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submitted the following

REPORT

together with
ADDITIONAL VIEWS

[To accompany H.R. 9434]

The Committee on Finance to which was referred the bill (H.R.
9434) to amend the Social Security Act to increase the dollar limita-
tions and Federal medical assistance percentages applicable to the
medicaid programs of Puerto Rico, the Virgin Islands, and Guam,
beving considered the same, reports favorably thereon with an amend-
ment and an amendment to the title, and recommends that the bill,
as amended, do pass.

I. SumMmMaARY

. The bill as passed by the House of Representatives provides for
mereasing the dollar limitations and Federal medical assistance
ercentages applicable to the medicaid programs of Puerto Rico, the
irgin Islands, and Guam. The committee made changes in the House-
assed bill and extended the proposal to include the Northern Mariana,
lands. In addition, the committee added an amendment to the bill
dealing with other medicare and medicaid matters.

Title I of the bill increases the ceiling on Federal funding for the
medicaid programs in Puerto Rico, the Virgin Islands, and Guam, and
deletes the existing 50-percent limit on the Federal medical assistance
Percentage rate applicable to these jurisdictions. The bill further
provides for Federal matching to the new ceilings to be determined by
8 formula based on per capita income and extends the proposal to
mclude the Northern Marianas.

39-010



2

Title II of the bill would amend title XIX of the Social Security
Act (which establishes the medicaid program) to make additional
children eligible fer medicaid coverage; mcrease the proportionate
share of the costs of health assessments and ouépatient %i'eatment
for medicaid children which is paid for by the Federal Government;
provide incentives for more successful operation of health assessment
and follow-up programs by the States; assure that all types of eligible
health care practitioners and agencies may serve as CHAP providers
for medicaid children; and provide for penalties (in the form of
reduced matching of administrative costs) for States which do not
meet minimum performance standards in their child health assess-
ment programs (CHAP), and bonuses, in the form of increased
matchig for medicaid administrative costs, for those that perform
exceptionally well; and for other ll) Poses.

Specifically, the legislation would do the following:

1. Require States to provide medicaid for alfindividuals age 6
and under who are financially eligible under the State welfare
or medicaid income standard, regardless of whether they are
members of an intact family. (Current law requires States only
to cover children in families where one parent is absent or in-
capacitated). Additionally, it maekes Federal matching available
to cover all financially eligible individuals up to the age of 21 if
a State elects to provide medicaid to persons in this age group.
All of these children are eligible for the medicaid services normalfv
included in the State plan, including assessment services. Once
a8 child has been assessed, that child would also be ehgible for
all medically necessary services (with some exceptions) whether
or not the State plan makes specific provision for them.

2. Provides a 4-month extension of eligibility for medicaid
‘beyond the point when the income and resources of the famuly
exceed the financial eligibility standard for the program for any
child who has received a health assessment, in order to assure
adequate time to receive necessary services.

3. Allows Federal matching for medicaid coverage for adopted
children who have been in foster care, and who were hard to
place for adoption because of a handicapping or medical cond:-
tion requiring medical care, regardless of the mcome level of the
adopting family. This coverage would be at the option of a State.

4. Allows children who are inmates of public institutions to
remain eligible for medicaid if they were eligible before entry mto
the facility. (Current law provides that eligibility ceases when &

erson becomes an inmate of a public institution which is not a

medical institution). .

5. Provides that all children who have received a health
assessment are eligible for all treatment and services which could
be paid for under medicaid, whether or not such treatment is
included in the State plan except that no State would be required
to provide services for mentaf illness except as covered in the
State plan, care for the mentally retarded in an intermediate care
facility, or dental care which 1s not routine. An assessed child
would not be required to mske copayments for any medicaid
service.

6. Provides for an increase in the Federal matching rate for
assessments, and for all noninpatient services provided to children
who have been assessed (and reassessed at appropriate intervals).

i
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The new Federal matching rate is the greater of 75 percent or
halfway between the current medicaid matching rate and 90
percent. . .

7. Ret}lﬁres a maintenance of effort by States relative to
services for children, as a condition for receiving the higher
Federal matching rate; that is, for a 2-year period, the receipt
of the increased Federal matching would be conditioned on a
State taking no action that would reduce both the scope and
extent of I\%edicaid coverage and State share of spending for
children.

8. Repeals (retroactive to original enactment) the penalty pro-
vision of current law for States which fail to meet certain require-
ments of the early and periodic screening, diagnosis, and treat-
ment (EPSDT) program and replaces it with a provision for a 20-
percent decrease in the Federal share of medicaid administrative
costs for States which fail to meet certain minimum CHAP per-
formance standards established by the Secretary. The Secretary
would have the authority to delay imposition of the penalty for
6 months where he found a State was making a good faith effort
to comply and to waive it if compliance is achieved in that time
period. T)trne legislation also provided for & bonus in the form of a
25-percent increase in matching for administrative costs for States
which meet standards for outstanding performance.

9. Requires States to offer written agreements to all qualified
health care providers who will agree to do assessments and neces-
sary follow-up on terms as will reasonably be expected to elicit
adequate ]provider involvement, including private practioners,
public health departments, community hezﬁt}.? center, Head Start
agencies, rural health clinics, and maternal and child health cen-
ters. Additionally, provision was made to allow States to sign
agreements with coliege health centers and school systems which
have made arrangements for assessments.

10. Requires providers who do assessments of medicaid children
to provide them with information on available dental services
dentists who participate in medicaid.

11. Requires States to designate a lead agency which must
establish and maintain a health profile for each child so as to insure
appropriate coordination and nonduplication in the provision of
care and services to the child. |

BACKGROUND AND NEED FOR THE LEGISLATION

CURRENT LAW
A. The Medicaid Program

Title XIX of the Social Security Act (Medicaid) provides for a pro-
Frarp_ of medical assistance for certain low-income individuals and
families. In its general structure, Medicaid is & financing program;
1t makes payments to providers of medical care for covere(F medical
services for eligible persons. ‘

With some minor exceptions (relating to the aged and disabled),
2 State Medicaid program is required to cover individuals and families
who receive payments through the welfare Ero ams, Aid to Families
with Dependent Children (AFDC), and the Supplemental Security
Income Program (SSI). A State may also provide Medicaid to these
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same categories of people (that is, aged, blind or disabled individuals,
or members of families where one parent is absent, incapacitated, or
unemployed) who have slightly too much money to be on welfare, but
not enough to pay for their medical care. When a State provides this
kind of coverage, it is said to have a program for the medically needy.
A State also has options available to it regarding who 1s covered
in 1ts AFDC program. A State is required only to cover families where
one parent is absent or incapacitated. It may provide AFDC to families
where one parent is unemployed. If these families are covered in the
State AFDC program, they then becoms eligible for Medicaid.

