Catch 22" situation. AAPSC has
attempted to get data from the Medical Services Administration ahout the cur-
rent experience with mental health services to individuals under 21 in the title
XIX program for many years. We have asked: “How many children are being
served in the inpatient program and what are the costs? How many children are
being served on an outpatient basis through clinie, outpatient, hospital, and in-
dividual provider services and what are those costs?” What we have been told in
the past is that HEW doesn't know, that the data are not broken down this way.

Up until July of 1977, we were also told that HEW didn’t care about collecting
such data, that there were too many other concerns about the operation of the
medicaid program to bother with taking a look at the experience in the mental
health area. YWhen the inpatient option became lIaw we even suggested to the
Department, that it would be relatively simple to collect the inpatient dafa on
mental health services to individuals under the age of 21 at the time of the
initial implementation of the program, but our requests always fell on deaf ears.
In July, 1977, we received from the acting director of the Medicald Bureau.
written assurance that the collection of outpatient cost and utilization data would
become a high priority in their fiseal year 1978 evaluation plan. This assurance
comes a little late for us to answer HEW’s insistence that the reason for the
exclusion of mental health treatment is the faet that so little is known about
the costs of treating mental illness in children. Actually, not a great deal of data
are available, but that is only because no one has been interested in funding
studies that would permit the collection of such data. A policy paper prepared
by a public healih analyst on the staff of the Assistant Secretary for Planning
and Evaluation cites the lack of research resources as one of the primary reasons
for the scarcity of prevalence studies in the area of children's handicapping
conditions (John Dempsey, “Handicapped Children and Disability: A Policy
Overview Paper,” October 1976). In fact, this same paper states that there is
very little acrurate data on the entire population of handicapped children in the
Nation, but that data in the area of the mentally ill are most lacking. One can
take the argument outlined in Dr. Dempsey’s paper one step further: there have
heen 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, hoth 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 con-
tained 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 humani-
tarian 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
percentage 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
illness from the mandatory provisions of the bill (see appendix I).
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In fact, we would suggest to the distinguished members of this committee, that
S. 1392 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 dilagnostic 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 con-
sider 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 arbitrarily delegating the health
services relative to emotional disabilities as unnecessary and too costly com-
ponents 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 experlence in the field, our participation in preventive as well as diagnostic
and treatment activities have led us to conclude that for eny 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 com-
prehensive health care. To consider it as a separate and distinet 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 indi-
vidual, you must deal with the whole person. To be a little facetious, this bill at-
tempts to separate the head from the body. Our experience has demonstrated
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 supervise the child.

Untreated disabilities can lead to severe acting out problems in the adolescent
rvears, 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 socliety can pursue. To say then, as this bill as presently 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 componcent of the program.—QOur 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
participation 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 facilities: personal contact by those people
in their communities known and trusted by them. For a relatively small cost,
the CHAP program could be greatly strengthened by: (a) establshing per-
formance 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 com-
munity ties (e.g. Head Start programs, community clinics, ete.) ; (¢) requiring
States to earmark a small proportion of funds for public education and for efforts
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to enroll children in the program, Those States which fail to attract to the pro-
gram a reasonable proportion of eligible children should be required to develop
a new outreach program that mandates the use of workers and/or organizations
from the local communities.

3. Encouraging Qualified Providers to Participste in OCHAP—Ope of the
problems identifled in the studies of the operation of the EPS8DT program is
that many of the qualified providers have chosen not to participate in the pro-
gram, The reasons for this are varied but S. 1302 as written provides few in-
centives to participation. The AAPSC recommends that CHAP be amended to
require States to identify qualified providers, including child mental health prac-
titioners and to encourage their participation in CHAP by offering satisfactory
administrative arrangements such as adequate relmbursement rates and prompt
claims payment. We would urge that the Secretary be required to review each
State’s performance in this area on an annual bastis.

The criteria in the bill defining CHAP providers should be modified to clarify
the fact that providers such as Head Start programs, mental health clinic pro-
grams, ete. which can assure that children receive CHAP services do qualify,
even though they themselves do not provide all services.

4. Requiring Performance Oriteria—CHAP should be amended to establish
performance criteria that States be expected to meet. The criteria should in-
clude the .enrollment of a reasonable proportion of eligible children in the pro-
gram and the provision of the required assessment and treatment services. The
Secretary should be required to gather data on an annual basis in order to assess
States’ performance in enrolling eligible children in CHAP and in providing a
reasonable proportien of eligible children with health assessments and treatment
rervices. CHAP sheuld require that all States meet all program requirements and
that the sanctions available to the Secretary be nsed for any lapse in program
responsibility.

5. Developing State’s Capacity to Deliver CHAP Services.—The CHAP pro-
visions of title XIX can be distinguished from the rest of the medicaid program
by the fact that States are charged with seelng that children are served by
the program. If the program is to be effective, then Stateas 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 adeqnately addressed in S. 1392,
States should be required to submit to HEW an annual nlan, develgped 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 Ageney 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 pro-
grams. Nevertheless, we submit that with this requirement, CHAP can become
an effective vehiele for identifying shortage areas, and with proper and adequate
administrative support -and monitoring can be utilized in conjunction wth other
health delivery and health planning programs to aid States in identifying and
filling. gaps in the delivery system.

We would like to conclude our statement by afirming our support for the in-
tent of the CHAP legislation. As one of the participants in the AAPSC Con-
ference on Developmental Screening and Assessment in the EPSDT program ob-
served in a working paper prepared for the Canference, one of “EPSDT's signif-
icant contribution[s] to -the fleld of child health has been to uncover the present
health system’s inability to.provide comprehensive and continuous health service
for poor.children, even given a financing meehanism.” (Anne-Marie Foltz, “The
Policy Dilemma, Sereening .and Gost-Effectiveness,” February 1977). Many of
the reasons for this failure can be dealt with if the Committee accepts our sug-
gestions for modificatien of HR.6706.

As AAPSC has emphasized in the Prolague-to its report on Developmental Re-
vlenx; 121 ﬁerPSD’I‘ program, a copy of which is appended to this statement. (Ap-
pe - )v

“The legislation authorizing-EPSDT (CHAP) makes-it national.policy that the
development of our.children, our future zitizems, be safeguarded go-as'to insure
that each child reaches inaturity functioning at a maximnm level of develop-
ment. This gaal is more than the finding, the stully, and the treatment .of disease.
The-guardianship of -the besalth of.¢hildren s in the national interest as well as

‘in the interest of the individuals; this is the essence of EPSDT (CHAP).”
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Mr. Chairman, this Committee has the opportunity to translate this statement
into reality. It is our hope that you will do so on behalf of all children and youth
in need. Thank you very much.

APPENDIX 1

TITLE XIX BTATE INPATIENT DATA
Wisconsin

State and County Mental Health Inpatient $'s (1976).

Total Federal
lncum county hospltabs . . ... i iiiiiiiaaen 1, 600, 00 969, 000
State hospits :yp[ . 1,531,700 919,020
Prior plnn ........... 3,766, 200 2, 259 120

Total title XIX 6,897, 900 4,138,740

Pennsylrania

12 State-owned and operated hospitals (1 specifically for children and
adolescents).

March 1977, 300 children and adolescents in the hospitals projected annually,
$6.500,000 Federal assistance ($21,066.67/child).

Eastern State Hospital (Trevose), average length of stay :

Length of time: Percent
3 months to 1 year.. e 25
1 t0 2 FeAPS o e ——————— &
2 AT o e 25

Reference: Correspondence to AAPSC from State Departments of Public
Welfare.
AAPSC SURVEY OF MEMBER SERVICES=-1975 STATISTICS

[Date based on 78 respondents]
) Childrem seen
Total Percent by sex . Perceat: by sge:
[
Setting oumber Boys Girls 015 613 141018
......................... 43,707 62.1 31.9 9.9 5.7 35.4
e T BB A B
nn';. m'c}m i 1,60 Y 3.7 37 u.6 61.7
L1 N 43,013, 62.6 s 10,2 544 35.4
Income of caseload

Percent

$3,000 and under._____________ .- femee 16.8
$3.001 to $7,000- e m ————— 23.9
$7,001 t0 $10,000 e e 219
$10,001 to $18,000. - - - ———— - 16.8.
$13,001 t6 §20,000. - - o e ——— 13.1
Morxe than $20,000- oo e cme e -— 1.4
Number of visits required for diagnosis: Percent
1 to- 4. —— - e——— 65.3
5 te 8. - e cemmeem— A meeee—eme—em—meam—————— 33.3.

G PHUB e e me e ;oL eme———————————— e mmm - ———— 1.4
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LENGTH OF TREATMENT

Percent Percent
served In  terminated after

20.2 20.2

20.2 40.4

26.7 67.1

25.2 92.3

7.8 100.0

1.0 1.0

12.2 23,2

37.4 60.6

32.2 92.8

1.2 100.0

11.3 11,3

. 25.4 36.7

2.9 66.6

ver 12 33.4 100.0
. Residential center (months):

Oto 10.0 10.0

3t 13.6 23.6

6ol 23.5 (18]

12t0 24 4.0 81,1

Over 24... 8.9 100.0

NEEDED SERVICES IN DECREASING ORDER

All ages Otod Otol2 13t 18

Residential .. ... iceiriieciaicianaaaan 1 1 1 1

Day treatment .. e iceicciececaecenaas 2 2 2 2

Parent education. . ... .. o iiiieiiiiiiaicaana 3 4 4 3

ospital......... . 4 3 3 4

Special education .- 5 5 6 5

[T Ty, | S N [ 6 5 [

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, ete.).___ - FESV PRI 12,0
Fees:

Patient, self PAY - e e 9.7
Patlent, InSurance. oo e 12,2
Fees: Contract for services (consulation and educational, ete.) ... 9.5
Loct] tax levy.._. e e mm—mmm e~ —— e —— 9.5
State allocation. e 26.1
County and eity_ . __ - 3.0
Federal Funds:
Staffing grant__.____. e ——————— 3.3
Part F, children’s services oo 2.1
Research. e —— .7
Title XIX oo e ——————————————— 1.5
Title XX_____ — e c——— e .4
Endowment funds.- - e ——— - 19
CHAMPUS - e - e ———— 1.8
Other e e e e e 6.3

Allocation of State moneys: Percent®

(A) Directly o 35
Via local government body. o oo 5

(B) Difficulties with restrictions placed on funds:
Percent
Y e e — e e —————————————mm 68
NO e 42

*Some get moneys both ways, hence percentage totals greater than 100.
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Blue Crnss/Bluc Shield—Fedcral (197})

"High option—basic
5.9 claims per 1,000 covered population for mental disorders.
1.7 percent of total claims.
Benefits paid $1.45 per person covered (8.6 percent total beneﬂts).T tal
ota

High option—supplemental (nonmember hospitals) : (percent)

1.2 claims per 1,000 population
8£1.28 per covered PerSONS o e —————————
.High option—supplemental (physicians) :

1 Total (after deductible and coinsurance).

Reference: Louis S. Reed, Ph. D. Coverage and Utilization of Care for Mental
«Conditions under Health Insurance Various Studies, 1973-74 American Psychi-
atric Association, 1975.

“TABLE 12.—BLUE CROSS AND BLUE SHIELD PLAN FOR FEDERAL EMPLOYEES, HIGH OPTION, 1973: BASICIN PATIENT
HOSPITAL BENEFITS FOR MENTAL DISORDERS, BY AGE AND SEX (1N GENERAL HOSPITALS AND MEMBER MENTAL
HOSPITALS)

Age Male Female Total

Admissions—rate per 1,000

1.3 1.4 11.3
1.1 9.2 8.3
6.3 10.7 8.6
1.6 10.1 8.9
6.7 6.9 6.8
3.5 4.0 3.8
4.2 5.6 4.9
Days of caze—rate per 1,000
34.7 .1 134.4
149.4 163.3 152.2
86.4 169.5 130.0
103.4 165.7 134.7
100.0 125.6 112.5
60.9 74.4 63.0
73.3 100.1 86.9
Average length of stay (days)
1.3 3.8 125.5
1.0 1.7 19.0
3.6 5.8 15.1
3.5 6.4 15.2
5.0 8.1 16.5
7.3 8.4 17.9
LU T 1.5 12.7 17.6
. Average covered charges per covered person
i .39 f!.as ‘f" 2
. 47 .62 111
. 82 11.46 8.77
.08 11.3¢ 9.24
6.90 9.16 8.00
2.66 2.75 271
4,98 6.90 5.95

3 27 pet of average rate.
2 40 pet of average rate.
3 145 pct of average rate.
4 41 pct of average rate,
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TABLE 13.—BLUE CROSS AND BLUE SHEILD FEDERAL, HIGH OPTION, 3973: HOSPITAL CARE FOR M ENTAL DISORDERS"
AS PERCENT OF CARE FOR ALL CONDITIONS

Mental as.
Al percent of -
Age conditions Mental alt
Admissions—rate per 1,000
080 08 e anen 50.5 1.3 2.7
Al e ettt ee e ane 118.5 4.9 4.2
Days of care—rate per 1,000
49.4 4 13.8.
926.3 8.9 9.4
Covered charges per person
[ L U $25.33 $2.42 9.6
3 89.61 5.95 6.6.

TABLE 14.—~BLUE CROSS AND BLUE SHIELD PLAN FOR- FEDERAL EMPLOYEES, HIGH. OPTION, 1973: BASIC
HOSPITAL OUTPATIENT BENEFITS FOR MENTAL DISORDERS, BY SEX AND AGE

Age Male Female Totat

Admissions—rate per 1,000

0.1 0.2 10.2

.8 L1 1.0

& 1.6 I.1

.7 1.6 1.1

.5 1.3 .9

.4 1.0 .7

.4 .8 .6

Covered charges per covered person
7 (2 .. (’.'

sé&? so.&& 30.82
.02 .0t .03

.02 .0 .03.

.0 .03 .02

65 and over_ . . N .01 .01
F T RN .01 .02 .01

133 pct of ayerage rate.
2hess than 36 of ket.

TABLE 15.—BLUE GROSS AND BLUE SHIELD PLAN FOR FEDERAL EMRLOYEES, KIGH OPTION, 1973; BASIC SURGICAL--
MEDICAL BENEFITS FOR- MENTAL DISORDERS, BY AGE AND'SEX

~Age Male Female Tolat

In-hospital medical claims per 1,000

L3 1.5 1.4
2? 97 3.8
6.6 1.8 9.3
T4 1. ¢ 9.4
44 2.9 2.2
33 +3 38
£2 62 5.2
Visit days per 1,000
4.5 2.2 725.4
103.7 123.9 115.0:
0.4 1312 102.4
76.8 125.7 10L.3
0.4 94.4 82,
€5andover. ._...oociciciiiiiiieanans ertemseseasesemancnaniannn 35.7 51.8 4,
Al 8GOS coeeeeiiinniieraaeeaacenaieanee P, we- 52,7 76.1 64.6-




89

“TABLE 15,—BLUE CROSS AND BLUE SHIELD PLAN FOR FEDERAL EMPLOYEES, HiGH OPTION, 1973; BASIC SURGICAL.
MEBICAL BENEFITS FOR MENTAL DISORDERS, BY AGE AND SEX--Continued

Age Male Female Total

Benefits paid per covered person

WUNART 19, ... i ieciiiiatei e ccmaanteaaatarasamanana $0.45 $0.50 130.47
. 2.14 2.52 2.35

1.39 2.72 2.09

1.49 2.61 2.05

1.36 1.85 1.60

.50 2 .62

1.02 1.52 1.28

1 27 percent of average rate,
39 percent of average rate,
3 37 percent of lvmgc rate.

Source: Louls S sed, Ph. 0., *'Coverage and Utilization of Care for Mental Conditions under Health Insurance Various
~Studies, 1973-74" ‘ ! Psyeh labsic A 1975,

TABLE 16.~BLUE CROSS AND BLUE SHIELD PLAN FOR FEDERAL EMPLOYEES, HIGH OPTION, 1973: SUPPLEMENTAL
BENEFIFS FOR MENTAL DISORDERS, 8Y AGE AND SEX

Age Males Fomales Tota}
Hospital cases per 1,000 popriation

0.8 0:6 0.7

2.8 2.4 2.8

1.2 2.1 1.7

1.2 2.2 1.7

1.1 1] 1.3

;8 1.0 .9

1.2 1:4 1.3

Physicians’ m—muwf_}m population

) s i 28

2.7 ilis g&'s

17.3 26.3 21.8

g.-) ¥ 1.1

[ L T .2 R 4.5

AllAGOS. .oeneitiiianecteiataeeaaaanaaan s ananana 16.1 21.8 19.0
Hospital chazges per person covered

Illdor 19 .98 7 +30.87

9034 .. "g.ﬁ W 2.28 ’2.93

aﬂo “ 92 1.55 . 25

AS to 54. 1.02 l 92 A7

5510 64... 1.02 1.30

65 end owér. 1.0 l 29 L16

All ages L% 1.% 135

Physicians’ charges per person covared

Under9..._............. hameameceesenmececeseacesesassecasaacann ‘il.sl 1.10 gss

9t . 3,85 95 0

3510 44, 9,38 10.64 10. 04

-45to g‘ 8 5.% 4.65

S5t064.. 1.62 270 2.18

65 and ove, . 83 .46

4.26 5.27 an

Total supplemental benefits paid by program
per person covered

.45 {l .71 1 ?2.08

5.01 5. 80 5.45

8.78 10.27 , 82

4,14 6.83 5.49

64 2.33 3.91 3.10

65 and over_ L. ...ciieiiiiiennanaas teacmamesassmaataaseanonnaanas 142 2.30 1.88
Allgges.......... ceeesreance PO teeceeacseaccanccuncane 4.9 .93 5.42

1 54 percent of aversge.
3 64 percent of average.
8 38 percent of average.
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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

Age Male Female Tolat-
5.29 4.67 134.98
7.63 9,96 8. 93
16.01 24.99 20.71
12.73 20. 87 16.82

14.95 12.73

4,59 5.719 5.22
10.91 14,37 12,67

1 39 percent of average.
Source: Louis S. Reed, Ph. D., ‘‘Coverage and Utilization of Care for Mental Conditions Under Health In-

surance Various Studies, 1973-74,"’ American Psychiatric Association, 1975.

TABLE 6.—NUMBER AND COST OF PSYCHIATRIC SERVICES PER 1,000 BENEFICIARIES, BY AGE AND SEX, 1973
{Data from Quebec Health Insurance Board] '

Male Female Total
Age Number Cost Number Cost  Numbert Costs
45 3 $45 3 45
10 2 6 84 03
27 396 17 225 22 313
36 551 25 373 30 464
96 1,435 154 2,549 125 1,987
190 , 313 6,379 281 4,770+
180 2,871 361 5, 834 270 4,352
164 2,446 285 4,207 226 3,345
144 , 215 2,957 181 , 521
83 1, 09, 127 1,633 108 1,401
110 1,700 191 3,030 151 2,310+

1 Average: Ages 0 to 14=16; ages 0 to 24=38,
3 Average: Ages O to 14=$231; ages 0 to 24=3582.

TABLE 7.—AVERAGE COST OF PSYCHIATRIC SERVICE (COST PER SERVICE), BY AGE AND SEX, 1973

Age Male female . Total

Otod. ..ot $10.99 $16.57 $13.17
1tod. . 11.85 13.31 12,39
5t09. 14.53 13.14 14.01
10t} 15.27 15.12 15.21
15t0 2 14.94 16.53 15.91
25 to 3 16.63 17.12 16.95

3544, 15,92 16.17

45 to 54 14.87 14.77 14.81
55 to 64 14.23 13.75 13.93
65 and over... 13.16 12.83 12,98
15.39 15,83 15.67

Note.—Average: Age 0 to 14, $13.70; age 0 to 24, $14,14,

Sourca: Louis S. Reed, Ph. D., Coverage and Utilization of Care for Mental Health Conditions under Health {nsurance-
Various Studies, 1973-74,"' American Psychiatric Association, 1975,
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CHAMPUS

(1) Less than 2-percent utilization of mental health services for past 3 years
(1.82 percent in fiscal year 1975).
(2) Per user/per year cost for mental health services in fiscal year 1975
equals $1,181 less coinsurance and deductible.
On per capital basis: mental health services/person equals $20.80.
(3) Mental health services used 17.7 percent of total health benefit fund.
Average duration of hospital stay (all conditions) equals 8.6 days.
Childhood behavior disorder: average duration equals 47.4 days.
Personality disorders: all age average duration equals 20.4 days.
Age b to 14 average duration equals 53 days.
Diagnosis of schizophrenia and aged 1 to 14:
4 percent of all admissions in diagnosis.
18 percent of hospital days (58 days average 1 to 14) ; (12.1 days average

all ages).
PERSONALITY DISORDER
Admissions Hospital days Average stay.
Age (percent) (percent) (days
BloM e iiciceiccctiintctcansatanancsansascacnsncnnan 12 al 53.0-
Allages.. o oo ceeecanas . 100 100 2.4

b; Herbert Dorken, Ph. D., Langley Porter Institute, University of California, San.
Funclseo, (:alif Fol: , 1977,



TABLE 1.—NUMBER AND PERCENT DISTRIBUTION OF TOTAL PATIENT CARE EPISODES, AND NUMBER, PERCENT DlSTRIﬂ"I‘lO@ AND PERCENT CHANGE N PAT lENT CARE EPISODES UNDER 18,
YEARS OF AGE, BY TYPE OF PSYCHIATRIC SERVICE, UNITED STATES 1966, 1969, AND 1971

960

Patient care opuodeb—*unlot 18

Tota) patient caen Patient e-r“psui»—under 18
emgdﬁ-ﬂl anes

years of age

Percent

, . N of all
Number Fergert  Mucb®r  Percent  wpisodes

3,385%9 186 S5 100 191

Wil Pown

Number of

psychnmr.

Type of psychiatric service 1971
Total—All psychiatric services™. . ___.....__._..____.._.__ 4,053
Inpatient psychiatric services!_ . ... ceieieoenoaoo . 1,774
State and county mental hospital. [, 324
Private mental hospitals_______________________ ... 158
Gonenl bospuul inpanent ps’chutm: uni 653
esidel tionally disturbed children. . 3
communky mental health cents wane - 295
Outpatient psychiatric services wn- 2,219
Community mental health centers 295

All other outpatient psychiatric services_____.._.............. 1,984

1 BB S T80

L0ia

1,491,458 Mo 10555 K. 71
767,115 R1 35,267 5.4 4.6
102, 510 30 7,2 i.! 7.1
535, 493 15 7 6.9

21, 340 .6 21, 388 33 100.0
65,000 1.8 2485 .8 2.5

1, 894, 451 .0 54,906 8.7 28.6
291,148 86 276,280 n.8 26.2

1, 603, 303 47.8 465,624 19 29.0




L= 6L=0 YOP-¥YE

19663

Total patient care episodes—all ages

Patient care episodes— under 18 years of age

Percent change in number of patient care

Pen;enltl episodes under 18 years of age
of al
Nudf\ber Percent Number Percent episodes 1966-69 1963-71 1966-71
Total—all psychiatric services1______.. ... . ... 2, 649: 000 100.0 485, 700 100.0 18.3 33.3 19.2 58.9
inpatient psychiatric services! . ... oooooo o 1, 463, 000 55.2 86, 700 17.8 5.9 21.8 2.2 61.1
State and county mental hospitals 802, 000 30.3 36, 900 .6 4.6 —4.4 1.1 6.1
Private mental hospitals._....._. . 104, 000 3.9 7, 800 1.6 7.5 —6.7 5.4 -L7
General hospital inpatient psych u . 549, 000 20.7 34, 000 7.0 6.2 8.3 25.1 35.5
Residential treatment centers for emotionally 8,000 .3 8, 000 1.0 100.0 166.8 34.2 258,0
Community mental health centers__.__... ... ... NA NA NA NA NA o 2701 o eean
Outpatient psychiatric services___ ... .. ececiiceaaan 1, 186, 000 4.3 399, 000 82.2 33.6 35.8 16.7 58.5
Community mental health centers_____. . . ...c.o.C NA NA NA NA NA ... 1555 emeeas
All other outpatient psychiatric services_________________....- 1, 186, 000 4.8 399, 000 8.2 33.6 16.7 —6.1 9.6

1 Excludes inpatient E(s)!chiatric services of Veterans Administration hospitals.
2 Data are for under

3 Figures shown for 1966 represent revisions of the 1966 data as shown in earlier NIMH publications. tion No. (ADM) 73158,

NA-Not lprliublHnly a few of these facilities began functioning in this year and reporting was
not req| .

Source: Statistical note No. 90, DHEW/Public Health Services, ADAMHA/NIMH, Division of Bi-
r age group. ometry and epidemiology Survey and Reports Branch, Rockville, Md., July 1973, DHEW publica-

€6



TABLE 2.—NUMBER, PERCENT DISTRIBUTION, RATE FOR 100,000 POPULATION, AND PERCENT CHANGE IN RATE OF PATIENT CARE EPISODES IN PSYCHIATRIC SERVICES,1 BY TYPE OF PSYCHIATRIC
SERVICE, BY AGE, UNITED STATES, 1966 AND 1971

Total—all ages Under 18 18t0 24 2510 44 45t0 64 65 and over
1971 21966 1971 21966 1971 21966 1971 21966 1971 21966 1971 219
Number

Total—all psychiatric, services!___ 4,038,143 2,772,089 71,814 485,729 681, 641 334,422 1,433,133 959, 959 888, 231 678, 965 263,264 313,_0§

Al inpatient services___. _______.______ 1,721,389 1,586,089 139, 658 86,729 245,106 134, 084 614, 901 560, 825 512,379 515, 900 209, 345 288, 551

State and county mental hsopitals._. 745,259 802, 216 39, 196 36,902 97,285 53,748 236,337 239, 060 238,710 283,985 133,731 188, 521

Private mental hospitats__._________ 97,963 103,973 7,668 7,794 14,095 11,154 34,253 41,361 29,525 30, 486 12,422 13,178
Residential treatment centers/chil-

dren 28,637 8, 000 28,637 8,000

General Hospital psychiatric service__ 542 642 548,921 46, 065 34,033 94, 569 66, 968 231,376 216, 824 132, 863 166, 872 37,769 64,224

VAhospitals___.________________T_ 176,800 122,979 . __. 20, 967 2,214 59,738 63, 580 79,885 34,557 16,210 22,628

CMHC’s — 130, 088 NA 118,092 NA 418,190 NA 53 197 NA 31,396 _.__________ 9,213 NA

All outpatient services. .. __________ 2,316,754 1,186,000 632,216 399, 000 436,535 200, 338 818,232 399,134 375, 852 163, 065 53,919 24,463

CMHC’s_____._.___ . 622,906 NA 3194 877 NA 492,609 NA 221,796 NA 95, 412 NA 18,212 NA

All other services__.___._____..____ 1,693,848 1,186,000 437,339 399, 000 343,926 200, 338 596, 436 399,134 280, 440 163, 065 35,2707 24,463

Percent distribution

Total—all psychiatric services®. ... 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

All inpatient services_____.____________ 42.6 57.2 18.1 17.9 36.0 40.1 4.9 58.4 51.7 76.0 79.5 92.2

State and county mental hosplhls. - 18.5 28.9 S.1 1.7 14.3 16.1 16.5 24.9 26.9 4.8 50.8 60.3

Private mental hospitals_____.._ 2.4 3.8 1.0 1.6 2.1 3.3 2.4 4.3 3.3 4.5 4.7 4.2

Resldcfmal treatment ce

16.1 2.6 15.0 24.6 14.3 20.5
4.2 6.6 9.0 5.1 6.2 1.2
3.7 35 . 5 .

§7.1 41.6 a3 24.0 20.5 7.8

15.6 ___________ 107 . __ 6.9 .

41.6 41.6 31.6 2.0 13.6 1.8




Rate per 100,000 population s
Tolal—all psychiatric servicest____  1,967.8 1,433.2 1,080.6 €85.7 2,862.8 1,709.2 2,964.7 2,095.6 2,105.0 1,188 1,310.2 1,671.8
All inpatisnt services. . ________________ 838.8 820,0 197.3 124.2 1,029,4 653.3 1,272.0 1,224.2 1,214.3 1,306.0 1,041.9 1,541.2
State and county mental hospitals___ 363.2 414.8 §5.4 52.9 408.6 247 488.9 | 8219 556.7 718.9 665.6 1,006.9
anate mental hospitals..... .. i 41.7 53.8 108 11.2 59.2 57.0 70.9 90.3 70.0 7.2 61.8 70.4
tors/ehil- d
___________________________ 14.0 4.1 40.5 3 0 U U
Gelmal hospital psychiatric service__ 264.4 283.8 65.1 438.7 397.2 342.3 478.2 473.3 314.9 a22.4 188.0 3430
VAhospitals______________________ 86.2 63.6 .. 8.1 11.3 123.6 138.8 189.3 8.5 7 120.9
CMHC™s .. ... 63.4 ____________ 25.6 ... 6.4 . 1p0.0 ... me 489 .
All outpatient services_.___________.___ 1,129.0 613.2 89.3 571.5 1,833.4 1,023.9 1,692.7 871.3 890.7 412.8 268.3 130.7
CMHC’s______ .. 303.5 oo 375.3 .. . 389.0 . _____ e e % 90.6 ...
All other services__......__________ 825.4 613.2 618.0 571.5 1,444.4 1,023.9 1,233.8 8.3 664.6 42,8 177.7 130.7
Percent change in rates 1966-71

Total—all psychiatric services!___ 37.3 56.8 61.5 415 22,5 -21.6

All inpatient services_______.________._ 1.7 58.9 57.6 3.9 -7.0 -32.4

State and county mental hospitals___ -12.4 4.7 48.7 —6.3 -21.3 -331.9

Private mental hospitals____________ -11.3 —3.6 3.9 -21.5 —9.3 -12.2

Residential tmtment cenletslchsl- 2
1 7

All other services___.___

1See footnote 2 of text for psychiatric services excluded from this table. Census, *‘Current Po ulation Rep * series P-25, No. 483; 1971—U.S. Bureau of the Omsug

3 Scme f.gutes shown represent revisicns of 1566 data presented in eailier NIMH publications. *'Current Population epons, series -20 No, 225 (ublcs land 3).

:%l_dze‘r 20 yr. NA—Not applicable—only s few centers had begun tunctioning in this year and reporting was not
yr. requested,

L of base populations used to compute rates were as follows: 1966—U.S. Bureau of the Gﬂ
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CoMMUNITY MENTAL HEALTH CENTERS

1971 (Sample of 69 CMHC's)
38.44 percent of total population in 69 catchment areas are under 20 years.
Patient additions under 20 are 26.1 percent of total additions,
0.681 percent of total population under 20 are additions,
0.90 percent of total population all ages are additions.

0to19 Al ages
Number Percent Number Percent
Poputation. . ... .o, 3,609,047 38.4 9, 388,619 100. 0
Patient additions. ... ... . .............. 21,929 26,1 84, 192 100.0

All centers—1971
Age group under 20 form 27.4 percent of total additions (118 748/432,640).

Qto 19 All ages
Number Percent Number Percent
Allservices. ... ... i, 118,748 100.0 432,640 100.0
Inpatient. . iiieeieen. 10,413 8.8 75, 300 17.§
Outpatient_ . .. . . iieiiieiiiiiiana. 102, 669 8 4 335,648 7.6
Partial. ... 5, 666 4.8 21,092 49

1973 (261 centers)

Population under 15 is 28.6 percent total catchment population and forms
16.7 percent of patient additions.

Population under 25 is 46.8 percent of catchment population and forms 43.7
percent of patient additions.

Addition as per-

Catchment CMHC cent to total
population additions population
Al ages. . iiiieiimieieieiaae. 39,172, 222 419, 107 1.07
Under 15.__. 11, 264, 606 , 00 .62
Under 25 18, 343, 669 182,985 1.00
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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

Total—all . Total Total

) psychiatric inpatient outpatient
Type of mental disorder services!  Percent  services!  Percent sarvices Percent
Total—all mental disorders.._....... 743,237 100.0 111, 021 100.0 632,216 100.0
Mental retardation. ...................... 55, 264 7.4 5,835 5.3 49,429 1.8

Organic brain syndromes (excluding alcohol

A ArUE). .o 19,128 2.6 , 649 3.3 15,479 2.4
Schizophrenia. .. ... .. ... ... 42,035 5.7 21,341 19.2 20, 694 3.3
Depressive disorders (psychotic and neutotic). 24,250 3.3 , 657 7.8 15, 593 2.5
Other psychotic disorders 2,408 .3 1,199 1.1 1,209 2
Alcohol disorders 2,313 .3 870 .8 1,503 .2
Disorders associated wit 13,072 1.8 7,351 6.6 5 715 .9
All other disorders ,707 - 18.6 62,113 65.9 522, 594 82.7

1 Includes State and county MH, PMH, GHIPU, CMHC's; excludes VA hospitals and residential treatment centers for

emotionally disturbed children.

NUMBER AND PERCENT DISTRIBUTION OF DISCHARGES UNDER 18 YEARS BY TYPE OF MENTAL DISORDER, BY
TYPE OF PSYCHIATRIC SERVICE, UNITED STATES 1971

Inaptient Outpatient

psychiatric psychiatric
Type of mental disorder discharges Percent discharges Percent
Total. oo 70, 085 100.0 293,474 100.0
Mental retardation. ... ... ... e.iiiiceiiiiiano. 4,427 6.3 23,778 8.1
Organlc bram syndromes (excluding alcohot and drug). . 2,170 3.1 , 820 2.3
Schizophrenia. . ... ... ieaieeeaos 9,835 14.0 , 522 2.9
Depressive disorders (psychotic and neurotic) 6,553 9.4 5, 847 2.0
Other psychoses. .. ... 723 1.0 382 .1
Other neuroses.. .. 4,217 6.1 8, 861 3.0
Personality disorde: 6, 357 9.1 23,7172 8.1
Alcohcl disorders. .. .. 750 1.1 215 .1
Dasorders a:sociated with drug abuse. . 3,743 5.3 2,092 .7
¢ situati turbance. ... e 16, 926 24.2 89, 337 30.5
ml Other disorders. . ... ...oocoeeiconencneamamanaanannn 14,324 20.4 123,788 2.2

Source: Statistical note No. 90, DHEW/Public Health Service, ADAMH NIMH Division of Biometry, Survey and
Reports Branch, Rockville, Md., July 1973, DHEW publication No. (ADM) 73-.



ADDITIONS TO 69 SELECTED COMMUNITY MENTAL HEALTH CENTERS BY AGE, COLOR AND SEX, UNITED STATES 1971: NUMBER

Age
Percent Percent Percent Percent Percent Percent Percent Perceat
of popu- of popu- of popu- of popu- of popu- of popu- ofpopy-  65and  of popu-
Color and sex Total ation Otod ation S5to14 tion 15t019 ation 20 to 24 fation 25to 44 lation 45to 64 lation over tion
Total____.______ 84,192 0.90 855 0.11 10,411 .55 10,633 115 12,146 1.48 30,846 141 15,912 0.87 3,39 0.36
.85 455 .13 5,632 .67 4,105 1.00 4,582 1,.28 11,191 1.23 6, 894 .87 1,217 .34
7, 860 .90 287 .09 3,331 .42 5,053 1.29 5,919 1.62 14,391 1.46 7,194 .84 1,685 =)
5, 581 1.04 69 12 933 71 584 .93 630 135 2,174 1.89 970 L12 221
Black female._.._ 6,175 1.06 & .08 615 .47 921 1.52 1,015 2.02 2,490 1.85 . 236 .51
POPULATION OF CATCHMENT AREAS SERVED BY 69 SELECTED COMMUNITY MENTAL HEALTH CENTERS BY AGE, COLOR AND SEX, UNITED STATES, 1970
Age
Color and sex Total Oto4 Sto 14 15t0 19 2010 24 25t0 44 45 to 64 65 and over
Total e 9, 388, 619 795, 690 1,885,735 927,622 820, 146 2,193,675 1,837,157 928, 594
White male 4,064, 570 350, 221 830, 127 411,918 358, 850 958, 887 794,718 359, 849
White female. . _ 4,203, 108 333, 508 792,538 392,1 364, 286 984, 343 852, 966 488,
Black male. 534, 145 56, 608 131,941 62,987 46, 785 115, 355 86, 772 33,697
Black female 580, 796 55,353 131,131 60, 587 50, 225 134,590 102, 701 46, 209

Source: Statistical Note Number 86, DHEW/Public Health Service, ADAMHA/NIMH, Division of Biometry, Survey and Reports Branch, Rockville, Md., June 1973, DREW publication No. (ADM) 73-158.
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ADDITIONS TO 69 SELECTED COMMUNITY MENTAL HEALTH CENTERS BY AGE, COLOR AND SEX, UNITED STATES, 1971: PERCENT DISTRIBUTION BY AGE !

Age
Color and sex Total Otod Stol4 15t019 20to 24 25t0 44 4510 64 €5 and over
Vot 100.0 1.0 12.4 12.7 14.4 36.6 18.9 4.0
White male____ 100.0 1.3 16.0 11.9 13.3 34.1 19.9 3.5
White female. _ 100.0 -8 8.8 13.3 15.6 38.0 19.0 4.5
Black male____ 100.0 L2 16.7 10.5 1.3 39.0 17.4 4.0
Black female.._.______, " [TTTTTTTTTTTTTTTTTTTT 100.0 10.0 14.9 16.4 40.3 13.8 3.8

1 Where percents do not add up to totals shown, discrepancies are due to rounding error.

COMPARISON OF PATIENT ADDITIONS BETWEEN ALL AND 69 SELECTED COMMUNITY MENTAL HEALTH CENTERS BY AGE, UNITED STATES, 1971

Nomb Percent distribution by age !
—_—— Total White male White female Black male Black female

69 69 69 69 69 69
All Selected All Selected All Selected All Selected All Selected All Selected
Age centers centers centers centers centers centers centers centers centers centers centers centers
411, 149 84,192 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
4,239 855 1.0 1.0 1.3 1.3 .7 .8 1.5 1.2 1.0. d
54,938 10, 411 13.4 12.4 17.0 16.0 8.9 4.4 21.4 16.7 11.8 10.0
53, 602 10,663 13.0 12.7 13.1 11.9 13.1 13.3 12.4 10.5 13.4 14.9
63, 314 12, 146 15.4 14.4 14.8 13.3 15.7 15.6 15.3 1.3 16.5 16.4
151, 105 30, 36.8 36.6 33.6 34.1 39.5 38.0 3u.9 39.0 39.0 40.3
69,011 15,912 16.8 18.9 16.9 19.9 18.0 19.0 11.8 17.4 1.5 13.8
, 380 3,359 3.6 4.0 3.3 3.5 4.1 4.5 2.7 4.0 7 3.8

1 Where percents do not add up to totals shown, discrepancies are due to rounding error.
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DISTRIBUTION OF ADDITIONS TO FEDERALLY FUNDED COMMUNITY MENTAL HEALTH CENTERS BY AGE AND DIAGNOSIS, UNITED STATES, 1970

Number Percent
Age of admission Age of admission
65 and 15 20 25 45 65and
Diagnosis Totat O0to4 5Stol4 15t019 20t024 25t044 45t064 over Total Oto4 Stold 1tol9 024 todd to6d over
Total.__. 3,420 48,2001 42,245 48,995 121,116 57,655 13,128 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Mental retardation_...._..._..._..__..__ 10,036 506 4,03% 1,671 1,085 1,824 693 222 3.0 148 8.4 4.0 2.2 L5 12 1.7
Organic brain syndromes (excluding
olism and drug abuse)__..___.__ 9,739 136 974 550 665 1,783 2,154 3,477 2.9 4.0 2.0 1.3 1.4 L5 3.7 2.5
Schizophrenia.._...._ R aeeeeeeeeaa 50,597 92 1,040 4,173 8,850 24,062 11,049 1,331  15.1 2.7 2.1 9.9 181 19.9 19.2 10.1
Affective disorders (including psychotic
pressive and dep ). 52,545 60 1,017 3,760 8,352 22,69 13,79 2,864 157 17 2.1 89 171 187 239 2.8
Other psychotic disorders____. .- 59% 1 145 59 895 2,331 , 650 376 L8 O .3 L4 L8 1.9 2.9 29
Alcoholism (including alcoholism associ-
ated with organic brain syndromes)____ 19,756 1 _ 14 429 1,589 9,743 7,209 661 5.9 .3 .2 10 3.2 80 125 5.0
Drug abuse (including drug abuse associ-
ated with organic brain syndromes)_... 10, 539 9 181 2,428 3,398 3,778 636 109 31 .3 .4 5.7 6.9 11 1.1 .8
Behavior disorders of childhood and ado-
lescence (including adj. reaction of
infancy, childhood and adolescence)__ 33,018 994 17,303 11,091 1,437 1, 19 99 29.1 35, 26.3 2.9 13 .8 .
All other mental disorders_______ e 60, 283 399 : 7,183 10,775  24,67. 8, 1,728 180 117 143 17.0 220 204 15.0 13.2
Unk or und d mental disorder_ 70, 367 1,133 15,362 8,932 ,335 23,357 10,200 2,048 21,0 331 31 21.1 19.1 19.3 1.7 15.6
Social maladjustments without manifest
psychiatric disorder and no mental
disorder_._ ... ... 11, 886 il 1,141 1,432 2,614 5, 281 1,146 | 193 3.6 2.3 2.4 3.4 5.3 4.4 2.0 1.9
ILess than 0.05.

Source: Based on data from the January 1971 *“‘lnventory of Federally Funded Community Mental

Health Centers,” Riometry Branch, National Institute of Mental Health.

Reference: ““Financing Mental Health Care in the United States,” DHEW Publication No. (HSM)
73-9117, printed 1973.
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STATE AND COUNTY MENTAL HOSPITALS—1972
Additions
6.1 percent of all additions are under 18 years old.
16.3/100,000 population under 18 are additions.
197.2/100,000 general populations are additions (under 18 rate {s 82 percent
of regular rate).

Resident population

Rate per 100,000 for resident population decreased each year from 1969 to
1973 for under 18 age group : from 18.4 in 1969 to 15.5 in 1973.



TRBLE 2,—~NUMBER AND PERCENT CISTRIPUTION OF ADDITIONS UNDER 18 YEARS OF AGE TO STATE AND COUNTY MENTAL HOSPITALS BY AGE, SEX, AND DIAGNOSIS, UNITED STATES, 1973

Total under 18 Under 5 5t09 10to0 14 15t017
Sex and diagnosis Number Percent Number Percent Number Percent Number Percont Number Percent
Bothsexes_____________ .. _________ 25,830 100.0 208 100.0 1,79% 100.0 7,695 100.0 16, 131 100.0
2,878 11.1 122 58.6 473 26.3 955 12.4 1,328 82
370 L4 [, 1 1 28 .4 A1 2.1
................................ 1,045 4.1 7 3.4 135 7.5 353 4.6 550 3.4
Schizophrenia , 996 15.5 5 12.0 198 1.0 906 1.3 2,867 12.8
Depressive disorders..__ 1,045 a1 1 .5 12 7 202 2.6 830 S.1
Parsonallty dlsorders 2,104 8.1 4 1.9 15 8 476 6.2 1,609 10.0
, 443 5.6 [ R [ 94 1.2 1,349 8.4
Ad ustive reaction.___. 6,723 26.0 16 1.7 348 19.4 2,258 2.3 4,101 25.4
Bshavioral disorders. . , 864 15.0 26 12.5 452 25.2 1,708 22,2 1,678 10.4
Other 2,362 9.1 7 3.4 162 9.0 s 9.3 1,478 9.2

TABLE 5—NUMBER AND PERCENT DISTRIBUTION OF RESIDENT PATIENTS UNDER 18 YEARS OF AGE IN STATE AND COUNTY MENTAL HOSPITALS BY AGE, SEX, AND DIAGNOSIS, UNITED STATES

1973
Total under 18 Under 5 5t9 10t 14 15t0 17

Sex and diagnosis Number Percent Number Percent Number Percent Number Percent Number Percent
BothSexes.._____________._ __ ______ 10,576 100.0 74 100.0 1,136 100.0 4,145 100.0 5,221 100.0
Mental retardation... ______________ 2,494 23.6 48 64.9 360 3L7 861 20.8 1,225 235

Ouamc brain syndwmes 822 7.8 7 9.5 123 10.8 358 8.6 334 6.4
2,386 22.5 11 14.9 203 17.9 872 21.0 1,300 2.9
Pefsonamy d:sordofs 611 5.8 [ 6 .5 203 4.9 402 1.7
Adjustive 1 1,701 16.1 2 2.7 153 13.5 696 16.8 850 16.3
Bo"uwonl disorders __ 1,775 16.8 5 6.7 246 2L.6 927 2.5 597 11.4
Other_____ 787 1.4 1 1.3 45 4.0 228 5.5 513 9.8

( AIS)OI:;?S— 1S":;tisticll note aumber 115, DHEW/Public Health Service, ADAMHA/NIKM, Division of Biometry, Epidemiology Survey, and Reports Branch, Rockville, Md , April 1975, DHEW Publication Number

cor1



ADMISSIONS TO STATE AND COUNTY MENTAL HOSPITALS, UNITED STATES, 1969-73

Total .
under 18 Under 5 5t9 10to 14 15t0 17
Year—
both sexes Number Rate'  Percent Number Ratet  Percent Number Rate!  Percent Number Rate! Percent Number Rate: Percent
27,973 40.1 100 410 2.4 1.5 1,999 9.9 7.1 8,503 41,2 30.4 17,061 148.3 61.0
27,189 39.0 100 155 .9 .6 1,685 8.5 6.2 7,840 37.6 28.8 , 509 148.2 64.4
, 40.3 100 268 1.6 1.0 1,776 | 9.2 6.3 7,643 36.3 27.3 18, 152.4 65.4
27,133 39.3 100 245 1.4 .9 1,633 87 6.0 7,984 38,0 294 17,21 140.4 63.7
25,830 37.9 100 208 1.2 .8 1,7% 9.9 6.9 7,695 36.9 29.8 16,131 129.1 62.5
1 Rate per 100,000 population
RESIDENT PATIENTS IN STATE AND COUNTY MENTAL HOSPITALS, UNITED STATES, 1969-73
Total under 18 Under 5 5t9 10t 14 15t 17
Year—both sexes Number Ratet  Percent Number Rate1  Percent Number Rate!  Percent Number Rate1  Percent Number Rate:  Percent
18.4 100 34 0.5 0.7 1,600 7.9 12.5 S, 067 2.5 39.4 6,090 47.4
18.7 100 53 .3 .4 1,560 7.8 12.1 4,952 23.8 386 6,279 3 48.9
18.0 100 133 .8 1.1 1,408 7.3 1.2 4,838 23.0 38.6 6,140 51.2 49.1
16.3 100 85 .5 .8 1,284 6.9 11.4 4,398 2.0 39.0 S, 502 4.9 48.8
15.5 100 74 .4 .7 1,136 6.3 10.7 4,145 19.9 39.2 5,221 41.9 49.4
1 Rate per hundred thousand population. gnsgl%%idemioiogy Survey and Reports Branch, Rockville, Md., April 1975, DHEW publication No. (ADM)

Source: Statistical note No. 115, DHEW/Public Health Service, ADAMHA/NIMH, Division of Biometry

€01
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RESIDENTIAL TREATMENT CENTERS FOR CHILDREN (1973)

Asof January 197}

There were 340 RTC's w/19,023 beds.
27.9 RTC beds per 100,000 population under 18.

