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"A £f964-1965 7 study of Select1ve Service found that
more than 15~of 18 year olds ~xamined for military
duty ~~~ ,'ejected because of conditions including
dent~ID eYe and ear problems, orthopedic problems.
internal conditions such ~s heart disease. a~d a
large pertentige of emotional and developmental dis
orders. Based on a reviewl of iBedical literature.
a group established by H:W estimated that 62% of the
serious conditions found by Selective Service were
preventJble or correctable through comprehensive
and continuous health care. Thirty three percent
were estimated to be preventable or correctable
through periodic screenir:g &nd treatment. The group
also found that disabling conditions and inadequate
care were far more COImlOfl among poor children.
It was to deal with these problems early -- and cost
effectively -- that EPSDT was establ1sl1eci. 11

from: MEPSDT Does It Spell Health Care for
Poor Child,"en?il IS report by the
Ch11 eiren I s Defense Flmd of the
Mashington Research Project, Inc.
June, 1977, page 25.



I. PROGRAM RESPONSIBILITY

The Early and Periodic Screening. Diagnosis and Treatment (EPSDT)Program is a requirement of Title XIX (~~dfca1 Assistance Provi-sion of the Social Security Act) initiated bp.cause of concern thatmany children eligible for Medical Assistance were not receivingregular preventive health care. Promoters of the EPSDT Programfelt that children should be provided with early and regular medicalcare so their problems would not become worse and require more costlytreatment in the future.

The Minnesota Department of Public Welf~re (DPW) has responsibilityfor supervising the program in Mfnnesot? in accordance with federalstandards. Responsibilities at tbe state level for assuring statecompliance with federal requirements include development of standards.technical assistance to local welfare agencies. and coordinatingoutreach and follow-up efforts.

County welfare agencies a~~1nfster the E?SDT Program at the local level.Responsibiliti@s include conducting outreach to encourage parents toparticipate in the program, assisting the family in obtaining screeningservices, and providing follow-up and case management so that childrenreceive needed hea1th ser~ices. loca1 agencies must also f~inta1nprogram records and documentation for use in federal quality controlreviews of the program.

II. ELIGIBILITY

All children aged 0·20 years who are £ligible for ~dical Assistanceare eligible fo~ EPSDT. These include anyone under age 21 who i~receiving an AFOC grant. those persons covered under the "f;~d1cal1yneedy/needy children" provision of M·edical Assistance, and those whoseexpenses in long term care f~cilftie5D intermediate care facilities.foster care or state institutions Ire paid through the Med~cal Assistance Program. Reimbursement for the Title XIX screening 1s 55.64%federal. 39.924~ state. and 4.436% county dollars.
Coordination with on-going, comp~ehensive preventiv~ health care isan important aim of the EPSDT Pr~graffi. Because of the bro8d-rangeof services c~vered by the Medic0l Assistance Program in Minnesota.DPW urges that well-ehfld care that meets f.PSDT standards be reportedas EPSDT whenever such Clire occurs. £11gibl1 fty for EPSDT 'Is continuouswith the length of ~11gibil1ty for Medical Assistance and thereforeEPSDT services may be delfvered at any time during the course of sucheligibility.

------_._.~



II I. PROGRPJ1 SUMl\RY p FISCAl YEAR. 1981

An average of 116,877 children are eligible. on 6 Il~nthly bas1s~ for
the Medical Assistance Program in Minnesota. All of these children
are also eligible to receive Early and Periodic Screening paid for
under this program as well as follow-up diagnosis (D) ancl treaonent
(T) for most conditions found during the screening.

The EPSDT Program was designed to bring comprehensive health cere to
children (age 0 to 21) eligible for Medica'! Assistance. The program
is based on the preventive health philosophy of discovering and tr~at
10g health problems before they become disabling and therefore more
costly to treat, in terms of both human and financial resources.

The EPSDT Program goes beyond payment for health care serv1ces by
providing an outreach component to bring children into the health
care system and follow-up to in$u~e that the child receives all
needed diagnosis and tre~tment.

A. Outreach. Notification and Acceptance

EPSOT is a voluntary participation Program for eligible clients.
Directly and indirectly. clients must be informed of the purposes.
services and benefits uf EPSDT. The element of educating clients
about the importance of becoming part of an on-going comprehensive
health program 15 intrinsic to the Program.

In order to more clearly evaluate the Outreach component of ~1inn

esota's Prograrr.~ IS study was jointly carried-out by DPlrl and the
Comprehensive Child Health Screening Unit of the Minne~~ota Depart
ment of Hetlth (MDH). The study was undertaken in order (1) to
identify the r~thods and activities practiced in more ~,ucce$sful

ag~nc1cs. and (Z) to offer assistance and trai~1~g to 1ess successful
agencies in order to incre.:2s~ their acceptance rates. An Outl"'eaC~1

manual was produced and is av~ilable upon request from the E?SDT unit.