Title TI1 of the bill contains four miscellaneous amendments to the
Social Security Act:

1. The bill provides for demonstration programs in up to 12
States to formally train AFDC recipients as homemakers and
home health aides. These individuals would then be employed
by public and nonprofit private agencies to provide supportive
services to people, primarily the aged and disabled, who would
Teasonably be expected to require institutional care in the absence
of these services. The services would be available to individuals
whose income does not exceed 200 percent of the State's need
standards. The program, authorized over a 5-year period, would
be administered by the State health services agency designated
by the Governor. Approved programs would receive 90 percent
Federal funding.

2. The bill requires the Secretary of HEW to conduct a study
of the problems faced by people with epilepsy or similarly in-
capacitating conditions 1n obtaining adequate health insurance
coverage. The study would include an analysis of the advantages
and disadvantages of covering such conditions under the med-
care program. The Secretary is required to submit & report to
the Congress by October 1, 1979.

3. The bill provides for the Administrator of the Health Care
Financing Administration to be appointed by the President with
the advice and consent of the Senate. The amendment would
apply to anyone occupying that office on or after enactment,

4. The bill provides that health maintenance organizations
(HMO's) contracting with States to provide health services under
medicaid be req il;ela% to have no more than 50 percent of their
members covered under medicaid and/or medicare by no later
than 3 years after the date the HMO is formally found qualified
by HE%

I1. GENERAL EXPLANATION OF THE BILL

TITLE F—MEDICAID PROGRAMS IN PUERTO RICO, THEE VIRGIN ISLANDS,
GUAM, AND THE NORTHERN MARIANA ISLANDS

Section 101—Adjustments of dollar limitation on medicaid payments 1
Puerto Rico, the Virgin Islands, Guam, and the Northern Marane
Islands

The bill increases the ceiling on Federal funding for the medicaid
programs in Puerto Rico the Virgin Islands, and Guam. It furfher
elaglt.a. (liishes a ceiling on Federal funding for the Northern Marians

ands.
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Under section 1108 of the Social Security Act, absolute ceilings are
laced on Federal matching payments for medicaid ai)rograms in
uerto Rico, the Virgin Islands, and Guam. These fiscal year limits

are $30 million for Puerto Rico, $1 million for the Virgin Islands, and
$900,000 for Guam. _

The original justifications for the limitation on Federal matching
funds for the jurisdictions was based on their tax status. The Common-
wealth of Puerto Rico has been exempt from Federal personal and
corporate income taxes, and excise taxes have been rebated intact to
the Commonwealth government. The Federal income tax laws apply
to the territories of Guam, and the Virgin Islands; however, the
Federal income tax revenues are rebated intact for the use of the
territorial government.

The committee notes that the current ceilings on Federal expendi-
tures have severely affected the amount of fun%ls available to operate
adequate medicaid programs in the jurisdictions, primarily because
they have not been increased to reflect inflation in the economy in

eneral and in medical care costs in particular. In fact, the amount of
ederal dollars available in constant terms is less than 60 percent of
what it was when the ceilings were established in 1972.

The committee bill increases the fiscal year ceiling on Federal fund-
ing for medicald programs beginning in fiscal year '79 to $60 million for
Puerto Rico, $2 million for the Virgin Islands, and $1.8 million for
Guam. The bill also establishes a payment ceiling of $500,000 for the
Commonwealth of the Northern Mariana Islands which is added to.
the medicaid program by section 102 of this bill.

Section 102—Elimination of special limitation on the Federal medical
assistance percentage for Puerto Rico, the Virgin Islands, and Guam.

The bill deletes the existing limit on the Federal medical assistance
;grcentage rate applicable to Puerto Rico, the Virgin Islands, and
: ;m?l and extends medicaid coverage to the Northern Mariang

slands.

The medicaid program is_designed to provide relatively greater
Federal assistance to arcas which have limited resources. The Federal
matching rate established under title XIX is determined by a statu-
tory formula designed to provide a higher percentage of Federal match-
g to States with low per capita incomes, and a lower percentage of
Federal matching to States with higher per capita incomes. No State
may have a matching rate lower than 50 percent or higher than 83 per-
cent. The rationale for the formula is to assist low mcome States in
meeting the medical needs for their low income citizens through
greater infusion of Federal funds. However, the committes notes that
the artificial 50-percent limitation on Federal matching for the jurisdic-
tons has meant that they can not benefit from the variable Federal
matching as States with low per capite incomes do.

The committee bill provides that after September 30, 1978, the
Federal matching rate for the jurisdictions would be determined in
the same manner as 1t is determined for the 50 States and the District
of Columbia up to the new ceililzﬁs established under section 101 of
the bill. This would allow Feder matching to be determined by a
formula based on per capita income. Currently, this would provide
for a Federal matching rate of 81.87 percent for Guam, 83 percent for
Puerto Rico, and 74.6 percent for the Virgin Islands.
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Under current law the Northern Mariana Islands are excluded from
coverage under the medicaid Slrogram. The committee bill extends
medicaid coverage to this jurisdiction.

TITLE II—CHILD HEALTH ASSESSMENT ACT

Title II of the committee bill amends title 19 of the Social Security
Act to create a new child health assessment program (CHAP) under
medicaid.

The primary purpose of the program is to increase the availability
of %uahty health care for low income children. The aim of the child
health assurance program is to enroll children in a program of health
care which provides them comprehensive preventive services and
needed subsequent care. Essentially, CHAP expands eligibility for
the gresent early and periodic screening, diagnosis, and treatment
(EPSDT) program, seell:)s to improve participation in the program,
and increases the Federal matching rates.

Medicaid eligibility for poor and hard-to-place adopted children

Section 203 of the committee bill assures the eligibility of needy
children age 6 or under for medicaid in all States regardless of the
structure of the family of which the child 1s a member, provides for
reasonable continuity of eligibility for children on medicaid, makes

rovision for a child to retain medicaid eligibility while in a public
Institution for juveniles, allows medicaid coverage for hard-to-place
adopted children.

The committee bill requires all State medicaid programs to extend
eligibility to children through age 6 who are determined to be needy
wegardless of whether that child is alone, is in a broken family, is in
A Family with an unemployed parent, or is in an intact family.

Eighteen States as well as Puerto Rico and the Virgin Islands now
-provide medicaid to all needy children under 21, however. It was not
the intention of the committee to require any reduction of coverage
for this group; in fact, throughout its deliberations the committee
was intent on assuring that the legislation result in expansions of
coverage, not cutbacks (see the section on maintenance of effort).
The committee was particularly concerned that existing coverage of
mental health care and dental care for children not be terminated or
reduced. Therefore, the reported le%lation specifically allows any
State to provide coverage for needy children up to the age of 21. If a
State elects this option, Federal matching will be available for all
medical assistance provided. The committee expects that if the State
opts for this broader coverage, any children age 7 to 21 brought nto
coverage would be eligible for the same services and under the same
conditions as children age 6 and under covered under the State plan.