1973

20,726 children received care, amounting to 6,337,926 days.

Average residence/day=17,624, at end of 1973, 17,697 in residence.

12,029 discontinuations, 12,179 additions.

Average of 92.6 percent beds occupied daily.

Expenditures: total: 242,348,00 (approx.); $38 per patient day; and $20,389
per discontinuation.

TABLE 1.—COMPARISONS OF SELECTED DATA ON RESIDENTIAL TREATMENT CENTERS AND PSYCHIATRIC
HOSPITALS FOR CHILDREN: UNITED STATES, 1973

Residential Psychiatric
” treatment hospitals for
centers children

Selected measures for 1973 (N=340) (N=26)

Predominant type of ownership. . . il J 1
Avmfe (mean) size (inbeds).. _._..____._._. - g S&
Most frequent minimum admission age (years). . - 6 6
Most frequent maximum admission age &.m). . 18 18
Average caseload per facility:

Annual additions.....____.._______..._.__ . . 36

Annual discontinuations...._.__________ - 35 85

Resident patients as of Dec. 31,1973 _______ ... ... 52 ”

ddition Indices:

Additions per 100 beds._..._____. e e eeee i ccsmm e man 64 94

Additions per 100 average residential patients. .- . 69 107

Additions per 100 discontinuations.._.____ S, - 101 99

Additions per 100,000 U.S. resident population under 18 yr 18 3
Full-time equivalent staff per 100 residents:

Total patient care staff 7 143
Professional____._._..__. 50 67
L 27 76

Expenditures: .
Annual total expenditures per facility... ... _______ . __ ... $712,788 $2, 208, 724
Annual salary expenditures per facility. . . U $425, 847 $1, 870,902
Percent salarles are of total._..________ e 60 &0
Average tolal expenditure per patientday... ... . . .. . ... ... ... % gk
Average total expenditures per discontinuation._.._.. S $20, $25, 561

1 Private nonprofit.
1 State and county,

Source: Statistical Note number 130, OHEW/Public Health Service, ADAMHA/NIMH, Division of Biometry and Epidemi-
clogy Survey and Reports Branch, Rockville, Md., April 1976, DHEW Pub number (ADM) 76-158

TABLE 2.—COMPARISONS OF SELECTED DATA ON RESIDENTIAL TREATMENT CENTERS: UNITED STATES, 1971

AND 1973
Percent change
1973 versus
Selected measures 1971 1973 19711
Number of facilities._ . . u 40 -1.2
Average (mean) size (in beds). 57 56 -1.8
Average caseload per facility:
Annual additions........ - . 32 36 +12.§
Annual discontinuations..._...... . . 29 35 +20.7
‘Resident patientsatend of year_ ... __._.................. 51 52 +2.0
Additions Indices:
Additions per 100 b 56 64 +14,.3
63 69 +9.5
110 101 ~8,2
6 18 +12.5
Full-time equivalent staff per 100 average daily residents:
Total patient care staff. .. e 64 n +20.3
Professional _.__......... .- 38 50 +31.6
Ol o oo oo e s acaeeaacetionsenaaaaaanoanaaaoiaaeeaan 2% 27 +3.8




105

TABLE 2,—COMPARISONS OF SELECTED DATA ON RESIOENTIAL TREATMENT CENTERS: UNITED STATES, 1971
AND 1973—Continued

Percent change

¢ 1973 versus

Selected measures 1971 1973 L1}
Expenditures: . .

Annuai total expenditures per facility. 573, 000 $712,788 +24.4

Annual salary expenditures per facilit. , 000 $425, 847 +22.4

Percent salaries are of total..._.. e- 60 +1.6

Average total expenditures per patient day. . 231 gg +22.6

Average total expenditures per discontinuation. ... ... .......... $19, 654 $20, +3.7

Source: Statistical Note No. 130, DHEW/Pubdlic Health Services, ADAMHA/NIMH, Division of Biometry and Epideml-
ology Survey and Reports Branch, Rockville, Md., April 1976, DHEW Pub. No. (ADMS 76-158,

TABLE 3.—NUMBER AND PERCENT DISTRIBUTION OFf RESIDENTIAL TREATMENT CENTERS: AVERAGE NUMBER
OF BEDS PER GROUP AND BEDS PER 100,000 RESIDENT POPULATION OF THE UNITED STATES UNDER 18 YEARS,
8Y SELECTED FACILITY CHARACTERISTICS: UNITED STATES, 1974

Residenttal Beds per
treatment centers Inpatient beds 100, &)0
Average resident
" . number populatiou
Selected facility characteristics Number  Percent Number  Percent per group under 18
All residential treatment centers..._... 340 100.0 19,023 100.0 56 2.9
Size (based on number of beds):
Under 25 beds 88 25.8 1,472 1.7 17 2.2
25 to 49 beds. . 129 38.2 3 24.1 36 6.7
50 to 74 beds.__ 69 20.4 4,033 21.2 58 5.9
751099 beds. ... 26 1.5 2,251 1.8 87 3.3
100 beds and over 28 8.1 6, 679 35.2 239 9.8
Ownership:
Private/nonprofit. . ... . ... ... 330 97.1 18,543 97.5 56 2.2
State and county government. .. - 10 2.9 480 2.5 43 0.7
Geographic region :
Region | 41 12.1 L1719 9.4 43 46.4
Region 36 10.6 3,039 16.0 8% 8.3
Region 111 1] 7.1 2,291 12,0 95 30.3
Region V. 15 4.4 1,022 5.4 68 9,3
Region V.___ 104 30.5 444 23.3 a3 29.17
Reglon VI __ 22 6.5 1,840 9.7 84 25.3
Region VII.... 20 5.9 759 4.0 38 20.7
Region Vill 15 4.4 534 2.8 36 27. 1
Region IX... 47 13.8 2,645 13.9 56 346
Region X 16 4.7 667 3.5 42 30, 4

TABLE 6,—PATIENT MOVEMENT AND ANNUAL VOLUME OF SERVICES IN INPATIENT SERVICE OF RESIDENTIAL
ET%A‘MENI CENTERS BY SIZE (BASED ON NUMBER OF 8EDS) AND GEOGRAPHIC REGION: UNITED STATES,

Patient movement during years Annual volume of services
. Discon-
Residents tinua- . X
Size (based on number . .at  Additions tions  Residents Patients Average  Number of
of beds) and beginning during during atend under resident patient
geographic region of year year year of year care patients days
All residential
treatment
centers_....... 17,547 12,179 12,029 17,697 29,726 17,624 6,337,926
Size’ %based on number
of beds):

Under 25 beds - 1, 354 1,145 1,205 1,294 2,499 1,324 457, 836
25 to 49 bed . 4,231 3,199 3,142 4,288 7,430 4,260 1,504,614
50 to 74 bed . 3,691 3,079 2,989 3,281 6,770 3,73 1,333,683
75t093 beds_..._.. 2,084 1,874 1,877 2,081 3,958 2,083 739, 866
100 beds and over. . 6, 187 2,882 2,816 6,253 9, 069 6,220 2,291,927
1,617 958 907 1,668 2,575 1,643 580, 907
2,820 1,676 1,589 2,907 4,49% 2,864 1,012,828
2,331 850 866 2,315 3181 2,323 824,187
800 685 3 922 1,485 861 350, 086
4,004 3,120 3,076 4,048 7,124 4,026 1,436,597
1,826 1,067 1,210 1,683 2,893 1,785 642, 283
661 668 680 1,329 671 zg, 8; g

445 422 342 825 867 485 163, .
2,439 2,203 2,295 2,347 4, 642 2,393 875, 120
€04 $30 532 602 1,134 603 212,011
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TABLE 15.—NUMBER AND PERCENT DISTRIBUTION OF EXPENDITURES, RESIDENTIAL TREATMENY CENTERS
BY TYPE OF EXPENDITURE AND SIZE (BASED ON NUMBER OF BEDS): UNITED STATES, 1973

Operating expenditures
Total Other
Total operating opersting Capital
Size (based on number of beds) expenditures  expenditures Salaries  expenditures  expenditures

Annual expenditures in thousands of dollars

242,348 222,550 144,788 77,762 19,798
21,366 - 20,862 13,801 7,061 500
57, 349 52, 549 35,730 16, 819 4,804
52, 067 50, 32,415 17,679 1,973
24,812 23,707 14,726 8,98 1,108
86, 754 75,338 48,116 27,222 11, 416

Percent distribution of expenditures
Allsizes. .. .y 100.0 91.8 59.7 32.1 8.2
Less than 25 beds... . . 100.0 97.6 64.6 33.0 2.4
25t0 49 beds. ... 100.0 91.6 62.3 29.3 ' 8.4
50 to 74 beds. 100.0 9.2 62.2 4.0 3.8
- 751099 beds. .. .- 100.0 95.5 59.3 36.2 4.5
100 beds andover................ 100.0 86.8 55.4 314 13.2

TABLE 16.——AVERAGE EXPENDITURES PER PATIENT DAY AND PER DISCHARGE IN RESIDENTIAL TREATMENT
CENTERS, BY TYPE OF EXPENDITURE AND SIZE (BASED ON NUMBER OF BEDS): UNITED STATES, 1973

Operating expenditures
Total Other i
Total operating . operating Capital
Size (based on number of beds) expenditures  expenditures Salaries expenditures  expenditures

Average expenditures per patient day

All sizes. ... . ... ... $38 $35 $23 $12 $3
Less than 25 beds . 46 45 30 15 1
25to49beds_ ... ... __. 39 36 24 12 3
S0to74beds........ . 39 37 24 13 2
751099 beds........... 34 32 20 12 2
100 beds and over. 38 33 21 12 H

Average expenditures per discontinuation

All sizes $20, $18,795 $12,198 $6,597 $1,594
Less than 25 bed 18,341 17,932 11,834 6,098 409
25 to 49 beds. 18,922 17,420 11,817 5, 603 1,502
50 to 74 beds. 7,088 16, 476 10, 634 5, 842 612
75 to 99 beds. 13,437 12,872 7,974 4,898 565
100 beds and over 31,133 27,239 17, 351 9,888 3,894




107

TABLE 17.—DISTRIBUTION OF RESIDENTIAL TREATMENT CENTERS (RTC'S) BY RESPONSE TO SPECIFIC ITEMS
ON THE 1973 INVENTORY OF MENTAL HEALTH FACILITIES

Response Nonresponse
Number
of RTC’s Number Number
Dataitem and group surveyed of RTC’s Percent of RTC's Percent
Number of beds 340 ktl 92.4 26 2.6
RTC’s by m(nrhlc region 340 3 92.4 26 7.6
Type of ownership. . .. 340 34 92.4 26, 1.6
Type of service modes:
Bybedsize. . ... ...l 340 34 92,4 26 1.6
By geographic reglon. ... .. .oiooiooo... 340 314 92.4 26 1.6
Region |.._... 41 7 90.2 4 9.8
Region 11._. 36 33 81.7 3 8.3
Region I11__ 2 4 100.0 coceecienrceacaiercanae
agion 14 H 100.0 «peeernamsemneneneeses
Region V. 104 7 93, 7 6.7
Region VI.. 22 0 90. 2 9,
Reglon VII . 20 8 90. 2 1
Reglon VIHI 15 5 100.0 - oeooiiiiiiiieieases
egion | i 41 87, 6 12.8
~ Reglon X 16 4 87 2 12,5
Patient movement
bed size. .. ... i, 340 292 85, 48 4,
By geographic reglon. 340 292 85. 38 4.
eglon |- . .o.oo.o.oo. 4] 2 78 9 2,
Reglon M. 36 9 80, 7 9,
Reglon 111__ U 1 87, 3 2.5
Region | 15 5 100.0 C oo iiiiieaane .
Region V. 104 92 88. 12 11.
Region VI 22 0 90. 2 9.
Region VI 20 7 85. 3 5.
Reglon VI 15 3 85, 2 3.
Region IX 47 40 85. 7 4
Reglon X._._. . 16 13 8.3 3 8.
Number of staff and hours worked by bed size...... 340 312 9l 28 82
Expenditures:
ybedsize. .. ... ...l 0 285 83.8 55 6.
By geogra| . 340 297 87.4 43 2,
Region | 41 36 F18 1 2.
Region 1. 3% 31 86, 5 3,
Region [N 24 24 100.0 «oceneiicicienennss -
Region IV 15 14 93, 1 6.7
Region V. 104 92 88 12 1.
ogl 22 18 81, 4 18,
Region VI 20 18 2 10.
Region VIii 15 14 93 1 6.
egion | 47 37 78. 10 21.3
Expandit Region X ot i niineon 16 13 81.3 3 18.7
xpenditures per patient day and per discontinuatio
9 A 30 285 8.8 55 16.2




TABLE 3.—EXTENT TO WHICH NEEDS FOR PSYCHIATRIC SERVICES WOULD BE MET IN RELATION TO VARIOUS ASSUMPTIONS OF NEED: ASSUMING 1971 USE RATES ONLY, BY AGE,
UNITED STATES, 1975 AND 1980

Estimated Estimated  Estimated number of persons needing car:
m I number oum as:uming g eare, Number in neod not receiving care, assnming Percent unmet noed, assuming
popu ma
jent recelvil Zrcmnl 10rcrunt 20 percent 2 percent 'mr‘omu 20percent 2 percent mrun mrmd
mollsand(;) M:piso%:: Cinrs n need n need in need in need need in need in need need need
Age () @ ()] @ ) ®) @D ® ® 0) qan a2
1975
Total, sllages____._. 215,324 4,237,576 3,390, 061 4,306,430 21,532,400 43,064, 800 1,060,510 18,142,339 39,674,739 4.6 .3 .1
18, e 109 377 647, 502 180 810,900 13,621, 800 )! en 163, 398 974, 298 52.5 90.5
Veder T ns,xso ot BT 3 525 000 4 S om 3 0.0 N4 ¥,
Ew EL OCRE OIER (ER .4 e ogme & Zi M
2542 20,354 43,400  2)217,000 4,434,000 2506 L3966 4,213,646 50.3 9.1 %5.0
4,500,344 3,600,275 4,573,522 22,867,600  45,735.200 1,030,028 19,267,325 42,134,925 25 .3 .1
69, 839, 566 687,653 920 600 929, 200 705, 267 97 241, 547 50.6 90.1
29, 760.568 Gm, L%m g.'gg,'m lg.'m,zoo %, 0 %g’ls:lﬂ lg.’ml,‘m 0.0 N1 g:é
R wE CRE B (AR qma o 2R dEs 8 R R
6Sendover_______TT 24,053 22,52 324,018 481,000 2,405,300 4,810,600 A 212 4,56,5% sLa 9.3 %1
1U.S. Bwuudﬂietcnsus.Sonqumochondmu.s. population (“Current Population Re- Col. 4=Col. 1 .02,
P-25, No. 493). Col. 5=Col, 1X.10.
oc&fimmwzz?:wmz obtained by appyiag 1971 patient careapisode rate por 100000 Cal = Gal 4 SCol:3 (Nots: For this colume segative values wore assumed 1o be the
. 2— i re epi: - H
puhﬂon(l.SGSpwl ,oootomepmm g T2 tog m’lzhmmd?;muﬁm fof services b met, Also the totai is the sam of the the parts) %o bezero, 2. the aeed
plﬁmtcmo}pmdes zup Mndsmmummmeom Col. 8=Col. 5—Col. 3.
uyaﬁmmlss mo pammwup Col. 9=Col, 6—Col. 3,
3—Represents a conversion of sodes into number of persons accountin fu Col. 10=Col. 7-+Col. 4.
these eplsodes Mmul:gl ing patient m-plsodu .lmdm Thufmmdon Col. 11 =Col. 8+-Col. 5,
findings of the Maryla ychiatric Case Register every person in that register had an avonzo Col, 12=Col. 9-+-Col, 6.

w
L
-
-
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Fiscal year 1976: 48 percent of medicald eligibles under 21; 18.4 percent
expenditures for services to under 21's.

Mental Health Services

1, 28 States currently cover children under 21 for Inpatient psychiatric care. 24
provide other services, e.g., clinic, outpatient, evaluations.

2. In fiscal year 1976, 11.1 million children under 21 received services under
Medicald. It is estimated that only 7,000 received covered services in mental
hospitals. (.083 percent received services in mental hospitals.)

8. Children receiving inpatient psychiatric care in mental hospitals accounted
for an estimated 6.4 percent of all recipients of mental hospital care under Medi-
caid in fiscal year 1976.

4, In fiscal year 1976, $503 million were expended for mental hospital care; it
is estimated that $45.8 million (roughly 9 percent) was expended on children
under 21,

34-464 0 -9 - 8
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EXECUTIVE SUMMARY

. PROLOGUE

Developmental assessment is an extraordinarily complex
topic, but one which holds enormous promise for all children.
Attempting to make recommendations about developmental
assessment perhaps approaches the level of a Herculean
task.

In view of the work ahead of this group | am reminded
of a story which appeared in the Washington Post sup-
plement. The story was set on an ancient Roman gailey
and the Hortator, the one who bangs on the drum to
keep oarsmen in cadence, says—"l got some good news
and some bad news! You all get steaks tonight!” “Yea!"”
“Yeal” from the rowing benches. “And now the bad-—the
Captain wants to go water skiing tomorrow!” | get the
feeling that the organizers of this conference are avid
water skiers. {Hurt, 1974)

The Early and Periodic Screening, Diagnosis and Treatment
Program (EPSDT) became a mandated service under the
Medicaid Program through an amendment in 1967 to the
Social Security Act, Title XIX, Section 1905 (a) (4) (B). Effec-
tive July 1, 1969, it required

. . . such early and periodic screening and diagnosis of
individuals who are eligible under the plan or are under
the age of 21 to ascertain their physical and mental
defects, and such health care, treatment, and other
measures to correct or ameliorate defects and chronic
conditions discovered thereby as may be provided in
regulations of the Secretary.

We recommend that a major shift in emphasis and con-
ceptualization be made with reference to EPSDT and de-
velopmental issues. These recommendations flow from a

vii
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consideration of a wide variety of salient points, the most
basic of which is that development is not a disease which
yields a judgment of present or absent. We are basically con-
cerned with the concept of competence—how well has a child
met, and how well does he now meet, the expectations im-
plicitly and explicitly set by his society for an individua! of
his/her age and sex group. .

The legislation authorizing EPSDT makes it national policy
that the development of our children, our future citizens, be
safeguarded so as to insure that each child reaches maturity
functioning at 2 maximum level of development. This goal is
more than the finding, the study, and the treatment of disease.
The guardianship of the health of children is in the national
interest as well as in the interest of the individuals; this is
the essence of EPSDT.

Parents must be accepted as full partners with the profes-
sionals who plan and staff the services provided for children.
If responsible parenthood is to be encouraged, then parental
involvement must be fostered. No single department or unit
of the Federal government nor of local governments, and no
single profession, has “the key"” alone to promoting childrens’
development. Only through coordinated service delivery as
proposed herein is this possible.

We must develop a system of health care that treats the
person rather than the disease or dysfunction. We are urging
the development of a system for the protection of child de-
velopment, a system of developmental review.

No single test or instrument is recommended because
none could possibly be used for the adequate accomplish-
ment of a developmental review for all ages and functions.
Each review must include multiple assessment procedures
tied to the age of the child and the dimensions to be assessed.

Any system of review must be predicated upon parental
and child involvement in the review,

Any review must be oriented to the discovery of develop-
mental strengths as well as weaknesses, not to the exclusive
search to rule in or rule out pathology.

Every attempt must be made to voluntarily engage and
utilize parents in the entire process of continuity of care and
developmental review.
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We recommend this system for all our child citizens. We
encourage the recognition that the current law as specifically
written is inadequate, undesirable and almost impossible to
implement, but if the welfare of children is the goal, this
proposed system should be set in its place.

There must be an integration into the EPSDT program of
payment for all services which are needed by a child or family
as a result of developmental review, including special educa-
tion costs,

Our basic message is that developmental review is much
more complicated than it appears when it is labeled “develop-
mental screening” but yet the system of developmental review
holds out enormous promise. We are, in this program, at a
point of crisis; it is instructive to note that the word crisis
in Chinese calligraphy is the blending of the two symbols for
danger and opportunity.

National and individual interests may or may not coincide
in a screening operation; indeed they may sometimes be in
conflict, but they will always coincide with regard to the
guardianship of the development of our future citizens. Thus
the issues are more complicated and more relevant to both
national and individual interests than the critical incident
style of assaying or analyzing for specific fixable defects. The
issues are more in the realm of a periodic review of a process,
that of development. They are relevant to all children. Further,
they are more relevant to a synthesis of function, supports,
and developmental needs than to analysis and fragmentation.

Once this departure from the former conceptual model is
accepted, we can go on to the details. To state it most con-
cretely, we believe with reference to developmental and
psychological issues, that the national mandate for EPSDT
may better be stated by a change in name to EPRDT; the “R"”
representing a developmental review rather than a screen.
The function of the review is to assess the ways in which de-
velopment is occuring, the form that it is taking.

It then follows that national and individual needs and pri-
orities will determine the processes to be used for the review
and the resources available. The process and the resources
will in turn determine the level of review, the ages served, and -
the backup treatments to be made available. it is at this final
level of conceptualization where specific methods of review
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may be suggested, and specific ways of delivering services
involved in this review may be proposed.

It is apparent that the present legislative language, which
states that there shall be screening “. . . for mental de-
fect . . .”, is clearly inappropriate. The proper emphasis, in
our opinion, is upon a process of developmental review, with
the object being to identify strengths and competencies as
well as weaknesses and defects.

It is assumed that the legislative intent of the EPSDT Pro-
gram was to establish a national policy such that the develop-
ment of the child be safeguarded in order to insure that, as
with any other national resource, the resource is available
to the nation. To that end, it is assumed that the raison d’ etre
for the program must be the husbanding of our child resources,
from both a humanitarian and an economic point of view, and
that the EPSDT Program must not have a narrow focus upon
defect, but must look as well toward the optimization of the
development of the child.

The policy surrounding the fuller implementation and de-
velopment of the Early and Periodic Screening, Diagnosis and
Treatment Program should be based on three principles:

1. a national commitment to the well-heing of all chil-
dren

2. a fostering of parental involvement

3. a pooling of professiona! and parenta! knowledge.

A policy for children must give practical recognition to the
fact that they are the citizens of the future. Their develop-
ment determines the fabric of tomorrow's society. At a time
when resources are limited, there is a case for concentrating
them where they can do the most good, in the area of well-
being of children and families.

Il. RECOMMENDATIONS

A. Our first recommendation is that the EPSDT mandate be
broadened to apply to all children in this country so that a
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system of developmental review and protection might be
planned for comprehensive implementation. It is also urged
that funds be made available for the development of health
care resources, including manpower, facilities, and research
and development.

B. In the interest of pooling resources, consolidating efforts,
and effecting maximum impact, we recommend that the cur-
rently existing extensive overlap in functions and goals of
existing Federal programs be eliminated. The Maternal and
Child Health program, the Education for All Handicapped
Children Act (PL 94-142), and other programs sponsored by
NiMH, NICCHD, BEH and OCD/Children’s Bureau have signi-
ficant duplication of effort with EPSDT; a thorough review of
existing programs and agencies serving children should be
undertaken, with the goal of effecting such mergers as would
improve our services to children and reduce duplication.

C. The establishment of an EPSDT Coordinating Office at the
local level is recommended; the function of this local coordi-
nator will be to insure that the review, referral, treatment,
information dissemination and follow-up resources of the
community be utilized in carrying out the goals of the
“merged"”, coordinated EPSDT program. Also recommended is
the establishment of EPSDT Community Coordinating Councils
to include the schools and all service agencies, as well as
representatives of parents and service providers.

D. These support systems are being recommended in order
to enable and facilitate planning on the local level; identifica-
tion of gaps and needs in the service resources; coordination
and stimulation of services relevant to achieving goals of
EPSDT, and cooperation and contribution to the external
evaluation of EPSDT. We clearly are recommending multiple
models of service delivery depending on the characteristics
of individuals and agencies available as support systems.

E. We recommend a new approach to the discovery of
“handicapping conditions” or “mental defects”. Develop-
mental review is seen as the first step in engaging children
and parents in an ongoing concern with their health and well-
being. We see it as a way of promoting strengths, as a way of
engaging parents with their children, of strengthening these
parent/child ties, and of reducing the anxiety so prevalent in
our society today regarding issues in parenting and child
rearing. This is a true system of health care versus specific
medical care.
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F. As the individual with primary responsibility for the care
of the child and for the facilitation of development, it is vital
that the parent or other caregiver be meaningfully involved in
the process of developmental review,

G. Such developmental review should, to the maximum ex-
tent possible, avoid coercion such as mandating that the de-
velopmental review be a condition for a survival need such as
a welfare payment, Vigorous efforts should be made to insure
voluntary participation by the parent in the developmental
review,

H. Such developmental review should, to the maximum ex-
tent possible, provide significant benefit from participation, in
the form of a better understanding of the child, with the aim
being to provide assistance to the parent in coping with
developmental issues, and facilitating future development.

. Such developmental review should, to the maximum ex-
tent possible, recognize, respect and incorporate ethnic, cui-
tural, social and linguistic differences that exist in a pluralistic
and culturally and ethnically diverse nation such as the United
States. '

In a free, pluralistic society, there are clear boundaries on
the scope of legitimate inquiry into personal and familial
concerns. Therefore a mass- government financed screening
program should be limited to:

1) those measures of organic functioning and basic,
adaptive coping skills which enjoy a high degree of
consensus within the health professions and effected
communities, and

2) those behavioral factors especially associated with
learning, language and speech development, motor
skills and perceptual abilities.

Specific assessment of emotional and behavioral adjustment
and parent/child interactions should be left to parental initia-
tive and sensitive clinical observation (Stage Three as herein
proposed.) ' '

As an integral part of the initial outreach phase of a de-
velopmental review effort, parents should be provided in the
language most appropriate to them, a written description of
the nature and purpose of the proposed procedures, including
adequate assurances of its quality, confidentiality and bene-
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fits to the child and family, At the time the parent personally
appears, he or she should e -erbally informed of the nature
and purpose of all developmental review procedures, and
should be notified that selective participation is possible. A
refusal to authorize any given procedure must not jeopardize
the child's access to any other aspects of the program. Parent-
al consent should then be obtained for each procedure and for
any proposed transfer of records or information upon comple-
tion of the developmental review. Each child being served
should be informed of the nature and purposes of the pro-
cedures and their results to the maximum extent possible con-
sistent with his or her level of intellectual and emotional

maturity.

Any transfer of developmental information between and
among systems is recommended only when the information
would be helpful in identifying those conditions under which
a child functions best, so as to enable, for example, optimal
school placement. It is our recommendations that only diag-
nostic (Stage Three) information that is pertinent to educa-
tional prescription for the child be communicated to the
schools, subject always to informed parental consent.

J. It is strongly recommended that no single instrument for
development assessment be mandated nationally, There is no
one single instrument, inventory or assessment tool that is
totally satisfactory.

Any instruments, materials and methods for developmental
review within the EPSDT program must be normed for the
minority group with whom they are to be used. They must
also be interpreted by persons who are familiar with the
economic and cultural background of the populations being
assessed. _

K. The system for developmental review must be clearly
recognized as a system, not a piecemeal approach.

We recommend research and development or demonstra-
tion projects to develop measurement and evaluation standards
appropriate to the assessment of children and their environ-
ments. There should also be research into the methodology of
developmental review with emphasis on a variety of assump-
tions and theories related to age and ethnicity.

There must be the development of strategies for the
simultaneous selection of measurement variables and the
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identification of program needs, for the establishment of
research, development and evaluation priorities. There must
be an emphasis on the overlap between research and con-
sumer priorities. In addition, there must be provision for taking
into account family needs and values in the conceptualization
of measurement related problems, and in the development,
selection and application of any measurement or other instru-
ments, Parents and those directly responsible for the welfare
of the children must be involved in all decision making
processes in this area.

The focus in interpretations of assessment must always
be on individual differences that will lead to appropriate inter-
vention for each specific child, as opposed to a focus on
group difference and comparisons.

There should be a collection of multi-measure, multi-do-
main, multi-function measures from which instruments may be
selected at a local level, by local option for Stage Two and
Stage Three reviews.

L. Adequate developmental review would include factors
from these areas:

1) Dbiological dimensions

2) psychological dimensions

3) family dimensions

4) environmental/social/cultural elements

M. The review should be carried out in three stages:
1) Stage One

a. The biological dimensions would be reviewed
within the framework of the pediatric physical exam-
ination, which would be expanded to include an
opportunity for the child and family to discuss, if
they so wish, any stresses or problems with which
they would like help, or to identify strengths and
support systems that could be engaged to provide
for furthering development.

b. An assessment of the child’s functioning would
be done based upon the parents’ report in the
areas of development of skills and emotional and
behavioral status.
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2) Stage Two

Direct observation of the child’s functioning, utiliz-
ing a variety of broader developmental screening in-
ventories or instruments.

3) Stage Three

This stage of developmental review would include
detailed aspects of the four domains: biological,
psychological, family, and environmental/social cul-
tural, The psychological domain would include a wide
variety of functions—cognitive development, coping
strategies, social development, emotional develop-
ment, language and speech development, auditory
perception, visual perception and physical func-
tions.

This extensive review of a child's development at Stage
Three, this clinical assessment, must be done with great
clinical sensitivity by people highly skilled both in chiid de-
velopment and in working with parents.

N. It is clearly necessary that we develop appropriate instru-
ments in order that all stages of developmental review be
carried out most adequately. There is not at the present time
a single, universally acceptable too! for developmental review
although there is a multiplicity of such instruments appropri-
ate in differing situations and for differing developmental
problems.

It is strongly recommended that the Medical Services Ad-
ministration take a leadership role in establishing task forces
and demonstration projects to develop further review pro-
cedures relative to acceptability, standardization norms, instru-
ment reliability, instrument validity, concurrent validity, use
by paraprofessionals, cost effectiveness and availability. In
developing parent questionnaires, concerning their child’s de-
velopment, it is obvious that the questionnaires must not be
trivial, must have developmental implications, and must have
cross-cultural validity.

0. It is also recommended that a separate task force be ap-
pointed to supply a list of tests currently available, with in-
formation on how well they meet these criteria (section N
above) of appropriateness, and in what areas of psychological,
family and environmental review.
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in connection with this, it is strongly recommended that
there be constructive use made of data already available
from past projects such as the collaborative studies, in order
that we may become much more sophisticated about issues of
longitudinal prediction.

After two years, no standardized procedure should be
utilized in the program until it has been approved pursuant to
regulations adopted by the Secretary. In the interim period, this
Task Force shall review standardized procedures currently in
use to determine their compliance with these above mentioned
criteria. and shall recommend appropriate regulations to the
Secretary.

P. ltis recommended that a separate task force be developed
that would collate and make available to local communities
the varying models of parent based ''treatment” programs
that have been developed, and also make available the
wealth of parent education materials that currently exist in
many scattered places. This particular use of parent educa-
tion materials holds within it a truly exciting and innovative
approach to health care in this country.

Q. Any developmental review system initiated under EPSDT
should clearly reflect the important distinction between the
disease recognition and prevention model, and the cultural
diversity model. Screening may legitimately utilize the
“disease model” during the years of infancy and early child-
hood development when the child's primary sociai group is
the family; in doing so, however, developmental review must
focus primarily on the child's “physiological” development.
Conversely, as children enter the mandated school system,
when their behavior is evaluated with reference to the expecta-
tions of the social group, developmental assessment neces-
sarily encompasses behavioral measures, and policies must
therefore be formulated within the normative framework of
the *cultural diversity” model.

R. It is recommended that specific guidelines concerning
program evaluation be developed by a task force of experts
who have specific competency in this area, We caution that
this must be done quite soon, so that elements considered es-
sential to proper program evaluation be included in those
programs now in the process of implementation. Evaluation of
EPSDT should be done in relation to specific, predetermined
process and outcome measurements.
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One of the most important issues in evaluation must be
the inclusion of a search for possible positive and negative
side effects of any system of developmental review on chil-
dren and their families. This would include an investigation
of any problems associated with potential ‘“labelling” as a
consequence of the administration and implementation of
any of the aspects of developmental review herein recom-
mended.

Research must be set up to provide answers to cost issues,
and to develop appropriate systems for collection of data to
estimate costs and benefits of publicly financed child health
programs.

S. The proper implementation of EPSDT across the country
will require the development of training programs in order to
increase the sophistication of professionals in the area of
normal development, developmental review, and opportunities
for the developmental protection of children. Therefore, we
recommend that there be an expansion of existing sources of
funding so that training programs necessary for existing pro-
fessionals who will contribute to the achievement of the goals
of EPSDT be made available. We include in the group of
eligible professionals: physicians, nurses, teachers, psycholo-
gists, social workers, school counselors, and speech path-
ologists and audiologists. Training programs should be car-
ried out by existing accredited training resources and institu-
tions (for example, universities, state colleges, community
colleges). Training could be offered in the form of workshops,
courses, seminars, and inservice training programs. We also
recommend that training funds for paraprofessional person-
nel be made available on the assumption that Stage One and
perhaps Stage Two of the developmental review process will
be carried out by such personnel, and on the assumption that
a great deal of the parent support work will also be carried
out ultimately by paraprofessionals.

We urge increased effort to sensitize health professionals
to the problems of parents, to the issues of ethnic diversity
within this pluralistic socety, and we urge that health profes-
sionals be trained to offer increased support and counseling
to all families.

In order to achieve the goals of EPSDT, special resourcés
for developmental review need to be created to supplement
the kinds of assessments typically done by physicians. The
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nature of these special resources are largely specially trained
personnel. Such personnel should have extensive skills in
using developmental evaluation techniques, should know
something about the arena in which physicians operate and
similarly should have some familiarity with the nature and
requirements of effective educational settings. They must
also know about parents, about families, their ethnic and
economic diversity and the realities in which they live in our
society.
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RATIONALE AND ELABORATION

1. What is Developmental Review?

It is evident that the development of a child is a process,
requiring periodic review to insure that development is pro-
ceeding adequately. Thus the term “screening”, with its con-
notation of searching for a defect, is less appropriate than is
the term ‘“developmental review” which implies a process
orientation rather than a simple cross-sectional view. While
it may be difficult to change the present legislative language,
it is urged that the process of developmental review be
strongly encouraged, and that the concept of developmental
screening, which is more appropriate to medical or disease
oriented conceptual models, be avoided.

Developmental review in the context of a health program
has three goals:

1. The promotion of strengths of a child and family to cope
with the various tasks of living;

The prevention of specific developmental disabilities;
Early case finding;

At this time we are recommending an entire reconceptu-
alization of developmental assessment within the EPSDT
program. The elements of “Operation Rethink"” involve a reas-
sessment of what “mental defects” are; what mental health
and development are; the role of the family in child develop-
ment; the orientation of a screening, diagnosis and treatment
program around the integration of the family within the sys-
tem; and finally, how one produces developmental gains via
various support systems.

Under the proposed system of conceptualization there is
no way in this field to identify precise tests to distinguish be-
tween “normal” and “abnormal” children; there are dozens of
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crucial functions subsumed under the concept of develop-
ment, since development is not one thing. Developmental
review would thus consist of an assessment of these functions
rather than the specific diagnosis of a condition, A functional
assessment, a profile of strengths and weaknesses, or assets
and liabilities, describes the transactions between the child
and the world around him in terms of the tasks asked of
him and the people significant to this life, in the context of
the particular setting in which the child is found and at the
particular time of every developmental review. The outline of
assets and liabilities, strengths and weaknesses, is clearly not
related solely to the functioning of the child but is defined
specifically in relation to the expectations of the important
people and institutions in a child’s life: family, school, friends,
whatever is uniquely and individually important to any one
particular child.

The effects of early life experiences as well as the effects of
recent experiences such as a divorce in the family, the loss of
a parent or other significant person via death, situational
issues such as a fear of the procedures, all have a powerful
effect on the ability of a child to demonstrate the quality of
his functioning during any specific review. Developmental re-
view would thus assume that the child and his environment
(including significant caregivers) are a unit and are not divisi-
ble. One does not exist without the other, One cannot be re-
viewed adequately without consideration of the other. De-
velopmental review concerns itself with what goes on between
the child and this environment on the biological, psychological,
social and cultural levels.

It is just as foolish to search for a single method of ob-
serving a child’s development as it is to tell a physician that he
must use only one method (using a stethoscope versus using
a thermometer versus visual inspection, for example} to com-
plete an entire physical examination, However, it is obvious
that a combination of methods will allow the observation of a
set of significant functions. It must be stressed repeatedly
that development is not a disease which yields a judgment of
present or absent. We are basically concerned with the con-
cept of competence—how well has this child met, and how
well does he now meet, the expectations implicitly and ex-
plicitly set by his society for an individual of his/her age and
sex group?
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This approach raises a host of questions and issues. To be
addressed are such considerations as the difference between
medical and psychological screening, diagnosis and treatment;
the difference between an individual problem of a child and
the matrix of social problems that might be reflected in a
child. Also to be addressed are issues such as primary pre-
vention as the detection of disease in non-symptomatic
persons versus the newer concept of promoting strengths and
promoting health. One must also consider health care in gen-
eral versus medical care; this is a particularly prominent is-
sue since EPSDT is essentially a medical care system.

With all the foregoing in mind, we recommend a new ap-
proach to the discovery of “handicapping conditions” or
“mental defects”. We do not see developmental screening
only as a quick, simple procedure to identify those in need
of further study but rather we see it as the first step in a way
of engaging children and parents in an ongoing concern with
their health and well being. We see it as a way of promoting
strengths, as a way of engaging parents with their children, of
strengthening these parent/child ties and of reducing the
anxiety so prevalent in our society today regarding issues of
parenting and child rearing. This is a true system of health
care versus specific medical care.

We run the danger within developmental review of the
fallacy of misplaced concreteness. There has been in the past
an almost obsessive concern with the number of false positives
and false negatives that each specific test yields. This is not
truly the issue; the issue is what a parent thinks of his child,
how he perceives the child, and how the child thinks of him-
self/herself. In addition it must be noted that this obsessive
concern makes it sound as if there were a magical treatment
available once the case is ‘diagnosed” according to this
single all powerful instrument. That this is not the case will be
reviewed in the following section. Again, we see the screening
process and the diagnostic process themselves as the first
order “treatment”’, through the engagement process by helping
a parent think about the child’'s emotional and developmentat
status in a new way, in the context of a relationship with a
helping person, a health professional in the broadest sense
who is interested, who cares, is supportive and listens,
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Engaging the Parents

In order to accomplish the goal of assessing a child's
growth, strengths and weaknesses, one must as a prerequi-
site engage the cooperation of his parent or caregiver. Al-
though logical, this process is at times ignored. This leaves
the parent non-engaged, virtually sabotaging any cooperative
effort on the part of an “outsider” to assess the function of a
child. In actual practice this also leads to a very low number
of return visits for diagnosis and treatment, when referral is
made without parental engagement.

The parent is the only observer of a child's rate of growth
from birth until school age. Health professionals are not
predictably involved in any consistent manner. When the
child enters school, a new observer is identified, the teacher.
Therefore, the parent must be engaged early in the infant's
life in order to utilize his observational skills in developmental
review, The teacher likewise can be a valuable adjunct with
parental approval to give information about the rate of growth
of the child. The exclusion, however, of the parent when the
teacher's observations are sought, can lead once again into
a sabotage of future attempts to assess the child.

All parents, whether single or “coupled”, have some fears
about outsiders observing their child, and indirectly their
“'parenting”. These fears can be stated as a ‘“fear of labeling:
good parent—bad parent” with a further extension of such,
‘‘good child—bad, defective child”. Since parenting is fre-
quently filled with ambivalent feelings of whether or not the
Yeffort is enough”, the fear of intrusion from an outsider is
constant. On the other hand, the assistance and clarification
of areas of concern are greatly welcomed and invited.

A further fear is that if any defect is discovered, there will
be in fact no assistance or treatment for the correction of
such. With these considerations in mind, the following sug-
gestions for engagement are made:

1. Every attempt should be made to voluntarily engage
the parents and the child. Coercion by mandating an
exam or by attaching the exam to a survival need
{money from welfare), immediately raises resistance
and anger.
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2. In order to have the parents cooperate, they must
understand the benefits of participation. A model
allowing for parents to evaluate the child first (parent-
al irventory) with the opportunity to discuss areas of
concerns as well as strengths, allows parents to
look forward to assistance, rather than to fear ‘“criti-
cism”,

3. The process of engagement should follow the
stages of the parents’ assessment of their child's
development, and the parents’ participation with a
health worker to talk about areas of concern. (This
also offers the opportunity for direct observation.) It
would, in addition, be important at this stage to have
a health worker who is bicultural and bilingual.

4, Although there may be a period of time from the
initial contact to the definitive ‘diagnosis"”, the
process of engagement with parents will enable the
review to proceed. The failure to follow this engage-
ment process could negate the opportunity to pro-
ceed to the desirable goals of treatment, remedia-
tion and facilitation of growth and development.

5, The definitive diagnosis, even though confirmed by
criteria and norms, must be shared with the parents
by a health professional with high sensitivity, exper-
tise and knowledge of the parents.

6. The earlier the engagement process takes place, the
easier it will be to have an accurate assessment of
the child. Once rapport has been established at an
early age, ideally birth, the review can take place with
ease.

2. Some Considerations in Developmental Screening,
Diagnosis and Treatment: Strengths versus Weak-
nesses

We must think very clearly about the implications of the
difference in concept between screening oriented to promotion
of strengths and prevention of disorders, and screening ori-
ented to defects, damage, dysfunction, ilinesses and weak-
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nesses. We select tests partially on the basis of what use is
going to be made of the results. The emphasis on defects and
weaknesses leads to many ethical, social and psychological
problems. In order to be concerned with success rather than
failure, we need to establish a non-pathological model. As
Brazelton (1976) has said,

A new model is needed in pediatrics—a non-pathological
model. With such a model that identifies the strengths of
parents and children, the pediatrician would present him-
self as an advocate rather than a labeler. The Hawthorn
effect would be great—expectations that they would suc-
ceed might reinforce their sense of dignity, of their own
coping capacities, instead of the kind of expectancy to
fail which, too often, they find now.

This viewpoint is especially important if we are to screen
for mental retardation where, without ignoring pathology, we
must be concerned with positive adaptive, coping capacities
and not just with “defective” scores or failures on formal 1.Q.
testing.

The Nature of Intelligence and the Concept of Development

The traditional assumption is that mental retardation is a
chronic handicap that exists in a person as an individual
characteristic, unrelated to the circumstances of that indi-
vidual's life. There are two models, then, of retardation: the
pathological und the statistical. The pathological model is
based on a disease model that views mental retardation as a
biological dysfunction typified by particular biological symp-
toms. The statistical models states that a person is abnormal
if he falls into the tails of the statistical distribution of the
population on whatever measure is being used for diagnosis.
Both models imply a relatively simple conception of a develop-
mentally constant and pervasive factor of general intelligence,
yet this conception is no longer tenable as a model for
“mental” development.

Intelligence is clearly a matter of basic endowment, health
status, environmental expectations and experience, learning
and definition. The pathological model fails when one refers
to psychologicai functions: development is not a disease that
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yields a judgment of present or absent. There is an enormously
wide range of what is “normal” or “‘average" in developmental
processes, and an equally wide range in the variant rates at
which different functions develop in different children. One
frequently wishes that this were not so, but it must be stressed
that “development is not a single unfolding of more compti-
cated behavior from infancy to maturity, but a process of
learning and interaction.” (Boelsche, 1969)

The Model of Medical Screeni'ng versus Developmental
Assessment

The nature of developmental phenomena discussed above
leads to very different models of screening and assessment.

Medical screening is a sophisticated concept; such
screening is usually simple, quick, capable of “pass or fail”
interpretation; it is applied once to each subject to minimize
non-cooperation, and lends itself to evaluation in terms of
sensitivity, specificity and repeatability.

Developmental assessment of psychological functions on the
other hand, is a clinical procedure to which “pass or fail”
interpretation should not be applied, repeated examinations
are essential and it is not amenable to detailed quantitative
evaluation. (Rogers, 1971). The essentially clinical nature of
developmental assessment must never be overlooked; screen-
ing cannot be a “one-shot” attempt on a parameter that is
developmental.

Developmental assessment involves a description of the
child's adaptive functioning in the major areas of development
of skills (motor, language, self-help, etc.) and adjustment,
including behaviorali and emotional characteristics. Such
description of development and adjustment may be based on
parental report, clinical observation and possibly direct testing
of the child.

Preliminary interpretation of functioning in relation to the
expectable range for children of the same age, sex and cuitural
group then defines a developmental profile of the child’s
strengths and weaknesses. This developmental profile may be
used to define .needs for further evaluation or other inter-
vention.
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There are marked differences in the personnel required,
also, for medical and developmental screening: for medical
screening tests, suitable training in procedure is necessary
but no previous clinical experience is necessary or even de-
sirable. Developmental assessment, on the other hand, should
only be performed by personnel! having broad experience in
the children of the age being assessed, and having specific
training and experience in the field.

If one uses the analogy of screening oranges for size as an
appropriate one for medical screening, then it is easy to see
that the appropriate method for screening is the use of some
sort of size sorting equipment—screens with progressively
finer mesh.

Of course there may be numerous other standard charac-
teristics against which any given orange must be as-
sessed, such as juiciness, sweetness, resistance to
bruising, color, thickness of skin, peeling ease, general
esthetic appearance, etc. Some of these characteristics
are more difficult to mechanically screen and assess than
others, thus requiring the informed, relatively subjective
assessment of trained interpreters to differentiate and
classify them. (Meier, 1973)

This seems an appropriate analogy to developmental screen-
ing and assessment. Because we use the same word—
“screening'’—we seem to have confused the concepts of
medical screening for the presence or absence of disease with
developmental screening, which might more appropriately be
called review of developmental status.