Of those offe,~d the EPSOT Program for the first time, 40.8%
accepted screening services in fiscal 1981. The respo.l~se to
written re-notification by the state was 8.31.

See Chart I: ~--- county notification/acceptance rates.

B. SCreening

25.831 children were screened through the EPSDT Program in fiscal
year 1981. This figure equ,~ls only 5'7.3% of those who flaccepted"
screening services during the yeetr. This "no-snow" rat.e occurred
in spite of offers of transportation to screening sites and offers
of help in making appointments for screening.

The number of screenings also represents 22.2% of the average
number of children eligible for EPSDT services dnd may represent
more than one screening per child. Th@ American Acadelf.y of Ped
iatrics recommends a well-child health assessment at birth. five
visits during the first year of life. three visits during the second
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AITKiN 655 313 47.81 MARSHALL 281 169 60.1'X

AAOKA 5017 2203 ~3.9%· MARTIN 321 170 53.0%

BECKER 1115 432 38.7% MEEKER 384 202 52.6%

BELTRAM! 1826 540 29.61: MILLE LACS 913 405 44.5%

BEIITON 729 332 45.5% roRRISON 836 121 14.5t

BIG STONE 107 5ll 55.a MOWER 1062 118 l1.U

BLUE FARTH 1170 472 40.31 f'lURRAY 147 39 26.5~

BROWN 369 138 37.4% NICOLLET 342 89 26.0~

CARlTON 1265 410 32.4t NOOLES 342 171 50.0%

CARVER 517 186 36.O'.t NORAAN 139 53 38.1%

CASS BB7 567 "7.n CLMSTED 1739 578 33.2%-

CHIPPEWA '172 204 43.2% OTIER TAIL 904 324 35.8%

OlISAGO 774 386 49.9'r PENNINGTON 373 18B 50.4%

CLAY 1061 4M 46.U PINE 1116 552 49.5%

CLEARWATEP. 512 176 34.4~ PIPESTONE 141 105 74.5~

COOK 135 36 26.7% POLK 990 404 40.~

COnONl400D 164 70 42.6't POPE 236 104 44.0~

CROW WING IB96 500 26.3~ RAMSEY 1402e 5398 38.51

DAKOTA 3369 1562 46.4: REO LAKE 108 65 60.2~

OODGE 275 76 27.6~ REI7J/OOD 229 145 63.3~

DOUGLAS 397 158 39.71 RENVILLE 442 251 56.8~

FARIBAUlT 346 125 36.1: RICE 533 182 28.8~

FILLMORE 364 6 1.6,; ROCK 128 72 56.8!

FREEBORN 441 248 S6.2~ ROSEAU 203 106 52.2~ •
GOOG!UE 456 181 39.6~ <;T. LOUIS 6377 mJ2 2G. 2~ I
GMNT ti¢ 51 59, ::.con 7n 341 45. 4~ "~
HENNEPIN 16464 16C'9 40.2~ SHEItBURNE 1111 547 49.2~

HOUSTON 262 leO 5.,.7t SIBtrl' 83 57 68.7~

HUBBARD IV"~ 393 45.5~ STEARNS 2075 805 38.S!

ISANTI 927 376 40.6'l, STEELE 279 102 36.6%

ITASCA 1694 559 33.01 STEVENS 159 67 54.7%

JACKSON 295 98 33.21 SWIfT 232 90 38.8':

KAtWJ!:t 515 274 53.2':: TODD 772 321 41. 51

KNlOIYOtH 1063 558 52.51: TP.AVERSE 92 12 13.O'X

KITTSQN 71 24 33.S'; WABASHA 451 104 23.0~

ItOOCHIOHNG 917 323 35.2% WArl:NA 489 182 37.2"

LAC QUI PARLE 77 35 45.51 WASECA 180 50 27. 8~

LAKE 297 107 36.M WASHINGTON 2340 1015 43,4~

I LAKE OF THE WOODS 88 23 26.1t WATOHlolAH 200 55 27.5:

I.E SUEUR 37P, 143 37.81: WILKIN 495 98 19.e:-

~ \.INCOLN 77 24 31.2t WiNONA 814 270 33.2%
~
~ LY~ 470 235 SO.M WRIGHT 1600 675 42.2:
~i

I i'1C L[OO _52 236 52.2~
't'£lLOW P£DICINE 166 1M !:O. 6~

1W{NOI£N 216 53 24.5'1
TOTALS 93480 37949 40.5:

~
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years and six visits during the two to twenty-one year rang~.

Minnesota's re-notification schedule approximates this recolnmenda
ticn. Considering this. it is probably not practical. even unde~

ideal conditions to expect a screening rate in excess of 50% of
the eligible children in any given year.