The bill allows medicaid coverage for children with special needs
placed for adoption. The committee was concerned with the effect of
the provision of the current medicaid program which allows a State
to cover children in foster care, but does not allow coverage if these
children are placed for adoption in a family with income even shightly
higher than B:\e medicaid standard.

EW estimates that there are at least 100,000 children currently
lingering in foster care who have not been adopted because of thelr
special needs. A large number of these children have handicapping
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conditions—often multiple handicaps—which require continuing care
and treatment. Although often eligible for medicaid while in foster
care, these children frequently would lose such eligibility if adopted
and probably would also be ineligible for coverage under the insurance
policies of adoptive g&rents 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 allowing States to
cover these adopted children with special needs under medicaid is to
encourage and facilitate their adoption.

It should be noted that the decision whether to cover these children
would be the State’s. The committee bill simply makes Federal match-
ing funds available if they wish to do so.

e committee allows the State to determine whether to provide
coverage for these children only until they find the need for the con-
tinuing medical care and services no longer exists, or up to the age
of elignbility for children under the State %a,n. The committee believes
the certainty of the time of coverage otp the second option, and the

eater ease of administering it, justifies providing this option to the

tates.
Reguired sernices

Section 204 of the committee bill clarifies the services which must
be provided to children under the medicaid program by requiring
comprehensive health assessments for all children and requiring that
all services which are eligible for Federal matching under t%e medicaid
program must be provided to assessed children if those services are
necessary. |

The committee bill provides that any individual under 21 who hes
received a timely periodic child health assessment is eligible for all
care and services for which Federal matching funds are available under
title XIX, without regard to whether such care and services are in-
cluded in the State plan, and without regard to any limits on the
amount, duration or scope of services included in the State plan, with
exceptions. Entitlement to inpatient services in an institution for
mental diseases, to inpatient services in an intermediate care facility
for the mentally retarded, and to routine dental care is limited to the
extent: of coverage of those services in the State medicaid plan. States
would not be required to provide services for mentel illness nor in-
Patient care in an intermediate care facility for the mentally retarded
except as covered In the State medicaid plan. Nor would States be
{)@ﬂt%ulred to provide other than routine dental care as defined in the

The bill also provides for referral for appropriate care and services
not available under title XIX.

The bill specifies that the making available of child health assess-
ments and services beyond those covered in the State plan for assessed
children shall not require that these services be available to all other
persons eligible under the medicaid program.

The bill provides that all State medicaid plans must include the
following required services: child health assessments, diagnosis, treat-
ment, referral and medical case management of individuals under 21
who are included under the plan.
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The bill defines 2 child health assessment as an assessment provided
for an individual under 21 for such health problems and at sucﬁ periods
as the Secretary specifies in regulations, and provides that such assess-
ments may only be provided by e health care provider who enters into
a written agreement with the State medicaid agency. The written
agreement must meet standards established by the Secretary and
include an agreement that the provider will:

(1) provide timely and a,ppro(}aria,te child health assessments,

(2) provide assessed individuals with basic disgnostic and
treatment services (including immunizations) or raé%:r pssessed
individuals to other health care providers for basic diagnostic and
treatment services and follow-up to insure the services have been
provided,

(8) refer assessed children to dentists, using & list provided
by the State agency on dentists who will provide services to
medicaid children,

(4) refer assessed children to other providers for any corrective
treatment found to be necessary during the assessment which is
not available directly from the provider doing the assessment, and
follow-up to assure the services are received,

(6) take responsibility for the management of the medical care
of each assessed child,

(6) be reasonably accessible on an ongoing basis to assessed
individuals in order to provide continuing and available care,

(7) make such reports as are necessary.

The bill specifies that the term health care provider includes
(but is not limited to{l: private practitioner, public health department,
community health clinic or center, primary care center, day care or
Head Start program, rural health clinic, maternal and child health
center, or co]{)ege health centers, a school system, for tpurposes of doing
assessments and carrying out other requirements of the CHAP pro-
gram. Further the bili clarifies that providers carrying out assessments
and providing other medical care and services to children are eligible
for payment through the medicaid program whether such provider
ordinarily bills other third party payors for the provision of similar
services or not.

The committee intends the child health assessment program to
move beyond a screening model where the emphasis is on conditions
that can be found by a single, rapid test or procedure, in settings with
large numbers of children. The intent is to introduce children to an
ongoing source of primary care where they receive comprehensive
health assessments (at regular intervals to be determined by their age)
and subsequent care. The assessment should be individualized to the
greatest extent possible. Parents of young children, in particular,
should be involved in providing relevant health history and in receiving
thorough counseling about the child’s development and health needs.
' Standards for the frequency and content of health assessments
would be established by the Department. At a minimum, assessments
should include the full array of assessment procedures recommended
in current EPSDT guidelines plus counseling and the modified ap-
proach to developmental assessments as directed below by the com-
mittee. The Department should also establish standards for the
frequency with Wli‘liCh children of various ages should be assessed and
the procedures necessary at each visit. The schedule is expected to be
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based on the American Academy of Pediatrics’ ‘“Master Schedule for
Screening.” A public comment period on proposed standards will pro-
vide ample opportunity for professional and other representatives or
spokesmen to recommend any changes to revise standards in accord-
ance with medical advances.

Several facts have convinced the committee to call for a ‘“com-
prehensive health assossment” rather than a separate assessmont for
physical and mental problems: The opportunities for misclassifying
children are great and have serious consequences for children; accord-
ng to many professionals, we do not know how to assess children in
the area of mental defects; and in many Eart,s of the country there are
not adequate resources to care for problems found through such a
process. Therefore the committee intends that the assessment of a
child’s growth and development should be performed comprehensively
in the context of routine assessment procedures. Growth and develop-
ment should be evaluated through a thorough health history, physical
examination and such observation of the child as is possible in the
course of performing routine procedures. Such an approach will
uncover common problems which impair development.

In replacing the scparate ‘‘screening for mental defects” with a
“comprehensive assessment,” the committee in no way intends to
limit the program’s charge to identify and care for developmental
problems. Rather, the committee has chosen this agpmach ecause
it minimizes the danger of careless implementation which could result
in damage to children. At the same time, it does not dilute the benefits
children can derive from assessments of selected and better under-
stood aspects of development and growth.

It is not the committee’s intent to reduce services available to
children in the area of mental health. The committee hopes that
children will continue to receive at least current services.

Treatment of copayments for assessed children

Section 205 prohibits States {rom imposing cost-sharing charges on
any individuals who have received a timely health assessment. The
committee intends that no impediments be placed in the way of
children who have received assessment services from obtaining health
care needed to correct or ameliorate identified medical problems.