The distinctions between the two models complicate the
generation of a comprehensive, nation-wide screening system.
The dangers of over-generalizing a mode!l which may be
relatively satisfactory in one realm to other, inappropriate
realms cannot be overstressed.

State Behavior

The physiological and psychological state of the infant and
child at the time of testing, that is, the degree of wakefulness,
alertness, anxiety and attention is an important confounding
factor in all screening and assessment efforts and frequently
has been overlooked. Thus it is possible that a fow score on
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some screening or assessment procedures may not be a
function of some deficiency, but rather a function of the child
being in a state inappropriate for that assessment at the
time. The issue of the strange surroundings must also be care-
fully considered in relation to the child's degree of comfort,
and therefore test-taking ability.

Developmental Issues

Screening cannot be a one-shot testing session on a
parameter that is developmental. There is a great deal of
misunderstanding about developmental issues in children,
and about the constant change in their developmental capac-
ities. In addition, infants and very young children are difficult
to screen and assess definitively because of the wide range
of normal inter-and intra-individual variations as they rapidly
grow and develop.

Lack of Predictive Validity

Developmental screening in the traditional sense cannot be
used to predict future potential, because of the nature of
“intelligence"”, because of the limited number of items
on such screening devices, and because of the difficulty of
standardization using different ethnic, socio-economic and
educational backgrounds of children and families. Such pro-
cedures should be used only as observationa! descriptions,
by thoroughly trained examiners, which would then lead to
plans for educational and remedial intervention for each child.
Stability of intellectual functions is very probably in large part
a function of environmental stability, and in no way may one
predict how an individual might do when the environment is
radically modified toward greater enrichment or deprivation.
The predictive validity of developmental screening devices is
thus very poor, based on issues of environmental stimulation
or interference.

Prohlems of Personnel

Since children of pre-school age are frequently shy with
strangers, in a new setting and with strange tasks, the skill of
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the examiners is an especially important issue. In many cases,
bilingual competence will be crucial, as will be a thorough
knowledge of the expectations of each ethnic group for their
children. Programs to develop personnel with such skills, and
to train, re-train, do periodic proficiency checks and constant
supervision are extremely costly.

The “Treatment”/intervention System

The basic question of having a detection system when no
“treatment” is available must be faced. If screening and then
full scale assessment do not guide some form of “teaching”
process or intervention system, why do it? Improvement in the
health status of poor children requires meeting a large volume
of unmet need for health care as well as changes in environ-
mental, social and other factors that affect health status, but
are outside the scope of a reimbursement and support system
related solely to health services detivery. This is a crucial
point, particularly in the area of “mental defects”. Many de-
velopmental “defects” are social, educational or nutritional.
Unfortunately the required services are not eligible for reim-
bursement under the current Medicaid system. The Federal
appropriation for Medicaid does not include, and State Medi-
caid agencies do not have, funds that can be directed toward
development "of health care resources, whether manpower,
facilities, or equipment, or toward research and demonstra-
tion efforts, specifically for the purposes of EPSDT.

When a satisfactory comprehensive developmental screen-
ing system has been field tested and thoroughly debugged, it
is only useful if it plugs into practical intervention programs.
The implementation of early childhood intervention through
EPSDT has enormous potential for impact on the health,
mental health and welfare of the entire country.

3. An Approach to Developmental Review

Given that the process of developmental review is more
appropriate than that of screening, it becomes apparent that
such developmental reviewers must, of necessity, engage the
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parent or other caregiver as a significant aspect of the review
process. Thus, in order to accomplish the goal of reviewing the
development of the child and the concomitant strengths and
weaknesses, the assistance of the parent, or other caregiver
must be engaged. Any such review process must make vigor-
ous efforts not only to engage the caregiver in the review
process, but must also be alert to the psychological dynamics
of the review process, such as the natural ambivalence to
intrusion into the family and consequent concern about ade-
quacy as a parent or caregiver. Any such developmental re-
view process should, to the maximum extent possible:

1. Avoid coercion, such as mandating that the develop-
mental review be a condition for a survival need such
as a welfare payment.

2. Provide for significant benefit participation in the
form of a better understanding of the child, with the
aim being to provide assistance to the parent in
coping with developmental problems, rather than the
anticipation of criticism for inadequate parenting.

3. Recognize the ethnic, cultural, social, and linquistic
differences that exist in a pluralistic and culturally
and ethnically diverse nation such as the United
States. The developmental review process especially
the interpretation of the findings of such a review,
must make a vigorous effort to insure that such differ-
ences are recognized, respected and incorporated
appropriately.

4. Insure that there is adsquate provision for an inter-
pretation and review of the findings with the parent,
taking into account the strength as well as the weak-
nesses of the child, and insuring that the interpre-
tation is, to the maximum extent possible, of practical
benefit to the child and parent in the facilitation of
future development.

Thus, the process of parent “engagement” is viewed as a
primary prerequisite for any adequate developmental review,
and as a sine qua non of the adequate implementation of such
a program.,

Developmental Review

Given an extensive review of currently available materials,
it is strongly recommended that no single instrument for de-
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velopmental assessment be mandated nationally. There is no
one single instrument, inventory, or assessment tool that is
totally satisfactory. Any instruments used must meet the
criteria discussed below. At the current time there is no one
instrument that meets such criteria. There are a number of
assessment tools that might serve as prototypes of approaches
to the adequate conduct of a developmental review, and the
criteria for such exemplars are discussed in the following
section. It is also strongly recommended that the system of
developmental review herein discussed be clearly recognized
as a system for developmental review, not simply a piecemeal
approach. We strongly urge that this system of review be
adopted and implemented, and that appropriate guidelines and
regulations be developed for its implementation.

In essence, the system of developmental review proposes
that an adequate review would include factors for these
areas:

1. biological dimensions

2. psychological dimensions

3. family dimensions

4. environmental-‘social/cultural elements.

The review should be carried out in three stages:

Stage One

The biological dimensions would be reviewed within the frame-
work of the pediatric physical examination. The basic
sampling from the biological domain would be conducted as
set forth in the guidelines for the pediatric examination of the
American Academy of Pediatrics. It is further proposed, how-
ever, that the pediatric examination be stightly expanded to
include an opportunity for the child and family to discuss, if
they so wish, any characteristics of the family situation that
they identify as causing stress and problems, as well as to
identify strengths and support systems that assist the family
in its coping behaviors. Some sample questions that might
be added in the course of the pediatric examination and health
history are:

Who is in the family unit?
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How are the key relationships functioning (parent/child,
couple, child/child)?

Are there health and/or social or emotional problems that
are of concern to the family?

This opening of an opportunity to review problems and assess
strengths and support systems with the health personnel al-
lows for further engagement and child/family development.

The second area to be covered in Siage One review is an
assessment of the child’s functioning based upon the parent’s
report. This would provide an opportunity for the parent,
alone or in interaction with the health personnel, to comment
on the child’s developmental progress and on issues relating
to behavioral adjustment, temperament, coping capacities and
the like. This would involve two sub-sections:

1. A parent report (interview or inventory) of the child’s
developmental skills (motor, language, etc.) that
woulu provide a developmental profile of the child's
functioning.

2. A parental report (interview or inventory) of the
child's adjustment and emotional and behavioral
status.

Both of these reports may, according to local option, be de-
veloped as structured inventories which would permit review
of changes over time as the child is followed in the health
care system. The use of structured inventories would ailso al-
low paraprofessionals a key role in gathering this information.

Stage Two

On the basis of the informal observations of the person doing
the health examination, and on the material from the parent
questions, the parent inventory covering developmental areas
and the parent inventory covering behavior, it would be de-
cided if there were a need to refer a specific child to Stage
Two. In Stage Two there would be direct structured observa-
tion of the child's functioning. This might be accomplished
using a variety of broader developmental screening inventories
or instruments that are currently available. Paraprofessionals
might then be trained to administer these screening inven-
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tories, if interpretation of results and constant monitoring of
reliability were the responsibility of more highly trained pro-
fessionals.

Stage Three

Based on the findings from Stage Two a child might be re-
ferred to a Stage Three assessment of functioning. This stage
of the developmental review would include aspects of the
four domains listed above: biological, psychological, family
and environmental/social/cultural,

In the biological domain, one might envision a child being
referred for careful neurologic assessment, or for an extensive
physical examination and review of health history. The health
history, as specified in the guidelines of the American Acade-
my of Pediatrics will also yield a great deal of pertinent in-
formation on development,

In the psychological domain, the recommendation is that
an adequate developmental review cover behavior representa-
tive of a wide variety of functions:

Cognitive Development

Cognitive Skills

Judgment and reasoning processes (as opposed to out-
come)

Memory

Interest and skill at gaining information

Information about the world

Integration and organization

Attention, persistence

Coping Strategies

Characteristic patterns of dealing with tasks
Motivation

14



141

Social Development

Relation to adults

Relation to children

Seif-help and adaptive skills

Concepts of responsibility and moral dictates

Emotional Development

Affect expression and control
Self-concept, self esteem
Body image

Individuation

Concept of competence

Language and Speech Development

Receptive language; language comprehension
Expressive language

Articulation

Fluency

Auditory Perception

Discrimination
Auditory memory

Visual Perception

Visual

Visual motor

Visual memory

Visual integration

Visual sequenceing and reasoning
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Physical Functions

Movement, mobility
Gross motor
Fine motor

In the family domain, one might use any number of cur-
rently available family stress inventory outlines. One would,
in addition, be investigating the issue of what familial factors
are available to support the healthy development of the child.
One would like to know about parenting issues such as: do
the parents feel they understand the child, do they accept the
child as he is, do the parents feel in control of the child or
is he “beyond” their control, and do they essentially trust the
child. A variety of economic, historic, and human relation-
ship issues might be reviewed for their strength-giving aspects
in child development.

It must be emphasized that the identification of emotional
and behavioral difficulties, and problems with social develop-
ment or parent/child interaction, should be left to parental or
child initiative and sensitive clinical observation. Clinical in-
quiry as it is normally carried out with parents and children
by a 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 healthy develop-
ment 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 child-
care/day care system.

It should be emphasized that at every point in the develop-
mental review, the orientation is toward the child’s compe-
tencies and forces which are facilitating or could facilitate
the child's development.

Is Intervention Necessary?

The final question, of course, is "is intervention neces-
sary?” The entire developmental review is a process of at-
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tempting to understand in successively finer terms the
situation of the child and family that would lead to positive
action. 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 work-
ing method, attitude, motility, interest span, curiosity, how a
child understands 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 to 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 great clinical sensitivity, A
true comprehension of what the clinical process is must be
conveyed to all people involved in developmental review so
that a very clear understanding of the difference between
Stage One and Stage Two material as contrasted with Stage
Three, the usual diagnostic state, is available. “Screening” is
not just faster and simpler; it involves an entirely different
process of understanding.

As will be noted, no specific list of tests, instrument or
observation schema have been included. It was the feeling
of the group that no such list should be made available since
it would automatically signify to people seeing the report that
these instruments were “acceptable”. Two points need to be
made: first, that one of the basic areas of disagreement
covered the use of instruments acknowledged to be inade-
quate, simply to have an instrument, and second, that
it is clearly necessary that we do develop instruments in order
that the developmental review may be carried out most
adequately. The recurrent theme in reports and discussions
is that while it is earnestly desired that there be a uniformly
acceptable set of review procedures, relative to psychometric
validity, norms, cultural/ethnic validity, etc., there simply is
no such set of procedures currently available. it is the hope
that such a set of procedures might be developed, and it is
strongly urged that the Medical Services Administration take a
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leadership role in establishing task forces and demonstration
projects to do just that.

It has been noted earlier that while there is not, at the
present time, one single fully acceptable tool for develop-
mental review of the psychological domains of cognition,
emotion, perceptual-motor functions, or language, there are
procedures that have reasonable ulility to selected aspects of
the developmental review process and are acceptable in
certain situations, Any tool must meet acceptable criteria for
use. The following criteria are proposed for instruments to be
used in the different stages of the developmental review
process, whether the review is direct, with the child, or in-
direct, through the parent or caregiver:

1. Acceptability of the instrument, and its content, to
parent, child and professionals;

2. Standardization norms appropriate to the population
to be reviewed; to include at least the following: age,
sex, race, socio-economic status, and geographic
area;

3. Demonstrated instrument reliability;

Demonstrated instrument validity, through standard
correlation techniques;

Demonstrated concurrent validity;

Amenability of the instrument to administration and
scoring by trained paraprofessionals, if it is to be used
in Stage One or Two;

7. Cost effectiveness;
8. Instrument must be published, and widely available.

Given that the instruments to be used are in conformity with
these criteria, and with appropriate consideration for cultural,
ethnic, racial, and socio-economic factors that may influence
interpretation of the findings from the developmental review
process, this proposed system of developmental review has
the following desirable characteristics:

1. It does not attach a label, or categorize, a child
prior to a much more extended review, referred to
as a Stage Three developmental review;

2. It makes a dedicated effort to engage the primary
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caregiver, the parent, as a collaborator in the de-
velopmental review process, and attempts to insure
that the interpretation of the findings of the develop-
mental review are culturally relevant, as well as
psychologically sound;

3. It establishes definitive criteria for any developmentat
review instrument to be used, recognizing that the
present state of the art does not admit of a single
universally acceptable instrument that is applicable
to all of the culturally diverse and pluralistic popula-
tions involved in the EPSDT program, some twelve
million American children;

4. |t attempts to establish a brief, workable system ot
developmental review, that is functionally effective,
both in terms of cost and benefits, with, hopefully,
a reasonable guarantee of acceptability to both
parents and professionals; and’

5. It recognizes that there is not, at the present time,
a single, universally acceptable tool for develop-
mental review, while at the same time pointing out
that there are a multiplicity of such instruments that
have practical utility in differing situations, oriented
toward review of individual and specific develop-
mental functions.

It should be constantly emphasized that everyone is strongly
opposed to any effort to attach “labels”, or to make a diagnosis
of the child during the first two stages of developmental re-
view. The purposes of the initial review are to engage the
parents in a collaborative effort to assess the process of the
child, and to identify areas in which process has been perhaps
problematic or, alternatively, to identify areas of special gifts
that might be enhanced through facilitative efforts. The first
two stages of review would not attempt to categorize or “label”
children; rather, the system of developmental review would be
devoted primarily to determining whether, in fact, there is
cause for concern and if so, what further efforts must be made
to determine whether the concern is valid or merely reflects
transient and not continuing problems. Given this orientation,
the question of false positives/false negatives is moot,

. The relevant question might be posed as follows: “Is there
sufficient consensus between the developmental reviewer, the
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parent, and the child (in the case of older children) that there
is need for further review?" If the answer is affirmative, then
the recommendation would be that of referral for Stage Three
review, It is to be noted that the assumption is that Stage
One review (other than the health examination in some loca-
tions) will be done by paraprofessionals, while Stage Two
would be most likely a combination of professional/parapro-
fessional efforts, i.e. the administration but not the interpre-
tation of the developmental review instruments will be conduc-
ted by paraprofessional personnel at this stage. Stage Three
must be carried out by experienced and skilled professional
clinicians. On a concrete level, it is recommended that when-
ever the performance of a given child at Stage Two deviates
by more than 20% either above or below what would be ex-
pected for chronological age norms for that particular develop-
mental review instrument then the findings from the develop-
mental review for that child should be assessed to determine
whether a Stage Three referral should be made, or in the
case of a child who has special gifts, to make special efforts
to assist parents in seeking out means to facilitate the special
talents, It is to be stressed that this proposed method of
identification of children who may be at risk for developmental
difficulties is both empirical and objective, and does not
“label” or diagnose a child. Rather, it simply indicates that
optimum developmental progress is either not occuring or is
occuring at an accelerated rate. Thus, the system of develop-
mental review as proposed recognizes that there may be
strengths as well as weaknesses, and moderates the search
for pathology that is the hallmark of other systems of develop-
mental assessment.

It should be pointed out that the areas of basic disagree-
ment were four:

1. Any review of the adequacy of parenting skills was an
anxiety provoking area for many. This is discussed in
fuller detail in the section on legal and ethical con-
siderations.

2. Using instruments that are acknowledged to be in-
adequate, simply to have an instrument, was a further
area of disagreement. ’

3. The absolute need not to make up lists of “approved”
tests was felt strongly by many. It is suggested, how-
ever, that it would be possible to supply a list of tests
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currently available with information on how they meet
the criteria of appropriateness reviewed above. A
separate task force could do this in a brief time, mak-
ing the point always that the situation is much more
complicated than many people believe.

4. In terms of the content of screening instruments, the
question of whether we are ready to move from small
scale to country-wide on any available instruments
was an issue. The vast social implications of what
we do were constantly before us.

4, The Role of the Parent

Clearly underlying the approach to developmental review
suggested herein is the premise that a child’s cognitive and
emotional functions do not develop in vacuo. Although this
appears to be a truism, it is unfortunately also true that this
“truism’ rarely informs the development of programs,

Health care is often delivered without the involvement of
the parent. Our belief in the importance of the “engagement”
of the parent in the system, in the use of information from the
parent in the developmental review, and in the involvement of
the parent in the full-scale treatment programs should be
stressed.

Relationships between parent characteristics and child
health and child development and the greater long-term
effectiveness of parent centered as contrasted to child-
centered early education programs suggests that child
health programs should have a major goal of supporting
family care of the child. A comparison of major charac-
teristics of parental as contrasted to professional inter-
action with the child—priority, duration, continuity,
amount, extensity, intensity, pervasiveness, consistency,
responsibility, and interfamily variability—suggests the
need for a major focus on the role of the parent in the
EPSDT program. Traditionally parents have had primary
responsibility for the integration of screening, diagnosis,
and treatment services for their children. Parental co-
operation with health workers is essential in order to
make EPSDT services available to their children. There-
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fore, a major component in planning State and local
EPSDT programs will be to develop communication and
collaboration with parents and with parent groups.

To achieve the needed collaboration between health and
welfare professionals and parents will require training of
both parents and professionals. Health and welfare pro-
fessionals should understand the role of the family in
child health and should have skills in strengthening and
supporting as well as supplementing family care of the
child, Workshops and inservice training programs for
health and welfare workers on the conceptualization of
family care, on variables that influence family care, on the
relationships of parental care to child health and child
development, and on new methods by which professionals
and paraprofessionals can strengthen and support parent-
al care of the child are needed. The programs should
motivate increased collaboration with parents in provid-
ing for the needs of children. Programs that train and
motivate parents to become involved with review of de-
velopmental progress and with diagnosis and treatment
through outreach programs, followup programs and con-
tinuing home visitors programs are essential to insure
early and continuing care of the child. (Schaefer, 1974)

In developing a parent questionnaire, it is obvious that the
questionnaire must not be trivial, must have developmental
implications, 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 de-
velopmental 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 cir-
cumstances, an approach such as that suggested by Mercer
in discussing measures of sociocuitural modality might be
accepted:
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family_structure

Anglization

occupation of head-of-household
family size

parent,/child relationship

sense of efficacy

source of income
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urbanization
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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 questionnaires
currently available.

It is clearly essential that parents understand their chil-
dren'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, 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 educa-
tional materials about life styles and health impact on family
organization. “Treatment” may be education of the parent to
support the child’s strengths,

A recently published review of intervention strategies for
high risk infants and young children (Tjossem, 1976) reviews
an entire series of parent projects. In assessing the availability
of treatment resources in local communities, most frequently
the most obvious resource is omitted—the parents. It is pos-
sible to help parents learn to work with their own children in a
way that has been highly productive not only for the children
but also for the parents themselves. it is recommended that a
separate task force be developed that would collate and then
make available to local communities the varying models of
parent based “treatment” programs that have been developed,
and also make available to these local communities the wealth
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of parent education material that currently exists in many scat-
tered places. This particular use of parent education materials
holds within it a truly exciting and innovative approach to
health care in this country.

5. The Delivery System

Our first recommendation is that the EPSDT mandate be
broadened to apply to all children in this country so that a
system of developmental review and of developmental pro-
tection might be planned for comprehensive implementation.

This will undoubtedly require the establishment of guidelines
for eligibility of famities who will qualify to receive these serv-
ices paid for by Federal funds and for sliding fee scales for
other families, but we believe that the service delivery systems
contributing to the goals of EPSDT ought to serve the needs
of all children in our society. Primary prevention and early
intervention programs should be available to all children and
youth. The identification of EPSDT as being available only to
poor children is detrimental to the poor and nonpoor alike, as
well as to the long-term viability of the program. It also de-
tracts from the potential of our efforts to conserve our most
valuable resources for the future—our children,

There is extensive overlap in functions and goals of several
existing Federal programs. In the interest of pooling resources,
consolidating efforts, and effecting maximum impact, we
recommend that such overlap be eliminated, possibly through
mandated merger.

It is premature to say whether actually merging programs is
possible or desirable, or whether EPSDT should have the key
coordinating role, described below. We need to know a great
deal more about how each of these programs operates, how
they are administered, what services they can provide, to
whom, and in what kind of setting, which are most acceptable
to families and can best reach them, etc., before any decision
can be made regarding the most reasonable and effective
relationship of each to the other. Nonetheless, intensive efforts
at coordination, collaboration and linkages must be continued
and strengthened immediately.
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Specifically, the Maternal and Child Health program and the
Education for All Handicapped Children Act (PL 94-142) are
programs having significant duplication of effort with EPSDT.
A thorough review of existing programs and agencies serving
children should be undertaken, with a goal of effecting such
mergers as would improve our services to children and reduce
duplication. Added to such a review should be programs
sponsored by NIMH, NICCHD, BEH and OCD‘Children's
Bureau. Care must be taken, however, that existing services
provided by current Federa! programs must not be lost if and
when a consolidation of effort should occur. For example, it
would be unfortunate if the services now funded by Crippled
Children’s Services were lost in the “merger”.

interface of Medical and Educational Settings for Achieving
the Goals of EPSDT (hereafter EPSDT refers to a merged
program)

In order to facilitate the interface of medical and educational
settings and, as well, social service delivery systems for the
purpose of achieving the goals of EPSDT, we are recommend-
ing the establishment of an EPSDT Coordinating Office at the
local level to be staffed by an EPSDT loca! Coordinator and
supporting personnel. it will be the function of the Coordi-
nator to insure that the screening, diagnosis, referral, treat-
ment, information dissemination, and follow-up resources of
the community be brought to bear upon carrying out the goals
of EPSDT. It will be the function of the Coordinator to relate to
the medical, educational, and service agency settings so that
each contributes its competence in providing developmental
review and protection for all children in the community and for
individual children who need special services.

Developmental review and protection of the child begins
during the prenatal period. Pregnant teenagers and pregnant
non-teenagers need to be provided with a health delivery sys-
tem that offers both medical and educational services.
Through information dissemination and by relating to the
schools, physicians, clinics, county health offices, welfare
agencies, and individual families, the EPSDT local coordi-
nator should work to insure that every pregnant woman is
entered into the health delivery system as soon after the on-
set of pregnancy as possible.

Initial developmental review becomes possible in the first
few days of life in the hospital setting on the basis of present-
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ing conditions, some infants will be classified as high risk
for normal development, some will be classified as suspected
risk, and some as normal, Later developmental delay and dis-
order may be expected from all of these groups, in differing
percentages. The normal pediatric exam needs to be supple-
mented by an additional screening instrument. None present-
ly exists that can be conveniently implemented. However, we
are recommending that, subject to parenta! consent, each
newborn infant in a community or designated EPSDT district
be entered in a birth registry and slated for periodic home
visits by an EPSDT home visitor. The home visitor would be
expected to make contact wth the parents prior to the infant's
dismissal from the hospital, to conduct or arrange for sub-
sequent metabolic and/or blood screens that can be done in
the home at 10-14 days and to offer the parents pertinent
information concerning early child development and resources
available in the community including clarification of the full
range of services available from the EPSDT Program. If de-
velopmental problems are observed by the home visitor (as
the result of general observations, parental concerns, or the
apptication of a Stage Two developmental screening test) re-
ferral to appropriate medical or developmental services for
Stage Three evaluation would be made if the parents are
agreeable. With parental consent the home visitor would
facilitate communication with the child's physician if the
child is being served by a physician or would refer the child
and his‘her family to appropriate services. Home visitor's
work should be under the supervision of the EPSDT Coordi-
nator and be assigned in accordance with neighborhood or
community EPSDT districts. However, flexibility in program
requirements should be maintained; if lodging the home
visitors with an existing community service rather than in the
office of the Coordinator makes more sense for a particular
community or neighborhood, such arrangements should be
permitted.

The frequency of visits would be determined by a needs
assessment by the home visitor. Visits to the home will con-
tinue until the child has been engaged in a system that pro-
vides health care overtime. The home visitor's role would
serve educationa! goals permitting developmental review to
take place and would facilitate referral and follow-up. At any
time, upon parental request, the home visits would be dis-
continued.
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Public health nurses, pediatric nurse assistants, develop-
mental psychologists, and other professionals with special
training might serve as home visitors for the purpose of pro-
viding special services to the family (e.g., home based develop-
mental programs for young infants).

At the end of the preschool period and just prior to entrance
into the public school, the question of the interface with the
public schools for purposes of information transfer will need
to be faced. Children identified by the EPSDT program as
having been recipients of services may or may not be served
by having information communicated to the public schools.
It will be the responsibility of the EPSDT Coordinator to ar-
range for service agency 1 sonnel providing services to the
child to meet with the parents of the child for the purpose of
making a decision concerning information transfer. Such de-
velopmental information transfer is recommended only when
the information would be helpful in identifying the conditions
under which a child functions best, so as to enable optimal
school placement. It is our recommendation that only diag-
nostic information that is pertinent to educational prescription
for the child be communicated to the schools, subject, always,
to informed parental consent. We are assuming that normal
medical information typically required by school systems at
the time of public school entrance for all children would
continue. As the child moves across systems or within sys-
tems, information transfer should only occur when the parent
and service provider agree that it is the best interests of the
child. With due consideration of age and maturity the child’s
consent should be included as a condition for information
transfer.

During the years in which the child is enrolled in the public
school, the teacher and parent are always the first line of in-
formation for developmental review. Special training programs
will be recommended which will enhance the developmental
surveillance and protection role of the teacher. tt is in relation
to the entrance into public school that the recommendation
for the close collaboration or merger of PL 94-192 and EPSDT
is most relevant. This “merger’’ of the mandates of PL 94-142,
Maternal and Child Health and EPSDT will maximize the re-
sources available for developmental protection of children
during the school years. We recommend leaving to each State
the implementation of goals of these “merged” mandates via
interagency agreements and local coordination of services and

27



154

agencies. Identification of individual educational needs shoutd
be part of an ongoing program, to be followed up by the pro-
vision of relevant services. During the adolescent years, edu-
cational or direct experiences which contribute to develop
mental readiness for parenthood and adulthood should be
made available.

In an attempt to insure that services are made available,
states should be required to outline a phasing plan for EPSDT
implementation beginning with outreach and covering start
up and activation of the full range of EPSDT services and
providing tor multiple entry points. Local EPSDT Coordinating
Councils should be established with representation from the
schools, health services and other appropriate agencies;
parental representatives must also be included.

Recommendations Concerning Support Systems for EPSDT

Two major support systems were mentioned in the preced-
ing section. Recommended is the creation of an EPSDT Co-
ordinator, and EPSDT office and support personnel for
EPSDT districts. Where feasible, these districts should be
formed to be coincident with local schoo! districts, or to be
larger or smaller than existing school districts depending
upon population density. Also recommended is the establish-
ment of EPSDT Community Coordinating Councils (as noted
above) to include the schools and all service agencies as well
as including representatives of parents and service providers.

These support systems are being recommended in order to
enable and facilitate 1) planning on the local fevel; 2) identifi-
cation of gaps and needs in the service resources; 3) coordi-
ation and stimulation of services relevant to achieving goals
of EPSDT; and 4) cooperation and contribution to the external
evaluation of EPSDT.

As is obvious from the foregoing recommendations, there is
an absolute necessity to examine any local situation prior to
initiating a program. Questions involved in a health needs
assessment of a community would give answers to “who is
there to do it", “what are the supportive institutions”, and
“what facilities are available to work with parents in develop-
ing the fullest treatment programs.”
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The manpower issues involved in training, consultation, and
technical assistance are primary. To be carefully reviewed,
again in each local situation, are issues of qualifications of
personne! involved in each stage of developmental review,
cultural appropriateness of these personnel, and their training
and education. Each natural system on a local level would
include not only the professional system but the highly valu-
able, and indeed critical, sources of information and support,
the parents. The characteristics of each natural system need
to be defined for each locality. We clearly are recommending
multiple models of service delivery depending on the char-
acteristics of individuals and agencies available as support
systems. The local coordinating councils may decide on re-
source centers with transportation to these centers, on the
use of mobile units, on the use of community college person-
nel, on a multitude of other mechanisms for obtaining serv-
ices. Again, improvement in the health status of chidren
requires meeting a large volume of unmet needs for health
care as well as for changes in environmental, social and other
factors that clearly affect health status but are outside the
scope of a reimbursement and support system related only
to health services delivery. For this reason our emphasis on
coordination of program and payment mechanism must be
taken seriously.

Existing programs which hold enormous potential are not
adequately meeting the needs of America's children and
families. Federal programs are scattered among dozens of
departments and agencies.

This fragmentation creates problems of coordination at
best and conflict among programs at worst. At the state
and local level the situation is even more confused. A
wide range of services to families and children is cur-
rently being provided in an essentally haphazard fashion
from many different government agencies and private
organizations. Despite the sporadic attempts at com-
munity and regional planning and coordination, the re-
sult has been inadequate coverage in many localities
and duplication of effort in others.

Categorical, single strategy programs, while effective in
meeting some of the specific needs of many families have
failed to provide the support required by many families
with multiple needs. In addition to programs specifically
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directed toward families and children, public policies in
many areas have effects, both positive and negative, on
the welfare of families. Despite this fact, little explicit
attention is given to the impact on families and children
of welfare, health, housing, transportation, environmental
regulation, criminal justice, recreation, consumer pro-
tection, and other programs, both old and new. (Toward
a National Policy for Children and Families, 1976)

The Parent and Support Systems

To be emphasized repeatedly in this approach toward co-
ordination of services at a Federal and local level is the role
of the parent,

Support not intervention for parents of young risk chil-
dren has emerged as the most promising available ap-
proach for producing developmental gains. Findings show
that parents are effective teachers of risk children if
given appropriate support. Their success in enhancing
their child's development rests largely upon their moti-
vation, involvement and acceptance of responsibility.
The early relfationship established between mother and
infant is given as a fundamental determinant of the child’s
later course. With acceptance of these principles and the
family as the object for support, communities can
organize supportive services that enable families to en-
hance their risked child's development.

Ideally, the approach begins in the newborn nursery.
Here, both physicians and nurses are alert to sounds of
early risk and show concern for the child’s developmental
weil-being as well as health. In their appraisal, signs
of risk in the early mother-infant relationship are not
ignored. With evidence of risk and need for suppon,
mother and child are discharged with an accompanying
referral to be community health services for nurse sup-
port and observations in the home.

In her home visit, the nurse first gives expression of the
community’s interest and support for the future well-
being of the risk infant and family. While observant of
total family needs as well as the health of both mother
and child, the nurse is supportive of the mother's ben-
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eficial child care behaviors. She continues her periodic
visits until, after exchanges with the child’s physician,
determination is made that no risk or continued risk is
present. With this determination, she maintains her
visits and relationship with the risk child and family and
terminates services to the child and family that are doing
well.

in the continuing supportive relationship, the nurse ex-
tends her knowledge of child care and training to the
child through the mother. For family and child require-
ments beyond her command, she draws upon her knowl-
edge of community or area resources to bring them into
family service. In this manner, referral of the family is
made to the community’s educational resource upon evi-
dence of the risk child's needs for educational assistance
in mastering the developmental tasks of childhood.

The transition from nurse and physician to education
services brings with it a comprehensive understanding
of the child’s health and developmental status and the
family's needs and strengths. Upon educational evalua-
tion and acceptance for service, the child and family
enter into the home-based training program offered by
the educational resource. The individualized training
program is implemented by the parents with the guidance
and support of the educator. Continuing, as needed, into
the preschool years, the educator monitors the family's
and child's needs for adjunctive community services and
assists in bringing their support to the family.

The parent approach outlined in the foregoing is but one
of the many models a community might develop to pro-
vide services to risk children. To the extent that other
models capture the basic principles involved, they should
be effective programs. These principles restated are:

1. supportive services are initiated early

2. are offered on the basis of perceived risk and
need, not diagnosis

3. are family oriented

4. support and enhance the mother-child interaction
system, and

5. are sustained.
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The requirements of the basic program are modest and
can be met. They exist as medical, nursing, and early
educational services provided in most communities, or,
in their absence, can be developed through existing
agency organizations. The resources and technology are,
or can be, available. The task, now, is to make them
work. (Tjossem, 1976, pp. 24-25)

6. Payments and Eligibility

The coordination of services and programs discussed in the
preceding section obviously dictates coordination of payment
and eligibility issues. It is a strong recommendation of this
group that the ““merged"” EPSDT Program be available to all
children and families in the United States. It is also urged
that funds be made available for development of health care
resources, including considerations of manpower, facilities,
and research and development.

In the current situation, EPSDT turnover in eligibility ne-
gates the periodic aspect of EPSDT and may deny treatment
found necessary as a result of developmental review. There
are lapses in eligibility and these lapses are a clearly demon-
strated problem. Patients may not be eligible for services
long enough to receive treatment for identified developmental
problems, or their treatment may be interrupted on the basis
of eligibility issues. Currently, eligibility for EPSDT depends
in most states on eligibility for welfare services, and health
care needs do not necessarily correspond to welfare status.
EPSDT reconfirms the limitation of “means-tested medicine”,
and the need for a more continuous and comprehensive
method of assuring the right to treatment for people whose
incomes often vary widely from month to month.

7. Ethical and Legal Considerations

General Ethical/Legal Premises

In developmental review, ethical evaluations must be viewed
against the backdrop of two different normative models: 1)

32



159

the disease recognition and prevention model and 2) the cul-
tural diversity model. The former emphasizes identifiable
organic pathologies which imply some type of medical treat-
ment. Within this mode!, the basic assumption is that false
positives carry no risk aside from those associated with fur-
ther diagostic procedures, while failing to detect pathology
could lead to serious and possible irreversible consequences.

On the other hand, the “cultural diversity” normative model
focuses on behaviors which deviate from the expectations of
the social group. In this case, the basic assumption is that
false positives are more serious than false negatives in screen-
ing because labeling a child as deviant tends to trigger social
responses such as labeling, tracking into special programs,
institutionalization, changed perceptions and expectations,
etc., which in themselves may have irreversible consequences.
For this reason, emerging law in the area of mental retarda-
tion and juvenile justice clearly rests on this assumption.

Thus, any developmental review system initiated under
EPSDT should clearly reflect this important distinction. In our
view, screening may legitimately utilize the “disease model”
during the years of infancy and early childhood development
when the child’s primary social group is the family. In doing
so, however, developmental review must focus primarily on
the child’s “physiological’” development. Conversely, as chil-
dren enter the mandated school system, when their behavior
is evaluated with reference to the expectations of the social
group, developmental assessment necessarily encompasses
behavioral measures, and policies must therefore be formu-
lated within the normative framework of the “cultural diver-
sity” model.

The Scope of Developmental Review

in a free, pluralistic society, there are clear boundaries on
the scope of legitimate inquiry into personal and familial con-
cerns. Therefore a mass, government financed screening
program should be limited to 1) those measures of organic
functioning and basic, adaptive coping skills which enjoy a
high degree of consensus within the health professions and
affected communities, and 2) those behavioral factors espe-
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cially associated with learning, language and speech develop-
ment, motor skills and perceptual abilities. Specific assess-
ment of emotonal and behavioral adjustment and parent/
child interactions should be let to parental initiative and
sensitive clinical observations (Stage Three as herein pro-
posed).

Relationship Between Developmental Review and the Re-
mainder of the Health Care Delivery System

1. Programs should not be instituted without careful
attention to their place in the full service delivery
system: coordination of services as recommended in
Section E is vital.

2. A top priority is the identification of gaps in diag-
nostic and treatment services in each community as
an integral part of health services needs assessment.

3. There must be some mechanism for assuring the
quality and equivalency of all developmental review
and treatment services in the community.

Relationship Between Developmental Review and Unavail-
ability of Follow-up Services

It is not ethically mandatory to limit the scope of review
by precluding a specific review procedure because treatment
is unavailable for the identified condition. This is true whether
or not there be known treatment at all, or treatment is not
available in the community, or if available, is too costly.
Reasons offered for this position include:

1. without such data, the need for the development of
treatment capabilities may never become apparent;

2. the information may be usefu! to the provider in coun-
seling the parent about managing the problem, and
in developing parent oriented treatment programs;

3. treatment may later become available.
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However, in many individual cases, it is likely that the cost of
Stage Three review would be unjustified by its likely benefits
to the child,

Informing Parents of Results of Screening

If the developmental review program suggests that the child
is in developmental difficulty, the health professional should
inform the parent of the genera! area of concern, being care-
ful to avoid arousing undue parental anxiety, before recom-
mending referral for diagnostic (Stage Three) evaluation. If
the diagnosis is positive, the clinician should inform the
parents fully of the child's developmental status and discuss
the treatment alternatives. If treatment (or perhaps even diag-
nostic) services are not available in the community, then the
diagnosing clinician should counsel the parent, utilizing his/
her own clinical judgment in determining what information
to disclose. It is, of course, also important to inform parents
when no indications of difficulty are found during any of the
stages of developmental review.

Criteria Governing Use of Standardized Procedures

1. We accept the view that American society is hetero-
geneous. Therefore, standardization of all procedures
used in screening or diagnosis which are correlated
with sociocultural factors must be done with appro-
priate sociocultural norms, and all testing must be
administered in language appropriate to the language
spoken by the child. Further criteria for appropriate-
ness of instruments are spelled out in Section 3.

After two years, no standardized procedure should be
utilized in the program until it has been approved pur-
suant to regulations adopted by the Secretary. in the
interim period, a task force appointed by the Medical
Services Administration shall review standardized
procedures currently in use, with the advice of appro-
priate professional and consumer groups, to deter-
mine whether they are correlated with sociocultural
factors.
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2. Each standardized procedure should have predictive
validity for the behavior or conditions which they pur-
port to measure. They must have predictive validity
for children of each of the sociocultural groups with
whom the procedure is to be used. After two years,
no standardized procedure should be utilized in the
program until it has been approved pursuant to regu-
lations adopted by the Secretary. In the interim, the
task force appointed by the Medical Services Admin-
istration shall review the predictive validity of stand-
ardized procedures currently in use for compliance
with this standard.

The Ethical Relevance of Cost

Cost becomes an ethical issue when government, with
limited resources, must finance services for large numbers of
children and must choose to what extent which children can
and will be served.

Although reliable cost estimates are presently not available
for screening, diagnosis and treatment for EPSDT children,
it is clear that such procedures should be as low cost as pos-
sible with the highest return.

Considering these premises, we suggest the foliowing guide-
lines for priorities for the EPSDT Program:

1. Priority for care should be targeted to the prenatal,
infancy and clearly childhood periods until the child
reaches the mandated school entry age.

2. Stage One and Stage Two review procedures should
be as quick, brief and simple as possible without
sacrificing quality so that as high a proportion of
funds as possible can be put toward treatment.

Informed Consent

1. Parents

a. As an integral part of the initial outreach phase of
a developmental review effort, parents should be
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provided with a written description of the nature
and purpose of the proposed procedures, includ-
ing adequate assurances of quality, confidential-
ity and benefits to the child and family. Any writ-
ten notification should include information in a
language appropriate for that particular family.

b. At the time the parent personally appears, he or
she should be verbally informed of the nature and
purpose of all developmental review procedures,
and should be notified that selective participation
is possible. A refusal to authorize any given pro-
cedure must not jeopardize the child’s access to
any other aspects of the program. Parental con-
sent should then be obtained for each procedure
and for any proposed transfer of records or infor-
mation upon completion of the developmental
review.

2. Informing the Child

Each child being served should be informed of the
nature and purposes of the procedures and their re-
sults to the maximum extent possible consistent
with his or her level of intellectual and emotional
maturity.

Records and Confidentiality

All patient records should be created and maintained in
accordance with the customary practices of the health pro-
fessions. Confidentiality should be carefully preserved and no
information should be released without parental consent.

At the time of the mandated school entry screening, all
records of earlier developmental review at time of birth, dur-
ing infancy, or at time of pre-school entry would be consoli-
dated by the EPSDT Coordinator. It will be the responsibility
of this Coordinator to arrange for service agency personnel
providing services to the child to meet with the parents of the
child for the purpose of making a decision concerning infor-
mation transfer. Such developmental information transfer is
recommended only when the information would be helpful in
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identifying the conditions under which a child functions best
so as to enable optimal school placement. It is our recom-
mendation that only diagnostic information that is pertinent
to educational prescription for the child be communicated to
the schools, subject always to informed parental consent.

1. Under no circumstances should Stage One and Stage
Two information be transferred to the school system.

2. “Medical” information from these records may be
disclosed to authorized persons in the educational
system with parental consent in accord with usual
procedures.

3. “Screening information” per se should not be dis-
closed at all.

4. Additional information from the records may be dis-
closed to authorized persons with parental consent
only after the EPSDT Coordinator has consulted with
the parent and they have made an independent de-
termination that the disclosure is in the child's best
interest. With due consideration of age and maturity,
the child’s consent should be included as a condition
of information transfer.

Ethical Aspects of Developmental Review and Assessment
After Mandated School Entry

Many of these ethical and legal concerns about the purpose
and scope of developmental assessment, informed consent,
parental and child roles and confidentiality of records are
especially acute after the child has entered the school sys-
tem. This committee recognizes the school as a major point of
impact on the child's development at this stage of his life.
We also recognize our mutual concern with the critical aspects
of a child’s development at this peint, since much of this de-
velopment affects school adjustment and learning ability.
There are some safeguards built into the education system
to address our concerns for safeguarding the child’s rights
(such as the Buckley amendment) and more will doubtless
come with implementation of PL 94-142, Nonetheless, the
EPSDT Program should not abdicate nor delegate its respon-
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sibility for the children because they have entered the educa-
tiona! system. It requires instead that the criteria outlined
interface with the safeguards in the education system, and
buttress it when there are gaps. In fact, the “merged” EPSDT
with its concern for the over-ali health and well-being of the
child, should feel that its responsibilities may supersede the
requirements of the education system whenever safeguards
for the child’s rights in these processes are concerned.

The Dangers of Laheling

“It would be unconscionably myopic to entirely overlook
some of the larger societal issues inherent in any national
massive screening system. The legal ethical and ethnic
ramifications of labeling humans are to be carefully con-
sidered and respected, especially in light of the recom-
mendations forthcoming from the 1971 President's Com-
mission on Mental Retardation in Monte Corona, Cali-
fornia which severely criticized current l1abeling practices
and their subsequent dehumanizing efforts. For example,
the determination of cutoff points separating normal
development from abnormal development is extremely
controversial and the Boston conference focused much
discussion and debate on this crucial issue (PCMR,
1973.)" (Meier, 1973)

In a working paper prepared for the National Advisory
Committee on Classification of Exceptional Children, Mercer
addresses this normality issue:

“The classification of exceptional children has become a
critical social problem because those ethnic and cultural
groups disadvantaged by present classification systems
are protecting the taken-for-granted value frame within
which psychologists, educators, and test makers have
been operating. The classification of exceptional children
did not become an issue because psychologists, educators
and medical practitioners were dissatisfied with the
present system. This fact has great importance to the
deliberations of this committee. It signifies that the cen-
tral issues are conceptual and ethical rather than tech-
nical and empirical. It means that basic assumptions are
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being challenged. The committee must be willing to
examine basic assumptions and to address the funda-
mental value of questions being raised by those who take
issue with present policies and procedures. !f, instead,
the committee treats its task as merely setting guidelines
for establishing the reliability and validity of measure-
ment techniques in their traditional sense, its work will
have little relevance to the current controversy because
it will have misunderstood the nature of the controversy.
The value issues must first be clarified and the implica-
tions of adopting a particular value frame explored.”
(Mercer, 1972b)

We would call attention to the crucial nature of this state-
ment for implementing the provisions of EPSDT, for beyond the
ethical issues lie the dangers of legal action. Test results
are used for making far-reaching decisions about children. In
recent years, a growing controversy regarding the use of tests
has blossomed. it has become increasingly apparent that the
large scale use of tests for placing persons in social, edu-
cational and economic niches has serious social conse-
quences, particularly in light of the growing realization that
standardized tests are unfair not only to the culturally
different and the socio-economically disadvantaged, but also
to the bright unorthodox person and the naive individual
who lacks experience in taking them. There are potentially
biasing effects of ethnicity, language, socio-economic level,
and conditions of test administration on test performance.
“Increasng social demands seek to modify existing uses of
tests that are inappropriate and unfair, particularly with
minority group children. Social pressure in this regard takes
various forms, and principally includes litigation, action by
professional and other types of organizations, and legislation."”
(Laosa and Oakland, 1974)

The messages that a child receives about himself from his
environment determine to a great extent his feelings about
who he is, what he can do, and how he should behave. Thus,
if parents or teachers perceive children as different in some
way, they will treat the child differently and may thereby
encourage him to become as he is perceived. Teachers give
the least acceptance and support to children they perceive
as having the least promise and the least backing from parents.
Teacher contacts with “low assessment” children tend to be
significantly more directive and discouraging of initiative and
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spontaneity. When adults believe a child to be incompetent,
they may protect him from exposure to experiences from which
he may learn greater competence. Learning is heavily in-
volved with the expectation that one is able to learn.

Specific Minority Issues

There is a prevailing attitude, based on economic con-
siderations in many minority groups, that one ignores all
conditions which do not cause pain. One of the major issues
in any comprehensive system of developmental review is:
what form of outreach must be designed and employed which
will impact upon the pattern of health facility non-utiliza-
tion which is so firmly established within poor minority
families, and which interferes with the early detection of
factors which may potentially lead to poor intellectual and
emotional functioning.