See Chart' 2 for individual c(lunty rates.

C. Screening Res~lts

The EPSDT/f.PS Child Screening Form is used to collect summa~~

screening data. This form contains a list of possible problem
areas which can be checked off as "abnormal" during the screen-
ing. For each problem there is also a code to indicate if n
referral was IMde for further diagnosis (see appendix for copy
of Form). A Form is completed each time a child is screened.

Complete data was available for 23.573 of the 25.837 EPSDT screenings
r~ported. Two Titie V projects (~~ternai and Infant Care and
Children ~nd Youth) in the wetro area conducted EPSOT-equ1valent
screenings and reported total numbers of children screened but did
not use the EPSDT Child Screening Form on their 2.264 children
served. .

Of the 23,573 screenings. 7.951 were delivered to children over
the age of six. The other 15.622 were to children aged six years
or under. See age distribution chav't *3.

It is significant that 12.321 of the 23.573 children screen~~d
under the EPSDT Program, or 52.2% were identified as having one
or more positive findings. 5.702 of these children or 24.1%
of the number screened were referred for further diagnosis and
trea~2nt. If t~e rate of needed diagnosis and treatment held
true for the entire caseload we would h:ve 22.465 add1tiona1
children in the casel~ad with health conditions that are in
Theed of diagnos1s and treatment, but nave not been screened or
ref~rred.

See distribution of positive findings chart #4.





AGE DISTRIBUTION

TOTAl ELIGIBLE CH!l~EN

116,877

37.7%

62.3%

, of M.A. Children over age 5
(72,834)

, of M.A. Children 6 and under
(44.042)

TOTAl SCREENED CHILDREN
23,573

33.7%

7951

Screenings of Children
over age 6

Scre~nfn9S of Children
age 6 Md under

66.3%

~
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THE FOLLOWING IS A DXSTRIBUTION OF POSITIVE FINDINGS AMONG THE
MAJOR SCREENING CATEGORIES. (Note that a child may have more
than one positive finding.)

~ .

VISION

1017

IMMUNIZATIONS
i097
37.4%

PHYSICAL, DEVElop~~trrAL, lAB

9129

48.2%

N .. 18,965
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IV. SERVICE DELIVERY

A. Provider Enrollment in EPSDT

In 1976. the Minnesota Department of Public Welfare began the process
of requiring unifonn EPSnT screenings and the enrollment of primary
health care providers in the EPSDT Program. The Department felt
that implementing an e""fective EPSDT Program would not be possible
until clear screening ~tandards were developed and until screening
prOViders agreed to provide ~11 components to each chi'ld screened.

Enrollment as an EPSDT Provider stipulates that the provider will:

- screen Title XIX children according to the screening standards

- report the results on the EPSDT Child Screening Form

- use the Screening Referral Form for children requiring
additional diagnosis and/or treatment.

In 1981, this effort to ~nroll providers in the EPSDT Program has
resulted 1n a system of 1589 health care providers who have agreed
to particip~te. 1n screening Title XIX children according to specified
standards. From these enrolled providers, each local welfare
agency has developed a list of those providers serving their area.
When clients accept the EPSDT Program. they are given this list.
The client is thus assured of receiving a screening containing
all of th€ components in" the manner specified in the screening
s~ndards of DPW Rule 61.

Of the 1589 EPSDT-enrolled providers. 1336 are primary care physicians
and 253 are nurses screening in £PS Clinics or other independent
practitioners. The 1336 physicians represent approximately 63%
of the primary care physicians in the state. These providers are
working at 531 screening sites throughout Minnesota: 456 private
clini~s. 54 Early and Periodlc Screening Clinics; and 21 Health
~~intenance Organ1zations, Headstarts~ or EFSDT equivalent projects.

ihe two major provider sources are physician/clinic programs
and MDH-approved EPS clinics. Additional children are screened
thi~Ugh the State Department of Education's Pre-School Screening
Program (P.S.S.). If all EPSDi screening components are delivered
to a Medical Assistance-eligible child, then Title XIX reimbursement
is available, to the local school district and the screening
is reported as equivalent to EPSDT.

See Screening Site ~istribution map chart I 5.

B. R~-en1istment and Provider Relations

Newly enrolled Medical Assistance prov1d,'rs are 1dentified qvnterly
and ! letter is sent asking them if they ,,1sh to enroll to pl'ovide
EPSDT. If they wish to become EPSDT prov:ders, a progr~m repre
sentative arranges an appointment. explairs the program. offers
training in the screening protocol. trainig on billing procedures.