Continuation of eligibility

Section 206 of the committee bill provides that a child who has
received a timely health assessment and then loses medicaid eligibility
for any reason other than attaining the maximum age of coverage for
children under the State plan will entitled to an additional four-
months of eligibility under medicaid. The committee believes this
provision can eliminate many of the problems of children going on
and off medicaid eligibility which has in the past complicated program
administration, burdened providers, and resulted in children not
receiving the care their health assessments have shown to be necessary.
The committee notes that for children in AFDC families, this exten-
sion of eligibility would operate-in place of, not in addition to, the
4-month extension of eligif‘))ility for KFDC families who would other-
wise lose medical eligibility because of employment.

Section 207— Federal reimbursements

Section 207 of the bill establishes increased matching rates for the
costs of health assessments and all services (other than dental or
S.B. 1810-——2
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inpatient care) provided to children who have been assessed and
reassessed at appropriate intervals. It requires States to develop
implementation plans. The section also requires the Secretary to
establish standards for acceptable and outstanding performance for
CHAP programs and to base penalties (if necessary) and bonuses,
(where warranted) on the success of each State in achieving these
standards. The section also includes a 2-year maintenance of effort
provision.

The committee bill establishes an increased Federal matching rate
for the costs of health assessments and all noninpatient services
provided to children who have been assessed and reassessed at appro-
priate intervals. This higher matching rate, termed the Federal
CHAP percentage, is the greater of 75 percent or halfway between
the current medicald matching rate and 20 percent.

The committee was concerned that some States have been slow to
implement the EPSDT program because of a fear that, whatever its
long-run savings, the program could result in a short-run increase in
costs. This concern was believed to be a contributing factor to the
nadequate outreach and screening efforts that have characterized
some State programs. By making ﬁne mcreased match available only
for noninpatient services for assessed children, it hopes to (a) en-
courage the use of ambulatory care wherever possible, and (b) provide
a strong incentive to the States to assess as many medicaid children

as possible.

he increase in the matching rate is shown in the following table.
CURRENT MEDICAID FEDERAL MATCHING RATES AND RATES UNDER CHAP, BY STATE
[Federal percentage|
Far services For services

State Current law  Under CHAP 4 State Current ilaw  Under CHAP !
Alsbama_ oo, 73 Bl 1 Montans. .. oo e 61 75
Alaska. .o 50 75  Nebraska. ... ________ 53 79
Arkansas..______________ 72 80 | Nevade._ ... _____..__ 50 7
California. oo ool 50 751 New Hampshire_ . ... . __ 63 79
Coloradd. .. oeee e 54 75 | Newlesey. ... ... 50 76
Connecticu?. « oo ceeaee e . 50 751 New Mexico__.... o ooe.n 72 B8
Dalaware. .o vecs oo ve e 50 75 | New York ... ____..... 50 Ji]
District of Columbia. .. _ 50 75 | North Carolina. ... __..... 68 I}
Florida.... oo __ 57 75 [ North Dakota____.__.__._. 51 3
T T 66 B 0hio. .. 55 fi
Hawali. oo oo 50 75 | Oklahoma._______________ 65 7
i - e e e 64 771O0regon_ . ____ ... 57 7l
IHnOIS. . oo n e em 50 75 | Pennsylvania... .. .. ... 55 5
Indigna._._____ ______.. 58 75 { Rhode Island_____________ 57 78
P T, 52 75 | South Carolina......... - 71 &
Kansas. .. .._.____._ 52 75 | South Dakota... . __...... 64 n
Kentucky._ oot 10 80 { Tennessee.______________ £9 78
h)uimm _____________ - 10 8Ot Texas . __ ______________ 61 16
5 I 170 gOfUth_ . 69 [L;
Maryland. .o 50 75 | Vamont..oceee oo oe oo 68 i
Mag'a'c?msetts__,-____-__. 52 75 T Virginia oo e 57 7
Michigan_ ... . _____ .. 50 75 | Washington. . ______....__ 52 B
Minnesota_... ... __.. 55 75 | West Virginia_. ... 70 80
Mississippi.__ ... _______ 78 84 | Wisconsin________________ 59 75
Missoun - oo 61 75 { Wyoming. oo __ 53 75

_ 1 Matching rate for health assessments, and for all outpatient services provided to a child who has been assessed (and
reassessed) at appropriate intervals.

The committee bill requires States to develop and make available
for public comment their plans for implementation of a child health
assurance program.
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The committee recognizes that unlike other medicaid services,
CHAP’s mandate includes assuring that children-actually receive an
array of health services. Therefore the committee has established a
different planning mechanism than that used for other parts of
medicaid. States will be ex-i;{]acted to develop and continually revise a
program plan for CHAP which demonstrates how the major require-
ments of the program will be met. In meeting the State plan require-
ments set out in the legislation, implementation plans should identily
and make provision for written agreements witE qualified providers
on terms which can reasonably be expected to elicit their involvement
in the program; assure coordination with other programs providing
health care service to children; assure availability of appropriate
support services including outreach and followup; and provide for the
eis]t;,ladlishment and maintenance of health profiles on each eligible
child.

It is clear that in order for the needs of CHAP ochildren to be cared
for properly, all qualified health resources must be utilized in the
program. A recipient’s right to “freedom of choice’’ among providers
13 an additional reason why we expect States to make vigorous efforts
to elicit the participation of the range of providers in each community
who are uafi.ﬂed to fulfill the responsibilIi)ties as set forth in the legis-
lation and who agree to comply with the cost and service requirements
of the program. !

To effectuate the widest possible provider participation, the com-
mittee expects the States to work with provider organizations to
educate them about the program, to determine the most eflective way
of identifying all qualified providers, and to establish contractual
terms capable of eliciting broad provider participation. Contractual
terms should include: reimbursement levels which reasonably cover
the cost or are competitive with prevailing rates for all services pro-
vided (including reporting as we:allp as outreach and followup services
if given by the provider); reasonable reporting arrangements; and
prompt payment of claims.

It 1s the committee’s intent that the State plan describe how families
will be informed of the program, what arrangements will be made to
assist them in finding and getting an appointment with a qualified
provider, how followup will be assured, am? how necessary transporta-
tion will be arranged. -

The committee bill requires the Secretary to establish standards for
acceptable and superior performance for CHAP programs, and to
base penalties (if necessa ) and bonuses (where warranted) on the
success of each State in achieving these standards.

The committee recognizes that the program requirements under
EPSDT have often failed to extend the intended benefits to eligible
children. In response to this deficiency, the committee has structured
CHAP to place an emphasis on actually reaching needy children with
assessments and subsequent care, | -

Much has been learned about what constitutes an effective EPSDT
ogram. The committee believes that the considerable experience

PSDT has provided should serve as the basis for defining further
the performance criteria and reasonable numerical standards, On the
basis of past experience, performance criteria have been selected related
to key CHAP services: informing families about the program; provid-
Ing comprehensive health assessments and medical care for problems
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disclosed ;.bringit}g children up to date on immunizations; and assuring
that providers offer services in accordance with agreed-upon terms.
The intent is to enroll children in the CHAP program and assure they
receive appropriate covered preventive and nee%red subsequent care.