Why Our Fears Will Not Be Stilled

The perhaps repetitious insistence on the appropriateness
of instruments and the inappropriatness of labels comes from
the experience throughout the country of harm that has been
done to children under the guise of “doing good.” Children
have been tracked and labeled, excluded from school, on the
basis of the use of psychological instruments. In addition to
this, the issue of parental and teacher expectation is a daily
consideration. Children taunt each other, and guilt and anxiety
are easily aroused in both children and families. The basic
rights of children must be considered in any program of
developmental review. The motto must always be “first do no
harm’’. In the EPSDT system, there is the potential for enorm-

ous good.

8. Evaluation

Program evaluation is a highly specialized field; it is recom-
mended that specific guidelines concerning program evalua-
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tion be developed by a task force of experts who have specific
competency in this area. We caution that this must be done
quite soon, so that elements considered essential to proper
program evaluation be included in those programs now in the
process of implementation.

Evaluation of EPSDT should be done in relation to specific,
predetermined process and outcome measurements. An effort
should be made, however, to insure that the evaluation of the
developmental review segments of EPSDT does not itself be-
come the controlling factor in the operation of the EPSDT
program where such control would deflect the program from
achieving its goals. Any evaluation program to be implemented
must be done so with a minimum of paperwork and with the
least distortion or interference in the operation of the program.

Process evaluation would be relatively easy to implement
since it involves such matters as utilization, cost issues, vol-
ume of service and so forth. Qutcome evaluation is much more
difficult and more demanding, but must be done since the
issue of long-term predictability of any aspect of development-
al review is one that is crucial for the future of the children,

9. Cost Effectiveness *

Any publicly financed health program begins with the as-
sumption that it provides benefits which are an adequate
return on the investment of public funds. Otherwise, the
government need not institute a program at all. It could let
the market place regulate health care without interference.
During the past forty years in the United States the government
has gradually increased its share of payment for personal
health services. In child health, the government paid out 3.5
billion dollars in 1973 for welfare recipients and the medically
needy, which has thereby become the major governmental
child health program in both numbers of recipients and dollars
expended.

The history of the federally and state financed Early and
Periodic Screening, Diagnosis and Treatment Program indi-

* This section has been adapted directly from the working paper written
for the conference by Anne-Marie Foltz, “The policy dilemma: screening
and cost effectiveness'.
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cates that it was established on the overall assumption that
early detection and treatment of disease will save lives, save
suffering and save the costs of life-long crippling conditions.
Further, it was assumed that screening and early detection of
disease can alter the natural history and course of a disease
and that the benefits of this alteration can be quantified in
dollar amounts. These cost-benefits assumptions were never
fully documented so it is difficult to know precisely what were
Congress's expectations when it passed the law in 1967 (P.L.
90-248). Thus, an evaluation of the program based on con-
gressional goals is not possible simply because these goals
were never clear.

In actual fact, despite the grandiose title of the program,
it was planned and implemented in such a way that preven-
tion and screening have been the focus, while diagnosis and
treatment have been secondary if not neglected. Continuity
of care has remained a distantly hoped for goal.

It was hoped that the burden of handicapping conditions
would be removed by providing preventive care services for
children. The Department of Health, Education and Welfare
thereby thrust itself in the midst of a major debate in the
field of medicine and public health which has been described
as medicine’s great schism: prevention versus cure.

Not only has there been no discussion of exactly what was
to be prevented through the new program, there was no com-
mentary on how effective a preventive program might be.
Given this imprecision of purpose, it is no wonder that costs
of these programs were even less clearly stated.

One way of controlling costs in implementation is to limit
the extent of services that states are required to provide. In
monitoring the programs in the states, HEW decidec to focus
its attentions on EPSDT and not to look at the overali care
rendered under Medicaid to welfare and medically needy
children.

The efficacy of disease management through screening
rests on three necessary conditions: a knowledge of the nat-
ural history of the disease; the efficacy or efficiency of the
treatment; and agreement on a large number of social and
individual benefits which may accrue from the screening
procedures. For screening to be efficacious, there must be a
consensus on the social and individual benefits of the treat-
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ment procedures, and it is here that the developmental screen-
ing aspects are most vulnerable,

Few cost estimates have been made of the developmental
screening components of the EPSDT program, particularly in
relation to benefits. In the past, the issue of quality of care as
measured by appropriate utilization has been constantly con-
fused with the issue of costs. Sometimes costs are evaluated;
sometimes costs are noted only in terms of the substitution of
expensive services for less expensive services into contrasting
organizations of health care. Costing out the EPSDT program
and assessing cost effectiveness has received far less atten-
. tion than studies for the Medicaid population as a whole. As
in the case of developmental screening, the state of the art of
cost effectiveness is not far advanced. Almost no work has
been done on cost effectiveness for any system of develop-
mental review; cost effectiveness itself may not be highly
relevant if the goal is to provide children with relevant and
promotive access to health care. A “merged’” EPSDT, seen as a
comprehensive care program, provides a basic package of
health services which should be available to any child in the
United States regardless of his economic status.

One does not need cost benefit analyses to prove that poor
children should have access to the same health benefits as
rich ones. Nor does or should one need cost benefit analyses
to decide that children with crippling conditions deserve care.
The analyses become useful, however, when, given limited re-
sor'vmes, policy makers must decide how much of what sort of
ca:.< can be given to how many people.

EPSDT’s significant contribution to the field of child health
has been to uncover the present health system’s inability to
provide comprehensive and continuous health services for
poor children, even given a financing mechanism. The reasons
for this failure are diverse:

1. The state of the art of preventive health services, par-
ticularly with reference to developmental review: dis-
agreement among health professionals as to what is
required and what is needed.

2. The inability of organized systems (state health or
welfare departments) to monitor and follow all chil-
dren under their care: the lack of case management
systems,
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3. The unwillingness of private health professionals to
participate in a public health system unless adequate
financial incentives are provided and bureaucratic
dis-incentives are removed.

4. Confusion among federal and state agencies as to
which group is responsible for child health (for ex-
ample, Maternal and Child Health, Medical Services
Administration, the Office of Child Development, etc.).

Research must be continued to provide answers to cost
issues, and to develop appropriate systems for collection of
data to estimate costs and benefits of publicly financed child
health programs. The goal is, obviously, to determine the most
economically feasible methods to deliver services without
sacrificing quality.

The field of policy is extraordinarily important. If Congress
meant what was stated in the EPSDT legislation, to make
comprehensive care available for every poor child, then it
must follow through on its promises and abandon cost effec-
tive approaches which subvert the intent of the policy.

10. Training, Research and Demonstration Projects

The propzr implementation of EPSDT across the country
will require the development of training programs in order to
increase the sophistication of professionals in the area of
normal development, developmental review, and opportuni-
ties for the developmental protection of children. Therefore,
we recommend that there be an expansion of existing sources
of funding so that training programs necessary for existing
professionals who will contribute to the achievement of the
goals of EPSDT may be made available. We include in the
group of eligible professionals: physicians, nurses, teachers,
psychologists, social workers, school counselors, and speech
pathologists and audiologists. Training programs should be
carried out by existing accredited training resources and in-
stitutions (for example, universities, state colleges, community
colleges). Training could be offered in the form of workshops,
courses, seminars, and inservice training programs. We also
recommend that training funds for paraprofessional personnel
be made available on the assumption that Stage One and per-
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haps Stage Two of the developmental review process will be
carried out by such personnel, and on the assumption that a
great deal of the parent support work will also be carried out
ultimately by paraprofegsionals.

We urge increased effort to sensitize physicians and other
health professionals to the problems of parents and to the
problems of ethnic diversity within this pluralistic society.
We also urge that health professionals be trained to offer in-
creased support and counseling to al/ families.

It is crucial that members of different professional groups
be sensitized to the ways that their colleagues in other pro-
fessions view the world. The training of any “bridge” person
must include knowledge not only of the procedures used in the
various professions that are being bridged, but also the insti-
tutions in which they are embedded and the professional
culture that surrounds them. Some of this can be acquired by
exposure to other professionals but the understanding of it
that is essential to effective collaboration probably depends
on a more explicit examination of it during training.

We wili gain little if we establish new bureaucratic struc-
tures without careful consideration of the qualities of the
people who will make up that structure.

In order to achieve the goals of EPSDT, special resources
for developmental review need to be created to supplement
the kinds of assessments typically done by physicians. The
nature of these special resources primarily are trained per-
sonnel. Such personnel should have a very firm grounding in
normal child development, should have extensive skills in
using developmental evaluation techniques, should know
something about the arena in which physicians operate and
similarly should have some familiarity with the nature and
requirements of effective educational settings. They must also
know about parents, about families, their ethnic and economic
diversity, and the realities in which they live currently in our
society.

Data Available

It is strongly recommended that there be constructive use
made of data already available from past projects such as the
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collaborative studies, in order that we may become much
more sophisticated about issues of longitudinal prediction.

As has been noted repeatedly in this report, we recommend
research and development or demonstration projects to de-
velop measurement standards appropriate to the assessment
of young children, There should also be research into method-
ology of developmental review of young children with empha-
sis on the variety of assumptions and theories related to age
and ethnicity.

There must be the development of strategies for the simul-
taneous selection of measurement variables and the identi-
fication of program needs, for the establishment of research,
development an devaluation priorities. There must be an em-
phasis on the overlap between research and consumer priori-
ties. In addition, there must be provision for taking into ac-
count family needs and values in the conceptualization of
measurement related problems, and in the development, selec-
tion and application of any measurement or other instruments.
Parents and those directly responsible for the welfare of the
children must be involved in all decision making proc-
esses in this area.

The focus in interpretations of assessment must always be
on individual differences that will lead to appropriate inter-
vention for each specific child, as opposed to a focus on group
differences and comparisons.

Any instruments that are developed must describe capabili-
ties and limitations for which some form of intervention,
including parent education, may be prescribed, as opposed to
tests or instruments that are interpreted only in normative
terms.

There should be developed a multi-measure, multi-domain,
multi-function collection of measures from which instruments
may be selected at a local level, by local option,

One of the most important issues in evaluation must be the
inclusion of a search for possible positive and negative side
effects of any system of developmental review on children and
their families. This would include an investigation of any
problems associated with potential “labeling” as a conse-
quence of the administration of any of the aspects of develop-
mental review herein recommended.
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ExAMPLES OF DEVELOPMENTAL REVIEW IN EPSDI SETTINGS

As one component of the total EPSDI assessment, the developmental review
will take place in the variety of settings in which EPSDI services are conducted.
These can be basically described as: (1) free-standing EPSDT screening sites,
(2) private physicians’ offices, and (3) comprehensive health care centers such
as community health centers. The procedures recommended in “Developmental
Review inthe EPSDT program” lend themselves to each of these program
designs. The brief sketches which follow are examples of how the process would
flow in each setting.

MODEL 1, FREE-STANDING EPSDT SCREENING SITE

In this setting, Stage I may typically be accomplished when the child and
the accompanying responsible adult (hopefully a parent) are seen by & first
line staff person, perhaps a nurse or a paraprofessional, who takes a health and
developmental history. In this interview, the worker also uses the opportunity
to reemphasize the goals of the program in terms of preventive health care and
strives to allay any anxiety on the part of child or parent as to what is to fol-
low and to create a supportive atmosphere in which there is a clear opportunity
to fully share impressions about the child’s growth and development. In the
course of this interview, the worker should utilize a brief check list (parental
inventory) to gain the parent’s assessment of the child’s development, both
strengths and weaknesses. For some parents this may also serve as an opportunity
:o l:]'tliise questions about their perceptions of this child and of their own responses

o him.

In the case of an older child, obviously for an adolescent, a brief interview with
the child is a part of the history taking. (The child should also be encouraged
to discuss his interests, as he sees the need, during the physical examination
which follows.)

The material then accompanies the parent and child into the physical exami-
nation where more highly trained personnel, such as a physician or a nurse prac-
titioner can use the results of the parent inventory, the history, and the findings
of the physical assessment to compile a total overview of the child. This full
assessment of the child’s development should be discussed with the parent in
whatever terms the outcomes suggest as follow-up for continued good health
or the need for further assessment. If further assessment Is indicated (Stage
II) it may be done by professionals (or paraprofessionals under professional
supervision) in this setting.

MODEL 2. THE PRIVATE PHYSICIAN'S OFFICE

In a private practice where there is appropriate support staff, a procedure
similar to the screening site model can be followed. Where the physician works
alone, the history taking should include a discussion with the parent (and the
child, as appropriate) about the child’s general growth and development. This
discussion, the history, the assessment of the biological dimensions during the
pediatric examination, and the physician’s overall impressions become deter-
minants for further assessment (Stage II)} in the office or through referral.

MODEL 8. A COMPREHENSIVE HEALTH CARE SBETTING

In the comprehensive health care center there would be a wider complement
of available staff on hand, including paraprofessionals, nurses, physiclans, and
perhaps in more fortunate locales, mental health specialists. In such a setting,
multiple services can be offered, and Stage II (and possibly Stage I11) evaluations
may be available within the same setting. The flow of the process remains
the same, however, and the same combination of information becomes the basis
for a decision on the need for a referral from Stage I.

It should also be stated that case management is an important feature of serv-
ices delivery in all three models. Case management assures follow-through, elther
to a determination that the child is no longer considered at risk or to the
completion of proper dlagnostic and treatment services.

Private practitioners (Model 2) may feel confident that they can complete
the first two stages of the review themselves, but they should be prepared to
enlist outside resources for more thorough evaluations when suspected problem
areas are not within their immediate area of expertise. Such areas might include
speech and language development, cognitive development, and learning dis-

orders.
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Comprehensive Health Care Centers (Model 3) should, by definition, serve as
a central resource for guaranteeing a complete and broad spectrum of evaluation
services, whether within their immediate confines or through referral.

The foregoing examples are intended to illustrate that the developmental
review may be adapted to the normal format of EPSDT examinations with no
increase in staff. In fact, in those settings now using a structures assessment,
time will be freed by the developmental review, since each child will not require
a full assessment.

Senator Risicorr. We will take a 5-minute recess.

[ A brief recess was taken.]

Senator Rieicorr. The committee will be in order.

Mr. Secretary, you may proceed.

STATEMENT OF HON. JOSEPH A. CALIFANO, JR., SECRETARY OF
HEALTH, EDUCATION AND WELFARE

Secretary CALiFaNo. Mr. Chairman, I would like to read much of my
statement, but not all of it, and I would ask—— ]

Senator Risicorr. Without objection, your entire statement will go
into the record as if read.

Secretary CavLiraNo. Mr. Chairman, it is a pleasure to be here this
morning to testify before this subcommittee, and before you.

For years, you have been strongly committed to the goals of this
legislation in providing health care for poor children, in Ending ways
to deliver that health care, and in making sure that poor children
receive needed health services.

Your sponsorship of the administration’s bill reflects a long and
deeply-held concern for the health and well-being of America’s poor
children. That concern dates back many years to your days as Secre-
tary as well as to your early Senate career.

There are, indeed, in the Medicaid program a group of children
called the Ribicoff children who are covered only because of your insist-
ence on including this provision in earlier legislation.

Mr. Chairman, we believe that the CHAP legislation represents
a single opportunity for productive cooperation between the Execu-
tive and the Congress. There is widespread agreement on most of this
legislation. I think it can be, without question, the most significant
piece of domestic social legislation and health legislation to be en-
acted by the Congress and signed by the President this year.

With it, every poor child in this Nation, as defined by State income
standards, would be eligible to receive basic health services for the
first time in the history of this country.

The Child Health Assessment Program will increase health services
for those who presently have inadequate coverage, reaching 1.7 mil-
lion children in families with incomes below the poverty line who either
have no health insurance or are inadequately protected. It will help
eliminate aspects of the current system that often cause the poor to
receive substandard care, and it will put renewed emphasis on our
efforts to prevent, not to just treat, disease.

The CHAP program, together with our proposed amendments,
would extend medical benefits to all low-income children under the age
of 21 meeting State income standards, and would provide Medicaid
coverage for all low-income pregnant women meeting State income
standards.
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I might note that the number of women involved is 94,000, these
women are in eligible because they are categorically ineligible. 80,000
of these women are married, living in two-parent families and ineli-
gible simply because of that fact.

An important goal of this legislation is that eveiy child should be
able to develop his or her talents to the greatest extent possible. Every
child should receive continuous comprehensive health services, includ-
ing the preventive care that is necesary if children are to grow into
healthy productive adults. No pregnant woman should be denied the
prenatal care her baby needs for a healthy start in life,

These goals are too often, far too often, not fulfilled under current
health programs and practices. Millions of poor children and preg-
nant women in this country lack even basic health care coverage.

Today, I would like briefly to summarize our knowledge of chil-
dren’s health problems, especially the problems of poor children. Then
I will review the achievements of the EPSDT program and the short-
comings we bélieve that the CHAP program will help to correct.

In recent years, as you well know, we have made great strides in
improving the health of children in this country. Death rates due to
early childhood diseases have dropped dramatically.

For example, the death rate for children from influenza and pneu-
monia declined from 150 per 100,000 in 1925 to 6 per 100,000 in 1973.

Despite such gains, millions of children still fail to receive adequate
health care. The rate at which infants die in the first year of life in
this Nation is higher than that of 11 other nations.

When children enter school, 17 percent have defective vision and
27 percent have defective vision by age 11.

Many children receive treatment only in times of emergency acci-
dent or injury. Nearly 6 million children over the age of 17 have no
regular source of health care.

Even those able to obtain care may not receive the full range of
services appropriate for proper development. It is estimated that
nearly 24 million children under the age of 17 have not had a routine
physical examination in the last 2 years. Ten percent of children 6
through 16 have never been to a dentist.

The burden of these problems folls disproportionately on the chil-
dren of the poor. Twice as many children in families earning under
$5.000 have a history of chronic kidney disease as in families earning
$10.000 or more. Poor children are bedridden 25 percent more than
nonpoor children.

We know that prenatal care plays an important role in influenc-
ing the health of both the mother and the unborn child. Inadequate
prenatal care increases the likelibood that an infant will be born pre-
mature, suffer disability, or even death.

As in the case of health problems among children, the lack of timely
and adequate prenatal care falls most heavilv upon the poor and upon
minorities. Babies in black families are twice as likely as babies in
white families to die before their first birthday. Death rates during
the first 5 months of life are four times higher among infants in low-
income families than those in high-income families. More than 1 out
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of every 8 black mothers aged 20 to 84 do not receive prenatal care
during the first trimester of pregnancy.

The Department of HEW currently administers a variety of pro-
grams aimed at improving health care for children. In fact, more
than $2 billion a fyear under medicaid alone is spent directly on the
health problems of America’s children.

We are committed to upgrading the quality and availability of
health care in all existing programs.

Last year, for example, the President launched an unprecedented
initiative to immunize an additional 20 million children under the age
of 15 against childhood diseases, such as polio, measles, rubella, diph-
theria, tetanus, and whooping cough.

Senator Risicorr. What have the results been of that?

Secretary Cavrrano. Mr. Chairman, the results are quite good,
although tﬁey are still somewhat erratic. Our objective is to immunize
more than 90 percent of the children by October 1, 1979, in many States,
we have increased the number of children immunized substantially;
30 of the 50 States now report levels of protection against measles
and polio above the S0-percent or greater in children entering school.
Several States have begun to enforce laws that were not enforced
before. There has been a sharp drop in the incidence of childhood dis-
eases, such as measles, during the first 6 months of this year.

Senator Risicorr. Where there are failures in reaching your objec-
tives, what are the causes?

Secretary Caviraxo. I think that most yvoung parents today have
never seen these diseases and do not appreciate the importance of im-
munizing their children against them. They have never seen polio,
and what it can do, for example.

Second, I think that some doctors, and perhaps nurses, have not been
as attentive as they might have been to the immunization records of
children.

Third, while many States have laws, mnany of these laws have not
been enforced in the past, and some are just beginning to be enforced.
In Connecticut, for instance, the Governor has undertaken a vigorous
enforcement drive in which the State law has recently been changed.

Maine, for example. never had immunization requirements for all
the basic childhood diseases until this year. We would expect & big
change there. I think that those are the main reasons,

Mr. Chairman, the current EPSDT program works as a health
outreach and health status monitoring program. Under it, the States
are required to make a positive effort to inform parents that their
children are eligible for this service, to offer the service to them at
appropriate intervals, to regularly assess the health status of eligible
children, diagnose their health problems, and assure that needed and
requested followug treatment is provided.

But there have been a number of serious problems. All poor children
are not eligible for EPSDT. Many children whose family income is
helow the Federal poverty level do not qualify because the program
is linked to State income standards. and many children, who meet their
own State’s poverty standards are not eligible because they live in two-

arent families. Of over 12 million children actually enrolled in Med-
icaid, only 3 million children receive up-to-date assessments.
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Even among children reached by the program, many do not receive
needed followup care, 28 percent of all conditions found go untreated.
State assistance to improve this aspect of the program have not been
adequately developed.

Penalties against States failing to reach eligible children have been
too rigid and unenforceable.

Finally, many poor pregnant women are not eligible for medicaid
because they are not yet mothers, or because their husbands live with
them. Thus, their children are denied the healthy start in life that good
preventive care provides.

The CHAP proposal, as amended by our submission to you earlier
this year, seeks to assist States to rectify these deficiencies in a number
of ways. We would require States to cover all children under the age
of 21 whose family income meets AFDC eligibility standards for both
screening and treatment, regardless of whether they are categorically
eligible under AFDC for medicaid.

n other words, CHAP would serve poor children in two-parent
families. Qur legislation would cover an additional 1.7 million children
under Medicaid.

More children would be assessed. We would provide assistance and
incentives to States to reach and assess more eligible children. We will
pay the States a higher Federal match, a mmnimum of 75 percent,
instead of the current average of 57 percent for all screening done
under the program.

We will also pay a higher match for all ambulatory followup medi-
cal care to assess children including care in physicians’ offices, clinics,
and outpatient care in hospitals. We would not pay the higher match
for clignta,l services as the CHAP legislation coming out of the House
would.

We would pay a higher Federal match for general administrative
costs, 75 percent rather than 50 percent based on measures of perform-
ance by the State. We would expect, under our legislation, that by
1983, 9 million, instead of 3 million children, will be receiving regular
preventive exams.

CHAP will require States to be responsible for managing all medical
care of each assessed child. Together with a higher match for ambula-
tory care, we believe this will assure followup and continuous care for
a much greater proportion of all those assessed. We would also guar-
antee, even if the child became ineligible after assessment, that the
child be treated for up to 6 months thereafter.

‘We would change the penalty structure. Currently, any failure what-
soever by a State, no matter how minor or temporary, can make a State
liable for a penalty of 1 percent of all Federal AFDC funds. The pen-
alty is so severe, Mr. Chairman, it is unenforceable, as you are aware.
'We have been required by the General Accounting Office to impose it,
and Congress has effectively delayed, as I think they should.

Under CHAP, we would provide much more flexibility in establish-
ing and enforcing criteria. States would be given an opportunity and
encouragement to correct deficienciss. The measure of deficiency would
provide the Secretary with flexibility to impose a penalty of up to 20
percent of the administrative cost of the medicaid program.
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PRENATAL CARE

CHAP will extend medicaid coverage to all low-income pregnant
women in families that meet State income and resource standards.
This would make financing for prenatal care delivery and postnatal
care available to an additional 94,000 women annually, 80,000 of whom
are married and living with their husbands.

Mr. Chairman, we would urge that the Senate act quickly on the
administration’s i)roposal. We believe that if the Senate acts quickly
we can enact this legislation this year.

We believe that preventive care pays off. There is phenomenal cost-
benefit ratio.

For example, we know that weekly mouth rinses with fluoride can
result in 35-percent reduction in tootﬁ decay. A recent study indicates
that our measles vaccination program in the period from 1963 to 1972
has saved about $1.3 billion at a cost of about $100 million,

Mr. Chairman, I think I will submit the rest of the statement for
the record.

Senator Risicorr. A few questions, Mr. Secretary.

What are the implications for the future health of the country of
failing to take care of the health needs of children ?

Secretary CaLirano. Mr. Chairman, I think they are a shameful
commentary on & nation as affluent as this Nation is in terms of social
justice and social need. In financial terms, these are unquestionably the
most cost-effective programs we can provide. We know, for example,
that one of the things the CHAP program would do is provide for an
effective immunization of every child in the program. The cost-benefit
ratio in immunization is tremendous. In the measles program, an
investment of almost $100 million over a 10-year period has saved $1.3
billion in medical costs.

Senator Risicorr. Everybody talks about cost, but the cost of health
care for the individuals, for the State, for the Federal Government,
in this Nation are magnified greatly by failing to take care of the health
needs of children when you could really improve it. That has an impact
for their entire lives.

Is that not correct ¢

Secretary CaLrrano. That is correct, Mr. Chairman.

Senator Rieicorr. Let me ask you, do you think that the State
medicaid offices are capable of handling the administrative changes
proposed in this bill ¢ D?ﬁyou have any evidence one way or the other?

Secretary Carrrano. Mr. Chairman, we can submit some detailed
analyses for the record, if we have not already given them to the staff,
that we made in response to questions of the House.!

I think the record of the State medicaid agencies is mixed. The issue
is, why is it mixed ? We believe that in large part, we have not provided
the kinds of financial incrntives for these agencies to go out and find
these children financially.

I do believe that they provide the best statewide organization that
can be provided. It is an interesting question ; I think partly as a result
of the concern implicit in the question you have just asked, the House
Committee bill changes some of the provisions in the administration
bill. It expands the number of providers eligible for the maximum
match of CHAP funds so that, in States where medicaid agencies are

1 Bee p. 268.
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not perhaps as aggressive as they might be, we attract a range of
providers,

Senator Ripicorr. In other words, you would be willing to have
agencies other than the medicaid agencies handle these programs,
especially with maternal health and child health programs?

Secretary CaLirano. The maternal health and child health agencies
are, I think, on the whole not likely to do a better job than the medic-
aid program agencies. They are grant-in-aid programs. They are not
focused on poor children, and their whole tradition and method of
operation is somewhat different.

However, I think that the medicaid agencies should be free to
select providers to use grantees under those programs as well and that,
in part, is what the House did in its changes to our proposed legislation.
It would provide the maximum match for all kinds of providers that
we did not include in our original proposal.

Senator Risrcor¥. Do you approve of the House provisons ¢

Secretary CALIFANO. \%’e have no objections.

Senator Rieicorr. We heard testimony today that S. 1392 represents
a step backward in terms of health and psychiatric services. This is not
my intent, and I am sure it is not yours.

Is this problem adequately addressed by the amendments that Sena-
tor Cranston introduced at your suggestion? Is the administration
committed to assuring that each State maintains coverage of at least
those services which children can currently receive through EPSDT
and medicaid ¢

Secretary CaLirano. Yes, Mr. Chairman. I think our legislation was
unintentionally ambiguous when we first sent it forward. And that is
why we did send forward amendments in this particular area. These
amendments clarify coverage of mental health services as we orig-
inally intended.

There is no intention to reduce the mental health services covered. In-
deed, I was informed coming in from the airport this morning, that
Mrs. Carter called my office to make sure that appropriate mental
health services would be covered in this legislation, and I indicated
our desire to do that.

We are very much in support of covering mental health services, as
indicated in I’Syenator Cranston’s bill. The Igouse legislation went even
beyond that, and it was only budgetary considerations that prevented
us from going as far as the House legislation.

Senator Reicorr. In dental services, how do you think having poor
children from the ghetto areas get this preventive dental care in a
dentist’s office, many of them downtown or scattered in the suburbs,
compares with having this care in clinics established in the schools
or State health offices or city health offices, in clinics around where the
pe(éple aref L

ecretary CarLtrano. Mr. Chairman, I think that the reality is that
at least at this point in time, through the latter way, we will provide
dental health services for poor children. Anyone who tries to make
an appointment with a dentist knows how long it takes.

I think that dentists have been far ahead of physicians in terms of
using para-dental personnel, nurses to clean teeth and perform other
functions a dentist once performed. I think that we should look at new
methods of delivering dental services to poor children particularly
under this program,
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You suggest clinics; I think that is right on the mark from my
experience. )

Senator Risicorr. Where we are reaching out to try to give new
health services, does your Department or your representative sit down
with the representatives of the organized dental and medical agencies
and organizations to try to work out an understanding with them?

Secretary CaLrrano. We do, Mr. Chairman. Sometimes we are able
to work out an understanding. For example, in our immunization
program, we have complete cooperation in working with the AMA;
1n our antismoking program, complete cooperation. In other areas, par-
ticularly as we move into the areas that affect perceived financial and
economic interests, it becomes more difficult, when we view those in-
terests somewhat differently than those in the professions.

But they have all been helpful in terms of telling us whether theﬁ
think something will work or not, even when they do not agree wit.
it.

Senator RiBicorr. Let me ask you, you are aware of the history
of EPSDT. Great hopes for results, broien promises. This is not your
fault, but it took the Department 4 years to issue regulations for the
program,

What kind of implementation schedule do you have in mind to
prevent CHAP from going the same way {

Secretary Carirano. Mr. Chairman, X think the delay in putting
the regulations in this program was inexcusable. I would expect to
have all regulations out within 4 months and at the outside, no longer
than 6 months, but I believe we can do it in 4 months.

I think that our record in the past year with respect to regulations
is much improved. We have written most of the Medicare and Medicaid
Fraud regulations. We issued the rural clinic regulations, I believe,
within 60 days of enactment. We are moving much better in the regu-
latory process. I think that we can deliver.

Senator RisicoFr. Do you think that you can institutionalize this
without your taking your personal attention and your personal com-
mitment and your personal time ¢

Secreta ALIFANO. Well, Mr. Chairman, you have been Secretary
of HEW. I think that we have institutionalized the regulation writing
process and it is much better than it was. But I think undoubtedly it
will take time, some of my personal time, to move things out on that
kind of a schedule, but it is time well invested.

Senator RiBicorr. In all of these programs, it will take your per-
sonal interest to make sure that it works.

Secretary CALiranNo. In some of them, Mr. Chairman.

Senator Risicorr. We recently enacted a rural clinics bill mandat-
ing medicaid coverage in those clinics. To what extent would CHAP,
or the present EPSDT program, use those clinics for screening and
followup in the rural areas?

Secretary CarLirano. We would use those clinics energetically. We
would want the States to use those clinics energetically.

I just saw a rural clinic when I was up in Maine with Senator
Hathaway on Friday. It was wonderful to see one of these clinics devel-
oped in a distant area called Abbey, Maine, northwest of Bangor.
What it meant to the people in that community——they, themselves put
$47,000 into putting this clinic together.
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Senator Ribicorr. If these clinics work in the rural areas, why could
they not work in the ghettos of America ?

Secretary Carirano. Mr. Chairman, we did have—I believe we
originally recommended that we be permitted to reimburse nurse
practitioners through these clinics in inner-city areas as well as in
rural arcas. The Congress decided to let us just demonstrate in the
urban areas but we went forward full blast in the rural areas.

I cite that as an example of our general belief that clinics like this
can work in the inner-city area.

Senator Risicorr. How expensive was the demonstration?

Secretary CaLiraNo. We have just begun. We just got the authority
at the end of last year. We are just beginning to develop demonstra-
tions now.

Senator Rinicorr. I am curious—where are they ?

Secretary CarLirano. I do not know the extent of progress but I can
provide that for the record.?

Senator Risrcorr. I think this is a very important demonstration
program to be monitored, and I would hope that you would expend
one of your key people to monitor these, because I think that is very,
very important.

It is very difficult to get people from the inner cities and the ghettos
to go downtown to the prestigious private medical buildings. They
just will not do it. And as you say, the dentist is busy, the doctor is
busy and it takes a long time to be able to get an appointment with
them—weeks, months sometimes.

And yet there must be millions of people who do not get this care
because of nonaccessibility. I can understand that. The doctors
where it is more convenient, they like the atmosphere, but there 1s
a need elsewhere. I think the dental societies and the medical societies
could work together, in having the various doctors volunteer a certain
amount of their time every month to staff these clinics. They can do

it.

And I think there is a willingness, they are willing to organize it
on their own.,

Secretary CavLrrano. Mr. Chairman, I think they can do it and
I think also, as was the case in this Maine situation, we can also get
a national health services corps of doctors to staff these clinics. This
particular clinic is staffed by two national health service corps doctors.

Senator Risicorr. I understand that your Department is giving
serious study to revisions in other child Kealth programs in the De-
partment, aqﬁecially the title V, the maternal and child health pro-
gram under the Social Security Act.

What effect do you believe that this study should have on our
consideration of this bill ¢

Secretary CaLirano. Mr. Chairman, I think this committee can
forward in considering this bill regardless of that study. We are look-
ing at title V. I do not know what changes, if any, we will propose.
If we propose them, we will propose them sometime next spring. It
would take at least a couple of years before they would become%aw,
and we would like to have this legislation effective by April 1, 1979.
That is what we have been shooting for—April 1, of next year.

I do not think that should effect broad consideration at all. I also
think it is possible that, especially in a situation in which budget
restraints are so tight, that we would have no recommendations.

18ee p. 265.
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Senator Ribicorr. I would say we are all pleased to have your com-
mitment—more important, Mrs. Carter’s commitment. I have always
found that a President’s wife can act as a greater goad than the
President or the Secretary in many of these programs.

I would hope that you and your staff would study all of these various
programs that you are working on now with the viewpoint of present-
ing at the beginning of next year a series of suggested pilot or demon-
stration projects and I would consider it a privilege to introduce such a
measure, We can look at some of these thoughts and ideas and your
deep concern. Where there is either a budget problem or a question,
we can try to see would they work, how they work, can it be done, We
can trﬂ these ideas out in selected places around the country. And
I think you would find sympathy in the committee and sympathy in
the Congress to try these ideas out. There must be many of them that
concern all of you that you are discussing constantly.

You have another 4, 5, or 6 months into next year. You are not going
to get it this year; Congress is going home some time in October.
However, it is something that I think we ought to have, n broad-scale
series of demonstrations to try to solve some of these problems,

Secretary Carirano. I would be delighted to do that, Mr. Chairman.

Senator Ripicorr. I would commend to you consultation with mem-
bers of the committee staff, Mr. Constantine, and Susan Irving of my
own staff to try to work these out with you, so we would have a
cooperative effort.

ecretary Carirano. Good.

Senator Risrcorr. There may be some other questions, Mr. Secretary.
Agai}:x, nll)y commendation to you for going very well on a very, very
tough job.

I thgnk the country is fortunate to have you heading HEW.

Secretary CaLirano. Mr. Chairman, thank you very much. I think
the country is fortunate to have you serving on this subcommittee.

Senator Risrcorr. Thank you very much.

[The prepared statement of Secretary Califano follows:]

STATEMENT OF SECRETARY JOSEPH A. CALIFANO, JR., DEPARTMENT OF HEALTH,
EDUOCATION, AND WELFARE

Mr. Chairman and members of the subcommittee, it is with great pleasure
that I appear before you to testify in favor of S. 1392, the Administration's
Child Health Assessment Program (CHAP).

I know that you are strongly committed to the goals of this vital legislation,
which addresses one of our nation’s most important problems—providing ade-
quate health care services to children and pregnant women. There can be no
more important task for a compassionate society than ensuring that those most
in need of care—pregnant mothers and young children, especially poor mothers
and poor children—recelve those services which can mean the difference between
a full, productive life and a life impeded or retarded by unnecessary illness.

Senator Ribicoff, your sponsorship of this bill reflects a long and deeply held
concern for the health and well being of America’s poor children. That concern
dates back many years—to your days as HEW Secretary, as well as to the early
days of your Senate career. Your early and enthusiastic efforts to enhance the
health care of poor children s reflected in your proposal to permit States, at thelr
option, to cover otherwise ineligible categories of poor children under Medicaid.
This proposal became law, and the mandatory State coverage of these “Ribicoff
children” is one cornerstone upon which we constructed the CHAP proposal that
is before you today.

Mr. Chairman, the CHAP legislation represents a signal opportunity for pro-
ductive cooperation between the Executive and the Congress. There is widespread
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agreement both in the House and the Senate that the bill {s necessary. And
together we can attain a humane and noteworthy objective: With the passage
of CHAP, every poor child in this nation—as defined by State income standards—
will be eligible to recelve basic health services.

Your consideration of this legislation is especially significant in light of the
President’s recent announcement of his principles for national health insurance.
Although CHAP is not, of course, a formal part of the President's forthcoming
proposal, it represents a critical step—a separate legislative step that is not part
of, but leads to, comprehensive reform-—that can be taken now to remedy some
of the problems that the program he sends to the Congress next year will address.

Like the National Health Plan, CHAP will increase health services for those
who presently have inadequate coverage, reaching 1.7 million children in families
with {ncomes below the poverty line. It will help eliminate aspects of the current
system that often cause the poor to receive substandard care, And it will put
renewed emphasis on our efforts to present, not just to cure, disease.

Mr. Chairman, the CHAP program—together with our proposed amendments
that would extend its benefits to all low-income children under the age of 21
meeting State {ncome standards and would provide Medicaid coverage for all
low-income pregnant women meeting State income standards—is also founded on
several essential géals of sound maternal and child health care:

Every child in this Nation should be able to develop his or her talents to the
greatest extent possible.

Every child should receive continuous, comprehensive health services, including
the preventive care that is necessary if children are to grow into healthy, pro-
ductive adults.

No pregnant women should be denied the prenatal care her body needs for a
healthy start in life.

Yet, these goals too often—far too often—are not fulfilled under current health
programs and practices. Millions of poor children and millions of poor pregnant
women in this country lack even basic health care coverage, under Medicaid or
any other program, and suffer serious health consequences as a result.

This shameful national fallure must be remedied.

Today, I would like briefly to summarize our knowledge of children’s health
problems—especially problems of poor children. Then I would like to review
the achievements, and the shortcomings, of Federal child health programs.
Finally, I wish to explain why CHAP will correct some serfous weaknesses in
the way we discover and care for the health problems of poor children under
Medicaid.

HEALTH STATUS OF CHILDREN

In recent years, we have made great strides in improving the health of chil-
dren in this country. Death rates due to early childhood disease have dropped
dramatically. For example, the death rate for children from influenza and pneu-
monia declined from 150 per 100,000 in 1926 to 6 per 100,000 in 1973.

Yet, despite such gains, millions of children still fail to receive adequate health
care.

The rate at which infants die within the first year of life in this country is
higher than that of 11 other nations.

When children enter school, 17 percent have defective vision, often not cor-
rected. By age eleven, 27 percent have defective vision.

Many children recelve treatment only in times of emergency, accident or injury.
Nearly 6 million children under the age of 17 have no regular source of health
care.

Even those able to obtain care may not receive the full range of services ap-
propriate for proper development. 1t is estimated that nearly 24 million children
under the age of 17 have not had a routine physical examination in the past
2 years, 10 percent of children 6 through 18 have never been to a dentist.

The burden of these problems falls disproportionately on the children of the
poor.

Twice as many children in families earning under $5,000 have a history of
chronic kidney disease as in families earning $10,000 or more.

Children in families earning less than $3,000 are four times more likely to be
reported in poor or fair health than children in families with incomes of $15,000
or more.

Poor children are bedridden 25 percent more than nonpoor children—an av-
erage of 5.4 days per year, while the nonpoor child spends 4.2 days in bed
annually.
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We know that prenatal care plays an important role in influencing the health
of both the mother and the unborn child. Inadequate prenatal care increases the
likelihood that an infant will be born premature, suffer disability, or even death.
As in the case of health problems among children, the lack of timely and ade-
quate prenatal care falls most heavily upon the poor and upon minorities.

Bables in black families are twice as likely as babies in white families to die
before thelr first birthday.

Death rates during the first 5 months of life are 4 times higher nmong infants
in low-income families than those in high income families.

More than one out of every 3 black mothers aged 20 to 34 do not receive pre-
natal care during the first trimester of pregnancy.

CURRENT FEDERAL EFFORTS

The Department of Health, Education, and Welfare currently administers a
variety of programs aimed at improving health care for children: through re-
search, education and prevention—and through the provision and financing of
health care services in community health centers, maternal and child health pro-
grams and medicald. In fact, more than $2 billion a year under mmedicald alone
is spent directly on the health problems of America’s children.

We are committed to upgrading the quality and availability of health care in
all existing programs. Last year, for example, the President launched an un-
precedented initiative to immunize an additional 20 million children under the
age of 15 against childhood diseases such as polio, measles, rubella, diphtheria,
tetanus and whooping cough. Recently reported data shows that we have made
considerable progress toward achieving our goal : 30 of the 50 States report levels
of protection against measles and polio of 90 percent or greater for children
entering school, We are also encouraged about the decline in the incidence of
measles, mumps and rubella during the first 26 weeks of this year; cases of
measles were down by 50 percent, mumps by 16 percent and rubella by 19 percent
over the same period last year,

PROBLEMS OF MEDICAID AND EPSDT

But despite existing child health programs and services, we are here today
because we perceive serious shortcomings in our health care system for children.
And the most basic shortcoming is the lack of adequate health care services for
poor children and pregnant women under Medicald.

The medicaid program is primarily a payment program—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. The Early and Periodic Screening, Diagnosis and
Treatment program—the EPSDT program—operates as a health outreach and
health status monitoring system.

Under EPSDT, the States are required to make a positive effort to inform
parents that their children are eligible for this service; to offer the service to
them at appropriate intervals; to regularly assess the health status of eligible
children, and diagnose their particular health problems; and to assure that
needed and requested followup treatment is provided.

But there have been a number of serious problems with EPSDT ;

All poor children are not eligible for Medicaid and EPSDT.

0Of over 12 million children actually enrolled in Medicaid, only 3 million chil-
dren recefve up to date assessments.

Even among children reached by the program, many do not recelve needed
followup care, 28 percent of all conditiors found go untreated. State systems to
improve this aspect of the program have not been adequately developed.

Penalties against States failing to reach eligible children have been too rigid
and unenforceable.

Finally, many poor pregnant women are not eligible for Medicaid because they
are not yet mothers or because their husbands live with them. Thus, their children
are denied the healthy starts in life that good preventive care provides.

The Administration’s CHAP proposal, as amended by our submission to you
e?rller this year, seeks to assist States to rectify these deficienclies in a number
of ways:

Brpanded Eligibility.—CHAP will require States to cover all children under
the age of 21 whose family income meets AFDC eligibility standards, for both
screening and treatment, regardless of whether they are categorically eligible
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under AFDC for Medicaid. In other words, CHAP would also serve poor children
in two parent families. Thus, an additional 1.7 miliion poor children would be
eligible for health services urder Medicald.

More Children Asgsessed—CHAP will provide assistance and incentives for
States to reach and assess more eligible children. We will pay States a higher
Federal match—a minimum of 75 percent instead of the current average of 57
percent—for all screening under the program. We will also pay the higher match
for all ambulatory, followup medical care to assessed children, including care in
physicians’ offices, clinics, and outpatient care in hospitals. And we will also pay
a State a higher Federal match for general administrative costs—75 percent
rather than 50 percent—if the State meets certain standards of good performance.
Thus, we expect that by 1983, 9 million, instead of 3 million, children will be
receiving regular preventive exams.

Better Followup.—CHAP will require States to be responsible for managing
all medical care of each assessed child. Together with the higher match for am-
bulatory care, we belleve this will assure followup and continuous care for a
much greater proportion of those assessed. The program will also guarantee 6
months of continued eligibility for followup care for children who have been
assessed, even if their eligibility for assistance otherwise terminates.

Senstble, Enforceable Penaltics.—Currently, any failure whatsoever by a State,
no matter how minor or temporary, can make the State liable for a penalty of
one percent of all Federal AFDC funds. Under CHAP, there will be considerably
more flexibility in establishing and enforcing performance criteria, States will
be given ample opportunity and enconragement to correct their deficiencies before
a penalty is assessed. I have also asked Congress to repeal the current penalty
clause retroactively when the changes proposed in CHAP are enacted, so that
penalties assessed under current law need not be collected.

Prenatal Carec.—Finally, CHAP will extend Medicald coverage to all low
income, pregnant women in families that meet State income and resource stand-
ards. This will make financing for prenatal care, delivery and postnatal care
avallable to an additional 84,000 women anrually.

Mr. Chairman, I strongly hope the Senate can act quickly in the Administra-
tion's CHAP proposal. We must move to assure that poor children have access
to the same preventive and treatment services enjoyed by more affluent children.
Preventive early and continuing care can produce significant improvement in the
health of our children.

By emphasizing regular, preventive care, we can detect problems at an early
stage which can be corrected and treated before they reach crisis proportions.
Investing preventive, ongoing care also reduces the need for more sophisticated
and costly services which are needed to treat more advanced conditions.

Weekly mouth rinses with fluoride can result in an average 35 percent reduc-
tion in tooth decay.

A recent study estimates that $1.3 billion was saved in medical costs over a
10-year period (1963-72) through measles immunizations.

Where comprehensive care became available to women who had formerly
lacked access to such care, infant mortality rates can be cut in half,

In some child care centers, hospital days decreased up to 40 percent as com-
prehensive preventive and followup care was delivered to children.

We estimate that the first full year Federal cost of CHAP, in fiscal year
1980, will be $592 million. Because of the financial incentives contalned in the
bill, a number of States will experlence cost savings during the first full opera-
tional year. By fiscal 1083, we estimate States will save a total of $27 million.

As you know, Mr. Chairman, the House Commerce Committee has added a
number of amendments to the bill which greatly increase the total first year
costs of the Administration’s proposal. And we estimate that the Federal costs
of these amendments will add another $347 million to the Administration’s CHAP
bill. In the current fiscal and economlc climate, Mr. Chairman, we oppose these
add-ons to the 1979 budget.

The Administration’s CHAP proposal is a sound and realistic reform of the
current EPSDT program. CHAP will enable us to render ongoing health services
to children more effectively. It will expand available benefits and provide Incen-
tives under the higher Federal matching rate and performance bonus. We are
confident that the Improvements we are proposing will give the Federal govern-
ment, the States, the consumers acd providers of health care a significant oppor-
tunity to reach out to mo:e needy children and pregnant women.
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I hope the Senate will pars the Administration’s CHAP proposal as quickly as
possible. The current EPSDT program is badly Iin need of overhaul, and we are
shortchanging one of the weakest, most vulnerable groups in our soclety until
we mnke these improvements. I hope that the President can sign this much-
nerded reform into law this year as proposed by the Administration.

We will all he able to take great pride in a bill that makes many poor children
eligible for baslc health services.