# 5
SCREENING SITE DISTRIBUTION

KEY

;:f ; J ,.,;"

OUT OF STATE

IOWA 7 Physician Clinic!>
NORTH DAKOTA 7 Physician Clin1cs
SOUTH ~.KOTA 3 Physician Clinics
WISCONSIN 6 Physician C1in1C$

H Out Patient Hospital

Physicans Clinics

, Public Health Nursing Clinics

22*

lit. !.Mil

5*

2*
ItONU.blsl

11 IN

5*
Huci

1#

2*
a
Cui

1*
4*

AItU.

none

1*

3*

11
waf..a

kltrul

IIIe0Hv

3* .

hckar
1*

4*
Ottarte! I

1*

2* 2*
Lt....l ,.,.
11 11
5* 1*1'1,e! \'!or,..,
{$IOOl1l

1* 2* 4* 6* 3* 2* 6*
II!>ck !!lie1M

'i
8ft 1I'1iltI&ault llrN$era IlIrsnr '"l_to ~tGtl

11 11 1 U

lJ Cd
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ind explains the ref~rral process. The present provider system
has the capac11~ to screan over 280 eOOO children per year.

Provider Bulletins are published periodically to keep providers
up to date on changes in the program. scheduled training sessions.
billing information and other EPSDT screening information.

An automated invoice for reporting and billing EPSDT services
has been developed and is being tested in two scr~ening ~ites.

The new form is designed to be used in line-type feeders. and may
be available for general distribution to interested providers.

C. Dental Screening Services

The dental screening component of EPSDT is provided through a
separate referral to a dentist for a dental insrection if the child
is aged three years or older. Any Medicaid-participating dentist
may provide this service. The dental screening is reported and
billed in the customary manner of any dental claim. Since no
special reporting form is utilized, no data is available (on a
routine basis) as to client participation in the dental screening.
Such data ~ould be available on an individual client claims history
request. if necessary.

V. STUDIES, REPORTS AND PROJECTS

In an attempt to evaluate specific aspects of the EPSDT Program in
Minnesota. EPSDT unit staff have undertaken special studies of data
not routinely collectible or reportable. As with most research,
answering one question often leads to ra~sin9 one or more additional
areas of study. So it was with the reports surrmarized h~l'e. He have
drawn no absolute conclusions on what the data represents. As trends
appeared ideas for future studies emerged. The summaries ~ontained

herein are just that t a summa~y and caution is advised in interpreta
tion because of imperfect dat~. jhe complete reports are on file in
the EPSDT offices of DPW.

,
A. Equivalent Care Not Reported as EPSDT

A study was done to determine how much preventive he~1th care
Minnesota's eligible children were receiJing outside of the
EPSDT Program. The data does contain duplicate instances in
which a given child may have had more than one such l2ilColmter
in the period studied. In fiscal year 1980. 49,655 instanc~s of pre
ventive health care were documented as paid outside of the EPSDT
Program. It should also be noted that not all the crmponents of
an E"SOT screening were necessarily a part of these e;){ilm1l'l1'.lUOns.
The impact of the;e findings may be that assessing the EPSDT Program
purely on the basis of the nUT Jer of children for whom an EPSDT
invoice was received may miss the main goal of the pY'Dgrafl1~ which
is to provide access for eligible children to t~e health care system.

I

I

I

J



B. County Reimbursement of EPSOT Administrative Costs

There are several options open to a county relating to Y"eimbursement
for administrative costs from the federal and state Governments.

1. Elect to claim no EPSOT I't·ogram specific reimbursement.
This means that~ey receive no special funds for providing
EPSOT services.

2. Elect to keep track of all [PSOT specific tfm~ that is eligible
for FFP and claim reimbursement at the rate of 75%.

3. Elect to contract with an eligible public health agency for
administrative services in which case they receive 75% FFP
plus 22.5% state reimbursement for contracted costs.

4. Elect to staff for certain [PSOT functions and contract for
others in which case they will receive 75% FFP and 22.5%
for the contract amount and 75% FFP for their own EPSDT staff.

See chart {I 6 for county by county choice.

During the past year a study of administrative costs i~ EPSOT
was made. There are some limitations on'use of the datu because
34 counties claimed no EPSDT specific reimbursement, and hence,
are not included ~n any data reported as EPSOT administrative
expense. The mean cost in non-contract counties per screening
was $10.00, with a range from $1.00 to $132.00. Costs in ccunties
that cOl1tracted-out lIdmin1str~tion had a mean cost of $37.00
~nd ranged from $13.00 to $278.00 per screening. The preceding
data does not include the $284,312.00 in the OPW administrative
budget for the Progrem. 37 local agencies presently cortract for
adm1nistrative services ~lild 40 counties do not.

C. Comparison or Outreach Approaches and Acceptance/Screening
Rates

~ryunty procedur~s ~nd contracts for F.Y. 1981 were rev1e~ed
wO determine 1f ~cceptance and screening rates are effected
by the type of outreach approach thdt bused.