These performance criteria will be used to determine superior
¥>er1' ormance worthy of the financial bonus as well as inadequate per-
ormance which warrants the financial penalty. Numerical standards
should be set for each State for both minimum adequate performance
and for exceptional performance regarding informing, assessing, treat-
ing and immunizing children. Because States vary widely now on the
proportion of eligible children receiving such services, the committee
expects that initially the exact numerical standards may vary by State.
The standard, however, should represent a reasonable increase in per-
formance each year, and within 5 years of enactment, 1t is expected
that all States be required to operate at a uniform minimum level, and
that at least 80 percent of eligible children should be enrolled in CHAP.

Regarding “informing families in a timely manner” of the availa-
bility of CHAP, the committee expects that eligible families will
receive an explanation of what services are available, of the value of
receiving them, and information on where and how to seek services.

Regarding the proportion of children who are provided assessments,
as defined, 1n a timely fashion, the committee intends that a reason-
able proportion of all eligible children receive preventive services as a
result of CHAP.

Studies of EPSDT suggest that when services are provided properly
(effective informing, assistance in using services) roughly 60 to 80 per-
cent of families contacted will use services. Therefore the committee
believes it is realistic to expect 80 percent of eligible children to be
enrolled in CHAP or a program providing equivalent services 5
years after enactment of (?HAP. At that time, 50 percent should be
the standard for minimum acceptable performance and 90 percent
should represent exceptional performance.

The outcome standard for CHAP assessments neither changes nor
interferes with the voluntary nature of this program. Recipients
retain the right to decline services and States are prohibited {rom
using any form of coercion to get families to use services. The com-
mittee has included a standard %or assessments because the experience
of EPSDT shows that it is possible to establish an exli;pqted level of
participation which accommodates the fact that some eligible families
will decline service. Given the voluntary nature of CHAP, States
found not to meet the minimum standard should not be penalized if
they can show that, in spite of providing the requisite information
a.ncfr other forms of assistance, the nonmandatory nature of CHAT
essentially accounted for the failure to reach the outcome standard.

Taking shortages of medical resources into account, the commttee
believes that in the majority of cases assessments and treatment can
be provided within 120 days of a request for an assessment. .

egarding immunization, the Department, through its 1mmuniza-
tion initiative is committed to raising immunization levels among all
children to above 90 percent by the fall of 1979. The committec
believes that CHAP standards should be consistent with these
Departmental goals and look to HEW to set timetables and numerical
levels for CHAP.
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Regarding compliance of providers with contractual terms, the
committee expects States to monitor provider contracts so that every
organized provider and a representative sample of £rovidem In solo
practice is audited at least once each year. It intends that providers
who are not substantially adhering to the terms of the agreement will
be decertified and that the State will take reasonable steps to identify
providers with the capacity to care for children affected by decertifica-
tion of providers. .

The committes expects the Department to evaluate States’ per-
formance for purposes of the bonus or penalty through the use of
standard reporting and random samples 0? client and provider records
in each State. Samples should be statistically valid. We also expect
the Department to monitor data reported on outcome standards to
assure they accurately reflect the level of services provided in ac-
cordance with CHAP requirements.

The committes bill establishes standards for the frequency and
timeliness of HEW determinations of State performance and the
timely resolution of appeals. HEW is expected to review each State
program at least twice a year to assure that all statutorily established
performance standards are met. Reviews are expected to be com-
pleted promptly; the bill therefore requires their completion within
180 days of the close of the quarter under review. States desiring to
appeal a finding of noncompliance must request a hearing within 60
days of the notice of noncompliance, and the review by an impartial
party must be completed within 180 days of the State’s filing its
petition for review, |

The committee bill is an opportunity for States to correct program
deficiencies and thereby avoid imposition of the financial penalty.
However, the committce intends that the corroction period be used in
a serious manner by States committed and able to achieve compliance
within a reasonable time. To assure that the correction period not be
used as a means of delay when little concrete progress is made, States
requesting correction time should be expected to demonstrate to the
Secretary a remedial plan capable of achieving compliance by the end
of the correction period. The 6-month correction period should be
granted based on the Secretary’s judgment that the proposed plan will
accomplish satisfactory performance and that the State is capable of
carrying out the proposed plan. In opting for a correction period, a
State is admitting it has deficiencies to correct. After seeking a correc-
tion period it is expected that States would gencrally not appeal
HEW’s finding of noncompliance.

The committee believes the program reporting failures in EPSDT
which have made it impossible to assess the adequacy of the program,
State by State, and nationally must be corrected. The guiding principle
in devising reporting requirements should be to allow determination of
the proportion of eligihle children who receive program benefits
(assessments and treatment for problems found in assessments as well
as subsequent care) and the qnality of care provided. Data should be
reported : :

(1) In terms of children, not procedures (that is number of
assessments), as is currently the case;

(2) In a way that makes it possible to determine for any given
period of time and portion of assessed children needing treatment
who have received such treatment on a timely basis; and
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(3) In a way that makes it possible to assure that children are
moving in a timely fashion through the CHAP system.

Data on conditions found should be reported in sufficient detail to
allow States to determine the adequacy of resources in an area with
reference to the specific health needs uncovered through CHAP. Data
on procedures performed during an assessment should be recorded in
sufficient detail to allow audits by HEW and the States regarding the
thoroughness of health assessments performed.

The committee is fully aware of the danger that excessive and
irrationsl reporting demands could adversely affect providers’ willing-
ness to participate in CHAP. But the Department should devise and
utilize only those reporting requirements which allow adequate pro-
gram planning and monitoring without creating excessive burdens for
providers. It 1s customary medical practice to keep thorough patient
records on problems found and services provided, by date and by
child. To meet the committee’s requirements, providers would need to
report to the State only selected data from these records so long s«
complete documentation is available locally for audit purposes. In
addition, the committee intends that States establish reimbursement
levels for providers which cover the reasonable costs of keeping ade-
quate records and forwarding necessary information to the State on a
regular basis.

he Secretary shall report to the Congress by February 1 of each

gear (beginning in 1981) on the actual levels of performance of each
tate's P program in relation to the applicable performance
standards.