Thank you,

[Thereupon, at 11:05 a.m., the subcommittee recessed, to reconvene

at the call of the Chair.] ) o
[By direction of the chairman the following communications were

made a part of the record :]
STATEMENT oF Hox. RoN DE LuGo

Mr. Chairman and honorable members of the S8enate Finance Subcommittee on
Health. I am grateful for this opportunity to testify in support of I.R. 9434,
legislation I have co-sponsored to ellminate discriminatory treatment of the Vir-
gin Islands under the Medicaid provisions of the Soclal Security Act. The purpose
of this legislation, which was reported by an overwhelming margin by the House
Committee on Interstate and Foreign Commerce and passed by the full House,
is to guarantee equal protection under the law by extending to residents of the
United States Virgin Islands the same rights and benefits already enjoyed by
residents of the several states and the District of Columbia,

Section 1108 of the Social Security Act sets absolute cellings on Federal funding
for the Medicaid programs in the Virgin Islands. Guam and Puerto Rico. Federal
financial participation with respect to the Virgin Islands is subjeet to a 50/50
matching rate, whereas the Territory would qualify for 75 percent Federal match-
fng if {1t were entitled to a full state-like treatment. The net effect of these pro-
visions is to reduce the level of health care services available to low income per-
sons in the Virgin Islands, as well as to place an ever increasing financial burden
on the fiscally strapped local government that is disproportionately higher than
‘that of individual states.

I should like to point out that the health care responsibilities of the Virgin
Islands Government are expected to increase significantly over the next few years.
The aggregate case load for government-sponsored health services has Increased
from 25.000 in 1972 to 34,000 in 1976. and additional growth is expected to con-
tinue as large numbers of non-resident aliens in the Territory are adjusted every
year to permanent resident status under Federal law. Moreover, operational costs
are expected to Increase as the local Government moves ahead with its $52 million
health care modernization and construction program. While eliminating the Fed-
eral cefling altogether and allowing the matching rate to rise under the variable
state formula would enable the Virgin Islands to help finance needed improve-
ments in its health care system, the Congressional Budzet Office has estimated
that full state-like treatment would barely cost an additional £730.000 in fiscal
vear 1979, rising to an additional $2.2 million in fiscal yvear 1982.

The principle Justification for discriminatory treatment of the Virgin Islands
under the Socinl Security Act has been its special tax status. However. in Octoher
of 1978, the HEW Under Secretary’s Advisory Group on Puerto Rico, Guam, and
the Virgin Islands fssued a report which concluded that “the eurrent fiseal treat-
ment of Puerto Rico and the territorfes under the Social Security Act {s unduly
diseriminatory and undesirably restricts the ability of these jurisdictions to meet
their public assistance needs.” The report went on to recommend full state-like
treatment for the off-shore areas, arguing that “while the legitimate obligations
of Puerto Rico and the territorfes to contribute to general Federal tax revennes
should be considered within the context of their overall political relationship
with the Federal Government, there {s little justification for addressing this issue
within the context of the Social Security Act.”

This conclusfon is {n accordance with statements of genera! poliey the
present Administration has made with respect to the off-shore territories. As
President Carter recently stated. “The Constitution of the United States does not
distinguish hetween first and second class citizens.

Rather, the Constitution specifically guarantees equal protectfon under the
law to all United States citizens, regardless of where they may live. The logic of

34-464—70——13
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the constitutional argument, moreover, i8 strengthened by the fact that while
the people of the Virgin Islands do not contribute to the Federal Treasury, neither
do millions of Americans who are unable to pay taxes because of economic cir-
cumstances, In the final analysis, neither of these circumstances relieves the
Federal Government of its responsibilities to these citizens.

While the Under Secretary’s Report mentioned above also recommended full
state-like treatment, it did suggest & number of ways in which to do it, including
phasing in reforms over a three year period. The House Ways and Means Com-
mittee took a major step in this direction last May when it voted unanimous
to extend the Supplemental Security Income Program, eliminate the Federal
ceilings on cash assistance programs and revise administrative procedures
for the Title XX Social Services Program for the benefit of United States citi-
zens in the Virgin Islands, Guam and Puerto Rico. In its Report on H.R. 7200, the
Ways and Means Committee states that its action was a ‘“necessary and im-
portant step” in the direction of “complete equity between the States and the
Territories.”

More significantly, President Carter has included the Virgin Islands, and the
other United States Territories in his comprehensive welfare reform proposal
on a full and equal basis with the several States and the District of Columbia.

To accept continued diserimination in the Medicaid program, then, would run
counter to the trend toward equal treatment under the law for United States
citizens in our off-shore areas. I would respectfully urge, therefore, that the
members of the Senate Finance Committee support H.R. 9434 as passed by the
House.

CONGRESS OF TITE UNITED STATES,
HoOUSE OF REPRESENTATIVES,
Washington, D.C., August 15, 1978.
Hox~, HERMAN E. TALMADGE,
Chairman, Senate Subcommfittec on Health,
Dirksen Senate Office Building,
Washington, D.C.

DEAR MR. CHAIRMAN : On hehalf of the Ameriean citizens of Guan, I respectfully
request that your subcommittee approve H.R. 9434, legislation which proposes
increased federal support for medicaid programs in Guam, the Virgin Islands,
and Puerto Rico.

The success of this measure would correct a long-standing inequity which
provides the people of these territories with substantially less federal assistance
for Medicald programs than is extended to residents of the 50 states. As a
direct consequence, my constituents on Guam are unable to enjoy the full
protection of this program.

Under present law, Guam is limited to a ceiling of only $900,000. Under the
provisions of the measure pending before your subcommittee, the ceiling would
be raised (for Guam) to $1.8 million or exactly double the present amount.

Equally important, H.R. 8434 would raise the federal matching level, which
now stands at 50 percent of all Medicaid funds expended in the territories, to
a level of 81.87 percent for Guam, The increase, which {s predicated on the
same matching rates utilized here in the states. would again benefit local rest-
dents. As the House Committee on Interstate and Foreign Commerce noted
in its report on the measure, “Guam, for example, is unable to take advantage
of the federal assistance that is available because they cannot raise the local
matching rates.”

Finally, I would urge adoption of the provision included by the House which
Jrermits increases in the annual Medicald ceiling for all territories based on
the cost of living indexes. While T recognize that this formu'a i< unique in the
Medicaid program, I stress that the cost of living in Guam is far higher than here
in the mainland. Aceording to federal figures, the cost of Hving on Guam is at
least 10 percent higher than in the District of Columbia. Thus, the automatic
indexing of rates would provide a much needed economic buffer to keep federal aid
at n level consistent with the true cost of living.

My office stands ready to assist you in answering any questions you may have.
Please contact Mr. Roger Stillwell of this office for further fnformation.

Sincerely yours,
ANTONTIO B, WoON ParT,
Member of Congress.
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STATEMENT OF THE AMERICAN HOSPITAL ABSSOCIATION

The Americau Hospital Assocliation, which represents over 6,400 member
hospitals and health care institutions, as well as more than 27,000 personal
members, appreciates this opportunity to present its views on 8. 1392, the Child
Health Assessment Act.

This proposed legislation seeks to improve the health status of over 12 million
children whose families or guardians have low incowmes by providing for a pro-
gram of regular health assessments and follow-up treatment. The AHA whole-
heartedly supports such efforts to encourage preventive care and early medical
intervention on behalf of children who suffer from disease, Our membership has
a history of significant efforts to provide primary care in appropriate settings
through the expansion of outpatient and ambulatory clinic programs. There-
fore, efforts to improve access to compreliensive diagnostic and treatment
services are consonant with our policies and goals.

We believe that any program attempting to address the subject of child health
should consider the full range of issues which will confront the patients and the
providers involved. In this regard, we would commend to the Committee's atten-
tion the recent study funded under a grant from HEW, by Anne Marie Foltz,
“Uncertainties of Federal Child Health Policies: Impact in Tow States” (Na-
tional Center for Health Services Research, April, 1978).

The findings of this study indicate that previous federal efforts to improve
child health often have suffered from problems in implementation which have
frustrated the original intent of legislators. Among these problems are: ¥Fallure
to target specific populations, Fragmentation of and conflict between different
agency jurlsdictions, Failure to provide sufficient financial incentives to en-
courage provider participation in federal programs, Lack of adequate reporting
systems to generate appropriate assessment data for programs.

In the context of our concerns for addressing the full spectrum of considera-
tions related to child health legislation, we would like to offer the following
specific comments and recommendations.

PROGRAM CONCERNS

1. Comprehcnsive Services—The AHA strongly supports the provisions of
the proposed legislation to encourage the screening of eligible children in settings
which provide the range of comprehensive health services necessary to ensure
adequate and appropriate treatment of diagnosed conditions, Sereening programs
are of little value unless timely intervention is also assured. Early treatment
greatly reduces the need for expensive modes of medical care which become neces-
sary when diseases reach an emergent or acute state, We helieve this to be an ef-
fective means of controlling medical care costs over the long run.

Not all settings allow the assemblage of a full range of diagnostic and treatment
services in a comprehensive health center, espec ally in sparsely populated rural
areas. \WWe therefore support an amendment to the proposed act, such as that
introduced by Senator Chiles {(amendment No. 1029), which would allow a state
to consider local conditions and, when appropriate, certify individual providers
for participation if they have agreed by contract to operate in a network for the
provision of child health assessment services.

Finally in this regard, we are concerned rhat the specific language of the pro-
posed act would limit the ability of providers to render the intended rance of
referral and follow-up services. Proposed section 1912(3) would permit the treat-
ment only of those conditions diagnosed in an initial screening. A literal inter-
pretation of this section would preclude conditions uncovered during the course
of referral or follow-up services. We believe that this section should be amended
as follows to include the treatment of conditions uncovered at any point in the
assessment process : 1912(3) “refer such individnals to appropriate providers for
any corrective treatment the need for which is disclosed by the assessment proe-
ess (including conditions discovered during follow-up treatment), but whieh iv
not available directly from the provider maintaining an agreement with the
State, and for follow-np to assure the provision of such treatment:”

This expansion would be consistent with the intent of the bill to provide timely
intervention at the earliest possible stage for children involved in a periodic
health assessment program.

2. Prenatal and Postnatal Carc—The success of any program to improve
child health will be greatly dependent on the adequacy of efforts to ensure proper
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prenatal and postnatal care for expectant mothers with low incomes. For too
long, this country has been concerned about a high infant mortality rate. By
including screening and appropriate follow-up care for expectant mothers in
this program, Congress will be taking neceszary steps toward the goal of imyrov-
ing the health status of children in the target population groups.

Studies have shown that many environmental and soclal factors. such as
poor housing and the lack of proper nutrition, prevalent among low income
groups, are directly linked to a high incldence of physical and mental disabilities
in children. In addition. the frequency of alcoholistn and drug abuse In iow-
income groups makes it imperative that expectant mothers in these groups he
screened so that high risk pregnancles can be identifiled promptly. Thus, AHA
recommends that eligible expectant mothers bhe covered under the program
authorized by this legislation, and that eligibility for such women he sustalned
for up to two months, following delivery. Further, it is our understanding that
this hill would provide coverage for infants at birth, in contrast to some current
state Medicaid programs that begin coverage at six months of age.

8. Dental Care.—The AHA belleves that adequate dental care is an important
<component of child health. The problem of dental neglect among low-Income
groups cannot be overestimated. If the Committee determines that sufficlent
financial resources would he available, we would support an amendment to the
bill, such as that proposed by Senator Chiles (amendment No. 1031), to include
dental care in a manner comparable to other medical services.

4. Health Educatinn.—We believe that public awareness is an essential ele-
ment in the success of the CHAP effort and suggest that the bill he expanded
to provide funds for both national and local promotion of pukblie health educa-
tion. In addition to traditional health educatlon functions. this activity also
could reduce the burden on provider resources by instructing parents in the
appropriale use of services (e.g, telephone consultations, appointment proce-
dures, and use of slack periods of elective demands).

ADMINISTRATIVE CONCERNS

1. Financing and Payment System.—Experience with the financing and pay-
ment system utilized by the Medicaid program has pointed up a number of serious
concerns from the point of view of hospitals. While the entitlement to health
henefits for the indigent and for persons with low-incomes has resulted in im-
provement in thelr access to needed health care services, the unevenness of eli-
gibllity requirements and variations in payment methodologies among the states
often have led to a fajlure of tbe program to meet the full costs of providing
high quality health care.

As a consequence of Medicaid rate freezes, benefit limitations. and partial
payments under some state plans, other hospital patients and third-party payers
are, in effect. subsidizing the costs of services rendered to Medicaid heneficiarles.
Such inequitable cirenmstances could make it dificult for providers to participate
in the proposed child health assessment program. Moreover, in some states the
problems will he exacerbated by the program’s potential for increasing the
volume of services. which would be an inevitable result of this broad screening
effort. Senator Ribicoff pointed out in his remarks accompanying the introdne-
tion of this legislation that only about one-sixth of the over 12 million children
eligible for screening services under the current EPSDT program actually have
been sereened. This proposed new and expanded program must, therefore, address
the financial and payment issues arising from the increased demand generated
by a significart increase in the pediatric case load of health care providers.

The increased case load would come from three sources: (1) patients not
previously eligible for, or taking part in. the existing screening program: (2)
patients referred to qualified providers with the necessary dlagnostic and treat-
ment services to meet their needs: and (3) the provision of additional services
within existing case loads as a result of more thorough and comprehensive screen-
ing anad follow-up systems.

We are pleased to note that the bill In several areas recognizes the need to
provide adequate financial resources for the program. Specifically, the iUl
would authorize an increase In the federal matching rate for required ambulatory
care services. Tt alse would standardize eligibility requirementzs among the
states so that children of intact families as well as single parent households
would he covered under the program.

Nevertheless, the bill does not provide for any modification of the present Medi-
caid payment system to institutional providers, including free-standing clinies,
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which has permitted sonie states to pay less than the full costs incurred in rond-
ering services. The A\ urges the Committee to include specific language in
the leglslatlon, under the propused section 1803 (a) (8), to require that payment
for services delivered pursouant to the screening process be bused on the reason-
able direct and indirect.costs of such providers.

2. Allicd Health Profesxivnals,—In order to encourage eficlent and economical
provision of services under the program, the AHA believes that the bill should
specitically recognize the role that nurse practitioners and physician extenders
can play in sowe screening and follow-up activities. We suzgest that propused
section 1002(a) (37)- be amended to require a state plan to: “(87) provide
that the Stute will encourage participation hy phystelans and health care cen-
ters and ,to the extent permissable under State law, allied health personuel, in-
cluding nurse practitioners aud physician extenders, in the program described
in section 1912 of this Aect . .."

3. Courdination acith Qther Programs.—A number of programs receiving
federal support provide related services for children, among them various lealth,
nutrition, and socinl services. The AHA belleves that the bill should provide for
the ndministrutive and clinical coordination of the Child Health Assessment
Program and other federal progrums for the direct provision of health and
related social services to children, Such coordination would measurably increase
the comnbined impact of the services on the target population and decrease ad-
ministrative costs.

Moreover, we support the concept of a “lead agency,” such as that proposed
by Senator Chiles in his amendment (amendment No. 1029), to coordinate for
each county or health service area all programs affecting the health status of
mothers, and children, whether provided through hospitals, elinics, public health
agencles, school health agencles, migrant health centers, or maternal and child
health centers.

We appreciate the opportunity to present our views on the Child Health Assess-
ment Act. ABA supports the intent of this legislation, and we will be pleased to
provide any additionnl information or assistance the Committee may request.

STATEMENT OF THE ASSOCIATION OF STATE AND TERRITORIAL MATERNAL AND CHILD
HEALTH AND CRIPPLED CHILDREN'S DIRECTORS

(Presented By Judson Force, M.}, Director. Crippled Children's Services, De-
partment of Health and Mental Hygiene)

ACENOWLEDGEMENTS

This statement has been prepared by a Task Force of the \ssociation which
represents some ninety-seven (97) physiclan directors and an estimated 1.600
other professionals working in all State and Territorial Maternal and €hild
Health and Cripple@ Children’s Services programs. Professional staff located in
local and regional areas of states and involved with child health services repre-
sents an additional and substantial corps of trained and experienced personnel.

State and local staff include public health nurses, nurse practitioners, physi-
clans, dentists, medical soclal workers, nutritionists, health educators. andiol-
ogists, speech pathologists, physical therapists, and occupational therapists.
Responsibilities are such that most staff members provlde both administrative
and direct patient care services,

Therefore, it Is appropriate to acknowledge that much of what is presented in
this statement reflects the concern of persons who are very close to those for
whom this Act is intended.

The Association of Maternal and Child Health, and Crippled Children's Direc-
tors of Title V Programs support the purposes of H.R. 6706 to strengthen and
modify EPSDT and broaden program eligibflity. Congress in the past has
recognized that a special public responsibility exists for the most dependent and
vulnerable citizens who require more care and financial support than can be
reasonably expected of most low income families. This bill can provide a needed
opportunity to reinforce previous congressional intent and commitments under
Public Law 920-248 and the 1967 EPSDT amendments to title V and title XIX
of the social security laws. Both title V and title XIX child health mandates need
careful consideration as the language of H.R. 6708 undergoes further develop-
ment.
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The Child Health Assessment Act is an Initiative that should promote healthy
children and@ prevent unnecessary disease, disabllity, and hospitalization by
improving the opportunities for more needy children to be identified and pro-
vided with a continuing source of quality medical care. A major goal of this Act
‘must be to emphasize the need and ensure the availability of necessary primary,
:secondary and tertiary preventive care services through a comprehensive and
-coordinated network of providers. The Association vigorously supports the
intent to have every needy child introduced and assured a medical program
where health needs would he periodically assessed, a prevention oriented care
plan developed and necessary diagnostic, treatment and aftercare services pro-
vided in accordance with that plan,

The following statements and recommendations are made. then, in keeping
with what we believe to be the basic health care provisions that Congress intends
for alt children served through EPSDT services under title V and title XIX
and to be further amended through H.R ¢706.

A. TREATMENT COVERAGE

In {his country the prevalence of severe handicapping conditions is greatest
among those children served by title V and title NXIX programs. Section 1905
now requires title XIX payment coverage for EPSDT services of all eligible
persons under twenty-one years of age regardless of diagnostic category. It
is of great concern, therefore, that CHAP would amend this section whereby
State title XIX programs wonld no longer be required to provide appropriate care
and services to handicapped children with mental illness, mental retardation, or
developmental disabilities.

This exclusion is contrary to the very intent of sec. 1901 which states that
title NXIX appropriations are for the purpose of enabling states to furnish (1)
medical assistance on behalf of families with dependent children and disabled
individuals and (2) rehabilitation and other services to help such families and
Individuals attain or retain capability for independence of self-care.

Some of the most urgent medical diagnostic and treatment needs and opportu-
nities for secondary and tertiary prevention are in those conditions or categories
which are not to be mandated for all appropriate care and services. To exclude
these conditions or to limit treatment where there is a reaxonable expectation of
eventually attaining or retaining capability for at least independence of self care
may not be in a state’s best fiscal interest. Many states are presently investing
substantial amounts of limited program funds in developing health care resources
and services to reduce the need for costly institutional care.

Also to be excluded under CHAP is dental treatment unless the need is dis-
covered during an assessment. Since a large percentage of dental defects can
only be detected after a thorough diagnostic examination, it is imperative that
children receive diagnostic dental care on an ongoing regular preventive and
curative hasis. Furthermore, the vast majority of needy children are already
’known to have dental conditions requiring diagnosis and treatment, Assessment
for disease in this eircumstance is helieved to he cost effective.

We also recommend that dental treatment services not be excluded from the
Increased Federal medical assistance reimbursement as described in sec. 7.
Ambulatory dental care for poor and handicapped children is limited and in-
adcequate financial incentives will only make it more difficult for states to make
these needed services available.

B. PROVIDER PARTICIPATION

It is belleved that satisfaction with program direction and equitable reim-
bursement provisions have the greatest influence on EPSDT provider participa-
tion and practice patterns. Also of importance to the patient and provider is the
organizational structure, setting and atmosphere in which health care services
are to be delivered, Therefore a diversity of choices in delivery systems and
funding arrangements should he mandated by statute to allow for differences in
personal preferences which exist among patients and providers.

We fully support the CHAP intent as expressed in sec. 1912 to require the
responsible state administrative unit to provide greater access to programs and
providers which can assure not only periodic assessments but also the necessary
treatment and continuing followup care needs. However, the Assoclation is
- greatly concerned that the requirements under Section 1912 could interfere with

a State’s ability to deliver EPSDT services through title V programs. Under
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title V local community providers, including health departments, provide services
to several milllon children annually. In particular, children and families served
by health department programs could be adversely affected by this section.

Local health departments continue to be a major resource of a broad spectrum
of health care specialties and disciplines in under-served areas throughout the
country. Their outreach capability in the community is considerable. Depending
on local needs, care available through these community programs can vary from
-assessment clinics to comprehensive services offered in primary care, community
hospital, and university medical center settings. Most local programs have,
however, traditionally focused on well child and primary preventive care; diag-
nostie consultation, treatment and ongoing management services nave been pro-
vided to a lesser extent and mainly developed for handicapped children followed
through State title V crippled childrer's services. Arrangemenuts have bheen
worked out over the years to coordinate assessment services with necessary diag-
nostie, treatment and follow-up care to assure comprehensiveness and continuity.

It is imperative that local programs which have been developed and are con-
tinuing to meet community expectations and needs not be disrupted but hopefully
reaffirmed and strengthened under this section. If this section is not changed,
health departments could only continue assessment services in those geographic
areas where it has been determined that the State -has made reasonable efforts
to assure provider participation but the number of enlisted providers is insufficient
to serve the number of eligible children. There is great reservation about the
-efficacy of this provision as presently developed.

There is the potential for incalculable disraptive and damaging effects on local
health departments. (That is, possible elimiration of many local health
programs and a decrease in available assessment health services particularly
at a time when there is expected to be an increased demand for such services as
a result of Public Law 94-142, the Education for the Handicapped Act, which is
to be implemented soon by local education agencies).

At best it is felt that the provider requirement under Sec. 1912 would have
~-ery little beneficial effect on the further development and strengthening of pres-
ent delivery systems for the health needs of poor children. Most States would need
total Federal funding to enable existing health department assessment programs
to add the required level of diagnostic and treatment services. It is conceivahle
that some health departments might be inappropriately forced to expand into
primary care delivery programs; there isn't any provision that would prohibit a
local program from taking this course of action even if located in_an area
where there were already a sufficient number of diagnostic and treatment pro-
viders. Lastly, the selection of appropriate criteria to be used for such a deter-
mination would appear formidable when considering the many geographic, pro-
vider and consumer variations that exist on a nationwide basis.

Accordingly, the Assoclatior recommends that section 1912(b), (2) (A), (B)
and (C) be deleted except for the statement that in lieu thereof “a State may enter
into_an agreement with any health care provider who has written ar-
rangements for the referral of such individuals to appropriate providers for such
diagnostic and treatment services.” This change should not have any significant
adverse effect on the overall intent of the section to reach inereasingly more
title XIX children with & full range of appropriate and ongoing preventive health
services, The change would eliminate, much earlier than otherwise, those asess-
ment providers who cannot assure a minimum coverage of diagnostic and treat-
ment services, or who have not been successful in affiliating with an appropriate
health care provider. In addition, it is believed that the logistics involved in ad-
ministering the compliance aspects of section 1912 over a 8 year phase-in-period
would be monumental.

C. PROGRAM AUTHORITY

Finabling legiglation for title V programs is for the express purpose of extend-
ing and improving health care services to children throughout States, especlal-
ly in under-served and economically depressed areas. Title V agencles have bheen
directed by Federal and State statutes to administer or supervise the adminis-
tration of the State plan for identifying health needs of children and develop-
ing strategies for meeting those needs including the provision of direct services
by the agency when necessary. Under Public Law 00-248 Congress further
specified and attempted to strengthen title V authority to provide for ongoing
continuous programs of preventive care, hy amending title V State plan require-
ments to provide specifically for EPSDT services: Section 505(a) (7) was added
which provides for the early identification of children in need of health care
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and services, and for heaith care and treatment needed to correct or ameliorate
defects or chronic conditions discovered thereby, through provision of such.
periodic screening and diagnostic services, and such treatment, care and other
measures to correct or ameliorate defects or chronic conditions.

Also, under Public Law 90-248, conforming amendments were added to title
XIX. These additions were seemingly intended to provide the necessary fund-
ing mechanisms for EPSDT services which were to be developed and made
available under section 505(a) (7) of title V. Section 1905(a) (4) (B) defines
EPSDT for the purposes of payment and section 1802(a) (11) (B) requires the
title XIX agency to enter into reimbursement agreements with providers re-
ceiving payments for part of all of the cost of plans or projects under title V.

The Association submits that most of the shortcomings of EPSDT can be
attributed to the very low priority this program has received at the State level
subsequent to these 1967 EPSDT amendments. Part of the failure of title V and
title XIX agencies to establish EPSDT as a priority program is believed related
to the difficulties and delays which surrounded tlie developuent of regulations
and guidelines. In addition, when regulations and guidance material finally
became available fh 1972, many States were beginuing major efforts to contain
title XIX costs and were not particularly interested in providing funds for:
EPSDT program development. In fact, as of December 1973, 6 months after the
date for full implementation, only about half of the States had some services
avallable on a statewide basis,

Much of the initiative and most of the technical expertise for developing
EPSDT standards and assessment schedules has been provided by title V agen-
cles. However, the administrative responsibility for overall EPSDT program gdi-
rection continues to reside with title XIX agencies, Since title XIX is a Federal-
State-grant-in-alde program, a serious constraint to fulfilling the EPSDT man-
date has existed whereby states have opted to limit eligibllity, the scope of
services, and in some instances have even declined the opportunity to participate.

Interagency agreements between title V and title XIX agencies have been
tried as a means to improve EPSDT performance but have generally proved
inadequate for the needs. It is believed that this administrative mechanism will
fall short of well intentioned hopes and proinises because of inherent differ-
ences in agency mandates and goals. Title XIX, being administered by Wel-
fare, is primarily aimed at income maintenance for familles, the aged and
disabled. Children’s health needs are of only secondary importance as a factor
in supporting the overall stability and functioning of the family unit. Title V
orientation, as previously cited, is for the express purpose of improving health
services for children and in particular those children from low Income families.
Cost containment under title XIX is viewed primarily as less income maintenance
for needyf families, not as possibly denying a child the opportunity for a fair-
start in life. :

The Association respectfully concludes that if the desire and intent of Con-
gress is to meet the critical health needs of medicald children, then the respon-
ribility for CHAP program authority must reside in Federal and State agencies
that have as their primary objectives the protection and promotion of children’s
health. These agencies must have the necessary professional capablilities and
incentives to develop and ensure the avallabllity of a comprehensive. integrated
and continuing system of child health services. It is with regard to the issue of
program authority that provisions of the existing title V child health and EPSDT"
statutes must be specifically addressed and references made in H.R. 6708, Tt
is essential that CHAP intent and langnage reflect an understanding of both
title V and title XIX child health mandates and activities.

STATEMENT OF THE EPILEPSY FOUNDATION OF AMERICA, THE NATIONAL ASSOCTATINN
FOR RETARDED CITIZENS, THE NATIONAL SOCIETY FOR AUTISTIC CHILDREN AND
UNITED CEREBRAL PALSY ASSOCIATIONS, INC.

SUMMARY STATEMENT

The four voluntary agencles serving mentally retarded and develomentally
disabled persons are profoundly shocked at the de facto exclusion of children
with these disabilities from treatment and referral services under the Child
Health Assessment Program (CHAP). Permitting such children to receive
services at the option of the state is tantamount to insuring their being barred’
from any but the most skeletal screening services required by law.
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OUR OPPOSITION X8 PREDICATED ON THE FOLLOWING BEALITIES

1. Treatment and referral services under CHADP are routinely available to
all other qualifying low-income children, services to which many mentally re-
tarded and developmentally disabled children would otherwise be entitled
ou the basis of their family’s financial status.

2, Mentally retarded and developmentally disabled children are particularly
in need of early intervention if lifelong disabling conditions are to be ameliorated
to the greatest extent possible or prevented altogether.

3. Excluding mentally retarded and developmentally disabled children from
care will only exacerbate chronic problems already experienced by low-income
individuals in attempting to access health services.

4. CHAP was designed to expand, not restrict, the scope and availabllity of
health care for poor children. By excluding mentally retarded and develop-
mentally disabled children from all but screening services, the program is clearly
not meeting its intent.

THE RATIONALE FOR S8UCH AN EXCLUSION IS BASED UPON ASSUMPIIONS WHICH ARE
FUNDAMENTALLY UNSOUND

1. Contrary to prevailing opinfon, the majority of mentally retarded and
developmentally disabled children do not require costly long-term institutional
care; and their inclusion in the CHAP program would not represent a substantial
additional commitment of resources.

2. As mentally retarded and developmentally disabled children will auto-
matically become recipients of Medicaild benefits once they attain their majority,
it would be both practical and cost-effective to reduce their later cost to the system
by providing early intervention in order to significantly lessen or even eliminate
the long-term effects of such disabilities.

8. While many individuals erroneously assume tnat mentally retarded and
developmentally disabled children can receive treatment services under the
Developmental Disabilities Aet (Public Law 94-103) in fact that legislation
facilitates planning and coordination of services only, and is not equipped
either financially or administratively to deliver direct care.

THE CONSEQUENCES OF EXCLUDING MENTALLY RETARDED AND DEVELOPMENTALLY
DISABLED CHILDREN FROM CHAP ARE POTENTIALLY VERY GRAVE

1. By providing an incentive to states to classify more children as mentally re-
tarded or developmentally disabled in order to forego the full extent of their fi-
nancial liability under CHAP, the act is virtually assuring that many children
who most need the benefits of early intervention will receive delayed treatment,
or will be denfed treatment altogether.

2. A categorical exclusion—indeed. a categorical approach of any kind—-runs
counter to the recent trend toward providing functional assessment and individ-
ualized treatment for all children in health. education, and other social service
programming.

3. The exclusion of mentally retarded and developmentally disabled clildren
contravenes Medlcaid’s historical refusal to deny services on the baxis of

diagnosis.
STATEMENT ON THE CHILD HEALTH ASSESSMENT CENTER

INTRODUCTION

The four national voluntary agencies representing persons with developmental
disabilities have been historically supportive of comprehensive health care pro-
grams for children as a primary mechanism for preventing and reducing the in-
cidence of these handicapping conditions. Programs such as the Early and
Perlodic Screening, Diagnosis and Treatment (EPSDT) initintive provided under
Medicaid have been welcomed by our organizations as major Federal co:mnmit-
n;:nts to assuring and increasing the continuity, 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 pre-
vention for low-income children, & 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
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made in providing treatment services to mentally retarded and developmentally
disabled children under section 3(G) of the proposed legistation. By rendering
the provision of care and treatment services to mentally retarded and develop-
mentally disabled children optional under each state’s Medicald program, section
3(G) effectively excludes such children from recelving those same health services
available on a routine basis to their nondisabled peers, services which they un-
questionably require and to which they would otherwise be entitled by virtue of
their tinancial 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 toxicity, and, above all, lack of early dlagnosis 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 23
of this year President Carter enunciated his administration’s commitment to in-
suring the health of financially disadvantaged children:

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 he prevented or corrected.!

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 (Public Law 94-317) and the Health Professionals Edu-
cational Assistance Act (Public Law 94-484), which seek to Insure the adequacy
and availability of preventive services and primary care professionals to deliver
them. We are thus particularly dismayed 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 populaiion which Medlcaid is designed to serve.!
Those disabling physical and mental conditions which are not the result of pre-
natal problems often first manifest themselves during infancy or the preschool
years. Without immediate and ongolng therapeutic interventfon these conditions
can become permanently disabling, With many low-income children in need of
treatment for medical eonditions related specifically to problems of growth and
development,® it becomes particularly essential that individuals so identified be
eligible to receive the full range of referral, treatment and follow-up services
available under Medicaid auspices, so as to insure the amelioration of their
condition before damage or degeneration becomes irreversible.

Current regulations under EPSDT require States to arrange for treatment of
conditions discovered during routine screening, either by providing such services
themselves or by referring children appropriately. There is little doubt that the
de facto exclusion under CHAP of mentally retarded and developmentally dis-
abled children from even this basie reJerral function will create even more severe
impediments to attaining 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
fragmented, condition/region specific, and hedged with varying eligibility require-
ments and application procedures that tracking appropriate services within such
a “non-system” hecomes a confusing and frustrating process: and it goes almost
without saying that under these conditions continuity of services is impossible to
guarantee,

1 “President Carter Gives Hope to Handicapped Individuals,” Congressional Record,
Vol. 123, No. 99, June 9, 1977. pp. H53690-H3691.

t 'nr example. National Center for Health Statistics, HRA/PHS/DHEW, Selected Vital
and Health Statistics in Poverty and Nonpoverty Areas of 19 Large Citles, United States,
1469-71. (DIIEW Pub. No. (HRA) 76-1904) : The Chlldren’s Defenze Fund. EPSDT : Does
It Spell Health Care for Poor Children? (Washington, D.C.: The Washington Research
Project, Inc.. June, 1977).

3 Children’s Defense Fund. op. cit., p. 109.
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In short, it had been our understanding that the Child Health Assessment I'ro-
gram 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 proposed legislation (Appendix).

EXCLUSIONARY RATIONALE: FACT AND FALLACY

Cost.—The Administration’s failure to require follow-up treatment services for
mentally retarded and developmentally disabled children appears to he motivated
primarily 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 re-
tarded and developmentally disabled children are at high risk for long-term insti-
tutional care. .

Such an assumption is not warranted. The overwhelming number of mentally
retarded and developmentally dizabled children do not require Institutional care,
Liven among the more severely involved institutional care is only rarely called
for and need not be long-term. Equaily important is the recognition that early
intervention and followup can prevent the development of some forms of develop-
mentally disability (such as menta] 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) ; 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 factor in reduc-
ing the need for long-term institutional eare among the mentally retarded and
developmentally disabled child population; and auy legislation inhibiting the
provision of such care as early as possible not only fails to save money, but virtu-
ally 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 eligihle for Medicaid as SSI reciplents or as
AFDC children will in most cases become eligible for Medicaid as adults on the
baris of their dizability. Nondisabled AT'DC children, in contrast, will generally
lose eligibility 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 childbhood-—when the possibility of reversing or reducing dis-
ability is greatest—the long-term cost to Medicaid will be dramatically increased.

The Dcuclopmental Disabilitics Act.—A second and equally specious rationale
for excluding mentally retarded and developmentally disabled children from the
program is the putative availability of treatinent services for them under the
Developinental Disabilities Aet (I’ublic T.aw 94-103). The legislative mandate of
Public Law 94-103 is that of planning and coordination of services, and not
service delivery. Public Law 91-103 is 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 appropria-
tions ($30 million) could not possibly abisorb the burden of providing in full those
referral and treatment services currently available to mentally retarded and
developmentally disabled children under thie EPSDT mandate. Clearly it is un-
realistic to expect that, given its current structure and funding levels, Public
Law 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
developmentally 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 immediate therapeutic attention is ecritical if per-
manent damage is to be avoided. Yet it is evident from the preliminary respnnse
by many states to programs such as Public Luw 94-142, the “Education for All
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Handicapped Children Act,” that additlonal state administrative and/or fiscal
commitments to comprehensive new programs, even with the incentive of a
matching provision, tend often to be viewed in terms of the most expedient rather
than 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 de-
fining basic social needs such as health in categorical terms, preferring to em-
phasize functional capabllities and the specific types of services an individual
might require in order to optimize his/ber physical and mental comypetencies, At
the same time there has been a trend toward the individualization of services pro-
vided under many federal programs, and a conceutration upon developing pro-
grams whose balance of components reflects each person’s unique needs. In this
context it becomes readlly apparent that a policy of blanket categorical exclu-
sfon 1s at best outdated, at worst insensitive, and in any event contradictory to
the health needs of low-income mentally retarded and developmentally dls-
abled children.

Finally, such a policy is clearly incompatible with Medlcald's long-standing re-
luctance to authorize a more circumseribed set of services to one group of el-
gible reciplents than to annther on the basis of dlagnosis. (Section 1902(a) (10).)

The EPSDT system was originally concelved as a mechanism for coordinating
referral and treatment services for all eligible children under a centralized ad-
ministrative rubric. By providing clients with a central locus through which
they could be assured of recelving 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 pro-
gram. The EPSDT model is, of course, only & model; and many flaws exist in
the way the system currently operates. But despite its many failures of imple-
mentation, we blieve tbat the philosophical underpinnings of the programm—the
provision of centralized, comprehensive health care to all low-income-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 developmentally disabled chil-
dren 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 section 3(G) :

“effective October 1, 1977, in-.the case of any Individual under the age of
twenty-one who has recelved his periodic assessment pursuant to section
1M2(b) (1), for the inclusion of all care and services appropriate for in-
dividuals under age twenty-one for which payment ig available under this
title, whethér or not under the State plan for the State such care and serv-
ices are provided to individuals who have not been periodically assessed
pursuant to section 1912(b) (1) ;”

The House Committer on Interstate and Foreign Commerce has recently re-
ported favorably H.R. 13611, a clean proposal embodying our recommendations.
In doing so they have palably acknowledged the wisdom, in both humane and
cost-heneficial terms, of encouraging preventive and ameliorative care for Medic-
aid-eligible mentally retarded and developmentally disabled children. We urge

- yon to respond likewise.

Thank you for permitting us this opportunity to express our concerns. We look
forwara@ to the day when we unreservedly express our support for a revised and
expanded program of comprehensive health care for all low-income children. To
that end we will he happy to cooperate with your staff in providing any further
information or assistance the Subcommittee may require.

APPENDIX

8. 1302—DECLARATION OF PURPOSE

Sec. 2. The purpose of this act is to mndify the early and periodic screening,
diagnosis, and treatment program and broaden medicald eligibility—

(1) to continue and expand the availability of health care to children whose
familles do not have adequate resources to cover the cost of such care and to
strengthen efforts to assure adequate child health assessments, diagnosis, treat-
ment, and perfodle reassessment of all eligible children;

(2) to increase the number of children eligible for such care;
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(3) to assure the continuity of care for a period after a child would on account
of income become ine€ligible for medical care under title X1X of the Social Se-
curity Act;

(4) to ln'crease immunization levels of children; and

(5) to provide further incentives to States to arrange for and encourage qual-
ity health care for children.

AMERICAN PUBLIC HEALTH ABSOCIATION,
Washington, D.C., August 21, 1978.
Hon, RusseELL B. LONa,
Chairperson, Senate Finance Commitice,
Dirksen Senate Office Butlding,
Washington, D.O.

DEAR SENATOR I.ONXG: The American Public Health Association wishes to sub-
mit a statement for the hearing record on S. 1392, Child Health Assessment
Program.

Although EPSDT has been a much criticlzed program, we believe neverthe-
less, that it is a most useful and important program. We belleve that the CHAP
legislation with modifications can strengthen the EPSDT program and correct
its failings.

Attached is a copy of our previous comments on this legislation presented by
Dr. C. Arden Miller before the Subcommittee on Health and the Environment of
the Committee on Interstate and Forelgn Commerce. We wish to reafirm our
commitment to the proposals contained in this testimony and to urge their con-
sideration as you review the CHAP legislation.

Additionally, we are in support of several changes to the CHAP proposal which
have been made by the House of Representatives and encourage you to include
similar language in your markup of S. 1892, These are:

1. Language which allows qualified health care providers, including public
health departments to perform health assessments.

2. An increase of up to & maximum of 90 percent in the Federal matching rate
for health assessments.

3. The inclusion of basic dental care as & required service under the program.

4. Provision ¢f Medicaid eligibllity for individuals under 18 years of age who
are financially eligible under the State weltfare or Medicaid standard, or who have
income of less than £14.200 a year for a family of four.

5. Eligibility of pregnant women and children if they meet the State welfare
or Medicaid standard or have incomes of less than $3,000 a year,

In light of the current controversy surrounding national health insurance, and
the disappointment we feel with the President’s National Health Insurance ini-
tiatives, there is an even greater cause for prompt action on this legislation te
address the health needs of children. Poor children are the most vulnerable and
perhaps the most neglected people in our soclety. Their rights to health care
continue to be largely unfulfilled. CHAP, with suggested modifications, rep-
resents the best initiative now on the public agenda to immeet these unfulfilled
health needs.

We urge vou to carefully consider the legislation hefore you and to work
towards strengthening its provisions to assure that the children of our Nation
may participate, under public auspices to the extent necessary, in a program of
‘health care that emphasizes primary and preventive services and access to ac-
curate diagnosis and treatment as individually required.

Very truly yours,
E. FRAXNK ELL1s, M.D.,, M.P.H,,
President.

STATEMENT OF THE AMERICAN PUBLIC HEALTH A8SSOCIATION BY (. ARDEN MILLER,
PROFEBSOR, MATERNAL AND CHILD HEALTH, UNIVERSITY OF NORTH CAROLINA
ScrooL oF PusLIc HEALTH

This testimony is presented on behalf of the American Public Health Assocla-
tion. T am Dr. C. Arden Miller, a pediatrician, and Professor of Maternal and
Child Health at the School of Public Health, University of North Carolina; I
speak for the association as a past president. The Association, with affiliates in
all 50 States, comprises a total membership through the National Association
And its affiliates of about 50,000 people. Most of them are health professionals:
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nurses, physicians, <ocial workers ,environmentalists, administrators, nutrition-
ists, health educators, podlatrists, technicians, and a number of new profesionals
such as health aides and cominunity outreach workers. Consumers are welcome
members of the Assoclation.

Although I take responsibility for the contents of this testimony, I wish to
acknowledge important assistance from statements that were prepared by the
Children’s Defense Fund, the Coalition for Children and Youth, the American
Academy of Pediatries, and colleagues in the American I’ublic Health Assoclation,

Since November of 1976 a strong theme for our Nation has emerged in defense
of human rights. T'he American Public Health Association applauds that em-
phasis and Invokes it today in consideration of the Child Health Assessment Act
of 1977 (H.R. 6706/8. 1392).

Programs that address the needs of poor people are predominantly addressing
the needs of children. The majority of poor people in the United States are chil-
dren, and there are more of them ralsed in poverty today than in 1970. [1] About
forty percent of all minority children and about fifteen percent of all white chil-
dren are rafsed in poverty. Their rights to health services have been well defined
for nearly a decade under the entitlements of the Early Periodic Screening Diag-
nosis and Treatment Program of the Medicaid amendments. Medicaid eligible
children are entitled to services that screen for health problems. and are further
entitled to accurate diagnoses and treatment of any problems that are identified.
These entitlements—these human rights—have been upheld repeatedly in litiga.
tion that has attended implementation of EPSDT.

The need for such a program is great. More than half of the children who have
been screened have been found to suffer one or more health problems, Only about
forty percent of those problems have heen treated even though the most con-
spicuous of them-—-dental disease. nutritional anemia, hearing disorder and
visual defect—are readily correctible. This circumstance is especially tragic be-
cause without treatment all of these conditions can be expected to lead to lifelong
disabilities. But, most tragic of all, about three out of every four children who
are entitled to the services of EPSDT have not been reached by it.

Poor children are the most vulnerable and perhaps the most neglected people
in our society. Thelr rights to health care continue to be largely unfulfilled. The
full scope of children’s health problems is superbly documented in the first twenty
pages of, “A Proposal for New Federal Leadership in Maternal and Child Health
in the United States”. Office of Child Health Affairs, Office of Assistant Secre-
tary for IHealth, DHEW, November 1, 1976.

The probable advent of national health insurance in the years immediately
ahead requires that prior attention he given to strengthening healith services for
children. Unless special provision is made for children. they will get pushed to
the end of the queue when they are incorporated into service or financing systems
ulong with their elders.

But more than delay is involved ; the nature and scope of health services that
children require are different from what their elders expect and require.[2]

The experience of other nations is relevant. When universal health insurance
was introduced in Quebec, the number of physician visits per person each year
remained constant but were shifted from those in high to those in lower inenme
groups., But disturbingly enough there was a decline of about seven per cent in
physician visits for ages under 17 years. Enterline concludes that the decline
“may reflect inability of the age group to compete for:<ervices”.[3] Children in
another province of Canada (Newfoundland and Labrador) were protected from
such crowding out. A children’s health service was established there in 1958.
Later when a health insurance program was established for all ages, special bene-
fits for children were retained.[4]

Recent experience in Britain Is even more compelling. When the National
Ilealth Service was enacted in 1948 preventive services, consisting most con-
spicuously of primary health care to mothers and children, were separately main-
tained under the Local IHealth Authority. A much admired feature of this serv-
fee was the work of specially trained nurses. known as IHealth Visitors, In 1974
all health services were merge. under a unified authority for the sake of inte-
grating preventive and curative medicine and providing a single dnor of access
through the offices of general practitioners. A report pullished in December,
1976 by a government committee on Child Health Services states that since uni-
fication “, . . families with young children have had less than their previous share
of the health vigitor’ {ime, and this is a development we should like to see re-
versed”.[53] Special proviston must be for health services to children; the report
urges that those provisions be made once again in Britain.
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In this country we are obliged to develop systems of carve that legitimately
derive out of Amerlcan institutions; but we are not obliged to repeat the mis-
takes of others nor of our own past. Speclal provision must be made for health
services to children.

The CHAP program as currently proposed is not an adequate response to the
Lealth problems of children, The APHA supports the concept underlying CHAY ;
the most timely avenue for improving health services to c¢hildren rests with
extending and improving EPSDT, It represents a powerful entitlement for chil-
dren. Its failures of implementation are correctable under strouger federal sup-
port, technical assistance, standard setting and enforcement.

CHAP should state explicitly that its purpose is stronger than liealth assess-
ment ; it should seek to introduce every child into a community based health care
system—public or private—that will provide continuing primary ang preventive
health care, and access to a full range of diagnostic, curative and rehabilitative
health services as may be required.

CHAP eases some eligibility requirements now extsting under EPSDT for
children under six years of age, but discriminates against the school age popula-
tion and fails to cover medically needy childrel. We urge that eligibility he maodi-
fied to include all children and youth up to 21 years of age who meet the financial
requirements for cash assistance. Children should not he excluded if family in-
come falls within the levels of welfare eligibility even if they fail to meet other
state welfare requirements. Eligibility once achieved should be continued for at
least twelve months after a health assessment. Even with these revisions eligi-
bility is seriously limited; plans should be laid to expand eligibility to the 23
million children living in families that are supported at less than 150 percent
of poverty levels. And even this step should be regarded as an interlm measure
towards the eligibility of all children and youth, The healths needs of all people
over 65 vears of age, regardless of their economic resources, were addressed
under Medicare; children are the next population group whose health needs
should be met under public responsibility.