The fol~owfng factors relating to outreach approdches were
revi~'ed statew1de to determine their effect on average
acceptance and screening rates:

. Initial informing method (Four basic methods were
fdentH1ed statewide). .

Pr2sence (If a contract to another public.: agency for
EPSDT administrative support services •

• Clatm of 75% FFP for county's own st~ff who provide
health re1ated administrative support services .

• Presel,ce of an EPS clinic in the county.
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• Explanation of the program during & home visit•

• Extra outreach not required by federal regulations.

The above factors were then examined in the ten counties
with the highest screening rates and the ten counties with
the lowest screening rates.

The results of this review indicate the "ideal" out~each
approach is not clearly evident. Many factors that were
not reviewed (i.e. medical resources available in the com
munity. initta.l informer's "belief" in the val lie of the
program, client's previous exposure to preventive h~alth~

etc.) obviously enter into a county's final screening rate.
HO\rI'ever. the revf ew' s f1 nd1 ngs do seem cons1stant enough
to suggest the following methods a county may want to con
sider in order to increase their screening rate:

· Offer only a brief explanation of the availability of
EPSDT during the intake process. Delay a full explanation
of the program and the decision to participate or not
until after eligibility has been determined.

· Contract out administrative support services to ~ public
tiea1til agency.

· Maintain an EPS clinic in the coun~.

· Give program explanation at the time of a home visit.

• Do extra outreach to bring clients into the health
system who do not currently have a regular medicdi
provider.

Incorporating these ideas and other coun~ specific factors into
the development of county procedures and contracts should increase
the number of Title XIX children receiving preventive 1I11::dical !
care.



D. Invoice Consistency

A 1981 study examined the reporting consistency of abnormal
conditions and referrals for further diagnosis and treatment.
The study indicated that 4.5% of the screening report forms
(EPSDT invoices) were incorrectly completed. 54.4% of the errors
involved abnormal conditions which were not reported, and 45.6%
of the errors were in referrals for further diagnosis and
treatment which wenc unreported. Comparing these results to
the total nu~ber o~ screening report forms received, it is
projected that 1061 report forms were incorrectly completed.
Therefore the n~ber of reported abnormalities ~ould increase
by 664 (5.4%)~ and the number of referrals for further diagnosis
and treatment would increase by 556 (9.8%).

E. Minneapolis Public Schools Pilot Project

During the 1980-81 schOOl year a project setout to explore
using the school setting and hours to facilitate outreach to
M.A.-eligible children who had not received an EPSDT health
screening during the past three years. Two inner-city elementary
schools participated in the project. Outreach ~~i11ng$ nuwbering
over TDO were returned by approximately 20% of the contacted
families. Follow-up phone calls reached an additional 43
families.

The project resulted in the screening of 161 children. Approximately
50% of these children had not had a preventive health care visit
wit.hin the last 3J-2 years. al1d had not been IIreachedll by the
traditional approach to EPSOr services.

VI. TRAINING

County Personnel:

In fiscal year 1901, nine training sessions were held in v2riou5
locations throughout the state. 203 persons from 80 of the 87
counties in Minnesota attended. The content of these sessions was
geared to br1ng1ng participants up to date on common errors beinG
made in reporting data, techniques of outreach with spec'fa'; groups.
progralH explanation. new provisions for dental screening. time limits
for contacting clients, contracting. and outreach projects.

Other topics focused opon clarification of policy, the penalty reg
ulations, federal Quality Control Review. the program's laNsuit with
legal Aid of M~nneapolis, proposed Child Health Assessment Program
and the Pre-School Screening Program.

Providers:

A total of 58 persons froll; 39 medical cHnics attended training
sessions conducted by the Minnesota Department of Health at 10 locations
the state. These sessions were designed to train clinical personnel
"In del1vering the vision, hearing. nutritional and developFiI:?ntal
components of EPSDT. These sessions are offered annually in order
to train newly-enrolled EPSDT provider staff and as a refresher
for on-going personnel. Continuing education credits are available
for these courses.



VII. COMPLIANCE WITH FEDERAL REGUlATIONS

New federal regulations for the EPSDT ~rogram were issued in May. 1979.
A portion of the requirements specified certain performance standards
which ~ state must meet in order to avoid a fiscal sancti9n. Quality
Control (Q.C.) reviews were scheduled to occur twice within this
fiscal year for the purpose of determining compliance with these
requirements. State EPSDT Pi'"Ogram staff carried out their own review
of state/county compliance utilizing the federal QC fonn~t. be~Jeen

December, 1980 and April, 19B1. A total of 1.269 cases were reviewed
to indicate that the state was .4% negligent in informing cases about
the EPSDT Program in a timely manner. All other requfred activities of
delivering services to clients who had been informed and accepted
services were within the acceptable compliance range.

