
1

List of Executive Actions Regarding EPSDT Redesign 
 

From:  Jane Perkins, NHeLP 
Date:   Dec. 14, 2008 

 

Assumptions:       (1) The current Medicaid eligibility rules continue to apply.  Thus, Early and 
Periodic Screening, Diagnosis and Treatment (EPSDT) is a mandatory Medicaid service for 
categorically needy children, i.e., children who meet federally-defined mandatory or optional 
categorically needy eligibility requirements.  If Medicaid eligibility were extended to all poor 
children, then EPSDT would be a mandatory benefit for all poor children.      (2)  EPSDT policies 
need to be updated.  Federal EPSDT regulations have not been updated since 1984; primary 
federal guidance (State Medicaid Manual), since 1990.  Recent executive decisions have 
eroded some EPSDT policies.  Federal implementation of EPSDT has fallen behind current 
standards of practice.   

Organization of suggestions:  (1) This paper suggests six focused activities; the activities are 
not prioritized.  Within each activity area, the paper suggests a prioritized list of executive 
actions to improve child health and health access.  (2)  “State Medicaid programs (SMPs)” 
refers to both the single state Medicaid agency and the entities contracting with the single state 
agency to implement EPSDT, such as managed care organizations (MCOs); thus, actions 
called for, below, would affect state agency policies and MCO contracts.    

1.   Update instructions to SMPs for early and periodic screening and EPSDT reporting.  

 Implement 42 U.S.C. § 1396a(a)(43)(A)-(C) by amending 42 C.F.R. § 441.61 to include 
a definition of and requirement for a true “medical home” that emphasizes preventive 
care and health education/anticipatory guidance and encourages/monitors the 
child/family’s use of community-based programs and services (e.g. title V, IDEA, public 
housing, nutrition services).    

 Issue a regulation that includes body mass index (BMI) measurement as a mandatory 
screening laboratory test along with follow-up nutritional counseling and treatment, if 
required by the child’s condition. 
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 Issue regulations that require blood lead testing, environmental investigation and case 
management and treatment.  Current policies are contained in the State Medicaid 
Manual. 

 Revise regulations, 42 C.F.R. § 441.62, to codify the policy, currently reflected in the 
State Medicaid Manual, that states offer appointment scheduling and transportation 
assistance prior to the due date of each Medicaid-eligible child’s periodic screen. 

 Revise EPSDT reporting and include performance measures.   
o Issue regulations and State Medicaid Manual instructions that remind SMPs that 

the Medicaid Act specifies certain reporting , see 42 U.S.C. § 1396a(a)(43)(D), 
and that implement 42 U.S.C. § 1396d(r)(5) (text paragraph), which requires the 
Secretary of DHHS to set participation goals for each state every 12 months.    

o Maintain and strengthen the CMS-Form 416 by including reporting cells for 
mental health/developmental screening and receipt of corrective treatment 
following referral and that require separate reporting of performance under fee-
for-service and managed care.  Explain that the amendments are designed, in 
part, to ensure that SMPs are looking behind CMS Form 1500 fee-for- service 
claim forms and MCO reports to track whether children are actually being 
screening and obtaining necessary treatment. 

o Establish uniform, revolving performance measures for Medicaid-participating 
managed care entities that emphasize children’s preventive physical and mental 
health services. 

o Require SMPs to capture the child’s race, ethnicity, and primary language so that 
health disparities and disparate treatment and outcomes can be addressed.  

 Issue a Dear State Medicaid Director Letter (DSMDL) instructing SMPs to treat 
enrollment a child into the Medicaid program as the request for EPSDT screening 
services under 42 U.S.C. § 1396a(a)(43)(B), unless the family specifically declines 
EPSDT (after having EPSDT and the benefits of preventive care explained to them). 