The benefits provided under CHAP, as it is now proposed, exclude certain kinds
of treatment, and exclude care for children suffering from certain dingnoses,
namely mental illness, mental retardation, and developmental disabilities, Treat-
ment for these disorders, as well as all approprinte preventive health services
including prevention o? dental caries, should be restored. Dental care shonld be
provided. Efforts to disqualify certain conditions or diseases will foster circum-
ventions in some Instauces, and discriminatory practices in others, and will
impose expensive and unnecessarily complicated administrative conditions. Many
children will suffer needless neglect. Unsatisfactory early experience with admin-
istration of Crippled Children’s services in some states that required eligible
children to be “of sound mind” is relevant. When eligibility requirements were
liberalized, the “adjustments” of J.Q. scores hecame less urgent,

There should be no limit on the number of medically indicated visits; data do
not support an expectation that children will visit hecalth service providers
unnecessarily.

Uniform federal standards of care should be adopted, similar to those which
have been recommended by the American Academy of Pediatrics. Performance
standards should be adopted to assure that a reasonable proportion of eligilile
children in each state are reached by services that conform to defined standard-s.
A state’s failure to meet standards of performance with minimally acceptable
outcomes should be penalized not as now proposed, by withholding funds that are
specifically identified with services to poor people, but by withholding a portion
of the state’s revenue sharing funds. Rationale can be developed for this action
on the basis that a number of federally financed programs, many of them targeted
as health services for poor people, were curtailed in favor of revenue sharing in
expectation that states would assume and extend services that had previously
been sponsored by federal government. Where health services are demonstrably
deficient the states may rightfully be considered to have failed an obligation that
was implicit in the prineiple of revenue sharing.

CHAP should provide 90 percent Federal reimbursement of state expenditures
for services, Precedent for this level of matching derives from some other aspects
it Medicald. Additional federal funds should be made available to develop
resources that are required to fmplement CHAP.

The American Public Health Association’s greatest emphasis with regard to
CHAP concerns resource development, especially in the agencies of government
at the local level that carry greatest responsibility for implementing the program.
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Nearly 60 percent of all health assessments that were performed under EPSDT
were rendered by local health departments. Those states, 25 of them in 1975,
which relied exclusively on health departments for screening reached a higher
proportion of eligible children than those states that relied on multiple providers.
[8] Many children who were found to have health problems by EPSDT screenings
were not subsequently enrolled in programs of adequate dlagnosis and treatment.
Evidence has not been presented to suggest that these failings occurred any more
commonly after screening in health departments than in private physicians’ offices
or in hospital clinles.

Certainly any child who receives health care from a qualified provider—be it
neighborhood health center, physician, or special project of Title V—should not
have the care interrupted in order to participate in the services of a health
department clinle where there has been no previous contact. But large numbers
of poor children receive no services, and their care ultimately fall as a responsi-
bility of the local health department. Regulatory models simply do not exist to
assure that private and voluntary providers can be made equitably to honor the
entitlements of all children to health services. The fulfillment of those entitle-
ments—the guarantees that human rights will be honored—falls ultimately as
an obligation of government. In matters of health service that obligation is best
fulfilled by the public health service agency that functions closest to most people—
local health departments.

At least three times within recent years federal government has attempted to
implement massive programs of personal health service without developing the
resources of implementation, Family planning, immunization againat influenza,
and health screening for children all made appronriate and extensive use of pri-
vate and voluntary providers. But ultimately the guarantor for those services—
the assurance that everyone would be reached—rested with local health depart-
ments. In all of these programs health departments earried the greatest hurden
of service. Insofar as the programs failed the failures shonld be attributed to a
false expectation that local health departments can expand performance without
expanding facilities and staff. In aggregate health departments represeni the
potential for an effective health service Infrastructure thet can assure that every
person {8 reached with essential primary care.

In an excellent recently published hook on primary health care (Lewls. Me-
chanic and Feln) the statenient is made that adequate first contact care requires
at a minimnm: insuring necessary immunization. providing prenatal and child
care, and monitoring overall henlth needs. These reqnirements are well within the
capahility of at least one-fourth of this nation’s 1,700 local health departments.
{71 CHAP should be used as a device for resource development that wonld enahle
other health departments to develop such a capability wherever there are children
who are not adequately served by existing health care providers.

Some data on health services for children is timely.

In 1975 one out of every four Americans received some personal health service
firom 1[%‘;!&1 health departments. By far the largest population served was chil-

ren,

In some census tracts as many as 80 perceat of all children recefve their per-
sonal health care from well child stations or school health clinfes that function as
programs of local health departments. [9] In at least one state 50 percent of all
children receive whatever health care they get. excent at times of hospitalization
which 1s rare among children, at the clinics of Jocal health departments. (101

‘Although the avallability of Medicald reduced the economic barriers hetween
poor people and health care—and increased the number of their visits to health
care providers—it did not substantially alter the sources of health care for
children. [11]

Only about 30 percent of practicing phrsicians will see Medicald patients [8]:
In at least one state for which a recent report is available 60 percent of pediatri-
cians refuse to see Medicaild enrolled children. {12]

The most effective public initlatives during the past two decades for improving
health services to children were included in the Neighhorhood Comprehensive
Health Centers and in the Children and Youth and Maternal and Infant Care
projects of title V. The Department of HEW has curtailed the growth of the
neighborhood health centers and has reassigned the Child and Youth and Mater-
nal and Infant Care projects to the states for inclusion in their Programs of
Special Projects. By all available measures these programs have affirmed their
effectiveness In maintaining health and in reducing unnecessary hospitalization,
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surgery, laboratory tests and x-rays. The per capita cost of such programs of
comprehensive care, including all administrative costs, is substantially less than
more traditional fragmented forms of health service. These projects remain little
more than token demonstrations of what might be done to improve health services
to children. In 1974 an estimated 550,000 children were served by the Children
and Youth projects, and an estimated 7,000,000 additional children would have
qualified for such comprehensive care. (1] Similarly in 1875 only an estimated
145,000 out of total need of 500,000 were served in the Maternal and Infant Care
projects. [1] The constraints were fixed by pollcy and funding at the federal level
of government.

For most of this century the prevailing public policy for improvement of health
services has been to develop at public expense the resources that are incorporated
in private and voluntary health service systems. These resources {nclude hos-
pitals, technological development, training of manpower including physicians, and
direct relmbursement for services. The benefits of this emphasis have been enor-
mous; it represents a commitment that needs to be continued. But at the same
time our nation needs to strengthen and expand those agencies of health service
that perform in the public sector and which are obligated to filll the gaps in our
. plece-meal laissez-faire system of health care.

Providers of personal health services under public authority are important for
children and are important for the whole spectrum of maternal and child health
services. The importance is most critical for children and families who are in
greatest need: minority groups and poverty level families. The populations for
whom public providers render extensive services present a disproportionate bur-
den of diseases, disability and neglect.

Assumption that all health care now provided under public authority can be
transferred to private providers is not justified. Models for regulating private and
voluntary providers are not available to reassure that maldistribution will be
corrected or that entitlements will be eguitably honored. Many advantages of
health care under public authority are not transferable to private systems.
For example, the valuable work of new professionals is most conspicuously de-
veloped in public agencies. Support systems such as outreach, counseling, educa-
tion and transportation more readily characterize public systems of care than
private ones. Efforts to force all poor people into private and voluntary health
care systems, while retaining public responsibility for transportation and out-
reach, will result {n even greater fragmentation of programs and will place unfair
burdens on children and all health care agencies and providers.

Critics of public provision of health services sometimes raise the specter of
a monolithic public program. We run a contrary kind of risk—sacrificing the
well-being of children to a monolithic health service system that assures private
professional prerogatives. So long as a substantial portion of our population
lives in poverty, I submit that we must provide the special support systems
that impoverished people require. Arguments in favor of a single system of
health care—a subsidized private one which minimizes public health provider
systems—monopolizes resources, favors a special privilege, and fosters a narrow
concept of health care.

The credentials of private and voluntary health service delivery systems are
strong in the interest of children’s health. They deserve to be further strength-
ened, but if concurrent efforts are not made to strengthen health services which
are rendered by official agenvies of government, then another generation of
children will suffer blighted health.

It is urgent that CHAP be strengthened as a device to provide federal funds,
facilitles, technical assistance, and standards to assist organized providers
of limited services in order that they may do a more adequate job of assessment.
diagnosis and treatment of all children. Local health departments represent the
greatest need and greatest potential for expansion of health provider systems
on behalf of children. CHAP should incorporate provision for pass through fund-
ing of federal money for local health departments to develop the services neces-
sary to implement CHAP according to uniform national standards. Federal
funds that pass through state and local government for support of local health
departments should not substitute for present funding from local sources. Under
these provisions local health departments would not be placed under federal
authority; they would be strengthened in order equitably to achieve specified
national health goals and objectives.

These recommendations should not invite criticism that local health depart-
ments, or a public system of care, will supplant private providers or compete

34-464 O - 79 - 14
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unfairly with them. Where children are adequately served by qualified pro-
viders—or where that potential exists—contracts should be written as now
recommended by CHAP to continue and extend that care, But greatest concern at-
taches to the many children where there are no providers, or where there are
few who will see poor children. For those children our public system of primary
health care needs to be improved and expanded; CHAP should provide the
facilities, staff support, and technical assistance for that important purpose.

In locales where population groupings and other circumstances are conducive,
provision should be made to expand a state's Program of Special Projects accord-
ing to well known models of comprehensive health service (comprehensive neigh-
borhood health centers and special projects of title V of the Soclal Security
Act).

We urge that administration of CHAP be established in State Health Depart-
ments. Although eligibility for the program is tied to eligibility for welfare
support the program {8 in fact a health service, predominantly implemented
even now through health departments.

Title V of the Social Security Act provided authorization for government to
respond to the unmet health needs of children. In the intervening forty years
many children benefited from this authority, but many were missed, due largely
to the wide discretion allowea states in implementation of Title V. EPSDT in part
corrected this circumstance by uniformly providing poor children with a strong
entitlement to health services. CHAP should now fulfill that entitlement by pro-
viding the mandate and the resources to assure that every child in this country
participates, under public auspices to the extent that may be necessary, in a
program of health care that emphasizes primary and preventive services and
access to accurate diagnosis and treatment as individually required.
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NATIONAL HEALTR LAwW PROGRAM,
Washington, D.O., Auguast 21, 1978,
Re 8, 1392, the Child Health Assessment Act.
MICHAEL STERN,
Stafy Director, Senate Commiitee on Finance,
Dirksen Senate Office Building, Washington, D.C.

DEAR Mz. STERN : The National Health Law Program is a support center funded
by the Legal Services Corporation to provide technical assistance to local Legal
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Services Program representing low income clients in health law matters. In
that capacity, the National Health Law Program has been extensively involved
in litigation, legislative advocacy, and administrative advocacy regarding the in-
adequacies of the present EPSDT Program. While NHeLP supports the views
expressed by the Children's Defense Fund in their testimony, we believe that
three points need to be further highlighted.

L

Problem.—The proposed legislation would still exclude many children whose
families do not have adequate resources to cover the costs of health care.

Recommendation.—Establish federal resources and income levels to assure that
all financially needy children will have access to needed health care.

Discussion.—By elimiuatlng the requirement of categorical linking, many ad-
ditional children are now eligible for health assessments and necessary services.
However, use of state' AFDC income and resources standards will necessarily
exclude many needy children from coverage.

The House of Representatives has taken an important step in establishing a
federal income floor of $4,200 for a family of four. This federal income floor would
supplant AFDC Income levels in those states which provide less than $4,200 for
a family of four. In this way, a minimum nationwide federal program would be
established. States would still be able to utilize higher income levels, similar to
the Supplemental Security Income Program.

Unfortunately, a federal income floor addresses only half the problem. Uti-
lizing state AFDC resources standands will insure that thousands of financially
needy children will be excluded from CHAP eligibility in contravention of the
stated goals of the legislation. The children in a working family in Arkansas
owning a home worth $10,000 would be ineligible for the CHAP program, Similar-
ly, a child living in California would be ineligible if her parents owned a $350
refrigerator. In other states, the ownership of a car worth $1,000 would deprive
needy children of CHAP eligibility. While controls could be established to bar
eligibility for applicants owning mansions, luxury cars, or home entertainment
systems, such basic resources as a moderately price home, car, or a major appll-
ance, should not deprive an otherwise needy child from eligibility.

This problem could be easily reconciled with the need to protect state fiscal
integrity by establishing a federal resources floor using SSI standards. These
standards have proven workable in the SSI program, and were supported in Con-
gress as the appropriate guidelines for eligibility under the Administration’s
welfare reform program. This approach would reatize the goals of a minimum na-
tionwide program based on rational guidelines.

II,

Problem.—The proposed legislation does not provide CHAP eligibility for
families with substantial work expenses or high medical expenses,

Recommendation.—Require the use of applicable AFDC income disregards and
require states to implement & spend-down program for CHAP eligibility.

Discussion.—The purpose of the CHAP legislation is to provide health care
services to children in families whose income is insufficient to meet medical ex-
penses. The proposed legislation, however, does not consider the actual income
available in the family to meet medical expenses.

Working families may have substantial work-related expenses which reduce the
amount of money actually available to meet the costs of health care. Income dis-
regards for such work-related expenses as child care and transportation should
be applied, since these expenses reduce the income available to meet present
needs.

Similarly, a family may be medically indigent, despite a seemingly substan-
tial income, if the family has medical expenses which significantly deplete this
income, Such families should be allowed to spend-down their income when incur-
ring medical expenses. This spend-down program is already a feature of many
state's Medicaid programs.

L

Prodlem.—The proposed legislation does not specifically provide for the full
range of Medicald reimbursable services.

Reocommendation.—States stould be required to provide the full range of
Medicaid services for which relmbursement is available under section 1905(a)
of the Soclal S8ecurity Act.
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Discussion.—Many states have cut back their Medicaid programs by imposing
limitations on the amount, scope, and duration of services available under state
plans. Often these limitations conflict with medical necessity, and frustrate or
even prevent the delivery of necessary therapeutic care.

By overriding state limitations in the CHAP legislation, services can be pro-
vided in the most cost-effective manner. Often, stetes eliminate or limit services
which may reduce the need for more costly services later. A prohibition on such
limitations in the CHAP legislation would help realize the goal of improving the
health of the natfon’s children in the most cost-effective way possible.

The EPSDT Program has long been in need of major overhaut. We look forward
with anticipation to the rapid passage and implementation of the CHAP legisla-
tion. We appreciate the opportunity to participate in this process. Please do not
hesitate to contact me if I can be of assistance,

Yours truly,
DAvID CHAVKIN,
Benior Staff Attorney.

THE AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS,
Washington, D.C., August 21, 1978.
HoN. HERMAN E. TALMADGE,
Chairman, Subcommittee on Health, Committee on Finance,
U.S. Senate, Washington, D.C.

DEAR CHAIRMAN TALMADGE : The American College of Obstetricians and Gyne-
cologists is pleased to comment on the content and interest of 8, 1392, the “Child
Ilealth Assessment Act,” now before your Subcommittee on Health of the Com-
mittee on Finance.

The members of the College—totaling nearly 20,000 obstetricians and gynecol-
ogists in the United States and North America—applaud your efforts to con-
tinue and expand the health benefits under the early and periodic screening,
diagnosis, and treatment program (EPSDT). We feel that the EPSDT program
has made a positive contribution to the health and well-being of the children
served by acknowledging the importance of preventive and comprehensive health
care. By broadening the definition of eligibility, thereby including additional
children for participation in the Child Health Assessment Program authorized
by the provisions of S. 1392, the Subcommittee has moved toward achievement
o!f these goals. .

We further support provisions similar to those included in the amendments
to S. 1392 submitted on August 15, 1978, by Senator Cranston on behalf of the
administration. These amendments would open eligibility for participation in
CHAP to individuals below the age of 21 who are financially eligible under the
State welfare or Medicald standard. The present bill only extends eligibility
based on income apart from categorical definitions for those under the age of
six. Adolesence is a time of great importance, not only to the health of the young
person, but to the health of babies born to adolescents.

In addition, the College strongly supports provision of Medicaid eligibility
to all pregnant women who otherwise would qualify for Medicald assistance it
they had a dependent child. By including these women who are pregnant for
the first time, we will be able to serve a critically needy population who other-
wise would have no assured prenatal care and thus jeopardize their health
and the healthy delivery of their children. These women would, in any case,
become eligible within six to eight months; but it is a critical six to eight months
for the health of mother and child. In light of the serious rise in our country
of the incidence of adolescent pregnancy and the need for assuring these young
mothers of good health care, it is essential for the Committee to incorporate
these amendments into the Senate legislation. We look forward to the expanded
provision of these needed services and implementation of the programs with the
enactment of legislation currently under your consideration.

Our members practicing obstetrics and gynecology recognize the importance
of, and contribute to the good health care of participating families by serving
as providers according to agreement with the appropriate State agency. We do
have concern, however, with the language of the bill with respect to this agree-
ment. Specifically, our concern lies with the providers responsibility to “follow-up
to assure the provision of such treatment” and “to assure ... that reassessments
are performed as required” (section 1912(b) (8) and (4)). As physicians, we
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question the feasibility of mandating this responsibility to the provider. In
essence, continuation of proper health care can be assured only if the individual
eing served shares responsibility for his own health. The provider certainly
can facilitate this action by making his services easily accesslble and providing
mechanisms to encourage continued participation in the program. In this regard,
we urge further consideration of this provision within tn1e bill and suggest that
any new language incorporated into S. 1392 should reflect our concern for this
followup activity.

Again, we commend you for your efforts with respect to maternal and child
health care and would be pleased to provide any assistance to the Committee as
this legislation moves forward in the Senate.

With best wishes,

Sincerely,
ErvIN E. NicHors,, M.D. FACOG,
Dircctor, Practice Activities.

AMERICAN ACADEMY OF CHILD PSYCHIATRY,
Washington, D.C., August 17, 1978.
Hon. ABRAHAM RIBICOFF,
Committee on Finance, U.S. Senate,
Dirksen Senate Oficc Building, Washington, D.C.

DEAR SENATOR RiBICOFF: The American Academy of Child Psychiatry, the
American Association of Psychiatric Services for Children, the American Psy-
chiatric Association, the Association for the Advancement of Psychology, the
Mental Health- Association, and the National Assoclation of Private Psychiatrie
Hospitals appreciated the opportunity to testify before the Senate Finance
Health Subcommittee on August 14 on 8. 1392.

YWe wish to expand and clarify the responses made to you by Dr. Joseph
Noshpitz regarding an acceptable alternative which our organizations would
consider in order to reduce the costs incurred if all treatment for mental illness,
mental retardation, and developmental disability were made mandatory in the
Child Health Assessment Program (CHAP).

Our organizations strongly believe that it is cost effective to include coverage
for mental illness in the same manner as physical illness—without exclusion by
diagnosts. Studies, such as those indicated in the enclosed summary, show lower
costs for the treatment of physical illness when adequate mental health services
are avallable.

The House Committee on Interstate and Foreign Commerce has taken a first
major step in its legislation; it has mandated treatment for children sereened and
diagnosed with mental illness, mental retardation, or developmental disabllity
for all but inpatient treatment in psychiatric hospitals. We hope that the Senate
Finance Committee will go beyond this to insure that all treatment modalities are
available on a mandatory basis, and that exclusion by diagnosis or type of treat-

ment will te eliminated from S. 1392.

- However, as you recommended in the course of the hearing, representatives
from our organizations would be pleased to meet with your staff and the staff of
HEW to further discuss mental health provisions in the CHAP legislation.
Sincerely,
VIRGINIA Q. BAUSCH,
Ezecutive Director,
American Academy of Child Psychiatry.

COVERAGE OF MENTAL HEALTH IN NATIONAL HEALTH INSURANCE CAN B CosT
EFFECTIVE

Early studies, such as Goldberg, Krantz and Locke’s, conducted in 1885, have
located a significant factor in the cost of comprehensive health coverage.

The results of their pilot study clearly indicate that. “the short-term out-
patient psychiatric benefit at G.H.A. (Group Health Association) was associated
with a decrease in the utilization of physician and ancillary services under the
plan. Not only was there a decreased utilization following psychiatric referral for
the study group as a whole, both with respect to the number of persons seen and
the number of visits made, but this decreased utilization held—to a greater or
lesser degree—for all subsegments of the population studied. . . . There was no
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attempt to do any cost-benefit analysis in this study, the primary purpose of
which was directed at utilization without regard to costs. However, an inference
could be made that the cost savings due to reduced utilization would be reflected

In the entire benefit structure without setting forth dollar amounts.” [1}

Other studies at Kalser-Permanente [2], and at the Department of Research
and Statistics, Health Insurance Plan of Greater New York [3], strengthen the
hypothesis that reduced utilization of medical services 18 & result of short-term
outpatient mental health benefits, in prepald health plan settings.

Mary Ellen Olbrisch, in “American Psychologist” [4] has prepared an overview
of the literature on the effects of psychotherapeutic treatment on physical health.
She says, ‘A question of central importance in policy decisions regarding national
health insurance is whether it will be economically feasible to cover the cost of
psychotherapy.” In reporting the effects of psychotherapeutic programs on alco-
hol abuse, she notes that, ‘“Persons with alcohol problems constitute a group
whose medical costs are very high. In addition to their high utilization of medical
services, these individuals cost their employers a great deal in absenteeism and
lost production. Some interesting research has been conducted which suggests
that active intervention programs not only reduce medical care utilization by
troubled persons, but actually result in a profit to the employer funding the inter-
vention program.”

The Kennecott Copper Corporation has estimated a return of “$5.83 per $1.00
cost per year for its psychotherapy program. Impact is noted in reduced absentee-
ism, reduced hospital, medical and surgical costs, and reduced costs of non-occu-
pational accident@nd illness.” [4] [5]

More recently, December 1976, a study sponsored by Blue Cross of Western
Pennsylvanid reports that “overall medical/surgical utllization is reduced for
that subgroup of subscribers who use the outpatient psychotherapy benefit. Fur-
ther, this phenomenon of reduced medical/surgical utilization with exposure to
outpatient psychotherapy was found to be independent of age, sex, or employment
level (salary versus hourly employee groups). The study findings are consistent
with the results of two previous studies, . . .” [8]

The Western Pennsylvania study estimates the resultant cost savings relative
to the cost of providing the benefit. “Since 1958, this population has had access to
outpatient psychotherapy services through a community mental health clinic.
However, Blue Cross coverage for these services did not become available until
January, 1068.

The outpatient coverage provided for this population includes only those serv-
ices obtained through the local mental hygiene clinic or a similar ‘approved com-
;)re]h%nslve community mental heelth center.” The outpatient services covered
neluded : :

1. Group therapy up to 50 sessions during an; 12-month perlod ;
2. Collateral visits with members of the patient’s family ;

.8. Professional services up to 50 visits during any 12-month period ;
4. Psychoactive drugs.

Inpatient coverage, which was not limited to the clinic, provided for up to 90 days
of inpatient care per year.

Emphasis was on early referral and short-term intensive therapy. Services of
all mental health disciplines were covered, including those of psychiatrists,
clinical psychologists, psychiatric soclal workers and psychiatric nurses. The
first 15 visits for any of these services were covered in full. Thereafter the
subscriber was required to make a co-payment of one-third of the cost of covered
services. The coverage was designed to discourage long-term psychotherapy by
stipulating that any treatment glven more than 15 days following the date of

- the first covered service would be covered only if a psychiatrist certified that
continuing treatment was required. Thereafter, this certification had to be
renewed every 30 days.”

These benefits closely resemble those advocated by the Mental Health Associa-
tjon for inclusion in National Health Insurance.

. Findings of the study report that “The average adult total monthly costs after
inftiating outpatient psychotherapy are $8.52 less than they were before first
outpatient psychiatric contact (even with the cost of that therapy included), . . .”

Figure I compares the pre-contact and post-contact experience of adult males
with that a adult females. “Of particular interest is the indication that adult
rales have the highest pre-contact use of medical services of any sub-group in
the sample (costs of $21.00 per month), the greatest post-contact reductlon in
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use of these services ($15.72), and the greatest reduction ($11.28) in total costs
per month after initiating outpatient psychotherapy.”

The California Psychologicgl Health Plan, a statewide, prepald mental health
plan offered by a public carrier, entitles eligible subscribers, and their dependents
(for a cost of $4.00 per family, per month), to obtain benefits from any member
of a panel of 200 contracted providers located throughout the state.

The plan is based on the concept that the consumer has the responsibility for
his/her own mental health and §ts maintenance through utilization of insured
mental health benefits. The California Psychological Health Plan emphasizes
education of the consumer about mental health needs, and early intervention.
It offers incentives through a system of total confidentiality, no deductible, no
:o-payment for the first five visits, quality control and the elimination of claim

orms.

The C.P.H.P. was first placed in a small health and welfare trust of 1,000
employees and thelr families. The trust had been insured for 5 years prior to
the integration of C.P.H.P. in the benefit program. In the year prior to the
fnstitution of the C.P.H.P. (11-74 to 8-75), 85 percent of the total paid premium
was paid out by the company for medical claims. In the year following (12-75 to
9-76), 78.5 percent of the premium was patd out for medical claims. Within one
and one-half years, the “loss ratio” had decreased to 67 percent. These figures
represent an approximate decrease of 27 percent in medical care utilization costs.

FIGURE |

COMPARISON OF ADULT MALES AND ADULT FEMALES—MONTHLY AVERAGES OF UTILIZATION BEFORE AND
AFTER FIRST OUTPATIENT PSYCHIATRIC CONTACY
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The only component in the trust which changed, over this period, was the
mental health benefit. [7]

Research findings continue to show the relationship between appropriate mental
health coverage and reduction of cost of physical health coverage. Nicholas
Cummings, reflecting on his studies now In press, says, “We have found not only
that psychotherapy can be economically included as a prepaid insurance benefit,
but also that failure to provide such a benefit jeopardizes the effective functioning
of the basic medical services, since 60 percent or more of the physician visits are
made by patients who demonstrate on emotional, rather than an organie, etiology
for their physical symptoms.” [8]
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YaALe UNIVERSITY,
ScHOOL OF MEDICINE,
New Haven, Conn., August 14, 1978.
Mr, MIoHARL STERN, .
Stajy Director, Senate Committee on Finance,
Dirksen Senate Office Building, Washingion, D.C.

DeAR Me. STERN : I would like to submit for the record of the hearings on the
Child Health Assessment Act (S. 1392), the enclosed recently published report
of lt;he Yale Health Policy Project on “Uncertainties in Federal Child Health
Policles.”

The findings of this study relate directly to the CHAP legislation, particularly
the recommendations on pages 20-21. To improve federal child health programs,
we recommend the consolidation of existing agencles or creation of new ones to
avoid present fragmentation. We also recommend the development of appropriate
reporting systems, case management systems, and the increase in matching rates
to provide states with greater incentives to carry ont programs.

Thank you for the opportunity to submit this statement.

Sincerely yours,
ANNE-MaRIE Forrz, M.P.H.,, M. Phil,
Research Associate.
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National Center for Health Services Research
Research Digest Serles :

The Research Digest Series is publlshed by the National Center for
Health Services Research (NCHSR) to provide overviews of significant
research supported by NCHSR. The series describes either ongoing or
completed projects directed toward high priority health services
problems. Issues are prepared by the principal investigators
performing the research, in collaboration with NCHSR staff. Dlgests
are intended for an interdisciplinary audience of health services
planners, administrators, legislators, and others who make decisions on
research applications.

Abstract

This report assesses the impact of federal child health policy under
Titles V and XIX of the Social Security Act upon the states of
Connecticut and Vermont for the years 1935 to 1975, and analyzes the
reasons for the discrepancy between policy intent and state execution.
Research methods comprised a review of Congressional intent, HEW
regulations, state legislation, administrative performance, services with
special reference to urban/rural variations, and EPSDT. This study
offers a basis for a methodology for policy evaluation studies in other
states or the country as a whole. Findings: federal agencies diversely
interpreted federal laws; states faced with uncertain policy, short
funds, and external pressures failed to comply even with the federal
EPSDT mandate. Since HEW failed to monitor its programs, states
faced no loss of funds or penalties. Recommendations: that Congress
provide sufficient funding to assure state cooperation, and monitor
state performance with continuous reporting systems; that Congress be
specific as to populations to be served and services to be provided; that
administrative agencies be consolidated to avoid interbureaucratic
confusion; and that child health advocacy groups become more
involved in legislation and in monitoring programs.
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This issue of the NCHSR Research Digest Series by Anne-Marie Foltz
draws on her work and that of Yale Health Policy Project colleagues,
Christa Altenstetter, James Warner Bjorkman, and Milton Chen under

the leadership of Dr. George A. Silver, principal investigator. The re-
search was performed for NCHSR under Grant HS 00900.
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The final report of the grant, Impact of Federal Health Policies in the States
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National Technical Information Service, Springfield, VA 22161 (tel.:
703/557-4650), and may be ordered as PB 262 959 in either paper or
microfiche.

The research staff thanks the Commissioner of Health of Connecticut,
Dr. Douglas Lloyd, and the former Commissioner of Health of
Vermont, Dr. Anthony Robbins, for their assistance; Dr. Estelle Siker,
Director of Community Services, Connecticut, and Mr. Paul Philbrook,
Director of Social Welfare, Vermont, for providing records and
financial information; and the Yale Health Policy Project Advisory
Board, Drs. Thomas Dolan, Jack Elinson, James Fesler, Herbert
Kaufman, Kenneth Keniston, Howard Newman, Donald Patrick, and
David Warner.

NCHSR publications are available on request from NCHSR, Office of
Scientific and Technical Information, room 7-44, 3700 East-West
Highway, Hyausville, MD 20782 (tel.: 301/436-8970). Current NCHSR
publications are listed inside the back cover.
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Foreword

This report reviews two federally supported child health care
programs from the original statement of Congressional intent to its
questionable delivery at the local level in two states. While other studies
have documented the variance between Congressional intent and local
performance, this provides the in-depth analysis necessary to identify
and- weigh its causes. The particular value of this study is that its
findings and recommendations can be used to assess the prior effects
of national health care policy as well as to guide the formulation of
health care legislation and interest group participation in the future.

Gerald Rosenthal, Ph.D.
Director

April 1978
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Preface

The extraordinary interest in health policy during the past decade
reflects both public and professional concern. Political scientists,
long preoccupied with purely theoretical formulations, in-
creasingly have seized opportunities to test theories in the
_ marketplace. The public, disappointed in political solutions that did
not solve social problems, increasingly turned to the academic
community for answers, Health care, particularly in recent years, has
been a source of public discontent and academic inquiry. However,
evidence of public dissatisfaction and demand for action can be traced
back as far as the Republican Party platform of 1912, when national
health insurance was one of the Bull Moose planks. Academic concern
goes back as far as the 1916 report of Edgar Sydenstricker and Rollo
Britten to the Public Health Service designing a National Health
Insurance program. But the attack on the process of public and private
medical care financing and delivery is more recent, and the
investigation of the policy process, from program inception through
implementation, is also relatively new.

Many studies have been directed at the policy formation process
whereby public concerns are turned into laws. Fewer studies have been
directed at the obstacles, flaws and miscarriages between the passage of
a law and its implementation. Yet it is the visible effects of the law,
success and failure in the light of the Congressional intent, that cry out
for study. ’

In the case of child care, we wanted to find out why there were few
services, and lagging examinations and immunizations, despite heavy
federal investment.

The path of study led through many interesting ramifications.
Addressing ourselves to the federal/state interface, the Yale Health
Policy Project reviewed the relevant papers and reports affecting
Connecticut state child health activity and, later, Vermont activities
over the past 40 years, and interviewed present and former officials,
interest group leaders and public figures along the way. It was a
monumental task, fascinating in the history it revealed and a bit
disheartening in the pattern of social policy it displayed.

In this report interested readers can find some explanation of the
puzzling contradictions in our public posture and program shortfall,
iv
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evidenced in the federal/state programs affecting child health. Neither
the conclusions nor recommendations can be generalized because the
information is drawn from only two siates. In any case, the project
findings indicate that more federal concern, more federal supervision,
and better reporting, would seem to be needed. Until the Congress and
the American people reach some consensus as to what they want in the
way of a child health program, what the goals are and how they might
be reached, conclusions drawn from policy studies can only be
tentative, at best. It seems that for the foreseeable future, federal
health (and child health) actions will be crisis generated and not
-derived from reasoned construction and judicious long-term planning.
The lessons of these programs therefore ought to be taken to heart.

George A. Silver, M.D.
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introduction

In 1972, the Yale Health Policy Project underiook a study of the
impact of federal health policy on the states. Child health policy was
chosen as the focus of the study; and two New England states, Connec-
ticut and Vermont, were chosen as the sites. The purpose was to
analyze the implementation of federal policy to explain the gap, often
noted in the literature, between federal intent and state performance.
The research questions were: What was the intent of federal child
health policy; did federal programs stimulate states to carry out federal
policies; if not, what were the major causes of this failure; and ﬁnally,
which of these causes was amenable to change?

The rationale for this ambitious undertaking was that few studies
of this kind had previously been undertaken and none existed in the
field of health even though federal involvement and commitment in
health through grant-in-aid programs had increased notably since the
1960’s. Such a study could thereby provide valuable information about
the operation of federal health programs.

This NCHSR Research Digest reviews the methodology and find-
ings of the project. The findings have been presented in published pa-
pers, project working papers, and in the final report (3) submitted to
the National Center for Health Services Research, which supported the
four-year study. Since a report of this size cannot do justice to so di-
verse a project, publications and reports are cited to assist the reader in
finding original sources.

34-464 O -79 - 15
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Methodology

Model and framework

For this study, we adopted a model based on a definition of policy
as “a projected program of goal values and practices.” Policy in our
model is a dynamic process and hence subject to changing or diverse
conceptions both within one level of government and also through the
various levels of government from inception and regulation to im-
plementation. It is recognized that policy may be formed as much from
informal administrative practices as from laws, regulations and rules.
The flow of policy is not necessarily one way; decisions taken at lower
levels of government can affect those at higher levels. Nor can the var-
ious levels of government be considered autonomous or closed, as the
model presupposes permeability of governmental institutions. We pro-
posed, then, a project which would follow more closely the format of
implementation studies than program evaluations.

To analyze the flow of the policy process requires a detailed
knowledge of shifting events and actors. To make this task manage-
able, the scope of the project was limited to cases which would be
studied comprehensively. These cases were limited by: (1) geographic
area, (2) target population, (3) policy content, and (4) the way in which
impact was assessed.

Connecticut, an urban state, was chosen as the original site for the
implementation study. As the project progressed, we chose Vermont, a
rural state, as a second site to test hypotheses generated by the Connec-
ticut study and to verify that we were not dealing with unique relevant
characteristics. Any state, in some sense, is unique, and in case studies,
generalizations, from a sample of two, must be made with a certain
caution. The case studies provided the opportunity for the careful
analysis of interrelationships which would not be available in cross-

sectiona! and survey analyses alone.
Children were chosen as the target population because the effects

would be easier to assess when the federal program was aimed at a
particular population than when it was more diffuse in intent. The
study of child health was particularly compellmg We suspected that
despite the mythical primacy of the child in the American “child-
oriented” society, there was sufficient evidence in terms of the prevail-
ing higher health risks for poor children, that children, and particu-
larly poor children, were not getting their fair share in American

3
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society.(1, 27-32) Moreover, health policy toward children constitutes
major social policy since children comprise 40 percent of the United
States population. Public interest, or at least public rhetorical interest,
in children is high, exemplified by the White House Conferences on
Children held every decade since 1909. Other studies on child health
programs had focused on surveys, cross-sectional analyses, and inven-
tories, but none had examined the processes of child health policy
itself.

Many different child health programs were considered, but it was
clear we could not study all federal programs and policies affecting
child health. The criteria for inclusion in the study were that the pro-
gram had to be directed mainly toward the health of children, and had
to be broad in scope, affecting as many children as possible. From these
criteria, two programs, both legislated under the Social Security Act,
emerged as the logical choices:

Title V. : Maternal and Child Health (1935)
Crippled Children's Services (1935)
Maternity and Infant Care Projects (1963)
Children and Youth Projects (1965)

Title XIX: Also known as Medical Assistance, or Medicaid (1965).
Early and Periodic Screening Diagnosis and Treatment
(EPSDT 1968).

These were the major child health programs of DHEW and ac-
counted for the greatest proportion of federal funds expended for
child health and for children served. By 1970, the latecomer, Title
XIX, had outstripped even Title V in both dollars and services. (Table
1) Both Titles V and XIX involved grants-in-aid to the states, but they
provided also a series of contrasts. Title V was a system of formula
grants to the states, and project grants to localities: Title XIX was
open-ended reimbursement to the states for medical vendor payments.
The formulae used to allocate grants among the states were different.
Title V allotments were determined by a ratio to favor poor and rural
states with each state required to match federal funds with equal state
funds; Title X1X reimbursements were made on the basis of a match-
ing formula intended to favor poorer states. The categorical formula
grants of Maternal and Child Health (MCH) and Crippled Children’s
Services (CCS) could be considered the forerunners of health revenue
sharing since their mandates were broad and they provided wide
latitude for the states. The Title V projects were so specialized and
localized that we chose to consider their impact only in the context of
the larger Title V formula grants and the Title XIX programs. Title
XIX was a system of vendor payments for health services which reim-
bursed the states for certain types of health services for three
categories of persons: (1) those eligible for public assistance; (2) those
categorically eligible whose incomes made them medically needy; and
(8) all financially eligible children. (2)

4
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In both Titles V and XIX, states could choose whether or not to
participate. In the case of title V, within a few years of its passage, all
states elected to participate. For Tide XIX, only two states, Arizona
and Alaska, were not participating by 1972.

During the first year of our study, we spent considerable time de-
fining quantifiable indicators of impact and obtaining data on them. As
we learned more about federal-state administration and the service
arena, it became clear that the sketchy nature of the data available
would not in most cases provide reliable quantifiable indicators to
demonstrate federal impact. Moreover, any causal connection between
federal policy and service, or health outcome, could not be presumed
from any change that appeared subsequent to federal legislation. Many
other factors, perhaps not quantifiable, might intervene. Impact, was
not to be demonstrated on the health outcome of children, but to be
described through an analysis of the state level and service level
changes which took place during a period of increasing federal invest-
ment in child health programs.

Four major areas of research became the focus for the qualitative
assessment of impact: (1) administration and relations among and
within different levels of government; (2) health services delivered by
the federally sponsored programs: (3) expenditure patteriis for child
health, both federal and state; and (4) private interest group activity in
the states in relation to federal policy. We also expanded our time
frame to provide for historical analyses of the Title V programs which
date back to the 1930s. Their implementation provided the
administrative framework within which the developments of more
recent years must be viewed.

Procedures

Given the broad framework of the policy process model, data
gathering was of necessity -eclectic, using techniques mainly from the
fields of public health and political science. Two approaches were used
simultaneously: the first was a cross-sectional perspective using data
collected from one time segment across different areas; and the second
was an historical approach for analysis of the development of policy
and administrative change. Federal intent for titles V and XIX was
analyzed first through legislative intent by the study of Congressional
reports, hearings, and debates, the Congressional Quarterly, and
intervicws with relevant actors. Federal executive intent was then
examined through regulations, guidelines, informal Department of
Health, Education, and Welfare (HEW) memos and letters, and also
through interviews with those in the executive agencies charged with
promulgation of regulations (which have the force of law), and
implementation. The distribution of Titles V and XIX funds among
the states was also collected as well as whatever data were available on
services provided by the programs under study. The HEW Region I
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office provided data in the form of memos and interviews as to its role
in the policy process.

State activities were analyzed from legislation, debates, reports,
hearings and newspaper files; from health and welfare department
reports on services and administration; and from financial statistical
data from the fiscal office. In addition, demographic data were
calculated for the states, including density of population; proxies for
need, such as infant and neo-natal mortality rates; poverty levels; and
distributions of health resources. As for the federal level, relevant
actors were interviewed.

During two summers, surveys were held in Connecticut and
Vermont to assess the impact of the Medicaid-EPSDT program on
health providers and childrer’s services, and to assess its relation to the
earlier established Title V MCH and CCS services and projects. These
surveys included inventories of child health resources in the states and
interviews with providers.

The role of private interest groups was examined through studies
of voluntary health and advocacy organizations, as well as the
professional associations, with particular attention to the medical
societies. These groups were studied through their publications and
interviews.

Out of the materials and interviews the staff prepared a
chronology of events describing state activities prior to and following
federal legislation. From the descriptive material, a series of analytic
working papers was prepared to serve as mutual information sources
and for testing hypotheses. These papers and additional materials then
became the basis for publications and the project reports.
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Findings :

The states of Connecticut and Vermont

Connecticut and Vermont were chosen as contrasts for this study:
they are respectively high and low income, urban and rural, industrial
and agricultural. (Table 2) Politically, Connecticut has seen continuous
changes and competition between the political parties, while Vermont
remained long a Republican stronghold. In administrative structures
the states differ too: Vermont has fewer autonomous agencies, and has
an integrated human resources agency, while Connecticut has
maintained separate government agencies for different functions.and
even for different populations cutting across functional lines.

However, the two states were markedly similar in several
surprising respects. Both states have more physicians per capita than
the national average and rank in the top ten states for per capita
Medicaid expenditures. Infant mortality is lower in Connecticut and
Vermont than in the nation as a whole, but Connecticut has a higher
non-white population (6 percent) and sharply divergent mortality rates
for this latter group.

In social policy, at least policy directed toward child health, we
found the states differed markedly. Vermont has tended to apply
universalist solutions to its problems, while Connecticut focused on
assistance only to certain selected needy groups. Thus, the Vermont
legislature produced more progressive legislation than its Connecticut
counterpart although Connecticut’s financial resources were greater.
(3, 256) When dental services for children were required under the
EPSDT program, the Vermont legislature initiated a dental insurance
program for all low to middle income children while Connecticut
served only those required under Medicaid and, in fact, decreased the
services available to children. (4, 17) Administratively, means tests for
CCS services were never adopted in Vermont, but were established in
Connecticut.

It is not clearly evident what accounts for these divergent social
policies. What accounts for Vermont, a poor state, spending as much
per capita as Connecticut? The usual quantifiable indicators, such as
health needs, health resources, or fiscal resources, do not explain the
differences. More likely it stems from a self-selected population which
is more committed to social goals, despite its relative poverty, and

7



227

which on ideological grounds, performs differently from its equally
poor counterpart states.

Intent of federal policy

“Ambiguous” was the word we used most frequently to describe
federal intent for child health policy. Some of the confusion as to
intent can be attributed to excesses of rhetoric raising hopes and
expectations which cannot be met in the practical implementation of a
program. Congress, in its legislation, was the main creator of
ambiguity, but the problems were compounded as policy moved from
the legislative arena to the executive branch and then to the states and
localities for interpretation and reinterpretation.

The stated Title V—MCH goal of “promoting the health of
mothers and children” was broad and clear in intent. However, since
1935, the funds allocated for this purpose by Congress have been so
low per capita that no observer realistically can expect the states to
initiate major child health programs on the basis of the additional
federal funding. Moreover, another goal also underlay the original
Title V legislation. The prevailing philosophy among health
professionals of the day was to build up health resources which were
lacking in the country as a whole by building up public health agencies.
(3, 33-38; 1, 36-38) Title V required the establishment of a
single-state agency (health department) to administer the federal grant
programs. The public health interest groups felt that only fully formed
public health departments could carry out a federal mandate to
promote the health of mothers and children. Thus, the administrative
base would have to precede any federal attempts to provide direct
services to children. This philosophy prevailed ‘until the 1960’s when
Title V instituted projects in selected localities which would provide
direct services, but these were not of a scope to have national impact.
Yet, the service orientation of Title V did exist from the beginning in
the Crippled Children's Program, the other major part of the Title V
legislation. This program required states to idemify and treat children
suffering from handicapping conditions.

The potential for conflict and uncertainty as to goals was built into
the original Title V legislation. In addition, the Children’s Bureau,
which administered the program, over the years claborated policy
which was not always consonant with the original Congressional goals,
imprecise as they may have been. (3, 147)

Title XIX (Medicaid) intent was hedged with restrictions. “As far
as practicable under the conditions” in each state, the states were to
furnish medical care to welfare recipients and the medically needy. As
with Title V, a single state agency had to be designated to receive
funds. Each state could determine what was practicable for itself.
There were no obligations in the law if the states chose not to accept
Title XIX. Even if a state chose the program, the procedures spelled
out in the Handbook of Public Assistance (no regulations were
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published until late in the 1960s) were not limiting. 4foreover, the
states quickly learned, as they had with Public Assistance, that the
federal government would not enforce its own rules. In Medicaid’s
ten-year history, no state had been found out of compliance. The law
and regulations were therefore unclear since states that did not
conform, even when the subject of Medicaid scandals, were not
penalized.

A major confusion of intent in the Title XIX program arose in
1968 after Congress had added a requirement that each state was to
provide its eligible children under 21 with early and periodic
screening, diagnosis, and treatment (EPSDT). This amendment could
be read as a mandate for comprehensive care for every
Medicaid-eligible child. However, the scope of the screening and care,
and the definition of the children eligible to receive services were
hardly mentioned by Congress in its hearings or debates. Estimates of
cost were applied separately for Title XIX and CCS programs, which
were also part of the amendments, with no mention of how the two
implementing agencies would carry out these programs or reimburse
one another, if at all. Another amendment requiring agreements
between different agencies did not clarify matters much. It was not
clear whether health or welfare would be responsible for the program.
Moreover, HEW's long delay in issuing regulations confused matters
more because the states began to recognize that HEW itself was not
much interested in enforcing Congressional intent. HEW, in
regulations which finally emerged in late 1971, defined the narrow
scope of treatment services following screening. However, the
regulations did not clarify the ambiguity in administrative direction.
To compound matters, in 1972 Congress reaffirmed its intent by
requiring states to inform all eligible persons of the program and
thereby .engage in outreach services at the risk of incurring a
one-percent penalty against state AFDC funds. (5, 40-64) Again, HEW
delayed several years before issuing penalty regulations. Thus, in the
case of EPSDT, HEW and Congress each were providing different
interpretations of federal intent to the states.

Further confusion in intent was created by frequent HEW
reorganizations. The Children’s Bureau, the original administrator of
the Title V programs, was eventually dismembered, while the major
expenditures and services for child health were administered under
Title XIX by the Medical Services Administration, whose major
concerns were not children but services for the adult poor which took
up more than 80 percent of its expenditures.