After this comprehensive review. DPW was informed that a federal QC
review would not be conducted. Rather, the Regional Office of the
Health Care F1n~ncing Administration (HeFA) selected Minnesota as one
of several state agencies to field test an assessment guide being
developed for future Program compliance reviews. The field test
turned up additfon8l problems with the assessment tool and thus the
status and form of future federal reviews is in question.

The EPSDT regulations themselves are undergoing federal review.
The intent of such review is reportedly toward reducing the amount
nf administrative burden upon state programs. Any such reduction
would be considered a welcome and necessary step which would then be
passpd along to local agency operations via policy and manual revision.

V':,,Y I. INTERAGENCY COORDINATION

In Minnesota, two public child health screening programs work together
with the EPSDT Program to d~liver services intended to be equivalent.
Reporting forms s standards, and data collection are merged so that
duplication of ~ervices is reduced. The EPS Program" of the Minnesota
Department of Health and the PSS Program of the State Department of
Education together with the private sector Medicaid providers form
a balanced de11v!~ system of screening, diagnosis and treatment to
Minnesota's eligible children.

Title XIXu eligible children screened through either EPS or PSS qualify
as receiving an EPSDT screen. Invoices submitted for these children
record the date of screening and age at the time of screening on the
Health History File at DPW. Renotificat1on of a due da.te for a re
screening is then based upon when these services were previously
delivered. (Physician screenings submitted on the EPSDT invoice do
the same.) These programs utilfze the same periodici~ schedule and
are disallowed from duplicating known services already received from
another source.



IX. CONCLUSIONS AND FUTURE PLANS

Whereas. the EPSDT Program serves Title XIX-eligible children only;
both the EPS and PSS Programs serve children regardless of economic
status and seek reinIDursement through sliding-fee schedules (EPS)
or state funds (PSS).

The intricacies of coordinating services among the three Programs
are managed through the Inter-Agency Advisory Committee on Child
Health Screening. a committee composed of members representing the
manY professions and providers concerned with child health screening
in Minnesota. (The M~~bership List for the coming year is contained
in the Appendix.) The Committee meets every other month, on the third
Tuesday. .

Coo~dination efforts in addition to these two major Programs occur
with Headstart Programs, residential and other group homes, day care
centers and should exist with~ child care program which serves
Title XIX cli(~ts and requires a comprehensive physical and develop
mental assessment for partic1pation.

'in5

1) Fiscal Year 1981, brought a 33.8% increase in numbers of screenings
0ver F.Y. 1980 data. The growth ~n numbers of EPSDT screenings
per year is indicated on the Grow Power chart in the appendix.

2) less than 50% (statewide) of the clients who were notified/informed
about the EPSDT Program at the time that eligibil~ty was determined,
actually accepted the Program. Amore· thorough study is necessary
in order to identify practices which lead to a better understanding
and acceptance of the preventive health beneftts of EPSDT in some
county agencies as compared to others where the acceptance rate
is low.

3) The acceptance response to mailed re-notification forms was 8.3%.
Though this is a relatively good response rate to a written informing
document. we feel that the form (DPW-1974) may not enhance the
offer of the EPSDT Program to the optimum. A revised form and
a new brochure design are· being developed.

4) Approximately 43% of the clients who requested EPSDT did not
receive the screening (or the screening was not reported as
EPSDT). This is a many faceted problem and one which is probably
best researched by asking the cl1ent "what happened?"

8. Did the client change his or her mind? Why? .
b. Was transportation or appointment scheduling a problem?
c. Was there diffiCUlty in locating a pruvider?
d. Did the client receive services not reported as EPSDT?

Points 8. and b. relate again to the quality of the initial
notification process. It cannot be over-emphasized in importance
to the spectrum of actions necessary in delivering EPSDT to the
client.



Points c. and d. are being addressed by the DPW-EPSDT Program
staff through on-going contact and trainf~g of providers. Enroll
ment of new providers is continuous. EPSDT Provider participation
data is being researched to determi~o which providers ar~ not
reporting comparable serices as EPSDT. Training will encourage
the reporting of all equivalent preventive health care as EPSDT.

)

5} 66% of the EPSDT screenings were provided to children under
the age of 6 years. Though important in the sense of early
detection of problems; periodic screenings and screenings of
older children and adolescents are important, too. It is
necessary to remember that another surge of growth and development
occurs when the child enters adolescence. Outreach materials
directed specifically to t~en-age clients are being developed.

6} In order to maximize the reporting of equivalent well-child
care as EPSDT, provider training sessions will be conducted
sta tewi dE' •

7} A repeat study will b~ done to obt~in an unduplicated count of
preventive health encounters for EPSDT-eligible children.

8} A study will be done to further examine the reliability of
data about diagno~is and treatment resulting from an EPSDT
screening. This is in response to a criticism of under-reporting
needed diagnosis and treatment, even though such service is
delivered.

i) T~e result~ vi two studies on administrative methods and
administrative costs will be examined and used to assist local
~gencies in determining the quality of service delivered
to clients compared to the administrative expense incurred.