The committee bill provides that during the first 2 years after
enactment, a State will be ineligible for the increased Federal matching
if it reduces both the scope and oxtent of medicaid coverage and the
level of State spending for children. The committee does not intend
that the increase in Federal matching be a windfall to States which
then act to reduce their current program coverage. However, the
committee did not want to lock States into any particular pattern of
spending. For instance, if a State finds that a particular service which
it is providing is not as useful or productive as it had anticipated or if
a greater need for another service is found, the committee believes
that the State should be free to make the appropriate adjustments in
its program. Therefore, the reduced matching rate will come into play
only if the level of State spending and scope and extent of coverage s
reduced. _

The 2-year limitation on the maintenance of effort requirement i
included because of the committee’s belief that once 2 years of ex-
panded coverage at the higher match rate has passed, cutbacks sre
unlikely, and the consequent need for the grov‘.tsmn with the adminis-
trative problems it would entail is so reduced as to make 1t unnecessar}-

Repeal of penalty ‘
Section 208 of the committee bill repeals section 402(g) of the Social
Security Act which required a 1-percent reduction m the Federsl
share of medicaid funds for States failing to implement child health
s ing services under medicaid. A new penalty is authorized under
section 207 of the committee bill.
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Report on coordination of child health programs

Section 209 of the committee bill requires the Secretary of Health,
Education, and Welfare to submit a report to Congress on the chiid
health assessment program. The bill calls for a report (to be sub-
mitted to the Congress not later than July 1, 1979) on the coordination
of services to children under titles V and XIX of the Social Security
Act as well as on actions undertaken and to be undertaken to integrate
services under other federa,{l{y funded programs. Such a study then
should target not only title V and XIX child health programs, but all
federally funded child health programs. It should identify gaps in
services as well as duplication OF efforts between and among programs.
It should recommend action to be taken by the Federal Government
to coordinate and integrate child health programs.

Continuing medicaid eligibility for certain children placed in
certarn Juvenile institutions

Section 210 of the committee bill provides that the provision ba,rri.n%
Federal matching tpa,yn:\en'r,s for care or services for any individusa
who is an inmate of a public institution (except a patient in a medical
institution) shall not apply to individuals under 21 who are inmates of
a public institution for 1]uvendles if the individual was eligible for
C under the State plan before he entered the institution.

The committee was concerned that its intent to provide good health
care to all needy children would be contradicted by the provision of
current law which would terminate CHAP coverage for persons who
hecome inmates of public institutions that are not medical institutions.
This provision would result in denial of CHAP to children who are in
State operated homes, detention or correctional facilities, halfway
houses, and the like. The committee believes it is appropriate to
allow coverage to continue for these children if they are in a public
institution for juveniles, and either were eligible for CHAP when they
entered the facility or would have been eligible if they remained in
the family.

Effective dates

Section 211 specifies effective dates for the CHAP program. Except
as otherwise provided the amendments included in the act shall apply
to medical assistance provided on or after September 1, 1979. It further
provides that if legislative action is required to change a State plan for
medical assistance to meet the requirements of the act, the State plan
will not be considered out of compliance with requirements of the law
resulting from this act before the first day of the first calendar quarter
beginning after the close of the first regular session of the State legis-
lature that begins after the date of enactment. '

The amendment relating to medicaid coverage for adopted children
with special needs shall apply to individuals placed for adoption on or
the date of enactment,

The section relating to the repeal of the penalty provision of current
law is applicable to quarters beginning after June 30, 1974. Any in-
dividual under the age of 21 who has been screened pursuant to the
requirements of the current law shall be deemed to have had a timely
health assessment, in accordance with regulations established by the

Secretary.
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The Secretary shall establish final regulations to carry out the
amendments made by the act not later than May 1, 1979.

TITLE III—MISCELLANEOQOUS PROVISIONS

Section 301—Demonstration projects for training and employment of
AFDC recipients as ers and home health aides

The bill provides for demonstration programs in up to 12 States to
formally train AFDC recipients as homemakers and home health aides.
These individuals could then be employed by public and nonprofit
private agencies to provide supportive services to people, primarily
the aged and disabled, who would reasonably be expected to require
institutional care in the absence of these services.

The committee bill is designed to deal with three major problems in
the Nation’s health and welfare programs, namely the need to provide
alternative support services for individuals who would otherwise re-
quire institutionalization, to assist AFDC recipients to develop a
marketable skill which will enable them to get off the welfare rolis,
and to stem the increases in Federal and State costs for medicaid and
welfare programs.

The committee bill establishes a moeans whereby many thousands of
older and disabled people will be assisted in remaining at home rather
than being moved into high-cost nursing homes and intermediate care
facilities. It 1s estimated that as many as 40 percent or more of those
in institutions do not necessarily have to be there—and would not be
there if proper alternative supportive services were available. Most
would prefer to live in familiar surroundings in which they can retain
their sense of independence and dignity. The bill encourages the avail-
ability of support services by taking persons now on the welfare rolls,
formally training them as homemakers and home health aides, and
using them to provide supportive services.

The committee expects that the large majority of these trained
people will ultimately be removed from the welfare rolls because they
will have become gainfully and usefully employed members of the
health professions. Properly implementetf, enormous savings in medic-
aid and welfare costs should result as people leave the welfare rolls
and others are kept out of high-cost nursing homes and other long-
term care facilities. ‘

The committee bill authorizes the Secretary of HEW to enter into
agreements with up to 12 States, selected at his discretion, for the
purpose of conducting demonstration projects for the training and
employment of AFDC recipients as homemakers or home heslth
aides. The committee intends that priority be given to those States
which have demonstrated active interest and eﬁgolrt in supporting the
concept and in developing and encouraging this proposal. Full respon-
sibility for the program would be given to the State health services
tagency (which may be the State medicaid agency) designated by the

OVernor. .

The committee expects that the Secretary will assign responsibility
for implementation of this program to the Health Care Financing
Administration as the agency responsible for the medicaid program.

The committee emphasizes that the program is completely volun-
tary; an AFDC recipient is under no obligation to enroll and does
not risk loss of C funds by refusing to participate. Persons
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eligible for training and employment would be only those who were
continuously on the AFDC rolls for the 90-day period pregedmg
application. Those who enter 2 training program would be considere
to be participating in a work incentive program authorized under
part C of title IV of the Social Security Act. During the first year
such individual is employed under this program, he or she shall con-
tinue to retain medicaid eligibility and any eligibility he had prior to
entering the training program for social and supportive services pro-
vided under part A of title IV. The individual will be paid at a level
comparable to the prevailing wage level in the area for similar work.
Federal funding will not be available for the employment of any
eligible participant under the project after such participant has been.
employed for a 3-year period. After that period, the committee expects
the ]individual to be able to obtain employment as an allied health
worker. ‘

The bill requires a State participating in a demonstration project
to establish a formal training program, which is expected to be 10 to-
12 weeks in duration. It is anticipated that the Secretary will assist
States in developing the program where requested. The Secretary
must approve the program as adequate to prepare eligible pa,rtlici{mnts
to ]{rovide part time and intermittent homemaker services and home
health aide services to individuals, primarily the aged and disabled,
who would, in their absence, be reasonably anticipated to require
institutional care. The State shall provide for the full-time employ-
ment of those who have successfully completed the training program
with one or more public agencies or by contract with nonprofit private
agencies. The numbers of people in a State eligible for training and
em(i)loymenb would be limited only by their ability to be trained
and employed as well as by the number of those in need of home
health and homemaker services. Thus, to the extent that a State
can demonstrate increased capacity to train and utilize people, the
numbers authorized in that State may be modificd. The Secretar
1s expected to establish safeguards to assure that the program, as we
as those trained and employed, are not improperly exploited. Such
safeguards should include assurances that a nonprofit agency seeking:
to employ those trained under the program is a recognized bona fide
nonprofit entity and not a pro forma nonprofit mechanism.,

e committee bill provides that persons eligible to reccive home
health and homemaker services are the aged, disabled, or others, such
a8 the retarded, who are in need of such services. They must be those
for whom such services are not reasonably and actually available and
who would otherwise reasonably be anticipated to receive institutional
care. Participating States would be required to provide {or independent
professional review to assure that services are provided to individuals
actually needing them.