Despite these ambiguities, federal policy intent can be seen as both
stimulative and redistributive. The purpose was to stimulate states to
spend their own funds on federal goals and to redistribute funds from
wealthier to needier areas both within states and among states. The
Title V program was to stimulate the states to increase their
expenditures for child health through the required matching
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mechanism, to build health agencies, and to provide services,
particularly for handicapped children. The Title XIX program was to
stimulate the states to pay for medical assistance to all persons eligible
for welfare and for the medically needy as well as for financially
eligible children if the states chose the option of including these two
latter categories. (2, 3-5) In addition, the EPSDT program was to
stimulate states to provide for preventive health and treatment services
for all children eligible under Title XIX and to search out rhese
children and bring them in to care. As with Title V, states would be
expected to increase their expenditures in order to match federal
grants.

Federal policy was also directed toward the redistribution of funds
among the states. The Title V legislation targeted rural and poor areas
and the administrators carried out this policy by adopting an allocation
formula which would favor states with these characteristics. Title XIX
matching grants also favored poor states by adopting a matching
formula which matched federal to state funds on a sliding scale from
50 to 83 percent, depending on the state’s wealth.

Within the states as well, the policy was also redistributive. Title V
was targeted to rural and poor areas while Title XIX, through its tie to
the welfare programs, directed its services to the poor and near poor.

Were federal policies stimulative?

Federal policy intent to stimulate the states could result in four
possible outcomes: (1) states could increase their funds allocated for
federal purposes; (2) states could provide services required by the
federal policy; (3) states could build up théir administrative capacity to
handle the federal programs; (4) private interest groups could be
stimulated to participate more in the state-federal policy-making
process.

Fiscal stimulation. The fiscal stimulation was expected to take
place mainly through the federal matching ratio, although the fact that
the Title XIX funds were open-ended gave the states potential for
limitless funding as long as they were willing to spend some of their
own funds as well. In the case of Title V, neither Connecticut nor
Vermont appreciably increased its state funds for child health when
it began its programs. Since both states were already supporting
child health and crippled children’s services before 1935, these
programs were used as the matching funds to obtain the additional
federal funds. (8, 315-316) Federal administrators never examined
closely how the states arrived at their matching fund figures.(6) Today,
this practice is so ingrained that state matching in Title V formula funds
is only an accounting procedure. Any personnel and activities in state
and local health departments which are in the field of child care all
qualify as matching funds. The minimal stimulation effect of the
matching requirement may be attributed partially to the fact that the
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overall state child health programs represent only a small fraction of
the state budget. (3, 315-317)

In the case of Title XIX, earlier researchers had found that no
stimulation effect had taken place. Our study (7, 13) indicated that
Medicaid expenditures from state and local sources could be explained
mostly by factors such as fiscal capacity and urbanization. The federal
matching ratio of between 50 and 83 percent did not provide strong
incentives for generating state fiscal effort. Yet, both Connecticut and
Vermont, despite this lack of incentive, increased their spending for
Title XIX. Between 1968 and 1973, Connecticut’'s Title XIX
expenditures rose from $58 million to $119 million while Vermont's
rose three-fold from $8.6 million to $24 million. Thus, although the
matching ratio did not of itself stimulate spending, the availability of
federal funds did stimulate Connecticut and Vermont to increase their
expenditures for health services to the poor.

Impact on services. Table 3 shows that both Connecticut and
Vermont experienced a decline from 1940 in the proportion of the
population served through well child clinics, and an overall decline in
MCH direct services. (Data were not available for the years prior to the
implementation of Title V in 1935.) In the CCS program, Vermont
consistently provided services for at least that proportion of the
population that might be considered poor and near poor while in
Connecticut the proportion of children served declined to far lower
than the proportion below the poverty level. (3, 220-225)

Over the years, both states had been providing fewer direct MCH
services and Connecticut alone decreased crippled children’s services.
If the original intent of Title V was mainly to build up an
infrastructure to assist in child health services, then the services should.
not have declined, as they did, long after the structure was in place. We
concluded that the goal of services, although not explicit in the Federal
intent, was one that was accepted by the states, at least in their early
implementation. The later move from direct services must be
explained by shifts in state views of the role of public agencies toward
the private sector and particularly their reluctance to compete with
physicians whose numbers-greatly increased during the forty-year
period under study. - v

In Medicaid and EPSDT programs, the numbers of children
served in both states increased over the years. Unfortunately, data
were reported separately for the two services so that there may well be
duplications. Table 4 shows the growth of these services and the
increasing proportion of the population covered. Prior to EPSDT,
almost all these services were for acute episodic care. EPSDT was
intended to bring the children into regular and periodic care.
However, we found in'both states, that many of these EPSDT children
had been served earlier through free clinics. (4, 8) Moreover, screening
services were likely to be highest in those two or three areas where
states had established Title V projects.
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The EPSDT services reported only screenings. Neither state could
document whether children who were screened and needed treatment
were followed and received the required care. Moreover, the states
reported each screening as a separate child, so that an infant who
received several screenings in a year would be counted several times,
inflating the number of children who received care during the vear. In
the case of Medicaid-EPSDT, the program, rather than comf-eung with
the private sector, provided reimbursement for it without interfering
with prevailing private patterns of health care. Nevertheless, for
ESPDT, both states exhibited reluctance to proceesd with
implementation of the program as evidenced by the low proportion of
eligible children who received services during the first two full years of
implementation, fiscal 1974 and 1975. The particular format of the
Title XIX grant system was a weak instrument to stimulate the states to
increase services (4, 20-21)

Impact on administration. The federal requirement to designate a
single state agency for both Title V and XIX programs strongly
stimulated the development of state administration. This
administrative device required changes in state laws after 1935 to allow
health and welfare departments to accept and administer federal funds
under Title V and the welfare titles of the Social Security Act.

Under Title V, Connecticut already had its Bureau of Child
Hygiene which qualified for MCH funding, but it had to create a
separate crippled children’s division. Vermont reconstituted an MCH
unit and brought in a privately-funded infantile paralysis division as
the basis for a state crippled children’s division (3, 239-241) The funds
were then used to build up personnel in the two divisions.

The single state agency requirement had affected welfare agencies
in the 1930s and had permitted them gradually to take over the welfare
functions of localities.(9) By 1965, the welfare agencies in both
Connecticut and Vermont had grown considerably. In Connecticut and
Vermont, as in most states, the welfare department was designated as
the single state agency for Title XIX. (A few other states designated
health departments.) The states took on little administrative staff to
carry out Medicaid. By 1973, Vermont had one staff person and
Connecticut had three staff persons administering a program of $24
million and $i19 million, respectively. Thus, even though federal
matching funds were available for administration as well as for vendor
payments, in contrast to the Title V programs, state Title XIX
programs were, if anything, underadministered. This problem became
particularly evident when the states were required to carry out the
EPSDT program. The paperwork of the officials at times seemed to
overwhelm them (10, 3-19) Even though federal funds were available
with the usual matching by the state, states did not take advantage of
these funds to build up their managerial capability for these large
programs. In this case, the federal stimulative policy did not work.
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The single-state agency requirement turned into its own kind of
administrative headache for the states as it developed state agencies
with overlapping functions. States were not allowed to consolidate their
MCH and CCS divisions until as late as 1974 even though the divisions’
functions overlapped. (8, 239) More confusing was the overlap of
functions where the welfare departments had to provide for services
under Medicaid, and then for preventive health services for children
through EPSDT. The health and welfare agencies were asked to “enter
into agreements” but the agency with the service capacity (health) was
not the agency with responsibility (welfare). Federal policy stimulated
both health and welfare agencies to develop overlapping functions
within the state.(8)

Impact on Interest groups. The existence of federal policy,
particularly in crippled children’s services and EPSDT, stimulated
interest groups which used the federal policy as a focus for their
activities. In Connecticut, associations were formed on behalf of
children with cystic fibrosis, cerebral palsy and cardiac disease. Within
a few years the state legislature required that these diseases be included
in the state’s coverage of its crippled children’s program (3, 253). In
Vermont, a public interest group lobbied successfully for a dental
insurance program for children at the time that the state became
required to provide dental care to Medicaid-eligible children. (4,
16-17)

Poverty lawyers working on behalf of Medicaid-eligible clients filed
suits to oblige states to implement federal law and provide preventive
health services to children under EPSDT. Such suits were filed in
Connecticut and Vermont as well as nine other states by the end of
1974. These suits indicated that the existence of the federal law was a
stimulus to the interest group which provided a secondary stimulus to
the state to comply. The resolution of the suits also showed that courts
were willing to intervene in issues of positive government programs if
the state’s deviation from the standards set by the statute was
sufficiently great. Moreover, state agencies submitted willingly to
judicial orders requiring specific administrative actions. (11, 4445; 8,
635)

The state medical societies reacted strongly to the implementation
of Title XIX but were less of a secondary stimulus to the state than a
hindrance. Their concerns centered very closely on the question of fees
and reimbursement. In Vermont, they succeeded in having the issue
settled privately and getting their chosen type of reimbursement. (3,
381-387) In Connecticut they were obliged to enter the public arena to
achieve a usual and customary fee system, only to have it rescinded by
the legislature within a year because of its high costs. (3, 391-394)
Through their societies physicians were a secondary stimulus to the
program by instigating fees which physicians would accept. The
physicians would thereby be more likely to care for Medicaid patients,

facilitating implementation of federal policy. However, when
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physicians did not receive the fee rates they wanted, many, particularly
in Connecticut, refused Medicaid patients.

The stimulative effects of federal policy were very different for
Title V and Title XIX. Title V did not stimulate the states to increase
their funds for child health services, nor to increase substantially those
services themselves. The federal policy did stimulate the states to build
administrative capacity in maternal and child health. Title XIX, on the
other hand, stimulated state funds for medical vendor payments and
services, but did not stimulate states to build administrative capacity to
deal with these large programs. Both Title V and Title XIX stimulated
interest groups acting as secondary stimuli, particularly to enforce the
implementation of federal intent.

Was federal policy redistributive?

Federal allocation formulae were intended to redistribute federal
funds among the states to favor poor and rural states in the case of
Title V, and the poor in the case of Title XIX. We analyzed this
redistribution, first in terms of the net inflow or deficit of federal Title
V and XIX grants received by each state in relation to its tax burden.
(Table 5) The redistributional patterns differed substantially among
the different child health grants. Title V formula grants tended to
equalize interstate distribution; Title V project grants favored wealthy
and urban states with localities which had the capacity to apply for
project grants; Title XIX open-ended funding favored wealthy and
urban states with liberal programs. (3, 310-314) Vermont, although
poor and rural, developed a liberal program because of its ideology
and therefore deviated from the prevailing pattern of grant
distribution.

Title V funds could be targeted to rural and poor states, but they
did not necessarily distribute equitably for poor persons. However, as
Table 6 shows, the variation in Title XIX expenditures, ranging from
$7.54 (Mississippi) to $280.82 (Massachusetts), indicated that the poor
in wealthy states with liberal policies were favored to the detriment of
the poor in other wealthy states and in poor or rural states. (3,
320-321) The pattern of redistribution among states was thus
inequitable and discriminatory.

Within the states as well, distribution of health resources did not
follow the expected pattern of federal intent. In the case of
Connecticut, we examined the distribution of health resources among
towns in relation to socioeconomic factors and health needs. (12)
Private health resources, such as physicians, were concentrated in
wealthier towns. Federal policy attempts to equalize access through
Title V grants and EPSDT funds did not have the intended effect. In
neither case were public resources such as Title V services or EPSDT
providers allocated by state administrators to towns where health needs
were greatest as measured by poverty levels, Aid for Dependent
Children rates and five-year infant mortality rates. Health planners
14
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were not distributing resources to needy areas, even assuming
imperfect information. Thus, there was little evidence that a rational
planning model was operating in Connecticut in the early 1970s.
Rather, a “bureaucratic politics” model may be more appropriate for
explaining the variations in the distribution of health resources.
Planning programs may have improved information available to
decision-makers but they did not necessarily change the patterns of
decision-making which resulted not from agreed-upon strategies or
goals such as equalizing health resources, but from different
understandings of what the goals were and from differing
organizatior.al and personal interests. (12)

However, we should note that at least for CCS the redistributive
intent for rural services under Title V formula grants was met. Both
the states of Connecticut and Vermont placed CCS clinics in
predominantly rural areas. (3, 208-209)

Reciprocal Impact

Since the policy model we employed assumed permeability of
institutions, we found that while policy was moving downward through
federal-regional-state levels, other policy was moving upwards. Many
such instances of reciprocal impact took place during the period under
study. .
Under title V-CCS programs in the early years, states determined
that all children under 21 were eligible for services, but federal policies
did not formally incorporate this practice until 1949, and Congress not
until 1968. Although most states by 1939 appointed physicians as their
MCH and CCS program directors, this did not become a federally
required practice until 1951. (13, 33)

States influenced federal programs which they did not want to
implement. The proposed regulations for EPSDT published in 1970
required states to provide EPSDT regardless of.the limitations of the
state plans. Thus, states which did not previously pay for certain types
of services would have to pay for them under the new rules. The states
objected vigorously and effectively. When HEW published final
regulations nearly a year later, the scope of requirements had been
considerably decreased to meet state demands. (5, 54)

States also influenced the Regional Offices of HEW. We had
selected two states within the same HEW Region to mitigate the effects
of differential directives from different regional offices. Instead, we
found that the regional office itself reflected more often the opinions
of the state rather than the federal policy it was supposed to
administer. (14, 40-41)

The gap between Intent and performance: policy fragmentation

The Federal Title V and XIX programs did not necessarily
stimulate the states to spend more for child health programs but

merely to take on the federal programs as part of what they had been
15



235

doing earlier. The federal programs, as administered by the states,
failed to redistribute services to poor and rural persons. In addition, at
least in the case of Title XIX, the funds failed to be redistributed
equitably among the states. What accounts then for these failures?

Ambiguity of intent. Our first finding about the hypothesized gap
between intent and performance is that it was not always as great as
purported to be. Close analysis of federal intent revealed ambiguous
language and internal conflicts even before the law had left Congress.
Congressmen with particularistic interests geared toward election-day
success did not give child health policy, which was of low political sali-
ence, the care which a well-thought out policy required. Thus, the orig-
inal ambiguity of goals created some of the gap between intent and
performance.

Federal ambiguity of intent may appear as flexibility, but it also
left the policy vulnerable to fragmentation by bureaucracies and
private interest groups among different levels of, and between
different agencies within, government. Thus arose the possibility for
different interpretations by bureaucrats and private interests
depending upon their own particular interests and narrower goals.

intergovernmental problems. A first source of fragmentation in
federal child health policies came from the multiplicity of
interdependent governmental levels. In 1935, the states we studied had
maternal and child health programs similar to those mandated by
federal law. Rather than expand their own programs, they substituted.
This behavior was made possible by the weakness of the federal
position and by the flexibility that had been built into the provisions
for federal-state relations. The state legislature of Connecticut,
particularly, had never devoted much attention to child health, so it
was not surprising that the state did not seize the opportunity to
increase its expenditures for children.

States had extraordinary discretion in how they interpreted Title
V formula grants: these funds should therefore best be viewed as
prototypes of revenue sharing. (15, 2/17-237) Title XIX, as a
reimbursement grant, prevented states from collecting federal funds,
unless they paid out first to health providers. Thus, the Title XIX
mechanism theoretically provided greater control by the federal
government. However, since states still had discretion in eligibility,
scope of services, and payment fees, the program developed more
according to what the states wanted than the federal intent. States
could refuse to participate; if they participated, they could refuse to
conform even to their own state plan. (8, 197) The states were
particularly reluctant to initiate the EPSDT program because of the
increased costs it would engender. The federal government had to
proceed by negotiation with the states rather than to order them
directly to implement. Even threats of penalties did not move state
officials who believed the penalties would never be applied, just as in
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the case of Title XIX. Moreover, the states were right. Although the
first penalty recommendations for EPSDT were handed down in 1975,
no penalties had been applied by 1977.

Intragovernmental problems. Another major cause of
fragmentation of policy was confused bureaucratic assignment. No one
agency was in a position to build bureaucratic solidarity behind that
policy. This issue was mainly a problem in the case of Title XIX and
EPSDT. Since this program provided the greater part of health
services to poor children, this problem was of major consequence. Title
XIX was a policy that grew out of welfare legislation, but in fact it was
health policy. Health and welfare agencies, however, have differing
ideologies, professional personnel, clientele, types of services, control
over functional areas and hierarchical relations relative to higher and
lower levels of government. (3, 194-199) Ideologies of welfare
agencies prevailed so that discussions of Title XIX more often revolved
around issues of fiscal probity than whether services should be
provided. Welfare is a field in which the government has a virtual
monopoly over its functions and the state welfare agencies have
increased their functional control over localities during the years.
However, only a small proportion of the health sector is controlled by
the public sector and only a small proportion of these functions are
controlled by health departments. Table 7 shows the proportions of
state health and welfare functions of Vermont and Connecticut which
were actually administered by their respective departments. One
should also note that during recent years, at least in Connecticut, both
the health department and health functions have received a declining
share of the state general fund. (3, 187-190)

The federal requirement of bureaucratic assignment to a
single-state agency without control over its functional area negatively
affected policy implementation. (3, 196) Although close cooperation
between agencies had been mandated under Title XIX in 1965, health
and welfare agencies were unable to agree as to who would pay whom
for what. Connecticut, for example, resolved the issue by having
neither agency pay for the other and in fact, no contacts or cooperation
developed between welfare and the crippled children’s program. (2,
16-19)

Inadequate information systems. Symptomatic of this
fragmentation of policy were the information systems established by
federal and state governments to manage the Title V and Title XIX
programs. Federal surveillance of state performance can at best be
termed inept, (3, 244) and information feedback was poor. (1, 81-83)
There were two problems: the types of information requested by the
federal government; and the time lag allowed to states to report.

States reported children who received physician’s services from
Title V-CCS but not those who received CCS care from other persons;

they reported well-child services if the state-federal MCH funds paid
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any part of the services regardless of what other sources provided the
services. Matching funds did not have to appear as a specific line-item
in the state budgets and states never had to document in detail their
matching accounting for formula grant funds. Under Title XIX, states
reported financing and services, but no accurate figures were available
on how many children were actually eligible for these services. (10) For
Title XIX-EPSDT, the federal government did not require states to
report follow-up care of children screened although that should have
been the main purpose of screening. Moreover, the state of Vermont
claimed that children were receiving preventive care from private
physicians through regular Medicaid reimbursement. However, state
officials were unable to document this claim because their reporting
system was not equipped to deliver the information.

The federal government tolerated long delays by the states in
reporting: nearly two years in the case of mandatory Title V reports (3,
242), and similar delays in Title XIX, as in Connecticut’s failure to
submit Title XIX reports for fiscal 1975, even as late as mid-1977.

The information system which should have provided the federal
agencies with information about state implementation, in fact, tended
to obscure activities rather than reveal them. It may be that HEW did
not want to know; in that case, the information system was most
successful in preventing federal surveillance of the states.

Salience of child health. The final source of fragmentation was
the low salience of child health in public policy. For the most part,
child health was outside the glare of public attention which left both
federal and state hcalth and welfare bureaucrats a relatively free hand
in the shaping of the policy. Title V had been only a very small section
of the major social policy of the day, the Social Security Act, and had
consequently received very little attention; Title XIX had never been
intended as a child health program; the EPSDT provisions of 1967
passed through Congress as a miniscule part of massive revisions in the
Social Security Act, receiving very little attention in hearings and
- debates. (5, 49-50, 59-60) One could characterize Title V and Title
XIX as programs without strong constituencies. (8) Children did not,
vote and since they were poor, were unlikely to have voting parents
either.

Child health was also not of great salience at state levels, as noted
by the low legislative input in the bills related to child health. The
interest groups concerned with child health were themselves
fragmented into different aspects of a disease or of the policy itself.
Thus, interest groups formed to lobby for children with cystic fibrosis
or cerebral palsy, rather than for preventive health services for all
children. The only exceptions were the cases of the poverty lawyers,
but even their efforts were limited to those children eligible for
Medicaid services in the state in which they were suing. Their
categorical concern did not allow them to apply their interests to other
poor or needy children. Thus, the lobbies which might have
18
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counteracted the effects of policy fragmentation were themselves
fragmented or non-existent.

In summary, the ambiguity of the original federal intent set the
scene for the further fragmentation of policy. Different federal and
state bureaucracies interpreted the policy according to their own
needs; health and welfare agencies vied with one another as to who had
the responsibility for child health. Quarrels at the state level were sent
to higher levels for adjudication with no better results. Thus, those at
lower levels made ad hoc decisions to carry out policy, or as in the case
of Title XIX and EPSDT, when the policy was expensive, and
time-consuming to administer, they made policy by avoiding
implementation. This became easier because the federal government
did not require the management information that would enable it to
evaluate the implementation of its own policy.

The one force which could counter the effect of this fragmentary
process was the interest groups which, operating from outside the
governmental process, could intervene at whatever level necessary to
enforce their own interpretations of child health policy. This process
could have been particularly effective if the interest group had been
involved in the policy formation. However, in the case of federal child
health policy under Title V and Title XIX, the interest groups
themselves fragmented. Thus, the one potential cohesive force in
federal policy-making was not operating and the policy decisions were
controlled by those who held power closest to the delivery points and
who were responsive not to issues of child health but to particularistic
bureaucratic and private interests.

19



Recommendations

These findings on the gaps, failures, and fragmentation of federal
child health policy suggest several recommendations for policy-makers.

First, on the issue of ambiguous policy: given that Congressmen
are rewarded not for their attention to detail but for their espousal of
popular programs, it is unrealistic, without changing our electoral
system, to expect Congressmen to change considerably. However,
Congress can demonstrate more concern for child health policies by
assuring, at least, that in hearings and debates, the issues are debated
and the intent, even if conflicting, is voiced. Moreover, even though
the temptation is always to let the Secretary of HEW work out the
details, Congress should consider that some of these details will be so
important that they may change entirely the original intent. Thus,
Congress should be more specific in targeting the populations to be
served by a particular piece of legislation, the types of services
expected, the costs, and the administrative framework.

In intra-governmental relations, particularly in the question of
health-welfare agencies, we recommend that Congress examine the
issucs of bureaucratic assignment. If Title XIX is to remain
predominantly a welfare program, tied to welfare by eligibility
restrictions, the welfare agencies will have to develop capabilities in
case management in health. In so doing, they may, in the many states
where the Title XIX agency is not the health agency, be in conflict with
the health agency as to who has jurisdiction over what areas. The
bureaucratic assignment of a policy to a single-state agency does not
make much sense if that agency has little functional or hierarchical
control. (3, 199) Nor is a health department necessarily a solution since
these agencies also have little control even over the public funds
expended for health. Thus, the assignment of policies by Congress may
be crucial in determining whether that policy can be implemented.
Moreover, interbureaucratic confusion at the federal level spills over
into confusion at lower levels of government. We recommend that
Congress consider carefully either creating new agencies for its child
health policies or requiring consolidations of existing ones to assure
stronger agencies with capabilities in their own fields. This
recommendation applics both to federal and state agencies.

In inter-governmental relations, we recommend first that
Congress maintain a closer watch on the executive branch for
enforcing its own policies, and secondly, that the states be given greater
20
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incentives to cooperate with federal policies by increasing the funds
available to them, States, particularly in recent years, have increasingly
faced budget cutbacks; to induce states to take on new programs or
even to carry out their present programs will require positive
incentives, such as considerably higher matching funds with a
concomitant requirement of maintenance of effort of present services
and expenditures.

Fourth, DHEW must develop reporting systems which will provide
data consonant with intent so that federal officials can know whether a
particular program is in fact reaching its goals Reporting data should
be monitored and checked on a random basis. In addition,
inducements for improved management should be added for Title
XIX'’s child health programs; otherwise, the present situation will
continue in which even HEW does not know how many children were
actually served by EPSDT and Medicaid combined.

The final and most important recommendation consists of raising
the salience of children and child health as a. political issue. As noted
earlier, the legislation we studied had received scant attention from
advocacy groups. When Title V was passed, children at least had the
remnants of a lobby from the earlier heady days when the Children’s
Bureau was formed. However, this influence quickly waned. During
the period under study, there was no well organized general child
health advocacy group. The existence of such a lobby is the one force
that can prevent the fragmentation of policy as it moves through the
layers of government and among different agencies. The children’s
advocates, to be effective, however, would have to mobilize for child
health in general rather than themselves being fragmented as they
were by concerns for specific diseases or particular needy children.
Such a lobby would have to oversee policy not only as it were being
formed, but also as it were being implemented.

The experience of Titles V and XIX indicate that even such major
health policy for children cannot provide care for the intended
children unless the groups which should be looking out for their
interests are mobilized to supervise that policy every step of the way.
Policies do not happen just because Congress passes a law. Policies are
shaped by the entire implementation process. Those who would be
concerned that children receive the best health care through federal

assistance, must then supervise that process.
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Table 1: Federal expenditures for children under 21,
Title V and Title XiIX Programs, and numbers
served as a percentage of U.S. population under 21

1640 1955 1970
Federal Expenditures
Title V $8,058,000 $22,532,351 $223,504,648°
Title XIX —_— - 481,083,000
Chiidren Served
Title V 1,698,529 (3.5%)"" 3,905,857 (6.2%)"* 6,074,675 (7.5%)"*
Title XiX - —_ 7,614,000 (9.4%)

* May includs child wellare funds of apprbximately $20 railion as well as the maternal and child health, crippled chidren’s,
special projects, and research funds.

** Excludes immunizations and school heaith examinations as data are not comparable. May include duplicate counts.
Source: (5) 38 and (8) 637

Table 2: Population and health characteristics
of Connecticut and Vermont

Connecticut Vermont
Population, 1973 ! 3,080,000 466,000
Rural population, 1970 22.3% 65.2%
Per capita personal income, 1972 $5,931 $4,185
Percent of persons below poverty level, 1969 7.2% 12.1%
Expenditures for education per capita, 1973 $276 $297
Infant mortality per 1,000 live births, 1973
White 133 16.2
Other 249 -
M.D. PopulatioryActive physician
per 100,000, 1970 191 187
Hospital beds
per 100, 1970 . 3.34 4.51
Medicald (Title XIX) expenditures per capita, 1972 $34.67 $37.93

Source: (3) 127 and 272

Tabte 3: Children served by Connecticut and Vermont
Maternal and child health and crippled children’s services

Children served by state- Children served by
aponsored well-child conferences state crippled childran's
a8 a percentege of alf services s a percentege of
chitdren aged 0-6 handicapped children *
aged 0-21
Connaclicit Vermont C 2
1940 8.5 . 74 .
1950 25 . 8.0 16.8
1960 1.3 11.0 5.5 229
1970 1.0 7.0 3.9 21.8
* Hndicepped chi th d a3 seven pe of the populati
** Data not avalieble.

Source: (3) 220-224
24
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Table 4: Children served by Title XIX and its EPSDT
Screening Programs: Connecticut, Vermont and United States

CY 1968 cY 1970 FY 1974 FY 1975
Title XIX
children served
Connecticut 83,.34 95,617 112,299 o
Vermont 7,611 17,675 20,226 24,949
United States 5,910,000 7,614,000 10,110,317 10,329,000
Title XIX children served
as a percentage of population
under 21
Connecticut 7.3% 8.2% 10.1% . 5
Vermont 4.3 9.6 1.1 13.8%
United States 7.3 9.5 127 131
EPSDT: percentage of Title XIX
efigible children screened *
Connecticut — —_ 3.9% 21.3%
Vermont — —_ 55 8.1
United States - — 7.7 141

* The federal government and the states count separately children receiving reguiar Title XIX services and those receiving
screenings. At present, there is no way of knowing whether the same chikiren are inciuded in each count.

** Data not available.
Source: (4) 32
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Table 5: Interstate redistribution effect of
federal health grants to states, FY 1972 (in thousand dollars)

[v) (’)

(2

3

(4)

()

(6)

State M Totat Medicaid Total
and child and child and child heaith health
health, heaith, healith, excluding including
formula project total Medicaid Medicald
Alab +1,481 +3,206 + 4,687 + 5415 + 19329 + 24,744
Alaska + 216 - 122 + 94 + 281 - 6374 - 8,093
Ariz + 165 - 424 - 259 + 2223 - 30,276 - 28,053
Ark + 933 + 497 + 1,430 + 2350 + 546 + 2896
Calif ~4,974 -5317 —10,291 -47,790 +1€1,464 +113,665
Colo + 14 +2,748 +2,762 +11,583 -~ 1,548  + 10,035
Conn -1,156 -1,158 - 2,314 -12337 - 37673 - 50,010
Del + 71 - 376 + 305 - 865 -~ 10318 + 11,183
D.C. - 6 +5,601 + 5,595 +23450 + 3524 + 26974
Fla - 55 +1,617 + 1,562 - 6866 - 78903 - 85,769
Ga +1,504 + 880 + 2163 + 2,133 +26,902 +29,035
Hawaii + 83 + 251 + 334 + 383 - 4478 - 4,095
Idaho + 280 - 5 + 275 + 1865 - 243 + 1622
th -3,170 -1,095 - 4,265 -45572 - 72692 -118,264
Ind + 384 -2,351 + 1,867 - 5364 - 44004 - 38,640
fowa + 41 -1,224 - 813 + 555 - 30,722 - 30,167
Kans + 134 - 139 - 5 + 3252 - 5416 - 2,164
Ky +1,328 - 250 + 1,078 + 6301 + 8600 + 13901
La +1,363 -1,411 - 48 +11,725  + 611  + 12,336
Main + 334 - 369 - 35 + 899 + 4001 + 4900
Md - 307 +5,876 +.5,589 + 6,705 - 25530 - 18,825
Mass —1,444 +2,122 + 678 +13,194 + 60,971 + 74,165
Mich - 649 + 176 - 473 -12,014 - 14416 - 26,430
Minn + 340 + 313 + 653 +20485 + 14638 + 35,123
Miss +1,601 + 136 + 1,737 + 4930 + 21445 + 26375
Mo + 150 - 29 + 121 + 5985 - 48,029 - 42,044
Mont + 214 + 15 + 229 - 758 - 1,968 - 2726
Nebr + 158 + 621 + 779 + 4,185 - 5033 - 838
Nev + 80 - 276 - 196 ~ 4095 - 8739 - 12834
N.H. + 134 - 272 - 138 - 1,180 - 8200 - 9380
NJ. -2,082 —-4,536 - 6,618 ~30,884 - 65428 - 96312
N. Mex + 337 + 139 + 476 - 1510 -~ 756 - 2266
NY. -6,065 +2,493 - 3,572 ~10,986 +417,448 +406,462
N.C. +2,195 + 133 + 2,328 +12,172  + 3,157 + 15329
N. Dak + 283 - 240 + 43 + 472 + 3234 + 3,706
Ohio - 850 + 164 - 386 - 3293 -117940 -121,233
Okla + 367 -1,112 - 745 + 4,142 + 32,112 + 36254
Oreg + 191 - 51 + 140 + 2,158 - 18,742 - 16,584
Penn - 521 - 905 -1,426 +15776 - 72,177 - 56,401
R.L + 65 - 326 - 260 + 347 + 6060 + 6,407
SC. +1,490 - 203 + 1,287 + 4610 - 4956 - 346
S. Dak + 278 - 264 + 14 + 547 - 410 - 957
Tenn +1,230 + 670 + 1,900 + 7343 - 15899 -~ 8556
Texas + 621 —1,433 - 812 - 91 - 20529 - 20,620
Utah + 382 - 203 + 179 + 6588 + 1364 + 7932
vi + 214 - 228 - 14 + 4423 + 6085 + 10808
Va + 772 - 929 - 157 - 3,039 - 27991 - 31,030
Wash - 49 - 207 - 256 - 1971 - 17,078 -~ 19,049
W. Va. + 737 - 132 + 605 + 2027 - 06079 - 4,082
Wisc + 286 -1,735 ~ 1,449 - 7401 + 147385 + 7394
Wyo + 233 — 103+ 130 - 1,082 - 3,752 - 4,834

Note: Rems may not add to the lotal because of rounding

Source: (2) 390
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Table 6: Federal Grants-in-Ald ($) per poor person, FY 1970

Tide V Total heath Tide XIX Total heath

total kding Mediceid  (Medkcakd) including Medicald
u.s. 6.62 36.12 93.20 129.32
Alab 717 30.23 32.04 62.27
Alaska 10.20 63.00 0 63.00
Ariz 443 54.73 0 54.73
Ark 4.47 20.01 5.89 25.90
Calit 5.3¢ 32.64 240.94 273.58
Colo 15,47 66.60 85,82 152.42
Conn 9.47 67.71 193.88 261.54
Del 7.76 37.76 40.57 78.33
D.C. 37.41 109.75 103.45 213.20
Fl 7.31 26.53 16.01 42.54
Ga 5.74 28.80 56.93 85.73
Hawaii 16.67 11245 109.62 222.07
ldaho 7.97 39.18 63.10 102.28
i 8.15 33.47 90.44 123.91
Ind 4.97 38.15 23.73 61.88
lowa 483 41.20 44,68 85.88
Kans 5.50 42.76 89.35 132.11
Ky 4.04 28.27 55.46 83.73
La 291 21.82 39.77 61.59
Maine 524 35.30 55.78 91.08
Md 15.58 50.59 101.95 152.54
Mass 13.86 65.32 280.82 346.14
Mich 10.28 56.37 133.47 189.84
Minn 7.92 38.61 160.79 199.40
Miss 3.31 17.89 7.54 2543
Mo 6.33 41.15 48.82 89.97
Mont 773 46.16 64.13 110.29
Nebr 11.16 43.10 5§3.42 96.52
Nev 11,91 39.14 87.91 127.05
N.H. 7.95 46.03 60.48 106.51
NJ. 4.06 36.28 45.93 82.21
N.M. 5.55 43.70 41.61 85.31
N.Y. 8.71 40.67 273.69 314.36
N.C. 5.71 35.45 19.89 55.34
N.D. 4.86 40.59 87.84 128.43
Ohio 9.32 43.78 51.17 94.95
Okla 2.63 26.20 133.64 159.84
Oreg 7.51 41.56 41.89 83.45
Penn 6.20 50.88 99.38 150.24
R.i 6.54 41.35 170.80 212,15
S.C. 4.49 24.39 3898 63.37
S.D. 3.81 28.94 42.04 70.98
Tenn 5.09 30.46 15.60 46.06
Texas 423 2252 43.54 66.06
Utah 6.65 61.92 88.88 150.80
vt 7.27 75.60 163.19 238.79
Va 5.88 28.23 26.14 - 5437
Wash 8.61 34.87 115.71 150.58
W. Va 427 26.23 32.91 59.14
Wisc 5.30 39.43 194.71 234.14
Wyo 9.32 57.42 24.32 81.74
Source: () 333
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Table 7: Health and welfare functional and department
expenditures as a percentage of the state’s
general fund, Connecticut and Vermont

State State
expenditures Expenditures expenditures Expenditures
on heatth by heaith on weltare by weifare
functions dep H d department
A. Connecticut
1935 6.3% 0.4% 4.3% 0.3%
1940 5.7 0.6 10.0 4.1
1950 15.7 4.7 18.8 18.7
1960 13.3 3.3 158 15.8
1970 9.4 2.0 19.6 19.6
B. Vermont
1935 * - . .
1940 1.4% 1.0% 15.2% 6.4%
1950 78 1.7 . 13.2 11.2
1960 19 13 13.0 70
1970 49 1.6 132 13.0
Source: (3) 160

*Data not avaiisble
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Current NCHSR publications

National Center for Health Services Research publications of interest
to the health community are available on request to NCHSR, Office of
Scientific and Technical Information, 3700 East-West Highway, Room
7-44, Hyattsville, MD 20782 (telephone: 301/436-8970). Mail requests
will be facilitated by enclosure of a self-adhesive mailing label. These
publications also are available for sale through the National Technical
Information Service (NTI1S), Springfield, VA 22161 (telephone: 703/
557-4650). PB and HRP numbers in parentheses are NTIS order num-
bers. Publications which are out of stock in NCHSR are indicated as
available only from NTIS. Prices may be obtained from the NTIS
order desk on request.

Research Digests

The Research Digest Series provides overviews of significant research
supported by NCHSR. The series describes either ongoing or
completed projects directed toward high priority health services
problems. Issues are prepared by the principal investigators
performing the research, in collaboration with NCHSR staff. Digests
are intended for an interdisciplinary audience of health services
planners, administrators, legislators, and others who make decisions on
research applications.

(HRA) 76-3144 Evaluation of a Medical (HRA) 77-3164 An Evaluation of Physi-
Information System in a Community Hospi- clan Assistants in Diagnostic Radiology

tal (PB 264 353)

(HRA) 76-3145 Computer-Stored Am-
bulatory Record (COSTAR) (P8 268 342)
{(HRA) 77-3160 Program Analysis of
Physician Extender Algorithm Projects (PB
264 610, available NTIS only)

{HRA) 77-3161 Changes in the Costs of

Treatment of Selected llinesses, 1951~
1964~1871 (HRP 0014598)

(HRA) 77-3163 Impact of State
Certificate-of-Need Laws on Health Care
Costs and Utilization (PB 264 352)

(PB 266 507, available NTIS only)

(HRA) 77-3166 Foreign Medical
Graduates: A Comparative Study of State
Licensure Policies (PB 265 233)
(HRA) 77-3171 Analysis of Physician
Price and Output Decisions (PB 273 312)
(HRA) 77-3173 Nurse Practitioner and
Physician Assistant Training and Deploy-
ment (PB 271 001, available NTIS only)
(HRA) 77-3177 Automation of the
Problem-orianted Medica! Record (PB
266 881)
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Research Summaries

The Research Summary Series provides rapid access to significant
results of NCHSR-supported research projects. The series presents
executive summaries prepared by the investigators at the completion of
the project. Specific findings are highlighted in a more concise form
than in the final report. The Research Summary Series is intended for
health services administrators, planners, and other research users who
require recent findings relevant to immediate problems in health
services.

(HRA) 77-3162 Recent Studies in Health

Services Research, Vol. | (July 1974
through December 1976) (PB 266 460)

(HRA) 77-3178 Quality of Medical Care
Assessment Using Outcome Measures
(PB 272 455)

(PHS) 78-3183 Recent Studies in Health
Services Research, Vol. Il (CY 1976)

(PHS) 78-3193 Optimal Electrocardi-
ography

Policy Research

The Policy Research Series describes findings from the research program
that have major significance for policy issues of the moment. These
papers are prepared by members of the staff of NCHSR or by
independent investigators. The series is intended specifically to inform
those in the public and private sectors who must consider, design, and
implement policies affecting the delivery of health services.

(HRA) 77-3182 Controlling the Cost of
Health Care (PB 266 885)

Research Reports

The Research Report Series provides significant research reports in their
entirety upon the completion of the project. Research Reports are
developed by the principal investigators who conducted the research,
and are directed to selected users of health services research as part of
a continuing NCHSR effort to expedite the dissemination of new
knowledge resulting from its project support.

{HRA) 76-3143 Computer-Based Patient
Monitoring Systems (PB 266 508)

(HRA) 77-3152 How Lawyers Handle
Medical Malpractice Cases (HRP 0014313)

(HRA) 77-3159 An Analysis of the
Southern California Arbitration Project,
January 1966 through June 1975 (HRP
00124686)

(HRA) 77-3165 Statutory Provisions for
binding Arbitration of Medica! Malpractice_
Cases (PB 264 409, avallabte NTIS only)

Research Management

(HRA) 77-3184 1960 and 1970 Hispanic
Population of the Southwest by County
(HRA) 77-3188 Demonstration and
Evaluation of a Tolal Hospital Information
System (PB 271 079)

(HRA) 77-3189 Drug Coverage under
National Health Insurance: The Policy Op-
tions (PB 272 074)

(PHS) 78-3204 Experiments in Inter-
viewing Techniques: Field Experiments in
Health Reporting (PB 276 080)

The Research Management Series describes programmatic rather than
_technical aspects of the NCHSR research effort. Information is pre-
“sented on the NCHSR goals, research objectives, and priorities; in ad-
dition, this series contains lists of grants and contracts, and administra-
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tive information on funding. Publications in this series are intended to
bring basic information on NCHSR and its programs to research plan-
ners, administrators, and others who are involved with the allocation of
research resources.

(HRA) 76-3138 The Program in Health
Services Research (Revised 9/76)

(HRA) 77~-3158 Summary of Grants and
Contracts, Active June 30, 1976

(HRA) 77-3179 Research on the Prloritz
Issues of the National Center for Healt

Services Research, Grants and Contracts
Active on June 30, 1976

(HRA) 77-3194 Emergency Medical
Services Systems Research Projects, 1977
(HRA) 78-3202 NCHSR Research Bib-
liography (July 1, 1976 to June 30, 1977)
(PB 273 997)

(HRA) 77-3187 Emergency Medical
Services Systems Research Projects (Ac-
tive as of June 30, 1976) (PB 264 407,
available NTIS only)

Research Proceedings

The Research Proceedings Series extends the availability of new
research announced at key conferences, symposia and seminars
sponsored or supported by NCHSR. In addition to papers presented,
publications in this series include discussions and responses whenever
possible. The series is intended to help meet the information needs of
health services providers and others who require direct access to
concepts and ideas evolving from the exchange of research results.

(HRA) 77-3138 Women and Their Health: (HRA) 77-3181 NCHSR Research Con-
Research Implications for a New Era (PB
264 359, available NTIS only)

(HRA) 76-3150 Intermountain Medical
Malpractice (PB 268 344, available NTIS
only)

(HRA) 77-3154 Advances in Health Sur-
vey Research Methods (PB 262 230)

ference Report on Consumer Self-care in
Heaith (PB 273 811)

(HRA) 77-3186 International Conference
on Drug and Pharmaceutical Services
Reimbursement (PB 271 386)

(HRA) 77-3195 Emergency Medical
Services: Research Methodology
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STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY,
DEPARTMENT OF HEALTH SERVICES,
Sacramento, Calif., August 28, 1978.
MICHAEL STEBN,
Stafy Director, Senate Committee on Finance,
Dirksen Senate Opice Building, Washington, D.C.

Dear MR. STERN : California has receive a copy of the amendments to S. 1892
dealing with the Child Health Assessment Program (CHAP), which were intro-
duced by Senator Cranston. We feel that these are good amendments and Cali-
fornia is in full agreement with them. There are some areas of clarification
we will need on the technical aspects of some of these amendments. We are
working directly with Senator Cranston’s office in seeking this clarification.

We are requesting that the Committee include these comments as an addendum
to our August 21, 1978 letter to the Committee, which contained California's
written testimony on 8. 1392 and H.R. 13611. We ask that this addendum be
included in the Record along with our August 21, 1978 letter.

The three areas we address below have been discussed with Senator Cranston
iglthei rast, and we would like to bring these to the Committee's attention at
this time:

1. Development Assessment.—California concurs with Senator Cranston that
the developmental assessment i{ssue should be fully examined. It has been Cali-
fornia's experience that requiring developmental assessments as a separate, spe-
cific component should be deleted from any child health program, as there is no
clear, acceptable definition of what a “developmental assessment’” should encom-
pass. In California’s view, there i8 no existing developmental assessment instru-
ment which is acceptable as a screening tool. The national and local publicity
that has been focused on the deficlencies of developmental assessment and the
damaging consequences of the inaccurate labeling of persons that frequently
occurs has already had a negative impact on California’s EPSDT program.
Numerous studies indicate that development assessments do not take into con-
sideration different cultural and child-rearing practices and backgrounds. Upon
the recommendation of a broadly representative developmental screening task
force, California eliminated the use of a specific developmental screening tool
from its EPSDT health assessment in 1976. Therefore, California recommends
that developmental assessments be done in the general context of the health
history.

2. Count of Screens.—California’s experience under EPSDT leads us to believe
that it would be advisable for the CHAP legislation to speak to the manner in
which health assessments will be reported to HEW. Currently the federal
Department of Health, Education and Welfare (HEW) allows only completed
screens to be reported according to guidelines in HEW’s “Program Instruction
IS-NCS8S-PI-74-13”. When compiled according to these HEW guidelines, Cali-
fornia’'s reported statistics always appear deceptively low. For this reason it
would seem appropriate to specify reporting requirements in the statute,
rather than to leave this process to interpretation through HEW regulations.

According to the HEW guidelines, California has many “partial screens”, pri-
marily due to four factors: (a) Physician providers many times do not perform
vision and hearing testing because these tests are routinely done by the schools
under a state legislative mandate; (b) Many health assessments are rendered
incrementally over a period of time, sometimes by more than one provider.
California’s current manual claims processing system does not have the capa-
bility to link these component parts into ‘‘completed screens”; (¢) Many physician
providers bill preventive child health services, including EPSDT screening,
directly to the Medi-Cal billing system. Because the billing codes used in the
Medi-Cal billing system are not always as precise as those used in the Child
Health and Disability Prevention (CHDP) Program system (CHDP administers
the EPSDT program in California), HEW does not allow such creens to be called
“completed screens”. (d) Some providers do not, in fact, provide all the man-
dated EPSDT service. Further work with these providers is necessary.

The result is that these “incomplete screens” (health assessments) are never
included in California’s quarterly tally, and the figures do not reflect the true
picture. It is California’s position that there is a good deal more preventive
health care rendered than the figures would indicate. We would suggest that
the new health screening program being created under CHAP: (a) Make allow-
ances for vision and hearing testing which is done in schools; (b) Allow states
time to develop automated capabilities that could link screening components
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done over time or by different providers into complete screens, and allow the
counting of partial screens when at least the health history and physical exami-
nations are done; (c) Count EPSDT screens billed to the Medi-Cal billing system
as “complete screens”; (d) Allow states time for orientation, education and
monitoring of providers as to what constitutes a ‘“complete screen”. In the
meantime, accept “partial screens” as ‘“complete screens” if the health history,
physical examination and selected additional components are completed.

3. Penalties—California again recommends that penalties be eliminated, that
any penalties assessed to date be repealed, and that there be no penalties assessed
in the future. California believes that the assessment of penalties has deliterl-
ous effects on child health programs. We strongly support the recognition of
positive efforts through the use of flnancial incentives. (This issue is also
addressed on page 8, of our August 21, 1978 letter to the committee.) ’

California brings to the committee's attention that the provision of child health
services, and the creation of a program (CHAP) to assure delivery of these
services has been the subject of correspondence between California and Senator
Abraham Ribicoff (on S. 1392) and Congressman Paul Rogers (on H.R. 6708)
in September, 1977.

The current set of amendments to this very important legislation, introduced
recently by Senator Cranston, have received the full support of the California
Department of Health Services, which administers the child health programs
in this state,

We appreciate the opportunity of providing these comments to the Committee
as it considers 8. 1392, and its potential impact on child health in California.