10) Affirmative action will be taken to develop and promote outreach
tools which inform parents ar~ children of the benefits of
early and on-going comprehensive health cafe.

11) The review of EPSDT Progr~ regulations at the federal level
leads the state program office to believe that states will be
able to develop their own state plans for EPSDT objectives.
An in-depth Child Health Assessment Plan will be produced
during r.Y. 1982. This Plan will address goals and objectives
identified within this report as well as needs identified by
the local agencies who administer the EPSDT Program and the
providers who deliver services. The impact of the current
regulations has been documentation rather than delivery of
services. Our goal is to reverse this priority.
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APPENDIX C

EPSDT PROGRAM REPS

Region J
Dianne lfachel
612/296-8568

Region 2
lSatrTC1ii" Massopust
612/296-3883

Region
r

3
Jiffchae S1rovy
612/297-3210

ReGion 4
JOhn 0150n
507/376~4869

Worthington

EPSOT Supervisor
]fare" Coil inson
61U296-6955

EPSDT Secretarl,
IHane H1rte
612/296-0870

EPSDT PROGRM1 OFFICE:

Department of Public Welfare
EPSDT Section
2nd Floor. Space Center
444 lafayett~ Road
St. Paul. MN 55101

St. "'1,

1

41G11ie

EPSOT REGIONS AND REPRESENTATIVES
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APPENDIX D

J.

2.

3.

4.

5.

6.

Jnne ~(\ot~l~;jn, R. N.
Reach-Vp, !ilC.

P.O. Tlox j /l22
St. Cloud, M~ 56302

R('l'2:.~lt i nc:

E1iz;)b(~th Grildie
HN lJental Association
2236 Harshal1 Avenue
St. Paul, MN 55104

B!:Ercsenting:

Charles Colwell, M.D.
2050 Nerrimac Lan~

Plyr.louth, MN 55447
Reprc.:c;enting:

Margaret (Kay) hackett
Route ~3, Box 2~1

Hi laca,}lN 56353
Representing:

John !Iaines, Director
Kandiyohi County Family
Box 757
Will~ar, ~N 5620]

Representing:

John Hick, N.D.
Dcpartn.:-nt of Pediatrics
Mayo Clinic
Rochester, HN 55901

Represent~:

617./253-811 0

Reach-Up, Inc" lleadstBrt

612/646-7454

Minnesota Dental Association

612/473-5461

MN Acaderny of Family Physicians

612/253-4700

MN Nurses Association

612/235-3014
Service Dept.

County Social Service Directors

507/284-2511

American Academy of Pediatrics,
Minnesota Chapter

Alternate:
Rob;rt Jensen, H.D.
Sl. Louis Park Medical Clinic
5000 Hest 39th Street
St. Louis Park, NN 55416

7. Knrcn l.indh(·l"~, t:P~ Coord. 507/'i26-326:>
Fnrib1tJlt Cnunly lIu:n;ln ~('rvjC(:s

Box 1.36
81tH' E.1rlh, m~ 56013

!~'.·J'!:.'~~_(:.!_l~ ;n:~: F.r~; ~'Ir~;{' Pnl\:i(J,~1'5



8. Jean Norrhom 612/633-1.0:31, x-33
2h3 N.W. 104th Lane
Coon Rapids, MN 55433

Representing: School Nurses of NinnC'sota

9. Elaine Saline 612/298-5467
EPS Coordinator
Ramsey County Nursing Service
951 E. 5th St.
St. Paul, MN 55105

~rescnting: Ramsey County Child Health Consortium

Alternate:
---_._-~

Hu I" r: 11 en Ltlehr
PSS Program - SN~

5S0 Cedar St.
St. Paul, MN 55101

-")-

612/2%-4080

10. Monica Sause" 612/348-3906
Community Health Dept.!EPSDT
Fourth Floor McGill Building
501 Park Avenue
Minneapolis, MN 55415

Representin&: Hennepin County EPSDT Program

11. Dolly West 612/138-6900
'-'ashington County CHs/HDA
8155 Hudson Road
Woodbury, MN 55125

Representing: HN Dietetic Association

12. Richard Williams, M.D.
2221 University Ave., S.E.,
Minneapolis, MN 55414

Representing: HN

612/378-1875 (Lynn Gruber)
Suite 400

Medical Association

Alternate:
Lynn Gruber
2221 University
~Iinneapolis, MN

612/378-1875
Avenue, S.E. - Suite 400

55414

13. Pat Woodbury 612/373-8055
1325 Mayo Memorial Building, Box 197
420 Delaware Street S.E.
Minneapolis, HN 55455

Rcprcscntim:: sr!lOol or Public Hcalth,
University of Min"~sotD
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18915 JUI'dan Tr~;l

Lal,coville, .'IN S5()~4

~cprc~~:

ST/.H

-) ..