 Issue a DSMDL asking SMPs to review and, if appropriate, update periodicity schedules.  
Among other things, the DSMDL should:  (1) include reference to Bright Futures (3d ed. 
2008), which emphasizes guidelines for prevention and health promotion needs of 
infants, children, and adolescents, see http://brightfutures.aap.org.   Cf. HCFA, Regional 
Identical Letter No. 95-042 (Jan. 23, 1995) (discussion of a previous edition of Bright 
Futures); (2) remind states that vision, hearing and dental services must be provided by 
qualified providers according to separate periodicity schedules, see, e.g., Illinois 
Functional Vision Screening Form; (3) implement a process for assuring that covered 
medical, vision, hearing and dental screening content, schedules, and treatment options 
are up-to-date; and (4) suggest formation of a high-level child health advisory group to 
offer ongoing policy advice to the SMP.    

 Issue policy guidance that encourages the use of standardized age-appropriate medical 
reporting forms which clearly require the EPSDT medical screening components (not 
just a well-child check up) and that include specific reporting on developmental 
assessment and health education/anticipatory guidance.    With the shift to electronic 
medical records, SMPs should be instructed to ensure that their contracts with managed 
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care organizations (MCOs) and contracting providers require the use of information 
technology that is compatible with the federal/state Medicaid program.  

 Many SMPs have an EPSDT coordinator position; however, this job is often unfilled.  
CMS should ask SMPs to provide the name and contact information for their EPSDT 
coordinators twice yearly and post the information on the federal agency web site. 

2.  Clarify requirements that SMPs cover “necessary healthcare, diagnostic services, 
treatment, and other measures described in subsection [1396d](a) … to correct or 
ameliorate defects and physical and mental illnesses and conditions discovered by the 
screening services….”  42 U.S.C. § 1396d(r)(5). 

 Issue regulations that clarify that the Medicaid Act establishes a federal scope of 
benefits—all services listed in 42 U.S.C. § 1396d(a), and that states cannot omit 
coverage of any of these services when needed through EPSDT.  The regulations 
should address the interplay between the EPSDT statute and the 42 C.F.R. § 440.230 
regulations that pre-date the 1989 EPSDT amendments (regarding amount, duration and 
scope).  State Medicaid Manual, part 5, is also confusing and will need to be amended.  
Among other things, the regulation should correct recent CMS statements that some 
listed services (e.g. personal care) are not medical in nature and, therefore, do not need 
to be covered through EPSDT.   

 Issue regulations that clarify that the Medicaid Act establishes a uniform definition of 
medical necessity for purposes of EPSDT—coverage of services when necessary to 
“correct or ameliorate” the child’s condition, whether or not the services are covered in 
the state Medicaid plan.  The regulations should address the interplay between the 
EPSDT statute and the 42 C.F.R. § 440.230 regulations that pre-date the 1989 EPSDT 
amendments (regarding amount, duration and scope).  State Medicaid Manual, part 5, is 
also consuming and will need amending.   

o The regulations should draw upon prior Health Care Financing Administration 
(HCFA) transmittals that clarify that the “correct or ameliorate” standard requires: 
(1) coverage of most of the treatments a recipient under 21 years of age needs to 
stay as healthy as possible; (2) that “ameliorate” means to improve or maintain 
the recipient’s health in the best condition possible, compensate for a health 
problem, prevent it from worsening, alleviate pain, or prevent the development of 
additional health problems.  Even if the service will not cure the recipient’s 
condition, it must be covered if the service is medically necessary to improve or 
maintain the recipient’s overall health; and (3) that the SMP must arrange for 
needed treatment directly or through referral to appropriate agencies, 
organizations, or individuals, see 42 U.S.C. § 1396a(a)(43). 

o The regulations should clearly apply to MCEs, as some (including Wellcare, the 
largest Medicaid MCO in the US) take the position that the 1989 EPSDT 
amendment eliminated state discretion to determine the services allowable under 
EPSDT but did not otherwise limit state discretion to define or tailor medical 
necessity.      