The committee bill extends eligibility for services to individuals
whose income is less than 200 percent of the State’s need standard
under the AFDC ﬁ)rogram for households of the same size. It is
expected that the large majority of medicare beneficiaries would,
because of this income standard, be potentially eligible for these
homemaker and home health aide services. However, while medicare
Program costs should be moderated as a result, these services, unless.
otherwise qualified for reimbursement, would not be a regular medi-
care benefit. The eligibility level has been established above the State’s
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need standard because of the high probability that an individual, even
with income somewhat above this standard, would become & medicaid
recipient when he required skilled nursing home or intermediate care,
States may also make the services ofut];ﬁose home health aides and
homemakers available to individuals with incomes above these limits;
1n such cases fees would be charged on a sliding scale basis.

The committee bill specifies that the type of services included as
homemaker and home health aide services include part time or inter-
mittent: personal care, such as bathing, grooming, and toilet care;
assisting patients having limited mobility; feeding and diet assistance;
home management, housekeeping, an shopping; family plannin
services; and simple procedures for identifyl otentlal healt
problems. The committee emphasizes that authorzed services do not
include any service performed in an institution or any services pro-
vided under circumstances where institutionalization would be sub-
stantially more efficient as a means of providing such services. It
further notes that those trained under this program are not intended
to be a reservoir of subsidized labor for hospitals. However, public
and nonprofit hospitals might employ these people as outreach workers
to facilitate timely discharge of hospitalized patients. Further,after
they leave this program these individuals may subsequently be
employed on & nonsubsidized regular basis, as occurred in New Mexico
‘which pioneered this type of program. .

The committee bill provides 90-percent Federal matching for the
reasonable costs (less any related fees collected) of conducting the
-demonstration projects. Such amounts would be paid under the
State’s medicais program. The committee anticipates no net cost
since the reduction in medicaid costs resulting from the prevention or
postponement of expensive care in institutions should more than offset
the costs of training and provision of home health aide and homemaker
services. It is antimpabetf that hospital stays may also be shortened—
‘or even avoided—because of the a,vailab{vl.iby of these services. The
‘welfare burden should be eased to the extent that those trained ulti-
mately find regular employment in the health care field—outside of
this program. .

The bill limits demonstration projects to & maximum of 4 years plus
an additional period up to 6 months for planning and development
and a similar period for final evaluation and reporting. The Secretary
is required to submit annual evaluation reports to the Congress and
a final report not more than 6 months after he has received the final
reports from all the participating States. _

Consistent with responsible administration, the committee expects
that the Secretary will act expeditiously in implementing this program
with a minimum of regulatory delay and a maximum of formal an
informal cooperative effort with the States which have demonstrated
interest.

Section 309-—Study of medicare coverage

The bill requires the Secretary of HEW to conduct a study of the
problems faced by people with epilepsy or similarly incapacitating
conditions in obtaining adequate health insurance cpyera.%e. The
study shall include an evaluation of the present availability of health
insurance and other means of coverage of health care costs. It sh
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also include an analysis of the advantages and disadvantages of
covering such conditions under the medicare program. The Secretary
is required to submit a report to the Congress by October 1, 1979.

Section 303—Appoiniment of the Administrator of the Health Care
Finaneing Administration

The bill provides for the Administrator of the Health Care Financins
Administration to be appointed by the President with the advice an
consent of the Senate.

The Health Care Financing Administration (HCFA) is the agency
in the Department of Healﬁt, Education, and Welfare responsible
for administration, coordination, and policymaking for the medicare
and medicaid programs. It was established by the Administration in
early 1977 in order to provide the means for the orderly consolidation
and coordination of these two major health programs.

The committee believes that the Administrator of this agency must
be an individual experienced and knowledgeable in health care and
health ecare financing with full awareness of the complexity of the
ssues mvolved. The committee notes that this position includes
responsibility for both medicare and medicaid. The Administrator of
the Social and Rehabilitation Service (an office now terminated)
required appointment by the President and confirmation by the
Sepate primarily because of his responsibility for medicaid. The
comparable position of the Commissioner of Social Security requires
Presidential appointment and Senate confirmation.

Accordingly, the bill provides {or the Administrator of the Health
Care Financing Administration to be appointed by the President with
the advice and consent of the Senate. The provision would apply to
mdividuals who serve in the position on or after the date of enactment.

Section 304—Health maintenance organizations enrolling over 50 percent
medicare or medicaid recipients

Present law prohibits a health maintenance organization (HMO),
which contracts with a State to provide prepaid health services under
medicaid, from having more than one-half of its mernbers covered by
medicaid and/or medicare. However, HMOQ’s are given 3 years from
the date of their contract with the State medicaid program to meet
this condition.

Occasionally, because of administrative delays, an HMO may have
difficulty signing up nonmedicaid/medicare members by the end of
that 3-year period, and thus be forced to reduce its coverage of med-
lcaid beneficiaries in order to achieve the 50-50 requirements.

This situation would be remedied under the committee bill bI\;
providing that HMO's contracting with States to provide healt
services under medicaid be required to have no more than 50 percent
of their members covered under medicaid and/or medicare by no
later than 3 years after the date the HMO is formally found quai;ﬁed
by the Department of Health, Education, and Welfare.

The date of qualification is essentially the date when the HMO
can effectively solicit group plans from employers and is a more
reasonable date from which to begin the requirement for the maximum
S0-percent enrollment of medicaid/medicare beneficiaries than that
m current law. |
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III. BupGETARY IMPACT OF THE BILL

In compliance with section 252(a) of the Legislative Reorganiza-
tion Aect, and section 403 of the Congressional Budget Act, the
following statements are made relative to the cost and revenue
impact of the bill.

he following estimates are made by the committee after consulta-
tion with the Congressional Budget Office and the Department of
Health, Education, and Welfare. 1%0 estimate pursuant to section 403
of the Congressional Budget Act has been received as of the time the
bill is being reported.