If you wish further information on these issues, please telephone either
Ramona Thompson, (816) 322-8041, of the Child Health and Disability Preven-
tion Branch, or Joan Spieler of California’s Medical Assistance Program at (916)
445-1995,

Sincerely,
BEVERLEE A. MYERS, Director.

THE AMERICAN QOCCUPATIONAL THERAPY ASSOCIATION, INC.,
August 30, 1978.
Hon. HERMAN E. TALMADGE,
Chairman, Finance Subcommittee on Hcealth, U.S. Senate, Russell Senate Opice
Building, Washington, D.C.

DeEAR MRB. CHAIRMAN: The American Occupational Therapy Assoclation is
pleased to submit this statement on S. 1392, the *‘Child Health Assessment Act”,
which strengthens and improves the early and periodle screening diagnosis and
treatment program (EPSDT).

For over sixty years this Assoclation has represented independen! health
professionals who specialize in alleviating the suffering and increasing tle inde-
pendence and productivity of the aged, the physically or mentally disabled,
and the economically or culturally disadvantaged. Occupational therapy prac-
titioners are trained in curricula involving developmental psychology, anatomy,
neurophysiology, and the social sciences. This training is followed by fleld work
experience in areas such as psychiatry, rehabilitation, developmental disabilities,
and gerontology.

Occupational therapists are among the few non-physician mental health pro-
fessionals who are trained in the medical and biological sciences. They provide
services in general and psychlatric hospitals, nursing homes, community 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, 25 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 developmental deficits which
could hinder their performance in school or at work. The Association and the
25,000 members which it represents, therefore, have a direct interest in legislation
which improves the provisions of screening, diagnosis, and treatment services
to Medicaid eligible children.

The Association is pleased that S. 1392 expands the eligibility of children for
Medicaid services and provides incentives to the states to encourage the provi-
sion of quality health care services to eligible children within those states.

34-464 O - 78 - 17
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However, we believe that there remain several problem areas in the Child Health
Assessment Program (CHAP) which need to be addressed before this legislation
is enacted. ’

The Association is concerned that S. 1392 gives states the option of including
or excluding care and services, for individuals under age 21, for the “treatment
of mental illness, mental retardation, or developmental disabilities . . .” We be-
lieve that if the coverage for these services remains optional and not mandatory,
many states will not provide treatment services for these individuals,

The Association strongly believes that the growth and development of Medicaid-
eligible children will suffer if problems discovered by the screening of the develop-
mentally disabled, mentally retarded, and emotionally disturbed are not treated
or at least referred for treatment. Therefore, we recommend the deletion of the
following discriminatory larguage in 8. 1392, Section 83(G) : “but not necessarily
including (1) those for the treatment of mental illness, mental retardation, or
developmental disabilities.”

The above language was eliminated in the House Subcommittee on Health and
the Environment, and we strongly urge your committee to follow this lead.

The Association appreciates this opportunity to submit our comments on the
Child Health Assessment Program and stands ready to offer our assistance in
the implementation of this much needed legislation.

Sincerely,
JAMES J. GARIBALDI,
Ezecutive Director.

AMERICAN ACADEMY OF PEDIATRICS,
Evanston, Ill., August 22, 1978.
Hon. HERMAN E., TALMADGE,
Chairman, Subcommittee on Health,
Commitiee on Finance, U.S. Senate, Washington, D.C.

DEAR SENATOR TALMADGE : In the near future the Committee on Finance will be
asked to consider the House-passed version of S. 1392, the “Child Health Assess-
ment Act.” As per your letter of March 20, 1978, to Dr. Martin Smith, member of
the Academy’s Executive Board, we are pleased to note that you plan to include
in the scope of those hearings & review of the administration of Maternal and
Child Health programs (8. 3188 and S. 3401). While the Academy elected to sub-
mit written testimony in response to the August 14 hearings, we will request to
testify at these expanded hearings. In the interim, the Academy wishes to draw
the attentton of you and your colleagues on the Committee to the implementation
of current and any amended legislation on EPSDT aspects of the Medicaid Law.

As you appreciate and understand, the passage in 1967 of the EPSDT compo-
nent of the Medicaid Act heralded a very deliberate change in the concept from
the remainder of the Act. It represented an expressed intention to seek poor
children to periodically asress their health and health needs and to secure the
distinct services required to meet their needs on an ongoing basis throuvghout the
child and youth age periods. This purpose was a most distinct difference from
financing personal medical care. The judgment of the Academy i8 that the Admin-
istration is just beginning to appreciate this difference, and, thus, the purpose has
never been fully realized. Our judgment {s based essentially on the reluctance of
the Administration to develop an appropriate staff, In federal central or regional
offices which is knowledgeable and technically competent to administer a health
care program for children, as opposed to a staff to administer a financing mecha-
nism per se.

The changes proposed by the Admin!stration in 8. 1392 and those modifications
present in the bill reported by the House Committee do address useful improve-
ments in such issues as eligibility and financing. However, it is our judgment that
unless very definitive changes are made in the administration of the EPSDT
component, the legislative improvements alone are insuficient. You and your col-
leagues rightfully and persistently ask why there is 80 much difficulty having
private medical practitioners participate in Medicald, including EPSDT. The
Academy expresses its firm belief that without a significant voice in the formula-
tion of policy, regulations, guldelines and ongoing advice to the respective state
offices from those knowledgeable about child health and the delivery of ambula-
tory child health care, the Administration of EPSDT and the whole of Medicaid
itself has a strictly financlal orientation. As important as financial fraud and
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abuse issues are, they have never been issues in preventive care for children {n
this country. Our task is to seek poor children and have them become part of a
sensible, high-quality, on-going health care program. The fraud and abuse in this
respect 18 the failure of the Administration to understand the purpose of the 1967
amendments and to staff the agency appropriately.

We respectfully suggest you examine the number and roles of physiclans,
nurses and allied heaith personnel employed in the central and regional offices of
the EPSDT and whole Medicaid Programs. Without such talent in significant
numbers and appropriate positions to direct the Program, it is impossible to
expect that the Program offers to the states the direction and advice intended
by Congress.

We suggest you consider the following structural changes in order to realize
the intent of Congress:

1. Centralize and elevate within DHEW the authority and responsibility for
health programs serving mothers and children. At present there are two principal
offices carrying this responsibility, one under the Public Health Service admin-
istering title V SSA and one in the Health Care Financing Administration ad-
ministering title XIX SSA.

2. Authorize the organization of a national advisory body on maternal and child
health within DHEW. This group would review all health programs serving
mothers and children and advise Congress and the Administration on the content
and implementation of such programs.

3. Authorize each State to develop a similar advisory body to assist in the state
level administration and implementation of maternal and child health programs.

4. Direct the Secretary of DHEW to develop a staff in the central and regional
offices competent in the content and delivery of child health services.

The Academy appreciates and supports the wisdom in the separation of legis-
lative and executive powers in our government. The steps we suggest do not in-
fringe on that principle. We believe these changes will greatly assist the realiza-
tion of the intent of the 1967 amendments, and those currently before Congress.

In closing, I would add that, despite the above-cited criticism of the EPSDT
Program, the Academy continues to consult and cooperate with the Administra-
tion in the general area of provider participation in Medicaid programs. We are
Interested in seeing practical, working relationships developed at all levels and
in all aspects of that program. Nevertheless, the shortcomings in EPSDT and
the effect of those shortcomings on our nation’s children force us to speak out
in favor of reform.

Sincerely yours,
DoNarwp A. CorNELY, M.D,,
Chairman, Task Force on EPSDT and Title V.

STATEMENT OF THE AMERICAN MEDICAL ASSOCIATION

The Amerjcan Medical Association takes this opportunity to submit its views
on 8. 1392, legislation that would modify the current Early and Periodic
Screening, Diagnosis, and Treatment (EPSDT) program under the Soclal
Security Act.

BACKGROUND ON PROPOSED LEGISLATION

This proposed legislation would amend title XIX (Medlcaid) of the Soclal
Security Act to provide for a Child Health Assessment Program. The stated
purposes of enacting this new Child Health Assessment Program are to modify
the current EPSDT program and to extend Medicald EPSDT eligibility to those
children whose families are of low income but who do not otherwise qualify for
Medicalad because of family structure.

8. 1392 would require states to offer through their Medicald programs the
provison of child health assessments and primary care to all children under
six years of age whose family meets the state’s income test for Aid to Families
with Dependent Children (AFDC), but whose family structure makes them in-
eligible for AFDC. In addition, the state would be required to provide child
health assessments and primary care to children under the age of twenty-one
whose families are receiving ald or assistance under certain state welfare

programs.
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An individual under the age of twenty-one who has received a health assess-
ment under the Child Health Assessment Program would continue to be eligible
for medical care for six months after eligibility for medical assistance would
otherwise terminate because his family exceeded the eligibility limits to continue
In the Medicaid program.

Child hesalth assessment could be provided only by a health care provider who
entered into an agreement with the state agency responsible for administering the
state Medicald program to provide to eligible children services including: peri-
odic health assessments, a minimum range of diagnostic and treatment services,
and when indicated, referral to appropriate providers for needed treatment.

To be eligible to participate in the program a health care provider would
have to assume responsibility for the management of the medical care of each
individual assessed to assure that all medical services which are offered under the
state plan and which are found to be necessary pursuant to an assessment are
made avallable in a timely manner and that reassessments are performed as
required in regulations to be promulgated by the Secretary.

As an incentive to states to enroll eligible children with health care providers
participating in the program, the federal matching contribution would be in-
creased. For any state, this incentive rate would be half of the sum of the state's
current Medicaid matching rate and 90 percent (but not less than 75 percent)
for sums expended during each quarter which are attributable to child health
assessments, diagnosis, treatment, follow-up and medical care management of
individuals who have been assessed under an approved child health assessment
program.

Federal reimbursement under the Medicaid program would be contingent
upon a state meeting such standards as the Secretary may determine for the
purpose of (a) informing families of children eligible under the program of tae
avallability of child health assessment services; (b) assuring the provision of
child health assessments in a timely manner; (c¢) assuring the provision of any
medical care or gervice, the need for which is disclosed by assessments; and (b)
assuring compliance with terms of agreements it has with providers of services
under a state’s child health assessment program. Failure to comply with these
stated requirements would subject the state to a 20 percent reduction in the
federal matching rate under the Medicaid program.

In addition, where the Secretary determines that a state has met the criterla
(pursuant to regulations) for good performance under the Child Health Assess-
ment Program, a 25 percent federal matching rate “bonus” for administration
of the program would be made to the state.

COMMENTS

The Amerlcan Medical Association expresses its strong support for the goal
of expanding the availability of quality health care to children, particularly those
children from medically indigent families who should benefit most from health
care services such as those currently provided under the EPSDT program, Physi-
clans, perhaps more than anyone else, appreciate the importance of adaquate
health assessment and care for our young people. It is in the formative years
of growth and development of the individual, both physically and inte!lectualiy,
that such services are the most crucial. The importance of adequate health
assessment and care cannot be emphasized too strongly, and the medical profes-
sion {8 most pleased to support the formulation of legislation to expand access
to America’s health care delivery system to meet more adequately the needs of
our natlon's children and young people.

The early and periodic screening, diagnosis, and treatment (EPSDT) program
has come under Increasing scrutiny recently. There is little question that improve-
ment in the EPSDT program is needed. President Carter, in his health initiatives
message to the Congress last year, observed that the EPSDT prgoram reaches only
30 percent of the 12 million children currently eligible for Medicaid ; that approxi-
mately 22 percent of the children screened under EPSDT and found to need treat-
ment do not receive the services required; and that the present program does not
reach an estimated 700,000 children under six years of age who are in familles
whose income meets state financial requirements for Medicaid but whose family
structure makes them ineligible for Medicaid.

While we recognize the weaknesses of the present program, we belleve that the
EPSDT program under the Medicaid law is fulfilling a needed service and de-
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serves continued support but only with appropriate modification. However, we
are concerned that the modifications proposed by this legislation would detract
from assuring full access to quality care.

First, the Federal Government is already deeply involved in a large number
of health care programs, each addressed to various segments of the population.
Accordingly, the approach to meeting the health care needs of our citizens has
often been fragmentary. For example, in attempting to assure maternal and child
health, two special programs exist, the Maternal and Child Health Care provisions
under title V of the Social Security Act and the current EPSDT program under
title XIX of the Social Security Act. While these two programs are in many in-
stances complementary, they are also duplicative in other instances. We believe
that each of these programs has & function and should be retained, and in many
respects expanded, to assure quality health care to eligible children and their
mothers. Yet, we would urge that these programs must be viewed together.
Neither program was intended nor can reach all deserving potential beneficiaries.

Another reason why we believe that the legislation as it is proposed is not an
adequate approach to assuring full access to the health needs of our nation’s
children is that the Child Health Assessment Program would continue to be
administered under the present Medicaid program. Under present law, a state
having a Medicaid program is reguired to provide EPSDT services to all children
eligible for Medicaid, yet the program has failed to do so. We recognize that the
proposed legislation does provide increased incentives to a state to provide child
health assessment services. Nevertheless, we fail to understand how increased
incentives alone will provide assurance that the health services will, in fact, be
provided under the respective state Medicaid programs. The Medicaid program
has left gaps in the provison of “mandated” services by the respective states, and
the bill would not eliminate this potertial for leaving gaps.

Furthermore, the Child Health Assessment Program does not address the
health needs of pregnant women and mothers of young children who are them-
selves not eligible for Medicaid. Certainly the health of the urborn and the new-
born cannot be separated from the health of the mother. It is for this reason that
we emphasize the continuing need for a program to provide not only for the health
of young children, but as well for pregnant women and mothers of very young
children.

As to specific provisions of the Child Health Assessment Program, we have
several strong concerns. First, we note the requirement under the bill that child
health assessments under the program may be provided only by a health care
provider who enters into an agreement with the state agency responsible for
administering or supervising the administration of the state Medicaid plan. This
provision is undesirable, and could result in the receipt of levels of health care
for those individuals receiving care under the CHAP program different from
those individuals recelving care through other health care providers. To require a
health care provider to enter into a health care agreement is not only onerous
for the provider, but could tend to concentrate CHAP beneficlaries around a
limited range of providers, such as in special CHAP clinfcs. This provision in
itself could lead to curtailment of the individual family’s right to select a physi-
clan or other health care provider and may in fact effectively deny a beneficiary
desired medical attention by restricting the medical resources available to such
CHAP beneficiary.

By requiring only health care providers that have contracted with the state
Medicaid agency to be permitted to provide CHAP services could result in the
evolvement of special “clinics” for the provision of CHAP services and thus
preclude any participation by health care providers or physicians who might
otherwise desire to provide such services. This could result not only in severely
restricting the availability of medical services but in failing to trke advantage
of the broad range of medical services now readily available through the private
health care sector. The establishment of a “mini-health delivery system” anala-
gous to a government health service under an expanded EPSDT program will
limit access to many of the available medical resources in our present system
and may well limit the scope and quality of services to CHAP beneficiaries.

In addition, under the bill a health care provider participating in the Child
Health Assessment Program would be required to take responsibility for the man-
agement of the medical care of each individual assessed to assure that all medi-
cal services which are offered under the state’s Medicaid program are made avail-
able in & timely manner and the reassessments are performed as required in
regulations to be issued by the Secretary.
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The provider would be required to refer individuals to other appropriate pro-
viders for any corrective treatment which {8 not available directly from the
paticipating provider. The health care provider would be required to follow-up
this referral to assure the provision of such treatment.

While it 1s desirable for a patient to have a primary physician on whom that
patient may rely for the coordination of his medical care, we must take strong
exception to any specification in the law that requires the health care provider
to assume responsibility for assuring that a patient received specific follaw-up
treatment, We need only point out that the physiclan-patient relationship is a
voluntary one and as such a physician maintains no control over whether a
patient will return for follow-up treatment and/or consultation. The physiclan
cannot command the patient to return for follow-up treatment, even though he
realizes that such follow-up is necessary to insure the effectiveness of earlier
treatment. To mandate by law that a health care provider is responsible for a
patient over whom the provider has no control once that patient leaves the office
or institution is at best a gratuitous requirement incapable of fulfillment, but at
its worst, i8 a condition which may well deter participation by physicians in
the program because of ostensible legal implications.

We believe that the requirement in the bill that the health care provider follow
up such referrals to assure the provision of the indicated treatment is inappro-
priate for another reason. When a patient is referred to a specialist for treat-
ment, the medical specialist is responsible for the patient’'s specialized care.
Accordingly, the provisions as stated in the bill should be modifled to reflect
the applicable law.

The bill would require a participating health care provider in the Child
Health Assessment Program to provide to individuals recelving benefits under
the program “a minimum range” of diagnostic and treatment services. However,
no further definition is provided for what specific services will be deemed “mini-
mum.” Because the success of the Child Health Assessment Program will depend
in large part on the scope of services made available to beneficiaries, we believe
that it is crucial that any legislation not 1imit access to physicians.

We believe that the use of the phrase “a minimum range” could be construed
in such a manner as to preclude physicians and other health care providers who
may not have specific equipment and facilities in their offices from providing
certain services (e.g., laboratory services, certain diagnostic equipment, or cer-
tain treatment facilities). A lack of such facilities does not, however, in any
manner necessarily affect an individual's physician's ability to provide the appro-
priate assessment and care needed for beneficiaries under the Child Health
Assessment Program. A strict definition could thus remove ready access to such
assessment and care and should not be encouraged nor permitted under the
bill,

Our concerns over the use of the phrase “a minimum range” are even stronger
when we consider other language of the bill in relation to “health care centers.”
The bill would require that a State plan for medical assistance must provide that
a State will encourage participation by physicians and health care centers in
the Child Health Assessment Program. Success of the program will of necessity
require wide participation by physicians. As the principal health care provider,
the physician provides, and will continue to provide, the basic structure around
which any Child Health Assessment Program must be fashioned.

To require that a state encourage participation by “health care centers” in
the Child Health Assessment Program raises several questions with respect to
assuring full access to quality health care. The principal purpose of the CHAP

~~program is to increase access to care. However, requiring “health care centers”
unduly emphasizes a particular location for receiving health care and overlooks
the health care available to most children at other than centers. No definition is
provided of what will constitute a “health care center.” The undesirable refer-
ence to “health care centers” should be removed.

We see the desirability for Congress to express its concern over the scope of
benefits. If done through an expression in Committee reports, greater flexibility
would result without freezing into statutory language the specific scope of bene-
fits desired. At the same time, unless some specification is provided, a mere legis-
lative shell may be created without substance.

Another concern we have with the legislation Is that there is no provision to
assure fullest participation by physicians in the CHAP program. Presently the
EPSDT program is under the Medicaid program and reimbursement {8 deter-
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mined under that program, However, reimbursement is restricted in many states
to insufficient levels. While under the statute no reimbursement can exceed what
Medicare would pay (itself set at an arbitrary level), Medicald is generally
lower. Retention of such levels wlill accentuate current problems facing the
Medicaid program, and with an artificlally restricted payment mechanism physi-
cians will be discouraged from participating in such programs. Any such impedi-
meuts to physician participation in the program will prevent full access by indi-
viduals to intended benefits of the program. To encourage full participation and
uccess, reimbursement should be at usual and customary levels.

The bill also requires that a health care provider rendering services under ti»
Child Health Assessment Program must make such reports as the state or the
Secretary of HEW may require to assure compliance with the requirements of
the program. However, no specific guidance is provided with respect to the
content of these reports nor the extent of data which might be required in such
reports. Again, while we do believe that the law should not spell out all details
as are normally undertaken in regulations we do believe that the law should
provide reasonable guidance to the agency respoisible for drawing up specifie
guidelines or regulations for the administration of the program. Therefore, we
would urge that greater information be provided with respect to material that
would be required to be included to be made, At the same time, the Subcommittee
should weigh carefully the creation of burdensome paperwork and administra-
tive impediments deterring program participation.

As we have expressed earlier, we fully support the provision of health care
services as are envisioned under the present early and perlodic screening,
diagnosis, and treatment program. Our major concern is not that the program
should not be improved, but rather than any changes be made so as not to dis-
courage full opportunity of patients to have access to care and that any changes
be made in conjunction with an evaluation of other related programs. We are
concerned, as is the Subcommittee, with health care costs, with eficiency in
health care dellvery, and with the quality of health care services provided.
It is with these concerns in mind that we raise these issues with respect to the
expansion of the EPSDT program as proposed in S. 1392,

We believe that in your consideration of modifications of the current EPSDT
program, consideration should also be given to the availability of maternal and
child health care under title V of the Social Security Act. Title V, in its support
of local and regional programs, has long been a prominent and effective source
of health care for underserved children and youth. Established in 1935, this
program currently affords health services to mothers and children who, for
economic reasons, have difficulty in obtaining the services they need. The title
V program would be expanded under legislation recently adopted In a joint
effort of the American Medical Association, the American Academy of Pedlatrics,
and the American College of Obstetricians and Gynecologists, so as to address
more fully the spirit and intent of this program in meeting the national needs
of maternal and child care and giving added emphasis to special health service
needs of prospective mothers and the developing fetus, the needs of the infant
in its first year of life, and the need for treatment and counseling for conditions
associated with pregnancy, venereal disease, drug addiction, and mental health,
This legislation has been introduced as 8. 3401, the “1978 Amendments to the
Maternal and Child Health and Crippled Services Act.” We commend it to the
attention of this subcommittee.

CONCLUSION

In conclusion we would like to point out that in addition to needed changes
in title V of the Social Security Act and to chauges in the Child Health Assess-
ment Act, some of the issues of access, free choice, and quality care would
with greater efficiency and cost effectiveness be handled through a comprehensive
health insurance proposal such as is set forth in S. 218—a health insurance
program that the AMA supports. One of the advantages to be gained by such
legislation is that the health care of all members of fumilies of all economic
levels is taken into account, not just the health care of a particular member of a
certaln family. As you might well agree, oftentimes the health of one family
member has a significant bearing on the health of other family members.
Accordingly, consideration must not be lost of a holistic approach as the most
appropriate manner of assuring quality health care to all needy individuals.

We wish to reiterate our support for the current EPSDT program. We belleve
that this program is fulfilling a vital need and providing certain health services
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to children of low income families. Yet, while we support the present EPSDT
program, we belleve that this program should not be viewed as addressing the
total health care problems of our nation’s children. As we pointed out earlier,
EPSDT services are required to be provided under existing state Medicaid plans.
Yet, EPSDT services have not been provided to all eligible Medicaid bene-
ficlaries. We suspect that many of the basic problems with the EPSDT program
may not be in the scope of benefits but rather in the administration of the pro-
gram. Therefore, we do not belleve that the reforms suggested in this proposed
legislation would effectively achieve the desired goals in providing increased
quality health care services to children.

We urge that the subcommittee consider our specific concerns with the pro-
posed legislation to modify the current EPSDT programs. While we support
the general concept embodied in the Child Health Assessment Program legisla-
tion, we urge that the subcommittee not adopt this proposed legislation without
modifications reflecting our concerns.

STATEMENT OF THE DENTAL HYGIENISTS' ASSOCIATION

INTRODUCTION

The American Dental Hygienists’ Assoclation is pleased to submit & record
statement to the Subcommittee on Health of the Senate Finance Committee and
to present its views and recommendations on S 1392, the Child Health Assess-
ment Plan and related bills. The Association testified last year on H.R. 6708,
the House counterpart bill introduced by the Administration, and supported
amendments presented by Congressman Andrew Maguire and the American
Dental Association, both of which advocated the inclusion of a dental care com-
ponent for Title XIX eligible children and matching funds to states at parity
with levels specified for other health care services. In the Senate, the Asso-
ciation is pleased to support the amendments proposed by Senator Chiles, to
accomplish the same basic purpose.

In view of the extensive review and consideration of the CHAP legislation
by the House Commerce Health Subcommittee in 1977 and this year and the
approval of H.R. 13611 (an amended H.R. 6706) by the House Commerce Commit-
tee, the Association urges that the Subcommittee on Health amend S. 1392 in
a similar vein,

GOALS OF TITLE V OF THE S80CIAL SECURITY ACT

The Assoclation recognizes that the Child Health Assessment Plan (8. 1392)
introduced by the administration is intended to be a successor program for the
title XIX, Medicaid, Early and Periodic Screening, Diagnosis and Treatment
(EPSDT) program authorized by Congress in 1989, with implementation be-
ginning in the early 1970's. The 1969 Social Security Act amendments provided
clear evidence of the intent of Congress that the states were required to include
dental care for children in their EPSDT programs in order to be eligible for
federal matching funds. The accepted definition intended by Congress was that
states should provide dental care which is necessary for “relief of pain and
infection and restoration of teeth and maintenance of dental health”. In 1972,
Congress gave further indication of its futent that vision, hearing, and dental care
be included in state programs, by authorizing the Department of Health, Educa-
tion and Welfare to impose penalties on states wheh did not fully implement the
EPSDT program for the Medicaid-eligible children’s population,

Although the 1969 and 1972 Social Security amendments established the intent
of Congress with respect to dental care for title XIX eligible children, the im-
plementation of state dental programs nevertheless has been sporadic and, in
general, disappointing. Even the publication of HEW regulations for state dental
EPSDT programs in 1975 did not provide the impetus needed to fulfill the major
goal of title V of the Social Security Act which calls upon all states “to provide
quality health services for prospective mothers, infants and children, particular-
ly in urban and/or low income areas where access to quality care is otherwise
limited”. This high expectation and low fulfillment with regard to care pro-
grams for needy children—particularly dental care—appears to be the foremost
reason which encouraged the Administration to introduce legislation last year to
improve, refine and strengthen the faltering EPSDT programs,
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Since the Administration intends to replace the Maternal and Child Health
EPSDT programs with the new CHAP legislation, the Assoclation belleves
that an ideal opportunity is now at hand for Congress to develop new legislation
which will allow it to carry out the original intent of the Title V, Social Security
Act legislation. Longstanding Association policies support the passage of federal
programs which provide comprehensive dental health care programs for all
children. In addition, we support with the highest priority, programs which
concentrate on providing health care to children of families eligible to receive
Medicaid assistance through state and local governments. The Assoclation be-
lieves that dental care should be an integral part of the total approach to the
prevention of disease and disability and that the maintenance of good oral health
of children and youth Is an essential ingredient of their .total health and well
being. ADHA members also believe that it {s extremely important that federal
programs, such as the CHAP, include adequate provision and financial support
for oral health care and services. o

EPSDT PROGRAM WEAKNESSES

Over & 10-year period, 1967-1977 inclusive, Medicaid expenditures for dental
services increased from $72 milllon to $400 million annually. However, as a
percent of all Medicald expenditures for health care, the high point was 5.3
percent in 1968 and the low point 2.5 percent in 1977. In 1968 federal expenditures
for all Medicaid health care services were $3,451,000,000, while in 1977 they
reached an all-time high of $16,257,000,000. It is obvious that EPSDT dental
health programs for disadvantaged and needy chtldren—an estimated 11,000,000
15,000,000 eligible beneficiaries—have been comparatively ineffectual, despite
the efforts of 34 states to develop such programs. Even with its flaws, how-
ever, the Medicald program has made health care available to millions who,
before 1885, were not able to obtain it. On the other hand, it is an accepted
fact that from 90 to 95 percent of all children, from early childhood to the late
teens, need dental care. A highly placed official of the Medicaid Bureau of DHEW,
as recently as April 1978, told a dental audience that “‘as far as the Medicald legls-
lative structure is concerned, you have, if you will, a second-class program . . .
only 34 states have chosen to provide (dental care) and of those states, 12 of
them to provide it only to the ‘categorical needy’; i.e., those who receive a cash
welfare grant”.

Under the circumstances described, the Association agrees that from a dental
health care standpoint the Medicaid state EPSDT programs should be replaced
and that a CHAP program, amended to include dental benefits for children
up to age 21, should be passed by Congress. In our view, H.R. 13611, developed
by the House Commerce Health Subcommittee, voted up by the Interstate
and Foreign Commerce Committee and sent to the floor of the House of Repre-
sentatives, would remedy the many flaws of the current Medicaid program,
especially those which have discouraged state welfare departments and state
dental organizations from developing children’s dental health programs.

Although EPSDT Medicaid regulations required that states provide “at least
such dental care as is necessary for the relief of pain and infection and for
the restoration of teeth and maintenance of dental health”, states applied this
definition in a variety of ways. A majority of states provided services only if a
health assessment had generated a dental referral, With assessments performed
by physicians and nurses, rather than dental personnel (i.e., dentists or dental
hyglenists), only about 25 percent of the screening resulted in dental referrals.
Only a few states paid for dental services whether or not an assessment had
oceurred.

There is a consensus among professionals in dentistry, medicine, and public
health that virtually all children age 3 and above need dental care. The health
screening requirement of the current EPSDT program and the Administration’s
CHAP (8. 1392), predicates eligibility for Medicaid dental benefits on a general
health assessment which is clearly inadequate for the dental needs of children.
If the approach to dental care contained in H.R. 13611 were taken by the Senate,
all children eligible for a health assessment would automatically be referred
to a dental office, in which thorough and effective dental screenings, performed
by licensed dentists or dental hyglenists, could be accomplished.

The Association urges that the provisions of the House Commerce Commit-
tee's bill mandating dental care for children eligible for CHAP program bene-
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fits be approved by the Senate. We also urge that all children who undergo a
CHAP clinic heailth assessment, simultaneously be referred to dentists or dental
hyglenists who are professionally qualified to assess oral health care needs and
provide preventive care that is indigenous to general health care and well-being of
children and youth.

A second major flaw of EPSDT state dental programs has been the low fed-
eral/state match, averaging 55 percent and ranging between 50 to 78 percent.
The administration’s CHAP proposal increases the federal match up to a maxi-
mum of 80 percent but it leaves dental services at the former low and inadequate
level. As a mandated CHAP service in H.R. 18611, dental services would be at
parity with all other health care services. The Association urges that this level
of federal funding for children’s dental health care be endorsed by, the Senate.
Under the new matching level proposed for all health care services provided
under state CHAP programs, there is no logical reason from the standpoint
of children’s health and welfare to maintain dental care in its current second-
class status.

Despite its awareness of flaws and criticisms of state EPSDT programs, the
Association believes that the efforts of some 34 to 40 state welfare, dental health
departments and dental organizations to develop programs under Title XIX
Medicaid should not only be maintained but vastly improved. The higher federal
matching formula included in H.R. 13611 should provide the necessary stimulus
required to attend to the dental needs of children of poor and disadvantaged
familles. We are concerned that the downgrading of dental care in the adminis-
tration’s bill, omitting dental care from the increase of funding levels for medi-
cal services, would adversely affect the state EPSDT programs now operating.
An even greater concern {s that many existing children’s dental care programs,
for the lack of financial incentives to the states, may be permitted to deteriorate
or be phased out entirely. As inadequate nationally as Medicaid EPSDT dental
programs have been, it is unthinkable that existing levels of oral health care
services will not be maintained. .

COST EFFECTIVE CHAP DENTAL PLANS

The Association is well aware of the concerns of the Subcommittee on Health
which relate to the add-on costs of including dental benefits in a new CHAP bill.
We share the concerns of committee members of Congress, and the general
public that new programs in the health and welfare areas should be considered
sparingly, if at all. In the present mood and temper of Congress and the general
public, the add-on cost of a CHAP dental program will not be insignificant.
However, the inclusion of dental benefits under the Medicaid program can
hardly be consldered as a new benefits package. Nor because a dental component
is included at federal matching levels adequate to encourage states to develop
ther, should their probable cost-effectiveness, in the long run, to the nation’s
health be ignored. In our opinion, the public health policy view encompassed in
the House Commerce Committee’'s bill, which holds that dental care and pre-
ventive oral health services are an integral part of the total health care of the
nation’s children and youth, is & sound policy. It is also a policy which we be-
lieve will be endorsed by the Senate. We belleve that the investment of public
funds in & preventive dental health program for disadvantaged and needy chil-
dren will be a sound i{nvestment in the future good health of the next genera-
tion of adults.

Although records and data from state dental health Medicaid programs are
not available in great abundance, one state, the state of California, has been
successful in developing a sophisticated and effective Medicald program which
might well be a model for many other states to emulate. This plan includes both
the children and adult Medicaid populations of the state. The California Denti-
Cal program, as it is called, is efficient. Ninety-four and one half (94.5 percent)
of the public funds expended pay for dental care and services. Only 5.5 percent
are required for administrative services. Through regional dental offices, Denti-
Cal scheduled nearly 45,000 clinical screenings in 1876. In the children’s program,
Denti-Cal enrolled 1,196,897 patients in the years 1974-1976. It provided a three-
year total of 750,000 preventive prophylaxis and topical fluoride treatments and
completed 3,408,749 dental restoration in the same three-year period. The num-
ber of dentists participating in Denti-Cal increased from 8,000 in 1978 to more
than 12,500 in 1976.
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The most lmpressive accomplishments of the Denti-Cal program, however,
are best summed up by the Executive Vice-President of the California Dental
Service, Dr. Eric D. Olsen. In his remarks delivered at an April 1978 Confer-
cnce on Dentistry in the Medicaid Program, Dr. Olsen observed that :

The amount of dental care deliveries has almost doubled between 1973 and
1977. Total program costs have increased due to three factors. First, more
equitable reimbursement levels have resulted from annual fee increases which
have approximated the increase in the cost of living. Second, there has been the
aforementioned increase in the utilization of beneficiaries. Third, the largest
increase in total program costs has been due to the dramatic increase in the
number of people eligible for Medicaid. Yet, the actual cost for each eligible
has not changed very much over the four years of the project even though pro-
gram utilization has gone up dramatically. During 1974, Denti-Cal's first year,
CDS palid $85.75 for each patient receiving care. Through effective administration,
dental review and accumulation of patient treatment histories, the cost per
patient has since decreased to $74.90. These figures indicate that more bene-
ficiaries are receiving services while CDS’ professionally oriented administration
Is reducing the cost of care.

The California experience with state dental Medicaid programs—probably
the largest dental program administered by any state government—should be
reassuring to Congress, government officfals and the public that the long benign
neglect of dental conditions known to exist among the nation’s children whose
families live near or at poverty levels, can be ended. The example of California,
and several other states which have been developing dental plans for state
Medicaid programs, are proof enough that public and private sector programs
are needed, widely utilized, and can be cost-effective when essential adminis-
trative controls are imposed. Because dental care is intrinsically a preventive
health service, the long-range cost benefits for the adult population of a future
generation are probably incalculable. However, as an investment in health, long-
range dental care programs for needy and poor children can no longer be shunted
uside “because they are too expensive” for goverbments to consider.

The Association urges the Subcommittee to judge the addition of mandated
dental services in CHAP Medicaid programs on the merits of the services which
can obviously be provided by the dental profession; on the need in relation to
the importauce of dental care for children; on the foreseeable improvement of
the general health and well-being of the next generation of adults; and finally,
on the basis of recognition by health professionals and consumers alike, that
dental care is indeed a basic medical service, rather than an optional service
which is too expensive to add to current health care services provided under the
Medicaid program.

Last year when Senator Chiles introduced the “Children’s Medicaid Amend-
ments” for the Administration’s “Child Health Assessment Plan” (S. 1392), he
pointed out that dental care was a “glaring omission” in many state Medicaid
programs, despite the fact that dental care “has the highest rate of Incidence
and the lowest rate of treatment for poor children”. The Associatlon concurs
with this observation and the provision in his amendments “that states provide
routine dental care for eligible children through the age of 17"’. While we be-
lieve that the upper age limit should be revised to 21, as H.R. 13611 has done,
we share the Senator’s views that dental care for children is clearly a medical
service and that untreated dental problems can produce not only pain but also
permanent physical impairment. We belleve, as does Senator Chiles, that the
exclusion of dental care from Medicaid coverage at levels recommended for other
health care services included in S. 1892, is essentially “an arbitrary attempt to
save money that undermines the central intent of Medicaid”. We urge that the
Senator’s colleagues on the subcommittee share these views by approving a bill
which embodies the major features of House bill H.R. 13611.

DENTAL MANPOWER RESOURCES

The association wishes to assure the subcommittee that the dental profession
bhas ample manpower resources currently to assume responsibility to administer
an expanded and improved CHAP Medicald program. At the close of 1977 cal-
endar year, there were 112,700 dentists engaged in private practice, 32,000
dental hygienists, and 144,700 dental assistants. In 1976 and 1977, dental and
dental auxiliary schools reported the number of graduates as follows:
6218;:1(?;733177 (1977) ; Dental hygienists 4,616 (1976) ; and Dental assisting
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The current deuntal work force and the aunual output of dental and dental
auxiliary graduates is more than adequate to be responsive to an improved and
expanded CHAP dental Medicald program. In addition, between 1972 and 1977,
the profession has graduated more than 6,000 Expanded Function Dental Auxll-
iaries (EFDA) who under the direction of a dentist, can perform new and
expanded functions in the dental care delivery system. EFDA graduates are
dental hygienists or dental assistants who have either graduated from accredited
dental auxiliary schools, or who have left practice temporarily to complete
special studies in continuing education programs to become qualified to perform
expanded functions as state dental laws permit.

The assoclatian wishes to inform the subcommittee that dental hygienists,
who are already licensed to provide preventive care and direct patient services,
are a unique standby manpower resources of the dental profession. Denial
hygienists are ready and willing to assist the profession in meeting further
increases in consumer demands for dental care. In order to obtain a license to
practice, dental hygienists must be graduates of accredited dental hygiene
schools. The dental hygiene educational program includes instruction in the
biomedical, dental, and bLebavioral sclences and substantlal amounts of pre-
clinical and clinical dental hygiene instruction. In addition, in order to obtain
a lcense as a Registered Dental Hygienist, most dental boards examine gradu-
ates for proficiencies in dental and periodontal charting, X-ray theory and
technique, and competency in rendering prophylactic treatment and other
therapeutic treatment procedures. In developing new or expanded CHAP pro-
grams in all of the nation's 50 states, dental hygienists are qualified by educa-
tion and lcense to assist dentists to provide the highest level of preventive dental
care to the currently undeserved Medicaid-eligible children’s population.

In our view there should be no reason to set aside a Medicaid children’s den-
tal program because of any claim, however spurious, that there is insufficlent pro-
fessional manpower. The facts speak otherwise and, in fact, reinforce the
view that given adequate financial incentives to develop quality dental care
programs, state dental plans under CHAP can be vastly improved and expanded
in all states.

SUMMARY

The Association concludes this statement with the following summary of its
views and recommendations :

1. The Association believes that dental services are medical services, as
defined in the federal EPSDT Medicald program for children, and that dental
assessment, diagnosis, and treatment should be mandated in CHAP legislation
for Medicaid-eligible children ;

2. The Association strongly recommends that federal matching funds for
state Medicald dental CHAP programs be provided at the same level as specified
for all health care services; i.e, the federal matching share should be increased
over existing EPSDT funding levels by 26 percent and up to a maximum of 90
percent ;

3. The Association urges the Senate Finance Subcommittee to require that
state dental CHAP programs provide oral health assessments, diagnosis, treat-
ment, referral, and dental care management for all eligible children and youth
under age 21 ; in addition, the Subcommittee is urged to require that oral health
assessments, diagnosis, treatment, and referrals be automatic, or simultaneous,
with other health assessments when fndividuals are registered in the health
assessment program ;

4. The Association believes that preventive dental care programs for Medlcaid-
eligible children will be cost-effective and produce long-range cost benefits which
will be in the public interest ; and

5. The Assoclation is confident that the dental profession, by utilizing its
dental auxillary work force at maximum, has suficient available dental man-
power currently to administer CHAP dental programs at substantially im-
proved levels of services; in particular the dental hygiene work force is uniquely
prepared by education, license, and experience in dental offices, to assist the
profession to maintain the highest quality of service in the delivery of dental
care to the nation’s poor and needy children.



APPENDIX

CHAP ADMINISTRATIVE COMPLEXITIES
(HEW RESPONSE FROM PAGE 181)

The attached paper identifies 11 potential problems for States in administering
CHAP. The solutions proposed are dependent upon the development of compre-
hensive data processing systems, A separate paper on current systems capabilities
of States presents the projected time schedule for developing State systems to a
sufficient level to handle CHAP, The attached solutions represent the kinds of
capabilities State systems would be expected to have when they have reached
the CHAP level of sufficiency. These “solutions” are intended to serve as examples
of the way systems could handle the CHAP administrative complexities, but it is
expected that States will retain the flexibility to select alternative systems solu-
tions to these problems.

Attachment,

CHAP ADMINISTRATIVE COMPLEXITIES

Problem Area: Yarying Match

Services for CHAP children receive (a) When a child receives an assess-
different match from those rendered to ment, the bill for the screen triggers
other medicaid eligibles. the posting of an assessment on the

eligibility file.

(b) At end of quarter, the State
selects all claims by recipient identifier
and totals expenditures for CHAP
children separately.

CHAP services vary in Federal match
among family planning, inpatient serv-
ices and other services.

Higher match ends when child is due
for next assessment.

Higher match for outreach.

(a) The computer flles would contain
a cross-reference file associating type of
service to matching rate,

(b) Referring to the selection de-
scribed in 1(b) above, claims would be
classified by service type within all
claims for each recipient.

(a) The eligibility file would contain
a fleld denoting the date the next assess-
ment is due for each child.

(b) When the computer is totalling
expenditures for CHAP children (item
1(b)), it will ignore claims for any serv-
ices rendered after the next assessment
due date if the next assessment has not
been conducted.

(a) State could manually record the
salaries, fringe benefits, overhead, and
transportation costs for personnel en-
gaged in outreach. This would be simi-
lar to the methods States currently use
to keep track of administrative costs
associated with medical personnel and
their staffs.

(b) For personnel engaged in out-
reach plus some other activity, the State
would have to document an allocation
method for. distributing costs between
the two activities.

(265)
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Problem Area: Eligibility

PROBLEM

CHAP splits & family’s ellgibility or
medical assistance three ways:

The family can be eligible for AFDC
or on 4-month continued AFDC cover-
age, thereby receiving Medicaid, as is
currently the case.

A child can be individually eligible
for medicaid since, for example, a family
fncome of $4,100 might leave the par-
ent(s) 1ineligible, while the child is
eligible.

The child also becomes eligible for ad-
ditional services after having been as-
sessed, 80 there is a need to recognize
a child as CHAP-eligible,

Assessed children with lapses in eli-
gibility. would have to be reidentified
for CHAP benefits to continue without a
requirement for another assessment
upon becoming eligible again.

Twenty-five States will have a new
eligibility determination process for
children in families under $4,200. It will
take more staff and space to handle the
workload.

BOLUTION

(a) It is likely that States will have
to issue a separate medicaid card for
children in the family, This should only
be difficult for States which have not
assigned separate medicaid Identifying
numbers to Individual members of the
family heretofore. A child’s eligibility
for medicaid would probably be deter-
mined by the caseworker who is exam-
ining the family’s eligibllity for public
assistance.

It is also likely that States will have
to issue a separate CHAP card for a
child who has been assessed. The CHAP
caseworker could issue a temporary
CHAP card upon learning that the as-
gessment has been completed. When the
provider’s blll for the screen is sub-
mitted to the State, it could then trigger
the issuance of a CHAP card which
would be valid until the next assess-
ment is due.

(c) The public assistance eligibility
unit will have to alert the medicaid
unit responsible for updating the medic-
ald eligibility reference flle when
changes in family income have made the
family ineligible, have placed the family
on 4-month continued coverage, or have
placed the child on 6-month continued
coverage.

(a) States would retain computerized
eligibility records on each child for 12
months following ending date of medic-
aid coverage. Keeping inactive files for
more than 12 months would become too
burdensome f{n relation to the lower
likelihood of reentries after that time,

(a) The greater the extent to which
the eligibility criteria are similar to
ones with which the eligibility workers
are already familiar, the easler it will
be to establish this additional process.
For example, any disregards for CHAP
eligibility should not introduce new dis-
regards not already present in AFDC.

(b) The additional staff and space
problems can only be handled by ad-
vanced State (or County) planning to
have the necessary resources available.

Problem Area: Provider Agreements

States may have to enroll new pro-
vider types, such as CMHC's, chiro-
practors and podiatrists, and set re-
imbursement schedules for them.

(a) Use Institute for Medicaid Man-
agement to provide examples of pro-
vider agreements and reimbursement
schedules from States which already
offer services from these provider types.



267

PROBLEM SOLUTION

States will have to waive limits on (a) States amend provider manuals
amounts, duration, and scope for CHAP to make providers aware of removal of
children only. limitations for CHAP children.

(b) Computer processing routine
will match claim against eligibility file,
identify that reciplent as a CHAP
child, and then ignore service limita-
tions applicable to non-CHAP recipients.

(c) States will need to concentrate
their utilization review activities upon
services which have had amount, dura-
tion, and scope limitations removed.

Copayments may be required for {a) Modification of the provider
adults in a family, while they are pro- manuals should alert providers to &
hibited for CHAP children. copayment policy which differs between

children and adults. A CHAP card
would help protect the child from being
asked for a copayment. The computer
could adjust cost-sharing and reim-
bursement between child and adult
services. This conflict in copayment re-
quirements is already present under the
current EPSDT program.

Problem Area: Tracking Children Into Treatment

Many States do not have the capa- (a) EPSDT penalty regulations will
bility to track children into treatment require tracking of each child with
or, as a corollary, to associate a treat- problem conditions and will help
ment bill with conditions found Iin motivate States to install fmproved
screening. systems.

(b) A general systems design of a
model EPSDT Management Informa-
tion System is being developed by HEW
and will be delivered to the States
when the final penalty regulations are
promulgated.

(¢) The Medicald Bureau will award
contracts in flscal year 1978 for tech-
nical assistance to States in improving
their case management systems.

(d) The Medicaid Bureau is investi-
gating the possibility for advanced sys-
tems funding (90/75 percent) for States
which develop computer systems which
fulfill the principle functional require-
ments of EPSDT.

(HEW RESPONSE FROM PAGE 184)

The Department has developed a draft request for proposal (RFP) which will
be used to elicit proposals for demonstration sites. We expect to have the final
RFP ready shortly. The release of the RFP will depend on the availability of
funds, since these demonstrations and their independent evaluations would cost
in excess of $4 million over a three-year perifod. The funds are not available to
do the projects because of general limitations and higher priority work. We would
hope that in 1981 sufficient funds couid be found with which to do these projects.

In addition, HCFA and the Robert Wood Johnson Foundation have been
collaborating on a serles of demonstrations and evaluations to test new methods
of delivering and reimbursing services by expanding the delivery of primary care
and preventive services in ambulatory clinle settings in underserved urban areas.
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