 Repeal 42 C.F.R. § 441.57 (pre-1989 rule for “discretionary services”). 
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 Issue a regulation that establishes coverage and payment processes for SMPs to (1) 
keep EPSDT coverage standards up-to-date and reflective of recognized clinical 
approaches and physician recommendations for treatment and service delivery 
(including coverage of bundled case rates for complex cases) and (2) incorporate proven 
quality improvement methods in Medicaid-participating pediatric provider practices.     

 Issue regulations that codify prior HCFA statements that “any encounter with a health 
care professional acting within the scope of practice is considered to be an interperiodic 
screen, whether or not the provider is participating in the Medicaid program at the time 
those screening services are furnished”  (thus entitling the child to coverage of 
necessary treatment services).  

 Issue regulations that clarify coverage of rehabilitation, maintenance, and respite 
services.  Withdraw the pending proposed regulation on targeted case management. 

 Issue a DSMDL that further explains the August 31, 2000 DSMDL (“Policy Guidance on 
Medicaid for Persons with Limited English Proficiency”) to specify that because oral and 
written translation services can be covered as Medicaid services within § 1396d(a), such 
services must be covered when needed by a child under § 1396d(r)(5). 

 Issue a DSMD letter clarifying that under EPSDT there is no:  (1) waiting list for services, 
(2) monetary cap on services, (3) hard quantitative limits on the amount, duration or 
scope of services, or (3) set list that specifies when services are not covered or are 
considered experimental. 

 Issue policy guidance that incorporates ADA/Olmstead “most integrated setting” 
requirements into existing federal policies that allow SMPs to limit services to the most 
economic, equally effective mode—in other words, clarify that more segregated settings 
are not equally effective.   

 Remind states that services must be initiated as the child’s medical condition requires 
and without delay caused by prior authorization or provider payment policies.   

 Reject SMPs that seek to change Medicaid beneficiary behavior through the use of 
negative consequences, e.g. the West Virginia Basic v. Enhanced Plan, and encourage, 
instead, state plans that emphasize healthy behavior through the use of incentives for 
beneficiaries, child health providers, and/or managed care organizations. 
 

3.   Make sure that EPSDT reflects state-of-the art coverage of behavioral health services.    
 

 Issue regulations and update the State Medicaid Manual (currently, § 5123.2) to include 
policies for developmental assessments during the medical screen, including the use of 
accurate and inclusive mental health screening tools, such as Ages and Stages, rather 
than the Denver Developmental tool recommended by many SMPs.  

 Issue a regulation that establishes a process for SMPs to keep EPSDT coverage of 
behavioral health services up-to-date and reflective of recognized clinical approaches 
and physician recommendations.  Issue guidance that specifically discusses the process 
for covering treatments and services in home and community-based settings. 

 Promulgate regulations and policy guidance that implement 42 U.S.C. § 1396b(c) and 
address the interplay between EPSDT and IDEA.   
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o Issue guidance clarifying that SMPs can reimburse local education agencies 
(LEAs) for administrative activities such as outreach, enrollment assistance and 
coordination of health care services.    

o Develop a uniform methodology for claims for administrative activities carried out 
by school personnel.    

o Issue a regulation prohibiting contingency fee agreements with companies that 
bill on behalf of LEAs and requiring competitive bidding for such contracts.   

o Issue guidance reinstating prior policy setting forth requirements for reimbursing 
LEAs for transportation of children with special needs to school on days they 
receive a health care service in school.  Issue guidance making it clear that 
Medicaid reimbursement is available for covered services provided to eligible 
children when services are listed in a child’s IEP or IFSP or when covered 
services are required to comply with Section 504 of the Rehabilitation Act.   

o Issue guidance making it clear that states that pay for “bundled” services have a 
sound methodology approved by the Secretary for such payments·  

o Issue guidance setting forth requirements state contracts with managed care 
organizations must meet regarding the provision of school-based services. 

 Issue policy guidance that improves state flexibility to expand and maximize coverage of 
behavioral health services by encouraging financing innovations through, e.g., blending 
public funding streams, enhancing families’ direct purchasing power, and improving risk 
adjustment strategies in risk-based managed care.  