Fiscal year expenditures 1979 1980 1981 1982 1383
Increased Federal medicaid assistance.__ 32.4 32.4 2.4 32.4 3.4
Child health assessment program....... 30.0 373.0 510.0 667.0 835.8

Total outlays. . . .o ___. 62.4 405.4 542.4 699. 4 87,4

IV. Vore oF THE CoMMITTEE IN REPORTING THE BILL

In compliance with section 133 of the Legislative Reorganization
Act of 1946, the following statement is made relative to the vote by
the committee to report the bill. The bill was ordered favorably re-
ported by voice vote.

V. REGULATORY IMPACT

In accordance with paragraph 5 of rule XXIX of the Standing
Rules of the Senate, the following statement of the regulatory impact
of the bill is made. _

In implementing the provisions of the bill, there will be an increase
in Federal regulatory activity with respect to the child health assess-
ment program due to the complexity of the program and extensive
reporting requirements. It is not anticipated, however, that the
legislation will impose an overly burdensome regulatory effect. It 1s
anticipated that neither the increased matching for the territories nor
the demonstration study to train AFDC recipients will mmpose
significant regulatory effect. .

he increased regulatory activity under the CHAP program wil
have implications primarily for the agencies administering the pro-
am and would have minimal regulatory effect on eligible individuals.

(l))wever, providers of gfﬁrvices under the CHAP program will be
subject to significant regulatory reporting requirements. _

Slmce the %]'ﬂlfwould provide mcreaslgg medicaid funds to lgrc:mde
services to eligible individuals, there would be a positive effect on
those individuals as well as the entities providing services under the

medicald program.
VI. Caances ¥ Existing Law Mape BY THE Brry, As REPORTED

In the opinion of the committee, it is necessary in order to expedite
the business of the Senate, to dispense with the requirements of sub-
section 4 of rule XXIX of the Standing Rules of the Senate (relating
to the showing of changes in existing law made by the bill, as reported)-



21

VII. Apprrionarn ViEws

We feel it is most unwise to enact a major new program such as the
child health assessment program in such a hasty and superficial way.

The measure, as reported by the Finance Committes, contains
several substantial liberalizations with critical policy implications.
The bill mandates medicaild (and broader CHEP) coverage to all
children who meet State-set income standards up to age 6. Currently
States are only required to provide medicaid eligibility to children 1
their families receive payments under the welfare programs (AFDC
and SSI) ; that is, if they are broken homes or families where one parent
is iIncapacitated and family income is below the relevant State income
standard. Thus, there are presently two tests of eligibility: deprivation
and income. The bill completely does away with tﬁe first test and pro-
vides aid to intact families. This is & serious major new policy shift,
with implications for so-called welfare reform and other proposals be-
fore the Congress; it thus far generally has rejected efforts to provide
categorical ald to intact families where the only eligibility test is
income. The only test which remains under this legislation is income,
WhjChali?f (or can )l;e) subject to personal control and alteration in order
to qualily.

The Congress long has been concerned with the work disincentive
effects of the major welfare liberalizations of the last 15 years, and if
thisbll)ill passes in its current form, we will have worsened severely that

roblem.

d Moreover, like most major welfare liberalizations, this new program
promises to be exceedingly costly. Even the most conservative esti-
mates place the first year’s price tag at $400 million or above. By the
fifth year, the cost could well be in excess of $1 billion. Last minute
changes in the bill were made to make it apply only in the last month
of fiscal year 1979; this change, while it might escape the applicability
of the Budget Act, does nothmg to mitigate the major new welfare
burden that is placed upon the Nation’s taxpayers. Nor does the fact
that the eligibifity scope has been reduced from age 21 to age 6 do
much to alter the bill’s final cost; 70 percent of the bill’s earlier cost is
attributable to those children who remasain covered under the version
of the bill which was reported by the committee.

We fail to be convinced, as well, that sufficient need for this major
new grogra,m has been demonstrated to justify its cost. Proponents of
the bill argue that it is necessary to mandate a program (CHAP)
upon States which thus far have not seen fit to impl%ment on a broad
scale its predecessor (early and periodic screening, diagnosis, and
geatment, or EPSDT). Material provided by the proponents admits

at:

. . . it has been generally accepted that Federal and State
performance under EPSDT has been .. .slow. .. . In
fiscal year 1973, for example, fewer than 500,000 children
were screened. By 1977, this number grew to approximately
2 million, representing only about 20 percent orp the children
eligible for screening because of their medicaid coverage.

. Within the quoted statement is the following parenthetical clause:
‘In part, this has been due to State concern over the potential cost of
the program.” If the representatives of State taxpayers have been
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reluctant to implement the program on a broad scale, how is it justified
{ﬁ; F;deral representatives of the same taxpayers to force it upon

- ‘

If the program envisioned only medical screening, that would be one
thing. However, the bill continues eligibility for a broad scope of
services, many of which exceed those which normally are available
under medicaid. Required for any covered child who has received a
timely assessment would be “all necessary care and services” (other
than those for certain mental illnesses, mental retardation, and dental
care which is not routine care)

without regard to any limitation in the amount, duration, or
scope of medical assistance, 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 so periodically assessed, and . . . for referral
for all other necessary care and services. . . .

This amounts to a virtual blank check for benefits over which a
State would have no control.

There were no hearings before the full committee on this bill.
There was one brief cursory hearing in the Health Subcommittee, at
which only proponents testified. The relationship with other masjor
health programs, including the medicaid program itself, the maternal
and child health program, and the teenage prefn&ncy legislation just
adopted by the Senate, never have been explore adequate%m.

e faill to see, additionally, why we should undertake a major
program expansion of this kind before the existing EPSDT and melic-
aid programs have been tested sufficiently to determine whether they
can meet the perceived need—or if not, why not. We see the beginnings
of another massive program, much like the end stage renal dialysis
program or the food stamp program, which will swell to unmanageable
pro&ortions with massive additional tax demands in the near future,
if this legislation is enacted. If additiona! incentive is needed for
the States to implement the existing programs, a minor adjustment in
the fiscal sharing formula should accomplish that task.

Debate over national health insurance is slated to begin anew in
1979. In all the flurry accompanying the very brief consideration of this
bill in committee, 1t should be made clear that what is being done
here is, in fact, the attempted establishment of national health in-
surance for all children up to age 6 who meet State-set ncome
standards. That step, and its implications, should not be taken m
the kind of haste and limited consideration that has accompanied this
bill thus {ar.

We believe that if the screening and treatment of health needs of
poor children is the issue, there are far better ways of meeting the
goal, within the context of our present mix of public and pnvate
medicine, and it is totally unwise and unnecessary to enact those
embodied in H.R. 9434.

CarL T. CurTs.
PauLl Laxavrt.
Harry F. Byrp, Jr.
CrirrorDp P. HANSEN.