61.2/fi90-().240

~N Financial ~orkcrs and
Case Aide Association

e:.....2.

1. Nary D0nohue
EFS Program Coordinator
Minnesota Department of Health
717 S.E. Delaware Street
Minneapolis, HN 55440

2. Karen Collinson
EPSDT Supervisor
Department of Public Welfare
2nd Floor - Space Center Bldg.
444 Lafayette Road
St. Paul, HN 55101'

3. Mildred Jackson
Dental Hygien2 Supervisor
Minnesota Department of Health
717 S.E. Delaware Stret~

Minneapolis, MN 55440

4. Thomas Lombard
Supervisor of PSS Program
State Department of Education
550 Cedar Street
St. Paul, [IN 55101

5. Kate Pfaffinger
EPS/EPSDT Nursing Consultant
Minnesota Department of Health
717 S.E. Delaware Street
Minneapolis, MN 55440

6. Sally Retka
PSS Nursing Consultant
Minnesota Department of Health
717 S.E. Delaware Street
Mi~neapolis, .MN 55440

7. Hary Streich
Hcaring and Vision Consultant
Minnesot.a Department of Health
717 S.E. Delaware Street
Minneapolis, MN 55440

8. Sheila Swaiman
cellS Unit Supervisor
Minurc;ot3 DCp;Jrtr.lcnt of l{C'alth
717 S.E. Dalnw~r~ Strc~l

Minn~apolis, MN 55440

612/296- 5538

612/296-6955

612/296-5529

612/296-4080

612/296-')542

612/296-5276

612/296-5,291

612/296-5286



r·iAILn:G L1ST

]. Ronald G. Campbell, M.n .• Chief 612/296-526'j
Section of }!alcrn.:l1 and child lk.11th
Hinnesot.1 Dt?l'artncnt of Jlenlth
717 S.L. D~law3rc Street
Ninnl':Jpo]is, NIl )5 /.40

2. Jlolwrd H. Casm",y, Cor:missi Oller 612/291j-23)3
Department of Education
550 Cedar Stract
St. Paul, HN 55] 01

3. Michael A. Gelder & Associ.ates, Inc. 312/677-2744
Health Consultants
3330 Lake Street
Evanston, IL 60603

4; Gerald \(1eve
Elementary Education Director
Department of Educati0n
S50 Cedar Street
St. Pau~. 'fN 55101

5. Migrant Health Services, Inc.
Towns~te Centr~

,810 South 4th Avenue
1loollH,ad, }iN 56560

6. James Moller, M.D., Chairman
American Academy of Pediatrics
Bo)( 288
Mayo Building, U of MN
Mi~neapolis, NN 55455

7. Jonathan Nachsin
EPSDT Specialist
Medicaid Bureau/HCFA
DHEw - Region V
175 W. Jackson Boulevard
Chicago, IL 60604

8. Donald Newman
Vision llnd Hearing Supervisor
Minnesota Department of Health
717 S.E. Delaware Street
Minneapolis, MN 55440

612/296-7834

218/236-6502

612/376-5454

612/296-5288

9. Arthur F. Noot, Commissioner 612/296-2701
Department of Public ~c]fare

4th Floor - Centennial Office Bldg.
658 Ced.1r Stl~et

St. Paul, MN 55155

___________ ..-..l.-



10. Gcor,:c I'<,ttcr:Sf'n, 11.0.
Com::1ir,l<l.on('r
foil. nn('l.ota Ocpartr.10llt of JIl'/11th
717 S.E. O~lawarc Str~c~

Minnc~poli~, MN 55440

11. Naomi Quinnell
School Nurse Consultant
~inncsoto Department o[ Health
717 5.S. Delaware Street
Minneapolis, MN 55440

12. Karen Kurz Riemar
MN Council on Quality Education
724 C~pitol Square Building
St. raul, HN 55101

13. Linda Sandvig
.m Nurses Association
1821 University Avenue
St. Paul, MN 551Q4

14. Walter L. Wilder, M.D.
6525 Drew Avenue South
Minneapolis, HN 55435

15. Torn Williams
Office of Econonic Opportunity
~eri~an Center Building #690
160 Last Kellogg Boulevard
s~. Paul, MN 55101

16. LaVonne Valletta
Deputy Commissioner
Department of Educ~tion

550 Cedar Street
St. Paul, HN 55101

17. Roger Strand
GovernQr's Planning Council on

Developmental Disabilities
201 Capitol Square Building
550 Cedar Street
St. Paul, MN 55101

-~-

612/2%-')460

612/296-5234

612/296-8200

612/G4()-4807

612/927-5431

612/296-5751

612/296-2774

612/296-4018