4.  Issue policies to improve utilization of oral health services.   
 

 Amend 42 C.F.R. § 441.56(b)(1)(vi) to require dental screening services to reflect 
current standards of dental practice.   

 Implement 42 U.S.C. § 1396a(a)(43)(A)-(C) by amending 42 C.F.R. § 441.61 to include 
a definition of and requirement for a true “dental home” that emphasizes the child and 
family dental hygiene practices, eating patterns, tooth decay, monitors the child for 
speech and language problems, and encourages/monitors use of community-based 
programs and services.   

 Refocus SMPs on fulfilling the requirements of the January 18, 2001 DSMDL, which 
called on states to review their EPSDT oral health coverage and devise corrective action 
plans. 

 Issue policy guidance instructing states on ways to obtain Medicaid reimbursement for 
preventive dental services (bi-annual screening, cleaning, sealants, fluoride, oral health 
education) provided to children at the places where children are during the day, e.g. 
child care centers, schools, doctor’s offices, mobile vans.  

5.   Monitor current levels of provider participation in EPSDT and address barriers to 
care. 

 Convene a widely-representative technical advisory group to provide policy advice to the 
federal agency for addressing screening and treatment barriers, including provision of 
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services to children in schools and child care settings; provider participation (particularly 
pediatric specialty care providers); and problems with ineffective outreach and informing 
of beneficiaries and health care providers. 

 Using the January 18, 2001 DSMDL regarding dental care as a model, issue a DSMDL 
that asks on SMPs to review participation of pediatric specialty care providers in 
Medicaid/EPSDT and to devise corrective action plans. 

 Require SMPs to publish and web post up-to-date information from participating MCOs 
that lists the names, locations, qualifications, and availability of health care providers that 
participate in the specific MCO, including non-English language spoken by current 
contracted providers and information on providers who are not accepting new Medicaid 
patients.  See 42 U.S.C. § 1396u-2(5)(B), (C); 42 C.F.R. § 438.10(e). 

 Require SMPs to assure that local eligibility units maintain and make widely available 
current lists of fee-for-service providers who are accepting children as new Medicaid 
patients. 

 Audit SMPs to determine whether payments are sufficient so that services are available 
to Medicaid recipients at least to the extent the services are available to the general 
paying population in the service area.   See 42 U.S.C. § 1396a(a)(30)(A).   These 
reviews should include payments to subcontracting entities within MCOs, e.g. 
pediatricians, psychologists, home care workers.  Require corrective action from 
noncompliant states. 

 Undertake focused reviews of medical loss ratios in states with MCOs to gain insight on 
the extent to which federal/state Medicaid payments are going to direct children’s 
services, as opposed to administration. 

 Issue policy guidance to SMPs that explains the federal government’s expectations for 
allowing children to go out-of-plan to obtain services and applicable intermediate 
sanctions when EPSDT is not being provided as required by the MCO’s contract.  
 

6.  Clarify the role of EPSDT in states implementing § 1115 demonstrations and DRA 
benchmark plans. 
 

 Section 1115 demonstration projects must be consistent with the objectives of the 
Medicaid Act.  See 42 U.S.C. § 1315.  EPSDT is a major objective of the Medicaid Act.  
The Act has been amended on multiple occasions to expand EPSDT and/or protect it 
within state-flexibility options (e.g. DRA).  This consistent conduct evidences Congress’ 
clear intent that an essential purpose of Medicaid is to assure that every eligible child 
receives EPSDT.  EPSDT should be required in section 1115 demonstration projects. 

  Amend the benchmark regulation, 42 C.F.R. §  440.345(b), so that families do not have 
to seek coverage through the benchmark plan before getting wrap-around EPSDT 
benefits from the state. 

  Amend the benchmark regulation, 42 C.F.R. §  440.345, to require states providing 
benchmark benefits to children to inform families about EPSDT (including the scope of 
Treatment), the benefits of preventive care, and how to obtain appointment scheduling 
and transportation assistance. 


